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Six  hundred fifty-seven patients with colorectal cancer w h o  were oper- 
ated upon at the Second Department of Surgery, Helsinki University 
Central Hospital during the period 1966 to 1975 had a 40.5 per cent 
crude five-year survival rate and 54.2 per cent relative (corrected) rate. 
T h e  survival rates of patients with Dukes' A lesions were 80.7 per cent, 
Dukes' B, 61.6 per cent, Dukes' C, 40.4 per cent, and Dukes' D, 2.7 per 
cent. One hundred two patients (15.5 per cent) underwent emergency 
operations; 91 were occlusive cancers, eight were perforations and three 
were cancer bleedings. The operative mortality for the whole series was 
6.5 per cent (4.7 per cent in elective and 16.7 per cent in emergency 
operations). A definite improvement of the five-year survival rates 
could  be seen in both the colonic and rectal cancer series. Th i s  was due 
to earlier detection of the disease, reflecting a decreasing number of 
palliative operations. 

Patients at high risk for colorectal cancer ( in f lammatory  bowel 
disease, inherited intestinal polyposis, cancer fami ly  syndrome, multi- 
ple colorectal cancers, and neoplastic polyps) might benefit from more  
effective cancer surveillance and prophylactic surgery to find and treat 
cancers in earlier stages, to prevent recurrences, and to facilitate 
follow-up. 

T h e  controversial  findings on postoperative adjuvant therapy pre- 
sented in this study indicate the need for further controlled studies to 
define the patients w h o  really benefit from it. [Key words: Cancer, 
colorectal; Neoplasms, staging of; five-year survival; Patients, high- 
risk; follow-up study] 

IN CONTRAST WITH THE SITUATION in m a n y  devel-  

oped  Western countr ies ,  F inns  have a relat ively low risk of 
ge t t ing  colorectal  cancer.  T h i s  is a lso  true wi th  respect  to 
o ther  Scand inav ian  countr ies ,  whose  cul tures  closely 
resemble  that  in  F in l and .  T h e  low inc idence  of colorecta l  
cancer  has  been e x p l a i n e d  by the differences in  diet.  F inns  
c o n s u m e  m a n y  cereal  p roducts ,  a n d  da i ry  p roduc ts  fo rm 
the i r  m a i n  source of fat and  p ro te in ,  whereas  these are 
s u p p l i e d  in  the fo rm of mea t  in  D e n m a r k  a n d  the U.S.,  
where  there is a h i g h  risk of ge t t ing  colorectal  cancer.  1,2 

T h e  inc idence  of colorectal  cancer  in  F i n l a n d  has, 
however ,  doub l ed  d u r i n g  the last  two decades, a n d  it is the 
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mos t  f requen t  m a l i g n a n c y  of the gas t ro in tes t ina l  tract. 3-5 
T h i s  increase  in  inc idence  has  co inc ided  wi th  a cons tan t  
s low decrease in  the inc idence  of gas t r ic  cancer,  wh ich  has 
a lso  been no t iced  in  several o ther  countr ies .  A m o n g  Fin-  
n i sh  w o m e n ,  colorecta l  cancer  has become the second 
mos t  f r equen t  type of m a l i g n a n c y ,  second on ly  to breast  
cancer .  A m o n g  F i n n i s h  men ,  i t  is the four th  mos t  fre- 
q u e n t  m a l i g n a n c y  wi th  on ly  lung ,  pros ta t ic ,  and  gastr ic  
cancers occur r ing  more  widely.  

T h i s  work  was unde r t aken  because of the increas ing  
i m p o r t a n c e  of colorectal  cancer  as the mos t  f requent  
m a l i g n a n c y  of the a l i m e n t a r y  tract in  F in l and .  It reports  
the surgical  results  of a ten-year s tudy of a colorectal  
cancer  series a t  the Second  D e p a r t m e n t  of Surgery,  
H e l s i n k i  Univers i ty  Cent ra l  Hosp i t a l .  T h e  possibi l i t ies  
for i m p r o v i n g  the p rognos i s  in colorectal  cancer  in  the 
future  are discussed. 

