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Ovarian neoplasms consist of
several histopathologic entities,
and treatment depends on the
specific tumor type. Epithelial
ovarian cancer comprises most
malignant ovarian neoplasms;
however, other less-common pa-
thologic subtypes must be consi-
dered in treatment guidelines [5].

Several malignancies arise
from the ovary. Epithelial carci-
noma of the ovary is one of the
most common gynecologic ma-
lignancies and the fifth most fre-
quent cause of cancer death in
women. Ovarian cancers are of-
ten familial, and three distinct
hereditary patterns have been
identified: ovarian cancer alone,
ovarian and breast cancers, or
ovarian and colon cancers. The
most important risk factor for
ovarian cancer is a family histo-
ry of a first-degree relative (e.g.,
mother, daughter, or sister) with
the disease [2]. The highest risk

appears in women with two or
more first-degree relatives with
ovarian cancer. The risk is some-
what less for women with one
first-degree and one second-de-
gree relative (grandmother or
aunt) with ovarian cancer. Epi-
thelial ovarian cancer means the
cancer started in the surface lay-
er covering the ovary. There are
various types of epithelial can-
cers of the ovary. Serous epithe-
lial ovarian cancer is the most
common type. Researchers are
investigating in clinical trials
whether the rarer types need to
be treated differently. But at the
moment, they are generally
treated in a similar way to serous
epithelial ovarian cancer. The
particular subtype does not make
much difference to how the dis-
ease behaves or the treatment
you will have. Some epithelial
ovarian cancers are undifferen-
tiated or unclassifiable. These

tumours have cells undeveloped
so much that it is not possible to
tell which type of cell the cancer
started from [4; 5].

Often patients after ovarian
cancer have been diagnosed
through surgery or tissue biop-
sy, and they have already under-
gone cytoreductive surgery and
comprehensive staging proce-
dures. However, referral some-
times occurs after incomplete
surgery and staging. The com-
ponents of surgical staging are
listed in the algorithms. Identical
workup procedures are recom-
mended for patients with un-
diagnosed or diagnosed pelvic
masses at referral [1].

Cytoreductive surgery is the
initial treatment recommendation
for patients with clinical stage II,
III, or IV. To fully stage the dis-
ease and achieve maximal cy-
toreduction to less than 1 cm re-
sidual disease or resection of all
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visible disease in appropriate cir-
cumstances [1; 6].

A maximal effort should be
made to remove all gross dis-
ease. On entering the abdomen,
aspiration of ascites or peritoneal
lavage should be performed for
cytologic examinations. For ob-
vious disease beyond the ova-
ries, cytologic assessment of
ascites and/or lavage specimens
will not alter stage or manage-
ment. Total hysterectomy and
bilateral salpingo-oophorectomy
should be performed. The en-
capsulated mass should be re-
moved intact [6; 9]. All involved
omentum should be removed.
Suspicious and/or enlarged no-
des should be resected, if pos-
sible. Patients with tumor nod-
ules of 2 cm or less outside the
pelvis should undergo bilateral
pelvic and para-aortic lymph
node dissection [1; 8].

In patients with advanced
ovarian cancer who have had
complete debulking, data indi-
cate that overall survival is in-
creased in those who undergo
systematic lymphadenectomy.
Patients with low-volume resid-
ual disease after surgical cytore-
duction for invasive epithelial
ovarian or peritoneal cancer are
potential candidates for intraperi-
toneal therapy. In these patients,
consideration should be given to
placement of an intraperitoneal
catheter at initial surgery.

Procedures that may be con-
sidered for optimal surgical cy-
toreduction include radical pelvic
dissection, bowel resection, dia-
phragm or other peritoneal sur-
face stripping, splenectomy, par-
tial or cystectomy, ureteroneo-
cystostom [2; 6]. The therapeu-
tic benefit of neoadjuvant chem-
otherapy followed by interval cy-
toreduction remains controver-
sial. It may be considered for
patients with bulky stage III to IV
disease who are not surgical
candidates. Before initiation of
chemotherapy, the pathologic
diagnosis should be confirmed in
this group of patients [2; 3; 8].

The prognosis is poor for pa-
tients whose disease progress-

es after 2 consecutive chemo-
therapy regimens without ever
sustaining a clinical refractory, or
recurs in less than 6 months
(platinum-resistant). Note that
progression is typically defined
using traditional criteria. Panel
members emphasized the im-
portance of clinical trials to iden-
tify agents active in this group of
patients. Because these patients
disease was resistant to the pri-
mary induction regimen, retreat-
ment with a platinum compound
or paclitaxel is not generally re-
commended. Although panel
members do not recommend re-
treatment with platinum agents,
they recognize that altering the
schedule of paclitaxel may pro-
duce secondary responses. Be-
fore any drug is given in the re-
current setting, clinicians should
be familiar with the drug's me-
tabolism and ensure that pa-
tients are appropriate candidates
for the drug. Clinical judgment
must be used when selecting
postoperative chemotherapy [10;
11].

For patients with platinum-
resistant disease or stages II
through IV disease who experi-
ence a partial response, options
include recurrence therapy, clin-
ical trial, or observation. Patients
who experience disease relapse
6 months or more after initial
chemotherapy are considered
platinum-sensitive. Combination
of platinum-based chemothera-
py is preferred for first recur-
rence [3; 10].

Patients with ovarian cancer
will often undergo retreatment
with multiple courses of recur-
rence therapy. Caution should
be used in patients who under-
go multiple sequential courses of
chemotherapy, because they
may experience excessive toxi-
city and may not be able to to-
lerate doses used for first-line re-
currence therapy; thus, clinical
judgment should be used when
selecting doses. Potential ancil-
lary palliative surgical and sup-
portive care procedures for se-
lect patients are summarized in
the algorithm [7; 8].

Secondary cytoreductive sur-
gery can be considered for pa-
tients who experience recur-
rence after a long disease-free
interval (= 6 months). A recent
meta-analysis suggests that sur-
vival increases for patients with
recurrent disease who undergo
complete cytoreduction. The du-
ration of the disease-free inter-
val has not been established, al-
though panel members agreed
that it should be at least 6
months before surgery be con-
sidered [1; 9].
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Цель настоящего исследования — улучшение ближайших и отдаленных результатов ла-

пароскопически-ассистированного кольпопоэза с использованием кишечного аутотранспланта-
та. В период с 1996 по 2012 гг. нами прооперированы 37 пациенток с вагинальной агенезией (синд-
ром Майера — Рокитанского — Кюстера — Хаусера).

Не наблюдалось ни одного случая конверсионной лапаротомии или значительных послеопе-
рационных осложнений. Послеоперационное гинекологическое исследование демонстрировало
хорошую морфологию неовагины. Все пациентки отмечали удовлетворительную половую жизнь.
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The purpose of this study is to evaluate short, and long-term results of laparoscopic-assisted

colpopoesis, using large bowel autograft for the surgical treatment of 37 patients with vaginal agenesis
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