
ORIGINAL RESEARCH

Minimally invasive interval debulking surgery 
in advanced ovarian cancer: a real-life 
PICture of pAtientS’ SelectiOn

Carmine Conte a , Donatella Aterno b,* , Luigi Congedo a , Giulia Parise b , Andrea Rosati a,
Serena Boccia a , Claudia Marchetti a,b , Floriana Mascilini a , Diana Giannarelli c ,
Jose Alejandro Rauh-Hain d , Anna Fagotti a,b

Received 29 September 2025, Accepted 30 November 2025; Available online 17 February 2026

Keywords:
Ovarian Cancer; Neoadjuvant Chemotherapy; Interval Cytoreductive Surgery; Minimally Invasive Surgery; Computed Tomography Scan Accuracy; Pre-
Operative Assessment

INTRODUCTION

Most ovarian cancer cases are diagnosed at an advanced stage, 
with widespread tumor involvement within the abdominal cavity. 
The standard treatment includes cytoreductive surgery and 
chemotherapy with carboplatin and paclitaxel. 1,2 Randomized trials 
have demonstrated that neoadjuvant chemotherapy before cyto-
reductive surgery can reduce surgical morbidity without

compromising overall survival. 3-7 Among patients who receive 
neoadjuvant chemotherapy, a minimally invasive approach at in-
terval cytoreductive surgery 8,9 may further reduce morbidity. 

Minimally invasive interval cytoreductive surgery is increasingly 
common. 8-10 Some retrospective studies have shown that interval 
minimally invasive cytoreductive surgery is feasible, with good 
peri-operative outcomes, and is comparable with open surgery in
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ABSTRACT
Objective: This study aimed to assess the accuracy of pre-operative computed to-
mography in identifying candidates for minimally invasive interval cytoreductive surgery 
after neoadjuvant chemotherapy in patients with advanced ovarian cancer.

Methods: This retrospective, single-center study included patients with advanced 
ovarian cancer who received 3 to 4 cycles of platinum-based neoadjuvant chemotherapy, 
followed by interval cytoreductive surgery, between July 2021 and May 2024. Pre-
operative computed tomography scans were reviewed by expert radiologists to assess 
the extent and distribution of residual disease. Patients were deemed eligible or ineligible 
for minimally invasive interval cytoreductive surgery based on radiologic criteria. 
Computed tomography findings were compared with intra-operative findings to evaluate 
sensitivity, specificity, predictive values, and diagnostic accuracy. Site-specific concor-
dance was assessed using Cohen’s κ.

Results: A total of 87 patients were included. Computed tomography scan demon-
strated an overall accuracy of 71.3% (95% confidence interval 61.76 to 80.77) in pre-
dicting feasibility of minimally invasive interval cytoreductive surgery, with a sensitivity of 
71.4% (95% confidence interval 52.11 to 90.75) and a specificity of 71.2% (95% 

confidence interval 60.29 to 82.14). False-negative and false-positive rates were 28.6% 

and 28.8%, respectively. Concordance between computed tomography and surgical 
findings was moderate (Cohen’s k � 0.35). The highest agreement was found for small 
bowel and mesenteric involvement, whereas diaphragmatic and perihepatic sites 
showed the lowest concordance.

Conclusions: This study shows that the radiologic selection process for minimally
invasive interval cytoreductive surgery is complex. The not negligible false-negative and
false-positive rates suggest that a combined approach, including diagnostic laparoscopy
or advanced imaging tools, may improve surgical planning and patient selection for minimally invasive surgery at interval cytoreductive surgery.

WHAT IS ALREADY KNOWN ON THIS TOPIC
Selection of candidates for minimally invasive 
interval cytoreductive surgery after neoadjuvant 
chemotherapy is challenging, and the accuracy 
of computed tomography scans in this setting is 
uncertain.

