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SB 6051 
David Levy/Megan Troxell; Stanford 

33-year-old kidney transplant 
recipient.  TURBT then cystectomy. 

 



















DIAGNOSIS? 



33 year old kidney transplant 
recipient with hematuria; TURBT 

then cystectomy 
David Levy, Megan Troxell 

Stanford 

 



 

Micropapillary Urothelial Carcinoma 



 

SV40 



Clinical Course and Outcome 

Å33 year old kidney transplant recipient 

ïKidney transplant at age 23 

ïPost transplant biopsies negative for viral 
nephropathy 

ï 10 years post transplant, developed UC 

ïCystoprostatectomy 

ÅBK polyoma viremia (uptrending) 

ÅLung and brain metastasis 

 

 



 



 

SV40 



Post Transplant Viral Induced 
Oncogenesis 

ÅAnogenital carcinomas (HPV) 

ÅPTLD (EBV) 

ÅKaposi sarcoma (HHV8) 

ÅUrothelial carcinoma:  

ïImmunosuppressed renal transplant patients are 
3-4x more likely to develop urothelial carcinoma  

ÅBK virus? 



 



ÅPOST-TRANSPLANT UROTHELIAL CARCINOMA  

ÅCommon features: 

ïYounger patients, ~10.5 years post transplant 

ïHigh grade and muscle invasive 

ïMay be associated with polyoma virus (SV40+)  

 

 

 

 



Questions? 

ÅYan et al. Polyoma virus large T antigen is 
prevalent in urothelial carcinoma post-kidney 
transplant. Human Pathology (2015), Volume 
48, 122-131. 

ÅKenan et al. The oncogenic potential of BK-
polyomavirus is linked to viral integration into 
the human genome. The Journal of Pathology 
(2015); 237:379-89  



SB 6052 
David Levy/Megan Troxell; Stanford 

37-year-old woman with incidentally-
discovered kidney tumor. 

















DIAGNOSIS? 



37-year-old woman with incidentally 
discovered kidney tumor. 

David Levy and Megan Troxell 
(Stanford) 

 

 



Differential Diagnosis 

ÅChromophobe RCC 

ÅPapillary RCC 

ÅJG cell tumor 

ÅGlomus tumor 

ÅSolitary Fibrous Tumor/Hemangiopericytoma 



 

SMA 



 

CD34 





JG cell tumor 
 

Background 
ÅRenin producing tumor derived from smooth 

muscle cells of the JG apparatus 
ÅClassic presentation:  
ïYoung adult with severe hypertension variably 

responsive to medical therapies. 

ÅRare: less than 100 cases reported 
ÅPrognosis: 
ïPredominantly benign outcome 
ï1 case of 52 y/o with lung metastasis 

 



JG cell tumor 

ÅMicroscopic features: 

ïTypicalΥ άDƭƻƳǳǎ ǘǳƳƻǊ-ƭƛƪŜέ ŀǊŎƘƛǘŜŎǘǳǊŜ 

ÅSheets of uniform polygonal cells with clear to 
eosinophilic cytoplasm and distinct cell borders. 

Å Numerous capillaries and branching vessels.  

ÅEntrapped tubules along the periphery 

ÅMitotic activity and necrosis are uncommon 

ÅEM: Sharply angulated rhomboid protorenin crystals 

ÅIHC: Renin  



Clinical Course and Follow-up 

Å37 year old female with incidentally 
discovered kidney tumor 

ÅMedically managed HTN and hypokalemia in 
1994 (age 21) 
ïHTN recognized in association with pregnancy 

ï1994 IVP and renal ultrasound: no renal mass 
identified 

ï1997: Serum aldosterone reported as normal 

ï2010: Resection 



ÅJUXTAGLOMERULAR CELL TUMOR 

ïWell circumscribed, small (2-3 cm) tumor 

ïYoung, hypertensive, hypokalemia 

ï±ŀǊƛŀōƭŜ ŀǊŎƘƛǘŜŎǘǳǊŜκέDƭƻƳǳǎ-ƭƛƪŜ ŦŜŀǘǳǊŜǎέ 

 

ÅBenign clinical course 

ï1 documented case of metastasis 



Questions? 

