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10 INTERNATIONAL HISTOLOGICAL CLASSIFICATION OF TUMOURS 

WHO on its implementation. The Group recommended criteria for selecting 
tumour sites for study and suggested a procedure for the drafting of histological 
classifications and testing their validity. Briefly, the procedure is as follows: 

1. For each tumour site, a tentative histopathological typing and classifica­
tion is drawn up by a group of experts, consisting of up to ten pathologists 
working in the field in question. 

2. An international reference centre and a number of collaborating labora­
tories are then designated by WHO to evaluate the proposed classification. 
These laboratories exchange histological preparations, accompanied by clini­
cal information. The histological typing is then made in accordance with the 
proposed classification. Subsequently, one or more technical meetings are 
called by WHO to facilitate an exchange of opinions. If necessary, the 
classification is amended to take account of criticisms. 

3. The international reference centre then prepares sets of microscope 
slides covering all the proposed histological types and sends these with the 
revised classification to other pathologists, usually not more than ten, for their 
comments and suggestions. 

4. When replies have been receivedfrom all these reviewers, the classifica­
tion is again revised in accordance with their comments. The international 
reference centre then prepares up to 100 sets of microscope slides of the 
various histological types and also drafts a text explaining the basis of the 
classification. In addition, photomicrographs are taken of the appropriate 
fields for the preparation of colour plates and 35-mm transparencies. 

Since 1958, WHO has established 23 international reference centres cover­
ing tumours of the lung; breast; soft tissues; oropharynx; bone; ovaries; 
salivary glands; thyroid; skin; male urogenital tract; jaws; uterus; stomach 
and oesophagus; intestines; central nervous system; liver, biliary tract and 
pancreas; upper respiratory tract; eye; and endocrine glands; as well as oral 
precancerous conditions; the leukaemias and lymphomas; comparative onco­
logy; and exfoliative cytology. This work has involved more than 200 patho­
logists from over 50 countries. The international reference centres for tumours 
of the lung; breast; soft tissues; oropharynx; bone; jaws; salivary glands ; 
skin; and ovaries; and for leukaemias and lymphomas have completed their 
work, and some of the classifications prepared by these centres have already 
been published (see page 6). 

The World Health Organization is indebted to the many pathologists 
who have participated and are participating in this large undertaking, especially 
to the heads of the international reference centres and of the collaborating 
laboratories. The pioneer work of many other international and national 
organizations in the field of histological classification of tumours has greatly 



      

            
           

           
           

     





  
   

  

        
             

           
 
             

            
            

             
            

             
  

         
           

          
             

              
            

             
 

         
              

          
           

           
          
            
            

        
            
           

             
    

          



      

         
             

           
          

           
           

 

                 
                
    

       
             

                
   

                    
        

                     
        
             
           



 

         
           
          
           

         
             

           
         

             
           
          

            
          

           
           

       
          

             
           
          

          
  

          
          

           
            

          
       

            
            

       
         

          
            
           

        



      

           
           

              
          

              
           

         
             

  
             

            
          

            
              

            
             

   
         

          
         
            

          
            

             
        

             
             
              

      

                 



