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2. Incidence of hemorrhoids during pregnancy
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3. Symptoms & Treatments
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intractable paine &A43F 4L, 88%2A7} protrusions, 80%2 A7} bleedings + 4
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complications of episiotomy, premature labor, poor wound healing 5% A4S
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Solitary rectal ulcer syndrome
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1. Konishi T, Watanabe T, Y Takei, et al. Cap polyposis: an inflammatory disorder or a spectrum of
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A] 74 8} 5] 2] 2003;24:302-306.
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Med 2009; 48: 2009-2013.
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1. Ulcerative colitis
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Rectum involved

Diffuse erythema replaces usual vascular pattern
Mucosal granularity frequent

Mucosal friability occurs

Ulcerations always in areas of mucosal inflammation
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Eo] s S, HlAdEA, vt Ao R Fagit
Rectum often normal
Asymmetric and discontinuous disease common
Discrete ulcers may occur in normal mucosa
Linear ulcers common
Mucosal friability unusual
“Cobblestoning” often occurs in severe cases
2te xie
Endoscopic Finding UI{:ETE‘S.I‘I\-’E CTUhﬂ’S
colitis disease
Involvement
Distribution Symmetric Asymmetric
Perianal lesions +/- +++
lleal involvement +/- +++
Rectal involvement +++ +[-
Discontinuous - +++
Mucosal change
Granularity +++ -
Friability +++ +-
Loss of vascular pattern +++ -
Skip lesion - 4
Cobblestone pattern - +++
Mucosa surrounding ulcer Abnormal Often normal
Ulcer
Longitudinal +[- i
Aphthous +[- +¥F
Shallow, geographic e +[-
Fistula, fissure - ++
Stricture +/- ++
Inflammatory polyps ++ ++
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Luncheon Symposium

Standard hemorhoidectomy vs PPH: Is an issue remained in the long—term?

Yasunobu Tsujinaka, M.D.
Tsujinaka Hospital, Coloproctology Center, Chiba, Japan

Background: PPH has achieved as an option of the surgical treatment of prolapsing hemorrhoids.
Less postoperative pain and shorter convalescence are great benefits, but questions remain in the
long-term outcome. Objectives: From 1999 to 2008 consecutive patients with three dimension
hemorrhoidectomy(LE) or with PPH were selected to compare the cumulative outcome after surgery.
Methods:. Prolapsing hemorrhoids were divided into three grades, according to their size of pile; XL
=3cm, L =2.5cm, and M<2.5cm. Recurrence or retreatments were counted to compare the
cumulative retreatment rate and patient satisfaction rate by each size of hemorrhoids underwent LE
or PPH. Results: LE had 319 of M, 220 of L and 111 of XL. PPH had 473 of M, 522 of L and 135 of
XL. In the LE group retreatment rates were 6.3% in M, 8.2% in L and 4.5% in XL. On the other
hand, in the PPH group, retreatment rates were 7.6% in M, 7.5% in L and 10.41% in XL. Therewas a
significant difference in XL between two procedures. Patient satisfaction showed no difference
between both procedures and size of hemorrhoids. Conclusion: PPH is sustainable in the long term
compared with conventional hemorrhoidectomy except the case with which a size of hemorrhoids is
larger than 3cm.




Room I

Luncheon Symposium

Rl
oll

ol
pe

ol A PPH2| L}

ol
Kl

F

p©

M

o

AAAA o= de] Al

il =<

9|

222z0] 24 PO & Longod] ¢

M
oH

s

3 Qe e Wolth 2001 E=5E f-2vete] =9E PPH &

Z

hig

oA 714 AEHe

o
'1:‘

~3

Gl

Z

25F5

ak
2]

5

o =+

Fal, 20104 AR7EA] o

T
B! ol

TR

ol
.]

el

7hgi},
)
g

>

o <F
my =

A
ol
HoB

j—

0 —~
o=

& <

o m

201049 79 19 B¢ AEA v PPHE DRG

ki

)

MZL PPH A& Aot

FH, E

1. Pruritus ani(’g

=

9} o4}

o

of
Njo
0

4
A
__OO

)

F=AFY, Triamcinolone &

= A=K Methylene Blue ©53]35

o]
5 U AR o] o

HA ko

5

g

Lidocaine &

Zlo] Aol

7} gleps

gl

Y A EY

=
=

o

H
i\l

| A 7= Ao 3

A5




T H

$= mieol M PRHEl Ciereiyxig (D))

Aztel Aol oalw, 2005UEE 2009A7FA] FEAGES FE2Aoa YWHAS A} 709
(/o] Au=45/25, LYZ Ht X]’\A]ﬂ- 3.39)& "o = PPH

2 N7 A EHbek S A= 41 (58%), % Triamcinolone injectio Y

= 443(63%) oIt =& & 9‘33(13%)4 ghxfo A Aol Apskl e, Bt AN 71
6.5 71 olqlch, At = =

- o]

=
ELEE) w79t glole

o
el
of

Shafo Al F27}&2 Triamcinolone injection

=

fe3
T
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i o 7k ghakel o] Heof mjx]= Gl digt H7h= ‘ﬂﬁuﬂoi of gttt

Ay Hueh 22 Vled Al digt A A, Fof e dEAE AST =M,
Amel AyE BAY = AL, FE Fedeoly ved deke val Aol A= AR
Aol Uit dEHfd HE o5 5 WS @AM wifv]s o7t s, whebA 2k
o e Y A AR e Ao A= Ao ARE AEsy] fside S Aot o
A AR = 5 iAo o] HrhrE Hapolnh?

olefet 75 ool tigt H k= diFE A4zt dtAtel &ste] vhE ol A Aol sk o]
FOAL QlofA EEkE ol §laL, Ao EAI7F ok BIEskaLAl sk Sy 7ls ol
el AEAlE AdEsteof stal, B A4S S8 A5H =8 ARSShe Zlo] Bha A sttt
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gFEEoF Aol A wol dgH, A5 A= 7

1. 8583 Bt +

1) Wexner Score4(CCF score): 37FA] e HAFI} 2714 A=o] Wato] st RIE =

W )3 e P4 g

Type of Frequency

Incontinence Never Rarely Sometimes Usually Always
Solid 0 1 2 3 4
Liquid 0 1 2 3 4
Gas 0 1 2 3 4
Wears pad 0 1 2 3 4
Lifestyle alteration 0 1 2 3 4

2) FISI(Fecal Incontinence Severity Index)” : ASCRSO|A 7§t =+-=2 27} zhzte]
of thell @®¥stil, Reference journal®l aTst= 4b= Q-&sto] AARtcE 0o A 61744

’

o
[e]
G b S 93 ol 248 % A4S vehit
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Zorhgg;ﬂm OnceaDay Zorl;/l\irlgl('lmes OnceaWesk 1to'a;'r|]tr2esa Never
Gas 12 11 8 6 4 0
Mucus 12 10 7 5 3 0
Liquid Stool 19 17 13 10 8 0
Solid Stool 18 16 13 10 8 0

3) FIQL (ASCRS Fecal Incontinence Quality of Life scale)” (Appendix 1)
ASCRSOI A WAE ghe] 419 42 Hrpstr] 9lstol Aaal w72 2979] Safo] 4749 2
=5 AR A4e) £33 191A élxq(l"‘irf%;L 1& 5, @ 4= 6)ox des W7z, 2 A= Y

Frel Wate Potel wlmdttt A4t 248 s%ol

M
001'

2. #HH It

1) Patient Assessment of Constipation—Symptom Questionnaire (PAC-SYM)"?
HH] Sl ek Brtetw e AEAR, 12709 o2 A ok 2t E3el of
sto] QoA 4f o ® HJ4F wi7]aL, 470] 4k F74oltt

How severe have each of these symptoms Absent Mild Moderate Severe | Very severe
beenin thelast two weeks? 0 1 2 3 4

1. discomfort in your abdomen

2. pain inyour abdomen

3. bloating in your abdomen

4. stcomach cramps

5. painful bowel movement

6. rectal burning during or after a bowel

movement

7. rectd bleeding or tearing during of after g
bowel movement

8. incomplete bowel movement, like you
didn’ t “finish”

9. bowd movements that were too hard

10. bowe movements that were too small

11. straining or squeezing to try to pass
bowel movements

12. feeling like you had to pass a bowel
movement but you couldn’ t (false darm)
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2) Patient Assessment of Constipation—Quality of Life Questionnaire (PAC-
QOL)” (Appendix 2)
W] el ghel A grieatR e HEAR 28

w7 AL, e W4Tk e sl W& vrehdet
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3.5 ¥ Hi¥JIT BT

1) Memorial Sloan Kettering anal sphincter function criterialQ: @& ZeFto] ok

Kl 7% ot 9jef Alg-gict,
Score Functioning
Excellent 1-2 bowel movement per day, no soilage
Good 3-4 bowel movement per day, and/or mild soilage
Fair Episodic >4 bowel movement per day, and/or moderate soilage
Poor Incontinence

2) Evacuation scorell: 004 287k2]9] gr& 7 4= 2Ll gho] 245 W& Vsl F+=

S ejujsie},

4 2 1 0
bowel movement/day 1 3 4-5 >5
sensation of incomplete evacuation
necessity to return to the bathroom < 15 min
ability to evacuate completely < 15 min
ability to defer evacuation > 15 min Never Often Sometimes Rarely  always

use of laxatives and/or enemas
use of medication for retarding transit

3) MSKCC Bowel Function Instrument”(Appendix 3)

A%t e 5 iAo FrhE e AU == 18709 &l 3709 subscale:
Frequency subscale(Q1, Q5, Q8, Q9, Q10, Q11), Dietary subscale(Q2, Q3, Q13, Q14),
Urgency/Soilage subscale(Q15, Q16, Q17, Q18)¥} 47§¢] individual items(Q4, Q6, Q7,
Ql2)ew A=l Qtt, 7} o Hol| wef I~58 02 {45 A, subscale M2 H4bst
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4) AABFAGEA s & i 7]s Frpe

A AEAGAAE & 75 B7hs oresland GOl Akt AEA7F ARSHT AEA =
F70 8l opk wi Sl wfA] = AR, 3 Y oph HMids Ak, s e, S
A=, AAAIRE, SFEAREol el 97FA 9] VA et St dEE AFel A ool 1)
Al QA W 2T 4o Maes 00l 4oz HaE wi7]aL, 490 U Vlse H
ERdH T

4, THXOCl(generic or global) &2 & FIIER

AR

AnkAel 4o A5 %
QLQ-C300]9)t},

1) EORTC QLQ-C30 & CR38/29 (European Organization for Research and
Treatment of Cancer Quality of Life Questionnaire Core 30 and Colorectal module
38/29)

EORTCollA oFgbxte] arel A2 F7ishr] fsf 7t =42 &5 4 w3el C30y; 2
Ha2 e module® FAHECH C30(33H)2 30719 E&o] 5702 7159 IE&(physical:
QRl, Q2, Q3, Q4, Q5; role: Q6, Q7. cognitive: Q20, Q25; emotional: Q21, Q22, Q23,
Q24: and social: Q26, Q27), 3708 SAY Y+ F(fatigue: Q10, Q12, Q18; pain: Q9,
Q19 and nausea and vomiting: Q14, Q15), 1712] Axkz ol 4ro] A B3HQ29, Q30)7} 671
o] 7| F3l(dyspnea: Q8, insomnia: Q11, appetite loss: Q13, constipation: Q16,
diarrhea: Q17, financial difficulties: Q28)° & A=, A9 A& fa 7is

7bob= AEAREE MOT SF-363 845 98 7iEE EORTC

e

off
rik

09& Mo
[e)

module?l CR29+= 29709 w&ol 5719 7|eA =t 18719 SA4A=E +A4%H. 2 3=
EORTC scoring manual(Bﬂ)Oﬂ et OollA] 10008 gHiksto], e Hlugttt, 759 <
o ARkl 4ho] A Rk gro]l 4% 22 VleS UsH L, SAYYRT dol 245
eSS YEld ot www.eortc.be/home/qolol Al el S=5HAE AAHA ARG 4= Q)
3, C30% CR38L 3t WJHo] Qloy 2009\ K A8-317] AJZHgE CR29% of# 3t W
ool ik,

2) MOT SF-36 (Medical Outcome Trust 36-Item Short Form Health Survey
Version 2)

Z 36709 E&o] 871A9 Hmg PRI 27 4709 HE7E AA YA (Physical
Component Summary: PCS)¥ A4l (Mental Component Summary: MCS)E 43},




AA G 32 physical functioning(PF), role physical(RP), bodily pain(BP), general
health(GH)2 F+AE 1, HAAGIEFLE vitality(VT), social functioning(SF), role
emotional(RE), mental health(MH)Z A%t} SF-369 &34 127/E HghA HH=
SF-12= i A7 B 9ol & 4= ek 7} £3ko] it ¥®¥2 scoring manualel
et 0ol Al 100 & Yepar, 78 A w9 Zafof ek Hitghs Foto] Btk H4rt =
L= A7k Al S L]—E]—Lﬂjl A AFolof 3t Ay

T Q. http://www.sf-36.como Al AEL 13k 4= Qlar Sk welko] Qi)

Ho o

Zt(norm—based scoring) 22 EH3}= 7

S LHO| HY ol BB Q1

sl A e v ol ofl tiek A7) wol A= Aok, vl Frtol gt wEohd kA7)
QlaL, e=rofl A thE o= e =hE oes] WA AREShal e Aol ol#eh A
A e A 52 dolet 295 Wsh] wiwell, &2 AEAeaL A8 Aol &ol7t
W= T 0‘01 ZF dofel Zafoll Aghet AEA7E A Eofof gt ER, o] & Rt A 2
o wehdolA thE dol& AT E HSH =t Soll Wik AAE Ak, oY kA
== %4_51011 mtet Rh2 = WSkl dh=lel AEste] I Bty agde rkeke At ¢
Al =] ofoF gttt

A W gy AT NABgI gRbtel BY gt wejEe YA

(psychometric) ¢l W& HE0k= A BP o r o|Fojx|aL, ofefje} T Hapr)p H Qs)r),

1. e EXHTranslation procedure)

D) AAAZEE 2 ARGl Yt 57HE S S5et

2) Qﬂw(forward translation): Y& AFEE oj2 HAsI= HAHO R dhFo] Lafoo]

A5 A
gy (backward translation): ¥
HA gh=ol 553t Are 27 o] = gkt

A2} S v, HESH] 39 o]l A 7] o] efgh g S HHERkt
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Ale A-t(pilot testing): 10-15%& WA O = Al Agotal, ot W= 3p4olrt
6) & WHorE o4
2. HOI=0| {8 FAET & (psychometric) 217 or cross—cultural validity study

Ay e Aol 2 Agslo] W E o] Al E (reliability) W EFYE(validity) & A5sH=

D) AFE .

