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Abstract:
Purpose:

This is a retrospective study trying to assess the management of patients suffering from Ovarian
cancer in clinical oncology and Nuclear Medicine cancer center Cairo University and use the

international standard of care as reference.

Patients :

Female patients between the ages of 18-80 yrs. Baseline Hematological, Renal and Liver
laboratory profiles were within accepted ranges. Patients were surgically fit to undergo radical
surgery. Patients had to be ECOG Performance status 0-2 to start chemotherapy Patients will
pathologically proven Ovarian Cancer and records showed follow-up for at least 6 months.
Women who stopped their treatment for non-medical reasons (social or psychological or
financial). Were excluded .Any records of other malignancy at other sites were excluded from

this analysis.

Methodology:

Records were evaluated to answer if the patient underwent Radical surgery, received adjuvant
systemic treatment, the type of chemotherapy, duration of the adjuvant treatment and the period
between last cycle od adjuvant and any disease relapse. For metastatic patients; what type of
chemotherapy used as first line and its response, second line and its response and if third was
given. Also the study assess the common drug related toxicities and the quality of life for the

patients.
Results:

DFS period is calculated as the interval through the first Progression after receiving primary
treatment. Progression was detected clinically and/or radiologically, after receiving adjuvant
Chemotherapy.

OS period is measured as the interval between the date of histo-pathological confirmation of

disease (either Radical surgery or biopsies) and death or date of the last follow-up evaluation.



Conclusion:

We found that in EOC subtype the patients are almost a decade younger than western patients.
The results of DFS and OS were comparable to the international statistics. There is no clear
guidelines for second line protocols. Limited financial resources did not affect the management

of patients concerning radical surgery and adjuvant therapy.
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Introduction and Aim of Work

Introduction and aim of work

Despite the fact that it is a highly curable disease if diagnosed early, cancer of the
ovaries causes more mortality in women each year than all other gynecologic

malignancies combined.

In the United States, ovarian cancer is the 5th most common cause of cancer

related death, and it’s the 4th leading cause of cancer death in women between the

age of 40-59 . The lifetime risk of developing ovarian cancer is approximately
1.3%, although patients with a familial predisposition have a much higher lifetime
risk, in the range of 10% to 40%.( ASCO facts and figures sheet, 2015).

Worldwide there are 225,500 new cases each year with 140,200 of ovarian cancer

related deaths per year.

In Egypt, based on Gharbeya Population Cancer Registry, ovarian cancer

represents around 3.7% of female cancer cases. (BGICC abstracts 2010).

Ovarian cancer is primarily a disease of postmenopausal women, with the large
majority of cases occurring in women between 50 and 75 years old with a median
age at diagnosis of 63 years. The incidence of ovarian cancer increases with age
and peaks at a rate of 61.5 per 100,000 women in the 75-79 year old age group.
(EUCAN fact sheet,2012).

There are distinct geographic variations in the incidence of ovarian cancer, with
the highest rates found in the industrialized countries and the lowest rates seen in
underdeveloped nations. Japan, with an incidence of only about 3.0 per 100,000
population, is a notable exception to this observation. It has been postulated that
geographic variations in the incidence of ovarian cancer are related, in part, to
differences in family size.( EUCAN fact sheet,2012).
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Introduction and Aim of Work

During the past 30 years, survival has increased owing to improvement in
diagnosis, surgery and systemic therapy . Despite these advances, most patients
will die from the disease, and the overall 5-year survival is around 50%.( ASCO
facts and figures sheet, 2015).

This Work aim to assess the clinico-pathological nature of Ovarian Cancer Cases
presented at NEMROCK and assess the optimization of surgery and the response
of different Chemotherapy protocols and their toxicities. We will be reviewing the
management and follow up of patients from 2005-2011 and conclude our institute
strength and weakness to reach a recommendation that might help improve the

patients quality of life.
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