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Abstract

Introduction: Ovarian cancer poses a major public health challenge because of its high mortality, largely due
to diagnosis at advanced stages. Objective: To estimate the incidence, mortality, and five-year survival rates for
ovarian cancer in Manizales between 2013 and 2020. Methodology: This observational, retrospective, longitudinal
study utilized data from the Manizales Population-Based Cancer Registry. Age-adjusted incidence and mortality
rates were calculated. Mortality data were obtained from death certificate microdata provided by the National
Administrative Department of Statistics (DANE). Patient follow-up combined passive and active methods for up to
five years post-diagnosis. Survival analysis employed Kaplan-Meier curves and the Cox proportional hazards model
to evaluate prognostic factors. Results: A total of 217 incident cases were identified. The age-adjusted incidence
rate was 8.14 per 100,000 women-years. There were |32 deaths, yielding an age-adjusted mortality rate of 4.50
per 100,000 women-years. Overall five-year survival was 39.01%, with a better prognosis observed in patients
younger than 50 years and those with stage | or Il disease. Discussion: Ovarian cancer incidence in Manizales
showed an upward trend, consistent with international projections. Epithelial tumors predominated, and most
cases were diagnosed at advanced stages, accounting for the high mortality and poor survival—findings that align
with current literature. The mortality rate remained stable and comparable to those reported for Colombia and
Latin America, where persistent barriers to early diagnosis and specialized treatment continue to pose challenges.
Five-year survival showed no improvement compared to earlier periods, underscoring deficiencies in clinical care
and the urgent need to strengthen early detection strategies. Conclusions: The incidence, mortality, and survival of
ovarian cancer in Manizales mirror those reported in other Latin American populations. Clinical stage at diagnosis
emerged as the principal predictor of survival.
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Resumen

Introduccion: el cancer de ovario constituye un desafio para la salud publica por su alta mortalidad, asociada principalmente
al diagndstico en etapas avanzadas. Objetivo: estimar la incidencia, mortalidad y supervivencia a cinco afos del cancer de
ovario en Manizales entre 2013 y 2020. Metodologia: estudio observacional, retrospectivo y longitudinal basado en el
Registro Poblacional de Cancer de Manizales. Las tasas de incidencia y mortalidad se ajustaron por edad. La mortalidad se
obtuvo a partir de microdatos de defunciones del Departamento Administrativo Nacional de Estadistica. El seguimiento
fue pasivo y activo hasta cinco anos posteriores al diagnéstico. La supervivencia se analizé mediante curvas de Kaplan-
Meier y modelo de riesgos proporcionales de Cox para evaluar factores pronésticos. Resultados: se identificaron 217 casos
incidentes. La tasa de incidencia ajustada fue 8,14 por 100.000 mujeres-afno. Se registraron |32 defunciones, con una tasa
de mortalidad ajustada de 4,50 por 100.000 mujeres-afio. La supervivencia global a cinco afios fue de 39,01%, con mejor
pronédstico en pacientes menores de 50 afos y en estadios | y Il. Discusién: el cancer de ovario en Manizales mostré un
incremento en la incidencia, acorde con proyecciones internacionales. Predominaron tumores epiteliales y el diagnéstico en
etapas avanzadas, lo que explica la alta mortalidad y baja supervivencia, hallazgos consistentes con la literatura. La tasa de
mortalidad fue estable y similar a la de Colombia y América Latina, donde las limitaciones en acceso a diagndstico temprano y
tratamientos especializados persisten como barreras. La supervivencia a cinco aflos no mejoré respecto al periodo previo, lo
que refleja retos en la atencién y la necesidad de fortalecer estrategias de deteccién. Conclusiones: la incidencia, mortalidad
y supervivencia del cancer de ovario en Manizales son similares a las de otras poblaciones latinoamericanas. El estadio clinico
al diagndstico fue el principal predictor de supervivencia.

Palabras clave: Neoplasias Ovaricas; Cancer Ovarico; Incidencia; Mortalidad; Supervivencia; Vigilancia Epidemioldgica.