Mater ia l  and  Methods  

T h e  m a t e r i a l  consists  of 657 pa t ien t s  (350 females a n d  
307 males)  w h o  were ope ra t ed  u p o n  for colorecta l  adeno-  
c a r c i n o m a  d u r i n g  the p e r i o d ,  J a n u a r y  1, 1966, to 
December  31, 1975, at  the Second  D e p a r t m e n t  of Surgery,  
He l s ink i  Univers i ty  Cent ra l  Hosp i t a l .  Al l  i n f o r m a t i o n  
c o n c e r n i n g  in i t i a l  symptoms ,  d i agnos t i c  delay,  site of the 
cancer,  type of opera t ion ,  p r i m a r y  compl ica t ions ,  post-  
opera t ive  therapy,  a n d  subsequent  survival ,  was recorded. 
Also,  i n f o r m a t i o n  c onc e rn ing  prev ious  fami ly  his tory of 
colorecta l  cancer,  or  the pa t i en t  ma l ignanc i e s  o ther  than  
colorectal  cancer,  was noted.  

T h e  p a t h o l o g i c  d i agnos i s  of the p r i m a r y  t u m o r  was 
ava i lab le  for every pa t i en t  in  the series. Based on  the 
h i s t o logy  avai lab le ,  the t umors  cou ld  be a r ranged  accord-  
i n g  to a mod i f i ed  Dukes '  classification.6, 7 

T h e  site d i s t r i bu t i on  of the tumors  w i t h i n  the co lon  
a n d  r ec tum is demons t r a t ed  in  Fig.  1. Cancers located 
w i t h i n  15 c m  of  the pec t ina te  l ine  were cons idered  as 
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FIG. 1. Distribution of tumors within the colorectal area. 

rectal. Twenty-four  point  six per cent of the tumors were 
in the right hemicolon, 34.5 per cent in the left hemi- 
colon, and 40.9 per cent in the rectum. 

Patients with mult iple synchronous colorectal cancers 
were classified according to the most advanced cancer. 

Every patient  was traced, so the follow-up rate was 100 
per cent. The  survival rate was expressed as the crude 
five-year rate but, for the whole series, the relative survival 
rate was also calculated.8, 9 After surgery and recovery, the 
patients were followed up  for at least five years; thus the 
study was continued until the end of December 1980. 

Operative mortali ty denotes deaths within 30 days after 
surgery. The  operative mortal i ty was included in the 
crude and the relative survival rates. 

In the statistical analyses of the data the chi-squared test 
was used. 

TABLE 1. Crude and Relative Five-year Survival Rates for the Series b~) 
Extent of Disease (Modified Dukes' Classification) 

Five-year Survival Rate 

Dukes' Stage Patients Per Cent Crude (%) Relative (%) 

A 166 25.3 80.7 + 6.1 102.0 + 7.8 
B 146 22.2 61.6__+ 8.1 85.4 + 11.2 
C 87 13.2 40.4 • 10.5 51.9 • 13.5 
D 258 39.3 2.7 • 2.0 3.7 _+ 2.7 

FIG. 2. Age and sex incidence in 657 patients with colorectal cancer. 

R e s u l t s  

Of the 657 patients in the material, there were 350 
females (mean age 62.2 • 12.4 years) and 307 males (mean 
age 60.5 • 11.8 years). The  mean age for the whole series 
was 61.4 _+ 12.2 years. Females predominated over males 
in the incidence of both colonic and rectal cancers (Fig. 2). 
The  initial symptoms of colorectal cancer in decreasing 
order of frequency were: change in bowel habits (24 per 
cent), abdominal  pa in  (22 per cent), blood in the stools (21 
per cent), anemia (14 per cent), and loss of weight (12 per 
cent). The  median diagnostic delay (patient and doctor 
delay) was 10.6 months; 12.4 months  for the right hemi- 
colon, 9.6 months  for the left hemicolon, and 10.4 months  
for the rectum. 

