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Abstract A laparoscopic approach may be used to improve
the surgical management of advanced ovarian cancer.
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Recent papers [1–5] reemphasized that the survival
outcome of advanced ovarian cancer is related to the
quality of the initial operation and that optimal debulking is
more often achieved by gynecologic oncologists than by
other specialty surgeons, meaning that the initial surgical
care of ovarian cancer should be concentrated in a
gynecologic oncology center. However, at the present time,
only 50% of ovarian cancers are initially managed by a
qualified gynecologic oncologist [2]. To improve this
situation, there are two possibilities: to refer the patient
before surgical diagnosis or before treatment when the
diagnosis of ovarian cancer has been confirmed by
permanent sections. Obviously, the ideal situation would
be to refer all patients to oncology departments before the
surgical diagnosis. However, currently, this ideal situation
appears to be unrealistic.

In contrast, using all of the advantages of endoscopic
surgery, it does seem possible today to improve the
management of patients with ovarian cancer by referring
all patients with advanced ovarian cancer to a compre-

hensive cancer center before treatment. Ovarian cancers
are diagnosed in two surgical circumstances: surgical di-
agnosis of a peritoneal carcinomatosis and the manage-
ment of a suspicious adnexal mass without any peritoneal
dissemination.

In patients with advanced disease, laparoscopy was
recently proposed for assessing whether the disease may
be optimally debulked by laparotomy [6, 7]. Furthermore, it
was shown that, in this indication, trocar site metastasis
does not worsen the prognosis for patients with advanced
ovarian cancer managed using primary or interval debulk-
ing after three cycles of chemotherapy [8]. The value of
interval debulking after three cycles of neoadjuvant
chemotherapy is questionable. A meta-analysis comparing
neoadjuvant chemotherapy and interval debulking with the
usual initial surgical debulking showed that neoadjuvant
chemotherapy is associated with a lower rate of survival
[9]. Each preoperative cycle of chemotherapy was associ-
ated with a mean decrease in survival the time of 4.1 months
[9]. However, each 10% increase in the incidence of
optimal debulking was associated with a 1.9-month
increase in the median survival time [9], confirming a
previous meta-analysis which showed an increase in the
survival time of 1.5 months with each 10% increase in the
incidence of optimal debulking [10].

From these data, we propose that laparoscopy should be
used as a diagnostic procedure to assess all patients with
peritoneal carcinomatosis of unknown origin who are not
referred to a gynecologic oncology department before the
surgical diagnosis. In the case of macroscopically con-
firmed ovarian cancer, the procedure would be stopped
after taking samples for cytology, biopsies of peritoneal
metastasis for permanent sections, and pictures of the
specific peritoneal areas used by oncologists to decide
whether or not peritoneal carcinomatosis is resectable.
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Then, the patient would be referred immediately to a com-
prehensive cancer center with the pathologic results and a
compact disk of the laparoscopy accompanied by a detailed
operative report would be produced.

Thanks to the decreased trauma associated with laparo-
scopic surgery, a second operation or medical treatment is
possible less than a week later. This would be impossible if
the initial surgical diagnosis was achieved by laparotomy.
In the oncology department, decisions concerning the
management would be taken according to the extent of
the disease and the possibilities for scheduling surgery
within a few days. As most oncology centers are normally
busy, it may be difficult to organize early debulking
operations for all of these patients, but it is almost always
possible to start chemotherapy as soon as the diagnosis has
been confirmed with permanent sections. If patients were
referred only after the diagnosis, giving one cycle of
chemotherapy would decrease the survival by 4.1 months
[9]. However, by changing the surgeon, the rate of optimal
debulking would probably increase from 40% to 70% [2],
so the median survival time could increase by 4.5 to
5.7 months [9, 10]. This simple change in the usual man-
agement of patients with peritoneal carcinomatosis of
unknown etiology would allow consistent centralized
referral for the surgical treatment of all patients with
ovarian cancer, without worsening the prognosis of these
patients [3, 8].

Obviously, as not all of the patients operated for a
suspicious adnexal mass have a stage III or IV ovarian
cancer, surgeons managing them should know all of the
rules for an adequate laparoscopic diagnostic procedure and
how to treat benign masses while preserving the ovary
whenever possible [11]. They should also know that, when
an adnexal mass is diagnosed as suspicious at surgery, but
is accompanied by no peritoneal dissemination, surgical
puncture should be avoided and the mass should be entirely
and immediately removed [11]. Indeed, national surveys on
the inadequate laparoscopic management of undiagnosed
ovarian cancer showed that tumor dissemination is very
likely to occur if the adnexa is removed only several days
or weeks after biopsy or puncture of the mass [12, 13]. In
some cases, of course, removal of the adnexa will require
immediate laparotomy [11, 14], as ovarian masses are
absolute contraindications to morcellation [15]. After the
adnexectomy, these patients with an early ovarian cancer
would be referred to an oncology department for a re-
staging procedure. Since, in young patients, the results of
permanent sections are often necessary to decide whether
or not the conservative treatment of an ovarian cancer
is possible, an interval between the adnexectomy and the
staging operation is often inevitable to propose the op-
timal management.

During this initial laparoscopic procedure, the surgical
rules designed to prevent trocar site metastasis should be
applied [16–18]. As trocar site excision should be per-
formed at the time of debulking procedures, the first and
second trocar sites should be placed along the future
midline incision and the lateral trocars should be inserted
perpendicularly to the abdominal wall so that the scar may
be reliably excised [11].

So, making the most of the advantages offered by
laparoscopy, it is possible to offer optimal surgical treat-
ment to every patient without worsening the prognosis.
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