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Ovarian transposition in rectal cancer: uncertain benefit at a 
high price
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The underlying tenet justifying any surgical intervention is that the 
benefits outweigh the risks. In the case of ovarian transposition in 
patients undergoing radiotherapy for locally advanced rectal cancer, 
this risk– benefit evaluation must weigh the benefits of preserved 
ovarian hormonal function and fertility against the risk of ovarian 
metastases and reduced survival.

The incidence of ovarian metastases in colorectal cancer has 
been variably reported but the best estimate lies somewhere be-
tween 3% and 14% [1– 3]. The frequency of bilateral and microscopic 
parenchymal metastases supports the hypothesis of haematoge-
nous dissemination [4,5] however, the role of transcoelomic spread 
is undoubtedly significant, evidenced by the higher incidence of col-
orectal ovarian metastases of 13%– 65% observed in patients with 
known peritoneal disease [6]. Incidence is also likely to be higher in 
patients with T4 disease although definitive data on this are lacking.

Shyasree and colleagues report a concerning incidence of ovar-
ian metastasis of 17% in their cohort of patients undergoing ovar-
ian transposition prior to radiotherapy for locally advanced rectal 
cancer. Such a high incidence raises serious questions about the on-
cological safety of ovarian transposition in this patient population. 
It is reassuring that the authors acknowledge the higher incidence 
of ovarian metastases in patients with signet ring cell pathology or 
T4b disease and no longer offer ovarian transposition in such cases. 
However, this subgroup comprises just over 40% of the included pa-
tients in this already small study, further limiting the validity of the 
findings.

Although Shyasree and colleagues have not demonstrated the 
oncological safety of this procedure, their article is a welcome re-
minder that the long- term impact of rectal cancer treatment remains 
a relatively neglected area of research and is likely to be dispro-
portionately felt by patients diagnosed with cancer at a younger 
age. Furthermore, because rectal cancer is relatively uncommon 
in younger patients (approximately 120 women under 40 are diag-
nosed with rectal cancer per year in the UK) [7], their views may not 

be adequately represented even in projects that have prioritized the 
patient voice, such as the National Cancer Research Institute living 
with and beyond cancer initiative [8], and core outcome sets for col-
orectal cancer and pelvic radiotherapy [9,10].

Whilst there are limited data on the priorities of young patients 
with colorectal cancer, fertility preservation has been cited as one 
of the top five unmet needs for adolescent cancer patients and for 
patients undergoing treatment for breast cancer [11,12]. Ovarian 
transposition, however, is primarily an intervention to preserve hor-
monal function rather than to preserve fertility [13]. Although spon-
taneous pregnancy after ovarian transposition has been reported, 
it is rare. Transabdominal oocyte retrieval is possible in transposed 
ovaries but, due to scatter, transposition does not eliminate ovarian 
irradiation entirely or prevent the radiation effects on the endome-
trium. The Royal College of Obstetricians and Gynaecologists there-
fore recommends that oocyte retrieval should be offered before 
starting pelvic radiotherapy [14].

Treatment induced early menopause has significant adverse 
physiological and psychological consequences including increased 
risk of osteoporosis, cardiovascular disease, mood disorders and 
sexual dysfunction [15– 17]. Although these effects could be miti-
gated by preservation of ovarian hormonal function through ovarian 
transposition, in the context of colorectal cancer this may be at the 
cost of an increased risk of ovarian or peritoneal metastatic disease. 
The safety and benefits of hormone replacement therapy (HRT) in 
patients experiencing early surgical menopause, however, are well 
documented [18, 19]. Arguments against HRT based on misinterpre-
tation of the safety data demonstrate the need for education and 
clearer, evidence- based guidance, for both healthcare professionals 
and patients, about the role of HRT after treatment induced meno-
pause. Such arguments should not be used to promote an alternative 
intervention which, at best, is of uncertain oncological safety.

Minimizing the adverse effects of cancer treatment is essential if 
we are to help patients live well after cancer and it is important that 
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we continue to carry out research in this historically neglected field. 
However, new techniques to mitigate adverse effects, like any new 
intervention, require careful evaluation and must not be at the cost 
of oncological safety.
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