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Fig. 2-—Photomicrograph. Thymoma, showing mixture of two
cell types.

At the laboratory of surgical pathology of Columbia
University we have thirty-six cases of thymoma recorded;
twelve of these were operated at the Presbyterian Hospital
and twenty-four came from other sources. The sex is known
in thirty-four of these cases: sixteen males and eighteen
females. The age is known in thirty-two: twenty-five were
over forty vears of age and the other seven were 22 to 35
yvears old; we know, however, that thev can occur in chil-
dren, for there are cases recorded in our Babies Hospital
and at least one of them was malignant. OF the thirty-six
cases, cleven were associated with myasthenia gravis and
one with aplast’'c anemia; the latter patient was temporarily
relieved after removal of the thymus but the condition
recurred and she died. The largest of these tumors measured
18x21%24 ¢m and weighed 1000 grams. Seven of these
thirty-six cases showed some evidence of malignancy and
four of them had metastases {one in the axillary nodes. one
in the cervical nodes. one in the lungs and one in the cervical
and mediastinal nodes. the lungs and pleura): one case
showed direct invasion of the thyroid, neck muscles, esopha-
gus. trachea. bronchi and pleura. Another case showed
direct invasion of the heart: one recurred after operation
and invaded the lung. and one was so large and adherent as
to be considered inoperable. Mot one of these malignant
cases was associated with myasthenia gravis: Derow and
associates have pointed out that metastases are not reported
in case of thymeoma associated with myasthenia gravis.

It iz sometimes difficult to decide whether one is dealing
with a true tumor or only thymic hyperplasia. If the enlarge-
ment is diffuse and the components relatively normal with
Hassall's corpuscles we have called it hyperplasia. IF the
enlargement is a nodule and not diffuse we have called it
thymoma. even if well differentiated. Hassall's corpuscles
are seldom detected in thyvmomas. We have been puzzled
in a few thymomas to Hnd inclusions of small tubules lined
with cells which may be epithelial although we cannot feel
sure of this. These structures we have not yet been able to
identify. It may be almost impossible to distinguish histo-
logically between benign and malignant tumors and the deci-
sion may have to rest upon clinical evidence of infiltrative
growth and or metastasis. The thymus may become involved
by lymphosarcoma and Hodgkin's disease. It should be pos-
sible to distinguish these from true thymomas if one adheres
to the criteria for thymomas and the other two diseases all
of which differ one from the other.

In regard to nomenclature T think it is wise to continue
the use of the term thymoma prefaced by the adjectives
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benign or malignant as the case may be. This is because of
the uncertainty regarding their cellular origin and compo-
sition.

Dir. Stout’s diagnosis: BENIGN THYMOMA.

Pierre Masson, M. D.. Montreal. Canada (by mall):
The bad condition of the preparation does not permit one
to say whether these are thymic or lymphatic elements. A
leng time ago we stopped fixing our tissue in formalin,
spreading the sections in warm water, which distorts the
tissues, and staining with hematoxylin-eosin, which reveals
nothing precise in respect to the cytoplasms., Very often.
in spite of a careful study under the best of circumstances,
we cannot arrive at a definite diagnosis. Our collection of
“ignotomes” has become larger and larger.

D, Regato: A histologic diagnosis of thymic carcinoma
was submitted by R. Willis of Leeds and also by A ],
French of Ann Arbor; C. A, Hellwig of Halstead thought
this case to be one of malignant thymoma.

Subsequent hisfory: In February 1948 the patient was
submitted to roentgentherapy: a total of 2,850 roentgens
{calculated on the skin) were administered to each of 4
fieldz, 15%10 em in diameter, directed to the tumor area. in
38 days (200 kv, 50 em distance. 0.9 copper h. v. 1.} Reduc-
tion of the mass followed, The dysphagia and muscular
difficulties were considered due to myasthenia gravis and
the patient was given prostigmine; signs of prostigmine
intoxication developed in May 1948, The syndrome of
myasthenia was exacerbated in July 1949, A letter from the
patient dated January 1950 stated that “he is feeling pretty
good,”

L. Henry Garland, M. D., San Prancisco, Calil.: My
impression was that the lesion could be cither a thymoma
or a dermoid; the developments in the recent history suggest
malignant change. We have seen four cases of anterior
mediastinal dermoid which suddenly took what appeared to
be a malignant course. I note that Dr. Hodes™ diagnosis was
benign thymoma or lymphangioma. Would he please tell
us how many cases of benign lymphangiomas of the medi-
astinum he has seen? Dr. Stout diagnosed this histologically
as a benign thymoma: some of his colleagues as a malignant
thymoma, [ feel that the clinical course of the case is some-
what inconclusive to date, although there is a suggestion of
malignancy in the recent developments,

