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TRATAMENTUL CHIRURGICAL AL CANCERULUI

COLO - RECTAL

INTRODUCERE

Cancerul colorectal reprezinta o problema de sdnatate publica cu un impact urias
asupra morbiditatii i mortalitatii populatiei Conform OMS, pe plan mondial, un numar
de peste 950.000 de persoane dezvoltd anual un cancer colorectal, iar aproximativ
495.000 decedeaza din aceastd cauza. Supravietuirea, pe glob, diferd de la o tara la alta,
aceasta fiind influentatd de nivelul socio-economic al fiecarei tari in parte, de
maladiei. Analiza datelor medicale contemporane a evidentiat o crestere exponentiald a
bolnavilor cu cancer colorectal in ultimii 20 de ani.

Argumentele principale care au stat la baza justificarii stiintifice a problemei de
cercetare abordata au fost:

- incidenta crescutd a cancerului in Romania si in special in Transilvania;
- lipsa unei strategii nationale in depistarea precoce a cancerului colorectal.

Scopul principal al cercetarii a constat in elaborarea managementului diagnostic si
terapeutic care sd ducad la cresterea confortului de sandtate la pacientii cu neoplasm
colorectal.

OBIECTIVELE CERCETARII

- Analiza comparativa a datelor epidemiologice clinice si paraclinice pe cele doua
servicii chirurgicale luate in studiu (Clinica II Chirurgie Cluj si Spitalul Municipla

Blaj).

- Identificarea si sistematizarea factorilor de risc cu impact in aparifia cancerului
colorectal.

- Sublinierea aportului mijloacelor imagistice in diagnosticul bolii canceroase.

- Elaborarea unui algoritm modern de diagnostic in functie de gradul si stadiul
evolutiv al bolii tumorale colorectale.

- Eficacitatea metodelor de pregitire preoperatorie in desfasurarea actului



chirurgical si al evolutiei postoperatorii.

- Elaborarea indicatiilor operatorii catre tehnicile chirurgicale optimale in functie
de stadiul evolutiv al bolii si de starea generala a pacientului.

- Alegerea mijloacelor terapeutice corecte in complicatiile acute ale cancerului
colorectal (ocluzive si peritonitice), In functia de urgenta si de gravitate.

- Stabilirea unui algoritm complex: chirurgical si adjuvant adoptat la stadialitatea
tumorala si la terenul pacientului.

- Analiza rezultatelor precoce si tardive ale tratamentului chirurgical pe baza
monitorizarii parametrilor clinico-paraclinici §i a examenelor histopatologice.

- Cresterea calitatii vietii bolnavilor operati de cancer colorectal.

METODOLOGIA DE CERCETARE

Metoda de lucru a fost non-randomizata descriptiva si analitici. Documentarea
clinico-statistica intreprinsd personal, a fost efectuatd pe baza datelor furnizate de
documentele mediale reprezentate de: foile de observatie clinica, protocoalele operatorii,
materialele imagistice si buletinele histopatologice, provenite din doud servicii
chirurgicale, Clinica II Chirurgie Cluj Napoca si Spitalul Municipal Blaj.

MATERIALUL CLINIC

Materialul de studiu care constituie obiectul prezentei cercetdri Tnsumeaza un
numar de 296 pacienti cu tumori maligne colorectale, internati si operati in Clinica II
Chirurgicald Cluy;j si sectia de Chirurgie a Spitalului Municipiul Blaj pe o perioada de 15
ani (1995 —2009). Dintre acestia un numar de 223 pacienti reprezentand 75,34% au facut
parte din lotul planificat, in timp ce un grup de 73 pacienti, reprezentand 24,66% au
constituit lotul neplanificat (urgenta).

Din numarul total de cazuri luate in studiu sexul masculin reprezintda 64,53%,
aproape dublu decat sexul feminin care are o pondere de 35,47% din cazuri.

Decadele de varsta VI, VII si VIII au fost cele mai afectate de cancerul colorectal
reprezentand 88,85% din cazuri cu un varf de morbiditate in decada a VII-a (37,16%).
Decadele de varsta sub 50 de ani au reprezentat doar 11,15% din cazuri.

DIAGNOSTIC SI COMPLICATII

Principalele simptome care au atras atentia asupra unei suferinte colorectale si a

suspiciunii de neoplasm, au fost reprezentate de tulburarile de tranzit intestinal (66,22%),



rectoragiile (53,73%) si scdderea ponderala (59,12%).

Semnele de impregnare neoplazica sunt tardive si se caracterizeaza prin tulburari
de comportament fatd de societate si familie, fatd de activitatea profesionald, oboseala,
slabirea fortei fizice, aspectul teros al tegumentelor, emacierea tesuturilor, edeme
posturale. Aceste semne au fost sesizate la 44,27% din pacientii cu neoplazie colorectala.

Complicatiile acute ale cancerului colorectal reprezentate de ocluzie si perforatie
intestinald insotitd de peritonitd, abcese sau hemoragii au reprezentat 26,66% din totalul
cazurilor internate. Incidenta complicatiilor acute pe lotul studiat prezinta valori situate la
limita superioara a datelor din literatura care se situeaza in jur de 20%. In ce priveste
situatia urgentelor CCR la nivelul celor doud servicii chirurgicale se constatd o
preponderenta a lotului neplanificat in Spitalul Municipal Blaj unde aproape jumatate din
interndri au fost cazuri complicate, spre deosebire de Clinica II Chirurgie Cluj, unde
internarea cazurilor cu complicatii acute s-a incadrat in procentajul furnizat de literatura
de specialitate (17,27%).

