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Why is ovarian cancer is the most 

important cancer at my office?

Rapidly increasing disease 

1st death cause of gyncologic cancers in developed 

countries

Difficulty in early detection: <  40%

Frequent recurrence: >  80%

Poor survival disease: 5-YSR <  50% 

Long post-op adjuvant chemotherapy: >  4 

months

Patient pooling: > 70%



Why extensive surgeries are 

needed in the management of 

ovarian cancer?



Maximum diameter of residual 

tumor. 

<2.0cm,  >2.0cm,  >4.0cm, >6.0cm, 

10.0cm

Maximum diameter of residual tumor

microsocpic, 1.0cm, <2.0cm, 2.0cm

GOG protocols:AJOG 170:170:974, 1994



What kinds of procedure are 

needed in surgical management 

of ovarian cancer?



After completion of 

childbearing, 

consider completion 

surgery

• Surveillance

• Ia, Ic all grade & desire 

fertility  USO  & 

comprehensive staging .

•TAH /BSO & 

comprehensive staging

•Consider NAC if 

impossible optimal 

debulking  (after bx. 

Confirm)

Ia, Ib, G1

Ia, Ib, Ic, 

G2,3 

Taxen/platinum #3-6

Practice Guideline for Ovarian Cancer at NCCK

II, III, IV Taxen/platinum >#6



What is comprehensive staging?

Confirm the pathologic status in whole 

abdominal cavity 

Left upper abdomen 

Right upper abdomen 

Central  abdomen

Pelvis and colon

Pelvic & para-aortic LNs



What is comprehensive staging?



Patient preparation at OR

Skin disinfection 

Upper margin of breast to both knee joint

Down to flank which contact with operation table

Operation table that

perineal approach

accessable 

Warm blanket



Peritoneal exposure
 Upper part

u Kent retractor

 Lower part

u Balfour retractor

Illuminator

Good light source



1. Division from  
transverse colon to 
exposure of lesser sac

Omentectomy

2. Division from 
greater curvature of 
stomach

 L-tube insertion



1. Division of 
ligaments

2. Identification and 
division of splenic
artery and vein

3. Detachment from 

pancreas tail 

Splenectomy



Electrocautery along
a surgical line  
Occlusion of pancreatic duct 
of wirsung

Apply gold TLC

Distal pancreatectomy

Interrupted suture
Apply fibrin glue
Drain in situ  



Diaphragmatic peritonectomy

Maximal elevation of costal      
margin with self-retaining      
retractor 

Kent retractor

 Full mobilization of liver
 division of coronary and 

triangular ligament 

 Exposure of bare area
 Preservation of hepatic vein



Initiating the dissection in free 
of gross disease

Electrocautery device

Metzenbaum scissors

Sponge stick…. 

Diaphragmatic peritonectomy

Counter traction of free 
peritoneal edge

Right angle clamp



 Invasion of diaphragmatic 
muscle and/or central tendon

Diaphragmatic resection

Usual defect
primary suture

Ex) 1-0 Prolene ® 

Very large defect
Prosthetic material 

Ex) Gore Tex mash® 

Suction with catheter  with large 
volume ventilation by 
anesthesiologist

Drain may be remained



Right hepatectomyRight posterior sectionectomy

Right inferior segmentectomy Wedge resection

찍은 사진이 없음.

Hepatic resection



Lesser sectomy

2010.4.28

2010.6.30

2010.5.26

2010.4.6



Surgical technique of Modified posterior 

exenteration

Bristow RE, et al. J Am Coll Surg 197:565–574, 2003

A circumscribing peritoneal incision
Paracolic gutters, cecum, 
terminal ileum, sigmoid colon

Exploration of Retzius space

Exploration of 
pararectal/paravesical space 

Ureter mobilization 

Division of the round ligament 
and IP ligament

Ligation of the uterine vessels 



Case presentation

65 years old female 

Chief complain: RLQ discomfort 

Medical history:

2009. 12. 2: open and biopsy at a university hospital 

Pathology: SCC moderate differentiated

Transfer to NCC: 2010. 1. 4

Op. date: 2010. 1. 13 



small bowel adhesion to pelvis adhesiolysis mass adhesion to side wall

development of Letzius space division of distal ileum 
division of ascending colon



division of round lig. ligation of IP lig. division of ureter

exploration of para-
rectal & vesical space

cutting of hypogastric a. & v. division of sigmoid colon



ligation of left uterine a. opening ant. vaginal wall

ligation of inf. hemorrhoidal a. clamping with Satinsky clamp application of CONTOURTM

exposure of rectal serosa



trans-ureteroureterostomy ileocecal anatomosis descending colo-rectal anatomosis

air leakage test

Op. name: Pelvic peritonectomy, modified
posterior exenteration, ileocecetomy, LAR
and reanatomosis, ureteroureterostomy, 
TOM 