Dr. Hodes: Mediastinal lymphangiomas are not rare,
They may approach the size of this patient’s tumor. The
largest mediastinal lymphangioma 1 have seen was presented
before the Philadelphia Roentgen Ray Society by Dr. G. E.
Pfahler about ten years ago. It was approximately three
times the size of this patient's lesion and disappeared entirely
following radiat’on therapy.
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This is the seventh case of more or less localized col-
lections of lymphold cells in the lungs, forming tumor-like
masses removed by surgeons, which [ have studied. Three
of them have been reported. one by Spott and Grayzel, one
by Maier and one by Anlyan, Lovingeod and Klassen. They
have had certain remarkable features in common. All of
them so far as my information extends have been limited to
the lung and there have been no foci discovered in any other
part of the body. It is evident. therefore, that they differ
from cases of lymphosarcoma starting in other parts of the
body and involving the lung secondarily. Six were males
and only one was a female. Their ages were 23, 26. 38, 39,
50, 62 and 63, The right lower lobe was invelved alone
in four cases, the right middle lobe alone in two and in the
other case the tumor occupied most of the left upper lobe
and part of the lower lobe. Four cases had no symptoms.
The other three had symptoms referable to invasion and/or
obstruction of a bronchus,  5ix cases were composed largely
of fairly well differentiated lymphocytes and only one was
a reticulum cell tumor. One remarkable case studied by
Colonel Farinacci at the Fitzsimons Army Hospital, which
I have included among these but which will be reported in
detail by him. showed. in addition to large solid masses of
lymphoid cells replacing the parenchyma. a number of sub-
mucosal polypoid projections into large bronchi which were
large enough to obstruct them.

I have wondered if it is p-oper ta call all these tumors
lymphosarcomas because of their ben‘gn course and localized
features. It has seemed to me possible that they may be
comparable to the localized lymphoid nodules in the mucosa
and submucosa of the rectum and sigmoid which I like to
call benign lymphomas  These lung lesions are generally
very much larger than the rectal tumors—so large that it is
difficult for me to feel justified in calling them simply lym-
phoid hyperplasias. Tor the present [ continue to record
them as lymphosarcomas pending more information concern-
ing the subsequent course of these cases. We can all recall
that Brill. Baer and Rozenthal at first thought that their cases
of giant follicle lesions of lymph nodes and spleen were not
neaplastic, but that later they had to acknowledge they
represented a form of lymphosarcoma. When enough infor-
mation about these lung tumors has accumulated, a proper
descriptive term for them will be selected.

Dr. Stout's diagnosis: LYMPHOSARCOMA (benign
Iymphoma?] of the lung.

James H. Walker. M. D.. Brookline, Mass. (by mail):
Thiz was definitely an intrapulmonary lesion. It was situ-

Fig. 3—Photomicrograph. Lymphocytoma (lymphosarcoma )
of the lung. Laidlaw silver reticulin stain.
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ated in the lower lobe. but a portion of it was present in the
interlobar fssure. Once the tumor was removed one could
definitely see the origin of the base of the tumor and it was
within the lower lobe.

Pierre Masson, M. ., Montreal, Canada (by mail):
The lymphoid tissue is composed of numerous follicles. most
of them with reticular elements in their center, which are
separated by fbro-hyalin tissue. This hyaline sclerosis in-
vades the reticulum and extends to the adventitia of numer-
ous vessels; around some of these there is a thick hyalin
layer. The elements within the reticulum have the appear-
ance of lymphocytes. This is probably a case of chronic
Iymphadenitiz of unknown cause,

Dr, Regato: Dr. R, Willis of Leeds suggested that this
is a case of simple lymph node hyperplasia, M. B. Dockerty
of Rochester thought this to be a “giant hemolymph node”
but admitted that it was “somewhat anemic.” A, O, Sever-
ance of San Antonio submitted a diagnosis of agnogenic
myeloid metaplasia.

L. Henry Garland, M. D)., San Francisco, Calif.: My
impression was benign lung tumor,  Apparently Dr. Stout
classifies this as a benign lymphatic structure. [ suppose it
might be an ectopic lymph node. Has Dr. Hodes seen any
other such ectopic intrapulmonary nodes in humans?

Dr. Hodes: About fifteen years ago Dr. Herman Ostrum,
radiologist to the Philadelphia General Hospital, presented
a pulmonary lesion to our radiological conference which was
thought to be an ectopic lymph node.  If my memory serves
me correctly this lesion was approximately 1.5 em in diam-
eter, and was situated in the peripheral portion of the middle
third of the lung several cm away from the hilum itself.
This patient had no pulmonary complaints. At post mortem
examination. howewver. a well circumscribed lymphoid mass
was found which was considered to be an ectopic lymph
node. Mever since then have 1 come across a similar case.

W, O, Brown, M. D., Scottshluff, Nebr.: | would like
to submit the suggestion that this lesion might be an ectopic
spleen. 1 thought 1 could recognize Malpighian corpuscles
in the section and the lesion had a definite sinuscidal
arrangement.

A, Q. Severance, M. D., San Antonio, Tex.: I thought
this was a lymph node. and 1 also thought that there was
some evidence of blood cell formation geing on such as
nucleated red blood cells. a rare megalokarvocyte, and im-
mature granulocytes. In retrospect [ believe that ectopic
spleen is a better diagnosis.

Mark Wheelock, M. D.. Chicago. Ill.: 1 saw what [
considered thymic corpuscles and 1 understand that thymic
tissue has been found in the lung. [ remember a paper in
which these various abnormalities were discussed (Gruen-
feld). Thymus may occur if not in the lung, attached to it
and maybe to the pericardium. The diagnosis of lympho-
sarcoma made by Dr. Stout may influence the surgeons to
do a pneumonectomy. | wonder if the case deserves that
much radical surgery. Dr. Arey reviewed my slide and
though he would not state it was thymus. he could not
eliminate it as a possibility. He believed that it could be
found in the interlobar fissure.

Richard M. Mulligan, M. D., Denver. Colo.: [ would
like to know how to account for what looked to me like
Hassall's corpuscles.