WHAT THIS STUDY ADDS
Our study shows that computed tomography 
scan has only moderate accuracy (∼71%) in 
predicting the feasibility of minimally invasive 
interval cytoreductive surgery, with frequent 
discrepancies in the assessment of upper 
abdominal disease.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE, OR POLICY
Integrating advanced imaging, diagnostic lapa-
roscopy, or artificial intelligence—based tools 
may improve patient selection and optimize 
surgical planning in advanced ovarian cancer.
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terms of progression-free survival in selected women responding 
to neoadjuvant chemotherapy. 11-16 To date, an international, 
randomized, multi-center, non-inferiority phase III trial (LANCE 
trial) is ongoing, with the aim of comparing minimally invasive 
interval cytoreductive surgery versus laparotomy in terms of dis-
ease-free survival. 17

However, the selection of candidates for minimally invasive 
interval cytoreductive surgery is not standardized, and it is pri-
marily based on the use of diagnostic laparoscopy. 11,18,19 

Recently, Conte and colleagues 18 developed a nomogram to pre-
dict the probability of achieving successful minimally invasive in-
terval cytoreductive surgery, including pre-operative and intra-
operative factors (CA-125 normalization, availability of a high-
volume surgeon, absence of omental cake, and involvement of 
less than 2 additional peritoneal sites). Nevertheless, diagnostic 
laparoscopy may increase costs and negatively impact surgical 
time and organization due to uncertainty of planned surgery. 
Standard pre-operative imaging methods (computed tomography 
[CT] scan, positron emission tomography [PET]—CT, or magnetic 
resonance imaging) may overcome these limitations because they 
are routinely used to assess location and extension of residual 
disease and may offer an accurate pre-operative planning. In 
ovarian cancer, the accuracy of CT scan for peritoneal implant 
detection ranges between 70% and 90%, 20-23 but studies in the 
neoadjuvant chemotherapy population are few and limited by the 
relatively small number and heterogeneity of patients included. 24-
27 Although these studies indicate good performance of CT in 
selecting patients suitable for interval debulking surgery after 
neoadjuvant chemotherapy, identification of small residual disease 
remains a significant challenge for radiologists, and it is crucial for 
selecting candidates for minimally invasive interval cytoreductive 
surgery. 18

This study aims to assess the accuracy, positive predictive 
value, and negative predictive value of CT scan to predict suc-
cessful minimally invasive interval cytoreductive surgery in an 
ovarian cancer population undergoing interval cytoreductive sur-
gery after 3 or 4 cycles of neoadjuvant chemotherapy.

The secondary objective was to assess the accuracy, positive 
predictive value, and negative predictive value of CT scan in 
identifying tumor involvement in pre-specified anatomical regions 
with respect to intra-operative findings.

METHODS

This is a retrospective, observational, single-center study of pa-
tients with advanced ovarian cancer who underwent platinum-
based neoadjuvant chemotherapy and subsequent interval cyto-
reductive surgery from July 2021 to May 2024 at the Gynecologic 
Oncologic Unit, Fondazione Policlinico Universitario Agostino 
Gemelli IRCCS. Patients’ information was retrieved from the 
institutional prospectively recorded REDcap database. Our ethics 
committee (ID 7294) approved the study, and all patients signed 
informed consent for the processing of personal data.

The inclusion criteria were as follows: International Federation 
of Gynecology and Obstetrics stage IIIC or IV at diagnosis; high-
grade histology (serous, endometrioid, clear cell, transitional car-
cinomas); invasive epithelial ovarian carcinoma; 3 to 4 cycles of 
neoadjuvant chemotherapy; subsequent interval cytoreductive

surgery; normalization of CA-125 serum levels after neoadjuvant 
chemotherapy; and a timeframe of <6 weeks from the last cycle 
of neoadjuvant chemotherapy to interval cytoreductive surgery. 
Exclusion criteria were: unavailability of pre-operative CT scan 
images, an interval time of more than 30 days between the CT 
scan and interval cytoreductive surgery, and additional neo-
adjuvant chemotherapy cycles after pre-operative CT scan. CT 
scans performed at our institution followed a standardized 
acquisition protocol.

