
GIS Lab.
Dr. Al-Saghbini M. S.

MD. PhD. Consultant Pathologist, Assistant Prof.

Al-Balqa’a University

College of Medicine; Department of Pathology

Reference: ROBBINS BASIC PATHOLOGY, By Kumar et al. 8th and 10th Ed © 2010/2018: and web.path.



Aphthous Ulcer of the Uvula

Painful major aphthous ulcer on 

the posterior soft palate associated 

with dysphagia and regional 

lymphadenopathy. 



Herpes Simplex Virus Infections

Pediatric Simplex Virus Infections

The infected cells are large ballooned

and have large eosinophilic 

intranuclear Inclusions with large 

multinucleated polykaryons



Oral Thrush

Budding yeast cells with pseudohyphae. 

Gram stain.

Oral candidiasis

A PAS stain reveals the purple-colored budding 

cells and pseudohyphae of Candida on the surface of 

the tongue. 

Candidiasis tends to be limited to epithelial 

surfaces and is uncommonly invasive to underlying 

tissues or a systemic infection.



Oral fibroma

Pyogenic granuloma

Oral fibro-epithelial polyp



Pyogenic granuloma (also known as a "eruptive 

hemangioma", "granulation tissue-type hemangioma", 
"granuloma gravidarum", "lobular capillary 
hemangioma", "pregnancy tumor", and "tumor of 
pregnancy“.
The epithelium showing hyperkeratosis, and 
parakeratoses, with underlying connective tissue 
stroma, harbouring multiple lobular like structures 
with numerous varies sizes proliferative capillaries 
(some of which are functioning and others are not), 
lined by benign endothelial cells. 

Fibroepithelial polyp – Fibroma:
Fibrous stroma and Collagen bundles, 
covered with benign some what 
hyperplastic epithelium with long slender 
rate ridges.



proliferative verrucous 

Leukoplakia

Leukoplakia of buccal mucosa with 

transformation into spindle cell 

carcinoma (rare case) 

Erythroplakia and 
squamous cell 
carcinoma



Oral hairy leukoplakia (HLP) of the buccal mucosa.

A, Clinical appearance of buccal HLP lesion. 

B, Surgical biopsy specimen with characteristic histologic features of HLP: hyperparakeratosis, 

acanthosis, and balloon cells (cytoplasmic clearing with perinuclear beading) in the middle 

epithelial layer (hematoxylin-eosin stain; original magnification, X40).

Candida is often found on the surface of the specimen.



SCCa



Sialadenitis

lymphoepithelial sialadenitis

Salivary Glands



Pleomorphic Adenoma

Translucent central zone represents 

myxochondroid tissue

classic gross appearance of PA 

with tan white glistening 

uniform cut surface.

The consistency and the gross 

appearance depend upon the 

degree of cellularity and the 

amount and type of stroma. 

PA arising in the parotid and 

submandibular gland usually 

have translucent foci of 

cartilaginous differentiation.



a: Duct-like structure 

b: Neoplastic myoepithelial 

cells within the tissue 

c: Cartilaginous tissues 

d: Squamous metaplastic 

tissues.

Pleomorphic Adenoma

Microscopic view:



Mucoepidermoid Carcinoma of the Parotid Gland

Marked cystic component. Mucous cells and epidermoid cells. Nuclear pleomorphism of varies degree. 

Lymphoid background. Mild to marked desmoplastic stromal reaction. 

Infiltrative tumor border and neural and vascular invasion in. Tumor necrosis.



Warthin’s tumor (benign papillary cystadenoma lymphomatosum): 

unique neoplasm occurs exclusively in Parotid Gland.

Gross appearance of Warthin’s tumor of Parotid Gland.

The presence of multiple cystic spaces is characteristic of 

this lesion.

Warthin’s tumor is typically tannish brown, often with 

cystic spaces. 

In addition, this tumor demonstrate areas of degeneration 

and necrosis (yellowish foci)



Low magnification image of a Warthin tumor arising 

from the parotid gland.
Cystic to cleft-like spaces filled with pale pink mucinous to 

serous secretions. 

The spaces are lined by a double layer of pink (oncocytic) 

cuboidal to columnar epithelial cells over papillary fronds. 

The fronds beneath the epithelium are filled with 

lymphocytes, sometimes with germinal centers.



