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Abstract

Background:  Pressurized IntraPeritoneal  Aerosol
Chemotherapy (PIPAC) represents a novel approach to
intraperitoneal chemotherapy. Hereby results, obtained
with PIPAC in patients with advanced peritoneal metastasis
(PM) from colorectal cancer (CRC), are presented.
Methods: Data from CRC patients (n = 24) included in the
prospective PIPAC-OPC1 and PIPAC-OPC2 trials are
reported. Oxaliplatin 92mg/m? was administered at 4-6-
week intervals. A CE certified nebulizer was used to
aerosolize the chemotherapeutics. Outcome criteria were
objective tumor response, survival and adverse events.
Results: Retrospective analysis of 74 PIPAC procedures
carried out in 24 consecutive patients with PM from CRC
included from October 2015 to February 2019. Five patients
had still the primary tumor in situ, and 22 patients had
received palliative systemic chemotherapy. Nineteen
patients completed more than two PIPAC procedures, and
objective tumor response according to the histological
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Peritoneal Regression Grading Score (PRGS) was observed
in 67% of the patients, while 21% had stable disease. Four
patients (21%) had complete response (mean PRGS =1 and
negative cytology). We recorded a median survival of 37.6
(range 7.3-48.9) months from the time of PM diagnosis,
whereas it was 20.5 (range 0.13-34.7) months following
the first PIPAC session. Minor postoperative complications
were noted, and few were considered causally related to the
PIPAC treatment. However, two cases of severe postopera-
tive complications were recorded (urosepsis and iatrogenic
bowel perforation).

Conclusions: PIPAC with low-dose oxaliplatin can induce
objective tumor regression in selected patients with
advanced PM from colorectal cancer.

Keywords: colon cancer, complications, intraperitoneal
chemotherapy, peritoneal metastasis, Pressurized
IntraPeritoneal Aerosol Chemotherapy (PIPAC), rectum
cancer

Introduction

Cancer of the colon and rectum is one of the most com-
mon cancer diseases worldwide and remains the second
most common cause of cancer death in Western countries
[1]. Metastatic disease is the leading cause of mortality in
colorectal cancer (CRC) patients, and peritoneal metasta-
sis (PM) is the second most common site of recurrence,
accounting for 25-35% [2, 3]. Traditionally, patients with
PM have a very poor prognosis and a short life expect-
ancy due to limited treatment options and poor perform-
ance status [4]. During the last decades, significant
changes have been introduced in the management of
CRC patients with PM, which include cytoreductive sur-
gery (CRS) and hyperthermic intraperitoneal chemother-
apy (HIPEC) added to systemic chemotherapy. Five-year
overall survival rates have improved significantly when
CRS plus HIPEC is offered in selected patients [5, 6]. For
patients with non-resectable CRC-PM, palliative systemic
chemotherapy is the primary treatment strategy, but the
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median survival is short [7, 8]. A significant therapeutic
obstacle is raised by the fact that systemic chemotherapy
is less effective against PM, mainly due to pharmacoki-
netic limitations to reach the PM, combined with poor
peritoneal vascularization. Pressurized IntraPeritoneal
Aerosol Chemotherapy (PIPAC) is a novel, safe and fea-
sible technique delivering cytotoxic drugs into the
abdominal cavity as an aerosol under pressure [9, 10].
PIPAC-directed treatment may provide an objective tumor
response in a large subset of patients with PM and can
often be administered as an outpatient procedure [9, 11].
However, specific data on the effect of PIPAC-directed
treatment in CRC-PM, based on an objective and vali-
dated model for response evaluation, are still lacking.
With this study, we present the results of PIPAC in a
consecutive cohort of patients having PIPAC for PM from
CRC. The main outcome was to evaluate the objective
tumor response based on repeated peritoneal biopsies
according to the Peritoneal Regression Grading Score
(PRGS) [12, 13]. Secondary outcomes included median
overall survival after the diagnosis and after the first
PIPAC-directed treatment, ascites formation, peritoneal
lavage cytology and treatment related adverse reactions.

