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Abstract:

Background and Objectives: The aim of this study is to investigate the diagnostic-therapeutic problem
of pelvic recurrence of rectum cancer, highlighting current surgical standards and the possible role
of the minimally invasive approach. This retrospective analysis of our surgical case study wishes to
enter this debate while suggesting a possible line of action, based on the site of recurrence.

Materials and Methods: We examined, retrospectively, all the patients diagnosed, between 2008 and
2018, with cancer of the rectum at the "Pietro Valdoni" Department of Surgery and monitored their
follow-up for 5 years. The sample consisted of 368 patients with rectal neoplasm, 136 females and
232 males, with an average age of 65.8 (ranging from 37 to 86). In 103 of the cases, the neoplasm was
located in the upper rectum (28%), in 119 cases in the middle rectum (32.3%), in 102 cases in the
lower rectum (27.7%), in 31 cases (8.4%) at the level of the right/sigma junction and in 13 cases it
was not possible to define the site with certainty (3.5%).

Results: We examined all patients diagnosed with cancer of the rectum between 2008 and 2018 at the
"Pietro Valdoni" Department of Surgery retrospectively and monitored their follow-up for 5 years.
The sample consists of 368 patients with rectal neoplasm, 136 females and 232 males.

Conclusions: The discussion remains open as to which approach is best at surgical level, whether
laparoscopic, robotic or open-air. Our experience informs us that the most dangerous site remains
on the anastomotic site.

Keywords: colorectal cancer; laparoscopic surgery; robotic surgery; open-air surgery

1. Introduction

Carcinoma or cancer of the rectum is a malignant tumour that accounts for 30-35% of all cancers
of the large intestine, which in turn account for 10% of all cancers. Every year in Italy 12,000 people
are diagnosed with rectal cancer and it is estimated that 40 out of every 100,000 inhabitants are af-
fected, while 7,000 people die from the disease every year deaths related to the disease. The 80% of
patients with CRC has a disease amenable to curative surgery (R0). Unfortunately, about 40% of these
patients will develop a relapse, mainly within the first three years. Local recurrence (L.R.) is the re-
production of the tumour lesion at the site of previous surgery.

© 2023 by the author(s). Distributed under a Creative Commons CC BY license.
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Local recurrence after curative surgery of rectum cancer remains a clinical challenge today that
requires a multidisciplinary approach and careful selection of patients suitable for surgery.

The pelvis is the most frequent site of recurrence of local disease. Thanks to the introduction of
total mesorectal excision (TME) and the integration of both adjuvant and, above all, neoadjuvant
therapies, the incidence of pelvic recurrences in recent population studies reveals a decrease from 20-
30% to 6-10%.

In 90% of cases where they occur, they appear during the first 5 years after primary surgical
treatment, almost 70% in the first 2 years and 85% in the first 3 years [1].

Surgical intervention R0, which is possible in more than 50% of these cases, is the only poten-
tially curative treatment, with an estimated average 5-year survival rate of 30%. These operations are,
sometimes, demolishing, expensive and burdened by a well-defined morbidity rate though the re-
sults are encouraging, even though only a relatively small number of patients can benefit from them.

The aim of this study is to frame the diagnostic-therapeutic problem of pelvic recurrence of rec-
tum cancer, highlighting the current surgical standards and the possible role of the minimally inva-
sive approach. It is necessary to identify an approach to the treatment of recurrences that may be
shared. Although the method of presentation cannot be identical in the different patients, it is neces-
sary to identify whether the approach using the laparoscopic technique, the robotic technique, the
open-sky technique and/or chemotherapy or radiotherapy is better and when and how these re-
sources can be harmonised. This retrospective examination of our surgical case study wishes to enter
the debate in order to propose a possible line of action to adopt according to the site of the recurrence.

PELVIC RECURRENCE

1.1. Risk factors: Several factors have been related to an increased risk of local recurrence, both
biological -those related to the neoplasm- and technical.

