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Areas de Salud 1,6 Yy 7
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REFERKENCIA
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CANCER DE OVARIO
- DX kardio. &0-70 % en estadio 111

- Tendencia a dx cada vez mas &empramo

- Pruebas dx: No prejuzgam eskadio. Sirven
para el dx Y decidir actitud Pre&x‘.

- Inicio estudio en consulka Unidad
Crine~0Neo vl P aomPLQMQM%Qrias



LQué exploraciones complementarias manejomos en
nueskro servicio para el estudio pre*Qx de uhna
Fumoracidn ovarica / &rompa . peri&ameo? :

Exp. gunetatog;ta Y analitica general

ECOGRAFIA ginecologica vaginal ; abdominal

MT: Ca 128, Ca 199, CEA, HE4, form. ROMA (@.F?E,E@.LLQLQS)
B-HCG y A-FP en jovenes y prepiberes
LDH (disgerminoma)
Inhibina, HAM (cordones sexuales—esktroma)

Rx Edrax

TAC abomine pétvit:cw con conbraste



Exploraciones faculkativas

RMN péiv&&awabdomimat
Urografias IV
F«“ibroaotomos&opm
ColonoTAC
ﬁibrogas%ros&ogm
TAC toracico
PAAF / BACG
Toraco / FParacentesis



Cownsulka
Estudio dx pre-Qx

Cirugla
Onco M y RE
Laso clinico
T imagen (Rx)
Decision comite
Estrategia Tto
Selene

Comiké T..gmeﬁotégwas Y

Carcinomatosis peritoneal

CIR 12 E-111I C
aﬁ&orre_dutﬂg&“ "“EMSO\?O ﬁLfME«CO« HI‘PEC
*N&ao\dvu\mmdm CIR tnkervalo




CRITERIOS DE EXCLUSION DE
CIRUGIA 12 CITORREDUCCION

Performance stakus

Metastasis parenguimatosas intrahepaticas
no tributarias de reseccidin seq. o Lobular
Afectacidbn masiva ademop&?:&&a en trownco
cellaco

Afectaciom masiva con rebraccidbn de rafz
de mesenterio

Afectacion extraabdominal



ASTECTOS ACTUALES
DE INTERES

CIR de citorreduccion. (Cual?
Linfadenectomia. ;Siempre? Unilateral?
Neocadyuvancia, (Cuando?

LLBT L PRee

Quien debe realizar la CIR del CO
Papel de la CIR en la recidiva del CO



1)-CIR 12 CITORREDUCCION

: Consequir la maxima reduccidn
de la carga tumoral como 1% paso de una
estrategia combinada con un Tto. Qt basado en
platinos.

Eliminar CT previa @k Maxima eficacia
Masas hecrdticas, hiyéxie&s,acic&osis tisular
Immumoaompe&emda

Minimizar Posibiudad clones resistentes PE

Q O O O




Format: Abstract «

Nati Cancer Inst Monogr. 1975 Oct;42:101-4,

Surgical resection of tumor bulk In the primary treatment of ovarian carcinoma.
Griffiths CT.

Am J Obstet Gynecol. 1994 Apr.170(4)574-9; discussion §76-80

The effect of diameter of largest residual disease on survival after
primary cytoredu
In patients with suboptimal residual epithelial ovarian carcinoma. s e ugery

L :
Hosking WJ .Mum Bracy MF, Homesley HD, Creasman WT, B_f_éﬂnan_M_, BQM

® Author information Berek JS,

J Clin Oncol. 2002 Mar 1,20(5):1248-59.

Survival effect of maximal cytoreductive surgery for advanced ovarian carcinoma during the
platinum era: a meta-analysis.

Bristow RE', Tomacruz RS, Armstrong DK, Trimble EL, Montz FJ).

J Clin Oncol. 2008 Mar 20;27(9):1419-25. doi: 10.1200/)C0.2006.19.1684. Epub 2009 Fed 17.
Evaluation of new platinum-based treatment regimens in advanced-stage ovarian cancer: a Phase
Il Trial of the Gynecologic Cancer Intergroup.

