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Abstract: Cytoreductive surgery and hyperthermic intraperitoneal chemoperfusion (CRS/HIPEC) is
being used more and more frequently for the management of peritoneal carcinomatosis. Despite significant
improvements in oncologic outcomes and the risk of complications and mortality, CRS/HIPEC remains one
of the most morbid treatments offered for advanced cancers. Consequently CRS/HIPEC is still considered
controversial by many, even in the setting of cancers that are potentially curable. However, as high volume
surgical oncologists become more experienced with CRS/HIPEC, the potential role of “palliative CRS/
HIPEC” in the management of peritoneal carcinomatosis is being raised. Given the often limited survival
benefit expected after CRS/HIPEC, understanding the impact of the treatment on quality of life (QOL)
needs to be an essential part of the decision to proceed and is critical to optimizing recovery afterwards. This
article reviews the potential definitions of “palliative CRS/HIPEC?” in various clinical contexts and describes
the current state of the QOL experience after CRS/HIPEC.
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Peritoneal carcinomatosis remains one of the greatest
challenges in cancer treatment. Regardless of the origin of the
cancer, the diagnosis of peritoneal carcinomatosis is almost
uniformly associated with a terminal and limited prognosis.
In cancers for which there are limited effective treatment
options (e.g., gastric, pancreas, cholangiocarcinoma), this
expectation is not unrealistic (1). Even in cancers for which
there are effective systemic therapies (e.g., colon, breast),
patients who develop peritoneal carcinomatosis tend to fare
less well than patients with non-peritoneal metastases (2,3).
Consequently, treatments offered are frequently limited
to “palliative systemic therapy”-chemotherapy given for
some survival benefit, but not curative intent (and hopefully
with an early referral to palliative medicine for supportive
management and assistance with goals of care) (4,5).
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However, not all peritoneal carcinomatoses are created
equal. Recent advances in our understanding of carcinomatosis
demonstrate that it is not a single entity with a uniformly
lethal behavior (6). This is particularly true for metastatic
cancers that are often isolated to the peritoneal cavity (e.g.,
low grade appendiceal cancer, platin-sensitive ovarian cancer,
well-differentiated epithelioid peritoneal mesothelioma, colon
cancer). Furthermore, due to significant advances in surgical
techniques and regional therapies, “palliative systemic therapy”
is no longer the only treatment option available.

Since the 1980s surgical oncologists have been
developing and refining a combined treatment approach
of cytoreductive surgery and hyperthermic intraperitoneal
chemoperfusion (CRS/HIPEC) for patients with isolated
peritoneal carcinomatosis (7). The rationale behind
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Table 1 Best reported survival with CRS/HIPEC compared to systemic therapy
Median survival (months)
Cancer IP therapy - References
IP therapy Systemic therapy
Appendiceal CRS/HIPEC + EPIC 196 117.6* (1,29)
Colorectal CRS/HIPEC + EPIC 62.7 23.9 (30)
Mesothelioma CRS/HIPEC + EPIC 92 12.1 (31,32)

*, iterative CRS alone. CRS, cytoreductive surgery; HIPEC, hyperthemic intraperitoneal chemoperfusion; EPIC, early postoperative

chemoperfusion.

this approach is to achieve a macroscopically complete
cytoreduction of the carcinomatosis (no residual tumor
greater than 0.25 cm thick) then treat any residual disease
with high concentration, hyperthermic chemotherapy
applied directly into the peritoneal cavity. Achieving a
complete cytoreduction often involves major abdominal
surgery. Based upon the volume and distribution of
the carcinomatosis, as well as the “invasiveness” of the
peritoneal implants, achieving a complete cytoreduction
may involve peritoneal stripping, multi-visceral resections
(often including the omentum, large and small bowel,
stomach, spleen, gallbladder, uterus and ovaries, pancreas,
ureters, bladder) and the creation of temporary or
permanent stomas.

