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Disclosures 

• Have entered patients in to all major 

gynaecological trials in the UK 

• UK CI for SHAPE trial 

• I do not undertake minimal access surgery 
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Do gynaecological oncologists 

suffer from  a lack  of surgical 

equipoise? 
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Why is this a problem? 

• Surgeons love new toys 

• Some surgeons know they are right and can’t 

wait for the results of a clinical trial 

• Do gynaecological oncologists suffer from  a 

lack  of surgical equipoise? 
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So why is this such a hot topic? 

• MAS has short term surgical benefits 

– Intra-operative 

– Post-operative 

• Most MAS data comes from trials of 

endometrial cancer 

– LAP2 

• MAS has been accepted as the same as 

open surgery from an oncological outcome 

point of view 
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LACC trial - Ramirez 

• Open vs Laparoscopic or Robotic 

• All centres had to provide data from at least 

10 MAS procedures 

• Two un-edited videos of MAS 

• At all sites surgeons had to do both Open or 

MAS 

• Planned to recruit 740 women, 370 in each 

arm 
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LACC trial - Ramirez 

• Trial was closed prematurely by data and 

safety committee 

• 319 women underwent MAS and 312 Open 

• Women in MAS arm had an increased 

incidence of recurrence and death 

– 91.2% vs 97.1% HR 3.74 for recurrence 

– 93.8% vs 99.0% HR 6.00 for all cause mortality 
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US population study - Melamed 

• Open vs Laparoscopic or Robotic 

• National Cancer database 

• 70% of all new cancers from 1500 hospitals 

• Data from SEER  

• 2010 to 2013 

• 1236 Open, 1334 MAS 
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US population study - Melamed 

• Four year mortality worse for MAS 

– 9.1% vs 5.3% HR 1.65 for death 

• Prior to adoption of MAS 

– Four year mortality remained stable 

• Increased by 0.3% per year 

• After adoption of MAS 

– Four year mortality remained stable 

• Decreased by 0.8% per year 
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BJOG July 2019 – Martin Hirsch 



Sheffield Gynaecological Cancer Centre Sheffield Teaching Hospitals 

BJOG July 2019 – Martin Hirsch 

• Case series from 8 self selected centres 

• Only looked at MAS surgery 

• 779 cases but only 597 underwent radical 

surgery and 463 had MAS 

• Median follow up 23 months 

• Different population when compared with 

LACC control arm 
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BJOG July 2019 – Martin Hirsch 

• No difference in survival between LACC open 

surgery control arm and this series 

– 1.4% vs 0.96% 

• However the two study populations are 

different 

– Logistic regression model to account for this 

– Increased mortality risk in the UK series 

• 1.27 fold increase from 1.4% to 1.78% 
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NRCAS data - England 

• Population data 

– HES 

– SACT – chemotherapy dataset 

– RTDS – radiotherapy dataset 

– ONS mortality data 

• 2013 to 2016 

• 365 Open, 564 MAS 

• MAS increased from 48% to 76% 
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NRCAS data - England 

• Four and half year mortality worse for MAS 

– 6.9% vs 2.8% HR 4.0 
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Why the difference in BJOG data 

• A self selected series – BJOG 

• Different population from LAAC trial 

• Short follow up in BJOG series – median 23 

months 

• NRCAS data only becomes statistically 

significant after 4 years 

• Melamed paper – median follow up 45 

months 

• Ramriez paper median follow up 30 months 
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Possible explanations 

• Use of a uterine manipulator which is placed 

into the cancer 

• Raised intra-abdominal pressure with CO2 

 

• Some centres in the LACC trial only 

contributed a few patients 

• The surgeons were not as good as me at the 

technique 
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What does this data mean for 

future practice? 

• If you practice evidence based medicine 

– There is no role for minimal access surgery for 

early stage cervical cancer outside of on going or 

future clinical trials. 
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What does this data mean for 

future practice? 

• If you practice evidence based medicine 

– There is no role for minimal access surgery for 

early stage cervical cancer outside of on going or 

future clinical trials. 

• If you are a gynaecological oncologist 

– I don’t believe the data as the trials are flawed so I 

will continue to offer minimal access surgery 

because I know I am right, I like doing the 

operation and patients do go home earlier. 
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Why is it a problem if gynaecological 

oncologists prefer to ignore trial data? 

• Surgical trials are complex and difficult to 

organise 

• Funders remain concerned about low 

recruitment rates to surgical trials 

• Surgical bias and preferences seems to over 

ride clinical based practice 

• Patients will continue to be offered surgical 

procedures with no proven clinical 

effectiveness 
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Why is this a problem for 

gynaecological oncology surgical trials 

• Surgical trials tend to be in to be in early 

stage cancers with good prognosis and so 

long median follow up is required 

• The period at the end of a trial leaves a 

surgical void 

– What should I do until the data becomes available 

• SHAPE trial 

– Now closed 

– May need a further 3 years for data to mature 

– What should I do now 
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Conclusions 

• Data from a variety of sources report higher 

mortality rates for early stage cervical cancer 

and MAS 

• Only further randomised clinical trials can 

address the outstanding issues given the 

epidemiological data would suggest data from 

case series could be unreliable 

• MAS for endometrial cancer has not been 

proven to be oncologically the same as open 

surgery in any randomised trial 
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