
Azienda Ospedaliera “Cannizzaro” 

Catania

Dipartimento Materno-Infantile

U.O. di Ostetricia e Ginecologia

La chirurgia del 
tumore ovarico:

uf-front vs chirurgia 
dopo chemioterapia 

neoadiuvante. 

P Scollo 1.3.2019



WHO ?

Surgery



Outcomes of advanced stage OC according to 
specialty of surgeon performing initial surgery



du Bois A st al. Gynecol Oncol 2009;112:422–36

Outcomes of advanced stage OC according to 
specialty of surgeon performing initial surgery



Aletti GD et al. Obstet Gynecol 2006; 107: 77

Effect of surgeon tendency to perform aggressive
surgery on overall survival in stage IIIC

p<0.001





OUTCOME
⚫ Rate of complete surgical

resection

⚫ Existence of a structural
prospective reporting of 
post-operative complications

STRUCTURAL
⚫ Pre-intra and post-operative

management 

⚫ Center participanting in 
clinical trials

PROCESS
⚫ Required preoperative work-up

⚫ Minimum required elements in 
operative reports 

⚫ Minimum required elements in 
pathology reports 

⚫ Treatment planned and reviewed
at a multidisplicinary team 

⚫ Surgery performed by a 
gynecologic oncologist oa a 
trained surgeon specifically
dedicated to Gyn cancer

⚫ Number of cytoreductive
surgeries perfomerd for center 

Quality Indicators

















It is hoped that 
governments and health care administrations 

will understand that 
implementing

a global quality assurance program 
is currently a 

necessary and cost-effective way
to improve the outcome of patients with 

ovarian cancer



The ESGO 
QIs 
and 

certification program
may be 

a major tool 
to facilitate this achievement.



CHIRURGIA NEL CANCRO DELL’OVAIO

PAZIENTI A BASSO RISCHIO (a buona prognosi)

⚫ Epiteliali: Stadio IA o IB, grado 1-2

⚫ Borderline  

⚫ Tumori non epiteliali

(Sopravvivenza a 5 anni > 90 %)

PAZIENTI AD ALTO RISCHIO (a cattiva prognosi)

Epiteliali: Stadio IA o IB di grado 3  o stadio IC o II  o 
istotipo indifferenziato 

(sopravvivenza a 5 anni → 50-60 %)

Epiteliali: Stadio III e IV 

(sopravvivenza a 5 anni → 20%)



CHIRURGIA NEL CANCRO DELL’OVAIO

PAZIENTI AD ALTO RISCHIO 

(a cattiva prognosi)

Stadio IA o IB di grado 3  o stadio IC o II  o 
istotipo indifferenziato 

(sopravvivenza a 5 anni → 50-60%)

Chirurgia demolitiva/stadiativa



CHIRURGIA NEL CANCRO DELL’OVAIO

PAZIENTI AD ALTO RISCHIO 

(a cattiva prognosi)

Stadio III e IV 
(sopravvivenza a 5 anni → 20%)

Chirurgia demolitiva prima o dopo NACT?



PDS:Primary citoreductive surgery

IDS:Interval Debulking surgery



PDS
Primary 

citoreductive
surgery



A5: What role does surgery play today?
⚫ Surgical staging should be mandatory and should be performed  by a 

gynecologic oncologist.

⚫ The ultimate goal is cytoreduction to microscopic 
disease. 

There is evidence that reduction to < 1 cm macroscopic disease  

is associated with some benefit.  

The term “optimal” cytoreduction should be reserved for those

with no macroscopic residual disease.

⚫ Documentation must be provided as to the level of cytoreduction (at 
least microscopic vs. macroscopic).

⚫ Delayed primary surgery following neoadjuvant chemotherapy is an 
option for selected patients with stage IIIC and IV ovarian 
cancer as included in EORTC 55971.

4th Ovarian Cancer Consensus Conference

June 25 – 27, 2010

UBC Life Sciences Institute, Vancouver, BC



WHY ?





