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Abstract: Objectives: This study compares the clinical and pathological characteristics as well as prognosis among 
patients who are diagnosed of epithelial ovarian carcinoma arising from endometriosis (EOOC) and are just concom-
itantly with endometriosis (ECOC). Methods: A retrospective review, simultaneously from January 1995 to December 
2014 at OB/GYN Hospital of Fudan University, involved patients diagnosed with epithelial ovarian cancer (EOC) and 
endometriosis, was performed. Firstly, the patients were divided into EOOC and ECOC according to whether there 
was a pathological continuity between EOC lesion and endometriosis or not. Then collect the clinical characteris-
tics and pathological features of individual cases. And use logistic regression analysis to define the risk factors for 
EOOC. Finally, use the Kaplain-Meier method to compare the differences in overall survival and disease-free survival 
among groups. Results: The retrospective review identified 149 patients as EOC with endometriosis, and the result 
showed that there were 110 cases (73.8%) diagnosed with EOOC and 39 with ECOC. Compared with ECOC group, 
more patients with EOOC were at FIGO stage I (P<0.01) and took with clear cell carcinoma (P<0.01). The number of 
patients with ECOC that were diagnosed with FIGO stage II (P<0.01) or III (P<0.05) and high-grade serous adenocar-
cinoma (P<0.01) was larger. Logistic regression analysis showed that FIGO stage and tumor cell type were related 
risk factors for EOOC diagnosis. No significant difference in 5-year overall survival or disease-free survival was found 
among groups. Conclusions: Patients with EOOC or ECOC had a similar prognosis indicated by survival rates and 
carried with different FIGO stages and tumor histological types. 
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Introduction

In 2015, approximately 22,000 women in the 
United States were diagnosed with ovarian can-
cer and 14,000 of this died from the devastat-
ing disease, making it the most fatal gyneco-
logic malignancy [1]. Endometriosis is a com-
mon gynecologic disease which is a benign 
condition but shares some characteristics of 
malignant disease such as tissue invasion, dis-
tant spread, unrestrained growth, angiogenesis 
and a decrease of apoptotic cells [2]. When 
operated for the malignancy, endometriosis 
was found concomitantly present with ovarian 
tumors in 4-29% of cases [3], which suggested 
that there was certain association between 
endometriosis and epithelial ovarian carcino-
ma (EOC). It was reported that ovarian tumors 
and adjacent endometriosis lesion shared com-

mon genetic alterations such as PTEN (phos-
phatase and tensin homolog deleted on chro-
mosome ten) or ARID1A (the AT-rich interactive 
domain 1A [SWI-like] gene) mututions, which 
firmly suggested that there was a sequential or 
etiological correlation between endometriosis 
and EOC [4, 5]. The presence of metaplastic, 
hyperplastic, or atypical changes of endometri-
osis lesion had been observed, and the pres-
ence of these suggested that carcinoma might 
arise from endometriosis through a multi-step 
fasion [6].

Actually, the malignant transformation of 
endometriosis was first suggested and defined 
by Sampson as early as 1925: (1) clear evidence 
of endometriosis close to the tumor; (2) 
presence of tissue similar to characteristic 
epithelial glands surroundied by endometrial 
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stroma; (3) exclusion of a metastatic tumor to 
the ovary [7]. Then Scott revised the criteria in 
1953 and stressed that following standard 
should be conformed when defining endo- 
metriosis-originated ovarian carcinoma (EOOC): 
presence of benign endometriosis histological 
contiguous for the malignant tissue [8]. 

Up to present time, controversy still remains, 
for there is a possibility that EOOC might repre-
sent a distinct entity from other ovarian carci-
nomas. As a result, whether EOOC has distinct 
clinical or prognostic characteristics from ovar-
ian carcinoma of other origins or not is a critical 
issue. However, we found that only one research 
had followed Sampson and Scott’s criteria 
stringently in the English literature [9], although 
these criteria has been developed for more 
than sixty years. In most studies, the authors 
simply compare ovarian carcinoma patients 
with or without endometriosis [10]. Although 
some similar conclusions have been achieved 
by these two kinds of researches, for example, 
the study group is younger than the control 
group, we should be cautious when interpret 
the conclusions for the selection criteria is dis-
tinct in nature. Theoretically, concomitant pres-
ent of EOC and endometriosis doesn’t neces-
sarily suggest a causal relation, instead they 
may only suggest identical risk factors shared 
by endometriosis and EOC. 

