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Fig. 3 — Low power pholomicregraph showing thickening of
rﬂrtni wall, especially of the sub-mucesa, and intact mucous
membrane.

D, Regato: Dr. Jorge Ceballos of Galveston, Texas,
and Dr. Philip ]. Hodes of Philadelphia, Pennsyvania, sug-
gested lymphopathia venereum. Dr. Paul Swenson of
Philadelphia also noted the possibility of an additional lesion
near the hepatic flexure and concluded to a probable inflam-
matory lesion. Dr. Wendell Stampfli of Denver suggested
a malignant tumor arising outside the bowel. Dr. Galen
Tice of Kansas City made a diagnosis of primary bladder
tumor.

Dr. Horn: The bowel wall is greatly thickened by
tumor which diffusely infiltrates the submucosa and peri-
rectal tissues and involves the muscle coat to a lesser degree,
The mucous membrane is intact and essentially uninvolved.
The tumor is composed of large cells growing independently
in an abundant fibrous stroma. Many of the cells are char-
acterized by vacuoles containing mucicarminophilic material,
There is no discernible pattern of growth.

This is certainly a malignant epithelial tumor although
not the wsual rectal or colonic carcinoma. The lack of
mucosal involvement makes one consider the possibility that
this is metastatic. However. tumors of this configuration,
closely resembling the better known linitis plastica type of
gastric carcinoma, occasionally arise in the large bowel,
Like those in the stomach, these carcinomas in the rectum
are usually extensive when encountered by the surgeon. as
this one is. The free invasion of the tumor is not limited
to the viscus of origin,
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Flf. 4—High power photomicregraph showing detall of tumor
cells; note signet-ring forms.

Dr. Horn's diagnosiss: COLLOID CARCINOMA

{linitis plastica type).

Histopatholegic Diagnoses Submitted by Mail

Adenocarcinoma R — ——— -
Mucinous carcinoma ... oo
Carcinoma of the stomach . I
Carcinoma (linitis plastica typei___ —
Carcinoma |sIEm:l: ring tvpel =
Careinoma of bladder_____.__ .
Carcinoma of prostate

Dr. Regato: Dr. Rupert Willis of Leeds. England, made
a diagnosis of carcinoma possibly arising in the stomach.
Dr. Pierre Masson, of Montreal, wrote that the probable
gastric or intestinal origin could not be discerned from the
slide.

Arthur P. Stowt. M. D.. Mew York, N. Y. (by mail):
Signet-ring cell carcinoma containing mucin and with marked
desmoplastic propensities.  The tumor may be primary at
this site or it may have originated in the stomach or else-
where.

L. V. Ackerman, M. [D., 5t. Louis. Missouri (by mail):
Tumor profusely involving the wall of the large bowel: the
tumor cells are single and often signet-ring in type. This
may be a primary carcinoma of the large bowel in which
the mucosal involvement is not apparent in this slide. We
cannot rule out the possibility of secondary involvement
from a carcinoma arising elsewhere.
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Fifé 3—Low power photomicrograph revealing granulemaious
thickening of the rectal wall,

Roenigenclogic Impressions Submitted by Mail

Carcinoma of prostate.... o6
i inama of rectum 41
[ inoma of bladder B
Perirectal abscess 7
Others . ]

Dir. Regato: Dr. L. Pascucci of Tulsa suggested a pri-
mary bladder tumor with recto-vesical fistula,

P. |. Hodes, M. D.. Philadelphia, Pennsyilvania (by
mail): A most bizarre appearance with the rectum second-
arily involved by a soft tissue mass in the pelvis. This
second soft tissue mass apparently hag also found its way
into the rectum through a separate tract. | suspect a con-
genital anomaly which has undergone malignant transfor-
mation.

P. . Swenson, M. D, Philadelphia, Pennsylvania (by
mail): There is an obstructing lesion (gas in the small
bowel] and secondary involvement of the small bowel. This
iz cancer unless proven otherwise.

Operative findings: On January 28, 1954, an abdomino-
perineal proctosigmoidectomy was carried out. A constrict-
ing mass was found in the rectal arca densely adherent to
pelvic walls: a polyp was presenmt just above thiz area, No
gross evidence of metastases was found.

