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ABSTRACT

Tatal wmesorectal excision (TME) appeared to be associated with a reduced local
recurrence rate and dislant metastasis with increased disease frr:e‘. survival, which is the
golden role for success of rectal cancer surgery. Of 78 patients with rectal cancer of the
middle and lower thivd, 42 patients with potentially curative rectal cancer had TME done
with low anterior resection (18) or abdominoperineal excision (24). Local niesorectal spread
wias found in 7 paticats. Those tumours in the mesorectum had q worse outcome at J-yetrs
follow wp, a greater visk and an increased frequency of distant metastasts. This shidy
compare patients who were subjected to TME and subtotal mesorectal excision fo show a
decrease in local recurrence and increase of cumulative survival percent in those patients,
Anastomotic leakage and low antevior resection syndronte were more with TME but the
urine retention and sexual dysfunction were more with subtotal mesorectal excision
(STME). S0 TME is the new golden standard for surgery for rectal cancer.,

INTRODUCTION

The mesorectum can be considered as an.

integral visceral mesentery of the hind-gut. It is
surrounded by a layer of fascia dorsally
separated from the presacral fascia (Waldever's
fascia) and extended from the aortic bifurcation
and distal border of the mobile mesosigmoid till
the anorectal junction. Anteriorly below the
peritoneal reflection is Denonvillier's fascia,
which in the male is related to the seminal
vesicles and the prostate, in the female, there is
an areolar tissue between the anterior wall of
the rectum and the posterior wall of the vagina.
Laterally on each side the nerve plexuses lie on
the piriform muscles and then down to the
coccygeus and levator muscles, At the level of
54, the mesorectal and Waldever fascia fuse,
and condense to the rectosacral ligament and
anococcygeal raphe causes the characteristic bi-
lobed appearance of the Mesorectumt

Meticulous, precise, sharp dissection with
scissors and/or diathermy under direct vision
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following the avascular plane between the
visceral and parietal layers of the pelvic fascia
allows a specimen oriented operation with an
intact bi-lobed * mesorectum avoiding any
tearing or disruption of lymph vessels and
nodes. Thus it is possible to excise the
mesorectum intact and leave a tube, of rectal
muscles for anastmosis 3-5 cm from the anal
verge. The concept of total mesorectal excision
has been associated with construction of ultra
low colorectal or coloanal anastmosis omitting a
permanent stoma as in abdominoperineal
resection or Hartman's procedure leaving anal
stump. Total mesorectal excision must be
differentiated from the so called subtotal
mesorectal excision which need only to remove
the mesorectum to level 5 cm below the lower
edge of the tumor rather than anatomical
mesorectum or incomplete lateral dissections,
Why total mesorectal excision?: Local growth of
rectal cancer occurs more in the transverse
rather than longitudinal axis of the rectum due

to intramural spread™. Distal spread of
aggressive disease is associated with bad
79
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prognosist® Spread of rectal cancer occurred not
only upward but also distal within the
mesorectum® TME improves the quality of
rectal cancer surgery with potential increase in
S-years survival to 75% and decrease in local
recurrence-rate so it is an ideal method to
obtain lateral mesorectal clearance.

PATIENTS AND METHODS

TME was performed in 42 patients with
potentially curative resection for carcinoma of
the rectum and STME was performed in 36
patients. These patients were defined clinically
as having a tumor in the middle and lower 1/3
rectum, 48 patients underwent ultra low and
low anterior resection using stapler or a hand-
sewn anastomosis and 30 subjected for
abdominoperineal resection. Each specimen
was sent for pathological examination for
staging and for mesorectum spread below the
tumor margin and also the lymph nodes. These
patients were followed up for 3 years for local
TeCUrrence; anastmotic, pelvic, distant
metastasis and postoperative sequalae.

RESULTS

The distribution of the studied patients
according to Dukes staging is shown in table
{1). There was no significant difference between
the TME and STME groups as regard as Dukes
staging.

7 of 42 tumors in the TME group showed
distal spread without involvement of the distal
surgical resection margin. The characteristics of
these 7 tumors are summarized in table 2, Five
showed involvements less than 3 cm and 2
cases more than 3 cm below the tumor mass.
The most extensive distal infiltration was seen
in 6 cases of Dukes C and also of grade IT and 11
of infiltrative type. Of these seven cases, two
developed local recurrence (2/4 of local
recurrence after TME) and 2 have distant
metastasis {(2/2 of distant metastasis after TME
as shown in table 3.