SURGERY IN OVARIAN CANCER
⚫ Ovarian cancer is potentially curable by surgery: the cure rate is,

however, poor because in most patients the disease is diagnosed at
an advanced stage when overall five-year survival is only about 30%

(Jemal et al, 2005, Ca Cancer J Clin)

⚫ Meta-analysis has confermed that maximal surgical cytoreduction is one of

the most powerful determinants of cohort survival in FIGO III-IV ovarian
cancer (Bristow et al, 2002, JCO)

10% increase in  maximal 
cytoreductive surgery

5.5 % increase in  median survival time



No Residual

Residual > 10 mm

Residual: 1-10 mm

Eisenkop et al. Gynecol Oncol 90:390, 2003

Residual > 10 mm

Residual: 1-10 mm

No Residual

Eisenhauer et al. Gynecol Oncol 108, 2008

Primary Cytoreductive - Literature data



Chi DS et al. Gynecol Oncol 2006; 103: 559.

microscopic

<0.5cm

0.5-1.0cm

1-2cm

>2cm

What is the Optimal Goal of Primary 
Cytoreductive Surgery for Bulky Stage IIIC 

Epithelial Ovarian Cancer?



RESIDUAL DISEASE (RD)

Du Bois et al. Cancer 2009



Mayo Clinic Experience

Stage IIIC Ovarian Cancer

Residual % 5-Year

Disease Survival

None 76

<1 cm 31

1-2 cm 13

>2 cm 5

Aletti et al







30 – 50 %

60 – 80 %

Extensive upper 
Abdominal  Surgery

Optimal cytoreduction 







Anatomo 

Patologo

Chirurgo

Addome e 

torace
Anestesista

Ginecologo

oncologo

Multidisciplinarietà



Complessità

• Chirurgica

• Clinica



➢ GOAL: NO MACROSCOPIC RESIDUAL DISEASE !!!

➢ SOME BENEFITS MAY BE FOUND IN PATIENTS DEBULKED TO MINIMAL RD

✓ Potential benefit for resistant clones, poorly vascolarized areas, 
reduction VEGF, EGF, PDGF

➢ SYMPTOMS PALLIATION

✓ Bowel obstruction

✓ Reduce ascites formation

CYTOREDUCTIVE SURGERY: goal



PREOPERATIVE
- Nurses, secretary 
- Radiologist/US
- Anesthesiologist

INTRAOPERATIVE
- Hepatobiliary/Thoracic/Vascular/General Surgery
- Pathology
- Anesthesiology/OR nurses

POSTOPERATIVE
- ICU team
- Psychologists
- Gyne/Medical Oncologists

CYTOREDUCTIVE SURGERY: team work

http://www.google.it/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&docid=TiTI1IPj5wrjGM&tbnid=Dmo9h1mEO3lQEM:&ved=0CAUQjRw&url=http://www.scuolamediabelvedere.gov.it/scuole-napoli/avvisi/&ei=XQRUU-2gH4jtPPz8gJgK&psig=AFQjCNHP0rWCsUf63FCEkfgMzDRQiYQQrw&ust=1398101459390673


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 parenchymal liver or lung metastases

• Tumor infiltrating the vessels of the hepatoduodenal lig or celiac trunk

• 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 transfusion or 
temporary stomas

CYTOREDUCTIVE SURGERY: strategies



Systematic evaluation without create 
morbidity and not passing the
“point of no return”

CYTOREDUCTIVE SURGERY 
Intraoperative evaluation

STEP 1: SMALL LAPAROTOMY OR LAPAROSCOPY



Anatomo 

Patologo

Chirurgo

Addome 

e torace

Anestesista

Ginecologo

oncologo

Multidisciplinarietà



Specimen of tumor for Frozen Section:
? Primary or metastatic
? Low or High grade
? Borderline
? Non ephitelial ovarian tumor

CYTOREDUCTIVE SURGERY 
Intraoperative evaluation

STEP 2: BIOPSY



Anatomo 

Patologo

Chirurgo

Addome e 

torace
Anestesista

Multidisciplinarietà

Ginecologo

oncologo



CYTOREDUCTIVE SURGERY 
Intraoperative evaluation

STEP 3: SURGICAL EVALUATION

SURGICAL ZONES

PERITONEUM RETROPERITONEUM



ZONE 1: PELVIS
RADICAL OOPHORECTOMY

Sigm

oid 

Tumo

r
Left Ovary

Right OvaryUterus

Bladder Tumor Rectosigmoid

Colon

Vaginal 

Cuff
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Primary 
citoreductive

Surgery

When ?





















