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This large group of neoplastic tumours arises 
from the cells lining the blood vessels, lymph 
vessels and spaces, sub-dural spaces and serous 
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cavities. The history of development of the 

present state of our knowledge of this group of 
tumours is full of controversies, incompleteness 
and confusion. Kettle (1925) observed that 

' in 

entering upon a description of the tumours 
derived from endothelium we are confronted 
with quite exceptional difficulties for in respect 
to no other class of neoplasms is there so much 
divergence of opinion \ Harvey and others 

(1940) in their discussion on debatable tumours 
remark about this group of neoplasms that 
1 
the use of the term endothelioma, not merely 

for purposes of discussion but as an accredited 

tumour, may seem a retrograde step, consider- 
ing the extent to which the term has been con- 
demned by disuse and disapproval. Our study 
on the question, however, has convinced us that 

both morphologically and embryologically ^ 

term can logically be used for a definite tum? 
group which otherwise lacks unity of 1Vyrp 
pretation \ Ewing (1948) wrote an exhaustr^ 
and admirable discussion on the physiology ̂  
and biological placing of the endothelium a 

pointed out the dual role of the endothelium1 , 

epithelial and connective tissue. He Profuf-ai 
the following histological types of the endotheii 
tumours :? 

(1) Perivascular. 

(2) Adenoid. 
(3) Angio-endothelioma. 
(4) Diffuse endotheliomata. , 

Willis (1948) challenged and put f?rW5[y 
strong arguments against the histological enti j 

Endotheliomata?125 cases 

Table I 

. Number of 
cases 

1-10 .. .. .. .. 7 
10-20 .. .. .. .. 20 
20-30 .. .. .. .. 23 
30-40 .. .. .. .. 25 
40-50 .. .. .. .. 23 
50-60 .. .. .. .. 13 
60-70 and onwards .. .. .. 1 
Age unrecorded .. .. .. 13 

Total .. 125 

Table II 

Sex Number of 
cases 

Male .. .. .. .'. 69 
Female .. .. .. .. 47 
Sex unrecorded .. .. .. 9 

Total .. 125 

Table IV 

Histological types according to Ewing's 
classification 

Types 

""" 

Number of 
Jp 

c^pes 
A. Perivascular perithelioma .. 10 
B. Adenoid .. .. .. 9 

C. Angio-endothelioma? 
Haemangio-endothelioma .. 18 
Lymphangioendothelioma .. 14 
Undifferentiated ... .. 5 

D. Diffuse synovioma ? ? ? ? 1 

E. Unclassified? 

Diffuse arrangement of cells, endo- 68 
thelial in appearance, not fitting 
with any of the above patterns. 

Total .. 125 

Table III 

Site of origin 
~~ 

Number 
?f 

Region cases 

(1) Scalp .. .? ?? ^ 
(2) Vertex of head .. .. J 
(3) Forehead .. .. .. 

* 

(4) Back of head and occipital region .. 
? 

(5) Antrum of Highmore .. .. 
* 

(6) Left temporal region .. .. 
* 

(7) Region of orbit, eyeball and ethmoid 
(8) Nose .. .. 

9 

(9) Mouth (floor 2, palate 6, angle (of 1" 

mouth 1, tongue 1). 
(10) Lips .. .. .. ^ 
(11) Pharynx and nasopharynx .. 

6 

(12) Neck .. .. .. f 
(13) Mandible .. .. .. J 
(14) Region of jaw .. .. .. J 
(15) In front of left external and auditory * 

meatus. ? * 

(16) Cheek .. .. .. { 
(17) Axilla, scapula, deltoid region 
(18) Brain 
(19) Thyroid 
(20) Small intestine 
(21) Large intestine 
(22) Caecum 
(23) Omentum 
(24) Retroperitoneal region 
(25) Medial to left clavicle 
(26) Chest wall 
(27) Forearm 
(28) Broad ligament 
(29) Uterus (cervix 6, body 4) 
(30) Ovary 
(31) Bones (humerus 1, femor 1, frontal 1, ^ 

tibia and fibula 1). 1 

(32) Artery (popliteal) .. .. 
4 

(33) Thigh 
(34) Scrotum 
(35) Breast 
(36) Vagina 
(37) Recto-vaginal septum 
(38) Knee 
(39) Glands? 