Bookman MA', Brady MF, McGuire WP, Harper PG, Albarts DS, Friediander M, Colombo N, Fowler JM, Argenta PA, De Geest i€ Mutch DG, Burger RA, Swart
AM, Trimble EL, Accario-Winslow C, Roth LM.

-~ ~ ~
CONCLUSION
CIR: Impar&amcm decisiva

CONTROVERSIA
Sesqo seleccion

en La supﬁrvivencm

. . .




Cochrane Database Syst Rev. 2011 Aug 10;(8):CD007565. doi: 10.1002/14651858.CD007565.pub2.

Optimal primary surgical treatment for advanced epithelial ovarian cancer.

- La enfermedad residual < 1 em biene
mejor prondstico que los pacientes
con enfermedad residual > lem



PROTOCOLO DE NUESTRO SERVICIO

- LPM S/1. Exploracién

- Citologia ascitis o lavados peritoneales

- Omentectomia

- Linfadenectomia pélvica, precava y paraaortica

-~ Biopsias lesiones y randomizadas peritoneo-diaf.
~ Histerectomia total con doble anexectomia

- Apendectomia en mucinosos

- Reseccidn nddulos/drqganos abdominales

-~ Peritonectomia pélvica,abdominal o diafragma.
- Peritonectomia F.'étvica con exenteracion posterior
modificada (Pélvis congelada)



2)-LINFADENECT OMIA.
LSIEMPRE?ZUNILATERAL?

s sat AN O

o Estadios iniciales
o Estadios avanzados



LINFADENECT OMIA

Stempre.....ve. o Dx y Estadificacion

& (+) macro. .o.. Cikorreduccion

& () macro. valor ?:erapéu&wc).



£. Avanzado., & (-). LA?

; ‘ » it J Cancer. 2007 Jun 18.96(12) 1817-22. Epub 2007 May 22.
A PAVOQ' ThopotonﬁdﬂnnpouﬁcmboﬂymphmdomocﬂonhepmudMnamnam

13918 patients.
Chan JX*, Urban R. Hu JM, Shin JY, Husain A, Teng NN, Berek JS, Ozann K, Kapp DS

cmmusc vaseyB\PauJ HayA.DavlsJA.KayeSB
" J Clin Oncol. 2005 Dec 1,23(34)8802-11. Ematum in: J Clin Oncol. 2006 Mar 1,24(7) 1224,

mmxems.mnmu,me.ner,"f‘f‘-,n ‘
Grassi R, Favalll G, Raspagliesi F, Giannareli D, mLI
J Nall Cancer Inst. 2005 Apr 20,97(8).560-6.

EN CONTRA: » Eiempo QA%
> aomptﬁtaammes @
Rekraso inicio Qt



GYNECOLOGIC CANCER

LION: Lymphadenectomy in ovarian neoplasms—A
prospective randomized AGO study group led
gynecologic cancer intergroup trial.

Philipp Harter, Jalid Sehouli, Domenica Lorusso, Alexander Reuss, Ignace Vergote, Christian
Marth,

