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N = nodal status; ELI = elastic laminal invasion; AC = adjuvant chemotherapy; RFS = recurrence-free survival; OS = overall survival; NE = not estimated.

that subclassification by ELI status allows valid conclu-
sions to be made about outcome independent of tumor
staging. The survival of patients with stage [ CRC and pT3
deep tumor invasion (which represented tumors that had
invaded beyond the PEL) has been reported to be equal to
that of patients with stage II CRC and pT4 disease.’ There-
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FIGURE 3. Kaplan-Meier curves depicting recurrence-free (A) and
overall survival (B) of 6 groups of 393 patients who underwent
primary resection for colon cancer, stratified according to elastic
laminal invasion (ELI), lymph node metastasis, and adjuvant
chemotherapy status after exclusion of those with pT4a disease.
The bold line (red) represents group 3 excluding those with pT4a
disease (group 3’; node negative, ELI positive, and no adjuvant
chemotherapy).

fore, a deeply invasive pT'3 tumor, which fulfills the criteria
for ELI used in this study, is a poor prognostic indicator.

Comparing the prognosis of stage II and III CC may
help identify high-risk stage II patients. A small number
of studies have reported the prognosis of stage II along-
side that of stage III disease. The 5-year survival of patients
with Dukes B CC determined to be at high risk by the
Peterson index (43.3%) was worse than that of patients
with Dukes C disease with a single lymph node metastasis
(57.9%).% Patients with stage II CC and perineural inva-
sion had significantly worse outcomes than stage III pa-
tients (5-year disease-free survival of 29% vs 56%; 5-year
08 of 43% vs 67%).2¢ This suggests that the Peterson index
and perineural invasion may also be useful means of iden-
tifying a high-risk group for whom adjuvant chemother-
apy might be recommended. Likewise, the RES and OS of
patients with ELI-positive NNCC were equivalent to those
of patients with NPCC and pT3 or pT4a histology, corre-
sponding with stage IIIB disease. Thus, ELI status appears
to identify patients with high-risk stage IT CC.

There is considerable variability in the incidence of
serosal involvement in patients with Dukes stage B CC
reported in previous studies,?” which may reflect diagnos-
tic difficulties.?* One difficulty is that mesothelial cells
are fragile, and the serosal surface may easily be disrupted
during surgery and fixation. Another is that inflamma-
tory and desmoplastic stromal reactions are often seen
around the invasive tumor front. These problems can lead
to underestimation of invasion because of the difficulty
of demonstrating tumor cells on the peritoneal surface. In
this regard, ELI may be advantageous because it is assessed
from the inner surface of the serosa and is, therefore, not
influenced by external trauma. Like vascular invasion, tu-
mor spread might also be determined more objectively by
routine elastica staining.*>*!

ELI is sometimes affected by the tumor-associated
inflammation around the invasive tumor front. In such
cases, we speculate that the use of an estimated line and
multiple histologic sections might provide a more pre-
cise and objective diagnosis. Nevertheless, we could not
demonstrate ELI positivity in 2.3% of patients with pT4a
disease. This is likely to be a consequence of marked in-
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flammation at the tumor invasion front, making it im-
possible to determine ELI positivity in some patients
with pT4a disease.

The prediction accuracy of our prognostic stratifica-
tion is a limitation of our study, because we developed the
risk group based only on the training set of 436 patients.
A prospective study is needed to evaluate the validity and
accuracy of our conclusions. Stratifying patients with CC
into 6 groups based on 3 unfavorable factorsled to an anal-
ysis of small subgroups that may not have been capable of
detecting significant differences. Another limitation is that
there was a wide range of H&E- and elastica-stained slides
examined per case, because we did not adopt the protocol
with a predefined the number of blocks and sections. This
could cause bias in the ELI and pT4 rates.

