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Indroduction: The principle of deciding to preserve the anal sphincter apparatus is due to studies on 
the meso-rectum in which the need for removal of the rectum due to the suboperitoneal localizations 
has emerged (!, 2,3,4) thus making the first choice in the treatment of rectal tumors of the 
supropronitoneal rectum, having the latter an equal biological behavior and leaving only the tumors 
located in the intraperitoneal rectum that the resection does not include the whole organ. (5,6,7,8). 
Materials and methods From January 2010 to December 2017 consulted the database of the AOU 
Polyclinic University of Catania were observed in 37 cases of neoplasia in the seat in the sigma-
rectum, the patients selected for this analysis had a mean age of 72 years ( range 74-70). Results 
Interventions with preservation of the sphincters (fig 2) represent 95% of our cases (112 cases) in 
which both postoperative exitus (20%) occurred. that the local recurrence developed in 14% of the 
cases associated with 6% (3 paz,) the presence of MTS at a distance. the neolasies of the rectum had 
a max diameter of between 3-5 cm. Discussion: The modalities of execution of the surgical 
intervention include the position on the operating bed which is of fundamental importance for the 
surgeon to have the possibility of maximum accessibility on the operative field with the possibility 
of varying every type of maneuver in an optimal condition. In the preoperative: the careful 
evaluation of the extension of the neoplasm beyond the wall of the bowel, the grading 3, the 
perforation in the tumor area (46.47.48.49). In advanced disease it is necessary to identify patients 
with limited and resectable disease (50,51,52,53) O With symptomatic disease that with the use of 
chemotherapy a reduction of the tumor mass is obtained. Or with symptomatic Disease in good 
general conditions that use sequential therapy with high toxicity in which the therapeutic and 
fundamental choice. Finally, the multidimensional evaluation in the patient over 70. In which the 
surgical option can be proposed in a multidisciplinary way (54,55,56) .Conclusion: The rectum 
colic resection and a surgical intervention that implies a choice of the selection criteria to the 
intervention, the surgical technique of demolition and reconstruction of complex intestinal continuity 
and of experience and an oncological radicality, which places the surgeon on a burdensome 
commitment that the disease proposes is of an environmental and technical social order. . In a 
society that requires icons of health frenzy (always living, with any illness, and always getting 
healing), but that does not recognize the merits and the abnegation of these new found heroes, "those 
who perform an extraordinary and generous act of courage, which involves or may involve the 
conscious self-sacrifice, in order to protect the good of the health of others. 
 

  

  
 

 
 

 
 

 
 
 

 
 

 
 
 

 
 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
  

 

 
 

INTRODUCTION 
 

The principle of deciding to preserve the anal sphincter 
apparatus is due to studies on the middle-rectum in which the 
need for removal of the rectum due to the under peritoneal 
localizations has emerged (!, 2,3,4), making today the first 
choice in the treatment of above peritoneal rectal tumors, 

having the latter an equal biological behavior and leaving only 
the tumors located in the intra peritoneal rectum that resection 
does not include the whole organ. (5,6,7,8) Indications that 
include the choice of AAP are either tumors that invade the 
sphincters or are so low that they leave the segment unusable 
and ontologically insecure, in obese patients, with bulky tumors 
adherent with pelvis particularly tight, and in incontinent 
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sphincters, (9.10.11.12) In palliative interventions. on the 
contrary, the indication in ultra-low resection is possible to 
implement it successfully when the removal of the tissue 
lymphatic viscera includes all the anatomical territories located 
above the elevators of the anus. the anal canal may be affected 
by tumors that originate from the upper third of the anal canal, 
or in continuity in the caudal cranium direction up to invade the 
anal canal. the venous mts occurs through the drainage of the 
upper rectal veins although there are communications with the 
middle and lower rectal veins. To achieve an ultra-low 
resection requires good experience and considerable technical 
ability, with the specific use of abdominal auto-static spreader 
ribs (rochard of lloyds davies, the gil vernet the robust phobic 
type metzenbaun nelson, mixet and other to which is associated 
an ultrasound probe for the intra operative exploration of the 
liver, in addition to the use of additional lamps and the use of 
staplers, or of biotechnology (BAR). (13,14,15,16) Increasingly 
often due to early diagnosis we see the patient in good general 
tonic condition, with an abundance of fat that does not allow to 
easily recognize the allocation and sliding plans causing this 
careful research for a correct dissection. (17,18,19,20) The aim 
of this study is to evaluate and the surgical strategy in ultra-low 
resection in order to verify and avoid the occurrence of the 
possible complications so as to obtain an improvement in the 
execution of an ultra-low colonic straight resection 
 

