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1. Introduction
Colorectal cancers are among the most common cancer 
types in Europe and one-third of the cases are rectal 
cancer [1]. Also, colorectal cancers constitute the third 
most common cancer in Turkey, with approximately 
40% of the cases being rectal cancer [2]. Advances in 
surgical techniques and chemoradiotherapy result in a 
better local control of rectal cancer, which provides an 
opportunity for sphincter-sparing surgery especially 
in mid or lower rectal cancer. Thus, sphincter-sparing 
surgery with total mesorectal excision (TME) becomes 
a gold standard in the treatment of rectal malignancies 
due to improving Quality of Life (QoL) [3–6]. However, 
sphincter-sparing surgery does not always improve QoL 
and sometimes causes problems with anorectal and 
urinary systems; moreover, sexual dysfunctions may 
develop after sphincter-preserving rectal surgery. Patients 

who have undergone low anterior resection (LAR) due 
to rectal cancer experience major defecation problems 
as a result of weakening the reservoir and neurosensory 
capacity of the rectum [7]. Incontinence, fecal frequency, 
and urgency may be observed among these defecation 
problems, and all of these symptoms are called anterior or 
low anterior resection syndrome (LARS) [7,8]. In various 
studies, the prevalence of LARS varies between 25%–
80% depending on the definition of the syndrome, the 
frequency, and the intensity of follow-up [9–12]. Various 
risk factors have been identified in the development of 
LARS such as age, female gender, surgical technique, 
prolonged temporary stoma condition, neoadjuvant and 
adjuvant chemotherapy or/and radiotherapy (CRT), and 
postoperative complications [13,14]. Furthermore, some 
studies reported that neoadjuvant RT [15] and adjuvant 
RT [16] are among the most important factors. On the 
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other hand, some studies stated that low anastomosis level 
is the most important risk factor [12].

In this study, we evaluated the factors influencing 
LARS and the prevalence of LARS by using a standard 
LARS scale in patients who underwent sigmoid or rectal 
resection and anastomosis in a single colorectal center.

2. Materials and methods
This study was designed retrospectively for the purpose 
of evaluating the frequency of LARS and the influencing 
factors in patients who underwent anterior resection, 
low anterior resection, and very low anterior resection 
for benign and malignant reasons at the Department 
of Colorectal Surgery ofthe Medical Faculty at Mersin 
University,between January 2010 and November 2019. All 
the procedures were performed by the same surgical team in 
the Training and Research Hospital of the university,where 
annually more than 100 cases of colorectal procedures 
are performed, approximately half of which include 
rectal procedures. All parts of the study and access to the 
electronic medical records were approved by the Human 
Research Ethics Committee of Mersin University, Mersin, 
Turkey. All the participants consented to a structured 
interview wherein they completed a questionnaire to assess 
their defecation functions. The inclusion criteria included 
age over 18 years and sigmoid or rectal resection and 
anastomosis for either benign or malignant reasons. Those 
who met these criteria were invited to participate in the 
study. Only patients who had at least a 12-month follow-
up period, who had protective stoma reversed, and who 
completed their adjuvant treatments were included the 
study. Protective ileostomy was created in all the patients 
who had rectal anastomosis located at least 6 cm from the 
anal verge or anastomotic difficulties or preference of the 
attending surgeon. Also, stoma closing was accepted to be 
early if stoma was reversed in less than 6 months or to be 
late if reversed in more than 6 months. 

The exclusion criteria included patients who left for 
another center for their follow-up or who were lost during 
the follow-up period, patients who had impaired cognitive 
functions, patients whose information was not fully 
accessible from the hospital information management 
system, and patients who could not be able to have their 
stoma closed or had local recurrence. 

A total of 550 patients were found to be eligible for this 
study. Of these, 172 patients died, 59 patients continued 
treatment in another center for their follow-up or 
discontinued to apply to our center during the follow-up 
period, 30 patients were not suitable to close the stoma, 
and 13 patients who had impaired cognitive functions 
were excluded from the study. Finally, the remaining 276 
patients were evaluated (Figure1).

