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Introduction

 Ovarian cancer as a worldwide incidence of 6.1 / 
100,000 representing a total of 238719 new cases per year of 
which 63% will die of their disease[1]. One of the most signifi-
cative features is the diagnosis in advanced stages. Three quar-
ters (77%) of these patients have metastatic disease (regional or 
disseminated) at the time of manifestation[2]. The standard treat-
ment is surgery followed by chemotherapy with platinum and 
taxane[3-4]. Multiple retrospective analysis showed that debulk-
ing surgery acts as an independent factor in survival in ovarian 
cancer, but despite this knowledge, debulking rates vary widely 
between different institutions and published works ranging be-
tween 15 - 85%. Multiple procedures should be performed to 
achieve complete cytoreduction[5-12], one of them is the Modified 
Posterior Exenteration (MPE), (Figure 1) defined as a block re-
section of uterus, adnexa, rectosigmoid and pelvic peritoneum 
above the elevator muscles of anus[13]. The aim of this study is to 
determine the need for this procedure in the context of primary 
and interval cytoreductive surgery in ovarian cancer and report 
its complications.

Material and Methods

 It has been analyzed retrospectively the patients un-
dergoing  primary and interval debulking for ovarian cancer 
between January 2004 and December 2014, at the Service of 
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Gynecology of the German Hospital of Buenos Aires. The study 
included all the patients who underwent modified posterior ex-
enteration during primary or interval surgery in stages IIb, III, 
IV, evaluating frequency and postoperative complications within 
the next 30 days. All the patients were operated exclusively by 
Gynecological Oncologists of the Gynecology Service. The data 
was obtained from computerized record of clinical history of the 
institution.

mailto:rhillia@gmail.com
https://doi.org/10.15436/2380-5595.18.1291


Figure 1: Modified Posterior Exenteration. Ultra-low resection Modi-
fied posterior exenteration with pelvic Peritoneum resection.

Results
 It has been analyzed 168 patients diagnosed with ovar-
ian carcinoma with an average age of 60 years (28 - 90). In 128 
cases was performed primary cytoreduction and in 40 inter-
val cytoreductive surgery. MPE was performed in 65 patients 
(38.7%), 44 (34.3%) at  primary surgery and 21 (52.2%) at in-
terval surgery. In the 44 cases of primary surgery 36 were stage 
III-IV and 8 stage IIb (Table1), (Figure 4) Optimal cytoreduction 
(residual tumor less than 1 cm) was achieved in 61 patients (93.8 
%) and complete cytoreduction (no large disease)  in 49 (75 %) 
patients. As part of the debulking procedure all patients also un-
derwent multiorgan resections to achieve it. In all the patients 
mechanical bowel preparation with hyperosmotic saline laxative 
was indicated. During and after surgery prophylaxis with low 
molecular weight heparin was performed.

Table 1: 
Surgery Modified Posterior 

Exenteration (%)
Total

Primary Debulking (IIb, III-IV) 44 (34,3%) 128
Interval Debulking 21 (52%) 40
Total 65 (38,7%) 168

Figure 2: MPE after neoadyuvant chemotherapy, MPE after neoadyu-
vant chemotherapy.

 In all cases end-to-end anasthomosys with mechanical 
circular stapler was performed. Only in 2 cases (3%) a defunc-
tioning loop ileostomy was indicated to protect  a very low (less 
than 6 cm from the anal margin) colorectal resection. We per-
formed the closure of the ileostomy after 30 days of the primary 
surgery. One of them required read mission for dehydration due 
to a large enterectomy (short bowel syndrome). No fistulas or 
anastomotic dehiscence occurred. In any patient was necessary 
colostomy. All patients received platinum-based chemotherapy 
and, since 2006, those who had complete or optimal debulking 
during primary surgery received intraperitoneal chemotherapy. 
(Figure 2)

Table 2: 
Features Proportion (%)
Age (years) 60 (28-90)
Ca 125 932 (10-10752)
Procedure time (minutes) 211 (99-690)
Hospital stay (days) 9 (4-31)
Histological type
Seorus 53 (81,5%)
Endometrioid 6 (9,2%)
Clear cells 5 (7,7%)
Mucinous 1 (1,6%)
Tumor Grade
I -
II 7(10,8%)
III 58 (89,2%)
Residual disease
Complete 49 (75,5%)
Optimal 12 (18,4%)
Suboptimal 4 (6,1%)
Upper abdominal surgery required
Si 16 (24,6%)
No 49 (75,4%)

 The most common histological type was serous pap-
illary in 53 cases (81.5%), the rest were endometrioid, clear 
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cells and mucinous adenocarcinoma. Other study variables are 
described at table 2. In those patients in which MPE was made 
during primary vs. Interval surgery had higher stay (3 days vs. 
1 day) in intensive care unit during the postoperative due to a 
higher surgical effort to achieve complete cytoreduction. Among 
the postoperative complications we observed a 20 % associated 
specifically to the MPE (prolonged ileus, feeling of incomplete 
evacuation, rectal incontinence, bleeding, bladder dysfunction 
and retroanastomosis abscess) and 20% associated to a common 
pelvic surgery (infections, thromboembolism and/or other car-
diopulmonary events). Two patients died at the postoperative 
period, both of them having been subjected to multi-organ re-
sections (table 3), (Figure 5, 6, 7, 8)