D, Stout: They were not present in my slide.

H. Mason Maorfit, M. 2., Denver. Colo.: Assuming that
the diagnosis of lymphosarcoma is correct, it may be in order
to remember that we ordinarily think of this disease as being
multicentric in origin. There is increasing evidence. of con-
siderable Importance from a therapeutic point of view, that
the disease may be unicentric in origin, and consequently
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Fig. 2—Photomicrograph. Benign soiltary fibrous mesotheli-
oma of the pleura. Masson staln showing lack of patiern and
abrupt change from dense to loose textured areas.

diagnosis. Ecchinococcus cysts assume a similar appearance
although it is only fair to say that the ecchinococcus cysts
usually are rounder and intra-pulmonary,

There is a tumor of the pleura which may grow slowly
and remain well circumseribed. 1 refer to the rather rare
neoplasm which has been variously called mesothelioma and
pleural endothelioma. Seen early, they are usually asympto-
matic, very dense. firm, tumor masses that apparently are
confined to the pleural surface and not associated with pleural
effusion. The tumor is most commonly found between the
fourth and sixth decade which is the proper age distribution
for our patient.

Dr. Hodes" conclusion: MESOTHELIOMA OF THE
PLEURA.

Dr. Regato: A radiographic impression of benign.
fibrous, pleural neoplasm was also submitted by F. ]. Hedges
of Ann Arbor, ]. T. Case of Santa Barbara. H. F. Hare of
Boston and E. E. Barth of Chicago.

Dr. Stout: This tumor is basically fibrous—it does not,
however, show any of the standard patterns of fibromas or
fibrasarcomas. Instead its characteristic is that it does not
have any definite pattern at all. The spindle shaped cells
and the collagen and reticulin fibers grow in a jumbled
fashion—in some areas the fibrous elements predominate with
few cells, other areas are more cellular with both spindle
shaped and rounded cells present.  Areas with very dense
fibers are abruptly interrupted by very loose textured paler
areas. MNo areas are very vascular but there are a few thick
walled dilated sinuscidal vesszels. So far as I can tell my sec-
tion has not been taken through the periphery of the tumor.

It must have come close to the pleura on the right side
from the description of the position of the mass. In any
event, the histological morphology is so characteristic of the
tumor which I like to call solitary fibrous mesothelioma of
the pleura that [ shall make that diagnosis. Because of the
alternate dense and loose textured areas, one has to think of
neurilemoma, I do not find any of the diagnostic features
of that tumor in this slide: the cells are net Schwannian,
there is no microcystic degeneration. no thick collagen
sheaths about the vessels, no Verocay bodies. It is neither
a simple fibroma, a fibrosarcoma nor any type of smooth
muscle tumor.  TIs it benign or malignant? In my experience
this is the characteristic benign form—the malignant fibrous
mesothelioma is much more cellular, shows anaplastic spindle
cells with mitoses and fewer and more delicate fibers. When
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these benign tumors are guite vascular, they can be confused
with hemangiopericytomas and 1 myself confused one with
a mixed mesodermal tumor or Iﬂ[‘ﬂl."l'ﬂ_‘l]'y'lﬂﬂmél.

The mesotheliomas of the pleura, theoretically can present
themselves in at least 8 different quises. These depend upon
whether the growths are fibrous or produce tubules, whether
they are benign or malignant and whether they are solitary
nodules or diffusely spread out over the pleural surface.
Before the present case reached me 1 have had an oppor-
tenity to study 34 mesotheliomas of the pleura as follows:

Solitary benign fibrous mesothelioma ...........17
Solitary malignant fibrous mesothelioma. ... 10
Diffuse benign fibrous mesothelioma............ .2
Diffuse malignant fibrous mesothelioma...... 1
Solitary benign tubular mesothelioma weee 1
Solitary malignant tubular mesothelioma.. ... 1
Diffuse benign tubular mesothelioma, .. 0
Diffuse malignant tubular mesothelioma . .. 2

Twenty of these tumors were benign and 14 malignant,
The benign ones can grow to a very large size, become in-
operable and kill but if removed a cure is generally cffected.
On the other hand. the malignant cases are almost invariably
tatal. T cannot of course guarantee that it is correct to
assume that all of these tumors are derived from mesothelial
cells. T think they are because we know that mesothelium
can produce connective tissue fibers and because when grown
in vitro the outgrowth produced mesothelium in one case.
[ do feel, however, that it has been useful to use a single
term for all these tumors so that they can be collected into
a group and their biological characteristics learned. [f every-
one calls the tumors by different names according to the
fancy of the moment, they can never be assembled into large
enough greups to learn of their behavior and curability,

I believe the present tumor is benign and 1 expect a
cure to result.

Dr. Stout's diagnosis: BENIGN, SOLITARY,
FIBROUS MESOTHELIOMA OF THE FLEURA,

Pieree Masson, M. D.. Montreal, Canada. (by mail):
This tumor has the character of a fibroma, dense and poor in
cells in places. and on the contrary, lax and rich in cells in
others. Certain areas remind us of neurinomas but the fact
that the nuclei are small and that the cells are always found
between the dense collagen bands and not in the interior.
makes me lean to a diagnosis of fibroblastoma of doubtiul
malignancy.

Dr. Regato: A diagnosis of letomyoma, possibly of vas-
cular origin, was submited by R. Willis of Leeds and one
of neurilemoma by C. Oberling of Paris. The possibility of
sarcoma was raised by C. A. Hellwig of Halstead, by A. ].
French of Ann Arbor and by ], Engelbreth-Holm of Copen-
hagen.