HISTOLOGICAL CLASSIFICATION 
OF OVARIAN TUMOURS 

I. COMMON "EPITHELIAL" TUMOURS 

A. SEROUS TUMOURS 

1. Benign 

(a) cystadenoma and papillary cystadenoma 

(b) surface papilloma 

(c) adenofibroma and cystadenofibroma 

2. Of borderline malignancy [carcinomas oflow malignant potential] 

(a) cystadenoma and papillary cystadenoma 

(b) surface papilloma 

(c) adenofibroma and cystadenofibroma 

3. Malignant 

(a) adenocarcinoma, papillary adenocarcinoma, and papillary 
cystadenocarcinoma 

(b) surface papillary carcinoma 

(c) malignant adenofibroma and cystadenofibroma 

B. MUCINOUS TUMOURS 

1. Benign 

(a) cystadenoma 

(b) adenofibroma and cystadenofibroma 

2. Of borderline malignancy [carcinomas oflow malignant potential] 

(a) cystadenoma 

(b) adenofibroma and cyst adenofibroma 

3. Malignant 

(a) adenocarcinoma and cystadenocarcinoma 

(b) malignant adenofibroma and cystadenofibroma 

-17 -



18 INTERNATIONAL HISTOLOGICAL CLASSIFICATION OF TUMOURS 

C. ENDOMETRIOID TUMOURS 

1. Benign 

(a) adenoma and cystadenoma 

(b) adenofibroma and cystadenofibroma 

2. Of borderline malignancy [carcinomas oflow malignant potential] 

(a) adenoma and cystadenoma 

(b) adenofibroma and cystadenofibroma 

3. Malignant 

(a) carcinoma 

(i) adenocarcinoma 

(ii) adenoacanthoma 

(iii) malignant adenofibroma and cystadenofibroma 

(b) endometrioid stromal sarcomas 

(c) mesodermal [milllerian] mixed tumours, homologous and 
heterologous 

D. CLEAR CELL [MESONEPHROID] TUMOURS 

1. Benign: adenofibroma 

2. Of borderline malignancy [carcinomas oflow malignant potential] 

3. Malignant: carcinoma and adenocarcinoma 

E. BRENNER TUMOURS 

1. Benign 

2. Of borderline malignancy [proliferating] 

3. Malignant 

F. MIXED EPITHELIAL TUMOURS 

1. Benign 

2. Of borderline malignancy 

3. Malignant 

G. UNDIFFERENTIATED CARCINOMA 

H. UNCLASSIFIED EPITHELIAL TUMOURS 



HISTOLOGICAL TYPING OF OVARIAN TUMOURS 

II. SEX CORD STROMAL TUMOURS 

A. GRANULOSA-STROMAL CELL TUMOURS 

1. Granulosa cell tumour 

2. Tumours in the thecoma-fibroma group 

(a) thecoma 

(b) fibroma 

(C) unclassified 

B. ANDROBLASTOMAS; SERTOLI-LEYDIG CELL TUMOURS 

1. Well differentiated 

19 

(a) tubular androblastoma; Sertoli cell tumour [tubular adenoma 
of Pick] 

(b) tubular androblastoma with lipid storage; Sertoli cell tumour 
with lipid storage [folliculome lipidique of Lecene] 

(c) Sertoli-Leydig cell tumour [tubular adenoma with Leydig 
cells] 

(d) Leydig cell tumour; hilus cell tumour 

2. Of intermediate differentiation 

3. Poorly differentiated [sarcomatoid] 

4. With heterologous elements 

C. GYNANDROBLASTOMA 

D. UNCLASSIFIED 

III. LIPID [LIPOID] CELL TUMOURS 

IV. GERM CELL TUMOURS 

A. DYSGERMINOMA 

B. ENDODERMAL SINUS TUMOUR 
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C. EMBRYONAL CARCINOMA 

D. POLYEMBRYOMA 

E. CHORIOCARCINOMA 

F. TERATOMAS 

1. Immature 

2. Mature 

(a) solid 

(b) cystic 

(i) dermoid cyst [mature cystic teratoma] 

(ii) dermoid cyst with malignant transformation 

3. Monodermal and highly specialized 

(a) struma ovarii 

(b) carcinoid 

(c) struma ovarii and carcinoid 

(d) others 

G. MIXED FORMS 

V. GONADOBLASTOMA 

A.PuRE 

B. MIXED WITH DYSGERMINOMA OR OTHER FORM OF GERM CELL TUMOUR 

VI. SOFT TISSUE TUMOURS NOT SPECIFIC TO OVARY 

VII. UNCLASSIFIED TUMOURS 

VIII. SECONDARY [METASTATIC] TUMOURS 



     

   

   

       

   

        

      

        

  

       

   

   

   

 



  
    

      

   

  
     
    
    

            
 

     
    
    

   
     

  
     
     

   

  
  
    

            
 

  
    

  

    
     

          



mSTOLOGICAL TYPING OF OVARIAN TUMOURS 23 

C. TUMEURS ENDOMETRIOiDES 

1. Benignes 

(a) adenome et cystadenome 
(b) adenofibrome et cystadenofibrome 

2. A la limite de la malignite [carcinome de faible potentiel de 
malignite] 

(a) adenome et cystadenome 
(b) adenofibrome et cystadenofibrome 

3. Malignes 

(a) carcinome 
(i) adenocarcinome 

(ii) adenoacanthome 
(iii) adenofibrome malin et cystadenofibrome malin 

(b) sarcomes endometrioides du type stromal 
(c) tumeurs mixtes mesodermiques [mulleriennes] homologues 

et hetero!ogues 

D. TUMEURS A CELLULES CLAffiES [MESONEPHRoiDES] 

1. Benignes: adenofibrome 

2. A la limite de la malignite [carcinome de faible potentie! de 
malignite] 

3. Malignes: carcinome et adenocarcinome 

E.; TUMEURS DE BRENNER 
.: 

1. Benignes 

2. A la limite de la malignite 

3. Malignes 

F. TUMEURS MIXTES EPITHELIALES 

1. Benignes 

2. A la limite de la malignite 

3. Malignes 

G. CARCINOMES INDIFFERENCmS 

H. TUMEURS EPITHELIALES NON CLASSEES 
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II. TUMEURS DU MESENCHYME DES « CORDONS SEXUELS ~ 

A. TUMEURS A CELLULES DE LA GRANULOSA ET STROMALES 

1. Tumeur a cellules de la granulosa 

2. Tumeurs du groupe fibro-thecal 

(a) Thecome 

(b) Fibrome 

(c) Non classees 

B. ANDROBLASTOME; TUMEURS A CELLULES DE SERTOLI ET LEYDIG 

1. Tumeurs bien differenciees 

(a) androblastome tubulaire; tumeur a cellules de Sertoli [ade­
nome tubule de Pick] 