Ocluziile prin obstructii tumorale au reprezentat majoritatea complicatiilor acute,
constituind 17,56% din cancerele colorectale internate si 71,23% din totalul
complicatiilor. Celelalte complicatii au totalizat impreund 7,09% din lotul studiat
respectiv 28,77% din lotul de urgentd. Peritonitele generalizate au reprezentat 1,35% din
cazuri, abcesele peritumorale 3,04% iar hemoragiile digestive inferioare 2,70%.

Comorbiditatea prin afectiuni medicale sau chirurgicale reprezinta factori de risc
pentru pacientii cu neoplasme colorectale prin posibilitatea aparitiei unor insuficiente
organice sau a unor dezechilibre sistemice. Remarcdm ponderea unor afectiuni cu
potential agravant cum sunt cardiopatiile cronice ischemice, HTA si diabetul zaharat.

Diagnosticul precoce al cancerului colorectal este dificil de realizat din cauza
existentei unui interval lung de evolutie asimptomatica si datoritd caracterului nespecific
al simptomatologiei. Boala trebuie suspicionatd pe baza unor simptome generale si
digestive persistente la pacientii cu risc crescut de imbolnavire (varstd, antecedente,
factori de mediu).

Pentru precizarea diagnosticului de cancer colorectal, examenul clinic trebuie
completat cu datele furnizate de investigatiile paraclinice. Acestea includ: explorarile

endoscopice (colonoscopia), radiologice (irigografia), imagistice (ecografia, TC) si



biologice.

DISTRIBUTIA TOPOGRAFICA

Din cele 296 de cancere colorectale studiate, localizarea tumorala colonicd a

reprezentat 58,45% din cazuri, iar cea rectald, 41,55% din cazuri. Mentionam ca

neoplasmele cu localizare pe jonctiunea colorectald au fost incluse in topografia colonica.

Localizarea neoplasmelor pe diferitele segmente ale intestinului gros a fost variabila.

TABEL 1

Distributia segmentara a cancerelor colorectale

Localizare segmentara a Clinica II Chirurgie Spitalul Municipal TOTAL
CCR Cluj Blaj

Nr. % Nr. % Nr. %
Ceco-ascendent 38 17,27 13 17,11 51 17,23
Colon transvers 19 8,64 5 6,58 24 8,11
Colon descendent 25 11,36 5 6,58 30 10,14
Colon sigmoid 50 22,72 18 23,68 68 22,97
Rect 88 40,00 35 46,05 123 41,55
TOTAL 220 76 296

STADIALITATEA TUMORALA

Rezultatele studiului clinic si a explorarilor paraclinice au permis incadrarea

cancerelor colorectale in grupe stadiale, actiune de importantd majora pentru orientarea

tratamentului si evaluarea prognosticului.

TABEL II

Clasificarea stadiala TNM a CCR compatativ cu clasificarea Dukes

Clasificarea tumorala Clinica II Chirurgie Spitalul Municipal TOTAL
Cluj Blaj
TNM Dukes Nr. % Nr. % Nr. %
Stadiul I A 7 3,18 - - 7 2,36
Stadiul II B 48 21,82 8 10,53 56 18,92
Stadiul IIT C 134 60,91 51 67,11 185 62,50
Stadiuk IV D 31 14,09 17 22,37 48 16,22

Analizand datele prezentate in clasificarea stadiald, constataim ca depistarile in

stadiile precoce (stadiul I (A) si II (B) s-a facut intr-un numar redus de cazuri (21% din

cazuri), spre deosebire de stadiile avansate stadiul III (C) si IV (D) care reprezintd 78%

din cazuri.




PREGATIREA PREOPERATORIE

Pregatirea generala si locald a pacientului in vederea unei interventii chirugicale
pentru neoplasm colorectal reprezintd un element de bazd pentru obfinerea unui bun
rezultat postoperator. Colonul este cel mai mare rezervor de bacterii care in conditii
patologice prezinta riscul insamantdrii septice la nivelul suprafetelor de suturd, a cavitatii

peritoneale sau a plagii parietale.

TABEL III

Pregatirea preoperatorie a pacientilor cu neoplasm colorectal

Metoda de pregatire Clinica II Chirurgie Spitalul Municipal TOTAL
preoperatorie Cluj Napoca Blaj
Nr. % Nr. % Nr. %

Clisme + laxative sau purgative 78 35,45 35 46,05 113 38,18
Manitol 19 8,64 52 68,42 71 23,97
Fortrans 85 38,64 2 2,63 87 29,39
Antibioterapie 112 50,91 54 71,05 166 56,08
Reechilibrare hidroelectrolitica 56 25,45 67 88,16 123 41,55

Atat manitolul cat si fortransul asigura o pregatire rapidd si comoda si reduc
numarul zilelor de spitalizare necesare pregatirii preoperatorii. In ce priveste tipul de
antibiotice in vederea aseptizdrii cat mai corecte a continutului colic, considerdm ca
alegerea trebuie facutd pentru utilizarea neomicinei cu metronidazol in doze rezonabile.

