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A4 BAA N3 gmAe dF AxzAel 99

EFAHGAGdANA N H7E 7]sstetl oA, ofd S Alv
AJCC/UICC (American Joint Committee on Cancer, and
International Union Against Cancer) TNM 7o uwl=w 7]&e] |
M dojd ®xdo] e siF-eHE el fAle wekd N WrlE U
TR Zlo] Hol® gxAe] Jferel] weEbd N WYIE dre Ao®
Q) o9} o] 7]Eel Al 4% TNM 5 AAlA EE3 4
5 oz AFEEo] AW N3 (Apical lymph node, lymph node
around paraortic, Inferior mesenteric artery, pelvic area) %Ad9]
Az TNM &7 AACA= wiAlEof 7] Aol ¥Har v
olfg A EF TNM &7 AAAe] N3 H=Zd SFdae] AQe=
A 2ot Sajolld W7l AAS sh=dl oA Al MrIEG
SA dEEe Ads 2dds Ak oldl A= Hrd T
qMe] o5 SAFoRAN HAE olHF N3 ®©Zd ol I
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A A (Abd-pelvic CT, Rectal MRI, TRUS)% N3ell sd3ste=
s oA 2AA A AAsd diew 79 g9xd 4A
=), d AAlES Al IAES AYdeR sta
N3 2472 AE3 FEH(total mesorectal excision and IMA low
ligation) & Al FAES dzro= st Ha A4S 3o
2 #AAELS RB1% A
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5.3/47(36/32) 3L, Hit ol
dolitt. F4 #F 71 Fek A G N3 SATNAE
A 66%, AR AEE 251%, Ih ZH HA g 64%H o,
N3 =74 Aol 88%, HAlARo] 412%, =4 H Al
Aol 88% = 7 wike] gt Aolrh AATHP=0015. F w2 5
W AESES N3 SATo] 509%, N3 FAo] 39% Fo3tAl Zol7}
AR HP=0029), F+ wite] b ¥ AEES N3 2470 51.2%,
N3 Aol 301%%  zol7F A A THp=0.0065).
(A2) olxte] Adelx F3HE HAe XH 7] AAHA N3
Gl FAlto]l N3 HEZH &
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AJCC/UICC (American Joint Committee on Cancer, and
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W A ol AR Aok Qi 12PMDe] FASE mAH
44 AAEe Ad wgren, yux 1140Me BAEE 2AA
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o] 362w °] 2Tk,
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2. A+ W
BHooolTtoAe] N3 TS A 439 AJCCUICC TMN EF AA

of A% N3(the course of a named vascular trunk and/or apical
node)dll F7HHo=z dlew 9 dxd S Znk gxd dds W

ol ZIAIA A itk N3 A, AT 407 Al ¢

AP 2 e o, gERA A, FES HEAE, w4 A
i 47 o], AEL A3 AHES oFI|ES EURE FIHO
2 EA AT

FEUYE 4304 x BFE XA AHA AA & (Autonomous

nerve preserving total mesorectal excision)¥} 3} FZFal FHleo]l 11
?1 AZ(IMA high ligation)s Ald) ekow & A JF ArHE
w938l #Zod, =Nk 2] ¥ G, A A 2S53DE

n = S
ga) ulEe 79 Rwan g s dmdel A4 de 49E
= S

x e
th S A B2 BRE RN e o HxH &
o} 3 2% (5-FU 45mg/m2 + leucovorin 20mg/m2 ; 5¥ZF
6eycle) 3 WAL 2] Z(5400cGy) S A3 EFd T}

T3 BRAVIE Fediy AFdoer gk AMgd = Ll
2E9E7HA 2 dAste] AEES AEsidor FHIIEE FeEdi
B o4 Ay 97 Ados xesk Hx Ay wpd = e
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&2 W1%om, Hit F3A #F 72 59.0714(22~96) ] At

SAEAS AFH FA ZEIaF SPSS 110S o] &3Stk WA
el AEs 2 7Y AEE F42 KaplanMeler o2
sFom, HlAE log rank testE ol &skith 7t ko] A
Fd 2 FE W HEzded 27, e AF 8% CEA Bk
Ak kA 59 HlaE Chi-square, Student's ftest® o]€3te]
Hek BAS 399w Cox regression hazard models ©]-&3&Fo] A
&0l IJFgFS mAE AAES HH 24S sYh BAEE
oS HBRol P < 005z AHIFAG



=<
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Table 1 : Patients characteristics

N3- (n=362) N3+ (n=68) P value
Age (years) 55.1+12.7 52.4+12.2 0.098
Sex (M/F) 202/160 36/32 0.663
Tumor location (cm)

(from AV) 6.1+3.7 5.2+34 0.087
Preop. sCEA 15.4+45.9 12.2+31.8 0.582
POD #7 sCEA 6.1+31.3 6.3+24.7 0.957

F/U duration (months) 59.0+37.0 51.7+34.7 0.131

F/U rate : 981%, s-CEA : serum -carcinoembryonic antigen level.

