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Minimally Invasive Colon Resection
(Laparoscopic Colectomy)

M. Jacobs, M.D., J. C. Verdeja, M.D., and H. S. Goldstein, M.D.
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749 acOeveic

Kopxivwpa eite Tov moyeoc
gite tov opOov.

T1-T4, No-2.
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Lancet Oncology 2005

Short-term endpoints of conventional versus laparoscopic-
assisted surgery in patients with colorectal cancer (MRC
CLASICC trial): multicentre, randomised controlled trial

Pierre] Guillou, Philip Quirke, Helen Thorpe, Joanne Walker, David G Jayne, Adrian M H Smith, Richard M Heath, Julia M Brown, for the MRC
CLASICCtrial group*®

794 patients r—ndomised
|

v :

268 allocated to open surgery 526 allocated to laparoscopic-

253 received open surgery assisted surgery
4 had laparoscopic surgery 484 received laparoscopic
2 no surgery surgery
g with missing data 23 had open surgery
4 no surgery
1 transanal endoscopic
MilCrosurgeny

14 with missing data

v v

30-day follow-up 30-day follow-up
249 with forms Lo3with foms
13 deaths 21 deaths
Bwith missing data 2 with missing data

v v

3-monith follow-up 3-month follow-up
231 with forms A5 2 with fomms
37 deaths orwith missing data 74 deaths orwith missing data

Figure 1: Trial profile
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The NEW ENGLAND JOURNAL of MEDICINE

‘ ORIGINAL ARTICLE

A Comparison of Laparoscopically Assisted
and Open Colectomy for Colon Cancer

The Clinical Outcomes of Surgical Therapy Study Group*

In 1994, in a series of lqparascapically assisted
resections of colon cancer,|3 of 14 patients|had tu-
mor| recurrence at the sites of trocar wounds.q As
compared with a tumor-recurrence rate of less
than 1 percentat the wound sites for open surgery,>
the rates of 1 percent® to 21 percent# reported for
laparoscopically assisted surgery provided a com-

pelling rationale for a controlled evaluation.” In

NEJM 2004
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Table 1. Summary of Included Randomized Controlled Trials and Oncologic Outcomes Reported

First author or Follow p Cancer-related Cancer Lymph node Margin Wound
study name Year n* >18 mo survival recurrence number status recurrences
Stage'” 1997 34 v v

Milsom™ 1998 109 v v v v 4 v
Curet!? 2000 43 v v v v v
Lacy*® 2002 219 v v v v v
Hasegawa'* 2003 59 v v v v v
Kaiser" 2004 49 v v v v v v
Leung'® 2004 403 v v v v v
OS> 2004 872 v v v v v
CLASSICC™ 2005 794 v v

COLOR"™ 2005 1,248 v v

Total 3,830

*n refers to the number of patients randomized.
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The NEW ENGLAND JOURNAL of MEDICINE

‘ ORIGINAL ARTICLE

A Comparison of Laparoscopically Assisted
and Open Colectomy for Colon Cancer

The Clinical Outcomes of Surgical Therapy Study Group*

ABSTRACT

BACKGROUND
Minimally invasive, laparoscopically assisted surgerywas first considered in 1990 for pa-
tients undergoing colectomy for cancer. Concern thatthis approach would compromise
survival by failing to achieve a proper oncologic resection or adequate staging or by alter-
ing patterns of recurrence (based on frequent reports of tumor recurrences within sur-
gical wounds) prompted a controlled trial evaluation.

METHODS

We conducted a noninferiority trial at 48 institutions and randomly assigned 872 pa-
tients with adenocarcinoma of the colon to undergo open or laparoscopically assisted
colectomy performed by credentialed surgeons. The median follow-up was 4.4 years.
The primary end point was the ime to tumor recurrence.