The demographic data, the localization of the tumor, 
the type of operation, the level of anastomosis, the 

presence of a protective stoma and the time to close the 
stoma, receiving neoadjuvant/adjuvant chemotherapy 
or/and radiotherapy, and the pathology reports were 
obtained using the electronic data record system of the 
hospital. The types of operation were described as anterior 
resection (AR) if the anastomosis level was above the 
pelvic peritoneum, low anterior resection (LAR) if the 
anastomosis level was below the pelvic peritoneum but 
higher than the anal canal, and very low anterior resection 
(VLAR) if the coloanal anastomosis or intersphincteric 
resection was performed.

The calculation of the patients’ LARS scores was 
performed after interviewing the patients by phone or 
during routine outpatient clinic controls. A standard 
LARS questionnaire was applied to the patients during 
the interview, and five questions (gas incontinence, liquid-
solid incontinence, fecal frequency, urgency, and 1-h bowel 
opening frequency) were asked, and then scored between 
0 and 42 points in the questionnaire [8]. The patients were 
divided into three groups depending on the LARS score. 
These groups were non-LARS (0–20), minor LARS (21–
29), and major LARS (30–42).

3. Statistical analysis
 The analysis of the data was performed with Statistica 
Version 13.5.0.17 (TIBCO Software Inc., Palo Alto, CA, 
USA; 2017). The mean ± standard deviation or ranges ​​
from descriptive statistics for age, and the frequency and 
percentage values ​​were used for categorical variables. 
Also, the proportion of the patients choosing each 
response in the individual LARS scale items was similarly 
compared. Using clinical judgment and the research to 
date, the potential risk factors for severe LARS (major 
LARS vs. minor or no LARS) were tested using multiple 
logistic regression analysis: age (median vs. > median 
age), sex (female vs. male), the distance of the tumor to 
the anal verge, additional surgery (yes vs. no), the type of 
operations, ASA score, and the total number of collected 
lymph nodes and stoma closure.

χ2 tests were used for the comparison of categorical 
variables. P values of the Pearson chi-square coefficient 
were taken into consideration. Spearman’s rho correlation 
coefficient was used for the correlation between two 
continuous variables. 

Multinomial logistic regression analysis, one of the 
multivariate statistical methods, was used to determine 
the variables that may have significant risk factors on the 
LARS score. Multinominal logistic regression analysis 
was performed for variables that could be significant risk 
factors according to the P < 0.25 rule on the three-category 
LARS score. The major LARS category was selected as the 
reference category. The significance of the independent 
variables in the model was tested with the P value of the 
Wald statistic. Odds ratios (OR) and 95% confidence 
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intervals (CI) were calculated. An odds ratio with a 
confidence interval not including “1” was considered 
statistically significant. The “non-LARS” reference 
category was selected. 

In addition, LARS categories were reorganized as “no 
LARS” and “LARS” for the ROC analysis. According to 
the new LARS groups, the optimum cut-off value for the 
anastomosis level and the area under the curve (AUC) 
were determined by the ROC analysis. The Youden’s index 
was used to find the best cut point for anastomosis level. 
The statistical significance level (P) was considered as 
<0.05 for all the comparisons.

4. Results
The incidence of LARS was calculated as 36.3% (27.2% of 
them being major LARS and 9.1% of them being minor 
LARS). The mean age was 60.2 ± 12.9 years and the male/
female ratio was 172/104. The ASA scores of the patients 
were recorded as 30.4% ASA 1, 48.6% ASA 2, 17.8% ASA 
3, and 3.3% ASA 4.

There were no significant differences in terms of age 
(<65, >65), sex (male or female), ASA scores (ASA1, 
ASA2, ASA3, and ASA4 ), stage (stage 1, stage 2, stage 3, 
and stage 4), the time of closing stoma (early closing <6 

months, versus late closing >6 months), additional surgery 
(TAH + BSO, liver resection, small bowel resection, 
omentectomy, cholecystectomy, and splenectomy), and 
the number of collected lymph nodes. These factorswere 
not found to be effective on the prevalence of LARS (P = 
0.14, P = 0.69, P = 0.56, P = 0.69, P = 0.07, P = 0.74, and 
P = 0.82 respectively). These results were summarized in 
Tables 1 and 2.

A total of 138 stomas were closed in the included 
patients. Of these, 50 were closed with in the first 6 months 
after their operations and they were accepted as early 
stoma closure, whereas 88 of them were closed later than 
the first 6 months and those were accepted as late stoma 
closure. No significant differences were observed among 
the LARS groups when compared in terms of early vs. late 
stoma closure (P = 0.742).