Introduction

Ovarian, fallopian tube, and peritoneal cancers represent a major public health challenge due to their high
mortality and late diagnosis in most cases. Unlike other gynecological malignancies, their incidence is low;
however, their prognosis is considerably poorer. Globally, the burden of disease varies according to the availability
and accessibility of health services. The highest age-adjusted incidence rate was recorded in Latvia with 15.5
new cases per 100,000 population, while the lowest was observed in Meghalaya, India, with 2.2 new cases per
100,000 population. In Latin America and the Caribbean, incidence ranged from 3.l new cases per 100,000
women in Barretos, Brazil, to 10.9 per 100,000 in Trinidad and Tobago '. Regarding mortality, the global age-
adjusted rate was 4.0 per 100,000, with a minimum of 3.6 in the Latin America and Caribbean region, and a
maximum of 5.0 per 100,000 in Europe 2.

In countries with access to advanced diagnostic technologies and targeted therapies, survival tends to be better.
In the United States, survival is approximately 49%, although it can reach 93% when the cancer is diagnosed at a
localized stage °. Worldwide, five-year survival ranges from 30% to 50% in most countries. In Western Europe,
Canada, and the United States during 2000-2004, survival ranged between 36% and 49%, showing an increase
compared with earlier periods *. Survival is primarily determined by stage at diagnosis °, histological type ¢, and
timely access to treatment ’.

In Colombia, according to the National Cancer Institute, the age-adjusted incidence rate for the period 2017-
2021 was 7.2 cases per 100,000 women-years, with a mortality rate of 4.3 per 100,000 woman-years ®. In the
Latin American context, five-year survival during 2010-2014 varied from 28% in Chile to 56% in Costa Rica. In
Colombia, population-based cancer registries reported a survival rate of 33% *, while the Manizales Population-
Based Cancer Registry documented a survival rate of 41.3% for the period 2003-2013 ?, a figure above the
national average.

The limited availability of updated information on trends in key epidemiological indicators of ovarian cancer in
intermediate Colombian cities highlights the need for this study. The objective was to estimate the incidence,
mortality, and survival rates for ovarian cancer in Manizales during the period 2013-2020, based on data obtained
from the city’s Population-Based Cancer Registry.
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Methodology

This study employed an observational, retrospective, longitudinal, population-based design with a descriptive
approach. All cases of ovarian cancer (OC) recorded in the Manizales Population-Based Cancer Registry between
2013 and 2020 were included (ICD-O-3.| codes C48, C56, and C57 '°), in accordance with the quality standards
established by the International Association of Cancer Registries (IACR) ''. Mortality data were derived from
microdata from the Vital Statistics system published by the National Administrative Department of Statistics
(DANE) 2. Age-standardized incidence and mortality rates were calculated using the direct method, with the
Segi world standard population as reference. Population denominators used for rate calculations were obtained
from official population projections and retroprojections issued by DANE '*.

The Manizales Population-Based Cancer Registry (RPCa-M) is one of four Colombian population-based cancer
registries internationally recognized by the International Agency for Research on Cancer (IARC). Data from
the RPCa-M have been included in Cancer Incidence in Five Continents, Volume XI (2008-2012) and Volume
Xl (2013-2017) '. The registry adheres to the standardized methodology recommended by IARC for cancer
data collection, classification, and analysis. According to quality indicators published in Cancer Incidence in Five
Continents, Volume XII, the RPCa-M showed, for ovarian cancer, 75.0% microscopic verification (IARC standard:
>70%) and 0% of cases identified through death certificate only (DCO; IARC standard: <15%, preferably
<10%) '. These indicators position the registry within international quality standards established by IARC.
Throughout the full study period (2013-2020), the registry consistently met these quality criteria.

Survival analysis included both passive and active follow-up for up to five years after diagnosis or until 31
December 2024, whichever occurred first. Cases diagnosed in 2020 received follow-up for 48 months. Cases
identified through DCO were excluded from survival analysis. Passive follow-up consisted of record linkage
with databases from the General Social Security Health System and the National Civil Registry. For cases with
incomplete information, medical records were reviewed.

Death certificate only (DCO) cases accounted for 5.99% of all incident cases, a proportion within IARC quality
standards for population-based cancer registries (less than 15%, preferably less than 10%) '“. These cases were
included in incidence and mortality analyses but excluded from the survival analysis to prevent selection bias.

Kaplan—Meier survival curves were estimated, and Cox proportional hazards regression models were fitted to
assess prognostic factors. Statistical analysis was conducted with Stata 14®.

To enhance methodological rigor and transparency in reporting, this study followed the STROBE (Strengthening
the Reporting of Observational Studies in Epidemiology) checklist for observational research.

