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The Authors Reply
To the Editor—We read with great interest the letter from 
Roncati at al on the infra-mesorectum. Their comments cer-
tainly contribute to a better understanding the anatomy of 
the fasciae and tissues anterolateral to the rectum and sur-
rounding the low rectum. As a matter of fact, the introduc-
tion into the practice of the transanal approach to mesorectal 
excision pushed surgeons and anatomists to have an accurate 
insight of the pelvic anatomy, the knowledge of which is of 
utmost relevance for achieving radicality in cancer surgery.

The area described by Roncati is one of the sites of 
surgical wasting in the specimen obtained after abdomi-
noperineal excision as described by Salerno and cowork-
ers1 in 2008. This area is often associated with high positive 
margin rates.

The annular distribution of fasciae and spaces around 
the rectum and mesorectum has been extensively de-
scribed.2–4 The mesorectum is carpeted on its postero-
lateral aspect by a fibrous envelop, the 2 leaves of which, 
the proper rectal fascia and the presacral or parietal fascia, 
border the avascular retrorectal space, the so-called holy-
plane described by Heald. On its anterior aspect, the meso-
rectum and, more caudally, the rectal wall are carpeted by 
a membrane mainly consisting of connective tissue, cor-
responding to the Denonvilliers fascia.

Just above the pelvic diaphragm, Furubayashi and co-
workers5 describe a complex and intricate connective tis-
sue between the prostate and the rectum that continues the 
connective tissue surrounding the seminal vesicles in males. 

Similarly, in females, the posterior vaginal wall and the an-
terior rectal wall are connected by connective and muscular 
tissue, the thickness of which may vary, that is characterized 
by a more complex structure than it is usually believed. Op-
posite to what is described by Fritsch et al,6 who consider 
the rectovaginal septum a nonsupportive, thin, connective 
structure, we indeed found in our experience of over 150 
transanal total mesorectal excisions that the structure of this 
septum has a specific architecture consisting of connective 
tissue and 1 central fibrous-muscular pillar that extends up 
to the uterosacral ligaments, contributing to the suspension 
of the vagina and supporting the pelvic floor (Fig. 1).

The approach to distal rectum in very low rectal can-
cer may be cumbersome because of several anatomical 
constraints, not only in open surgery, but also in laparo-
scopic surgery.7 The transanal approach to rectal dissec-
tion with total mesorectal excision may overcome those 
constraints. Just as maximum care is needed to preserve 
extrinsic autonomic nerves to the urogenital organs and 
the internal sphincter that run close to the lowest por-
tion of the rectum, so surgeons should avoid damaging 
the pillars embedded in the rectovaginal septum during 
dissection. Intact pelvic floor muscles and an undisturbed 
perineum play a key role in the support of the pelvic vis-
cera, as was already stressed by Fritsch and coworkers8 
in 2004. Pneumodissection during the transanal caudal-
to-cephalic approach helps preserve those structures by 
opening the correct surgical plane.

Extralevator abdominoperineal excision, mentioned  
by Roncati et al, may result in superior oncologic  
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FIGURE 1.  A, Anterior dissection during transanal total mesorectal excision. Tissues along the rectovaginal septum are sharply but carefully 
divided by a HF hook; the arrow points at the central fibrous pillar, which has to be preserved; the small asterisk indicates the caudal side of 
dissection, the larger asterisk indicates the cephalic side of dissection. B, The box shows a detail of the pillar surrounded by connective and 
fatty tissue.

LWW 02/19/18 4 Color Fig: F1 13:20 Art: DCR-D-18-00023

<zjs;AUTHOR REPLY>  •  <zjXXX>  •  <zdoi;10.1097/DCR.0000000000001066>

AUTHOR REPLY



Copyright © The American Society of Colon & Rectal Surgeons, Inc. Unauthorized reproduction of this article is prohibited.

LETTER TO THE EDITORe2

outcomes in locally advanced ultra-low rectal cancer, al-
lowing dissection of the “infra-mesorectal” tissue. Nev-
ertheless, the anterior route through such an approach is 
especially challenging because of the need of sharp dissec-
tion along a “no self-opening” plane and the risk of in-
advertent damage of neurovascular structure on one side 
and the surgical specimen on the other.9
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