The types of operations were VLAR in 9.4%, AR in 
44.2%, and LAR in 46.4% of the patients. Major LARS was 
observed in 69.2% of the VLAR patients, in 34.4% of the 
LAR patients, and 11.7% of the AR patients. It was shown 
that the increase in the incidence of LARS was directly 
proportional to the proximity of the anastomosis to the 
anal canal and these differences between the groups were 
found to be significant (P < 0.0001). 

550 Patients Eligible 

378 Patients 

59 patients lost during follow-up or 
followed by the other centers 

319 Patients 

30 patient had a local recurrence 
or/and had the stoma 

289 Patients 

13 patients impaired cognitive 
functions  

276 Patients evaluated 

 
172 Patients died  

Figure 1. Flow chart of the study.
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Chemotherapy was also a significant effect on the LARS 
incidence (OR = 3.08 (95% CI [1.71–5.53], P < 0.0001). A 
significant relationship was seen between minor LARS and 
neoadjuvant CT (P = 0.0001), whereas adjuvant CT was 
found to be associated with major LARS (P = 0.032).

When the effects of neoadjuvant and adjuvant 
radiotherapy on LARS categories were evaluated, 
neoadjuvant RT was found to be related to minor LARS (P 
= 0.039), whereas adjuvant RT administration significantly 
increased major LARS (P = 0.012).

The patients were operated for malignant reasons 
in 84.4% of the cases andfor benign reasons in 15.6% of 
the cases. Major LARS was found in 9.3% of the patients 
operated for benign reasons and in 30.4% operated for 
malignant reasons (P = 0.016). Although malign causes 
were detected in 84.4% of the patients with major LARS, 
only 15.6% of the patients with major LARS were operated 
due to benign reasons.

When the patients were divided according to the 
localization of the lesions, 55.1% of the lesions were 
located in the rectum and 44.9% were in the sigmoid. 
While the rate of major LARS was 66.1% in those with a 
lesion in the rectum, it was found to be 11.2% in those with 

a sigmoid lesion, and a statistically significant difference 
was found between the lesion localization and LARS (P 
< 0.0001). There was a statistically significant relationship 
between the rectum and major LARS. According to the 
multinomial logistic regression analysis, rectal localization 
was 6.11 times more likely to have major LARS than those 
with sigmoid (OR = 6.14 (95% CI [3.19–11.82]).

In this study, 53.6% of the patients received CT, and 
60.5% of the patients received RT. Among the patients who 
received CT, 72% had major LARS. This difference was 
statistically significant when compared to the proportion 
of non-LARS with major LARS patients. The multinomial 
logistic regression analysis showed that major LARS was 
3.08 times more likely to occur in patients who received 
CT than those who did not (OR = 3.08 (95% CI [1.71–
5.53]).There was a statistically significant relationship 
between RT and major LARS, and major LARS was 2.51 
times more likely to be observed in patients that received 
RT than those who did not (OR = 2.51 (95% CI [1.38–
4.57]).

When the relationship between stoma condition and 
LARS was evaluated, major LARS was observed in 60.0% of 
the patients with protective ileostomy and in 36.0% of the 

Table 1. Preoperative clinicopathological features of the patients.

Total Non-LARS Minor LARS Major LARS P value

  Cases (%) Cases (%) Cases (%)  
All 276 176 63.8 25 9.1 75 27.2
Sex                0.687
· Male 172 113 64.2 15 60.0 44 58.7
· Female 104 63 35.8 10 40.0 31 41.3  
Age (years) 0.475
· >65 113 107 60.8 16 64.4 40 53.3
· 18–65 163 69 39.2 9 36.0 35 46.7
ASA score                0.364
· ASA 1 84 51 29 9 36 24 32
· ASA 2 134 93 52.8 11 44.0 30 40.0  
· ASA 3 49 27 15.3 5 20.0 17 22.7
· ASA 4 9 5 2.4 0 0.0 4 3.3  
Lesion location <0.0001
· Rectum 152 73 41.5 18 72.0 61 81.3
· Sigmoid 124 103 58.5 7 28.0 14 18.7
Malignancy                <0.0001
· Yes 233 142 80.7 20 80.0 71 94.7
· No 43 34 19.3 5 20.0 4 5.3  

