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Session |. Colonoscopy

Colon adenoma: when to remove and how to remove?
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How to write colonoscopic finding: Meet the standard
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Session |. Colonoscopy

Post—polypectomy surveillance colonoscopy guideline
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Clinical practice guideline for UC

SOl HHAIE

AS54 A inflammatory bowel disease, IBD)OJA AtEdl= FEARE 7|EFHOFE 5-
aminosalicylic acid (ASA) A|A|7} 9o, FA7]o] AFE3SI= steroidA| A2} immunomodulator, 71
2|31 biologic”} AUt AIFA A A (ulcerative colitis, UC)Q] X7 Ho= SAEE F7}5)of 3}

[o){}

H FAe 9 55 T8 Bt Bef Rk 2 A ARE AR & Aok H#E 2=
Aoist AT HFILS 4% XF/EZ total proctocolectomy X ileal pouch-anal anastomosis
(IPAAYE Al385h= Zi0] I E =t A9 AJEigt A= w2t e H2 34, 94, 29 3

5= AR & Aok & Aol AXA A /LA 2=l Bigt European Crohn’s
and Colitis Organization (ECC0)2] 2022 %Al 7}o|Egt9lS A7f3ict
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Session 2. Fundamentals for Practicing Surgeons

Clinical practice guideline for Crohn's disease
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Medication for irritable bowel sydrome
7t==9|i] Aot |t O|H=

FNZFritable bowel syndrome)o]eH HE7} T WA W T cfel Feol wak
u2 gz} WUt 5 TR SRR S40] MEAoR el J14 AARe T
shol, Ao R T oSS WS 54S Holl, Z4S 49T Wd tE 7148 Aol
QTHe A AAE Folo] BT F HF AL WA Bk 2olE voldE HE F 1Y
ole] BEo] Ayt /AY B MEEA, T BAY BE, hAISo 27 T P,
9 2719 Wk 5 27h4 ool B3 S4o] A e W 1BSE AYsty glow, 38 B4
of wet AARSAE, WHISAE, UG, T3 ERESY BUAPETLOR LR

20179 Futol=aele] FUFEHE Ad @ ARLTIS0] t2d, YL BF, 4
A, ] 59 34 ol A9 WHRH, AALAL 71 EEAAAE Fof alarm symptomo] 9]
ol FUARE ABek T1FA ke A9 Bl HREFE S AT A
ol U JTET 23} FBARE 477 W8T F 2= FY0] AL hPAAE et
AT Yk BFWAANA HFFot @FHFARe] A T WE NEE S,
=13 oifo] Qi FNYFZFZ etk A2 ALk HNPFSFLY Nz 27 B
FEXE(Ao] W ATET 24, P ND)% FBENEE e 5 Y, FEARE 78 A
2 BEo uteh AASA A U OFA, WEIEY AL % oA, F9eA, ANrE B
HEEHE BN AT oM 5oE s 4 UrhE 1)

HNPIZEL ARES AT P FA 48718 L 54, 19T TAEL ofshete] Lul

£ ARWEE AAsHE A48T JAE FATC =N SR 45 Ak 49 A2 A
4 4 9e Aol
Table 1. Medications for Inflammatory Bowel Disease
Treatment target Medications
Anti-diarrheal agents (Loperamide)
Diarthea 5—.HT3. a.ntagomst (Ramosetron)
Rifaximin
Bile acid sequestrant (Cholestryramine)
Bulk forming laxatives (Psyllium, Polycarbophil)
. Osmotic laxatives (Mg, lactulose, PEG, etc)
Constipation

5-HT, agonist (Prucalopride)
Chloride channel activator (Lubiprostone)

Tricyclic antidepressants

Anti-depressant . . C e
P Selective serotonin reuptake inhibitors

Antispasmodic agents

lobal IB
Globa S symptom Probiotics
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How to approach patients complaining of fecal incontinence

Contents

Definition of FI

Prevalence

Evaluation & Risk assessment

A
B.
C.
D
E
F.

JICHORME A ST

A thorough disease history to define etiology and specific risk factors

Validated measures: Bowel diary, Fecal incontinence score and Quality of Life scale

Physical examination
Anorectal physiologic testing (Manometry)
Endoanal Ultrasound

Endoscopic evaluation

4. First line treatment of FI

A

B.
C.
D.

Dietary and medical management

1. To avoid triggering or aggravating factors

ii. Improve stool consistency and excessive motility
Bowel management program

Biofeedback

Anal insert device

5. Second line treatment of FI

A.