L. Henry Garland. M. D., San Francisco, Calif.: [ had
the impression that this should be either a bronchogenic car-
cinoma or a bizarre cyst. | could not make up my mind
whether malignant or benign lesion was the more likely. Dr.
Stout called it benign mesothelioma. The subsequent course
suggested benignancy. Perhaps the cytologic label is less
important than the estimate of the biological character of the
lesion.
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Fig. 3—~Photomicrograph. Chorlonepithelioma. Syncylial tro-
phoblasts are prominent and surround h'lw:l'll,pfv:l.'l.ﬂ'l.ll paler
cuboldal cells.

a large, well delimited upper mediastinal mass, 14 cm in
diameter, overlyving the arch of the aorta. A short series of
rocntgentherapy was given and the tumor was judged radio-
resistant.  In MNovember 1950 a thoracotomy was done: a
large hemorrhagic mass was found in the anterior and
superior mediastinum, adhering to the thoracic wall and sur-
rounding organs; there were numerous hemorrhagic nodules
in the lung parenchyma: only biopsy was done.

Radlologle Impressions Histopathologic Dl;tq.nu.oq“

Bubmitted by Mail Submitted by
Lymphoma, Hodgkin's, Choriocarcinoma _________ it
Iymphosareoma 40 Carcinoma 3
Malignant teratoma, metas- Liposarcoma . ____ 2
tatic testicular tumor._. 38 Malignant bronchial
Chorlocareinoma 15 adenoma 1
Thymoma __._____________ 27 Thymoma .________________ 1
Ruptured cyst or Duck soupl o . 1
ANEUryEm 23
Ten others ________________ 45

Dr. Hodes: This patient's downhill course following his
accident suggests the injury might have been responsible for
the onset of his symptoms. The history of breast tenderness
is very provocative but we are told nothing concerning the
presence or absence of testicular masses. The fact that this
patient was given roentgentherapy suggests that we may
be dealing with @ relatively radioresistant malignant neo-
plasm. We are told nothing concerning the amount of treat-
ment delivered to the tumor mass, but T will consider that it
was adequate to exclude a radiosensitive tumer. For the
same reason I am inclined to believe that the patient’s breast
symptoms will not prove to be due to a testicular tumer.
One would have expected a mestastatic testicular tumor to
have shown some degree of radiosensitivity, although this is
not always the case. The reported hemorrhagic character
of the mass in the superior mediastinum and in the lung
seems significant.  Were this a very vascular tumor to begin
with. trauma would easily have caused hemorrhage and the
precipitation of symptoms. Because of this, one must con-
sider the tumors of blood vascular origin.

Close inspection of the left lateral and inferior margin
of the tumor mass reveals a rather lobulated appearance.
In addition to the mediastinal mass there is a parenchymal
density. possibly two parenchymal densities, that seem actu-
ally within the lung: they should be studied stercoscopically
for more accurate localization, I am impressed by the peci-
liar structure of the pulmonary lesions which suggest the
possibility of a cluster of abnormal blood vessels rather than
a parenchymal infiltrate.

Again, we are faced with a consideration of the malig-
nant tumors that cccupy the superior and anterfor medias-
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tinum., The thyroid and thymic neoplasms do this and would
be radioresistant. A teratoma that had undergone malignant
degeneration would be equally radioresistant.

Mo radiologist would stake his reputation upon one
single diagnosis in a case like this. Unless he were sure that
this man did not have a testicular or adrenal tumor, he would
not ignore the patient's breast findings. MNor would he
dogmatically state that the primary mediastinal glandular
and teratoid tumors need not be considered.  For today's
exercises. however, [ am going to do just that.

Dr. Hodes' conclusion: A MALIGNANT TUMOR:
Frobably a MALIGNANT HEMANGIOENDOTHELI-
OMA or MESTASTATIC TESTICULAR TUMOR.

Dir. Regaro: A radicgraphic impression of choriccarci-
noma was submitted by ]. A. Campbell of Indianapolis, L.
Guzman of Santiage de Chile and L. Erlich of San Juan,
P. R.: these gentlemen made use of the clinical information
made available to them.

D, Stout: This tumer nodule is in the lung and is com-
posed of strands and masses of syncytial cell aggregates of
the Langhansian type which grow relatively unsupported.
They are often bathed in red blood cells and there is a large
area of blood clot containing degencrate tumor cells. Some
of the alveoli of the lung tissue surrounding the tumor are
filled with blood but the tumor does not seem to have invaded
the surrounding alveoli or interstitial tissue.

The history and the morphology of the hemorrhage
producing tumor make the diagnosis of chorionepithelioma
relatively certain. The guestion of the origin of the tumor
is perhaps the feature of greatest pathological interest. In
the Surgical Pathology Laboratory at Columbia the only
cases of metastasizing chorionepithelioma in the male could
be traced to the testis which beyvond doubt is the commonest
site of origin. Ewven il noe nodule could be palpated in the
testes, one would not feel justified in excluding them unless
both were serially sectioned and not only wviable tumor but
ne cicatrix representing the site of a possible self cured
primary tumor could be found.

