55

thesereports, stage Ill included not only T1-2N+, but also
T3-T4N+ patients; thus, the oncological result for stage
HI cannot be compared directly with the present study,
but the present result for stage I was acceptable.

This study has three important limitations. First, it was
a retrospective study of prospectively collected data from
a relatively small number of cases. Second, this was not a
long-term study, but rather an intermediate-term study
with a median follow-up period of just 2.8 years. A longer
follow-up period of 3-5 years is required to assess the in-
cidence of local recurrence, DFS, overall survival, and
functional results. Third, neither voiding nor sexual func-
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Abstract A rectoseminal vesicle fistula is a rare com-
plication after a low anterior resection for rectal cancer,
usually developing in the outpatient postoperative period
with pneumaturia, fever, scrotal swelling or testicular pain.
A diagnostic water-soluble contrast enema, cystography
and computed tomography reveal a tract from the rectum to
the seminal vesicle. Anastomotic leakage is thought to be
partially responsible for the formation of such tracts. This
report presents three cases of rectoseminal vesicle fistula,
and the presumed course of the disease and optimal treat-
ment options are discussed.

Keywords Colon fistula - Seminal vesicle -
Urinary fistula

Introduction

The complications of end-to-end anastomosis for lower
rectal cancer include anastomotic leakage, rectovaginal
fistula, intrapelvic abscess and stenosis. A rectoseminal
vesicle fistula is rare. Three patients.developed rectosem-
inal vesicle fistula and were treated over a period of
19 years. This report reviews and summarizes similar
previously reported cases, while focusing on the presumed
course of the disease, diagnostic procedures and treatment
options.
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Patient ‘1

A 73-year-old male was admitted to the surgical depart-
ment for treatment of rectal cancer 7 cm from the anal
verge. Colonoscopy revealed a type 2 tumor of the rectum
and the histopathological examination of a specimen
obtained by colonoscopy revealed adenocarcinoma. Labo-
ratory tests were normal. The preoperative staging was
T3NOMO. The patient did not receive any neoadjuvant
therapy.

A low anterior resection was performed with an end-
to-end anastomosis. Microscopic examination of the
specimen revealed well-differentiated adenocarcinoma
of the rectum with adequate resection margins and no
metastases in the 12 resected lymph nodes. This was a
T3NOMO tumor, according to World Health Organization
(WHO) classification.

The immediate postoperative course was uneventful.
The discharge from the intrapelvic drain was noted to be
purulent on postoperative day 7. A water-soluble contrast
enema demonstrated minor anastomotic leakage on day 14.
The patient was treated conservatively with intrapelvic
drainage and antibiotics. Oral diet was resumed on post-
operative day 24 and the patient was discharged on day 29.
He was readmitted on postoperative day 37 with acute left
testicular pain, fever and pneumaturia. A vasogram fol-
lowed by ﬁstulographyldemonstrated a fistula from the
seminal vesicle to the rectum via the anastomotic site
(Fig. 1). ,

Computed tomography revealed air bubbles located
between the rectum and seminal vesicle. Anastomotic
leakage followed by coloseminal vesicle fistula after low
anterior resection was diagnosed. The leakage was locally
restricted, without any sign of generalized peritonitis, and
was successfully treated using only urethral catheterization
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Fig. 1 A vasogram followed by fistelography demonstrating fistula
from the seminal vesicle to the rectum via the anastomotic site.
136 x 128 mm (150 x 150 DPI)

and antibiotics with oral diet. The fistula had successfully
healed by postoperative day 62, or 25 days after
readmission. }

Distant metastases were found 17 months after the first
operation. The patient underwent partial hepatectomy and
pulmonary resection for metastases from rectal cancer. He
is doing well without local recurrence at 4 years after the
first operation.

Patient 2
A 76-year-old male was admitted to the surgical depart-

ment for treatment of rectal cancer 7 cm from the anal
verge., Colonoscopy revealed a type 2 tumor of the rectum

and the histopathological examination of a colonoscopic °

specimen led to a diagnosis of adenocarcinoma. Laboratory
tests yielded normal results. The preoperative stage was
T3N1MO. The patient’s medical history included diabetes
mellitus, hypertension, angina pectoris and pulmonary
hypertension. The patient did not receive any neoadjuvant
therapy.

A low anterior resection was performed with end-to-end
anastomosis. A microscopic examifation of the specimen
revealed moderately differentiated adenocarcinoma of the
rectum with adequate resection margins and lymph node
metastasis in one of the 12 resected nodes. This was a
T3N1IMO tumor.

The patient accidentally removed the urethral catheter
while the balloon was still inflated on postoperative day 7.
No apparent damage was observed in the urethra at that
time. He was discharged on postoperative day 11.- He
presented to the emergency department 1 month after first
discharge with acute testicular pain, pneumaturia and a

| Airbubbles in

_ seminalvesicle Biagider

Fig. 2 CT showing air bubbles in and around the seminal vesicle.
This slice is 1 cm above the anastomotic site. 125 x 125 mm
(150 x 150 DPI)

swollen scrotum. A water-soluble contrast enema demon-
strated a fistula between the anastomotic site and a seminal
vesicle. CT revealed air bubbles around the seminal vesicle
and a series of abscesses from the seminal vesicle to the
scrotum (Fig. 2). Conservative therapy with antibiotics and
urethral catheterization was attempted which failed, so
diverting transverse colostomy was performed on postop-
erative day 50 (day 39 after readmission). Healing of the
fistula was confirmed at another hospital and stoma closure
was eventually performed, about 14 months after the first
operation. ,

The patient was treated for pulmonary metastases with
oral tegafur-uracil. He has survived 3 years and 10 months
since the first operation without local recurrence.

Patient 3

A 49-year-old male was admitted to the surgical depart-
ment for treatment of a huge rectal cancer. Colonoscopy
revealed a type 3 tumor of the rectum and a histopatholo-
gical examination led to a diagnosis of adenocarcinoma.
Computed tomography (CT) and magnetic resonance
imaging demonstrated the tumor and adjacent abscess
forming a mass 10 ¢m in diameter, with infiltration into the
right seminal vesicle. The C-reactive protein level was

- elevated to 7.1 mg/dl. Pelvic incisional drainage was per-

formed prior to the radical operation. Preoperative staging
was T4N2MO.

