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PERCORSO REGIONALE: IL CORRETTO APPROCCIO CHIRURGICO 

DELLA PAZIENTE CON CARCINOMA OVARICO 

 

Questo Percorso Regionale ha lo scopo di garantire una corretta gestione chirurgica del paziente 

con tumore maligno dell’ovaio in modo da offrire a tutte le donne della Regione la migliore 

sopravvivenza, considerato che la chirurgia riveste oggi un ruolo fondamentale per la prognosi 

delle pazienti.  
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PERCORSO REGIONALE: IL CORRETTO APPROCCIO 

CHIRURGICO DELLA PAZIENTE CON CARCINOMA OVARICO



• Ovarian cysts are diagnosed with increasing 
frequency in postmenopausal women as more 
patients are undergoing imaging in connection with 
medical care.

• An ovarian cyst inevitably raises the question of its 
relevance to the woman’s symptoms and concerns 
for the possibility of ovarian cancer

• The large numbers of ovarian cysts now being 
discovered by ultrasound and the low risk of 
malignancy of many of these cysts suggest that they 
need not all be managed surgically. 

• The further investigation and management of 
these women has implications for morbidity, 
mortality, resource allocation and tertiary referral
patterns.



The morbidity and outcomes can be improved by:

• using conservative management where possible

• the use of laparoscopic techniques where 
appropriate, thus avoiding laparotomy where 
possible

• referral to a gynaecological oncologist when 
appropriate.



A transvaginal pelvic ultrasound is the single most effective way 
of evaluating ovarian cysts in postmenopausal women.

Transabdominal ultrasound should not be used in isolation. It 
should be used to provide supplementary information to 
transvaginal ultrasound particularly when an ovarian cyst is large 
or beyond the field of view of transvaginal ultrasound.

On transvaginal scanning, the morphological description and 
subjective assessment of the ultrasound features should be 
clearly documented to allow calculation of the risk of 
malignancy.

Transvaginal ultrasound scans should be performed using 
multifrequency probes by trained clinicians with expertise in 
gynaecological imaging.



MRI should be used as the second-line imaging modality for the 
characterisation of indeterminate ovarian cysts when ultrasound 
is inconclusive.

While assessment with MRI can improve overall sensitivity and 
specificity of ovarian cyst characterisation, there are inherent 
limitations to the more widespread use of MRI, which
preclude its routine use over transvaginal ultrasonography



Currently, the best use of CT imaging is not to detect and 
characterise pelvic masses but to evaluate the abdomen for 
metastases when a malignant cyst is suspected based on 
transvaginal ultrasound images, examination and serum markers.

A CT scan can detect omental metastases, peritoneal implants, 
pelvic or para-aortic lymph node enlargement, hepatic 
metastases, obstructive uropathy and possibly an alternate 
primary cancer site, including pancreas or colon.



Surgery for ovarian cyst

• Ovarian cyst in Postmenopausal women

• Ovarian cyst in Premenopausal women

• Ovarian mass suspected of malignancy



• A thorough medical history should be taken from the 
woman, with specific attention to risk factors and 
symptoms suggestive of ovarian malignancy, and a 
family history of ovarian, bowel or breast cancer.

• Where family history is significant, referral to the 
Regional Cancer Genetics service should be 
considered.

• Appropriate tests should be carried out in any 
postmenopausal woman who has developed 
symptoms within the last 12 months that suggest 
irritable bowel syndrome, particularly in women over 
50 years of age or those with a significant family 
history of ovarian, bowel or breast cancer.



• Cystic lesions in the postmenopausal ovary should 
only be reported as ovarian cysts, and considered 
significant, if they are 1 cm or more in size.

• Cystic lesions smaller than 1 cm are clinically 
inconsequential and it is at the discretion of the 
reporting clinician whether or not to describe 
them in the imaging report as they do not
need follow-up



Surgery for ovarian cyst in 
postmenopausal women

• Risk of malignancy

• Symptoms

• Diameter of the cyst



The primary aim of the IOTA phase 5 (IOTA5) study is
to estimate the risk of adverse events (including a
diagnosis of malignancy, cyst rupture, or torsion) during
ultrasound follow-up of adnexal masses with benign
ultrasound morphology in patients with no or minimal
symptoms.