F.

Sphincter repair

i.  Short- and long-term effect
ii. Redo sphincteroplasty

ili. Video

Injection of bulking agents
Radiofrequency energy

Sacral neuromodulation

i.  Outcomes

ii. Video

Implantation of an Artificial bowel sphincter (ABS)
i. Acticon neosphincter

il. Magnetic anal sphincter
iii. Video

Creation of a colostomy

6. Supplementary treatment

A. Percutaneous tibial nerve stimulation

B. Extracorporeal magnetic stimulator

7. Review
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Session 3. Colorectal surgeons must know: Colorectal cancer

CME and CVL
Olatelcyf =ZEY

Over the past 30 years, rectal cancer surgery has been standardized by total mesorectal excision.
More recently, some have suggested that colon cancer surgery should be standardized by complete
mesocolic excision (CME) with central vascular ligation (CVL), especially in Western countries.
CME with CVL emphasizes an anatomy-based approach to the resection of tumor and regional
lymph nodes that does not breach the embryonic visceral fascia and ensures complete lymph node
dissection up to the mesenteric root. Surgeons undertaking CME with CVL report optimal
outcomes. In Eastern countries, a similar concept, D3 dissection, has been adopted for decades. D3
dissection is an overlapping concept to CME with CVL that involves the same surgical technical
principles but can be associated with shorter length of bowel resection. While retrospective studies
have consistently suggested oncologic advantage and surgical safety of CME with CVL and of D3
dissection, there has been no oncologic outcome data from prospective randomized controlled trial
that have compared these techniques against conventional colectomy. Currently, several prospective
trials have reported short term outcomes and their final oncologic results are still awaited.

Recently, laparoscopic surgery is considered the gold standard treatment for colon cancer owing
to its better short-term outcomes in comparison to open surgery. Laparoscopic CME and CVL has
been shown to have comparable long-term oncologic outcomes as open surgery in multiple
randomized controlled trials and meta-analyses, while also offering more favorable short-term
outcomes including reduced postoperative pain, reduced ileus, reduced wound infection, faster
recovery, and shorter hospital stay. Robotic CME is another minimally invasive option for
colectomy. Several retrospective observational studies suggested less blood loss, earlier bowel
recovery, shorter hospital stay and lower postoperative complication rates when compared with
laparoscopic CME despite longer operative time and higher cost. More comparative data regarding

long-term outcomes are awaited.

12
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TME and LLND
Bty ol

Multidisciplinary treatment approaches for rectal cancer, including surgical resection,
radiotherapy, and chemotherapy have improved local and systemic disease control. Although the
wait and see strategy has shown the possibility of being an optional treatment approach for
selected patients with rectal cancer, surgical resection is currently the mainstay treatment for rectal
cancer. The purpose of surgical resection of solid tumors should be a curable treatment. Also,
surgical resection should be safe and preserve function. In this regard, the surgical concept of total
mesorectal excision has contributed to an improvement in oncological, operative, and postoperative
safety for rectal cancer surgery. One recent approaches, beyond total mesorectal excision, is lateral
lymph node dissection. Both total mesorectal excision and lateral pelvic lymph node dissection
should be done based on an understanding of surgical anatomy. Moreover, understanding the view
from the camera scope, adjusting minimally invasive surgery instruments, and planning the surgical
procedures step by step should be ready for a successful minimally invasive TME and LLND.

13
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Primary tumor resection in stage IV colorectal cancer

Division of Colon and Rectal Surgery, Department of Surgery, Gangnam Severance Hospital,
Yonsei University College of Medicine, Seoul, Korea
Eun Jung Park MD, PhD

Introduction

Colorectal cancer is the third most common cause of cancer deaths in the world. Of all patients
with colorectal cancer, almost 20-25% of them have metastatic disease and 80% of them present
with unresectable lesions. Although primary tumor resection (PTR) in patients with stage IV
colorectal cancer had advantages to prevent subsequent complications from a primary lesion,
disease progression of both metastases and primary tumors can be controlled by systemic
chemotherapy alone by the development of modern systemic chemotherapy such as oxaliplatin,
irinotecan and bevacizumab. However, several studies showed that there were not significant
differences in the overall survival rates between the PTR and non-PTR groups. Until now, it is
unclear which treatment is better for the survival of patients with stage IV colorectal cancer. It is
still a great debate whether or not patients with asymptomatic unresectable stage IV colorectal
cancer could benefit from PTR. Therefore, phase III clinical trials are required to investigate the
effects of PTR in patients with asymptomatic synchronous unresectable metastatic colorectal

cancer.

