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SB 6251

Jonathan Lavezo/Hannes Vogel/Don Born; Stanford
31-year-old female with 3week h/o progressive bilateral leg 

weakness, numbness, and tingling with an associated 1.5yr h/o 
episodic thoracic rib pain. MRI shows 4.8cm intradural 
extramedullary enhancing mass extending from T5-T7.
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MYELOID SARCOMA - FEATURES

ÅDefined as a tumor mass consisting of myeloid 
blasts at an anatomical site other than bone 
marrow

ÅM:F - 1.2:1, median age 56 (1mo to 89yr)

ÅSame etiology as AML and other myeloid 
neoplasms (MDS, MPN)

ÅAbsence of underlying AML or other myeloid 
neoplasm in approximately one quarter
ÅDetection of AML/other should be considered 

equivalent of a diagnosis of AML



MYELOID SARCOMA ς
IHC CHARACTERIZATION

ÅPromyelocyticcases lack CD34 and TdT, but express 
MPO and CD15

ÅMyelomonocyticare homogeneously positive for 
CD68 with MPO and CD68 (or CD163 confined to 
distincCD34 negative subpopulations

ÅMonoblasticvariant expresses CD68 and CD163 but 
lacks MPO and CD34

ÅRare erythroid, megakaryoblasticvariants and foci 
of plasmacytoiddendritic cell differentiation 



MYELOID SARCOMA ςTREATMENT

Å5 year survival for patients treated with allogenic 
bone marrow transplantation 47%

ÅRadiotherapy and surgery sometimes used upfront 
in patients who need tumor debulkingor rapid 
symptom relief

ÅOur Patient:
ÅSubtotal resection

ÅDischarged to Rehab

ÅNo further follow-up to date



SB 6252

Ankur Sangoi; El Camino Hospital

72-year-old male with seminal vesicle 
biopsy. No other history provided.



















DDx

ÅGrade group 5 prostatic adenocarcinoma

ïGrade 4+5 vs 5+4

Åñtreatedò prostatic adenocarcinoma

ÅPlasmacytoid urothelial carcinoma

ÅSignet ring adenocarcinoma

ïDirect invasion (bladder/colon) vs metastasis

ÅLymphoma



Call to Urologisté 

ÅPatient had history of Grade 4+4 

prostate cancer one year ago

ïHigh clinical/radiographic stage

ïHas been on androgen-deprivation therapy 

(ADT)



Non-surgical treatments for 

prostate cancer
ÅAndrogen-deprivation therapy (ADT)
ïTypically reserved for high-risk locally or systemically 

advanced disease not amenable to curative surgery

ïLHRH agonists/antagonists, cytochrome p450 inhib
ÅMaximum androgen blockage

ï5a-reductase inhibitors
Åñmilderò form of ADT

ÅRadiation therapy (RT); ablative therapy
ïCan be used as primary therapy with curative intent for 

low-intermediate risk disease

ÅChemotherapy & immune-based therapy
ïUsed for androgen-independent disease







Take home points

ÅWhen encountering funny-looking 

prostate cancer (and/or when only 

seminal vesicles are biopsied)

ïInquire about prior therapy

ÅIf treated ĄDONôT GRADE TUMOR!

(OKAY to grade if tumor shows no obvious 

treatment effect)



SB 6253  
[scanned slide available]

Li Lei/YitingLi/Megan Troxell; Stanford
65-year-old female with bilateral breast masses, 
right breast palpable mass measuring 9mm on 

ultrasound, and left breast mass-like area 
measuring 2mm on ultrasound. 















Ancillary Studies

ÅEstrogen Receptor Expression: NEGATIVE (0%)

ÅProgesterone Receptor Expression:NEGATIVE (0%)

ÅKi67 proliferative rate:15-20%

ÅHER2 by Immunohistochemistry:NEGATIVE (1+)

ÅHER2 Gene Status by FISH: NOT AMPLIFIED



Differential Diagnosis

ÅInfiltrating breast carcinoma

ïMorphologically low grade but triple negative

ïMultiplicity

ïLack of in situ lesions



Differential Diagnosis

ÅInfiltrating breast carcinoma

ÅMetastatic neoplasm

ïInitial presentation

ïHistory not given

ïHistologic or immunophenotypic overlap



Additional ImmunohistochemistryWork-up

Positive

ÅCK7

ÅTTF1

ÅNapsinA

ÅE-cadherin

Negative

ÅGATA3

ÅBRST2 (GCDFP15)

ÅAndrogen receptor

ÅThyroglobulin

ÅSynaptophysin



TTF1 (L)

NapsinA 



TTF-1 expression (SPT24) was detected in 2.4% 
of breast carcinomas (13/546 cases)

SchnittSJ, et al. Am J SurgPathol2010;34:1881



TTF-1: The Chosen Clone Matters ?

