NEWS DI ECOGRAFIA ENDOANALE ED ENDORETTALE

(a cura di G.A.Santoro) 
1) CANCRO DEL RETTO

IMPORTANCE OF ENDORECTAL 3-D-ULTRASONOGRAPHY IN DIAGNOSIS OF RECTUM CANCER
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BACKGROUND: Preoperative staging of rectal tumors is considered essential to tailor treatment for individual patients. The aim of the present study was to evaluate the accuracy of endorectal ultrasonography in preoperative staging of rectal cancer. METHODS: 357 patients with rectal adenocarcinoma underwent endorectal ultrasonography evaluation during an eight year period. The evaluation was performed by four surgeons. We compared the endorectal ultrasonography staging with the pathology findings. Patients with preoperative chemoradiation were excluded from the study. RESULTS: Overall accuracy in assessing the level of rectal wall invasion was 77.3 %, with 9.3 % of the tumors overstaged and 8.1 % understaged. Accuracy in assessing nodal involvement in 313 patients treated with radical surgery was 74.9 %, with 8.9 % overstaged and 8.9 % understaged. CONCLUSION: The accuracy of endorectal ultrasonography in assessing the deepth of tumor invasion is good, but lower than previosly reported. The technique is precise in distinguishing between benign tumors and invasive cancer. The results depend on the experience of the surgeon.

	
	


SURGEON-PERFORMED ULTRASOUND: ENDORECTAL ULTRASOUND
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Endorectal (ERUS) and endoanal (EAUS) ultrasound imaging is increasingly being performed by surgeons in the office and outpatient setting for the assessment of both benign and malignant disease.Multiple studies have demonstrated the accuracy of these modalities in identifying pertinent anatomy and anatomic abnormalities.The ultrasound is easily tolerated by most patients, and is easily performed with minimal preparation on the patient's part. The ability of the surgeon to perform and interpret this straight forward diagnostic procedure allows for the simplification of the diagnostic process and a more rapid determination of treatment options for the patient.


IMAGING MODALITIES IN THE PREOPERATIVE STAGING OF RECTAL CARCINOMA


Hohenberger P, Hunerbein M, Gebauer B, Stroszczynski Ch. Chirurg. 2004 Jan;75(1):3-12. Klinik fur Chirurgie und Chirurgische Onkologie, Charite, Campus Berlin-Buch. hohenberger@rrk-berlin.de


Thorough clinical examination, endorectal ultrasound, and magnetic resonance tomography (MRI) are decisive tools in the pretherapeutic work-up of patients with rectal cancer. Depth of infiltration to the rectal wall as well as involvement of perirectal lymph nodes by the tumor are the key questions to be answered. To receive adequate information from imaging procedures, the right questions need to be asked. The extent of invasion of the rectal wall and exact location of tumor infiltration to neighboring structures can be demonstrated by MRI very well, particularly if imaging planes are acquired at 90 degrees to the position of the rectum. Recent developments in computed tomography (CT) using isotrope voxels allow three-dimensional reconstructions of tumors without loss of imaging quality. Assessment of the primary tumor and its nodal metastases after preoperative radio-(chemo-)therapy is still seriously limited. Fusion of positron emission tomography and CT could be a step towards solving the problem of response assessment in the near future.
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One concern after rectal cancer surgery is the high local recurrence rate. Randomized trials have shown that the best local control rate for rectal cancer patients as a group is achieved after a short course of radiation therapy followed by optimal surgery. It is debatable, however, whether all patients with rectal cancer should undergo preoperative radiation therapy. Preoperative identification of those most likely to benefit from neoadjuvant therapy is important. Therefore, the challenge for preoperative imaging in rectal cancer is to determine subgroups of patients with different risks for recurrence: those with superficial tumors, who can be treated with surgery alone; those with operable tumors and a wide circumferential resection margin, who can be treated with a short course of radiation therapy followed by total mesorectal excision; and those with advanced cancer and a close or involved resection margin, who require a long course of radiation therapy, with or without chemotherapy, and extensive surgery. So far, there is no consensus on the role of diagnostic imaging (endorectal ultrasonography, computed tomography, and magnetic resonance [MR] imaging) in the care of patients with primary rectal cancer. Preoperative staging has long relied on digital examination alone, which indicates that it has been difficult to achieve accuracy levels high enough for clinical decision making with preoperative imaging. In this review, the relevance of preoperative imaging in staging the local extent of primary rectal cancer will be discussed. Research on various imaging modalities, with an emphasis on MR, will be discussed under four main headings that address the most relevant aspects of local spread of rectal tumors: T stage, circumferential resection margin, locally advanced rectal cancer, and N stage.