A group of expert radiologists in gynecologic oncology reviewed 
the CT scan of the chest, abdomen, and pelvis of all included 
patients at the multi-disciplinary institutional tumor board meeting 
to assess the presence, extent, and location of residual disease. 
They were aware that CT review was performed to assess patient 
eligibility for potential enrollment in the LANCE trial and for 
minimally invasive interval surgery. In case of evidence of tumor 
not amenable to minimally invasive resection (small bowel tumor 
involvement, diaphragmatic/Morrison and perihepatic involvement, 
mesenteric tumor involvement, gastrosplenic and splenic 
involvement, supracolic omentum/omental cake, and tumor infil-
tration of the lesser sac), the patient was not considered for 
minimally invasive surgery approach and underwent interval 
cytoreductive surgery by laparotomy according to our internal 
guidelines. The eligibility criteria for minimally invasive surgery 
followed the same radiologic and surgical parameters adopted in 
the ongoing LANCE randomized trial. 17 The surgical team 
remained the same throughout the study period.

We identified 2 populations: patients scheduled for minimally 
invasive surgery (group A) and patients scheduled for open surgery 
due to radiologic criteria (group B) (Fig.).

Negative cases were considered if the minimally invasive 
surgery criteria were met pre-operatively (group A), and positive 
cases were considered if the criteria for minimally invasive surgery 
were not found pre-operatively (group B). Pre-operative assess-
ment was then matched with intra-operative findings to identify 
true and false cases.

Surgical reports of all patients were retrospectively re-evalu-
ated by 2 expert surgeons (AF and CC) according to previously 
defined criteria for minimally invasive surgery to identify cases in 
which minimally invasive interval cytoreductive surgery would 
have been possible (minimally invasive surgery feasible) and those 
in which minimally invasive surgery would not have been possible 
(minimally invasive surgery unfeasible), regardless of the final 
surgical approach.

The reviewers were not blinded to surgical outcomes because 
this was a retrospective analysis, and inter-rater variability be-
tween the 2 surgeons was not formally assessed.

The following radiologic parameter (lesion site) were compared 
with intra-operative findings (presence or absence of disease): 
small bowel tumor involvement, diaphragmatic/Morrison and 
perihepatic involvement, mesenteric tumor involvement, gastro-
splenic and splenic involvement, supracolic omentum/omental 
cake, and tumor infiltration of the lesser sac.

Statistical Analysis
Quantitative variables were described using medians and ranges, 
whereas qualitative variables were summarized using absolute 
and percentage frequency tables.
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To assess the radiologic accuracy, each parameter was 
correlated with surgical findings. The agreement between CT scan 
and surgical parameters was evaluated using Cohen’s κ. Inter-
pretation of Cohen’s index was performed according to Landis and 
Koch: ≤0.00 indicating no agreement, 0.00 to 0.20 slight, 0.21 to 
0.40 fair, 0.41 to 0.60 moderate, 0.61 to 0.80 substantial, and 
0.81 to 1.00 almost perfect agreement. Sensitivity, specificity, 
accuracy, false-positive rate, and false-negative rate of CT scan 
diagnostic performance after neoadjuvant chemotherapy with 
respect to surgical outcome were provided with corresponding 
95% confidence intervals (CIs). The significance level was set at p 
<.05.

In accordance with the journal’s guidelines, we will provide our 
data for independent analysis by a selected team by the Editorial 
Team for the purposes of additional data analysis or for the 
reproducibility of this study in other centers, if such is requested.

RESULTS

From July 2021 to May 2024, 470 patients underwent neoadjuvant 
chemotherapy and subsequent interval cytoreductive surgery at 
our institution. A total of 134 women (28.5%) underwent radiologic 
evaluation to be enrolled in the LANCE trial at the multi-disciplinary 
tumor board, whereas the remaining 336 patients (71.5%) were 
not screened due to 1 or more exclusion criteria. Moreover, 47 of 
134 patients (35%) were excluded due to an interval time of more 
than 30 days between the CT scan and surgery and/or underwent 
a fourth cycle of neoadjuvant chemotherapy after the CT scan 
(Fig.).

