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Fig. l-—Roontgenogram showing filling defect of the fundus of
the stomach.

knowing about the rest of the physical examination. I this
is assumed to be megative. one muost decide if this is a
malignant or a benign granulomatous lesion.  Plasmocytoma,
reticulum and lymphocytic cell sarcoma and carcinoma can
be excluded because of the variety of the cells. T would
consider Hodgkin's disease a possibility, but could not make
the diagnosis because there are no Reed cells. Mycosis
fungoides is also a bare possibility but very unlikey unless
there are lesions elsewhere.  This exhausts the malignant
possibilities and leaves us only with the diagnosis of non-
specific granuloma which 1 must make with the reservation
that further clinical developments may prove it to be wrong.

Malcolm B, Dockerty, M. D, Rochester, Minnesota {by
mail): My feeling is that this represents a lymphosarcoma.
while my associate, Dr, Dahlin, tends to throw the lesion
into an inflammatory category. I was particularly impressed
by the sharp delineation of the lesion and the close packing
of the celle. [ am certain that mistakes are made on both
sides of this diagnostic issue.

. L. Pierre Masson, M. D.. Montreal, Canada (by
mail): This is probably a reticulum-cell sarcoma but | have
seen similar tumeors with cellular inclusions that could be
stained with mucicarmin thus permitting their classification
as anaplastic carcinomas,

Peter Russo, M, D, Oklahoma Citv, Oklahoma: [ won-
dered why, with such an extensive lesion, there was no
narrowing of the esophagus.

D, Rigler: Lesions of the Fundus are notoriously symp-
tomless. for a long peried of time until they get around the
esophageal orifice.  There did seem to be some rigidity of
the tric wall in the region of the esophageal orifice but
nothing baulky in that area: 1 am not surprised that there
was no dysphagia nor would [ have been surprised if there
were varying symptoms, as was the case here.

Christian A, Hellwiyg, M. D., Wichita, Kansas: | would
like to ask [Dr. Ackerman what practical tests, or not too
difficult staining measures, has the pathologist to differen-
fiate between anaplastic carcinoma and reticulum cell sar
comal [ personally have the greatest difficulties especially
in neck tumors to diagnose them and even the silver stain
does not help me always.
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Fig. I-—Low power photomicregraph showing lymphosarcema
of the stoemach. Note well demarcated area of obliteration of
mucosal margins.

Dire, Ackerman: It is very difficult to differentinte under
certain circumstances between a reticulum-cell sarcoma and
a carcinoma. Let us say that you have a lymph node com-
pletely replaced by tumor and that under the low power it
forms solid sheets of undifferentiated cells: if it is a carcinoma
fram mucin secreting cells. stains for mucin would be of no
value because of the lack of differentiation. [ find that
reticulum stains for reticulum cell sarcoma are of no value,
The only thing that I have found to be of value in some of
those cases is to take various sections and if [ find nests of
tumor cells growing between connective tissue bundles. then
I can suggest that this might be a carcinoma. [ discussed
this problem with Dr. Stout and Dr. Willis and they find
themselves similarly frustrated. In this particular case, |
think that we have more evidence for lymphosarcoma.

Mavrice Horwitz, M. [, Beverly Hills. California: 1
would like to know whether Dr. Ackerman in making the
diagnosis of Hodgkin's disease necessarily must have the
presence of eosinophils. Qur pathologist will not make the
diagnosis unless he has eosinophils,

Dr. Ackeeman: The eosincphil is a very ubiguitous cell,
it occurs under many circumstances. The presence of
eosinophils comforts me slightly but does not make the diag-
nosis of Hodgkin's disease. [f 1 have cosinophils. fibrosis.
cte., without Reed-Sternberg cells. 1 would not make the
diagnosis of Hodgkin's disease.

Eugene Bricker. M. D)., 5t Louis, Missouri: It is of
interest to me that eminent pathologists have pointed to
wards the possibility of this being an inflammatory lesion.
I wonder how much help the surgeon might expect in the
operating room in making a decision in how to approach
this lesion. The surgeon may be thrown back into the old
fashion position of having to make a decision on his own
on the gross impressions alone,

P, Ackerman: In a situation like this the pathologist
should be peering over Dr. Bricker's shoulder as [ so often
do. We have on several occasions faced the problem of
whether or not the lesion at hand was a lymphoma or a
carcinoma.  Obviously it would not be too difficult a prob-
lem if the patient with lymphosarcoma had large nodes on
which the diagnosis could be made on frozen section, but
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Fig. 3—Low power pholomicrograph of lymphesarcoma of the
stomach showing giant rugae.

we don't think that we can diagnose everything on frozen
sections, We feel that a frozen section permits us to say that
a lesion is malignant or that it is benign but sometimes it
leaves us unable to say. And we don't hesitate, as Dr.
Bricker knows, to say that we don't know. I think that this
would have been an extremely difficult case. We would
attempt to make the diagnosis. but if we couldn’t make it,
Dr. Bricker would be indeed in that old fashion situation.

John J. Andujar, M. D.. Fort Worth. Texas: 1 would
like to ask Dr. Ackerman whether the four-year history of
the patient remaining well will cause him to alter his opinion
and join Rupert Willis and Arthur P. Stout. or will he cling
to the diagnosis of lymphosarcomal

Dr. Ackerman: It is not unusual for lymphosarcoma of
the stomach to have a long clinical history. with hemorrhages
or signs that suggest ulcer: long survivals after either surgery
or radiotherapy. are not unusual. Long survivals without
treatment have also been observed.

Dr. Rigler: Dr. Ackerman has, of course. indicated the
fallability of the pathologists very effectively. Not infre-
quently we have a patient who is treated with radiation
therapy who stays well for ten years, then the pathologist
looks at the slide again and he says. "No, that was a mis-
take, it wasn't a malignant lesion.” We have had the feeling
that localized primary lymphosarcoma of the stomach is also
amenable to cure by surgery.

Eugene Bricker, M. )., 5t. Louis, Missouri: In large
lesions of this sort and in this location, total gastrectomy
should be done. [ think I would be doing a total gastrec-
tomy with removal of half the pancreas and spleen and all
the lymph nodes around the pyloris of the stomach. In my
opinion. it is most important to have the exact diagnosis, if
possible, hefore operation, since there is a possibility that
the case is actually inoperable, In such instances. I think
that much better palliation might be obtained by irradiation.
It is mot unusual for the surgeon to embark upon a total
gastrectomy. for an advanced lesion of this sort, and find
involvement of lymph nodes around the ciliac axis or the
superior mesenteric artery which makes the lesion actually
inoperable: but these facts may have been impossible to
identify before the operation was started.

H. Mason Morfit., M. D)., Denver, Colorado: [f we are
sure of dealing with a lymphosarcoma, 1 Feel very strongly
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Fig. 4 — Photomicrograph of lymphosarcoma showing wall
defined nucleil and rather prominent nucleoli; there are scal-
tered inflammatory cells.

that a total gastrectomy should not be done. [ think it is
well to emphasize that there is abundant evidence now avail-
able for us to be able to state unequivocally that lympho-
sarcoma can be a disease of unicentric origin. A primary
lymphosarcoma of the stomach is one such example: origin
in the tonsils is another. Perhaps this patient had an excel-
lent chance of cure if treated by irradiation therapy as well
as if the lesion were completely excised.

Frank B, McGlone, M. D., Denver. Colorado: A patient
with total gastrectomy is a pretty difficult patient to handle
postoperatively and the mortality rate is exceptionally high.
It is hard to talk the surgeons into closing up without deing
something more than a biopsy. but. assuming that vou could,
would it not be best to take a biopsy and study the sections
carefully before definite therapy is instituted?

D, Ackerman: | would agree that there is a difference
between having all of your stomach out and having most of
it out. but [ am not necessarily willing to make a definite
diagnosis after 1 have taken a section from the transected
stomach.

Mark Wheelock, M. D.. Chicago, lllincis: 1 once looked
over about 3500 frozen sections done in Dr. Warren's lah-
oratories and hospitals in a 10-year peried prior to the war.
I was surprised at the rather high degree of accuracy in the
diagnosis of frozen section as compared with paraffin sec-
tions of various lymphomatous entities. We have approxi-
mately 80 or 85 cases of unicentric lymphosarcoma on
record: we have several of the stomach, a large number of
them of the thyroid and in the breast, and one of the testis.
It is surprising how frequent they occur in the orbit. Re-
cently we had some in the vulva, and of course everyone
is familiar with the lymphosarcomas in the rectum.

Editor’s Note: This patient was last seen in good health
in February 1953, He had no complaints and was reported
to be able to ear solid foods without difficulty. He has
gained from 134 to 154 pounds and roentgenclogic examina-
tion did not reveal any abnormality.
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smart. Dr. Rigler. no doubt, knews more about gastro-
intestinal work than anybody west of the Alleghenys. This
is a Philadelphia case. So God help us! It should be a
lymphosarcoma or an intramural carcinoma.

