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In 1913, Tyzzerl)invcstigating sarcOma of thc breast in micc, suggestcd that surgeons should

consider cancers or thc breast explosivc and handle thcm accOrdingly.  Tyzzer wOrked with a spont_

ancously arising sarcOma in Japanese waltzing■ lice transplanting thesc skin tumOrs tO the breast arca

or the.lice.  In an excellent cOntrolled study,he manipulated thesc sarcomas(that metastasizcd only

lhrOugh thc vcinsl and came tO the conclusion that lnanipulation Or the tumor hastened the prOductiOn

of distant metastases,

In 1952, PeytOn Barnes2)dcscribed a spccial technic For rcsection of the right side Of the cO10n fOr

cancer wherein thc lymphovascular pcdiclcs supplying thc right sidc Of the cO10n werc ligated and

dividcd before the canccr‐ bearing segment was removcd.  He callcd this technic, physiO〕 ogic rescction

of thc right cO10n.  Barnes was of thc Opinion that canccrs of the c。 10n were unnecessarily manipulatcd

、γhile they、vcrc bcing removed and he suggestcd that this hastcned thc patient's death by the prOduction

of liver metastases.

In 1955,Fisher and I Published the results or special studies cn the dcmOnstration and signiflcance

of tumOr cells in the mcsenteric venOus blood in patcnts with co10rectal carcinoma.3) In this pre‐

linlinary report,we found canccr cells in the pOrtal venous blood in 8 of 25 resectcd seghents.  In iatcr

unpublishcd wOrk,wc FOund that the chance of andhg malignant c11ls in the portal venOus blood

during the rcsection or c。 1。nic carcinoma was reduced rltOm 33 to 10 percent by ligating thc lymphovab

scular bundles and by dividing u■ emesentcry and the intcstinc beFOre lnanipulating the primary cancer.4)

In have nOted during thc last 20 ycars that patients operatcd upon for cancer oF the co10n who

had liver lnctastases at the time or surgery had mctastases of difFercnt sizes in One Or both lobes indicat‐

ing that these tumons,which had a cOmmon grOwdi rate,gained access tO the liver at difFerent pcriOds in

the lire Of thc cancer.  This is in cOntrast to patients whO had a lmanlpulative rcscction for cancer of the

cOlon in whom no liver mctastases were discOvercd at thc time Of surgcry,but two Or threc ycars later

had an enlarging liver that, whcn viewcd at laparOtOmy, contained mctastases of the■ liliary variety

suggesting that these dcposits、 ぱcre initiated at the tilne or the original rcsection.

In 1954, C。 le, Packard, and SOuthwick,5)repOrted rlnding cancer cclls in the b10od oF a perFused

rcsected cancer― bcaring segmcnt or human c。 1。n.  This Observation gave risc tO COle's furthcr wOrk in

this IIcld and his suggestion that the mesentcttc vcin shOuld be ligated before signiflcant Operative

manipulatiOn was undcrtaken.  ヽ γherc Doctor Cole was cOnccrned with preliminary venous ligatiOn,

we began to rcaltze at this til■ e that tO ligate the truIIk veins leading away frOm a canccr would a110w

the artcries tO pcrFuse and f11l thc cancer‐ bcaring segment which■ light allow the escapc of cancer cells
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more readily to the livcr.  I decide initially that thc entirc lymphovascular pcdiclc(artery,vcin, and

lymphatics)should be ligatcd and,indeed,the colon should be dividcd at the elccted sites of resectio■

and thc mesentery divided beforc turning our attention tO thc cancer‐ bearing segment.  I bclieve that

tOtal isolation of the canccr‐bearing scgmcnt should bc performcd.  In addition, in thc llid 1950's,

I bcgan to iniect a Substancc into he lumen oF the bowel(40 perccnt cthyl alcohol)that WOuld be

harmless and yct destroy any frec cancer cclls, so that implantation at the anastomosis would not

occur.

Becausc of our studies,8)I deVised a technic of colon cancer resection in iate 1953 wherein the

cancer‐bcaring segmcnt was not manipulated or handled until thc lymphovascular pcdicles wcre

dividcd and ligatcd, and the colon was divided at thc clectcd sites or rescction.  To emphasize this

tcchnic, Doctor Frank L. Weaklcy of our StafF in Colon and Rectal Surge呼 , gave thc namc “ no‐

touch isolation" to thc method.  This technic of rcsection has been applied to every cancer oF thc

coloII operated upon by our StafF in Colon and Rectal Surgery from late 1953 to the present tilne.

I havc prcviously reported my cxperience Math thc no‐ touch isolation technic utilizing liretables

that were not corrected for agc3)and then again corrccting for age,7)and pointing out that thc su=vival

rates in patients having the isolation tcchnic had doubled the reported survival rates for Class C cancers.

I believe that thc increascd survival rates in Class C cancers is duc to the avoidancc of thc manipulation

OF cancers that havc already spread to the local lymphatics.6,11)In conttadistinction to this,the A

cancers(conancd to the bowel wa11)dO nOt sprcad by manipulation.  In unpublished data,we found

that the survival rates of paticnts with A canccrs was about the same as in thosc patients having a

conventional rcscction oF the colon.

