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OVARIAN CANCER
IMPORTANT

» 27% of gynecologic cancers
« §3% of all gynecologic cancer deaths

» Ovarian cancer is among the most
malighant tumors in women

* Mortality overcomes the sum of
mortalities of all other gynecologic
malignancies

EPIDEMIOLOGY

Ovarian cancer

leading cause of death
of all gynecologic
malignancies

(in the USA)

Most common between 75 - 79 years

Risk factors for ovarian cancer

30 ta 50
1§ (16 if first dogroo)
8T (8 Brotdegres) ¢

* indicates probabiity for ovanian cancer in & 50-year-old woman,

Adapted from data in Carlson, KJ, Skates, SJ, Singer, DE, Ann Intern Mad 1984; 121:124
and Whitemere AS, R Marris, J Intyre, and the Collaborative Ovarian Cancer Grotip, Am
o Epidemiol 1992; 136; 1184 and Gotlieb, WH, Baruch, GB, Friedman, E, Semln Surg
Oneok 2000; 19:20 and Ness, R, Cramer, DW, Goodman, MT, el al, Infertlity, fertiity
drugs, and pvarian cancer: & pooled analysls of case-conliol studies. Am J Egldemiol
2002; 155:217.

ETIOLOGY
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CAUSE
WE DON’ KNOW

RISK / PROTECTIVE
FACTORS
WE KNOW

HYPOTHESES

ETIOPATHOGENESIS

+ HYPOTHESIS OF CONSTANT OVULATION
+ GONADOTROPIN HYPOTHESIS

+ THEORY OF PELVIC CONTAMINATION
{RETROGRADE TRANSPORT)

+ TUBAL HYPOTHESIS

£, HYPOTHESIS OF CONSTANT OVULATIOHN:
+ GONADOTROPIN FVPOTHESIS

ETIOPATHOGENESIS

* THEORY OF PELVIC CONTAMINATION

{RETROGRADE TRANSPORT)

» TUBAL HYPOTHESIS

ETIOPATHOGENESIS

HYPOTHESIS OF
CONSTANT OVULATION

* Repeated mini traumas of epithelial surface

» The disrubtion of repairation of epithelial surface of
the ovary that ruptures and repairs during ovulation

+ More ovulation - § risk: nulliparas, stim. ov., infertility

» Less ovulations - | risk: 1 parity, lactation, OC

ETIOPATHOGENESIS

HYPOTHESIS OF
CONSTANT OVULATIONS

« nulliparas — increased risk
+  30% of all affected women are nulliparas
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ETIOPATHOGENESIS

+ HYPOTHESIS OF CONSTANT OVULATIONS

: GONADOTROPINE HYPOTHESIS

+ THEORY OF PELVIC CONTAMINATION
(RETROGRADE TRANSPORT)

+ TUBAR HYPOTHESIS

ETIOPATHOGENESIS

GONADOTROPINE HYPOTHESIS

+ tlavel of gonadotropines (1E2) 1 risk:

« 1 risk: nulliparas, stim. o, infertility

+ ilevel gonadotropines: | R

» t parity, breast feading, OG

ETIOPATOGENEZA

i HYPOTHESIS OF CONSTANT OVULA

S ONADOTROPIN HYBOTHESIS

M - ‘

+ THEORY OF PELVIC GONTAMINATION
(RETROGRADE TRANSPORT)

* TUBAR HYPOTHESIS

i

ETIOPATHOGENESIS

+ HYPOTHESIS OF CONSTANT OVULATIONS
o GONADOTROPIN.HVEOTHESIS

THEORY OF PELVIC CONTAMINATION
ETROGRADE TRANSPORT)

» TUBAR HYPOTHESIS

ETIOPATHOGENESIS

THEQRY OF PELVIC CONTAMINATION
(RETROGRADNOG TRANSPORTA)

+ Carcinogene through uterus and tubes t R

+ | R10-80% in women with ligated tubes {or after
salpingactomy) tho protective effect fasts up to 20
yours

« irritation / inflammation / carcinogenesls

+ asbest (mesothelioma on animal models)

+ tale (serous and undifferentiated)

ETIOPATHOGENESIS

+ HYPOTHESIS OF CONSTANT OVULATIONS
» GONADOTROPIN HYPOTHESIS

+ THEORY OF PELVIC CONTAMINATION
(RETROGRADE TRANSPORT)

T TUBAR HYPOTHESIS
P i e ..
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RISK
FACTORS

»>50% of all cases of ovarian cancer may
be explainded by established risk factors

AGE

+ Higheut risk at the g sFT5.79 y.

