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Table IV. Clinical background of patients with RVF who underwent gluteal-fold flap repair

Operation/anastomosis ~ Diverting ostomy Onset of Position Cause
Patient  Age TMN stage technique at first operation ~ RVF (POD) of RVF of RVF
1 65 T3NOMO vLAR/DST + 4 Mid Leakage
2 56 T3NIMO vLAR/DST — 21 High Leakage
3 63 T3N2MO0 LAR/DST - 20 " High Involvement*
4 47 T3NOMO ISR/hand sewing + 15 Low Leakage
5 53 T3N2MO ISR/hand sewing + 7 Low Leakage

RVE Rectovaginal fistula; POD, postoperative day; vLAR, very low anterior resection; LAR, low anterior resection; DST, double stapling technique; ISR,

intersphincter resection.

*Involvement: RVF arose from inclusion of the vaginal wall in a double stapled anastomosis.

Table V. Outcomes of gluteal-fold flap repairs

Duration of Interval from
operation for flap operation
Interval from internal pudendal Size of to ostomy Recurrence
Patient operation (d) artery flap (min) Slaps (cm) closure (d) of RVF
1 880 60 13.0 X 4.0 — —
2 350 100 15.0 X 45 229 —
3 154 105 12.0 X 35 147 —
4 381 120 10.5 X 3.0 95 —
5 187 30 8.0 X 3.0 110 —

RVE Rectovaginal fistula.

the remaining 4 patients (patients 2-5) a defunc-
tioning loop ostomy (2 ileostomies, 2 transverse
colostomies) was constructed when a glateal-fold
flap repair was performed.

The outcomes of the gluteal-fold flap repairs are
shown in Table V. The average operation time for
flap repair and/or ostomy construction was 83
minutes (range, 30-120 minutes). The size of the
flaps ranged from 12.0 X 3.5 cm to 15.0 X 4.5 cm
for the patients with RVF situated at the higher
end or middle of the vagina (patients 1-3), and
from 8.0 X 3.0 cm to 10.5 X 3.0 cm for the patients
with RVF situated lower in the vagina (patients 4,
5). No complications, such as necrosis of the flaps,
bleeding, infection, or pain, were noted. Diverting
ostomies were closed 95 to 229 days after operative
treatment. None has failed to heal, and no RVFs
have relapsed after more than 1 year postopera-
tively (Fig 5).

Two patients were able to have sexual inter-
course postoperatively. No patients experienced
incontinence, rectal stricture, feeling of wrong-
ness, or pain of the external genitals when seated.

DISCUSSION

RVF may occur as a complication in female
patients undergoing operative treatment for lower
rectal carcinoma, The incidence of RVFs after
anterior resections has been reported to be-0.9 to
2.9 percent.®*1* This complication leads to vaginal

flatus, fecal leakage, and/or vaginal discharge, and
is uncomfortable. In the present study, anastomo-
sis by DST in patients undergoing LAR or vLAR,
ISR, and concomitant hysterectomy and/or re-
section of the vaginal wall were significantly differ-
ent causes of RVFs.

Although- we inserted 1 or 2 drains into the
posterior and/or anterior side of the colorectal
anastomosis, abscess drainage into the vagina
resulted in RVF in 10 patients with surgical damage
of the vaginal wall opened intraoperatively. There-
fore, although 8 of the 10 patients with RVF had
the diverting ostomy established at the initial
operation, it was impossible to prevent RVF.

A function-preserving operation for pelvic ma-
lignant disease has been attempted at our institute.
Total pelvic excenteration (TPE) has been advo-
cated as the best treatment for locally advanced
rectal cancer involving the urogenital organs. As
a result, patients sometimes require a double
stoma for urinary and fecal diversion. However,
an extended colorectal resection with preservation
of partial bladder and/or anal sphincter is some-
times possible when cancerfree margins can be
obtained. Thus, we designed a function-preserving
operation to avoid TPE or posterior pelvic excent-
eration, such as ISR for low rectal cancer,'® neo-
urina1y bladder reconstruction using the small
intestine for patients with rectal cancer invading
the urinary tract, and partial resection of the
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Fig 5. Outcomes of operative treatments for rectovaginal fistula (RVF).

vaginal wall for patients with rectal cancer invading
the vaginal wall. This preserving surgery concept
was considered to cause a high rate (9.9%) of RVE.
Thus, the occurrence of postoperative RVF should
be taken into account if the vaginal wall is resected
during surgery for lower rectal cancer. For pre-
vention of postoperative RVF in patients with
partial resection of the vagina, surgeons need to
practice some preventive measures (eg, omental
interpositionls’” or rectus abdominis muscle®?).
Significant differences in the occurrence of RVF
were observed between the DST and SST anasto-
motic procedures in the present study. In 1979,
Nance'® described an end-to-end ileocolostomy
using a circular stapler to cut through a liner
stapler line. This procedure has expanded and
developed into the DST of colorectal anastomoses.
Postoperative complications related to the DSTare
anastomotic leakage, stricture, and RVE? DST
involving the posterior wall of the vagina in
a circular stapled anastomosis and anastomotic
leakage cause RVF in rectal cancer Nakagoe
et al'® reported a technique for preventing RVF
after LAR using the DST. However, in the present
study, 2 patients developed RVF due to inclusion of
the vaginal wall in a double stapled anastomosis.
Furthermore, 6 patients with postoperative RVF
caused by anastomotic leakage were healed within
6 months by undergoing diverting ostomy alone;
however, the patients who developed RVF due to
involvement of the posterior wall of the vagina in

the circular stapled anastomosis never healed after
undergoing diverting ostomy alone even after
a long period of time. We suggest that these
patients in whom RVF developed as a result of
inclusion of the vaginal wall in the stapling
technique require an operation to repair the RVE

The surgical management for RVF patients is
difficult and often unsatisfactory. Rex et al® re-
ported a high success rate (10 of 14 patients who
were treated conservatively) for spontaneous clo-
sure of the fistula with lowresidual diets and
antibiotics or bowel rest, whereas simple diverting
colostomy resulted in a low rate of successful
spontaneous healing (6 of 17 patients). Similarly,
in the present study, spontaneous closure of the
fistula with simple diverting ostomy occurred in-
frequently (6 of 14 patients, excluding 2 patients
who underwent gluteal-fold flap repair). Indeed,
in the present 3 patients who underwent gluteal-
fold flap repair, simple diverting ostomy failed to
cause spontaneous closure after more than 187
days. Patients whose RVF did not heal 3 months
after establishment of a diverting ostomy alone
underwent operative treatment for RVF.