NEJM 2004
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Table 2. Surgical, Pathological, and Postoperative Data.
Laparoscopically
° O Open Colectomy  Assisted Colectomy
XpOVOC TOU XELPOVPYE lov Variable (N=428) (N=435) P Value
rlt(xv PSYO()\UtSPOC oTo GKE}\OC Length of incision — cm <0.001
TNG AATAPOCKOTIIKIG e di 1 - 5
4 4 ange —_ '
KO 8]?1:0 |J.T]C (150 EVOVTL 90 Duration of surgery — min <0.001
AETTTWV) Median 95 150
0 v Range 27435 35450
21% TWV AATTAPOCKOTIKWV T [T X3
z . Median 12 13
SKTOP(D,V HSTO(‘EPO(T[T]KO(V o€ e 150 278
O(VOlK‘CT] €KTO |J.T] Distal m_argin —cm 0.09
To ok€A0G TG AATAPOCKOTIKTG i L B
EKTO l—lrlq SlXS' Conversion to open from laparoscopically assisted colectomy =
No. (%) = 50 (21)
KpOTEPT &O(plcsw( XPNoNG
O(VO( Y]T[lK(,x)V 3 SVO(V‘Cl 4 .Duratir::;a of use of oral analgesics — days 0.02
Median 2 1
pspwv) Interlquarll'le range 1-3 1-2
MlKPO'ES prl 8[0([)](8 Lo VOO'T]}\S lO(C Duration of use of parenteral narcotics — days <0.001
Median B 3
(5 EVOVTL 6 l‘“,lSp(L)V) |nterguartile range 3-5 24
ASV UT[T] pX(xv O-t(xrlo-th(x Dur::'::;ai;fhospitalizarion — days : - <0.001
on }_lO(V‘ElKSC 8[0((')OPEC o€ . TIerquarme range =7 0
SlSYXS lp]TClKSC rl 30-Day mortality — no. (%) 4 (1) 2 (<1) 0.40
Complications — no. (%
HETEYXELPTTIKES ST[”T)\OKSC» Overall } 85 (20) 92 (21) 0.64
oOTNnyV TTEPLE €l TIK Intraoperative} 8(2) 16 (4) 0.10
rl r p YX PT] T] r Postoperative (before discharge) 80 (19) 81(19) 0.98
OvnrotnTa Kot 0T TOGOOTA
> p Grade of postoperative complications — no./total no. (%) 0.73
ETEO(VSlO'O(Y(.OY(.OV KOl UT[OTPOT[(L)V 1 44/80 (55) 42/81 (52)
. ' 2 33/80 (41) 34/81 (42)
oTo XSlpOUleKO tpO(Ul.lO(. 3 0/80 2/81 (2)
4 3/80 (4) 3/81(4)

NEJM 2004
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T[TapaxoAovBnon ota 7 TABLE 1. Five-year Cancer Outcomes for Laparoscopic and
€1 Open Colectomy Patients
[Tocootd 5eT0UC
OUVOAIKNG emLBiwong Open LAC
76,4% €vavtt 74,6%, yw Outcome (n = 428) (n = 435) P
TNV AATAPOCKOTIIKT
e’vowu,tnq onliou(tﬁq Overall survival 714.6% 76.4% 0.93
;}“OF‘”C?‘VHC’YO‘X"(- Disease-free survival 68.4% 69 2% 094
efe%gggﬁqs \s}gglé% Local recurrence rates 2.6% 2.3% 0.79
emiBiwong (69,2% évavt Overall rates of recurrence 21.8% 19.4% 0.25
68,4%) ovTioTOL . :
; 7 Sites of first recurrence

[locootd tomikwy _
umoTponwy 2,3% €vavtl Wound 0.5% 0.9% 0.43
12_i6%- , : Liver 5.8% 5.5% 0.85

000G TA UTTOTPOTIWV <
TNV TEPLOYT] TOU Lung 4.6% 4.6% 0.95
TPAUPOTOG 0,9% EvavTL Other 8.4% 6.1% 0.21
0,5%.

Conclusion: Laparoscopic colectomy for curable colon cancer is(ag)
wferiorto open surgery based on long-term oncologic endpoints
from a prospective randomized trial.

Annals of Surgery 2007
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No. at Risk (Stage [, 11, 111}
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’ 14 r Open Surge
GUYKP[G[HO 0(p l.e HO O(q)O(lpOU IJEV(L)V 204 Eaparusc{:pir:aily' Assisted
AgpPadEvwv. e
: ] ; 3

Survival, y
No. at Risk (Stage |, 11, 11T}
237,310,236 220,286,220 220,253,191 203, 228,169
189,302,244 179,279,226 172,263,195 162 247,169

Figure 4. Disease-free survival (A) and overall survival (B) according to
randomized procedure and stage. The numbers of patients at risk for each
stage are shown at the bottom: the top row gives the numbers who
underwent laparoscopically assisted surgery; the bottom row, open surgery.

