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Cancro del colon-retto

a diagnosi

* Sopravvivenza a 5 anni: 63%



o Elevato consumo di carni rosse e alcool e/o basso consumo
di frutta e verdura




* Screening




* Diagnosi

* Tecniche diagnhostico-stadiative strumentali

+

* Biopsia e diagnosi istologica




* Trattamento chirurgico

(GUTE Je RESEZIONE ADDOMINO-PERINEALE (Sec. Miles)
A g AT T siomia permanente

* ADK del retto localizzato oltre 5 cm dalla rima anale:
CHIRURGIA PRESERVANTE LO SFINTERE (+/-C

margine di resezione distale di 1 c
sufficiente per ottenere ”



Abdominal perineal resection (rectal / anal cancer)

\ O

Anus, rectum,
and
sigmoid colon
removed

RESEZIONE ADDOMINO-PERINEALE (SEC. MILES)




Tecniche chirurgiche di preservazione dello sfintere:
resezione in blocco del mesoretto (TME, Total

Mesorectal Excision)
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/ Resezione anteriore «ultra-bassa»


https://www.sciencedirect.com/topics/medicine-and-dentistry/lower-anterior-resection
https://www.sciencedirect.com/topics/medicine-and-dentistry/lower-anterior-resection

>) totale,
S| colo-anale
(margine distale di resezione al solco
Intersfinterico): tumore che si estende oltre la
linea pettinata

%



I
S
S
E;
]
c
i
=
c
I
>
a

dentate line

stapled anastomosis

Resezione transanale



Type ll
Partial ISR

N

Type IV
total ISR + partial external
sphincter resection

Subtotal or total ISR

RESEZIONE INTERSFINTERICA




Outcomes
onclogici

Qutcome
funzionale




LA PRESERVAZIONE
DELLO SFINTERE =

RISOLVE TUTTI | =

PROBLEMI? ==




LARS: LOW ANTERIOR RESECTION SYNDROME

iInsieme di sintomi che si possono verificare in

seguito a resezione parziale o totale del retto

e »] U

* Disfunzione urinaria/sessuale




Low Anterior Resection Syndrome

Symptoms Conseqguences

Impact on:

Toilet
dependence

Mental and
emotional wellbeing

Emptying
difficulties

Varianle, unpredictable
bowel function

Preoccupation with
bowel function

Social and daily
activities

Altered stool
consistency

frequency with bowels intimacy

Roles, commitments
and responsibilities

Strategies and
compromises

Repeated painful

stools Soiling

Increased stool 0 . Q Dissatisfaction ® Relationships and
Incontinence




LARS: quali le cause?

Autonomic

denervation
Negative %
impactofa |
diverting
stoma
Compromised
< . reservoir function
/ of the neorectum

Pelvic
radiation /’
disease & Afferent
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: a | loss
sphincter =
function
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Superficial

IN.
B Dorsal N. to
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Pudendal N.
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Inferior rectal N,
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Fattori di rischio

Anastomosi BASSA colorettale o colo-anale

* Presenza di stomia
* Complicanze post-operatorie



Diagnosi




\

Do you ever have occasions when you cannot control your flatus (wind)?

O No, never
[ Yes, less than once per week

O Yes, at least once per week

Do you ever have any accidental leakage of liquid stool?
O No, never
O Yes, less than once per week

O Yes, at least once per week

How often do you open your bowels?
[ More than 7 times per day (24 hours)

O 4-7 times per day (24 hours)

[ 1-3 times per day (24 hours)

O Less than once per day (24 hours)

Do you ever have to open your bowels again within one hour of the last bowel opening?
O No, never
O Yes, less than once per week

O ves, at least once per week

Do you ever have such a strong urge to open your bowels that you have to rush to the toilet?

O No, never
[ Yes, less than once per week

O ves, at least once per week

21-29 minor LARS:
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recun |JE 1 1]
Type | I Bear down i
The patient can generate an adequate pushing - -2
force (rise in intra-abdominal pressure) along
with a paradoxical increase in anal sphincter
pressure.

Rectum ld. p— .

>

Type Il ~ Beardown
The patient is unable to generate an adequate
pushing force (no increase in intrarectal
pressure) but can exhibit a paradoxical anal Sphincter
contraction.

Rectum _
Type lll b Bear down B
The patient can generate an adequate pushing
force (increase in intrarectal pressure) but,
either has absent or incomplete (<20%)
sphincter relaxation (i.e., no decrease in anal
sphincter pressure).

Rectum

Type IV I Bear down
The patient is unable to generate an adequate
pushing force and demonstrates an absent or
incomplete anal sphincter relaxation.

Manometria anorettale

i

100 men Hy Bear down

Rectum ’ \

100 men Mg

Shincter / \

1080 men Mg

¢ Bear down )

Rectum
m—— T O —

100 men Hy

Sphincter / \

100 men Hg ‘M’

Rectum / \

100 min Mg

_—
Sphincter

< Beardown

100 Hy

Sphincter
SE—




Trattamento

="
* Minor LARS (Score<30) gt [ .
g VIR RN
§ B S
Approccio farmacologico 5‘

R E

O eccess idominale:
rifaximina, nea ina -

O incontinenza fecale: iniezione anale con
destranomero e ialuronato di sodio



* Major LARS (Score>30)

Approccio multimodale

* Accorgimenti dietetici




Counseling pre- Preoperative counseling and functional evaluation.
: Consider the effect of radiotherapy, surgical reconstruction, diverting stoma.
operatorlo Early closure of deverting stoma

Counseling on functional alterations
Dietary program
Consult with medical gastroenterologist if needed

Riabilitazione

Pelvic floor rehabilitation

pavimento pelvico

Irrigazione
transanale

Transanal irrigation

Sacral

Neuromodulazione neuromodulation

Stomia




Conclusioni — Key Points

o)

putcome
oncologico vs gualita della vita per la scelta della

. SPS (vs Resezione Addomino-perineale, APR) nel
/ cancro del retto basso




o)

>2 anni

considerare confezionamento stomia
permanente







La valutazione
- : 7\ \
preoperatoria di una iz
persona candidata a R




Scelta per ....

eta?
condizioni generali?
patologie in corso? .
biw stile di vita?
ondizioni S
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aNle PEr discutere.....
Siete coinvolti nella decisione terapeutica in caso di LARS?
*Ritenete opportuna la stomia di scelta in caso di LARS?
*Meglio una stomia o una modesta incontinenza?

sCoinvolgete il paziente nella scelta?

te importante I'eta e le condizioni ger



1Sen,

r OW anterior resection
syndrome after sp ter preserving surgery for rectal
cancer, Ahmad Sakr, Fozan Sauri, Mohammed Alessa et
al.
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