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• Hospital of diagnosis influenced the probability of undergoing cytoreductive surgery.
• Surgical outcomes and overall survival improved in the Netherlands.
• Centralization of surgical care resolved variation between hospitals.
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Objective. Surgical care for advanced stage epithelial ovarian cancer (EOC) patients has been centralized in the
Netherlands since 2012. We evaluated whether the likelihood for patients to undergo surgery depends on the
hospital of initial diagnosis before and after centralization of surgical care.

Methods. Patients with EOC FIGO stage IIB–IV, diagnosed in the Netherlands between 2000 and 2015, were
identified from the Netherlands Cancer Registry. Multilevel multivariate logistic regression was used to study
the association between hospital of diagnosis and patients' likelihood of undergoing surgery in subsequent
time periods. Furthermore, changes in overall survival were analyzed by multivariable Cox regression models.

Results. 15,314 EOC patients were selected from the NCR. Hospital of diagnosis was identified as a significant
level for patients' likelihood of undergoing surgery in 2000–2005 (LR test p b 0.001), aswell as in 2006–2011 (LR
test p = 0.002) but not in 2012–2015 (LR test p= 0.127). Patients who underwent surgery in 2012–2015 had a
better survival when compared to 2006–2011 (HR 0.90(0.84–0.96)).

Conclusion. This study shows that centralization of surgical care resolved the variation between hospitals in
the probability to undergo cytoreductive surgery for patients with advanced EOC. Since centralization was
established in 2012, the decision to operate patients seems solely attributable to patient and tumor characteris-
tics. This supports the growing evidence in favor of centralizing (surgical) treatment for complex and heteroge-
neous diseases such as EOC.

© 2017 Elsevier Inc. All rights reserved.
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1. Introduction

Epithelial ovarian cancer (EOC) is the seventh most common cancer
in women worldwide and themost lethal gynecologic cancer [1,2]. Due
to the non-specific symptoms of this malignancy the majority of pa-
tients are diagnosed with advanced staged disease. This results in poor
1 DT Utrecht, The Netherlands.
ans).
prognosis with five-year survival rates of 25–35% [3,4]. The mainstay
of therapeutic management consists of platinum based chemotherapy
in addition to cytoreductive surgery. Patient survival depends (among
others) on the ability to minimize residual disease during surgery [5,
6]. This suggests an amendable role for cytoreductive surgery in the pri-
mary treatment for EOC.

The efforts to improve care for EOC patients should emphasize on
minimizing the amount of residual disease by extensive surgery. Re-
search has shown that cytoreductive surgery performed in high-
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volume hospitals by experienced gynecologic-oncologists leads to im-
proved outcome rates [7–15]. In theNetherlands, EOC patientswere tra-
ditionally staged and treated in all hospitals, regardless of patients- or
tumor characteristics. Consequently the level of surgical expertise was
suspected to differ considerably across hospitals. In the last decade, a
gradual centralization process was initiated in several stages. In the
first stage, gynecologists in smaller hospitals consulted registered
gynecological-oncologists to perform surgery together in these smaller
hospitals. In 2012, a national consensus was reached to restrict the per-
formance of surgery to hospitals which carried out aminimumof twen-
ty cytoreductive surgeries on an annual basis. Furthermore, more
emphasis was placed on regional multidisciplinary tumor board
(MDT) meetings. All patients diagnosed with ovarian cancer are
discussed with gynecological-oncologists, medical oncologists, patholo-
gists and radiotherapists, prior to treatment. Overall, these develop-
ments led to improved surgical outcomes and improved survival in
the Netherlands [8,16].

Although surgical care is increasingly centralized and outcomes im-
proved for EOC patients, the initial diagnosis is made in virtually all
Dutch hospitals. Most studies focus on the outcome rates of
cytoreductive surgery and overall survival with respect to the success
of centralization. However, thediagnostic process and possible variation
in treatment decisions between diagnosing hospitals is not a widely
studied subject for ovarian cancer patients. In order to improve outcome
rates for EOC patients, treatment decisions should be based on tumor-
and patient characteristics and not be influenced by the hospital
where patients are initially diagnosed. The present study examined
whether the likelihood for EOC patients to undergo surgery depends
on the hospital of initial diagnosis in an era of gradual centralization of
surgical care.

