Other Laparoscopic Gastrectomies for EGC

Laparoscopic distal, proximal, and total gastrectomies
are performed according to the location of the tumor, as
with open surgery. Laparoscopic proximal and total gas-
trectomies are indicated for EGC located at the upper
stomach [49-53]. In both of these procedures, how to
make reconstruction laparoscopically is a problem. Fur-
thermore, to preserve the function of the gastric remnant
after gastrectomy, a laparoscopic pylorus-preserving gas-
trectomy without injuring vagal nerves such as the py-
loric or hepatic branch was tried [54].

Advanced Gastric Cancer

D2 lymph node dissection in which the lymph nodes
in the first (perigastric) and second (along the celiac artery
and its branches) tiers are dissected is widely accepted in
Japan for the treatment of advanced gastric cancer. A
study of Japanese experience found that 30-40% of pa-
tients with metastasis in even second-tier lymph nodes
who underwent D2 lymph node dissection have survived
more than 5 years [55]. However, surgeons in the USA
and other Western countries rarely perform extensive
prophylactic lymphadenectomy, because two European
randomized trials (RCT) showed no survival advantage
of D2 over D1. Since these trials also compared D1 and
D2 and showed high operative mortality in the latter — ex-
ceeding 10% - the British NHS Cancer Guidance offi-
cially discourages the use of D2 in clinical practice [56,
571

According to the JSES survey, Di+a lymph node dis-
section was performed in 67% and D2 lymph node dis-
section in 23% of LADGs for gastric cancer in Japan.
Several investigators reported low mortality and morbid-
ity in laparoscopic D2 lymph node dissection [58-60].
More recently, RCT by Huscher et al. [48] demonstrated
the feasibility and safety of laparoscopic subtotal gastrec-
tomy with D2 lymph node dissection for advanced gastric
cancer. However, laparoscopic D2 lymph node dissection
requires a learning curve, as does conventional open sur-
gery. To establish the acceptability of laparoscopic gas-
trectomy with D2 lymph node dissection against ad-
vanced gastric cancers, safe techniques and new instru-
ments must be developed.

116 Dig Dis 2005;23:113-118

Future Aspects

To establish laparoscopic surgery as a standard treat-
ment for gastric cancer, several issues must be resolved.
The first is the prevalence of standard techniques, and the
development of education and training systems is impor-
tant. Recently, several training machines and animal
training centers for getting better laparoscopic techniques
have been developed. In addition, the JSES has started
to design a Board Certification Examination for laparo-
scopic procedures. Thus, with the aim of popularizing
laparoscopic surgery, education and training in standard
laparoscopic techniques continue to develop.

The second issue is the evaluation of long-term out-
come of laparoscopic gastrectomy for gastric cancer.
Since laparoscopic gastrectomy for gastric cancer has
been shown to be potentially superior in short-term out-
come to open surgery, multicenter, large-scale random-
ized trials are required in order to establish laparoscopic
gastrectomy not only for EGC but also for advanced gas-
tric cancer.

Third, the oncological aspects of the influence of CO,
pneumoperitoneum should be elucidated. So far, the ef-
fects of CO, pneumoperitoneum on cancer growth and
progression, including lymph node metastasis and both
hematogenous and peritoneal dissemination, have been
reported in animal models [61-63]. CO, pneumoperito-
neum in laparoscopic surgery has been reported to be in-
ferior to laparotomy in open surgery regarding the activa-
tion of the spread of cancers except liver metastasis [64].
To better evaluate the oncological aspects of laparoscop-
ic surgery, further examination of the effects of CO, pneu-
moperitoneum on cancer progression are needed. -

Thus, laparoscopic surgeons have to design and imple-
ment education and training systems for standard lapa-
roscopic procedures, evaluate clinical outcomes by mul-
ticentric RCT studies, and clarify the oncological aspects
in basic studies. Laparoscopic surgeons expect that lapa-
roscopic gastrectomy with minimal invasiveness will be-
come a worldwide standard procedure for the treatment
of gastric cancer.

