Vol. 31 - Supplement IV « December 2015

2015
g =t

H+ T

Al [2015¢ 12& 132(2) 08:30~17:40
A | 7FEEI9|CH A°-||:||A|EI:I=|.?__| Hal 5X HIMES

M

THE KOREAN SOCIETY OF COLOPROCTOLOGY

www.colon.or.kr






08:30~ s =
08:50~09:00  7H3|At CHSIHAIEIR S 3| | &t ZILt

I Session |. Colonoscopy g9
09:00~09:20  Quality Indicator : ADR, Withdrawal Time, Intubation Time Ao U= 07
09:20~09:40  How to Train a Beginner? (FAFE Y 2153 10
09:40-10:00  CHELAAIZ 222 XMt XS HE0| XH20f T3t 8 X1} gfo 0| W cigEh ol 14
10:00~10:20 Questions and Answers
10:20~10:40  (Coffee Break,

I Session Il. Fundamentals for Practicising Surgeons

10:40~11:00  Surgical Principles of Colonic Diverticular Disease (1A o) oA 18
11:00~11:20  Current Issues of IBS CREZ oY A lUah 2EA 24
11:20~11:40  Problems in Geriatric Colorectal Disease (Gre ofe) 2-H 27
11:40~12:00 Questions and Answers

12:00~13:00  Lunch

I Session lll. Colorectal Surgeons Must Know ; Colorectal Cancer i dEH

13:00~13:20  The Genetic Landscape of Colorectal Cancer (3o sz 32
13:20~13:40  Overview of Current Chemotherapy and Targeted Agents (AN =2y delg 34
13:40~14:00  Survivorship (1A o]} ZoFlah 8EX| % 36

14:00~14:20

Questions and Answers



I Session |V. Special Lecture

14:20~14:50
14:50~15:00

15:10~15:30

Session V

15:30~16:10

16:10~16:40

16:40~17:10

17:10~17:30

17:30~17:40

Prebiotics and Probiotics : Focused on Intestinal Disorders

Questions and Answers

Coffee Break,

. Video Session for Core Subjects

Hemorrhoids

Conventional Hemorrhoidectomy 1
Conventional Hemorrhoidectomy 2

Stapled Hemorrhoidopexy

Minor Procedures at OPD Including Hemorrhoids

Anal Fistula

Sphincter Dividing Procedure
Sphincter Saving Procedure
New Modalities

Rectal Prolapse

Perineal Approach for Prolapse
Altemeier's Operation
Laparoscopic Rectopexy

Rectocele
Transanal Approach 1
Transanal Approach 2

I 2| At

g IS

(a1e ot &3H7 b XA

2
o
f1
ok
=

e
T op
>
o,

% re ro

> O

O oM ooN g
=
n oo

oy
o
O
e
o
o
o B oo o

=
oX

aly
o
®
o
©

0

o
ot
obx
1
o
2
N

oo

H1

o
e &

o
foh ol Ho

o © 1
~

I
2
ook
ok
ro

N

™ B0

o
-

@L
i

ok

e

N
2
oft
©
=

00 O o
oy

4
o
e
= o3

)
o
e
o A
1z

tHetthEef=ste| OIAE B






2015 HiertiAreraore] A+7%t

Session |

Colonoscopy




Session |. Colonoscopy

Quality Indicators for Colonoscopy

Duck-Woo Kim

Department of Surgery, Seoul National University Bundang Hospital

Colorectal cancer is one of the most common causes of cancer—related death, and its incidence has been increasing
over the past few decades. Colonoscopy is the best diagnostic modality for investigation of symptoms suspected to
be related to the colon and for the detection of polyps and colorectal cancer (CRC). Colonoscopy with polypectomy
has been shown to reduce both the incidence and mortality of CRC. The purpose of colonoscopy in most cases is the
detection and removal of neoplastic lesions developed in the colon and rectum. However, despite it is estimated
that up to 25% of polyps are missed during colonoscopy. In addition, up to 8% of CRCs occur within 3 years after
a previous colonoscopy. Despite technical advancements, this miss rate has not decreased over time. In an effort
to optimize general performance of colonoscopy and to decrease inter-individual variation between physicians
performing colonoscopy, several quality indicators have been suggested in recent years.

In this review, we summarize and review the current quality indicators for colonoscopy with detailed review on

supporting evidence and potential flaws of each indicator.