(b) androblastome tubulaire, a cellules lipidiques; tumeur a cel­
lules de Sertoli lipidiques [folliculome lipidique de Lecene] 

( c) tumeur a cellules de Sertoli et de Leydig 

(d) tumeur a cellules de Leydig; tumeur a cellules du hile 

2. A differenciation intermediaire 

3. Peu differenciees [sarcomatoides] 

4. Avec elements heterologues 

C. GYNANDROBLASTOME 

D. NON CLASSEES 

III. TUMEURS A CELLULES LIPIDIQUES [LIPOYDIQUESj 

IV. TUMEURS DES CELLULES GERMINALES 

A. DYSGERMINOME 

B. TUMEUR DU SINUS ENDODERMIQUE 
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C. CARCINOME EMBRYONNAIRE 

D. POLYEMBRYOME 

E. CHORIOCARCINOME 

F. TERATOMES 

1. Immature 

2. Mature 

(a) solide 

(b) kystique 

(i) kyste dermoide 

(ii) kyste dermoide avec transformation maligne 

3. Monodermiques et hautement specialises 

(a) goitre ovarien [struma ovariiJ 

(b) carcinoide 

(c) goitre ovarien et carcinoide 

(d) autres 

G. FORMES MIXTES 

V. GONADOBLASTOME 

A. PuR 

25 

B. AssOCII§ AVEC UN DYSGERMINOME OU D' AUTRES FORMES DE TUMEUR DES 

CELLULES GERMINALES 

VI. TUMEURS DES TISSUS MOUS NON SPECIFIQUES 

VII. TUMEURS NON CLASSEES 

VIII. TUMEURS SECONDAIRES [METASTATIQUES] 



      

   

     

       

   

         

      

        

 

  

         

   

   

   

   



rMCTOnOrMQECKAR KnACCM~MKAQM~ 
OITYXOnEM ~MQHMKOB 

I. «3llHTEJIHAJIbHbIE» OllYXOJIH 

A. CEP03HbIE OIIYXOJIH 

1. ,n:06pOKa'leCTBeHHbIe: 

a) D;HCTa,n;eHOMa H naII1ULl'UIpHruI D;HCTa,n;eHOMa 

6) nOBepXHOCTHruI nanHJlJIOMa 

6) a,ll;eHo$H6pOMa H D;HCTa,ll;eHo$H6poMa 

2. llorpaHH'IHl>Ie [noTeHD;HaJIbHO HH3KOit CTeneHH 3JIOKa'lecTBeH­

HOCTH]: 

a) D;HCTa,n;eHOMa H naITHJIJUlpHag D;HCTa,ll;eHOMa 

6) nOBepxHocTHruI naITHJIJlOMa 

6) a,ll;eHo$H6pOMa H D;HCTa,ll;eHo$H6poMa 

3. 3JIOKa'leCTBeHHl>Ie: 

a) a,ll;eHOKapD;HHoMa, nanHJIJUlpHruI a,ll;eHOKapD;HHoMa H naITHJI­

.lUIpHruI D;HCTaAeHOKapD;HHOMa 

6) nOBepXHocmruI nanHJIJIHpHruI KapD;HHOMa 

6) 3JIOKa'leCTBeHHruI a,ll;eHo$H6pOMa H D;HCTa,ll;eHo$H6pOMa 

B. MYIl.HH03HbIE OnYXOJIH 

1. ,n:06pOKa'leCTBeHHble: 

a) D;HCTa,ll;eHOMa 

6) a,ll;eHo$H6poMa H D;HCTa,ll;eHo$H6poMa 

2. llorpaHH'IHI>Ie [noTeHD;HaJIbHO HH3KOH CTeneHH 3JIOKa'leCTBeH­

HOCTH]: 

a) D;HCTa,ll;eHOMa 

6) a,ll;eHo$H6poMa H D;HCTa,ll;eHo$H6poMa 

3. 3JIoKa'leCTBeHHl>Ie: 

a) a,ll;eHOKapn;HHoMa H D;HCTa,ll;eHOKapD;HHOMa 

6) 3JIOKa'leCTBeHHag a,ll;eHo$H6poMa H D;HCTa,n;eHo$H6poMa 

-27 -



28 INTERNATIONAL HISTOLOGICAL CLASSIFICATION OF TUMOURS 

B. 3H,n;OMETPHOH,n;HblE OIIYXOJIH 

1. ,L(06pOKa'lecTBeHHble: 

a) a,n;eHOMa H D;lfCTa,n;eHOMa 

6) a,n;eHoqm6poMa H D;HCTa,n;eHoqm6poMa 

2. I1orpaHH'IHhle [IIoTeHD;HaJIbHO HH3KOH CTeIIeHH 3JIOKa'leCTBeH­

HOCTH]: 

a) a,n;eHOMa H D;HCTa,n;eHOMa 

6) a,n;eHoqm6poMa H D;HCTa,n;eHoqm6poMa 

3. 3JIOKa'leCTBeHHhle: 

