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Abstract
Background: The high rate of urogenital dysfunction after traditional total mesorectal excision (TME) has caused doubts among scholars on the standard fashion of
dissection. We have proposed the necessity to preserve the Denonvilliers’ fascia in
patients with rectal cancer. However, how to accurately locate the Denonvilliers’ fas-
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cia is unclear. This study aimed to explore anatomical features of the Denonvilliers’
fascia by comparing autopsy findings and observations of surgical videos so as to
propose a dissection method for the preservation of pelvic autonomic nerves during

Additional file: a representative surgical video
of the identification of the Denonvilliers’ fascia

rectal cancer surgery.
Methods: Five adult male cadaver specimens were dissected, and surgical videos
of 135 patients who underwent TME for mid-low rectal cancer between January
2009 and February 2019 were reviewed to identify and compare the structure of the
Denonvilliers’ fascia.
Results: The monolayer structure of the Denonvilliers’ fascia was observed in 5 male
cadaver specimens, and it was located between the rectum, the bottom of the bladder,
the seminal vesicles, the vas deferens, and the prostate. The Denonvilliers’ fascia was
originated from the rectovesical pouch (or rectum-uterus pouch), down to fuse caudally with the rectourethral muscle at the apex of the prostate, and fused to the lateral
ligaments on both sides. The fascia was thinner on the midline with a thickness of
1.06 ± 0.10 mm. The crown shape of the Denonvilliers’ fascia was slightly triangular,
with a height of approximately 5.42 ± 0.16 cm at midline. Nerves were more densely
distributed in front of the Denonvilliers’ fascia than behind, especially on both sides
of it. Under laparoscopic view, the Denonvilliers’ fascia was originated at the lowest
point of the rectovesical pouch (or rectum-uterus pouch), with a thickened white line
which was a good mark for identifying the Denonvilliers’ fascia.

Abbreviations: CRC, colorectal cancer; nNOS, neuronal nitric oxide synthase; TME, Total mesorectal excision.
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Conclusion: Identification of the surgical indication line for the Denonvilliers’ fascia
could help us identify the Denonvilliers’ fascia, and it would improve our ability to
protect the pelvic autonomic function of patients undergoing TME for rectal cancer.
KEYWORDS
cadaver dissection, laparoscopic surgery, pelvic autonomic nerve preservation, rectal cancer, the Denonvilliers’ fascia, total mesorectal excision
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BACKGROUND

Colorectal cancer (CRC) is a commonly diagnosed malignancy and leading cause of cancer death in the world. The
CRC incidence in East Asia such as China, South Korea,
Japan, and Singapore has surpassed the global average in
recent decades, and the likelihood of rectal cancer incidence
diagnosis increases in males [1]. Surgical resection is the most
effective treatment measure for curing patients with rectal
cancer [2]. Despite a series of studies on rectal cancer surgery
with pelvic autonomic nerve preservation, the rate of postoperative urogenital dysfunction in patients with rectal cancer, especially in men, remains high, seriously affecting the
patient’s postoperative quality of life [3-5]. In 1982, Heald
et al. [6] proposed the theory of total mesorectal excision
(TME) as the gold standard surgery for rectal cancer. However, after traditional TME, the occurrence rate of urogenital
dysfunction was still high [7-9]. The reason is that the surgery
directly damages the pelvic autonomic nerves [10-12].
Because the pelvic autonomic nerve is thick in the retrorectal and lateral space, it is easy to be identified at this site in
a TME surgery, especially under laparoscopy. However, the
distribution of the pelvic autonomic nerves in front of the
rectum is clump-like and difficult to identify, challenging
the dissection of the anterior wall of the rectum. Laparoscopic rectal cancer surgery is widely performed [13-17].
Laparoscopy can magnify the field of surgical vision, but we
do not know whether laparoscopy can help us better identify
the distribution of the pelvic autonomic nerves in front of the
rectum to maximize the preservation of these nerves under
the premise of ensuring tumor resection.
It is difficult to assess sexual function in female patients,
and there is much controversy about the origin of the
Denonvilliers’ fascia. A series of our studies focuses on the
male patients and male cadaver specimens. We have found
that some pelvic autonomic nerves were closely related to
Denonvilliers’ fascia and preservation of Denonvilliers’ fascia may have a better effect on the protection of urogenital
function [18-21].
It is difficult for most scholars to locate the Denonvilliers’ fascia. The specific aim of this study is to find how to

accurately locate Denonvilliers’ fascia by comparing autopsy
findings and observations of surgical videos.

