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•  19M multiple allergies, reflux not 

responding to acid suppression 

•  Oesophagitis on endoscopy 

•  From where should biopsies be taken? 

Case study 1 



Case study 1 



•  How would you report the same feature 

from a single lower esophageal biopsy 

from a 50M with long standing reflux? 

Case study 1 



Eosinophilic oesophagitis 

Trachealisation 
�Feline oesophagus� 

Remember criteria and potential overlap with GORD! 



•  56 year old male severe oesophagitis 

•  History of renal transplant 

•  Mid oesophageal stricture 

•  Multiple biopsies 

Case study 2 





What	is	the	eponym?	



Coinfection	with	CMV!	



Case study 2 

•  56 year old male severe oesophagitis 

•  HSV oesophagitis with CMV coinfection 

•  Result of immunosuppression 

•  HSV most common infective oesophagitis 

after candida 



Classical HSV features 

HSV oesophagitis 

�ground glass nuclear inclusions� 



Classical candida oesophagitis 

•  Broad categories 

Note �hyphae� and spores  
On DPAS 

Candida oesophagitis 





Case study 3 

•  90 year old male comorbidities 

•  Dysphagia 

•  Suspicious ulcer in dilated lower 

oesophagus 



Case study 3 



Case study 2 



Case study 2 

Perls stain 



Case study 3 

•  Iron pill oesophagitis (under-recognised) 

•  change to liquid iron – call the ward! 
•  6/52 inc PPI and repeat endoscopy 
•  NB. Finding iron is not confirmation of this 

diagnosis, but think about it if repeat biopsies 

fail to demonstrate malignancy or dysplasia 

•  Why else might biopsy fail to demonstrate 

malignancy in an oesophageal biopsy if there 

is definite clinical malignancy? 



Most	often	biopsy	too	superficial	to	
demonstrate	submucosal	invasion	



but	usually	enough	to	demonstrate	at	least	
mucosal	invasion	(SCC	stricture)	



and	in	adenocarcinoma	single	cells/signet	
cells	are	enough	even	in	lamina	propria	



Case study 4 

•  58F warty thickening of mid oesophagus 

•  Voice change, aspiration and radiologically 

malignant  

•  No evidence of malignancy on multiple 

biopsies 

•  3 sets of biopsies reviewed  

 







Does	candida	explain	the	features?	



Case study 4 

•  On CT and EUS tumour stage T4 so I 

assume this must have been verrucous 

carcinoma 

•  Next time I will ask for a diagnostic EMR 



Verrucous	carcinoma	–	EMR?	



Case study 5 

•  68M mid oesophageal stricture 

•  Biopsies of tumour 
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CK5/6	



CD117	







Case study 5 
•  68M mid oesophageal stricture 

•  Final diagnosis: basaloid SCC ( a form of 

conventional keratinising SCC with no 

significant difference in treatment or 

prognosis) 

•  c/w adenoid cystic, extremely rare, better 

prognosis, no sq dysplasia, biphasic 

staining with keratins, CD117, SMA 

•  On small bx Basaloid SCC could be 

confused with SmCC 



Case study 6  
•  50M 6/52 history of dysphagia 

•  No other PMH of note 

•  Large polypoid tumour obstructing lower 

oesophagus at 37cm 











Case study 6   
•  Cytokeratin negative 

•  S100, HMB45, MelanA positive 

•  No BRAF or NRAS mutation 

•  Malignant melanoma 

•  No previous history or current skin primary 

•  Localised on CT, EUS and PET T2N1 

•  Plan for oesophagectomy 





Inner	muscularis	propria	



1/17	nodes	involved.	R0	



Case	6.	Oesophageal	melanoma	

•  Very	rare	(less	than	350	cases	reported)	
•  Earlier	metastasis	for	stage	than	carcinoma	
and	worse	prognosis	

•  No	features	distinguish	from	cutaneous	MM	
but	metastasis	to	oesophagus	even	more	rare	

•  Usually	amelanotic	and	lower	oesophagus	
•  This	patient	succumbed	to	a	mediastinal	
recurrence	less	than	a	year	post	resection	



Case	7	

•  42M	oesophageal	submucosal	tumour	at	
routine	upper	GI	endoscopy	

•  EUS	presumed	GIST	
•  Sampled	with	EUS-FNA	poor	man’s	cell	block	







CD117	
(DOG1		
Similar)	







More	classic	morphology	



Case	7	

•  42M	oesophageal	submucosal	tumour	at	
routine	upper	GI	endoscopy	

•  Oesophageal	leiomyoma	
•  Most	common	benign	oesophageal	tumour	
•  GIST	is	very	rare	in	the	oesophagus	
considering	it	is	so	frequent	in	the	stomach!	
Leiomyomas	look	the	same	to	radiologists	but	
are	completely	benign.	They	are	usually	
submucosal	rather	than	mural	though	



Leiomyomatosis	



Case	8	

•  41M	oesophageal	submucosal	tumour	at	
routine	upper	GI	endoscopy	

•  3cm	smooth	polypoid	lesion	
– Endoscopic	biopsy	squamous	mucosa	only	

•  Again	the	radiologist	was	convinced	it	was	a	
GIST	at	EUS	and	took	samples	

•  At	RCHT	we	do	ROSE	with	cytology	at	EUS	so	
the	cell	blocks	are	smaller	









S100	



Case	8	
•  Oesophageal	granular	cell	tumour	
•  Most	common	GI	site	for	this	lesion	



Pseudoepitheliomatous	hyperplasia	in	
a	tongue	granular	cell	tumour	



Pseudoepitheliomatous	hyperplasia	in	
a	tongue	granular	cell	tumour	



Case	9	
•  73	very	fit	female	long	history	achalasia	
•  Large	tumour	upper	oesophagus	2cm	below	
carina	sloughing	into	lumen	

•  Initial	biopsies	pre-SMDT	review	reported	as	
sarcoma,	NOS	







Tiny	focus	at	edge	of	CK5/6	slide	



Bigger	biopsies	





CK5/6	
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Diagnosis?	



