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Introduction
Surgical cytoreduction is the cornerstone in the treatment of

ovarian cancer. In addition to directly eliminating tumor bur-
den, it has indirect contributions to chemotherapy by means
of improving drug delivery, increasing the growth fraction
(rate of tumor cells in the proliferative phase), reducing and
reversing drug resistance, and improving immunologic, in-
testinal, and metabolic functions. Ovarian cancer is the pro-
totype of tumors in which maximal/optimal cytoreduction is
one of the major and most powerful determinations of sur-
vival [1-8]. In a meta-analysis, Bristow et al. reported that
each 10% of increasing in optimal cytoreduction rate resulted
in two months of prolonging in overall survival (OVS) (22.7
months vs. 33.9 months) [8]. With these perspectives, in the
last two decades, for achieving optimal cytoreduction,  sig-
nificant changes took place in surgical paradigm of ovarian
cancer treatment by shifting from conservative surgical tech-
niques to more complex, comprehensive, and ultra-radical
procedures. Chi et al. from MSKCC reported about two-fold
increased optimal cytoreduction rates (46% vs 80%) and 11
months median OVS advantage by means of performing ex-

tensive upper abdominal and pelvic surgical procedures in
years 2001-2004 compared to 1996-1999 [9].

En-bloc pelvic resection, which is also known as “Hudson’s
pelvic deperitonealization procedure”, “modified posterior
exenteration”, “reverse hysterocolposigmoidectomy” or “rad-
ical oophorectomy”, is an old technique first described by
Hudson in 1968 for eliminating gross pelvic disease in locally
advanced ovarian cancer. This technique, of which majority
similar to radical hysterectomy, removes entire pelvic tumor
together with adjunctive structures including internal geni-
talia, rectosigmoid colon, “cul de sac” of Douglas, and blad-
der peritoneum by using retroperitoneal and retrograde
approach. It is usually considered that it allows safe, prompt,
and bloodless tumor removal with the assistance of using “cul
de sac” as a pseudo-capsule. In Hudson’s series, between
1965 and 1972, a total of 25 cases were treated with this
method. There were only one (4%) intraoperative and five
(20%) disease-related deaths. At the end of study period, 17
patients (68%) were alive and disease-free. In light of these
results, the authors concluded that only time will show
whether or not this procedure has a salvage effect, but it is
clear that the results are not worse than those removing the
tumor partially with cutting the tumor tissue [10, 11]. Revised manuscript accepted for publication June 24, 2013
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During second half of last century and 2000s, many stud-
ies have focused on the technical details, feasibility, morbid-
ity, and long-term (survival) effect of this procedure in
patients with advanced ovarian cancer [12-30]. In the present
study, the authors aimed to report their experiences in en bloc
pelvic resection with concomitant rectosigmoid colectomy
and immediate (primary) anastomosis as a part of primary cy-
toreductive surgery for patients with advanced ovarian cancer.

Materials and Methods
The authors retrospectively reviewed medical charts of a

total of 426 patients who underwent cytoreductive surgery
for FIGO Stage IIB-IV epithelial ovarian cancer at Ege Gy-
necology & Obstetrics Training and Research Hospital and
Erzincan University School of Medicine between 2003 and
2013; for identifying en bloc pelvic resection cases. Patients
who had borderline ovarian tumor, neoadjuvant chemother-
apy, prior radiation therapy, prior hysterectomy, Hartmann’s
procedure, and en bloc pelvic resection for secondary or ter-
tiary cytoreduction were excluded. A total of 22 patients who
had been performed en bloc resection and primary anasto-
mosis performed for upfront surgery consisted of final ma-
terial of the study. Surgical and pathologic reports of these
cases were re-reviewed for disease-related, surgical, postop-
erative factors, and long-term results.

