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Obijective: Surgical techniques and management of rectal cancer have been rapidly evolving. The aim of the
present study was to assess current practices in rectal cancer surgery among Thai colorectal surgeons.
Material and Method: Descriptive study was set between July and September 2008, a questionnaire was
distributed to members (board-certified colorectal surgeons) of the Society of Colon and Rectal Surgeons
Thailand regarding their current practices in rectal cancer including pre-operative management, surgical
techniques, and postoperative surveillance protocol. Their perception of laparoscopic surgery was also
emphasized.

Results: Forty questionnaires were returned (80% response rate). Of the respondents, 45% worked in a
university hospital. Surgeons were in broad agreement (>75 percent agree) on the routine preoperative use
of carcinoembryonic antigen, CT or MRI of the pelvis for cancer staging, mechanical bowel preparation,
pelvic drainage after colorectal anastomosis, and postoperative surveillance in patients with curative resection.
Opinion was divided (<75 percent agreement) on the use of neoadjuvant therapy for locally advanced rectal
cancer, lateral pelvic node dissection, rectal irrigation prior to bowel resection, air-testing after bowel
anastomosis, the need of protective stoma, and duration of prophylactic antibiotics. Thirty-three surgeons
(82.5%) believed that laparoscopic surgery achieved the same oncological outcomes of open surgery;
however, only 40% of surgeons have experience in laparoscopic resection for rectal cancer.

Conclusion: There is a considerable diversity of clinical practice for rectal cancer surgery, particularly in
preoperative chemoradiation in locally advanced rectal cancer and to perform protective stoma after colorectal
anastomosis. Meanwhile, postoperative surveillance protocol is quite uniform, and laparoscopic rectal
surgery has gained attention among Thai colorectal surgeons.
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During the last few decades, several surgical
techniques and management of rectal cancer have been
rapidly evolving. For instance, complete removal of
the mesorectum, known as total mesorectal excision
which was introduced by Heald in 1982, has now
become a gold standard treatment of middle and lower
rectal cancer as it reduces a local recurrence of the
tumor®, Imaging devices, such as helical computed
tomographic (CT) scan or magnetic resonance image
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(MRI), play an important role in preoperative tumor
staging and postoperative surveillance. Meanwhile,
preoperative chemoradiation has been selectively
used in the cases of locally advanced rectal cancer in
order to minimize positive circumferential resection
margin and to reduce local recurrence rate®.
Recently, laparoscopic surgery in various
gastrointestinal diseases including rectal cancer is
increasingly popular because it could provide less pain,
shorter hospital stay, faster postoperative recovery,
and better cosmetic appearance compared to open
surgery®., Laparoscopic surgery for rectal cancer is
yet a complicated operation requiring highly skilled
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surgeons and sophisticated instruments®, and its
oncological outcomes remain questionable®.

In order to get some insight of current
practice into rectal cancer surgery in Thailand, the
authors have conducted a questionnaire survey of
Thai board-certified colorectal surgeons to assess
their current practice in rectal cancer surgery and to
evaluate their perception of laparoscopic surgery for
rectal cancer.

Material and Method

Between July and September 2008, a
questionnaire was distributed to members (board-
certified colorectal surgeons) of the Society of
Colon and Rectal Surgeons Thailand. The aim of the
questionnaire was to assess their current practices
in rectal cancer including pre-operative management,
surgical techniques, methods of postoperative
surveillance, and their perception of laparoscopic
operation for rectal cancer. Responses were analyzed
and reported in median (range), or number (percentage).

Results

Forty questionnaires were returned (80%
response rate). The respondents had a median age of
43 years (range 31-60) and 95% were male. They had
practiced as a surgeon for 15 years (range 2-35). Rectal
cancer accounts for 30% of their daily operations. Of
all surgeons, 45% work in a university hospital.