Results
Incidence and Mortality

A total of 217 incident cases were identified. The median age at diagnosis was 59.69 years (interquartile range
[IQR] = 22.83 years). Table | summarizes patient and tumor characteristics. Epithelial tumors predominated.
Approximately one-third of patients were diagnosed at advanced stages. The mean annual number of new cases
was 27, with a reduction in the number of registered cases in 2020. No association was observed between health
insurance status and stage at diagnosis (Kruskal-Wallis test = 0.22; p = 0.64), nor between socioeconomic level
and stage at diagnosis (Kendall’s Tau-b = 0.029; Asymptotic Standard Error [ASE] = 0.08).
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Table 1. Sociodemographic and Clinical Characteristics of Incident Ovarian Cancer Cases in Manizales, 2013-2020

Characteristics n(217) %
Age at diagnosis
<50 years 56 25.81
=50 years 161 74.19
Socioeconomic level
Low (strata |-2) 34 15.67
Middle (strata 3-4) 80 36.87
High (strata 5-6) 18 8.29
Unknown 85 39.17
Area of residence
Urban 132 60.83
Rural 7 3.23
Unknown 78 35.94
Health insurance regime
Contributory 161 74.19
Subsidized 51 23.50
Special/Exception 3 1.38
Unknown 2 0.92
Most valid basis of diagnosis
Death certificate only 13 5.99
Clinical diagnosis only 60 27.65
Clinical examination (imaging) 10 4.6l
Cytology 2 0.92
Histology 132 60.83
Primary tumor site
Ovary 202 93.09
Uterine adnexa (Fallopian tubes, ligaments, parametrium) 4 1.84
Peritoneum I 5.07
Histological type
Serous cystadenocarcinoma 76 35.02
Endometrioid cystadenocarcinoma 18 8.29
Mucinous cystadenocarcinoma 15 6.91
Other carcinomas 12 5.53
Sex cord tumors 6 2.76
Germ cell tumors 5 2.30
Clear cell carcinoma 4 1.84
Mesenchymoma 2 0.92
Seromucinous cystadenocarcinoma | 0.46
Histology not specified 78 35.94
Stage at diagnosis
Stage | 46 21.20
Stage Il 16 7.37
Stage Il 40 18.43
Stage IV 56 25.81
Unknown 59 27.19
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The age-standardized incidence rate was 8.14 per 100,000 women-years (95% CI: 6.50-9.72). Incidence
increased from age 40 onward, with a more pronounced rise after age 50 and a peak in the 80-84-year age
group (Figure |). The incidence rate for epithelial tumors was 3.70 per 100,000 women-years; rates for other
histological types remained below | case per 100,000 women-years.

A total of 132 deaths from ovarian cancer occurred in Manizales during the study period. Mortality remained
low among women younger than 40 years. Mortality concentrated among patients diagnosed after 50 years of
age and reached its highest level in the 80-84-year age group (Figure |). Among deceased patients, 73.21%
belonged to the contributory health insurance regime. In addition, 97.72% of women who died from ovarian
cancer resided in urban areas.
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Figure |. Incidence and mortality rates for ovarian cancer by five-year age groups in Manizales, 2013-2020.

Table 2 presents incidence, mortality, and survival rates according to the period of diagnosis. No statistically
significant differences emerged between the two four-year periods.

Table 2. Age-standardized incidence and mortality rates per 100,000 women-years and five-year overall survival by period
of diagnosis. Manizales, 2013-2020

Measures 2013-2016 2017-2020
Incidence (95% ClI) 7.90 (6.30-9.50) 8.30 (6.70-9.90)
Mortality (95% ClI) 4.40 (3.40-5.40) 4.50 (3.60-5.50)
Five-year overall survival % (95% ClI) 37.04 (28.02-46.05) 40.89 (31.55-49.99)

Survival

During follow-up of incident cases, 142 events occurred. Loss to follow-up at five years was 0.92% (n = 2). More
than half of deaths (n = 85) occurred within the first year after diagnosis; survival probability at this time point
was 60.83% (95% CI: 54.00%-66.96%). At 24 months, survival declined to 53.00%, with |7 additional deaths.
During the third and fourth years of follow-up, survival continued to decline and reached 46.08% and 42.86%
(95% ClI: 39.34%-52.55% and 36.21%-49.32%), respectively. At five years, overall survival was 39.01% (95%
Cl: 32.50%-45.46%), which indicates that approximately four out of ten patients remained alive at that time
point (Figure 2). Table 3 summarizes survival probabilities at |, 3, and 5 years.
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Table 3. One-, three-, and five-year ovarian cancer survival by patient and tumor characteristics. Manizales, 20|3-2020.