The patients received liquid diet one day prior to surgery
and mechanical bowel preparation (MBP) was not used ex-
cept in two patients. No antibiotic bowel preparation was
used. For infection prophylaxis, a combination of cefuroxime
axetil 0.75 gr iv and metronidazole  0.5 gr iv one hour before
surgery was administered, and this regimen was continued to
use during postoperative five days in case of a gross colonic
contamination was present. All patients also received low mo-

lecular weight heparin enoksaparin 400 anti-Xa/0.4 ml  1x1
or 2x1 sc for the prevention of venous thrombosis for three to
15 days following surgery depending on their thrombosis risk
categories. The patients were encouraged for early mobiliza-
tion at first day of surgery if not contraindicated and early oral
intake was also started as soon as possible when bowel move-
ment returned. 

All surgical operations were carried out by experienced
surgeons in the fields of general or gynecological oncologic
surgery. After midline vertical incision, firstly the authors
evaluated the resectability of disease especially located at
upper abdomen and small bowel and its mesentery. Surgical
effort was first directed to the resection of upper abdominal
disease and if an optimal resection in this area had been
achieved, pelvic procedure was then begun. Optimal cytore-
duction was accepted as ≤ one cm maximum residual tumor
size in accordance with Gynecologic Oncology Group
(GOG) definition [6]. En bloc pelvic resection retrieving en
bloc specimen of uterus, ovaries, rectosigmoid, cul de sac of
Douglas, and anterior pelvic and bladder peritoneum was
planned in only cases of pan pelvic disease with en bloc
pelvic viscera involvement (Figure 1). In all cases the pro-
cedure was performed as described by McCartney and Hud-
son [12] and all en bloc resections were of type II radical
oophorectomy (Figure 2) according to Bristow et al.’s clas-
sification [13]. During the preparation of rectosigmoid colon
for resection, in all cases except two, inferior mesenteric ar-
tery (IMA) was preserved with low ligation of left colic ar-
tery branch. Colorectal/ileorectal anastomoses were carried
out in hand-sewn manner using 3/0 silk and single layer clo-
sure. Because of routine omentectomy, an omental J flap
could not have been used for additional support to anasto-
moses. After controlling anastomosis patency with both fin-

Figure 1. — Pan pelvic disease due to locally advanced ovarian
cancer obliterating Douglas. PP = pelvic peritoneum; Ut = uterus;
OvT = ovarian tumor mass; RS = recto-sigmoid colon.

Figure 2. — En bloc (type II radical oophorectomy) specimen in-
cluding all pelvic tumoral tissues with adnexae, uterus, recto-sig-
moid colon, antero-lateral and Douglas peritoneum, and (in this
sample) small bowel segments. Ut = uterus; RS = recto-sigmoid
colon; R-Ad = right adnex; L-Ad = left adnex; SB = small bowel.
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ger examination and bubble test, a pelvic drain was placed
into Douglas and abdomen was closed. 

Data evaluation was carried out using SPSS 10.0. De-
scriptive statistics, Kaplan-Meier survival curves and Log
Rank (Mantel-Cox) test were used for statistical analyses.

Results
1. Patients and Disease Characteristics

Median age was 58.8 years with the range of 35-69. There
was no any patients with history of previous intestinal sur-
gery, inflammatory bowel disease, and immunosuppressive
or corticosteroid medication. Median pre-operative serum
albumin value was 3.8 gr/dl and median pre-operative Hb
level was 12.6 gr/dl. FIGO stage distribution of the patients

was; one (4.5%) IIB, three (13.7%) IIC, three (13.7%) IIIA,
six (27.3%) IIIB, and nine (40.9%) IIIC. The most common
histological type (17/22: 77.3%) was serous. Ascites were
observed in 12 cases (54.5%). Demographic, preoperative,
and disease-related characteristics are summarized in Table
1.

