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cord stromal tumors.

Figure 2.6 A 61-year-old female with uterine

coronal (¢)_contrast-enhanced CT images
demonstrate a heterogeneously enhancing_mass
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cavity, consistent with the patient's known tumor
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Figure 2.7 A 93-year-old female with postmenopausal
bleeding and thickened endometrium

mass within the endometrium (yellow arrow). (b)
Axial T2-weighted image demonstrates a
heterogeneous mass within the uterus (yellow arrow).
(c)_Axial post-contrast T1-weighted image
demonstrates heterogeneous enhancement of the
uterine mass (yellow arrow), with a large
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markedly hypermetabolic (yellow arrow), with the
necrotic portion again seen (blue arrow). (e) Whole-
body-infused PET CT image demonstrates diffuse
metastatic disease (representative lesions highlighted
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Figure 2.8 An 81-year-old female with right-adnexal
mass (carcinosarcoma of the fallopian tube). (a)_.CT
scan of the pelvis demonstrates a right-adnexal mass,
which is inseparable from the ovary (yellow arrow).
(b)_Axial T2-weighted MR image demonstrates a
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Figure 2.9 A 45-year-old female with palpable pelvic
mass, heavy vaginal bleeding_for several months, and
fungating_necrotic mass seen within the vagina on

coronal (b)_contrast-enhanced CT images
demonstrate a heterogeneously enhancing mass



within the uterus (yellow arrows). Note
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examination (blue arrow).

Figure 2.10 A 60-year-old female with metastatic
uterine leiomyosarcoma. (a,b)_Axial contrast

enhanced CT images demonstrate a low density left-

(zellow arrows),_consistent with metastatic disease.
Note is made of a left-nephroureteral stent. (¢) Axial
CT image through the lower thorax demonstrates
multiple pulmonary nodules of varying size,
consistent with pulmonary metastatic disease (blue
arrows).

Figure 2.11 A 28-year-old female with history of
molar pregnancy, status post-dilatation and
curettage, with elevated and rising hCG (metastatic

images from intravenous and oral contrast-enhanced
CT demonstrates a hypervascular enhancing_mass
within the uterus (yellow arrows). (c) Axial image of
the chest demonstrates multiple pulmonary nodules
of varying_size,_consistent with metastatic disease
(blue arrows).

Figure 2.12 A 19-year-old female with metastatic
melanoma involving the vagina. (a-d): Coronal (a)
and axial (b-d) contrast-enhanced CT images
demonstrate a heterogeneously enhancing mass
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Figure 3.1 Retiform Sertoli-Leydig_cell tumor. The
stroma can cause this tumor to be misinterpreted as
a malignant mixed mesodermal tumor
(carcinosarcoma). That the tumor illustrated was
from a 12-year-old should cause a distinctive tumor of
the young to be considered.

Figure 3.2 Small cell carcinoma of the ovary,
Elélignant tumors of the ovary this neoplasm is not
particularly pleomorphic, although obviously
malignant with brisk mitotic activity.

Figure 3.3 Metastatic malignant melanoma in the
ovary. The presence of spaces simulating follicles and

juvenile granulosa cell tumor to be entertained.

Figure 3.4 High-grade squamous cell carcinoma
tumor was an undifferentiated large cell 1 malignant
tumor and only focal squamous differentiation

foci of residual dermoid cyst.

Figure 3.5 Endometrioid carcinoma simulating_sex
cord tumor. The nests at the bottom left, in isolation,
would be consistent with granulosa cell tumor,_but
this well-sampled tumor shows additionally obvious
neoplastic endometrioid glands ruling out a sex cord
tumor.

pregnancy and the puerperium. If this large
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granulosa cell tumor would be reasonable.
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the presence of neuroendocrine granules.




Figure 3.14 Small cell carcinoma of ovary,
hypercalcemic type, large cell variant. Despite its
name, about 40% of these tumors have cells that are
large with abundant eosinophilic cytoplasm,
enhancing the diagnostic challenges associated with
this entity.
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omentum 50 X Hematoxylin and Eosin.

Figure 6.2 Pseudomyxoma peritonei involving_the
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Chapter 07

Figure 7.1 Keratin pearl formation can be a frequent
finding. Squamous cell carcinoma can develop from




malignant degeneration of squamous elements within
mature cystic teratomas.
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Figure 12.1 Small cell carcinoma of hypercalcemic

or less diffuse growth of small cells is characteristic.
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type. High-power view showing typical small cells
with scant cytoplasm. Despite the highly malignant
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