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Fig. 1 Mobilization of the lower rectum during
posterior resection of the rectum. The good field
of vision afforded by this procedure helps com-
plete the dissection of the perirectal connective
tissue with less bleeding.




148(956)

B AR ATIERAT, (e AL =GR EAIE B UIRRAM (U
T, RBEAIYIERMT) %8N UHEERE 2K 5. @ sm #
THIDEIBEHT 7o —FXHEBEY »SEEE
PHAEDE S (Fig. 1) 2 L2 & » Ta[gER R b #RE
BREFZDETDHHDOTH Y,

IREDMATFEZEZNIZ, & L TRESEZH
Loz, 1990FEL S IEEFRY :TEEE&W?E%%
EPE703FL™ (BEZETHE, BH), 72199541 AL

Fig. 2 Flat early cancer of the lower rectum. The
cancer memains in the mucosal layer ; however,
its involvement (arrows) with the dentate line
prevented preservation of the anal function.
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Table 1 Treatment for flat ealy cancers of the rectum

Cancers remaining in the mucosal layer {(n=20)

Endoscopic mucosal resection 4
Endoscopic polypectomy 4
Sacral wedge resection 5
Ultra-low resection 1
(sacro-abdomino-sacral)

Sacroabdominal wedge resection 1
Low anterior resection 4
Rectal amputation 1

Cancers invoing the submucosal layver (n=21)

Endoscopic mucosal resection 3
Sacral wedge resection 2
Sacral sleeve resection 2

Ultra-low resection
(sacro-abdomino-sacral)

Low anterior resection

DN O

Rectal amputation

Fig. 3 Flat early cancer treated by wedge resection through a sacroabdominal
approach. It is 6cm in diameter (a, b), but, was resected with a safe margin
arround the whole tumor (c: arrows, H.E. 2.5X) using a posterior approach

and methylene blue during surgery.
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Fig. 4 Classification and numbers of flat early
cancers involving the submucosal layer of the
rectum.
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Fig. 5 Flat cancer of the Elevated-type with depression (Type B) in the lower
rectum. Normal mucosa of the outer slope of the ridge is recognizable during

colonoscopy (a: arrows). Perirectal connective tissue is completely resected by

a sacro-abdomino-sacral super-low resection of the rectum (b). Histological

slide shows a moderately differentiated adenocarcinoma involving the sub-

mucosal layer lifting the surrounding normal mucosa (c, H.E. 5X).
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Establishing a Standard for Treating Flat Early Cancers of the Rectum

Shu Kuramoto, Kaoru Kobayashi, Toshiki Mimura, Kazuki Yamasaki,
Masanori Hashimoto, Shigeru Sakai, Michio Kaminishi
and Takeshi Oohara
The Third Department of Surgery, University of Tokyo

The treatment of flat early cancers of the rectum represents a subject of considerable dabate. We
investigated lesion types, postoperative complications and the courses of 41 cases of flat early rectal
cancers encountered from January 1985 to November 1995. These cancers were treated utilizing our
preferred standard of treatment. This standard can be outlined as follows: (a) mucosal cancers under 20
mm in diameter should be treated endoscopically; (b) mucosal cancers over 20 mm and cancers involving
the submucosal layer except Type B should be surgically resected, omitting lymph node dissection; but
(c) Type B requires lymph node dissection. Clinicopathological features were as follows: male 23, female
18; depth m 20, depth sm 21; average age 61.5 years; Elevated type with depression, Type B indicating that
moderately differentiated adenocarcinoma massively involves the submucosal layer. Of the mucosal
cancers, only one involving the dentate line necessitated resection by rectal amputation; the others were
treated while preserving anal function. Treatments for cancers involving the submucosal layer and
number of relevant cases were endoscopic resection (3); posterior approaches (4); low anterior resection
(4) sacro-abdomino-sacral resection (4); and rectal amputation (4). The last four types of operations
included lymph node dissection. Only one recurrence was observed among Type B treated by low anterior
resection with D, dissection. The other operations, whether omitting or including lymph node dissection,
were successful. Frequent use of posterior approaches is useful for treating flat early cancers of the lower
rectum while preserving anal function without increasing the recurrence rate.
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