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OBJECTIVES

AT THE END OF THIS SESSION, PARTICIPANTS WILL BE ABLE TO

• UNDERSTAND THE UNIQUENESS OF MUCINOUS OVARIAN TUMOURS

• UNDERSTAND THE CHALLENGES IN THE DIAGNOSIS AND MANAGEMENT OF MUCINOUS

OVARIAN TUMOURS

• BE UP TO DATE ON THE CURRENT RECOMMENDATIONS AND FUTURE DIRECTIONS IN

THE CLINICAL MANAGEMENT OF MUCINOUS OVARIAN CANCER









CLINICAL PRESENTATION

• OFTEN PRESENT AS VERY LARGE OVARIAN MASSES WITH SYMPTOMATIC MASS EFFECTS

• INTACT REMOVAL CAN BE CHALLENGING DUE TO ADHESIONS AND EXPOSURE

• THE MAJORITY OF MUCINOUS LESION

• BENIGN

• BORDERLINE

• LOW GRADE MUCINOUS OVARIAN CANCER (TYPE 1 CANCER)

• PRIMARY MUCINOUS OVARIAN CANCER

• RARE (0.5% TO 1.5% OF ALL OVARIAN CANCERS)

• OFTEN PRESENT IN PATIENTS 30-50 YO

• DOES NOT SHARE SIMILAR RISK PROFILE AS SEROUS OVARIAN CANCERS

• MOST INVASIVE MUCINOUS TUMORS FOUND IN THE OVARY ARE METASTASIS FROM THE GASTROINTESTINAL TRACT 

(COLON, PANCREAS, AND APPENDIX) 



CLINICAL PRESENTATION – PRIMARY OVARIAN 
MUCINOUS CARCINOMA

• OFTEN CONFINED TO THE OVARY WITHOUT SURFACE INVOLVEMENT 

• UNILATERAL (METASTASES ARE BILATERAL) 

• SIGNIFICANT SIZE (≥13 CM)

• ELEVATED CEA OR CA19-9



CLINICAL MANAGEMENT

• PERSISTENT LARGE SYMTOMATIC MASSES OFTEN REQUIRE EXPLORATORY SURGERY

• DIAGNOSIS AND STAGING / DEBULKING AS APPROPRIATE

• DIFFERENTIATING   PRIMARY   OVARIAN   MUCINOUS   TUMOUR   FROM 

METASTATIC MUCINOUS TUMOUR OF GASTROINTESTINAL OR OTHER GYNAECOLOGICAL ORIGIN IS 

CHALLENGING

• THE MAIN PURPOSE OF INTRAOPERATIVE CONSULTATION FOR AN OVARIAN MASS IS TO DETERMINE WHETHER 

A MALIGNANCY IS PRESENT SO THAT STAGING CAN PROCEED

• METASTATIC NEOPLASMS TO THE OVARY ARE FREQUENT AND MAY PRESENT PRIOR TO THE DIAGNOSIS OF THE PRIMARY

LESION (GASTROINTESTINAL AND HEPATOBILIARY TRACTS AND PANCREAS)

• NEARLY ALL PRIMARY OVARIAN MUCINOUS CARCINOMAS ARE LARGE AND UNILATERAL

• CONSIDERATION OF APPENDECTOMY IN ALL MUCINOUS OVARIAN TUMOUR















MUCINOUS OVARIAN LESIONS

• CYSTADENOMAS, BORDERLINE , AND CARCINOMAS (INTRAEPITHELIAL AND INVASIVE)

