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1.  Introduction

Ovary is an important organ and is concerned with 
progeny production. The ovary consists of totipotent 
sex cells and multipotent mesenchymal cells. So when it 
becomes neoplastic, almost any types of tumour can thus 
result1.

Both ovarian neoplastic and non-neoplastic lesions 
posses a great challenge to gynecological oncologist. Some 
non-neoplastic lesions of the ovary usually present as a 
pelvic mass and mimic an ovarian neoplasm. Therefore 
their proper recognition and classification is important to 
allow appropriate therapy2. 

Ovarian cancer is the seventh leading cause of cancer 
death (age standardized mortality rate: 4/100,000) among 
women worldwide3,4.

In India it comprises up to 8.7% of cancers in different 
parts of the country3,4. 

Histopathological presentation of ovarian tumours 
is variable which lead to its detection in advanced stage 
where neither effective surgery nor chemotherapy can be 
done5,6. 

Incidence of invasive epithelial ovarian cancer peaks 
at 50-60 yr of age. In postmenopausal women about 
30% of ovarian neoplasms are malignant, whereas in the 
premenopausal patient only about 7% of ovarian epithelial 
tumours are frankly malignant7. 

Prognostically ovarian tumours in women under 40 yr 
of age have greater a chance of recovery than older patient8. 
Most patients with ovarian cysts are asymptomatic, with 
the cysts being discovered incidentally during ultrasound 
or routine pelvic examination. Some cysts, however, 
may be associated with a range of symptoms, sometimes 
severe, although malignant ovarian cysts commonly do 
not cause symptoms until they reach an advanced stage.

Pain or discomfort may occur in the lower abdomen. 
Cyst rupture can lead to peritoneal signs, abdominal 
distension, and bleeding that is usually self-limited9,10.

Polycystic Ovary Syndrome is one of the most 
common endocrinopathy affecting women. The 
estimated prevalence in women of reproductive age is 
5-10%. Oligomenorrhea, hirsutism and obesity together 
with enlarged polycystic ovary (PCO) were the diagnostic 
criteria of PCOS11.
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2.  Materials and Methods

A prospective clinico-pathological study of 143 cases 
of nonneoplastic and neoplastic lesions of ovary was 
conducted in Department of pathology over the period of 
three years. The materials for this study, ovarian specimen 
was obtained from hysterectomy specimen with unilateral 
or bilateral adnexa, and oophorectomy and/or cystectomy 
specimens received in the department.

Relevant clinical information regarding the age, clinical 
features, radiological findings and provisional diagnosis 
were obtained. The specimens were analysed in detail 
macroscopically for various parameters like size, external 
surface, and consistency and cut sections with contents 
of cyst.

The tissues were processed by routine paraffin 
techniques and sections stained with Haematoxylin and 
Eosin were taken for microscopic examination.

The non-neoplastic and neoplastic lesions from 
representative sections were studied and classified 
according to World Health Organisation (WHO) 
classification 2002.

3.  Results

Amongst 143 cases studied during study period, 110 were 
nonneoplastic and remaining 33 were neoplastic. Most 
of the non-neoplastic 110 (70%) lesions of ovary were 
incidental findings. The most common non-neoplastic 
lesion found was solitary follicular cysts followed by 
corpus luteal cysts. 

Among the 70 neoplastic ovarian lesions 25(75.7%) 
cases were benign, 2(6.1%) case was at borderline and 6 
(18.2%) cases were malignant [Table 3].

In 25 benign ovarian neoplasms, most common seen 
lesion was serous cystadenoma with 18 cases (54.5%) 
followed by benign cystic teratoma with 3 cases (9.1%) 
and 2cases each of mucinous cystadenoma and fibroma. 

Out of total 6 malignant cases, maximum 4 cases were 
of serous cystadenocarcinoma followed by 2 cases of 
endometrioid carcinomas and 2 cases of borderline serous 
tumour. Most of the benign tumour were observed in the 
age group of 31-40yr, and most of the malignant tumours 
cases were common in elderly (>40 years) age group.

On gross examination 44.78% cases were cystic, 
22.39% were solid and 32.83% cases were partly solid and 
partly cystic.

Table 1.    Distribution of various non-neoplastic 
lessions
Types of Non-Neoplastic 
Lession

No. of Cases Percentage %

Simple cyst 11 10
Follicular cyst 77 70
Luteal cyst 14 12.7
Haemorrhagic cyst  6 5.5
Endometrioid cyst  2 1.8
Total 110 100

Table 2.    Distribution of various types of ovarian 
tumours
Type of Ovarian Tumours Frequency Percentage
Surface Epithelial Tumours 25 84.8
Germ Cell Tumour 3 9.1
Sex-Cord Stromal Tumour 2 6.1
Total 33 100

4.  Discussion

Ovarian cancer is the second leading cause of mortality 
among all gynecological cancers12. Due to similar clinical 
presentations there is confusion in the diagnosis of non-
neoplastic and neoplastic lesions of ovary although it is 
diagnosed as a mass or cystic lesion on ultrasonography 
and hence removed prophylactically in routine 
oophorectomies and hysterectomies13.

