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本期編輯 陳子健 醫師   

壹、 會務報告
一、近期學會活動

	日期
	活動名稱
	活動地點
	主辦單位

	2009.10.17-19
	台灣婦產科內視鏡暨微創醫學會年會
	台中市長榮桂冠酒店及中國醫藥大學附設醫院
	台灣婦產科內視鏡暨微創醫學會
(本會協辦)

	2009.11.14-15
	中區婦癌學術研討會
	彰化基督教醫院
	台灣婦癌醫學會 (陳子和主任)

	2009.11.22
	First Biennial Meeting of Asian Society of Gynecologic Oncology
	東京 Toshi Center Hotel
	JSGO

	2009.12.5
	專科醫師甄審
	馬偕醫院
	台灣婦癌醫學會


二、理監事會報告
追蹤議案：
一、第十四屆台灣癌症聯合學術年會提案：「建議往後台灣癌症聯合學術年會能配合在ASCO之後的七月舉辦」
決議：仍在每年5月舉辦，99年於5月1、2日召開年會。
二、頒發榮譽理事長證書給周振陽主任。

主席報告：   第十四屆台灣癌症聯合學術年會募到約1400多萬，本會分配結餘款約56萬元。

TGOG召集人張廷彰醫師捐助50萬元給學會，中華民國婦癌醫學會會出資一部份，所以目前TGOG的花費暫不會動用到學會的資金，另有可能廠商也會贊助。

『專科醫師甄審』的日期更改成12月5日。

APAGE將於10/14-10/19召開年會，預定10月14日下午上課，10月15日整天去彰濱技術中心實地在cadaver上操作Laparoscopic pelvic & paraaortic lymphadenectomy，有興趣者請向內視鏡醫學會報名。
    秘書長報告：
一、財務狀況報告：截至98年6月底止：

活儲（彰銀）：784,088元      基金（華南）：1,225,192元

郵政劃撥：1,420,445元         現金：41,416元
二、98年度「專科醫師甄審」甄試時間更改為12/5日但遇到立法委員選舉，煩請大家注意一下。
三、第十四屆台灣癌症聯合學術年會本會分配結餘款561,926元。

四、目前已有7位中華民國婦癌醫學會的一般會員加入本會（王鵬惠、吳華席、屠乃方、莊其穆、陳怡仁、趙灌中、廖正義），因加入本會的截止日為98年12月31日，請大家通知想加入的會員。

五、依照本會章程規定2年未繳交會費視為自動退會，所以會員李茂盛、李裕清、李謀璿、黃光大、蔡介生、鄭振明、黃夏桂等人終止本會會員資格。準會員陳曼玲來信：因個人因素，要自動退會。
     各委員會工作報告：
       一、章程委員會─謝長堯醫師
           1、兩會合併事宜，章程擬配合修改。

二、會員資格審查委員會─陳祈安醫師（請假由鄭文芳醫師代為報告）

1、曾有報考但未通過的考生不需再口頭報告但仍要定期繳交書面報告。
三、醫療及倫理委員會─葉聯舜醫師
1、健保方面議題，9月實施TWDRG跟婦癌不會有太大影響。
四、教育委員會─周振陽醫師
1、準會員報告會議謝謝大家熱烈參與，會再參考各方意見改進得更加完備。
五、學術研究委員會（張廷彰醫師）「學術研究委員案」：
1、建議由每週一更改為每月某一個星期六召開四個會議；有人提議用視訊方式但可行度仍須再加以評估。
三、歷史性的第一屆Asian Society of Gynecologic Oncology雙年會

