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Question
In patients who have curative resections
for colorectal cancer, is intensive follow-
up better than standard follow-up for
improving 5-year survival?

Design
Randomised controlled trial with
5-year follow-up.

Setting
University hospital in South Australia.

Patients
325 patients (age range 29 to 84 y, 64%
men) who had curative resections for
newly diagnosed colorectal cancer. Of
238 patients with colon cancer, 17%
had Dukes stage A tumours, 51% had
Dukes stage B, and 32% had Dukes
stage C; of 87 patients with rectal can-
cer, 36% had Dukes stage A, 36% had

Commentary

To study patients after resection of
colorectal cancer is to believe that asymp-
tomatic recurrence can be detected and
cured. Since this strategy began with "sec-
ond-look" operations SO years ago, several
investigational tactics have been compared
for their success (and expense) in detecting
recurrence, bur a change in survival has not
been proved (1). With symptomatic recur-
rence having only about 1 chance in 20 of
resection (2, 3), many physicians choose to
follow patients intensively after surgery.

In this study by Schoemaker and col-
leagues, annual chest radiography, com-
puted tomography of the liver, and
colonoscopy did not alter survival rates in
asymptomatic patients—only I successful
resection of metastatic disease resulted from
674 computed tomographic scans and an-
other from 633 chest radiographs. One un-
expected tumour was found on colon-
oscopy, but not until 40 months of
follow-up. (Of course, these patients are at

Dukes stage B, and 29% had Dukes
stage C. Patients were excluded if they
were unlikely to complete 5 years of
follow-up, lived in a remote area, were
> 85 years of age, refused to participate
in the trial, or had evidence of residual
or distant malignancy.

Intervention
After stratification for the site and stage
of the tumour, patients were allocated
to receive either intensive follow-up
(n ~ 167) or standard follow-up (« = 158).
Standard follow-up consisted of a regu-
lar clinical review (history, examination,
and screening investigations) every 3
months for 2 years and every 6 months
thereafter; intensive follow-up consisted
of standard follow-up plus annual chest
radiography, computed tomography of
the liver, and colonoscopy.

Main outcome measure
5-year survival rate.

Main results
The unadjusted results showed a non-
significant trend for prolonged survival
in patients who received intensive
follow-up compared with those who re-
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increased risk for rnetachronous polyps, but
after a careful perioperative colonoscopy,
they should not need reexamination for
polyps more frequently than the usual
3- to 5-year interval) Note diat carcino-
embryonic antigen was not analysed in
this report, and patients were given plenty
of opportunity to show symptoms with
14 office visits over the first 5 years of
follow-up.

Why didn't the sophisticated technology
help? Perhaps if we used die term "re-emer-
gent" for "recurrent," we could better
conceptualise the widespread and aggres-
sive nature of metastases (4). If colorectal
rumour biology is destiny, then we must
look to molecular rather than surgical scal-
pels to track down disease that is inapparent
at initial surgery. Annual chest radiography,
computed tomography of the liver, and
colonoscopy have no place in routine
Follow-up of colorectal cancer; vigorous ad-
vocacy of healthy diet and colon screening

ceivedstandard follow-up (26% vs 3:
{P = 0.08}*)- When the results v.
adjusted for prognostic factors that
been shown to influence survival (
Dukes staging and adherence of
tumour to other structures), the 5-y
survival rate did not differ betw
groups (P < 0.20). The study had > 9t
power to detect a 15% difference at i
0.05 level of significance.

Conclusion
The addition of annual colonosco
computed tomography of the liver, a
chest radiography to standard folio
up did not improve survival for paoe
with colorectal cancer after curati
resection.
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*P value calculated from data in article.

remain die greatest primary care h
rives for this disease.
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