a) KapD;HHoMa 

i) a,n;eHoKapD;HHoMa 

ii) a,n;eHoaKaHTOMa 

iii) 3JIOKa'leCTBeHHruI a,n;eHoqm6poMa H D;Hcm,n;eHoqm6poMa 

6) 3H,n;OMeTpHOH,lJ;HaH CTPOMaJIbHruI capKOMa 

6) Me30,n;epMaJIbHbIe [MlOJIJIepOBbI] CMeIIlaHHbIe OIIYXOJIH, rOMO­

JIOrH'IHbIe H reTepOJIOrH'IHbIe 

r. CBETJIOKJIETO'lHbIE [ME30HE<I>POH,n;HbIE] OIIYXOJIH 

1. ,L(06poKa'leCTBeHHbIe: a,n;eHoqm6poMa 

2. I1orpaHH'IHbIe [IIoTeHD;HaJIbHO HH3KOH CTeIIeHH 3JIOKa'leCTBeH­

HOCTH] 

3. 3JIOKa'leCTBeHHbIe: KapD;HHoMa H a,n;eHoKapD;HHoMa 

,L(. OIIYXOJIH 1)PEHHEPA 

1. ,L(06pOKa'leCTBeHHbIe 

2. I1orpaHH'lHbIe [IIorpaHH'IHOH 3JIOKa'leCTBeHHocTH] 

3. 3JIoKa'leCTBeHHble 

E. CMEIIlAHHbIE 3IIHTEJIHAJIbHbIE OIIYXOJIH 

1. ,L(06pOKa'leCTBeHHbIe 

2. I1orpaHH'IHbIe [IIorpaHH'lHOH 3JIOKa'leCTBeHHocTH] 

3. 3JIoKa'leCTBeHHble 

)lC HE,n;H<I><I>EPEHD;HPOBAHHAH KAPD;HHOMA 

3. HEKJIACCH<I>HD;HPYEMbIE 3IIHTEJIHAJIbHbIE OIIYXOJIH 
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II. OTIYXOJIM CTPOMbI TIOJIOBOrO nDKA 

A. rPAHYJIE3Q-CTPOMAJIbHOKJIETOQHl,m OIIYXOJIH 

1. rpaHYJIe30KJIeTOQHaX OIIYXOJIb 

2. rpYIIIIa TeKoM-<l>H6poM 

a) TeKOMa 

6) <l>H6poMa 

8) HeKJIaccH<l>HIJ;HPyeMbIe 

Ii. AHWOJiJIACTOMbI; OIIYXOJIH H3 KJIETOK CEPTOJIH H JIEH,D;HrA 

1. BbICOKO,D;H<l><l>epeH~HpoBaHHbIe 

29 

a) Ty6YJIHPHaH aH,D;po6JIaCTOMa; OrryxOJIb H3 KJIeTOK CepTOJIH 

6) Ty6YJIHpHaX aH,D;po6JIaCTOMa C HaKOIIJIeHHeM JIHIIH,D;OB; orry­

XOJIb H3 KJIeTOK CepTOJIH C HaKOIIJIeHHeM JIHIIH,D;OB [JIHIIH,D;­

Hax <l>OJIJIHKYJIOMa JIeceHa] 

8) orryXOJIb H3 KJIeTOK CepTOJIH H JIeH,D;Hra 

z) orryXOJIb H3 KJIeTOK JIe:ii.n;Hra; OIIYXOJIb H3 XHJIIOCHbIX KJIeTOK 

2. TIpoMe)l(YTOQHOH [IIepeXO,D;HoH] ,D;H<l><l>epe~poBKH 

3. HH3KO,D;H<l><l>epeH~HpoBaHHbIe [capKoMaTOH,D;Hble] 

4. C reTepOJIOrlJqeCKHMH 3JIeMeHTaMH 

B. rHHAHWOJiJIACTOMA 

r. HEKJIACCH<I>H~HPYEMbm OIIYXOJIH CTPOMbI IIOJIOBOrO TX)l(A 

III. JIMTIM,l(HOKJIETOqHbIE [JIMTIOM,l(HOKJIETOqHbIE] 

OTIYXOJIM 

IV. rEPMMHOrEHHbIE OTIYXOJIM 

A. ,l(HCrEPMHHOMA 

Ii. OIIYXOJIb 3H,D;O,D;EPMAJIbHOrO CHHYCA 
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B. 3MBPHOHAJIbHMI KAP~HOMA 

r. IIoJIH3MBPHOMA 

,n;. XOPHOH3U1ITEJIHOMA 

E. TEPATOMbI 

1. He3peJThle 

2. 3peJThle: 

a) COJIHWIble 
6) KHCT03Hble: 

i) p;epMOH,Z:UIaJI mCTa 
ii) p;epMOHp;HaJI KHCTa C MaJIHrHH3an;HeH 

3. MOHOp;epMaJIbHbIe [BbICOKO CIIe~aJIH3HpOBaHHble]: 

a) CTpYMa SlH'IHHKa 
6) Kapn;HHOHp; 

