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Abstract
Background: The ovary is a common site of metastasis. The frequency of metastasis
and the localization of the primary cancer vary geographically. This study aims to
present the clinicopathological features and oncological outcomes of patients with
ovarian metastasis of the primary origin (OMPO) who underwent surgery in our clinic.
Methods: In this retrospective study, the files of 806 patients who underwent surgery
with a preliminary diagnosis of pelvic mass or ovarian cancer between 2012 and 2016
were scanned. Four hundred eighty eight patients with a definite diagnosis of ovarian
cancer were included in the study. Results: Seventy-nine patients (16.2%) had OMPO,
the second most common cancer type after primary epithelial cancer of the ovary, and
65.8% (n = 52) of OMPOs had non-gynecological primary. Twenty-seven (34.2%)
patients had primary endometrial cancer, 18 (22.7%) had colorectal cancer, 16 (20.2%)
had gastric cancer and 6 (7.5%) had breast cancer. The most common reasons for
admission were abnormal bleeding in 27 patients (34%), abnormal imaging results in
19 patients (24%), pain in 14 patients (18%), and abdominal distension in 10 patients
(12%). The mean follow-up was 13.3 ± 13.4 months, and the mortality rate was 43%
(n = 34). Gynecological metastatic ovarian cancers were observed at an older age with
a higher mortality rate and shorter median survival than non-gynecological metastatic
ovarian cancers. Median survival of OMPOs with primary breast, colorectal, gastric and
endometrial cancer was 45 months, 46.4 months, 10.1 and 10.0 months, respectively.
Conclusions: Ovarian metastases of primary origin are frequently seen and have a very
poor prognosis.
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1. Introduction

Ovarian cancer is the gynecological malignancy with the high-
est mortality rate. The American Cancer Society estimates
that approximately 19,680 women will be diagnosed with
ovarian cancer in 2024, and approximately 12,740 women
will die from the disease [1]. Ninety percent of primary
ovarian cancers are epithelial, and the remaining 10% are
non-epithelial. In addition to primary cancers of the ovary,
ovarian metastasis of the primary origin (OMPO) is frequently
observed. The frequency of OMPO varies between 3–15% in
Western countries and 21–30% in Eastern countries [2]. Both
primary and OMPOs are usually diagnosed at an advanced
stage, so their prognosis is poor.
The ovaries frequently serve as a site for metastases from

gastrointestinal, breast, uterine, cervical neoplasms and hema-
tologic cancers [3]. In Asia, nearly 30% of ovarian metastases
originate from gastric carcinoma, whereas in Western nations,
this figure hovers around 4–5% [4]. Conversely, in Western

countries, breast cancer and colorectal cancer rank as the
predominant primary tumors that metastasize to the ovaries
[5]. Patients with ovarian metastases are typically younger
than those diagnosed with primary epithelial ovarian cancer,
with an average age of 45 years observed in individuals with
Krukenberg tumors [6]. The diagnosis of ovarian metastases
is challenging and may be inferred through comprehensive
clinical history. Morphological characteristics indicative of
ovarian metastases include bilateral involvement, tumor di-
mensions less than 10 cm, engagement of the ovarian surface
and superficial cortex, as well as histological features that
do not align with primary ovarian neoplasms [7]. Given
that ovarian metastases indicate an advanced stage of disease,
precise and definitive diagnosis is critically important. The
prognosis associated with these metastases is less favorable
than that of primary ovarian cancers, and both surgical and
adjuvant therapeutic approaches differ [7]. Consequently, this
study seeks to elucidate the clinicopathological characteristics
and oncological outcomes of patients with ovarian metastases

https://www.ejgo.net
http://doi.org/10.22514/ejgo.2025.094
https://www.ejgo.net/


47

treated at our institution.

