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Advanced rectal cancer
SIR,-Although we welcome Professor J Alex-
ander-Williams's exhortation to surgeons to
refrain from performing inappropriate radical
surgery in patients with advanced and incurable
carcinoma of the rectum,' we are surprised that
conventional external beam radiotherapy, which
has been used successfully in such patients for over
50 years,2 is not included in his review of alterna-
tive palliative treatments. The surgical techniques
he suggests-electrofulguration, diathermy resec-
tion, and laser treatment-may be invaluable in
controlling discharge and bleeding, but merely to
slice off the top of a tumour does not alleviate the
pain caused by deep infiltration, which is often the
patient's most distressing symptom.

Results from our institution confirmed that
the control of symptoms achieved by palliative
radiotherapy is good: relief of pain occurs in 86% of
patients, relief of bleeding in 85%, of mucous
discharge in 86%, and of diarrhoea in 81%.'
Although a course oftwo to four weeks oftreatment
is usually given, frail patients will derive con-
siderable benefit from a single treatment requiring
only one visit to a radiotherapy department.4
Though the majority of patients will die of their
cancer, those with tumours that are' considered
inoperable because of the patient's poor general
condition rather than the extent of disease may
survive free of disease for a considerable time after
radiotherapy, with up to 28% surviving for about
five years.'

Endocavitary contact radiotherapy was pio-
neered by Papillon as a sphincter saving alternative
for early low rectal carcinomas that are curable by
abdominoperineal resection'-not, as Professor
Alexander-Williams suggests, as a palliative
technique for advanced cancer.
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SIR,-In his editorial on advanced rectal cancer'
Professor J Alexander-Williams seems to have
overlooked the important role of external beam

radiotherapy in the management of this difficult
problem.

Rectal carcinoma was originally thought to be
resistant to radiotherapy, but with the advent of
very high voltage (Mv) radiotherapy external beam
radiotherapy has gained an important role in the
treatment of advanced rectal tumours24 and
local recurrent disease4-6 and in the palliation
of metastatic disease of bone, the brain, and
occasionally the lung and liver. The effectiveness
of radiotherapy in patients with rectal cancer can
also be inferred from various trials of preoperative
radiotherapy that show down grading of rectal
cancers.' In local advanced disease the relative
merits ofpreoperative and postoperative irradiation
is still open for debate. Intraoperative radiotherapy
in combination with external beam radiotherapy at
the time of surgery may also have a role in patients
with locally advanced or recurrent disease.9
Good or excellent relief ofsymptoms-especially

of pain, discharge, and bleeding-is achieved in
60-80% of patients46 for periods of 6-12 months.41
By decreasing fraction size and meticulous tech-
niques toxicity can be minimalised to acceptable
levels6 and the patient can usually be treated as an
outpatient. Relief of symptoms often requires
surprisingly little tumour shrinkage, although
duration of symptom control may be related to the
total dose,4 but this has been debated.6
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SIR,-Professor J Alexander-Williams is right to
argue that patients who present with incurable
rectal cancer should not have to learn to cope with a
stoma during terminal care.' In his advocacy of
endoscopic transrectal resection, however,, he has

made the same mistake of oversimplifying the
management of incurable rectal cancer s those
whom he criticises for invariably resorting to
establishing a stoma.
About 40% to 50% of patients with colorectal

cancer are not cured by surgery.2 During the
average interval of three years between apparently
curative surgery and recurrence the patient is
usually free of symptoms,3 despite the presence of
residual disease. Patients in whom asymptomatic
liver metastases can be diagnosed at primary
surgery usually have a less favourable prognosis
but should not necessarily be treated differently
from other patients with rectal cancer. The more
accurate the results of the liver scan before primary
excision4 the greater will be the probability of
identifying liver metastases at primary diagnosis.
In the current Clinical Research Centre United
Kingdom hepatic artery pump trial the median
liver area replaced by tumour on computed tomo-
graphy among patients presenting with liver
pain or a mass is 35% compared with 13% when
metastases are asymptomatic and detected by
routine scanning, by rise in serum carcino-
embryonic antigen concentration, or at primary
resection. Average prognosis for patients with
untreated metastases may be six months as sug-
gested by Professor Alexander-Williams for
patients with liver pain or mass but is more than
double this in patients with asymptomatic meta-
stases.5 Liver metastases should not necessarily
deter the surgeon from seeking optimal long term
local tumour control. Local control of rectal cancer
is best achieved by complete primary tumour
resection, and restorative resection is possible in
more than 80% of patients with rectal cancer."

Preoperative diagnosis of locally advanced rectal
cancer is not as easy7 as Professor Alexander-
Williams implies, and to attain an accuracy of more
than 90% requires endoluminal ultrasonography.
Predicting those with uncontrollable local disease
who might do best with transrectal resection is
even more difficult as 20% of patients with affected
nodes survive more than five years after primary
excision,' and local recurrence can be avoided for
over two years after primary surgery in most
patients with locally advanced disease if resection
is preceded by >45 Gy of radiation.9 Thus a
preoperative diagnosis of locally advanced rectal
cancer is not an indication for transrectal excision.
The difficulty with palliative resection in patients

with rectal cancer that Professor Alexander-
Williams does not mention is that perioperative
mortality is more than double that after apparently
curative resection.'0 Thus advanced age or frailty
are the most uncontroversial indications for
transrectal excision. The average age of presenta-
tion of people with rectal cancer in the United
Kingdom, however, is 70 years, and with im-
proved general health fewer people now become
frail before the age of 75.
Thus the place for transrectal resection has yet to
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