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Abstract

Objective: To assess long-term outcomes of patients with advanced-stage ovarian cancer by
treatment type.
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Methods: Patients with newly diagnosed stage I11-1V ovarian cancer who underwent primary
treatment at our tertiary cancer center from 01/01/2015-12/31/2015 were included. We reviewed
electronic medical records for clinicopathological, treatment, and survival characteristics.

Results: Of 153 patients, 88 (58%) had stage 111 and 65 (42%) stage IV disease. Median
follow-up was 65.8 months (range, 3.6-75.3). Eighty-nine patients (58%) underwent primary
debulking surgery (PDS), 50 (33%) received neoadjuvant chemotherapy followed by interval
debulking surgery (IDS), and 14 (9%) received chemotherapy alone, without surgery (NSx).
Median PFS to first recurrence was 26.2 months (range, 20.1-36.2), 13.5 months (range, 12-15.1),
and 4.2 months (range, 1.1-5.8) in the PDS, IDS, and NSx groups, respectively (£<.001). At

first recurrence/progression, 80 patients (72.7%) were treated with chemotherapy, 28 (25.5%)
underwent secondary cytoreductive surgery (CRS) followed by chemotherapy, and 2 (1.8%)
received no treatment. Seven patients (4.6%) underwent palliative surgery for malignant bowel
obstruction. Overall, 62.7% received 1-3 lines of chemotherapy. The 5-year OS rates were 53.2%
(95% CI: 44.7%—61%) for the entire cohort, 71.5% (95% CI: 60.2%—-80%) for the PDS group,
35.2% (95% Cl: 22.2-48.5%) for the IDS group, and 7.9% (95% CI: 0.5%-29.9%) for the NSx

group.
Conclusion: The longitudinal treatment modalities and outcomes of patients with advanced

ovarian cancer described here can be useful for patient counseling, long-term planning, and future
comparison studies.
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Introduction:

Ovarian cancer is the seventh most common cancer in women worldwidel. At the time of
diagnosis, 80% of patients present with advanced-stage disease (stage 111-1V)2, with a 5-year
survival rate of less than 45%~. Among women 40-79 years of age, ovarian cancer is the
fourth leading cause of cancer death3.

Surgery is a mainstay in the comprehensive treatment of advanced ovarian cancer. Survival
is greatest with no residual disease®®. If a complete gross resection (CGR) is not feasible,
neoadjuvant chemotherapy (NACT) followed by interval debulking surgery (IDS), with
the goal of CGR, may provide the best survival advantage®. In the recurrent setting,
surgery is preferred for patients with a long disease-free interval, demonstrated platinum
sensitivity, and focal or limited extent of disease. For patients with disease recurrence or
progression within 6 months, or who present with extensive disease, chemotherapy is the
preferred treatment,”~2 even among patients undergoing tertiary cytoreduction1?. Platinum
combinations are the most effective treatment option for patients with platinum-sensitive
disease.

Ovarian cancer treatment has evolved greatly over the past two decades, and targeted
therapies such as vascular endothelial growth factor (VEGF) monoclonal antibodies and

poly ADP-ribose polymerase inhibitors (PARPis) are changing the treatment landscapel1-14,
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With a better understanding of the importance of patient selection and timing of surgery,
as well as new treatment and maintenance options, survival outcomes have improved
significantly. The aim of this study is to provide a detailed analysis of the treatment and
long-term follow-up of patients with advanced-stage ovarian cancer who presented to a
high-volume cancer center over a 1-year period.

We performed a retrospective chart review of patients with advanced-stage ovarian cancer
using our institution’s prospectively maintained and curated database, which includes all
patients who present to the Gynecologic Oncology Service at Memorial Sloan Kettering
Cancer Center (MSK). This study was approved by our Institutional Review Board.