Table  1 lists the crude and relative survival rates for the 
whole series for the stages of the modified Dukes'  classifi- 
cation. The  crude five-year survival rate for the entire 
series was 40.5 • 3.8 per cent and the relative survival rate 
54.2 _+ 5.1 per cent. The  crude five-year survival rates for 
the whole series and for the four modified Dukes'  sub- 
groups are given in Fig. 3. Patients younger than 50 years 
had a considerably better five-year survival rate and oper- 
ative mortali ty rate than those over 50 years old (Table 2). 

There were 28 (4.3 per cent) cases of mult iple  colorectal 
cancers, 18 of which were synchronous and 10 metachro- 
nous. The  crude five-year survival rate for mult iple  
cancers was 54 per cent (45 per cent for synchronous and 
70 per cent for metachronous cancers). Prophylactic 
colectomy or proctocolect0my was not used in patients 
with multiple synchronous colorectal cancers. 

There  were 41 (6.2 per cent) patients having additional 
benign neoplastic polyps associated with a single cancer. 



Dis. Col. & Rect. 
6 0 8  T U R U N E N  AND PELTOKALLIO September 1983 

1 0 0  

80 A 

u~ 

0 
. m  

-! 
0~ 

0 

01 

P 
a.  

60 B 

overall 

20  

1 2 3 4 5 

Time ( y e a r s )  

FIG. 3. Crude five-year survival rates for the series and for the four 
modified Dukes' subgroups. 

There were nine patients (1.4 per cent), mean age 44 
years (range 22 to 62 years), whose cancers originated from 
inherited intestinal polyposis. Cancer was the first sign of 
inherited polyposis in all of our  nine patients. Those six 
patients (0.9 per cent) with cancers from ulcerative colitis 
had a mean interval of 14.2 years (range from 7 to 26 years) 
between the first attack of colitis and the detection of 
cancer (Table 3). 

There were 21 patients (3.2 per cent), mean age 48 years 
(range from 19 to 64 years), with a positive family history 
for colorectal cancer (Table 3). Four of these patients (19 

TABLE 2. Five-year Survival Rate and Operative Mortality of Patients 
Under and Over 50 Years of Age 

110 Patients ( < 50 years) 547 Patients ( >  50 years) 

Patients 5-Year Patients 5-Year 
Stage Per Cent Survival Per Cent Survival 

Dukes' A (27) 93.3 (25) 78.5 
B (19) 71.4 (23) 60.0 
C (19) 61.9 (12) 33.3 
D (35) 2.6 (40) 2.7 

Total survival 51.8 38.2 

Operative 
mortality 1.8+ 7.5 

+p < 0.05 

per cent) had multiple colorectal cancers (one synchro- 
nous and three metachronous cancers). Two of the three 
patients with metachronous cancers did not survive five 
years, indicating that prophylactic colectomy or procto- 
colectomy would have saved them if performed at the 
time of operation for the primary cancer. 

Forty-seven patients (7.2 per cent) had 57 malignant 
tumors other than colorectal cancer diagnosed either 
before or after detection of the colorectal tumor. The  most 
frequent cancer sites were endometrium (17 patients), 
breast (6 patients), bladder and prostate (7 patients), and 
skin (10 patients). Endometrial and breast cancers (6.6 per 
cent of women) were all diagnosed before the colorectal 
cancer was detected, and the subsequent five-year survival 
rate for these patients was 30.5 per cent. 

The  incidence of emergency surgery in this material 
was 15.5 per cent ( 102 patients). Of these, 91 ( 13.9 per cent) 
were colorectal obstructions (includes five simultaneous 
perforations), eight (1.2 per cent) were perforations, and 
three (0.4 per cent) cancer bleedings. The  operative 
mortality in emergency operations was 16.7 per cent. 
There were eight additional perforations in the patients 
operated upon electively. 