Patients and methods

Data from patients with CRC-PM included in the prospective PIPAC-
OPC1 and PIPAC-OPC2 trials are reported. The PIPAC-OPCI1 trial has
been completed and published [9] whereas the PIPAC-OPC2 trial is
ongoing [14]. CRC-PM was documented through radiology, histol-
ogy or cytology, patients were discussed at a dedicated Multi-
Disciplinary Tumor conference (MDT), and no patients were eligi-
ble for CRS and HIPEC according to national guidelines. Patients
with a maximum of one extraperitoneal metastasis were included
and females had to be post-menopausal. Patients were older than
18 years with an Eastern Cooperative Oncology Group performance
status of less than 2. The exclusion criteria of the study were as
follows: gastrointestinal tract obstruction, a history of allergic
reactions to oxaliplatin, renal impairment (GFR <40 mL/min), myo-
cardial insufficiency (NYHA class>2), impaired liver function
(bilirubin > 1.5 upper normal limit) or inadequate haematological
function (ANC<1.5 x 10° /L or plates <100 x 10° /L).

PIPAC

PIPAC-directed treatment with oxaliplatin 92 mg/m? in 150 mL dex-
trose was performed in the setting of a diagnostic laparoscopy, as
described in detail previously [15, 16]. Patients were scheduled for
three PIPAC procedures at intervals of four to six weeks (six to
seven weeks if combined with systemic chemotherapy as bidirec-
tional treatment).
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For safe open access to the abdominal cavity, all procedures
were preceded by percutaneous ultrasound performed by the sur-
geon and the patients received prophylactic antibiotics. The extent
of PM was evaluated according to Sugarbaker’s Peritoneal Cancer
Index (PCI) [5], ascites or peritoneal lavage fluid was evacuated
and peritoneal biopsies from each affected quadrant of the
abdominal cavity were obtained. The biopsy sites were marked
by metal clips allowing repeated biopsies from the same site
during the following PIPAC procedures. A CE certified nebulizer
(CapnoPen®, Capnomed, Villingendorf, Germany) was used to
aerosolize the chemotherapeutics at a flow rate of 0.7 mL/s and a
maximum pressure of 300 PSI. Due to a protocol amendment in
the PIPAC-OPC2 trial, 13 of the patients were treated by standard
PIPAC-directed treatment (30 minutes of simple diffusion), while
seven of the patients were treated by ePIPAC. At ePIPAC, the same
steps regarding safety and chemotherapy administration were
followed, but after intraperitoneal delivery of chemotherapy, the
Ultravision generator (Ultravision, Alesi Surgical Ltd., UK) was
turned on, and electrostatic precipitation was performed until
the aerosol was cleared completely by visual inspection
Following evacuation of CO, through a closed air waste system,
the patients were closed according to departmental guidelines.
The patients were discharged if pain was adequately relieved
and organ functions were normal. Patients had access to a hotline
telephone number enabling immediate contact to the surgical
department in case of emergencies or unexpected toxicity.
Patients were routinely contacted after 14days by the principal
investigator or a dedicated study nurse.

Thirty days surgical complications were graded according to the
Clavien-Dindo [17] classification and adverse events were graded
according to the CTCAE version 4.0 [18].

A contrast-enhanced multi-slice CT of the thorax and abdomen
was performed after three PIPAC treatments. The PIPAC-directed
treatment was continued for another three courses if the CT did
not show extra-peritoneal disease progression, if the patient had
no unacceptable treatment related adverse reactions and had
responded or stabile disease according to the PRGS.

Evaluation of treatment response

The response to PIPAC-directed treatment was based on the histo-
logical assessment of repeated peritoneal biopsies and cytological
assessment of ascites/peritoneal lavage fluid retrieved before each
PIPAC procedure.

Each peritoneal biopsy was fixed in formalin and embedded in
paraffin. Three step sections with a distance of 15-50 um between
each section were cut from the paraffin-embedded tissue blocks and
stained with H&E, followed by a section immunostained for EpCAM
and a final series of three step sections stained with H&E. The slides
were analyzed by the gastrointestinal study pathologist who was
involved in the planning and conduction of the project (SDE).
Besides, some cases were examined by another dedicated gastro-
intestinal pathologist. The PRGS was used for evaluation of the
histological regression [12, 13]. A decrease of the mean PRGS during
the course of therapy was considered as response to treatment,
while the mean PRGS remained unchanged in stable disease.
Complete response was defined as PRGS=1 in all biopsies from
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respective abdominal quadrants, and lack of malignant cells at
peritoneal cytology.