Cervical 
Femoral 
Inguinal 
Preauricular 
Near elbow joint 

(40) Region unrecorded 12 

Total ... 125 
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as endothelioma and finally observed 
1 that 

well differentiated growths of the mesen- 
chymal tissues which happen to possess surfaces 

ah"eady have adequate distinctive names, and 
for poorly differentiated sarcomatous 

j^?wths of these tissues the name 
" endo- 

wK +0rna 
" 

*s unnecessary and in view of 
nat we know of the plasticity of the multiple 
esenchymal cells inappropriate \ Hastings- 
w^s (1949) discussed the points raised by 
th regard to the pathological entity of 

angiomatous tumour and described one such 

str 
?Ur originated from the hepatic 

0f ̂ .cture and described it as 
' hsemangioblastoma 

turn61"as ̂ie biology of neoplastic 
t>io??U-rs an<^ comPlete understanding of the 

Wn u 
Ca^ re^a^onship of different tissues are not 

tin ou^ ^e divergence of opinion will con- 
cj 

ue to exist. More knowledge of essential to 
o 
ear up these controversies. On going through 

th r+ records for the last twenty years we find 
, altogether we have reported 125 cases as 

ours of this origin. We are giving in short 

arn SUlnmar7 ?f these cases (see tables I to IV) 
th describing in detail the four recent cases 

we have come across. 

Case 1 

hj Clinical notes.?European male, aged 44 years, 
l9story.?f gradual loss of weight since February 
enl 

wea^ness and malaise. In April 1941 
j argement of the abdomen was noticed which 

enl Paracentesis in June. There was no 

^ argement of the liver or jaundice and the fluid aWn was highly albuminous. Tapping was 
Plated on several occasions at intervals of 2 

\Va 
s or so till August when the fluid drawn 

ll0 
s found to be blood-stained. There was 

general anasarca at any time, no cardiac sign 
an P.atic deficiency nor could there be found 
y evidence of intestinal growth. The abdomen 

opened on 23rd August and an omental 

l^our like grapes in appearance was removed. ttce removal there has been a steady improve- 
, ent under deep rc-ray treatment and there has 

but one tapping. The patient continued 

joking good progress and gained in weight, 
h 

lIr years after he was found enjoying good 
a'th and continuing his usual work. 

^Naked eye examination.?The omental tissue as 
t 
studded with cystic growths and solid 

^,e^sh white tumour nodules of different sizes. 
^ cysts were of the size of a marble and 

* small ones were smaller than peas. The 

th growths were seen to be connected with 
s?lid tumour masses. The cyst contained 

^gelatinous material (figure 1, plate 

?Sections from one of the small 

co^es (figure 2, plate X2DCVII) showed 

en i emPty tubular spaces lined with 

th helial type of cells; at certain areas 

ChGse endothelial cells showed proliferative 
+l anges forming clusters of cells. Sections from 

e bigger nodules (figure 3, plate XXXVII) 

showed almost complete absence of empty 
tubular spaces but a compact mass of cells 
showing the characteristics of embryonic nature 
and plenty of mitosis. Sections from the cysts 
showed quite a different picture (figure 4, plate 
XXXVII), viz, large cystic spaces containing 
structureless material, possibly coagulated lymph. 
In some of the cysts the lining walls had under- 
gone much thinning due to pressure. 
Comments.?The origin of the tumour is 

obviously from the endothelial lining of the 
peritoneal lymphatics. We find two types of 
changes?one forming solid nodules and the 
other cysts. The bigger nodular areas show 
characteristics of a malignant tumour formation 
(figure 3, plate XXXVII). The other change, 
viz, the cyst formation, is a well-known 
phenomenon of the endothelial tumour of 

peritoneal origin. 
The patient was found quite fit for four years 

after the operation. This goes against the high 
malignancy of the tumour. The deep x-ray 

therapy also might have been responsible for the 
non-recurrence or further spread. When the 
abdomen was opened this mass protruded and 
was cut and the abdomen was closed. So the 

possibility of other foci remaining inside was 

there, and how far the deep c-ray could reach 
the remnant of the tumour is a matter of con- 

jecture. The possibility of a low and locally 
malignant nature of the tumour can also be 

thought of. 
A case of large epigastric endothelioma 

possibly of lymphatic origin, growing between 
the layers of the great omentum, causing 
acute retention of urine by being impacted in the 
pelvis, has recently been recorded by Guthkeleh 
(1948). His specimen also showed both firm 
and cystic areas though not so conspicuously as 
in our case. The Pathologist (Professor S. L. 
Baker of Manchester University) opined in the 
case of Guthkeleh thus : 

' It is difficult to assess 

the grade of malignancy; cytologically it is not 

highly malignant, but would no doubt recur 

locally if not completely removed \ Although a 
few tiny transparent cysts were seen scattered 
over the remainder of the great omentum and 
in the pouch of Douglas, the patient was free 

from recurrence and was at work and in normal 

health 4 years after the operation, without any 
post-operative treatment. 

