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Abstract: The leading cause of morbidity and mortality rate in today’s world is cancer. It ranks second in the top 10 list of 
mortality worldwide. The reproductive system malignancy is one of the main causes of increased mortality that reiterates and 
threaten women’s health and life. breast, ovarian, and uterine cancer has a higher frequency of cases than other gynecological 
malignancy types. The current review focuses on the epidemiology, etiology and the risk factors associated with the breast, 
ovarian, and uterine cancer, highlighting the importance of age, gender, time, race, survival rate, mortality rate, and family 
background. Breast cancer ranks as the first most noxious cancer worldwide and is increasing rapidly in developing countries. 
Cases reported were most common in women and less in men. The fact is men and women ratio for breast cancer is 135:1 for 
white and 51:1 for black. Ovarian cancer ranks seventh as the most noxious gynecological malignancy worldwide. Endometrial 
cancer or uterine cancer ranks sixth as the most widely recognized kind of malignant growth in ladies worldwide. The age factor 
plays an important role in these cancers. Women aged 45 or above, have a higher chance of acquiring the disease. The public 
health workers and cancer specialists play an important role in spreading awareness and educating people about the disease and 
overcoming the disease. 
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1.  INTRODUCTION 
 

Cancer cells arise due to the abnormal division of cells, and 
the occurrence of breast cancer is due to the uncontrolled 
growth of cells in any part of the breast, especially in the 
lobules. There are no distinct signs or symptoms of breast 
cancer. The only sign is the presence of a lump within the 
breast. Since there are no distinct signs and symptoms, all 
women should undergo a screening test to inspect any 
abnormal growth of the tissue1. The most popular type of 
cancer observed among women worldwide was breast 
cancer, making it a major public health issue. Every year, 
there is about one lakh cases that surfaces, with almost forty 
thousand deaths, making this disease one of the most fatal 
diseases worldwide2. Conferring to the Surveillance, 
Epidemiology, and End Results Program of the National 
Cancer Institute, the total number of cancer cases in the 
United States is 14% related to breast cancer in women, and 
124.8 breast cancer cases per hundred thousand women 
reported every year3. During the years 2010-2012, the 
possibility of acquiring breast cancer was 12.3%. However, 
the number of cases increased with time and reached to 
249,260 breast cancer cases by 20164. The rate of breast 
cancer in developing countries is much lesser than in 
developed countries because of late marriages and living style 
practices in the developed countries5. Due to the 
unavailability of proper resources for patient screening and 
partially filled reports in underdeveloped countries, the exact 
number of individuals who have breast cancer remains 
hidden. Hence there is a slight misinterpretation of the 
statistical data6. Depending upon the stages of breast cancer, 
as well as the molecular subtypes and histology, the possible 
treatments involve chemotherapy, surgery, hormone, and 
radiation therapy. The rate of survival depends on the stages 
the patients are diagnosed. Early stages of diagnosis have a 
better chance to survive compared to late stages7. The fifth 
leading cause of death in U.S women is ovarian cancer, and it 
has a very exiguous survival rate3. The other name given to 
ovarian cancer is “Silent Killer” as there is delayed incipiency 
of symptoms, and the growth of the tumor is furtive and 
hence exhibits no signs during its growth8. It has been 
reported that ovarian cancer patients have a higher risk of 
anxiety, depression, social dynamic, worries, disturbed sleep, 

and loneliness9. However, the only treatment available for 
the survival of ovarian cancer patients is chemotherapy. Early 
detection of cancer leads to the maximum survival rate while 
detection during late stages results in very poor survival 
chances10. Uterine cancer, also known as endometrial cancer, 
originates from the uterus’ lining called the endometrium11. 
The endometrium is a tissue that adapts and keeps varying in 
its composition due to its interaction with various hormones 
and demands the necessity of certain molecular and cellular 
phenomena. Any disturbances in the endometrium regulation 
can lead to severe complications in women, including 
infertility, abnormalities in the placenta, miscarriages, and 
poor implantation12. In the year 2011, in the U.S, a total of 
forty-six thousand cases of uterine cancer were recorded 
and eight thousand deaths4. Several risk factors are related to 
uterine cancer, such as late menopause, early menarche, 
nulliparity, obesity, and estrogen level changes13. Estradiol, 
androstenedione, and estrone are endogenous hormones 
that has the maximum effect on increasing the risk for 
uterine cancer14. Unimpeded effect of estrogen or 
continuous exposure of estrogen throughout the life of a 
woman can lead to high chances of the proliferation of cells 
in the endometrium, and responsible for error during DNA 