Case	9	
•  Oesophageal	carcinosarcoma	
•  Sarcoma	in	lumen,	SCC	invading	peripherally	
•  pT3N2	with	venous	invasion.	R1	crm	



Last	bit	of	oesophagus	

•  Patient	with	reflux	
•  Multi-nodular	
ulcerated	tumour	at	
GOJ	











Gastric	Cases	

Dr	Tim	Bracey,	Consultant	Pathologist	
MBChB	PhD	MRCS	FRCPath	



What	medication	is	this	patient	on?	



Fundic	gland	polyp	



Cystic	dilated	glands	



Vacuolation	and	cytoplasmic	blebs	



Multiple	FGPs	with	dysplasia	
What	syndrome	does	this	patient	likely	have?	



Multiple	FGPs	with	dysplasia	
What	syndrome	does	this	patient	likely	have?	



Type	II	(foveolar	dysplasia)	subtle!	
Need	endoscopic	details	and	edge	transition	

p53	not	helpful	in	stomach	



Case	10	

•  74M	gastric	tumour	found	during	workup	for	
SCC	oesophagectomy	

•  If	tumour	cancer	or	GIST	then	would	rule	out	
surgery	

•  Initial	frozen	section	=	mesenchymal;	defer	to	
paraffin	sections	











Case	11	

•  59F	suspected	recurrence	of	submucosal	now	
ulcerating	lesion	in	stomach	

•  10	years	previous	had	an	unclassifiable	
round	/spindle	cell	mesenchymal	tumour	
excised	with	close	margins	(CD34+CD117-	
reviewed	at	Marsden	who	said	“not	a	GIST”)	



New	biopsy	insufficient	for	IHC.	
What	do	you	do?	



Review	tumour	sections	from	2007	





I	decided	to	do	one	immuno!	





Case	11	
•  DNA	extracted	from	the	neoplastic	tissue	received	shows	a	

point	mutation	in	PDGFRA	exon	12:	c.	1682>A	p.(Val561Asp).	
•  Particularly	as	an	inflammatory	fibroid	polyp	is	excluded	on	

morphological	and	immunohistochemical	grounds,	the	
presence	of	a	PDGFRA	mutation	would	strongly	support	a	
diagnosis	of	GIST.		I	note	that	PDGFRA	mutated	GISTs	are	
typically	epithelioid.			

•  The	PDGFRA	mutation	would	be	consistent	with	the	lack	of	
CD117	expression	and	gastric	location	of	this	GIST.		There	are	
in-vitro	data	showing	that	this	particular	PDGFRA	point	
mutation	predicts	for	sensitivity	to	imatinib	therapy.		



Case	12	

•  64M	incidental	finding	2.8cm	lesion	on	greater	
curve	stomach	

•  Suspected	GIST	but	mucosal	biopsies	showed	
gastritis	only	

•  Wedge	resection	done	









“Total”	pancreatic	heterotopia	



Case	12	
•  Nodules	of	normal	pancreatic	tissue	(usually	up	
to	1	cm	in	gastric	or	intestinal	wall)	

•  Typically	umbilicated	or	nipple-like	at	
endoscopy	

•  In	4%	of	paediatric	gastric	biopsies!	
•  Usually	antrum	or	pylorus	(localized	
inflammation	may	cause	obstruction)	

•  Strongly	associated	with	chronic	gastritis	and	
intestinal	metaplasia,	but	not	H.	pylori	infection	



One	more	?GIST,	case	13	

•  75F	open	removal	of	GIST	from	stomach	
•  On	sectioning	there	is	a	pale	nodule	11	x	9	x	
up	to	23	mm.	





“onion	skinning”	around	vessels	





Case	13	
•  Which	of	the	following	statements	is	true	about	
inflammatory	fibroid	polyps?		

	
1.  They	are	associated	with	activating	mutation	in	the	

platelet	derived	growth	factor	receptor	alpha	gene	
2.  They	are	benign	and	nonneoplastic	
3.  They	are	synonymous	with	inflammatory	polyps	
4.  They	are	typically	centered	on	the	muscularis	

propria	
5.  They	are	negative	for	CD117,	DOG1	and	CD34	



Case	13	
•  Which	of	the	following	statements	is	true	about	
inflammatory	fibroid	polyps?		

	
1.  They	are	associated	with	activating	mutation	in	the	

platelet	derived	growth	factor	receptor	alpha	gene	
2.  They	are	benign	and	nonneoplastic	see	above	
3.  They	are	synonymous	with	inflammatory	polyps	
4.  They	are	typically	centered	on	the	muscularis	

propria.	Centred	on	submucosa	
5.  They	are	negative	for	CD117,	DOG1	and	CD34	


