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Appendix 2

Online Survey

1. First & Last name:

Needed for authorship in the manuscript only. The answers are 
completely confidential and the identity of the participants 
will remain anonymous.

2. Correspondence email address:

3. Which age group are you in?

{{ ≤ 30

{{ 31 - 40

{{ 41 - 50

{{ 51 - 60

{{ 61 - 70

{{ >70

4. What is your gender?

{{ Male

{{ Female

{{ Prefer not to say

5. What is your profession?

{{ Surgeon

{{ Medical oncologist

{{ Radiation oncologist

{{ Nurse

6. �As a surgeon, have you undergone any 
specialized training or fellowship program 
specifically in Pelvic Exenteration surgery?

{{ Yes

{{ No

{{ N/A

7. �How many years have you been treating 
patients with locally advanced or recurrent 
rectal cancer?

{{ <5 years

{{ 5-10 years

{{ 10-20 years

{{ >20 years

{{ N/A

8. �Does your institution host a specialized,  
multi-disciplinary team or tumor board 
meeting?

{{ Yes

{{ No

{{ N/A

9. �Could you specify the optimal composition  
of an advanced pelvic cancer multidisciplinary 
team? 
You may select multiple options as necessary. 
MDT lead/chair (such as colorectal, gynaecological or 

urological consultant)

{{ Colorectal surgeon

{{ Gynaecological surgeon

{{ Urological surgeon

{{ Medical oncologist

{{ Clinical oncologist

{{ Pathologist

{{ Radiologist

{{ Clinical nurse specialist

{{ N/A

10. �Do you believe that the implementation 
of a standardized system and template for 
reporting outcomes of advanced pelvic 
cancer Multidisciplinary Team (MDT) should 
be considered?

{{ Yes

{{ No

{{ N/A

11. �Could you specify the imaging modalities 
that you consider indispensable for staging 
locally advanced and recurrent rectal cancer 
in your professional practice?  
You may select multiple options as necessary.

{{ CT scan

{{ MRI scan

{{ PET / CT scan

{{ N/A



Pelvic Exenteration for locally advanced rectal cancer (LARC) and locally recurrent rectal cancer (LRRC) in Greece

Hellenic Journal of Surgery 129

12. �What neoadjuvant treatment options 
are applied at your institution, for locally 
advanced rectal cancer? 
You may select multiple options as necessary.

{{ Neoadjuvant chemoradiotherapy – long course

{{ Neoadjuvant chemoradiotherapy – short course

{{ Total Neoadjuvant Treatment

{{ Immunotherapy

{{ None 

{{ N/A

13. �Do you offer neoadjuvant 
chemoradiotherapy for locally recurrent 
rectal cancer, if indicated?

{{ Yes

{{ No

{{ N/A

14. �What other radiotherapy techniques does 
your institution offer? 
You may select multiple options as necessary.

{{ Intraoperative radiotherapy (IORT)

{{ Brachytherapy

{{ Proton beam therapy

{{ Cyberknife

{{ No other radiotherapy techniques are offered

{{ N/A

15. �Do you have a prehabilitation program in 
your institution to enhance the nutritional 
status and preoperative fitness of patients 
undergoing Pelvic Exenterations?

{{ Yes

{{ No

{{ N/A

16. �How many Pelvic Exenteration operations are 
performed at your institution annually?

Field not required

17. Which Pelvic Exenteration outcomes do you 
consider important in your practice? 
You may select multiple options as necessary.

{{ Length of hospital stay

{{ Operative time

{{ Blood loss

{{ Number of blood transfusions required

{{ Length of ICU stay

{{ Return of bowel function

{{ Discharge destination

{{ Permanent stoma rate

{{ Analgesia use

{{ Nutritional status

18. �Which patient-reported outcomes and 
functions do you consider important in your 
practice? 
You may select multiple options as necessary.

{{ Urinary function

{{ Psychological and Emotional functioning

{{ Physical functioning

{{ Colorectal-specific quality of life

{{ Global quality of life

{{ Sexual function

{{ Long term bowel function

{{ Mobility

{{ Social functioning

{{ Role function

{{ Energy / vitality

{{ Lower limb function

{{ Appetite and weight management

{{ Stoma-related problems
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19. �Which survival outcomes do you consider 
important?  
Please rank them from 1 to 5, with 1 being the most 
important.

Overall survival
1
2
3
4
5
N/A

Disease free survival
1
2
3
4
5
N/A

Disease specific survival
1
2
3
4
5
N/A

Survival with disease
1
2
3
4
5
N/A

Local recurrence free survival
1
2
3
4
5
N/A

20. �Which of the listed complications do you 
consider important for the overall survival of 
patients? 
You may select multiple options as necessary.