In Septembcr 1967, I reported6)460 paticnts詢 ■th cancer Of the colon having opcration lor cure,

that is, Class A, B, and C canccrs.  I exduded Class D canccrs that were incurable.  Thc flvc‐ year

survival was 81,8 Pcrccnt・  I Cxcluded cancers of thc rectum in this rcport,because it was nccessary to

Hlalllpulate thena when they werc removed.

PATHOLOGY

Adenocarcinoma of the sigmoid colon was dividcd into Four clinicOpathologic stages:3)

Stage A― tumor conined to the colon and its coats.

Stage Bトーtumor extcnsion into pericolic Fat.

Stage C―一mmOr metastasis to one or more mcscnteic lymph nOdes, but no evidence of distant

spread.

Sttge]D――tumor mctastasis to liver,lung,bone,pcritoneal seeding oF ttmOr,irremovablc,because

OF parictal invasion;adiaCent organ lnvaslon.

Histologic grading was not included in our o立 ginal report6)and Wili not bc includcd in this one

because most of the canccrs were Cradc III or the p。 。rly difFcrcntiatcd type.

CALCULATION OF SURVttVAL RATES

Survival rates are calculated by the actuarial method and lifctablcs arO prcpared to show

survival ratcs with and without correction for agc.  The standard deviation is recOrdodt  The com‐

puter results for this study and for our original studics were completed by Doctor Frank R. Watson,
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Chief Rescarch Statistician, E]lis_Fischel State Cancer Hospital and Cancer Research Center;Univer‐

sity orヽ 在issouri, COlumbia, ヽ 生issOuri, and Doctor John Spratt, ChieF SurgeOn, Ellis_Fお chel State

Canccr HOspital, COlumbia, ヽ 在issOuri.  This report is based on our fOrmcr analysisC)Of the results Of

su〔母 cal treatment Of 896 patients with canccr or the co10n treatcd at the Cleveland Clinic HOspital

bet、veen 1950 and 1964.

Thc 317 paticnts with cancer Of the sigmOid cOIOn reported hercin, were Operated upon utilizing

the nOstOuch isolatiOn technic.  There was a 100 percent resection rate FOr Stage A, B,and C canccrs,

while the 99 paticnts with Stagc E〉 cancers had palliative procedure in onc half oF the cascs Or nothing

at all was dOnc since these tumors were considered hOpclcss at the start.  The cOmputcr statistics in

this serics were c6rrected fOr agc against the lifctabics for Ohio white malcs.3)

IヽECHANICAL AND ANTIBIOTIC PREPARATION OF THE COLON

If thc patient with sigmOid cancer is Obstructed to any degrcc at all so that there is recal retention

or gas in thc cO10n, a proximal skin‐ levcl transversc loop cO10stOmy3)is pcrfOrmed as a Flrst‐ stagc

procedure.  The patient is al10wed to decompress Over a pcriOd Or two weeks and then the opcrative

proccdures as designated here are perfol・med.

A modined condon‐ Nichols preparation10)with andbiOtics is used in evcry case.  FOr twO days

priOr tO surgery,the paticnt eats a liquid,high― ca10ric,nonresidue diet.  A dosc Of 30 cc of Neoloid(a)

is given cvcry morning at 7 a.m.,prcoperatively.  Encmas of l,000 cc are given three times a day priOr

to operation.  At i p,In.,2p.m.,and at il p.In.,the day prior tO surgery,thc patient is given l gram

each of neomγ cin sulfatc(b)and erythrOmycin basc(c).  Intravenous fluids are started at bedtime and

continued until surgery.

The mOrning oF surgery, under anesthesia, a cathetcr is introduced into the bladdcr.  FOrty

m i l l i g r a m s  o f  f u r o s e m i d c ( d ) a r e」ve n  i n t r a v e n o u s l y . A  N o . 3 5  P c z z a r  c a t h e t e r  i s  i n s e r t e d  i n t o  t h e

rectum and normal sattne is infused intO the leFt colOn and recovered alternately undi th6 1cFt colon is

cicar Or nearly dcar of rcsidual feces. Thc skin is prepared with pOvidOne‐ iodinc(C)utiliZing a Flageliat‐

ing lnOtiOn oFthe hand rather than deep palpation or any kind.  It is Our wish not tO disturb the cancer.

THE NO― TOUCH ISOLATION TECHNIC OF RESECTION OF THE

SIGMOID COLON

■/ith thc surgeon slanding on the left sidc oF the patient,the abdomen is Opened thrOugh a long,

midlinc incision cxtcnding frOm the pubis through the umbilicus tO tle midepigastrium or higher

depending on thc Obesity of thc patient.  A long incisiOn is necessatt tO rcmovc the cancer‐ bearing

segment、 口thout manipulation.  Thc liver is cxp10rcd fOr secondary dcposits and the acrta is silnilarly

cxp10red beginning at the ligamcnt of irreitz and extending down tO the b出 社rcat10■looking FOr en_

largcd lymph nodes.  Finally,the pelvis and sigmoid portion of the co10n arc cxanlined by visualizing

thc canccr,but not by palpati04. No membcr Of the operating tcam palpates the lCSion.  Tubes and

(a) Ldcrle Laboratories.