Repair with local procedures such as an endor-
ectal advancement flap produces good or excellent
results for the simple fstula.?%*? However, local
repair of complex fistulas fail to heal more
commonly.”?*?® For postoperative patients with
lower rectal cancer, we believe that an endorectal
advancement flap is not an efficient method
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technically because it is difficult to advance colonic
mucosa of the oral side beyond the anastomosis.

Various surgical procedures for treatment of
RVF have been reported. These procedures can be
performed by abdominal, rectal, vaginal, perineal,
transsphincteric, or transsacral approach.7’14’2630
Many different reconstructive techniques with vari-
ous flaps also have been reported; however, these
surgical procedures can result in incontinence,
failure to heal, and the need for a laparotomy.

In 1996, Yii et al*® reported on lotus petal flaps,
which are raised on perforators around the peri-
neum to resemble the petals of the lotus and can
be used to reconstruct a variety of vulvovaginal
defects. They described the gluteal-fold flaps as
good flap donors because the perineum is an area
of rich blood supply with multiple arterial anasto-
moses. Indeed, although an incision was made on
the entire flaps in our patients, the flaps showed
good mobility and no subsequent necrosis. In
addition, Haray et al*! reported a procedure in-
volving 2 diamond-shaped, cutaneous flap ad-
vancement for patients with recurrent RVFE.

Our procedure is a modification of Yii’s and
Haray’s methods, as a diamond-shaped cutaneous
flap advancement cannot be raised to a higher
position RVF. Indeed, the RVF location of 2 of our
patients (patients 1, 2; Table IV) were in a higher
position in the vagina, and the size of the gluteal-
fold flaps were longer than those of the lower
position.

The glutealfold flap has been considered a
fasciocutaneous flap. Hashimoto et al*® reported
that direct cutaneous vessels supplied blood flow
and that it was easy to adjust the flap volume by
resecting the fatty tissue except around the
pedicles. This thinning of fatty tissue in the sub-
cutaneous area and a rare growth of hair is suitable
for flaps inserted into the vagina. This procedure is
good for female patients because the gluteal fold
renders the surgical wounds inconspicuous. In-
deed, in the present study, no major complications
accompanied glutealfold flap repair postopera-
tively.

CONCLUSION

The incidence of RVF was high in patients who
underwent ISR, anastomosis by DST and hand
sewing in anterior resection, and concomitant
hysterectomy and/or resection of the vaginal wall
regardless of the establishment of a diverting
ostomy. Although some RVFs heal with only fecal
diversion, patients whose RVF was caused by in-
volvement of the vaginal wall in a circular stapling
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or ISR procedure obtain good results with the
gluteal-fold flap repair technique. We suggest that
a gluteal-fold flap repair is sufficiently wide and
long to ensure adequate vascular supply and good
mobility, and is a reliable surgical treatment for
patients with RVF.
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Abstract. To decrease local recurrence and increase disease free survival,
various preoperative therapies for patients with advanced rectal cancer
have been studied. Cis-diamminedichloroplatinum (1I) (CDDP) has be-
come one of the most widely used cancer chemotherapeutic drugs. It has
also been found to have radiosensitizing properties. In this experimental
study, the efficacy of chemoradiotherapy using a novel CDDP supposi-
tory, and one with mixed micelles, was examined in a rabbit VX2 rectal
tumor model. Rabbits were divided into four groups: comtrol group,
irradiation (R) group, CDDP suppository plus irradiation (CR) group,
and mixed micelles pius CDDP suppository plus irradiation (CMR)
group., Tumor growth ratios were reduced significantly in the CR and
CMR groups as compared with the ratio in the control group. Micro-
scopically, response rates of main tumors were 0%, 33.3%, 70.0%, and
91.7%, respectively. The number of metastatic lymph nodes in the CR and
CMR groups decreased significantly compared to the control group and
the R group. The microscopic response rates of metastatic lymph nodes
were 0%, 11.1%, 40.0%, and 41.7%, respectively. Lung metastases were
observed in three rabbits in the R group, and in one rabbit in the CMR
group. Tissue platinum concenfrations both in tumors and in regional
lymph nodes increased significantly when mixed micelles were used.
Chemoradiotherapy using the CDDP suppository and mixed micelles was
effective for local control in the rabbit VX2 rectal tumor model.

Preoperative chemoradiotherapy for the treatment of primary
rectal cancers has been regarded as an effective adjuvant to sur-
gery [1-8]. It is thought to reduce local recurrence, increase the
feasibility of sphincter-preserving surgery, and improve survival.
Autonomic nerve-sparing surgery combined with preoperative
chemoradiotherapy has been provided for advanced rectal cancer
patients, for the purpose of reducing local recurrence and pre-
serving genitourinary function [9]. The widely used drugs in
preoperative chemoradiotherapy were 5-fluorouracil, leucovorin,
cisplatin, oxaliplatin, folinic acid, and tegafur suppository [1-9).
The purpose of this experimental study was to investigate the
effects of chemoradiotherapy, using a novel cis-diamminedichlo-
roplatinum II (CDDP), or cisplatin suppository and mixed mi-
celles in rabbit VX2 recial tumors.