2. Surgical Results
Median duration of surgery was 244 minutes (range: 135-

420) and median estimated blood loss (EBL) was 800 ml
(range: 200-2400). Five patients (22.7%) required blood
(packed red blood cell-PRBC) transfusion and mean unit of
PRBC transfused was 1.6 (range 0-7). Median peritoneal
cancer index (PCI) was 8 (range 5-22). Optimal cytoreduc-
tion was achieved in 18 (81.8%) of whom 13 (59.1%) had no
macroscopic residual disease (complete cytoreduction). In
eight patients (36.4%), at least one upper abdominal surgical
procedure other than omentectomy was performed.

Table 1. — Pre-treatment and disease-related characteristics of
the patients (n = 22).
Variable No. of patients (%)
Median age (range) 58.8 yrs (35-69)
Median BMI (range) 25.3 kg/m2 (21-30)
Median albumin (range) 3.8 gr/dl (3.4-4.2)
Median Hb (range) 12.6 gr/dl (12.1-13.9)
Co-morbidity

Hypertension 7 (31.8%)
Congestive Heart Failure 2 (9.0%)
Diabetes 2 (9.0%)
Hypothyroidism 1 (4.5%)

ECOG performance*
0 9 (40.9%)
1 9 (40.9%)
2 4 (18.2%)

ASA class **
1 7 (31.8%)
2 11 (50.0%)
3 4 (18.2%)

Tumor histology
Serous 17 (77.3%)
Endometrioid 2 (9.0%)
Clear cell 2 (9.0%)
Mucinous 1 (4.5%)

Grade
1 1 (4.5%)
2 6 (27.3%)
3 15 (68.2%)

FIGO stage***
IIB 1 (4.5%)
IIC 3 (13.7%)
IIIA 3 (13.7%)
IIIB 6 (27.3%)
IIIC 7 (31.8%)
IVA 2 (9.0%)

Ascites
None 10 (45.5%)
Present < 1000 ml 5 (22.7%)
Present ≥ 1000 ml 7 (31.8%)

* Eastern Cooperative Oncology Group (ECOG)
** American Society of Anesthesiologists Classification of Physical Status (ASA)
*** International Federation of Gynecology and Obstetrics (FIGO)

Table 2. — Surgery-related factors and operative details 
Variable No. of patients (%)
Median operation time (range) 244 min (135-420)
Mean EBL (range) 800 ml (200-2400)
Mean RBC transfusion (range) 1.6 units (0-7)
Median PCI (range) 8 (5-22)
Cytoreduction type

Optimal, complete 13 (59.1%)
Optimal, ≤ 1cm macroscopic residual disease 5 (22.7%)
Suboptimal 4 (18.2%)

Retroperitoneal lymph node dissection
Yes 13 (59.1%)
No 9 (40.9%)

Resected upper abdominal organs other than omentum
Diaphragm (stripping/resection) 3 (13.7%)
Liver (metastatectomy) 2 (9.0%)
Spleen & distal pancreas 1 (4.5%)
Gallbladder (with porta hepatis tumor) 1 (4.5%)
Stomach (partial) 1 (4.5%)
Transverse colon (as a part of total colectomy) 2 (9.9%)

Intraoperative complications 
Cardiac arrhythmia 1 (4.5%)
Hemorrhage 2 (9.0%)
Bladder injury 1 (4.5%)
Small bowel injury 1 (4.5%)

Type of anastomosis
Colo-rectal 20 (91.0%)
Ileo-rectal 2 (9.0%)

Anastomosis distance from anal verge
≥ 7 cm 10 (45.5%)
< 7 cm 12 (54.5%)

Multiple (small bowel) anastomosis
Yes 2 (9.0%)
No 20 (91.0%)

Histological confirmation of rectosigmoid involvement
Serosa/subserosa 3 (13.7%)
Muscle 17 (77.3%)
Mucosa 2 (9.0%) 

