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4. B8 TUA FTEA ED

Name Material Configuration Absorption (days)
Surgical gut(chromic) Animal collagen Twisted Unpredictable(14~80)
Monocryl Poliglecaprone Monofilament Predictable (90)
Coated Vicryl Polyglactin Braided Predictable (80)
Dexon Polyglycolic acid Braided Predictable (90)
PDS Polydioxanone Monofilament Predictable (180)
Maxon Polyglyconate Monofilament Predictable (180)

5. HEFY T TRAU EF

Name Material Configuration Comments

Silk Silk Braided Good handling and knotting characteristics;
low durability of tensile strength

Ethilon Polyamide(nylon) = Monofilament Tissue reactivity minimal; good tensile\
strength over time

Dermalon Polyamide(nylon) Braided Less tissue cutting in braided form

Prolene Polyolefin(polypropylene) Monofilament Low reactivity, excellent retained tensile
strength

Dacron Polyester Braided Superior strength and durability; poor

choice in contaminated field

Tevdek Polyester(coated with ~ Braided Coating minimizes tendency to cut tissue
Teflon-heavy)
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2. Harmonic ScalpelTM hemorrhoidectomy, bipolar scissors hemorrhoidectomy, and scissors

1. Chung CS, Ha JPY, Tai YP, et al. Double-blind, randomized trial comparing
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FXiA! : Delayed Wound Healing after Hemorrhoidectomy

Table 1. Complication of surgical hemorrhoidectomy

H
H

LD

o o

Pain Urinary retension
Urinary tract infection Constipation
Hemorrhage Infection and Sepsis
Anal tag Mucosal prolapse
Mucosal ectropion Rectal stricture

Anal stenosis Anal fissure
Psudopolyp Epidermal cysts

Anal fistula Pruritus ani

Fecal incontinence Recurrent hemorrhoids

X XS XA M2

Ischemia, infection, lymphatic obstruction, hypertonia, mechanical trauma etc.

2. & ZOUL T YK XIS X|212] AQI
&

Quba) Ao urage] ozt v sol 2t
1) Too much anoderm excision

2) Too much anal mucosal excision
3) Too much removed internal hemorrhoidal tissue

4) Hidden abscess : silk sinus, stitch abscess

5) Too much remained rectal mucosa : like RAI

6) Remained internal hemorrhoid

7) Postoperative hypertropic papillae

8) Incomplete external hemorrhoidectomy

9) Improper sphincterotmy during hemorrhoidectomy
10) Anterior or posterior sphinterotomy
11) Too tight anus
12) Anterior or posterior redundant skin tag
13) Missed fissure associated with hemorrhoids

14) Postoperative wound abscess

oo,



1) Comorbid disease

IBD(Crohn's disease, ulcerative colitis), Tb, anal canal cancer, AIDS, leukemia

2) Mechanical trauma: enema, anal sex

3) Postoperative bowel habit change : constipation, diarrhea
4) Foreign body : A4 7FA], o] =4

5) Associate perianal diseases: fungal disease, eczema, pruritus ani, etc

K| & T 4K X|QE EXIAIF|T] YT 18 ALY

1. Appropriate surgical technique

1) Gentle and fine procedure

A pe $ WY 42 B spasma wEEM] A Ao AdE oF]s)

=
A EEe Aua s s o) ek By 240 A4S 4t Jo] Wasi,
3l =

ERE Al Ao gk A3 gojefo] =vF o] AN wi= AW gojeE e s] Al AsHE E
Aol rAs gk desiof sk, 4 A3 ol AAsk=dl lolA = Treitz fiber
= A5 §7H’6‘}°4 9 WEefter RE ANHE SE5H R aoF gt o]+
& & WAShs 35S dste]l AA ARE FASHA o e dAe 29 Z’“A
He]E Metzembaum= ARES Al M7 227U glo] A& ARES ZQ1A]o] disf =
710l wmeko] wtoy A= =t Aol i 3 FFolu AR AR Hmofl F Aol
£ 7PA LA eths slo] dRbAQl YA E ropg ol A4l Qi
2) Consideration of number of excional pile

A8 d Al AZASHE A9 Folel ol 7t Woldes Sk T FFY REo| A
A HER oS5 7E & 52 007 HSH Wz swt A ASILAL ks oS TF
=AD" ey AR A A S ) s & R o] 4Rk B 89S et
of 238 & F 5ol o AL AA7F FetEE Aot deum A7 E v
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o8 Wolelt WEA FA AAN Folof ek XA XA Aold & T
bridge7} U 7S ol w5 mA7L dagstel 4 A7t A Wut ohlek 4
F3S st "k 34, 741, 1149] 213 Aele] A7k YR 747k skin bridge
o WAk bl e weli i AW Atolo] HARE st WEI F A9 Yolel 2
w5} upelsto] FAlo] AlASHE A% @ WHo] | 4 glout uithE Al AA 25w
7t 8 SR gonm g uet Yozl Bekstelof & Hloldt,



FIiA! : Delayed Wound Healing after Hemorrhoidectomy
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4) Anal symmetry

A8 gde T Al FRO| vl oz gheo] A FEo R WHEEL A do] uray
s A7 ek o’ A9 AR A47F AdE S glons o] mopo] H$ of ol
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2. Medical support
1) antibiotics
) o 3

g A oA AlF AP AHY RES A0 I b F A Nfel A
stz A Hek YA S Aeste] 27

2) metronidazle

inflammatroy effect® A+t & JAetL 52 ststo] o5 & 5~7TUH 9 55

S AAAZIT= Bk 9tk E 10% metronidazole ointmentS A A o] E2ESHY] %

T T~14d9] AA AwE FAAsto] AR 599 Al7IE 2Qve il Sl

3) 0.2% nitroglycerin ointment (GTN)

Z 8 422 AbA ] 0.2% glyceryl trinitrate ointmentE =t4 E3X3= Zlo] & &

A A HeE wEA gvbe A At Sl Y 0.2% GTN-> NO donor® 2}-§-5}of
A W o] S-S fHsto] 417 9 futs AAAI7 AL TS eEkeke &bt ol
Eot Bt WEE oA A il ARE S7MAIA AAAFREEY] WS SHA7]AL 5
Aol H&& ekststo] A4A A/ THAAZITE? Y ointmentE o 33 gt F9lo 7Y
ot mxsty HzAgor FE AEYORE Q% syncoped YOoFTh= Hilzp 9lal
angina dermatitisgE ¥ 7Ith= Hil% Qi



4) Calcium channel blocker

Calcium channel blocker+= myocyte©ll Al calcium uptakeE blockd}o] WZoFto]

T5Z AT, YHoFEe =5 A= ERE SUHAIIAL e ehststo] A A4
5 SAeHA Hoh, AAE w4 =328 ointment”’} AHE 7Hs S nifedipine ARE A
Tu 3ME F 74.5%9 Ao A AT ASHA I E o] T2t 42%°] H|Elo] AFA
2|6 B|Ho| 45t Haivt 9tk ® 2% diltiazem ointmentS AFREF0] 24 152 B
o T2 aAF = Hilk Qo

5) Botulinum toxin

Botulinum toxing 4% R0 24 FAlsle] 44 & U39 Fore] £58 A7AZ
L w3k 9tk Y 9] 4% Al botulinum toxing G UTORLe] FAbshe] TR 4
28 a7 FA7] Ho dEe FAANORH FE F9)0] Bl &8k ZrpAR A

7] S
A A5 FAekE AE 7hAE 4 A
6) Topical sucralfate
Sucralfate+= antiulcer medication® 2 AF&% angiogenic property”Z} ¢lil
fibroblast growth factorel Aetsto] A 2/-5 FZ3c}. sucralfated] =4 L=
A 5 5 149749 AA Af SX7F S7HE AT vk vk 21 9o = secondary
burne|4 radiation proctitis, dermatitisol= G340 =2 A U},
7) Micronized purified flavonoid fraction (venitol)
HUES AL} B8 FoA A3 =5 & A AF7F FHEHT= Harp ok
8) Stool softner, laxatives

S T AARE WH) B 2EsHe AE A 85 FR% fololth

3. Appropriate hygiene
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Neurologic injuries
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STAEX|Y : Early Colorectal Cancer
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1. Early Colon Cancer: Keys for Initial Therapeutic Plan
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2. Early Colon Cancer: Post—Operative Staging and Follow—up Results
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3. Early Rectal Cancer: Endoscopic Submucosal Dissection
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4. Early Rectal Cancer: Transanal Excision Including TEM
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5. Pathologic Review for Early Colorectal Cancer SHgy AP
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Fig. 1. Suggested therapeutic plan for ‘early colon cancer—
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Table 5. Pathologic findings of four cases with LN metastasis in sm1

Cases Size (Cm) Differentiation =~ Lymphovascular invasion TCD No. of metastaticLN No. of retrieved LN

1 1.2 Moderate - + 2 13
2 2 Well - - 1 10
3 1.3 Moderate - + 1 3
4 0.6 Well + - 1 14

LN=lymph node; TCD=tumor cell dissociation
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Table 3. t) % £ ESD A2 2 22 Ay}

Number of tumors Recurrence

En bloc F/U
mca smlca<

Total resection period Local Distant
/HGD 1,000 ym

Fujishiro. 20063"" 35 23 2 31(89%) 36 mo 1 (3.1%)* 0
Onozato. 2007%*" 30 19 2 22 (73%) 26 mo 0 0
Hurlstone. 20073 42 12 2 33 (79%) 6mo 4 (9.5%)" 0
Tanaka. 2007 70 19 6 56 (80%)* 20 mo 0 0
Saito. 20073 200 99 22 168 (84%) 7mo 1(0.5%)" 0
Tamegai. 2007°¢ 71 59 4 70 (99%) 12 mo 0 0
Zhou. 20097 74 5 2 69 (93%) 14 mo 0 0
*

m ca, mucosal cancer; HGD, high grade dysplasia; sml ca, sml cancer; F/U,
follow—up; mo, months
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Fig. 1. Macroscopic types of early colon cancer. A. protruded type. B. flat elevated type. C. flat depressed type.




Fig. 2. Microscopic finding of polypoid early colon
cancer. Submucosal invasion of adenocarcinoma
arising in villous adenoma is noted. A focus of lymphatic
invasion of tumor cells is seen at the right lower
corner(arrow). (H—E, x12.5)

Fig. 3. Microscopic finding of flat early colon cancer:
Well differentiated adenocarcinoma glands
invade the superficial submucosa. A focus of
vascular invasion of tumor cells is seen at the left
lower(arrow). (H—E, x12.5)
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Fig. 4. Measurement of depth of submucosal
invasion. The vertical invasion length is measured
from the lower border of the muscularis mucosa to
the deepest tumor. (H—E x40)
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— Hl¥ X 4= (Defecation index) = Rectal pr./ Anal residual pr. (during straining)
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Table 1. Interpretation of manometry

Test Indication Interpretation
Anal manometry
Resting Pressure IAS | : weak or disrupted IAS
1 : smooth or striated muscle spasm (fissure)
Squeeze Pressure EAS Peak Pr. | : weak EAS (myogenic or
neurogenic), noncompliant patient
Duration of squeeze | :
Possible pudendal nerve damage
Rectoanal inhibitory screen for (+) : no Hirschsprung’ s disease

reflex

RAIR - MSV

Cough reflex

Defecatory maneuver

Anal canal Pressure
or EMG

Abdominal compression

Balloon defecation or

Rectal evaluation
Rectal compliance

Rectal sensitivity

Hirschsprung’ s
disease

screen for
encopresis disease

screen of
malingering or
damage to sacral
reflex arc

screen for FOO

screen for FOO

screen for FOO

Evaluation for
mechanical rectal
function
evaluation for
rectal sensory
function

(=) : possible Hirschsprung’ s disease(R/O
structural damage of IAS Or tonically

contracted EAS)

(+) : no encopresis disease

(-) : possible encopresis disease

cough response> voluntary squeezing=
probable noncompliant patient but

R/O CNS or high cord damaged lesion
cough response< voluntary squeezing=
probable defect sacral reflex arc

anal canal Pressure or pelvic EMG |

= normal response

anal canal Pressure or pelvic EMG |

= FOO but R/O noncompliance

Excessive straining =potential FOO

Weak = constipation due to ineffective
straining but R/O noncompliance

Inability to defecate balloon or contrast =
FOO but R/O noncompliance

1 = megarectum
| = risk of fecal incontinence

sensory threshold |

= risk of fecal incontinence

sensory threshold | = frequent sign of
IBS, Urge incontinence

IAS: Internal anal sphincter EAS: External anal sphincter CNS: Central nerve system

MSV: Minimal sensory volume, FOO: functional outlet obstruction IBS: Irritable bowel
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Table 2. Indication for test.

2009 YT T=S

Indication for test

Test/maneuver
incontinence Constipation Pre-op
Resting pressure Yes Yes Yes
Squeeze pressure/duration Yes Optional Yes
Cough reflex Yes No Optional
Attempted defecation No Yes Optional
Rectoanal inhibitory reflex Yes Yes Yes
Rectal sensation Yes Yes Yes
Rectal compliance Optional Optional Optional
St

. Azpiroz F, Enck P, Whitehead WE .Anorectal functional testing: review of collective
experience. Am J Gastroenterol. 2002 Feb;97(2):232-40.