MATERIALS AND METHODS 
 

From January 2010 to December 2017, the database of the 
AOU of the University of Catania was examined in 37 cases of 
tumor-site neoplasm in the sigma-rectum. The patients selected 
for this analysis had a mean age of 72 years (range 74- 70). on 
the clinical examination there was blood in the stool 
accompanied or not by diarrhea and constipation, asthenia, 
malaise, rapid weight loss and anemia. All patients performed 
the occult blood test in the stool. Digital exploration of the 
rectum. Colonoscopy, (fig 4) echo endoscopy (fig 3) virtual 
endoscopy, CT and MRI, and PET. With these diagnostic 
imaging tests, the TNM of Stage I patients (T1 / N0 / M0) was 
obtained in 25 cases undergoing local resection with 
postoperative external radiotherapy, in case of failure (more 
extensive infiltration) we proceeded to the abdomino-perineal 
resection sec. Miles In Stage II (T2-T3 / N0 / M0) n 12 cases. 
The histological examination of this group of patients 
confirmed a 3.4 cm neoplasm, movable to the underlying 
planes, easily reachable with the transanal access, within two 
cm from the anal margin, with polypoid and vegetative 
appearance but not ulcerated, with the absence of infiltration on 
the definitive piece of the lymph nodes muscolaris, and with a 
grading of low aggressiveness (G1 G2). In the presence of 
relapses that occurred in 14% of cases treated (5 patients) and 
in 6% (3 cases) there were distant MTS. The surgical technique 
of the intervention in these patients included an ultra-low 
resection of the rectum or sigma with direct anal anastomosis 
or with reservoir or Sec Knight Griffen. 
 

RESULTS 
 

The interventions with conservation of the sphincters (fig 2) 
represent 95% of our cases (112 cases) in which both the 
postoperative exitus occurred (20%). that the local recurrence 
developed in 14% of the cases associated with 6% (3 paz,) the 
presence of MTS at a distance. the tumors of the rectum had a 

max diameter of between 3-5 cm, the macroscopic appearance 
of the tumors was 70% vegetative and polypoid or pedicle and 
sessile for the remaining 30% the lymph node extension was 
present and the relapses even after local resection. the 
lymphatic and venous invasion of the submucosa was present 
on the anatomical piece. 
 

