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ABSTRACT... Objectives: To determine the frequency of different Gynecological Malignancies and outcome following primary treatment.
Study Design: Cross sectional Descriptive Study. Place and Duration of study: In a tertiary care hospital; Bolan Medical Complex
Hospital Quetta Baluchistan from Feb 2006 to Nov 2009. Methodology: All the women presenting with genital tract cancer during the
study period were included. Their age, parity, mode of presentation, anatomic area involved, and investigations performed were noted.
Stage of disease (according to FIGO staging), surgical procedures performed, and operative finding were recorded. Specimens were
subjected to histopathological examination. Post operative chemo or radiotherapy was given according to stage and histopathology
reports. Patients were followed up by telephonic appointments for growth recurrence, disease free interval and mortality. Follow up
records were also obtained from Oncology Department & CINAR (Cancer Institute of Nuclear Medicine and Radiotherapy) Hospital
Quetta. Results: Amongst the 93 cases of gynecological cancer ovarian cancer was the commonest (45%), cervical and uterine cancers
were equal in frequency (17.2%), and Choriocarcinoma was seen in (9.3%) cases while vaginal cancer was rarest (1.83%). Epithelial
ovarian tumors were the commonest (71%) and 67% patients presented in stage Ill &IV. During the median follow up period of 25 months
44% patients are alive without recurrence. 27% lost to follow up, 18% developed recurrence, 11% died with disease, 50% cancer deaths
were due to ovarian cancer. Conclusions: Ovarian cancer is the commonest genital tract cancer and accounted for half of all genital tract
cancer deaths. Early diagnosis and treatment can improve prognosis. Well established screening program and public awareness is

important for early diagnosis and to decrease mortality.
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INTRODUCTION

Cancer of the genital tract is a significant cause of
morbidity and mortality in women worldwide. Its
incidence varies from country to country due to
variation in living standards, different races, ethnic
taboos and environmental factors. In the United States
and in countries where Pap smear screening and early
treatment of cervical dysplasia is implemented,
ovarian cancer is responsible for more cancer deaths
each year than uterine and cervical cancer combined'.
In developing countries like Pakistan, in the absence of
effective screening programs cervical cancer is still a
common cause of cancer morbidity and mortality®.

Ovarian cancer is the second most common
gynaecologic cancer.lt is the deadliest of all
gynecologic cancers; ranking fourth among all causes
of cancer death in women'. Ovarian cancer caused
nearly 14,000 deaths in the United States alone in

2010°. Ovarian cancer is often called the disease that
"whispers" because it has few early symptoms and is
most often detected in its advanced stages when it has
become less treatable and widespread. Because of
this, the mortality rate from ovarian cancer exceeds
that for all other gynaecologic cancers combined.
Approximately 70% of the women diagnosed with
ovarian cancer have advanced stages of the disease’.

Endometrial cancer is the commonest uterine cancer,
making up approximately 95% of all uterine cancers
diagnosed. The survival rates for endometrial cancer
are quite high and have steadily increased over the last
40 years since this cancer is usually diagnosed at an
early stage’. There is no known cause or routine
screening test for this type of cancer, therefore
recognition of early symptoms such as abnormal
vaginal bleeding or discharges are critical’.
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Carcinoma of the vagina is relatively uncommon
affecting only 1% - 2% of the women each year'.
Vaginal cancer of squamous cell carcinoma type is
usually found in women between the ages of 60 and 80
and adenocarcinoma between the ages of 12 and 30
years.

In the last two decades, considerable gains have been
made in the detection and treatment of these
gynaecological cancers. When detected in early
stages, most gynaecologic cancers have a good cure
rate’. Up till now there is no authentic data available
about the incidence of different gynaecological
malignancies in Baluchistan so the study was
conducted to determine the frequency of different
gynaecological malignancies and survival rates of
different cancers.

METHODOLOGY

This cross sectional descriptive study was conducted
in gynae unit IV of Bolan Medical Complex Hospital
(BMCH) Quetta. It is a tertiary care hospital catering
patients from all over Balochistan, border areas of Sind
and Afghanistan. During the study period from Feb.
2006 to Nov. 2009 all the patients diagnosed or
presented as a case of genital tract cancer were
included. Patients having benign genital tract tumors
were excluded from the study. Patients with malignant
tumors of ovaries, uterus, Endometrium, cervix, vulva,
vagina and Choriocarcinoma were included. Their
addresses, telephone numbers, age, parity, mode of
presentation, anatomic area involved, investigations
performed, stage of disease (FIGO staging), surgical
procedures performed, and operative finding were
recorded. After surgery specimens were subjected to
histopathological examination. Post operative chemo
or radiotherapy was given according to the stage of
disease and histopathology reports.

Patients were followed up by telephonic appointments
for growth recurrence, disease free interval and
mortality.
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Follow up records were also obtained from oncology
dept. of BMCH & CINAR Hospital Quetta.