@O HA-AHAF A2 = (test—retest reliability) or Al ¥4 (reproducibility)

HHE HAbo Al AR|5l= A7 Yo = A& H7tels 2O R, Pearson A AF(r)E T-3l1A]
r& =104 19] k& Zh=th. 004 Hold a5 BAVE Zhstar, ol A, S50]

AL ottt

¥4 (internal consistency)

(domain or subscale) Wo| HAREE =] A 84w FAAE I=A& 78}
Cronbach’ s a A5 AlAFste] 0.7/ olw W4 &3

= A A7 FA5H AL ke 2SS, Vs, A A ) AwAe Autrt A A e
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T % Btg = (construct validity): %+ %= 21719 #*=(domain or subscale)®} 43t
sajstel 1 Wabo] &st: HE Ul &k ot HEeh AWWAZ At Aow
convergent validity(correlation between item and its own domain)®} discriminative
validity(item—domain correlation vs item—other domain correlation)® -/ ¥t}

@ 544 A#E gg=(concurrent validity) or criterion related validity

7129 A5 ZFE(gold standard) e AHTAE 45k A,

® AF4 g E(clinical Valldlty) or 4859 Elgd % (known group validity)

Ao R A FREEE T 2 AEs d 5 Sl AE Bk A

@ ‘?}%E(responsiveness)
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Appendix 1. FIQL (ASCRS Fecal Incontinence Quality of Life scale)

Q1

In general, would you say your hedthis:

o Excellent (5)
o Very Good (4)
o Good (3)

o Fair (2)

o Poor (1)

Q2

For each of the items, please indicate how much of the time the issue is a concern for you due to
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accidental bowel leakage. (If it is a concern for you for reasons other than accidental bowel |eakage then
check the box under Not Apply, (N/A).)
Q3. Due to accidental bowel leakage, indicate the extent to which you AGREE or DISCAGREE with each

Most of | Some of |A little of| None of

2. Dueto accidental bowel leakage: thetime | times | thetime | thetime NIA
a. | | am afraid to go out 1 2 3 4 o
b. | I avoid visiting friends 1 2 3 4 o
c. | | avoid staying overnight away from home 1 2 3 4 o

It is difficult for me to get out and do things like
going to amovie or to church

e. | | cut down on how much | eat before | go out 1 2 3 4 o

Whenever | am away from home, | try to stay

f near arestroom as much as possible 1 2 3 4 .

q. It |§ |mp0_rt<_5\r_1t to plan my schedule 1 5 3 4 o
(daily activities) around my bowel pattern

h. | | avoid traveling 1 2 3 4 o

| I wprry about not being able to get to the toilet 1 5 3 4 o
intime

j. | | feel I have no control over my bowel 1 2 3 4 o

K | can’ t hold my bowel movement long enough to 1 5 3 4 o
get to the bathroom

I. | I leak stool without even knowing it 1 2 3 4 o

m | try to prevent bowel accidents by staying very 1 5 3 4 °

near a bathroom

of the following items ( If it is a concern for you for reasons other than accidental bowel |eakage then check
the box under Not Apply, N/A).

Q3. Dueto accidental bowel leakage: SXZ?iy S:);ngarNeZa tsg?;a;r; Sﬁg?lei N/A
a. | | feel ashamed 1 2 3 4 o
b. | I can not do many of things | want to do 1 2 3 4 o
c. | | worry about bowel accidents 1 2 3 4 o
d. | | feel depressed 1 2 3 4 o
e. | | worry about others smelling stool on me 1 2 3 4 |
f. | | feel likel am not a healthy person 1 2 3 4 |
0. | | enjoy lifeless 1 2 3 4 o
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h. | | have sex less often than | would like to 1 2 3 4 o
i. | |feel different from other people 1 2 3 4 |
i The ppssi bility of bowel accidents is aways on 1 5 3 4 ;
my mind
k. | I am afraid to have sex 1 2 3 4 |
[. | | avoid traveling by plane or train 1 2 3 4 o
m. | | avoid going out to eat 1 2 3 4 o
N Whenever | go someplace new, | specifically 1 5 3 4 o
|ocate where the bathrooms are

Q4 : During the past month, have you felt so sad, discouraged, hopeless, or had so many problems that you
wondered of anything was worthwhile?

1. o Extremely So - To the point that | have just about given up

2. 0 Very Much So

3. O Quit aBit

4. o Some - Enough to bother me

5. o Alittle Bit

6. o Not At All

Scale scoring

Scale range from 1 to 5, with a 1 indicating a lower functional status of quality of life. Scale scores are the
average (mean) response to al itemsin the scale (e.g., add the responses to all questions in a scale together
and then divide by the number of items in the scale. Not Apply is coded as a missing value in the analysis
for all questions.)

Scale 1. Lifestyle, ten items: Q2a Q2b Q2c Q2d Q2e Q2g Q2h Q3b Q3l Q3m

Scale 2. Coping/Behavior, nineitems. Q2f Q2i Q2] Q2k Q2m Q3d Q3h Q3j Q3n

Scale 3. Depression/Self Perception, seven items: Q1 Q3d Q3f Q3g Q3i Q3k Q4, (Question 1 is reverse
coded.)

Scale 4. Embarrassment, three items: Q21 Q3a Q3e

Appendix 2. Patient Assessment of Constipation-Quality of Life Questionnaire (PAC-QOL)
The following questions are designed to measure the impact constipation has had on your daily life over the
past 2 weeks. For each question, please check one box.

The following questions ask about your
symptoms related to constipation. Notat al | A littlebit | Moderately | Quite abit | Extremely
During the past 2 weeks, to what extent 0 1 2 3 4

or intensity have you---

1. felt bloated to the point of bursting?
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2. felt heavy because of your congtipation?

The few questions ask about how
constipation affects your daily life.
During the past 2 weeks, how much of
the time have you---

3. felt any physical discomfort?

4. felt the need to have a bowl movement
but not been able to?

5. been embarrassed to be with other
people?

6. been eating less and less because of
not being able to have bowel movement?

The next few questions ask about how
constipation affects your daily life.
During the past 2 weeks, to what extent
or intensity have you---

7. had to be careful about what you eat?

8. had a decreased appetite?

9. been worried about not being able to
choose what you eat (for example, at a
friend’ shouse)?

10. been embarrassed about staying in
the bathroom for so long when you were
away from home?

11. been embarrassed about having to go
to the bathroom so often when you were
away from home?

12. heen worried about having to change
your daily routine (for example,
traveling, being away from home)?

The next few questions ask about your
feelings related to constipation.

During the past 2 weeks, how much of
the time have you---

13. felt irritable because of your
condition?

14. been upset by your condition?

15. felt obsessed by your condition?

16. felt stressed by your condition?

17. felt less self-confident because of
your condition?

18. felt in control of your situation?
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The next questions ask about your
feelings related to constipation.

During the past 2 weeks, to what extent
or intensity have you:--

19. been worried about not knowing
when you are going to be able to have a
bowel movement?

20. been worried about not being able to
have a bowel movement?

21. been more and more bothered by not
being able to have a bowel movement?

The next questions ask about your life
with constipation. During the past 2
weeks, how much of the time have
you...

22. been worried that your condition will
get worse?

23. felt that your body was not working
properly?

24. had fewer bowel movements than
you would like?

The next questions ask about your
degree of satisfaction related to
constipation. During the past 2 weeks, to
what extent or intensity have you been---
Not at al

25. satisfied with how often you have a
bowel movement?

26. satisfied with the regularity of your
bowel movement?

27. satisfied with the time it takes for
food to pass through the intestines?

28. satisfied with your treatment?

Appendix 3. MSKCC Bowel Function Instrument - Draft 1

Over the last 4 weeks, how manybowel
movements do you generaly have in 24 hours?

Bowel movement/24 hours

Over the last 4 weeks -+ -+ -

Always

Most of
thetime

Some
times

Rarely

Never

bowel movementsin aday?

Do certain solid foods increase the number of

]

]
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3 Do certain liquids that you drink increase the
" | number of bowel movementsin aday?
4 Do you fedl like you have totally emptied your
" | bowels after bowel movement?
5. | Doyou get to the toilet on time?
6 Do you have another bowel movement within 15
" | minutes of your last bowel movement?
Do you know the difference between having to
7. | pass gas (air) and needing to have a bowel
movement?
Have you used medicines to decrease the
8. | number of bowel movements (drugs like
Imodium®), Lomotil®)?
9. | Haveyou had diarrhea (no form, watery stool)?
Have you had loose stool (slight form, but
10.
mushy)?
Have you been able to wait 15 minutes to get to
11. | the toilet when you feel like you are going to
have a bowel movement?
12 Have you been able to control the passage of gas
"] (an)?
13 Have you limited the types of solid foods you eat
" | to control your bowel movement?
14 Have you limited the types of liquids you drink
" | to control your bowel movement?
Have you had soilage (leakeage of stool) of your
15. .
undergarments during the day?
Have you used a tissue, napkin, and/or pad in
16. | your undergarments during the day in case of
stool leakage?
17 Have you had soilage (leakage of stool) of your
" | undergarments when you go to bed?
18 Have you had to alter your activities because of
" | your bowel function?
3 subscale:

Frequency subscale (Q1, Q5, Q8, Q9, Q10, Q11)
Dietary subscale (Q2, Q3, Q13, Q14)
Urgency/Soilage subscale (Q15, Q16, Q17, Q18)
4 individual items (Q4, Q6, Q7, Q12)
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Anal duct ligation with muscle closure in treatment of anal fistulas

1z

Ligation of intersphincteric fistula tract =

2007¢ E=19] Rojanasakuloll &3l A& A7RE wholth, o= okl o] dokt Afo]
£ dhejsto] JEoks W S 2 A intersphincteric space| &4 sk & F2 F At
OojAF R elEeflE FHiL S0 FEZMAI a2 FfEleto] T 2= Al7IStAL AYE
Aok Edolth(Fig. 1), 1= 18 o] &5 o= Hastelon 137 A9 Hofd
USRI 4 YO 9] TS, 22l 199 EertAd ARolA Al 2 47
226 F 24 94.4% oA g0l AFEHAL A9 HFLHEE AT 1HAM FdAF7F
Aofetles Haskirh, E3F o] WS Hofto] AE EAS FA etk sho] AAEE
total anal sphincter saving technique ©|2til @} L I4S Wil 9l %ot

o ] [¢]

Az o] £Ag HgT BHSol HuEI Qi b

LIFT €44 #A&3stHA Fao tsto]

coring outZ Al&stglon T17o] F3o

A7 ol qlol wAE 4 gl o [

& o= 9 o avzolztal sk L ol '-m
ehH | Bleier 5 3979 SHAH(HoF1t

P 1Y, ForddEd 359, TordAd 14, Fig. 1. LLFTA] &




AR oW)eld B £42 A8sglon] thE A7Ee e B 205(0~587) e vlw
20 717k oro] 2ATEE Bako] 39WO) B4 F 5TRol A Sdo] ABHoIU LS WISt Sle

Anal duct ligation with muscle closure =24

ALMC 412 WA u70] 9125 2helsta 1 W
of qhrele] B L ANS wE] EHFo] me

R

AH(Fig. 2). Y& primary duct’} =
of 7ls7t Hutell 7Al 2 & Aobshal(Fig. 3) W
Al S WEefs Hal okt A A aeEe] 8t
de olgste] dototA ddas HASL W & ozt

TFR5E QIR Y] F82 coring outdho] A AT
eN

it
=)
oY,
>
Hu
el

o M AaE AASHL T W AR ES S
BRALE ol §3to] FETIL YRAAYS L&A BF
=0

Fig. 3. Primary duct 2 % 2 #th




=

1}
Zloltt,

SRsls

A eks 4w g e 4

1o

st

°

Qo)
=

17} che 2

A

S
= A9 5

Bl

A

°©

o) Fejofl wel 1 9|

=
T

primary duct® ¢

=

o

kel Helzt gol
J

FA] AL A]

=
T

A

A

o]
9] cryptoglandular theoryell 27

3T

71

=
T

Anadl duct ligation with muscle closure in treatment of anal fistula

|

S
of ol® Fejo

1
U

1] o

°

A

o §1=

o

B} szo] &7 wef Bre7h 2 A o]

A

gu T o oK N o R T oMl X N
R Wy FEP TR Ty og D
LTMWMW__W,‘JH ATEMUIAHNLOE oLaﬂﬁEE
=x © N H yogwheape Pxogg
N =% 9% Toon B K gl o oF g %
T o W X TR T XA g Xy
WK T W TN owoo B F o o
Lto_emﬂﬁﬂn oy WA T %o T o=
B oan W o W — T o B Y T =
. el o B o 7 W E
= = T o C_Awlmxu;dumﬂ_d T o= ot W
R G- Tiyn
o= v B0 L ~r ] = o NI
SR g e ® g oo |
W n DT TN M HE o F oo g D
2725k B lHs ga®® Er©
o8 g Mo z7_d]72¢.ﬂ1__/| qrhﬂo&r
T oo YT s R E
- N LJW LIL ATE O_l Z‘t . :.L L# ﬁ L.U ﬂDI
T rEslrdEoET R

BT T g nhERwik T
i R DR S
®»_ 57T ° %ﬂ%7%?£i@7
S IR NT o W g TR
T B oX %o oS SR M o K A T
T Eo g D G R
® N e & 0OT ©

T e B = N %@ mamﬁﬂ%_d
]lm..ﬂeﬁe] d:_egﬂﬂﬂw‘_Mﬁ lo‘qorﬁoﬂil
moLﬂHMMM ﬁﬂmmﬁmx&ﬁoiﬂﬂoﬂ%@ﬂe
L_owﬂ%wVSAE %AﬂoETO_WJMﬂdIﬂEOTmW
N = X hilN oV - X o = . G o= m N
~o U ~ e o o, ﬂlilonﬂﬂ,.rq
M Ca W Aﬂ__o_s{uuuﬂ% utmﬂ;o_pe

mﬂmﬁA_o%mAd‘ T o N of ERC ;A =
N L T W o TP H T g dgF
oo N o X YTEdTFE g WIS
LN IR of o < H AP TR,
T H LR RS - Wi N N -
7T oo N RN o Mooz oo W T R OB R T
T OH oW X o T AT o I B

.

o)L
1o

A7F = A

1

o

)

& u) Abw) o] Wojx|i
slol e A

>

=~

A

primary duct&



BE oA 242 e} A7E 49e Aeetn B 27 BAuas 29 fal
AW weE] Bl AAHQl Rere A AR 245 ZHte] ETLS o &3
D8FAEOIY WAL 5 AT FER V)% £ 2l el Rgsee 4
%9 AFsto] $hE ol Mol s ALMC $42 24 7herel e esirizd] WA ojos Lo
FEPo] V)% £4e AasEaA ARE Sds] Agela g At Hashels A
A0 BAg Telgthd ALMC &40] B X5o] frdrol 9ol 714 Akt £41Y Aoleta
Q7Y grom o We Zdle Al st Aws BasAAY BT 4L 68 gesieia
1AS A7) e e A e ofof 8 Ho|r}

Sty

1. Rojanasakul A, Pattanaarun J, Sahakitrungruang C, Tantiphlachiva K. Total anal sphincter saving
technique for fistula-in-ano; the ligation of intersphincteric fistulatract. JMed Assoc Thai 2007;90:581-
5.

