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MEDICAL PRACTICE

Clinical Problems

Curative and Palliative Surgery in Advanced Carcinoma of

the Large Bowel*

HAROLD ELLIS

British Medical Journal, 1971, 3, 291-293

Carcinoma of the large bowel is the second commonest killing
cancer in the United Kingdom and accounts for some 14,000
deaths annually; probably, therefore, most clinicians will see
many examples of patients at an advanced and often apparently
hopeless stage of this disease. Many such cases are unfortun-
ately, indeed beyond any help, and others may obtain some
relief from cytotoxic therapy or radiotherapy; but there is a
third category where worth-while palliative surgery can be
carried out or even “curative” resection performed. This third
category is considered here.

The patients fall into three groups: those with extensive local
disease; those with distant metastases, particularly in the liver;
and those who have developed apparent recurrence of the
disease after previous successful resection.

Advanced Local Disease

An important question that faces a surgeon dealing with cancer
at laparotomy is What constitutes inoperability? Frequently in-
vasion of adjacent structures vitiates curative surgery, but
this general rule meets its most frequent exceptions in tumours
of the large bowel, where resection of the growth itself together
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with involved abdominal wall, bladder, small intestine, stomach,
or female genitalia may give long-term survival. El-Domeiri and
Whiteley,! for example, quoted the cases of 10 patients under-
going right hemicolectomy for carcinoma of the caecum in
which adjacent infiltrated anterior abdominal wall required re-
section; at the time of their report seven patients were still
alive, five of them having survived five years. Van Prohaska
and his colleagues? reviewed 225 patients undergoing resection
of the large bowel; 21 (9%) of these required resection of one
or more adjacent structures. In these 21 patients there was only
one operative death. Fourteen survived for between 2 and 13
years, of whom nine survived for more than five years.

We have now operated on five patients with carcinoma of
the right colon invading the duodenum; in two a coloduodenal
fistula was present, in one patient the right kidney was also
involved and required nephrectomy, and in another the anterior
abdominal wall and a loop of small intestine were also invaded
and were resected. All underwent successful resection and at
the time of writing four were still alive, one having survived
four years without sign of recurrence.

Cooke3 pointed out that fixation and apparent inoperability
of a large-bowel tumour may be due entirely to inflammatory
adhesions to adjacent viscera, which may settle down after a
preliminary colostomy, allowing a subsequent curative resec-
tion. It is interesting that Jensen and his colleagues,? in a study
of 60 patients requiring removal of adjacent structures in the
course of resection of colonic neoplasms, found that 23 had
only inflammatory adhesions, and 13 of these patients were
alive five years later; the remaining 37 patients were con-
firmed to have malignant invasion of the adjacent tissues, and
only five of these survived for five years.

Obviously, therefore, the surgeon must not abandon too
readily the possibility of resection of large-bowel tumours even
if at first the prospects seem daunting. Nor should he be too
depressed by the age and general condition of the patient,
since we have performed several successful resections of pain-
ful or obstructing colonic and rectal neoplasms in octogen-
arians and in one indomitable woman aged 90.
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Presence of Liver Metastases

What should the surgeon do when he detects secondary de-
posits in the liver at exploration on a patient who has a
resectable tumour in the large bowel? Many surgeons decide
against any further procedure or recommend only some sort
of short circuit or colostomy, their attitude being that the
patient is doomed and should not be submitted to major
surgery. In contrast there are others who advocate radical
surgery wherever possible, including resection of the liver
metastases, if these are confined to one or other lobe, or the
use of cytotoxic drugs, given either systemically or by liver
perfusion. Until recently it has been difficult to decide what
attitude to adopt because of the surprising lack of information
about the natural history of the untreated patient against which
to assess the effects of therapy. Fortunately facts concerning
survival times in both treated and untreated cases are now
being reported. Flanagan and FosterS reported that the mean
survival of 26 patients with carcinoma of the colon having liver
metastases and not undergoing treatment was six months. Jaffe
and his colleaguesé noted an average survival of only five weeks
in 14 such cases. In our own series? all six patients submitted
only to laparotomy were dead within five months. Similar
figures were quoted by Bacon and Martin® and by Bengmark
and Hafstrom.?