Lancet Oncol 2019; 20: 448–58

Ultrasound examiners classified each mass using subjective
assessment of the ultrasound images as:
benign, borderline, or malignant
And specified the degree of certainty with which the 
diagnosis was made
certain, probable, or uncertain



Lancet Oncol 2019; 20: 448–58

Exclusion criteria were lesions presumed to be 
physiological if smaller than 3 cm in largest diameter



Lancet Oncol 2019; 20: 448–58



Lancet Oncol 2019; 20: 448–58





Asymptomatic, simple, unilateral, unilocular 
ovarian cysts, less than 5 cm in diameter, 
have a low risk of malignancy. In the 
presence of normal serum CA125 levels, 
these cysts can be managed conservatively, 
with a repeat evaluation in 4–6 months. 

It is reasonable to discharge these women 
from follow-up after 1 year if the cyst 
remains unchanged or reduces in size, with 
normal CA125, taking into consideration a 
woman’s wishes and surgical fitness.



If a woman is symptomatic, further surgical 
evaluation is necessary. 

Conversely, those cysts that are likely to be 
malignant are best managed with further 
imaging in the form of a CT scan and referral 
to a gynaecological oncologist



Cysts with ANY of the 
following features:

symptomatic, non-simple
features, >5 cm, 

multilocular, bilateral



Aspiration of an ovarian cyst in a postmenopausal woman is 
not recommended. 

Diagnostic cytological examination of ovarian cyst fluid is 
poor at distinguishing between benign and malignant 
tumours, with sensitivities in most studies of around 25%. 

In addition, even when a benign cyst is aspirated, the 
procedure is often not therapeutic. Approximately 25% of 
cysts in postmenopausal women will recur within 1 year of 
the procedure.

Finally, aspiration of a malignant cyst may induce spillage and 
seeding of cancer cells into the peritoneal cavity, thereby 
adversely affecting the stage and prognosis. 

An exception exists for those symptomatic women who are 
medically unfit to undergo surgery or further intervention. In 
these women, aspiration will provide relief of their 
symptoms, albeit temporarily.



Could postmenopausal ovarian cysts be managed by 
laparoscopy?

Laparoscopic management of ovarian cysts in 
postmenopausal women should be undertaken by a 
surgeon with suitable experience. 

Laparoscopic management of ovarian cysts in 
postmenopausal women should comprise bilateral 
salpingo-oophorectomy rather than cystectomy. 

Where possible, the surgical specimen should be 
removed without intraperitoneal spillage in a 
laparoscopic retrieval bag.



• Le masse annessiali con l’applicazione delle 
simple rules possono essere classificate in: 
benigne, maligne e inconclusive. La massa 
classificata come benigna potrà essere gestita in 
maniera conservativa o chirurgica da qualunque 
struttura ed esula da questo percorso. Le masse 
con caratteristiche di malignità dovranno essere 
inviate ad un centro di riferimento per le cure 
del caso. Le masse con esito inconclusivo alla 
valutazione con le SR dovranno essere inviate ad 
una valutazione ecografica di II livello che ne 
stabilirà la categoria di rischio.
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Ambulatorio 
ecografico 

ginecologico
I livello

Centro ad alto volume di 
interventi o Hub

Ambulatorio ecografico 
ginecologico

II livello

Ambulatorio radiologico Ambulatorio ecografico 
ginecologico privato

Centro ad alto volume di 
interventi

Ambulatorio ecografico 
ginecologico

II livello (Centro ad alto 
volume di interventi o Hub)

DIAGNOSI DI MASSA 
OVARICA

DIAGNOSI DI TUMORE 
OVARICO OPERABILE

DIAGNOSI DI SOSPETTA 
NEOPLASIA OVARICA

ECOGRAFIA DI II LIVELLO

LAPAROSCOPIA 
DIAGNOSTICA

CHIRURGIA RADICALE

Centro HUB

DIAGNOSI DI TUMORE 
OVARICO NON OPERABILE

Centro HUB

Conferma della strategia



In mancanza dell’esame istologico estemporaneo al 
congelatore o in caso di diagnosi non conclusiva è da 

preferire l’intervento chirurgico in due tempi. 
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Caratteristiche dei Centri nei quali può essere eseguita chirurgia del tumore ovarico:

Presenza di esame istologico al congelatore (estemporanea)

Presenza di anatomo-patologo esperto

…………………………………………………………………………

Queste caratteristiche devono essere confermate annualmente per ogni centro



LA LAPAROSCOPIA E LA GESTIONE DELLE PAZIENTI 

CON CARCINOMA AVANZATO

LAPAROSCOPIA 
DIAGNOSTICA

Possibilità di 
citoriduzione 
ottimale

Chemioterapia 
neoadiuvante Upfront surgery

Chemiosensibili

Non possibilità 
di citoriduzione 
ottimale

Non responders

Debulking 
surgery

Chemioterapia





A thorough medical history should be 
taken from the woman with specific 
attention to risk factors or protective 
factors for ovarian malignancy and a 
family history of ovarian or breast cancer.

Symptoms suggestive of endometriosis 
should be specifically considered 



In premenopausal women almost all ovarian 
masses and cysts are benign. 

The overall incidence of a symptomatic 
ovarian cyst in a premenopausal female 
being malignant is approximately 1:1000 
increasing to 3:1000 at the age of 50.



ADNEXAL MASSES IN PREMENOPAUSAL WOMEN



A serum CA-125 assay does not need to be 
undertaken in all premenopausal women when 
an ultrasonographic diagnosis of a simple ovarian 
cyst has been made.

CA-125 is unreliable in differentiating benign from 
malignant ovarian masses in premenopausal 
women because of the increased rate of false 
positives and reduced specificity. 

This is as a result of CA-125 being raised in 
numerous conditions including fibroids, 
endometriosis, adenomyosis and pelvic infection.

When serum CA-125 levels are raised, serial 
monitoring of CA-125 may be helpful as rapidly 
rising levels are more likely to be associated with 
malignancy than high levels which remain static.





Women with small (less than 50 mm 
diameter) simple ovarian cysts generally 
do not require follow-up as these cysts 
are very likely to be physiological and 
almost always resolve within 3 menstrual 
cycles.



Ovarian cysts that persist or increase in 
size are unlikely to be functional and may 
warrant surgical management.

There is no evidence-based consensus on 
the size above which surgical 
management should be considered. Most 
studies have used an arbitrary maximum 
diameter of 50–60 mm among their 
inclusion criteria to offer conservative 
management.

The use of the combined oral 
contraceptive pill does not promote the 
resolution of functional ovarian cysts.



In adult women without history of cancer, 
abstention is possible in case of asymptomatic pure 
unilocular cyst less than 10 cm.

If symptoms develop, laparoscopy is the reference 
approach for PBOT surgical treatment. A 
conservative surgical treatment (cystectomy) 
should be preferred to oophorectomy in non -
menopausal women without previous history of 
cancer.

In cases of suspected adnexal torsion, laparoscopic 
surgical exploration is recommended. Conservative 
treatment, untwisting without oophorectomy, is 
recommended for non-menopausal women 
whatever the estimated duration of the twist and 
the macroscopic appearance of the ovary.







Timmerman D, Valentin L, Bourne TH, Collins WP , Verrelst H, 
Vergote I; International Ovarian Tumor Analysis (IOTA) group. 

Terms, definitions and measurements to describe the 
sonographic features of adnexal tumors: a consensus opinion 
from the International Ovarian Tumor Analysis (IOTA) group. 

Ultrasound Obstet Gynecol 2000;16:500–5.

incidence of malignancy (8% for multilocular 
and 36–39% for lesions with solid 
elements).73A 



IOTA group simple ultrasound rules and logistic regression 
model LR2

Simple ultrasound rules were derived from the IOTA group data 
to help classify masses as benign (B-rules) or malignant (M-
rules). 
Using these morphological rules, the reported sensitivity was 
95% and the specificity was 91%, with a positive likelihood ratio 
of 10.37 and a negative likelihood ratio of 0.06. 

