PHY 6302 PRINCIPLES OF PHYSIOPATHOLOGY LABORATORY NOTES

A: LABORATORY #6: CARCINOMA”S

KODACHROMES
COMMENTS & DESCRIPTION

RF #5-11 A,B,C ANAPLASIA


A. Pleiomorphism:
     ( cells may be large, or small with hyperchromatic nuclei and poorly differentiated

B. Mitosis:
   ( here we see abnormal “Mitosis” in metaphase

C. Tumour Giant Cell:
    ( there is a tumour giant cell at the bottom of the screen with multiple nuclei in it

RF # 24-74 BASAL CELL CARCINOMA

( the basal cells invade the dermis and it is these basal cells that are malignant

( easy to cure by incision and this is one neoplasm that is rarely metastatic

( we see round periphery  lined up like columnar cells mimicing a “Palasading Effect”

RF #19-10  A & B IN SITU DUCTAL CARCINOMA


A. Carcinoma in situ:

( schirrous & not very anaplastic but may eventually infiltrate the tissue around it

( ducts are bluish in colour and may have necrotic cells which are purple inside

B. Carcinoma NO longer In situ:

( nests are bunched up and circular. the cords are long and thin like

( although not very anaplastic, at this point becomes very invasive

( the ducts no longer function properly

( there is ( in CT due to desmplastic response

GRESHAM #411 & 412
#411:

( benign adenoma with some ducts developing “reactive hyperplasia”. That  is ( regular CT around ducts (pericanicular)

( it may lead to cancer one day

# 412:
( Here we have cells growing within the duct and ducts become closed off (intracanicular) 

( this is also a form of reactive hyperplasia

B: LABORATORY #7: CARCINOMA’S  

KODACHROMES
COMMENTS & DESCRIPTION

RF #26-46 A & B OSTEOSARCOMA
A. Gross specimen:

   ( femur has bilateral growth of cancer cells

   ( “cogman’s wheel seen on Radiograph

B. Microscopic specimen:

   ( cells are large or small with strange looking nuclei

   ( there is loss of bone architecture and the bone is coloured purple

RF # 26-70 B RHABDOMYSARCOMA
( occurs in young adults and children 

( cells are superanaplastic; can’t tell where we are.

( notice that nuclei are large for the size of the cell (ratio is almost 1:1)

RF # 12-81 B SQUAMOUS CELL CARCINOMA (LUNG)
( we see well differentiated cells

( keratin pearls are seen  (still functioning like squamous cells)

RF # 12-94 METASTATIC CARCINOMA (LUNG)
( this cancer arises from another primary cancer site

( light areas are cancer & it spreads out everywhere  (metastasis) due to high vascularity of tissue

RF # 21-34 A & B ADRENAL ADENOMA

(BENIGN)
A. ( larger than normal yellow areas is benign carcinoma

B. ( normal looking cells and it is difficult to tell that they are cancerous

RF # 21-35 A & B ADRENAL CARCINOMA

(MALIGNANT)
Adenocarcinoma could secrete cortisol or nothing at all

A. ( non encapsulated

    ( heterogenous, yellow and white in colour

B. ( total loss of architecture

GRESHAM # 430 TUMOUR NECROSIS
( malignant cells are on the right side and dead tumour cells are on the left side

( this occurs because the tumour cells outpace the vascularization of the tissue and start dying off

C: LABORATORY #8: CARCINOMA’S  

KODACHROMES
COMMENTS & DESCRIPTION

RF #18-9 MICROINVASIVE SQUAMOUS CELL CARCINOMA (CERVIX)
( Endocervical gland filled with malignant squamous cells 

( lower left we see some cells leaking out. Bottom right is a blow up & we see hyperchromatism & pleomorphism

RF # 14-62 METASTATIC CARCINOMA (LIVER)
( This is seen more commonly.

( This is not localized ( metastatic; in this case  we are looking at the colon

RF # 30-2 & 30-5 A,B,C NORMAL & ABNORMAL CERVICOVAGINAL SMEARS
( Associated with the HPV virus

A. Normal PAP is pink to blue (colour is insignificant). NUCLEI SIZE is important They are small & well proprotioned.

B. CIN 1 (mild) nuclei are slightly larger in just a few cells

C. CIN 2 (moderate) more nuclei are dysplastic

D. CIN 3 (Severe) this is carcinoma in situ. Most cells are damaged

RF #1-13 EXOCERVIX
( Left side is normal; Right side is dysplastic ( potential for malignancy

RF #21-40 PHEOCHROMOCYTOMA
( This is malignancy of the chromatin cells of the ADRENAL MEDULLA

( we see increase secretion of Epi/norepi. & hypertension (asymptomatic). Easily diagnosed with 24 hour urine test for Epi/Nor.

( Fibrose Ct, large central scar at upper left. Red area is hemorrhage & we have cystic degeneration

RF # 20-70 REED STERNBERG CELL

CLASSIC BINUCLEATE  CELL WITH INCLUSION LIKE OWL EYE NUCLEOLI
( Found in Malignant Hodgkin’s disease

( see the typical “owl eye” nuclei

RF # 20-76 MULTIPLE MYELOMA (MALIGNANT PLASMA CELLS)
( Causes monoclonal gammopathy (only one type of plasma cell produced)

( we see a bone marrow smear with 3 centre cells being malignant . Cells to the left are NORMAL

RF # 20-77 MULTIPLE MYELOMA 

RADIOGRAPH LYTIC “PUNCHED OUT” LESION
( Osteoclasts breakdown & we have an increase of them do to Osteoclast aactivating factor being released (OAF)

( We see holes in flat bones; in this case the skull)

D. LABORATORY #9: THROMBI

KODACHROMES
COMMENTS & DESCRIPTION

RF #7-7 MURAL THROMBUS
( Aneurysm like scar. Cardiac embolism is possible in this kodachrome

( Left ventricle visualized. White layer near endocardium is a healed myocardial infarct

RF # 7-3 VENOUS THROMBUS
( Venous thrombus occurs in deep leg veins. In this case we have a femoral vein

( The thrombus is the black looking mass in the middle of the vein. 

( Treatment is anticoagulant but is not without risk of thrombus dislodging & moving into LUNGS

RF #  7-5 EMBOLUS/PULMONARY ARTERY
( Originated in a Deep vein Thrombosis but now sits in an area of bifurcation  & is called “Saddle embolism”

RF #7-19 PULMONARY EDEMA
( Most often occurs with “left heart failure” 

( This leads to venous engorgement of lungs & capillary permeability is affected 

( O2 uptake is decreased leading to Hypoxia & cyanosis

RF #14-52 NUTMEG
( Dark foci of centrilobular congestion & paler zones of peripheral lobules ressemble a x-section of nutmeg
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