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Surgical rcscctbn of canccr Of the c。 10n,rectum,and anus rcmains the prilna■ ,treatment of cancer of the
large bowel.  In many respccts, such rescction shOuld be cOnsidercd 10cal treatmcnt, in that the suttiCal pr。 ‐

ccdurc removes thc segment of bOwcl in which the tumorお lccated and thOse appropriate regional tissues that

can bざsaFcly sacrinccd. If thc lcsion is localized(Dukcs'A Or B)and irthe rcscction is dcll占tive,thc chance of cure

is cxccllcnt.  Unfortunatcly, rcsection has no long‐ term eFFect on tumors that have sPread distantly or where

inflltratiOn has cccurrcd into tissues at or beyond thc margin Of resection.  Howも ver,resecticn Of Primary lesions

from the c。1。■or rectum as a palliative prOcedurc prOwides the patient relief from symptcrls of blecding, ob‐

struction,and tenesmus.

The anatomic stage of thc cancer at the tilne oF diagnosis and treatmcnt is the most irDpOrtant ractor which

nct only dictates the trcatment but alsc Predicts the prognosis.  Although there are several recommendations

rcgarding staging of cancer Of thc colon,the One Originally prOposed by Dukesl iD 1932 for canccr of the rectuln

remains the most acceptablc.  Its usc has been extended to cancers of the colon, and it has undergonc several

modiflcations by scveral authors2‐ 4. That recommendcd by Atler and C。 licr4 is the mOdiflcatiOn Or Dukes'

classincation that Our grcuP has used in evaluating our casest  A Duと es' A lesion is onc that is iocalized to the

mucosa and in which thc rcgional■ odcs contain no metastasis;a Bl lesion is a tumor that is inflitrating into thc

muscularis but has not penctrated it;a B2 1csion is One in which tumor cxtcnds through the muscularis intぅ the

im口〕ediately attaCent tissucs but in which thc regionai nOdes are negatives a Cl tumor is onc in which the tumor

P C n C t r a t c s  t h c  b o w c l  w a l l , a n d  t h c  i m m e d i a t e l y  a t t a c e n t  n O d e s  c o n t a i n  m c t a s t a t i c  l e s i o n s , a n d  a  C 2  1 e s i o n  i n
One in which thc primary lcsion has Pcnctratcd the Full thickness Of the bowel wall,and lッ mph nodes beyond thc

iIIIInediate regional arca arc also Positivc.If onc wlshed tO idcntify the entirc spectrum of the anatomic extent of

a canccr,a Dukcs O lcsiOn is cOnsidered an in situ lesion,while a Dukes D lcsion is a lcsiOn with distant metastasis.

Unfortunatcly, on a clinical diagnostic basis, it is not always PossiLlc to be accurate in staging a cancer,

and for this rcason if all Paticnts are to beneflt Frorn surgical treatment,some patients have to bc overtreated in

ordcr tc PreVCnt other paticnts frOm bcing undertreated.  The crror rate in clinical diagncstic staging comParcd

with Pathologic staging is Probably 10的20%. Dukes'A and B lesicns are assoctaにd with a 10 to 12%incidCncc
OF nOdal lnetastasis,which then lnakcs them Dukcs'C lesiOns.  Staging is lnOre accuratc when dOne aFter surgical

resection and dctailcd study oF thc rescctcd spccilnen.  It is unfortunatc when thc mttectiOn is more extensivc

than nccessary to remove thc canccr(cspcCiallγ  if it entails removal of the anus);but a greater error is to have

b e e n  c o n s e r v a t i v c  i n  t h c  c x t c n t  o F  t h e  r c s e c t i o n  o n l y  t o  j e O P a r d i z e  t h e  f u t u r c  w e l l‐b e i n g  o F  t h c  P a t i e n t .

AlthOugh therc lnay bc an errOr in the clinical diagnostic staginど, by carefully and propcrly evaluating
historical, physical, and diagnOstic data, lesser surgical procedures can be uscd in thc managemcnt of selccted

CanC,rs, csPccially or thc icwcr colon, rectu11, and anus.  Ncvcrthel〔 本s, the philoscophy exPrCSSed by Milcs5

is a description oF the best cancerつpcration:
Thcre are, I hold, two main principlcs to bc observed in thc surgical treatmcnt oF cancer of the recturn,

and indeed of all cancett whcrever thcy arc Foundi rlrst, thc operation shOuld be based on a knOwiedge of the

dcmonstrable facts Of Pathology, and, sccond, the mOst extcnsivc oPeratiOn POssible in confomity with that

knowledgc shOuld bc Pcrfonmed on all paticntt no matter how smal1 0r eariy thc local maniFcstation of thc

discasc may scem to be.