Variable Survival % (95% Cl) Log-rank
12 months 36 months 60 months test
All cases 60.83 (54.00-66.96) 46.08 (39.34-52.55)  39.01 (32.50-45.46) Hork
Age 2=
<50 years 75.00 (61.47-84.36) 67.86 (53.94-78.38)  58.77 (44.74-70.37) 13.75p =
>50 years 55.90 (47.89-63.17) 38.51 (31.01-45.94)  32.15(25.06-39.43)  0.0002
Health insurance regime X2 =
Contributory/Special 63.98 (56.40-70.85) 48.45 (40.54-55.90)  40.22 (32.61-47.70)  1.85;p =
Subsidized 49.02 (34.79-61.79) 37.25 (24.26-50.24)  33.12 (20.69-46.06) 0.173
Socioeconomic level X2 =
High 83.33 (56.77-94.30) 50.00 (25.93-70.05)  44.44 (21.58-65.12)  2.18;p =
Middle 76.25 (65.33-84.14) 66.25 (54.77-75.46)  55.00 (43.48-65.11) 0.336
Low 79.41 (61.61-89.61) 52.94 (35.11-67.95)  43.70 (26.77-59.45)
Unknown 34.12 (24.28-44.17) 23.53 (15.17-32.95)  21.11 (13.18-30.31)
Area of residence X2 =
Urban 78.03 (69.96-84.18) 59.85 (50.97-67.64)  49.75 (40.93-57.96)  1.30;p =
Rural 85.71 (33.41-97.86) 71.43 (25.82-91.98)  71.43 (25.82-91.98) 0.254
Unknown 29.49 (19.84-39.77) 20.51 (12.40-30.05)  17.95 (10.39-27.17)
Tumor histology X2 =
Epithelial 66.67 (56.62-74.90) 48.04 (38.08-57.31)  38.07 (28.68-47.39) 8.0 p =
Non-epithelial 88.24 (60.60-96.92) 76.47 (48.83-90.45)  69.52 (41.30-86.12) 0.018
Unspecified 50.00 (39.76-59.40) 38.78 (29.17-48.26)  34.64 (25.39-44.04)
Stage at diagnosis X2 =
Stage | 97.83 (85.55-99.69) 89.13 (75.84-95.33)  80.31 (65.57-89.24) 81.9%;p <
Stage Il 75.00 (46.34-89.80) 68.75 (40.46-85.63)  55.00 (27.93-75.5¢)  0-0001
Stage Ill 77.50 (61.22-87.60) 45.00 (29.34-59.46)  40.00 (24.99-54.58)
Stage IV 37.50 (25.04-49.92) 21.43(11.85-32.88)  10.71 (4.36-20.35)
Unknown 39.66 (27.15-51.88) 31.03 (19.71-43.04)  29.31 (18.27-41.23)

* Unknown category excluded. x%: Pearson chi-square statistic for the Log-rank test.
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Figure 2. Kaplan—Meier survival curve for patients diagnosed with ovarian cancer in Manizales, 2013-2020
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Statistically significant differences in survival were observed according to age group, histological type, and stage at
diagnosis. Survival among women diagnosed before 50 years was nearly twice that observed among women aged
50 years or older. A similar pattern was observed for histological type, with higher survival among patients with
non-epithelial tumors compared with those with epithelial tumors. Stage at diagnosis demonstrated the strongest
association with survival; survival among women diagnosed at Stage | exceeded seven times the survival observed
among those diagnosed at Stage IV, with a clear gradient across stages.

The Cox proportional hazards model confirmed that clinical stage at diagnosis was the primary predictor of
survival, independent of histological type, age, socioeconomic level, and health insurance regime. In the
multivariable analysis, no statistically significant difference was observed between patients diagnosed at Stage |
and those diagnosed at Stage Il (Hazard ratio [HR] = 1.55; 95% CI: 0.49-4.91; p = 0.46). Patients diagnosed at
Stage Ill exhibited a 3.78-fold higher risk of death compared with those diagnosed at Stage | (HR = 3.78; 95%
Cl: 1.56-9.15; p = 0.003). For patients diagnosed at Stage IV, the risk of death was 9.24 times higher (HR =
9.24; 95% Cl: 3.99-21.39; p < 0.001). In the multivariable model, age and histological type did not demonstrate
statistically significant effects after inclusion of stage at diagnosis in the Cox model.

