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CASE REPORT

Intersphincteric Resection for Low Rectal Cancer -
Case Report
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Introduction: Surgical treatment for low rectal cancer represents a challenge: to perform a radical resection and to preserve the sphincter’s
function. We report a case of intersphincteric resection in a combined multimodality treatment for low rectal cancer, with good oncologic and
functional outcome. Case presentation: We report a case of a 73 years old woman admitted in April 2014 in surgery, for low rectal cancer.
The diagnostic was established by colonoscopy and malignancy confirmed by biopsy. Complete imaging was done using computed tomogra-
phy and magnetic resonance to establish the exact stage of the disease. The interdisciplinary individualized treatment began with radiotherapy
(total dose of 50 Gy, administered in 25 fractions) followed by surgery after eight weeks. We performed intersphincteric rectal resection by a
modified Schiessel technique. There were no postoperative complications and the oncologic and functional results were very good at one year
follow up. Conclusions: Intersphincteric resection, in this selected case of low rectal cancer, represented an efficient surgical treatment, with
good functional results and quality of life for the patient. A multidisciplinary team is an invaluable means of assessing and further managing the

appropriate, tailored to the case, treatment in the aim of achieving best results.
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Introduction

There have been great advances in understanding and
treatment of rectal cancer in the last few decades [1,2].
Nowadays the management of rectal cancer recognizes a
multimodality approach [3,4]. With all the major pro-
gresses made in the development of oncologic therapy,
the radical surgical removal of the tumor stays, however,
the only treatment in order to achieve a permanent cure
[3,5]. Besides the oncologic resection of the tumor, the
second most important goal is the preservation of fecal
continence [5].

The surgery for rectal cancer focuses today on functional
preservation of the anal sphincter [2,3]. This concept was
embedded paralleling to the discovery that the cephalic
lymphatic stream was the main way of dissemination in
rectal cancers [5,6]. Both the Heald’s concept of total mes-
orectal excision and the use of preoperative radiotherapy,
evidenced to decrease of the local recurrence rate, encour-
aging furthermore the development of sphincter saving
procedures [1,3,5,6].

If for proximal rectal tumors the surgery is considered to
be easier, low rectal tumors represent a challenge even for
highly experienced colorectal surgeons [7].

The intersphincteric resection technique used to in-
crease sphincter preservation by achieving the necessary
distal margin, is regarded as the most extreme form of re-
section for “ultralow” rectal cancers [5,7].
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We report a case of low rectal cancer managed by mul-
timodal treatment. The surgery consisted in intersphinc-
teric resection followed by good functional and oncologic
outcome.

Case report

We report a case of a female patient aged 73 years admitted
in the Surgical Clinic 1 of the County Emergency Clinical
Hospital of Tirgu Mures, in April 2014, with the diagnos-
tic of low rectal cancer.

The onset of the disease was four months before the
admission, with the emergence of mild lower abdominal
pain, accompanied by changes of intestinal transit and rec-
tal hemorrhage episodes.

Due to recurrence of rectal bleeding episodes, she was
submitted to a surgical examination, which, after perform-
ing a digital rectal examination, raised the suspicion of a
rectal tumor located at approximately 6 cm from the anal
orifice. A colonoscopy was consecutively recommended.

The colonoscopic examination detected a sessile poly-
poid formation, centrally depressed, at about 6 cm from
the anal orifice and a biopsy was taken for the suspicion of
rectal cancer.

Three weeks later, the histopathological result stated the
diagnosis of “well differentiated, infiltrative, rectal adeno-
carcinoma” and additional imaging examinations were rec-
ommended to establish the staging of the disease.

The computed tomography (thorax, abdomen and pel-
vis) with intravenous dye, detected no local and regional
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pathological lymph nodes, distant lung or liver metastases.
A magnetic resonance imaging (MRI), of the pelvis de-
scribed a lesion located in the left lateral wall of the lower
rectum, relatively well defined, not exceeding the muscular
layer, without extension to the perirectal adipose tissue and
mesorectal fascia, without pathological pelvic lymph nodes.

At that point, the surgeon and the oncologist, following
a joint analysis of the pooled data, staged the patient a well
differentiated (GI) low rectal cancer in stage I (T2 N0 M0)
- AJCC classification (American Joint Committee on Can-
cer), or B1, according to Dukes classification (modified by
Astler and Coller). The first step in therapeutic manage-
ment must be the oncologic treatment (radiotherapy) fol-
lowed by surgery.

The patient underwent preoperative exclusive radiother-
apy for five weeks. The total dose of 50 Gy, administered
in 25 fractions, was well tolerated.

Eight weeks after the end of radiotherapy, the patient was
admitted in the Surgical Clinic 1 of the County Emergency
Clinical Hospital of Tirgu Mures, for surgical treatment.

