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SUMMARY
A  total  of  144  primary  neoplasmas of the ovary

were   recorded   in   a   five  year  period   in   the   Depart-
ment    of    Pathology    (formerly    Public    Health    Lab-
oratory),    Lusaka.

Benign   neoplasms   (65%)   were  commoner  than
malignant  tumours  (35%). The  benign  cystic  teratoma

(37.5%)   was  the  commonest   neoplasm.  Tumours  of
special  morphology  and  hormone-producing  tumours
were  rare.

Our  findings  are  compared  with  a  similar  study
from   Uganda   (james  et  al.,1973)   and   with   studies
from  other parts of the world.

INTRODUCTION

A study of geographic pathology  reveals notable
clifferences  in  the  epidemiology and  histological  types
of  ovarian   tumours.   The   literature  on  this  sub/.ect  is
vast   but   there  are  few   reports  on   the  subject  from
Africa.   In  Africa  reports generally  concern  themselves

primarily  with  ovarian  cancer.
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There  are  at  present  no  reports on ovarian  neo-

plasma   from   Zambia.  This   is  an   analysis  of  ovarian
tumours  as  seen   in  Zambia.  The  pattern  of  tumour

pathology    is   described    and    compared    with   other
African   and   non-African   series  of  ovarian  tumours.
MATERIALS  AND  METHODS

The Department of Pathology and  Microbiology
of   the   University   Teaching   Hospital,   University   of
Zambia    (previously   the    Public    Health   Laboratory,

Lusaka)     provides    the    diagnostic    histopathological
services    to    the    University    Teaching   Hospital    and
hospitals   of  Central,  Southern,  Western  and   Eastern
Provinces,   covering   approximately   55%   of  the  pop-
ulation    of   Zambia   (Republic   of   Zambia,   Statistics
Office,1973).

All  material  diagnosed  as ovarian  neoplasms and
cysts  for  the  5  year  period  1968-1972  was  reviewed.
Routine  haematoxylin  and   eosin  (HE)  sections  were
supplemented  with  special  stains  where  necessary.  In
this  study   non-neoplastic   lesions,  such  as  parovarian
cysts,  simple  cysts  and  pregnancy  luteomas  were  ex-
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cluded.  Metastatic  tumoLlrs  and  tumours  where  there
was  a  reasonable  doubt  of  their  origin,  were  also  ex-
cluded.

The  classification  of  ovarian  tumour adapted  in
this  study   is  based  on  the  recommended  WHO  class-
ification   (1973)   which   has   now   replaced   the   Inter-
national   Federation   of  Gynaecology  and  Obstetrics

(FIGO)  classification   (1965).  The  WHO  classification
is  also  an   improvement  on   that  of  Scully  (1970)  in
that it separates the non-neoplastic lesions clearly  from
the  rfeoplastic.            .

For   the   purpose   of  comparison   of  results  we

gave  adapted  our  classification  to  conform  with  that
used  by  James, Taylor and Templeton  (1973).

RESULTS
There  were   144  ovarian  tumours  in  the  5  year

period  under  review.  Of  the  total,  94  (65.25%)  were
benign   and   50   (34.75%)   malignant  neoplasms.  Our
results   are   summarised    in    Table    1    and   Table   11.

TABLE  I

CLASSFICATION OF OVARIAN TUMOURS

IN  ZAMBIA
I.     EPITHELIATUMOURS

A.    Serous   Tumours
1. EL:

Cystadenoma
Adenofibroma

2.   Borderline  Maligflan£}L
Papillary cystademona

3.  MaLeflan±
Papillary cyst adenocardinoma

a.     MucousTumours
1 .  Bquig|

Cystadenoma

2.   Borderline  Malignancy
Cystadenoma

3 . Mali 8ELt
Cystadenocarcinoma

D.    Clear cell  Tumour (Mesonephroid)
Malignant adenocarcinoma

E.     BrennerTumour
Benign

F.    Undifferentiated  carcinoma

Total

74

%  of all
No.  Tumours

10          6.9
10.7

10.7

85.5

14          9.7

32.0

74.9

21.4

21.4

64.2

54      37.5

The  most  common  tumour  in  our  study  was
the benign cystic teratoma (54/144)  which  accounted
for  37.50%  of all  ovarian  neoplasms.  For a  meaning-
ful  comparison  with   results  from  Uganda,  we  have
adapted  oiir  classification  to  that  of James,  Taylor
and  Templeton   (1973).  The  findings  are  compared
in  Tables  Ill  and  IV.