2. Methods

2.1. Data collection

Patients were identified from the Netherlands Cancer Registry
(NCR). The NCR is a population-based registry based on notification by
the automated nationwide network and registry of histo- and cytopa-
thology in the Netherlands (PALGA) and the National Registry of Hospi-
tal Discharge Diagnosis (LMR). It covers all newly diagnosed
malignancies in theNetherlands. Dedicated registration clerks routinely
extract patient information from medical records within the hospitals.

The hospital and date of diagnosis is recorded for all patients in this
study. In addition, hospitals and dates of provided treatments are re-
corded for patients from2005onwards. Treatment information includes
the type of surgery (exploratory laparotomy, staging or cytoreductive
surgery) and systemic treatment. Outcome of cytoreductive surgery
was registered from 2004 onwards (optimal (≤1 cm) versus incomplete
(N1 cm)). Complete cytoreduction, defined as no macroscopic residual
disease, is registered from 2010.

As for patient characteristics, data were obtained on patients' age at
diagnosis and socioeconomic status. Information on vital status and
date of death are obtained through linkage with the municipal demog-
raphy registries. Regarding tumor characteristics, information is avail-
able on histological subtype according to the International
Classification of Disease-Oncology (ICD-O), differentiation grade and
both clinical and pathological TNM (tumor-node-metastasis) stage
[17,18]. Staging according to the Fédération Internationale de
Gynécologie et d'Obstétrique (FIGO) 2009 system was derived from
the TNM.

2.2. Study population

All consecutive patients diagnosedwith advanced stage EOC, includ-
ing peritoneal and fallopian tube cancer (ICD-O codes C48.1, C48.2,
C56.9 and C57.0), between 2000 and 2015 were selected from the
NCR. Advanced stage EOC was defined as FIGO stage IIB or higher
based on operative findings and final pathology. In case patients did
not undergo surgery or when patients underwent interval
cytoreductive surgery after neoadjuvant chemotherapy (NACT), clinical
tumor stagewasused to avoid down-staging. Patientswith anunknown
FIGO stage were included as well, but only if they were diagnosed with
peritoneal EOC (C48.1 andC48.2) because TNM stagewas not registered
for these patients until 2010.

2.3. Hospital of diagnosis and surgery

Diagnosis was assigned to the hospital that was visited first by each
patient for her disease. If hospitals merged within one of the specific
time periods, these hospitals were analyzed as a single institution for
that particular period. For calculating patient's probability of undergo-
ing surgery, surgery was defined as any attempt to perform
cytoreductive surgery, regardless of residual disease, timing of surgery
and hospital of surgery. Thus, patients who underwent explorative sur-
gery that did not result in tumor removalwere regarded as patientswho
underwent surgery.

2.4. Statistical analyses

Multilevel statistical techniques have been developed to analyze
data arranged in a natural hierarchy [19,20]. Hence, to assess whether
hospital level influenced decision-making processes, multilevel logistic
regression was performed, thereby adjusting for case mix factors [21,
22]. We included age, FIGO stage, histological type, differentiation
grade and SES in themodel, based on basicmultivariable logistic regres-
sion models, and predicted the probability of undergoing surgery for
each individual hospital expressed as an odds ratio (OR) accompanied
by a 95% confidence interval (CI). The likelihood ratio test (LR test)
was used to assess the influence of hospital level on the probability of
undergoing surgery for the whole period. To study effects over time, a
comparison was made between three time periods. The period before
national consensus on centralization took place was divided in two
equal periods (2000–2005 and 2006–2011) and these were compared
to the last period (2012–2015).

The impact of centralization on overall survival was explored using
multivariable Cox regression models for the three individual time pe-
riods. These periods were analyzed for all patients combined and strat-
ifiedby surgical treatment (yes or no). Overall survival timewasdefined
as the date of diagnosis until death or if patients were still alive to the
last follow-up date (1 February 2017). For all analyses a p-value b 0.05
was considered statistically significant. Statistical analyses were per-
formed using STATA/SE (version 14.1; STATA CORP., College Station,
Texas, USA).