In this study we compared the characteristics 
and prognosis of patients who diagnosed with 
EOOC and EOC only concomitant with endo- 

metriosis (ECOC). We tried to find out whether 
these two groups of patients are heterogeneous 
or not.

Methods

The study was approved by ethics committee of 
the hospital. Inform consents were obtained 
from all patients included.

We searched cases from the patient database 
of OB/GYN Hospital of Fudan University betwe- 
en January 1995 and December 2014. There 
are 2300 patients diagnosed of EOC histologi-
cally in this period. Of these, endometriosis had 
been diagnosed in 149 patients (6.48%), and 
this fullfill any one of the following situations: (1) 
presence of ovarian carcinoma and endometri-
osis in the same ovary (2) presence of ovarian 
carcinoma in one ovary and endometriosis in 
the contralateral ovary (3) presence of ovarian 
carcinoma and extra-ovarian endometriosis. 
These patients were denominated as endome-
triosis-associated ovarian carcinoma (EAOC) 
patients. On the contrary, patients affected by 
EOC without endometriosis were defined as 
non-EAOC patients. EAOC patients were then 
divided into two subgroups according to the 
Scott’s criteria. EOOC was defined, as EAOC 
patients presenting exact proof about the con-
tinuity of carcinoma lesion from endometriosis 
in the pathological reports. And ECOC patients 
were the remaining patients whose continuity 
was not detected. Histopathology diagnosis fol-
lowed the International Classification of Dis- 

Figure 1. Representative pathological images. (A) was a case of ovarian clear cell carcinoma coexisting with endo-
metriosis without proof of continuity. (B) was a case of ovarian clear cell carcinoma originated from endometriosis. 
The single arrow pointed to endometriosis lesion and the double arrow pointed to the clear cell carcinoma lesion. 
The triple arrow in (B) pointed to the transitional region between endometriosis and clear cell carcinoma, which is 
characteristic of enlarged hyperchromatic nucleus. Magnification in both figures ×200. The horizontal vertical scale 
bar represent 500 mm.
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ease for Oncology, 3rd edition (ICD-O-3) of World 
Health Organization (WHO). All the histological 
slides were reviewed by two related patholo-
gists. The typical pathological characteristics of 
the two groups were shown in Figure 1. In 
Figure 1B, between the endometriosis and EOC 
lesion, the transitional region characteristic of 
enlarged hyperchromatic nucleus was present-
ed. In Figure 1A, no continuity from endometri-
osis to EOC lesion was detected.

All patients underwent surgery, then received 
chemotherapy and finally were followed up 
according to our institutions. Patients’ data 
was collected from the medical charts includ-
ing age at diagnosis, ultrasonogram findings, 
surgery details, adjuvant chemotherapy, and 
the outcomes such as recurrence, death or sur-
vival. Optimal cytoreductive surgery was defin- 
ed that the residual lesion of surgery was less 
than (or including) 1 cm. Patients were consid-
ered platinum-sensitive if the interval time, the 
period from the completion of the last plati-
num-based chemotherapy to recurrence, was 
more than 6 months. 

The primary endpoint was the prognosis of 
patients in the two groups. We also compared 

the clinical and pathological characteristics 
between the two groups. Statistical analysis 
was accomplished by SPSS software (version 
16.0, Chicago, IL, USA). When the continous 
samples fits normal distribution (when P>0.05 
in Kolmogorov-Smirnov test), they were descri- 
bed as mean ± SD, and student’s test would be 
used to compare the variables in clinical and 
pathological characteristics; and if not, they 
were described as median, and at that time, 
Mann-Whitney analysis would be used. The 
Pearson Chi-square test was used to analyze 
the differences of categorical variables be- 
tween the two groups. Logistic regression anal-
ysis was used to calculate the risk factors that 
diagnosed EOOC in all the EAOC patients. 
Overall survival (OS) period was calculated from 
the date which contained from primary surgery 
to death or the last visit. Disease-free survival 
(DFS) was calculated from the date which con-
tained from primary surgery to recurrence or 
last disease-free visit. Comparison between 
survival rates of both were completed with log-
rank test in the Kaplan-Meier analysis. Finally, 
Cox regression model was used to account for 
the effect on potential confounding factors. A 
p-value smaller than 0.05 (two-sided) was con-
sidered statistically significant. 