Upon completion of the cytoreduction, HIPEC is
typically administered for 30-120 minutes (depending
upon the preference of the surgical oncologist and type of
chemotherapy used). Hyperthermia is added to the treatment
for three reasons. First, cancer cells are more sensitive to
heat (typically at >43 °C for 1 hour) than normal cells (8-10).
Second, a synergistic increase in cytotoxicity occurs between
hyperthermia and many chemotherapy agents (11,12).
Third, it is theorized that hyperthermia facilitates deeper
penetration of the chemotherapy into the peritoneal tissues.
The whole treatment usually takes an average of 8-10 hours.
Most patients are admitted to an intensive care unit
immediately after surgery and the average length of stay in
the hospital ranges from 8-22 days (13-16).

Surgery of this magnitude, combined with heated
chemotherapy, cannot be performed without risk of
complications, including a risk of dying. Over time and
with experience, the admittedly high rate of surgical
complications and deaths that accompanied the early use of
CRS/HIPEC has improved dramatically. A comprehensive
review of reported results from over 20 CRS/HIPEC
centers since 2003 shows current major morbidity rates
of 0-50% and mortality rates between 0-6% at high
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volume centers (17). These rates are now consistent
with other major abdominal cancer operations such as
pancreaticoduodenectomy and esophagogastrectomy (18).
Despite a lack of level I evidence and endorsement by the
medical oncology community, the use of CRS/HIPEC has
continued to expand (19,20). Today it is largely considered
the standard of care treatment for low grade mucinous
tumors of the appendix (21). It is also gaining acceptance
as part of the multimodality treatment of selected patients
with isolated carcinomatosis from colorectal cancer and
peritoneal mesothelioma (22,23). Recent reports of long
term outcomes in appendiceal cancer demonstrate a
significant improvement in 5- and 10-year survival rates
(81% and 70%) in patients with low grade mucinous
tumors of the appendix as compared with CRS alone (17,24).
For patients with peritoneal mesotheliomas who undergo
complete cytoreduction and HIPEC, mean survivals of 38
to over 90 months are reported compared with 12 months
for those who receive systemic therapy alone (25,26). For
patients with isolated, limited, peritoneal carcinomatosis
from colon cancer who undergo a complete cytoreduction
and HIPEC, reported median survivals of 32-63 months and
44-58% S5-year survival compare favorably with an expected
median survival of 5.2-23.9 months and 5-year survival
of 0-19% with systemic therapy alone (27-32) (Table 1).
The American Society of Peritoneal Surface Malignancies
(ASPSM) has published an opinion statement establishing
an expectation of a median survival of 30 months after CRS/
HIPEC for patients with colorectal cancer (33).
Unfortunately, as encouraging as these results appear for
a condition that is usually considered lethal, not all patients
achieve these survival benefits. Even for patients in whom
a complete cytoreduction is achieved, the risk of cancer
recurrence can be quite high depending upon the primary
cancer. Oftentimes the expectation from the time of surgery
is that the CRS/HIPEC will be therapeutic (e.g., offer some
survival benefit), but not be curative. Thus by analogy with
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the medical oncology nomenclature of “palliative systemic
therapy” given for metastatic or recurrent disease with the
intent of some survival benefit but not cure (regardless of
the presence or absence of symptoms), many (if not most)
CRS/HIPEC procedures could be considered “palliative”.
However, for a number of reasons, the term “palliative
CRS/HIPEC?” is not currently used in either the literature
or clinically in the context of a CRS/HIPEC with complete
cytoreduction.

First, the term “palliative” continues to strike fear in the
hearts of patients, families and providers. It is often taken
as a sign that there is “no hope” and can negate even an
expected significant survival benefit if the goal of treatment
is not curative. It is the authors’ opinion and experience that
even if the surgical oncologist tells the patient and family
that the intent of the CRS/HIPEC is not curative, they still
hope for something better. Although many providers call
this “denial” and are uncomfortable with what they perceive
to be unrealistic expectations, this hope is a natural part of
processing an overwhelming circumstance, and may actually
play a role in the quality of life (QOL) after the surgery
(29,31,32,34,35). Calling the CRS/HIPEC palliative may
diminish this hope for some patients.