All patients with newly diagnosed, previously untreated 2014 International Federation

of Gynecology and Obstetrics (FIGO) stage I11-1V ovarian, fallopian tube, or primary
peritoneal cancer who began initial treatment at MSK between 01/01/2015 and 12/31/2015
were included. Patients who were initially diagnosed at the end of 2014 and started
treatment in 2015 were also included. Patients who underwent cytoreductive surgery (CRS)
or received chemotherapy prior to presentation to our institution were excluded. Patients
with early-stage (stage I-11) ovarian cancer or non-epithelial histology were also excluded.

Data were collected from the electronic medical record. Patient demographics,
clinicopathological characteristics, and details of treatment lines including surgery,
antineoplastic therapy, and survival data were compiled. Descriptive statistics were provided.
Distributions between different treatment groups were tested using the Fisher exact test for
categorical variables and the Wilcoxon rank sum test for continuous variables. Progression-
free survival (PFS) 1 and 2 were calculated. PFS1 was defined as the time of primary
debulking surgery (PDS) or first cycle of chemotherapy to first recurrence, progression of
disease (POD), death, or last follow-up, whichever occurred first. PFS2 was defined as

the treatment date of either the first cycle of chemotherapy for first recurrence or date

of secondary CRS for first recurrence to the second recurrence or POD, death, or last
follow-up, whichever occurred first. Overall survival (OS) was defined as the date of PDS
or first cycle of chemotherapy to death or last follow-up, whichever occurred first. The
Kaplan-Meier method was applied to obtain the median survival time or the survival rate

at a specific year. The log-rank test or Wald test based on the Cox proportional hazard
model were used to obtain the Pvalue in survival analyses. Pvalues <.05 were considered
statistically significant. All tests were 2-sided. All analyses were performed in R 3.6.3
(https://iwww.R-project.org/).

A total of 153 patients met the inclusion criteria during the study period. The median
follow-up among survivors was 65.8 months (range, 3.6—-75.3 months). The median age at
diagnosis for the entire cohort was 65 years (range, 30-89 years). The median body mass
index (BMI) was 25.3 kg/m? (range, 16-65.4 kg/m2). The most common histology was
high-grade serous, which was found in 126 patients (82.3%). Seventy (55.6%) of the 126
patients with high-grade serous histology had stage 111 and 56 (44.4%) had stage IV disease
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at diagnosis. Eighty-eight patients (58%) had stage 111 disease and 65 patients (42%) had
stage IV disease. Twenty-six (21%) of the 122 patients tested had a germline or somatic
deleterious BRCA 1/2 alteration. In our entire cohort, 20 patients (13.1%) had a BRCA 1
alteration, 6 (3.9%) had a BRCAZ alteration, 96 (62.7%) had wildtype, and 31 (20.3%) had
unknown BRCA status (Table 1).

Eighty-nine patients (58%) underwent PDS, 50 (33%) received NACT followed by IDS,

and 14 (9%) did not undergo surgery and were treated with chemotherapy alone. NACT
followed by IDS was initiated due to extent of disease in 37 patients (74%), pulmonary
embolism at diagnosis in 6 patients (12%), poor performance status in 6 patients (12%), and
a synchronous diagnosis of ovarian cancer and triple-negative breast cancer in 1 patient (2%)
(Table 2). Among the 50 patients who received NACT, 14 (28%) received 3 cycles of NACT,
16 (32%) received 4 cycles, 3 (6%) received 5 cycles, 12 (24%) received 6 cycles, and 5
(10%) received 7 cycles. The median number of NACT cycles was 4 (range, 3—7 cycles).
CGR was achieved in 68 (76.4%) of 89 patients who underwent PDS and in 33 (66%) of

50 patients who underwent IDS. In total, 38 patients had RD after PDS and IDS. Gross
disease <1 cm was achieved in 18 (20.2%) of 89 patients who underwent PDS and 10 (20%)
of 50 patients who underwent IDS. Following PDS and IDS, 3 (3.4%) of 89 patients and

7 (14%) of 50 patients were left with >1 cm RD (ie, suboptimal debulking), respectively
(P=.069). The median time from surgery (PDS and IDS) to the start of chemotherapy was

36 days (range, 15-87 days). Five patients did not receive postoperative chemotherapy, and
the exact chemotherapy start date was unknown for 14 patients. Postoperative intraperitoneal
chemotherapy was administered to 55 patients (36%). No patients received hyperthermic
intraperitoneal chemotherapy (HIPEC). In the upfront setting, 5 patients (3.3%) received the
anti-angiogenic agent bevacizumab. PARPi/placebo as first-line maintenance therapy was
given on a clinical trial to 5 patients (3.3%) (Table 2).