TRATAMENTUL CHIRURGICAL ACTUAL AL CANCERULUI
COLORECTAL Tratamentul cancerului colorectal actual este un tratament complex, in
care exereza chirurgicala radicald constituie metoda terapeuticd cu cele mai bune
rezultate vitale, atunci cand aceasta este practicati in stadiile incipiente ale bolii. In
functie de localizarea tumorii, de tipul histologic, dar si de contextul clinic al bolnavului,
tratamentul chirurgiocal poate fi deschis sau laparoscopic, simplu sau asociat cu
radiochimioterapia. Protocoalele chirurgicale sunt determinate atat de topografie si
stadialitate cat si de caracterul planificat sau neplanificat al tratamentului CCR.

Optiunile terapeutice au fost adaptate stadiului tumoral si au constat in:
chirurgie, ca unicd metoda de tratament in 154 de cazuri. Chirurgie asociatd cu

chimioterapie la 80 de cazuri, chirurgie si radioterapie la 36 de cazuri si chirurgie




asociata cu chimioradioterapie la 26 de cazuri.
Planificarea tratamentului chirurgical s-a facut pe baza clasificarii stadiale si pe
realizarea protocoalelor terapeutice.

Stadiul I: Tumora este limitata la peretele colorectal (Dukes A si Astler Coller A-

B,). S-a practicat urmatoarele interventii chirurgicale:

- Rezectie colica ideald fara tratament adjuvant postoperator = 4 cazuri (1,35%)
- Rezectie colorectald pe cale anterioard (Dixon) = 3 cazuri (1,01%)
Stadiul II: Cancerul depdseste peretele colic sau rectal fard sid se extindad la

nodulii limfatici (Dukes B, Asler Coller B,). Optiuni terapeutice:

- Colectomie larga ideala = 26 cazuri (8,78%)

- Rezectie largd de rect pe cale anterioarda sau abdomino-endoanald = 9 cazuri
(3,04%)

- Amputatie de rect (Miles) = 21 cazuri (7,09%)
Stadiul III: Cancerul s-a extins la nodulii limfatici fara metastaze la distanta

(Dukes C, Asler Coller C,, C,, C,). Indicatiile terapeutice au constat in:

- Colectomie larga ideala (+ chimioterapie) = 79 cazuri (26,69%)

- Rezectie colorectala anterioard Dixon standard sau joasa (+ radiochimioterapie) =
23 cazuri (7,77%)

- Amputatie de rect abdominoperineala urmatd de radiochimioterapie = 66 cazuri
(22,30%)

- Rezectie largd colorectald dupd radiochimioterapie preoperatorie = 15 cazuri
(5,07%)

- Exenteratie pelvind totald sau partiald in caz de invadare a vezicii, prostatei,
uterului si vaginului urmata de radiochimioterapie adjuvantd = 2 cazuri (0,68%).
Stadiul IV: Prezenta metastazelor la distantd (Dukes D). Tratamentul are un scop

paliativ si a constat in:

- Rezectie colorectald paliativa = 2 cazuri (0,68%)

- By-passul obstructiei tumorale = 3 cazuri (1,01%)

- Colostomie terminald definitiva = 50 cazuri (16,89%)



Procedee chirurgicale

TABEL IV
Procedee de tratament chirurgical in cancerul colorectal

Procedeul operator CL. II CHIR. CLUJ | SPITALUL BLAJ TOTAL

Nr. % Nr. % Nr. %
Hemicolectomie dreapta 30 13,64 15 19,74 45 15,20
Colectomie segmentara de colon transvers 16 7,27 4 5,26 20 5,92
Hemicolectomie stinga 27 12,27 6 7,89 33 11,15
Amputatie de rect (Miles) 62 28,18 25 32,89 87 29,39
Rezectie anterioara de rect (Dixon) 25 11,36 10 13,16 35 11,82
Rezectie de rect tip Hartmann 9 4,09 11 14,47 20 5,92
Colostomie definitiva 45 20,45 5 6,58 50 16,89
Derivatii interne (by pass) 3 1,36 - - 3 1,01
Laparotomie exploratorie 3 1,36 - - 3 1,01
Total 220 76 296

Procedeele chirurgicale folosite in tratamentul neoplasmelor colorectale au fost
radicale si paliative. Tehnicile chirurgicale cu intentie de radicalitate oncologicd au fost
efectuate pe un numar de 191 (64,55%) de pacienti aflati 1n stadii incipiente de boald, in
timp ce procedeele paliative s-au practicat pe 105 (35,47%) pacienti aflati in stadii
avansate de boald. In cadrul chirurgiei paliative a cancerului colorectal se constati o
preferintd pentru rezecabilitate tumorala fatd de interventiile derivative chiar si in

conditiile chirurgiei de urgenta.