0

ingidence per 105 800 women

3 s 20 a8 4 s & 70 5 % 100
Age al diagnosis {years)

o Iatodi i 4 e C
Frogram of the Nationa! Cancor inalitun

as

32% [GB%

incidence per 100 000 women

¢ 10 2 3 40 56 6 0 b 90 W0
Age at dagnosts {years)

i {dona e
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US ovarlan cancer incidence by age and rzce, 1992-2002
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» THE CONTINUQUS LIGHT INCREASE OF INCIDENCE
{large increase In older age groups)

= 5% of all malign tumors in women

+ 23% MALIGNANT TUMORS of female genital tract
{highest martality among genital neoplasias)

FREQUENCY:

+ LOWEST In Japan and India 21100000

« Sweden 25/100000, Croatia 13,8M100000
* SAD and Canada 15/100000

+ 1999, in Croatia 540 newly diagnosed

PARITY

Whittemore and coll. su analysed 12
studies

« First birth | risk for 40%
Eﬁgﬁ%%ll:ﬂ%‘;l\:\i * Next deliveries | rizik — 10% each
FACTORS

WHittamora RS, Harrly &, itnyre J. O relnting to ovarl risic ive: aniysts of 12
US case-control stusles, I. invasive epithalin] ovarian concers In white women, Gollaborative Gvardan Gancer
Group, Am J Epldomict 1837; 136; 11851203,
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BREAST FEEDING

« Alot less of protective effect
+ 0,6-0,9

COMBINED
ORAL CONTRACEPTIVES

= | risk (non-mucinous)

» | ovulations + } gonadotropines

»  10-12% | risk for cne year

+ 50% | riskfor 5 v.

» ] risk even 25 years after cessation of
oC

COC 25 y. + 2 deliveries = 70% (R
High dosage COC slightly more {R
BRCA mutation+COCz8Y=60% |R
even gestagen contraception | risk

= s &

HRT

Women's Health Inflative, double-blind randomized
study performed on 17060 women: after 5,8 v.of follow
up, unsignificant

, L 33

Ngm&.dmm.,mekA ,almw,suea«a BA, Poltinger M, of ol Efects of etlvoptn pluy
Proge g o serocioled the Intithe
1snceniznd il JAMA 2000, 260 T735-1758,

HRT 20 yrs ~ RR 3,2
Loty JV &, Mk P4, babin JK, Shoeman BE, Trolek R, Hofge £ of m. Renopausal hoimona aepingement
therapry B8 sibk of gvBrinh cancos. JAMA 2002, 2ER: J14.-341

INFERTILITY

» infrt.+nulliparas+Assisted pregnancy
Procedures =27x 1 risk

= Badly designed studies

+  Scientifically questionable

HISTORY OF CANCER

* OQvarian cancer in closest family
{mother, daughter, sister) increases the
risk 3x

* §-10 % of patients have a hereditary
(Familial) genesis

+ 2 x 1 risk of ovarian cancer in women
that suffered from breast cancer

« 3.4 x 1 risk of breast cancer in women
that had ovarian cancer

» Endometrial cancer § risk

SMOKING
+ 1 risk of mucinous ovarian cancer (RR
2,22)
* 1 borderline ovarian tumor
+ smoking=tgonadotropine and androgen

levels

Zhang et al, 2004
Rossing ot af, 2008,
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Risk factors for ovarian cancer

i v
Wiv sy

5.5 {15 if Nrst dree)

3.7 {5 it first degroe)

COFFEE

» ¢ risk of mucinous cancer (RR 2,22)

