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Diseases of male genital organs 
 The most important are the following diseases:  

 Benign prostatic hyperplasia (BPH),  

 Prostate cancer,  

 Testicular tumors. 



Benign prostatic hyperplasia 
 Benign prostatic hyperplasia (BPH, synonym: nodular hyperplasia of the prostate 

gland) is an increase in the size of the gland due to hypertrophy and / or hyperplasia 

of the paraurethral (mucous) glands and the surrounding fibromuscular stroma.  

  Quite a frequent illness, occurs after 50 years for every 4 men, after 60 years - for 

every 2-nd.  

 The causes of this disease are hormonal imbalance (a violation of the ratio of 

estrogens and androgens in the period of physiological or pathological men's 

menopause), as well as chronic prostatitis. 



Benign prostatic hyperplasia 
 BPH is not considered a precancerous condition.  

 Three forms are distinguished by the nature of growth:  

  subvascular  - the gland increases towards the rectum,  

  intravascular - the growth of the gland goes towards the bladder lumen,  

  mixed 



Morphology of BPH 
 Macroscopic pattern:  

 gland is enlarged in size,  

 soft-elastic,  

 sometimes bumpy,  

 on the cut consists of separate nodes, separated by interlayers of connective 

tissue.  

 Microscopic structure is distinguished by hyperplasia:  

 glandular (adenomatous),  

 fibrous,  

 mixed. 



Morphology of BPH 
 Glandular (adenomatous) hyperplasia:  

 formation of small glands, intragnular papillae, crooked structures, cystic gland 

transformation.  

 Fibrous hyperplasia:  

 an increase in smooth muscle fibers, a disorder of the lobularity of the gland, 

atrophy of glandular structures.  

  Mixed form of hyperplasia:  

 a combination of tissue disorders characteristic of the first two species. 



Complications of benign prostatic hyperplasia 
 Compression and deformation of the urethra.  

 Stagnation of urine.  

 Compensatory hypertrophy of the bladder wall.  

 Cystitis, pyelitis and ascending pyelonephritis.  

  Urosepsis (if inflammation takes a purulent character). 



Prostate cancer 
 One of the most common forms of cancer in men, takes the 4th place in the 

frequency among all cancers in men.  

 In the diagnosis of prostate cancer, a biochemical method is used: the determination 

of a prostatic specific antigen (PSA) in the blood plasma, which is a serine protease 

necessary for the cleavage and liquefaction of the seminal fluid coagulant that forms 

after ejaculation.  

 Serum of healthy men contains, as a rule, no more than 4.0 ng / l PSA.  

 An increase of this index above 10.0 ng / l is regarded as a sign of invasive prostate 

cancer. 



Prostate cancer 
 The development of prostate cancer is played by hormonal and genetic factors, as 

well as viruses (HSV, CMV, RNA-containing viruses).  

 The most important risk factors are:  

  age,  

 presence of prostate cancer in relatives,  

 harmful environmental factors (contacts with components of rubber, textile 

production, as well as cadmium, radiation). 



Prostate cancer 
 The precancerous process may be prostatic intraepithelial neoplasia (PIN), in which, 

unlike cancer, there are no signs of invasion, under the trasformed and hyperplastic 

epithelial cells there is a layer of small basal cells, while the basal membrane 

remains intact.  

 PIN is a focal proliferative process in the lining of the acini, characterized by 

progressive atypism and polymorphism of secretory-luminal cells. 



Prostate cancer 
 PIN includes two forms: low and high degree of malignancy.  

 PIN of a low degree of malignancy is accompanied by a weak dysplasia of acinar 

elements.  

 PIN of a high degree of malignancy is manifested by moderate, severe dysplasia 

and carcinoma in situ. 



Morphology of prostate cancer 
 Macroscopic picture:  

 prostate gland is enlarged in size,  

 dense consistency,  

 bumpy,  

 on the cut consists of yellow-white dense knots localized around the periphery of 

the gland under the capsule, and intertwining strands of fibrous tissue between 

them.  

  Often there is germination in neighboring organs: the wall of the bladder, 

rectum, seminal vesicles.  

 Microscopic picture:  

  tumor in most cases has the structure of adenocarcinoma. 



Metastasis of prostate cancer 

 Lymphogenous metastases are found in the iliac and 

inguinal lymph nodes.  

 Hematogenous metastases - in the lungs, the liver and 

especially in the bones. 



Testicular tumors 
 Classification of organ-specific testicular tumors:  

  Germogenic tumors (90 - 95%) - malignant tumors originating from reproductive 

cells:  

 Seminoma;  

 Tumors of the stroma of the genital tract (5-10%) - in most cases benign tumors 

from the gonadal stroma and seminiferous tubules:  

 Tumor from Sertoli cells (sertolio),  

 Tumor from Leydig cells (Ledigoma).  

 Tumors of the membranes and epididymis. 



Seminoma 
 Etiologically, the role of previous injuries and testicular infections can not be ruled 

out.  

 Cryptorchidism significantly increases the risk of germ cell tumors, especially 

seminomas. The higher the localized testes, the greater the risk of the disease.  

 It is not detected until pubertal period, the peak of the disease occurs for 40 years.  

 The most common form is classical seminoma (85 - 90% of all seminomas), less 

often - anaplastic and spermatocytic types.  

 The classical seminoma is highly sensitive to ionizing radiation.  

 5-year survival of patients after radiation therapy is 85 - 95%. The therapeutic effect 

of chemotherapy is up to 90%. 



Morphology of seminoma 
 Macroscopic picture:  

 dense, pale gray color swelling with fuzzy boundaries in most cases completely 

replaces normal testicular tissue.  

 Microscopic picture:  

 tumor cells form compact groups separated by connective tissue membranes 

infiltrated mainly with T-lymphocytes;  

 cells are monotonous, large, round, have well distinguishable boundaries, light 

cytoplasm (contain glycogen), large nucleus with unevenly distributed chromatin 

(resemble spermatogonia). 



Tumor from Leydig’s cells 
 A rare neoplasm (about 2% of all testicular tumors) developing from Leydig 

interstitial cells.  

 The disease is detected in boys over 4 years old and in men from 30 to 60 years.  

 Functionally active cells synthesize androgens and / or estrogens, the level of which 

in the blood can be increased.  

 Activity of tumor cells in boys in the prepubertal period leads to premature physical 

development and sexual maturation.  

 In men, in some cases, on the contrary, feminization and gynecomastia are found.  

