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SB 6061  

Greg Rumore; KaiserWalnut Creek
48-year-old woman with historyof IŀǎƘƛƳƻǘƻΩǎ

thyroiditisand papillarythyroid carcinoma, discovered
left parotidmass1 month ago. Asymptomatic.











DIAGNOSIS?





Acinic Cell Adenocarcinoma









Acinic Cell Adenocarcinoma

ÅMalignant neoplasm demonstrating serous 
acinar differentiation

Å2nd most common salivary gland carcinoma 
(17%)

ÅMost frequent bilateral carcinoma

Å80% parotid, 17% minor, 4% submandibular, 
<1% sublingual

ÅWomen slightly > men



Micro

ÅSolid, microcystic, papillary-cystic, and 
follicular patterns

ÅLarge cells with granular, lightly basophilic 
cytoplasm

ÅIntercalated duct cells, vacuolated cells may 
also be seen



Cytology

ÅTypically cellular smears-large cells with 
granular cytoplasm resembling normal acini

ÅAbsence of ductal cells or fat

ÅNuclei centrally located, usually bland

ÅNaked nuclei may be confused with 
lymphocytes



SB 6062

Greg Rumore; KaiserWalnut Creek

90-year-old femalewith slowgrowing
left parotid massfor manyyears.





















DIAGNOSIS?





Dx: Basal Cell Adenocarcinoma, 
Parotid



Basal Cell Adenocarcinoma

ÅMalignant counterpart of Basal Cell Adenoma

ÅSeparated by infiltrative growth pattern

Å80% parotid gland

Å2 cell types- larger eosinophilic cells with pale 
nuclei and smaller cells (peripheral) with darker 
nuclei

ÅSolid, membranous, trabecular and tubular(rare) 
patterns

ÅSquamous differentiation focally



Differential Diagnosis

ÅBasal Cell Adenoma

ÅAdenoid Cystic Carcinoma (especially solid 
type)

ÅBasaloid Squamous Cell Ca.



DDXof Basaloid Neoplasms

Basal Cell 
Adenoma

Basal Cell 
Adenoca

Adenoid Cystic 
Ca. (solid type)

Basaloid SCCa

Mitoses 
(>3/10hpf)

- +/- + +

Necrosis - -/+ + ++

Invasion - + ++ ++

Angular Nuclei - - ++ -

Peripheral 
Palisading of 
Nuclei

++ + - +/-

Squamous 
Differentiation

-/+ -/+ - ++

Surface 
Epithelial 
Location

- - - ++



Cytologic Features

ÅSmall cells with scant cytoplasm and round to 
ovoid nuclei

ÅSheets, branching structures, tubules

ÅPeripheral palisading of nuclei

ÅSpherical globules surrounded by tumor cells

ÅOverlap with adenoid cystic carcinoma

















SB 6063

Mahendra Ranchod; Good Samaritan Hospital
63-year-old man with cachexia and vague 

abdominal symptoms. Upper GI performed to 
r/o malignancy.

















DIAGNOSIS?



Why share this case?

ÅClassical example of a rare disease

ÅDiagnosis can be made with simple conventional 
histochemical stains (H&E and PAS-D)

ÅWe can confirm the diagnosis with PCR

ÅLƳǇƻǊǘŀƴǘ ǘƻ ǊŜŎƻƎƴƛȊŜ ²ƘƛǇǇƭŜΩǎ ŘƛǎŜŀǎŜ ŀƴŘ ǘǊŜŀǘ 
promptly



How we made the diagnosis

PAS-positive macrophages in L.P. of 
duodenum

Clear spaces in L.P.

Stains negative for fungi and AFB

PCR positive for Tropherymawhipplii



²ƘƛǇǇƭŜΩǎ ŘƛǎŜŀǎŜ

ÅSystemic infection by Gram + coccobacillus

ÅMajor symptoms related to:

ÅSmall intestine

ÅSynovium

ÅHeart

ÅBrain



²ƘƛǇǇƭŜΩǎ ŘƛǎŜŀǎŜ

ÅImpaired host reaction to bacterial infection but not    
reported in HIV patients

Å35% of healthy adults have T. whipplii in saliva

ÅPredilection for males >40 yrs. M:F ratio 8:1.

ÅHigh mortality when diagnosis delayed

Å2-4 wks I.V antibiotics followed by oral antibiotics 

for 1 year. 

ÅHigh relapse rate with short courses of treatment 



SB 6064

Liz Treynor; Washington Hospital
55-year-old deceased male with h/o HTN, ESRD, MSSA endocarditis 

s/p valve replacement, Mycoplasma pneumonia, and C. Difficile 
colitis in months prior to demise from intracranial bleed. After 

declared brain dead and donation authorized, Donor Network on 
screening found Hep B core + Hep C + serology, but Hep B and Hep C 
PCR negative, and requested frozen section prior to organ recovery.















DIAGNOSIS?















Dx: 

Å(I will insert photo of my frozen worksheet 
here)



Our Role in Organ Donation
Harvest Frozen is critical, given time constraints: 

ÅLung expires in 4 hours; liver in 8 hours 

ÅProper patient allocation takes several hours

ÅMismatched organ-- and potentially patient-- may be lost

As hospital-contracted physicians, we are legally 
obligated to help the Donor Network, as well as 
protected legally 

Donor Pathologist does not determine suitability; only 
describes findings



Donor Liver Frozens
Most healthy donors do not need frozen section

Request gross appearance & history

Request background liver if biopsy is a lesion (FNH vs. cirrhosis)

Request fresh, no-gauze, un-soaked tissue to avoid artifacts: 

Gauze/Air Drying: 
Underestimate fat 

Saline droplets in tissue: 
Overestimate fat
Hide necrosis

Reference: Melin et al, Approach to Intraoperative Consultation for Donor Liver Biopsies, Arch Path Lab Med-- Vol137, Feb 2103, p. 
270-275.



Frozen Last Week







MacrovesicularSteatosis
Single fat droplet filling > half of cell and/or displacing nucleus

Usually centrilobular(unless >60%)

*Microvesicular: OK

**Mild <30% : OK

****Moderate 30-60%:  ????? (13% primary non-function in one study)

******Severe >60%:  Contraindicated for transplant 

High risk of ischemic/reperfusion injury 

Lysed fat blocks hepatic microcirculation

Reference: Melin et al, Approach to Intraoperative Consultation for Donor Liver Biopsies, Arch Path Lab Med-- Vol137, Feb 2103, p. 270-
275.



MMM--Other Causes for Organ Deferral

ÅMalignancy (but CNS malignancies are ok!)

ÅMore than Mild:

ïNecrosis >10%

ïFibrosis > or = stage 2 

ïActivity > or = grade 2



I-OK for Transplant

ÅMIcrovesicularSteatosis (common warm ischemic change)

ÅIron (recipient can metabolize excess)

ÅMononuclear Portal Inflammation, if viral tests neg
(common ICU change)



Take Home Message
Harvest Frozen is important, given time constraints

As hospital-contracted physicians, we are legally 
obligated to help the Donor Network, as well as 
protected legally 

Donor Pathologist does not determine suitability; only 
describes findings



SB 6065

Vanessa Ma/Jeffry Simko; UCSF

57-year-old male with a 0.6cm left 
parotid mass for 6 months.