TABEL V
Caracterul curativ sau paleativ al interventiilor chirurgicale in functie
de stadialitatea cancerului colorectal

Stadiul TNM Total cazuri Interventii curative Interventii paleative
Nr. % Nr. % Nr. %

Stadiul 1 7 2,36 7 2,36 - -

Stadiul II 56 18,92 56 18,92 - -

Stadiul 11T 185 62,50 128 43,24 57 19,26

Stadiul IV 48 16,22 - - 48 16,22

Total 296 191 64,53 105 35,47

Interventiile chirurgicale efectuate pe lotul planificat insumeaza 223 operatii

ceea ce reprezintd un procentaj de 75,34% din totalul interventiilor practicate pentru




cancerul colorectal. Operatiile realizate pe lotul planificat au avut avantajul explorarilor
clinice si paraclinice preoperatorii care a permis precizarea diagnosticului si posibilitatea
unei pregatiri preoperatorii corespunzatoare. Aceste avantaje au permis sa se faca
indicatii operatorii corecte, sa se opereze pe un intestin asanat de continut si echilibrat din
punct de vedere al starii de nutritie si al functiilor organice si sistemice. Operatiile cu
intentie curativd au reprezentat 47,97% in cazul lotului planificat, iar cele paleative
27,36%.

Interventiile chirurgicale pentru cancer colorectal complicat au fost efectuate
pe 73 pacienti, ceea ce reprezintd 24,66% din totalul bolnavilor operati. Dintre acestia 38
pacienti au provenit de la Clinica II Chirurgie Cluj si 35 de la Spitalul Municipal Blaj.
Raportat la numarul de pacienti cu neoplasm colorectal internati si operati in cele doua
servicii chirurgicale constatam ca urgentele reprezinta 17,27% pentru clinica din Cluj, in
timp ce la Spitalul din Blaj urgentele ocupda 46,05%, deci aproape jumatate din
interventiile practicate. In 49 de cazuri (67,12%) interventiile au avut un caracter curativ
si in 24 de cazuri (32,88%) cu caracter paliativ.

Realizarea unei exereze radicale 1n cazul cancerului colorectal invadant a
necesitat in unele cazuri, alaturi de rezectiile rectocolice si extirparea partiala sau totald a
unor organe invadate tumoral.

Interventiile chirurgicale complementare exerezei tumorilor maligne
colorectale au fost reprezentate de: enterectomie segmentard 2 cazuri (0,68%),
colecistectomie — 2 cazuri (0,68%), splenectomie — 1 caz (0,34%), ureterectomie partiala
cu reimplantare in vezica urinara (0,34%) si un caz de exenteratie pelvind posterioard in
care s-a practicat: enterectomie segmentard, histerectomie totald cu anexectomie
bilaterald, colpectomie posterioard si ureterectomie partiald dreaptd cu reimplantare in
vezica urinara.

Din cele 8 rezectii colorectale efectuate pentru cancere colorectale sincrone 6
(2,03%) s-au efectuat cu intentie de curativitate si 2 (0,68%) au avut un caracter paliativ.

Cancere colorectale cu metastaze hepatice rezecabile - Chirurgia radicala a
reprezentat tratamentul de electie pentru metastazele hepatice rezecabile. Aceasta s-a
efectuat simultan cu exereza colorectald in cazul metastazelor hepatice sincrone. Din

cele 43 cazuri hepatice sincrone cu tumorile colorectale, numai 8 au fost rezecabile in
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cazul interventiei primare, celelalte 35 de cazuri au fost tratate prin chimioterapie
paliativa.

Metastazele hepatice mici sau isolate au putut fi Indepartate prin rezectii atipice
,cuneiforme” iar cele mari au fost rezolvate prin rezectii hepatice majore. In 3 cazuri
(6,98%) s-au practicat rezectii hepatice reglate, iar in 5 cazuri (11,63%) rezectii hepatice
atipice.

Evaluarea prognosticd a ratei limfonodulare in cancerului colorectal - Rata
limfonodulilor determinata de raportul intre nodulii limfatici metastatici si cei rezecati
aratd o semnificatie prognostica evidentd pentru cancerele colorectale ganglionare
pozitive.

Complicatiile postoperatorii ale CCR - in perioada postoperatorie imediati au
fost constatate un numar de 68 complicatii reprezentand 22,97% din totalul cazurilor de
neoplasme colorectale operate. Dintre acestea 44 complicatii (14,86%) au fost specifice,
legate de actul operator si de afectiunea de baza, iar 24 (8,11%) au fost nespecifice,
determinate de teren si varsta Tnaintatd a pacientilor.

Tratamentul recidivelor locale ale cancerului de rect - Frecventa crescuta a
recidivelor locale dupa rezectiile anterioare de rect a atras atentia asupra necesitatii de
excizie totala a mezorectului si asupra sigurantei marginii de rezectie circumferential.

In perioada analizati (2005 — 2009) au fost efectuate 4 reinterventii pentru
recidive locale dupa interventii chirurgicale pentru cancer rectal. Raportat la numarul de
interventii cu intentie de radicalitate oncologica acestea reprezinta 5%.

Excizia completd a mezorectului in tratamentul chirurgical al cancerului rectal
ampular mijlociu si inferior a adus o scddere spectaculoasa a ratei de recidiva locala.

CALITATEA VIETII LA PACIENTII CU COLOSTOMIE PERMANENTA
Colostomiile definitive au fost practicate In 87 de cazuri (29,39%) in cadrul amputatiilor
de rect, in 7 cazuri (2,36%) in cadrul rezectiilor de rect tip Hartmann si in 50 de cazuri
(16,89%) ca derivatii externe paliative in cazul cancerelor colorectale inextirpabile.
Elementul principal care influenteaza calitatea vietii in chirurgia cancerului colorectal
este prezenta colostomiei care modifica felul de viata al pacientului.