Debating issue: Primary Tumor Resection vs. No PTR

Some studies advocated PTR because it showed low operative morbidity and mortality for
elective surgery compared with higher complication rates in emergency surgeries related to
intestinal obstruction, bleeding and perforation. A recent population-based cohort of stage IV
colorectal cancer patients reported that palliative PTR was associated with improved overall and
cancer-specific survival'. However, the NCCN (National Comprehensive Cancer Network)
guidelines recommends that palliative resection of a synchronous primary lesion should only be
considered if the patient has an unequivocal imminent risk from acute symptoms. This is because
the incidence requiring surgical intervention is low, ranging from 7% to 29%, and postoperative
complications can delay the beginning of systemic chemotherapy. Moreover, because the
development of modern systemic chemotherapy showed a significant benefit in overall survival %
it is still a heated debating issue whether PTR is performed or not in patients with stage IV

colorectal cancer.

Clinical trials for Primary Tumor Resection

According to the retrospective analysis of two large randomized trials (CAIRO and CAIRO2) of
the Dutch Colorectal Cancer Group (ClinicalTrials.gov NCT00312000 and NCT00208546), patients
with synchronous advanced colorectal cancer showed significantly higher survival rates in patients
who underwent PTR prior to a study treatment . Until now, it is reported that there are a total of

three randomized clinical trials to investigate the effects of PTR in the patients with stage IV

14
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colorectal cancer in the world. The CAIRO4 study (NCT01606098) was began by the Dutch
Colorectal Cancer Group from July, 2012. It was designed for a randomized phase III clinical trial
of PTR in the patients with asymptomatic synchronous unresectable metastatic colon cancer. In the
German group, the SYNCHRONOUS trial (ISRCTN30964555), a randomized controlled
multicenter trial for PTR was recruiting to evaluate the efficacy and safety of PTR °. In Korea, a
randomized, prospective, multicenter trial for the role of PTR in colorectal cancer patients with
asymptomatic, synchronous unresectable metastasis (NCT01978249) was concluded that the
improvement in the two-year overall survival was not significant, while PTR followed by
chemotherapy resulted in better two-year cancer-specific survival than upfront chemotherapy.*

In the recent result of JCOG 1007(iPACS trial), PTR followed by chemotherapy shoed no
survival benefit over chemotherapy alone in patients with colorectal cancer with asymptomatic
primary tumors with synchronous unresectable metastases.’

Conclusion

The oncologic effects and the role of PTR for the patients with asymptomatic, synchronous,
unresectable, metastatic colorectal cancer are still controversial. However, worldwide clinical trials
as well as lots of retrospective studies can make a conclusion for an optimal surgical treatment to

improve survival and quality of life in patients with stage IV colorectal cancer.
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UX|= guideline for stage IV colorectal cancer

JI==olt OxHY

] 9ARFE ALAHANN A 7] F oF 25%E A5t 2, Ho] Y 2, Bat o]
9 oy B9 Ho|& :gFsict o3 A 0]"“ 21 AA9} 31A}19] 2|/ = Systemic chemotherapy
regimena X & H3o| wEt 2o

Az F17t A 7Hs3et ‘%“ﬂ—i A% 52 FFHA FF aggressive biology U S 0|
Ao Z Qe WAL 4= QU= AAT FolU AP AASH] At cytoreduction?] 7, Aol
9] A 24 2 AXQEES %ﬂ —h: 739 Hoh ASAQ FAAEE AFsHA dot-

Fo|de] 4 A 7= cytotoxic 2FA|Ql SFU/Leucovorin, Irinotecan, Oxaliplating backbone O 2
sFal o biologic agentE F7Fst] o= Zo| & Eo|tt. FOLFIRIY FOLFOX X% 12}, 22} &
O] backboneC & AREEH 4= 91O1, Biologic agent®+= Anti-VEGF(Bevacizumab), Anti-EGFR
(Cetuximab, Panitumumab)0| AREE 4= Qlt} Biologic agent®] AREo] QlojAl+= KRAS, NRAS,
BRAF 0|7} Q1+ %04+ Anti-EGFR A|A|(Cetuximab, Panitumumab)Q] A2 71#HEA] &
+t}. Immune checkpoint inhibitors 91 Pembrolizumab, Nivolumab 5 X dMMR/MSI-H tumor®]|
A 17 52 71 olge] guelH A8HY 4 gtk
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Session 4. Video session for Core subjects (1. Hemorrhoids)