J Am Coll Surg. 2007
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comprehensive NCCN Guidelines Version 1.2020 NCEN Guidelines. Index

Table of Contents
N(®{oiy@ Cancer Colon Cancer Discussion

Network®

PRINCIPLES OF SURGERY

Colectomy
+ Lymphadenectomy
» Lymph nodes at the origin of feeding vessel(s) should be identified for pathologic exam.
¢ Clinically positive lymph nodes outside the field of resection that are considered suspicious should be biopsied or removed, if possible.
» Positive nodes left behind indicate an incomplete (R2) resection.
» A minimum of 12 lymph nodes need to be examined to establish N stage.1

PR Y PR PR | B T P R e e PP T ST PR ) PSR T | PP e | PRI e R o R

* Minimally invasive.approaches may be considered based on the fo ow:ﬁg criteria:
» The surgeon has|experience|performing laparoscopically assisted colorectal operations.>*

» Minimally invasive approaches are generally[not indicated for locally advanced cancer or acute bowel obstruction]

cancer
Thorough abdominal exploration is required.”
» Consider preoperative marking of lesion(s).
» Resection needs to be complete to be considered curative.

See Criteria for Resectability of Metastases and
Locoregional Therapies Within Surgery on COL-C (2 of 3

References
Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCHN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.
coL-C
10F3

Version 1.2020, 12119012 & 2012 National Comprehensive Cancer Network® (NOCN®), All nghts resenved. NCCH Guidelines® and this ifustration may not be reproduced in any formn without the express written pemission of NCCN.
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340 acOeveic
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T3,No-2
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Lancet Oncol 2010

379 patients with cT3NO-2 mid or low rectal cancers
were eligible for preoperative chemoradictherapy
of 1408 total rectal cancers

39 excueded
19 refused to participate

Y

& distant metastasis
14 refused surgery

340 patients randomised

v

L

170 allocated to open surgery
170 received open surgery

170 allocated to laparoscopic surgery
168 recepred laparoscopic surgery
2 converted to open

v

'

3-menth follow-up
0 death
0 missing data except for
guestionnaires (response rate:

3-month follow-up
0 death
0 missing data except for
questionnaires (response rate:

i)
E

75%)
!

170 incuded in analysis

170 induded in analysis

Figure 1: Trial profile
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Open (n=170) Laparoscopic (n=170) pvaluve
Time to pass Nrst flatus () 600 (43.0-730) 385 (230-530) <0.0001"
Time to resume liquid diet (h) 68 (50-0-89.0) 48 (42.0-69.0) <0.0001*
Time to resume normal diet (h) 93.0(86-0-121.0) 85.0(66-0-95.0) <0-0001*
| Time 1o first defacation (h) 123494.0. 156.0) 06.5(700-125.0) <0.0001"
Postoperative hospital stay (days) 9(8-0-12.0) 8(7.0-12.0) 0-056*
I Perioperative complications 40(23.5%) 36 (21.2%) 0-6031 I
Anastomotic leakage 0 2(1-2%) 0-499%
Pelvic abscess 1(0-6%) 0 1.000%
lieus§ 22(12.9%) 17 (10-0%) 0-395%
Wound discharge 11(6-5%) 2(1-2%) 0.020%
Chylous ascites 1(0-6%) 0 1.000%
Acute voiding difficulty 7 (4-1%) 17 (10-0%) 0034t
Bleeding 3(1-8%) 1(0-6%) 0-623%
Stoma-related complication 0 1(0-6%) 1.0003
Bacteraemia 1(0-6%) 1(0-6%) 1.000%
Nerve injury]| 1(0-6%) 1(0-6%) 10003
Reoperation 1.000%
Yes 3(1-8%) 3(1-8%)
No 167 (98-2%) 167 (98-2%)

Data are n (%) or median (IQR). *Wilcoxon rank-sum test. fy* test. {Fisher's exact test.SRequiring a nasogastric
drainage before discharge. §Mucocutaneous separation. ||[Brachial plexus injury.