Women with an ovarian mass with any of the M-rules 
ultrasound findings should be referred to a gynaecological
oncology service



The pooled sensitivity and specificity in the prediction of ovarian 
malignancies was 78% (95% CI 71–85%) and 87% (95% CI 83–
91%) respectively for a RMI I cut-off of 200.

When ovarian malignancy is considered likely based on clinical 
assessment and a RMI I score greater than or equal to the 
threshold of 200, cross-sectional imaging in secondary care, in 
the form of a CT scan of the abdomen and pelvis, is indicated to 
help assess the extent of disease and to help exclude alternative 
diagnoses, with onward referral to a gynaecological oncology 
multidisciplinary team.

Clinical acumen has to be used to decide on further appropriate 
management of the woman, including the location of 
prospective surgery.



Calculation of the RMI I

The RMI I combines three presurgical features. It is a product of 
the serum CA125 level (iu/ml); the menopausal status (M); and 
an ultrasound score (U) as follows: RMI = U × M × CA125.

The ultrasound result is scored 1 point for each of the following 
characteristics: multilocular cysts, solid areas, metastases, ascites 
and bilateral lesions. 

U = 0 (for an ultrasound score of 0)
U = 1 (for an ultrasound score of 1)
U = 3 (for an ultrasound score of 2–5). 

The menopausal status is scored as 1 = premenopausal and 3 = 
postmenopausal. 



While assessment with MRI can improve overall sensitivity and 
specificity of ovarian cyst characterisation, there are inherent 
limitations to the more widespread use of MRI, which preclude 
its routine use over transvaginal ultrasonography. These are 
both institutional (e.g. high cost, more restricted availability) 
and patient-related restrictions; MRI is contraindicated in 
certain patients (e.g. cardiac pacemaker, cochlear implants) and 
can have reduced acceptance by some patients (e.g. those with 
claustrophobia)

MRI is a valuable problem-solving tool when ultrasound is 
inconclusive or limited due to body habitus. MRI of the 
sonographically indeterminate adnexal mass can be used to guide 
patient care and reduce the costs of further management.



‘Pattern recognition’ of specific ultrasound findings with more 
complex scoring systems can produce sensitivity and specificity 
equivalent to logistic regression models, especially when 
performed by more experienced clinicians specialising in 
gynaecological imaging. 

This could potentially reduce the number of ‘unnecessary’ 
surgical interventions. 

However, this evidence derives from centres with particular 
expertise in this field and might not be universally achievable in 
all clinical settings with variable expertise



Evidence from larger screening studies found a higher rate of 
resolution of unilocular cysts at 70%, with only complex cysts 
having an increased risk of malignancy. 

Adnexal cysts 5 cm or smaller in postmenopausal women are 
rarely malignant. 

Am J Obstet Gynecol 2010;202:373.e1–9.



Adnexal cysts 5 cm or smaller in postmenopausal women are 
rarely malignant.

METTERE ARTICOLO IOTA

Am J Obstet Gynecol 2010;202:373.e1–9.



It is recommended that ovarian cysts in postmenopausal 
women should be initially assessed by measuring serum 
cancer antigen 125 (CA125) level and transvaginal ultrasound 
scan



All ovarian cysts that are suspicious of malignancy in a 
postmenopausal woman, as indicated by a RMI I greater than 
or equal to 200, CT findings, clinical assessment or findings at 
laparoscopy, require a full laparotomy and staging 
procedure.

If a malignancy is revealed during laparoscopy or from 
subsequent histology, it is recommended that the woman be 
referred to a cancer centre for further management.



Of a cohort of 15 735 postmenopausal women from the 
intervention arm of the PLCO Cancer Screening Trial through 
4 years of transvaginal ultrasound screening, simple cysts 
were seen in 14% of women the first time that their ovaries 
were visualised. The 1-year incidence of new simple cysts 
was 8%. Among ovaries with one simple cyst at the first 
screen, 54% retained one simple cyst and 32% had no cyst 1 
year later. Simple cysts did not increase the risk of 
subsequent invasive ovarian cancer. Most cysts appeared 
stable or resolved by the next annual examination

Greenlee RT, Kessel B, Williams CR, Riley TL, Ragard LR, Hartge P , et al. 
Prevalence, incidence, and natural history of simple ovarian cysts
among women >55 years old in a large cancer screening trial. Am J 
Obstet Gynecol 2010;202: 373.e1–9. 