138
H H 0.8
« 1 borderline ovarian ftumors o4
) “ * Indicates probabilily for ovariae cancer in a 50-year-old woman.
f;) Adapted from data ln Gardson, £J, Skates, 8, Singer, DE, Aun Intern Med 1994; 124124
- and Whittemore AS, R Herris, J intyre, and the Collaborative Cvarlan Cancer Grotp. Am
Zhang) et al, 2004 y J Epidemiol 1992; 136: 1184 and Gotieb, WH, Baruch, GB, Friedman, E. Semin Surg
A ‘\\_-/ Oneel 2000, 19:20 and Ness, RB, Cramer, DWW, Goodmar, MT, et ol. Infertiiity, fertilty
ROSSII’IQ ot af, 2008, drugs, and ovadan cancer: & pocled analysis of cage-contiol studlies. Am J Epldemist

2002; 163:217.

acefaminophen dally « death rata from ovarlan cancar 45% lower

GENETICS

Cancer Prevention Study
Redriguez and coworkers

Chromosome 17 Chromosome 13 Familial ovarian cancers
e roast and evarian cangar « HE
e BRCA2 gene « Mutation of tumor-suprosser genes BRCA 1 {17. chromosome} and
. BROAZ (13.¢)
» Ditcoverod in 1994 + 47.-50. 9.
= Siolaud o 1995
= BACAI gonr " ¥ v sh R
+ Dhcuendn 90 * PEG wth e bosst + Heraditary nen-palipoit calorectal cancer and gvarlan cancer
« 4% 10 SOK oF HOG o Luts ovaian evncer than » 1R for colorecisligastrie and endomefrial cancar
= ot :; bresst vath BRCAL +  Mutatlon for genes that repair the DNA, on 2. and 3. chr)
. mem‘ et + Riek of developing ovarlan cancer s 10%
membeh + a4 g
Hareditary
+ Exclusively ovarlan cancer.
+ BO.g.
E‘ All three syndromas are autosomal dominant
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Familial Ovarian Cancer

Procedure:

«2 x/yr. CA125, US

«COC

+ Delivery and then
ovariectomy

Estimated cancer risks associated with
BRCA1 and BRCA2 mutations

i Estimated lifetime Estmated Betime
: Lifetione risk

Type of canger -fisk in BRCA% sk in BRCA2 : fati
s mulation carrigrs mutalion catrlers sgeneral poputation
Breast canger™f 4T to 66 percent’ 40 to 57 percent® 12.5 percent
Conbralateral breast 0.5 10 1 percent per
cancert Upto 65 plerccnt Up o 50 percent year
Gvarian csmcerm 1351046 peccont 1023 pefcent 1.6 percent
Notincreased, or Not ncrzased, o
Colon caneer ™ Increased very increased very 6 percent
wlhighlly slightly :
Elevated {rlak |
gl
Prostaty cancer anknown) 35 to 40 percent 13 percent
Male breast cancer™ 10.2 1o 2.8 percent 3.2 to 12 percent {01 percent
Fancreatic canced! | <10 percent | 410 percent 1.3 percent
me”wﬁ mnmm:m-mnmd»md Eombihrah and
1, DK comided 1 ;mouumumm‘m L, Srorand 2, wm«nmmnnn maunmammmu:lmnmnus
® 8 g s Caer bt Wl el Mh'ﬁﬂ! N)ﬂlh"ﬂ Lo D 3800, &ll\lDM ke Comonblew )N Chirswe nd
ni:lm“ﬂw&lﬂlfmcwuwmh AL O, I, ot 2 Concar ot KA S 2000 Liro A rt ] J Gl Snsol 00, 32735

2Dl R hon, £ 43l 3 C0n Gredt B BT,
DK Wy 5 Y, 0 . 30 bt 0 B4 1t

Traagia fanty

Modelled incidence rates of OC depending on lhe presence of BRCA1
andfor BRCAZ mutations

g}:&‘:\‘?‘iu" o N
e HITAtOnY R . s i
LR AREAS wuasions ’I;JK(AI s umu\.,gn\nv-\umw
BRCAL mud BROAZ imttions V4
l'.