Hemorrhoidectomy

Department of Coloproctology, Seoul SongDo Colorectal Hospital, Seoul, Korea
Dong - Ho Cho M.D.
Mz

AL BC 22504 v Y] PRat] AT 714S HAY & Yk A I QA 7}

% o7 3 B9 Asto] shfols, AA A7l %ol F4E 7
W 7jQIZE Aol glont 50% oM Ao B ARE Wou] o] F 1020%AN $4S o ©
o Ad Azt A S4L APk kg Has) o o] BEES FU 5 5 53
2 FEFL Mo ok S 9o dw k. T 54 Fo WYY 4 Ik 2Y. T

O &4, B 5 o) S8 TH] Aof B4 Al ek ofed A 54, v
&34 A7 PSS BE 32 PPsio] APk Uk
m=

X9 2ty x|z

HUoJA F& bipolar diathermy, band ligation 52} conventional hemorrhoidectomy 2} stapled
hemorrhoidopexy”} 2 T 5.2 ®8slo] A9l 9lon o]Qox HAL, Harmonic scalpel,
Ligasure, infrared photocoagulation, microwave 52 & Q%o 9}

A A& T2 F4A HE 4% (Office treatment or Minimal invasive treatment)

Anal dilation

1968 Lord o 23] 37] x|} oA %S A7]=|0] 4 finger-breathsZ TS A% sFH oL

o] WH-Z 52%0A FEARl AT S 2 sto o 45 oItk ZoE A,
Konsten ¥ AUES Histo] e 95 52X AFEHT A gt 22y A Lo]
SHEAY el 21 F2 A 7 Al Aok FEE GolsHA & A9 i A T2
Tgo] & 4 k.

Bipolar diathermy, Infrared Photocoagulation and Diret-Current Electrotherapy

19879 Griffith Sl 93 A7 WHO=E F4o] e 1=WA 2:=9] X FH o A5t bipolar
electrocauteryS ©]-83}0] 20watts2 1 sec pulsess AFE5H E7E0] 22mm=zE X Z7tof| At
251= HhHo|ch. YurE 9l AJ3-E0] 88-100%% infrared photocoagulation I} H|W5lo] X7 %9

3’435 H|=5tg o™ ot bipolar diathermyZ} W2 X3 FA|o] A &sh=t] aAHo|= B
7 Aok FUolA Bile WAE 27] 2 27 WA 37] 24 309 tiA2E Bipolar
diathermy & *}-9“?3‘}01 671 o] e] A F 80% o|oA £ TSt T B oo ¢
H=0 ofjQ o Aoy ¥WIsio] 27| Xl W E2Jdlo] z|7o] ALt it} Direct current
electrotherapy+ X]Ql.k] 2B 100VAZE o] 859 7] 16mA7HA] 28 scar S IAs= Ao
2 o 1025 o|HAE Folof sk skl o] ol ¥l ALg3F & FLE Aol Azl &
A Al @ 37] ol A Holl= ARGl ofEE ©Rlo] ok

Rubber band ligation(RBL)

RBL-Z 19544 Blaisdel o 9J3] & A|=% & Baron o 93| de] &3 A0 H|wF
<717F 431, WHEA o s #Hgo] fosto] 7] X AmE g ARG HIL ;. dROA A&
3 septic complication ©] HI1% Fo] Qlol} I35 EEH, Ale & WE 9 HAIFA 0] TFA|
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Session 4. Video session for Core subjects (1. Hemorrhoids)

AP Aol 7hssitt 7Y &3 @I 2= Ale T 2447 Yo
S B30l ol WEA| Rl 20| S} 715 Az Aol Sl va YL Ao
RIET et RBLY B¢ A& o] BE o] 5ol T3] PAT & ULL FYHH, Office
based therapy2 £ X85 875 AE 4 Yt

(b
ok
L
%
ek

Above: McGown Suction ligator
Below :McGivney type ligator.