The strength of our study was that not all of the pa-
tients with stage II CC routinely received adjuvant che-
motherapy. If all of the patients predicted to have a poor
outcome had received adjuvant chemotherapy, almost
three quarters would have done so, making any compari-
son impossible.*

CONCLUSION

ELI status predicts prognosis in patients with pT3 and
pT4a CC. Patients with ELI-positive NNCC have a worse
outcome than those with ELI-negative histology and a
prognosis similar to patients with stage III CC who re-
ceived adjuvant chemotherapy. Therefore, although ELI
positivity does not affect prognosis in patients with stage
III CC receiving adjuvant chemotherapy, ELI is a strong
prognostic factor to identify patients with high-risk stage
IT CC. Further prospective studies are needed to prove the
reproducibility and validity of our findings.
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Fig. 1 Colonoscopic findings.
At Colenoscopy reveded a 2 om type 3 tumor at anterior wall of ihe rectam. The rectovaginal
fistula was not shown.
B : The oral side of the tumor, stenosis due to fibrosis was shown.
Fig. 2 Barium enema findings,
A 1 Rectovaginal fistula was shown, .
B The oral side of the rectovagrinal fistnli extended defects was shown in the range of about
90mm: however, mugos:rl irregularity was not shown.,
7> {Fig. 3A). a7z, D3V 8T R TV, Hartmann FH7

8 # MRI : ) RS~Ra l2 21 BILHE & 355 5 ZhafT Lo, MR IA M CTH D, AR 2R

SR Ea) L %f"’&?)?”:, B & e Nl 4 X OV o EvAEREANB X UIREFFERE L Foars
EFL RN T & e o7z (Fig. 3B). DEROBHEEELNAMORYSPKEL 2. [H

U‘J:O)‘"-‘?}i' 7§= 5, i RS, ¢Type3, ST (1), J]?;%'!*i"""-‘ AT O BIELD v, R o s
cNO, cHO, ¢P0, cMO0, cStagedl & i L, Hartmann EEDbR B, BN S 100em @ ST,
FAly, PRI, Badork BERSEAT RO Zﬁcm ifébi{’ﬁﬁ&; L7z, [ oRIMEIERTh Y,
A M & AT L7, i VOO ENE S L R L.

FWAR  PTMLER I TRE L sk IEFAEE - i % RaRS 12 35% 20mm KX D type 3
WS LU l;'?i‘ﬁ JiE iAo 7z, [ R WA A TR 2 LGSR ESS X D OISR L,
A6 50cm D FIRI RO L B b an 10 8 mm KO IR % i 7: (Fig 4).
1k, R F D s L Tk L Tw RIERGSOREMRR © I SHEM s Xy
W RS 20 & Ra l24 0 TREBES T i b 5 B9 7 9 2 STBE ENTED, WU 2o/ M
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Fiz. 3 Imaging findings.
A ! CT showed that rectal wall thickening was suspected. and closely contacted with the vagi-

na.

B : T2weighted MRI showed that the eniire circumference of rectal wall thickening and the

wall contacted closcly with the bladder.

Fig. 4 Resected specimen. Type 3 tumor {arrow) and rectovag-
inal fistula (arrow hend) at the oral side of the fumor was
shown.
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Y afxg, WA d ey (R AFL XA

B b)) PR TRRER, ERITOE
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Fig 5 Postoperative trends in electrolyies.

Table | The comparison with reported case and our case

65% L IHICRAE LT, MO L ) 36E Lo

Author Koba™ Our rase

6 3. Y u; e e
Primary cancer Blagder cancer  Rectal cancer ﬁ“ Wik Jm E TLZD ﬁ 7“’ Jlﬂ s O @ﬁ”’ Zté; B 20
The CO:]SELTHC{?d Sife of fleal conduit enknown Wem 25em ;{n Je (/.)D g ;}, )::RRWN Tk A @ !./‘«‘3'2'8}75‘, % }11;,{;
{rom the terminal deumn
The length of ileal conduit 45cm 2hem fo!ﬁP? ‘i ?F‘J)ﬂ“?‘% 7\7' ‘5%’ 10~12cm & )!EE.W?U"/"
Preoperative serum creatinine {my/df) 15 0.6 e At 13 ‘3 H Z
Relupse of electrolyie imbalance Ko Yes e s :bﬁ g 054 % & %ﬁir § :h' % i f”' ﬁt”hm‘

TFTHITHIRE B Re-guvisinml xha BT
Hartmann Ff5 & fifT L7720, #5 «f?l'if Mz
vy, RATZEGEFICHET A 2 LT, K & BUN A5 TR AT, DR (L7 A 2 R A
WPICHIIE N, Na & CIASRF~ LG a5, PR VLA %47 9 BRICHRTE 1T » T 2 B I 215
F /o, MR NaCl 7 8:5 5 2 & T, s B L7z BRREER B X ORI I X b 22
WAL, # ﬁ’ & L O i it A3 ﬂT'ﬁ‘?ﬁ Zhic SRR &AW LAz, TR AR ol DT I b 0 A o