Operative findings: In October, 1951, a subtotal gast-
rectomy was carried out. The distal half of the stomach
was found infiltrated by hard growth appearing grossly as
a carcinoma. The tumor occupied an area 14 by 7 cm. The
mucosa was | cm thick in some places.

Dr. Ackerman: This tumor shows a large area of ulcera-
tion with denudation of the mucosa. The base of the ulcer
is made of tumer cells which diffusely replace the submucosa
and extend into the inner muscular layer. Surrounding this
tumer there is a pronounced desmoplastic reaction.  Indi-
vidual tumor cells all appear similar in pattern. all have
large prominent nuclei and prominent nucleoli. [ do not
believe that epithelial mucin stain or reticulin stain would be
helpful in identifyving the tumor. 1 think that microscopically
it is a classical example of a reticulum cell type.

The evolution of lymphosarcoma of the stomach may
be long. In our series of 34 cases the radiographic diagnosis
was not made in a single instance. Grossly we have sus-
pected it when the lesions have been superficial and multiple;
the presence of an ulcer with infiltration around its margin
more closely simulates a carcinoma. [t is possible that some
of Steiner’s five survivals., or what he called the blue-cell
type, might have represented lymphosarcoma.

In this case there was evidence of ulcer formation and
frequently patients with lymphosarcoma of the stomach have
symptoms sugqesting a peptic ulcer, These symptoms may
be of long duration. Mot too rarely, perforation may occur
and on a few occasions we have seen rather massive bleeding,

Dr. Ackerman's diagnosis: LYMPHOSARCOMA
{reticulum-cell type).

Dr. Regato: A diagnosis of lymphosarcoma was also
submitted by Dr. |. B. McNaught of Denver and by Dr.
Leo Lowbeer of Tulsa. Dr. M. Polak of Buenos Alres
requested silver stains of frozen sections in order to be cer-
tain of the diagnosis of reticulum-cell sarcoma.

Arthur P. Stout. M. D., New York, New York: (by
mail): 1 assume that there are multiple lesions in this
stomach which involve the mucous membrane and destroy it
and which also appear in multiple solitary nodular form in
the muscularis. The cells composing the lesion are relatively
uniform, appear chiefly as units without evidence of epithe-
lial differentiation. and are probably reticuloblasts. 1
belive therefore this is a reticulum-cell lymphosarcoma of
the stomach which may be either primary or secondary. 1
shall not be surprised if there are evidences of involvement
of other parts of the bedy. On a haematexylin-eosin stain
alone the diagnosis of lymphosarcoma of the stomach is
never absolute because carcinoma may imitate ir.

Malcoim B. Dockeriy. M. D., Rochester, Minnesota
iby mail): This is a definite lymphosarcoma of the large
round or reticulum-cell type. Some might faver the diag-
nosis of small-cell or blue-cell carcinoma. Having seen at
least two such cases cured by irradiation I give lympho-
sarcoma as my first choice in doubtful cases.

Additional microscopic  details:  Forty-cight enlarged
lymph nodes were found along the greater curvature and
of these twenty-one were metastatic.  Thirty-four nodes
were studied along the lesser curvature: none were invaded.

Dr. Rigler: | note that surgeons and pathologists in the
presence of the gross appearance of this tumor would tend
to consider it as carcinoma.

Dre. Ackerman: This patient had multiple node involve-
ment; should he have any form of postoperative irradiation
and if so, would it do any good?

Eugene Brickee, M. D.. St. Louis. Missouri: My own
feeling would be not to irradiate unless the surgeon felt that
involved nodes were left behind: if not I would watch the
patient for any evidence of recurrence before irradiation. Is
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there justification in treating a lymphosarcoma of the cardia
of the stomach differently than a carcinoma of the cardia
of the stomach?

H. Mason Moefit, M. D., Denver Colorado: In prefer-
ence to subjecting the patient to a total gastrectomy, [ would
rely on radiation therapy in a case of lymphosarcoma.

fohn J. Modiin, M. D.. Columbia, Missouri: If lymph
nodes were involved [ would recommend postoperative
roentgentherapy.,

Leo Lowbeer. M. D. Tulsa, Oklahoma: Would Dr.
Ackerman elaborate a little more on his previous statement
about the value of reticulum stains? What he said about
its lack of dependability may be true for the average paraffin
section: is it also true for a good section not more than 4
microns! [If in such sections reticulum fibers are found be-
tween cells. would one not be inclined towards the diagnosis
of a sarcomal If one would find no reticulum fibers between
cells but tumor cell groups surrounded by reticulum, would
one not consider the diagnosis of carcinoma?

Dr. Ackerman: Well, I've stained a great number of
slides for reticulum and [ have become rather disheartened
about the results. In undifferentiated tumors when you need
it much. it is of no value. In inoperable tumors perhaps a
better differential diagnosis is obtained through the response
to irradiation. | must confess that, under certain instances.
I cannot make that differential diagnosis.

Emeric 1. Dobos. M. D.. Denver. Colorado: 1 note the
tendency to disregard the diagnosis of carcinoma in the pres-
ence of a lesion which shows multicentric manifestations.
Just as the predominant belief is that of multicentric origin
for lymphosarcomas, the theory of the unicentric origin of
carcinoma has been favored since the days of Cobnheim., It
was Willis who first pointed out the “filled origin™ of tumors
and their spread not only by proliferation but by progressive
conversion of new areas, A recent paper (Collins and Gall)
went over this subject in detail. The authors found several
cases of unguestioned multicentric carcinomas of the stomach:
in many more cases the heterogenesis of the tumors suggested
the possibility of coalescent areas of different origin.

Mark Wheelock, M. D., Chicago, Illinods: | must admit
that I made a diagnosis of undifferentiated carcinoma. |
was quite sure that probably we were going to have positive
proof presented of lymph node involvement by carcinoma.

..'oru i Q‘{J



We have a little difficulty in having a diagnosis of lympho-
sarcoma accepted by the surgeon and sometimes by other
pathologists. when the mucosa alone appears involved.
Would Dr. Ackerman elaborate on that point?

Dr. Ackerman: | agree that cancer in many organs has
a multicentric origin. [ see no reason why we should be
surprised if we find lymphosarcoma still restricted to the
mucosa, There is no reason why lymphosarcoma could not
remain confined to the mucosa even for a considerable period
of time and just spread to involve rather wide areas either
unicentrically or multicentrically.

Lester O, Crago, M. D., Denver. Colorado: [ would
like te make a point on total gastric resections from the
standpoint of the internist. He sees the patients after the
surgeon does the total gastric resections and he finds that
the patients do not do well.  For that reason, when we can-
not differentiate between a benign and a malignant gastric
lesion in the cardia of the stomach and when a total gastric
resection must be done, we are inclined to wait rather than
subject the patient to a total gastric resection and its bad
results,

Alexis E. Lubchenco. M. D.. Denver, Colorado: Do we
have any evidence of the relative curative merits of surgery
and roentgentherapy?! [ would like to ask Dr. Ackerman
if a segment of his stomach was removed and showed
lymphosarcoma in it. would he be willing to wait for a
recurrence or would he want postoperative radiotherapy?

Dr. Ackerman: 1f I had a lymphosarcoma of the
stomach | would be completely irrational. But if 1 had a
patient with lymphosarcoma of the stomach who was oper-
ated and had no lymph nodes involved, | would do nothing
further. From the standpoint of cures of lymphosarcoma,
Dr. Snoddy reviewed the literature on that subject: there
were about 3 cases that had survived more than five yvears;
about half of them were treated by surgery and half of them
were treated by irradiation.  You have to take inte con-
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sideration the biclegic nature of lymphosarcoma of the
stomach which might develop for some years with no treat-
ment at all. So there are no results in the literature which
will stand severe scrutiny.

Dr. Regaro: There is evidence that cases of lympha-
sarcoma of the stomach that have been inadequately excised
or incompletely excised and have received postoperative
radiotherapy have been controlled. That is what gives us
a certain amount of strength in recommending radiotherapy
exclusively if the diagnosis of lyvmphosarcoma was made
before the stomach was removed. which is seldom the case.

Dr. Leo Lowbeer. M. D., Tulsa, Oklahoma: We have
recently observed a patient who, five years ago. had lymph
nodes removed from the inguinal region and a diagnosis of
lymphosarcoma was made.  Five years later this patient
underwent an operation for hernia. At this time the anes-
thesiologist observed a certain obstacle when he tried to put
the tube into the larynx, due to a tumor in the epiglottis:
biopsy of the epiglottic lesion and also of the lymph nodes,
which had remained in the inguinal region., unmistakably
showed lymphosarcoma.