Preoperative management

Routine use of preoperative carcino
embryonic antigen (CEA) and CT/MRI of the pelvis
were indicated in 97.5% and 90% of the surgeons,
respectively (Table 1). Only three surgeons (7.5%)
routinely perform endorectal ultrasonography
(ERUS) for middle and low rectal cancer. With regard
to liver imaging, 67.5% of the surgeons preferred
CT scan whereas the others used ultrasonography.
Fifteen surgeons (37.5%) would apply preoperative
chemoradiation to patients with T3 and/or N+ rectal
cancer. All, except one, currently request mechanical
bowel preparation before elective surgery.

Surgical technique and decision-making

The clinical scenario described a reasonably
fit patient with rectal cancer and a solitary resectable
liver metastasis. Twenty-six surgeons (65%) chose to
perform liver resection in the same operation for
rectal cancer. Preferences of certain intraoperative
techniques are shown in Table 2. According to their
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reply, stapled colorectal anastomosis was performed
in about 60% of cases.

Thirteen surgeons (33%) preferred a
combination of general anesthesia and epidural
block. Fifty-three percent prescribed intravenous
antibiotic prophylaxis longer than 24 hours. Regarding
laparoscopic surgery in rectal cancer, a majority
(82.5%) believed that oncological outcomes of
laparoscopic rectal cancer surgery are equivalent to
those of open surgery. However, only 40% of the
surgeons have ever performed laparoscopic resection
for rectal cancer.

Postoperative surveillance

Most surgeons (85%) set up a surveillance
program for curative CRC resection every 3 months in
the first 2 years. All integrated periodic measurement
of serum CEA into their surveillance program, but only
72.5% and 32.5% suggested routine liver imaging
and pelvic scan, respectively. None used ERUS in
their surveillance program. Thirty-four surgeons
(85%) performed post-CRC resection surveillance by
colonoscopy at 1 year. Follow-up preferences are
summarized in Table 3.

Discussion

The survey of clinical practices in rectal
cancer surgery was carried out in colorectal surgeons,
who have a great influence on the management of such
a sophisticated disease as well as surgical resident
training in a university hospital. Their practice can be
affected by different facilities in their hospital, patient’s
condition, regional healthcare policy, insurance
system, evidence-based knowledge, and even their
own personal experience or preference.

Accurate preoperative staging is an important
aspect of rectal cancer management, which helps
surgeons determine an appropriate management for
each individual. Over 90% of the respondents would
request pelvic imaging to assess the local extension
of the tumor and preoperative CEA. An elevated
preoperative CEA is a poor prognostic factor and
correlates with reduced overall survival after cancer
resection®. In addition, a failure of the CEA to
return to normal levels after surgery is indicative of
inadequate resection or occult systemic disease.
National Comprehensive Cancer Network (NCCN) in
2008 has suggested to perform preoperative CEA
measurement, CT of chest and abdomen, ERUS or MRI
of the pelvis in patients with rectal cancer appropriate
for surgery®. Although ERUS is the most sensitive
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Table 1. Preoperative assessment and management for rectal cancer (n = 40)

Preoperative management

Number of responses (%)

Routine use of preoperative CEA
Routine use of CT/MRI of the pelvis
Routine use of ERUS (if possible)
Preferred method of screening liver metastasis
CT scan
Ultrasonography
Pre-operative chemoradiation for T3 and/or N+ tumor
Mechanical bowel preparation for elective surgery

39 (97.5)
36 (90.0)
3(7.5)

27 (67.5)
13 (32.5)
15 (37.5)
39 (97.5)

Table 2. Use of intraoperative techniques in rectal cancer surgery (n = 40)

Intraoperative techniques used

Number of responses (%)

Liver metastasectomy (if need) in the same setting
Lateral pelvic node dissection if suspected node + ve
Routine posterior vaginalectomy in abdominoperineal resection
Irrigation of the rectum before dividing it
Air-testing after bowel anastomosis
Type of colorectal anastomosis
End-to-end
Side-to-end
With colonic pouch formation
Protective stoma after low anterior resection
No
Yes, with loop ileostomy
Yes, with loop colostomy
Pelvic drainage after bowel anastomosis
Rectal tube insertion after bowel anastomosis
Use of antibiotic prophylaxis > 24 hours
Use of combined general anesthesia + epidural block

