
SEPT 2020 DIAGNOSIS LIST

20-0901: metastatic squamous cell carcinoma of prostate (soft tissue/GU 
pathology)
20-0902: endometrioid adenocarcinoma arising from polypoid endometriosis 
(pelvis/GYN pathology)
20-0903: oncocytic renal cell carcinoma, MTOR mutated (kidney/GU pathology)
20-0904: pigmented microcystic chromophobe renal cell carcinoma (kidney/GU 
pathology)
20-0905: perinephric myxoid tumor (kidney/GU pathology)
20-0906: primary renal melanoma (kidney/GU pathology)
20-0907: paraganglioma (spinal cord/soft tissue pathology & neuropathology)
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20-0901
Hubert Lau; VA Palo Alto

68-year-old M with h/o prostatic adenocarcinoma s/p 
radical prostatectomy (5 years prior) and subsequent 

androgen deprivation therapy presents with new chest 
wall mass and hypermetabolic lesions in lungs, liver, and 

adrenal glands. Core biopsy of chest wall mass performed.













NKX3.1



Diagnosis:

Chest wall mass, core biopsy:

-- Involved by squamous cell carcinoma

Differential diagnosis:

ÅSquamous transformation of prostatic carcinoma

ÅSquamous cell carcinoma of pulmonary origin

ÅOther?



NGS performed on core biopsy specimen



NGS performed on core biopsy specimen



Squamous transformation of prostatic 
adenocarcinoma

ÅRare phenomenon of uncertain etiology (<100 cases reported)
? Squamous metaplasia

? Prostatic urethral/periurethral duct origin

? Pluripotent stem cells

ÅMay be associated with prior ADT or radiotherapy, de novo cases also 
reported

ÅSCC of the prostate carries a poor prognosis
ÅAggressive behavior, tendency to metastasize

ÅDoes not respond to standard treatments for prostatic adenocarcinoma



Ancillary studies: SCC of the prostate

ÅStains like SCC

ÅNegative by IHC for PSA, PSAP, P501S/prostein
ÅVery focal PSA or PSAP rarely seen (ParwaniAV et al.Am J Surg Pathol. 

2004;28ΥсрмπсртΦύ

ÅNKX3.1 IHC not well-characterized, but negative in recent case 
reports

ÅNGS/molecular methods may be useful for identifying organ-specific 
alterations

ÅClinical correlation most important



ERG IHC



ERG IHC

ÅERG rearrangement detected in ~50% of prostatic adenocarcinomas

ÅERG IHC is a useful surrogate for identifying an ERG fusion event
ÅSensitivity 86-98%
ÅChauxAet al.Am J Surg Pathol. 2011;35ΥмлмпπмлнлΦ

ÅBraun M et al.Prostate Cancer Prostatic Dis. 2012;15ΥмсрπмсфΦ



ERG IHC in aggressive variants of prostate 
cancer

Å19 tumors with 1 or more variant, including sarcomatoid(n=10), 
adenosquamous(n=7), and pleomorphic giant cell carcinoma (n=7)

ÅERG rearrangement detected in 47% (n=9), similar frequency to 
conventional prostatic adenocarcinoma

ÅOnly 56% of cases showed positive ERG IHC in variant component



Clinical follow-up

ÅReceived systemic therapy for 4 months
Å3 cycles of carboplatin/nab-paclitaxel/pembrolizumab

Å1 dose of gemcitabine/docetaxel

ÅSerum PSA 1.33 ng/mL, but evidence of disease progression by 
imaging

ÅEventually transitioned to comfort care and died ~1 month later



Take home points

ÅSCC of the prostate is a rare, aggressive variant that may be 
associated with prior ADT or radiotherapy

ÅMorphology and immunohistochemical profile are generally non-
specific

ÅClinical correlation and molecular methods are most useful for 
confirming the site of origin

ÅERG IHC may be helpful, but appears less sensitive in aggressive 
variants of prostate cancer



20-0902
scanned slide available!

Keith Duncan; Mills-Peninsula 

80-year-old F with masses in pelvis, diaphragm, and 
small intestine.























Endometrial adenocarcinoma arising in 
polypoid endometriosis

Polypoid endometriosis is an uncommon variant of endometriosis that is 
characterized as a lesion which is similar to an endometrial polyp and can be found 
most often in the colon, ovarian, uterine serosa, cervical canal, vaginal mucosa, 
ureter, fallopian tube, omentum , bladder peritoneum and paraurethral and 
paravaginal regions.

m<ay form large, often multiple, polypoid masses that ñnot only simulate malignant tumors at 

operation but may also recur after operative removalò. 

Differential diagnosis includes several types of tumors as adenofibroma, 
endometrial stromal sarcoma and adenosarcoma

First introduced by Mostoufizadeh and Scully in 1980. 



Endometrial adenocarcinoma arising in 
polypoid endometriosis

Multifocal deposits of polypoid endometriosis 

characterized by cystically dilated endometriotic glands 

and stroma showing fibrosis and hemosiderin laden 

macrophages. 

Variable glandular architecture ranging from 

hyperplasia to complex hyperplasia to frank 

malignancy.

IPOX stains: 

Positive: ER, PR, CK7, P53(Wild type expression). 

Negative: CK20, CDX-2, WT-1, CEA.



PATHOGENESIS

Pathogenesis of this disease unclear.

Several hypotheses, including conventional 

retrograde menstruation theory with involvement of mucosal or 

subserosal sites, or the lining of cyst cavities, permitting polypoid growth. 

Other theories include hormonal stimulation, including unopposed 

estrogen and combined estrogen-progestin therapy, tamoxifen use, or 

even following withdrawal of gonadotrophin-releasing hormone (GnRH) 

agonist.

https://www.sciencedirect.com/topics/medicine-and-dentistry/pathogenesis
https://www.sciencedirect.com/topics/medicine-and-dentistry/pathogenesis
https://www.sciencedirect.com/topics/medicine-and-dentistry/menstruation
https://www.sciencedirect.com/topics/medicine-and-dentistry/hormonal-regulation
https://www.sciencedirect.com/topics/medicine-and-dentistry/tamoxifen
https://www.sciencedirect.com/topics/medicine-and-dentistry/gonadorelin
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20-0903
scanned slide available!

Emily Chan; UCSF

33-year-old F with 2.5cm right kidney mass.





















Submitted case



Second case in same week! : 46-year-
old woman with 6 cm left renal mass, 
also underwent partial nephrectomy



Differential Diagnosis for young woman 
with oncocytic renal neoplasm

ÅOncocytoma (excluded in these cases by morphology)

ÅChromophobe RCC

ÅHybrid oncocytic/chromophobe tumor (HOCT, 
associated with Birt-Hogg-Dube, renal oncocytosis, TSC 
or sporadic hybrids)

ÅFH-deficient RCC

ÅSDH-deficient RCC

ÅTranslocation t(6;11)-associated RCC

ÅEosinophilic solid and cystic RCC

ÅEosinophilic clear cell RCC



Immunohistochemical profile

Positive stains:
Pax8
CD117 (weak??)
Pancytokeratin

Negative stains:
CK7
CK20
FH (retained)
SDH (retained)
MelanA
HMB45

CD117 1:25 
dilution

CD117 1:250 
dilution