Case 2 

A. J. C., Indian, aged^ 60 years, a retired 
School Inspector, was admitted into the hospital 
for swelling and pain in the right arm. About 
a year and a half before his admission he first 
felt pain in the arm which was intermittent in 
nature. Within a few weeks of the onset of the 
pain he noticed that the arm got swollen at the 
upper part. Subsequently he injured the same 
arm and his forearm got flexed at right angles 
to the arm. According to him this was due 
to the trauma that he sustained. The swelling 
gradually increased. On examination a large 
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swelling extending over the lower two-thirds of 
the right arm was seen. The tumour was 

reddish in colour and there were prominent veins 
over it. The head of the humerus seemed to 
be dragged out of the socket. Above the main 

swelling there was another small swelling which 
was softer in consistency than the main swell- 
ing. The forearm was found to be thinner than 
its fellow, the patient could move his fingers 
and hand. The main swelling was hard, 
irregular, tender and pulsating. At certain 
areas egg-shell crackling could be elicited. A 

skiagram was taken (figure 5, plate XXXVII) 
and the following was seen. The whole of the 
bone was involved in a fusiform swelling. In 

place of normal osseous structure there were a 
number of thin bony lines forming several 

compartments. The bony outline of the humerus 
was lost. A provisional diagnosis of osteo- 
clastoma was made. The arm was amputated. 
A sagittal section of the tumour was made 
which showed the following (figure 6, plate 
XXXVI). The tumour was composed of fleshy 
masses which were found to be in several com- 

partments which were outlined by thin bones. 
These areas were of different colours?some deep 
red, others dull red, chocolate and pale cream. 
The tumour process ended rather abruptly. 
The microscopic 

* 

picture was studied from 

different portions of the tumour mass and showed 
the following structural patterns. Certain areas 
were composed of large cubical or cylindrical 
cells arranged in cords or columns. The cells 
were large with clear cytoplasms, sharp cell 
membrane and small nucleus (figure 7, plate 
XXXVII). The appearance here was very 
similar to a picture produced by Ewing (1940). 
In other areas, the picture was dominated by the 
presence of large cystic spaces filled with blood 
(figure 8, plate XXXVIII). The cyst-like 
blood spaces were found to be lined with a fine 

layer of connective tissue but had no lining 
endothelial cells. In others, there was scarcity 
of such blood spaces but there were collections 
of groups of cells scattered without any definite 

arrangement (figure 9, plate XXXVIII). These 

large blood spaces and collections of groups of 
cells formed the main picture of the most dark 
red areas whereas the pale areas were mainly 
composed of material depicted in figure 3, 
plate XXXVII. The patient got well and was 
discharged from the hospital. Six months after 
his discharge he died of a febrile condition. 
Comments.?According to Ewing's contention 

this case has been labelled as hemangioma of 
the bone. Willis (1948), however, opined thus : 
' No modern pathologist should be so misled by 
finding blood within adenocarcinomatous spaces 
that he mistakes renal or other carcinoma for 
" 

hsemangio-endothelioma " as was once done; yet 
as Stont points out the last edition of Ewing's 
textbook (1940) contains an illustration labelled 
" 

angio-endothelioma of bone" which almost 

certainly perpetuates this old error and 
Thomas has made a similar mistake '. So the 

question arises whether this case should b 

described as a carcinoma, a hsemangio-endo 
thelioma or a sarcoma. During the patient 
stay in the hospital there was no suspicion 

o 

any primary growth anywhere else but in tn 

absence of a complete post mortem tnj 
question cannot certainly be ruled out. Wm1, 
raises the question about the degree 

? 

