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Case 1

A 50-year old woman presented to her physician with vague complaints of abdominal pain and fullness. A physical, including pelvic, examination and imaging studies revealed abdominal distension, ascites, bilateral adnexal masses, and tumour in the upper abdomen.

Q1. What is the most likely diagnosis?

Q2. What is the staging system for ovarian carcinoma and what is the stage in this case?

Q3. Which group of ovarian tumours accounts for 90% ovarian cancers (and 50% of all ovarian tumours), and how are they subclassified?

Q4. What are the clinical features of these tumours?

Q5. What are risk factors and protective factors for ovarian carcinoma? 

The gross (Figure 1.1) and microscopic (Figure 1.2) appearances of one of the ovarian tumours illustrated exemplifies the typical appearance of the most common type of ovarian carcinoma.

Q6. What is the diagnosis?

Q7. What additional treatment should this patient receive? What is the prognosis?

Q8. How do borderline epithelial tumours differ in their behaviour from carcinomas? 

Case 2 

A 30-year old woman presented with pelvic discomfort and was found to have an adnexal mass on pelvic examination. An abdominopelvic X-ray and ultrasound examination revealed a right ovarian mass that contained teeth. 

Q1. What is the diagnosis?

A laparotomy was performed and the ovarian tumour was removed by a unilateral salpingo-oophorectomy. The tumour was a typical dermoid, with the usual content of yellow sebaceous material and hair (opened tumour is shown in Figure 2.1, and microscopic appearance is shown in Figure 2.2).

Q2. In what category of ovarian tumours do dermoid cysts belong and what other tumours are in this category? In which age group does these tumours usually occur?

Q3. What are teratomas? 

Q4. How common are dermoid cysts and in what age groups do they occur? 

Q5. What are some rare complications of dermoid cysts? (one of these is illustrated in Figure 2.3)

Q6. What are the most common malignant germ cell tumors (Figure 2.4)?  About 10% of ovarian germ cell tumours are "mixed" germ cell tumours. What is a mixed germ cell tumour?

Case 3 

A 60-year old thin woman who was not on any exogenous hormones presented with postmenopausal bleeding. She had noticed a recent increased fullness of her breasts. A pelvic examination revealed a right adnexal mass. An endometrial curettage revealed endometrial hyperplasia. A total abdominal hysterectomy and bilateral salpingo-oophorectomy were performed. The right ovarian tumour is shown in Figure 3.1 (gross) and Figure 3.2. (microscopic). 

Q1. What is the diagnosis?

Q2. What is the most likely explanation for the patient’s endometrial hyperplasia?

Q3. In what category of ovarian tumors does the granulosa cell tumor belong and what other tumors are in this group?

Q4. In what age groups do these tumors occur? How do they behave?

Q5. What is the Meigs' syndrome?

Case 4

A 60-year old woman, who had undergone left hemicolectomy 5 years earlier for colonic adenocarcinoma, presented with abdominal pain and swelling. Pelvic examination and imaging studies revealed both ovaries were replaced by large cystic tumours. The patient underwent bilateral oophorectomy. Both ovaries were similar on macroscopic (Figure 4.1) and microscopic examination (Figure 4.2). The microscopic appearance of the tumours resembled that of the patient's prior colonic adenocarcinoma. A diagnosis of metastatic colonic adenocarcinoma to both ovaries was made. 

Q1. What are the most common carcinomas to spread to the ovary?

Q2. Clinically and pathologically, metastatic carcinomas can mimic primary surface epithelial carcinomas. What factors increase the likelihood of such misdiagnosis?

Q3. What features suggest that an ovarian tumour is metastatic from another site?

Case 5

Mrs B is a 32-year old Oriental female who presents to your office complaining of chronic intermittent lower abdominal pain of several months' duration. The pain is right lower quadrant, dull and achy, and is not related to meals. It is related to her menstrual periods and is accentuated during intercourse. She has relied on an intrauterine contraceptive device for birth control. She has had recent menstrual irregularity.  Her temperature is 37(C, pulse rate 70, bp 100/70, respiratory rate 10/min. On physical examination she is tender in the right lower quadrant, but no rebound tenderness is identified.  Pelvic examination reveals a vague fullness associated with the right uterine adnexa.

Q1. What additional information do you want?

Q2. What is your differential diagnosis?

Q3. What tests do you order and why?

The pelvic ultrasound shows a mass in the area of the right adnexa. HCG levels are within normal limits. The patient is taken to the operating room and the right fallopian tube and ovary are removed (Figure 5.1).

Q4. Describe the gross abnormalities.

Microscopic examination (Figure 5.2 and  5.3) shows a dense fibrous wall with nondescript epithelial type cells lining the cyst. Endometrial stroma is present beneath many of these cells.

Q5. What is your diagnosis? What treatment would you offer?

Suppose that instead of the history given for this case, Mrs. B presented with fairly acute LLQ pain with mild guarding and rebound tenderness on physical examination. She told you that she had been in good health.  Her menstrual periods had always been regular in timing, but her last period (two weeks ago) was unusually light. Pelvic exam is unsatisfactory because of guarding. Ultrasound shows a 5 cm adnexal mass, possibly in the left Fallopian tube, and a small amount of free fluid in the cul de sac.

Q6. What is your differential?

Q7. What test(s) would you order?

The stat pregnancy test is positive.

Q8. What is your diagnosis? What will you do next?

Q9. A decision is made to resect the Fallopian tube. Figure 5.4 shows a gross image of the resected tube and Figure 5.4 shows a micro image. Describe the findings.

These are typical findings of an ectopic pregnancy.