• DEGREE OF COMPLEXITY , EPITHELIAL PROLIFERATION, PRESENCE OF STROMAL INVASION

• WIDELY DIFFERENT BIOLOGIC BEHAVIOURS AND PROGNOSIS

• BORDERLINE MUCINOUS OVARIAN TUMOURS

• GASTROINTESTINAL AND ENDOCERVICAL-LIKE (SEROMUCINOUS TUMORS) TYPE

• GASTROINTESTINAL TYPES OFTEN HAVE BENIGN BEHAVIOUR

• SEROMUCINOUS TUMORS ARE MUCH LESS COMMON BUT ALSO HAVE A BENIGN BEHAVIOUR

• BORDERLINE MUCINOUS TUMORS WITH INTRAEPITHELIAL CARCINOMA

• OFTEN HAVE AN EXCELLENT PROGNOSIS

• BORDERLINE MUCINOUS TUMORS WITH MICROINVASION

• SMALL (2-5 MM) FOCI OF STROMAL INVASION

• APPEARS TO ALSO HAVE A GOOD PROGNOSIS



PSEUDOMYXOMA PERITONEII

• MUCOID PERITONEAL NODULES AND/OR MUCINOUS ASCITES ARE ACCOMPANIED BY LOW-

GRADE NEOPLASTIC MUCINOUS EPITHELIUM ASSOCIATED WITH POOLS OF EXTRACELLULAR 

MUCIN

• VIRTUALLY ALL CASES OF PSEUDOMYXOMA PERITONEI ARE DERIVED FROM LOW-GRADE 

MUCINOUS ADENOMAS, USUALLY OF THE APPENDIX

• OVARIAN INVOLVEMENT IS SECONDARY

• NO EFFECTIVE THERAPY

• ? ROLE OF PERITONECTOMY – HIPEC CHEMOTHERAPY

• REPEATED OPERATIONS OFTEN REQUIRED TO MANAGE SYMPTOMS



INVASIVE MUCINOUS OVARIAN CANCER
• RARE (~3%) USING  CENTRAL PATHOLOGY REVIEW WITH MODERN DIAGNOSTIC CRITERIA AND 

OFTEN PRESENT AT EARLY STAGE 1 DISEASE

• LARGE, UNILATERAL, MULTICYSTIC MUCUS-CONTAINING TUMORS WITH SMOOTH WHITE CAPSULES

• OFTEN WELL DIFFERENTIATED ARISING IN AREAS OF BORDERLINE CHANGES (INTESTINAL TYPE)

• DESTRUCTIVE STROMAL INVASION WITH “CONFLUENT GLANDULAR” OR “EXPANSILE” PATTERN OF 

INVASION

• SEROMUCINOUS (MULLERIAN OR ENDOCERVICAL-LIKE) TYPES ARE UNCOMMON

• DESTRUCTIVE STROMAL INVASION WITH ASSOCIATION WITH ENDOMETRIOSIS

• METASTATIC MUCINOUS CARCINOMAS

• BILATERAL, SMALLER SIZE (<10 CM TO 12 CM), OVARIAN SURFACE INVOLVEMENT, A NODULAR PATTERN 

OF OVARIAN INVOLVEMENT AND HAPHAZARD PATTERN OF INFILTRATIVE MUCINOUS GLANDS 

IRREGULARLY DISTRIBUTED THROUGHOUT THE OVARIAN STROMA, VASCULAR INVASION

• DIFFERENTIAL IMMUNOHISTOCHEMICAL PATTERNS (CK7 , CK 20, HPV AND P16, MAMMAGLOBIN AND 

GCDFP-15, DPC4 

• MOLECULAR PROFILING :KRAS (40%-50%), HER2 AMPLIFICATION (19%) - ? BETTER PROGNOSIS



METASTATIC MUCINOUS OVARIAN CANCER
SEDMAN ET AL (THE AMERICAN JOURNAL OF SURGICAL PATHOLOGY 27(7): 985-993, 2003)

