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a Areolar connective tissue can be seen under the appropriate
traction on the dissection plane. We cannot recognize individual
“fascia’ here.
b This areolar connective tissue can be recognized as a mem-
branous structure when the traction is released.

Fig. 1 Laparoscopic dissection of posterior aspect of the
rectum
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a Posterior ligament (white arrowheads) can be

identified during laparoscopic rectal dissection.

b Rectourethral muscle (black arrowheads)
can be identified during proctocolectomy
through the sacral approach.

Fig. 2 Posterior ligament of the rectum and rectourethral muscle

RIF9E AR DR
OICE N O FEE > BANCED 5 S ILFTEICE
%. LR T, RLFIZH-C MG/, SR
75 & ORERUT, PRI 7% & O 25 I com-
plex L TR Y, MRHIOMEME & FMRHElE % K
IZL T 5. 7 DARAL O R YIBR e NG R VIR
(ISR) Tk, “FlEFiTh HBEMmIE, WNHENH &8
KUV Cdo B 20, IMHERIT 7% & & OB % #IjEd %
75, LRI LA T2 & B E Wi IE O Wikt 2542
ELTED, 2ok EAEDEND. ORI
ORAZEROELAMHTICHE N ThL - ELE5TH
D, Bi/BHICEWTE, ENTNERRERY, B
Wt (R ML) o LI 2H5E 15 0,
P E~ORAZREICT % (Fig. 2). MRFAIC
T TN B OREEICIT P TiIfAE S & £ (Fig. 3),
Ff & L CEBOMAEE & intermingle L Tk D, =
NHRYIEES A VAR LT AN &5 2 5. BEIBR
BT RAEIER AT IS A0 3 % B R &
ENAHT Lo TWAHY. COMEBOBEEETE
ZICL TR =V VOERPRETHHZ bbb, 1]
Btk & BEREIRAT 2 WAL S W7o Tl 21T O A, B
WABHEEIS D\ - 2 D OBEEPLFETH 5.
5 ) > NEERE
TEWEOERIC ST, [ 30EM EE A
WA T av/O—2THAHAM. ) V/REHE LD
B AHIFEFRS VB~ — 7 I Xl S - ik 2 Gk 3

a Hematoxylin-Eosin staining
b Anti-smooth muscle antibody

Fig. 3 Histopathological observation of the posterior liga-
ment (right side: oral side) . Posterior ligament (asterisk) con-
tains smooth muscle fibers and intermingles with longitudinal
fibers of the rectum.
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Fig. 4 Anatomical landmarks for autonomic nerve preservation during lateral pelvic lymph node dis-
section (right side) . Panels are arranged from anterior (a) to posterior (c). Panel d indicates the continui-
ty of the lateral node area with the dissection plane of TME just below the PAN.

EIV: external iliac vein, ITA/V: internal iliac artery/vein, LV: levator ani muscle, NVB: neurovascular bundle, OM: obturator in-
ternus muscle, ON: obturator nerve, PAN: pelvic autonomic nerve, UR: ureter
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Laparoscopy-enhanced surgical anatomy in rectal cancer surgery
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The advent of laparoscopic surgery has provided a more detailed understanding of pelvic surgical anatomy through its illumination
and magnification effects.

Recent anatomical studies based on cadaveric examination have identified several surgically important fascial structures around the
rectum. However, it is not always easy to identify individual fascia in the surgical field during actual mesorectal dissection. It might be
more helpful for surgeons to know that a ‘“fascia’’ defined in cadaver anatomy is sometimes recognized as areolar tissue under proper
tension on the dissection plane in living patients.

There are two surgically relevant anatomical structures around the upper anal canal in males; rectourethral muscle and posterior liga-
ment. These often contain smooth muscle fibers which intermingle with the external longitudinal muscle of the rectum. The clinical
relevance of these structures is that these prevent dissection of the correct intersphinteric plane.

We consider the procedure of “lymph node dissection’ as ‘“‘removal of the area of the tissue surrounded by specific structures’. In
lateral pelvic node dissection, we define 3 aspects (medial, lateral, bottom) and remove fat tissue surrounded by these aspects. We be-
lieve this compartmentation makes lateral pelvic lymph node dissection a more reliable and safe procedure.
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