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The results of  palliative operative management of 338 patients 
with rectal carcinoma managed by one of  the authors are pre- 
sented. Postoperative mortality was higher for patients undergo- 
ing palliative resection (11.7 per cent) than colostomy bypass (5.3 
per cent)  or d iagnost ic  laparotomy (6.8 per cent) .  Cancer  
specific survival fol lowing palliative resection was significantly 
(P < 0.001) longer than that fol lowing colostomy bypass or diag- 
nostic laparotomy for tumor Stages D~ (local visceral involvement ) 
a n d  I )  2 (distant metastases). However, in patients with liver or 
peritoneal metastases alone, cancer specific survival did not dif- 
fer significantly after the operations of  resection or colostomy 
bypass. The failure to demonstrate improved survival after resec- 
tion of  the primary tumor in these latter two groups with distant 
metastases indicates the dominant role of  volume of  tumor tiss ue 
present in these situations. The results suggest that longer sur- 
vival fo l lowing palliative resection reflects a bias of  patient 
select ion towards more favorable cases. [Key Words: Rectal 
carcinoma; palliative operative management] 
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that  exis ted fol lowing var ious  palliative ope ra t i ve  
p r o c e d u r e s  in gas t ro in tes t ina l  cance r  became  less 
p rono  u need. 

Most repor ts  favor,  where  possible, palliati'/'e resec- 
t ion in advanced rectal carc inoma,  a-6 This  r e p o r t  re- 
views the exper ience  o f  one of  the authors  (E.S.R.H.) 
with three opera t ive  p rocedures  (palliative resection, 
coh)stomy bypass, and diagnostic l apa ro tomy)  in ad- 
vanced  rectal ca rc inoma.  F r o m  this review, an at- 
t empt  is made to def ine  fu r the r  the role o f  palliative 
resection. 

RECTAL CARCINOMA is advanced (incurable by resec- 
tion) in approximately one third o f  patients at pres- 
entat ion.  Palliative t r ea tmen t  is all that can be of- 
fe red  this group.  Twen t y  pe t  cent of  resected cases of  
rectal carc inoma in our  own series]  as weil as that  at 
St. Mark's  Hospital ,  London,  '~ were palliative. Pallia- 
tive resection is def ined as one in which macroscopic  
t u m o r  remains  at complet ion o f  the opera t ion .  

The  aim o f  palliative surgery in rectal ca rc inoma is 
to relieve symptoms,  to p reven t  obstruct ion,  and to 
improve  the pat ient ' s  well-being. In assessing the 
value of  palliative operat ions,  one must consider  two 
a d d i t i o n a l  f ac to r s :  p o s t o p e r a t i v e  m o r t a l i t y  a n d  
cancer-specific survival. 

C o m p a r i s o n s  be tween  palliative surgical  p roce-  
dures  d e m a n d  some a t tempt  at patient  stratification 
based on the extent  of  t u m o r  dissemination,  so that 
similar pat ient  groups  can be identified. Using this 
method,  Ja f fe  et al. a r epor t ed  that survival d i f ferences  
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M e t h o d s  

Between 1950-78,  a total of  19_28 patients  were 
m a n a g e d  for a single ca rc inoma of  the rec tum.  T h e  
u p p e r  extent  o f  the rec tum was def ined  as being at 18 
cm f rom tile anal verge as m e a s u r e d  at s igmoido-  
scopy. T h e r e  were 676 men  (mean  age 61 + 11 }.ears) 
and 559_ women (mean age 60 • 13 ;,'ears). Patients 
who had a solitary liver metastasis that was resected 
with  c u r a t i v e  i n t e n t i o n  w e r e  e x c l u d e d  f r o m  
considerat ion.  

T h r e e  operat ive  p rocedures  were p e r f o r m e d :  re- 
section (239 patients), colostomy bypass (61 patients),  
and  diagnostic l apa ro tomy  (38 patients), T h e r e  was 
no significant clifference in pat ient  age distr ibution 
a m o n g  these opera t ive  groups .  In  part icular ,  there  
was no bias towards  a y o u n g e r  age for patients un- 
de rgo ing  resection than  o the r  p rocedures .  