Table. Current quality indicators for colonoscopy

Quality indicator Proposed standard Shortcoming
Bowel preparation - Each endoscopy report should state the - No evidence to support a cut-off of > 90%
quality of the bowel preparation - No clear and generally accepted definition
- >90% of patients should have a bowel of adequate bowel preparation
preparation rated as excellent or at least - No clear policy on how to proceed in case
adequate of inadequate bowel preparation
Cecal intubation rate - Overall rate of > 90% - No robust scientific evidence to support a
- Rate in all screening persons of > 95% cut-off of > 90%
- No evidence supporting an association
between cecal intubation rate and the
occurrence of interval CRC

N
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Withdrawal time ->6 min - Conflicting reports on the association
between withdrawal time and the number
of detected polyps

- No evidence supporting an association
between withdrawal time and the
occurrence of interval CRC

- Better endoscopic withdrawal technique is
not necessarily associated with
withdrawal time

- An indirect measure to quantify the
proportion of the colonic mucosa that is

adequately visualized

Adenoma detection rate ->25% M), > 15% (F) over 50 yr - The only quality indicator that has been
- >35% of all screening colonoscopies in shown to be directly associated with
patients with a positive fecal occult interval CRC
blood testing - Does not discriminate between subjects in

whom the endoscopist detects one vs

more than one adenoma

Patient comfort and seda- |- Routinely reporting and monitoring of - No validated patient comfort score
tion
patient comfort and sedation dosages - No gold standard regarding sedation

- No validated score to assess the level of

sedation during colonoscopy

Complication rate - Perforation in < 1:1000 colonoscopies - Consensus based
- Post-polypectomy bleeding in < 1:100 - Complication rate is mainly dependent on
colonoscopies with polypectomy the number of therapeutic colonoscopies
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Diverticular Diseases in Colon

Definitions

- A diverticulum is a sac-like protrusion of the colonic wall.

- Diverticulosis is defined by the presence of diverticula. Diverticulosis may be asymptomatic or symptomatic.

- Diverticular disease is defined as clinically significant and symptomatic diverticulosis due to diverticular
bleeding, diverticulitis, segmental colitis associated with diverticula, or symptomatic uncomplicated diverticular
disease.

+ Diverticular bleeding
+ Diverticulitis
Segmental colitis associated with diverticula

» Symptomatic uncomplicated

Epidemiology

- Diverticulitis - Approximately 4 to 15 percent of patients with diverticulosis develop diverticulitis. The
incidence of diverticulitis increases with age.

- The incidence of diverticulitis is increasing. The largest increase was in patients aged 18 to 44 years (82
percent). Elective operations for diverticulitis also increased by 29 percent with the largest increase in
patients aged 18 to 44 years (73 percent).

- Although a male preponderance was noted in early series, subsequent studies have suggested either equal
distribution or a female preponderance.

- Diverticular bleeding -~ Among patients with diverticulosis, bleeding occurs in approximately 5 to 15
percent and is massive in a third of patients. The right colon is the source of colonic diverticular bleeding in

50 to 90 percent of patients. Risk factors
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Risk factors

+ Dietary
- Fiber
 Red meat & fat
- Seeds & nuts
Physical activity
* Obesity
* Others (smoking, alcohol, NSAID, vit. D, etc...)

Pathogenesis

WVasa recta
Mesenteric
tenia =
> 3 .
& ] \

Antimesenteric
tenia

Diverticula develop at four well-defined points around the circumference of the colon, the sites at which the vasa
recta penetrate the circular muscle layer. These vessels enter the wall on each side of the mesenteric taenia and on the
mesenteric border of the two antimesenteric taeniae. The insets represent the development of a diverticulum at one

such point of weakness.

Fecolith impaction

2015 CHetCHE R Eols] A4t
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Diverticular bleeding

The blood vessel is separated from the bowel lumen only by mucosa. Over time, the vessel wall is exposed to injury

along its luminal aspect, possibly leading to segmental weakness which predisposes to rupture into the lumen.

Clinical manifestation of acute diverticular disease

- Abdominal pain is the most common complaint usually left sided in approximately 85 percent. However, patients
may present with right lower quadrant or suprapubic pain due to the presence of a redundant inflamed sigmoid
colon or right—sided (cecal) diverticulitis, which is more common in Asians.

- Low grade fever. Other associated symptoms include nausea, vomiting, constipation, and diarrhea.

- Approximately 25 percent of patients with acute diverticulitis have associated complications including bowel
obstruction, development of an abscess, fistula, or a colonic perforation into the peritoneum and peritonitis.

