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Abstract

During the last decades, advances in surgical techniques, radiotherapy and chemotherapy have significantly increased survival
and reduced local recurrence in middle and lower rectal cancer, avoiding a definitive colostomy; However, this momentous medical
progress has not been accompanied by an improvement in the functional results of patients undergoing conservative sphincter
surgery, being the set of defecatory symptoms after rectal resection, known as low anterior resection syndrome, an Invalid sequela

for the vast majority of patients.
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Introduction

One of the most relevant advances in colorectal surgery is the increasing use of procedures with sphincter preservation, with low
anterior resection (RAB) plus total mesorectal excision (ETM) being the standard treatment for most patients with a of middle and lower

rectum cancer.

Once the mutilation of the definitive colostomy has been overcome, the problem of intestinal dysfunction appears and its impact on
the quality of life is known as low anterior resection syndrome (LARS), a frequent problem, undervalued, diagnosed late and without
validated tools.

Objective of the Study

The objective of this review is to synthesize the updated bibliographic evidence regarding the epidemiology, pathophysiology, clinical

characteristics and correct evaluation of LARS in patients with operated rectal cancer.

Definition
There is no consensus definition for LARS. Bryant., et al. Propose to define it as the “disorder of intestinal function after rectal resecti-
on, which leads to a detriment in the quality of life” [1]. It is currently considered that LARS corresponds to a wide set of intestinal symp-

toms that manifest after conservative sphincter rectal surgery, a surgical technique that is performed today in more than 80% of patients

with rectal cancer [2].
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Epidemiology

It is practically impossible to ensure that after rectal resection the patient will have normal bowel function. The available evidence
indicates that LARS occurs in more than 90% of cases [1], in 41% severely [3] and approximately 50% maintains intestinal dysfunction

even 14 years after surgery [4,5].

Itis important to highlight that, of patients with rectal cancer resection, 38.8% live with chronic pain in the pelvis or lower extremities
[6] and 10% - 35% have associated urological and/or sexual symptoms [7], mainly urinary incontinence, erectile dysfunction, retrograde
ejaculation and dyspareunia. In a systematic review of the literature, 30% - 40% of patients who reported being sexually active in the

preoperative period became inactive after surgery [8].

Pathophysiology
Although the exact pathophysiology of LARS is not yet well established, most studies agree with the hypothesis of multifactorial origin,

which we can divide into three main areas:

1. Dysfunction of the neorectum: First and most obviously, it is the total or partial loss of the rectal reservoir which leads to a de-
crease in the retention capacity of feces and/or gases, difficulty in discriminating the content that reaches the remnant rectal and
loss of the rectoanal inhibitory reflex. At the same time, during the RAB an extensive dissection of the pelvis is performed to achieve
TMD, which leads to deterioration in the pelvic static and potential loss of fundamental nerve connections to preserve adequate
function. As a result we will have a neorect with abnormal biomechanical properties that fails to adapt to the basic needs of the
patient [9].

2. Colonic dysmotility: Patients with LARS generally present with an exacerbated gastrocolic reflex associated with an overactive
post-prandial response of the neorectum [10], with reduction of inhibitory stimuli and increased peristaltic movements of the

colon, theoretically secondary to autonomic denervation of the descended colonic segment [11].

3. Sphincter alteration: The dysfunction of the EAI can be due to denervation secondary to the pelvic dissection or sequel of the
anatomical damage after the use of endoanal circular stapler, which Farouk,, et al. they can demonstrate with endosonography in
18% of cases [12]. EAE dysfunction is usually a sequel to pudendal neuropathy after a wide dissection in the infra-elevating plane

[13]. Both sphincters are susceptible to histological and functional changes generated by radiation [14,15].

Risk factor’s

The patients most likely to suffer from LARS are those under 65 (there is a colonic dysmotility associated with aging that reduces
urgency and bowel frequency), female (greater negative impact on the pelvic floor throughout life), with a history of neoadjuvant radio-
therapy (ischemia and fibrosis of the rectal remnant, sphincter damage, neorectal hyposensitivity), history of rectal tumor or colorectal
anastomosis less than 5 cm from the anal margin (implies a pelvic dissection and a smaller rectal remnant), need for protective derivative
ileostomy (intestinal dysfunction secondary to colonic mucosal atrophy), and history of pelvic sepsis secondary to anastomotic dehiscen-

ce (reduced rectal distensibility due to inflammation, fibrosis and/or stenosis) [3,21].

Clinical characteristics and evaluation

A systematic review of LARS of 128 selected studies published between 1986 and 2016, revealed the use of 18 different instruments
to evaluate post-operative bowel function and the existence of more than 30 described symptoms, the most frequently reported were
fecal incontinence (in the 97% of the articles), increased frequency of bowel movements (80%), defecation urgency (67%), evacuation
dysfunction (47%) and alteration in the discrimination between gases and feces (34%) during a follow-up period from 4 weeks to 14.6

years [16].