Figure 2. The relationship between 
the classifications of ovarian carci-
noma involved in the manuscript.
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Results

During the study period, a total of 149 patients 
were diagnosed with EAOC. Among all, 110 
(73.8%) patients were identified taking with 
EOOC, while the other 39 (26.2%) patients hav-
ing no evidence on continuity from endometrio-
sis were identified taking with ECOC (Figure 2). 

Comparison of clinical and pathological fea-
tures

The clinical and pathological parameters of the 
two groups were shown in Table 1. The average 
age of the overall patients was 49.5±7.5 years 
old (range, 21-78). Patients with ECOC had high-

er concentrations of the serum CA-125 
(P=0.030).

More patients in the EOOC group were at FIGO 
stage I (85.5% vs. 43.6%) (P=0.000). On the 
contrary, more patients were at FIGO stage II 
(4.5% vs. 20.5%) (P=0.007) or III (9.1% vs. 
33.1%) (P=0.010) in the ECOC group. And more 
patients were bilaterally involved (3.6% vs. 
17.9%) (P=0.010) or they presented lymph 
node positivity (5.0% vs. 20.0%) (P=0.025) in 
the ECOC group. 

The histological types also varied between two 
groups. The amount of clear cell carcinoma in 
the EOOC group was much more (70.9% 

Table 1. Clinico-pathological features of patients in this study
Characteristics The EOOC group (n=110) The ECOC group (n=39) P value
Age (y), mean ± SD 49.3±7.1 49.0±8.8 0.814
Gravid <2, % (range) 57.6 (n=99) 66.7 (n=27) 0.165
Parity <1, % (range) 23.2 (n=99) 22.2 (n=27) 0.881
Tumor size (cm), mean ± SD (range) 10.2±4.1 (n=98) 9.8±3.4 (n=30) 0.627
Serum CA-125 (U/ml), median (range) 38.4 (n=81) 95.7 (n=30) 0.030
CA-125 in normal range (<35 U/ml), % (range) 48.1 (n=81) 26.7 (n=30) 0.042
Pelvic lymph nodes positivity, % (range) 5.0 (n=101) 20.0 (n=30) 0.025
Cytoreductive surgery (%) 103 (93.6) 33 (84.6) 0.166
Laterality
    Left (%) 53 (48.2) 19 (48.7) 0.954
    Right (%) 53 (48.2) 13 (33.3) 0.109
    Both (%) 4 (3.6) 7 (17.9) 0.010
Histological types 
    Clear cell carcinoma (%) 78 (70.9) 17 (43.6) 0.002
    Endometroid carcinoma (%) 25 (22.7) 6 (15.4) 0.332
    Endometroid and clear cell carcinoma (%) 1 (0.9) 0 1.000
    Low-grade serous adenocarcinoma (%) 2 (1.8) 0 1.000
    High-grade serous adenocarcinoma (%) 0 13 (33.3) 0.000
    Mucinous adenocarcinoma (%) 1 (0.9) 3 (7.7) 0.094
    Adenosquamous carcinoma (%) 3 (2.7) 0 0.567
    With endometrial cancer (%) 5 (4.5) 0 0.327
FIGO Stage 
    I (%) 94 (85.5) 17 (43.6) 0.000
    II (%) 5 (4.5) 8 (20.5) 0.007
    III (%) 10 (9.1) 13 (33.3) 0.010
    IV (%) 1 (0.9) 1 (2.6) 0.456
Median cycles of chemotherapy 6 6 0.624
Chemosensitive 95 (86.4) 33 (84.6) 0.787
Status
    Relapse (%) 3 (2.7) 4 (10.3) 0.142
    Dead (%) 8 (7.3) 6 (15.4) 0.241
The EOOC group: patients diagnosed with carcinoma arising from endometriosis. The ECOC group: patients diagnosed with 
carcinoma coexisting with endometriosis.
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vs.43.6%) (P=0.002) than that in the ECOC 
group, while the number of patients with high-
grade serous adenocarcinoma in the ECOC 
group was much more (0 vs. 33.3%) (P=0.000) 
than that in the EOOC group. However, the two 
groups had no significant difference in age, 
tumor size, gravidity, parity, chemotherapy regi-
men, cycles and chemosensitivity, as well as 
the proportion of patients receiving cytoreduc-
tive surgery. Although 5 patients were identi-
fied with endometrial cancer in the EOOC group 
and in the ECOC group there was no such one, 
no significant difference had been detected 
finally (P=0.327). 