Sclerosing agent : ALTA (aluminum potassium sulfate and tannic acid)

A z7] A 27| 5% phenol in almond oil (PAO)S O8]t FALQHO| Al&9] Tl
3} P9y A8 AR FYBste] AgHAL T BAE F FAWe) A= sk
o ABHAL XA el FY A FFWS AoA X3 Yo FARYS Aest, ol
9312 2] (RS FAAIE JH0E 2BS F S0 S NAS Nzdkd @
avhs gout B2HE AL anpt gk wio] glek Ho: 19709t F=olA A
TH Xiaozhiling FARS 7]1220% AE0jA 7EEo] 23| WA 2-37]0] AEE AFEL
U= ALTAE FSHAZ ARSSEAL Qlon 497 Fo] ¥ o]8&3kal °‘E} T dE W 33871
oA Fdsto] ALTAS] a3t dis] $2 AHE HIT HEE 35198 o= 2. 345 |
(24%/67%/8%)°1 FA5F] 28Y & 98.1%2] A1H99.2%/99.8%/97.3%) % E%‘{J_ 29 & AEES
18.3% o, Xz O ZL pyrexia, low blood pressure, perineal pain, rectal ulcer 5°] 1o
ZuRt 2oz yebdt. o Foe et SA] HEaHoE AT & ok JoH, AH
Hog 123% A¥ 9 &0 o] Y= A FoA dEa¥oR ARGE

oXa%

ZHEZ 9] %M 4% (Conventional Hemorrhoidectomy)

Conventional hemonhoidectomy

Ao 2% 9 AAlES WAH 3.47]9 Qlo] 2FF¢ ARG HojA 2 Wos dt-HE
749l 9J%t open hemorrhoidectomy?} HAH <0 23t closed method2 I A FLEEL T 7}A] #hY
9 FHE Ae 299 e 2 B AAEE 9 AYst AAlEE AfEX L ok A7HA] A
Ao Xzol 9lo] 74 el AHg Ho] A3 o8 TR Mae] Mz 7He] “Gold standard”
2 wolgolAT gt A3 WA AW Al Ausky 9 249 £4% 243t 7] Aol
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Session 4. Video session for Core subjects (1. Hemorrhoids)

Ligasure Z-2 A2 oA] Y(energy source)0] 7LE|o] ARGE|T 9lom, o] AJAHIL 7|&9]
electrical cautery o H|3]| 43t Z4ZQl A} A F9 &Hog EA HutrKcollateral
thermal spread) 2mm H}of| ¥]%] oo} 9220 20| EA4fo] A2 g7} Qr}. X3 A8 HAl&
o] 9Jo] Harmonic scalpel ©]u} Ligasureo] 2J3t AAl&0] & & 358 ¢ 2SA ARgo] &
2 Zo8 HuET, ALS] LR EA7}L wiE ZAC0E W glout XSOl Ao gt
71X & A BAAE AF o B2 A 99% Fog A o Y 552
£0l1 £&39] IS Fo7] ol A HA&T vleed 9¥S 7ol HEslo] &3 A
ool Qe A8 HA WHo] Al&Ate] Aso 95 AFEHER Ao A HEEE =0

Open(Milligan-Morgan) Hemorrhoidectomy

Subcutaneous dissection
of varices

External
varices

Subcutaneous

division of

Ext. sphincrer

N intermuscular
ani m.

septum fibers
Mucosal pedicle
Intern with wncuf

nte e Iigature attached

. v ]
Int. sphincter arices

ani m.
F L. L Fic. 2. The crushing clamp has been removed
ic. 1. Elliptical incisions are made around and the pedicle has been ligated. The ligature is
the areas of maximum deformity. retained for clesure of the wound.
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Session 4. Video session for Core subjects (1. Hemorrhoids)

Fic. 8. The wound is closed with a continuocus Fic. 4. Closed operation completed.
whip stitch.

19524 w]=9] Dr. Ferguson ©] 119l &4]© & Milligan-Morgan&4] 2] H.

ANde 4F 32 AEE &5 BFALE running suture

-Ferguson. et .al. Diseases of the Colon & Rectum. 2(2):176-179, March/April 1959

Modified Whitehead Hemorrhoidectomy.