6) CTPYMa SlH'IHHKa H Kap~HOHp; 
2) p;pyrHe 

)K. CMEllAHHbIE rEPMHHOrEHHbffi OIIYXOJIH 

V. rOHA,n;OBnACTOMA 

A. lJHCTAH [EE3 IIPHMECH wyrHX <l>OPM] 

B. CMEllAHHAH C p;HCrEPMHHOMOH H wyrHMH <l>OPMAMH rEPMHHOrEHHbIX 
OIIYXOJIEH 

VI. OIIYXOnH MJITKHX TKAHEH HECIIEU;HcDHqHhIE 
,n;n.s:I .s:IHlJHHKOB 

VII. HEKnACCHcDHU;HPOBAHHhIE OIIYXOnH 

VIII. BTOPHlJHhIE [METACTATHqECKHE] OIIYXOnH 



      

   

   

      

    

        

      

       

  

  

      

  

   

   

   



CLASIFICACION HISTOLOGICA 
DE LOS TUMORES DEL OV ARlO 

I. TUMORES «( EPITELIALES» COMUNES 

A. TUMORES SEROSOS 

1. Benignos 

a) cistoadenoma y cistoadenoma papilar 

b) papiloma superficial 

c) adenofibroma y cistoadenofibroma 

2. En el limite de la malignidad [carcinomas de bajo potencial 
maligno] 

a) cistoadenoma y cistoadenoma papilar 

b) papiloma superficial 

c) adenofibroma y cistoadenofibroma 

3. Malignos 

a) adenocarcinoma, adenocarcinoma papilar y cistoadenocarci­
noma papilar 

b) carcinoma papilar superficial 

c) adenofibroma y cistoadenofibroma malignos 

B. TUMORES MUCINOSOS 

1. Benignos 

a) cistoadenoma 

b) adenofibroma y cistoadenofibroma 

2. En el limite de la malignidad [carcinoma de bajo potencial 
maligno] 

a) cistoadenoma 

b) adenofibroma y cistoadenofibroma 

3. Malignos 

a) adenocarcinoma y cistoadenocarcinoma 

b) adenofibroma y cistoadenofibroma malignos 

-32-
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C. TUMORES ENDOMETRIOIDES 

1. Benignos 

a) adenoma y cistoadenoma 

b) adenofibroma y cistoadenofibroma 

2. En el limite de la malignidad [carcinomas de bajo potencial 
maligno] 

a) adenoma y cistoadenoma 

b) adenofibroma y cistoadenofibroma 

3. Malignos 

a) carcinoma 

i) adenocarcinoma 
ii) adenoacantoma 
iii) adenofibroma maligno y cistoadenofibroma maligno 

b) sarcomas estromaticos endometrioides 

c) tumores mesodermicos mixtos [mullerianos], hom6logos y 
heter6logos 

D. TUMORES DE CELULAS CLARAS [MESONEFROIDES] 

1. Benignos: adenofibroma 

2. En el limite de la malignidad [carcinomas de bajo potencial 
maligno] 

3. Malignos: carcinoma y adenocarcinoma 

E. TUMORES DE BRENNER 

1. Benignos 

2. En ellimite de la malignidad 

3. Malignos 

F. TUMORES EPITELIALES MIXTOS 

1. Benignos 

2. En ellimite de la malignidad 

3. Malignos 

G. CARCINOMA INDIFERENCIADO 

H. TUMORES EPITELIALES NO CLASIFICADOS 
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II. TUMORES DE LOS CORD ONES SEXUALES-ESTROMA 

A. TUMORES DE CELULAS GRANULOSO-ESTROMATICAS 

1. Tumor de celulas de la granulosa 

2. Tumores del grupo tecoma-fibroma 

a) tecoma 

b) fibroma 

c) no clasificados 

B. ANDROBLASTOMAS; TUMORES DE CELULAS DE SERTOLl-LEYDIG 

1. Bien diferenciados 

a) androblastoma tubular; tumor de celulas de Sertoli [adenoma 
tubular de Pick] 

b) Androblastoma tubular con deposito lipidico; tumor de 
celulas de Sertoli con deposito lipidico [foliculoma lipidico 
de Lecene] 

