
Evaluations of Laparoscopic Proctocolectomy Versus
Traditional Technique in Patients With Rectal Cancer

Spyridon G. Koulas, MD, George Pappas-Gogos, MD, Spyridon Spirou, MD,
Evangelos Roustanis, MD, Konstantinos E. Tsimogiannis, MD, Georgios Tsirves, MD,

Evangelos C. Tsimoyiannis, MD

ABSTRACT

Background: This was a retrospective study that evalu-
ated the surgical outcomes of laparoscopic surgery (LS)
for rectal cancer, in comparison with a case control series
of open surgery (OS), during an 8-year period.

Methodology: Between October 1998 and December
2006, 203 patients with rectal malignancies underwent
colectomy; 146 of them had colectomy with the traditional
technique (OS), while 57 underwent resection of rectal
cancer laparoscopically (LS). The LS group was compared
with 60 patients from the OS group (selected from the 146
OS group patients), matched by size, sex, age, anatomical
location of the tumor, type, extent of resection, and patho-
logical stage. Data were obtained from patients’ medical
records. Statistical analysis was performed with the t test
and chi-square test. All data are expressed as mean �
standard error of the mean (SEM).

Results: Mean age of the LS group was 63.7�12 years
versus 69�12 years in the OS group. There were more
men than women in both the laparoscopic (33 males, 24
females) and OS groups (35 men, 25 women). The mean
follow-up period was 38 months and 78 months for LS and
OS groups, respectively. The procedure included low an-
terior resection (43 in LS and 45 in OS), and 13 patients in
both groups underwent abdominoperineal resection and
3 transanal resections (2 in OS and 1 in LS). Mean tumor
size was 4.2�2.12cm in the LS versus 5.2�2.02cm in the
OS group. Conversion to an open procedure occurred in
4 patients (6.7%), all in the first 20 cases. Postoperative
complications developed in 28 patients (11.7%), 13 in the
LS group and 15 in the OS group. Median operative time
was longer, but median blood loss was significantly lower
in the LS group. The length of hospital stay was signifi-
cantly shorter for the LS group.

Conclusion: Laparoscopic surgery is feasible and safe for
patients with rectal cancer and provides benefits during
the postoperative period without increased morbidity or
mortality.

Key Words: Laparoscopic surgery, Rectal carcinoma,
Laparoscopic anterior resection, Leakage, Ileostomy, Sur-
gical outcome.

INTRODUCTION

Laparoscopic resection for rectal cancer has been reported
to achieve acceptable short- and mid-term outcomes and
long-term safety when performed by skilled laparoscopic
surgeons.1–3 Recently, some retrospective comparative
studies have demonstrated several advantages in patients
with rectal malignancies who underwent laparoscopic
surgery compared with patients who underwent surgery
with the traditional technique, including intraoperative
blood loss, decreased postoperative pain, shorter hospital
stay, and favorable effects on immunological status.2–5 In
addition, 2 multicenter trials, the CLASSIC6 and the COLOR,7

demonstrated longer operative time for patients who under-
went laparoscopic surgery, a shorter hospital stay, a shorter
postoperative ileus, less use of postoperative analgesics,
lower postoperative pain scores, and faster return to nor-
mal activities.8–10 However, several studies have reported
the theoretical advantages of LS, such as magnification
and superior exposure allowing better identification of
very critical structures.11,12

Some other reports published recently have examined the
feasibility of laparoscopy for rectal cancer.12,13 In the con-
text of a minimally invasive technique, the omission of a
protective ileostomy has definitive advantages regarding
the overall cosmetic result11

Low recurrence and improvement of postoperative results
after total mesorectal excision (TME) support the value of
removing the fat tissue around the anterolateral rectal
border, known as the mesorectum.14

Symptomatic anastomotic leakage is the most important
complication after surgical operations for rectal carcino-
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mas. Leakage after low anterior resection can result in
significant morbidity and mortality and may be associated
with a higher local recurrence rate.15,16

The increase in sphincter-saving procedures may contrib-
ute to an increased incidence of anastomotic failure. In
addition, TME potentially compromises the blood supply
to the remaining rectum and thus may compromise anas-
tomotic healing.17–19 Removal of the mesorectum leaves a
large space in the pelvis area in which a hematoma may
accumulate, leading to pelvic sepsis. To avoid all these
difficult situations, it is crucial to take all necessary mea-
sures.18,19

The goal of this study was to compare operative safety,
complications, and oncological outcomes after laparo-
scopic resection in patients with rectal cancer in compar-
ison with a case control series of open surgery.

