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Abstract:  Ovarian cancer is the commonest cause of death among all gynecological cancers. 

Material and Method: This was a retrospective 5year review of 61 cases of histologically diagnosed ovarian cancer 

admitted and treated in the Gynecology department of Rajindra hospital from January 1, 2011 to December 31, 2015. 

Results and Conclusion: This 5 year study showed that the mean age of presentation of ovarian malignancy was 46.9 years 

and was 49.3 years if germ cell tumours are excluded. Epithelial type was most common (78.69%). Germ cell tumors were 

common in adolescents and young adults. The commonest modes of presentation were abdominal pain and distention. 

Commonest histotype was serous cyst adenocarcinoma. At the time of diagnosis half of patients (49.18%) with malignant 

tumors were in advanced stage. 5year survival was 90% in early cases (stageI&II) & only 20% in those diagnosed in late 

stage (StageIII&IV). Early diagnosis and appropriate management can reduce morbidity and mortality. 
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Introduction 

Ovarian cancer is the fourth most common cause of cancer 

deaths worldwide
[1] 

and also the commonest cause of death 

among all gynecological cancers.
[2,3,4,5] 

The very high case 

fatality rate for ovarian cancer is partly because the condition 

usually presents in advanced stages of the disease
.[4]

 Epithelial 

ovarian cancer is the commonest type of ovarian cancer and is 

known to be a disease of postmenopausal women
.[6] 

A global 

report by the International Federation of Gynecology and 

Obstetrics (FIGO) has noted that the highest incidence of 

ovarian cancer was moving towards a younger age group 

although the majority of patients with epithelial cancer were 

more than 50 years in age.
[7]

 The reasons for the increased 

occurrence of epithelial ovarian cancer in younger women are 

controversial. Risk factors mentioned include an increase in 

ovulation induction in assisted reproduction techniques, 

nulliparity and late onset of childbearing due to increasing 

number of females in the workforce 
[8]

 There is emerging 

evidence that ovarian cancer may now be commoner in 

developing than developed countries
[9]

. Advanced stage of 

disease at the time of diagnosis, inappropriate management 

and poor compliance to therapy are responsible for dismal 

survival rates
[10]

. 

Materials and Method 

This was a retrospective 5year review of all cases of 

histologically diagnosed ovarian cancer treated at Rajindra 

Hospital, Patiala. The study population included all women 

admitted and treated in the Gynecology department of the 

hospital from January 1, 2011 to December 31, 

2015. The case notes of these selected cases were retrieved 

from the records department and data relating to age, parity, 

clinical presentation and treatment were abstracted. The 

patients were followed up in clinic and summoned 

telephonically. The main outcome measures were the 

prevalence based on socio-demographic and disease 

characteristics, the proportions of cases that received surgery 

and chemotherapy, as well as the estimated case fatality rate 

for these cases of ovarian cancer. 

Results & Discussion 

The total number of histologically diagnosed cases of ovarian 

malignancy reported during the above said period was 61.  

Out of 61 patients, 48 (78.69%) were having epithelial type of 

ovarian cancer,6 (9.83%)sex cord tumor, 5 (8.19%)germ cell 

type and 2(2.31%) were of krukenberg type. Padubidri and 

Daftary found the incidences of epithelial,germ cell type and 

metastatic to be 80%, 15% and 5% which closely matched 

with those of present study
 [11]

.  

Most common type of epithelial carcinoma was serous 

cystadenocarcinoma (79.16%) followed by mucinous 

cystadenocarcinoma (20.84%). Similar results were reported 

by Prabhakar et al 
[12]. 

 

In our study mean age of presentation of ovarian cancer was 

46.9 years and was 49.31 years if germ cell tumours are 

excluded. Okugawa et al found the mean age of malignat 

tumors to be 51.9 years
[13]

.  Mean age of presentation of 

different types of ovarian cancer was  50.43 years, 42 

years,19.8 years and  41 years for epithelial, sex cord, germ 
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cell and krukenberg type respectively . In our study most 

common tumor in adolescents and young adults is germ cell 

tumor. These results are similar to Mencezer et al study 
[14].