(b) Eli Lユ ly and Company.

(c)E.Mycin;The U問 。hn COmpany.

(d)Lasix;HOcchst‐ Roussel Pharmaceuticals,Inc.

(C) BCtadinc;The Purduc Frederick COmpany.
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ovarics arc exaHlincd to bc surc that thcy are■ Ot involvcd directly.  In the male, thc bladder is in‐

spected to be sure that it is not involved.  If these organs are attachcd to the canccr, thcy w■ l be

taken in part or totally with thc canccr‐ bearing scgment of the colon after isolatiOn technic has bccn

performed both distal tO thc tumor and proxilnal tO it.

A rctrOperitoneal approach to the inferior mesenteric and thc lert colic vessels is perfOrmed irst

( F i g . A ) . T h e  u p p C r  s i g m d d  c o l o n  i s  f r e e d  f r o m  t h e  l 乱g u t t c r  a n d  t h c n 宙t h  F u r t h e r  r e t r o p c r i t o n e a l

disscction, the sigmoid mescntery is separated from d■e fascia overlying the left kidney ovcr to the in白

fraduodmal space pushing postcriorly in turn thc spermadc or Ovttian vttsds and the ureter which is

left in its bed.  Thc sympathetic nerves running on cither side of thc aOrta and ovcr thc Front oF the

aorta are left PostcriOl・ly tO the plane of dissection.  This rctropcritoncal approach will locate thc in‐

Ferior mesentcric artcry and lci cOlic artery(Fig。 1)immediately bclow thc third pordon of the

duodenum.  Thc peritoncum is opencd just to the rlght of the midline in this posltion and the surgeon's

F七・A. RcPresents the bl∞ d supply oF the entirc

sigmoid colo■  and the ligation and division

points or the infcrior mesenteric artcry,the leFt
colic artery, and thc marginal artery. This is

thC PattCHl oF the vessds and the sitcs of ligab

tion for every resection for cancer or thc sig‐

moid colon,

F七・1・ Thc retroPcritOneal aproach to thc in‐

fcriorェ■cscntcric artery and the lcFt colic artcry.

Thc upper sigmoid is freed fro■ l the parietes,

the spermatic vesscls and thc urcter.

lcft hand is removcd from the retroperitoneal rctrocolic infraduodenal position and is then inserted

anteriorly to grasp thc inferior mcscntcric artery and the lcft colic artery en massc.  Thc infericr

m e s e n t c r i c  a r t e r y  i s  i s 0 1 a t e d , c l a m p e d ; d i v i d e d , a n d  l t t a t e d  a t  i t s  o r i g i n  u n d e r  t h e  t h i r d  p o r d o n  o f  t h c

duodenum. ■ he lcft c。lic artery is located inll■ediatcly to the lert of this vessd along with the inferior

mesenteric vein.  They are ligatcd and divided.  The mesentery and its coHllnunicating vesseis are
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Fig. 2.  This diagram shows thc electcd sitcs Of

resection fOr canccr of thc midsi抑 。id cOlon.

After vascular isolatiOn, thc canccr‐bcaring sig‐

moid cO10n is ittcCtCd With about 800cc of 40

perccnt cthyl alcohol. Thc alcchOl passes ovcr

the caIIccr into thc rectum whcrc it is c01lcctcd

through a Pczzar cathctcr.  Alcohol will Flx

malignant cells that havc accumulatcd in thc

uppcr rectum during thc oPcratiVe prOccdurc.

日消外会誌  9巻  6号

F七・3.Thc is。 lation tcchnic is complete.Thc

supcrior rectal artcries havc bccn dividcd and

ligatcd behind thc rectal scgment.  The urctcr

is scparated from the si留 は。id mふ entely and

fISOm the tumOr area by nngCr dissection, and

thc tumor‐bcaring scgmcnt in its entircty is rc‐

movcd in a progradc directiOn tating along

any structurcs that arc adhercnt tO thc canccr‐

bcaring scgmcnt plus a 3 0r 4 cm scgmcnt Of

pcrito■cu■l in thc rcgion of thc canccr

dividcd in turn out to thc junction oF the descendiIIg and sigmoid c。 10n whcre the c。lon is divided

between Bainbridge clamps.

On the right side or the midline,the mcscntery Of the sigmoid cO10n is divided with scissOrs dOwn

to thc rcctOsigmoid junctiOn(3ust in front OF the promontory of thc sacrum)・ The supcrior rcct減

vesseis are divided On thc back ofthc rcctum as high or as low asis deemcd neccssary tO be sure that the

rectum will bc cut across at least two inchcs or morc below thc 10wer bOrder Of the cancer,

At this point,the clamp is rcleased On the proximal sigmoid c。 10n(Opcni4g the bowel)and thc bOwel

is ilttccted With about 800 cc Of40 percent ethyl alcOh。1(Fig。2),the alCOh。l bcing collected through the

rcctum by the Pezzar irrigating catheter that had been leFt in place during the initial``On thc table"

left colon lavage.  The clamp is reapplied to the proxilnal end of thc sigmOid colon artcr air has been

苅 eCted intt the lumcn or the bowel to clear thc rectal scgmcnt Or alcoh。 1. A Bainbridge clamp is

now placed across the rectosigmoid or 10wer as thc case may be, and the distal rectunl is cut acFOSS

(Fig.3).

