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Preoperative serum CA-125 level as a predictor
for the extent of cytoreduction in patients
with advanced stage epithelial ovarian cancer
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Background. Ovarian cancer is the seventh most common cancer in women worldwide and the eighth most
common cause of cancer death. Due to the lack of effective early detection strategies and the unspecific onset of
symptoms, it is diagnosed at an advanced stage in 75% of cases. The cancer antigen (CA) 125 is used as a prognostic
marker and its level is elevated in more than 85% of women with advanced stages of epithelial ovarian cancer (EOC).
The standard treatment is primary debulking surgery (PDS) followed by adjuvant chemotherapy (ACT), but the later
approach is neoadjuvant chemotherapy (NACT) followed by interval debulking surgery (IDS). Several studies have
been conducted to find out whether preoperative CA-125 serum levels influence treatment choice, surgical resection
and survival outcome. The aim of our study was to analyse experience of single institution as Cancer comprehensive
center with preoperative usefulness of CA-125.

Patients and methods. At the Institute of Oncology Ljubliana a retrospective analysis of 253 women with stage
FIGO IIC and IV ovarian cancer was conducted. Women were divided info two groups based on their primary freat-
ment. The first group was the NACT group (215 women) and the second the PDS group (38 women). The differences
in patient characteristics were compared using the Chi-square fest and ANOVA and the Kaplan-Meier method was
used for calculating progression-free survival (PFS) and overall survival (OS).

Results. The median serum CA-125 level was higher in the NACT group than in the PDS group, 972 IU/ml and 499 1U/
ml, respectively. The PFS in the NACT group was 8 months (95% Cl 6.4-9.5) and 18 months (95% Cl 12.5-23.4) in the
PDS group. The median OS was lower in the NACT group than in the PDS group, 25 months (95% Cl 20.6-29.5) and 46
months (?5% Cl 32.9-62.1), respectively.

Conclusions. Preoperative CA-125 cut off value of 500 IU/mlis a promising threshold to predict a successful PDS.
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Introduction
patients diagnosed with EOC, approximately 15%

Ovarian cancer is the seventh most common cancer
in women around the world, with approximately
240,000 new cases diagnosed each year. Epithelial
ovarian cancer (EOC) is a very aggressive disease
and is the eighth leading cause of cancer death
with five-year survival rates below 45%.! Of all
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of patients will have germline BRCA1 or BRCA2
mutation present. The cumulative ovarian cancer
risk to age of 80 is 36-53% in BRCA1 mutation and
11-25% in BRCA2 mutation. Cumulative ovarian
risk to age of 80 in population without BRCA mu-
tation is 1-2%.%3
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Due to the lack of effective screening strategies
and the unspecific onset of symptoms, EOC is de-
tected in 75% of cases at an advanced stage.* The
initial symptoms are persistent or frequent, non-
specific and mainly include abdominal distension
or flatulence, pelvic or abdominal pain, bloating,
loss of appetite, unexplained weight loss, fatigue
or changes in bowel habits. About 36% of women
with unspecific clinical symptoms make several
visits to their general practitioner before being di-
agnosed with ovarian cancer.’

CA-125, also known as mucin 16 or MUC16, is
a large membrane glycoprotein belonging to the
wide mucin family, encoded by the homonymous
MUC16 gene.® It can be very useful and highly
specific as a prognostic maker, but not as a diag-
nostic tool due to lack of sensitivity.” CA-125 level
is increased in more than 85% of women with an
advanced stage EOC but is only increased in 50%
of stage I cancers.”® CA-125 level may also be in-
creased in almost 6% of women without ovarian
cancer due to adenomyosis, endometriosis, retro-
grade menstrual bleeding or other non-malignant
diseases.”

