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oz sntyan® Rectumcarcinoom : Algemeen

brugge - oostende av

<  30% van alle colorectale carcinomen

('\

Een maligne letsel op maximum 15cm van de margo ani

(W

Symptomen : RBPA, diarrhee, constipatie (“veranderd stoelgangspatroon™), gewichtsafname,

abdominale pijn, anemie.

(W

Risico factoren : leeftijd >50jaar, familiale voorgeschiedenis, IBD

('\

IFOB test

(W

Diagnose :

1/ Digitaal onderzoek - Rectoscopie : localisatie — tattooing
2/ Biopsie
3/ Totale colonoscopie (4-15% synchrone polypen)

4/ Staging : CT — MRI
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brugge - oostende av

Colorectal cancer: Primary tumour localisation, Belgium 2004-2005
(excl. colon not otherwise specified, N = 1,937 (12.8%))

« 60% of all colorectal cancers are diagnosed in the distal part of the colon (sigmoid, rectosig-
moid junction and rectum).
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az sintjan Rectumcarcinoom : IFOB test

brugge - oostende av

< Bevolkingsonderzoek
< Tussen 56 — 74 jaar

3.3. PARTICIPATIEGRAAD NAARGELANG LEEFTIJDSCATEGORIE

In 2013 werden de oudste leeftidscategonesn, zijnde de 66-, 65-, 70-, 72- en 74-jarigen, uitgenodigd. De 66-70-ja-
rigen hebben een signethcant hoger participatieajfer [50.7%) vergeleken met de 71-74 jarigen [44.9%). Als de par-
tiapatie hoger is bij de jongere leeftiydscategorie&n, zou kunnen verwacht worden dat het partiapatiecijfer in 2014
hoger kan liggen aangezien dan ook de jongere leeftijdscategoniein [56-58-60-62-64 jarigen) uitgenodigd worden.

JAARRAPPORT

Tabel 4: Participatiegraad naargelang leeftijdscategone

56-&0 - - -
61-65 - - -
66-70 8127 160 432 80.7%
T-74 346 268 80 841 44.9%
Totaal 117579 261273 48.7%

*Een deelnemer werd verkeerdelyk geselecteerd op basis van leeftiid, vandaar het totaal in deze tabel 241 273
Ip.v. 241 274,
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Screening : cijfers AZ Sint-Jan

No polyp Polypoid lesion
106 267

. Hyperplastic /
Adenoma Carcinoma Other

202 41

24
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oz st Jon Rectumcarcinoom : Diagnostiek

Tumor hoogte :
« Laag vs hoog
* |nvasie van de sfincter
« CRM invasie (circumferential resection margin)
CRM < 1mm : hoog risico
« T stadium

e T1vsT2:EUS
e T2vsT3

« Lymfeklieren
* Subtype
« Meta’s

» Restaging na chemoradiatie o
ESGAR guidelines 2012

Mercury study 2013
Kim et.al. 2013
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asntjon™  Rectumcarcinoom : diagnostiek

« Tumor hoogte :
 Laag vs hoog
 Invasie van de sfincter

« CRM invasie (circumferential resection margin)

e CRM < 1mm : hoog risico




Table 4: TNM Staging System for Colorectal Cancer®

: Tumor cannot be assessed

gk Carcinoma in situ

Tumor invades submucosa

T, Tumor invades muscularis propria
T, Tumor invades subserosa

| Tumor directly invades adjacent

organs/structures or through the
visceral peritoneum

N, Lymph nodes cannot be
assessed
N, No lymph node metastases
N, Metastases in 1-3 lymph nodes
N, Metastases in 24 lymph nodes
| Distant metastases )
M, Metastases cannot be assessed
M, No distant metastases
M, Distant metastases present

=
A T,N, 875
1B T,N, 715
WA T,T,N, 87
B T, N, 68.7
e T, T, N, N, 47-50

v Any T, M1 27

FIGURE 46 - RECTAL CANCER: RELATIVE SURVIVAL BY
CLINICAL STAGE IN MALES (BELGIUM, 2004-2008)
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FIGURE 47 - RECTAL CANCER: RELATIVE SURVIVAL BY
CLINICAL STAGE IN FEMALES (BELGIUM, 2004-2008)
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ESGAR guidelines 2012
Mercury study 2013
Kim et.al. 2013
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azsmtyon ™ Rectum carcinoom : behandeling

