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[Abstract] Based on the background of a multidisciplinary treatment team and the increasing high-quality life aspirations of
patients, the preservation of anal function for patients with low rectal cancer has undergone changes in recent years. With the
optimization of neoadjuvant therapy, refinement of surgical techniques, and the deepening of the concept of anal preservation after
surgery, the concept of anal preservation for low rectal cancer has gradually shifted from traditional simple surgery to comprehensive
treatment, and anal preservation surgery tends to be more accurate preservation. The goal of comprehensive treatment is to preserve
good anal function and reduce surgical damage. However, comprehensive treatment for anal preservation in low rectal cancer is still in
its infancy, and there is no consensus on the strategy planning for anal preservation. Therefore, summarizing various preoperative,

intraoperative, and postoperative treatment strategies for low rectal cancer is of great significance for the selection of anal preservation
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schemes for patients with low rectal cancer. This article focus on exploring the optimization of neoadjuvant therapy models, "watch
and wait" plans, the development of anal preservation techniques, and postoperative and preservation strategies, aiming to review the
current status of anal preservation strategy planning for low rectal cancer.

[Keywords] low rectal cancer; anal preservation surgery; neoadjuvant therapy; watch and wait

B A SRR —, REEMEARERATELA ELRIEMEE 4. SIL,
HERSBMMEAFEE EANEHY, EX LR HENLScm WA EE XV RELEHE . & TK
MEHMERILFAGERG A RMEREYE, SEEABANGAE A ST RE. AW, MELRERT
o BV T R FH B R TR A TR LR S AR E e RALF R )Tz MR, IR E R R
JLE B ZEHR S, B k2 S0%~79% Bk, RAEFERILYLSG BT FREATHMRE, KA
B R R R B B F S — . AN AW L SR E e RAT K AR IR, FERT B a7 #
RMpE . “EER" K URRIBARNEE, U REERE EF R B EFREEE.

1 R EREF AT

HER, MAE % ¥ A A (multi-disciplinary team, MDT)EZ A 6 L Wi fnit Y TEWE A, Ak
367 AKF A WTIR 7. R 3 Bt 1 E 7 9% (locally advanced rectal cancer, LARC) & #5 & & fnit 4b # # #y & & %
Re, EMDT Vit EEFEL, HHBENTREERGFANGRE, REFRINS, EEXFFRETAL
%% f# (pathological complete response, pCR) = Ilfi /K 57T 4 % ## (clinical complete response, cCR), 1% 5 # 2 & %,
ZLARCHT M EARHK, HUBEFLELENILEHXELY, XFHBETEIKIAM MK E, URGE
W RAL B 7% TR AL 36 7 B0 45 A AV
1.1 ERBET s KEKT B4 MLARCHTHNERER, BAFEKERMTHRAL2EAMAE R A
(total mesorectal excision, TME), REFHB B 3~6NAWATE), X— A HEXBATERT TROVL R,
BRT B AL NG T RIS, BEEEE4ZRHER.: (DKBEERATHESHEH, B2rEFEFRR
RLAR AT VAT %, ELpCREFAX K 10%~20%, REBRRKEFELE, TEKELRT; QHMATE8AAT
KREREWMERSE, NAREFANHEERELINA, REAHHITL2HENT, T THLIEHEH TR
MEERMRAKE; Q)FAFRERSZ, FFAGTPHEED, HETHHNTERE TR OESN; H
TFAAREMEZGRNERE, WHATEETEIH TR, B THEELEBNAR, HLZT, X
MEE —BAW AR ERBIT (SGyS) BN BB AR MR AT EERZ —, HEBATEESHET HOTH
], R4 A KR A& 7 B (overall survival, OS)3 5 K £ B 3 s 97 T A E2£R ERT B 1A RH#ATFAR
BT, WHEAXMEM KAHEES, pCRERMK, MKBHMAT68AFHATFA, ES-RKF®E
(5-fluorouracil, S-FU)/-FE = th B BB LT, 7 0 B AT 5 3 0 3 B W% 46 8 P 9 B8R, pCR
FH K 10% A b, T K E ROV R F AR LA