Tulburdrile legate de stoma au un rol esential in dezechilibrele psihosomatice. De

o bund functionalitate a stomei depinde confortul si adaptabilitatea la situatia creata.
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Tulburdrile legate de stomd pot fi determinate de locul de amplasare a stomei, de
aplicarea si manipularea dispozitivelor colostomiilor si de 1Ingrijirea stomei si a
dispozitivelor. Din studiul efectuat reiese ca 29,49% din pacienti au prezentat o
amplasare proasta a stomei.

REZULTATELE POSTOPERATORII SI PROGNOSTICUL CCR
OPERAT Evaluarea corecta a rezultatelor postoperatorii a cancerului colorectal si a
prognosticului se face pe baza studiului histopatologic al elementelor de exereza tumorala
si prin Incadrarea lor stadiala.

Formele histopatologice ale cancerului colorectal intalnite pe piesele operatorii au
fost: adenocarcinomul in 93,64% din cazuri, carcinomul epidermoid in 2,27% din cazuri

si carcinomul anaplazic in 4,09% din cazuri.

Grading-ul histologic arata o prevalenta a adenocarcinoamelor

mediu diferentiate, care au prezentat o pondere de 67,27%.

SUPRAVIETUIREA LA DISTANTA A PACIENTILOR OPERATI DE
CCR Evaluand supravietuirea pe intreg lotul studiat obtinem o supravietuire globala la 5
ani de 49,50% cu o succesiune de 8,42% a deceselor pe etapa si cu un varf de mortalitate
la 2 ani.

Supravietuirea la 5 ani in stadiul I a fost de 100%. Supravietuirea pacientilor in
stadiul II a fost de 75%. Valorile crescute ale supravietuirii pacientilor operati in stadii
incipiente au fost consecinta unui diagnostic precoce si a unei terapii corespunzatoare
aplicata in perioada cu potential maxim de radicalitate oncologica.

Situatia este cu totul diferitda in stadiile avansate unde supravietuirea scade
dramatic. In cazul stadiului I1I supravietuirea la 5 ani scade la 39,68%, iar in stadiul IV ea
devine nula incd la 24 de luni postoperator.

Cu toate ca s-au facut progrese remarcabile 1n ultimii 30 de ani, supravietuirea in

cancerul colorectal raimane o problema de perspectiva si de interes permanent.
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SURGICAL TREATMENT OF COLON AND RECTAL CANCER

INTRODUCTION

Colorectal cancer is a public health issue with a huge impact on the population’s
morbidity and mortality. According to WHO, at world level over 950,000 people develop a
colorectal cancer every year, and approximately 495,000 die because of it. The survival rate
varies from one country to another, being influenced by the socio-economic level of every
country, the possibility of an early diagnosis of the illness and the modern methods of curative
treatment. The analysis of contemporary medical data has shown an exponential increase of
the patients with colorectal cancer during the past twenty years.

The main arguments the scientific justification of the research problem is based on are
the following:

- increased incidence of the cancer in Romania, especially in Transylvania;

- the lack of a national strategy for the early detection of colorectal cancer.
The main purpose of the research was to elaborate the diagnosis and therapeutic management
which should lead to the increase of the health comfort of the patients with colorectal
neoplasm.

OBJECTIVES OF RESEARCH

- The comparative analysis of the clinical and paraclinical epidemiological data
collected from the two surgical units involved in the study (the IInd Surgical from
Cluj and the Municipal Hospital from Blaj).

- Identification and systematization of the factors of risk with impact in the
apparition of the colorectal cancer.

- To highlight the contribution of imagistic means in the diagnostic of the cancerous
disease.

- To draw up a modern diagnosis algorithm depending on the degree and stage of
evolution of the colorectal tumoral disease.

- The efficiency of the preoperative preparation methods in the course of the
surgical act and postoperative evolution.

- To draw up operative directions for the optimum surgical techniques depending on
the evolution stage of the disease and the patient’s general state.

- To choose the correct therapeutic means in the acute complications of the
colorectal cancer (occlusive and peritonitic) depending on their emergency and
seriousness.

- To establish a complex surgical and adjuvant algorithm adapted to the tumor stage
and the patient’s ground.

- To analyze the early and late results of the surgical treatment based on the
monitoring of the clinical — paraclinical parameters and histopathological
examinations.

- To improve the quality of life of the patients who have undergone colorectal
cancer surgery.

RESEARCH METHODOLOGY



The working method was non-randomized, descriptive and analytical. The clinical-
statistical documentation was personally made, based on the data supplied by the medical
documents: the clinical observation sheets, operative protocols, imagistic materials and
histopathological bulletins from two surgical units, the IInd Surgical Clinic from Cluj and the
Municipal Hospital from Blaj.

CLINICAL MATERIAL

The study that constitutes the object of the present research was conducted on 296
patients with malignant colorectal tumors, admitted and operated on in the IInd Surgical
Clinic from Cluj and the Municipal Hospital from Blaj over a period of 15 years (1995 —
2009). 223 patients, representing 75.34%, were part of the planned lot, and the rest of 73
patients, representing 24.66%, were the unplanned lot (emergencies).

Out of the total number of cases studied, the male patients represent 64.53%, almost
the double of the female patients, who represent 35.47%.

