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Objective: To describe the clinicopathological characteristics of mucinous ovarian cancer
(MOC)-derived pseudomyxoma peritonei (PMP) and identify prognostic factors for survival.

Methods: Medical records from patients with MOC-derived PMP who attended the
Aerospace Center Hospital, Beijing, China between January 2009, and December 2019
were retrospectively reviewed. Survival analysis was performed with the Kaplan-Meier
method, the log-rank test, and a Cox proportional hazards model.

Results: Cytoreductive surgery (CRS) and hyperthermic intraperitoneal chemotherapy
(HIPEC) for PMP originating fromMOCwere performed on 22 patients, who had a median
age of 52 years at the time of surgery. At the last follow-up in June 2020, 9 (41%) patients
were still alive. Median OS was 12 months (range, 1 to 102 months), and the 2-, 3-, and 5-
year survival rates were 23, 9, and 5%, respectively.

Conclusion: Histopathologic subtype and PCI may be applied as predictors of prognosis
in patients with MOC-derived PMP. Patients with high-grade disease could benefit from
completeness of cytoreduction (CCR) 0/1.

Keywords: pseudomyxoma peritonei, mucinous ovarian cancer, prognostic prediction, overall survival (OS),
cytoreductive surgery (CRS) and hyperthermic intraperitoneal chemotherapy (HIPEC)
INTRODUCTION

Ovarian cancer is the second most common gynecological malignancy following uterine corpus
cancer, and the most pernicious neoplasm in the female reproductive system (1). Epithelial ovarian
cancer (EOC) is the most common ovarian malignancy, of which primary mucinous ovarian cancer
(MOC) is a rare histotype, accounting for 3 to 5% of EOC cases (2). Early-stage MOC is associated
with a good prognosis; however, advanced-stage MOC is relatively resistant to first-line
chemotherapy, and patients have worse survival compared to other EOC histotype (3).

MOC may metastasize to the peritoneum giving rise to pseudomyxoma peritonei (PMP), a rare
clinical entity characterized by diffuse intra-abdominal gelatinous ascites with mucinous implants
on peritoneal surfaces and no obvious invasion of underlying tissues. The estimated incidence of
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PMP is 1–2 per million per year (4). PMP usually originates from
a primary mucinous tumor of the appendix, but other
primary localizations have been reported.

MOC-derived PMP is an uncommon disease entity, which
lacks clinical data and information on patient prognosis. The
objective of this retrospective analysis of 22 patients with MOC-
derived PMP was to describe the clinicopathological
characteristics of MOC-derived PMP and identify prognostic
factors for survival. Findings from this study will inform the
management of patients with MOC-derived PMP.
MATERIALS AND METHODS

Ethical Approval
The Ethics Committee of the Aerospace Center Hospital, Beijing,
China (No. 20161109-ST-07) approved this study. Written
inform consent for the use of clinical data and images was
obtained from all included patients.

Patient Population
Medical records from a database of patients with PMP who
attended the Aerospace Center Hospital, Beijing, China between
January 2009 and December 2019 were retrospectively reviewed.
Inclusion criteria were: (1) diagnosis of MOC-derived PMP on
histology and histopathologic subtype confirmed by two
experienced pathologists; and (2) treatment with cytoreductive
surgery (CRS) and hyperthermic intraperitoneal chemotherapy
(HIPEC). Exclusion criteria were: (1) PMP derived from other
organs or disease (e.g., colon, urachus, and pancreas); (2) loss to
follow-up; (3) incomplete medical records; or (4) history of other
severe organic disease. A total of 22 patients were included in the
final analysis.
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Surgery Treatment
Patients underwent CRS to remove visible tumors if any (5)
(Figure 1). HIPEC was conducted in all included patients for
60 min using a closed-abdomen technique with cisplatin
60~80 mg and an extracorporeal device that maintained
intraabdominal temperature between 40 and 42°C.

