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Summary: the results of a successful combined treatment of distant

metastases of colorectal cancer, including surgical removal of metas-
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The issues of metastasis of malignant tumors, in
particular colorectal cancer, remain one of actual
problems of oncology, which is largely due to high
rates of morbidity, the variety of clinical forms of
the tumor, unsatisfactory results of treatment. The
growing number of patients with colorectal cancer
in all economically developed countries, as well as
an increase in the number of patients with the com-
mon forms of the disease, which include local tumor
spread and distant metastasis draw the attention of
specialists [1, 3, 5, 6]. Until recently, the appearance
of a remote, even isolated metastases in other organs
are considered as a sign of dissemination of tumor
process and, therefore, hopelessness of the patient.
Recently, however, it is proved that the surgical
treatment, chemo- and radiotherapy give the oppor-
tunity to prolong the life of patients for a long term
and improve its quality. The main difficulty is the
lack of standard approaches not only in diagnosis but
also in treatment of these patients. Most researchers
consider that the improvement of results of treat-
ment in this group is achieved by a combined ap-
proach: the maximum possible removal of all tumor
manifestations with the subsequent chemotherapy,
that is a factor which defines a better prognosis [2,
4]. Active surgical tactics, as a surgical intervention
on the organs affected by distant metastases, pro-
vides a significant increase in survival rates in these
patients, up to 5 - and even 10 - year results. De-
pending on the way of additional drug treatment and
factors forecast the 5-year survival rates, according
to different authors, varies from 25 to 58 % [3, 3].

Below is an example of a successful combined
treatment in the clinic of the Institute of a 68 years-
old patient. Diagnosis: cancer of the transverse co-
lon T3N2MO, after combined treatment (2010), the
progression of neoplastic process. Anamnesis: the

tases with subsequent systemic chemotherapy are given.
Keywords: metastatic colorectal cancer, combined treatment, resect-
able metastases.

patient in October 2010 undergone the surgery —
resection of the transverse colon with formation
of anastomosis. Histologically it was average dif-
ferentiated adenocarcinoma with areas of low dif-
ferentiated, which grows through all layers of the
intestinal wall, invades the surrounding fat tissue,
in 5 of 15 lymph nodes metastases are found. From
January to November 2011 there were 6 cycles
of adjuvant FOLFOX chemotherapy. In December
2011, at follow-up examination metastases in lung,
left ovarian and locoregional recurrence (accord-
ing to PET) were revealed. The level of CEA was
50,7 ng/ml. From December 2011 till June 2012 the
patient underwent 6 cycles of FOLFIRI chemother-
apy and bevacizumab with a pronounced positive
dynamics. In November 2012 the patient has under-
gone a right-sided hemicolectomy with left adnexec-
tomy. Histological study: low-differentiated adeno-
carcinoma, which grows all layers of the bowel wall;
in the ovary - metastasis of low-differentiated ad-
enocarcinoma. From January 2013 patient received
3 cycles of chemotherapy: oxaliplatin+xeloda. Liver
metastases were revealed in March 2015 accord
ing to MRI of the abdomen. The levels of CEA was
36 ng/ml. Resection of VI, VII, VIII, IXA segments
of the liver was performed. Histological examina-
tion: metastasis of average-differentiated adenocar-
cinoma. The development of severe toxicity while
receiving xeloda as monotherapy, not allowed to
continue the chemotherapy, the patient left under
strict dynamic control.

Given observation demonstrates the efficiency
of combined tactics of treatment of patients with
resectable colorectal cancer metastases, which im-
proves the quality of life of patients and allows to
create the most favorable conditions for the subse-
quent drug treatment.

KHARKIV SURGICAL SCHOOL  Ne 2(83) 2017

171



SAMUCKU NPAKTUYHOIO NIKAPA

REFERENCES

. Ferrand F. Impact of primary tumor resection on survival of
patients with colorectal cancer and synchronous metastases
treated by chemotherapy: results from the multicenter,
randomized trial Federation Francophone de Cancerologie
Degestive 9601 / F. Ferrand, D. Malka, A. Bourredjem //
Eur. J. Cancer. - 2013. - Vol. 49, Ne 1. — P. 90-97.

. Folprecht G. Neoadjuvant therapy concepts for liver
metastases / G. Folprecht, W.0. Bechstein // Chirurg. —
2011. - Vol. 82, Ne 11. — P. 989-994.

. Kato T. Therapeutic results for heratic metastasis of
colorectal cancer with special reference of effectiveness of
hepatectomy: analysis of prognostic factors for 763 cases
recorded at 18 institutions / T. Kato, K. Yasui, T. Hirai T. //
Dis. Col. Rec. —2003. - Vol. 49. — P. 22-31.

XUPYPIMYECKOE
JEYEHUE OTHAJIEHHBIX
METACTA3OB VY BOJIbBHOU
KOJIOPEKTAJIBHBIM
PAKOM

B. B. boiiko, C. A. Caseu,

A. b. Cmapukoea,

B. B. ZKuoeuxkuii,

A. 10. Boopoea, A. A. Mepkynoe

XIPYPI'TYHE JJIKYBAHHS
BIJJAJTEHUX
METACTA3IB Y XBOPOI
KOJIOPEKTAJIBHUM
PAKOM

B. B. boiixo, C. O. Cagsi,
A. B. Cmapikosa,

B. B. ZKuoeubkuit,

A. 0. Boopoea,

A. O. Mepkynoe

4.

6.

Schmooll H.J. ESMO Consensus Guidelines for anagement
of patients with colon and rectal cancer. A personalized
approach to clinical decision maring / H.J. Schmooll,
E. Van Cutsem, A. Stein // Ann. Oncol. — 2012. - Vol. 23,
Ne 10. — P. 2479-2516.

. Siegel R. Cancer statistics / R. Siegel, D. Naishadham,

A. Jemal // CA Cancer J. Clin. — 2012. — Vol. 62.
— P. 10-29.

Weiser M. Peri-operative chemotherapy for the treatment
of resectable liver metastases from colorectal cancer:
A systematic review and meta-analysis of randomized trials
/ M. Weiser, S. Sauerland, D. Arnold // BMC Cancer. -
2010. — Vol. 21, Ne 10. — P. 309.

Pesiome. IlpeacraBiaeHbl pe3yJbTaThl YCOEIIHOTO KOMOWMHMPO-
BaHHOTO JIEYEHU S OTAAJEHHBIX METaCTa30B KOJOPEKTAJIbHOIO pa-
Ka, BKJIIOUAIOIIee XUPYypruiyeckoe yaajJleHue MeTacTa3oB ¢ Moce-
IVIOIIEN CUCTEMHOM XMUOTEpaIInuet.

KiioueBbie cioBa: memacmamuyeckKuili KOAOPeKMAAbHbLIL pAK,
KOMOUHUPOBAHHOE AeHeHlUe, pe3eKmadeabHble Memacmasul.

Pestome. IIpencraBieHi pe3yabTaTi YCITIIIHOTO KOMOiHOBAHOTO
JIiKyBaHHS$ BigJajJeHMX MeTacTa3iB KOJOPEKTAaJbHOI'O paKky, sIKe
BKJIIOYAE XipypriyHe BHUIAJICHHS METAacTa3iB 3 IOJAJbIIOK CHC-
TEMHOIO XiMioTepaIri€lo.

KnwuoBi cinoBa: memacmamuunuii Koa10peKmaivHuil paxk, Komoi-
Ho8aHe NIKYB8AHHSA, pe3eKmabenbHi Memacmasu.
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