Correspondence to: Kenji Oda, M.D., e-mail: odaken-cib@umin.ac.jp

Materials and Methods
VX2 Tumor moculation into Rabbit Rectum

Female Japanese white rabbits, weighing approximately 3 kg
each, were anesthetized with 25 mg/kg pentobarbital via the
auricular vein. VX2 tumor cells (Funabashi Farm, Chiba, Japan)
were maintained subcutaneously in the intact rabbits. Before
inoculation, tumor tissue specimens were collected aseptically,
and single cell suspensions were prepared in saline. VX2 cells (5
x 108 cells in 0.5 ml of saline) were inoculated into the posterior
rectal wall, 1.5 cm from the anal verge, with a 27-gauge needle.
Two weeks after inoculation, the tumors grew to an average
diameter of 20 mm, with a small amount of erosion on the top.
All animals received humane cate, in compliance with the
guidelines in “Principles of Laboratory Animal Care,” formu-
lated by the National Society for Medical Research, and the
Guide to the Care and Use of Laboratory Animals prepared by
the Institute of Laboratory Animal Resources, (U.5.) National
Research Council, and published by the National Academy
Press, revised in 1996,

Preparation of CDDP Suppositories

The CDDF powder (100 mg, Nippon Kayaku Co. Tokyo, Japan)
was mixed with a base (a mixture of polyethyleneglycol 500 (15 g)
and polyethylenegiycol 4000 (15 g)), and melted at 70°C. The
melted mixture were poured into molds and cooled to 10°C to
form rod suppositories 20 mm in length and 8 mm in diameter.
The CDDP content in each suppository was 5 mg {10, 11].

Preparation of Mixed Micelles

For the enhancement of the intestinal absorption of CDDP,
mixed micelles were administered with CDDP suppositories.
Mixed micelles were composed of 1 M linolenic acid, 1 M so-
dium taurocholate (NaTC), and distilled water (1000 ml). These
mixtures were subjected to ultrasonic waves for 4 minutes at
0°C.
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Table 1. Changes in tumor diameters.

389

Group 14 day (mm) 22 day (mm) Growth rate (%)
Control (n = 13) 19.4 + 3.6 312 + 8.3 614 + 339 m————
¢ =
Rn=9 211 +32 285 * 8.6 36.8 £ 36.1 *
CR (n = 10) 19.9 £ 3.1 2.1 73 10.9 £ 30.3 Lt
i
CMR (n = 12) 189 = 1.8 18.5 + 49 -1.7 £ 254 —u
Data are expressed as mean S.D.
*ip = 0.002.
tp = 0.001.
tp < 0.0001.

R: irradiated group; CR: CDDP Suppositories plus irradiation group;

Irradiation

An x-ray unit (Varian Nelac 1018, CA) was operated at 10 million
V, delivering radiation to the tumor at a dose rate of 500 ¢cGy/min.
Anesthetized rabbits were placed in a supine position, and the
entire pelvis was irradiated from one portal (12 cm x 10 cm) . The
total dose was 6 Gy (3 Gy/fraction, 2 times). No rabbit died after
irradiation.

Experimental Design

The rabbits were divided into four groups as described below. In
every group except the control group, rabbits were irradiated twice,
14 and 19 days after inoculation of VX2 tumor. No other treatment
was provided in the control group {(n = 13).Only irradiation (3 Gy/
fraction x 2) was provided in the R group (z = 9). In the CR group
(n = 10), CDDP suppositories were administered (1 rod/fraction),
followed by irradiation 1 hour later. In the CMR group (n = 12),
CDDP suppositories were administered just after enemas of 3 miof
mixed micelles each, followed by irradiation 1 hour later.

In every group, the anus was sutured after treatment, and
opened 6 hours later. In each group, rabbits were killed by rapid
intravenous administration of pentobarbital 22 days after inocu-
lation, and the rectal tumor, regional lymph nodes, liver, lungs, and
kidneys were immediately removed and fixed by 10% formalin.
Lungs and livers were cut into 5-mm slices. Tissues were embed-
ded in paraffin, sliced 3 pm thick, then stained with hematoxylin
and eosin. They were then examined histologically. Body weight
and tumor diameter were measured 14 and 22 days after inocu-
lation. Because rectal tumors were palpable from the surface of the
skin, tumor diameter was measured together with the skin with
calipers. The thickness of the skin was assumed to be same in all
rabbits. Platinum concentrations in tumors and regional lymph
nodes were measured by atomic absorption spectrometry.

Platinum Plasma Concentration Curves

A CDDP suppository alone, a CDDP suppository and mixed
micelles, and an intravenous CDDP (5 mg) solution were
administered once each, and platinum plasma concentrations
were measured in each group 15, 30, 60, and 90 minutes, and 2, 4,
6, and 24 hours after administration (n = 3, each group).

Statistical Analysis

Statistical analysis was carried out by means of Student’s r-fest,
the Mann-Whitney U-test, and Fisher’s exact probability test. All

CMR: CDDP Suppositorius plus micelles plus irradiation group.

p values < 0,05 were considered significant. All group data were
presented as mean standard deviation (S.D.).

Resufts
Body Weight Change

On day 14, the body weights of rabbits in each group were about 3
kg. Body weight changes from day 14 to day 22 were —0.10 kg in
the control group, —0.06 kg in the R group, -0.14 kg in the CR
group, and —0.14 kg in the CMR group. Body weight changes
were not significantly different between groups.

Changes in Tumor Diameter

Table 1 shows tumor diameter changes among rabbits. On day 14,
tumor diameters were about 20 mm in all groups. Tumor growth
ratios were reduced significantly in the CR and CMR groups as
compared with the ratio in the control group. When compared
with the ratio in the R group, the ratio was not reduced signifi-
cantly in the CR group, but the ratio was reduced significantly in
the CMR group (Table 1, Fig. 1).

Microscopic Changes in Tumors

Microscopic changes in tumors were evaluated on maximum cut
surfaces. Central necrosis of the tumor, which was observed in all
tumors in the control group, was excluded. Histological effects
were evaluated according to the Japanese classification of colo-
rectal carcinoma in 5 grades, from grade O to grade 3 (Table 2)
[12). Effective response was defined when grade 1b, 2, or 3
changes were observed. Response rates were 0% in the control
group, 33.3% in the R group, 70.0% in the CR group, and 91.7%
in the CMR group (Table 3, Fig. 2).

Regional Lymph Node Metastasis

There was no significant difference between the groups as o the
total number of regional lymph nodes recorded. The number of
metastatic lymph nodes was not significantly different between the
control group and the R group. The number of metastatic lymph
nodes in the CR and CMR groups was significantly lower compared
to the control group and the R group. The same resultwas observed
with regard to the metastatic rate, a ratio of the number of meta-
static lymph nodes to the number of total lymph nodes (Table 4).