  

Nulliparity has been known to be a strong risk factor for 

epithelial ovarian cancer
 [8]

; however, in our study all patients 

with epithelial type were parous. 18.7% were primiparas. 

Saeed et al also found no correlation with parity in malignant 

ovarian tumors
[15]

.  80% of patients with  germ cell tumor 

were unmarried and nulliparous. Two patients of germ cell 

type were premenarchal and 11years old. 

 In our study 62.3% presented with pain lower abdomen and 

distention Chan et al found abdominal pain, distension and 

mass as common presentations in malignant tumor
[16].

 

In 30 patients (49.2%) size of ovarian mass was between 10-

20 cm. 13 cases (21.31%) had size of tumor 5-10 cm. In 4 

cases (6.5%) tumor size was less than 5 cm.
 
In our study mean 

size was 12.3 cm.Okugawa found mean size of malignant 

tumours to be13.6cm
(13).

 

Ascites was present in 47.54% of patients with malignant 

ovarian tumour . Shen-Gunther and Mannel found ascites in 

42% cases with malignant tumor
[18].

  

Tumor was bilateral at the time of presentation in 30 patients 

(49.18%)in present study whereas Udea et al reported 

bilaterality in 20% malignant tumors only
 [19].

 

 37(60.3%) patients had CA125 raised more than 35u/ml.The 

level of CA125 was 35-250u/ml,250-800 and more than 

800u/ml in 51.57%,24.46% and 23.9% patients respectively.In 

4 patients level of CA125 was  more than 4000u/ml. 

Australian Ovarian Cancer Research Programme supports 

CA125 evaluation in addition to pelvic examination, 

transvaginal USG for early detection and screening of ovarian 

tumors
[17]

 

31 (50.82%) patients were in early stage ie 24(39.34%)in stage 

I and 7 (11.47% )in stage II. 30(49.18%) patients were in 

advanced stage at the time of presentation including 

13(21.31%) in stage III and 17 (27.86%) in stage IV. Goff et 

al found 70% ovarian cancer in stage III and IV at time of 

diagnosis
[20]

. The pattern of late presentation of cases in 

advanced stages appears to be world wide phenomena and 

poses a surgical challenge and results in poor treatment 

outcome
[7]

. 

 In 52 patients (85.24%) surgical staging and maximal 

debulking done. 7(11.47%) patients had inoperable tumor 

where surgical staging and biopsy was done. Two patients of 

11 years of age with germ cell tumor had conservative surgery 

with excision of ovarian mass and cystectomy respectively.All 

patients were given post operative chemotherapy depending 

upon stage and type of malignancy.  

 Follow up of patients was by clinical examination , 

ultrasonography , serum CA125 assay and other imaging 

modalities whenever indicated. 

In early stage cancer(stageI& s tageII) 100% survival was 

observed upto 2years whereas survival  more than 3years was 

82%.Survival more than 5years was 90%. 

In late stage cases(stageIII & stageIV) 25% survival was 

observed upto 2 years & 20% for more than 3years.Whereas 

5year survival was 20% only. 

The five year survival rate in our study was 90% ,90%, 20% 

and 20% for stageI-IV respectively. 

The 5year survival rates for tumor stage I-IV are 85%, 71%, 

41% and 22 % respectively as per FIGO
[7]. 

Conclusion 

This 5 year study showed that the mean age of presentation of 

ovarian malignancy was 46.9 years and was 49.3.years if germ 

cell tumours are excluded. Epithelial type was most common 

(78.69%).Germ cell tumors were common in adolescents and 

young adults. The commonest modes of presentation were 

abdominal  pain and distention. Commonest histiotype was 

serous cyst adenocarcinoma. At the time of diagnosis half of 

patients (49.18%) with malignant tumors were in advanced 

stage.5year survival was 90% in early cases (stageI&II) & 

only 20% in those diagnosed in late stage(StageIII&IV). Early 

diagnosis and treatment can reduce morbidity and mortality. 

Bibliography 

[1] Jemal A, Siegel R, Xu J, Ward E. Cancer statistics, 2010. 

CA Cancer J Clin. 2010;60:277–300. [PubMed] 

[2] UK: Cancer Stats Ovarian Cancer; 2010. [Accessed 2011 

Nov 20]. Cancer Research UK. Available from: 

http://www.info.cancerresearchuk.org/cancerstsats . 

