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ABSTRACT

Objectives: we analyzed long-term morbidity and bowel func-
tion alteration after postoperative radiotherapy for rectal cancer
following resection with anastomosis.

Patients and methods: thirty-seven patients who underwent
surgery with intention to cure and a minimal follow-up period of 3
years were included. These patients were divided into two groups:
in the first group, 14 patients received postoperative chemo-ra-
diotherapy, 5-fluorouracil plus folinic acid, and 45 Gy plus 5 Gy
boost. In the second group, there were 23 patients regarded as
controls. We designed a questionnaire about their bowel function
and analyzed the morbidity detected in their follow-up.

Results: the group that was treated with postoperative
chemo-radiotherapy had more daily bowel movements (p =
0.03) and night-time movements (p = 0.04); incontinence
(69.2 versus 17.4% in the control group; p = 0.002), and peri-
anal skin irritation (p = 0.04) versus the control group. Al-
though without meaningful differences, the group under treat-
ment wore a pad more often, had more defecatory urgency,
could distinguish worse gas from stool, and needed more fre-
quently antidiarrheal measures. Major complications were pre-
sent in 28.6% of the under-treatment group: three intestinal re-
sections were performed due to actinic stenosis; one patient
had a residual stercoral fistula; another had several occlusive
crises solved with medical treatment.

Conclusions: postoperative chemo-radiotherapy had a high
morbidity rate, which determined a significant alteration in quality
of life. Accuracy in indication is therefore necessary, as well as a
consideration of other alternatives for treatment, such as preoper-
ative chemo-radiotherapy and total mesorectal excision.
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INTRODUCTION

The surgical treatment of rectal cancer is burdened
with a high percentage of local recurrence (1). It varies
from 20 to 70% according to tumor stage. In the last few
years a great effort has been made in order to decrease
disease progression, and the management of rectal cancer
has substantially changed due to advances in surgical
techniques, changes in radiotherapy technology, and the
emerging role of some chemotherapeutic agents such as
oxaliplatin. All this has meant continuous changes in
standard therapeutic protocols (2).

Several studies have proved that chemo-radiotherapy,
either pre- or post-operative, improves survival time and
decreases local recurrence (2-6). Therefore, radiotherapy
(RT) is recommended as a part of rectal cancer treatment
since 1990 (7-11). At the same time, surgical modifica-
tions, such as total mesorectal excision (TME), have suc-
ceeded in decreasing local recurrence below 10% even in
high-risk patients (12,13).

Nevertheless, radiotherapy is not free from side ef-
fects, which may have a great impact on the patient’s
quality of life (14). Short-term morbidity and mortality
have been analyzed in several studies, but studies about
long-term morbidity are rare (1,14-16).

Difficulties for such a post-radiotherapy morbidity
study may include various factors: concern regarding
metastatic disease or local recurrence, which may lead
to underestimate local alterations associated with radio-
therapy; various chemotherapy protocols (combined or
not with radiotherapy), and the different radiation tech-
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niques used-dose fractionation and limited-field radia-
tion (14,17).

The objective of this study is to assess the long-term
side effects of postoperative radiotherapy and its impact
on anorectal function.

PATIENTS AND METHODS

Clinical records of patients who underwent surgery for
rectal cancer in the Department of Surgery at the Hospi-
tal “Lluis Alcanyis” during the period 1993-1998 were
retrospectively reviewed. There was a group of 68 pa-
tients who fulfilled the following criteria: tumor location
was below 15 cm from the anal margin, there was no in-
vasion of adjacent organs, and all of them had been oper-
ated using anterior resection of the rectum with primary
anastomosis and no diverting stoma. Nine patients of this
group were excluded due to metastatic disease at the time
of surgery; 13 died because of disease progression; 2 of
them needed a temporary diversion due to an anastomotic
leak, as this complication itself could alter bowel func-
tion; 1 patient happened to have a non-resectable gastric
cancer, and 6 patients could not be contacted. The re-
maining 37 patients were included in this study and were
divided up in two groups: the first one included those 14
subjects who had been treated with postoperative chemo-
radiotherapy (CRT); the other group, which was consid-
ered the control group, included the remaining 23 who
did not receive radiotherapy. In the control group there
were two patients whose stage was 0, as they suffered
from big, degenerated villous tumors (Tis) that required
an anterior resection.