    由韓國和日本婦癌組織發起並於去年成立的亞洲婦癌醫學會(ASGO)，今年將於11/22 (週日)在日本東京舉辦第一屆兩年一次的年會會議「1st Biennial Meeting of Asian Society of Gynecologic Oncology」。ASGO是由亞洲九個國家的婦癌專家為成員所組成的婦癌研究及合作組織，包括台灣（即TAGO各位會員）也受邀參與此學會的活動並加入會員。
今年年會的主題為子宮頸癌，包括流行病學、最新的診斷和治療技術以及子宮頸癌疫苗的發展。希望本會會員能踴躍投稿及參加會議，讓台灣能站在國際的舞台上； 9/30為投稿截止日，因為9月中旬才收到大會通知，倉促中通知各位會員，請多包涵。
四、關於台灣婦產科內視鏡暨微創醫學會年會
   台灣婦產科內視鏡暨微創醫學會將於10月17-19日舉辦年會 (台中長榮桂冠)，本會為協辦單位，如欲參加者TAMIG給予本會特別優惠報名費4000元且可免費參加PG Courses演講課程。

五、學會網站誠徵衛教文章
歡迎各位會員踴躍賜稿，以充實學會的網站內容。來稿請e-mail至tago.gyn@gmail.com
貳、 會員動態及意見與回應 

(歡迎提供會員動態、意見，以及衛教文章（學會E-mail address: tago.gyn@gmail.com)
Data Monitoring Committee (DMC) 系列介紹- 第一篇
莊其穆醫師
台北榮民總醫院婦產部
國立陽明大學公共衛生研究所
TAGO DMC 成員
  很高興在部門顏主任的介紹下 擔任TAGO Data Monitoring Committee (DMC) 成員，為了能讓TAGO所有member能了解DMC的功能與運作方式，在經過DMC 陳祈安主任、張廷彰主任 、王功亮主任和顏明賢主任的同意下， 將逐步介紹DMC的各項功能，期望能使TGOG的各項clinical trials 早日步向軌道。
 何謂 DMC

   一個具有說服力和公信力的clinical trial稱之為”Cogency” 。要達到cogency的程度有一個很重要的因素就是clinical trials的bias要盡量減少，但是由於clinical trials常常是由藥廠提供資金，如果是由藥廠的相關人員來分析clinical trial data 那麼就很容易有bias產生，即使data是由計劃主持人來分析其實也很容易有bias產生，例如計畫主持人可能與贊助藥廠有利益掛勾，因此為了clinical trial的嚴謹性和公信力，成立獨立的DMC是有必要性的。
  在1980代後期在美國的NIH、CDC、以及英國的British Medical Research Council 和法國的French Inserm 所執行的clinical trials 開始逐漸形成了DMC的概念。早期的DMC組員包括了贊助的藥廠人員，因此當時DMC的功能一直被regulatory agency所輕視，所幸DMC的功能逐步改良修正，今日的DMC的成員指包括有專業背景的醫師和生物統計人員組成，這些成員以公正方式運作DMC，使clinical trial的efficacy and safety data能夠公正客觀的評估，在美國DMC幾乎有90%的運作時間是在討論clinical trial的safety data。
名詞定義
  為了要增加TAGO所有member對參與clinical trial實際運作的了解，以下介紹一些基本名詞和其定義：
Sponsor: 一個clinical trial的sponsor的定義是此sponsor必須負責報告clinical trial results給 regulatory agency，因此sponsor可以是藥廠 大學的研究機構 或是政府機構，甚至就孤兒藥的研究而言 patient-parent support group也可以是sponsor。
Adverse event (AE): AE的定義是不管與試驗的藥物是否相關，只要在藥物使用時病患發生任何無預期的(unintended)徵象或症狀 (sign or symptom) 就稱為AE。
Serious adverse event (SAE): 如果clinical trial導致病患住院、或住院日期延長、或是甚至死亡 稱為SAE。
Statistical monitoring: 是指統計某試驗的efficacy data 來決定是否要early termination of c clinical trial 或是要重算 sample size

Safety monitoring: 是指 clinical trial在進行時由sponsor staff或是由DMC成員來review safety data 

待續
参、 8月份文獻選錄

Ref 1 重要醫學會議的nonfinal analyses abstract，內容常與日後的final publication有出入 (J Clin Oncol. 2009 Aug 20;27(24):3938-44)
Ref 2 台灣關於terminal care 之JCO article (J Clin Oncol. 2009 Aug 20;27(24):3964-8.)
Ref 3 用single port site 來作 laparoscopic oncology surgery (Gynecol Oncol. 2009 Aug;114(2):157-61)

