Ovarian Tumours – 05-11-03

ENDOMETRIOSIS (Robbins pp 1057)

Endometriosis is defined as the presence of endometrial tissue outside the uterus. Adenomyosis is defined as presence of endometrial glands in the myometrium. The ovaries (36%) are most frequent areas of ectopic tissue. The endometriotic tissue is still under influence from hormones. Pathogenesis: 1) Regurg theory: Retrograde menstruation into fallopian tubes + ovaries may also take some endometrial tissue, 2) Metaplastic theory: Endometrium arises from coelomic epithelium, and can arise in odd places, 3) Vascular/Lymphatic dissemination theory: endometrial tissue dessiminates through blood/lymph. Clinical features: painful menstruation, painful coitus, pelvic pain.  Morphology: Macroscopically: haemorrhagic spots, scarring (from bleeding), ovaries have chocolate cysts (filled with brown blood debris). Microscopically: endometrial glands, stroma, hemosiderin pigment. 

Why isn’t endometriosis cancer? 1) Under influence of hormone, 2) 2 cell proliferation (not monoclonal), 3) mortality rate none. 

ENDOSALPINGIOSIS (Lecture notes)

The fallopian tubes have a simple columnar epithelium and are ciliated. Sometimes, you get this tubal epithelium in sites other than the fallopian tubes. Common sites are: pelvic peritoneum, ovaries etc. Morphology: Macroscopically: not under influence of hormones, so no scarring. Microscopically: You see tubal epithelium with fibrous tissue surrounding it, no glands. 

OVARIAN TUMOURS (Robbins pp 1067)
Tumours of surface (coelomic) epithelium

There are various types of these tumours. Each of these types can be benign, borderline, or highly malignant. 
Serous tumours: General: The tumour is filled with clear serous fluid. Most bilateral. Epidemiology: Account for about 30% of all ovarian tumours, 25% malignant. Morphology: Macroscopically: cystic neoplasms lined with tall columnar cells, neoplasm filled with serous fluid, papillary projections seen in malignant cases. Microscopically: benign tumours (cystadenomas) have little/no papillae, borderline malignant tumours have increased papillae and show signs of epithelial stratification, malignant tumours (cystadenocarcinomas) have complex papillae with malignant cell features (atypia etc), psammoma bodies ( characteristic of serous tumours. Clinical course: Transcoelomic/lymphatic spread are common. Prognosis is poor if peritoneum is involved, otherwise close to 100%. 
Mucinous tumours: General: Sticky mucin present within cysts. Most not bilateral. Epidemiology: 25% of all ovarian neoplasms, most are benign/borderline. Morphology: Macroscopically: large multicystic tumour, sticky mucin inside, Microscopically: benign tumours: tall columnar epithelium, borderline: papillary structure, epithelial stratification beginning, malignant (cystadenocarcinoma): epithelial stratification, loss of glandular structure, necrosis. Clinical course: Pseudomyxoma peritonei is a condition associated with mucinous ovarian tumours: involves mucinous ascitis, peritoneal cysts, adhesions. Ovarian tumours spread: transcoelomic/lymphatic. 
Endometroid tumours: General: Tubular glands resembling endometrium present. Epidemiology: 20% of all ovarian tumours, 10-15% coexist with endometriosis, up to 30% associated with endometrial carcinoma. Morphology: Macroscopically: solid & cystic areas, Microscopically: glandular pattern similar to endometrium. Clinical course: 40-50% 5 year survival rate. 
Clear cell tumours: General: epithelial cells that line tumours have lots of clear cytoplasm. Morphology: Microscopically: clear cells arranged in sheet form (solid tumours), tubular form (cystic tumours). 
MALIGNANT MIXED MULLERIAN TUMOUR – MMMT (Robbins pp 1063)
I don’t know why this is talked about in the “Ovarian tumour” lecture when Robbins explains it to be a Uterine problem. Can anyone help me with this? Can these tumours occur anywhere in genital tract?
In MMMT (these are highly malignant) – there is a bit of both types of tumours: epithelial, and mesenchymal. There is malignant glandular pattern and malignant stromal elements. The stromal elements may be: cartilage, muscle, osteoid etc. Both types of tissue derive from one cell (monoclonal) – because epithelial markers are present in stromal cells. These tumours occur in post-menopausal women. 

PROLIFERATING / BORDERLINE TUMOURS (Lecture notes)

In these types of tumours, there is evidence of proliferation and spread but all of this is benign. Serous tumours are most common. In serous tumours, the epithelium proliferates uncontrollably, but don’t invade stroma. They are cystic tumours with luminal/surface papillae. These tumours are not cancer! (i.e.: malignant). The mucinous variety is similar in that epithelium is uncontrollably proliferating, except now there is mucin. Arrangement is multicystic. 
IMPLANTS (Lecture notes)

These are just spreads of primary cancers. Refer to lecture notes. 
PSEUDOMYXOMA PERITONEI 

Refer above. Refer to pp 1071. 
