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Introduction 

•  Over the past 2 decades the role of TME in the management of 
rectal cancer has been well established. 

–  Involves sharp pelvic dissection & preservation of the fascia propria of 
the rectum 

–  The rectum, its blood supply and draining lymph nodes are contained 
within this tissue envelope 

–  This is associated with decreased local recurrence and improved patient 
outcomes 

 



Introduction 

•  Are similar surgical principles are important in the management of 
colon cancer? 

•  Concept of complete mesocolic excision (CME) 

 

 



•  Hypothesized that removal of an intact mesocolon may be 
associated with improved outcomes after resection of colon cancer 

•  Retrospective review of all colon cancer resections at Leeds 
General Infirmary between 1997 and 2002 

•  Standard practice to photograph all fixed surgical specimens before 
serial slicing 

   

 

West et al. Lancer Oncology 2008;9:857-65 



•  The quality of the mesocolic specimen was graded based on a 
system developed for the MRC Classic trial 

   

 



Results 

•  521 resections performed 
–  122 lacked adequate photographs 

•  399 specimens were included  
–  338 patients treated with curative intent  
–  61 treated with palliative intent 
–  No patients were treated with high vascular ligation 

 



Results 

 

Inter-observer 
Agreement 85% 



Results 

•  The quality of surgery was higher for patients treated with curative 
intent 

•  The median lymph node harvest was 14.5 
–  This did not differ according to the plane of surgery 

•  Cross sectional tissue area was greater for mesocolic plane surgery 
compared to muscualris propria plane and intra-mesocolic plane 
surgery 

 



Results: all patients 

Factors associated with overall survival 



Results: patients with stage III disease 

Factors associated with overall survival 



Conclusions 

•  Authors suggest that high quality colon cancer surgery involves 
dissection in the mesocolic plane 
–  Produces an intact peritoneal-lined mesentary and a smooth fascial-

lined surface that contains the primary tumor, its blood supply and 
lymphatics  

–  Surgical disruption of this plane risks tumor spillage 

•  This is associated with a survival benefit in patients with stage III 
disease 

•  The optimal extent of mesenteric resection remains unclear 
–  Conflicting results associated with radical excision may reflect non-

standardized surgical technique (non CME surgery)  

 



•  Describe their series of 1438 patients who underwent R0 resections 
for colon cancer at a single institution from 1978-2002 

•  Compared outcomes for 3 time frames 
–  1978-1984 
–  1985-1994 
–  1995-2002 

 

Hohenberger et al. Colorectal Diseases 2009;11:354 



Methods 

•  Right hemicolectomy involved 
–  Kocherization of the duodenum division of vessels on the SMV and 

SMA 
 



Methods 

•  Resection of left sided tumors involved  
–  Mobilization of the splenic flexure 
–  Division of the IMV at the inferior border of the pancreas 
–  Division of the IMA on the aorta 

 



Results 



Results 



Results 

•  Median lymph node harvest 32 nodes (2-169) 
•  Recurrence 
 

Provide no data  
on distant mets 



Results 

5-year cancer  
related survival  Multivariate analysis 



Results 

Stage 5-year relative survival 

I 93% 
IIA 85% 
IIB 72% 
IIIA 83% 
IIIB 64% 
IIIC 44% 
IV 8% 



Conclusions 

•  Data suggest that there may be a survival benefit associated with 
this CME & CVL 
–  Very few patients received adjuvant chemotherapy 

•  Difficult to generalize based on a single institution study 

•  There are no data that prospectively compare CME/CVL approach 
with traditional excision 

 

 



•  Sought to examine the potential benefit of central vascular ligation at 
the time of complete mesocolic excision (CME) in patients with colon 
cancer 

 

West et al. Journal of Clinical Oncology 2010;28:272 



Methods 

•  Included patients treated at 2 institutions  
–  49 from Erlangen, Germany prospectively enrolled from 2007-2008 
–  Open resections by 9 surgeons 
–  CME with CVL is the established approach 

–  40 patients from Leeds, England, 25 prospectively enrolled in 2008 and 
15 retrospectively identified from 1999-2003 

–  Open and laparoscopic cases by 10 surgeons 
–  CME and CVL not practiced 

 



Methods 

•  Specimen photographs were examined  

•  Outcomes were compared 
–  Grade of surgical plane 
–  Tissue morphometry 
–  Lymph node harvest 

 



Results 

•  Demographic and tumor factors were similar among patients from 
the two hospitals except: 
–  German cohort tumors more likely to be poorly differentiated 
–  Leeds cohort included more right hemicolectomy specimens 

 



Results: lymph nodes 



Results: grade of surgery 



Results: tissue morphometry 



Conclusions 

•  CME and CVL is associated with excision of more mesentary 
compared to standard excisions 

•  This may explain the proposed survival benefit associated with this 
surgical technique 

 



What do these studies mean? 

•  CME and CVL are separate concepts 

•  There it not enough evidence to support incorporation of CME with 
CVL into routine practice 
–  What are the risks? 

•  CME alone deserves consideration 
–  Likely can be easily performed and taught to residents 
–  Little risk and may be potential benefit 

•  Further research is needed to define the role of these surgical 
approaches 

 



CME, CVL and laparoscopic colectomy 