Asymptomatic, simple, unilateral, unilocular ovarian cysts, 
less than 5 cm in diameter, have a low risk of malignancy. In 
the presence of normal serum CA125 levels, these cysts can 
be managed conservatively, with a repeat evaluation in 4–6 
months. 

It is reasonable to discharge these women from follow-up 
after 1 year if the cyst remains unchanged or reduces in size, 
with normal CA125, taking into consideration a woman’s 
wishes and surgical fitness.



Initial assessment and estimation of the risk of malignancy

Which RMI should be used?
The ‘RMI I’ is the most utilised, widely available and validated 
effective triaging system for women with suspected ovarian 
cancer. 
Although a RMI I score with a threshold of 200 (sensitivity 
78%, specificity 87%) is recommended to predict the likelihood 
of ovarian cancer and to plan further management, some 
centres utilise an equally acceptable threshold of 250 with a 
lower sensitivity (70%) but higher specificity (90%).  

Other scoring systems are described. OVA1®and Risk of 
Malignancy Algorithm require specific assays which may make 
routine use impractical. The International Ovarian Tumor 
Analysis (IOTA) classification, which is based on specific 
ultrasound expertise, has comparable sensitivity and 
specificity to RMI and forms an alternative for those 
experienced in this technique



The introduction of ‘simple rules’ into routine clinical practice could result in a 
significant reduction in the number of surgical procedures offered to 
postmenopausal women with incidental diagnoses of adnexal cysts on imaging.

148 women were randomised:
• Simple Rules Management Protocol (SRMP)
• Risk of Malignancy Index in the Royal College of Obstetricians and 

Gynaecologists guideline (RMI/RCOG)

• Surgery in 
• 28.1% women in the RMI/RCOG
• 10.3% women in the SRMP

no delayed diagnoses of ovarian cancer at 12 months.



A thorough medical history should be taken from the woman, 
with specific attention to risk factors and symptoms suggestive 
of ovarian malignancy, and a family history of ovarian, bowel or 
breast cancer. 

Where family history is significant, referral to the Regional 
Cancer Genetics service should be considered. 

Appropriate tests should be carried out in any postmenopausal 
woman who has developed symptoms within the last 12 
months that suggest irritable bowel syndrome, particularly in 
women over 50 years of age or those with a significant family 
history of ovarian, bowel or breast cancer. 



Women who are at high risk of malignancy are likely to need a 
laparotomy and full staging procedure as their primary surgery

If a malignancy is revealed during laparoscopy or from 
subsequent histology, it is recommended that the woman be 
referred to a cancer centre for further management. 



A thorough medical history should be taken from the woman, 
with specific attention to risk factors and symptoms suggestive 
of ovarian malignancy, and a family history of ovarian, bowel or 
breast cancer. 

Where family history is significant, referral to the Regional 
Cancer Genetics service should be considered. 

Appropriate tests should be carried out in any postmenopausal 
woman who has developed symptoms within the last 12 
months that suggest irritable bowel syndrome, particularly in 
women over 50 years of age or those with a significant family 
history of ovarian, bowel or breast cancer. 
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• Tutte le pazienti con massa annessiale devono 
eseguire un’ecografia pelvica transvaginale completata 
da un tempo addominale. Tutte le masse devono 
essere classificate secondo i criteri IOTA (ref : 
Timmerman D, et. Ultrasound Obstet Gynecol. 2000 
Oct;16(5):500-5.) (Allegato 1). 

• Il referto dovrà specificare: il tipo di cisti (uniloculare, 
uniloculare-solida, multi-loculare, multi-loculare-solida 
or solida), il contenuto della cisti (anecogeno, 
ipoecogeno, ground glass, emorragico o misto), la 
presenza e la dimensione di strutture solide o papillari 
o irregolarità di parete, la vascolarizzazione, la 
presenza di coni d’ombra e ascite.



