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Incidenza

• ca. 1/3 dei carcinomi colorettali sono nel retto
• TI: 320’000 abitanti
• => ca. 100 nuovi casi di ca del retto /anno

retto



definizione anatomica

• 15cm dal margine anale 
(rettoscopia rigida)
– retto basso: 0-5
– retto medio: 6-10
– retto alto: 11-15



AM, donna 1973

• BSA, BMI 18 Kg/m2 (56 kg/ 1.76 cm)

• A 17 anni, laparotomia in urgenza per dolori 
addominali, «ileite», nessuna resezione

• Nozione di «colite», asintomatica

• 2011: episodio di rettorragia => colonscopia: 
grosso polipo di 3-4 cm del retto con displasia 
di alto grado



Cosa fare?

• Resezione endoscopica?

• Resezione chirurgica transanale?

• Sorveglianza?

• Cure omeopatiche?



Polipi sospetti / piccoli tumori



Resezione endoscopica 

≠ resezione transanale chirurgica!

• mucosectomia

• resezione frammentata

• sutura impossibile

• resezione a tutto spessore

• resezione monoblocco

• sutura chirurgica 



Transanal Endoscopic Microsurgery (TEM)

TAMIS



polipo rettale sospetto: strategia?

>2cm, ulcerato, duro

• valutazione chirurgica

– posizione: rettoscopia rigida

– stadio: endoUS

+/- RM pelvica e TAC toracoaddominale

 se ≤ T1 e N0 => resezione transanale chirurgica

 esame anatomopatologico: valutazione rischio N+



Analisi rischio recidiva/N+: 
fattori predittivi anatomopatologici

• R+ (<1mm)

• sm3 (vs. sm1)

• Invasione linfatica (L), vascolare(V) o perineurale (Pn)

• G3

• Budding tumorale elevato
Nascimbeni et al DCR 2002



Risultati resezione transanale

• recidiva locale a 5 anni
– T1 buon rischio: 5%

– T1 tutti: 15-22%

– T2 : 27-47%

– T2 res transanale + rx-chemo: 18%

• « salvataggio » con resezione anteriore bassa
– immediata (6 sett): ≈90%

– doppo rec loc: ≈50%
Stamos  et al, Clin Ca Res 2007

Tytherleigh et al, BJS 2008
Greenberg et al DCR 2008



=> 2010: rifiuta resezione del polipo, cure omeopatiche



• 2010: rifiuta resezione del polipo, cure omeopatiche

• 11/2017: difficoltà del transito; perdite fecali dalla 
vagina 

• => colonscopia: adenocarcinoma del retto 
circonferenziale dal margine anale per circa 5 cm 
substenosante

• TC toracoaddominale: no metastasi

• RM del retto: voluminoso tumore rettale con 
coinvolgimento del m. levatore e dello sfintere, e 
della vagina



Evoluzione terapeutica del ca rettale

• Resezione e colostomia (Miles)1970

www.medfak.ni.ac.yu/amm 
 

43
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ONE HUNDRED YEARS OF MI LES’ OPERATI ON-  W HAT HAS CHANGED? 
 

Milica Nestorovic, Dejan Pet rovic, Goran Stanojevic, Dragoslav Milj kovic, Dragan Mihaj lovic, Branko 

Brankovic and Vanja Pecic 
 

 

Lisfranc was probably the first to excise the rectum for cancer. He performed operation 

using perineal approach in 1826. This operation came into common use fifty years later. 

Czerny did the first combined abdominoperineal resection in attempt to finish excision he 

could not complete from below. Some fifteen years later Ernest Miles described the planned, 

one-stage abdominoperineal resection.  

Miles name has become a synonym for this combined procedure, creating a radical 

change in the philosophy of resection and en bloc lymphadenectomy.  

At the beginning of the 20th century, abdominoperineal resection became golden 

standard in the treatment of rectal cancer. Reconstructive operations, introduction of stapling 

devices and better understanding of potential tumor spread, reduced indications for Miles 

operation.  

Surgical treatment of rectal cancer made progress in the past 100 years. Miles was the 

first in line. Without his theory of perirectal lymphatic spread, the recurrence rate would be 

still as high as 95%. Acta Medica Medianae 2008; 47(4) : 43-46. 
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William Ernest Miles was born in the town 

of Uppingham, in Rutland, the smallest county in 

England, in 1869. Soon after his birth, his parents 

went to Port of Spain, Trinidad, where his father 

William Miles became the headmaster of Queens 

Royal College (1). 