For decades the standard treatment for EOC has
been primary debulking surgery (PDS) followed
by platinum- and taxane-based adjuvant chemo-
therapy (ACT). A more contemporary approach
is neoadjuvant chemotherapy (NACT) followed
by interval debulking surgery (IDS), but, opinions
on the optimal treatment are still divided.® Despite
different treatment approaches, the prognosis is
mainly influenced by the residual disease after
surgical cytoreduction. Patients benefit most from
complete gross resection or optimal cytoreduction
(residual lesions with a diameter of 1 cm or less).
Suboptimal cytoreduction with residual disease
of more than 1 cm is associated with poorer sur-
vival.' Many studies have attempted to assess dif-
ferent scoring systems which include preoperative
serum CA-125 to determine the patient selection
where optimal primary cytoreduction might be
achievable but results and recommendations are
inconsistent.!-1

The aim of our study was to analyse experience
of single institution as Cancer comprehensive cen-
tre with preoperative usefulness of CA-125.

Patients and methods
Study design

A retrospective observational study was conducted
at the Institute of Oncology Ljubljana, from January
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2005 to December 2014. The data collection and its
analysis were approved by Institutional Ethical
committee.

Patients

Two hundred and fifty-three women with ad-
vanced stage ovarian cancer were enrolled in the
study. All women had histologically confirmed
FIGO stage IIIC and IV EOC. Women were divided
into two groups based on their initial treatment.
The first group consisted of 215 women receiv-
ing NACT (based on carboplatin and paclitaxel),
followed by IDS. The second group consisted of
38 women treated with PDS, followed by ACT (3
courses of the same regimen as NACT). The selec-
tion of women for the specific treatment was based
on the ability to perform a complete gross resection
or to achieve a residual disease of 1 cm or less. This
decision was based on preoperative imaging stud-
ies (abdominal and thoracic CT) and/or diagnostic
laparoscopy in 173 patients. Levels of preoperative
CA-125 did not influence the decision about pri-
mary treatment modality. When option to achieve
complete gross or at least optimal cytoreduction
was considered low, NACT was selected. Patients
were assessed as inoperable (low probability of
< lcm residual disease) if the tumour penetrated
the pelvic wall, if carcinosis of the intestine, intes-
tinal serosa or mesentery was present or if imaging
studies showed tumour spread to distant organs.
The time from NACT to IDS was 4-6 weeks and
the interval from PDS to ACT was 3-4 weeks for all
included women.

Progression-free survival (PFS) was defined as
the time from the date of completion of treatment
to the first radiological evidence of progression.
An increase of CA-125 serum level without clini-
cal signs of recurrence was not counted as progres-
sion, but triggered further radiological examina-
tions. Overall survival (OS) was defined as the in-
terval between the date of diagnosis and the date of
death. The surviving patients were censored at the
time of the last follow-up.

The extent of residual disease was based on the
diameter of the largest single lesion. At complete
gross resection there were no macroscopic lesions,
at optimal resection the lesions had a diameter of
1 cm or less and at suboptimal resection the le-
sions were larger than 1 cm. The study excluded
women with a history of other malignant tumours
or chemotherapy, FIGO stage I or I ovarian cancer,
or non-epithelial histology of ovarian cancer.
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Data collection

Patients enrolled in the study were selected using
the prospective clinical database of the Institute of
Oncology Ljubljana. Clinical variables were col-
lected from electronic hospital records, paper doc-
umentation and pathology reports to determine
eligibility for the study, general characteristics of
the patients, FIGO stage, tumour classification and
histological type. Vital status was determined by
analysing electronic medical records. Data were
collected on the patient’s age, body mass index
(BMI), menopause status, preoperative CA-125,
duration of follow-up and residual disease after
surgery.

Statistical analysis

For demographic data, descriptive statistics were
used. The median survival of the two groups was
calculated based on the non-normal distribution.
The differences in patient characteristics were com-
pared using the Chi-square test and ANOVA. ROC
analysis was performed to determine cuff off val-
ues of serum CA-125 levels. PFS and OS and were
estimated using the Kaplan-Meier method, and the
rates in the two groups were compared using the
log-rank test. P < 0.05 indicated that the difference
between the groups was statistically significant.
The statistical software SPSS for Windows version
26 was used for statistical analysis.