3. Results

Between 2000 and 2015, 15,314 EOC patients were diagnosed with
advanced stage disease. Mean age at diagnosis was 66.3 years (standard
deviation (SD) 12.4 years) and increased over time (from 65.1(12.5) in
2000–2005 to 67.8(12.0) in 2012–2015, p b 0.001). Most patients were
diagnosed with a high grade serous tumor and had FIGO stage III dis-
ease. The number of patients with an unknown FIGO stage decreased
over time, while the number of patients with FIGO IV disease increased
(Table 1). A substantial number of our patients did not receive any ther-
apy (12%) or received single therapy only (19%).

3.1. Hospital of diagnosis and hospital of surgery

Due to merges, patients were diagnosed in 96 hospitals in
2000–2005, 92 hospitals in 2006–2011 and 90 hospitals in
2012–2015. Consequently, the mean annual number of diagnoses per



Table 1
Baseline characteristics of EOC patients diagnosed in the Netherlands by period of diagno-
sis (n = 15,314).

2000–2005
n (%)

2006–2011
n (%)

2012–2015
n (%)

p-Value

Age b0.001a

18–59 1723 (33.0) 1689 (28.4) 969 (23.4)
60–74 2156 (41.4) 2598 (43.6) 1865 (45.0)
N75 1335 (25.6) 1669 (28.0) 1310 (31.6)
Mean (SD) 65.1 (12.5) 66.2 (12.4) 67.8 (12.0) b0.001b

FIGO stage b0.001a

IIB–IIC 447 (8.6) 465 (7.8) 359 (8.7)
IIIA–IIIC 3085 (59.2) 3387 (56.9) 2477 (59.8)
IV 1163 (22.3) 1515 (25.4) 1303 (31.4)
Unknown 519 (9.9) 589 (9.9) 5 (0.1)

Type of tumor b0.001a

High grade serous 4044 (77.6) 4782 (80.3) 3356 (81.0)
Low grade serous 143 (2.7) 170 (2.9) 121 (2.9)
Other 1027 (19.7) 1004 (16.8) 667 (16.1)

Socioeconomic status 0.042a

High 1562 (29.9) 1776 (29.8) 1262 (30.4)
Medium 2142 (41.1) 2397 (40.3) 1581 (38.2)
Low 1510 (29.0) 1783 (29.9) 1301 (31.4)

Total 5214 5956 4144

a Chi-square test.
b ANOVA test.
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hospital increased from 9 (interquartile range (IQR) 6–11) in
2000–2005 to 12 (IQR 7–15) in 2012–2015.

Within the study period the number of patientswhounderwent sur-
gical treatment decreased from 77% in 2000–2005 to 73% in 2012–2015
(p b 0.001, Table 2). The number of hospitals that performed
cytoreductive surgery decreased from 77 in 2006–2011 to 39 in
2012–2015 (unknown for 2000–2005 as hospital of surgery was not
registered at that time). Despite of the overall decrease in surgical treat-
ment, the mean annual number of cytoreductive surgeries per hospital
increased from 9 (IQR 3–12) in 2006–2011 to 17 (IQR 5–20) in
2012–2015.More patients were referred to a specialized hospital to un-
dergo cytoreductive surgery in the last period (35% in 2006–2011 com-
pared to 71% in 2012–2015, p b 0.001). Furthermore, the number of
hospitals that met the minimum requirement of 20 cytoreductive sur-
geries annually increased from 8% in 2006–2011 to 26% in 2012–2015.
In addition, in 2015 69% of the hospitals that performed cytoreductive
surgery met this requirement.

The percentage of patients who underwent an incomplete
cytoreduction, indicating macroscopic residual tumor of N1 cm, de-
creased from 23% in 2006–2011 to 13% in 2012–2015 (p b 0.001). For
patients treated with primary cytoreductive surgery or neoadjuvant
chemotherapy these percentages decreased from 23% to 16% (p b

0.001) and from 22% to 12% (p b 0.001), respectively. Over the total
study period, patients who were treated with primary cytoreductive
Table 2
Hospital characterizations by period of diagnosis (n = 15,314).