Primary tumors have heen found [after excluding the
testes) in the mediastinum, in the region of the pineal body
and possibly in the retroperitoneum. In each instance. the
tumor has been presumed to come from a teratoma in which
the hormone producing syncytial masses developed and
formed the sole malignant tissue. The gynecomastia present
in this case is interesting. Ordinarily chorionic cells when
they become neoplastic do not contain amounts of estrogen
comparable to those found in the normal placenta. It has
been suggested by Twombly and Hocker that the adrenals
may have been abnormally stimulated because in their case
there was pregnandiol in the urine and that this provided the
source of the increased estrogens.

_Dr. Stout’s diagnosis: CHORIONEPITHELIOMA OF
MEDIASTINUM AND LUNG.

Subsequent history: The patient continued to complain
of epigastric pain. A Friedman test gave a markedly posi-
tive reaction. No testicular tumors could be felt an palpation,
In December, 1950, the patient ¢xpired; post-mortem exam-
ination was not done.

(Mo audience participation in the discussion of this
case, |
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Fig. 3—Photomicrograph. Eesinophilic granuloma (7).

D, Regaro: A diagnostic impression of Loeffler's was
submitted by G. M. Tice of Kansas City and R. ]. Reeves
of Durham: J. M. Dell of Gainesville, Fla. and H. M. Valles
of San Juan. P. R. concluded to the possibility of tropical
cosinophilia, and H. L. Friedell of Cleveland and ]. A.
Campbell of Indianapolis suggested the possibility of schis.
tosomiasis.

Dr. Stout: The lesions in the lung are granulomatous
with fibrosis and an intense eosinophilic infiltration which
dominates the picture. There are also areas where histio-
cytes are present in masses and in some alveoli adjacent to
the lesion there are many phagocytic cells. A Scharlach R.
stain shows that only a few of these contain lipoid. [ can
detect no evidence of parasites of any kind. Although there
are a few multinucleated cells, none of them convince me
that it is a Reed-Sternberg cell,

The two diagnoses which first come to mind are some
form of parasitic infestation and Hodgkin's disease, [ can-
not exclude either of these possibilities but also 1 cannot
make either of them lacking further information. 1 judge
from a perusal of the literature that primary Hodgkin's
disease of the lung must be a very rare lesion and certainly
it is very difficult to prove that it is primary. At best it
is occasionally possible to say at autopsy that the lung is
the chief and dominant site of involvement.

If we can exclude Hodgkin's discase and parasites, I
think we must consider the possibility that we may be dealing
with the same peculiar type of granulomatous infiltration
with eosinophiles described by Vanek first in the stomach
and subsequently in the jejunum by Polayes and Kreiger.
I have had an opportunity of studying the slides of all of
the cases reported in these two papers as well as others like
them. The condition is certainly an entity of an entirely
unknown type. Possibly the present case may belong to the
same category.

Dr. Stout's diagnosis: EOQSINOPHILIC GRANLU-
LOMA(T) OF THE LUNG.

Malealm B, Dockerty, M. D., Rochester. Minn. (by
mail): The safest diagnosis is “granulomatous preumonitis
with eosinophiles.” The presence of vacuolated histiocytes
in abundance leads me further out on the limb of lipoid
dystrophy.

Dir. Regato: Dr. R, Willis of Leeds concluded to chronic
inflammatory granulomatous pneumonitis, possibly due to
parasitic infestation. C. Oberling of Paris submitted a diag-
nosis of interstitial poneumonitis and ]. Engelbreth-Holm of
Copenhagen suggested a diagnosis of chronic inflammation
of allergic type. G. Gricouroff of Paris made a diagnosis of
reticulo-granulomatosis,
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Subsequent history:  This patient gave no history of
mining, quarrying. welding or of contact with asbestos,
beryllium or birds. The coccidiodin skin test was negative.
A roentgenographic survey of bones did not reveal any
abnermality. From MNovember, 1950, to April. 1951, the
patient was treated with ACTH and later cortisone but no
improvement was noted. He was last seen in Apeil, 1951,

L. Henry Garland, M. ., San Francisco. Calif.: This
is indeed a rather strange form of eosinophilic granuloma.
Perhaps we are entitled to doubt the pathelogist's conclu-
sion! We do not have an adeguately long follow up to
permit decision. My own inclination is to agree with Dr.
Heodes, that is, that the lesion may be due to (a) sarcoidosis,
{b) bizarre Loeffler’s or (c) chronic. nonspecific granuloma.

Dr. Regato: We are asked to accept a diagnosis of
eosinophilic granuloma of the lung: such diagnosiz should be
casily proven by a trial of roentgentherapy: we would sug-
gest that the lungs of this patient be irradiated cautiously
with small daily doses. One cannot help te weonder, were
it possible to du a histopathologic study of many of these
eosinophilic pneumopathies, if one would conclude that they
are difficult or impossible to differentiate from the present
case. ‘This case failed to show the classical transient char-
acter of Loeffler’s infiltrations and. while cases of nersistent
lesions have also been reported as cases of Loeffler’s, it
remains to be decided whether or not they should all be
considered as one entity, Histopathologic studies of a few
cases of so-called Loeffler's syndrome revealed abundant
eosinophilic infiltration of the lungs. as well as of other
organs [von Mavenburg). These changes have long been
attributed to allergic reactions to different kinds of parasites
from especially sensitive subjects. Harkavy has associated
this eosinophilic infiltration to the finding of arteritis and
periarteritis, and considers them as a manifestation of vas-
cular allergy. A peculiar granulomatous character in addi-
tion to ecsinophilic infiltration. giant cells and necrosing
arteritis, has also been reported in a case of so-called
Loeffler's that came to autopsy (Bavley). Dr. Stout con-
sidered the possibility that the histopathologic changes
encountered may be due to a parasite. but found no evidence
to prove it; the diagnosis of eosinophilic granuloma is thus
made by exclusion.