Results

A retrospective analysis of 253 patients with
advanced stage EOC treated at the Institute of
Oncology Ljubljana between January 2005 and
December 2014 was performed. There were 215
(84.9%) women enrolled in the NACT group and
38 (15.1%) women in the PDS group. The character-
istics of the patients are shown in Table 1. Patients
in the PDS group were statistically significantly
younger (53.7 vs. 62.2 years), with lower disease
stage (FIGO IIIC 89.5% vs. 66.6%) and had lower
CA-125 levels (499 IU/ml vs. 972 TU/ml).

In patients with NACT, 57.6% (124/215) had
complete gross resection, 14.0% (30/215) had opti-
mal resection and 28.4% (61/215) had suboptimal
resection (p = 0.002; Table 1).

In women with PDS, 23.7% (9/38) had complete
gross resection, 18.4% (7/38) had optimal resec-
tion and 57.9% (22/38) had suboptimal resection.
Patients with complete gross resection had low-

TABLE 1. Clinical

characteristics (N = 253)

343

PDS

NACT

Characteristic (N = 38) (N = 215) P value
Age-years
Median 53.7 62.2 < 0.001
Range 29-84 39-85
BMI-kg/m?
Median 24.5 23.8 0.210
Range 17.4-45.2 18.2-32.1
Parity-number
Median 2 2 0.080
Range 0-5 0-4
Menopause-years
Median 50 51.5 0.340
Range 37-60 45-58
ASA score
1 7 (18.4) 23 (10.7)
2 22 (57.9) 141 (65.6) 0.780
3 9(23.7) 49 (22.8)
4 0(0) 2 (0.9)
WHO performance status
0 26 (68.4) 96 (44.7)
1 8 (21.0) 85 (40.0)
2 4(10.6) 26 (12.1) 0.130
3 0 (0) 5(2.3)
4 0(0) 3(1.4)
FIGO stage
nec 34 (89.5) 143 (66.6)
0.010
\% 4(10.5) 72 (33.4)
Histologic type
Serous 32 (84.2) 202 (94.0)
Endometrioid 6 (15.8) 8 (3.7) 0.100
Mucinous 0 (0) 3(1.4)
Clear-cell 0(0) 2 (0.9)
Preoperative CA-125- IU/ml
Median 499 972 0.058
Range 59-5739 10-31481
Surgical outcome
Complete gross resection 9 (23.7) 124 (57.6)
Optimal visible residual (<1 cm) 7 (18.4) 30 (14.0) 0.002
Suboptimal (>1 cm) 22 (57.9) 61 (28.4)
Hospitalisation time-days
Median 10 9 0.555
Range 7-28 5-59

ASA = American Society of Anesthesiologist; BMI = body mass index; FIGO = International
Federation of Gynecology and Obstetrics; NACT = neoadjuvant chemotherapy; PDS = primary
debulking surgery; WHO = World Health Organization
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TABLE 2. Median and range CA-125 levels in different surgical outcomes in primary
debulking surgery (PDS) and = neoadjuvant chemotherapy (NACT) group

TABLE 3. Statistical cut off values of serum CA-125 level and
probability fo obtain complete gross or optimal cytoreduction

. - - CA-125 level Sensitivity Number and percentage
Surgical outcomes PDS (N = 38) NACT (N = 215) P value (1U/mi) (%) of patients
CA-125 at diagnosis IU/ml 50 96.5 9 3.5%

. 359 943 100 86.5 33 13.0%
Complete gross resection 59_5739 10-12803
250 74.0 66 26.1 %
) . 512 1006
Optimal resection 0.006
85-1117 48-24524 500 58.0 98 387 %
) . 1522 1063
Suboptimal resection 200-3569 28-31481 750 50.0 128 50.6 %
CA-125 post NACT IU/mlI 1000 42.0 150 59.3%
Complete gross resection 22
P 9 5-2074 CA-125 = cancer antigen 125
) . 36
Optimal resection 15-2180 0.020
. . 68 . . . . . .
Suboptimal resection 90657 According to these guidelines in patients with

CA-125 = cancer anfigen 125

est CA-125 level at the time of diagnosis, 359 1U/
ml respectively. Highest CA-125 level was found
in the group with suboptimal resection, 1522 IU/
ml, respectively.