Microscopic Changes in Metastatic Lymph Nodes

Microscopic changes in metastatic lymph nodes were evaluated
in much the same way as the main tumor. The response rates
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Fig. 1. Macroscopic findings of VX2 rectal tumors 22 days after inoculation. A. control group, B. R (irradiation) group, C. CR (CDDP + irradiation)
group, D. CMR (CDDP -+ mixed micelles + irradiation) group, Bar: 1 cm; CDDP: cis-diamminedichioro platinum.

Table 2. Histological criteria.

Grade 0 No change
Neither necrosis nor cellular or structural change can
be seen throughout the lesion.
Grade | Mild change
la Necrosis or disappearance of the tumor is present in

less than 1/3 of the lesion, or only cellular or
structoral changes are visible
in variable amounts.

Ib Necrosis or disappearance of the tumor is present in less
than 2/3 of the lesion.

Grade 2 Moderate change
Necrosis or disappearance of the Twmor is present in more
than 2/3 of the Jesion, but viable tumor cells stilf remain.
Grade 3 Severe change

The whole lesion falls into necrosis and/or is replaced by
fibrosis, with or without granulomatous changes. No
viable tumor cells are observed.

were 0% in the control group, 11.1% in the R group, 40.0% in
the CR group, and 41.7% in the CMR group. Response rates
of metastatic lymph nodes in each group were lower than re-
sponse rates in the main tumor. No metastatic lymph nodes
were observed in three rabbits each in the CR and CMR
groups (Table 5).

Lung and Liver Merastases

No lung metastases were observed in the control group or the CR
group. Lung metastases were observed in three rabbits in the R
group, and one rabbit in the CMR group. In every case, they were
multiple metastases to the bilateral lung (Fig. 3). Lung metastatic
rates were higher in the R group than in the control and CR
groups, with marginal statistical significance. No liver metastases
were found in any of the groups (Table 6).

Platinum Tissue Concentration

Platinum tissue concentrations increased significantly in both tu-
mors and regional lymph nodes when mixed micelles were used

(Fig. 4).

Platinum Plasma Concentration Curves

Platinum plasma concentrations in the mixed micelles group
rosc up to 10 times higher than in suppository group 30
minutes after administration, and maintained high levels. In
the intravenous group, plasma concentrations rose rapidly to
their maximum levels 15 minutes after administration of
CDDP, and fell more rapidly thereafter than in the other two
groups (Fig. 5).
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Table 3. Microscopic changes in main tumor.

391

Group Grade 0 Grade la Grade 1b Grade 2 Grade 3 Response rate” (%)
Control (n = 13) 13 0 0 0 0 0
] ’
R = 19) 0 6 3 0 0 333
] **
CR (n = 10) 0 3 s 2 0 70.0 i
] T
CMR (1 = 12) 0 1 4 7 0 91.7
*Mann-Whitney U-test.
*p < 0.001.
p = 0.06.
**p = 0.08.
ip = 0.002.

A% PR ¥

Fig. 2. Microscopic findings of VX2 tumors. A. control group (his
group {grade 2). Hematoxylin and cosin, x 100.

Discussion

Various preoperative chemoradiotherapies have been studied for
the purpose of decreasing local recurrence and increasing dis-
case-free survival in cases of advanced rectal carcinoma [1-9]. In
this study, we investigated the efficacy of chemoradiotherapy,
using cis-diamminedichloroplatinum 11 (CDDP) suppositories in

ity

tological effect: grade 0), B. R group (grade |

a), C. CR group (grade 1b), D. CMR

e

rabbit VX2 rectal tumors. Two weeks after inoculation, VX2 tu-
mors grew to a diameter of about 20 mm, with superficial ulcer-
ation. This model is thought to be useful for the study of regional
cancer therapy [13}.

Cisplatin or CDDP, is a potent cytotoxic agent for use against
a wide range of tumors, and it has become omne of 'the most
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Table 4, Regional lymph node metastasis.

World J. Surg. Vol. 29, No. 3, March 2005

Number of metastatic Metastatic rate (%)

Group Number of lymphnodes
lymphnodes
Control (n = 13) 5.8 + 2.1 48 + 2.1 81.5 = 20.0 T
] " -I"i-
R{n =9) 64 £ 1.5 47 £ 17 — 72.8 + 24.4 __
i) i
CR (n = 10) 52+ 20 19 £ 1.9 324 £ 329 |
* E 3
CMR (1 = 12) 56 % 1.4 14%13 — 232 + 18.5 —
Data are expressed as mean S.D.
*p < 0.001.
;p = 0.004.
p = 0.008.
**p = 0.91.
fp = 0.44.
Table 5. Microscopic changes in lymph node metastasis.
Group Grade 0 Grade la Grade 1b Grade 2 Grade 3 Meta (-) Response rate® (%)
Control (7 = 13) 13 0 0 0 0 0 0
. ] '
R#n=29) i 7 0 1 0 0 11.1
l *F
CR {(n = 10) 0 3 4 0 0 3 57.1 1
j T
CMR (n = 12) 0 ) 4 3 2 0 3 55.6
*Mann-Whitney U-test. v
*p = (.06.
' = 0.69.
**p = 0.09.
ip = 0.07.

Fig. 3. Microscopic findings of multiple metastases in lung (R group).
Hematoxylin and eosin, x10.

widely used cancer chemotherapeutic drugs. It was also found to
have radiosensitizing properties [14-16]. There are several
mechanisms that could contribute to the production of this kind
of supra-additivity: (1) inhibition of repair of sublethal radiation

Table 6. Metastasis to Jung and liver.

Group Lung? Liver
Control (n = 13) 0 0
] )
R(n=29) 3 0
!T
CR (n = 10) 0 0
CMR {n = 12) 1 0
* Fisher’s exact probability tesi.
*» = 0.06.
p = 0.09.

damage, (2) radiosensitization of hypoxic cells, and (3) tumor
reoxygenation subsequent to CDDP administration [17]. In
addition, CDDP causes a greater-than-additive antitumor effect
when administered a short time before a single dose of radiation
[17}.