Ref 4 美國Gynecologic Oncology 之education and training (Gynecol Oncol. 2009 Aug;114(2 Suppl):S47-51)

Ref 5 學界在幫大公司行銷HPV vaccine (JAMA. 2009 Aug 19;302(7):781-6. JAMA. 2009 Aug 19;302(7):795-6)

Ref 6 Gardasil 上市後的安全監控 (JAMA. 2009 Aug 19;302(7):750-7)

Ref 7 不同histology 之cervical cancer, 其PET uptake 有異 (Cancer. 2009 Aug 1;115(15):3548-54.)

Ref 8 HPV 自我採樣 (Br J Cancer. 2009 Sep 1;101(5):871-4.)

Ref 9 林口長庚於ovarian borderline tumor 之大作 (Gynecol Oncol. 2009 Aug;114(2):237-41)

Ref 10 症狀，TVS，與ovarian cancer screening (Cancer. 2009 Aug 15;115(16):3689-98)
Ref 1 J Clin Oncol. 2009 Aug 20;27(24):3938-44. 
Presentation of nonfinal results of randomized controlled trials at major oncology meetings.
Booth CM, Le Maître A, Ding K, Farn K, Fralick M, Phillips C, Cescon DW, Meyer RM.
National Cancer Institute of Canada Clinical Trials Group, Cancer Research Institute, Queen's University, Kingston, ON, Canada. boothc@kgh.kari.net
PURPOSE: To assess the frequency, implications, and factors associated with reporting nonfinal analyses (NFAs) of randomized controlled trials (RCTs) as abstract publications. METHODS: We identified 138 consecutive reports of RCTs testing systemic therapy for lymphoma, breast, colorectal, or non-small-cell lung cancer published in six major journals between 2000 and 2004. We then searched proceedings of seven major cancer meetings, 1990 to 2004, for abstracts related to these publications which presented efficacy results. Articles and abstracts were compared for discordance in sample size, median follow-up, results, and conclusions. Abstracts were evaluated for statements explicitly noting or implying that results were not final. Factors associated with discordance were assessed by uni- and multivariate analyses. RESULTS: We identified 303 related abstracts; 197 were eligible. In 86 abstracts (44%), results were stated or implied to be NFA; this was explicitly stated in 41 (21%). The NFAs included 12 where accrual was ongoing. Discordance with article was found in 124 abstracts (63%) and was more common with NFAs (67 of 86 [78%] v 57 of 111 [51%]; P = .0001). When compared with articles, authors' conclusions were substantively different in 17 abstracts (10%). Factors most associated with data discordance were lymphoma trial (odds ratio [OR], 3.8; 95% CI, 1.5 to 10.8), cooperative group trial (OR, 2.8; 95% CI, 1.4 to 5.6), and presentation of a NFA (OR, 2.9; 95% CI, 1.5 to 5.8). CONCLUSION: Meeting abstracts often include NFAs and are frequently discordant with subsequent article publication.

Ref 2J Clin Oncol. 2009 Aug 20;27(24):3964-8. 
Prevailing ethical dilemmas in terminal care for patients with cancer in Taiwan.
Chiu TY, Hu WY, Huang HL, Yao CA, Chen CY.
Department of Family Medicine and School of Nursing, College of Medicine and Hospital, National Taiwan University, Taipei, Taiwan. tychiu@ntuh.gov.tw
PURPOSE: The study aimed to investigate prevailing ethical dilemmas in terminal care for patients with cancer nationwide and identify related factors after the enactment of the Natural Death Act in Taiwan. METHODS: This multicenter study surveyed 800 physicians and nursing staff of oncology wards and hospices through a set questionnaire. A total of 505 respondents (63.1%) who had taken care of patients with terminal cancer were analyzed. RESULTS: The most frequently encountered ethical dilemmas were truth-telling (mean +/- SD = 1.30 +/- 0.63; range [never, occasional, often], 0 to 2) and place of care (1.19 +/- 0.69), both of which were related to communication issues. Dilemmas related to clinical management were artificial nutrition and hydration (1.04 +/- 0.66) and use of antimicrobial agents (0.94 +/- 0.70). Logistic regression analyses revealed that positive attitudes about the Natural Death Act was negatively related to the extent of ethical dilemmas (odds ratio, 0.426; 95% CI, 0.256 to 0.710]. CONCLUSION: The enactment of the Natural Death Act in Taiwan would contribute to improving the quality of end-of-life care, which suggests that this kind of law should be adopted in other countries. Educating cancer care professionals in building positive beliefs toward the act is strongly encouraged.