This is normal esophageal squamous mucosa at the left, with underlying submucosa containing 

mucus glands and a duct surrounded by lymphoid tissue. The muscularis is at the right.



Barium esophagram in a case of achalasia shows 

esophageal dilatation and a smooth tapering of the 

distal esophagus (bird's beak sign-arrow)

Achalasia



Esophageal varices.
(A) Angiogram showing several tortuous esophageal varices. 
(B) Although the angiogram is striking, endoscopy is more commonly 
used to identify varices.
(C) Collapsed varices are present in this postmortem specimen 
corresponding to the angiogram in (A). The polypoid areas
are sites of variceal hemorrhage that were ligated with bands. 
(D) Dilated varices beneath intact squamous mucosa.

Tortuous dilated veins within the submucosa of the distal 

esophagus and proximal stomach. The overlying mucosa 

can be intact or ulcerated and necrotic, particularly if 

rupture has occurred.



Herpes simplex Esophagitis:
Multiple flat confluent fibrin-occupied ulcers. 
Slightly raised yellowish ulcer margins

Acute ulcerating herpes esophagitis.
Ground glass nuclei (arrow). Mucosal ulcer. ballooned cells and 
large eosinophilic intranuclear Inclusions with large 
multinucleated polykaryons. 
Stain: PAS



38 year old woman with esophagus ulcer; florid herpes esophagitis with 

diagnostic Cowdry A inclusions and multinucleated cells with nuclear 

molding and ground glass nuclei

Herpes simplex Esophagitis:
Multiple fibrin occupied as bunched-looking roundish ulcers. In 
addition, plaque-like foci of glycogen acanthosis. (patient has 
chronic lymphocytic leukemia and  Pneumocystis carinii pneumonia).



Eosinophilic Esophagitis. 
(BLH) Basal layer hyperplasia. 

(E) Eosinophils- large number in the esophageal mucosa. 



Endoscopic illustration of normal esophagus and reflux esophagitis. 

(A) Normal esophagus. (B–E) Representative images of grade A to grade D reflux esophagitis. 



Barrett Esophagus



Endoscopic images revealing 

severe stenosis of the 

esophagus due to esophageal 

cancer.

Endoscopic evaluation, esophageal biopsy and brushings 

for cytology establishes diagnosis in 95% of patients with 

malignant strictures.



Well-differentiated adenocarcinoma





Well-differentiated SCC

moderately differentiated squamous cell carcinoma in which 

some, but not all, of the neoplastic cells in nests have pink 

cytoplasmic keratin.



Stomach Cardia
This slide shows the first area of the 
stomach, the cardiac region. The 
cardiac mucosa primarily contains 
mucous-secreting cells that form a 
columnar epithelium. Identify the 
gastric pits, which represent the 
openings into the gastric glands. 
These glands are lined entirely by 
surface mucous cells that lubricate the 
incoming food and protect the lining of 
the stomach near the gastro-
esophageal junction. The glands of the 
cardia are coiled and visible in cross-
section beneath the pits. Below the 
glands of the mucosal layer are the 
lamina propria and muscularis mucosa, 
which are responsible for support and 
folding, respectively. 



MU – Mucosa- superficial 
foveolar epithelium and deeper 
glands.
MM – Muscularis Mucosa. 
SM- Submucosa. 
MP- Muscularis Propria.
SS – Serosa.

The cardiac and antral regions 
consist of mucus-secreting 
glands whereas the fundic / 
body region consists of parietal 

and chief cells.

Stomach



This is the normal appearance of the gastric fundal mucosa, with short 

pits lined by pale columnar mucus cells leading into long glands 

which contain bright pink parietal cells that secrete hydrochloric acid.

The parietal cells are usually present singly whereas the chief cells are grouped together 

only to be interrupted in their continuity by parietal cells and neuroendocrine cells.

Chief cells are mostly present in the lower half of gastric glands. They are characterized 

by basophilic / purple appearance due to the presence of abundant ribosomal RNA 

involved in pepsinogen synthesis. 

The foveolar region

tall columnar mucous 

cells with basally-

situated nuclei and 

supranuclear collection 

of closely packed small 

mucus globules 

(arrow) that discharge 

their content onto the 

surface forming an 

adherent protective 

lubricant layer lining 

the lumen.



This is the normal appearance of the gastric fundal mucosa, with short pits lined by pale columnar mucus cells leading into 
long glands which contain bright pink parietal cells that secrete hydrochloric acid.