DISCUSSION 
 

The modalities of execution of the surgical intervention include 
that the position on the operating bed is of fundamental 
importance because the surgeon has the possibility of 
maximum accessibility on the operative field with the 
possibility of varying every type of maneuver in an optimal 
condition. The preparation of the pelvic rectum takes into 
account the removal of the left angle and the measurements are 
evaluated in the field for a possible change in the indications. 
Colic resection is performed having ample availability of the 
intestinal segment to be bitten to the skin. Placing it with a 
wider curvature to better adapt its relations with the great 
epiploon so as to fill the void of the pelvic excavation. The 
possibility of minimal hepatic resection requires that the thorax 
can not be located on a lower level of the pelvis. Therefore it is 
the need to have an accessible pelvis that is necessary to 
elevate the distal lumbar column with the sacrum thus creating 
a lithotomy sec Trendeleburg modified according to the sec. 
lloyd Davies allows simultaneous intervention in the perineal 
side in order to pack either a MIles or an anal-anastomosis or 
introduce a mechanical circular stapler in the sphincter region. 
The gluteus  regions protrude from the operating table the distal 
part of the operating table.  and the operator and his 
collaborators study and find the position of the patient in a 
preferable way, and the first operator is distributed in our 
experience to the left of the patient, the instrumentalist a little 
more distanced and back, in order to have the ability to move 
widely. In front of the operator, the assistant takes his place, on 
the left of the assistant, and the assistant between the legs of the 
patient for the perineal time. You also have another 
instrumentalist with a separate servant table. Once the 
disinfection involving the abdomen and the pelvis and the 
perineal field has been arranged, the longitudinal incision is 
made with a median laparatomy and the muscular aponeurotic 
debridement which will benefit from the application of static 
auto retractors (Roshard). The navel is passed to the left where 
it is not connected with the round ligament. In the new 
resection the previous scar is excised paying particular 
attention to evaluate the presence of postoperative abdominal 
hernia to avoid possible loops attached to the abdominal hernia 
sac. the liver is shallow  and then proceeds below where the 
bladder meets the incision of the urachus, taking care not to 
damage the organ. To explore the liver carefully, a direct 
hepatic ultrasound is associated to discover possible mts and 
associated diseases. The rectal neoplasm if it is not very 
voluminous, is not appreciable but the manual exploration 
serves to test the mobility of the lesion and of the intestinal 
tract. The decision whether to implement an AAP or an ultra-
low resection is placed at the completion of the rectum-middle 
rectum preparation. (21,22,23,24,25) The intestinal loops loyal 
or are collected in a sac by extracting them outside the 
abdomen taking care then not to do neither traction  do not 
twist  on the mesentery. Or if the conditions are favorable, the 
ileal loops are pushed into the upper abdomen protected and 
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collected by a cloth soaked in warm physiological solution. The 
first act of the dissection intended as anatomical preparation is 
the liberation of the sigma from the parietal, distal and pelvic 
peritoneum, then from the uterus and appendages, the latter 
structures and organs that can connect it with any tenacious 
adhesions more or less extensive and of acquired origin. 
(Monk). Once the lysis of the adhesions is completed, the 
sigma is stretched to evaluate its real extension, then the middle 
sigma is exposed for safe access to the left ureter. The right 
ureter is less vulnerable because it is more external and not 
involved in lymphectomy. Recognized the left ureter and 
mobilizing it for a good stretch prepares the descending colon 
by mobilizing it from the left parietal colonic shower, and 
detaching it from the postero-lateral wall. The help then grabs 
the descending colon with both hands to help recognize the 
Toldt line that marks the embryological attachment of the left 
colon to the back wall of the abdomen. The dissection is 
bloodless, and the left colic angle is mobilized. Not all authors 
agree with this procedure. To avoid spinal lesions proceed with 
the dissection in close contact with the colon and recede the 
weak connections of the corner proceeding from the right, then 
detaching the great epiploon. With the apron available, part of 
it can be adapted to fill the pelvic cavity emptied from the 
rectum. And therefore we proceed to the packaging of the 
epiploic flap . You can proceed to aorto-caval lymphectomy, 
whose limit and the renal vein, here you are witnessing any 
anatomical anomalies already documented by imaging for 
images represented by inferior vena cava to the left, double 
vena cava, left renal vein, aortic retro, ring venous for aortic, 
right rectal ureter, which from time to time if found must take 
into account the altered occasional anatomical relationships. 
continue then dissect the inferior mesenteric artery and vein. 
The origin of the artery varies and / or leans tenaciously to the 
aorta or is 3-4 cm lower than the bifurcation, in which often a 
sclerotic fibrous blanket can hide it. This last one is isolated 
linked to 2-3 cm from its emergence respecting the fibro 
nervous and lymphatic structures that surround the origin.  
 

