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Plain English Summary

Ovarian cancer is associated with a high mortality rate, this is because the disease does not have
specific symptoms, late presentation, and lack of proper screening modalities that result in its diagnosis
in the advanced stages. Thus, ovarian cancer is termed the silent killer as more than 75% of patients
present in an advanced stage of the disease. This study is aimed to determine the prevalence, clinical
presentation, and outcome after the management of patients with ovarian cancer seen in our
environment over 5 years. The finding from the study showed that patients presented at an advanced
stage and a significant number of patients did not undergo adjuvant chemotherapy probably due to the
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cost of medication. There is, however, a need to lobby Governments to help subsidize cancer treatment,

especially in the area of chemotherapy treatment.
Background

Cancer is a leading cause of mortality in most
parts of the world (1) and is currently adjudged
as a hindrance to achieving a desirable life
expectancy in most countries (1, 2, 3). Ovarian
Cancer is said to be the most Ilethal
gynaecological cancer because of its poor
prognosis (4, 5).

International Federation of Gynaecology and
Obstetrics (FIGO) in 2018 said there were
300,000 new cases annually also suggesting an
upsurge in the number of new cases seen per
year (6). Ovarian cancer is said to have the
lowest survival prospects of all cancers affecting
women, with five-year survival rates ranging
between 30% and 50% (6, 7). The high mortality
rate from ovarian cancer is a result of the
pathology not having specific symptoms, late
presentation, and lack of proper screening that
results in its diagnosis in the advanced stages
(3, 5, 7, 8). Thus, ovarian cancer is termed the
silent killer as more than 75% of patients present
in an advanced stage of the disease (5, 6, 9).
Approximately 90% of all ovarian cancers are
epithelial tumours, the serous being the
commonest, others are mucinous, endometrioid,
clear cell, transitional cell, squamous cell, mixed
epithelial, undifferentiated, and unclassified
tumours (10).

Ovarian cancer has no known aetiology but a
few related risk factors are associated with
ovarian cancer, these include family history,
nulliparity, late menopause, postmenopausal
status, and environmental factors. However,
some risk factors have been shown to have
some protection. They include conditions
associated with reduced ovulatory cycles such
as the use of combined oral contraceptive pills
and breastfeeding, others are bilateral tubal
ligation and late menarche (4, 11, 12).

Surgical staging exploratory laparotomy for
cytoreduction or tumour debulking remains the
standard care for patients with ovarian cancer
and this procedure should be performed by a
gynecologic oncologist (10, 13). An independent
prognostic factor for recurrence is the residual
volume of disease left after surgery (10, 14). Six
cycles of intravenous taxane/platinum-based
adjuvant chemotherapy for high-risk stage
ovarian cancer is recommended by the National
Comprehensive Cancer Network (13).

Despite the increase in the prevalence of
ovarian cancer and the huge burden of the
disease little is known about the prevalence,
pattern, and outcome of this disease in our
centre.

This study aimed to determine the prevalence,
clinical presentation, and outcome after the

management of patients with ovarian cancer
seen in our environment over five years. The
result obtained may assist in recommending
how screening, diagnosis, and treatment of
ovarian cancer may be informed.

Materials and Methods

This is a retrospective five-year study (2016-
2020), carried out at the Department of
Obstetrics and Gynaecology, Olabisi Onabanjo
University Teaching Hospital, Sagamu, Nigeria.
The names and hospital numbers of patients
with histologically confirmed ovarian cancers
from January 2016 to December 2020, were
retrieved from the register at the Department of
Pathology. The case notes of all these patients
were retrieved from the Medical Records
Department of the hospital. The total number of
gynaecological malignancies seen in the
hospital as well as the total number of
gynaecological admissions during the study
period were also extracted from the medical
records. Information on age, parity, clinical
presentation, stage at presentation,
histopathological types, treatment options, and
outcomes were extracted from the case files of
the patients with histologically confirmed ovarian
cancer.

