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Abstract 

Aim: Surgical procedures in palliative care are common, however the indications, risks and 

outcomes are not well described. We present a retrospective review of the management of 

cancer patients. 

Material and Methods: During the period 2000-2022, 11.700 of cancer cases (abdominal, 

gynecological, urological and breast) were recorded in our registries and are analyzed. 

Group A: All 6000 patients (51,3%) included in this group had a therapeutic intent in their 

management which include surgical procedures ± neoadjuvant and systemic chemotherapy 

and radiotherapy. 

Group B: Palliative approach was applied in 2650 cases (22,6%) with both surgical and medical 

management being performed. Medical management consists of systemic chemotherapy and 

radiotherapy. Surgical procedures for palliation, include resections, reconstructions, ostomies, 

functional repairs, tube drainage and biopsies. 

Group C: Best supportive care was applied in 3050 cases (26,1%) which includes nutritional 

management with home parenteral or enteral nutrition, pain management, physical and 

respiratory physiotherapy, and fistulas or ulcers management. 

Primary end points include survival advantages while Quality of Life (QOL) was set as a 

secondary benefit. The risk of morbidity and treatment related mortality are also calculated 

between the different groups. 

Results: A median follow up of 80 months was observed. 

The median O.S. for group A was 44,4 ± 16,3 months and for palliative care group (B) was 

26,3+11,7 m (p<0,01). On the other hand, the median O.S. for the group C (Best supportive care) 

was 8,7 ± 5,2 m. More specifically the group of patients with peritoneal metastasis which 

include 5200 patients (44,5%) of the total cancer patients was subdivided in 4 subgroups. The 

role of palliative surgery with or without systemic or neoadjuvant chemotherapy, offer a better O.S. when compared with only 

systemic chemotherapy (13,4 ± 7,5 m vs 71 ± 4,3 m) with acceptable morbidity and mortality rates. 

Conclusion: In conclusion, the need for holistic palliative care in cases of incurable malignancy is not entirely clear how it is best 

to integrate into palliative surgical principles. The essential roles of surgical palliation are, initial evaluation of the disease, local 

control, control of discharge or hemorrhage, control of pain and reconstruction and rehabilitation. 
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Introduction 

During the last two decades, the role of oncological surgery is to perform procedures with curative intent together with 

neoadjuvant or postoperative systemic chemotherapy or radiotherapy [1-3]. 

 

More recently, there is some evidence where surgery can improve overall survival and quality of life even in patients with 

’’unresectable’’ metastatic disease [4,5]. 
. 

Palliative targets demand careful selection criteria concerning the role of surgery in order to eliminate unsuccessful events and 

morbidity. No surgical intervention can be considered without an analysis of expectations and risks, because this type of surgery 

has a higher risk than conservative or non-palliative operations in terms of morbidity and mortality. The best possible outcome 

for a patient treated with palliative intent is not easily defined. There is a discard between the maximum extension of one’s life 

and the quality of one’s final days [5]. 
 

Surgeons must remain reluctant to offer palliative surgery and should cooperate with other palliative care specialists. The aim 

of this paper is to present a retrospective analysis of cancer patients treated during the last 22 years from the same group of 

doctors in 4 different cancer centers. 

 

Patients and Methods 

For the period 2000-2022 a retrospective database analysis was performed from 4 different Cancer Hospitals in Greece. Through 

a retrospective review by the primary surgeon (JS), 11700 cases of cancer patients, (including abdominal, gynecological, 

urological and breast cancers), were analyzed (Table 1,2). 

 

Group A: All patients included in this group had a therapeutic treatment intent. Included are 6000 cases (51,3%) who had 

performed various surgical procedures with or without neoadjuvant and/or systemic chemotherapy and radiotherapy. 

 

Group B: Palliative approach was performed in 2650 cases (22,6%) with both surgical and medical management with systemic 

chemotherapy and radiotherapy. The essential roles of surgical palliation as defined by Ball, et al., are initial evaluation of the 

disease, local control of the disease, control of discharge or hemorrhage control of pain and reconstruction and rehabilitation [6]. 

Surgical procedures for palliation, include resections, reconstructions, ostomies, functional repairs, tube drainage and biopsies. 