 
Fig 1 Scheme resection 

 

Vascular sections follow a mobilization of the colon. Once this 
phase has been completed. The pelvic time is taken up again. 
The incision on the pelvic peritoneum is affected by the bladder 
rectal attachment, highlighting both the seminal vesicles and 

the Denonvilliers fascia which has the appearance of a pearly 
membrane. On the front face the Douglas 2-cm opens at the 
front of the rectum (fig 1,2) 
 

 
 

Fig 2 Resection Rectum 
 

And the dissection is continued downwards. The lines of the 
pelvic dissection are prepared, the colon is sectioned with a 
GIA or with a PLC at the chosen level and the congruity is 
calculated until it is clear that the terminal end largely exceeds 
the edge of the pubic symphysis. The distal proximal abutment, 
sectioned and closed aseptically by the stapler, is easily 
operated for the following times. Alternatively, a tobacco bag 
connected to the disposable device may be applied to the 
proximal abutment or, if it is closed, open on the tapeworm and 
perform a mechanical anastomosis lateral termination, or with a 
reservoir. The method of cleaving the rectum smoothly 
preserves the integrity of the venous vessels and develops first 
on the posterior side until reaching the plane of the anus 
elevators and then proceeding on the anterior plane, up to the 
section of the wing ligaments, with the rectum. Completely free 
and widely movable in the small basin. The perineal operator 
introduces the finger to touch the neoplasm determining the 
distance from the anus cutaneous line. If you then proceed to an 
anastomosis at 2 cm above the elevators, it is not necessary to 
clear the wall of the rectum from the fat because it is naturally 
naked. (26.27.28.29.30) If instead you decide for a colo-anal 
anastomosis neoplasm from the rectum and is resected under 
vision as close to the elevators as possible. The evaluation is 
entrusted to the operator also in the type of anastomosis to be 
performed. when there is fabric (2.3 cm) above the elevators it 
is possible to perform a mechanical anastomosis performed by 
abdominal route. Faced with particular difficulties, a knight- 
Griffen can be performed with a double application of staplers 
without leaving any protective stoma. Once the anastomosis 
has been completed, the intestinal cylinders produced by the 
cutting edge are checked and intact. They are not advisable in 
the manual sphincter trans siliconate drainage to collect the 
serum-hematic or lymphatic fluid that comes from the area of 
the abdominal, back and left abdomen. Drainage pipe is not 
applied to the anastomotic because in the dehiscence where 
there are harvests the drainage effectiveness of the tube is poor 
(36,37,38,39,40) Before closing the abdomen attention is paid 
to the possible integrity of the spleen going then looking for 
gauze or tools. The small intestine is rearranged according to 
the mesenteric insertion lines and is closed by incision layers. 
The operation is concluded by examining the anatomical piece. 
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To do this surgery well it is essential to know how to manage 
complications "and know how to deal with them in the post-
operative period: anastomotic fibrosis, the trapping of sphincter 
fibers within the anastomosis, the local (rare) ischemia, the 
poor position of the tobacco bag, the dehiscence of the suture 
line with air in the retro peritoneum or peritoneum, the 
accidental injury (41, 42, 43,44,45) In the preoperative: the 
careful evaluation of the extension of the tumor beyond the 
wall of the bowel, the grading 3, the perforation in the tumor 
area (46.47.48.49). In advanced disease it is necessary to 
identify patients with limited and resectable disease 
(50,51,52,53,54) O With symptomatic disease that with the use 
of chemotherapy a reduction of the tumor mass is obtained. Or 
with symptomatic Disease in good general conditions that use 
sequential therapy with high toxicity in which the therapeutic 
and fundamental choice. Finally, the multidimensional 
evaluation in the patient over 70. In which the surgical option 
can be proposed in a multidisciplinary way. (55,56.57,58) 
 

