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Cancer bland kvinnor | Sverige 2009
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Gynekologisk Tumorkirurgi

= Corpuscancer;
= QOvarialcancer;
= Cervixcancer;
= Vulvacancer;

Summa

Sverige

1500st nya fall/ar

/80st nya fa
450st nya fa
180st nya fa

/ar
/ar
/ar

~3000st nya fall/ar




Nulagesbeskrivning Sverige 2012

"Centraliserat”
= Cervixcancer (450st)

= Vulvacancer (180st)

"E|] centraliserat”

= Corpuscancer (1500st)

= QOvarialcancer (780st)
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Kvinnokliniker 1 Sverige

= 7 universitetssjukhus

= Kvinnokliniker runt om 1 Sverige (50-tal)

= 30-tal kliniker som opererar ovarialcancer
(stora och sma kliniker)

Subspecialitet infordes | Gyn tumorkirurgi med cance rvard 1999
= Svensk Forening for Obstetrik och Gynekologi (SFOG)

= 16st subspecialister idag verksamma universitetsenheterna

= 12st under pagaende subspecialisering

= Revidering utford 2012 och jamforbar med ESGO
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Ovarialcancer 2009

= Antal nya fall per ar 780st
= Procent av alla cancerfall 3%

» Relativa 5-ars overlevnaden 44%

= Relativa 10-ars 6verlevnaden 36,8%
= Dddsfall per ar 675st

= Cirka 60% diagnostiseras stadium >l|




Malignant celis
in ascites

1A 1B

Rectum

Aorta

Malignant cells
in ascites

1l 1l v
= == Ml
11 1A/3a
Microscapic anly
111 C/3c
Peritoneal
etastases IV iB3b
2cm

Macroscopic
peritoneal
meatastasas
= 2cm




Sahlgrenska Universitetssjukhuset

Prognos relaterat till stadium
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Figure 11.18 Survival of patients with epithelial ovarian cancer by substage. (From
Pecorelli S, Odicino F, Maisonneuve P, Creasman W, Shepard |, Sideri M, et al.
Carcinoma of the ovary. Annual Report on the Results of Treatment of Gynaecologi-
cal Cancer. J Epidemiol Biostat 1998;3:75—-102, with permission.)
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Overlevnaden i ovarialcancer har marginellt
forbattrats sedan 80-talet
Alla stadier

Cancer survival in Sweden 1980-2002
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...till skillnad fran brostcancer

Cancer survival in Sweden 1980-2002
Zumulative observed survival
Ereast. Females age 0-89
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Vad ar viktigt for prognosen och

Overlevnaden nar det galler ovarialcancer?
Kirurgi I kombination med kemoterapl
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Du Bois et al Cancer. 2009 Mar 15;115(6):1234-44

Likadant ses |
multicenter studie
Europa:

1995- 2003

3126 patienter
Stadiumz=1IB

sKomplett tumorreduktion
*1-10 mm rest tumor

*>10mm rest tumor
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Hazard Ratio vid ovarialcancer om opererad av specialkunnig
gynekologisk tumaorkirurg alt gynekolog eller kirurg

Reference

Surgeon

Survival outcome

Stage of

disease

Hezard ratio
(95% Cl)

Median (months)

Engelen et al, 20067

Paulsen et al, 2006

Camey et al. 2002°

Jurnor et al, 1999

Woodman et al, 19077
Junor et al, 1994°
Kehoe el al, 1594

tisenkop etal, 1592
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Cochrane rapport 2011

= Cochrane Database Syst Rev. 2011 Aug
10;(8):CD007565.

= Optimal primary surgical treatment for advanced
epithelial ovarian cancer.

= Elattar A, Bryant A, Winter-Roach BA, Hatem M,
Naik R.