Five-hundred fifty-five patients (84.5 per cent) were 
operated on electively. In 132 (23.7 per cent) of these, the 
tumor was located in the right hemicolon, in 172 (30.9 per 
cent), in the left hemicolon, and in 251 (45.2 per cent), in 
the rectum. Two-hundred twelve patients (38.2 per cent) 
undergoing elective operations had 241 primary postop- 
erative complications, but the rest of the patients (61.8 per 
cent) recovered without complications. Sixty-four per 

TABLE 3. Incidence, Extent o I Disease and Five-year Survival Rate in Inherited Intestinal Polyposis, 
Ulcerative Colitis and "'Cancer Family" Patients 

Precancerous disease 

Dukes' stage Crude 5-Year 

No. of Incidence, A B C D Survival Rate, 
Patients Per Cent Per Cent 

Inherited intestinal polyposis 
Ulcerative colitis 
"Cancer family" patients 

9 1,4 2 3 1 3 55.6 
6 0.9 3 1 - -  2 50.0 

21 3,2 5 4 5 7 57.0 
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TABLE 4. Complications and Associated Operative Mortality in Elective Colorectal Surgery 

Location of Tumor 

Complication Operative Mortality 

Number of Number of 
Mode Patients Patients Per Cent 

Colon 

Rectum 

Circulorespiratory 22 
Anast. leakage 8 
Stress ulcer 3 
Others 54 

Wound infections (25) 
Wound ruptures (7) 
Stomal complications (8) 
Post op. ileus (5) 
Urinary infections (8) 
Post op. hemorrh. (1) 
(3 died of disseminated 
disease) 

Circulorespiratory 19 
Anast. leakage 4 
Post op. hemorrh. 2 
Post op. pancreatitis 1 
Others 129 

Wound infections 
- abdominal (29) 
- perineal (47) 
Wound ruptures (19) 
Stomal complications (12) 
Post op. ileus (8) 
Urinary infections (14) 

7 32 
3 38 
3 100 

6 32 
2 5O 
1 5O 
1 1 0 0  

TABLE 5. Elective Surgical Procedures and Operative Mortality 

Location of Tumor 
Number of 

Procedure Patients 

Operative Mortality 

Number of 
Patients Per Cent 

Colon 

Rectum 

Right hemicolectomy 98 
Sigmoid resection 68 
Left hemicolectomy 49 
Palliative prox. colostomy 17 
Bypass 16 
Laparotomy (biopsy) 5 

Others 41 
Tumor resection (20) 
Hartmann procedure (11) 
Proctocolectomy (7) 
Colectomy (3) 

Miles operation 136 
Anterior resection 50 
Sigmoidostomy 35 
Hartmann procedure 10 

Others 16 
Palliative prox. colostomy 
(various) (8) 
Proctocolectomy (4) 
Local excision (3) 
Laparotomy & biopsy (l) 

5 5 
3 4 
3 6 
2 12 
2 13 
1 20 

3 
4 
9 

10 
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cent of the complications were in association with rectal 
surgery, compared with 16 per cent and 20 per cent for 
right and left surgery of the hemicolon, respectively. The  
complications associated with rectal surgery, however, 
were mostly not serious, and the serious complications of 
elective surgery were quite evenly distributed between the 
colon and rectum. The  circulorespiratory complications 
resulted in 13 operative deaths and anastomotic leakage 
in five deaths after elective surgery. The  incidence of 
anastomosis leakage was 4.9 per cent and 18.5 per cent in 
all and in the emergency operations, respectively. The  
mortal i ty rate for anastomotic leakage was 41 per cent. 
Stress ulcers and postoperative pancreatitis resulted in a 
very poor  prognosis. The  wound infection rate for 
colonic cancer was 8.2 per cent, compared with 11.4 per 
cent for rectal cancer for the abdominal  wounds and 32.9 
per cent for the perineal wounds (Table 4). The  most  
frequent surgical procedure (resection and anastomosis) 
had an operative mortality of less than 6 per cent. Pallia- 
tive operations had the highest operative mortality fig- 
ures (Table 5). The  overall operative mortality rate in 
elective operations was 4.7 per cent. The  corresponding 
figure for the series was 6.5 per cent. The  resectability rate 
for the series was 83.1 per cent. 