vascularity which will decide whether a Par^lC 
ular growth should be an angioma or a vascul^ 
carcinoma or sarcoma. In this case the porn 
are in favour of an angiomatous condition. J-!?, 
large blood spaces (figure 9, plate XXX^ 
lined without the endothelial layer and tn^ 
presence of cluster of cells without any arrange 
ment (figure 5, plate XXXVII) may be explain^ 
by the fact that from the developmental p01Ij 
of view the endothelium and the red blood eel 
have different origins. So it is possible that in tn 
course of atypical formation of the growth tnes 
two elements have been separated. Though rare, 
this tumour has been found in other bones a 

well. A fair number has been recorded 1 

the vertebrae by Schmorl (1932) and Ghormle> 
and Adson (1941), majority of which had n^ 
clinical symptoms. Radiologically some of thes 
vertebral tumours presented similar appearan0, 
as our case, i.e. 

1 

ballooning of vertebral body 
with typical honeycombed rarefaction, w^fe 
may lead to collapse and wedging. Those of ^ 
long bones give a characteristic, loose, soap 

bubble appearance, and longstanding lesion 

may cause extensive destruction and patholog*0 
fracture. 

Case 3 

A. L., male, aged 25 years, occupation, sweeper> 
admitted into the hospital on 18th September? 
1948. 

Complaints.?Pain and vomiting after taking 
food, duration 1 year. 

History of the illness.?The patient used 
to 

get irregular colicky pain in the upper abdome 
(epigastrium) about 1^ years back. During tn 

last one year, pain increased and the patient usee 
to vomit intermittently. The vomited matte^ 
was of foul odour and sour in taste and 
tained food material 3 to 4 days old. /ft 
patient had black coloured stool 3 to 4 tiin? 

during the period (not definitely tarry). M 
noticed a lump in the abdomen for 1 year. 

? 

gave past history of dysentery. 
On examination.?The patient was found 

be considerably wasted. Heart, lungs, 
' 

spleen, no abnormality. P/R, 80/20 per minuM 
Temperature, normal. Tongue, coated an 

moist. Teeth and gums, unhealthy. 
Locally, abdomen soft, moving with respira 

tion. Visible peristalsis from left to right 
seen in the hypogastrium and lower paH 

o 

umbilical region on taking food or water. ? 
lump felt in the abdomen. Three days afte, 

f 

admission, patient had dental trouble for whlC 
3 teeth were extracted. 
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Results of investigation : Barium meal 
lamination of gastro-intestinal tract showed 
structive dilatation of stomach. Gastric 

na'ysis showed no significant findings. 
Clinical diagnosis of pyloric stenosis was made. 

^ 
Operation done on 17th October, 1948. 

?J^psthesia, intercostal block and local novocaine 
titration. 
? Abdomen was opened by right paramedian 
dsion. Some air-containing cystic tissue was 
Und occupying the space between the anterior 

a rjace of the liver and the diaphragm as well 
cs the subhepatic region. On exploration it was 

o?nsidered to be composed of pneumatic cysts 

TK serous surface of the small intestine, 

jl cysts were present from 4 inches of the 
eocaecal junction to about 2 feet from the 

rp 
fiction. One cyst was present on the ceecum. 

th i 
st?mach was considerably dilated with 

^ ^e Pyloric region with no obvious 
idence of ulceration. Resection of 20 inches 
affected small intestine with end to end 

.nastomosis was done. A posterior retrocolic, 
A?Per^staltic gastrojejunostomy was also done. 

rpOfiomen was closed in layers. Post operative : 

Jpatient was given small milk feeds 2-hourly 
0rtt 48 hours after operation. 

^ 
On 22nd October, 1948, the patient was 

av?ig frequent loose motions for which sulpha- 
l^anidine was given and loose motion stopped. 
e made an uneventful recovery although he 
9*fiplained of a little distension of the upper 
Ddoinen due to taking of a larger quantity of 

j?hd food at a time secretly than was prescribed. 
taking smaller quantity more frequently this 

1Sc?mfort passed off. 
On 23rd November, 1948, barium meal 

*amination showed stomach functioning and 
Stl" dilated. 
On examination of the peritoneal surface of 

Ihl sPe?imen (figures 10a, plate XXXVIII, and 
plate XXXVI) numerous cysts of different 

j 2es could be seen. This specimen differed 
that of case 1 in having no hard nodules, 

r ye cysts were of different consistency. Some 
, 
^ hard but on cutting open they were found 

i?.be cystic. The walls of these were definitely 
j 
ficker than those of the softer cysts. Histo- 