He attended medical school at St 

Bartholomew’s in London where he finished his 
education in 1891. Three years later, he obtained 

surgical fellowship and until 1899 served as a 

demonstrator of anatomy (2). Miles was a pupil 

of Harrison Cripps known for his work on rectal 

pathology who was the first to describe metastasis 

as disseminations of the primary tumor through 

blood or lymph vessels. Those were the years 

when Miles began his investigation of rectal 

cancer metastasis. He worked as house surgeon 

at St. Mark's Hospital and Metropolitan Hospital. 

During this time, he became associated with 

David Goodsall.  He collaborated with him in 

writing a textbook on "Diseases of the Rectum 

and Anus" (published in 1900). Miles was later 

appointed to the surgical staff of the Gordon 

Hospital for Rectal Diseases. Miles’ surgical 

reputation rendered this hospital a world center 

of rectal surgery attracting surgeons such as 

Mayo brothers and Lord Moynihan (1, 3, 4). 
Sir Miles died in London on September 24, 

1947. In appreciation, Mr. Lawrence Abel, one of 

his colleagues, wrote: “So long as cancer of the 
rectum can only be cured by the surgeon, Miles’ 
name will be honored for the pioneer work he did 
and for the firm foundation of pathology and 
splendid superstructure of finished technique he 
has bequeathed…”(2). 

 

 
 

Figure 1. William  Ernest  Miles 

 

The birth of abdominoperineal resection 
 
Jean Faget performed probably the first 

perineal resection accidentally in 1739 for compli-
cations of perforated rectal cancer presenting as 
bilateral ischiorectal abscess. Jacque Lisfranc 
performed the first perineal resection for rectal 
cancer in 1826. The main problem of perineal 
and later on sacral approaches (developed by 
Kocher and Kraske (5, 6), was limited exposure 
of operative field making radical removal of the 
tumor almost impossible.  

One hundred years of Miles’ operat ion-Wwhat  has changed?                                           Milica Nestorović et  al.  
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Table 1. Review of abdominoperineal resection development 

 

Series  Series 1 Series 2 Series 3 Series 4 

Year 1899-1901 1902-1904 1904-1905 1905-1906 

Number of pts. 9 14 11 17 

Recurrence rate 100% 100% 100% 100% 

Localization of 
recurrence 

Skin and ishiorectal 
fat 

The zone of lateral 
spread 

The zone of upward 
spread 

The zone of 
upward spread 

Average time to 

recurrence 

12   months 
/ / 

27 months 

 
Peritonitis was the main cause of death after 

perineal resection. Two important developments 

enabled performing laparotomy. First, the develo-
pment of anesthesia with muscle relaxation, and 

second, introduction of principles of asepsis by 
Joseph Lister. 

Finally, in 1879, Carl Gaussenbauer performed 
the first resection through abdominal approach. 

Henri Hartmann, a French surgeon, propagated 
this method for high rectal cancers. The so-called 

Hartmann procedure is still performed for emergency 
or palliative procedures and in rare cases for 
curative resections, but above all it is a standard 
practice for acute perforated diverticulitis.  

By the end of the 19th century, cellular 

basis of disease was commonly accepted, but the 

etiology of cancer was less understood. Until  then, 
scientists believed that metastases were multifocal, 
de novo development of cancer. As a pupil of 

Cripps, Miles developed his idea further (3). 

Like Halsted with carcinoma of the breast, 
Miles studied the lymphatic spread of rectal cancer in 
planning his operation and demonstrated that the 

main danger was spreading in an upward direction, 
but that lateral and downward extension must 
not be overlooked (7). 

In the period 1899-1906, he performed 57 

perineal resections. 95% of patients had early 
recurrence (within first six months). Unsatisfied 
with the results, he carried out with postmortem 

examinations in attempt to define the nature of 
perirectal lymphatic spread. He found recurrences in 

the pelvic peritoneum, mesocolon and lymph 
nodes around left common iliac artery (4, 8).  

He stated this in original work published in 
1908: 

…”So far as I have been able to gather from 
the literature, the technique of these operators 
seems to have failed in one important aspect - 
namely, the complete eradication of the zone of 

upward spread of cancer.”… (8). 
It took him seven long years to develop 

abdominoperineal resection, Table 1. 

Despite modifications to his surgical 
technique, the recurrence rate was still 100%, 
but the time to recurrence was encouraging. It 
was now clear to Miles that if he was ever to 
achieve good results he must find a new 
approach to enable him to clear all the tissues in 
the zone of upward spread (9).  

Removal of the rectum by combined 
abdominal and perineal approach had been 

performed before (1884) by Vincent Czerny. 
However, this was not planned. He was forced to 

do so to resolve the complications that occurred 
during the sacral resection of proximal tumor. 