• 52 MUCINOUS ADENOCARCINOMAS INVOLVING THE OVARIES

• 23% PRIMARY OVARIAN NEOPLASMS AND 77% WERE METASTATIC TUMORS

• 45% GASTROINTESTINAL TRACT, 20% PANCREATIC , 5% ENDOMETRIAL, 13% CERVICAL 

, 8% BREAST , 10% UNKNOWN PRIMARY SITE

• EXTRAOVARIAN PELVIC AND ABDOMINAL PERITONEAL IN ALL PATIENTS WITH GI CARCINOMAS AND 

IN APPROXIMATELY HALF OF THOSE WITH NONGASTROINTESTINAL CARCINOMAS







INVASIVE MUCINOUS OVARIAN CANCER – CLINICAL 
BEHAVIOURS

• STAGE I MUCINOUS CARCINOMAS HAVE A SURVIVAL OF ABOUT 90%

• ADVANCED STAGE HAS MUCH WORSE PROGNOSIS THAN SEROUS TYPES

• POOR RESPONSE TO STANDARD SYSTEMIC CHEMOTHERAPY

• MEDIAN DISEASE FREE SURVIVAL FOR WOMEN WITH STAGE III/IV MUCINOUS TUMORS 14.6 

MONTHS VS 42 MONTHS FOR SEROUS SUBTYPE (ZAINO ET AL. CANCER. 2011;117(3):554-62)

• PRIMARY VS METASTATIC

• POORLY REPRESENTED IN OVARIAN CANCER RCT (3-7%)



INVASIVE MUCINOUS OVARIAN CANCER – CLINICAL 
BEHAVIOURS

HESS V, A’HERN R, NASIRI N ET AL. MUCINOUS EPITHELIAL OVARIAN CANCER: A SEPARATE
ENTITY REQUIRING SPECIFIC TREATMENT. J CLIN ONCOL 2004; 22: 1040-1044

• THE RESPONSE RATE TO PLATINUM-BASED THERAPY WAS 26% VS 65% (MUCINOUS VS NON 

MUCINOUS)

• THE MEDIAN PROGRESSION-FREE SURVIVAL AND OS WERE 5.7 VERSUS 14.1 MONTHS AND 

12 VERSUS 16.7 MONTHS (MUCINOUS VS NON MUCINOUS)



MUCINOUS OVARIAN CANCER – PROSPECTIVE 
CLINICAL TRIAL

• GOG241 INVESTIGATES THE UTILITY OF CHEMOTHERAPY AGENTS FOR GI CANCER (OXALIPLATIN + CAPECITABINE VS 

CARBOPLATIN + PACLITAXEL WITH/WITHOUT AVASTIN)

• PREMATURE CLOSURE: ONLY 50 OF A PROPOSED 322 PATIENTS RECRUITED

• ONLY SEVENTEEN WERE CONFIRMED TO HAVE MUCINOUS PRIMARY (34%)

• RESPONSES : 4 OF 26 (15.4%) IN THE OXALIPLATIN/CAPECITABINE ARMS VS 6 OF 24 (25%) IN THE CARBOPLATIN/PACLITAXEL 

ARMS

• PFS FOR THE OXALIPLATIN/CAPECITABINE ARMS WAS 10.1MTHS VS. 15.4 MTHS FOR THE CARBOPLATIN/PACLITAXEL ARMS (HR 

1.08; 95% CI 0.53-2.19; P = 0.83)

• THE  MEDIAN  PFS  IN  ARMS  WITH  BEVACIZUMAB  WAS  17.4MTHS  VS. 8.8MTHS IN ARMS WITHOUT BEVACIZUMAB (HR 0.88; 

95% CI 0.43-1.79; P=0.72)

• TREAT BASED ON MOLECULAR PROFILING (SITE AGNOSTIC STRATEGY)

• HER2 (TRASTUZUMAB) , KRAS (CETUXIMAB), PD1/PD-L1

• SRC KINASE , DUAL PI3K AND MTOR INHIBITORS



CONCLUSION

• WIDE SPECTRUM OF MUCINOUS OVARIAN LESIONS ENCOUNTERED IN CLINICAL PRACTICE

• PRIMARY OVARIAN MUCINOUS CANCER IS RARE – MOST OFTEN METASTATIC INVOLVEMENT 

FROM OTHER SITES

• MOST PRIMARY OVARIAN MUCINOUS LESION PRESENT AT AN EARLY SURGICAL STAGE WITH 

GOOD PROGNOSIS

• METASTATIC MUCINOUS OVARIAN CANCER HAS A POOR PROGNOSIS DUE TO MAINLY LOWER 

CHEMOTHERAPY RESPONSE COMPARED TO SEROUS

• VERY DIFFERENT BIOLOGIC BEHAVIOURS FROM OTHER HISTOLOGIES