 Tumors from Leydig cells can be surgically cured (orchidectomy). 



Morphology of leidigoma 
 Macroscopic picture:  

  a tumor of a yellowish-brown color, on a section of lobate structure, can reach 

10 cm.  

 Microscopic picture:  

  a tumor consists of strata of polygonal cells with a centrally located rounded 

nucleus;  

  in well-differentiated tumor cells (as in normal Leydig cells), specific Reinke 

crystals (rectangular eosinophilic inclusions), lipofuscin granules can be present 

in the cytoplasm.  

 In 70-90% the tumor from Leydig cells is benign, however, it is difficult to establish 

the character of tumor growth according to the histological pattern. 



Tumor from Sertoli’s cells 
 It is 2 - 3% of all testicular tumors.  

 Usually, the tumor is found in the first forty years of life, in 20% of cases detected - 

malignant.  

 In each third case, the tumor includes transformed Leydig’s cells and refers to mixed 

tumors from the stromal cells of the testicle.  

 For the first time, patients seek help with an increase in the volume of the scrotum 

or with endocrine disorders (feminization, gynecomastia).  

 Surgical treatment - orchidectomy. 



Morphology of sertiolioma 
 Macroscopic pattern:  

  dense yellow-gray color on a small incision (1 - 3 cm) with a clear formation of a 

new formation.  

 Microscopic picture:  

 cells in well differentiated tumors form tubules, in less differentiated form - form 

nesting clusters and strands;  

  tumor cells have a cylindrical shape, a light cytoplasm, chromatin is localized 

near the nuclear membrane. 



Diseases of female genital organs 
 Diseases of the genitals take the leading place in the incidence of women, 

disrupting reproductive function.  

  These diseases are extremely diverse.  

 The most important are:  

  Endocervicosis,  

 Cervical cancer,  

 Endometrial ileal hyperplasia,  

 Uterine cancer (endometrium),  

 Endometriosis,  

 Tumors of the ovary. 



Endocervicosis 
 Synonyms: cervical pseudo-erosion, cervical ectopia.  

 It is characterized by the appearance in the vaginal part of the cervix of the sites 

lined with the epithelium of the cervical canal (prismatic).  

 It is more common in childbearing age.  

 Occurs with a relative or absolute excess of progesterone or androgens.  

 Risk factors:  

 pregnancy,  

 childbirth,  

 taking oral contraceptives 



Morphology of endocervicosis 
 Macroscopically it looks like foci of various sizes of bright red color, surrounded by a 

pale pink mucous membrane, located around the external pharynx and easily 

bleeding.  

 There are the following types:  

 proliferative,  

 stationary (simple),  

 healing endocervicosis. 

 



Morphology of endocervicosis 
 Proliferating endocervicosis:  

  characterized by hyperplasia of reserve cells with the formation of new glands.  

 Inpatient endocervicosis:  

 the affected area does not increase, but does not undergo healing.  

 Healing endocervicosis:  

 characterized by the reverse development of the process, with the ingrowth of 

multilayered planar epithelium from the edges of the lesion to the cylindrical 

epithelium, as well as squamous metaplasia. 



Transformation zone 
 With healing endocervicosis, a new boundary is formed between the endocervical 

and multilayered flat epithelium.  

 The area between the initial boundary of the joining of the two epithelia and the new 

border that subsequently forms in connection with squamous metaplasia is the 

transformation zone.  

 The concept of the transformation zone is important for understanding the 

development of precancerous conditions and the pathogenesis of squamous cell 

carcinoma of the cervix, since it is in it that intraepithelial lesions (dysplasia, 

carcinoma in situ) and the initial stages of invasive cancer 



Cervical cancer 
 Cervical cancer is one of the main causes of death from cancer.  

 Invasive cervical cancer is most often found between the ages of 40 and 50 years.  

 Risk factors:  

 Infection with HPV, HSV-2, HIV,  

 Smoking,  

  Early (under 18 years) sexual debut,  

 A large number (2 or more) of sexual partners,  

 A sexual partner who previously had 2 and More sexual partners,  

 Early (before 18 years) first birth,  

 Oral contraceptives. 



Cervical cancer 

 Cancer almost never develops in the unchanged neck, it is preceded by processes 

of dyshormonal and inflammatory nature.  

 The incidence of cancer in these diseases is very different, so they are generally 

combined into a group of background diseases. 



Cervical cancer 
 Background diseases of the cervix are:  

  endocervicosis,  

 leukoplakia,  

 polyp,  

 condyloma,  

 cervicitis,  

 post-traumatic changes.  

 Combines the abovementioned different nature of the possibility of developing 

dysplasia in them, which, according to modern terminology, is referred to as 

"cervical intraepithelial neoplasia" (CIN). 



Cervical intraepithelial neoplasia (CIN) 
 CIN is characterized by the proliferation of multilayered flat epithelium with impaired 

cell maturation and the appearance of cellular atypia:  

 CIN I is characterized by a lesion of the lower third of the epithelial layer 

(corresponds to mild dysplasia),  

 CIN II - changes capture 2/3 epithelial lining (corresponds to moderate 

dysplasia),  

  CIN III - dysplastic changes in the epithelium occupy more than 2/3 of the 

formation or spread to all of its thickness (corresponds to severe dysplasia), but 

do not penetrate the basal membrane (cancer in situ). 



Cervical intraepithelial neoplasia (CIN) 
 The emergence of CIN is associated with HPV.  

 The cytopathic effect of HPV on multilayered flat epithelium is morphologically 

manifested by coilocytosis:  

  the appearance of large, hyperchromic nuclei with a thickened nuclear 

membrane and a wide rim of the enlightened cytoplasm around the nucleus. 



Microinvasive cervical cancer 

 Characterized by the appearance of strands of anaplastic epithelium below the 

basal membrane to a depth of not more than 3 mm.  

 The epithelium above the basal membrane usually has signs of CIN III. 



Invasive cervical cancer 
 75 to 90% of patients in the cervix develop squamous cell carcinoma of varying 

degrees of histological differentiation, starting from the epithelium of the ectocervix. 

Possesses exophytic (usually mushroom-like), as well as ulcerative infiltrative forms 

of growth. The tumor is able to germinate in the perineal tissue, the walls of the 

bladder, ureters, rectum and vagina.  

 10% to 25% of cases are adenocarcinomas, glandular squamous and anaplastic 

cancer. The histogenetic source for the first two variants is the superficial epithelium 

and endocervical glands. Anaplastic cancer develops from any epithelial structures 

of the cervix. 



