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Safety and Feasibility of Transdiaphragmatic Cardiophrenic
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Abstract: [ Objective ] To investigate the safety and feasibility of transdiaphragmatic cardiophrenic
lymph node(CPLNSs) resection for advanced epithelial ovarian cancer(EOC). [Methods ] From Jan-
uary 2017 to December 2019, 28 patients with advanced primary epithelial ovarian cancer under-
went transdiaphragmatic cardiophrenic lymph node resection at the Cancer Hospital of the Univer-
sity of Chinese Academy of Sciences(Zhejiang Cancer Hospital). The clinical, pathological, surgi-
cal data and complications were analyzed. [Results] All patients achieved optimal tumor reduc-
tion, and 15 patients(53.6%) achieved no gross residual. The accuracy of preoperative imaging
diagnosis was 93.1%. Patients underwent diaphragm peritonectomy/full-thickness resection at the
same time. Three patients(10.7%) had a pleural drainage tube placed during the operation, and 22
patients(78.6%) had moderate to large pleural effusions after the operation, which were cured after
transthoracic drainage, and the median extubation time was 3 days. There were no other major
complications such as pneumothorax, pneumonia and pleurisy in this study. [Conclusion] The
cardiophrenic lymph node resection through the diaphragmatic approach is feasible and safe for
patients with advanced epithelial ovarian cancer. It is recommended to place thoracic drainage
tube during operation to reduce the rate of thoracic puncture tube after operation.

Subject words: epithelial ovarian cancer; primary debulking surgery; transdiaphragmatic cardio-
phrenic lymph node resection; complication
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Figure 1 Intraoperative picture of cardiophrenic
lymph nodes
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Figure 2 Preoperative CT scan of cardiophrenic lymph nodes
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Notes : A :right side;B:left side

Figure 3 Preoperative PET-CT scan of cardiophrenic lymph nodes ‘
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Table 1 Clinicopathological characteristics of the patient

Feature N Percent
ECOG score

0 16 57.1

1 12 429
Preoperative staging

Irc 6 214

VB 22 78.6
Histological type

Serous 27 96.3

Mixed 1 3.7
Histologic grade

Poorly-differentiated 28 100
Preoperative pleural fluid

None 17 60.7

Small 10 35.7

Medium-large 1 3.6
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Table 2 Information related to surgery

Feature N  Percent
Ascites(mL)
<500 6 21.4
=500 22 78.6
Other surgical operations
Diaphragm peritonectomy/full-thickness resection 28 100
Splenectomy 11 39.3
Pancreatic tail resection 1 3.6
Partial liver resection 9 32.1
Stomach repair 2 7.1
Partial colon resection 4 14.3
Partial rectal sigmoid colon resection 15 53.6
Enterostomy 6 21.4
Partial bladder resection and repair 17 60.7
Ureteral stent placement/planting/repair 3 10.7
Pelvic lymph node resection 3 10.7
Para-aortic lymph node resection 4 14.3
Pelvic and para-aortic lymph node resection 19 67.9
Intraoperative placement of chest tube
Yes 3 10.7
No 25 89.3
Residual disease(mm)
0 15 53.6
1~10 13 46.4
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