HARM L2y R 3 RS, 2019;52(10):551-563
doi: 10.5833/jj2s.2017.0198

The Japanese Journal of Gastroenterological Surgery

T 2 — N 5 A 72T AR A% AR B A RO Bl o
A B PR R T D FE A D BLIR & R A

it SEZD PR EWP RK BAY W Y
HIT FHAF AR
DIFRKEE R ¥ 5 — KAl - LR
DR T IR R RS - — s
PSS
DARKE L SRE N ¥ &~
R PR 2 KO BN A 2 > 5 —

BEY : &E 7~ — MR S FERGEIYIERAMT (intersphincteric resection ; PAF, ISR & W&EL) OBk
R ERADOBUR E B M 2 S22 T 5. HFik 1 HARKBIL PN O R ik 441 gk 2 &R I mE
HOWEETITo 72, HR P HERIZ, 39% (172 [iik) Tholz. AT LR O 1ERMIC ISR 21T L7z
MRk 88 Miak (51%) T, MATIFEUE 5 RGBSR L 78 2 5072 ISR O RIZIFIT MR TR
AN —RPEHEN TV 2T, 52%Dfiax THIE, WEHOME, FELHEREREOBE 5 M8T
Y, A P —<OKAMEERERL Tz, 72, ®9BOMHR TN A b —<%Hl L Tk 2
FLLERE L TW B BHICBWT U S OPHEREDTRD b, EREEL 81% Dk Tilo bz, &
OFEFNIE [HERFHIERE TILMWE 7 7], Tl THORsE] [ Bddso 7z ERER
HOMEEX, ISR MHZEED [20~30%] IS0 L Lz 41%E b <, [P 20%, (134
B 12%, [70~80%] 8% Td o7z, FEE L =PRI E D & ik DXL, & 23 HARTRIIS LT 5 i ik
b, SESIELMINEDEZ SN P TEYEENSL & Ho7:. #5358 1 ISR OMEICIZ—R
A N =< ORMEREIREED FHEE L PHEREE AR HIIA L T A BRI L7z, o PUc K & %
WEN L ONBHER, MEOIMEEEEZ GO TISR ZHMEL, +o%Af v 7+—AFarey L
ZEW72 ISR OMIE L ERPEETH 5.

F-7— N EEVA, FEOTRWERR (SR), MiefEkE, 77— Mdk

iBLBHIC

[ZeMORLPTRATA | & L CORKIA MYIERM (intersphincteric resection ; BLF, ISR & WEFE) 2VAIFIZE
AN, BNTHEFVPRER L2, ZTHETHADOBRBUDSKADA b= ZRNONTE7ZEHICE 5
T, ISRDBARFAADA P—ZH@TE L HTRELRWE LR o72hs, ZO—F THBEOUKRIZHES
FERFRRRE DA T R L E P O fh#EIE, > 7)) v 7 iR A T 5 BIRMGE 6 T O O IEE - W& oMl
% urgency, soiling, clustering, frequently bowel movement, incontinence % & DAL 7 VI BATERERE (low
anterior resection syndrome ; LT, LARS &B&HE) & L CHiE OHEREREIC D K& B L TL A HE)s
BEINTE0, AFTH ISR OPRMOEEERHIAVRENDDDH 59074 T, KK TIIHERER Tl

(2019 4F 5 H 29 HZB) FURIGSRIG © G 22 T 143-8541  KHEXKFRM 6-11-1  HIPRFER & » & — KAmbeiibist v 7 —
SR

551



HARM L2y R 2 HERE, 2019;52(10):551-563
FER 1 RO BN O B HERERE S5 56 42 O BLIR & P

The Japanese Journal of Gastroenterological Surgery

HEREI ISR XA BN D D DO R RN E o TSI T 5 &£ D&%, PHEATQOL 1252 %
SEBDMRALET T WA IC R TAR 1OC, JEEEEREM S L@ ado 2t T2HENDH 5.
B bBEDOT 7 =y 7 2535 ISR Tldd 525, Kltii% T2 1L F T abdominoperineal resection (L4
T, APR EMEEL) AW & E 2 ONTE WAL, SRR S I -CUIEE - W& L <ollMo
AP DR DI ED X ) g e 52, MENIREL TWL0%0, ZOERBIEIHISNIT% > TEIVZ
v Sl A ZOEBEASHYTHAZX F—< -tV NE) F—a ryFao7rad e Mgk
D—EE LTHARBILMH SO 2/ TEECT ¥ r — Mg ziTo 7.

