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� A 30-year-old man complains of “heaviness” in the scrotal 
area, which he has noted for approximately 1 month. 

� He denies any trauma to the area and has no medical 
problems. He denies the use of tobacco and drinks alcohol 
occasionally on weekends. 

Case  1 : 

occasionally on weekends. 
� On examination, there is a 5-cm firm, nontender area inside 

the right scrotum. There is no lymphadenopathy.

� What is the most likely diagnosis?

� What is the most likely histologic finding?



� Most likely diagnosis : 

Testicular cancer.

� Most likely histologic finding: 
Germ cell tumor types including :Germ cell tumor types including :

� seminoma, 

� embryonal carcinoma,

� choriocarcinoma, 

� yolk sac tumor, and 

� teratoma.





TESTICULAR NEOPLASMS



Seminoma (Classic Type)

The histologic features include the following :

� An array of large, round, coarse nuclei, nonoverlapping and 
nonmolding, suspended in a network of delicate cell 
membranes.

� One to two prominent central nucleoli� One to two prominent central nucleoli

� Associated inflammation, especially lymphocytes, granulomas, 
and fibrosis

� Delicate branching fibrovascular septa

� Surrounding intratubular germ cell neoplasia.



Figure 14.1. Normal seminiferous tubules. 



Figure 14.6. Seminoma, classic type. Delicate fibrovascular septae divide the cells into packets (arrow); collections 
of lymphocytes can be seen along the septae. The nuclei are widely spaced, with clear cytoplasm. Mitoses are common 
(circle). Nuclei have distinct nuclear membranes and prominent nucleoli  (arrowhead).  



Figure 14.8. Embryonal carcinoma. Large epithelioid cells with pleomorphic nuclei grow 

in sheets. Unlike in seminoma, the cytoplasm is dense, and the nuclei have irregular shapes 

and sizes, some showing nuclear molding. Many have coarse chromatin with dark nuclear 

membranes and prominent nucleoli (arrow). 



� Germ cell tumors of the testis peak in men between ages 15 
and 40 years. 

� Can appear in a pure or, more often, mixed form. 

� Cure of testicular tumors now occurs in the high 90 percent 
range.

CLINICAL CORRELATION

range.

� Issues of compromised fertility, complications of therapy.



� Substances secreted by cancers that can be detected and 
measured to assess the presence and extent of the primary, 
metastatic, or recurrent disease. 

� α-Fetoprotein and human chorionic gonadotropin–β are tumor 
markers for testicular cancer.

Tumor markers: 

markers for testicular cancer.



SLIDE  PRAKTIKUM I
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SLIDE  PRAKTIKUM I



CASE 2 : Prostate

� A 69-year-old male presents with urinary frequency, nocturia, 
dribbling, and difficulty in starting and stopping urination. 

� Rectal examination reveals the prostate to be enlarged, firm, and 
rubbery.

� A needle biopsy reveals increased numbers of glandular elements 
and stromal tissue. The glands are found to have a double layer of 
epithelial cells. Prominent nuclei or back-to-back glands are not epithelial cells. Prominent nuclei or back-to-back glands are not 
seen. 

� What is the correct diagnosis?

a.  Acute prostatitis

b. Chronic bacterial prostatitis

c. Granulomatous prostatitis

d. Benign prostatic hyperplasia

e. Prostatic adenocarcinoma



Benign Prostate

Figure 11.2. Benign prostate glands. These glands have a distinct basal cell layer underlying 

the epithelial cells (arrowhead) and papillary fronds in the lumen (arrow). Corpora amylacea

(CA) are concentrically laminated concretions associated with benign glands. 
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SLIDE  PRAKTIKUM II



CASE 3 : Prostate

� A 67-year-old male is found on rectal examination to 
have a single, hard, irregular nodule within his prostate. 

� A biopsy of this lesion reveals the presence of small 
glands lined by a single layer of cells with enlarged, 
prominent nucleoli. 

� From what portion of the prostate did this lesion most � From what portion of the prostate did this lesion most 
likely originate?

a. Anterior zone
b. Central zone
c. Peripheral zone
d. Periurethral glands
e. Transition zone



Prostate adenocarcinoma

Figure 11.3. High-power features of carcinoma. Malignant glands show distinct nucleoli 

(arrowhead), sharp luminal borders, and an absence of basal cells. Benign glands are seen 

adjacent to the cancer (arrow). 