Of the operative deaths (43 patients), 17 died after 
emergency operations and 26 after elective operations. 
The  mean age of these patients was 70.5 years and only 
four patients (9.3 per cent) were younger than the mean 
age for the series. Of those who were more than 80 years 
old, 10 died within 30 days, signifying a 36 per cent 
operative mortality rate in this age group. Patients dying 
postoperatively did not differ from the rest of the series 
with regard to Dukes' classification, indicating that the 
extent of the disease correlated less with operative mortal- 
ity than with older patients'  concomitant  diseases and 
their general vulnerability to surgery. 

Table 6 shows that patients with cancers in the splenic 
flexure had the lowest survival rate, the highest operative 
mortal i ty rate, and the highest rate of emergency opera- 
tions. The  last feature was statistically significantly high 
(p < 0.05). 

Table  7 presents the colonic and rectal cancer data for 
the first and last five-year periods. Only in the operative 
mortali ty of rectal cancers is a negative development 
noticed. 

There  were 109 (16.6 per cent) patients, 67 colonic, and  
42 rectal cancer patients, who were given either chemo- 
therapy, radiation, or immunotherapy  separately or in 
combination,  mainly as palliative treatment postopera- 
tively. Six of 77 Dukes'  stage D patients, who were treated 
with postoperative therapy, survived five years, whereas 
only one of the stage D patients who had no postoperative 
therapy survived (181 patients) (Table 8). Twenty-five of 
the patients who were given postoperative treatment (9 

TABLE 6. Five-year Survival, Operative Mortality, and Incidence of 
Emergency Operations in Different Regions oJ the Large 

Bowel in the Colorectal Cancer Series 

Incidence of 
5-Year Operative Emergency 

Survival, Mortality Operations 
Per Cent Per Cent Per Cent 

Caecum 41 6.8 17.8 
Ascending colon 56 6.7 2.2 
Hepatic flexure 33 5.6 22.2 
Transverse colon 46 9.8 24.4 
Splenic flexure 29 16.7 41.7+ 

Descending colon 40 12.5 30.0++ 
Sigmoid colon 39 4.7 22.8 
Rectal cancer: 

11-15 cm 38 7.2 7.2 
7-11 cm 42 5.7 8.0 
0- 7 cm 41 3.6 2.7 

mean 40.5 6.5 15.5 

+ p <  0.01; ++ p <  0.05 

Dukes'  B, 12 Dukes'  C, and 4 Dukes' D patients) fulfilled 
the criteria for postoperative adjuvant  therapy and had a 
five-year survival rate of 48 per cent which is slightly 
better than the 44 per cent survival rate calculated for 
patients in the same stage but  without  any postoperative 
treatment. Although such comparison between the groups 
is not vigorous because the therapy groups were not 
randomized, it gives some information on the correlation. 

Discussion 

In contrast with the rather constant five-year survival 
rates for colorectal cancer patients in many  countries 
dur ing the last two decades, a continued improving trend 
has been noticed in Finland, where results are now com- 
parable with those reported in large series from abroad. 10 
This  favorable development is a consequence of earlier 
detection of disease, as also reflected in the decreasing 
frequency of palliative surgery. 

