
 

 

 

                                                                                                                                   August 2020 · Volume 9 · Issue 8    Page 3228 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology 

Mulik J et al. Int J Reprod Contracept Obstet Gynecol. 2020 Aug;9(8):3228-3232 

www.ijrcog.org pISSN 2320-1770 | eISSN 2320-1789 

Original Research Article 

Study of ovarian cancer at a tertiary care centre 

 Jayashree Mulik, Swapnil Khadse* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Ovarian malignancies are a group of diseases with 

varying clinical and biological behaviour. Ovarian cancer 

is the fourth most common cancer among women 

worldwide and second most common genital malignancy 

in India.1,2 It is the leading cause of mortality among all 

cancers of female genital tract in countries where 

effective cervical cancer screening program exists. This 

high mortality is explained by the fact that most of the 

cases present only when the disease spreads outside the 

ovary. There are marked differences in survival among 

patients depending on factors such as age, cancer stage, 

and tissue type.3 Other factors such as increasing parity, 

use of oral contraceptives pills and breast feeding appear 

to have protective effect; while low parity/subfertility, 

use of fertility drugs and genetic factors apparently 

increase the risk.4,5 

There is paucity of any proper screening and diagnostic 

protocols till date for this lethal disease in spite of 

enormous advancement in the treatment in its late stage. 

A thorough clinical examination with the aid of imaging 

techniques helps determine the extent of the disease 

preoperatively and subsequent planning of treatment. But 

despite major advances made in case management, 

ovarian cancer continues to have the highest case fatality 

rate of all gynaecologic malignancies.1,6 During past 30 
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years, limited progress has been made in improving the 

survival rate of patients with late-stage ovarian cancer.  

With this research lacuna in mind, the present study was 

planned with the objective of assessment of the 

prevalence of ovarian cancer and the associated risk 

factors at a tertiary care centre.  

METHODS 

The present descriptive cross-sectional study was 

conducted over 22 months (January 2018 to October 

2019) at a tertiary care government teaching hospital in 

Central India by the department of obstetrics and 

gynecology at the tertiary care centre. Institutional ethics 

committee approval was obtained prior to start of the 

study and written informed consent was obtained from all 

the patients before enrollment. 

All the diagnosed cases of ovarian cancer who had visited 

the study centre during study period constituted the study 

population. Following selection criteria were employed 

before participation in the study. 

Inclusion criteria  

• All patients of ovarian cancer consulted gynecology 

OPD at tertiary health centre 

• All patient of ovarian cancer admitted in gynecology 

wards of tertiary health centre 

• All patients with ovarian cancer referred to tertiary 

health centre. 

Exclusion criteria 

• Patients with benign ovarian tumour 

• Patients with any other genital malignancy e.g. Ca 

cervix, Ca endometrium 

• Those refusing to give consent.  

A total of 73 patients were thus found eligible and 

enrolled for the study. All the participants were subjected 

to comprehensive history taking, including age, place of 

residence, socioeconomic status, history of infertility and 

use of any infertility drugs, lactation history, 

contraceptive use, years of ovulation, family history, diet 

history, elaborate menstrual and obstetric history 

followed by detailed medical history including that of 

liver disorder, thyroid disorder, renal disorder and 

bleeding tendencies etc. History taking was followed by 

general and systemic examination, with emphasis on per 

abdomen examination. Per speculum examination was 

conducted to rule out any cervical polyp, cervical erosion, 

malignancy or pathological discharge. Detailed per 

vaginal examination was conducted to check upon size, 

position and mobility of uterus and fornix examination to 

rule out adnexal mass or tenderness. Size, consistency, 

mobility of any mass present was documented. A 

provisional diagnosis was made based on signs, 

symptoms and examination findings. 

Routine haematological and biochemical investigation 

were done. Serum tumour markers including CA-125, 

CEA, HCG, and AFP of the patients were assessed and 

values documented with appropriate cut-offs. Imaging 

studies including ultrasound, CT or MRI abdomen/pelvis 

were done as required to aid in diagnosis or for additional 

information to detect stage of the disease to aid in 

planning of treatment. Final diagnosis was confirmed on 

histopathology and ovarian cancer were classified 

according to histological classification of World Health 

Organization (WHO).7 The average time interval between 

admission and laparotomy was 1-2 weeks. For emergency 

cases who presented with feature of acute abdomen the 

time interval was 6-24 hours.  