Postoperat ive  deaths were def ined  as those occur- 
r ing within three  months  f rom complicat ions of  the 
opera t ion .  Deaths occurr ing  within this per iod  but 
not  related to pos topera t ive  complicat ions or  inter-  
c u r r e n t  d i sease  were  d e f i n e d  as c a n c e r - s p e c i f i c  
deaths.  
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All patients were prospectively registered,and clin- 
ical and pathologic data were classified. Cancer- 
specific survival t was analyzed according to the 
method of Kaplan and Meier. ~ Differences hetween 
survival curves for each operative procedure and for 
operative procedures performed within the groups 
tumor  Stage D~ (local visceral involvement) and 
tumor Stage D._, (diStant metastases) were evaluated 
statistically by the generalized Wilcoxon test accord- 
ing to Gehan) 

Detailed foll0w-up data were available on all 338 
patients undergoing palliative surgery for advanced 
rectal Carcinoma. 

Resul t s  

The postoperative mortality in this series was 
higher for patients undergoing palliative resection 
than that for diagnostic laparotomy o r  colostomy 
bypass (Table 1). 

The five-year cancer-specific survival t0r patients 
undergoing palliative operations in advanced rectal 
carcinoma was 4.5 per cent with a median survival of 
ten months. 

Comparisons of the cancer specific survival for the 
three operative procedures revealed significantly (P 
< 0.001) longer survival for patients undergoing pal- 
liative resection than that for either colostomv bypass 
or diagnostic laparotomy (Fig. 1). 

With tumor Stages D, (Fig. 2) and I)2 (Fig. 3), survi- 
val was significantly better for patients treated by re- 
section than nonresection. 

When patients with liver metastases as the sole evi- 
dence of tumor dissemination were considered, there 
was no significant difference in cancer-specific survi- 
val after palliative resection or colostomy bypass (me- 
dian survival 13 and 10 months, respectively). How- 
ever, cancer-specific survival following diagnostic 
laparotomy was significantly worse when compared 
with palliative resection (P < 0.001) or colostomv 
bypass (P < 0.002), with a median survival of three 
months. 

Comparisons of the cancer specific survival for the 
three operative procedures revealed significantly (P 

"I'.*BLV 1. Operative Mortality FoEvwing 
Palliattve Surgical Procedures in Re( t.al Ca.m:er 

Number  

Operative Mortalit? 

Number  Per Cent 

Resection 239 28 11.7 
Colostomy bypass 61 3 4.9 
Diagnostic laparotomy 38 2 5.3 
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Fro. I. C.ancel specific survival was signil'icant]} better after 
resection then either cOlostom? bypass or  laparotomy. 

FAI  L O P E R A T I O N  

18a �9 R E S E C T I O N  (1) 

36 �9 L A P A R O T O M Y  (I I) 

51 -}- B Y P A S S  (III) 

I vS I I  P = O-001 

I vs  I II P = 0"001 

.70 

- 6 0  
z 
c, 
C-- 
~.~ 
o ee" 
n 4 0  

, 3 0  

. 2 0  

"10 

�9 OO - 

T O T A L  F A I L  

5 5  4 7  
18 17 

P 

S T A G E  D1 

�9 R E S E C T E O  
�9 NONRE Ss  

= 0 , 0 0 6  

o ,'~ 2', ~ 2. go ,'2 .', ,'~ 
M O N T H S  

FIG. 2, Cancer specif icsurvival  was sigrfificlantly better in pa- 
tients t reated by resection, compared  �9 with nonresect ion in tumor  
Stage D, (local visceral involvement).  



Dis. Col. & RccL 
6 0 8  . JOHNSON,  EIT" AL. x~,,, Dec. ~'~al 

- 8 0 -  

�9 7 0  - 

. 6 0  ~ 
z 
o 
I.-- 

o 
tit 
~'- �9 4 0  

-30 

- 2 0  

�9 10  

TOTAL FAIL STAGE D2 

}21 H5 , RESECTED 

5B 57 NON RESECTED 

P = 0.0ol 

- 0 ~  . . . . .  ~ l t i " *  ~ ~ - -  I 

MONTHS 

Fm 3. ( ' ancer  specific survival was significantly better  in pa- 
tients treated by resection c o m p a r e d  with nonresec t ion  in t u m o r  
Stage D.: (distant metastasis'). 

1.00 

.9t3. 