Dr. Hodes: 1 should like to ask Colonel Farinacei how
often patients with the bone lesions of cosinophilic granuloma
develop pulmonary lesions of similar origin? 1 should also
like to know whether any of the patients considered by
Colonel Farinacci to have pulmonary ecosinophilic granu-
lomas were given roentgentherapy and if they were irradi-
ated, what the effects of the treatment were. Finally it would
seem important to establish how many patients with eosino-
philic granuloma of the lung alone, without other viscera or
osseous manifestations, have been brought to the attention
of Colonel Farinacei.

During the war, in India. we saw a group of patients
with bronchopulmonary lesions. not unlike those found in
this patient, in whom an associated leucocytosis and marked
eosinophilin were observed, In some individuals the total
white count approximated 25000 of which as many as 90%
were eosinophiles.  Clinically these patients complained of
intractable cough, chest pain and loss of weight. Thought
by some men to be the pulmenary lesions of the many para-
sites seen in India, the relationship was never proven. OF
considerable interest. however. was the fact that these
patients almost invariably responded rapicly when treated
by arsenicals.

It would seem interesting to determine how many of the
patients scen by Colonel Farinacei had been exposed to
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Fig. 1 — Roentgonogram showing sharply-defined mass in the
upper mediastinum.

Instead, we are faced with a soft tissue density which could
be almost anything. All we can say is that it was actively
Qrowing.

Our interest in thymic tumors has been stimulated
recently by our surgical pathologists who. in reviewing our
material, have found it necessary to reclassify many previ-
ously diagnosed teratomas. Almost all have now been added
to the thymic tumor group. They tell me the confusion may
stem from the fact that neoplasms spring from the same
branchial cleft. Be that as it may, we are beginning to think
of thymic tumors more often. A thyroid neoplasm could
look like this radiographically. The latter displace the
trachea more often than thymic tumors, however. No one
would say this is not a connective tissue tumor. [ have seen
fibrosarcomas look just like this,

Dr. Hodes' conclusion: A MALIGNANT TUMOR.
possibly thymic.

Dr. Regato: A radiographic impression of Hodgkin's
disease was submitted by R. ]. Reeves of Durham and by
Cal, F. ¥, Leaver of Fitzsimons Army Hospital, Denver.

e, Stour: The section shows a diffuse proliferation of
lymphocytes without any differentiation inte follicles or
sinuses.  Scattered at rather wide intervals are solitary
reticulum cells.  Some of these have large solitary nuclei
with prominent nucleoli and a Few are found in mitoses. A
small number have enlarged sufficiently to warrant calling
them small giant cells. These have two to four nuclei and
very rarely more. The largest groups of nuclei are in
pyknosis and are clumped together. There does not appear
to be much fibrosis and cosinophiles are not detected by me.

Although prool of it is not to be found until after rather
careful studv, 1 must conclude that this is a case of Hodgkin's
discase and that the small multinucleate giant cells are true
Reed-Sternberg cells,  There is no doubt that Hodgkin's
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disease can involve the upper mediastinum, its nodes and
the thymus forming a large lobulated mass which can be
mistaken for a thymoma. mediastinal thyroid or teratoma.
Ewvans and Haight in 1948 collected eight cases which had
been surgically removed including two of their own. In most
of these cases the operation was done because the lesion
was thought to be a solitary lesion probably a benign tumor
and its true nature was not recognized. [In the only case
operated upon at the Presbyterian Hospital, the failure to
do a thorough physical examination before operation resulted
in overlooking enlarged axillary nodes which presumably
were invelved. It would certainly have been simpler to
bicpsy one of these rather than remove a large anterior
sternal mass which would probably fail to cure unless the
mediastinal nodes happened to a primary focus of invelve-
ment.  In that case, treatment by radiotherapy or surgery
might have a chance of prolongation of life. One of the
Evans and Haight's cases lived for over 7 years following
surgical removal of a mediastinal Hodgkin's tumor before
succumhbing to the disease.

Dr. Stout's diagnosis: HODGKIN'S DISEASE OF
MEDIASTINUM,

Dr, Regato: A histopathologic diagnosis of Hodgkin's
was also submitted by R. Willis of Leeds, by C. A, Hellwig
of Halstead, by A. ]. French of Ann Arbor and P. Masson
af Montreal.

Subsequent history: In January 1951 roentgentherapy
was started; treatments were given through several fields,
directed to the mediastinal mass: a total of several thousand
roentgens was delivered to the tumor in 35 days. The patient
was last examined in March 1951 when he appeared well.

Dr. Hodes: Because this patient revealed a unilateral
mediastinal mass [ never even thought of Hodgkin's disease.
Hodgkin's disease when it involves the mediastinum is far
more commonly a bilateral process. OFf course this should
not have militated against the diagnesis: | just never thought
of it.