c) tumor de celulas de Sertoli-Leydig 

a) tumor de celulas de Leydig; tumor de celulas hiliares 

2. Medianamente diferenciados 

3. Poco diferenciados [sarcomatoides] 

4. Con elementos heterologos 

C. GINANDROBLASTOMA 

D. No CLASIFICADOS 

III. TUMORES DE CELULAS LIPOIDEAS 

IV. TUMORES DE CELULAS GERMINALES 

A. DISGERMINOMA 

B. TUMOR DE LOS SENOS ENDODERMICOS 
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C. CARCINOMA EMBRIONARIO 

D. POLIEMBRIOMA 

E. CORIOCARCINOMA 

F. TERATOMAS 

1. Inmaduros 

2. Maduros 

a) s6lidos 

b) quisticos 
i) quistes dermoides 

ii) quistes dermoides con transformaci6n maligna 

3. Monodermicos y altamente especializados 

a) estruma ovarico 

b) carcinoide 

c) estruma ovarico y carcinoide 

d) otros 

G. FORMAS MIXTAS 

V. GONADOBLASTOMA 

A. PURO 

B. ASOCIADO A UN DISGERMINOMA Y A OTRAS FORMAS DE TUMORES DE 
CELULAS GERMINALES 

VI. TUMORES DE TEJIDOS BLANDOS 
NO ESPECIFICOS DEL OVARIO 

VII. TUM ORES NO CLASIFICADOS 

VIII. TUMORES SECUNDARIOS [METASTAncos] 



      

   

    

       

   

         

      

        

  

         

  

   

   

    



DEFINITIONS AND EXPLANATORY NOTES 

I. COMMON "EPITHELIAL" TUMOURS 

Tumours composed of one or more of several types of epithelium and 
stroma in a variety of combinations and generally considered to be 
derived from the surface (coelomic) epithelium (mesothelium) cover­
ing the ovary and from the underlying ovarian stroma (Fig. 1). 

The word " common" has been applied because the majority of ovarian 
tumours belong in this general category. Origins other than surface epithe­
lium are possible for some of these tumours. 

A form of common epithelial tumour intermediate between one that is 
morphologically clearly benign and one that is obviously malignant has 
been termed a tumour " of borderline malignancy", or a "carcinoma of 
low malignant potential ". This type of tumour can be defined as one that 
has some, but not all, of the morphological features of malignancy; those 
present include in varying combinations: stratification of the epithelial cells, 
apparent detachment of cellular clusters from their sites of origin, and 
mitotic activity and nuclear abnormalities intermediate between those of 
clearly benign and unquestionably malignant tumours of a similar cell type; 
on the other hand, obvious invasion of the adjacent stroma is lacking. 
Tumours with epithelial cell proliferation or atypicality of a minor degree 
should be placed in the benign category. 

The assessment of stromal invasion may be difficult or even impossible 
in certain cases. It can be accomplished most easily in the examination of 
serous cystic tumours, which are usually composed of large cysts lined by 
neoplastic epithelial cells. The value of making a distinction between border­
line and unquestionably malignant forms has not yet been clearly demon­
strated for common epithelial tumours other than those in the serous 
category, nor is it certain that it is possible to achieve uniformly applicable 
criteria for making such a distinction. However, an attempt to apply this 
approach to all common epithelial tumours is recommended for purposes of 
investigation. Benign, borderline and malignant forms of any of the neo­
plastic types listed below may coexist in anyone tumour. 

It must be emphasized that tumours of borderline malignancy occasion­
ally implant on the peritoneum and that such implants may be invasive; 
rarely, distant metastases occur. However, in order that the diagnosis be 

-37-
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muscle, cartilage, osteoid and bone. Unlike the immature teratoma, which 
occurs almost always in children or young women, the mesodermal mixed 
tumour is encountered almost exclusively in menopausal or postmenopausal 
women. The cartilage that is found in heterologous mesodermal mixed 
tumours typically has bizarre nuclei similar to those that may be seen in 
chondrosarcomas (Fig. 39), whereas the cartilage in immature teratomas 
characteristically has an embryonal appearance (Fig. 99). The carcinomatous 
element of the mesodermal mixed tumour resembles various types within 
the common "epithelial" category (Fig. 38); in contrast the malignant 
epithelium of the immature teratoma is typically of an embryonal type. 
Finally, the immature teratoma also contains structures of ectodermal 
(commonly neuroectodermal) and/or endodermal derivation. 

D. CLEAR CELL [MESONEPHROID] TUMOURS (Fig. 40-45) 

Tumours composed of (a) clear cells containing glycogen and resembling 
those of the renal cell carcinoma and/or (b) "hobnail ", or peg­
shaped, cells lining small cysts and tubules; "hobnail" cells are 
characterized by scant cytoplasm and large nuclei that project into 
the lumen. 

Cells with abundant eosinophilic cytoplasm may also be seen. Mucin 
secretion is often present within the cysts and tubules, but is absent 
intracellularly. The patterns encountered include solid, glandular, tubular, 
papillary, and microcystic, or combinations thereof. 

The terms" mesonephroma ", "mesonephric carcinoma" and" meso­
metanephric carcinoma" have been avoided because of the questionable 
relation of these tumours to the mesonephros or metanephros. 

On very rare occasions, a renal cell carcinoma metastasizes to the ovary 
and may be confused with a primary clear cell carcinoma. This tumour must 
also be distinguished from the endodermal sinus tumour, the dysgerminoma 
and the lipid cell tumour. 

