
Abstract. Background/Aim: To investigate the overall
survival rate, quality indicators and treatment outcome in
FIGO stage IIIB-IVB epithelial ovarian cancer at a
University Hospital in Sweden between 2006 and 2015.
Materials and Methods: A cohort of 110 patients was
followed-up for 3-12 years after cancer diagnosis. Three
main groups (primary surgery, neoadjuvant chemotherapy,
palliative treatment), and six subgroups were defined
according to treatment modality. Results: The mean age was
65 years. Patients were observed for a mean of 50 months.
The total resection frequency was 83%. Significant
differences in overall survival at 5 years were observed
between the groups varying from 60% to 12%. Conclusion:
Patient age, tumor stage and complete tumor removal at
surgery were significant, independent prognostic factors of
overall survival. Complication rate was a significant adverse
prognostic factor in univariate analysis. Data discrepancy
was observed between public quality reports and locally
obtained data. 

Ovarian cancer is the seventh most common cancer in
women worldwide, according to the World Cancer
Research Fund, and the sixth most common in Sweden (1).
Even though ovarian cancer affects women in all ages, it is
very unusual before the age of 30, and common after the
age of 55 where about two-thirds of affected women
present the disease (2). Median age at diagnosis in Sweden
is 65 years (3). 

Ovarian cancer has often no symptoms at early stages.
Disease is diagnosed when it is generally advanced, usually
at stage III or IV and spread outside the pelvis, to
retroperitoneal lymph nodes or distant sites, such as liver,
spleen or intrapleural fluid (3). 

FIGO Ovarian Cancer Staging III-IV, 2013 is shown in
Table I. 

According to the Swedish Quality Register for Gynecological
Cancer (SQRGC), the relative 5-year survival of epithelial
ovarian cancer is 42% for stage III and 25% for stage IV
patients in 2012-2016 (3).

The most common type of ovarian cancer is epithelial
carcinoma (85-90%) (4) and the remaining 10-15% are non-
epithelial ovarian carcinomas, such as stromal and germ cell
carcinomas. Five main types of epithelial carcinomas can be
distinguished: high-grade serous (HGSOC; 70%), endometrioid
(ENOC; 10%), clear cell (CCOC; 10%), mucinous (MOC;
3%), and low-grade serous (LGSOC; <5%) (3). HGSOC is the
most common type of epithelial ovarian cancer, considered to
be chemotherapy sensitive and to have high prevalence of p53
mutations and generally poor outcome. The efficacy of
platinum-based combined chemotherapy is higher in HGSOC
than in LGSOC (5). LGSOC is typically present in younger
women and has a good prognosis, despite being almost not
sensitive to chemotherapy. Primary radical surgery favors
prognosis in LGSOC (5). MOC and CCOC are associated with
inferior outcome (6), but complete primary cytoreduction
favors survival (7). 

Currently, there are the following options of primary
treatment of advanced ovarian cancer (i) Primary
macroscopic radical surgery followed by adjuvant platinum-
based combined chemotherapy is the most recommended
treatment modality (7). Macroscopic radical surgery involves
extensive removal of all visible tumor tissue to achieve no
macroscopically visible residual disease (0 mm). Clinical
guidelines recommend primary surgery for patients with
advanced ovarian cancer if there is a high likelihood of
achieving complete cytoreduction with acceptable morbidity
(8, 9). It was confirmed already in 2009 by du Bois et al.
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that overall survival is significantly better when cancer is
treated with primary cytoreduction with no visible residual
cancer tissue (0 mm) (7). Intention within macroscopic
radical surgery in FIGO III-IV disease has changed a lot over
the past 10 years by striving for direct upfront retroperitoneal
dissection and diaphragmatic stripping, splenectomy,
gastrointestinal and partial liver resection and pelvic
peritonectomy (9-12). 

(ii) Primary tumor reducing surgery followed by
adjuvant platinum-based combined chemotherapy involves
an attempt to remove most of tumor masses with little
remaining visible tumor tissue (>0 mm) when radical
resection is considered impossible. The results of the well-
known Bristow meta-analysis have confirmed that every
10% increase in maximum tumor reduction is associated
with a 5.5% increase in median survival in ovarian cancer
stage III-IV (13).

(iii) Surgery after neoadjuvant chemotherapy or delayed
primary surgery is usually administered as 2-4 cycles of
neoadjuvant chemotherapy followed by cytoreductive
surgery within 6 weeks. Based on two preceding studies,
EORTC55971 and CHORUS, the latest phase III randomized
trial from Japan as well as studies by Vergote et al. have
demonstrated non-inferiority of neoadjuvant chemotherapy
on overall survival (14, 15).