Etoh/Shiraishi/Kitano
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ORIGINAL ARTICLE

Safety of Laparoscopic Intracorporeal Rectal Transection
With Double-Stapling Technique Anastomosis

Seiichiro Yamamoto, MD, PhD, Shin Fujita, MD, PhD,
Takayuki Akasu, MD, PhD, and Yoshihiro Moriya, MD, PhD

Abstract: To assess the feasibility and analyze the short-term out-
comes of laparoscopic intracorporeal rectal transection with double-
stapling technique anastomosis, a review was performed of a prospective
registry of 67 patients who underwent laparoscopic sigmoidectomy and
anterior resection with intracorporeal rectal transection and double-
stapling technique anastomosis between July 2001 and January 2004.
Patients were divided into 3 groups: sigmoid colon/rectosigmoid car-
cinoma, upper rectal carcinoma, and middle/lower rectal carcinoma.
A comparison was made of the short-term outcomes among the
groups. The number of cartridges required in bowel transection was
significantly increased in patients with middle/lower rectal carcinoma,
and significant differences were observed in the length of the first
stapler cartridge fired for rectal transection. Furthermore, mean op-
erative time and blood loss were also significantly greater in the
middle/lower rectum group; however, complication rates and post-
operative course were similar among the 3 groups. No anastomotic
leakage was observed. Laparoscopic intracorporeal rectal transection
with double-stapling technique anastomosis can be performed safely
without increased morbidity or mortality.

Key Words: laparoscopic low anterior resection, rectal transection,
double-stapling technique, complication, colorectal carcinoma

(Surg Laparosc Endosc Percutan Tech 2005;15:70-74)

ore than 10 years have passed since the first report of

laparoscopic colectomy by Jacobs et al' in 1991. With
regard to long-term oncological safety, which is the most im-
portant concern for laparoscopic surgery (LS) for malignan-
cies, there have been no reports indicating that LS is inferior to
conventional open surgery (0S).2”> On the other hand, because
LS requires surgical techniques that are different from those of
08, even a surgeon with considerable experience in OS cannot
readily perform LS.

In particular, LS for rectal carcinoma is very difficult
surgery from a technical standpoint, and consequently many

randomized, controlled trials have excluded patients with

middle/lower rectal carcinoma. This is because of concerns
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over the safety of the procedure, ie, the risk of complications
associated with the laparoscopic procedure and the risk of
tumor cell spillage because of traumatic manipulation of the
tumor. Previous studies have reported an anastomotic leakage
rate of 5.7% to 21% in patients who underwent laparoscopic
low anterior resection (Lap-LAR), and some authors have
recommended a covering ileostomy as a routine in Lap-LAR
cases.5'? It remains uncertain which cases of recta carcinoma
are appropriate for laparoscopic surgery. )

Since our first laparoscopic colectomy for colorectal
carcinoma in 1993, approximately 280 laparoscopic resections
for colorectal malignancies have been carried out at our in-
stitution. Most of our early experience was confined to early
(Tis or T1) colorectal cancer located at the cecum, ascending
colon, sigmoid colon, or rectosigmoid due to technical prob-
lems and concerns regarding port site and peritoneal recur-
rences. In June 2001, we unified our surgical and postoperative
management procedures and expanded our indications for
laparoscopic colectomy to include advanced colorectal cancers
(ie, T2 lesions and beyond) located anywhere in the colon
and/or rectum.

In 1980, Knight and Griffen!® described the double-
stapling technique (DST), which offered great advantages in
that it permitted low rectal anastomoses to be performed with
great ease. The aim of the present study was to assess the
feasibility and analyze the short-term outcomes of laparo-
scopic intracorporeal rectal transection with DST anastomosis,
one of the most demanding and stressful techniques in lapa-
roscopic colorectal surgery, in selected patients with sigmoid
colon and rectal carcinoma, who all underwent LS at our
hospital after June 2001.

PATIENTS AND METHODS

Patients »

At the Division of Colorectal Surgery of the National
Cancer Center Hospital in Japan, 156 nonrandomized consec-
utive patients underwent laparoscopic colorectal resections
between July 2001 and January 2004. During this period, 67
patients were treated by laparoscopic sigmoidectomy and an-
terior resection with DST anastomosis. Because the safety of
LS in cancer patients remains to be established, candidates for
laparoscopic surgery were patients who were preoperatively
diagnosed with T1 or T2, Additionally, LS cases also included
patients with sigmoid colon or upper rectal carcinoma who
were preoperatively diagnosed with T3 but wished to undergo
LS, as well as those for which palliative resection was
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considered necessary. Exclusion criteria for LS were tumors
larger than 6 cm, a history of extensive adhesions, severe
obesity (body mass index >32 kg/m?), intestinal obstruction,
and refusal to undergo LS. The preoperative workup consisted
of a clinical investigation, barlum enema, total colonoscopy,
chest x-ray, abdominal ultrasonography, and computed
tomography.