Drug-delivery methods designed to increase the concentration
of drug relative to the surrounding tissues may allow CDDP to
function effectively as a radiosensitizing agent [18] . In this series,
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rg/g
0.7 t *
0.6 1
1.

0.5

0.4 1
B tumor
a1

0.3 | ymph node
*: p=0.03
t: p=0.04

1 —
CR group {(n=3) CMR group (n=3)

Fig. 4. Platinum tissue concentration.

ng/ml

60min 90min 2h 4h 6h 24h

mean {range)

~-fll--- CDDP5mg suppo. {(n=3) o]~ CDDP5Mg SUPPO. ~—@— cDDP5mg i.v. {n=3
+ mixed micells{n=3)

Fig. 5. Platinum plasma concentration curves.
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we studied both the efficacy of chemoradiotherapy using CDDP
suppositories, and the efficacy of adding mixed micelles as a
means of increasing-CDDP concentration in tumors. It may be
speculated that the mechanism for inducing intestinal absorption
of CDDP by mixed micelles is as follows [19-21}: The micellar
state may facilitate incorporation of the lipid component of mixed
micelles into the mucosal membrane. The incorporated lipid
interacts with the polar region of the membrane phospholipids
and enhances the fluidity and permeability of the mucous mem-
brane. Consequently, CDDP can cross the mucosal membrane
easily. In our study, CDDP concentrations in both tumors and
regional lymph nodes were significantly higher in the CMR group
than in the CR group. These results indicate that mixed micelles
had increased CDDP concentrations in tumors and in lymph
nodes.

The tumor growth rate was significantly lower in the CR and
CMR groups than in the control group. As regards microscopic
changes in the main tumors, response rates were higher in the CR
and CMR groups than in the R group. Local control of the main
tumor seemed to be better in the CR group than in the R group,
and it was better in the CMR group to an even greater degree. It
was not possible, however, to differentiate the simple additive
effect from the synergistic effect.

As to (he therapeutic effect on regional lymph nodes, the
number of metastatic lymph nodes and the metastatic rates were
significantly lower in the CR group than in the R group. Response
rates of microscopic changes in metastatic lymph nodes were
higher in the CR and CMR groups than in the R group. Although
response rates of metastatic lymph nodes were lower than those
of main tumors in all groups, chemoradiotherapy was also effec-
tive for regional lymph nodes.

Lung metastases were observed in three rabbits in the R group,
and one rabbit in the CMR group. Luna-Pérez et al. reported that
the presence of metastatic lymph nodes in the postirradiated
specimen was an ominous prognostic factor for survival, and that
such patients should be considered for adjuvant chemotherapy
[22]. Qian et al. suggested that radiation might promote hepato-
cyte growth factor (HGF)-induced malignant biological behaviors
of certain pancreatic cells through the upregulated HGF/c-Met
signal pathway [23]. Koda et al. reported that some distant
metastases were observed in the preoperative chemoradiotherapy
group, and that this was why adjuvant chemoradiotherapy did not
necessarily improve overall survival for rectal cancers, even when

the local recurrence rate was reduced [24]. Moreover, Koda et al.

insisted that neocadjuvant chemoradiotherapy impaired natural
killer cell activity in selected patients [25]. These results indicate
the necessity for concurrent chemotherapy and/or immunother-
apy while performing preoperative radiotherapy.

In conclusion, chemoradiotherapy using CDDP suppository
and mixed micelles is effective for local control in rabbit VX2
rectal tumor model.
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Denervation of the Neorectum as a
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PURPOSE: The aim of this study was to determine whether
denervation of the sigmoid colon during low anterior resec-
tion contributes to the postoperative motility characteris-
tics of the neorectum and to the defecatory function of
patients, METHODS: Sixty-seven patients who underwent
either low or ultralow anterior resection for rectal cancer
were evaluated. In accordance with the length of denervat-
ed neorectum, each patient was assigned to either the short-
denervation or long-denervation group, determined by
whether the inferior mesenteric artery was divided. Colonic
propagated contraction was then measured by means of
intraluminal pressure monitoring. Transit time was calcu-
lated with orally administered radiopaque markers. RE-
SULTS: Propagated contraction down to the neorectum was
significantly less common in the long-denervation group
(14/36) than in the short group (12/15, P < 0.05), whereas
spastic minor contraction at the neorectum was signifi-
cantly more common in the long-denervation group (21/36)
than the in short group (3/15, P < 0.05). Colonic transit
time below the sigmoid colon was significantly longet in
long group (6.4 hours) than in the short group (3.4 hours,
P < 0.01). Although motility disorder of the neorectum was
correlated with clinical defecatory malfunctions, including
multiple evacuations, urgency, and soiling, no significant
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correlation was noted between the length of the denervated
neorectum and the defecatory disorders. CONCLUSIONS:
Motility of the neorectum following low anterior resection
appears degraded by intraoperative maneuvets that cause
denervation of the remnant sigmoid colon. Motility disorder
of the neorectum, but not the length of the denervated
neorectumn causing the disorder, correlates well with sev-
eral defecatory malfunctions. This finding suggests that
postoperative defecatory disorder as a result of low anterior
resection is caused by many factors in addition to denerva-
tion of the neorectum. {Key words: Rectal cancer; Low an-
tetior resection; Defecatory function; Neorectum; Denerva-
tion; Motility disorder]

D

tal part of the sigmoid colon are removed along with
accompanying vessels and nerve supplies during
lymph node dissection. Because the healthy rectum
and sigmoid colon are double innervated with as-
cending fibers from the pelvic plexus and descending
fibers that run along the internal mesenteric artery
(IMA),! the surgery-related maneuvers result in a de-
nervated colonic segment of a length that varies from

uring standard Jow anterior resection (LAR) for
rectal cancer, most of the rectum and some dis-

case to case (Fig. 1.

When the IMA is transected at its origin during re-
moval of the specimen, most of the remaining sig-
moid colon and the descending colon become a de-
nervated colonic segment when the ascending fibers
from the pelvic plexus and the descending fibers
around the IMA are transected. In some cases, the
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denervated colonic segment may be short if the IMA
and some sigmoid colon arteries have been preserved
along with the descending nerve fibers. However, the
ascending nerve fibers originating from the pelvic
plexus are always compromised (Figs. 1B, 1C). In
most cases, the neorectum is reconstructed with the
denervated sigmoid colon segment, thus the function-
ality of the neorectum may contribute to the patient’s
defecatory status following LAR for rectal cancer.