. Meagher AP, Lubowski DZ, King DW. The cough response of the anal sphincter. Int J
Colorectal Dis. 1993 Dec;8(4):217-9.
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Practical Issues in Anorectal Physiology

HiHH E Y =(Defecography)l] & ! o=

x l

ol

o
=
=i

e

slof v A Frolt), o]= Ay}t g W IRl 5
of thet A A AAl AHE AyshH T ordyt AAiE s e AEE TAo Ay
Ela=3
Indication
HiH 2 w0 #5352 o5t gk,

1. intussusception, enterocele, spastic pelvic floor syndrome 5°| 23t pelvic
outlet obstruction

2. anterior rectocele ¥ enterocele 2| 44

3. outlet obstruction(in intra—anal intussusception)& &%eF fecal incontinence”}

o] - o
= A5

Technique

AAE AZE 2417 Aol s 7] flel vhEdAE Y 135mlE SHAto A #elth (Ao s
Algl) HAF Al AR A A 2] glo] HEE pastes A ol AR o] A Q1 HEE paste
FALE e 7)ol Qlof A iRt fALsoF Bty Bl paste®] F> EHAZE A vk ofF
=7 wi7bA s AY ES 250ce AEE AYEh ofxlo A=

amidotrizoic acid 50% solution gel® coating?ttl, 2 o EL:EO]Ur v} & =
Yot Sk =t o= IREY Vle& E4AE ¢ 37 EH—‘?”O]E} 5] Xlﬂoﬂ HH:?'% R
S S ®7]o oA o A SRS Vs 9 HtHZX”l < fluoroscope&

stof g7hgtet, HARAIZES oF 164 A= Q¥

i r[r
r\:l
oy
o

offt -1014 II>*
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Recording
|

el

o0l HiH TP =(Defecography)?] T X =
Imaging

WA, Fpel Al Holat MR BuL Sl ofudt Ww FA e AHlA ZW S AL
o, o2 FHol2 FHIe-S 551 5lol(squeeze) AMAO|Y H|Tl @ S Sho}, ubx|af

o ok s s stol A S w9 sk wiwe] Rlwel BukA o] s A

s, LR B o] YA T,
$HAp7E ekokgls o] Fashdl, ol FAF - wiw o] e Al A e
wj Fo)tt, lateral viewol A & A& %] k= oﬂ”ol UERUH F=714 21 obliquet
da=y A& SH G Aol A

il rectocele, enterocele,
J-& Ht] 24 DVDoll =3}t
oA AHAo g T

o

P
B
o

I

7Hs
A = hel keS|
anteroposterior (AP) views WHEA] EQlsfjof gty oA 2p HGFO]
ot}

o
[e)
1] 7]
intussusceptiona} FAFSHA Hol7] uf
2k Z
H 2 =9

ik

%x] o]

517] HOH
F¥ (digital support of vagina or
AN

3l = igi
stolF 71 WS AREHA Bhe] 1 AH8-8
ol digh ofe] 7kl A mREo] AE QY] of

rectocele2
anterior rectocele Hj¥H A] &

FeEede 7l 92 A
intussusception ¢ A& T
sfojof gk}, t] X" 2lE fluoroscopic images
= UA &l =t
ofH b= S Fx18t7] el o e 7H] v A
perineum)< AHESH=Tl, olH A HAF Al AR
FFoE Fd 4= k. A wEe gy &
Hof iRl ol SPHET}L QAR O T FQetH R s ] k35lsloof gt
Normal finding
FA3t= B9 vagina ¢ anteriorl rectal wall AFe]2] A 217} (1 cm ©|t}
¥ 3l= 59 anal canale] €2]il anorectal angle©] 5 7Fgkct
vagina ¢} ventral rectal wall AFo]e] A&7} WalA] &=
small bowel®] A= Ha}A| ¢Fi=t},
RS 30 2 %o] H]o]QlTt,
Rectocele
J == lineX® .t} A8 o] anterior or posterior bulge®d A2 AoJH )
% YEY ™ rectovaginal septum©] AtiA o2 oFaf 5=



Hhaskeh, i $=2 Al AFUYLE] rectoceled] B2 +% Uti(trapping). anterior
rectocele> A AA B ol Lt A Qlo| Ak o xpol| Al A g AF T B Hho] vrekdt
Anterior rectocele T4 o] §li= AFftolA R Q& 4= qlow, 53] ofxjo|7A|A= F74do] ik
H AgA S Aol rectoceledt AwtdE FH SHCRE S5E MG dH 5 A4S VIS
7] Y18l vaginall perineum= &£7go2 F27 ¥

rectocele®l| Barium trapping®] &= #AAS )
=) Avshed Sastith

rectocele®] A7|¢} 549 A= §lth. rectocele obstructive symptom®] AUx}4
o] Yelo]e}7] K th= spastic pelvic floor syndromed} 7S Ad) 23l og o]x}# o g vhAY
F= REEA QL v A o] el 915719 A ke Qlukal Aotk o]= ¢f rectocele
repair’t &% 42 MAdsk=d Aujst=rtE AWach AAIHAIA rectoceleo] A E o]

S 1 o, 2 Yolo] 9%t obstructed defecation (intussusception ©JL}

enterocele) = HiAsH] 98, e A RGeS REEA] AlgYsto]of ghrt

anterior rectocele T2} & e &S Adst=d, A4, wlHA &S AR
25, &4, sexual intercoursed| A7} Sl A9 Soltk. Posterior rectocele
incidental findingol™ YAEATH= BA 7} ¢l

|

u S
B F uhE e g gl o] %9
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Infussusception

ol Aol Aoz FYHE AL Wit A
o) ]

fold) 2 E] AlAln, A3 A AAuo] Zgo] A4y

ol

oN

A 6~8ecm$] Q] U FE(circular
Fo

’ Zoz S}, intussusceptions
intra—rectal, intra—anal, extra—anal(rectal prolapse)@® Z&E = 3t} straind 7

o] F5Fo| ¢Fe 2 FY3}o] ring pocketS WL tFHW HA ampullas A7 ot

7Hg 23 S ehdu e ol wiH Al 5 9 28, WAd(gas and/or feces), F

pruritis anig Foltholtt, i Al 15715 AlA sHH S o st &
| wiRIst7 1 98l o' HE Bl AY FEH perineumF-91E &S
T}, Rectal prolapse (extra—anal intussusception)< YA Q
35 4= AUt intrarectal intussusception U/ ARNAl TFakE 4= glom AT o A= A
o] Ho]z] o=t} intussusception®] anal canalol EEsHH &to] Xt 2o,

ol hxi= wjHAlofli= ®Wlo] uFe] Ak (obstacle) = HjHT P(lncomplete emptying)
=7, R wpH Aol o= FF

A

solitary rectal ulcer syndrome2 &
o ]
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o
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ol
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S

o 2 M1 ofN

ol
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complete rectal prolapse+ YA+



prolapset YAH oz Atksly] o]l intra—anal intussusceptiong A=)
standard lateral view %t} anteroposterior (AP) view”} ©] Al&shital GAS A3 4=

Q7] wj&-of Oblique W AP view 7} HQsk 4= i},

Enterocele

o]+ peritoneal sac®] anterior rectal wallZ Wl oFg2 herniation® Zlojtt, W=z
gLl 243 vaginadl contrast® sHH A%l 118]7b vagina®l rectumAbo] 9] H7HS )
S S B S 9ok Grade 12 vagina®) distal half7}2 Wejeh 28U 74o] partial S
complete reductiono] ¥ A& W& Grade 2% grade 13 fARSIY 289 e 7}
perineum7tA] W& e= AL w3ic,
Grade 3+ £49°] anal canal¥ o2 Fojue} rectal prolapse—g— oﬂ/\égl__t_ Aot
]_

sigmoidocele® redundant sigmoid colon®] Z-& Douglas 2= &

Spastic pelvic floor syndrome

puborectal muscle> FA47]¢] =55 o] Slojopst(sharp anorectal angle), ¥ dk=
Forol= dido] Y d 4= =8 o]¢hE|ofof dhtt, Spastic pelvic floor syndrome- Hj ¥ 3}
= ¢ pelvic floor muscle©] oJbEA] QFal A &HH 0= 56101 Q= A2 Wk, oA
pelvic floor muscle®l functional disorder= YEFHTE

of A &HA Q] p=o| Gt ghAo) oAl Y Foluba HARA N A=A =2
pelvic floor muscle® functional disordere WEtW = ZAA] FHo] ofd& 4= St <
2 opz Ham GAAQl 8¢lo] g ATS o 4= Slth anorectal angle (ARA)> H{Hdl= &
°F puborectal muscle®] o|¢to & °F 20~40% A% F7}3tc},

Hoa ol 7t Qe g & ARl A v A ARAZFo] WASEA] FAY FFAadiet, o] At

T W ASHC R EtuA 2 Rlo] A3 5T]E @ Fojlof A miHe ke AlE & 4 A

C
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Challenges in Colonoscopy
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Table 1. Technical Developments in Colonoscopy Directed Toward
Neoplasia Detection. Are They Effective in Improving Detection and Practical?

(Adapted from Ref. 1)

Effective Practical
Methods for exposure of more mucosa
Wide-angle colonoscopy No Yes
Cap-fitted colonoscopy Yes Yes
Colonoscopy in retroflexion No No
Third Eye Retroscope NS NS
Methods for detection of flat lesion
Chromoendoscopy Yes No
Narrow band imaging Mixed results IS
High definition NS Yes
Autofluorescence 1S NS

NS = not studied in humans; IS = insufficient data available.
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1. Rex DK. Maximizing detection of adenomas and cancers during colonoscopy. Am J

Gastroenterol 2006;101:2866-2877.
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Controversies in Anal Diseases

2. Chronic anal Fissure: Chemical vs. Surgical Management
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Chronic anal Fissure
Chemical vs. Surgical Management
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— Anal dilatation/stretch
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1. Practice Parameters for the Management of Anal Fissures (Revised): ASCRS, 200424

1) Conservative therapy is safe, has few side effects, and usually be the first step in therapy.
Level of evidence: Class II; Grade of recommendation: B.

2) Anal fissures may be appropriately treated with topical nitrates because they can relieve
pain; however, nitrates are only marginally associated with a healing rate superior to

placebo. Level of evidence: Class I; Grade of recommendation: A.



3) Anal fissures may be appropriately treated with topical calcium channel blockers, which

seem to have a lower incidence of adverse effects than nitrates. There is insufficient data
to conclude whether they are superior to placebo in healing fissures. Level of evidence:
Class I; Grade of recommendation: A.

4) Botulinum toxin injections may be used for anal fissures that fail to respond to
conservative measures and have been associated with a healing rate superior to placebo.
There is inadequate consensus on dosage, precise site of administration, number of
injections or efficacy. Level of evidence: Class II; Grade of recommendation: B.

5) Lateral internal sphincterotomy is the surgical treatment of choice for refractory anal
fissures. Level of evidence: Class I; Grade of recommendation: A.

6) Open and closed techniques for LIS seem to yield similar results. Level of evidence: Class
I; Grade of recommendation: A.

7) Anal advancement flap is an alternative to LIS; further study is required. Level of
evidence: Class II; Grade of recommendation: D.

8) Surgery may be appropriately offered without a trial of pharmacologic treatment after
failure of conservative therapy; patient should be informed about the potential

complications of surgery. Level of evidence: Class I; Grade of recommendation: A.

Table 1. Levels of evidence and grades of recommendation.

Level of evidence Grade of evidence
I Evidence obtained from a single randomized A Evidence of type I or consistent findings
controlled trial or from a systematic review from multiple studies of type Ila, IIb or III

Ila

I1b

IAY

or meta-analysis of randomized controlled trals

Evidence obtained from at least one well-designed B Evidience of type Ila, IIb or III and
controlled study without randomization generally consistent findings

Evidence obtained from at least one other C Evidence of type 1la IIb or 111
well-designed quasi-experimental study but inconsistent findings

Evidence obtained from well-designed D Little or no systematic evidence

non-experimental descriptive studies,
such as comparative studies, correlation

studies and case studies

Evidence obrained from expert committee Gr Recommended good practice based
reports or opinions and/or clinical on the clinical experience
experiences of respected authorities, of the expert group and other professionals*

casc reports
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2. The Management of Anal Fissure: ACPGBI Position Statement, 2008%

1) Conservative treatment will heal a proportion of acute anal fissures (Level I, Grade A).

2) Topical GTN heals anal fissure better than placebo, irrespective of dose but is associated
with headache in around 25% of patients (Level 1, Grade A).

3) Topical diltiazem has similar efficacy to GTN but with fewer side effects and should be
recommended as first line treatment in the management of anal fissure. Patients should be
warned about pruritis ani (Level 1, Grade A).

4) Botulinum toxin is associated with a similar rate of healing of anal fissure as GTN but is
more expensive. It may be used for a fissure resistant to topical GTN or diltiazem. The
technique, dose and site of injection do not affect the rate of healing (Level 1, Grade A).

5) Lateral sphincterotomy heals more anal fissures with lower recurrence than medical
management but is associated with a significantly higher rate of incontinence to flatus. It
should be reserved for patients who fail medical treatment (Level 1, Grade A).

6) Anal dilatation heals fewer fissures and is associated with higher rates of incontinence
than lateral sphincterotomy and is normally not indicated in the management of anal
fissures (Level 1, Grade A).

7) An anal advancement flap is effective in healing an anal fissure and is followed by minor
complications only. It should be recommended in patients with a low resting anal pressure
(Level 1, Grade A). Various flaps have been described but a rotational or V-Y flap may
reduce complications (Level III, Grade B).

8) Ideal management recommendations
Lateral sphincterotomy should be used when medical management fails in men or women
with normal to high resting tone. An alternative may be fissurectomy and botulinum toxin. In

patients with low anal resting tone an anal advancement flap is a preferable option (Fig. 2)
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Update for Colorectal Surgeons : Oncology Review

Follow—Up Guideline after
Colorectal Cancer Resection
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National Comprehensive Cancer Network®] Clinical Practice Guideline (2009 v3)<
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After curative resection of colon cancer.

History and physical examination: every 3~6 months for 2 years, then every 6 months for a
total of 5 years.
Serum CEA: every 3~6 months for 2 years, then every 6 months for a total of 5 years for T2
or greater lesions.
Chest/abdominal/pelvic CT: annually x 3 years for patients at high risk for recurrence (eg,
lymphatic or venous invasion by tumor, or poorly differentiated tumors)
Colonoscopy: in 1 year except if no preoperative colonoscopy due to obstructing lesion,
colonoscopy in 3~6 months
— if advanced adenoma (villous polyp, polyp size>1cm, or high grade dysplasia), repeat in
1 year
— if no advanced adenoma, repeat in 3 year, then every 5 years

PET scan: not routinely recommended
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After lung or liver metastasis resection

Serum CEA: every 3-6 months for 2 years, then every 6 months x 3-5 years.

Chest/abdominal/pelvic CT: every 3-6 months x 2 years, then every 6-12 months up to a total
of 5-7 years Colonoscopy: in 1 year except if no preoperative colonoscopy due to obstructing
lesion, colonoscopy in 3-6 months

— if advanced adenoma (villous polyp, polyp size>1cm, or high grade dysplasia), repeat in 1
year

— if no advanced adenoma, repeat in 3 year, then every 5 years

After rectal cancer

History and physical examination: every 3-6 months for 2 years, then every 6 months for a
total of 5 years.

Serum CEA: every 3-6 months for 2 years, then every 6 months for a total of 5 years for T2
or greater lesions.

Chest/abdominal/pelvic CT: annually x 3 years for patients at high risk for recurrence (eg,
lymphatic or venous invasion by tumor, or poorly differentiated tumors)

Colonoscopy: in 1 year except if no preoperative colonoscopy due to obstructing lesion,
colonoscopy in 3-6 months

— if advanced adenoma (villous polyp, polyp size>1cm, or high grade dysplasia), repeat in 1
year

— if no advanced adenoma, repeat in 3 year, then every 5 years

Consider proctoscopy every 6 months x 5 years for patients status post LAR

PET scan: not routinely recommended
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Update for Colorectal Surgeons : Oncology Review

Optimal Treatment of Anal Cancer

FReY

=
=

A9 1~5%=%

o}
1

s

2005¢ =7}t

-
T

el ute}

A3k Qe

=
=

AR 1069 &= AA] oFe] 0.1%%

5 AAEEL 40~T0%E 18] ¥

o] 30~50%,

]_

S
hE

ol

3}

el ol 23 @

74

A

%

Jo] Al

=
[¢)

5ok, 19743 Nigro

ol

vlol Y A(HPV) 74 (3

O = %
T o

€]

1724 gl

3] o
=

of ]

=¥ a4 Qlty, HPV serotype 16, 18, 31, 33, 35+ &

a2

gl

o2 EEe 4ol

HH

ol

ﬁo
B
AR
s
=y
7o
~2
X
4r

of

e}
%0

s
B

o

il

of olat7 A

el

7

+= 7FgA e (anal

b

1~2cm %9 9]

o] -
AN

7| Apo] o

o
g

margin) o]t A oA Al



At
.‘s
g
=

'\.‘
o]
-

H
H

1242 o&e) 2 HPVY HIV 79, #
Aal, oy go] Jutey W

R

1

Optimal Treatment of Anal Cancer
3o

-9

Oy :
gl o

1

1o

5

°

o] ofof

1

=

= A

S

(e}

A

& A

==

o
Akl QA Fofmotol

1. XIz & Bt
A o]

7] o

o7
;Og
!

