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Contiguous granular cell myoblastoma and squamous cell carcinoma in the
oesophagus
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It has been stated that carcinoma must never be diagnosed
in the presence of granular cell myoblastoma,' in view of
the associated pseudoepitheliomatous hyperplasia. We
submit a case with collision tumours of squamous cell car-
cinoma and granular cell myoblastoma in the oesophagus
as a rare example.

Case report

A 68 year old woman presented with a history of two
months' dysphagia and two years' intermittent indigestion
and retrosternal discomfort. She had lost 9.5 kg in weight
in four months. The patient had smoked up to 20 cigarettes
a day for many years. Her past medical history was unre-
markable. Barium swallow showed an irregular filling
defect at the junction of the middle and lower third of the
oesophagus. Oesophagoscopy confirmed a ragged lesion at
31 cm. After biopsy, which showed a well differentiated
squamous cell carcinoma, oesophagogastrectomy was per-
formed. Three months after operation the patient had
recurrent dysphagia and a subsequent biopsy showed
recurrent squamous cell carcinoma but no granular cell
myoblastoma.
The operation specimen comprised an 11 cm segment of

distal oesophagus with a cuff of stomach 4 cm long. In the
oesophagus there were two collision tumours (fig 1). One
was an annular, grey, centrally ulcerated tumour (2.8 cm
long and 1.5 cm deep) and the other a yellowish grey,
umbilicated, submucosal tumour 2 cm in length and 1 cm
in depth. The latter was situated on the gastric side of the
ulcerated tumour, directly abutting on to it.
The larger tumour was a moderately well differentiated

squamous carcinoma (flg 2), in some areas arising from
dysplastic surface epithelium, going through to the serosa;
it affected two lymph nodes and showed venous invasion.
The smaller submucosal tumour blended with the mus-
cularis mucosae in places. It was separated from the mus-
cularis propria by a narrow margin of unaffected submu-
cosa. It was unencapsulated and consisted of syncytial
cords and islands of large cells with finely granular
eosinophilic cytoplasm and faint PAS positivity separated
by a scanty fibrous stroma (fig 2). No mitoses were seen.
The appearance of the tumour were typical of a benign
granular cell myoblastoma.
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Fig 1 Macroscopic specimen showing umbilicated, fairly
well defined granular cell myoblastoma (arrow) with
adjacent infitrating squamous cell carcinoma above.

In all the sections a thin fibrous septa separated the lat-
eral border of the granular cell myoblastoma from the car-
cinoma. In most areas there was a distinct gap between the
myoblastoma and the surface squamous epithelium. Occa-
sional islands of dysplastic epithelium were present over-
lying the myoblastoma.

Discussion

The present case illustrates collision tumours with a granu-
lar cell myoblastoma occurring contiguously with an inva-
sive squamous cell carcinoma. It has been stated2 that a
review of the world literature fails to demonstrate a case of
true squamous carcinoma, as evidenced by metastasis,
intimately associated with or caused by a granular cell
myoblastoma." In the present case, however, there is un-
equivocal evidence of squamous carcinoma as shown by
invasion through the serosa, lymph node metastases, ven-
ous invasion, and postoperative recurrence. In the
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Fig 2 Photomicrograph showing invasive squamous cell carcinoma at the bottom ofthe picture and
granular cell myoblastoma at the top. (Haematoxylin and eosin, x 20.) Inset: Granular cell myoblastoma.
(x 400.)

oesophagus pseudoepitheliomatous hyperplasia occurs

infrequently34; but no misdiagnosis of squamous cell car-

cinoma in the oesophagus is cited.
Rare cases of carcinoma and granular cell myoblastoma

in the same organ at adjacent sites have been described in
the tongue,2 breast,5 vulva,6 larynx,"' lung,9-'" and
oesophagus.'2 1' In contrast to our case, in few of these is
close histological contiguity of the two tumours illustrated.
There are two cases of coincidental oesophageal carcinoma
and granular cell myoblastoma. In the case of Domen et
al,'2 the two tumours did not occur together. The authors
suggest that irradiation given for the carcinoma may have
caused the granular cell myoblastoma. The second case,'"
is similar to ours, although in the illustrated resection
specimen the two tumours are separated by a distinct albeit
small gap. In the resection specimen the epithelium over-

lying the granular cell myoblastoma was unremarkable,
although in the initial biopsy specimen pseudo-
epitheliomatous hyperplasia was noted. The myoblastoma
had been present for at least 16 months before the
development of the carcinoma. Johnston and Helwig'4
reviewed 24 cases of oesophageal granular cell myoblas-
toma, of which 15 were incidental necropsy findings. In an

unspecified number there was an association with
oesophageal carcinoma or varices. Full pathological details
of these cases were not given and we do not know whether
collision tumours were present in any of them.

In our case the virtual contiguity of the two tumours

raised the possibility of a causal relationship. In view of the
initial biopsy specimen the possibility that the granular cell
lesion represented the granular cells deposited at the site of
previous trauma,'" and thought to be an entity distinct
from granular cell myoblastoma, was considered. These
collections of granular cells, similar to those in granular cell
myoblastoma, are incidental microscopic findings, usually
at sites of previous surgery or trauma and often in or near
smooth muscle. In our case the lesion formed a visible
tumour and is unlikely to have developed over the short
period between biopsy and surgery. The second hypothesis
is that the granular cell myoblastoma had been present for
some time and that the pseudoepitheliomatous hyperplasia
overlying it had undergone malignant change. The clinical
history may lend support to this idea-the two years' his-
tory of indigestion and retrosternal discomfort being due to
the granular cell myoblastoma while the dysphagia and
weight loss were caused by the carcinoma. Histologically,
however, invasive carcinoma should have arisen in the
epithelium directly overlying the myoblastoma. This
showed only occasional islands of dysplastic epithelium
whereas dysplastic epithelium merging into invasive car-
cinoma was seen in relation to the squamous cell car-
cinoma. The appearances were not those of
pseudoepitheliomatous hyperplasia, which was most
marked over the central part of the granular cell myoblas-
toma and showed no dysplasia. We concluded that the
tumours were collision tumours that had arisen contigu-
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ously by pure chance. It is unlikely that a single unknown
aetiological factor, acting both on the surface epithelium
and on the underlying tissue, produced both tumours.

We are grateful to Mr Grant Whitehurst and the staff of
the medical illustration department for the photographic
work and to Mrs C Harris for typing the manuscript.
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