A low anterior resection of the tumor with the bilateral
seminal vesicles and diverting ileostomy were performed
with end-to-end anastomosis. A microscopic examina-
tion of the specimen revealed moderately differentiated
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Fig. 3 A vasogram under cystoscope control demonstrates fistula
from the ejaculatory duct to the anastomotic site via an abscess cavity.
137 x 137 mm (150 x 150 DPI)

adenocarcinoma of the rectum with adequate resection
margins and no metastases in any of the 44 resected lymph
nodes. This was a T3NOMO tumor.

The patient displayed fever and fecaluria on postoper-
ative day 10. CT revealed anastomotic leakage surrounded
by a cavity filled with pus and an increased air—water level.
A vasogram under cystoscopic control demonstrated a
fistula from the ejaculatory duct to the anastomotic site via
an abscess cavity (Fig. 3). He was diagnosed with anas-
tomotic leakage followed by creation of a fistula between
the anastomotic site and the excision site of the seminal
vesicles. The patient was effectively treated using lavage
from an intrapelvic drainage tube and urethral catheteri-
zation with a saline flush. The abscess cavity gradually
contracted and disappeared, but the fistula remained
refractory. Gracilis muscle flap closure was attempted but
proved unsuccessful. Additional abdominal rectus muscle
flap closure achieved an improvement of the fistula.

The patient finally underwent total pelvic exenteration
for intrapelvic recurrence along with intention to treat
urinary division after 2 years and 6 months. He has sur-
vived 3 years since the first operation.

Discussion

Abscess formation around the seminal vesicle is infre-
quently encountered in patients without apparent anasto-.
motic leakage that have undergone concomitant resection
of the rectum and seminal vesicle (Fig. 4). The usual
clinical course is cloudy discharge from the pelvic drain,
fever, and relatively normal results of laboratory tests,
other organ function and general status. A water enema of

@ Springer
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Fig. 4 Retrograde cystourethrography shows fistulous communica-
tion between the seminal vesicle and intrapelvic cavity. This
represents seminal vesicle fistula after concomitant resection of
rectum and seminal vesicle, 125 x 125 mm (150 x 150 DPD)

the anastomotic site subsequently reveals no leakage.
Cutting off the root of the seminal vesicle without ligation
causes a seminal vesicle fistula and local collection of pus.
Simply leaving the fistula open may be adequate as long as

the fever is controlled by antibiotics. The patient usually’

recovers from the fistula within several weeks. The pro-
phylactic approach includes a ligation of the base of the
resected seminal vesicle.

This report presented three cases of rectoseminal vesicle
fistula after low anterior resection. Low anterior resection
has been performed at this institution since 1992, with
more than 1100 patients treated. Three patients developed
rectoseminal vesicle fistula and were treated over a
19 years period. Coloseminal vesicle fistula is particularly
uncommon. The causes or origin of such fistulae include
inflammatory bowel disease, low anterior resection, pro-
statectomy, radiation proctitis, and sigmoid colon diver-
ticula [1-3]. Only 10 cases of seminal vesicle fistula were
found among the reported postsurgical intervention cases
{3-9] (Table 1).

Minor leakage was demonstrated on postoperative day
14 in the first case, and was conservatively treated using
only a drainage tube. Mild residual inflammation might
have adversely influenced the fragile seminal vesicle wall.
Outpatient follow-up on postoperative day 37 revealed a
fistula to the seminal vesicle. Denonvilliers’ fascia, which
is located between the rectal anterior wall and the seminal
vesicle beneath the level of the peritoneal reflection, may
be removed when performing total mesorectum excision
[10]. Denonvilliers’ fascia is a very strong tissue that
divides the urinary tract and rectum. Infectious material
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Table 1 Clinical features, diagnostic examinations, and treatment of patients with postoperative coloseminal vesicle fistula

Author Cause Symptoms Urine Onset Diagnostic Initial treatment  Radical
passage examination treatment
Goldman LAR leakage Pneumaturia, bacteriuria No 1 month Water-soluble Cutaneous None
[4] testicular pain, contrast enema . vasotomy
Kollmogen APR Urethral discharge, fever, No 10 days Sinography Antibiotics, None
51 dysuria drainage
Carlin [6]  Crohn’s - " Discharge from perineal No 15 years  CT sinography N.S. None
sinus
AR None No 2 months  CT with rectal Drainage APR
contrast enema
Calder [7]  Open N.S. N.S. N.S. Water-soluble N.S. ‘N.S.
prostatectomy contrast enema
Celebrezze  Prostatic Rectal ulcer Yes 2 years N.S. Mucosal flap Diversion
[8] brachytherapy
Prostatic Rectal bleeding Yes 15 months N.S. Mucosal flap Colostomy
brachytherapy
Kawasaki ~ LAR leakage Dysuria No 2 weeks ~ Water-soluble Conservative Colostomy
[9 ' contrast enema
Our cases LAR leakage Pneumaturia, testicular pain, No 1 month CT and Urinary catheter  None
fever vesiculography
AR Pneumaturia, testicular pain, No 2 weeks CT and contrast Urinary catheter,  Colostomy
scrotal swelling enema antibiotics
LAR leakage Fecaluria, fever, scrotal Yes 1 week CT and vasogram  Urinary catheter, ~Muscle
swelling antibiotics flap

LAR low anterior resection, AR anterior resection, APR abdominoperineal resection, N.S. not stated

may cause local tissue destruction and the formation of a
fistula if this septum is resected.

The second case showed no evidence of anastomotic
leakage during the postoperative course, Latent anasto-
motic leakage may have been present or the fragile seminal
vesicle wall may have eventually collapsed, allowing
passage between the seminal vesicle and anastomotic site
in the outpatient follow-up period. Accidental catheter
removal may have adversely affected the urinary tract, with
injury of the ejaculatory duct and seminal vesicle causing
fistula to the rectum. However, a seminal vesicle fistula is
rarely observed in cases with accidental removal of a
urethral catheter.

The third case required resection of a huge T4 mass,
including the bilateral seminal vesicles. A Retzius cavity
approach was selected due to the size of the tumor occupying
the pelvic cavity, and the bases of the seminal vesicles weére
difficult to identify for ligation. Anastomotic leakage caused
the abscess formed by leakage to increase in size around the
remnant rectum, and become a seed of inflammation, leading
to a fistula into the unclosed ejaculatory duct.