replication as well as somatic mutations. Another factor that 
seems to increase uterine cancer risk is exposure to 
exogenous estrogen, which includes replacement therapy 
without progestins15. This review explains an overview of the 
risk factors that are associated with each of the cancer cases 
and the kind of treatment that is recommended based on the 
cancer type. This review explains the  etiology, 
pathophysiology, management and case report status of the 
breast, ovarian, and uterine cancers worldwide.  
 
2. BREAST CANCER 
 
Breast cancer is a type of cancer that consists of rapidly 
proliferating cells with identified biological subtypes. These 
subtypes are classified into three categories, namely human 
epidermal growth factor 2 (ERBB2) positive, ERBB2 
negative/hormone receptor-positive and triple-negative as 
well as based on the absence or presence of molecular 
markers for hormone receptors such as progesterone or 
estrogen and human epidermal growth factor 2 (ERBB2). The 
triple-negative breast cancer subtype imposes a larger threat 
as it can recur post-treatment. However, reports showed 
that 90% of cancers diagnosed are non – metastatic. Studies 
showed that 15-20% of the patients were diagnosed with 
ERBB2 positive subtype, 70% were diagnosed with ERBB2 
negative subtype, and 15% were diagnosed with the breast’s 
triple-negative subtype cancer16. The genes responsible for 
breast cancer in both women and men are the BRCA 1 and 
BRCA 2 genes. These genes control the biological activities 
during DNA replication and repair, thereby increasing the 
danger of breast cancer. BRCA 1 gene was shown to be 
responsible for 65% of the women population diagnosed with 
breast cancer, whereas, BRCA 2 gene was responsible for 
45% of the women population to be diagnosed with breast 
cancer17,18. Observations made from reports from different 
online databases shows the   number of newly diagnosed 
cases for invasive breast cancer was 268, 600, and ductal 
carcinoma in situ (DCIS) was 49,00019. 
 
2.1 RELAPSE OF BREAST CANCER   

 
The relapse of cancer is due to the left-over tumor cells that 
remain in the host after the initial therapy has been 
administered to the patient20. Studies on a global scale 
showed that women who get pregnant at the age of 30 or 
above possess an increased risk of breast cancer compared 
to women having kids at an early age of 20-2521. The danger 
of breast cancer increases with age, especially during the 
premenopausal and postmenopausal stages in life22. Other 
factors, such as vitamin D deficiency also increases the risk of 
breast cancer23. Large populations of women diagnosed with 
breast cancer were obese women24. The malignancy rate 
increases if there is a presence of pre-existing tumor cells in 
and around the breast region. If there is an ancestral 
background of breast cancer, women within that family have 
an increased risk of acquiring breast cancer as they are 
carriers of the genes BRCA 1 and BRCA 2 that give rise to 
breast cancer25. During the years 2003 and 2011, the 
frequency of breast cancer increased from 21 to 29 per 
100,000 women in China while Australia and the United 
States remained about 122 and 115 per 100,000 women, 
respectively (figure 1)26,27. The main cause of the increase in 
women’s mortality rate due to breast cancer is the 
recurrence of the tumor28. Three main factors influence the 
tumor recurrence during the tumor surgery: use of volatile 
anesthetics, surgical stress response, and opioids for 
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analgesia. These factors hamper the host–defense mechanism 
resulting in tumor recurrence. Epidemiological studies show 
that obesity is one of the factors that increase the risk of 
tumor recurrence29. An assessment was done on young (20-
45 years). Older women (>50 years) showed high chances of 
tumor recurrence because of inadequate treatment in their 
early stages, when they first began to show signs of tumor 

formation. Another factor that resulted in tumor recurrence 
was the low intensity of the treatment being administered to 
patients that had low tolerance due to other health 
conditions, thereby reducing their chance of survival when 
compared to young women without any additional health 
conditions 30.  