Study Parameters
The analysis included the following clinicopathological
parameters: gender, age at diagnosis of MOC-derived PMP,
time from diagnosis of MOC to CRS for PMP, status, overall
survival (OS), survival rate (2/3/5-year), history of (with/
without) previous systemic chemotherapy (PSC), prior surgical
score (PSS), intraoperative peritoneal cancer index (PCI),
completeness of cytoreduction (CCR), preoperative serum
CEA/CA125/CA19-9 elevation, intraoperative HIPEC,
pathological grade, history of (presence/absence) lymph node
metastasis, history of (with/without) prior appendectomy, and
follow-up time.

Among these characteristics, PSS was scored on a scale from 0 to
3, where PSS-0 was no surgery or biopsy had been performed for
cancer, PSS-1 was surgery had been performed in one abdominal
region, PSS-2 was surgery had been performed in two to five regions,
and PSS-3 was surgery had been performed in >5 regions (6). The
PCI was determined intraoperatively where tumor volume and extent
of peritoneal dissemination in each of 13 abdominopelvic regions
(nine anatomical regions in the abdomen and four segments in the
small bowel) were scored on a scale from 0 to 3 and summed (5).
Residual disease following CRS was scored according to the CCR on a
scale from 0 to 3, where CCR-0 was no macroscopic residual cancer
remained, CCR-1 was residual tumor nodules < 2.5 mm remained,
CCR-2 was nodules between 2.5 mm and 2.5 cm remained, and
CCR-3 was persistent tumor nodules > 2.5 cm remained (7).
FIGURE 1 | Surgical procedure (complete cytoreductive surgery lasted about 10 h) and pathology of MOC-derived PMP. (A) Status of the abdomen preoperatively;
(B) Identification of ovarian involvement; (C) The appendix was not involved; (D) CT scan prior to CRS; (E) H&E staining of mucinous ovarian tumor (200×
magnification; (F) H&E staining of appendix (200× magnification).
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Pathological diagnosis was classified into four categories, according to
the 2016 Peritoneal Surface Oncology Group International (PSOGI)
criteria (8), as acellular mucin (AC), low-grade mucinous carcinoma
peritonei (LG-MCP), high-grade mucinous carcinoma peritonei
(HG-MCP), or high-grade mucinous carcinoma peritonei with
signet ring cells (HGMC-S). OS was calculated from the date of
CRS and HIPEC to the time of death or the last follow-up.

The immunohistochemistry information of CK7, CK20,
CDX-2, MUC-2, and PAX-8 were recorded. We classify the
pathological type as the intestinal borderline mucinous tumor
(IBMT) when CDX-2 is positive, as the positive rate of CDX-2 in
intestinal tumors is 100% (9, 10). When both CDX-2 and PAX-8
are positive, we need to combine the expression of MUC-2. If
MUC-2 was negative, we preferred the endocervical mucinous
unilateral tumor. When MUC-2 was positive, it tends to be
IBMT. PAX-8 has high specificity but low sensitivity in
differentiating ovarian mucinous tumors from appendiceal
mucinous tumors. In the present study, if PAX-8 was clearly
positive, we tended to classify it as endocervical mucinous
unilateral tumor. If PAX-8 was negative, and CDX-2 was
negative, then we need to combine the MUC-2 expression
pattern. If MUC-2 was negative, we tend to classify it as the
endocervical mucinous unilateral tumor. If MUC-2 was positive,
the patient tends to be IBMT.

Statistical Analysis
Statistical analyses were conducted using SPSS 24.0 (IBM
Corporation, Armonk, NY, USA). Continuous data are
presented as medians and range. Categorical data are presented
as number and percentages. Univariate survival analysis was
performed with the Kaplan-Meier method and the log-rank test.
Statistically significant variables were included in a multivariate
analysis, which used a Cox proportional hazards model to
identify independent prognostic factors for survival. All
live patients were censored. P < 0.05 was considered
statistically significant.
RESULTS

Clinicopathological Characteristics
From January 2009 to December 2019, 963 patients with PMP
were included in the database established by the Aerospace
Center Hospital, Beijing, China. Of these, 888 (92%) patients
had appendix derived PMP. A total of 584 patients with PMP
had ovarian involvement, including 549 patients with secondary
involvement of the ovary, and 35 patients with MOC-derived
PMP. Among the patients with MOC-derived PMP, 13 of them
excluded due to incomplete medical records and/or loss of the
follow-up. Finally, 22 patients were included in the final analysis.

