Borderline Ovarian Tumors - to Collect or Not to Collect?
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INTRODUCTION RESULTS - continued RESULTS - continued
Background: With the implementation of ICD-O-3, fourteen ovarian tumor morphology terms (or five ¥ Age at diagnosis for borderline tumors tends to be significantly younger than for malignant tumors; ¥ Among women whose only tumor was one borderline ovarian neoplasm, 25.2% of deaths were
codes) were reclassified as borderline and became non-reportable, and a new borderline code was the mean age at diagnosis was 49 for borderline tumors and 61 for malignant tumors. attributed to ovarian cancer, while 45.4% of deaths were attributed to any cancer. Among women
added. The New York State Cancer Registry (NYSCR) is among the few registries that have continued _ S _ _ _ whose only tumor was one localized malignant ovarian cancer, 59.0% of deaths were attributed to
to collect borderline ovarian tumors (following a short hiatus from 2001-2002). Figure 2. Age Distribution for borderline and malignant ovarian tumors, 2005-2005 ovarian cancer, while 66.3% of deaths were attributed to any cancer.
Our decision to continue collecting borderline ovarian tumors was based on a previous analysis of all - Table 2. New York: Underlying cause of death for borderiine and localized malignant ovarian
tumors, diagnosed 1996-2009 (restricted to first and only registered primary)
microscopically confirmed ovarian tumors diagnosed between 1976 and 1999 among New York e
residents. The previous analysis found that a small percentage of the women reported with borderline 10% | Underlying Cause of Borderline Malignant
ovarian tumors were diagnosed with metastases and that some women reported with borderline . i T e— Death (COD) (Only Primary, (Only Primary, Localized Stage,
tumors died of ovarian cancer. (Reference: HuT, Kahn AR, Schymura MJ. NAACCR, Annual o I I I conmrmee) Microscopically Confirmed) Microscopically Confirmed)
Conference. Honolulu, HI, June 10-12, 2003) . I I I I 'mfgil’ﬁpicauy Percent (%) Percent (%)
° sormee Cancer 74 45.4 390 66.3
Objective: To determine whether to continue collecting borderline ovarian tumors, using relative 2% I I I I I I I I [ I' Ovary 41 75.2 347 59.0
survival and cause-specific mortality in our evaluation. e e e e o e e e e e e e e e e Lung/Liver/Brain 11 6.7 4 0.6
QQQb?;f;ai\y‘i@ﬁ,\y‘i@ﬁoy‘i@ﬁ&i@ﬁgﬁ@ﬁ@i@iﬁab‘iff\%:;;@z;x*Q:b |ll-defined 5 3.1 12 2.0
Other 17 10.4 27 4.6
Non-Cancer 38 54.0 194 33.0
Unknown COD 1 0.6 4 0.7
METHODS * Tumor behavior was not associated with race or ethnicity.
. . . . o o ]
Microscopically confirmed ovarian tumors, diagnosed between 1996 and 2009, with behavior codes 1 % Bilateral ovarian involvement was much higher for malignant tumors (34.3% vs. 17.5%). Comparison to SEER data:
(Igorc?lerlipe) and 3 (malignant). were incluc.nled n th.e current analysis. Incidence trenpls as well as the * 98(?;_12%6391 C&eor%ga'ﬁgggt 32&7;;/225 \/Cvgrr:e:rcejéa\?vri\tcr)]sce)glwg%; rgf&%ﬁg; %Yaarlﬁgsteljdmvf/)itcﬁ:rr:no%/arian ¥ The 5-year relative survival for borderline ovarian tumors in the SEER 9 areas (98.2%) was identical
distribution by age, race, ethnicity, laterality and vital status were compared for malignant and rumor of borderline be%avior. > R 2 to the survival rate observed in New York. However, the 5-year relative survival rate for malignant

borderline ovarian tumors. Relative survival and cause of death were compared for malignant ovarian tumors diagnosed at localized stage (92.7%) was slightly higher than observed in New