Second, from a surgical standpoint, the concept of
“palliative surgery” is conventionally reserved for patients
with symptoms that can potentially be relieved with a surgical
intervention. For patients with symptomatic cancers, the
intent of the surgical intervention is not focused on treating
the cancer, but relieving the symptoms. On occasion, this
may result in an improvement in survival, although that is
not the intended goal per se. Current recommendations are
that major palliative surgical interventions only be offered to
patients with an adequate life expectancy and with minimal
risks (36). Although a typical CRS/HIPEC performed with
the intent of survival benefit would rarely qualify as a minimal
risk procedure, there does appear to be a role for palliative
HIPEC in the management of patients with malignant ascites
(30,37-43). In addition, as high volume HIPEC centers
become more experienced with CRS/HIPEC, the potential
role of “palliative CRS/HIPEC” in the management of
peritoneal carcinomatosis is being raised. Specifically, some
are beginning to question whether there is a role for CRS/
HIPEC in the setting of near-complete cytoreduction,
ostensibly to prevent or delay future symptomatic cancer-
related complications—an approach starting to be referred to
as “palliative CRS/HIPEC”.

Either improved survival or improved QOL is an
essential requirement for the rational administration of
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cancer-directed treatment. The ideal treatment would
accomplish both, or at least improve survival without
decreasing any aspect of a person’s QOL. Because it is both
an easily measurable and highly desirable endpoint, survival
is considered the gold standard to determine the efficacy
of cancer treatment. Many treatment recommendations by
providers and decisions to pursue treatment by patients are
made on the basis of survival benefit alone-regardless of
the impact on QOL. This includes recommendations and
decisions around CRS/HIPEC. However, all patients who
undergo CRS/HIPEC (curative or “palliative”) incur some
impact on their QOL. Given the limited prognosis for most
patients with carcinomatosis, one of the most important
questions regarding the use of CRS/HIPEC is whether or
not the potential benefits, including improved survival or
QOL, outweigh the risks of either a surgical complication,
permanently diminished QOL or even death.

Although harder to measure than survival, understanding
the impact of cancer-directed therapy on QOL is extremely
valuable to help providers and patients make well-informed
decisions about pursuing treatment as well as to help
manage and limit the adverse effects. For patients suffering
side effects of an advanced cancer, chemotherapy, radiation,
surgery or other procedures given for truly palliative intent
can significantly improve QOL. Furthermore, although
such interventions may not be intended to improve
survival, recent studies have shown that initiation of early,
concurrent, palliative care not only improves QOL but may
also improve survival-even in the setting of less cancer-
directed therapy (44). On the other hand, cancer-directed
therapy being administered with the goal of improving
survival often diminishes some aspect of a patient’s
QOL. This impact is usually considered an acceptable
consequence for the goal of improved survival. Given the
magnitude and complexity of CRS/HIPEC, its associated
morbidity and mortality, and the limited potential survival
benefit for many cancers, this is one of the most extreme
settings in which weighing the value of potential survival
benefit against the potential loss of QOL is played out on a
daily basis.

Although still in its infancy, there is a growing body
of literature regarding QOL after CRS/HIPEC. Since
2001, there have been at least 22 original publications
in which validated QOL instruments were used to
investigate the impact of CRS/HIPEC on QOL (7able 2)
(29,31,32,34,35,45-61). The study sizes range from 10-216
patients (average 60), with 10 having less than 50 patients.
Most studies (n=17) include a wide variety of primary
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Table 2 Quality of life studies in CRS/HIPEC using validated outcomes measures