2000–2005
n (%)

2006–2011
n (%)

2012–2015
n (%)

Diagnosing hospitals 96 92 90
1–10 annually 66 (68.7) 46 (50.0) 43 (47.8)
≥10 annually 28 (29.2) 42 (45.7) 39 (43.3)
≥20 annually 2 (2.1) 4 (4.3) 8 (8.9)
Mean diagnosis annually (IQR) 9.1 (6.1–11.1) 10.8 (6.5–14.2) 11.5 (7.1–14.8)

Debulking hospitals N.A. 77 39
1–10 annually N.A. 52 (67.5) 18 (46.2)
≥10 annually N.A. 19 (24.7) 11 (28.2)
≥20 annually N.A. 6 (7.8) 10 (25.6)
Mean surgeries annually (IQR) N.A. 9.1 (3.3–12.2) 16.9 (5.3–19.5)

Surgical treatment 4022 (77.1) 4622 (77.6) 3012 (72.7)
Referral for debulking surgerya N.A. 1067 (35.4) 1324 (71.1)
Total 5214 5956 4144

a Patients whowere diagnosed in specialized centers were excluded from this analysis.
surgery had a higher probability of an incomplete cytoreductive surgery
compared to patients who received neoadjuvant chemotherapy (OR
1.37(1.23–1.52)).

3.2. Probability of undergoing surgery

Prognostic factors for undergoing surgery are high socioeconomic
status and younger age at diagnosis. Compared to those with FIGO III
disease, patients with FIGO IV had a lower probability of undergoing
surgery (OR 0.27(0.24–0.29)) and patients with FIGO IIb–IIc had a
higher probability (OR 2.09 (1.68–2.60)). Furthermore, patients with a
low-grade serous tumorweremore likely to undergo surgery compared
to those with high-grade serous tumors (S1).

In addition to these patient-related factors, multilevel multivariate
logistic regression identified the hospital of diagnosis as a significant
level for patients' likelihood of undergoing surgery in 2000–2005 (LR
test p b 0.001, intra-class correlation (ICC) 6.1%) as well as in
2006–2011 (LR test p = 0.002, ICC 2.5%) (Fig. 1a, b). This effect disap-
peared in the period 2012–2015, as no association between the hospital
of initial diagnosis and probability of undergoing surgery was found in
this timeframe (LR test p = 0.127, ICC 0.9%, Fig. 1c).

3.3. Survival

Overall, crude five-year survival rates increased over time (23.5% in
2000–2005, 24.4% in 2006–2011 and 25.7% in 2012–2015). When ad-
justed for patient and tumor characteristics, patients diagnosed in
2000–2005 experienced significant worse survival compared to those
diagnosed in 2006–2011 (hazard ratio (HR) 1.15(1.10–1.20)) but
there was no difference between patients diagnosed in 2006–2011
and in 2012–2015 (HR 0.98(0.93–1.03)). When stratified by surgical
treatment we did see an increase in overall survival for patients who
underwent surgery in the last period compared to 2006–2011 (HR
0.90(0.84–0.96), Table 3).

4. Discussion

In this study, we showed that for EOC patients, centralization of sur-
gical care resulted in more coherent treatment policies across Dutch
hospitals. Following a number of initiatives, including the national con-
sensus on a volume norm for cytoreductive surgeries, the decision
whether or not to operate patients no longer depends on the hospitals
of initial diagnosis. Instead, patients and tumor characteristics may
now fully explain observed variations in treatment decisions.

Centralization of (surgical) care aims to improve overall survival of
EOCpatients by, among others, improving the outcome of cytoreductive
surgery. The percentage of cytoreductive surgeries that result in no
macroscopic residual disease increase when they are performed in
high volume hospitals by experienced gynecological-oncologists [14,
15,23]. In line with these studies, our study also showed that the per-
centage of patients with N1 cm of residual disease decreased after cen-
tralization was established. Most importantly, our study confirmed the
improved survival rates after centralization for patientswhounderwent
(an attempt to) surgical treatment as reported earlier by Eggink et al.
[8]. In addition to these favorable outcomes, this study shows a decrease
in treatment variation between diagnosing hospitals, suggesting im-
proved awareness about the important role of cytoreductive surgery
on patients' prognosis, also in non-surgical centers.

Overall survival rates of the whole study population remained fairly
stable around 25%, which is lowerwhen compared to the results report-
ed by the majority of studies [24–26]. However, most of these series
concern single or multicenter studies that include a selective group of
patients who had primary cytoreduction in combination with chemo-
therapy (PDS). In contrast, in our population-based study, we included
unselected patients by using the NCR database. In this unselected na-
tionwide population, a fair number of patients did not receive any
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treatment or underwent single therapy only, which translates into
lower survival rates. Indeed, the subgroup of patients diagnosed be-
tween 2012 and 2015 who underwent PDS had a five-year survival of
53.7%, which is comparable to the rates reported in other studies (data
not shown).