Among the 87 patients included, 21 (24.1%) were assigned to 
group A (minimally invasive surgery candidates) and 66 (75.9%) to 
group B (laparotomy candidates). We identified 6 false negatives 
(28.6%) and 19 false positives (28.8%) based on the comparison 
between pre-operative CT and intra-operative findings (Fig.)

Pre-operative clinico-pathologic features of the patients are 
described in Table 1.

In group A, 2 of 12 minimally invasive surgeries (16.7%) were 
converted to an open approach due to diffusion of disease.

In group B, the diffusion of disease prevented minimally inva-
sive surgery in 47 patients (71.2%); of these, 5 patients (7.6%) 
were judged not amenable to complete resection. Conversely, we 
judged minimally invasive surgery feasible in the remaining 19 
women (28.8%).

Overall, the accuracy of CT scan in predicting successful 
minimally invasive surgery was 71.3% (95% CI 61.76 to 80.77), 
with a false-negative rate (probability of conversion from minimally 
invasive surgery to laparotomy) of 28.6% (95% CI 9.25 to 47.89) 
and a false-positive rate (exclusion from feasible minimally inva-
sive surgery) of 28.8% (95% CI 17.86 to 39.71). The sensitivity of 
this approach resulted in 71.4% (52.11 to 90.75), with a specificity 
of 71.2% (95% CI 60.29 to 82.14), with a Cohen’s k of 0.35 (95% 
CI 0.16 to 0.55).

There was a good agreement between pre-operative CT scan 
and intra-operative finding for each anatomical site, with the 
highest level observed for small bowel and mesentery tumor 
involvement, gastrosplenic/splenic ligament involvement, and the 
lesser peritoneal sac (Table 2). The highest positive likelihood ratio 
was observed for mesenteric tumor involvement (100%), and the 
highest negative likelihood ratio was obtained for small bowel 
tumor involvement (100%) (Table 2). Conversely, the lowest 
agreement was observed for diaphragmatic assessment, where 
extensive unilateral or bilateral diaphragm was found in 6 of 21 
cases (28.6%) judged negative and was not present in 7 of 66 
(36.8%) judged positive pre-operatively (Table 3). Other sites 
erroneously judged negative were the Morrison/perihepatic site 
(36.8%), the gastrosplenic ligament/spleen (26.3%), and the 
supramesocolic omentum (26.3%) (Table 3). Specifically, the sites

Figure Patients’ population flow chart and study design. Study design is in the square with dotted lines.
Abbreviations: AEOC, advanced epithelial ovarian cancer; FN, false negative; FP, false positive; FPG, Fondazione Policlinico Gemelli; LPT, laparotomy; 
MDTB, multi-disciplinary tumor board; MIS, minimally invasive surgery; NACT, neoadjuvant chemotherapy; TN, true negative; TP, true positive.
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with lower levels of agreement between imaging and intra-
operative lesions were the unilateral or bilateral diaphragm 
(Cohen’s κ of 0.60; 0.40 to 0.79), the Morrison/perihepatic 
(Cohen’s κ of 0.77; 0.62 to 0.92), and the omentum (Cohen’s κ of 
0.76; 0.60 to 0.92) (Table 2).

DISCUSSION

Summary of Main Results
In this study, the sensitivity and specificity of pre-operative CT 
scan in selecting patients with advanced ovarian cancer after 
neoadjuvant chemotherapy for a minimally invasive surgery 
approach at interval cytoreductive surgery were approximately 
70%. CT scan alone may exclude women who would instead be 
candidates for minimally invasive surgery cytoreduction in 
about 30% of the cases. Discrepancies between imaging and

intra-operative findings were more frequent in upper abdomen 
sites, such as the diaphragm and perihepatic area (Cohen’s κ of 
0.60 and 0.77, respectively), which are crucial for the feasibility of 
minimally invasive interval cytoreductive surgery.

Results in the Context of Published Literature
Currently, the selection process for minimally invasive interval 
cytoreductive surgery is not uniformly applied in clinical practice, 
and few tools are available for predicting candidacy for minimally 
invasive interval cytoreductive surgery. In retrospective studies 12 

and a prospective study 11 evaluating the feasibility of minimally 
invasive interval cytoreductive surgery, the choice of surgical 
approach was left to the surgeon’s discretion after diagnostic
laparoscopy. 

