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Case presentation 

• 48 years old, abdominal pain for 3 months 

• Increased abdominal size  

• Urinary urgency  

• Irregular menstrual bleeding 

• Good performance status no comorbidities  
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Case history 

• Pelvic examination showed a pelvic mass 

• CA-125: 1,650 U/mL, CEA: 2.2 ng/mL 

• Pelvic ultrasound demonstrated 14cm complex 

solid and cystic areas with ascites 

• CT scan confirmed ultrasound and in addition 

suspicious lesions in upper abdomen. Possibly 

peritoneal carcinomatosis and ascites 
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Ovarian cancer with positive lymph nodes 

and peritoneal carcinomatosis 
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How would you treat the patient? 

1. Neo-adjuvant Chemotherapy 

2. Perform a laparoscopy to assess 

diagnosis and to predict resectability of 

disease 

3. Upfront debulking surgery 

 



Frauenheilkunde Innsbruck

Randomisation 

Randomised EORTC-GCG/NCIC-CTG trial on  

NACT + IDS versus PDS 

Ovarian, tuba or peritonal cancer 
FIGO stage IIIc-IV (n = 718) 

Primary Debulking Surgery    Neoadjuvant 
chemotherapy 

6 x Platinum based CT 

(Interval debulking 
possible  

But not obligatory 

Surgery if no PD 

3 x Platinum  based 
CT 

> 6 x Platinum based CT 
possible) 

> 3 x Platinum based CT 

Primary Endpoint: OS   Secondary endpoints: PFS, Quality of Life, Complications 

Surgery 
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NACT + IDS versus PDS: ITT 
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Median survial  

PDS: 29 months 

IDS: 30 months  

HR for IDS:0.98 (0.85, 1.14) 
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EORTC study: what makes a difference  

... and what does not? 

 

Median OS (months) 

Advantage for upfront surgery  

vs NACT → surgery 

Surgical outcome Upfront surgery  NACT → surgery Median OS (months) 5-year survival (%) 

Complete resection 

(no macro residuals) 
45.0 38.2 +6.8 +3.3 

Debulking to  

residuals 1‒10mm 
32.3  27.0 +5.3 +5.0 

Residual tumour >1cm  

(no OP benefit at all) 
25.7 25.5 +0.2 ‒1.1 
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Debulking of all 

peritoneal or abdominal 

lesions 

Infragastric Omentectomy 

Pelvic / paraaortic 

Lymphadenectomy  

 

Total Hysterectomy 

bilateral salpingo- 

oophorectomy 

Bowel resection 

Peritonectomy 

© Jalid Sehouli, Charité Berlin 
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Advanced Ovarian Cancer 

Residual Disease: Survival Analysis 

 

             
Stage IIIC Ovarian Cancer 

Residual          % 5-Year 

Disease   Survival 

   

None        76 

 <1 cm         31 

1-2 cm        13 

 >2 cm          5 

                

 Aletti et al., Obstet Gynecol 2006 
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Does tumor resection 

improve prognosis in 

every stage ? 
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 Du Bois A.: Cancer 2009; 15: 1234-44 

res. tum. =0, FIGO IIB-IIIB  

res. tum. >0, FIGO IIB-IIIB 

log-rank: p < 0.0001  

YES 
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Initial  

FIGO stage 

No residual 

tumor 

Any 

residual  

tumor 

HR  

(95% CI) 

Median Survival (Months) 

FIGO IIB-IIIB 108.6 48.3 
0.37  
(0.30; 0.47) 

FIGO IIIC 81.1 34.2 
0.36  
(0.31; 0.42) 

FIGO IV 54.6 24.6 
0.49  
(0.34; 0.70) 

HR = Hazard Ratio, reference class for HR is “Any residual tumor” 

Which residual tumor must be acchieved in every stage 

to improve prognosis ?  

+ 60.3 Mos. 

+ 46.9 Mos. 

+ 30.0 Mos. 

 Du Bois A: Cancer 2009; 15: 1234-44 
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• Laparoscopy is a promising test 

• Heterogeneous and small studies 

• Wide range in negative predictive 

values  

• Despite laparoscopy, there will still 

be patients undergoing 

unsuccessful primary laparotomy.  

