
Symposia

anism that determines the well-known adaptive response In the two-dose
case and that It can be triggered by high and low LET radiations as well
as a variety of other stress-inducing agents such as hydrogen peroxide
and chemotherapeutic agents. Little is currently known about the precise
nature of this underlying mechanism, but there is evidence that it operates
by Increasing the amount and rate of DNA repair, rather than by indirect
mechanisms such as modulation of cell-eycle progression or apoptosis.
Changed expression of some genes, only In response to low and not high
doses. may occur within a few hours of irradiation and this would be rapid
enough to explain the phenomenon of induced radioresistance although its
specific molecular components have yet to be identified. There may be a
benefit In treating intrinsically radioresistant tumours with very small doses
per fraction, to take advantage of HRS clinically.
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The surgeon as a prognostic factor In decision making In
breast cancer

M. Blichert-Toft. Department of Endocrine and Breast Surgery.
Rigshospitalet, University of Copenhagen, Denmark

The basic treatment of breast cancer is surgery. The surgical procedure
aims at three objectives: 1) the intention to cure, 2) staging, and 3) provide
variables for a prognostic index. The surgeon is the prime figure In achieving
those goals.

For all three purposes axillary dissection is required. If the surgeon fails in
performing a metiCUlous axillary dissection, the decision making regarding
adjuvant therapy is badly influenced. In Denmark, low risk patients are
treated by loco-regional therapy alone and only high risk patients receive
systemic therapy. The decision making Is mainly based on knowledge of
axillary nodal status. Thus, inaccurate staging puts the patient at jeopardy
of undertreatment.

In Danish DBCG nationwide protocols axillary dissection Is compUlsory
as a staging procedure for accurate selection of patients for adjuvant trials.
Further, the method is used for prognostic information as well as for regional
control of the disease. No subset of patients with Invasive cancer has been
selected for no axillary surgery.

In this presentation the frequency of node positivity by tumour size is
reported. Further, the calculated probability of false negative nodal staging
and Its consequence for survival Is analysed. Moreover, in DBCG protocols
the correlation between the number of examined lymph nodes and the rate
of axillary recurrence has been Investigated in subset of patients with or
without radiotherapy to the axilla.

Conclusion: Meticulous surgery Is necessary for proper decision making
In breast cancer treatment.
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The surgical procedure and the surgeon as a prognostic
factor In gastric cancer

C.J.H. van de Velde. Department of Surgery. Leiden University Medical
Center. Department of Surgery. Leiden, The Netherlands

Purpose: There is no consensus about the extent of surgical treatment of
patients with operable gastric cancer: lymph node dissection limited tothe
preigastric nodes (Dl), the present Dutch standard, or extended to the
regional nodes (02). This Issue Is addressed in a Dutch multicenter (78
centers) randomlsed trial.

Methods: Design and short term results were reported previously (1); the
present paper will focus on survival and relapse risk till 5 years (the present
abstract restricted to RO cases). Mean number of dissected lymph nodes
was 151n Dl and 31 In 02. Also Issues concerning the Individual surgical
performance are addressed.

Resulta: From August 1988 until July 1993, a total of 1078 patients
were randomlsed preoperatively: 639 In each group. Of these, 82 patients
wera Ineligible, 285 patients were non-curative (R2) and 78 microscopically
non-curative (R1). The remaining 633 patients underwent a RO resection
(339 01 and 294 D2), Median age and male-female ratio were equal In
both groups. Also the distribution of site of tumour, of T-stage and of node

Tabla 1

Overall survival Relapse risk
tyr
~ ..!1!L --1xL- ~ ~

~ N % N % N % N %
Ot 299 88 197 62 71 52 274 14 t91 33 62 44
02 237 81 164 59 66 62 228 12 t58 31 62 38
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negative/positive tumours was 6imilar In both groups. Median follow-up
duration for the patients alive Is 54 months (range 29-83). Overall rates
and relapse risks (44 post operative deaths excluded) of RO patients are
summarized in Table 1.

Conclusion: A conventional comparison with a logrank test does not
give rise to significant differences In survival and relapse risk 01 and 02
resections. However, the underlying assumption of a logrank analysis (pro•
portional hazards) does not seem to fit very well. A clinically relevant benefit
for 02 with respect to relapse risk eventually translated Into survival benefit
aUuture follow-up analyses cannot be excluded. On the basis of our present
results we cannot substantiate the benefit of extended lymphadenectomy
in general Dutch hospitals by general surgeons. There was no significant
difference observed between volume related morbidlty/mortallty/survlval
however there was a substantial variation among reference surgeons.
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The surgeon and surgical procedure as prognostic factor

W. Hohenberger. Department of Surgery. University Hospital, Germany

At least since 1978, when Fielding was the first to publish datas on differ•
ences between various surgeons concerning complications after operations
for colorectal cancer, It is well realized that the surgeon is a prognostic factor
In the postoperative course. Later on, datas were available that surgeons
also may Influence longterm outcome after surgery for colorectal cancer. In
the eightieth, in Germany a patient care study was performed with seven
Institutions participating. Primarily, the aim of this study was not to identify
the Influence of surgeons on outcome. However, together mainly with tu•
mor related Items postoperative complications, anonymously the surgeons
and the institution were documentated, too. In addition, all patients were
followed up at least for five years.

As a result, concerning logoreglonal recurrence, the Institution was iden•
tified as an Indepentend prognostic factor. Furthermore, In three Institutions
with more than 100 operations performed dUring the recruitment period,
surgeons could be Identified as a prognostic factor, too.

The question arises, what the reasons for these differences might be. The
factors to be discussed are centralisation and specialization Including the
volume of surgery, but In addition, the Influence of organisation, amongst
these the Impact of quality management.

From the datas available It can be concluded that centralisation and
specialization and volume of surgery as well do not guarantee high quality
by Itself. However, a certain volume may be essential. It seems, however that
the adherence to the steps of quality management are the most Important
factors. A special Interest In as special field may be the basic prerequisite.
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The surgeon 8S crucial factor In reducing mortality and
morbidity In pancreatic resection for cancer

P.U. Reber, M.W. BOehler. Department of VIsceral and
Transplantationsurgery. University hospital of Bern, SwItzerland

Purpose: Recent data shows a significant drop In mortality for major
pancreatic resections for cancer. In a prospective study we evaluated
possible causes for the reduced mortality In a specialist center.

Methods: 152 consecutive patients with pancreatic or perlampullary can•
cer were Included preoperatively In a prospective standardised protocol
consisting of preoperative Investigation, operative technique and postopar•
atlve care.

ReSUlts: 88 men and 64 women with a mean age of 67 years underwent
pancreatic resection. 34 patients had significant preoperative rlsk factors.
(ASA III or IV) Median operation time was 448 minutes and mean blood
loss 1.6 units. Mortality was 0.6% (1/152) while postoperative complications
occurred In 32 patients (21%). Major complications occurred In 8 patients
(5%) of whom 4 patients (3%) needed relaparotomy.

Conclusion: In a specialist center, even patients with preoparatlve risk
factors can undergo major pancreatic surgery with low mortality and morbid•
Ity. Standardised preoperative assessment and operative technique com•
bined with experience may be rasponslble for the decrease in mortality and
morbidity.