Ref 3Gynecol Oncol. 2009 Aug;114(2):157-61. 
Laparoendoscopic single-site surgery (LESS) in gynecologic oncology: technique and initial report.
Fader AN, Escobar PF.
Department of OB/GYN and Women's Health Institute, Section of Gynecologic Oncology, Desk A-81 Cleveland Clinic, Cleveland, OH 44195, USA.
OBJECTIVES: Recent reports suggest that laparoendoscopic single-site surgery (LESS), also known as single-port surgery, is technically feasible in treating a variety of disease processes. The purpose of this study was to assess the feasibility of LESS for the surgical treatment of various gynecologic cancers or precancerous conditions through both laparoscopic and robotic-assisted approaches. METHODS: A single institution retrospective review of patients treated with LESS on the gynecologic oncology service in 2009 was performed. Patients underwent surgery through a single 2-3 cm umbilical incision with a multi-channel SILS port for laparoscopic cases or a single-channel Gelport for robotic cases on the daVinci Surgical System. RESULTS: Thirteen patients had LESS surgery performed, nine done laparoscopically and four robotically. Procedures included endometrial cancer staging (n=1), ovarian cancer staging (n=1), retroperitoneal pelvic lymph node dissection (n=1), risk-reducing extrafascial hysterectomy/bilateral salpingo-oophorectomy (BSO, n=2) and BSO alone (n=5), and an ovarian cystectomy (n=1) and BSO (n=2) for complex adnexal masses. Median patient age and BMI were 47 years and 28, respectively. Median operating time was 65 min. All procedures were successfully performed via a single incision and no post-operative complications occurred. The majority of patients required no narcotics post-operatively. CONCLUSION: We present the first series of laparoendoscopic single-site surgery for the treatment of various gynecologic oncology conditions. LESS is feasible in select patients by laparoscopic or robotic-assisted techniques. Further studies are needed to better define the ideal gynecologic procedures for single-site surgery and to assess the benefits of LESS compared with more conventional minimally invasive approaches.

Ref 4Gynecol Oncol. 2009 Aug;114(2 Suppl):S47-51.
Surgical education and training program development for gynecologic oncology: American perspective.
Hoffman MS, Bodurka DC.
USF Division of Gynecologic Oncology, Tampa, FL 33606, USA. mhoffma1@health.usf.edu
The purpose of this paper is to provide information about gynecologic oncology fellowship training and guidance in program development. The characteristics necessary for a physician to develop into a successful gynecologic oncologist include an extensive fund of knowledge related to the subspecialty, strong interpersonal skills, the ability to practice within the complex systems required for management of gynecologic cancer patients, surgical expertise, and the clinical ability to provide comprehensive oncologic care for these women. In order for a trainee to acquire these skills, a gynecologic oncology training program must accept only highly qualified individuals as fellows, have a dedicated core faculty, practice in a supportive environment that has appropriate facilities, and provide adequate clinical material. The gynecologic oncology training program must be organized with an emphasis on education of the fellows. Part of the educational program is formal (lectures, assigned reading, basic skill sets, etc.). Training in clinical and surgical skills is a day-to-day process that occurs during the course of patient care. One requirement of The American Board of Obstetrics and Gynecology (ABOG) is that the fellow spends 12 months of protected time doing research. Fellows are also required to take 2 courses, one in biostatistics and one in cancer biology. A thesis of publishable quality is also required. All programs must perform ongoing quality assurance and reassessment of potential areas for improvement. ABOG is responsible for the accreditation and ongoing monitoring of the fellowship programs.