&
=
'!g i
g -

] 20 40 &0 £

age

OTHER
FACTORS

ENDOMETIOSIS

« IR

endometrioid (60%) and clear cell (15%)

+ andom. Is found In 5-10% oparated from ovarian cancer
IV gradae

« andom, Is found in 40% operated from ovarlan cancer |

.

grade

Vorgefind P, Paroazinl F, Bofie G, Cotinetl S, Dlndelli M, Veadola N, ot al. Endomeltiotit and ovarian
cancet. Am J Obstot Gynecol 1993; 169, 191-2.

EE IVE L
WOMEN WITH OVARIAN CANCER:

+  30% overweight
+  12% obese

+  Metagnalyses of 28 studies found a
consistent 1 risk of ovarian and breast
cancer and 1BM§ 1.3 (95% CI, 1.1-1.5)

Glsen CM, Green AC, Whiteman DC, Sadeghl 5, Kolahdoeoz F, Webb PM. Cbeslly and
the risk of epithelial ovarian cancer: a systematic review and met fysis., EurJ
Cancor. 2007,43(4):690-708.
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PROTECTIVE FACTORS

Oral contraceptives
+ Gestagens
+ Muitiparity
» Breast feeding
» Tube ligation / ssigctomy
» Vitamin D / sun bathing-mediterranean

countrles

. Vegetarians - logs sagtrogens (lees satrurated fatty
aclds)

Htpifheatth ulah.eduhoalihibraryirelatedidos php?lype=423id=CvarianCanceiRisk

Ovwarjan Cancer Risk Assessment

e

Ronk Tl

o wrsmla, wrpar

892000 s s e e v gt
&
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£ Ahondn s
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o
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PATHOLOGY

Pathology of epithelial ovarian tumors
: ey

PHD: 14 groups

ABapied tiom Sesav, S, R:‘fnmr Tt 4.9, yping B Ovpiisn Tomows.
Lo

Epithelial Ovarian Cancer 213 of all:

*

BERCOUS 50% ara benign, 35% fa mallgn and 15% is bordarllne,
Benlgn are usually unllocullar and adencea in 60% billaters!

MUCINOUS {fargor, 16% mallgn, cystic with yollow mucas, more
ofton unfloculiar with botter prognosts than seraus -
Pssudomyxoma poritonel = micinous peritonoal fluid - may also
he Mucocelie appendicis- that's why It |s mandatory to remove
appondix.}

.

ENDOMETRIGID {20% of malign surface, rarely bonlgn, 16-30% also
has endometrial cancay, and 40-15% ovartan endomotriosls, survival
40:50%)

CLEAR CELL {develops from surluco opkthelium bt also from
, most frog) y mallgn, survival is 50%)

TRANSITION CELLS = Brennar's {rare, smal, unlioculisr, solid, most
often banign)

* MIXED
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Stromal

.

+

«

-

+

-

10% of ovarian tumors, most often hormone active:

Granwlosa cells (Rokitansky described it in 1885, all malign, but low
grade malignancy , rare, at any age;

Adult and juvenile which produce estragens In 30% - Pubarisg
praacox, andomatriat hyperplasta, ca endometrial cancer,
matrarrhagla, solid, unilaterat, prognosia for luvenilie 1s great, coro
as coffes boan, slow growth),

Taom vell {tecomna, rarely pure, most often In combination with
fibvous fissuas fbro-tecoma, with granulosa colls =granulozas teca
callular; mare often In post menopausis, unilecular, solld, benign; In
50% producos estrogen and In 15% androgens, In 20% there is also
endometrial cancer;

Malgs sy= ZM |, ascites, hydrothorax)

fibroma (solid, firm consistency, in older women, grey-white,
reguiarly Molgs sy), fibrosarcoma

androblastoma (Sertoli-Leydig; rare, u 50% produces androgens -
wirilization, often benign, In 208 and 3s; sotid, around 10 cm yellow.
ish)

hifar (Leydigoma, rare, solid, untiateral, benlgn, poligonal cells with
lipida, yallow, secrets ketostaroldes)