CA-125 level in NACT group with complete
gross resection at the time of diagnosis was 943 IU/
mL and after NACT 25 IU/ml (97.3% decline). CA-
125 level in NACT group with optimal resection
at the time of diagnosis was 1006 IU/ml and after
NACT 36 IU/ml (96.4% decline). Serum CA-125
level in NACT group with suboptimal resection
at the time of diagnosis was 1063 IU/ml and after
NACT 68 IU/ml (93.6% decline) (Table 2).

Cut off values of serum CA-125 levels and sen-
sitivity to obtain complete gross or optimal cytore-
duction are shown in Table 3. If CA-125 preopera-
tive serum level is 250 IU/ml, there is 74 % chance
to obtain at least optimal cyoreduction (Table 3).

PFS in the NACT group was 8 months (95% CI:
6.4-9.5) and 18 months (95% CI: 12.5-23.4) in the
PDS group (P = 0.008).

The median OS in the NACT group was 25
months (95% CI: 20.6-29.5) and 46 months (95% CI:
32.9-62.1) in the PDS group (p = 0.009).

Discussion

PDS followed by platinum- and taxane-based ACT
was the standard treatment for patients with ad-
vanced stage EOC until 2016, when the American
Society of Clinical Oncology (ASCO) and the
Society of Gynecologic Oncology (SGO) developed
new clinical practice guidelines.!”
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high likelihood of achieving cytoreduction with
residual disease < 1em (ideally no visible disease)
with acceptable morbidity, PDS is recommended
over NACT. For women with high perioperative
risk or a low likelihood of achieving a cytoreduc-
tion with residual disease < lcm (ideally no vis-
ible disease) NACT is the treatment of choice. For
women who are fit for PDS but cytoreduction with
residual disease < 1em (ideally no visible disease)
is unlikely, NACT is also the treatment of choice.
IDS should be performed after three to six cycles
of NACT for women who respond to chemother-
apy or with stable disease.”!” Patients with disease
progression during NACT have a poor prognosis.
Options include alternative chemotherapy regi-
mens, inclusion in clinical trials and/or discontinu-
ation of active cancer therapy and initiation of pal-
liative supportive care. The role of surgery in pal-
liative care is limited.!8%

There were studies published before year 2016
which showed non-inferiority of NACT compared
to PDS.2-2 Therefore also at our institute patients
were treated with NACT where low chances to
achieve at least optimal PDS were expected.

We studied the use of preoperative serum CA-
125 levels to predict the likelihood of achieving at
least optimal PDS or IDS in patients with advanced
stage EOC.

Many studies have attempted to assess the abil-
ity of preoperative serum CA-125 level and vari-
ous scoring systems to determine the patient selec-
tion where optimal primary cytoreduction can be
achieved.

As expected, our results confirmed that the
higher the CA-125 level is, the lower is probabil-
ity to achieve optimal cytoreduction. At the pre-
operative CA-125 cut off value of 500 IU/ml the
probability of achieving complete gross or at least
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optimal cytoreduction in patients with advanced
stage EOC was 58%. The probability increased to
74% at the cut off value of 250 IU/ml. These results
add further data on usefulness of CA-125 levels as
predictive factor for type of resection and are con-
sistent with results published by other authors.!213

Vorgias et al.'? and Kang et al.’® showed that
CA-125 level above 500 IU/ml correlates with a
more complex and radical surgical procedure and
a worse outcome. Cut off value of 500 IU/ml had
sensitivity ranging from 49% to 78% and specific-
ity ranging from 59% to 77%. They reported that
CA-125 levels above 500 IU/ml were strongly cor-
related with a suboptimal cytoreduction and poor-
er overall survival in patients with advanced EOC.