At this pOint, I would like tO go into thc details oF transection Or the rectal mesentery.  Before
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placing thc clamp distally, the Rectu■l is circumcised oF its mesentery, cutting the mescntery freciy

withOut regard to bleeding;thcn,thc prilnary vcssels are picked up and tied or suture-ligated,rendcring

the distal rcctal scgment frcc oF any blecding fISom its mesentcry. ARer the alcohol ittectiOn prcviously

described the Bainbridge clamp is placed directly across the rectum within 1/2 cm of thc ligated vesscls,

Up until this point there has becn nO regard for the left ureter except at the upper end oi the

mobilizaton.A ingcr is inserted over the icft ureter and it is pushed into its retroperitoneal bed

down to the bladder area behiIId the mesentery of the sigmOid colon and alongside the upper rcctal

segment to make sure thatit is not involved with the cancer.  Should thc ureter appear to bc attached to

the cancer,furtter disstctiOn with the Flngcr will show that it is allnost never involved.  It軸れ1l usually

separate casily from the sigmOid colon and itt mcsenterv.  Now that the sigmoid colon is complctely

isolated by divtsiOn and from a vascular bundlc standpoint,it is renected in a prograde direction toward

thc left sidc oF the padent.  The ureter and spermatic vesseis are Furthcr separated FrOm the mesentery

if necessary(or taking along the spermatic vcssels if they are involved with the tumor)and inally)

taking away wwtth a vcry gencrous margin any portion of bladder,uterus,psoas muscle,and 3 or 4cm of

perittneum lateral to the tumor,until the tumor segment has becn remOvcd(Fig,3).One may have

regard only FOr d■e ureter in ttlis rcgion which,if involved by dtrect contact with the cancer,may be

ligated at the entrancP tO thC pelvis with silk and resected with thc cancer‐ bearing segment.  As

mentioned, howcver, the ureter is hardly ever truly involved and may be separated from the tumor

without risk oF implantation when done gendy with a inger rather than by a gross dissection technic.

The left iliac vein and artery are almOst ncver involved wid■ the cancer,unless the tumor is inoperable

and incurable.

THE TECIINIC OF COLORECTAL ANASTOMIOSIS

Followlng the resection,the desccnding colon will now be rOund to be too short to get down to the

rectun■fOr anastomosis.  It is not ordinarily necessatt to free up the splenic nexure.  Instead,the leFt

cOlon is freed from the lert gutter and its mesentery is freed frOm he lett kidney(renal fascia)。 Ver tO

the ligament Of Treitz at which point there are no mesenteric attachments in the IIlldline.  To separate

the rnesentery ofthe descending colon from the left kidney will lcngthen the left c。lon and now it wili be

found quite mobilc and may bc pulled down into thc pelvis and an anastomosis can be made to the

rectum without tension. A Cheade's slit is perrormed on the anti■ ■esentcric end oF the descending

c O l o n ( F i g . 4 1 ( a n t i m e s e n t e r i c  d i o  s C  t h a t  t h e  l u m e n  w n i  m a t c h  t h e  c i r c u m f e r e n c e  o f t h e  r e c t a l  s e g m e n t .

A singlc laycr of interrupted mattrtts suturcs of 4_O chromic catgut approximates thc posterior aspect of

the anastomosis(the mesenteric side)to ensure that thc mucosa is ali within the lumcn of the bowel

posteriorly(Fig.5 and 6)。  The Suttre line on thc mesentedc side is now converted to simple in‐

terrupted serOmuscular suttres as sho―  in Fig. 7. A second suture line or interrupted Ethiflex‐

Le m b e r t ( f ) s u t u r e s  w i l l  c o m p l e t e  t h e  a n a s t o m O s i s ( F i g . 8 ) . I  w o u l d  l i k e  t o  c a l l  a t t e n t i o n  t o  t h e  f a c t  t h a t

t h e  m c s e n t e r i c  s i d c  o r  t t e  b o w e l  h a s  i n t e r r u p t c d  m a t t r e s s  s u t t r e s  t h r o u樫山 all  l a y e r s  f o r  5 0  p e r c e n t  o F  t h e

anatomOsls and that the anterior side of the bowel has intcrrupted serOmuscular sumres.  A second

suture line is not necessary On thc mesentcric side since through‐ and‐through mattrcss suturcs con‐

(r) Ethicon.
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Fig.4

F七・5.Demonstates further placcmcnt of mat‐

tress sutures on the ■■cscnteric sidc OF the bo‐

wcl.  At least 50 perccnt Or the anastOmosis is

madc with thcse interrupted mattrcss suturcs

bcfore Placing sutures on the Outside of thc

antimescnteric sidc.

