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The benefits of laparoscopic surgery in the treatment of benign ovarian lesions are clearcut and well documented by many Authors 
[ 1, 2]. Almost 90% of adnexal masses are histologically benign and may be adequately treated by laparoscopy. Problems may arise in 
the management of suspect adnexal masses: inappropriate surgical procedures, incomplete staging and delays in definitive therapy 
血ght have a significant impact on subsequent outcome of an adnexal mass found to be malignant. The current trend in the 
management of adnexal cysts includes an accurate preoperative workup (clinical and ultrasound examination, serum markers 
detection and eventual Doppler evaluation) in order to exclude inadvertent laparoscopic treatment of ovarian malignancy. The French 
school (Bruhat and coworkers) suggests laparoscopy may play an important role as a diagnostic preoperative tool as it permits an 
accurate magnified macroscopic definition of the lesion, a good inspection of the pelvic and abdominal organs allowing target 
biopsies. The advantages of the laparoscopic approach in defining an adnexal mass are related to a strict intraoperatory protocol which 
includ�s pe�forming p�rit_?neal _w_ashings, accurate evaluation of the location, size, macroscopic aspects of the cysts as well as of the
contralateral ovary and of the abdominal cavity. 

Since it is universally accepted that a benign ovarian cyst can be treated laparoscopically and that an ovarian cancer requires 
�parotomic con�ersio_n the mana�em�nt of bo�derlin_e ovarian _tu_mors represent� a puzzhng chapter. in the treat"1:en_t_ of adnexal _':1_asses
There are a number of conceptual and practical problems involving the terminology and staging of ovarian borderline tumors [3] 

Borderline ovarian tumors. known as tumors of low malignant potential (LMP) or, more recently as atipically proliferating tumors 
(APT) are a group of tumors sharing an excellent prognosis de、pite peculiar histological aspects which may m皿ck malignancy 
(presence of cellular stratification, atypical cell clusters, high mitoses and nuclear atypia) [4, 5, 6]. They represent 10-15% of all 
ovarian neoplasias and have a long natural history, an indolent course characterized by slow growth and late recurrences. LMP ovarian 
tumors occur in younger patients with respect to epithelial frank malignancies, are usually detectable in early stages, lack stromal 
invasion and present high overall survival rates - 95% five year survival and 80% twenty year survival - [7, 8, 9, 10, 11]. Since 
borderline ovarian tumors frequently occur in women of reproductive age, they may pose d心cult management problems because 
many of these wish to preserve their fertility. Surgery is the cornerstone of treatment for these tumors. Recent trials have established 
the important role of a conservative approach with the preservation of the ovarian tissue and reproductive function in fertile age 
patients. Table I summarizes the results of 4 case series with a long follow-up. Lim Tan et al. [8] in their case series performed ovarian 
cystectomy for serous borderline tumors: follow up of the 35 patients showed that despite the occasional complication of persistence 
or recurrence of tumor, all were alive without evidence of disease 3-18 years after the initial surgery with an average follow up of 7.5 
years. The recent GOG report [12] suggests that even cystectomy as opposed to oophorectomy may be adequate therapy, because the 
risk of recurrence or the development of a new LMP tumor appears to be only 10-15% and can be succesfully managed by reoperation 
The need of adjuvant therapies has been questioned and the result of four prospective randomized trials revealed that they did not seem 
to improve the overall corrected survival [13]. Table 2 shows the main prognostic factors cited in literature as: residual disease after 
primary surgery, invasive extraovarian implants, stage at initial surgery [14], involvement of the resection margins of the cystectomy 
and multifocality [8], histological type l 13], high grade I 16]. DNA ploidy, pseudomyxoma peritonei [ 15], findings associated with a 
high risk for recurrence. In agreement with Bell and Scully [ 16] other Authors [ 17] found that stromal microinvasion is not an adverse 
prognostic factor. Subclinical node involvement in 14-23% of patients who underwent retroperitoneal lymphnode 业ampling for serous 
borderline tumors was present but this finding did not significantly affect survival [18]; however, recurrence was more likely for those 
patients with positive nodes. Finally, avail北le data suggest that borderline tumors maintain their histological pattern and do not 
undergo malignant transformation. Kurman and Trimble [ 19] have estimated malignant transformation to occur in 0.75% of ovarian 
serous LMP tumors and some Authors have postulated that these cases represent "de novo" development of invasive serous carcinoma 
from the peritoneum rather than progression of a borderline lesion [20] 

The laparoscopic treatment of borderline ovarian tumors was first reported by Nezhat [21] then by other Authors [22, 23]. The aim 
of our study was to evaluate the efficacy of laparoscopic surgery in the removal and staging of borderline ovarian tumors 

Table I - Borderline ovanan tumors follow-up: Cases series 

Authors N. Cases Mean NED DOD Conservative REC. 
follow-up ％ surgery 

yrs ％ 

Casey 39 11.8 69 2/39 21 3/39 
Lim Tan 35 7.5 100 none 100 4/35 
Rice 80 4.1 95.8 none 40 1/71 
Tazelaar 61 7.4 100 none 32.7 5/61 

NEO = no evidence of disease DOD= dead of disease REC = recurrences 

Patients and Methods 

From I 993 through 1998 fifty eight (n=58) patients with borderline ovarian tumors were surgically treated in our Department. The 
mean age of the patients was 42 years (range 19-79). A total of 70 ovarian cysts (9 bilateral) with a mean cystic diameter of 8.6 cm 
were present. Preoperative assesments included clinical examination, ultrasound scoring (Sassone) and serum markers detection. In 
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In conclusion, we consider conservative laparoscopic treatment (monolateral adnexectomy or even cystectomy in selected cases) 
in the management of early stage ovarian borderline tumors in young patients, an appropriate and reasonable surgical option. 
Randomized prospective trials with a long follow-up are still needed to evaluate the recurrence rate in laparoscopically treated 
patients. 

The laparoscopic approach of adnexal masses offers the opportunity of a mininvasive treatment in many cases, but only 
preoperatory rigid criteria, intraoperatory strict protocols and the use of surgical guidelines minimize the risk of misleading and 
undertreating an ovarian malignancy 
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