26 (65.0)
8 (20.0)
7 (17.5)

25 (62.5)

23 (57.5)

36 (90.0)
4 (10.0)
2 (5.0)

22 (55.0)
18 (45.0)
0(0)
31 (77.5)
0(0)
21 (52.5)
13 (32.5)

Table 3. Postoperative surveillance in rectal cancer (n = 40)

Postoperative surveillance

Number of responses (%)

Follow-up frequency in first 2 years (months)
2
3
4
6
Routine use of postoperative CEA
Routine use of postoperative liver scan
Routine use of postoperative pelvic scan
Routine use of postoperative ERUS

Next colonoscopy in asymptomatic patient (assume no pre-operative colonic polyps)

At 1 year
At 2 year
At 3 year

2 (5.0)
34 (85.0)
3(7.5)
1(2.5)
40 (100)
29 (72.5)
13 (32.5)
0 (0)

34 (85.0)
4 (10.0)
2 (5.0)
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method for the evaluation of wall infiltration®, it
has limitation on determination of lymph node
metastasis and is not suitable in case of obstructing
or nearly obstructing rectal cancer. Due to the limited
availability of ERUS device in Thailand, surgeons in
this survey seldom use ERUS in preoperative staging
of rectal cancer.

With regard to liver imaging, CT scan
clearly has a better sensitivity and specificity to
detect liver metastasis than ultrasonography, but it
is more expensive. Most Thai colorectal surgeons
preferred CT scan for screening hepatic metastasis. A
nationwide survey of diagnostic work-up of colorectal
liver metastases in the Netherlands revealed that
ultrasonography of the liver has been the main
investigation tool®. However, surgeons who also
perform liver resection tend to use CT scan as a
screening tool®®, In the present survey, about two-
thirds of surgeons would perform solitary liver
metastatectomy in the same operation of rectal
surgery.

There is evidence that preoperative chemo-
radiation for locally advanced rectal cancer improves
tumor downstaging, pathological complete response,
and local control of the tumor; however, it does not
significantly improve disease free survival and overall
survival, or increase the likelihood of sphincter-saving
operation®?, These reasons could in part explain
why Thai colorectal surgeons had a different opinion
about using preoperative chemoradiation for locally
advanced rectal cancer.

Although there is no convincing evidence
that mechanical bowel preparation (MBP) is
associated with reduced rates of anastomotic leakage
after elective colorectal surgery and, conversely,
MBP may be associated with an increased rate of
anastomotic leakage and other septic complications®?,
many surgeons still used MBP in their clinical practice.
According to the present survey, all except one
respondent routinely used MBP for rectal surgery.
This finding is in keeping with the survey of
members of the American Society of Colon and Rectal
Surgeons in 2003 and members of the Spanish
Coloproctologic Associations in 2008; revealing that
MBP is still invariably used in rectal surgery (over
90% of cases)?314,

The utility of prophylactic antibiotics in
rectal surgery is controversial, and numerous different
regimens are used. According to the Centers for
Disease Control and Prevention (CDC) guideline
in 199949 prophylactic antibiotics should have a
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bacteriocidal activity against the most probable
intraoperative contaminants, and should be given
intravenously 30-60 minutes prior to the incision and
discontinued within 24 hours after surgery. However,
based on the present study, about half of surgeons
preferred to continue intravenous antibiotics longer
than 48 hours. This may be because the surgeons were
more cautious about the higher rate of surgical site
infection in rectal surgery than colon surgery®®,
There is no evidence that prolonged administration of
antibiotics can minimize the incidence of surgical site
infection or anastomotic leakage®?.

Based on this survey, one-third of the
surgeons preferred combined general and epidural
anesthesia in rectal operations. There is evidence
that using combined general and regional anesthesia
in major abdominal surgery reduces pulmonary
complications, postoperative ileus, and length
of hospital stay®®., However, epidural analgesia
may have some serious complications, such as
epidural hematoma, spinal-epidural infections, and
local anesthetic cardiac toxicity®®. Surgeons and
anesthesiologists therefore should determine risk
versus benefit of each anesthetic technique based on
the individual patient and surgical procedure.