MATERIALS AND METHODS

Between October 1998 and December 2006, 203 patients
with rectal malignancies underwent colectomy; 146 had
colectomy with the traditional technique (OS), while 57
underwent resection of rectal cancer laparoscopically
(LS). The LS group was compared with 60 patients in the
OS group (selected from the 146 OS patients). Laparo-
scopic surgery was performed by a single surgeon, while
open resection was performed by 3 surgeons, all with
experience in colonic malignancy operations.

All patients, before surgery, were evaluated by clinical
examinations, including colonoscopy, chest radiograph,
barium enema, and CT-abdominal scan.

Excluded from this study were patients with ASA IV, with
T4 tumors, and severe obesity (BMI�30 kg/m2), with
synchronous metastasis, metachronous cancer, familiar
adenomatous polyposis (FAP), histology other than ade-
nocarcinoma, and those who did not consent to laparo-
scopic surgery. Finally, patients with preexisting median
laparotomies were also excluded, because these patients
would not even have had the minimal advantage of a
better cosmetic situation.

The LS group was compared with the OS group of patients
matched for sex, age, location of tumor, surgical proce-
dure, extent of resection, and pathologic stage. The loca-
tion of the tumors was defined according to the distance
from the anal verge, as determined by colonoscopy: lower
rectum (0 cm to 7 cm), middle (7 cm, range, 1 cm to 11
cm), and upper rectum (11 cm, range, 1 cm to 17 cm).
Bowel preparation was performed the day before surgery

by intestinal washout with an iso-osmotic solution (4 li-
ters). The evening before and the morning of the opera-
tion, patients were given an enema. As antibiotic prophy-
laxis, all patients received a single dose of third-
generation cephalosporin (2 g iv) and 500 mg of
metronidazole during induction in anesthesia. A second
dose of metronidazole was given intraoperatively if the
surgical procedure lasted more than 4 hours. All patients
underwent general anesthesia plus epidural anesthesia for
the laparoscopic group patients. All patients received low
molecular-weight heparin plus Daflon 500 mg as a stan-
dard prophylaxis for deep venous thrombosis. Nasogastric
tube was placed intraoperatively and withdrawn immedi-
ately after the end of the surgical procedure.

Neoadjuvant chemoradiotherapy has been standardized at
our institution since 2000 for T3 and T4 lesions. However,
neoadjuvant therapy was used for T2N lesions located at
the lower rectum to achieve a sphincter-saving procedure.
Indeed, 5 patients (1 with B1 and 4 with B2 lesions in
proximity to the dentate line) underwent neoadjuvant
therapy. Adjuvant chemoradiotherapy was routinely per-
formed for stages B2, C1, C2, and D (Duke’s Classifica-
tion), and for patients �75 years of age.

The dose of radiotherapy given pre- or postoperatively
was 50 Gy divided into 20 fractions to 25 fractions for 4
weeks to 5 weeks. For adjuvant chemotherapy, tegafur-
levamisole or 5-fluorouracil – levamisole or �Xeloda�
was administered to patients with stage B2, C, and D.

We analyzed the oncological results of patients who un-
derwent surgical rectal resection between October 1998
and December 2006. Criteria for determining recurrence
include increase in carcinoembryonic antigen (CEA) level,
histological confirmation, palpable disease, or clear evi-
dence after radiological studies. Peritoneal seeding, local
or regional recurrence, distal lymph node metastasis, and
blood bone metastasis were considered as sites of recur-
rence. Local recurrence was defined as recurrence in areas
continuous to the primary resection or at the site of anas-
tomoses.