The age decades VI, VII and VIII have been the most affected by the colorectal
cancer, representing 88.85% of the cases, with a morbidity peak in the VIIth decade (37.16%).
The age decades under 50 accounted for only 11.15% of the cases.

DIAGNOSIS AND COMPLICATIONS

The main symptoms that drew the attention on a colorectal suffering and the suspicion
of neoplasm were the intestinal transit troubles (66.22%), rectal hemorrhages (53.73%) and
loss of weight (59.12%).

The signs of neoplasmic impregnation are manifest at a later stage and are
characterized by behavioral troubles in society and the family, during the professional
activity, fatigue, weakness, sallow aspect of teguments, tissue emaciation, postural edema.

The acute complications of colorectal cancer, represented by occlusion and intestinal
perforation accompanied by peritonitis, abscesses or hemorrhages represented 26.66% of the
total number of admitted cases. The incidence of acute complications in the lot under study
has values situated at the upper limit of the data in the literature, which are about 20%.
Concerning the situation of colorectal emergencies at the level of the two surgical units, we
have noticed the prevalence of the unplanned lot in the Municipal Hospital from Blaj, where
almost half of the admitted patients were complicated cases, unlike the Second Surgical Clinic
from Cluj, where the admitted cases with acute complications were within the percentage
indicated by the speciality literature (17.27%).

The occlusions through tumoral obstructions represented the majority of the acute
complications, constituting 17.56% of the admitted colorectal cancers and 71.23% of all the
complications. The other complications totalled 7.09% of the studied lot and 28.77% of the
emergency lot. The generalized peritonites represented 1.35% of the cases, the peritumoral
abscesses 3.04% and the lower digestive hemorrhages 2.70%.

The co-morbidity through medical or surgical conditions represents a factor of risk for
the patients with colorectal neoplasms due to the possibility of the apparition of some organic
failures or systemic imbalances. We notice the weight of some diseases with aggravating
potential such as chronic ischemic cardiopathies, HTA and diabetes.

The colorectal cancer is difficult to diagnose at an early stage because there is a long
time interval of asymptomatic evolution and because of the unspecific character of the
symptomatology. The illness should be suspected on the basis of some persistent general and
digestive symptoms at the patients with increased risk (age, medical history, environmental
factors).

In order to have a precise diagnosis of colorectal cancer, the clinical examination
should be completed with the data supplied by the paraclinical investigations. These include



endoscopic (colonoscopy), radiological (irrigraphy), imagistic (ultrasound, computerized
tomography) and biological explorations.

TOPOGRAPHIC DISTRIBUTION

Out of the 296 colorectal cancers under study, the tumor location in the colon
represented 58.45% of the cases, and the rectal one 41.55% of the cases. We mention that the
neoplasms located on the colorectal junction have been included in the colon topography. The
neoplasm location on the various segments of the large intestine was variable.

TABLE I
Segmental distribution of colorectal cancers
Segment location of the CRC | IInd Surgical Municipal TOTAL

Clinic Cluj Hospital Blaj

No. % No. % No. %
Ascending towards cecum 38 17.27 13 17.11 51 17.23
Transverse colon 19 8.64 5 6.58 24 8.11
Descending colon 25 11.36 5 6.58 30 10.14
Sigmoid colon 50 22.72 18 23.68 68 22.97
Rectum 88 40.00 35 46.05 123 41.55
TOTAL 220 76 296

TUMOR STAGE

The results of the clinical study and of the paraclinical explorations have allowed the
classification of colorectal cancers into stage groups, an action of utmost importance for the
treatment orientation and prognosis evaluation.

TABLE II
TNM staging system of CRC compared to Dukes classification

Tumour classification IInd Surgical | Municipal TOTAL
Clinic Cluj | Hospital Blaj
TNM Dukes No. % No. % No. Y%
Stage 1 A 7 3.18 7 2.36
Stage II B 48 | 21.82 8 10.53 56 18.92
Stage 111 C 134 | 60.91 51 67.11 | 185 62.50
Stage IV D 31 14.09 17 | 2237 | 48 16.22

Analyzing the data presented in the stage classification, we see that in the early stages
(stage I (A) and II (B)) that cancer was detected in a small number of cases (21%), unlike the
advanced stages, I1I (C) and IV (D), which represent 78% of the cases.

PREOPERATIVE PREPARATION

The general and local preparation of the patient for colorectal neoplasm surgery
represents a basic element in order to obtain a good postoperative result. The colon is the
biggest bacteria reservoir which, in pathological conditions, presents the risk of septic
impregnation at the level of the suture surfaces, the peritoneal cavity or the parietal wound.

TABLE III
Preoperative preparation of the patients with colorectal neoplasm



Preoperative preparation method IInd Surgical | Municipal TOTAL
Clinic Cluj | Hospital Blaj

No. % No. % No. Y
Enemas + laxatives 78 | 35.45 35 | 46.05 | 113 | 38.18
Mannitol 19 8.64 52 | 68.42 | 71 | 23.97
Fortrans 85 38.64 2 2.63 87 1 29.39
Antibiotherapy 112 | 5091 54 | 71.05 | 166 | 56.08
Hydroelectrolytic rebalancing 56 | 25.45 67 88.16 | 123 | 41.55

Both mannitol and fortrans provide a fast and comfortable preparation and reduce the
number of days of hospitalization necessary for the preoperative preparation. Regarding the
type of antibiotics used to make the colon contents as aseptic as possible, we consider that the
best option is neomycin with metronidazole in a reasonable dosage.