The patient to control their symptoms will resort to the permanent use of medication, dressings on underwear and dietary restriction,

generating a negative impact on social life, sexual function and work capacity. This situation maintained over time can lead to depression,
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social isolation and total loss of independence [17]; In summary, we will have a patient very grateful for the survival and low percentage
of local and distant recurrence that we are delivering with the advancement of surgical techniques and neoadjuvant therapy, even only

with small abdominal scars and no definitive ostomy, but deeply limited for resume his normal life.

As clinicians, we tend to classify LARS into two categories, on the one hand, patients with fecal incontinence, increased defecation
frequency and urgency, and on the other hand, patients with constipation and incomplete emptying. However, this classification is not

valid since an important percentage presents both groups of symptoms.

Another limitation in the study of this pathology is that most of the publications referring to LARS do not use a score, and when revi-
ewing in detail the works that use an objective method of assessment, the one most frequently used is the Wexner scale, thus confirming,
the tendency that exists to over estimate anal incontinence, leaving highly disabling symptoms such as clustering (incomplete evacuation
that requires returning to the bathroom within a period of less than 1 hour from the previous time), defecation urgency and soiling (fecal

fouling).

In this context, Emmertsen K., et al. they develop the LARS score [18], considered today the best instrument for evaluating this syn-
drome, mainly due to the direct correlation between the score assigned to each response and the impact on quality of life [19]. It is a quick
questionnaire, easy to understand, consisting of five items, giving greater relevance to the symptoms of clustering and defecation urgency,
as it has a greater negative impact. The maximum score is 42 points, classifying patients in LARS major (30 to 42 points), LARS minor
(21 to 29 points) and without LARS (0 to 20 points) (Table 1). Currently the LARS score is validated to international level [20] (Table 2).

1. Are there times when no pu and to control the gases through the anus? Points
Never 0
Yes, < 1 time per week 4
Yes, > 1 time per week 7

2. Have you ever presented accidental loss of liquid stools?

Never 0

Yes, <1 time per week

Yes,> 1 time per week 3

3. How often do you go to the bathroom to defecate?

> 7 times per day (24 hours) 4
4 - 7 times per day (24 hours) two
1 - 3 times per day (24 hours) 0

<1 time per day (24 hours)

4. Have you had to return to the bathroom to defecate before one hour after the last bowel movement?

Never

Yes, <1 time per week 4

Yes,> 1 time per week

5. Have you ever felt such an urgent need to defecate that you must hurry to get to the bathroom?

Never 0
Yes, <1 time per week eleven
Yes,> 1 time per week 16

Table 1: Lars score [18].
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Without Lars | Laser Minor Lars Larger
0 - 20 Points 21 -29 Points 30 - 42 Points

Table 2: Cultural adaptation in Spanish of the LARS score.

Conclusion

Intestinal dysfunction after a proctectomy, known as LARS, is a practically inevitable sequel, which is usually associated with sexual

and/or urinary dysfunction, chronic pain, high costs and a significant alteration in the quality of life. It is essential to achieve an objective

evaluation of each patient, considering the set of symptoms associated with this syndrome, in order to deliver a correct multidisciplinary

management on time.

Bibliography

1. Bryant CL,, et al. “Anterior resection syndrome”. Lancet Oncology 13.9 (2012): 403-408.

2. Dulskas A, et al. “Treatment possibilities for low anterior resection syndrome: a review of the literature”. International Journal of
Colorectal Disease 33.3 (2018): 251-260.

3. Croese AD, et al. “A Meta-Analysis of the Prevalence of Low Anterior Resection Syndrome and Systematic Review of Risk Factors”.
International Journal of Surgery 56 (2018): 234-241.

4. Sturiale A, et al. “Long-term functional follow-up after anterior rectal resection for cancer”. International Journal of Colorectal Disease
32.1(2017): 83-88.

5. Chen TY, et al. “Bowel function 14 years after preoperative short-course radiotherapy and total mesorectal excision for rectal cancer:
report of a multicenter randomized trial”. Clinical Colorectal Cancer 14.2 (2015): 106-114.

6. Mortensen AR, et al. “Chronic pain after rectal cancer surgery-development and validation of a scoring system”. Colorectal Disease
21.1 (2019): 90-99.

7. Adam JP, et al. “Prospective and longitudinal study of urogenital dysfunction after proctectomy for rectal cancer”. Disease of the Colon
and Rectum 59.9 (2016): 822-830.

8. Ho VP, et al. “Sexual function after treatment for rectal cancer: a review”. Disease of the Colon and Rectum 54.1 (2011): 113-125.

9. Berger N,, et al. “Low anterior resection syndrome: current management and future directions”. Clinics in Colon and Rectal Surgery
29.3 (2016): 239-245.

10. Emmertsen K]J., et al. “A hyperactive postprandial response in the neorectum - the clue to low anterior resection syndrome after total
mesorectal excision surgery?” Colorectal Disease 15.10 (2013): 599-606.

11. Lee WY, et al. “Surgical autonomic denervation results in altered colonic motility: an explanation for low anterior resection syn-
drome?” Surgery 143.6 (2008): 778-783.

12. Farouk R, et al. “Endosonographic evidence of injury to the internal anal sphincter after low anterior resection: long-term follow-up”.
Disease of the colon and rectum 41.7 (1998): 888-891.

