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CIntroduction &

INTRODUCTION

( :olorectal cancer (CRC) is the fourth most frequently
diagnosed cancer and the second leading cause of cancer
death in the United States (Siegel et al., 2018).

Although surgical resection is the main core of
management for patients with stage I-11l disease, a significant
amount of patients may eventually relapse and die from their
disease. Large randomized clinical trials of adjuvant
chemotherapy after curative resection of CRC have shown
improvement in survival, which determines the current standard
of care (“NIH consensus conference. Adjuvant therapy for
patients with colon and rectal cancer.,” 1990). Adjuvant
chemotherapy (AC) is generally recommended after curative
surgical resection of stage Il colon cancer and stage Il colon
cancer in which high risk features are present including T4
tumors, poorly differentiated histology (exclusive of cancers
that are MSI-H), lymphovascular inavasion, perineural
invasion, bowel obstruction, lesions with localized perforation
or close, indeterminate or positive margins or inadequately
sampled nodes (less than 12 lymph nodes) (Des Guetz et al.,
2010; Benson et al., 2004).

However, the optimal time from surgery to the start of
chemotherapy in CRC is not known.
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CIntroduction &

Because most clinical trials recommend starting AC
within 6 to 8 weeks after surgery, a routine clinical assumption
Is that chemotherapy should commence as soon as practical.
Also, it is presumed that chemotherapy has little or no benefit
beyond a 3 month delay. There is no direct evidence to support
any of these assumptions. Reasons for a delay in time to AC
maybe attributed to patient factors such as postoperative
complications or comorbid conditions or health-system logistic
factors such as delays in referral or wait times. The question of
time to AC is an important one. Timely access to AC is often
considered as a quality indicator (Figueredo et al., 2004).

Furthermore, beyond a certain time frame from surgery,
such as the often quoted 12 weeks, it is uncertain whether the
adjuvant benefit diminishes or is even totally lost.

A systematic review & meta-analysis of 10 studies
involving more than 15,000 patients tested the effect of timing
of adjuvant therapy after resection. Results of this analysis have
demonstrated that each 4 week delay in chemotherapy results in
a 14% decrease in OS, indicating that adjuvant chemotherapy
should be administrated as soon as the patient is medically able
(Biagi et al., 2011).
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Aim of the Work &

AIM OF THE WORK

The objectives of this study are:

e To determine the impact of delay of adjuvant chemotherapy
on survival in colorectal cancer in terms of Overall survival
(OS) and Disease free survival (DFS).

e To identify the causes of delay of start of adjuvant
chemotherapy.
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REVIEW OF LITERATURE
Epidemiology

C/olorectal cancer is the third most common cancer among
/' men & women accounting for 10.2% of new cases in men
& 9.5% in women in 2018 & the fourth leading cause of cancer
death in males & third leading cause of cancer death in females
worldwide. Over 1.8 million new colorectal cancer cases and
881,000 deaths are estimated to occur in 2018, accounting for
about 1 in 10 cancer cases and deaths. Colorectal cancer is
placed third in terms of incidence and second in terms of
mortality (Bray et al., 2018).
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Figure 1. Global Maps Presenting the Most Common Type of Cancer
Incidence in 2018 in Each Country Among (A) Men and (B) Women.
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Figure 2: Global Maps Presenting the Most Common Type of Cancer
Mortality by Country in 2018 Among (A) Men and (B) Women.
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