Laparoscopic Surgical Technique

All laparoscopic operations were performed by a single
surgeon (ECT) with experience and skill in open and
laparoscopic colorectal surgery. Pneumoperitoneum was
induced by insufflations of CO2 and was maintained be-
tween 9 mm Hg and 12 mm Hg during the entire surgical
procedure. Laparoscopic operations were performed ac-
cording to the technique described by Milsom and Bohm.9

Briefly, a 4-port technique was used in most cases for both
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low anterior resection and abdominoperineal resection.
The lymph node resection was started around the origin
of the inferior mesenteric artery, which was divided by
clips at the level of 1cm from its origin in all cases. The
splenic flexure was fully mobilized. The rectum was then
mobilized with an attempt to keep the mesorectal fascia
intact. Before the division of the rectum, rectal washout
was conducted using 120 mL of 5% povidone-iodine so-
lution. The rectum then was divided (for low anterior
resection procedures) by using laparoscopic linear sta-
plers introduced from the left iliac fossa trocar, and the
proximal end of the bowel was delivered through a small
incision of the suprapubic trocar extended to approxi-
mately 4 cm to 6 cm, protected by a plastic cover bag. The
bowel was resected extracorporeally, after an anvil was
placed into the proximal colon, and an anastomosis was
performed intracorporeally by means of the double-sta-
pling technique. All patients underwent total mesorectal
excision (TME). In patients with cancer at the lower rec-
tum, TME was performed, and transverse coloplasty was
fashioned extracorporeally, before the anastomosis was
done, for a neorectal creation. In our department during
the last 7 years, we have preferred the transverse colo-
plasty pouch to the J-pouch.

A diverting (protective) ileostomy was fashioned selec-
tively according to intraoperative events, such as anasto-
moses close to the anal verge, positive air leak test, in-
complete doughnuts, or extreme difficulty with pelvic
dissection. For the abdominoperineal resection, the sig-
moid colon was divided, and the total mesorectal excision
was completed intracorporeally. The perineal dissection
and the end colostomy were constructed in the usual
manner.

Statistical Analysis

Continuous and categorical variables were analyzed using
the Student t test and Fischer’s exact test, respectively.

A P value �0.05 was considered to indicate a statistically
significant difference. Overall and disease-free survival
rates were calculated by the Kaplan-Meier method, Log
Rank test, and Cox Regression proportional hazards.

RESULTS

Laparoscopic mobilization of the colon and rectum was
performed in all patients. In 4 patients, 3 with consider-
able obesity and 1 with severe inflammation of the colon,
the set time limit of 60 minutes was exceeded, and the
patients were primarily converted to a midline laparot-
omy. All 4 patients in which the laparoscopic technique
was not successful had BMI�28 kg/m2. Demographic
characteristics of the patients are summarized in Table 1.
There is a significant difference between the 2 groups
regarding age and sex.

Surgical data are summarized in Table 2. In both groups,
2 patients underwent anterior resection of the rectum with
end-to-end anastomosis of the colon, 1cm to 2cm from the
anal verge. In these patients, a protective ileostomy was
fashioned.

Three patients, one in the LS group and 2 in the OS
group, underwent intersphincteric resection and
coloanal anastomoses (ISR-CAA), and a J-pouch was
fashioned (Table 2).

Seven patients in the LS group, and 10 patients in the OS
group underwent a covering ileostomy. Symptomatic

Table 1.
Demographic Characteristics

Open Laparoscopic P Value

Number of Patients* 60 57 NS

Age (Year range)† 68.91 � 12.555 63.77 � 12.714 0.032

Sex (Male/Female)* 35/25 33/24 0.022

BMI (kg/m2 range)† 25 (21–30.3) 23 (20–27.7) NS

Follow-up (months) 78 83 NS

*Fisher exact test.

†Data expressed as Mean � SD; Student’s t-test.

‡NS�not significant.

Evaluations of Laparoscopic Proctocolectomy Versus Traditional Technique in Patients With Rectal Cancer, Koulas SG et al.

JSLS (2009)13:564–573566



anastomotic dehiscence was detected in 5 patients, 3 in
the OS group and 2 in the LS group, which is comparable
to other reports.13,18 All those patients subsequently un-
derwent closure of the ileostomy (Table 2).

The following details of the surgical procedure were re-
corded for all patients: duration of operation, operative
blood loss, amount of homologous blood transfused, and
number of lymph nodes collected in cancer patients.
Transfusion of blood products in the perioperative period
was based on hemoglobin level (�8 g/L), or on an indi-
vidual basis according to the clinical condition.

