
Lymphocyte infiltration in oesophageal carcinoma

T lymphocytes can be independent of tumour
MHC/ICAM-1 expression.

In many inflammatory situations, such as
allograft rejection, delayed type hypersensitivity
responses and various allergic diseases,' in-
creased expression ofMHC (particularly class
II) and ICAM- 1 is thought to be related directly
to cytokines secreted from the large numbers of
activated mononuclear cells reacting to foreign
antigens. Inflammatory responses often occur
in cancers, but the nature of the stimulus is
unclear. In some situations responses to tumour
associated antigens may be occurring; in others
the response may be due to necrosis or to the
breakdown of the mucosal barrier, allowing
leakage of luminal antigens. What is clear is
that, whatever the nature of the stimulus, there
is some form of functional disregulation of the
inflammatory response in oesophageal car-
cinoma (as has also been seen in other car-
cinomas such as those of the lung8 and cervix9)
as MHC/ICAM-1 expression is not related
to T lymphocyte numbers or activation. It
is possible that the neoplastic cells of both
oesophageal squamous cell carcinomas and
adenocarcinomas might produce immuno-
suppressive factors, such as transforming
growth factor-1l, which antagonise or inhibit
the production or effect of inflammatory cyto-
kines such as interferon-y. The elucidation of
the mechanisms contributing to the dis-

regulation of immune cells such as T lym-
phocytes is an important challenge, the solution
ofwhich might permit more effective treatment
of these aggressive tumours.
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Abstract
Asymptomatic cysts of the pineal gland
are found frequently by radiological ex-
amination of the brain or at postmortem
examination. Symptomatic cysts are rare,
and may require surgical intervention.
Sudden death due to a cystic lesion of the
pineal gland is very rare. A case of a 22
year old man who collapsed and died un-
expectedly is reported. Postmortem ex-
amination revealed a glial cyst ofthe pineal
gland and evidence of chronic obstructive
hydrocephalus. Deaths from colloid cysts
and pineal gland cysts are rare, but should
be considered where no other cause of
death is evident, especially with a history
of headaches. Their small size, and their
possible rupture on dissection can make
them difficult to detect if a careful ex-
amination is not undertaken.
(J' Clin Pathol 1996;49:267-269)
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Sudden death due to a colloid cyst of the third
ventricle, though rare, is well recognised in
both adults and children.'2 Asymptomatic
cystic lesions of the pineal gland are quite
common34 but symptomatic lesions are very
rare.5 We report the sudden death of a young
man due to a glial cyst of the pineal gland.

Case report
A 22 year old white man collapsed at a disco.
He had been engaged in a punching game with
a friend which involved hitting each other in
turn in the shoulder area. Having finished the
game he collapsed. Vigorous resuscitation was
commenced, but this was unsuccessful.
At postmortem examination, no significant

external injuries were present. In particular, no
bruising or other injury was present in the
shoulder or chest area. Internal examination,
including full microscopy, did not reveal any
abnormality in any organ system other than the
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Figure 1 Pineal gland cyst lying adjacent to the midbrain.
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Figure 2 Section of cyst wall showing inner layer of glial tissue and outer layer ofpineal
tissue.

brain. Toxicological analysis revealed a blood
ethanol of 164 mg/100 ml and a urine ethanol
level of 184mg/100ml. A full drug screen,
including screening by gas chromatography/
mass spectroscopy, was otherwise negative.

Neuropathology
The brain, which weighed 1600 g, was generally
swollen. A cystic lesion was noted posterior
inferior to the third ventricle, extending pos-
teriorly to lie immediately above the midbrain.
This lesion was 1-2 cm in diameter (fig 1).
The ventricular system did not appear to be
dilatated.

