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Surgery reduces ovarian cancer risk in women with endometriosis 
Laura Dobberstein

Surgical removal of an affected ovary or 
visible endometriosis reduces ovarian 

cancer risk in women with endometriosis, 
according to the findings of a recent study 
in Sweden.

“Patients with endometriosis are 
typically treated with hormones, or in more 
severe cases, with surgery. We wanted to 
expand understanding of ovarian cancer 
risk in women with endometriosis who had 
some type of surgery or hormone therapy,” 
said Dr. Anna-Sofia Melin from the 

Karolinska Institute and Karolinka Univer-
sity Hospital in Stockholm, Sweden.

Melin and her team discovered a risk 
reduction of 30 percent for ovarian cancer 
if all visible endometriosis was surgically 
removed and an 81 percent risk reduction if 
the affected ovary was removed. Hormonal 
treatments for endometriosis did not lower 
the risk of ovarian cancer. [Acta Obstet 
Gynecol Scand 2013;92:546-554]

The team used the National Swedish 
Patient Register and the National Swedish 
Cancer Register to identify all Swedish 
women diagnosed with epithelial ovarian 

cancer at least 1 year after having a diagnosis 
of endometriosis between 1969 and 2007. 
The researchers compared hormonal and 
surgical treatments and other reproduc-
tive factors of the 220 women who met the 
diagnosis criteria and 416 controls.

The researchers hypothesized that 
removing endometriotic tissue lowers the 
risk of malignant development by either 
reducing the inflammation in the pelvic 
region or removing endometriotic tissue 
that cancer typically grows next to or within.
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Jackey Suen

Two doses of the quadrivalent human 
papillomavirus (HPV) vaccine in 
girls may offer similar protection 

against cervical cancer as three doses in 
young women, suggesting the possibility 
of a lower-cost approach to increase vaccine 
uptake rates. [JAMA 2013;309:1793-1802]

“These are the first data, to our knowl-
edge, on the duration of the immune 
response of young adolescent girls to a 
reduced-dose schedule of quadrivalent HPV 
vaccine [HPV 6, HPV 11, HPV 16 and HPV 
18] out to 3 years,” the authors wrote.

With the cost of HPV vaccines a barrier to 
global use, reducing the number of doses from 
the current three-dose schedule can lower 
vaccine and administration costs, potentially 
improving uptake rates. Researchers thus 
compared the immune response elicited by 
two doses of the quadrivalent HPV vaccine 
in girls with that elicited by three doses of 
the vaccine in young women.

A total of 830 females were recruited in 
Canada from 2007 to 2011. Girls (age, 9-13 
years) were randomized to receive three 
doses of quadrivalent HPV vaccine at 0, 2 
and 6 months (n=261) or two doses at 0 and 
6 months (n=259), while young women (age, 
16-26 years) received three doses at 0, 2 and 
6 months (n=310). 

In the study, levels of antibody to HPV 
6, 11, 16 and 18 were measured at 0, 7, 18, 
24 and 36 months. The primary outcome 
was noninferiority of geometric mean titer 
(GMT) antibody levels to HPV 16 and 18 at 7 
months (1 month after the last dose) among 
girls receiving two doses of the vaccine vs 
women receiving three doses. Secondary 
objectives were to examine the durability 
of antibody response to the four vaccine 
antigens at 18, 24 and 36 months after the 

first dose in all three study groups, and to 
compare GMT antibody levels and seroposi-
tivity in girls receiving two doses vs women 
receiving three doses (for HPV 6 and 11) and 
girls receiving two vs three doses (for HPV 
6, 11, 16 and 18).

The research team found that girls 
receiving two vaccine doses had noninfe-
rior GMT antibody levels for all four HPV 
genotypes vs young women receiving three 
doses. At 7 months, the GMT ratio for girls 
receiving two doses to women receiving 
three doses was 2.07 for HPV 16 and 1.76 for 
HPV 18. At 36 months, GMT ratios for girls 
receiving two doses to women receiving 
three doses remained noninferior for all four 
genotypes.

“In all study groups, antibody levels for 
the four HPV genotypes declined between 
months 7 and 18 to a plateau level that 
was maintained out to 36 months,” wrote 

the authors. “Antibody responses in girls 
were noninferior after two vs three doses 
for all four vaccine genotypes at 7 months, 
but evidence for noninferiority was lost for 
HPV 18 by 24 months and for HPV 6 by 36 
months.”

As such, the authors concluded that the 
clinically meaningful difference between the 
two- and three-dose schedules cannot yet 
be determined. “More data on the duration 
of protection are needed before reduced-
dose schedules can be recommended,” they 
noted.

Nonetheless, editorialists argued 
that rather than focusing on vaccination 
programs, primary prevention strategies 
are of greater concern as HPV-related cancer 
mortality are more significant in less devel-
oped countries, where prevention strategies 
are severely lacking. [JAMA 2013;309:1832-
1834] 

HPV vaccine for girls: Are three 
doses necessary? 