Incomplete removal of the meso rectum remains one of the most important risk factors. Quirke
et al [23] reported a very high recurrence rate (85%) in patients presenting with a circumferential
margin infiltrated by the tumour. Conversely, TME is associated with a low recurrence incidence
rate, as demonstrated by Heald's work (3.5% local recurrence) [2]. A histopathological distance of less
than 2 mm between the tumour and the circumferential resection margin is associated with a higher
risk of recurrence (a 37% vs. a 6% risk) [3]. The circumferential resection margin corresponds, in the
case of TME, to the mesorectal band. A distance between the tumour and the menstrual band greater
than/ equal to 6 mm, measured in the MRI images, correlates to a circumferential margin not involved
in the histopathological examination, with a confidence interval of 97% [4]. This shows that MRI is
the most accurate pre-operative diagnostic method for predicting infiltration of the circumferential
resection margin.

The stage of the neoplasm is another factor which affects the onset of recurrence, as well as sur-
vival. Melton, in a review of 51 published articles, analysing the follow-up of 10,465 patients, reported
a frequency of recurrence in Dukes stages A, B and C by 8.5%, 16.3% and 28.6% respectively. [5]. Lan
et al. wrote of early recurrence rates (< 3 years) in patients with stage I and II T4 and stage III N2
rectum cancer [6, 7].

Distal rectum cancers are most frequently associated with local recurrence. Already in 1963,
Morson had observed that the local recurrence rate for cancers of the lower third of the rectum was
14.5%, higher than those of the middle third (8.3%) and upper third (5.2%) [7].

A certain correlation between the incidence of local recurrence and the histotype of the primary
tumour has been demonstrated. Several authors, including Wolfman and Umpleby [8], observed a
higher incidence of local recurrence for mucous adenocarcinomas.

There are conflicting data in the literature concerning the influence of the type of intervention
on the risk of recurrence. Laparoscopic and robotic access is feasible and safe approaches and, com-
pared to traditional surgery, show no differences in terms of disease-free survival [9].
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Anastomotic integrity seems to be another factor influencing the risk of local recurrence. Akyol
et al. [10] observed that the local recurrence rate is higher in patients with anastomosis dehiscence
than in patients without this postoperative complication (46.9% versus 18.5%).

1.2. Classification: There is currently no agreement in international literature when it comes to a
uniform classification of pelvic recurrence. The main classifications currently used are those of the
Mayo Clinic and Memorial Sloan Kettering in the United States, of Yamada et al. in Japan, and of
the Royal Marsden in Europe. The classification provided by the Mayo Clinic [11] is based on the
site of fixation (F1 to F3) and on the symptomatology (asymptomatic, symptomatic without pain
and symptomatic with pain); that of Yamada [12] on the degree and zone of fixation: localised,
sacral or lateral and also defines the degree of survival. The Memorial Sloan Kettering group [11]
classified recurrence according to the zone of invasion (axial, anterior, and lateral or posterior)
(Figure 1).

sacrum

G e
wsalaaatt\ - bone

rectum

Figure 1. Anatomical sites of pelvic recurrence, sagittal views. A schematic figure suggested by the
Memorial Sloan Kettering group: Axial, 1 Anastomotic, 2 Mesorectal, 3 Perineal, Anterior
uterus/(prostate) A, Posterior, sacrum B.

Recently, the Royal Marsden Hospital provided a classification [13] based on the degree of in-
vasion of one or more of the seven pelvic compartments described in the pre-operative MRI, which
correspond to the fascial boundaries and dissection plans, establishing a relationship between the site
of recurrence and the possibility of recurrence of disease after resection. The seven compartments are:
the central (C), posterior (P), inferior (I), anterior superior (AA) and inferior (AB), lateral (L) and
peritoneal reflection (PR) zones. The classification of recurrence according to its location is of practical
value, as it determines the type of surgical approach and eradication of the surrounding structures
to be carried out (Tablel).

Table 1 - Site classification of pelvic recurrence

- Anastomotic recurrence: confined to the intestinal wall

- Perianastomotic recurrence: confined entirely to the tissues surrounding the anastomosis
- Perineal recurrence after AAP

- Recurrence with anterior extension: involvement of the genitourinary system

- Recurrence with posterior extension: fixity to the sacrum
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- Recurrence with lateral pelvic involvement: fixity to the bone plane with muscle invasion, large vessels

and/or nerve structures and ureters

In general, all classifications agree that central or axial recurrences are more easily resectable
than posterior, lateral or anterior-reaching recurrences, which often require greater multi-organ re-
section.