Year Author N Primary cancers QOL instruments used
Studies with pre-operative baseline data (N=15)
2001 McQuellon 64 Various FACT-C; ADL; BPI; CES-D; ECOG
2004 Alexander 73 Various FACT-C; SF-36
2006 Tuttle 35 Various FACT-C; FACT-G
2007 McQuellon 96 Various FACT-C; SF-36; CES-D; BPI; ECOG
2008 Lim 28 Sarcoma FACT-G; SF-36; VAS/QOL
2008 McQuellon 58 Appendiceal FACT-C; SF-36; CES-D; ECOG
2008 Jess 23 Appendiceal SF-36; EORTC-QLQ-C30; EORTC-QLQ-CR38
2009 Macri 17 Various FACT-C
2010 Lim 35 Various EORTC-QLQ-C30
2010 Alves 49 Appendiceal EORTC-QLQ-C30
2011 Hill 62 Not reported FACT-C; SF-36; BPI; CES-D; ECOG
2013 Argenta 10 Ovarian FACT-O
2013 Tsilimparis 99 Various EORTC-QLQ-C30
2014 Passot 216 Various GlQLl
2014 Albertsmeier 40 Various EORTC-QLQ-C30
Studies without pre-operative baseline data (N=7)
2003 McQuellon 17 Various FACT-C; SF-36; CES-D; LAS; PCS; ECOG
2005 Schmidt 67 Various EORTC-QLQ-C30
2009 Zenasni 68 Various EORTC-QLQ-C30; EORTC-QLQ-CR38
2012 Duckworth 102 Various SF-36; FACT-C; PSI
2013 Kirby 63 Various FACT-C; FACTIT-TS-G
2013 Tan 27 Various EORTC-QLQ-C30
2014 Chia 63 Various EORTC-QLQ-C30

Abbreviations: CRS/HIPEC, cytoreductive surgery and hyperthermic intraperitoneal chemoperfusion; QOL, quality of life; FACT-C,
functional assessment of cancer therapy-colon specific; ADL, activities of daily living; BPI, brief pain inventory; CES-D, center for

epidemiologic studies-depression scale; ECOG, eastern cooperative oncology group performance status rating; SF-36, medical
outcomes survey short form 36 questions; FACT-G, functional assessment of cancer therapy-general score; VAS/QOL, visual
analog scale-quality of life; EORTC-QLQ-C30, European organization for research and treatment quality of life questionnaire-
cancer specific; EORTC-QLQ-CR38, European organization for research and treatment quality of life questionnaire-colorectal
cancer specific; FACT-O, functional assessment of cancer therapy-ovarian cancer specific; GIQLI, gastrointestinal quality of life
index; LAS, life appreciation scale; PSC, psychosocial concern scale; PSI, Pittsburgh sleep index; FACTIT-TS-G, functional
assessment of chronic illness therapy-treatment satisfaction-general.

cancers. CRS/HIPEC techniques, HIPEC chemotherapy
agents, and morbidity and mortality rates also varied widely.
Timing of the surveys and questionnaires are different
between the studies. Only 15 studies included a pre-
operative assessment to establish a baseline QOL. Five
reported QOL that was back to baseline for more than half
of the patients by 3 months (31,46,52,54,60). Four reported
QOL that was higher than baseline at 6 months, with only 2
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reporting QOL below baseline at 6 months (31,48,54,56,60).
Of the 10 studies reporting QOL at 12 months, 5 reported
increased QOL relative to baseline and the remaining 5
were at baseline (7able 3). Based upon these findings, most
authors have concluded that CRS/HIPEC has an acceptable
transient negative impact on overall QOL with many
patients experiencing an improved QOL (if they survive
long enough). However, there are a number of limitations
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Table 3 Quality of life after CRS/HIPEC relative to baseline
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QOL relative to baseline