-70 

.60 
Z 
O 
b- 

~.so 
o- 
o 
e~ 

o.._ . 4 0  

. 30  

20 

L I V E R  I N V O L V E M E N T  

TOTAL FAIL 
12 12 | SOLITARY I 

6 6 �9 ONELOBE MULTIPLE II 

33 32 * BOTH LOBES I11 

I vs  I t  P : -  0 . 0 0 9  

I vs III P _- 0-00] 

' t0 

eO 
0 12 

1 - - -2  
24 36 418 ~0 72 814 96 

MONTHS 

Ftc  4 .  Cancer  specific survival was significantly better in patients 
with solitary, liver metastasis compared  with pat ients  with muhiph:- 
metas tases  o f  one  o r  bc, th lobes. 

< 0.001) longer survival for patients undergoing  pal- 
liative resection than that for either colostomy bypass 
or diagnostic laparotomy (F'ig. l). 

With tumor Stages D ~ (Fig. 2) and D2 (Fig. 3), survi- 
val was sig,aificantly better for patients treated by re- 
section than nonresection. 

When patients with liver metastases as the sole evi- 
dence of  tuntor dissemination were considered, there 
was no significant difference in cancer-specific survi- 
val after palliative resection or colostomy bypass (me- 
dian survival 13 and 10 months,  respectively). How- 
ever, cancer-specific survival following diagnostic 
laparotomy was signKican~ly worse when compared  
wilh palliative resection (P < 0.001) or colostomy 
bypass (P < (}.002), with a median snrvival of  three 
t n o r l  t h s .  

Patients with solitary liver metastasis had a signifi- 
cantly longer cancer-specific survival than those pa- 
tients with either multiple metastases of  one lobe or 
both lobes (Table 2; Fig. 4). 

T h e r e  was no significant d i f fe rence  in cancer- 
specific survival between operative procedures when 
per i toneal  involvement  was the  only evidence of  
tunaor dissemination (Table 3). 

D i s c u s s i o n  

The postoperative mortality for palliative resection 
(11.7 per cent) was higher  than that previously re- 
ported in this series for curative resection (5.3 per 
cent), ~ despite no significant difference in the mean 
age of  the patients�9 A higher  postoperative mortality 

"['aaLE 2. Median S',,m,ival Follmc2ng Re.section of Recta! Cancer 
Based on Exte'7:t qfl Liver Involvement 

N u m b e r  o f  
Patients 

. . . . . . . . . . . . . . .  Median  
N u m b e r  Survival 

Tota l  Resected (months)  

Solitar? Metastasis 12 12 18 
Multiple,  one  lobe 6 6 7 
Multiple.  bo th  lobes 33 27 8 

TABLE 3. Medi~7t Survival Foliou'ir~g Surge~t 
in the Presen.ce of Peri;oneag Metastaaes alone 

N u m b e r  o f  
Patients 

SL1 r~r i ~,al Median 
(months)  

Resection 1 7 9 
Colostomy bypass 3 6 
Diagnostic laparo tomy 5 7 
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a f t e r  pa l l i a t i ve  r e s e c t i o n  has  b e e n  p r e v i o t t s l y  re -  
p o r t e d 2 - "  B o r d o s  et aI., 6 howeve r ,  r e p o r t e d  no s ignif-  
icant  d i f f e r e n c e s  in p o s t o p e r a t i v e  m o r t a l i t y  fo l l owing  
pa l l ia t ive  o r  c u r a t i v e  a b d o m i n o p e r i n e a l  r e sec t ion  for  
rec ta l  c a r c i n o n l a ,  a n d  T a k a k i  et al. ~ r e p o r t e d  a post -  
o p e r a t i v e  m o r t a l i t y  fo r  pa l l ia t ive  r e sec t ion  o f  6.4 p e r  
cent ,  close to tha t  o f  4 p e r  cen t  for  c u r a t i v e  resec t ion .  

' l ' h e  p o s t o p e r a t i v e  inor ta l i ty  a f t e r  pa l l ia t ive  resec-  
t ion was h i g h e r  t h a n  tha t  for  pa t i en t s  u n d e r g o i n g  
c o l o s t o m y  b y p a s s  (5 .5  p e r  c e n t )  o r  d i a g n o s t i c  
l a p a r o t o m y  (6.8 p e r  cent) .  Th i s  was no t  the  e x p e r i -  
ence  o f  Welch  a n d  D o n a l d s o n  ~ n o r  o f  Bacon  a n d  
M a r t i n  4 who  r e p o r t e d  a h i g h e r  p o s t o p e r a t i v e  m o r t a l -  
itv v~hen the  p r i m a r y  t u m o r  was no t  o r  c o u l d  no t  be 
resec ted .  