IDS
Interval Debulking 

surgery







Trial EORTC-GCG/NCIC-CTG 
NACT + IDS versus PCS
Critica

No residual per 

country

Primary OP

(n=310)

NACT-----IDS

(n=322)

Belgium 63% 87%

The Netherlands 4% 28%

Italy 6% 39%

Norway 8% 50%

Spain 10% 42%

UK 10% 43%

Canada 11% 41%

No residual after 

surgery

19.4% 51.2%

Bassa

% di R0



Trial EORTC-GCG/NCIC-CTG 
NACT + IDS versus PCS
Critica

Arruolamento lento…

Country Randomized

Pts

Pts per year Centers Pts x year 

x center

Belgium 131 16 3 5.5

The Netherlands 100 12.5 4 3.1

Italy 30 3.8 5 0.8

Norway 77 9.6 2 4.8

Spain 59 7.4 3 2.5

UK 96 12 11 1.1

Canada 75 9.4 11 0.9

Total 568 71 39 1.8



Quali sono i rischi dell’impiego della 
chemioterapia neoadiuvante?

NO residual per 

country (PP1)

PDS

(n = 329)

NACT -> IDS

(n = 306/339)

Belgium (n=133) 63% 87%

The Netherlands 

(n=104)

40% 77%

Sweden (n=23) 4% 28%

Norway (n=82) 8% 50%

Italy (n=38) 6% 39%

Spain (n=62) 10% 42%

UK (n=101) 10% 43%

Canada (n=84) 11% 41%

Total no residual 19.4% 51.2%

Total < 1 cm 41.6% 80.7%

+ 31.8%

+ 39.1%

La  chemioterapia neoadiuvante rende le procedure 
chirurgiche più semplici ma non più efficaci



Quali pazienti traggono beneficio dalla NACT?

Pazienti con residuo tumorale maggiore di 1 cm.





ASCO 2013
CHORUS trial: Surgery details 

PS 

(N=250)*

NACT 

(N=216)*

Optimal debulking 0cm 37 (16%) 77 (40%)

≤1cm 57 (25%) 67 (35%)

>1cm 135 (61%) 49 (25%)

Missing 21 23

Length of operation 

(minutes)

Median 

(Range)

120 

(30 – 450)

120 

(30 – 330)

* Includes: PS - 2 pts who had NACT + surgery; NACT – 2 pts who had PS







Conclusioni

•La chirurgia ha un ruolo DETERMINANTE nel trattamento 
del tumore dell’ovaio in stadio avanzato.

•Il team chirurgico deve essere in grado di approcciare oltre 
alla pelvi  anche l’alto addome.

•Le complicanze chirurgiche sono accettabili in mani esperte.

•Necessaria la centralizzazione dei casi per un più corretto 
approccio.

•Il RT dopo chirurgia rimane il fattore prognostico più 
importante………………



Conclusioni 1

⚫ La chemioterapia neoadiuvante non è uno
standard e non migliora gli outcome attuali

⚫ L’abuso nell’impiego della chemioterapia
neoadiuvante può essere dannosa perchè posticipa
o non permette alle pazienti di accedere a 
trattamenti potenzialmente curativi.

⚫ La chirurgia primaria nelle pazienti con malattia
localmente avanzata con RT<1 cm è lo standard 

Modifica la sopravvivenza della paziente



⚫ La terapia neoadiuvante dovrebbe essere 
limitata  a pazienti  selezionate che  non 
hanno possibilità di ricevere un intervento 
chirurgico ottimale in upfront a causa di 
comorbilità o delle sedi di malattia.

⚫ La scarsa competenza chirurgica non deve 
essere mai la causa dell’impiego della 
chemioterapia neoadiuvante.

Conclusioni 2



K endometrio 96

Sarcoma uterino 8

K ovaio 101

K portio 30

K vulva 31

K vagina 5
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Grazie!





Complessità

• Chirurgica

• Clinica



Patient Safety !! 
The shortest cancer survival is

an operative death

C.P Morrow
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