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DISCLOSURE
• Any resemblance to any real anaesthetists, 

living or dead, is purely coincidental



IT’S NOT ALWAYS LIKE THIS



WHAT’S GOING THROUGH YOUR MIND?



WHAT’S GOING THROUGH MY MIND?



OR SOMETIMES…IN SOMEONE ELSE’S THEATRE



HOW DID WE GET HERE?

• Specialised training

• High volume centres

• Better outcomes

• Better Survival



GYNAECOLOGICAL CANCER REGIONS OF AOTEAROA



GYNAECOLOGICAL CANCER REGIONS OF AOTEAROA:
3 CENTRE MODEL 2013
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TEAM TE TOKA TUMAI



GYN ONC MDM

• 2 MDM Coordinators

• 3 Medical Oncologists

• 2 Radiation Oncologists

• 4 Gynae Oncologists

• 4 Gynae Pathologists

• 4 Gynae Radiologists

• 2 Gyn Onc CNS

• 1 Med Onc CNS

• 8 Unit Lead Gynaecologists

• 8 Local CNS



GYNAECOLOGICAL ONCOLOGY CARE PATHWAY

Patient consults GP

GP assesses patient

First specialist 

appointment gynae

Acute condition

Admit under appropriate 

specialty service

High suspicion of 

gynae cancer or 

diagnosis

First specialist 

appointment gynae 

oncology

Patient attends for 

routine screening smear

Manage as per NCSP 

standards

Urgent referral to 

gynae department

Triage 

Refer to care 

coordinator/ nurse 

specialistPrimary treatment        

Gynae
Gynae 

onc

Med 

onc

Rad 

onc
Other

Review at MDM

Post treatment MDM 

review (if indicated)

Adjuvant or other 

treatment

Remission
Persistent or 

recurrent disease

Follow up 

plan 
Further treatment 

discussion

Progressive 

disease (if no 

further active 

treatment)

Advanced 

care plan

Palliative 

care

Non-urgent 

(not high 

suspicion) 

referral to 

gynae 

department

Non gynae specialist 

assessment of gynae 

High suspicion of 

gynae cancer or 

diagnosis

Further 

investigations 

First specialist 

appointment 

oncology (non 

gynae)

Malignancy diagnosed 

or suspected 

ROLE OF GYN ONC

• Coordinate regional referrals

• Host MDM

• Coordinate documentation

• Surgical services

• Regional vulval clinic

• Regional tertiary colposcopy

• CGO training centre

• Academic centre



Midland DHBs

Auckland Metro 
DHBs

ADHB GG

WDHB 
GG

CMH GG

Northland 
GG

Tairawhiti 
GG

Waikato 
GG

BoP GG

Lakes GG

ADHB Specialist Gynae-
Oncology MDM 

Waikato Medical 
Oncology

Waikato Radiation 
Oncology

Outreach to 
Tairawhiti 1*month

BoP Medical 
Oncology

BoP Radiation 
Oncology

Lakes Medical 
Oncology

Northland Medical 
Oncology

ADHB Medical 
Oncology

ADHB Radiation 
Oncology

GG = General 
Gynaecology

ADHB Specialist 
Gynae Oncology 

Service
FSA referral 

Receive referrals
 from 8 DHBs

Patients may receive treatment at domicile DHB 
if not referred onto ADHB specialist gynae-

oncology services

ADHB Specialist Oncology Services – relationship with other DHBs

ADHB Surgical 
Oncology

Treatment of some early stage tumours 
performed in general gynaecology services

MDM



SURGICAL PATHWAY

Referral by 
Thursday 

12pm

MDM Wed 
Live local 

team

Clinic 
Thursday

Surgeon 
Anaesthetist 

CNS

Surgery in 
2-3 weeks

Managed 
with pain 

team

CNS phone 
call Day 7

MDM 2 
weeks later

Post op 
phone or 

F2F

Local 
Med/Rad 

Onc referral

Local or 
central 

follow up

LEVEL 9 THEATRE WARD 97



TIME TO CLINIC AND SURGERY



Cervix Ovary Endometrial Other Total

Projected 

North/Mid 

cancers 2021

109 178 252 81 620

New MDM 

referrals 2022

90 423 374
(all grade/stage)

218 1105

Total MDM

referrals 2022 

125 538 481 273 1417

Gyn Onc

surgery 2022

50 218 124 
(high grade/stage)

103 495

PREDICTING THE FUTURE: WHAT ACTUALLY HAPPENED…



INCREASING AGING POPULATION





INCREASING THEATRE TIME



INCREASING COMPLEXITY



Lauby-Secretan, IARC report,  NEJM, 2016

CANCER RISK AND OBESITY



ENDOMETRIAL CANCER IN AOTEAROA NZ



ENDOMETRIAL CANCER





PART OF THE HEALTH EQUITY PROBLEM



ENDOMETRIAL CANCER IN WĀHINE UNDER 45

S Naiqiso,  A Aarts,  A Tan LJ Eva IGCS Kyoto 2018





ANOTHER DAY AT THE OFFICE



OBESITY OPEN SURGERY: MORE KIT, MORE TIME…..