Allegato1



• Il dosaggio del marker tumorale CA 125 deve 
accompagnare il riscontro ecografico di massa 
annessiale (il dosaggio di HE4 è facoltativo). Si 
suggerisce di integrare anche con il dosaggio 
del CA 19.9 e il CEA per escludere metastasi da 
patologie gastroenteriche.  



• Il rischio della massa annessiale deve essere 
stimato attraverso le “simple rules” (SR) 
(Allegato 2) in caso di ecografista “non 
esperto”. (ref. Timmerman D, Testa AC, et al. 
Ultrasound Obstet Gynecol. 2008 
Jun;31(6):681-90.)



Allegato 2



• Rule 1: se una o più caratteristiche M sono 
presenti, in assenza delle caratteristiche B, la 
massa viene classificata come maligna.

• Rule 2: se una o più caratteristiche B sono 
presenti, in assenza di caratteristiche M, la 
massa è classificata come benigna.

• Rule 3: se sono presenti sia caratteristiche M 
che B o nessuna delle due, il risultato è 
considerate inconclusive.



• Ecografista di II livello è definito un ecografista che 
abbia effettuato un training post-specialità presso un 
centro di terzo livello; deve avere eseguito almeno 30 
sedute ecografiche in un Centro con competenza II 
livello e che abbia effettuato un numero di ecografie 
ginecologiche pari ad almeno 2000 (ref. Van Holsbeke
C.Ultrasound Obstet Gynecol. 2009 Oct;34(4):454-61; 
Ultraschall Med. 2006 Feb;27(1):79-105.). 

• L’ecografista di secondo livello stabilisce il rischio 
neoplastico secondo i criteri IOTA e il pattern 
recognition.



• In caso di conferma di sospetto neoplastico tutte le 
pazienti devono eseguire una TAC toraco-addomino-
pelvica con m.d.c. entro 15 giorni dall’ecografia. 
Essa si prefigge di valutare:
– Analisi della diffusione endoperitoneale della sospetta 

neoplasia ovarica
• Omental cake, ispessimenti peritoneali, versamento addominale

– Analisi del retroperitoneo
• Linfoadenopatie, stenosi ureterale

– Noduli parenchimali

– Analisi dell’eventuale diffusione toracica della malattia
• Ispessimenti/noduli pleurici e mediastinici



• Analisi dei markers tumorali

– CA125

– ulteriori markers in caso di sospetto di lesione 
particolare (CA19.9 per casi sospetti mucinosi, 
He4 per casi sospetti di endometriosi cancerizzata) 
(inibina, alfa-feto proteina, beta-HCG in caso di 
sospetto di tumori non epiteliali)



• Colonscopia e gastroscopia vengono eseguite 
solo in casi selezionati, su sospetto clinico



A seguito dell’iter diagnostico tutti i casi sono 
quindi definiti come sospetti per tumori ovarici
iniziali o sospetti per tumori ovarici avanzati.



Hoskins, 1994

Micro

1cm

<2 cm

>2 cm

Citoriduzione
nel carcinoma ovarico avanzato





Predictors of 
outcome

• Stage
• Age
• Surgical debulking
• Response to chemotherapy
• Serum CA125 levels
• Disease distribution
• Specific microscopic patterns 

of invasion
• BRCA status





Lancet Oncol 2019; 20: 448–58
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DELLA PAZIENTE CON CARCINOMA OVARICO 

 

Questo Percorso Regionale ha lo scopo di garantire una corretta gestione chirurgica del paziente 

con tumore maligno dell’ovaio in modo da offrire a tutte le donne della Regione la migliore 

sopravvivenza, considerato che la chirurgia riveste oggi un ruolo fondamentale per la prognosi 
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1. PROBLEMATICA

ADEGUATO MONITORAGGIO DELLA NELLA GESTIONE DEL TUMORE 
OVARICO NELLA REGIONE EMILIA-ROMAGNA

- discrepanza tra i dati SDO ottenuti dalla valutazione 
centralizzata e i dati riportati dai singoli Centri

- importanza della corretta analisi dei dati
- nuovi casi
- numero laparoscopie diagnostiche (casi avanzati)
- numero di casi iniziali/avanzati
- numero di interventi chirurgici
- numero di chirurgia upfront/di intervallo 