Germ (sex-cord) cells

+ 2% of avarian tumors
* an often benlgn teratomas 89%, till the age of 25}, In 1% they
mal from oha gor Teave - mast oftor:
struma ovarl and rarent, carcinolds as gestrelntestinal tissue, they
produce S-hydroxitripiine ~carcinold syndroma), disgerminema imost
oftan In 24. yrs mallgnant, most often In women with disgenatly
gonadan, fne puudohmmfrndism, when dssgnrmlnoma dnwlops from
arexs of sincich fast ~ which prod HGG,
w m, white yaliow and plni: tn co!or, most ofton la, sensitive to
Y ﬁnd diation), yolk vac {most qmm nround 19 yre:
large, unii 1, wolld, prod
chorlogarcinoma {more often form plm:antzl tiosiso after prcgnancy
than fram gormlnaﬂve calis; very rare, in young woman and ehitdren;
very mallgant, sarly homatofogh ! it lunga, Hver, bones,
Trophoblastic eolis praduce HOG > 200 060},

Metastatic

+ 5% of ovarian tumors and 10%
malignancies from uterus, other ovary,
tube, breast, digestive tract {Krukenberg
from gastric cancer, stamp ring cefls,
sacret mucus)

+ in 70% billateral, nodular

« Gonadoblastoma (rare, benig, made from
germinative cells, sarrounded by stroma, u
50% co-exists with disgerminoma which
forms from gonadoblastoma, most often in
women with disgenetic gonades, In

Gynecologic Oncology Group Criteria for
Diagnosis of Extraovarian Peritoneal Carcinoma

Both ovaries must be either physiologically normal in size or
entlarged by benign process.

Involvement in extraovirian sites must be greater than involvemens
un the surface of efther ovary.

Microscopically, the ovarian involvement must be:
Nonexistent
Confined to ovarian surfase apithelivm, or underlying cortcal

steoimal involvement of no mwore than 3 mm

[istologie characteristics are primarily serous type, similar or

identical 10 ovarian serous papiliary adenocuicinoma.

pseudohermafrodismus)
Borderiine Malignent Eplthells! Neoplasms Bopderiine,
Ovarlan tumors of borderiine malignancy, Ovarian tumors of bordorline mallgnancy,
Low mnllgmnt pchaﬂal. Low mallgnant pounﬂal.
» Histologleatly, tumors with atyplcal epithellal profitferation, without + Th,
stromal Invasion, but sl able to metattasize, + aurge

Ususlly form 15 years sooner - most oftan before 59 yra,

Most often in grade L. 80%.

Tho warst prognosis is in micropapliisry serous careinoma,

They imake 15% of ovarlan cancers of surface epithelium (40-80 yre.)

By, in [ grado In 70%.

Most often sarous, rarely mucous,

CA125 In 50% normal.

vy
+ lesa radics! {TAH-BS0) and Ipsfitateral lymphadonectomy
. !n mucinoue appnudeciomy

+ For highor gmdau, L therapy prolongs the di frae
tntarval, but not the aurvivat

+ Incoco of ralapse, cHoreduction

10
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Bordoriine,
Ovarian tumors of borderiine malignancy,
Low mallgnant potentlsl,

AL

5 AND 10 YEAR RELATIVE SURVIVAL RATES:
. Stage] 99, 97 % CLASSIFICATION
« Stage Il 98, 90 %
« Stage il 96, 88 %
+ Stage tV 77, 69 %

FIGO primary Tumar
A FIGO Regional Lymph Nodes (N)

T No evidence of primaty tumor

™ { Tumor Bmited to ovaclen {one or both)

Tta 1A Tumner imtlod to one ovary; capsule indadt, no tumor on ovarlan surfsce, No co
masignand sulls n ascos or peritoncel washings TNM Fi

ik iR umer .:me to both ovartes; capsules Intsct, no w;w on overian Categorles Stages
swtace. Ho maotignant cells In sacltes ot pertienon! way

S vkl gt ot PR NX - Regional fymph nodes cannot be assessed

S.?::'nd;ﬁmor on ovaran surfacs, malignant colls I asclloe or pariioneal NJ ~ No reglonal lymph node metastasis

1/ Tumo# twetves ona or both uvaries with polvie axtarsston N1 - HIC Reglonal lymph node metastasis