2. Matos D, Lunniss PJ, Phillips RKS. Total sphincter conservation in high fistulain ano: results of a new
approach. Br J Surg 1993;80:802-4.

3. Shanwani A, Nor AM, Amri N. Ligation of the intersphincteric fistula tract (LIFT): a sphincter-saving
technique for fistula-in-ano. Dis Colon Rectum 2010;53:39-42.

4. Bleier JIS, Moloo H, Goldberg SM. Ligation of the intersphincteric fistula tract: an effective new
technique for complex fistulas. Dis Colon Rectum 2010;53:43-6.




1. Recent dignosis and treatment for complex fistulas

Yasunobu Tsujinaka







Im
Mg
oy
re

Recent diagnosis and treatment for complex anal fistulas

Yasunobu Tsujinaka, M.D.
Tsujinaka Hospital, Coloproctology Center, Chiba, Japan

Anal fistula is common but not always easy to be cured even in coloproctology clinic.
Surgeons should know the pathogenesis and classification of anal fistulas. There have been
some issues in the adequate management of complex fistulas. Imaging anal fistula
preoperatively to detect tracts and internal openings is vital for appropriate treatment of
complex anal fistula. MRI is expensive equipment in proctology clinic. but we can get a lot of
useful information from MRI. Especially, in a case of high fistula-in-ano, MRI can show
objective images how fistulas spread. We can take out the primary focus and put setons
effectively. On the other hand ultrasound(EAUS) is a simple and inexpensive alterative that can
demonstrate anal fistulas and local extensions. In our clinic, three type of ultrasound
equipments are used at the same time for an accurate diagnosis of anal fistulas. They are linear
percutaneous probe, linear peranal canal probe and peranal canal radial type of probe. Accuracy
rate compared with the finding of the operation of anal fistulas is up to 98%. High blind inter-
sphincteric tract and pelvirectal tract are the case of misdiagnosis. Operative therapy for
complex fistula is aimed to cure fistulas shortly, reduce rate of recurrence and prevent anal
incontinence. Sphincter preserving core-fistulectomy with closure of primary opening should
be more preferable than seton complex and Hanley’s lay-open technique.
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Why LAGB Should Be The First—Choice Procedure For Obesity Surgery?

Sehoon Kang
Seoul Medical & Surgical Clinic

Abstract

The Laparoscopic Adjustable Gastric Banding(LAGB) procedure had been performed al over the world
since the 1990's. LAGB was approved by the Korean Food and Drug Administration (KFDA) in 2004 and
doctors in Korea have performed over 1000 cases of LAGB in Korea since then. The percentage of
obesity(BMI greater than 30) is about 3% in Korea. The bariatric procedures for those obese patients(BMI
>35 or BMI greater than 30 with co morbidity) include gastric bypass, sleeve gastrectomy as well as LAGB.
Among these, LAGB should be the first choice for obesity surgery because of its minimal invasiveness,
adjustability and easy technique. There has been no mortality associated with this procedure in Korea. The
outcome of weight loss and diabetes are almost equivalent to those of the RNY Gastric Bypass. It is
recommended that a patient with a BMI greater than 50 should undergo gastric bypass. However, patients
with a BMI less than 50 should consider the LAGB because the results are similar to that of the gastric
bypass, and it is safer than the gastric bypass.

Infroduction

With over 500,000 |aparoscopic adjustable gastric banding(LAGB) performed worldwide, this procedure
has proven to be safe and effective. LAGB is minimally invasive and eliminates the need for gastrointestinal
bypass of normal digestion and drastic stomach stapling. For this reason, LAGB has become the first-choice
procedure for obesity surgery. Previously, treatment options for obese patients comprised dietary,
pharmacological and/or cognitive interventions with generally poor results, or major surgical procedures
such as Roux-en-Y gastric bypass or duodenal switch operation which were associated with significant
morbidity and mortality. Here, we provide an overview of LAGB with respect to its development and
clinical outcomes.
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Mechanism of LAGB

The Adjustable Gastric Band is a hollow band made of sylastic. The band is located around the upper
portion of the stomach to create a small stomach pouch. This pouch initially holds 2 ounces of food, but will
eventually hold 4 to 6 ounces. The upper portion of the stomach is now restricted which results in a longer
lasting sensation of being full because the nerves, located in the upper area of the stomach, signal the brain
that the patient are full. The band further works by slowly alowing the food the patient eat to be released
into the lower portion of the stomach for digestion. A tube that ends with a port attached, just below the ribs,
to abdominal muscles, is then attached to the band. The port's purpose is to provide access to the band by
which saline can be added slowly filling the band which causes increased restriction of the stomach. LAGB
can be reversed if necessary, and in time, the stomach generally returns to its normal size. Gastric banding
does not interfere with food absorption, unlike gastric bypass surgery. As a result, vitamin deficiencies are
rare after gastric banding.

History and development

The perent devices have evolved in three phases. Initially, a fixed band was placed by open operation.
Materials such as Dacron and Marlex were used. The concept of adjustability followed. This concept was
originaly develoed by Szinicz and Schnapkai in 1982. Lubomyr Kusmak? reported on the clinical use of an
adjustable silicone gastric band via open surgery in 1986. The First human |aparoscopic implantation of the
Lap-Band®(Inamed Health, SantaBarbara, California) was performed by Belachew and Le Grand? in 1993.
Independently, Hallberg and Forsell® in Sweden also developed an adjustable gastric band, later known as
the Swedish Adjustable Gastric Band(SAGB) and, more recently, as the REALIZE™ band(Ethicon Endo-
Surgery Inc, Cincinnati, OH) Both the original Lap-Band_ and the SAGB have undergone considerable
modification; the latest models have largely eliminated the earlier problems related to tubing fracture and
leakage. Other band manufacturers have now emerged, producing devices of their own, including the AMI
Band(Austrian Agency for Medical Innovations Ltd),the MIDBAND(MID, Lyon, France),
BIORING(Cousin, France), and the HELIOGAST (Helioscopie, Lyon).

Current frends in LAGB

There has been an exponentia growth in the application of the LAGB for the treatment of obesity(Fig. 1).
In 1998, approximately 2,000 gastric band procedures were performed; by 2007 there had been an
approximately 50-fold increase to 100,000 procedures worldwide.® There are wide variations in the use of
LAGB: in France it is estimated that 87.3% of bariatric procedures are LAGB; in Australia 96%; in the
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Fig. 1. Obesity is a Surgical Disease: Overview of Obesity and Bariatric Surgery, ANZ J Surg, 2004; 74:
200-204.: O'Brienet a

United Kingdom 50%; in the United States 23%; and in Israel 87%.% It is anticipated that the growth in
bariatric surgery will continue for the foreseeable future, with LAGB representing approximately 50% of all
procedures, perhaps 250,000 annually.

Indication of LAGB

A adjustable laparoscopic gastric band is an silicone device that is inflatable and is laparoscopically
surgically located around the upper portion of the stomach, as a means to reduce obesity. Adjustable gastric
band surgery is one form of bariatric surgery which is designed primarily for obese patients whose body
mass index(BMI) is 40 or greater or between 35 and 40 in cases of patients who have certain comorbidities
which are known to improve with weight loss, such as metabolic syndrome, Hypertension(high blood
pressure) GERD, osteoarthritis, diabetes, sleep apnea, or metabolic syndrome, among others.

Indication of Korean people

As the Asian people are more likely to have diabetes in low BMI, gastric band surgery could be Done for
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those Korean people whose BMI above 35, pr those between 30 to 35 with co-mobidities such as diabetes,
hypertension.

Preoperative evaluation

Pre operatively, patients must be carefully screened to make sure they are well aware of the benefits and
risks of Gastric Band surgery, providing one on one counseling with a dietitian, psychologist, bariatric nurse
coordinator and surgeon and providing educational materials. A history and physical examination, focusing
on risk factors for cardiac and pulmonary complications and a determination of the patient’s functional
capacity, are essential to any preoperative evaluation. Laboratory investigations should be ordered only when
indicated by the patient’'s medical status, drug therapy. Persons without concomitant medical problems may
need little more than a quick medical review. Those with comorbidity should be optimized for the procedure.
Proper consultations with appropriate medical services should be obtained to improve the patient’s health.
The preoperative preparation involves procedures that are implemented based on the nature of the expected
operation as well as the findings of the diagnostic workup and the preoperative evaluation.(Table 1)

Table 1. Preoperative evaluation for LAGB
m EKG
m CXR
m Fat CT
= |nbody
m EGD
m Echocardiogram
m Gallbladder ultrasound
m Sleep study: SpO2 monitoring

m Psychiatry consultations
m Leptin/Ghrelin

m LFT

m Lipid panel

m CBC

m Urine Analysis

m HbA1C

m FBS/Fasting insulin

m TFT
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After gastric band surgery

Patients must follow a clear liquid diet the first 3 to 4 days following adjustable Gastric Band surgery.
Failure to follow the prescribed diet can cause complications such as slippage or band erosion which may
require additional surgery. The second phase of the Gastric Band diet consists of 5 to 6 weeks of a modified
full liquid diet. The requirement of this phase is to consume liquids such as baby food or soup three times a
day. Patients may eat food that is shredded in a food processor prior to eating during the second six weeks
following Gastric Band surgery. The basic foods on the Gastric Band diet include meats or other forms of
protein, salads and vegetables. The Gastric Band diet does not include most bread, potatoes, or other starchy
vegetables. The length of these phases may be adjusted according a patient°@s personal weight loss goals
and individual weight. Complications

Adjustment

The adjustable Gastric Band, is a prosthetic silicone device that is inflatable and is placed around the top
of the stomach by means of laparoscopic surgery. The Gastric Band limits the amount of food that the
stomach will hold at any time by creating a smaller gastric pouch. The inflatable ring is what controls the
flow of food from this smaller pouch to the rest of the digestive tract. The patient will feel comfortably full
with a small amount of food. And because of the slow emptying, the patient will continue to feel full for
several hours reducing the urge to eat between meals. The band is inflated/adjusted via a small access port
placed just under the skin. Saline solution is introduced into the band via the port. A specialized needle is
used to avoid damage to the port membrane. When fluid is introduced the band expands it places pressure
around the outside of the stomach. The result is a decrease in the size of the passage in the stomach and
restricts the movement of food. Over a period of time, restriction is increased until patients feel they have
reached a* green zone” where optimal weight loss can be reached with the minimal fluid required. Thisisan
individual experience and timing cannot be predicted. After adjustable Gastric Band surgery, the patient
must get used to eating solid foods again.

The first phase of recovery usualy starts with two weeks of a liquid only diet followed by two weeks of
semi solid or pureed foods followed by solid foods. It has been reported that until they eat their first full
meal, many people say they can still eat relatively normal portions of food. The stomach needs to heal from
surgery before the first fill. The first adjustment isn't accomplished until approximately six weeks post
surgery. Gastric bands should be adjusted approximately four to six times in the first year after surgery.
These fills are done to make sure the band is not too tight or too loose and/or to encourage continued weight
loss. Band adjustments are painless, and it can be done during a regular office visit. The weight loss that
accompanies LAGB is more gradual then with some other weight loss surgeries. The patient loses about 2-4
Kg per month and will most likely lose approximately two thirds of the excess weight within two years of
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having the surgery. Since the new stomach can hold only about a quarter cup to a full cup of food at atime,
thisinvolves eating smaller meals. Individual experiences vary with food and eating after LAGB.

Complications

As with any surgical procedure, adjustable Gastric Band surgery is associated with some degree of risk,
but is overall a very safe procedure with few severe side effects. The risk benefit assessment of the
procedure needs to be done in the context of the original condition of the patient.

Short term complications may include:

Vomiting. Many patients may vomit after intake of food. In most cases this is caused by eating too much
and too quick. If eating is slow and calm, patients will learn to listen to the signals from the stomach. Eating
should be abandoned if the patient feels nauseated, has pain or vomits. Continued vomiting is a warning
sign. This can either be the result of the gastric pouch outflow becoming too narrow or by wrong eating
behaviour. This results in a necessary adjustment to the Band device. Continued vomiting should be
corrected by the physicianin charge.

Constipation. Some patients may have afeeling of constipation after surgery. Thisis caused mainly due to
the fact that the reduction of food intake leads to less faeces and it is thus normal with fewer bowel
movements. Should laxatives become necessary, it is advisable to use liquid laxatives, such as lactatulose
and abstain from so called bulking agents.

Hair loss. Many patients will suffer from increased hair loss during the first six months after surgery. This
is caused by the relative starvation. This, however, will not lead to baldness and eventually normal hair
growth will return.