Demographic and clinical characteristics of the 22 included
patients are presented in Table 1. Patient’s median age at MOC
diagnosis was 47 years (range, 29 to 67 years). Patient’s median
age at CRS and HIPEC for PMP originating from MOC was 52
years (range, 33 to 67 years). Median time from diagnosis of
MOC to CRS and HIPEC for PMP was 28 months (range, 0 to
Frontiers in Oncology | www.frontiersin.org 3
120 months). Median follow-up after CRS and HIPEC was 31
months (range, 6 to 108 months). At the last follow-up in June
2020, 9 (41%) patients were still alive, median OS was 12 months
(range, 1 to 102 months), and the 2-, 3-, and 5-year survival rates
were 23, 9, and 5%, respectively. PSC was performed in 10 (45%)
patients before CRS and HIPEC, and PSS was 0/1, 2, and 3 in 6
(27%), 12 (55%), and 4 (18%) patients, respectively. Serum
CA125, CA19-9, and CEA were elevated in 11 (50%), 14
(64%), and 5 (23%) patients, respectively.

Intraoperative PCI was <20 and ≥20 in 11 (50%) and 11
(50%) patients, respectively. CCR score was 0/1 and 2/3 in 11
(50%) and 11 (50%) patients, respectively. Pathological diagnosis
showed 13 (59%) patients had HGMC and 9 (41%) patients had
LGMC. Two (9%) patients had lymph node metastasis, and no
other space-occupying lesions of pelvic and abdominal organs
were observed in all cases. For all the included patients, 19 were
pathologically confirmed as chronic appendicitis (6 appendixes
were removed in our hospital, and 13 cases were removed in
other hospitals). Surgical exploration showed a totally normal
appendix appearance in two cases. In addition, one appendix
could not be identified due to intraperitoneal surgery adhesion.
However, the primary source was approved as an endocervical
mucinous unilateral tumor by the immunohistochemistry
examination. There were 10 (45%) cases of the IBMT and 12
(55%) cases of the endocervical mucinous unilateral tumor based
on the immunohistochemistry results. In the cases of IBMT, we
found no evidence of teratoma after extensive sampling in all
included patients (mean 42 blocks ranging from 21 blocks to
68 blocks).

Univariate Analysis
Prognostic factors for OS on univariate analysis are presented in
Table 2. Among all included patients, the histopathologic
subtype of MOC-derived PMP (HGMC vs. LGMC) was
prognostic for OS by the log rank test (P = 0.039). Among
patients stratified by histopathologic subtype of MOC-derived
PMP (HGMC or LGMC), PCI (<20 vs. ≥20, P = 0.026), and CCR
(0/1 vs. 2/3, P = 0.031) were prognostic for OS by the log rank test
in patients with HGMC (Figure 2).
DISCUSSION

PMP is a rare malignant growth characterized by mucinous
ascites in the peritoneal cavity. In 1842, Rokitansky first
described mucocele of the appendix (11). In 1884, Werth
applied the term PMP to a mucinous tumor of the ovary (12).
PMP is usually secondary to an appendiceal mucinous neoplasm
but may be associated with mucinous tumors of other primary
sites, including the ovaries. PMP of non-appendiceal origin may
have a worse prognosis than PMP originating from an
appendiceal tumor as the underlying pathology is more likely
to resemble a mucinous adenocarcinoma (4).