Ihftxhrv=y -7 FAT V;r‘ WAL E I, R ot demicHicd b, PubMed 12T 1950
it & D NaCl W‘!&Wﬁ‘mé B0, U F~20129 F T O WM T [jejunal conduit syn-
NaCl EEAME T 54, Ml e NaCl i ERED K E L drome], | ileaj conduit_l lelectrolyte imbalance

Tea f RN &4+ B 2 LT, £ ) -Ri NaCl T H -] - . BEZEdyrMEakio T 1983 4£~2012

DM SAGED L) BTN E AT B ARk EETO JU}H Lfl B |, Tl gz el [
R D IR TR D, BA - WL 2ol FREUS] 2% —7 = FICHE LIS AR Y, el
ALK, JEEEXFRNE A & OMRIER, Bl by tan)J”JU‘%lﬁJO)J%“’ o fo. BRGNS H

P B8R BN NIRRT b 2 75, bl oAz R L Twa 2 &, BIGRS % {6
+ }f‘ﬂxﬁj‘:bl(} NaCl PR Z T 2T L &R %L T &, B AR 2 HE T S8
Ao HEERITI, WAT AT Y FEEEHAEUTE FT5E, EROEGEGEME L L BERO -~

PR RE ASBEAE L7278, 3l b U 23T 2. DELTER LN FNHITR 45em & Rl

WK MRS X LTI A o 28 B I PR & S8+ BN LTEY, ERMTHRRBMUENTH -2~

B & TRMADTERALE 7. L L, Shfik Wh A 6F, REREEC X O G R RS

{2 :Lfﬂ’f' CIREARIAL L, RIEEMEEL Tv s, LTwa (Table 1). HERHICHE, EHREES o
WG AAY & T Ao, 2RI E R 0 4 27~ HydHH L BbhARESWIELTEY, BRFEMY
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A Case Report of Jejunal Conduit Syndrome-Like Symptoms Induced by
Construction of the Hleal Conduit

Nobuyoshi Yamazaki, Masanori Sugito, Atsushi Kohyvama, Yusuke Nishizawa,
Akihiro Kobayashi, Masaaki Ito and Norio Saito

Department of Colorectal and Pelvic Surgery. National Cancer Center Hospital East, Kashiwa, Japan

The patient was a 69-year-old woman who underwent radical hysterectomy and radiation therapy due to endometrial

cancer from ectopic endometriosis in the pelvis. Aware of a rectovaginal fistula, she was diagnosed with reetal cancer. We

performed Hartmann's operation, subtotal eystectomy, vaginal resection, and construction of ileal conduit. An ileal conduit

26 c¢m in length was constructed at a site 10 cm away {rom the terminal ileum that was less affected by radiation. After re-

moval of the ureteral stent, she complained of loss of appetite and general malaise. The laboratory data showed hyponatre-

mia, hyperkalemia, and azotemia, which were diagnosed as jejunal conduit syndrome-like symptoms. The symptoms were

relieved by the administration of fiuid, sodium chloride, and cation-exchange resin. Electrolytes were normalized, thus she

was discharged. However, subsequent correction of electrolytes was reguired. In this case, we considered that the complica~

tion was caused by using the ileum clase to the jejunum. If such symptoms appear when an ileal conduit is constructed, it is

necessary to consider the jejunal conduit syndrome-like symptoms,

(2012 10 A 29 AR
(20134 1 B 17 B
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The Impact of Intersphincteric Resection for Very Low Rectal Cancer: Long-term Follow-Up: Saito N*1, Tto M+,
Kobayashi A*!, Nishizawa Y*!, Sugito M*!, Yokota M*! and Sato Y#! (*'Department of Colorectal and Pelvic Surgery,
National Cancer Center Hospital East)

For select patients Witp low rectal cancer, intersphincteric resection (ISR) may be a viable alternative to ab-
dominoperineal resection (APR) with early oncological and functional results.

‘The purpose of this study was to evaluate the impact of ISR with long-term follow-up. 164 patients underwent curative
ISR for very low rectal cancer between 2000 and 2007 at our institute. The data of these 164 patients were analyzed for
7-years survivals, postoperative bowel function and QOL at over 5-years using Wexner incontinence score, Kirwan
grade, SF-36 and modified FIQL.

After a median follow-up of 6-years, estimated 7-year overall, disease-free, and local relapse-free survivals were 76.6
%, 66.8%, and 81%.