“This is a thought provoking study,” Dr. 
Wong Seng Weng, medical director of The 
Cancer Centre, a subsidiary of the Singapore 
Medical Group, told the Oncology Tribune. 
Wong explained that while evidence that 
endometriosis is an independent risk factor 
for ovarian cancer exists, this study is 
the first of its kind to provide data on the 
removal of endometriosis or an ovary to 
reduce risk of ovarian cancer.

Because the risk of ovarian endometri-
osis transforming into ovarian cancer is low, 
endometriosis is generally not considered 
a pre-malignant condition and therefore 
screening of women with endometriosis 
for ovarian cancer is not generally recom-
mended, he added. 

“One possible approach to improving 
the benefit-to-risk ratio of surgical manage-
ment of ovarian endometriosis for preven-
tion of ovarian cancer would be to focus on 
women who are at particularly high risk for 

malignant transformation, such as nullipa-
rous women with endometriosis or women 
with endometriosis on tamoxifen,” said 
Wong.

He further described the recommen-
dation of surgery for endometriosis to 
prevent ovarian cancer as currently prema-
ture, adding that: “This retrospective 
study has certainly generated an important 
hypothesis. It is beholden on the oncology 
community to study this hypothesis in a 
prospective fashion.”  
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We are pleased to advise the change 
of our company name from UBM 

Medica to MIMS, effective from 10th April 
2013.  

Across Asia-Pacific, MIMS has under-
gone a major transformation in recent 
years through expansion of its services, 
offering solutions across multiple 
channels, strengthening and growing 
our network of healthcare professionals. 
Over 1 million members of the medical 
community now connect with MIMS 
through its suite of products across print 
media, online, institution-based products 
and mobile applications.

The name change to MIMS reflects our 
continuous expansion and innovations. 
With MIMS at the heart of our communi-

cation and engagement hub, it will repre-
sent our entire business moving forward. 
This highlights our unique identity as a 
medical information and communication 
specialist dedicated to delivering total 
integrated solutions:
• MIMS – Essential drug information 

provided in print, online (www.mims.
com), tablet and smart-phone devices

•  MIMS Healthcare Data – Integrated 
clinic decision support tools for health-
care institutions

•  MIMS Education – Professional publi-
cations (Medical Tribune, Oncology 
Tribune, JPOG and Pharmacy Today) 
bringing the latest news from around 
the region and internationally 

•  MIMS MedComms – Providing our 

expertise in medical communications 
and tailored solutions to meet your 
marketing needs across event, print 
and digital media

•  MIMS Events – Congress and event 
development and management 
services

•  MIMS Consumer – Consumer health 
publications and resources such 
as HealthGuide, HealthToday and 
MOMSToday
With this integration of our resources 

and channels, we look forward to our 
continued partnership and thank you for 
your support.

Announcement: New Company Name – MIMS 

Christina Lau

Oncology trials are predominantly 
early phase, small, single-arm and 
open-label, according to a new 

study. [JAMA Intern Med 2013; doi: 10.1001/
jamaintermed.2013.627]

In the study, US researchers reviewed 
40,970 interventional trials registered on 
ClinicalTrials.gov between October 2007 and 
September 2010. The data generated, now 
publicly available as the Aggregate Analysis 
of ClinicalTrials.gov (AACT) database, 
will hopefully stimulate discussion of the 
present state of oncology research. [http://
tinyurl.com/9wtxmnk] 

During the study period, oncology trials 
accounted for 21.8 percent (n=8,942) of all 
trials, constituting the single largest clinical 
discipline. 

Compared with trials in other special-
ties, oncology trials were significantly more 
likely to be open-label (87.8 vs 47.3 percent), 
single-arm (62.3 vs 23.8 percent), and 
nonrandomized (63.9 vs 22.7 percent). 

“Although open-label, single-arm, non 
randomized trials that rely on historical 
controls are appropriate for some cancer 
types and settings, it is difficult to argue 
that they should be the norm,” the authors 
pointed out.

Oncology trials were also  significantly 
smaller than trials in other specialties 
(median accrual, 51 vs 72 patients), and 
more commonly had phase I and/or II 

components (83 vs 51.6 percent).
The researchers found moderate but 

significant correlation between the number 
of trials conducted by cancer type and the 
associated incidence and mortality. 

Of all oncology trials, 14.8 percent were 
funded primarily by industry, 15.3 percent 
by government, and 42.9 percent by other 
funders such as academic institutions, 
cooperative groups and foundations. 

Although government-funded trials 
were anticipated to be more likely blinded, 
larger and of a later phase, the data actually 

showed a lack of variation in trial design by 
funding source. The proportion of blinded 
trials for studies funded by industry, govern-
ment and other funders was 10.8 percent, 
13.2 percent and 13.8 percent, respectively. 
The percentages of single-arm trials (62.2, 
61.1 and 66 percent), trials expected to enroll 
>100 patients (25, 29 and 26.9 percent), and 
phase III and IV trials (14.9, 20 and 11.5 
percent) showed a similar pattern.

Furthermore, 34.9 percent of trials were 
conducted solely outside North America. 
Nearly 18 percent were conducted in Asia. 

Oncology trials come under 
scrutiny
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