The treatment schedule of those 14 patients in the CRT
group was as follows: two chemotherapy cycles with
S-fluorouracil (425 mg/m?) plus folinic acid (20 mg/m?),
followed by radiotherapy plus S-fluorouracil concurrent-
ly for the first and last three days, reaching a total dose of
45 Gy, and adding at the end a presacral boost of 5, 4 or
9 Gy in relation to their body volume. Treatment was
completed with two more chemotherapy cycles with
S-fluorouracil and folinic acid.

Radiotherapy was delivered through a high-energy lin-
ear accelerator. Radiation technique was isocentral with
4 fields into the pelvis and lateral fields in the presacral
boost, a fractionation of 180 cGy per each session until
the full dose was reached. Radiation in the prone position
and astringent diet were used as protective measures to
minimize the toxicity of radiotherapy.

Along the year 2002, all patients included in this study
were interviewed in order to assess their bowel function,
and all their clinical records were revised to detect all pos-
sible major complications suffered by these patients after
discharge from hospital. In this way we assured a minimal
follow-up of 3 years after completing the treatment of rec-
tal cancer. The interview gathered: number of daily bowel
movements and how many at night time, consistency of
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stool (liquid, semisolid, or solid), incontinence and its fre-
quency (occasional < once per week; frequent > once per
week), soiling, need to wear a pad, ability to distinguish
between flatus and stool, urgency (if they were able to de-
fer defecation for more than 15 minutes), tenesmus, peri-
anal skin irritation, bleeding, mucorrhea, and need for an-
tidiarrheal measures (diet, medication). Quality of life
questionnaires specifically made for colorectal cancer, as
the QLQ-CR 38 developed by EORTC, were not used
since at the time of this study they had not been fully
adapted and validated regarding Spanish cultural features
(18).

Follow-up and anorectal function complications de-
tected were analyzed according to the answers in the
written interview. Chi-square testing was used for per-
centage comparisons between both groups.

RESULTS

We did not find any significant differences between
both groups regarding sample characteristics —age, sex,
and tumor level- except for tumor stage (Table I). We
also could not find any noteworthy differences in the
postoperative complications of both groups. Colorectal
anastomosis bleeding in the CRT group was solved by
endoscopic coagulation. Three minimal anastomotic
leaks in the control group (which had poor clinical mani-
festation and which were exteriorized by a drain) had a
good outcome in a few days with conservative treatment
(parenteral nutrition and antibiotics).

Survey results showed (Table II) that the CRT group
had a mean (3.3) of bowel movements per day that was

Table I. Description of sample groups

CRT Non-RT p

Male/Female 8/6 13/10 n.s
Age* 69 (48-77) 68.5 (53-84) ns.
Tumor level* 10 (6-12) 10 (6-15) n.s.
Tumor stage 0.03

0 - 2

| - 7

Il 5 8

Il 9 6
Postoperative complications 6 10 n.s.

Anastomotic bleeding 1 -

Paralytic ileus 1 -

Wound serome 2 1

Wound infection - 4

Pneumonia 1 -

Urinary infection - 1

Anastomotic leak™ - 3

*Median (range); (1) without abdominal repercussion, solved with conservative treat-
ment.
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Table II. Anorectal function after 3 years
of the end of treatment

CRT Non-RT p
(14 patients) (23 patients)
Stool consistency 0.04
Soft 462 % 13%
Normal 53.8% 87%
Number of bowel movements* 3.3(1-7) 1.9 (1-4) 0.03
Movements at night 30.8% 4.2% 0.04
Incontinence 0.002
None 30.8% 82.6%
Occasional 46.1% 4.4%
Frequent 23.1% 13%
Wear a pad 30.8% 13% n.s.
Unable to differentiate stool/flatus ~ 30.8% 30.4% n.s.
Defecatory urgency 38.5% 21.7% ns.
Perianal skin irritation 30.8% 43 % 0.04
Antidiarrheal measures n.s.
Diet 30.8% 13%
Medication 15.4% 8.6%
None 53.8% 78.3%

*Median (range).

significantly higher (p = 0.03) than the control group
(1.9). A higher percentage of CRT group patients, 30.8%,
had bowel movements at night-time versus 4.2% in the
control group (p = 0.04). There were also significant dif-
ferences detected in stool consistency: 46.2% of patients
who had received radiotherapy had softer stools, versus
13% in the control group.