RESULTS

Total numbers of gynae admissions during the study
period were 5038 while 93 patients were diagnosed as
cases of gynecological malignancy. Ovarian cancer
was the commonest (45%), cervical and uterine
cancers were equal in frequency (17%), and vaginal
cancerwas rarest (2%). (See figure 1)

50
40
30
20
10
0
CA CX CA Uterus CA Vagina
CA Ovary CA Vulva Chorio CA

Fig-1. Frequency of gynaecological malignancies
Total No. of cases: 93

Total No. of Gynae Admission: 5038
Duration of study Feb 2006 to Nov 2009

Figure 2 shows percentage of different malignancies
per year. Ovarian cancer is showing slight down ward
trend while uterine cancer is showing upward trend in
3 years. Mean age for ovarian cancer was 58 while
mean age for cervical cancer was 99 years. (Table|)

Ovarian cancer was the most frequent cancer in our
series.

71% tumors were epithelial in origin, 12% were germ
cell 7% stromal cell and10% were metastatic
(Krukenberg) tumors.67% patients presented in stage
11 &IV and mortality in 3 years was 12%. (Table Il)
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Fig-2. Percentage of gynaecological malignancies per year

Total Number of Cases: 93
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Regarding outcome of ovarian cancer; 43% patients
are alive without recurrence while 24% are alive with
recurrence, 12% died with recurrence and 21% lost to
follow up.

Total number of cervical cancer cases were16. All the
patients under went surgery followed by radiotherapy.
96.25% patients are alive without recurrence, 12.5%
are alive with recurrence 31.25% lost to follow up and
no patient died of cervical cancer. (Table ll)

Uterine and endometrial cancers were 17%, 62%
patients presented in stage Il & IV. Outcome of these
cancer shows that 56% patients are alive without
recurrence, 12% alive with recurrence, 19% lost to
follow up and 19% died of metastatic disease. (Table
V).

Carcinoma Age in years Range Vulval cancer was seen in 8.5% patients. All the
, patients under went surgery following that received
Ovarian cancer 56 + 15.57 18-85 radiotherapy. 63% are alive without recurrence, 12%
Cervical cancer 59 + 11.03 42-78 died with recurrence and 25% patients lost to follow
Vulval 61+ 9.1 52.70 up. Summary of all cancers shows; during the median
ulval cancer * i follow up period of 25 months 44% patients are alive
Uterine cancer 53 + 7.6 54-76 without  recurrence, 27% lost to follow up,18%
o A o )
Choriocarcinoma 13473 40-56 developed recurrence and11% died Wlt.h disease. Fifty
percent cancer deaths were due to ovarian cancer.
Table-1. Mean Age of the Patients
Stage | % of patients | Procedure Chemo/radio Disease free interval | Alive / Dead
I (5) 12% 60% pt had TAH + BSO (3) 60% received Average 1 yr 6M (4) 80% Alive
40% pt unilateral salpingo- chemotherapy (1) 20% lost to follow up
oophorectomy
Il 9) 21% Staging laparotomy, (7) 78% received 1yrs 2M (7) 78% Alive
TAH+BSO chemotherapy (2) 22% lost to follow up
Il (16) 38% Staging laparotomy, 100% received 9 Months (10) 62% Alive
TAH+BSO & optimal chemotherapy (3) 19% lost to follow up
debulking (3) 19% dead
v (12) 29% Staging laparotomy & (9) 75% received 6 Months (7) 58% Alive
optimal debulking Chemo/ (2) 17% Died
Radiotherapy (3) 25% lost to follow up
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Table-Il. Outcome of ovarian cancers
Total no. of cases: 42
Stage | % of patients Procedure Chemotherapy/ Radiotherapy Fate
I None - - -
I (6 pt) 38% EUA + Biopsy / Radical Received Radiotherapy (5) 83% Alive without recurrence
hysterectomy (1) 17% No follow up

Il (7) 44% EUA + Biopsy Radiotherapy completed (4) 58% Alive without recurrence
(2) 28% Alive with recurrence
(1) 14% No follow up

v (3) 19% EUA + D&C & Biopsy Radiotherapy not completed (3) No follow up

Table-lll. Outcome of cervical cancers

Total no. of cases: 16

Table-IV. Outcome of uterine cancers

Total no. of cases: 16

Stage | % of patients Procedure Post-operative Disease free Follow up
treatment interval
I (3 pt) 19% Staging Laparotomy & No post-operative 2yrs (3) 100% Alive
TAH + BSO treatment
I (3) 19% Staging Laparotomy & 2 Patient received 1yrs4M (2) 67% Alive
TAH + BSO radiotherapy (1) 33% No follow up
Il (8) 50% TAH + BSO partial (6) 75% patient 1yr (5) 63% Alive
omentectomy received chemo / (2) 25% No follow up
radiotherapy (1) 12% dead
v (2) 12% TAH + BSO optimal 100% patient received <6 Months | (1) 50% Died of complication
debulking chemoy/radiotherapy (1) 50% Alive with disease