HREGRLEGENETRR, BEASZFHFIAERRTHARERMN. B TEKBTEFANER
BT H B pCRF , Stockholm I I K #F %2 w8 A2 (37 J& ST B0 F & 55 5 3] 6~8 B - R W37 AT Rt , 2R B
T, JEHWPpCREHOS%IEF £ 12.5%, WALAMNNHHELFE, B EFFME EFEN, STELLAR
RISt T LARC 2 A2 BT 897 3. #F 58 41 (n=298) & 64T B A2 T (25 Gy/SFx), Ja AT CAPOX 77 E 07 44>
JE ;b BB AATK AR B BT (S0 Gy/2SFx) |l % R E %, BTG 6~8 AH#ATF AR, MARKEHL 4T
25 6 I CAPOX b7 o SR BT, HTA U 3F L EFE N 64.5%, 2 BT x4 8 62.3%(P<0.001).
H—FTAPNE R, FFHUAMN (pCR+cCR)FE | 3F K AFFH Y T & T 3 B 4 (22.5% vs. 12.6%, P=0.001;
86.5% vs.75.1%, P=0.001)", DL F#FEEREN, EEK AT KA LG T 7R, THENIKCETE N A XK
BRWREZ —, AERETRET HONBEEEE,
12 s/ REETWAE KUK, AWEFRIE P KMIT 8 E &G40 5-FUSF 3 gD,
MR TRABT, XEAYTEENEBRTNEEAE, BRRASERXEFRNMEER>H, ELEEKOS,
HF—FRE BT RE, BN ERFRE R hEN I, 58 E P A B DA 40 8 (7 4 )
B, REABLHARLApCREAFIRE, BEEBHAR KRG AFXBER, Hk, HWEKIEFKMAT
#, SFUBREMETZHT B “REFL,

MAEMDTH RN A&, FHEMBNET KGR HmMELET T, W TRBARMBTHER, BEA
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FREREMEBRAE, BERMLZWNE R AN T AW ENR TEREF BT . REXEKEFET
BT ZE 25 LB AL A 5 7 BT RAS/RAF/MAPK # % iy 7 (X, NTH E LK., WITKAWZL
BRA#—FRETH, ZIHARENA, FHHBBATREBZELNTHAER G RASE AR BB T
T B N pCREF B M H 22, MRKEHE M ALE N WM EKEFHETREFE, T4
Pib ot , ATIIRRIBEE K. A, MERARBRATRERFALEADEREN, ERREFR, |
PACTT Bt BB AR S, IR BRI S LT R RAS R R AL 4 4 i 4 & 7@ 9 — % Fl 25, Dutch-M1 5
KR, IR H e R VAR sk 0B A 34 B A (T 96 97 B9 cCR & F Y pCR % 2 7 3K % 26% 1 16%, 2 4
EHFFETKE| 0%, RTAFHBETERET, HKeEANKRERAMT TEERGHETHE, HRLE
Ji e B AR ALIR AR T T A, g4E ok, AR A R LT 74 77 (immune checkpoint blockage, ICB)7E 45 # Ji7 /%
BN AL E KBS, AR T % K 1(programmed cell death 1, PD-1) & 3 B & (programmed cell
death 1ligand 1, PD-L1) By &6/7 £ — Z 7| s KRR 3o P BRI H KT8 8 R . & A RIE L, HPD-13677 A&
31.1%~71.0% NG EM T EARE (microsatellite instability-high, MSI-H)® AR Y- (deficient mismatch repair,
dMMR) B 7% & # 3£ 2| CREC PR, X WKL B 78 B AR T B R AL 6k
1.3 A #7486 77 (total neoadjuvant therapy, TNT) & £ ¥ H B 7 MR th LR, K123t H e o ifE 1R 4,
REPpCREFROVIRE, URBREZLEHZNRNG, YW AREEEMENEI T T EREARAN, W
TNT. TNT £ E 4 FLE AT A 27, 25 24 B F # AT J& £ TME 7] 2 [/ 3 307 8T #6417 o
WaoREW, LENTTH—-FPREENELEHWpCRER TR EFE, WTREMEE LG,
1 Marco 2 PVBF 55 K HL, FER ¥ ik A iT EHEATO. 2. 4706/ B i B mFOLFOX6 7 £ L B 1497 th 4 41 B f o &
# B9 pCR&E 45l K 20%., 23%. 26% F137%, F[EEIT AL AFRLRAHITFE XL (P=0.004); Tii5SF
TN TREEEAFNpCRE . TRAEFEMLRA BB EFE, KT —FBREMNEE KT Y
ty XK. 4 PRODIGE 23 it % 3P & 7 % S 177 XF LARC 8 1E A, % #F % ik % 21 K  mFOLFIRINOX(CF/S-FU+
FABEF+RDAHZ G )T ENIT6KRE, TTMER KR F M7, dBALEZRHFKBKIMT,
R JETE TME R G #HATH BT, Sy e RBA N3 NHA, SXEAN6ANA, EREF, R4 HpCR
% (27.8% vs. 12.1%, P<0.001). T J& & 77 % (75.7% vs. 68.5%, P—0034)?FU7“5£$<L%%§£E7(%$(788%vs 71.7%,
P=0017) W B H T EA, WA —FERIET INTEXATH, % E, INTETEMRETREE, R
BHE AE W pCREUAERARARLA B NEEHEEE L,
AFXERTHE R EAUN LRSI RAE, EF AN, ANBEHTHBETREE AL TEX: (DR
EERERNIT, #EpCRE, QMAMTLEE/FERETNRE, ARMKERELA TEBTH, Uk
FSREHTTH. Q) REXATINT, — T HEARARENEFEY, REROMBREMFRLE; 7T W@
HBAEFARFRESEREGARRNHNITHER, ARAFENED, REAFLEENE.