Year Author N

<3 months 3-9 months 12 months
2001 McQuellon 64 Baseline Increased Increased
2004 Alexander 73 Baseline Baseline NR
2006 Tuttle 35 Baseline Increased Increased
2007 McQuellon 96 Baseline Increased Increased
2007 Lim 28 Decreased Baseline NR
2008 McQuellon 58 Decreased Increased Increased
2008 Jess 23 Decreased Baseline Baseline
2009 Macri 17 Decreased Baseline NR
2010 Lim 35 Baseline Baseline Baseline
2010 Alves 49 Decreased Baseline Increased
2011 Hill 62 Decreased Baseline Baseline
2013 Argenta 10 Decreased Decreased NR
2013 Tsilimparis 99 Decreased Baseline Baseline
2014 Passot 216 Decreased Decreased Baseline
2014 Albertsmeier 40 Decreased Baseline NR

CRS/HIPEC, cytoreductive surgery and hyperthermic intraperitoneal chemoperfusion; QOL, quality of life; NR, not reported.

of these data that need to be considered in order to get a
fuller picture of the impact of CRS/HIPEC on QOL.

An inherent challenge in all QOL research is the rate
of survey completion over time. It is readily recognized
that as patients’ clinical conditions worsen, they are less
likely to complete QOL surveys. Also, with a disease with
such a poor prognosis as peritoneal carcinomatosis, there
is an expected rate of attrition due to deaths. Both of these
factors have likely played a role in the QOL after CRS/
HIPEC studies. In one study by McQuellon et 4., there was
a 32% mortality rate at 12 months (54).

Of the 15 studies with baseline QOL data, 9
reported the survey completion rate at each time point
(29,31,47,49,52,54,56,59,60). In four studies, the baseline
data was not complete. The average rate of completion
was 72% (40-100%) at 3 months and 51% (25-92%)
at 12 months. Given the small size of most of the study
populations (average =54, range =13-96), such attrition
resulted in a relatively low actual number of surveys
completed per study at the later time points (range, 11-45)
making meaningful statistical analysis difficult. Furthermore,
it is assumed that the patients who filled out the surveys at
the later dates were both alive and well enough to do so.
Thus, even with the use of analytic techniques that account
for data that are missing, the data most likely reflect an
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overestimation of the true overall QOL.

It is also important to consider the relevance of clinical
and statistical significance in this patient population.
Given the small sample sizes, a difference may not reach
statistical significance but may be perceived by the patient
as beneficial or detrimental (62). Thus rather than looking
for statistically significant differences in the survey results,
investigators and clinicians who use QOL assessments
in practice may gain more valuable information from
identifying the minimally important difference (MID)-the
smallest change in a patient related outcome measure that
is perceived by patients as beneficial or that will result in a
change in treatment (63). Of note, and as pointed out by
McQuellon ez al., changes that are statistically significant at
one year are likely to be clinically significant as well (62).

Another factor that must be considered is that the
baseline scores for patients with peritoneal carcinomatosis
tend to be low relative to a normal population given the
diagnosis, prognosis and symptoms. McQuellon has shown
that patients with symptoms at baseline were more likely to
report improved QOL early, while those without symptoms
often expressed a worse QOL after CRS/HIPEC (31). This
may apply to existential or emotional pain as well. In a study
by Tan et al., the authors found that cognitive function
and fatigue were better than a reference group of cancer-
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free patients at 6 months after HIPEC. They hypothesized
that this might be due to post traumatic growth (the
gradual internal paradigm shifts that may occur in a person
following internal disruption precipitated by traumatic
events) (32). A second study by the same group also
reported improved QOL scores in patients with recurrence
after HIPEC as compared to both a cancer-free survival
group and the EORTC control group (34). The authors
attributed these findings to the hope afforded patients
by CRS/HIPEC. One potential confounding factor of
these two studies was the use of an interviewer to facilitate
completion of the survey. It should also be recognized that
these studies were specifically looking at QOL outcomes in
an Asian population.