E. BRENNER TUMOURS (Fig. 46-52) 

Fibroepithelial tumours composed of stroma derived from the ovarian 
stroma and nests of polyhedral or rounded epithelial cells of transi­
tional, or urothelial, type; these cells often contain grooved, " cofIee­
bean" nuclei. 

The nests may form glands or cysts lined by fiat, cuboidal or columnar 
cells; these cells often contain mucin and are occasionally ciliated. Cells of 
transitional cell type predominate; squamous cells may also be present. 
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The problem of making a specific diagnosis is encountered particularly often 
in cases of poorly differentiated adenocarcinomas or papillary adeno­
carcinomas. Careful study and extensive sampling is desirable in order to 
make specific diagnoses in such instances. 

II. SEX CORD STROMAL TUMOURS 

Tumours containing granulosa cells, theca cells, collagen-producing 
stromal cells, Sertoli cells, Leydig cells, and cells resembling their 
embryonic precursors, singly or in various combinations. 

These tumours have also been designated gonadal stromal tumours; sex 
cord-mesenchyme tumours; and mesenchymomas. The generic term chosen 
is not intended to reflect a commitment to anyone theory of gonadogenesis, 
but only acknowledges the presence in these tumours of two distinct cate­
gories of ovarian and testicular homologous cell types: granulosa and Sertoli 
cells (sex cord elements) and theca and Leydig cells (stromal elements). 

A. GRANULOSA-STROMAL CELL TUMOURS 

Tumours containing granulosa cells, theca cells, and stromal cells resem­
bling fibroblasts singly or in various combinations. 

1. Granulosa cell tumour (Fig. 55-62) 

A tumour of female cell types containing more than a small component 
of granulosa cells. 

The cells may be arranged in a variety of patterns, including follicular 
(microfollicular and macrofollicular), trabecular, insular, and diffuse (sarco­
matoid). Usually a combination of patterns exists in anyone tumour, and 
theca cells are present in addition to granulosa cells; either cell type may be 
luteinized (i.e., contain abundant cytoplasm and have a morphological 
appearance similar to that of cells of the corpus luteum). The microfollicular 
pattern is characterized by the presence of the distinctive Call-Exner bodies 
(Fig. 55 & 56). 

Adenocarcinomas with small, uniform glands may resemble superficially 
microfollicular granulosa cell tumours and are often misdiagnosed as such; 
a similar problem in differential diagnosis exists for undifferentiated carci­
nomas and diffuse granulosa cell tumours. The most specific diagnostic 
feature of the granulosa cell tumour, in addition to its characteristic patterns, 
is the appearance of its nuclei, which may be either irregular in shape, with 
their long axes directed haphazardly, or round and uniform; although 
mitoses may be numerous, the nuclei typically lack the pleomorphism and 
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hyperchromatism of the nuclei of adenocarcinomas and undifferentiated 
carcinomas; the presence of nuclear grooving in granulosa cells is often 
helpful in the differential diagnosis (Fig. 59). 

The distinction of the microfollicular granulosa cell tumour from pri­
mary and metastatic carcinoid tumours is discussed below. 

Granulosa cell tumours are usually oestrogenic, but may be inactive or 
rarely androgenic. They are clinically malignant in a minority of cases; the 
course of malignancy is usually low-grade, being characterized by a slow 
evolution or a late recurrence. 

2. Thecoma-fibroma group 

Tumours forming a continuous spectrum from those composed entirely 
of cells resembling fibroblasts and producing collagen to those con­
taining a predominance of cells resembling lipid-rich theca cells. 

(a) Thecoma [theca cell tumour] (Fig. 63-66) 

A stromal tumour, many cells of which contain abundant lipid-rich 
cytoplasm and resemble theca cells. 

The fibrous component varies in quantity. Thecomas should be differen­
tiated from diffuse granulosa cell tumours; reticulin staining, which reveals 
an abundance of fibrils investing individual theca cells and relatively little 
within aggregates of granulosa cells, is often helpful in the differential 
diagnosis (Fig. 62 & 65). The thecoma is typically oestrogenic and almost 
invariably benign. 

(b) Fibroma (Fig. 67 & 68) 

A stromal tumour composed of spindle cells producing abundant col­
lagen. 

Some tumours are markedly oedematous (Fig. 68); these are more apt to 
be associated with ascites and hydrothorax (Demons-Meigs syndrome) than 
those containing little intercellular fluid. It is possible that an occasional 
fibroma is derived from nonspecific fibrous tissue within the ovary rather 
than from the ovarian stroma. The fibroma is non-functioning. 

(c) Unclassified 

Stromal tumours intermediate between the thecoma and fibroma in 
morphological appearance. 

B. ANDROBLASTOMAS; SERTOLl-LEYDIG CELL TUMOURS 

Tumours containing Sertoli and Leydig cells of varying degrees of 
maturity; indifferent gonadal cells of embryonal appearance are 
present in certain cases. 
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This tumour may represent a unilateral development of an androblas­
toma, or Sertoli-Leydig cell tumour, or arise directly from the Leydig cells 
that are normally present in the ovarian hilus (hilus cells). It cannot be 
differentiated with certainty from the lipid cell tumour unless crystalloids of 
Reinke can be identified in the cytoplasm of its cells (Fig. 76). The typical 
endocrine effect is virilization. 