Cervical cancer metastasis 
 The first lymphogenous metastases are found in regional (parametrical) lymph 

nodes.  

 Remote metastases occur in the iliac, presacral, paraaortic lymph nodes.  

  Hematogenous metastases are found in the liver, lungs and bones. 



Glandular endometrial hyperplasia 
 Hyperplasia of the functional layer of the endometrium is accompanied by 

dysfunctional uterine bleeding.  

 The hormonal status of patients is characterized by impaired functioning of the 

hypothalamus-pituitary-ovary system and hyperestrogenemia.  

 In women of childbearing age, endometrial hyperplasia is noted in polycystic ovary 

syndrome and obesity.  

 The development of endometrial hyperplasia may be due to the estrogen-producing 

ovarian tumor. 



Glandular endometrial hyperplasia 
 The glandular hyperplasia of the endometrium is now regarded as an optional 

precancer.  

 According to the classification, WHO distinguishes:  

  simple endometrial hyperplasia,  

 complex (adenomatous) hyperplasia,  

 simple atypical hyperplasia,  

 complex atypical (adenomatous with atypia) hyperplasia. 



Simple endometrial hyperplasia  
 

 Mucosa of the body of the uterus with numerous glands of various shapes and 

sizes, including cystic dilated.  

 The distribution of glands is uneven.  

 Glandular epithelium with signs of proliferation.  

 A distinctive feature is congestion with the expansion of capillaries, hyaline thrombi 

in vessels with necrotic areas in the adjacent endometrial tissue. 



Complex (adenomatous) endometrial hyperplasia 

 It differs in structural reorganization of glands.  

  Many glands, "branching" species, proliferative type epithelium, few mitoses.  

  Nuclei of glandular epithelium are rod-shaped, cytoplasm in small amount.  

 The development of endometrial adenocarcinoma occurs in 3% of patients with 

complex endometrial hyperplasia. 



Simple atypical endometrial  hyperplasia 

 It differs from complex apitipic hyperplasia by the absence of a compact 

arrangement of glands and atypia of cells of glandular epithelium.  

 The development of endometrial adenocarcinoma is observed in 8% of patients. 



Complex atypical endometrial  hyperplasia 
 Disorganization of the epithelium of the uterine glands and changes in the tinctorial 

properties of the cell cytoplasm (oxyphilicity) are characteristic.  

 The glands are located close to each other ("back to back"), mostly bizarre with 

finger-like outgrowth in the direction of the stroma.  

 Nuclei of epithelial cells of various sizes, cytoplasm of cells in a relatively large 

number.  

 Numerous pathological mitoses.  

 Development of highly differentiated adenocarcinomas can be expected in 30% of 

patients. 



Endometrial cancer 
 Endometrial cancer accounts for 9% of all cancers in women.  

 Takes 7th place among the causes of death from malignant neoplasms in women.  

  The predominant age is 50 to 60 years.  

 Risk factors:  

  glandular endometrial hyperplasia,  

 infertility,  

 no sex life,  

 obesity,  

 diabetes mellitus,  

 estrogen-producing ovarian tumors,  

 oral estrogen administration. 



Morphology of endometrial cancer 
 Macroscopically, a tumor is characterized either by localized polypoid growth, or 

diffuse spread throughout the entire body cavity and by damage to the entire 

endometrium.  

 Microscopically more than 85% of endometrial cancerous tumors are represented 

by adenocarcinoma.  

 There are adenocarcinomas with squamous cell metaplasia, bright cell and 

papilliform types. 



Metastasis of endometrial cancer 

 Metastasizes first to regional (parametric) lymph nodes, later to distant (iliac, 

presacral, para-aortic).  

 Then hematogenously into the lungs, liver, bones.  

 Implantation metastases are possible on the peritoneum. 



Endometriosis 

 Endometriosis is a hormonal-dependent pathological process, characterized by the 

formation of ectopic foci of functioning endometrial tissue.  

 In women of the reproductive period, endometriosis becomes the cause of infertility, 

dysmenorrhea, sexual disorders, pelvic pain.  

 There are ectopic endometriosis and endometriosis of the uterus (adenomyosis). 



Endometriosis 
 In the decreasing frequency, the extrauterine endometriosis occurs in:  

  ovaries,  

 uterine ligaments,  

  rectovaginal zone,  

  pelvic peritoneum,  

  scars left after laparotomy,  

  navel tissues,  

 vagina,  

  vulvar tissues,  

  vermiform appendage.  

  Endometriosis is extremely rare in the lungs, liver and other organs. 



Theories of endometriosis 
 Theory of regurgitation:  

  In completely healthy women, from time to time, menstrual masses are sent 

retrograde and enter the fallopian tubes, which can lead to the entry of fragments 

of the endometrium into the abdominal cavity.  

  Theory of metaplasia:  

 The islets of the endometrium can originate from the remains of the epithelium of 

the coelom, from which the uterine mucosa develops. 



Theories of endometriosis 
 Theory of hematogenous and lymphogenous spread:  

  Particles of the endometrium, tearing off during menstruation, can enter the 

blood and / or lymphatic vessels of the uterine mucosa and be guided along 

them to other tissues and organs.  

 In the pathogenesis of endometriosis, immunological disorders and genetic 

predisposition are also likely. 



Endometriosis 

 Extragenital islets of the endometrium undergo cyclic menstrual changes, which are 

associated with hemorrhages, but no desquamation of the epithelium occurs.  

  Microscopic diagnosis is based on the presence of a triad of signs:  

  endometrial glandular epithelium,  

  stromal endometrial cells,  

 hemosiderin deposits in the stroma. 

 



Adenomyosis (endometriosis of the uterus) 
 Endometrial glands with the stroma surrounding them are located in the thickness of 

the myometrium.  

 The lesion can be focal and diffuse.  

  Macroscopic picture:  

 uterus increased due to hypertrophy of the muscle tissue around the endometrial 

foci,  

 on the incision of the uterine wall of the cellular structure, with the cyanotic 

"eyes". 

 



Endometriosis of the ovaries 
 Macroscopically:  

 small red spots on the surface of the ovaries,  

 small-focal hemorrhages,  

 cystic lesions up to 10 cm in diameter and larger with hemorrhagic contents 

("chocolate cysts"),  

 tight adhesions on the outer surface. 



Prognosis for endometriosis 

 The forecast is variable.  