Rectoseminal vesicle fistula formation in all three cases
appeared to be due to a combination of resection of
Denonvilliers’ fascia or the seminal vesicle itself and
anastomotic leakage.

Many investigators have evaluated the safety of the
double stapled technique and its role in rectal cancer

surgery. They concluded that the double stapling technique
is an equivalent or even superior type of intervention with
respect to speed, sterility and anastomosis safety, while
also associate with fewer complications [11-20]. However,
Kosugi et al. [21] reported that the incidence of rectovag-
inal fistula was higher in patients who were anastomosed
by the double stapled technique or had concomitant
resection of the vaginal wall. The current surgical reports
and postoperative examinations proved no direct relation-
ship between the double stapled technique and fistulae.
However, these reports concerning rectovaginal fistula
[21-23] emphasize that the double stapled technique might
cause rectoseminal vesicle fistula when frustrating distal
anastomosis is carelessly performed.

No diverting stoma was constructed in the first two
cases. The first case recovered conservatively, but the other
was treated with transverse colostomy. The third case
required the construction of a diverting ileostomy, but it
failed. These cases suggest that a diverting stoma cannot
always prevent leakage or the formation of rectoseminal
vesicle fistula. Several studies have shown the absence of a
diverting stoma to be a risk factor for leakage after LAR
[24-291, whereas others did not [30]. Anastomotic failure
and the completion of rectoseminal vesicle fistula are
thought to be influenced by an infectious environment, the
viscosity of the discharge and the rectum-cavity urinary
tract pressure gradient. Whether diverting the fecal stream
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in itself directly prevents -fistula formation between the
urinary tract and fragile rectal wall remains to be proven.

The symptoms of fever, pneumaturia, scrotal swelling
and testicular pain were seen in these three cases (Table 1).
Some late-onset cases are described in the literature, as i
the present cases. A fistula therefore needs to be considered
in patients who show fever, pneumaturia, scrotal swelling
or testicular pain, particularly in cases with evidence of
anastomotic leakage in the postoperative period.

These three cases indicate that conservative therapy may
be an option when the patients develop a rectourethral
fistula arising from minor leakage. Antibiotics, urinary
catheterization, and percutaneous drainage are effective in
well-chosen cases. Although unsuccessful in the third
patient, gracilis muscle or abdominal rectus muscle flap
closure may be viable treatment options when a diverting
stoma had been established in the first operation [31]. The
radical diversion of either or both the urinary and fecal
‘streams may be applicable in cases with apparernt urine
passage and extended infection.

Conclusions

Pneumaturia, fever, scrotal swelling and testicular pain are
signs of a rectoseminal vesicle fistula in patients following
anterior resection for rectal cancer. The resection of
Denonvilliers’ fascia and anastomotic leakage appear to
represent risk factors for this complication. These symp-
toms may emerge within a few days or several weéks into
the postoperative period. A water-soluble contrast enema
and CT are effective diagnostic examinations which may
lead to appropriate therapeutic options. Local medical or
surgical therapy will do well in some cases. Unsuccessful
fistulae should be treated with urinary or fecal diversion, or
both. Selection criteria for conservative therapy include the
severity of the anastomotic leakage, extent of abscess
formation and passage of urine through the fistula,
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BACKGROUND: The presence/absence of extracapsular
invasion in metastatic lymph nodes has been reported
as being significantly correlated with the prognosis in

a wide variety of cancers. However, the influence of
extracapsular invasion in the metastatic lymph nodes on
the prognosis in patients with stage III rectal cancer has
not yet been investigated.

OBJECTIVE: We investigated the presence/absence of
extracapsular invasion in the metastatic nodes of the
relevant main/lateral lymph node group in patients
with rectal cancer to determine the usefulness of this
parameter for stratifying the prognosis of patients with
stage III rectal cancer.

DESIGN: This was a single-institution study.

SETTINGS: This study was conducted at a single
institution.

PATIENTS: We enrolled 101 consecutive patients with
stage III rectal cancer who had undergone curative
surgery with extended lymph node dissection and
investigated the presence/absence of extracapsular
invasion in the regional metastatic lymph nodes to
determine the usefulness of such stratification for a more
precise prediction of the patient prognosis.

MAIN OUTCOME MEASURES: The main outcomes
measured were the disease-free and overall survival rates.
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RESULTS: Univariate analysis revealed a significantly
poorer prognosis, in terms of both the disease-free
survival rate (p = 0.003) and overall survival rate (p =
0.008), of the pN3-extracapsular invasion-positive
cases in comparison with the pN3-extracapsular
invasion-negative cases. Multivariate analysis revealed
the presence/absence of extracapsular invasion in the
metastatic lymph nodes as the only variable that was
statistically significantly associated with the disease-free
survival rate (p = 0.011).

LIMITATIONS: This was a retrospective study in a small
number of patients from a single institution, There were
1o comparator groups.

CONCLUSIONS: Detailed stratification of pN3 cases
based on the presence/absence of extracapsular invasion
in metastatic lymph nodes has the potential to contribute
significantly to more available prediction of the prognosis
of patients with stage III colorectal cancer.

KEY WORDS: Extracapsular invasion; Stage III; Rectal
cancer.

most important factors influencing the prognosis in

patients with rectal carcinoma. For cases with TNM
stage III rectal cancer, systemic adjuvant chemotherapy
with regimens including oxaliplatin, such as folinic acid,
oxaliplatin, and fluorouracil, has been established as the
standard.! However, patients who have TNM stage III
rectal cancer have come to be recognized as a heteroge-
neous group, and not all patients require strong adjuvant
chemotherapy regimens, including folinic acid, oxalipla-
tin, and fluorouracil. Some of these patients have a good
prognosis, similar to that of patients with stage II disease,

g ymph node metastatic status is known as one of the
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whereas others have a poor prognosis. Among the factors
defining the lymph node metastatic status, the number of
metastatic lymph nodes has been reported as one of the
most important factors influencing the prognosis in pa-
tients with TNM stage III rectal cancer, Furthermore, both
the number of lymph nodes retrieved and the number of
positive nodes have been reported as important prognos-
tic factors, and it has been recommended that at least a
12-node threshold should be met to improve the predic-
tive accuracy.? However, in Japan, the regional lymph node
group involved has also long been included as an impor-
tant consideration for staging.’