Background: So far, there is no level-1 evidence regarding the role of systematic
pelvic and para-aortic lymphadenectomy (LNE) in patients with advanced ovarian
cancer (AOC) with macroscopic complete resection und clinically negative lymph
nodes (LN). Therefore, surgical management regarding LNE worldwide is very
heterogeneous. Methods: Prospective randomized trial including patients with
newly diagnosed AOC FIGO IIB-IV with macroscopic complete resection and pre-
and intra-operatively clinical negative LN were randomized intra-operatively to LNE
versus no-LNE. All centers had to qualify regarding surgical skills before
participation in this trial. The primary endpoint was overall survival. Results: 647
patients were randomized between 12/08 and 1/12 to LNE (n=323) or no-LNE
(n=324). The median number of removed LN in patients randomized to LNE was 57 |
(pelvic 35 and para-aortic22). Post-op platinum-taxane based chemotherapy was |
applied in 85% of the patients in the no-LNE arm and 80% in the LNE arm.
Microscopic metastases were diagnosed in 56% of the pts in the LNE arm. Median
0OS in the no-LNE arm was 69 months and 66 months in the LNE arm (HR 1.06,
95%CI 0.83-1.34, p=0.65) and the median PFS was 26 months in both arms (HR 1.11,
95%CI 0.92-1.34 p=0.30). Surgery in the LNE arm was 64 minutes longer (means:
352 vs 288 min), resulted in a higher median blood loss (650 vs 500 ml), and a
higher transfusion rate (67% vs 59%). Furthermore, serious post-operative
complications occurred more frequently in the LNE arm (e.g. rate of re-
laparotomies 12.1% vs 5.9% [p=0.006], hospital re-admittance rate 8.0% vs 3.1%
[p=0.006) and deaths within 60 days after surgery 3.1 vs 0.9% [p=0.049]).
Conclusions: Systematic pelvic and para-aortic LNE in patients with AOC with both
intra-abdominal complete resection and clinically negative LN neither improve
overall nor progression-free survival despite detecting (and removing) sub-clinical
retroperitoneal lymph node metastases in 56% of the patients. Our data indicate
that systematic LNE of clinical negative LN in patients with AOC and complete
resection should be omitted to reduce post-operative morbidity and mortality.




GYNECOLOGIC CANCERS

LION Findings Endorse Omitting Lymphadenectomy in
Node-Negatlve Advanced Ovarian Cance!.,. i |

‘_ixluNE 3,2017

Accordlng to results of the large randomized LION Gynecologic Cancer Intergroup trial, routine pelvic and para-aortl I ,
Iymphadenectomy offers no benefit to patients with advanced ovarian cancer who underwent macroscoptc complete resection andI ';
had cfnlcally and radiologic negative lymph nodes compared with observation (Abstract 5500). Not only did lymphadenectomy i
wel‘d no lmpfuvement in overall survival (OS)]_iJut patients who undenwent the procedure faced greater morbxdity in term il
senuus pustoperatrve complications and greater early mortality following surgery. | Wil |

f ! R
“F'ahents wrth complete resectmn dunng upfront surgery and treated in quality-assured centers have an exceilent p[ognos:

i dala indicate that systematic lymphadenectomy of clinically negative lymph nodes in patlents wﬁh advanced ovanan ca
| tomplete resect:un should be omitted,” concluded Philipp Harter, MD, PhD, of the German Gy gical Oncology
and Klimken Essen Mitte in Germany, who presented the LION results. i .




ESTADIOS INICIALES:
“Estadificacion Y reestadificacion” LPT=LPC

Medicine (Balimore). 2016 May 95(20) ¢3655. doi- 10.1097/A4D. 0000000000003655.

Comparison of Laparoscopy and Laparotomy in Surgical Staging of Apparent Early Ova

Cancer: 13-year Experience.
LuQ", QuH, Liu C, Wang S, Zhang Z. Zhang Z

ESTADIOS AVANZADOS:
“Paramebros LPC prec’xwwrms resecabilidad”

-~-OMENTAL CAKE

it ~CARCINOMAT 0SIS
multicentric trial (Olympia-MITO 13) on the accuracy of laparoscopy to assess peritoneal I@?Eﬁfi?;iﬁ?é‘é\m
pread in ovarian cancer. : SE
-INFIL INTESTINAL
Vigand R. Tateo S, Fanfant F, Scambla G
A', Vizzielh G, De laco P, Surico D, Buda A, Mandato VD, Petruzzefii F, Ghezz1 F, Garzarell S, Mereu L ~INFIL GASTRICA

