
APRIL 2022 DIAGNOSIS LIST

22-0401: membranous nephropathy, NELL1 (medical kidney; kidney)
22-0402: adenoid basal-like tumor (GYN path; cervix)
22-0403: placental mesenchymal dysplasia (GYN path; placenta)
22-0404: pyloric gland adenoma (GI path; gallbladder)
22-0405: glomus tumor (GI path; stomach)
22-0406: syphilis (GIpathIDpath; liver)
22-0407: null phenotype CIS (bladder; GU path)



22-0401 

Megan Troxell/Ankur Sangoi; Stanford/El Camino 
Hospital 

Elderly woman with nephrotic range proteinuria, COPD, 
smoking, squamous cell lung carcinoma, renal cell 

carcinoma, gout. ANA+.
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Membranous Nephropathy

Previously

ÅPrimary

ÅSecondary
ÅLupus, RA, Sarcoid etc

ÅMalignancy

ÅNSAIDs, drug

ÅHepatitis

ÅSyphilis, other infection

ÅIgG4-RSD

ÅBMT

ÅBy antigen
Åt[!нw όтр҈ ΨǇǊƛƳŀǊȅΩύ

ÅTHSD7A

ÅNELL1
ÅCancer, BMT, ?NSAID

ÅLipoic acid supple (ALA)

ÅEXT1/2 (lupus)

ÅSEMA3B (pediatric)

ÅNCAM

ÅPCDH7

ÅFAT1-BMT

ÅCNTN1



JASN 32: 268ς278, 2021.

NEJM.2009; 
361:11-21

TSHD7a
NEJM. 2014; 
371:2277-87.



Another MGN
ÅNELL1+ MGN

ÅNELL1+ Lung cancer

ÅNS after drug exposure

NELL1



22-0402 

Amanda Borgen/Nicholas Ladwig; UCSF 

70ish F with persistent HPV+ ASCH cervical cytology 
and unsatisfactory colposcopy who underwent LEEP. 















Adenoid Basal-like Tumor in 
Cervical LEEP

SouthbayCase for 4/2022

Amanda Borgen & Nicholas Ladwig



Differential Diagnosis

ÅHPV-associated cervical carcinoma
ÅaƛȄŜŘ ǎǉǳŀƳƻǳǎ ŎŜƭƭ ŎŀǊŎƛƴƻƳŀ ŀƴŘ ŀŘŜƴƻŎŀǊŎƛƴƻƳŀ όέadenosquamousέύ

ÅAdenocarcinoma with areas of stratified mucinous carcinoma (iSMILE)

ÅAdenoid basal tumor

ÅHPV-independent cervical carcinoma
ÅMesonephric carcinoma (although these usually arise deep in the cervical 

wall where mesonephric remnants exist)

ÅDirect extension of endometrial carcinoma into cervix 



H&E p40 p63

PAX8 / CK7 / ER NKX3.1 GATA3



Immunohistochemical Summary

Antibody Glandular/Luminal Cells Basaloid/Peripheral Cells

HRHPV RNA ISH Positive Positive

NKX3.1 Positive Negative

p63 Negative Positive

p40 Negative Positive

CK7 Negative Negative

PAX8 Negative Negative

ER Negative Negative

Mucicarmine Negative Negative

GATA3 Weak, variable Weak, variable



NKX3.1 (+) and HRHPV (+) is an unusual combination
HRHPV RNA (ish) NKX3.1



Adenoid Basal-Like Tumors of the Cervix

ÅRare finding in cervix

ÅUsually incidental when pure; 
but often admixed with usual-
type HPV-associated cervical 
carcinomas

ÅResembles basal cell hyperplasia 
in the prostate
ÅBiphasic, nested growth pattern

ÅPeripheral cells = basaloid with 
palisading 

ÅCentral cells = glandular 



Suggested Terminology ς2014 WHO

When admixed with 
usual-type HPV-

associated carcinoma

ÅάLƴǾŀǎƛǾŜ ŜƴŘƻŎŜǊǾƛŎŀƭ 
adenocarcinoma with 
adenoid basal like 
ŦŜŀǘǳǊŜǎέ

ÅClinical behavior will be 
driven by the usual-
type carcinoma

ÅAdenoid basal-like 
areas will have no 
impact on behavior

If lesion excised and pure adenoid basal morphology 
without usual type carcinoma