| :g]
7 ¥ — Nl S ARFE D ISR O RHHEREIE A OBLIR E MR Z 52T 5.
v ] P >

AiFgeik, HAZ =< - HHE) N Y 57— 3 V¥ EOGHBEREOKE MIRFTHE35) 2b
2, WIBRFER L v & — KREmEmEE RS ORRHF T © 27-256) OKBERTEBLA. 77— b
AL, HAKRBNLMR S O ik 441 Rzl LT 2016 44 JJ 1 H25 2016 4F 6 J 30 HD 3 20 )]
B OFAMME 2 300 T, WRRAXOBMRELETHATL T, BHZIETHEALTT 7 — O &217-72
(Table 1).
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EAH0E 172 HERE T, &SI 39%THh - 7z
1. &k o 8

Mg, IR, FELE, BREO 3 EAERRL, 11 E 41 ROIZIZEEICD 2> TOligkh S O
Bt SNz (Fig. 1), HEHIEX D 98%AHY H AR KNI 72 DB MR % BUS L 7z Bl ASE) % 5 5 fiik
oz AW (2015 4F 1 4ER) 12B1) 2 SRR O KHE PR 5% Fig. 2 1SR L7225, ISR IZHI%
Wik 172 HigkH 76 ik 44% T [0 ] L OWENRDH ), Mt S 17z 88 Mgk D ISR OFAifF 8, 5k
WHCHER L 62 ik 7 BlE w7, £D—JT 10 L EO ISR AT L T B itiEkiE 8 Midk (9%) 1Sl &
Lo l2As, TOWITIE 20 HRPL L REAT L 72 HERE 4 M (5%) AR EN Tz (Fig. 2C).

2. ISR D%

FHiRETIE, CAREHHZ D LIZISROBIGZ R LTV 00 ? BHERT & LT [, MEERHNT
ELT [EHoRE S, [, [HEATE : clinical TR TFB LN W] OFHE L ICHR—-CTHEML
7o TSEHE] X, 8923 O 107 ik B% A EET L e mE Lz —F, Mike LTEHRL TV EENT
&, THEOKRE S ] 2388%E —HFL K, RWT INKHT ] 68%, [HHAEA] 48%, [FRfL] 41%, [T HF]
27%DNE T - 7.

3. ISR JEATHRED —HFIY A T+ — < Dk & Pl

—REA P —==IZoWVTiL, 94%DMiak T [L3EXKT 51, 6%DMiakds [FEFIZ X > THEHRT ] &L
BIFEfE TSI T L2LadS, —RE Lads [HEICEs TwinEH»s WL ] L
& L7z hakAs 172 hat i Mm% 30 ik 2 Bve 7z 142 g, 74 Mk s2% o PEicio bz, PHTE
o 72HENCIE, HEMET [PAOMHE] Pib L <, kT [ILMYEHO F 7 7], [0k
RIMFEREA R ] A7z, F72, [HEEMME] 23ISR b =<2 TE Do BBV ET
ORI LT, 172 P B o 38 fiiik &z R\ 7z 134 Hiik o 9 b 74 fiik 55% T, [P TE %
Mol BENCDL ] ERERDHY, TOBRERIL, FEAEORHTI1~3 %IEP L (Fig. 3).
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Table 1 Survey questions

QL.

Q2.

Q3.

Q4.

Qs.

Q6.

Q7.

Q8.

Q9.

Q10.

QIl.

QI2.

Q13.

Ql4.

How many patients who underwent operation for
colorectal cancer in 2015 in your facility?

How many patients who underwent operation for rectal
cancer in 2015 in your facility?

How many patients who underwent APR, s-LAR and ISR
in 2015 in your facility?

Do you have indication for ISR in your facility?

What was the main reconstruction in ISR at your facility?

Do you create diverting stoma in ISR at your facility?

Are there patients at your facility whose diverting stoma
could not be reversed after ISR?

If there are patients whose diverting stoma could not be
reversed after ISR, which was the most cause among the
following choices?