In the present study, we evaluated the correlation
between motility characteristics and the length of the
denervated neorectum to determine whether func-
tional disorders of the neorecturn contribute to post-
operative defecatory status. Possible surgical maneu-
vers for LAR that preserve postoperative defecatory
function are also discussed.

PATIENTS AND METHODS
Patients

Sixty-seven patients (35 men and 52 women; age
range, 40-81 years; median age, 63 years) who un-
derwent either LAR (n = 45) or ultralow anterjor re-
section (n = 22) for middle or lower rectal cancer were
enrolled in the present study. Informed consent was
obtained from all patients. A colonic J-pouch of 6to 7
cm in size was constructed with a side-to-side colo-
colic anastomosis by use of a linear stapler in 11 pa-
tients; 4 of these patients underwent pouch-anal anas-
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Figure 1. A. Innervation of
healthy rectum and sigmoid
colon. Both are double
innervated with both
ascending nerve fibers from
the pelvic plexus and
descending netve fibers
which run along the internal
mesenteric artery (IMA). B.
Long denervation of the
neorectum when the IMA is
transacted at its origin during
removal of the specimen. C.
Short denervation of the
neorectum when the IMA
and some sigmoid colon
arteries are preserved
together with the descending
nerve fibers.

denervated
segment

tomosis i the transanal handsewn method and the
remaining 7 patients underwent a mechanical anasto-
mosis with a circular stapler. A side-to-end anastomo-
sis with a short stump was performed with a stapler in
18 cases and a straight end-to-end anastomosis by
means of the double-stapling technique was per-
formed in 38 cases. In this series, 11 patients received
preoperative radiation therapy. The interval between
initial surgery and postoperative physiologic study
was one year in 31 cases (46 percent), two years in 10
cases (15 percent), and more than three years in 26
cases (39 percent) (Table 1).

Evaluation of Defecatory Dysfunction

Within one month before or after each examina-
tion, patients were interviewed with a self-
administered questionnaire about their recent defeca-
tory status. The patients were then categorized into
groups according to the degree of defecatory dysfunc-
tion. The questionnaire consisted of 20 questions
about bowel movement frequency, degree of ur-
gency, multiple evacuations, and fecal soiling. Pa-
tients were first divided into three groups as follows:
“severe urgency,” in which a patient always or often
could not defer defecation for ten minutes; “mild ur-
gency,” in which a patient only sometimes experi-
enced such urgency; and “no urgency,” in which a
patient was always able to defer defecation for ten
minutes. Next patients were divided into two groups
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Table 1.
Patient Background and Length of
Denervated Neorectum
Length of
Denervated Neorectum
Short Long P
Factor (n=17) (n=50) Value®
Gender <0.05
Male 6 33
Female 11 17
Period from operation <0.01
1 year 15 18
2 years 0 10
>3 years 2 24
Operation method NS
Low anterior resection 9 36
Ultralow anterior resection 8 14
Reconstruction NS
End-to-end 4 34
Side-to-end 10 8
J-pouch 3 8
Preoperative radiation NS
Yes 1 10
No 16 40

NS = not significant.
#Chi-squared test.

on the basis of evacuation frequency as follows: “mul-
in which a patient needed to use

]

tiple evacuations,”
the toilet more than three times an hour for comple-
tion of evacuation, and “negative multiple evacua-
tions,” in which a patient was able to evacuate each
time satisfactorily with one or two toilet visits. Fecal
soiling was categorized on the basis of previously re-
ported criteria, which take into account the degree
and frequency of incontinence,” as follows: “soiling,”
in which a patient experienced fecal incontinence
with liquid stool more than once a month, and “nega-
tive soiling,” in which a patient rarely or never expe-
rienced incontinence. In addition, patients also cat-
egorized their own defecatory status as excellent,
good, fair, poor, or totally unsatisfactory.

Monitoring of Contraction Waves

A 3-mm-wide pressure transducer that consisted of
four sensors 20 cm apart was specially manufactured,
At the time of postoperative follow-up colonoscopy
performed on patients who underwent low or ultra-
low anterior resection, the tip of the catheter was in-
troduced up to the cecum. Following completion of
the routine examination, the position of the catheter
was adjusted under x-ray so that the fourth sensor was
located inside the neorectum, which was approxi-

KODA ET AL
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mately 10 cm from the anal edge. In most cases, the
first sensor was located at the transverse colon, the
second around the descending colon close to the
splenic flexure, and the third around the sigmoid co-
lon-descending colon junction. The catheter was then
connected to a pressure amplifier (Nihon Koden Inc,,
Tokyo, Japan) and contractions of the colon were re-
corded as variations in intraluminal pressure. Patients
were then asked to lie quietly for 30 to 60 minutes to
monitor colonic motility. Waves with high amplitude
(=20 mmHg) of more than ten seconds in duration
were regarded as contraction waves. Contraction
waves that originated at sensor 1 or 2 and propagated
accordingly down to the neorectum (sensor 4) were
called “propagated waves.” When there was at least
one propagated wave seen during the examination
period, the patient was allocated to the positive prop-
agated-wave group. The monitoring of contractions
was successfully performed in 51 patients from whom
consent was obtained.

Calculation of Transit Time

Colonic transit time was determined in 48 patients
by means of Sitzmarks capsules (Konsyl Pharmaceu-
ticals Inc., Fort Worth, TX), which consist of 20 radi-
opaque markers within a gelatin capsule. On three
consecutive days, a Sitzmarks capsule was taken with
water after dinner. On Day 4, two flat-plate abdominal
x-rays were taken of the patient in the supine and
upright positions. From one day before to the day of
completion of the examination, patients were asked
not to take laxatives or other medicines that might
affect intestinal motility. Segmental colonic transit
time was calculated with the computerized Sitzmarks
Analysis Program (Kaigen Inc., Osaka, Japan), which
is based on Arhan et al.’s theory.® In this theory, the
number of markers that pass through one intestinal
point exhibits a bell-shaped distribution curve. By
measuring the total time for all radiopaque markers to
pass each colonic segment, the mean passage time in
the corresponding colonic segment was calculated.
The transit times of the ascending colon, transverse
colon, descending colon, and neosigmoid colon and
neorectum were calculated.