Microscopic examination showed the lesion
to be a glial cyst within the pineal gland. The
wall of the cyst consisted of an inner layer of
glial tissue, containing some prominent Ro-
senthal fibres, surrounded by a zone of pineal
tissue, which contained several smaller cystic
areas adjacent to the main cyst. No epithelial
or ependymal lining was present. Areas of cal-
cification were present, but no evidence of
recent or previous haemorrhage was found (fig
2). There was a space lined by choroidal epi-
thelium above the gland, which related to the
suprapineal recess of the third ventricle. Ex-
amination of the lateral ventricles showed sev-
eral areas of "ependymitis", consistent with
previous episodes of ventricular dilatation.

In view of the pathological findings death
was ascribed to the glial cyst ofthe pineal gland.

Discussion
Sudden death due to a colloid cyst of the third
ventricle is well recognised. These are small,
histologically benign neuroepithelial lesions.
They are normally 1 to 2 cm in diameter and are
positioned in or near the foramina ofMunro. In
this position they can obstruct the flow of
cerebrospinal fluid. This may cause raised in-
tracranial pressure and acute hydrocephalus.
Most cases show evidence of chronic ob-
structive hydrocephalus. Symptomology in-
cludes headache, nausea, lethargy, prostration,
coma, and death. They occur in both adults
and children.
A variety of neoplasms and cystic lesions

may arise in the pineal gland.5 These include
germinomas, teratomas, pineoblastomas, pi-
neocytomas, astrocytomas, and melanomas.
Cystic lesions include epidermoid cysts, der-
moid, arachnoid, and glial cysts. Small glial
cysts are commonly identified by modem im-
aging techniques and at necropsy. Symptomatic
glial cysts are rare. In 1989, Klein and Rub-
enstein5 reported seven cases and reviewed the
literature. Reported cases occurred in patients
aged between three and 56 years. They pre-
sented with headaches, sensory cerebellar and
corticospinal disturbances, Parinaud syn-
drome, and loss of consciousness. The head-
aches were believed to be caused by acute
obstructive hydrocephalus. Some patients had
emotional disturbances. Endocrine effects were
rare. The cysts varied in size from 017 to 3 cm
in diameter.

In a review of53 patients with non-neoplastic
cysts of the pineal gland, Fetell et al' found five
cases with obstructive hydrocephalus. These
cysts were all over 2-0 cm in diameter. Fain et
al7 reported 24 patients with large glial cysts
of the pineal gland, identified by computed
tomography or magnetic resonance imaging.
Twenty cases were symptomatic. The cysts
varied in size from 0*8 to 3 0 cm in diameter.
Eight patients had obstructive hydrocephalus.
One fatality due to a glial cyst of the pineal

gland has been reported by Richardson and
Hirsch.8 This case involved a 20 year old
woman who was found dead at home un-
expectedly. She was found to have bled into a
glial cyst, which was 1-4 cm in diameter. The

268

 on M
ay 22, 2023 by guest. P

rotected by copyright.
http://jcp.bm

j.com
/

J C
lin P

athol: first published as 10.1136/jcp.49.3.267 on 1 M
arch 1996. D

ow
nloaded from

 

http://jcp.bmj.com/


Sudden death due to a glial cyst of the pineal gland

cyst wall contained a microscopic vascular mal-
formation. A previous episode of syncope was
attributed to a previous episode of bleeding, as
shown by the presence of haemosiderin. The
authors postulated that the cyst pressed on the
midbrain, interfering with the function of the
reticular formation.
A 1 2 cm diameter glial cyst was present in

the case reported here. Microscopic ex-
amination of the lateral ventricle showed fea-
tures consistent with previous ventricular
dilatation. The cyst size is within the range
known to cause symptoms and even death. The
history of headaches over the previous day
suggest the cyst was causing acute obstruction
to the flow of cerebrospinal fluid. Intermittent
headaches are well recognised in patients with
colloid cysts, with the cysts acting as a ball
valve.

Deaths from colloid cysts and pineal gland
cysts are rare, but should be considered where

no other cause of death is evident, especially
with a history of headaches. Their small size,
and their possible rupture on dissection can
make them difficult to detect if a careful ex-
amination is not undertaken.
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