1.3. Clinical presentation: The literature on this issue shows that 50% of patients complain of
symptoms at diagnosis, while those of the remaining 50% are discovered during follow-up [14].

Symptomatology is partly related to the type of intervention previously performed. After ab-
dominal-perineal amputation, recurrence can be detected as a persistent mass or sinus in the peri-
neum and/or vagina [15]. After rectal-colic resection, the infiltration of the intestinal lumen causes
changes in the alvo and rectorrhagia. However, some symptoms are constantly present, in particular
sacral and/or perineal pain, the presence of which, at the time of diagnosis, has been linked to a worse-
scenario prognosis.

1.4. Pre-operative diagnosis and summing up: The gold standard in the diagnosis of recurrence is
biopsy of the tissue under suspicion. However, it is not always easy to obtain, except in the case of
an intraluminal anastomotic recurrence which is generally accessible by endoscopy [15]. When it is
impossible to perform a biopsy, a clinical diagnosis conducted by a multidisciplinary team, should
guide the therapeutic approach. The clinical evaluation should always include a digital exploration,
which helps to discriminate between intra- or extra-luminous recurrence and its degree of fixity.

In selected cases, cystoscopy and colposcopy may be useful when seeking to assess invasion of
adjacent organs. Endoscopic ultrasound is burdened with false positives due to its difficulty to dis-
cern between normal and neoplastic lymph nodes. Plasma levels of CEA can be useful and, if ele-
vated, are associated with worse-scenario prognoses.

CT and MRI are two valid diagnostic and staging methods for pelvic recurrence. MRI of the
pelvis with contrast medium, compared to CT, allows for a better differentiation of normal anatomi-
cal structures, such as the uterus or seminal vesicles, as well as differential diagnosis between fibrosis
and recurrence (Figure 3).

Figure 3. TC examination before (A) and after the introduction of contrast medium by i.v. (B) (SE 45-

year-old male). Recurrence of a neoformation in the distal rectum (originally a pT2bNx) shows the
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presence of a concentric thickening of the wall, more evident in the posterior and left lateral maximum
thickness of 19 mm. This localised thickening at about 2.5 cm from the anal margin extends cranially
for a stretch of about 5 cm and takes the contrast tenuously.

PET-TC-compared to CT and MRI, which are morphological tests - permits a functional evalua-
tion. It allows one to detect occult lesions and differentiate between scar tissue and suspected neo-
plastic recurrence.

1.5. Surgical treatment: The treatment of recurrence of rectal carcinoma is multimodal. The location
and extent of the recurrence, together with an evaluation of previous treatment, should be
considered when seeking guidance for the choice of the appropriate treatment strategy to adopt.

In many of the studies in literature, about 40-50% of patients with local recurrence are considered
candidates for surgical exploration, though only 30-40% undergo RO resection [14].

Whatever the type of resection, it should always be performed by removing the recurrence and
the affected adjacent organs or structures en-bloc. Careful patient selection is essential in order to
exclude formal contraindications to surgery (Table2).

Table 2 - Contraindications to surgical resection

- Stage IV disease

- Extension of neoplasm beyond the large ischial foramen

- Circumferential or extended neoplastic involvement of the lateral pelvic wall
- Bilateral ureteral obstruction

- Invasion of the sacral area over S2-S3

- Invasion of the anterior pubic bone

- Encasement (>180°) of external iliac vessels

The patient and his or her family should be adequately informed about the extent, sometimes
largely demolishing, of the intervention and the related complications.

Surgical approaches

During the pre-TME era, recurrence often took place in the residual mesorectum or in anasto-
motic sites. On the contrary, today, relapses can be found in any pelvic compartment, often requiring
extensive surgery.

The access route is always a median navel-pubic laparotomy, preserving the lower epigastric
vessels in case a rectus abdominis muscle flap is needed. After lysis adhesion, the abdominal cavity
is explored to exclude secondarism undetected during preoperative imaging. There is often a marked
pelvic fibrosis and, therefore, the first step involves identifying and isolating the ureters and iliac
vessels at the level of the aortic bifurcation: these manoeuvres permit one to continue the pelvic dis-
section safely along the presacral fascia. Several intraoperative scenarios are possible [17].