WVhilc a Few decades ago thc risk oF surgery of the colon and rectum was signiflcantly high,it is reasonably

saFc at thc PresCnt tilnc.  In the latc 1930's, the risk Of OPeration on the colon and rectum generally was as‐

sociated with a mortality ratc of 200/。 . With thc advent Of chemotherapeutic agentss during thc early 1940's

and of antibiotics later,thc hOsPital mortality decreascd to aぃ。ut 5%. PreSently with the availabiliけof a wide
rangc of antiい。tics,inprOved ancsthesia,い10od transfusiOns,and other supportive atdcs(cardiac and pullnona呼
SuPPOrt),InOrtaliけ rates arc rcpっ rted iII the l t。 2%range,With dcath being causcd by cOmplications other than
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Table l. Bowel PreparatiOn of Paticnts Undcrgoing Surgery for

Colorectal Ncoplasms

l. TwO days beFore surgcry:

Diet minilmal residuc

Mechanical preparatioD― ―At i2 noon,151■ l of PhOsPho_SOda

ln p.m.before 6:∞ ,two tap water
encmas(1,000 mlin knel‐ chest

posidon)
Antibiotics neomycin,lg(9a.m.,1,5,9P.m。 )

Tetracycline,250 1ng(Ca.m.,1,5,9p.m.)

2,  One day bcfore surgcry:

説Ecchanical preparatiOn― At8 a.m.,15m.of PhOsPho‐ Soda

At9a.m.and 6 P.In.,thrcc tap

water enemas(1,000 mlin knee,

chcst positio■)
IF nct clear,Ns lnore encmas

IF stili not clcar,nctify service

Antibiotics―neomycin,1.5g(9a,m.;1,5,9p.m.)

TetracycI血 ,250 mg(9a・ In.,1,5,9P.m.)

Day oF surgery

工)iet―一Nothing by I■Outh aftcr lnidnight

Mechanical preparation― _At6 a.m.and every 2 hours until

surgcry――rcctal aspirations

those aNcctated with the cPerative procedure.  Likewお e,the morbidity assOciated with cclon and rectal surgery

is signincantly less and,FOr the■10st part,is relatcd to wound and anastomotic complicatiOns.

Many crectivc preoperative bowel Preparations have been proposed aid are i■  current use.  ヽVhichcvcr

one お selectcd, it shOuld be dcnc Properly.  At the Mayo Clinic, Washington and associatesS reported their

eXPCriencc in a doublc_blind study using a mechanical prcParadon comprised of zR laxadvc cF PhosphctSoda and

(1)neOmyCin alonc,(2)neomyCin andに 廿acyclinc in cOmbination,and(3)a plaCebO, The morbidiけ ofwound in‐
fcction and ttther cOmplicatiOns was signiflcantly lower in the group that used neomycin‐ tctracycline than in the
cther twO groups.  Based On these results and thOse reported much earlier by Dearing and Needham7,。 ur grouP

PreFers tO use combinatiOn drugs,along with the l■ echanical preparation during a 36‐ hour period beFore surgery.

T h e  m e t h o d  r e c o m m e n d e d  b y  W a s h i n g t o n  a n d  a s s o c i a t e s 6  h t t  b e e n  m O s t  c f F e c t i v e  i n  o u r  h a n d s ( T a b l e  l ) .

There is littlc cOntrovcrsy over the surgica1 1■anagement oF cancer oF the abdo■linal colon,because the lesion

can be rerDOVed by.sepental,Pardal,or tOtal colectOmy without altering the cxternal anatomンor bowel Func‐

tiOn through the anal canal. The extent of the c。 lonic resection is important,but the decisiOn rests with the

surgeo■.  The resection shOuld be as extcnsive as indicated to oFFer thc Patient the best chancc of curc OFthe callcer

and any olher COexisting dtteascs that mttht bc Present・ Intestinal contlnuitt can be reestablished at the time of

the excisiOnal surgery or in a subsequcnt Operation if a decompression proxiIコal cO10stomy has becn established.