Peritoneal lavage was performed at the start of each procedure by
injecting 500 mL saline, if no ascites was present. A total of 150 mL
of ascites or peritoneal lavage fluid was then retrieved and analyzed
for cancer cells by conventional cytology including preparation of
one or two cell blocks for immunocytochemical analyses, if needed.
A five-tied score was used for cytological evaluation: malignant
cells, suspicious cells, atypical cells, no malignant cells, other.
Malignant and suspicious cells were defined as positive cytology.

Follow-up

Patients were followed until death or 01.05.2019 (data processing
date).

Statistics

Values are given as means or medians where appropriate. The
survival analyses used traditional Kaplan—Meier plots. Otherwise
only descriptive statistics have been applied. The statistical software
Stata, version 13 (Stata Corp, Texas, USA) was used for the statistical
analyses.

Ethics

The studies have been conducted according to predefined proto-
cols and the Helsinki declaration. The recommendations developed
by “The Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) Initiative” have been followed. Oral and
written informed consent was obtained from each patient. The
study protocols were approved by The Regional Committees on
Health Research Ethics for Southern Denmark (Project-ID: S-20140211
and S-20160100), the Danish Medicines Agency (Code number:
2016083464) and the Danish Data Protection Agency (14/52603 and
16/23653) and registered at www.clinicaltrials.gov (ClinicalTrials.gov
identifier: NCT02320448 and NCT03287375) and the European Clinical
Trials Database (EudraCT) number 2016-003394-18.

Results

Patients were included from October 2015 to February
2019 and the last PIPAC was completed in April 2019.
During this period 24 patients with PM from CRC were
scheduled for PIPAC therapy whereupon 75 PIPAC
procedures were completed. The preoperative and pro-
cedure related patient characteristics are summarized
in Table 1, but only patients amenable to undergo more
than 1 treatment session were included in the final
analyses.

All patients had colorectal adenocarcinoma, five
patients had mucinous type and one patient had signet
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Table 1: Baseline demographic data.

Number of patients 24
Number of procedures 75
Age: years, median (range) 64 (40-80)
Performance status
0 7 (29%)
1 14 (58%)
2 3 (13%)
Gender
M/F 13/11
Chemotherapy
Neoadjuvant® 4 (17%)
Adjuvant® 10 (42%)
Palliative© 22 (91%)
Bidirectional treatment? 3 (12.5%)
PCl score (median, range)
PCl when > 11 regions evaluated (n=16) 14.8 (1-30)
PCl when<11 regions evaluated (n=8) 2.6 (1-8)
PCl total 10.7 (1-30)
Ascites
Yes (%) 7 (29%)

Median, range (mL) 50 (10-2700)

2Four patients received neoadjuvant chemotherapy prior to primary col-
orectal cancer surgery. ®Ten patients received adjuvant chemotherapy
after primary colorectal cancer surgery. “Two patients did not want to
receive systemic chemotherapy. “Tree patients received bidirectional
treatment (PIPAC and systemic palliative chemotherapy).

ring cell carcinoma. Nineteen patients had undergone
primary resection previously, while the remaining five
patients had their tumor in situ when PM was diag-
nosed. Twenty-two patients had received palliative sys-
temic chemotherapy prior to the PIPAC-directed
treatment, and three of these patients received bidirec-
tional palliative chemotherapy during the entire PIPAC
treatment period. Fourteen patients had ended first-line
chemotherapy treatment, six patients the second-line
and two patients the third-line before enrolling the
course of PIPAC treatment.

A total number of 75 PIPAC procedures were given
(13 e-PIPAC, 62 PIPAC) with a median operating time of
90 minutes (range 44-155) and 71 minutes (range 52-110)
for PIPAC and e-PIPAC, respectively. No intraoperative
complications were recorded.