(Circumferential Technique)

Whitchead 412 XA Aol dse) Wxslz g Ao 3 X ae 27 s gue
2 GFI4 F2 A =gt Rl A4 Huw FE WRS Rens Ars
Mucosal ectropion( Whitehead deformity) W&o dz] A|P=R] Lk

T ol S A FAlEQ] 1to] < PPHE AIEA £¥S T At .

Internal
hemorrhoids

dermal edges coapted.

Internal
sphincter muscla/

21

FiG. 1. Steps in modified Whitehead
hemorrhoidectomy. A: Prolapsed internal
hemorrhoid. B: Raising of anodermal flap
and clearing the tlap of external hemor-
rhoid. C: Rectangular anodermal flap has
been raised and rectangle of internal
hemorrhoidal tissue is removed. D: Ano-
dermal flap is advanced into the anal canal
and anchored to internal sphincter and
mucosa reforming the dentate line. E:
Complete four-flap procedure with ano-



Session 4. Video session for Core subjects (1. Hemorrhoids)

2E

A% 55l YR AL A7) AR ol 4T 33 2 TIFL A% B2 AN
of g 2EP N7t G 5 U WES Adstolol @ loltk. A2Hog X8 AR F
PR 55 U 282 Hash Sha AL Has s ARAERe] 271897 wE e
2 Ale sob & Aolrk.

e
1. 97 HA. hAgEs 9%z A 35 2005, 164-188
2. David E.Beck et al. The ASCRS Textbook of Colon and Rectal Surgery. 2™ edition.

175-202

Michael R.B.Keighley et al. Surgery of the anus, rectum & colon. 3" edition. 321-381

4. Ferguson. et .al. Diseases of the Colon & Rectum. 2(2):176-179, March/April 1959

5. WolffBG,Culp CE. The Whitehead hemorrhoidectomy:an unjustly maligned procedure. Dis
Colon Rectum 1988:587-590

6. Arbman G, Krook H, Haapaniemi S. Closed vs. open hemorrhoidectomy- is there any
difference? Dis Colon Rectum 2000:43:31-34

7. Gordon PH, Nivatvongs S.. Principles and Practice of Surgery for the Colon, Rectum, and
Anus. 3" edition. 143-166

et
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Stapled hemorrhoidectomy

Introduction

1975, Thomson©| & at&o| & FA(sliding anal lining theory) - 32 AA| %219 7|4
I Hupstd A o] FHt FA0 o] € Q=] o] A4S A A|Sk= Parks ligamentZ} 5P
o= Holte o] A9

1998, stapled hemorrhoidectomy (SH) by Longo
o] Al A2 AW g2 AP AFFoE FAIBIL dEsto] FEH FL
Y 232 IHFE A

Aim of stapled hemorrhidectomy
1. Lift up the hemorrhoid tissue
2. reduction of the blood flow and improve the venous drainage
3. Reposition the prolapsed hemorrhoidal tissue

Indication and contraindication
indication
Grade II Hemorrhoids
Grade III Hemorrhoids
Grade IV Hemorrhoids
contraindication
Abscess
Gangrene
Anal stenosis
Full thickness rectal prolapse
Complication Anal bleeding
Thrombosed hemorrhoids
Sepsis, abscess
Rectovaginal fistula, rectal perforation
Anal stenosis
Fecal soiling(incontinence)
reference 1)American Journal of surgery 182(2001)64-68
2tk ste)|A] Al68d 42
JHdTHFZGES A A21d 6%
Preoperative principle
The patient is prepared as usual with a cleansing enema some hours before the procedure.
A urinary catheter is not necessary
Prophylactic antibiotics are not strictly necessary
lithotomy position < prone jackknife position
favers hemorrhoidal drainage and reduces bleeding

Epidural anesthesia
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Principles in drainage & fistula surgery

A2t YRR Fude HaAzon 9 vgol WSl A4 e F4sEA
P9 9T P Agolth. WEL B AT S5 A Pk YR
PE X2 TP FEPoI} ARE 5T WHAFS BuAlT A% B4 vt
e 717 A ACTE G SEEke A9E gonE weAl $44 N7t e 49

AT A9 hFEL AP FEAGnal cryp) AT FRAL IS0l AF U

o, o]A] 3] FFEYol FHHL o] FF=TEH HizH 59 A= ARV FgEt
I EHA QU I Q9] e gE o]&9f A, A, AR, AP AL, 1] 4S54
a}