日消外会誌  9巻  6号

Fig. 6。  Placcment oF the interrupted mattress

sutures on the mesenteric side OF thc anast。 ‐

Fig. 7.  SinPle seromuscular sutures arc placed

o■the anterior w況1りthoutがCkitt up thc
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Fig. 8.  Interruptcd Lcmbcrt suturcs of 0000

Ethincx suturc rcpresent thc sccond suture layer.

53(843)

Fig。 9,  Thc vascular arrangemcnt following co`

mplction oF thc anastomosis, Frccing the upPcr

icft colon and its lnescntery frOn■the leFt lddncy

has allowcd thc colon to be pullcd down into

thc Pelvis 、vherc thc anastomosis is easily lnade

without tcnsion, Thc blood supply oF thc pro‐

ximal sidc of this anastomos遮 抵 dircctly from

the sPlcnic nexure divttion oF thc ElidC01ic artcry

through thc lcFt colic artery.

stitute an efFcctivc two‐laycr anastomosis,  On the antimescntcric side, however)t、 γo layers need to be

placed as indicatcd in Fig.8.

Fig.5 and 6 show thc details oF the mesenteric mattress sutures.  These 4‐ O interrupted sutures in

the posterior wall are placed about lr2 cm apart.

Further details of thc posterior half of the anastomosis are shown in Fig.6. After the mcsenteric

side of the anastomosis is completc, scromuscular suturcs are placed on the outside of the bowcl as

shown in Fig. 7 utilizing the samc suture matcrial(chromiC Catgut)and placing the sutures the same

distance apartj tying square knots securely and cutting the sutures short,

A second scromuscular laycr of intcrruptcd Ethiacx sutures is placcd Fig. 8.  These suturcs

invert thc entire ctrcumfcrencc or thc bowel oII the antilnesenteric border.  Posteriorly,only thc fat is

approxilnated and if this is dificult,no suturcs are placed at all.

In princゃ le,thC amastomosis is made between two ends of thc intestine that are cqual in size,

this cquality being gaincd by opening the proxilnal side of the anastomosis(antimesenteric Chcatlc's

Slit)as shown in Fig.4.If the recttm is narrow as wcll,which would be unusual,it also may bc slit

down thc antimesenteric border to open it.By slitting tl■ e bowcl as indicated,the gready en!arged

lumcn can bc closed in hvo layers without comprottlising the total diameter of the lumen.

Thc mcscntery of thc dcsccnding colon is attachcd to the righい sided pcritoneum ovcr thC acrta
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fr。■l the ligamcnt Of Treitz tO the pclvis by sutures so that the small bOwei cannot herniate under it.

No recOnstruction is dOne On the leFt side.

VARIATIONS IN TECHNIC

If the cancer or the sigmoid cOlon is 10catcd ElidSigmoid or higher, it will only be nece郎賜ry to

dissect the rectOsigmoid free Or the waldeyer's prcsacral fascia and transect it at the prOmOntory of

the sacrum. There,wtll be no peivic bleeding if dhis disscctiOn PIanc is used. It hoWCVer,the cancer is

Iocated low in the sigmoid cO10n and it is ncccssary tO take along the upper half Or the rectunl, the

rectum will be dissected frec Of waldeyer's presacral rascia, pulling it rOrward so that the pelvis

postcriOrly is open.  巾Vc havc already mcntiOned that if thc disscctiOn is made anteriorly tO Waldeyer's

fascia, there wili be nO peivic bleeding,since this is an avascular space.

CLOSURE OF THE ABDOMIINAL WALL

Thc perittncum is c10sed with cOntinuous 00 chro■ lic catgut frOm the pubis tO the arcuate line

and then thc entire wound is c10sed with thrOugh― and‐thrOugh 3‐O interrupted vertically placcd

s t a i n i e s s  s t e d  w i r e  s u t u r e s .  T h e  u m b i l i c a l  s k i n  i s  r e c O n s t r u c t e d  w i t h  m a t t r e s s  s u t u r e s  o F  p o l y e t h y l e n e

tying these sutures to recOnstruct thc umbilicus.  Otherwisc, the skin and subcutaneous tissucs OF the

entire wound are lert Open for ten days and at that tilne mattress sutures that had been placed in the

skin are tied efrecting a delayed prilnatt skin c10sure.  Wc have fOund that wOund abscess can be

compictely eliminated in cO10n cancer paticnts by leaving the skin Open fOr ten days, placing iong

strips Of Furacin(g)sOaked gauze in the wOund and rcmoving it On the ninth day before c10sure.