Among the entire cohort, 35 patients remained disease-free at their last follow-up after
upfront treatment alone, and 111 developed a recurrence or POD at the study lock date. Six
patients died within 6 months of initial diagnosis. One patient was lost to follow-up. The
median PFS1 was 26.2 months (95% CI: 20.1-36.2 months) for patients who underwent
PDS, 13.5 months (95% CI: 12-15.1 months) for patients who received NACT followed
by IDS, and 4.2 months (95% CI: 1.1-5.8 months) for patients who received chemotherapy
only (P<.001) (Figure 1).

First recurrence/progression of disease:

Of the 111 patients with first recurrence or POD, 1 was lost to follow-up. At the time of first
recurrence or POD, 80 (72.7%) of the 110 patients were treated with chemotherapy alone,
28 (25.5%) underwent secondary CRS followed by platinum-based chemotherapy, and 2
(1.8%) received no further treatment. Among the 28 patients who underwent secondary
CRS, CGR was achieved in 25 (89.3%); 1 patient (3.6%) had RD <0.5 mm and 2 (7.1%)
had RD >10 mm. As part of an ongoing trial at our institution during the study period,

6 (23.1%) of 26 patients underwent HIPEC at the time of secondary CRS. One patient

had an isolated recurrence in the lung and underwent a video-assisted thoracic surgical
resection followed by chemotherapy, and 1 patient was diagnosed with an isolated brain
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metastasis and underwent resection followed by radiotherapy and systemic treatment. The
median number of days from secondary CRS to the start of chemotherapy was 32 (range,
16-78 days). All patients received a combination of platinum-based chemotherapy with
gemcitabine or pegylated liposomal doxorubicin after secondary CRS; the median number
of cycles was 6 (range, 3-8 cycles). One patient (3.6%) was treated with maintenance
bevacizumab after secondary CRS and 8 patients (28.6%) received maintenance therapy
with a PARPI after undergoing treatment with platinum-based chemotherapy. In total, 22
(20%) of 110 patients were treated with bevacizumab during their second-line treatment and
23 patients (20.9%) received PARPi maintenance therapy (Table 2).

Of the 111 patients with recurrence or POD after second-line treatment, 15 were disease-free
at last follow-up and 84 experienced a second recurrence, persistence of disease, or POD and
subsequently received third-line treatment. The median PFS2 for the first recurrence or POD
cohort was 9.6 months (95% ClI: 8.1-12.1 months). The median PFS2 by treatment group
was 22.4 months (95% CI: 12.9-26.8 months) for patients who underwent secondary CRS
followed by chemotherapy and 7.5 months (95% CI: 5.4-9.4 months) for patients treated
with chemotherapy only (P<.001) (Figure 2).

Second recurrence/progression of disease:

Of 84 patients with a second recurrence or POD, 2 were lost to follow-up. Of the 82
remaining patients, 1 (1.2%) declined further treatment, 77 (93.9%) were treated with
chemotherapy only, and 4 (4.9%) underwent tertiary CRS. Among the 77 patients treated
with chemotherapy alone, 34 (44.2%) received either a platinum-combination regimen or
single-agent carboplatin, 34 (44.2%) received bevacizumab maintenance therapy, and 16
(20.8%) received PARPi maintenance therapy; 9 patients (11.6%) were treated on a clinical
trial that involved an investigational agent, of whom 2 received immunotherapy.

CGR was achieved in all 4 patients who underwent tertiary CRS. No patients received
HIPEC, and the median number of days from tertiary debulking to the start of chemotherapy
was 44 (range, 41-46 days). Three of the 4 patients received 6 cycles of platinum-based
combination; the fourth patient was treated with liposomal doxorubicin and recurred 5
months after surgery. All 4 patients received maintenance therapy; 2 (50%) received
bevacizumab and 2 (50%) received a PARPI.