[3] Howlader N, Noone AM, Krapcho M, Neyman N, 

Waldron W, Aminou R, et al. SEER Cancer statistics 

review 19752008, National cancer institute, Bethesda 

MD, based on November 2010 SEER data submission, 

posted to the SEER website. 2011. [Accessed 2011 Nov 

1]. Available from: 

http://www.seer.cancer.gov.csr/1975_2008 . 

[4] Hennessy BT, Coleman RL, Markman M. Ovarian 

cancer. Lancet. 2009;374:1371–82. [PubMed] 

[5] Schorge JO, Modesitt SC, Coleman RL, Cohn DE, Kauff 

ND, Duska LR, et al. SGO White paper on ovarian 

cancer: Etiology, screening and surveillance. Gynecol 

Oncol. 2010;119:7–17. [PubMed] 

[6] Bast RC, Jr, Hennessy B, Mills GB. The biology of 

ovarian cancer: New opportunities for translation. Nat 

Rev Cancer. 2009;9:415–28. [PMC free article] [PubMed] 

[7] International Federation of Gynaecology and Obstetrics 

(FIGO). 26 Annual report on the results of treatment in 

gynaecological cancer. Int J Gynaecol Obstet. 

2006;95(Suppl 1):S161–91. [PubMed] 

[8] Webb PM. Fertility drugs and ovarian cancer. BMJ. 

2009;338:a3075. [PubMed] 

[9] London: The Economist; 2009. The Economist 

Intelligence Unit. Breakaway: The global burden of 

cancer challenges and opportunities. 

[10] Garg R, Singh S, RAni R, Agrawal M, RAjvanshi R. A 

clinocopathological study of malignant ovarian tumors in 

India. J South Feder Menopause Soc 2014;2(1):9-11. 

[11] Padubidri VG, Daftary SN, editors. Shaw’s textbook of 

gynaecology. 15
th

 ed. Gynaecologic 

oncology:India:Elsevier:2011. Chapter 29. P. 422-429. 

[12] Prabarker, Maingi K. Ovarian tumours--prevalence in 

Punjab. Indian J pathol Microbiol 1989;32:276–81. 



Beant Singh et al / A Clinicopathological Study of Malignant Ovarian Tumors 

4222                     International Journal of Medical Science and Clinical Invention, vol. 5, Issue 12, December, 2018 

[13] Okugawa K, Hirakawa T, Fukushima K, Kamura T, 

Amada S, Nakano H. relationship between age, 

histological type and size of ovarian tumors. Int J 

Gynaecol Obstet 2001;74(1):45-50 

[14] Menczer J, Sadetzki S, Murad H, Barda G, Andreev H, 

Barchana M.Childhood and adolescent ovarian malignant 

tumors in Israel. A nationwide study: Acta Obstet 

Gynecol Scand. 1999 Oct;78(9):813-7. 

[15] Saeed M, Khawaja K, RIzwana I, Malik I, RIzvi J, Khan 

A. A Clinicopathological analysis of ovarian tumors. J 

Pak Med Assoc 1991;41(7):161-164 

[16] Chan Y M, Ng TY, Lee PWH, Ngan HYS,Wong LC. 

Symptoms coping strategies and timing of presentations 

in patients with newly diagnosed ovarian cancer. 

Gynaecol Oncol2003;90(3):651-656 

[17] http://www.ovariancancer.net.au 

[18] Shen-Gunther J, Mannel RS. Ascites as a predictor of 

ovarian malignancy. Gynecol oncol 2002;87(1):77-83 

[19] Udea G, YamasakiM, Inoue M, Kurachi K. A 

Clinocopathologic study of ovarian tumors. Nihon Sanka 

Fujinka Gakkai Zasshi. 1980;32(1):37-45 

[20] Goff BA, Mandel LS, Melancon CH, Muntz HG. 

Frequency, severity and duration of symptoms between 

women with ovarian cancer and women presenting to 

primary care cilinic. JAMA 2004;291(22):2705-2712 

http://www.ovariancancer.net.au/

