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Abstract
Objective : To assess the management of advanced ovarian cancer at the Pikine National Hospital Center and to assess his prognosis.

Patients and methods : This is a prospective collection on the surgical management of ovarian cancer between July 2017 and March 2019.
This study took place in the Gynecology and Obstetrics department of the National Hospital Center of Pikine. This prospective study brings
together the first 37 cases of ovarian cancer managed by optimal surgery. Included were all patients with an ovarian tumor whose diagnosis had
been made either after a search for malignant cells in the ascites fluid, or after a histological examination of a biopsy sample by laparoscopy. Were
not included in our study, patients who did not benefit from a neither optimal or delayed cytoreductive surgery, or those whose formal diagnosis
had not been made.

Result : The average age of the patients was 54 years with extremes of 31 and 79 years. Only two of our patients were nulligestes (0.8%).
The average body mass index was 24Kg/m?2 with an average weight of 66kg. Serous papillary adenocarcinoma was the most common histological
type (91.1%). The other histological forms were represented by mucinous cancer (3 cases), the granulosa tumor, the cell-ring tumor with a kitten.
The serous papillary carcinomas are all of high grade. Almost all of the patients were in stage III of their disease (82.7%). Among the 37 patients
followed in our department, 29 had undergone optimal debulking surgery. The rest of our patients had received neoadjuvant chemotherapy. That
four of them had benefited secondarily from optimal interval surgery. two patients were refractory to chemotherapy and had never been operated
on. Two other patients died before any treatment. The quality of surgery was assessed using «completeness cancer resection». The tumor residue
was less than 1cm in 2 patients, less than 2cm in 3 others. In addition, it was zero in 22 patients.

Conclusion : This pathology is regularly detected in advanced stages and is most commonly characterized by peritoneal spread of tumor
cells, the formation of ascites fluid and the acquisition of chemoresistance. In our situation, neoadjuvant chemotherapy should be systematic in
our context beyond stage II of the disease.
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Introduction

o he third colon and lung cancer with more than 3,000 deaths estimated in
. is the thi ' .
variaf cancer 1s the third most common cancerm women - ,qg [1,2]. Survival at 5 years, all stages combined, is around 45%
after breast and uterine cancer. It remains the most lethal. Its . .
with a worse prognosis for stages IlI (between 20-40%) and IV

severity, directly linked to the frequency of advanced forms and (around 10%) [3,4].

its prognosis, are conditioned by resectability. This pathology is

the fourth cause of death from cancer in women according to the
National Institute for Public Health Surveillance behind breast,

From 20 years, the treatment of advanced ovarian cancers has
been based on the «dogma» of maximum tumor reduction surgery
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combined with chemotherapy. Without changing the dreaded
prognosis of this disease, this attitude has made it possible to
improve it by better controlling intraperitoneal disease, by overall
increasing the survival time by approximately 10% to 5 years (20
to 25% vs 10 to 15%) and allowing certain groups of patients to
have prolonged survival [5].

With this in mind, the surgeon’s goal is to leave as little tumor
residue as possible. This can lead him to make a particularly
heavy intervention, comprising one or more or less extensive
digestive excesses. Patients must therefore be able to withstand
this type of surgery and be prepared accordingly [5]. In sub-
Saharan Africa, the main difficulty remains the problem of post-
operative resuscitation and, to a lesser degree, the quality of
surgical excision. Furthermore, the contribution of endoscopy in
the resectability decision allows a better selection of patients.

In order to evaluate the management of advanced ovarian
cancer at the Pikine National Hospital Center, we have proposed a
study on this subject. Our goal was:

a) toassess the management of advanced ovarian cancer at
the Pikine National Hospital Center;

b)  toassess his prognosis.

Patients and methods

This is a prospective collection on the surgical management
of ovarian cancer between July 2017 and March 2019. This study

took place in the Gynecology and Obstetrics department of the
National Hospital Center of Pikine. This prospective study brings
together the first 37 cases of ovarian cancer managed by optimal
surgery. Included were all patients with an ovarian tumor whose
diagnosis had been made either after a search for malignant
cells in the ascites fluid, or after a histological examination of a
biopsy sample by laparoscopy. Were not included in our study,
patients who did not benefit from a neither optimal or delayed
cytoreductive surgery, or those whose formal diagnosis had not
been made.