= Source

= Birmingham City Hospital, Dudley Road,
Birmingham, West Midlands, UK, B18 7QH.
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Hazard Ratio pa ¢verlevnad mellan resttumoér>1cm jamfort med
makroskopisk tumorfrinet vid op.slut pa avancerad ovarialcancer

Feview: Optimal primary surgical treatment for advanced epithelial ovarian cancer
Comparisan: 3 Residual disease (RD) = 1 cm wersus microscopic disease

Outcome: 1 Owerall survival

Study or subgroup log [Hazard Ratia] Hazard Ratio Weight Hazard Ratio
(5E) IV.Random, 95% CI IV.Randam, 95% CI
1 Advanced stage (/W)

Salani 2007 1.77 (0.4) — 131 % 587[2.68,1286]
Subtotal (95% CI) —eulii—— 13.1% 5.87 [ 2.68, 12.86 ]
Heterogeneity: not applicable
Test for overall effect: Z =443 (P < 0.00001)

2 Stage [

Winter 2007 0.9 (0.09) . 424 % 246 [2.06, 2.93]
Subtotal (95% ClI) L 42.4 % 246 [ 2.06, 2.93 ]
Heterogeneity: not applicable
Test for overall effect: £ = 10,00 (P < 0.00001)

3 Stage HC

Chi 2008 1.31 (0.25) —=— 23.6% IF1[2.27,6.05]

Eisenkop 2003 1.0500.28) —— 209 % 297 [1.72, 5151
Subtotal (95% CI) - 44.5 % 3.36 [ 2.33, 4.84 ]
Heterogeneity: Tau® = 0.0; Chi* = 0.34, df =1 (P = 0.56); I* =0.0%

Test for owverall effect: £ = 6.50 (P < 0.00001)
Total (95% CI) - 100.0 % 3.16 [ 2.26, 4.41 |
Heterogeneity: Tau® = 0.06; Chi® = 6.57, df = 3 (P = 0.09); [ =54%
Test for overall effect: £ = 6.77 (P < 0.00001)
Test for subgroup differences; Chi* = 6.22, df = 2 (P = 0.04), I* =68%
0.05 o2 1 5 20

Favours =lcm group

Fawvours Oom group
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Authors” conclusion

"During primary surgery for advanced stage
epithelial ovarian cancer all attempts should
be made to achieve complete cytoreduction.
When this is not achievable, the surgical goal
should be optimal (< 1 cm) residual disease. ”
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Resultat Sverige

= GynOp Registret Rapport 2008

19% makroskopisk tumorfrihet
41% <lcm
54% <2cm

= Danmark Centralisering av ovarialcancer

Mal: Makroskopisk tumdrfrinet >40%

= Norge centraliserat/nivastrukturerat
= Finland centraliserat/nivastrukturerat

VASTRA
GOTALANDSREGIONEN

SAHLGRENSKA UNIVERSITETSSJUKHUSET




Sahlgrenska Universitetssjukhuset

Hornstenar vid Ovarialcancer

* Centraliserat/Nivastrukturering
e Individualiserat

o Multidisciplinart gynekolog.
radiolog, patolog, onkolog,
urolog, kirurg,
anestesiolog, leverkirurgi,
karlkirurg,

plastikkirurg, ortoped...

e Multiprofessionellt

ssk med specialkompetens,
kontakt-ssk, stomi-ssk,
sjukgymnast, kurator, dietist...

- H6g FoU-aktivitet
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Aggstockscancer

NATIONELLT VARDPROGRAM 2011

Giltighetstid 2012-2014

Mationella arbetsgruppen fir
dggstockscancer

Epitelial ovarialcancer

spasserat remissforfarande
| linjeorganisation och
profession

Godkant juni 2012
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Vem skall operera kvinnan med
ovarialcancer | Sverige?

= Gynekologisk tumorkirurg vid
universitetsenhet/Gynekologiskt Tumorkirurgiskt
centrum(GTK)

= Multidisciplinara konferenser (MDK)

= Multidisciplinart team

= Vardteam och fortbildningsmojligheter
= Struktur, kompetens och resultat

= Forskningsaktivitet

= Framtid ; Optimal & Jamlik
= Fler 6verlevare?
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