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(Continued from previous page) 

Treatment Overview 

The primary treatment of rectal 
cancer requires a true multimodality 
approach: while surgical resection 
with adequate margins represents the 
definitive treatment, chernoradiation 
(combined concurrent chemotherapy 
and radiotherapy) given either before 
or after surgery plays a prominent 
role in enhancing patient outcomes 
in locally advanced disease. One of 
the clinical challenges in the manage
ment of rectal cancer is to determine 
and coordinate the optimal sequence 
of these therapies for each patient. 

Surgery:The goal of surgery in the 
primary treatment of rectal cancer is 
complete removal of the tumor, 
removal of local lymph nodes, and 
restoration of function, with preserva
tion of the anal sphincter as a major 
consideration. Surgical resectability is 
determined by the size, location, and 
extent of invasion of the tumor. 
Rectal tumors are considered 
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unresectable when there is involve
ment of the sacrum above the second 
sacral vertebra (S2), where there is 
major blood vessel involvement 
(specifically the common_ or �xtemal
iliac vessels), or when maJor mvolve
ment of the sciatic nerve or sacral 
plexus is found. "It should be noted, 
however," says Dr. Skibber, "that only 
about 10%-15% of locally advanced 
tumors are found to be unresectable. 
The vast majority are resectable with 
intent to cure, and sphincter sparing 
is possible in >80% of cases.• 

The surgical approach is largely 
dependent upon Lhe tumor's extent 
and location; anatomic proximity to 
the anal verge is an important factor 
in determining whether sphincter 
preservation is possible. 

Surgery also has a potentially curative 
role in the treatment of liver and Jung 
metastases, when they are limited in 
number and surgically accessible, and a 
paJ!iative role in the relief of symptoms 
caused by a tumor obstructing the bowel 
in unresectable disease. 

Otemoradiatitm refers to the carefully 
orchestrated concurrent delivery of 
chemotherapy and radiation treats 
ments, and it is an important tool in 
the treatment of rectal cancer. A
typical regimen might consist of daily 
(5x per week) radiation treatments, 
concurrent with daily (5x per week) 
chemotherapy delivered as continu
ous-infusion 5-fluorouracil (5-FU), 
over a period of five to six weeks. 

According to Dr. Sinicrope, the 
addition of chemotherapy to radio
therapy sensitizes tumor cells to 
radiation and has been shown to be 
more efficacious than the use of 
either modality alone. Continuous 
infusion rather than bolus chemo
therapy is preferred unless the patient 
is unable to tolerate it or adequate 
supportive care is unavailable, as this 
achieves stable levels of chemotherapy 
during radiation. According to Dr. 
Janjan, "With the continuous infu
sion, higher total doses of chemo
therapy are given that resulted in 
improved survival rates in one study, 
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suggesting that the chemotherapy 
given during radiation has local 
effect.s by improving rates of tumor 
regression and systemic effects by 
reducing the risk for metastases." 

This regimen may be given pre- or 
postoperatively for locally advanced 
tumors (T3-T4 or Nl-N2) in which it 
has been shown to reduce recurrence 
rates and improve patient survival 
rates. When given preoperatively, it 
can cause tumor regression and in 
many cases make complete yet 
sphincter-sparing resection possible in 
patients who would otherwise require 
colostomy. An additional advantage of 
preoperative over postoperative 
radiotherapy is that a lower total dose 
of radiation is necessary, and a 
sma!Jer volume of the small bowel is 
exposed, thus lowering the risk of side 
effects from radiation. The potential 
for surgical complications, however, 
is inherently higher, but studies have 
indicated that this is reduced with 
increasing experience of the treat
ment team. 'The surgeon's experi
ence in handling irradiated tissue is 
critical to the success of this com
bined modality treatment, as is the 
use of special radiotherapy tech
niques," says Dr. Janjan. 

Other Radiotherapeutic Optio11s in the 
primary treatment of rectal cancer 
that are shown in the guideline 
include: 
• Intraoperative radiation therapy

(IORT) is administered in the
operating room using a dedicated
linear accelerator. The advantage
ofIORT is that all adjacent critical
structures can be moved away from
the radiation beam so that only the
area at highest risk for residual
tumor receives radiation.

• Brachytherapy, the placement of
radioactive sources in a tumor
either during surgery or under
er guidance, is used ir ·ems
who have unresectable ,J rectal
tumors. It can also be placed over 

an area that is at high risk for
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