1A Extenalon andfor implants on utsrus spdfor tubols), No madigrant cells in

anclon or paritonsel washings

B Extsnsion to amdor Implants on other pelvic thasuex, No malignant coils in

ascltes or poritonesl washings

IC Pelvic axtension and/or impiants (Y2e of T2b} with malignast celts in

sscites or poritoneal washings

B Tumtor kvolvas one or hoth ovaries with microecoptcally confirmed

pertionesl metaatanis outside the patvia

WA P ] hayond peivis (no mesroscopic tumor)

:0: 0 0 gl pard ] 1y baysnd pelvis T cm or foss In groatost

dimensien

G Peritonesl motastasis beyond poivis mors than 2 om In groatest dimenelon

andlor reglona) iymph nade meksstasls

##F @ g g gn

T1a (FIGO IA)

Distant Metastasis (M)

TNM FIGO

Categories Stages

M0 - No distant metastasis

M1 - IV Distant metastasis
(excludes peritoneal metastasis)

‘Tumor Kmited to one ovary; capsule intact, ne tumor on ovarian surface,
No smalignant cells in ascites or peritoneal washings

11
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T1b (FIGO IB)

Tumor limited fo both ovaries; capsules intact, no tumor on ovarian surface,
No malignant cells in ascites or peritoneat washings

T1c (FIGO IC)

Tumor limited to ohe or both ovaries with n of the follow ng: capsule ruptured,
tumer ¢n ovarian surface, malignant ce¥s In ascites or peritoneal washings

T2a (FIGO IIA)

A i
Extonsion and/or inplants on uterus andfor tube(s). No malignant cells in ascites
or peritoneal washings

T2b (FIGO IiB)

Eo

3 ton to andler implants on other pelvic tissues,

No matignant cells In ascites or peritoneal washings

T2¢ (FIGO IIC)

Palvic exiension andior implants (Tzﬁ or T2b) with masignant ceils In

T3a (FIGO IlIA)

Micr | 2 I metastasis beyond pelvis {ne macroscopic tumor}

PIC F

ascites or peritoneal washings

12
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T3b (FIGO llIE) T3c (FIGO HIC)

Peritoneal metastasis bayond pelvis more than 2 om in greatest dimension

| i andior ragional lymph node metastasls
Macroscopic peritoneai metastasis beyond pelvis 2 om or fess in greatest

dimension
TRIETAS S OHREAR TREGUERTY

Liver i
iung I T O
Mesa ' 3 25%
Adrenal ghnd 15-21%
Spiteen 15-20%
Benne 1140
Kidney Zn 1y S P R EAD
Shin o subcutaneats 5%
tisste
Bratn 3-6%

FIGO IV

distant metastasls; plewrai effusion wih

nosithe griploglo toat rosulls; parenchymal
tivar melaslasis

Bistant metastasis (excludes peritoneal metastasis)

RUTES OF SPREAD:

LOCAL
‘PETRITONEAL
LYMPHATIC
*‘HEMATOGENOUS

CLINICAL ISSUES

13
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Most Frequent Presenting Symptoms of
Ovarian Cancer

Symptom Relative Frequency

Abdominal swelling XXXX

Abdominal paln XXX
Dyspepsia XX
Urlnary frequency XX
Welght change X

+ Discomfort and p In

+  Abdominal swelling (aschas), ebdominat pain

+ Rusplratory problems

+ Slckneas, naunaa, weight fosy

= Exhaustion

DIAGNOSTICS

.

*

°

DIAGNOSTICS

History (family)

Gynecological examination

Uitrasound examination of the peivis and abdomen
Markers

IVU, Intestinal passage, lung X-ray, CT, MRI
colonoscopy, puncture of ascites, cytodiagnostics
LPSC, biopsy, PHA

Routine pelvic examinations
detect only 1 ovarian cancer
in 10,000 asymptomatic women.

MARKERS

In juvenile and adofescence:
« LDH

- alfa feto protein

+ HCG

In reproductive age:
+ CA-125

+ CA 198

+ CEA

In postmenopausal
+ CA-125

i Gyneeologie matignancles

- Epithuttal ovatrlan and eadometrial

i cancers

i- Faliopian tube cancers and gern: calf
L TMOTE
| Adenccorcinoma of the eervix

Bonlge evarlan neoplasms
I+ Endometriosis

o Mslgy” syndrome

. Menstruation

r Preghancy

*  Qvarlan hyperstimulation
:*  Pelvic Infiammation

eydig cell tumors of the ovary !

