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PeasleeD 7348 (1873)

* Solid tumors e Cystic tumors
— Enchondroma — Hydrops filliculorum
— Osteoma (ossification) — Cystoma ovarii
— Carcinoma * struma
— Papilloma + oligocysts

. « polycysts
— Fibroma (of corpora

* Dermoid cysts
lutea, of the stroma) ¥

NREZDSTED

Peaslee E. Randolph. Ovarian Tumors: Their Pathology,
Diagnosis, and Treatment, Especially by Ovariotomy.
Appleton & Company: New York, 1872.

Pfannenstiel %348 (1908)

* Die parenchymatogenen * Die stromatogenen
Neubildungen Neubildungen
— Die epithelialen Neubildungen — Fibrome und Myome

* Das Kystoma serosum simplex — Das Osteoma ovarii

* Die Adenome — Das Chondrom des Eierstockes
~ Papillare Wuncherungen in -
Kystadenomen — Das Myxoma ovarii

— Adenoma papillare superficiale — Die Angiome des Eierstockes

— Einzelne Arten der Kystadenome
Das Kystadenoma
pseudomucinosum, das
Psudomucinkystom . . : -
— Das kystadenoma serosum. Das * Die Kombinationsgeschwiilste

— Die Tumoren der Sarkomgruppe

papillare kystom * Inklusionstumoren
~ Das "solide" Adenom .
« Die Karzinome * Das Epoophoron und die
— Die ovulogenen Neubildungen Geschwiilste des
« Die Dermoidkystome Nebeneierstockes

* Die Teratome
~ Struma ovarii
« Das Epithelioma chorioectodermale

e
Carcinoma ovarii cysticum partim medullare

[ Veit Handbuch der Gynékologie 552k &Y Veit Handbuch der Gynikologie S2hR% &Y




Fig. 7.
Medullives Knrsinom dis Elerstockes, wit Seheimzpscabilung.

Medullares Karzinom

Veit Handbuch der Gynikologie 852k &Y

Schiller® %348 (1940)

A. Ovariogenic 2. From tissues displaced
1. Granulosa cell tumor a.infatal lfe
2. Fibroma irvmature- embryorma
3. Lymphangioma, hemangioma, luteinoma (of mature - dermadd
other than granulosa origin) (2)late - from tissues in vicinity of ovary
4. Hilum cell tumor hypernephroma
mesonephroma
Bremmer tumor
gangloneuroma
b. in adult life
(8) by implantation - endometrioma
{21 by metastasi- Krukenberg fumers, etc

B. Heterotopic - derived from tissues not
normally present within the ovary
1. By pathologic differentiation
a. from surface epithelium - prosoplasia in
direction of Miillerian epithelium

(1) serous cystoma and derivatives (tubal type
epithelium)

(2) endometrioma (uterine type of epithelium)
(3) pseudomucinous cystoma and variants (uterine
cervical type of epithelium)

b. from mesenchymal (ovarian) core by error in
sex chromosomes

(1) arrhenoblastoma (from male-directed
elements)

(2) disgerminoma (from nutral or germinal
elements)

[Schiller,W. Surg.,Gynec. & Obst., 1940, 70, 773-782

NovakMD 7358 ($-1952)

Benign

* Cystic
— Non-neoplastic
— Neoplastic

+ Cystadenoma
—~ pseudomicinous

~ serous
+ Dermoid
* Solid
— Papilloma, fibro-adenoma, fibroma,
etc.

Brenner tumors (rarely malignant)
Adrenal tumors
(masculinoblastoma)

Hilus cell tumors (probably benign)

Malignant

* Carcinoma
— Primary solid carcinoma
* Adenocarcinoma

+ Embryonic or dysontogenetic
(incl. granulosa cell carcinoma,
thecoma, lutomea,
arrhenoblastoma,
dysgerminoma)
+ chorioepithelioma
— Cystic carcinoma

* Teratoma (incl. struma ovarii)
* Melanoma

A EREES (B n.o EEE

1. BLFUEEERE 1. Bt
2. SERMEEMEIRIE . REME
3. EHEMRE . S
N
FEE IR  Srasan
BIE= = 2 EBIEE (ukenbergBEES
L BMER ) ¢
1. FRHEIE RIEHIE 3. MHEBLKE
2. BrennerZ!fES 4. PIEE
3. HERMEREIE 5. embryonal carcinoma
K AR IR
6. PiiERRAE ks =
1. Lk
1. ROCIEMARNE
2. FANRiAAATE
3. BiLiES
4. FEMFME

AFIP atlas 1%t fascicled %38 (1950’s)

1. Gonadal stromal tumors
+ Granulosa-theca cell tumor
+ Arrhenoblastoma
+ Gynandroblastoma

2. Germ cell tumors
+  Dysgerminoma
+  Choriocarcinoma
+ Benign cystic teratoma
+ Malignant teratoma
+  Teratocarcinoma

3. Cystomas
+  Serous cystadenoma and

cystadenocarcinoma

* Mucinous cystadenoma and
cystadenocarcinoma

+ Endometrial cystoma, benign and
malignant

Cystadenofibroma, benign and malignant

Hertig, Gore. Tumors of the Female Sex Organs.
TUmors of the Ovary and Fallopian Tube. 1959

4. Congenital rest tumors
* Adrenal rest tumors
*  Mesometanephric rest tumor
* Brenner tumor
« Hilar cell tumor

w

. Nonintrinsic connective tissue tumors
« Fibroma
« Fibrosarcoma
+ Rhabdomyosarcoma

6. Metastatic tumors

L REEREEES




Ucher die pap filste des
Anstansische urd klinische Untersachungen zur Klirung
der Frage ibrer Maligitit.

Adenoma papillare simplex Adenoma papillare pseudomucinosum

Of the hyperplastic variety, 3 were bilateral, and each of these had implants scattered
diffusely over the peritoneum or in the intestine or omentum. one other had ascites
and external papillae on the surface of the cyst, while a fifth had external papillae
alone.

Taylor HC. Surg Gynecol Obstet 1929;48:204-230.

Santesson®Low potential malignancy

204 SURGERY, GYNECOLOGY AND OBSTETRICS
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MALIGN,

AGNANT TUMORS OF THE OVARY

aintly papillary form, but of a
bromatous histology had been
nomata. That
heterogeneous ma-
is seli-evident, and we are,
n|.nrtn|j, results on numerows small
summarizing as far as con-

tumors of
more adenol
added to the papillary

FOR the study of the mﬂu,mnt tumors
c

yneoo
velt Hospital were ru:wul from the
i the year 191 until the end of 192

CLASSIFICATION

cluded in the complete survey was nec Y Ti n of the cells that form the ovarian
because of the extreme \.m.:lmn in inter- 5 been a disputed point since the
pretation placed upo I obsery-
surgeons and ;mhnk he adult
sidered h) lhe aper: , in the ovary of the embryo, and in
being probably metastatic in the ovary ha i ing embryological structures, such as

Santesson®Low potential malignancy

(1968)

Experience has shown that between obviously benign and
obviously malignant neoplasms there exists a group of tumours
that, in their clinical behaviour, resemble true carcinomas in as
much as they give rise to implantationmetastases and ascites -
but have quite a different course. The general epithelial
structures are maintained as in benign tumours but the epithelial
cells show signs of proliferative activity, nuclear abnormalities
and pathological mitosis. However, there is no visible evidence of
infiltrative destructive growth in the connective tissue of the
growth.
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C E NT R A L R L "a. T T Ueber dins Vorkommen von Follikelunlugen in
Al Noubilhingen,
Alemeine Pafbologie u. Pafhelogisshe Anlomie. i Bt 5o ter Berstocksgrchwilae
J—— Raliget

Prof. Dr. E Tiegler  Prof Dr. O v Eahldes
il & P £ 8

e wine sigenihamiohs Fars don frasislosrcisome.
Vou

“Adenoma der Graafischer Follikel “
Kahlden. Centralblatt fiir allgemeine Pathologie... 1895;6:257

Schréder H. Arch Gynecol 1901;64:13-.