2
2.1

M AT E R I A L S A N D M E T H O D S
Cadaver specimens

Five formalin-preserved pelvises from adult men who died
naturally were provided by the Department of Human
Anatomy, Histology and Embryology, Guangdong Pharmaceutical University (Guangzhou, Guangdong, China), following donation by their families.

2.2 Autopsy identification of the
Denonvilliers’ fascia
TME was performed by incisively dissociating the rectum
using the intermediate approach, pulling the rectum forward, dissecting the mesorectum along the retroperitoneum,
continuing the dissection along the rectum intrinsic fascia,
posteriorly entering the retrorectal space until reaching the
pelvic floor. The left side of thin layered retroperitoneum
was dissected and opened, reaching the back side, followed
by dissecting through the anterior peritoneum, dissociating
the bladder and the rectal preperitoneum until reaching
the Douglas fossa and joining the top of the Denonvilliers’ fascia. The Denonvilliers’ fascia was dissociated
between the seminal vesicle and the rectum to maintain its
integrity.
Dissection was performed between the fascia propria of the
rectum and the presacral fascia posteriorly in the retrorectal
space that contains loose areolar tissue and is devoid of vessels and nerves, leaving the dense and tough tissue strips laterally, which are the lateral ligaments. The medial pelvis was
divided into the left and right parts along the median sagittal plane, pulling the lateral rectum laterally, and the posterior
lateral plexus was further dissociated to expose the hypogastric nerve to find the anatomical relationship between the
Denonvilliers’ fascia and the lower abdomen. The start and
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end points of the Denonvilliers’ fascia were confirmed, the
fascia was extracted, and the length of the fascia was measured and recorded.

2.3

Surgical video selection

We selected the cases with complete surgical videos of midlow rectal cancer resection performed at The Third Affiliated
Hospital of Sun Yat-sen University between January 1, 2009
and February 28, 2019. Inclusion criteria were as follows:
patient’s age between 18 and 75 years; tumor location within
12 cm from the anal verge; pathologic stage T1-2N0M0
classified according to the 7th edition of the American
Joint Committee on Cancer (AJCC) TNM staging system;
American Society of Anesthesiology function class I-III;
and R0 resection. The exclusion criteria were as follows:
emergency surgery; preoperative urogenital dysfunction;
preoperative major pelvic surgery; or local excision.
The main equipment for TME included an Olympus Laparoscopy System (Shinjuku-ku, Tokyo, Japan) and
Stoze Full HD Laparoscopy System (Tuttlingen, Germany),
Harmonic Ultrasonic Knives (Johnson & Johnson, New
Brunswick, NJ, USA), vernier calipers (accurate to 0.01 mm;
Johnson & Johnson), and conventional surgical instruments.
All were performed by the same group of surgeons. The
study was approved by the Ethics Committee of the Third
Affiliated Hospital of Sun Yat-sen University (No. [2015]2125). Written informed consent was obtained from all
patients.

2.4

Surgical video observation

Combining the autopsy results, mainly focusing on the membranous structure in front of the rectum and its connective
tissue bundles, the lateral ligaments and the middle rectal
artery were identified and confirmed. The anatomical structural differences between the cadaver and the living body were
identified.