CONCLUSIONS 
 

The rectal colic resection and a surgical intervention that 
implies a choice of the selection criteria for surgery, the 
surgical technique of demolition and reconstruction of the 
complex intestinal continuity and of experience and an 
oncological radicality, which places the surgeon to an onerous 
commitment that the disease proposes both environmental and 
technical social. An incorrect indication of a technical error and 
a non-attentive or constant postoperative surveillance 
compromise the therapeutic success and life of the patient. 
relapses are always present even if with a reduced incidence 
thanks to the new chemo and radiotherapy protocols. The 
increase in the age of the European population has been 
associated with the need to prolong the functional and organic 
expressions so that a surgery that allows you to fully 
experience all the expressions of an active life and without 
mutilations even in the presence of serious diseases such as 
neoplasia rectal colon poses the challenge that is generously 
collected by the surgeons. In a society that requires icons of 
health frenzy (always living, with any illness, and always 
getting healing), but that does not recognize the merits and the 
abnegation of these new found heroes, "those who perform an 
extraordinary and generous act of courage, which involves or 
may involve the conscious self-sacrifice, in order to protect the 
good of the health of other. 
 

References  
 

1. C. N. Parnaby, E. J. Barrow†, S. B. Edirimanne‡, N. R. 
Parrott§, F. A. Frizelle‡ and A. J. M. Watson - 
Colorectal complications of end-stage renal failure and 
renal transplantation: a review. - Colorectal Dis. 
2010Jun; 14, 403-415. 

2. NICE. Colorectal cancer: the diagnosis and management 
of colorectal cancer.  Clinical guidelines, CG131 - 
Issued: November 2011 

3. Guyatt G, Gutter man D, Baumann MH, et al. Grading 
strength of recommendations and quality of evidence in 
clinical guidelines: report from an American College of 
Chest Physicians Task Force. Chest. 2006;129:174-181 

4. Lowry AC, Simmang CL, Boulos P, et al. Consensus 
statement of definitions for anorectal physiology and 
rectal cancer: report of the Tripartite Consensus  

Conference on Definitions for Anorectal Physiology and 
Rectal Cancer,  Washington, D.C., May 1, 1999. Dis 
Colon Rectum. 2001;44:915-919 

5. Senagore AJ, Warmuth AJ, Delaney CP, Tekkis PP, 
Fazio VW. POSSUM, p-POSSUM, and Cr-POSSUM: 
implementation issues in a United States health care 
system for prediction of outcome for colon cancer 
resection. Dis Colon Rectum.  2004;47:1435-1441 

6. Cohen ME, Bilimoria KY, Ko CY, Hall BL. 
Development of an American College of Surgeons 
National Surgery Quality Improvement Program: 
morbidity and mortality risk calculator for colorectal 
surgery. J Am Coll Surg. 2009;208:1009-1016 

7. Cancer and the Standards Committee of The American 
Society of Colon and Rectal Surgeons. Practice 
parameters for the treatment of patients with dominantly 
inherited colorectal cancer (familial adenomatous 
polyposis and hereditary nonpolyposis colorectal 
cancer). Dis Colon Rectum. 2003;46:1001-1012 

8. Wiratkapun S, Kraemer M, Seow-Choen F, Ho YH, Eu 
KW. High preoperative serum carcinoembryonic antigen 
predicts metastatic recurrence in potentially curative 
colonic cancer: results of a five-year study. Dis Colon 
Rectum. 2001;44:231-235 

9. Neri E, Giusti P, Battolla L, et al. Colorectal cancer: role 
of CT colonography in preoperative evaluation after 
incomplete colonoscopy. Radiology.  2002;223:615-619 

10. Sun L, Wu H, Guan YS. Colonography by CT, MRI and 
PET/CT combined with conventional colonoscopy in 
colorectal cancer screening and staging. World J  
Gastroenterol. 2008;14:853-863 

11. Graziano G, et al (2017). The antibiotic is needed in 
clean surgery?. International Journal of Recent 
Scientific Research, vol. 8, p. 22339-22342, doi:  
http://dx.doi.org/10.24327/ijrsr.2017.0812.1247 

12. Graziano G, et al (2017). What the Anti-Reflux Surgery 
Ideal? International Journal of Recent Scientific 
Research, vol. 8, p. 15106-15110,, doi:  10.24327/IJRSR 