Table 4: Postoperative recovery and complications
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Open (n=170) Laparoscopic (n=170)  pvalue
Tumour size (cm) 2.4(18-32) 22(1332) 0.252*
Number of harvested lymph nodes 18 (13-0-24-0) 17 (12-0-22-0) 0-085*
Tumour differentiation
Well differentiated 17 (10-0%) 30(17-7%) 02281
Moderately differentiated 146 (85.9%) 134 (78-8%)
Poorly differentiated 4(24%) 2(1:2%)
SRC/mucinous 2(1-2%) 3(1-8%)
Unknown 1(0-6%) 1(0-6%)
Tumour Regression Grade scale
1 35(20-6%) 25(147%) 00274
2 89 (52-4%) 74 (43:5%)
3 24(141%) 31(18-2%)
4 22 (12-9%) 40(235%)
ypT dassification
ypTO 24 (141%) 40(235%) 0.054f
ypTis 1(0-6%) 5(2:9%)
ypT1 6(3-5%) 9(53%)
ypT2 40(235%) 41(241%)
ypi3 96 (565%) 73(429%)
yPT4 3(1:8%) 2(12%)
ypN classification
ypNO 113 (66.5%) 135 (79-4%) 0-002%
ypN1 43(253%) 18 (10-6%)
ypN2 14(82%) 17 (10-0%) 3
Proximal resection margin (cm) 13.0(10-0-18-1) 13-0(9-3-17-0) 0-442*
Distal resection margin (cm) 2.0(1-0-3.5) 2.0 (1.0-35) 0-543*
Radial resection margin (cm) 0-8(04-12) 09(05-13) 0-307*
CRM
Fositivc{sl mm) 7 (4-1%) 5(2-9%) 07701
Negative (-1 mm) 163 (95-9%) 165 (9/-1%)
Macroscopic quality of TME specimen
Complete 127 (747 %) 123 72-4%) 0-414t
Nearly complete 23 (13-5%) 33 (19-4%)
I incomplete 11(6-5%) 8(47%) |
Unknown 9(53%) 6(3-5%)

Data are n (%) or median (IQR). SRC=signet ring cell. yp=pathological stage classified after pretreatment.

CRM=circumferential resection margin. TME=total mesorectal excision. *Wikaxon rank-sum test. Fisher’s exact test.

iy test.

Table 3: Pathological characteristics of tumours
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[Tocootd eAev0epnC VOGOUL
emiPiwonc ota 3 £€tn: 79,2%
evovtt 72,5% ylo Tnv
AQTTXPOCKOTIIKT] EVOVTL TNC
OVOLKTT|C EKTOMIC QVTIGTOLYO.

[Tocootd ocuvoAikT)C
emiPiwonc ota 3 €tn: 91,7%
£VaVTL 90,4% ovtioToL .

[Too00TO TOTKWYV UTTOTPOTIWV:
2,6% evavtt 4,9% avtiotoryo.

3-year survival (95% Cl)

Disease-free survival
Open surgery
Laparoscopic surgery
Difference

Overall survival
Open surgery
Laparoscopic surgery
Difference

Local recurrence
Open surgery
Laparoscopic surgery
Difference

72-5% (65-0to0 78-6)
—  79.2% (72310 84-6)
-67% (-15-8t0 2-4)

90-4% (84:910 94.0)
—> 917%(86:3t0950)
-13% (-7-4104-8)

4-9% (2510 9-6)
—_—  2.6%(10t067)
2-3% (-1-:8106-4)

Table 3: 3-year survival

Interpretation Our results show

paroscopic resection for locally advanced rectal cancer after_pregperative

chemoradiotherapy providesGimilar outcome for disease-free survival as open resection, tht

Lancet Oncol 2010
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NEJM 2015

1103 patients randomly assigned

T

v

739 assigned to laparoscopic surgery

364 assigned to open surgery

A0 excluded

12 distant metastases
12 no carcinoma
6 T4 tumour —
2 died before surgery
1 withdrew consent
7 other reasons