In all, 69.2% of patients in the CRT group suffered
from incontinence (most of them occasionally), though
often episodes were also present in a high percentage.
However, in the control group, incontinence was only
present in 17.4% of patients and that was statistically sig-
nificant (p = 0.002). We noticed, however without signif-
icant differences, that a high percentage of patients in the
CRT group needed to wear a pad, while only 13% in the
control group needed it. We did not find differences be-
tween both groups regarding their capacity to discrimi-
nate between flatus and stool.

Defecation urgency was relatively frequent in both
groups, and we did not find significant differences be-
tween both groups. However, a high percentage (38.5%)
of patients in the CRT group had problems to delay dis-
charge more than 15 minutes, while only 21.7% had such
urgency in the control group. Perianal irritation was more
common in patients within the CRT group (p = 0.04).

Although an important number of patients had some
type of anorectal dysfunction, only 31% of them needed
some dietetic or pharmacologic measures, loperamide be-
ing the most widely used drug.

During follow-up, four patients (28.6%) in the CRT
group suffered from major complications with recurrent
obstructive episodes at the end of radiotherapy. Three of
them needed surgery. An ileal resection was performed in
two of them due to stricture caused by bowel radiation.

REV Esp ENFERM DIG 2004; 96(11): 765-772

POSTOPERATIVE RADIOTHERAPY-INDUCED MORBIDITY IN RECTAL CANCER 767

They also needed dilatation of colorectal anastomotic
strictures produced by radiotherapy. In one patient, a
Hartmann’s procedure had to be performed because of an
anastomotic fistula in a stiff and thickened rectum four
months after radiotherapy completion. This patient still
suffers from persistent intestinal fistula with sporadic fe-
cal soilage from the rectal stump. None of the other pa-
tients in the CRT group and the control group has ever
presented any other major complication during follow up.

DISCUSSION

Radiotherapy is regarded as another component of the
therapeutical armamentarium for rectal cancer, its essen-
tial aim being to decrease local recurrence (2-11); it is
even more effective when associated with chemotherapy.
Chemo-radiotherapy has shown a remarkable decrease in
recurrence and a better survival rate (6). However, sever-
al publications (1,3,5,15-17,19) have stated the adverse
effects of radiotherapy, both pre- and post-operative.

Acute morbidity affects most patients in varying de-
grees, and manifests as gastrointestinal, hematological,
and dermatologic disorders, as well as lumbosacral plex-
opathies (1,7,14,19). Although we had no mortality in
our study, as in other studies (5), the literature describes
(1,3,7) a small percentage of patients that suffer from se-
vere complications due to sepsis and gastrointestinal
problems. That places mortality rate secondary to radio-
therapy in a level between 0.3 and 18%. Several authors
attribute this considerable morbi-mortality to patient-re-
lated factors (age, diabetes and atherosclerotic disease),
type of drugs used, and radiation technique.

However, radiation induces several disorders that pro-
duce late adverse effects (1,14-16), as intestinal obstruction,
actinic enteritis, and proctitis, with figures ranging between
4 and 15%. This percentage was greater in our study (28%),
probably because of sample size. Out of four patients with
symptomatic actinic disorders, three had to be operated
upon; however, they were not fully free from symptoms af-
terwards, because of adhesions and permanent rectal actinic
changes. One patient even had a permanent rectal fistula to
the abdominal wall in spite of going through a Hartman's
operation that excluded intestinal transit.

Functional changes of the pelvic floor have not been
properly documented (1,14-16,20), and there are few re-
ports that analyze long-term functional changes. Most
studies are related to survival, local relapse, and changes
following surgical technique (14).

In accordance with other similar reports (1,15,16), we
confirmed the toxicity of postoperative chemo-radiother-
apy. It causes an important detrimental effect on bowel
function, with softer stools, increased number of daily
bowel movements (daytime and at night), incontinence,
soiling, and perianal skin irritation. Other changes de-
scribed (1,15), as the need to wear a pad, defecation ur-
gency, and the use of antidiarrheal measures showed non-
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significant differences, although they were more frequent
in the CRT group, probably also because of sample size
(1,14,15,20). The causes of these functional changes are
related to reduced rectal capacity and compliance, as well
as to disorders in anorectal pressures.

The damage to anorectal function and the sequels of ac-
tinic lesions, together with the frequent need of medical or
surgical treatments to improve these symptoms, may signif-
icantly modify the quality of life for such patients (1,14).