CH

o

el

H

s}

| & 2elskal

o} §1%

=}
=

=

Ui

7

~,
‘OO

Ao A= HEWAIE = Al

%l
gl o] 7]of PET7} &

iy

Q

B

g Az meh Fojupeh,

7ot

3

iy

d Aels

3T

]

AR

~a

i of] w3

}-

=

o

1

T

of

°©

floF

9

=

i CTE

[

b1 9]

°

= HiA

EES

3

J o] A

2. 2X1H X7

s

_
N

_ZT
o
H1

o

o

o

u}
139

(gl

[

Forth, 5-FUY| mitomycin T4l cisplating
& 65 44 45~59

1o

CH(Intergroup Study).?
in |

r]
A YA &

o] ¢ ytt}, RT/5-FU° mitomycing F7lstd <4 EA4),

il

i

iy

-

o] HIV/AIDS9]

5}

°©

o

Q.

ol A Aol 50~54Gy ol EH o oF A& AL

A}
o} 549 47

1
T

=

}

°

olg] 714
E=E

ATHUKCCCR, EORTC).*™
4

Gys &4

L
-
il



Mo
Vxlﬂe
%wmm s 3
.wlU n .
Qﬂoﬂl awummzu
EJ%OWEP mﬂulﬂo_lonz}v
E Lo omf,@l -
ZoEs ﬁ%igwh v 87
o n
- = s B MRS TP s
mﬂdu.w_ﬂe_n.w Hamdaum) ﬂﬁu_xﬁf
oo S o ol = o <+ e < 1r
OCML_OE Eolo_%m > M oo
»Z — 1ﬂ4iﬁz( %_E i l
o ~ EE)N F ™ °© =
oLf] 960 oF ,muTﬁ.on@ ol o =B
ngw T S ™ 8 A3 E4o§a|#%
xmuanﬂr erSN_x ol .ou omﬁﬂnzﬂ_ﬁ]
ﬁluwo x2ﬂ4,5,@ m.mu.nﬂ% m# #%ﬂ uomﬁ
]o@o Qld_Pé 5o n B nn,muizﬁ
o X E _ . ﬁSPO.lX ~ 0 O_E OL E,t.f fo ﬁuJ ‘.#DJ; o)
\}Aooﬁeom /V\‘m.oTyA..X_._- _lle\ﬂ LEE ollﬁ ﬁ,l_éve T~
cﬁoﬁglm_ﬂ.ﬂ, X Mﬂ]aoxe %Llﬂﬂhgqoé.vAo‘_
jé]r,u. eﬁ,Lo_L aw_/goz_ moxﬂo}iﬂ_mﬁu%lufﬂuﬁo
3o oo B g = M T ~ o o ™ Fo o X ol ~ T ©
B o hXL!ALOU Ln;OﬁlEn 111_] XETH%]SL 00
7u_oeﬂﬂ_1rreexr1or1r uL_n_moL|m. MFXELE.L. X onnnt
I oﬂﬂdxnxuﬂ_ ~3 o AATﬁmafidlﬂoLﬂe
ﬂkmyﬂ E S L ppofmﬁ 41604;%
]MuL e . Gmﬂ,g _ Mo o m° %O . 5 o Eul EﬂH
7%eMﬂLméNﬂﬂ%§ ﬂoﬁxmw %mﬁﬁwwﬂgoﬂu @&au_ﬂe
. K o = g 0 ; ' e Eo
mozmomwiwuw%%Mﬂa ﬂW%mﬂ mnko_mrmewbgww%wahww
N — ' N
+ooEWJVoENMIIPMWM %FM%R &oMmMuwroﬂw_réﬁfﬁdlATMMm.ﬁ
moaoﬁxﬁvx .ﬂonmN &_p@uu% qmﬁ.wﬁoﬂ@%gi_@ %
mﬁgomefwgsm :_mwmov +imwm&@4ﬂﬂas@w
%1]@7%@ 2 ,I_LO.LOPA wméuo gxﬁﬂg o
T I — w M Al o %l;n%ueu.. PEL: K
moﬂeﬁ_‘il 79@.1 " :5_% l = me.m_ﬂ7ﬂ®
> > Do T o n T o oLE‘Aﬂ_} T B ofy
ol Edwm nll e L0 = 0 —_ lo o o i X #01_]1 o X ﬁoﬂ =
1xéu|uig_~bf X il Lféﬂeﬁ}rmo“ = B T
%__%41 ixa5Aﬁo éix% l}]HoxL E?zo&
ol éodﬂ n_on_n4 nno‘ro] A7dlx1r Lk ~ T%
:tﬂﬂ.ll%::ﬂuﬁﬂ X oT XLH@ ﬂn‘mOOT o@. O#XH:L E %
ﬂu‘l_l‘.rm ﬂDIEl‘mDEwr ‘mlEo‘l_xOT ]H_H ,DLEJ.HME]Z_% O# ,ul‘ﬁu
%mo/ﬂLieﬂeou Lmuuﬁo u_xxﬁo wouxa 1@41911%
m,.ﬂ%_oﬁmWr,_o\o HTON.VJJM,‘ ™ O qi e ﬂﬂevt.ﬂ%mﬁ T
0N ﬂu__lorﬂ 3 o = H o =z, n =R mj b= o . Z‘NFLE il 3 TH X o Ao&rMM
& LucéRﬂé o X ]UMmu‘W ZT4E|Eer]§bmun%9|uJ
I:Tm - 2,5ﬂo xF/ 7o) 7u1uﬂo4 ;ﬂﬁi ]ﬂouu
< Jo© o B < To- ny . i o — T — X = NN = < 9 =
~ ﬂl (] < = 4_|A o) ~ o _ ) Hl_.ﬂ o < e N T 1;0 R O_‘_ To = ,UI o ﬂ‘._ N
WoézﬂHﬂw%Tuum mewﬁ_pﬂomﬂ nD w3 fr&@ﬂ%ﬂ?% E.%
Hk_eﬂﬂﬂ.,@ 1}L_L¢>EM5@H - ﬂuoi meiﬁyoqeiio
%41%25AV%%}7L1% oK wrzﬁowﬂfal??unooﬁ
oLoDOM ‘&1\.&L7V¢.ﬂl7d|]btﬂ Vi Po]ﬁAMoEvoo ﬂoﬂuﬂmﬁﬂmﬁoo
C#@z ul:monﬂﬂ}ovlﬂ.z @ 00 ;u%&gmaﬂ <
=T tﬂ%a&‘_&]@ﬂlovldl K 7zTogemﬂﬂﬂﬂL] nn‘m_u@o;ei
mOTuﬁT%E L:ﬁoTE_E b i on%o é%T
s B oy w © 5 < T%ly,é.@@ﬂ1 S
1LvaﬂA| ;o]oel ﬂowomwnnq OMdld..}
%lineﬂa ngo% M 85010}_51%%}} z
N g]@&o < = ﬂH#oT]lMAUoLl}Ilr7mm,_le
AL mwom,.ﬂ_]_mu o muﬂmoqmwmﬁzouﬂsw@%ﬂ
o Kl _L.A z7r]
Lﬂeﬁwﬂ K %EOQLTWLMEEEWO%M%
= ol %ﬁq_@_ o,@aw;_gmA
. oo]]oo,ﬂhglo,nmooﬂl,.rxpnmu
= < = o %o #lﬂﬁ% ob;ﬁ_
G ﬂ%&& o o
Zﬂ‘l_ﬁllﬂ‘l }ﬂﬁ vt
7A1_|EO7A]_|U1_ LﬂIXE
ét,hlﬂtqmabgﬁ.
waﬁ%w -
#OQMOELE 1;1_
o e
QHIMM



)

o

=
T

£
PRI

(B

&

H

5
a4y
=
718l H

=
[

]

30~40%°] ©]

1

.

o] @A

ar
=

o] Ao Ar= dHA =t 5
}a1 CT, PET AAF

shAY, &2 5-FU/cisplatin® 3

°

=1
=

X]%%A},_

Optimal Treatment of Anal Cancer
1

R

=

Al

olgd:

:

[€)

asy

=
=

FAoIAY A A w2 ARGE WA 2ARRFO] 55 GY wlwkel
e A A

1

]
=
=2

=

3L

2]
I

c}.

RIS

[¢]
]_

p4

°

=1

BAd A=

| =
o}ok
2) AEA /Aol Ao A=

]

39~64%°|c}t

[e]
A

i

o

4, TIQS, MY, To|18 &2 X=2
=

Il

o

o] ol A3

Ay

SR
x4 Aol 7}

]

=2
=

-

.

A& st
_l?i_

al

PS
=

=8
shapol A A9

Goleh,» Fitks] ol

]
™R

A
El

=3

1l

|
141

T

A

=13
=

10~20%°N A

1

.

I

do]l A4 el

%
L

o] Z|4le] Amolct, HA4 ol o
o
e 3T

FA%F 5-FU/cisplatino]u t}
o A3

[e)

R

0|7l
3}

&

Z
A A oF e},

—(?j‘
o ek

A=

=

5 67}

o
T

R R

T

Tl

°

HE 27

o A &of of

2

&0l 90%°] 8T H=r A A=

AR gz Zlo] wjo

=

]
o] Az Hte] Avpit Egol

ui = A el A ol A ek A3

@ 4]

5. J|Et



SAAEY 97?

=

2) B3

I T R KR o oW oM BT oF
X 5% ol < o#e T o ,ZT ol = 1 W MO_.L o N
ﬁi <l OT e OL ) T ,,_|orﬂ | o= | o o Lt
o A X L ~n o] ® T o
Y T OB L, o %o S =T B o
~ HLE jarin H —n P EE o =
~ —_— o = - oF r —~ L N ,A,:.
0 —_ ol = o dl ﬂl e N LIE ~ P ~3
Hoo B o S =T 5 TN o®
nE No  Uf al A No o o e o &l
™o s 3, o X7 o —
H — X T o "N e N
4o FrE B S wm®w Ny
7B o = = Mxs5 ==, 3
o = e oAv B3 23 e
" X | of T~ "0
Lo D R T N
,u\D o o ,ZT _ X LOE Ot J_,AIL a0 To O#E ,_llul Z:u
—_ =0 i) Lt B X 1;0 ~ m -
T X o T o L oo 9
oF Tl X Ot N = ;Lol S T
= M 2oz Il W W =
o3 o X O T o o ﬁ o =
~ oH —_ & R
o Py aT T el 82X
LT R ®
N u M om = o-  mom I owe MM
B o o I of %ﬂﬂﬂo%WHﬁﬁ@%iM
ToE ek o m E T o S o KO
< m OM al 2! =< ol Br 4w M o= ey =
u;%%z aoﬂmﬂéﬁoﬁo#mmﬂxmﬂﬂﬂ
— o8 oF oju i E]n_ SN s < FAN P 5 — r
< T o W om o w2
T KON AW of wr b Ht fole jolr r S 1B
_— ! f=o
e W o o X KA W oa A O Mo
oF o R o o e Y = %o = o x e
M = S S R e E A O L
o | o X L om0 — o ™
o8 i o o o ~ o XX T o
a0 2 T W oy oW g
R p A mE g P BT .
wE S RN G G
N Njo B o o ﬂl ~ o)) HAF_l 53 mr ‘,_n__L o~ WW wwlo_ﬂ =
Lol N ) T ~
T LT R WOt o R M o ooy i B ooy ® M
7 et X o op o= O = ald
- w2 B N - - oo%e o B
Al < Ak 4 T <
TR W i o T T SR Y
%ﬂmz;ﬁ I S A - - R =
X! > T o
mH <~z ; ol ¢ L H o X e ngd . -
of B ¥ a_u%wﬁuﬂ%%,aTﬂL%MWWmmAT
— =0
o) o ” %%%ﬂﬂﬂ.@m@i%ﬁ%%
1O N L E N X 9B op o] ¥ X o
T T oF B R B R o) o T

treatment by radiation alone or by radiation and 5-fluorouracil with and without mitomycin

a preliminary report. Dis Colon Rectum 1974;17:354-6.
C. Int J Rad Oncol Biol Phys 1991;21:1115-25.

Surg Oncol Clin N Am 2004;13:263-75.
3. Cummings BJ, Keane TJ, OSullivan B, Wong CS, Catton CN. Epidermoid anal cancer:

2. Welton LM, Sharkey FE, Kahlenberg MS. The etiology and epidemiology of anal cancer.
142

1. Nigro ND, Vaitkevicius VK, Considine Jr. B. Combined therapy for cancer of the anal canal:



10.

11.

12.

13.

14.

15.

16.

17.

1,
a°§ c "'v

O & : Optimal Treatment of Anal Cancer i.

o o

. Arnott SJ, Cunningham JD, Gallagher J, et al. UKCCCR Anal Cancer Trial Working Party.

Epidermoid anal cancer: results from the UKCCCR randomized trial of radiotherapy alone

versus radiotherapy, 5-fluorouracil, and mitomycin. Lancet 1996;348:1049-54.

. Bartelink H, Roelofsen F, Eschwege F, et al. Concomitant radiotherapy and chemotherapy is

superior to radiotherapy alone in the treatment of locally advanced anal cancer: results of
Phase 3 randomized trial of the European Organization for Research and Treatment of

Cancer Radiotherapy and Gastrointestinal Cooperative Groups. J Clin Oncol 1997;15:2040-9.

. Flam M, John M, Pajak TF, et al. Role of mitomycin in combination with fluorouracil and

radiotherapy, and of salvage chemoradiation in the definitive nonsurgical treatment of
epidermoid carcinoma of the anal canal: results of a phase 3 randomized intergroup study. J
Clin Oncol 1996;14:2527-39.

. Ajani JA, Winter KA, Gunderson LL, Pedersen J, Benson AB 3rd, Thomas CR Jr, Mayer

RJ, Haddock MG, Rich TA, Willett C. Fluorouracil, mitomycin, and radiotherapy vs
fluorouracil, cisplatin, and radiotherapy for carcinoma of the anal canal: a randomized
controlled trial. JAMA. 2008;299:1914-21.

. Constantinou EC, Daly W, Fung CY, et al. Time-dose considerations in the treatment of

anal cancer. Int J Radiat Oncol Biol Phys 1997;39:651-7.

. de Bree E, van Ruth S, Dewit LG, Zoetmulder FA. High risk of colostomy with primary

radiotherapy for anal cancer. Ann Surg Oncol. 2007;14:100-8.

Hoffman R, Welton M, Klencke B, Weinberg V, Krieg R. The significance of pretreatment
CD4 count on the outcome and treatment tolerance of HIV-positive patients with anal
cancer. Int J Rad Oncol Biol Phys 1999;44:127-31.

Beahrs OH, Wilson SM. Carcinoma of the anus. Ann Surg 1976;184:422-8.

Ryan DP, Compton CC, Mayer RJ. Carcinoma of the anal canal. N Engl J Med
2000;342:792-800.

Renehan AG, Saunders MP, Schofield PF, O'Dwyer ST. Patterns of local disease failure and
outcome after salvage surgery in patients with anal cancer. Br J Surg. 2005;92:605-14.
Papaconstantinou HT, Bullard KM, Rothenberger DA, Madoff RD. Salvage
abdominoperineal resection after failed Nigro protocol: modest success, major morbidity.
Colorectal Dis 2006;8:124-9.

Cummings BJ, Keane TJ, O'Sullivan B, et al. Metastatic anal cancer: the search for a cure.
Onkologie. 2006;29:5-6.

Carey RW. Regression of pulmonary metastases from cloacogenic carcinoma after cis-
platinum/5-fluorouracil treatment. J Clin Gastroenterol 1984;6:257-9.