0 
?Jcal sections were made from both types of 

soft and hard, from different portions of 
Ile specimens. Section from the wall of the 
ard cystic areas (figure 11, plate XXXVIII) 
flowed numerous blood vessels of different 

jl2cs stuffed with red blood cells. The histo- 

rical appearance of the case was different 
rom that of case 1. In this case no purely 
th 

areas could be found. All the sections 
nat were studied from the comparatively hard 
ysts showed the presence of a very large number 

young capillaries. Sections from the soft 
thin cysts showed large empty spaces 

obtaining thin mucinous material (figure 12, 
Wate XXXIX). At the base of these cystic 
spaces numerous capillaries could be found. 

Comments.?So far as the multiple cysts are 
concerned this case was similar to case 1 
but in other features it differed. In this case 
no purely cellular areas could be found. The 
study of all the sections that were made from 
the comparatively hard cysts showed only 
numerous capillaries. These hard cysts were so 
numerous that a malignant angiomatous process 
was to be suspected. Following even Willis' 
contentions this picture cannot be explained as 
merely a state of increased vascularity in a 

malignant tumour of connective tissue or 

epithelial origin. These tumours may occur in 
practically any tissue of the body. Recently 
an angio-endothelioma in the gluteal muscles (a 
rare site) has been recorded by Ewing (1948). 
Numerous similar cases were collected from 
the literature by Shallow, Eger and Wagner 
(1944). In the majority, the tumour is wholly 
or partially diffusely infiltrating. Although the 
infiltrating characteristics of the diffuse type 
suggest potential malignancy, metastasis occur 

in less than 1 per cent of cases (Geschickter and 
Keasbey, 1935). 

' 

They are probably congenital tumours, due 
primarily to an incomplete maturation of some 
of the elements in the developing vascular tree 

' 

(Ewing). 
One year after the operation the patient was 

doing his usual work. 

Case 4 

R. P., female, aged 22 years, admitted into 
the hospital on 4th May, 1948. 

Complaints.? (1) Swelling in the left axilla 
and scapular region, duration 1 year. (2) Pain 
in the swelling, 15 days. 

History of the illness.?About 3 years ago, the 
patient developed a fleshy swelling over the left 
scapula, which increased to 3 inches in diameter 
in course of a year. She was operated upon 
elsewhere and the growth was removed. For 1 

year after the operation, she was well without 
any lump. During the last year, a swelling 
reappeared in the same region and has been 

increasing rapidly in size. Formerly, she used 
to feel intermittent pain in the swelling, but for 
the last 15 days, she has been feeling marked 
pain continuously in the swelling. For the last 
1 month, the swelling has been hot and red in 
colour. No history of fever, haemoptysis or 

pain in the chest. 

On examination, patient moderately amemic. 
Heart, lungs, liver and spleen, no abnormality. 
Locally, a sessile irregular swelling about 6 inches 
in diameter extending from the left anterior 

axillary fold to the scapular region, consistency 
firm, no fluctuation, margin fairly well defined, 
adherent to skin, mobility over the scapula 
doubtful. Swelling not compressible. Super- 
ficial veins prominent. Movements of the 
shoulder joint normal but for the mechanical 
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block due to the swelling (figure 13, plate 
XXXIX). 
A clinical diagnosis of fibrosarcoma was made. 

X-ray (figure 14, plate XXXIX) showed some 
osseous tissue in the growth of the soft parts. 
The axillary border of the scapula was some- 
what irregular. Radiological diagnosis was 

fibrosarcoma. 

X-ray of lungs showed no evidence of 
metastasis. Calcified lymph nodes in the hilar 
regions. 

Operation done on 13th May, 1948. Anaes- 

thesia, rectal paraldehyde with gas and oxygen. 
A longitudinal incision parallel to 3rd part 
of axillary artery was made in the left axilla 
and the growth carefully dissected off import- 
ant vessels and nerves of the axilla. The 
incision was extended inwards along the anterior 
axillary fold, and the dissection further proceeded 
with in the axilla. A solid band slightly darker 
in colour than a muscle, rectangular in cross 

section with the corners rounded off, extending 
from the lower part of the growth at the inferior 
angle of the scapula and gradually tapering 
towards the axillar vessels, was found. It 

appeared as an accessory slip of muscle. This 
structure was clamped and divided between 