3
3.1

RESULTS
Clinicopathologic characteristics

We have collected 135 cases with complete surgical videos
of mid-low rectal cancer resection. The patients in this group
were all male, with a median age of 58 (range, 21-71) years.
The Department of Human Anatomy, Histology and Embryology, Guangdong Pharmaceutical University had provided 5
cadaver specimens. The median age of the 5 men at the time
of death was 83 (range, 71-95) years.
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3.2 The Denonvilliers’ fascia identified
in male cadaver specimens
The Denonvilliers’ fascia was found in all 5 cadaver
specimens. This structure extended from the level of the
seminal vesicle posterolaterally to the presacral fascia, down
to fuse caudally with the rectourethral muscle at the apex
of the prostate (Figure 1). This structure separated the space
between the mesorectum and the posterior wall of the pelvic
organs into two spaces. Both spaces were avascular and loose
around the midline.
The Denonvilliers’ fascia was found caudal to the peritoneal reflection at the rectovesical pouch and fused to the
lateral ligaments on both sides. The fascia was thinner on the
midline and with a thickness of 1.06 ± 0.10 mm. The fascia gradually became a relatively dense film from the middle to the side. The crown shape of the Denonvilliers’ fascia
was slightly triangular, with a height of approximately 5.42 ±
0.16 cm at the midline. In the 5 cadaver specimens, the fascia
was a monolayer structure that was easily identifiable. There
was no change in the thickness of the fascia due to fixation
with formalin because its main ingredient is fiber.

3.3 The Denonvilliers’ fascia observed
on videos of rectal cancer surgery
The Denonvilliers’ fascia was originated at the lowest point
of the rectovesical pouch (or the rectum-uterus pouch), as
viewed laparoscopically as a thickened white line (Figure 2A)
or stripe (Figure 2B) (Additional file: surgical video). This
was the surgical indication line. Thickened white lines/stripes
were observed on all 135 videos. They went along laterally
to the junction of the mesorectum and the retroperitoneum,
where a “yellow-white line” appeared. The thickened white
line was a good mark for identifying the Denonvilliers’ fascia. An incision was made in front of this line, and dissection was performed in front of the Denonvilliers’ fascia
(Figure 2C); continuing the incision forward would allow us
to visibly see a thin envelope that encapsulates the seminal
vesicles and the prostate. Another incision was made behind
this line, and dissection was performed behind the Denonvilliers’ fascia to ensure its preservation (Figure 2D). There was
also a rectal intrinsic fascia that completely enveloped the
mesorectum (Figurte 2D). As shown on the 135 videos, the
dissections were made in front of the Denonvilliers’ fascia in
73 (54.1%) patients and behind the Denonvilliers’ fascia in
62 (45.9%) patients. In the patients with dissections made in
front of the Denonvilliers’ fascia, a ‘U’ shaped incision was
made through this fascia, whereas the lower part of Denonvilliers’ fascia were preserved, and returned to the rear of this
fascia. This ‘U’ shape incision made on Denonvilliers’ fascia was a very popular practice. After the dissection either in
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F I G U R E 1 The Denonvilliers’ fascia in the corpse. The Denonvilliers’ fascia locates between the mesorectum and the posterior wall of the
pelvic organs, and extends from the level of the seminal vesicle, down to fuse caudally with the rectourethral muscle at the apex of the prostate

F I G U R E 2 The structure of the Denonvilliers’ fascia observed under a laparoscope. The white thickened line at the lowest level of the
peritoneal reflection is the origin of Denonvilliers’ fascia. This important surgical marker line facilitates intraoperative identification of
Denonvilliers’ fascia. A: The mark of Denonvilliers’ fascia (line). B: The mark of Denonvilliers’ fascia (stripe). C: Anterior of the Denonvilliers’
fascia. D: Rear of the Denonvilliers’ fascia

HUANG ET AL.

29

3.5 Identifying the lateral ligaments on videos
of rectal cancer surgery
The lateral structure of the Denonvilliers’ fascia was not
observed during laparoscopic surgery. Hemorrhage occurred
easily at the anterior lateral side of the mesorectum at the low
segment in 5 (3.7%) patients. There are 12 (8.9%) patients
could be identified with the hypogastric nerve from surgical
video.