 Some women recover their genital function, others have relapses. 



Tumors of the ovaries 
 Numerous types of ovarian neoplasms are known, most of them are benign and are 

more common in women 20 to 45 years of age.  

 Malignant ovarian tumors account for about 20%, they are usually observed after 40 

years.  

  Diagnosis of malignant tumors of the ovaries in the early stages is very difficult, 

therefore, they are characterized by high mortality. 

 



Classification of ovarian tumors 
 Tumors of uterine tube (coelomic) epithelium:   

 serous cystadenoma, serous cystadenocarcinoma;  

 Mucinous cystadenoma, mucinous cystadenocarcinoma.   

 Tumors of the stroma of the genital tract:  

 granulosa cell tumor,  

  tecoma.  

 Tumors from germ cells (germinogenic):  

 teratomas,  

  dyshermomas. 

 



Serous cystadenoma 
 The tumor is often bilateral.  

 Macroscopically represents one or more cysts filled with a clear liquid. The inner 

surface of the cysts is smooth or with small papillae.  

 The microscopic lining of serous cystadenoma is represented by a high cylindrical 

ciliate epithelium; In large cystadenomas the epithelium becomes flattened.  

 In serous cystadenomas, psammomatic corpuscles are often found - rounded 

layered formations containing calcium salts, which is why they are intensely stained 

with hematoxylin. 



Serous cystadenocarcinoma 

 Macroscopically, the tumor can not differ from a benign analogue.  

 Microscopically characterized by numerous papillary growths of atypical epithelium, 

as well as invasion of solid and glandular structures into the wall of the cyst and 

ovarian tissue. 



Mucinous cystadenoma 
 The tumor is one-sided, can reach large sizes.  

 Macroscopically, the tumor, as a rule, is multi-chambered, has a smooth light-gray 

thin wall, contains a viscous mucus.  

 Microscopically, cysts are lined with a high cylindrical epithelium of endocervical 

type, in the cytoplasm of which mucus is contained; Cilia in the epithelium of 

mucinous cystaden are absent. 



Mucinous cystadenocarcinoma 
 Characterized by the presence, in addition to cysts, of solid areas of tumor tissue, 

foci of hemorrhages and necrosis, the spread of the tumor beyond the capsule.  

 Microscopically mucinous cystadenocarcinomas are characterized by proliferation of 

epithelium with signs of atypia and low mucus. Lining of cysts is multi-row, there are 

glandular structures and solid layers of cells that invade the tissue of the ovary.  

 It is possible to release mucus into the abdominal cavity with the formation of the 

pseudomixome of the peritoneum.  

 This complication is associated with the proliferation of tumor tissue on the surface 

of the ovary or with perforation of the tumor, which is accompanied by the 

implantation and proliferation of tumor cells on the peritoneum. 



Granulosocellular tumor 
 Most often occurs in postmenopause, the peak incidence falls on 50 - 55 years.  

 A benign tumor is derived from granulosa cells.  

 Tumor cells in most cases synthesize estrogens, which is why a characteristic 

clinical manifestation is menstrual cycle disorders in women of childbearing age and 

metrorrhagia in postmenopausal women.  

 Increased estrogen secretion is accompanied by endometrial hyperplasia in about 

half of women, while in 5% a highly differentiated endometrial adenocarcinoma 

develops. 



Granulosocellular tumor 
 In 12% of cases, the first clinical manifestation of the granulosa cell tumor is acute 

abdominal pain due to rupture of the hematoma and development of 

hemoperitoneum.  

 For a granulosa cell tumor, relapses, sometimes occurring 10 to 20 years after the 

removal of the primary node, are characteristic.  

 Malignancy occurs in 5 to 25% of patients, usually after relapse. 



Granulosocellular tumor 
 Macroscopically, the tumor can have different sizes, its average diameter is 12 cm. 

It can be solid or cystic, the consistency depends on the ratio of neoplastic cells and 

fibro-comatose stroma. The color of the tumor is gray-white or yellow, it often has 

hemorrhages.  

 Microscopically, the tumor consists of cells that are similar to granulosa cells in 

combination with the current cells and fibroblasts. Tumor cells can form micro- and 

macrofollicular, insular, trabecular structures or grow in solid layers.  

 Usually in one tumor you can find areas with different growth options. 



Tecoma 
 It develops from teka-cells, often with signs of luteinization.  

 In most cases, the tumor is one-sided, solid, gray or yellow.  

 Microscopically, the tumor consists of oval or spindle-shaped cells containing lipids 

surrounded by bundles of the hyalineized stroma.  

  Usually, fibroblasts are also found in the tumor. Such tumors are called fibrotekoma 

or tecofibroma.  

 Tecoma may possess both estrogenic and androgenic activity or be hormonally 

inactive. 



Ovarian teratoma 
 The most common tumors that develop from germ cells are teratomas.  

 They are formed parthenogenically from the oocyte after the first meiotic division.  

 Mature (benign) teratoma is usually a cystic tumor.  

 It consists of the derivatives of three embryonic leaves with the predominance of 

tissues of ectodermal origin, in connection with which it is often called a "dermoid 

cyst".  

 Mature teratoma is rarely malignant, and any of the tissue components of the 

teratoma may undergo malignancy. 



Ovarian teratoma 
 Macroscopically, the tumor is often bilateral, single-chambered, the wall is dense, 

the lining is dull, leathery in appearance, contains sebaceous material and hair.  

 In some cases, teeth and calcification foci are found in the thickness of the wall.  

 Microscopically lining the cyst is most often represented by a multilayered flat 

epithelium, under which the sebaceous glands and hair follicles are determined.  

  In a mature teratoma, a variety of other germinal leaf derivatives can also be found, 

most often bone, cartilage, and thyroid structures. 



Diseases of the mammary glands 

 The greatest value among breast diseases is:  

Tumors of the breast,  

Fibro-cystic diseases. 



Benign breast tumors 

 Benign tumors of the breast are represented by 

fibroadenoma and intraprostatic papilloma. 



Fibroadenoma of the breast 
 The most common benign breast tumor.  

 May occur, beginning with adolescence, but most often occurs in 30 to 40-year-old 

women.  

 In the formation of a tumor, both the intra-lobular stroma and the glandular 

parenchyma of the mammary gland participate, but only the stromal component has 

a clonal origin. 



Fibroadenoma of the breast 
 Macroscopic picture:  

 dense, mobile, painless, well-delimited white node (usually no more than 3 cm in 

diameter) with slit-like cavities on the cut.  

