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Intersphincteric Resection for Very Low
Rectal Cancer

Jae-hun Kim, M.D., Nahm-gun Oh, M.D.

Department of Surgery, Pusan National University Hospital, Busan,
Korea

Purpose: In the treatment of rectal cancer, sphincter saving
resection is increased but low anterior resection is limited
in treatment for low rectal cancer below 4 ¢m from the
anal verge. In other reports intersphincteric resection can
allow an oncologically safe resection margin and has good
functional results in very low rectal cancer. The aim of this
study is to evaluate the morbidity, mortality and the
oncological and functional results of intersphincteric resec-
tion. Methods: Between 2000 and 2002, 18 patients (mean
age 54 years, range 35~70) with adenocarcinoma of the
rectum underwent intersphincteric resection by an tran-
sanal approach with a colonic J-pouch anal anastomosis and
ileostomy. The mean distance between the tumor and anal
verge was 3.75 (range 2.5~5) cm. Patients with T3 lesion
were 8 and they were received preoperative radioche-
motherapy. Others with T2 lesion were not received
preoperative radiochemotherapy. Results: There was no
postoperative mortality and local recurrance after median
follow up of 32 (18~54) months. Morbidity occurred in 9
patient but were not serious. Two anastomotic leakages
occurred. One was recovered after only conservative
therapy, but the other one was received colostomy because
of functional problem. Downstaging was observed in 62.5%
(5/8) of the patients. Continence was good (Kirwan classi-
fication I, Il) in 72% (13/18) of patients. Conclusions:
These results suggest that intersphincteric resection can be
an alternative procedure to abdominoperineal resection for
very low rectal cancer without losing chance of cure. )
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Table 1. Preoperative and postoperative AJCC cancer staging

Preoperative staging (n) Postoperative staging (n)

T3N1 4 1
T3NO 4 3
T2N1 5 6
T2NO 5 8

Down staging* 5/8 (62.5%)"

*Only T3 patients (n=8) were received preoperative chemora-
diation therapy. wLDOW'nstaging: 3/4 with T3N1, 2/4 with T3NO.

Akt

£ A #WIUE AICC 7)o wel A E o
T3N1o| 4%, T3NO7} 4%, T2N1o] 59, T2NO7} 59 0]
it} (Table 1).
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Fig. 1. Dissection plane for T2 rectal cancer. (A) total internal
sphincter muscle resection. (B) subtotal internal sphincter muscle
resection. (C) partial internal sphincter muscle resection. (I)
illuminator.



366 ulgtulAelRslE Al A)20 @ A 63 2004

3 gEBEt AAES AlYsn) FERFE
“t-(intersphincteric groove) =$}olj4l A wutol] AME A
33k F AAAE G723 & AR Al
upeh dokZ& A A(6), oFAAA(104)]) =
AAAQ2E A YstadehFig. 1, 2). olwf FFgof
AAE 571 98 29 7] (lluminator) & o] &-3f 4l-&
15 Fal wlgn] ok 7he (intersphincteric
plane)2 =3l vk (Fig. 1, 2). T3 ¥ 2 2} 5 7]
3} 8 (downstaging)©] =] 2] ¢k 47 of| A kA gk WhALA
AAds sty g3l A5 LI ZEEAAE A
Wk ¥ EYsl v (Fig 2). o] ¥ AALFETE Al
Pahal ohA] G Z AR E v F sAF=AE
£ At «
iR 2hAloll A Egt Age] gl & F 6
MNEE T /N 9 6~1271Y)el] slAF=A
e Ayt

W E¢ 30 2 o) 4
2 A d4H F, e
El CEA) ez gAY

5 233hE At
4% 29 R A
(continence) & 7]—*]—7] & sFFelE=A

& Ageeleh

)
k

fo
o
32
lo
)
0=

0 QN A

PN J}E

% (manometry)

AFFEAE HU F BAE RUo) G4 o2

gal

Fig. 2. Dissection plane for T3 rectal cancer. (A) total internal
sphincter muscle resection. (B) subtotal internal sphincter muscle
resection. (C) partial internal sphincter muscle resection. (I)
iluminator.
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Table 2. Downstaging after chemoradiation therapy for rectal
cancer )

Series N  Tumor stage RT (Gy) CT Downstaging

Crane 403 T3, T4 45 5FU 6%
Garcia- e 50 5FU  38%
Augilar

Theodoro o0 13 14 50 S5FU  51%
poulos

Morgan 21 TI-T4 45 5FU 2%
Bozzetti 32 T2, T3 45  5-FU  41.6%
Rullier 43 T3, T4 4054 5FU  42%
Prosent T3, T4 4550 5-FU  62.5%

series

RT = radiotherapy; CT = chemotherapy; 5-FU = 5-fluorouracil.