In the 1990s, a number of clinical trials were carried
out with preoperative radiotherapy, and it was suggested
that radiotherapy was better administered before surgical
procedures (4,6,10), as it would lead to less side-effects
and complications, as well as to a lower chance of small
bowel damage.

However, since total mesorectal excission in rectal
cancer has become standard, controversy has arisen on
the need of radiotherapy (9,12,13,21,22), due to its low
local relapse rate, similar to the rate obtained with preop-
erative chemo-radiotherapy. Heald et al. (12) revealed
that TME diminishes local recurrence rates to 2% in 10
years’ time after curative resections, which suggests that
total mesorectal excission is the main determinant for
outcome. Survival is 80 at 10 years in curative resections.
Nevertheless, it has considerable postoperative complica-
tions, though not greater than those of other techniques,
and as many as 17% anastomotic leaks. This is why a
temporary ileostomy is recommended when the anasto-
mosis is placed at less than 6 cm from the anal margin
(12,23,24). Vascular infiltration, Dukes’ stage, and cir-
cumferential margin involvement are the only significant
predictors of local recurrence in Heald's experience.

Therefore, having postoperative RT morbidity and lo-
cal recurrence rates with both TEM and CRT in mind, the
pending question is whether the present-day treatment for
rectal cancer is TME associated with preoperative
chemo-radiotherapy or not (4,24,25). The answer to this
question is still expected from the results of trials current-
ly in progress. Furthermore, we believe that greater selec-
tivity and stress are needed when defining those cases -
individually analyzed and based on prognostic factors-
that may benefit from neoadjuvant treatment (6,24,25).

Rising overall and disease-free survival, decreasing lo-
cal recurrence rates, and having fewer postoperative
complications should not be the only goal in the treat-
ment of rectal cancer. We must provide our patients with
the best quality of life. So, we should be stricter at the
time of prescribing postoperative chemo-radiotherapy,
we should have in mind the loss in quality of life that it
involves, and maybe we should keep it only for a few pa-
tients with a high risk of progression.
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Morbilidad de la radioterapia postoperatoria en el cancer de recto

M. Garay Burdeos, M. Garcia-Botella, V. Viciano Pascual, M. D. Torregrosa Macias', J. Aguil6 Lucia,

M. Ata, M. C. Muiioz Alonso y J. Garcia del Cafio

Servicio de Cirugia General y Digestiva. 'Seccion de Oncologia (Servicio de Medicina Interna). Hospital Lluis Alcanyis.

Xativa, Valencia

RESUMEN

Objetivos: analizar la morbilidad y alteracién del funciona-
lismo rectal a largo plazo de la radioterapia postoperatoria tras
reseccion con anastomosis en el cancer de recto.

Material y métodos: se incluyen 37 pacientes interveni-
dos con intencién curativa y con una evolucién minima de
3 afios. Se dividen en dos grupos: 14 tratados con quimio-ra-
dioterapia postoperatoria, 5-fluoracilo méas ac. folinico y 45 Gy
mas “boost” de 5 Gy y 23 no tratados utilizados como grupo
control. Se realiz6 una encuesta sobre su funcionalismo rectal y
se analiz6 la morbilidad detectada en el seguimiento.

Resultados: el grupo tratado con quimio-radioterapia posto-
peratoria presentaba mayor frecuencia defecatoria diaria
(p=0,03) vy nocturna (p=0,04); incontinencia en el 69,2% frente
al 17,4% del grupo control (p=0,002) y mayor irritacion perianal
(p=0,04). Aunque sin diferencias significativas, el grupo tratado
precisd usar mas frecuentemente compresas, tenia mas urgencia
defecatoria, diferenciaba peor gases y heces y precis6 mas medi-
das antidiarreicas. El 28,6% del grupo tratado presentaron com-
plicaciones mayores: 3 resecciones intestinales por estenosis ac-
tinicas quedando uno con una fistula estercoracea residual; otro
tuvo varias crisis suboclusivas resueltas con tratamiento conserva-
dor.

Conclusiones: la quimio-radioterapia postoperatoria tiene
una alta tasa de morbilidad, que condiciona una alteraciéon im-
portante de la calidad de vida por lo que es necesario sopesar
bien la indicacién y tener presente las posibilidades que se
abren con la quimio-radioterapia preoperatoria y la excision
mesorrectal total.

Palabras clave: Cancer de recto. Quimio-radioterapia. Morbili-
dad.