Conditlons assoclated with an alevated serum CA 125 concantration

Nongynecologic condiliens

Liver diseasa and clirhosls
+  Colitis
+ Hoart fajfurg
» _Diabotes
2 Divertiouils

O

+  Mezothelloma

+ Parieardits

+  Poiyarieritis nodosn
v . Fostoperative period

+_Previous yradiaion

v Renslidisease
+  Sarcoldosls

< Tukerculosis

+  Piowral eftazion

+ Asclles

Nongynecolagic cancers
o Bt

« Goter

s obweg

+  Pancress

14
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The main criteria that indicate mallgnancy

. Age

* Tumor size

» TV ultrasound CD

+ CA-125 value

+ Symptoms

+ Unilaterally or bilaterally

L]
(21

CA ovarii - risk ??
AGE

* In premenopausal women 4/1000
+ In postmenopausal women in 20-30%

Nezhat ef al, Am J Qb Gy 1992
Rulin and Presion, Ob Gyn 1987

OVARIAN CANCER
Ultrasound factors suggesting

malignancy of ovarian tumors

A solid component (nodular, papillary)

Sep thickness of 3 mm or more

Doppler shows flow in a solld mass

Ascites

lrregutar arrangement of bleood vessels

Blood vessels varied in diameter

Walls of blood vessels do not have any muscle
Low values of resistance index (Rl <0.42)
Tumor lakes and arteriovenous shunts

*# & & & & & 3 & »

DIFFERENTIAL
DIAGNOSIS

Differential diagnosis of adnexal
masses in women

Extragvarian mass
* Eclopicpegneney
+. Hydraseipln of ubooverien ahsetss

o Paracvaran cyst

+  Petonaat inclusion cyst

i+, Peguncyinted fioraid

jr. Diverlicuer BECESS e e -
te Appendicest aburess of fumer

Do Follaploh lube canter

i frfhandlony of madgnan bowel disease

Do Penokdney

| Qvpring mass

i+ Skmpie or hemarhiglc shysiclogic cysts (eg, ToRlcular, compus huleum}

:+_Molastells carcinoma {og, bregst, colon, endomelrfumy

93]

15
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TREATMENT

Schama for the management of a complex adnexal mass
in a premenopausal woman

{Compléx ndnaval massin 3 premenopausal woman |

Asymplomalic

55058 Tor rigk
of malighancy:

[Ii.'bw'rjsk'l
[Sirgery]
Tonimasing g,
G A2t vl
Mo Bl eInclugp soetnied magses
Foliow WilGI] sERonslid companents

Schema for the management of a complex adnexal mass In 2
pestmanopausal woman
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First-line Therapy —
Standard Treatment Options

Surgery with maximum
cytoreduction effort <tem
residual disease

. s

Platinum + Taxane Chemotherapy
{Carboplatin + Paclitaxel)

Guidelines for Staging in Epithelial Ovarlan Cancer

Paritonoesl cytology

+ Garefid and systematic sbdominal explaration — Inspoct and
+ paipate ali peritoneal surfates

+ Omentestomy

« Total abdominat by y and bl 1 ssipinganopherectomy

Pelvic and para-gortic lymphadenectomy

Random an directed paritonesl blopsfos - posterlor cublesac,
biladder refioction, both pelvic sidewalls and both paracolic spaces
Biapsy of scrapings from the und faco of bath

s App ¥ I sulected cases (for pla, histology)

+

The goal of “complete resection to no
residual disease” is the most optimal
postoperative status

RT-5-god prezivljenje:
Ocm -60%;
<2cm - 25%;
biopsija - 9%
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Low-risk Early-Stage Disease

Second-Look Operation
1. No adjuvant chemotherapy ls recommencdad for theso patients.

