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The relapse 

 

Jorge Sánchez-Lander* 

"Although the situation is very serious, yet no one is demoralized; we do mutual displays of enthusiasm, but oppress the heart when the 

sled stops ..." 

Robert Falcon Scott, Scott´s last expedition: The Journals 1910-1912. 

In oncology healing is indeed desirable, possible and successful, it is a perfectly real fact, 

but it is as real as relapse. The return of the disease is one of the most devastating 

moments for a patient and the family, it can sometimes generate a greater emotional 

burden that was experienced after the initial diagnosis. It is also undoubtedly a critical 

time for the medical team. Relapses have many and varied forms of presentation as 

causes. The most important factors in this phenomenon are, briefly, those tumors with 

aggressive biology, insufficient treatment, previous state of host or, as is more often, of 

unknown cause. As we see, even trying to rationalize the facts, relapse remains as an 

event of great physical and emotional impact for all.   

Setting aside the reasons why relapse is a frustrating fact, there are aspects that we must 

evaluate when analyzing it from a broad perspective. The view that cancer is a disease 

that behaves as an acute disease, such as a lower respiratory tract infection, it is in most 

of the cases a misperception. Only some early stage tumors, as with endometrial cancer or 

cervical cancer, or tumors with less aggressive biological behavior, such as basal cell 

carcinoma, can be perceived under this model. In many cases the cancer does not behave 

under this scheme, of diagnosis, treatment and cure indefinitely. Unfortunately tends to 

behave as a chronic disease with symptoms of more or less prolonged remission 

alternating with periods of relapse and treatment that induces, in many cases a new 

remission. It is for these reasons that epithelial ovarian cancer (EOC) is perhaps one that 

best suits to this chronic disease scheme.  

In tumors of aggressive behavior, as EOC, we know that an effective tool could be the 

early detection, but unfortunately is diagnosed as an advanced lesion in 75% of patients. 

While efforts are made to design an effective screening system, these have been 

disappointing. Today with the advent of serum markers with more sensibility and 

specificity, some good news start to be seen. The study UKTOCS, which will close in 2014, 
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is today the latest attempt to prove that a screening program for EOCs is feasible and 

could help to decrease mortality rates.  

As regards the surgical treatment is aimed, from the works of Griffith et al in the 1970's, to 

the elimination of the greater amount of disease or in the best of cases, all of this. A 

standardized surgical protocol, determined to make the maximum effort to achieve 

optimal reduction of the disease is currently accepted. With breakpoints that have passed 

for the year 1975 from 1.5 cm to 1 cm per focus in the early nineties, it continues to 

pursue, in a way, to gross disease. Regarding adjuvant chemotherapy, experience with 

drugs such as melphalan, cyclophosphamide, etc., is followed by the formidable Platinum 

Era starting in the 80s and can be considered historically a turning point. The use of 

platinum derivatives such as carboplatin, combined with taxanes such as paclitaxel, from 

the late nineties, has allowed a treatment, which together with maximum cytoreductive 

surgery is the most effective that has been known to date for the EOC. With all this and 

the recent use of new tools such as bevacizumab and intraperitoneal chemotherapy, 

relapse remains a common and disturbing fact that sometimes we might give the 

impression of being stuck. Fortunately, one of the facts that have changed is the time 

when the relapse occurs, which has been slowly improving. This period, called 

progression-free survival (PFS) is the time from the last cycle of chemotherapy after 

surgery until relapse and is one of the most reliable markers to measure the effectiveness 

of treatment mainly because it measures the time, in months, in which a patient remains 

alive and disease free. This marker, of relatively recent use in oncology, is also much more 

specific than the monitoring of overall survival. 

In a recent communication from the National Cancer Intelligence Network in the UK, it 

was reported that it has increased the average overall survival at five years, for all stages, 

from 33% in 2001 to 44% in 2011, down from EOC mortality in that country, of about 20% 

in that decade. To interpret these numbers as a victory over this deadly disease might look 

somewhat arrogant, but is ultimately a surplus with which to account after more than 

forty years of successful pairing between surgery and chemotherapy. Designing an 

improvement of these numbers in the coming years will be mainly through the 

development of new drugs with sustained responses over time and with less toxicity. 

Debulking surgery has been considered as the backbone of the treatment of the EOC, but, 

without denying its indisputable contribution, that perception is changing. It is, in the 

development of more potent drugs, more accurate and a more sustained over time, 

where most research on EOC focuses and where they have placed high hopes. 

Appropriate, rational and multidisciplinary handling of the relapse would allow, in a good 

proportion, a successful rescue and probably a new remission. A long progression-free 

survival may be an excellent proposal for the patient and family, especially when this time 
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allows a life expectancy ever closer to that expected in the case of no neoplasia. A long 

progression-free survival equals no cure, but how much can come to resemble. 

 Instituto de Oncología Luis Razetti y Clínica Santa Sofía, Caracas, Venezuela 

 


