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Pelvic Exenteration for Locally Advanced Carcinoma
Located in Sigmoid Colon and Rectum

" Byung Ok Jung, M.D., Hyeong Rok Kim, M.D., Dong Yi Kim, M.D.
and Young Jin Kim, M.D.

Division of Gastroenterologic Surgery, Department of Surgery,
Chonnam University Medical School, Kwangju, Korea

Purpose: Extensive local growth of rectal carcinoma and sigmoid colon carcinoma with-
out evidence of extrapelvic dissemination occurs infrequently but does represent a small
number of potentially curable neoplasms. Such lesions may present with bulk-related prob-
lems such as pelvic pain and lower colonic obstruction or with rectum, the vagina, or
the bladder. Even in the absence of distant spread, many of these patients will have unre-
sectable disease and will undergo an incomplete resection or proximal colostomy for pallli-
ation. In selected patients, some of the locally advanced rectal cancer may be curable if
total pelvic exenteration is performed. Methods: This report describe a group of patients
with locally advanced sigmoid or rectal carcinoma confined to the pelvis who underwent
total pelvic exenteration at the Chonnam University Hospital. Results: Seven patients had
received total pelvic exenteration within five years and they were all men. One patient
among them had recurred rectal cancer after previous abdominoperineal resection. Four
recfal- cancer and three sigmoid colon cancer were included and the range of age was
third to eighth decade. According to modified Dukes’ stage, stage B; were five, and C,
were two. Postoperative complications were presented in three patients. They were wound
infection, mechanical ileus, and anastomotic leakage. Conclusions: Postoperative death
was presented in one patient due to sepsis with mechanical ileus. Long term follow up
of these patients which was arranged from two to fourty-seven months showed five patients
alive and one patient died.

Key Words: Pelvic exenteration, Sigmoid colon, Rectum

AYAR AR, BFA FF % 15 987, AANHLRY 913} SFRUE: 501757
(Tel: 062-220-6456, Fax: 062-227-1635)
FEERY WSS AR AR FAtEsdl TaE TSNS,

- 397 -



CEEI154% BS5HE 1999 —

— RBABILMSE

SEREER

[e3}
AR

]_

i)

M

o A
o)z

A A

1
A

!

H

2 d

Ak

2

A
)

kls

3L
=

[e]
A5

91014

o Aol

ol A%
ek 7

9
=]
B

H3o A

7t 7}
o] =

A

]
-

5
s

£ A

]

A7

W

2 A
o248 AR

EHoz 9

s¥

el

il

.
¢

FIAE

2
oF
IR

™o

A
—t—

SR

ik

F

£

A el A
, 50t7} 3

A

200071 1

1
L

70tH7} 1

&

-
=

R

~n

et

gl

5>

a2

W, 60t7} 1

9l (Fig. 1~3),
T

A
2

o]

Fig. 1. Ultrasonogram of the abdomen. This shows wall

thickening of the bladder (arrow) about 2 cm in

posterolateral aspect.
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Fig. 2. a. There is a 9 cm sized concentric irregular wall thickening (arrow) of the sigmoid colon (C) in abdominopelvic

CT. b. Focal wall thickening in the lateral aspect of the bladder (B) is shown in the same patient.
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16)= 254 22 F2+E Hereditary Nonpolyposis
Colorectal Cancer (HNPCC)2| 7Z$-¢ow, 1d+
AL Aol ek (Fig. 5)(Table 1).

3 Seuy
a2 23

z3 AAE 2 F AT Y W, 8 ASFS
%8 A3sl9lth. Ileal conduiti= ¥
°F 15~20 cmP o] BAE o] g3t +5

Roll AL Fg. 6).

Fig. 3. This specimen consists of sigmoid colon (C) and
urinary bladder (B) showed a huge (10X 15 cm)
mass in the colon and the bladder and also shows
fistula' (F) between the two.

Fig. 4. This shows multiple primary cancers in the rectum
and the bladder.

Fig. 5. There is a recurred mass in the rectum (R) which
invaded into the bladder (B)

Table 1. Clinical data of patients

Case No. Age Sex Signs Indication of Operation Others
1 56 M GI* Local extension Recurred cancer
2 77 M cI+cut Multiple cancer Bladder cancer
3 62 M GI Local extension
4 E 60 M GI Local extension
5 50 - M GI Local extension
6. -~ 25 M GI+GU Local extension + fistula HNpcCt
70" 56 M GI+GU" Local extension+ fistula

*GI = Gastrointestional; 'GU = Genitourinary; THNPCC = Hereditary nonpolyposis colorectal cancer
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Fig. 6. Tleal conduit after T.P.E. Fig. 8. Sigmoid colon cancer specimen which locates in
30 cm from the anal verge.
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Table 2. Location, histological classification, stage, complications, prognosis

Case No. Location®* Histology Stage Lymph node Complications Status ~ Months
1 1 MpDT Cs Positive Alive 4
2 12 M/D C Positive Died 12
3 3 wp' B; Negative Mechanical obstruction Died 2
4 20 Ww/D Bs Negative Alive 16
5 12 M/D B; Negative Wound infection Alive 47
6 15 WD B; Negative Alive 24
7 30 Mucinous B3 Negative Anastmotic leakage Alive 3

*cm from anal ;/erge; M/D = Moderately differentiated adenocarcinoma; 'W/D = Well differentiated adenocarcinoma
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