Third recurrence and beyond/progression of disease:

Fifty-three patients had a third recurrence or POD at the time of analysis. One patient

was lost to follow-up. All 52 patients were treated with chemotherapy only and none
underwent a quaternary debulking; 14 patients (26.9%) were treated with platinum-based
chemotherapy, 21 (40.4%) received additional treatment with bevacizumab, and 3 (5.8%)
were treated with a PARPI. Six patients (11.5%) were treated with an investigational agent
on a clinical trial, of whom 4 received immunotherapy and 1 received PARPi/placebo.

Thirty-eight patients had a fourth recurrence or POD at the time of analysis. Six patients
(15.8%) were treated with platinum-based chemotherapy. Twenty patients (52.6%) received
bevacizumab, of whom 17 received non-platinum-based chemotherapy combined with
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bevacizumab maintenance therapy and 3 received a platinum-based combination with
bevacizumab maintenance. One patient (2.6%) was treated on a clinical trial, and another
elected for supportive care with home hospice.

Twenty-seven patients had a fifth recurrence or POD. Two patients (7.4%) received
platinum-based chemotherapy. Seven patients (25.9%) received bevacizumab maintenance
therapy combined with a non-platinum-based regimen. Three patients (11.1%) were treated
on a clinical trial. No patients were treated with PARPI.

Thirteen patients had a sixth recurrence or POD, 2 (15.4%) of whom were treated with
platinum-based combination chemotherapy. Four patients (30.8%) received bevacizumab
maintenance therapy, of whom 2 had a platinum-based chemotherapy combination. No
patients were treated with a PARPI.

Four patients had a seventh recurrence or POD, of whom 2 (50%) were treated with single-
agent carboplatin. One patient (25%) was treated with post-platinum PARPi maintenance
therapy. No patients received treatment with bevacizumab, and 1 (25%) was treated on a
clinical trial.

One patient had an eighth recurrence and POD and received irinotecan.

Treatment lines and details:

One patient (0.7%) received no lines of chemotherapy, 42 (27.5%) received 1 line, 26
(17.0%) received 2 lines, 28 (18.3%) received 3 lines, 15 (9.8%) received 4 lines, 10 (6.5%)
received 5 lines, 14 (9.2%) received 6 lines, 9 (5.9%) received 7 lines, 3 (2.0%) received 8
lines, 1 (0.7%) received 9 lines, and 4 (2.6%) received an unknown number of lines.

Seven patients (4.6%) underwent palliative surgery for malignant bowel obstruction (MBO).
Among the 70 observed deaths in the cohort, 21 patients (30%) had a small bowel
obstruction at the end of life. The small bowel obstruction resolved with conservative
management in 7 patients (33.3%), and 14 patients (66.7%) required placement of a
percutaneous endoscopic gastrostomy (PEG) drainage tube. After PEG placement, the
median number of days until death were 32.5 (range, 7-211 days). The median number

of lines of chemotherapy among the 70 patients who died was 3 (range, 0-9 lines).

In the entire cohort, 6 patients (3.9%) were diagnosed with brain metastasis, all of whom
had high-grade histology, at some point during their disease course. Two (33.3%) of the

6 patients tested positive for a BRCZ mutation and 4 (66.7%) of 6 were BRCA wildtype.
One patient (16.7%) underwent a resection of the brain metastasis followed by radiation
therapy and systemic treatment, 1 (16.7%) underwent a resection and radiation treatment, 3
(50%) were treated with radiotherapy and chemotherapy, and 1 (16.7%) did not receive any
therapy.

