	Neoplasm
	Cell type
	Characteristics
	Malignant Potential/Prognosis
	Risk factors/epidemiology

	Ovarian – Surface Epithelial Tumors (65-70% of ovarian neoplasms) – tumor marker = CA-125

	Serous tumors
	Ciliated epithelium
	Frequently bilateral

S. cystadenoma: unilocular or paucilocular cyst(s) lined by simple serous ep.
Borderline s. tumor: complex papillary growth pattern w/atypia, psammoma bodies, no stromal invasion

S. cystadenocarcinoma: as above, but with stromal invasion
	Benign to malignant, dep. on type
	(Risk factors for all ovarian neoplasms: nulliparity, low parity, family history)

Most common ovarian neoplasms (40%).
Benign: <40 yrs
Borderline: 20-45 yrs.

Malignant: >40 yrs.

	Mucinous tumors
	Resemble intestinal or endocervical epithelium
	Less often bilateral; multilocular; large.
M. cystadenoma: 80%

Borderline M. tumor: 10%; ↑complexity, glandular/papillary growth w/atypia, stratification of cells. May resemble colon adenoma.

M. adenocarcinoma: 10%; as above, more complex, w/ stromal invasion. Rarely a/w pseudomyxoma peritonei (malignant mucinous ascites). 
	Benign to malignant, dep. on type
	As above, but 10-15% of ovarian neoplasms.

	Endometrioid tumors
	Resemble endometrial gland epith.
	May show squamous metaplasia.
E. adenofibromas and borderline e. tumors are rare.

E. adenocarcinoma: 40% bilateral, 15% coexist w/ endometriosis; solid, not mucinous.
	Most are malignant.
	As above

	Clear cell tumors (adenocarcinoma)
	Variant of above
	40% are bilateral

Cells have clear cytoplasm or “hobnail” morphology (apical nucleus).
	All are high grade, aggressive, rarely survive 5 years.
	As above

	Transitional cell tumor
	Resemble bladder urothelium
	Brenner tumor most common: nests of transitional epith. in fibrotic stroma, may be a/w mucinous tumor.  90% unilateral.
	Benign
	As above

	Ovarian – Sex Cord-Stromal Tumors (10% of ovarian neoplasms)

	Granulosa cell tumor
	Granulosa
	Usually unilateral; estrogenic; may present w/post-menopausal bleeding or precocious puberty, rupture & hemoperitoneum.
Small cells w/grooved “coffee-bean” nuclei; microfollicles (Call-Exner bodies)
	Malignant but indolent course in 5-25%; 
Risk of endomet. hyperplasia/carcinoma
	May occur at any age, most (2/3) post-menopausal

	Thecoma-fibroma
	Theca
	90% unilateral; estrogenic (→AUB)
Solid stromal tumor, plump spindle cells w/cytoplasmic lipid droplets (Oil-red-O + )
	Risk of endomet. hyperplasia/carcinoma
	

	Sertoli-Leydig cell tumor
	Sertoli & Leydig 
	Tubules & solid cords of cells, resemble immature testis; 50% androgenic, virilizing.  Well to poorly differentiated.
	Depends on differentiation & stage
	

	Ovarian – Germ Cell Tumors (15-20% of ovarian neoplasms)

	Dysgerminoma
	Primitive germ cells

	Analogous to seminoma in testis; Sheets of large, prim. germ cells, intervening stroma w/ lymphs, occ. syncytiotrophoblastic giant cells; hCG in <10%.
	Radiosensitive, so good prognosis 
	(GCT’s in those under 35 yrs.  Most common ovarian malignancies in girls.)

	Endodermal Sinus (Yolk Sac) tumor
	Yolk sac differentiated
	Schiller-Duval bodies and hyaline globules;
α-FP and α1-AT markers.
	
	Rare, mostly in children.