This study described the clinicopathological characteristics of
MOC-derived PMP and identified independent predictors of OS.
From January 2009 to December 2019, 963 patients with PMP
April 2021 | Volume 11 | Article 641053
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attended the Aerospace Center Hospital, Beijing, China.
PMP predominantly originated in the appendix, which is
consistent with other studies (13). Thirty-five patients had
MOC-derived PMP; of these, 22 patients were included in
our analyses.

The incidence of primary MOC is rare, and a revision of
diagnostic criteria for mucinous EOC has seen a reduction in the
incidence of MOC from >10% of EOC cases to 3–5% of EOC
cases (2). Approximately 80% of MOC are metastatic, originating
from primary tumors of the gastrointestinal tract (45%),
pancreas (20%), cervix and endometrium (18%), or breast (8%)
(14). Metastatic mucinous carcinoma may be misdiagnosed as
primary MOC. A comprehensive evaluation of patients to
exclude metastatic tumors masquerading as MOC is an
important step in the diagnosis of primary MOC.

In the present study of MOC-derived PMP, the histological
origin of PMP was confirmed by two experienced pathologists.
The median age of patients at the time of diagnosis of MOC was
47 years (range, 29 to 67 years). Patients were treated with CRS
and HIPEC at a median age of 52 years (range, 33 to 67 years).
Median time from diagnosis of MOC to CRS and HIPEC for PMP
was 28 months (range, 0 to 120 months), but was not an
independent predictor of OS after CRS and HIPEC. Despite this,
we recommend a definitive follow-up schedule after CRS and
HIPEC to detect recurrence and plan subsequent management.
We performed patient follow-up every 6 months. Median follow-
up was 31 months (range, 6 to 108 months). At the last follow-up
in June 2020, 9 (41%) patients were still alive, and the median
OS was 12 months (range, 1 to 102 months). 2-, 3-, and 5-year
survival rates were 23, 9, and 5%, respectively, which is
significantly lower than appendix-derived PMP, where 5- and
10-year OS range from 72 to 96% and 55 to 82%, respectively (15).

In our study, 10 (45%) patients with MOC-derived PMP
received PSC before CRS and HIPEC, and we scored the prior
surgical outcomes with PSS for each patient; PSS-0 was the rating
for no surgery or biopsy, PSS-1 for surgery in one abdominal
region only, PSS-2 for surgery in two to five regions, and PSS-3 for
surgery in more than five regions. however, PSC and PSS were not
independent predictors of OS after CRS and HIPEC. In contrast,
PSC and PSS may be used as prognostic indicators in appendix
derived PMP (6). Chemotherapy is indispensable for treating
most EOC, but the effectiveness of adjuvant chemotherapy for
TABLE 1 | Patients’ clinical and demographic data (n = 22).

Characteristics No. of Patients

Gender
Female 22 (100%)
Male 0
MOC-age at diagnosis (years)
Median (range) 47 (29–67)
<50 13 (59%)
≥50 9 (41%)
PMP-age at diagnosis (years)
Median (range) 52 (33–67)
<50 10 (45%)
≥50 12 (55%)
Time from MOC diagnosis to CRS and HIPEC (months)
Median (range) 28 (0–120)
PSC
Yes 10 (45%)
No 12 (55%)
PSS
0/1 6 (27%)
2 12 (55%)
3 4 (18%)
Elevated serum tumor markers
CA125 11 (50%)
CA19-9 14 (64%)
CEA 5 (23%)
PCI
Median (range) 20 (5–39)
<20 11 (50%)
≥20 11 (50%)
CCR
Median (range) 2 (0–3)
0/1 11 (50%)
02-Mar 11 (50%)
HIPEC
Yes 22 (100%)
No 0
Histopathologic subtype
LGMC 9 (41%)
HGMC 13 (59%)
Immunohistochemistry results
CK7
Positive 18 (82%)
Partial positive 3 (14%)
Negative 1 (4%)

CK20
Positive 10 (45%)
Partial positive 6 (27%)
Negative 6 (27%)

CDX2
Positive 10 (45%)
Partial positive 1 (4%)
Negative 11 (50%)