Long—term complications may include:

Infection. There have been a few cases of deep infection in the abdomen requiring removal of the band.
There have also been some infections of the port system requiring removal of the port. Injection sterility is
obviously of great importance in order to minimize or avoid this complication.

Band Mitigation. Basically there are two types of bands in use. There is a Swedish band and a French
band. Migration occurs when the balloon or band migrates through the stomach wall and into the stomach
lumen. These patients regained their preoperative weight quickly. This has occurred so far in about 3% of
the cases when the Swedish band has been used. With the French band there are no migrations at this point
in time. The French band has however been used during a much shorter time frame and since migration
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usually does not occur until 18~24 months after surgery it istoo early to say which band will be the better in
this respect. Patients who have their bands filled quickly and with high total volumes have an increased risk
of migration. Filling must be slow and gradual. If certain guidelines are observed the frequency of this type
of complication will decrease.

Port Problems. There have been port problems in about 4% of the cases. There has been two types of
problems. The first is dislocation of the port. It may move around, turn up-side-down and can in this position
not be injected. Thus, it is necessary to adjust it. This requires a relatively simple operation requiring only
local anaesthesia it is nonetheless a setback to the patient. The second problem is perforation of the
connecting tube close to the port. Some patients have extra fat over the chest and it is therefore sometimes
difficult to hit the port with the needle which results in the tube becoming accidentally perforated. This
resultsin aloss of fluid, widening of the opening, and subsequent weight gain. Thisis also corrected in local
anaesthesia. The design of the system has been changed in order to avoid this problem.

Results

1) Effects on Weight L oss

In their systematic review, Buchwald et al. determined that the mean EWL% was 47.5% for patients who
underwent gastric banding and 61.6% for gastric bypass.” Tice et al. found weight loss at 1 year to be
consistently greater for RY GBP; in the highest quality study EWL% was 76% for RY GBP versus 48% for
LAGB.? In contrast to the above, several other studies have shown that although initial weight loss is greater
after RYGBP, after 2~5 years of follow-up, there is no significant difference in EWL% between the two
groups.® These findings are consistent with a systematic review by O'Brien et a., who found mean EWL%
for standard gastric bypass was higher than for gastric banding at years 1 and 2, but not statistically different
at years 3, 4, 5, 6, or 7.9 Note that thisis primarily due to afading of the effect of RY GBP, whereas weight
loss with the band remains relatively stable (Fig 2).

2) Theimpact of LAGB on typell diabetes

The impact of LAGB on type |l diabetes has been extensively reported in the scientific literature. In the
systematic review and meta-analysis by Buchwald et a., resolution of diabetes in patients who underwent
LAGB was 47.9% and the systematic review by Cunneen et al. found that diabetes resolved in 60% of
patients after LAGB.™ Improved diabetes control produced by gastric banding is probably less than that
achieved by other higher risk procedures, at least in the short-term, but it is substantially better than that
produced by the best medical therapy . Moreover, improvement in diabetic control after gastric banding is
particularly marked in patients in whom type |1 diabetes is more related to insulin-resistance than to
irreversible b-cell failure, and optimal beneficial effects on diabetes outcome might be achieved if gastric
banding is performed early in the course of the disease.*?
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Fig. 2. Weight loss result for 3 yearsin Korea

3) Our data
Since2007 we have performed more than 250 cases of LAGB in Seoul, Korea. Initial excessive weight loss
in our center was about 55% after 2 years of follow-up.(Fig3)

Conclusion

Despite the absence of data from randomized trials, there is abundant evidence to suggest that both LAGB
and RY GBP produce durable weight loss and long-term reductions in mortality in obese patients. Whilst
RY GBP undoubtedly induces greater weight loss than LAGB during the first 2 years, at 3 years and beyond
the difference appears to be much less marked, primarily due to a fading of the effect of RY GBP. Resolution
or improvement of diabetes is broadly similar, although data from longer-term studies is required to clarify
any potential differences in their relative efficacy. Early complications tend to be more marked and more
serious in RY GBP. Re-operation rates tend to be higher in LAGB patients in the short-medium term;
however, with longer follow-up, a larger proportion of RYGBP patients seem to require surgical
intervention, often for more complex problems. In addition, both procedures confer a mortality advantage
and there is no evidence to suggest that either one is more effective than the other.
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Finally, for the band patient who fails to lose weight, all aternative surgical options remain open, whereas

for the failed gastric bypass the alternatives are by no means obvious. For these reasons, LAGB will remain

our first choice procedure for obesity surgery
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Perianal skin lesion including STD and premalignant [esion
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Room I

Treatment of fecal incontinence with sphincter defect
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AJCC 7th edition guidline for colorectal cancer staging
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The most recent 2010 TNM staging classification includes a number of changes compared to the older
2002 classification.

« Subdivision of T4 lesions into T4a (tumor perforates the surface of the visceral peritoneum, and T4b
(direct invasion or histologic adherence to other organs and/or structures).

« Further substaging of stage Il into 1A (T3NO), |I1B (T4aNO0) and 11C (T4bNO) disease.

« N1 and N2 categories are subdivided according to the number of involved nodes.

- Satellite deposits that are discontinuous from the leading edge of the cancer and lack evidence of a
residual lymph node are classified as N1c disease.

- Several stage groupings of stage 11l disease have been revised based upon refinement in prognostic
stratification.

« M1 issubdivided into M1afor single metastatic site and M 1b for multiple metastatic sites.

- Although not used for staging, site-specific prognostic factors recommended for collection include
pretreatment carcinoembryonic antigen (CEA) levels, the status of the circumferential resection margin,
the presence or absence of perineura invasion, microsatellite instability, Kras gene analysis, and tumor
regression grade (for tumors undergoing neoadjuvant therapy). These are discussed in detail in the
sections that follow.

Radiographic, endoscopic, and intraoperative findings are used to assign a clinical stage (cT, cN, cM),
while assessment of pathologic stage (pT, pN, pM) requires gross pathologic or histopathologic
examination. Posttherapy pathologic staging is assigned ayp prefix (ie, ypT, ypN).

A satellite peritumoral nodule in the pericolorectal adipose tissue of a primary carcinoma without
histologic evidence of residua lymph node in the nodule may represent discontinuous spread, venous
invasion with extravascular spread (V1/2), or atotally replaced lymph node (N1/2). Replaced nodes should




N

F W\

; 2010 SN H2 81D 014 2%}
o

be counted separately as positive nodes in the N category, whereas discontinuous spread or venous invasion
should be classified and counted in the Site-Specific Factor category Tumor Deposits (TD).

Extramural tumor deposits (TD) that are discontinuous from the leading edge of the cancer and lack
evidence of aresidua lymph node are classified N1c, if al microscopicaly identified regional nodes are
otherwise negative; TD is also simultaneously recorded in the site-specific factor category Tumor Deposits.
In other situations, the diagnostic interpretation of individual TDs is left to the discretion of the pathologist
(ie, whether to classify as individually replaced lymph nodes (each counted separately and recorded in the
pN category)) or not.

Primary tumor (T)

TX Primary tumor cannot be assessed

TO No evidence of primary tumor

Tis Carcinomain situ: intraepithelial or invasion of lamina propria*

T1 Tumor invades submucosa

T2 Tumor invades muscularis propria

T3 Tumor invades through the muscularis propriainto pericolorectal tissues
T4a Tumor penetrates to the surface of the visceral peritoneum -

T4b Tumor directly invades or is adherent to other organs or structures « A

Regional lymph node (N)

NX Regional lymph nodes cannot be assessed
NO No regional lymph node metastasis
N1 Metastasisin 1~3 regional lymph nodes
Nla Metastasis in one regional lymph node
N1b Metastasisin 2~3 regional lymph nodes
Nic Tumor deposit(s) in the subserosa, mesentery, or nonperitonealized pericolic or perirectal
tissues without regional nodal metastasis
N2 Metastasisin four or more regional lymph nodes
N2a Metastasis in 4~6 regional lymph nodes
N2b Metastasisin seven or more regiona lymph nodes
Distant metastasis (M)
MO No distant metastasis
M1 Distant metastasis
M1la Metastasis confined to one organ or site (eg, liver, lung, ovary, nonregional node)
M1b Metastases in more than one organ/site or the peritoneum
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Anatomic stage/prognostic groups

Stage T N M Dukes MAC
0 Tis NO MO - -
I T1 NO MO A A
T2 NO MO A B1
A T3 NO MO B B2
1B T4a NO MO B B2
Ic T4b NO MO B B3
A T1-2 N1/N1c MO C C1
T1 N2a MO C C1
1B T3-T4a N1/Nlc MO C c2
T2-T3 N2a MO C cuc2
T1-T2 N2b MO C C1
Inc T4a N2a MO C c2
T3-T4a N2b MO C c2
T4b N1-N2 MO C C3
IVA Any T Any N Mla - -
IVB Any T Any N M1b - -
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Neoadjuvant chemoradiotherapy for rectal cancer
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The treatment of locally advanced lower rectal cancer (T3/T4 or N+) includes a combination of
preoperative chemoraiotherapy (CRT, long-course radiation (50.4Gy in 28 fractions) combined with
concurrent systemic 5-FU based chemotherapy) and total mesorectal excision (TME) as the standard of care.
Preoperative CRT has the advantage of downstaging tumor, which leads to a significant reduction of tumor
size and the depth of invasion, and possibly lymph node sterilization.* 2 These effects ultimately result in a
higher frequency of performing sphincter-saving operations and greater improvement in local control.®*
Moreover, the recent prospective randomized trials have shown that preoperative CRT significantly
prolonged the diseases-free survival as compared with the postoperative administration of radiation therapy
and chemotherapy.>®

However, there are many controversies or issues regarding this approach.

1. Clinical staging : indication

In the German trial, 18% of patients clinically staged as cT3NO preoperatively and underwent initial
surgery without preoperative therapy had pT1-2NO disease.® Therefore, those patients would have been over
treated if they had received preoperative therapy. In addition, there are issues whether the timing of
neoadjuvant CRT, either for metastatic liver disease or rectal primary, or the timing of resection of either in
patients with locally advanced rectal cancer and synchronous resectable liver or lung metastasis.

2. Short—course radiation vs. Long—course CRT

There are 2 approaches to preoperative therapy. The first, used most commonly in Northern Europe and
Scandinavia is the short course (25 Gy in 5 fractions). In contrast, most other investigators recommend
standard course (50.4 Gy in 28 fractions) combined with concurrent systemic chemotherapy. The primary
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reasons for this preference is the lack of sphincter preservation and the inability to safely combine adequate
doses of systemic chemotherapy with short course radiation.

3. Chemotherapy regimen

The conventional adjuvant CRT regimen is either continuous infusion 5-FU or capecitabine based. Both
cytotoxic and targeted chemotherapeutic agents have been incorporated into the preoperative setting. Most
of the regimens reveal higher pCR rates compared with 5-FU alone (10% in the German trial). However, for
some agents, with thisincreased pCR rate is an associated increase in acute toxicity.

4. Chemotherapy during the resting period

Habr-Gama et al. suggested that the addition of chemotherapy during the resting period after neoadjuvant
CRT is associated with acceptable toxicity, high tolerability rates, and high pCR rates.’

5. Interval to surgery

Although concern remains regarding the optimal interval to surgery, previous studies appear to indicate
that an interval of at least 4 weeks from the completion of fractionated RT is required for optimum tumor
regression.®

6. Wait and see policy

Habr-Gama et al. reported that surgical resection may not lead to improved outcome in stage O rectal
cancer and may be associated with high rates of temporary stoma construction and unnecessary morbidity
and mortality rates.® However, Glynne-Jones et al.* confirmed that clinical and/or radiologic response does
not sufficiently correlate with pathologic response and do not recommend a “wait and see” approach to
surgery following preoperative CRT.

7. Radical surgery vs. local exicision

Experience with preoperative CRT followed by local excision is more limited. Most series select patients
with ¢T3 disease who were either medically inoperable or refused radical surgery.™*? Several prospective
trials (ACOSOG 06031, GRECCAR 2 trias) are ongoing to evaluate this issue.
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8. Postoperative chemotherapy

The European Organisation for Research and Treatment of Cancer (EORTC) Trial 22921 did not
demonstrate that continuing adjuvant chemotherapy in al patients with resectable T3-4 rectal cancer could
prolong survival.®* More recently, a subset analysis of the trial data focusing on only those patients who had
non-metastatic disease at curative surgery revealed that the delivery of adjuvant chemotherapy prolonged
survival in ypTO-2 patients.** The role of postoperative chemotherapy after preoperative CRT and radical
surgery for patients with locally advanced rectal cancer remains unclear.®

9. Predicting methods to response

Although some series show no correlation,*® most series suggest that there is improved outcome with
increasing pathol ogic response to preoperative CRT.*"** Numerous studies and meta-analyses have compared
their accuracy and efficacy in the initial staging of untreated rectal cancer, and ERUS has been accepted as
the most accurate method for determining the degree of local invasion.”® However, the use of the same
modalities on restaging patients after preoperative chemoradiation therapy and before surgery is
controversial due to overstaging induced by fibrotic rectal wall.® 2 Functional imaging modality using pre
and post-treatment 18-FDG PET scans is a promising diagnostic tool.2? Analysis of biopsies examining
selected molecular markers have had varying success in helping to select patients who may best respond to
preoperative CRT.*

Tt
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thgete]l ESH )R F£& EGFRI VEGF 59 AAAES #2402 3 thF24 A
ogk A=o] tet Aol xme| Q=] Aol o] &= Slth, dAA Aol AFESh=
EGFRE 422 3t cetuximab, panitumumabit VEGFE £24 22 3t bevacizumab

+ receptor tyrosine kinase family©l %3}
FR &d& Helth, o7 EGFRE -2 ¢ %13

]ﬂ Rl Oﬂﬁ*e‘ —HLO]: Ao 53’—541 AUtk EGFRY &A3= A254, A, 2%
| OFALEA O] oA 55 Eoehe T4 AR WS SAAIEE, EGFR=

< Ao r R Y EGFRE Al ¢
dFe]QlE=d o]F cetuximabdt panitumumab
J A}, Cetuximab® 7 FOLFIRISL}

| FAA RS WA AT Hold o

el Ao Al AlRRE 34 AlRloll Al BabA QIS Kol T19dl ol& F T4 KRAS WOl
7F 9l A9l cetuximab® F7F7F &4 o]]lal, KRAS Hol7l Q= 49+ cetuximab?
| B2 7S AASEAT