Centralization for EOC patients was implemented as anticipated;
more patients were referred for surgical treatment and a decrease in
surgical centers is noted over time. However, we showed that only
26% of the hospitals met the consensus requirement of performing a
minimum of twenty cytoreductive surgeries on an annual basis within
the last period. Centralization was formally established in 2012 but im-
plementation of new guidelines take timewhen coveringmultiple hos-
pitals [27]. Regarding centralization processes, some hospitals could be
identified as ‘early adopters’ according to Roger's diffusion theory
Fig. 1. a: Case-mix adjusted variation in the probability of undergoing surgery for each hospit
multilevel multivariate regression model. Patients diagnosed in hospitals with an odds rat
adjusted OR. Adjustment was made for age, FIGO stage, histological type, differentiation grad
5,956; c) Period 2012–2015, n = 4,144.
because the provided evidence convinces them. Other hospitals could
be identified as ‘late majority’ or ‘laggards’ because of deviant beliefs
[28]. This theory is exemplified by some hospital that still performed
cytoreductive surgery in 2012–2013, and started referring their patients
to specialized centers from 2014 onwards. So, in 2015, 69% of the hospi-
tals that performed cytoreductive surgery met the consensus require-
ment. Moreover, cytoreductive surgeries for recurrent disease are not
registered within the NCR, so the annual number per hospital could be
slightly higher.

In the second period, 2006–2011, surgical collaboration between
registered gynecological-oncologist and general gynecologists enabled
smaller hospitals to continue performing cytoreductive surgeries rather
than referring to specialized hospitals. These first initiatives to centrali-
zation already resulted in a decrease in hospital variation, although the
al of diagnosis expressed as an odds ratio and 95% confidence interval on a log scale by a
io less than 1 had a lower likelihood to undergo surgery, hospitals are sorted by their
e and socioeconomic status. a) Period 2000–2005, n = 5,214; b) Period 2006–2011, n =
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initial hospital of diagnosis still significantly influenced treatment deci-
sions. In the last period, centralization also covered the introduction of
regional MDTs and a national consensus was reached, which may ex-
plain the non-significant association between the hospital of diagnosis
and likelihood of undergoing surgery.

The proportion of patients who underwent surgery decreased in the
last period. We showed that important predictors for undergoing sur-
gerywere younger age, high SES and lowFIGO stage,which is consistent
with international literature [21,29]. In the last period patients became
significantly older and were more often diagnosed with FIGO stage IV
disease. This might have contributed to the decreased surgical rate in
our population. The rise in FIGO IV disease could be explained by im-
proved diagnostic workup in terms of extended pre-operative imaging
and cytological examination of pleural fluid. Furthermore, the percent-
age of patients with an unknown FIGO stage decreased considerably
in the last period as a result of nationwide registration of TNM stage
for primary peritoneal cancers within the NCR. The distribution of
stage III and IV patients in this group is comparable to primary ovarian
cancers, so the rise in FIGO IV patients is probably not based on this reg-
istration artifact.

Besides changes in our population, the introduction of neoadjuvant
chemotherapy as an alternative approach for advanced stage EOC pa-
tients may play a role in the decreased surgical rate [30,31]. The use of
neoadjuvant chemotherapy increased in the Netherlands and the ma-
jority of advanced stage patients were treated with NACT-IDS in the
last period [8]. After two or three cycles NACT, patients are evaluated
whether they should undergo interval cytoreductive surgery. When
NACT is prematurely stopped due to unacceptable side effects, or
Table 3
Multivariable cox regression models by period of diagnosis (n = 15,314).

Model I Model II

Crude OSa HR (95% CI)b Crude OSa

2000–2005 23.5 1.15 (1.10–1.20) 29.3
2006–2011 24.4 Reference 30.6
2012–2015 25.7 0.98 (0.93–1.03) 34.7

Model I: all patients (n = 15,314), Model II: patient who underwent surgery (n = 11,656), M
a 5-year crude overall survival (%).
b Adjusted for age, FIGO stage, histological type, differentiation grade and SES.
response to NACT is low and intraperitoneal tumor load is high, these
patients might be considered ineligible for cytoreductive surgery. Con-
sequently, the percentage of patients who undergo cytoreductive sur-
gery decreased.