Gynecol Oncol. Author manuscript; available in PMC 2024 February 01.
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Overall survival outcomes:

The median OS was not reached in either the entire cohort or the PDS group. The 5-year OS
rate was 53.2% (95% CI: 44.7%—-61%) for the entire cohort, 71.5% (95% CI: 60.2%-80%)
for the PDS group, 35.2% (95% CI: 22.2-48.5%) for the IDS group, and 7.9% (95% ClI:
0.5%-29.9%) for the NSx group. Median OS was 41.7 months (95% CI: 26.7-57.6 months)
for the IDS group and 14.6 months (95% CI: 1.1-27.8 months) for patients who had no
surgery and chemotherapy only (/£<.001) (Figure 3). The 5-year OS rate for patients with
stage 11 disease was 60.1% (95% CI: 48.4%—-69.9%) and 44.5% (95% CI: 32%-56.3%) for
patients with stage IV disease (P=.081).

Discussion:

The disease course for patients diagnosed with ovarian cancer varies and depends on many
factors. To our knowledge, this is the first comprehensive, longitudinal, descriptive analysis
of treatment lines for patients with newly diagnosed advanced ovarian cancer from initial
diagnosis to at least 5 years of follow-up or death.

In the AGO-TR-1 study, the prevalence of a germline deleterious BRCA 1/2 alteration was
20.8%%°, which is almost identical to our finding of 21% among patients who underwent
genetic testing. The prevalence of deleterious BRCA alterations underlines the importance
of genetic testing to enable individualized treatment plans and cascade testing.

Not all patients with newly diagnosed advanced ovarian cancer are suitable candidates for
PDS. Some patients with extensive disease require NACT to decrease the disease burden
prior to resection, while others are too frail or have experienced a recent event (ie, venous
thromboembolism [VTE]) precluding them from undergoing PDS. In our cohort, 12% of
patients who received NACT were diagnosed with a pulmonary embolism and/or deep vein
thrombosis at presentation, which is comparable to the rate of 13.8% previously reported?®.
Liu et al reported a median number of 4 cycles of NACT and showed that patients who
received 5 or more cycles of NACT had worse OS and PFS than patients who received 3-4
cycles’. The aforementioned study, which was also performed at our institution, includes
some patients in our cohort since the study periods overlapped for 6 months. In our study,
the median number of NACT cycles before IDS was 4 (range, 3—7 cycles). In our cohort,
CGR was achieved in 76.4% and 66% of patients undergoing PDS and IDS, respectively. In
the primary setting, CGR is the most important factor for outcome?.

In our cohort, 111 of 153 patients developed recurrence or POD, which is comparable

with the literaturel8. One-quarter of patients with first recurrence underwent secondary CRS
in our cohort. Gockley et al described similar findings, with 23% of patients receiving
secondary CRS and 77% receiving chemotherapy®. The randomized-controlled DESKTOP
I11 trial reported that the median OS was longer for patients with platinum-sensitive
recurrent ovarian cancer undergoing secondary CRS followed by chemotherapy than for
patients receiving chemotherapy only (53.7 months versus 46.0 months, respectively). In
this trial, patients undergoing secondary CRS resulting in CGR (median OS, 61.9 months)
had the most favorable outcome?°. In our cohort, the rate of CGR after secondary CRS was
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89.3%. At our institution, the “MSKCC Team Ovary” criteria are used to select patients
suitable for secondary CRS; these criteria include the disease-free interval (6-12 months,
13-30 months, and >30 months), sites of disease (single or multiple), and the presence
or absence of carcinomatosis?. In the DESKTOP Il trial, the CGR rate was 75.5%, and
the Arbeitsgemeinschaft Gynaekologische Onkologie (AGO) score was used for patient
selection?0. Another randomized control trial (SOC-1) reported a CGR rate of 77%?.