4

F I G U R E 3 The Denonvilliers’fascia laterally adjacent. The side
of the Denonvilliers’ fascia terminates in the lateral ligaments

front of or behind the white line, a fine and thin layer of the
Denonvilliers’ fascia remained, and a very dense tissue structure was encountered, which is the stopping point of the lower
part of the Denonvilliers’ fascia. The hypogastric nerve could
be identified in 12 patients on surgical video.

3.4 Identifying the lateral ligaments in male
cadaver specimens
There was a fused area that formed a screen-shaped structure,
applying medial traction to the rectum. The fused area was the
lateral ligaments.
The inferior hypogastric plexus was located on both sides
of the rectum and was a continuation of the hypogastric
nerve (Figure 3). The inferior hypogastric plexus contained
parasympathetic fibers from the pelvic splanchnic nerves
(S2, 3 and 4), and sympathetic fibers from the sacral sympathetic trunks. The plexus runs along the pelvic sidewall,
with a quadrangular reticular structure located slightly below
the peritoneum, covering 1/3 of the outer side of the rectum and the posterolateral side of the prostate and seminal
vesicles.
The branches of the inferior hypogastric plexus were
mainly distributed in the rectum and urogenital organs. A
small branch of the inferior hypogastric plexus that gives
rise to the rectal plexus constitutes the lateral ligaments.
The side of the Denonvilliers’ fascia terminates in the lateral ligaments, and the lower ventral plexus distributes in the
branch of the urogenital organs, and the small branches of
the middle rectum are located in the lateral front of the fascia
(Figure 3).

DIS CUS S IO N

There weren’t controversies regarding the separation of
the posterior and lateral rectal walls. The correct plane
for separation of the posterior and lateral rectal walls was
avascular in most cases except where it was crossed by the
lateral ligaments. By pursuing the lipoma-like outer surface
of the mesorectum, the autonomic nerve plexuses could be
preserved [6]. The lateral ligaments could simply be cut by
Harmonic Ultrasonic Knives. However, the distribution of
the pelvic autonomic nerves in the anterior rectal wall is
complicated and difficult to recognize. Therefore, there are
still many controversies about the separation of the anterior
rectal wall [22].
The TME theory proposed by Heald et al. [6] has become
the new gold standard for rectal cancer surgery: the rectum
and its mesentery are removed as a complete anatomical structure while preserving the pelvic autonomic nerves as much
as possible. Heald et al. [23] believe that the Denonvilliers’
fascia is the front boundary of the rectal intrinsic fascia and
acts as a barrier to rectal cancer. Therefore, TME should be
performed in front of the Denonvilliers’ fascia to completely
remove the mesorectum so that no residual tumor is left. This
operative procedure is widely accepted all over the world
[24, 25].
According to our anatomical observations, the Denonvilliers’ fascia terminates at the lateral ligaments, which present
as constant, dense connective bundles that are located on
the lateral sides of the lower part of the rectum and extend
between the rectal visceral fascia and pelvic parietal fascia,
above the levator ani. The lateral ligaments constitute the inferior hypogastric plexus that gives rise to the rectal plexus,
extends toward the rectum and the vessels from the lower part
of the rectum toward the iliac lymph nodes. A small branch
of the internal pudendal artery lies in front of the fascia, and
nerve fibers from the lateral ligaments form a neurovascular
bundle in the anterolateral side of the Denonvilliers’ fascia.
The components of the inferior hypogastric plexus include
some parasympathetic nerves and are closely related to urogenital function [26-28].
If the dissection is performed behind the Denonvilliers’ fascia, it would damage the rectal intrinsic fascia, destroy the
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mesangial tissue, and affect radical tumor resection. If the dissection is performed in front of the Denonvilliers’ fascia, welldefined, bead-like plump seminal vesicles and the prostate
could be located. However, if a slight inadvertent injury to
the neurovascular bundle occurs in the anterolateral side of
the Denonvilliers’ fascia, the visual field would be stained by
blood, and the anatomical structures would be unclear, resulting in damage to the parasympathetic corpus cavernosum.
Additionally, it is easy to damage the parasympathetic corpus
cavernosum from the pelvic plexus in front of the Denonvilliers’ fascia, which plays an important compensatory role in
the damage of the pelvic wall and cause urogenital dysfunction [25]. We believe that the preservation of the Denonvilliers’ fascia is of great significance in reducing the rate of
postoperative urogenital dysfunction in rectal cancer patients
[26-28], which is supported by the results from other studies
[29-31].
In clinical practice, most surgeons are unable to accurately
identify the Denonvilliers’ fascia, leading to the destruction
of the Denonvilliers’ fascia and damage to the pelvic autonomic nerves. At present, a popular practice is to incise the
rectovesical pouch (or rectum-uterus pouch) at the point of
1 cm above the peritoneal reflection. It would enter the surgical plane in front of the Denonvilliers’ fascia and then separates in the loose space in front of the Denonvilliers’ fascia.
This process coincides with the modified “U”-shaped resection of the Denonvilliers’ fascia proposed by Heald et al. [23].
Although this method preserves the anterolateral side of the
Denonvilliers’ fascia to avoid damage to the inferior hypogastric plexus, it still damages the ramus communicans in front
of the Denonvilliers’ fascia and damages the pelvic autonomic
nerves. Our clinical observations showed that this method did
not cause significant sexual dysfunction.
We combined cadaver dissection with surgical video
observations and found that the Denonvilliers’ fascia was
originated at the rectovesical pouch (or rectum-uterus pouch),
presenting as a thickened white strip/line. The thickened
white line is a good mark for identifying the Denonvilliers’
fascia. Our results indicate that if a dissection is made in
front of the white line, the ramus communicans in front of
the Denonvilliers’ fascia would be damaged. However, if a
dissection is performed behind the white line, damages to the
inferior hypogastric plexus and the ramus communicans in
front of the Denonvilliers’ fascia could be avoided.

