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Finally, the mode of onset of labour deserves special con-
sideration in patients with unstable lie, malpresentation, or
polyhydramnios. In these circumstances there is much to
commend elective amniotomy in a controlled fashion in an
operating theatre rather than for the obstetrician to wait for
spontaneous rupture of the membranes. If the cord is going to
prolapse it is preferable that it should do so while the opera-
tor's fingers are still within the vagina. This approach also
permits him to apply a monitoring electrode at the earliest
possible moment.
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Conservative treatment of
rectal tumours

The diagnosis of carcinoma of the rectum usually means that
the patient will be submitted to radical surgery-an abdomino-
perineal excision of the rectum with a permanent colostomy,
or, if the tumour is high in the rectum, conservative resection,
often combined with temporary colostomy. The justification
for this major and often mutilating surgery is the chance of long
survival in those early cases in which there has been no dis-
semination to the regional lymph nodes. The excellent results
of these radical operations have made surgeons less than
enthusiastic about more limited procedures, for they have seen
cure of the disease as more important than the burden of a
permanent colostomy. Yet it is now becoming clear that local
excision of some rectal cancers is justifiable. Suitable patients
are, firstly, those where the local operation is all that is needed
for cure, and, secondly, those whose general condition makes
them unfit for major surgery.

Morson, Bussey, and Samourian have recently presented the
results of "total biopsy" of selected cancers of the rectum and
distal colon carried out at St Mark's Hospital over the last 25
years.' Most of these were within reach of the sigmoidoscope,
but some more proximal growths were treated by colotomy
and local excision. Careful histological examination of the
removed specimen included assessment of the completeness of
local excision; the depth of invasion of the tumour (whether
into the submucosal plane only, into the muscularis, or right
across the bowel wall into the extramural tissues); and the
grade of malignancy of the invasive carcinoma. The risk of
lymph node metastasis having taken place is very low when
direct spread is confined to the submucosal plane of the rectal

wall, the only exception being in poorly differentiated adeno-
carcinomas. In 91 patients treated by local excision only and
in whom the tumours were considered to have been com-
pletely removed on histological assessment the survival rate
was excellent, with only three recurrences, one of which was
cured by a further radical resection. At the other end of the
spectrum there were 23 patients in whom local excision was
considered incomplete. Of these, 14 had no further surgical
treatment, either because the procedure was palliative in the
presence of hepatic metastases or because of their advanced
age and poor general condition-but even so there were only
five recurrences. A further major bowel resection was per-
formed in the remaining nine patients but only three of the
surgical specimens contained residual growth.

Reviewing their patients having local excision only with no
early reoperation, Lock and his colleagues2 at St Mark's found
that where complete local excision was confirmed on histolo-
gical examination the crude five-year survival was 82(" ,; where
complete excision was doubtful this was 640X,; and where it
was incomplete 5700. The corrected five-year survival rates
in these three categories were 100"(,, 96)(, and 83",, res-
pectively.
The introduction of the colonoscope has let the surgeon

deal with polypoid tumours throughout the large bowel by
diathermy snare removal. Fortunately, most polyps-even
large ones-above the rectum are pedunculated.3 Most of
these prove to be benign, and indeed Williams and his col-
leagues4 found that only nine of 250 polyps removed at
colonoscopy proved to be carcinomatous on histological
examination.
Even larger tumours, not suitable for polypectomy, may still

be amenable to conservative surgery. Parks and Stuart5
described 30 patients with villous tumours of the rectum, four
with malignant change, treated by local excision per anum. The
average diameter of the tumours was 6 cm, and six of the
patients had circumferential lesions. Three of these six
patients had total papillomatosis of the rectum; in the past in
such circumstances many surgeons would have excised the
rectum. Local infection and incontinence were not features of
this series, and in every case the sphincters were preserved.
The recurrence rate was 100 O, but recurrences could be treated
by further local excision. In the three patients with total
papillomatosis, the authors described an ingenious operation:
after local excision of the rectal mucosa the sigmoid colon was
then pulled through the denuded rectum and anastomosed to
the pectinate line.

Small, mobile, non-pedunculated rectal tumours which are
well differentiated may on occasion be suitable for local full
thickness excision, either per anum or by the trans-sphincteric
approach, which has been well described by Mason.6 Again,
this is especially indicated in patients whose age, poor general
health, or obesity might contraindicate more radical surgery.

Local excision of cancers of the rectum requires careful
selection and full collaboration with the histologist. In a small
but important group of patients it will enable curative treat-
ment without major surgery or the burden of a colostomy.
The technique is not suitable for poorly differentiated tumours,
and careful clinical follow-up is essential to detect and im-
mediately treat recurrence of the disease.

Morson, B C, Bussey, H J R, and Samourian, S, Gut, 1977, 18, 1045.
2 Lock, M R, et al, British Journal of Surgery, 1978, in press.
I Williams, C B, in Recent Advances in Suirgery 9, ed S Taylor. Edinburgh,

Churchill Livingstone, 1977.
4 Williams, C B, et al, British Jouirnal of Surgery, 1974, 61, 673.
5Parks, A G, and Stuart, A E, British.7ournal of Surgery, 1973, 60, 688.
6 Mason, A Y, Proceedings of the Royal Society of Medicine, 1970, 63, 1259.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.6113.602 on 11 M
arch 1978. D

ow
nloaded from

 

http://www.bmj.com/

