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Case 1

A 25-year-old woman, who had been sexually active since the age of 16, who had had multiple sexual partners, and who was a smoker, underwent a routine pelvic examination during which a Papanicolaou smear was taken.  No abnormality of the cervix was seen on naked-eye examination.  The smear (Fig. 1.1) contained koilocytes and was therefore interpreted as mild dyskaryosis (corresponding to a low-grade squamous intraepithelial lesion [LSIL], synonym: low-grade cervical intraepithelial neoplasia [CIN]).

Q1. What are the major risk factors for SILs?

Q2. What is considered the causative agent of SILs?  Do these agents differ for LSILs and high-grade SILs (HSILs)?

Q3. When should a woman start having Pap smears performed and how often should they be performed?

Q4. SILs involve the transformation zone (TZ).  How is the TZ defined?

Q5. What other sites of the female genital tract are also at risk for similar HPV-related precursor lesions?

The woman was told to return for a repeat Pap smear in 6 months which also showed LSIL.  She was told to return in another 6 months for another Pap smear, but did not.  For the next 5 years, the patient had no Pap smears performed.  When she returned to her doctor, a Pap smear revealed marked dyskaryosis (HSIL, CIN III) (Fig. 1.2).

Q6. What investigation should be performed next?

A colposcopic examination revealed an abnormal transformation zone and several punch biopsies of the area were taken which revealed a lesion (Fig. 1.3).

Q7. What is the diagnosis and what are the treatment options?

A cone biopsy of the cervix was performed that showed extensive HSIL and one focus of stromal invasion to a depth of 2.0 mm (Fig. 1.4), no lymphatic invasion, and negative resection margins.

Q8. What is the staging system for carcinoma of the cervix and what is the stage in this case?

Q9. What further treatment, if any, is required in this patient?  What is the prognosis?  How should the patient be followed and for how long?

Q10. What is the other major histologic type of cervical carcinoma aside from squamous cell carcinoma and what proportion of cervical carcinomas do they account for?  What are the major differences from squamous cell carcinoma?

Case 2

A 42-year-old woman who had never had a Pap smear presented to her physician complaining of pelvic pain and postcoital bleeding.

Q1. What is the next step?

A pelvic examination revealed a fungating mass replacing the cervix but clinically confined to the cervix; the mass was biopsied (Fig. 2.1).

Q2. What other investigative procedures should be performed?

Q3. What is the diagnosis and the stage?

Q4. What are the major lymph node groups that may be involved by the tumor?

Q5. What are the treatment options?

A radical hysterectomy including pelvic lymph node dissection was performed.  The appearance of the tumor is shown in Fig. 2.2.  Several of the pelvic lymph nodes contained metastatic squamous cell carcinoma.

Q6. What additional treatment should be given?

Q7. What is the prognosis?

The patient returned for regular follow-up visits.  18 months after the hysterectomy a pelvic mass was palpated and the serum creatinine was elevated.  An IVP revealed bilateral hydronephrosis.

Q8. What is the most likely diagnosis?  How would you confirm it?

The patient received palliative chemotherapy but the mass continued to enlarge and she died of renal failure 2 months later.

Case 3

A 60-year-old obese woman presented with postmenopausal vaginal bleeding. The patient had not been taking any hormones.  A pelvic examination revealed only an enlarged uterus.

Q1. What are the most likely diagnoses, and what procedure should be done next?

An endometrial biopsy was performed which yielded tissue (histology shown in Fig. 3.1).

Q2. What is the diagnosis?

Q3. What is considered the etiology and what are the risk factors for this disease?

Q4. What is the mechanism by which obesity results in increased serum levels of estrogen?

Q5. What precursor lesions are known to exist for this disease?

Q6. What further investigations should be done?

The above studies were negative.  A total abdominal hysterectomy with bilateral salpingo-oophorectomy was performed.  There was no evidence of tumor spread at the time of the operation.  The gross appearance of the tumor in the hysterectomy specimen is seen in Fig. 3.2. The histological appearance of the tumor was the same as that in the biopsy specimen.

Q7. What are the pathological prognostic factors for endometrial adenocarcinoma?

The tumor invaded the inner one-half of the myometrium but did not invade lymphatics or the cervix.

Q8. What is the staging system for endometrial carcinoma and what is the stage is this patient?

Q9. Is any additional treatment required?  What is the prognosis in this patient?

Q10. What is the second most common histological subtype of endometrial carcinoma and how does it differ from typical (endometrioid) endometrial adenocarcinoma?

Case 4

A 45-year old woman comes to your office complaining of increasing menorrhagia over the last 5 years.  Her menstrual periods are still regular in timing and she does not have intermenstrual bleeding.  She is G2 P2.  She took birth controls in the past but stopped 15 years ago after undergoing a tubal ligation.  She has otherwise been in good health.  She takes no drugs apart from an occasional aspirin.

Q1. What is you differential diagnosis?

Physical examination shows a well developed female in no acute distress.  General examination is unremarkable.  Pelvic examination reveals an irregularly enlarged uterus; a smoothly bulging mass, estimated at 20 cm in diameter, is palpable on the left side of the uterine fundus.  The mass appears to be separate from the ovary.

Q2. What is your differential diagnosis now?

Q3. What would you do next?

The patient elects to have a hysterectomy.  The uterus is greatly enlarged and distorted by a 20 cm bulging mass on the left side.  The cut section is shown as gross (Fig 4.1) and microscopic (Figs 4.2 and 4.3) images.

Q4. Describe the abnormalities.  What is you diagnosis?

Q5. What are the effects of the types of lesions shown in Fig 4.1?

Q6. How do leiomyomas behave? (Are they malignant?)

Q7. What important differential diagnosis must the pathologist worry about in this case?
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