ÅAmin M. & Tickoo S. Diagnostic Pathology: 
Genitourinary 2nd ed. Salt Lake City, UT, 
Elsevier Inc. 2016. 

ÅMoch. H, Humphrey P, Ulbright T, et al, 
editors. WHO classification of tumours of the 
urinary system and male genital organs. Lyon: 
IARC Press, 2016.  



SB 6053 
Christine Louie/Teri Longacre; 

Stanford 
25-year-old man with indurated 

perianal lesion. 













DIAGNOSIS? 



Immunostain for spirochetes 



Warthin-{ǘŀǊǊȅΧƳŀȅōŜ ǇƻǎƛǘƛǾŜΚ 



Perianal Syphilitic Ulcer 



Primary syphilis - features 

Å{ƘŀǊǇƭȅ ǇǳƴŎƘŜŘ ƻǳǘ ǇŀƛƴƭŜǎǎ ǳƭŎŜǊ άŎƘŀƴŎǊŜέ 

ÅMarked acanthosis at periphery of lesion 

ÅDermal infiltrate of lymphocytes and plasma 
cells  

ÅPerivascular inflammatory infiltrate rich in 
plasma cells with endothelial cell swelling 



Secondary syphilis 

ÅMaculopapular lesions 

ÅBand-like infiltrate in upper dermis 

ÅMuch more superficial infiltrate of 
lymphocytes, histiocytes, plasma cells 

ÅParakeratosis, necrotic keratinocytes 

ÅPoorly formed granulomas may be present  

 





Primary vs. Secondary 

Å8 cases of primary syphilis: All cases were 
ulcers 

Å26 cases of secondary syphilis: Most cases 
were maculopapular lesions with 4 cases of 
erosions 



Stain detection rates 

ÅWarthin Starry: 4/8 cases of primary syphilis, 
13/26 cases of secondary syphilis 

ÅIHC for spirochetes: 8/8 cases of primary 
syphilis, 21/26 cases of secondary syphilis 



IHC patterns: 1o vs 2o 



Take home points 

ÅConsider primary syphilis in an ulcer with 
perivascular plasma cells  

ÅSecondary syphilis if maculopapular lesions 
with lichenoid infiltrate 

ÅIHC should be done in all cases of suspected 
syphilis but sensitivity is not 100% 



SB 6054 
Peyman Samghabdi/Hannes Vogel; 

Stanford 
34-year-old man with heterogenous 

pineal mass measuring 2cm. 















DIAGNOSIS? 



Stanford Neuropathology Case 
Presentation June 2016 

Peyman Samghabadi M.D. 

Edward Plowey M.D., Ph.D. 

Hannes Vogel M.D.  



MRI, T1 



Differential Diagnosis of Pineal Region 
Tumors 

ÅGerm cell tumors 

ÅPineal Parenchymal Tumor (Pineocytoma, 
PPTID, Pineoblastoma) 

ÅGliomas 

ÅOther Neoplastic (AT/RT, Papillary Tumor of 
the Pineal Region, Meningioma, Metastasis) 

ÅNon-neoplastic (pineal cyst, vascular 
malformation, arachnoid cyst) 

 

 







Synaptophysin 



Chromogranin A  





Neurofilament 



Ki 67 



DIAGNOSIS? 