Table 3.    Frequency Distribution of Ovarian Tumours
Type of Ovarian Tumours Type of lesion Total number 

of cases
Percentage(%)

Surface Epithelial Tumour Benign Serous tumour 18 54.5
Mucinous Tumour 2 6.1

Borderline Serous Tumour 2 6.1
Malignant Serous Tumour 4 12.1

Endometrioid Tumour 2 6.1
Germ Cell Tumour Teratoma 3 9.1
Sex-Cord Stromal Tumour Fibroma 2 6.1
Total 33 100



Vol 4 (1) | January-June 2017 | www.informaticsjournals.com/index.php/mvpjms MVP Journal of Medical Sciences 28

Histopathological Study of Ovarian Lesions at a Tertiary Health Care Institute 

In current study 143 ovarian lesions of non-neoplastic 
and neoplastic origins were evaluated to find out 
incidence, histogenesis and pathological features.

Kreuzer GF et al.,14  reported 82 (40.39%) non-
neoplastic lesions out of 203 ovarian lesions and Martinez-
Onsurbe P, et al.,15 reported 55 (41.67%) non-neoplastic 
lesions out of 132 ovarian lesions. Incidence reported in 
our study regarding non-neoplastic lesions was higher 
and concurring with the above studies.

The non-neoplastic lesions like follicular or corpus 
luteum cysts are the commonly encountered conditions.

In current study out of 110 non-neoplastic lesions 77 
follicular cysts (70%) were reported and 14 corpus luteal 
cysts (12.7%) were reported.

Table 4.    Comparative incidence of non-neoplastic 
lesions

Kreuzer 
et al.

Marti-
nez-Onsur-

be et al.

Gupta 
N et al.

Present 
study

Follicular cyst 55 55 70
Luteal Cyst 45 45 12.7
Both follicular and 
luteal cyst

82.2 82.7

Table 5.    Comparative incidence of neoplastic lesions
Gupt et al. Pilli et al. Present Study

Benign 72.9 75.2 75.7
Borderline 4.1 2.8 6.06
Malignant 22.9 23.6 18.2

Table 6.    Comparative incidence of overall (benign and 
malignant) ovarian tumours

Bhuvanesh 
et al.

Pilli 
et al.

Gupta 
et al.

Present 
Study

Surface Epithelial 
Tumour

78.7 70.9 65.6 84.8

Germ Cell Tumour 10.85 21.2 23.9 9.1
Sex-Cord Stromal 
Tumour

7.14 6.7 8.3 6.1

Incidence of these cysts were accordance with to 
Kreuzer GF et al., (55% Follicular cyst and 45% corpus 
luteal cyst) and Martinez-Onsurbe P et al., (55% follicular 
cyst and 45% corpus luteal cyst). Gupta N et al.,19 reported 
follicular and corpus luteal cyst (80.2%). In the present 
study the incidence was 97.26%, which was higher than 
this study.

In clinically suspected ovarian pathology cases, 
the most common clinical symptoms were menstrual 
irregularities/ abnormal vaginal bleeding, pain in 

abdomen and mass per abdomen. These findings were 
similar to Winter Jo TV et al.,16 study.

In the present study, 33 neoplastic lesions were 
diagnosed most common was benign (75.7%) followed 
by, borderline malignancy (6.1%) and malignant tumour 
(18.2%).

Ovarian tumour may occur at any age, including 
infancy and childhood. Incidence rate, however increase 
with age, with the greatest number of new cases being 
diagnosed beyond 4th and 5th decade. In our study, the 
youngest patient was of 11yr and oldest of 70yr, which 
was concordance with Couto F et al.17

Based on histomorphological features, incidence of 
surface epithelial tumours were commonest (84.8%) 
followed by germ cell tumours (9.1%) and sex cord (6.1%). 
atic (4.28%). Similar observations were seen in other 
studies. Our study reveals that the presentation of ovarian 
tumours was variable. Some of the ovarian tumours were 
incidentally diagnosed on ultrasound whereas others may 
be symptomatic like lump/ pain in abdomen. 

In Benign and malignant ovarian neoplasm, lump in 
abdomen was the most common complaint, followed 
pain in abdomen. These findings were in accordance with 
other studies18. 

Grossly, it was found in our study that benign tumours 
were cystic as compared to malignant, which were solid 
in consistency followed by partly cystic and partly solid 
which were mostly in malignant tumour which is in 
accordance with other studies18. 

Ovarian cancers are called as “silent killer” as in most 
of the primary ovarian tumour they remain asymptomatic 
until the advanced stage. However, histomorphological 
study of tumour is still today a gold standard method, 
these observations and results proved to be valuable base 
line information regarding frequency and pattern of 
ovarian tumours.