190 excluded
2 distant metastases
2 mo carcinoma
7 T4 tumour
7 withdrew consent
1 emergency operation

v

Y

699 included in analysis

7 underwent open surgery

345 included in analysis

S underwent laparoscopic surgery

Figure: Trial profile
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Laparoscopic surgery Open surgery p value
Completeness of resection 0-250

Complete 589/666 (88%) 303/331(92%)

Partially complete G8/666 (9%) 19/331 (6%)

Incomplete 19/666 (3%) 9/331 (3%)

Missing data 33/699 (5%) 14/345 (4%)

Incomplete resection specimen

Upper rectum 71699 (1%) 1/345 (<1%) 0026

Middle rectum 3/699 (<1%) 4/345 (1%) 0281

Lower rectum 9/699 (1%) 4/345 (1%) 0994

Positive CRM*

Total group 56/588 (10%) 30/300 (10%) 0-850
Upper rectum 18/196 (9%) 9/97 (9%) 1-000
Middle rectum 22/228 (10%) 4/115 (3%) 0-068
Lower rectum 15/164 (9%) 17/79 (22%) 0-014

Missing data 78/666 (12%) 26/326 (8%)

Median CRM (cm)

Total group 1-0 (0-5-1-8) 1-0 (0-4-1-5) 0-158
Upper rectum 1.2 (0-5-2-0) 1.0 (0-5-2-0) 0-510
Middle rectum 1-0 (0-5-2-0) 1-0 (0-6-1-8) 0-545
Lower rectum 0-8 (0-4-1-4) 0-6 (0-2-1-0) 0-274

Missing data 78/666 (12%) 26/326 (8%)
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A All Stages
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8 20-
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0 I I |
0 1 2 3
Years
No. at Risk
Laparoscopic 692 604 536 441
surgery
Open surgery 344 297 264 211

Figure 2. Disease-free Survival, According to Disease Stage.
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CONCLUSIONS | o - - °11
Laparoscopic surgery in patients with rectal cancer was associated with rates of | 247
locoregional recurrence and disease-free and overall survival to those for
open surgery. (Funded by Ethicon Endo-Surgery Europe and others; COLOR II jse stage.

ClinicalTrials.gov number, NCT00297791.)
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Figure 1. Flow of Patients in the ALaCaRT Trial

475 Patients randomized?

rectal resection

15 Hybrid surgery
6 Open surgery

238 Randomized to undergo laparoscopic

238 Underwent laparoscopic rectal
resection as randomized

21 Converted to open surgery

237 Randomized to undergo open
laparotomy and rectal resection
231 Underwent open laparotomy and
rectal resection as randomized
6 Did not undergo intervention
as randomized
5 Received laparoscopic surgery

y

1 Had a local, transanal excision
of the tumor®
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238 Included in primary analysis

235 Included in primary analysis

2 Excluded from analysis
1 Ineligible due to sigmoid tumor
being >15 cm from anal verge
1 Did not undergo protocol surgeryP
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Figure 2. Resection Rate for All Patients and Major Subgroups in the ALaCaRT Trial
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/ Dlsease—free Survival and Local Recurrence After
Laparoscopic-assisted Resection or Open

Resection for Rectal Cancer

The Australasian Laparoscopic Cancer of the Rectum Randomized
Clinical Trial

Results:

Sec. Conclusions:
ath
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Laparoscopic surgery for rectal cancefdid not differ significantly from open
_ ! surgery in effects on 2-year recurrence or Df d-0S—cemfrdence intervals
!n“ included potentially clinically important differences favoring open resection,
ste so that the combination of primary and secondary study endpoints may not
f::t support laparoscopic resection of rectal cancer as a routine standard of care

and further follow- up is reqwred
bas

(difference 0.9%; 95% ClI, —3 6% to 5. 4%)
To aroteAéoparta TG evlidpeong mopakorovOnong (2 étn) €deéov:

[Tooooto TOMIKWV VTOTPOTTWYV OTA 2 £T1): 5,4% Kot 3,1% ylo Ty
AQTTO(POCKOTIIKT] KOl TNV XVOLKTT| EKTOT OVTIOTOLYKX.

2€T1) €EAgV0epn vooov emiPiwon 80% kau 82% avtioTorya.
[Tooootd ocuvoAki¢ emiPiwong ota 2 €t 94% kot 92% ovtioTorya.