LARS: anterior/low anterior resection syndrome. The data was given as the number of patients and percentiles in 
parenthesis.
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patients without a stoma. This difference was statistically 
significant. The probability of major LARS was 12.83 times 
(OR = 12.83 (95% CI [6.58–25.0]) higher in the patients 
with protective ileostomy compared to those without a 
stoma. Also, according to calculations, this difference was 
8.55 times more likely to be seen in major LARS patients 
with end colostomy when compared to the patients 
without a stoma (OR = 8.55 (95% CI [1.36–53.61]).

In the comparison of the relationship between LARS 
and the type of operation due to lesion localization, major 
LARS was seen in 69.2% of the patients with VLAR, while 
it was seen in 34.4% of the patients with LAR and in 11.7% 
of the patients with AR. The probability of developing 
major LARS was calculated as 42.40 times  higher in the 
patients with VLAR than those with AR when compared 
to the prevalence of LARS in the patients with VLAR and 

AR (OR = 42.40 (95% CI (11.14–161.36). The patients who 
had LAR surgery were also more likely to experience major 
LARS than the patients with AR due to proximal rectal or 
sigmoidal lesions (OR = 4.43 (95% CI [2.28–8.60]) (Table 
3).

The median levels of the anastomoses in the groups 
with and without LARS showed a statistically significant 
difference. The median of the group with LARS (6.5 
cm) was lower than the median of the non-LARS group 
(12 cm). As a result of the analysis of the ROC curve 
for the anastomosis level, the area under the ROC curve 
(AUC) value was calculated as 0.834. The AUC value was 
statistically significant (P < 0.05), and the anastomosis 
level was quite high in distinguishing between LARS and 
non-LARS. According to the Youden’s index, the cut-off 
point was found to be 8.5 cm proximal to the anal verge. 

Table 2. Postoperative clinicopathological features of the patients and their difference between groups with LARS.

Total Non-LARS Minor LARS Major LARS P Value

  Cases Cases (%) Cases (%) Cases (%)  
All 276 176 63.8 25 9.1 75 27.2
Type of operation <0.0001
· VLAR 26 3 1.7 5 20.0 18 24.0  
· LAR 122 67 38.1 13 52.0 42 56.0
· AR 128 106 60.2 7 28.0 15 20.0  
Ostomy state <0.0001
· Ileostomy 81 20 11.4 16 64.0 45 60.0
· Colostomy 8 2 1.1 3 12.0 3 4.0
· No stoma 187 154 87.5 6 24.0 27 36.0  
AJCC stage 0.981
· Stage 1 49 31 22.1 4 20.0 14 20.0
· Stage 2 75 48 34.3 6 30.0 21 30.0
· Stage 3 81 47 33.6 8 40.0 26 37.1  
· Stage 4 25 14 10.0 2 10.0 9 12.9
Chemotherapy                <0.0001
· Yes 148 80 45.5 14 56.0 54 72.0
· No 128 96 54.5 11 44.0 21 28.0  
Radiotherapy <0.0001
· Yes 176 95 54.0 16 64.0 53 74.7
· No 95 81 46.0 9 36.0 19 25.3
Synchronous surgery                0.130
· Yes 44 29 8.0 7 16.0 7 1.3
· No 233 147 83.5 18 72.0 68 90.7  

VLAR: very low anterior resection, LAR: low anterior resection, AR: anterior resection.

The data was given as the number of patients and percentiles in parenthesis.
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Accordingly, those who had an anastomosis placed ≤8.5 
cm to the anal verge demonstrated a significantly higher 
risk for developing LARS. The sensitivity value was 
calculated as 67% and the specificity value as 87.5% for the 
8.5 cm threshold (Figure 2).

5. Discussion
The prevalence of LARS was revealed to be between 
25%–80% of the patients who underwent sphincter 

sparing surgery [17], but it is not yet clear which factors 
affect the occurrence of LARS. Although LARS has a 
significant incidence in patients who have had a sphincter-
sparing operation due to the rectum tumor, it is still often 
overlooked by surgeons. Furthermore, the densities of 
the effects of the related factors are not clear either. Some 
researchers reported that patients younger than 64 years, 
TME, anastomotic leakage, postoperative chemotherapy 
or radiotherapy, protective ileostomy, and female 

Table 3. The density of factors influencing LARS on the multinomial logistic 
regression analysis.