5

CONC LU SI ON S

The Denonvilliers’ fascia can be completely removed by dissection in front of the white line in the peritoneal reflection, if the tumor located in the anterior rectal wall or the
tumor had invaded the rectal anterior membrane. For tumors
located in the posterior wall of the rectum, Denonvilliers’

fascia could be reserved by dissociation behind the white
line, avoiding excessive damage to the pelvic plexus, protecting urogenital function and improving the quality of life of
patients.
AU T H O R S ’ CO N T R I B U T I O N S
Jianglong Huang and Jiafeng Fang collected the data, and
drafted the manuscript; Jing Liu provided and dissected the
cadaver specimens and revised the paper; Zongheng Zeng, Bo
Wei and Tufeng Chen assisted in design the study and analyzed the data; Hongbo Wei revised the manuscript critically
for important intellectual content and was responsible for article quality control. All authors read and approved the final
manuscript.
ACKNOW LEDGEMENTS
Not applicable
CO MPETING INTERESTS
The authors declare that they have no competing interests
AVA I L A B I L I T Y O F DATA A N D M AT E R I A L S
The datasets used and/or analyzed during the current study
are available from the corresponding author on reasonable
request.
CO N S E N T FO R P U B L I CAT I O N
Not applicable.
E T H I C S A P P ROVA L A N D CO N S E N T TO
PA RT ICIPAT E
This study was approved by the Ethics Committee of the Third
Affiliated Hospital of Sun Yat-sen University (Guangzhou,
China).
F U N D I NG
This study was supported by the Sun Yat-sen University clinical research 5010 program (2016Y9031).
O RC I D
Hongbo Wei

https://orcid.org/0000-0001-6186-0598

REFERENCES
1. Zhang B, Xie SH, Yu IT. Differential incidence trends of colon and
rectal cancers in Hong Kong: an age-period-cohort analysis. Cancer
Commun (Lond). 2018;38(1):42.
2. Wang F, Fan W, Peng J, Lu Z, Pan Z, Li L, et al. Total mesorectal excision with or without preoperative chemoradiotherapy for
resectable mid/low rectal cancer: a long-term analysis of a prospective, single-center, randomized trial. Cancer Commun (Lond).
2018;38(1):73.
3. Dulskas A, Miliauskas P, Tikuisis R, Escalante R, Samalavicius NE.
The functional results of radical rectal cancer surgery: review of the
literature. Acta Chir Belg. 2016;116(1):1–10.

