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Effect on the Local Recurrence and the patient in the pelvic node positive group, the primary pre-
senting tumor was localized in the lower rectum. 3) There

Survival of Lateral Pelvic Node Dissection in was no statistically significant difference between the pelvic
Advanced Lower Rectal Cancer node group and the other groups in term of local recurrence.
The patients of the pelvic node positive group had a higher
Chul Han, M.D., Hyeong Rok Kim, M.D., Dong Yi Kim, survival rate than both the IMA node positive group and the
M.D. and Young Jin Kim, M.D. paraaortic node positive group (p<0.05).
Conclusion: Lateral pelvic node dissection may indeed
Purpose: Colorectal cancer is the fourth leading cause of provide significant benefits contributing toward an increased
death among cancer patients in Korea. Over the last three survival rate in rectal cancer patients. (J Korean Surg Soc
decades, the overall survival rate of patients with rectal 2001;61:178-182)
cancer has remained unchanged in Western countries,
although somewhat improved in adjuvant trials. Meanwhile, Key Words: Rectal cancer, Lateral pelvic node
although the use of extended lymphadenectomy, widely S4 ool xFeh 2ut 57 g=H

applied in Japan from the middle 1970s to the early 1980s,
has significantly improved the survival rate following surgical
treatment for advanced low rectal cancer, this kind of wide
resection has resulted in a high incidence of urinary and
sexual dysfunction. Therefore, lateral pelvic node dissection
is still controversial. The use of lateral pelvic node dissection
is currently a highly debated topic. The purpose of this study
was to assess the significance of lateral pelvic node dis-
section in pelvic node metastasis.

Methods: The study group was comprised of 524 rectal A7 A AQEL: ulFol|A] ofA
cancer patient who had undergone operation between 1985 F AR B AT E Hol
and 1999 at the Department of Surgery, Chonnam National A 42] 9] u T

Division of Gastroenterologic Surgery, Department of Sur-
gery, Medical School, Chonnam National University, Gwangju,
Korea
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metastasis to the pelvic lymph node, 23 with metastasis to j: FAlelE2) Z'z"%‘; it del S Al

the inferior mesenteric lymph node, and 8 with metastasis st AAetel XA AAE F o e 2ol
to the paraaortic lymph node. Lymphadenectomy was not PAd AE o Bz 3‘?3 sol F7HE R 20% W
performed in 24 cases due to distant metastasis. Of the 9lo] Ato] WA= Ao g gler (34 olH3t
remainder, 133 cases exhibited pararectal lymph node meta- T AR X8 Q_Jﬂ,] 7} 2} 293 golo]lm@ o] &
stasis around the primlary tumor and 310 cases displayed no Zo]7] 9sto] o 1A T A AA%e] WASo] AL
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Results: 1) The age and sex distribution of patients with
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junctional cancer) 3FALE- A|]sta Fut ZH XA AA|
< (Lateral pelvic node dissection)S A]3§slo] Zul sl =4
Holrt 9l 269 ¢ oz sl 44 ¥ §& 5
74 Rzee A% wekev] HolE 2449 ol 34
st o] T3t vl 37kt 5 (inferior mesen-
teric artery) 7] A5 F7MA] HZA Aoz} gl 239, o)
Eul 291714 A=A Holr) Ak 89, % F WA A
o7k elslo] B AXA AAS el ehi= 24,
<] 2] Z A (regional lymph node)ol|?t Ho|7} 9= 7 133
W, 123 9ZA Aolv} gl F 3109 Tkt 5247
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! z-r](lntemal & external iliac), AF HEF FZA(pre-
sacral), 2|2 AF 2 Z A (lateral sacral), Z Z|A FHHT g

Z A (Root of middle rectal artery), L8| =} F=H F9

Table 1. Classification of rectal cancer patients according to the
lymph node involvements
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Classification Frequency (%) Table 2. Stage* of the rectal cancer
Pelvic node positive group 26 (5.0) Stage Frequency (%)
IMA* positive group 23 4.4)
Paraaortic positive group 8 (1.5) I 30 (5.7)
Distant metastasis group 24 (4.6) II 280 (53.4)
Regional node positive group 133 (25.4) I 169 (32.3)
Node-negative group 310 (59.2) v 45 (8.6)

Total 524 (100) Total 524 (100)

*IMA = lymph nodes (+) along the inferior mesenteric artery. *AJCC, 1997
Table 3. Lymph node metastasis according to the location of the tumor

Location Pelvic IMA (%) Paraaortic Distant Regional Node- value
/groups node (%) ? node (%) metastasis (%) node (%) negative (%) P
Upper rectum* 1 (3.8) 12 (52.2) 1 (12.5) 21 (87.5) 44 (33.1) 96 (31.0) <0001
Lower rectum 25 (96.2) 11 (47.8) 7 (87.5) 3 (12.5) 89 (66.9) 214 (69.0) Pt
Total 26 (100) 23 (100) 8 (100) 24 (100) 133 (100) 310 (100)

*upper rectum = Above 8 cm from anal verge;

Tlower rectum =

Within 8 cm from anal verge.
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Table 4. Frequency of local recurrence according to each groups

Local recurrence Pelvic node IMA Paraaortic Regional Node-negative Overall p value
/Groups (n=26) (n=23) node (n=8) node (n=133) (n=310)
Positive (%) 3 (11.5) 1 4.3) 0 (0) 6 (4.5) 9 (2.9) 21 (4.0 p=0.268
107 o "0 Distant metastasis @ Pelvic node AA AL Qlow, ARERE HShel o]o] 2915 XAE L
'I"! "7 07 Paraaorticnode T IMA k() 8 vt A% dRtolAE S, 7, #Hgell
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Fig. 1. Survival curves according to the state & location of lymph HolZeh(7)
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Fig. 2. Classification of the extent of abdominopelvic lymphade-
nectomy, which consists of upward dissection (UD) and
lateral dissection (LD). UDI, resection of the mesorectum;
UD2, division of the inferior mesenteric artery just below
the left colic artery and lymph node dissection below it;
UD3, division of the root of the inferior mesenteric artery
and lymph node dissection below it; UD4, paraaortic
lymph node dissection (extended upward dissection); LD1,
mesorectal excision; LD2, dissection along the internal
iliac artery and vein (ITAV); LD3, complete pelvic lymph
node dissection which includes complete clearance of the
obturator space and skeletonization of the ITAV and its
branches (extended lateral dissection); LD4, complete
pelvic lymphatic clearance with combined resection of the
ITAV.
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