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A combined abdominoperineal approach is described in which not
only coloanal anastomosis but also bowel transection were performed
through the anus. It is most suitable for cancer located 4 to 6 cm from
the anal verge. The main advantages of the technique are precise lines
of bowel transection with desired distal clearance of tumor, and easier
and safer mobilization of the distal end of the rectum during the
abdominal phase of the procedure. [Key words: Rectal cancer; Low

anterior resection; Coloanal anastomosis; Sphincter-saving resection;
Surgical technique)

HISTOPATHOLOGIC REVIEWS have shown that, in 90
percent of cases, distal intramural spread of adenocarci-
nomas of the rectum does not extend more than 1 cm from
the lower edge of the tumor.1"? In the remaining 10 per-
cent, distant metastases occur.? Clinical studies fail to
show significant differences in survival between patients
with low-lying cancer of the rectum treated by either
abdominoperineal resection or by sphincter-saving pro-
cedures such as anterior resection.*® However, eradica-
tion of tumor by anterior resection may be technically
demanding for lesions located between 4 and 6 cm from
the anal verge. During the classic anterior resection, it is
almost always difficult to see the critical lower margin of
the lesion. Blind dissection may predispose to perforation
with spillage of bowel content and tumor cells and may
also result in unnecessary distal mobilization.
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Technique

The abdomen is entered and explored with the patient
in the Lloyd-Davies position. If the lesion is judged resect-
able, the operator moves to the perineum. Four monofil-
ament stay sutures are placed around the anal sphincter,
which is stretched so that the anal canal is exposed and
the lower margin of the tumor clearly visualized. When
necessary, a Fansler speculum is used. Adrenaline,
1:300000 solution, is injected circumferentially in the
bowel layers below the tumor. Under direct vision both
the mucosa and the muscular layers are transected 1.5 to 2
cm below the lower margin of the tumor (Fig. 1). The
proximal rectal stump is then closed by a simple over-
and-over suture (Fig. 2). Four stay sutures are placed in
the margin of the distal stump and left in place as a guide
to subsequent coloanal anastomosis. An anterior resec-
tion of the colon and rectum bearing the tumor is then
performed. The proximal colon is mobilized up to the mid-
dle colic vessels. Mobilization of the rectum is facilitated
by having the severed end in order to identify that the
resection encompasses all the tumor (Fig. 3). The prox-
imal end of the colon is then brought down to the level of
the rectal stump and a coloanal anastomosis is performed
through the anus with one-layer 000 absorbable inter-
rupted suture technique. Occasionally there may be suffi-
cient length to the rectal segment to allow the use of a
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F1G. 1. Four monofilament stay sutures
placed around the anal sphincter facilitate
the exposure. The mucosal and muscular
layers of the rectum are sectioned transan-
ally. Four stay sutures in the margin of the
distal stump are left in place. Inset: the
rectum is transected 1.5 cm below the
tumor (solid line).

stapling device. Finally, a transperineal soft drain is  patient experienced temporary urinary dysfunction and

placed in the pouch of Douglas and a proximal colos-  one patient wound infection. There have been no opera-
tomy established. tive or hospital deaths. At six, seven, and 12 month
Discussion
This procedure has been used in three patients with
Dukes’ B adenocarcinoma located 4, 4, and 5 cm above the \ =
anal verge. At histology the distal margin of resection was
free of tumor spread in all cases. Postoperatively one \,:\\

FiG. 2. The mucosal and muscular layers of the rectum have been F1G. 3. The anterior resection of the rectum is facilitated by having
completely transected transanally. The proximal rectal stump is being previously severed the viscus. The extent of distal excision has been
closed. precisely predetermined.
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follow-up all patients are continent and free of recurrent
tumor.

The technique differs from the Romualdi-Soave opera-
tion”:8 and the Parks “sleeve’ type of peranal anastomo-
sis? in that, for these operations, only the mucosal layer is
divided and then stripped off the muscle wall for several
centimeters. In the procedure described herein, the prox-
imal end of the rectum is completely severed from the
distal end. If two teams are available, a synchronous
combined approach, just as in the classic Miles’ opera-
tion, may be used to considerably reduce operating time.
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