After a preoperative mechanical bowel preparation with
Macrogol 4000 (Fortrans®), with the patient in a Lloyd-
Davies position, the procedure began with the abdominal
time. An inferior median laparotomy that allowed for a
general and local inspection confirmed the preoperative
evaluation. We decided to proceed with surgery. Due to
the low location of the tumor and the necessity of respect-
ing the oncologic principles, we decided to perform an in-
tersphincteric rectal resection using a modified Schiessel

Fig. 1. Intersfincterian removal of the anal canal with LigaSure
Small-dJaw

technique. We began with the high sealing and cutting of
the inferior mesenteric vessels and left colon mobilization,
including the splenic flexure, without ligatures. A total
mesorectal excision was achieved, with sharp dissection
using LigaSure Impact™, preserving the presacral auto-
nomic nerves.

Next, the internal sphincter was incised and separated
from the external sphincter and puborectalis muscle (Figure
1). A circular dissection of the rectum containing the tumor,
following the intersphincteric anatomical plane, was then
done, using a LigaSure Small Jaw device (Figure 2, Figure 3)

As the final time, by pulling through the descending co-
lon, a hand sutured coloanal anastomosis was performed
using absorbable sutures, placed in between the colon, the
external sphincter, and the anoderm (Figure 4). This was
the only operative time when we used threads.

The postoperative evolution was favorable, without any
complications, and the patient was discharged eight days
after surgery.

The histopathological result established the diagnostic
of moderate differentiated (GII) rectal carcinoma, with
mucinous content, infiltrating the rectal wall up to the
muscular layer. All the resection margins (distal, proximal
and circumferential) were found free of tumor. No patho-
logical lymph nodes were found and no vascular, lymphat-
ic or perineural invasion was observed.

According to this result, the oncologic reevaluation de-
cided that no additional oncologic postoperative treatment

Wwas necessary.

Fig. 2. Intersfincterian removal of the anal canal and inferior rec-
tum with LigaSure Small-Jaw

Fig. 3. Final aspect - the remaining external anal sphincter

Fig. 4. Final aspect of the colo-cutaneous anastomosis
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The follow up of the patient was conducted both by the
surgeon and the oncologist to establish the functional and
oncologic result of the treatment. She was evaluated clini-
cally, biologically and imagistically every three months up
to a year.

No sign of local, regional or distal recurrence was de-
tected in the ultrasound evaluation at three, six and nine
months nor in the one year MRI. The levels of CEA (Car-
cinoembryonic antigen) were also within the normal range
at each three month assessment.

The postoperative functional outcome evaluated ac-
cording to the Waxner classification [8] registered a score
of 6 points, the patient describing a good continence
for solid stool, and intermittent incontinence for liquid
stools and gases.

The patient was included, under a written informed
consent, in a study about sphincter saving procedures per-
formed for low rectal cancer, approved by the Hospital
Ethics Committee.

Discussions
For this case of low rectal cancer, an intersphincteric re-
section was chosen as surgical procedure due to the low
location of the tumor and the necessity of respecting on-
cological principles in trying to preserve the anal conti-
nence [2,3,5].

All patients with indication of intersphincteric resec-
tion for low rectal cancer must be preoperatively evaluated
clinically and imagistically to meet Schiessel’s criteria: tu-
mor located in lower rectum and anal canal, local spread
restricted to the rectal wall or internal sphincter, histology
G I or G II grading, absence of distant metastases and pre-
served sphincter function [3,5].

Preoperative radiotherapy was performed to improve lo-
cal control and the chance of performing a sphincter saving
procedure [1,9,10].

The association with preoperative chemotherapy is used
to increase the efhicacy of radiation, but produces no sig-
nificant effect upon survival [1,10]. In our case no chemo-
therapy was associated due to a persistent leucopenia con-
sistent throughout the entire therapy.

To respect the oncological principles of rectal surgery,
a total mesorectal excision was performed and a free distal
margin of at least 2 cm from the macroscopic limits of the
tumor was achieved [2,3].

The oncologic radicality of the technique was confirmed
by the pathological report that showed a proximal, distal
and also circumferential margin free of tumor.

In our procedure without sutures, the use of a LigaS-
ure™ device showed certain benefits in performing a good
hemostasis and lymphostasis and allowing also a good
control in performing the internal sphincter resection by
approaching of the intersphincteric space in a correct, un-
modified anatomic plane [11,12].

We also considered that neither a protective stoma (il-
eostomy or colostomy) was necessary, as suggested by some

authors [9,13], because of the sub peritoneal location of
the coloanal anastomosis.

From the functional point of view, the patient described
a good continence for solid stools, and intermittent incon-
tinence for liquid stools and gases. She achieved an overall
state of good continence by using a diet designed to in-
crease the consistency of the stools. When asked, she as-
sessed the quality of her life at approximately 80-90% from
that of the previous, free of disease state.

Conclusions

Intersphincteric resection in a selected case of low rectal
cancer, represented an efficient surgical treatment, fol-
lowed by both good functional results and a good quality
of life for the patient.

The assessment of the case in a multidisciplinary team,
the appropriate surgical and oncologic, tailored to the case,
management were the most important factors in achieving
a good oncologic and functional outcome.
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