{{ Perioperative mortality

{{ Postoperative complications

{{ Complication severity

{{ Surgical reintervention

{{ Haemorrhage

{{ Hospital readmission

{{ Late or long-term complications

{{ Unplanned ICU admission

{{ Cause of postoperative mortality

{{ Intraoperative complication rate

21. �What urological reconstructive options  
are available at your institution? 
You may select multiple options as necessary.

{{ Ileal conduit

{{ Continent urinary diversions

{{ Orthotopic neobladders

{{ Double-barreled wet colostomies

{{ Cutaneous ureterostomy

{{ Nephrostomy

{{ None

{{ N/A

22. �What plastic reconstructive options are 
available at your institution?  
You may select multiple options as necessary.

{{ Abdominal— vertical or oblique rectus abdominis 

myocutaneous/muscle flap

{{ Deep inferior epigastric perforator (DIEP) flap

{{ Gluteal region— myocutaneous or fasciocutane-

ous VY-plasty

{{ Inferior gluteal artery perforator flap

{{ Upper thigh—anterolateral thigh with or without 

vastus lateralis flap

{{ Gracilis flap

{{ Gluteal fold/perineal— internal pudendal artery 

perforator or perineal turnover

{{ Perforator flap

{{ Omentum

{{ Mesh

{{ None

{{ N/A
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23. �What are the most common wound 
complications following Pelvic Exenterations 
in your practice? 
You may select multiple options as necessary.

{{ Perineal wound dehiscence

{{ Perineal flap loss or dehiscence

{{ Abdominal wall hernia

{{ Perineal hernia

{{ N/A

24. �What are the most common gastrointestinal 
complications following Pelvic Exenterations 
in your practice? 
You may select multiple options as necessary.

{{ Anastomotic leak

{{ Postoperative ileus

{{ Bowel obstruction

{{ Gastrointestinal tract injury or perforation

{{ N/A

25. �What are the most common urinary 
complications following Pelvic Exenterations 
in your practice? 
You may select multiple options as necessary.

{{ Anastomotic leak

{{ Ureteric stricture

{{ Urinary tract infection

{{ N/A

26. �What are the most common vascular 
complications following Pelvic Exenterations 
in your practice? 
You may select multiple options as necessary.

{{ Venous thromboembolism

{{ Limb ischaemia

{{ Lower limb compartment syndrome

{{ N/A

27. �Do you believe it would be more beneficial 
for the anesthetist conducting a Pelvic 
Exenteration case to personally undertake 
the pre-assessment of patients involved?

Strongly agree

{{ Agree

{{ Not sure

{{ Disagree

{{ Strongly disagree

28. �Should a Cardiopulmonary Exercise 
Testing (CPET) be part of the preoperative 
assessment of all patients undergoing Pelvic 
Exenteration?

Strongly agree

{{ Agree

{{ Not sure

{{ Disagree

{{ Strongly disagree

29.�Should CPET be unavailable, what are 
the other essential components in 
the preoperative assessment of Pelvic 
Exenteration patients? 
You may select multiple options as necessary.

{{ Cardiology opinion

{{ Resting echocardiography

{{ Imaging stress testing

{{ Imaging stress testing for patients with more 

than two clinical risk factors and poor functional 

capacity <4 METs

{{ N/A

30. Which blood transfusion products do you 
consider indispensable prior to commencing 
every Pelvic Exenteration case? 
You may select multiple options as necessary.

{{ Less than 4 units of packed cells

{{ 4 units of packed cells

{{ More than 4 units of packed cells

{{ 1 unit of pooled platelets

{{ 1L of fresh frozen plasma units

{{ N/A

31. �What is your opinion regarding the use of IV 
Tranexamic acid intraoperatively?

{{ Routinely use of 500mg Tranexamic acid IV, at 

induction of anaesthesia or before the surgical 

incision

{{ Routinely use of 1g Tranexamic acid IV at induc-

tion of anaesthesia or before the surgical incision

{{ Tranexamic acid 500mg IV intraoperatively, if 

required

{{ Tranexamic acid 1g IV intraoperatively, if required

{{ IV Tranexamic acid should never be used

{{ N/A
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32. �In your practice, is it common for patients 
undergoing Pelvic Exenteration to 
necessitate the transfusion of more than two 
units of Packed red blood cells (pRBCs)

{{ Yes

{{ No

{{ N/A

33. �What specialized equipment is imperative 
to be ensured, in order to minimise the need 
for anaesthesiologists to briefly vacate the 
operating theatre, during Pelvic Exenteration 
procedures? 
You may select multiple options as necessary. 
Arterial Blood Gas machine

{{ Thromboelastography (TEG) / clotting tests

{{ Rapid infusors

{{ N/A

34. �Is Thromboelastography (TEG) monitoring 
useful to guide the administration of 
clotting products during Pelvic Exenteration 
procedures?

{{ Yes

{{ No

{{ N/A

35. �Is it imperative to maintain a readily 
accessible supply of both blood products 
and reconstituted blood products, allowing 
for immediate administration upon request 
from an anaesthetist, thereby eliminating any 
potential time delays?

