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Rectal Cancer

* Overall 5 year survival has improved
from 33% to 57% over the past 40 years

* Improvements in screening, surgical
technique, chemotherapy, and radiation
therapy have impacted survival

Rectal Cancer Chemotherapy

* 5-FU based adjuvant chemotherapy has
been the standard of care for advanced
rectal cancer
— 5-FU treats micrometastases
— 5-FU acts as a radiosensitizer
Continuous infusion has shown improved
survival and increased time to relapse
when compared to bolus therapy
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Epidemiology

American Cancer Society Statistics for 2002

* 147,500 newly diagnosed cases of colorectal
cancer

42,000 rectal cancer (~30%)
74,700 deaths from colorectal cancer

Rectal Cancer Surgery

En Bloc proctectomy with total
mesorectal excision is now considered the
standard of care

TME in combination with preoperative
radiotherapy further reduces recurrence
rates

— Prospective randomized trial of the DCCG
— N. Engl. J. Med. 345(9):638-46, 2001

Rectal Cancer Radiotherapy

Adjuvant radiotherapy was introduced to
decrease the incidence of local recurrence
Preoperative radiotherapy was introduced to
improve rates of sphincter preservation
Preoperative radiotherapy has decreased
toxicity, improved local control, and improved
survival when compared to postoperative
radiotherapy

— Swedish Rectal Cancer Trial

— N. Engl. J. Med 336:980-987, 1997

Sanghyun Kim, M.D.




TREATMENT OF RECTAL CANCER

Rectal Cancer Radiotherapy

* 5 year risk of local recurrence
significantly less in surgery-+radiation
group (15% Vs. 23%), but showed no
difference in 5 year mortality rate
— Colorectal Cancer Collaborative Group
— Lancet Oct. ‘01

Rectal Cancer
Neoadjuvant Therapy

Short-term preoperative radiotherapy
reduces the risk of local recurrence in
patient with rectal cancer who undergo a
standardized TME

— Prospective randomized trial of the DCCG
— N. Engl. J. Med. 345(9):638-46, 2001
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Rectal Cancer Neoadjuvant
Therapy

* Neoadjuvant chemoradiation is becoming the

standard of care in the treatment of advanced
rectal cancer

Significant improvements in down staging and
complete pathologic responses have been shown
with preoperative chemradiation

Tumor downstaging correlates with improved
rates of sphincter sparing surgery, decreased
locoregional recurrence, and improved overall
survival

Overall Survival (%)

Radiotherapy
plue surgery (n=597)

No. a7 Risk

Radiotherapy 837
plus surgery

Surgery alona 908

Rectal Cancer
Neoadjuvant Therapy

* Preoperative chemoradiotherapy, as

compared with postoperative
chemoradiotherapy, improved local
control and was associated with reduced
toxicity but did not improve overall
survival

— German Rectal Cancer Study Group
— N. Engl J. Med 351;17 Oct 21, 2004

Sanghyun Kim, M.D.



TREATMENT OF RECTAL CANCER

Rocumence (1)

Cumutatvn ircdence f Laca

Mo Riek

Curmulative Incidance of Local Racursncas (Pasel Al 854 Distant
[Panel B amang the 785 Patient ‘Preop-
e Chamora dictherspy, According lo an intantior

Follow-up data were available for 781 patients.

Rectal Cancer

Table 3. SURVIVAL AND RECURRENCE DATA BY TREATMENT AND TUMOR SIZE

Cancor-Specific &-Year

Overall 5-Yoar Sunvival [%] Sarvival [%] Local Recurmence (%)

WoPAT PAT Logrank MoPAT PAT  Logrank

NePAT PRT  Log rank

*Delaney & Fazio, Ann Surg 2002
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Rectal Cancer

Table 2 SURVIVAL AND RECURRENCE DATA BY NODAL INVOLVEMENT

Cancer-Specitic 5-Year
n Overad &-Year Survival [%) Surdtial %) Local Recurrence (%)

NoPAT PRT NoPRT PRAT Logrank  NoPAT  PRT  Logrank

NoFAT  PRT  Logran

*Delaney & Fazio, Ann Surg 2002

ractice Guidelines
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PRIMARY TREATMENT PATHOLOGE
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Resection of involved rectal segment
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Laser recanalization
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