-MT HEPATICAS




LeT / LB

UZAM

o Afectacidon diafragmatica
o Rebraccion mesentérica

o Infilkracidbn qastrica

o M. hepaticas

Coda tkem 2 Fum&os
Score =/34 ..... Reseccidn subé-g&&ma



LET #LEC
(kcove)

o Actualmente, en estadlios avanzados,
el estandar para la decisibn de
resecabilidad sique siendo la LPT

o La LPC esta indicada como 12 paso
Qx en situaciones de dudosa
resecabilidad en pruebas de imagen.
Objetivo: Biopsia y evitar LPT (HCUVA)



4 )-NEGADYUVANCIA

reeneee NO sE prevé realizar RO

1) Estudio EQRTC-GCG §5971 (Vergote), (N:71%)

Neoadjuvant chemotherapy or primary surgery In stage IlIC or IV ovarian cancer.
Vergote 1", Tropé CG, Amant F, Kristensen GB, Ehien T, Johnson N, Verheljen RH, van der Burg ME, Lacave AJ, Panicl P8, Kenter GG, Casado 4, Meaton

C, Coens C, Verieye L, Stuart GC, Pecorelll S, MNSMMMMME

—— OCRBIECIONES

= E?qu,épo Q%

2) Estudic CHORUS. (N2550> - Restist. PLE.

mwumunmm«mcm”up ' % | ‘. . F:EMC}&EF'O I
Primary

WM:MMMWWM :

(CHORUS): an open-label, randomised, controlied, non-inferiority trial. -

Kehoe 8' wwmwmmwmﬁme~
1", um..l" McCluoasge Q' Parmar M’. Swart AM'.

- Revision COCHRANE (R009:cuando la CIR 12 es posible con escasa
morbilidad y realizada por Gine-Onco, la Neo-Ady. no tiene Lugar)



HCUVA
“La Neaadjuvavwm es una alkernativa
razonable en casos de imposibilidad a
la CIR 1%,sea por imaper&bitidac& o por
irresecabilidad, que requiera esfuerzos
Qx maximos con riesgos inaceptables”

“Cuando la citorreduccion 12 es
posible con una morbilidad aceptable,
la Neoadyuvancia no tiene Lugar”



5Y-7QUIEN DERE REALIZAR LA CIR DE
CITORREDUCCION DEL CANCER DE OVARIO

a No F:'u,ecie c&epemder de la cc»mpe&encm
del cirujano
o Equipos mu&&d&sc&ptimares
o Pilares basicos:
- Grinecdlogo - OBnedlogo
- Cirujano (carcinomatosis)



6)-RECIDIVA CO. PAPEL DE LA CIR

Principal factor prondstico del CO recurrente:

Refractario, Resistente, Sensible, Parcial/ sensible

- IL?

- Carga tumoral

- Sub&&pa / Groado histolbgico

- Posibilidad RO completa

- Performance Status (estado general)
- Mutacidn BRCA



CIR ewn recalda CO

o Pacienkes FLQ&&MQ resistenkes: NG CIR
o Pacientes pkno sensibles: Valorar posibitidad

(Besariy&ive Evaluakion

of preoperative Selection Criteria for
O‘PerabitiEj i recurrent OVARLan)

Aon Surg Onced. 2009 May, 16(5) 1324.30. dai 10 12454 10434.000.0057-0. Epub 2009 Fob 19
Surgery for recurrent ovarian cancer: role of peritoneal carcinomatosis: exploratory analysis of N:2&7,. 25 cenkros

the DESKTOP | Trial about risk factors, surgical implications, and prognostic value of peritoneal
—~Performance stakus

carcinomatosis.
mmmhnmmmmmm “RO en 12 CIR o E: I-II al dx
~No ascikis o < §00 ml

it J Oynecol Cancor, 2011 Feb 21(2)280-95. dot 10.1097A0C 0001331 520uanki

Prospective validation study of a predictive score for operability of recurrent ovarian cancer: the
Multicenter Intergroup Study DESKTORP II. A project of the AGO Kommission OVAR, AGO Study