2. Materials and methods

This retrospective study was conducted at the Department
of Obstetrics and Gynecology, Hacettepe University Faculty
of Medicine. The study received ethical approval from the
Hacettepe University Non-Interventional Clinical Research
Ethics Committee (Decision No: 2019/04-43). Data of 806
patients, who underwent surgery with a preliminary diagnosis
of pelvic mass or ovarian cancer between 2012 and 2016, were
retrospectively evaluated. A total of 488 patients diagnosed
with ovarian cancer were included in the study. The exclusion
criteria from the study were patients who had previously
received surgical or medical treatment with a gynecological
cancer diagnosis, patients who underwent fertility-preserving
surgery, and patients diagnosed with synchronous cancer.
All surgical procedures were performed by gynecologic

oncologists. All operations were performed with open laparo-
tomy. In cases where there was suspicion of malignant tumor,
the ovarian mass was sent for frozen examination by cystec-
tomy, oophorectomy or salpingo-oophorectomy. Similarly,
patients with a previously existing non-gynecological primary
cancer diagnosis who developed an ovarian mass during their
follow-up were subjected to frozen examination. This was in
order to distinguish the mass from primary and metastasis. In
those with metastasis reported as a result of frozen section,
full surgical staging was not applied. In these patients, only
limited surgeries such as total abdominal hysterectomy + bilat-
eral salpingo-oophorectomy (TAH + BSO) or only unilateral-
bilateral salpingo-oophorectomy were performed. Omentec-
tomy was added to the surgical procedure in those with as-
cites or suspected involvement, and appendectomy was added
in the presence of abnormal appearance. In cases where
frozen section examination could not distinguish primary from
metastasis, complete surgical staging including TAH + BSO +
omentectomy + appendectomy and bilateral pelvic-paraaortic
lymphadenectomy was performed. In patients diagnosed with
primary endometrial cancer, complete surgical staging includ-
ing TAH +BSO + omentectomy and bilateral pelvic-paraaortic
lymphadenectomy was performed. In patients diagnosed with
cervical cancer, standard surgery was performed as type 3
hysterectomy, bilateral salpingo-oophorectomy and bilateral
pelvic-paraaortic lymphadenectomy. The demographic, clini-
cal, pathological and oncological characteristics of the patients
included in the study were evaluated.
The statistical evaluation for this research study was con-

ducted utilizing the SPSS software, specifically the Statistical
Package for Social Sciences forWindows, Version 22.0, which
is produced by IBM Corp. and is located in Armonk, NY,
USA, thereby providing a comprehensive platform for data
analysis. To assess the normality of the data distribution,
the Kolmogorov-Smirnov test was employed, which serves
as a robust statistical method for evaluating whether a given
sample comes from a population with a specific distribution.
In order to facilitate the comparison of numerical variables
across different groups, either the T-test or the Mann-Whitney
U test was applied, depending on the distribution character-
istics of the data being analyzed. For the investigation of

categorical variables, the Chi-square test or, when appropriate,
the Fisher’s exact test was utilized to determine whether there
are significant associations between the categorical variables
under consideration. The survival outcomesweremeticulously
examined through the Kaplan-Meier survival analysis, and
the resulting survival curves were subjected to comparison
using the log-rank test to ascertain differences between groups.
Additionally, life tables were employed as a methodological
tool for the determination of median survival times, thereby
providing essential insights into the survival patterns observed
in the study population. In accordance with widely accepted
statistical standards, a p-value threshold of less than 0.05 was
established, which indicates the level of significance for all
statistical analyses conducted throughout the research. This
rigorous approach to statistical evaluation ensures that the
findings of the study are both reliable and valid, contributing
valuable knowledge to the field. The careful selection of
appropriate statistical tests further enhances the interpretability
of the results, allowing for meaningful conclusions to be drawn
about the research questions posed. By adhering to these
statistical principles, the study aims to advance the under-
standing of the phenomena under investigation and provide a
strong foundation for future research endeavors. Ultimately,
the meticulous application of these statistical methodologies
underscores the importance of rigor in data analysis within the
broader context of scientific inquiry.