(iv) Primary palliative treatment is administered as a single-
agent dose-reduced chemotherapy without curative intention
or as symptomatic treatment. There is little data on survival at
primary palliative treatment in ovarian cancer (16, 17).

(v) Hyperthermic intraperitoneal chemotherapy (HIPEC)
administered at the time of primary or interval cytoreductive
surgery. This method has been developed to combine
surgical radicality with heated intraperitoneal chemotherapy
to expose the remaining tumor to high concentrations of
cytotoxic drugs to accomplish further microscopic
cytoreduction. The overall evidence regarding the value of
HIPEC in treatment of epithelial ovarian cancer has been the
subject for debates since decades.

The value of performing a full lymphadenectomy in
advanced ovarian cancer is a subject of debate. It has been
proposed earlier that systematic pelvic and paraaortic
lymphadenectomy could facilitate cytoreduction (9), favor 5-
year overall- and progression-free survival in randomized
clinical trials, and reduce recurrence rate (18). However, a study
by Harter et al. did not confirm the association of systematic
pelvic and paraaortic lymphadenectomy with longer overall or
progression-free survival, but has suggested that it contributes
to a higher incidence of postoperative complications (19).

With intention to achieve and assure the highest quality of
clinical care and subsequent survival, surgical treatment of
ovarian cancer is increasingly being centralized and
Standardized Care Process flow has been introduced in
Sweden (1). The clinical data are documented in different
National Quality Registries (20) and databases. The National
Swedish Cancer Register (NCR), started 1958, is the most
established with coverage rate 96% for epithelial ovarian
cancer in 2017 (21). The NCR manages all cancer cases
registered in Sweden via the web-based platform INCA
(Information Network for Cancer care) that collaborates with
the Swedish Quality Register for Gynecological Cancer
(SQRGC). The SQRGC is considered to be of adequate
quality in order to be used as a basis for research (21). 

Based on current registers and our studies of interest we
performed a survival review that is shown in Table II.

Materials and Methods 

The study protocol was approved by the Regional Ethics Board (ref:
Uppsala 2016/286). A cohort of 110 patients with FIGO stage IIIB-
IVB epithelial ovarian cancer was identified during 2006-2015 and
followed-up 3-12 years after the primary diagnosis at the
Department of Obstetrics and Gynecology, Orebro University
Hospital, Sweden. The follow-up terminated January 01, 2018.
Survival rate as well as median survival were calculated. Date of
death was obtained from the Swedish Cause of Death Register
database. Treatment was classified into the following groups
according to the Figure 1. 
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Table I. FIGO Ovarian Cancer Staging III-IV, 2013.

IIIA (Positive retroperitoneal lymph nodes and/or microscopic metastasis beyond the pelvis)
IIIA1 Positive retroperitoneal lymph nodes only
IIIA1 Metastasis ≤10 mm
IIIA1 Metastasis >10 mm
IIIA2 Microscopic, extrapelvic (above the brim) peritoneal involvement ± positive retroperitoneal lymph nodes
IIIB Macroscopic, extrapelvic, peritoneal metastasis ≤2 cm ± positive retroperitoneal lymph nodes. Includes extension to capsule of liver/spleen
IIIC Macroscopic, extrapelvic, peritoneal metastasis >2 cm ± positive retroperitoneal lymph nodes. Includes extension to capsule of liver/spleen
STAGE IV: Distant metastasis excluding peritoneal metastasis
IVA Pleural effusion with positive cytology
IVB Hepatic and/or splenic parenchymal metastasis, metastasis to extraabdominal organs (including inguinal lymph nodes and lymph nodes 
outside of the abdominal cavity)



Primary cytoreductive surgery followed by adjuvant platinum-based
combined chemotherapy. Radical surgery if no visible residual
cancer tissue (0 mm) was left. Besides gynecological surgery, the
following procedures were included: omentectomy, peritonectomy,
lymphadenectomy, colectomy, resection of small intestine,
splenectomy, resection of pancreas and liver. The surgical treatment
was followed by adjuvant platinum-based chemotherapy (Group A).

There were no patients who did not receive adjuvant chemotherapy
after macroscopically radical surgery (Group B).

Tumor-reducing surgery was defined if surgery was performed and
visible tumors (>0 mm) remained, due to multiple metastases on the
small intestines or tumor sites where radical resection was considered
impossible. Treatment was followed by either adjuvant platinum-based
chemotherapy (Group C) or no adjuvant chemotherapy (Group D). 
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Table II. Review of current register and studies on survival.