2 “MBREF AR

MTHEZHHG BT EEE CCRIWAES, REVBVBATESHIAEET., ARIERENITRT, &K
WREHBD ML E, RetHEERE, REMEMELTERN ER, Eb, ERAFYHhéE
By “WERER" R ZEERBRLNRAEMEN, BEMNESLERNERN “—TW” %N “THT7,

“REERH" FREE—FETBENBITTE, BEHEATINTWHRY, LAEFWHET EHRGE CRGHFE
REFHET)ZHNH, B ERBEANKT AN ET FEATLEH/E L LHHTFR, MEKEFN
B, 2004 4F Habr-Gama 5 A G MR M T X —F £, HRAN, % “WEEH" FEHCREY
EEHRLAHRE, SEBREFFLE 100%, SFELFKEFFE N 2%, FE, —FATE LB R L
AR, NEEFE FRAELYHEFTFOABATESHMRIELENATQELRAEFE>70%, H#EREFE
>40%), REHAEFWEEREDN, BRE, o7%ET WNEEHE" FTEWEZRHELKET CRIAT24,
HERTHEP, T4 EMEEENREE, 83.8%~954% th & X BF A ATH K F AL, H 82.0%~92.0%
WEZTRGILT, HAFREL LYW, KW, BWBZFRENTESERERTH “WEEE ¥
EXtEFTMEFNE ﬁ@?n%&z\ TEEZHF W HAIT 488 I A 8 B, KAl 19% % D Br
cCR, 1EAREINH 10% iy B FH H A DI 7 pCRY, 7 “WEEHR FEFLEBENRGNERFmEHFE,
BT “REEHE ﬁ%,%w&wMXT&o

ETULHE, £F AN, SHHHBITEALA CRIGEFT AL ER BB IRT, 3T
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HWolHZR “WEESE" FE, NTaABEHEGATIHE,
3 REEMREFRIIFAR

TME 2 H g irE R R, ExrTIRMEE, TMEAR R BT F 2 AR & B 55 4 4 LR 5 o W 1 4
WA —ENBAEED, MERHFE, EFPREFORE, SNFE T 4K S M0 FEH miE, K5
REMERALFARETRERLET RN, ESNELFANA TR, KALEWEEZHEERILT ZRRE
AL ey T 66 o
30 ZAEHERTGRA ZIEERBI G RLHEZ AT N % L #F K (transanal endoscopic microsurgery,
TEM) 1 2 AL |14 £ F K (transanal minimally invasive surgery, TAMIS)® ! 2 AT I 55 By 35 V1 e K 2 7 0 & 08
(T, H)EREWS, MAEAE S FRBTERNESL, RUUHFHI AT RIS THENEENEE
KWz —, AT E, REAMESLHARERY, LEXF CR, AWERRTHENEE
RET “UERE” WREBIRETFE, WELERAIPIR K. Gonzalez FWIA N, T # 4 By fb57
JEypT,, Wt R Bk B, ®BEZ RS AV I ATk 2 5 ARG M F A48 B# 8 %57 2. Borschitz
EWHRE T, ypT,(ABEKFE%)fMypT (RHHELF2%) R EMETEWRFEE, TypT, BHFKE A
AR F Y B H (6%~20%). B BFE TAMIS A J& 89 B30 £ & % 5 2.7%, T TEM A& % 2%~16%, ¥4 F K
77 I BT AL, AR E R B g AT AR

EHMFEARF WAL K E SRR, A KSR FH B 6T S5k Bl ypT,, LA R ALE R 1K AL
B8 R, T RENYT AL R YRR B E FLIE,

3.2 2% 4 HLIE ¥ B K (intersphincteric resection, ISR) ISR Z — A #F st W AK AL & & 9 fRALF A, #1343
TAVMBRNEANLETAN, LAEREM T m A EN%, AUFIYEIBERYEHLRATELY 6.
B 1994 £ 8% H DR, ISRBOAN ZMIRRALE “Hjg—#B &7 ©, MAIMBY BT ) 2 A el A
AR, ISREWK LN A REWKET HE, HHRKN, HHBETE, ISRA(ZE DM T 5 KE)
5 k2 4 A1 P& K (abdominoperineal resection, APR)#41 5 45 & A& 77 5 (89.5% vs. 76.7%, P=0.056). 54 TjF 4 7 %
(76.3% vs. 57.8%, P=0.080)7" S 4F T 5 # & K 4 17 % (90.8% vs. 79.2%, P=0.103) Z ¢ T 4 1T & X, & 7 H 4
BhiBETY FATISRIG B M EF4E R SATAPRIWEF TR =5, HISREBEHRGIIT, RIEAFWAEERE,
EISRAERFEHEHMREMAITIHER, —AEAABERD T, SRREHBAAFELRE, HAKE, #
2 2R A 2 B 5 29.19% . 23.8%. 18.6%°", AT % BAKAL B e B4 ISR K Ja AL 170 it 7 42 6~12 /N Fl & i
BE, REATRENS, Bk, £FAN, BEXFAREZNEY KB T,—T,HIKCEFE, SHHEB BT
R BT HRALEE BHATISRIIEZ AW, ARERFNNEFERYEEE R,