INTRODUCCION

La cirugia del cdncer de recto estd gravada con un alto
porcentaje de recidiva local (1), variando desde el 20 has-
ta el 70% en funcion del estadio tumoral. En los tltimos
afios, con el fin de reducir la progresién de la enferme-
dad, el tratamiento del cancer de recto ha variado sustan-
cialmente por los avances en la técnica quirtrgica, las
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modificaciones en la tecnologia radioterdpica y las evi-
dencias del papel que pueden desempefar algunos agen-
tes quimioterdpicos como el oxaliplatino. Todo ello ha
supuesto modificaciones constantes en los protocolos te-
rapéuticos utilizados (2).

Diversos estudios han demostrado que la quimiorra-
dioterapia, pre o postoperatoria, mejora la supervivencia
y reduce la recidiva local (2-6), por lo que desde 1990 la
radioterapia (RT) estd recomendada como parte del trata-
miento del cancer de recto (7-11). A su vez, variaciones
técnicas como la excisiéon mesorrectal total (EMT) han
conseguido reducir la tasa de recidiva local a menos del
10%, incluso en pacientes de alto riesgo (12,13).

Sin embargo, la radioterapia no estd exenta de efectos
secundarios, que pueden tener un impacto importante en
la calidad de vida de los pacientes (14). La morbi-morta-
lidad a corto plazo ha sido estudiada en diversos ensayos,
aunque hay pocos referidos a la morbilidad a largo plazo
(1,14-16).

Las dificultades para el estudio de la morbilidad post-ra-
dioterapia pueden deberse a varios factores: la preocupa-
cion por la recidiva local o metastasica, que puede condi-
cionar una infraestimacién de las alteraciones locales
asociadas a la RT, los diversos protocolos de quimioterapia
y su administracién conjunta o no con la RT y por dltimo,
la variedad de técnicas de irradiacion utilizadas, fracciona-
miento, campos y dosis (14,17).

El objetivo que se plantea en este trabajo es analizar
los efectos secundarios a largo plazo de la radioterapia
postoperatoria y su repercusion en la funcion anorrectal.

PACIENTES Y METODOS

Se revisaron retrospectivamente las historias de los pa-
cientes intervenidos por cdncer de recto durante el perio-
do 1993-1998 en el Servicio de Cirugia del Hospital
Llufs Alcanyis de Xativa. Se identificaron 68 pacientes
que cumplian los siguientes criterios: tumor a menos de
15 cm del margen anal, sin invasion de 6rganos de vecin-
dad, a los que se practic6 una reseccion anterior de recto
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con anastomosis primaria sin estoma previo. De estos, se
excluyeron 9 pacientes con metdstasis en el momento de
la intervencion, 13 exitus por progresion de la enferme-
dad, 2 que requirieron un estoma temporal por dehiscen-
cia de la sutura colorrectal, ya que esta complicacién, por
si misma, podria alterar la funcién defecatoria, 1 que pre-
sentd un cancer géstrico irresecable, y 6 que no se pudie-
ron localizar. Los 37 pacientes restantes fueron incluidos
en el estudio, dividiéndolos en dos grupos: uno formado
por los 14 que habian sido tratados con quimio-radiotera-
pia postoperatoria (QRT) y otro, considerado como con-
trol, con los 23 restantes que no habian recibido radiote-
rapia. En el grupo control habia dos pacientes en estadio
0 porque se trataba de grandes tumores vellosos degene-
rados (Tis) que requirieron una reseccion anterior.

El esquema de tratamiento de los 14 pacientes del gru-
po QRT fue el siguiente: 2 ciclos de quimioterapia con 5-
fluouracilo (425 mg/m?) y 4cido folinico (20 mg/m?), se-
guido de radioterapia con 5-fluouracilo concomitante los
tres primeros y los tres ultimos dias, hasta conseguir una
dosis total de 45 Gy y afiadiendo al finalizar una sobreim-
presion en la zona presacra de 5,4 6 9 Gy, segtin el volu-
men corporal. Se completd el tratamiento con 2 ciclos
mds de quimioterapia con 5-fluouracilo y dcido folinico.

La radioterapia se realizo con un acelerador lineal. La
técnica de irradiacion fue isocéntrica con 4 campos en la
pelvis y con campos laterales en la sobreimpresion de la
zona presacra, con un fraccionamiento de 180 cGy por
sesion hasta alcanzar la dosis completa. Para disminuir la
posible toxicidad de la radioterapia se utilizaron como
medidas proctectoras la irradiacion en decubito prono y
la dieta astringente.

