SB6201
Sebastian FernandeRol/Yaso
Natkunam/RogerWarnke Stanford

70-yearold man who has recently completed 3 cycles of
adjuvant gemcitabine given in the setting of resected stage
IB adenocarcinoma of the pancreas. A recent CT shows a
4cm left axillary lymph node. No other evidence of
malignancy was seen. The patient feels well clinically and
there is no other report of abnormal lymph nodes.


















Nodular lymphocyte predominant
Hodgkin lymphoma with variant
nodular pattern with many
extranodularnymphocyte
predominant cells
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Characterization of Variant Patterns of Nodular Lymphocyte
Predominant Hodgkin Lymphoma with Immunohistologic
and Clinical Correlation

Zhen Fan, MD, Yasodha Nathkunam, MDD, PhD, Eric Bair, BS, MS. Robert Tibshirani, PhD. and
Roger A. Warnke, MD
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PFS during 5 years after recruitment

Pts. at Risk
AB 308
non-AB 105

HISTOPATHOLOGIC VARIANTS IN NLPHL

The prognostic impact of variant histology in nodular
lymphocyte-predominant Hodgkin lymphoma: a report from

the German Hodgkin Study Group (GHSG)

Sylvia Hartmann,' Dennis A. Eichenauver,”” Annette Plitschow,”” Anja Mottok,* Roshanak Bob.” Karoline Koch,®

Heinz-Wolfram Bernd,” Sergio Cogliatti,® Michael Hummel,” Alfred C. Feller,” German Ot1.'® Peter Mofler, "
Andreas Rosenwald,' Harald Stein.* Martin-Leo Hansmann,' Andreas Engert,”™” and Wollram Klapper®
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THE UPDATED WHO CLASSIFICATION OF HEMATOLOGICAL MALIGNANCIES

The 2016 revision of the World Health Organization classification of
lymphoid neoplasms

Steven H. Swerdlow, Elias Campo,? Stefano A. Pileri,® Nancy Lee Harris,* Harald Stein,” Reiner Siebert,® Ranjana Advani,”
Michele Ghielmini,® Gilles A. Salles,? Andrew D. Zelenetz,'® and Elaine S. Jaffe'’

Table 2. Highlights of changes in 2016 WHO classification of lymphoid, histiocytic, and dendritic neoplasms

Entity/category Change
Nodular lymphocyte-predominant Hodgkin « Variant growth patterns, if present, should be noted in diagnostic report, due to their clinicopathologic
lymphoma associations.

« Cases associated with synchronous or subsequant sites that are indistinguishable from T-cell histiocyte-
rich large B-cell lymphoma (THRLBCL) without a nodular component should be designated THRLBCL-
like transformation.



Summary

AcCKS LINBASYOS 27F LJ OG0 Sosbfigh 2
nodular pattern or B) serpiginous nodular pattern should
be noted In the dlagnostlc report

A Variant histologipatterns of NLPHL have been associated
with advanced diseasand ahigher relapse ratebut these
cases are still associated with gosuwrvival



SB6202
Sebastian FernandeRol/Yaso
Natkunam: Stanford

69-yearold man with pancytopenia.
Bone marrow biopsy performed.
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Flow cytometry

A Abnormal Bcell population with high side
scatter expressing equivocal kappa light
chain, CD19, CD20 (brighg§D22CD11¢
CD103and CD25

A Abnormal lambda monotypic-8ell
population expressing CD5, CD19, CD20 (dirr
to negative), and CD23

I Background CLL/Slike proliferation



28% of hairy cell leukemia cases hypocelluar

Bone marrow tumor burden
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Shao H, et al. Distinguishing hairy cell leukemia variant from hairy cell leukemia: development and validation of deatgresticcukRes2013;37:40%,
409.doi: 10.1016/j.leukres.2012.11.021.



Hairy cell leukemia

A Think about hairy cell leukemia when a patient has
pancytopenia (not justmonocytopeniy
I Pancytopenia is seen in about 5¢P0% of patients, while
30%¢50% show varying degrees and combinations of
cytopenias
I Consider this in the differential diagnosishyfoocellular
myelodysplastic syndrome, aplastic anemia, etc.

A Flow cytometry can initially appear negative because
the hairy cells may not be included in typlcal §
af eYLIK20&80S¢ 2N gaylftt O



SB6203
(scanned slide available)
Keith Duncan; MillsPeninsula
Hospital

13-yearold girl with 1.3cm right
middle finger mass.















-

y A /
4 ./ -
\
o
3 -
o 'n;.
o / - .
VY2 S
— T -.,
”
. -
| ; ‘
: ¢
| —
’q.




WA

' R 5
E AL e W0
A Ny SRS
W SR AW
‘-.T. 3 R
oy

3
Lo

e s

e
i
7 7

P 2

L frr
7
”










CALCIFYING
APONEUROTIC FIBROMA

Rare, slow growing, painless tumor
with fibroblasts palisading around
chondroid or calcified nodules,
usually in hands and feet of children;

( )

Also called:
juvenile aponeurotic fibroma



http://www.ncbi.nlm.nih.gov/pubmed/9865839

CLINICAL FEATURES

CALCIFYING APONEUROTIC FIBROMA

50% recur, especially in children
Does not metastasize

May be cartilaginous analog of
filoromatosis




MICROSCOPIC FEATURES

Nodules of plump/epithelioid fibroblasts palisading
around cartilage and spotty calcification

Cells have indistinct and variable cytoplasm,
plump nuclei with vesicular chromatin

Fibroblasts between nodules have dense, evenly
dispersed chromatin

May infiltrate fat or muscle
Osteoclast-like giant cells

Rare mitotic figures, no atypia




IPOX STAINS

Positive stains

(50%)
Negative stains
(Usually) ,



http://www.pathologyoutlines.com/topic/stainsvimentin.html
http://www.pathologyoutlines.com/topic/cdmarkerscd68.html
http://www.pathologyoutlines.com/topic/cdmarkerscd99.html
http://www.pathologyoutlines.com/topic/stainss100.html
http://www.pathologyoutlines.com/topic/stainsactinmusclespecific.html
http://www.pathologyoutlines.com/topic/cdmarkerscd34.html
http://www.pathologyoutlines.com/topic/stainsprog.html

DIFFERENTIAL
DIAGNOSIS

of soft parts: may involve hands, but usually well
circumscribed with well developed chondroid differentiation,
no infiltration of adjacent tissue

. Immature mesenchyme,
fibroblasts are arranged in trabeculae but no palisading, no
cartilage or calcification, not hands and feet

Infantile fiboromatosis: usually involves head, neck and
proximal extremities in infants, background is more myxoid
than chondroid, calcification is rare

: usually no
calcification or chondroid differentiation



http://www.pathologyoutlines.com/topic/softtissueeskchondroma.html
http://www.pathologyoutlines.com/topic/softtissuefibroushamart.html
http://www.pathologyoutlines.com/topic/softtissuefibromatosissuperficial.html

SB6204
(scanned slide available)
Sunny Kao; Stanford

45-yearold woman with 4cm left
renal cyst.
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SB6205
(scanned slide available)
SudhaRao; Kaiser Redwood City

82-yearold female with right buccal
mucosal cyst.
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SB6206
GregRumore Kaiser Walnut Creek

/1-yearold woman with history of 1cm

grade 2 invasive ductal carcinoma, now
has liver and bilateral adrenal masses.
Needle biopsy of liver mass submitted.