MUC-2
Positive 7 (32%)
Weakly positive 2 (9%)
Negative 12 (55%)
Missing 1 (4%)

PAX-8
Positive 6 (27%)
Weakly positive 4 (18%)
Negative 1 (4%)
Missing 1 (4%)

(Continued)
TABLE 1 | Continued

Characteristics No. of Patients

Primary ovarian tumor
IBMT 10 (45%)
Endocervical mucinous unilateral tumor 12 (55%)
April 2021 | Volume 11
MOC, mucinous ovarian carcinoma; PMP, pseudomyxoma peritonei; CRS, cytoreductive
surgery; PSC, previous systemic chemotherapy; PSC, prior surgical score; PCI, peritoneal
cancer index; CCR, completeness of cytoreduction; HIPEC, hyperthermic intraperitoneal
chemotherapy; LGMC, low-grade mucinous carcinoma peritonei; HGMC, high-grade
mucinous carcinoma peritonei; IBMT, intestinal borderline mucinous tumors.
In bold: CK7, Cytokeratin 7; CK20, Cytokeratin 20; CDX2, Caudal Type Homeobox 2;
MUC-2, Mucin-2; PAX-8, Paired Box 8.
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MOC is not clear, as MOC are resistant to conventional platinum-
based chemotherapy and respond poorly to treatment.

Serum tumor markers, including CA125, CA19-9, and CEA,
are indicative of the cancerous disease process. Studies show that
prechemotherapy serum levels of CA125 are significantly
increased in serous ovarian cancer, but not MOC (16). The
“2020 National Comprehensive Cancer Network (NCCN)
Ovarian Cancer Clinical Practice Guidelines (1st Edition)” (17)
recommend that CA19-9 should be used as a screening marker
for MOC, and evidence suggests that serum CA19-9 may
represent a novel prognosticator with potential to improve
prediction of OS in patients with PMP treated with CRS and
HIPEC (18). Elevated preoperative serum CEA has been strongly
correlated with advanced stage in primary MOC, which may
indicate a poorer prognosis (19). Despite this, in the present
study, elevated serum CA125, CA19-9, and CEA were not
independent predictors of OS after CRS and HIPEC in patients
with MOC-derived PMP.
Frontiers in Oncology | www.frontiersin.org 5
The combination of CRS and HIPEC is recognized as the gold
standard treatment for appendix derived PMP (18, 20). As there
are no alternatives specifically recommended for MOC-derived
PMP, we adopted CRS and HIPEC to treat the patients included
in this study. According to the univariate analysis,
histopathologic subtype of MOC-derived PMP (HGMC vs.
LGMC) was prognostic for OS after CRS and HIPEC. Among
patients stratified by the histopathologic subtype of MOC-
derived PMP (HGMC or LGMC), PCI (<20 vs. ≥20) and CCR
(0/1 vs. 2/3) were prognostic for OS in patients with HGMC.
Multivariate analysis was performed to eliminate the influence of
confounding factors. Findings showed that HGMC and a high
PCI (>20) were independent predictors of poor OS after CRS and
HIPEC in patients with MOC-derived PMP. Consistent with
this, one previous report showed that patients with HGMC-PMP
registered in a PMP database had poorer 5-year OS than patients
with LGMC (21). Another study showed that higher PCI
predicted poorer progression-free survival in patients with
TABLE 2 | Univariate analysis of OS after CRS and HIPEC (n = 22).