CUSTOM MADE KIT



MORE COMPLICATIONS?





Complications associated with increasing BMI and open surgery

Mainly Wound infections and VTE

Uncomplicated MIS cheaper than open

Complications are more expensive with higher BMI and open surgery



ENDOMETRIAL CANCER, LAPAROSCOPIC SURGERY AND OBESITY

• Move to TLH as default

• Home next morning

• 2019 Formal protocol with anaesthesia

• 2020 Move to sentinel nodes

• 2022 75% TLH (BMI 20 – 82)



ENTRY DIFFICULTIES



GETTING THAT VIEW…..



ASSOCIATED WITH OBESITY..

• Increased post operative complications

• Decreased overall but not disease specific survival

• Increased costs, particularly if complications

• Increased use of resources

• More complications and costs in open surgery than MIS

• Surgeon and anaesthetist pain

• Robotics may save my back… but we don’t have one 



ICG injection to cervix

Infrared laparoscopy

Less morbidity

Less operating time

CHANGE IN PRACTICE



CHANGING PRACTICE 2018 2020



SURGICAL CHANGES IN PAST DECADE

• More MIS… except for cervix

• Sentinel nodes for vulval and endometrial cancer

• More radical surgery for ovarian cancer

• More reconstructive surgery for vulval cancer

• More recurrence and exenterative procedures



21ST CENTURY GYN ONC…GOING BEYOND THE PELVIS



TUBO-OVARIAN CANCER: THE PAST 20 YEARS

Median survival increases by 5.5%

for every 10% increase in cytoreduction



RECURRENT OVARIAN CANCER



OVARIAN CANCER

Non specific symptoms

Late presentation: Stage 3 or 4

2022

65 early staged 

75 advanced operations

12 recurrent operations

30% stage 3/4 never get to surgery



ADVANCED 
OVARIAN 
CANCER



SURGICAL STRATEGY ADVANCED OVARIAN CANCER

PRIMARY 
DEBULKING 

SURGERY

6 CYCLES 
ADJUVANT 

CHEMOTHERAPY

NEOADJUVANT 
CHEMOTHERAPY 

3 CYCLES

INTERVAL 
DEBULKING 

SURGERY

NEOADJUVANT 
CHEMOTHERAPY 

3 CYCLES



CYTOREDUCTION

1996-99 2001-4

Optimal 

cytoreduction

50% 80%

Median OS 

(months)

43 58

P=0.004

Surgical Aim:  R0 

No visible disease



CHANGING OUR PRACTICE: RADICAL CYTOREDUCTION



INCREASING THEATRE TIME



CAN WE PREDICT HOW LONG IT WILL TAKE?



PREDICTION BY IMAGING OF BOWEL RESECTIONS 

P Walker, H Moore, L Eva IGCS 2018



TE TOKA TUMAI CYTOREDUCTION RATES

XX



COMPLICATIONS



EVOLUTION OF VULVAL CANCER SURGERY 

Basset 
1912 

• Vulvectomy
combined 
with groin 
dissection

Taussig
1940 

• En bloc, 
later 
modified to 
3 incisions

Way 
1948 

• En bloc 
butterfly 
incision, 
groin and 
pelvic node 
dissection

Hacker 
1981

• Triple 
incision 
modified 
radical 
vulvectomy
BLGND

• Unilateral 
GND with 
lateralised 
tumour

Van der 
Zee 2008

• Radical local 
excision 
with sentinel 
node



SENTINEL NODE BIOPSY



VULVAL CANCER AND RECONSTRUCTION



VULVAL CANCER AND RECONSTRUCTION



PRIMARY CLOSURE AND LEFT RHOMBOID FLAP



ANOVULVECTOMY – DISTANT FLAPS





VULVAL 
CANCER

▪ Introduction

▪ Risk Factors

▪ Sub-types

▪ Presentation

▪ Diagnosis

▪ Staging

▪ Management

▪ Surgical options

▪ Lymph Node Assessment

▪ Post-operative 
management

▪ Recurrent Vulval Cancer

▪ Advanced Vulval Cancer

▪ Radiation/Chemotherapy 

▪ Living with Vulval Cancer

▪ Palliative Care

▪ Case study

CNS Roz Ali

CNS Claudia Main

Dr Lois Eva



AND WHEN WE ARE NOT IN THEATRE…



GYN ONC IS A TEAM SPORT…GYN ONC IS A TEAM SPORT…AND CONTINUES TO EVOLVE



FORTUNATELY SO IS 
ANAESTHESIA. . .

THANK YOU
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