13. Graziano G, A Dicataldo (2017). Complications In 
Laparoscopic Cholecystectomy International Journal of 
Current Advanced Research, vol. 6, p. 3855-3859, doi:  
http://dx.doi.org/10.24327/ijcar.2017.3859.0382 

14. Graziano G, et al (2017). Treatment for Skin of renal 
CISTS. -, vol. 9, p. 61178-61181,:  doi: 
doi.org/10.24941/ijcr.2017 

15. Graziano G, et al (2017). Which Treatment in the 
Zenker diverticulum. International Journal of Recent 
Scientific Research, vol. 8, p. 21612-21616, doi:  
http://dx.doi.org/10.24327/ijrsr.2017.0811.1107 

16. Garcia-Aguilar J, Pollack J, Lee SH, et al. Accuracy of 
endorectal  ultrasonography in preoperative staging of 
rectal tumors. Dis Colon Rectum.  2002;45:10-15 

17. Marusch F, Koch A, Schmidt U, et al. Routine use of 
transrectal ultrasound in rectal carcinoma: results of a 
prospective multicenter study. Endoscopy.  2002; 
34:385-390 

18. Valentini V, Beets-Tan R, Borras JM, et al. Evidence 
and research in rectal cancer.  Radiother Oncol. 
2008;87:449-474 

19. Muthusamy VR, Chang KJ. Optimal methods for 
staging rectal cancer. Clin  Cancer Res. 2007;13(22 pt 
2):6877s-6884s 



International Journal of Recent Scientific Research Vol. 9, Issue, 3(D), pp. 24875-24880, March, 2018 

 

24879 | P a g e  

20. Bipat S, Glas AS, Slors FJ, Zwinderman AH, Bossuyt 
PM, Stoker J. Rectal cancer:  local staging and 
assessment of lymph node involvement with 
endoluminal US, CT, and MR imaging: a meta-analysis. 
Radiology. 2004;232:773-783 

21. Nagtegaal ID, Quirke P. What is the role for the 
circumferential margin in the modern treatment of rectal 
cancer? J Clin Oncol. 2008;26:303-312 

22. Nagtegaal ID, Marijnen CA, Kranenbarg EK, van de 
Velde CJ, van Krieken  JHPathology Review 
Committee; Cooperative Clinical Investigators. .  
Circumferential margin involvement is still an important 
predictor of local recurrence in rectal carcinoma: not one 
millimeter but two millimeters is the limit.  Am J Surg 
Pathol. 2002;26:350-357 

23. Graziano G (2016). Which Treatment In Cystic Tumors 
of The Pancreas: Conservative or Resection. 
International Journal of Current Advanced Research, 
vol. 5, p. 1190-1198, ISSN: 2319-6505, doi: DOI: 
10.24327/IJCAR  

24. Graziano G, et al (2017). Congenital anomalies of The 
Kidney And Urinary Tract Neoplasms And In The 
Elderly. International Journal of Advanced Research, 
vol. 5, p. 265-273, doi: DOI URL: 
http://dx.doi.org/10.21474/IJAR01/3512 

25. Graziano G, et al (2017). Lithiasis in Urinary diversions 
or post Prostatectomy. International Journal of Recent 
Scientific Research, vol. 8, p. 16357-16363, doi: 
http://dx.doi.org/10.24327/ijrsr.2017.0804.0136 

26. Graziano G, et al (2017). Papillary bladder tumor. 
International Journal Of Recent Scientific Research, vol. 
8, p. 18485-18490, doi:  
http://dx.doi.org/10.24327/ijrsr.2017.0807.0518 

27. Graziano G, e al (2016). Renal Ureteroscopy Treatment 
of Kidney and Bladder Stones. International Journal of 
New Technology And Research, vol. 2, p. 135-138,   

28. Graziano G, et al (2016). Vascular Thoracic Fibrous 
Adipose Tissue (New Disease). Journal of 
Pharmaceutical And Biomedical Sciences, vol. 6, p. 
419-424, , doi: http://dx.doi.org/10.20936/jpbms/160265 

