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With an estimated worldwide annual incidence of about 204,000 and 
causing 125,000 deaths , epithelial ovarian cancer (EOC) remains the 
leading cause of death in gynaecological cancer. 

Because of its insidious onset without early specific symptoms and the 
lack of efficient screening techniques, two thirds of patients will 
present with advanced ovarian cancer (AOC)—stage III or IV 
according to the FIGO.



Despite advances in surgery, chemotherapy, and radiotherapy, the 
resulting 5-year overall survival (OS) is about 40%. 

Recent molecular studies showed that EOC is a heterogenic disease 
that varies markedly in biologic behavior, chemotherapy response, 
and prognosis.

Primary debulking surgery (PDS) has been the standard of care. 

Neoadjuvant chemotherapy (NACT) followed by an interval 
debulking surgery (IDS) is an alternative that has gained popularity, 
stimulated by the results of several randomized trials (RCTs).



• The goal of primary cytoreduction for advanced EOC is advocated to be no visible residual 
disease, which has been confirmed in several studies, but only less than 30 % of women with 
bulky upper abdominal disease (UAD) can achieve complete cytoreduction.

• Thus, it still remains controversial as to whether or not patients with bulky UAD can benefit 
from upper abdominal procedures (EUAS). 

• It has been suggested that upper abdominal procedures should only be performed when 
complete or optimal cytoreduction is attainable.

• Radical surgery is defined as the EUAS procedures complementing an optimal cytoreduction
within the middle abdomen and the pelvis.
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• These procedures include diaphragmatic peritonectomy, hepatic resection, 
splenectomy, distal pancreatectomy, cholecystectomy, and the resection of 
tumor on the surface of upper abdominal organs.

• Standard surgery is defined as the optimal surgical outcome achieved in both 
the middle abdomen and the pelvis (including small and/or large bowel 
resections), and the subsequent attempt to resect tumor nodes measuring ≥1 
cm in the upper abdomen.



Radical surgery lengthens 
the PFS and overall survival 
times of ovarian cancer 
patients with bulky UAD.

However, a well-designed 
randomized trial is needed 
to confirm the present 
results.



It is found only low quality evidence comparing ultra-radical and standard 
surgery in women with advanced ovarian cancer and carcinomatosis.
The evidence suggested that ultra-radical surgery may result in better 
survival. 
It was unclear whether there were any differences in progression-free 
survival, QoL and morbidity between the two groups. 
The cost-effectiveness of this intervention has not been investigated. 
We are, therefore, unable to reach definite conclusions about the relative 
benefits and adverse effects of the two types of surgery.

In order to determine the role of ultra-radical surgery in the management of 
advanced stage ovarian cancer, a sufficiently powered randomised 
controlled trial comparing ultra-radical and standard surgery or well-
designed non-randomised studies would be required.



Comprehensive staging 
of presumed early 
ovarian cancer has 
been described as 
major problem 
especially outside 
gynecologic oncology 
units. 

Re-staging results in 
confirmed this 
deficiency by showing a 
considerable 
proportion of upstaging 
associated with 
alterations of 
recommendations for 
systemic treatment. 

However, patients who 
undergo incomplete 
surgery may even 
underestimate the 
problem, because 
incomplete staging is 
unfortunately 
accompanied by non-
systematic referral 
practices not reflecting 
staging quality.



• Analysis of pattern of care for early ovarian cancer have reported improved 
quality in more specialized departments resulting in guidelines 
recommendations for consultation or referral to a reference center to 
enhance patients’ outcome.



CATEGORIZATION OF STAGE III OVARIAN CANCER

Stage III ovarian cancer can be classified in different categories depending on 
patterns of tumor spread that reflects the biologic behaviour and prognosis.

The first three categories often represent type 1 EOC with low 
chemosensitivity. 

The fifth category often represents high-grade chemosensitive serous tumors 
(type 2).



Category 1: The main tumor bulk is located in the small pelvis, with no massive 
ascites.  No intestinal resection is required. 
These tumors pose the best prognosis. PDS is recommended.

Category 2: The main tumor bulk is located in the small pelvis, with no massive 
ascites. Radical tumor excision requires intestinal resection. 
The prognosis is less favorable than in category 1, even if no RD is left. 
PDS is recommended.



Figure 1. Category 1.The main tumor bulk was located in the small pelvis. Radical tumor excision 
did not require intestinal resection. Note that complete resection of an invaded parametrium, 
peritoneum of the pelvic sidewall, and the Douglas cavity was achieved by extraperitoneal
dissection, as described by Barnes et al.



Figure 2. Category 2. The main tumor bulk was located in the small
pelvis, but radical tumor excision required intestinal resection  .
Note enbloc resection of the tumor with invaded segment of descending colon
Through extraperitonealdissection, as described  by Eisenkopetal.