AN ALTERNATE OPERATIVE PROCEDURE WHEN THE CANCER

IS LOCATED HIGH IN THE SIGMOID COLON

I would like to describe an alternatc operative prOcedure fOr canccrs iocattd at the junction of the

sigmOid and descending c。10n.  Whilc this cancer is tcchnically a sigmoid c4nCer, ali of the sigmOid

colon,and the descending colon including the splenic nexure lnust be removed(Fig.10).  The dCtails OF

this Operative prOcedure are shown in thc accOmpan"ng diagram. The recOnstniction f0110wing ieft

colectOmy is shown in Fig. 11.  with removal or the lcrt c。 1。n and dividing thc mescntery through

the splenic aexure and taking dOwn thc c01on frOnl the greatcr curvature or the stomach,the transverse

colon is pulled thrOugh a rent in the mesentcry as shOwn 10cated between superiOr mesenteric artery

and thc ileoc01ic artery(Fig. 11)。 ver thc underlying duOdenum and dOwn intO the pclvis to cOmplete

thc anastOmosis with thc rcct― .  This is a superior method Of reconstructing the bowel after left

colecⅢmy,  Therc is nO need to divide the HlidcOlic artery.  Therc is no way fOr thc small intestine

to get obstructed by this maneuver and the mesenteric hiatus bctween the transverse co10n and the

ascending c010n n。 10ngcr exists.

STATISTICAL ANALYSIS OF 317 PATIENTS WITH CANCER OF THE

SIGMOID COLON OPERATED BY THE NO‐ TOUCH

ISOLATION TECHNIC

Threc hundrcd seventeen paticntt with sigmOid co10n canccrs were Opcrated On cOnsecutivcly

(g)Nitrofur毎 one,5‐nitro‐2‐furaldehydc sctticarbazone,Ealon Laboratorics.
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Fig. 10. Extent of rescction wllcn thc canccr is

is。lated in the upper sl〔軍noid colon.

55(345)

Fig. 11.  Thc anatomic arrangcmcnt of thc colo‐

rcctal antttomosis Pulling thc prOxlnal trans‐

vcrsc colon through an apcrturc in thc tcrmi‐

nal ileal mcscntery bct、 vecn thc supcrior mc‐

scntc五c artcry on thc lcFt and ileocolic artcry

On thc right.

during the years 1950--1964.  During this samc tilne,a total or 460 patients with Stage A, B, and C

canccrs were opcrated on for canccr of all parts of the colon(including sigmoid colon)utiliZing the no‐

tOuch isOlation tcchnic.  The agc corrcctcd IIve‐ year survival was 81.6 perccnt.  During this period,

61l patients with canccr oF thc rectum were alsO Opcrated upon,but since the nc‐ touch isolation technic

was not applicabic, becausc of the locatiOn of thc cancer, they will nOt be considcred.

OF thc 317 paticnts with canccr of the sigmoid colon, there wcrc 59 paticnts who had Ciass A

cancers.There werc 63 who had B canccrs extending out into thc pericolic rat 1/2 cm)there wcre

30 that cxtended out intO the pericolic rat ovcr 1/2 cm, there wcrc 66 paticnts whO had Class C

canccrs with lymph nOdcs involved, and 99 patients wcrc incurablc and had class D cancers.  A

F七 ・12. Cancer of tllc Sigmoid Colon No― Tcuch lsolation Tcchnic of Rcscction

歓

厖

堵]寵「   増鷲 f 5‐Yc鮒もdC  Agc Corrcctcd Pcr centurviva1 5‐Ycar Survival Stagc oF Canccr

79.49 95.66          13.61

73.49 88.17 19.87

30ⅢⅢ 83.67 9,46

57.32 66.70

10.58

60。91

31.23

Total

やExtcnsion undcr l′2cm.into ttt.
ⅢⅢExtension ovcr i′2cm.into Fat,
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giance at Fig。 12 will shOw that 18.6 percent OF the patients in this group had Class A cancers.  Class

B were represented by 29 percent Ofthe tOtal.  Cltt c had 20 percent Of thc tOtal.  Class D werc thc

most numerous with 31 perccllt Or thc total.  It wili be cvident that thc no‐ tOuch isOlatOn technic was

most wOrthwhile in 50 percent OF the patients in this series having the opcration)i.c。
,therc was cxtenslon

oFthe cancer outside the bowel wal1 0r into the regiOnallymphaticse We know frOm prcviOus cxperiencc

that Class A tumOrs have siinilar survival rates whcther they are manipulated Or not.  we thcn

direct Our inaximum tcchnical efrOrt toward Class B and C cancers.

Fig. 12 expresses the numbcr OF canccrs fOr each Stage oF tumor)tlle nvc_year survival rate, the

age cOrrected IIvc_year survival ratc and the pcrcent Stage Or cancer in cach category.

Fig. 13 represents the computer print Out on 317 cancers Of the sigmOid c010n Operated upon

by the ■0_tOuch isolatiOn tcchnic cOnsccutively.  The rlgurcs reprcsent the perccnt tOtal survival and

corrected survival with the standard deviation survival fbr Stage A,B,C,and D.  I point Out that even

though 1/3 0f thesc patients had incurable Class D canccrs,therc was still a nve_yCar surviva1 0f 50.53

PCrCent,and an agc cOrrected flvc_ycar surviva1 0r 60,91 perccnt,

Nunl‐ 予Vith_
I n t c r v a l    b e r  d r a w n  D e a d   Q X

1        317    13    88    0.283

2       216    10   25   0.118

3        181    10    14    0,080

4        157    10     9    o.o59

5        138    14    10    0.o76

6       114    12    11    0.102

7         91    lo     4    0.047

8        77    13     1    o.o14

9         63    13     2    0.035

10         48    10     o    o.ooo

1 0

0 . 9

0 0

0 . 7 ネ

0 . 6      *

0 5           ■

0 . 4                      ■   X

0 3

0 4 2

0 1

0 . 0

Fig. 13.