Parameters OR 95% CI P value

Malignant reasons 0.23 0.08–0.68 0.008
RT 2.51 1.38–4.57 0.003
CT 3.08 1.71–5.53 <0.0001
LAR 4.43 2.28–8.60 0.029
End colostomy 8.55 1.36–53.61 0.022
Temporary ileostomy 12.83 6.58–25 <0.0001
VLAR 42.40 11.14–161.36 <0.0001

RT: radiotherapy, CT: chemotherapy, OR: odds ratio, CI: confidence interval.

Figure 2. The receiver operating characteristics (ROC) curve between 
sensitivity and 1-specifity of anastomotic level in defining major LARS.
Area under ROC curve = 0.834.
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gender are considered as risk factors in anterior or low 
anterior resection syndrome [18–20]. Changes in bowel 
compliance, decreased neo-rectum reservoir capacity, and 
weakened sphincters are also considered as other possible 
causes [15,21].

In our study, we found that the critical anastomotic 
level for LARS is <8.5 cm proximal to the anal verge. The 
critical threshold was found different in some studies. In 
the study conducted by Miacci et al. [22], this value was 
found to be 6.5 cm; however, other studies found this value 
as 5 cm [23]. Though the threshold values given in other 
studies are different, all of these studies have confirmed 
that low or very low anastomosis might have resulted with 
severe LARS.

Contrary to the literature, in this study, age was not 
found to be effective in any form of LARS. Furthermore, 
age was also not found to be a factor affecting the incidence 
of LARS in elderly patients. A similar debatable result was 
stated in the sex factor in the literature as well. In this 
study, female gender was not an effective factor in the 
occurrence of LARS. In the study conducted by Kupsch 
et al. [23], being under the age of 64 was associated with 
LARS, whereas Croese et al. [24] did not show the effect 
of over 65 years of age and female gender on LARS. This 
study was in accordance with the study conducted by 
Juul et al. [25], which revealed that age and sex were not 
effective on LARS. 

In our study, the effects of chemotherapy or 
radiotherapy, lesion localization, and protective stoma 
were found to be statistically significant in accordance with 
other studies [8,13,14]. In addition to the literature, this 
study demonstrated that CT or RT might result in minor 
LARS if given neoadjuvant therapy, while these might 
result inmajor LARS when given adjuvant therapy. These 
findings lead us to reconsider the timing of administration 
of chemotherapy again if we are suspecting LARS.

However, the proven important causes affecting 
LARS syndrome include RT, CT, protective stoma, low 
anastomosis level, and postoperative complications. 
Previous studies indicated that the stoma closing time is 
an important factor in the occurrence of LARS and they 
speculated that changing the muscular and mucosal layers 
of the colon affects the structure and function of the 
neorectum. Early closing of the stoma reverses this process 
and less structural and functional impairment develops 
with a lower incidence of LARS. This study confirms 
that protective ileostomy increases the LARS incidence 
approximately 13 times. However,the stoma closing time 
was not found to be effective on LARS. These results 
might be dependent on our comparison when considering 
that the first 6 months would be too long a period to be 
accepted as an early period.

In many studies, the reasons affecting LARS in 
common are similar. These include CRT, distal lesion, and 

protective stoma. However, it has not been clearly shown 
which of these factors have greater effects on LARS, because 
most patients with distal lesions are given CT and RT and a 
protective stoma is created. In today’s conditions, evaluating 
these factors separately does not seem appropriate in terms 
of disrupting the treatment of patients. 

To minimize these errors, the multinomial logistic 
regression analysis, a multivariate statistical method, 
was used in this study to determine the factors that have 
significant effects on the incidence of LARS. In light of these 
results, the type of operation and the anastomosis level 
were observed as the most important factors related to the 
LARS development. This study indicated that the patients 
who underwent VLAR had 43 times higher risk of facing 
LAR than those who underwent AR. In the presence of 
these important findings, we performed a further analysis 
to determine the level of anastomosis cut-off point and we 
found that a proximity of 8.5 cm to the anal verge is the 
peak level of anastomosis, and anastomosis below this level 
is more likely to trigger LARS. In addition, the multinomial 
logistic regression analysis showed that the patients who 
underwent an operation for the malign causes experienced 
LARS slightly more than for the benign reasons. Also, rectal 
resections and postoperative RT increased the incidence of 
LARS.

