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For three decades now, there has been a concerted effort to improve the care of colorectal
cancer patients. Notable was the 27 percent local recurrence rate observed in the non-
radiation arm of the Swedish rectal cancer trial(1)and while this finding spurred the
increased use of preoperative radiation, it also highlighted the need for systematic surgical
guality control. The popularisation of total mesorectal excision (TME) by Heald(2), whereby
the entire mesorectum and surrounding fascial envelope was excised en bloc without
disrupting lymphatics, defined the start of an era where objective measurement of surgical
guality could be achieved, both immediately, by way of specimen inspection and long-term,
by comparison of local recurrence rates. Many surgical quality improvement initiatives have
been instituted in the ensuing decades to reflect this philosophy. Such initiatives include
systematic outcomes audit and reporting, centralisation of complex surgical care, formal
scoring and pathological grading of the TME specimen, as well as operative photographs of
the surgical specimen for peer review at multidisciplinary team meetings (MDT)(3-6). These
guality measures are currently practiced at best variably at an institutional level.

The concept of surgical quality is not new in cancer and is based on the premise that
surgical outcomes should be standardised against a defined set of benchmarks. The
simplest reporting of this is via qualified prospective audits. For colorectal cancer in Australia
and New Zealand, the Binational Colorectal Cancer Audit (BCCA) was established. Data
collection began in 2007, and captures 25% of patients undergoing colorectal cancer
surgery in Australia and New Zealand. Efforts to increase case capture are underway, but
require jurisdictional buy in. Models such as the Queensland Cancer Alliance, with 100%
case capture via linkage to EMR, mortality and MDT datasets are currently established but
require binational uptake. The basic dataset captures patient demographics, radiological and
pathological stages of cancer, treatment pathways, clinicopathological outcomes and most
importantly surgical and oncological outcomes such as anastomotic leak, mortality, local and
distant recurrence. These datasets enable clinical research projects, allow for unit Key
Performance Indicator (KPI) benchmark reporting and can guide clinical practice.

In advanced colorectal cancer surgery there is a paucity of data surrounding quality
outcome measures. These cases require the most technically challenging procedures, and
are the most likely to benefit from standardised surgical approaches as well as from clear
guidelines for quality metrics. There is currently a lack of concrete surgical and pathological
guidelines in many of these highly specialised fields. A prime example is lateral pelvic side-
wall lymph nodes. There is current debate about the role of lateral pelvic sidewall clearance
and several authors have attempted to define indications for clearance based on current
data(7-9). This data is difficult to interpret as there is currently no defined standard of care
for dissection technique and minimal nodal clearance. Adopted from the East, the authors

would suggest photographic evidence of the obturator foramen with the fascia and nerve



present, clear views of the external iliac artery and vein, and internal iliac vessels completely
exposed. A minimum harvest of 6-8 lymph nodes on each side could be deemed minimum
number to constitute an appropriate oncological clearance(10). Similarly, as complete
mesocolic excision (CME)(11) is being adopted by Western colorectal units for colon cancer,
complete visualisation of the superior mesenteric vein (SMV), with clear views of the
gastrocolic trunk and pathological evidence of an intact mesocolic window could be
considered a minimum standard for right colon cancer resection. Currently, efforts to
examine quality measures in right-sided colon cancer resections are being made(12,13).

For exenterative and peritoneal cancer centres, guidelines may be easier to
implement as evidence for best practice matures. While most high-volume centres publish
and report RO and CCO rates for exenterations and peritonectomies individually, no formal
guality assurance forum exists to benchmark contemporary results between units and refine
best practice. This could be adopted under the auspice of the BCCA. For peritoneal centres
a minimum CCO rate for high volume peritoneal malignancy could be benchmarked. Within
pelvic exenteration units an across the board RO rate of greater than 80 percent is
suggested as an initial benchmark, with the caveat that pelvic exenteration work is variable
in complexity. Further breakdown by procedure-type for the higher volume units should have
suggested RO rates greater than 90% for the central compartment while maintaining a lower
acceptable RO rate for the lateral compartments and for high posterior recurrences. Clearly
documented pre-operative MDT discussion with high-quality imaging and re-staging scans
should approach 100%.

The benefit of ongoing collaboration between high-volume quarternary units in
Australia and New Zealand will ensure that both countries report ongoing clinical excellence
for complex colorectal cancer work, and that these techniques in selected forms (such as
anterior exenteration, distal sacrectomy and CME) are promulgated more widely. It would
facilitate contemporaneous discussion of complex cases, review RO rates and highlight
pitfalls in a real time manner. This remains an uncharted territory and would provide greater

oversight, whilst maintaining the high-quality standard already reported binationally.
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