D, Horn: There is an arca of deep ulceration with an
acute inflammatory reaction but except for this the lesion
appears to be one involving the deeper coats of the rectum,
the submucosa, muscle and perirectal tissues.  Irregular cvst-
like spaces of varying size are scattered through these coats
In some. no lining other than fibrous tissue can be seen, but
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Fig. 4—Moderate power pholomicrograph showing Thlgﬂc]l'h'l.

foreign body giani cells and rounded spaces which, before

processing, contained oil.

others are lined by phagocytes. In addition, phagocvies as
well az multinucleated giant cells, are numerous throughout
and are sometimes grouped in tubercle-like clusters.  Both
the mononuclear phagocyvtes and the giant cells frequently
have vacuolated cytoplasm. This has all the features of a
foreign bodv reaction to some lipoid material.

I was very pleased with myself when, some vears ago,
I recognized a small submucosal rectal nodule like this and
ascribed it to injection treatment of hemorrheids,  Shortly
thereafter 1 discovered that these are not uncommon lesions
(the most common submucous nodule encountered in the
colon in 2ome parts of the country) and that they may vary
from tiny, insignificant nodules to large masses that may
progress over a period of time and mav even encircle the
rectum and produce obstruction. They have been shown to
be due to mineral oil used as the wehicle for phenol in the
injection treatment of hemorrhoids.

Dr. Horn's diagnosis;: ELEOMA. of the rectum.

Histopathologle Diagnoses Submitied by Mail

Inflammation, fal necrosis 46
Lipogranuloma B 33
(ni Eranuloma __________ : 5
Forcign body reaction 18
Elescsimia B e 14
Too many o0il enemas 1
Others 21

Dir. Regato: Dre. M. B, Dockerty of Rochester, Minne
sota, D, L. V. Ackerman of 5t Louis, Missouri. and Dr.
J. F. Fennessev of Fort Carson. Colorado, identified this
lesion as a granuloma due to oil injection treatment for
hemorrhoids,
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L. V. Ackerman, M. D.. 5t. Louis. Missouri (by mail):
[ believe this is no longer a benign polyp. there is actually
carcinoma present. This is shown by the interglandular
budding. the pattern. and some of the nuclear changes. It is
true that the tumor is relatively superficial.

A. P. Stout, M. D.. New York iby mail): This seems
to be not only multiple adenomatous polyps but carcinoma
in situ involving the polyps and actually replacing the
mucosa., | cannot find any evidence of invasion. This man
is serfously threatened with invasive concer.

[, Eckert: In cases of polyposis of the colon, surgical
indications are clear cut and straightforward. for all portions
of the mucosa are predestined to the development of paly-
poid lesions and eventually malignant tumers if they are
given sufficient time. Therefore the surgeon is obliged to
remove the entire colon and. in the majority of cases, the
rectum as well with the performance of permanent ileostomy
or so-called anal ileostomy. In the case without family
history of polyposis. with multiple polypoid lesions in the
colon and with only rare polyps in the recutm which can be
removed by conservative measures, one can consider a colec-
tomy with primary anastomosis of the ileum to the upper
recturm: the lower this anastomosis is performed the better.
In every serles reported in which conservative procedures
have been done a certain incidence of malignant tumor for-
mation in the residual rectal segment has been reported. 1
have had occasion to operate on a boy 13 years of age with
multiple polyposis which had already become frankly malig-
nant.

The problem of the single polyp is quite different. there
we need persistence on the part of the surgeon and coopera-
tion on the part of the pathologist and usually their getting
together. In the majority of sessile polyps. if enough biop-
sies are taken, the true knowledge of their nature can be
ohtained: if definite infiltrative changes are seen [ think they
should be treated as cancer. IF infiltrative changes are not
seen then they are suitable For local removal and the size of
the polyp and the exact location will determine the approach
that is used. As far as the pedunculated polyps, those
polyps that have a definite stalk in which there are only
malignant changes in the tip. we have never had example of
metastases from such a lesion and we remove them conserva-
tively with a good margin of the stalk.

M. Berthrong. M. D, Colorado Springs. Colorado: 1
have recently seen a polyp with malignant change just at
the tip but with invasion of the submucosa and with metas-
tases to the regional lvmph nodes. It was a unigue case but
makes one worry about the next one. There was a definite
long stalk, about 3 cm. It loocked like a benign polyp but
there was invasion and metastases in the regional lymph
nodes.

Dr. Eckert: There have been other reports of this sort.
Claude Welch from the Massachusetts General Hospital
published a report on adenomatous polyps that the surgeon
encountered. and he described what seemed to be three such
lesions. We asked him to bring the material with him so
that we could see it and we were able to talk him out of his
concept: they turned out to be three wvery carly. minute
invasive carcinomas.