Laagste derde Middelste en bovenste derde
0-5cm 5.1-15¢cm

| I | | l |

cStad. 1 cStad. 2en3  cStad. 1 cStad. 2 cStad. 3
I
v v
cT3 met cl4 of
cCRM >2mm c¢CRM <2mm
45 Gy RCT 25 Gy RT 45 Gy RCT 45 Gy RCT
6-8 W l <1 w \ 6-8 W I

Rad. Exc. Rad. Exc. Rad. Exc. Rad. Exc. Rad. Exc. Rad. Exc.

(LE/TEMS) (LE/TEMS) R
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brugge - ooste

< Neo-adjuvant : 5 weken
 Levermetastasen : liver first

< Adjuvant :
 ypTONOMO : geen
« ypT1... : adjuvant : 4-6 maanden
e M+
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oz sint.Jan Rectumcarcinoom : radiotherapie

- Kort :

e 258Y, 1 week
e 1 week rust

e Sterilisatie

< Lang:
e 45 g¥Y, 5 weken

e Volumevermindering

e 8 -10 weken rust
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oz sint-jan Rectumcarcinoom : Heelkunde

1. Algemene principes

2. Klassieke heelkunde : Open en laparoscopische TME
3. Lokale excisie

4. Ta TME

5. Robot TME
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az sint-jan Heelkunde : Algemene principes

< Curative RO resectie
< Total Mesorectal Excision (TME) — PME — APRA

< Anastomose

Gestapled vs manueel
Sigmoid vs linker colon
J-pouch

Side to end / end to end

Coloplastie

Y Protectief ileostoma

< Lymfeklierdissectie

. 1. Oncologisch correct
J Zenuwsparend

2. Lekkage ratio

3. Zenuwsparend
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Total Mesorectal
Excision - TME

Line of axcsion includes mesoracium

Sie of tumor deposits

Fig 1. — Total mesorectal excision as depicted in Heald’s original publica-
tion. This image refers to a patient with a distal mesorectal deposit. From
Heald RJ, Husband EM, Ryall RD. The mesorectum in rectal cancer
surgery: the clue to pelvic recurrence? B8r J Surg. 1982;69:613-616.
Reprinted with permission of Blackwell Science Ltd.
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‘Scherpe’, gecontroleerde dissectie

Directe visie

Bewaren van de hypogastrische plexus
Avasculair plan (sneeuw), dorsaal, lateraal (Waldeyer’s fascia)
Cave presacrale fascia : bloeding van sacrale venen (‘spijker’)

Fascia van denonvilliers, anterieur
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Volledige rectumresectie

Partiéle rectumresectie

Volledige mobilisatie van het linker colonkader
Doornemen van v. mesenteria inferior onder de pancreas

Wegname van sigmoid (vasculariteit), cfr lengte resectiespecimen : > 20 cm
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TME - rectal cancer surgery

¥ TISSUE REMOVED IN
ABDO-PERINEAL
EXCISION

ANTERIOR
RESECTION
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az sintjan Heelkunde : Sfinctersparend
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< Distale Marge :
< Ideaal : > 2 cm, ex vivo, unstretched

< Distale rectumtumor (binnen 5 cm) : 1 cm met vriescoupe
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The distal margin
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oz sint-jan Heelkunde : Reconstructie

Rectum : reservoirfunctie : nabootsen
End to end anastomose : anteriorsyndroom

End to side : zo geen pouch mogelijk

 Lengte van colon

* Bulky mesenterium bij man
J-Pouch : 'minder’ lekkage

Coloplastie
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azsntyon™~  Heelkunde : Beschermend Stoma

Bescherming van de anastomose

Hoger risico op lekkage, bij neo-adjuvante therapie

Tijdelijk

Ileostoma : vlotter te sluiten, geen interferentie met vasculariteit van het colonkader
Colostoma : cave vasculariteit

Frequentie : daalt
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az sint-jon Macroscopie
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az sintjan Macroscopie : APRA
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TME — macroscopic inspection

Complete VS. Incomplete excision

Defects, tears,
el ...