We used stepwise logistic regression to iden- 
tify the risk factors of EOOC in all the EAOC 
patients. Variables such as age, tumor size, the 
level of serum CA-125, the unilaterality of the 
tumor, FIGO stage, as well as endometrioid/
clear cell histological type were all included 
into the equation. However, after iterations, 
only FIGO stage (exp(B)=0.49, 95% CI= 0.29-
0.83, P=0.008) and endometrioid/ clear cell 
histological type (exp(B)=24.89, 95% CI=5.13-
120.78, P=0.000) were found having the risk 
factors for identifying EOOC.

Comparison of survival outcome

After a median follow-up of 47 months (range, 
2-224 months), 10 patients (6.7%) were out of 
abservation during the follow-up. Fourteen 

cases of disease-specific deaths were obse- 
rved. Estimated from Kaplan-Meier survival 
curves, respectively, the overall survival in 5 
years (OS) was 91.2% for the EOOC group and 
79.1% for the ECOC group, and no significance 
had been observed (P=0.111). Respectively 
the 5-year disease-free survival (DFS) was 
87.6% for the EOOC group and 70.4% for the 
ECOC group; there is significant difference 
between them (P=0.013). Figure 3 demon-
strates survival curves of the two groups. 

Because some features such as the FIGO 
stage, the CA-125 level, and the histological 
types are different between the two groups, we 
used Cox regression model to balance the influ-
ence of these factors. After that, we found that 
stage was useful prognostic factor for OS 
(exp(B)=4.68, 95% CI=2.40-9.13) (P=0.000) 
and for DFS (exp(B) =2.72, 95% CI=1.65-4.48) 
(P=0.000). There was no significant difference 
of disease-free survival between the two groups 
after ruling out the confounding factors 
(P=0.628).

Discussion

It was reported that compared with non-EAOC 
patients, EAOC patients have favorable charac-
teristics such as younger age, earlier stage, and 
lower grade disease [2, 18]. But compared with 
non-EAOC patients, when strictly confine 
research object to EOOC patients, younger age 

Figure 3. Survival curves for the Overall survival (OS) and Disease-free survival (DFS). A. OS curve of the two groups. 
B. DFS curve of the two groups. Group 1: patients diagnosed with ovarian carcinoma arising from endometriosis. 
Group 2: Patients were affected by ovarian carcinoma concomitant with endometriosis. There is significant differ-
ence between the DFS curves (P<0.05).
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and more frequent unilateral ovarian involve-
ment were also found during the research [9]. 
The authors explained these due to the typical 
symptoms of endometriosis, which may facili-
tate earlier diagnosis of EOC. On the contrary, 
ovarian malignancies irrelevant to endometrio-
sis are mostly asymptomatic until advanced 
stages. In our cohort, we found there was no 
difference of age between the EOOC and the 
ECOC group. However, noteworthy difference of 
FIGO stage could be found. More patients in 
EOOC group were in FIGO stage I; while more 
patients in ECOC group were in FIGO stage II or 
III, they were bilaterally involved or they pre-
sented lymph node positivity. The histological 
types also varied, as more clear cell carcinoma 
in EOOC group and no high-grade carcinoma 
was identified. These results revealed that the 
ECOC patients were heterogeneous to ECOC 
patients in clinical characteristics. 