Statistical analysis
The data obtained were analysed using
Statistical Package for Social Sciences (SPSS)

statistical software, version 23. Absolute
numbers and simple percentages were used to
describe categorical variables.  Similarly,

quantitative variables were described using
measures of central tendency (mean, median)
and measures of dispersion (standard deviation)
as appropriate.

Results

During the 5 years under review (2016-2020),
there were a total of 1811 gynaecological
admissions and a total of 219 cases of
gynaecological malignancies. There were 46
patients admitted with a diagnosis of ovarian
malignancy during these periods, however, case
notes of 39 of these patients were successfully
retrieved for analysis from the Medical Records
Department of the hospital for analysis.

These 46 cases constituted 2.5% of
gynaecological admissions and 21.0% of the
gynaecological malignancies managed. The
mean age was 51.15+11.25 years with a range
of 22 to 75 years.

Table 1; Socio-demographic characteristics of
the patients are seen in Table 1. The modal age
group was 40-49 years. Though nulliparity was
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the modal parity (25.6%) more than 50% of the
patients had parity 23. The majority (61.5%) of
the patients were post-menopausal (Figure 1).

Table 1: Sociodemographic characteristics of study patients

Characteristics Frequency (n)  Percentage (%)

Age (years)

<29 1 2.6

30-39 3 7.7

40-49 15 38.4

50-59 13 33.3

60-69 4 10.3

=70 3 7.7

Parity

0 10 25.6

1-2 9 23.1

3-4 9 23.1

5-6 6 154

=7 5 12.8

Educational status

Primary 12 30.8

Secondary 15 38.5

NCE 3 7.7

HND/BSC 5 12.3

Postgraduate 4 10.3

LM
£ .
' LMP I I
Figure 1. Menopausal State
Table 2 illustrates the symptoms at presentation. distension, abdominal mass, and ascites were
The three commonest symptoms were the commonest clinical signs, occurring in the
abdominal swelling (100%), abdominal pain majority of the patients. Most of them presented
(58.9%), and weight loss (48.7%). Abdominal with 2 or more clinical features.
Table 2: Clinical presentations
Clinical presentations Frequency (n)  Percentage (%)

Symptoms

Abdominal swelling 39 100.0

Abdominal pain 23 58.9

Weight loss 19 50

Early satiety 18 48.7

Anorexia 15 38.5

Constipation 10 25.6

Postmenopausal bleeding 6 154

Breathlessness 6 154

Urinary frequency 4 10.3

Leg swelling 7 17.9

Clinical findings
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Abdominal distension
Abdominal mass
Abdominal tenderness
Ascites

Cachexia

Pallor

Pedal oedema
Hepatomegaly
Jaundice

39 100
39 100
26 66.6
30 76.9
14 35.9
15 38.5
9 23.1
2 51
1 2.6

Table 3: The majority of the patients (59.0%)
presented at advanced Stages Il and IV
constituting 38.5% and 20.5%, respectively.
Serous cystadenocarcinoma was the most
common histological variant of ovarian
malignancy seen, accounting for 43.6% of

cases. All the patients (100%) had surgery
(staging laparotomy) and 35.9% of those who
had surgery had 6 complete courses of
chemotherapy comprising of
carboplatin/paclitaxel combination.

Table 3: Stage of the disease at presentation, histological type of the tumour, and treatment

modalities

Stage of disease/histology Frequency (n) Percentage (%)
Stage
I 12 30.7
Il 4 10.3
I 15 38.5
v 8 20.5
Histological type
serous cystadenocarcinoma 17 43.6
Papillary 3 7.7
mucinous 6 154
Endometroid 2 5.1
Brenner 1 2.6
Clear cell 2 5.1
Granulosa 5 12.8
Yolk Sac 2 5.1
Immature Teratoma 1 2.6
Treatment modalities
Surgery alone 25 64.1
Surgery and complete course of chemotherapy 14 35.9

Table 4 revealed patients' default rate in the
study to be 43.6%. Six (15.38%) patients died

within five years of treatment and were mostly in
advanced Stages of ovarian cancer (lll and V).