TME — macroscopic inspection

Examples of incomplete excision

APRA

Defects, tears,
elc., .4
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az sint-jan Rectumcarcinoom : APO

Kwaliteitscontrole
Circumferentiele resectiemarge (Quirke)
Diepteinvasie
Differentiatiegraad
Lymfeklieraantasting

Resectiemarge

The circumferential or lateral margin



TME - handling the specimen

Frostate

Denonvilliers
fascia

The "holy plane’

CRM positive in large T or N+ stages
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az sintjon Laparoscopische rectumresectie

< Overleving en ziektevrije periode gelijkaardig aan open heelkunde
< Minder wondinfecties

< Sneller herstel

“ Technische beperking bij aanleggen anastomose?

< Volledigheid resectie?
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“ COLOR I : Laparoscopische versus open behandeling van Colon Ca

< COLOR II : Laparoscopische versus open behandeling van Rectum Ca

* Non-inferiority trial
* Primair eindpunt : lokaal recidief <3 jaar

Y COLOR III : Transanale versus laparoscopische behandeling van Rectum Ca




The NEW ENGLAND JOURNAL of MEDICIN E

“ ORIGINAL ARTICLE ”

A Randomized Trial of Laparoscopic
versus Open Surgery for Rectal Cancer

H. Jaap Bonjer, M.D., Ph.D., Charlotte L. Deijen, M.D., Gabor A. Abis, M.D,,
Miguel A. Cuesta, M.D., Ph.D., Martijn H.G.M. van der Pas, M.D,,
Elly S.M. de Lange-de Klerk, M.D., Ph.D., Antonio M. Lacy, M.D., Ph.D.,
Willem A. Bemelman, M.D., Ph.D., John Andersson, M.D.,
Eva Angenete, M.D., Ph.D., Jacob Rosenberg, M.D., Ph.D., Alois Fuerst, M.D., Ph.D.,
and Eva Haglind, M.D., Ph.D., for the COLOR Il Study Group™

METHODS

In this international trial conducted in 30 hospitals, we randomly assigned patients
with a solitary adenocarcinoma of the rectum within 15 cm of the anal verge, not
invading adjacent tissues, and without distant metastases to undergo either laparo-
scopic or open surgery in a 2:1 ratio. The primary end pointwas locoregional recur-
rence 3 years after the index surgery. Secondary end points included disease-free
and overall survival.
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Table 2. Involved Circumferential Resection Margin and Locoregional Recurrence.

Involved Circumferential Resection Locoregional Recurrence in
Type of Lesion and Surgery Margin* Intention-to-Treat Population
Patients with Between-Group Between-Group
FindingT Difference:: Rate Difference:
percentage points percentage points
no. /total no. (%) (95% Cl) % (90% Cl)
All lesions
Laparoscopic surgery 56/588 (10) -0.5 (-4.9t0 3.5) 5.0 0.0 (-2.6 to 2.6)
Open surgery 30/300 (10) 5.0
Upper rectal lesion
Laparoscopic surgery 18/196 (9) -0.1 (-8.2to 6.4) 3.5 0.6 (-2.9to 4.1)
Open surgery 9/97 (9) 2.9
Middle rectal lesion
Laparoscopic surgery 22/228 (10) 6.2 (0.1to 11.2) 6.5 4.1 (0.7 to 7.5)
Open surgery 4/115 (3) 2.4
Lower rectal lesion
Laparoscopic surgery 15/164 (9) -12.4 (-23.2to -3.0) 4.4 -7.3 (-13.9to -0.7)

Open surgery 17/79 (22) 11.7

Locoregional Recurrence
in As-Treated Population

Rate

%

4.3
6.3

3.0
39

5.7
4.1

3.8
12.7

Between-Group
Difference:

percentage points
(90% Cl)

2.0 (-4.7 10 0.7)

0.9 (-4.6 to 2.8)

1.6 (-2.3 t0 5.5)

~8.9 (-15.6 to -2.2)
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Laparoscopic surgery

Open surgery

A All Stages
100+
90—
— 80+
X
— 70+
s
S 60
a
o 90+
o
=
3 40
2 20-
10+
0
0
No. at Risk
Laparoscopic 692
surgery