Statistical Analysis

Continuous variables were analyzed with the Stu-
dent’s t-test. Categoric variables were analyzed with
the chi-squared test. Ordered categories were ana-
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Figure 2. Pattern of
contraction waves seen in
patients who underwent fow
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lyzed with Wilcoxon'’s signed-rank test. All statistical
calculations were performed by means of the SpSs®
program (SPSS, Inc,, Chicago, IL) under the direction
of a statistician, A P value of <0.5 was considered to
indicate statistical significance.

RESULTS

Length of Denervated Neorectum

Of the 67 patients, the IMA was divided at its origin
in 35 patients with advanced-stage tumor and N2
(more than 3) lymph node metastases suspected ei-
ther preoperatively or intraoperatively. In another 15
patients with N1 (1 to 3) lymph node metastases sug-
gested, the IMA was preserved but the surrounding
tissue was removed for lymph node dissection. In 50
patients, the descending nerve fibers that otherwise
would have serviced the neorectum were COmpro-
mised during lymph node dissection. Thus, the neo-
rectums of these 50 patients were composed of long
denervated segments of sigmoid colon (the long-
denervation group; Fig. 1B). In contrast, in the re-
maining 17 patients without any lymph node metas-
tases diagnosed preoperatively or intraoperatively,
the superior rectal artery was divided at its origin,
thereby preserving the descending nerve fibers that
service the neorectum. The descending nerve fibers
along with the IMA and several sigmoid colon arteries
were preserved in these patients (the short-
denervation group; Fig. 1C). Table 1 summarizes pa-
tients’ characteristics based on the theoretical length
of the denervated neorectum. Male patients who had
received the operation more than three years ago
tended to have a long denervated neorectum.

& b APt PN
e paspomise

MAEB
APt (L PR

or ultralow anterior resection
for rectal cancer. A. Typical
propagated contraction
waves down to the

A

i R neorectum (sensor 4, n =
) 17). B. Vanished propagated
SN 2 . waves at the neorectum (n =

O S G T

9). C. Propagated waves
followed by minor spastic
waves (n = 9). D. Minor
spastic waves without any

—10 sec propagated waves (n = 16).

Pattern of Colonic Motility After Low
Anterior Resection

Of the 67 patients, colonic motility was measured in
51 cases by a pressure transducer. Figure 2 summa-
rizes the pattern of colonic contractions following
LAR. In this examination, we focused on two major
findings: existence of strong propagated contractions
down to the neorectum (sensor 4), and existence of
spastic minor waves in the neorectum (sensor 4; Fig.
2). Contraction waves were categorized and detected
as follows: Type A, strong contraction waves that
propagated down to the neorectum without any spas-

tic waves, found in 17 patients; Type B, strong con-

tractions that diminished at the neorectum and were
not associated with spastic waves, found in 9 patients;
Type C, strong contractions accompanied by spastic-
waves at the neorectum, found in 9 patients; and Type
D, spastic waves only irregularly seen at sensor 4
without any propagated waves, found in16 patients.

Segmental Colonic Transit Time and
Colonic Motility

The mean segmental colonic transit time in relation
to propagated contraction down to the neorectum is
summarized in Table 2. The transit time at the neo-
sigmoid colon or neorectum was longer (with mar-
ginal statistical significance) in patients who did not
have propagated contraction waves down to the neo-
rectum (Type B or Type D) than in patients who had
propagated contractions (Type A or Type C). No other
difference in transit time was observed at any other
colonic segment among the various motility patterns;
spastic waves did not correlate with segmental co-
lonic transit time (data not shown).
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Table 2.
Mean Segmental Colonic Transit Time in Relation to Propagated Contraction Waves

Mean Transit Time (hours)

Positive Propagated Contractions

No Propagated Contractions

Colonic Segment (n=14) (n=18) P Value®
Ascending colon 12.9+9.6 13154 NS
Transverse colon 87x42 8659 NS
Descending-colon 43+35 59+46 NS
Sigmoid colon/neorectum 37«21 6.5+50 0.06
Total 297 +88 34.5+10.8 NS

NS = not significant.
&Student's ftest.

Length of Denervated Neorectum and
Colonic Motility

Monitoring of colonic contraction with a pressure
transducer revealed that 12 of 15 patients (80 percent)
who belonged to the short-denervation group had
propagated contraction waves (Types A and C; Fig,
2), which was a significantly higher percentage than
that seen in the long-denervation group (38.9 percent;
£ <0.01; Table 3).

In contrast, 21 of 36 patients (58.3 percent) in the
long-denervation group showed spastic waves at the
neorectum (Types C and D; Fig. 2) irrespective of the
existence of propagated contraction waves, which
was a significantly higher percentage than that seen in
the short-denervation group (20 percent; P < 0.05;
Table 3).

The mean transit time in relation to length of the
denervated neorectum is summmarized in Table 4. The
transit time at the neosigmoid colon or neorectum
was greatly prolonged in patients with a long dener-
vated neorectum. In contrast, the transit time at the
transverse colon was only slightly prolonged in pa-
tients with a short denervated neorectum.

Motility of Neorectum and
Defecatory Function

Table 5 summarizes the correlation between co-
lonie contraction pattern and defecatory disorders.
‘'The loss of propagated contraction correlated well
with urgency and slightly with multiple evacuations.
There was no correlation seen between propagated
contraction and soiling. By contrast, spastic minor
contractions in the neorectum correlated significantly
with several major defecatory disorders, specifically
urgency, multiple evacuations, and major soiling (¥ <
0.01). The loss of propagation and occurrence of

spastic minor contractions in the neorectum also cor-
related with patients’ self-assessment of bowel func-
tion. The majority of patients who did not have a
spastic neorectum (24/26) and most patients with
propagated waves (23/26) replied that theirfunction
was eijther satisfactory or fair.

