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Abstract
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Background and Aims: Total mesorectal excision (TME) is a standard technique for treatment of rectal cancer.
Compared with open TME, laparoscopic-assisted TME (LaTME) has not only the advantage of minimal
invasiveness, but also similar oncological outcomes. However, in obese, narrow-pelvis or male low rectal cancer
patients, the pelvic operation of LaTME is still difficult, with increased risk of positive circumferential resection
margin (CRM). The advent of laparoscopic-assisted transanal TME (TaTME) provides an innovative and
minimally invasive option for low rectal cancer resection and provides new solutions for surgeons. This study was
conducted to compare and analyze the clinical efficacy of laparoscopic-assisted TaTME and LaTME in treatment
of low rectal cancer.

Methods: The clinical data of 30 patients with low rectal cancer (the distance between inferior margin of tumor
and anal verge <5 cm) treated in the Department of Gastrointestinal Surgery, Guangdong Provincial Hospital
of Traditional Chinese Medicine from July 2018 to January 2019 were retrospectively analyzed. Of the patients,
12 cases underwent laparoscopic assisted TATME (TaTME group), and 18 cases underwent LaTME (LaTME
group). The main clinical variables were compared between the two groups of patients.

Results: There were no significant differences between the two groups of patients in terms of general data such as
age, sex, BMI, ASA grade, oncological stage, distance from the inferior margin of the tumor to the anus, and tumor
diameter (all P>0.05). No open conversion required and no early death occurred in both groups. The operative
time of TATME group was significantly shorter and the intraoperative blood loss was significantly less than those
of LaTME group (168.5 min vs. 239.33 min, P=0.007; 66.50 mL vs. 160.00 mL, P=0.002), and no significant
differences were noted with regard to preventive ileostomy, anus preservation rate, CRM-positive rate and total
lymph node dissection (all P>0.05). The length of hospital stay of TATME group was significantly shortened and
the hospitalization cost was significantly reduced in TATME group compared with LaTME group (6.33 d vs. 10.83 d,
P<0.001; 58 963 yuan vs. 81 341 yuan, P<0.001), and the time to postoperative anal gas passage and time to whole
liquid diet in TATME group were all shortened compared with LaTME group, but the differences did not reach
statistical significance (both P>0.05). The incidence rates of postoperative complications showed no significant
difference between the two groups (P>0.05).

Conclusion: Laparoscopic-assisted TATME has a similar short-term efficacy as a-TME in treatment of low rectal
cancer, and also offers advantages in certain respects. It is safe and feasible, and it is worthy of further exploration
and application.

Rectal Neoplasms; Total Mesorectal Excision; Laparoscopes; Minimally Invasive Surgical Procedures
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Table 1 General information of the two groups of patients

i TaTME 2H LaTME #H

bkt (n=12) (n=18)
S (%, xxs) 66.2 +7.33 65.6+8.87 0.556
PES [n (%) ]

5 6 (50.0) 13 (72.2)

I 6(500)  5(287) 120
BMI (kg/m®, *+5) 2321377  2273+3.18 0.598
ASA 739 [n (%) |

P1 0 (0.0) 0(0.0)

P2 9 (75.0) 13(722) 0679
P3 3(250) 5(287)
ARATIE M (7 (%) ]

| 4(333) 2 (11.1)

I 6 (50.0) 12(667) 0214
11 2(16.7) 4(222)

BT N =7
W%E%?E?E% 4.00+1.17 3.87+1.19 0.834
IR A (em, x+s)  422+1.60 468+1.10 0.060
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Figure 1 Intraoperative views of laparoscopic-assisted TA-TME
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A: Sufficient Exposure of the anal canal by the anal retractor; B: Closure

of the lumen of the rectum with purse-string suture; C: Creation of a transanal platform (STARPORT); D: Incision of the wall of the

rectum; E: Entering into the space of the levator ani muscle; F: Lateral dissociation of the mesorectum; G: Anterior dissociation of the

mesorectum; H: Meeting transabdominal side
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Table 2 Comparison of surgical-related indicators and surgical
specimens between the two groups of patients

B TATME 21 LaTME 21
E=tD :

(n=12) (n=18)
FAREHE (min, *x+s) 168.50 +30.32 239.33 +96.65 0.007
A HIE (mL, x+s)

66.50 £29.38 160.00 +55.84 0.002

PR L [ (%) ] 8 (66.7) 12 (667) 0165
PR [n (%) ] 12 (1000) 17 (944) 0153
WY [n (%) ] 0(00) 1(56) 0153
WK AR (e, ®+s)  1900£559 1722559 0728

®3 MABREREHEAESREHRERRILE
Table 3 Comparison of postoperative complications and

postoperative recovery between the two groups

T TaTME 2H LaTME 2H
(n=12) (n=18)

ARIGILAE [n (%) ]

W4 EH I 0(00) 0(00)

W& T 0(00) 1(56) 0153

JtERE 0(00) 0(00)

) kg 0(00) 0(00)
AREHEEHE (d, x+s) 223+048 233+137 1.00

> 25 k. I

NT?’; f‘fﬂw 228+057  267+182 0241
AREAEFEE (d, x+s) 633+£127 1083420  <0.001

HERERH (JT, x+s) 58963 +9037 81341 +22864 <0.001

3 3 #
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