Dr. Golden: Just for the record T would like to point
aut that the detection of these polyps in the colon is one of
the most difficult things the radiclogist has to do. lt involves
very careful cleaning out of the colon with castor oil. with
enemas, and even that isn't enough at times. We have
begun to put the patient on a low residue diet for two or
three days before the examination. But it can be extremely
difficult because polyps do not all have the same physical
texture. Some of them are firm and stand out from the wall:
some of them are very soft and lic down flat against the
wall: some of them do not have much more texture than a
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blob of mucus and those are the kind that are very difficult
to detect. Once [ did three double contrast enemas on a
patient before | was satisfied that she did have a polyp of
the descending colon.

A. F. Rossitto, M. D, Wichita. Kansas: How does Dr.
Golden handle this problem of polypi when the patient is
first presented? They ask us to look for polypi and it is
quite a chore: we see very few polyps.

Dr. Golden: My impression is that we fail to see more
than we do see. [t mav be that the incidence is different in
different parts of the country. 1 have come to believe that
Drr. Cesare Gianturco is right in advocating the usage of
high veltage radiology. He has given up using the double
contrast method. [ think we ought to use all of the methods at
our command and that in the presence of bleeding we should
assume that a polyp is there until we have failed to show it
at least twice. And if we find a shadow that looks like a
polyp. the examination should be repeated to see if the same
shadow can be reproduced in the same place. In spite of
all our efforts sometimes a piece of fecal matter may be
very confusing.

B. Eiseman., M. D.. Denver. Colorado: We appreciate
it greatly when the roentgenclogist can demonstrate a polyp
for us. However, not infrequently, despite their best efforts,
they cannot demonstrate a lesion in a patient who is bleed-
ing. The guestion always arises in my mind—is it worth-
while to have 2. 3. and 4 contrast barium enemas and the
expense and time involved! Frequently we have to make
up our minds to explore that patient whether the roentgen-
ologist sees it or not. It is not pleasant to have to operate
to find those polys. but that frequently occurs.

D, Golden: 1 have known bleeding to occur with no
cause to be found and the patients lived without further
trouble for many years. Another thing is that bleeding can
come from the small intestine as well as the large. so that
after two negative double contrast procedures, and if the
patient bled again, [ would certainly do a very carcful small
intestine study,

H. K. Giffer. M. D.. Omaha, Nebraska: 1 would like
to ask Dr. Horn if he has any impression as to the etiology
of papillomas as opposed to adenomatous polypi and whether
either has a common cause by viruses or anything else.

Dr. Horn: | do not know any mere about that than you
do Dr. Giffen. In o number of instances of papillomas or
papillary adenomas of the rectum. associated polyps have
been Found. In cases of multiple polyvposis both lesions may
occur, although the papillary adenoma is a great deal less
COMMOo.

H., W. Hefke. M. D.. Milwaukee. Wisconsin: [ don't
see how a surgeon can find these small polyps, certainly not
by palpation. At times he has to make an opening and put
in the sigmoidscope at surgerv and he can see only a limited
area. Often more than two examinations are necessary. |
remember many cases where repeated bleeding was present
and as many as six sigmoidoscopics and six or more barfum
enemas were necessary to find the lesion: 1 think that is
better than to operate and probably not find anything. As
far as contrast enema is concerned we probably use it only
for sure purposes mostly and in multiple polyps it looks very
nice. Some 737 of polyps are seen by the proctoscopist
and there is no need for additional demonstration. And so
the contrast enema is done only in order to either confirm
or see the extent of multiple polyposis, 1 would like to ask
D, Eckert—do vou think that when there is a multiple poly-
posis demonstrated surgery should be done early! There
was a family in Milwaukee in which in the course of the
last 30 years, 30 members had been operated on and they
all pretty nearly died except the ones who were operated in
adulthood.
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Fig. 3—High power photomicrograph revealing orderly pattern
?!!E:ll differentiated cells which characterizes most of the
esion.