Reference                                                Median age                   Median overall survival                3-years survival                     5-years survival
                                                                   (range)                                    (months)                           Stage III/Stage IV                 Stage III/Stage IV

Register
  National Guidelines                                                                                                                                                                 44% (all stages, epithelial 
  for ovarian cancer 2015 (1)                                                                                                                                                              ovarian cancer)
  Swedish Quality Register for                   65 y                        Relative survival applies:                                                      Relative survival applies:
  Gynecological Cancer (SQRGC)                                                    38 mo (stage III)                                                                      42% (stage III) 
  2012-2016 (3)                                                                                  23 mo (stage IV)                                                                      25% (stage IV)
                                                                                                         Not fully reported at                                                      57% (primary radical surgery)
                                                                                                      primary radical surgery.
                                                                                                             34 mo (primary                                                                 26% (primary tumor-
                                                                                                     tumor-reducing surgery).                                                             reducing surgery)
                                                                                                       43 mo (neoadj.chemo+                                                           30% (neoadj.chemo+ 
                                                                                                            radical surgery).                                                                      radical surgery)
                                                                                                       30 mo (neoadj.chemo+                                                       12% (neoadj.chemo+tumor
                                                                                                      tumor-reducing surgery)                                                             -reducing surgery)
Study
  Du Bois et al.,                                         58,9 y                     44.1 mo (the whole group)                                                                      39%
  1995-2002 (7)                                    (range 19-83)                 99.1 mo (radical surgery)
                                                                                                   36.2 mo (residual 1-10mm)
                                                                                                   29.6 mo (residual >10 mm)
  Eggink et al. (9)                                                                                EORTC 55971: 
                                                                                                  29 mo (surgery +adj.chemo)
                                                                                                30 mo (neoadj.chemo +surgery)
                                                                                                                 CHORUS: 
                                                                                                  23 mo (surgery +adj.chemo)
                                                                                                24 mo (neoadj.chemo +surgery)                                                                      
  Seagle et al.,                                             65 y                             44.9 mo (stage III)
  1998-2011 (22)                                                                               31.2 mo (stage IV)                                                                                 
  Van Meurs et al.,                                      62 y                                                                                                                       14-31% (primary surgery)
  1998-2006 (23)                                  (prim.surgery)                                                                                                                 thereof 24% (stage IIIC) 
                                                        63 y (neoadj.chemo)                                                                                                                    5% (stage IV) 
                                                                                                                                                                                                      18-25% (neoadj.chemo)
                                                                                                                                                                                                      thereof 22% (stage IIIC)
                                                                                                                                                                                                             22% (stage IV) 
  Kehoe et al.                                   66 y (prim.surgery)           22.6 mo (primary surgery)         32% (primary surgery)          Median follow-up <5y
  (CHORUS)                                   65 y (neoadj.chemo)             24 mo (neoadj.chemo)             34% (neoadj.chemo)
  2004-2010 (25)
  Hofstetter et al.                                          57 y                                                                              70% (chemo ≤28 d)            Median follow-up <5y
  (OVCAD)                                                                                                                                       60% (chemo >28 d)
  2005-2008 (28)
  Mahner et al.                                             60 y                                        44 mo                                                                                       38%
  1995-2002 (29)
  Harter et al.,                                              61 y                                        45 mo                                                                       55% (no residual tumor)
  1997-2008 (31)                                                                                                                                                                      16% (residual tumor 1-10 mm)
                                                                                                                                                                                                  13% (residual tumor >10 mm)
  Dahm-Kahler et al.,                                  65 y                                        45 mo                                                                              31% (stage III)
  2009-2013 (32)                                                                                                                                                                                  19% (stage IV)



Neoadjuvant platinum-based combined chemotherapy followed
by delayed cytoreductive surgery was applied with intention to
reduce tumor masses and strives for maximal cytoreduction at
surgery. 

Radical surgery if no visible residual cancer tissue (0 mm) was
left (Group E). 

Tumor-reducing surgery was defined if surgery was performed
and visible tumors remained (Group F).

Primary palliative treatment was administered as chemotherapy
without curative intention (Group G). 

Laparotomy and only biopsy with or without divergent stoma
were performed. This group was not included in the survival
analysis. 