Das Oophoroma folliculare,

Veu

Fritz Brenner,
L, Assisteaton dew Lustituis

Hierzu Abb, 1—8 aaf Tall VI=VIII

o A8 i - NS TS

Brenner F. Das Oophoroma folliculare. Frankfurt Z Pathol 1907;1:150 Brenner F. Das Oophoroma folliculare. Frankfurt Z Pathol 1907;1:150
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{Aes dor Universithte-Frasenklindk (o Berlin [Dieekscr: Gobeimrat Scorkl |
Puthalogishes Lastives der Klinik [Prod, Eobert Moyer)]
{Tber verschiedene Erscheinungsformen der als Typns
Brenner bekannten Elerstocksgeschwulst, ihre Abson-
dernng vonden 1 1 und Znordnung
unter andere Ovarialgeschwiilste,

A

Mit 21 Abbibburges.

Brennerm & L1-IE&E (F7=

JVEVESERENC, R
FREEHOEVWEE T, BE Mathias Marie Duval,
MBI IE L L RS
Brenner® Oophoroma
folliculare L DNABIZREE T %
&% Tldizy

Meyer R. Arch f Gyndk 1932: 148; 541-596.
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Ve XXXV Jancany, 193 Newma 1

MESONEPHROMA (VARI

Fio, 4. Tuaor Passcimvac, CosssTise oF Sie

ALe CyRTc APOND!
Facn Gt & Carl ehjler W, Am J Cancer 1939;35:1-21
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Schiller® mesonephroma
[caseno, Lge comment
1 43i%
2 87A  BEA4L
3 207,
4 135
5 697% B HElclear cell adenoca, tubulocytic typeh
6 525
7 40m  HBEREAL
8 38i%
9 2% FHEEEH
10 26/  dysgerminoma, embryoma (teratoma?)%& #f
fﬁﬁ%i)‘?ﬁ?@ﬁwu(iﬂﬂﬁ%ﬂi%&bfliﬁﬁ%fﬁ%“ Fig. 18. Case VI: Cystic Tusmor Smowixe Pariutany Steverure. X 140




Schiller Case 5 697%

Mesonephroma® fll £

H&E ESE RRE
Schiller Mesonephroma ovarii 1939
Kazancigil et al. Papillo-endothelioma ovarii 1940

ARF, IR Angioendothelioma 1941 BARBFLRIZT
Teilum Extraembryonic mesoblastoma 1950
L 1al KR RIES 1953
Santesson, et al Ovarian embryonal carcinoma 1957

45

Teilum

Embryonal carcinoma

Endodermal sinus tumor

1957 HAREFRITT
1959

Fig. 17. Case V: Tusor Parexcuvaa Coxsisting or Saart Cysts LiNen py
ExpotHELIAL-LIKE CeLrs, X 140
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AL ERIT S E
Ui, I (B ANELE
LAY i RIEC- LT 3
P9I LTV S 19574 BAKERS

Fembryonal carcinoma ] 4B B IIEEE

B0 — AR AR D1 R;1953:5:118
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ADENOCARCINOMA WITH CLEAR CELLS
EPHROID) OF THE OVARY

LACKNER, M.D_ FAS

Fig. t. Clear cell ademocarcinoma. (hy perne
«cinoma) of the evary. te the attempts at glandular
formation, and the clear lining cells. Tron-hematonylin-
Sosin, i {6,




“MESONEPHROMA™ OF OVARY
Tumor of Miillerian Nature Related to the
Endometrioid Carcinoma

Roseer E. ScuiLy, Mo, anp Jous F. Bariow, Mp®

Scully RE, et al. Cancer. 1967;20:1405-

Schiller

Mesonephroma

WHO 1st l l

Endodermal Clear cell
sinus tumor adenocarcinoma

hepatoid
— polyvesicular
primitive o

. ) vitelline
intestinal

Yolk sac tumor

WHO 2nd

WHO% #5555 1 iR (1973),

F2hR (1999)

WHO $BEE 1R D B &

|. Common "epithelial" tumor IV. Germ cell tumors

A. Serous tumors.

B. Mucinous tumors

C. Endometrioid tumors
D. Clear cell tumors

E. Brenner tumors

A. Dysgerminoma
8. Endodermal sinus tumor
C. Embryonal carcinoma

D. Polyembryoma

E. Choriocarcinoma

F. Mixed epithelial tumors F. Teratomas
G. Undifferentiated carcinoma 1. Immature
H. Unclassified epithelial tumors 2. Mature

3. Monodermal and highly specialized

II. Sex cord/stromal tumors GolbEd forms

A. Granulosa-stromal cell tumors

1. Granulosa cell tumor V. Gonadoblastoma

2. Tumors of the thecoma-fibroma A. Pure

group B. Mixed with dysgerminoma or other form of germ cell
B. Androblastomas; Sertoli-Leydig cell tumors  tumor
C. Gynandroblastoma
O Undlassified VI. Soft tissue tumors not specific to ovary
VII. Unclassified tumors

Il Lipid [lipoid] cell tumors
pid [lipoic] VIII. Secondary [metastatic] tumors

WHOE2HRD ELHEEH S

RRUEBERERES BN
HEEHT- @
FhiR MBS Zendocervical-like&  [FERSRRREES

intestinal typelZ of Ovarian Tumours

Lipid cell tumor#Sex cord-
stromal tumor| 2@ & 1=

Endodermal sinus tumorZyolk
sac tumorlZ

HLRHE SN -MEBEZEm

WHOS 2R TEMS N =X L ES

* Juvenile granulosa cell tumor
* Sclerosing stromal tumor

* Stromal tumor with minor sex
cord element

¢ Sex cord tumor with annular
tubules

1\
/
Robert E. Scully, a giant

of gynecological
pathology

* Small cell carcinoma
(hypercalcemic type)
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WHO 2003

Serous tumours
Malignant
Adenocarcinoi
Surface papill:
Adenocarcinot
Borderline tumor
Papillary cystic tumour
Surface papillary tumour
Adenofibroma, cystadenofibroma
Benign
Cystadenoma
Papillary cystadenoma
Surface papilloma
Adenofibroma and cystadenofibroma

*High grade serous adenocarcinoma&low grade serous
adenocarcinoma

-High grade serous adenocarcinoma& B & %5 Z5 (tubal
intraepithelial carcinoma)® &

*Intestinal-type mucinous tumor&endocervical-like
mucinous tumor® X |

*Mucinous borderline tumor|Z# [} Bintraepithelial
carcinoma & UmicroinvasionM I & D [+

*Transitional cell carcinoma7F1E
+ Adult granulosa cell tumor& FOXLZZE R
DN EE D F KBS Microcystic stromal tumor&

solid pseudopapillary neoplasm

High grade serous adenoca. {5l

High—grade serous adenoca. [E R {&FE



Low grade serous adenoca. 15

ine tun‘_lo_r

|&serous borderl

—

de
AR
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micropapillary pattern

K 2

Ovarian serous tumor (WHO 2003

Serous cystadenoma Surface epithelium

v (BREEE L)
| 58 D Serous borderline tumor ‘
v
Serous borderline tumor de novo
with micropapillary pattern =iEE

DFEHE
Ynmzuio);‘%i&ﬂ

Serous adenocarcinoma

11



Serous adenocarcinomaZlow grade &high gradeM2 D124 175K N

ORIGINAL ARTHLE
—_—

Grading Ovarian Serous Carcinoma Using a Two-Tier System

Amais Malpica, MD.* Mickael T. Deavers, MD,* Karen Lu, MD, ¥ Diane C. Bodurda, MD, ¢
o N, Arkisnon, MI2 S Deaveid M. Gershernson, MD, Fand Ehv