Statistical analysis 

All the data was entered into a Microsoft excel sheet and 

analyzed by using stat disc free software version 13.0.1. 

Chi-square test and Fishers exact test were used and 

p<0.05 was considered statistically significant.  

RESUTS 

The present prevalence study was conducted at a tertiary 

care hospital and entailed analysis of data of 73 patients 

of ovarian cancer. Majority of the patients were in the 

group of 45-54 years (20, 27.4%) or 55 years and above 

(21, 28.8%). Studying the obstetric history revealed 

higher prevalence of ovarian cancer in women with one 

to two previous issues (64.3%) (Table 1). 

Table 1: Age and obstetric history distribution 

amongst participants (n=73). 

Variable No of patients (n= 73) Percentage 

Age in years 

15 to 24 5 6.8% 

25 to 34 12 16.4% 

35 to 44 15 20.5% 

45 to 54 20 27.4% 

>55 21 28.8% 

Parity 

Nulliparous 1 1.4% 

1-2 47 64.4% 

3-4 19 26% 

>4 6 8.2% 

Mostly women with age at menarche between 13-14 

years were found predisposed for ovarian cancer. Out of 

73 cases, 22 (30.1%) and 27 (37.0%) patients had 

menarche at 13 years and 14 years of age respectively. 

Study of distribution of patients according to menstrual 

history revealed ovarian cancer to be more common in 

postmenopausal women (65, 89%) (Table 2). Out of 73 

participants, 60 (82.2%) did not use oral contraceptive 

pills and tubal ligation was not done in 58 patients 
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(79.4%). Fifty-five patients (75.3%) were having 

negative family history and 18 patients (24.7%) were 

having positive family history of ovarian or breast cancer. 

Out of 73 patients, 35 were overweight (47.9%), 15 

(20.5%) were obese and 23 patients (31.5%) were 

normal. 

Table 2: Distribution of cases according to age at 

menarche and menstrual history (n=73). 

Variable No of patients (n= 73) Percentage 

Age at menarche (Years) 

12 1 1.4% 

13 22 30.1% 

14 27 37.0% 

15 16 22.0% 

16 7 9.5% 

Menstrual history 

Postmenopausal 65 89% 

Premenopausal 08 11% 

Table 3: Distribution of patients according to CA-125 

and Histopathology report. 

Histopathology 

Report 

CA-125 levels 
Total 

(%) 
150 to 400 

U/ml 

>400 

U/ml 

Adenocarcinoma of 

ovary 
3 4 7 (9.6%) 

Dysgerminoma 0 1 1 (1.4%) 

Immature Teratoma 

of ovary 
0 1 1 (1.4%) 

Mucinous epithelial 

carcinoma of ovary 
11 7 

18 

(24.7%) 

Papillary epithelial 

carcinoma of ovary 
5 5 

10 

(13.6%) 

Pseudomyxoma 

Peritonei 
1 0 1 (1.4%) 

Serous epithelial 

carcinoma of ovary 
21 12 

33 

(45.2%) 

Surface epithelial 

carcinoma of ovary 
1 1 2 (2.7%) 

Total 31 42 
73 

(100.0%) 

The serum CA-125 assessment was undertaken for all the 

participants and values lower than 35 U/mL were 

considered as normal. All the participants had values 

greater than 35 U/mL in the present study. Out of 73 

patients, 31 patients had value of CA 125 between 150-

400 U/mL and 42 patients had values >400 U/mL. 

Further histopathological classification of the cases 

revealed epithelial ovarian cancer to be the most common 

among the all ovarian cancer types. Among epithelial 

ovarian cancer types, serous epithelial carcinoma of 

ovary (33, 45.2%) was the commonest type in the study, 

followed by mucinous epithelial ovarian cancer (18, 

24.7%) (Table 3). 

DISCUSSION 

Ovarian cancers are one of the most fatal cancer types 

and one with the highest case fatality rate amongst 

gynecological malignancies.1,6 Risk factor identification, 

timely and effective screening leading to early detection 

is the key in case of ovarian cancers. The present study 

was conducted with focus on the assessment of 

prevalence of ovarian cancer and the associated risk 

factors. 