The patient did not survive the procedure (3). 
However, with improvements in supportive 

therapy hemorrhage and shock became more 
controllable. Miles got an idea. Adding 

laparotomy to perineal approach enabled 
resection of zone of upward spread. Abdomino-

perinal resection was born. First Miles’ operation 
was performed in January 1907 (2, 9). (Figure 

2). 

 
 
Figure 2. Extent of Miles operation and zones of 

spread (adapted from: Miles W. E. Cancer of the 

Rectum. London: Harrison and Sons (1926) (10) 

 
As described by Miles, abdominoperineal 

resection entails: 
(1) creation of abdominal anus; (2) 

whole pelvic colon with the exception of the part 

from which the colostomy is made must be 
removed because its blood supply is contained in 
the zone of upward spread; (3) the whole of the 
pelvic mesocolon below the point where it 

crosses the common iliac artery, together with a 
strip of peritoneum at least an inch wide on 

either side of it, must be cleared away; (4) the 
group of lymph nodes situated over the 

bifurcation of the common iliac artery are in all 
instances to be removed; (5) that the perineal 

portion of the operation should be carried out as 



Evoluzione terapeutica del ca rettale

• chirurgia con colostomia (Miles)

• suturatrice circolare: ↓stomie ↑ RL
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Evoluzione terapeutica del ca rettale

• chirurgia con colostomia (Miles)
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58%
48%

11%

27%

Swedish Rectal cancer trial NEJM 1997

1990



Evoluzione terapeutica del ca rettale

• chirurgia con colostomia (Miles)

• suturatrice circolare: ↓stomie ↑ RL

• radioterapia: ↓ RL

• Total Mesorectal Excision (TME): ↓ RL+S
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Dr. Bill Heald and the « holy plane »

margine chirurgico distale richiesto:
• parete rettale : (2=>) 1cm
• mesoretto : 5cm



Total Mesorectal Excision (TME):
ca rettale medio e basso

«Strappo alla ceca» del retto dissezione sotto controllo 
visuale nel piano anatomico





radioterapia e chirurgia « TME »

Peeters K « The Dutch trial » Ann Surg 2007 

6%

11% 64%



Evoluzione terapeutica del ca rettale

• chirurgia con colostomia (Miles)

• suturatrice circolare: ↓stomie ↑ RL

• radioterapia: ↓ RL

• Total Mesorectal Excision (TME): ↓ RL+S

• RM: visualizzazione del margine 
circonferenziale

1970

1980

2000

1990



La fascia peri-mesorettale = il margine 
circonferenziale chirurgico: ben visibile alla RM



Evoluzione terapeutica del ca rettale

• chirurgia con colostomia (Miles)

• suturatrice circolare: ↓stomie ↑ RL

• radioterapia: ↓ RL

• Total Mesorectal Excision (TME): ↓ RL+S

• RM: margine circonferenziale in pre-op

• Laparoscopia
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Studi randomizzati open vs. laparoscopia

CLASSIC COREAN COLOR II ALaCaRT ACOSOG
n 381 340 1103 475 486

last patient incl 2002 2009 2010 2014 2013

inclusion criteria subgroup analysis
rectum <15cm

mid and low
100% neoadj

<15cm
60% neoadj

<15cm
50% neoadj

<12cm
100% neoadj

surgeon’s experience medium high high high high

conversion rate 34% 1% 17% 9% 11.3%

EBL 217 vs. 200 400 vs 200 150 vs. 100 200 vs. 150

op time 197 vs. 225 188 vs. 240 190 vs. 210 220 vs. 266

LoS 13 vs. 11 9 vs. 8 9 vs. 8 ns 7.0 vs. 7.3

Path: complete or near
complete TME (%) 67 vs. 80 88 vs. 92 92 vs. 88

92 vs. 87
82 vs. 89

92 vs. 95
82 vs. 87

Path: CRM + (%) 14 vs. 16 4 vs 3 10 vs. 10 3 vs 7 7 vs 12

Mortality (%) 5 vs. 4 0 vs. 0 2 vs. 1 2 vs. 1 1 vs. 1

Morbidity (%)
37 vs. 40 23 vs 21 37 vs. 40 ns

22 vs. 22
(Dindo III-V)

3y Loc rec rate 10 vs. 9.7 9 vs. 8 - 3.1 vs. 5.4 4.5 vs. 4.6

3y DFS 79 vs. 72.5 82 vs. 80 83 vs. 80

=> Laparoscopia = laparotomia per risultati oncologici, ma con meno morbidità
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Evoluzione terapeutica del ca rettale

• chirurgia con colostomia (Miles)

• suturatrice circolare: ↓stomie ↑ RL

• radioterapia: ↓ RL

• Total Mesorectal Excision (TME): ↓ RL+S

• Laparoscopia

• RM: margine circonferenziale in pre-op

• Laparoscopia

• Chirurgia robotica e TaTME
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Chrirurgia Robotica



Carateristiche chirurgia robotica

⁺ Ergonomia/confort del chirurgo

⁺ Visione 3D, HD, amplificata

⁺ Precisione gesto (transmissione ridotta)

⁺ Piattaforma stabile

⁻ Complessità installazione

⁻ Costi

⁻ Breveti «bloccati» da una sola dita!