F7H7F a7F @SS WEtWo] o= ke Wojol whE of A A E o] AY
o] @Jof F9F2] BRAF Wo]% cetuximab® ¥H3-A 3} dlto] Qlthal ® 1% 31 Q131 panitumumab
AA] cetuximabd} &S A Hol= oz A4 Qltl, Panitumumab® A A 7]&
steta|mol Aufjet A3 gt A mol ARES=S &7t o] Sl o] #o] EGFRe #£4Co %
o FE2FAELS zalutumumab(HuMax—-EGFR), matuzumumab(EMD 72000)%}
nimotuzumumab(h—R3) 5°] 3t}

VEGF+= €@ doll Qo] 7Hd Aot A=a482 A4 oA 3 VEGF A& E£3dte=
VEGF Aledd =& 222 ste o defso] wAEo] k. Bevacizumab

recombinant, humanized anti—angiogenic anti—-VEGF mAbZ F%F9 dyAAS uta
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oA 2E 4o R AR AR S Fell Aol thet ARol 1A A REA SFUS
A5k stk Rofl WS 20049 vl FDAR g 317} wokty, FOLFOXE FOLFIRIC]
bavacizumab¥ cetuximab® H3IAINE 2 34 AFS wild type KRASE HQl FoFof A
cetuximab®] 77} o] 5 FA| Lol KRAS ®Hol Fefo] FFoAl+= cetuximab®] F7}
7F @519 o FA4] o> dAS e Sl

et 2, 371 o F BRI EZA bevacizumab® Foof gk AH(NSABP C-08)+= &
< % 3 197t DFS(Disease free survival)?] o]50] Q= ZA# et oy Alzto] g
5 oYzt o] 5 HolA| ¢h= Ao ® KISk

Cetuximab® 7% stage 3 colon cancerolA EZxQWHO& FOLFOX| cetuximab?]
7HINO147 US Intergroup Adjuvant Therapy Study)s= HA| Aoz DFSe} AAAYEL2 2}
o] Koz gefort KRAS wild type? A% mutant typerth ©f L& DFSS HojFEQ]
SHAIRE subgroup =404 T0A o] 49| 2hAko] A @5]¢ cetuximab® F=7H7F 9]k DFS
o ftas Kol Aowm Huwgley, Hx aWo] A9 A RA #et A4+ & o 2& A
7b o] FolAof ol A AEo] F Ao Hlt),

o
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1. Surgical Indication of IBD patients :colorectal surgeon's view
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Crohn’ s disease(CD) &} ulcerative colitis(UC) += 9544 AZ(inflammatory bowel
disease, IBD)9] w3 2]Ql Agto g A CD7} A=fE 74 A &S AU 4 e v
UCe A= ol =3tE o] Wagtth= 2fo]7} Utk IBD+= W& 8050 H4ow 4§
sho] dhsle= Zlos deEx]al Qg WA Fe 2HFEH, = pro-inflammatory cytokine

S anti-inflammatory cytokine&% &+ lamina propriadl #A|sh= T HEZAY

apoptosis7t SA|E o] QUrh= AR G AlatFol et intolerancesh= & ¢l Alof] 2
AR 913 §74 Wolsl B Ago] wshs Ao U g A 4% A% 4
Alzelolls A5 7Idst7] ofdem oFE a2 remissiond FESFAL FAAZIH FHSS
Haskel WEon Ao ol olrh, B3l T WelEe] AFolA Ya WelAEo ol
ol Hiet 322 A =7t F7hE o Stk
ARE A= e 5=l tidt 7ol Hatsljof sh=t 233|= IBD= IS EAFE

FFEsh FREG B S £ 4 95 o @ vl BAAT 4l end point7} FHirst
Al oot AIE s A skl ofH ol W AA ot

Table 1.2 Grading of disease activity in Crohn’s disease

Mild Moderate Severe

Equivalent to a CDAI of 150-220 Equivalent to o CDAI of 220-450 Equivalent to a CDAI of >450

For example, ambulatory, eating and drinking, For example, intermittent vomiting, or weight loss ~ For example, cachexia (BMI <18 kg™?), or

<10% weight loss. No fectures of obstruction, fever, ~ >10%. Treatment for mild disease ineffective, or  evidence of obstruction or abscess. Persistent

dehydration, abdominal mass, or tenderness. CRP fender mass. No overt obstruction. CRP raised symptoms despite infensive freatment, CRP

usually increased above the upper limit of normal above the upperlimit of normal. increased.
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UC disease activity (Montreal classification)

@ Mild (S1) (up to 4 stools per day, possibly bloody;
pulse, temperature, hemoglobin concentration, and
erythrocyte sedimentation rate [ESR] normal)

@ Moderate (S2) (4 to 6 bloody stools daily and no
signs of systemic involvement)

® Severe (S3) (more than 6 bloody stools daily and
signs of systemic involvement, such as temperature
above 37.5°C, heart rate above 90/min, hemoglobin
concentration below 10.5 g/dL, or ESR above 30 mmvh).

T2

o
&)l

1. Aminosalicylates (5—ASA)

of ol Futel A4 WA A mE Pl WUE A=A AmANS A= CDE= UC
A AAE AL ek, 5-ASAE AW A thFet A9 8-S UEtY =Y cyclooxygenasedt
lipoxygenases °AIst= A2 7]&#0o]al B cell?} proinflammatory cytokineE= & A|5h=
oz oa Aty #<to] peroxisome proliferators—activated receptor ligand-—g
(PPAR- g)& Z3AA dSHEEol woish= ofe] AliL59] apoptosisE FXIgtth= 7] 4 0]
e AL ok dg A o2 7 wWol AMEE QW sulfasalazine 5-ASAE Sulfapyridine ¥
azo bond= ZATFAI 7l AW AHlwtol 23] azo bond7} #oJA A =W 5-ASA7} Eox o] oFu] &t
go] AFtE R AR How AT oA VsS Sk ofE R JUESIY HilEes
sulfasalazine® HZ85 A 5-ASAN U= sulfapyridinew]&of WSt Zog2 A o]&
Hetslr] Y3 2+ sulfapyridine?! balsalazide®} olsalazine©] 7WEE AL, LA = &
ol HEE 87 98]l E4 pHAlA 5-ASA7} felH %S 7dE] A Y (Aasacol, Claversal,
Mesasal, Salofalk), Al7tof wfgt 5-ASA7} F2|H =% A2 &= (Pentasa) 0] HAS}EIL
AL,

2. Steroid

Steroid+= IBDA| = 9] L7to] &= of&mo|n o] Alxzdue] &=A3st= gluococorticoid
F8Aoll Agtsto] ©ZAeF monocyte, 12]al EHN/\ﬂ o] Z=A]S o A5l WE Lo] o] L o
Ast o] 2 712] cytokine©lY prostaglandine®] A4S W33ttt Prednisolone ¥ &2
steroid®} |+ AP o Al o] ATk A 285kl tiAlE o 4l

dA14 Q1
o] H2ta o ZHASIet A4 A9l steroid®A] budesonide”’} AREE Al @it}

r_>i

k)




Generic name Brand name Formulation Oral/rectal | Strength Daily dose Site of delivery | Authority
Sulfasalazine Salazopyrin® Tablet Oral 500 mg 2-4g Colon No
Balsalazide Colazide® Capsule Oral 750 mg 40-675¢ Colon Streamlined
Olsalazine Dipentum® e Capsule Oral 250 mg 1-3g Colon Streamlined
e Tablet Oral 500 mg
Mesalazine Mesasal® Tablet Oral 250 mg 1.5-30g lleum and colon Streamlined
Pentasa® * Granules 1g Duodenum, Streamlined
® Granules Oral 2q 2-4g jejunum, ileum
o Tablet 500 mg and colon
* Enema Rectal 1g 1g Recto-sigmoid Streamlined
* Suppository Rectal 1g 1g Rectal No
Salofalk® e Granules 500 mg
® Granules Oral 1g 1.5-30¢g lleum and colon Streamlined
* Granules 15g
e Tablet 500 mg
* Enema 2q 29
* Enema Rectal 4q 4g Recto-sigmoid Streamlined
* Foam 14g 1g
3. Antibiotics

Alat o 2 HE A2 o= AMAS P Aol & IBDA =S A7 & 4= SlaL

325} Hol 2dAe} B0l A= oj2tt. metronidazole,
rifaximinl, ornidazole, ciproperfloxaines©] AF&Eo]gFo L} 2ol RCTol A= A A3
Al=ol IBDA| &l 9t sHA] Lttt d&2 =&3t

=
[e)

o gl

4. Immunomodulators

1) AZA/6-MP
6-MP(mercaptopurine)?}t prodrug®l AZA(azathioprine)&
nucleotide(6-TG)& W&tE o] HAF AL wla)slal
Q1% 448 vhehin,
1960 i+ IBDE

Ao A 6-thioguanine
gdotel faato) FAS AATHe R A
A& ol| AR-g-E o
AL B 2% 8709 RCT7F 2993 remission &A|9of tjst avts 171

T+, 183l remission X2 A BF AT A7 F 370U, tHE RCTEY
QOFHH remissionS SE8FT 8-A| 5= o
UANATE Tmom Folsh= A Hirpe HAAQl corticosteroid®t SRR a
t] S35t remissions =5} steroid ZHaINES A& 4= 9}, Steroid?eF
O} 7 remissions A 8k=H| w2 g 2 9lol=g) 3.5 o]A &)

sfofol o mTE AL 4 Utk

4=9 remission =9 tj
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2) Methotrexate(MTX)
MTX+ 94t analog@ A dihydrofolate reductases A& o2 ZAdst= k5= DNA o
4 7}A] proinflammatory cytokine=2 A4d& AIsEL ©EZ9] apoptosisE Fefier),

IBD A zavto] thgt F7He RCT7F Hars =t 141¢]9] steroidol ¥h-&-o] §liz ZE4HCD 22}
S RA9R MTX 25mg i.m. 0]} placebo FoIFOR LHro] 16550 A% Aug 7
A5t9& o, remissiono] FFEE B&L 39 4%MTX)¥ 19.1%(placebo group) &2 &7
stAow ogh Anais w3 5 ootk MTXSE9] ghatellA] F2h8 = wo] fhahE| gl
F2go] 22 o FESF S 1 7] Asks ol

5. Biologic agents

TNF-a°] i3t monoclonal antibody®A] infliximab(Remicade)®} adalimumab(Humira)
o] jiE ¢l FEolrh. AntiTNF-aFEE2 IBDY Y FHo] YAst= TNF-02 248 <A
al7] ol remissione FE=5FIL, A AR BE AU 28E FX AA FEol] B4
Aol avtE vepY = Zlo] lE et infliximab?] FAIH-S 75%2] AJ&o] F oA
¥ immnuoglobulin®]”7] W&o anti infliximab antibody”7} A% 7] fth= o]

A

o
ox > Rl oo 1o H1 oy

’

kl
e N

o & 30%2 FHAoA= infliximaboll 93] ¥ dhA] &S ¥ oy} ¥hg-S 3lhr)as
complete remissione Hol= o= ot glty= Zlolc}, uk ofye} A, AdAdH=ZZ

W 9 H Tl 4o Alzket H2R8-S 7131 Qlth Adalimumabe human anti TNF—eZ A
d TNF-ai= =& membrane TNF-a|7}A] 4a2-8& UEtH o] compliments SHA7]
T Y3258 monocyted apoptosiss FHA3tth, Z2o] MZL TNF-ao AFIAZ
certolizumab pegol(CDP870)3} integrin® a—4 subunit< 43¥3F+= natalizumab©| ¢

2177} gha 9ok,

X|&=2| guideline

IBD A 2A|o] AlEle 3 v

CD+ UCHY o s

S 9l7] wEe] Al Aw
[0}

A gettt stete Al AnE A AT 4= lvks AP S Al sholofr &
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1. Crohn’s disease2| remission & 2 &

Fol Al oz el oA E w2 dATES Ve T Be B4 adusS
ol Ao =& sfiok stek, A =moF AAE Y] A F S A Ve FolE 4 Qe ofEEel o
oF Feh Ao m syt A=A o r ofg A m o Wof tfslf ofsstar Qlojof shut, iU Al A
ojuf &% 2YgE £E ek AAbe ARSHES v AY S SR A & o] 471A e
2 das Qo B9 S5 A S8 @AHAHCRP) 2 Aol 7Hsstth CDY A
Re A RS9 okt ileal, ileocolic, colonic, other & F-&-38lo] AAJslofof sh, 2wy
o] oFAfof| ube} inflammatory, stricturing, fistulating o2 A& 4= QI3 activity index
of Wef Ak, 5%, 5% Al AlEEo]oF st 36749 E57F & 4 Qlof w9 H3}
ok 4 Sl Zreuf ] mof YA of tiek -2 osislH A-g-slr)o 2 o #=o] gltt,

1) A% 9 F5E9 ileal/ileocolic/colonic CD

ol ajuiolut el =t o] Ui Tt e WA SR By, dsAer A&
mesalazineS 1Y 8% (3.2~4gm)3&-2 sulfasalazine(3~6gm)S Fols gt 12} ti+f
LA AEo sk o]t H4-8 5 ~ASA+= budesonideYt HF %l corticosteroid]
Hlo] 2|mam a7t £ oF2 8 ofet flk(placebo)oll B E A=A} $-4=5}4] O}E}
A v Aok (FAE A) wEbA AR U S oW W e5Ud Che AdE A
remissione %=, FA4 7] A= A Egotes 2AH budesonide(controlled

ileal release budesonide) GAE 1Y 9gm Foldl= Zlo] A rYzog Hrop5o]x 1l gt}

(EATE A) dgdo=m 49 A=mA7E d4 CDO Amof a7 Q= Ao iy oL
FAM A= o ol A CDolA AmAl= A A Hotal Aok (FA5E A) o2t A&
19709 W 80d ol vt FR oA AldE A4 Ao LAE FaL Sl o] dAGtEolA B E
5-ASAAE ] ofF=m&o] BafHolA FASHA S Folde A T e E ALY °F 50%H =7t
165748 % Fo3l& uf /4% remissions 5% A& 5% a7t 9l=dl, budesonide®
Folal7] o] & At oA 5-ASAA A FEEC] remissions FESHE HAO0R Fo
=2 4 At 294 mesalazine> ol¢] dAATENA 998 autE WERSHA] Sk, 5-
ASAE HMoF3ttttH mesalazine ©]9]9 ¢FA|7F HAE AL Itk Budesonide+= short acting

corticosteroid 4] prednisoneRts AAIA Sl B2 Ao 7| %] okx|uk 671 o] A& 7
T AR FAREo] S et ' Fostolof gt Rl Hdelu A FEo] Ty
T Ul 254 CDE Eutstal & 7hs/d o] =t

e FdolAY ﬂj‘ol o ol T AFQ S @ vis ) @7 metronidazole
(1200mg/day, A< ciprofloxacin(1000mg/day, <-4+ B2 A &2E& A|Z4E