Ann Surg. 2019
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Figure. Flow of Patients Through the ACOSOG Z6051 Randomized Clinical Trial

( 486 Randomized

243 Randomized to undergo laparoscopic-
assisted rectal resection®®
240 Received intervention as
randomized
3 Did not receive intervention
as randomized
2 Withdrew consent
1 Site withdrew patient
due to noncompliance

243 Randomized to undergo open rectal
resection®c
225 Received intervention as
randomized
18 Did not receive intervention
as randomized
13 Withdrew consent
1 Improper cansent
2 Metastasis
1 Chose surveillance over
surgery
1 Refused open surgery

27 Underwent open resection due
to conversion
12 Unable to complete rectal
dissection safely
4 Locally advanced disease
discovered at surgery
4 Complication during surgery
4 Unable to complete anastomosis
safely
3 Adhesions

I

240 Included in primary analysis 222 Included in primary analysis

3 Randomized and underwent surgery
but excluded due to improper consent

JAMA 2015



Table 2. Surgical Success Outcomes

Laparoscopic

Resection Open Resection
(n = 240) (n=222) Difference (95% CI) P Value
Compaosite Outcome, No. (%)
IVI Total mesorectal excision complete
CRM =1 mm, DM(+) 1(0.4) 0
CRM =1 mm, DM(-) 16 (6.7) 14 (6.3)
CRM =1 mm, DM(+) 2(0.8) 3(1.4)
CRM =1 mm, DM(-) 156 (65.0) 164 (73.9)

Total mesorectal excision nearly
complete

CONCLUSIONS AND RELEVANCE Among patients with stage Il or lll rectal cancer, the use of
laparoscopic resection compared with open resectin

noninferiority for pathologic outcomes. Pending clinical oncologic outcomes, the findings do

not support the use of laparoscopic resection

in these patients.

dxo meet the criterion for

CRM >1 mm, DM(+)
CRM >1 mm, DM(-)

1(0.4)
12 (5.0)

0
9(4.1)

Percentage (95% CI)®

CRM =1 mm or distance = NA

87.9 (83.8t0 92.0)

02.3(6881t0958) -4.4(-9.8to0.98)

11°

Distal margin negative

Complete or nearly complete total
mesorectal excision

Successful resectiond
Modified intent to treat

Per protocol®

08.3 (9b./ to 99.05)
92.1 (88.7 to 05.5)

81.7 (76.8 to 86.6)
81.7 (76.5 to 86.9)

08.7 (96.5 to 99.95) -0.1 (-2.3to 2.5)
05.1(922t097.9) -3.0(-7.4t01.5)

86.9 (82.5t091.4) -5.3(-10.8 to =)"
86.9(82.5t0914) -53(-11.0to=)"
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Ann Surg. 2019 Apr;269(4):589-595. doi: 10.1097/SLA.0000000000003002.

Disease-free Survival and Local Recurrence for Laparoscopic Resection Compared With Open
Resection of Stage Il to lll Rectal Cancer: Follow-up Results of the ACOSOG 26051 Randomized
Controlled Trial.

Fleshman J' Branda ME2, Sargent DJ2 Boller AM* George VV® Abbas MA®, Peters WR Jr”, Maun DC8 Chang GJ2, Herline A9, Fichera A", Mutch MG12

Wexner SD13, Whiteford MH4, Marks J'°, Birnbaum E'®, Margolin DA, Larson DW'?, Marcello PW'8, Posner MC'®, Read TE'® Monson JRT?®, Wren
mzt Pisters F’WTQ, Nelson H'2.

RESULTS: The 2-year DFS was LAP 79.5% (95% confidence interval [Cl] 74.4-84.9) and OPEN 83.2% (95% CI 78.3-88.3). Local and
regional recurrence was 4.6% LAP and 4.5% OPEN. Distant recurrence was 14.6% LAP and 16.7% OPEN.Disease-free survival was
impacted by unsuccessful resection (hazard ratio [HR] 1.87, 95% Cl 1.21-2.91): composite of incomplete specimen (HR 1.65, 95% CI
0.85-3.18); positive circumferential resection margins (HR 2.31, 85% CI 1.40-3.79); positive distal margin (HR 2.53, 95% CI 1.30-3.77).

