HE DPRIMARY

SURGICAL MANAGLEMENT o T

MALTGNANT COLORECTAL TUMOURS

THESIS

SUBMITTED IN PARTIAL FULF ILMENT

FOR THE MASTER DEGREE OF

e CENERAL SURGERY

: v

FAWZY MOHAMED TAWFIK MASER

M.3., B.Ch. ’

SUPERVISED BY

PROF. DT, SHAMEL ARDALLA ALT

PROFESSOR OF SURGERY

AIN SHAMS pNIVERSITY

FACULTY OF MEDICINE

AIN SUAMS UNIVERS ITY

1983

Central Library - Ain Shams University



ACKNOWLEDGEMENT

Central Library - Ain Shams University




m
/‘- -
.
ST

::L% 1 :éf %
-— = [ i
,f:EE = 5::_'::

L ‘\ |

Central Library - Ain Shams University



ACKNOWLEDGEMENT

I wish to express my sincere gratitude to Professor
Dr. Shamel Abdalla Alji, Professor of Surgery, Ain Shams
University, for his kind approval to register and sub-

ject of this thesis and his continuocus advice and close

supervision.

I would also like to thank Dr, Alaa Abdallah for

his help and kind concern.

Central Library - Ain Shams University



CONTENTS

Introduction

Anatomy of the colon, rectum and anal canal

Physiology

Pathology

Clinical features and diagnosis of the malignant
tumours of the colon and rectum

surgical treatment of the colorectal carcinoma

Problems relating to the rectal excision

Recurrence of colorcctal carcinoma

Prognosis of colorectal carcinoma

Summary

References

Arabic Summary

Central Library - Ain Shams University

45

62

92
lo8
163
171
172

178



TNTRODUCT LON

Cancer of the colon and rectum ig one ot the com-
monest forms of malignant disease in Europeans. It 1s
relatively rare in coloured races. In Britain it is
about 50 % more common than breast cancer, and ranks
equal in frequency with cancer of the stomach. It is
only exceeded by cancer of the lung. In rare cases it
develops as a sequel to ulcerative colitis or to poly-
posis coli. There is an intermediate relationship to
other types of adencmata. In maiority of cases no aet-
iological factor can be demonstrated. Rarely there is

a4 famjilial incidence.

This thesis involves the surgical anatomy of the

large bowel, physiology, pathology, diagnosis and surgi-

cal treatment. I+ discuses the various lines of surgi-
cal treatment. The usual operations of the colorectal
cancer are mentioned. The modern trends in the gurgical

treatment of cancer rectum are discussed, and the relat-
ing problems are reviewed. Finally, the recurrent ¢is-

ease and prognostic factors are alse reviewed.
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ANATOMY OF Tui COLON,

RECTUM AND ANAL CANAT.

The large intestine comprises the caacum and
appendix, colon, rectum and anal canal. It is about
135 cm in length. The calibre of the large gut dimi-
nishes, gradually, as 1t is traced distally. The
calibre again bccomes more dilated in the lower most
part of the rectum just above the contracted anal
canal. General disposition and relations depend
on the build of the individual. The transverse colon
tends to occupy a horizontal positicn, in men of
sthenic type and broad build, and in slim women it

hocomes very depcendent (Goligher, 1980).
ANATOMY OF THE COLON

The caecum lies in the right iliac fossa above
the lateral half of the inguinal ligament. The cae-
cum is enveloped by the peritoneum. Posteriorly,
the peritoneal covering is deficient in about 5% of
individuals, and the caecum rests in direct contact

with the fascia overlying the iliacus muscle. The
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vermiform appendix projects from the lower most part
of the caecum, The ileum joins the caecum on the
medial and posterior aspect, the ilco-caecal valve
is guarded by an upper and lowcr seiullunar lips.

The two lips are prlonged forward and backward on
the caecal wall as franula (Last, 1977 and Goligher,

1980) .

The ascending cclon is about 15 cm in length.
It is covered by the peritoneum on its anterior, lateral
and medial surfaces. Posteriorly, it lies in direct
contact with iliacus, the gquadratus lumborum and the
aponeurctic origin of the transversus abdominis mus-
cle and to¢ the lower pole of the right kidney at
higher level. Anteriorly, it is related to colls of
the ileum, right edge of grcater omentum and anterior

abdominal parietes (Last, 1977 and Goligher, 1980},

The hepatic flexurc lies just below the right
lobe of the liver, and slightly overlapped by it.
The hepatic flexure lies bchind the peritoneum of
the posterior abdominal wall, and in front of lower

part cf the right kidney (Goligher, 1980).
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The transverse colon is about 45 cm in length
in most subjects. The first 10 cm are closely app-
lied to the front of the right kidney, the second part
of the duodenum and the head of the pancreas, behind
the peritoneum of posterior abdominal wall. The
remainder is completely invested by the peritoneum,
and connected posterosuperiorly to the lower border
of the pancreas by the transverse mesocoleon. This
part lies below the stomach and lower pole of the
spleen at extreme left. The dAuodeno-Jaegunal flexure
and loops of small bowel lie behind this part. The
greater omentum is hanging down from the grealer
curve of the stomach in front of transverse colon,
then ascends in front of the transverse colon. The
greater omentum is loosely attached to the transve-
rse colon and to the upper surface of transverse

mesocolon {(Last, 1977 and Goligher, 1980).

The splenic flexure is a bend between the left end
of the transverse colon and the descending colon,
The splenic flexure forms a much acute angle than
the hepatic flexure. It lies at a higher level and

more posterior plane under the cover of the ribs.

