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INTRODUCTION 

Ovarian cancers account for only 23% of all 

gynaecological malignancies but are responsible for 47% 

of all deaths due to female genital tract cancers.1 The 

five-year survival for all stages is 45.6% and at least two 

thirds of the patients present with locoregionally 

advanced disease. Management strategy revolves around 

a combination of cytoreductive surgery and 

chemotherapy, but up to 80% relapse and are incurable.2 

Cytoreductive surgery involves extensive surgical 

procedures with morbidity paralleling the extent of 

surgery. Interval cytoreductive surgery in selected stage 

III and IV ovarian cancer has been shown to be non-

inferior to primary cytoreduction with the advantage of 

reduced morbidity.3  

The role of lymphadenectomy in ovarian cancers has 

been controversial with clear evidences supporting its 

staging and prognostic role, however a therapeutic benefit 

particularly in advanced in disease continues to be 

debatable.4 In contrast to results of retrospective studies 

the only prospective study till date has reported no 

overall survival benefit to systematic pelvic and para 

aortic lymphadenectomy.5 In the absence of a survival 

benefit removal of bulky nodes only or random sampling 

as opposed to a full lymphadenectomy has the benefit of 

reduction in surgical morbidity. 
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predominate histology and the majority were in stage III disease (84%). Optimal cytoreduction was achieved in 93%. 
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5.2). Nodal positivity was observed in just one patient (3%). A total of 314 were nodes examined with only 2 (0.6%) 

yielding persistent disease. The nodal positivity yield tested as a categorical variable by the binomial test returned 
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We performed a retrospective analysis of our records to 

assess if a systematic pelvic lymphadenectomy is 

required as a component of interval cytoreductive surgery 

for ovarian cancer.  

METHODS 

Medical records of patients with a diagnosis of ovarian 

cancer and treated at our institution in 2016 were 

evaluated for study inclusion. Patients with a histological 

or cytological diagnosis of ovarian cancer and in 

presumed clinical stages III or IV were selected for the 

study. All the patients prior to interval cytoreduction 

were treated with at least 3 cycles of a platin/taxane 

combination chemotherapy. A thorough physical 

examination, comparison of pre-and post-chemotherapy 

tumor marker levels (CA-125 and CEA) and CT 

abdomen was done to determine the suitability for 

interval cytoreduction. Persistence of gross ascites or 

unequivocal imaging evidence predictive of suboptimal 

cytoreduction were excluded from the study. None of the 

study patients met imaging criteria of nodal involvement 

at presentation. Patients with incomplete records, 

metastatic cancers to ovary or presenting with 

synchronous ovarian and other malignancy were also 

excluded from the study. Treatment with a combination 

chemotherapy other than platin /taxane was also used as 

an exclusion criteria. 

Debulking surgery involved total abdominal 

hysterectomy, bilateral pelvic lymphadenectomy, supra 

colic omentectomy and other additional procedures as 

required for an optimal cytoreduction. Routine para aortic 

nodal dissection was not practiced however suspicious 

nodes were sampled for pathological assessment. The 

pathological specimen was evaluated by a single 

pathologist as per college of American pathologist 

guidelines.6 The presence of residual disease, histological 

type, nodal yield and nodal positivity determined. Over 

all nodal positivity of the study cohort determined and 

statistical significance tested with a binomial test. An 

estimated probability of 0.66 for nodal positivity was 

used for the binomial test based on results from published 

literature. A P value of less than 0.05 was considered as a 

significant result.  

RESULTS 

The study included 32 patients with a mean age of 56 

years (41-76). Serous papillary tumors (42%) were the 

predominate histology and the majority were in stage III 

disease (84%). Six patients achieved a pathological 

complete response with no demonstrable tumor on 

histological examination. Optimal cytoreduction was 

achieved in 93%. The mean nodal harvest was 9.8 nodes 

with left pelvic dissection yielding slightly more nodes 

than the right (4.5 vs 5.2). Nodal positivity was observed 

in just one patient (3%). A total of 314 were nodes 

examined with only 2 (0.6%) yielding persistent disease. 

The nodal positivity yield tested as a categorical variable 

by the binomial test returned P=0.0001. The baseline 

study characteristics and results are shown in Table 1.  

