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Abstract: One of the most common oncological diseases is colorectal cancer. There are 1588 newly diagnosed cases
of rectal cancer for Bulgaria in 2013. Age group 65-69 represents the highest risk for onset of the disease. The main
methods of treatment are laparoscopic and conventional surgery. Patients in Stage Il and Il always receive
neoadjuvant therapy. The most serious postoperative complication in this kind of surgery is anastomotic leakage.
Keywords: rectal cancer; anastomotic leakage; laparoscopic surgery.

INTRODUCTION

One of the most common malignant neoplasms associated with high lethality is colorectal carcinoma. Major
methods for treating these conditions are the conventional and laparoscopic surgical procedures. Both approaches
have their advantages and disadvantages and the choice of surgical intervention should be rigorously assessed for
each patient. The treatment of low rectal carcinoma stage Il and Il is multidisciplinary. It may include a
combination of surgery together with radiation therapy or chemotherapy, or both. [8][9][10].One of the most serious
and undesired complications in the surgical treatment of the rectal carcinoma is the anastomotic insufficiency, which
is accompanied by severe morbidity and mortality. This frequent post-operative complication is diagnosed when
leakage of feculent content and / or gas occurs. This leakage can be found around the anastomosis through the
drainage tube in the abdominal cavity, the small pelvis, and the operative wound.

The approaches in the treatment of these complications are based on the severity of the clinical symptoms
and the general condition of the patient. This type of conditions is divided into two main groups - clinically
significant and clinically insignificant. The first group refers to the cases when clinical symptoms are present and
surgical revision is required. The remaining diagnostically proven, but clinically not manifested insufficiencies are
clinically insignificant.

Knowledge of the risk factors leading to these complications is key [12]. The anastomotic insufficiency can
be treated in a conservative and / or operative manner. [1] In our practice, we use the Colon Leakage Score (CLS)
proposed by Dekker et al. [4], which predicts the risks of anastomotic insufficiency.

We believe that surgical experience is an important factor, which has a great influence on the onset of these
complications. [7][8]

MATERIALS AND METHODS

For the period 05.2013 to 03.2017 118 patients with low rectal carcinoma threated with neoadjuvant therapy
were operated on in the Surgical Unit of UMHAT Eurohospital — Plovdiv. 75 men and 43 women. Conventional
operative interventions were carried out in 61 patients while the laparoscopic procedures are 55. Transanal
endoscopic microsurgery was used in 2 of the patients. 77 patients (65.25%) had low and ultra-low anterior
resections with total mesorectal excision (TME). All of them had protective ileostomy in the right iliac area.
Abdominoperineal excisions with TME were carried out in 33 patients (27.97%). Hartmann’s procedure was carried
out in 6 patients (5.15%) (table 1)

Types of operative interventions
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Conventional Laparoscopic
Low and Ultra-low anterior | 43 (36,44 %) 34 (28,81%)
resections with TME
Abdominoperineal resection | 16 (13,56 %) 17 (14,40 %)
with TME
Hartmann’s procedures 2 (1,7%) 4 (3,39%)
Transanal Endoscopic 2 (1,7%)
Microsurgery

Total: 118 patients

RESULTS

We found 12 complications in the early postoperative period in the conventional operations group for distal
rectal cancer. In the laparoscopic group there were complications in 10 of the patients.(Figure 1) Complications
were rated using the 2009 Clavien-Dindo classification. Anastomotic leakage was found in 6 cases — in 4 of the
patients with conventional operations (2 men and 2 women) and in 2 of the laparoscopic group (1 man and 1
woman).(Figure 2). 3 of the patient were managed conservatively. In 3 of the patients (2 open ultra-low anterior
resection with TME and 1 laparoscopic anterior resection) rebound tenderness necessitated operative treatment.
Anastomotic insufficiency of 1/2 or more of the anastomotic circumference and diffuse fibrinous purulent peritonitis
was found. In these cases the distal rectum was closed and sigmostomy was performed.
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Figure 1 Postoperative complications
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Figure 2 Anastomotic leakage

DISCUSSION
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Colorectal carcinoma is still a leading cause of death and the third most common malignant disease. The main
method for treatment is conventional or laparoscopic surgery. For the period 05.2012 to 03.2017 we performed 118
operative interventions in patients with distal rectal cancer after neoadjuvant therapy. 77 of the patients (65.255) had
low and ultra-low anterior resections with total mesorectal excision (TME). All of them had protective ileostomy in
the right iliac area. We have adopted this as a mandatory procedure in low anterior resections with TME as a method
for the precention of anastomotic leakage. [10][12]. We had a total ot 22 patients with complications. The
complications that were related to the operative interventions were 21. Anastomotic insufficiency was diagnosed in
6 of the patients (7.8%). This result is comparable with the literature data for anastomotic leakage from 1 to 26%.
[2][4][6]. The management of these patients was dictated by their general condition, clinic, laboratory results and
radiologic examinations. Three of the patients were managed conservatively. The rest three patients had symptoms
suggesting peritonitis. They were operated on and Hartmann’s procedure was performed.

CONCLUSION

One of the most serious complications in colorectal surgery is anastomotic insufficiency. This is still an important
topic, although it has been researched of 30 years. This condition results in severe morbidity during the hospital stay,
mortality rate is also high. It is important that all risk factors leading to anastomotic leakage in colorectal surgery are
well known. The decision whether to operate on and at what moment is key when anastomotic insufficiency is
diagnosed.
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