The  crude five-year survival rate for both the colonic 
and rectal cancers, especially in the last five-year period 
(1971 to 1975), shows improved figures compared with 
those previously reported from Finland. 11-13 

The  overall crude five-year survival rate for our whole 
series, 40.5 per cent, is comparable with figures ranging 
from 37 to 44 per cent reported elsewhere previously. 14-18 

The  survival rate for patients under 50 years of age was 
considerably better in our study than the rate for patients 
over 50 years old. The  same has also been reported 
recently by others)  9 The  difference between these two age 
groups was especially significant when operative mortal- 
ity was used as the index. 

T w o  out  of five patients had a major  or minor  compli-  
cation. Major complications accounted for one-quarter of 
all complications,  and of these almost  half were fatal. 
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TABLE 7. Operative Mortality (Total and in Elective Operations), Resectability, Number of Palliative Surgery (Dukes" C + D), and Five-~ear 
Survival Rate in Colonic and Rectal Cancer for Patients Presenting in the Periods 1966-1970 and 1971-1975 

Colonic Cancer Rectal Cancer 

1966-1970 1971-1975 1966-1970 1971-1975 
(173 Patients) (217 Patients) (99 Patients) (168 Patients) 

Operative mortality (total) 
Operative mortality (in elective operations) 
Resectability 
Number subjected to palliative surgery 
(Dukes' C + D) 

5-year survival rate 

7.4 7.4 4.0 6.2 
5.7 2.7 2.9 5.1 

81.9 86.7 75.2 84.4 
63.0 48.0 63.0 41.0 

35.0 46.0 33.0 42.0 

Rectal  surgery was respons ib le  for the m a j o r i t y  of a l l  
c o m p l i c a t i o n s ,  b u t  they were no t  serious,  in  the m a i n ,  
a n d  d id  no t  lead to mor ta l i ty .  T h e  serious c o m p l i c a t i o n s  
were qu i t e  evenly d iv ided  between co lon  a n d  rectum.  T h e  
per inea l  infec t ion  rate after rectal excis ion was especial ly  
h igh  c o m p a r e d  to that  p rev ious ly  repor ted ,  2~ bu t  the rate 
of a b d o m i n a l  w o u n d  infect ions  was c o m p a r a b l e  wi th  
p rev ious  reports.15, 21 Resp i ra to ry  and  card iac  compl i ca -  
t ions were the mos t  f requent  of the m a j o r  ones,  w h i c h  
para l l e l s  p rev ious  reports .  15'21 T h e  inc idence  of anas to-  
mo t i c  leakage  in  ou r  series a n d  in  the emergency  opera-  
t ions  was very m u c h  the same as r epor ted  prev ious ly ,  
l ikewise  was the very h i g h  mor t a l i t y  rate associa ted  wi th  
this c o m p l i c a t i o n  stated previously.15, zl 

T h e  f igures for opera t ive  mor t a l i t y  in  o u r  co lon ic  a n d  
rectal  cancer  da ta  were worse than  those repor ted  pre-  
v ious ly  f rom F i n l a n d .  I t  m u s t  be remembered ,  however ,  
that  p rev ious ly  repor ted  figures are for cura t ive  surgery 
on ly  as c o m p a r e d  w i th  the overal l  f igures in  ou r  
study. 11,13,z2 T h e  opera t ive  mor t a l i t y  rate depends  clear ly 
on  age, b e i n g  on ly  1.8 pe r  cent  of those u n d e r  50 years of 
age a n d  inc reas ing  to 36 per  cent  of those over 80 years. 

T h e  inc idence  of m u l t i p l e  colorecta l  cancers  in  ou r  
series is loca ted  be tween  the incidences  of 2 a n d  6.5 pe r  
cent  r epor ted  in  large series.Z~ ,~4 T h e  crude five-year survi- 
val rate of pa t ien t s  wi th  m u l t i p l e  cancers was bet ter  than  
that  of the ent ire  series and  agrees wi th  that  repor ted  
p rev ious ly  by  C o p e l a n d  et al. 25 T h e  c o r r e s p o n d i n g  f igure  
for m e t a c h r o n o u s  m u l t i p l e  cancers was 70 per  cent, 

wh ich  is s t i l l  cons iderab ly  h igher ,  a n d  m i g h t  reflect an  
effective fo l l ow-up  system. 