Controvery docs exist whcn the canccr is in the rcctosig■x〕id,rectunl,or anus.  If the philosOphy as expressed

by Miless is to bc F0110wed, thcn a combined abdo■ linoperincal resection w9uld have tO be done in allnost all

Patients. Although thc mOrtality rate of this procedure is vcry loMら it leaves thc Patient with altercd anatomy――a

perlnanent colostOmy― ―and with altered bowel functi。 ■.  As previously stated, it is unfOrtunate if a cO10stomy

has been done and thc prognosis has not been altered; however, it is also unfOrtunate if thc surgical approach

has been comp的 圧占ed in Order tt avold a c。10stOmy only tO jeoPardizc the Future we11‐being of thc Patient.

However, by the use of Patient histOry, physicai nndingS; and Pathologic rlndingS to arrive at surgical

judgment,lcsser proccdures than thc combined abdominal resection arc justifled in we■,selected patients.  If the

surgeon is cOnservative in arriving at his surgicaljudgment,OfFsetting the crror in clinical staging,then few pagicnts

will be undertreatcd.

The anteriOr rescction and low aIIterior rescction ofFer a reasonable comprOniise fbr most iesions of the lower

colon and upper rcctum,in that an adequate rcscction Proximally,laterally,and distally for a distance of ap‐

rOxillately 5 cm below the lcsiOn is POssible, Intestinal continuity can be reestablttedいy an anastomosis,using
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olle of sevcral tcchniqucs,with a very low mOrtality and morbidity rate.

Although the use of the stapler in establishing a low anastonlosis is gaining in acccPtance, PreFcrence is

given to the suturc tcchniquc that establishtt a carcful and anatomic approximation oF the bowel(muCoSa to
mucosa)with Condnuous chromic or iodized catgut and ofthe muscularおto muscularis,with or without Perittneal

cover and interruptcd ine silk sutures.

A  s t u d y  o f  9 0 2  P a t i e n t S  W i t h  a n t c r i O r  r c s c c t i o n ( 5 5 6  w i t h  a n t e r i O r  r e s e c t i c n s  i n  w h o m  t h e  a n a s t o m o s i s  w a s  m a d c

between bowel prOximally with Pcritoneal cover and also distalけWith Petttoneal cover and 346 with low allterior

rescction in whom thc bowel distally had no PcritOncal cover)revCaled that the prOgnぃis was dircctly related to the

anatomic extcnt of the tumor on pathologic examinatiOn. Thc progDosis was nOt signillcantly altercd by the

symptoIIs, the level of the tumor abovc thc anus, thc size of the tumOr,or the degrce of difFerentiati3n3.  For

PatiCnts with lesions that wcrc localizcd,the 5‐year survival rate was 79%.When One node was ttetastatic,the

ratc was 64%,but WhCn fcur Or morc nodcs werc PcSitiVe fOr cancer,the raに decreascd to 30%.The mOrtaliけ

rate ror the scriα wぁ 2%,and the cause of dcath was unrclatcd to thc surgical procedurc in all cascs.Therc

was a 6%incidence of leakagc of the anastcmosis,but in no case did this icad to mortalitt and in Only sevcn cascs

was a temPorary proximal cO10stOmy necessary to managc thc leakagcち   These survival Flgures compare very

favorably with thosc for combined abdo■linoperincal resectiOn dOne in a series of l,766 cascs in which survival

rates were 68%for 10Calized lesions,41%when nOdcs wcrc rnetastatic,and 55%for all Cases9.The cor‐

reSPOnding survival ratcs fOr anterior resection in the series wcre 64%,37%,and 51%.