Ref 5JAMA. 2009 Aug 19;302(7):795-6.

The risks and benefits of HPV vaccination.
Haug C.

JAMA. 2009 Aug 19;302(7):781-6.

Marketing HPV vaccine: implications for adolescent health and medical professionalism.
Rothman SM, Rothman DJ.
Sociomedical Sciences, Mailman School of Public Health, New York, New York, USA. smr4@columbia.edu
The new vaccine against 4 types of human papillomavirus (HPV), Gardasil, like other immunizations appears to be a cost-effective intervention with the potential to enhance both adolescent health and the quality of their adult lives. However, the messages and the methods by which the vaccine was marketed present important challenges to physician practice and medical professionalism. By making the vaccine's target disease cervical cancer, the sexual transmission of HPV was minimized, the threat of cervical cancer to adolescents was maximized, and the subpopulations most at risk practically ignored. The vaccine manufacturer also provided educational grants to professional medical associations (PMAs) concerned with adolescent and women's health and oncology. The funding encouraged many PMAs to create educational programs and product-specific speakers' bureaus to promote vaccine use. However, much of the material did not address the full complexity of the issues surrounding the vaccine and did not provide balanced recommendations on risks and benefits. As important and appropriate as it is for PMAs to advocate for vaccination as a public good, their recommendations must be consistent with appropriate and cost-effective use.

Ref 6JAMA. 2009 Aug 19;302(7):750-7.

Postlicensure safety surveillance for quadrivalent human papillomavirus recombinant vaccine.
Slade BA, Leidel L, Vellozzi C, Woo EJ, Hua W, Sutherland A, Izurieta HS, Ball R, Miller N, Braun MM, Markowitz LE, Iskander J.
Centers for Disease Control and Prevention, 1600 Clifton Rd NE, Mailstop D-26, Atlanta, GA 30333, USA. bfs9@cdc.gov
CONTEXT: In June 2006, the Food and Drug Administration licensed the quadrivalent human papillomavirus (types 6, 11, 16, and 18) recombinant vaccine (qHPV) in the United States for use in females aged 9 to 26 years; the Advisory Committee on Immunization Practices then recommended qHPV for routine vaccination of girls aged 11 to 12 years. OBJECTIVE: To summarize reports to the Vaccine Adverse Event Reporting System (VAERS) following receipt of qHPV. DESIGN, SETTING, AND PARTICIPANTS: Review and describe adverse events following immunization (AEFIs) reported to VAERS, a national, voluntary, passive surveillance system, from June 1, 2006, through December 31, 2008. Additional analyses were performed for some AEFIs in prelicensure trials, those of unusual severity, or those that had received public attention. Statistical data mining, including proportional reporting ratios (PRRs) and empirical Bayesian geometric mean methods, were used to detect disproportionality in reporting. MAIN OUTCOME MEASURES: Numbers of reported AEFIs, reporting rates (reports per 100,000 doses of distributed vaccine or per person-years at risk), and comparisons with expected background rates. RESULTS: VAERS received 12 424 reports of AEFIs following qHPV distribution, a rate of 53.9 reports per 100,000 doses distributed. A total of 772 reports (6.2% of all reports) described serious AEFIs, including 32 reports of death. The reporting rates per 100,000 qHPV doses distributed were 8.2 for syncope; 7.5 for local site reactions; 6.8 for dizziness; 5.0 for nausea; 4.1 for headache; 3.1 for hypersensitivity reactions; 2.6 for urticaria; 0.2 for venous thromboembolic events, autoimmune disorders, and Guillain-Barré syndrome; 0.1 for anaphylaxis and death; 0.04 for transverse myelitis and pancreatitis; and 0.009 for motor neuron disease. Disproportional reporting of syncope and venous thromboembolic events was noted with data mining methods. CONCLUSIONS: Most of the AEFI rates were not greater than the background rates compared with other vaccines, but there was disproportional reporting of syncope and venous thromboembolic events. The significance of these findings must be tempered with the limitations (possible underreporting) of a passive reporting system.

Ref 7Cancer. 2009 Aug 1;115(15):3548-54.