Dr, Ackerman: When a lvmphosarcoma is found in an
organ it seems to have a longer evelution than when you
find it in the lymph nodes. although exceptions to that also
occur.  There is a hiologic normal life history which the
surgeon and the radiotherapist must take into consideration
when they are giving themselves credit for something.

Subsequent history: In April. 1952, the patient was
apparently well.  In June. 1952, the patient expired with
extensive pulmonary metastases.  Autopsy was not done.
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Contributed by Staniey K. Kureano, M. D, and Geraro 5, Magesa, M. D,
Denver, Colorado

1952, gave a history of hypertension and of congestive

heart failure of three vears’ duration; he complained of
postprandial and nocturnal epigastric pain of twe vears'
duration. For the last three months there had been nausea
and occasional hematemesis. He was pale and presented
ankle edema; hemoglobin was 11.5 grams per cent and the
electrocardiogram  showed left ventricular strain.  Roent-
genologic examination revealed distortion of mucosal pat-
terns and a filling defect on the pyloric end of the stomach
through which the peristaltic waves did not pass; there was
pyloric obstruction and a gastric residue after five hours.

Histopathologie Diagnoses
Submitt by Malil

Carcinoma {early super-

THE. PATIENT was a 60-year-old man who in June.

Roentgenclogic Impressions
Submitied by Mail

Carcinoma of the stomach 82

Gastritis (with ulcer) 46 ficial, in situ)

Benign obstructive lesion. 21 Ectopic {pancreatic,

Extrinsic tumor [ duodenal) lissue 46

Others - aeee- 10 Polyp . ___ 4
Hamarioma 14
Others ________________ 11

Dr. Rigler: There is enlargement of the folds of mucous
membrane in the proximal third of the stomach and distinc-
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tive radiation of these folds toward a point near the lesser
curvature, slightly above the region of the incisura angularis.
This suggests a large ulcer at this point, but the single film
submitted does not demonstrate the uleer itself. The char-
acteristic radiation, however, is strongly in favor of a benign
gastric ulcer, but the visualization of the ulcer itself is insuffi-
cient to make a definite diagnosis of benignity or malignancy.

The distal third of the stomach shows a marked defect
with obstruction. Such contractions can occur associated
with ulcers high in the stomach. or with a duodenal ulcer.
From this one film alone it would be impossible to say that
this is really due to a tumor in the antrum rather than a
simple contraction either with total gastrospasm or a hyper-
trophic stenosis. There is. however, shown just proximal
to the pylorus an irreqular area suggesting a large ulcer at
this point with infiltration about it. On the basis of this
film alone | can only speculate that there might be a malig-
nant ulcer in the prepyloric area, as well as a benign ulcer
higher in the stomach.

The failure of the ducdenum to be displaced suggests
that this is more of an illusory mass in the antrum of the
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Fig. |—Roentgenogram showing filling defect of the greater
curvalure at the pyloric third of the stomach.

cystic changes. Those changes may or may not be asso-
ciated with increased submucosal connective tissue or in
crease of lymphoid tissue: [ have difficulty making any
subdivision of gastritis.

Charles F. Ingersoll, M. D)., Denver, Colorado: There
is @ question in my mind as to whether or not many reported
cured cases of cancer of the stomach are not in reality
cases of gastritis. Six radiologists in Denver and Dr. Wil-
liam B. Dublin have been interested in this particular subject.
I think that we have to bring every effort we possibly can
to make this differentiation,

Dir. Ackerman: It must be remembered that in this exer-
cise the pathologist has a single slide. no gross, ne lvmph
nodes, so that naturally there are bound to be errors in the
interpretation and differences of opinion. [ think that 90%
of the cages can be diagnosed with a fair degree of accuracy.
Then that small remaining group of cases are the ones in
which there are differences of opinion. 1 put those cases
in a separate file and try to find out what happens to them
and the follow-up will often give the answer, The path-
ologist must be honest for he has a great responsibility: if
he begins to put his diagnostic abilities to the test he must
be courageous in calling something benign that somebody
elze would like to have him call cancer.

L. Rigler: Some years ago a group of cases was pre-
sented in which a fairly high percentage of 3-vear-cures of
carcinoma of the stomach were reported. We suspected that
this rather high percentage of cures included a number of
benign ulcers which the pathologist in that hospital felt
honestly were malignant.  But such reports do not influence
greatly the total view of the problem, because the wast
majority of cases that we see today are uneguivecal, and
advanced. And therefore, there isn't any argument about
affecting favorably and significantly the percentage of
results: the difference isn't very great.

Dr, Regato: Even morphology has definite limitations
in the diagnosis of cancer. These Seminars are intended to
contribute towards the dissemination of such a concept. The
warst attitude is that of never challenging vour pathologist
with facts that may carry as much weight as pure mor-
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Fig. 2-—Photograph of the surgical specimen showing umni-
formity of small mucosal ulcerations and punctate area of
hemorrhage,

phology, for an unchallenged pathologist becomes dogmatic
and unaware of his own errors and limitations.

Fran: Leidler. M. D, Jefterson Barracks. Missouri:
Given a case in which the gastroscopic examination and
reentgenologic examination give the impression of a poly-
poid gastritis. what would be the best way to proceed?

D, Ackerman: If you had a patient with the type of
gastritis in which you have numerous hemorrhages, perhaps
that would be an indication for a gastric resection, If vou
had a patient who had a gastritis with few symptoms and
no polyps. perhaps it would be best not to resect the
stamach. In this case which we are discussing. the radiolo-
gist reported that there were multiple polyps and the surgeon
found multiple polyps: there is enough indication for a sub-
total gastric resection.

E. Sanders. M. ., (Capt. M, C.) Camp Carson. Colo-
rado:  In hypertrophic gastritis. gastroscopy is often of
value: we have seen a few cases in which gastroscopy has
saved the patient an unnecessary gastric resection and a poar
subsequent course,

Roath E. Meatheringham, M. D.. Colorade Springs,
Colorado: We speak of gastritis as if were an entity which
we understood and the etiology and pathogenesis of which
we knew. From the standpoint of the clinician [ think it is
important to possess an understanding of the underlying
ctiology.

Dr. Riglee: There is some confusion as to what the
radiologist calls gastritis and what the gastroscopist calls
gastritis. The radiologist, generally speaking. is dealing in
terms of either absence of folds of mucous membrane or
enlarged folds, whereas the gastroscopist is thinking about
what is only thick and shaggy and superficially ulcerated.
and I think the term hypertrophic gastritis. for instance, is a
bad one in that respect because we are talking about two
different things. Actually what the radiologist deems gas-
tritis often isn't gastritis at all, It is due to some submucosal
process which causes the folds to heap up. The gastro-
scopist has a great advantage in that regard in that he has
really seen the superficial surface in greater detail. But I
don't think we have any idea as to the eticlogy or the back-
ground at all.
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Fig. +—High-power photomicrograph of the same polyp show-
ing cystic dilatation of the gland and trapping of mucosa,

Operative findings: On gastrostomy, a  pedunculated
polypoid lesion. 1 em in diameter, was found in the prepy-
loric area. The rest of the stomach appeared coarse with
hypertrophic rugae. There were numerous sessile polyps
particularly in the region of the antrum and extending along
the greater curvature., They measured a maximum of 1 em
in diameter. A subtotal gastrectomy was performed,

Dr. Ackerman: There was a pedunculated polypoid
lesion measuring | cm found in the prepyloric area. This
iz the usual location for adenomatous polyp. It was stated
that the upper portion of the stomach was coarse and showed
hypertrophic rugae. There were several small polyps seen
in the antral area. The section submitted is an adenomatous
polyp. probably a true neoplasm. There are numerous
cystic glands present.  Some of the glands show polymor-
phonuclear leukocytes within the lumen. [ see no evidence
of malignant change. WWithout better verification. [ do not
helieve | could classify this case as one of multiple gastric
polyposis.  In this lesion are the usual innumerable polyps
of varying size and about half the cases show evidence of
change to carcinoma (Pearl). It is our impression that
single polyps of the stomach are pre-malignant and can
become cancer. We have seen polypoid lesions in which
one-half of the polyp has been replaced by cancer.

Dr. Ackerman’s diagnosis: GASTRIC POLYP and
CHRONMIC GASTRITIS.

Dr. Regato: A diagnosis of chronic gastritis was sub-
mitted by Dr. M. Polak of Buenos Aires, by Dr. Charles
Ohberling of Paris and by Dr. Lars Santesson of Stockholm.

Pierre Masson, M. D., Montreal, Canada (by mail) :
Hyperplastic, interstitial, microcystic and atrophic gastritis
variously associated. There is submucous adiposity and
hyperplasia of the muscularis mucosa.