In  the  p r e s e n t  ser ies  for  t u m o r  Stages  Dt a n d  D2, 

cance r - spec i f i c  surv iva l  was be t t e r  fo l lowing  pa l l ia t ive  
r e sec t ion  t han  e i t h e r  c o l o s t o m y  bypass  o r  d i agnos t i c  
l a p a r o t o m y .  

W h e n  l iver  ine tas tases  were  p r e s e n t  as the on ly  evi- 
d e n c e  o f  t u m o r  d i s s e m i n a t i o n ,  t h e r e  was no s ignif i -  
can t  d i f f e r e n c e  in cance r - spec i f i c  surv iva l  b e t w e e n  re-  
sec t ion  o r  co ]os tomy  bypass ,  a f i n d i n g  s imi l a r  to that  
o f  F i s c h e r m a n  el al. t" In  this  c i r c u m s t a n c e ,  the  pr i -  
m a r y  t u m o r  was o f  less s ign i f i cance  t h a n  the hepa t i c  
metas tas i s  in d e t e r m i n i n g  survival ,  a fact s u p p o r t e d  
by the f i n d i n g  tha t  in this g r o u p  the  p a t i e n t s  h a v i n g  
d i a gnos t i c  l a p a r o t o m y  d i d  s ign i f i can t ly  worse.  

T h e r e  was no s ign i f i can t  d i f f e r e n c e  in surv iva l  f o r  
l owing  the  t h r e e  types  o f  pa l l ia t ive  su rg ica l  p roce -  
d u r e s  w h e n  p e r i t o n e a l  me t a s t a se s  were  p r e s e n t  as the  
on ly  e v i d e n c e  o f  t u m o r  d i s s e m i n a t i o n .  

Pa t ien t s  with so l i t a ry  l iver  metas tas i s  h a d  a s ignif i -  
can t ly  I o n g e r  surv iva l  p e r i o d  than  those  with i nu l t i p l e  
l iver  me tas t a ses  i r r e spec t ive  o f  the  o p e r a t i v e  p roce-  
d t t re .  T h e r e  was no  d i f f e r e n c e  in cance r - spec i f i c  sur-  
vival a m o n g  pa t i en t s  with m u l t i p l e  me tas t a ses  o f  one  
lobe  o r  b o t h  lobes  o f  the  l iver ,  a f i n d i n g  at  v a r i a n c e  
with W o o d  et al. ta who  r e p o r t e d  l o n g e r  surv iva l  when  
m u l t i p l e  l iver  me ta s t a se s  were  c o n f i n e d  to one  lobe.  

In  c o n s i d e r i n g  e i t h e r  p e r i t o n e a l  metas tas is  o r  l iver  
me tas tas i s  a lone ,  f a i lu re  to d e m o n s t r a t e  an  a d v a n t a g e  
a f t e r  r e s e c t i o n  o f  the  p r i m a r y  t u m o r  st~ggests the  
d o m i n a n t  ro le  o f  v o l u m e  o f  t u m o r  t issue p r e s e n t  in 

t h e s e  s i t u a t i o n s .  T h i s  f a c t o r  was p r e v i o u s l y  e m -  
p h a s i z e d  by J a f f e  et al. a 

"1-'he p r e s e n t  ser ies  shows  tha t  pa l l i a t ive  r e sec t ion ,  
w h e r e  poss ib le ,  is t he  p r o c e d u r e  o f  c h o i c e  in a d -  
vanced  rec ta!  c a r c i n o m a  H o w e v e r ,  the  e x p e r i e n c e  
a lso  s u g g e s t s  it is t he  m o r e  f a v o r a b l e  ca ses  t h a t  
t t n d e r g o  pa l l i a t ive  r e sec t ion .  A po in t  is r e a c h e d ,  in-  
d e p e n d e n t  o f  the  p r i m a r y  cance r ,  bu t  r e l a t e d  to the  
total  v o l u m e  o f  t u m o r  t i ssue  p l e s e n t ,  w h e n  the  surv i -  
val a d v a n t a g e  o f  pa l l i a t ive  r e sec t i on  ceases  to exist .  
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