- The diagnosis of acute diverticulitis should be suspected in a patient with lower abdominal pain with tenderness
to palpation on physical examination. Laboratory findings of leukocytosis, while not sensitive or specific for
acute diverticulitis, can support the diagnosis. Abdominal imaging is required to establish the diagnosis of acute

diverticulitis.

Mild diverticulitis (left) and diverticular abscess (right) in sigmoid colon in CT
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Management of uncomplicated diverticulitis

+ Criteria for outpatient management — In a randomized trial that included 132 patients with uncomplicated
diverticulitis and who received the first dose of intravenous antibiotics in the emergency department, there
was no significant difference in treatment failure rate for outpatient management compared with in—hospital
management.

- Reliability to return for medical reevaluation if condition worsens

- Compliance with outpatient treatment plan

* Abdominal pain is not severe

- No higher than a low-grade fever

- Can tolerate oral intake

* No or minimal comorbid illnesses

- Available support system

- Antibiotic therapy - Based upon retrospective studies and clinical experience, patients with acute uncomplicated
diverticulitis have generally been treated with a course of antibiotics, with the duration depending upon
resolution of symptoms (7 to 10 days). However, the routine use of antibiotics for all patients may not be
necessary

* Recommended regimens:

- Ciprofloxacin (500 mg PO twice daily) plus metronidazole (500 mg PO three times daily).

- Oral ciprofloxacin achieves levels similar to those with intravenous administration, has broad coverage of
enteric Gram—negative pathogens, and (similar to amoxicillin-clavulanate) requires only twice daily dosing,
thus improving compliance.

- Amoxicillin—clavulanate (875/125 mg twice daily) is an acceptable alternative.

» For patients intolerant to metronidazole, clindamycin may be an acceptable alternative. For patients intolerant
to metronidazole as well as beta lactam agents,

- moxifloxacin has reasonable gram-negative and anaerobic coverage.

- Anti-inflammatory agents — Based upon the theory that chronic inflammation plays a role in diverticulitis, there is
increasing interest in use of anti—inflammatory agents, such as mesalamine, in the management of diverticulitis.

* The rate of complete response (GSS = O) at week 52 for patients treated with mesalamine alone was higher
compared with patients treated with mesalamine with probiotics or placebo (40. 7 versus 8. 3 versus 18. 2
percent, respectively).

- Drug compliance was =80 percent for approximately 95 percent of all participating patients.

* Dietary recommendation

* clear liquid diet

- fiber

- seends & nuts

o1t
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Outcomes after conservative managements

* The success rate of conservative treatment, bowel rest, and antibiotics, ranges from 70 to 100 %

+ CT - auseful tool to identify patients who are likely to respond to conservative therapy

- Approximately 20 to 40 percent of patients have recurrent bouts: right—sided diverticulitis are at low risk

- However, recurrent attacks are generally similar to the first attack, and are not associated with a higher rate of
complications.

- Current studies indicate that the prognosis after a second attack may even be less severe than previously reported,
thus dispelling the older contention that subsequent attacks are worse than the initial attack

* Elective surgery is not necessary for all patients who respond to medical therapy.

- Patients in whom elective surgery has been recommended following a single attack of diverticulitis include

younger patients (variously defined in the literature as less than 40 or 50 years of age) and those who are

immunosuppressed.

Complications of diverticulitis

* Peritonitis

- Obstruction
- Perforation
- Abscess

» Fistula formation

Indications of operative management

* Failed medical management

- Recurrent episodes of acute diverticulitis

- Complications of acute diverticulitis, including peritonitis, failed percutaneous drainage of a clinically relevant
abscess, enterocutaneous fistula formation, and bowel obstruction

* Immunocompromised, <40 years of age, and with right-sided diverticulitis.

» Each decision is based upon clinical presentation, comorbid illnesses, and individual patient wishes.

Laparoscopic surgery

- Growing experience with laparoscopic techniques for performing colonic resections suggests that it is associated
with a shorter recovery time than traditional open approaches
* Laparoscopic resection appears to be best suited for patients in whom the episode of acute diverticulitis has

resolved and in patients with stage [ or 11 disease according to the Hinchey classification
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* In practice, however, nearly all patients requiring resection for diverticular disease can potentially be approached
laparoscopically, with the exception of patients with generalized feculent or purulent (Hinchey Stage 111 and 1V)

peritonitis.
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Problems in Geriatric Colorectal Disease
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The Genetic Landscape of Colorectal Cancer
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Overview of Current Chemotherapy and
Targeted Agents in mCRC

Ik Yong Kim

Department of Surgery, Yonsei University, Wonju College of Medicine, Wonju, Korea

The role of antiangiogenic and anti-epidermal growth factor receptor (EGFR) drugs has been investigated
extensively in mCRC in the adjuvant, neoadjuvant and palliative settings.