Ajani JA, Carrasco CH, Jackson DE, Wallace S. Combination of cisplatin plus
fluoropyrimidine chemotherapy effective against liver metastases from carcinoma of the
anal canal. Am J Med 1989;87:221-4.

%
g



[

2009 DHEMHB BROID| 15T

18. Cummings BJ, Keane TJ, OSullivan B, Wong CS, Catton CN. Epidermoid anal cancer:
treatment by radiation alone or by radiation and 5-fluorouracil with and without mitomycin
C. Int J Rad Oncol Biol Phys 1991;21:1115-25.

19. Perera D, Pathman-Nathan N, Rabbitt P, Hewett P, Rieger N. Sentinel node biopsy for

squamous cell carcinoma of the anus and anal margin. Dis Colon Rectum 2003;46:1027-31.



Cio|oI=2E &

Update for Colorectal Surgeons : Oncology Review
Role of Lateral Pelvic Lymph Node Dissection

T T TR o F om T oL N R T W o B T
utiﬂolﬂedl T ,og_.EMMNW MﬂlﬂoﬂLﬂﬁ
& oo X 4 o = M wx T % o ny W
O & TR =, 0T
G " T P E TS T ogg B o= X
o Uk ) T oo o 2 NN
_.E OELI ! ;O,Llll‘._t
o m =6 B N A i <o N 7oz
1% + _.E]_|,O| XHT.:O OM
LI AN L LI S o
N o ﬂm N S,._Jl;ﬂ~ R ObH
wﬂumﬂo:ﬁzw mmweﬂm%% ~ LT
—_ 0 A Tl — =
= LT s 8 55 T T2 g
.U_._._ oo 1~_/|”mT.c —_ = o © o = = W DU T e
ar <WeTEL TRzl S o gy B
= E N H R m%ﬂ_eTﬂﬂﬂ% mﬂaﬂaz#mﬁ
—_— = o'
m_. ﬁrﬂ%ﬂuo_ﬂoe (lxogﬁ_umﬂﬂzo Nlu#lauﬂl
PGP S ETET e ® E g O
A_._____ T v ETam_rut_L © E%Fdlﬁnmm
T T g < o - <o W [ - T
= XS 0 A = mooy BL oF
= PR R TR SR N K% B F o ®
]S 1 E s o Besldue Emogyt
- PganiT NERLE g TaBT
- 7 o o - ) =
Rl o 2 SN S N @Tég%wﬁ
H A G TIRTL eERAFaen T RBI
ml & "REL gy Trzepeam Te® g
3 N ™ 2o S o o o L o & oy
= S < o B R C RN <L et - ! —
Hl_ ~ o MHL X . O — [ O T ,_Nroﬂ X LOEO ol
I N GO O - @Ea%z@
:_._._ ‘MHE ,\O)HA_I L] iwd‘.MM WroﬂlEe o No =0 mﬁ e
10 pTELTS HogHERnIg B Thagd
ﬂic_euduulﬂ %?ﬂﬁ%ﬂ@% Ltmﬂm@%m
ull aw newZNtol  gaWas g
¥ T EE N Il S Z @ R
Guom oo e oW <z T B o F = Owwe%
= BT -l s T B o %era B
ﬂ%mrmﬂiuf EB@%%%%W qu_eotﬁe
= ~ TO - -— Ao T
mmﬂ.u%ﬂx %%_izt,mﬂmanﬂ ExLﬁumx
P X ®ao b T - ® o W E T I
lﬁmum,u.eﬂ.‘_\_ﬁeﬂ_llbl PEHMO],THVJOT Jﬁﬁixmmﬂ
M 7o 2 do X g 7w M Som o, o
CHGC R ) 5 = ol L&a%io*
S O I NCLool) oo oo /T T oo s
T o oo W {odo B O£ TWE T o) B A T

145

2=A A

z] o
=52

A a2 giA= 71714 de] A



gre] grEalolael A o of4f EAIZF Hx eka Ay Aol EwAe v Fasid =Y
ot 19he] et R AA S s E F)

ol
ol
o
i)
o
rV

o

1=}

i
=)
=
=

@D
=
@]

mesecteric A:IMA)7FA] AA&of trf= FA(high

= r
ligation)®= UAUATE &L FAT= AA Aol givk= Zo] AN FEEY FFH =

)
N
52
52
)
)
[
lo
)
N
rlo
=)
rlo
)
1o
S~

( l [-[
o
offl
N
SL
N R
30
o

)
|H o8 FE1(4%) P2 FAATE 242 §)

of, ol o] F4A Y
} } A 2

excision: TME) gt Eapih=
QI HE A AQF mmofA] HaR o

gAe B S Ak, Sae) ®

O

ok

ol

o ot o
[k
i)

1ol
5]

t
K

i
o
0
°
e
o
>

4 o
o
ri
2
o,
rid
Yy
il
R
of
2,
rO
o
|l
i)
i)
Y
el
i)
Y
e
1o
w
(@)
§z
=2
Pl
o\
o2
10
il
0L
o
o
=
(o]
f

B~
=2
i3
T
s
-3
Ut
N
N
N
[T
=
2
o
(
N
)
o2
2
o)
rr
o
w
s
o2
LI\l
z
lo
(&
N
2
o
NS

= AX
of, S Al WA s gl A 2A o] HEAR A FokE AAero A T &3] 7]
444 (radical abdominal pelvic lymphadenoidectomy:
s, g, WA s B W # A5 (obturator
B

PAES 33%A 13%E F329a, 59 Y2

Morya 9] "4 i S 7z
I

RAPL)' o Wlow %2 4 4

67%2tal Hal skl o Al TR WFTs Aol7E 80%, F71s HolF T6%= W
et w2 dogi, Hiists o A2 AAlr AEA dA peRe 59 AEE 4692
S A AA 2 SAAS Aol AL, thE wmeolMe S "] Adolvk e B
v FuAANe 2= Ssto (AR Bz UY) AEES] ol fled wol S
Aol 7PHA 23 ES diofF Shiz vhol iRt oS Alvlskal Qlal, Ha AR AlR2 A
st Aol T do:= qlvk. EY LPNDE F4Y w50 534 d+-s5ole Alds 9
dots FHE Qv A o5 sidsh] Aeide & AAE AdH A ek & A W) Al



1)
5

Z ENsY KZ

: Role of Lateral Pelvic Lymph Node Dissection (% SEt&2IX

25501

NE g o
woN 7

o)
2 en bloc Hrth= 4
X

al
S

147

ol =& Soll o7t

°

gl A4t

=
n



Cio|oIEBE &

Update for Colorectal Surgeons : Oncology Review

Neoadjuvant Chemotherapy for Hepatic
Metastatectomy
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Practical Issues in IBD

Pouchitis after Restorative Proctocolectomy

I
e

Ileal pouch anal anastomosis (IPAA) significantly improves quality of life in UC patients who
require surgery. However, certain inflammatory and noninflammatory diseases can develop
after the surgery, including pouchitis, Crohn’ s disease of the pouch, cuffitis, and irritable
pouch syndrome. The etiology and pathogenesis of these disease conditions of IPAA are largely
unknown. Accurate diagnosis and classification are important for appropriate management.

Endoscopic evaluation is the most important tool for the diagnosis and differential diagnosis.

Restorative proctocolectomy with ileal pouch anal anastomosis (IPAA)

Indication

- Ulcerative colitis (UC) with medically-refractory disease, dysplasia, cancer, or retardation
of growth in a child or adolescent.

- Familial adenomatous polyposis (FAP).

Contraindication

Absolute
- Carcinoma in the low rectum requiring a total anorectal excision.
- Incompetent anal sphincter,

- Emergency presentation.
Relative

- Crohn’ s disease:
Failure rate (20% to over 60%) V-?
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Increased complications (pelvic sepsis, stricture, fistulation, pouchitis)”
Function is worse with increased urgency and incontinence.”
- Indeterminate colitis:
An inability of the pathologist to distinguish between UC and CD as features of each
may be present in the same surgical specimen.”
- Primary sclerosing cholangitis:

- Prereproductive females:

Operative techniques

Restorative proctocolectomy involves removal of the colon and rectum, construction of a
reservoir or ‘pouch’ from the last 30~40 cm of ileum followed by an ileoanal anastomosis.

Today, most surgeons use a J or two-loop pouch configuration owing to the ease of
construction. In forming the ileoanal anastomosis, the surgeon can either staple or hand sewn
the pouch to the anal canal. This is an important difference because stapling leaves a 1~2 cm
cuff of residual rectum in situ, which may become symptomatic and is at risk of dysplasia. The
hand sewn technique includes a mucosectomy to remove virtually all anorectal mucosa and
places the anastomosis just above the dentate line, but it may be associated with a higher

incidence of minor anal leakage.” ®

Pouchitis after Restorative Proctocolectomy

Pouchitis is the most common long-tem complication of ileal pouch-anal anastomosis (IPAA)
after total proctocolectomy (TPC) for ulcerative colitis (UC), with a 10-year cumulative
incidence between 24% and 46%. In contrast to the high incidence of pouchitis in patients with
underlying UC, the cumulative incidence of pouchitis in patients with underlying familial
adenomatous polyposis (FAP) ranges from 0% to 10%, suggesting that some aspects of the
underlying disease predispose to this complication. 7'?

It is important to differentiate pouchitis from other inflammatory and non-inflammatory

disorders of the ileal pouch (Fig. 1). '»*?
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Disease of the Ileal Pouch in Patients with Ulcerative Colitis
Surgical/ nflammatory/ ) Dysplasia/ Systemic/
. . Functional . .
Mechanical Infectious Neoplasia Metabolic
-Afferent limb syn. -Pochitis -Irritable pouch -Dysplasia -Anemia
-Efferent limb synd. -Crohn’s dis. synd -Adenoma -Osteoporosis
-Strictures -Cuffitis -Pelvic floor -Cancer -Vit B12
-Leaks -Proximal small bowel dysfunction deficiency
-Fistulae bacterial overgrowth  -Poor pouch -Malnutrition
-Sinuses -CMV infection compliance
-Abscess -C. diff infection -Pseudo-
-Adhesion -Inflammatory polyps obstruction
-Prolapse
Fig. 1. Classification of disease of ileal pouch—anal anastomosis in patients with ulcerative colitis

Clinical symptoms

Not specific; increased stool frequency, fecal urgency, abdominal cramping, bleeding but
also they can be caused by other conditions such as rectal cuff inflammation and irritable pouch

syndrome.

Etiology

The etiology of pouchitis is still unknown and is likely to be multifactorial (Tab. 1); a variety
of hypotheses have been suggested, including bacterial overgrowth due to fecal stasis, mucosal
ischemia of the pouch, a missed diagnosis of Crohn’s disease, the recurrence of UC and a novel
form of inflammatory bowel disease. Most likely, pouchitis is the result of the interaction of a
genetic and immunologic susceptibility and an ileal mucosa that has adapted from its
absorptive function to a new role of reservoir with a colon-like morphology in response to fecal

stasis.”- ¥

Risk factors '

- Positive association: preoperative extraintestinal manifestations, primary sclerosing
cholangitis, antineutrophil cytoplasmic antibody with a perinuclear pattern (p-ANCA),
preoperative extent of UC.

- Negative association: smoking



Table 1. Potential Etiologies in the Development of Pouchitis

Cause

Supportive evidence®

Negative evidence

Altered immunoregulation

Crohn’ s disease

Fecal stasis
Bacterial overgrowth
Dysbiosis

Fecal bile acids

Short chain fatty acids

+/- pANCA
IL-1ra gene allele2

! Lymphocyte densities

! inflammatory cytokines
Extraintestinal manifestation

Ileal inflammation
Fiatulas

Antibiotics
Probiotics

Disease in pouch only

Same bacterial count w/ or w/o pouchitis

Same total bile acid concertration in
puochitis vs. healthy

No correlation between SCFA,
pouchitis, fecal bacterial

concentrations
Ischemia | Mucosal blood flow Same surgery as FAP

Allopurinol ineffective
Diagnosis

- Should be confirmed by pouch endoscopy with biopsy, however, in clinically often

diagnosed based on symptom alone and treated empirically with antibiotics.”

- Pouchoscopy and biopsy ¥

A) Biopsies taken from four separate sites: 1) afferent limb at entrance of the pouch; 2) mid

pouch anterior; 3) mid pouch posterior; and 4) distal pouch just above the anastomosis.

B) Standard hematoxylin and eosin staining for evidence of inflammation, atypia,

metaplasia, dysplasia, or cancer.

Ileal reservoir pouches (pelvic and continent ileostomy): Metaplastic changes of the

ileal mucosa to a colonic mucosa. Decrease in villous height and increase in

concentration of crypts in the presence of molecular changes consistent with colonic

mucosa. The pouch mucosa never returns to a normal ileal appearance (adaptations by

the mucosa as a new reservoir function).

- Pouchitis Disease Activity Index (PDAI): Studies of pouchitis are complicated by the lack

of universally accepted diagnostic criteria. The PDAI measures component of clinical

symptoms, endoscopic findings and histological changes. Patients with a total PDAI score

of 7 or higher are classified as having pouchitis (Tab. 2).”
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A) Clinical diagnosis: The most frequent symptoms, which characterize this syndrome,

include increased stool frequency and fluidity, rectal bleeding, abdominal cramping,

urgency, malaise, tenesmus and, in the most severe cases, incontinence and fever.”

B) Endoscopic findings: The mucosa of the neoterminal ileum above the pouch should be

normal. Inflammation of the pouch mucosa, with mucosal erythema, edema, friability,

petechiae, granularity, loss of vascular pattern, mucosal hemorrhages, contact bleeding,

mucous exudates, erosions and small superficial mucosal ulcerations, can be present

with varying degrees of severity. Inflammation may be uniform or more severe in the

distal part of the pouch.

C) Histologic findings: An acute inflammatory cell infiltrate with crypt abscesses and

ulcerations on a background of chronic inflammatory changes with villous atrophy and

crypt hyperplasia.

Table 2. The Pouchitis Disease Activity Index

Clinical criteria Score
Stool frequency

Usual postoperative stool frequency 0

1-2 stools/day > postoperative usual 1

3 or more stools/day > postoperative usual 2
Rectal bleeding

None or rare 0

Present daily 1
Fecal urgency / abdominal cramps

None 0

Occasional 1

Usual 2
Fever (temperature > 1005 Farenheit)

Absent 0

Present 1
Endoscopic Criteria

Edema 1

Granularity 1

Friability 1

Loss of vascular pattern 1

Mucus exudates 1

Ulceration 1
Acute histologic criteria

Polymorph infiltration

Mild 1

®
@

T
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Moderate + crypt abscess 2
Severe + crypt abscess 3

Ulceration per low-power field (average)

<25% 1
>25% < 50% 2
>50% 3

Poucitis is identified as a total PDAI score = 7 points.
Mayo Clin Proc 1994;69:409-415

Differential diagnosis (Tab. 3)™

- Pouchitis with backwash ileitis is characterized by diffuse pouch inflammation with a
similar mucosal pattern “spilling” into the distal afferent limb (typically <10 cm in length)
and a widely patent pouch inlet. Pouchitis with backwash ileitis often responds favorably to

antibiotic therapy.

