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UNKNOWN CASE  (Interactive over the scope – LIVE!)

CHS98-4939

History given:  10 yo male with frontoparietal tumor.  Contrast-enhancing with significant edema.

1. What is your differential diagnosis for this slide?

            discussion.

2. What immunostains might you order?

3. Any other stains?

            Request Clinical history

4. What is your final diagnosis?

ANSWERS:

Histologically this tumor has prominent necrosis with pseudopalisading, extremely pleomorphic nuclei and numerous very atypical mitoses.  Many cells have eosinophilic cytoplasm but no glial processes are evident.  However, in many areas there are groups of cells embedded in an eosinophilic background that encases each of the tumor cells in that group. At closer examination, it does not look fibrillary, but resembles fibrosis.  There is no endothelial proliferation.  A small fragment of adherent gliotic brain shows the tumor is well-demarcated.

1.         Differential:  Glioblastoma, Gliosarcoma, Anaplastic meningioma, Choroid plexus carcinoma, and Atypical Teratoid/Rhabdoid tumor should all be considered.

2.         GFAP is all negative

3.         Request Clinical history

The 9-year-old child had an osteogenic sarcoma of the right femur in 1987 with amputation.  In 1990 he had a chest wall metastasis involving rib.  In December 1995 a metastatic lung biopsy was diagnosed by biopsy. And another in October 1997.  His brain tumor appeared July 1998, 11 years after initial diagnosis.  The same area was resected June 1999 and showed viable metastatic osteosarcoma. He expired in August 1999, 13 months after his brain metastasis.

The pink material should now be identified as osteoid. 

4.  Final diagnosis?  METASTATIC OSTEOSARCOMA.

DISCUSSION:

Metastatic tumors to the CNS are very rare in children and metastatic sarcomas to the brain are even more rare in children as well as adults.  In 2005, a group in Turkey looked at the frequency of brain metastases in children with sarcomas and found that out of 1,100 cases (1989-2002) only 1.45% (12 cases) had metastatic tumor.  All had multiple metastases in addition to the brain lesions, but in 4 cases the brain metastasis was present at the initial evaluation.

The 12 cases consisted of 5 osteosarcomas, 4 Ewing’s sarcoma family tumors, 1 rhabdomyosarcoma, 1 clear cell sarcoma of the soft tissue, 1 alveolar soft part sarcoma. Two patients had Wilms’ tumor and two had germ cell tumors (choriocarcinoma and endodermal sinus tumor).  Osteosarcomas were most common and the brain mets were detected between 3 and 27 months after initial diagnosis.  The cases with brain lesions at initial diagnosis were a Ewing’s type tumor, a rhabdomyosarcoma, and the two germ cell tumors. 

Although 1 case was alive with disease after 20 months (alveolar soft part sarcoma), 2 of the osteosarcomas survived 6 months and 5 months and all of the rest of the metastatic sarcomas expired between 1 day and 3 months after detection of the brain mass. 

So in our case, his brain lesion appeared 11 years (131 months) after the initial diagnosis (a much longer interval than the 27 months reported above).  His 13 month survival after the brain lesion was also longer than the 6 months reported above. 
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