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Introduction 
 
In 2021, it is estimated that 21,410 women will be diagnosed 
with ovarian cancer and 13,770 with die of their disease.  The 
incidence of ovarian cancer increases with age with the median 
age at diagnosis, 63-years-old.1 The most common subtype of 
ovarian cancer is epithelial ovarian carcinoma (EOC) which 
accounts for 85 to 90 percent of ovarian cancers.2 EOC 
commonly spreads to the lining and organs of the pelvis and 
abdomen first before spreading to other parts of the body, such 
as the lungs and liver, and commonly presents with nonspecific 
symptoms. Treatment includes surgical resection and chemo-
therapy.  If primary debulking surgery is not feasible, then 
neoadjuvant chemotherapy (NACT) can be administered. 
 
Presentation 
 
A 62-year-old female with a past medical history of chronic 
constipation, hypothyroidism, and diabetes presented to 
oncology clinic for evaluation of newly diagnosed ovarian 
cancer.  She initially presented to her primary care physician 
with worsening constipation. She was referred to gastro-
enterology who recommended a colonoscopy. The initial 
procedure was aborted due to poor prep.  The rescheduled 
colonoscopy revealed a submucosal rectal lesion and a 
significantly narrowed rectosigmoid colon consistent with ex-
ternal compression. CT abdomen/pelvis showed rectosigmoid 
thickening, bilateral enlarged ovarian masses, extensive perito-
neal carcinomatosis, ascites, and bilateral hydronephrosis.  CT 
chest showed multiple enlarged mediastinal lymph nodes and a 
right pleural effusion.  Biopsy confirmed high-grade serous 
carcinoma, consistent with mullerian primary.   CA-125 was 
elevated at 1200. 
 
She was referred to medical oncology and surgical gynecologic 
oncology.  She was treated with three cycles of neoadjuvant 
chemotherapy with carboplatin, paclitaxel, and bevacizumab.  
Repeat imaging showed decreased size in bilateral adnexal 
masses and improvement in peritoneal carcinomatosis, ascites, 
and right pleural effusion. Repeat CA-125 was 20. She under-
went optimal cytoreduction with total abdominal hysterectomy, 
bilateral salpingo-oophorectomy, omentectomy, appendecto-
my, and tumor debulking of implants followed by three cycles 
of adjuvant chemotherapy with carboplatin, paclitaxel, and 
bevacizumab. Pathology confirmed high-grade serous carcino-
ma with moderate treatment effect.  
 
 

Discussion 
 
Ovarian cancer is the second most common gynecologic 
malignancy and the most common cause of gynecologic cancer 
death in the United States.3 Presenting symptoms are often 
nonspecific and include pelvic pain or pressure, bloating, 
urinary urgency or frequency, and gastrointestinal symptoms.  
As such, most women are diagnosed with advanced stage 
disease. 
 
For most women, ovarian cancer is treated with primary 
cytoreductive surgery (PCS) followed by adjuvant chemothera-
py.  The best outcomes have been observed in women who 
achieve complete resection of all visible disease.4  However, 
neoadjuvant chemotherapy followed by interval cytoreductive 
surgery is considered for patients with advanced-stage ovarian 
carcinoma who are not ideal candidates for primary cytore-
ductive surgery due to poor performance status, comorbidities, 
or disease unlikely to be optimally cytoreduced.5  The goal of 
neoadjuvant chemotherapy is to reduce perioperative morbidity 
and mortality and increase the likelihood of complete resection 
of the disease.     
 
Available data suggests overall survival (OS) for selected 
women with advanced stage ovarian cancer who undergo 
neoadjuvant chemotherapy followed by interval cytoreduction 
and adjuvant chemotherapy is similar to women who undergo 
primary cytoreduction followed by adjuvant chemotherapy.6,7  
Moreover, neoadjuvant chemotherapy is associated with less 
perioperative morbidity and mortality including fewer bowel 
resections, ostomies, and post-operative complications.    
 
Several randomized trials have compared neoadjuvant chemo-
therapy followed by interval cytoreductive surgery to upfront 
surgical cytoreduction in women with advanced stage ovarian 
cancer that were unlikely to achieve optimal cytoreduction with 
upfront surgery.  In EORTC 55971, primary cytoreductive 
surgery followed by 6 cycles of platinum-based chemotherapy 
was compared to 3 cycles of platinum-based neoadjuvant 
chemotherapy followed by interval cytoreduction and then at 
least 3 cycles of adjuvant chemotherapy in 670 women with 
advanced stage ovarian cancer.6  Optimal cytoreduction (ie 
residual tumor <1cm) was achieved in 41.6% of women in the 
primary cytoreduction arm compared to 80.6% in the neoadju-
vant chemotherapy arm. Outcomes were noninferior with 
overall survival 30 months in the NACT arm vs 29 months in 
the PCS arm.   Perioperative morbidity and mortality were 
lower in the NACT arm.  The CHORUS clinical trial compared 



  
 
primary cytoreductive surgery followed by 6 cycles of 
platinum-based chemotherapy to 3 cycles of platinum-based 
neoadjuvant chemotherapy followed by interval cytoreduction 
and then 3 cycles of adjuvant chemotherapy in 550 women with 
Stage III and IV ovarian cancer.7  Optimal cytoreduction was 
achieved in 41% of women in the PCS arm and 73% in the 
NACT arm.  Again, the NACT arm was found to be noninferior 
to the PCS arm with OS 24.1 months vs 22.6 months, 
respectively.  Further, perioperative adverse events were less 
common in the NACT arm.   
 
Although, neoadjuvant chemotherapy was associated with 
improved surgical outcomes, it has not been associated with 
significant difference in overall survival.  This may be related 
to selection of higher risk patients and low rates of optimal 
cytoreduction in the above clinical trials.   
 
Neoadjuvant chemotherapy should be considered for patients 
with advanced-stage ovarian carcinoma who are not good 
candidates for primary cytoreductive surgery or have a low 
likelihood of achieving optimal cytoreduction with upfront 
surgery. Outcomes comparable to upfront cytoreductive 
surgery with less perioperative morbidity and mortality.       
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