While the overall picture seems to be one of adequate
recovery, some patients report feeling the effects of CRS/
HIPEC for a year or longer. While most studies report a
return to baseline of symptoms such as nausea, vomiting,
pain, anorexia and weight loss by 3 months, some report
a persistent decrease in physical and functional domains
lasting up to a year (31,51,54,59). Some of the most
common reasons for persistent patient-reported decreased
QOL after CRS/HIPEC included gastrointestinal
symptoms, fatigue, sleep disturbances and depression
(35,51,54,56,58,59). The gastrointestinal symptoms typically
include bloating, diarrhea and constipation. Reports of
depression at some time within the first year after CRS/
HIPEC were as high as 50% in one study (29). Because
of the high prevalence and persistence of depression after
CRS/HIPEC, McQuellon and colleagues at the Wake
Forest Medical Center (the HIPEC center with the most
published CRS/HIPEC QOL experience) have adopted a
program of referring patients for a psychological evaluation
if they have a CES-D score >17 (54). The presence of a
stoma also had a significant impact on QOL at later time
points in a study by Schmidt ez 4/., but was not found to
be significant in three other studies (29,57,58,61). Despite
these often profound and life-changing outcomes, a study
by Kirby ez 4l. found that 79% of patients said that they
would undergo CRS/HIPEC again (50).

Awareness of the expected time course of the resolution
of the acute side effects and potential for lingering side
effects after CRS/HIPEC is essential for providers to
optimize the comprehensive recovery of their patients. It
is also important to guide efforts to decrease the impact of
CRS/HIPEC on QOL. Length of surgery, volume of tumor
burden and the requirement for major resections has been
suggested as possible factors related to the decreased QOL
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after CRS/HIPEC (57,58). Interestingly, these factors have
also been associated with poorer survival outcomes (64).
Combined with the low morbidity and mortality in the
reports on HIPEC for palliation of ascites, the data would
suggest that the greatest impact on QOL after CRS/HIPEC
comes from the CRS itself.

The current literature suggests that HIPEC in the
setting of an incomplete cytoreduction does not offer
any advantage in terms of overall survival (14,64,65).
Because of this, Elias and Goere have gone so far as to

1

say that it is “unethical, dangerous, costly and finally
reprehensible” to perform HIPEC in patients with an
incomplete cytoreduction due to the added morbidity of the
procedure (66). As mentioned earlier, with increasing
experience at high volume HIPEC centers, there is a
growing interest amongst HIPEC surgeons regarding a
potential role for HIPEC in the setting of a near-complete
cytoreduction—an approach increasingly referred to as
palliative CRS/HIPEC. To date, there are no survival or
QOL data to support this approach.

One setting in which HIPEC does appear to offer benefit
even if a complete cytoreduction cannot be achieved is for
patients with malignant ascites. A number of studies have
demonstrated the efficacy of HIPEC in the treatment of
malignant ascites (30,37-39,41-43) (Tuble 4). In all of these
studies, the main outcome measure was the resolution of
ascites. There were no deaths related to the surgery and only
minimal morbidity reported. Due to the advanced nature of
the disease, the median survivals were relatively short (3-9
months). All of the studies reported either persistent resolution
of the ascites for the duration of the patients’ survival or at
the time of last follow-up. None of these studies included
validated QOL surveys as part of their assessment. While
it is hard to know the true impact of the HIPEC on overall
QOL, many of these studies reported that patients no longer
required repeat paracentesis as well as significant improvement
in Karnofsky performance scores. As there is often no CRS
involved, laparoscopic and even ultrasound-guided approached
to palliative HIPEC have evolved. Even though these are
relatively less invasive, given the need for general anesthesia
and a hospital stay, it is reasonable to reserve this approach for
patients with a longer life expectancy and higher performance
status according to the recommendations for palliative surgical
interventions. It will also become increasingly important to
consider the relative cost-effectiveness of these procedures in
the larger clinical context.