Durante el anio 2002, se realizdé una encuesta a todos
los pacientes incluidos con el fin de evaluar el estado
funcional anorrectal y se revisaron las historias para de-
tectar las complicaciones mayores sufridas por estos pa-
cientes tras el alta. De esta forma, se aseguraba un segui-
miento minimo de 3 afios tras finalizar el tratamiento del
cancer de recto. La encuesta recogia: nimero de deposi-
ciones diarias y nocturnas, consistencia (liquidas, blan-
das o duras), incontinencia y frecuencia de la misma
(ocasional < 1 vez por semana; frecuente > 1 vez por se-
mana), manchado, necesidad de utilizar compresa, dife-
renciacion de gas y heces, urgencia (si podian diferir o
no la defecaciéon mas de 15 minutos), tenesmo, irritacion
perianal, sangrado, mucorrea y necesidad de medidas an-
tidiarreicas (dieta, medicacién). No se utilizaron los
cuestionarios de calidad de vida especificos para el can-
cer colorrectal, QLQ-CR 38, desarrollados por la
EORTC, porque en el momento de realizar el estudio to-
davia no estaba validada su adaptacién transcultural a
Espafia (18).

Se analizaron las complicaciones detectadas en el se-
guimiento y la funcién defecatoria segtin las respuestas a
la encuesta realizada. La comparacién de porcentajes en-
tre ambos grupos se realizé mediante el test de Chi cua-
drado.
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RESULTADOS

En las caracteristicas de la muestra, edad, sexo y altura
del tumor, no existieron diferencias significativas entre
ambos grupos, excepto para el estadio tumoral (Tabla I).
Tampoco hubo diferencias significativas en las complica-
ciones postoperatorias entre ambos grupos. La hemorra-
gia de la anastomosis colorrectal del grupo QRT cedié
mediante electrogoagulacién endoscdpica y las 3 peque-
fas fugas anastomdticas del grupo control, exteriorizadas
por el drenaje y sin gran repercusion clinica, se resolvie-
ron con tratamiento conservador, nutricién parenteral y
antibidticos, en pocos dias.

Los resultados de la encuesta (Tabla II) ponfan de ma-
nifiesto que el grupo QRT tenia una media de deposicio-
nes diarias (3,3) significativamente superior (p=0,03) a la
del grupo control (1,9). Un mayor porcentaje de pacien-
tes, 30,8%, del grupo QRT tenian necesidad de defecar
durante la noche, frente a un 4,2% del grupo control (p =
0,04). También se detectaron diferencias significativas en
la consistencia de las heces, el 46,2% de los pacientes
que habian recibido quimio-radioterapia tenian las heces
mads blandas, frente al 13% del grupo control.

Referfan incontinencia el 69,2% de los pacientes del
grupo QRT, predominantemente de forma ocasional, aun-
que un alto porcentaje de pacientes la referfan también de
forma frecuente. Sin embargo, de manera significativa-
mente menor (p=0,002), sélo el 17,4% de pacientes del
grupo control presentd incontinencia. Aunque sin dife-
rencias estadisticamente significativas, se observé que un
mayor porcentaje de los pacientes del grupo QRT preci-
saban llevar una compresa por seguridad, mientras que
sélo el 13% del grupo control la usaban. Tampoco se ob-
servaron diferencias en la incapacidad para discriminar
los gases de las heces en ambos grupos.

La urgencia defecatoria era relativamente frecuente en
ambos grupos. A pesar de no existir diferencias significa-
tivas entre ambos grupos, se objetivé que un mayor por-
centaje de pacientes en el grupo que habian recibido qui-
mio-radioterapia, 38,5%, tenian dificultad para diferir la
defecacién mds de 15 minutos, mientras que sélo el
21,7% del grupo control presentaban urgencia. Los pa-
cientes irradiados también presentaron una mayor fre-
cuencia de irritacion perianal (p = 0,04).

Pese a todas las alteraciones de la funcién anorrectal
descritas, s6lo un 31% de los pacientes de toda la muestra
tomaron alguna medida, bien dietética, bien farmacoldgi-
ca, preferentemente loperamida, para controlar la fre-
cuencia defecatoria.

