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viscera, including the distal GI and urinary tract (distal 
colon, rectum, anus, urinary bladder and distal ureter) 
and the internal reproductive organs (uterus, ovaries, fal-
lopian tubes, vagina, prostate, seminal vesicles). Palliative 
PE included more limited resections aimed at alleviating 
cancer-related symptoms. Sacrectomy, if needed, included 
low sacrectomy, below the S2 vertebra, and high subcortical 
sacrectomy (HiSS), which involved resecting the infiltrated 
midportion of the anterior sacral body en bloc with the 
infiltrated structures, leaving the posterior surface and 
lateral edges in situ. Abdominosacral resections focused on 
functional preservation and included a more conservative 
resection of infiltrated pelvic viscera or bony structures. En 
bloc resection of the infiltrated pelvic structures combined 
with either extralevator abdominoperineal excision (ELAP), 
extended lateral pelvic sidewall excision (ELSiE) or high sub-
cortical sacrectomy (HiSS) were included in this category. 

Clinical data were retrieved retrospectively, from the 
institutional database, capturing patient demographics, 
prior treatment interventions, operative documentation, 
final pathology reports and intra- and postoperative 
progress and complications graded according to Clavien- 
Dindo classification. 

Histopathological assessment defined an R0 resection 
as a circumferential resection margin (CRM) greater than 1 
mm. An R1 resection indicated microscopic residual disease, 
characterised by a CRM of 1 mm or less, while an R2 resec-
tion denoted the presence of macroscopic residual disease.

As the study involved only the analysis of anonymised 
records and non-identifiable photographic content, with no 
direct patient interaction, it was exempt from formal ethics 
committee approval per institutional and national regula-
tions. All patients had previously provided written informed 
consent for their procedures after preoperative counseling on 
their diagnosis, surgical plan, risks, and alternatives, ensuring 
voluntary and autonomous participation.  Quantitative data 
are presented as mean and median values and qualitative 
data as absolute numbers or percentages. Software Micro-
soft Excel was utilised for data collection, analysis, and table 
creation. No inferential statistics were performed.

Results

Baseline characteristics

The cohort included 18 patients, mostly males (12 
patients; 66%), with a mean age of 62 (range 40-76). Two 
patients (11%) had recurrent cervical cancer, while 16 pa-
tients had rectal cancer: eight patients (44%) with locally 
advanced rectal carcinoma (LARC) and eight patients (44%) 
with locally recurrent rectal cancer (LRRC), two of whom 
had a second recurrence (Table 1). All patients with LRRC 

had undergone low anterior resection (LAR) and all patients 
with cervical cancer had undergone total hysterectomy. 
One of the patients with secondary recurrence had also 
undergone abdominoperineal resection (APR) after LAR.

Seven patients with LARC and 7 patients with LRRC 
had received total neoadjuvant therapy (TNT), while1 
patient with LARC and microsatellite instability had also 
received immunotherapy. Both patients with recurrent 
cervical cancerhad undergone adjuvant chemoradiation 
and brachytherapy. 

On admission, 17 patients were classified as American 
Society of Anesthesiologists Physical Status (ASA-PS) II 
(94%) and one patient as ASA-PS III, while the mean preop-
erative serum albumin was 3.9 mg/dl (range 2.8-4.6 mg/dl).

Operative details

Of all patients, eight (44%) underwent total pelvic ex-
enteration (TPE) with or without sacrecttomy (8 patients; 
44% and 6 patients; 33%, respectively). One patient un-
derwent palliative pelvic exenteration, and three patients 
(17%) underwent abdominosacral resection, combined 
with high subcortial sacrectomy (HiSS) (1 patient), HiSS 
with extended lateral pelvic sidewall excision (ELSiE) (1 
patient), or extralevator APR (A patient) (Table 2).

Table 1. Type of cancer distribution  and the respective per-
centages in our cohort.

Type of cancer Number of patients (N= 18)

Recurrent cervical 2 (12%)

Rectal cancer 

Locally advanced rectal cancer 8 (44%)

Locally recurrent rectal cancer 8 (44%)

1st recurrence 6 (36%)

2nd recurrence 2 (12%)

Table 2. Types of procedures utilised. TPE, total pelvic exen-
teration; ASR, abdominosacral resection; HiSS, high subcorti-
cal sacrectomy; ELSiE, extended lateral pelvic sidewall exci-
sion; ELAPE, extralevator abdominoperineal excision

Type of procedure Number  
of patients (N= 18)

Percentage

TPE with low sacrectomy 8 44.4%

TPE 6 33.3%

Palliative TPE 1 5.6%

ASR with HiSS 1 5.6%

ASR with HiSS and ELSi--EIe 1 5.6%

ASR with ELAPE 1 5.6%