3. Results

Clinicopathological data of the patients are given in Table 1.
Of the 488 ovarian cancers, 409 (83.8%) were primary ovarian
cancers and 79 (16.2%) were OMPOs. Three hundred and
seventy-four (76.6%) of the patients with primary ovarian
cancer had epithelial ovarian cancers. Fifteen (3.1%) were
germ cell tumors and 20 (4.1%) were sex-cord stromal tumors.
Of the OMPOs, 34.2% (n = 27) were of gynecological origin,
while 65.8% (n = 52) were non-gynecological. Seventy seven
percent (n = 40) of the non-gynecological metastatic cancers
had gastrointestinal cancers as primary and 11.5% (n = 6) had
breast cancer as primary. All of the gynecological OMPOs had
endometrial cancer as primary. The reason for admission to the
hospital was abnormal bleeding in 27 patients (34%), abnor-
mal imaging results in 19 patients (24%), pain in 14 patients
(18%) and abdominal distension in 10 patients (12%). Staging
surgery was performed in 50.6% of the patients, TAH + BSO
in 20.3% and TAH + BSO + omentectomy + appendectomy in
8.9%. Seventy-six (96.2%) patients received adjuvant therapy,
except for three patients who died early after surgery. The
mean follow-up period after surgery was 13.3 ± 13.4 months
(range, 1.0 to 53.0 months), and 34 of 79 patients (43.0%) died
of disease during the follow-up period.
The mean ages of 409 patients with primary ovarian cancer

and 79 patients with OMPOwere similar (55.5± 14.2 and 56.3
± 14.5, respectively, p = 0.68). Similarly, both primary and
OMPO were mostly observed after menopause. Interestingly,
73.6% of primary cancers and 74.7% of OMPO were detected
in postmenopausal patients (p = 0.84) (Table 2).
Clinical features of OMPOs according to their primary can-

cers are given in Table 3. Among these patients, those with
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TABLE 1. Clinicopathological characteristics of participants.
Ovarian cancer (n = 488) n (%)
Primary ovarian cancer 409 (83.8%)
Ovarian metastasis of the primary origin 79 (16.2%)
Primary ovarian cancer (n = 409)

Epithelial ovarian cancer 374 (91.5%)
Germ cell tumors 15 (3.7%)
Sex-cord stromal tumors 20 (4.8%)

Ovarian metastasis of the primary origin (n = 79)
Gynecologic 27 (34.2%)
Nongynecologic 52 (65.8%)

Nongynecologic ovarian cancer (n = 52)
Gastrointestinal system 40 (77.0%)
Breast 6 (11.5%)
Other 4 (7.7%)
Unknown 2 (3.8%)

Reason for admission
Abnormal bleeding 27 (34%)
Abnormal imaging result 19 (24%)
Pain 14 (18%)
Abdominal distension 10 (12%)
Other 9 (12%)

Gastrointestinal system cancers
Colorectal 18 (45.0%)
Stomach 16 (40.0%)
Pancreatobiliary 5 (12.5%)
Appendix 1 (2.5%)

Surgical procedures performed
Staging surgery 40 (50.6%)
TAH + BSO 16 (20.3%)
TAH + BSO + omentectomy + appendectomy 7 (8.9%)
TAH + BSO + omentectomy 4 (5.1%)
TAH + USO + unilateral salpingo-ooforektomi 2 (2.5%)
Unilateral salpingo-ooforektomi 2 (2.5%)
TAH + BSO + appendectomy 1 (1.2%)
Other 7 (8.9%)

Adjuvant therapy
Chemotherapy 50 (63.3%)
Chemotherapy + radiotherapy 26 (32.9%)

Survival
Alive 42 (57%)
Dead 34 (43%)

Median follow-up, mon 13.3 ± 13.4 (1.0–53.0)

TAH + BSO: Total abdominal hysterectomy + bilateral salpingo-oophorectomy.
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TABLE 2. Age and menopausal status of primary cancer and ovarian metastasis of the primary origin.
Primary ovarian cancer

(n = 409)
Ovarian metastasis of the primary origin

(n = 79) p

Age, yr 55.5 ± 14.2 56.3 ± 14.5 0.68
Menopausal status

Premenopause 108 (26.4%) 20 (25.3%)
0.84

Postmenopause 301 (73.6%) 59 (74.7%)

TABLE 3. Clinical characteristics of patients diagnosed with metastatic tumors of the ovary according to their primary
focus.

