RuEmMATBLEE 5 22 48 38 145% 2010 (Z Md[]
Vol. 22 No. 1, January, 2010

FAY &abo] o] 2R ERF3 2T HEE!
k1l

= Abstract =

Robot-assisted pelvic exenteration in gynecologic oncology:

Literature review

Yunsik Na, M.D., Yongil Kwon, M.D, Ph.D.
Department of Obstetrics & Gynecology, Hallym University School of Medicine, Seoul, Korea

Purpose of review: The present literature review aims to understand new techniques of pelvic exenteration in-
cluding minimal invasive surgery, and discuss other aspects of this radical surgery.

Recent findings: Major advances has been made since the first description of pelvic exenteration by Brunschwig
in 1948 and the operation is still under evolution. Pelvic exenteration, which has been mainly employed for central
pelvic recurrences after primary radiotherapy, may also be indicated for Annals of the New York Academy of sci-
ences, mobile, locally advanced, primary disease if radiation therapy is regarded as being suboptimal, for example
due to vesicovaginal or rectovaginal fistulae in FIGO stage IVa cancer. There are considerable differences with re-
spect to indications, contraindications, preoperative staging and adjuvant therapy after exenteration in different
countries. Advances in laparoscopic instruments also led to the laparoscopic exenteration. The main limiting step
of the operation is urinary diversion. New techniques of laparoscopic-assisted and robotic-assisted techniques of uri-
nary diversion have been reported that decrease the operation time. Vascularized muscle flaps are performed by
many surgeons to fill the empty pelvis and provide an acceptable vaginal reconstruction. J-pouch seems to be a
safer technique than end-to-end coloanal anastomosis for bowel reconstruction. Developments in the bioengineering
tissue for pelvic reconstruction are required.

Summary: Laparoscopy has the advantages of decreased blood loss, lower incidence of wound infection and inci-
sional hernia, short recovery periods, better pain control and improved cosmetics compared with laparotomy for
pelvic exenteration. And robotic-assisted laparoscopic pelvic exenteration appears to be favorable with acceptable
operative, pathologic, and short-term clinical outcomes. Magnification and improved visualization permits en-bloc
dissection of tumor and good anastomosis technique. Larger experiences are needed to adequately evaluate and val-
idate this procedure as an appropriate surgical and oncologic option.

KEY WORDS: Robotic surgery, Pelvic excenteration, Urinary diversion
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Fig. 1. Different levels of exenteration. (a) supralevatoric, (b) in-
fralevatoric, (c) infralevatoric with vulvectomy.
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Fig. 2. Surgical anatomy of endopelvic side wall. Right pelvic side wall after removal of parietal fatty tissue with lymph nodes, visceral
branches, and obturator branch of internal iliac vessel system (A) and of whole internal iliac vessel system after ligation of parietal branch-

es (B).

Green: region of pelvic side wall in which RO resection can be achieved if striated muscles (obturator internus, pubococcygeus, iliococcy-
geus, and coccygeus muscles) are included in mesovisceral specimen.
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Fig. 4. Intraoperative situs of the neobladder.
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