Some research resumed that EAOC patients 
demonstrated a better prognosis than non-
EAOC counterparts did [3]. However, after 
adjusting stage and age, no difference in sur-
vival between both was detected [2, 19, 20]. 
Comparison between EOOC patients and non-
EAOC patients also indicated that there was no 
difference in survival between both [9]. In our 
study, after ruling out the confounding factors, 
no difference in survival was detected between 
EOOC and ECOC patients either. Together, 
these results suggests that endometriosis may 
not affect the progression after the onset of 
ovarian cancer [2]. 

Theoretically, if Scott’s criteria was not followed 
strictly, the real frequency of malignant trans-
formation might be overlooked because there 
might be patients having carcinoma coexisted 
with endometriosis independently. However, it 
was reported that Scott’s criteria has rarely 
been fulfilled in practice [6]. The possible expla-
nation is: (1) the tumor might have masked the 
deriving tissue of origin, which eliminates any 
histological evidence of endometriosis, (2) the 
demonstration of the histological contiguity 
between endometriosis and malignant tumors 
requires the extensive sectioning of the ovaries 
[3]. Even though it’s precise, the rigorous crite-
ria added by Scott may lead to the result that 
we underestimate the real frequency of malig-
nant transformation of endometriosis. In report- 
ed studies, the frequency of identifying continu-
ity of carcinoma lesion from endometriosis is 

much lower. In a series of 41 patients identified 
of clear cell carcinoma with endometriosis, only 
in 15 cases (36.6%), after in contiguity with 
endometriosis, the malignant lesions were 
found [11]. 

However, in our series, 73.8% of the EAOC 
patients were identified arising from endo- 
metriosis, which is much higher than the rates 
reported. It was noticed that if the pathologists 
took with a specific gynecological experience, 
the rates to detect malignancies arising from 
endometriosis is much higher, and vice versa 
[12]. This may be an important reason to 
explain the high frequency of identifying conti-
nuity, for our hospital is highly specialized in 
Gynecology field. It is also reported that at the 
stage of advanced malignancies, the frequency 
of detecting endometriosis is much lower, for 
the tumor might have masked the deriving tis-
sue of origin [3]. Most patients (111/149, 
74.5%) of our series are of FIGO stage I, which 
may explain the high frequency in another as- 
pect. Logistic regression analysis also showed 
that early stage is a risk factor to identify EOOC 
patients.

Epidemiologically, endometriosis has been 
proved to increase the risk of EOC and the risk 
varying between different histological types. A 
pooled analysis of 13 case-control studies pub-
lished in Lancet showed that self-reported 
endometriosis was associated with the signifi-
cantly increased risk of ovarian clear-cell carci-
noma (OR 3.05, 95% CI 2.43-3.84), endometri-
oid carcinoma (OR 2.04, 95% CI 1.67-2.48), 
and low-grade serous carcinoma (OR 2.11, 95% 
CI 1.39-3.20). No association was noted on 
mucinous carcinoma and high-grade serous 
ovarian carcinoma [13]. Pathologically, the syn-
chronous presence of endometriod or clear cell 
carcinoma when endometriosis had been con-
sistently reported to predominate over other 
subtypes [14]. A review of 15 published reports 
and concluded that 39.2% of ovarian clear cell 
carcinoma and 21.2% of ovarian endometrioid 
malignancies were with coexisting endometrio-
sis, which were much higher compared with 
3.0% of the mucinous type [15]. In our series, 
clear cell carcinoma and endometrioid carcino-
ma played a predominated role, while a low 
incidence of low-grade serous carcinoma is 
found in second position, which is in accor-
dance with reported results [2]. Logistic regres-
sion analysis also showed that the endometri-
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oid/clear cell histotype was a risk factor on 
identifying EOOC. Mucinous carcinoma and 
adenosquamous carcinoma that originate from 
endometriosis has also been sporadically 
found in the patients of our cohort. There were 
also such cases reported before [16, 17]. 

