A c c e p t e d M a n u s c r i p t Lastly, place of HIPEC in ovarian cancer management strategy has to be discussed in some particular cases such as patients with BRCA mutation, which could benefit from olaparib. Indeed, we don't know yet wether olaparib could overcome benefit of HIPEC or have an additive effect.

As postulated by Golfier et al in 2012 3 , but… "nul n'est prophète en son pays", HIPEC had to be judged based on evidence, now provided by van Driel trial. This major HIPEC trial is milestone in the ovarian cancer history and rises new issues in ovarian carcinomatosis treatment.

A new era of treatment and research is now opened in ovarian cancer management.
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  in patients with stage III epithelial ovarian cancer, with similar rates of side effects. Indeed, van Driel et al showed a significant overall survival median increase of 12 months with decrease of death rate of 37% at 5 years using HIPEC at interval cytoreductive data about lymphadenectomy and lymph node involvement. These data are of particular interest because of they could modulate surgery duration and perioperative complication rate. In this new context of HIPEC, crucial questions with cytoreductive surgery plus HIPEC in ovarian cancer are the modulation of systemic recurrence rate and site of recurrence according lymph node status and according lymphadenectomy. Recent data from unpublished LION study showed that lymphadenectomy could be avoid in case of no visible lymph node involvement in ovarian carcinomatosis, with no modification of overall survival or disease free survival according lymphadenectomy randomization. Skipping lymphadenectomy could be adapted only to cytoreductive surgery without HIPEC where peritoneal recurrence appears as the main cause of death. It could be worth maintaining lymphadenectomy if systemic recurrence is confirmed as the main cause of death in cytoreductive surgery associated with HIPEC. Sixth, patients did not have bevacizumab in van Driel trial, which rise the tolerance of the bevacirumab use after HIPEC.
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