Has resection of the primary lesion any effect on these
depressing figures? Modlin and Walker!? compared 35 patients
undergoing palliative resection of large-bowel tumours with 41
untreated cases. They found no significant increase in survival
time. Nevertheless, they included patients with hopeless
local, lymphatic, and peritoneal spread in their resection group
as well as 22 patients with only liver deposits. They did note,
however, that palliative resection gave worthwhile relief of
symptoms. McSherry and his colleagues!! noted a mean survi-
val time of 17 months in patients undergoing only laparotomy
for carcinoma of the colon and rectum, compared with 89
months in those subjected to palliative colostomy or bypass
and 124 months in those undergoing palliative resection. In
the Westminster Hospital series? 16 out of 38 patients who
underwent excision of the rectum in the face of liver meta-
stases survived for more than 12 months, the longest being 66
months. Of 48 patients undergoing resection of colonic
neoplasms 16 survived for more than 12 months, the longest
being 53 months; thus 32 out of a total of 86 patients under-
going palliative resection lived for over one year. Recently Cady
and his colleagues!? reported very similar figures, with 33%
of their patients achieving a one-year survival and 149 living
for two years or more after palliative resection in the presence
of liver deposits.

It is true that figures such as the ones I have quoted are not
strictly comparable, because the surgeon faced with very ex-
tensive liver metastases is less likely to submit his patient to
surgery than in a case where only one or two deposits are
present and where the prognosis appears to be more hopeful.
Thus we still need more accurate information about the natural
history of patients with liver deposits graded according to the
extent of hepatic involvement. Perhaps just as important as
actual survival time, however, is that excision of the primary
lesion, wherever this is technically feasible, will remove or pre-
vent unpleasant local symptoms of obstruction, fistula forma-
tion, invasion of adjacent viscera, etc., and so improve the
quality of the patient’s life in his remaining months.

Now and then the surgeon will see a patient at laparotomy
with an apparently solitary deposit in one or other lobe of the
liver whose primary tumour of the large bowel is itself resect-
able. He should not hesitate under such circumstances to resect
part of the liver, and he should be strengthened in his en-
deavour by reports of very long-term survivals after this
procedure.1314 15 Fosterl6 recently reviewed the published
results of liver resection for cancer. This survey included 123
patients with resections for metastatic cancer of whom 83 had
primary tumours of the colon or rectum; 479% were alive at

BRITISH MEDICAL JOURNAL 31 juLy 1971

two years and 219% survived for five years. These cases in-
cluded three reports of liver resection in continuity with an
adjacent invading colonic carcinoma. One patient died of
cancer in less than two years, but the other two were alive at
13 months and 9 years postoperatively.

Apparent Recurrence after Resection

There can be few more depressing experiences to the medical
practitioner than to see a patient who has undergone an
apparently successful resection of a neoplasm return with all
the familiar pointers which are suggestive of recurrence of the
disease. Loss of weight, abdominal pain, the development of an
abdominal mass or of abdominal distension, or the presence of
jaundice are all sinister features which fill the surgeon, the
patient’s own doctor, the relatives, and the patient himself with
gloom. While it is true that most of these patients will indeed
have developed hopeless recurrent disease, it is important to
remember that a minority may not be in this unfortunate
category. Under these circumstances one should go through the
following catechism: (1) Could these features be due to some
completely benign condition?; (2) Could the patient have de-
veloped a second operable primary tumour?; (3) Could the
recurrence still be resectable?; (4) Even if the recurrence is
irremovable can the surgeon offer relief from symptoms—for
example, by a short circult or colostomy?

Simply because a patient has had a resection of cancer in
the past does not necessarily mean that every symptom he sub-
sequently develops must indicate recurrent disease. We have
encountered abdominal masses due to deeply placed sterile
abscesses months or even years after resection of colonic
neoplasm.17 Obstructive symptoms may be due to an anastom-
otic stricture or due to adhesions—indeed Ketcham and his
colleagues!® found that 189% of 117 patients with intestinal ob-
struction after treatment for cancer had some benign obstruc-
tive condition at laparotomy. Even jaundice, on rare occasions,
may be due to some entirely benign condition; in particular,
stones in the common bile duct.

Carcinoma of the large bowel has a sinister reputation for
the development of either a synchronous or metachronous
second primary tumour. Hughes,!9 for example, in a series of
1,015 cases of carcinoma of the large bowel, reported that 25
had a second tumour present in the bowel at the time of the
initial operation and that nine further patients subsequently
developed a second carcinoma in the colon or rectum in a time
interval of 2 to 20 years after their first resection.

