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Figure 46—1. Anatomy of the colon and rectum: coronal view. lllustrated are

the differences in diameter of the right and left colon, the much higher location
of the splenic flexure compared with the hepatic flexure, and the extraperitoneal
nature of the pelvic rectum. In addition, the two main sources of blood supply
to the colon are shown: the superior mesenteric artery, supplying the right
colon via the ileocolic, the right colic and the middle colic arteries, and the
inferior mesenteric artery, via the sigmoid arteries and the superior rectal artery.
Both vessels join via the arch of Riolan and the marginal artery of Drummond.
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Figure 25-2. Anatomic landmarks of the rectum and anus.
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and anus. A. Arterial supply. B. Venous drainage.
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Figure 25-4. Lymphatic drainage of the rectum and anus. A. Nodes at the origin of the infe-

rior mesenteric artery. B. Nodes at the origin of sigmoid branches. C. Sacral nodes. D. Internal
iliac nodes. E. Inguinal nodes,
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Adenoma-Carcinoma Sequences

CHROMOSOME. 5q 12 18q 1Tp
ALTERATION. MUTATION OR LOSS MUTATION LOSS LOSS
GENE: FAP K-RAS 0CC? p53
DNA OTHER
HYPOMETHYLATION T

INTERMEDIATE
ADENOMA

NORMAL YPERPROLF
EPITHELIUM CARCINOMA METASTASIS

Fiure 23-2. Genetc madel fr colorctal tumorigenests (adenome-carcinoma sequence). (Reproduced, with permission, from Fearon ER, Vogelstein B. A genetic modef for colorectl tumorigeness.
(A199051:759-767,




TABLE 23-10. TNM STAGING OF COLON CANCER

Stage Definition
Primary Tumor (T)
X Primary tumor cannot be assessed
10 No evidence of primary tumor
Tis Carcinoma in situ: intragpithelial or invasion of lam-
ina propria
11 Tumor invades submucosa
12 Tumor invades muscularis propria
13 Tumore invades through muscularis propria into the
subserosa or into nonperitonealized pericolic or
perirectal tissues
T4 Tumor perforates visceral peritoneum or directly

Regional lymph nodes (N)
NX
NO
N1
N2
Distant metastasis (M)
MX
MO
M1
Extent of resection
RX
RO
R1
R2

invades other organs or structures

Regional lymph nodes could not be assesed

No regional lymph node metastases

Metastasis in one to three regional lymph nodes
Metastasis in four or more regional lymph nodes

Distant metastasis could not be assessed
No distant metastasis
Distant metstasis

Presence of residual tumor cannot be assessed

No residual tumor

Microscopic residual tumor 16
Macroscopic residual tumor
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Figure 46-8. Operative procedures for right-sided colon cancer, sigmoid diver-
ticulitis, and low-lying rectal cancer. A right hemicolectomy (A) involves resec-
tion of a few centimeters of terminal ileum and colon up to the division of the
middle colic vessels into right and left. A sigmoidectomy (B) consists of remov-
ing the colon between the partially retroperitoneal descending colon and the
rectum. An abdominoperineal resection of the rectum (C) is performed in a
combined approach through the abdomen and through the perineum for the
resection of the entire rectum and anus.
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Figure 46-9. Operative procedures for transverse colon cancer and upper
rectal cancer. Adenocarcinoma of the transverse colon is treated by an ex-
tended right hemicolectomy (A), which includes ligation of the middle colic
vessels at their origin. An adenocarcinoma of the upper rectum requires a low
anterior resection (C). To re-establish the continuity of the colon, the splenic
flexure is detached from the left upper quadrant (B).
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Peroneal

Fibula

Proper position in
Lloyd-Davis stirrups

Figure 25-13. Position of patient for surgical treatment of rectal cancer allows access to both the abdomen and the perineum. (Redrawn, with permission, from Goldberg SM, Gordon PH, Nivationg
S. Essentials of Anorectal Surgery. Philadelphia: Lippincott; 1980.)
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Total Mesorectal Excision (TME)

* The Current paradigm for surgical
treatment of rectal cancer

* Rectum below the peritoneal reflection is
enclosed circumferentially be the
mesorectum.

* The mesorectum was circumscribed at its
external boundaries by a thin layer of
fibrous tissues (fascia propria of the
rectum)



Total Mesorectal Excision (TME)

* The posterior dissection is not a problems

e Technical difficulties in anterior and
anterolateral dissection of the mesorectum.

 Denonvillier’s fascia

— One-layer fascia arising from the fusion of the
two walls of the embryonic peritoneal cul-de-
sac



Lymph Node Retrieval

Some author suggested that the overall survival is improved as more LNs are

retrieved. ,
Le Voyer et al. ] Clin Oncol 2003; 21: 2912-9.

Chen et al. . Int | Colorectal D1s 2010; 25: 1333—41
The 12 LN retrieval was recommended and adopted.

— Prevent inadequate sampling and understaging
— Worse survival due to stage migration and inappropriate omission of adjuvant chemotherapy.

Nelson et al. ] Natl Cancer Inst 2001(93), 583—6

Patients: An age of < 60 years, tumor characteristics including
right-sided tumor location, size of primary tumor, existence of
synchronic tumors, tumor staging, histological differentiation,
peritumoural infiltration and lymphocyte response

Surgical aspects: length of the resected bowel segment, the
surgeon's experience, the pathologist's experience or hospital
volume



Double Stapling Technique




Low Anterior Resection (LAR)
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S AT AS (]
(Laparoscopic Low
Anterior Resection)




* Five 10-12mm ports
* Minilaparotomy
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* Medial-to-lateral approach
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* Mesorectum
» Y FNAK(middle hemorrhoidal artery)
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* Double stapling method






* Minilaparotomy, wound protector coverage .
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Abdomino-perineal Resection
(APR, Mile’s operation)
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Intersphincteric Restorative
Proctocolectomy (IRP)

* The internal anal sphincter ( a
continuation of the rectal wall) is
completely or partially excised.

* Contraindications:
— =L MELIAIL
— Distal margin-f~ & (<1-2cm)
— TETFEZIAIL A N 4T
—J5 A\ 3%+ (Patient preference)

— Pre-neoadjuvant uT3 lesion with external
sphincter complex involvement
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* Lithotomy position, Trendelenburg's position with tilting to
right side

* Single-docking, 3-arm system




Robotic Abdominoperineal Resection