On endoscopy inflammatory CD of the pouch often has similar mucosal features to that

seen in pouchitis, cuffitis, or autoimmune enteropathy. The presence of the following

mucosal characteristics may suggest a diagnosis of CD of the pouch: 1) a long segment
involvement of inflammation (>10 cm) of the afferent limb, particularly with discrete ulcers
or concurrent pouch inlet or distal small bowel use; 2) ulcerated strictures, in the
absence of NSAID different mucosal patterns between pouch inflammation and afferent
limb inflammation; 3) ileitis with or without concurrent pouchitis that fails to respond to
antibiotic therapy; 4) cuffitis refractory to topical therapy with an anti-inflammatory agent;
5) the presence of perianal lesions, such as “elephant ear” -type skin tags; and 6) upper GI
disease.
- Cuffitis

Table 3. Clinical Features in the Differential Diagnosis between Inflammatory Conditions of

the Pouch

Poucitis Crohn’ s Disease Cuffitis
Neoterminal ileum involvement Backwash ileitis Common No
Upper GI involvement No Can be No
Granuloma No Yes No
Stricture No Common Can be present

at the anastomosis

Fistula No Common No
Response to antibiotic therapy Excellent Minimal No
Response to biological therapy Maybe Good Maybe

164



Classification'?:19- 19

— Clinical courses:
1) Acute ( < 4 weeks)
2) Chronic ( > 4 weeks)

1) Infrequent ( 1 or 2 acute episodes)

2) Relapsing ( =3/ yr, recurrence within 1 month of successful antibiotic therapy)

— Response to antibacterial therapy:
1) antibacterial-responsive (treatment-responsive); responds to course of antibiotics
2) antibacterial-dependent (treatment-responsive); requires ongoing antibiotic therapy to
maintain response
3) antibacterial-resistant (treatment-refractory); does not respond to standard course of

antibiotics

Treatment?: 17-13).17-20

- Metronidazole and ciprofloxacin for acute pouchitis; A 2-week course of antibiotics (20
mg/kg/day of metronidazole, or 1000 mg/day ciprofloxacin). A follow-up clinical
evaluation was performed with pouch endoscopy and biopsy to assess response to
treatment. A reduction of the PDAI score by 3 points or more can be considered as
response to the therapy.

- Probiotics; as to maintain clinical remission and prevent relapse in patients with relapsing
or chronic pouchitis.

- Therapy with anti-inflammatory agents and immunomodulators for patients with chronic
pouchitis that is resistant to antibacterials.

- Endoscopic therapy '

- Surgical therapy; pouch excision '*-2

Practice points for the pouchitis '

1. Pouchitis is the most frequent long-term complication of IPAA for ulcerative colitis.

2. Diagnosis should be based on clinical symptoms, endoscopic appearance and histologic
findings.

3. Ciprofloxacin and metronidazole are the treatment of choice for pouchitis.

4. Highly concentrated probiotics seem to be efficacious in preventing the onset and relapse of
pouchitis.

5. The management of chronic pouchitis is disappointing and may require prolonged

combined antibiotic treatment



Pouchitis

Ciprofloxacin or
Metronidazole x 2 wk

' N

Responded Not Respfnded
/ \ Ciprofloxacin or
Infrequent S Metronidazole x 2 more wk
relapse relapse
l l <— Responded Not reSfonded
Antx-responsive | | Antx-dependent
. N Antx-refractory
uchitis uchitis e
e Po pouchitis
Antibiotics prn Probiotics or Cipro + Metronidazole or
low-dose Rifaximin or Tinidazole x
antibiotics 4 wk
Not responded
5-ASA/steroids/ l
immunomodulators  <«——  Exclusion of secondary causes
/biologic therapy?

*Classification and treatment algorithm for pouchitis '

References

1. Reese GE, Lovegrove RE, Tilney HS, Yamamoto T, Heriot AG, Fazio VW, Tekkis PP. The
effect of Crohn's disease on outcomes after restorative proctocolectomy. Dis Colon Rectum
2007;50:239-50.

2. Tekkis PP, Heriot AG, Smith O, Smith JJ, Windsor AC, Nicholls RJ. Long-term outcomes of
restorative proctocolectomy for Crohn's disease and indeterminate colitis. Colorectal Dis
2005;7:218-23.

3. Hahnloser D, Pemberton JH, Wolff BG, Larson DR, Crownhart BS, Dozois RR. Results at up
to 20 years after ileal pouch-anal anastomosis for chronic ulcerative colitis. Br J Surg

2007;94:333-40.



10.

11.

12.

13.

14.

15.

16.

17.

*
PRI

=& Pouchitis after Restorative Proctocolectomy @

o o

. Price AB. Overlap in the spectrum of non-specific inflammatory bowel disease--'colitis

indeterminate'. J Clin Pathol 1978;31:567-77.

. Lovegrove RE, Constantinides VA, Heriot AG, Athanasiou T, Darzi A, Remzi FH, Nicholls

RJ, Fazio VW, Tekkis PP. A comparison of hand-sewn versus stapled ileal pouch anal
anastomosis (IPAA) following proctocolectomy: a meta-analysis of 4183 patients. Ann
Surg 2006;244:18-26.

. Chambers WM, Mc CMNIJ. Should ileal pouch-anal anastomosis include mucosectomy?

Colorectal Dis 2007;9:384-92.

. Sandborn WJ, Tremaine WJ, Batts KP, Pemberton JH, Phillips SF. Pouchitis after ileal pouch-

anal anastomosis: a Pouchitis Disease Activity Index. Mayo Clin Proc 1994;69:409-15.

. Fazio VW, Ziv Y, Church JM, Oakley JR, Lavery IC, Milsom JW, Schroeder TK. Ileal

pouch-anal anastomoses complications and function in 1005 patients. Ann Surg
1995;222:120-7.

. Shen B, Achkar JP, Lashner BA, Ormsby AH, Remzi FH, Bevins CL, Brzezinski A, Petras

RE, Fazio VW. Endoscopic and histologic evaluation together with symptom assessment
are required to diagnose pouchitis. Gastroenterology 2001;121:261-7.

Gionchetti P, Morselli C, Rizzello F, Romagnoli R, Campieri M, Poggioli G, Laureti S,
Ugolini F, Pierangeli F. Management of pouch dysfunction or pouchitis with an ileoanal
pouch. Best Pract Res Clin Gastroenterol 2004;18:993-1006.

Yu ED, Shao Z, Shen B. Pouchitis. World J Gastroenterol 2007;13:5598-604.

Shen B, Fazio VW, Remzi FH, Lashner BA. Clinical approach to diseases of ileal pouch-
anal anastomosis. Am J Gastroenterol 2005;100:2796-807.

Mahadevan U, Sandborn WIJ. Diagnosis and management of pouchitis. Gastroenterology
2003;124:1636-50.

Herline AJ, Meisinger LL, Rusin LC, Roberts PL, Murray JJ, Coller JA, Marcello PW,
Schoetz DIJ. Is routine pouch surveillance for dysplasia indicated for ileoanal pouches? Dis
Colon Rectum 2003;46:156-9.

Shen B, Lashner BA, Bennett AE, Remzi FH, Brzezinski A, Achkar JP, Bast J, Bambrick
ML, Fazio VW. Treatment of rectal cuff inflammation (cuffitis) in patients with ulcerative
colitis following restorative proctocolectomy and ileal pouch-anal anastomosis. Am J
Gastroenterol 2004;99:1527-31.

Pardi DS, D'Haens G, Shen B, Campbell S, Gionchetti P. Clinical guidelines for the
management of pouchitis. Inflamm Bowel Dis 2009;15:1424-31.

McLaughlin SD, Clark SK, Tekkis PP, Ciclitira PJ, Nicholls RJ. Review article: restorative
proctocolectomy, indications, management of complications and follow-up--a guide for

gastroenterologists. Aliment Pharmacol Ther 2008;27:895-909.

Mo



CELIDN

18.

19.

20.

21.

22.

23.

2009 hEIHE BEROIEl 1% T

Gionchetti P, Rizzello F, Venturi A, Ugolini F, Rossi M, Brigidi P, Johansson R, Ferrieri A,
Poggioli G, Campieri M. Antibiotic combination therapy in patients with chronic,
treatment-resistant pouchitis. Aliment Pharmacol Ther 1999;13:713-8.

Shen B, Remzi FH, Brzezinski A, Lopez R, Bennett AE, Lavery IC, Queener E, Fazio VW.
Risk factors for pouch failure in patients with different phenotypes of Crohn's disease of the
pouch. Inflamm Bowel Dis 2008;14:942-8.

Pardi DS, Sandborn WIJ. Systematic review: the management of pouchitis. Aliment
Pharmacol Ther 2006;23:1087-96.

Shen B, Fazio VW, Remzi FH, Bennett AE, Brzezinski A, Lopez R, Oikonomou I, Sherman
KK, Lashner B. Risk factors for clinical phenotypes of Crohn's disease of the ileal pouch.
Am J Gastroenterol 2006;101:2760-8.

Setti Carraro P, Talbot IC, Nicholls RJ. Longterm appraisal of the histological appearances
of the ileal reservoir mucosa after restorative proctocolectomy for ulcerative colitis. Gut
1994;35:1721-7.

Veress B, Reinholt FP, Lindquist K, Lofberg R, Liljeqvist L. Long-term histomorphological
surveillance of the pelvic ileal pouch: dysplasia develops in a subgroup of patients.
Gastroenterology 1995;109:1090-7.



Cio|oI=2E &

1t

A

H
A\_Etg

()
Ol W2 Ao ofAf e

%7 0.5 ol

3

FA
=

Practical Issues in IBD
i=}

5f

H|3&

Anal Crohn's Disease

|

A el

|

gl

S Kl

1

o

o2 he}
7}

= 5

J))

]
T1

=%

SR

il

?j_TA

b gl

)

=
[}

I

o

(e}

3l

= /\]O

10~20tH

o] 9t}

o

ju

=

A =]

s

Holuz 9]7o] A%

Fof & Aol A AAHA AL
A L2 M A

= A o

=
=
3

U AdHl= of 1.9 1o]9, A9

bpolmiz ofutol}

baba) A= ol Elrh
L 5-ASA, 2 Zol= AAl, WelelA 4] 9 anti-TNF A4

., o

9

2 e w

/Ro]— o

EECERE

e RIEE]
o], S0l )5te] s $-uibete] =

A A BAA =

—_
o

& AAsk=d,

21~35% A%

A=Y ¥

op

sy
;OO

B

TollA K

ct.



10% Ao 1Hc}

r

A7 30%°]

S
i :ﬂf M . mﬁ bl
e ~ o -
o) = ~ O T Lﬂwmo%ﬂuﬂ%iar
= N o A MoRE o
- ol — E.f o% o) i Og OT - . ‘Qu _.El
T o w O W X ~ e Ao %o T oo v
= o T _ o M col iy R limoihé
X oo g m gy O o o)
X %0 e oy %ﬂu.%i% oL 2 WO O &
ron s s T 0 Zo o G o% T = ME T oo
= 5 E ° pEE DT N
R o o Ly owour B oy o=
T = ™K : = D o o 3 of mr
i ol T g @ﬂﬂﬂz,zg B g ®
oo 2o X o W o~ % o -0 o B0 O UF AR
X . o @ Njo H o wo ny -y o B2 of- 7ol
of N T oI T % <0 oL = - T = T
B e ok — S % i oy < m ol © ok T N %o N
o w 20 = BT s B S I A N
™ o R TR S e
wE T moy o R N A o X B
= T ok = & ;01|ﬂo_§mu1ro,MA w oL o
T R 5 o — N TR AP k- 5 T
T o ST hﬁoﬂozo S
o = = [ B X ~ X0 il Lo s oY
Xo o 9 ol o % o ) T 2 s ~a oy To? o = 0 o
Bm M woomt@mo ogmmmmuu%ﬂu@ @Wﬂnﬁﬂmﬁ
s < I moxo blo ) o o iy 5! X° o K 7 bt
o o gl g EE e =0 Lt ) M o~ = ﬁTl = T N IH iy _HUI
© = —_— =
o - O A R ]
= M w_,ouﬂﬂ.% ) .nMHoHﬁ e S m o T
= & I of T 2 W o oF T o Ty T o= =
"o ool a O - iyl MﬂAE ;ot _.El m M o El HT ‘ﬂol i o o ‘_I_..A| iy
) d}MﬂA noﬂ.11a.w@% gRMﬁLe_exz
mo9 e BT o 17r1_tﬂ,wruoH%%Momeﬁaﬂ..
= 0 25 TR Ltuxﬁﬂ@o%zTﬂMﬂ&ﬂQMm‘
z 2 . Tiz ISELESEETR S 540 ¥
o N > o o T — io Lt ET o 0O T E ~ OT o C._
X — o) ° X — o = = ' N N o H R BT
s N Jx%smaxmnmﬁj Era om0
- o o oy - 2 e BT W o= S = N T
r o oONE oy P oo ! -
5oy N o B &zawré;oo%%dﬂ%é
o= X T 2 o wm ¥~ Ho P - Wi T W o IR
<P o m. o X 5 hAI — :umo n o0 0 ) ‘_u__ow‘_ Hcﬂl H;l o J_l <N o
- o *» L.~| ]1/‘ —_— Of 17| ‘M ,|T 110 qmo ~ N o- EO X T “5 ,@l ,mﬂ .AT N_lmlv_
o B o i T N z.:o a _._._I_: T X = i AT.C Z#.O OT _ o —_ ~
No < S or o o = = T T 2 ook AF I do B o= W oK
o - o ¥ ok - S X o 9 = o< by . T = &=
ol c X © o0 o oK W X T X o BT E T P =
. . —— + ¢ Iy ) _— )
Ry S ELiee .oa,ﬂ;rwmﬂ,m %%%qu_iw
T TR Z%MMAT% w_o%%@W%?W@@ﬂ%%wfML}_O
w w Wo o 0 ) N o X o e < Fo o7 h
> O i L !
H oA o ® OB Mo WX m < o
~ B AT 7o)



2

1)
5

o

-
=

o

2o 7]

5k

: Anal Crohn's Disease
O,

Pz s
14794 =

1l

FAA
A

2o} np

F A

=]
fs

L 9]
T =

1y

3t

|= el =

ol A

=
T

=3 A

=

o
1_740

o
-
I~
<p
e

A%} ek,

)

oj

wjr

anal fistula plugtt

1

Fep ol

Tl

7= ©

°

A=

stem cell injection< ©]83F A RXE A|LE 1L

wol 22 A o) ARt Fa

o

=

[ P AR

Axshe Wilo] F of
[e)

[e)

Ar7F S A Al Aol

712 0% AE

o

7z
A+ endorectal advancement flap %

o

)
—
fIle)
oF
i

)

=
_xT

K iy
My o

17

N A

o

Al
.o

]

of A7t

a

& =k

o 2E Y

iy

o

T A%

@_

TR
H
ol
Ap
ﬂo
ol
o

wir

i

stk

°

| - S8

°

kil

sspol Lt 250 Glof 4] 23k A9

B

o

Mo

171



(LI

2009 CHOHH B Y2 Ot| 014 4%}

g

®

Hi 2830 A QST 2RWS U T A4 S4B alo] ALA 2 /1%
of AFHOR FHANE AYFORA TEW A /7L Foln AYA ARE ool
Tk A% AL RS AR BN FE 2B 29 el AT ST A8
® oo} o WY EoR AF FYFL FYORM FRY /5L AT fATH:
St FRabA Azslol deh, 1A ap7) A 4k dzhelabet elztel A s gtel 1)
WSk § 2 stol ey FAE Aashs Aol WA Ao Yz

1. Sweeney JL, Ritchie JK, Nicholls RJ. Anal fissure in Crohn’ s disease. Br J Surg.
1988;75(1):56-7.

2. Hancock BD. ABC of colorectal disease; anal fissures and fistulas. BMJ.
1992;304(6831):904-7.

3,949, o] M B, o], fHE, WA, YA
1997;13(1):101-9.