Intraoperative results and postoperative complications are
shown in Tables 3 and 4. Operative time was longer, and
blood loss was significantly lower in the LS group. Post-

operative recovery of bowel function was evaluated in
terms of first flatus and bowel movement (Table 3).

No patients were allowed an oral feeding before the first
flatus occurred. Any anastomotic dehiscence with either
clinical or radiologic evidence was accepted. Follow-up
for infectious and noninfectious complications was per-
formed for at least 30 days after hospital discharge with
weekly office visits (Table 4).

The first flatus occurred after 1.8 days in the LS group
compared with 3.0 days in the OS group (P�0.0001). The
first bowel movement occurred after 2.9 days in the LS
group and 3.8 days in the OS group (P�0.0001). Liquid
and solid intakes were started on the first and third post-
operative days in the LS group (Table 3), which was

Table 2.
Surgical Data

Open Laparoscopic P Value*

Year of Surgery

1998–2000 21 19 NS

2001–2003 22 21 NS

2004–2006 17 20 NS

Rectal Tumor Location

Upper 32 35 NS

Middle 18 18 NS

Lower 10 7 NS

Surgical Procedure

Anterior Res 45 43 NS

Abdominoperineal Res 13 13 NS

ISR-CAA 2 1 NS

Protected Ileostomy 10 7 NS

*Fisher exact test; NS � not significant.

Table 3.
Operative Data and Recovery

Open Median (Range) Laparoscopic Median (Range)

Length of Incision (mm) 190 (170–230) 75 (70–110)

Total Anesthetic Time (min) 135 (90–165) 170 (115–205)

Time to First Bowel Movement (days) 3.8 (3–7) 2.9 (2.0–5.5)

Time to Intake Liquids (days) 4.0 (3.9–7) 2.8 (2.5–5.5)

Time to Intake Solids (days) 4.8 (4.0–8) 3.7 (3.3–6.2)

Time to Discharge (days) 11 (9–17) 8 (7–13)
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shorter than in the OS group, third and fourth day, respec-
tively (P�0.0001).

Oncological data and histopathological stage are summa-
rized in Tables 5 and 6. Statistically significant differences
were observed between the groups regarding tumor size
and pathological stage (Stages C1-C2, D).

A statistically significant correlation was found between
tumor stage, number of lymph nodes infiltrated, and ad-
juvant therapy (Table 7).

Overall survival data are indicated in Table 8. No statis-
tically significant difference was observed between
groups regarding overall survival; although a statistically
significant correlation was found between the 2 groups
regarding survival time (Figure 1), tumor size (Figure 2),
number of lymph nodes infiltrated (Figure 3), preopera-
tive chemo-radiotherapy (Figure 4), and adjuvant ther-
apy (Figure 5) (Table 8).

Hospital stay was approximately 1 week for the LS group,
which was shorter compared with 10 days in the OS
group. No perioperative mortalities occurred in either
group (mean 30 days after surgical procedure). The rate of
bowel obstruction was 3.7% (2/60) in the LS group and
7.3% (5/57) in the OS group, which is significantly in-
creased with respect to the LS group.

Fifteen months after the end of the study, 3 patients (2 in
OS and 1 in LS) developed recurrence. Two patients from
every group died from causes not related to the surgical
procedure.

DISCUSSION

Although laparoscopic-assisted colorectal surgery is well es-
tablished for colon and upper rectal resection, there are
some technical limitations involving resection of mid- and

Table 4.
Intraoperative and Thirty Days Postoperative Complications

Open (15 Total) Laparoscopic (13 Total)