Sig    Pcrccllt Std.Dcv` COrrcctcd Std.Dcv. Normal

( Q X ) T O t . S u r . T o t . S u r .  S u r v i v a l  S u r宙v a l  S u r v i v a l

O.026    71.66     2.56     74.11     2.65    0。 97
0.022    63.17     2,76     67.69     2.96    0.93

0.020    58.14     2.35     64.68     3.17    0.90

0.019    54.70     2,90     63.23     3.36    0.86

0.023    50.53     2.97     60。 91     3.58    0.83

0.029    45.38     3.04     57.13     3.33    0,79

0.023    43,27     3.08     57.01     4.06    0.76

0.014    42,65     310     58.95     4.28    0.72

0.025    41.14     3.17     59.79     4.60    0.69

0.000    41.14     3.17     63.01     4,35    0.65
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DR Turnbull

and

Location Of Lcsion_SigmOid c。 10n

All Stagcs oC Canccr A,B,C,D.

1950--1964

( 1  1 9 ) , 1 ′

( 1  2 1 ) , 7 1

1   2 3   4 8 9 的

Fig. 14 reveals survivai ngures, both corrcctcd and uncOrrected fOr agc.  Stage A cancers are the

most curabic.  Figurc 15 represents Stagc B cancers that extcnded icss than 1/2 cm Out into the pericOlic

Fat and the cOrrected and uncOrrected survival rates arc readily scen.

Fig.16_B representt thOse Stagc B cancers that extended ovcr 1/2 cm intO perirectal rat.

The Stage C cancers are representcd by Fig。  17.  Thcsc arc cancers that Ordinarily have a 10w
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( 1  1 9 ) ' 1 1

(1  35),01

( 1  2 1 ヽ1 7 1

( 1  1 9 ) , 1 1

(1  35)12′

( 1  2 1 ) , 7 ナ

F七・14.

Num_ with‐                  Sig.   Perccnt Std.Dev. Corrcctcd Std.Dcv.Normal
l n t e r v a l    b e r  d r a w n  D c a d   Q X   ( Q X ) T O t・ S u r . T o t . S u r . S u r宙ャal  S u m v a l  S u r v i v a l

i         59     6     1    0.018    0,018    98.21     1.77    101.46     1.83    0。 97

2         52     3     2    0.040    0.027    94.32     3.19    100.87     3.41    0.94

3         47     5     2    0.045    0.031    90.09     4.22     99.96     4.69    0.90

4        40     4     0    0。 000    0.000    90。 09     4.22    103.97     4.88    0.87

5         36     4     4    0.118    0.055    79.49     6.22     95.66     7.48    0.83

6         28     2     1    0.037    0.036    76.54     6.65     96.30     3.36    0.79

7         25     3     1    0.043    0.042    73.29     7.12     96.65     9.39    0.76

8         21     6     0    0.000    0.000    73.29     7.12    101.59     9,87    0.72

9         15     2     0    0.000    0.000    73.29     7.12    107.08    10.40    0.68

10         13     2     0    0.000    0.000    73.29     7.12    113.18    10.99    0.65
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DR Turnbull

and

Typc of CancerⅢ ヽ

and

I″ocation of Lesion‐Sigmoid Colon

1950ヒー1964

D R  T u r n b u l l

and

Typc of Cancer B‐ Nndcr Onc Har cm.

Ext.Into Fat

and

Location OF Lcsion‐ Sigmoid Colon

1950--1964

2  3  4 7   8   9   10

F七・15.

Num‐  VVith‐                Sig   Pcrccnt Std.Dev. Corrected Std,Dcv.Normal
interval   ber drawn Dcad QX  (QX)TOt,Sur.Tot.Sur.Survlval Survlval Survival

1         63     3     5    0.081    0.035    91.87     3.48     94.92     3.60    0.97

2         55     3     3    0.056    0.031    86.72     4.38     92.74     4.68    0.94

3         49     2     3    0,063    0.035    31.30     5.10     90.16     5.66    0.90

4         44     2     2    0。 047    0.032    77.52     5,52     39.32     6.36    0.87

5         40     3     2    0.052    0.036    73,49     5,92     88,17     7.11    0.83

6         35     2     1    0.029    0.029    71.33     6.13     89。 30     7.68    0.80

7         32     3     1    0.033    0.032    68.99     6.36     90.33     8.33    0.76

8         28     3     0    0.000    0.000    68.99     6.36     94.68     8.73    0.73

9         25     4     2    0.087    0.059    62.99     7.08     90.82    10.21    0.69

10         19     4     0    0.000    0.000    62.99     7.08     95.65    10。 75    0.66
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DR Turnbull

and

Typc oF Canccr B_Ovcr One Har cm.Ext.