Is “palliative CRS/HIPEC” already part of current
clinical practice or is it a misnomer? The answer is yes,
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Table 4 Outcomes of palliative HIPEC for malignant ascites

Lambert and Harris. Palliative cytoreductive surgery and HIPEC

Median survival

Year Author N Tumor Agent(s) Technique Response (%)
[range]
2006 Garofalo 14 Varied Cisplatin and doxorubicin or Laparoscopic 100 203 days [21-667]
mitomycin
2008 Facchiano 5 Gastric Mitomycin and cisplatin Laparoscopic 100 89 days [33-144]
2008 Patriti 1 Mesothelioma Cisplatin and doxorubicin Laparoscopic 100 6 months
2009 Valle 52 Varied Cisplatin and doxorubicin or Laparoscopic 98 98 days [21-796]
mitomycin
2010 Ba 16 Gastric 5-fluorouracil and oxaliplatin Laparoscopic 88 5 months [2-9]
2013 Ba 62 Ovarian Cisplatin and doxorubicin Laparoscopic 93 8 months [2-20]
Gastrointestinal  Mitomycin B-ultrasound guided 94 9 months [2-30]
2014 Randle 299 Varied Mitomycin, carboplatin, Open 93 5.3 months*

oxaliplatin, cisplatin,

*, incomplete cytoreduction, non-low grade appendiceal cancers. HIPEC, hyperthemic intraperitoneal chemoperfusion.

depending upon the intention of the word palliative.
Palliative HIPEC (with or without CRS) can be used to
treat malignant ascites thereby palliating the symptoms
of abdominal discomfort and distention, dyspnea and
sometimes early satiety. It can also help patients avoid
repeated paracentesis or the need for an intraperitoneal
drainage catheter. The term “palliative CRS/HIPEC?, if
used in the same context as palliative systemic chemotherapy
given to patients with metastatic cancer for therapeutic
(survival benefit) but not curative intent, already describes
many, if not most, CRS/HIPECs performed. Although
there are growing reports of long-term survivors after CRS/
HIPEC with a complete cytoreduction for challenging
cancers like colorectal cancer and peritoneal mesothelioma,
for most patients the likelihood of recurrence and cancer-
related death is high. Use of the term “palliative CRS/
HIPEC” to describe the use of CRS/HIPEC in the setting
of an incomplete cytoreduction in an asymptomatic patient
should be considered a misnomer. While it might make
sense in theory that there could be some therapeutic benefit
(e.g., patients with less tumor burden may experience an
improved symptom-free survival or respond better to
systemic chemotherapy), at this time there is no data to
show that patients who have an incomplete cytoreduction
incur any survival benefit from the addition of HIPEC.
Given the impact of CRS/HIPEC on QOL both acutely
and over the long-term, (particularly in patients who are
not symptomatic prior to the procedure), a patient who is
without symptoms will certainly experience an acute, and
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potential chronic, loss of QOL. Is this cost reasonable for a
theoretically improved QOL in the future?

It is essential for providers to keep this in mind when
counseling patients who often see CRS/HIPEC as their
only chance for meaningful survival. Many patients will
be willing to accept a large impact on QOL for even a
theoretical gain in survival. At this time, there are few
absolute contraindications (extra-abdominal disease,
extensive retroperitoneal involvement, infiltration of the
root of the mesentery, poor performance status) to CRS/
HIPEC (64). Each HIPEC surgeon decides for him or
herself, based on the imperfect information of imaging
studies and/or a diagnostic laparoscopy, and his or her own
experience, whether or not to recommend CRS/HIPEC to
a patient. Due to the nature of the goals of the profession,
many surgical oncologists may not be comfortable with or
have the time to provide the emotional and psychological
support needed by the patient and family when CRS/
HIPEC should not be recommended. By definition, all
patients with peritoneal carcinomatosis have an advanced,
life-threatening malignancy and are eligible for a palliative
medicine consult-regardless of prognosis or the absence of
physical symptoms. Early palliative medicine involvement
has been shown to improve outcomes for patients and also
provides help and support for the treating physicians in
these challenging situations (44). At this time, a thorough
work-up for CRS/HIPEC, curative or “palliative”, should
include a baseline QOL assessment and a palliative
medicine referral.
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