A median Wexner score at over 5—years after stoma closure showed 9, and 83% of the patients had the status within
grade II of Kirwan classification at over 5-years.

Postoperative physical and mental component summary of SF36 showed 53.2 and 54.8.

Modified FIQL score also showed 24 at over 5years. These results showed relieve good QOL in patients undergoing
ISR.

In conclusion, ISR with long follow-up appeared to be acceptable procedure as an alternative to APR.

Key words: Very low rectal cancer, Intersphincteric resection, Oncologic results, Functional results, QOL
Jon J Cancer Clin 59(6): 673~679, 2013
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0, ZOEMOBRMTFIAMENTH S LNy

FL&HIC BINBESWRSEM. LhL, AEiBY

SR ONFEFH TR ILFIEIED FRICEIT 5

THEBEOFINTIE, IhETORASY WER RN, 2 THEBTE, ISREHMOED

K (Low anterior resection; LAR) "%o7& 4] Wik LT BT BRSO, TP EEORE, B

(Abdominoperineal resection; APR) IZMZ, & LU QOL (Quality of life) OEAEZEICDNWTE

T ERAIILPRZFH T d % Intersphincter- ETBZElT 5, RBAETHRNS ISR #ilT

ic resection (ISR) BHEHAINTWB, ZDISR &, SLMERH % —80E 6EUIBR 5 Partial ex-

IR O D DfEL DYIBENRSH 0, EHF ternal sphincter resection (PESR) #ij2& £ 5.
WETH D, ERREILERNH L WEIRETS

1 ENLH AR > 5 —RERARBI R
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1 % & @&oo

FBIIFMD 6 5FEL LB U, 2000 £5
5 2007 &£ TOH Y ISR 4% 164 F%& AW,
R LICEFOAREFRTH, Bk 12141, ik

®1 OHR
Patients undergoing curative ISR; N=164
2000~2007
Age, median (range; Yr) 59(27~80)

Male/Female 121/43

AV (cm) (range; Y1) 4(0.6~7.0)
Tumor stage (clinical)
cT1 4
cT2 30
¢T3 115
cT4 15 ] 3%
Operation type (ISR)
Total 45
Subtotal 70
Partial 49
(PESR) 37

CRT: Preoperative Chemoradiotherapy (45 Gy, 5-
Fu): N=49

FIOBREE #59% - 3568 2013412 B

43 FITH O, FINEFER O PREIE 59 &, LM
B S i ik TOMEBEDT 4cm (FRR{E),
cT3 LAVREIAS 120 #] (73%) TH-i=. Hifr X
NEWH=TI, 12 IR TR o Hic K 5 Sub-
total ISR : 70 ], partial ISR : 49 @], Total
ISR: 45 B THo/=. ZDRPESR 2561 7=
REBIVE 37 Bldp .

5

2 F &

1} ISR O@EGICOWT (F2)?

LRI BT 5 ISR DBERER 2 ICRT. &
ARV 75 BT OERT, TS T RASE S
i S /RHEN (SG) X0 lem OMETO
AR ENICEET SEBMERTH 5. - £
7z, BIRIIBIBRAATAE/R T3 & —#8D T4 £ T
EPTH 5.

2] FRIco0T (@Y

EMEL 7= ISR ITB W 2R X oniEz
R 1Ry, IMRIOEBEIRGES TR (DL)
E_E~DL O 1 cm £1F @ 35-& 13 Partial ISR,

Rectal Cancer within 5cm from Anal Verge

infersphincieric

Reseaction
aﬁmw Partial 'SR )
=== Gubtotal ISR

e Toial 151

PESR 1aa >

DL : Dentateline o PESR ! Partial External Sphincter Resection

AV Anal verge

ISG : Intersphincteric groove

DM :© Distal margin

IS ¢ Imternal sphincier, ES ¢ Exiernal sphincier, LAM I Levalor ani muscle

1 Fili & 548




B ORR

WIRRAR D ISG ETHILPER S (IS) £tk
=D % Total ISR, JLFHEIGIERAS DL X
D RCFHIT ISG & v Ol & 535 % Subtotal
ISR &L, £RMBBERLEU, SAILMAENG
(ES) z—ER& Btk L /2% @ % Partial external
sphincter resection (PESR) & L72%., Wiho
FEMTH, 1~2cm @ Distal margin (DM) »3%
mRaIns,