En-bloc pelvic resection with concomitant rectosigmoid colectomy and immediate anastomosis as part of primary cytoreductive etc.
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Retroperitoneal lymph node dissection (RPLND) was per-
formed in all patients (n = 13) who underwent a complete
cytoreduction for their intra-peritoneal disease. Anastomo-
sis types were colo-rectal in 20 (91.0%) patients and ileo-
rectal in two (9.0%) patients. Two patients (9.0%) had also
small bowel anastomosis in addition to their colo-rectal anas-
tomoses. All colo-rectal or ileo-rectal anastomoses were
below the peritoneal reflection and in 12 patients (54.5%)
anastomosis was within the seven-cm to anal verge. Median
anastomosis distance to anal verge was 7.5 cm with the range
of six and ten cm. In pathologic evaluation, muscular layer
involvement of rectosigmoid with or without mucosal ex-
tension was described in 19 of 22 patients (86.4%). Table 2
shows surgery-related factors and operative details of the pa-
tients.

3. Post-operative Characteristics and Complications
Median length of intensive care unit (ICU) stay was one

day (range: 0-3). Two patients (9%) needed ICU stay of > 48
hours. Median duration of nasogastric suction was 1.6 days
and median time to tolerance of diet was 2.8 days. There
was no perioperative mortality within 30 days of surgery. A
total of nine complications occurred in seven (31.8%) pa-
tients (Table 3). There was no post-operative intraperitoneal
hemorrhage, intestinal fistula, and septicemia. Clinical ap-
parent anastomotic leakage was observed in only one (4.5%)
patient who had a rectosigmoid anastomosis. The patient
presented with fever, leucocytosis, and fistula (a stream of
bowel content from abdominal incision) at seventh day of
surgery. Due to low out-put of fistula (daily out-put was
about 150 ml) and the absence of septicemia findings the
patient was managed conservatively with using board spec-
trum systemic antibiotics, regulating fluid and electrolyte
balance, and administrating parenteral and enteral nutrition
(two gr/kg/d amino acid and 1,500 ckal/day calories) under
close clinical observation. She was discharged at 13th day of
surgery after removing her pelvic drain. Total time to com-
pletely closure of fistula was 30 days. There was no re-la-
parotomy for any complication in this series. Median length
of hospitalization was eight days ranging from six to 13
days. 

4. Follow-up and Long-term Outcomes
All patients received adjuvant chemotherapy in a combi-

nation of paclitaxel (175 mg/m2) and carboplatin (5 AUC)

with ranging from five to nine cycles. All chemotherapies
were begun after third week of surgery and there was no
chemotherapy administration during hospitalization period.
Monthly tumor marker (Ca 125) test and three-month clin-
ical and radiological examinations were performed during
follow-up period. Mean follow-up time was 60 months
(range: six to 120 months). There was no fecal incontinence
or anastomosis stenosis. There were 15 (68.2%) recurrences

Table 3. — Post-operative Complications
Complication No. of patients (%)
Anastomosis leak 1 (4.5%)
Prolonged (≥10 days) ileus 1 (4.5%)
Wound infection 3 (13.6%)
Pneumonia 1 (4.5%)
Urinary tract infection 2 (9.0%)
Deep venous thrombosis 1 (4.5%) 

Figure 3. — Disease-free survival (DFS) according to complete-
ness of cytoreduction of 22 patients who underwent en bloc pelvic
resection and primary anastomosis (complete vs incomplete)

Figure 4. — Overall survival (OVS) according to completeness of
cytoreduction (complete vs incomplete)
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of which 12 (80%) presented in extra-pelvic localizations.
A secondary cytoreductive surgery was performed for eight
of these 15 recurrences (53.3%) and an optimal cytoreduc-
tion was achieved in four (50%) of them. At the end of
study period, 11 patients were alive and disease-free, seven
patients were alive with a recurrence, and four patients died
from disease. Mean disease-free survival (DFS) and over-
all survival (OVS) were estimated as 43.6 and 50.5 months,
respectively. Patients with complete cytoreduction (n = 13)
had a better DFS (52.7 months vs. 30.5 months; p = 0.006)
and OVS (59.3 months vs. 37.8 months; p = 0.003) than
those with having any amount of macroscopic residual dis-
ease (n = 9) (Figures 3 and 4). 