RISOLUZIONE

- APPLICAZIONE DA PARTE DI TUTTI I CENTRI REGIONALI DI UN 
PROTOCOLLO DRG CONDIVISO, IN MANIERA DA OTTENERE DATI 
PRECISI, INCONTESTABILI E BASE PER FUTURE DECISIONI e per 
adeguata remunerazione del centro

- Dr.ssa Lucchi del Policlinico S.Orsola-Malpighi presenterà un sistema 
di codifica da distribuire in tutti i centri regionali



2. PROBLEMATICA

VALUTAZIONE DEI CENTRI IN GRADO DI ESEGUIRE UN TRATTAMENTO 
CHIRURGICO PER IL TUMORE OVARICO

- requisiti minimi richiesti dalle Linee Guida Nazionali

RISOLUZIONE

- IDENTIFICAZIOINE DELLA PRESENZA DEI REQUISITI MINIMI PER IL 
TRATTAMENTO DEL TUMORE OVARICO

- Disponibilità di esame istologico al congelatore (estemporaneo)
- Presenza di Terapia Intensiva Post-chirurgica 









EPITHELIAL OVARIAN CANCER
2015-2016

NEW DIAGNOSIS 228

UPFRONT SURGICAL 

PROCEDURES
141

DIAGNOSTIC LAPAROSCOPY 

(UPFRONT, POST-CHEMO, 

RELAPSE)

117

INTERVAL DEBULKING 

SURGERY
58

SURGERY FOR RELAPSE 33

HIPEC PROCEDURES 14



Evoluzione del trattamento del carcinoma ovarico avanzato Bologna 
2007/2014
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Evoluzione del trattamento del carcinoma ovarico avanzato
Bologna 2007/2016



NEW OVARIAN 
CANCER DIAGNOSIS

122

TOTAL SURGERIES 
123

SURGERIES
PRIMARY DIAGNOSIS

109

SURGERIES 
RELAPSE

14

UP FRONT SURGERIES
75 (68,81%)

INTERVAL DEBULKING SURGERIES
34 (31,19%)

RESIDUAL TUMOR  CC0
70 (93,3%)

OVARIAN CANCER CASES
year 2016



CHIRURGIA CARCINOMA OVARICO STADIO III-IV
Bologna

2000-2004 2005-2009 2010-2014

3 year survival 75% 72% 87%

Resezioni 

intestinali

12% 24% 40%

Resezioni 

diaframmatiche

3% 13% 25%



BORDERLINE OVARIAN
2015-2016

NEW DIAGNOSIS 35

SURGICAL PROCEDURES 40

UPFRONT SURGICAL 

PROCEDURES
35

SURGICAL PROCEDURES FOR 

RELAPSE
5













CHIRURGIA OVAIO:   RECIDIVA SU CC0

TIME 2009-2011 2012-2014

N. Interventi 

Chirurgici

Recidiva a 30 mesi

da Chirurgia

N. Interventi 

Chirurgici

Recidiva a 30 mesi

da Chirurgia

Stadi III IV 109 183

Residuo 0 (CC0) 79 44 (55.7%) 117 56 (50.4%)

Neoad.+Chirurgia 39 28 (71.8%) 53 27 (50.9%)

Up Front 40 16 (40.0%) 64 29 (45.3%)





PROTOCOLLO DIAGNOSTICO



‘Pattern recognition’ of specific ultrasound 
findings can produce sensitivity and specificity 
equivalent to logistic regression models, especially 
when performed by more experienced clinicians 
specialising in women’s imaging.

Repeating ultrasound assessment in the 
postmenstrual phase may be helpful in cases of 
doubt and endometrial views may contribute to 
diagnosis in cases of estrogen-secreting tumours
of the ovary. 



it is reasonable to manage these simple cysts conservatively: 
with a follow-up assessment of serum CA125 and a repeat 
ultrasound scan. 

The ideal frequency of repeat imaging is yet to be 
determined. A reasonable proposed interval is 4–6 months.

This, of course, depends upon the views and symptoms of 
the woman, her surgical fitness and on the clinical 
assessment. 

It is reasonable to discharge these women from follow-up 
after 1 year if the cyst remains unchanged or reduces in size, 
with normal CA125