The intent of a surgical procedure may not be known until an exploration in the operating room occurs. 

 

Group C: Best supportive care was applied in 3050 cases (26,1%) which includes nutritional management with home parenteral 

or enteral nutrition, pain management, physical and respiratory physiotherapy, fistulas or ulcers management. 

 

Primary end points include survival advantages while Quality of Life (QOL) was set as a secondary benefit. The risk of morbidity 

and treatment related mortality were also calculated between the different groups. Normally, the MM’S risks are usually high, 
owing to the nature of the advanced disease, comorbid conditions and poor performance status especially in groups B and C. 

All the procedures are patients signed and ethical committee permission approved (Table 3-6). 

 

Surgery 45,70 % 5.350 Therap. Appr. ** 3.85 

Syst. Chem. 28,20 % 3.300 Pall Appr. 1.5 

Best Supp. Care 26,06 % 3.050 Ther. Appr. 2.15 
  Pall. Appr. 1.15 

**Include neo-adjuvant chemotherapy, post-operative chemotherapy 

and neoadjuvant and post-operative radiotherapy 

Table 1: A retrospective database analysis between 2000-2022; Cancer Patients: 11.700. 
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Therapeutic Approach (total) 6.000 51,3 % 

Palliative Approach (total) 2.650 22,6 % 

Best Supp. Care (total) 3.050 26,1 % 

Table 2: A retrospective database approach analysis between 2000-2022; Cancer Patients: 11.700. 

 

Results 

A median follows up of 80 months was observed. The median O.S. for group A was 44,4 ± 16,3 months and for palliative care 

group (B) was 26,3+11,7 m (p<0,01). On the other hand, the median O.S. for group C (Best supportive care) was 8,7 ± 5,2 m (Table 

3). 

 

The morbidity and mortality rates (MM’s status) are presented in Table 4. 
 

On the other hand, in Table 5 we presented the main clinical problems in group B (palliative procedure) according to the 

anatomical sites of the primary tumors. In upper GI cancer the most important symptoms are dysphagia and gastric obstruction. 

In low GI and gynecological cancer patients’ obstruction and bleeding are the most common symptoms which demands palliative 

care and management. 

 

Sometimes in cases of diffuse and solid cancer “adhesions’’ which provokes multiple obstructions in different levels of the 
gastrointestinal lumen, the palliative surgical procedure is making ’’external TUBE fistulas’’ using silicone tubes which offers a 
palliation decompression for 4 to 6 weeks in combination with home parenteral nutrition. 

 

More specifically the group of patients with peritoneal metastasis which includes 5200 patients (44,5% of the total cancer patients) 

was subdivided in 4 subgroups which are presented in Table 6. 

 

The role of palliative surgery with or without systemic or neoadjuvant chemotherapy offers a better O.S. when compared with 

only systemic chemotherapy (13,4 ± 7,5 m vs 71 ± 4,3 m) with acceptable morbidity and mortality rates. Concerning the quality 

of life, there are questionnaires which were filled from our team which demonstrates better quality of life in 70% of patients with 

palliative procedures versus 88% in group A, while return to the social life events happens in 27% of patients in group B versus 

93% of group A [7]. 

 

Group Mean Survival 

Therapeutic Approach 44,4 ± 16,3 m 

Palliative Care* 26,3 ± 11,7 m 

Best Supp. Care 8,7 ± 5,2 m 

Table 3: A group analysis between 2000-2022; Cancer Patients: 11.700. 

 

Group Morbidity Mortality 

Therapeutic Appr. 30 % 4 % 

Palliative care 34 % 11 % 

Best Supp. Care 52 % 2 % 

Table 4: Group morbidity and mortality of Cancer Patients: 11.700. 
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Upper GI Symptoms 35% 

Bleeding 30% 

Dysphagia 60% 

Gastric obstruction 40% 

Pain 10% 

Jaundice 35% 

Low GI Symptoms 30% 

Obstruction 80% 

Bleeding 10% 

Performation 6% 

Fistula 6% 

Pain 5% 

Gynecological Cancer Symptoms 15% 

Bleeding 40% 

Obstruction 30 5 

Rectovaginal Fistula 30% 

Others Symptoms 20% 

Bleeding 18% 

Fistula 40% 

Table 5: Analysis of cancer patients, (including abdominal, gynecological, urological and breast cancers. 