L Sy Prhed 30043844 504

EBMEOZER DHEEL>Tlow grade & high gradelZ
58| (high gradelFE D K/NFRIHFELLEER)

Low grade serous adenocarcinoma
3 1._',_;‘7-'- | ]

qrade serous cacmoma characterized by oo ool
wrborm e, B Haptoer maglication dersonitratesy ursh. ared rvher chrratn
oty of checariann e [

Low grade serous
adenocarcinoma
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/10HPFELF

+60%H SBTE B 77
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micropapillary

patternh RS 1=

12
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High grade serous
adenocarcinoma
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Serous adenocarcinomaZlow grade &high grade M2 D125 1755k

Surface epithelium
¥ (GERE LK)

‘ @D Serous borderline tumor |

Serous borderline tumor de novo
with micropapillary pattern RiEE
DFE

10mm2LL £ D%

High grade serous
adenocarcinoma

Low grade serous
adenocarcinoma

Johns Hopkins®#iJk M & 3k (Blaustein’ sMD T &)

Surface epithelium
v (BRERE LK)

‘ E @D Serous borderline tumor |

Al
4 :
Serous borderline tumor s de novo
with micropapillary pattern ..: RiEE
g (O} 33
BN OH HEICRIRAL, micropapillary
patternAiHHILE ! !
p53 D mutggion

KRAS, BRAF @D mutation

High grade serous
adenocarcinoma

Low grade serous
adenocarcinoma

Low—grade serousHigh—grade serous(Z=2 <5|Mneoplasm!

NEE. NEE. BEEOESR
BAOWRARRIHET HE
SR EEOH Tl
$HE

%_%Xﬂiigb“ﬂﬂﬁﬁm, HEWFIERICHFE
B

‘B OIRE ERMNLIE ERAEADBITA
Rohdle

IERBOREAGLD MINTHEZE

RADEGBHERICEFES HL
IR, BRRICIEBAGLD ., MUNTHEE
IRERENHOTHIRBICEEFSTE

DR D R TH4FIThigh grade serous adenocarcinomald IS R & (<
BIBLT-Y, LR EEEEEES - IENFMbh TS,
IREET BN EERELT DD HRELLDERNLEREFET S,

13

IBN BIE TIEAREEE Z LlZgenetic backgroundt, 2755

80

‘ L

HG Serous LG Serous ClearCell

@
o

% of mutation frequency
5 &

WTP53
WKRAS
W BRAF
HPIK3CA
HPTEN

L.,

EMCA

CTNNB

Mucinous

Kuo et al. Am J Pathol 2009, 174; 1597-1601

*High grade serous adenocarcinomaé&low grade serous

adenocarcinoma

*High grade serous adenocarcinoma& Bl & % Z= (tubal
intraepithelial carcinoma)® B8 3&

:Intestinal-type mucinous tumoré&endocervical-like

mucinous tumor® X Fl|

*Mucinous borderline tumor(Z§

[} intraepithelial

carcinoma & UmicroinvasionM L&D [+

= Transitional cell carcinomaD7FFE

+ Adult granulosa cell tumor& FOXLZZEE
- O B BE 5 0D #h R R FB AL &= - Microcystic stromal tumoré

solid pseudopapillary neoplasm

»
Endosalpingiasis L]
Mulletian metaplasia .' Exloilaned tumor calls rom
Endemetrial transport o TG o mwasive carcinoma
-
.
.
v .
—  ulterisn " Surtace o invashe
= Inalusions | garcingma
!
() Precursor Y
|"  ondaion  OVary or ]
b - /
< (p— Peritoneum -

FIGURE 6. A prop

is ol pelvic

serous carcinoma, See text for details,

madel for the p q

Kindelberger ct al. Am J Surg Pathol. 2007;31:16
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Kindelberger et al. Am J Surg Pathol. 2007;31:161-169
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Serous cystadenoma

LI kR
2

18 & B Serous borderline tumor

Serous borderline tumor
with micropapillary pattern

10mm2LL £ ;2 iE

NE ERNE
(serous tubal
intraepithelial carcinoma)

Surface epithelium
(RRRE LK)

Low grade serous
adenocarcinoma

High grade serous
adenocarcinoma

KRAS, BRAFGDmutation

TRP530) mutation

WHO 2003

Mucinous tumours

Malignant
Adenocarcinoma
Adenocarcinofibroma

Borderline tumor
Intestinal type
Endocervical-like

Benign
Cystadenoma

15

*High grade serous adenocarcinoma&low grade serous
adenocarcinoma

-High grade serous adenocarcinoma& B & %5 Z5 (tubal
intraepithelial carcinoma)® &

*Intestinal-type mucinous tumor&endocervical-like
mucinous tumor® X |

*Mucinous borderline tumor|Z# [} Bintraepithelial
carcinoma & UmicroinvasionM I & D [+

*Transitional cell carcinoma7F1E

* Adult granulosa cell tumor& FOXLZZE R

DN EE D F KBS Microcystic stromal tumor&

solid pseudopapillary neoplasm

IMBTERER




Vimentin
CK20
CDX2

IMBTEEMBT/SBTIE 2 <Al

MuC2 H
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MUC5AC b
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WHO 2003

Mucinous tumours
Malignant
Adenocarcinoma
Adenocarcinofibroma
Borderline tumor

Intestinal type
Endocervical-like
Benign

Cystadenoma

REHIL
intestinal type




Mucinous adenocarcinoma (intestinal type)

E:l:lM_BT*E%IQ)Eﬁﬁj\Zf)}) ) Mucinous adenocarcinoma (endocervical-like)
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WHO 2003

Mucinous tumours
Malignant
Adenocarcinoma
Adenocarcinofibroma
Borderline tumor
Intestinal type
Endocervical-like
Benign
Cystadenoma

-Intestinal type
Endocervical-like

18

Brenner, @

H Mucinous; metaplasia

Mucinous cystadenoma

Intestinal type Endocervical-like

mucinous borderline tumor mucinous borderline tumol

Mucinous adenocarcinoma Mucinous adenocarcinoma

(intestinal type) (endocervial-like)

FhRMEIES : Carcinomal I BIF DR A
FEEFETORER=Z M4 L=>mucinous borderline tumor

— RIS E DR R = 2M% L= mucinous borderline tumor with
intraepithelial carcinoma

HEEFTOREE= R 10mm2K FE=mucinous borderline tumor
with microinvasion

—EICEHE DR E=ZH10mm2K#H= mucinous borderline tumor
with microinvasion?
microinvasive carcinoma?

ERIE Ik 4 =iRE10mm2Ll_E=mucinous carcinoma



*High grade serous adenocarcinomaé&low grade serous WHO 2003
adenocarcinoma

*High grade serous adenocarcinomaé& Bl & 4% Z= (tubal

. ; . . s T iti | cell t
intraepithelial carcinoma)® & ransitional cefl tumours

Malignant
*Intestinal-type mucinous tumor&endocervical-like Transitional cell carcinoma (non—Brenner type)
mucinous tumor® X Fl| Malignant Brenner tumour
Borderline tumor
Borderline Brenner tumour
Proliferative variant

*Mucinous borderline tumor(Z§ [T Bintraepithelial
carcinoma & U'microinvasionD & D+

Benign
Brenner tumour

*Transitional cell carcinoma®M7F7E

« Adult granulosa cell tumor& FOXLZZE R

DN ERIEE D EH K B Microcystic stromal tumord

solid pseudopapillary neoplasm

19



Ovarian Transitional Cell Carcinoma Represents a Poorly
Differentiated Form of High-grade Serous
or Endometrioid Adenocarcinoma

s, ML
MD, PiD.E

Elyishi, MD, PirD* F Hlivokas
MD* Hir
Youh

hi, MD* Yo
1, MD, FiD.*
Kivoko Keo, AMD, P

e, MD, PRIV
Am Jf Swrg Pathol 2013:37:1091- 1099

Mutation of FOXL2 in Granulosa-Cell

Tumors of the Ovary
M Engl ] Med 2009;360:2719-29.

