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solution was employed thronghout the operation, some two to
three pints being utilised.

On the following day the ratient's conditiop was much
improved ; the drainage-tabe w . replaced by a gauze plug on
the third day and the latter was .emoved on the fourth day.
On the second day after the operation pain in’the. right sige
of the chest was complained of and examination led to a
diagnosis of ¢ dry plearisy " at the right base and ! pneu-
monia” involving the left lower lobe; the chest was
strapped. The temperatare on the third day was 98° and the
pulse-rate was 84 per minute. From this date the témpera-
ture became irregular, varying from 97° to 102:8°, The
bowels were well opened on the third day and the patient
enjoyed a fish diet on the eizhth dav. An increasing area
of dalness hest and
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Gabriel WB,

Lymphatic spread in cancer of the rectum.
Br. J. Surg. 1935; 23 ; 395-413

Thirdly, the beneficial effect of the anti-coli serum and
bacillus coli vaccine which showed itself in an attempt to stop
the spread of the septic process to a great extent, and in the.
rapid recovery of the patient and rapid healing of the sinuses
after evacuation of the pus.

In conclusion, I must express my thanks to Mr. Ballance

for his kindness in allowing me to conduct the treatment of

the case and for permission to publish these notes.
St. Thomas's Hespital, R
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hysterectomy known as the Werthelm and the Krinig-
Worthelm,
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io the sone of upward spread ; (3) that the whole of the

Ivic mesocolon below the point where it crosses the
common iliac actery, together with a strip of peritoneum at
loast an inch wide on either side of it, must be cleared
away ; (4) that the group of lymph nodes situated over the
bifurcation of the common iliac artery are in all iostances
t be removed ; and lastly (5), that the perineal portion of the
operation should be carried out as widely as possible so
{hat the lateral and downward tones of spread may be
effectively extirpated.

the spread of cancer from the rectum

together with the left ovary aod tube. This baviog
been done, the pelvic mosocolon together with the adjacent
strip of peritoneam on eitber side of it is detached from the
hollow of the sacrum. By keepiog close 10 the anterior
! ; jsgue contalniog the lywph
d with the pelvic mweso-

ba is continued downwarda
cro-goocygeal articalation.
tion is then carried out
anterforly, by which teans the Lladder is detached as far as
the pmwhnd. Atteation is now paid to the separation
of the lal aspects of the roctum and it is hero thal great
care must be exercised to avold injuring the left ureter,
which adheres closely to the peritoneom as it skirts the wall
of the pelvis. When the ureter has been defined it should
be carefully freed as far as the base of the bladder. On the
right side the ureter need not be seen. The dissection is
then carried downwards on either side and the lateral
ligaments of the rectum are divided with scismsors, In these
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Infiltrované lymfaticka uzlina




Nadorové postizeni v mezorektu

Infiltrovana lymfatick4 uzlina

Lymfangioinvaze
Angioinvaze

Perineuralni invaze

Peri- et
intraneuralni invaze

Extranodélni nadoroveé
depositum s fibréznim
pouzdrem, bez
lymfatické tkané



Nadorové postizeni v mezorektu

Angioinvaze

Nadorové reziduum v tukové tkani

Infiltrovana lymfatick4 uzlina

Perineuralni invaze

Peri- et
intraneuralni invaze

Extranodélni nadoroveé
depositum s fibréznim
pouzdrem, bez
lymfatické tkané



Heald RJ, Husband EM, Ryall RD.

The mesorectum in rectal cancer surgery.
The clue to pelvic recurrence ?