Discussion

Ovarian cancer incidence in Manizales remained stable during the study period. However, comparison with a
previous local study that reported an incidence of 4.8 new cases per 100,000 women-years for 2003-2013°
reveals an increase to 8.1 new cases per 100,000 women-years for 2013-2020. This increase aligns with
GLOBOCAN projections, which estimate that, in developing countries, the number of new cases and deaths
will rise by up to 96% and 100%, respectively, by 2040, compared with much smaller increases in developed
countries'®. The reduction observed in 2020 may be explained by the impact of the COVID-19 pandemic, which
produced declines of up to 56.2% in ovarian cancer diagnoses during the first 22 months of the pandemic '°.

Age distribution demonstrated a progressive increase in incidence up to the 80-84-year age group. This pattern
concurs with evidence that links ovarian cancer to postmenopausal status and hormonal changes'’. Epithelial tumors
accounted for most cases, consistent with international reports indicating that approximately three-quarters of ovarian
cancers belong to this group. Geographic variation in histological distribution has been documented, particularly for
type Il epithelial tumors, which account for 65% of ovarian cases in Latin America and the Caribbean compared
with 73% in Oceania, Europe, and North America . Germ cell, sex cord, and fibroepithelial tumors exhibited low
incidence rates (0.3 per 100,000 women-years each), whereas sarcomas were least frequent (0.1 per 100,000
women-years), consistent with the international literature '®. Differences in histological distribution may partly explain
geographic variation in ovarian cancer survival, as serous, mixed epithelial-stromal, and undifferentiated tumors
present a poorer prognosis than endometrioid, mucinous, clear cell, squamous, and transitional cell carcinomas °.

Most diagnoses occurred among women from middle socioeconomic strata, which reflects the distribution of
the female population in Manizales. In settings with limited access to healthcare, disparities in access to diagnosis
and treatment contribute to unequal clinical outcomes '"’. In resource-constrained regions, including parts of
Latin America, limited access to radiology, pathology, genetic testing, and systemic therapies restricts accurate
diagnosis and effective treatment %. Health insurance coverage and socioeconomic status influence stage at
diagnosis, with patients from lower socioeconomic strata more likely to be diagnosed at advanced stages 2'. No
association emerged between health insurance regime and stage at diagnosis, nor between socioeconomic level
and stage. This finding may relate to the absence of socioeconomic data for 39.2% of cases.

The age-standardized mortality rate remained stable across the two four-year periods and did not differ from the
rate previously reported by Colorado-Restrepo (4.75 per 100,000) °. This rate is slightly higher than that reported
for Latin America and the Caribbean (3.6 per 100,000) and approximates the national rate for Colombia (4.1 per
100,000) 2. Ovarian cancer is associated with high mortality because most cases are diagnosed at advanced stages
and because access to specialized screening and advanced oncologic treatment remains limited 2. Approximately
18,000 new cases and | 1,500 deaths occur annually in Latin America and the Caribbean, indicating a substantial
disease burden in the region 2.
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Stage at diagnosis strongly influences mortality. In this study, most cases received a diagnosis at advanced stages.
Previous investigations have demonstrated that approximately 70% of cases receive a diagnosis at late stages
because early disease often lacks specific symptoms 2*. Additional barriers, including insufficient surgical expertise
and limited resources, restrict access to primary cytoreductive surgery 2.

Survival probability declined progressively, particularly during the first year after diagnosis. Five-year survival
in Manizales falls within the 36%-50% range reported for most countries **. In Latin America, survival rates
are generally lower than those observed in high-income countries 4, reflecting differences in access to care,
treatment quality, and effectiveness of early detection strategies **.

A study conducted in Sergipe, Brazil, reported a five-year net survival of 37.4%, with a significant increase
from 30.9% (2000-2004) to 46.8% (2015-2017) ?’. In contrast, five-year survival in Manizales during 2013-
2020 (39.0%) did not improve compared with the previous period, 2003-2013 (41.3%), suggesting persistent
challenges within the Colombian health system°. Similar patterns appear in other countries. In the United States,
survival increased from 39.3% to 45.4% over three decades (1983-2012); however, disparities widened between
White and African American women and between women from higher and lower socioeconomic groups .

Better survival was observed among younger patients, consistent with previous studies identifying age as a
key prognostic factor. Elzakkers et al.”® reported significantly higher overall survival among young women with
epithelial ovarian cancer than among women older than 40 years (65.6% vs. 32.7%).