Nineteen patients completed two PIPAC procedures
and 15 patients completed three PIPAC procedures (per
protocol group). Seven patients had more than three
procedures and one had seven treatments. The details
behind the withdrawals are given in Figure 1.

As a response to the first PIPAC procedure, histological
regression was seen in thirteen patients out of those 19 who
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Included CRC-PM patients (pt)
scheduled to

1. PIPAC treatment

n=24npt
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Exclusionn =5
Patient wishn=3
Extraperitoneal progressionn =1
Death (not related to PIPAC) n =1

2. PIPAC treatment

n =19 pt
Exclusionn=4
Patient wishn=2
—> Progression in performance status

(ECOG>2)n=1
Bowl obstruction n =1

3. PIPAC treatment
n=15pt

Figure 1: Flow chart of the included patients.

Table 2: Peritoneal Regression Grading Score (PRGS 1-4), at
baseline (i.e. before PIPAC 1) compared to the situation immediately
before the third PIPAC procedure (n =15).

Patient PIPAC 1 PRGS PIPAC3 PRGS Histological
no. (highest/mean) (highest/mean) response®
1 4/2.0 1/1.0 +
2 2/2.0 2/1.5 +
3 1/1.0 1/1.0 +
4 2/1.5 2/1.5 +
5 2/2.0 1/1.0 + (CR)
6 2/1.75 2/1.25 +
7 3/2.0 2/1.67 +
8 2/1.0 1/1.0 +
9 3/3.0 1/1.0 + (CR)
10 3/2.0 3/2.0 +
11 2/1.25 1/1.0 + (CR)
12 2/1.33 1/1.0 + (CR)
13 2/1.5 4/2.5 -
14 1/1.0 1/1.0 +
15 2/2.0 2/1.25 +

?+, regression; —, progression; +, stable disease according to PRGS;
CR, complete response (PRGS 1+ non-malign cytology).

completed 2 sessions (68%), with the corresponding inten-
tion to treat (ITT n=24) figures being 54%, while four
patients (21%, ITT 17%) had stable disease. After the second

PIPAC session histological regression was noted in ten
patients (67%, ITT 42%) and four (27%, ITT 17%) had stable
disease (Table 2). Figure 2 shows histological images of all
quadrant biopsies taken from patient number 1.

Four patients (21%) had complete response (mean
PRGS =1 and negative cytology) as illustrated in Figure 2.

Seven patients (21%) had ascites at the time of
the first PIPAC procedure which was reduced to four
patients at the end of the third session. The amount of
ascites was reduced from the first PIPAC (median 50 mL,
range 10-2700mL) to the last PIPAC (median 40mL,
range 20—200 mL).

Among the 15 patients who completed all 3 PIPAC
procedures had the peritoneal lavage fluid analyzed for
malignant cells and five of these (33%) converted from
positive to negative cytology, while two patients (13%)
converted from negative to positive cytology.

We recorded a median survival of 37.6 (range 7.3-
48.9) months from the time of PM diagnosis (Figure 3A),
whereas it was 20.5 (range 0.1-34.7) months following
the start of the first PIPAC session (Figure 3B).

Median follow-up was 28.6months and thirteen
patients were alive at the end of the follow-up period.
None of these patients fulfilled the national guidelines for
CRS/HIPEC.
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LL
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Figure 2: Histological images of peritoneal quadrant biopsies taken prior to PIPAC treatment 1, 2 and 3 for patient with complete

response according to PRGS.

First row (1): At PIPAC 1, it was only possible to obtain one quadrant biopsy from the upper right quadrant (UR), showing mucinous adenocarci-
noma without any signs of regression (PRGS score 4). Second row (2): At PIPAC 2, a tiny focus of adenocarcinoma was present (asterix) in the
biopsy from the UR, while the quadrant biopsies from the lower right (LR) and lower left (LL) quadrants only showed regression without
malignancy (highest PRGS score 2, average PRGS score 1.33). Third row (3): At PIPAC 3, the quadrant biopsies from UR, LR and LL all were without
malignancy. Instead, regressive features were present (average PRGS score 1).
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Figure 3: Kaplan—Meier survival plots in colorectal cancer patients with peritoneal metastasis subjected to PIPAC treatment.
Survival from diagnosis of PM (A) and from the first PIPAC procedure (B).

