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Research advances in the safe distance to distal resection margin

in rectal cancer surgery
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Cancer Hospital of Chinese Academy of Medical Sciences and Peking Union Medical College ;
2.Department of Colorectal and Anal Surgery , Shanxi People’s Hospital )

[ Abstract]Surgery remains one of the main treatment modalities for rectal cancer. In recent years, the widespread application of surgi-
cal platforms such as laparoscopy and robotics, the advances in surgical techniques, and updates to neoadjuvant treatment regimens
have realized sphincter—preserving surgery for low rectal cancer. However, there are still controversies over the safe distance to distal
resection margin in rectal cancer. This article systematically reviews the recent studies on the safe distance to distal resection margin in

rectal cancer and elaborates on related issues from the aspects of basic theories, epidemiological characteristics, assessment methods,

and management strategies, in order to provide a reference for the precise surgical management of rectal cancer.
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