A, A3, PAFZ, 28, NQ S| ek o|HF AFAA] th ojshet ole] AehE
A2 B3 A AU (20| P2 AV 4 o] AFF $LPPS A o] e
88 20 2o} 44 A2 BN Bk o] Sl WAFS SUT 4 Jou
2 $20) 3ot Bashth A% (2o 9% ALTE WEA Folof S, (30| A2E 1
ofslo] 9 Z8E] JUWAES Lolo} sjul, 28] £ HAfelolo} Tt oA A
2 AR Aol QA WAL HAsto] 49 Ao] G mAA A S Role. A=Y
Sae Bokr A Wz WKL nE Yo s 4 ot Tt Fefel Ang A A
of ool ARG $eE9 A 1 FDHL olSFOEA A2 Az HHES D 5 9
AR 44 £49 PR FH71 Sol Aoldtel 7 &A1 P Hlw, WE e
oA HAY 242 Ao AgFoRA ALEH WAF, P15 FolE Ho| 2L
% 9lth. ZEu ofAE B ARWolt ok 7159 ol gHY At 5 S| Aol wret ot
A4 ASE AT 4 s §F o o At 9 Aoz gurt

o
lo
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Sphincter—saving procedures for complex fistula

AR G2 S FH 13 Alo]9] epithelial tissueZ ©]F0]F WE-S Qu|gitt CjRE9]
A F+= crypt originQEA FFAl AR AIFE P FoIA AFEH & OE 7 o)
A= A9 non-crypt origin® & crohn, Tuberculosis ,fissure'g0] AU FL = Ut XFE=
ToRty} QFerd, I AT AT A9 wt of27HA] EFHol AoH, witA Zq-—i—
Park’s classificationo] 9] &#HA Qtt. AT e AFe EF AF2 7HsHA U= &

Y.
ABAQ A2 52 P AEN, A3 WA, NF AALS AW ofF X3 DA

53 A% AARE 43 Aol Y AT Hol ST KRG FAROE £4S A7)

LoupgoRA Hopol A9 WAFS $UF 4 YEU P BUTS SUHA Friet, 3

9] k3ot 3 1Y WAES 7 T 5 dthe As A dFdloF & AdYh 2 7‘4—‘7‘—°
73§ AT = HAFY {130l 34 &7] "ol AEH WHol AF AJqUnh. sHAYE B3
A7l 4 9 AR, et 9] AoV FREA S A, B H07 421 9
AL S Aol BAMoR AR S A% WAl AU Aol FU T B
AR BE AT 22 WU Aol 5] o] 32 S 4ae e A4 9

L& HE51, FHA less invasivedhH, A|HA low recurrence S R & Ut J#A AA £
%vo— Lok S HESHE &40 v 95yt LIFT, ALMC, FPOT, coring out ¥} mucosal
advancement flap, 5] o]o] Fgotm XL Wol AIRPE 1, P4 9@ a3yt S5 ol =7
FUth o7|oA 25 © Yoyt 7]&9 Zokt HEEA IHE oA invasivest?] miEo]
less invasive ®'HQl Plug U glue, Fistuloscopes ARESM= VAAFT, lasergE ©]-85f= FiLaC,
OTSC proctology system, FiXcision 5 A2 ®Ho| AFE 1 5yth
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Transanal approach

with high surgical risk.

OF>

THE oY)
When choosing rectal prolapse surgery, the perineal approach is still valid in elderly patients

rie
rer
For

The Delorme-Thiersch procedure is a safe and effective surgical method with mucosal sleeve
resection and correction of patulous anus.
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Surgical management for pelvic multi-organ prolapse

Department of Surgery, Koo Hospital
Dong Min Kwak, M.D.

There are many options to treat rectal prolapse. As long as the patient's condition is tolerable to
general anesthesia, abdominal approach can be more favor for the patients in many aspects. In
these days, rectal prolapse is considered as a part of pelvic organ prolapse, so we need to have
more knowledge about that.

Disorders of the pelvic floor such as defecation dysfunction and pelvic organ prolapse are
increasingly being recognized as a common health problem, primarily affecting adult parous
women, Around 15% of women are affected by some pelvic floor disorders or pelvic organ
prolapse.

The pelvic floor in women is devided into three compartments : the anterior compartment
(urinary bladder and urethra), the middle compartment (uterus and vagina) and the posterior
compartment (rectum and anus).