 
 

 

 
Fig1. The frequency rate of female breast malignant growth in China,  

Australia, and the United States from 2003 to 2011[x-axis: year;  
y-axis: age-standardized rate (per 100,000)]27. 

 
2.2 HISTOLOGY 

 
There are about 21 different histological subtypes of breast 
cancer, such as ductal carcinoma, lobular carcinoma, 
mucinous carcinoma, tubular carcinoma, encapsulated 
papillary carcinoma, etc31. Ductal carcinoma is the most 
common type of carcinoma diagnosed among most women. 

A total of 610,350 patients were examined and reported 
with various histological subtypes of invasive breast cancer 
between 2006-201632. A maximum number of patients were 
diagnosed with ductal carcinoma accounting for almost 82.6 
% of the total cohort, and lobular carcinoma, accounting for 
78.2%. Other types were also frequent but less as compared 
to that of ductal and lobular type of carcinoma (Table 1)33.  

 

Table 1. Distribution of histological subtypes of breast cancer in women.33 

 Total Mean Rs (Sd) Node Negative 

Overall 610,350 18 (10.8) 493,924 (80.9) 

Ductal carcinoma, NOS 504,362 18.4 (11.2) 401,761 (79.7) 

Lobular carcinoma, classic type 49,819 16.3 (6.9) 38,783 (77.9) 

Lobular carcinoma, other variants 5069 18.2 (9.4) 3980 (78.5) 

Invasive carcinoma 25,329 16.4 (8.5) 19,407 (76.6) 

Mucinous carcinoma 16,116 14.9 (8.9) 13,902 (86.3) 

Papillary carcinoma 4159 11 (13.5) 3422 (82.3) 

Tubular carcinoma 3599 14.5 (5.7) 3175 (88.2) 

Cribriform carcinoma 1897 12.6 (9.6) 1583 (83.5) 
 

                                      *RS= recurrence score. n=610,350; p<0.0001 
 
2.3 MORTALITY AND SURVIVAL 

 
Breast cancer is a malignant disease and the second 
dangerous type of cancer in the world. It has about one lakh 
new cases according to the GLOBOCAN statistics 2018. The 
diagnosis of the entire female population across the globe has 
been reported to be 43.3/100,000, while the mortality rate 
was around 13.0/100,00034. In developed countries, the 
mortality rates are much higher than that of developing 
countries because of changes in living style. Breast cancer 

was beginning to catch up with a new trend, where women 
below the age of forty were diagnosed with breast cancer35. 
Group for Cancer Epidemiology and Registration in Latin 
Language Countries (GRELL) has reported a growth in the 
breast cancer rate by 1.2% in the European countries. In 
2018 the mortality rate reached up-to 2,88336. Early diagnosis 
and better treatment increase patients’ survival and decrease 
the mortality rate for breast cancer in high and low-class 
countries37. In 2010, a total of 4,989 breast cancer patients 
including 4,885 females and 104 males between the age group 
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of 19- 78 years were reported from Thailand. Maximum 
cases were diagnosed with ductal carcinoma, accompanied 
with lobular carcinoma. The breast cancer’s specific rate of 

the ten-year crude mortality rate was 3.3 (per 100,000), and 
the survival rate was with a mean of 57.4 and with a median 
of 47.5. 38 (Table 2) 

 

Table.2. The survival rate of patients diagnosed with breast cancer38. 

Characteristics  Total cases (n= 
4,989) 

Cases with follow- up 
(n=1,335) 

Age 

Mean (SD) 
Range 
<50 years of 
age 
≥50 years of 
age 

50.4 (SD= 12.9) 
21-98 
2299 (46.1%) 
2689 (53.9%) 

50.6 (SD= 12.6) 
23-93 
658 (49.3%) 
677 (50.7%) 

Sex 
Male 
Female 

104 (2.1%) 
4885 (53.9%) 

26 (1.9%) 
1309 (98.1%) 

Morphology 

Ductal 
carcinoma 
Lobular 
carcinoma 
Others 
NOS 

3096 (62.1%)  
 585 (11.7%)  
 684 (13.7%)  
 624 (12.5%) 

1036 (77.6%)  
81 (6.1%)  
73 (5.5%)  
145 (10.9%) 