Insignificant Clinical Hemorrhage 1 1

Significant Clinical Hemorrhage 1 1

Bowel Injury 0 1

Bladder Disfunction-Incontinence 1 3

Bladder Injury 0 1

Post-Operative Ileus 2 1

Wound Infection 3 0

Anastomotic Rupture 1 1

Deep Vein Thrombosis 0 0

Pulmonary infection 2 1

Cardiac Insufficiency-Angina Pectoris 1 1

Anastomotic Leak 3 2

Table 5.
Oncological Data*

Open Laparoscopic 95% CI P Value

Tumour Size 5.29 �2.02 4.22 �2.12 0.27–1.85 0.009

Number of Lymph Nodes
Harvested

15.55 �5.48 14.00 �7.16 0.8–3.95 NS

Number of Lymph Nodes Infiltrated 1.72 �3.01 1.67 �3.27 1.14–1.24 NS

Liver Metastases 0.12 �0.32 0.02 �0.13 0.008–0.19 NS

*Data expressed as mean � SD; Student’s t-test; NS � not significant.
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mainly low-rectal lesions. A few studies compare short- and
mid-term outcomes and quality of life in patients who un-
derwent laparoscopic or open proctocolectomy for rectal
cancer.13,14

Conversion of a laparoscopic procedure to open laparot-
omy was performed in 4 patients, all of them during the
first 20 cases. This small percentage of conversions was
achieved because all operations were performed by one
well-trained surgical team.20–21 The importance of one
surgical team was stressed by See et al,21 who reported a
complication rate of approximately 8% when surgeons
performed laparoscopic surgery with a different assistant,
compared with 3% when the surgical procedure was per-
formed by the same assistant.

Conversion itself is not necessarily a negative event, but
the authors think that good selection of patients is reason-
able and justified. We noted serious complications, in
both groups, that required surgical intervention.

Diverting ileostomy is up to the surgeon’s decision at the
moment of surgery. Some surgeons routinely affect a di-
verting ileostomy for laparoscopy low-anterior resection,
in the management of malignancies very close to the
dentate line.15,17–19 In our department, a protective ileos-
tomy was performed in cases with anastomoses lower
than 4cm to 5cm from the anal verge.

Since the introduction of total mesorectal excision (TME)
by Heald,14 TME has become the accepted standard for
rectal cancer surgery. The low recurrence and improved
survival rates in TME series support the crucial value of
removing the fatty tissue around the rectum, known as
mesorectum.14,16 In the multiple regression analysis, the
absence of pelvic drainage after TME and the absence of
a stoma were the 2 factors significantly associated with
high anastomotic dehiscence and an increase in local
recurrence.16–18

After TME surgery, a large presacral space remains in
which a seroma or hematoma may develop, and this
constitutes excellent material for bacteria. Pelvic drain-
age may prevent this process. Several trials, neverthe-

Table 6.
Pathological Stages (Dukes)

Open Laparoscopic P Value*

A�1 A�9 NS

B1�7 B1�10 NS

B2�18 B2�21 NS

C1�11 C1�4 0.029

C2�20 C2�13 0.008

D�3 D�0 0.002

*Fisher exact test; NS � not significant.

Table 7.
Correlation Between Survival and Oncological Data*

Mean HR 95% CI P Value

Stage (Dukes) 117 1.21 0.71–2.07 0.47

Stage A 10 0.27 0.03–0.03 0.26

Stage B1 17 0.07 0.06–0.85 0.19

Stage B2 40 0.24 0.49–1.21 0.03

Stage C1 15 0.16 0.22–1.21 0.08

Stage C2 32 0.39 0.84–1.83 0.07

Stage D 3 - - -

Tumor Size 4.74 1.00 0.74–1.35 0.98

Number of Lymph Nodes
Harvested

14.78 0.99 0.90–0.71 0.83

Number of Lymph Nodes Infiltrated 1.62 1.25 1.06–0.74 0.007

Neoadjuvant Therapy 112 1.33 0.11–0.95 0.72

Adjuvant Therapy 115 0.32 0.09–1.12 0.04

*Cox regression.
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less, have failed to show a benefit of pelvic drainage in
all cases.16–18

In our study, patients with very low rectal tumors were
found to be at risk of anastomotic leak, and so, both
groups may benefit from fecal diversion. In many studies,

as in the present one, the decision to construct a stoma
was left to the discretion of the surgeon.18

Previous studies have reported an anastomotic leak rate
from 7.2% to 20% in patients who underwent laparoscopic
low anterior resection.13,18,19 Therefore, some authors rec-