BrJ Surg 1982; 69, 613 — 616

Tab.1 Onkologische Ergebnisse der randomisiert kontrollierten Studien mit und ohne TME

Studie, Jahr

| Mit TME

Studiendesign

Pra-RT vs. TME

Radiotherapie
(Gy)

25 (5x5)

Lokalrezidivrate
(%)

56vs. 109

Uberlebensrate
(%)

64,2vs.63,5

| Hollandische Studie 2007 [21]

| Sauer (CAO/ARO/AIO-94) 2004 [24]  Pra-RCT vs. Post-RCT 45vs.504 6vs.13 76vs.74

| Polnische Studie 2006 [9] Pra-RT vs. Pra-RCHT
| Ohne TME
| Uppsala 1990 [19] Pra-RT vs. Post-RT 25 (5x5) vs. 60 13vs.22 kKA.

| Stockholm 11990 (1] Pra RT vs. OP 25 (5x5) 14vs. 28 KA.

| Stockholm 11 1996 [3] Pra-RT vs. OP 25 (5X5) 10vs. 21 69,6 vs.60,6
SRCT 1997 [4, 10] Pra-RT vs.OP 25 (5x5) 11vs.27 58vs.48

TME totzle mesorektale Bxzision, OP Operation, RT Radiotherapie, RCHT Radiochemotherapie, k.A. keine Angzben, n.s. nicht signifikant.
*Nach 5 Jahren, ®nach 4 Jahren, 5in kurativer Absicht operiert

25(5%5)vs.504 | 9vs. 142 \ 67,2vs.66,2

Ulrich A, Weltz J, Biichler W. Chirurg 2009: 266-273



Heald RJ a spol. BrJ Surg 1982 69

» Ostra disekce

(,,fascia endopelvina,

Waldeyertv prostor,
Denonvilliersova fascie)

tzn. chirurgicky a onkologicky ,,Cista

,,noly plane*

resekce stfeva s nadorem,
regionalnimi lymfatickymi uzlinami a
perirektalni tukovou tkani

Peritoneum
1 Denonvilliersova fascie
Fascia recti propria




TME

alni v. kompletni
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TME — kontrola kvality

(ne konus)

Cylindricky tvar resekatu



TME — kontrola kvality
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Distale Absetzung mit Contour®-Stapler

Ventralni strana resekatu Kontrola kvality TEM s aplikaci barviva
Dorzalni strana s mezorektem German Rectal Cancer Study Group CAO/ARO/AIO -94 trial
Liersch T et al. Chirurg 2009 80 : 266-273



Distale Absetzung mit Contour®-Stapler
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,,Quality of surgery

Vztah mezi Uplnosti excize a onkologickym vysledkem
NP. West a spol. Lancet Oncol 2008 9
W.Hohenberger a spol. Colorectal Dis 2009 11
EL. Bokey a spol. Dis Colon Rectum 2003 46

|. grade —maly objem, trhliny pouzdra — fascia propria
Il. grade - stfedné objemna excize, nepravidelna, bez patrnych 1€zi pouzdra
I11. grade — mezorektum hladké, leskl¢, s intaktnim pouzdrem

Macroscopic evaluation of rectal cancer resection specimen: clinical significance of the pathologist in
quality control.

Nagtegaal ID a spol. J Clin Oncol 2002 20




Pooperacni opatfeni — tikoly pro chirurga

v~ Kontrola resekatu - celistvosti, kvality TEM

v Orientace resekatu , oznadeni

v MaFo

v"In vitro sentinelova uzlina ?






Impact of the introduction and training of total mesorectal excision on recurrence

and survival in rectal cancer in the
Kapiteijn E, Putter H, van Velde ChH et al. Br J Surg 2002

Nationwide quality assurance of rectal cancer treatment ( ).
Wibe A, Carlsen E, Dahl O. et al. Colorectal Dis 2006

Total mesorectal excision: a teaching and audited initiative of the

Ortiz, H. Cir Esp 2007

Audite teaching program for the treatment of rectal cancer in . results of the
first year.
Codina-Cazador A, Espin E, Bionda S et al. Cir Esp 2007

The
Pahlman L, Bohe M, Cedemark B et al. Br J Surg. 2008

Impact of surgical training programme on rectal cancer outcomes in
Martling A, Holm T, Rutquist LE et al. Br J Surg 2005



Ukoly...