Grade 

I 
II 
III 
Unknown 

736 (14.6%)  
1348 (27.0%)  
248 (4.9%)  
2657 (53.3%) 

232 (17.4%)  
511 (38.3%)  
86 (6.4%)  
506 (37.9%) 

                 Patients age: n= 2 (<50 and >50 years); p=0.07; Sex: n= 1 (male/female); p=0.32; Morphology: n= 5 (tumor                              
morphology); p=0.02; Grade: n= 4 (tumor grade); p<0.0001 

 
2.4 RISK FACTORS 

 
AGE: The major component that has a massive impact on 
breast cancer is age39. As the age increases, the occurrence 
i.e., the incidence rate of breast cancer also increases and 
reaches a maximum at the menopause stage40. Although a 
large population of older women was diagnosed with breast 
cancer, they have a slightly higher chance of survival than 
younger women because younger women diagnosed with 
breast cancer have an enlarged size of the tumor, thereby 
resulting in death at a very early age41. 

 
ETHNICITY: An epidemiological study conducted by Carol 
E. DeSantis et al. 2019, showed that 56-60% of Hispanic, 
American Indian/Alaskan Native (AIAN), and non – Hispanic 
black (black) patients were diagnosed with local stage breast 
cancer when compared to 64-66% of Asian/ Pacific Islanders 
(API) and non – Hispanic white (white) patients. 8% of black 
patients were diagnosed with metastatic breast cancer when 
compared to 5-6% of patients diagnosed from different 
races/ethnicities. Black women were the only group of 
women with high-grade tumors that were 12-42% (>5.0 cm) 
rather than the low-grade or intermediate-grade tumors42.  

 
EARLY MENARCHE AND MENOPAUSE: women 
starting their menstrual cycle at a very young age had twice 
the risk of breast cancer. Women who ended their 
menstrual cycle at a significantly older age (< 50 years) 
showed an increase in the risk of breast cancer39. An 
experiment conducted in China, taking a large population of 
11,899 women, showed that early menarche increases the 
risk of breast cancer43. On the contrary, a study done in Italy 
showed no relationship between the duration of the 
menstrual cycle and breast cancer44. 
 
 

3. OVARIAN CANCER 
 
Malignancy is the most widely recognized reason for 
mortality globally and right now is the most well-known 
obstacle to accomplishing an alluring future in many nations45. 
The ovarian disease is a well-known gynecologic malignancy 
that ranks third after the cervical and uterine disease46. Albeit 
ovarian disease has a lower pervasiveness in correlation with 
breast malignant growth, but it is multiple times more 
deadly10. It is anticipated that by 2040 the death rate of this 
disease will rise exponentially47. The rate of ovarian disease is 
increasing globally alongside other malignant diseases. The 
epidemiological survey on various types of ovarian cancer in 
different areas can be related to the risk factors that show 
ovarian cancer48.  Because of contrasts in diagnosis and 
therapeutics, the mortality rate of malignant ovarian growth 
shows a unique design, and the most noteworthy death rates 
are found in the African population49.  
 

3.1 RELAPSE OF OVARIAN CANCER  
 

Epithelial ovarian cancer is a frequent kind of ovarian cancer. 
Since there are no prominent signs or symptoms, 70% of the 
cancer diagnosis is done at a late stage50. The most common 
subtype of epithelial ovarian cancer is serous ovarian cancer. 
Patients who have undergone surgery and platinum-based 
chemotherapy (a type of chemotherapy to treat ovarian 
cancer), may suffer from a relapse of the tumor cells within 
or after six months of their treatment. The serous tumor’s 
recurrence is not detectable at an early stage due to the lack 
of proper molecular biomarkers51. To prevent tumor 
recurrence, platinum-based, and taxane-based adjuvant 
chemotherapy can be administered after the surgery, thereby 
reducing the chance of tumor recurrence. Only 75% of the 
patients showed a positive response, while the rest 25% of 
the patients showed a relapse of the tumor52.  
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3.2 HISTOLOGY 