29. Graziano G, et al (2016). Clinical and Molecular 
Anatomy of Gastrointestinal Stromal Tumors (GIST) 
International Journal of New Technology And Research, 
vol. 2, p. 110-114, 

30. Graziano G, et al (2016). Early Epithelial Ovarian 
Carcinoma Treatment (IF 2.995). International Journal 
of New Technology And Research, vol. 2, p. 69-74, 
ISSN: 2454-4116 

31. Graziano G, et al (2016). On Traumatic Lesions of The 
Pancreas (IF 2.09). World Journal of Research And 
Review, vol. 2, p. 24-28, ISSN: 2455-3956 

32. Wibe A, Rendedal PR, Svensson E, et al. Prognostic 
significance of the circumferential resection margin 
following total mesorectal excision for rectal cancer. Br 
J Surg. 2002;89:327-334 

33. Lahaye MJ, Engelen SM, Nelemans PJ, et al. Imaging 
for predicting the risk  factors-the circumferential 
resection margin and nodal disease-of local recurrence in 
rectal cancer: a meta-analysis. Semin Ultrasound CT 
MR.  2005;26:259-268 

34. Mercury Study Group Diagnostic accuracy of 
preoperative magnetic resonance imaging in predicting 
curative resection of rectal cancer: prospective  
observational study. Br Med J. 2006;333:779 

35. Brown G, Daniels IR, Richardson C, Revell P, 
Peppercorn D, Bourne M. Techniques and trouble-
shooting in high spatial resolution thin slice MRI for 
rectal cancer. Br J  Radiol. 2005;78:245-251 

36. Scheele J, Stang R, Altendorf-Hofmann A, Paul M. 
Resection of colorectal liver metastases. World J Surg. 
1995;19:59-71 

37. Graziano G, et al (2016). Treatment Therapies in Renal 
Cell Carcinoma in elderly: A Descriptive Analysis (IF 
2.385). International Multispeciality Journal of Journal 
of Health, vol. 2, p. 20-24, ISSN: 2395-6291, doi: 
DOI:10.25125/medical-journal  

38. Graziano G, et al (2015). The Neuroendocrine Cancer. 
Personal Comments and Operational Remarks. Journal 
of Surgery And Surgical Research, vol. 1, p. 53-58, doi: 
DOI: 10.17352/2455-2968.000014 

39. Graziano G, et al (IF 3.75) (2016). The Familial 
Adenomatous Polyposis. A Difficult Problem, Between 
Prevention and Treatment. Journal of Surgery And 
Surgical Research, vol. 2, p. 05-09, doi: 
doi.10.17352/2455-2968-000021  

40. Graziano G, et al (2017). Role of genetic Mutations In 
The Diagnosis of Gallbladder Neoplasms. International 
Journal of Recent Scientific Research, vol. 8, p. 20908-
20913, DOI: 
http://dx.doi.org/10.24327/ijrsr.2017.0810.0982 

41. Graziano G, et al (2017). SINGLE ACCESSED 
GALLBLADDER SURGERY. International Journal Of 
Recent Scientific Research, vol. 8, p. 19359-19362, DOI: 
http://dx.doi.org/10.24327/ijrsr.2017.0808.0679 

42. Graziano G, et al (2017). The Use of Bar In Colorectal 
Surgery In The Elderly. International Journal Of Recent 
Scientific Research, vol. 8, p. 19950-19954, DOI: 
http://dx.doi.org/10.24327/ijrsr.2017.0809.0793 

43. Graziano G, et al (2016). One Time Surgery in 
Contemporary Diseases of the Abdominal Wall and 
Pelvis in the Elderly. Journal of Surgery And Surgical 
Research, vol. 2, p. 18-20, doi: 10.17.352/2455-2968-
00002456. 

