
randomised 2:1 to receive FSD of niraparib 300 mg orally
once daily (QD) or placebo. The trial was amended to incor-
porate an ISD of 200 mg orally QD for patients with a body
weight <77 kg or platelet count <150,000/mL, and 300 mg
QD in patients with a body weight �77 kg and platelet count
�150,000/mL. Patients were stratified by best response to first-
line chemotherapy (complete/partial response), receipt of neo-
adjuvant chemotherapy (yes/no), and homologous recombina-
tion status (deficient/proficient and not determined). BRCA
status was determined in tumour samples at screening via the
myChoice test (Myriad®). The post hoc BRCAm subgroup
PFS analysis was performed using a stratified Cox propor-
tional hazards model and Kaplan-Meier methodology. Safety
and patient-reported outcome analyses were also performed.
Results The intention-to-treat population comprised 733 rand-
omised patients, of which 223 (30%) had BRCAm tumours.
Of those, 144 (65%) received FSD and 79 (35%) received
ISD. Niraparib provided a comparable PFS benefit over pla-
cebo in patients receiving both FSD (hazard ratio, 0.44; 95%
CI 0.26–0.73) and ISD (hazard ratio 0.29; 95% CI 0.13–
0.67). A PFS subgroup analysis by patient characteristics is
shown in table 1. A summary of grade �3 selected adverse
events is shown in table 2.
Conclusion Niraparib significantly improved PFS when utilised
as maintenance treatment after front-line therapy in patients
with BRCAm aOC. Patients receiving FSD or ISD derived
similar PFS benefit, while the ISD group showed an improved
safety profile.
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Introduction/Background Worldwide, ovarian cancer (OC) is
the seventh most common cancer in women, with a five-year
survival rate below 45%. Every year around the world, OC is
diagnosed in 240,000 women. Studies on the epidemiology of
OC were carried out in different regions of the world, taking
into account various factors. At the same time, the issues of
the relationship between morbidity and mortality from OC
with genetic, hormonal factors, as well as nutritional factors,
morphometric factors, somatic pathology, socio-demographic
and other factors were taken into account. The problem of
OC epidemiology is extremely relevant for the Republic of
Kazakhstan due to the significant prevalence of this disease
among the female population, the still high level of neglected
cases, as well as high mortality.
Methodology To analyze the epidemiological data of OC in
the world, materials from the Globocan 2018 database of the
International Agency for Research on Cancer (IARC) were
used. To analyze the main statistical data for the regions of
Kazakhstan, statistical data from the Cancer Register of the
Republic of Kazakhstan for 2013–2018 were used.
Results In the Republic of Kazakhstan alone, there are more
than 1000 new cases of OC and more than 400 deaths from
this disease per year [5], while in the United States there are
more than 22,000 new cases of OC and 14,000 deaths per
year [6, 7]. In Kazakhstan, malignant neoplasms of the ovaries
occupies the 3rd rank position among gynecological cancers.
When analyzing rough intensive indicators of the incidence of
ovarian cancer, there is an increase in the detection rate of
this disease for the period from 2013 to 2018 [8–10]. The
analysis of age-related incidence rates showed that malignant
neoplasms of the ovaries are found in all age groups, with a
noticeable increase by 65–69 years. The main contingent of
the sick are women of working age. Also, when analyzing this
five-year period (2013–2018), there is a decrease in the inci-
dence in childhood and adolescence, so in 2014, 5 cases of
ovarian cancer were recorded in the age group 5–19 years,
and in 2019 - 1 case of this disease. Over the past decade,
there has been an increase in morbidity at the age of 55–65
years [5].
Conclusion Morbidity and mortality from OC remain an
urgent epidemiological problem in Kazakhstan and require fur-
ther scientific research to identify risk factors. There are
regions in the Republic of Kazakhstan that exceed the national
average. In these regions, it is necessary to more widely apply
modern methods of early diagnosis and treatment of ovarian
cancer. If detected at earlier stages, it is possible to obtain
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significant results of OC treatment. The main tasks of OC
epidemiology are: continuation of in-depth studies of the
prevalence in the regions of the Republic of Kazakhstan with
the identification of population groups and regions with the
lowest and highest rates of morbidity and mortality from OC.
