
Your Abstract No. ESGO7-0821 has been successfully submitted (2May2017) 

RANDOMIZED CONTROLLED PHASE III STUDY TO EVALUATE SECONDARY CYTOREDUCTIVE SURGERY 
IN PLATINUM-SENSITIVE RECURRENT OVARIAN CANCER – AGO DESKTOP III/ENGOT OV20 

Authors 

1. Sehouli, Jalid, AGO & Berlin, Germany 
2. Vergote, Ignace, BGOG & Leuven, Belgium 
3. Ferron, Gwenael, GINECO & Toulouse, France 
4. Reuss, Alexander, AGO & KKS Marburg, Germany 
5. Meier, Werner, AGO & Düsseldorf, Germany 
6. Greggi, Stefano, MITO & Naples, Italy 
7. Jensen, Pernille T., NSGO & Odense, Denmark 
8. Selle, Frederic, GINECO & Paris, France 
9. Guyon, Frédéric, GINECO & Bordeaux, France 
10. Pomel, Christophe GINECO & Clermont-Ferrand, France 
11. Lecuru, Fabrice GINECO & Paris, France 
12. Zang, Rongyu SGOG & Shanghai, China 
13. Avall-Lunqvist, Elisabeth, NSGO & Stockholm, Sweden 
14. Kim, Jae Weon, KGOG & Seoul, Korea 
15. Ponce, Jordi GEICO & Barcelona, Spain 
16. Raspagliesi, Francesco, MITO & Milan, Italy 
17. Ghaem-Maghami, Sadaf, NCRI &London, UK 
18. Reinthaller,Alexander AGO-Austria & Wien, Austria 
19. Harter, Philipp, AGO & Essen, Germany (PI) 
20. du Bois, Andreas, AGO & Essen, Germany 

Objectives: The role of secondary cytoreductive surgery in platinum-sensitive recurrent ovarian 
cancer (PSROC) has not been defined by level-1 evidence. 

Methods: Pts with PSROC and 1st relapse if they presented with a positive AGO-score which selects 
approximately 50% of all PSROC pts. They were randomized to 2nd-line chemotherapy vs 
cytoreductive surgery followed by chemo. We report results of the predetermined interim analysis. 

Results: 409 pts were randomized 2010-2014. Platinum-free interval exceeded 12 mos in 75% and 
76% pts in both arms. Complete resection was achieved in 72.5% of operated pts; 87% and 88% 
received a platinum-containing 2nd-line therapy. 60/180-d mortality rates were 0 and 0.5% in the 
surgery and 0.5 and 2.5% in the no-surgery arm. Re-laparatomies were performed in 7pts (3.5%). 
With the exception of myelosuppression no further significant differences were observed with 
respect to grade 3+ adverse events.  

Median PFS was 14 mos without and 19.6 mos with surgery (HR: 0.66, 95%CI 0.52-0.83, p<0.001). 
Median time to start of first subsequent therapy (TFST) was 21 vs 13.9 mos in favor of the surgery 
arm (HR 0.61, 95%CI 0.48-0.77, p=p<0.001). Analysis of primary endpoint OS is hampered by 
unexpected good OS and therefore kept blinded due to immaturity. 

Conclusions: Surgery in PSROC pts selected by a positive AGO-Score resulted in increase of PFS and 
TFST with very acceptable treatment burden. Until final OS data will definitively define the role of 
secondary cytoreductive surgery it should at least be considered as valuable option in pts with a 
positive AGO-Score.  