clamps. (After cutting, it was found to 
be a vein filled with solid material which 
was found to be dirty white in colour. 
Later it was found to be the subscapular 
vein, solidly packed with extension of growth.) 
The incision was continued around the 

growth. At the upper part of the axillary 
border of the scapula, the scapular circumflex 
vein was found to be dilated and solid. It was 

ligated and divided, and the contents showed 
yellowish-white solid material (extension of 

growth). The growth was loosely adherent to 
articular capsule of shoulder, from which it was 
dissected without difficulty. Muscles arising 
from the axillary border of scapula were divided 
and the growth removed. The axillary border 
of the scapula was snipped off with bone cutting 
forceps as it was found rough and bare. As the 
skin was short to cover the wound, the arm was 
fixed to the side of the chest by making skin 
flaps in both and suturing them. Patient had 
blood and plasma transfusion to tide over the 
operative shock. 
The patient became very boisterous and uncon- 

scious, with high temperature of 103?F. to 104?F. 
which persisted for 3 days, in spite of every kind 
of sedative including repeated doses of morphia 
and high doses of penicillin. Lungs were found 
to be clear; no localizing neurological signs. 
Blood count showed marked leucocytosis. Total 
W.B.C. 25,900, polymorphs 91 per cent. No 

haemoptysis. Clinically, the condition resembled 
acute encephalitis. Lumbar puncture showed 
clear fluid under tension. The patient died on 
16th May, 1948. Her husband refused post- 
mortem examination. 

On cutting open the tumour (figure 15, pla^e 
XXXVI) the inner surface was found to be 

irregular, pale brownish in colour excepting two 
areas which appeared to be homogeneous, pale an 
slaty in colour, quite different in appearance fro111 
the main bulk of the tumour. Fine gritty 
calcarious areas were found scattered througj 
the growth. Histological studies of the severa 
blocks from different portions of the Paie 
brownish areas showed spindle-shaped cells. 

ln 

many areas these cells were seen taking a 

pseudo-alveolar form (figure 16, plate XL')- 
The homogeneous slate coloured areas were fount1 
to be due to mucoid degeneration in the tumour- 
The vein which was found to be blocked wit 
solid material (figure 17, plate XL) was ?n 

histological examination found to contain an 

extension of the tumour process within it. 

Comments.?This tumour was evidently , 

a 

synovioma which Willis describes as synovia 
sarcoma. The widespread distribution ? 

synovial tissues in the body and their possibl 
development from other mesenchymal tissues, 
when appropriately stimulated, such as adven- 
titious bursa and inner lining of a pseudo- 
arthrosis, etc., undoubtedly explain the occur' 

rence of a synovioma in areas which are we* 

away from articulations. 

These tumours seldom form within the 

cavities of the joints, instead they lie in close 

proximity to tendons, tendon sheaths, and oute 
walls of bursse or joint capsules. 
The tumour in the case referred to was loosely 

attached to the articular capsule of shoulde 
joint. 
Tumours which are situated in areas where 

normally synovial tissues do not exist, such aS 
middle of thigh or arm, are not suspected as 

synovioma until after the histological examina~ 
tion of the tumour. Usually these tumours 
present two histological patterns : (a) diffuse 
cellular type and (?>) cystic and papiHar^ 
formations giving the appearance of a pseudo- 
epithelial papillary adenocarcinoma. The histol- 
ogical appearance of this tumour appears 

to 

fall on the second type because the pseudo- 
alveolar appearance was the dominant feature- 
The terminal signs of encephalitis are probably 
due to showers of metastasis in the brain, frofl1 

clamping of the infiltrated vein. 

Summary and conclusions 

1. One hundred and twenty-five cases 

tumour believed to be of endothelial origin are 

reported. 
2. Four recent cases of such tumour are des- 

cribed in full. 
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Coloured diagram of the specimen. 

Yellowish nodular areas of different sizes. 
Fig. 10b? Case 3. Coloured diagram of the specimen showing the nature 

of the numerous cysts in detail. 
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Coloured diagram of the sagittal Fig. 15?Case 4. Coloured diagram of the tumour showing the appearance tumour showing different coloured areas of the tumour substance. 

in the tumour mass. 
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o'oured diagram of the specimen. 
Yellowish nodular areas of different sizes. 

Fig. 106.?Case 3. Coloured diagram of the specimen showing the nature 
of the numerous cysts in detail. 