These alterations in treatment could also contribute to the improved
surgical outcomes in themost recent period. The probability of gross re-
sidual disease is significantly lower after NACT. The selection of patients
who undergo cytoreductive surgery thus altered over time. One could
criticize this trend, if only patients with low intraperitoneal tumor
load undergo cytoreductive surgery, outcomeswill improvewithout ac-
tual improvement in quality of care. Consequently, if quality of care is
getting worse, overall survival rates should drop in the most recent
years. After all, cytoreductive surgery in combination with chemothera-
py is the cornerstone of treatment in advanced ovarian cancer [30].
However, though surgical rates dropped in the last period, overall sur-
vival remained comparable and even improved for patients who had
an attempt to cytoreductive surgery. This might imply that the selection
process improved, and further improving patient selection is therefore
of great importance.

The limitations of the study are mainly related to the lack of detailed
information about comorbidity, which is regarded as an important fac-
tor for initiating surgical treatment [32]. However, the addition of co-
morbidity to a comparable multilevel model in two studies with
gastric and esophageal cancer patients did not reveal major differences
in the analyses [33,34]. The initiation of surgery is not only based on the
decision of physicians, but also on patients desires. This latter informa-
tion is not available in our database and could possibly explain some
variation between hospitals. Finally, we assumed that changes over
Model III

HR (95% CI)b Crude OSa HR (95% CI)b

1.17 (1.11–1.23) 3.8 0.95 (0.87–1.03)
Reference 2.7 Reference
0.9 (0.84–0.96) N.A. 0.97 (0.89–1.05)

odel III: patients who did not underwent surgery (n = 3658).
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time were associated with centralization of surgical care and the intro-
duction of MDTs. Although this sounds reasonable, and is supported by
the decrease in surgical centers in the last period, we could not establish
the cause-effect relationship of centralization and improved outcome
rates. Also we had no information about whether patients were truly
discussed in MDTs.

5. Conclusion

This study shows that centralization of surgical care resolved the
variation between hospitals in the probability to undergo cytoreductive
surgery for patients with advanced EOC. Since centralization was
established in 2012, the decision to operate patients seems solely attrib-
utable to patient and tumor characteristics. This supports the growing
evidence in favor of centralizing (surgical) treatment for complex and
heterogeneous diseases such as EOC.

Supplementary data to this article can be found online at https://doi.
org/10.1016/j.ygyno.2017.11.009.

Funding

Thisworkwas supported by Dutch Cancer Society [IKNL2014-6838].

Acknowledgements

The authors thank the registration team of the Netherlands Compre-
hensive Cancer Organisation (IKNL) for the collection of data for the
Netherlands Cancer Registry.

References

[1] R. Sankaranarayanan, J. Ferlay, Worldwide burden of gynaecological cancer: the size
of the problem, Best Pract. Res. Clin. Obstet. Gynaecol. 20 (2006) 207–225.

[2] A. Jemal, F. Bray, M.M. Center, et al., Global cancer statistics, CA Cancer J. Clin. 61
(2011) 69–90.

[3] N.N.A. Howlader, M. Krapcho, D. Miller, K. Bishop, S.F. Altekruse, C.L. Kosary, M. Yu, J.
Ruhl, Z. Tatalovich, A. Mariotto, D.R. Lewis, H.S. Chen, E.J. Feuer, K.A. Cronin (Eds.),
SEER Cancer Statistics Review, National Cancer Institute, 1975–2013.

[4] M. Sant, M.D. Chirlaque Lopez, R. Agresti, et al., Survival of women with cancers of
breast and genital organs in Europe 1999–2007: results of the EUROCARE-5 study,
Eur. J. Cancer 51 (15) (2015) 2191–2205.

[5] P.E. Colombo, M. Labaki, M. Fabbro, et al., Impact of neoadjuvant chemotherapy cy-
cles prior to interval surgery in patients with advanced epithelial ovarian cancer,
Gynecol. Oncol. 135 (2014) 223–230.