3! EEFHLRHEEE

TRTOEGSFEME 5 EUEFEBL TV
=%, 7 £ ® overall survival (7y-0S), 7 &
Disease-free survival (7y—DFS), BX U7 4
Local relapse-free survival (7y~LFS) 7z &% #%
L7

®=2 F K
Age
Under 75 years (in principle)
Tumor

Lower edge: Anorectal ring~1 cm above ISG
Resectable tumors: T1, T2, T3

Anal Function
Patients with normal function

Contra Indication
Direct invasion to ES or LAM
Fecal incontinence
Relative contraindication
Poorly differentiated adenocarcinoma (Advanced)
Type 3

W50%E-86%5 20134128

675(89)

4 RIFI#LBEFFM &t QOL CHE T3 #%
(%3)»

e IL FIH AEREMEIC D W T, Wexner incon-
tinence score B & O Kiwan grade 2 W/, &
7= &40 QOL A&, Short Form 36 Ques-
tionnaire (SF-36) %, BEEHEICRKF/ILL =
QOL #AZEICIEAFAAICHFE L /= Fecal Inconti-
nence Quality of Life (modified FIQL; m-FIQL)%
3 1Y

1 B v (M2, 3)9
B RE 6 F (1.5~152 1 8) kKB

®3 AIFMAERTMA L W77 QOL RE

Postoperative bowel function
Wexner Incontinence Score

O=perfect~20=Complete incontinence
Kirwan Grade
Grade I =Perfect~Grade V =Need colostomy
Postoperative QOL
o The Japanese version of Short Form 36 Question-
naire (SF-36) '
Scale score: from 0 to 100
a higher. score indicating a better health status
o The Japanese version of Fecal Incontinence Quality
of Life (modified FIQL: m-FIQL)
Scale score : from 0 to 100
a lower score indicating a better status

2000~2007 N=164
Median follow-up : 6 years

1.0 0s 1.0 DFS 1.0 LFS

o9] S 0.9 0.9 \“w
0.8 R 0.8 0.8 e
0.7 07 07

0.6 0.6 06

0.5 0.5 0.5

0.4 0.4 0.4

0.3 03 03|

0.2 02 02

0.1 0.1 0.1

0.0 0 0.0

0123456738810
7Y-0S 76.6%

Recurrence site

.0 :
6123456782910
7Y-DFS 66.8%

0123458678 910
7Y-LFS 81.0%

Lung : 23 (14.0%), Local : 19 (11.6%), Liver : 12 (7.3%)

2 FE-1
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cT1-2 vscT3-
0s DFS LFS
‘0 Ti-2 (31) 10 T1-2 (31) 1.0 T1-2 (31)
0.9 0.9 0.9
. : i v
o T3-(126) i3 7 T3-(126)
04 04 T3-(126) 04
0.1 p=0.03 01 p< 0.01 01 p<0.05
0.0 0.0 0.0
0123456738910 0123456728910 012345678910
7Y-08 7Y-DFS 7Y-LFS
T1-2  93.6% T1-2  93.3% K Ti1-2  96.6%
T3 73.9% T3- 62.5% T3- 79.4%
a
ISR vs PESR '
1.0 0S 1.0 DSF 1.0 LSF
09 "“i\:\-::lSH (129) 08 ISR (129) 09 wﬁ’ (129)
e e
0.5 051 oﬁi PESR (35)
§:§ PESR (35) §§ PESR (35) é’:g
8‘.(1) p<0.01 81‘1) p<0.01 81(1) p=0.13
01234567891 0123458678910 0123458678 910
ISR PESR ISR PESR ISR PESR
:7Y—OS 81.3% 56.3% 7Y-DFS 71.8% 48.6% 7Y-LFS 83.5% 71.8%
b
3 Fik-2
5 7y-0S 13 76.6%, 7y—-DFS 28 66.8%, Ty- ;4 R ERRE RS N=04
LFS % 81.0% &R L7z, BEFREMALIIMMAS 14.0% After 1stoma o
. o .4
i<, RWTERERBEOWESHEE (5 Lem closure | 2 years ver 5 years
FiEE) M 11.6%, N 7.3%DIETCH -7 (1 Bowel frequency (o/day) 5(4.8)  4(£3.7)
2). Fecal Urgency 30% 30%
o - S () NS Ty Discrimination 37% 34%
F/25 3217, T2 £ TOEME T3 LIEDIE (Feces/flatus) 6
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