K 
1 ^ tL ^? Coloured diagram of the sagittal 

tumour showing different coloured areas 
in the tumour mass. 

Fig. 15.?Case 4. Coloured diagram of the tumour showing the appearance 
of the tumour substance. 
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V0*1 ihs P0Wer photomicrograph from Fig. 3.?High power photomicrograph of a Fig. 4.?High power photomicrograph from 

I -lis *he ^e from the smaller nodules. section made from one of the bigger one of the bigger cjrsts showing the 

I ' 

s?rtie tubular spaces lined with nodules, showing compact cellular pattern structure of the cyst wall and the structure 
?* which show proliferative with mitosis. contents of the cyst. 

changes 

-^^iiihm?i?ib? 

u Skiagram of the tumour showing the thin Fig. 7?Case 2. High power" photomicro^ranh nf d 

k. 
bo?y lines in place of the usual bone. the appearance of the tumour mX pale areas. 

fjvlo, 
VS ri? P0Wer photomicrograph from 
1% en'"6 ^rom the smaller nodules. 

' 

Soilie ^uVular spaces lined with ?f which show proliferative 
changes. 

Fig. 3.?High power photomicrograph of a 

section made from one of the bigger 
nodules, showing compact cellular pattern 

with mitosis. 

Fig. 4.?High power photomicrograph from 
one of the bigger cysts showing the 
structure of the cyst wall and the structure 

contents of the cyst. 

"V 
? 2. Skiagram of the tumour showing the thin 
?Dy lines in place of the usual bone. 

Fig. 7?Case 2. High power photomicrograph of section showing 
the appearance of the tumour in the pale areas.. 
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Fig. 8.?Case 2. High power photomicrograph showing large irre- 

gular spaces containing blood but without any living endothelium. 
Fig. 8.?Case 2. High power photomicrograph showing large irre- 

gular spaces containing blood but without any living endothelium. 
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Fig. 9.?Case 2. High power photomicrograph showi^ clu^e 
there was absence of large blood spaces but irregu 

collection of cells was the dominant featu 

I i? wmm^ 
^ jl 

Fig. 9.?Case 2. High power photomicrograph showiOo c]ii:,c 
there was absence of large blood spaces but irreSl'e 

collection of cells was the dominant 

Fig. 10a.?Case 3. Photomicrograph of the specimen 
showing numerous cysts (mottled). 

Fig. 10a.?Case 3. Photomicrograph of the specimen 
showing numerous cysts (mottled). 

Fig. 11.?Case 3. Photomicrograph of the section ^jji1 
cystic area. Note the pronounced angiomatous 

fr</ Fig. 11.?Case 3. Photomicrograph of the section c0jji cystic area. Note the pronounced angiomatous 
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.fQ, 

^ sh^, Photomicrograph of the section from one of the ^ 
, 

ftow'ng ]arge cystic spaces. At the base note the dark Fig. 13,-Case 4. Photograph of the tumour mass 

stained angiomatous layer. showing its position and size. 

tVe -., 
sho ^ Photomicrograph of the section from one of the 

UjnS large cystic spaces. At the base note the dark 
stained angiomatous layer. 

pjo-. 13. Case 4. Photograph of the tumour mass 

showing its position and size. 

jp
ig

, 
1
4
,
?
C
a
s
e
 

4.
 
X
-
r
a
y
 
pi
ct
ur
e 

of
 
th
e 

a
r
e
a
.
 
N
o
t
e
 
th
e 

ir
re

gu
la

r 
sc

at
te

re
d 

o
s
s
e
o
u
s
 
ti
ss
ue
 

in
 
th
e 
t
u
m
o
u
r
 
m
a
s
s
.
 



Plate XL 

TUMOURS OF ENDOTHELIAL ORIGIN : B. P. TRIBEDI & A. K. DUTTA GUPTA. (O. A.) PAGE 239 

!Fig. 16.?Case 4. Photomicrograph of a piece of the tumour mass 

.showing the spindle cells taking a pseudo-alveolar pattern. 
Fig. 16.?Case 4. Photomicrograph of a piece of the tumour mass 

showing the spindle cells taking a pseudo-alveolar pattern. 
Fig. 17.?Case 4. Photomicrograph of the cross sect^gjii. showing solidly compact cells within the 

Fig. 17.?Case 4. Photomicrograph of the cross seC*^gjn 
showing solidly compact cells within the 

tli? 


