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• Surgery to relieve symptoms knowing in advance that all of 
the tumour cannot be removed

• Resection with gross or microscopic residual tumour left in-
situ

• Resection for recurrent or persistent disease after primary 
treatment failure

Latter two – definitive, preop. intent is cure and increased 
survival, often also relieve symptoms
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• Palliative (relief symptoms)
Relief obstruction/bleeding/fistula

Drain effusions

Pain control

Debulk/toilet/devascularise

•Supportive (part of multidisciplinary plan)
Tissue sampling

Vascular access

Enteral feeding tubes
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Elective bowel resection for incurable 
stage IV colorectal cancer: prognostic 
variables for asymptomatic patients – Ruo et 
al, J Am Coll Surg 2003;196:722-8.
N=127
Op mortality 1.6%, morbidity 20%, survival 16 months
Non-op - survival 9 months; 8.7% subsequently 
required op., 1/3 for obstruction
Selection – One site, Liver only, less than 25% 
involved  



Determinants of morbidity and survival after 
elective non-curative resection of stage IV 
colon and rectal cancer – Kleespies et al, Int J 
Colorectal Dis. 2009;24:1097-109. 
N=233
Palliative resection is associated with a particularly 
unfavorable outcome in rectal cancer patients 
presenting with a locally advanced tumor (pT4, 
expected R2 resection) or an extensive comorbidity, 
and in all CRC patients who show a hepatic tumor load 
>50%. For such patients, surgery might be 
contraindicated unless the tumor is immediately life-
threatening.  



Bowel obstruction
Favourable factors
•Well-nourished 
•Early stage, low-grade initial lesion
Odds of benign obstructive process higher in the 12-
18 months after resection if extensive 
carcinomatosis not initally present
•Long interval from first operation – more than 5 
years



Bowel obstruction
Unfavourable factors
•Carcinomatosis
•Multiple level obstruction with prolonged transit
•Previous RT to abdomen or pelvis
•Palpable masses
•Ascites requiring frequent drainage
•Cachetic, older patients (5x higher op mortality)
•Poor performance status, low albumin
•Liver and distant metastases



Non-operative options

•Laser
•Endoluminal stent
•Radiotherapy
•Chemotherapy
•Palliative medicine



Evaluation of endpoints
•Primary
QOL – relief/prevent symptoms
Morbidity of procedure, relative to estimated survival 
Morbidity of not doing procedure
Mode of death with and without intervention
Cost analysis

•Secondary
Survival benefit
QOL of caregivers with and without intervention



Conclusions
•There is a definite role for palliative 
surgery
•Palliative surgery must be safe and 
efficacious 
•The key is patient selection:
Patient factors – op. risk, QOL, estimated survival
Disease factors – tumour burden
Technical factors





Population-based assessment of the surgical 
management of locally advanced colorectal cancer. 
Govindarajan et al, J Natl Cancer Inst 2006;98:1474-
81.

N=8380
The majority(2/3) of patients with locally advanced 
colorectal cancer did not receive a multivisceral 
resection. 
Compared with standard resection, multivisceral 
resection was associated with improved overall 
survival for patients with colon (hazard ratio [HR] = 
0.89, 95% confidence interval [CI] = 0.83 to 0.96) 
and rectal (HR = 0.81, 95% CI = 0.70 to 0.94) cancer, 
with no associated increase in early mortality. 



Long-Term Follow-up after Surgery for Advanced 
Colorectal Carcinoma Involving the Urogenital Tract.
Stief et al, European Urology 2002;5:546-550.
N=101
Malignant infiltration in 52% 
Negative margin in 54% 
41% morbidity, 5% mortality rate
Five year overall survival was 24.4% (median 23 
months)
Removal of bladder and prostate favourable and 
ureteral removal omnious factor.



Long-Term Follow-up after Surgery for Advanced 
Colorectal Carcinoma Involving the Urogenital Tract.
Stief et al, European Urology 2002;5:546-550.
N=101
Conclusion: Multivisceral extirpation of advanced colorectal 
carcinomas involving the urogenital tract should be 
recommended in selected patients. Our data showed it to be a 
safe surgical procedure, which is associated with favourable 
long-term outcome in non-metastatic patients in whom 
complete resection could be achieved.



Oncologic Contraindications to Liver Resection
Relative          Absolute
■ Extrahepatic disease    Peritoneal carcinomatosis
■ Colonic recurrence          Multiple extrahepatic mets
■ Solitary resectable    Inability to perform
peritoneal metastasis      hepatic RO resection
■ Hilar lymph node 
metastases



The "liver-first approach" for patients with locally 
advanced rectal cancer and synchronous liver 
metastases.Verhoef et al, Dis Colon Rectum 2009; 
52:23-30. 
N=23
Chemo, Liver resection, CRT, rectal resection
It allows most patients (3/4) to undergo curative 
resections of both metastatic and primary disease 
and can avoid useless rectal surgery in patients with 
incurable metastatic disease.



Liver Resection for Metastatic Colorectal Cancer in 
Patients with Concurrent Extrahepatic Disease: 
Results in 127 Patients Treated at a Single Center. 
Carpizo et al, Ann Surg Oncol. 2009 Jun 3. [Epub 
ahead of print]  
3- and 5-year survival with EHD were 47% and 26%, 
respectively, compared with 67% and 49%, for those 
without EHD.

Higher clinical risk score, incomplete resection of all 
EHD, EHD detected intraoperatively, and having 
received neoadjuvant chemotherapy were 
independently associated with a worse survival. 
Patients with portal lymph node metastases had 
worse survival than those with lung or ovarian 
metastases. 