Stratification by histological group revealed significant differences, with poorer outcomes among epithelial
tumors compared with other subtypes. This finding is consistent with previous reports indicating that high-grade
serous tumors display aggressive biological behavior and reduced response to standard therapy °. Fortner et al. »
documented substantial survival variation according to histological type, with particularly unfavorable outcomes
among invasive epithelial tumors at advanced stages, especially high-grade serous carcinomas. Peres et al. *
likewise reported poorer prognosis for high-grade serous tumors due to aggressive behavior and suboptimal
response to conventional therapy.

An advanced stage at diagnosis was associated with increased mortality risk. The CONCORD-2 study documented
survival close to 80% for localized tumors compared with 30% for advanced disease °, consistent with the
differences observed in this study. Gaitskell et al. *' also identified stage at diagnosis as a strong predictor of survival
in ovarian cancer, with a significantly higher relative risk of death for advanced stages compared with Stage I.

This study presents some limitations. High proportions of missing data for histological classification (35.9%),
stage at diagnosis (27.29%), and socioeconomic level (39.2%) restricted the evaluation of associations between
socioeconomic position and advanced-stage diagnosis *2. Absence of systematic recording of socioeconomic
status in primary data sources may underestimate true inequities in healthcare access. Data gaps derive from
the quality of information available to the Manizales Population-Based Cancer Registry. Despite this limitation,
stage information was available for 72.8% of cases, which allowed identification of clinical stage as the principal
predictor of survival in multivariable analysis.

Survival estimates correspond to observed survival (Kaplan—Meier), which includes all-cause mortality and
may underestimate ovarian cancer—specific survival, particularly among older women with higher background
mortality *. Relative net survival (Pohar Perme method) is the preferred approach for population-based studies
and has been applied in international projects such as CONCORD “; however, this method requires complete
life tables, which were unavailable for Manizales during the study period. Nevertheless, Kaplan—Meier analysis
remains appropriate for cohort follow-up and prognostic factor assessment.

Because this investigation represents a population-based study conducted in an intermediate city in the Colombian
Andean region, the findings are more representative of urban populations with socioeconomic characteristics
and healthcare access comparable to those in Manizales. Extrapolation of these findings to rural areas, regions
with lower socioeconomic development, or settings with limited access to specialized oncologic services should
be made with caution.
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Study strengths include the population-based design and the low proportion of cases lost to follow-up (0.92%),
which enhances the robustness of the results and minimizes bias in survival estimation. In addition, the analysis
incorporated health insurance regime and socioeconomic level as explanatory variables from a health inequities
perspective, thereby extending previous research conducted in Colombia **.

To improve the quality and completeness of data, future cohorts would benefit from: (1) systematic recording
of socioeconomic stratum as a mandatory variable; (2) strengthened linkage with municipal cadastral and
socioeconomic stratification databases; (3) improved documentation of cancer stage in medical records and its
systematic capture by population-based cancer registries; and (4) strengthened coordination between pathology
services, oncology units, and the population-based cancer registry.

These findings reinforce the need to continue developing early diagnosis strategies, strengthen epidemiological
surveillance and quality of cancer registries, and contribute to the development of public health initiatives aimed
at reducing mortality and improving ovarian cancer prognosis in Manizales and in other regions with similar
characteristics.

Conclusions

Ovarian cancer incidence in Manizales remained stable between 2013 and 2020 and is comparable to that
reported in other Colombian and Latin American populations. However, comparison with the preceding period
(2003-2013) reveals an increase from 4.8 to 8.1 cases per 100,000 women-years, consistent with GLOBOCAN
projections. This rise warrants attention from health authorities regarding planning and allocation of oncologic
services required to address the growing number of patients. Mortality was higher among women diagnosed at
advanced stages. Five years after diagnosis, approximately four out of ten patients remained alive, and younger
women exhibited higher survival than those aged 50 years or older. Multivariable analysis identified clinical stage
at diagnosis as the principal predictor of survival, with substantially higher mortality risk for advanced-stage
disease, independent of histological type, age, health insurance regime, and socioeconomic level.

The increase in incidence, combined with stable mortality rates and absence of survival improvement compared
with the 2003-201 3 period, reflects structural challenges within the Colombian health system that require priority
attention. Strengthened early detection strategies, improved equitable access to specialized diagnostic services
(radiology, pathology, genetic testing), and guaranteed provision of high-quality oncologic treatment—including
optimal cytoreductive surgery and systemic therapies—are essential for all patients, regardless of insurance
regime or socioeconomic level.
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