A) Non-fixed recurrence located at the anastomotic site or in the central compartment of the pelvis
or in the perineal wound. In these cases, radical resection can be achieved by "limited" surgery: ex-
tensive local excision or rescue AAP or, if feasible, rectocolic resection.

B) Anterior pelvic recurrence. If the genitourinary tract is involved, an en-bloc resection is recom-
mended. A limited involvement of structures, such as the bladder dome or the posterior wall of the
vagina, can be managed by partial excision with negative margins. Conversely, relapses with inva-
sion of the bladder trigon or prostate in males and the uterine cervix in females usually require total
pelvic exenteration. The mortality rate of this operation is still high (2-14%), as is the morbidity rate
(33-75%) [19].
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C) Lateral pelvic recurrence. These relapses have a worse prognosis because it is extremely difficult
to obtain tumour-free resection margins (< 19%) [15]; sometimes these are impossible due to the in-
volvement of larger vessels, the sciatic nerve, or pelvic bones.

D) Dorsal recurrence. When the recurrence is localised in the dorsal compartment, an abdominal sa-
cral resection can be performed. This operation is facilitated by a position of the patient in the ventral
decubitus or "jack-knife" position Although numerous studies in literature demonstrate the feasibility
and safety of sacral resections below the 52/S3 junction, the risk/benefit ratio of such interventions is
still under discussion, since they expose the patient to a high risk of neurological lesions (high sacrec-
tomies) and uncontrollable venous bleeding (Table 3).

Moreover, it is not always easy to distinguish intraoperative bone infiltration from fibrous adhesions,
as made evident by a recent series of 29 cases of recurrence reported by the Memorial-Sloan Kettering,
where only 38% had real bone infiltration, while 68% regarded adhesions.

E) Extended recurrences. The indication for pelvic exenteration combined with secretory surgery is a
dependent institution. To date, the highest number of cases of exenteration with sacrectomy by insti-
tution is that of Solomon and Milne of the Royal Prince Alfred Hospital in Sydney, with 100 patients
operated, with an RO resection rate of 72%, with an average survival-rate of 45 months and 5 years
for 38%, complications in 74%, in particular neurological complications (39%) in high sacrectomies

[19, 20].
Table 3. Results of some studies on abdominal-sacral resections.
Case Study Morbidity Mortality RO Survival
Sagar16 40 60% 2.5% 50% 56% (3 years)
Ferenschild!s 17 68% 0% NA 45% (3 years)
Melton® 30% (5 years)
29 58% 3.4% 62% 63% (2 years)
Moriya® 20% (5 years)
57 58% 4% 84% 54% (3 years)
Weber2 23 78% 0% 91% 51%(3years)

1.6. The role of the minimally invasive approach: Laparoscopic surgery has become an accepted method
of treatment for primary colorectal cancer. The growing experience of dedicated surgeons and the
progressive improvement of technology have made it possible to extend the indications for
laparoscopic surgery to patients with locally advanced rectal cancer.

There are very few follow-up studies in literature regarding the safety and feasibility of laparo-
scopic surgery for the treatment of locoregional pelvic recurrence (Table 4) [21, 22].

Only three studies proposed the laparoscopic approach for the treatment of recurrent colorectal
cancer for a total of 29 patients.

The study by Park et a. [23] compared 15 patients treated with laparoscopic access to 26 patients
with open access. of the cases regarded anastomotic recurrences, ovarian and lateral pelvic lymph-
node recurrences. The rate of resection in laparoscopy was 100% vs 84.6% of the open approach, with
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a lower rate of morbidity (13.3% vs 57.7%). The largest study is that by Nagasaki et a126 where 13
patients treated using the laparoscopic approach and 17 patients open intervention were compared.
The laparoscopic approach was associated with a longer duration of surgery time (381" vs 241') but
with an equivalent rate of RO resection (100% vs 94%) and postoperative morbidity (30.8% vs 23.5%),
with only one case of conversion. These were central relapses or ones at the level of the lateral pelvic
lymph nodes.