Preoperative Assessment

The preoperative evaluation included a general and
gynecological examination. Pelvic ultrasound, CA 125 marker
assay and computed tomography (CT) of the chest, abdomen and
pelvis were routinely performed and sometimes pelvic magnetic
resonance imaging (MRI). A second reading of the CT scans was
necessary to search for signs of major carcinosis, especially in
the diaphragmatic domes, the presence of which constitutes
a criterion of non-resectability in our practice (Figures 1-3).
All patients without medical or anesthetic contraindications
to laparoscopy were systematically evaluated by laparoscopy.
This strategy allowed us to carry out biopsies and also to make
a staging and especially to decide on resectability. Finally, if the
optimal surgery was deemed feasible, a conversion to laparotomy

was made.

Ve

Figure 1: Glisson’s capsule retractable carcinosis.
N

J

The Operative Stage

All procedures had been performed by the same team of
surgeons. Carbon dioxide was blown in by an approach in the
left hypochondrium and then a 10mm sub-umbilical trocar was
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introduced under visual control. A 5 mm auxiliary trocar was
inserted, preferably above the pubic symphysis. The ascites fluid
was aspirated and its volume recorded in milliliters. Biopsies were
performed to obtain a histological diagnosis. Based on the results
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of the laparoscopy, the patients were classified as having a disease ~ domes or a “frozen” pelvis whose resection would require pelvic
that may or may not be resectable. The criteria for neoadjuvant exenteration (Figure 3). For each patient, we calculated the
chemotherapy were as follows: need for extensive resections of  Fagotti, and Sugarbaker scores based on laparoscopic results, but
the digestive tract (massive damage with agglutination) (Figure these scores were not used to predict resectability. The complexity
1&4), extensive damage to the mesentery (Figure 2), massive of the intervention was assessed using the Aletti score.

damage to the hepatic pedicle (Figure 5) or diaphragmatic
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Figure 3: Massive pelvic involvement with peritoneal carcinosis.
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Figure 4: Retractile carcinosis of the diaphragmatic dome.
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Figure 5: Massive involvement of the mesentery with agglutination of the ileum
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The Post-Operative Stage weight of 66kg (Table 1).

Patients were systematically admitted to intensive care. Table I : Socio-demographic characteristics.
They had all received a blood transfusion there. Usual care was Characterictics of Patients Averages
provided during their hospitalization. Preventive treatment Mean age 54 years
for venous thromboembolic disease was performed with low Mean Weight 66kg
molecular weight heparin. The operative specimens were then BMI 24 kg/m?
sent to the pathological anatomy laboratory. A detailed report of Gestity 6
the intervention was drawn up with a copy given to the patient. It Parity 4

included the results of laparoscopic exploration with evaluation
of the peritoneal carcinosis score (Peritoneal carcinosis index and
modified Fagotti and Fagotti score), amount of ascites fluid and the
different stages of cytoreductive surgery which were evaluated by
the Aletti score. The remaining tumor residues were also assessed

using a cancer completeness resection score.

Data Entry And Analysis

Data was captured and analyzed on SPSS 23 software
for Macintosh. We are mainly interested in the analysis of
socio-demographic data, clinical characteristics, histological
characteristics, operative technique and complications of the

operative procedure. Data was immediately saved.

Result
Socio-demographic characteristics

The average age of the patients was 54 years with extremes of
31 and 79 years. Only two of our patients were nulligestes (0.8%).
The average body mass index was 24Kg/m? with an average
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BMI: body mass index
Clinical characteristics

Only two of our patients had a surgical history; one of an
appendectomy and the other of an ovarian cystectomy for an
alleged benign lesion. Almost all of the patients presented with an
abdominal or pelvic mass (97.1%). Nineteen patients had ascites.
Two patients presented with «Marie Joseph» umbilical nodules at
the time of admission. For two patients, the discovery was made
from a cystectomy performed for a presumed benign lesion. The
average consultation time was 6 months after the onset of the
first symptom. The diagnosis was made on examination of the
operating room in 71.5% of the cases, in 5.8% after a cytology of
the ascites fluid and in 11.6% after a laparoscopic biopsy. This was
due to the results of the often unsuccessful search for malignant
cells in the peritoneal fluid. As a result, the malignant character
was suspected during the laparoscopic examination. The mean of
CA 125 level was 491.2 with a maximum level of 1756 IU/ml. It
was not correlated with resectability (Table 2).
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Table 2: Clinical, histological and operative characteristics.

