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Reviewer 1:
Summary 
Experiences with exstrophy complex showed that the essential milestone in consistency is a very precise dissection and closure of pelvic floor from bony compartment and anatomic closure as kellys procedure. however if facility provided the best way to return the pelvic ring is doing both anterior and posterior osteotomy to correct gait, prolapses out of neonatal period.

Major Concerns
Too much detail in abstract and introduction concerning the basic of exstrophy complexes and should be deleted with concern to the technique.

Minor Concerns
The dysgenetic pelvic never gains correction in prolonged time and in the all area people cannot keep their patients in traction for six weeks.

Additional Notes to the Author
Very well explained methods of osteotomy in EC that is one of the pillar in construction.

Reviewer 2:
Summary
The authors describe the technique for anterior iliaca osteotomy in patients with classic bladder exstrophy and conclude that this procedure is useful to reduce the risk of bladder and abdominal wall dehiscence and enhance urinary continence. 

The authors are well-recognized experts in the field and have already published their extensive experience with this technique in several previous publications including a few reviews. So this is an authoritative account of this technique. 

Major Concerns
The authors claim that association of bladder closure with an osteotomy improves urinary continence. I would challenge this statement. As the authors mention, there are circumstance where an osteotomy can be avoided and this does not compromise final continence. On the contrary, incontinence can occur even despite the use of osteotomy. I think that the major advantage of an osteotomy is to reduce midline tension in cases with a poorly malleable pelvis thereby preventing bladder and lower abdominal wall re-opening. 

I think it would be useful for the authors to clearly state their indications for an osteotomy in BE patients. 

The authors should also mention that the pubic diastasis recurs despite an osteotomy in a significant proportion of patients. 

Going through the manuscript, it is often unclear if the authors refer only to classic bladder exstrophy or also to the cloaca exstrophy. The latter require quite a different preoperative work-up and management compared to the latter. 

Minor Concerns
In the introduction the authors make the statement “Clinical diagnosis is made based on the very archetypal clinical picture obtained upon visual inspection of the neonate and does not compel any further differential diagnosis.”. This is not entirely true. There are bladder exstrophy variants and, even more, cloacal exstrophy variants that can pose some diagnostic issues. 

I find quite surprising that the authors do not mention a renal ultrasound in the preoperative work-up of these patients.  

The authors report that bladder esxtrophy repair at their institution include “abdominal wall in the newborn period, epispadias repair at one to two years of age in males, and bladder neck reconstruction around three to four years of age”. To my knowledge an age of 5 years is often recommended before bladder-neck reconstruction in order to make patent involvement in a bladder-training program more likely. 

I am a little unclear about the statement made at page 5: “If improved appearance of the widened perineum in CBE is a primary goal, it is recommended that the patient delay osteotomy until approximately eight years of age so that a maximal degree of bony correction is retained4. In cases of cloacal exstrophy osteotomy is virtually always necessary; it is best to delay closure until at least eighteen to twenty-four months of age so that the patient’s bone density is sufficient to permit good pin fixation4.” Is this statement consistent with current policy at the authors’ institution? I think an early bladder closure is always recommended in order to maximize the chances for the bladder to grow. 

