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Learning Objectives

Following this event, participants will be 
able to:

• Inquire about family history, symptoms 
and examine for signs that may make 
you think of ovarian cancer in your 
differential diagnosis

• Identify and understand diagnostic tests  
that will impact the diagnosis and 
management of ovarian cancer.



Learning Objectives

Following this event, participants will be 
able to:

• Identify when to refer the patient to a 
specialist and how to write a referral to 
reduce the wait times for the patient. 

• Understand and describe the role of 
Family Physicians, Nurses and 
Gynecological Oncologists in the 
diagnosis of a patient who may be 
suspected of having ovarian cancer.



Case 1

• 50 yr old G2T2 with known 
hypertension and high cholesterol 
presents with a two month history of  
vague abdominal complaints: 
flatulence, early satiety. Her exam is 
unremarkable.

• She returns two months later with the 
same complaints. Now she has left 
lower quadrant discomfort. Repeat 
exam normal. Referral for colonoscopy 
and shows diverticular disease.



Case 1

• She comes back in four months with 
bloating and indigestion. You start her 
on Ranitidine 150mg bid PO and an U/S 
is ordered.

• U/S shows ascites. No liver lesions. 
Spleen and kidneys normal. Uterus 
normal size with normal endometrial 
thickness. Ovarian mass (next slide)



Investigations

• Pelvic or transvaginal U/S



“Dianne’s rule” 50/50 at age 50 –
50% chance an adnexal mass at age 50 represents a malignancy



Case 1: Work-up

• What do you do next?



Case 1: Work-up

• CXR
• CA125, C19-9, CEA, CA15-3
• Transvaginal U/S and/or 

abdominal ultrasound 



Symptoms

• Recurrent, unresolved or unexplained 
symptoms should not exclude ovarian 
cancer as an etiology

Klee, MG. Mayo Clin Proc 2004;79(10):1277-1282



Symptoms

• GI:
– Abdominal discomfort, bloating, gas
– Nausea, indigestion, loss of appetite, early 

satiety
– Weight loss
– Change in bowel habits (constipation, 

obstipation)
• Gyn:

– Pelvic pain
– Abnormal vaginal bleeding

• GU:
– Frequent urination 



Signs

• What aspects of the physical exam 
would be helpful?



Signs

• Chest
–Effusion

• Abdominal exam
–Ascites
– LUQ mass (omentum)

• Pelvic exam
–Irregular Mass
–Cul de sac nodularity



Referral to BCCA

***No need to refer through a 
general gynecologist if you suspect 
cancer…..can refer directly to 
gynecologic oncology!



Referral to BCCA

• Phone: 604 877 6000 x2353
• Fax: 604 877 6179

– Include: 
• Demographics 

–Patient name, age, DOB, address, phone
–Physician name, address, phone, FAX

• Patient’s Problem
–Note indicating the issue 
–Copy of X-ray results and labs
–Refer to Gyn Onc or a specific doctor



Referral to BCCA



Referral to BCCA

• Gynecologic Oncology directly
– Pelvic mass with ascites or omental cake or 

elevated CA125 or family history of ovarian 
or breast cancer

– Bowel obstruction in addition to these 
findings

– Complex cystic-solid pelvic mass especially 
in a post-menopausal woman

– Lymphadenopathy
– Liver metastasis

• Gynecologist
– Simple unilocular cyst



Treatment for ovarian cancer

• Most patients will undergo 6 cycles of 
outpatient intravenous and/or 
intraperitoneal chemotherapy

• Most common agents used:
– carboplatin and paclitaxel

• ~3-5 hours to administer



Treatment for ovarian cancer

• First few days post Rx: fatigue, nausea, 
bony aches

• Nausea WELL managed with current 
medication options

• 7-12 days post Rx: nadirs, hence 
susceptible to infection, anemia

• Loss of hair after 1st or 2nd cycle
• Tingling/paresthesias in stocking-glove 

distribution can be longstanding



Ovarian cancer



Ovarian cancer



Treatment for ovarian cancer

• Continuing involvement from their 
primary care MD’s needed and greatly 
appreciated!