We have already got the good results after laparoscopic uterine lateral suspension for anterior
and middle compartmental prolapse (cystocele, uterine prolapse), laparoscopic ventral rectopexy
with sacrocolpopexy for posterior compartmental prolapse (rectal prolapse, rectocele).

Abnormalities in three pelvic comartments are frequently associated in various degrees and
combinations. In the case of a single comprartmental surgical correction, the recurrence of
symptoms in 10-30% due to problems related to compartment that was not initially corrected.

So, after proper diagnosis of the diseases, we should perform combination surgery for all
compartments affected at once.

For this reason, accurate preoperative diagnosis is necessary to select patients who are
candidates for operation and to choose appropriate surgical approach. MR defecography should be
routinely used in preoperative planning before pelvic floor surgery.

In this presentation, I would like to show you how to manage pelvic multi-organ prolapse in

Koo hospital.
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Minimally invasive method in hernia surgery

W 220 SeuelolA B o] o 35 4 A AR AW, 15 4] 2ok} oF 170 w2
Rt} 7120] AEAel B4 428 2447 449 Bassini, MacVay, Shouldice 5] 4474
o] A=A, o]Fof W& 0|83t & HORE Lichstenstein, Plug and Patch, PHS 5 th3t
& Holu YA Aqd 555 Bol Eole 2RE HoFH olF 2000 Wd] S0iA
ANl 537 &9 S4% U2E 9 deoAx wo] HH3t Hu Qo 534 & &
&2 71E & ¥ vdf 5% EUHEE TS E0 QLR 3ES wEA 513y, ¢
& A= 8 ot Aok B F a2 FAUNA A5k TAPP (Transabdominal
preperitoneal) &} TEP (totally extraperitoneal approach) Mesh Repair 7} tj#%Ql $&Ho|tt. &
373 w9 71238 Md2 27 RAE B33 ol8sto] B TfoA 2RAE Sl &
HHE olgsto] A& RS BAsk= setolth TEP &2 | T8y A9 2. A Bt 4
9 37+ S5 3 2 U] 4. w4 A8 € 34 5..CO2 AlA 6. B A 2 &£ = 23
"tk TAPP &A1 1. B3] A4, 2. 59 24, 3. A9} g, 4. 22 v, 5. w4] 34
9 174, 6. But B3 221 7. B Y SFoE JAPHt 919 L &2 IS ol&
g 2R & 7Feoh 1 /784 digt 37k 2 st
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Surgical approach for recurrent inguinal hernia

Adding laparoscopic iliopubic tract repair to transabdominal preperitoneal hernioplasty for
treatment of recurrent inguinal hernia after laparoscopic hernioplasty

Abstract

Background: In patients with recurrent inguinal hernia (IH) after totally extraperitoneal (TEP)
hernioplasty, re-TEP hernioplasty is difficult because of fibrotic adhesions. Re-laparoscopic
hernioplasty is possible by changing the approach from extraperitoneal to transabdominal. If
iliopubic tract repair (IPTR), mainly used in the past for the open approach, is added as a
laparoscopic procedure, re-laparoscopic hernioplasty is possible when treating recurrent IH. We
aimed to evaluate the safety and feasibility of alternate transabdominal preperitoneal (TAPP)
hernioplasty supplemented by IPTR for treating recurrent IH after TEP hernioplasty.

Methods. We retrospectively evaluated 2,600 patients with IHs who underwent TAPP
hernioplasty from January 2015 to December 2020. Among patients with recurrent IH, those who
underwent primary TEP were included in the study. For reoperation, TAPP hernioplasty was
performed and IPTR was added. IPTR was performed by suture closure of the internal inguinal
ring by the iliopubic tract and medial aponeurotic arch of the transversus abdominis muscle.

Reaults: Of the 35 patients (33 males and 2 females) with recurrent TH after primary TEP
hernioplasty, 51% (18/35) of patients had recurrence within 2 years of the first operation. There
were 28 recurrent [Hs of the same type as the original, and 7 cases of a different type. The mean
TAPP operation time was 41 minutes. Chronic inguinodynia and re-recurrence was not observed.
One patient had inferior epigastric vessel injury, which was successfully repaired.

Conclusion: Adding laparoscopic IPTR to TAPP hernioplasty is safe, feasible treatment for
recurrent IH after TEP hernioplasty.

Key words: TAPP, TEP, inguinal hernia, recurrence, iliopubic tract repair
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