All postoperative adverse events/reactions were recorded.
Most of the reactions were scored as mild to moderate
adverse events. We observed minor reversible neuropa-
thy, urinary retention, nausea and pain, which probably
could be related to the PIPAC-directed treatment. One
case of severe adverse event occurred in the form of
urosepsis from urinary retention due the PIPAC treatment
and a life-threatening adverse event was caused by an
iatrogenic perforation of the jejunum which required
reoperation with primary suture on the first postoperative
day.

Discussion

Restricted amount of data is available on the value of
adding intraperitoneal chemotherapy in advanced PM
from CRC. In this setting the present results are of interest
showing a significant number of patients responding
objectively to repeated PIPAC treatment with oxaliplatin
in a dose of 92mg/m? per session. These results were
obtained in chemotherapy-resistant CRC peritoneal meta-
stases. Nineteen patients completed two PIPAC procedures
and 15 patients completed three PIPAC procedures. Seven
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patients had more than three procedures and one had
seven treatments.

In the phase of critical evaluation of this new tech-
nology means to obtain a valid objective response is
critical. We found at total PCI score of 10.7 (range 1-
30) at the index PIPAC procedure. The PCI score is
valuable to describe the study population at the index
PIPAC procedure, but the PCI score is a suboptimal tool
for evaluation of the response to PIPAC, as the PCI
cannot differ between macroscopic progression and
treatment induced fibrosis. Secondly, several areas may
not be accessible for scoring (Table 1). This is particu-
larly so when the only approach to the abdominal cavity
is through the laparoscope. Ongoing and future research
has to clarify the most optimal evaluation strategy.
Currently, the response evaluation strategy was based
on repeated histological biopsies for PRGS assessment
and peritoneal lavage cytology. Hereby we found that
histological regression (decline in PRGS score) was seen
in thirteen patients (68%) while four (21%) had stable
disease after the first PIPAC procedure. After the second
PIPAC session histological regression was noted in ten
patients (67%) and four (27%) had stable disease.
Noteworthy is that in such a demanding clinical situa-
tion we obtained complete response (mean PRGS =1 and
negative cytology) in four patients (21%) all of whom
were alive after a median follow-up of 28.6 months. A
significant proportion of lavage positive patients con-
verted to become non-malignant, an observation which
mandates additional studies applying more advanced
technologies to document its clinical relevance [19].
Another aspect, with alleged relevance for the palliative
management of these advanced CRC patients, was
reflected by our observation that PIPAC substantially
reduced ascites formation. Similar observations have
been made when using PIPAC-directed therapy in PM
for other diseases [20]. When we followed all our 24
patients, we recorded a median survival of 37.6 (range
10.2-47.0) months from the time of PM diagnosis,
whereas it was 20.5 (range 0.13-34.7) months following
the start of the first PIPAC session. These figures have to
be put into perspective knowing that the prognosis for
patients with CRC, combined with advanced PM, is poor
with a reported median survival of only 5months (95%
CI 3-7months) with best supportive care [7, 21].
Moreover, the present cohort of patients can, with regard
to the extent and severity of disease burden, best be
compared to those exposed to aborted CRS/HIPEC pro-
cedures. The primary reason behind aborted CRS is wide-
spread abdominal disease, why one can expect those
patients to suffer a rapidly progressive and lethal clinical
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course [22]. In the series by Rodt et al., the median
survival in corresponding situations was 12.7 months,
whereas others have reported that only about half of
the patients who underwent aborted CRS procedures
went on to receive palliative chemotherapy associated
with a survival of only 8 months [23]. The Dutch group
likewise observed that similar patients fared a dismal
prognosis with a median survival of 11.2months in
these situations even for patients treated with palliative
chemotherapy compared to only 2.7months for those
with best supportive care alone [21]. Accordingly, the
present survival figures are encouraging and adopt well
to the hitherto limited data available on PIPAC treatment
in advanced CRC clinical stages [10]. These results,
observed in a selected group of very advanced primary
and recurrent CRC, add further evidence to suggest that
PIPAC meets the clinical need for new and better thera-
pies urgently requested in patients with such a severe
cancer disease. Corresponding data justify prospective
comparative clinical studies of PIPAC as a palliative
therapy in CRC PM patients, who are not candidates for
CRS =+ HIPEC. The future prospects for HIPEC in CRC-PM
patients can, however, be challenged based on results
recently presented from large clinical randomized trials
[24, 25]. Therefore, attention will eventually move
towards alternative tools to administer intraperitoneal
chemotherapy. The feasibility and safety of PIPAC have
now reached the status when it can be more widely used
in clinical practice although preferably within the frame-
work of research protocols [9, 15, 26]. PIPAC also needs
to be evaluated as an alternative to HIPEC as an adjunct
to CRS and as an adjuvant therapeutic concept in high
risk CRC patients submitted to a curative resection.
Ongoing and future trials have to clarify the role of this
therapeutic concept in these settings [27]. Current and
future challenges for PIPAC has recently been surveyed
[28, 29].

