
Local Excision of Rectal Cancer
Techniques and Outcomes

Manoj J. Raval, MD, MSc, FRCSC
Clinical Assistant Professor, UBC

Rectal Cancer Update 2008
October 25, 2008



Overview

• Techniques & Description
• Patient Selection

– Patient factors
– Disease factors
– Preop staging

• Oncologic Results vs. Radical Surgery
• Role of Adjuvant Therapy
• Salvage Therapy for Recurrence



Techniques

• Polypectomy
• Endoscopic Mucosal Resection (EMR)
• Conventional Transanal Resection
• Transanal Endoscopic Microsurgery 

(TEM)
• Kraske
• York-Mason



Posterior Approaches

• Kraske (Transsacral resection)
– Prone jackknife
– Incision 2-10 cm from anal verge posterior 

midline
– Dissect down to and divide anococcygeal

ligament
– Resect coccyx and lower 2 segments sacrum
– Divide Waldeyer’s fascia
– Sleeve resection or proctomy/resection with 1 cm 

margin
– 20% fecal fistula



Posterior Approaches

• York-Mason (Transsphincteric resection)
– Prone jackknife
– Transect entire sphincter complex incl

puborectalis, tag components to resuture
– Sleeve resection or proctotomy/resection 
– Reconstitute sphincter
– Incontinence/fecal fistula



Polypectomy/EMR

• For benign lesions
• Tattoo suspicious lesions



Transanal Excision

• Lithotomy for posterior lesions, prone for 
anterior

• Good lighting (headlight, lighted retractor)
• Cautery score 1 cm margin
• Full thickness rectal wall excision (careful 

anteriorly)
• Babcock prolapse for more proximal lesions
• Pin & orient lesion
• Palpate mesorectal fat for nodes
• Suture closed



Transanal Endoscopic
Microsurgery (TEM)



TEM

• Described in 1984 (Buess et al.)
• 40mm operating insufflating proctoscope
• Lesions from 5-25 cm
• Full thickness resection (may include 

nodes)
• 1 cm margin
• Suture closure or left open
• Home next day



TEM

• Not widely available
• Technically challenging
• Time consuming
• Expensive



TEM



When to Consider
Local Excision?

• Aim for cure
• Early (T1, T2?)
• Lymph node involvement
• High risk pathologic features
• Technically possible (height, size/

% circumference)
• Patient at high risk for radical resection
• Palliative



Why do Local Excision?

• Sphincter preservation (even very low 
rectal cancers)

• Minimal mortality/morbidity
• Minimal hospital stay/recovery
• No risk of genitourinary dysfunction



Keep in mind…

• Kapitejn et al. Preoperative radiotherapy 
combined with total mesorectal excision 
for resectable rectal cancer. NEJM 2001.

• T1-2, N0 lesions: 0.7% recurrence rate



Patient Selection

• Find Stage I cancers
• Preoperative Staging

– Clinical examination (DRE)
• 70% accuracy T-stage, 50% N-stage

– ERUS
• 90% T-stage, 80% N-stage

– MRI
• 80-90% T-stage, 70% N-stage

– CT
• Local invasion, distant mets



Patient Selection

• T-stage vs. nodal status
– T1: 0-12% +nodes
– T2: 12-28%
– T3: 49-79%

• Tumour grade:
– 14% +nodes if well- or moderately-

differentiated T1/2
– 30% +nodes if poorly differentiated



Patient Selection

• Lymphovascular/Perineural Invasion
– 14-17% if no LVPI
– 33% if +LVPI

• Blumberg et al. Dis Col Rectum 1999; 42(7):881-5

• St. Mark’s Lymph Node Positivity Model
– www.riskprediction.org.uk/index-lnp.php

http://www.riskprediction.org.uk/index-lnp.php


Patient Selection

• Depth of submucosal invasion in T1 cancers (sm1/2/3) –
Kikuchi et al. Dis Col Rectum 1995; Nascimbeni et al. 
Dis Col Rectum 2002

• Sm1: 0-3% node+
• Sm2: 8-10%
• Sm3: 23-25%



Patient Selection

• Palliative
– small lesion, distant mets

• High risk patient
– Multiple comorbidities

• Patient refuses colostomy, risk of sexual 
dysfunction, etc.
– Willing to accept higher recurrence rate



Results: Transanal

• Early series (up to 1990s)
– Recurrence rate T1 cancers 0-4% to 17-33%

• No randomized controlled trials comparing 
conventional transanal to radical surgery

• Best evidence from cohort studies



Results: Transanal



Results: Transanal



Results: Transanal + RT
(Series)



Results: Transanal + RT
(Comparative)



Results: TEM



Results: TEM



Salvage Surgery
for Recurrence

• Friel et al. Dis Colon Rectum 2002
– 90% of recurrence post local excision are within 

mesorectal planes
• Inadequate local control

– Pathologic stage of recurrent tumour higher than 
primary in 93%

• Baron et al. Dis Colon Rectum 1995
– 155 pts initial local excision
– 21 immediate APR for high risk features vs 21 

APR for local recurrence
– DFS 95% vs. 56% (p<0.005)



Summary

• Conventional transanal excision and TEM are 
alternatives to radical resection for early rectal cancer

• Recurrence rates are significantly higher for local 
excision

• Radiotherapy appears to have benefit beyond simple 
excision, but is not equivalent to radical surgery

• TEM may have better oncologic outcomes than 
transanal excision

• Salvage therapy for recurrence after local excision is 
not always successful

• Local excision for rectal cancer may be the 
appropriate choice depending on pathologic and 
patient factors 
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