 Microscopic picture:  

 tumor consists of glandular structures (ducts) of various shapes and sizes, the 

epithelium lies on the basal membrane, retains polarity, complexity;  

 The stroma is represented by a large amount of connective tissue (often loose 

and cellular) that predominates over the parenchyma. 



Fibroadenoma of the breast 
 There are two main histological variants of mammary fibroadenoma:  

  Intracanalicular fibroadenoma:  

  The stroma grows into the ducts, squeezing them and giving them a 

slit-like fanciful shape;  

  The stroma is often friable, cellular.  

 Pericanalicular fibroadenoma:  

  The fibrous stroma grows around the ducts, as a result of which they 

look like round small tubules.  

 Often both variants are found in one tumor. 



Intracanalicular papilloma 
 It forms in the ducts of the mammary gland and has the appearance of papillary 

formation with one- or two-layer lining.  

 Clinically manifested serous or spotting from the nipple.  

 The tumor is more often solitary, the prognosis is favorable.  

 In a number of cases, multiple Intracanalicular papillomas are formed, in which the 

risk of developing cancer is increased 4 to 6 times. 



Fibro-cystic disease of the breast 
 Fibro-cystic diseases (synonyms: cystic mastopathy, cystic disease of the breast) 

are the most frequent pathology of the mammary gland.  

 Such changes occur in more than 10% of healthy 35 to 40-year-old women.  

 According to some authors, in the study of mammary glands in the deceased from 

various causes of women, these or other histological signs of cystic mastopathy are 

found in 60-90% of cases. 



Fibro-cystic disease of the breast 
 The causes are unknown, but it is obvious that the disease is formed as a result of a 

violation of the mammary gland's response to hormonal stimuli.  

 Fibro-cystic diseases are characterized by the formation of cysts in breast tissue, 

fibrosis, proliferation of lobular and epithelial cells in various combinations.  

 There are three variants of the disease:  

 simple fibrocystic change,  

 ductal and lobular epithelial hyperplasia,  

 sclerosing adenosis. 



Simple fibrocystic change 
 It is characterized by an increase in the number of fibrotic stroma and an expansion 

of the ducts with the formation of cysts of various sizes lined with epithelium of the 

apocrine type.  

 The rupture of the cysts and the entry of their secretion into the stroma is 

accompanied by the development of chronic inflammation 



Ductal and lobular epithelial hyperplasia 
 In the ducts and alveoli, multilayered solid, cribrose ("lattice") or villous structures 

are found.  

 In the centers of hyperplasia of the epithelium, signs of atypia can be observed.  

 Atypical epithelial hyperplasia is an optional precancer. 



Sclerosing adenosis 
 In the mammary gland, nodes of different consistency are defined - from soft ones 

with small cysts to cartilaginous density.  

 In microscopic examination, the epithelium of small ducts and alveoli with signs of 

pronounced proliferation form trabecular- glandular complexes and nests lying in the 

fibrous stroma.  

 In later stages of the disease, severe fibrosis displaces and compresses glandular 

growths. 



Breast Cancer 
 Breast cancer is one-fourth of all cancers in women.  

 The highest incidence of breast cancer in 40 - 60 years.  

 Risk factors:  

 long reproductive period (early onset of the first menstrual period and late 

menopause),  

 nulliparous or having given birth after 30 years,  

 obesity,  

 hormone-active ovarian tumors,  

 treatment with estrogens.  

 Analysis of risk factors indicates a role in the development of cancer of relative or 

absolute hyperestrogenemia 



Genetics of breast cancer 
 In the development of breast cancer, the BRCA1 gene localized in 17q21 and 

BRCA2 localized in the 13th chromosome is of great importance.  

 Various types of mutations in different segments of these genes are described.  

  The total risk of developing breast cancer in a woman with a mutation of the 

BRCA1 gene is 56% to 90%, with a mutation of the BRCA2 gene from 37 to 84%.  

  BRCA1 gene is also associated with the development of ovarian cancer, often a 

combination of lesions of the mammary glands and ovaries. 



Genetics of breast cancer 
 The probability of developing breast cancer in a woman is 30 - 50% if her mother or 

sisters have breast cancer developed before the onset of menopause.  

 In postmenopausal cancer, there is no such dependence.  

 50% of patients with breast cancer had somatic mutations of the p53 gene, 20% had 

the Rb gene.  

 The frequency of amplification of HER2 / neu, int2, c-ras, and c-myc genes is also 

high. 



Classification of breast cancer 
 International classification of breast tumors (WHO, 1984).  

 Macroscopic forms:  

 nodular,  

 diffuse,  

 Paget's disease of the nipple.  

 Histological forms:  

 non-infiltrating cancer: Intracanalicular cancer, lobular carcinoma in situ;  

  infiltrating cancer: invasive canalicular cancer, medullar cancer, colloid cancer, 

invasive lobular cancer, etc .;  

 cancer of the nipple and teat field (Paget's disease). 



Nodular breast cancer 

 Nodular cancer is most common.  

 It is characterized by the presence of dense yellowish-gray or soft cyst-like nodules 

with tuberous walls and a large number of necrotic tissues of brown color.  



Diffuse breast cancer 
 Diffuse cancer has the form of yellowish-gray cords that permeate the mammary 

gland.  

 May be accompanied by severe swelling and hyperemia (edematous, mastitis-like 

form).  

 In some cases, the mammary gland is reduced, becomes dense and bumpy (a 

symptom of a "lemon peel"), as if covered with a shell (armor shape). 



Paget's disease of the nipple 
 Cancer of the nipple and teat field (Paget's disease) is a relatively rare form of 

cancer (not more than 3% of all malignant breast tumors).  

 Begins with eczematoid changes of the nipple and areola with serous-hemorrhagic 

discharge from the nipple.  

 Later, there is ulceration, sometimes completely destroying the nipple ("drawn" 

nipple).  

 This form of cancer is relatively slow. 



Intracanalicular breast cancer 
 Characterized by the growth of atypical epithelium within the ducts.  

 Tumor cells do not invade the surrounding stroma, but they can spread along the 

ducts (Intracanalicular).  

 There are several forms of intracapsular cancer depending on the nature of growth:  

  solid,  

 papillary,  

 acne (comedocarcinoma),  

 cryptic cancer. 



Intracanalicular breast cancer 
 A solid cancer has a trabecular structure.  