Statistical analysis. Survival analyses using Kaplan-Meier technique
were used to estimate overall survival (OS). Univariate and
multivariate Cox proportional regression analyses (HR, 95%CI, p-
value) were performed to evaluate and compare prognostic factors
contributing to overall survival. Pearson chi-square (χ2-test) was
used to compare survival difference between multiple groups as well
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Figure 1. Flowchart of treatment groups. 

Table III. Characteristics of the treatment groups.

Group                     Stage,                            Total,                           Age, years                       3-years                   5-years                    Median overall
                               III-IV                            n=110                         (mean, range)                survival (%)            survival (%)              survival (months)
                                                              N (% of total)

A                             III-10                          10 (9%)                        62 y (42-67)                        80%                         60%                                44+
B                                                                      0                                                                                                                                                      
C                             III-40                         45 (41%)                       64 y (37-83)                        46%                         30%                                 35
                                IV-5
D                              III-1                            2 (2%)                         73 y (62-84)                                                                                                   
                                IV-1
E                              III-3                            6 (5%)                         67 y (48-77)                        67%                         33%                                 45
                                IV-3
F                              III-6                          15 (13%)                       67 y (40-71)                        50%                         21%                                 34
                                IV-9
G                              III-4                          16 (14%)                       74 y (57-85)                        25%                         12%                                 14
                               IV-12



as differences in proportions. The t-test was used to compare
differences in continuous variables. A p-value <0.05 was considered
as statistically significant. SPSS (version 25) and Statistica (version
13) were used for statistical analyses.

Results

The mean age of the complete series was 65 years (range=27-
85 years). Age was a significant prognostic factor for overall
survival rate [Cox univariate proportional regression analysis;
HR=1.028 (95%CI=1.005-1.053), p=0.019]. The 5-year overall
survival rate of the complete series was 26% (95%CI=17.1-
35.5%) and the median survival was 34 months. 

Overall survival rate of the complete series (n=110),
inclusive of the survival probability and the 95% confidence
intervals is shown in Figure 2.

The mean observation time for patients alive was 50
months (range=27-125 months). The tumor stage distribution
was 75 (68%) FIGO stage III and 35 (32%) FIGO stage IV. 

Characteristics of the treatment groups is shown in Table III.
There was a highly significant (log-rank test; p<0.01)

difference in survival between stage III (34%) and stage IV
(9%) patients. In the primary surgery group complete
cytoreduction was achieved in 18% and in the neoadjuvant
group in 28% (chi-square test; p=0.320). The majority of the
tumors (87%) was high-grade serous carcinomas (HGSC).

In 12 (11%) out of 69 patients who were initially planned
for primary surgery (Group A-D), open biopsy of the oment,
peritoneal surfaces or ovaries was performed and/or an
intestinal stoma was applied. All these 12 patients received
platinum-based combined chemotherapy followed by
cytoreductive surgery in 4 cases. In the neoadjuvant
chemotherapy group (Group E-F), open biopsy was
performed in 4 patients due to poor response to the treatment
and preoperative findings of multiple tumor growth on the
surface of the small intestine. 

There was a highly significant (chi-square test; p<0.01)
difference between the five treatment groups with regard to
overall survival rate, varying between 60% (Group A) and
12% (Group G) at 5 years. 

Overall survival rate versus treatment group (A-G) is
shown in Figure 3.

No significant difference was observed between primary
macroscopically radical surgery (Group A) versus delayed
macroscopically radical surgery (Group E) (log-rank test;
p=0.374).

Neither was there any significant difference between
primary tumor-reducing surgery (Group C) versus delayed
tumor-reducing surgery (Group F) (log-rank test; p=0.865).

No significant difference was noted between the groups
treated with primary surgery (Group A and C) and the groups
treated with neoadjuvant chemotherapy and delayed surgery
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Figure 2. Overall survival rate of the complete series (n=110), inclusive of the survival probability and the 95% confidence intervals. 



(Group E and F) (log-rank test; p =0.929). After correction
for the difference in stage distribution there was still no
significant difference between the primary surgery groups
and the neoadjuvant groups.

Overall survival rate according to treatment modality is
shown in Figure 4.

Univariate and multivariate Cox proportional regression
analyses were used to evaluate prognostic factors for overall
survival rate.

Prognostic factors for overall survival rate. Cox
proportional regression analyses are shown in Table IV.

The median time between primary surgery and start of
chemotherapy was 38 days (range=14-126 days). This time
was not a significant prognostic factor for overall survival
rate [Cox univariate proportional regression analysis;
HR=1.009 (95%CI=0.995-1.023), p=0.194]. Even the
analysis of two groups, less than the median value and larger
than the median value, did not show any significant
difference (log-rank test; p=0.148). A cut-off level of 22
days was not possible to use for calculations in these series.

