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Axial T2-weighted image demonstrates a
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enhanced CT images demonstrate a low density left-

retroperitoneal mass causing left hydronephrosis
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arrows).
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choriocarcinoma). (a,b) Coronal (a) and sagittal (b)
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Figure 2.12 A 19-year-old female with metastatic

melanoma involving the vagina. (a–d): Coronal (a)
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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,
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nodular growth of cells with clear cytoplasm (lower

left).

Chapter 06

Figure 6.1 Pseudomyxoma peritonei involving the
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Figure 6.3 Pseudomyxoma peritonei involving the

ovary 12. 5 × Hematoxylin and Eosin.

Chapter 07
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Figure 7.4 Reprinted with permission from Ref. [43].

© Springer.

Figure 7.5 Reprinted with permission from Ref. [43].
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Figure 12.3 Small cell carcinoma of pulmonary type.
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Figure 13.1 Primary ovarian insular carcinoid tumor
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Figure 13.4 Primary ovarian mucinous carcinoid
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Figure 14.1 (a) An example of a homologous MMMT
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micrographs are courtesy of Dr. Ian Hagemann at
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Figure 16.1 Low-power view of mucinous
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Figure 20.1 Neuroendocrine carcinoma of the cervix.

Small hyperchromatic cells with scant cytoplasm and

typical brisk mitotic activity.
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Figure 22.1 Embryonal rhabdomyosarcoma of the
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