Table 1: Baseline study data. 

Sample size N=32 (%) 

Age (mean) 56 years (41-76 years) 

Histology     

Serous 15 (46%) 

Endometroid  08 (25%) 

Mucinous  03 (09%) 

Un typeable  06 (18%) 

Grade           

High   26 (81%) 

Low  02 (06%) 

Stage           

III 27 (84%) 

IV 05 (16%) 

Nodal yield 

Right vs left (4.5 vs 5.2) 

Mean 9.8 nodes 

 

Nodal positivity 

P=0.0001(Binomial test ) 

01 (3%) 

 

Optimal cytoreduction   

Yes 30 (93%) 

No 02 (07%) 

DISCUSSION 

Lymphadenectomy as a component of cytoreductive 

surgery has been strongly contested over a few years with 

retrospective studies claiming a survival benefit. The 

extent of lymphadenectomy is another debatable issue 

with some arguing for full paraortic and pelvic nodal 

dissection in the optimally cytoreduced patients while 

others recommend practicing only excision of bulky 

nodes. It is important to realize these studies have been 

done on primarily cytoreduced patients with no 

preoperative chemotherapy and consequently a nodal 

positivity rate of 65% (macro and microscopic) has been 

reported.7-10 However in contemporary practice most 

patients are subjected to interval cytoreduction after 

neoadjuvant chemotherapy. It is possible the nodal 

positivity rate may be much lesser obviating the need for 

nodal dissection as a part of interval cyto reduction. 

Present study has demonstrated a positive nodal rate of 

only 3% suggesting a comprehensive pelvic nodal 

dissection may be reserved for only nodes with bulky 

disease after neoadjuvant chemotherapy. 

Fagotti et al in a retrospective study observed a 2-year 

progression-free survival rate of 36 versus 25% 

(p=0.834), and 2-year overall survival rate of 69 versus 

88% (p=0.777), between systematic lymphadenectomy 

compared with no lymphadenectomy during interval 

cytoreduction. They also noted significant higher 

operating times and more blood transfusion in the 

lymphadenectomy group A non-significant trend of lesser 

nodal recurrences (4 vs 7%) was observed in the 

lymphadenectomy group.11 Iwase et al in a recent 
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retrospective review noted that after interval debulking, 

despite positive pelvic and para aortic nodes identified in 

39% of patients, no progression free or overall survival 

difference was observed between systematic 

lymphadenectomy and no nodal dissection. This study 

also confirmed higher morbidity associated with 

systematic nodal dissection.12 A similar result was also 

reported by Schwartz et al.13 

Present study has a few limitations including a small 

sample size and a lesser nodal yield. Pacini et al defined 

an adequate pelvic lymphadenectomy as yielding at least 

25 nodes but rouzier et al in a SEER data base review of 

49,783 patients found a significant difference in survival 

among nodal groups 0, 1-9 and more than 10 nodes hence 

our mean nodal yield of 9.8 nodes is unlikely to confound 

results.14 It is also possible that preoperative 

chemotherapy has modified the nodal positivity and 

perhaps these study patients had low nodal involvement 

as evidenced by no patient unequivocally satisfying 

imaging criteria suggestive of nodal metastasis. The other 

major limitation is the absence of survival data to prove 

the absence of a clinical benefit in omitting a 

comprehensive nodal dissection during interval 

cytoreductive surgery. 

CONCLUSION 

A systematic pelvic lymphadenectomy for stage III and 

IV ovarian cancer during interval cytoreductive surgery 

appears to have low positive nodal yield. It is possible to 

omit pelvic nodal dissection during interval cytoreduction 

in otherwise optimally cytoreduced patients particularly 

when imaging and intraoperative assessment are not 

suggestive of pelvic nodal metastasis. These results 

warrant a larger, well designed prospective study with 

incorporation of survival endpoints to prove the lack of a 

clinical benefit to routine full pelvic lymphadenectomy at 

interval cyto reductive surgery. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: The study was approved by the 

Institutional Ethics Committee 

REFERENCES 

1. Bereka JS, Crumb C, Friedlanderc M. Cancer of the 

ovary, fallopian tube, and peritoneum. Intern J Gyne 

Obst. 2015;131(2):S111-22. 