Adult type granlosa cell tumor®97%|ZFOXL2i&{=F D
402C—G (CI34WZEEAH S

*High grade serous adenocarcinoma&low grade serous
adenocarcinoma

High grade serous adenocarcinomaé& B & %% Z= (tubal
intraepithelial carcinoma)® &

:Intestinal-type mucinous tumor&endocervical-like
mucinous tumor® X Il

*Mucinous borderline tumor[Z# [+ Bintraepithelial
carcinoma & U'microinvasion M iz & D+

* Transitional cell carcinoma®M7F7E

» Adult granulosa cell tumor& FOXLZZER

- O B B2 0D $7 3R 9% BB T = : Microcystic stromal tumoré

solid pseudopapillary neoplasm

*High grade serous adenocarcinoma&low grade serous
adenocarcinoma

-High grade serous adenocarcinoma& B & %5 Z5 (tubal
intraepithelial carcinoma)® &

*Intestinal-type mucinous tumor&endocervical-like
mucinous tumor® X |

*Mucinous borderline tumor|Z# [} Bintraepithelial
carcinoma & UmicroinvasionM I & D [+

*Transitional cell carcinoma7F1E
+ Adult granulosa cell tumor& FOXLZZE R
DN EE D F KBS Microcystic stromal tumor&

solid pseudopapillary neoplasm

FOXLE emden 134

o of tumoun Mutation Mutation (%]

ccrToelele Aac

FOXL2 c.402C>G Kim et al.
Journal of Pathology

J Pathol 2010; 220z 147-152

MEBEOHREEME

Microcystic stromal tumoré&solid pseudopapillary neoplasm

*Microcystic stromal tumor|&£20094 [ZHarvard /51645l D case
seriesE L THRESNT=,

*Thecomatk D 45 E #7118 % £ 9§ % (sex cord-) stromal tumor.
-RAFLIERME

- Z DHRERSINT-HARD R (E845]

SIMEFITIX B —cateninDEEMNEASN TEY .. FAP/GardnerfiE

{RBCEC=-REHIDBHDHED S, wnt/ B —catninfZERDEEIC
FoTH L Adistinct entity&ZEZ 5N TS

*Wnt/ 8 —cateninD EBE TELAEHEL T20104E(Isolid
pseudopapillary neoplasm of the ovaryt¥R&ESh = (35).
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Ovarian microcystic stromal tumor
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B-catenine Exon 3[Zmutation®Y (33FEH DS=>C)

Ovarlan Mlcrocystlc Stromal Tumor

o6
TACC TG 6 ACTHN TG GAATCCA ‘ A
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fi / | f

Macda et al.
o I Saory Patheod 30119812351 0

Ovarian solid pseudopapillary neoplasm

Am | Surg Pathol » Volume 34, Number 10, October 2010)
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Kumamoto University Hospital, Department of Diagnostic Pathology

WHO 2014 Consensus

Borderline

¥

Atypical proliferative / borderline

WHO 2014 Consensus

Tumor of the Ovary

$

Tumor of the tube, ovary and peritoneum

WHOZ$855 3k (2003) D ERRE

o RMEIREDI L—F
o IR IEIRELINE £ RNEDRE
® LR IMEIRIEICEH 1T B 5 R SN ERERER D X B
o IR IEREMBEICH TH LRNELZTDOM

REOMEDIT
o BITELRENDHFRE
o NFAYEHMFME

> ARV NIE AR S 1T HFOXL2EIE FE R
o kA -HE:

» Microcystic stromal tumor

» solid pseudopapillary neoplasm

WHO 7 #8255 3hf (2003) DR E
o SERIIRED T L—F

WHO 2014 (DRAFT)

Epithelial-stromal tumours — Serous Tumours
Benign
Adenofibroma and cystadenofibroma

Serous surface papilloma
Serous adenofibroma
Papillary cystadenoma
Borderline
Adenofibroma
Serous borderline tumor
Papillary cystic tumor
Surface papillary tumor
Malignant
Low-grade serous adenocarcinoma, invasive
High-grade serous adenocarcinoma
Surface papillary adenocarcinoma
Adenocarcinofibroma (malignant adenofibroma)
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1-1C. Serous tumours, malignant
1-1C-L Low grade serous adenecarcinoms, invasive

Change to Low . grade wrom carcinoma?

Definition:
itz may be nontmvanive of invasive

1CD-0 code:
846073

misropspillary type

Epidemiology:
LOSCs account for sbout nearly 10% of all serous carcinomas [20407318). Prior to age 40 years.
imcidence rates for low grade namars are higher, but at older ages, rates for high-grade tunors mcrexse
more rapidly snd predomiinate 19622723}, suggesting possible etiological difference,
factons fow borwrade tamsors are liinod by cuse ensiabers and diagnost reprodocibili

Clinkeal features:
Patients with LOSC present approximutely ose decade earlier than patients with highe-grde serom
carcinonss (HOSC) (19700937}, Ovarian masses can be symplomatic or detected inc

1-1C, Serous tumours, malignant

BUEERIERE, R

Change to Low-grade serons carcinoma?

EHNELRICELL, REABRETHLIBROES. RALOEE
EEERFMDBENHD.

1CD-O code:
84603

TERUNELEER IR R (BR) 2. BN FLERRY SRR IR ]

Epidemiology:
LOSCs account for sbont measty 10% of all serows cascinomas [20407318), Prior to age 40 years,
incidence mates for low grade tansors are higher, but at clder ages. rates for high-grade b
wmore rapidly and predonsinate 19622723}, wggesting possible etiological differences
factors for low-grade mnsors are limited by case numbers and diagnostic reproducibiliy |

Clinkcal features:
Patieats with LOSC et approximately ome decade earlier than patients with highegrade sercus
carcinoms (HOSC) (19700937}, Ovarian mavses can be sympiomatic or detected incidentally. With