Recurrence of the original tumour at the anastomotic line is
well recognized after excision of large-bowel tumours and is
especially likely to occur in restorative resection of the rectum
due to implantation of tumour cells at the suture line; despite
all precautions this still occurs in about 2% of cases.20 21 The
development of a metachronous second tumour in the bowel
or of an anastomotic recurrence by no means precludes a suc-
cessful second resection, and indeed many such cases have
been reported. Similarly an implantation deposit in the abdo-
minal scar after colonic resection or in the perineal wound after
an abdominoperineal excision of the rectum may be perfectly
amenable to potentially curative surgical excision.

Finally, patients with all the misery of intestinal obstruction
resulting from inoperable tumour recurrence should be con-
sidered for palliative short circuit or colostomy. Study of the
plain films of the abdomen may help the surgeon to decide
whether or not some useful palliative procedure might be
worthwhile.

REVIEW OF PERSONAL SERIES

Over the past eight years we have re-explored 27 cases of
patients who had undergone previous “curative” resections for
large-bowel carcinoma because of the clinical diagnosis of re-
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currence of malignant disease. Our result gives some idea of
the encouragements and disappointments that one might expect
from a policy when further laparotomy is offered to all but those
with obvious hopeless disseminated disease.

Three patients were found to have non-malignant conditions
with no evidence of recurrence of the original disease; there
was one example of obstruction due to adhesions, one a granul-
omatous stricture at the anastomosis, and one a twisted ovarian
cyst. The first two patients remained alive and well but the
third died three years later of congestive cardiac failure. Two
patients had developed entirely new tumours presenting as
abdominal masses. One of these had a carcinoma of the body
of the uterus who a year after hysterectomy developed recur-
rences in the vault of the vagina and died; the other had a
renal carcinoma and died a few months after nephrectomy from
widespread metastases.

Four patients developed metachronous tumours in another
part of the large bowel which were suitable for resection. One
died of recurrences 18 months later. The other three were alive
and well four years, three years, and two months after resec-
tion. Eight patients developed a recurrence at or near the
anastomosis which was resected. Three of these died within
the year and a fourth at 15 months. One patient was lost sight
of and at the time of writing one was still immediately post-
operative. Two were living at 18 months and four years after
resection, free from apparent recurrence.

Two patients with recurrences at the anastomosis with
intestinal obstruction could only be short-circuited and both
died within three months of operation. Five patients had
excisions of recurrences in the abdominal scar, the perineum,
ovary, or pelvis. Four died at 3, 10, 13, and 15 months of
metastatic disease, but the patient with a perineal metastatis
after abdominoperineal excision of the rectum was free of
disease over two years later.

Three patients were found to have disseminated deposits
at second laparotomy, and these were treated with either radio-
therany or cytotoxic therapy or a combination of the two. One
was alive and well eight months later, one died at three months,
and one died at one year.

To sum up this small series of 27 patients submitted to
re-exploraticn, nine achieved long-term good results and two
remained wecll within a year of their second operation.
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Conclusion

We feel that there is much to gain and little to lose in offering
laparotomy to patients with apparent recurrence of large-bowel
cancer. The occasional case with benign disease alone is worth
all the endeavour, and certainly the occasional long-term sur-
vival of patients with resection of recurrence at the anasto-
mosis or a second tumour elsewhere in the bowel is encourag-
ing. Even in those cases where long-term survival has not been
achieved it has often been possible to remove or short-circuit
painful obstructive lesions. Even if at exploration a surgically
hopeless situation is found, laparotomy delimits the extent of
the problem, allows consideration of further treatment in the
way of radiotherapy or cytotoxic therapy, gives some idea of
prognosis, and, at the very least, gives the patient and his
family the knowledge that no effort has been spared before
giving the final, hopeless prognosis.
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Contemporary Themes

Anaesthetic Staffing and Training Requirements in Scotland

GEOFFREY D. PARBROOK
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Summary

In Scotland there is an average of 12 consultant vacancies
and 14 Fellows qualifying per year, but these are in-
sufficient to meet all the vacancies as several emigrate
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or return abroad. The existing registrar and senior
registrar establishments are inadequate to meet the
numbers of consultants required if full allowance is
made for special factors, such as the high proportion
of women graduates and the rising proportion of overseas
trainees.

A backlog of understaffing in Scotland relative to
England and Wales is shown by comparison of the ratio
of anaesthetists to surgeons. The existing rate of expan-
sion of 6%, per year must continue for many years or be
increased if staffing levels are to come into line with
those elsewhere in Britain.