Recently, the presence of extracapsular invasion (ECI)
of the metastatic lymph nodes has been reported as being
significantly related to the prognosis in a wide variety of
cancers.*” However, although most reports have indicated
the malignant potential of ECI in the metastatic lymph
nodes, there have been no reports on the significance of
the location of the metastatic lymph nodes showing ECI in
terms of the regional lymph node group involved.

We investigated the presence/absence of ECI in the
relevant main/lateral lymph node group in cases with
TNM stage III rectal cancer to determine the usefulness of
patient stratification based on this parameter for a more
accurate prediction of the prognosis.

PATIENTS AND METHODS

We enrolled 101 consecutive patients with TNM stage IIT
rectal cancer who had undergone curative surgery with
extended lymph node dissection at the Department of
Gastroenterological Surgery, Aichi Cancer Center Hospi-
tal, Nagoya, Japan, between January 1979 and December
2001. Cases with the rectosigmoid as the primary cancer
site were excluded. None of the patients had received any
chemotherapy or radiation therapy before the surgery.
Complete dissection of all the regional lymph nodes with
mesorectal excision was performed in all cases. In Japan,
lateral lymph node dissection is generally indicated if the
lower margin of the primary cancer is located below the
peritoneal reflection or anal canal with invasion into the
muscularis propria or beyond.? There were no cancer cells
in the circamferential margin of resection in any of the
cases.

According to the location of the lymph nodes, we
classified the lymph node involvement into 3 groups, ie,
involvement of the perirectal lymph nodes, intermediate
lymph nodes, or the main/lateral lymph nodes, according
to the Japanese Classification of Colorectal Carcinoma,
Second English Edition: pN1 is defined as metastasis to 1
to 3 pericolic/perirectal or intermediate lymph nodes, pN2
as metastasis to 4 or more pericolic/perirectal or interme-
diate lymph nodes, and pN3 as metastasis to the main/lat-
eral lymph nodes. The main lymph nodes consist of the
ileocolic root nodes, right colic root nodes, middle colic
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FIGURE 1. Extracapsular invasion was defined as extracapsular
growth of the tumor cells, invasion of the perinodal fat, or
extranodal location of tumor cells continuously, not discontinuously
(red arrow).

root nodes, and the nodes along the inferior mesenteric
artery proximal to the origin of the left colic artery, and
the lateral lymph nodes refer to those along the internal
iliac artery, common iliac artery, obturator vessels and
nerves, and external iliac artery. In this study, there were
52 cases with pN3 and 49 cases with pN2 (with metastasis
to 4 or more pericolic/perirectal or intermediate lymph
nodes) disease. pN2 status in the TNM classification is
further subclassified as pN2a (metastasis to 46 regional
lymph nodes) and pN2b (metastasis to 7 or more regional
lymph nodes); there were 32 patients with pN2a disease
and 16 patients with pN2b disease in this study.

The resected lymph nodes were fixed in 10% forma-
lin for several days, and sections were prepared across
the maximum diameter of the nodes and stained with
hematoxylin and eosin (H & E), with no specific immu-
nostaining. The slides were then evaluated by simple light
microscopy. '

The ECI status was classified according to the distri-
bution patterns of the cancer cells in the lymph nodes as
the presence of ECI or absence of ECI. Extracapsular inva-
sion was defined as extracapsular growth of tumor cells,
invasion of the perinodal fat, or extranodal location of the
tumor cells continuously. Although Ueno et al’ reported
extranodal cancer deposits as a prognostic factor, histologi-
cal evidence of the lymph node structure in their study was
based on routinely processed lymphadenectomy specimens,
namely, discontinuous tumor cells. We categorized cases
showing ECI in at least 1 node as “ECI-positive” (Fig. 1).

Then, patients showing ECI in at least one of the
metastatic lymph nodes in the main lymph node and
lateral lymph node groups were classified as pN3-ECI-
positive, and those without ECI in any of the nodes in
the main or lateral lymph node groups were classified
as pN3-ECI-negative. After the operation, all pN3 cases
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were administered oral chemotherapy with drugs such as
oral 5-fluorouracil, 5'-doxifluridine, carmofur, or uracil-
tegafur with leucovorin, as the most commonly used
drugs, for approximately 6 to 12 months.»1%!!

We conducted a review of the hospital records to ob-
tain clinicopathological information about the patients,
including the sex and age (median, 58 years), lesion loca-
tion, macroscopic configuration of the tumor, maximum
tumor size (median size, 5cm), greatest depth of invasion
of the tumor (pT1 + pT2 vs pT3 + pT4), histological type
of the tumor, presence/abserice of lymphatic invasion and
venous invasion, and the number of metastasis-positive
lymph nodes. Adenocarcinomas of the rectum are graded
predominantly on the basis of their glandular appearance
and are classified as well or moderately differentiated or
others, according to the World Health Organization his-
topathological classification of tumors of the colon and
rectum, and the Japanese Classification of Colorectal
Carcinoma.

Rectal cancer is defined as a tumor whose lowest
border is located between the anal verge and the sacral
promontory. Lesions are classified as upper or lower rec-
tal cancers depending on their location with respect to the
peritoneal reflection. The tumors are classified into 2 types
on the basis of their macroscopic appearance: mass type or
diffuse type. The mass type includes the superficial, pol-
ypoid, and ulcerated types of tumors with a clear margin,
and the diffuse type includes the ulcerated type with in-
filtration, diffuse infiltrating, and unclassified types. The
number of positive lymph nodes was categorized as less
than 3 or more than 4.

All data are expressed as the mean + SD. The Fisher
exact probability text, univariate logistic regression, and
multivariate stepwise logistic regression analysis were sub-
sequently performed to identify factors that might influ-
ence ECI-positive lymph node metastasis. The log-rank
test was used to evaluate the differences in the overall
survival rate and the disease-free survival rate between
groups. Statistical significance was set at p < 0.05.