Table 3:
Complications Proportion

Especifically related 
to MPE

Prolongued ileus 4 (6,1%)
Tenesmus / incomplete 
evacuation sensation

4 (6,1%)

Hemorrhage (anemia) 2 (3%)
Retro anastomosis abscess 1 (1,5%)
Partial rectal incontinence 1 (1,5%)
Bladder dysfunction 1 (1,5%)

Common to an any 
pelvic surgery 

Abdominal Wall infections 8 (12,3%)
Deep venous thrombosis 2 (3%)
Lung thromboembolism 1 (1,5%)
Death 2 (3%)

Figure 3: MPE in hysterectomized patient, MPE in hysterectomized 
patient.
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Figure 4: MPE in stage IIb and MPE in extensive rectal disease.

Figure 5: MPE and left hemicolectomy Defunctioning loop ileostomy 
in an ultra-low resection.



Figure 6: Upper view of vagina and distal rectum after MPE Circular 
mechanical stapler coming up from anus.

Figure 7: Rectum resection with curve cutter stapler Rectum resection 
with linear stapler.

Figure 8:  End to end anastomosis with circular stapler End to end 
anastomosis with linear stapler.

Discussion

 Cytoreductive surgery was proposed in 1935 by 
Meigs[14]  arguing that the improvement of postoperative effect 
of radiotherapy was directly related with the amount of tumor 
mass removed. In 1968 Munnell reports that the maximum 
surgical efforts influenced survival[15] while in 1975 Griffiths 
showed, in 102 patients with ovarian carcinoma stage II - III, an 
inverse relationship between residual tumor mass and survival, 
being this worse if the residual tumor size was greater than 1.5 
cm[16]. 
 In 1992 - 1994 Hoskins in two trials of the GOG, 52 
and 97, compare adjuvant chemotherapy with cisplatin and cy-
clophosphamide in patients with stage III and less than 1 cm 
residual disease (GOG 52) or greater than 1 cm (GOG 97) after 
primary debulking. Survival was superior in patients without 
visible disease compared with those with lower and higher than 
2 cm residual tumor. Also, benefit in survival was found if less 
than 2 cm residual disease were compared with those larger than 
2 cm (3.7). At present the best results in terms of survival are 
achieved in those patients where cytoreduction is complete as-
sociated to adjuvant intraperitoneal chemotherapy[12].  It’s well 
known that to achieve complete cytoreduction several surgical 
procedures must be performed, one of them is the block rec-
tosigmoid anterior resection with uterus and pelvic peritoneum 
above the elevator muscle of anus. (Figure 3)
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 In 1950 Appebly highlights the need to remove the ad-
jacent organs that were closely attached to prostate cancer[17]. 
Huddson and Chair in 1973 called “radical oophorectomy “to 
the retroperitoneal approach for block resection in ovarian can-
cer[18]. Years after, in 1984, Berek reported the need for anterior 
resection of the rectosigmoid with an end to end anastomosis to 
facilitate remotion of gynecologic malignancies. In this trial 72 
patients underwent radical surgery; 48.6% had ovarian cancer 
and colostomy with posterior end to end anastomosis were re-
quired in 25% of these[19]. In 1989, Sonnendecker publishes the 
results of rectosigmoid resection in 20 patients without protec-
tive colostomy resulting in no wound dehiscence and only one 
rectovaginal fistula[20]. Einsenkop in 1991 published the block 
resection of rectosigmoid with uterus, pelvic peritoneum or not, 
over the elevator muscles of anus promoting the modified poste-
rior exenteration  denomination. Subsequently published several 
experiences reflecting the frequency, safety, efficacy and the low 
rate of complications of the procedure[21-29]. 
 Revaux in 2012 compared morbidity and survival of 
the modified posterior exenteration during primary surgery or 
interval, showing a survival improvement when MPE was per-
formed during the first surgery (49.4 vs 27.1 months) with no 
differences in digestive complications or no digestive[30]. Chang 
and Bristow recently published surgical details for block resec-
tion rectosigmoid, pelvic peritoneum, uterus and adnexa[31]. One 
of the most important features of the posterior exenteration in 
ovarian cancer, unlike the cervix cancer, is that it is performed 
on non irradiated tissues, which may explain the low rate of 
complications and the feasibility of the procedure.

Conclusion

 In our Institution, the MPE was performed as part of 
debulking surgery for ovarian carcinoma in 38.7% of the pa-
tients included in the study. This procedure allowed a 93.8% 
of optimal or complete cytoreduction with a low rate (20%) of 
complications associated with MPE, suggesting that it should 
not be an impediment for achieving cytoreduction but a routine 
procedure.
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