Cervical cancer histology and tumor differentiation affect 18F-fluorodeoxyglucose uptake.
Kidd EA, Spencer CR, Huettner PC, Siegel BA, Dehdashti F, Rader JS, Grigsby PW.
Department of Radiation Oncology, Washington University School of Medicine, St. Louis, Missouri 63110, USA.
BACKGROUND: This study aimed to evaluate the variation in cervical cancer glucose metabolism for different tumor histologies and levels of differentiation, as measured by the uptake of 18F-fluorodeoxyglucose (FDG) by positron emission tomography (PET). METHODS: The study population consisted of 240 patients with International Federation of Gynecology and Obstetrics stages Ib1 through IVb cervical cancer, who underwent a pretreatment FDG-PET. Tumor histology included 221 squamous cell (SC), 4 adenosquamous (AS), and 15 adenocarcinoma (AC) tumors. There were 14 well, 145 moderately, and 81 poorly differentiated tumors. The stage distribution was as follows: 70 stage I tumors (9 AC, 2 AS, and 59 SC), 102 stage II tumors (3 AC, 1 AS, and 98 SC), 64 stage III tumors (3 AC, 1 AS, and 60 SC), and 4 stage IV tumors (4 SC). From the FDG-PET, maximal standardized uptake value (SUVmax) was determined. The variation in SUVmax was analyzed for differences based on tumor histology and differentiation. RESULTS: For all patients, the mean SUVmax was 11.62 (range, 2.50-50.39). The mean SUVmax by histology was as follows: SC, 11.91 (range, 2.50-50.39); AS, 8.85 (range, 6.53-11.26); and AC, 8.05 (range, 2.83-13.92). Squamous versus nonsquamous tumors demonstrated a significant difference in SUVmax (P=.0153). SUVmax and tumor volume were not found to be correlated (R2=0.013). The mean SUVmax was 8.58 for well-differentiated, 11.56 for moderately differentiated, and 12.23 for poorly differentiated tumors. The mean SUVmax was significantly different for well-differentiated versus poorly differentiated cervical tumors (P=.0474). CONCLUSIONS: Cervical tumor FDG uptake varied by histology and differentiation. SC tumors demonstrated a significantly higher SUVmax compared with nonsquamous cell tumors, and poorly differentiated tumors also had a higher SUVmax. 