MODERN SURGICAL TREATMENT OF COLORECTAL CANCER

At present the colorectal cancer treatment is a complex one, within which the radical
surgical excision constitutes the therapeutic method with the best vital results, when it is
practiced in the first stages of the illness. Depending on the tumor location, the histological
type and the clinical context of the patient, the surgical treatment can be open or laparoscopic,
simple or associated with chemoradiotherapy. The surgical protocols are determined by both
topography and stage, and also by the planned or unplanned character of the CRC treatment.

THERAPEUTIC OPTIONS
The therapeutic options have been adapted to the tumor stage and consisted in surgery
as unique treatment method in 154 cases, surgery associated with chemotherapy in 80 cases,
surgery and radiotherapy in 36 cases and surgery associated with chemoradiotherapy in 26
cases.
The surgical treatment was planned based on the stage classification and the
performance of therapeutic protocols.
Stage I: The tumor is limited to the colorectal wall (Dukes A and Astler Coller A-B1).
The following surgery was performed:
- Ideal colon resection without postoperative adjuvant treatment — 4 cases (1.35%)
- Anterior colorectal resection (Dixon) — 3 cases (1.01%).
Stage II: The cancer spreads beyond the colon or rectal wall without reaching the
lymph nodes (Dukes B, Astler Coller B2). Therapeutic options:
- Ideal wide colectomy — 26 cases (8.78%)
- Anterior or abdomeno-endoanal wide rectum resection — 9 cases (3.04%)
- Rectum amputation (Miles) — 21 cases (7.09%).
Stage III: The cancer spread to the lymph nodes without remote metastases (Dukes C,
Astler Coller C1, C2, C3). The therapeutic indications consisted in:
- Ideal wide colectomy (+ chemotherapy) — 79 cases (26.69%)
- Standard or low Dixon anterior colorectal resection (+ chemoradiotherapy) — 23
cases (7.77%)
- Abdomeno-perineal rectum amputation followed by chemoradiotherapy — 66 cases
(22.30%)
- Wide colorectal resection after preoperative chemoradiotherapy — 15 cases
(5.07%)
- Total or partial pelvic excision, in case of bladder, prostate, uterus and vagina
invasion, followed by adjuvant chemoradiotherapy — 2 cases (0.68%).



Stage IV: Presence of remote metastases (Dukes D). The treatment has a palliative
purpose and consists in:

- Palliative colorectal resection — 2 cases (0.68%)

- Bypass of the tumor obstruction — 3 cases (1.01%)

- Permanent terminal colostomy — 50 cases (16.89%).

SURGICAL PROCEDURES

TABLE IV
Surgical treatment procedures in colorectal cancer

Surgical procedure IInd Surgical | Municipal TOTAL

Clinic Cluj | Hospital Blaj

No. % No. % No. Y
Right hemicolectomy 30 13.64 15 19.74 | 45 | 15.20
Transverse colon segmental colectomy 16 7.27 4 5.26 20 5.92
Left hemicolectomy 27 12.27 6 7.89 33 11.15
Rectum amputation (Miles) 62 28.18 25 32.89 87 | 29.39
Anterior rectum resection (Dixon) 25 11.36 10 13.16 35 11.82
Hartmann type rectum resection 9 4.09 11 14.47 | 20 5.92
Permanent colostomy 45 20.45 5 6.58 50 16.89
Internal derivations (bypass) 3 1.36 - - 3 1.01
Exploratory laparotomy 3 1.36 - - 3 1.01
Total 220 76 296

The surgical procedures used in the treatment of colorectal neoplasms were radical
and palliative. The surgical techniques with intention of oncological radicality were
performed on 191 (64.55%) patients in incipient stages of the illness, whereas the palliative
procedures were applied to 105 (35.47%) patients in advanced stages of the illness. We have
found that within the palliative surgery of colorectal cancer there is a preference for tumor
resection to derivative surgery, even in emergency conditions.

TABLE V
Curative or palliative character of surgery depending on the colorectal cancer stage

TNM stage Total cases Curative Palliative
surgery surgery
No. Y% No. Y% No. Y%
Stage | 7 2.36 7 2.36 - -
Stage 11 56 18.92 | 56 18.92 - -
Stage 111 185 | 62.50 | 128 | 43.24 | 57 | 19.26
Stage IV 48 16.22 - - 48 | 16.22
Total 296 191 | 64.53 | 105 | 3547

SURGERY ON THE PLANNED LOT



The surgery performed on the planned lot totals 223 operations, representing 75.34%
of the total operations performed for colorectal cancer. The operations performed on the
planned lot had the advantage of preoperative clinical and paraclinical explorations which
enabled a precise diagnosis and offered the possibility of an adequate preoperative
preparation. These advantages made it possible to give correct operative indications, to
operate on an intestine cleaned of its content and balanced from the point of view of the
nutritional state and the organic and systemic functions. The interventions with curative
intention represented 47.97% in the case of the planned lot, and the palliative ones 27.36%.