Gynecological
(n = 27)

Nongynecological
(n = 52) p

Age, yr 62.3 ± 11.1 52.8 ± 8.4 0.007
CA 125 (U/mL) 178.8 ± 18.6 329.5 ± 25.8 0.494
CA 19-9 (U/mL) 389.2 ± 35.6 629.0 ± 57.4 0.712
CA 15-3 (U/mL) 60.1 ± 8.9 42.8 ± 6.7 0.597
Median survival 10.0 ± 3.5 32.6 ± 7.4 0.050
Menopausal status

Premenopause 1 (3.7%) 18 (34.6%)
0.002

Postmenopause 26 (96.3%) 34 (65.4%)
Ovarian involvement

Right ovary 5 (18.5%) 9 (17.3%)
0.067Left ovary 9 (33.4%) 7 (13.4%)

Bilateral involvement 13 (48.1%) 36 (69.23%)
Mortality

No 11 (40.7%) 34 (65.4%)
0.036

Yes 16 (59.3%) 18 (34.6%)
CA: Cancer antigen.

gynecological primary cancers were significantly older than
those with non-gynecological primary cancers (mean ages 62.3
and 52.8 years, respectively, p = 0.007). In addition, the rate of
postmenopausal patients was significantly higher in those with
gynecological primary cancers, consistent with age (96.3% and
65.4%, respectively, p = 0.002). Mean serum tumor markers
were above the threshold level in all patients, and the mean
values of CA (cancer antigen) 125, CA 19-9 and CA 125-3
were 280.6 U/mL, 557.8 U/mL and 48.0 U/mL, respectively.
However, the mean levels of these markers were similar in
gynecological and non-gynecological primary cancers. In 30
patients (38.0%), only one ovary was affected by metastasis.
In the remaining 49 patients (62.0%), bilateral ovarian tumoral
infiltration was observed. In patients with one ovary, the
rates of right and left ovary involvement were similar (17.7%
and 20.3%, respectively). Although bilateral ovarian involve-
ment was less common in patients with gynecological primary
cancers compared to non-gynecological primary cancers, the
difference was not statistically significant (48.1% and 69.23%,
respectively, p = 0.067). The mortality rate in patients with
metastatic ovarian cancer with gynecological primary cancers
was 59.3%, and it was significantly higher than the mortality

rate of non-gynecological primary cancers, which was 34.6%
(p = 0.036).

The pathological characteristics associated with individuals
diagnosed with primary endometrial carcinoma, particularly
those exhibiting ovarian metastasis, are comprehensively de-
lineated in the detailed presentation found in Table 4. A
significant proportion, specifically sixty-three percent, of these
patients were identified as having non-endometrioid histolog-
ical types coupled with a classification of grade 3 malignancy,
indicating a more aggressive form of the disease. Additionally,
a noteworthy prevalence of deep myometrial invasion was
observed, affecting 77.8% of the patient cohort studied, which
suggests a concerning extent of tumor penetration into the my-
ometrial layer. Concurrently, lymphovascular space invasion,
a critical prognostic factor, was documented in 74.1% of the
cases, highlighting the potential for metastatic spread through
the lymphatic and vascular systems. In terms of cytological
analysis, more than half of the patients displayed positive
results, which is indicative of malignant cells in the peritoneal
cavity, and approximately half of the cohort was categorized
as having reached stage 4 of the disease, reflecting advanced
progression. The dimensions of the primary neoplasm located
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in the endometrial tissue averaged 7.0 centimeters; however,
there was considerable variability in size, with measurements
ranging from a minimum of 1.5 centimeters to a maximum
of 18.0 centimeters, underscoring the heterogeneity of tumor
presentations among the affected individuals. Collectively,
these findings paint a comprehensive picture of the clinical
landscape and the aggressive nature of primary endometrial
cancer with ovarian involvement, warranting further investi-
gation and targeted therapeutic strategies.