For the last five years or so, robotic surgery has been used more frequently, so that, as it has a
greater power of resolution as an image and operational precision, it will replace both laparoscopic
and open surgery. There are conditions to hope for greater survival.

Table 4. Studies regarding laparoscopic surgery of recurrences from rectum cancer.

Site recur- Losses Time Rate of Postoperative Ratio
Author Year  Cases  rences
blood practitioners  resection  mortality/morbidity
ml minutes RO
(average) (average)
Lu2 2006 7 Central 6 200 211 100% NR

Presacral 1

Kim % 2008 1 Central 50 185 100% NR
Park » 2011 Lap:15  Anastomoticc, NR Lap: 150 Lap: Lap: 13.3%
Open:26 Ovary, Open: 100% Open 57.7%
Llymph
nodes 259 Open:
Lateral pelvis p 0.059 84.6%
Nagasaki” 2014  Lap:13 Centraland  Lap: 110 Lap: 381 Lap: Lap: 30.8%
Open:
17 Lymph nodes Open: Open: 100% Open. 23.5%
Lateral pelvis 450 241 Open
p 0.075 p 0.024 94%
p0.99
Akiyoshi? 2015 9 Lymph nodes 130 381 100% 33.3%

Lateral pelvis

The most recent series reported by Akiyoshi et al. [26] described 9 patients who underwent
laparoscopic dissection of the lateral pelvic lymph nodes at the site of isolated recurrence after sur-
gery for rectum cancer. RO resection was possible in all patients, with acceptable morbidity rate (33%)
[27].

The authors of these studies comment that the minimally invasive approach has the advantage
of magnified visibility, which facilitates and makes a more accurate dissection in a deep anatomical
compartment such as the pelvis, with altered anatomical planes, possible. However, the operating
times are longer and the experience required is greater. In addition, the laparoscopic approach seems
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to reduce blood loss, allow for early restoration of the intestinal function, and, oncologically speaking,
can have equivalent rates of RO resections [23, 25].

Ultimately, this approach should not be used for extended multi-visceral resections but limited
to salvaging treatment of isolated central recurrences or of those closer to the lateral pelvic lymph
nodes.

1.7. Oncological results: In the absence of surgical treatment, an overall 5-year survival is 5% lower,
with an approximate median survival of 7 months. An R0 resection is the main prognostic factor
influencing survival. In a recent systematic review by Tanis et al.[28] which analysed 46 studies
regarding the surgical treatment of pelvic recurrence from rectum cancer, the overall 5-year
survival ranged from 11 to 39%, with an operating mortality of 2.2%. Harris et al report a case study
of 533 patients from 5 high-volume oncology centres treated with pelvic exenteration, currently the
most extensive and recent international experience. In their case history, 5-year survival after RO
resection is 44% and after RI resection 25% [30].

1.8. The role of radiotherapy: If not previously performed, neoadjuvant radiotherapy may increase the
number of patients eligible for radical surgery.

The combination of high-dose RT (50-60Gy) combined with chemotherapy has been shown to
convert resectability by up to 80% of patients initially not eligible for surgical exploration [3].

2. Materials and Methods

We examined, retrospectively, all the patients diagnosed with cancer of the rectum between 2008
and 2018 treated at the "Pietro Valdoni" Department of Surgery and monitored their follow-up for 5
years. The sample consists of 368 patients with rectal neoplasm, 136 females and 232 males, with an
average age of 65.8 (the range was 37-86 years). In 103 of these cases the neoplasm was located in the
upper rectum (28%), in 119 cases in the middle rectum (32.3%), in 102 cases in the lower rectum
(27.7%), in 31 cases (8.4%) at the level of the right/sigma junction while, in 13 cases, it was not possible
to identify the site with certainty (3.5%).

Curative surgery was possible in 288 of these patients (78.26%). Neoadjuvant chemotherapy was
administered to 75 patients (20.4%). Of the 288 patients treated for rectal cancer, 31 (11%) presented
with local recurrence. For the sake of completeness, 11 patients operated on in another hospital for
rectal cancer were also evaluated, thus making the total 42 patients, including 26 males and 16 fe-
males, with an average age of 65.8 and an age range of 37 to 86.