A total of 73 cases of ovarian cancer were studied as a 

part of this study. Majority of the patients were middle 

aged or elderly, which is in line with the earlier identified 

age groups for the disease.8-10 Higher prevalence of 

ovarian cancer observed in women with one to two 

previous issues (64.3%) was also similar to the previous 

researchers’ observations.9,10 Mostly those with age at 

menarche between 13-14 years were found more prone 

for ovarian cancer in the present study. In the study 

carried by Momenimovahed et al, the results showed 

positive relationship between early onset of menarche 

and risk of ovarian cancer.11 But other researchers 

reported age of menarche to be having no effect on the 

risk of ovarian cancer.8-10 The observation of present 

study that ovarian cancers are more common in 

postmenopausal women (65, 89%) also sits well with 

most of the available evidence.8-11 

Majority of patients (82.2%) in the present study did not 

use oral contraceptive pills. This is in line with available 

literature, suggesting lack of protection that could have 

been there with the OC pills usage. In the study carried 

by Wernli KJ et al, the authors have shown that the use of 

oral contraceptives reduces a woman’s risk for epithelial 

ovarian cancer.12 Whittemore and associates, in a 

collaborative analysis of 12 case-control studies, had also 

observed that women who used oral contraceptives had a 

RR of 0.66 (95% CI 0.55-0.78) as compared with 

population controls.13  

The data from their study also support the hypothesis that 

long-term oral contraceptive use reduces risk of ovarian 

cancer among women who carry mutations of BRCA1 or 

BRCA2. The risk decreased by a mean of 5% with each 

year of use (p- 0.01) and use for 6 or more years was 

associated with an odds ratio of 0.62 (0.35-1.09).13 With 

respect to tubal ligation (TL), the available evidence 

suggests significant protective effect, which is in contrast 

with findings of present study where majority (79.4%) 

did not undergo TL.  

In a prospective study of 121,700 registered nurses in the 

Nurses’ health study with 12-year follow-up, a strong 

inverse relationship between bilateral TL and ovarian 

cancer was reported (RR 0.33; 95% CI 0.16-0.64).14 

Similarly, in a case-control study of 300 cases and 606 

controls, Cornelison and co-workers showed a 50% risk 

reduction in women who had TLs.15 The paradoxical 
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observation is may be due to smaller sample size in the 

present study. 

Three fourth of the participants were having negative 

family history of ovarian or breast cancer in the present 

study, which is much in line with the well-established 

fact that ovarian cancer runs in families. Hall and 

associates in 1990 mapped a locus for familial ovarian 

cancer to the long arm of chromosome 17 in the interval 

17q12-21.16 This was before the cloning of BRCA1 by 

Miki and coworkers and of BRCA2 by Wooster et al.17,18 

Because familial ovarian cancer (site-specific) is thought 

to be inherited in an autosomal dominant pattern with 

variable penetrance, sisters and daughters in families with 

a history of familial ovarian cancer (two or more first-

degree relatives, mother/sister/daughter, who share one 

half of their genes) may have a 50% chance of disease 

development. The positive relationship between 

overweight/obesity and ovarian cancer occurrence is also 

in agreement with previously well-established evidence.19 

Epithelial ovarian cancer was observed to be the 

commonest amongst the all ovarian cancer on 

histopathology examination, which is corroborative of 

available evidence. Basu et al reported 80% epithelial 

ovarian tumours among all ovarian malignancies; while 

in the study by Yogambal et al epithelial tumours were 

seen in 71.6% cases.20,21 Among various epithelial 

ovarian cancer types, serous epithelial carcinoma of 

ovary (33, 45.2%) was the commonest type followed by 

mucinous epithelial ovarian cancer (18, 24.7%), much in 

line with observations of past researchers.20,21 The 

proportion of ovarian malignancy cases was 12.4% of all 

gynecological malignancies (590) during the 22 months 

period.  

The serum CA-125 level is considered an important 

screening test in case of ovarian cancer. The serum CA-

125 assessment was undertaken for all the participants 

and 31 out of 73 patients had values between 150-400 

U/mL while 42 patients had values >400 U/mL, much on 

the expected lines.  

CA-125 level is commonly raised in case of non-

mucinous serous tumour of ovary and is the most 

sensitive amongst all the markers available.22 In the study 

carried out by Pradhan et al, CA-125 was the commonest 

tumour marker seen in 28.75% participants followed by 

CEA (5.83%) and LDH (4.58%).9 In fact, combining the 

markers has been shown to significantly increase the 

preoperative sensitivity of detecting early stage disease.23 

CONCLUSION 

In conclusion, it can be said that it is of paramount 

importance to diagnose ovarian tumours early and 

multipronged approach with focussed risk factor 

identification and screening with CA-125, along with 

other markers as relevant, will go a long way in achieving 

the same. 
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