If no infiltration and 
HRHPV-negative

Åά!ŘŜƴƻƛŘ ōŀǎŀƭ 
ƘȅǇŜǊǇƭŀǎƛŀέ ƛǎ ŎǳǊǊŜƴǘ 
recommendation

ÅPreviously called 
adenoid basal 
epithelioma

ÅIncidental benign finding

If infiltrative and 
HRHPV-positive

Åά!ŘŜƴƻƛŘ ōŀǎŀƭ ǘǳƳƻǊέ ƛǎ 
current recommendation

ÅPreviously called adenoid 
basal carcinoma

ÅIn pure form, no cases have 
reportedly 
metastasized/recurred

ÅLikely benign



Key Points ςAdenoid Basal Tumor

ÅRare cervical tumors with a prostatic phenotype 

ÅBiphasic tumors resembling basal cell hyperplasia of prostate
ÅNKX3.1+ and HRHPV+ is an unusual IHC combination, unique to this entity

ÅAdenoid basal tumors are often admixed with traditional HPV-
associated adenocarcinoma / squamous cell carcinoma with a minor 
adenoid basal component 

ÅPure adenoid basal tumor is very rare, but have benign behavior thus 
far

ÅMust recommend further excision if lesion extends to the margin to 
exclude a component of conventional HPV-associated carcinoma
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22-0403 

Kara Tanaka/Nicholas Ladwig; UCSF 

Reproductive age F with enlarged multicystic placenta.
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GESTATIONAL TROPHOBLASTIC DISEASE

Å Partial hydatidiform mole (PHM)

Å Complete hydatidiform mole (CHM) with coexistent fetus (e.g., twin gestation 

in which one twin is a complete mole)

OTHERS

Å Nonspecific hydronic changes

DIFFERENTIAL  D IAGNOSIS



Dilated chorionic plate 

vessels Hydropic stem villus 

with cistern spaces

Avascular villi

Thrombosis



P R OMINENT S TE M V ILL I

+ cistern-like spaces

+ thick-walled/ 

thrombosed 

vessels

+ expansion of villous 

mesenchyme

absent trophoblastic 

proliferation



Ernst, 2015. https://doi.org/10.1007/s40556-015-0056-9

PMD IS  CAUSE D BY  ANDROGENETIC  

B IPARENTAL  MOSAIC ISM



CH ARACTERIST IC  P57  STA IN ING

Cytotrophoblast cells: 

p57 positive

Stromal cells: 

p57 negative

Pattern is distinct from complete mole 

(both negative) or partial mole (both 

positive)



Ernst, L.M. Placental Mesenchymal Dysplasia. J. Fetal Med. 2, 127ð

133 (2015). https://doi.org/10.1007/s40556-015-0056-9



Placental Mesenchymal Dysplasia (PMD)Complete/Partial Hydatidiform Mole (CHM, 

PHM)

Blood flow (Doppler) Abundant òstained-glassó pattern Absent; with òsnowstormó appearance

Cystic placental tissue (MRI) Within the fetal sac Outside the fetal sac

Prenatal workup Elevated ‌-fetoprotein

Normal (diploid) karyotype

ABM: mix of androgenetic cell line + biparental cell line

Viable fetus

Elevated -̡hCG

Diploid karyotype (CHM)

Triploid karyotype (PHM)

No viable fetus

Gross features Placentomegaly with cystic dilation ógrapelikeó placenta

Histologic features No trophoblastic hyperplasia

Hydropic stem villi

Thick-walled/thrombotic vessels

Trophoblastic hyperplasia, inclusions

Hydropic, scalloped, distal villi

p57 nuclear staining 

Villous stromal cells:

Villous cytotrophoblast cells:

Lost in some/all

Retained

CHM                         PHM

Lost                           Retained

Lost                           Retained

PMD VS .  MOLAR GE STATION



Å Viable fetus; increased risk of maternal and fetal adverse outcomes

Å Fetal growth restriction

Å Beckwith-Wiedemann syndrome (BWS)

Å Paternal uniparental disomy: BWS locus ðchromosome 11p15.5

Å No persistent gestational trophoblastic disease

PLACE NTAL  ME SE NCHYMAL 

DYSPLASIA
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22-0404 

Kyra Berg/John Higgins; Stanford

80ish F with gallbladder tumor on imaging. 



