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= Ahstract=

Miles abdominoperineal resection is the standard operation for the treatment of cancer of
lower third of the rectum, But patients are dlssamfmd with the prospect of a permanent
abdominal colostomy in abdominoperineal resection. And the patients often refused the Miles
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Anorectal Mobilization Operation
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abdominoperineal resection,

1 managed one patient with anorectal mobilization operation.

fecal continence,

1 think anorectal mohilization operation may be mainstay of radical or palliztive treatment

for the most lower rectal cancer.
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Fig. 1. Diagram illustrating the steps of mobillization of anal cansl and rectum from within the levator
tunnel in lower third rectal cancer. A, mobillization of rectum down to levator plate through the
abdominal appreach; B, the anal canal proper and rectal neck mobilized through the perineal
approach. C, the anal canal proper, rectal neck, rectum and sigmoeid brought outside the anal
wound; D, exteriorized gut excised and colon fixed within the levator tunnel to the perianal zkin.
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