A dualistic model for carcinogenesis of EOC has 
been suggested. EOC can be divided into two 
types according to their origination, distinct 
molecular, clinical, and pathological characteri- 
stics. Type I is clinically indolent and usually 
show KRAS or BRAF mutations. However, type II 
is highly aggressive and usually presents TP53 
mutation [16]. Besides, type I includes low-
grade serous carcinoma, endometrioid car- 
cinoma, clear-cell carcinoma, and mucinous 
carcinoma. It was suggested that they originate 
from ovarian benign cysts step by step through 
borderline tumor. High-grade serous carcinoma, 
carcinosarcoma, and undifferentiated carcino- 
ma belong to Type II. Origination of type II is 
unclear and there is no proof of association 
with ovarian benign cyst such as endometriosis. 
In our study, we did not find type II carcinoma in 
EOOC patients either.

In closing, we acknowledge that our study has 
several limitations. It is retrospective in nature, 
which is of limited sample size, and differed in 
the follow-up period. However, as we know, it is 
the first study trying to distinguish EOOC and 
ECOC patients. We concluded that patients 
having ovarian carcinoma arising from endome-
triosis were heterogeneous to those who were 
concomitant with endometriosis in clinical 
characteristics such as FIGO stage and histo-
logical types. Nevertheless, there is no differ-
ence in prognosis between the two groups. 
Thus, we suggest that while carrying out 
research on EOOC patients, Scott’s criteria 
should be followed. For more researches in the 
future, especially prospective trials should be 
used to confirm these results.

Acknowledgements

This research study was supported by grants 
from Shanghai Science and Technology 
Commission (Y.L.) (grant 15140903000) and 
Shanghai Municipal Commission of Health and 
Family Planning (Y.L.) (grant 201540224).

Disclosure of conflict of interest

None.

Address correspondence to: Dr. Xishi Liu, Depart- 
ment of Gynecology, Obstetrics and Gynecology 
Hospital of Fudan University, 419 Fangxie Road, 
Shanghai 200011, China. Fax: +86-21-5302-8000; 
E-mail: lxsdoc@hotmail.com

References

[1]	 Siegel RL, KD Miller, A Jemal. Cancer statistics, 
2015.

[2]	 Kim HS, Kim TH, Chung HH and Song YS. Risk 
and prognosis of ovarian cancer in women with 
endometriosis: a meta-analysis. Br J Cancer 
2014; 110: 1878-1890.

[3]	 Somigliana E, Vigano P, Parazzini F, Stoppelli S, 
Giambattista E and Vercellini P. Association be-
tween endometriosis and cancer: a compre-
hensive review and a critical analysis of clinical 
and epidemiological evidence. Gynecol Oncol 
2006; 101: 331-341.

[4]	 Sato N, Tsunoda H, Nishida M, Morishita Y, 
Takimoto Y, Kubo T and Noguchi M. Loss of 
heterozygosity on 10q23.3 and mutation of 
the tumor suppressor gene PTEN in benign en-
dometrial cyst of the ovary: possible sequence 
progression from benign endometrial cyst to 
endometrioid carcinoma and clear cell carci-
noma of the ovary. Cancer Res 2000; 60: 
7052-7056.

[5]	 Wiegand KC, Shah SP, Al-Agha OM, Zhao Y, Tse 
K, Zeng T, Senz J, McConechy MK, Anglesio 
MS, Kalloger SE, Yang W, Heravi-Moussavi A, 
Giuliany R, Chow C, Fee J, Zayed A, Prentice L, 
Melnyk N, Turashvili G, Delaney AD, Madore J, 
Yip S, McPherson AW, Ha G, Bell L, Fereday S, 
Tam A, Galletta L, Tonin PN, Provencher D, 
Miller D, Jones SJ, Moore RA, Morin GB, Oloumi 
A, Boyd N, Aparicio SA, Shih Ie M, Mes-Masson 
AM, Bowtell DD, Hirst M, Gilks B, Marra MA and 
Huntsman DG. ARID1A mutations in endome-
triosis-associated ovarian carcinomas. N Engl J 
Med 2010; 363: 1532-1543.

[6]	 Prefumo F, Todeschini F, Fulcheri E and 
Venturini PL. Epithelial abnormalities in cystic 
ovarian endometriosis. Gynecol Oncol 2002; 
84: 280-284.

[7]	 Sampson J. Endometrial carcinoma of the ova-
ry arising in endometrial tissue in that organ. 
American Journal of Obstetrics & Gynecology 
1925; 9: 111-114.