" . ;. . 2 v y " ; 4 -y t the vola 1
T 8
1-1C-4i. High grad BB R R
Chaige to High-grade Serous Carcimoma? Change to High-grade Serous Carcinoma? e
Defisiien EH BEORELERL. pSSREFORFEEHSREMALLIERMA 3
A e ot of e cely doplering e HOBHT, LMK, B, HELFEEE B—ErT E AATH
Mlll'ud“alldl .M’m e Falain Y o csine BEhd. BiIK, Bk \—2 &R T IETIRF EHEENRIRE R
corpus are abient. I E—V [FRBHDNL. 3
1CD-0 code: 1CD-O coder
Adenosarcinoma 54413 Adenosarcinoma S441/3 3
Poorly differentiated adenocarcinoma 84613 Poorly differentiated adenocarcinoma $461°3
Symenyms e 4= = e, S k= 3 = 3
Serous carcisoms, serous carcinoma with transitional features; RikfE. BT ERBALO/\S— Ry RRIEE
Epidemiology: Epidembology: 1
High-grade extimuterine serous carcisomss may srise from the fallopian tubs or the ovary bt by the High-grade extrautering seroin carcinonsss may arise from the Eallopian mibe o the ovary bus by the 3
time of detection, the sate of origin is often obssimed by bulky diseass. Accordingly. namars diaguosed as time of detestion. the st of origin is often obsered by bulky disease, Accordingly. mmors Bagnosed
ovarian serous carcinoms might be viewed m an muslgumation of primary pelvic_carcinomas ovarian serous carcinoms might be viewed »s sn smalpunstion of primary pelvic carcisons
[22940485). Noaetheless. these tumons are by comuson fearures and [22940485). Nogetheless. these mumon are charcterized by common epidemiological features and E
clineal behavior, A1 prevent. thsire is no effective sereening tevt [ 21642681 ) clineal behavior. At present, there is o effective sereening test [21642681]
Antizally, there are about 225.000 newly dagnowed ovanan carcmomas asd 140.000 related deaths Agtizally, there are sbout ! and 140000 relared deaths -
worldwide, the majosity of which demonvtrate sevous histology {2 1. Sarous saréinomas wotldwide, the majority of which demomstrate serons hivielogy S1260). Serous carcinonsss
disproportionately affect women in western nations "IJ‘[ 69} with cumulative lifetime risks in the disproportionately affect women in western mations (21351269} with cummlative lifetime miks in the
L8 af 1 dse Johach s bist, e L oicl Lk P T 108 af 1 iee subach s bick e N b bk . Lo lie oo E
=g 10
TN S AL S A . 5 U RIS S I RN R T s st e B VU S LY IS A1 SIS
ar display surface nodules of fumor smaller than 1 cns (these have been clawified s “primary ar display sarface nodules of tumor smaller than 1 cm (theve have been clawified as “prinsary
peritoneal” serous sarcinomas). Tumons are often bilateral. exophytic and demosstrate solid and - peritoneal” serous cascinomas). Tomors are often bilateral excphytic and demcnstrate solid and
papillary growth asd fuid-filled cysts. The solid regioms are tanwhite, and typically consain extensive papillary growth and fuid-filled cysts. The solid regions are tamewhite, and typically cowtain extemive
mecrosis and bemonhage. The fllopian mwbe may be macroscopially involved and not readily E necrosis and hemorrhage. The fallopian mbe may be macrovcopically imvolved and not readily
idewtifisble or o small G, sometines polypeid lesion may be seen ot its fimbriated end. The fimbriss identifisble or 8 small firm, sometinzes polypoid lesion may be seen at s fambristed end. The fanbriac
may be splayed cver the tumor srface L may be splayed cver the hamor sarface
Histopathology: Histopathology:
The vast nasjority of HGSC at diagnosds is lavasive aed rypacally composed of solid nassses of cells with - The vast majority of HOSC at diagnesis bs mvasive and typically compored of solid mavies of eells with
slitelike spaces (Fig. 18). In addition, papillary. glandular and cribrifom aress are comuson. Necroais is slitelike spaces (Fig 15} In addision fandular and cribriforms aress are comm, rouis is
ooty A P e B BIFRET, O M. SWMERL, AECAE. SHALELEADNS. 1
Mmm:-ml&m-ﬂwha-,hdmmm - < g Py
s5¢ wumerous and offcn atypicsl, A papillary panern <losely sesenbling payillary wothelial carcinonss IMEIEBARR T, KB B THE L1 HS. BARNZHBHLI, BRBHRELIE
R N~ ot oot | UIEROENS, R R (BT b RIS BB E RS CEAtGY. £
HGSC lack mvasicn and in the past have errcaeowly been classifed as “bosderline™ umors. These E ChHAKERELDD.
umors display marked aeleas atypia su bigh wiors aetiviry simila 1o theis imvasive counterparn Tomors SRy MATEed IR Sy 550 Bk ot eV wmlar 1o Ther VAN T
HGSCs are CR7 postive and usumally CK20 negative. CAM 5.2, 25, EMA and BER-EP4 are HGSCs are CK7 positive and usually CK20 negative. CAM 5.2 OC-125, EMA and BER. EP4 are
frequently expressed. WT1 [2199 and PANE “"—l:l-llNS' are positive. while calretinin is E Eequently expressed WT1 [21993272) and PAXS (20414008] are pesitive, while calretinin is
negative. ER and PR nuay be focally poitive {23103384). 'm: P53 protein is frequently overexpressed: wegative. ER. and PR, naay be focally positive {13103384). The pS3 protein is frequently overexpeessed:
stremg and diffave positivity indicates that the tunsor very likely has a TPS3 mutation [15644770] L strong and diffave positivity indicates that the tumor very likely bas 3 TPS3 mutation {15644770)
Tumoes i which the ps3 immusostain is completely negative in all likelihood harbour 3 TPS3 mutation Tusmors m which the pS3 immuncatain is sompletely negative in all likelibocd harbour a TPS3 matation
that resales in a truncated protein that is not identified by the antibody, Staiing for p16 is often dEifuse - thar results in a sncated protein that iy not identified by the amtibody, Stiniag for pl6 is often diffine
{19700937] and the Ki-67 proliferation index is usually bigh. L (19700937} and the Ki-67 profiferation index is waually high
Histogenesis: E Histogenesis:
HGSC is the prototypic type II carcinonsa. Based on complete sectioning of the ovaries and fallopian HGSC i the prototypic type 1T carcinoma. Based on cousplete sectioning of the ovaries and fallopian
1 12
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o Rt LINE £ R MEDRE

fubes i wonsen at high risk of developing ovarin cancer. prophylactic salpingo-oophorectonty
specimens have revealed, samall noninvasive and fovasive carcinonsss nnuch more commonly in the
fallopian tube rather than the ovary (11688463; 11745677; 16434598). The nominvasive imtramucosal
numors have been desipmated serous mbal mmaepaibelial earcinomsa (STIC). They have cytological
features identical to HGSC. and aho shovw TPS3 mutation abemant proteim expression. high-proliferation
indicies, and marked penomic imnabiliny (16434598 15489 It b abvo been alwowis that STICs are
present in the fallopisn tube in 25-60% of women with HOSCs that would have been convidered to be
ovanas of prinsary peritoneal based ca formerly used eriteria |1 7255760, 1850TRIS; 20661710,
22317864} The fallopian tube 1 completely obliterated by namour m an additonal 20% of cases. and
be the primusry sne in these cases m well. The STIC in exses of advanced stage HGSCs harbour
tions m the diveminated fumour, estblishing that they sre clomal

7). and comparison of telousere length in matched STIC and ovarian ramsour pairs
vuggest that the STICs are indeed the ealier besion, amtedating the ovarisn tumor (20431470} gl
wm:lyli—”hofme[ﬂas(‘ baowsver. the fllogian tubey s pormal. with ms‘nt
present e total [IUEEITTT TS507535]. Sonie

Bave argued that they are denved from corical wnchmssan cyvis which may have developed from
lamted tubal epithelinm. A report of aneuploidy in inchiion cysts supposts this proposal
436585) . There is some molecular evi suggestng that secretory cells are the cell of

Alluwhﬁu-nmthnmmd impending paradigm hift baved on theve obuervations, it
misit be emphasized thar definitive proof of & nabal origin for most HGSC is lacking. The beur evadsnse
s m BRCA! mutation carmens who comstitute mo move than 10 of patents. Whether SRC
aviecisted and sporadic HGSC arive frons the mibes is highly hikely bus less clear and a fims conchs
awaits further investigation and confimsstion
I any event. netie feanares of HGSCs (see bel
LGSC | indicating that these tumars
T donadon

) are distinet frons thoss detected in

velop abong distimctly different and

specimem have revealed, small
I:llcpuu tube rather than the ova
5 bave besn dasi
features adent;
FERDBMBEETIHNEDIVNEEERFETHIEEZLN
2XIEN25~60%TSTIC (BE L EWE) A, FET L
7864). The fallopian fube i completely cbliterated by hunour m an addifional 20%% of cases, and

muay be the primary site im these cases a5 well. The STICS in cases of sdvanced stage HGSCs harbour

identical TPS3 mutations av the disenumated tumour, establishing that they are clonal

|21990067; 11294827}, and companison of telomere Jength in matched STIC and ovarian fumonr pairs
UL, £AEHEBPHITRERL TOR B ERRERED15~30% TIRINEFERT,
STIC. REEOLFThEBHONELL.