For the purposes of our study 35 out of the 42 patients who were free from distant metastases at
the time of their first surgical operation were examined (Table5).
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Table 5: Layering of patients with local-regional recurrence.

Primary Cancer Therapy
anterior resection 21 60,0%
Miles 9 25,7%
Hartmann 4 11,4%
TEM 1 2,8%
Radicality Primitive Cancer
RO 31 88,6%
R1-R2 4 11,4%
Stage Primitive Cancer
T1 1 2,7%
T2 7 21,6%
T3 18 51,3%
T4 9 24,4%
Dukes A 2 5,7%
Dukes B 6 17,1%
Dukes C 27 77,2%
Recurrences site
Anastomotic 13 37,1%
Centre-pelvic 11 31,4%
Pre-sacral 9 25,7%
Perineal 2 5,7%

Legend: TEM (Trans-anal endoscopic microsurgery).

As to the characteristics of the primary tumour, in 9 cases it was T4 (25.7%), in 18 cases T3
(51.4%), in 7 T2 (20%) and in one case T1 (2.8%). Surgery was conducted in all cases using the open
technique: 21 patients underwent anterior resection (60%), 9 patients with perineal abdominal ampu-
tation according to Miles’s technique (25.7%), 4 patients using Hartmann's surgical approach (11.4%)
and 1 patient with TEM (2.8%). A RO resection was possible in 31 of the cases (88.5%), RI-R2 in 4
(11.5%). In of the 6 patients (17.1%) neoadjuvant chemoradiation therapy was performed while 20
patients (57.1%) underwent adjuvant chemoradiation therapy.

With regard to the site of the recurrence, 13 patients developed an anastomotic recurrence
(37.1%), 12 central-pelvic (31.4%), 9 presacral (25.7%), and 2 perineal (5.7%). The most frequently in-
filtrated organs were the ureters, bladder, sacral and pelvic bones, while no involvement of the sciatic
nerve or iliac vessels was documented.

The interval between diagnosis of recurrence and previous surgery (disease-free survival) of the
primary tumour was 13.4 months, with a range from 3 to 51 months. As for the onset symptoms,
abdominal pain was the main symptom in 27 cases (77.1%), in 16 cases a palpable mass (45.7%) and
in 12 patients (34.3%) the first sign was an increase in tumour markers (CEA).

3. Results

In 7 patients (20%), surgery was not possible because of diffused lung and liver metastases to (4
cases), or because of invasion of the sacral or pelvic bones. In 5 cases (14.3%) palliative surgical ther-
apy (ileum/colostomy) was carried out, while in the remaining 23 cases (65.7%) curative surgical ther-
apy was performed (Table 6).
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Table 6. Treatment of recurrences.

No therapy 1 20%

Palliative therapy 5 14,3%

Curative Surgery 23 65,7%
Re-resection 10
nodule exeresis 7
Intervention using the Miles’s technique 6

Of these 23 patients, 7 underwent a new recto-colic resection (all on a previous RAR), 10 under-
went excision of the recurrence (5 on a previous RAR, 4 on an abdominoperineal amputation, 1 on a
Hartmann intervention) and 6 with abdominoperineal amputation according to Miles (4 on a previ-
ous RAR, 1 on a Hartmann intervention, 1 on a TEM. All procedures were conducted using an open
technique.

In 18 cases (64.2%) the resection was radical (RO), with a follow-up survival of 2 years, of 29.2
months on average, with a range of between 9 and 85 months after diagnosis of relapse.

In the other cases (RI-R2) a progression of recurrence was observed in the following months
(from 2 to 13, with an average of 5).

With regard to integrated therapy, 23 (78.5%) patients underwent adjuvant chemotherapy and
radiotherapy.

Mortality was 7.1% and morbidity 42.8%, due mainly to anastomotic dehiscence (6 cases).

4. Discussion

Pelvic recurrence of rectum cancer has recently seen a considerable decline following the intro-
duction of total mesorectal excision (TME) for rectal cancer and the integration of surgery with neo-
adjuvant chemotherapy-radiotherapy treatments.

Most of these recurrences occur within 2 years of surgery and in absence of treatment patients
have an unfavourable prognosis, with significant impairment of their quality of life, due mainly to
disabling pain.