Central Library - Ain Shams University



The splenic flexure is covered with peritoneum in front.
Posteriorly, it 1s in direct contact with the outer
border of the middle of the left kidney. The phrenico-
colic ligament connects it laterally to the diaphragm

(Goligher, 1980).

The descending and iliac colon extend from the
splenic flexure to the pelvic brim. The part which

extends from splenic flexure to the iliac crest may

be called the descending colon. It is about 20 cm
in length., It is covered by the posterior parietal
peritoneum. Tt roests directly against the left kidney,

left quadratus lumborum and transversus abdominis mus-
cle. The part which extends from the lovel of the
iliac erost to the pelvic brim or to the medial bor-
der of the psoas major muscle is called the iliac
colon. It is about 10 cm in length, and has a com-
plete covering of peritoneum. This iliac colon has

a short mesocolon, which connects the lateral aspect
of the iliac colon to the posterior parietal periton-
eam of the left iliac fossa (Last, 1977 and Goligher,

1980) .
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The sigmoid colon extends from the lower end
af the iliac colon to the rectum. It forms a loop.
The sigmoid colon varies greatly in length. It is
only 13-15 cm in length in some cascs, and is about
60 cm in length in other cases. On the average it
is about 38 cm in length. The sigmoid cclon lies
mainly in the left half of the pelvic cavity. It is
convex forward, and is related to loops of small in-
testine and usually the bladder or uterus and uterine
adenxa. The sigmoid joins thne rectum in front of
third sacral piece slightly to the left of the mid-
line. It is completely surrounded by peritoneuam
whiclhi forms the sigmoid mesocolon. This mesocolon
is longer 1in the centre and is shorter at the ends
of the sigmoid colon, so it enjoys a considerable
range of movement in 1ts contral porlion,  The base
of the cigmoid mesocolon forms an inverted V-shaped
attachment to the pelvic wall. The upper limb runs
medially from the medial margin of the left psoas
major muscle toc the midline, it crosses the left ure-
ter and left iliac vessels. The lower limb descends
vertically in front of the sacrum {(Last, 1977 and

Goligher, 1980}.
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RECTUM

It extends from the rectosigmoid junction in
front of the third sacral piece to the anal canal. It
is about 13-15 cm in length. The rectum begins from
the rectgsigmeid junction, which is marked by a dis-
tinct flexure in long hanged colon. It turns sharply
downwards then turns downward and forward. It is
closely applied to the concavity of the sacrum and
coccyx. The rectum ends 2-3 cm in front of and below
the tip of the coccyx. It 1is turncd abruptly down-
ward and backward by passing through the levator
muscles and becomes the anal canal (Last, 1977 and

Goligher, 14980}.

The relation of the pelvic peritoneum to the
rectum is of a considerable surgical importance. The
upper third or so of the rectum has a complete peri-
toneal investment except for a thin strip posteriorly,
where the peritoneum is reflected off it as the two
leaves of the thick short mesorectum. As the rectum
descends into the pelvis the mesorectum becomes broa-

der and shorter, and the peritconeum sweeps off, at
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the sides of the rectum. 'The uncovercd posterior por-
tion becomes progressively wider, until only the anter-
ior aspect has a peritoneal coat. Finally it Dbe-
comes reflected forwards at the bottom of the recto-
vesical or rectouterine pouch on to the back of the
seminal vesicles and bladder in the male, or of wvagina
and uterus in the female. The lower third or 50O of the
rectum is left without any peritoneal covering. In

the upper rectum the peritonecum is closely applied to
the underlying muscle coat. The attachment becomes
gradually looser lower down as a resylt of the inter-
position of a layer ol fatty tissue. This fatty tis-
sue is naturally thicker in obese subjects. The Ln-
traperitoneal and extraperitoncal parts of the rectum
are separated by the anterior and obligue ruming lateral
peritoncal reflections, The relative proportions of
the intraperitoneal and extraperitoneal rectum vary
considerabkly. Usually the upper onc~half or one -
third of the rectum lies in the intraperitoneal cov-
ered segment (Gunningham, 1968; Last 1977 and Goli-

gher 1980).

The peritoneal reflection shows a cconsider-

able individual variaticn, and is also slightly lower
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in the female than the male. On the average the an-

terior peritoneal reflection lies about 8 - 9 cm trom
the perineal skin in the male and 5 - 8 cm in the female.
In women with complete rectal prolapse the rectovagi-

nal pouch protrudes inte the prolapse (Ewing, 19527.

The Fascial Relations of the Rectum:

The lateral ligaments of the rectum are a part
of the pelvic fascila, which lies on either side of the
rectum below the pelvic peritoneum. The lateral liga-
ment one on each side consists of the fibrous elements
of the pelvic fascia. It connects the parietal pelvic
fascia on the side wall of the pelvis with the rectum.
It is roughly triangular in shape. The bhase lies on
the pelvic side wall, and the apex joins the side of
the rectum. Tre lateral ligament contains the middle
haenorrhnoidal artery and +he branches of the pelvic
plexus. Postericorly, there are +wo sheets of fascia,
whicrn are related to the posterior aspect of the extra-
peritoneal part of the rectum. The fascia propria
or fascial capsule is a part of the visceral pelvic
fascia, and forms a thin layer ot fascia covering the
fat, vessels and lymph nodes on the back of the rectum.

The fascia of Waldeyer 1s much stronger and tougher,
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