 Papillary cancer is characterized by proliferation of atypical epithelium in the lumen 

of dilated ducts in the form of papillae.  

 In acneiform cancer, or comedocarcinoma (from Latin comedo - acne), there is a 

rapid proliferation of malignant cells, exfoliation them into the lumen of the ducts, 

which are thus filled with necrotic masses squeezed out of the dilated ducts on the 

incision in the form of grayish, crumbling plugs.  

 Cryptic cancer is histologically composed of lattice structures formed as a result of 

the formation of optical voids in the place of necrotic cells. 



Lobular breast carcinoma in situ 
 It is characterized by proliferation of the same type of cells with a light cytoplasm 

and rounded nuclei with distinct nucleoli.  

 Rounded aggregates of such cells are found in the terminal sections of the terminal 

ducts.  

 The possibility of switching such changes to infiltrating cancer is questioned, but 

lobular carcinoma in situ is often combined with foci of invasive cancer and intra-

cellular carcinoma. 



Invasive ductal breast cancer 
 It is the most frequent form of invasive breast cancer, it accounts for 65-80% of the 

cancer of this localization.  

 Most often it occurs in the form of a scirrus (fibrous cancer).  

 Macroscopically, the tumor looks like a dense nodulus, on a cut resembling raw 

potatoes.  

 Microscopically, groups of atypical cells in the form of strata, strands, tubules are 

located in a coarse-fibrous stroma, which predominates over the parenchyma. 



Medullar breast cancer 
 Macroscopically represented by a soft gray-red node with areas of necrosis.  

  Microscopically, the tumor is built of large polymorphic cells that form strata and 

strands separated by small stroma layers.  

 A distinctive feature of medullary breast cancer is the marked lymphocytic infiltration 

of the stroma with an admixture of plasma cells.  

 Prognosis for medullary cancer is more favorable than for other forms of infiltrating 

cancer. 



Colloid breast cancer 
 Relatively rare, it predominates in older women.  

 Macroscopically the tumor node is soft, has the appearance of a pale bluish-gray 

gelatin.  

 Microscopically represented by groups of tumor cells located in the "lakes" of 

mucus. 



Invasive lobular breast cancer 
 It is, according to different data, from 3 to 10% of all cases of breast cancer.  

  Macroscopically, the tumor is usually densely-elastic or dense, on a section of gray 

or white. The formation of cysts, hemorrhages, petrification for it is not typical.  

 In 20% defeat is bilateral.  

 Microscopically tumor cells are small, relatively monomorphic, they form strands or 

chains infiltrating the fibrous stroma, sometimes form solid clusters.  

 It is often difficult to distinguish invasive lobular cancer from protocol lobular, so 

some researchers deny the isolation of this form of invasive breast cancer. 



Cancer  of the nipple and teat field (Paget's disease) 
 It is one of the forms of ductal cancer that occurs in the lining of the dairy sinuses.  

 Spreading intraepithelial, the cancer captures the skin of the nipple and areola.  

  Paget's disease is microscopically manifested:  

 The inoculum under the eczematic change in the mammary gland tissue is 

determined by in situ cancer or invasive ductal cancer.  

 In the epidermis and in the area of ductal carcinoma, Paget's cancer cells are 

identified:  

  large cells with abundant light cytoplasm and vesicular nuclei with large nucleoli. 



Metastasis of breast cancer 
 The first metastases of breast cancer can be found in regional lymph nodes:  

 axillary and interprotoral (Rotter) lymph nodes (8 to 75 knots are located along 

the axillary vein and its tributaries);  

 subclavian (apical axillary) lymph nodes (located inward from the medial edge of 

the small pectoral muscle);  parasternal lymph nodes (located in the intercostal 

spaces along the edge of the sternum).  

  Remote lymphogenous metastases are located in the supraclavicular (especially in 

the node lying in the region of the venous angle - the guard node of the Troyes), 

cervical, contralateral, mediastinal lymph nodes. 
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Metastasis of breast cancer 
 Hematogenic lung metastases are observed in 60 to 70% of patients.  

 In 30 - 40% of cases, the liver and bones are affected.  

 A characteristic feature of breast cancer is the appearance of distant metastases 

many years after the radical removal of the tumor.  

 Patients should not be considered recovered within 15 to 20 years. 



Prognosis of breast cancer  
 The prognosis is favorable when the size of the primary tumor is less than 2 cm.  

  The nature of involvement of lymph nodes significantly influences the prognosis. In 

cancer without metastases in the axillary lymph nodes 5-year survival is 80%, in the 

presence of metastases in 2 - 3 lymph nodes - 50%, with metastases in 4 - 5 lymph 

nodes - 21%.  

 On the tactics of treatment and predicting the presence or absence of estrogenic 

and progesterone receptors. Their definition is made in tumor tissue by an 

immunohistochemical method.  

 Tumors with a high estrogen receptor have a better prognosis. 



Prognosis of breast cancer  
 The best response to hormonal therapy is observed in tumors that have receptors 

for both estrogens and progesterone.  

 A high index of mitotic activity and aneuploidy of cancer cells are indicators of poor 

prognosis.  

 A worse prognosis is also for tumors with amplification of oncogenes, especially c-

erb B2.  

  However, the prognostic factors are not well understood. Thus, in 20 to 30% of 

patients without metastases, relapses develop.  

 On average, the 10-year survival rate for breast cancer does not exceed 50%. 



Pathology of pregnancy 
 To the pathology of pregnancy include:  

  gestosis,  

 ectopic pregnancy,  

 spontaneous abortion,  

  premature birth,  

  trophoblastic disease. 



Gestosis  
 Gestosis (obsolete name: late toxicosis of pregnant women) is a symptom complex 

that occurs during pathological pregnancy and is directly related to it.  

 Develops after the 20th week of pregnancy, during labor, 48 hours after childbirth.  

 Pathological conditions that have arisen outside these terms are not considered 

gestosis.  

 Gestosis - the third most frequent cause of maternal mortality, which has no 

tendency to decrease.  

 The term "EPN-gestosis", (Edema, Proteinuria, Hypertension) is currently used. 



Gestosis  
 Risk factors for gestosis include:  

 hypertension,  

 kidney disease,  

 diabetes,  

 younger (up to 18 years) primipara,  

 age-related (after age 30) primipara,  

 puerperium,  

 multiple pregnancies,  

 obesity,  

 rheumatism. 



Etiology of gestosis 
 The reason is not fixed.  

  Obviously, the disease is due to the presence in the body of a pregnant placental 

tissue.  