5o
o ook, w25y o F =2 ALE HH gl o Aol sk 49 azathioprine
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o2 6-MP(0.75-1.5mg/kg/day) = AR5 A&t 4= Q. 54 A
+ infliximabo] A =mA|ZFC 2 EFo] Hth (5mg/kgd 5

2) &AF E
knl

L

-
o T o] =
S I O]‘

A e CDY A S - 8 $% ool B=E remissions %35t
7l A= AdAH QD corticosteroid7t A &29] Y olw remissions FA8F7] £ 8l A]
AZA/6-MPE, Tt AZA/6MPoll E37F $li= -2 methotrexateFefali= Zlo] €z o]
t}, Infliximabel4 adalimumab2 VA9 line &2 W75+ Zlo] £t} i} Alo| A&

Hal 7 Qo= esomeprazole®} 22 proton pump AAANE H-E&35lojof she},

rf-

CD& Zho] =W prednisone 40~60mg= WY AAIH o2 Fokslm Xoj 4
s ‘i% Oﬂ—b}(%%}ﬂ ﬁ“—*e’ﬂ Ass7hHeE TEst= Zo] dolt (445 A) Steroid@t
Sl A elental dietW e &2+= steroid?] E#E Az Hskct,

(ZAGTE A) lﬂib} Steroid o & x7]o] A3t FAE = steroids F4 T Nis
elental diet®= A =& A48l & 4= Qlt}, Steroid® 4 Ollﬂoﬂ remission®] G=% 3t
olF GAAZIE AR YAE azathioprineoltt 6-MPo|tt (A4 A) Steroid®
remission®] FE% A ¢S methotrexate(25mg/week)E Alx3] & 4= Qo) (74 B)
Infliximabo]t} adalimumab-2 steroid®} immunomodulatory drug*l&ol|x ®Hhg-o] $l+=
A7 dRo|tt (EA4F A) Infliximab©E W infliximab+AZA 2, 183l AZA
e Qo] A7l A& WS vaskS i AZATE Qo] v auvt Wk (A5 A)
Corticosteroid 85014 AZE 7HA1AL MM 3] tapering offsh= Zlo] fzjo|n 7] 7ko]

tapering off sh= 7% AT&o] oAt (74 )

4) F5°ol4<9 CD
Fulminant CDEtille 3k o] = 34 A 2|7 Dast sjd A shyso] whalo] outafl
|

Al Aol vrgetr] wiel %7% of ¥4t A RHET= case by case® A =3h= Zlo] Y4
ojty, M A= JHA R HastH HAAGHE 28] 2ARE $ Ty ﬁH@%ﬂ <717t

St steroid® AW FEA(hydrocortisone 400mg/day &2 methylpredn
60mg/day)”7F ¥2lojt} (:1714% B) Metronidazole(l,5g/day)E& H-E&Fosl= Zlo] HAEH
=dl o= 559 CDY ol jEFo gy o] of g7 wjZolth (EA = C) TPN Htt
+ elental diet& o83 A+ & Hx a0 ¥ anpA ot} (FA4E O)

=l

(5) ool =r3t= o] Q= D] % sulfasalazine 4g/day”} @&3}& o] x|yt F218-9]

O_u..
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Mesalazines 2 28 (B #5 4 FHT S5E olske] CDel4 wnt st (2A5E B)

2. Crohn’s disease?| remission SX| 2 &

Sulfasalazine® mesalamineS remission =0 @y}2 o] A] Falc}t (L7545 A) HAIZ
ol corticosteroid™ remissione GAA]7]= BAH o7 ALRE AL OFEICH (EALE A)
Budesonide(6mg/day)+«= 3|WAo] =5tEl CDQ A9 670 ool A remission{+#]°]
b (A4 A) Steroidy infliximab 52l biologic agent® remission®| X%
AZA/6-MPY methotrexate® FAAZA 4= Ut} (:2715=F B) Biologic agent® 4| A|
Aol 71 At ot (L7 4F A) Ileocecal area] =3tE A9 &2 AA7F AApA] =27}
Atk (A +E B) o] A% HAAA corticosteroidY budesonide(6mg/day) &
remissions FEsteE A2 a7t 9lal, (A4S A) metronidazole(z74% B)oly

mesalamine(:t A4 B) £-& infliximab(s+A4% B)& $A]3t= Zo] WA=}

o
o

N
e Ho

Aol =3t Aol T Ao UCY AmHA> dAAQl Forhuy Wy ¢4 =4

Foko] Yzlojn] WA mesalazine WS E(1000mg/day) -8 A&

E9] proctitist= mesalazine WA &2 270U o remission®] 2% ol& FA| 37|

]+ A8 mesalazine?t €7 mesalazine ¥4 9 33 (3T 1000mg) Ayl =

Hgstal Qltd. Mesalazine M2 = remission©] X A Y SH hydrocortisone,
el

beclomethasone, £+ budesonide® A& w40} WA dhi= Zlo] 20|t}

4. ZISHBIK| HEE UC

A5 7tA AHEH FsEolWY UCe Weh AmY2E& 4+ mesalazine
(1.5~2.4gm/day q.d.)?} 5-ASAA G °f=dolm of7|o] Hdufjst= 4= HAAIZAQ
corticosteroids Folst= 7l o] $J?<1O] L ZZ0] Ao oAz a7y} Fasty AAlA ol
corticosteroid®?} &7 infliximab& stAY steroide ©l oA FATY 4 gl A9t
AZA/6-MPE Eolst= 7o XIE%XJO]E}. Infliximabl & remission®] =% HALL:=

infliximab© 2 fA|3k= Zlo] vkl s},
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5. Pancolitis

Pancolitiso|etE =20 ofYelH mesalazine A 5ol B o 2HE (7S AZsl=
= % 3

Aol Uolet o] Fo] MR ANE HSYATIA A

El

o )
o] AL wr=A] J¥o] HRstY prednisolone 60mg
A 520G Al 3YA H7tek= Aol Fagtd ol 7bx] wkgo] gIttH second line SFAIE A

o)
3L second line °F&oll %= Wh3-314]

sh 63]ol4e] wiw, WE, WA BSRO| 5T B2 MAHQl FAo] FikE
]

e

o
)

ciclosporin, tacrolimus®- infliximab< Fo3 4= 2l
%o proctocolectomy?] %-5-0] ¥},

Evidence-based treatment of Crohn's disease (1, 10, 23)

Mild to moderate
Induction | Maintenance Induction | Maintenance | Induction | Maintenance

Sulfasalazine Induction 3-6 g/d Yes No No
(oral)
Mesalazine No*1 No*! No*1
(oral) [
Prednisolone Induction 0.25mg/kg  Yes No Yes No No
(oral) 10 0.75 mg/kg [
Methyl- Induction 48 mg/d Yes No Yes No
prednisolone
(oral)
Prednisolone Induction 60 mg/d Yes
(V)
Budesonide Induction 9 mg/d Yes No*2 Yes*2 No
(oral) Maintenance 6 mg/d*2 [
Metronidazole Induction No*1 Yes*3 No*4
(oral) 10-20 mg/kg/d |
Azathioprine 2-3 mg/kg/d No*s No*® No*s [ Yes No*s Yes Yes
(oral)
6-Mercaptopurine | Maintenance No*S No*® No*s Yes No*5 Yes Yes
(oral) 1.5 mg/kg/d
Methotrexate Induction Yes*s Yes
(M) 25 mg/week;

maintenance

15-25 mg/week
Infliximab Induction 5 or Yes Yes Yes Yes
m 10 mg/kg in weeks

0,2,and6;

maintenance 5 or

10 mg/kg every

8 weeks _
Adalimumab Induction 80 or Yes Yes Yes,ina Yes,ina
(SC) 160 mg in week 0 subgroup | subgroup

and 40 or 80 mg analysis | analysis

in week 2;

maintenance 40 mg

every 2 weeks

or weekly




Evidence-based treatment of ulcerative colitis (1, 23, 24)

Sulfasalazine
(oral)

Mesalazine
(suppositories)

Mesalazine
(enema)

Mesalazine
(oral)

Olsalazine
Balsalazide

Hydrocortisone
(enema)

Budesonide
(enema)

Corticosteroids
(oral cortisone)

Corticosteroids
(oral prednisolone)

Corticosteroids
(prednisolone V)

Azathioprine
(oral)

Ciclosporin (IV)

Tacrolimus
(oral)

Infliximab (IV)

oy

—

=l

Ml

Induction 2-6 g/d
Maintenance 2—4 g/d

Induction 0.5-1.5 g/d
Maintenance 0.5-1 g/d

Induction 14 g/d
Maintenance 1-4 g/d

Induction 1.6-4.8 g/d
Maintenance 0.75-4 g/d

Maintenance 1-2 g/d

Induction 6.75 g/d (equivalent
to Mesalazine 2.4 g/d)
Maintenance 4 g/d (equivalent
to Mesalazine 1.4 g/d)

Induction 100 mg/d
Induction 2-8 mg/d
Induction 100 mg/d
Induction 40-60 mg/d
Induction 60 mg/d
Maintenance 2-2.5 mg/kg/d
Induction 2—4 mg/kg/d

Induction Serum trough level
(515 ng/mL)*®

Induction 5 or 10 mg/kg in
weeks 0, 2, and 6;
maintenance 5 or 10 mag/kg
every 8 weeks

Distal

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No
No

Yes

Extensive

Yes

.No

Yes (add-on
therapy)
Yes

No*
Yes

No

No

Yes

Yes

No

No

No
No

Yes

Yes*'

Yes*

Yes*'

Yes*!

No*
Yes*!

Yes*!

Yes™

Yes™

Yes™'

Yes

No
No

Yes

No*

No*

No*

Yes™

Yes™

No

No

Yes

No

Yes

Yes

Yes

Distal

Yes
Yes
Yes
Yes

Yes
Yes

No
" No
No
No
No
Yes

No
No

Yes

Extensive

No

No

No

No

No

Yes

No
No

Yes

1. National Crohn’ s Cooperative Study, Summers RW , Switz DM , Sessions JT Jr et al. National
Cooperative Crohn’” s Disease Study: results of drug treatment .Gastroenterology 1979 ; 77 : 847-69.

2. European Crohn’ s Cooperative Study Malchow H , Ewe K , Brandes JW et a. European Cooperative
Crohn’ s Disease Study (ECCDS): results of drug treatment . Gastroenterology 1984 ; 86 : 249-66.

3. Schrall S, Sarlette A, Ahrens K, Manns MP, Goke M. Effects of azathioprine and its metabolites on
repair mechanisms of the intestinal epithelium in vitro. Regul Pept 2005; 131: 1-11.

4. Tiede |, Fritz G, Strand S, Poppe D, Dvorsky R, Strand D, Lehr HA, Wirtz S, Becker C, Atreya R,
Mudter J, Hildner K, Bartsch B, Holtmann M, Blumberg R, Walczak H, Iven H, Galle PR, Ahmadian
MR, Neurath MF. CD28-dependent Racl activation is the molecular target of azathioprine in primary
human CD4+ T lymphocytes. J Clin Invest 2003; 111: 1133-1145.
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1. 28 3AL

1) EHZAE HAAN(Fecal Occult Blood Test: gFOBT, FIT)

e, =AY 7t4o g2 BHds HAHFOBT: gFOBT or FIT)& screening tests A3
oA b2 ghAEof HIsiA oty it ddvtE AMGES WS LA, dide] 27
A T w7 @9 27 AR H O R ARS-E AL QT

EHAE g A Y S HEsks ol webA gFOBT € FIT® Fa¥lo

)

(2)

Guaiac—based Fecal Occult Blood Test(gFOBT)

gFOBT+ ¥ Y blood® heme®+ hemogloblin® pseudoperoxidase &&/d2 &3l
A BEHS AASHE HH o g B o g 13] Kol 9~33] A= AS
U, gFOBT: 2lo] 9l ofio] olaja] A} AFfe] 9aFe ukis thdo] 9lo] HAlF A 39 A
T Ao|A|ghS 3ttt 53], aspirin, NSAIDs, red—meat, 7ba5, A% A7 A4s
o 9IS Bols B 4 93, ety O 1S4 HolAlE gt

Q) FA9] Aol A gFOBTE ZAE AWs 3
o W B A R Al T AREE 1533 AR, e
59 20% AN gFOBT AAF Wi Ei 3\abo] weha] wiztze] 2ozt 24)8l7]
% sttt Hemoccult 119] tiAete] ik vift=+= 30~50% ©]il, Hemoccult SENSA+=
50~75%5 Apo]7b Qlck » 0 HRie] A F Sl=eb Wy E3t vl ﬂEOﬂ S ok AFEA
of ozt Bl AH=2 AT gFOBT Wit=s 4.9%0u, A4 S o83 gFOBT
© 23.9%° SR’

FIT(Immunochemical Fecal Occult blood Test)

FIT+ 217F hemoglobin®| globing A&3l= HAIR gFOBTOA Aldistd Ao] At 7+
2 AA7F Hastx] o st S o v ETF =k B, A2 oFo W A
H7E Aol | exprt FHE whE o] WA Zfo] 7t gFOBTOl HlstH HAFA ko]

e A7 2t
ob2] FIT7} ojbete] AgES Baches Agde d7s 9

oP 7\11:}_4 7LE EO]_LT:_ g_g Ook/\goﬂéiﬂ

hl

‘JEfel, gFOBTRLF 4
c} %7 T3 Morikawas =
21,8052 o= AT FIT 4 & 27.1%° WS thdetel o
A= 65.8%2] W EE Kol et o mitol= Algkg] o] Sltt (Table 2)°
oHW A HARE tger A B ARgES] At ol7] wfZeo] ARE 91 Eof ShAfef A
A AARS] FH7FA] B o2 HALEARE Qo] Aok o] §Fof el A = W=t
H
H

