


A Prospective Randomized Comparative Study in
Management of Advanced Ovarian Carcinoma

(Stage )




@ Among cancers of the female genital tract
the incidence of ovarian cancer ranks
below only carcinoma of the cervix and the

endometrium. Ovarian cancer accounts for
6% of all cancers in the female and is the
fifth most common form of cancer In
women In the united states (excluding skin
cancer).




@ Parker et al., 1996 reported that the
vast majority of ovarian carcinoma

are epithelial in origin and these
account for more than (90%) of the
estimated new cases of ovarian

carcinoma.
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@ Primary cytoreductive surgery

@ Interval cytoreductive surgery

@ Secondary cytoreductive surgery

@ Palliative surgery




@ The theoretical benefits of cytoreductive
surgery are to remove large necrotic
tumors with poor blood supplies and to
remove large tumors that are in slow

growth phase, leaving behind tumors
that are more sensitive to the effects of
chemotherapy (Hoskins, 1994).




M |t refers to the administration of chemotherapy
before definitive surgery. Initially it was
iIntroduced for use in women who were medically

unable to tolerate aggressive cytoreductive
surgery. Subsequently, it was employed In
women who, by diagnostic analysis, were
unlikely to undergo successful optimal
cytoreductive surgery (Schwartz 2002).




Increase the feasibility of optimal surgical cytoreduction

Reduced blood loss and shorter operations, intensive care unit
stay and overall hospitalization.

A considerable improvement in the disease-free survival

Currently it is most beneficial for women who are medically
unfit and in women who are found to have such an aggressive
cancer that optimal cytoreductive surgery does not appear to
be possible (Schwartz 2002). Patients treated with neoadjuvant
chemotherapy seem to have better but statistically insignificant
difference Quality Of Life measurements than the patients
treated conventionally (Chan et al 2003).
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Survival

S=15 mths

C=22 mths
(median survival)

Resectability

Comments

No difference in survival
between the two groups

S=16 mths
C1=19.3 mths

C2=18 mths
(median survival)

Higher rate if tumor
resection

S=42%
C=26% (crude for
survival)

S=56%
C=89%

Survival is higher and
complication as well as
mortality were lower

S=1.07 yrs
C=2.18 yrs
(median survival)

S=69.4%
C=51.3%

Blood loss, ICU and
hospital stay were lower in
the study group

S=42 mths

C=23 mths
(median survival)

S=83%
C=63%

Higher tumor resection and
longer median survival
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Survival

S=30%
C=29% (5 yrs
survival)

Resectability

S=75.6%
C=63.9%

Comments

Larger number of optimal
cytoreduction

22 mths (median
survival)

S=72%

Low number of aggressive
mutilating procedures and
large number of optimal
procedures achieved

29 mths (median
survival)

Better survival in patients
achieving optimal debulking
and those showing good
response to chemotherapy

S=27 mths

C=29 mths
(median survival)

Rates of aggressive
surgical resection and
morbidity were reduced in
the study group

S=26 mths

C=3 mths
(median survival)

Interval debulking had no
benefit over the primary
surgical debulking in terms
of the diseases-free
survival




@ This Is a prospective comparative study between 2
modalities of treatment in advanced ovarian
carcinoma (stage lll) aiming to elicit the most
suitable protocol of treatment regarding the disease
free survival from the following:

1 - Fifty patients: Neo-adjuvant chemotherapy (three
courses) to be followed by surgery then complete
another three courses of chemotherapy.

2 — Fifty patients: Surgery then full course of
chemotherapy.




@ In the period between Jan 2001 and
Dec 2003

@ One hundred patients were selected

@ Group | Included 50 patients

@ Group Il included another 50 patients

M Follow up periodically every three
months for one year.
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Comparison of martial status, among both groups
under study
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0% 10% 20% 30% 40% 50%

Comparison of Parity, among both groups under
study
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Liver deposits
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Comparison of laparotomy findings, among both groups under study
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Lt. Hemocolectomy
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Sleeve Res. Of stomach

Splenectomy
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Comparison of procedure done among both groups under study
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Comparison of degree of debulking, among both
groups under study
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Serous Mucinous Endometrioid Clear Caell

Comparison of pathology, among both groups
under study
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Int. obstruction

DIC
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Secondary hemorrhage

Reacitonary Hemorrhage

Hematemesis + melena

Inf. Fistula (High)

Int. Festule (Low)

Fecal fistule (Low)

Urinary fistula

DAVALK

Chest infection

Wound dehisence

12.0%

Wound infection 12.0%

No complication
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Comparison of complication after debulking, in both groups under
study




H Optimal m Suboptimal

No complication. Complication

Correlation between postoperative complication
and type of debulking in group |




H Optimal m Suboptimal

No complication Complication

Correlation between postoperative complication
and type of debulking in group Il
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12.0%

- 6.0%

Recurrence within the peritoneal cavity Metastases

Comparison of disease detected during follow up In
both groups
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0-3 months 3-6 months 6-9 months 9-12 months

Frequency of disease detected during follow up for
1 year in both groups




Mortality Mortality
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Mortality Mortality
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Comparison of Mortality, among both groups under
study




Stationary Progressive
disease disease
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Minimal
Partial response

response 5204
34%

Response to chemotherapy before delayed primary
debulking in group Il




Neuropathy

Jaundice/raised liver W Group Il
enzymes

Hypoalbuminemia

Alopecia

Nephrotoxicity

Thrombocytopenia

Anemia

Nausea/vomiting

No complications

Comparison of complications during chemotherapy
among both groups under study




Survival Functions

Group

© Neoadjuvant

g R ERERRRF

+ Neoadjuvant-censored

Adjuvant

+  Adjuvant-censored

Recurrence Time




Cum Survival

Survival Functions

GROUP:

1.00 Adjuvant

Recurrence Time

14

Procedure

9 Suboptimal

+ Suboptimal-censored

Optimal

+ Optimal-censored

Cum Survival

Survival Functions

GROUP:

2.00 Neoadjuvant

Recurrence Time

10

11

12

13

Procedure

9 Suboptimal

+ Suboptimal-censored

Optimal

+ Optimal-censored




Cum Survival

Survival Functions

GROUP: 1.00 Adjuvant

14

Recurrence Time

Pathology

Cthers
Others-censored
TNUcinous
+ Mucinous-censored

Serous

+ Serous-censored

Cum Survival

Survival Functions

Group 2: Neoadjuvant

Pathology

B ZJthers
Others-censored

TNUci nous

+ Mucinous-censored

Serous

+ Serous-censored

Recurrence Time

13




Survival Functions
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Advanced unresectable cases have been converted to @
resectable ones with optimal debulking by the successful

downstaging of neoadjuvant chemotherapy.

Peritoneal resection as well as large bowel resection to =
achieve optimal debulking have been done with low

complication rate in the group receiving neoadjuvant
chemotherapy

This Is a preliminary study and needs a longer follow-up ™
and larger sample size to clarify the benefits of
neoadjuvant chemotherapy and interval cytoreduction on
stage Ill ovarian cancer.