 Proof of this is the fact that with the birth of the placenta, the course of the disease 

stops.  

 There are many theories of the pathogenesis of gestosis (hereditary, immunological, 

endocrine, etc.), but none of them is exhaustive.  

  At present, the most common opinion is that the main link in the pathogenesis of 

gestosis is the pathology of the spiral arteries of the uterus, leading to the 

development of placental ischemia.  

  Another major pathogenetic link of gestosis is DIC syndrome. 



Classification of gestosis 
 The following clinical forms are distinguished:  

 Dropsy of pregnant women,  

  Nephropathy of pregnant women,  

 Pre-eclampsia,  

 Eclampsia.  

 Forms of gestosis are consecutive stages of the disease.  

  In the English-language literature, the first three kinds of gestosis are united under 

the term "pre-eclampsia" and thus, in total, only two forms of EPH gestosis are 

distinguished: preeclampsia and eclampsia. 



Clinic of gestoses 
 Clinical manifestations of EPH gestosis include the Tsangameyster triad:  

  Increasing swelling,  

 Proteinuria,  

 Increased blood pressure.  

 In case of pre-eclampsia, the headache and visual impairment are added to the 

listed symptoms.  

  At the slightest external stimulation or without it, clonic-tonic convulsions may start - 

a terrible symptom of eclampsia.  

 Eclampsia is accompanied by high mortality. 



Morphology of gestosis 
 Liver:  

 Affected most often (in 60 - 70% of cases).  

 Single or drain pale yellow foci of necrosis and multiple hemorrhages of different 

sizes.  

 Histologically, in the vessels of the portal tracts, fibrin clots are detected, as well 

as necrosis and hemorrhages.  

 Kidneys:  

  Constant signs are the swelling of the endothelium of the glomerular capillaries 

and the deposition of fibrin deposits on the basal membrane.  

 In more severe cases, clots are found in the capillaries of the glomeruli and the 

stroma of the cortical layer. 



Morphology of gestosis 
 Brain:  

 Macro- or microscopic foci of hemorrhage in combination with thrombosis of 

small vessels.  

 Placenta:  

  Changes are a consequence of its ischemia.  

 Presented by excessive formation of syncytial nodes, thickening of the basal 

membrane of the trophoblast, hyperplasia of the cytotrophoblast, and infarcts.  

 Premature placental abruption is possible. 



Effect of gestosis on the fetus 
 In connection with the placenta lesions, gestoses have an adverse effect on fetal 

development (FDRS - fetal development retardation syndrome).  

 Children are often born prematurely, with signs of hypoxia and intrauterine 

malnutrition.  

 With eclampsia, fetal death often occurs. 



Complications and causes of death 
 Mortality is 5 - 9%.  

 The causes of death can be:  

 hemorrhages in the brain,  

  pronounced cerebral edema with the involvement of the cerebellar hemispheres 

in the large occipital foramen,  

 acute renal or hepatic renal insufficiency,  

  cardiopulmonary insufficiency,  

 HELLP-syndrome: hemolysis (haemolysis - H ), Elevated liver enzymes (EL), low 

platelet count (LP). 



Ectopic pregnancy 
 Pregnancy is called an ectopic if the implantation of a fertilized egg has occurred 

outside the uterine cavity.  

 Possible implantation sites:  

 Fallopian tubes (98%),  

 ovary,  

 rudimentary uterine horn,  

  abdominal cavity,  

  cervix. 



Ectopic pregnancy 
 Causes:  

  inflammatory diseases of the genitals,  

 peritubes adhesion,  

 IVF,  

 tumors of the uterus and appendages,  

 endometriosis,  

 malformations of the genital organs,  

 endocrine diseases,  

 presence of the IUD. 



Tubal pregnancy 
 Tubal pregnancy, as a rule, is interrupted for a period of 5 to 6 weeks.  

 May be accompanied by life-threatening internal bleeding.  

 Interruption of tubal pregnancy takes place in two ways:  

 through tubal abortion,  

 by rupturing the tube. 



Tubal pregnancy 
 When the fallopian tube ruptures:  

  the fetus enters the abdominal cavity,  

 there is a sharp pain in the abdomen, dizziness, symptoms of collapse,  

 urgent surgical intervention is necessary.  

  In the case of tubal abortion:  

 the fetal egg exfoliates from the tube wall and, due to anti-peristaltic movements, 

is expelled through the ampullar part into the abdominal cavity (complete tubal 

abortion);  

 the fetal egg, surrounded by blood clots, remains in the lumen of the tube 

(incomplete tubal abortion). 



Morphology of tubal pregnancy 
 Macroscopic picture:  

 Fallopian tube expanded in any area,  

 contains a fetal egg,  

  often with massive hemorrhage.  

 Microscopic picture:  

 chorionic villi penetrating the thickness of the muscular tube shell,  

 cells of the extravilli trophoblast,  

 fibrinoid,  

 hemorrhage,  

 decidual reaction in the mucous membrane. 



Abdominal pregnancy 
 Casual cases are when the egg was implanted in the abdominal cavity on the 

peritoneum, epiploon, liver, stomach, spleen (primary abdominal pregnancy).  

 The secondary abdominal pregnancy that occurs after the interruption of tubal 

pregnancy is more often observed.  

 The outcome of such a pregnancy is extremely unfavorable: at any moment a 

rupture of the fetus, fetal death and massive bleeding can occur.  

 In cases where internal bleeding is not catastrophic and the patient recovers, the 

fetus is mummified in the abdominal cavity, sometimes calcified (lithopedic). 



Prognosis for ectopic pregnancy 

 In 40% of patients, pregnancy is impossible in the future.  

 12% of newly pregnant women have an ectopic pregnancy again.  

 15-20% of newly pregnant women experience spontaneous abortion. 



Spontaneous abortion 
 Spontaneous abortion is the termination of pregnancy until the period when the 

fetus becomes viable, without medical or mechanical intervention.  

 Potentially viable is the fetus born not earlier than 22 weeks of gestation with a body 

weight of at least 500 g.  

 Early (before 12 weeks of pregnancy) and late (12-22 weeks of pregnancy) 

spontaneous abortion. 



Spontaneous abortion 

 The difference between abortion and premature birth: in preterm birth a premature 

baby is born, i.e. Reached the period of viability (22 weeks), but was born before 37 

weeks of gestation. 