Mark Wheelock, M. D.. Chicage. Ill.: This patient is at
present in fair health; there have been no other manifesta-
tons, no enlargement of the spleen, no lymphadenopathy.
Owur thoracic surgeon thought that we should make a diag-
nosis of malignant thymoma: we did not think so, and
countered that he was entitled to his own opinion. We
thought it was Hodgkin's discase,
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Fig. 2—Photomicrograph. Hodgkin's disease. Diffuse lympho-
cytic infiliration and one Reed-Sternberg cell.
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Fig. 3—~Photomicregraph. Gumma of the lung. The area of
l{phlll.‘lic necrosis shows preservation of the architecture of
the dead fissue. The surrounding membrane is very sparsely
cellular and without giant cells,

of gumma of the lung. Foreign participants readily recog-
nized the lesion: M. Madrazo of Mexico. L. Guzman of
Santiage de Chile and Casares Rendon of Mérida, all sub-
mitted a radiologic impression of tertiary syphilis, P,
Lamarque of Montpellier described the lesion as retractile
plevuropulmonary condensation: P, C. Swenson of Philadel-
phia noted that unresclved pneumonias are more common in
luetics than in other individuals.

Hymer L. Friedell, M. D.., Cleveland, Ohio by mail):
[ would not consider any diagnosis other than carcinoma
until proven otherwise by surgical intervention.

Dr. Stout: An area of fibrosis surrounds a mass of
necrotic tssue which is quite dense, and permits one to
recognize the basic architecture of the tissue which has died.
even many of the nuclei can be detected although neither
they nor any of the other tissues are stained by hematoxylin,
This differs from the coagulation necrosis of tuberculosis,
In the fibrous tissue which surrounds this area of necrosis.
no giant cells are seen and only a few histiocytes and lym-
phocytes. The surrounding lung tissue shows interstitial
fibrosis and inflammation with many alveoli filled with
phagocytic cells. Only one focus of lymphocytes is found
and no perivascular infiltrates,

This is obviously not a neoplastic process and the diag-
nosis probably lies betwen tuberculoma and gumma. The
clinical history indicates that the patient has syphilis and
that attempts to find tubercle bacilli have failed. In the
absence of evidence of treponema pallidum an absolute diag-
nosis of gumma is not possible but the evidence in this case
is strongly in favor of that diagnosis. The type of necrosis
which is non-coagulative like the caseous necrosis of tuber-
culosis, the absence of tubercles and the type of inflammation
around the affected area are all much more like a gumma
than a tuberculoma.

Only one case of gumma of the lung has been treated
by lobectomy at the Preshyterian Hospital. It was reported
by Findlay, Lehman aod Rottenberg and resembled the pres-
ent case very closely. It lay in the left lower lobe which
was resected and the gumma measured 7 x 7 x 4 cm. Appar-
ently syphilis of the lung is a rather rare disease; according
to Wilson, writing in 1946, only about 200 cases had heen
reported,

Dr, Stout’s diagnosis: GUMMA OF THE LUNG.

Malcolm B. Dockerty. M. I, Rochester, Minn. (by
mail}: The appearance of necrosis featuring "ghost cells’,

puyr Sﬂ

vascular changes, histiocytic pneumonitis, giant cells and so
forth. is highly suggestive that this granuloma is a gumma-
tous one. I predicted that the Wasserman would be pasitive
before [ read the history.

Dr. Regato: Dr. C. A, Hellwig of Wichita suggested
that there was lipoid pneumonia in addition to a gumma of
the lung.

Subsequent history: The patient was last seen in Feb-
ruary 1949 and appeared well.

L. Henry Garland, M. D., San Francisco. Calif.: This
is indeed a rare bird. My own diagnosis will not be men-
tioned! It was incorrect! Permit me to congratulate Dr.
Hodes on his. Perhaps the large pox is commoner in Phila-
delphia than it is in San Francisco. or perhaps our path-
ologists are more conservative. At any rate, in some 25
years of radiological experience in San Francisco. 1 have
not seen one convincing case of pulmonary gumma. We
have had, in former years, some cases of so-called white
poeumonia in infants, alleged luetic in origin: of these we
have roentgenograms and necropsy specimens.  But none of
the adult gumma. Could this be a granuloma of different
etiology?

Leo Lowbeer, M. D, Tulsa, Okla.: In the presence of
a positive Wasserman, one is certainly justified to interpret
this granuloma as a gumma. With negative serology. one
would have to consider the possibility of a brucellotic granu-
loma on morphologic grounds.. Coagulative necrosis of the
type observed here is found in Brucella suis, as well as meli-
tensis infections, and bacteriologically proven lung lesions
have been observed. The brucellotic granulomas do not
contain typical rod shaped epithelioid cells but rather
spherical macrophages. lymphocytes and plasma eells, Pre-
operatively, such a disease could be tentatively made only
in the presence of a significant agglutination titer and per-
haps a positive blood and sputum culture. One wonders
whether in such cases of pulmonary masses suggestive of
granuloma, attempts should not be made to treat them
eticlogically. Anti-syphilitic therapy in this case presumably
would have caused the disappearance of the gumma. This
would have deprived us of an interesting specimen but spared
the paticnt an extensive operation.

Mark Wheelock. M. D.. Chicago, Ill.: The clinical
findings. the radiographic changes, and the morphologic
alterations indicate the diagnosis of gumma. Gummas in
any organ are rare now. They are seen infrequently in
Hines Veterans Hospital and at Cook County Hospital.
At the request of our neurcsurgeons., we have been looking
for one in the brain, without success.

Karl T. Neubuergee, M. I, Denver, Cola: [ saw sev-
eral cases of gummas of the lung in Germany many vears
ago. MNowadays, pulmonary gummas are still rather frequent
in Venezueia, and chronic pulmonary inflammations leading
ta sclerosis are often seen in syphilitics in Portugal (Wehi-
will).