Patients Characteristics
Papillary serous adeno- . . Adenocarcinoma with kitten Endométriod adenocar-
. Mucinous adenocarcinoma . .
Histological type carcinoma ring cells cinoma
31 (88,5) 3(0,8) 1(0,2) 1(0,2)
. . Low grade High grade
Histological grade 34 (97,1) 1(0,2)
la 11 I v
FIGO stage
3(0,6) 2(0,4) 29 (82,8) 1(0,2)
Minimum Maximum Average
Ascites
0 11000 2400
Minimum Maximum Average
CA 125 level
4 1756 491,2
0 Less than 10 Greater than 10
PCI score
3 14 18
Score <2 2< Score <8 Score >8
Fagotti Score
21 6 7
Score <3 3 <Score<7 Score > 8
Aletti Score
2 24 3
1-10mm 11-20mm > 20mm 0
CCR Score
2 3 2 22

Histological and operative characteristics

Serous papillary adenocarcinoma was the most common
histological type (91.1%). The other histological forms were
represented by mucinous cancer (3 cases), the granulosa tumor,
the cell-ring tumor with a kitten. The serous papillary carcinomas
are all of high grade. Among the 37 patients followed in our
department, 29 had undergone optimal debulking surgery. The
rest of our patients had received neoadjuvant chemotherapy. that
four of them had benefited secondarily from optimal interval
surgery. two patients were refractory to chemotherapy and had
never been operated on. Two other patients died before any
treatment.

During this surgery, only two patients had not undergone a
laparoscopic evaluation because of the size of the ovarian lesions.
The non-resectability decision was retained in 6 patients.

These criteria were represented by:

a.  Asignificant invasion of the mesentery and a significant
part of the ileum and jejunum (Figure 2,3,5).

b. Massive carcinosis with confluent lesions on the Glisson
capsules and the hepatic pedicle (Figure 1&4).

c.  Massive involvement of the greater omentum with
solidification of the stomach and colon and / or ileum (Figure 5).
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d.  Diaphragmatic domes not accessible due to a confluence
of carcinomatous lesions (Figure 1).

e. - significant damage to the pelvic organs (bladder and
rectum) or a non-dissectable pelvis (“frozen” pelvis).

Almost all of the patients were in stage III of their disease
(82.7%). The average amount of ascites fluid was 2400 cc
with extremes of 0 and 11000 cc. A haematological aspect was
associated with unresectable cancer in all cases. The laparotomy
decision, whenever it was deemed possible, was made successfully
(tumor residue absent) in all cases. As a result, laparoscopy was
considered more reliable than thoraco-abdomino-pelvic CT.
Peritoneal carcinosis was assessed using the Fagotti scores and
Sugarbaker’s Peritoneal Carcinosis Index (PCI).

The latter, which although conventionally used during
laparotomy, because of the ease, was the most used. The optimal
resectability threshold is fixed at 10. It varied from 0 to 35 with
an average of 11. It was less than 10 in 14 patients and more than
10 in 18 other patients. As for the Fagotti score, it varied from 0 to
12. It was less than 2 in 21 patients, between 2 and 8 in 6 patients,
the thresholds selected being 2 for total resectability and 8 for

incomplete resectability.

The quality of surgery was assessed using «completeness
cancer resection». The tumor residue was less than 1 cm in
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2 patients, less than 2 cm in 3 others. In addition, it was zero
in 22 patients. The complexity of the surgery and the risk of
complications were assessed by the Aletti score. In 82.7% it was
between 3 and 7, less than 3 in 2 patients and more than 8 in 3
other patients. For these last three patients, a peritonectomy of
the vesico-uterine sac, colonic splints and the anterior abdominal
wall were performed in addition to a «douglassectomy» and
digestive resections.

The complications encountered during this surgery were:
a. a ureteral section

b. 4 injuries of the inferior vena cava

c.  anopening of the bladder.

These various complications were managed during the

intervention.

All of the patients had received

postoperative blood transfusions.

intraoperative and

Post-operative monitoring

In postoperative follow-up, the main difficulty encountered
was long convalescence with an average length of hospital stay of
7 days and extremes of four and 15 days. One case of evisceration
was observed in one patient, however. The aforementioned
intraoperative complications had no repercussions in the
postoperative follow-up. The pathology examination found a
pelvic lymph node involvement in two patients. These were the
nodes of the common iliac bifurcation and the obturator fossa
of an ovarian squamous cell carcinoma (degeneration of an
ovarian teratoma). In the latter, the tumor residue was greater
than 2cm (CCR 3) due to the invasion of the external iliac vessels.
Unfortunately, the consequences were fatal to the patient after 4
months of follow-up.