Case History

Å82-year-old female who presented with epigastric pain and was 
admitted

ÅPast medical history includes congestive heart failure

ÅHer in-patient work-up included a MRI that showed a gallbladder 
mass, 2.7 cm, enhancing that was concerning for malignancy

ÅUnderwent a cholecystectomy with porta hepatic and celiac 
lymphadenectomy



Gross

ÅShowed a gallbladder 
polyp at the 
fundus(0.9 x 0.7 x 0.2 
cm) with a thin stalk

ÅAlso detached 
polypoid fragments 
aggregating to 2.9 cm







Occasional



Very Focal



Case History

Å82-year-old female who presented with epigastric pain and was 
admitted

ÅPast medical history includes severe aortic stenosis with congestive 
heart failure

ÅHer in-patient work-up included a MRI that showed a gallbladder 
mass, 2.7 cm, enhancing that was concerning for malignancy

ÅUnderwent a cholecystectomy with porta hepatic and celiac 
lymphadenectomy



Gross

ÅShowed a gallbladder 
polyp at the 
fundus(0.9 x 0.7 x 0.2 
cm) with a thin stalk

ÅAlso detached 
polypoid fragments 
aggregating to 2.9 cm







Occasional



Very Focal



Classification in the Biliary Tract

Flat?

Polypoid/Papillary?

Dysplasia

Biliary Intraepithelial Neoplasia

ĄLow grade or high grade

IntracholecysticPapillary Neoplasm

Pyloric Gland Adenoma

Mucinous Cystic Neoplasm

Adsayet al. Am J Surg Pathol. 2012. 36(9): 1279-1301.



DDx

ÅIntracholecysticPapillary Neoplasm, gastric subtype

ÅPyloric gland adenoma



Case series of 24 cases of gallbladder pyloric gland adenomas. 
Å Definition of PGA: polypoid tumor (any size) closely packed tubules with a 

monolayer of cuboidal to low columnar epithelial cells
Å Found beta-catenin mutations in 21/21 that they were able to get DNA from
Å Rate of HGDwas 29.2% (7/24)
Å Rate of carcinoma was 8.3% (2/24)
Å Divided into mucin-rich versus mucin-poor on PAS
Å Squamoid morules in 25% (all in mucin-poor)



Definition of Pyloric Gland Adenoma:
Å Polypoid lesion, well-demarcated from surrounding mucosa
Å Uniform back to back pyloric glands, tubular only
Å Frequent luminal dilatation and cystic changes of glands
Å Required >0.5 cm

Definition of IntracholecysticPapillary Neoplasm, Gastric subtype:
Å Grossly visible and > 1 cm largest diameter
Å Height >0.5 cm (otherwise considered BilIN)
Å Regional differentiation towards gastric foveolar or pyloric glands
Å Divided into foveolar predominant (>70%), pyloric predominant 

(>70%) and mixed foveolar/pyloric (each component more than  
30%)

7 cases

14 cases



Pyloric Gland Adenoma ά/ƻƴƎƭƻƳŜǊŀǘŜŘέ gICPN

Beta-
catenin



Microscopic Findings

ÅPyloric Gland Adenoma
ÅPacked tubular components with cuboidal/low columnar cells with basal nuclei

ÅStroma was fine fibrovascular, edematous or inflammatory

ÅIntratumoralcholesterosis in 2/7

ÅSquamous morules in 2/7

ÅgICPN
ÅPapillary and tubular components

ÅStroma was fine fibrovascular

Å2 pyloric predominant, 6 foveolar predominant, and 2 mixed pyloric/foveolar

ÅNo pyloric predominant solitaryĄwere all classified as PGA



Dysplasia



Immunohistochemistry



Beta Catenin