In this review, the role of antiangiogenesis and anti-EGFR therapies across the spectrum of adjuvant, neoadjuvant,
and metastatic disease will be summarized

The benefits from integrating bevacizumab or cetuximab in the adjuvant setting have been investigated in several
randomized phase 111 clinical trials in high risk stage I and stage 111 disease of CRC, all with disappointing results.

Neoadjuvant approaches incorporating biologic therapy in patients with liver metastatic disease (CRLM) have led
to mixed results. Although the current evidence does suggest increased down-staging and increased resectability with
the addition of cetuximab in patients with initially unresectable or borderline resectable CRLM, a positive effect of
anti—EGFR therapy on the overall survival (OS) in this setting is not conclusive. Patients with resectable CRLM derive
no benefit and may experience potential harm from the addition of cetuximab to neoadjuvant chemotherapy. Similarly,
there is neither rationale nor adequate data to support the addition of bevacizumab to neoadjuvant chemotherapy in
patients with resectable CRLM.

The current standard palliative care for the first-line treatment of mCRC is combination cytotoxic chemotherapy
(5-FU or capecitabine) with either oxaliplatin (FOLFOX or XELOX) or irinotecan (FOLFIRI) and combination with
target agent, bevacizumab or anti-EGFR agents, (eg, cetuximab or panitumumab), for patients with wild type KRAS

The choice between bevacizumab and anti-EGFR agents for the first—line setting in patients with wild type KRAS
depends on clinical presentation and individual patient factors.

Although the role of biologic agents has become well-defined in the first, second. and subsequent lines of treatment
of mCRC, considerable debate continues around the optimal sequencing and around optimal patient selection.
The several studies have provided important clinical evidence for the benefit of continued use of antiangiogenic
therapies after progression during previous bevacizumab therapy in the first-line setting. With the availability of ziv—

aflibercept and regorafenib, treatment options for mCRC have increased. However, so far the optimal sequencing of
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these antiangiogenic therapies after progression of disease during bevacizumab treatment remains unknown, and it will
likely vary depending on patient tolerability, and tumor— and patients factors.

It will also be essential to develop a series of biomarkers that could be used to identify the subset of patients who
would benefit from continued bevacizumab treatment as opposed to switching to other newer antiangiogenic drugs in

the second-line setting.
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Survivorship for Colorectal Cancer Survivors

w2 4
AA ol F it
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Which evaluations should be performed for surveillance for recurrence of cancer?

What Is a reasonable frequency of these evaluations for surveillance?

gl erell Al ) 7] RIS W FaEo] TR ghe B us) GAE AEE HelT)
A3} B 3 gl o] 53] FEHE R919) S 271 WSk 2 plo] glrky JelA ik
webA] 27]9} 3710) thaket AE ALl TR 2A) 271 F S of el Fhol Eakelol A A4 st glow], H 2-41
o Ape] 9] Aol 71 Stk Aol S715ke] W2 A, A1) A CEA 74k CT 270 71ALS 3 3-54
FAHE RS AL ek UAI S o A8 A I3 AL o R0l AA] e A 48 F R
AR FRE F AL R, B 25 FIANE A 22 o2 Thol Sekelo| A Aasta gl

Which symptoms and/ or signs potentially signify a recurrence of CRC and warrant investigation?

HAgre] 71 T3 A 39191, 5, 2o} o] o] F Aol tiel & 1 7018 71 o] Aol Wasiul,
5 U IR ofy et w2, Y, o] 1 gl AT A T HIS 0| Sl Sl sl Al e T A e of 2] 7]
He= g ske] of APdke) ¥ 7 A= Al B 27k gl

What are the common and/ or significant long—term and late effects of CRC treatment?

o AFel A7) AlEAFe] A7) a3f B AW @ 3= uf @ ohoksiol bAoA (fatigue: distress), 4
I A% S4) (frequent and/ or urgent bowel movement: gas and/ or bloating: incisional hernia: increased risk of

bowel obstruction: if ostomy. lifestyle adjustment), & 2Fa QW I} I % SAF (peripheral neuropathy: cogni-
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tive dysfunction): 9 AR 2] 2} I H F4) (localized skin change: rectal ulceration and/or bleeding: anal

-

dysfunction: bowel obstruction: infertility: sexual dysfunction: secondary primary cancers in radiation field: bone
fracture) 50| Q=] Z12k0] ZALe T2 2] 2.9} P21 5to] LU, ixpol] whebA = Z4ke] 2w o) shed
o] A= v vk & glo] W f 2| mof| 0] 5 @3kt 7 7]ito] = A2 WA Zhe Rt gl ti el
AFol7E 1A skl 7] make] A e 5 ufofsto] A of /A 2| w1 wkeke] ol MR 5 Foll o
Az 4o] 2 & ol 31k shz el Zlol ek

On what secondary prevention measures should CRC survivors be counseled?