—

o} sigmoidoscopy$t $H7| AldYst= w
Aol A = wo] HrAE= W a17b Qlo] sigmoidoscopy RS
Hol qlr},

174
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el AAA AEY kgl v AR ollelw vl §Ael S 1814 AALRA L
EAZATE Aulgol Ayt B GATE 2491 A9 uld AAss 4 dd dAetes
She A4 718] 183 A A9 hAHAAS AWsts v g ool A
F RS She WSS BE delsts 49 QAo oA S Aae 490 v
3w sstths B o] ofim AL 3 AMAALE AHESHE Ao ojat et B ashi)
oo

H

o] AAR= et Wt MY FolA & & A DNA #HslE o] g5t AlZ7F i W= &ets)

ol Holty, 2 A= DNA 4 A+= k-ras, APC,
Al ik, o] AR dAer Aol Wit E = 52-91%
5ol 93~97%0lth, 5% *éﬂ 5,486 thgt gFOBTS} sDNA HAFY] A=
A A gAY ko] Uit gFOBT 12.9%, sDNA 51.6% %1, i 33 1k o]
HA EFoFO WIPE= gFOBT 14.1%, sDNA 40.8%%th, 3k XA o3 ko] 2gk vige
+ sDNA 18.2%, gFOBT+= 10.8%% 2w, tiete] et Solk+= sDNA 94.4%, gFOBT+=
95.2% th.” sDNA At AatE Qofstyl, %7] sDNA AAe] 49 134 ﬁ%—, o et
A T 18%, 51% ©lAAN, i HUH fHA= 40%, >80% o] A5 Ho

el

JL
-

Q
-+
2

(Table2)" o2 A4S F3lA sDNA WP o2 £ Akl H] oHH Wm Aeko A =3t
AunE Bk A, 20084 AR wl=r diger 27 A ARgFel F7Fs STt
(Table 1) &4, sDNA FlAFe] Alghd A, e el DNA tﬂg}e sk A atal Q)

< 7}‘\ a2l
Al A WAy 40 B8 EH Ak sl & BlES FeR St Alge 2E
A FeF vk Tean AR A% AAAE ok B8 Al HlsiA 5335k Holm, sDNA A
ol A% 22 o] gt 717ke] etelA YA o] A ek Holth, FF o g ol

A U_

o]
T7F sk Aeloln 2008 = USPSTF ¥ 201081 %= NCCN practice guidelineol+ 3715
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Table 1. Test options for early detection of colorectal cancer and adenomatous polyps for asymptomatic

adults aged 50 years and ol der
ACT-MSTF-ACR USPSTF

Teststhat detect adenomatous polypsand cancer

Hexible Sgnoidoscopy(FSIG) every Recommended if Sgmoidoscopeisinsatedto  Recommended; with gFOBT every 3yr
Syears, or 40cm of thecolon or tothe SF

Colonosoopy(CSPY) every 10 years, or Recommended Recommended

Double-contragt barium enema(DCBE) Recommended, but only if other test not Not recommended

every Syears or avalable

Computed tomographic colonography(CTC)  Recommended, with referrdl for CSPY if Not recommended(insufficient evidenceto
evay Syears polyps > 6mmind.m detected determinerrisk-henefit retio)

Teststhat primarily detect cancer

Annual guaiac-based fecd occult blood test Recommended if >50% sengtivity for CRC Recommended

(gFOBT)with high test sengitivity for cancer, or

Annual fecd immunochemicd tes(FIT) Recommended if >50% sengtivity for CRC~ Recommended; high-senstivity test only

with high test sensitivity for cancer, or

Sioo DNA(DNA) test with high senativity  Recommended if >50% sensitivity for CRC~ Not recommended (insufficient evidenceto
for canoar, interval uncertain assessngtivity and spedificity of fecal DNA)
ACSMSTF-ACR; American Cancer Sodiety, U.SMultisodiety Task Force on Colorecta Cancer, and American College of Radiology
USPSTF; U.S. Preventive Services Task Force

Table 2. Sensitivity of One-time colorectal cancer screening tests

Test Sensitivity references
Cancer (%)  Advanced adenomas (%)

Stool-based tests

Standard gFOBT (three so0l samples) 3350 n Mandd et d., Hardcadtle et d., Kronborg et
d., Imperid e d., Ahlquist et .

SendtivegFOBT (three todl samples) 50-75 2025 Leving d., Whitlock et d., Ahlquig et dl.,
Allisonetd.

HT (onethreestool samples) 60-85 2050 Leving d., Whitlock et dl.

Old gool DNA test (onestod sample) 51 18 Imperid etd.

New gool DNA test (onestool sample) >80 40 Allisonetd., ltzkowitz et d.

Structura examination of thecolon

CT colonagraphy Uncertainprobably >0 90 (if >10mmindm) Johnsonetd.

Sigmoidosoopy >05 (in digd colon) 70 Sdhy etd., Licbemanetd.

Colonascopy >05 88-98 Lieberman et d.(2000), Imperideetd.,

Sthoarfeld et dl., Lieberman et dl.(2005),
Fickhardt et dl., Cottond d., Rockey et .
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2. LHAIB BAL

1) Flexible Sigmoidoscopy(FSIG)

FSIG+= S ti =<t -5 2% 54 wit Aldishe= Zlo] tiads T4 §19lE 60~80%7H7)
of FraAllvkal K argk wp Qlup ot ]l FSIGE A WA Sl et vt =+
35~70%0] T, A& W §—AF AZ|A ot A EZ 50~60% 7t

FSIGO] FHl& B4 , RAGA ARgo] ZE et vt A g (e.g wl=olA =
DT AZE AlRSE e gholl Al AR ks stk Aol olele FHEe] oy
TLoFol A A i ARl AL AA S wEskA] Sekal A% S-AF A4 =R 8l
FIEARE W ek Stk o

A wae 6}% A7t Qv ot Aol u

1o
~
>
2

>
o
o
>
_>‘i
o

& 2ok A ol FSIGH
Sha” oA ekl 2] Al
ol ushA 2915 chgel A BFel ol 2u)
o %

=
T
- -
m
(i
o

20 Hr
o
N
91:
>

ofgfgt Aol AUFol= EFFskal T w|=roll A= I‘Hﬂlﬂ*lﬁ A3y RlIke7 F7Fske HhHo
FSIGY] A8 Wlki= Faskal Stk 1993W e 20029 Atel9] Medicare o€ oA FSIG=
199390l vlafAl 20029ell 54% At BbA, W AIE> 68 ol F7hstelth ! T1efar
2002 vl=r dlolE ol A 280W7] ] FSIG7F A= 1AL 1420070 ] oW Ald o] Al = Ao
2 Z=A5 o] FSIGY Aot 271 A Ao Ao &dsto] 7hAan= Zlog AzbE )

aolw Bslal, FSIGE et 27 Avke] §83F HAalolal, 5dnbch Al E = Ao
&3 Qltk (Table 1) o7]ol ot& A+A=2 59 14 9] FSIGS} ﬂH W EHAE HAE Walst
ZAE gk o g FASH7| = dl=d] 2010 NCCN practice guideline2 ©]7l o] 5 ujc}
FSIGE ©5o = Adishe= 2% dfskal ),

2) AU A7 (colonoscopy)
o A7 AR E] XA 7 =
of thall A WA AR AE 2 22 GAE T 4 Qlo] et =7

ol

A Xl/\] lo]] thAFAure Az & 42 9l &l 27| iAok
z

WAl e B AMES AaAiths AFEQ] FAe 2 date A
gtk 12y, FOBT 4749 4% taWAlE Aldstol &5 dAlsS A3e dxbsolA H4 4
OS2 20%2 WA WA A BEEUT? FUER, FSIG o FAR 2t ol A Bt
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2010 LHEHH B B=2R] A= Et

o vlshA FSIGeI A g0l WAEol FAFS A%
91T 0] 80%°] Jh7to] @Atk oftelot mEE

0::1
of
o,
£
oo
ofN
i)
)
i
tlo
=
flo
BV
|

3 Aol A Hoje 5

AATE 7o dhzte] vsiA g HYES 80%F %= skt ™ Lot QitfE QoA
AT whEo autrh vk A7E Adeh 370 el AGE AR gF Aqtoll A wl=
o] ‘National Polyp Study’ oAl Hol = At Wy E Bt 48] JE A e
Manitoba®l 4l F7o] 2= 35,0009 2HAE o= tidliAldol A4l g2 109 5
A okdls woll A 592 50%nnte 2 A WAE AL, 109 T2%0]5t2 B
= e Al E3E, Baxter 5> WA o] &% ool AR thAketoll o Ayt 9le
L, @25 ek o avke glokar Harseloh ® ot A fol= A WA ol 4] &
Folut 271kl el ghakEl A9-ef o] 7hA] o] {7t A& Ao w AYZLETE AU A o A
lemol/do] && k&2 6~12%°1H, e 1HbEe 5% gk

olelgt ol 9 YguAA A Telzh wasieh opdol Ak

7L 1) A FAE 4
Hol W o 2) S1AE ko] AAA LAsh 3) AT F AAN WP DAWsA W
A 4) B ST AR B AASY: 5) 850 912 W AA WHe Aas B8k 6)
A4 Aol dAHA AT AT BB A7) Peldute] uhE AAw 2AaAk 8) A4
ok 4 74} 713k A3 o] o] glrt
W et S ET Gl 504 oAl ARHE Fol Al R SAWAIA AAE Al AlgrEe
g A WA 710 B E S ol ATk QAT AT Aol R AAt 24 A
104 Flo 74 B A4S At et (Table 1)

3. LiFo|FT X =Z Al (DCBE; Double Contrast Barium Enema)

DCBE7} &Folut 37]7} s I = R el
ot Z1e]al, DCBEOIA]l 4 azlo] ¥y
of Qo i A HALRA 9 o] &2 A7} 3l
SfA W WXt T 2 Y dES HolAn dY 01%301 %’rﬂ, A = @*PQ T QAL
8o AehEo] 5028 Hie fo= ety i lAIAd o] thekAQl AALRA ¢
H %235 o2 guideline™ @] ACS-MSTF-ACR9] 2008\ % 7Aool A e 12} AW H A}

o143kl Qltk, 2010 NCCN practice guideline oAl 2} AlE HAGEof &= w2 Q)
Zpzof ofof it ¢lge] Utk DCBE> " 5 wjty Aldsh= 2 il !

a8y, #Fol CT colonography, MR colonographys¢ M=Z8 GAelst dA=9 did
2 |t DCBE AME- ®3F FSIG 9 o] AMg Wlm7f fhaskar 9t e
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4. CT colonography (CTC)

1 2mm7P24Q ol kel AlaL, dol Qo] 23kl B 32k 94 ZH%‘OI I H 71301 e
shra Al A e AAREE o A EAL A R W o 4= oA w]doh CTCw 7HS W%
WA oletal =271k gt CTC= WaWAIE I o] A2 Aldstal 7HHEE o83 &
1E AT & FUst tidS FEe ExbelAl oftte] Euae Evh Ly, dAWAIE A E

A Fol= 3 daskA| oo,
Z710] CT 71A7F 70k Z7]0]al, s W gAf A 5ol Bash 7l 9 HFE 7so] AR
H 2] okokd Al7)of W= 859 A7]7F 10mm olelAE 55~59%, 6~9mmolA =
39~51%% Wetil Eol=X: 10mm olAolA 96.0%2F 6~9mmollA 90.5% ). * 2 Z1eL),
2 7)o ddstHA THEe} EolkE AR 10mmolAdolAs 85~93%, 97%% L,
6~9mmol A= 70~86%, 86~93%FE /=it Eg CTCL A ko] vl A4t
e AP 85 HAS(CTC 3.2%, colonoscopy 3.4%)°] 72| H|s=3}&th * HHSE B o
gt CTCY HehE2 27] AGollAl= 13~65%7HA theFstil wok=d 2T 7|&9 R
80%7 = FlrhaL EﬂElJi UL b} CFE FEf o] &Fofl HlslA] of "5 Wtk CTCO 2 Het e
= WY A7), meF A, BEAY] 58, AFE AZEQ ol mebA JFS v
z7] #xl %X—izi Algsk= CTCY ARt Foll Al AR Ao ot 912 %EJO] pLECAT S
Z|t ol A 504 e dle] gl AFES i e &2 CTC (7~13mSv, 656mAs)S A 33t
gy g el 0.044%7F F7HE AL TOMolA = 0.14%7F F=7FEch Y 28 4
CTC 71&2 Agsl= 49 oA Aget Y=t 5~10v) A% At
CTCO FH Fol stth= thgolefel A7lol o= ol 2AdS 3 4= Slvk= Zoloh, 944
o7 ou|Ql= thEe] Frlol 2 4.5 ? 11%7H A thFet Al v
AFES =o]7] 93 48 1) AT 444 2) AHs 37 =
=21 #E T 4) e Aol oA wEkS 95 oA Ao #As Fof Q!
HaL Apge] 948}% CTCO A 6mm°]” 1 H o] A} :

oo o

=4 HA7|3te] A
3131% dg-o &9 M=ot skl of welal =4
AAQl Hil th=E T} (Table 3) 18] al, ot =
2 oAl wWHo] Ay 7] wj&o e & AA V| ol =4 A A

o (Table 4) 7t=2o] Qi AFSE AZeo] webd] hgWA4ES A% sfof sk ol 7} 4

.
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Al B 71 A2 drolof xet vk gRxtH )y 10d w2 A HAF e @it (Table 5) 918
83 Foll 44 WFFUHEE AEE 855 FAP, 44 H&F4 A HNPCO)?! 4§
o] & uolo] 27HAE HEWAIE o2 AAsiof gtth (Table 6) Y574 A SA=% WO
28 Awel §1 77l wheba] HAF 7] 7ko] A E Tl (Table 6) <38l 7H4 % 201090 %= NCCN
practice guideline & ¥ +(increased risk, high risk syndrome)] thet NCCN

practice guideline %}alsl7| vpgtch,

N

g E
AE7EA 20089 N wls ook AlE g Afel s adel] Hepot, o= i IR A
Jeteln] o R o] o2 oAl LR HEahrlol Felvk vk e ERE = Al
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Controversies in Laparoscopic Surgery