D, Eckert: 1 think every patient with multiple poly-
posis should be operated on when the diagnosis is made.
delays are not warranted with one possible exception: very
carly in childhood when the risks of malignant changes are
small. There is great difference in the occurrence of massive
hemorrhage or chronic blood Joss, Polyps of the colon sel-
dom produce massive hemorrhage. [ wouldn't say they
never produce it. but seldom produce it.  They will produce
chronic blood loss in the majority of cases and under those
circumstances one has an opportunity to do repeated exami-
nations and study the entire gastrointestinal tract, How-
ever, in the case of acute hemorrhage there are certain
indications to operate in the absence of definite demonstrable
lesions by radiologists or on sigmoidoscopy.  And in those
unfortunate cases we are doubly handicapped alse for the
bowel may not be adequately prepared when we operate on
the patient and the procedure of introduction of the sig-
moidoscope into various segments where the entire bowel
can be visnalized. is not feasible.

I. Ceballos, M. D.. Galveston, Texas: [ would like to
ask Dr. Golden if he thinks the use of tannic acid improves
the diagnosis of polyps?

Dr. Golden: We used tannic acid for a while but gave
it up because we did not think that it helped us much, Given
one of these small flaccid polyps. a tight circular muscle
may squeeze it in such a way that its contours cannot be
differentiated from those of the mucous membranc itself.
Thorough cleaning out, high voltage radiclogy with the
colon filled, pre and post-evacuation [ilms and then double
contrast procedure are the methods of choice.

N. E, Pond, M. D, Milwavkee, Wisconsin: [ would
like to have Dr. Horn comment on the freguency with which
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Fig. 4—High power photomicrograph showing carcinoma: loss
of differsntiation and invasive growth.

he has seen unsuspected polyps of the colon or stomach at
autopsy.

Dr. Horn: 1 think Elson Helwig reported 7% polyps
in the large bowel in a series of unselected autopsies in the
older age group. It would be my impression that our inci-
dence of unsuspected polyps at autopsy is lower than that,
appreciably so, and is almost nil in the stomach.

H. F. Elmendorf, Jr., M., San Antonio, Texas: In
the patient with multiple small or moderate hemorrhages
over a long period of time, where there is bright blood
appearing in the stool, what is the highest point at which
vou suspect the location of the point of bleeding?

D, Golden: Usually they are in the distal half of the
large intestine.  Where the blood is dark, howewver, the
lesion can be anywhere from the stomach on down,

W. Whirtehowse, M. 1D, Ann Arbor, Michigan: [ would
like to ask Dr. Golden about the relative importance of the
different barium preparations, the various sizes particles and
usage of suspension agents.  We are caught in the cross-
fire of advertising claims and aren’t always able to inves-
tigate thoroughly.

L. Golden: It has been our impression that the non-
flocculating barium preparations, so-called, are very much
better than plain barium water preparationz. In the majority
of cases it will cover the mucous membrane very nicely as
it was covered in the case here. whereas barium in water
will begin te flocculate immediately and form small spow-
flake like masses which do not outline the mucous membrane
satisfacrorily, I would hesitate to do the double contrast
procedure now without using one of the good non-floccu-
lating suspensions,

f'.}nl_r.u IF;
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Uur Guest Speakers

Rass Gowoen, M. D, Emeritus Profes-
sor of Radiology, Columbia Univer-
sity, MNew York, Visiting Professor of
Radiology University of California at
Los Angeles. Dr. Golden graduated
from Harvard University Medical
Schoal in 1916, He has published
several books on radiodiagnosis and is
recognized as one of the world
authorities in the roentgenologic explo-
ration of the gastro-intestinal tract.
Dr. Golden was the guest of the Pen-
rose Cancer Hospital,

Ropert C. Hoew. Je. M. D.. former
Associate Professor of Surgical Path-
ology. University of Pennsylvania and
Director of the Tumor Clinic at the
University Hospital of Philadelphia;
he has recently assumed his duties as
pathologist to the Ford Hospital in
Detroit. Michigan. Dr. Horn gradu-
ated fram the Medical School of Yale
University in 1937, He has written
numerous articles on surgical path-
ology. Dr. Horn was the guest of the
College of American Pathologists,

Chanies L. Eckenr, M. D., Associate
Professor of Surgery, Washington
University Medical School and Direc-
tor of the Tumor Service at Barnes
Heospital, St. Louis. Missouri. Dr.
Eckert graduated from Washington
Liniversity Medical School in 1939,
Diespite his youth, Dr. Eckert is well-
known for his devoticn to the teaching
and training of young surgeons and
for his didactic clinical discussions.
Dr. Eckert was the guest of the Pen
roge Cancer Hospiral,
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