LS was contraindicated for patients with preoperative
diagnoses.of T3 and T4 tumors in the middle and lower rectum
because, with the current instrumentation, it was difficult to

perform laparoscopic procedures without grasping and manip- -

ulating the bowel or mesorectum near the tumor; our concern
was that this would result in accidental tumor spillage. Further-
more, lateral lymph node dissection combined with total
mesorectal excision remains the standard surgical procedure
for patients with T3 and T4 lower rectal carcinoma in Japan,
and lateral lymph node dissection by laparoscopy is still an
unexplored frontier.'*'® As a result, some patients were found
to have T3 cancer only after histopathological examination of

the surgical specimens. Preoperative or postoperative radiation -

‘therapy was not performed in this series because of the low
local recurrence rate in patients with T1-T3 lower rectal
carcinoma without preoperative radiation.'4!6

Patients were divided into 3 groups: sigmoid colon/recto-
sigmoid catcinoma, upper rectal carcinoma, and middle/lower
rectal carcinoma. For the patients with rectal carcinoma, a
primary rectal carcinoma was defined according to its distance
from the anal verge as determined by colonoscopy. The tumors
were grouped into lower rectum (0-7 cm), middle rectum
(7.1-12 cm), and upper rectum (12.1-17 em). We combined
patients with middle and lower rectal carcinoma as a group
because laparoscopic techniques for rectal transection and
DST anastomosis were almost same: anastomosis located
below peritoneal reflection.” Patients with lesions located
within 2 cm of the dentate line who undérwent laparoscopic
intersphincteric rectal resection and hand-sewn coloanal anas-
tomosis were excluded from the present study. This surgical
technique has been described previously.!” Conversion to open
surgery was defined as any incision greater than 7 cm, ex-

cluding cases in which the incision was enlarged due to a large

specimen size that could not be removed with a 7-cm incision.

Laparoscopic Technique

Laparoscopic resection techniques have previously been
described, with minor modifications.”'” Initial port placement
was performed using the open technique, and pneumoperito-
neum was induced using carbon dioxide. Two 5-mm ports
were then inserted in the left lower midabdominal and the left

- lower quadrant regions, and 2 other 12-mm ports were inserted
in the mid-lower and the right midabdominal regions under
laparoscopic guidance.

The left colon was initially mobilized laterally to medi-
ally until the left ureter and superior hypogastric nerve plexus
were identified. The mobilization of splenic flexure was per-
formed if necessary. Usually, Japanese patients have a long
sigmoid colon, and if the surgeon preserves 1 or 2 arcades of

marginal vessels of sigmoid colon by division of sigmoidal

arteries between superior rectal artery and marginal vessels,
mobilization of splenic flexure becomes unnecessary; thus,

© 2005 Lippincott Williams & Wilkins

splenic mobilization was performed in only about 20% of our
patients. Then, a window ‘was made between the mesocolon

- containing the arch of the inferior mesenteric vessels and the

superior hypogastric nerve plexus, starting at the bifurcation,
with support from an assistant holding the sigmoid mesocolon
ventrally ‘under traction and to the left using a 5-mm bowel
grasper through the left lower quadrant port. After the dis-
section, proceeding to the origin of inferior mesenteric artery,
taking care not to injure the superior hypogastric nerve plexus
and the roots of the sympathetic nerves, intracorporeal high
ligation of the inferior mesenteric artery was performed. After
cutting the inferior mesenteric vein and left colic artery, mobi-
lization of the rectum and mesorectum was performed. The