More recently, Costales and colleagues 19 developed a laparo-
scopic predictive index value to estimate the likelihood of suc-
cessfully performing minimally invasive interval cytoreductive 
surgery. A predictive index value score below 2 identified candi-
dates suitable for optimal minimally invasive interval cytoreductive 
surgery, with an accuracy of 68.2%. 19

Conte and colleagues 18 proposed a nomogram capable of 
predicting successful minimally invasive interval cytoreductive 
surgery in 84% of cases. This tool also requires diagnostic lapa-
roscopy to evaluate disease extent and distribution but does not 
incorporate pre-operative imaging variables.

Although some authors have attempted to identify the best 
method among radiologic, laparoscopic, and laparotomic scoring 
assessments to predict the outcomes of primary cytoreductive 
surgery, 28,29 we still lack data on the accuracy of CT scan in the 
pre-operative selection of patients eligible for minimally invasive 
interval cytoreductive surgery. Our results align with earlier studies 
regarding the unsatisfactory accuracy of CT scan in detecting 
peritoneal disease in advanced ovarian cancer after neoadjuvant 
chemotherapy. 24,29,30 Previous retrospective studies reported dif-
ficulties in distinguishing residual disease from fibrotic or inflam-
matory changes associated with neoadjuvant chemotherapy, 
which could affect the peri-operative evaluation of CT and PET-CT 
scans. 31,32

These post-treatment changes, including fibrosis and scarring, 
may significantly reduce CT sensitivity, particularly, for small 
peritoneal implants or sub-diaphragmatic lesions. This limitation 
should be considered when interpreting CT findings after neo-
adjuvant chemotherapy.

Limited to the interval cytoreductive surgery setting, a retro-
spective study (31 patients) compared CT evaluation and laparo-
scopic assessment with laparotomic exploration using the Fagotti 
peritoneal index and the Sugarbaker peritoneal cancer index. 28 

The radiologic evaluation was associated with the worst accuracy 
in predicting residual disease outcome, suggesting that CT scans 
may miss small lesions or lesions in challenging locations.

In a small retrospective series evaluating the diagnostic per-
formance of CT scan in determining residual disease after neo-
adjuvant chemotherapy, CT scan showed a low negative predictive 
value (50.0%) in identifying residual disease after neoadjuvant 
chemotherapy in patient-based (n � 58) and lesion-based ana-
lyses (N � 439), especially for non-measurable lesions and at the 
sub-diaphragmatic spaces, bowel serosa, and mesentery (p

Table 1 Pre-Operative Clinico-Pathologic Features of the Patients

Variables Study population 
n (%)

Group A 
n (%)

Group B 
n (%)

All cases 87 21 66

Median age at first diagnosis

Y (range) 62 (37) 60 (27) 63 (37)

Histology

High-grade serous 87 (100) 21 (100) 66 (100)

FIGO stage

III B 3 (3.4) 1 (4.8) 2 (3.0)

III C 45 (51.8) 15 (71.4) 30 (45.5)

IV A 5 (5.7) 1 (4.8) 4 (6.0)

IV B 34 (39.1) 4 (19) 30 (45.5)

BRCA 1/2 status

Wild-type 57 (65.5) 15 (71.4) 42 (63.6)

BRCA 1mutated 16 (18.4) 1 (4.8) 15 (22.7)

BRCA 2 mutated 14 (16.1) 5 (23.8) 9 (13.7)

Number of NACT cycles

3 73 (83.9) 17 (81) 56 (84.8)

4 14 (16.1) 4 (19) 10 (15.2)

Kelim score

Favorable 45 (51.7) 10 (47.6) 35 (53.0)

Unfavorable 42 (48.3) 11 (52.4) 31 (47.0)

Median time between CT scan and ICS

D (range) 21 (27.0) 22.5 (25) 21 (27.0)

Residual tumor a

0 81 (98.8) 21 (100) 60 (98.3)