Furthermore, Arab et al."" established a model for
predicting optimal surgical outcome, in which a CA-
125 value of 420 IU/ml or less, the absence of massive
ascites and liver metastases were shown to be sig-
nificant factors in achieving optimal cytoreduction.

However, Chi et al.'* reported that preoperative
CA-125 value of more than 500 IU/ml had no pre-
dictive usefulness on the surgical outcome after an
extensive upper abdominal surgery. A preopera-
tive value of CA-125 above 500 IU/ml was associ-
ated with a probability of only 22% for optimal cy-
toreduction, but when extensive upper abdominal
surgery was performed, the rate of optimal cytore-
duction increased to 75% and the preoperative CA-
125 value was no longer an independent predictor
of surgical outcome.

If optimal PDS is not achievable or patients are
not suitable for extensive surgery, NACT and IDS
are indicated. These patients usually have higher
preoperative CA-125 levels and a higher disease
burden than patients treated with a PDS. This was
also the case in our patients where patients with
NACT and IDS had higher disease stage (FIGO IV
33.4% vs. 10.5%) and higher preoperative CA-125
levels (972 IU/ml vs. 499 IU/ml).

Rodriguez et al.’> reported that a preoperative
CA-125 level of less than 100 IU/ml may be a suit-
able predictor of complete gross resection rather
than optimal cytoreduction. According to our re-
sults preoperative CA-125 levels of less than 100
IU/ml can be expected in only 13% of patients. At
an arbitrary cut off value of 250 IU/ml the prob-
ability to obtain complete gross or optimal cytore-
duction is 75% and roughly one forth (26.1%) of
all patients with EOC belong to this group. If we
increase the cut off value to 500 IU/ml about one
third (38.7%) of patients will be included and the
probability to obtain complete gross or optimal cy-
toreduction will be 58%.

After NACT the role of CA-125 to predict com-
plete gross or optimal cytoreduction is even more
complex. Pelissier et al.!* found out that a preop-
erative CA-125 level of less than 75 IU/ml after the
third cycle of NACT predicted a complete IDS. CA-
125 of less than 200 IU/ml can be an independent
predictor of complete gross IDS and also a predic-
tor of chemosensitivity according to Zeng et al.?.
However, after NACT the percentage of reduction
is probably even more important than the absolute
decrease in the CA-125 value. A reduction of at
least 90% indicates a better response of the tumour
to treatment and therefore correlates with a better
surgical outcome and better overall survival.®

Our study showed that patients with CA-125 se-
rum reduction of more than 96.4% achieved higher
complete gross and optimal IDS rate in comparison
to patients with lover reduction of serum CA-125
level. It is well established that CA-125 serum lev-
el represents the tumour burden in most patients
with advanced stage EOC. Sharp CA-125 serum
level reduction during NACT might reflect the
chemosensitivity of the tumour. This might be a
predictive factor for surgical outcome. However,
we cannot predict in advance the reduction of CA-
125 level and therefore cannot predict the benefit
of NACT.

A study published by Gupta et al.?° showed that
a 95% reduction of CA-125 levels and an absolute
preoperative CA-125 level of 100 IU/ml or less pre-
dicted complete gross resection after NACT.

Kessous et al.? think that the regression coef-
ficient is impractical for clinical daily routine and
found out that an early reduction of CA-125 levels
by the third cycle of NACT can best predict surgi-
cal outcome and patients overall survival.