. avascular plane between the intact mesorectum anteriorly and

the superior hypogastric nerve plexus, right and left hypo-
gastric nerves, and Waldeyer fascia posteriorly was entered by
sharp dissection and extended down to the level of the levator
muscle for middle and lower rectal carcinomas, taking care to
protect the pelvic nerves. For proximal sigmoid colon car-
cinoma, the mesentery at the promontory was excised rou-
tinely using ultrasonic shears (laparoscopic coagulating shears
[LCS], Ethicon Endo-Surgery Inc, Cincinnati, OH) or an
endolinear stapler (Endo GIA Universal, Tyco Healthcare,
Auto Suture Co, US Surgical Corp, Norwalk, CT). For recto-
sigmoidal and upper rectal lesions, mesorectal tissue extend-
ing down to 5 cm below the tumor was excised routinely using
LCS. Middle and lower rectal tumors were treated by total
mesorectal excision. Immediately before rectal transection,
laparoscopic rectal clamping was performed just above the
anticipated point of rectal transection, using a bowel clamping
device (Fig. 1) introduced through the 12-mm mid-lower port.
A distinct advantage of this device is that the bowel clamp at
the head of the device can be easily bent intraabdominally
without reducing the grasping strength. Rectal washout was
performed routinely using 1000 mL of a 5% povidone-iodine
solution. Rectal transection was then performed by a multiple-
firing technique, using Endo GIA Universal staples, intro-
duced through the 12-mm right midabdominal port.'® If the
rectal transection was not completed after the first cartridge,
the stapler line for the second cartridge was carefully posi-
tioned on the anal side stapler line of the first cartridge. The
third and fourth firings were performed in the same way. A
4- to 5-cm incision was then made over the mid-lower 12-mm
port site, and the bowel was exteriorized under wound protec-
tion and divided with appropriate proximal clearance. After
inserting the anvil head of the circular stapler into the end of
the proximal colon, the proximal colon was internalized and
the incision was closed. Intracorporeal anastomosis under a
laparoscopic view was performed by means of the DST, using
a circular stapler (ECS 29 or 33 mm, Ethicon Endo-Surgery
Inc). After the insertion of the body of the circular stapler into
the anus, the puncturing cone was pushed through the mid-
point of the linear staple line. In patients in whom 2 or more
linear stapler cartridges were used for rectal transection, the
puncturing cone was pushed near the crossing point of the first
and second stapler lines.

The anastomotic air leakage test was performed if the
“doughnuts” were incomplete. Patients with a low anastomo-
sis within 1 cm from the dentate line and incomplete doughnuts
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FIGURE 1. Bowel clamping device. A distinct advantage of this
device is that the bowel! clamp at the head of the device can be
easily bent intraabdominally without reducing the grasping
strength. '

underwent a covering ileostomy. However, the decision to
perform a protective ileostomy in this series was based on
much looser criteria than those used in OS to avoid major
anastomosis complications that could lead to a permanent
stoma or a fatal outcome, especially in the early LS cases of
lower rectal carcinoma.

Study Parameters

The parameters analyzed included gender, age, body
mass index, prior abdominal surgery, operative time, operative
blood loss, number of stapler cartridges fired and the length of
the first stapler cartridge for rectal transection, conversion rate,
days to resume diet, length of postoperative hospital stay, and
both intraoperative and postoperative complications within 30
days of surgery. Pathologic staging was performed according
to Duke’s stage. '

Statistical Analysis

Statistical analysis was performed using the x* test,
Kruskal-Wallis test with Bonferroni correction, and repeated-
measure analysis of variance (ANOVA) with the Scheffe
method when appropriate. A P value of <0.05 was considered
significant.

72

RESULTS

The patient demographics are summarized in Table 1.
No significant differences were observed in baseline character-

- istics among the 3 groups. In the middle/lower rectum group,

anastomosis was performed <3 cm from the dentate line in
7 patients and >3 cm but below the peritoneal reflection in 3
patients. We performed an anastomotic air leakage test in 2
patients with lower rectal carcinoma and did not find any sign
of air leakage; however, both patients underwent a protective
ileostomy, Overall, a protective ileostomy was required in 4
patients, and a transverse coloplasty pouch was created in 1
patient.

The number of patients in relation to the number of

stapler cartridges used for rectal transection in each group is

shown in Table 2. The number of cartridges required during
bowel transection was significantly increased in patients with
middle/lower rectal carcinomas compared with the other groups.
Similarly, significant differences were observed in the length
of the first stapler cartridge fired for rectal transection (Table 3).
In patients with middle/lower rectal carcinomas, the length of
the first stapler cartridge was 45 or 30 mm, and it was 45 or 60
mm for proximal lesions.