Data on tertiary CRS in patients who recur after secondary CRS is limited. In our cohort,
4.9% of patients with a second recurrence of ovarian cancer underwent tertiary CRS, with
a CGR rate of 100%. We previously published oncologic outcomes of patients undergoing
tertiary CRS and noted a CGR rate of 89.5%722. Thus, patient selection is of the utmost
importance because the oncologic benefit is greatest when CGR is achieved?2:23,

Given the high rate of recurrence in ovarian cancer, patients commonly receive multiple
lines of chemotherapy. Nearly 63% of patients in our cohort received 1, 2, or 3 lines of
systemic chemotherapy at the time of last follow-up, while few received >7 lines. Hanker et
al found that patients receiving third and fourth lines of chemotherapy have a 3.5-month PFS
gain compared to patients not undergoing treatment. The study also reported an impact on
OS for third-, fourth-, and fifth-line treatment. They concluded that 3 lines of chemotherapy
in the recurrent setting are beneficial, but additional lines may not be helpful?. In the
recurrent setting, the treatment drug used depends on the disease-free interval or the time
period since last treatment. Platinum-based chemotherapy is favorable to treat patients with
ovarian cancer and is used in different combinations until platinum-resistance develops?. In
our cohort, platinum-based treatment was administered up to the seventh line of treatment.

The incidence of MBO in patients with ovarian cancer ranges from 20%-51%26. MBO

in patients with recurrent ovarian cancer is typically caused by peritoneal carcinomatosis.
Patients often present with a MBO at the end-stage of disease; Castro et al showed that the
median survival from first episode of MBO to death is 95 days?’. In our cohort, 4.6% of
patients underwent palliative surgery for MBO. Among patients who died, 30% had a small
bowel obstruction at the end of life and 66.7% required placement of a PEG drainage tube.

The incidence of brain metastasis in patients with ovarian cancer is estimated to be

1.01% (range, 0.49%—2.2%)28. In our cohort, 3.9% of patients were diagnosed with brain
metastasis. The incidence of brain metastasis in patients with other solid tumor malignancies
is much higher2® than in ovarian cancer. We previously reported that approximately 2.5%

of patients with ovarian cancer develop brain metastasis, and that patients with a BRCA
mutation were more likely to only have isolated brain metastasis3C.

The 5-year survival for patients with stage 111 and IV ovarian cancer reported in the literature
is 35%—42% and 20%-26%, respectively31:32, The 5-year OS rate in our cohort was longer
at 60.1% for stage 111 and 44.5% for stage IV disease. Whether or not this difference is due
to the demographics of the patients treated at our institution, the location of our institution,
the types and lines of surgery and/or chemotherapy, or other factors cannot be determined by
this retrospective review.
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1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Ehmann et al.

Funding:

Page 9

As mentioned above, not all patients are candidates to be treated with PDS. By comparing
the outcome of the PDS and IDS groups, an unavoidable bias between the two groups must
be taken under consideration.

Our results emphasize the importance for patients to receive treatment for ovarian cancer at a
high-volume center. We recommend that patients be referred to a such center upon diagnosis
to achieve the best survival outcome. Treatment and care at a tertiary cancer center assures
accessibility to various treatment lines, provides patients the opportunity to participate in
clinical trials, and ensures surgical management by highly experienced surgeons.

In conclusion, the 5-year OS for our cohort at an academic, high-volume tertiary care
cancer center compares favorably to those described in the literature. Our data provide a
comprehensive overview of patients treated at a cancer center with long-term follow-up and
can be a useful reference for patient counseling, long-term treatment planning, and future
comparison studies, especially as new targeted therapies emerge and become standard in
primary therapy.

This research was funded in part by the NIH/NCI Cancer Center Support Grant P30 CA008748.
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Highlights

. The 5-year OS rate in our cohort was favorably longer compared to what is
described in the literature.

. The majority of patients (62.7%) received 1-3 lines of chemotherapy.

. Nearly 5% of patients underwent palliative surgery for malignant bowel
obstruction.

. Longitudinal data on treatment modalities and outcomes are useful for patient

counseling, planning, and comparison studies.
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Figure 1:
Progression-free survival (PFS) 1 by surgery type (primary debulking surgery, interval

debulking surgery, no surgery).
IDS, interval debulking surgery; PDS, primary debulking surgery; NoSurg, no surgery
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Figure 2:
Progression-free survival (PFS) 2 by chemotherapy only and secondary cytoreductive

surgery. Chemo, chemotherapy; SCS, secondary cytoreductive surgery
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Figure 3:
Overall survival (OS) by surgery type (primary debulking surgery, interval debulking

surgery, no surgery).
IDS, interval debulking surgery; PDS, primary debulking surgery; NoSurg, no surgery
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Table 1.