Our study showed that NACT group had short-
er OS and PSF compare to PDS group. The median
PFS and OS for patients in the NACT group was 8
and 25 months, compared to 25 and 49 months in
the PDS group, respectively. This is consistent with
data published by Mueller et al.?® but in contrast to
EORTC/NCIC and CHORUS study.?*? The expla-
nation for our results is that women treated with
NACT had a higher disease burden, a higher FIGO
stage, a higher CA-125 level at time of diagnosis
and were older in comparison to PDS group.

Patients included in before mentioned three
studies were of comparable age, FIGO stage and
had comparable preoperative CA-125 levels.

According to Maner and Machida NACT can
be associated with lower peri- and postoperative
morbidity and mortality and shorter hospital stay
but PDS may offer a better chance of survival in
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selected patients.’*®! Median hospital stay in our
patients treated with IDS (9 days) was not differ-
ent from patients treated with PDS (10 days, p =
0.555) which is consistent with the study published
by du Bois.* However, patients treated with PDS
had better survival as already mentioned.

There are limitations to our study among which

are its retrospective nature and that there were no
generally accepted selection criteria at that time for
which patients are candidates for PDS or NACT.

Conclusions

Preoperative CA-125 cut off value of 500 IU/ml is
a promising threshold to predict a successful PDS.
After NACT a decline of CA-125 of more than 96.4%
predicts at least optimal cytoreduction of IDS.

References

10.

11.

12.

13.

Momenimovahed Z, Tiznobaik A, Taheri S, Salehiniya H. Ovarian cancer in
the world: epidemiology and risk factors. Int J Womens Health 2019; 11:
287-99. doi: 10.2147/1)WH.5197604

Kuchenbaecker KB, Hopper JL, Barnes DR, Phillips K-A, Mooij TM, Roos-
Blom MJ, et al. Risks of breast, ovarian, and contralateral breast cancer
for BRCA1 and BRCA2 mutation carriers. JAMA 2017; 317: 2402-16. doi:
10.1001/jama.2017.7112

Neff RT, Senter L, Salani R. BRCA mutation in ovarian cancer: testing, implica-
tions and treatment considerations. Ther Adv Med Oncol 2017; 9: 519-31.
doi: 10.1200/JC0O.2003.01.068

Bast RC Jr. Status of tumor markers in ovarian cancer screening. J Clin Oncol
2003; 21(10 Suppl): 200s-5s. doi: 10.1200/JC0O.2003.01.068

Yawn BP, Barrette BA, Wollan PC. Ovarian cancer: the neglected diagnosis.
Mayo Clin Proc 2004; 79: 1277-82. doi: 10.4065/79.10.1277

Bottoni P, Scatena R. The role of CA 125 as tumor marker: biochemical and
clinical aspects. Adv Exp Med Biol 2015; 867: 229-44. doi: 10.1007/978-94-
017-7215-0_14

Yang WL, Lu Z, Bast RC. The role of biomarkers in the management of
epithelial ovarian cancer. Expert Rev Mol Diagn 2017; 17: 577-91. doi:
10.1080/14737159.2017

Sundar S, Neal RD, Kehoe S. Diagnosis of ovarian cancer. BMJ 2015; 351:
h4443. doi: https://doi.org/10.1136/bmj.h4443

Elies A, Riviere S, Pouget N, Becette V, Dubot C, Donnadieu A, et al. The role
of neoadjuvant chemotherapy in ovarian cancer. Expert Rev Anticancer Ther
2018; 18: 555-66. doi: 10.1080/14737140.2018.1458614

du Bois A, Reuss A, Pujade-Lauraine E, Harter P, Ray-Coquard |, Pfisterer J.
Role of surgical outcome as prognostic factor in advanced epithelial ovarian
cancer: a combined exploratory analysis of 3 prospectively randomized
phase 3 multicenter trials: by the Arbeitsgemeinschaft Gynaekologische
Onkologie Studiengruppe Ovarialkarzinom (AGO-OVAR) and the Groupe
d’Investigateurs Nationaux Pour les Etudes des Cancers de I'Ovaire
(GINECO). Cancer 2009; 115: 1234-44. doi: 10.1002/cncr.24149