Open surgery 344

1 2 3
Years
604 536 441
297 264 211

B Stagel
100-

90
80
70-
60-
50-
40
30-

Disease-free Survival (%)

20+
10+

Open surgery

Laparoscopic surgery

No. at Risk
Laparoscopic 247

surgery
Open surgery 117

1 2 3
Years
227 210 169
114 106 85

Laparoscopic surgery

Open surgery

C stagell
100
90~
S
= /04
2
e 60+
a
o 907
&
9 40+
g 304
2
QO  20-
10+
0
0
No. at Risk
Laparoscopic 187
surgery

Open surgery 92

1 2 3
Years
170 150 126
80 74 61

D stage lll

Disease-free Survival (%)
w
?

Laparoscopic surgery

Open surgery

No. at Risk

Laparoscopic 230
surgery

Open surgery 124

1 2 3
Years
181 151 129
93 75 57

A All Stages _ B Stagel Open surgery
100 Laparoscopic surgery 100 o
90— 90
80 80 Laparoscopic surgery
g 70+ Open surgery g 70
S 60 S 60+
S >
5 50 5 50
0 n
T 40- T 40+
s 3
O 30+ O 30+
20+ 20+
10 10+
0 T T 1 0 T I 1
0 1 2 3 0 1 2 3
Years Years
No. at Risk No. at Risk
Laparoscopic 692 659 612 511 Laparoscopic 247 240 230 191
surgery surgery
Open surgery 344 322 304 247 Open surgery 117 114 112 90
C Stagell D stagelll
100~ Open surgery 100+
90 4 90 Laparoscopic surgery
80 Laparoscopic surgery 80
g 70+ g 70+ Open surgery
S 601 S 60
§  so- £ so-
0 v
T 40- = 404
o o
g 301 3 30-
20+ 20
10 10
0 T T | 0 T T |
0 1 2 3 0 1 2 3
Years Years
No. at Risk No. at Risk
Laparoscopic 187 179 167 143 Laparoscopic 230 213 189 160
surgery surgery
Open surgery 92 88 85 73 Open surgery 124 109 97 75

Figure 2. Disease-free Survival, According to Disease Stage.

Figure 3. Overall Survival, According to Disease Stage.
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oz sint-jan Heelkunde : Lokale Excisie

Laagste derde Middelste en bovenste derde
0-5cm 9.1 <15 em
| | | | |
cStad. 1 cStad. 2en 3 cStad. 1 cStad. 2 cStad. 3
I
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cT3 met cl4 of
cCRM >2mm cCRM <2mm
45 Gy RCT 2906y R 45 Gy RCT 45 Gy RCT
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@d. ED Rad. Exc. ad. Exc. Rad. Exc. Rad. Exc.
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oz sint-jan Heelkunde : Lokale Excisie

47

Local excaision (LE) or transanal endoscopic microsurgical resection

(TEMS) should not be a standard curative approach for ‘early’ reccal
cancer outside a clinical trial. However, patents not fic for radical

resection or on a palliatuve course can benefit from these techniques (1B
recommendacon) [55, 185, 186].

The role of local excision (LE) for pT| rectal cancer has become
controversial. LE or transanal endoscopic microsurgical resection (TEMS)

can be recommended for small (< 3 cm diameter) uT| lesions with the
appearance of a villous adenoma and with negative biopsies, located below

the peritoneal reflection of Douglas (7-9 cm above the anal verge in men,

5-7.5 cm in women). For pT| sm 2 and sm 3 lesions, radical resecton or
adjuvant treatment should follow LE or TEMS in patents fit for furcher

therapy. However, for pT Ism| lesions close observation is a valid
alternatve (1C recommendartion) [55, 61-64, I187].

In view of the risk of nodal metastasis and decreased disease control, all
uT|l lesions located above the peritoneal reflection of Douglas deserve
radical total mesorectal excision (TME) (wicth low risk of urogenital
dysfuncuon) if the patient is fit for surgery (1 C recommendation) [61-64,

187].