Living with ovarian cancer

• Can be curable disease!
• Patients will have a period of NORMAL 

functioning in the majority of cases



Survival and ovarian cancer

• Stage III/IV: 15-20% 5 year survival 
• Most recurrences within the first 2 years



If patients recur?

• No longer “curative”=chronic disease
• Bowel obstructive symptoms and 

sequelae are the most common 
challenges



End of life care

• Palliative care
– Community caregivers
– BCCA specialists
– BCCA Website - Coping with Cancer page

www.bccancer.bc.ca/PPI/copingwithcancer/palliative/default.htm

http://www.bccancer.bc.ca/PPI/copingwithcancer/palliative/default.htm�


Case 2

• A 30 year old woman who has a mother 
with breast cancer, an aunt with colon 
cancer and is otherwise asymptomatic



General Risk of Acquiring Ovarian 
Cancer – Asymptomatic Patient

History, specifically family history
• General pop lifetime risk: 1.6%
• If only one first-degree relative is 

affected by ovarian cancer: 5% 
• BRCA I: 40-63% by age 70
• BRCA II: 20-27% risk by age 75
• HNPCC: 10-12% lifetime risk



General risk - asymptomatic patient

• Action:
–Refer to familial cancer counseling 

service at BCCA
–There is no screening test that lowers 

the risk of dying of ovarian cancer
–We recommend to NOT prescribe 

CA125 and/or ultrasound in the 
absence of specific symptoms 
suggesting presence of disease



When does a patient require action
regarding ovarian cancer risk?

• BCCA Hereditary Cancer program-when 
to refer, who, how…..

• Link:  
http://www.bccancer.bc.ca/HPI/CancerManagementGui
delines/HereditaryCancerProgram/referralinformation/d
efault.htm



• Action con’t:
– Consider risk reducing interventions:

• Tubal ligation or
• OCP or
• BSO

– Maintain high index of suspicion with new 
symptoms

General risk - asymptomatic patient



Specific risk – symptomatic patient

• Detailed history and family history
• Pelvic examination and general 

physical



• Action:
– Pelvic/transvaginal ultrasound look for:

• Simple vs. complex pelvic mass, ascites, 
peritoneal studding, omental cake

– CA 125, CA 15-3, CA 19-9, CEA
– CXR

– We recommend to NOT do CT scans before 
referral

Specific risk – symptomatic patient



Management Of Women in the General 
Population

• There is NO DATA to support routine 
screening of patients for ovarian 
cancer!!!



Management Of Women At Increased 
Risk For Ovarian Cancer

• Annual abdominal and pelvic 
examination

• Risk reduction with oral 
contraceptive pill

• Risk reducing BSO at completion of 
childbearing



Considerations for family members of 
your patient with a familial  syndrome

• Both HNPCC and BRCA mutations are 
inherited in an autosomal dominant 
fashion

• This means a child who has a parent with 
a mutation has a 50% chance of inheriting 
that mutation. A brother, sister, or parent 
of a person who has a mutation also has a 
50% chance of having the same mutation.



Considerations for family members of 
your patient with a familial  syndrome

• HNPCC/Lynch II: 20-60% lifetime 
risk endometrial cancer, 60-80% 
lifetime risk colorectal cancer, 
increased ovary (11%), gastric (11-
19%) GU (4%), biliary tract (3-7%) 

• BRCA1 and 2: 60-80% lifetime risk 
breast cancer, increased risk male 
breast cancer, prostate, pancreatic 
ca etc



Thank You

Ovarian Cancer Canada
101 – 145 Front Street East
Toronto, ON M5A 1E3 
Toll free: 1-877-413-7970 
Tel: 416-962-2700 
Fax: 416-962-2701



Management Algorithm



Ovarian Cancer Symptom Diary
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