 
95% of ovarian malignancies are due to epithelial ovarian 
cancer (EOC), while 5% of ovarian cancers are due to the 
non-epithelial type of ovarian cells, including small cell 
carcinoma, ovarian sarcoma, germ cell, and the sex-cord 
stromal cancers53. 
EOC is classified into five subtypes: 
i. High-grade serous ovarian cancer (HGSOC): it is the 

most commonly occurring cancer subtype that accounts 
for 70% of the women population diagnosed with 
EOC54. Although the maximum number of HGSOC is 
sporadic, 15-20% of the women populations diagnosed 
with EOC carry a hereditary predisposition of the 
disease55.    

ii. Low-grade serous ovarian cancer (LGSOC): only 10% of 
the women population are diagnosed with LGSOC56. 

iii. Ovarian clear cell carcinoma (OCCC): 25% of the 
women in Japan have been diagnosed with OCCC, 
whereas in Europe and North America, only 5 were 
diagnosed57.  

iv. Endometrioid cancer: endometrioid cancer accounts for 
10% of EOC. Lynch syndrome, also known as hereditary 
non-polyposis colorectal cancer, is the leading cause of 
hereditary colorectal cancer. Women possessing Lynch 
syndrome show an increased risk of acquiring 
endometrioid and clear cell ovarian cancer58. 

v. Mucinous ovarian cancer is a very rare form of EOC 
subtype and accounts for 2.4% of ovarian cancer. Some 
of these cells may arise from tumors that are present 
on the border line59. 

 
3.3 MORTALITY AND SURVIVAL 

 
Ovarian cancer ranks in eighth place due to its high mortality 
rate in women across the world60. Among all EOC patient 
groups, despite the stages, African American women have a 
very little survival rate61. The rate at which ovarian cancer 
occurs over a period depends on the countries and 
ethnicities of individuals. In a study conducted in the year 
2012, North Europe and the United States were recorded to 
hold the highest incidence rate, while Japan was reported to 
have the lowest incidence rate for ovarian cancer62. 
Considering the ethnicity of the groups, the highest 
frequency of ovarian cancer was seen in Caucasian women 
(12 per 100,000), followed by Hispanic (10.3 per 100,000), 
African American (0.4 per 100,000), and Asian women (9.2 
per 100,000). However, the death rate in the African 
community appears to be the highest61. 
 
3.4 RISK FACTORS 

 
AGE: The epithelial ovarian cancer (EOC) is related to age 
and occurs mostly in the postmenopausal stage50. Women 
above the age of 65 are more prone to EOC, and due to old 
age, the chance of survival is meager due to other health 
complications. Hence, older women cannot get accurate 
treatment due to a decrease in their tolerance levels to the 
treatment, thereby resulting in death63.    
 
NUTRITION: A case-control study conducted reported an 
increase in the EOC with an increased intake of cholesterol. 
Alternatively, this risk can be controlled by consuming 
vegetables, B-complex tablets, and vitamin supplements64. 
The consumption of a plant-based diet65 can control cancers 
due to hormones. Ingestion of high concentration of fatty 
acids increases EOC’s risk whereas intake of high 

concentrations of calcium, vitamin D and lactose decreases 
the risk of EOC66,67. 
 
OBESITY: Studies showed obese women had the highest 
risk of acquiring EOC68. Accumulation of fat in the lower 
torso around the abdominal area increases women’s chance 
to develop EOC. 36% of women that neglected 
postmenopausal estrogen treatment showed an increased 
risk in EOC69.  
 
4. UTERINE CANCER 
 
Uterine malignancy is one of the highest-level of tumors in 
women reported from worldwide70. Endometrial malignancy 
emerges from the inward layer (endometrium) of the uterus 
that leads to 90% of uterine diseases, followed by uterine 
sarcoma that emerges from the external layer (myometrium) 
(8%)71. It is the most widely recognized gynecologic threat in 
women i.e. it is considered the second most basic 
gynecologic threat in developing nations after cervical 
malignancy. North America and Eastern Europe have the 
most noteworthy rate of corpus uteri disease, and a few 
areas in Africa show the most minimal rate72. According to 
the data received from the Universal Office for Exploration 
on Malignancy (GLOBOCAN 2018), corpus uteri malignancy 
positions are third and fourth in frequency and death rate73.  
  
