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Conservative treatment of anal canal cancer: Retrospective study 
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Between Janua,y 1981 and May 1996, thirty patients with anal canal carcinoma were treated with a protocol 
oj radiation therapy alone or in combination with chemotherapy. The patients were divided into 4 stages by 
lnternational Union against Cancer (UICC) 1987: I stage 8 patients, II stage 16 patients, III stage 5 patients, 
nobody in stage IV and 1 patient in recurrence. Sixteen patients were treated with external radiation therapy 
alone, 8 with interstitial 192/r implant alone, and 6 with the combination oj both (dose range 30-70 Gy). 
Nine patients received concomitant cytotoxic chemotherapy. Toxicities were mild to moderate. Twenty-eight 
patients were eligible and 2 were last to jollow-up. A complete response (CR) was observed in 19 patients 
(68%); nobody oj these patients had local recurrence and anorectaljunction was retained. We may conclude 
that radiotherapy with or without chemotherapy can provide a good local control and preserve anal junction 
with acceptable morbidity. · 
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Introduction 

Ana! canal carcinomas are rare diseases and ac­
count for 1 % to 4% of ali large bowel cancers. 
Cancer of anal region occurs more frequently in 
females than in males with sex ratio of 2: 1 and in 
people over the age of 60. 1 

In the past, the most frequently performed thera­
py was radical and demolitive surgery; nowadays, 
since anal canal cancer has good prognosis and a 
long survival, conservative management is pre­
ferred. 

The most recent studies have shown that radia­
tion therapy is an appropriate treatment, especially 
if it is associated with chemotherapy.2.J,4 Multimo­
dality therapy increases survival and warrants 
sphincter-sparing, so this combined treatment ap­
proach is now regarded as a model for successful 
therapy of anal canal carcinoma.5•6•7 
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Materials and methods 

From January 1981 to May 1996, thirty patients 
with primary anal carcinomas were treated with 
conservative therapy at our department; 21 were 
female and 9 male. The patients' age ranged be­
tween 44 and 88 years, with a median age of 71. 
Twenty-three patients (76.5%) had an invasive car­
cinoma of the squamous type, 5 of basaloid type 
(16.5%) and 2 of the cloacogenic type (7%). 

The initial tumor stage according to the TNM­
classification (UICC 1987) was for 8 patients stage 
I, for 16 stage II, for 5 stage III. One patient came 
to our observation with a local-regional recurrence; 
previously, this patient received extemal radiother­
apy (a total <lose of 55 Gy) in another center. 

Ali patients in our study were eligible for a con­
servative therapy and nobody had abdomino-peri­
neal resection (APR) as primary surgery treatment; 
complete local excision or biopsy were carried out 
in ali cases. 

Ali our patients were given radiotherapy treat­
ment: 16 of them with exclusive external radiation, 
8 with brachitherapy and 6 with external radiation 
and brachitherapy like boost. 
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The primary tumor region including pelvic and 
inguinal lymph nodes were irradiated by an anterior 
and posterior opposed (AP/PA) pair of fields or by 
a 4-field-box technique. The upper limit of the tar­
get volu me was L5-S 1 and lower limit included the 
perineum. External radiation was delivered with 10 
Me V photons and a single daily fraction between 
1.8 and 2 Gy in an uninterrupted course up to a 
medium dose of 52 Gy. Tota! doses varied between 
30 and 65 Gy. The dose was specified at midline 
(AP/PA fields) orat 90% isodose (4-field-box). 

In 14 cases, brachitherapy was performed; for 8 
patients this was an exclusive treatment, while for 
6, it was the boost of external beam radiation. 

We used the template technique with iridium-192 
needles and wires in ali patients (low dose rate).The 
implant volume covered about one-third to one-half 
of the anal circumference; single-plane as well as 
double-plane implants were used. Tota! doses var­
ied between 20 and 70 Gy, with a dose rate on the 
reference isodose according to Paris system. 

Nine patients were given a concomitant chemo­
therapy; 3 of them with Mitomycin C (MTC)- 5 
Fluorouracil (5FU) scheme and 6 with CDDP-Foli­
nic acid-5FU ~cheme. 

The patient who was treated for recurrence re­
ceived brachitherapy treatment in two different tirne 
periods (total dose 67.4Gy) with concomitant chem­
otherapy. 

Results 

The follow-up of our series ranges between 7 to 
180 months. Twenty-eight are eligible; two pa­
tients were lost from the follow-up 7 and 12 
months respectively; they were without evidence 
of disease. Six patients died of cancer progression 
after a median interval of 7 months from diagnosis 
and three of unrelated disease. Nineteen patients 
(68%) are alive without evidence of disease. Out 
of 28 selected patients, 19 achieved a complete 
response (CR) in T and in N. One patient had CR 
in T, while no relevant modifications were seen in 
the metastatic nodes; he was submitted to lym­
phadenectomy. Eight patients showed stable dis­
ease when they underwent restaging: two of them 
were submitted to abdominal-perineal resection 
and are now alive without evidence of disease, the 
others six died for progression of cancer. One pa­
tient developed lymph nodes metastases 6 months 
after the completed treatment; he was given exter-

na! radiation and he had a CR, he died for bron­
cho-pneumonia after 46 months. The median sur­
vival of our patients is 50 months. 

All patients were evaluated for toxicity, which 
was graded according to the WHO criteria. No­
body died from toxicity. Some patients experienced 
diarrhea, proctitis and perineal dermatitis; these 
symptoms were low grade in most of them and 
easily controlled with symptomatic treatments. The 
patient who received radiotherapy for the second 
tirne for recurrence, developed chronic proctitis. 
One patient has rectal angiodysplasia and she needs 
blood trasfusions at intervals. Anorectal sphincter 
function was preserved in ali patients with CR. One 
showed stool incontinence during the year after the 
treatment, now normal function is recovered. 

Discussion and conclusions 

Our study, according to references, confirms that 
anal canal cancer is rare carcinoma and it occurs 
more frequently in females. 

Ana! carcinoma is a radiosensitive tumor; radio­
therapy carries out good results with acceptable 
toxicity and gives patients the opportunity to have a 
surgery repair in case of stable disease or recur­
rence.8·9 Our therapeutic protocol has allowed us to 
obtain a large number of CR (68%) with low toxici­
ty. The analysis of failures proves that they have 
occurred in patients at advanced stage and with 
metastatic nodes. 

We have come the conclusion that radiothera­
PY is the primary treatment and that a multimo­
dality therapy is absolutely necessary in advanced 
stages. 10

•
11 Future objectives must include the im­

provement of local control rates; this could be 
achieved through adjustments in radiation and 
chemotherapy schedules. 
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