<0.5 mm 1 (1.2) 0 1 (1.7)

Abbreviations: CT, computed tomography; FIGO, International Federation of 
Gynecology and Obstetrics; ICS, interval cytoreductive surgery; NACT, neoadjuvant 
chemotherapy.

a Rates calculated excluding diagnostic surgery at interval cytoreductive 
surgery (n � 5).
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<.001). 24 The CT scan accuracy rates were 87.93% and 66.51% 
in the patient-based and lesion-based analyses, respectively. 24 In 
this study, a false negative on CT scan was associated with lesion 
size, and the accuracy of peritoneal carcinomatosis detection on 
CT was site-dependent. 24

These results could be explained by the small size of the le-
sions, the fibrotic tissue shrinkage related to chemotherapy, and 
the low number of lesions in certain locations, such as the peri-
hepatic area and the diaphragm, which are important sites to 
consider in the surgical planning, especially for the minimally 
invasive surgery approach.

Strengths and Weaknesses
To the best of our knowledge, this is the first study to assess CT 
scan accuracy in selecting patients for minimally invasive interval 
cytoreductive surgery after neoadjuvant chemotherapy.

The patient cohort was selected based on radiologic criteria 
consistent with those of the ongoing LANCE randomized trial, 
ensuring a homogeneous sample regarding eligibility and disease 
characteristics. Radiologists with expertise in gynecologic 
oncology reviewed all CT scans in the multi-disciplinary tumor 
board. This ensured high consistency and accuracy in pre-oper-
ative radiologic evaluation throughout the whole study period. All 
patients underwent interval cytoreductive surgery after radiologic 
evaluation, and we had confirmatory examination with diagnostic 
laparoscopy/laparotomy and pathologic findings regarding the 
presence or absence of disease. The surgical team was composed 
of experts in minimally invasive surgery and surgical treatment of 
ovarian cancer, ensuring that conversion and/or unfeasibility 
evaluation were not related to the lack of technical skills. However, 
this study has several limitations that must be considered. First, its 
retrospective design and single-center nature restrict the

Table 2 Correlation Between Pre-Operative CT Scan and Intra-Operative Findings in Single Anatomic Sites

Lesion sites Sensitivity Specificity Accuracy Positive 
likelihood ratio

Negative
likelihood ratio

Cohen’s κ Level of 
agreement

Small bowel tumor 
involvement

100 (100-100) 84.0 (69.93-
98.37)

95.4 (91-99.8) 93.9 (88.18-99.7) 100 (100-100) 0.88 (0.77-
0.99)

Almost perfect

Diaphragm 90.8 (83.73-
97.81)

68.2 (48.72-
87.65)

85.1 (77.57-
92.55)

89.4 (81.97-96.82) 71.4 (52.11-90.75) 0.60 (0.40-
0.79)

Moderate

Morrison/perihepatic 98.3 (95.09-
101.57)

74.1 (57.54-
90.60)

90.8 (84.73-
96.88)

89.4 (81.97-96.82) 95.2 (86.13-104.35) 0.77 (0.62-
0.92)

Substantial

Mesenteric tumor 
involvement

97.1 (93.04-
101.07)

100 (100-100) 97.7 (94.55-
100.85)

100 (100-100) 90.5 (77.92-103.03) 0.93 (0.85-
1.00)

Almost perfect

Gastrosplenic ligament/
splenic

98.4 (95.25-
101.52)

80.0 (64.32-
95.68)

93.1 (87.78-
98.43)

92.4 (86.04-98.81) 95.2 (86.13-104.35) 0.82 (0.69-
0.92)

Almost perfect

Supracolic omentum/
omental cake

95.3 (90.13-
100.99)

78.3 (61.4-
95.12)

90.8 (84.73-
96.88)

92.4 (86.04- 98.81)85.7 (70.75-100.68) 0.76 (0.60-
0.92)

Substantial

Lesser peritoneal sac 98.5 (95.54-
101.43)

95.2 (86.13-
104.35)

97.7 (94.55-
100.85)

98.5 (95.54-
101.43)

95.2 (86.13-104.35) 0.94 (0.85-
1.00)

Almost perfect

Abbreviation: CT, computed tomography.
Bold formatting was used to highlight almost perfect agreement results.