Arthur P. Stour. M. D, New York, Mew York by
mail): The section shows only a thin mucosa and a remark-
ably fatty submucosa probably from the proximal secreting
portion of the stomach near the antrum. The mucosa is
atrophic with the formation of several microcysts. I hawve
come to regard microcysts with great suspicion because they
are found so frequently in gastric mucous membrane adja-
cent to stomach carcinomas. But all I can say about this
mucosa is that it is atrophic and thin. The fat in the sub-
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mucosa is interesting and [ wonder if it can account for the
thickening of the mucosal folds.

Dr, Rigler: We used to think that multiple polyposis
was a rare disease, It is just a question of whether you
have to have fifty polypi te make it a polyposis or is it
enough to have five!  Are these really adenomas?  Are they
neoplazsms!  Are they just simply enlargements of the folds
which have raised up arcound the stalks? That is the prob-
lem that the pathologist should be able to answer but isn't
always ready to answer. The distinction between a malig-
nant polyp and one which is benign. has, of course, agitated
us a great deal. We chink that we can be very often rea-
sonably certain that a polyp is already malignant. but we
can't be certain when they are benign. [ the stalk and the
wall are invaded, you usually can get roentgenologic evi-
dence which is clear cut.  But if only superficial layers of
the polyp are malignant, it is uvsually impossible to say.

Dr. Ackerman: Perhaps Dr. Geever can tell us more
definitely about the gross examination of these polyps: if
there were two polyps then we would have to agree with
the diagnosis of polyposis of the stomach.

Erving F. Geever, M. D.. Colorado Springs. Colorado:
The frozen section was taken from the largest of the polyps,
so the Seminar slides were cut from the smaller one: 1 think
that accounts for the difference of opinions here. [Dr. Acker-
man showed the largest of the lesions in which the cystic
and glandular changes were quite characteristic.

Alexis E. Lubchenco, M. D)., Denver, Colorado: [ think
wi are guite confused as to just what is a polyp? Would
Dr. Ackerman clarify just what is a true polyp and what is
not a polyp?

Dr. Ackerman: In making a diagnosis of a polyp you
must have a lesion that has a stalk enclosed by epithelium.
In hereditary polyposis the first changes will be in the
mucosal surface and then in time a definite lesion is formed
which will have a stalk. but between the cnes that have a
stallk and the very earliest changes there must be examples
where you cannot say this is definitely a polyp. The slide
I projected had a very definite stalk with a little smoath
muscle pulled up into it closed by epithelium on a definite
polyp. But in the sections which many of you had it was
not possible to say that it was a polyp. By definition. any-
thing with a stalk can be a polyp. One should call these
lesions adenomas since they arise from epithelial cells,

De. Rigler: The word polyp is a very convenient one
for the radiologist because he doesn't have to commit him-
self and it describes in gross fashion what we see wvery
effectively. It certainly is a poor term for a pathologist to
use, except for gross description.

Roberr H. Smith, M. D, Colorado Springs. Colarado:
The question really is: Does the disease that has been called
polypoid gastritis have the same connotation and the same
poor outlook as a real polyposis? [ don't think it does, [
think that polypoid gastritis or hypertrophic polypoid gas-
tritis are simply a form of chronic hypertrophic gastritis,
they should be treated. if not conservatively, at least expect-
antly. T am inclined to think that these patients don't neces-
sarily have to be diagnosed or treated at the first glimpse,
We accept that polyp is a precancerous lesion, [IF we can't
make sure by roentgenology. by gastroscopy, by the clinical
course of the patient. whether the polyp is a real polyp
or not, [ feel that we should keep the patient under ohser-
vation and take another look in a few months: if this is in
fact polypoid gastritis. [ do not think that subtotal gastree-
tomy is the treatment of choice. Now we don’t know yet
whether this woman really had a true polyposis or a poly
poid gastritis. My personal feeling is she had one polyp
and that the balance of her lesions were polypoid gastritis.

Dr. Regato: 1 saw the specimen myself. The patient
had an obvious pedunculated polyp in the antral area. I be-
lieve that she had a single polyp with polyvpoid gastritis.

RKoath E. Meatheringham, M. D., Colorado Springs.
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pedunculated polyp which is grossly benign and has a long
pedicle could be treated in a conservative manner by liga-
tion at the stalk, Another conservative approach would be
to take a section of the stomach wall. Benign polyps would
hardly require a subtotal gastrectomy unless grossly or by
frozen section examination there was a strong suspicion of
malignant change in the polyp anywhere. I there is inva-
sion of the stalk, stiffening of the stalk ar ulceration. or if
carcinoma is demonstrated by frozen section. the patient
should have the standard type of gastrectomy for carcinoma
of the stomach in the region in which it happencd to be
located.

Dr. Rigler: Dr. Hay believes that if the polyp is less
than 2 ¢m in diameter and there is no ulceration or signs of
malignancy and gastroscopically the surface of the poly was
that of a benign lesion. he would do nothing but watch,
making roentgenologic examinations every six months.  If
the patient had pernicious anemia and we have the feeling
that his possibility of developing carcinoma in the polyp is
greater than in other patients, and a local excizion should
be made.

John E. Karabin, M. D., Colorade Springs. Colorado:
I think that in these polyps we should have a frozen section
made of the base and il there is any indication of infiltra-
tion of the base we should do a radical procedure, a wide
resection of the stomach. [IF it is a superficial carcinoma,
we excise the polyp with the base and part of the mucosa
and submucosa,

Charles E. Fisher, M. D.. Colorado Springs. Colorado:
One of the fellows at the University of Minnesota several
years ago did his theses on the subject of gastric polyps and.
aside from the people who have pernicious anemia with
polypoid disease of the stomach. he found a greater inei-
dence of carcinomatous degeneration in patients who had
polyps and also bad achlorhydria. One could be guided to
a certain extent in following these polyps along by whether
ar not they have a fair degree of free hvdrochloric acid or
an achlorhydria.

Dr. Rigler: In the series of polyps that we have studied
and that were confirmed as such, 959 have had achler-
hydria.  So it wouldn't help us very much. Dr. Hay and
Dr. Carry our gastroscopist, are not at all convinced that
benign polypi become malignant. They think that they are
either malignant from the beginning or they remain benign:
wie are not agreed on the idea that a gastric polyp is neces-
sarily a precancerous lesion. We don't say that all polypi
become malignant. but we don't know which ones are going
to be. [ doubt if achlorhvdria would be a good way of
distinguishing.

Charles E. Lockhart, M. D)., Springfield, Missouri: Is
it justifiable to become so radical as to do a pancreaticoduo-
denectomy or would vou consider a carcinoma that has
invaded the duodenum as being inoperable and probably
incurable?

Dr. Rigler: Recently we were reviewing some of our
results.  Qur results in pancreatic carcinoma when doing the
most radical procedures are almose 1009 bad, But if the
lesion does not arise in the pancreas the results are not bad
at all; therefore. we would feel strongly that a very radical
procedure was justified and that one would not give up
hope merely because of the invasion into this area.

Richard Johnzon, M, D)., Columbia, Missouri: | should
like to ask whether the indications for surgery are based on
technical considerations of the operative procedure itself, or
on something in regard to the nature and the location of
CAancer,

H. Mason Marfit, M. D)., Denver. Colorado: Carcinoma
of the stomach occurs much more frequently in the distal
portion and the guestion of whether total gastrectomy or
subtotal gastrectomy should be done in these cases is still
being argued.  But concerning the lesions located near the
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cardia. for a number of reasons it seems clear that the best
operation. poor though it may be, is a total gastrectomy.

Johin Modlin, M. D., Columbia. Missouri: Regarding the
question of total gastrectomy for carly carcinoma of the
stomach, the problem revelves about two things. How
happy can a human being be without his stoemach and sec-
ond, how many more patients will be cured by total than
subtotal gastrectomy? There are many surgeons whe have
very definitely emphasized that those patients can be happy
without their stomachs. From my experience in following
a small number of these patients, I am not so sure. The
literature is now becoming replete with papers from men
who propose to construct some sort of a pouch to take the
place of the stomach: this is an admission that some of
these patients at least are doing poorly following the removal
of their stomach, In regard to how many more will he
cured, only time will tell. I think that the statement that
“there is no limit to lvmphatic drainage of any organ in the
body” is a good one.  In other words, a total gastrectomy.
radical as it may seem. is really a limited operation and |
doubt that surgery, which at the moment is the best we have.
would ever appreciably cure very many patients with cancer
of the stomach.