Although it seems that the most effective method in the 
treatment and prevention of LARS is colostomy opening, 
the effect of opening colostomy for LARS on the quality of 
life of the patient is still controversial [26].

6. Conclusion
The incidence of LARS was found to be 36.3% in this study. 
CT and RT might be associated with minor LARS when 
neoadjuvant therapy is applied, whereas major LARS was 
usually associated with an adjuvant therapy application. 
In addition, when the patients who have undergone rectal 
resection for the malignant disease have a slight risk, 
patients with a protective stoma have a moderate risk 
of experiencing LARS. Furthermore, the type of rectal 
operation, especially VLAR, is the most important factor 
for LARS. Also, making an anastomosis placed at most 8.5 
cm from the anal verge is found to be another important 
factor in the occurrence of LARS. On the other hand, 
contrary to the literature, age, sex, the stage of the disease, 
and the collected lymph nodes were not effective on the 
LARS incidence.

Conflict of interest
The authors declared no conflict of interest with respect to 
the authorship and/or publication of this article.

Funding
The authors received no financial support for the research 
and/or authorship of this article.



BENLİ et al. / Turk J Med Sci

630

References

1.	 Glimelius B, Tiret E, Cervantes A, Arnold D. ESMO Guidelines 
Working Group. Rectal cancer: ESMO Clinical Practice 
Guidelines for diagnosis, treatment and follow-up. Annals of 
Oncology 2013; 24 (Suppl. 6): vi81-vi88.

2.	 Keskinkilic B, Gultekin M, Akarca AS, Ozturk C, Boztas G 
et al. Turkey Cancer Control Program. Republic of Turkey, 
Ministry of Health Turkey Public Health Institution Cancer 
Control Department. 1st ed.  Ankara, Turkey: 2016.

3.	 Van de Velde CJ, Boelens PG, Tanis PJ, Espin E, Mroczkowski 
P et al. Experts reviews of the multidisciplinary consensus 
conference colon and rectal cancer 2012: science, opinions and 
experiences from the experts of surgery. European Journal of 
Surgical Oncology 2014; 40: 454e468.

4.	 Emmertsen KJ, Laurberg S. Bowel dysfunction after treatment 
for rectal cancer. Acta Oncologica 2008; 47: 994e1003.

5.	 Palmer G, Martling A, Cedermark B, Holm T. A population-
based study on the management and outcome in patients with 
locally recurrent rectal cancer. Annals  of  Surgical Oncology 
2007; 14: 447-454.

6.	 Kapiteijn E, Marijnen CAM, Nagtegaal ID, Putter H, Steup 
WH et al. Preoperative radiotherapy combined with total 
mesorectal excision for resectable rectal cancer. New England 
Journal of Medicine 345: 638-646.

7.	 Ridolfi TJ, Berger N, Ludwig KA. Low anterior resection 
syndrome: current management and future directions. Clinics 
in Colon and Rectal Surgery 2016; 29: 239-245. doi: 10.1055/s-
0036-1584500

8.	 Emmertsen KJ, Laurberg S. Low anterior resection 
syndromescore: development and validation of a symptom-
based scoringsystem for bowel dysfunction after low anterior 
resection for rectal cancer. Annals of Surgery 2012; 255: 922-
928.

9.	 Ziv Y, Zbar A, Bar-Shavit Y, Igov I. Low anterior resection 
syndrome (LARS): cause and effect and reconstructive 
considerations. Techniques in Coloproctology 2013; 17: 151-
162. doi: 10.1007s10151-012-0909-3

10.	 Juul T, Ahlberg M, Biondo S, Espin E, Jimenez LM et al. Low 
anterior resection syndrome and quality of life: an international 
multicenter study. Diseases of the Colon & Rectum 2014; 57: 
585-591. doi: 10.1097/ DCR.0000000000000116