In another patient, an invasion of the latera-aortic nodes was
found for a high-grade papillary serous adenocarcinoma. After
surgery, all advanced patients had received adjuvant chemotherapy
using a platinum salt (carboplatin) and a taxane (paclitaxel) with 3
to 6 courses. Once this chemotherapy was completed, monitoring
was continued using the CA 125 assay with a quarterly rate.

Discussion
Age and BMI

The average age of patients in our study was 54, range 31
and 79 years of age. Our results were close to those of Elisabeth
CHEREAU and colleagues [6] who obtained a: median age of 57
years. Some of the authors who have carried out studies similar

to ours have had different results: Nebbali in Algeria [7]: average
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age at 65 years in Turkey Kimyon Comert: median age of 47 [8].
This confirms to us that ovarian cancer in advanced stages is
essentially cancer of the menopausal woman. The number of
ovarian carcinomas increases with age and most of these high-
grade cancers are seen in postmenopausal women and those at
the end of genital activity [9]. The average body mass index was
24 Kg/m?2 It is a witness to under nutrition linked to the advanced
stage of the disease.

Histological type

Serous papillary adenocarcinoma was the most frequent
histological type (91.1%) in our study similar to the results of G
Kimyon (9), this result confirms those of the French college of
pathologies [10]. Serous papillary adenocarcinoma is 50-70%
responsible for advanced high-grade ovarian cancer.

Ascites

The average amount of ascites fluid was 2400 cc with extremes
of 0and 11000 ccitwas more related to the ascito-tumor syndrome
of advanced ovarian cancers. Its presence in large quantities was
not correlated with the possibility of surgery [11-13].

The different operating scores

The operative scores used in our study were: the Fagotti score,
the Alleti score, the Sugarbaker Peritoneal Carcinosis Index (PCI)
and the quality of the surgery was assessed using «completeness
cancer resection» [14,15].

Operative complications

The complications encountered during our study were: a
ureteral section, 4 injuries of the inferior vena cava, a bladder
opening. All of the patients had received an intraoperative and
postoperative blood transfusion. Chéreau [6,16] operational
complications 54% (33 patients), 41% of patients were transfused
with 955 ml of blood loss, 6% of intestinal fistulas and 52% of
patients presented with fever. These results are justified with the
results of the operating scores obtained in our study in Table 2.

Prognosis

The prognosis of patients in the management of advanced
ovarian cancer is strongly linked to its local extension, regional
damage, FIGO and TNM classifications and the extent of peritoneal
carcinosis. Tumors without peritoneal carcinosis can be considered
to be lower risk of recurrence while taking into account tumor
volume and abdominopelvic extension. In addition, the size and
capsular rupture of the lymph nodes are important prognostic
factors significantly associated with both overall survival and
poorer recurrence-free survival. In addition, survival is strongly
correlated with the quality of surgery. Thus, it is imperative to
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obtain an optimal quality of resection during surgery (absence of
macroscopic residue) according to the recommendations of Saint-
Paul de Vence of 2019 [13,16].

In our study, in addition to the operational complications
found, we encountered postoperative complications:

a. 1 case of evisceration
b. 2 cases of pelvic lymph node invasion

Regarding mortality in our study, we had one death. It was
one of two patients whose pathology report had identified lymph
node involvement. These were the nodes of the common iliac
bifurcation and the obturator fossa for an ovarian squamous cell
carcinoma (degeneration of an ovarian teratoma). In the latter, the
tumor residue was greater than 2cm (CCR 3) due to the invasion
of the external iliac vessels. Unfortunately, the consequences were
fatal to the patient after 4 months of follow-up.

Conclusion

This pathology is regularly detected in advanced stages
and is most commonly characterized by peritoneal spread of
tumor cells, the formation of ascites fluid and the acquisition of
chemoresistance. Its lethality in relation to the complexity of the
treatment which requires criteria of operability, resectability, the
extension of peritoneal carcinosis requires treatment as soon as
possible by a multidisciplinary medical and surgical team. Through
these first cases managed, we can say that it is possible to manage
these cancers, even at an advanced stage in an optimal way and
thus improve the survival of the patients. For this, neoadjuvant
chemotherapy should be systematic in our context beyond stage
II of the disease.
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