Durante el seguimiento, 4 pacientes (28,6%) del grupo
QRT presentaron complicaciones mayores con frecuentes
crisis suboclusivas al finalizar la radioterapia, debiendo
ser reintervenidos 3 de ellos: en 2 pacientes se tuvo que
practicar una reseccion ileal por estenosis actinica del in-
testino delgado y dilataciones de la anastomosis colorrec-
tal por estenosis actinica; al otro paciente se le practico
una reseccion anterior tipo Hartmann por presentar una
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Tabla I. Descripcion de la muestra

PQT-RT No RT p

Hombre/Mujer 8/6 13/10 n.s
Edad* 69 (48-77) 68.5 (53-84) n.s.
Altura tumor* 10(6-12) 10 (6-15) n.s.
Estadio 0,03

0 - 2

| - 7

Il 5 8

Il 9 6
Complicaciones postoperatorias 6 10 n.s.

Hemorragia anastomosis 1 -

fleo paralitico 1 -

Seroma herida 2 1

Infeccién herida - 4

Neumonia 1 -

Infeccién urinaria - 1

Fuga anastomosis” - 3
*Mediana (Iimites); (1) Sin repercusién abdominal, resueltas con tratamiento conser-
vador.

Tabla Il. Funciéon anorrectal a los 3 anos de finalizar
el tratamiento

PQT-RT No RT p
(14 pacientes) (23 pacientes)

Tipo de heces 0,04
Blandas 462% 13%
Normales 53,8% 87%

N° deposiciones diarias* 3,3(1-7) 1,9(1-4) 0,03

Deposiciones nocturnas 30,8% 4.2% 0,04

Incontinencia 0,002
No 30,8% 82,6%
Ocasional 46,1% 4,4%
Frecuente 23,1% 13%

Uso de compresa 30,8% 13% n.s.

Incapacidad de diferenciar heces/gas  30,8% 30,4% n.s.

Urgencia defecatoria 38,5% 21,7% n.s.

Irritacion perianal 30,8% 4,3% 0,04

Medidas antidiarreicas ns.
Dieta 30,8% 13%
Medicacion 15,4% 8,6%

No 53,8% 78,3%

*Media (Iimites).

fistula anastomética con un recto engrosado y rigido cua-
tro meses después de finalizar la radioterapia. En este pa-
ciente, actualmente, persiste una fistula estercordcea de
débito bajo e intermitente a partir del remanente rectal. El
resto de pacientes del grupo QRT y todos los del grupo
control no han presentado en el seguimiento ninguna
complicacién mayor.
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DISCUSION

La radioterapia estd admitida como un componente
mas del armamentario terapéutico del cancer de recto,
pretendiendo como objetivo primordial la disminucion de
la tasa de recidivas locales (2-11), siendo mas eficaz
cuando va asociada a la quimioterapia. Con la quimio-ra-
dioterapia se ha podido constatar una disminucion de la
tasa de recidivas y un aumento de la supervivencia (6).
Pero diversas publicaciones (1,3,5,15-17,19) han podido
objetivar los efectos adversos de la misma, tanto en la ra-
dioterapia pre como postoperatoria.

La morbilidad aguda afecta en mayor o menor grado a
la mayoria de los pacientes y se manifiesta con alteracio-
nes gastrointestinales, hematoldgicas, dermatoldgicas y
plexopatias lumbosacras, pero remite en unas semanas
(1,7,14,19). Aunque en nuestra serie, igual que en otras
(5), no hemos tenido mortalidad, se describe en la litera-
tura (1,3,7) que un pequeio porcentaje de pacientes pue-
den tener cuadros graves, debidos a sepsis y problemas
intestinales, que sitdan la tasa de mortalidad secundaria a
la quimio-radioterapia entre 0,3 y 18%. Esta morbi-mor-
talidad tan importante, los autores (1,3,11,14) la atribu-
yen a factores del paciente (edad, diabetes, arteriosclero-
sis), al tipo de drogas usadas y a la técnica de irradiacion.

Pero la irradiacién provoca alteraciones que conllevan
efectos adversos tardios (1,14-16), como son oclusiones
intestinales, enteritis y rectitis actinicas, cifrdndose entre
4y 15%. En nuestra serie el porcentaje es algo mayor
28%, puede que por el tamaio muestral. De los 4 pacien-
tes con alteraciones actinicas sintomaticas, 3 debieron ser
intervenidos, no quedando totalmente exentos de sinto-
mas por las adherencias y los cambios actinicos perma-
nentes del recto, llegdndose incluso a provocar una fistula
permanente del recto a la pared abdominal a pesar de ha-
ber excluido el transito mediante una intervencién de
Hartmann.

