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Global expansion of efforts to 
control peritoneal metastases 
Expansión global de los esfuerzos para el control de las metástasis peritoneales

It is my great pleasure to comment on the manus-
cripts that report the Colombian experience in the 
management of peritoneal metastases. These data 
establish the Fundación Santa Fe de Bogotá as the 
referral center for peritoneal metastases in Colombia1. 
The emergence of national centers of excellence, such 
as this one in Bogota, has been extremely productive 
for the successful development of these management 
strategies around the globe. The centralization of pa-
tients within a single institution accelerates the cognitive 
and technical skills necessary to rapidly ascend the steep 
learning curve2,3. My congratulations to these authors 
for their success demonstrated in the Colombian Journal 
of Hematology and Oncology1. 

The centralization process early in the develo-
pment of cytoreductive surgery (CRS) and hyper-
thermic intraperitoneal chemotherapy (HIPEC) has 
consistently shown itself to be a successful strategy. 
In the United States, centers in Washington, DC4, 
Winston-Salem, NC5 and Pittsburgh, PA6 created 
a platform for further development. Currently, ap-
proximately 120 institutions in the United States are 
accepting patients with peritoneal metastases for 
definitive treatment.

In 1994, Basingstoke consolidated for the United 
Kingdom treatments for pseudomyxoma peritonei 
adding an essential management capability to the 
treatment of appendiceal mucinous neoplasms. This has 
now been extended to treatment of selected patients 
with peritoneal metastases from colorectal cancer. Also, 
two new treatment centers for CRS and HIPEC in Man-
chester and Brisbain are currently accepting patients7. In 
France, the centers in Lyon and Villejuif persisted in their 
own institutional efforts so successfully that currently 
approximately 26 peritoneal metastases treatment 
centers offer therapies for peritoneal metastases from 
ovarian, appendiceal, colorectal, and gastric cancer8-10. 
Also, the early and dedicated laboratory and clinical re-
search at Instituto Tumori in Milan must be mentioned11. 
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The leadership demonstrated in Regensburg for Ger-
many has facilitated an active German program in 
peritoneal surface oncology12. In Spain, eight centers 
are active and the Spanish Group of Peritoneal Surface 
Malignancy (GECOP) meets annually. The international 
efforts are reexamined biannually at the International 
Congress of the Peritoneal Surface Oncology Group 
(PSOGI). The next meeting is in Amsterdam on October 
8-11, 2014.

However, successful the efforts in USA and Europe, 
the efforts in Central and South America are definitely 
worthy of our applause. Perhaps the original success 
story was in Buenos Aires, Argentina and the focus 
was ovarian cancer. Huerta and coworkers reported 
on 89 patients with ovarian cancer treated by cyto-
reductive surgery and perioperative chemotherapy 
with promising results14. In Sao Paolo, Brazil, Akaishi 
and colleagues published their success with CRS and 
HIPEC in 46 patients15. Other centers in Rio de Janeiro 
and Sao Paolo are active and we await publication to 
document their efforts. 

In Mexico, the CRS and HIPEC centers have been 
regionally distributed as part of the Regional Hospitals 
of High Specialties (HRAE) system. Under the leadership 
of Jesús Esquivel, high quality work is being performed 
in Oaxaca, Guadalajara, Mérida, México City and To-
luca. Jesús Esquivel has made a determined effort to 
facilitate continued progress and a continued high level 
of expertise within México16.

Although the publication by Otero and colleagues 
document success in the past, the future requires our 
continued collaborative efforts. Yes, the Fundación San-
ta Fe de Bogotá deserves congratulations for its efforts. 
However, we now expect from them an educational 
effort that will permeate throughout Colombia. This 
effort must educate general surgeons and oncologists 
regarding the proper patients to be referred in a timely 
manner to the treatment center in Bogotá. The indica-
tions for CRS and HIPEC and the important quantitative 
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prognostic indicators must be taught. In addition, the 
development of new centers is mandatory in order to 
adequately manage the expanding number of patients 
that will benefit.

Finally, as CRS reaches its peak in terms of a com-
plete surgical response within the abdomen and pelvis, 
the inadequacies of perioperative chemotherapy, both 
HIPEC and EPIC to maintain that local-regional control 
becomes more and more obvious. Natural drug resistan-
ce to chemotherapy agents currently available is a major 
issue. Also, because a large proportion of patients have 

neoadjuvant chemotherapy prior to CRS and HIPEC, 
acquired drug resistance occurs. An expectation that a 
single 60-90 minute pulse of HIPEC treatment can era-
dicate the last cancer cell in a majority of patients may 
be unrealistic. Long-term bidirectional chemotherapy 
(intravenous and intraperitoneal) using an intraperito-
neal port is indicated in many patients17. The goal of 
these efforts of CRS and perioperative chemotherapy 
is to eliminate peritoneal metastases and local-regional 
recurrence from the natural history of gastrointestinal 
and gynecologic malignancy18.
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