[8]	 Scott RB. Malignant changes in endometriosis. 
Obstet Gynecol 1953; 2: 283-289.

[9]	 Scarfone G, Bergamini A, Noli S, Villa A, Cipriani 
S, Taccagni G, Vigano P, Candiani M, Parazzini 
F and Mangili G. Characteristics of clear cell 
ovarian cancer arising from endometriosis: a 
two center cohort study. Gynecol Oncol 2014; 
133: 480-484.

[10]	 Ye S, Yang J, You Y, Cao D, Bai H, Lang J, Chen 
J and Shen K. Comparative study of ovarian 

mailto:lxsdoc@hotmail.com



Ovarian carcinomas associated with endometriosis

928	 Int J Clin Exp Med 2017;10(1):921-928

clear cell carcinoma with and without endome-
triosis in People’s Republic of China. Fertil 
Steril 2014; 102: 1656-1662.

[11]	 Orezzoli JP, Russell AH, Oliva E, Del Carmen 
MG, Eichhorn J and Fuller AF. Prognostic impli-
cation of endometriosis in clear cell carcinoma 
of the ovary. Gynecol Oncol 2008; 110: 336-
344.

[12]	 Stern RC, Dash R, Bentley RC, Snyder MJ, 
Haney AF and Robboy SJ. Malignancy in endo-
metriosis: frequency and comparison of ovari-
an and extraovarian types. Int J Gynecol Pathol 
2001; 20: 133-139.

[13]	 Pearce CL, Templeman C, Rossing MA, Lee A, 
Near AM, Webb PM, Nagle CM, Doherty JA, 
Cushing-Haugen KL, Wicklund KG, Chang-
Claude J, Hein R, Lurie G, Wilkens LR, Carney 
ME, Goodman MT, Moysich K, Kjaer SK, 
Hogdall E, Jensen A, Goode EL, Fridley BL, 
Larson MC, Schildkraut JM, Palmieri RT, 
Cramer DW, Terry KL, Vitonis AF, Titus LJ, 
Ziogas A, Brewster W, Anton-Culver H, Gentry-
Maharaj A, Ramus SJ, Anderson AR, Brueg- 
gmann D, Fasching PA, Gayther SA, Huntsman 
DG, Menon U, Ness RB, Pike MC, Risch H, Wu 
AH and Berchuck A. Association between en-
dometriosis and risk of histological subtypes of 
ovarian cancer: a pooled analysis of case-con-
trol studies. Lancet Oncol 2012; 13: 385-394.

[14]	 Vigano P, Somigliana E, Parazzini F and Verce- 
llini P. Bias versus causality: interpreting re-
cent evidence of association between endo-
metriosis and ovarian cancer. Fertil Steril 
2007; 88: 588-593.

[15]	 Iwase H and Yoshikawa H. [Prevalence of en-
dometriosis in ovarian cancer]. Nihon Rinsho 
2001; 59 Suppl 1: 208-212.

[16]	 Koshiyama M, Matsumura N and Konishi I. 
Recent concepts of ovarian carcinogenesis: 
type I and type II. Biomed Res Int 2014; 2014: 
934261.

[17]	 Terada T. Adenosquamous carcinoma of the 
ovary arising from endometriosis: two case re-
ports. Cases J 2009; 2: 6661.

[18]	 Wang S, Qiu L, Lang JH, Shen K, Yang JX, 
Huang HF, Pan LY and Wu M. Clinical analysis 
of ovarian epithelial carcinoma with coexisting 
pelvic endometriosis. Am J Obstet Gynecol 
2013; 208: 413, e411-415.

[19]	 Erzen M, Rakar S, Klancnik B and Syrjanen K. 
Endometriosis-associated ovarian carcinoma 
(EAOC): an entity distinct from other ovarian 
carcinomas as suggested by a nested case-
control study. Gynecol Oncol 2001; 83: 100-
108.

[20]	 Mangili G, Bergamini A, Taccagni G, Gentile C, 
Panina P, Vigano P and Candiani M. Unraveling 
the two entities of endometrioid ovarian can-
cer: a single center clinical experience. Gynecol 
Oncol 2012; 126: 403-407.