Discussion
Initial treatment of epithelial ovarian cancer is generally

upfront (primary) cytoreductive surgery. In the authors’
clinical practice, especially since 2008, they aim to perform
primary cytoreductive surgery in all patients if the patient
does not meet neoadjuvant chemotherapy use criteria [31]
and her general condition is appropriate for comprehensive
surgical procedures and multi-visceral organ resections.
Despite the lack of prospective data, several studies have
suggested that major determination of long-term survival
in patients with advanced ovarian cancer is whether pri-
mary surgery is optimal regardless of the definition used
for “optimal” [2-9]. Nevertheless, recent reports have noted
the importance of Ro (complete) cytoreduction and sug-
gested the status of “no visible disease” as “optimal” [5, 6,
32]. In the present study, optimal (≤ one cm maximum size
of residual tumor) and complete cytoreductions rates were
about 82% and 59%, respectively. The authors found that,
in accordance with previous two reports [27, 28], patients
underwent en bloc resection with a complete cytoreduction
(vs. incomplete cytoreduction) had significantly better dis-
ease-free and overall survival curves.

It is well known that en bloc resection is clearly effective
in providing complete clearance of pan pelvic disease in
patients with advanced ovarian cancer. It also seems to be
useful to prevent loco-regional (pelvic) recurrence with the
increasing evidence of tendency of recurrences to have
extra-pelvic location in patients who experience any re-
currence after en bloc resection [13, 28]. Bristow et al. per-
formed second-look surgery (14 laparoscopy and one
laparotomy) in patients with radical oophorectomy and
noted that 46.6% rate of persistent disease but no patient
was found to have persistent pelvic disease [13]. Also,
Sainz de la Cuesta et al. reported that 62% of relapses fol-
lowing en bloc resection were found in extra-peritoneal lo-
cations [19]. In the present series, at the end of study
period, 68.2% of the patients developed a recurrence of
which only 20% was in the pelvis. The present findings
support results of previous reports regarding recurrence
pattern after en bloc resection of ovarian cancer. On the
other hand, some reports comparing en bloc resection and

pelvic peritoneal stripping claimed the lack of advantage
of en bloc resection in terms of long-term oncologic re-
sults in case of optimal cytoreduction. In an Italian study,
Gallotta et al. performed recto-sigmoid resection (RR) in
71 patients (38%) and Douglas (pelvic) peritonectomy
(PP) in 116 (62%). In their series, the estimated mean DFS
was 30.7 months (95% CI 24.6-36.8) in the RR arm and vs.
25.9 months in the PP arm (95% CI 33.4-44.2) (p = 0.29).
Similarly, no statistically significant difference was found
in terms of OS (p = 0.12) [30]. Aletti et al., in a study with
209 patients, reported five-year survival rates of 39%,
37%, and 6% for rectosigmoidectomy (RS), stripping of
the peritoneum (SoP), and neither subgroups; respectively
(p = 0.02). When evaluating patients with no macroscopic
residual disease, a survival advantage for patients managed
with RS compared with SoP was observed (five-year over-
all survival, 89% (RS) vs 50% (SoP) (p = 0.04) [22]. 