The dose of oxaliplatin currently applied during PIPAC
was determined arbitrarily and copied the drug concentra-
tion in the aerosol as practiced in the HIPEC perfusate [30].
Determination of the optimal dose via a dose-finding study
is currently under way. In terms of side effects only pain
scores increased slightly, although frequent this negative
effect was transitory. Transient abdominal pain might be
explained by the chemical peritonitis induced by PIPAC
with oxaliplatin. This observation may be of particular
clinical relevance since the control of this pain may be
critical for the completion of these sessions in an outpatient
setting [11]. Some of the patients experienced reversible
urinary retention, properly due to pain and the chemical
peritonitis induced by PIPAC. Classical side-effects of
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systemic chemotherapy such as mucositis, nausea/ vomit-
ing, diarrhea, paresthesia, cutaneous symptoms and alope-
cia were not reported by the patients.

Conclusions

PIPAC with oxaliplatin can induce objective tumor regres-
sion in the majority of selected patients with advanced
PM from CRC offering survival prospects that are encour-
aging but need to be further explored.

Research funding: None declared.

Author contributions: All authors have accepted respon-
sibility for the entire content of this manuscript and
approved its submission.

Competing interests: Authors state no conflict of interest.
Informed consent: Informed consent was obtained from
all individuals included in this study.

Ethical approval: The studies have been conducted accord-
ing to predefined protocols and the Helsinki declaration.
The recommendations developed by “The Strengthening
the Reporting of Observational Studies in Epidemiology
(STROBE) Initiative” have been followed. Oral and written
informed consent was obtained from each patient. The study
protocols were approved by The Regional Committees on
Health Research Ethics for Southern Denmark (Project-ID:
S-20140211 and S-20160100), the Danish Medicines Agency
(Code number: 2016083464) and the Danish Data Protection
Agency (14/52603 and 16/23653) and registered at www.clin
icaltrials.gov (ClinicalTrials.gov identifier: NCT02320448 and
NCT03287375) and the European Clinical Trials Database
(EudraCT) number 2016-003394-18.

References

1. van de Velde CJ, Boelens PG, Borras JM, Coebergh JW, Cervantes
A, Blomgvist L, et al. EURECCA colorectal: multidisciplinary
management: European consensus conference colon & rectum.
Eur ) Cancer 2014;50:1 e- e34.

2. Brodsky JT, Cohen AM. Peritoneal seeding following potentially
curative resection of colonic carcinoma: implications for adjuvant
therapy. Dis Colon Rectum 1991;34:723-7.

3. Elferink MA, de Jong KP, Klaase JM, Siemerink EJ, de Wilt JH.
Metachronous metastases from colorectal cancer: a population-
based study in North-East Netherlands. Int ) Colorectal Dis
2015;30:205-12.

4. Sadeghi B, Arvieux C, Glehen O, Beaujard AC, Rivoire M, Baulieux
J, et al. Peritoneal carcinomatosis from non-gynecologic malig-
nancies: results of the EVOCAPE 1 multicentric prospective study.
Cancer 2000;88:358-63.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

Ellebak etal.: PIPAC in colorectal cancer =—— 7

Sugarbaker PH. Intraperitoneal chemotherapy and cytoreduc-
tive surgery for the prevention and treatment of peritoneal
carcinomatosis and sarcomatosis. Semin Surg Oncol
1998;14:254-61.