Bccausc antericr resection can bc accomplおhcd lbr lcsions cf thc 10wcr sittBoid colon,rectosi抑oid,and upper

third of the rectum,it rcmalDS the rnost viablc options rcsection can be done saFely,it removes the prilコary tumor,

rcgiOnal tissucs,and the scgmcnt of bowel in which thc tumor is located,and it still preservcs thc normal external

anatomy and bowcl function.  Fcr these reasons,resection is prcferred ovcr a lesser surgical procedurc lbr these

Thc difnculty in decision‐making ariscs for many canccrs of the middle third of thc rectu■ i sincc a low

anterior rcscction tcchnically is dirncult when possiblc cr is not Feasible for all cancers oF thc lcwer third of thc

rectum.  For such icsio■s, a combined abdoEltnal rescction is necettary tt the mOst efFective oPcratiOn.  Since

many of thc lesbns are small or localized(Dukcs'A or Bl or B2)and sincc Only apprO■imately 50%or Fewer Of

the lesion will have resiOnal sprcad,a lesser operation ofrers the paticnt a chancc oF curc without alteration in body

function.  Emphasis should bc made that, iF cOnservative treatiment is donc, thcsc Paticnts should be followed

very carcFully for cvidence of Pcrsistencc or recurrcncc of thc cancer.  If cither should occur,then radical treat‐

mcnt is inmediatelサrcquired.

In 1961,Jackman10,in a carefulscicctiOn of 21l paticnts with tumors that were small,pedunculaにd,and well―

difFcrentiatcd and half or which were in situ and Oftcn asttPtOmatiC,treated the lesions by excttion and fulgura‐

tion without mortality.In thお grouP Of Patients,96%surviVCd at 5 years. This illustrates well that,with
expert sclection of favorablc cancers,local treatment can be successful, In only cight patients(3.8%)did thC

treatment rぁ■,and in thesc Patients,radical surgett was done subsequcntly.
Culp and Jackmanll trcatcd 80 paticnts whc had morc advanccd lesions and lnedical complications that

increased the risk of mttor surgcry and had 50%surViVe.This rate is iargely based on the fact thttt overall

about 50% of thC paticnts had localized tumors without regional sPrcad at the time of treatrnent.  Madden

and KandalaFt12 and Crile and Turnbull13 haVe had similar exPeriences in the treatinent of both high‐  and

lowsrisk Paticnts.  Fulguration with thc Patient under general anesthesia For destruction oF cancer may required

multiple operations, and hospitalization is exPensiVe, and is associated with somc morbidity,  Success in the

treatlnent of cancer in this manner depends on thc conservativc and Proper selectiOn of paticnts.  About 25%

of Patients with only nodal sPread suwivc at least 5 ycars whcn treatcd by the Attilcs procedure. Most of thesc

Patients would havc bcen lost to disease if lnanaged conservatively.
In addition to cxciSiOn,fulguration,and fractional elcctrodesiccation,cryosurgery might be used for the local

destruction of tumOr.  Likewisc, Papillon14 and Sischy and associates15 and Others havc suggested thc usc of

intracavitary radiation in htth doSes(12 to 15,tlljtl R),Mttth loW Pcnetration as a preferrcd local trcatment FOr

highly selected Paticntsi ThiS iS Succcssful if the lcsions are localized.Unfortunately,bccaぃ c Dukes'A lesions

are associatedゃvith a 10%incidCnce of regional nodal metastasis and Dukes'B tulnors with an incidence of 12%,

Iocal treament wOuld fail in thcsc situations.

The sclectiOn of Patients fOr iocal treatment should be based on the Following charactcristics: the canccr

shou14 bc small,Casily movable,not encircling thc bowcl,Dukes'A or B stage,well‐difFerentiatcd on the basis of
Broders' classiflcation, and prcFcrably polypoid.  Other selection factors lnight bc an incrcttcd risk to radical
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surgcry and the refusal of the paticnt tO undcrgO the Miles oPeratiOn,

For the lesions of the■lid rectuni and iower rcctum,wherc a segmental rcscction of thc bowel is desirable and

yet an anastomosis from abOvc cannot be accOmplished,thc surgeon might consider a combined end。 :ectal pull‐
through operation or Othcr Pull,through oPeratiOns or lnight use the transsacral approach to accomPlish the

anastomosお ぅhowever,thcsc cPerations arc nOt supPorted by many.