RESULTS

Table 1 shows the relationship between the ECI status and
clinicopathological findings. No significant differences
were observed in relation to the sex, age, tumor location,
tumor macroscopic configuration, tumor size, greatest
depth of tumor invasion, tumor histological type, pres-
encef/absence of lymphatic or venous invasion, or the
number of positive lymph nodes in pN3 rectal cancer.
Table 2 shows the results of the univariate analysis
performed to identify factors that might be correlated
with the disease-free survival rate. Although no significant
differences in the disease-free survival rate were observed
in relation to the age, tumor location, tumor macroscopic
configuration, tumor size, greatest depth of tumor inva-
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PpN3-ECl positive

pN3-ECI negative
(n=19) (n=33) p
Sex
Male 11(57.9) 18(54.5) 0.523
Female 8(42.1) 15(45.5)
Age
<58 9(47.4) 16(48.5) 0.584
>58 10(52.6) 17(51.5)
Location
Upper rectum 2(10.5) 6(18.2) 0378
Lower rectum 17(89.5) 27(81.8)
Macroscopic
configuration
Massive 14(73.7) 29(87.9) 0.178
Diffuse 5(26.3) 4(12.1)
Tumor size
<5¢m 12(63.2) 18(54.5) 0.379
25cm 7(36.8) 15(45.5)
Greatest depth
invasion
pT1+pT2 4(21.1) 6(18.2) 0.536
pT3+pT4 15(78.9) 27(81.8)
Histological type
W/M 15(78.9) 27(81.8) 0.536
Others 4(21.1) 6(18.2)
Lymphatic invasion
Present 14(73.7) 25(75.8) 0.560
Absent 5(26.3) 8(24.2)
Venous invasion
Present 11(57.9) 21(63.6) 0.452
Absent 8(42.1) 12(36.4)
No. of positive LNs
<3 6(31.6) 14(42.4) 0.318
24 13(68.4) 19(57.6)

Values shown are n (%).
W/M = well and moderately differentiated adenocarcinoma; LNs = lymph nodes;
ECI = extracapsular invasion.

sion, tumor histological type, presence/absence of lym-

phatic or venous invasion, or the number of positive
lymph nodes in pN3 rectal cancer, the rate differed sig-
nificantly depending on the sex and pN3-ECI status. Male
patients, in comparison with female patients, and pN3-
ECI-positive patients, in comparison with the pN3-ECI-
negative patients, showed significantly poorer prognoses
in terms of the disease-free survival rates (p = 0.024 and
p=0.003). '
Table 3 shows the results of univariate analysis per-
formed to identify factors that might be correlated with
the overall survival rate. Although no significant differ-
ences in the overall survival rate were observed in relation
to the age, tumor location, tumor macroscopic configura-

* tion, greatest depth of tumor invasion, tumor histological

type, presence/absence of lymphatic or venous invasion, or
the number of positive lymph nodes, the rate differed sig-

nificantly depending on the sex, tumor size, and pN3-ECI

status. Male patients, patients with a tumor diameter of
greater than 5cm, and pN3-ECI-positive patients showed
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n (%) p

Sex Sex
Male 29(55.8) 0.024 Male 29(55.8) 0.021
Female 23(44.2) Female 23(44.2)

Age Age
<58 25(47.4) 0.686 <58 25(47.4) 0.185
258 27(52.6) 258 27(52.6)

Location Location
Upper rectum 8(15.4) 0.139 Upper rectum 8(15.4) 0.265
Lower rectum 44(84.6) Lower rectum 44(84.6)

Macroscopic configuration Macroscopic configuration
Massive 43(82.7) 0.574 Massive 43(82.7) 0.934
Diffuse 9(17.3) Diffuse 9(17.3)

Tumor size Tumor size
<5¢m 30(80.8) 0.253 <5cm 30(80.8) 0.047
25cm 22(19.2) 25cm 22(19.2)

Greatest depth invasion Greatest depth invasion
pT1+pT2 10(19.2) 0.309 pT1+pT2 10(19.2) 0.243
pT3+pT4 42(80.8) pT3+pT4 42(80.8)

Histological type Histological type
w/Mm 42(80.8) 0.219 W/M 42(80.8) 0.272
Others 10(19.2) Others 10(19.2)

Lymphatic invasion Lymphatic invasion
Present 39(75.0) 0.180 Present 39(75.0) 0.589
Absent 13(25.0) Absent 13(25.0)

Venous invasion Venous invasion
Present 32(61.5) 0378 Present- 32(61.5) 0.765
Absent 20(38.5) Absent 20(38.5)

No. of positive LNs No. of positive LNs
<3 20(38.5) 0.072 <3 20(38.5) 0.129
24 32(61.5) >4 32(61.5)

pN3-ECI pN3-ECI
Positive 19(36.5) 0.003 Positive 19(36.5) 0.008
Negative 33(63.5) Negative 33(63.5)

W/M = well and moderately differentiated adenocarcinoma; LNs = lymph nodes;
ECl = extracapsular invasion.

significantly poorer prognoses in terms of the overall sur-
vival rate in comparison with the female patients, patients
with a tumor diameter of less than 5cm, and pN3-ECI-
negative patients (p = 0.024, p = 0.047, and p = 0.008).

Table 4 shows the results of multivariate analysis
performedtoidentify variables that mightbeindependently
correlated with the overall and disease-free survival rates.
pN3-ECI was identified as the only variable found to show
a statistically significant correlation with the disease-free
survival rate (p = 0.011), whereas none of the examined
factors were statistically significantly correlated with the
overall survival rate.

Figure 2 shows the disease-free survival rates in the
patients enrolled in the study. No significant differences
in the disease-free survival rate were observed among the
pN2a, pN2b, and pN3 cases overall (left side). However,
when the pN3 patients were stratified further according
to the presence/absence of ECI in the main/lateral groups
of lymph nodes, ie, pN3-ECI-positive/pN3-ECl-negative,
the disease-free survival rate was statistically significantly

W/M = well and moderately differentiated adenocarcinoma; LNs = lymph nodes;
ECI = extracapsular invasion.

lower in the pN3-ECI-positive cases in comparison with
that in the pN2b cases (p = 0.034). The disease-free sur-
vival rate also differed significantly between the pN3-ECI-
positive and pN3-ECI-negative cases (p = 0.003).