13. Moszkowicz D., et al. “Where does pelvic nerve injury occur during rectal surgery for cancer?” Colorectal Disease 13.12 (2011): 1326-

1334.

Citation: Macarena Fernandez. “Low Anterior Resection Syndrome in Rectal Cancer: The Importance of a Complete Clinical Approach”.
EC Gastroenterology and Digestive System 6.11 (2019): 06-10.


https://www.ncbi.nlm.nih.gov/pubmed/22935240
https://www.ncbi.nlm.nih.gov/pubmed/29313107
https://www.ncbi.nlm.nih.gov/pubmed/29313107
https://www.ncbi.nlm.nih.gov/pubmed/29936195
https://www.ncbi.nlm.nih.gov/pubmed/29936195
https://www.ncbi.nlm.nih.gov/pubmed/27695976
https://www.ncbi.nlm.nih.gov/pubmed/27695976
https://www.ncbi.nlm.nih.gov/pubmed/25677122
https://www.ncbi.nlm.nih.gov/pubmed/25677122
https://www.ncbi.nlm.nih.gov/pubmed/30269401
https://www.ncbi.nlm.nih.gov/pubmed/30269401
https://www.ncbi.nlm.nih.gov/pubmed/27505110
https://www.ncbi.nlm.nih.gov/pubmed/27505110
https://www.ncbi.nlm.nih.gov/pubmed/21160322
https://www.ncbi.nlm.nih.gov/pubmed/27582649
https://www.ncbi.nlm.nih.gov/pubmed/27582649
https://www.ncbi.nlm.nih.gov/pubmed/23869468
https://www.ncbi.nlm.nih.gov/pubmed/23869468
https://www.ncbi.nlm.nih.gov/pubmed/18549894
https://www.ncbi.nlm.nih.gov/pubmed/18549894
https://www.ncbi.nlm.nih.gov/pubmed/9678375
https://www.ncbi.nlm.nih.gov/pubmed/9678375
https://www.ncbi.nlm.nih.gov/pubmed/20718836
https://www.ncbi.nlm.nih.gov/pubmed/20718836

Low Anterior Resection Syndrome in Rectal Cancer: The Importance of a Complete Clinical Approach

14.

15.

16.

17.

18.

19.

20.

21.

10
Nishizawa Y., et al. “The association between anal function and neural degeneration after preoperative chemoradiotherapy followed
by intersphincteric resection”. Disease of the Colon and Rectum 54.11 (2011): 1423-14209.

Zhu X, et al. “Influence of neoadjuvant chemoradiotherapy on the anal sphincter: ultrastructural damage may be critical”. Interna-
tional Journal of Colorectal Disease 31.8 (2016): 1427-1430.

Keane C,, et al. “Defining low anterior resection syndrome: a systematic review of the literature”. Colorectal Disease 19.8 (2017): 713-
722.

Liu CH,, et al. “Rehabilitation exercise on the quality of life in anal sphincter-preserving surgery”. Hepatogastroenterology 58.110-111
(2011): 1461-1465.

Emmertsen K]J., et al. “Low anterior resection syndrome score: development and validation of a symptom-based scoring system for

bowel dysfunction after low anterior resection for rectal cancer”. Annals of Surgery 255.5 (2012): 922-928.

Chen TY, et al. “What are the best questionnaires to capture anorectal function after surgery in rectal cancer?” Current Colorectal
Cancer Reports 11 (2015): 37-43.

Juul T, et al. “International validation of the low anterior resection syndrome score”. Annals of Surgery 259.4 (2014): 728-734.

Sarcher T, et al. “Anterior resection syndrome: What should we tell practitioners and patients in 2018?” Journal of Visceral Surgery
155.5 (2018): 383-391.

Volume 6 Issue 11 November 2019
©All rights reserved by Macarena Fernandez.

Citation: Macarena Fernandez. “Low Anterior Resection Syndrome in Rectal Cancer: The Importance of a Complete Clinical Approach”.
EC Gastroenterology and Digestive System 6.11 (2019): 06-10.


https://www.ncbi.nlm.nih.gov/pubmed/21979189
https://www.ncbi.nlm.nih.gov/pubmed/21979189
https://www.ncbi.nlm.nih.gov/pubmed/27278476
https://www.ncbi.nlm.nih.gov/pubmed/27278476
https://www.ncbi.nlm.nih.gov/pubmed/28612460
https://www.ncbi.nlm.nih.gov/pubmed/28612460
https://www.ncbi.nlm.nih.gov/pubmed/21940307
https://www.ncbi.nlm.nih.gov/pubmed/21940307
https://www.ncbi.nlm.nih.gov/pubmed/22504191
https://www.ncbi.nlm.nih.gov/pubmed/22504191
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4317515/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4317515/
https://www.ncbi.nlm.nih.gov/pubmed/23598379
https://www.ncbi.nlm.nih.gov/pubmed/30126800
https://www.ncbi.nlm.nih.gov/pubmed/30126800

	_GoBack
	_GoBack