Rectal cancer: ESMO Clinical Practice Guidelines
for diagnosis, treatment and follow-up’

B. Glimelius', E. Tiret?2, A. Cervantes® & D. Amold?4, on behalf of the ESMO Guidelines
Working Group™

Annals of Oncology 24 (Supplement 6): vi81-vi88, 2013

Very early cT1 sm1 (-27) NO Local excision (TEM). If poor
prognostic signs (sm > 2,
high grade, V1), resection
(TME) (or possibly CRT)

Early (good) cT1-2;cT3a (b) if middle  Surgery (TME) alone. If poor

or high, NO (or cN1 if prognostic signs (crm+,

high), mrf-, no EMVI N2) add postop CRT or
CT®. (CRT with evaluation,
if cCR, wait-and-see, organ

preservation)
Intermediate ~ ¢T2 very low, cT3mrf- Preop RT (5 x5 Gy) or CRT
(bad) (unless cT3a(b) and followed by TME. (if CRT
mid- or high rectum, and cCR, wait-and-see in
N1-2, EMVI+, limited high risk patients for
cT4aNO surgery)
Advanced cT3mrf+, cT4ab, lateral ~ Preop CRT followed by
(ugly) node+ surgery (TME + more
extended surgery if needed
due to tumour overgrowth).
5 x 5 Gy with a delay to
surgery in elderly or in

patients with severe

comorbidity who cannot
tolerate CRT



Video courtesy of Dr. T. Feryn
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Y Twee teams ;

 Abdominale fase : mobilisatie van het colon

* Perineale fase : Resectie (volgens TME principes) en
anastomose (handmatig of gestapeld)



az sint-jon’ Ta TME : abdominale fase

Transsectie VMI en

AMI tyydens lap
sigmoid
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oz sint-jan Ta TME : Perineale fase

Figure 1. Transanal view. A: Rectal purse-string closure and tattoo marking.
B: Full thickness circumferential transection.
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oz sint-jan Ta TME : Perineale fase

Figure 2. Down-to-up dissection. A: Anterior plane. B: Posterior plane.
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az sint-jan Ta TME : Anastomose

Figure 3. Anastomosis construction. A: Transanal view. Rectal stump purse-string suture and
anvil extraction. B: Abdominal view. Proximal colon with
circular stapler anvil.
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Transanal Total Mesorectal Excision for Rectal ® -
Cancer: Outcomes after 140 Patients

Antonio M Lacy, MD, PhD, Marta M Tasende, MD, Salvadora Delgado, MD, PhD,
Maria Fernandez-Hevia, MD, Marta Jimenez, MD, PhD, Borja De Lacy, MD, Antoni Castells, MD, PhD,
Raquel Bravo, MD, Steven D Wexner, MD, PhD, FACS, Richard ] Heald, MD, PhD, FACS

J Am Coll Surg 2015

Figure 1. Two teams working simultaneously. (A) Transanal team and (B) laparoscopic team.



Table 1. Characteristics of Patients Included in the Study

Characteristic Data Table 2. Early Postoperative Complications
Early postoperative complications,
Age, y, mean £+ SD 65.5 £+ 12.7 <30 postoperative days n % Clavien-Dindo
Sex, n (0/0) Sive obstruct opcrativc tregurenic | U./\LV
Male 89 (63.6) Anastomotic leakage ) k 12 8.6 )
= —— _———
Female 51 (36.4) Grade € operative treatment 6.4 II1b
; Hartmann procedure 1 0.7
BMI, kg/m?, mean + SD 252 + 3.9 - . _
- — - = 5 ['ransanal drainage 3 2.1
St SOClety of Anesthesnologl sts score, n (%) Colonic lavage and colonic mucous
| 8 (5.7) fistula, patients with ileostomy 3 2.1
11 117 (83.6) Abdominal lavage and ileostomy 2 14
1/1V 15 (10.7) Grade B, conservative treatment 3 2.1