TABLE  11

CLASSIFICATION  OF OVARIAN TUMOURS SEEN
IN  ZAMBIA

NON-EPITHELIAL TUMOURS
Ill. SEX  CORD  STROMAL TUMOURS

A.     Granulosa stromal  Tumour
Granulosa  cell  tumours

8.     Androblastomas
Well  differentiated

No.T%J:::'r`s

10        6.9

10.7

Ill    LIPIDCELLTUMOURS                                  nil

lv   GERM  CELL TUMOURS

A.    Dysgerminomas
E.     Choriocarcinoma
F.     Teratomas

1.    Immature
2.   Mature

cystic  (dermoid)
3.   Monodermal

stru rna ovarii
V.    GONADOBLASTOMA
VI   OTHERS

Fibroma
Fibromyoma
Sarcoma

Total

21.4

21.4

53.5

53     36.8

Epithelial Tumours:
There   were   54   (37.5%   tumours  of  epithelial

origin  and  of  these  there  were  an  equal  number  of
benign    and    malignant   tumours.   In   this   group   of
tumours  there  were  25  cystadenomas  and  19 cysta-
denocarcinomas (including both serous and mucinous
varieties).

Cystadenocarcinomas  accounted  for 35%  (19/
50)  of  all  malignant ovarian  tumours. Other epithel-
ial tumours encountered were two  clear cell  (mesone-

phroid)  and  two. Brenner  cell  tumours.  None of the
neoplasms  were   thought   to   have   an   endometroid
Origin.

There   were   90    (62.5%)   tumours   of   special
morphology  (Table  11).
Teratomas:

There  were  59   teratomas  of  which  t`ive  werc
malignant  and  fifty  four  were  benign   cystic  terat-
omas    (including   one    struma   ovarii).   The   benign
cystic   teratomas  accounted   for   nearly   57%  of  all
benign  neoplasms  and    37.5%   of   all   ovarian    neo-

plasms.

The  benign  cystic teratomas together with  the
benign cystadenomas constituted nearly 84%  (79/94)
of all  benign  ovarian  tumours  and  about  45%  of all
neoplasms.
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TABLE  Ill
A COMPARISON OF BENIGN OVARIAN  NEOPLAMS IN ZAMBIA ANL} UtjANIJA

HISTOLOGICAL  TYPE

ZAMBIA                       %OF  ALL UGANDA*                    % OF ALL

NO. % OF  BENIGN
OVARIAN NO. % OF  BENIGN

OVARIANTUMOURS

TUMOURS
TUMOURS(TOTAL144) TUMOURS

(TOTAL  394)

Cerous Cystadenoma 11 1 1.70 7.63 25 14.4 6.64.421.1

Mucinous Cystadenoma 14 14.89 9.72 17 9.8

Benign Teratoma 54 57.44 37.50 83 49.6

Leiomyoma 6 6.38 4.16 10 5.6 2.23.3

Fibroma 7 7.44 4.86 12 7.2

Brenner 2 2.12 1.38 12 7.2 3.3

Gynandroblastoma 0 1 0.5 0.23.3

Thecoma 0 12 7.2

Uncla.ssified 0 1 0.5 0.2

Total 94 loo 65.25 173 100 44.6

MBIA AND  UGANDA

*  James et al.  (1973)

TABLE  IV
A COMPARISON OF MALIGNANT OVARIAN  NEOPLASMS  IN ZAMBIA AND  UGANDA

HISTOLOGICAL  TYPE

ZAMBIA UGANDA*
NO. %OF % OF  ALLNO. %OF % OF  ALL

MALIGNANT OVARIAN MALIGNANT OVARIAN
TUMOURS TUMOURS TUMOURS TUMOURS

Serous Cystadenocarcinoma 9 18 6.25 102 46.4 26.8

Mucinous Cystadenocarcinoma 10 20 6.94 15 6.2 3.3

Anaplastic CarcinomaEndometrioidCarcinoma 6 12 4.16 27 12.5 6.3

0 0 3 1.7 0.7

Mesonephroid  Carcinoma 2 4 1.38 3 1'7 0.7

Granulosa cell  Carcinoma 10 20 6,94 26 11.1 6.2

Dysgerminoma 2 4 1.38 12 5.98.3 3.34.2

MalignantTeratoma 5 10 3.47 18

Arrhenoblastoma 1 2 0.69 1 0.1 0.2

Choriocarcinoma 2 4 1.38

Sarcoma  N.O.S. 3 6 2.08 3 1.7 0.7

Total 50 loo 34.75 221 100 54.9

*  James et al.  (1973)