	IMAGING FEATURES OF ENDOMETRIOSIS
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Deep pelvic endometriosis is responsible of a painful syndrome dominated by deep dyspareunia and pelvic pain that recur according to the menstrual cycle. The semiology is directly correlated with the location of the lesions but is not specific. It is essential to investigate (clinically and with magnetic resonance imaging (MRI)) these deep endometriosis lesions and to draw up a precise map, which is the only way to be sure that surgical excisions will be complete. For the diagnosis of deep endometriosis, MRI is more sensitive and specific than endovaginal ultrasonography. Bowel and utero-sacral ligament lesions are often underestimated by clinical examination and ultrasonography. The MR diagnosis of these deep lesions is also difficult and require adapted sequences but may vary following experience of the radiologist. Preoperative endorectal ultrasonography or MRI are reliable techniques to visualize perirectal endometriomas and to assess rectal wall involvement. Surgical management can be based on preoperative imaging diagnosis, the Bladder and ureteral lesions are also underestimated. Renal ultrasonography must be performed in women affected by severe deeply infiltrating endometriosis. MRI does not improve sensitivity nor specificity of the radiologic diagnosis of ovarian endometriomas. Nevertheless, MRI is a reliable technique to visualize deeply infiltrating endometriosis lesions associated with ovarian endometriomas.
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	ANAL SPHINCTER INJURY IN WOMEN WITH PELVIC FLOOR DISORDERS
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 Nichols CM, Gill EJ, NguyenT, BarberMD, HurtWG. Obstet Gynecol. 2004 Oct;104(4):690-6 

OBJECTIVE: 1) To estimate the rate of anal incontinence and anal sphincter injury in a group of women with pelvic floor disorders; 2) to evaluate the relationship between anal incontinence and anal sphincter injury as demonstrated by endoanal ultrasonography; 3) to explore any associations between operative vaginal delivery and anal sphincter injury in this population. METHODS: A cohort of 100 women with stage II or greater pelvic organ prolapse and/or urinary incontinence completed the Rockwood-Thompson Fecal Incontinence Severity Index Questionnaire (FISI). Pelvic organ prolapse was recorded using the Pelvic Organ Prolapse Quantification system. Multichannel cystometry and endoanal ultrasonography were performed. Categorical data were compared using the chi(2) statistic. The FISI scores were correlated with degree of anal sphincter injury using the Pearson correlation coefficient (r). RESULTS: Fifteen women with pelvic organ prolapse only, 28 with urinary incontinence only, and 57 with both were evaluated. Mean age (+/- standard deviation) and body mass index were 57.1 +/- 13.2 years and 29.8 +/- 6.8 kg/m(2), respectively. Median parity was 3. Fifty-four percent of those studied had anal incontinence, and 52% had anal sphincter defects. Anal incontinence was significantly associated with sphincter injury (odds ratio 36.4, 95% confidence interval 12-114, P <.001). The FISI scores were positively correlated with increasing degrees of anal sphincter disruption (r = 0.81, P <.001). A history of operative vaginal delivery was significantly associated with anal sphincter injury (P =.023). CONCLUSION: Anal incontinence and anal sphincter injury are common in women with other pelvic floor disorders and are significantly related. Operative vaginal delivery may contribute to unrecognized anal sphincter trauma in this population. LEVEL OF EVIDENCE: III
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OBJECTIVE: Fecal incontinence in women is thought to be associated with sphincter laceration or pudendal nerve damage. A prolonged pudendal nerve terminal motor latency is evidence of profound nerve damage, but pudendal nerve terminal motor latency can be normal even when nerve injury has been sustained. We performed quantitative electromyography (EMG) to compare multiple motor unit action potential parameters between recently postpartum women and nulliparous women. METHODS: Standardized examinations were prospectively performed on 2 groups: 1) healthy nulliparous women without pelvic floor disorders (n = 28) and 2) asymptomatic women who were postpartum following vaginal delivery of their first child (n = 23). The examinations included pelvic organ prolapse quantification measurements, endoanal ultrasonography, pudendal nerve terminal motor latency, sacral reflexes, and concentric needle EMG using multiple motor unit action potential analysis. RESULTS: A mean of 11.5 (standard deviation [sd] 1.1) weeks had elapsed since first vaginal deliveries in the postpartum group. The mean fetal weight at delivery was 3,495 (sd 458) grams. There were no sphincter defects seen by ultrasonography. Compared with the nulliparous women, pudendal nerve terminal motor latency and sacral reflexes (clitoral-anal reflex, urethral-anal reflex) were not increased in the postpartum group. Each of the quantitative parameters (duration, amplitude, area, turns, and phases), measured from motor unit action potentials in the postpartum group, were larger than in the nulliparous group (P < or =.004, nested analysis of variance [ANOVA]). CONCLUSION: Quantitative EMG using multiple motor unit action potential analysis can detect the presence after vaginal childbirth of subtle nerve injury not demonstrable by pudendal nerve terminal motor latency. Even asymptomatic women show evidence of pelvic floor nerve injury after uncomplicated deliveries.
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PERIANAL CROHN'S DISEASE
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BACKGROUND: The management of perianal Crohn's disease is difficult. A wide variety of treatment options exist although few are evidence based. METHODS: A search was conducted using the National Library of Medicine for articles on perianal Crohn's disease and its incidence, classification, assessment and management. RESULTS AND CONCLUSION: Perianal Crohn's disease can manifest as skin tags, ulcers, fissures, abscesses, fistulas or stenoses. Improved radiological imaging with endoanal anal ultrasonography and magnetic resonance imaging has improved its assessment and may be used to predict outcome after surgery. Many treatment options exist. During acute complications they are generally aimed at resolving the immediate problem and limiting damage to anal and perianal tissues; this may be a 'bridge' to definitive treatment. The likelihood of success of definitive treatment must be weighed against the risk of complications, especially faecal incontinence. 