(Reassessment Surgery)
High-risk Eariy-Stage Disease
1, Patiants with high-rlsk § epithellal ovark hould be .
ghven :djuv:nl chgm-;thars;;g.e T:: type ;«:end‘;no?tat?a?;:ﬂ::w ° Only in FIGO stage filand IV

overall health and the presence
of modical comorbiditias, .
boptatinand pacitaxal chomothorapy for h - after 6 cycles of chemo th clinical and
2, Treatment with carboplatin and peciitaxe! chemotherapy for threa + .
to six cyctos Is usnd in most patfonts, aithough single-agant radlograph:c disease-free
carbopiatin may ba proferablo for women with significant medieat
vomorbldities. . . )
» did not demonstrate a survival benefit
4. Conslderation should also ba given te the addition of paivic
radiation In selected patients with clear cell and endometrioid
cancers at risk for local recurrente.

[Management of barderline epithelial ovarian neoplasms | FOLLOW UP
r—*mf-'uil surgical sla(:;-ing———-———‘ir . 1 l‘I 2 - 4 months - 2 y. *EXAMINATION
Stage | Slages i-4 Us
Ge ages li-
| | » 4 /3-6months -3vy. *CA125
KKS
Chilgbraring desired Oplinal cytoreduction BIOKEMIJA
and + 1 | year ©T
Postoparalive observation
Yes [ I i 3 “MRI
¥ J o PET-CT
Rapld growth, Moderate growth  Minimal growth +-kontrola - pgkon L mlf VZV-GT abe, wen. krekinin, KKS, ulaeed, PARA Dy e D
Gophorcetomy  TAH, B8O ascilcs: or andior and no symptoms 2}’;‘;’;&:‘1’;;‘:‘;}, 2ot o
or [+] Fymp PAPA a;ul‘?d:! mﬂ;@:ﬁln:mcr ‘
. i
selected cysisciomy histology i x:::v’;sgwnt AR oiu 7 Muﬂine!
Chemetherapy Repeat cytoreduction  Observation B s o Luotanle  sen

.
Carcinoma of the ovary:
.
FIGO stage and overall survival
FIGO stage Num_ber of Overall survival, percent
patienty 1 yaar 2 years 5 years
1A 532 8.4 862 886
B 59 00 939 86.1
P ROG N OS I s G £63 96.3 B4 83.4
1A 72 93.6 872 70.7
11=3 93 92.4 84.5 655
fic 243 93.6 856 T4
A 128 Be.1 728 46.7
He 2N 85.7 08 41.5
He 2080 B84.8 84.5 328
v £26 72.4 48.4 18.6
Origind bablo modlor for this publication. From: Helnk:, AP, Odkine, F. Maisorneuve, P. o al. Celtinems of the ovary. W1 J
Gynnooo! Gbstol 2009 §5:5185, Toblo used whh tho pormizsion of Elsavior Inc. Al fights rexervad.
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Cumulative proportion surviving by stage
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Histologlc grade Is an impertant ndepandant prognostic factor In
pationts with aplthsifal tumars of the ovary

o b |l 15 2 25 3 28 4 45 3
Yoar

Serous cystadanocarainoma of the ovary. Cumulative proportfon
surviving by degree of differantiation

Estimated S-year survival by residual tumor velumo aftor adjusting for age
and internationat federation of gynecelogy and obstetrics (FIGO) stage

Lo
X
5 .5 b diand tuvenr
"; KA deen
L S
Zlum
2
o0
» 1\ z0r 30 A £ wn

Manthy afber dha grasin

Dala from: Tingulatad, &, Skjeldestad, £, Hatvorsen, T8, Hapen, B, Sundval and prognogtic factors in
patiante vdth avarlon cancer. Obstet Gynocot 2008; 101:685.

Proportion swviving

Survival in patients with stage ilic disease by
completeness of surgery (n = 1058}

= No mlro residual (n = 37)

» No macro raskiual (n = 131}
«x1ess than Z2om (1= 311)
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3 TTTeewl SMore than 2 o (7 580}

T - - 1 - T 1
2 3 4 5
‘Yaars afler glaghosis

“20-49

~-50-64

=574
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Relative survivat (%}

io

1 2 3 L 5 § 1 & 9 i)
Survival time {yoar)
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