Ni YB, Histopathology 2014;64: 504



Aberrant Expression of NapsinA in Breast 
Carcinoma With Apocrine Features (32/48 cases)

VitkovskiT, et al. Int J SurgPathol. 2016;24:377



GATA3: A Multispecific But Potentially Useful Marker

Miettinen M, et al. Am J SurgPathol2014;38:13



Final diagnosis

ÅADENOCARCINOMA, CONSISTENT WITH 
METASTATIC PULMONARY ORIGIN



Follow-up

ÅPET CT scan:

ï3.7 cm right lower lobe spiculated mass 

ïmediastinal lymphadenopathy

ïdisseminated liver and bone metastasis

ÅTreated with chemoradiation for stage 4 lung 
cancer; Alive 4 months after the diagnosis



Summary

ÅTumors metastatic to the breast are far less 
common than primary breast cancer 

Å10-30% ofbreastmetastases may represent 
the initial presentation of disease

ÅPrimary: contralateral breast, 
hematolymphoid malignancies, melanoma, 
lung cancer, ovarian serous carcinoma, etc.



Histologic Features of Breast Metastasis 

ÅUnusual histology
ÅLack of accompanying DCIS
ÅLack of central elastosis or desmoplasia
ÅPresence of periductalor perilobulargrowth 

pattern
ÅMultiplicity
ÅSubcutaneous location
ÅLack of calcification (or presence of 

psammomatouscalcification)
ÅAbundant lymphangietictumor

Troxell ML. SeminDiagnPathol. 2017;34:479



Overlapping histologic patterns between 
primary and metastatic breast tumors

ÅMicropapillary: ovary, urothelial, lung

ÅMucinous: colorectal, ovary, lung

ÅSignet ring: gastric, colorectal, plasmacytoid
variant of urothelial carcinoma, lymphoma

ÅSingle file infiltration: lymphoma

Troxell ML. SeminDiagnPathol. 2017;34:479



SB 6254
Sharon Wu; El Camino Hospital 

64-year-old male presents with eosinophilia and 
thrombocytopenia. Recent clinical encounters for diarrhea 

and atrial fibrillation. Total IgE and tryptase are normal. 
Vitamin B12 level 7179pg/mL (high), testing for strongyloides 
and tuberculosis negative. CBC: Hgb 14.7/plt 118/wbc15.14 
(neutrophils 7.2%, lymphs 10.4%, monos 3.2%, ŜƻΩǎ78.2%), 

abs ŜƻΩǎ11.8. 
Bone marrow aspirate/biopsy performed.



Clinical History

Å64-year-old man with eosinophilia and 
thrombocytopenia.

ÅRecent clinical encounters for diarrhea and atrial 
fibrillation

ÅTotal IgE normal

ÅTryptase normal

ÅVitamin B12 level 7,179 pg/mL (H)

ÅTesting for strongyloides and tuberculosis 
negative



CBC
Hgb 14.7 g/dL

Plt 118 K/uL

WBC 15.14 k/uL

Neutrophils 7.2%

Lymphs 10.4%

Monos 3.2%

Eos 78.2%

Absolute eos: 11.8 K/uL



Bone Marrow Aspirate 
Flow Cytometry
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FISH

PDGFRa(4q12): 1GRA 1 GA



Diagnosis

ÅMyeloid neoplasm associated with 
eosinophilia and rearrangement of PDGFRa

ÅChronic eosinophilic leukemia

ÅAcute myeloid leukemia

ÅLymphoblastic leukemia/lymphoma

ÅOverlap with systemic mastocytosis



Chronic eosinophilic leukemia

ÅAbsolute eosinophil count of >1.5 K/uL

And at least 1 of the following: 

Å>5% blasts in the bone marrow (met)

Å>2% blasts in the periphery (not met)

ÅA clonal genetic abnormality (met)



Myeloid neoplasm associated with 
eosinophilia and rearrangement of 

PDGFRa
ÅFIP1L1-PDGFRa fusion oncoprotein

Å800 kb interstitial deletion on Chr4 (CHIC2)

ÅDisrupts autoinhibitoryjuxtamembrane 
domain of PDGFRA

ÅConstitutionally activated tyrosine kinase

ÅComplete hematologic and molecular 
remission with imatinib therapy



Patient Course

Å100 mg imatinib PO daily since diagnosis

ÅEosinophilia and thrombocytopenia resolved

ÅClinically well



SB 6255

Francisco Beca/Eduardo Zambrano; 
Stanford

11-year-old female with lesion of left 
gastrocnemius muscle. 








