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Treatment of Locally Recurrent
Rectal Cancer : LRRC

Relapsed tumor growth within the pelvis.
3-33% of patients develop LR.

Half of the patients will have isolated LR without
distant metastasis.

* Without treatment, medium survival time is 3- 8

months and is associated with severe symptoms.
® Unresectable LR
> Palliative resection is inappropriate.
» Chemoradiation is the only option available.
Wong et al. Int Jradiat Oncol Bio Phy 1998;40:427

* Resectable LR
> Surgical resection offers the only potential for cure.
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Locally Recurrent Rectal Cancer

Not-fixed Recurrent Tumors

® anastomotic recurrence or lymph node recurrence

® Curative resection can be achieved more often with limited
surgery.

® The outcomes are relatively favorable.

Challengeis the surgical treatment of
fixed recurrent tumor (FRT) which form a
large percentage of LR.
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Pattern of Growth in The Pelvis (II)

® Pelvic recurrence
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* Invades the urogenital organs EEe

» lateral
> Lateral

* Invades the pelvic wall

» Dorsal
* Invades the pelvic wall
forms FRT from its early stage.
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Anatomic Involvement and Percent Ro
Resection

» When the recurrent tumor involved the pelvic
sidewall on CT and/or MRI

¢ Ro resection

Mooreet al. DCR 2004;22: 1599
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Extent of Fixed Recurrent Tumor

It is impossible to perform
complete resection of LR with
adequate surgical margin
using conventional surgery.
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Resectable Local Recurrence

® To achieve en-bloc resection with negative margin.
® Radicality

> Ro resection means free margins.

> Ru1 : microscopically involved margins.

> R2 : macroscopically involved margins.

= FSEVETREY ¢ FZ[ RO en-bloc resection

Outcomes after extended surgery

Morbidity Mortality 5YSR Re-local
year number (%) (%) (%) (%)

Wanebo 99 53 8 31 49
Yamada ‘o1 60 60 2.4 18

Moriya ‘04 57 58 1.3

Dresen* ’o8 147 59 12 31 32

* All patients received multimodality therapy;,
including IORT and re-irradiation.
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Total Pelvic Exenteration with Distal
Sacrectomy : TPES

Moriyaet all. Dis Colon Rectum 2004;47:2047

Moriyaet al. Surg Oncol Clin N Am 2005;14:225
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Combined resection Avoidance of nerve
of IIV for lateral injury during
node dissection sacrectomy

conduct sacrectomy-at
inferior margin of Sz

Mis-recognition of sacral nerves can be prevented by
checking up rubber loop
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Perineal Resection
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Distal Sacrectomy
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Patient Selection of TPES

« The tumor should be solitary and localized.

* No distant metastasis except for resectable hepatic
metastasis

 And contra-indication are as follows;
« Extensive pelvic wall involvement

* sciatic notch
» sacral promontory
» external iliac vessels
Bilateral ureteric obstruction
Periaortic lymph node metastases
Pain spreading down to the lower extremity

Poorly differentiated or signet ring cell
carcinoma
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In surgical treatment, surgeon-related factors are crucial.
Surgery remains the optimum treatment, if this can be
achieved with acceptable QOL.

Although even after extended surgery,
we nevertheless pursue an aggressive policy of surgery,
because this is their only viable option for cure.
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TPES Multi-Modality Treatment
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Predictive Factors for Ro Resection (I)

® Increased the probability of Ro
> Younger age
> Female gender

» Previous sphincter preserving surgery

» Primary surgery at an outside institution

> Site of tumor: anterior involvement

> Re-irradiation

® Decreased probability of Ro
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Predictive Factors for Ro Resection (IT)

® Increased probability of Ro
® Decreased the probability of Ro

> Pain

> Increasing number of sites of fixation
> Tumor proximity to the pelvic sidewall
> Previous APR

» Advanced stage of the primary tumor
> hydronephrosis

» Low surgical volume

» Elevated CEA
» Male gender
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Imaging Diagnosis before Surgery

® Rule out distant metastases

® In the case of suspected disease, attempt to distinguish
between fibrosis and recurrent tumor
® Imaging
» Anatomical imaging

* CT: Most used mode
* MRI: produce more detailed anatomical pictures

» Functional imaging: PET/CT
» todistinguish between scar and tumor
* detect distant metastasis undiscovered by CT.
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