Table 4: Overall stage-based outcome per stage

Outcome I Il [l IV  Total (%)
Alive 7 1 6 2 16 (41.0)
Dead 1 0 3 2 6 (16.7)
Lost to follow up 4 3 6 4 17 (43.6)
Total 12 4 15 8 39 (100)

Discussion

Ovarian cancer is mostly diagnosed at an
advanced stage resulting in a poor prognosis
and making this cancer the most lethal
gynaecological malignancy (4). The result of this
study is a true reflection of the above statement
as evidenced by almost 60% of the patients
presenting in an advanced stage of the disease.
Ovarian cancer in this study accounted for
21.0% of all gynaecological cancers. This
finding is similar to reports from 2 different

centres in Nigeria, Abuja (22.1%) and Owerri
(17.5%) but lower than the report of a previous
study at this centre (35.7%) (15, 16, 17).

The mean age of 51.2+11.3 years and a modal
age of 40 — 59 years accounting for 71.7% of the
population was seen in this study. In a report
from FIGO, ovarian cancer was seen more
commonly among the age group of 60—64 years
in developed countries, and the median age was
about a decade earlier in low-income countries
(6), which is consistent with what was found in
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this study. Other studies having similar mean
ages include that which was carried out in Abuja
(50.248.5 years), Kano (50.5 + 13.5 years), and
Kenya 49.8+15.7 years (11, 18, 19).

Nulliparity has been known to be a strong risk
factor for ovarian cancer (6, 20), however,
findings from this study showed a high incidence
of ovarian cancer among parous women with a
substantial  contribution from  multiparous
women with a median parity (IQR) of 3(0-5). This
pattern was consistent with what was seen in
another study (20). Perhaps, this finding may be
due to a small sample size, or possibly nulliparity
may not be a strong factor in this environment
(20). In a population-based cohort study in
Finland looking at grand multiparous women,
the study reported that the risk of ovarian cancer
is similar after three to five pregnancies and that
there is no further protection against ovarian
cancer in women with a parity of five or more.
However, the emphasis should be based on the
timing of the first pregnancy (21).

The top three symptoms among patients from
our study were abdominal swelling, abdominal
pain, and weight loss. These are features of the
advanced disease and similar presentations
were seen in other studies (11, 12, 20). Patients
with ovarian cancer hardly seek medical
assistance early because symptoms are usually
non-specific and will only present when the
disease has become obvious and unbearable.
This is further compounded by no specific
screening methods (18, 22).

The most common histological type of ovarian
cancer from this study was epithelial cancer
(76.5%). This is similar to the pattern seen in
other studies (18, 23, 24).

The standard management of ovarian cancer is
cytoreductive surgery followed by taxane /
platinum-based chemotherapy. All the patients
had surgery in our study, however, most
defaulted after surgery with 35.9% of the
patients completing the course of
chemotherapy. High default rates were also
seen in studies carried out in Ibadan and Lagos
where 23.8% and 11.1% had adjuvant
chemotherapy (22, 25). However, an Ethiopia
study recorded higher compliance (59%) to
chemotherapy (7). The trend of not commencing
or abandoning chemotherapy may be due to
financial constraints arising from the expensive
cost of care and chemotherapy medication. The
absence of health insurance during the period of
the study meant that patients paid from pocket
(7, 19, 20).

Limitations to the study
The poor medical record-keeping system
currently being used in the hospital affected the

accurate data collection of patients used for the
study as some data could not be retrieved.

Conclusion

Ovarian cancer, one of the major gynaecological
cancers, kills many women around the world
because of no specific screening protocol and
nonspecific symptoms hence patients present in
an advanced stage of the disease, and the high
cost of chemotherapy which might have
accounted for the patients not coming for post-
surgery chemotherapy.

There is, however, a need to lobby
Governments to subsidize cancer treatment,
especially in the area of chemotherapy
treatment. There is also a need to raise
awareness of carrying out prophylactic
oophorectomy for patients undergoing Total
abdominal hysterectomy for benign conditions
after the age of 40 years.
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