[6] S.J. Chang, M. Hodeib, J. Chang, R.E. Bristow, Survival impact of complete
cytoreduction to no gross residual disease for advanced-stage ovarian cancer: a
meta-analysis, Gynecol. Oncol. 130 (2013) 493–498.

[7] A.M. van Altena, P.A. van den Akker, J.A. de Hullu, et al., Efficacy of a regional net-
work for ovarian cancer care, Obstet. Gynecol. 122 (2013) 668–675.

[8] F.A. Eggink, C.H. Mom, R.F. Kruitwagen, et al., Improved outcomes due to changes in
organization of care for patients with ovarian cancer in the Netherlands, Gynecol.
Oncol. 141 (2016) 524–530.

[9] F. Vernooij, P. Heintz, E. Witteveen, Y. van der Graaf, The outcomes of ovarian cancer
treatment are better when provided by gynecologic oncologists and in specialized
hospitals: a systematic review, Gynecol. Oncol. 105 (2007) 801–812.

[10] F. Vernooij, A.P. Heintz, J.W. Coebergh, et al., Specialized and high-volume care leads
to better outcomes of ovarian cancer treatment in the Netherlands, Gynecol. Oncol.
112 (2009) 455–461.

[11] Y.L. Woo, M. Kyrgiou, A. Bryant, et al., Centralisation of services for gynaecological
cancers - a Cochrane systematic review, Gynecol. Oncol. 126 (2012) 286–290.
[12] M.M. van Vliet, H.W. Schreuder, P.C. Pasker-de Jong, M.J. Duk, Centralisation of epi-
thelial ovarian cancer surgery: results on survival from a peripheral teaching hospi-
tal, Eur. J. Obstet. Gynecol. Reprod. Biol. 192 (2015) 72–78.

[13] R.E. Bristow, J. Chang, A. Ziogas, et al., High-volume ovarian cancer care: survival im-
pact and disparities in access for advanced-stage disease, Gynecol. Oncol. 132
(2014) 403–410.

[14] P. Dahm-Kahler, C. Palmqvist, C. Staf, et al., Centralized primary care of advanced
ovarian cancer improves complete cytoreduction and survival - a population-
based cohort study, Gynecol. Oncol. 142 (2) (2016) 211–216.

[15] R.E. Bristow, B.E. Palis, D.S. Chi, W.A. Cliby, The National Cancer Database report on
advanced-stage epithelial ovarian cancer: impact of hospital surgical case volume
on overall survival and surgical treatment paradigm, Gynecol. Oncol. 118 (2010)
262–267.

[16] D. Querleu, F. Planchamp, L. Chiva, et al., European society of gynaecologic oncology
quality indicators for advanced ovarian cancer surgery, Int. J. Gynecol. Cancer 26
(2016) 1354–1363.

[17] A.G. Fritz, International Classification of Diseases for Oncology: ICD-O. Geneva,
World Health Organization, 2000.

[18] L.H. Sobin, M.K. Gospodarowicz, C. Wittekind, International Union Against Cancer.
TNM Classification of Malignant Tumours, Wiley-Blackwell, Chichester, West Sus-
sex, UK; Hoboken, NJ, 2010.

[19] M. Sanagou, R. Wolfe, A. Forbes, C.M. Reid, Hospital-level associations with 30-day
patient mortality after cardiac surgery: a tutorial on the application and interpreta-
tion of marginal and multilevel logistic regression, BMC Med. Res. Methodol. 12
(2012) 28.

[20] P.C. Austin, V. Goel, C. van Walraven, An introduction to multilevel regression
models, Can. J. Public Health 92 (2001) 150–154.

[21] R.E. Bristow, J. Chang, A. Ziogas, et al., Sociodemographic disparities in advanced
ovarian cancer survival and adherence to treatment guidelines, Obstet. Gynecol.
125 (2015) 833–842.

[22] R.A. Cowan, R.E. O'Cearbhaill, G.J. Gardner, et al., Is it time to centralize ovarian can-
cer care in the United States? Ann. Surg. Oncol. 23 (2016) 989–993.

[23] G.D. Aletti, B.S. Gostout, K.C. Podratz, W.A. Cliby, Ovarian cancer surgical resectabil-
ity: relative impact of disease, patient status, and surgeon, Gynecol. Oncol. 100
(2006) 33–37.