have argued that they are derived from corfical inchision cysts which may have developed from

iigwﬁ%ﬂﬂlﬂﬂﬁ“&'Eﬁtliiﬂiﬁtﬁwﬁﬂﬂﬂﬂﬂﬁﬁhézb’éi?ﬁ%i%#mﬂm#(

EvAsiVE EarciBoman n|l5~’1 more consmonly i |
1745 1 9%]. The nonimvasive mbramic

UEDHMRISESVNT, SFSCRETAESMEDEE (VSSF ALY TN AEoTNDE
WX 5H. oL DB ERRIERELS N ERR THALE T REMTIERTELE
uﬁ:&iﬂﬁﬂéhéﬂ\Eb‘bé.
In sty event. the molecular genetic fearnres of HGSCs (iee below) are distine
LOSC {1102435: 19383911) indicating that these tumors develop along

a those deteered in
stinctly different and

WHOZ %55 3hfz (2003) DR &

o HLRIEIRIEICH T SRR LNTRAT R D XA
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15 16
WHO 2014 (DRAFT) WHO 2014 (DRAFT)
Epithelial-stromal tumours = Mucinous Tumours Epithelial-stromal tumours — Mullerian tumours of mixed cell type
Benign Benign
Cystadenoma Mullerian mixed cell type
Cystadenoma and cystadenofibroma Borderline
Borderline Borderline mullerian tumours of mixed cell type
Mucinous borderline tumour, gastrointestinal type Malignant
Mucinous borderline tumour with intraepithelial carcinoma
Mucinous borderline tumour with stromal BOROCACITIIE->
microinvasion/microinvasive carcinoma
4
Mucinous borderline tumour, endocervical-like = ﬁ“ ﬁ
Malignant
Mucinous carcinoma
Mucinous tumor associated with mature cystic teratoma
Mucinous cystic tumours with mural nodules
17 18
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1-2. Epithelial-stromal tumours - Mucinous tumours
1-2A. Mucinous tumours, benign

1-2A-L Mucions cystadenama, cystadenofibrama

Definithon:
el

1CD-0 coide:
Miucimiots cystadencas 84700
Mucmous sderofibrons snd cystadenofibroma 50150

Symonyims:
Mucinoas cystadencoma; mucinows sdenofibroma

Epldemiology:
Muciziots ¢y accomnt for 80% of all primasy ovasian muciious fumors.

Mucinons adenofibromas are un..mmuﬂu Iﬂn\‘(ﬂll 1996729}

al features:
© seen i patients with a wide ape range. Mean age is 20 vears. The most conmson
o

1-2. Epithelial-stromal tumours - Mucinous tumours
1-2A, Mueinous tumours, benlgn
L2AL Mucinous cystadenoms, cystadenafibrama

Definition:
BIRELL K (WA, /SR —h S, BPIRR 52 IR L E) THRESh - RIEIES '
1CD-0 corde:
Mucmons cystadenon 84700
Mucmous sdenofibrons and cystadenofibroma 50150

Symonyms:
Muchions cystadenomsa; mucinons sdenofibrona

Epldemiology:
Muciious ¢y accomst for #0% of all primay ovarian mncinons tmors,
\[ucu|mhmle|m‘]l"(mm\ are vncommon {15626914; 1996729},

Clinbeal features:

¢ tange. Mean age (5 50 vears. The most common

19 20
1-2B. Mucinous tumonrs, borderline 1-2B. Mucinons tumours, borderline
138, ipe [wrtsrenns-ann |
Definition Definition 3
Tunions copoied. o [N il e et i BENPEEORIE T ERLOKASH LRANTHRSLSEET, Bl |
ol ’m';:',m s e e b e ""“"‘“ﬁ"‘“ﬁ':; BREERTALNSLVLBEDEEERT. TOLSLRBIESEMATE [ |
hmmmdm_ Tl Bl s 2kt Fow strasi] S o Ao BED10%EBABDAEE SHDIVENH L. MERBIERHSNENA, HUNRE
DBWBELEFH-SINRBREORY TIFAL.

ICD-0 code O O codr

4721 TBD 4721 TBD
Symonyimt Symonyims
Atypical proliferative mneinous tmor Atypical proliferative mucinous tumar
Mucinous borderfine fumor Mucinous borderline fumor
Maucinous umor of low malignant potestial Mucinous tunsr of Jow malignaut potential
Epidemiology Epideimbology
These numers are the second most commou type of atypical proliferative borderline umor in North These mumors are the second most conmson fype of atypical proliferstive borderline ramar in North
America and Europe, compriving 30-50% of wich tunors. but are the most consmon form i Asia America and Europe, compriving 30-50% of such fumors, but are the most common form in Asia
making up about T0% of atypical proliferative borderline tumors 11454 waking up about 0% of atypical proliferative borderline musars {21464732 3
Clinieal features Clinical features
The mmiors occim across 3 wide ape range from 13 to 85 yean, with & mean age of 4049 years The mumors occim across 3 wide age range from 13 to 835 years with a memn age of 4040 yean b
[B500070; 21464732; 17414101; 11075847; 10366144], Patients most often present with an abdorminal [B500070; 21464732; 17414101; 11075847; 10366144]. Patients most ofien prevent with an abdominal
D T ] BNEEEHSHRIESRBIES RIEEEEILES) SZ 5 mm 8. Bl
b greatest linear extent or 10 spaase mum, with oo of such foci e ¥ ol Y
alloived i & gives Buoe | 7022054: §666350; 5850171; 10366134; 12090592: 11075847: 11812036; 10 mm? RiBDNZEEOFEICLoOTER S RBEOMIMDEL
21464732}, It is charscterized by single cells. glands, o small chusters isests of nmucinows epithelial celly T1368737] T e chascierized by vmgle celly, ghnds os wnall chusiers nests of suncinous cpithetial cells
within the strouna or as small foci of couflvent glandular or erbiforn growth within the wiroma BUNERECZ2oDRER DS (1) M kRS R EEES L A EDEE (low-

R e e o RCEgmIS G AN el grade) DEEE RS HIHAIC S HMEMA/NER L THRS SMEARUNZE (stromal
of stromal invasion by cells sinilar to the borderline mucinous mmor, and (1) N B i = i — =
carcimam which consiss of small foci of invavion dEsplaying ki microinvasion) . (2) ¥& 4R RO E (high-grade) DA R R %R T /INE

features. similar i musinous carcinoma |{15197962). Some tumors with micromvasion aho have R TH RSN S0 28 (microinvasive carcinoma)
mtmepitiselial eaeinonss (see below). Based ca Himited dasa, the recwrence rate for smuncious maors e Tvee below] aved on Temied Tata. The Tectmmence 1a7e Tor FBCmon TEnor
with microiavasive carcinemsa is 3% and the nemor-related death rate i less than 8% with adverse with microlavasive carcincma s $% and the mumos-related death rate is bess than $% with adverwe
bebavior restricted 10 FIGO stage IC numors [17414101) behavior restricted 1o FIGO sape IC rumors [17414101)
APMT with desplays featares of APMT and in addition ha foci with marked L EABESHRIESRBEIES (RIS RIS (& (AL HRBMEE
:“‘"W*‘:‘hf’" ’ qﬂf*'[fnmfml“"“w““ Meyers i shsance BOMEITNAT, FPCHBRERIEEBEMHS. BRI —2HIVEHEM3EEE

P —. Wi tHodion oRnl ZBLROBRAHON T, BEOMMBIAALLENMES R ERABEELLL.
Iamnnoprofile Tmnoprofile
CKT is rypically diffasely positive wherens CK20 displays variable positiviry fusually Jess exsensive CKT i typically diffiscely positive wheress CK20 displays vasisble positivity (wsually less extensive
than CK7 expression). COX2 ranges from negative to positive and PAXS is nearly abways negative as is than CK7 expression). CDX2 ruges from negative to positive and PAXS is nearly alveays negative as is
ER and PR [16080043; 16031948, 16204196) ER and PR [16980043; 16931928; 16294196}
Histogenesis Histogenesis
These tansors appear 1o arise from benign mucinoiss cystadenoma, although some are wmdoubtedly of These tamsors appear to arite from benign mucinous cystadencmas, although some are undosbtedly of 4

23 24

26




1-68. Miillerian tumonrs of mived cell type, borderline
1-68-L Borderline millerian tamours of mived eell ype

Definition

A nosigvasive proliferative epatbelial nnsour composed of more than one epithelial cell rype most ofren
serous, and endoservical-type mucinous, sometinses endometrioid, and less often chear cell, transitional
or squamons.

