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The benefit in overall survival and disease-free interval of primary cytoreductive surgery in the 

treatment of ovarian epithelial cancer is undeniable. Likewise, following the publication of the 

EORTC-NCIC 55971 (1), the interval after neoadjuvant chemotherapy surgery has shown similar 

efficacy to the primary surgery. On the other hand the true value of the secondary cytoreduction 

in the treatment of this malignancy is still unknown. Secondary cytoreduction (SC) refers to the 

surgical procedure performed on patients with recurring epithelial ovarian cancer (EOC) and in 

which three premises are fulfilled:  

a) that has been an optimal primary cytoreduction 

b) patients that received a Platinum and taxanes scheme-based chemotherapy have a satisfactory 

and sustained response,  

c) and with a relapse documented from clinical and paraclinical point of view, fact the difference 

from the surgical second-look, modality virtually disused surgery.  

There is a general consensus that in Platinum-resistant patients, i.e. disease-free intervals less 

than 6 months after the last cycle of chemotherapy, there is no benefit to try with rescue surgery. 
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The absence of an effective second-line scheme has been one of the major limitations.  Even in 

patients in whom to achieve an optimal SC, they will fall soon with more aggressive resistant 

disease and also with important postoperative morbidity (2). 

By contrast in patients with platinum-sensible disease (greater than 6 months disease-free 

interval) it has been considered that there is a much higher survival than in Platinum-resistant 

patients, when the optimal SC is carried out before rescue chemotherapy (3, 4).  Rate of optimal 

cytoreduction in a secondary procedure does not differ much from those reported in the 

procedures of primary, reaching 80% in series as the Eisenkop (3).    Likewise, it is well known that 

in patients with platinum-sensible disease using new Platinum schema-based is related to a longer 

survival compared with schemes without Platinum.  The OCEANS study published in 2011 is 

perhaps the most recent evidence of the benefit of a Platinum/Gemcitabine scheme-based with or 

without bevacizumab in recurrence platinum-sensible (5).   

Meta-analysis of Bristow et al (6), published in 2009, which tried to answer the questions about 

the SC, concluded: the only clinic independent variable from a statistical point of view that was 

associated with post-recurrence increased survival, was the complete SC. Indeed, by controlling 

other variables for each 10% increase in the proportion of patients with complete CS, 3 months 

increased in survival was achieved.  In this meta-analysis, there was an overall survival of 30.3 

months (range 10-62 months) in patients with complete SC, i.e. without macroscopic residual 

disease and a rate of postoperative morbidity of 19%.  

With limited evidence, based on retrospective studies has been built a pattern of perception 

slightly favorable to the SC plus chemotherapy, but it is necessary to recognize that the data are 

not conclusive. It is for this reason that last few years search has targeted trying to predict the 

subgroup of patients in which a complete SC can be achieved and which can subsequently receive 

rescue chemotherapy.  

In 2006 the DESKTOP I study (7) recognized that the absence of ascites, good performance status 

using the index of the Eastern Cooperative Oncology Group (ECOG) and cytoreduction without 

macroscopic residual disease in the first intervention were the most reliable factors to predict a 

complete SC. For those patients with these three criteria, the entire CS was achieved in 79% of 

cases, this trio criteria, which is called the AGO-Score (Arbeitsgemeinschaft Gynäkologische 

Onkologie Score) was again validated in the DESKTOP II study in 2011 (8).  

In the same way, but using a prediction model with six criteria Tian WJ et al (9) in 2012, I managed 

to group the patients into two groups, high and low risk, in which a complete SC was achieved in 

20.1 % vs 53.4%, respectively, a difference that was statistically significant. Prediction criteria used 

by this trial were :  

 CA more than or less 105 IU/ml 125,  

 Absence or presence of ascites in relapse  

 FIGO I/II vs III/IV stage 

 ECOG score 0-1 vs 2-3 
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 Residual disease after primary surgery 0mm vs > 0mm.  

 Progression-free interval: less than 16 months vs longer than 16 months vs. 

 

Recently acknowledged the need to consider studies that compare chemotherapy alone vs the SC 

plus chemotherapy in patients with recurrent disease sensitive to Platinum. Currently the main 

object of research on recurrent EOC and platinum-sensible is not only whether there is a benefit in 

survival by adding the surgery, but achieve tools able to identify reliably the subgroup of patients 

in which a SC will be achieved complete.  

To resolve this question three phase 3, randomized, controlled design studies: DESKTOP III, the 

SOCceR and the GOG 213 are currently ongoing in order to establish the true value of secondary 

cytoreduction in CEO. For this it will be necessary to wait for the results of these trials, which 

estimate that they will be published between 2015 and 2017.  

*Servicio de Ginecología Oncológica , Instituto de Oncología y Clínica Santa Sofía, Caracas, Venezuela. 

 

References: 

1) Vergote I, Trope CG, Amant F, Kristensen GB, Ehlen T, Johnson N, et al. Neoadjuvant 

chemotherapy or primary surgery in stage IIIC or IV ovarian cancer. New Engl J Med. 

2010;363:943-953. 

2) Sabatini P, Sriggs D. Salvage Therapy for ovarian cancer. Oncology 1998;12:833-44. 

3) Eisenkop SM, Friedman RL, Spirtos NM. The role of secondary citoreductive surgery in the 

treatment of patients with recurrent epithelial ovarian carcinoma. Cancer 2000;88:144-53. 

4) Rose PG. Surgery for recurrent ovarian cancer. Semin Oncol 2000;27(suppl 7):17-23. 

5) Aghajanian C, Blank SV, Goff BA, Judson PL, TenerielloMG, Husain A, et al. OCEANS: a 

randomized, double-blind, placebo-controlled phase III trial of chemotherapy with or 

without bevacizumab in patients with platinum-sensitive recurrent epithelial ovarian, 

primary peritoneal, or fallopian tube cancer. J Clin Oncol 2012;30:2039–45. 

6) Bristow RE, Puri I, Chi DS. Cytoreductive surgery for recurrent ovarian cancer: a Meta-

analysis. Gynecol Oncol 2009;112:265–74. 

7) Harter P, du Bois A, Hahmann M, Hasenburg A, Burges A, Loibl S, et al. Surgery in recurrent 

ovarian cancer: the Arbeitsgemeinschaft Gynaekologische Onkologie (AGO) DESKTOP 

OVAR trial. Ann Surg Oncol 2006; 13:1702–10. 

8) Harter P, Sehouli J, Reuss A, Hasenburg A, Scambia G, Cibula D, et al. Prospective 

validationstudy of a predictive score for operability of recurrent ovarian cancer: the 

Multicenter Intergroup Study DESKTOP II. A project of the AGO Kommission OVAR, AGO 

Study Group, NOGGO, AGO-Austria and MITO. Int J Gynecol Cancer 2011;21:289–95. 

9) TianWJ, Chi DS, Sehouli J, Trope CG, Jiang R, Ayhan A, et al. A risk model for secondary 

cytoreductive surgery in recurrent ovarian cancer: an evidence-based proposal for patient 

selection. Ann Surg Oncol 2012;19:597–604. 

 

http://www.intervalolibre.wordpress.com/


Intervalolibre 
 

www.intervalolibre.wordpress.com 
June 22nd, 2014 

 

http://www.intervalolibre.wordpress.com/