• Using a prediction model does not 

increase the sensitivity and will 

result in more unnecessarily 

explored patients, due to a lower 

specificity. 

Laparoscopy for diagnosing resectability of disease in 

patients with advanced ovarian cancer 

Rutten MJ, Leeflang MMG, Kenter GG, Mol BWJ, Buist M. Laparoscopy for diagnosing resectability of 

disease in patients with advanced ovarian cancer. Cochrane Database of Systematic Reviews 2014 



Multivariate model of significant clinical and radiologic criteria predictive of 

suboptimal cytoreduction 

A multicenter prospective trial evaluating the ability of preoperative computed 

tomography scan and serum CA-125 to predict suboptimal cytoreduction at primary 

debulking surgery for advanced ovarian, fallopian tube, and peritoneal cancer 

Rudy S. Suidan et al;  Gynecologic Oncology 2014 
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Role of Radical Surgery and Neoadjuvant Chemotherapy in 

Advanced Ovarian Cancer: Report on the Consensus Paper 

 

Vergote I, du Bois A, et al. Gynecol Oncol. 2013;128(1):6-11. 
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Algorithm for Ovarian Cancer  

 

Vergote I, du Bois A , et al. Gynecol Oncol. 2013;128(1):6-11. 

FIGO IIB-IIIB FIGO IIIC-IV 

25% 50% 

Patient fit for extended radical surgery? 

Yes No 

45% 5% 

Pathological diagnosis 

Upfront debulking 

surgery aiming at 

complete resection 

Primary 

chemotherapy 

(or palliation) 

12% 33% 

FIGO IIIC and extra-

ovarian metastases 

<5 cm 

FIGO IIIC and extra-

ovarian metastases 

>5 cm – or FIGO IV 

Debulking to no residual seems feasible 

with reasonable morbidity 

Yes No 
Essen 

Leuven 

8% 

25% 

Essen 

Leuven 

25% 

8% 

Early stage 

FIGO I-IIA 

Comprehensive 

surgical staging 

25% 



Frauenheilkunde Innsbruck

Criteria for Primary Chemotherapy and Interval Debulking 

Surgery in FIGO Stage IIIc and IV 

 

 
• Involvement of the superior mesenteric artery 

• Diffuse deep infiltration of the radix mesenterii of the small 

bowel 

• Diffuse and confluent carcinomatosis of the small bowel 

• Multiple parenchymeous liver or lung metastases  

• Tumor involving large parts of the pancreas 

• Tumor infiltrating the vessels of the lig. hepatoduodenale or 

truncus coeliacus 

• Brain metastases 

• Impaired performance status and comorbidity not allowing 

a “maximal surgical effort” to achieve a complete resection 

• Patients nonacceptance of potential supportive measures 

as blood transfusions or temporary stoma  

 

 

 

 

 

 

Vergote I, du Bois A, et al. Gynecol Oncol. 2013;128(1):6-11. 

Upfront surgery is still  

state of the art for the majority of  

ovarian cancer patients  



Survival in subjects with no residual disease, by timing of chemotherapy, stage 3c or stage 4 subjects only. 

Barry Rosen et al;  Gynecologic Oncology 2014 

The impacts of neoadjuvant chemotherapy and of debulking 

surgery on survival from advanced ovarian cancer 

Years after diagnosis 
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P < 0.0001 

Neoadjuvant (55/73) 

Primary debulking (14/76) 
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● more than 30% higher optimal resection rate after NACT did 
not improve prognosis ! 
 

● NACT destroys the chance of improving outcome by 
improving surgery. 
 

● NACT risks development of secondary resistant clones 
 

● The uncritical adaption of NACT even for cohorts not 
included in the EORTC trial or cohorts in whom the EORTC 
trial did not show equivalence bears a serious risk of 
worsening outcome in OC globally. 

Conclusions 
Could NACT improve survival by increasing complete resection rates? 
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Results of a Survey conducted in Europe 2013: 

How many ovarian cancer patients will undergo 

neoadjuvant chemotherapy? 
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Case history 

• Upfront surgery has been selected 

• After 12 hours of surgery  including bowel 

resection, removal of spleen, resection of the 

diaphragm, extensive nodal dissection 

• no residual disease was left 

• After 12 months of follow-up the patient is with no 

evidence of disease  