Operative and postoperative results are shown in Table
4. Mean operative time and blood loss were significantly
greater in the middle/lower rectum group. All the operations
were completed laparoscopically. We did not experience any
accidental intestinal perforations at or near the tumor site.
Liquid and solid food was started at a median of 1 and 3
postoperative days in all groups. The median length of post-
operative hospitalization was 8-9 days. No significant differ-
ences were observed in the postoperative course among the 3
groups. All patients were discharged home.

The postoperative complications are listed in Table 5.
There were no perioperative mortality and no anastomotic
leakage. Reoperation of a laparoscopic division of an adhesive
band for a postoperative small bowel obstruction was nec-
essary in 1 patient with sigmoid colon carcinoma. No signif-
icant differences were observed in complication rates among
the 3 groups.

TABLE 1. Patient’s Characteristics*

Sigmoid
Colon/ Middle/Lower
Rectosigmoid Upper Rectum Rectum
No. of patients 36 221 10
Sex ratio
(male:female) 22:14 10:11 8:2
Age (V) 59 (30-79) 59 (37-73) 60 (47-76)
Body mass index i
(kg/m?) 23.5 (18.9-29.0) 24.1 (17.5-32.4) 23.8 (19.5-26.4)
Prior abdominal ‘
surgery (%) 6 (17) 5(24) 5(50)
Duke’s stage
A 27 16 7
B 1 0 0
C 7 3 3
D 1 2 0

*Values are means (range), P > 0.05.

‘© 2005 Lippincott Williams & Wilkins
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TABLE 2. Number of Patients in Relation to the Number of
Stapler Cartridges Fired for Rectal Transection* i

No. of
Stapler Cartridges Sigmoid Upper  Middle/Lower
Fired Colon/Rectosigmoid?  Rectumnt Rectom
1 25 8 0
2 9 12 2
3 2 1 6
4 ) 0 0 2

*P < 0.01 between groups, Kruskal-Wallis test.
TP < 0.01 versus middle, lower rectum/Boneferroni test.

~

DISCUSSION
' In the present study, shori-term outcomes were com-
pared among different tumor sites in patients who underwent
laparoscopic intracorporeal rectal transection with double-
stapling technique anastomosis. The closer the tumor site was
to the anus, the more the number of stapler cartridges needed
for rectal transection increased and the use of a longer Endo

GIA Universal stapler cartridge was significantly restricted,

suggesting that rectal transection for Lap-LAR in patients with
middle/lower rectal carcinomas may be a difficult and stressful
procedure. In the present study, however, the complication rate
did not increase despite lower anastomotic sites. With thor-
ough and careful intracorporeal rectal transection and DST
anastomosis, the safety of Lap-LAR may be established.
Minimum invasiveness is often noted as one of the
merits of LS in comparison with OS for colorectal cancer.!9-2
But even recently, some studies have reported that minimal or
no short-term benefits were found with LS compared with
standard OS.2*?® Reviewing these reports raises a question
about the conversion rate. Even granting that LS has a lower
surgical invasiveness than OS, there is a possibility that the
treatment outcomes.of LS will be contaminated by the treat-
ment outcomes of OS, when the conversion cases are included
in the LS group, based on the intention-to-treat principle. In
the study by Weeks et al,® who reported a conversion rate of
25%, LS showed only minimal short-term quality-of-life ben-
efits compared with OS in an intention-to-treat analysis, prob-
ably due to the high conversion rate. Moreover, they pointed
out that patients assigned to laparoscopy-assisted colectomy
who required intraoperative conversion to open colectomy had
slightly poorer quality-of-life outcomes than patients who

TABLE 4. Operative and Postoperative Results
* Sigmoid
Colon/Rectosigmoid

Upper
Rectum

Middle/Lower
Rectum

Operative time,*

min (range)- 221 (135-348)t 244 (190-328)% 315 (190-392)
Blood loss,* mL

(range) 29 (6-161)t 24 (10-198)t 124 (17-265)
Conversion 0 0 0
Liquid intake, )

d (range) 1(1-4) 1(1-3) 1(D)
Solid food, )

d (range) 3(2-5) 334 3(2-4)
Hospital stay,

d (range) 8 (7-12) 8 (7-11) 9 (7-17)

*P < 0.01 between groups, repeated-measure analysis of variance.
1P < 0.01 versus middle/lower rectum, Scheffe test,
$P < 0.05 middle/lower rectum, Scheffe test.

successfully underwent minimally invasive resection, and that
the length of postoperative hospital stay in the LS group re-
quiring conversion was longer than that in patients assigned to
OS (7.4 vs. 6.4 days), although statistical analysis was not
performed regarding these points. If the conversion patients
did not show a worse outcome than those undergoing OS,
patients who might benefit from LS should be considered as
candidates for LS. Further studies are necessary to evaluate
postoperative and oncological outcomes of patients assigned
to laparoscopy-assisted colectomy who then require intra-
operative conversion.

