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Clinical Results of Postoperative Chemo-
radiation on Advanced Rectal Cancers:
Tumor Response, Toxicities, and Morbidity

Dong Ryul Lee, M.D., Han Il Lee, M.D., Ho Gak Kim,
M.D.!, Eun Young Kim, M.D.}, Hyun Mo Ryoo, M.D.},
Sang Mo Yun, M.D.>, Jin Cheon Kim, M.D.’

Departments of Surgery and ‘Internal Medicine, “Radiation Oncol —
ogy, Catholic University of Daegu School of Medicine, Daegu,
*Department of Surgery, University of Ulsan and Asan Medical
Center, Seoul, Korea

Purpose: Adjuvant chemotherapy and radiotherapy have
been considered effective treatments in advanced rectal
cancers. Recently, several studies have reported that
preoperative chemoradiation (CRT) may have advantages
over postoperative CRT, particularly in reducing local
recurrence and preserving the anal sphincter. We studied
the short—term efficacy of preoperative CRT for locally
advanced rectal cancers.

Methods: Between Jun. 2000 and Aug. 2003, 23 patients
were treated with preoperative CRT, followed by surgery
(pre—CRT) and 31 patients were treated with chemora—
diation postoperatively (post—CRT). We compared these
two groups for the incidence and degree of side effects
from CRT, postoperative complications, type of surgery,
including anal sphincter preservation, and short—term
recurrence.

Results: The average age and male—to—female ratio of the
pre— and the post—CRT groups were 58%11, years and
13 : 10, and 61£14 and 14 : 17, respectively. T down—
stagings were observed in 17 of 23 (74%) pre—CRT pa—
tients. On the RTOG—EORTC scale, the patients who
showed hematological, intestinal and dermal side effects
in the pre—CRT group and in the post—CRT group were
5,5, 2 and 5, 2, 4, respectively and the difference was
not statistically significant (P=0.41). Anal sphincter pre—
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serving surgical procedures were performed 91.3%
(21/23) and 83.9% (26/31) of the patients in the pre— and
the post—CRT groups, respectively. But this difference
was not statistically significant (P=0.4). Postoperative
complications in the pre—CRT group were anastomosis
site leakages (n=3) and rectovaginal fistula (n=1). In the
post—CRT group, complications were two anastomosis
site leakages. Four of the 31 post—CRT group patients had
recurrences such as locoregional area (n=2), liver (n=1),
and lung (n=1) while no patient was observed in pre—
CRT group.

Conclusions: Although pre—CRT group showed higher
incidence of complications than post—CRT group, these
were managed easily and safely. Pre—CRT seems to be an
effective modality for treating advanced rectal cancers
particularly for preserving anal sphincter. Long—term follow—
up data are needed to clarify the effect of pre—CRT. J
Korean Soc Coloproctol 2004;20:138—144

Key Words: Rectal neoplasm, Radiotherapy, Preoperative
chemoradiation
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Germany)S A}8-3}< standard four-field box technique®
13] 1.80 Gy9| &% F 53] At PO R HA =
W Hol7t o AE e Az Ao 45 GyE A
T 54 Gy F7IE EFEFol A8t F 504 Gys
zAbetAth 8182 WS 5-FU 425 mg/m’, Leucovorin 20

2 =]
mgm e Y &Fo R 5U AW FAsH, & A

Ha x5 AAAAZA. Fofuke-

A TS, 54 2 ESEY 139

>

23], & F 43) APt om, Ao e & A
9] 74 capecitabin (Xeloda®, Roche, USA)E A}-&3}9t}.
= ALY FEEFH 4~8F o A stk
S A5TANE FE F Y AU S AlFEHA
H, T4 o 318 a S 63] Ak thFg. 1).
7re] vl EAH 2 SPSS® software package
(ver. 10.0, SPSS Inc., chicago, IL), Fisher’s exact testE ©|-&
skt

T

) Ed 2 &3 A5y Fo AdE-2 77} 5804114,
60.9+14- 9 oH, Tq Adul= Zh2h 13010, 14 1 172
Abstdth & A AFEHATEG 93 Wrle £
&7 A] T2N1 4%, T3NO 7%, T3N1 9%, T4N1 31,
&% AE8FAE T2N1 4%, T3NO 139, T3NI 124,
T4N1 2% o] QAL B FH717H2 27} 358.6%, 4729 ]
A tH(Table 1).

Preoperative CRT

5-FU/LV Surgery
vV v v v VY
= > = u

RTX (50.4 Gy) Interval 4-8 weeks

Postoperative CRT

Surgery 5-FU/LV

v VR 2R 2R R 2.
—_—>
RTX (50.4 Gy)

Fig. 1. Protocol of preoperative CRT and postoperative CRT.

Table 1. Patient profiles of pre- and post-CRT

Pre-CRT  Post-CRT

(n=23) (n=31) P value
Age (yr) 58.0 60.9 0.5
Sex M 13 14 0.5
F 10 17
Preoperative T2N1 4 4 0.3
CT staging T2N1 4 8
T3NO 7 13
T3N1 9 12
T4N1 3

Pre-CRT = preoperative chemoradiotherapy; Post-CRT = posto-
perative chemoradiotherapy.
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Table 2. Incidence of acute toxicity during CRT*

Pre-CRT  Post-CRT

(n=23) (n=31) P value
Hematological Grade 1~2 4 (17.4%) 5 (16.1%) 0.09
Grade 3 1 (4.3%) -
Intestinal Grade 1~2 5 21.7%) 2 (6.5%) 0.6
Grade 3 -
Skin Grade 1~2 2 87%) 3 9.7%) 0.1
Grade 3 - 1 32%)

*According to the RTOG-EORTC scale.

ek

ANA FHH 54 44, 231754 54, HREA 29,
&3 5T YA 54 59, L3754 24, 7
54 342 BATH AolE HolA githP=041)

(Table 2).
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Fig. 2. Endoscopic finding show large mass (A) regression after CRT (B).

®

Fig. 3. Pelvic CT shows marked rectal wall thickening and perirectal fat infiltration (A), and same patient pelvic CT after preoperative
CRT (B), considerable improvement of wall thickening and fat infiltration.
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Fig. 4. The effect of downstaging after preoperative CRT.

25
[J Pre-CRT
21 Hl Control P=0.4
20 1
15
1
10 9
54 4 2
A
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resection

Fig. 5. Comparison of types of operation between pre-CRT and
post-CRT.

F AEFNAE A TEAE 219, o)
40, B3] HA & 59, AFE FAlE 14
A ool A 224 HA7L 7bsstgem, #4 8T
d 4 A A 5 cm oW E E3
AAzo] dastag 943 1290 T 10(83.3%)°l
A A THP=0.03)(Fig. 5).

A
T T FE 3 (&
1

= BFE 7E 249 AF-A FF 14, &F
A Bl B FE 247 J9la, AFEe] Bad
d A9e B3 FE 242 AEXAHE T 2T X8y
(e} =]

ov e § BF AT BdeS AWeala, 535
2

Ao] 1o, FHo] 19 T EF 447} Ao,
Tl = §lTH(Table 3).
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Table 3. Operative morbidity and mortality

Pre-CRT  Post-CRT
(n=23) (n=31)
Complication ~ Recurrence 0 4*
Anastomotic site 3" 2
leakage
Pelvic abscess 1 1
Recto-vaginal fistula 1 0
Motality 0 0

*local recurrence (n=2), lung (n=1), liver (n=1); ' major 1, minor 2.
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