5.  Conclusion

To conclude, number of various clinical parameters such 
as age of the patient, presenting complaints, location of 
lump, dimensions of lump, on one hand and histological 
type of ovarian neoplasm on the other hand are all 
interrelated. All these clinical and histomorphological 
parameters and advanced newer diagnostic modalities 
can help to early diagnosis and to plan the line of 
treatment and also have prognostic significance. Because 
of the geographic location, poverty and illiteracy, patients 
seek medical advice late in rural health facility. So, 
awareness among public and doctors, educating people, 
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passive surveillance, and community screening facility 
will be helpful in early detection of the ovarian lesions 
and tumours.

6.  References
1. Sikdar K, Kumar P, Roychowdhary NN. A study of ovarian 

malignancy: A review of 149 cases. J Obstet Gynaecol India. 
1981; 30:478–80.

2. Srikanth S, Anandam G. Bilateral dermoid cyst of ovary. 
Med J DY Patil Univ. 2014; 7:4923. Available from: https://
doi.org/10.4103/0975-2870.135281

3. Basu P, De P, Mandal S, Ray K, Biswas J. Study of ‘patterns 
of care’ of ovarian cancer patients in a specialized cancer 
institute in Kolkatta, eastern India. Indian J Cancer. 2009; 
46(1):28–33. PMid:19282563. Available from: https://doi.
org/10.4103/0019-509X.48592

4. Mondal SK, Banyopadhyay R, Nag DR, Roychowdhury S, 
Mondal PK, Sinha SK. Histologic pattern, bilaterality and 
clinical evaluation of 957 ovarian neoplasms: A 10-year 
study in a tertiary hospital of eastern India. J Can Res Ther. 
2011; 7:433–7. PMid:22269405Available from: https://doi.
org/10.4103/0973-1482.92011

5. Roychowdhury NN, Sanyal MK, Sanyal S, Bhatterjee KK. 
Epidemiological study of ovarian malignancy: A review of 
117 cases. J Obstet Gynecol India.1977; 26:723–8.

6. Saxena HMK, Devi G, Prakash P, Pankajam P. Ovarian neo-
plasms: A retrospective study of 356 cases. J Obstet Gynecol 
India. 1980; 20 (6):523–7.

7. Berek JS, Natarajan S. Ovarian and fallopian tube cancer. 
In: Berek JS, editor. Berek and Novak’s Gynecology. 14th ed. 
New Delhi: Wolters Kluwer Health (India) private Limited; 
2007. p. 1457–47.

8. Scully RE. Ovarian tumours: A review. Am J Pathol. 1977; 
87(3): 686–719. PMid:194486 PMCid:PMC2032143

9. Bottomley C, Bourne T. Diagnosis and management of 

ovarian cyst accidents. Best Pract Res Ckin Obstet Gyaecol. 
2009 Oct; 23(5):711–24.

10. Lambert MJ, Villa M. Gnecologic ultrasound in emer-
gency medicine. Emerg Med Clin North Am. 2004 Aug; 
22(3):683–96. PMid:15301846. Available from: https://doi.
org/10.1016/j.emc.2004.04.016

11. Ramanand SJ, Ghongane BB, Ramanand JB, Patwardhan 
MH, Ghanghas RR, Jain SS. Clinical characteristics of poly-
cystic ovary syndrome in Indian women. Indian J Endocri-
nol Metab. 2013 Jan-Feb; 17(1):138–45. 

12. Modugno F. Ovarian cancer and polymorphisms in the 
androgen and progesterone receptor genes. Am J Ep-
idemol. 2004; 159(4):319–35. Available from: https://doi.
org/10.1093/aje/kwh046

13. Kurman RJ, Norris HJ. Malignant germ cell tumours of 
the ovary. Hum Pathol.1977; 8(5):551–64. Available from: 
https://doi.org/10.1016/S0046-8177(77)80115-9

14. Kreuzer GF, Parodowski T, Wurche KD, Flenker H. Neo-
plastic or Nonneoplastic ovarian cyst The Role of Cytology. 
Acta Cytol. 1995; 39:882–6. PMid:7571964.

15. Martinez-Onsurbe P, Villaespesa AP, Anquela JMS. Aspi-
ration cytology of 147adnexal cysts with histologic correla-
tion. Acta Cytol. 2001; 45:941–7. PMid:11726122. Available 
from: https://doi.org/10.1159/000328368

16. Winter Jo TV, Simmons PS, Podratz C. Surgically treated 
adnexal masses in infancy, childhood and adolescence. Am 
J Obstet Gynecol. 1994; 170:1780–9. Available from: https://
doi.org/10.1016/S0002-9378(94)70354-X

17. Couto F, Nadkarni NS, Jose M. Ovarian tumours in Goa: 
A clinicopathological study. J Obstet Gynecol India. 1993; 
40(2):408–11.

18. Pilli G, Sunita KP, Dhaded AV. Ovarian tumours: A study of 
282 cases. JIMA. 2002; 100(7):1–6.

19. Gupta N, Bisht D, Agarwal AK, Sharma VK. Retrospective 
and prospective study of ovarian tumours and tumour-like 
lesions. Indian J Pathol Microbiol. 2007; 50(3):525–7. 
PMid:17883123. 