Group, NOGGO, AGO-Austria, and MITO.
MAMAMLMQ.MQ anzer Ul
Pairy KU, Obermait A, Pelry £ Schmaliekdt B, Lonusso D. oy Bos A =




CIR ewn recalda CO

Beneficio de CIR citorreduccibn 22 en platino
sensibles que cumplen con un Score DESKTOP (+)

Primary Purpose: Other

Official Title: A Randomized Multicenter Study to Compare the Efficacy of
Additional Tumor Debulking Surgery vs Chemotherapy Alone in Recurrent Platinum
Sensitive Ovanan Cancer

Study Start Date : July 2010

Estimated Primary Completion Date : December 2019

Estimated Study Completion Date :  December 2020|

Randomized controlled phase III study evaluating the
impact of secondary cytoreductive surgery in recurrent

ovarian cancer: AGO DESKTOP III/ENGOT ov20.

Andreas Du Bols, Ignace Yergote, Gwenael Ferron, Alexander Reuss, Werner Meler, Stefano

Strata.

Platinum-free-interval
8-12 vs > 12 months
1st line platinum

based chx: yes vs no

AGO-OVAR DESKTOP Il Protocol AGO - OVAR OP.4 —

< 4 N,
o

A randomized trial evaluating cytoreductive surgery *r

in patients with platinum-sensitive recurrent ovarian cancel'-j;ﬁ

i;\‘;“nx. 1

b o
Sasad

R Cytoreductive

A surgery

N platinum-based

D chemotherapy*
recommended

O no surgery

M

* Recommended platinum-based chemotherapy regimens
- carboplatin/paclitaxel
- carboplatin/gemcitabine

- carboplatin/pegliposomal doxorubicin
-or other platinum combinations in prospective nals




DESKTOP III Trial —~ASCO 2017 Abstract
June ¥, 2017 by aravindramicumar
«emErvmmeEa
Results of DESKTOP III ( Progression Free Survival)
have been published recently in ASCO Abstracts
The median Progression free survival in patients
undergoing secondary cytoreduction for relapsed
ovarian cancer (with & nonths plus platinum free
tnterval, Fmsi&i\/e AG0 score e, ECOG 0,<500 mlL
Ascites, aampt&%e resection okt first su,rgerj) was 19.6
months versus 14 months withouk surgery.
The abstract can be accessed here
h&&p://&bsEm«:&s..as&o.org/l%/ﬁ\bsWi@mml%ml‘z’?ﬁl‘Z.Mmt


https://aravindramkumar.wordpress.com/2017/06/08/desktop-iii-trial-asco-2017-abstract/
https://aravindramkumar.wordpress.com/author/aravindramkumar/
http://abstracts.asco.org/199/AbstView_199_187518.html

CIR ewn recalda CO

ILP (platine sensible)

Performance stakus

Ascitis ausente o escasa canktidad

Ro citorreduccion previa

Recidiva Gnica. No carcinomatosis. Posible Ro



Pacienbes con cancer de Ovario
aperacias e HCUVA

® £STADIO I ESTADIO 1II ESTADIO 11X
' ESTADIO IV

74




AP N % AP N
_________ Seroso i &2 |37.5! Carcinosarcoma 2 |
Endometrioide; 31 | 19 | Mt Adeno Colon: 2
_____ Cls Claras 1% i 11 i Struma ovarit | 1 i
______ Mucinoso | 9 | 8.5 Cls transicional! 1 |
Indiferenciad 538*‘@%@'“«&1*«%01
Terobt.Iamaduro i § . 3 : Casarcomo MM @ 1
Disqerminoma i 3 i Cls pequevanhipercaleem: 1

Grranulosa 3 BDL mwucinoso 11
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RECAIDAS
N= 40
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Seroso (e2) 19 531%
® cstadio I NP o 2 L RS bl e, oy

Estadio 111 © gstadio IV Cls Claras Uz % 44%
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BDL mucinoso 1 9 %
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