Nineけ ‐rlVe perccnt of cancers of the c。10n and rectum arc adcnocarcinomas.  Lcsions Or the anal canal and

an唖 ,which comprisc only l%t。 2%oF canccrs cF the larg● bowcl,are most frequently squamous ccll epithelioma

and secondly basaloid carcinOma(c10acOgenic carcinoma)・   In addition,infrequently scen lesions arc Pagct's diSeasc)

basal ccll cPithelioma,Inelanoma,and adcnOcarcinOma.  WVhen these lesiOns arc invasivc,the only option is an

abdomincPerineal rescctiOn.  originaHy,it was bclieved that the bttaloid lesion had a wOrse prognosis than the

squamoぃ cell tumor,but in a review Of 64 0f thc fbrmer and l13 of the latter ittions,thc Progncsis was approxi‐

m a t c l y  t h e  s a m e ( 6 3 % v s . 5 9 % a t  5  y e a r s  a n d  4 8 % v s . 4 4 % a t  1 0  y C a r s ) 1 6 。A g a i n , t h e  m a J o r  r a c t o r  i n  d e t e r m i n ‐

ing thc Prognosお was the extcnt of the discasc at the tilnc Of trcament.

The place ofinguinal nodc dissection in the managcment oF cancer of the anus is uncertain,becausc cliお cally
evidcnt metastasis or nodal metastasis at thc time of elective grOin dissection indicates an extremcly pOor

prognosls.

Pcrianal and squamOus cell cancer(that within 5 cm ofthe anal verge)is Often identifled early and,thcrcFore,

mttht bC treated by exctticn,radiatiOn,Or other conservative measures,with oxccllent rcsults. Howcvcr,if local

trcamcnt requircs destruction OF the cxternal anal sPhincter,thcn radical treatmcnt should be done.

Thc PrOper placc of irradiation in the surgical lnanagement of cancer of thc cO10n and rectum is still to be

determined.  It is indicatcd either beforc Or aFtcr Operation fOr any patient with a lcsiOn that cannot be com‐

Pletcly rcmoved by surgical rcsection.  By preFcrcnce, any lcsion that can bc deflnitively resectcd should be

surgically treated,and radiation shOuld bc used at a later datc if indicatcd for recurrence.  In the futurc,data

may suPPort the usc Of radiatiOn precPcratiVCly:ろ r rcsectable lcsiOns,but at thc Prcscnt tilne,this is nOt sO.

Thc cxact place oF chcmotherapy in thc clecti予e treamcmOtnt of cancer of thc c。 10n and rcctuln is still
waiting validation. AlthOugh thc use of drugS singly Or in cOmbination will prOduccd cbicctiVe responscs for

short pcri6ds(5mont hs),in 20 to 40%OF Patients with mcasurable lesiOns,10ng‐ term results are not frequcnt.
Iヽorbidity from chemothcrapy can be signiflcant.

Thc dctcrェlinatiOn of lcveis of chOrioembryollic antigen in the bloOd may be valuable in the tare of Patients

with c010n and rectal canccr.  Howcver, at thc present tilne, wc dO not usc this determinatiOn as thc scle in‐

dicator of thc Patients' PrOgress or as thc detcrェ】inant rbr reopcratおn.  A baselinc valuc at the tiinc oF dennitive
surgery should be cOnsidcred in allゎaticntS. Subscquent levels,iF elevated,may suggcst recurrence of discase,
which wOuld lcad to thc cOnsideratio■of further treatment.

Finally,the stagc of the discasc at thc til■c Of treatment is the most important single factOr in thc PrOgnosお

of colorcctal‐anal canccr.  Treatment of known prccancerous icsiOns――singie or multiPle polyps,familial Po】yPO‐
sis,10ngstanding chrOnic ulccrative colitis― 一befOrc the deve10pmcnt OFcancer is thc Iコ 。st CneCtivc management ofthc

diseasc.  Propcr selection OF carly canccrs for cOnscrvative treatmcnt is acccPtable practice.  Othcwsc,radiCal

treatmcnt is most impOrtant if lnOst paticnts arc to bc ofFered a chancc Of cure.
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消化機能低下の改善

胃切除後不定愁訴の改

貧血に鉄剤との併用療法
(低酸 無酸 症 にて )

0モ ルマ…ゲンは、塩酸ベタイン(塩酸補給)と各種

耐酸性消化酵素を配合した製剤で、低酸無酸症

およびこれらに起因する消化機能障害等に優れ

た効果を示 します。

●適応症 無 酸症。低酸症。異常発酵性下痢。消

化不良。食欲不振。無酸症 ・低酸症 ・ロア トニ

ー等による消化機能障害および減退。

●製造元東亜薬品工業株式会社
東京都 渋谷区笹塚 2 - 1 - | |

栄用法・用■、および使用上の注意は

製品添付文書等をご参照下さい。
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