ICD-0 eoile

3231

Symonyms
Endwtmul-l)pe lluim\ ImduIncm ms boninhlc o, mﬂlmlnmlum

Epidemiology

Thin s &0 uncommon imos sod sccounts for spproximately 1% of ovarian atypical prolifertive
mumonrs.  In the past they have been considered a subset of mucinous numors (endocervacal type). and
therefore of all mucinous atypical proliferative (borderlme) mmons, they account for 4-15% of cases
4069}

1-68. Miillerian tumours of mixed cell tvpe, borderline

1-6B-L Borderline miillerian tumours of mized cell type

T
AL E R THEA SN IFRBIE ORI ERIEES T, RESMEESS
URERRBMESEE T 5. CSITRNRMATHMRS ., FEENLO OB
. BT LR MM, R LML HONS.

1CD-0 eoile

532311 1

GE+

AR AR B RS SRR S EE. So—S5—FRNRIERFEL

EX(MMBT)  EERI2—5—FIES. RRREN (EREN 32 —5—FES
Epidemiology
This i an Encommon for approxinastely 1% of ovarian stypical p
mimosrs. b the past they have been comsidered 2 subset of mucinoas tuwors (endocervical
therefore of all mucinous atypical proliferative (borderling) mumors. they sccount for 4
13334969

wor and sccouy

erntive
pe). and
w of caves

25 26
NS IR ( ) DES WHO 2014 (DRAFT)
WHO 7835 3hk (2003) M %k =E
Epithelial-stromal tumours — Transitional cell tumours
Benign
Brenner tumours
Borderline
Borderline Brenner tumours
Malignant
_ Malignant Brenner tumours
4 =
® BT L RBOHEAE
Transitional cell carcinoma
27 28
1CD-O code 1CD-O code
S000°3 SO0/ 3
Malignamt Bremser tumonrs acconunt for bevs than 5% of Brenner tumonns | S074634:5040741:2321577) Malignant Brenner fumours acoount for less than $% of Breaner tumours {$074634:5040741
Climical features. Climical features.
These tamors cccur in women over 50 years of age. Patients present with an abdominal mass or pain These numors occur in women over 30 years of age. Patients present with an abdansinal mass or pain.
Some may have abwormal vaginal blecding. {3570630:4008816) Some may have abwornaal vaginal Bleoding 4005516
Macroscopy Macrascopy
The rumours are wwnally large with a median size of 16:20 cm. They may be solid or eystic with mursl The rumours are usually large with a needian size of 1620 cm. They naay be solid or cystic with sl E
nodules. Typically, they exhibit a benign Brenmer tusour component which may be fibromatons and nodules. Typically, they exhibit & bemign Brenser tamour compopent which may be fibromatous and
caleified. Malignant Brenner bansours are bilateral i 12 3570630}, Abowt B0 of cases are caleified. Maligmant Brenner hamenirs are bilsteral in 12% of caves [3570630]. About B0% of caves are E
confined 1o the ovary {stage 1) at the tmme of diagnosis. confined 1o the ovary (stage 1) at the time of duagnesis.
Histopathology Histopathology b
The namor is composed of irregularly shaped masses of nualignant tramsiticnal-type cells. Cystic areas e tumor is composed of menn'lml\ \Iuml masses of xu.ll.mnm transitiomal-rype celli. Cystic areas
witkin the numoe age lined by sultilayered epithelium exlibiting byperchsomatic and plesmonphic nuclei witlsin the numor age lined by pithelinm exhibiting lyperch and pl diic muclei E
nd gromment mitstic astivity. Invasion alt 10 detect bocanse of the demsaly fibronsmons /nd prominent matotic activity. lnvasion maay be difficult to deteet besause of the demsely fbromarous
background of tumor but desmogpla sons are helpfil fearures in identifying background of the mumor "
tmequavosal stromal imvasion. Rarely the invasive compont Wﬂ s 10 arise direstly from a benigu
T T e T e s RIS 3L NS AR L NBOEDS S BEG B LR
T B e e A NN PO o Bl prade et o LESME (BT ERBENO/ 5—2) R BBEEOREEH DV TENEIRETSH
doid carci with transitional cell-like differemtistion. No comvmemg cxamples of a BEAREMEER T OBENHD.
malignat Brennes mumonr .nln|l§ﬂ=|\ lacking a bensgn or atypical proliferative componens have been Tirenner rumotr complesely Jackmg & bemgn of afypical prolferative consponent ha E
repoT 0! 108017 01§212:23108017}
2 W
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DFEYMFHIFAR
> A BRI MRARE S & T HFOXL2BIEFE R

(SF=1). WTI and CDE6 [2137R540] (19053868) [15754297], Grasulosa cell nmors are vimentin
positive and most are keratin pegative. Occasional tumors show focal o diffuse staming for the low
molecular werght eytokepntins 8 and 15, Granailosa cell namor is negative for epithelial membrane
antigen (EMA). There is positive staining for smooth misscle actin im msost fausors, there is membrane
staining for CD99 i up 1o 70 %, and abous 30 % are positive for 5-100 protein.

Histogenrsks
Graniilosa cell numer develops from the granulosa cells of ovarian follicles

Genetic prafile

Granulosa cell mmor ytogenstics have not been extemsively smdied; the most common abmormalities

reposted have been trisomy 12, wisomy |4, monosomy 16 or deletion of 16q uad menosomy 21
B053}

[14790439] NIWWWMIMWM(&CWQ]Q
‘muare than 90% of adul 1 i 1

Proguasis and predictive factors

Standasd reatment is totl sbdeqinal y 2nd bilsteral salps r. Unilateral
salpingo-cophorectony is appropriste meatment for stage LA nsnors i young women who wish to setsin
ir fertility, The recurence rate is 10-15 percent for stage 1A tumors and 20-30 percent ovenll
uloss cell numons grow slowly snd metastases are ofien detected more than ¥ yesss after mitial
treatment, sometimes after mbervals of more than 10 years. It is difficult to predict the prognesis but
unfavorable Eactors inclisde bsge size > | Scn), balaterality, numor rupeure and spread beyond the ovary.
The stage iv the single nsost powerful proguostic indicator. There is no comelation between the
msicroscopic patterm and the clinical owcome