TABLE 4. Pathological features of patients with
endometrial cancer.

n (%)
Histological subtype

Endometrioid 10 (37.0%)
Non-endometrioid 17 (63.0%)

Grade
1–2 7 (25.9%)
3 17 (63.0%)
Unknown 3 (11.1%)

Myometrial invasion
None or superficial 6 (22.2%)
Deep 21 (77.8%)

Lymphovascular space invasion
No 2 (7.4%)
Yes 20 (74.1%)
Unknown 5 (18.5%)

Cytology
Negative 12 (44.4%)
Positive 15 (55.6%)

Stage
IIIA 7 (25.9%)
IIIC1 3 (11.1%)
IIIC2 4 (14.9%)
IVA 2 (7.4%)
IVB 11 (40.7%)

Mean ± Standard deviation
(Minimum–Maximum)

Tumor size (cm) 7.0 ± 4.1 (1.5–18)

Median survival was 19.7 months in the entire group, 10.0
months in those with primary gynecological cancer and 32.6
months in those with primary non-gynecological cancer (p =
0.05) (Fig. 1). Median survival was 39.2 months in those
with primary gastrointestinal system, while this period was
32.4 months in those with primary non-gynecological and non-
GIS (gastrointestinal system) (p = 0.14). The longest median
survival among gastrointestinal primaries was found in col-
orectal cancer with 46.4 months, followed by pancreatobiliary
system, appendix and stomach cancers (median survivals were
19.5 months, 16.5 months and 10.1 months, respectively).
The median survival time of those with primary breast cancer

was relatively long, 45.0 months. When all primary cancer
sites were evaluated separately, significant median survival
differences were only present between colorectal cancers and
gynecologic cancers, colorectal cancers and stomach cancers,
and colorectal cancers and appendix cancers (p = 0.002, p =
0.010 and p = 0.029, respectively). Krukenberg tumors were
present in 10 patients (12.7%), and their primary was stomach
in 8 patients, colorectal cancer in one patient, and the primary
was unknown in one patient. Although median survival was
shorter in the presence of Krukenberg tumors than in those
without Krukenberg, the difference was not statistically sig-
nificant (9.9 months and 20.5 months, respectively, p = 0.26).
Median survival was 18.1 months in those who underwent
complete surgical staging and 39.7 months in those who did
not (p = 0.62). The type of adjuvant therapy given following
surgery did not have a significant effect on survival. While the
median survival was 31.7 months for those who received only
chemotherapy, this period was calculated as 11.6 months for
those who received both chemotherapy and radiotherapy (p =
0.105).

4. Discussion

This retrospective study focused on the clinicopathological
features of ovarian metastasis of primary origin. Seventy-
nine patients (16.2%) had ovarian metastasis of primary ori-
gin, 27 (34.2%) of which were of gynecological origin and
52 (65.8%) of which were of non-gynecological origin. Of
the non-gynecological metastatic cancers, 77% (n = 40) had
gastrointestinal cancers as primary and 11.5% (n = 6) had
breast cancer as primary. Gynecological metastatic ovarian
cancers were observed at an older age and had a higher mor-
tality rate and shorter median survival than non-gynecological
metastatic ovarian cancers. The longest median survival in
non-gynecological metastatic ovarian cancers was in patients
with primary colorectal and breast cancer.
Ovaries are exposed to metastasis via hematological, lym-