Length of Denervated Neorectum and
Defecatory Functions

Table 6 summarizes the correlation between length
of the denervated neorectum and clinical defecatory
disorders seen in patients. Patients with a long dener-
vated neorectum tended to have multiple evacua-
tions; however, the difference did not reach statistical
significance.

DISCUSSION

Functional disorders in defecation following LAR
for rectal cancer have often been discussed as post-
operative sphincter malfunctions. Manometric studies
have revealed that anal resting pressure and maxi-
mum squeeze pressure are both degraded following
surgery,” with reduced anal sensation® or reduced
physiologic rectoanal inhibitory reflex.® These
sphincter malfunctions may be caused by direct injury
during surgery’ or be a result of denervation to the
internal sphincter,® which is controlled by the hypo-
gastric nerve.” In addition to postoperative malfunc-
tion of the sphincter, compliance of the neorectum
constructed at the LAR is also reported to contribute to
postoperative defecatory function,’® although low
compliance may recover with time, unlike damage to
the anal sphincter.’ Similarly, the volume*? and di-
ameter’ of the neorectum have been reported to cor-
relate with postoperative bowel functioning.

More recently, efforts have been made to evaluate
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Table 3.
Length of Denervated Neorectum and Colonic Contraction Pattem
Contraction Pattern of Neorectum
Pattern A Pattern B Pattern C Pattem D
Lohg denervation (n = 36) 8 7 6 15
Short denetvation (n = 15) 9 2 3 1
Table 4.
Mean Colonic Transit Time in Relation to Length of Denervated Neorectum
Mean Transit Time (hours)
Short-Denervation Group Long-Denervation Group
Colonic Segment (n=11) (n=37) P Value
Ascending colon 12.4+6.7 13474 NS
Transverse colon 11,7 +5.3 86«59 <0.05
Descending colon 49x34 6.6 +53 NS
Sigmoid colon/ neorectum 34+16 6.4+5.4 <0.01
Total 30174 34.4 111 NS
NS = not significant.
Table 5.

Colonic Contraction Pattern and Defecatory Disorders

Propagated Contractions

Spastic Neorectum

Yes No Yes No
(h=26) (h=25) PValue (n= 25) (n=26) P Value
1) Urgency <0.012 <0.012
None 16 8 7 17
Mild 9 12 12 9
Severe 1 5 6 0
2) Multiple evacuations <0.05° 0.01°
Yes 8 16 17 7
No 18 9 8 19
3) Major soiling NS® <0.01°
More than sometimes 4 6 9 1 :
Almost none 22 19 16 25
4) Patients’ selt-assessment of defecation <0.01® <0.01%
Excellent 7 5 2 10
Good 11 11 11 11
Fair 5 2 4 3
Poor 3 6 7 2
Unsatisfied o] 1 1 0

NS = not significant.
aWilcoxon's signhed-rank test.
bChi-squared test.

the motility of the neorectum. Oya et al. reported that
the time-activity curve of evacuation seen in cases of
a neorectum closely correlated with postoperative
bowel functions following anterior resection.’* Seike
et al. showed that patients who complain of evacua-
tion difficulty postoperatively tend to have a high vol-
ume of left-sided colon gas, which suggests 2 motility
disorder at the neosigmoid or neorectum.’® In healthy
individuals who have not undergone any surgery, rec-

tal function has been reported to play a major role in
fecal continence’® and chronic constipation.*’

In the present study, we evaluated the dynamic
motility characteristics of the neorectum in conjunc-
tion with motility of the oral colonic segments to de-
termine if collaborative movements of the postopera-
tive residual colon correlate with evacuative
malfunction following LAR. We found that the prop-
agated contraction waves that originated from the up-
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Table 6.
Length of Denervated Neorectum and Defecatory Disorders

Length of Denervated Neorectum

Long Short 2

(n = 50) (n=17) Value

1) Urgency NS®
None 20 10
Mitd 21 7
Severe 9 0

2) Multiple evacuations 0.07°
Yes 27 5
No 23 12

3) Major soiling NSP
More than sometimes 12 2
Almost hone 38 15

4) Patients' self-assessment of defecation NS®
Excellent 8 5
Good 19 9
Fair 11 2
Poor 11 1
Unsatisfied 0

NS = not significant.
Wilcoxon's signed-rank test.
PChi-squared test,

per part of the colon disappeared at the neorectum in
25 of 51 patients (Fig. 1). The loss of propagation at
the neosigmoid colon or neorectum seemingly corre-
lated with the tardiness of transit in that part of the
bowel. Clinically, most patients who showed a loss of
propagating waves also experienced multiple evacu-
ations and urgency, which suggests that their evacu-
ation each time was incomplete because of a motility
disorder of the neorectum. We would like to empha-
size that the patients who showed loss of propagating
waves predominantly had a long denervated neorec-
tum, in which the IMA was either divided or its sur-
rounding tissue was removed for lymph node dissec-
tion at the time of surgery (Table 3).

The other important finding regarding contraction
pattern was the existence of spastic minor contrac-
tions at the neorectum. Although having a spastic
neorectum did not correlate with segmental transit
time, a spastic neorectum was very closely associated
with clinical symptoms such as multiple evacuations,
urgerncy, and major soiling. Importantly, spastic con-
traction was more commonly seen in patients with a
long denervated neorectum (Table 3). This finding
suggests that denervation of the neorectum during
surgery may be a causative factor of the spastic neo-
rectum and of the loss of contraction waves to the
neorectum.

The long denervated neorectum, which is the result
of dissection of the IMA or its surrounding tissue, may

cause motility disorders in the neorectum constructed
during LAR for rectal cancer. No significant correla-
tion was noted between the length of the neorectum
and the manifestation of defecatory disorders, which
suggests that many other factors also contribute to
postoperative defecatory function. Denervation to the
neorectum may be one factor that indirectly relates to
and exerts influence on postoperative function.
Therefore, IMA and the surrounding nerve fibers
should be preserved whenever feasible. Further study
is warranted to elucidate the influence of IMA dissec-
tion on functional outcome for defecation. In addi-
tion, a time-course study is needed to investigate
whether these motility disorders will recover with
time, given that patients’ clinical symptoms some-
times gradually improve.
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