Transanal lavage with rectal tube

Previous abdominal open surgery, n (%) 35 (25.0) bedside and antibiotic 2 1.4 Il
Tumor location, n (%) Image-guided drain and antbiotic 1 0.7 [11a
Upper rectum 29 (20.7) [leostomy obstruction/ileus 11 7.9
Middle rectum 70 (50.0) Mi11<>1- 4 29 I
L 41 (29.3) Moderate 4 29 Il
: OWer rectum - — Severe 3 2.1 I
Distance from anal verge by MRI, cm, mean £ SD 7.6 + 3.6 Intra-abdominal collections 4 29
Upper rectum 126 = 1.9 Image-guided drain and anubiotic 1 0.7 [1a
Middle rectum 77 + 1.9 Only antibiotic 3 2.1 Il
Lower rectum 36 1.2 Bleeding > 3.6
: Intra-abdominal bleeding
Preoperative T stage, n (% -
P 5 (%) Reoperation 1 0.7 [11b
mrl1] 2 (1.4) Hematoma, requiring blood
mrl2 27 (19.3) transfusion 1 0.7 Il
mrT3 90 (64.3) Anastomotic bleeding
Reoperation by transanal
mrT4 11(7.9) reinforcing stitches 1 0.7 [I1b
Not assessed” 10 (7.1) Transanal lavage with rectal
Preoperative N stage, n (%) tube bedside 1 0.7 1
miN— 71 (50.7) In patient with acenocoumarol
- treatment 1 0.7 |
mrN+ 59 (42.1) High ileostomy output 2 14 I
Not assessed” 10 (71) Acute postoperative pancreatitis 1 0.7 I1
Preoperative M stage, n (%) Urinary retention 3 2.1 11
MO 131 (93.6) Abdominal wound infection 00
: Fever
M1' 9 (6.4 -
- 5 ( ) Venous catheter fever 3 2.1 [1
Neoad’ uvant therapy , 0 (%) - [solated episode of fever 2 1.4 |
Chemoradiation 90 (64.3) Blood transfusion due to anemia 3 2.1 Il
Chemotherapy 3 (2.1) Ascites (in cirrhotic patient) 1 0.7 I

Radiotherapy 1 (0.7)
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Table 3. Histopathologic Characteristics of Surgical
Specimens

Table 4. Oncologic Outcomes

Outcome

Data

Follow-up, mo, mean £ SD;

median (IQR)

15.0 £ 9.1; 15.1 (7.1—20.7)

Recurrence time, mo,

mean + SD; median (IQR)

12.8 = 7.2; 10.1 (9—20)

Recurrence, n (%)

Characteristic Data
Tumor size, cm, mean = SD 3045
Proximal margin, cm, mean = SD 148 = 9.5
Distal margin, mm, mean £+ SD 28 + 21
High rectum, mean £+ SD 52 £ 17
Middle rectum, mean + SD 28 + 18
Low reccum, mean £+ SD 10+ 9
Circumferental margin, mm,
mean = SD (range) 22 + 4 (0—35)
Circumferenual resection margin
involvement, n (%)
> 1 mm 131 (93.6)
< 1 mm 9 (6.4)
¥TTph nodes, no., WSD 147 + 6.8
Quality of mesorectum, n (%)
136 (97.1)
Grade 2: nearly complete 3 (2.1)
Grade 1: incomplete 1 (0.7)
Stage, n (%)
Complete response, n (%) 15 (10.7)
I 34 (24.3)
11 43 (30.7)
I11 39 (27.9)

Y 9 (6.4)

Disease free 119 (90.8)
Local recurrence 1 (0.8)
Systemic recurrence 8 (6.1)
Local and systemic recurrence 2 (1.5)
Lost follow-up 1 (0.8)
Port site recurrence 0 (0)
Survival n (%)
Alive 136 (97.1)
Dead 4 (2.9)
Cancer-related 3 (2.1)
Other causes 1 (0.7)

Patents with preoperative stage IV tumors (n = 9) were excluded from this

analysis.
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COLOR III: a multicentre randomised clinical trial comparing
transanal TME versus laparoscopic TME for mid and low rectal
cancer

Charlotte L. l)eijenl - Simone Velthuis® - Alice Tsai® - Stella Mavroveli® -
Elly S. M. de Lange-de Klerk'! - Colin Sietses” - Jurriaan B. Tuynman' -
Antonio M. Lacy? - George B. Hanna” - H. Jaap Bonjer!