Frank B, McGlone, M. D)., Denver. Colorado: About
three months ago. I reviewed 24 cases of total gastric resec-
tion dome in Denver that included all the recent ones done
at the Veterans Hospital, at Colorado General Hospital, at
Denver General Hospital, and the remainder were cases in
which I had the opportunity to select the surgeon. OF those
24 cases, there are three patients alive today. OF those 24
cases, there was not one carcinoma cured; there were four
cases of benign disease of the stomach. which were mis-
takenly diagnosed as malignant, for which the total gastric
resection was done and the patients did not survive. That
is our experience: our fears of total gastric resection appear
ta be confirmed,

Dr. Rigler: 1 am a little astounded at all this worry
about total gastrectomy. [ think that those who have sub-
total resections have trouble also, physiologic troubles of one
kind or another, if the resection is a very extensive one.
I doubt that there is such a distinct difference between the
late effects of the total and subtotal resections. [ can't be-
lieve that there is a real difference in the patient's ability
to live comfortably afterwards. Likewise. as far as the
immediate mortality, it really isn't strikingly different at all,
I would not be in agreement to sacrifice any chance of cure
merely to preserve a small segment of the stomach in the
upper portion of the abdomen.

Subseguent history: The patient was last seen in good
health in July 1932. He had a small rectal polyp which
was removed. He also complained of urinary difficulties
that were attributed to prostatic enlargement. The acid
phosphatase was 1.2 King-Armstrong units, A transurethral
resection was planned but had to be postponed.
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Fig. 3 — Typical pancreatic ducts within the wall of the
stamach.

Philip ]. Hodes, M, D)., Philadelphia, Pennsylvania (by
mail): T find it difficult to believe that the patient's symp-
toms are due to this intramural non-apparently ulcerated
tumor. This could be one of the henign submucosal tumors
which wsuvally arise in the wall of the stomach: they are
usually of muscle nerve or connective tissue origin, | know
of ne way to differentiate between them radiologically. It
could be also an adenoma, hamartoma or ectopic pancreatic
tissue. Purely az a guess, | would venture that this iz a
case of ectopic pancreatic tissue.

Operative findings: In July 1951, a subtotal gastrec-
tomy was done. A whitish tumor, 2 em in diameter, was
found on the anterior surface of the greater curvature 3 c¢m
from the pylorus: it had a fibrous capsule. The mucosa
appeared normal but just over the tumor it was thickened
and dimpled. There were several enlarged nodes in the
greater curvature.

Dr. Ackerman: This shows a lesion situated in the wall
of the stomach. Directly above it the mucosa forms a small
projecting rounded mass. Within the wall of the stomach
there are numerous ducts lined by tall columnar epithelium.
These ducts vary considerably in size and have no constant
pattern. These changes represent heterotopic pancreas with-
in the wall of the stomach. There i3 no islet tissue present.
I believe it would be extremely rare to find it. It is rather
commeon for this pancreatic tissue to project from the wall
toward the lumen and there may be a small mound-like
depression in the center of which a small duct or ducts may
empty.

Heterotopic pancreas can have all the complications of
normally situated pancreas, Pancreatitis is not unusual. We
have seen two instances of carcinoma of the stomach arising
apparently from the heterotopic pancreas. In some sections
there were areas of apparently normal pancreas.  About
three-quarters of them occur in the submucosal laver., Com-
monest sites of heterotopic pancreas are in the walls of the
duodenum  stomach and  jejunum, but they can occur in
innumerable other locations such as on the surface of the
gallbladder, omentum, or in the wall of a Meckel's diverti-
culum.

[Dr. Ackerman's diagnosis: HETEROTOPIC PAMN-
CREAS.
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Dr. Regato: Dr. M. Polak of Buenos Aires suggested
heteratopia of biliary ducts, Dr. G, Bennett of Chicago
diagnosed aberrant ducts and gquestioned their pancreatic
origin. Dr. Engelbreth Holm of Copenhagen made a diag-
nosis of adenomyomatosis.

Arthur P. Stout. M. D.. New York, New York (by
mail): Sitvated deep in the submucosa and muscularis there
are a number of differentiated mucous glands but with few
inflammatory cells and no signs of malignancy. [ believe
they are intestinal type glands and that this represents an
adenoma of heterotopic intestinal glands in the gastric wall,
The overlying mucosa may be a little hvperplastic but 1
hesitate to be sure because of tangential sectioning. All the
heterotopias 1 have seen have been in the distal half of the
stomach and have wsually involved the muscularis as in this
Case,

Pierre Masson, M. D.. Montreal, Canada (by mail): At
first T thought of aberrant pancreas but I was unable to find
pancreatic acini. This is a case of congenital malformation
similar to Case 3; it consists of excretory ducts and of glands
of pyloric or Brunner's type which penetrate the muscular
layers.

Leoa Lowbeer, M. 1D, Tulsa, Oklaboma: How could one
explain the appearance of symptoms such as achlorhydria
in a lesion which evidently is congenital: And secondly,
have you ever seen a combination of ectopic pancreas and
anurous pancreas?

D, Rigler: | think that ulceration beging to appear late
and the symptoms are probably due to the ulceration. 1
have seen patients go for [0 years with leiomyoma and
never know they have it and then suddenly develop massive
hemorrhages; there is no reason why one can't carry it from
birth and have the same thing happen.

Dr. Ackerman: The answer to the second guestion is no.

Edward M. Lipan, M. D., Denver. Colorado: Is there
any information available on the incidence of this tumor
among diabetic patients?

D, Ackerman: 1 think that heterotopic pancreatic tissue
very rarely has islet tissue, Therefore the patient with heter-
otopia of the pancreas does not develop islet cell tumor,

Dr. Regato: Pancreatic tissue, ectopically situated on
the wall of the stomach. is often symptomless and discovered
only at autopsy. The usual site is the prepyloric area and
the average size is 1.5 em. The mass is well delimited and
i= covered by a smooth stretched, thinned out mucosa.
Symptoms of pyloric obstruction may lead to considerable
loss of weight as in this case: seldom there is bleeding as
tinctive character is the presence of an umbilication which
in other intramural lesions of the stomach, A special dis-
may or may not be observed on gastroscopy or on the roent-
genogram but which is always noted on gross examination
of the specimen.

Our residents often appear confused in the use of the
words, aberrant, ectopic and heterotopic.  The following
phrase illustrates what we feel is the proper use: In the
course of embryological development aberrant islands of
pancreatic tissue are left in an cefopic situation, thus creat-
ing a case of pancreatic heferofopia.

Subseguent history: The patient was seen in July 1952,
when he appeared in geod health.
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Fig, -I—P‘lm!mnlcm-g'raﬁh showing duct-like structures lined bw
a

columnar epithelium

ving some resemblance to pancreatic
ducts,

delineation in the depths as if it was pushing itz way down-
ward rather than growing by infiltration. It does the same
thing at both extremities. pushing its way under intact
mucosn,  Part of the cells lining the grandular spaces and
eysts are differentiated goblet cells of the intestinal type.
Most of them are carcinoma cells. [ presume this is a local-
ized intestinal cell heterotopia which has become carcinoma-
tous in an extremely restrained fashion. [ have not before
seen anything like this,

Pierre Masson, M. D)., Meontreal, Canada (by mail):
Another congenital malformation like that of Cases 3 and 9.
but here the epithelium shows active proliferation. The
obvious cellular anaplasia renders the prognosis guarded,

Rupers Willis, M. D., Leeds, England {by mail): This
case and Cases 3 and 9. are possibly similar lesions to those
reperted by Stewart and Taylor as adenomyoma.

Anthony F. Rossieco, M. D, Wichita, Kansas: 1 would
like to ask Dr. Rigler how does he explain the large size of
the lesion found at surgery?

Dir. Rigler: My feeling is that the major portion of the
contraction of the stomach seen in the roentgenogram is not
due to this lesion at all. It is due to the duodenal ulcer and
represents a gastric spasm. This is. of course. very difficult
to prove on the basis of one film. What complicates the
matter is the fact that there is a duodenal ulcer. The little
thing that I pointed to undoubtedly represents the ulcer that
was found in the stomach.

Alexiz E. Lubchenco, M. D.. Denver, Colorado: This
lesion was rather deep in the submucosa and well encapsu-
lated. When we first saw it, we were not too impressed.
although we couldn’t explain why we had such a relatively
deep ulcer present. It wasn't like a leiomyoma or some
intrinsic lesion of the wall, On microscopic examination
we thought it was pretty definitely malignant in the peri-
phery and we explained the ulceration on the basis of can-
cerous change. Maost of the pathologists whom [ have
shown this slide to have agreed or have called it some form
of low grade cancerous change. We called it a cancer for
lack of a better term. Dr. Vernon L. Belton of Colorade
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Fig. 5 — Low-power photomicrograph showing a group of
glands with some forfuosily but no malignant transformation,

Springs. and Dr. John H. Jamison of Denver made their own
roentgenographic and fluoroscopic studies and hoth con-
sidered this to be a cancerous ulcer on the lesser curvature,

Horace K. Giffen. M. D.. Omaha, Nebraska: [ should
like to know what it is that defines this lesion as definitely
related to pancreas. s it the proximity to the gland, hunch.
or olfactory sense?