The results of the current study suggested that laparo-
scopic approaches to middle/lower rectal carcinoma do not
compromise early postoperative recovery, such as days to oral
feeding and length of hospitalization. Previous studies reported
an anastomotic leakage rate of 5.7% to 21% in patients
undergoing Lap-LAR.*'* Some authors have recommended
a -covering ileostomy as a routine step in Lap-LAR.%'%?’
At present, patients with a preoperative diagnosis of T1-T2,
middle/lower rectal carcinoma are required to decide whether
they prefer to undergo OS or LS, after being given full in-
formation at our institution.

TABLE 5. Morbidity and Mortality*

Sigmoid .
Colon/ Upper- Middle/Lower
" Rectosigmoid Rectum Rectum
TABLE 3. Length of the First Stapler Cartridge Fired for x"r“:”f}' 0 0 0
Rectal Transection® obidiy
Length of the Wound sepsis 2 1 0
First Stapler Sigmoid Upper Middle/Lower BO_WCI obstruction I 0 1
Cartridge (mm)  Colon/Rectosigmoid?  Rectumf Rectum Urinary tract infection 1 0 0
60 34 16 0 Abscess 0 0 1
45 9 5 7 Neurogenic bladder 0 1 0
39 0 0 3 Anastomotic leakage 0 0 0
Total 4 2 2
*P < 0.01 between groups, Kruskal-Wallis test.
TP < 0.01 versus middle/lower rectum, Boneferroni test. *P > 0.05.
© 2005 Lippincot: Williams & Wilkins 73
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In this study, the authors evaluated the safety of laparo-
scopic rectal transection using an endolinear stapler, which is
one of the most technically difficult procedures in Lap-LAR.
To date, we have not observed serious complications, such as
anastomotic leakage. However, this surgical procedure remains
~ technically difficult. We consider that this method should not
be attempted if it is not performed by a laparoscopic surgical
team with sufficient experience in LS. Regarding a surgical
procedure that can be placed between OS and Lap-LAR,
Vithiananthan et al?® reported a hybrid method. In their pro-
cedure, they mobilized the lefi-sided colon and completed
high ligation of the inferior mesenteric vessels with the use of
the pneumoperitoneum, and then, from the inferior midline
incision measuring 8 cm or longer, they performed rectal
mobilization, mesorectal division, rectal transection, and anas-
tomosis by DST using the OS tools. They noted that the mean

incision length was 11.1 cm, which is longer than in Lap-LAR’

- but shorter than in OS and that the patients treated with this
method showed a significantly faster postoperative recovery
than those treated with OS. Hand-assisted laparoscopic sur-
gery may also be another treatment option.” However, com-
pared with the standard Lap-LAR technique evaluated in this

study, both of these methods may need a larger incision. With _

the surgeon’s proficiency in the surgical procedure and the
improvement in and development of instruments, the safety of
standard Lap-LAR will probably be established; however, it is
important to remember that this surgical technique cannot be
employed at an early stage of the learmng curve of laparo-
scopic surgery.

In conclusion, the findings of the present study demon-
strate that laparoscopic intracorporeal rectal transection with
DST anastomosis can be performed safely without increased
morbidity or mortality. Even at present, there are few pro-
spective, randomized trials investigating the shori-term and
oncological outcomes in patients with middle/lower rectal
carcinoma, perhaps mainly because Lap-LAR has not been

‘widely performed compared with LS for colon/upper rectal -

carcinoma due to the technical difficulties. The radical resec-
tion of middle/lower rectal cancers is a procedure that requires
advanced technical skills in OS, to say nothing of Lap-LAR;
however, we believe that use of Lap-LAR for middle/lower
rectal carcinorma will expand with improvements in technology
and surgeons’ experience in the near future.
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