2. Ganghadaran SGD. Management of Platinum 

Resistant – Refractory Ovarian Cancer: A Short 

Review. J Can Rese  Treat. 2016;4(2):32-6. 

3. Vergote I, Tropé CG, Amant F, Kristensen GB, 

Ehlen T, Johnson N, et al. Neoadjuvant 

chemotherapy or primary surgery in stage IIIC or IV 

ovarian cancer. N Engl J Med. 2010;363(10):943-

53. 

4. Angioli R, Plotti F, Palaia I, Calcagno M. Update on 

lymphadenectomy in early and advanced ovarian 

cancer. Curr Opin Obstet Gynecol. 2008;20(1):34-9.  

5. Panici PB, Maggioni A, Hacker N, Landoni F, 

Ackermann S, Campagnutta E, et al. Systematic 

aortic and pelvic lymphadenectomy versus resection 

of bulky nodes only in optimally debulked advanced 

ovarian cancer: a randomized clinical trial. J Natl 

Cancer Inst. 2005;97(8):560-6. 

6. Protocol for the Examination of Specimens From 

Patients With Primary Tumors of the Ovary or 

Fallopian Tube. Available at: http://www.cap.org/ 

ShowProperty? nodePath=/ UCMCon/ 

Contribution%20Folders/ WebContent/ pdf/ cp-

ovary-fallopian-16protocol-1000.pdf. 

7. Burghardt E, Pickel H, Lahousen M, Stettner H. 

Pelvic lymphadenectomy in operative treatment of 

ovarian cancer. Am J Obstet Gynecol. 

1986;155:315-9.  

8. Kigawa J, Minagawa Y, Ishihara H, Kanamori Y, 

Itamochi H, Terakawa N. Evaluation of 

cytoreductive surgery with lymphadenectomy 

including paraaortic nodes for advanced ovarian 

cancer. Eur J Surg Oncol. 1993;19:273-8.  

9. Spirtos NM, Gross GM, Freddo JL. Cytoreductive 

surgery in advanced epithelial cancer of the ovary: 

the impact of aortic and pelvic lymphadenectomy. 

Obstet Gynecol. 1995;56:345-52.  

10. Scarabelli C, Gallo A, Zarrelli A, Visentin C, 

Campagnutta E. Systematic pelvic and para-aortic 

lymphadenectomy during cytoreductive surgery in 

advanced ovarian cancer: potential benefit on 

survival. Gynecol Oncol. 1995;56:328-37 

11. Fagotti A, De Iaco P, Fanfani F, Vizzielli G, Perelli 

F, Pozzati F, et al. Systematic Pelvic and Aortic 

Lymphadenectomy in Advanced Ovarian Cancer 

Patients at the Time of Interval Debulking Surgery: 

A Double-Institution Case–Control Study. Ann Surg 

Oncol. 2012;19(11):3522-7. 

12. Iwase H, Takada T, Iitsuka C, Nomura H. Clinical 

significance of systematic retroperitoneal 

lymphadenectomy during interval debulking surgery 

in advanced ovarian cancer patients. Gynecol Oncol. 

2015;26(4):303-10.  

13. Schwartz L, Schrot-Sanyan S, Brigand C, Baldauf 

JJ, Wattiez A, Akladios C. Impact of Pelvic and 

Para-aortic Lymphadenectomy in Advanced 

Ovarian Cancer After Neoadjuvant Chemotherapy. 

Anticancer Res. 2015;35(10):5503-9. 

14. Rouzier R, Bergzoll C, Brun JL, Dubernard G, Selle 

F, Uzan S, et al. The role of lymph node resection in 

ovarian cancer: analysis of the surveillance, 

epidemiology, and end results (SEER) database. 

BJOG. 2010;117:1451-8. 
 

 

 

Cite this article as: Kumar DS, Noushad SN, 

Viswanathan MP. Pelvic lymphadenectomy as a 

component of interval cytoreduction for ovarian 

cancer: is there a benefit? A pilot study. Int J Res 

Med Sci 2017;5:821-3. 