B

The mesorectal deposits were commonly
associated with intramural spread and more
with Duckes C and high-grade rectal carcinoma
{(7/42). The local recurrence rate is the most
important indicator of surgical quality in rectal
cancer. Of 72 patients entered into the study,
eleven patients developed local recurrence
within the first 3 years follow up. Of these 4
belonged to the TME group (42) and 7 belonged
to the STME (36). Six developed pelvic
recurrence and five developed suture line
recurrence, Distant metastasis developed in 7
patients; 2 in the TME group (4.8%) and 5 in the
STME group (14%). 4.8% of patients in whom
TME was done and 5.5% of patients whom
STME was done developed both local and distal
metastasis as shown in table (3.

Anastmotic leak was observed in 16% of
cases in the TME group versus 33% in the
STME group (figure 1). Low anterior resection
syndrome in the form of urgency, Ifrequent
bowel movement and sometimes faecal
incontinence occurred more in the TME group
(16.6%) but these are correctable by time. We
have start doing | pouch to avoid these
complications. Urine retention and sexual
dysfunction were noticed more in the STME
group (8.3%) due to non-anatomical dissection
in which the presacral and autonomic nerves
not identified properly (table 4}.

DISCUSSION

In this study the intramural and extramural
spread was found in 7/42 of pathological
specimens from the TME group (16.6%). [histal
intramural spread occurred in 12% of anterior
resection specimens whereas'®. lsolated tumor
deposits in the mesorectum were found up to
31% of patients undergo total mesorectal
excision in other centers. Local recurrence
defined as any detectable local disease of lollow
up, occurring either alone or in conjunction
with distant recurrence. In orthodox anterior
resection much of the mesorectal tissue remain
in the pelvis and it is suggested that these foci
of lymphatic spread lead to suture line or pelvic
recurrencet),
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Table (1): Distribution of the studied patients according to Dukes Stages

A B o
Nao. Y N, o Na., g
TME (42) 12 285 21 50 9 21.5
S5TME (36) it 305 18 50 7 19.5
P =0.05 =0.05
Table (2): The pattern of distal intramural and extramural spread in TME (42):

No. of patients Dhakes Cirades Diskal sproad
Anterior Abdoni- B C1 =3 - 1 G2 3 <icm 1-3cm =30
resechion  noperi-

neql

No, % No. % No. % Noo % No. % No. % No. % No

o

g5 Emny o A G Es R RT3 ¥l 1 23

Yoo Mo, %. No. % Noo %

ARGl e L RS R R R S
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Table (3): Outcome after 3 years

TME {42} STME (3a) i?
Mo % Mo, %

local 4 9.5 7 19.4 ~0.05
rECUTTENCe
Pelvic 3 el 2 8.3 =15
Suture line 1 2.4 4 111 =005
Distal 2 4.8 ] 13.9 =105
metastasis
Both 2 4.8 3 o] =0.05

Total 4 9.5 10 27.8 <(1L05

Table (4): postoperative complications.

TME (42) STME {38}
Patients No. Ya Patients Ma. Y
Low ant. Resection 18 3 16.6 30 1 33
syndrome
Urine retention 42 1 24 36 3 B3
Sexual dysfunction 42 1 24 36 3 B.3
82 Egyptian Journal of Surgery
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We consider that a 3-years follow up has
some validity in the assessment of locally
recurrent disease because B80-90% of local
recurrence present.

Within 2 years (7-8) the incidence of local
recurrence varies from 4% to 43.3% just by
various definitions of local recurrence(19,

Our findings seem somewhat at variance
with this discrepancy in the result but what is
important to us is the difference between both
local recurrence and distant spread in both
groups to clarify the significant results between
TME and STME. As regard the cumulative free
survival percent after 36 months which showed
marked improvement in patient in whom TME
was done, Anastmotic leakage reaches to 16.6%
after pelvic emptying because the vascular
tissues has been peeled out with the specimen
13% anastmotic leak for anastmosis below 6 cm
from the anal verge was observed). Substantial
risk for healing dehiscence of 10-20% if a
traditional end to end anastmosis is done/1112.13),
Currently the most logical procedure is therefore
to use a colonic [-pouch which has been shown
to reduce the frequency of anastmotic leakage
and implies an acceptable  anorectal
function!!415;,

TME has low incidence of urine retention
and sexual dysfunction as meticulous and
anatomic dissection is properly done sparing the
autonomic and presacral nerves.

CONCLUSIONS

It is precisely known from the consideration
of surgical technique, the plane around the
mesorectum 1s a vascular and it is surgically
possible to encompass it without undue
difficulty. It lead to a clean muscle tube, the
pelvic fascia and autonomic nerves can often be
preserved outside it and a small anorectal
remnant can be retained to provide a reasonable
function.
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percentage

STME
Studied Groups Of Patients

Fig. (1): Anastomotic leakage among the studied groups of patients.

Fig. (2}: The cumulative free survival % showed marked difference between the
2 groups as shown in figure 2.
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