Liver Resection for Metastatic Colorectal Cancer in 
Patients with Concurrent Extrahepatic Disease: 
Results in 127 Patients Treated at a Single Center. 
Carpizo et al, Ann Surg Oncol. 2009 Jun 3. [Epub 
ahead of print]  

CONCLUSION: Concurrent resection of hepatic and 
EHD in well-selected patients is associated with a 
possibility of long-term survival. The presence of 
limited and resectable EHD should not be an absolute 
contraindication to resection. The site of EHD and 
the nearly universal recurrence rate must be taken 
into consideration.
Among patients who had a complete resection of all 
disease, 95% recurred. 



Outcomes associated with cytoreductive surgery and 
intraperitoneal hyperthermic chemotherapy in 
colorectal cancer patients with peritoneal surface 
disease and hepatic metastases.Varban et al, Cancer. 
2009 Jun 4. [Epub ahead of print]. 
N=142, 14 had HM
The median overall survival for patients with HM was 23.0 
months. Two-year and 4-year survival rates were 43.3% and 
14.4%, respectively. Patients without HM had 2-year and 4-
year survival rates of 36.8% and 17.4%, respectively. Overall 
survival was not significantly different for patients with and 
without HM. 

Most patients had a single small lesion treated with a minor 
hepatic resection. 



Peritoneal carcinomatosis and liver metastases from 
colorectal cancer treated with cytoreductive surgery 
perioperative intraperitoneal chemotherapy and liver 
resection. Chua et al, Eur J Surg Oncol. 2009 Jul 23. 
[Epub ahead of print] 
N=55, 16 also had liver mets

Overall median survival was 36 months. No difference 
in survival between CRPC alone or CRPC with LM, but 
patients with CRPC and LM had a lower PCI (p=0.03). 

CONCLUSIONS: A curative procedure may be 
offered to selected patients with CRPC and LM, 
especially in those with a low peritoneal cancer index.







Dutch Colorectal Cancer Group
Preop radiotherapy combined with TME 
for resectable rectal cancer. Kapiteijn et al. 
N EJM 2001;345: 638-46.
▪Estimated local recurrence at 2 years - 2.4% 
with preop radiotherapy and 8.2% without.
▪Survival rate was not significantly different 
from that in the group treated with TME alone.



‘Preoperative radiation can mitigate but not 
eliminate the adverse effects of 
imperfect surgery. The best outcomes 
occurred when preoperative radiation was 
followed by optimum surgery, but 
conversely, optimum surgery alone was not 
the complete answer to local recurrence.’

 Wolff





Lateral Pelvic Lymphadenectomy

▪Results of lateral LN dissection similar to TME with RT

▪Low positive lateral LN yield

▪Prognostic/therapeutic significance

▪Higher morbidity

JCOG 0212

▪Phase III, resectable Stage II/III without apparent lateral 
LN mets

▪Evaluate TME vs ANP D3 dissection



Extended lymphadenectomy versus 
conventional surgery for rectal cancer: a 
meta-analysis. Tekkis et al, Lancet Oncology (Sep 
2009). 
N= 20 studies, 5502 patients from one randomised, 
three prospective non-randomised, and 14 
retrospective case-control studies published between 
1984 and 2009. 

No significant differences in 5-year survival (hazard 
ratio [HR] 1.09, 95% CI 0.78-1.50; p=0.62), 5-year 
disease-free survival (HR 1.23, 95% CI 0.75-2.03, 
p=0.41), and local (OR 0.83, 95% CI 0.61-1.13; p=0.23) 
or distant recurrence (OR 0.93, 95% CI 0.72-1.21; 
p=0.60). 



‘In the world of Surgical Oncology
Biology is King
Selection is Queen
Technical maneuvers are the Prince and 

Princess who frequently try to overthrow 
the powerful forces of the King or Queen,

Usually to no long-term avail, although with 
some temporary apparent victories.’

Cady



Predictive clinicopathologic factors for limited 
response of T3 rectal cancer to combined 
modality therapy. Lin et al. Int J Colorectal Dis 
2008; 23:243–249

N= 274 patients

51% downstaging 

5-year DFS - 89%(downstaged) vs 45%(not downstaged) 

Radial extension on ERUS >2.5mm, metastatic disease and  
poorly  differentiated  pathology associated with limited 
downstaging. 











•Feasibility and safety
•Adequacy - same radical surgery as open op.
•Efficacy – short term benefits and long term 
oncologic results
•Time and Cost – is it worth the effort?
•Training and certification – who can be 
accredited?

Laparoscopy –The Issues





Randomised controlled trials



Meta-analyses on LARR
▪Gao F, Cao YF, Chen LS. Meta-analysis of short-term 
outcomes after laparoscopic resection for rectal cancer. 
Int J Colorectal Dis 2006;21:652-656.
11 studies, 1995-2005, n=285

▪Aziz O, Constantinides V, Tekkis PP, et al. 
Laparoscopic vs open surgery for rectal cancer: a meta-
analysis. Ann Surg Oncol 2006;13:413-424.
20 studies, 1993-2004, n=909(lap), 1162(open)



Common message
■ Safe, feasible, equivalent operation
■ Operative time longer
■ Smaller incisions, less blood loss
■ Postoperative  recovery better
■ But higher cost
■ And more trials needed



Summary



Conclusions
■ It is impossible to palliate an asymptomatic 

patient
■ It does not matter how much is removed 

but how much is left behind 