Table 2 : Type of operation

N3- (n=362) N3+ (n=68) P value
APR 147 28 0.420
L ow anterior resection 183 35
Hartmann 14 5
Anterior resection 8 0
CAA(straight) 7 0
CAA(J pouch) 3 0

APR : Abdomino—perineal resection, CAA : Colo—anal anastomosis
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Table 3 : Pathologic characteristics

N3- (n=362) N3+ (n=68) P value
Tumor size
mass=5cm / mass<5cm 219/143 42/26 0.893
DRM (cm) 3.6+24 3.3+22 0.269
PRM (cm) 15.3+11.2 16.5+9.7 0.382
T2/T3/T4 38/316/8 4/61/3 0.306
LN (harvested) 23.7+146 29.6+14.3 0.0002
LN positive 42+59 9.3+11.0 0.000
DRM distal resection margin, PRM proximal resection margin, LN
lymph node

Table 4 : Distribution of histology

N3- (n=362) N3+ (n=68) P value
WD 45(11.9%) 3(4.4%) 0.242
MD 255(70.4%) 47(69.1%)
PD 19(5.2%) 7(10.3%)
Mucinous 33(9.1) 9(13.2%)
Signet ring cell 5(1.4%) 1(1.5%)
Others 5(1.4%) 1(1.5%)

WD : well-differentiated, MD : moderately—differentiated,
PD : poorly-differentiate
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Figure 1 : Recurrence pattern
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Figure 2 : Overall survival
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Figure 3 : Disease free survival
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Figure 4 : Overall survival - NI, N2(AJCC 6th)
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Figure 5 : Overall survival of N3+ Ml (n=142)
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cox regression hazard models ©]-&3dle] T}
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~2.662, P=0.010).(3 5)
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Table 5 : Multivariate analysis of clinicopathological parameters
RR ClI (95%) P value
Male: female 0.952 0.669~1.356 0.787
Preop. ssCEA
(=5ng/mL: <5 ng/mL) 1.727 1.159~2.575 0.007
POD #7 sCEA
(=5ng/mL: <5 ng/mL) 1.501 0.862~2.613 0.151
T23:T4 3.130 1.547~6.333 0.002
N3-: N3+ 1.742 1.141~2.662 0.010
Histology
(WD, MD : PD, Mucinous, 1.144 0.732~1.788 0.556
signet ring cell, others)
VI-:VI+ 1544 1.037~2.297 0.032
VI @ wvascular invasion
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IMLN (inferior mesenteric lymph node) 9] A& HWH %9}
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Abstract

The Prognostic Significance of N3 node in Rectal cancer
Sang-Wook Kang

Department of Medicine
The Graduate School Yonser University

(Directed by Professor Nam Kyu Kim)

Objective. The description of nodal staging for colorectal cancer was
changed in thefifth edition of the AJCC/UICC (American Joint Committee
on Cancer, and International Union Against Cancer) TNM classification
from the anatomic sites of metastatic lymph nodes to the number of
metastatic lymph nodes. Thus the N3(the course of a named vascular
trunk and/or apical node) positive group that has been used as a
parameter for poor prognosis in previous fourth edition of TNM staging
system was excluded in the new TNM classification. Such exclusion of
N3 positive group in the determination of nodal staging with the new
TNM staging system can cause down-staging of advanced rectal cancer
patients comparing to actual staging. So we investigated the prognosis of
N3 positive group patient and predicted the implication of N3 positive
group as a significant prognostic factor in the rectal cancer patients.
Patients and MethodsFebrary 1989 to December 2000, total 1240 patients
who were admitted Severance hospital for rectal cancer underwent
operation. Initially, through the preoperative evaluations (Abd.—pelvic CT,
Rectal MRI, TRUS ), all the patients had no evidence of distant
metastasis . Of these patients N3 positive group underwent radical
resection with paraortic lymph node dissection or lateral pelvic lymph
node dissection, and N3 negative group underwent conventional operation
(total mesorectal excision and IMA high ligation). The data were
analyzed retrospectively.

Results.A total of 430 patients, 362 patients were belonged to N3

_18_



negative group and 68 patients were N3 positive group. In the N3
negative group, sex ratio was b5.6/44 (male/female; 202/160), mean age
was 57127 years, and the average follow up period was 538 months. In
N3 positive group, sex ratio was 5.3/4.7(36/32), mean age was 541122
years, and the average follow up period was 46.7 months. In the
recurrence patterns, local recur was found in 6.6%, systemic recur in
25.1%, concurrent local and systemic recur was found in 6.4% of N3
negative group. In the N3 positive group, the recurrence rate was 8.8%,
41.2%, 8.8% respectively, and there was significant differences between
the two groups(#=0.015). There were also significant differences in the
S-year survival and disease free survival. S-year survival was 59.9% in
N3 negative group and 39% in N3 positive group(2=0.029). Disease free
survival was 51.2% in N3 negative group and 30.196 in N3 positive
group(~=0.0065).

Conclusions.Patients with positive N3 lymph node have showed poorer
prognosis than N3 negative lymph node group in the 5-year survival and
recurrence rate. Therefore, based on this study, we suggest the
significance of N3 stage should be considered for nodal staging in
advanced rectal cancer patients.
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