11.	 Bryant CLC, Lunniss PJ, Knowles CH, Thaha MA, Chan CLH. 
Anterior resection syndrome. Lancet Oncology 2012; 13: 403-
408. doi: 10.1016/ S1470-2045(12)70236-X

12.	 Pucciani F. A review on functional results of sphincter-saving 
surgery for rectal cancer: the anterior resection syndrome. 
Updates  in  Surgery 2013; 65: 257-263. doi: 10.1007/s13304-
013-0220-5

13.	 Jimenez Gomez LM, Espin Basany E, Trenti L, Martí Gallostra 
M, Sánchez García JL et al. Factors associated with low anterior 
resection syndrome after surgical treatment of rectal cancer. 
Colorectal Disease 2017; 20: 195-200. doi: 10.1111/codi.13901

14.	 Ekkarat P, Boonpipattanapong T, Tantiphlachiva K, Sangkhathat S. 
Factors determining low anterior resection syndrome after rectal 
cancer resection: a study in Thai patients. Asian Journal of Surgery 
2016; 39: 225-231. doi: 10.1016/j.asjsur.2015.07.003

15.	 Chen TY, Wiltink LM, Nout RA, Kranenbarg EM, Laurberg S 
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 2015; 
14: 106-114.

16.	 Sturiale A, Martellucci J, Zurli L, Vaccaro C, Brusciano L et al. 
Long-term functional follow-up after anterior rectal resection for 
cancer. International Journal of Colorectal Disease 2017; 32:83.

17.	 Desnoo L, Faithfull S. A qualitative study of anterior resection 
syndrome: the experiences of cancer survivors who have 
undergone resection surgery. European Journal  of  Cancer Care 
2006; 15: 244-251.

18.	 Wells CI, Vather R, Chu MJ, Robertson JP, Bissett IP. Anterior 
resection syndrome—a risk factor analysis. Journal of 
Gastrointestinal Surgery 2015; 19: 350-359.

19.	 Bregendahl S, Emmertsen KJ, Lous J, Laurberg S. Bowel 
dysfunction after low anterior resection with and without 
neoadjuvant therapy for rectalcancer: a population-based cross-
sectional study. Colorectal 2013; 15(9): 1130-1139.

20.	  Battersby NJ, Juul T, Christensen P, Janjua AZ, Branagan G, 
Emmertsen KJ et al. United Kingdom low anterior resection 
syndrome study group. Predicting the risk of bowel-related quality-
of-life impairment after restorative resection for rectal cancer: a 
multicenter cross-sectional study. Diseases of the Colon & Rectum 
2016; 59 (4): 270-280.

21.	 Bondeven P, Emmertsen KJ, Laurberg S, Kranenbarg EM, Laurberg 
S et al. Neoadjuvant therapy abolishes the functional benefits 
of a larger rectal remnant, as measured by magnetic resonance 
imaging after restorative rectal cancer surgery. European Journal 
of Surgical Oncology 2015; 41 (11): 1493-1499.

22.	 Miacci  FLC, Guetter CR, Moreira PH, Sartor MC, Savio MC et al. 
Predictive factors of low  anterior resection syndrome following 
anterior resection of the rectum. Revistado Colegio Brasileiro de 
Cirurgioes 2020; 46 (6).

23.	 KupschJ, Jackisch T, Matzel KE, Zimmer J, Schreiber A et al. 
Outcome of bowel function following anterior resection for rectal 
cancer-an analysis using the low anterior resection syndrome 
(LARS) score. International Journal of Colorectal Disease 2018; 33 
(6): 787-798. doi: 10.1007/s00384-018-3006-x

24.	 Croese AD, Zubair ON, Lonie J, Trollope AF, Vangaveti VN et 
al. Prevalence of  low anterior resection syndrome at a regional 
Australian centre. ANZ Journal of Surgery 2018; 88 (12): 
E813-E817.

25.	 Juul T, Elfeki H, Christensen P, Laurberg S, Emmertsen KJ et al. 
Normative data for the low anterior resection syndrome score 
(LARS score). Annals of Surgical Oncology 2019; 269 (6): 1124-
1128.

26.	 Pachler J, Wille-Jorgensen P. Quality of life after rectal resectionfor 
cancer, with or without permanent colostomy. Cochrane Database 
of Systematic Reviews 2012; 12: CD004323.


	_GoBack