2. Of intermediate differentiation (Fig. 77-78) 

Tumours in which immature Sertoli cells are typically arranged diffusely, 
in islands, or in cords resembling testicular embryonic sex cords; 
well-defined tubules may be present and mature Leydig cells are 
usually also identifiable. 

3. Poorly differentiated [sarcomatoid] (Fig. 79) 

Tumours largely composed of tissue resembling that of the indifferent 
gonad; these tumours may resemble sarcomas. 

4. With heterologous elements (Fig. 80) 

Tumours of intermediate or poor differentiation that contain, in addition 
to the components described under (2) or (3), cell types foreign to the 
developing gonad; these include tubules and cysts lined by mucus­
filled epithelial cells and argentaffin cells, cartilage, and skeletal 
muscle. 

These tumours have not been classified as teratomas because they have 
not been reported to contain the wide variety of tissues encountered in 
typical teratomas; moreover, tissue of gonadal type has rarely, if ever, been 
identified as part of a teratoma. 

C. GYNANDROBLASTOMA 

A very rare tumour in which collections of granulosa cells with typical 
Call-Exner bodies coexist with hollow tubules lined by Sertoli cells. 

The term is only morphological and does not imply a specific type of 
hormone production. This tumour is also known as sex cord stromal 
tumour of mixed cell types. 

D. UNCLASSIFIED (Fig. 81) 

Tumours in which sex cord and/or stromal elements are present although 
they cannot be specifically identified as either ovarian or testicular in 
type. 
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Fig. 23. Mucinous cysladanoma, borderline 
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Fig. 25. Mucinous cystadenocarcinoma 
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Fig. 32. Endomelf1oid adenofibroma With squamous diiferenti;;JlIon 



Fig. 33. Endometrioid adenocarcinoma 
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Fig. 41. Clear cell carcinoma 

Fig. 42. Clear cell carcinoma 
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Fig. 45. Clear cell adenocarcinoma 
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Fig. 47. Brenner tumour 
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Fig. 53. Mixed epithelial tumour, serous and mucinous 
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Fig. 66. Thecoma, luteinized 
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Fig . 77. Androblastoma/Sertoli-Leydig cell tumour intermediate differentiation 
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Fig. 90. Endodermal sinus tumour 



Fig. 91. Endodermal sinus tumour 
Polyvcsicul3' vitelline pattern 

Fig. 92. Endodermal sinus tumour 
POlyvesiculs, vitelline pattefll 

... 
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Fig. 95. Choriocarcinoma 

Fig. 96. Choriocarcinoma 
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Fig. 103. Mature teratoma, solid 
GII~llmpl.nlJ On om"ntum 

Fig. 104. Dermoid cyst 
Skill with appendaGes 
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Fig . 105. 

Fig. 106. 

Dermoid cyst 
Mucinous glandS. 

Dermoid cyst 
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Fig. 107. Dermoid cyst with SQuamous cell carcinoma 
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Fig. 10B. Struma ollarii 



Fig . t09. Struma ovarii 

Fig. 11 0. Struma ovarii, malignant 
Papillary ca,c;ncm~ 
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Fig. 112. 



Fig. 113. Struma ovedi and carcinoid 

Fig. 114. Struma ovarii and carcinoid 
ChMltI;\ef;~lc fibbon pall ... n of C8l("'Ol d component 



Fig. 115. GonadobJastoma 
Calcification 
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Fig. 116. Gonadoblastoma 
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Fig. 117. Gonadot)l(lstoma with dysgerminomn 
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Fig.118. Krukenberg tumour 



Fig. 119. Krukenberg tumour 

Fig. 120. Metastatic adenocarcinoma 
Prim-v in colon 
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Fig. 121. 

Fig . 1 22. 
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Fig. 123. Metasta tic carcinoid 
Primary In ileum. Abundanl <llama 

Fig. 124. Malignant lymphoma 
Cord·Uk" !>lUtern 
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Fig. 125. Prego(lncy lut(lot11(1 
Two nodules ad jacent 10 COII'U' lut~um 

Fig . 126. Pregnancy luteoma 



Fig. 127. Pregnancy luteoma 
Pools of collo;d.like mfti",lal 

Fig. 128. Pregnancy luteoma 
08g&n"'81;on SIX weeks post partum 
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Fig. 129. Hyperplasia 01 ovarian stroma 

" 

Fig. 130. Hyperlhecosis 
Islands of lipid-rich lutein cells in stroma 



Fig. 131. Hyperthecosis 
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Fig. 132. Hyperthecosis 



Fig. 133. Massive oedema 
Follicles separalll<l by oedemal0us SlrOma 
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Fig. 134. Surface-epithelial inclusion cysts 