Into Fat

and

LoCation OF Lcsion_SigmOid COlon
1950L-1964

DR Turnbull                 (1

and

TyPc Or Canccr c               (1

and

LocatiOn of Lesion‐Sigmoid C。lon      (ェ

1950--1964

1 9 ) ′1 ′

35)′3′

2 1 ) ′7 r

Inter胡 い糟
‐
選欺 Dead QX 遇乳鷺者舌:.粘雑!壁淵ダi盟陥鞘淋

1         30     1     2    0,068    0,046    93.22     4.63     97。 10     4.82    0,96
2         27     1     2    0.075    0.o51    86.18     6.42     93.69     6.98    0.92

3         24     1     3    0。 128    0.069    75.18     8,16     85.47     9.27    0.88

4        20     2     1    0.o53    0.051    71.23     8,63     84.84    10.29    0.84

ュ   17 1 l o.o61 0.059 66.91 9.13 83.67 11.組  0.80
6        15    2    4   0.286   0,121    47.79    10.38    62.87    13.65   0.76

7          9     1     l    o.118    0.111    42.17    10.57     53.46    14.66    0.72

8          7     0     1    o。 143    o。132    36.15    10.64     52.93    15.58    0.68
9          6     0     o    o.o00    o.oOo    36.15    10.64     56.02    16.49    0.65

10          6     1     0    o.o00    o.ooo    36.15    10.64     59.41    17.49    0.61
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( 1  1 9 ) , 1 ′

(1  35)′1′

( 1  2 1 ) , 7 ′

2   0   4 5 6 7 8
YEARS

9 10

Inter胡 境 唱鰍品ead Qx(散)縮督舌:.粘部i敏鑑肝輪陥紺淋
1         66     1    10    o.153    0.044    84.73     4.44     87.04    4,56    0.97

2         55     3     5    0.093    0.040    76.81     5.25     81.18     5.55    0.95

3         47     2     3    0.o65    0.036    71.80     5.65     78.22     6.16    0.92

4        42     2     5    0.122    0.051    63.05     6.17     70.92     6.94    0.89

5         35     4     3    0.091    0,o50    57.32     6.44     66.70     7.49    0.86

6         28     4     3    0.115    0.063    50.70     6.73     61.16     8.12    0.83

7         21     3     0    0.ooo    o.oo0    50.70     6.73     63.53     8.43    0.80

8         18     4     0    0.000    0.000    50,70     6,73     66.12     8,78    0.77

9         14     7     0    0.Oo0    0.000    50.70     6。 73     63.97     9.16    0.74
10          7     1     o    o.o00    o.o00    50.70     6.73     72.11     9.57    0.70
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survival rate of 30 to 35 percent.  However)it is readily apparcnt that when the isolation tedhnic

was used, the crude survival or 57.3 pcrcent and the corrected survival of 66.7 pcrcent would indicate

that the isolation technic was worthwhile.

Table 18 reprcsents the Class D incurable canccrs,  The rapid dcath rate in the arst thrce years in

these patients indicatcs liver mctastasis as the primary cause or death.

Nun_With‐
Interval   bcr drawn Dead  QX

1         99     2    70    0.714

2        27    0    13   0.481

3         14     0     3    0.214

4        11     0     1    0,091

5         10     2     0    0.000

6          8     2     2    0.286

7         4    0     1    0。 250

8          3     0     0    0.000

9          3     0     0    0.000

10          3     2     0    0.000

巌)Tot鞘.鞘監 協鮒ダ盟撤 艦 1
0.046    23.57     4.56     29.66     4.74    0,96

0.096    14.81     3.63     15.99     3.91    0.93

0.110    11.64     3.23     13.09     3.69    0.89

0.087    10.58     3.15     12.42     3.69    0.85

0,000    10.58     3,15     12.98     3.86    0.82

0.171     7.56     2.88      9.71     3,71    0,73

0。217     5.67     2.71      7.64     3.66    0.74

0.000     5.67     2.71      8.04     3,35    0.71

0.000     5.67     2.71      8.48     4.06    0.67

0.000     5.67     2.71      8.96     4.29    0.63
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DR Turnbull

and

Typc oF Canccr D

and

Location oF Lcsion‐Sigmoid Colon

1950--1964

( 1  1 9 ) ' 1 1

(1  35)′4,8′

( 1  2 1 ) , 7 ′

2   3   4

SUMMARY

I havc prcsented 317 patients with cancer Of the sigmoid colon giving thc reasons experilncntally

and technically that the no‐ touch isolation technic gives the bcst results for rlve_year survlvais and

l have discussed thc technic employcd.  I havc presented thc survival rates hath computer analysis

tablcs for ciose inspection.  I believe that these improved resuits are due to the no― touch isolation

method of resection and l feei that with thc evidence at hand, the old conventional manipulative

resection te●hnic for cancer of the colon should be abandoned in favor of the isolation technic, as

described.
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