Conclusions and Discussion

The ability of the surgeon to achieve complete or optimal cytoreduction has been
shown to be the strongest indicator for increased DFS and decreased mortality. The
literature shows that the experience of the surgeon is the most important factor in
achieving this outcome.

The surgical volume and clinical expertise at John Muir Health has yielded the
following results:

* Eighty-nine percent rate of complete and optimal cytoreductions
* Two reported surgical mortality
* High rate of preservation of bowel continuity

These indicators show that our program is likely to:
* Increase the quality of life
* Increase the time in remission
* Decrease disease-specific mortality for our patients
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Background

The current gold standard for treatment of ovarian, primary peritoneal and fallopian
tube cancers is cytoreductive surgery followed by intravenous and/or intraperitoneal
chemotherapy (Hennessy 2009). Studies have decisively shown that the outcomes of
progression free survival (PFS) and overall survival (OS) have a direct correlation with
complete removal of visible diseased tissue (complete cytoreduction) or removal of
diseased tissue to <lcm (optimal cytoreduction) (Bristow 2002, Zivanovic 2010). It
has also been demonstrated that achieving complete or optimal cytoreduction has a
strong correlation with the specialization of the surgeon and the volume of cases seen
per year (Olaitan 2001). In addition to survival outcomes, the quality of the woman'’s
life post-surgically can be greatly affected. The experience of the surgeon not only has
been shown to affect survival and disease progression but also can result in a much
lower percentage of patients requiring ostomies and subsequently maintaining normal
bowel function (Mercado 2010). This reduces the burden on the patient post-surgically
and can have a positive impact on body image and returning to normal activities.

Purpose

The study discussed here has collected eight-years (July 2007-December 2014)

of surgical outcome data for women with epithelial ovarian, primary peritoneal and
fallopian tube cancers undergoing cytoreductive surgery at John Muir Health. This
analysis is to monitor if our program is achieving outcomes that have been shown to
be directly related to progression free survival (PFS) and overall survival (OS) in the
literature. Therefore, complete or optimal cytoreduction will be used as a surrogate
end-point.

Demographics
Diagnosis:

Average Age (years) 63 epithelial ovarian cancer 178

Standard Deviation 17 fallopian tube cancer 34

Median Age (years) 64 peritoneal cancer 18

* Excludes 27 neoadjuvant patients
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Methods and Design

A consecutive sample of women less than eighty-years old with
primary ovarian, peritoneal or fallopian tube cancer were admitted for
cytoreductive surgery at John Muir Health. Data collected included age,
diagnosis, disease stage, cytoreductive outcome, ostomy creation and
complications collected prospectively.
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Results

Two hundred thirty women with a mean age of sixty-three years old (standard
deviation seventeen years) were included in the data collection. There were
42 women with stage | disease, 23 with stage Il disease, 119 with stage

[l disease and 46 with stage IV disease. Complete cytoreduction with no
visible residual disease was achieved in seventy four percent of the surgeries,
optimal reduction to <lcm was achieved in fifteen percent of patients and
suboptimal results to >Tcm, in patients where complete cytoreduction was
not safely possible, represented eleven percent of the patients. In patients
requiring resection of the bowel ninety seven percent of cases were able to
have the bowel reanatomosed and in only three percent of the cases was it
necessary for an ostomy to be created.
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