	Choriocarcinoma
	
	Must be differentiated from gestational origin; 
Malignant syncytiotrophoblast capping malignant cytotrophoblast; hCG and hPL markers.
	Malignant
	Rare in ovary, usually w/ other GCT

	Teratomas
	Embryonic germ layers
	Mature = benign cystic t. (dermoid cyst) or   monodermal (e.g., thyroid – struma ovarii)
Immature = malignant; CEA marker in minority
	Depends on grade if immature (malignant)
	

	Embryonal carcinoma
	Primitive
	Primitive, anaplastic tumor; α-FP, hCG, hPL in some
	
	

	Uterine Neoplasms

	Endometrial polyps
	Endometrial gland
	Benign proliferation of endometrial glands projecting into uterus, may cause AUB
	Benign
	May be a/w hyperplasia, Tamoxifen treatment

	Leiomyoma 

(aka “fibroids”)
	Smooth muscle
	Proliferative behavior depends on hormone levels.
Sharply circumscribed masses in myometrium.

Micro = whorled bundles of smooth m. cells.

Several subtypes.
	Benign
	Common – 1 in 4 in reproductive life, but seen in all ages; ↑incidence in African Americans

	Endometrial carcinoma
	Endometrial glands +/- epithelium
	Common types:
Adenocarcinoma (malig. glands), adenoacanthoma (malig. glands + benign squamous epithelium), adenosquamous carcinoma (malig. glands and malig. sq. epithelium)

Uncommon:  Clear cell carcinoma, papillary serous carcinoma, mucinous carcinoma.
	Depends on grade and stage, but papillary serous and clear cell carcinomas do poorest.
	Most common invasive GYN cancer; 75% occur in post-menopausal women. Risk: ↑ estrogen due to obesity, nulliparity, early menarche/late menopause, estrogen therapy, anovulatory cycles, atypical endometrial hyperplasia.

	Malignant mixed mesodermal tumor (MMMT)
	Uterine or other mesodermal
	Mixed tumors: malignant glands and stroma.
Homologous = uterine origin

Heterologous = “foreign” (fat, bone, skel. muscle, etc.)
	Poor prognosis, 

5-year survival ~30%.
	Post-menopausal women

	Leiomyosarcoma
	Myometrium, malignant smooth mus.
	Diagnostic criteria = 1) Mitotic index; 2) Cytologic atypia; 3) Coagulative tumor cell necrosis.
Necrosis is the worst prognostic indicator.
	Recur and metastasize (via blood); poor prognosis, 5-ys=40%
	Most common uterine sarcoma.

	Endometrial stromal sarcoma
	Stromal cells
	High-grade tumors infiltrate myometrium w/indistinct borders, low-grade with pushing borders.
“Stromal nodule” = benign counterpart.
	Prognosis depends on appearance of tumor borders.
	Mean age <50 yrs.

	Cervical carcinoma
	Cervical epithelial cells; 
usually starts in transformation zone (squamocolumnar border)
	Precursor lesions = cervical intraepithelial neoplasia (CIN) or squamous intraepithelial lesion (SIL).  CIN 1 = abnormal growth mostly lower 1/3 of epithelium; CIN 2 = lower 2/3; CIN 3 most to all of epithelium abnormal (carcinoma in situ). CIN 1 aka LSIL (low grade SIL), CIN 2-3, c.i.s. aka HSIL (high grade SIL). Low-grade lesions are most common and usually regress.
Once basement membrane breached = invasive carcinoma: Squamous cell carcinoma most common (~80%), usu. non-keratinizing; also small cell carcinoma (nests of primitive cells); adenocarcinoma (abnormal glands,↑incidence, pap not good @ detecting, may be related to OC’s); adenosquamous carcinoma; microinvasive is small/limited.
	Depends on stage.
	HPV = principal etiologic agent. 
Risk factors= early 1st intercourse, many partners, “high risk” partners, ↓immune status, tobacco (?)
Ages 25-35: CIN 3/c.i.s.

Ages 40-50: invasive

(peak ages)