Intraoperatively, especially in young women with ad-
vanced disease, it can be difficult to decide to perform en
bloc resection because of the possibility of co-existing
non-cancer conditions that involve pelvic viscera together
as in cases of co-existent deeply infiltrating endometrio-
sis and dense inflammatory (fibrous) adhesions. In differ-
ent series, a histopathological discrepancy (co-existing
benign adhesive diseases in surgical specimens) after en
bloc pelvic resection was reported between the rates of
20% and 27% [27, 33]. Also, in a previous study it was re-
ported that true (beyond the serosa/subserosa) rectosig-
moid colon involvement was detected in about 28.3% in
patients who underwent en bloc resection [27]. In the pres-
ent study, a histologically confirmed muscular or deeper
involvement was as high as 86.4%. Three patients (13.7%)
had serosal/subserosal disease alone and there were no
false-positive cases and co-existing benign inflammatory
processes. In the present authors’ opinion, pelvic surgeon
should not hesitate to perform en bloc resection in patients
with advanced ovarian cancer with pelvic disseminated
disease, even in cases of suspicious tumoral invasion of
rectosigmoid because of a general low rates of false-neg-
ative specimen and a high rate of secondary problems
(such as pain and obstruction) owing to co-existing severe
inflammatory pelvic disease if present. 

Looking at the literature of both ovarian and colorectal
cancers, the authors have seen a generally low and ac-
ceptable morbidity rates after anterior and low anterior re-
sections of rectosigmoid colon with concomitant colorectal
anastomosis [13, 18, 20, 21, 27-29, 34]. In Table 4, the au-
thors summarize recent literature on the morbidity of en
bloc resection and primary anastomosis for ovarian can-
cer. An anastomotic leakage, which is the major compli-
cation of the procedure, was reported in between the rate
of 0.8% and 8.7% [13, 18, 20, 21, 27, 28,] with the accor-
dance of the present 4.5% of leakage rate. 

The reported major determinants of anastomotic leak-
age in previous studies were preoperative nutritional sta-

En-bloc pelvic resection with concomitant rectosigmoid colectomy and immediate anastomosis as part of primary cytoreductive etc.
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tus (albumin level < 3.0 gr/dl vs ≥ 3.0 gr/dl) and distance
between anastomosis and anal verge (< 7.0 cm vs ≥ 7.0
cm) [17, 20, 27, 34]. The roles of age, body mass index,
peri-operative hemoglobin level, ascite, peritoneal disease
volume (intra-abdominal tumor burden), diabetes melli-
tus, duration of surgery, estimated blood loss, additional
bowel surgery, pelvic drain use, protective ostomy, tech-
nique of anastomosis (stapled vs hand-sewn), and type of
mesenteric dissection (high ligation of inferior mesenteric
artery-IMA vs left colic branch ligation) are unclear [21,
27, 34]. In the present study, the authors were able to per-
form a tension-free anastomosis without the need for high
ligation of IMA in 20 of the patients (90.9%). They are
generally trying to avoid from any type of protective os-
tomy as much as possible unless there is a history of pelvic
radiation therapy and peritonitis because it cannot reduce
anastomotic complication rates despite of increasing op-
erative time, having high frequency of ostomy-related
early and long-term problems, decreasing quality of life,
and indicating the need a second surgery to closure [14,
21, 28]. Mourton et al. reported that in their series 12 of 70
patients (17%) underwent a protective ileostomy and three
(25%) of them experienced ostomy-related complications;
one short-bowel syndrome requiring early reversal, one
incarceration of the prolapsed loop requiring surgical cor-
rection, and one prolapse corrected electively at the time
of second-look surgery [21]. The effect of preoperative
MBP on anastomotic leak in colorectal surgery is also un-
clear. In a randomized study, Bucher et al. from Switzer-
land studied a total of 153 patients undergoing colorectal
surgery with primary anastomosis and reported that pa-
tients who had bowel preparation of polyethylene glycol
(PEG) had a significantly higher (6%) rate of anastomotic
leakage than those with no preparation (1%) [35]. In a
Cochrane review, it was suggested that there was no sta-
tistically significant difference between the groups of pa-
tients with preparation (27/601=4.4%) and no preparations
(21/609= 3.4%) in terms of anastomotic leakage after col-
orectal surgery [36]. It has been reported that, use of MBP
has decreased among the members of Society of Gyneco-
logic Oncologists of Canada [37]. In this series the authors