Arab M, Jamdar F, Sadat Hosseini M, Ghodssi-Ghasemabadi R, Farzaneh
F, Ashrafganjoie T. Model for prediction of optimal debulking of epithelial
ovarian cancer. Asian Pac J Cancer Prev 2018; 19: 1319-24. doi: 10.22034/
APJCP.2018.19.5.1319

Vorgias G, lavazzo C, Savvopoulos P, Myriokefalitaki E, Katsoulis M, Kalinoglou
N, et al. Can the preoperative Ca-125 level predict optimal cytoreduction in
patients with advanced ovarian carcinoma? A single institution cohort
study. Gynecol Oncol 2009; 112: 11-5. doi: 10.1016/j.ygyn0.2008.09.020

Kang S, Kim TJ, Nam BH, Seo SS, Kim BG, Bae DS, et al. Preoperative serum
CA-125 levels and risk of suboptimal cytoreduction in ovarian cancer: a
meta-analysis. J Surg Oncol 2010; 101: 13-7. doi: 10.1002/js0.21398

Radiol Oncol 2021; 55(3): 341-346.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

Chi DS, Zivanovic O, Palayekar MJ, Eisenhauer EL, Abu-Rustum NR, Sonoda
Y, et al. A contemporary analysis of the ability of preoperative serum CA-125
to predict primary cytoreductive outcome in patients with advanced ovar-
ian, tubal and peritoneal carcinoma. Gynecol Oncol 2009; 112: 6-10. doi:
10.1016/j.ygyno.2008.10.010

Rodriguez N, Rauh-Hain JA, Shoni M, Berkowitz RS, Muto MG, Feltmate C, et
al. Changes in serum CA-125 can predict optimal cytoreduction to no gross
residual disease in patients with advanced stage ovarian cancer treated
with neoadjuvant chemotherapy. Gynecol Oncol 2012; 125: 362-6. doi:
10.1016/j.ygyno.2012.02.006

Pelissier A, Bonneau C, Chéreau E, de La Motte Rouge T, Fourchotte V, Darai
E, et al. CA125 kinetic parameters predict optimal cytoreduction in patients
with advanced epithelial ovarian cancer treated with neoadjuvant chemo-
therapy. Gynecol Oncol 2014; 135: 542-6. doi: 10.1016/j.ygyno.2014.09.005

Wright AA, Bohlke K, Armstrong DK, Bookman MA, Cliby WA, Coleman RL,
et al. Neoadjuvant chemotherapy for newly diagnosed, advanced ovarian
cancer: Society of Gynecologic Oncology and American Society of Clinical
Oncology clinical practice guideline. J Clin Oncol 2016; 34: 3460-73. doi:
10.1200/JC0.2016.68.6907

Orr B, Edwards RP. Diagnosis and treatment of ovarian cancer. Hematol
Oncol Clin North Am 2018; 32: 943-64. doi: 10.1016/j.hoc.2018.07.010

Eisenhauer EA. Real-world evidence in the treatment of ovarian cancer. Ann
Oncol 2017; 28(Suppl 8): viii61-5. doi: 10.1093/annonc/mdx443

Vergote |, Tropé CG, Amant F, Kristensen GB, Ehlen T, Johnson N, et al.
Neoadjuvant chemotherapy or primary surgery in stage IlIC or IV ovarian
cancer. N Engl J Med 2010; 363: 943-53. doi: 10.1056/NEJM0a0908806

Schwartz PE. Neoadjuvant chemotherapy for the management of ovarian
cancer. Best Pract Res Clin Obstet Gynaecol 2002; 16: 585-96. doi: 10.1053/
beog.2002.0304

Morice P, Dubernard G, Rey A, Atallah D, Pautier P, Pomel C, et al. Results
of interval debulking surgery compared with primary debulking surgery
in advanced stage ovarian cancer. J Am Coll Surg 2003; 197: 955-63. doi:
10.1016/j.jamcollsurg.2003.06.004