Dr. Ackerman: This is heterotopia of some sort; 1 indi-
cated that [ wasn't absoluely certain how much the pancreas
and how much the intestinal glands had to do in it. You
can make the diagnosis very casily when the mass looks
like pancreas grossly and when it is located in the usual
place for pancreatic heterotopia and when microscopically
the duct and the lobules resemble almost exactly pancreatic
tissue. But when the character is at variance I don't sec
how anvone can be sure by just looking at the slide. The
changes do not appear malignant. Dr. Dockerty is much
more malignant than 1 am: he would probably call it a grade
0.5 cancer.

Philip T. Fiynn, M. D.. Austin Texas: How freguently
do vou see carcinoma of the stomach in the face of a duo-
denal uleer?

Dr. Ackerman: If vou have an active duodenal ulcer
and you have another ulcer in the stomach it is probably
not cancer. There are a few exceptions as there are excep-
tions to everything.

Dr. Regato: Among 45000 cases of duodenal ulcer and
13.000 cases of carcinoma of the stomach cbserved at the
Mayo Clinic (1911-1945) there were only 48 instances in
which both were found in the same patient; in only four
=ases was the duodenal ulcer active when the diagnosis of
cancer of the stomach was made (Fisher).

William A. D. Anderson, M. D). Milwaukee, Wiscon-
sin: I felt that this was a benign lesion. Like Dr. Ackerman,
I couldn't see the malignancy in it and 1 guite agree with
his fecling that it is a heterotopia. but I don't know how
vou would call it pancreatic.
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it was well encapsulated. There was a small neighboring
ulceration.

Dr. Ackerman: On cross section this tumor appeared
to be resistant and is formed by a well encapsulated, grayish-
pink. uniferm. lebulated tissue. It is lying entirely within
the wall of the stomach.

This is a classic benign smooth muscle tumor with a
characteristic gross appearance. Frequently these tumors
undergo cystic central degeneration forming a niche
(Marks}). The central portion of these tumors may exca-
vate, This particular tumor has few uniform cells which
at times have long tapering blunt ended nuclei. Myofibrils
can be demonstrated with the Masson trichrome stain. The
PTAH stain can at times demonstrate hooklets on the ends
of these cells. These tumors are usually benign. They are
often over-diagnosed as malignant because of their cellu-
larity,  We have called them malignant when they have
shown numerous mitotic figures. However, we have seen
them with wniform cells which have metastasized. As an
incidental autopsy finding smooth muscle tumors are
extremely common and often multiple and usually at the
cardia (Leidler}. As a clinical finding, however. they are
much less frequent than carcinoma of the stomach. Subtatal
gastric resection should be done,

Dir. Ackerman's diagnosis: LEIOMYORMA,

D, Regato: Dr, Rupert Willis of Leeds. and Dr. Gran-
ville A. Bennett of Chicago submitted a diagnosis of leiomy-
oma. Dr. Engelbreth-Holm of Copenhagen made a diagnosis
of neurogencus fibroma.  Dr. Charles Oberling of Paris and
Dr. Dorothy 5. Russell of London made a diagnosis of
leiomyosarcoma: Dr. Fred W. Stewart of New York also
considered it a3 a low grade leiomyosarcoma.

Arthue P. Stout, M. .. Mew York. N. Y. (by mail):
This appears to me to be a leiomyoma of the stomach.
Although not fully differentiated. because 1 doubt if one
can demonstrate myofibrils in all of the tumor cells. | judge
it is benign because [ can find 20 few mitoses, This is not
completely reliable as a criterion of malignancy. but suffi-
ciently so to permit one to prognosticate the probability of
recurrence and metastasis.

Malcolm B, Dockerty. M. I3, Rochester, Minnesota (by
mail}: In spite of the nuclear palisading present. [ would
classify this lesion not as a malignant neurofibroma but as
a grade [ leiomvosarcoma,

Franz Leidler, M. D, Jefferson Barracks. Missouri:
Palmer gives an incidence of (L1887 leiomyomas found in
35000 autopsies. [ think that it is purely a matter of how
hard you look. We examined 1.000 stomachs and found
32 leiomyomas, an incidence of 229. The largest one of
these tumors was 25 mm in diameter. Leiomyomas are about
the same in incidence in both sexes. There seems to be a
greater number of aged patients among those with clinical
significant leiomyomas.

Ameong the large leiomyomas the submucous type is the
most frequent but that is not true among the small ones
which are often intramural. In large subserous lelomyomas,
the presenting symplom is an intra-peritoneal severe hemor-
rhage. The majority lies in the lower half of the stomach:
relatively few of them near the pylorus.

Dy, Rigler: 1 think ulceration in leiomyoma is, from the
point of view of the reentgenologist, very commeon. The
reason, of course. is that the patients who come for exam-
ination usually do so because they had a hemorrhage. That
is why in a clinical group of cases one will find ulcer very
commonly whereas in a group that Dr. Leidler has just
described, ulceration may he relatively rare. The ulcers
are sometimes multiple and one of their characteristic fea-
tures is that they are extraordinarily deep so that if you
can get a profile view of them you will see them going down
much deeper than any gastric uleer would because they
have a lot of of tumor to dig into. | have several where
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Fig. 3—High-power phmmlcmﬁaph showing an area of leio-
myoma in which individual cells have plomp noclel and do
not suggest smooth muscle orlgin.

we have been able to demonstrate two ulcers.  Usually,
howewver, they are eccentric from the tumor.

Richard M, Mulligan, M. D.. Denver, Colorado: [ think
the reticulum pattern might help out in the differential diag-
nosis. 1 think that it would be helpful in distinguishing
between nerve sheath tumors and smooth muscle tumors.

William R. Plate. M. D., St. Louis, Missouri: Admitting
the rarity of neurilemomas of the stomach, I would like to
mention the fact that recently we have encountered two
cases. One was found at autopsy of a patient who died
from extenuating hemorrhage, and the second one in a
patient that was operated upon because of severe hema-
temesis.  Both of them were in the age group of 30 1o 40,
both of them measured from 2.5 to 4 cm in diameter,

Die. Ackerman: 1 can only say that what Dr. Platt has
described is also perfectly compatible with a smooth muscle
tumaor,

Frank Queen, M. D, Portland, Oregon. [ would be
interested in knowing how many fibromas were found in the
study made by Dr. Leidler.

Franz Leidler, M. D, Webster Groves, Missouri: 1
don’t have the exact figures but there were about five or six
fibromas. [ have some question as to the nature of these
fibromas because it so happened that in one of these
stomachs there were multiple leiomyomas and with it there
were one or two fibromas. 1 don't see why lelomyomas
in the stomach couldn’t fibrose as much as they do clse-
where, and [ am not sure but that at least some of these
reported fibromas are fibrosed leiomyomas.

Frank Queen, M. D.. Portland, Oregon: That brings
up a point that | was trying to make and made poorly. We
disagree on the precise terminology, the fine terminology of
these tumors.  But it doesn't make any difference because
on the malignant and benign we all agrec.

Subsequent history: In June 1953 this paticnt was re-
ported to be feeling well and capable of eating all foods;
no roentgenologic re-examinaticn has been done.
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Fig. J—Photomicrograph of another case of leiomyosarcoma
with metastases o the omentum: the sectlon was made from
the metastasis.

appear guite uniform and mitotic figures are present.  This
is a leiomyosarcoma. These tumors usually metastasize
through the blood stream to distant organs such as the liver
and lung but we have also seen them within the regional
lymph nodes. It is impossible to say what the prognosis of
a given case may be. In Marshall and Meissner's group of
leiomyosarcoma, eight out of nine were apparently cured.
I suspect that tumors are more often called malignant when
they should be called benign than the reverse.

Dr. Ackerman’s diagnosis: LEIOMYOSARCOMA.

Dr. Regaro: Dr. M. Polak of Buenos Alres made a
diagnosis of leiomyoma and commented that only silver
stains could differentiate this tumor from a neurinoma, but
Dr. Engelbreth-Helm of Copenhagen made a diagnosis of
neurinema without silver stains. Dr. Malcolm B. Dockerty
of Rochester, Dr. James B. McNaught of Denver and Dr.
C. Oberling of Paris submitted a diagnosis of leiomyosar-
coma: Dr. Frank Foote commented that this one was friskier
than the previous case. Dr. Georges Gricourcff of Paris
suggested the possibility of a colloid carcinoma.