Clinicopathologic characteristics of the cohort.

Clinicopathologic characteristic

No. of patients (%) (N=153)

Age at diagnosis
Median (range), years
BMI at diagnosis
Median (range), kg/m?
FIGO stage at diagnosis
11
v
BRCA mutation (germline and somatic)
BRCA 1
BRCA 2
Wildtype
Unknown
Histology
High-grade serous
Low-grade serous
Clear cell
Mucinous
Low-grade endometroid

Carcinosarcoma

Other ™

65 (30-89)

25.3 (16-65.4)

88 (58)
65 (42)

20 (13.1)
6(3.9)

96 (62.7)
31(20.3)

126 (82.3)
4(2.6)
5(3.3)
2(1.3)
1(0.7)
6(3.9)
9(5.9)

*
Mixed histology, treated with cytology only, subtype not classified

BMI, body mass index; FIGO, International Federation of Gynecology and Obstetrics
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Treatment characteristics of the cohort.

Table 2.

Treatment characteristic

No. of patients (%)

Initial treatment (N=153)
PDS
IDS
No surgery, chemotherapy alone
Reason for neoadjuvant chemotherapy (N=50)
Extent of disease
Pulmonary embolism at diagnosis
Poor performance status
Synchronous diagnosis of ovarian and breast cancers
Complete gross resection (CGR) (N=139)
CGR for PDS (n=89)
CGR for IDS (n=50)
Residual disease (RD) (N=38)
1-10 mm RD after PDS
1-10 mm RD after IDS
>10 mm RD after PDS
>10 mm RD after IDS
Time from surgery to chemotherapy
Median time (range), days
Intraperitoneal chemotherapy (N=153)
Yes
No
Unknown
Bevacizumab maintenance, 15t line (N=153)
Yes
No

Unknown

Investigational agent: PARPi/placebo, 1% line (N=153)

Yes
No

Unknown

First recurrence/POD (N=111’3
Chemotherapy alone (n=110)
No treatment (n=110)
Secondary cytoreductive surgery (n=110)
CGR (n=28)
Any RD (n=28)

Bevacizumab maintenance, 2" line (N= 110)

Gynecol Oncol. Author manuscript; available in PMC 2024 February 01.

89 (58)
50 (33)
14 (9)

37 (74)
6 (12)
6 (12)
1(2)

68 (76.4)
33 (66)

18 (47.4)
10 (26.3)
3(7.9)
7(18.4)

36 (15-87)

55 (36)
95 (62.1)
3(L.9)

5(3.3)
145 (94.8)
3(1.9)

5(3.3)
145 (94.8)
3(L.9)

80 (72.7)
2(1.8)
28 (25.5)
25 (89.3)
3(10.7)
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Treatment characteristic

No. of patients (%)

Yes 22 (20)
No 86 (78.2)
Unknown 2(1.8)
PARPi maintenance, 2" line (N=110)
Yes 23 (20.9)
No 85 (77.3)
Unknown 2(1.8)
Second recurrence/POD (N:84/)
Chemotherapy alone 77 (93.9)
Declined treatment 1(1.2)
Tertiary cytoreductive surgery 4(4.9)
CGR (n=4) 4 (100)
Treatment lines (N=153)
0 1(0.7)
1 42 (27.5)
2 26 (17.0)
3 28 (18.3)
4 15 (9.8)
5 10 (6.5)
6 14 (9.2)
7 9(5.9)
8 3(2.0)
9 1(0.7)
Unknown 4(2.6)
Palliative surgery for malignant bowel obstruction 7(4.6)

*
One patient lost to follow-up

A
Two patients lost to follow-up
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PDS, primary debulking surgery; IDS, internal debulking surgery; PARPI, poly ADP-ribose polymerase inhibitor; POD, progression of disease
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