4.1 RELAPSE OF UTERINE CANCER 

 
Uterine cancer is ranked in the fourth position worldwide, 
with a yearly estimation of 5,28,000 diagnosed cases and 
2,66,000 deaths74. Underdeveloped country’s reports show 
the highest mortality rate due to uterine cancer. Therefore, 
identifying cancer at an early stage leads to an increment of 
survival rate by 60-80%74. According to the International 
Federation of Gynecology and Obstetrics (FIGO), the relapse 
rate of uterine cancer ranged between 11-22% in stages IB 
and IIA, in stages IIB and IVA, it ranged between 28-64%75. 
Thehe tumor cells’ recurrence is the lateral pelvic region or 
the extra pelvic region, or the central pelvic region. A study 
was conducted on 327 women that showed the recurrence 
of the tumor. Out of the 327 women, 36.7% showed the 
recurrence of the tumor in the pelvic region76. A study 
conducted on a group of patients undergoing radiation 
therapy in the pelvic region in their first set and was found 
very difficult to continue with further treatments due to 
longer exposure of the pelvic region to radiation, hence 
resulting in the relapse of cancer cells. Additional treatment 
was not effective since the dosage was reduced due to the 
patient's low tolerance towards the treatment. Therefore, 
the survival rate was minimal in this group77.  
 
4.2 HISTOLOGY 

 
Uterine cancer is divided into 6 subtypes, such as 
adenocarcinoma, uterine carcinosarcoma, squamous cell 
carcinoma, small cell 
carcinoma, transitional carcinoma, and serous carcinoma78. 
The tumor grades of uterine cancer are evaluated into 3 
categories:79 

1. Grade I- consists of 95% or more of the cancer 
tissues that form glands.  
2. Grade II- consists of 50-94% of cancer tissues from 
glands. 
3. Grade III- consists of <50% of cancer tissues that 
form glands but are quite aggressive79.  
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An experiment conducted on 27,089 women with an average 
age of 64 showed that61.3% of the women’s population were 
diagnosed with grade I uterine cancer, whereas 39.7% were 
diagnosed with grade II uterine cancer. It was observed that 
69.4% of the women’s population were White women, out of 
which 64.4% were diagnosed with grade I type of uterine 
cancer. The grade II type of uterine cancer was exhibited at a 
higher proportion by 57.6% of Black women, followed by 
43.0% in Asian women, 37.7% in Hispanic women, and 35.5% 
in white women80. 
 
4.3 MORTALITY AND SURVIVAL 

 
According to the SEER program, uterine cancer is ranked as 
the fourth commonly occurring cancer among women, right 
after breast, lung, and colorectal cancers81.  A study 
conducted on women, who had undergone hysterectomy-
corrected uterine cancer, showed that these women had an 
increase in their rate of uterine cancer by 1% per year from 
2003-201582. Hispanic, Asian and Non-Hispanic Black women 
showed a rapid increase in the rate of hysterectomy-
corrected uterine cancer83. The non-endometrioid subtypes 
such as serous carcinoma, small cell carcinoma and other 
subtypes of carcinoma that account for almost 18.3% of all 
uterine cancer occur at a very high frequency Non-Hispanic 
Black women thereby reducing their survival rate for about 
less than 5-years84.  
 
4.4 RISK FACTORS  

 
Age- Uterine cancer is age-related. It was observed that 
older women (60-64 years) were more susceptible to uterine 
cancer than younger women (45-49 years)85.  
 
Surgery- Surgery is one of the most significant factors that 
increases the risk of uterine cancer. In a study conducted, 
two categories of women were compared. The first category 
consisted of women undergoing hysterectomy for fibroids 
and the other category consisted of women undergoing 
hysterectomy for genital prolapse. It was observed that 
women belonging to the first category showed a 29% risk of 
uterine cancer, whereas women in the second category 
showed a 0.1% increase in the risk of uterine cancer86.  
 
Ethnicity- In a study conducted, taking 229,536 women, 
approximately 57.2% of Non-Hispanic White women showed 
an increased risk of uterine cancer when compared to Non-
Hispanic Black women (17.1%) because Non-Hispanic Black 
women had a periodic assessment of uterine fibroids hence 
keeping them informed about their condition87.  
 