Las alteraciones funcionales del suelo pélvico no han
sido bien documentadas, existiendo pocos estudios (1,14-
16,20) que analicen las alteraciones funcionales a largo
plazo. La mayor parte de los estudios estan referidos a la
supervivencia, recidiva local y alteraciones consiguientes
a la técnica quirtrgica (14).

En nuestro estudio, coincidente con otros (1,15,16),
hemos podido comprobar la toxicidad de la quimio-ra-
dioterapia postoperatoria, que provoca una afectacién im-
portante de la funcién anorrectal, con heces mas blandas,
aumento del nimero de deposiciones diurnas y noctur-
nas, incontinencia, manchado e irritacién perineal. Otras
alteraciones descritas (1,15), como la necesidad de usar
compresa, la urgencia defecatoria y el uso de medidas an-
tidiarreicas, aunque eran mds frecuentes en el grupo QRT,
no presentaban diferencias significativas, posiblemente
por el tamafo muestral. Estas alteraciones funcionales
han sido atribuidas (1,14,15,20) a la disminucién de la
capacidad rectal, la rigidez del colon anastomosado y la
alteracion de las presiones anorrectales.
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El deterioro de la funcién anorrectal y las secuelas de
las lesiones actinicas, junto con la posible necesidad de
tratamientos médicos o quirdrgicos para mejorar los sin-
tomas pueden alterar de forma significativa la calidad de
vida de estos pacientes (1,14).

Con la difusion de los ensayos clinicos con radiotera-
pia preoperatoria realizados en la década de los 90 se ha
sugerido que es preferible administrar la radioterapia pre-
operatoriamente (4,6,10), porque asi se podria conseguir
una menor incidencia de efectos secundarios y complica-
ciones, ademds de ser menor la probabilidad de afecta-
cion del intestino delgado.

Sin embargo, con la estandarizacién de la excisiéon me-
sorrectal total en el cancer de recto, surge ahora la contro-
versia de la necesidad o no de radioterapia (9,12,13,21,22),
por la baja tasa de recidiva local con la EMT, similares a
las que se obtienen con la quimio-radioterapia preoperato-
ria. La experiencia de Heald (12) pone de manifiesto que la
EMT reduce las tasas de recidiva local en resecciones con
cardcter curativo al 2% a los 10 afios, lo que sugiere que el
principal predictor de curacidn es la excisién completa del
mesorrecto. La sobrevida es del 80% a los 10 afios en las
resecciones curativas. No obstante, tiene como lastre una
tasa de complicaciones postoperatorias considerables, aun-
que no mayor que con otras técnicas y hasta un 17% de fis-
tulas anastométicas, por lo que se recomienda una ileosto-
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mia temporal si la anastomosis se sitda a menos de 6 cm
del margen anal (12,23,24). Los tnicos predictores signifi-
cativos de recidiva local, en la experiencia de Heald (12),
son la infiltracién vascular, el estadio de Dukes y la infil-
tracion del margen circunferencial.

Por tanto, teniendo en cuenta la morbilidad de la RT
postoperatoria y la tasa de recidiva local con EMT y con
quimio-radioterapia, la cuestién pendiente seria si la pau-
ta estdndar en el cdncer de recto es la EMT acompaiiada o
no de quimio-radioterapia preoperatoria (4,24,25). La
respuesta a esta cuestion se espera con los resultados de
los ensayos en marcha actualmente. Por otra parte, se de-
beria ser mas selectivo y poner el énfasis en definir qué
casos, analizados individualmente, pueden beneficiarse
de un tratamiento neoadyuvante (6,24,25), basdndose en
factores prondsticos.

Aumentar la supervivencia total y libre de enferme-
dad, disminuir la tasa de recidiva local y tener menos
complicaciones postoperatorias no deben ser los tnicos
objetivos en el tratamiento del cancer de recto. Hay que
considerar ofrecer a nuestros pacientes la mejor calidad
de vida posible. Asi, deberiamos ser mas criticos en la in-
dicacién de quimio-radioterapia postoperatoria ante el
deterioro de la calidad de vida que puede implicar, dejan-
dola posiblemente sélo para algunos pocos pacientes con
muy alto riesgo de progresion.
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