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AIIM OF THE WORK

The main aim cf this work was, +o study the clinical posti-—
operative bowel function following a number of very low
rectal resections and resteocraticn of intestinail continuity.
We inciuded in the study patients who had low anterior resec—
tions, low anterior resection/coloanal anastomosis with the
addition of a coleonic pouch as well as ileal pouch anal
anastomosis. These operations are known to result in poar
postoperative function in some of the patients, We wanted to
study such patients using physiological anorectal testing (in
addition to c¢linical methods), to elucidate factors
contributing tc good or poor clinical postoperative bowel

function.

We alsc wanted to know, through such physiclogical studies,
whether the techniques used in the Surgical Unit, The London
Hospital, such as the use of stapling technigues to establish
the pouch anal anastomosis in cases of pelvic ileal pouches,
or the concept of addition of a celonic pouch to low rectal
resections, had improved the functional results of these

cperations.

Finally we hoped that the lessons learned from this study
would help us relate the clinical funection (good or poor) to
design of these sphincter saving resections, to see if these

can be improved further,
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SECTION ONE:
HISTORICAIL REVIEW.

Trhe mecdern surgical treatment 2f rectal cancer can be traced
to Ernest Miles (Mijes WE 1908, whose work on the modes of
spread of rectal cancer led him to perform the firsz
adequate cancer cperation for rectal cancer, the
abdomincoperineal resection. His work established the
operaticn in Britain and America, and although the operaticn
was first performed by Czerny in 1884 (Czerny V 1884), out
of necessity to complete a difficult sacral resection. In
America C.H. Mayo apparently described this operation in
1304 (Biggers OR 1985). Nevertheless it was Miles who gave
the operation 1its present status as the gold standard
cperation for rectal cancer against which every new

operation was compared.

In 1920 Grey turner supported the concept that a two stage
perineo—abdominal excisicn was better +tolerated by <the
patient more than <the single stage Miles abdomincperineal
{(Goligher JC 1980)°'. Gabriel (Gabriel WB 1934) subsequently

developed the single stage perinec-abdominal, his rationale
for performing a rerinec—abdominal rather than an
abdominoperineal excision was that he thought that for a
surgeon experienced Iin perineal dissections (which was
widely practised before and after Miles pubiished his work;,
a perineo—-abdominal was much easier to perfocrm. However this
operation never became popular for in the mid and late
thirties surgeons cu<tside St Mark's hospital were becoming
more experienced ia abdominal opsrations rather tnan
rerineal excisions and for them it was easier %o perform the
bulk of dissection first from the abdomen and since tne

perinecabdominal invoived a preliminary akdominal
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axploraticn many Fate  wpar ST 15 pointiess s zzandcn
abdsominal dissecticon only T3 Teturn t- Lt .ater. Tne next

.oJFical step was o nerform osoth whe abdominai and perineal

%
phases simul=anecusly, whis was done by Kirschner txXirscaner
M 1934; and Devine i(Devine H 1937), but it is generally

referred +o as Lioyd-Davies operation who refined and

popularized the technigue |Lloyd-Davies OV 1939).

The desire to preserve anal sphincters has always Leen
there, as can bhe seen from the very early %rials to do sc
using eversion pull through technigues at the turn of the
century (Weir RF 1901). The work of Miles, and his
description of three zones of cancer spread, including a
downwards zone towards the sphincters (Miles WE 1908),
infiuenced surgeons strongly, to the extent that
abdominoperineal resection prevailed until the beginning of
the last decade. The resurgence of different forms of
sphincter saving resections (mainly for wupper third of
rectum lesions) can be traced much earlier than the last
decade (Devine H 1937, Babcock WW 1939, Bacon HE 1945, Dixon
CF 1939), This followed the work of several authers whao
documented that the extent of any distal spread of rectal
cancer was indeed small in all cases with any hope of cure
(Black WA and Waugh JM 1948, Grinnell RS 1954, Dukes CE and
Sussey HJR 1958). Eversince, Various technigues have Leen
used to resect cancer while preserving anal sphincters
(Parks AG 1966, Donaldson GA et al 1966, Localio SA and
Stahl WH 1969, Mason YA 1970).
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