Figure 3 shows the overall survival rates in the pa-
tients enrolled in this study. No significant differences in
the overall survival rate were observed among the pN2a,
pN2b, and pN3 cases overall (left side). However, when the

HR 95% Cl p

Disease-free survival rates
Sex 0.509 0.244-1.0063 0.072
pN3-ECI 0.411 0.206-0.816 0.011
Overall survival rates
Sex 0.481 0.229-1.009 0.053
Tumor size 0.756 0.518-1.103 0.147
pN3-ECI 0.503 0.244-1.037 0.603

ECl = extracapsular invasion.
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FIGURE 2. Disease-free survival rates in the enrolled patients. Left, pN2a, pN2b, and pN3 cases. Right, pN2a, pN2b, pN3-ECl-positive, and pN3-

ECl-negative cases. ECl = extracapsular invasion.

pN3 patients were stratified further according to the pres-
ence/absence of ECI in the main/lateral groups of lymph
nodes, ie, pN3-ECl-positive/pN3-ECI-negative, the over-
all survival rate was lower in the pN3-ECI-positive cases
in comparison with that in the pN2b cases (p = 0.077).
The overall survival rate also differed significantly be-
tween the pN3-ECI-positive and pN3-ECI-negative cases
(p = 0.008).

DISCUSSION

Patients with TNM stage Il colorectal cancer constitute a
heterogeneous population with respect to the prognosis,
with some showing a better prognosis than others. The
patients have been divided into pN1, pN2, and pN3 cases
according to the Japanese Classification of Colorectal Car-
cinoma, Second English Edition; pN1 cases have a more
favorable prognosis than the pN2 or pN3 cases. In the
present study, we demonstrated the absence of any signifi-
cant differences in the overall or disease-free survival rates
between the pN2 and pN3 cases.

Several previous studies have reported the presence of
ECI in the metastatic lymph nodes as a poor prognostic
factor in a variety of cancers.*” It is significant that Fujii
et al’? reported that the presence of ECI in the metastatic
lymph nodes may be a useful marker to identify patients
with colorectal cancer who are at a high risk for disease
recurrence in the short term. Furthermore, they reported
that the presence of ECI in the N1 metastatic lymph nodes
may be a marker of metastasis in more distant regional

lymph node groups (N2) in patients with colorectal cancer,

‘because it possibly represents the ability of the colorectal

tumor cells to disseminate to distant lymph nodes," but
no relationship was noted with the presence/absence of
metastasis in the N3 lymph nodes. However, there have
been no studies on the significance of the presence/absence
of ECI in relation to the lymph node group involved. This
study is the first to determine the prognostic significance
of the presence/absence of ECI in the main/lateral lymph
nodes in pN3 patients. We demonstrated that pN3-
ECI positivity was the only factor that was statistically
significantly associated with the disease-free survival
rate. Yano et al® also reported that the presence of ECI in
the metastatic lymph nodes was the only factor that was
statistically significantly associated with the disease-free
survival; however, their report did not refer to the location
of the metastatic lymph nodes showing ECI. Heide et al’
reported that the presence of ECI in the metastatic lymph
nodes had a strong negative impact on the local control
rate, independent of other prognostic factors, and that
it was also associated with a high frequency of distant
metastasis.

Two critically important implications of this study
need to be emphasized here. First, stratification of pN3
cases based on the ECI status is useful. Patients without
ECI in the main metastatic lymph nodes, ie, pN3-ECI-
negative cases were analogous, in terms of the progno-
sis, to pN2 cases, whereas the prognosis was significantly
poorer in the pN3-ECI-positive cases. Second, while deter-
mining the lymph node metastasis status for staging, de-
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FIGURE 3. Overall survival rates in the enrolled patients. Left, pN2a, pN2b, and pN3 cases. Right, pN2a, pN2b, pN3-ECI-positive, and pN3-ECI-

negative cases. ECl = extracapsular invasion.

termination of not only the number of metastatic lymph
nodes, but also that of the lymph node groups involved
has a crucial role in predicting the prognosis. Kanemitsu et
al* reported that high ligation of the inferior mesenteric
artery allows curative resection and long-term survival in
patients with sigmoid colon or rectal cancer and empha-
sized that complete resection of the main lymph nodes
was important. Especially, although pN3-ECI-positive was
dominated in the systemic recurrence, the presence of ECI
in the metastatic lymph nodes was a predictor of potential
systemic involvement.

Assessment of the ECI status in the metastatic lymph
nodes can be easily performed by routine staining, ie, H &
E staining of tissue sections, without any need for the use
of immunostaining techniques. Yano et al® also reported
that the presence of ECI in the metastatic lymph nodes
determined by routine H & E staining is a potent prognostic
factor in patients with stage III colorectal cancer. In this
study, ECI was defined as invasion of the perinodal fat
or extranodal location of the tumor cells continuously,
hence, not discontinuously. In Japan, most surgeons
commonly separate the lymph nodes from the resected
specimens before presenting them to the pathologists.
Consequently, it is difficult to retrieve discontinuous
tumor cells. If the resected specimens were submitted
intact to the pathologists, discontinuous tumor cells could
also be examined, as in the case of the extranodal cancer
deposits reported by Ueno et al.” However, this is not easy
and not very common in practical clinical use.

CONCLUSION

Detailed stratification of pN3 cases based on the presence/
absence of ECI has the potential to contribute significantly
to more available prediction of the prognosis of patients
with stage III colorectal cancer.
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Sex Differences Between c¢T4b and pT4b Rectal
Cancers

Koji Komori, Kenya Kimura, Takashi Kinoshita, Tsuyoshi Sano, Seiji Ito, Tetsuya Abe,
Yoshiki Senda, Kazunari Misawa, Yuichi Ito, Norihisa Uemura, Yasuhiro Shimizu
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We retrospectively evaluated rectal cancer surgery cases in which resection had been
performed for invasion of other organs in terms of pathologic findings from the
viewpoint of sex differences. We enrolled 61 consecutive patients with rectal cancer who
had undergone curative surgery with resection of invaded adjacent organs. We
investigated invasion of adjacent organs in terms of pathologic findings according to
sex differences. Among males, 4 cases (13.8%) had received combined radical resections
of more than 2 organs, while the number of such female cases was 15 (46.9%). The
difference between males and females was statistically significant (P = 0.006). Among
male cases, histopathologic invasion was present in 4 (13.8%), while 9 female cases
(28.1%) showed this feature. Nevertheless, there was not a statistically significant
difference between males and females (P = 0.08); the rate in females was roughly twice
that in males. No significant difference was recognized in the overall survival rates
between males and females, but more females than males experienced local recurrence.
In cases with rectal cancer invading neighboring organs, the effect of the invasion must
be carefully determined, and the most appropriate operative approach selected
accordingly.