CONCLUSION: Laparoscopic assisted resection of rectal cancer wasagt found to be significantly differenPto OPEN resection of rectal cancer
based on the outcomes of DFS and recurrence.

To amoteAéopara tng evdidpeong mroupoakoAiovdnong (ota 2 étn) £8e1€av:

Ta mocoota eAev0epn ¢ vOsou emPiwonc: 79,5% kau 83,5% ylo tnv
AQUTPOCKOTIIKT] KOUL TNV 0(VOLKTI] EKTOWT) XVTIOTOLY.

Tomkn xou mepLoyikeg vmoTpomeS: 4,6% xau 4,5% ovriotoyo.
ATOHAKPUOHEVEG UTTOTPOTIEC 14,6% Kot 16,7% avTioToXA.
Ot dladbopeC deV TV CTATIOTIKA OT)LLOCVTIKEG.
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Ol 4 peydAeg HeAETEG 0TO KAPKIvwUa Tou 0pBov ntav
OMOLEC LE TIC €ENC HIKPEC LoD OPEC:

H peAetn COREAN fjtav i) peA€tn otnyv omoio ot
aoOeveic eiyory TOV HIKPOTEPO OEKTN LA(OG CWUATOC
(BMI).

Ot peAete¢ COREAN kot ACOSOG Z6051 giyory

ook Agioel xo0eVeig e KapKIvo U Tou amw opHou.

[ Tig Svo apyikd apvnrikeg peAeteg (ACOSOG Z6051
kot ALaCaRT) avapévovtal To amoteAeopoTa
Lok pOTPOBETINC OYKOAOYIKNC €K aonC.
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Discussion

PRINCIPLES OF SURGERY

Transanal Local Excision'

» Trea_t draining Iympl]atics by TME. )

the following principles:

» it islnot indicated for acute bowel

obstruction or perforation

cancer.

» Some studies have shown that laparoscopy is associated with similar
short- and long-term outcomes when compared to open surgery,2’3
whereas other studies have shown that laparoscopy is associated with
higher rates of circumferential margin positivity and incomplete TME.4.5
Therefore, Finimally invasive resection may be consideredl based on

» The surgeon should have|experience |performing minimally invasive
proctectomy with total mesorectal excision.

» It is|not indicated for locally advanced
high-risk circumferential margin based on staging. For these high-risk
tumors, open surgery is preferred.

disease with a threatened or

from

» Thorough hbdominal Ioratign is reggjlgue‘g_.m e oo seon o

=

required. Such an extended resection ( reconstruction) should involve nodes is not indicated. L EE !
» Extended lymph node resection is not indicated in the absence of

careful pre-operative planning and may require a multidisciplinary
team.

» Remove primary tumor with adequate circumferential and distal
margins.

clinically suspected nodes.

MNote: All recommendations are category 2A unless otherwise indicated.

Clinical Trials: HCCN believes that the best management of any patient with cancer is in a clinical trial. Participation in clinical trials is especially encouraged.
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Me TI¢ peEXpL TP ATOJEIEELS T) AATTOPOCKOTIIKI EKTOLT) OTO
KOPKIVWHX TTO(EOC EVTEPOU Kol TOU 0pOov pmopel va
Oswpeitol LlGodUVATN TOU AVOIKTOU XELPOUPYEIOU O€
EMIAEYHEVOUC 0oOEeVEIC, LLE TAEOVEKTNAXTO TNV TOUTEPT)
QVEPPWOT), TOV ALYyOTEPO TTOVO KL TNV HUKPOTEPT) OLEAPKELX
voomnAeiag.

Agev TTpEMEL VO UTTOPAAAOVTAU 0€ AXTTOPOCKOTIIKI] €KTOUN
acOevei¢ oTOUC OTTOIOVLC:

1) T XELPOUPYIKE OPLI GTNV TIPOEYYELPTTIKT 0TASLOTTOIN O
givorl SO UEVA N EMATEIAOVLEVL.

2) ‘Otav vtapyel emarelAovpevn aroppoaln n diarpnon.

3) Otav amouteital Aerropepnc Siepevvijon TG KOLALKC.
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