Variables Log-Rank P value of Univariate analysis

Overall LGMC HGMC

HR (95%CI) P value HR (95%CI) P value HR (95%CI) P value

MOC-Age (<50 vs. ≥50, years) 1.496 (0.504–4.439) 0.459 4.143 (0.348–49.28) 0.074 0.375 (0.062–2.249) 0.118
PMP-Age (<50 vs. ≥50, years) 1.338 (0.439–4.078) 0.593 2.333 (0.121–45.17) 0.405 0.625 (0.156–2.500) 0.434
PSC (Yes vs. No) 0.698 (0.234–2.083) 0.51 0.298 (0.042–2.124) 0.259 0.841 (0.222–3.189) 0.792
PSS (0/1 vs. 2/3) 1.201 (0.353–4.088) 0.757 2.193 (0.121–39.69) 0.469 0.699 (0.186–2.632) 0.598
CA125 (<35 vs. ≥35, U/ml) 0.558 (0.188–1.659) 0.295 0.532 (0.068–4.167) 0.512 1.004 (0.251–4.019) 0.995
CA19-9 (<37 vs. ≥37, U/ml) 0.586 (0.186–1.849) 0.404 0.000 (−1.000–1.000) 0.176 0.833 (0.216–3.213) 0.782
CEA (<10 vs. ≥10, ng/ml) 1.289 (0.416–3.988) 0.661 0.572 (0.075–4.367) 0.614 0.244 (0.005–11.51) 0.125
PCI (<20 vs. ≥20) 0.390 (0.131–1.158) 0.1 0.000 (−1.000–1.000) 0.147 0.156 (0.030–0.798) 0.026*
CCR (0/1 vs. 2/3) 0.683 (0.229–2.039) 0.483 0.000 (−1.000–1.000) 0.176 0.080 (0.008–0.791) 0.031*
Histopathologic subtype (LGMC vs. HGMC) 0.323 (0.108–0.972) 0.039*
April 2
021 | Volume 11 | Article
MOC, mucinous ovarian carcinoma; PMP, pseudomyxoma peritonei; PSC, previous systemic chemotherapy; PSS, prior surgical score; PCI, peritoneal cancer index; CCR, completeness
of cytoreduction; LGMC, low-grade mucinous carcinoma peritonei; HGMC, high-grade mucinous carcinoma peritonei. *P<0.05.
A B

FIGURE 2 | Kaplan-Meier survival curves for histopathologic subtype (A) and peritoneal cancer index (B) (n = 22).
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appendix-derived PMP, and the influence of the PCI remained a
significant prognostic variable for both patients with low-grade
appendiceal pseudomyxoma and appendiceal adenocarcinoma
(6). Taken together, these data suggest that early treatment with
CRS and HIPEC, before tumor burden becomes high, may
provide a survival benefit for patients with MOC-derived PMP.

In a previous study in appendix-derived PMP, a higher CCR
score (CCR2 or CCR3) was associated with a significantly
poorer 5-year survival rate of 24% compared to 85% in patients
with CCR0 or 80% in patients with CCR1. The difference remained
significant when stratified by histopathologic subtype (6).
Consistent with this, previous findings from our hospital revealed
that CCR score is a predictor of prognosis in appendix derived
PMP, whereby OS was worse in patients with CCR3 compared
to CCR 0/1/2 (22). In the present study, on univariate analysis,
CCR (0/1 vs. 2/3) was prognostic for OS in patients with HGMC
MOC-derived PMP. It is reasonable to assume that maximal
cytoreduction will achieve better long-term survival, but CCR
was not an independent predictor of OS on multivariate analysis
in our patient population, possibly reflecting our small sample size.

Previous reports did not find any difference in survival
between appendix-derived PMP and non-appendix-derived
PMP (23, 24). However, the OS of non-appendix-derived PMP
was lower than that of appendix-derived PMP in the present
study. One of the reasons may be due to the small sample size.
Eight patients with high-grade disease were dead within 1 year
after operation, which greatly diluted the therapeutic effect. The
other reason is that patients have a common problem of
overloading small intestinal tumors. Only three patients with
low-grade disease were completely cytoreduced which were still
alive at the time of follow-up. The radical cure rate was low, which
affects the overall prognosis. Nevertheless, we can still realize that
CCR0/1 is a good prognostic factor, and for these patients with
CCR0/1, early aggressive surgery should be recommended.