Duration of op.: 10 hrs
Transfusion: 2 pt



(Greer BE, et al. Atlas of Clinical Gynecolgy 1999)

Pelvic & para-aortic LN dissection



Pre-op Post-op



Supra-renal LND

10.04.16 10.03.03



Peritonectomy 

Parietal peritonectomy

Diaphragmatic peritonectomy

Pelvic peritonectomy

Both paracolic gutter peritonectomy

Visceral peritonectomy

Colonic mesentery

Small bowel mesentery

Subhepatic peritonectomy



#Preop. Finding #Postop. Finding

Modified posterior exenteration
Pelvic peritonectomy
PLND & PALND



#Preop. Finding

Bladder muslce

#Postop. 
Finding

Modified posterior exenteration
Pelvic peritonectomy
PLND & PALND
Ileocolic anastomosis



Preop. Finding Postop. Finding

Tumor implant on mesentery
Visceral peritonectomy and fulguration



Does it need comprehensive surgery in 

apparently early stage?



Does it need comprehensive surgery in 

apparently early stage?

Yes.

Why?

30% whose tumor appears apparently early stage have 

occult metastatic disease in the upper abdomen or 

retroperitoneal LNs         

Practical Gynecol Oncol, 3rd ed.: Berek JS et al. 457p

After a comprehensive staging, early stage 

ovarian cancer could be managed adjusted to 

each stage and grade. After completion of 

childbearing, consider 

completion surgery

• Surveillance
• Ia, Ic all grade & desire 

fertility USO  & 

comprehensive staging bx.

•Laparotomy/TAH /BSO & 

comprehensive staging

Ia, Ib, G1

Ia, Ib, G2,3 Taxen/platinum #3-6
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Experiences in early ovarian cancer

Duration: 2001. 1 – 2007. 7

Including criteria: stage I, II

No. of patients: 52

Retrospective analysis:

Kaplan-Meier, Log rank test, SPSS 11.0





Median F/U: 50 m (8-98) 
No death until now

No histology stage DFI Recur 

site

Op Chemo Ds state

1

2

3

Serous

Endometrioid

Endometrioid 

Ib

IIb

IIb

80

26

48

PALN

Lung

Liver

Metastatectomy

-

Metastatectomy

TC#4 중

TC#6 중

4th line chemo

CR

PR

AWD

Survival 

3 recurrences:



Survival comparison

5-yr overall survival: 100%

Survival after
comprehensive staging
in early stage ovarian cancer 

Survival reported by FIGO at 2003



Experiences in advanced ovarian 

cancer

Duration: 2000. 10 – 2007. 10

Including criteria: stage IIIc, IV

No. of patients: 141

Retrospective analysis:

Kaplan-Meier, Log rank test, SPSS 11.0



Name of Operation No.

Total omentectomy 139

Pelvic LN dissection 124

Para-aortic LN 

dissection

125

Low anterior resection 90

Splenectomy 72

Diaphragmatic  

stripping/resection

55

Partial hepatectomy 17

Large bowel  resection 23

Name of Operation No.

Small bowel resection 13

Cholecystectomy 8

Distal pancreatectomy 5

Partial gastrectomy 4

Urinary tract resection 4

Appendectomy 102

Hysterectomy 122

Salpingo-oophorectomy 128

총 141례 (2001.1-2007.8)

Aggressive Surgical Procedures in 

Ovarian Cancer (stage IIIC, IV)



Survival comparison

5-yr OS: 48%

Survival after
comprehensive staging
in stage IIIc-IV ovarian cancer 

Survival reported by FIGO at 2003



Summary
Does comprehensive surgical staging is 

needed in case of early ovarian cancer with 

naked eye?

Of course, it is.

What is comprehensive surgical staging?

Pathologic confirmation of intraperitoneal 

organs and retroperitoneal LNS

But, postop. complications  inturrupting 

chemotherapy should be avoided.



In order to perform these jobs

Knowledgement of anatomy

Acquirement of surgical skill for intraperitoneal 

oragans

Application of up-to-date surgical apparatus

Experienses for postop. management

Rapport with patients and her relatives



Courage

Endurance

 unfailing
faith~

Muti-disciplinary approach

 Intramural

 Fellows, residents,  interns

 Extramural 

 GS (colorectal, hepatic,  gastric)

 CS, OS

 Anesthesia

 Nursing staff
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Thank you for your attention.