Cir
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- Sex-cord stromal tumours — Pure stromal tumours
Fibroma
Thecoma, typical
Thecoma, luteinzing
Fibrosarcoma
Sclerosing stromal tumour
Signet-ring cell stromal tumour
Microcystic stromal tumor
Mixed sex-cord stromal tumours
Adult granulosa cell tumour
Juvenile granulosa cell tumours
Sex-cord stromal tumours — Sertoli cell, Sertoli-Leydig cell and
Steroid cell tumours
Sertoli cell tumour
- e . + "
® ¥ﬁ;§% *&:E'\ - Sertoli-Leydig cell tumour
» Microcystic stromal tumor Sex cord tumour with annular tubules
> Solid pseudopapillary neoplasm Sex-cord stromal tumor, NOS
» Leydig cell tumor =
Steroid cell tumor, NOS
1-7G. Microcystic stromal tumour Hi:loq.qrhnlap-
the wvaries according 1o the relative promimence of the 3
Definition: f\m-luum'-d .\unp\mm-. migrocysts, solid cellular regions and Gbrows stronss. Macrocysts usually, but
A rare benign ovarian tamsour which is probably of stromal origin and charactesised by the presence of not abways. p pattern i+ ch d by small rounded 1o oval cyvtic
Eutinetive microcystie aschitecture spaces. in areas coalescing 1o harger mvegular channels: imtea, dasmic vacuoles sre also frequentdy
present. The solid cellular areas are nsally focally mtersected by fibrons bands and hyaline plagues. The
1CD-0 code: wells contain 4 mederste amount of finely grasular. ighly eosimophilic cytoplasm. with generally blasd,
TBD round 1o oval or spmdie-shaped mucler with fine chromatin and small mdistinet puclecls. Focr of bizamre
muchei are present in some caves. Mitotic activity is low. These neoplams are msually positive with
Climieal features: CD10 and vimestin while mnhibin and calretinin are typically negative {18971779). Cytokersting are
I the enly reported series of 16 caves, the patients ranged from 28 1o 63 (mean 45) yean of age and sometinses focally .-cmm: 1\|u|= ql|!||=|u| acembrane antigen i negative (15971779}
rypacally presented with symptoms refersble to 0 pelvic maw[18971779], Honnonal numifessations lear stainitng of B-carenin malml
were possibly present in 2 patients. Seven patients with available follow-np were without evidence of
disease a1 a mean of 4.25 years from the tane of imitial diagnosis [18971779) Histogenesist
These are presumed to be of ovarian stromal origin. although the kistogenesis i not firmly established
Macroscopyt
Il nEnours in the only reported series of 16 cases were umnilsteral with & mean size of §.7em (rnge 2 10 (-lele profile:
ITens) and nooe exhibited evidence of extracvanian spread [18971779). The nusouss wese solidecystic 306 analyvis in 2 cases revealed e of an idemtical poist mstation, ¢ 9800, in exen § of
(11 cases), solid (3 cases), or predonsimsently cystic (2 cases). The salid compowsent was usnally firms and [-ctenin (CTNNBI) [2ISSI488], Thes 1» an oncogemc mutation that causes replacement of serne with
tam or whitetan. but in 1 case was yellowish: soft foci were present in 3 cases and small foci of eysteing 31 codon 35, leadmg 10 the loss of a phosphorylation site in the P-catenin proten. This suggests
aemonhage, necross, or both, i 3 that dysregulation of the Wit Pecatenin pathway plays o fandumental role in the pathogenesss of ovarian
sEcrocystic stromial namour
"I\mp-llmlng_w.
On t the varies sccording to the relative prominence of the 3 Proguesis and predictive factors:
fundamental comporents: nxicroeysts, solid cellulas regions and fbrous stroma, Microcyss uually, but Makignant behaviour or extraoy spread lan not been reported in any of theve neoplasms.
mot always, The pattern i by small rounded to oval cyuic
35 36
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Miscellaneous tumours
Tumours of rete ovarii
Adenoma
Adenocarcinoma
Wolfian tumour
Small cell carcinoma, hypercalcemic type
Small cell carcinoma, pulmonary type
Wilms tumor
Paraganglioma
Solid peudopapillary neoplasm

37 38
1-13G. Solid psendopapillary neoplasm
Defimition:
Tumour norphologically ideatical to the neoplavm of the same mame in the pancress
Symomyms:
Salid and preudopapillary musous .
Epidemiology:
are
Clindenl feansres:
OVANAD s | 2
Macroscopy: E
Tumotrs are offen | 10 cm). They have a solid and cystic cut swrface. the former being frisble and
yellow 10 tan | 20671224; 21979%59)
Histopathelogy:
The mumous is usially well ciscumscribed. The neoplastic cells grow in sheets and nests. aad less
frequently in cords and preudopapillse. The mests and sheens are surounded by septa that may be
hyakinized and contain a delicate vascular network. The pseudopapillac bave mywoid or myxolryaling
o cell bayers. Microcysts filled with colloid-like material may be
1 pals (sometimes fo
selula (a5 well ext
40
= =] . 2 = -
I @ Grad I ? Grad
UNE B rading 2 rading
Grading The prading of endometnioid carcinoma of the ovary is the samse as for endometrial |ﬂﬂi?ﬁﬂﬂﬁﬂ%ﬁ0)7|./—714‘/7l¢;'§W’ﬁ@ﬁﬂﬂiﬂ%ﬁ&lﬁﬁ?ﬁb. |

adenocarcimoniy of the utenss (see chapler Xk Most ovanan endometiioid carcinoanns are well-
\Lll‘]ﬂﬂilnrn‘ ‘mt alow low-grade mncler. Thus, nuclear grade is the best discrmmiestor. Poorly
are preid Tv solid wirl focal microglandular areas. Miotic
activity is ligh (up to 5 or more mn.-u.\ per HPF) and spuanois or secretory change 15 rae
Hemorhage andior pecrosis are prominen) Most carcinongxs with these features are
curently classified & serous based on recent THC studies which show an inumnoprofile more
consistentent with HGSC (See below), {; . Rarely, ovanan with 2

“

\hﬂumalnml and slow qu grade mn.lu Thus, muclear grade is the best discriniinntor, Poorly
are Iy solid with focal macroglandubar areas. Mitotie §
activity is high (up to 3 or more witoses per HPF) and squamous or secretory change is rare

High-grade DOEREIRE (. RO REMABIEFHRREE RTINS, WREREL R
ST RES. HOVIEEREBEZOLD. THS.

® Grading(Grade-1—3)IZDWWTHEEESN TN
DITFERIERTED H
SRR, AR, BRMRRICOLTIEEEL
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Epithelial-stromal tumours — Clear cell tumours
Benign
Adenofibroma (and cystadenofibroma)
Borderline
Clear cell borderline tumour . ﬁ‘] Bf—f: ?
Malignant
Clear cell adenocarcinoma

43
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Epithelial-stromal tumour — Endometrioid and Endometiroid stromal
tumours
Benign
Cystadenoma
Cystadenoma and cystadenofibroma
Borderline
Cystic tumor
Adenofibroma and cystadenofibroma
Malignant
Variant with squamous differentiation
Ciliated variant
Oxyphilic variant
Secretory variant
Endometrioid stromal tumours
Low grade endometrioid stromal sarcoma
High grade endometrioid stromal sarcoma
Undifferentiated endometrial stromal sarcoma

44
1-30-ii. High grade endometrioid uromal sarcoma Mixed mullerian mesenchymal tumours

Defluition Benign
A mesen 1 endometrial stromal differemtistion lacking the nucleas Adenofibroma
pleot i

Malignant
1(H|Ia,.u code Adenosarcoma

Malignant mullerian mixed tumor (carcinosarcoma)

Histopathology
These rare humours dem y modest endometnial stromal differentition without marked nuclear
pleomorphinm as ve ibferentiated sarcomas.

=3 = VAN L=
ANIRES &Y 7Bt - JhiL
To date they bk the YWHAE-FAM2Z resnlting from translocatson 1 10:17) {q22.p13) that is seen in e
conmey uterine famours.
Referenmce list:
None
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VIRE-BEOEA
»Microcystic stromal tumor
»solid pseudopapillary neoplasm
>High-grade ESS

v Atypical proliferative terminology
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