. . o ) Surg. Endosc. 2015 epub ahead of print
2 International, multicentre, superiority, randomised

Sample sizing : n 1098

Resection of a solitary mid or low rectal carcinoma (5-10 and 0-5 cm)
Stage I — III

Exclusion : T1 which can be treated with LE — T3 CRM <1mm - all T4
Intention to treat

FU according to ESMO guidelines yearly — 5 years

Primary endpoint : involvement of CRM

Secondary : morbidity and mortality, local recurrence, disease-free survival, overall
survival and functional outcome
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Qé i https://www.color3trial.com P~ & C |l D color3-Trial

Internatlonal

Trial COLOR I

COLOR III Trial

A randomized clinical trial comparing transanal and traditional

\

laparoscopic TME for rectal cancer hange of
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oz sint-jan Robot Rectum resectie

Geen verschil met open heelkunde wat betreft ziektevrije periode en overleving

Geen verschil met laparoscopie wat betreft postoperatief herstel, oncologische

uitkomst en postoperatieve morbiditeit en mortaliteit.

Gemakkelijkere toegang kleine bekken (“dexterity”) : betere articulatie van de
instrumenten in beperkte ruimte - beter zicht > betere dissectie en protectie

van de zenuw
Anastomose aanleg eenvoudiger?

Transanale toegang of single incision gemakkelijker
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oz sint-jan Robot Rectum resectie
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0z sintjan’ Robot : Lokale resectie

" -

Monopolar Cautery More Cos Maryland Dissector




asmon®  Robot TME resectie (RATS — TME)

Y
- ‘.A’ ‘5:"”'

’

Maryland Dissector Monopolar Cautery



gggfczf;;4,gc'c’ | Toekomst ?

< Volledige respons na RCT : Niet — operatieve benadering

Watch and Wait Approach Following Extended
Neoadjuvant Chemoradiation for Distal Rectal

Cancer: Are We Getting Closer to Anal Cancer
Management?

Angelita Habr-Gama, M.D., Ph.D.! « Jorge Sabbaga, M.D., Ph.D."?

Joaquim Gama-Rodrigues, M.D., Ph.D.! « Guilherme P. Sao Juliao, M.D.’
Igor Proscurshim, M.D.! * Patricia Bailao Aguilar, M.D., Ph.D.*?
Wiladimir Nadalin, M.D. , Ph.D.** Rodrigo O. Perez, M.D., Ph.D.»*>®

DISEASES OF THE COLON & RECTUM VOLUME 56: 10 (2013)



Clinical assessment:
Year 1 every 2 mo
Year 2 every 3-4 mo
Year 3-5 every 6 mo
Year 6 on every 12 mo

Radiological assessment
Year 1-2 every 6 mo
Year 3 on every 12 mo

Complete response
at reassessment

l

Clinical &
radiological
assessment

(DRE, proctoscopy, CEA)

+ MRl and /or PET/CT

Norm

Imaging every 6 mo
MRI or PET/CT

Normal

\ 4

Watch and Wait

-

Continue
watch & wait

/

Gross

tumor

Radical surgery

Abnormal

Subtle
irreqularity

\

/

ypTO

\ Recurrence

A

MRI
and/or
PET/CT

and/or
TEM (diagnostic)




az sint-yjan

brugge - oostende av

70
Eligible patients with
distal rectal cancer

¢ 1 Died during chemotherapy

69
Concluded CRT

P

Reassessment at 10

Incomplete clinical Initial clinical complete
response response
| 8* (17%)
Early regrowth <
*(only 7 underwent salvage) -
0
29 (43%) 39 (57%)

Sustained clinical complete

Incomplete response response (after 12 mo. f/u)

4 (10%)
<
/ Late local recurrence
\ 4

33 (49%)
Immediate or salvage
surgery

35 (51%)
No radical surgery required
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az sintJan Besluit

< Primair einddoel van rectumchirurgie = RO resectie
©  Geen verschil tussen de verschillende technieken wat betreft overleving

< Voordeel voor minimaal invasieve technieken : comfort van de patiént

< Belang van elke ingreep :

e Oncologisch correct
 Lekkage
e /Zenuwsparend



Talk Blue Vlaanderen

Talk Blue
VIaanderen




Voor meer Info ...

www.dokterferyn.be

www.facebook.com/doktertomferyn

www.youtube.com/doktertomferyn

www.youtube.com/darmkanker

\
Bedankt voor de aandacht |