Disclosures Epidemiological data on the incidence rates of
malignant neoplasms of the ovaries according to Globocan
2018 show significant differences across countries (per
100,000 women): from 3.8 in Central Africa to 11.9 in Cen-
tral and Eastern Europe [1].
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Introduction/Background To evaluate the infra-millimetric
resectability rate using the two approaches, the morbidity-
mortality rate and the overall survival curves without
recurrence.
Methodology From January 2015 to December 2017, 82
patients with ovarian cancer classified stage IIIC by FIGO
(International Federation of Gynecologists and Obstetricians),
were treated in the oncological surgery department of the
CPMC (Center Pierre et Marie Curie), randomized into two
groups. First group (G1) including patients who underwent
primary debulking surgery and group 2 (G2), patients who
underwent primary chemotherapy with platinum salt followed
by cytoreductive surgery (interval surgery).

The anatomo-clinical aspect, the histological type, the intra-
operative finding, the procedures performed, the results after
surgery, the morbidity and mortality and the survival curves
were analysed prospectively.
Results The mean age of patients in G1 was 50.05 years (30–
80) and in G2 55.90 years (23–80), the majority of patients
were classified ASA I in both groups (51, 2%), the mean
body mass index (BMI) was 29.16 in the G1 and 27.29 in
the G2, the most frequent histological type was serous carci-
noma in both groups (69.5%) of patients. The main proce-
dure performed is a total hysterectomy, bilateral adnexectomy,
infra colic or infra gastric omentectomy, pelvic and lumbar
aortic dissection and resection of any macroscopically visible
lesion.

In some cases, an associated procedure has been performed
such as digestive resection, cholecystectomy, peritonectomy,
caudal pancreatectomy. Rate of actions performed in G1:
65.8%; G2: 34.1%. Rate of R0 obtained (41.4%) or 51.5%
in G1 and 48.4% in G2. The operative morbidity was 20.7%
with a rate of 14.6% in G1 and 6% in G2.
Conclusion Complete cytoreductive surgery has become a fun-
damental principle in surgery for peritoneal carcinomatosis.
The gold standard for treating advanced ovarian cancer is
complete surgery combined with chemotherapy with platinum
salt. The sequence of treatment is still debated, but primary
surgery seems to be preferred in terms of recurrence-free sur-
vival and overall survival when complete resection (R0) is
obtained.
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Introduction/Background Clear cell carcinoma (CCC) is a rare
subtype of ovarian and endometrial cancer. It carries a poor
prognosis and response to chemotherapy in recurrent disease
is low. As angiogenesis pathways are activated in CCC, we
performed a trial comparing nintedanib (BIBF1120), an orally
available, triple kinase inhibitor targeting VEGFR, PDGFR
and FGFR with physician’s choice of chemotherapy. As the
first randomised trial in relapsed CCC, it gives important
information on the efficacy and toxicity of both nintedanib
and chemotherapy. Here we report the ovarian cancer (OC)
results.
Methodology This was an international, multi-centre, rando-
mised, open label phase II, 3 outcome design. Patients were
randomised to nintedanib 200 mg PO twice daily or chemo-
therapy (paclitaxel (80 mg/m2 IV Day 1,8,15), pegylated lip-
osomal doxorubicin (40 mg/m2 IV) or topotecan (4 mg/m2
IV Day 1,8,15) every 28 days). Treatment was given until
disease progression or unacceptable toxicity. The primary
endpoint was progression free survival (PFS) in the ovarian
cohort. Secondary objectives included overall survival (OS),
response rate (RR), disease control rate (DCR) and patient
reported outcomes. With 90 OC patients, the study was
powered to detect an improvement in median PFS from 3 to
5 months (HR=0.6) with >90% power, 20% 1-sided signifi-
cance. A statistically significant PFS difference at the 1-sided
10% level (Nintedanib superior) would give a clear signal
that a phase III study is warranted. A statistically significant
result at the 1-sided 20% level would require other suppor-
tive evidence. EudraCT Ref:2013-002109-73. ISRCTN No:
ISRCTN50772895.
Results 91 OC patients were included in the analysis. Median
age was 54 years. Median number of previous lines was 2.
After a median follow up of 20.7 months the median PFS
was 2.3 months with nintedanib and 1.9 months with chemo-
therapy (hazard ratio=0.79, 80% CI=(0.58,1.06), p(1-sided)
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