Acthue P, Stour, M. D, MNew York, New York (by
mail}: There appear to be two independent lesions in this
case. One of them is a simple ulcer of the lower end of
the esophagus probably of the decubitus type rather than
a peptic wlcer.  The other lesion is a papillary tumeor of the
cardia separated only by about one centimeter of cardial
mucosa from the sguamous mucosa of the esophagus. This
tumor consists of rounded and spindle shaped cells growing
in closely packed cords supported on broad cores of sub-
mucosal tissue. In a few areas the cords of tumor cells are
surrcunded by a mucoid material. It is hard to say whether
or not the tumor has invaded the muscle coat.  Although
the tumor cells show no tendency to form glands or differ-
entiate in an epidermoid direction. [ can only suppose it
must be a carcinoma of a very unusual type.

Piceee Masson, M. D.. Montreal, Canada (by mail):
Badly preserved specimen. In spite of the rounded form of
many cells and of the mucoid imbibition, I do not think that
this could be a carcinoma: the dominant structure recalls a
leiomyosarcoma,

Mark Wheelock, M. D., Chicago, lllinois: This tumor
was more cellular than the previous one and had no capsule:
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Fig. 4—Phetomicrogranh of a case of leiomvosarcoma of the
small bowel with extensive metastases which was first diag-
nosed as benign.

also there was a greater nuclei-cytoplasm ratio in this case.
I believe with Dr. Ackerman that the frequency or the occur-
rence of mitoses is not adequate criteria upon which to make
a diagnosis.

General E. DeCoursey. (M. C.). Washington, D. C.:
I would like to hear some of Dr. Ackerman's philosophy in
the diagnosis of benign and malignant tumors of any kind
on the basis of microscopic cytology. Does he always cor-
relate the morphology of a tumer with a given natural
history. or does he make a diagnosis of benignancy or malig-
nancy on the basis of morphology alone?

Dy, Ackerman: Experience is a great thing. We all
have in our minds tumor patterns which we think of as
benign or malignant. But as the years pass, we find varia-
tions in behavior in relation to such microscopic patterns.
I don't think that. as pathologists. we are limited to looking
at just the slide. We make enough mistakes when we know
the whole story to be dogmatic on the basis of microscopic
appearance without a history, etc. We all know. for in-
stance. that the criteria for malignant change in a cartilagi-
nous tumor are very subtle.  In smooth muscle tumors. it
becomes a very difficult problem and one can only talk to
some extent in generalities. 1 find that when a smooth
muscle tumor looks perfectly benign, in most instances it
will accommedate by behaving in a benign fashion but there
will be exceptions: on the other hand. if it looks malignant,
it behaves more consistently as a malignant tumor.

Dr. Regato: 1 hope the General approves of the gen-
eralitics.  Perhaps it would be wise to admit that, in the
field of tumors. an authoritative histologic diagnosis is often
subjective opinion rather than ohjective truth.

Subsequent history: In June 1932 the patient complained
of diarrhea and loss of weight; the liver was enlarged. In
July. 1952, she expired: no autopsy was done.
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Contributed by Jons DL Bauer, M, D, Saint Louis. Missouri

HE PATIENT was a 7l-year-old man who. in March.
TW;U‘. complained of asthenia and dvspnea of three

weeks duration. There were no physical findings
except for severe secondary anemia. He was treated with
transfusions and administration of iron. Two years later.
in April. 1952, he was readmitted: hemoglobin was 8.3 grams
per cent but physical examination uncovered no abnormali-
ties, On roentgenclogic examination a sharply circumscribwed
filling defect was found in the antrum of the stomach. The
peristaltic waves did not pass along the lesser curvature:
there was no apparent uleeration.

Roentgenologic Impressions Histopathologle Diagnoses

Submitted by Mail Submitted by Mail
Gaslric Polyp 65 Melastatic melanoma _____ 58
Miscellaneous benign Ganglioneuram:a i

tumors o Lesiomyosarcoma - 28
Eclopic pancreas | Carcinoma i
Polvpoid carcinoma a5 Pheochromoecvioma o [
Others 20 Drammreedd iCinorm: 1

Others ________ - a1

D, Rigler: The whole antral portion of the stomach
appears rigid, particularly on the greater curvature but also
on the lesser. In addition. there is a fairly large, sharply
defined filling defect suggesting a tumor which is extending
throughout the whole lumen of the stomach and anterior to
the posterior wall,

If one saw the tumor defect alone withour the corres-
ponding changes in the gastric walls, he might be inclined
to consider some intramural or extragastric lesion, such as
a leiomyoma or possibly even a tumor of the head of the
pancreas compressing the stomach.  The changes in the
gastric walls, however. would suggest more likely that this
represents a carcinoma of the stomach.

The history of an attack of anemia of unknown origin
sometimes earlier would suggest that this patient may well
have had a large benign polyp of the stomach which was
bleeding at that time.  These not infrequently become malig
nant and the polyp might have developed into a polypoid
carcinoma with infiltration of the walls at this time.

Fig. l—Heentgenogram showing sharply circumsecribed filling
defect of the antral area of the stomach with reglonal rlgidity,

There is apparent displacement downward of the second
and third portions of the dwvodenum. the duodenal curve
being somewhat increased in size.  This may., however, he
due to pulling up of the stomach rather than to an actual
lesion in the head of the pancreas.

The sharply defined and very large filling defect sug-
gests the possibility that this is not an ordinary carcinoma.
Nevertheless. a wvery large polyp which had degenerated
and begun to infiltrate the gastric walls might account for it
The absence of an ulcer in the surface of a mass of this size
is strony evidence against an intramural tumor. such as a
leiomyoma or leiomyosarcoma.

The sharp definition of the defect and its almost square
borders lead toward the direction of a bezoar of some kind.
I have scen gallstones give exactly this appearance in the
stomach and there are occasional cases in which gallstones
are found in the stomach. One looks in vain here for evi
dences of an internal biliary Ffstula, but with onlv one film
of this kind, such a fistula could not be excluded. [t is
notable that the dusdenum looks compressed as if there were
a large mass along side of it and medial to it. the sort of
thing that might go with an enlarged gallbladder pressing
against the first portion of the duodenum. Some other type
of bezoar might alse occur and it should be noted that, in
patients who have obstructive lesions in the stomach. it is
not unusual that accumulations of food or other particles
will remain in the stomach thus simulating twmor. Such a
process could be easily determined by its mobility under
manipulation under fluoroscopy.

Dr. Rigler's impressions: (1} LARGE POLYP which
has become malignant. {2) LEIOMYSARCOMA or (3)
BEZOAR.

Dr. Regaro: Dr. Jean Papillon of Lyon considered a
pedunculated malignant tumor.  Dr, Byrl R. Kirlin of Roch-
ester suggested a dingnosis of leiomyoma, probably benign,
but possibly malignant. Dr. Paul C. Swenson of Phila
delphia suggested a benign tumor, leiomyoma or neuroma,

Operative findings: In May 1952, a partial gastrectomy
was done. An intramural tumor 3 cm in diameter was found
on the anterior wall of the antral area: it was gravish-white
and of soft medullary consistency. There was no enlarged
Ivmph nodes.

Dr. Ackerman: This is an intramuoral tumor of the
stomach which has an unusual microscopic pattern. It
apparently does not arise from the mucosa, it doesn't have
the characteristics of a glomus tumor or a carcinoid, There
is considerable pigment present and [ considered the possi
bility that this might be a metastatic melanocarcinoma. The
pigment all stained for hemosiderin, T also considered the
possibility of a hemangiopericytoma but the reticulin pattern
was nonrewarding.  In hemangiopericytoma the tumor cells
are outside of the reticulum: | could not demonstrate any
myofibrils. Mitotic figures were few and far between. [ am
left with the possibility that this is a tumor of smooth muscle
origin. although the microscopic pattern is unorthodox. 1 am
not absolutely certain that it is benign. We had a tumor
with this pattern arising in the small bowel which later
metastasized and killed the patient. Therefore, 1 will ten-
tatively classify this as a smooth muscle origin and consider
the possibility that it might be malignant. Certainly nothing
further need be dome. Time, often a better diagnostician
than the pathologist. may make the correct diagnosis.

D, Ackerman's diagnosizs: LEIOMYOSARCOMAT?

Dr, Regato: Dr. Frank Foote of New York considered
this as a structural variant of leiomyosarcoma. Dre. I
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Brachetto-Brian of Buenos Aires suggested a ganglioneuroma
and Dr. C. Oberling of Paris thought that this is a sarcoma
of rare type possibly a liposarcoma.

Arthur P, Stont, M. D., New York. N. Y. (by mail}:
Whatever this tumor proves to be, [ believe it is uncommaon,
for 1 have never seen nor have | ever read of anything guite
like it. It does not seem to be composed of cells derived
from any of the usual gastric cells. If this is correct, it
must be either a metastasis or a tumor of heterotopic cells.
It is s0 neatly and perfectly encapsulated, it is hard for me
to believe it could be a metastasis, but of course it may be,
If metastatic. [ can offer no suggestions as to the site or
nature of the parent neoplasm. [ am equally unable to
recognize the possible heterotopic tissues from which it
might arise. This seems to exclude everything and leave it
as a completely unexplained tumor, 1 will make one sug-
gestion which would need study with special stains to
suppart. [ have seen some leiomyomas so altered by degen-
eration that one could hardly suspect their myomatous
nature-—it is conceivable that this may be one of them. [t
is a diagnosis of desperation because 1 cannot think of any-
thing else.