Key words: Rectal cancer — Invasion of other organs — Sex differences

It is important to prevent local recurrences of
rectal cancer. Obtaining a sufficient circumferen-
tial resection margin (CRM) is thus a critical surgical
procedure."? This is especially true for local ad-
vanced rectal cancer with distant invasion of adja-
cent organs (pT4b). Total pelvic exenteration

remains the first-line surgical treatment for pT4b
cases,® but recently organ-sparing therapy has also
frequently been chosen.* However, the mode of
invasion in highly aggressive rectal cancer has been
less well studied. We retrospectively evaluated
rectal cancer surgery cases in which resection had

Reprint requests: Koji Komori, MD, Department of Gastroenterological Surgery, Aichi Cancer Center Hospital, 1-1, Kanokoden,

Chikusa, Nagoya, Aichi 464-8681, Japan.

Tel.: +81 52 762 6111; Fax: +81 52 763 5233; E-mail: kkomori@aichi-cc.jp
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Table 1 Clinicopathological findings

KOMORI

Male cases (%), N = 29 Female cases (%), N = 32

Age
Size (cm)
Figure
Polypoid type
Ulcerated with clear margin type
Ulcerated with infiltration type
Diffuse infiltrating type )
Unclassified type
Histology
Well-differentiated and moderately differentiated
Others (poorly differentiated, mucinous, and Signet-ring cells)
Surgical procedure
Low anterior resection
Hartmann's procedure
Abdominoperineal resection
Total pelvic exenteration
TNM
A
1B
nc
A
mB
mC

60 £9 63 + 12
35+ 20 59+ 19
1(34) 1(3.1)
24 (82.8) 22 (68.8)
4 (13.8) 8 (25.0)
0(0.0) 131
0 (0.0) 0 (0.0)
27 (93.1) 30 (93.8)
2 (6.9) 2(6.3)
14 248.4) 14 E43.8;
1(3.4) 5 (15.6
11 (37.9) 10 (31.3)
3(10.3) 3(9.3)
0 (0.0) 0 (0.0)
11 (37.9) 8 (25.0)
0 (0.0) 2 (6.2;
0 (0.0) 0 (0.0
7 (24.2) 6 (18.8)
11 (37.9) 16 (50.0)

been performed for invasion of other organs in
terms of pathologic findings from the viewpoint of
sex differences.

Materials and Methods

We enrolled 61 consecutive patients with rectal
cancer who had undergone. curative surgery with
resection of invaded adjacent organs at the Depart-
ment of Gastroenterological Surgery, Aichi Cancer
Center Hospital, Nagoya, Japan, between January
1990 and December 2001. Intraoperatively, if we
recognized the primary rectal cancer as having
invaded adjacent organs, combined radical resection
was performed. None of our patients had received
either chemotherapy or radiation therapy prior to
surgery. Complete dissection of all regional lymph
nodes with mesorectal excision was carried out in
all cases. In Japan, lateral lymph node dissection is
generally indicated if the lower margin of the
primary cancer is located below the peritoneal
reflection or anal canal with invasion into the
muscularis propria or beyond. There were no cancer

‘cells in the CRM in any of our cases. The resected
specimens were fixed in 10% formalin for several

days, and sections were prepared across the
maximum diameter of the tumor and stained with
hematoxylin and eosin (HE), without specific
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immunostaining. The slides were then evaluated
by simple light microscopy.

We conducted a review of the relevant hospital
records to obtain clinicopathologic information
about the patients, including sex and age, macro-
scopic configuration of the tumor, maximum tumor
size, and histologic type of the tumor. Adenocarci-
nomas of the rectum are graded predominantly on
the basis of their glandular appearance and are
classified as well/moderately differentiated (W/M)
or others (poorly differentiated, mucinous, and
Signet-ring cells), according to the World Health
Organization (WHO) histopathologic classification
of tumors of the colon and rectum,® and the
Japanese Classification of Colorectal Carcinoma.®

This study included cases with rectal cancer
defined as a tumor whose lowest border is located
between the anal verge and the sacral promontory
and the rectosigmoid colon. Tumors are classified
into 5 types on the basis of their macroscopic
appearance: (1) polypoid, (2) ulcerated with clear
margin, (3) ulcerated with infiltration, (4) diffuse
infiltrating, and (5) unclassified. Surgical procedures
are classified into 4 approaches: (1) low anterior
resection, (2) Hartmann’s procedure, (3) abdomino-
perineal resection, and (4) total pelvic exenteration.
In terms of the TNM staging system, all cases were
classified as having stage II or stage III tumors. Most
notably, we investigated invasion of adjacent organs

201



KOMORI

Table 2 The resected organs in males and females

SEX DIFFERENCES

Male: Resection 29 cases Resection cases Histopathological invasion ( + )
Seminal vesicles 14 (48.3%) 0(0.0%)
Prostate 2(69%) | 25(86.2%) 0 (0.0%)
Urinary Bladder 9 (31.0%) a2 1(3.4%): Urinary Bladder
Seminal vesicles + Prostate 1(3.4%) 1 (3.4%): Seminal vesicles
Seminal vesicles + Urinary bladder + Ureter 1 (3.4%) 1 (3.4%): Ureter
Seminal vesicles + Prostate + Ureter 1(69%) | 4(13.8%) 0 (0.0%)
Prostate+ Urinary bladder -+ Ileum 1 (6.9%) 1 (3.4%): leum
Total 4(13.8%)
Female: Resection 32 cases Resection cases Histopathological invasion ( + )
Uterus 5 8 5.2%) 0(0.0%)
Ovary 5(15.6%) . 0(0.0%)
Vagina 6(188%) | 17 O3B 56 300). Vagina
Ureter 1(3.1%) 0(0.0%)
Uterus + Ovary 4(12.5%) b 1 (3.4%): Uterus
Uterus + Vagina 7(21.9%) 2 (6.3%): Vagina
Uterus + Urinary bladder + Sigmoid colon 1 (3.1%) 15 (46.9%) 1(3.1%): Sigmoid colon
Vagina + Urinary bladder 2(6.3%) 2 (6.3%): Vagina + Urinary bladder
Uterus + Ovary+ Urinary bladder 1(3.1%) 1 (3.1%): Uterus + Urinary bladder
Total 9(28.1%)

Significantly different, P = 0.006.
*Significantly different, P = 0.006.
“Significantly different, P = 0.08.
9Gignificantly different, P = 0.08.

in terms of pathologic findings, according to sex
differences (Table 1). After the operation, TNM stage
II cases were administered oral chemotherapy, with
oral 5-fluorouracil, 5-doxifluridine, carmofur, or
uracil-tegafur with leucovorin being the most
commonly used drugs, for approximately 6 to 12
months.” None of the patients received radiation
therapy.