T h e  inc idence  of neop las t i c  b e n i g n  po lyps  associated 
wi th  s ingle  cancers  was m u c h  less than  that  repor ted ,  bu t  
m a y  be e x p l a i n e d  by the low inc idence  of p o l y p s  f o u n d  
a m o n g  p o p u l a t i o n s  wi th  low risk of colorectal  cancer.  1~ 
Colorec ta l  cancer  pa t ien ts  wi th  associated neop las t i c  po l -  
yps  be at  a h i g h e r  r isk for fu ture  m e t a c h r o n o u s  cancers,  
a n d  s h o u l d  be fo l lowed  u p  more  careful ly ,  z6 A more  
aggressive a t t i tude  to these precancerous  lesions in  cancer  
p r even t ion  w h i c h  m a y  decrease colorectal  cancer  inci -  
dence in  the future.  27,28 

T h e  five-year survival  rates for cancers o r i g i n a t i n g  
f rom ulcera t ive  col i t is  a n d  inhe r i t ed  in tes t ina l  p o l y p o s i s  
were better  t han  those of the w h o l e  series, thus  d i f fer ing  
f rom previous  reports  as far as coli t is  is concerned.29, 3~ 
T h i s  bet ter  p rognos i s  m i g h t  be exp l a ined  by the re la t ively 
early detect ion of the disease, a l t h o u g h  cancer  was the 
first s ign  of i nhe r i t ed  po lyposes  for al l  of the n ine  
pat ients .  T o  be ab le  to pe r fo rm  p r o p h y l a c t i c  surgery  in  
these g roups  requi res  great  need of interest  a n d  resources 
in  the f o l l o w - u p  of i n f l a m m a t o r y  bowel  disease a n d  the 
fami ly  studies of inher i t ed  colorecta l  diseases to have 
cancer d i agnosed  a n d  opera ted  u p o n  even earlier. 

Pa t ien ts  wi th  a cancer  f ami ly  syndrome  lack w a r n i n g  
s ignals  such as p o l y p s  in  inher i t ed  po lypos i s  a n d  are thus  
more  di f f icul t  to recognize.  Colorecta l  cancer  in  p rev ious  
genera t ions  s h o u l d  lead the su rgeon  to decide o n  p r o p h y -  
lactic co lec tomy or  proc tocolec tomy,  wh ich  w o u l d  facili-  

TABLE 8. Site of Cancer, Type of Operation, Postoperative Therapy, and Survival Time of Dukes" Stage D Patients Surviving at Least Five Years 

Site of 
Sex Age Tumor Dissemination Operative treatment Postoperative treatment Survival 

F 63 Cecum Solit. liver metast. Right hemicolectomy, wedge Immunotherapy ) 10 years 
res. of liver metast. 

M 47 Cecum Bladder metast. Right hemicolectomy, bladder Immunothempy Died at 6 yrs 6 mo 
res. 

F 63 Splenic Spleen g: tail of pancreas Left hemicolectomy, splenect., - -  Died at 5 yrs 10 mo 
flexure res. of tail of pancreas 

M 56 Sigmoid Solitary liver metast. Sigmoid. Resection, wedge 5-Fluorouracil (5-FU) Died at 5 yrs 1 mo 
res. of liver 