5. DIAGNOSIS AND TREATMENTS  
 
Diagnosis of cancer patients is done by first subjecting the 
patient to a thorough scan of their entire body or a specific 
part of the body that is reckoned to have a growth of the 
tumor cells. Patients having signs of breast cancer are 
subjected to mammogram tests, whereas those patients that 
show symptoms of ovarian or uterine cancer are subjected 
to ultrasound tests or magnetic resonance imaging (MRI). 
Further diagnosis includes a biopsy test that provides a 
detailed report on the malignancy of the tumor cell. Based on 
this report, the physician can recommend the appropriate 
treatment required for the patient88. There are different 
kinds of treatments that are available to treat breast, ovarian 
and uterine cancer. The most preferred type of breast cancer 
treatment is Breast Conservation Therapy (BCT). Surgery is 

also one of the most suggested treatments by physicians as it 
reduces the chance for the recurrence of the tumor cells89. 
The type of treatment recommended to patients diagnosed 
with ovarian cancer over a decade is mostly a combination of 
surgery followed by chemotherapy. Other treatments also 
include administering patients with an activated form of 
Vitamin D390. The most recommended treatment for uterine 
patients is extrafascial hysterectomy treatment. This 
treatment is administered only to older women who have no 
further plans on bearing children. Other treatments that can 
be employed to treat patients with uterine cancer are 
concurrent chemotherapy, radical trachelectomy and pelvic 
lymphadenectomy. Individualized radiotherapy can be 
recommended to patients to obtain a more promising 
result91. Monoclonal antibodies can also be used for the 
treatment of cancer. Antibodies possess a remarkable 
capability that can destroy the tumor cells as well as 
stimulate the immune system of the host to acquire a 
stronger and deep-rooted effector response. Monoclonal 
antibody treatments are preferred over other cancer 
treatments such as chemotherapy because these antibodies 
have a mixture of multiple mechanisms of action along with 
target specificity for the tumor cells, making them less toxic 
and possess a powerful anti-tumor response92. The most 
recommended antibody therapy is IgG. This is because IgG 
can consort with their associated types thereby giving rise to 
specialized functions such as complement-dependent 
cytotoxicity (CDC) and antibody-dependent cellular 
cytotoxicity (ADCC)93. Tumor cells that are overexpressed 
or cells that exhibit unique characteristics are killed by using 
targeted monoclonal antibodies by various processes. When 
monoclonal antibodies bind to the growth factor receptors 
of the target cell or stop the ligand binding, the formation for 
the development and the signal for the survival of the tumor 
cell is blocked94. For the past thirty years, multiple forms of 
monoclonal antibodies have been designed for the treatment 
of targeted therapy. Monoclonal antibodies have been proved 
to be less toxic and more efficient in targeting the tumor 
cells than other traditional techniques used in cancer 
treatment95   
 
6. CONCLUSION  
 
Breast cancer is widely recognized in women however rarely 
reported in men. A matter of fact is men and women ratio 
for breast malignant growth is 135:1 for white and 51:1 for 
black. Ovarian malignant growth is a significant reason for 
death and contributes to 4% of all types of cancer. It has 
become the most challenging diseases among women and 
India hold 2nd position after China in case of an ovarian 
cancer patient. Uterine cancer occurs in women’s pelvic 
region between the bladder and rectum and is the most 
devastating form of cancer found in women of U.S. Earlier 
endometrial cancer was lower in black people when 
compared to white. Public awareness is one of the most 
important activities for cancer prevention and detection at an 
early stage. Obesity expands the danger of ovarian malignant 
growth because of the low progesterone emission bringing 
about numerous anovulatory cycles. Surprisingly, many 
cancer cases are reported in virgin women and girls. Early 
marriage, early delivery, and family history all are important 
to get the correct root of cancer in an individual life. 
Precaution and a healthy body can make some difference. In 
the investigation, 4.2% of uterine malignancy has prompted 
patients experiencing depression. The study revealed that 
patients more youthful than 50 years of age had the 
noteworthy expanding danger of depression. Hormone 
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Replacement Therapy can be given subsequent to treating 
the patients of uterine cancer, which is without a doubt the 
best and the main treatment of menopause estrogen 
inadequacy manifestations. Awareness spread by the public 
health and cancer specialists about the disease educates 
people and the society to fight back against the disease. The 
need of the hour is to develop effective treatment remedies 
for the disease which could eventually decrease the rate of 
mortality. 
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