4. Michelassi F, Melis M, Rubin M, Hurst RD. Surgical treatment of anorectal complication
sin Crohn’ s disease. Surgery. 2000;128(4):597-603.

5. Schwarts DA, Pemberton JH, Sandborn WJ. Diagnosis and treatment of perianal fistulas in
Crohn disease. Ann Intern Med. 2001;135(10);906-18.

6. McClane SJ, Rombeau JL. Anorectal Crohn’ s disease. Surg Clin North Am. 2001;81(1):
169-83.

7. Schwartz DA, Loftus Jr. Tremaine WJ, Panaccione R, Harmsen WS, Zinsmeister AR et al.

&= e A

r
olft

22 AF

o
u

The natural history of fistulizing Cronhn’ s disease in Olmsted Country, Minnesota.
Gastroenterology. 2002;122(4):875-80.

8. O’ Hanlon DM, O’ Connel PR. Complex fistulae in Crohn’ s disease. J Am Coll Surg.
2002;194(1):87.

9. American Gastroenterological Association Clinical Practive Committee. Amedican
gastroenterolgocal association medical position statement: perianal Crohn’ s disease.
Gastroenterology. 2003;125(5):1503-7.

10. Present DH. Crohn’ s fistula: current concepts in management. Gastroenterology.
2003;124(6):1629-35.

11. Pikarsky AJ, Gervaz P, Wexner SD. Perianal Crohn disease: a new scoring system to
evaluation and predict outcome of surgical intervention. Arch Surg. 2003;137(7):774-8.

12. AR, 25F, DAL, DA, DET AR 5 ARl A 79 e A
I} 2] = of tfsk Wk-g-. ) g4 3} 7] 5F3] %] 2003;42:128-33.



13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

3%,
PRI

ZX4¥ : Anal Crohn's Disease f'

o o

Singh B, McC Mortensen NJ, Jewell DP, George B. Perianal Crohn’ s disease. Br J Surg.
2004:;91(7):801-14.

Bataille F, Klebl F, Rummele P, Schroeder J, Farkas S, Wild PJ et al. Morphological
characterization of Crohn’ s disease fistulae.Gur. 2004;53(9):1314-21.

Sands BE, Anderson FH, Bernstein CN, Chey WY, Fragan BG, Fedorak RN et al.
Infliximab maintenance therapy for fistulizing Crohn’ s disease. N Engl J Med.
2004;350(9):876-85.

Buchanan GN, Owen HA, Torkington J, Lunniss PJ, Nicholls RJ, Cohen CR. Lon-term
outcome following loose-seton technique for external sphincter preservation in complex
anal fistula. Br J Surg. 2004;91(4):476-80.

bR, A WEA, WAL o), ol 1e B ararel IRy o] ekAl Ak A
v A3k tf sk a 3} 7] 8k 5] %] 2004;43:8-17.

Galandiuk S, Kimberling J, Al-Mishlab TG, Stromberg AJ. Perianal Crohn disease:
predictors of need permanent diversion. Ann Surg. 2005; 241(5): 796-801.

SOk, FAS, o4, o 43k &%, YAE. Viennakk Fo| ©2 gatel A=) 5
A, o gk A ek a5 2] 2005:21(5):286-292.

Mackalski BA, Bernstein CN. New diagnostic imaging tools for inflammatory bowel
disease. Gut. 2006;55(5):733-41.

Caprilli R, Gassul MA, Escher JC, Moser G, Munkhom P, Forbes A et al. European

—

evidence based consensus on the diagnosis and management of Crohn’ s disease; special
situations. Gut. 2006;55 supp 1:136-58.

AAF, A, WA AL WA, HAY, 2AL 5. gl 52 Shxjo) A x| 2o]
A H = 9F 2} 7 ). . Intest Res. 2006;4(1);22-31.

Steele SR. Operative management of Crohn’ s disease of the colon including anorectal
disease. Surg Clin North Am. 2007;87(3):611-31.

o914, 227, BHA R, B AR AT W kel fEF At )
3] %] 2007;23(6):424-30.

Van Koperen PJ, Safiruddin F, Bemelman WA, Slors JF. Outcome of surgical treatment for
fistula ano in Crohn’ s disease. Br J Surg. 2009;96(6):675-9.

Colombel JF, Schwarts DA, Sandborn WJ, Kamm MA, D’ Haens G, Rutgeerts P et al.
Adalimumab for the treatment of fistulas in patients with Crohn’ s disease. Gut.
2009;58(7):940-8.

HG, A, o) 4, o] 5L, A, U B, 2 FApol A A |2 e
Z}-o]. Intest Res. 2009;7(1);41-46.

ol e, el Aaw, ol 4, U4, FAE, dehgdTelE IBD A8 A2
et 7ol = gkel. g4 3} 7] 5F3] %] 2009;53:161-76.

1.

o

r
L)

P

‘EH 01_

o

Mo



Cio|oIEBE &

Practical Issues in IBD

Management of Fistularizing Crohn's Disease
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AITROACIL TO FISTULIZING DMISEASE

_ INELIXIMAB
5 o
A9 AgA ATARt HnE A
INDUCTION PROMOTING
Azathioprine ¥ 6-MP2] Wz 74|
2} anti—-TNF a9 ™3t murine ¢ LOCALIZED SURGERY
« INITIATION WITH ANTIBIOTICS
chimeric monoclonal antibody<?l * AVOID COMPLEX AND
DESTRUCTIVE FISTULA
—_— B & + ADJUNCTIVE THERAPY
Infliximab ¥ ]‘—4' «  AVOID STERCIDS ™
« BOWEL SURGERY
MAINTENANCE REMITTING
AZA/ 6 MP

Fig. 1. Approach to fistulizing disease. AZA Azathioprine;
6MP 6—Mercaptopurine

Table 1. Drugs usde for the treatment of fistulizing Crohn’s disease

Long term
Efficacy Onset Relapse use

Drug (clos;global) of action after D/C and safety
Antibiotics Very high Weeks High Poorly
(motro) (44%;>90%) tolerated
Cyclosporine High Days High Poorly
(high dose) (28%:;>90) tolerated
Thalidomine(100 Mod high Weeks Unknown Limited
to 300mg/day) (46%;>70%) tolerability
AZA/6-MP Mod high Weeks High Probably

(30%;60%) tolerated
Infliximab Mod high Weeks High Probably

(46%:;60%) well tolerated
MTX Mod high - High Limited

(25%;55%) tolerability

AZA Azathioprine; Clos Closure; D/C Discontinuation; metro Metronida-
zole; mod Moderately; 6-MP 6-Mercaptopurine; MTX Methotrexate

(Pare, Can J Gastroenterol, 2001)
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Stage 1  Drainage of the septic process
Stage 2  Correction of any metabolic deficit
Stage 3 Identification of anatomy and the pathologic process

Stage 4  Definitive surgery
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AT Fas 2T AVIE A & ZAE sk AOlAR internal fistula®] - 7
59 oAt F7le FH Aol dolA &2 AF FH e EAeE phlegmonA| A § 12} &7
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Special Lecture

Inherited Colon Cancer:
Surveillance and Genetic Testing

Sk o] of

M E
oF HHAjo] elo g T Aol ol GAAl qolo] AdFHETt §HA 2l fslol A=
29, Hupa FTEoA] FE 02 44 788 Ao Aeo] AR A Q1A zF KR o Qo s}
of oIt Tk, AdgkAd Aol ojgkd MAJorE gt A i, MM e, Yol
e Ao wrE Feo FosA fHAol Akt A JFdFe At 35% (CI;
10~48%), AHAYL 42% (CI: 29~50%), FY 27% (CI: 4~41%) ©|ct, obH o8 FHd%;

m[o
||

polygenic inheritance 7} & Aol FaF ] A9ol= 7154 43 familial clustering

E
of WeekA ghe AOE B 4w gk TYHE 1% o] EsE el KA Bl

ot gazte] ool SHAle FHEE Ao B o

brlo] shbe] A7} oot o] AaS Bl ol S ow SRR G4 Tt
o ojgore] 3~5% olth. A4 tRre] Aol A Ba FoaA WwkE & 9l oy
2 57 gsto] MeE4 GA4 dAAS WA s 54 $A4 GEULe A %
al7) 2 g}

1. HEFE T8 W¥ HNPCC

A dAe] 2~3%9] Hlmoltt ¥ §-dA= hMLH1, hMSH2, hMSH6, hPMS2,
hPMS1 9] 57§olct, 12t 90% 9 Z4-97F hMLH1, hMSH2 9 E¢®olo]al hMSH6+ 6%0°l
e YA hPMS2, hPMS1 E¢Hols =3 =&t} o]2]3t germline EdWol=
autosomal dominant & G =},

H18-F4 A4 tigSdel tiet EdRe] fAAE 7H A= 4 Sot el A4 &
Life time risk 2 70~80% ©|t}(Table 1). YHA 20~30% = F32 5
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T oo 7FA] §ARZEe] AFs oA 2H4- gene—gene interaction ©2 o] HhAJo] xjAH T}
WAoo kAl e 454 0]t o] AEA Z8 HErA £9 flat adenoma 7} AL E
H 2-34 Wol ¢tst dc), aeE ueEA 84 I‘MP%@I e = e e A
25MI5-E 2Quitt Hi WA E S Al 1‘5}1’ 40A17F Alvkd o d e Al E S AR TES

o =% 7]=(Table 2)°]
o}r,} O}_/\Eﬂé%]_ ECIREE! oé’ﬁg}o% O A 8EA A =2 47 glong 7p3)

o o & 1oy 9ste] g At A

2
14

o7 Zuksk 4= 9=t ¢FfAH

o 10 @

_{

& nheskicH(Table 3).
ArE B 7]Eo] wao] 7S el diAete] wWol WA EE= A

specific colon cancer, efal 3t TheFet FEfjQ] Qto] o] WA k= H$E Lynch II :

cancer family syndrome 2til spoict ohefsh Jefo] oF AaWiuter (Uterus: 43% of

lifetime risk)o] 7 Wil Wi w3k A9 A3 9] HF Foloh. 7|et 542 Table ¥} 2o},

’

=1 Lynch I : site—

o)

Table 1. Risk of cancer in general population and HNPCC

Risk of CRC by age 50 by age 70
Population risk 0.2% 2%
HNPCC risk >25% 80%
Risk of endometrial cancer by age 50 by age 70
Population risk 0.2% 1.5%
HNPCC risk >20% 60%
Other HNPCC-associated cancers
Cancer risk population risk
Stomach upto 13% <1%
Ovarian upto 12% <1%
Urinary tract 4% by age 70 <1%
Small intestine <5% <1%
Biliary tract 2% by age 70 <1%
Brain -4% by age 70 <1%

Table 2. Amsterdam II criteria (at least three relatives phenotype plus the following)

1) One affected is a first degree relative of the other two
2) successive generation affected

3) one received cancer diagnosis at age < 50 years

4) FAP excluded

5) Tumors verified by pathologic exam
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-84 134 digdel §d4 H4AF Genetic testing < <9I 2H2}

7HA] AL = stygle 2ro Eok 1) Amsterdam Il criteria ©of] Y= 7§ 2) Revised
Bethesda Guidelines ©f 2Fo WA MSI AAbo| kAol B84 G4 iAo Yol SAdA;

o
(MMR gene) Triof ojal Holalste Ao HAld o ME 2] okl 7
orout o4l Aol ulgEA SHA A 4 $HR o] o

Mo Q) eromA o S99l 79-olct,
Amsterdam II WO & Az AAF TRHE AT ZL0] 50~70% oA ¥l &HZ MMR
AAe] BAo]S ol W 4 glek, Lejuh W &5 44 diEete] Awt shekol ol
SEoLAl Stk e A HEl Ao A o] AT EQTE, wdH AY Y] ol shubebe Btow u
? 2 sho] MSI AAME Alsa,

oy)
:uoprﬂx
z

=
=S

o
_1

=
P o
0

S A el oA = gAY A 2AS Al
o]AkS Zalslm HNPCC Soldo] SAAE guprlog 27 9toj A Az o ujg] 714
7Fedol W o& Aeldle WHlelth, R R VMY Ewshal e tidetel Al HNPCC
o] 1.5 el $=A4l= MMR gene ©f st THC & Aldjgtct, dia¢re] 10~15% oA MSI &
H

t =
HA 54 & HolAWk o] 7kt 1~3% Rko] &3k HNPCC ©|t}. BRAF HAARS AlY
b)

0% ©] AFerAd AFF-S Al elek 4= QloJA] germ line genetic testing = 3% WAE

ol
-

o,
fo 2 4T oof

i)

o
K
ol

-

1) MSI

micro— satellite = DNA Ao 4] EQA 02 1-6749] BE DNA A7 A do] HhEE L 3o
ojth, A A A= R E = JHQInbet Sl47F A4 A Poi DNA marker = o] &%t} % =
ol A= ZHRImbete] S147F AT A7 thgolu o
Hot o5 &% vHEE= Sl 6Rle] | Zlo] 7
o]e} #o] short DNA repeat o] WH53]47F A4 35HA| %?ﬂﬂ %?ﬂ% AdS
satellite instability @il ¢Fch, MST @A APEA] i A9re] 15% oA WHasm v]854
A tgerel 90% ool Al Uebdt 1y B R MSI HAR= HISFAA 44 o] Ao
o] 8%},

Table 3. Bethesda Guidelines: T &2t XA oA MMR G742} 282 AAFsH7] ¢35 7%

1) that meet Amsterdam criteria

2) 3 Lynch syndrome related cancers

3) CRC and first degree relative Lynch, cancer (age <50) or adenoma (age <40)
4) CRC or endometrial cancer at age <45 years

5) right sided CRC with MSI tumor histology

6) signet ring cell CRC diagnosed at age < 45 years

7) individuals with adenomas diagnosed at age < 40 years
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further
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Fig. 1. Genetic testing approach for HNPCC

2) MSI AA 44
MSI  ZAFH7] §l8to] A= HAlstaLat sk A

1o
ox
0%

AR I} ZoFx Ao A Zhz)

o =1 [ |

Genomic DNA & F&3Ith B9 Ao tfFE A2l micro— satellite?l BAT269] A4
24 PCR & Aldiste] A AAxA 1 $9Fx22S vttt 15% polyacryl amide gel
electrophoresis B4 %otz o g 47 sheld 4= 9lom HPLC 24 E¢ld 4% g},

(1)

MSI Z X A= of ] FF7F e} vgiac X o g 2709 mononucleotide marker
— BAT26, BAT25, 3 7§9] dinucleotide marker — D5S346, D2S123, D175250 7} 7]&0]
Hol MSI sw& £78tt. s us &70le o< swol wepA gigete] yEsE 5o of
27| giiolt}, 57§9] MSI marker 241 HAFsFo] 278 o]4to] Fgo]dH MSH-H, 1 7§7} ¥4
o] MSI-L, 3lE glow MSS 2 2Edh 7/ MSI panels 24 BAT-40, MYCL,
TGFEBIRII, D18S58, D18S69, D17S787 5]t}