M 63 Rectal Fixed tumor in pelvis Biopsy & sigmoidostomy Radiation & 5-FU ) 10 yrs 
M 66 Rectal Prostatic infiltration Miles operation, res. of prostate Radiation & 5-FU Died at 5 yrs 2 mo 
M 75 Rectal Liver metast. Miles operation 5-FU Died at 5 yrs 8 mo 
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ra te  t he  f o l l o w - u p  a n d  l e s sen  t h e  fear  of  t he  r e l a t i v e l y  

f r e q u e n t  t e n d e n c y  of  m e t a c h r o n o u s  cancers .  3x 

P a t i e n t s  w i t h  c e r t a i n  m a l i g n a n c i e s  a re  k n o w n  to  h a v e  

s o m e  p r e d i s p o s i t i o n  to c o l o r e c t a l  cance r .  32 T h o s e  f e m a l e  

p a t i e n t s  i n  o u r  series h a v i n g  p r i o r  e n d o m e t r i a l  o r  b r e a s t  

c a n c e r s  a n d  d e v e l o p i n g  c o l o r e c t a l  c a n c e r  h a d  a f ive -year  

s u r v i v a l  r a t e  of  30 p e r  cen t ,  i n d i c a t i n g  a n e e d  for  r o u t i n e  

c o l o r e c t a l  c a n c e r  s c r e e n i n g  a m o n g  f e m a l e  p a t i e n t s  w i t h  

these  m a l i g n a n c i e s .  

I n  a r e c e n t  r e p o r t  i t  w as  f o u n d  b e n e f i c i a l  to  sc reen  

h i g h - r i s k  p a t i e n t s ,  s ince  c a n c e r s  were  de t ec t ed  ea r l i e r  a n d  

t h e  s u r v i v a l  f i gu re s  were  be t te r ,  s3 

T h e r e  w a s  a 2.7 p e r  c e n t  c r u d e  f ive-year  s u r v i v a l  r a t e  for  

p a t i e n t s  w i t h  s t age  D c a n c e r s  i n  o u r  series,  w h i c h  is less 

t h a n  t he  5.0 p e r  c e n t  a n d  7.0 p e r  c e n t  r e p o r t e d ,  b u t  m o r e  

t h a n  i n  m a n y  l a r g e  ser ies  h a v i n g  n o  s u r v i v o r s  i n  s t age  

D. a8,~4,35 M o s t  of  t he  s t age  D s u r v i v o r s  i n  o u r  ser ies  h a d  

p o s t o p e r a t i v e  t h e r a p y ,  s h o w i n g  s o m e  e v i d e n c e  of  t he  

p o s t u l a t i o n  of  i m p r o v e d  s u r v i v a l  a f te r  a d v a n c e d  s u r g e r y  

c o m b i n e d  w i t h  p o s t o p e r a t i v e  a d j u v a n t  t h e r a p y .  36-39 T h o s e  

few p a t i e n t s  i n  o u r  ser ies  w h o  were  g i v e n  p o s t o p e r a t i v e  

a d j u v a n t  t h e r a p y  h a d  a s l i g h t l y  h i g h e r  f ive -yea r  s u r v i v a l  

r a t e  t h a n  t h o s e  i n  t he  s a m e  s t a g e  b u t  w i t h o u t  s u c h  t rea t -  

m e n t .  T h e  ro l e  of  p o s t o p e r a t i v e  adj  u v a n t  t h e r a p y  i n  o r d e r  

to  i m p r o v e  p a t i e n t  p r o g n o s i s  is s t i l l  c o n t r o v e r s i a l  a n d  

n e e d s  f u r t h e r  c o n t r o l l e d  m u l t i c e n t e r  t r ia l s  to  fu l l y  assess 

i ts benef i t s .  

F u r t h e r  i m p r o v e m e n t  i n  t h e  p r o g n o s i s  of  c o l o r e c t a l  

c a n c e r  p a t i e n t s  i n  t he  f u t u r e  p r e s u p p o s e s  new,  m o r e  accu -  

r a t e  m e t h o d s  for  ea r ly  d e t e c t i o n  of  cancer ,  a s t r ic t  su rve i l -  

l a n c e  o f  h i g h - r i s k  p a t i e n t s ,  a n d  a d e q u a t e  a p p l i -  

c a t i o n  of  p o s t o p e r a t i v e  t r e a t m e n t .  
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