Figure 11.5. Gleason pattern 3. Individual, well-formed malignant glands make up 

pattern 3 cancer. Blue mucin, often associated with carcinoma, is present (arrow). 



Figure 11.6. Gleason pattern 4. The area of cribriform growth (arrow) and adjacent fused 

glands is  typical of pattern 4. 



Figure 11.7. Gleason pattern 5. Individual malignant cells, without evidence of gland 

formation, are typical of pattern 5. The individual cells still cytologically resemble well-

differentiated carcinoma, with round nuclei and prominent nucleoli (circle). 
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CASE 4 :

� UROTHELIUM CANCER of the bladder







Figure 12.1. Normal urothelium. The urothelial cells form a layer five to seven cells thick, 

with large umbrella cells sitting on top (arrow). The urothelial nuclei are generally polarized 

and oriented perpendicular to the surface, with the exception of the umbrella cells. The nuclei 

are two to three times the size of a lymphocyte (arrowhead). 



Figure 12.8. Invasive urothelial carcinoma. In this case, the carcinoma is arising out of flat 

carcinoma in situ, seen above the basement membrane (arrow). The nests of tumor in the 

lamina propria appear more pink than the surface carcinoma in situ, corresponding to 

paradoxical differentiation. 
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� NEFRITIS 

CASE 5 :



SLIDE  PRAKTIKUM IV



CASE 5:

� A 55-year-old man presents to his primary care physician 
complaining of gross hematuria and right loin pain. 

� Physical examination reveals a flank mass.
� The complete blood count (CBC) reveals a hemoglobin level 

of 21 g/dL and polycythemia. 
� Ultrasound shows a 6.0-cm mass at the upper pole of the � Ultrasound shows a 6.0-cm mass at the upper pole of the 

right kidney.

� What is the most likely diagnosis?
� Where do these tumors arise from?
� What is the most likely explanation for this patient’s 
polycythemia?



Case 5 :

� Most likely diagnosis : Renal cell carcinoma.

� Origin of cells : arise from the proximal tubular epithelium.

� Reason for polycythemia :

Up to 5 percent of RCC patients have polycythemia. This is due to 
inappropriate secretion of erythropoietin by the neoplastic cells.inappropriate secretion of erythropoietin by the neoplastic cells.



Renal Malignant Neoplasms in Adults

RCC includes :
� Clear cell RCC .

� Comprises 70% of all renal cell neoplasms and its male:female ratio 
is 2:1.

� Chromophobe renal cell carcinoma
� characterized histologically by a perinuclear halo (clearing) and a 

prominent cytoplasmic border. It has a better prognosis than does prominent cytoplasmic border. It has a better prognosis than does 
conventional renal cell carcinoma.

� Papillary (chromophil) renal cell carcinoma
� the second most common malignant neoplasm and may be 

multifocal and bilateral. Papillary structures lined by tumor 
epithelium are seen. 

� Collecting duct carcinoma 
� Characterized by a high-grade tumor with significant fibrosis.





Figure 1.70  Renal cell epithelial neoplasms (major histotypes) :

immunohistochemical panel including CD10, parvalbumin, racemase, CK7, and S100A1. Clear 

cell renal cell carcinoma (A), CD10+ (B), PV (C), papillary renal cell carcinoma (D), CD10+ (E), 

CK7+ (F), chromophobe renal cell carcinoma (G), PV+ (H), S100A1  (I), renal oncocytoma (J), 

PV+ (K), CK7– (L). 



The Use of IHC in differentiate RCC

Immunohistochemical panel suggested  in routine differential diagnosis of 

the most frequent renal epithelial histotypes. 



Nephroblastoma (Wilms’ tumor) 

� Comprises more than 85% of pediatric renal tumors and 5% of 
childhood cancers.  

� It is usually found in children 2 to 4 years old; it is relatively 
uncommon in the first six months of life and in children older 
than 6 years. The male to female ratio is 1:1.

� Five percent of the tumors are multicentric and bilateral. The � Five percent of the tumors are multicentric and bilateral. The 
associations with cryptorchidism, hypospadias, other genital 
anomalies, hemihypertrophy, and aniridia are well recognized 
and described in different genetic syndromes such as the 
Beckwith–Wiedemann, Wilms–aniridia–genital anomaly–
retardation, and Denys–Drash syndromes due to different 
genetic alterations. 

� Nephroblastoma rarely occurs in adults.