Surgical complications (minor and major) were recorded in
14 out of all 94 surgery cases (15%) and were categorized as
major complications in 8% (stoma necrosis/infection and
reoperation, bowel obstruction and reoperation, anastomotic
leakage and reoperation, wound rupture/abscess and reoperation

followed by multi organ failure), and minor complications in
4% (wound infection, urinary infection, pneumonia). Cox
univariate proportional regression analysis showed that surgical
complications were a significant [HR=1.932, (95%CI=1.042-
3.584), p=0.033] adverse prognostic factor for overall survival
probability.

The overall 30-days mortality was 2% and thereof 1% due
to surgical complications in terms of wound rupture, abscess
followed by reoperation and multi organ failure (Group F,
FIGO stage IV). The second 30-days mortality occurred in a
patient at FIGO stage IV who received neoadjuvant
chemotherapy followed by open biopsy only. However, this
patient developed renal failure afterwards. 

The number of days at hospital was a significant prognostic
factor with regard to overall survival rate [Cox univariate
proportional regression analysis; HR=1.046 (95%CI=1.014-
1.080); p=0.005]. However, the surgery time and the amount
of bleeding were non-significant prognostic factors. 

Discussion

This study presents data from an individual gynecological
center in Sweden without any regard to quality registers. 

Mean age at diagnosis corresponds to the general average
for ovarian cancer patients in Sweden. Despite the high mean
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Figure 3. Overall survival rate versus treatment group (A-G). 



age of the patients and one third of the tumors being in FIGO
stage IV the total resection frequency was 83%. Surgery was
performed in close collaboration with colorectal surgeons
and urologists depending on intraoperative findings and
surgical intention. Surgical efforts to achieve no remaining
macroscopic tumor were of significant prognostic importance
for overall survival. All patients in Group A were in FIGO
stage III. The surgical intervention in this group was
characterized by 30% colon and rectum resection, lymph
node resection and small bowel resection, and in 10% also
liver resection. In all cases, hysterectomy, removal of
adnexa, total omentectomy and multiple peritoneal excisions
were performed. The overall survival rate was highest in
Group A, corresponding to 60%. Furthermore, 80% of the
patients in Group A were able to undergo primary surgery
within less than 24 days from diagnosis (mean 10 days).
There was no significant survival benefit observed when
primary radical surgery was compared with delayed radical
surgery after neoadjuvant chemotherapy. It is important to
note that both Group A (n=10) and Group E (n=6) were
small and that true significant statistical differences were
difficult to show. Therefore, the importance of primary
radical surgery versus delayed radical surgery cannot be
settled in this study due to limited number of patients.
Survival in Group A is in agreement with data from large
database studies by Seagle et al. revealing a median survival

of 44.9 months in FIGO stage III patients who underwent
primary complete surgery (22).

Our data suggest up to 50% 3-year survival rate after
tumor-reducing surgery in Groups C and F. Radical surgery
was not possible in these groups, mostly due to multiple
tumor growth on the surface of the small intestine. No
significant difference in survival was observed between
primary surgery groups and neoadjuvant groups after
correction for difference in stage distribution. A tendency
towards improved short-term survival (pattern of survival
curves) was observed in the neoadjuvant group in stage IV,
but the difference was not statistically significant. An
analysis of the European Organization for Research and
Treatment of Cancer (EORTC) randomized trial by van
Meurs et al. has reported quite similar five-year survival
rates in patients with large metastatic tumors in stage IIIC
and less extensive metastatic tumors in stage IV at both
primary surgery and neoadjuvant chemotherapy followed by
cytoreductive surgery (23). It points out that neoadjuvant
chemotherapy may prevent unnecessary postoperative
morbidity and mortality (24, 25) and promote higher chances
of achieving complete cytoreduction during surgery (9).
However, the available randomized data on the role of
neoadjuvant chemotherapy in survival are limited in patients
with intraabdominal FIGO stage IIIC versus stage IIIC based
on nodal status only (26).
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Figure 4. Overall survival rate according to treatment modality. 