 

Peritoneal Metastasis 5.200 Patients (2006 - 2022) 

Group A Group B Group C Group D 

1.030 CRS + HIPEC 2.500 Palliative Surgery ± Chemo 1.300 Syst. Chem 370 Best Supp. Care 

30,2 ± 12,6 m 13,4 ± 7,5 m 7,1 ± 4.3 m 3,4 ± 1,4 m 

Group A B C D 

Morbidity 30% 35% 25% - 

Mortality 3,5 % 5,6 % 2% - 

Table 6: Peritoneal metastasis. 

 

Discussion 

Palliative surgery remains an important factor of the comprehensive multidisciplinary approach of cancer care. Among the 

management modalities of cancer patients (radiotherapy, chemotherapy, pain management, rehabilitation) surgery is the least 

investigated [8]. 

 

Surgical outcome assessment is extremely important in the field of palliative care, and surgery’s main goals of intervention 
include relief of symptoms, minimizing hospital stay, improving QOL without adding significant surgical morbidity and 

mortality, while the other goal of this type of surgery is being directed at modifying the underlying disease state and prolonging 

life [9]. 

 

There are controversial areas in the field of palliative surgery that includes the definition, indications, timing and precise 

outcomes measurements [10]. As far as the frequency of organs/ system involvement is concerned, gastrointestinal cancers 

constituted 60-65 in our study of the palliative surgical procedures, including peritoneal metastases, gynecological cancers and 

urological cancers. 
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Despite potential benefits of and advances in surgical palliative care, surgeons might remain reluctant to offer palliative surgery 

except in well selected patients. From the study of the outcome of palliative surgery in combination with systemic chemotherapy 

it comes out that it offers a survival benefit of 11,4 ± 6,3 m compared with 7,8 ± 4,3 m for the group of palliative chemotherapy 

or 3,8 ± 1,8 m in best supportive care. 

 

These results are similar with other previous studies with smaller numbers of patients [11]. 

 

Our retrospective analysis demonstrates that palliative surgical procedures are an important part in the treatment of advanced 

stage cancer patients because our team is working in cancer centers and are dedicated in the management of peritoneal 

metastasis. 

 

From our 11.700 patients with cancer during the last 20 years, in 27,2% of our cases we offer palliative surgery and adjuvant 

systematic chemotherapy and immunotherapy + radiotherapy. 

 

The patient’s journey in palliative surgery represents a particularly challenging and complex entity with certain expectations. 

Therefore, it is crucial for the collaboration with other subspecialties as medical oncologist, anesthesiologist for pain management 

and radiotherapists. The expectations and goals should be clarified with patients, families and team members [12]. 

 

In our study discussions and care plans are clearly documented with clinical decision making in tumor conferences by the 

incorporation of all available clinical information, predictive models and performance status calculations. The limitations of our 

study are the retrospective analysis and the difficulties to patients’ selection concerning the prosperity of survival. 
 

There is a small survival benefit in our study in patients who received palliative care (26,3 ± 11,7 m) versus best supportive care 

(8,7 ± 5,2m) with a statistical significance (X2 test p<0,003). 

 

This result is explained by the best selection of patients which offer the palliative treatment surgery / chemotherapy and this 

result is not observed when we compared palliative chemotherapy only (7,8 ± 4,3 m) versus best supportive care (8,7 ± 5,2 m). 

Important role in palliative care plays the nutritional support of patients either as adjuvant treatment in palliative care or as a 

component in best supportive care. Our team offers home parenteral or enteral nutrition as potential choices in the management 

of malnutrition in patients with cancer, and short bowel syndrome after extensive cytoreductive surgery. According to the 

findings of our previous study and this trial, home artificial nutrition seems to have beneficial effect in management of palliative 

care [13]. 

 

Conclusion 

In conclusion, although the need for holistic palliative care in cases of incurable malignancy definitely exists, it is not entirely 

clear how it is best to integrate the various palliative surgical principles [14]. The essential roles of surgical palliation are, initial 

evaluation of the disease, local control, control of discharge or hemorrhage, control of pain and reconstruction and rehabilitation. 
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