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Objectives

 Anal cancer prevention

e Jreatment
— Local excision

— Chemoradiation
— HIV

 Functional outcomes after chemoradiation

« Salvage surgery for treatment
failure/recurrence
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What Is high resolution anoscopy
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Comparative Study > JAMA Surg. 2018 Mar 1;153(3):209-215. doi: 10.1001/jamasurg.2017.3151.

Management of Stage I Squamous Cell Carcinoma of
the Anal Canal




NCCN guidelines: local excision for
T1tumors

* Appropriate for superficially invasive SCC
— Completely excised lesion
— < 3 mm basement membrane invasion
— Maximal horizontal spread of 7 mm.

» Post treatment survelillance is important!

« Chemoradiotherapy for recurrence







Nigro Protocol

e Originally published 1974

 SFU+mitomycin+radiation




Cisplatin vs mitomycin C

* Early uncontrolled studies were promising




April 23 2008

Fluorouracil, Mitomycin, and Radiotherapy vs
Fluorouracil, Cisplatin, and Radiotherapy for Carcinoma
of the Anal Canal

A Randomized Controlled Trial

Jaffer A. Ajani, MD; Kathryn A. Winter, MS; Leonard L. Gunderson, MD; et al
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JAMA. 2008;299(16):1914-1921. doi:10.1001/jama.299.16.1914
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940 patients randomly assigned
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246 assigned to
cisplatin and
no maintenance*t

222 assigned to
cisplatin and
maintenance$

246 assigned to
mitomycin and
no maintenance®

226 assigned to
mitomycin and
maintenancey
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246 in intention-to-treat
analysis

222 inintention-to-treat
analysis

246 in intention-to-treat
analysis

226 in intention-to-treat
analysis
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5FU + Mitomycin remains standard of
care for chemotherapy

« NCCN guidelines:

Infusional 5FU 1000 mg/m?2 on days 1 to 4
and 29 to 32

PLUS

Mitomycin 10 mg/m?2 on days 1 and 29,
maximum 20 mg per dose




Radiation fields and dosage

e Pelvis from S1-S2
Inguinal lymph nodes
Anus

Minimum dose recommended by NCCN
— 45 Gy

Balance long term toxicity vs disease
response and survival




IMRT 1Is preferred to 3D-CRT
3D RT planning

« Variable, computer-
controlled intensities
of each beam







Anal SCC in PLWH is treated similarly
to non-HIV+ individuals

e Screen for HIV on diagnosis
of anal SCC

 Response to therapy, local control, and
survival are as good in PLWH on ART as
non-HIV infected patients

» Patients with active HIV/AIDS may require
treatment modification.
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>-86% at 5 years




Pelvic Radiation has long term
consequences!

 Bowel, bladder, and sexual dysfunction
* Chronic pain
* Osteoporosis




continence

413% have Fl

. % have fecal urgency




Vaginal stenosis (VS) is a big problem!

* Dysparunia
Pain with dilator use
Vaginal dryness

Difficult pelvic exam 1 |
| W
s g

/9% had VS

Proactive treatment:

— Early/ongoing dilator use

— Moisturizers/lubricants

— Topical estrogen (unless contraindicated)







Treatment Failure

* Clinically persistent disease after initial 8-12
week post-treatment evaluation can be watched
for up to 6 months

e Treatment Failure:
— Progression
— Persistent disease at 6 months

* Biopsy

e Surgical salvage: APR with tissue flap
reconstruction




APR has a HIGH risk of perineal wound
complications

* 50-80% risk of wound complications




VRAM flap reconstruction




flap reconstruction




Review > IrJ Med Sci. 2024 Aug;193(4):1721-1728. doi: 10.1007/511845-024-03651-3.
Epub 2024 Mar 27.

Primary closure versus vertical rectus abdominis
myocutaneous (VRAM) flap closure of perineal
wound following abdominoperineal resection-a
systematic review and meta-analysis

Hugo C Temperley ' 2, Poorya Shokuhi 2, Niall J O'Sullivan 3, Benjamin Mac Curtain 4,




Summary

* Treatment of dysplasia in high-risk patients
decreases risk of anal cancer

« SFU+mitomycin C and concurrent radiation
remains standard of care
— High rates of cure
— High rates of long-term local toxicity

* Perineal reconstruction with tissue flap
should be strongly considered if salvage
APR is necessary
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