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Introduction and Aim of the Worle

Introduction

Ovarian cancer accounts for 3.7% of all cancers in
women and is the seventh leading cause of canlzede
deaths among women worldwid&LOBOCAN 2008) The
outcome for women with ovarian cancer is genenadigr, with
an overall 5-year survival rate of less than 35%e ¢o the
advanced stage at time of presenta{l®ossing et al., 2010).

Early prediction of malignancy in patients presemti
with ovarian mass is very important;as mean suhtivaee for
women with ovarian malignancy is significantly iroped
when managed within a specialised gynaecologicablogy
service(Vernooij et al., 2007)

Different tools have been used for prediction of
malignancy in ovarian masses; such as tumor markers
ultrasound findings, or other malignancy indicesnbming
more than one variable. CA-125 is the most freduent
used biomarker for ovarian cancer detec{i8oh et al., 2010Q)
The major limitation of CA125 is that it may be higm benign
diseases, such as endometriosis, ovarian cysts, pahdc
inflammatory diseasegYamamoto et al., 2009)In 1990,
Jacobs et al. originally developed the Risk of Malignancy
Index (RMl)as a simple scoring method based on paunsal
status, ultrasound findings, and the serum CA128l]ayiving
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significantly better results than the use of a lgingarameter.
Recently, the HE4 protein was suggested as predico
ovarian cancers, especially elevated in seroussaddmetrioid
histology (Hellstrom et al., 2003; Galgano et al., 2006;
Huhtinen et al., 2009) Studies suggest that HE4 has a similar
sensitivity to CA 125, but an increased specifi¢igcudero et
al., 2011; Anastasi et al.,, 2010)n subsequent study, the
combination of HE4 and CA125 was a more accurasdiptor
of malignancy than either marker alo(Moore et al., 2008)
The combination of these two markers; the Risk oft@@n
Malignancy Algorithm (ROMA) was first used by Mooe¢ al,
together with the menopausal state accuratelyifiEssvomen
with ovarian masses into high and low risk for asmar
malignancy(Moore et al., 2009)

The aim of this study is to compare the performanice
ROMA versus that of RMI in predicting malignant o
masses.
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Aim of the Work

The aim of this study is to compare the performanice
Risk of Ovarian Malignancy Algorithm (ROMA) verstigat of
Risk of Malignancy Index (RMI) in predicting malignt
ovarian masses.
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Chapter One
Management of Ovarian Cancer

Overview:

Ovarian cancer accounts for 3.7% of all cancers in
women and is the seventh leading cause of canltzede
deaths among women worldwid&€LOBOCAN 2008) In the
United States, ovarian cancer is tfel@ading cause of cancer-
related deaths among womgsiegel et al., 2013)The outcome
for women with ovarian cancer is generally poorthwan
overall 5-year survival rate of less than 35%, doethe
advanced stage at time of presentaf{®assing et al., 2010).

The symptoms of ovarian cancer are usually non-
specific; however, there are a number of symptonad to
suggest ovarian cancer if they are experienced ety and/or
last a long timéGoff et al., 2012).

Women presenting with ovarian mass need to beddiag
into either benign or malignant cag€anis et al., 2000)The
underlying management rationale is to minimise quditi
morbidity by(Green-top guideline 62)

» Conservative management where possible
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» Use of laparoscopic techniques where appropriates t
avoiding laparotomy where possible

» Referral to a gynaecological oncologist where
appropriate.

Mean survival time for women with ovarian maligogn
Is significantly improved when managed within a spksed
gynaecological oncology service; that's why earlggaosis
and referral is importarf¥/ernooij et al., 2007)
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Risk Factors:

Numerous reproductive, environmental, and genétlc r
factors have been associated with the developnfeovarian
cancer.

An important risk factor foepithelial ovarian canceris
a family history of the disease; with at least dinst degree
relative with ovarian cancé6tratton et al., 1998)it should be
mentioned, however, that familial ovarian canceekenup a
relatively small proportion of total ovarian canaases with
only 5% to 10% of ovarian cancer patients reponinta a
positive family history of the diseagBerchuck et al., 1999).

Ovarian cancer has been associated with familial
autosomal dominant syndromes; the commonest areARRC
BRCA2 mutation syndromg$§chorge et al., 2008; VaNagell
et al., 2008) Others include:Lynch syndrome type II;
characterized by a predominance of early-onsetipr@xcolon
cancer in association with cancers of the endoomatrand
ovary(Lindor et al., 2008)

The overall incidence of ovarian cancer rises with
increasing ageup to the mid-70s before declining slightly
among women beyond 80 ye&@&oodman et al., 2003).

Nulliparity is associated with long periods of repetitive
ovulation, and women without children have double tisk of
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