phatic and peritoneal routes. The incidence rate of OMPO
and the localization of the primary cancer vary according to
geographical regions and this rate varies between 5% and
30% [8]. Lobo et al. [9] determined the OMPO rate as
26% in their study and documented that the most common
primary cancer sites were the gastrointestinal system, breast
and female reproductive organs. In a study conducted in China,
Zhang et al. [10] determined the two most common non-
gynecological causes of OMPO as colorectal cancer (38.4%)
and stomach (34.5%). Kim et al. [11] showed that the
primary sites of OMPO were mainly stomach (46.2%) and
colon (61/158, 38.6%). Yada-Hashimoto et al. [12] reported
that the primaries for OMPO were stomach (39.5%), breast
(23.7%) and colon (18.4%). In another study conducted in
Japan, Kajiyama et al. [5] found that when they excluded
OMPOs of uterine origin (4.1%), the primary site of OMPO
was colorectal in 62 patients (43%), stomach in 42 patients
(29%), appendix in 12 patients (8%), breast in 8 patients (N
= 89) and pancreas in 5 patients (4%). As can be seen, the
most common causes of OMPO in East Asian populations
are of gastrointestinal origin. In studies conducted in the
United States, it was shown that the breast is the primary site
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FIGURE 1. Survival curves of clinicopathological data.

[13]. In another study conducted in our country, it was shown
that breast (22.7%) and stomach (22.7%) share the first place
for OMPO [14]. In our study, we determined that OMPO
most frequently originates from non-gynecological cancers
(65.8%). The first three of these were colorectal (22.7%),
stomach (20.25%) and breast (7.5%) cancer. The primary
of all gynecological OMPOs was endometrial cancer and its
frequency among all OMPOswas 34.17%. Endometrial cancer
was the most common cancer among all primary cancer sites.
The possible reason for this may be that endometrial cancer
is the most common gynecological cancer, which is surgically
removed in our country and hospital. In our study, the most
common cause of OMPO was gastrointestinal cancers, and
colorectal and breast cancers were frequently observed among
these, which is consistent with previous study results.

OMPO, analogous to primary ovarian cancers, is predom-
inantly identified at advanced stages due to its asymptomatic
nature in the initial phases, resulting in a relatively unfavorable
prognosis [7]. The prevailing manifestations of OMPO are
typically nonspecific; common symptoms, often reported by
most patients post-diagnosis, include abdominal discomfort,
postmenopausal hemorrhage, weight loss and ascites [8]. Sal
et al. [15] established in their research that the median age
of individuals with nongynecological OMPO is 50 years, with
colorectal and gastric cancer being the predominant primary
cancer sites. They also noted that abdominal distension and
pain, associated with the most prevalent primary cancer local-
izations, represent the two most frequently observed clinical
features. Zhang et al. [10] indicated in their investigations that
the average age at which OMPO is diagnosed is 48 years, with
the leading symptoms being abdominal distension (39.0%), ab-

dominal pain (37.9%), ascites (27.7%) and abnormal bleeding
(18.1%). Likewise, it was documented that distension/pressure
sensations, palpable/abdominopelvic masses, and abdominal
discomfort were the most prevalent OMPO symptoms [11, 14].
In our research, the mean age of individuals with OMPO was
56.3 ± 14.5 years, which did not significantly differ from
those diagnosed with primary ovarian cancer. The principal
reasons for patient presentations included abnormal bleed-
ing, atypical imaging findings, abdominal pain and abdominal
distension. All patients with gynecological OMPO reported
abnormal bleeding as a complaint. The primary reasons for
hospitalization in cases of gastrointestinal OMPO included
abnormal imaging findings (35%), abdominal pain (27.5%)
and abdominal distension (20%). In the context of breast
cancer-associated OMPO, the referral reasons were abnormal
imaging findings (83.3%) and pain (16.7%). The symptoms
identified for OMPO in our study were congruent with those
documented in existing literature and were nonspecific in na-
ture. Consequently, OMPO should be considered in patients
exhibiting these symptoms.
In addition to these clinical presentations, laterality of ovar-

ian metastases is another important consideration in disease
progression and prognosis. There are notable clinical and
pathological differences between bilateral and unilateral ovar-
ian metastases. The literature suggests that metastatic ovar-
ian tumors are often bilateral due to their hematogenous and
lymphatic dissemination pathways [7, 10]. Bilateral ovarian
involvement is particularly common in gastrointestinal-origin
metastases, with Krukenberg tumors being a hallmark example
of this pattern [6].
Conversely, some primary cancers, particularly endometrial
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cancer, may more frequently present with unilateral ovarian
metastasis. In our study, we observed bilateral ovarian metas-
tases in 62% of cases, a rate consistent with previously pub-
lished data. While some studies have suggested that bilateral
ovarian involvement may be associated with poorer prognosis
[16], our findings did not demonstrate a statistically significant
impact of laterality on survival. Given these observations, we
believe that further large-scale studies are needed to clarify the
prognostic implications of unilateral versus bilateral ovarian
metastases.
OMPOs generally have a poor prognosis, and median sur-

