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•Feasibility and safety
•Adequacy - same radical surgery as open op.
•Efficacy – short term benefits and long term 
oncologic results
•Time and Cost – is it worth the effort?
•Training and certification – who can be 
accredited?



Laparoscopic Colorectal Resection
•Cancer, complicated diverticular disease, 
inflammatory bowel disease, functional
•Multiple quadrants 
•Retract small bowel
•Expose and dissect large planes
•Remove large, bacteria-laden organ
•Malignancy, port site mets
•Perform bowel anastomosis 



Curative Oncologic Resection (I)
∙proximal lymphovascular ligation and 
complete lymphadenectomy with 
∙ wide en bloc resection of tumor-bearing 
bowel segment with adjacent soft tissue and 
mesentery, 
∙ resection of suitable margins of the normal 
bowel proximal and distal to the cancer, and
∙ occlusion of the bowel above and below the 
tumor to minimize the possibility of 
intraluminal tumor spread.



Curative Oncologic Resection (II)
∙minimal manipulation of the tumor-bearing 
segment
∙rectal washout with tumoricidal solution for 
rectosigmoid cancers
∙placement of the specimen as soon as 
possible into an impermeable bag prior to 
delivery through the abdominal wall



Curative Oncologic Resection (III)
∙protection of the peritoneal cavity from 
contamination
∙assessment of the liver and peritoneal 
cavity for metastatic disease
∙assessment of conditions which allow an 
anastomosis or a stoma to be safely 
performed. 



Rectal Cancer Surgery (I)
Anatomic definition of the rectum is highly 
variable
Cure, avoid local failure and maintain quality 
of life, including bowel, bladder and sexual 
function 
Total mesorectal excision (TME) with 
Autonomic nerve preservation (ANP) 
Distal rectal transection
Extended resection and lateral pelvic nodes



Rectal Cancer Surgery (II)

The surgeon as a prognostic factor after 
the introduction of total mesorectal 
excision in the treatment of rectal cancer.

Martling A, et al. Br J Surg. 2002;89:1008-13

Adjuvant therapy for rectal cancer cannot 
be based on the results of other surgeons 
F Seow-Choen, Br J Surg 2002; 89: 946-947

 



Quirke, et al

Lancet 1986; 2:996-999

Pathologic Evaluation of TME Operation 

Intact 
Mesorectum





Conclusions
In this multi-institutional study, the rates of 
recurrent cancer were similar after laparo- 
scopically assisted colectomy and open colectomy, 
suggesting that the laparoscopic approach is an 
acceptable alternative to open surgery for colon 
cancer.





Laparoscopic total mesorectal excision with 
autonomic nerve preservation.Weiser et al. Semin 
Surg Oncol. 2000;19:396-403. 

Cadaver model - laparoscopic rectal resection with TME and 
autonomic nerve preservation. 
After proving feasibility in the cadaver model, a clinical study was 
performed on patients with mid to low rectal cancers. Acceptable 
morbidity with this minimally invasive technique of rectal resection 
and TME/ANP. 

There is growing evidence that laparoscopic methods can be applied 
to patients with rectal cancer.



Laparoscopic-assisted total mesorectal excision 
and colonic J pouch reconstruction in the 
treatment of rectal cancer. Chung et al. Surg 
Endosc. 2001;15:1098-101.
N=5
CONCLUSION: 
To the best of our knowledge, this is the first published 
series of such an operation. With good patient selection, 
laparoscopic-assisted TME and colonic J pouch-anal 
anastomosis is safe and feasible.

 



Laparoscopic resection of rectosigmoid 
carcinoma: prospective randomised trial. Leung 
et al. Lancet 2004; 363: 1187–92

N=403
Patients in the laparoscopic group had a higher 
probability of 5-year survival than those who had open 
resection, but this difference was not significant. 
Those  in  the  open  resection  group  had  a  higher 
probability of being disease free at 5 years than those 
who had laparoscopy, but this difference was also not 
significant. 