[24] S. Tate, K. Kato, K. Nishikimi, et al., Survival and safety associated with aggressive
surgery for stage III/IV epithelial ovarian cancer: a single institution observation
study, Gynecol. Oncol. 147 (1) (2017) 73–80.

[25] A. du Bois, A. Reuss, E. Pujade-Lauraine, et al., 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 l'Ovaire
(GINECO), Cancer 115 (2009) 1234–1244.

[26] J.J. Mueller, Q.C. Zhou, A. Iasonos, et al., Neoadjuvant chemotherapy and primary
debulking surgery utilization for advanced-stage ovarian cancer at a comprehensive
cancer center, Gynecol. Oncol. 140 (2016) 436–442.

[27] A.R. Gagliardi, S. Alhabib, members of Guidelines International Network
ImplementationWorking G, Trends in guideline implementation: a scoping system-
atic review, Implement. Sci. 10 (2015) 54.

[28] E.M. Rogers, Diffusion of Innovations, Free Press, New York, 2003.
[29] K.M. Fairfield, F.L. Lucas, C.C. Earle, et al., Regional variation in cancer-directed sur-

gery and mortality among women with epithelial ovarian cancer in the Medicare
population, Cancer 116 (2010) 4840–4848.

[30] I. Vergote, C.G. Trope, F. Amant, et al., Neoadjuvant chemotherapy or primary sur-
gery in stage IIIC or IV ovarian cancer, N. Engl. J. Med. 363 (2010) 943–953.

[31] S. Kehoe, J. Hook, M. Nankivell, et al., Primary chemotherapy versus primary surgery
for newly diagnosed advanced ovarian cancer (CHORUS): an open-label,
randomised, controlled, non-inferiority trial, Lancet 386 (2015) 249–257.

[32] R.S. Suidan, M.M. Leitao Jr., O. Zivanovic, et al., Predictive value of the Age-Adjusted
Charlson Comorbidity Index on perioperative complications and survival in patients
undergoing primary debulking surgery for advanced epithelial ovarian cancer,
Gynecol. Oncol. 138 (2015) 246–251.

[33] M. van Putten, R.H. Verhoeven, J.W. van Sandick, et al., Hospital of diagnosis and
probability of having surgical treatment for resectable gastric cancer, Br J Surg 103
(2016) 233–241.

[34] M. van Putten, M. Koeter, H.W. van Laarhoven, et al., Hospital of diagnosis influences
the probability of receiving curative treatment for esophageal cancer, Ann. Surg.
(2016) (Epub ahead of print).

https://doi.org/10.1016/j.ygyno.2017.11.009
https://doi.org/10.1016/j.ygyno.2017.11.009
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0005
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0005
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0010
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0010
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0015
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0015
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0015
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0020
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0020
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0020
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0025
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0025
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0025
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0030
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0030
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0030
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0035
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0035
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0040
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0040
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0040
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0045
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0045
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0045
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0050
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0050
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0050
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0055
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0055
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0060
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0060
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0060
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0065
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0065
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0065
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0070
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0070
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0070
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0075
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0075
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0075
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0075
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0080
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0080
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0080
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0085
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0085
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0090
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0090
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0090
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0095
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0095
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0095
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0095
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0100
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0100
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0105
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0105
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0105
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0110
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0110
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0115
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0115
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0115
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0120
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0120
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0120
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0125
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0125
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0125
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0125
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0125
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0125
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0130
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0130
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0130
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0135
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0135
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0135
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0140
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0145
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0145
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0145
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0150
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0150
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0155
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0155
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0155
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0160
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0160
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0160
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0160
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0165
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0165
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0165
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0170
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0170
http://refhub.elsevier.com/S0090-8258(17)31505-6/rf0170

	Centralization of ovarian cancer in the Netherlands: Hospital of diagnosis no longer determines patients' probability of un...
	1. Introduction
	2. Methods
	2.1. Data collection
	2.2. Study population
	2.3. Hospital of diagnosis and surgery
	2.4. Statistical analyses

	3. Results
	3.1. Hospital of diagnosis and hospital of surgery
	3.2. Probability of undergoing surgery
	3.3. Survival

	4. Discussion
	5. Conclusion
	Funding
	section14
	Acknowledgements
	References