DISCUSSION

In our study ovarian cancer was the commonest
among cancers of genital tract it constituted 45% of
all cancer cases. Some other studies from Pakistan
have also shown that ovarian cancer is the
commonest rather than the cervical cancer”'®".
Cervical and endometrial cancers ranked second in
our study which is rated third most frequent
malignancy in females by Karachi cancer registry .
According to Hanif et al, institution based data 2009

ovarian cancer is the third most common cancer
after cancer of breast and oral cavity*. The reason for
the relatively high rates of the cancers of the ovary in
Pakistan are not known. Life style and reproductive
factors may influence the incidence of breast and
ovarian cancer. Decreasing frequency of cervical and
increase in uterine and ovarian cancer rate in our
study can not be explained, though we do not have
proper screening programs for cervical cancer.
Injudicious use of HRT and ovulation induction drugs
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may be responsible for increasing frequency of uterine
and ovarian cancers respectively.

In developing countries of Asia and Africa Cervical
cancer is the commonest cancer and one of the
leading causes of morbidity and mortality amongst the
gynaecological cancers™. Studies from India and
African countries proved the fact that cervical cancer
is the commonest in their series"®". While in the
studies from UK and European countries endometrial

cancer is the most frequent cancer'”.

The mean age for cervical cancer in our study is higher
than the age in other studies in Pakistan™"". It may be
related to environmental, racial or genetic factors. In
our study cervical cancer was 17%. Low incidence of
cervical cancer in our study is comparable with
another study in Karachi Pakistan*.

Ovarian cancer can occur at any age, even in
childhood, but is most common after menopause. In
our series mostly patients were in post menopausal
age. The disease accounts for about 20,000 new
cases and 12,500 deaths in the United States
annually”®. Ovarian cancer usually has a poor
prognosis. It is disproportionately deadly because it
lacks any clear early detection or screening test,
meaning that most cases are not diagnosed until they
have reached advanced stages. More than 60% of
women presenting with this cancer have stage Il or
stage IV cancer, when it has already spread beyond the
ovaries”. While the overall five-year survival rate for all
cancers combined has improved significantly: 68% for
the general population diagnosed in 2001 (compared
to 50% in the 1970s), ovarian cancer has a poorer
outcome with a 47% survival rate (compared to 38% in
the late 1970s)”.

The five-year survival rate for all stages of ovarian
cancer is 47%. For cases where a diagnosis is made
early inthe disease, when the cancer is still confined to
the primary site, the five-year survival rate is

92.7%%,

In our series overall ovarian cancer survival rate was
94% itis comparatively lower than the results of Ayhan
A, and Trimbos®***. Reason for low survival rate can be
explained as in our patients all the surgeries were done
by gynecologist instead of Gynecological Oncologist
and lack of frozen section facility so extensive lymph
node dissection was not done and mostly patients
received adjuvant radio or chemotherapy.

According to Mahnev” systematic pelvic and Para-
aortic lymph node dissection in early stage ovarian
cancer canimprove survival. But few other multicentre
studies showed improved survival in all stages of
ovarian cancer by using adjuvant chemotherapy

26,27

following optimal debulking surgery™*'.

Cancer deaths were mainly (50%) due to ovarian
cancer in our study. In European countries and UK,
ovarian cancer deaths were also highest where
mortality from ovarian cancers in 2007 was 9.8
/100,000 and from uterine cancer was 3.4/100,000
women/yr'.

Endometrial cancer Syear survival rates in a study by
Jing Wang in 2008 was 80% -95% ,75%,50% and 20%
for stage I, II, Il and IV disease’. In our study during
25months follow up survival rates for endometrial
cancer for these stages were 100%, 67%, 62% and
25% respectively.

The prognosis of endometrial cancer is generally
favourable because in 75% to 90% of cases the
disease is confined to the uterus at diagnosis, a
condition that is highly curable by surgical removal of
the uterus™. The overall five-year survival rate is 75%.
In addition to stage at diagnosis, survival from
endometrial cancer is also greatly influenced by
histological type and grade of the tumour. While over
the past 30 years there has been no appreciable
improvement in survival among women with
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advanced disease”.

Stage at diagnosis, hormonal and reproductive
characteristics, socio-economic level and access to
health care make the difference in survival rates.

CONCLUSIONS

Ovarian cancer is the major killer among all genital
tract cancers. Early diagnosis can improve prognosis
in all type of gynecological cancers. Well established
screening program and Public awareness is important
for early diagnosis.

Multidisciplinary approach can provide better care.
Gynecological Oncology unit should be established in
all tertiary care hospitals to get best results of
treatment. Team consisting of: Gynecological
oncologist, Medical oncologist, Histopathologist and
Radiological oncologist should work in collaboration.

Close follow up of patients should be maintained in
order to detect residual disease or early recurrence for
better survival.

Copyright© 28 May, 2013.
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. it's about [earning to dance in the rain.”

”Life isn't about waiting for the storm to pass;

Vivian Greene
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