44. Graziano G, et al (2015). The Stent Evolution in Colo-
Rectal Emergencies. Journal of Surgery And Surgical 
Research, vol. 1, p. 45-48, doi: 10.17352/2455-2968-
000012 

45. Graziano G, et al (IF 3, 35) (2016). Which Surgery in 
Geriatric Breast Cancer. Journal of Surgery And 
Surgical Research, vol. 2, p. 014-017, doi: 
10.17352/2455-2968-000023 

46. Bass EM, Del Pino A, Tan A, Pearl RK, Orsay CP, 
Abcarian H. Does preoperative stoma marking and 
education by the enterostomal therapist affect outcome? 
Dis Colon Rectum. 1997;40:440-442 

47. Chaudhri S, Brown L, Hassan I, et al. Preoperative 
intensive, community- based vs. traditional stoma 
education: a randomized, controlled trial. Dis Colon  
Rectum. 2005;48:504-509 



Giorgio Maria Paolo Graziano et al., The Surgical Strategy In The Rectal Resection 
 

24880 | P a g e  

48. Read TE, Myerson RJ, Fleshman JW, et al. Surgeon 
specialty is associated with outcome in rectal cancer 
treatment. Dis Colon Rectum. 2002;45:904-914 

49. Giorgio Maria Paolo Graziano.2016, Diagnostic and 
Therapeutic In the Intestinal Duplication. Int J Recent 
Sci Res. 7(8), pp.13000-13003. 

50. Graziano Giorgio Maria Paolo et al.2016, Essentiality 
'In The Doctor-Patient Relationship. Int J Recent Sci 
Res. 7(12), pp.14527-14537. 

51. Graziano Giorgio Maria Paolo et al  A Descriptive 
Study of Differentially Placed Hydatid cysts  
International Multispecialty Journal of Health (IMJH) 
ISSN: [2395-6291] [Vol-2, Issue-4, April- 2016]  

52. Graziano Giorgio maria paolo et al  Which Therapeutic 
Treatment in Gastric Lymphoma  World Journal of 
Research and Review (WJRR) ISSN:2455-3956, 
Volume-2, Issue-6, June 2016 Pages 06-09 

53. Giorgio Maria Paolo Graziano  et al On Traumatic 
Lesions of The Pancreas  World Journal of Research 
and Review (WJRR) ISSN:2455-3956, Volume-2, Issue-
6, June 2016 Pages 24-28 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

54. Graziano G, et al (2017). The mystery of life. 
International Journal of Advanced Research, vol. 5, p. 
2640-2646, doi: http://dx.doi.org/10.21474/IJAR01/3055 

55. Langer C, Liersch T, Suss M, et al. Surgical cure for 
early rectal carcinoma and large adenoma: transanal 
endoscopic microsurgery (using ultrasound or  
electrosurgery) compared to conventional local and 
radical resection. Int J  Colorectal Dis. 2003;18:222-229  

56. Giorgio Maria Paolo Graziano et al.2018, The Radical 
Anal Trans Excision In The Initial Neoplasm of The 
Rectum. Int J Recent Sci Res. 9(2), pp. 24013-24017. 
DOI: http://dx.doi.org/10.24327/ijrsr.2018.0902.1581 

57. Monson JR, Weiser MR, Buie WD et al. Practice 
parameters for the management of rectal cancer 
(revised). Dis Colon Rectum. 2013 May; 56(5):535-50. 
doi: 10.1097/ DCR.0b013e31828cb66c. 

58. Giorgio Maria Paolo Graziano et al. 2018, Local 
Recurrences After Ultra Low Resection of The Rectum. 
Int J Recent Sci Res. 9(2), pp. 24119-24124. DOI: 
http://dx.doi.org/10.24327/ijrsr.2018.0902.1601 

 
 

 

******* 

How to cite this article:  
 

Giorgio Maria Paolo Graziano et al.2018, The Surgical Strategy In The Rectal Resection. Int J Recent Sci Res. 9(3), pp. 24875-
24880. DOI: http://dx.doi.org/10.24327/ijrsr.2018.0903.1745 