vival rates have been shown to range from 9 to 30 months
[17–19]. Median survival in OMPOs also varies depending
on the primary cancer focus. A study of 158 patients found
that the median survival time for OMPOs of nongynecologic
origin was 15 months and the five-year survival rate was
7.2% [11]. Ramesan et al. [2] determined the median over-
all survival in patients with OMPO to be 21 months after
diagnosis and found that survival between different primary
cancers was not statistically different. Zhang et al. [10]
observed in their studies that the median survival times of
breast cancer, colorectal cancer and stomach cancer were 25
months, 21 months and 18 months, respectively. However, it
has been reported in many studies that the survival of patients
with OMPO exhibited significant differences according to the
primary cancer [20–22]. In our study, the median survival of
patients with OMPOwas 19.7 months. The median survival of
patients with primary gynecological cancer was significantly
lower than that of primary non-gynecological cancers (10.0 vs.
32.6 months). In contrast to our study, it has been reported that
in the presence of gynecological primary, the disease is usually
limited to the abdomen or even the pelvis. There is no distant
metastasis, and the prognosis is better [23, 24]. However,
in our study, the endometrial cancers, which constitute all
gynecological primaries, had high rates of non-endometrioid
histology, grade 3 disease, deep myometrial invasion and
lymphovascular space invasion, which are the characteristics
responsible for the aggressive course. The primary tumor
diameter was quite large. In our study, the mean age of OMPO
with gynecological primary was also significantly higher than
that of OMPOwith non-gynecological primary. Therefore, the
median survival of OMPOs with gynecological primary in our
study was lower. The median survival of non-gynecological
primary cancers of breast, colorectal, appendix and stomach
were 45 months, 46.4 months, 16.5 months and 10.1 months,
respectively. When all primary cancer sites were evaluated
separately, the median survival of breast and colorectal cancers
was observed to be significantly better than themedian survival
of endometrial, appendix and stomach cancers. The better
median survival of OMPOs, especially those with primary
breast and colorectal cancers, is consistent with previous stud-
ies [5, 14]. In our study, it was also determined that the type
of surgery and the type of adjuvant treatment given did not
significantly affect the survival time.
Our study has several limitations. Due to the retrospective

nature of the study, it is prone to selection bias and confounding
factors that may affect the validity of the findings. The modest
sample size and single-center design of the study constitute a
second disadvantage. One of the limitations of this study is the

age of the samples, as the data were collected retrospectively.
While this may introduce some constraints in reflecting the
most current clinical trends, the findings remain relevant due to
the robustness of the methodology and the clinical significance
of the results. Therefore, larger sample sizes and multicenter
randomized controlled trials should confirm the findings of this
study.

5. Conclusions

In our investigation, the occurrence of OMPO was identi-
fied in 79 individuals, ranking as the second most prevalent
type following epithelial ovarian cancer. Approximately two-
thirds of the OMPO cases presented with non-gynecological
origins. The predominant primary sites included endometrial,
colorectal, gastric and breast carcinomas. The most frequently
reported symptoms encompassed abnormal bleeding, atypi-
cal imaging findings, abdominal discomfort, and abdominal
swelling. OMPOs originating from gynecological sources
tended to be in older patients, exhibited a greater mortality rate,
and demonstrated a reduced median survival duration. The
highest median survival rates were recorded in patients with
colorectal and breast cancers, while the type of surgical staging
and adjuvant treatment did not significantly influence median
survival outcomes. It is our assertion that the findings of this
study will enhance the assessment of patients diagnosed with
OMPO.
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