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Dear Editor

Surgical advances in pelvic exenteration (PE) have improved 
survival in patients with advanced and locally recurrent pelvic 
malignancy1–3. Surgical advances in PE, including minimally 
invasive surgery, higher and wider resections, improved training, 
and standardization of PE techniques, have all contributed to 
improved oncological outcomes. These developments have led to 
an increase in the complexity of cases that are successfully 

managed surgically, while balancing the intention of cure against 

the morbidity of surgery and quality-of-life implications3,4. A 

further potential benefit of these advancements may be the 

broadening of indications for surgery. Occasionally, non-pelvic 

tumours can metastasize to the pelvis. PE affords the opportunity 

to offer resectional surgery with curative intent for a broader 

repertoire of rare tumours, including non-intestinal and 

hepatobiliary malignancies.
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Fig. 1 Pelvic MRI and pathological specimens 

Pelvic MRI demonstrating a heterogeneous hypodense tumour in the pelvis: a T2 sagittal section, b coronal section demonstrating tumour extension to the piriform 
muscle, and c axial section demonstrating proximity of tumour to internal iliac vessels. Macroscopic pathological specimen of en bloc resected mass: d rectum and 
total hysterectomy with bilateral salpingo-oophorectomy and, e cut section demonstrating multilobed tumour.
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Hepatocellular carcinoma (HCC) is an example of such a 
malignancy demonstrating this paradigm shift. Overall, 5-year 
survival rates in HCC can be less than 20 per cent. There have 
previously been two reported cases of HCC metastases to the 
rectum5,6. In the present authors’ practice, a 68-year-old woman 
presented with abdominal pain and haematochezia 5 years after 
laparoscopic posterior liver segmentectomy for a solitary HCC 
lesion. CT and pelvic MRI demonstrated a large pelvic tumour 
abutting the rectum and uterus (without invasion) extending to 
the left internal iliac vein, piriformis muscle, and S2 nerve roots. 
Imaging characteristics and a raised α-fetoprotein serum level 
(up to 450 ng/ml) confirmed an isolated HCC pelvic metastasis.

After multidisciplinary discussion, arterial embolization 
was performed (for downsizing) followed by open posterior 
pelvic exenteration with en bloc left pelvic sidewall dissection 
(Fig. 1). This included en bloc resection of the rectum (to 
the level of the pelvic floor) and uterus, and bilateral 
salpingo-oophorectomy. Left lateral dissection was carried out 
beyond the total mesorectal excision plane along the left 
internal iliac vein and the obturator internus muscle, 
removing the fascia and fibres of the left piriformis muscle 
and including 2 cm of the distal left ureter. The left S2 nerve 
branch was also resected. A stapled coloanal anastomosis was 
fashioned and the distal left ureter reimplanted via a primary 
tunnelled uterovesical anastomosis. The omentum was 
pedicled and interpositioned between the vagina and coloanal 
anastomosis, and a temporary loop ileostomy fashioned. This 
was reversed on postoperative day 7 after CT with rectal 
contrast demonstrated an intact anastomosis. Histopathology 
confirmed a grade III HCC metastatic lesion with R0 resection. 
The patient remains disease-free 2 years after operation with 
ongoing oncological follow-up.

This patient highlights how experience and standardization in 
PE surgery can widen the indications for exenterative surgery. As a 
result, even non-pelvic tumours that may have been considered 

non-resectable previously can be treated surgically with 
curative intent. Continuing to refine PE surgical techniques, 
training, and perioperative care can also support improvement 
in curability for rare pelvic metastases.
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