Robotica nella chirurgia colorettale

• Pocca utilità per la resezione del colon intra-addominale

• Per la resezione del retto potenziali vantaggi

• Studio randomizzato laparoscopia vs. Robot (ROLARR trial)
– 471 pazienti con tumori del retto

– Nessuna differenza per 

• % di conversione in laparotomia

• % di margini di resezione +

• Morbidità/mortalità

• Funzione defecatoria e urogenitale

– Trend per migliori risultati in pazienti obesi e tumori del retto basso
(subgroup analysis)

Jane D et al, JAMA 2017



Resezione totale del mesoretto

per via addominale (TME) per via transanale (TaTME)



TaTME
(Transanal Total Mesorectal Excision)



TaTME Oxford based International 
registry

• 720 patients from 66 hospitals, 23 countries

• Quality of resection: 

– TME complete: 85%

– R0: 97.3%

• Conversion to LT: 6.3%

• Morbidity: 32.6%: AL: 10%; Mortality: 0.5%

Penna M. et al, Ann Surg 2017



E le conseguenze a medio-lungo termine? 

• Dysfunzioni

– Defecatoria: «Low Anterior Resection Syndrom»

– Urinaria: vescica neurogena

– Sessuale: disturbi erettili, aneiaculazione, 
anorgasmia, dyspareunia



plesso nervoso autonomo



Studio «Hodolar»  - ORLugano-CHUV 

• Ondansetron (Zofran) utile per l’IBS-D (effetto anti 5-HT)
• Sintomi LARS simili al IBS-D
• Studio Randomizzato a doppio ceco:

Ondansetron

PlaceboOndansetron

PlaceboRAB, 
chiusura 

ileostomia, 
fine chemio

LARS
? �

Rx abituali 
fallite?

Questionnari score LARS, Vaizey, IBS QoL

4 sett 4 sett





• Strategia: terapia neo-adiuvante intensificata: 
– FOLFOX + Panitumumab
– Radioterapia della pelvi
– Chirurgia (+/- salvataggio dello sfintere)

• Realtà:
– Infusioni di vischio (stop per stato febrile)
– Preparati di funghi cinesi, digiuno con tisane e succhi 

di verdura, restrizioni caloriche, cucina macrobiotica 
esercizi di meditazione

– 6 cicli (feb-maggio 2018) di chemioterapia



• Restaging: diminuzione, ma persistenza della 
massa. No metastasi.

• Proposta: chemioradioterapia

• Paziente prosegue terapie alternative



• 11/2018: dolori perianali, secrezioni purulenti

• CT/RM: ascesso perirettale a partenza del 
tumore. No metastasi

• => 2/2019: I&D ascesso, colostomia di 
derivazione



• => chemioradioterapia neoadiuvante dal 2.4-
13.5 2019

• In previsione: chirurgia dopo 10 settimane

• Re-staging dopo 7 settimane: buona risposta 
tumorale, no metastasi, infezione sotto 
controllo

• Paziente rifiuta intervento



La chemioradioterapia pre-operatorial può
essere sufficiente nei pazienti con risposta clinca

completa?
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• suturatrice circolare: ↓stomie ↑ RL

• radioterapia: ↓ RL

• Total Mesorectal Excision (TME): ↓ RL+S
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Angelita Habr Gama



Chemioradioterapia esclusiva per il ca del retto

• (Risposta patologica completa in pazienti operati: ca. 
15%)

• Ca. 30% di RL, in generale nei primi 2 anni

• Ca. 10% recidiva sistemica

• Slavataggio possible in 85%

• Sopravivenza simile alla chirurgia

Fraser Smith BMJ 2018



• Re-staging a 4 mesi dalla fine della 
chemioradioterapia: ricrescita tumorale

• Discussione per intervento chirurgico



• Accetta intervento 

• 18.10.2019: Miles, (stomia già in sede) con 
resezione parziale della vagina, 
macroscopicamente radicale



Conclusioni chirurgia del retto

• Sviluppi tecnici notevoli

• Buoni-ottimi risultati oncologici

• Importanti rischi di disturbi funzionali

• Approccio multidisciplinare indispensabile

• strategie terapeutiche tagliate su misura per 
ogni paziente



Grazie !