{{ Yes

{{ No

{{ N/A

36. �Should it be considered standard practice to 
admit all Pelvic Exenteration patients on the 
night before surgery for intravenous fluid 
adjustment and optimisation?

{{ Yes

{{ No

{{ N/A

37. �What is your current practice on 
Thromboembolic prophylaxis in Pelvic 
Exenteration cases? 
You may select multiple options as necessary.

{{ Thromboembolic deterrent (TED) stockings

{{ Intermittent Pneumatic Compression Devices

{{ LMWH preoperatively if patient is admitted more 

than 24 hours from surgery

{{ LMWH postoperatively

{{ N/A

38. �What is your preferred agent for venous 
thromboembolism prophylaxis?

{{ Enoxaparin (Clexane)

{{ Tinzaparin (Innohep)

{{ Bemiparin (Ivor)

{{ Fondaparinux (Arixtra)

{{ Unfractionated Heparin

{{ N/A

39. �What type of operating table and mattress do 
you use for Pelvic Exenteration cases?

Field not required

40. �What strategies do you utilize to prevent 
pressure ulcer formation during Pelvic 
Exenteration procedures?  
You may select multiple options as necessary.

{{ Removal of patient’s gown and other sheets in 

order to have the skin in direct contact with the 

mattress

{{ Careful pressure point protection padding, par-

ticularly at the sacrum

{{ N/A

41. �What strategies do you utilize to prevent leg 
compartment syndrome and position- related 
neuropathies of the lower extremities during 
Pelvic Exenteration procedures? 
You may select multiple options as necessary.

{{ Careful vigilance on leg positioning

{{ Frequent leg and knee repositioning (i.e. every 

two hours)

{{ Limiting hip and knee flexion/ abduction

{{ N/A
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42. �Is it mandatory to employ a specialized 
anaesthesia team, comprised of either nurses 
or Operating Department Practitioners 
(ODPs) who possess specific training for 
collaboration with the anesthetist on Pelvic 
Exenteration cases?

{{ Yes

{{ No

{{ N/A

43. �Is Total Intravenous Anaesthesia (TIVA) 
suitable for Pelvic Exenteration cases?

{{ Yes

{{ No

{{ N/A

44. �Would it be wise to engage the assistance 
of an additional anaesthetic consultant or 
trainee if the anticipated duration of a case is 
expected to exceed 12 hours?

{{ Anaesthetic trainee

{{ Anaesthetic consultant

{{ Both required

{{ Not required (trainee/consultant)

{{ N/A

45. �Should all Pelvic Exenteration patients 
receive epidural anaesthesia provided there 
are no contraindications??

{{ Yes

{{ No

{{ N/A

46. �Is it advisable to utilize tunneled epidural 
catheters in order to deliver prolonged 
analgesia (up to 10 days) while minimizing 
catheter-associated complications?

{{ Yes

{{ No

{{ N/A

47. �What is your preferred analgesic regime for 
managing postoperative pain, following 
Pelvic Exenteration procedures? 
You may select multiple options as necessary.

{{ Epidural anaesthesia

{{ IV opiates

{{ Paracetamol

{{ NSAIDs

{{ N/A

48. �Should Pelvic Exenteration cases comply  
with a careful postoperative pain 
management protocol that ensures 
continuous efficacy of regional anaesthesia, 
with qualified practitioners who can 
implement modifications in epidural pain 
control as needed?

{{ Yes

{{ No

{{ N/A

49. �Do you think Pelvic Exenteration cases may 
undergo a large systemic inflammatory 
reaction (SIRS) which may result in 
instability? Is it possible that cases of Pelvic 
Exenteration might undergo a significant 
systemic inflammatory reaction syndrome 
(SIRS), potentially leading to hemodynamic 
instability?

{{ Yes

{{ No

{{ N/A

50. �Is it possible to predict the severity of the 
Systemic Inflammatory Response Syndrome 
(SIRS) based on initial preassessment 
workup?

{{ Yes

{{ No

{{ N/A

51. �Should patients affected by SIRS, go to the 
ICU, ventilated and sedated, until the SIRS 
has improved?

{{ Yes

{{ No

{{ N/A
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52. �Would you agree that, at the bare minimum, 
the final pathology report ought to 
incorporate all core elements as provided by 
the International Collaboration on Cancer 
Reporting?

{{ Yes

{{ No

{{ N/A

53. �Do you implement a separate follow-up /
surveillance protocol on patients undergoing 
Pelvic Exenterations?

{{ Yes

{{ No

{{ N/A

54. �Do you employ a validated classification 
system to describe the operative approach in 
extended and Pelvic Exenteration surgery for 
rectal cancer (Pelvic Exenteration Lexicon)?

{{ Yes

{{ No

{{ N/A

55. Additional comments

Field not required