Table 3 Diagnostic Performance of CT Scan After NACT in Single Anatomic Sites

Anatomic sites of disease a Group A n (%) Group B n (%)

All patients 87 21 66

False negative (converted to LPT/MIS unfeasible) 6 6 (28.5) -

False positive (MIS feasible at ICS) 19 - 19 (28.8)

Small bowel tumor involvement 4 (4.6%) 0 4 (21.0)

Diaphragm 14 (16.1%) 6 (28.6) 7 (36.8)

Morrison/perihepatic 8 (9.2) 1 (4.8) 7 (36.8)

Mesenteric tumor involvement 2 (2.3%) 2 (9.5) 0

Gastrosplenic ligament/splenic 6 (6.9%) 1 (4.8) 5 (26.3)

Supracolic omentum/omental cake 8 (9.2%) 3 (14.3) 5 (26.3)

Lesser peritoneal sac 2 (2.3%) 1 (4.8) 1 (5.3)

Others b 2 (2.3%) 0 2 (10.5)

Abbreviations: ICS, interval cytoreductive surgery; LPT, laparotomy; MIS, minimally invasive surgery.
Bold formatting was used to emphasize key values, including the total number of patients and the counts of false-negative and false-positive cases.

a Each patient could have more than 1 site involved.
b Bulky lymph nodes.
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generalizability of the findings to broader patient populations or 
other health care settings. In particular, our cohort reflects a highly 
selected patient population managed at a tertiary referral center, 
which may differ from general advanced ovarian cancer pop-
ulations in terms of disease complexity, radiologic expertise, and 
surgical experience. Second, no standardized radiologic report 
format was used during the multi-disciplinary tumor board eval-
uation. In addition, the sample size is relatively small, limiting 
statistical power and precision of some of estimates, especially 
when evaluating less common imaging patterns.

Lastly, because this was a retrospective study, the surgeons 
who re-evaluated the surgical reports were not blinded to clinical 
outcomes, which may have introduced a subjective bias. More-
over, the inter-rater variability between the 2 reviewers was not 
formally assessed and should be considered a limitation

Implications for Practice and Future Research
A combination of advanced imaging and diagnostic laparoscopy, 
as previously suggested, 18,28 may improve patient selection for 
successful minimally invasive interval cytoreductive surgery and 
help address limitations of each technique. To confirm this po-
tential approach to the selection process for minimally invasive 
interval cytoreductive surgery, diagnostic laparoscopy was 
included as an amendment to the LANCE trial algorithm before 
randomization in women with positive CA-125. 17

The integration of artificial intelligence into clinical practice 
holds great promise for improving pre-operative imaging accuracy 
in advanced ovarian cancer by enhancing detection of small or 
difficult-to-visualize lesions, such as those in the diaphragm or 
mesentery, thereby reducing false negatives and refining patient 
selection for minimally invasive interval debulking surgery. In 
addition, radiomics can recognize different tissue textures related 
to minimal residual disease from fibrotic or inflammatory changes 
after neoadjuvant chemotherapy.

Future multi-center, prospective studies should aim to validate 
multi-modal diagnostic algorithms combining CT, diagnostic lap-
aroscopy, and biomarkers or radiomic-based models to improve 
patient selection for minimally invasive interval cytoreductive 
surgery

CONCLUSIONS

In conclusion, our study indicates that the radiologic selection 
process for minimally invasive interval cytoreductive surgery is 
complex, particularly for lesions located in anatomically chal-
lenging areas in the upper abdomen. The non-negligible false-
negative and false-positive rates suggest the importance of 
incorporating a thorough and systematic laparoscopic evaluation 
before abandoning any attempt of minimally invasive surgery at 
interval cytoreductive surgery.

A combined pre-operative approach incorporating advanced 
imaging, radiomics, and artificial intelligence—based models 
should be explored to improve patient selection and surgical 
planning, in addition to diagnostic laparoscopy, where appropriate.
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