3.3 A A4 H Mg # BEY] B K (transanal total mesorectal excision, TaTME) TaTME 5& — Fb 41 3t K G2 B 7@ By 37 2%
A, B2010FRBUREZXES, ZEATLAKERI, B “BTHLE" WEFNELLERTE
BELRALERBRAEE, REBRAFERFO MFH—TFHETA, TaTME LT T R BEFIESE, HA
% M R B E TaTME R R T o Yao FPYE 2 E TaTME £ PO R L EM AR ERE 7, 12834
TaTME & # R & 8 5 % 2.4%, RJG I RIE K £ FE KN 184%, ¥4 VA EE K 8%, FIF, Lin FH
TalaRFA R ERE T, TaTMEA GEEFE TMEA LM R LA E 27, LRFARERRET, TaTMEAR R
MATREEmENET 27 E, HEHTREEERTMEMA Y, EFEETENE, T “ATHLE
NBABWESEZMRKOGFEIHE, —BRREHNLENRRESY, —AL P CERAEARERE T,
BREMUEIE, WI10F TaTMER BH XEALEEZY DR ERRE 100, BRELERR)E 104
£, SR A LRI R R E A S TaTME A Ry M BT R, B TR i
B HARER, ZRAFE-—EWRHBERLNGE, fla, W, TZFEHRE T TMER FR S
BERELZWMEREERK, HGET TaTMER R S A, X G SAHE Jfdre T &4k 10, T B b Ao
HLat AT % COLOR Il R TaLlaR AT X EAF#ATH . £ AN, BRLEH T 1055 mdhir LR, BRI AR
I TaTME A R 2 X2 H M, TN, REFMBREENE. REFEFAEFTEAGESL. HMHEF
FHEIARNEMMIEN, REAEBTTIMERAGEETE, HEHMET R BN EEYBAXNTE,
TaTME W57 % ot — F R EE 5L, FE SR EAME EH £ T ARABE O WA

G, MEFRHBETWAE, B TREEERILF RN REARAE N, A% N Dixon AKX
# Hartman — | F RZE# 4 % 4 “FI 717 “FF/ANTI” K “GAF", dTHMIET EHLE CRIEH, &
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RALE B A # T, ’ME%W@??%)% B ST g X TFypT, MK “WEERE” BEELNAE
FH, AXRBEAEERABIBA; X FHEMLERKEREFT S EH, 7RISR I TaTME K X 45 £
R AL,

4 ARIFRALKRE

PEH M RT R FANLE, RERILKEOMEE, BT TSHEEHERGREBRA R T4
1, BB A 0K AL E B K B K AL T ¥ IR 45 4 4E (low anterior resection syndrome, LARS) iy /i 5T /& [& &
Zool, BTHELER, FHHEEHEOERPHEREEN, KTHAGEEGE D EY 460 KT A EE
AL, ENESHRELARSHE YA 0 R MHEESS, Fik, SFEFFAREMILE HEESERKITURF
AsFed, REEEREFRM, UAWHRAF. BaAN, KRERAE, AR HIITha RERE, W
RUEEHE, —FE5FCHIABERER T, EMERIAEEZFHTLRANGRNANEE, KEF4. 6
/\ﬂ LARSHER 9 AR KW G AR, s, R0 EHHEB S RELARSWA £ A XK. HELI, KE6N

REFMGF W, EBMEEHE oA TIIHEKE, 7 RIKLARS 8y = B EL,

s BRESRE

HHEHRH G ETEX FAFT AW THAR A, MQE%F%J’E@MIEEWPE%HIEﬁkﬁ‘fﬁuo ShHE
Wi R RN B 8 B A RRT, R, REMRIKBHATRENK . AW E W RCETERILE GBTAESL
B LA TIRE W B, B %R R By e 8 2 s R IESE B T2 ik%ﬁﬂf%?ﬂ%éﬁy#ﬁa&é’ﬂllwﬂﬁ%ué’%
B8 AA MAEE E I, RSN ERE S RkE.
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