Exclusively non-surgical therapies, such as radiotherapy or chemoradiation therapy, can have
some palliative significance, often with little benefit and significant side effects.

Surgical treatment offers the best chance of survival if carried out for curative purposes and an
RO resection is now possible for up to 50% of patients, the careful selection of whom is a prerequisite
[31].

Imaging diagnostics, pelvic MRI, in particular, allows for the precise definition of the site of
recurrence and the anatomical relationships with the surrounding structures, when planning the
most appropriate type of surgery to perform (Figure 2).
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Figure 2. MRI Neo Formation Ca Colon-Sigma (A) MRI Axial T2weight FR FSE and (B) Sagittal T1
FSE LAVA-FLEX HR (AG, female 77years old).

Outcomes of left hemicolectomy with packaging of ileo-stomy in left iliac fossa. At today'’s follow-up control, a
concentric transmural parietal thickening of the rectal stump is evident (maximum parietal thickness about
13mm; about 47mm from the anal margin) extending longitudinally for about 44mm, prevalent on the posterior
side; the thickening is characterised by a marked restriction of the signal in diffusion and post-contrast vascu-
larisation. There are evident signs of extra-parietal encroachment at the level of the right postero-lateral sector.
Inhomogeneity and thickening of the mesorectum and the mesorectal fascia.

Limited surgery is possible in the case of isolated anastomotic and central peri-anastomotic re-
lapses, which have the most favourable prognosis overall, with a 5-year survival of up to 65%.

If the recurrence is ventral, dorsal, or lateral and involves the pelvic viscera or neighbouring
bone structures, such as the sacrum, the exeresis should be extended and en bloc. In the latter case,
these are highly demolitive operations, burdened by numerous complications and therefore to be
carried out in dedicated high-volume centres and by an experienced multi-disciplinary team that
includes not only the oncological surgeon but also the neurosurgeon, orthopaedist, plastic surgeon,
and other dedicated figures.. Even these destructive interventions must aim at an RO resection which
can guarantee an average 5-year survival of up to 44% [32].

In our case study, the rate of RO resection was 65.7%, in line with the numerous experiences
reported in literature (Table 6); the surgical interventions performed were largely "limited" to the
favourable site of recurrence, with acceptable rates of mortality and morbidity.

The role of minimally invasive surgery is becoming increasingly popular today but, if on the one
hand it has the undeniable advantage of enlarging the anatomical structures and allowing a more
accurate dissection, on the other it does not seem applicable to perform extensive multivisceral resec-
tions which, only with the open approach, are they achievable with the utmost radicality. Finally, the
concept of multidisciplinary therapy needs to be applied, not only to the management of cancer of
the primary rectum but also to its recurrence. The integration of radio-chemotherapeutic surgery in-
creases the rate of resectability and leads to encouraging results in terms of percentages of recurrence.

5. Conclusions

Local recurrence of rectum cancer is still the main complication of this disease today. If un-
treated, it results in an average survival of about 8 months and poor quality of life. Advanced stage
and non-radical surgery (R>O) of the primary tumour seem to be the main risk factors. At present,
we need to focus our attention on two fundamental aspects: early diagnosis and the most appropriate
treatment of recurrence. Early diagnosis can be accomplished thanks to a valid follow-up to be carried
out especially during the first 2-3 years after surgery. If a recurrence is diagnosed, the patients need
to be carefully rehabilitated and followed by a multidisciplinary oncological team that, by mutual
agreement, chooses the most appropriate treatment.


https://doi.org/10.20944/preprints202306.1639.v1

Preprints (www.preprints.org) | NOT PEER-REVIEWED | Posted: 22 June 2023 doi:10.20944/preprints202306.1639.v1

Rescue surgery is technically feasible and justified in a selected group of patients. An aggressive
multimodal approach guarantees disease-free survival rates of up to 30% of selected cases. Surgical
resection has a higher cost/benefit ratio than non-surgical treatment. The refinement of the diagnostic
and staging methods, the operating technique, the chemoradiation therapy and the availability of
multidisciplinary teams will be able to improve the results of surgical intervention, further.
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