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Introduction & Aim of The Work

INTRODUCTION

orldwide, rectal cancer 1s the fourth commonest cancer

U » after lung, stomach and breast cancer. In addition, it is

the fourth leading cause of cancer death after lung, stomach and

liver cancer and accounts for Y+-)) % of mortalities from
cancers (Atkin et al., Y+ +¥).

While in Egypt the estimated incidence as recorded by

the national cancer institute is 1.9 % of cancer patients (Elatter

foor).

Regarding the etiology and predisposing factors for
rectal cancer, the dietary factors play an imporrtant role, fibers
believed to decrease risk of developing rectal cancer while fats
increase risk of rectal cancer. However family history of
colorectal cancer and genetic risk factors as polyposis
syndrome, nonpolyposis syndromes and preexisting disease

also play an important role (Umar etal., -« ¥).

It is now well accepted that the majority of rectal
carcinoma evolve from adenomatous polyps; this sequence of
events is the adenoma-carcinoma sequence. Polyp is a
nonspecific clinical term that describes any projection from the

surface of intestinal mucosa regardless of its histological nature
(Smithetal., 7).
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Screening plays an important role as many early cases
of rectal cancers produce no symptoms and are discovered
during digital or proctoscopic examination or even by fecal
occult blood testing. However symptoms varies from bleeding
per rectum which is the most common presentation, change in
bowel habits, abdominal pain, bowel obstruction or pelvic pain,

to malaise which is a non specific symptom (Elizabeth et al.,

reod),

The aim of rectal cancer treatment is radical excision of
the rectum together with the mesorectum and associated lymph
node. A sphincter saving operation (anterior resection) is
usually possible for tumors of the upper two-third of rectum.
Although removal of the rectum with permanent colostomy
(abdominoperineal excision) is often required for tumors of the
lower third of rectum .however, the introduction of stapling
techniques has enabled many more of these patients to be
treated by a sphincter-saving procedure provided minimum
distal margin of clearance of Y cm. can be secured. Recently the
introduction of total mesorectal excision and pre- and post-
operative radiotherapy has increased the local control and
decrease recurrence. In addition, recently, it has been
demonstrated that surgery for rectal cancer can be carried out
laparoscopically assisted either for abdomino-perineal excision

or anterior resection (Norman Y- ¢ £).
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Alm of the work

To spotlight on the methods of early detection and
proper treatment of rectal cancer with highlighting the

recent trends in management of rectal cancer
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SURGICAL ANATOMY OF THE
RECTUM

The rectum is the straight and terminal portion of the
digestive tract. The superior third of the rectum is covered by
the peritoneum over its anterior and lateral surfaces. Inaddition,
the rectum is surrounded by a fascia (fasciapropria) which
defines the limits of the mesorectum from behind (John,
oo,

Fig. (): Morphology of rectum (Leroy, Y+ * V).
V. Sacral nerves, Y. Iliac vessels, Y. Presacral fascia, ¢.Ureter, °.

Denonvilliers'fascia

Topographically, the rectum, mesorectum and fascia
propria are surrounded by the pelvic fascia located anterior to

the sacrum and the sacral nerves, medial to the ureters, large
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pelvic vessels and hypogastric nerve plexus, and posterior to
the wurinary/genital organs. These various fascial layers
comprise circular zones in close proximity. Theoretically,
therefore, a surgical plane exists between the fascia propria of
the rectum and the parietal fasciae. This plane is used in the
TME technique described by Heald, in which dissection is
performed between the Y fasciae inferiorly to the pelvic floor
(Ghummy, f«.9),

Fig.(Y): Topography of rectum (Milsom, ¥+ + V).

Morphologically The rectum has the shape of a
cylindrical reservoir, from 'Y cm to Y° cm long, and extends
from the sacral promontory posteriorly against the anterior
surface of the sacral concavity. Proximally and distally it is ¥ to
¢ cm in diameter, and its middle portion is from T to A cm in

diameter, although it may be much wider (Richard, ¥+« #).