HUANG ET AL.

4. Hendren SK, O’Connor BI, Liu M, Asano T, Cohen Z, Swallow
CJ, et al. Prevalence of male and female sexual dysfunction is high
following surgery for rectal cancer. Ann Surg. 2005;242(2):212–
223.
5. Kauff DW, Kempski O, Huppert S, Koch KP, Hoffmann KP, Lang
H, et al. Total mesorectal excision–does the choice of dissection
technique have an impact on pelvic autonomic nerve preservation?.
J Gastrointest Surg. 2012;16(6):1218–1224.
6. Heald R J, Husband E M, Ryall R D. The mesorectum in rectal cancer surgery–the clue to pelvic recurrence?. Br J Surg.
1982;69(10):613–616.
7. Jeyarajah S, Sutton CD, Miller AS, Hemingway D; Leicester
Colorectal Specialist Group. Factors that influence the adequacy
of total mesorectal excision for rectal cancer. Colorectal Dis.
2007;9(9):808–15.
8. Dulskas A, Miliauskas P, Tikuisis R, Escalante R, Samalavicius NE.
The functional results of radical rectal cancer surgery: review of the
literature. Acta Chir Belg. 2016,116(1):1–10.
9. Hendren SK, O’Connor BI, Liu M, Asano T, Cohen Z, Swallow
CJ, et al. Prevalence of male and female sexual dysfunction is high
following surgery for rectal cancer. Ann Surg. 2005,242(2):212–23.
10. Kim NK, Kim YW, Cho MS. Total mesorectal excision for rectal cancer with emphasis on pelvic autonomic nerve preservation:
Expert technical tips for robotic surgery. Surg Oncol. 2015,24(3):
172–80.
11. Chew MH, Yeh YT, Lim E, Seow-Choen F. Pelvic autonomic nerve
preservation in radical rectal cancer surgery: changes in the past 3
decades. Gastroenterol Rep (Oxf). 2016;4(3):173–85.
12. Liu Y, Lu XM, Tao KX, Ma JH, Cai KL, Wang LF, et al. Anatomical
basis and clinical research of pelvic autonomic nerve preservation
with laparoscopic radical resection for rectal cancer. J Huazhong
Univ Sci Technolog Med Sci. 2016;36(2):211–214.
13. Curtis NJ, Conti JA, Dalton R, Rockall TA, Allison AS, Ockrim JB,
et al. 2D versus 3D laparoscopic total mesorectal excision: a developmental multicentre randomised controlled trial. Surg Endosc.
2019;33(10):3370–3383.
14. Kawiński A, DzikiŁ, Trzciński R, Dziki A, Mik M. Is there still a
place for open surgery in the treatment strategy of rectal cancer?Prz
Gastroenterol. 2018;13(4):289–292.
15. Yamaguchi T, Konishi T, Kinugasa Y, Yamamoto S, Akiyoshi T,
Okamura R, et al. Laparoscopic Versus Open Lateral Lymph Node
Dissection for Locally Advanced Low Rectal Cancer: A Subgroup
Analysis of a Large Multicenter Cohort Study in Japan. Dis Colon
Rectum. 2017;60(9):954–964.
16. Martínez-Pérez A, Carra MC, Brunetti F, de’Angelis N. Short-term
clinical outcomes of laparoscopic vs open rectal excision for rectal
cancer: A systematic review and meta-analysis. World J Gastroenterol. 2017;23(44):7906–7916.
17. Pinar I, Fransgaard T, Thygesen LC, Gögenur I. Long-Term Outcomes of Robot-Assisted Surgery in Patients with Colorectal Cancer. Ann Surg Oncol. 2018;25(13):3906–3912.
18. Wei HB, Fang JF, Zheng ZH, Wei B, Huang JL, Chen TF, et al.
Effect of preservation of Denonvilliers’ fascia during laparoscopic
resection for mid-low rectal cancer on protection of male urinary
and sexual functions. Medicine2016;95(24):e3925.
19. Wei HB, Huang JL, Zheng ZH, Wei B, Fang JF, Huang Y, et al.
Effect of Denonvilliers fascia preservation on urination and sexual