Laparoscopic resection of rectosigmoid 
carcinoma: prospective randomised trial. Leung 
et al. Lancet 2004; 363: 1187–92

N=403
CONCLUSION: 
Laparoscopic   resection   of   rectosigmoid carcinoma 
does not jeopardise survival and disease control of 
patients. The justification for adoption of laparoscopic 
technique  would  depend  on  the  perceived  value  of  
its effectiveness    in    improving    short-term    post-
operative outcomes 



Prospective Evaluation of Laparoscopic Surgery 
for Rectosigmoidal and Rectal Carcinoma. 
Yamamoto et al. DCR 2002;45:1648-1654 
N=70
CONCLUSION: 
The findings of the present study demonstrate the 
feasibility and safety of laparoscopic surgery for 
selected patients with rectal carcinoma. Morbidity and 
mortality rates and oncologic outcome appear to be 
comparable with conventional surgery.



Laparoscopic total mesorectal excision: a 
consecutive series of 100 patients.
Morino et al. Ann Surg. 2003;237:335-42 

CONCLUSION: 
Laparoscopic TME is a feasible but technically 
demanding procedure (12% conversion rate). This series 
confirms the safety of the procedure, while oncologic 
results are at present comparable to the open published 
series with the limitation of a short follow-up period. 
Further studies and possibly randomized series will be 
necessary to evaluate long-term clinical outcome in 
cancer patients.
 



Technical and oncological feasibility of 
laparoscopic total mesorectal excision with 
pouch coloanal anastomosis for rectal cancer.
Bretagnol et al. Colorectal Dis. 2003;5:451-3
N=50
CONCLUSION: 
This study confirms our preliminary results of 
oncological feasibility of laparoscopic TME with 
sphincter preservation for mid and low rectal cancer, 
and showed that morbidity can be decreased by using a 
standardized surgical procedure.



Laparoscopic intersphincteric resection with 
coloplasty and coloanal anastomosis for mid and 
low rectal cancer. Rullier et al. Br J Surg. 2003; 90:
445-51.

N=32
CONCLUSION: 
A laparoscopic approach can be considered in most 
patients with mid or low rectal cancer. 



Total mesorectal excision: assessment of the 
laparoscopic approach. Hartley et al. Dis Colon 
Rectum. 2001;44:315-21. 

N=42
CONCLUSION: 
Totally laparoscopic excision of the mesorectum is 
feasible in 50 percent of patients and where possible 
yields histologic parameters comparable to open 
surgery. Early survival and recurrence figures also 
appear to be comparable. 



Outcome of laparoscopic surgery for rectal 
cancer in 101 patients. Anthuber et al. Dis Colon 
Rectum. 2003;46:1047-53
CONCLUSION: 
Intraop and early postop, laparoscopic resection of 
rectal cancer in a selected cohort compares favorably 
with the open technique. Preliminary data appear to 
suggest that rectal cancer resection can be performed 
by laparoscopy in accordance with established principles 
of cancer therapy and that port-site metastases are not 
a relevant clinical problem. Prospective, randomized 
trials are required.



Common message
■ Safe, feasible, equivalent operation
■ Operative time longer
■ Smaller incisions, less blood loss
■ Postoperative  recovery better
■ But higher cost
■ And more trials needed



Bladder and sexual dysfunction following 
laparoscopically assisted and conventional open 
mesorectal resection for cancer.Quah et al. Br J 
Surg. 2002;89:1551-6. 
N=40
CONCLUSION: 
Laparoscopically assisted rectal resection is associated 
with a higher rate of male sexual dysfunction, but not 
bladder dysfunction, compared with the open approach. 
This has implications, particularly for sexually active 
males with bulky or low rectal cancers, when deciding 
the best operative approach.



Randomised controlled trials

MRC Conventional versus laparoscopic-assisted 
surgery in colorectal cancer (MRC-CLASICC) 

COST Study Group



     

   

Advances in Instrumentation



     

   

Exposure of pelvic operative field

Positioning
EndoPaddle retractor
Intravaginal retractor
Uterine suspension 
Cotton tape encirclement
Perineal pressure





     Hypogastric nerves

   Nervi erigentes



Laparoscopic Surgery for Rectal 
Cancer – Should we be doing it?

Laparoscopic Surgery for Rectal 
Cancer – Who should be doing 
it?



Conclusion