. Losa F, Barrios P, Salazar R, Torres-Melero J, Benavides M,

Massuti T, et al. Cytoreductive surgery and intraperitoneal che-
motherapy for treatment of peritoneal carcinomatosis from
colorectal origin. Clin Transl Oncol 2014;16:128-40.

Klaver YL, Lemmens VE, Nienhuijs SW, Luyer MD, de Hingh IH.
Peritoneal carcinomatosis of colorectal origin: Incidence, prognosis
and treatment options. World ) Gastroenterol 2012;18:5489-94.
Franko J, Shi Q, Meyers JP, Maughan TS, Adams RA, Seymour
MT, et al. Prognosis of patients with peritoneal metastatic
colorectal cancer given systemic therapy: an analysis of indi-
vidual patient data from prospective randomised trials from the
Analysis and Research in Cancers of the Digestive System
(ARCAD) database. Lancet Oncol 2016;17:1709-19.

Graversen M, Detlefsen S, Bjerregaard JK, Fristrup CW, Pfeiffer
P, Mortensen MB. Prospective, single-center implementation
and response evaluation of Pressurized IntraPeritoneal Aerosol
Chemotherapy (PIPAC) for peritoneal metastasis. Ther Adv Med
Oncol 2018;10:1758835918777036.

Grass F, Vuagniaux A, Teixeira-Farinha H, Lehmann K, Demartines
N, Hubner M. Systematic review of Pressurized IntraPeritoneal
Aerosol Chemotherapy for the treatment of advanced peritoneal
carcinomatosis. Br ) Surg 2017;104:669-78.

Graversen M, Lundell L, Fristrup C, Pfeiffer P, Mortensen BM.
Pressurized IntraPeritoneal Aerosol Chemotherapy (PIPAC) as
an outpatient procedure. Pleura Peritoneum 2018;3:20180128.
DOI:10.1515/pp-2018-0128. eCollection 2018 Dec 1.

Solass W, Sempoux C, Carr N, Bibeau F, Neureiter D, Jager T,
et al. Reproducibility of the Peritoneal Regression Grading
Score (PRGS) for assessment of response to therapy in perito-
neal metastasis. Histopathology 2019;74:1014-24.
DO0I:10.1111/his.13829. Epub 2019 Apr 14.

Solass W, Sempoux C, Detlefsen S, Carr NJ, Bibeau F. Peritoneal
sampling and histological assessment of therapeutic response
in peritoneal metastasis: proposal of the Peritoneal Regression
Grading Score (PRGS). Pleura Peritoneum 2016;1:99-107.
DO0I:10.1515/pp-2016-0011. Epub 2016 Jun 7.

Graversen M, Detlefsen S, Asmussen J, Mahdi B, Fristrup C,
Pfeiffer P, et al. Treatment of peritoneal carcinomatosis with
Pressurized IntraPeritoneal Aerosol Chemotherapy - PIPAC-
OPC2. Pleura Peritoneum 2018;3:20180108. DOI:10.1515/pp-
2018-0108. eCollection 2018 Jun 1.

Nowacki M, Alyami M, Villeneuve L, Mercier F, Hubner M,
Willaert W, et al. Multicenter comprehensive methodological
and technical analysis of 832 Pressurized IntraPeritoneal
Aerosol Chemotherapy (PIPAC) interventions performed in 349
patients for peritoneal carcinomatosis treatment: An interna-
tional survey study. Eur | Surg Oncol 2018;44:991-6.

Mariano G, Pocard M, Eveno C. PIPAC: 8 key points for a good
practice with video. ) Visc Surg. 2019;156:169-71. DOI:10.1016/
j.jviscsurg.2019.01.006. Epub 2019 Feb 13.

Clavien PA, Strasberg SM. Severity grading of surgical compli-
cations. Ann Surg 2009;250:197-8.