OTHER TUMOURS OF SPECIAL MORPHOLOGY

In  this  group  were  10  granulosa  cell  tumours,
two dysgerminomas and one androblastoma. We have
also  included  two  choriocarcinomas  of the  ovary as
primary ovarian tumours as there was no evidence of
a    uterin    nebplasm.    We    are    aware    of   the   ob-
servation  that  all  ovarian  choriocarcinomas  in  pre-
menopausal women should be regarded as metastatic
from    an    undiscovered    uterin    primary    neoplasm

(Hertig and Gore,1961 ).
75

TUMOURS OF CONNECTIVE TISSUE ORIGIN
There were 16  (11 % of all  tumours)  neoplasms

of  connective  tissue  origin  with  seven  fibromas,  six
leiomyomas and three sarcomas.
Age:

lt was not possible to accurately determine the
age   incidence   of   the   various   tumours   as   clinical
details   were   often   inadequate.   The   age   was   not
available  in  32  (22°/o)  cases.  However, from  the data
available, we noted  that five tumours occurred  in the
girls   under   10   years  of  age.  Of  these   four  were
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malignant   tumours   (sarcoma,   malignant   teratoma,
dysgerminoma and granulosa cell carcinoma) and  one
was   a   benign    cystic   teratoma.    A   further   eight
tumours  occurred  in  the  age group  11 -20. These  inc-
cluded   two   malignant  teratoma,  two  granulosa  cell
carcinomas   and    one    pseudomucinous   cystadeno-
carcinoma. There were three benign cystic teratomas
in this group.  I n fact four of our  malignant  teratomas
occurred  in  patients under  20 years.  (ln one case the
age  could  not  be  ascertained). Thus  nearly  9% of all
tumours  occurred  in  patients  under 20 years of age.

DISCUSSION

The  present  study  includes only  histologically

proven   neoplasms.   In   many   cases   where   a   clinical
diagnosis  appeared   obvious,   no   biopsy  or  tumour
specimen   was   sent   for   histological    confirmation.
This applied especially to  our district  hospitals  where
specialist   services   are    limited,    transport   of   spec-
imens  a   problem   and   diagnostic  facilities   minimal.
Moreover,  over  the  5  years under review there was a
100%  increase  in  the  biopsy  rate between  1968 and
1972.  This  is  almost  certainly  due  to  the  improved
facilities   in   all   hospitals  and   improvement   in   spec-
ialist    staff   over   the   period    under    consideration.

It is therefore certain that the figures presented
here   under  estimate  the  real  frequency  of  ovarian
neoplasms  and  our  results  should  therefore  be  inter-

preted   cautiously.   There   is   no   reason   to   suppose,
however,  that  in  the  period  under  review  there  was
any   selection   of  cases  or   neoplasms  as  presented.
Therefore  although  the  accuracy  of the  incic:ence of
ovarian tumours may be questionable, we  believe our
results   reflect   the   pattern   and   distribution  of  the
different ovarian  neoplasms  in  Zambia.

It   will    be    noted    from    our   series   that   the

pattern    of   ovarian    tumour   pathology   in   Zambia
differs   from   that   reported   in   Uganda   (Grech  and
Lewis,    1967:     James   et.   al.,    1973).    In    both    the
Ugaiidan   studies  malignant  tumours  were  more  fre-

quent  than  benign  tumours.  The  opposite  is true  in
Zambia.  Over  65%  of  ovarian  tumours were benign.

The   most   common  ovarian  neoplasm   in  our
series   was   the   benign   cystic   teratoma   which   acc-
ounted   for   37.5%   of   all   neoplasms.   This   finding
compares  favourably  with  that of Marcial-Rojas and
Medina   (1960)   but  contrasts  with  the  observations
of  James  et  al.,  from   Uganda,  where  serous  cysta-
denoma   (26.8%)   was  the  commonest  tumour.  The
latter  tumour  accounted  for  less  than  7%  of all  our
neoplasms.   There   does   not  appear   to   be   any  ex-

planation for this marked  difference.
When  we compared  the  malignant  tumours we

again   noted   a  difference   between  our  figures  and

those   of  Uganda.  Mucinous  and  serous  cystadeno-
carcinomas  totalled  just  over  38%  of  our  malignant
tumours  in  Uganda  (James  et al.,1973). Our results
are   also   different  from   that  of  Caucasian   figures
(Hertig  and  Gore,1961 ; Schueller,1966; and  Hazra,
19 70.

Our  figures  would   indicate  a  slight  prepond-
enance   of   pseudomucinous   cystadenoma   as   the
commonest  benign  epithelial  tumour, a similar find-
ing  to  that  of  Beck  and   Latour   (1960),   Kent  and
MCKay   (1960)   and    Hertig   and   Gore   (1961).  Our
figures  however  are  far  lower  than  those  quoted  by
these authors.
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