Respektovat vrstvy a rozsahy — jsou garanci uplnosti resekce

NeporuSenost ,,obalii* a vylouceni diseminace nadorovych bun¢k béhem
operace — klicovy moment ziejme dilezitéjsi, nez sama vyska disekce
(centralniho podvazu)

Poucit se z dokumentace véetn¢ fotografovani - ,,feedback control*
N. Haboubi Colorectal Disease 2009 11




Tab.6 Empfohlenes Tumorregressions-Grading nach Dworak [54]

Regressionsgrad
Keine Regression

Uberwiegend Tumorgewebe mit Fibrose und/oder Vaskulo-
pathie

Uberwiegend fibrotischer Umbau mit wenigen Tumorzellen
oder Zellgruppen (einfach zu finden)

Sehr wenig (schwierig mikroskopisch zu findende) Tumorzellen
in fibrésem Gewebe mit oder ohne mukésem Inhalt

Keine Tumorzellen, nur Fibrose (komplette Regression)

Regressive Veranderungen
0%
1-25%

25-50%
>50%

100%




« Heald RJ, Husband EM, Ryall RD.

The mesorectum in rectal cancer surgery. The clue to pelvic recurrence ?
Br J Surg 1982; 69, 613 — 616

Standardizace operacni techniky

ZlepSeni vysledkli 1écby - pokles poctu pooperacnich komplikaci
- lokalnich recidiv

- zlepSeni preziti



Identifikace nalezu (vC€etné lokalizace!)
Nalezy nezavisle na 1écbe (a 1écbou neovlivnitelné)
Nalezy ovlivnitelné 1é¢bou ( NeoRT/CT)
Operace

Chirurgicky vysledek operacni leCby

Standardizované histopatologicke vySetieni véetné distalniho

a cirkumferen¢niho resek¢niho okraje, kvality excize mezorekta,

lymfatickeho Siteni, TRG

kontrola kvality chirurgické leCby
Dlouhodoby onkologicky vysledek



Lokalizace (makro)

Vzdalenost nddoru od oralniho a aboralniho resekéniho okraje
Kvalita mezorekta (klasifikace I-111) foto!

Distalni resekéni okraje

CRM (obvodove okraje) negativni - positivni

Hodnoceni nadoru — T véetné TRG ,,tumor regression grade*

NN

p(YP)TNM R,






Wibe A., Moller R, Norstein J et al.

A national strategic change in treatment policy for rectal cancer —

Implementation of total mesorectal excision as a routine treatment in
Norway. A national audit.

Dis Colon Rectum 2002; 45, 857 — 6
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High versus low ligation of the inferior mesenteric artery in rectal cancer
P.Surtees a spol. Br J Surg 1990 77

,, Low* tie /ARS) v. ,.high*tie (IMA) -
odstranéni dalSich 1-2 cm arterie a ziskani
nékolik dalSich uzlin — v ptipad¢
pozitivity spiSe prukaz diseminace...
L.Pahlman Colorectal Disease 2009, 11

EBM - Efektivita vysokého podvazu resp. ,,clearance* podél AMI nebyla
dostatecné¢ ani plivodnimi, ani jinymi studiemi prokazana



30 — 40 % nemocnych s karcinomem rekta ma mts postizeni uzlin
v mezorektu, 10 —25 % v lateralnich panevnich uzlinach

Standardni operace — resekce rekta + TME (vertikalni lymfadenektomie)
Rozsifena lymfadenektomie — lateralni

Japanese Research Society for Cancer of the Colon and Rectum

Extended lymphadenectomy versus conventional surgery for rectal cancer:
a meta-analysis P.Georgiou a spol. Lancet Oncol 2009 10

20 studii 1984 — 2009 5502 operovanych ~ 2577 EL 2925 non-EL
Kriteria: perioperac¢ni vysledky 5-leté preziti recidivy

Bez rozdilu ve sledovanych kriteriich rozsifena lymfadenektomie

neni oduvodnéna