Spontaneous abortion 
 Causes and risk factors (to decrease the significance):  

  chromosomal abnormalities in the conception product (100-fold increase in 

frequency),  

  defective implantation of a fertilized egg,  

 alcohol / drug use,  

 excessive consumption of caffeine (more than 2 cups of coffee a day significantly 

increases the risk of abortion ),  

  age of the pregnant over 35 years (increased risk 3 times),  

  endocrine disruption in the mother (hypoprogesteronemia, hyperestrogenemia),  

  infectious diseases in the mother,  

 sperm defect,  

 trauma. 



Material for research after spontaneous abortion 
 Most often it is represented by fragments of decidual tissue and chorionic villus.  

  The study has the following main objectives:  

  to prove the presence of pregnancy;  

  confirm the localization of pregnancy in the uterus;  

  estimate the approximate term of abortion according to the morphology of villi;  

  eliminate trophoblastic disease. 

 



Material for research after spontaneous abortion 
 Under the microscope in the material obtained after curettage of the uterine cavity, 

one can see:  

 foci of necrosis of decidual tissue with severe infiltration by neutrophils;  

  thrombi in decidual blood vessels;  

 various foci of hemorrhage (both fresh and old);  

  edematous and vascular chorionic villi.  

 Investigation of fully preserved material allows to assess the state of the embryo, 

the presence of developmental abnormalities, abnormalities of the placenta and 

umbilical cord. 



Trophoblastic disease 
 Trophoblastic disease is a general term that covers several diseases:  

 molar pregnancy,  

 chorion carcinoma,  

 trophoblastic swelling of the placental bed.  

  These are tumors or tumor-like conditions that are allografts from a conception 

product that are implanted in the mother's tissues. 



Molar pregnancy 
 The defeat of the whole fetal egg, mainly the chorion, including a complex of 

morphological changes:  

 cystic and edematous degeneration of the villi stroma,  

 lack of their vascularization,  

 hypertrophy of trophoblastic epithelium.  

 The risk of developing cramping is high in adolescents younger than 15 years and in 

women over 50 years of age.  

 Cystic transformation of the villi of the placenta with the formation of a molar 

pregnancy is due to the predominance in the karyotype of the embryo of the 

paternal chromosomes. 



Morphology of molar pregnancy 
 Macroscopically the molar pregnancy resembles a bunch of grapes with numerous 

bubbles of various sizes (on average 1 to 2 cm) filled with a clear liquid that can 

freely settle in the uterine cavity and separate from the vagina.  

 Microscopically revealed sharp edema of villi with the formation of cavities in their 

center.  

 Depending on the degree of proliferation of trophoblast, there are:  

 complete molar pregnancy,  

 partial molar pregnancy. 



Complete molar pregnancy 
 The whole placenta is affected.  

 The fruit is absent.  

 Has a diploid set of chromosomes, all of them of paternal origin.  

 It is believed that the chromosome set of the sperm doubles, and the nucleus of the 

egg is inactivated or dies 



Partial molar pregnancy 
 A significant increase in the volume of the placenta is not observed, vesicular villi 

are distributed among the morphologically normal placental tissue.  

 There is a fetus; Early dies.  

 The karyotype is triploid, and the additional third set of chromosomes is of paternal 

origin.  

 If an additional set of chromosomes of maternal origin, hydrophilic transformation of 

villi does not develop 



Invasive molar pregnancy 
 Characterized by the germination of villi in the myometrium.  

 Macroscopically in myometrium determine hemorrhagic foci of different sizes, less 

often trophoblast tissue penetrates the wall of the uterus and extends to the 

adjacent organs.  

 Microscopically detect edematous villi in myometrium, more often in vessels.  

  The invasive nature of molar pregnancy is not a sign of tumor growth, the normal 

trophoblast also has the capacity for invasive growth.  

 However, with invasive molar pregnancy, there may be metastases, more often into 

the lungs and vagina.  

 These metastases regress spontaneously or after a single course of chemotherapy. 



Prognosis for molar pregnancy 
 After removal of the tissue of the molar pregnancy, recovery usually occurs, but the 

possibility of disease progression is high enough.  

 The risk of developing choriocarcinoma after complete molar pregnancy is about 

5%.  

 The incidence of choriocarcinoma after partial molar pregnancy is not established, 

but it is known that it is significantly lower than when complete molar pregnancy . 



Chorionic carcinoma 
 Invasive tumor, consisting of trophoblast cells and devoid of villus chorion.  

 The risk of developing a chorionic carcinoma depends on the nature of the previous 

pregnancy:  

  in 50% of cases it develops after complete molar pregnancy,  

 25% after spontaneous abortion,  

 at 22.5% after normal delivery,  

  at 2.5% after ectopic pregnancy. 



Chorionic carcinoma 
 Chorionic carcinoma can occur immediately after termination of pregnancy, a few 

weeks and even 15-20 years after pregnancy.  

 Single cases of chorion carcinoma outside of pregnancy and even in men (testicular 

lesions) are described, the development of such tumors is caused by violations of 

intrauterine development.  

 Chorionic carcinoma is hormonally active, as the trophoblast synthesizes chorionic 

gonadotropin.  

 In this regard, regardless of the size of the primary tumor, there is always an 

increase in the uterus and a thickening of its mucosa with a pronounced decidual 

response.  

 Chorionic carcinoma clinically simulates pregnancy. 



Morphology of chorionic carcinoma 
 Macroscopically it looks like a juicy yellowish-white or red spongy node on a wide 

base.  

 Microscopically consists of cytotrophoblast cells and polymorphic giant elements of 

syncytiotrophoblast.  

 There are never really villains in a tumor.  

 The degree of atypism and mitotic activity in tumor cells can vary significantly.  

 Immunohistochemical methods in these cells can detect chorionic gonadotropin.  

 Stroma and vessels in the tumor are absent.  

 Rapid growth of the tumor is accompanied by multiple foci of necrosis and 

hemorrhages. 



Metastasis of chorionic carcinoma 
 With chorionic carcinoma, there are extensive early hematogenous metastases.  

 Especially metastasis in the lungs (80% of cases), which are clinically manifested by 

hemoptysis.  

 Later, there are metastases in the vagina (30%), in the brain, liver, kidneys. 



Prognosis for chorionic carcinoma 
 Chorionic carcinoma is one of the most malignant tumors, but it is well treated with a 

combination of hysterectomy and chemotherapy.  

 An exception is when the tumor occurs after a normal pregnancy; In these cases, 

the forecast is extremely unfavorable. 