Dr. Regato: Clinically a diagnosis of tertiary syphilis
of the lung appeared more justified than one of carcinoma,
in view of the chronicity of the course, the absence of pain,
general mildness of symptoms in contrast with the findings.
the presence of bronchiectasis and atelectasis. and, of course.
the positive Wasserman,
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Fig. 3 — Photomicrograph. Metastatie granulosa cell tumor,
from an arca showing the so-called cylindroid arrangement of
cells. This alss shows the marked resemblance of some of the
call concentrations fto structures suggesting embryonic organ
development in some malignant feratomas,

I do not know what this patient has. Playing a hunch
rather than medical acumen [ am inclined to believe this
patient had three separate lesions. Such logic as can be
mustered in this case suggests this patient had carcinoma
of the breast or lung with metastases; her breast lesion could
have been benign, howewver.

Dr. Hodes' conclusion: I have no convictions in this
case. Forced to offer one conclusion [ should favor
PRIMARY CARCINOMA OF THE LUNG WITH
METASTASES: unless it is a case of RIGLER'S DIS-
EASE. a rare condition characterized by a variety of clinical
manifestations possibly. but not necessarily. related.

Hymer L. Friedell, M. D., Cleveland, Ohio (by mail):
This is obviously a malignant tumor; it appears unusual for
a carcinoma of the breast. [ would not rule out a broncho-
genic carcinoma, in spite of the fact that this is a woman,
I would consider of equal importance a primary in the pelvic
organs, possibly the ovary.

D, Stout: The sections show a bizarre tumor composed
of cells. having on the whole an epithelial aspect, which are
arranged in solid masses or more often in tortuously twisted
cords. There is one myxoid area with stellate cells, One
area shows groups of smooth muscle cells.

When [ first studied this case | was impressed by the
generally undifferentiated aspect of the tumor except for the
denser concentration of cells in some areas and the myxoid
area. There are features which [ have seen before in malig-
nant teratomas. of the mediastinum and which have been
described by Schlumberger and Willis. Malignant teratomas
arising in the mediastinum develop either from a pre-existing
benign teratoma or more commonly are malignant from the
start. We have recorded in the Laboratory of Surgical
Pathology of Columbia University only three cases of medi-
astinal teratoma. Two were differentiated and benign, one
in an 18 year old girl and the other in a rooster. The third
case was malignant. It developed in an infant and resembled
the present case.

I was later informed by Dr. del Regato that an ovarian
tumor had been subsequently removed: a section of the
ovarian tumor which I examined shows a tumor made up
exclusively of the slender twisted cords of cuboidal cells,
having an epithelial aspect. [ presume this tumor might
be called either the diffuse type or the cylindroid type of
granulosa cell tumor. It seems necessary to point out that
metastasis of a granulosa cell tumor to the lung and medias-
tinum must be an extremely rare event, only a small number
of these tumors are malignant and most of these demonstrate
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Fig. 4—Photomlcrograph, Metastatic granulosa cell tumor. A
myxoid area with spindle and stellate cells.

their malignancy within the abdominal cavity. [ have never
before seen a case which metastasized in this fashion. [ am
afraid if T encountered the same situation and morphology
again I would think first of an undifferentiated malignant
teratoma and only second of a metastasis from a granulosa
cell tumaor,

Dr. Stout's diagnosis: MESTASTATIC GRANULOSA
CELL TUMOR.

Dr. Regato: Dr. R, Willis of Leeds submitted a diag-
nosis of metastatic anaplastic carcinoma and commented that
the structure of the growth is not distinctive enough to sug-
gest the primary source. M. B. Dockerty of Rochester wrote
that the disposition of the cells leads him to choose carcinoma
rather than sarcoma; he felt that it was probably an adeno-
carcinoma but admitted that the burden of proof was heavy,
E. lzquierdo of San Juan. P. R.. submitted a diagnosis of
metastatic carcinoma of the ovary.

Pierre Masson, M, D.. Montreal, Canada (by mail):
The slide that [ have is so bad that a diagnosis is impossible.
I can only say that this is a malignant tumer. [ would not
be surprised if there is no unanimity of opinion. 1 am often
amazed at the bad gquality of preparations on which many
a pathologist would stake an opinion. [ make part of a
Committee that studies difficult diagnostic problems submitted
by Canadian pathologists: divergence of opinion prevails
among the arbiters. [ believe that inadequate preparations
and illegible resulting images are in great part responsible.
But it is also evident that a great number of pathologists
do not know their tumors well and alse that histopathology
of tumors is not the exact science that many believe, Clini-
cians do not seem to be aware of this and often trust that
we know everything.

Subseguent history: A diagnosis of granulosa cell tumor
was rendered by Doctor MeCartney on the metastatic lymph
node.  An exploration revealed the presence of an ovarian
tumor 4 cm in diameter with metastasis to the tail of the
pancreas., Roentgentherapy was administered to the chest
and pelvis. In June 19531 the patient presented new meta-
static lesions to several bones,

(Mo audience participation in the discussion of this case.)
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Contributed by Tsapore Lamee, M. D., Ann Arbor, Michigan

Fig. | — Roenlgenogram showing mass projecting over right Fig. 2—Close-up view showing thin calcification in the peri-
uuuuu phery of the tumor.
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