There are no studies yet on the impact of lead times on
survival at our department. A study by Kommoss et al. has
shown that implementation of an institutional quality
assurance and disease management program for ovarian
cancer care was associated with a significant improvement
in the degree of surgeon and institutional compliance (27).
Studies by Hofstetter et al. as well as Mahner et al. have
confirmed (28, 29) that delayed initiation of adjuvant
chemotherapy might compromise overall survival in patients
with advanced serous (FIGO III-IV) ovarian cancer.
However, these studies showed partly conflicting results and
should be further discussed. In our study, no significant
difference in overall survival rate was found between
primary surgery and neoadjuvant chemotherapy groups with
time delay shorter and longer than the median value (38
days). Centralization of advanced ovarian cancer surgery,
performed by gynecological tumor surgeons, has been
verified that improves the quality of treatment and survival
(30-32). However, the patient volume of the hospital only
does not provide conclusive evidence with respect to
outcome measures (30). A Swedish population-based cohort
study by Dahm-Kähler et al. has confirmed that
centralization of advanced ovarian cancer surgery increased
the relative 3-year survival rate (33).

Hyperthermic intraperitoneal chemotherapy (HIPEC) was
never applied in patients with ovarian cancer in our center. The
overall evidence addressing the value of HIPEC in epithelial
ovarian cancer has been controversial during the last decades.

Some studies have suggested that age, peritoneal cancer index,
CA-125, good performance status at cytoreduction as well as
FIGO stage III might be associated with long-term survival
(34-36). However, a Cochrane report revealed that despite that
intraperitoneal treatment prolonged the progression-free
survival it was associated with higher incidence of toxicity and
more serious side effects, such as fever, fatigue, gastrointestinal
complications, infections, metabolic effects and pain compared
with intravenous treatment alone (37).

There are few published data from individual centers in
Sweden regarding overall survival at advanced ovarian cancer.
Most studies base their data on different registers that provide
access to large data amount. According to the Swedish Quality
Register for Gynecological Cancer, the relative 5-years
survival in epithelial ovarian cancer all stages was 50% in
Uppsala-Orebro region during 2011-2015 (3). However, the
Swedish National Board of Health and Welfare reported a
survival rate of 37% in Orebro (Open comparisons, 2010-
2014). A separate retrospective study of all consecutive
patients with ovarian cancer in all stages (not published) from
the Department of Gynecological Oncology, Orebro
University Hospital, treated during the period 1993-2009
encompassing 1 481 patients revealed an overall survival rate
of 51% and a cancer-specific survival rate of 54%. Thus, there
seems to be a discrepancy when data from our study as well
as earlier data from Orebro compared to registry data
presented during the last years. Clinical observations of our
study revealed a favorable 5-year survival rate. Our study
cannot further answer the register issue. However, we will
emphasize the need of further quality studies to review data
processing and validation in large registers and compare them
with manual data analysis from individual centers. We believe
that our survival data are in agreement with those of other
regions and of the country as a whole. 

Our data suggest that treatment of advanced ovarian
cancer safely can be performed at centers with adequate
number of patients and experienced tumor surgeons familiar
with ovarian cancer surgery. Centralization of this surgery to
a HIPEC-center is recommended only if future studies can
provide conclusive evidence in favor of the use of HIPEC in
ovarian cancer. 

There are certain limitations of our study. This was an
observational cohort study and patients were not randomized
with regard to either treatment (primary surgery versus
neoadjuvant therapy) or surgical extent (macroscopic radical
versus only tumor-reducing surgery). Patients were not
classified according to the peritoneal cancer index. The
cohort and subgroups were small with a relatively short
period of follow-up.
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Table IV. Prognostic factors for overall survival rate. Cox proportional
regression analyses.

Univariate analyses

Factor                                               Hazard ratio      95%CI        p-Value

Age (per year)                                       1.028        1.005-1.053      0.019
FIGO stage (IV vs. III)                         2.012        1.264-3.201      0.003
Complete resection (no vs. yes)           2.286        1.320-4.624      0.021
Primary surgery (no vs. yes)                 1.028        0.564-1.874     0.929
Time to chemotherapy (per day)         1.009       0.995-1.023     0.194
Hospital stay (per day)                         1.046       1.014-1.080     0.005
Complications (yes vs. no)                  1.932       1.042-3.584     0.037 

Multivariate analysis

Factor                                               Hazard ratio      95%CI        p-Value

Age (per year)*                                     1.028        1.001-1.056      0.039
FIGO-stage (IV vs. III)*                       1.917        1.124-3.271      0.017
Complete resection (no vs. yes)*         2.267        1.107-4.643      0.025
Hospital stay (per day)                          1.022        0.987-1.060      0.223
Complications (yes vs. no)                   1.758        0.853-3.623      0.126

*Significant and independent prognostic factors.
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