EMERGENCY SURGERY

The surgery for complicated colorectal cancer was performed on 73 patients,
representing 24.66% of the total patients operated on. Out of these, 38 patients came from the
IInd Surgical Clinic of Cluj and 35 from the Municipal Hospital of Blaj. Referred to the
number of patients with colorectal neoplasm admitted and operated on in the two surgical
units, we see that the emergencies represent 17.27% at the Cluj clinic, whereas at the Blaj
hospital they represent 46.05%, so almost half of the total surgical interventions. In 49 cases
(67.12%) the interventions were curative and in 24 cases (32.88%) palliative.

In some instances, the radical extirpation in the case of invasive colorectal cancer also
required, besides the rectum-colon resections, the partial or total extirpation of some organs
invaded by tumors.

COMPLEMENTARY SURGERY

The complementary surgery to the extirpation of malignant colorectal tumors
consisted in: segmental enterectomy - 2 cases (0.68%), cholecystectomy — 2 cases (0.68%),
splenectomy — 1 case (0.34%), partial ureterectomy with reimplantation in the bladder — 1
case (0.34%) and one case of posterior pelvic extirpation where the following were
performed: segmental enterectomy, total hysterectomy with bilateral annexectomy, posterior
colpectomy and partial right ureterectomy with reimplantation in the bladder.

Out of the 8 colorectal resections performed for synchronous colorectal cancers, 6
(2.03%) were curative and 2 (0.68%) were palliative.

COLORECTAL CANCER WITH RESECTABLE HEPATIC METASTASES

Radical surgery was the best option for resectable hepatic metastases. This was
performed simultaneously with the colorectal excision in the case of synchronous hepatic
metastases. Out of the 43 synchronous hepatic cases with colorectal tumors, only 8 were
resectable during the primary intervention, the other 35 cases were treated by palliative
chemotherapy.

The small or isolated hepatic metastases could be removed by atypical “cuneiform”
resections, and the large ones by major hepatic resections. In 3 cases (6.98%) adjusted hepatic
resections were performed, and in 5 cases (11.63%), atypical hepatic resections.

PROGNOSIS EVALUATION OF THE LYMPH NODE RATE IN

COLORECTAL CANCER

The lymph node rate, determined by the ratio between the metastatic lymph nodes and
the resected ones shows an obvious prognosis significance for positive ganglionic colorectal
cancers.

POSTOPERATIVE COMPLICATIONS OF THE CRC



During the immediate postoperative period 68 complications were recorded,
representing 22.97% of the total cases of operated colorectal neoplasms. Out of these, 44
(14.86%) complications were specific, related to the surgical act and the basic illness, and 24
(8.11%) were unspecific, determined by the local conditions and the patients’ old age.

TREATMENT OF LOCAL RECURRENCES OF RECTAL CANCER

The increased frequency of the local recurrences after anterior rectum resections has
drawn the attention on the necessity of the total mesorectum excision and the circumferential
resection safety margin.

During the period under discussion (2005 — 2009) 4 repeated interventions were
performed for local recurrences after rectal cancer surgery. Referred to the number of
interventions with intention of oncological radicality , they represent 5%.

The complete mesorectum excision in the surgical treatment of middle and lower
ampullary rectal cancer resulted in a spectacular decrease of the local recurrence rate.

QUALITY OF LIFE OF THE PATIENTS WITH PERMANENT COLOSTOMY

Permanent colostomies were performed in 87 cases (29.39%) within rectum
amputations, in 7 cases (2.36%) within the Hartmann type rectum resections and in 50 cases
(16.89) as external palliative derivations in the case of inoperable colorectal cancers. The
main element that influences the quality of life in the colorectal cancer surgery is the presence
of colostomy, which changes the patient’s lifestyle.

The stoma-related troubles play an essential role in the psycho-somatic imbalances.
The comfort and adaptability to the new situation depend on the good functioning of the
stoma. The stoma-related troubles may be determined by its location, the application and
handling of the colostomy instruments and the good maintenance of the stoma and the
instruments. From the study it results that 29.49% of the patients showed an incorrect
positioning of the stoma.

POSTOPERATIVE RESULTS AND PROGNOSIS OF OPERATED CRC

The correct evaluation of the postoperative results of colorectal cancer and prognosis
is made based on the histopathological study of the tumoral excision elements and by their
staging.

The histopathological forms of colorectal cancer encountered during surgery were:
adenocarcinoma in 93.64% of the cases, epidermoid carcinoma in 2.27% of the cases and
anaplastic carcinoma in 4.09% of the cases.

The histological grading indicates a prevalence of the medium-differentiated
adenocarcinomas, which represented 67.27%.

DISTANT SURVIVAL OF THE PATIENTS WHO UNDERWENT CRC

SURGERY

If we evaluate the survival rate in the entire lot under study, we shall find a global 5-
year survival of 49.50% with an 8.42% succession of deaths per stage and a mortaslity peak at
2 years.

The 5-year survival in the Ist stage was 100%. The patients’ survival rate in the IInd
stage was 75%. The high values of the survival rate in the patients operated on in incipient
stages were the consequence of an early diagnosis and a suitable therapy applied during the
period with maximum potential of oncological radicality.



The situation is entirely different in the advanced stages of the illness, when the
survival rate decreases dramatically. In stage III the 5-year survival rate decreases to 39.68%,
and in stage IV it becomes zero 24 months after surgery.

Although medicine has made remarkable progress in the past 30 years, survival in
colorectal cancer remains a prospective issue of permanent interest.
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