performed preoperative MBP in only nine percent of the
patients, which reflects our general attitude about the rou-
tine use of MBP before ovarian cancer surgery as well.
When  the issue of hand-sewn vs stapled anastomosis is
mentioned, it is reported that there is no significant dif-
ference between the hand-sewn and stapler colorectal
anastomoses in terms of anastomotic leakage in patients
with ovarian cancer [20]. Despite that the major advan-
tage of stapler technique is to reduce operative time, the
authors believe that a hand-sewn anastomosis will not pro-
long total operation time significantly in experienced
hands. In the present study, 244 minutes of median oper-
ation time was comparable with or less than the operative
times of large stapler anastomosis series [21, 27, 28, 31].
Clayton et al., in a series with 126 patients, reported that
97.7% of the anastomosis was hand-sewn and complica-
tions directly related to anastomoses occurred in 2.4%
[18]. Additionally, the total cost of stapler assisted ovarian
cancer surgeries using GIA, EEA, or TA staplers can be
high as 1.5 - 2.0 fold when comparing non-stapler assisted
ones in Turkey. Due to these considerations, the authors
tend to use hand-sewn colorectal anastomosis after en bloc
resection of ovarian cancer. In this series, due to the rela-
tively small sample size, the authors were not able to test
the role of several factors on anastomotic leakage. Never-
theless; considering high rate of low level of anastomosis
(54.5%) and none of patients with a protective ileostomy
or colostomy, an anastomotic leakage rate of 4.5% can be
considered to be too ambitious. The authors believe that
meticulous surgical technique allowing a tension-free,
water-tight, and suitable vascularized anastomosis, peri-
operative nutritional and blood product support, and early
out of bed are the crucial factors and the best ways in
avoiding from anastomotic complications regardless of
other surgical, technical, and medical factors.

As a result, definitive conclusion based on the present
findings is not possible because the study has the major
limitation of its retrospective nature and small sample size.
With the evaluation of literature data, however, as a part of
surgical effort for optimal cytoreduction with macroscopic
clearance, en bloc pelvic resection together with re-anas-

Table 4. — Brief review of current literature on morbidity of en bloc pelvic resection for primary cytoreductive surgery in
ovarian cancer (studies only published after 2000). 

Sample Median length Perioperative Total PRBC Anastomotic Re-laparomoty
size (n) of hospitalization mortality complication transfusion leakage (%)

(day) (%) (%) (%) (%)
Clayton R.D. et al. 2002 [18] 129 13 (range 9-72) 3.1% 48.8% 87.6% 0.8% 2.3%
Bristow R.E. et al. 2003 [13] 31 11 (range 4-23) no 48.4% 29% 3.2% 3.2%
Mourton S.M. et al. 2005 [21] 70 10,5 (range 4-36) 1.4% 65.7% 76% 1.7% 7%
Park J.Y. et al. 2006 [27] 46 18 (range 11-79) no 21.7% 71.7% 2.2% 4.3%
Richardson D.L. et al. 2006 [20] 177 NR 2.3% NR NR 8.7% 6.8%
Peiretti M. et al. 2012 [28] 238 10 (range 4-24) no 75.6% 64% 3% 3%
Yildirim Y. et al. (Current study) 22 8 (range 6-13) no 31.8% 22.7% 4.5% No
PRBC = packed red blood cell; NR = not reported
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tomosis seems to be a safe and effective procedure in many
patients with advanced ovarian cancer if required. In fact,
there are no differences between colonic re-anastomosis
and Hartmann’s procedure in aspect of quantity of com-
plications, estimated blood loss, and duration of surgery
in advanced ovarian cancer patients undergoing bowel re-
section for surgical cytoreduction [38]. In spite of slightly
increased general post-operative complication, anastomo-
sis-related morbidity of this procedure is as low as 0.8%.
En bloc resection when needed, the pelvic surgeon should
not only be responsible for adhering to the fundamental
surgical principles, but also personalize surgical technique
and perioperative care according to medical and surgical
conditions of the patient.
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