• Category 3: The main tumor bulk is located in the upper abdomen, with no massive 
ascites. 

• No intestinal resection is required (Fig. 3).  Prognosis is less favorable than in 
category 2. PDS is recommended. 

• Category 4: The main tumor bulk is located in the upper abdomen, with no massive 
ascites. Radical tumor excision requires intestinal resection (Fig. 4). 

• Prognosis is less favorable than in category 3. PDS is recommended.

• However, in case of low performance status, underlying morbidity, or older 
age, IDS following three cycles of NACT might be preferred. Most tumors
within this category are high-grade serous subtypes, and molecular biology could assist 
subgroups that might not benefit from optimal PDS.



Figure 3. Category 3. The main tumor bulk was located in the upper abdomen, with no massive 
ascites. Tumor excision did not require intestinal resection.



Figure 4. Category4.Themain tumor bulk was in the upper abdomen, with no massive ascites. 
Tumor excision required intestinal resection.



• Category 5: Main tumor bulk is restricted to the upper abdomen and is associated 
with massive ascites or the presence of miliary spread and/or massive mesenterial
metastases.

• This type has the worst prognosis. 

• PDS requires multiple intestinal resections. 

• These tumors are usually associated with higher CA-125 levels. 

• NACT-IDS is preferable.



STAGE IV OVARIAN CANCER

StageIV ovarian cancer is not a contraindication for PDS.

NACT-IDS is preferable in case of multiple intrahepatic/lung metastases or massive 
ascites with miliary spread.



• NACT-IDS is non inferior but also not superior to PDS. 

• IDS can be considered an acceptable treatment choice in AOC patients with 
low performance status, underlying morbidity, or older age or those for whom 
the optimal situation for radical surgery is not available (e.g., no gynecologic
oncologist available or low-volume hospital).

• NACT-IDS is associated with lower morbidity than PDS.  

• Further study is necessary to evaluate morbidity and the usefulness of new 
agents, such as bevacizumab, for NACT-IDS.

• NACT-IDS is associated with a possible loss of opportunity for surgery in case 
of significant adverse effects and/or refractory disease.



• Nonserous tumors with favorable prognosis are less chemosensitive, and excluding 
optimal PDS will lead to less favorable outcome.

• NACT interferes with the perioperative visual evaluation of tumor spread, which can lead 
to incomplete resection of tumor and might result in a higher incidence of platinum-
resistant recurrences.

• Data from pooled GOG studies and single-institution studies show that the 5-year survival 
rate of PDS is approximately 50% and even higher if a complete gross resection can be 
achieved.

• With appropriate training, support, and commitment, optimal debulking rates of.70%–75% 
can be achieved. 

• Surgery for AOC should be restricted to high-volume hospitals and gynecologic
oncologists who have undergone special training.





Appropriate and accurate pre-operative imaging in epithelial ovarian 
cancer patients may allow selection of patients that may mostly 
benefit either from primary cytoreductive surgery or from 
neoadjuvant chemotherapy.

If the patient is considered suitable for upfront surgery, pre-operative 
imaging may help in planning the surgical approach, to forecast the 
operating time, and to estimate the need for other consulting 
specialists.

Currently, computed tomography (CT) imaging is the standard of care 
for pre-operative evaluation of ovarian cancer patients; however, 
advanced magnetic resonance imaging (MRI) is emerging as a 
technique that may overcome the limitations of CT imaging, especially 
for small peritoneal deposits in difficult-to-resect sites.





Surgery might be properly planned (eg, need for a surgical 
consultant; time of anesthesia, operating room time).

Currently, CT imaging is the standard of care for evaluating 
patients with ovarian cancer, although this modality shows 
limitations in assessment of small peritoneal deposits on bowel 
serosa and mesentery.



• Normal CA125 before IDS and time received chemotherapy no longer than 7 
days after IDS are two related factors of prognosis benefit in advance EOC 
patients treated with NACT+IDS. 

• Therefore, timely adjustment of the dose and regimen of NACT to reduce 
CA125 level to normal range in about three cycles before IDS, and strengthen 
IDS perioperative management to promote postoperative recovery and 
perform chemotherapy as soon as possible might help to improve the 
prognosis of patients.
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• There are no adequate randomized data establishing HIPEC as the standard of 
care for relapsed ovarian cancer.

• Data about HIPEC for first-line ovarian cancer are not convincing and do not 
change the standard of care, which remains debulking surgery and iv 
chemotherapy for all patients with ovarian cancer. 

• There is significant toxicity with HIPEC, and further use of HIPEC should be 
limited to prospective trials. 

• These trials should be large enough and should avoid bias by, for example, 
randomizing patients to HIPEC or heated saline in a double-blind manner and 
assigning the arms at the very moment of the completion of the surgery and 
not before.
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