National Institutes of Health NCI. Common Terminology Criteria
for Adverse Events (CTCAE). 2009;4.0.

Graversen M, Fristrup C, Kristensen TK, Larsen TR, Pfeiffer P,
Mortensen MB, et al. Detection of free intraperitoneal tumour cells



8 —— Ellebak etal.: PIPAC in colorectal cancer

20.

21.

22.

23.

24,

in peritoneal lavage fluid from patients with peritoneal metastasis
before and after treatment with pressurised intraperitoneal aero-
sol chemotherapy (PIPAC). J Clin Pathol 2019;72:368-72.

Gockel I, Jansen-Winkeln B, Haase L, Niebisch S, Moulla Y,
Lyros O, et al. Pressurized IntraPeritoneal Aerosol
Chemotherapy (PIPAC) in patients with peritoneal metasta-
sized colorectal, appendiceal and small bowel cancer. Tumori
2020;106:70-8. DOI:10.1177/0300891619868013. Epub 2019
Aug 30.

Lemmens VE, Klaver YL, Verwaal V], Rutten HJ, Coebergh JW, de
Hingh IH. Predictors and survival of synchronous peritoneal
carcinomatosis of colorectal origin: a population-based study.
Int ) Cancer 2011;128:2717-25.

van Oudheusden TR, Braam HJ, Luyer MD, Wiezer MJ, van
Ramshorst B, Nienhuijs SW, et al. Peritoneal cancer patients not
suitable for cytoreductive surgery and HIPEC during explorative
surgery: risk factors, treatment options, and prognosis. Ann Surg
Oncol 2015;22:1236-42.

Rodt AP, Svarrer RO, Iversen LH. Clinical course for patients
with peritoneal carcinomatosis excluded from cytoreductive
surgery and hyperthermic intraperitoneal chemotherapy. World
) Surg Oncol 2013;11:232.

Glehen O, Kwiatkowski F, Sugarbaker PH, Elias D, Levine EA, De
Simone M, et al. Cytoreductive surgery combined with perio-
perative intraperitoneal chemotherapy for the management of
peritoneal carcinomatosis from colorectal cancer: a multi-insti-
tutional study. ] Clin Oncol 2004;22:3284-92.

25.

26.

27.

28.

29.

30.

DE GRUYTER

Quenet F, Elias D, Roca L, Goere D, Ghouti L, Pocard M, et al.
A UNICANCER phase Ill trial of hyperthermic intra-peritoneal
chemotherapy (HIPEC) for colorectal peritoneal

carcinomatosis (PC): PRODIGE 7. J Clin Oncol
2018;36:LBA3503-LBA.

Solass W, Kerb R, Murdter T, Giger-Pabst U, Strumberg D,
Tempfer C, et al. Intraperitoneal chemotherapy of peritoneal
carcinomatosis using pressurized aerosol as an alternative to
liquid solution: first evidence for efficacy. Ann Surg Oncol
2014;21:553-9.

Graversen M, Detlefsen S, Fristrup C, Pfeiffer P, Mortensen MB.
Adjuvant Pressurized IntraPeritoneal Aerosol Chemotherapy
(PIPAC) in resected high-risk colon cancer patients - study pro-
tocol for the PIPAC-OPC3 Trial. A prospective, controlled phase
2 Study. Pleura Peritoneum 2018;3:20180107.

Alyami M, Hiibner M, Grass F, Bakrin N, Villeneuve L, Laplace N,
et al. Pressurised intraperitoneal aerosol chemotherapy:
rationale, evidence, and potential indications. Lancet Oncol
2019;20:e368-e377.

Tate SJ, Torkington J. Pressurized IntraPeritoneal Aerosol
Chemotherapy: a review of the introduction of a new surgical
technology using the IDEAL framework. BJS Open
2020;4:206-15. D0OI:10.1002/bjs5.50257. Epub 2020 Jan 19.
Eveno C, Haidara A, Ali I, Pimpie C, Mirshahi M, Pocard M.
Experimental pharmacokinetics evaluation of chemotherapy
delivery by PIPAC for colon cancer: first evidence for efficacy.
Pleura Peritoneum 2017;2:103-9.