DIAGNOSIS 

PINEAL PARENCHYMAL TUMOR OF INTERMEDIATE 
DIFFERENTIATION, WHO GRADE II  



Demographics 

ÅPineal Region Tumors 

ïLess than 1% of CNS neoplasms 

ï25% accounted for by Pineal Parenchymal 
Tumors* 

ÅPineocytomas: 36-47 years (I) 

ÅPPTID: 27.4 (III) to 40.3 years (II) 

ÅPineoblastoma: 12-18 years (IV) 

 

 



Clinical Manifestations 

ÅObstruction of cerebral aqueduct Ą 
hydrocephalus: 

ïHeadache, nausea, vomiting, AMS 

ÅCompressive effects: 

ï Superior Colliculi: upward gaze palsy 

ï Hypothalamic region: DI, Hypogonadism, 
Precocious Puberty 

ï Cerebellum: Ataxia  

 



Histopathology 

ÅPC (I): Well differentiated, diffuse or lobular, 
pineocytomatous rosettes, delicate vessels, 
non-mitotic 

ÅPB (IV): Small round blue cell tumor: Homer 
Wright rosettes, necrosis, vascular 
proliferation, infiltration, Photoreceptor-type 
differentiation (Flexner-Wintersteiner rosettes 
or fleurettes), mitotic  



Histopathology 

ÅPPTID (II-III): Increased N:C ratios (visible 
cytoplasm), stippled chromatin, variable 
atypia, diffuse vs. lobulated pattern, variable 
rosettes, variably mitotic  



Grading 

Histologic Type 
 

PC PPTID (Low 
Grade) 

PPTID (High 
Grade) 

PB 

Synaptophysin Strong Weak to 
Moderate 

Weak to 
Moderate 

Weak 

Mitoses 0 <6 <6, җ с Variable 

Neurofilament +++ ++ +/-, ++ +/- 

Treatment Surgery Surgery, 
Adjuvant 

Surgery, 
Adjuvant 

Surgery, 
Radiation, 
Chemotherapy 

Prognosis 91% at 5 years 74% at 5 years 
(local 
recurrence) 

39% at 5 years 
(metastatic) 

10% at 5 years 



SB 6055 
Kelli Devereaux/Hannes Vogel; 

Stanford 
3-month-old male with hypotonia, facial weakness, 
ventilator dependent. Ex-32 week premature. MRI 

showed small subdurals, likely birth related. Normal 
CK. Testing negative for myotonic dystrophy. 
Submitted image. Right soleus muscle, H&E 

cryosection. 





DIAGNOSIS? 



June South Bay Pathology Society June 2016 
Kelli Devereaux MD and Hannes Vogel MD 
 
 
3 month old male with hypotonia, facial weakness, ventilator 
dependent. Ex-32 week premature. MRI showed small subdurals, likely 
birth related. Normal CK. Testing negative for myotonic dystrophy. 
 
Submitted image. Right soleus muscle, H&E cryosection 





Differential diagnosis 
 
1. Infantile myotonic dystrophy 

 
2. Centronuclear myopathy: X-ƭƛƴƪŜŘ άMyotubular ƳȅƻǇŀǘƘȅέ 

 
3. Centronuclear myopathy: autosomal 



Myotubularin (MTM1); Chromosome Xq28; Recessive 
   
Å Epidemiology: 1 male in 50,000 

 
Å Gene mutations: Spread unevenly across whole gene 

 
Å Clinical features 
Å Onset: Infancy 
Å Polyhydramnios: 50% 
Å Severe hypotonia, proximal & distal weakness; symmetric 
Å Respiratory insufficiency 
Å Ophthalmoplegia & ptosis at birth (60%), or with disease progression 

 
 



Myotubularin (MTM1); Chromosome Xq28; Recessive 
   
Å Prognosis 

Early death: Mean = 5 months 
Weakness non-progressive 
Survivors often 

Respirator dependent (80%) 
Feeding tube dependent 
 

Å Female carriers may be symptomatic: mild weakness or history of easy fatigability 
 

Å Gene therapy trials in progress 
 
 

 
 



SB 6056 
Keith Duncan; Mills-Peninsula 

 47-year-old woman with left neck 
mass x3 months. 

 








