Pathology of the Ovaries and Fallopian Tubes
Ovaries have surface epithelium, sex-cord/stromal cells (granulosa and theca cells), and germ cells.
Non-neoplastic lesions

1.  Surface epithelial inclusion cysts.  Usually multiple and found in superficial cortex.  


May lead to epithelial tumors of the ovary.  May contain psammoma bodies.
2.  Follicle cysts and Corpus luteum cysts.  These are technically separate.  Regress spontaneously.


Both are solitary cysts lined by an inner granulosa cell layer and an outer theca cell layer.

Produce estrogen, and are caused by abnormal gonadotrophin release from pituitary.
3.  Endometriosis (“endometrioma”).  May be due to retrograde menstruation or to peritoneal 
metaplasia into endometrium.  

In the ovaries, it becomes cystic and may fill with blood.  This is called a “chocolate cyst.”
4.  Polycystic Ovary Syndrome.  Characterized by increased LH/FSH ratio, hyper-androgenemia, 
hyper-estrogenemia, chronic anovulation, hirsutism, and polycystic ovaries.

Excess estrogen may cause endometrial carcinoma and menstrual abnormalities.


The elevated LH/FSH ratio prevents follicle maturation, which is what causes the 



anovulation and sclerocystic ovaries.  Follicles under atresia at the mid-antral stage.
Surface Epithelial Neoplasms
1.  Benign epithelial neoplasms.  These are almost always serous epithelium from the fallopian tube.


--Cystadenomas have minimal fibrous tissue, with simple benign serous cells.


--Cystadenofibromas have prominent fibrous tissue.  


--Adenofibromas are almost solid fibrous tissue with a little bit of benign serous epithelium.
2.  Atypical proliferative (borderline) epithelial neoplasms.  Again, almost always serous epithelium.

Often has papillary architecture.  These tumors have not invaded the ovary stroma, but 
may be found on the surface of pelvic/abdominal structures.  

These neoplasms are proliferative but not invasive.  Excellent prognosis with surgery.
3.  Malignant epithelial neoplasms.  Again, usually from serous epithelium.  


**When someone says “ovarian cancer,” they mean serous carcinoma!

These have invaded the ovarian stroma.  May contain psammoma bodies.
Sex-cord/Stromal Neoplasms

1.  Granulosa Cell tumor.  These secrete estrogen, so they may cause abnormal vaginal bleeding 
or endometrial hyperplasia/carcinoma.  The tumor itself has malignant potential too. 


Pathology includes “Call-Exner bodies” (small red cavities) and “coffee bean” cells.

Occurs any time after puberty.

Germ Cell Neoplasms
1.  Mature Cystic Teratoma.  Most common ovarian germ cell neoplasm.  The thickened area in 
which hair/teeth arise is “Rokitansky’s Protuberance.”  This is a benign neoplasm.

Mature tissues in the teratoma are derived from all three germ layers.

Occurs before menopause.

2.  Dysgerminoma.  A rare malignant germ cell tumor.  Unilateral, solid, fleshy tumor.


Occurs in twenties and thirties.
Metastases to the Ovary

Metastases to the ovary usually derive from the GI tract (stomach, colon, pancreas), breast, or blood.
Metastasis is suggested by bilaterality, involvement of different layers of the ovary, small tumor size.
Krukenberg tumor is the most classic metastatic carcinoma to the ovary.  It is made of signet ring cells 
embedded in a dense ovarian stroma resembling a sarcoma.  Usually originates in stomach.
	Primary ovarian tumors
	Metastatic tumors

	Unilateral
	Bilateral

	Large
	Small

	Multiple cysts without nodules
	Nodules usually without cysts

	Minimal surface involvement
	Surface and stromal involvement


Fallopian Tube Disorders

1.  Salpingitis.  Usually caused by N. gonorrheae, Chlamydia trachomatis, or E. coli.

Acutely, fallopian tubes have pus, inflammation, swelling, and PMN infiltration.

Chronically, plicae become blunted and form adhesions.  Tubes may become occluded, 


resulting in infertility or ectopic pregnancy.
2.  Ectopic Pregnancy.  This is implantation of the blastocyst outside the endometrium (almost 
always in the fallopian tube).  History of pelvic inflammatory disease is a huge risk factor.  


Can present with rupture and hemorrhagic shock due to infiltration by trophoblastic cells.