Single port colectomy
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Single port colectomy
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TIPS and SOLUTIONS in SPLS
Single Port

F% wound retractor®?} surgical gloves Z&35lo] AlE3+= Home made WAl Al
otcy, 1 9o ¢H43d single port® #HujE+= OCTO port(Dalim, Korea)®} SILS port
(Covidien, U.S.A) % AR&staL ot X ofe] oz GA oA thefet single portsE 7B,
A7fskal Qltk, o]5& SR W one piece(SILS port, R—port 5)¢ two piece glove
port, OCTO port &) FHE UE 4= U= o AAoE vjFolE of He] &2 H&3 47| 9
oIk v, 1elal A& 59 APS 98 = two piece FE7F Feet Ao ® whekE T
o]= B3 terminal W4¥} preoccupied port HAC 2 s 4= it o] A= 2 A
o9t common pathE AFA|Sh= terminal ®WA4]o] =42 A7 fightings &0+ Hl ¢
gk Ao g Heltt,
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— o =2 A F(stoma) o2l ©d ANE 7ot

=

o=
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2) E#*F(Trocars)

- % 37011, 5, 5mm)S AR&3Ho

- A9l GIA A8 58 ¢l Bad A 5, 12, 15mm FHFS 2718 4= o =48 243
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o) (1) w3 A A% vlg] HeHTagging suture)stal A& =817 Aol Folsi=c},

D %5t wound retractorel] @@l compression EHEE @@t 9lom 7]E4
=AY e TEA ALETE Y% 714 manupulation©] S2 830 M5
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(2) ABA o FRE FH o & pholAll FR NARAS Fo) 47t

6) A& & vl&(Retrieval)
= el whet v 52 S oA st
- 5] WS HE v Fel At
s o]l off loop FEHE HA il AATEHRL]E AY vl destal distal bowel ¥ stump
FEf= AW
- = o A o distal rectal wall S FEZoFt &4 9] 918) anal trocars
AH-g-3hTk
7) 72 (Traction)
- AZ(gauze), &AL AA|HILE St FHol 8, F F7F d45d(hanging suture),
A Aol(transluminal traction : PPH, EEA, Anal trocar, Endoscope 5 AMY),
- A4 (magnet), flexible scopic devices &&= °[-&& = AAT Lo Ff A= AAH
o] 82 gl AdEfoltt,
8) &% 7 (Instruments)
=

J
N

|
)
o

17 4=+ AHl(rigid & straight type) 2% &5t}

- Flexible or long devices 5°] Z=&0] & = vt (AAAQ fighting v B4 o]
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9) & ¥ w5 (suture & tie)
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PERSONAL EXPERIENCE

2008 HE SPLSE AAgen 2009978 E440= Agdstel 20109 99 dAA 7|+
& 352 o& Al

— APPENDICITIS : 186 4
- GB stone : 16 9

(8 combined cases : Appendicitis, Ulcer perforation, Colonoscopic perforation)

Ulcer perforation : 7 9(Duodeanl-6, Gastric—1)

— Bezoar in small bowel : 1 ¢

Splenectomy ¢ cholecystectomy : 1 ¢
Other benign disease : 3 9

- LORECTAL BENI DISEASE : 42
Colon mass, diverticulitis, perforation, ca. obstruction, Sigmoid volvulus,

Appendiceal mucocele, Rectal prolapse, Hartmann repair, Adhesive ileus

- LORECTAL CANCER : 104

Rt. colon ca. = —o—m——————- (26) : RHC(14), eRHC(12)
T-colon ca. ————————— T—colectomy(1)

Splenic flex, or D—colon ca, —————————- LHC(4)

S—colon ca. —o———————= AR(20)

Rectal ca. or S—colon ca.  —————————— LAR(18)

Rectal or Anal ca. - ————————— (9) : APR(8/1)

Rectal ca.  —m———————- TATAR*(22)

Rectal ca.  —m———————- TELS*(3)

Rectal ca. - —=—————- Hartmann OP(1)

cf) Combined resection : GB(1), Uterus(1). Double ca.(2)

* TATAR : TransAbdominal-TransAnal Resection

* TELS : Transanal Endoluminal Laparoscopic Surgery

“Doctor's maximal stress can make patient's maximal satisfaction.”
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Controversies in Laparoscopic Surgery

Robot—assisted colorectal surgery
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multidisciplinary approach

CRC with multiple liver metastases
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CRC with multiple liver metastases : multidisciplinary approach
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** Contraindications for radical surgery (Bouchard P & Efron J, 2010)
Proximal sacral invasion extending to the sacral promontory

Tumor encasement of iliac vessels

Extension of tumor through the greater sciatic notch

Unresectable extralpelvic disease

Bilateral ureteric obstruction

Circumferential involvement of the pelvic wall

Poor surgical candidates
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2. Moriya Y, Akasu T, Fujita S, et a. Total pelvic exenteration with distal sarectomy for fixed recurrent
rectal cancer in the pelvis. Dis Colon Rectum 2004;47:2047-2054.

3. Bouchard P, Efron J. Management of recurrent rectal cancer. 2010;17:1343-1356.

4. Suzuki K, Dozois RR, Devine RM et a. Curative reoperations for locally recurrent rectal cancer. Dis
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8. Magrini S, Nelson H, Gunderson L, Sim F: Sacropelvic resection and intraoperative electron irradiation
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locally recurrent rectal cancer. Dis Colon Rectum 2000;43:1695-703.




2010t
et 3= =42
% & 3 i

e o
o2

ne
o N o
24 o o,

HE R

]

20109 109 1
2010 10¢ 3

A 9 A

A A%
gty 2el

AMEA T FAE 713 A
Aol 15195

Tel : 02-2040-7736, 7737
Fax : 02-2040-7735

TMETofolH| 7Y

&N FT AR 47} 315-1 7%

Tel : 02-2274-9275
Fax : 02-2274-9272

]

g 6125




o% B

20104 LS FYE LD 015

QORI
Of P15 IS UL BIIOIT YT L o1
EIA| AIZH LiAIO BITHE SH50) 17| BIR40] BIHHE BIHE U5 2o

M¥E B2 BEE HIEULCL

DIt EHIE HOH **IlItEE 8Ot 2
FML.

2t X7t M ESH B £QO| EIQEX| HED M40 OHOI0] FHAIL.

OflAl (1) OFF S 9% X JFLE [4) ©20| DX U

X% &0l MM 2H % OHZ

P_Mo"ﬂ-?-a P T QBT X0 A Q] K|BHO| K| T -vvvversmesesmsisssc @

QIAFET K BHOL KR -vevreeemeemsememem e @

RBL, sclerotherapy T X[BHO| HIZEE X X[F o @)

X|eH 2= _-c;r_ EE gﬂg?g{u PP @
TSAEX|S : Colonoscopy Tl E2

CHBSQETE ZFOFT| M@ T T = SRUS crrrerrerrermermirrosssseessessessesseesses s @)

EH%POI-ILI- I%U'-j' _’H %—Eﬂ I - Cop po|yposi5 ....................................................................... @

x-n:nU'.th S0 2 9 YA B MEI _ Lymphoid 7o) [[To] 1= SRR RRRRURN

J:-||:||.o|,==o|: xE:" é'“:E” E‘é LHAqux'i X|§ T — Carcinoid tUMOT e

CHY BTE B9 ZFE T — TDC COITIS +wvrerresrmesemesemesseis i

EH%I‘ oﬂxk‘l xllr_l EEH I[ —_ UC/Crohn S dlseoses .................................................................... @
Luncheon Symposium

Standard hemorrhoidectomy vs PPH : Is an issue remained in the long—term?.......

Vorious C||n|co| usoges of PPH in Gno| d|seoses .................................................................... @
Update in Benign Proctology

Hthjl_B__l It R O IO 0] 11.8. ......................................................................................

KIZ2EZ UM SETONO] TG e

LIFT(Ligation of intersphoincteric fistulQr traCt) i @
SERT

RecenT dlgnos|s Ond Trequent for Comp|ex f|stu|cs ..........................................................
HBEO Y M

glﬂj OSEEHQI- F_IJH*HI ........................................................................................................................

O R BB AIEH Qb EFTHEH T wvvveeveeseerreseeies e

Of QU IR AIEH Qb EFTHEH T oo oo @)
Oolg{® PEEHHU FUEY

Perianal skin lesions including STD and premalignant 1@SioN s

Treatment of fecal incontinence with sphincter defect - 4

I|OE= _J'\_é ko) uugm u:|A|:|o oubrorbr al I|§ .......................................................................................... @




2010H OISt T=4Y A2 BIHH

OHITRILITI
Ol IR YAIE HIZ FIIOI YT WM 1577 FH|S Qo) HIXIZE LFOIIX LUCL
AIAL AIZHS LHAIO] BIHEE Z0H FA17| HIZID SIS BIHE 2520 So1FH 2.

MOl B PIEE HILICL

ZH FHIt MY ESEMN B &0 HAEX] HETH 0| OHII FHAIL.
ClIAl (@) OFF St 4 dX 0 [4) =&0] =IX| SsUT)

Oncology Review for Young Colorectal Surgeons

AJCC 71th edition guidiine for colorectal CANCET STAGING - vvverrrrerirrerereeriseceeieeeeeieseeveeseevesneees
Neoadjuvant chemorodiofheropy fOF TECIAI CANCEL ++++v++evvverersesremsemeeiseiisi
I\/Ionogement stoTegies for eo”y COIOTECTQl CANGEL +++ e
Sentinel Iymph NOE IN COIOTECTAF QOGRS+
ST EX|Y : Colonoscopy Tl E2
LHJBFP:'PILI- E%Ufjl _’H-& %‘-E" I - SRUS ..............................................................................................
[Hagorﬂ_l- I%U|J| _T_| 31 - COD POIYPOSIS «+vervvsseresssssessssseisssi i
HOOIEY ol 28 X WHAIBE X2 T — Lymphoid folliCle -
I*UPU}?O‘-%F SOl 28 Y WHAIZE XZ T — Carcinoid tUMOTr s
3 o===A6| EIBIO| ZFE T — TIDC GOl +vvrerresersrmsseseessmssiisiis s
78 o::x X EIOt0| 2T — UC/CIohn's diS@QASES - wwrrerremsrmmrmmemmeeseieceeces
Luncheon Symposium
Biologic therapy Of COIOTECTAI CONGEL ++++++vereresreeseest sttt
2Ty BT
Surgical Indication of IBD patients : COIOreCtal SUTGEON'S VIBW «---rervmssrerrissiiss
Evidence—based medical therapy fOr IBD - e
2 Yo
Colon cancer SCreening : an UPAQATE iN 2010 vttt
Controversies in Laparoscopic Surgery
Single port COleCTomy ...................................................................................................................................
Hand—-assisted Ioporoscopic coleciomy .................................................................................................
RODOT—QSSISTEA COIOTECTAI SUIGIRIY ++-v+++rvvsservssssersssseisss i
e 5o EQ
CRC with multiple liver metastasis : multidisciplinary QRRIOACA e
CRC with distant LN metastasis : surgery, radiation or only Chemotherapy - --orrereeees
Local recurrence of rectal cancer : how t0 MANAGE -

) (&) B )

(RSN EORERCS

)

) (&)

) (&) B

) (&) B




Al

OH
KIl

Al

0K
KIl







Al

0K
KIl

Al

0K
KIl










ORI

A, 2, H2 Optimal Treatment Ny

S
B vy

V’(Eco‘::)mic )

V@Convenient )
V’f Bioequivalent ‘)\

o iz Iritecin®

. 2, A, o X=zA

MW A0l gli= T et £ 2 BRI 5-FU ¥ LeucovorinZt 8L

[ZZEEQ|] 2mI(SAt0[2| B2 40mg), SmI(EA0|2|5ElZH 100mg), 10mI(ZAto[2]iElZH 200mg) x 10|
» 7|E} XIMISH AFSI2 BER[FOZ 2O|5HA|7| HIZILICEH 02)6006-7777



Is Staple Formation Important?

Traditional Staple DST Series™ Staple
Round wire cross-section is more prone Rectangular wire cross-section bends more reliably
to bend in any direction in challenging applications. in the intended direction.

In Challenging Applications the Difference is

DIRECTIONAL STAPLING TECHNOLOGY (DST)

99.8% of surgeons agreed that improved staple formation enhances clinical performance and outcomes.
Directional Stapling Technology provides improved staple formation.

DST Series™ DST Series™ DST Series™
TA™ Staplers GIA™ Staplers EEA™ Circular Staplers

Contact your local Covidien representative for more
information on the DST Series™ family of staplers.

www.covidien.com

COVIDIEN, COVIDIEN with logo, “positive results for life” and ™ marked brands = COVI D I E N

are trademarks of Covidien AG. © 2008 Covidien AG or its affiliates.

Al rights reserved. S-EM-A-DST/GB positive results for life
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Virus Herpes Simplex Virus Type 1 1=
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Candida albicans
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Staphylococcus aureus
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Bacteria Eseherichia coli 12
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CHEX

HEALTHCARE

Circular Stplers For Rectal Prolapse
and Hemorrholds

Only Product That Has 32 Staples
In 2 Rows To Assist More Effective
Homostasis

Accessories

Longer “Anvil Rod” Of One
Piece Construction Enables
Better Access

Wing Nut Closing Handle
Facilitates Ease Of Closure

34mm

better patient care

FINE



For patients treated with highly emetogenic cancer chemotherapy including high-dose cisplatin
and moderately emetogenic cancer chemotherapy’

®
E M E N D (Aprepitant, MSD):

The First and Only approved Neurokinin-1 (NK:) Receptor Antagonist in Korea*’

FOR PROTECTION AGAINST
ACUTE AND DELAYED NAUSEA AND VOMITING'

EMEND is administered as part of combination therapy, including a 5HT3 receptor antagonist and a corticosteroid.'

Add EMEND Beginning Day 1, Cycle 1
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