3) 34 gAY ¥Ad A& (MMR gene) @lo] tidt WYt g M [HC testing=
immunohistochemistry

&4 FHA4 gAAd 90% olAre] hMLHI, hMSH2 o Edwolojm& hMLHI,

o
hMSH2 ol ek A=A Fgx2S JMTTh hMLHL, hMSH2 fAdh o ojgko] Fu
ol A o] Fof A EE Fof Ao r GME = o= ST A Aol ofynt A=A
Aol o] FojA A ol v&FA FAA g 7hsdol wobxitt
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Oy hMLH1 4A2] il o] 7 9-oi= germline mutation ©] ofyet sleete CpG
island o #H|E & Ao 2|3t epigenetic change ©f 2J3lo] G} vhalg o] A= 4~ 3l
ohooldgt FFAlze HuEst dAd-S HASH] §15ke] BRAF SYHAME Alggtth, o] gt
BRAF f+AA8] Solgt vl Fewo] A4S v834d A48 g dolres 23 UeA] o=
Aol 7] wfjzolet, 4hd teke] 40% oA BRAF S AR Adoltt,
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Epigenetic change XA EdWHol7l gloj= {AXL o] Y EX] gFofA] gene
silencing ©| E°] phenotype ©] &dHol7} U= A EHE Hol= F-ojf A=A
+ 1) DNA methylation: CpG island hypermethylation, 2)Histone modification, 3)
Chromatin remodeling ] 23ttt CpG dinucleotide 9] Methyl cytocine << genome
nucleotide 9 0.8~1% of ©|il cytocine {A9] 4% o) e H2EZ7F 12X o) 7]Ef
promoter &A= CpG suppression o 7 7§ v]ut/200 bp oY CpG island: 7 7 ©]
/200 bp Hof 1o CpG island: 60~70% 1A +71XF2] promoter o Ytt — HESIE R
gr=2 Hsrlo] QI CpG + promoter ©]2]9 repeatative sequence ok EAJ5FH o]
gor HELS i 72E methyl 2F Eo] Qo). i} QHAZ A= GHE o] CpG island € CpG
7} €3} ¥t} (hypermethylation). U X repeatative sequence & CpG 7} & v g3} =
Ol (generalized hypomethylation). g4 H3lE = FHAEA CpG island
methylation 9+ 400 917§, DNA sequence H&°l+= 100 7§ mjuk o] 2Fx[7l Qoo
epigenetic change ©l 9J3F ¢F5}& o] dominant 3FCF 8 4= QItf, 19999 Issa in MD
Anderson Hospital °f 23} tj39Fo] Hx] Wa|skz] B7]H o2 CIN @ 80%, MSI : 8%,
Epigenetic instability @ 12%, CIMP 2t 3}t CIMP 2F MSI + s&% FHo] Jtf 7
detol F-2of MSI F4-& germ mutation o 7] Q15Fx2 {FEHY ¢Fo] MSI @52 ¥k o] 4fo]
MLHI gene promoter 9] CpG island hypermethylaion ©l 7] ¢IgIc},

4) v &F4 A4 AT 9ol A2 A3 FF
Mol QA= FAAF A& Ao L E Y, FdA ME= 1) point mutation, 2)
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deletion or insertion, 3) allelic loss, 4) chromosomal dislocation, 5) gene
amplification &°| Att, AHA7| AL AA direct DNA sequence = A| 7k} H]&o] wWo] =
o}, wheta] EARo| ) FAet K9S AWHsks SSCPHANE WA shal o]4fo] Holi= FEof o
5to] direct DNA sequencing Al33tch 90% ©]Aro] hMSH2 and hMLH1 §#A#2] Sl
o] o]= 2 o]=9] core promoter regions © thdlo] PCR SSCP =¢dHo| HAE AldYsict,
=AWHo] ¢fAfo]l HHAR ™M Tag dideoxy terminator cycle sequencing kit 522 =W

A7 ES A, 25 S0l AR AN HES Y4Eskt) (Table 4).



Table 4. Detection of Mutation
A. DNA, extracted from

blood leucocytes, tumor and normal tissue
B. Detection method

1. Mutation screening with
SSCP (single strand conformational polymorphism)
DGGE (denaturing gradient gel electrophoresis)
PTT (protein truncation test)
DHPLC
Genetic analyzer
2. Alternative methods
(for mutation with large genomic rearrangements)
Monoallelic expression analysis
Southern analysis
Quantitative PCR
3. Direct sequencing and DNA Chip

5) =0 A 9 v EFAH FAAL ALY EA

Agietal 3t A Y SFA49 20049 Harof oJshH 164 B854 4 A7
7} s&=o] k. HNPPC 53 7HAl & 22 7HAIoIA(41.5%), suspected HNPCC 111 7HA &
22 7FA14(19.8%) germline mutation < &Ittt S22 A== hMLHI:hMSH2:
hMSH6 2] H]E&9o] HNPCC oAl 91:4.5:4.5% ©l4 suspected HNPCC oA+ 50:41:9%
19tk EAWel7E s vESd A48 et 7HA 44 7HA SollAl 11 ZHAIVE Fde =4
ol hMLHI1/16 (c.1757_1758insC)E 7HAIAL AUtk o] Ze¢Rlol= FUsh 4 oAl 7] st

founder mutation o] &olw] it

o

6) B &FA A3 dAFYY surveillance

HNPCC clinical management

- H&FAA 748 e A4S =AWl known gene carrier 7F ‘*7351(2174‘% A
A7E 85 2 AFole 20~25A15E v 1~3dubet i Al S AlREREE 40
Al o] $ol= i Atk oo Aol 25~35A415F wid transvaginal
ultrasound ¥} endometrial aspiration = A] 33t}

- WHHA A AF 53] BHA ATl WaE Aol ol dAaddAES LSt
A ok JEA HEFHAIE S ASTS AJA viR o d dA A=

Patient—by-patient basis & 243},
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2. 7I=8 §F T FAP= familial adenomatous polyposis

M5 BT Joll= &Fol Loy A7 E AR-sho] el tho] &Fo] A E AL
2017} AU Al 8-Fo] FshE o] iAo 2 Hrk Autosomal dominant & FAEERE 7FE
ol il WA A tho] BFo] A E Hentomr: o) 754d 850l AT
Hoh Bat &9 AAyol= v 16A0] Al 852 A xEetsto] A o] WA EER o~
AN Algstol = Zekoll= & A7 gtk W21A17F HW 7% oA §Fo] tig e ® Ht

Ty FAPS] wf$- =04 1/10,000 9] Hl=E& HeIth 20~30% ollA+= 7t 0] glo] Af
2 5Wolof oste] WAFT, &5 A oleol= 91(50), AolA7E(90%)
LA ETE 9] B2 1% vINke] oF4
o /48] o= E LEhd T
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7+ DNA & of&st= i gl fFsto] &9 DNA extraction 2, =

Fof RS 37 Jste] AEPAIRZ A SSCP = single strand confirmation
polymophysm 22 Ribonuclease protection assays 4|43t}

- a3 g AS o] 85l= Wl = Protein truncation test, PTT: @S £&lste] in
vitro transcription and translation W= 3F2LS] DNA HwHo] Lo A8l
APC TS Rtk g4 APC whillofl ot A=A Western blot HAMS /\lﬁﬁﬁ;ﬁ}
APC A EAHo7F = Afole AollA AdAQ APC To] whEofA4] 335

e et
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A
2 Aol 2he HAATAQl APC wo] HE ok v hekdk e e APC At
HE = Ak AEY oY, 71 E AEMO R Ewol HA e A9l Ewol Ht

-1, 2) o Hor AR EARel7) = Zlo] SHRlEW P HNPCC oA 7143t fAFE
W = SSCP 52 &2 A3kl DNA sequencing &2 5o 99t A E-S Aot

1) = A APC FAA EAHO| germline mutation
Agtetal gt GAA TS24 2005 Halo] ot H2F =4 55 83714
% 59 7HAl (71%) oA & o] germline mutation = 218+t 34 frameshift, 19
nonsense, 6 splice site =AW o|7} L3t
2) 7154 £%5359 surveillance
FAP clinical management
- 7HEE &5 7SS 10~12 AR vid o AAAE =2 WAl Akt



— 20~25A° 1~39 uieh Qi ol WAIH S Al2ghet

- &% HYe Hyado] wata 20~25A40 AR AAAE, IHG-FE FAE
IPAA & Ald3ict

— Attenuated FAP o tfstolAl= §-4AF HAF Aol IS Farsto] a2 a2

= A71E 24t

3. MYH &3 §F 35 MAP = MYP associated polyposis

Autosomal recessive F4 S Hol= A9 &FFoltt AL attenuated FAPS}
ARSI APC germline mutation & ¥ oA &=t} MYH 42| biallelic mutation<
Holw 157§~1007) H&=of §Fo| A thdol AFAskA ek, MYH 42 S ™| o] 1/3 of
A= otel =obA AFol AW A b= o= Atk 7HA Aol A recessive A= wEet
. MYH germline EdWHolE 5457 fstodA= &&<9 4=7F 10~10070 o] AY
attenuated FAP o]W A APC germline mutation < X oA 9= o5 GHA HAF Aoz
Skch, "o Y3z o] DNA extraction o4 MYH +4%A+29] coding sequence © 3 PCRS
Al Byt

16709] exon X0l thsto] O 2 DNA sequencing & Aldsto] ™ol AES A4
Stttk MYH germline mutation 7F5ol gk surveillance =A4+= 20~254 58 1~2@dnjct
colonoscopy & A3t ol WA= 2~59 mio} AJgict, &Fo] daEH e &4
= gtalstol AR e AldsHA Hu. At ot 448 Fd sl 2719

biallelic MYH germline mutaion< 2007Wdo) X il s}¢ict,
2 E

oncogene, tumor suppressor gene, MMR gene® = E 7%t} (Table). Y&

=S ‘I\f‘ =
Aol sl glolk epigenetic change WFO® AREA of¢to] dHAo] 7h&sith, H-34
erolefal shH {449 germline mutation ©] ¥Qlo] Hof 2] 5o K& AA|2Eo| ZHHO|
7h sHbE T, IR R ool ofefol e A9 of g Helo A2, A3 & rolut e WHIrE o
AE oo A ddl A dEY 22 R AEMA AR fAREE AR RA 2
g0 ZFet shte] AR FA WMol 7E i Eoltt, MMR gene ©| /4 tumor suppressor gene
S A i A TS AARSEA] SstE g of HhAEo] oA E | HEkal of o g b= A f-oltt

FA8 oF 7hell digh AR AAY] AR o wm = v A EAHelE Bpofsto] oF S o
o 5 Atk TS EolA 2285 A sliof st A A HAME Eolil FF o] %E o535t
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Table 5. Genes in tumorigenesis

1) oncogene; gain of function (bcr-abl)
A. growth and transcription factors
B. a single somatic gene mutation can cause cancer
2) tumor suppressor gene: loss of function (Rb, P53, APC, NF1)
A. restrain cell growth
B. loss of both copies needed to cause cancer
C. most commonly inherited
3) mismatch repair genes: loss of fucntion (MLH1, MSH2, MSH6)
A. maintain correct DNA sequences
B. loss of both copies needed to cause cancer

C. most commonly inherited
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Challenges in Laparoscopy

1. Hepatic & Splenic Flexure Dissection

2. Rectal Transection and Anastomosis

Fely 2x|e
SRCERLE

3. Alternative Routes for Specimen Extraction: Transvaginal/Transanal

CEEEETE







Cio|oI=2E &

Challenges in Laparoscopy

Hepatic & Splenic Flexure Dissection
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Hepatic flexure mobilization

1. Peritoneal incision
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3. Vascular phase

Reverse Trendelenburg APA|& HFRLHA W HAFEREZ ol wo] QY 342 HHFO g 9%
A 713 279 mesenteryS BRItk 249 %07 ileocolic trunk® T mesocolon?
middle colic trunkE counter—traction Al# SMVE FE=HA A gF 3 SMA/SMVOA] 7]
Al E]+= ileocolic a/v, right colic a/v, middle colic a/v 52 @3S =EA7] o5 T4
1A ol whef AL 91|04 el ettt 53] middle colic arteryE HFe]/Ae gF &
gastrocolic trunk 9] We|A] & A] Fre = Fofghrt,

4. Omental dissection

2pE ol 9= S WA HA 3 ¥ gastroepiploic a/v 39S whef 508 1A%
AcfE drefef yzich, oju] whejs] =2 oA} o] ad wiztx] Aystcy, A5 Hol
Ue= B A mesocolond Hhe|sto] Hgate] A4S BF S A

5. Hepatic flexure

ofu] Fmupo] tiyiiio] uelwlo] 9l ghe ghAR IRl ol ol Aejol7] uhie] Zhur
o] ek ghekahAl A

Splenic flexure mobilization

1. Peritoneal incision

H

Ao AA|E Trendelenburg % Lt up tilting spo] s, spggupe Bl shg7hupg
of B Alofo] Sojew=& st Hasit A= G5 o835k = gtk IMA trunk® sacrsal
promontory -A4 2 9= AA7HS upward tractiondt AYEjolA S5 AR E Eulo] A
S AAET olnf Al1x4=2] HEg Hlo] 219 loose areolar avascular plane©| €A
wET o] B e 95 839 WSS Wl IMAS VAR $5& A Treit’ s ligament
F917EA] A gty

2. Vascular phase

IMA®} IMV pedicles upward traction®t AefolA] tfswWof AsfAl Zast= n7HAilH 9]
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Fe slshu A IMAS thE Aol A Health 22 wEARS $4 IMAS 714 ol A
Aekg M A Sl A HESHE o] W 4 Al Aol shelo] A IMVE urel/ Hekacy

3. Retropertoneal dissection

J

datEl & @3S 47 upward traction?t AEHIOIA H=5 ey M RS Toldt' s
fascia @ A7 Aok ofgjfHom Wolme A 2] A3 Gerota' s fascia 9ol 2=
o] lngd wj7hA] vre| S et

4. T mesocolon dissection

IMV AEe T mesocolons 22 upward traction $-, IMV At FE QoA T
O

-

mesocolon? rootE ©2]3}4] lessor sace %A 713l stomach® posterior wall2 &H2lsh
th. T mesocolon® rootE F&e stdls wel ffom vig|s oty of & Hfem Hgopdle

.

splenocolic ligament-& BFe]sto] $1H 9] niAlo] = ufj7hx] vhe]& # 8 shc),

5. Lateral gut phase

o ~A4%e] FEoAHE Hupo] A& Azttt oju] H @A oA F&Eufo] o] vhe]t
H AdEol7] wiEel kytyl Al dato] &44E e glo] HEHANE T 4= vtk s AR Y
Q%2 gF2 ubut opglo] vz HA w74 v AP 4= Qlrh, v e] o
ol o] Sli= omentumW HrefshH BT O] THE 2kt A o)
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Challenges in Laparoscopy

Rectal Transection and Anastomosis

Basic Considerations

1. Laparoscopic TME and TSME

Total mesorectal excision (TME) of the rectum has been advocated as the gold standard
surgical treatment of middle and lower third rectal cancer. For laparoscopic resection of rectal
cancer, the additional concerns are first, the ability to perform TME at a comparable standard
to open surgery. Second,

laparoscopic resection might jeopardize sphincter preservation rate because of the difficulty
in deep pelvis dissection and the application of staples for transaction of the very distal rectum.
Total mesorectal excision was performed for middle and distal rectal cancer at the level of
levator ani muscle. Tumor-specific mesorectal excision (TSME) based on the principle of total
mesorectal excision, the removal of the mesorectum 4 to 5 cm from the lower edge of the

tumor, was performed for upper rectal cancer.