There are several limitations in the present study. First, the low
sample size of the present study limited the power of the results.
Second, more than half (12/22, 54.5%) of the included patients
were transferred from local hospital with poor general condition.
Therefore, the final survival was relatively low. Finally, as the
Frontiers in Oncology | www.frontiersin.org 6
MOC-derived PMP is rare, the sample size was small. Large-scale
studies are needed in the future to confirm our results.

In conclusion, histopathologic subtype and PCI may be applied
as predictors of prognosis in patients with MOC-derived PMP.
Findings from this study will inform the management of patients
with MOC-derived PMP; however, similar to most research on
PMP, our study was limited by sample size. Multicenter clinical
studies with large sample sizes and investigations into the
molecular biology of MOC-derived PMP are required to further
our understanding of this disease entity.
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21. Andréasson H, Graf W, Nygren P, Glimelius B, Mahteme H. Outcome
differences between debulking surgery and cytoreductive surgery in patients
with pseudomyxoma peritonei. Eur J Surg Oncol (EJSO) (2012) 38(10):962–8.
doi: 10.1016/j.ejso.2012.07.009

22. Ma R,Wang B, Zhai X, Lu Y, Xu H. Management and prognostic prediction of
appendiceal mucinous adenocarcinoma with peritoneal metastasis: a single
center study in China. BMC Cancer (2020) 20:1–6. doi: 10.1186/s12885-020-
06787-4

23. Baratti D, Kusamura S, Milione M, Pietrantonio F, Caporale M, Guaglio M,
et al. Pseudomyxoma peritonei of extra-appendiceal origin: a comparative
study. Ann Surg Oncol (2016) 23(13):4222–30. doi: 10.1245/s10434-016-5350-9

24. Delhorme J, Severac F, Averous G, Glehen O, Passot G, Bakrin N, et al.
Cytoreductive surgery and hyperthermic intraperitoneal chemotherapy for
pseudomyxoma peritonei of appendicular and extra-appendicular origin. J Br
Surg (2018) 105(6):668–76. doi: 10.1002/bjs.10716

Conflict of Interest: The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could be construed as a
potential conflict of interest.

Copyright © 2021 Fu, Ma, Lu, Xu and Ma. This is an open-access article distributed
under the terms of the Creative Commons Attribution License (CC BY). The use,
distribution or reproduction in other forums is permitted, provided the original
author(s) and the copyright owner(s) are credited and that the original publication
in this journal is cited, in accordance with accepted academic practice. No use,
distribution or reproduction is permitted which does not comply with these terms.
April 2021 | Volume 11 | Article 641053

https://doi.org/10.1016/S0002-9610(37)90763-3
https://doi.org/10.1007/BF01837425
https://doi.org/10.1016/j.ejso.2010.01.006
https://doi.org/10.1016/j.ygyno.2009.02.010
https://doi.org/10.3390/cancers12061495
https://doi.org/10.1097/IGC.0b013e31821e052e
https://doi.org/10.1097/IGC.0b013e31821e052e
https://doi.org/10.1016/j.ejso.2015.04.005
https://doi.org/10.2147/CMAR.S186258
https://doi.org/10.1016/j.ejso.2013.12.021
https://doi.org/10.1016/j.ejso.2012.07.009
https://doi.org/10.1186/s12885-020-06787-4
https://doi.org/10.1186/s12885-020-06787-4
https://doi.org/10.1245/s10434-016-5350-9
https://doi.org/10.1002/bjs.10716
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/oncology
http://www.frontiersin.org/
https://www.frontiersin.org/journals/oncology#articles

	Clinicopathological Characteristics and Prognostic Prediction in Pseudomyxoma Peritonei Originating From Mucinous Ovarian Cancer
	Introduction
	Materials and Methods
	Ethical Approval
	Patient Population
	Surgery Treatment
	Study Parameters

	Statistical Analysis

	Results
	Clinicopathological Characteristics
	Univariate Analysis

	Discussion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages false
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 1
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /ENU (T&F settings for black and white printer PDFs 20081208)
  >>
  /ExportLayers /ExportVisibleLayers
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks true
      /IncludeHyperlinks true
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