O A AT BT 2R ob REeh, 717 AF I AT A4 WERE S A5k 2, 39 3
S AAE S A F9. AFE Ao] oy 7tol=ghlof| A 23 ¥ a1 @l T} Acetylsalicylic acid (ASA) B! T}& oF

= O] U o] o] 2f ol b= oA A 7F R ol T
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Prebiotics and Probiotics
: Focused on Intestinal Disorders
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o] 23] o] QI o] o (stain) O] A ST AL/ 31k &F Bl o1/ of) T ot A KL 7F B5517] wisrolth A A
At probiotes N o} U 2f tRefFol 4] W FAof| e EA s = o] 23t A4t 5 probioticsE T+ 6Fal 01
S B535F 4= ) (Figure 1). Probiotics®] ¥ 25 (genus), & (species), 18] 1L 71 w5 "8 # (strain designation)
o7 AR L2 Foll £oh= = P o vt et o) Uehg - ole B R ob g A e
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Figure 1. Overall framework of probiotic products
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Table 1. 48291 Probiotics®] £H9} LAIA B

Product name Composition

VSL#3 Bifidobacterium breve, B. longum, B. infantis, Lactobacillus acidophilus,
L. plantarum, L. paracasei, L. bulgaricus, Streptococcus thermophilus

Align B. infantis

Culturelle L. rhamnosus GG
DanActive L. casei

Mutaflor E. coli Nissle 1917
Florastor Saccharomyces boulardii

Prebioticst= T 7] A3HE| A] oF= e eshE 2 LA E T 7 9] 0] &%) += prebiotics®+= fermentable
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1) Crohn's disease (CD)

Probiotics3! prebiotics7F A% 2| &0l Ieg-o] & =tk 7= FE551Th AE| 20| = Bl S-aminosaly-
cylicacid (5-ASA) = 3al| 7} -1 321 ]| A] Saccharomyces boulardii g 01 3= W A2 9] ofat z}o] 7k
e qlch? E5k A2 2Ato]l probioticsE 083 a1 Bl 52 2] 5ol 35 W EREA] ol A %= probiotics 7t
$lot u 35 ol wlol -5 e T ) b

2) Ulcerative colitis (UC)

A3 Aol A P12 9 §11K) 2 o0 probiotics AHE T 1750l 21 o] Siek. 412 ek
A2 @A A probiotics (E. coli Nissle 1917)+= 35l 3-A] o] A]-85F5-ASAQ} A9 5535t au}= B &l
VSL #3%= 45 B S5 A g ol A Fof 12549l induction rate”} 9] 2Fell B3l #2517 s=3ket
(VSLH3 42.9% vs placebo 15.7%. P€0.01).” ° F&] ¥} Lactobacillus acidophilus La-S 2} Bifidobacterium animalis
ssp. lactis Bb-125 ©]-§-3F Lol A= 3sll frAloll QLo Al §1efaf 2fo] & Kol A] oFglth A5 7HA] A197d o
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o) el % G214 28 18] A Y prebiotic® 0§ AFEL LPRR 2FRE 0]
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3) Pouchitis

Alst 19kt ulcerative colitis, UC) B 7}5A4] 41354 8% (Familial adenomatous polyposis, FAP) 2+
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OF100% 20/20)0l14] pouchitis?} WA S Zl o] v]s VSLH3 wLol| A= A S 0] 15% (3/20) = vl 745}
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4) Infectious diarrhea
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5) Clostridium difficile associated diarrhea (CDAD)
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ghoh7] ¢ o] 5 4 th & Aol A probiotics©] ol & atki= ¥ 2] ok gt}
6) Irritable bowel syndrome (IBS)
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Advanced Tissue Management:

Minimizing The Challenges
Associated With Extra-Thick,
Hard To Reach And High-Risk Tissues

No single stapler can address the wide range of tissue management issues surgeons face on a daily
basis. That's why Covidien has developed a portfolio of specialty stapling solutions to provide the right
tool to meet each specific challenge. To learn more, visit www.covidien.com/tristaple
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