Table 8.
Survival Data

Mean Open/Laparoscopic HR 95% CI P Value

Open vs. Laparoscopic 71.49/82.50 62.87–80.11/75.54–89.45 0.11*

Tumor Size 5.29/4.22 1.49 1.03–2.15 0.031†

Tumor Stage (Dukes) 60/57 1.15 0.95–1.39 0.34†

Stage A 1/9 7.14 0.89–57.18 0.06†

Stage B1 7/10 2.09 0.26–16.81 0.48†

Stage B2 18/22 1.55 0.47–5.04 0.46†

Stage C1 11/4 0.41 0.05–3.39 0.41†

Stage C2 20/12 1.89 0.68–5.29 0.22†

Stage D 3/0 - - -

No of lymph nodes
harvested

15.43/14.13 0.99 0.9–1.10 0.93†

No of lymph odes infiltrated 1.69/1.55 1.67 1.29–2.16 �0.0001†

Neoadjuvant Therapy 4/7 15.83 1.04–249.46 0.047†

Adjuvant Therapy 48/29 0.008 0.001–0.78 �0.0001†

*Log rank.

†Cox regression.

       P=NS 

Survival Time 

100 80 60 40 20 0 

C
u
m

u
la

ti
v
e
 S

u
rv

iv
a
l 

1.0 

0.8 

0.6 

0.4 

0.2 

Open 
Lap 

Figure 1. Overall survival between the groups.
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Figure 2. Survival function for tumor size.
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ommend a covering ileostomy as a routine part of this
procedure.13

In our study, anastomotic leakage occurred in 5 patients
(4.3%), 3 of them in the OS group and 2 in the LS group.
The anastomotic leak rate in our study was similar to that
in other studies between OS and LS groups. A protective
stoma was constructed in 17 patients (13%), 10 in the
group operated on with the traditional technique and 7 in

those patients who underwent laparoscopic resection. In-
creased risk of leak in very low anastomoses is a well-
known concern after open rectal surgery.19–21 During
laparoscopic rectal resection, multiple cartridges (2 or 3
usually) for the linear stapling device are used.22–25 Sta-
plers used multiple times may lead to small defects be-
tween the stapler lines, thus causing anastomotic dehis-
cence. During open surgery, on the other hand, usually
only one cartridge is applied even for the division of a
large volume of rectum.

In 3 patients with tumor 1cm from the dentate line, lapa-
roscopic intersphincteric rectal resection and hand-sewn
colon-anal anastomosis (ISR-CAA) was performed. For
these patients, a J-pouch with covering ileostomy was
fashioned. Having seen the good results achieved with the
transverse coloplasty, we prefer to perform this technique
instead of the J pouch.26–28 However in 3 such patients,
the tumor location was very low, and it was easier to
create a J-pouch.

In a few series, some surgeons expected increased surgi-
cal morbidity as a result of irradiation.29–30 In some re-
ports, it has been shown that preoperative radiotherapy is
a safe treatment with no increase in the surgical compli-
cation rate.29 There was no significant association be-
tween leakage and short-term neoadjuvant radiotherapy,
which has become part of the standard regimen for rectal
cancer treatment in many European countries and Ja-
pan.29–30
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Figure 3. Survival function for number of infiltrated lymph
node.
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Figure 4. Survival function for neoadjuvant chemotherapy.
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Regarding oncological results, which are very important in
terms of cancer surgery, 3 RCT occurred in patients with
colon and upper rectal cancer, indicating that the outcome
of LS is equal to or better than that of OS.20,21

Analysis of operative variables confirmed that laparo-
scopic surgery (in the treatment of rectal cancer) took
longer, caused less bleeding, and the need for homolo-
gous blood transfusion was reduced, compared with the
these things in the OS group.22,27,28

Only the duration of surgery was longer in the LS group,
and this is related to the increase in postoperative com-
plications.27,28,31

Blood transfusion has been previously identified as the
most important factor in postoperative complications.22 It
is very important to avoid administering homologous
blood to the patient with rectal cancer who underwent
curative surgery, because of the increased risk of postop-
erative complications.23–25 At our institution, blood trans-
fusion was administrated to 7 patients, 5 in the OS and 2
in the LS group (P�0.0001).

