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Case #1 A 35 y/o HIV patient presents with an acute abdomat surgery the ileocecal area was
perforated. Representative histologic findingspesented in the images. Based on the history and
findings, the best diagnosis is:

A. Giardialamblia infection

B. CMV caolitis

C. HSV infection

D. Adenovirus infection

E. Histoplasmosis

Case #2 A 45 y/o female presents to the ER with right upgpeadrant pain after eating fatty meals.
Ultrasound showed cholelithiasis, and a cholecysteg was scheduled. Upon pathologic examination, a
mass was found in the fundus of the gallbladdeasel on the histologic findings, the best diagnissis
Adenomyoma

Luschka ducts

Pyloric metaplasia

Adenoma, tubular type

Adenocarcinoma

moow>

Case #3 A 19 y/o female presents with embarrassing dearéind flatulence over the past month. The
symptoms began after a recent mission trip withcherch to Romania. EGD and colonoscopy were
negative for any gross disease. Duodenal biopagés are shown. Based on the history and histologi
findings, which of the following stains would be stdelpful in highlighting the pathology:

A. PAS

B. AFB

C. GMS

D. Trichrome

E. Warthin-Starry

Case #4 A 30 y/o male presents with an elevated bilirubERCP showed a “string of beads”
appearance, and the liver biopsy showed changessesgied by the histologic images showed. Basebeon
findings, the most likely diagnosis is:

Primary Biliary Cirrhosis

Primary Sclerosing Cholangitis

Acute Large-Duct Obstruction

Wilson’s Disease

Budd-Chiari Syndrome
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Case #5 A 40 y/o male presented with mildly elevated ASTHALT ( 3 %2 times normal) lab values.
Studies for hepatitis A, B, and C were negativéNAAiter was 1:80, but no history of autoimmuneedise
was present. The patient was significantly ovegivgiand noted to have a fasting glucose leveb@f 1A
liver biopsy was performed. Based on the histony laistologic findings (trichrome stain not showows
increased pericellular fibrosis), the best diagaasi

A. Cirrhosis

B. Non-alcoholic steatohepatitis

C. Alcoholic steatohepatitis

D. Steatosis

E. Lupus hepatitis

Case #6 A 45 y/o patient was found to have a mesenterissna&listologic images are shown. Closed
examination found the spindle cell proliferationnéltrate the outer intestinal wall and adiposste.

Foam and inflammatory cells were scarce. S-100QLX7Dand CD34 were negative. Based on these
findings, the best answer is:

A. Gastrointestinal Stromal Tumor (GIST)

B. Inflammatory Myofibroblastic Tumor (IMT)

C. Idiopathic Retroperitoneal Fibrosis (IRF)

D. Fibromatosis

E. Schwannoma
Case #7 A 55 y/o male undergoes a colon resection forraelated mass and is found to have a lesion
within the wall of the colon. Based on the histpé@l images, the best diagnosis is:

A. Schwannoma

B. Neuroma

C. Ganglioneuroma

D. Melanoma

E. Carcinoid Tumor
Case #8 A 75 ylo male undergoes a colon resection for assm&epresentative images of the lesion

are shown. The cells of interest are Cytokeratlin D1, CD5, chromogranin, synaptophysin, antios-
negative, and are positive for CD45 and CD20. Basethese findings, the best answer is;

Poorly differentiated adenocarcinoma

Malignant melanoma

Mantle cell lymphoma

Small cell carcinoma

Diffuse large B-cell lymphoma
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Question #1 Mesenteric fibromatosis is associated with whitthe following:
A. Gardner Syndrome
B. Weber-Chrisitian Disease
C. Familial Adenomatous Polyposis
D. Both A and C are correct
E. All of the above are correct

Question #2 Which of the following is most commonly assoettvith primary sclerosing cholangitis?
A. Crohns disease
B. Ulcerative colitis
C. Hepatitis C
D. Hepatitis B
E. Chronic Pancreatitis

Notesfor question set:*
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