The issue of using protective stoma and
pelvic drainage for colorectal anastomosis is still
debatable. According to this survey, protective stoma
and pelvic drainage after bowel anastomosis were
routinely used in 45% and 78% of respondents’ clinical
practice. A recent report of 170 Thai patients with
rectal cancer in 2008 showed that a sphincter-saving
operation without a protective stoma and pelvic drain
can be performed safely in the vast majority of the
patients, and a tumor within 5 cm of the anal verge was
an independent factor for anastomotic leakage®.
Other risk factors for leakage included male gender
and preoperative chemoradiation®V. If protective
stoma were necessary, all respondents would select
temporary loop ileostomy. This finding is quite similar
to the survey of colorectal surgeons associated with
colorectal residency programs throughout North
America, in which 93% of the respondents preferred
loop ileostomy than loop colostomy@?,

Regarding rectal tube placement, none of
our respondents placed an indwelling rectal tube
after bowel anastomosis. In contrast to the authors’
finding, 16-36% of consultant surgeons of the
Association of Coloproctology of Great Britain &
Ireland (ACPGBI) used a rectal tube to minimize an
anastomotic disruption and to reduce the need for a
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diverting stoma®. However, the efficacy of rectal tubes
in reducing local anastomotic complications is still re-
quired further evaluation.

Although laparoscopic resection of colon
cancer has the similar long-term oncological outcomes
of open colectomy, these outcomes in laparoscopic
rectal cancer surgery remain unknown and more
randomized trials need to be conducted to assess
them®, In the present survey, over 80% of surgeons
believed that oncological outcomes of laparoscopic
rectal cancer surgery are equivalent to those of open
surgery while about half of them have performed
laparoscopic resection for rectal cancer. A survey
of consultant members of ACPGBI in 2008 showed
that 34-50% of surgeons in UK have performed
laparoscopic rectal resection, and the main reason
for not performing laparoscopic operation was lack
of training and funding as well as no convincing
evidence that laparoscopic surgery was better than
conventional open surgery®,

Unlike the operative procedure, postoperative
surveillance program was quite uniformed among
Thai colorectal surgeons. Most surveillance methods
consisted of measurement of serum CEA with or
without routine liver imaging every 3 months in the
first 2 years, and colonoscopy at 1 year postoperatively.
This program could be classified as an intensive
follow-up in several studies, and there has been
evidence that intensive follow-up after curative
resection of colorectal cancer improved overall
survival and re-resection rate for recurrent disease®®.
However, the surveillance system is affected by
patient/disease condition or by socioeconomic factors,
which could be different among the health-care
systems. A national survey among Dutch surgeons in
2007, over 90% of the respondents accepted follow-up
protocol consisted of CEA measurements every 3
months in the first year and six-monthly thereafter, and
ultrasound examination of the liver every 6 months®?,
In addition, the most important factors determining the
follow-up protocol were age and physical condition
prohibiting metastasectomy or re-operation for
recurrent disease®.

Some limitations of this survey should be
addressed. Firstly, it is somehow difficult to assess all
decision-making solely based on a questionnaire in
which clinical information given is limited. However,
this survey revealed important data of clinical practice
in rectal cancer among Thai colorectal surgeons.
Secondly, it is notable that the data is still an opinion
from colorectal specialties mainly working in the
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secondary or tertiary hospitals where several
multidisciplinary teams and advanced facilities are
available.

Conclusion

There is a considerable diversity of clinical
practice for rectal cancer surgery, particularly in
preoperative chemoradiation in locally advanced
rectal cancer and to perform protective stoma for
colorectal anastomosis. Meanwhile, postoperative
surveillance is quite uniform, and laparoscopic rectal
surgery has gained attention among Thai colorectal
surgeons.
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