All data are expressed as mean = SD. The ¥ test
was subsequently performed to identify factors
possibly influencing pathologic invasion and recur-
rence. The log-rank test was used to evaluate the
difference in local disease-free survival rates between
groups. Statistical significance was set at P < 0.05.

Results

Table 2 shows the resected organs and whether
histopathologic invasion was present (pT4b). In
male cases, combined radical resections involved
the seminal vesicles, prostate, urinary bladder, and/
or ileum. The seminal vesicles were the most
commonly resected adjacent organs (14 of 29 cases;
48.3%). Four cases (13.8% of males) underwent
combined radical resection of more than 2 organs.
In female cases, combined radical resection involved
the uterus, ovaries, vagina, urinary bladder, ureters,
and sigmoid colon. The vagina was the most
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commonly resected adjacent organ (6 of 32 cases;
18.8%). Fifteen cases (46.9% of females) underwent
combined radical resection of more than 2 organs.
There was a statistically significant difference
between males and females in the number of
patients undergoing combined radical resection (P
= 0.006). The results (Table 2) for histopathologic
invasion are shown. Histopathologic invasion was

_ present in only 4 males (13.8%). Yet, among females,

histopathologic invasion was observed in 9 cases
(28.1%). The difference between males and females
was not statistically significant (P = 0.08), but the
rate in females was roughly twice that in males.
Figure 1 shows the partially resected posterior wall
of the vagina. The cancer had spread showing
discontinuity, and the shortest distance between the
deepest part of the cancer and the incised surface
was only 500 pm.

Figure 2 shows the overall survival rates of the
patients enrolled in this study. No significant
differences in the overall survival rate were ob-
served between T4a cases in males with and in
females (P = 0.561), or T4b cases in males with and
in females (P = 0.728). But there was a statistically
significant difference between T4a cases and T4b
cases in males (P = 0.005), and in T4a cases and T4b
cases in females (P < 0.001) in the overall survival
rate.

Int Surg 2013;98
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Fig. 1 This figure shows the partially resected posterior wall of
the vagina. The cancer shows discontinuous spread (black arrow),
and the shortest distance between the deepest part of the cancer
and the incised surface (dotted line) was only 500 pm (dotted
black arrow). H&E (X100).

Table 3 shows the organs affected by recurrence
in males and females. While no significant differ-
ence was recognized in local recurrence rates
between males and females undergoing resection
(P = 0.220), the number of local recurrences in
females receiving resection exceeded that in males.

Discussion

Previously, we reported pathologic studies of
combined radical resection of seminal vesicles in
the treatment of rectal cancer, and we emphasized
that it is possible to ensure a sufficiently large CRM
and to thereby attenuate local recurrence.'® Howev-
er, most previously published reports do not make
reference to sex differences. This study is the first, to
our knowledge, to demonstrate sex differences in
response to combined radical resection for the
treatment of rectal cancer. Our data therefore have
prognostic significance. Bonfanti et al report exten-
sively on the organs resected for invasive colorectal
cancer, providing considerable detail, but do not
mention sex differences.”

Recently, many studies have examined neoadju-
vant treatment with chemotherapy and pelvic
radiotherapy for locally advanced rectal cancer.
Neoadjuvant treatment, employing chemotherapy
and pelvic radiotherapy, contributes to better out-
comes, with the former inhibiting distant metastases
and the latter inhibiting local recurrences.'> How-

Int Surg 2013;98
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Fig. 2 This figure shows the overall survival rates of the study
patients. Male: pT4a vs. Female pT4a : p=0.561; Male: pT4b vs.
Female pT4b : p=0.728; Male: pT4a vs. Male pT4b : p=0.005;
Female: pT4a vs. Female pT4b : p<0.561.

ever, because of the lack of pathologic findings
without neoadjuvant treatment (i.e., the spread of
rectal cancer in the absence of other factors), this
study provides data critical for determining the
optimal treatment of pT4b cases.

It is of major interest that the rate of histopath-
ologic invasion in females exceeded that in males.
The reason is unclear, but in 15 female cases (46.9%)
multiple organs were resected based on an intra-
operative diagnosis of cT4b, making it reasonable
to speculate that female anatomic structures are
more susceptible to tumor invasion. This study

_showed tumors to be in proximity to the incised

surface.

The local recurrence rate in females was approx-
imately twofold that in males, such that the surgical
margins in females were apparently insufficient. The
many recurrences in our female patients prompted
us to speculate that the operative method employed
might be less than optimal in women. When rectal
cancer invaded the posterior wall of the vagina,
partial resection of the vagina was often deemed
necessary, but this procedure was found to be
insufficient to prevent recurrence. If intraoperative
cT4b is recognized, it is essential that adequate
combined resection be performed. Harris et al report
that an aggressive surgical strategy with complete
resection is predictive of long-term survival.'®> And,
the high-potency adjuvant treatment with chemo-
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Table 3 The organs affected by recurrence in males and females

SEX DIFFERENCES

Male cases (%), N = 29

Female cases (%), N = 32

All recurrence cases
Local
Anastomosis line
Distant (lung, liver, bone)
Distant peritoneum
Lymph nodes

9 (31.0) 10 (31.3)
1 (3.4; 4(12.5)
1(34 1(3.4)
5 (17.2) 4 (12.5)
1(3.4) 1(3.4)
1(34) 0 (0.0)

Significantly different, P = 0.220.
bSigniﬁcantly different, P = 0.220.

therapy is essential for pT4b cases in males and
females.”

Our data showed that no pathologic, invasion
cases account for about 80% of resected adjacent
organs in males and females. So, it is essential to
rule out the cases except pT4b, but it is very difficult
intraoperatively. The reasonably accurate diagnostic
imaging is essential before operation.

In rectal cancer cases with invasion of neighbor-
ing organs, the effect’ of the invasion must be
carefully determined, and the most appropriate
operative approach selected accordingly.
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