Pecorelli S, Odicino F, Favalli G. Interval debulking surgery in advanced epi-
thelial ovarian cancer. Best Pract Res Clin Obstet Gynaecol 2002; 16: 573-83.
doi: 10.1053/beog.2002.0302

ZengJ, YinJ, Song X, Jin Y, Li Y, Pan L. Reduction of CA125 levels during neo-
adjuvant chemotherapy can predict cytoreduction to no visible residual dis-
ease in patients with advanced epithelial ovarian cancer, primary carcinoma
of fallopian tube and peritoneal carcinoma. J Cancer 2016; 7: 2327-32. doi:
10.7150/jca.16761

Mahdi H, Maurer KA, Nutter B, Rose PG. The impact of percent reduction
in CA-125 levels on prediction of the extent of interval cytoreduction and
outcome in patients with advanced-stage cancer of Miillerian origin treated
with neoadjuvant chemotherapy: Int J Gynecol Cancer 2015; 25: 823-9. doi:
10.1097/1GC.0000000000000434

Gupta M, Patel SM, Arora R, Tiwari R, Dave P, Desai A, et al. Does preopera-
tive CA-125 cutoff value and percent reduction in CA-125 levels correlate
with surgical and survival outcome after neoadjuvant chemotherapy in
patients with advanced-stage ovarian cancer? — Our experience from a
tertiary cancer institute. South Asian J Cancer 2020; 9: 30. doi: 10.4103/sajc.
sajc_53_17

Kessous R, Wissing MD, Piedimonte S, Abitbol J, Kogan L, Laskov |, et al.
CA-125 reduction during neoadjuvant chemotherapy is associated with
success of cytoreductive surgery and outcome of patients with advanced
high-grade ovarian cancer. Acta Obstet Gynecol Scand 2020; 99: 933-40. doi:
10.1111/ao0gs.13814

Mueller JJ, Zhou QC, lasonos A, O’Cearbhaill RE, Alvi FA, El Haraki A, et al.
Neoadjuvant chemotherapy and primary debulking surgery utilization for
advanced-stage ovarian cancer at a comprehensive cancer center. Gynecol
Oncol 2016; 140: 436-42. doi: 10.1016/j.ygyno.2016.01.008

Kehoe S, Hook J, Nankivell M, Jayson GC, Kitchener H, Lopes T, et al. Primary
chemotherapy versus primary surgery for newly diagnosed advanced ovar-
ian cancer (CHORUS): an open-label, randomised, controlled, non-inferiority
trial. Lancet 2015; 386: 249-57. doi: 10.1016/50140-6736(14)62223-6

Mahner S, Trillsch F, Chi D, Harter P, Pfisterer J, Hilpert F, et al. Neoadjuvant
chemotherapy in ovarian cancer revisited. Ann Oncol 2016; 27(Suppl 1):
i30-2. doi: 10.1093/annonc/mdw092

Machida H, Tokunaga H, Matsuo K, Matsumura N, Kobayashi Y, Tabata T, et
al. Survival outcome and perioperative complication related to neoadjuvant
chemotherapy with carboplatin and paclitaxel for advanced ovarian cancer:
a systematic review and meta-analysis. Eur J Surg Oncol 2020; 46: 868-75.
doi: 10.1016/j.€js0.2019.11.520

du Bois A, Baert T, Vergote |. Role of neoadjuvant chemotherapy in ad-
vanced epithelial ovarian cancer. J Clin Oncol 2019; 37: 2398-405. doi:
10.1200/JC0.19.00022




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.5
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 100
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 200
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 200
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 1.30
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 10
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 300
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 800
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on '[Smallest File Size]'] Use these settings to create Adobe PDF documents best suited for on-screen display, e-mail, and the Internet.  Created PDF documents can be opened with Acrobat and Adobe Reader 6.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing false
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