2. Stapling devices and Ergonomics

Stapling devices for rectal transaction and anasomosis are Endo GIA (Coviden) or
Endocutter(Ethicon Endo.) for transaction and CDH (Ethicon Endo.) or EEA (Coviden) for
anstomosis. Rectal transection by stapling devices should be performed by rectangular angle
(90°). But, commercially available stapling devices can make only 38° (Ethicon Endosurgery)
to 45° (Coviden).

If the working port is located on RLQ and 10cm apart from midline, the maximal angle of
stapler should be more than 60°. This is the problem and the reason why we need many
cartridges for rectal transaction. Bowel anastomosis between colon and rectal stump can be
made by EEA or CDH stapler.

Technical Tips

1. Steps for rectal dissection

Rectal dissection should be made along posterior - both lateral - anterior direction. Most
important things are effective traction and counter traction. Those anatomical structures we
should check are presacral fascia, hypogastric nerves, rectosacral ligament (Waldeyer s fascia)

and Denovillier s fascia. For TME, dissection should be reached to Levator ani muscle.

2. How to get rectangular rectal stump

There are several ways to clamp rectum for distal wash out and application of endoGIA, such
as Nylon tape (Fig 1), endobuldog clamp (Fig 2), Satinsky clamp (Fig 3), and application of
open TA (Fig 4). They are very helpful for squeeze the rectum and make a right angle.



Fig. 1. Fig. 2.

Fig. 3. Fig. 4.

If the tumor located at very low rectum, anal push by an assistant’ s fist may be helpful for

elevation of distal rectum and application of stapler to get a right angle.

3. Anstomosis

Applications of EEA though anus should be reached to rectal stump evenly, which means the
cutting line must be located in the middle of circle of head of EEA. The cone should be
emerged to the weak point, crossing line of Endo GIA. The leakage test may be helpful after
completion of anastomosis. Application of fibrin glue over the anastomotic line might be useful

after completion of coloanal anstomosis.
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Challenges in Laparoscopy
Alternative Routes for Specimen Extraction
Transvaginal/Transanal
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Controversies in Colorectal Diseases

1. Carcinoid: Optimal Treatment and Follow—up
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2. The Role of Radiotherapy for T1—-2 Rectal Cancer A2t

3. Liver Metastases: A New Strategy with ‘Liver First Approach'
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Controversies in Colorectal Diseases

Carcinoid: Optimal Treatment and Follow—up
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Controversies in Colorectal Diseases

The Role of Radiotherapy for
T1—2 Rectal Cancer
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Table 1. Local excicion and adjuvant Chemoradiation in rectal cancer

Institution/author Follow up N Treatmant
Outcome
MGH/Wood et al 1992 Median 47 mo 20 4500cGy
LR ;0/20(0%) SR; 2(10%) S5SFU 500 mg/m3
(5T1,11T2,1T3, 3Tx) X3d(first and fifth week RT
MDACC/Ota et al1992 Median 36 mo 46 5300cGy
LR 4(8%) 5FU 300 mg/m3

(0/16 T1, 1/15 T2, 7/15 T3) For 7 T3, 1T2 M-F x5wks
93% 3yrSR-0S, 90% LRFSR
NEDH/Bleday et al Mean 41 mo 48 5400cGy
1997 LR 4(8%) 5FU 500 mg/m3
(2/21 T1,0/21 T2, 2/6 T3) D 1-3, 28-30 for all T2,T3
MGH,Massachuesetts General hospital, MDACC,M.D. Anderson Cancer Cencter, NEDH New
England Deaconess Hospital

supyb skl 9T FRACZLE 10 cm ool 9T, YHHOEE §5 2 (mobile)o] 3t
% !

4 cm "|Rko] AL AFWHE 40 % OIOFE 7\V1 = 32} 659l A] enbloc X—}’%%j
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= Yttt 4 oj d
A 7F AR T1 R e extsol A= o o] 04 Ams AIO“OW o T2 T3 WH ®i= 4]
7| 28] WEAIZIA] ¢he T1 WHo] e @A A= &5 50~55 Gy 9 & & Xz WA
Az meb g WA AR AST ubrer 49 5FU000mg/m3 /24hr) S |42 0@ 395}
of A m3akqltt, (Table 2)

STaAEY YAl &E 3 20 Stk 6,199 FYFA I 278 T1 2AF F 27 0]
2578 9] T2 22} 5 57 0], 13 W] T3%HA}F 5 475 0] Adstlet,

Table 2. Outcome of RTOG 8902 - multicenter prospective trial

Recurrence T1 T2 T3 Total
Median follow up 6.1yrs n=27 n=25 n=13 n=65
Local alone 1 (4%) 2 (8%) 0 3(5%)
Distant alone 1 (4%) 1 (4%) 1 (8%) 3(5%)
Local and Distant 0 1 (8%) 3 (23%) 5 (8%)
Total 2 (7%) 5 (20%) 4 (31%) 11 (17%)
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Table 3. Outcome of CALGB 8984 multicenter prospective trial

Recurrence Tl n=59 T2 n=51
Median 48 mo Outcome Outcome
Local alone 2(3%) APR 5(10%) APR

1 -NED 4 -NED

1 -DOD 1 -DOD
Distant alone 1 (2%) Liver Resect-NED 3 (6%) APR-DOD
Local and Distant 1(2%) NED 2 (4%) APR-DOD
Total 4 (7%) 10(20%)

2 -NED 4 -NED

2 -DOD 6 -DOD

Duek & #<+ ERUS & Adta &2 o2 TEM A& w2 21799 T2 A4¢ x50
diefal gy, g el AFddAat vt 76%] el A bRk FAIdE 2=
A S WAPANE, TEM 753k Alofol djer Ao 7idfelli= vl[A] 3t Ql

HL
kl ol
el
X0y

r
B
2
e
=
o my x

= ko] =

S AT = e G FAE o, B3 EQMH A S (incomplete local excision) &
of ZutE IR HLES k= Ao] Hrp £2 XS HojFo] FYAER FHT 4= At 9]
A kol disi A gRIAIASIL ik



3. 2E T YARI-

o

No

ARG AA A o7 30~73%2] =2

S

of

7w o

EH
ER

A

94

—_
—IA

o
ol
cal

=
1°

M
~
o
)

ol
e

=]
s

AAlE=

S|
S

e A

u

il

J))
.
o
olo

.,AO

i

)
—_
o

==
;OO

o

oA =

7

| eyt

Z A
.

Al

a7}

= AAes 7

&}

I,

S

A (5

A
7

F= 7]

2 Qlsto] dA7A|

Q1 Aol thsj A= of ] A
BIsAY, ypTO-1 &

1 o] Ml WolA| 7] o] 4

)

O R i FEe) Aol ypTle E5-8 W

d o] o

3%

A 2 ¥

Tl

A
A Aol M7} Zh2F 3. 4%t 6.8% 2 WA HistAal, ypTl o]

VA

of s A+ =fA=dl, 1 i3

3k pT @719} up
SRR

=
=

[e]

=
=

Y

At
(ypT) & N &5+ (ypN) 9
A8
At

r

WolFoleh, et ohE 1

=
=

Sleks

7] oA ZFZF 12%9 20%9) WA Ho| REE K

4 70| oBE WIE 570

%

bt %

°

i

e
N

X
o~

ol

-



At
H Y
/

o

&

H
H

18 : The Role of Radiotherapy for T1—2 Rectal Cancer

210
=

[}

oju

L A FFAHE TS

. o)A giE2 American College of Surgeons Oncology

Group®| 74061 trial (Preop CRT and Local excision for uT2uNQ) o] #3 &

T1, T2

—_
N
)

%

(CRT) WA A =27} high risk T1¥ T2

=]
S|

N

—_
N
=
Ile}

o
i

oju

m

13



Cio|oIEBE &

Controversies in Colorectal Diseases

A New Strategy with

Liver Metastases

Liver First Approach’
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(1) Mentha's Inclusion Criteria
1) 704 olst
2) Performance status < 2
3) Non—occlusive primary tumor
4) At least two liver metastases
5) At least two liver segment without tumor
6) No more than three resectable lung metastases
7) No other site of metastases
(2) Systemic Chemotherapy : 2-3 cycles ;. 4—6 weeks
1) Folfox
2) Xelox
3) Folfiri
4) Xeliri

5) Xelox + Bevacizumab



(3) Liver Resection : 3 weeks after the last course of systemic chemotherapy
1) Extra—anatomical resection (segmentectomy or wedge resection)
2) Left hemihepatectomy
3) Right hemihepatectomy
4) Two-step hepatectomy
5) RFA : 1-2 small tumor contralateral to the lager tumor, {(3cm
(4) Chemoradiation
4 weeks after liver resection, median 10 weeks after finishing systemic
chemotherapy
1) Long course CRT : 180cGy x 28days = 5,040cGy with Capecitabin 825
mg/m” twice per day on radiotherapy days
2) Short course CRT : 5Gy x 5days = 25Gy
(5) Rectal Surgery

6~10 weeks after chemoradiation therapy

3. 21}

Locally advanced rectal cancer and
synchronous liver metastases

n=23
Liver resection CTx
n=1 n=22
Laparotomy
Liver resection Extensive disease Liver resection
n=18 n=3 and LAR
n=1
(CTx)RTx
n=19 Treatment failures
n=4
CT thorax/abdomen
Rectal surgery Extensive disease

n=16 n=3

Treatment faillures
n=3

Fig. 1. Flow chart of the included patients.
From Verhoef et al: Liver-First Approach. DCR 2009;52:23-30
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1. Treatment strategies for the management of advanced colorectal liver metastases detected
synchronously with the primary tumor. G Mentha et al. ESJO 33 (2007) S76-S83.

2. Neoadjuvant chemotherapy and resection of advanced synchronous liver metastases before
treatment of the colorectal primary. G Mentha et al. British Journal of Surgery 2006;93:872-878.

3. The 'Liver-first approach' for patients with locally advanced rectal cancer and synchronous
liver metastases. Cornelis Verhoef et al. DCR 52:1(2009);23-30.



(o) A JF X
|_=I T— O -l-l'
ol & 20099 9¥ 17
g8 20099 9€ 20
el g d &
HAd g A g
W) =] LSt BB =4
AE&A AT FAE 713 A
A A 151935
Tel : 02-2040-7736, 7737
Fax : 02-2040-7735
Q12 =] T MET oto|H| 7™

A& T SAR 471 315-1
Tel : 02-2274-9275
Fax : 02-2274-9272

Y 6128







E€IC=ED
20090 LB Y OELY Ar-TXt FIIH

eHS O IF?

O|H H=PIUE SHIZ BII0I1 BF ZHE AP FHIE Aol H0XEZE EEOtUXT B

Sl AIZEE LHAIO] BIHHE 2800 FAI7| B2t BIHHE BIH 2+=50 SAHFAML.

M¥EY B Z®XIE HIEFEUDL

ZH FHIt MY ESEH B2 &0 HIANEX] HETH EH0 OHIIH FHAIL.

oAl (@) OFF S St XM 2t 20| TIX| 24U

Tips for Colorectal Surgeons X|® ==9| XX 2X| & Of

K|GH2 s A| HEOE HTY TP S EIAFQ] AMEH oo @

K|SHAZ T BN EFL ZIAAT|E DI oo

Delayed Wound Healing after Hemorrhoidectomy e 4)

ﬁ_?lsl:ll._*r_l _'C')'_ I:l_ll_l'AoH jl._(‘?cl_} %%:_ %H:iod%:_gl qll:lol'ﬂ_l- xlE .................................................................. @
ST AIEX|Y : Early Colorectal Cancer

Eorly Colon Concer Keys for |n|1‘|0| Theropeuhc Plon ........................................................

Early Colon Cancer: Post—Operative Staging and Follow—up Results

Early Rectal Cancer: Endoscopic SUbmMucosal DiSSECHON e 4

Early Rectal Cancer: Transanal ExCision INCIUAING TEM e

_ch_jl Ea;g?:rg' %EI .............................................................................................................................. @
Luncheon Symposium

XM MZE XIF R -ALTA(KIZ)E BE T KTRE o
Practical Issues in Anorectal Physiology

Manomeh—y EI‘E Eltl %}6"& %86‘ ...................................................................................................

HHE_’E%%(Defecogrophv)Ql BFEH Bl IR s 4

Biofeedback a_g_ 5':' HIU' .................................................................................................................
Special Lecture

XIZO| X|2 (MY TZHKERE FAIOE) oo @)
Challenges in Colonoscopy

TIE Q1S THBILHAIZ AFRIE oo

EH%I-LHA'DS Al%o-” [[_I.% g%%.o-” EHP_I' %Hl-% EHx-I ...................................................................

CHRLHAIZ A ':-o_zx|j| M B B o 4
Controversies in Anal Diseases

A0} %_Eg'c__c”%%:m K29 HETEX|T L FTA|T| e, 4)

Chronic anal Fissure: Chemical vs. Surgical Management e, @)

_'U"_%I-e_l?l_ Ilggl USEI”- EUOHO” EHUI_} AHE_& jHII—ZIHILI- —JF%E ......................................................




20094 S BB ERY Ao BIMH

OHIORILITN
Ol IR YAIE HIZ FIIOI YT LM 157 FH|S Qo) HIXIZE LFOIIX LUCL
EIAL AIZHS LHAIO] BT HEE Z0H F=A17| HIZI0 SIS BIHE 2520l So1FH 2.

MOl Bfe MITE HIRILICE

ZF NI MY ESN S TEO| HUEX] HETH S0 OHOI FHAL.
ClIAl (@) OFF S 4 dX 0 [4) =&0] =IX| SsUT)

Update for Colorectal Surgeons : Oncology Review

Follow—-Up Guideline after Colorectal Cancer RESECHON - v rreereeieeieeeeciecee e

Optimal Treatment of ANGE CANCET - wvoreeeeeeeee e

Role of Lateral Pelvic Lymph NOd@ DISSECHON - rrvvrrrrerrrrisriiiiie

Neoadjuvont ChemoTheropy for Hepoﬁc Me1ostoteefomy ..................................................................
Luncheon Symposium

Management of Chronic CONSHDOTION «---xreersersmririiii
Practical Issues in IBD

Pouchitis after Restorative Proctocolectomy

ANGI CIONN' § DISEQISE -----vrervrerrrermememeiemeie e

Monqgemem’ Of Fi81u|0rizing Crohn's DISEQASE  «rrrrrrrere
Special Lecture

Inherited Colon Cancer: Surveillence and Genetic TESHNG ---rwrwvvrrermesnrisci i
Challenges in Laparoscopy

Hepoﬁc & Splenic Flexure DiSSGCﬁOﬂ ........................................................................................................

Rectal Transection ANA ANGSTOMIOSIS «----«---swrrrrrrrrremrmmmeieieee e

Alternative Routes for Specimen Extraction: Transvaginal/TranSANQl -,
Controversies in Colorectal Diseases

Corcinoid: 0phm0| Treo’rmenf Gnd Fo”ow_up .......................................................................................

The Role of Radiotherapy for T1=2 ReCtal CANCET - rrerrrermrrriieiiiciiii

Liver Metastases: A New Strotegy with ‘Liver First Approoch‘ ................................................................

CNRENE

()

) B

) B

) ) ()




Al

OH
KIl

Al

0K
KIl







Al

0K
KIl

Al

0K
KIl