Ref 8Br J Cancer. 2009 Sep 1;101(5):871-4. 
Self-sampling of the vaginal fluid at home combined with high-risk HPV testing.
Sanner K, Wikström I, Strand A, Lindell M, Wilander E.
Department of Women's and Children's Health, University Hospital, Uppsala, Sweden.
BACKGROUND: Around 65% of women with cervical carcinoma in Sweden have not attended an organised screening. We therefore investigated the value of using self-sampling at home in combination with a test for high-risk human papilloma virus (HPV) to increase participation. METHODS: A total of 2829 women 30-58 years old, who had not attended the organised screening for > or = 6 years, were recruited. They were offered self-sampling at home (Qvintip) and recommended to send the collected vaginal fluid to a laboratory for analysis of the presence of high-risk HPV (Hybrid Capture 2 method). RESULTS: A total of 39.1% of the women accepted home sampling. These women disclosed a relatively high prevalence of high-risk HPV, which decreased with age, from 11.1% in women 30-39 years old to 2.9% in women > or =50 years . Follow-up disclosed histological cervical intraepithelial neoplasm (CIN) 2-3 lesions in 43.2% of the women with a persistent HPV infection, corresponding to 2.0% of the total number of participating women. The sensitivity of a single smear to detect the histological CIN 2-3 lesions were only 52.6%, even if all abnormal smears (atypical squamous cells of unknown significance (ASCUS)-CIN 3)) were included. CONCLUSION: The use of self-sampling at home in combination with testing for high-risk HPV increases the participation rate of the organised screening and detects almost twice as many women with pre-malignant cell alterations (CIN 2-3) in comparison those with a single cytological smear.
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Prognostic factors predicting recurrence in borderline ovarian tumors.
Wu TI, Lee CL, Wu MY, Hsueh S, Huang KG, Yeh CJ, Lai CH.
Department of Obstetrics and Gynecology, Chang Gung Memorial Hospital and Chang Gung University College of Medicine, 5 Fu-Shin St Kueishan, Taoyuan 333, Taiwan.
OBJECTIVE: We aimed to investigate outcome of borderline ovarian tumors (BOTs) with respect to methods and extent of surgical approach and to evaluate prognostic factors. METHODS: A retrospective study included consecutive patients with BOT treated from 1984 to 2008. These cases were confirmed by histological review. The influence of clinico-pathological characteristics upon recurrence and death were analyzed by independent sample t test, Chi-square test, logistic regression model, and Cox proportional hazard model. RESULTS: A total of 233 patients were enrolled, 214 in Stage I, 11 Stage II and 8 Stage III. There were 21 relapses, only 5 of which died of disease. 5-year and 10-year overall survival were 97.6% and 96.4%, and recurrence-free survival rates (RFS) were 92.7% and 88.2%, respectively. Median follow-up time for survivors was 81 (range, 0.5-295) months. Median time to recurrence was 31 (range, 5.5-181) months. In multivariate analysis, Stage II/III, cystectomy and higher pretreatment serum CA-125 level (>or=144 U/mL) were selected for a model predicting 5-year RFS, where risk factor=0, 1, and 2-3 had odds ratios of 1, 14.9, and 113.3, respectively (p<0.001). Replacing stage with peritoneal implants, the latter two factors along with invasive peritoneal implants were selected. Of the 5 cases died of disease, all had invasive recurrences. Initial laparoscopic or laparotomy approach had no influence on prognosis. CONCLUSIONS: Although BOT has an excellent prognosis, they are not exempted from a risk of recurrence. Stage II/III (or invasive implants), cystectomy and higher pre-operative serum CA-125 were independent variables predicting recurrence.
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The search for meaning-Symptoms and transvaginal sonography screening for ovarian cancer: predicting malignancy.
Pavlik EJ, Saunders BA, Doran S, McHugh KW, Ueland FR, Desimone CP, Depriest PD, Ware RA, Kryscio RJ, van Nagell JR Jr.
Department of Obstetrics and Gynecology, The University of Kentucky Chandler Medical Center, Lexington, Kentucky, USA. epaul1@uky.edu
BACKGROUND: The mortality rate of ovarian cancer is greater than that of all other major gynecologic malignancies. Detecting ovarian cancer at an early and curable stage long has been an objective of oncologists. Recently, it was reported that certain symptom patterns are informative for the presence of ovarian malignancy. In this article, the authors report on how symptoms and ultrasound predict ovarian malignancy. METHODS: Two hundred seventy-two women who were participating in annual transvaginal sonography (TVS) screening were selected from among 31,748 women who were enrolled. Symptom results were correlated with ultrasound and surgical pathology findings. RESULTS: TVS performed better than symptoms analysis for detecting malignancies (sensitivity, 73.3% vs 20%), and symptoms analysis performed better for distinguishing benign tumors (specificity, 91.3% vs 74.4%). The use of TVS and symptoms analysis in series resulted in poorer identification of malignancy (sensitivity, 16.7%) but improved the ability to distinguish benign tumors (specificity, 97.9%). Decisions using either symptoms or TVS combined in parallel had small increases in sensitivity (+3.3%) and had coordinated, small decreases in specificity (-5.8%). CONCLUSIONS: Symptoms did identify ovarian malignancies, but not as well as TVS. The current findings indicated that: 1) tumors that are negative by both ultrasound and a symptoms index are likely to be benign (specificity, >97%), and 2) adding symptoms information that has weight equal to the weight of ultrasound only slightly improves the discrimination of malignancy (sensitivity increase, +3.3%). Thus, a major benefit in discriminating malignancy was achieved through ultrasound, whereas the absence of symptoms in conjunction with an abnormal ultrasound (characterized by a low morphology index) indicated that the mass was benign and that surgery may not be required. Finally, informative symptoms can be expected to be absent in 80% of patients with ovarian malignancies.










