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See the article "Posterior pelvic exenteration for ovarian cancer: surgical and oncological 
outcomes" in volume 33, number 3, e31.

In this month’s edition of the Journal of Gynecologic Oncology, Houvenaeghel et al. [1] 
retrospectively examined surgical morbidity and mortality associated with cytoreductive 
surgery that incorporated a posterior pelvic exenteration (PPE) for the treatment of ovarian 
cancer, and also identified predictors of improved survival in this setting.

The need to perform a rectosigmoid resection at the time of debulking surgery for ovarian 
cancer is common given that the distal colon is often involved either by direct expansion 
or tumor implantation. By including a PPE during debulking surgery, Houvenaeghel et 
al. [1] achieved a complete gross resection (CGR) rate of 82%. In their study, the overall 
complication rate was 30%, the grade 3 complication rate was 10%, and there were no 
grade 4 or 5 complications. In comparison, others have reported grade >3 complication 
rates of 15% and 18.8% at the time of primary debulking surgery (PDS) for ovarian cancer 
[2,3]. Surgical advances for the assessment of rectosigmoid anastomosis—the air leak test, 
staplers, and more recently, near-infrared imaging for perfusion assessment—will likely 
further improve complication rates associated with PPEs. Although the authors report an 
acceptable rate of serious adverse events, the high rate of protective ileostomy and colostomy 
(60.9%) is striking, especially considering the decision to perform a diverting ileostomy is 
highly subjective and multiple other studies have reported rates of only 3%–13% [4,5].

Houvenaeghel et al. [1] have added to a growing body of literature that has shown survival 
after cytoreductive surgery involving rectosigmoid resection correlates with maximum 
diameter of residual disease [5,6]. They report that among patients who had undergone 
surgery during their initial treatment course, excluding recurrences, the 5-year overall 
survival (OS) rate was 77.8% and the median OS was 75.31 months among patients who 
achieved a CGR compared with 0% and 24.13 months, respectively, for those left with 
residual disease (p=0.001). Peiretti et al. [5] reported similar findings in patients who had 
undergone rectosigmoid colectomy at the time of PDS, with a median OS of 72 months for 
those who achieved a CGR and 42 months for those left with residual disease. In line with 
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prior studies, Houvenaeghel et al. [1] identified CGR as an independent prognostic factor 
for improved survival, reporting a worse OS (hazard ratio [HR]=4.3; 95% confidence interval 
[CI]=1.59–11.69) and disease-free survival (DFS) (HR=3.74; 95% CI=1.72–8.15) for patients left 
with residual disease (p=0.004 and 0.001, respectively). There was no significant difference 
in complication rates between those who did and did not achieve a CGR.

Furthermore, Houvenaeghel and colleagues [1] reported that PDS compared with interval 
debulking surgery (IDS) was not associated with a significant difference in survival after 
adjusting for various co-variates, including CGR status, with a DFS HR of 0.980 (95% 
CI=0.040–2.379; p=0.964). When analyzing only cases in which a CGR was achieved, 
however, DFS favored PDS over IDS (HR=3.493; 95% CI=1.219–10.01; p=0.020). These 
findings contradict those of the first randomized trial looking at neoadjuvant chemotherapy 
for the treatment of advanced ovarian cancer (EORTC 55971), which demonstrated no 
difference in OS between PDS and IDS [7]. The main criticism of the trial is the extremely low 
rate of CGR in the PDS cohort compared with IDS cohort (19% vs. 51%, respectively). Two 
subsequent randomized clinical trials—CHORUS and JCOG 0602—reported similar findings 
[8,9] Houvenaeghel’s findings strongly support the low rate of CGR as a plausible explanation 
for the lack of survival advantage with PDS reported in these trials. One leading scientific 
explanation for this phenomenon is that PDS with CGR eliminates the vast majority of tumor 
cells, which reduces the quantity of cells prone to chemoresistant mutation [10].

With advances in perioperative care and surgical technique, morbidity from cytoreductive 
surgery that incorporates a PPE has reached acceptable levels and continues to improve. In 
parallel, a growing body of literature continues to show that if a CGR can be achieved safely, 
then PDS is preferable to neoadjuvant chemotherapy followed by IDS. The key may lie in 
appropriate patient selection. Fagotti et al. [11] described laparoscopic assessment as a tool 
to triage women for PDS, which when implemented by others resulted in an 88% CGR rate 
[12] Suidan et al. [13] published an updated version of their resectability scoring system 
based on preoperative clinical and radiological variables, where a score of > 6 was associated 
with an 87% chance of achieving a CGR at resection.

We congratulate the authors for their contribution to this pivotal growing body of literature. 
The findings of Houvenaeghel et al. [1] confirm the safety and efficacy of cytoreductive surgery 
for the treatment of ovarian cancer, preferably in the upfront setting if a CGR is attainable. The 
continuous refinement of the patient selection process can hopefully maximize the number of 
patients who can safely achieve a CGR while optimizing survival and minimizing morbidity.
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