Pierre Masson. M. D, Montreal, Canada (by mail):
I have never seen a primary gastric tumor of this type.
Could it be a metastasis from a renal tumor?

Mark Wheelock, M. D., Chicago, Illincis: 1 called it
a paraganglioma. I see that | had some others with me at
least as far as it being a tumer from the medullary portion
of the adrenal cortex.

Dr. Ackeeman: Microscopically it doesn’t fit too well
with pheachromocytema., The so-called nonchromaffin para-
ganglioma is a very good high pewered diagnosis. There
is a rather good epidemic of this type at present and there
have been some articles written recently on nonchromaffin
paraganglioma occurring retroperitoneally.,  Individually

Fig. I—Low-power pholomicregraph demonsirating the tumor
nrilng !Nmp;,hl wl;ll and extending te the serosal surface;
the mucosa is intact,

perhaps the cells might fit with such a diagnosis but from
the standpoint of the pattern, it dees not fit in that they do
not form little groups of cells separated by vascular spaces
nor is there any well-defined reticulum pattern which is
usually present in such tumors.  Also the cytoplasm of those
tumors is often fairly granular and often there may be more
than one nucleus.

Dr. Regato: In submitting his diagnosis of leiomyosar-
coma. Dr. Frank Foote of New York predicted that we will
have many diagnoses of paraganglioma: he did not elaborate.

Frank B. McGlone. M. D.. Denver. Colorada: This
mant had anemia which was treated by iron with no evidence
of any diagnostic procedures being made two years before
diagnosis: this is, of course, the responsibility of the Family
physician. The physician. or internist taking care of the
patient, has the advantage of knowing the patient and in
addition is familiar with the clinical history. In a great
number of cases when it comes to making a diagnosis of
probably benignancy or malignancy of a tumor. he is in
possession of valuable information. It has been shown here
how accurate Dr. Rigler can be in interpreting a single
roentgenogram; obviously a thorough radiologic examination
adds considerably to the diagnosis of probability. All of
us will agree to the surgical exploration of a patient sus-
pected of having a malignant tumor, but many of us will
rather be conservative in treatment of a lesion known to be
benign. [ believe that we should exhaust all possible diag-
nostic means. gastroscopy. radioscopy, cvtologic study, gas-
tric analysis, ete.. before embarking on a form of treatment
which may prove to be excessive in certain instances though
adequate in others.

Subsequent history: The patient was last seen in June,
1953, when he appeared in good health.
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without obvious tumor, the diagnosis of benign ulcer is by
far the best to make since the vast majority of such ulcers
prove to be benign. The apparent annular contraction
around the antrum can well be explained by a benign ulcer
and is due to spasm. The curious shape of the ulcer may
well be due to some granulations at its very base. The ulcer
is not intraluminal and does not have the characteristic
meniscus shape of a carcinomatous ulcer. There are no real
masses seen bevond it. It would be well to have a mucosal
study here to see what the mucous membrane pattern is con-
tiguous to the ulcer in attempting to make this differential,
The size of the ulcer is of little help in making the differ-
ential diagnoesis as between benign and malignant lesions.
While this one is an the large size, the degree of penetration
would be consistent with a benign ulcer despite the size

Dr. Rigler's impression: BENIGN LILCER with gastro-
spasm at the pyloric end. MNo definite evidence of a tumor.

Dr. Regato: Dr. Luis Arrieta-5anchez of Panama, Dr.
Charles A. Priviteri of Mew York, Dr. Robert Ball of Baton
Rouge, and Dr. Cirilo Montes de Oca of Mérida submitted
an impression of benign gastric ulcer with carcinoma.

Paunl (. Swenson, M. D. Philadelphia, Pennsylvania
iby mail}: This is probably an ulcerating carcinoma of the
stomach; [ base my view on the shape of the ulcer crater.
You will probably find cancer in one corner of the ulcer.
I think that the prepyleric constriction is for the most part
spasm,

Operative findings: In MNovember 1951, an explora-
tion was performed. An apparently benign ulcer surrounded
by induration was found in the lesser curvature: frozen
section confirmed the diagnosis of benign ulcer. A subtotal
gastrectomy was done. There was a palpable superficial
liver nodule,

Dr. Ackerman: This case taught us several lessons. [
was called to the operating room and was told that a gross
diagnosizs of carcinoma of the stomach had been made. A
subtotal resection had already been dene but only as a
palliative procedure for there were metastases in the liver.
The surgeon called me to look at some lesions on the sub-
serasal surface of the small bowel. These were vascular and
frozen sections proved them to be hemangiomata. We
asked for a look at the lesions of the liver. These lesions
were somewhat grayish-white in color and did not measure
more than a centimeter. We were not too impressed and
asked that one be biopsied, frozen section demonstrated
that they were healed tubercules.

The gastric ulcer was sharply defined. measured 2.5 by
1.5 ¢m and had penetrated the stomach wall deeply: the
rugae extended into it. There were no enlarged lymph
nedes seen. A single frozen section showed no evidence of
cancer. The entire ulcer was blocked and we found evi-
dence of superficial cancer on the margin of the ulcer in
some of the sections. The distribution of this cancer is
shown in Fig. 4. About (half of the Seminar slides were
from an area which did not show carcinoma.) This carci-
noma shows signet ring cells and the tumor has not extended
beyond the muscularis mucosae. The peptic ulceration,
however, demonstrated complete destruction of the muscle
with replacement of fibrosis. These changes to me suggest
that this was peptic ulceration of a carcinoma rather than
carcinoma arising in a chronic uleer. We have become
convinced with Hebbel and Mallory that carcinomatous
changes within a chronic ulcer may be a relatively rare
event, The regional lymph nodes in this case were nega-
five and we feel that this patient should have excellent
Prognosis.

The diagnosis of carcinoma engrafted on an ulcer should
be based on gross and microscopic findings. The clinical
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ANTERIOR WALL

CARCTMONA
(Superficial spreading type)
Seen in sections from only
this area

DISTAL LINE OF RESECTION
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POSTERIOR WALL

Fig. -‘—D'i:framltlc presentation of the area of ulceration and
of superficial carcinoma.

history can only suggest such a relationship. The criteria
are as follows: 1. Rugal folds converge into the lumen. 2.
The ulcer is sharply demarcated. 3. The muscularis on the
edge of the uleer bends sharply upward to fuse with the
muscularis mucosae. 4. The base of the ulcer is free of
carcinoma and completely replaced by [ibrous connective
tissue with a broad band of subsercsal fibrosis and evidence
of obliterative vascular changes. 5. Carcinoma is found on
only one margin after sub-serially sectioning the lesion.

In primary ulcerating carcinoma the ulcer does not have
steep over-hanging edges. Carcinoma is present through
the base, and the muscle is preserved. Newcomhb helieves
that proof of origin is evident when the muscularis mucosae
is adherent to the muscularis. Howewver, exceptions to this
occur, It is usually stated that when the base of the ulcer
is free of carcinoma, the wall is completely replaced by
fibrous tissue, and subserosal fibrosis is present. carcinoma
will be found on one or both margins. Carcinoma on bath
margins suggests that peptic uleeration is secondary rather
than primary. The question arises as to whether peptic
digestion of a carcinoma would cause enough destruction
of the base of an ulcer to completely destroy the wall. We
have seen an instance in which carcinoma was present super-
ficially on the margins. There was beginning destruction
of the entire base by young inflammatory and connective
tissue cells. Stout emphasized that in gastric carcinoma it
is unusual to find ulceration passing down more than just
into the true muscular coat, but Mallory has illustrated deep
peptic ulceration in carcinoma.

At Barnes Hospital. over a three-year period, 61 chronic
gastric ulcers were resected and only four could be liberally

A yais ef 733 -S?Mlnl'.lr:'.l ._Strg-'mﬁ; &(FMJ for
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[STEWART)

Independent chronic gastric ulcer . . . . . . . . *450
Independent cancer . . . . . . . . . . . .*20
Wleer-cancer . . . . . . . . . . . . . . . 51

Incidence of Weee-Cancer

Tatal stomachs with chromic ulcer . . . . . . . 510
Ulcer-cancer 51 {104}
Total stomachs with cancer . . . . . . . . . . 281

Ulcer-cancer 51 (189 )

*In seven instances, unrelated ulcer and cancer were present
in the same stomach.
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