TINOZ} 8% 02 <4 A T3 WS 717 gue] 8ap =
5H(62.5%)2 A7t YAAXE Y FEXER
7t gl A& & 5 Uck(Table 1, 2).

TEE AN A F g 34 2 717 FACE
F 271 B 717 2AY: 18~5409) A 2 Aol
Al FaANEE g o E giglen A w3k glgd
th(Table 3).
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A HNEEHE NS FNHE A FEA o o E g
o BEAHQ X8 X Aftelgern o]F Kirwan
classification Stage IVS] WHAFE Ho] AFE 23
st
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ARz E B9 AL Y F BAEL 3
T ohF 2.52] ] m & Hgtom of 2/39] 3kR(11ed)
ol A 1~23], v A] <F 1/32] ghAp(Tel)ell A 33 o] 4}
o 85% B3ick o]F wHlSI} 33 o4l BE
el A Edu-E Helom 1~23]9 v & sle
A F 19o)A] e =4S Horh FuS K]
3hA}= 8, F-E -8 Bl 32 69 o] gl rH(Table 4).
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Table 3. Local recurrence and survival after intersphincteric
resection in low rectal cancer

. Follow-up Recurrence (%) Surivival

First author N  Stage months) (%)
Local Distant

Schiessel 34 Tl-4 36 137 st
Kohler 31 Ti1-3 82 10* 10 79*
Rullier 16 T2-3 44 0 25 75%
Teramoto 11 Ti1-3 40 0
Braun 63 TI1-3 80 11 33 62*
Tiret 26 T4 38 34 of 967
Present series 18 T2-3 26 0 0 100

*At 3 years, TALS years.
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B¢ th(Table 4, 5). o] Stage IVE] major soilingS E
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Table 4. Functional results 6 months after ileostomy repair
(about 12 months after intersphincteric resection)

Patients
n %
Stool frequency per day
<2 11 61
3~5 6 33
6~9 1 6
Fragmentation 8 44
Urgency 8 44
Feces-flatus indiscrimination 6 33
Antidiarrtheal medications 3 17
Dinner restriction 11 61
Continence (Kirwan classification)
1. perfect 8 44
II. incontinence of flatus 5 27
TII. occasional minor soiling 3 16
IV. frequent major soiling 1 6
V. incontinence (required colostomy) 1 6
Anastomotic leak 2 11
Anastomosis stricture 3 17
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Table 5. Funtional results after intersphincteric resection

Stool Nomal Major Colostomy

First author N frequency contin- incontin- for incon-
n/24 h ence (%) ence (%) tinence (%)
Schiessel 37 3 67.5 0 0
Kohler 26 3~4 29.6 37 38
Rullier 16 3 50 0 0
Teramoto 10 3~4 20 0
Braun 41 22 80 3 0
Tiret 25 2.5 54 0
Present series 18 25 72 6 6

FEe=A AL F27]3HemH0) HF 55 (30~
85)olgl o™ F2&7] 3 (emH,0)-2 % 7 190 (125 ~390),
A1 %] 8- (ml)-2 3 7 45 (30~90), Z o3 -&-8-4 (ml)
£ B3 180 (70~310)0|gtl el BE 3R A
AAGE 0|9 HHAE Kol FErh(Table 6).
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Table 6. Anorectal manometry after intersphincteric resection
(n=18)

Mean (range)

Resting pressure (cm H;O) 55 (30~85)
Squeeze pressure (cm H,0) 190 (125~390)
Threshold volume (ml) 45 (30~90)

Maximum tolerable volume (ml) 180 (70~310)
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