The LS group had a significantly lower postoperative in-
fection rate than the OS group had. The most relevant
effect in the LS group was the reduction in wound infec-
tions, which is in accordance with that in previous studies.
Minimal wound trauma, shorter incision, and less manip-
ulation in the intestine were factors involved in decreasing
wound infection and postoperative ileus in the LS
group.20,21

One of the advantages of LS for rectal cancer is the mag-
nification of the operative field; thus, the surgeon can
safely mobilize the rectum because of the easy identifica-
tion of the loose connective tissue between the mesorec-
tum and the surrounding tissues, such as the hypogastric
nerve and the pelvic nerve, which is not always easy to
recognize under direct vision during OS. Another advan-
tage of LS is that everyone participating in the surgical
procedure can have the same field of view.

Patients who underwent LS had a faster recovery of bowel
function than patients did who had open surgery.

CONCLUSION

The findings of this study demonstrate that LS for rectal
cancer can be performed safely by an experienced team;
it reduces the rate of postoperative complications, the
need for blood transfusions, infections, and the length of
hospital stay. In an attempt to minimize the risk of clinical
leakage, we recommend construction of a protective il-

eostomy, which seems advisable for patients with a 4-cm
to 5-cm anastomosis from the anal verge. Placement of at
least one drain after TME for rectal cancer is also recom-
mended.

References:

1. Uehara K, Yamamoto S, Fujita S, Akasu T, Moriya Y. Surgical
outcomes of laparoscopic vs. open surgery for rectal carcino-
ma–a matched case-control study. Hepatogastroenterology. 2006;
53:531–535.

2. Nakamura T, Kokuba Y, Mitomi H, et al. Comparison between
the oncological outcome of laparoscopic surgery and open surgery
for T1 and T2 rectosigmoidal and rectal carcinoma: matched case-
control group. Hepatogastroenterology. 2007;54:1094–1097.

3. Kiran RP, Delaney CP, Senagore AJ, Steel M, Garafalo T,
Fazio VW. Outcomes and prediction of hospital readmission
after intestinal surgery. J Am Coll Surg. 2004;198:877–883.

4. Tsang WW, Chung CC, Kvok SY, Li MK. Laparoscopic sphincter
- preserving total mesorectal excision with colonic J- pouch recon-
struction: five years results. Ann Surg. 2006;243:353–358.

5. Lechaux D, Trebuchet G, Le Calvew JL. Five years results of
206 laparoscopic left colectomies for cancer. Surg Endosc. 2002;
16:1409–1412.

6. Guillou PJ, Quirke P, Thorpe H, et al. Short-term end points
of conventional versus laparoscopic-assisted surgery in patients
with colorectal cancer (MRC CLASSIC trial): multicenter, random-
ized controlled trial. Lancet. 2005;365:1718–1726.

7. Hasebrock EJ. COLOR. a randomized clinical trial comparing
laparoscopic and open resection for colon cancer. Surg Endosc.
2002;16:949–953.

8. Lacy AM, Garcia-Valdecasas JC, Delgado S, et al. Laparos-
copy-assisted colectomy versus open colectomy for treatment of
non-metastatic colon cancer: a randomized trial. Lancet. 2002;
359:2224–2229.

9. Milsom JW, Bohm BL. Laparoscopic colorectal surgery. New
York, Springer-Verlag, 1996.

10. Leung KL, Kwok SP, Lam SC, et al. Laparoscopic resection of
rectosigmoid carcinoma: prospective randomized trial. Lancet.
2004;363:1187–1192.

11. P. Kienle, J. Weitz, A. Benner, C. Herfarth, J. Schmidt. Lapa-
roscopically assisted colectomy and ileoanal pouch procedure
with and without protective ileostomy. Surg Endosc. 2003;17:
716–720.

12. Morino M, Allaix ME, Giraudo G, Corno F, Garrone C.
(2005). Laparoscopic versus open surgery for extraperitoneal
rectal cancer: a prospective comparative study. Surg Endosc.
2005;9:1460–1467.

13. Janson M, Lindholm E, Anderberg B, Haglind E. Randomized

Evaluations of Laparoscopic Proctocolectomy Versus Traditional Technique in Patients With Rectal Cancer, Koulas SG et al.

JSLS (2009)13:564–573572



trial of health-related quality of life after open and laparoscopic
surgery for colon cancer. Surg Endosc. 2007;21:747–753.

14. Heald RJ, Ryall RD. Recurrence and survival after total me-
sorectal excision for rectal cancer. Lancet. 1986;i:1479–1482.