31

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

function in male patients during radical laparoscopic proctectomy.
Chinese J Gastrointestinal Surg. 2015;(3)):282–287. [in Chinese]
Fang JF, Wei B, Zheng ZH, Chen TF, Huang Y, Huang JL, et al.
Effect of intra-operative autonomic nerve stimulation on pelvic
nerve preservation during radical laparoscopic proctectomy. Colorectal Dis. 2015;17(12):268–76.
Liu J, Huang P, Liang Q, Yang X, Zheng Z, Wei H. Preservation of Denonvilliers’ fascia for nerve-sparing laparoscopic
total mesorectal excision: A neuro-histological study. Clin Anat.
2019;32(3):439–445.
Heald B. Autonomic nerve preservation in rectal cancer surgery
–the forgotten part of the TME message a practical “workshop”
description for surgeons. Acta Chir Iugosl. 2008;55(3):11–6.
Heald RJ, Moran BJ, Brown G, Daniels IR. Optimal total mesorectal
excision for rectal cancer is by dissection in front of Denonvilliers’
fascia. Br J Surg. 2004;91(1):121–3.
Chen LW, Lan BJ, Zheng M, Chi P. The anatomic characteristics of
the fascias arounding rectum and its clinical significance. Chinese
J Clinical Anat. 2013;21(6):596–598. [in Chinese]
Willaert W, Pattyn P, Van De Putte D, Van Renterghem K, Van
Nieuwenhove Y, Ceelen W. New insights into the surgical anatomy
of the rectum: a review. Acta Chir Belg. 2011,111(5):261–72.
Huang JL, Zheng ZH, Wei HB, Fang JF, Zhang S, Chen YQ. A
comparative study of the laparoscopic appearance and anatomy
of the autonomic nervous in normal males. Chinese J Surg.
2014;52(7):500–503. [in Chinese]
Huang JL, Zheng ZH, Liu JP, Wei B, Chen TF, Huang Y,et al. Comparative study of anatomy of lateral ligament of rectum and laparoscopic appearance. Chinese J Dig Surg. 2015;14(9):755–758. [in
Chinese]
Huang JL, Zheng ZH, Wei HB, Fang JF, Zhang S, Chen YQ. A comparative study of laparoscopic appearance and anatomy of mesorectum in normal males. Journal of Sun Yat-sen University (Medical
Sciences). 2014;35(3):407–411. [in Chinese]
Kinugasa Y, Murakami G, Uchimoto K, Takenaka A, Yajima T,
Sugihara K. Operating behind Denonvilliers’ fascia for reliable
preservation of urogenital autonomic nerves in total mesorectal
excision: a histologic study using cadaveric specimens, including a
surgical experiment using fresh cadaveric models. Dis Colon Rectum. 2006;49(7):1024–32.
Ghareeb WM, Wang X, Chi P, Wang W. The ‘multilayer’ theory of Denonvilliers’ fascia: anatomical dissection of cadavers with
the aim to improve neurovascular bundle preservation during rectal
mobilization. Colorectal Dis. 2020;22(2):195–202.
Bertrand MM, Alsaid B, Droupy S, Benoit G, Prudhomme M. Optimal plane for nerve sparing total mesorectal excision, immunohistological study and 3D reconstruction: an embryological study. Colorectal Dis. 2013;15(12):1521–8.

How to cite this article: HuangJ, LiuJ, FangJ, et al.
Identification of the surgical indication line for the
Denonvilliers’ fascia and its anatomy in patients with
rectal cancer. Cancer Communications.
2020;40:25–31. https://doi.org/10.1002/cac2.12003