ovarian tumors diagnosed at localized stage and borderline ovarian tumors. The latter analyses were Table 1. Descriptive statistics for borderline and malignant ovarian tumors, 2005-2009 York. Thus the difference in relative survival between borderline and localized malignant ovarian
restr.lcted to persons with only one primary. To ensure that our findings with respect to relatlvg wa—— S — tumors within the SEER 9 registries is somewhat less pronounced than in New York.
survival and cause of death were not unique to New York, we conducted the same analyses using Tifereseepiesl iy Corfmmes] (Microscopically Confirmed)
.SEER 7 da.ta for 1988 to 20.00 diagnoses (the tlm.e period for Wh'(.:h borderh.ne ovarldn hIStOIOgl.eS are Age rercent &2 rercent &2 ¥ Although the proportion of women dying from cancer appears lower in the SEER 9 areas than in
included in the SEER public use file). To further inform our decision regarding whether to continue <55 270 64.3 5984 326 New York for both borderline and localized malignant ovarian tumors, the proportion of women
j i i ' 55-69 310 25.9 2506 35, , , , , ) , ' Lo ,
coIIe?tm.gtborderIme SEGHET (TN, WE Eoms el ties Fenenines Wews verk ghieasleg e >69 118 9.8 2221 Sy diagnosed with borderline ovarian tumors dying from ovarian cancer is very similar (25.2% in NY;
oncologists. — 23.8% in SEER 9).
White 989 82.5 5818 83.0
Black 127 10.6 779 11.1 Table 3. SEER 9: Underlying cause of death for borderline and localized malignant ovarian
other o1 o g > tumors, diagnosed 1988-2000 (restricted to first and only registered primary)
RESULTS Ethnicity Underlying Cause of Borderline Malignant
?.'22:!:1‘?"”5 123; 9;:; 62;2 98:91) Death (COD) (Only Primary, (Only Primary, Localized Stage,
. Microscopically Confirmed) Microscopically Confirmed)
s aterali
Analy sis of New York Data. L ;caightty 502 41.9 1793 25.6 Percent (%) Percent (%)
Left 448 37.4 1702 24.3
% For diagnoses years 1996 to 2009, a total of 2,588 microscopically confirmed borderline One Side, Unk 6 0.5 76 1.1 Cancer 162 2.9 406 18.5
: : : Bilateral 210 17.5 2406 34.3 Ovary 133 23.8 412 43.0
ovarian cancer cases were reported to the NYSCR. For that same time period, 22,470 Unknown 32 57 1034 14.7 Lung/Liver/Brain X 11 10 10
2?:1'%%:::(; ovarian cancer cases were reported, of which 19,389 (86.3%) were microscopically — l-defined T ) 5 14 L
. Dead 48 4.0 2500 35.7
Alive 1150 96.0 4511 64.3 Other 11 2.0 30 3.1
¥ Based on the most recent five year data (2005-2009), the age-adjusted incidence rate for ﬁgz;‘iw;egm 3;? 6;’2 413 42'3
borderline ovarian tumors was 2.3 per 100,000 and 13.1 per 100,000 for ovarian cancer. ¥ Five-year relative survival varied considerably by behavior and stage. The 5-year relative survival for ' '
porderline ovarian tumors (98.3%) was much higher than for malignant tumors diagnosed at
¥ While the incidence of ovarian cancer is decreasing, the incidence of borderline ovarian ocalized stage (90.6%). ] ] ] ]
tumors appears to be increasing. Since reporting of borderline ovarian tumors was not Consultation with Gynecologic Oncologists:

, Figure 3. Five-year relative survival rate for borderline and localized malignant ovarian
required by the NYSCR for 2001 and 2002, the rates for those two years are somewhat lower. ? ! tumors, diagnosed 1996-2009, (first and only primary) ’ : . :
’ ‘ ¥ The three gynecologic oncologists we consulted all recommended that we continue to collect

borderline ovarian tumors. With the exception of “atypical proliferative papillary serous,” which
100% M—————————— e g does not have its own unique code (8462), they considered the “borderline” histologies toin
20% _ —— —] " . ,,
fact be “malignant.

Figure 1. Incidence trends for borderline and malignant ovarian tumors, 1996-2009
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g e Al 10% Although women diagnosed with borderline ovarian tumors have high five-year relative
z " 0% survival, for the women who die, a high proportion of their deaths have been attributed to
= @) 1 2 3 4 5 o . . . . .
3 vear of survival either ovarian cancer or to a cancer that is likely metastatic from the ovary. Based on this
<T

2 T’.Wy outcome, observed both in New York and SEER 9, and in light of the recommendations

oot 1oom  sooo  s00s  soom sooc coos boae from some of our leading gynecologic practitioners, the NYSCR will continue collecting

Year of Diagnosis borderline Ovarian tumOrS.
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