15. Petersen S, Freitag M, Hellmich G, Ludwig K. Anastomotic
leakage: impact on local recurrence and survival in surgery of
colorectal cancer. Int J Colorectal Dis. 1998;13:160–163.

16. Peeters KCM, Tollenaar RAEM, Marijnem CAM, et al. Risk
factor for anastomotic failure after total mesorectal excision of
rectal cancer. Br J Surg. 2005;92:211–216.

17. Sagar PM, Couse N, Kerin M, May J, MacFie J. Randomized
trial of drainage of colorectal anastomosis. Br J Surg. 1993;80:
769–771.

18. Rullier E, Laurent C, Garrelon JL, Michel P, Saric J, Parneix M.
Risk factors for anastomotic leakage after resection of rectal
cancer. Br J Surg. 1998;85:355–358.

19. O’Leavy DP, Fide CJ, Foy C, Lucarotti ME. Quality of life after
low anterior resection with total mesorectal excision and temporary
loop ileostomy for rectal carcinoma. Br J Surg. 2001;88:1216–1220.

20. Clinical Outcome of Surgical Therapy Study Group. A com-
parison of laparoscopically assisted and open colectomy for
colon cancer. N Engl J Med. 2004;350:2050–2059.

21. Braga M, Vignali A, Zulliani W, et al. Training period in
laparoscopic colorectal surgery. A case matched comparative
study with open surgery. Surg Endosc. 2002;16:31–35.

22. Vignali A, Braga M, Dionigi P, et al. Impact of a program of
autologous blood transfusion on the incidence of infections in
patients with colorectal cancer. Eur J Surg. 1995;161:487–492.

23. Reissman P, Cohen S, Weiss EG, Wexner SD. Laparoscopic
colorectal surgery: ascending the learning curve. World J Surg.
1996;20:227–281.

24. Weeks JC, Nelson H, Gerber S, Sargent D, Schroeder G.
Short-term quality of life outcomes following laparoscopic as-

sisted colectomy versus open colectomy for colon cancer. JAMA.
2002;287:321–328.

25. Hong D, Tabet J, Anvari M. Laparoscopic vs open resection for
colorectal adenocarcinoma. Dis Colon Rectum. 2001;44:10–19.

26. See WA, Cooper CS, Fischer RJ. Predictors of laparoscopic
complications after formal training in laparoscopic surgery.
JAMA. 1993;270:2689–2692.

27. H. Hasegawa Y, Ishii, H. Nishibori, T. Endo, M. Watanabe,
M. Kitajima. Short- and midterm outcomes of laparoscopic sur-
gery compared for 131 patients with rectal and rectosigmoid
cancer. Surg Endosc. 2007;21:920–924.

28. Vignali A, Braga M, Zuliani W, Frasson M, Radaelli G,
DiCarlo V. Laparoscopic colorectal surgery modifies risk fac-
tors for postoperative morbidity. Dis Colon Rectum. 2004;47:
1686–1693.

29. Marijnen CA, Kapitejin E, van de Velde CJ, et al. Acute side
effects and complications after short-term preoperative radio-
therapy and midterm outcomes of laparoscopic surgery com-
pared for 131 patients with rectal and rectosigmoid cancer. Surg
Endosc. 2007;21:920–924.

30. Akiyoshi T, Kuroyanagi H, Oya M, Konishi T, Fukuda M,
Fujiimoto Y, et al. Safety of laparoscopic total mesorectal exci-
sion for low rectal cancer with preoperative chemoradiation
therapy. J Gastrointest Surg 13(3):521–5, 2009 Mar.

30. In Ja Park, Gyu-Seog Choi, Kyung-Hoon Lim, Byung-Mo
Kang, Soo-Han Jun. Laparoscopic resection of extraperitoneal
rectal cancer: a comparative analysis with open resection. Surg
Endosc. 2009. doi: 10.1007/s00464–008-0265–6.

31. Vignali A, Fazio VW, Lavery IC, et al. Factors associated with
the occurrence of leaks in stapled rectal anastomoses: a review
of 1,014 patients. J Am Coll Surg. 1997;185:105–113.

JSLS (2009)13:564–573 573