Stomach Proximal part (fundus-corpus)



This is a more typical acute gastritis with a diffusely 

hyperemic gastric mucosa. 

There are many causes for acute gastritis: alcoholism, 

drugs, infections, etc.

Here are some larger areas of gastric hemorrhage that 

could best be termed "erosions" because the superficial 

mucosa is eroded away. 

Such erosions are typical for the pathologic process 

termed gastropathy, which describes gastric mucosal 

injury without significant inflammation.



On microscopic 

examination at high 

power (H&E stain) this 

gastric mucosa shows 

infiltration by 

Neutrophils. 

This is acute gastritis.

Question: 

What are causes for 

acute gastritis?



Seen above are gastric ulcers of small, medium, and large size on upper 

endoscopy. 

All gastric ulcers are biopsied, since gross inspection alone cannot 

determine whether a malignancy is present. 

Smaller, more sharply demarcated ulcers are more likely to be benign.

Large 3 x 4 cm gastric ulcer. This ulcer is quite deep with irregular margins. 

Complications of gastric ulcers (either benign or malignant) include pain, bleeding, 

perforation, and obstruction.



Microscopically, the ulcer here is sharply demarcated, with 

normal gastric mucosa on the left falling away into a deep ulcer 

whose base contains inflamed, necrotic debris. 

An arterial branch at the ulcer base is eroded and bleeding.

Chronic gastritis and peptic ulcer disease are often 

accompanied by infection with Helicobacter pylori. 

This small curved to spiral rod-shaped bacterium is found 

in the surface epithelial mucus of most patients with 

active gastritis. 

The rod-shaped bacteria are seen here with a methylene 

blue stain.

Question: What are additional diagnostic methods for H. pylori?

Answer: Serologic detection of antibodies, urea breath test and microbiologic culture.



Another association with gastritis is pernicious anemia. Chronic atrophic gastritis is 

associated with autoantibodies that block or bind intrinsic factor. Another type of 

autoantibody demonstrated here is anti-parietal cell antibody. 

The bright green immunofluorescence is seen in the parietal cells of the 

gastric mucosa.

The strongest association with Helicobacter pylori is with duodenal peptic 

ulceration--over 85% of duodenal ulcers. Seen here is a penetrating acute 

ulceration in the duodenum just beyond the pylorus. 

An acute duodenal ulcer is seen in two views on upper endoscopy in the 

panels below.



A, Small fundic gland polyps in the gastric body.

B, Microphotography of a fundic gland polyp (H&E stain).

dilated glands forming microcysts lined with fundic-type parietal and chief cells. 

Endoscopically, fundic gland polyps are usually found in the fundus or body of the stomach

Hyperplastic gastric polyps histology 

showing marked surface ulceration as well as 

regenerative epithelial changes



The stomach reveals gastric adenocarcinoma, most gastric cancers are 

discovered at a late stage when the neoplasm has invaded and/or 

metastasized. All gastric ulcers and All gastric masses must be 

biopsied, because it is not possible to tell from gross appearance alone 

which are benign and which are malignant. 

In contrast, virtually all duodenal peptic ulcers are benign.

This is an example of linitis plastica, a diffuse infiltrative gastric adenocarcinoma which 

gives the stomach a shrunken "leather bottle" appearance with extensive mucosal erosion and 

a markedly thickened gastric wall. 

This type of carcinoma has a very poor prognosis. 

The endoscopic view of this lesion is shown at the left, with extensive mucosal erosion.



A moderately differentiated gastric adenocarcinoma is infiltrating up and into the submucosa below the squamous mucosa 

of the esophagus. The neoplastic glands are variably sized.



At high power, this gastric adenocarcinoma 

is so poorly differentiated that glands are 

not visible. Instead, rows of infiltrating 

neoplastic cells with marked pleomorphism 

are seen. Many of the neoplastic cells 

have clear vacuoles of mucin pushing the 

cell nucleus to one side, giving them a 

'signet ring' appearance.

At higher magnification, the 

infiltrating neoplastic glands 

of gastric adenocarcinoma 

show mitoses, increased 

nuclear/cytoplasmic ratios, 

and hyperchromatism.

There is a desmoplastic 

stromal reaction to the 

infiltrating glands.

This is a signet ring cell pattern of adenocarcinoma in 

which the cells are filled with mucin vacuoles that 

push the nucleus to one side.



Thank you