Are there patients at your facility whose diverting stoma
could not be reversed after ISR because of any anorectal
function?

If yes, how many patients were there in your facility?

In the patients who were followed up over 2 years after
ISR, how many patients who had any anorectal
dysfunction were there in your facility?

In the patients who were followed up over 2 years after
ISR, how many patients who had fecal incontinence are
there in your facility?

What do you think the causes of fecal incontinence after
ISR is? (multiple answers allowed)

Who treat with some anorectal dysfunction after ISR?

How do you do as a treatment for anorectal dysfunction
after ISR?

a. <50 cases

b. 50-100 cases

¢. 100-200 cases

d. >200 cases

a. <10 cases

. 10-30 cases

. 30-50 cases

. 50-70 cases

. >70 cases

. APR () cases

.s-LAR () cases

c. ISR () cases

a. Age: yes/no

b. Tumor size: yes/no

c. Location of tumor: yes/no
d. Clinical T factor: yes/no
e. Clinical N factor: yes/no
f. Histological type: yes/no

® 0 ac o

o

g. Others ()
a. Straight coloanal anastomosis
b. J-pouch

c. Coloplasty

d. Side-to-end coloanal anastomosis
e. Others

a. Always

b. By case

c. No

Yes/No

a. Recurrence or metastasis

b. Trouble concerning coloanal anastomosis such as stenosis, mucosal
prolapse and so on.

c. Dysfunction of the internal anal sphincter muscle

d. Patients willing

e. Others ()

Yes/No/unknown

() patients

a. None

b. 20-30% of patients with ISR

c. Almost half of patients with ISR

d. 70-80% of patients with ISR

e. Almost all

f. Don’t know

a. None

b. 20-30% of patients with ISR

c. Almost half of patients with ISR

d. 70-80% of patients with ISR

e. Almost all

f. Don’t know

a. Sex

b. Age

c. Radiation therapy

d. Resection volume of the internal anal sphincter muscle

e. Trouble concerning anaorectal anastomosis such as stenosis, mucosal
prolapse and so on.

f. Others

a. Operator

b. Another surgeons

c. Medical staft such as Nurse

d. Doctor in private practice

e. Specialist with a lot of experience

a. Nothing

b. Medicine

c. Biobeedback

d. Anal plag

e. Irrigation

f. Sacral neuromoduration

g. Stoma creation

h. Others
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Fig. 1 Prefecture distribution of 172 responding approved facilities
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Fig. 2 A: The number of operations for colorectal cancer in the responding approved facilities. B: The number of low
anterior resections and abdominoperineal resections for low rectal cancer in the responding approved facilities. C: The
number distribution of intersphincteric resections and reconstructions in 88 responding facilities.
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i Facility having patients whose diverting Recurrence  Coloanal Dysfunction  Patients Others
stoma could not be reversed after ISR anastomosis of the anal  willing
because of any reasons ;
troubles sphincter

D Facility having patients whose diverting muscle

stoma could be reversed for all of the
1 2 3 4 5 6

patients after ISR
7 Don't

D Facility having patients whose diverting know
stoma could be reversed for all of the No. of the patients
patients after ISR

D Unknown

No. of responding facility

25

C D

No. of responding facility

Non-responder: 38

5
stoma could not be reversed after ISR 0
because of any functional reasons

. Facility having patients whose diverting

Fig. 3 A: The rate of facilities having patients whose diverting stoma could
be reversed after intersphincteric resection (Q7). B: The reason why the
diverting stoma could not be reversed (Q8). C: The rate of facilities having
patients whose diverting stoma could not be reversed after intersphincteric
resection because of functional issues. D: The number of patients whose

diverting stoma could not be reversed because of functional issues (Q9).

4. ISR DG T

ISR DGR T, WEOPEREIEEEZ 525N TO—2LEZONE . 4N, AL — MYH,
J RS SE, coloplasty, Yl & OFEE: 2 @I ICH T C, Kk COFBEZEM L. FORE,
118/140 ftigk 84% DT & A LDk S A b L — Y& E H—EINE LTBHB D, coloplasty 1& 2/140 Jiik 1% T
»-7: (Fig. 2C).
5. ISR Ml Ryl i g O PHERE & D FERE

LG 208 AT B2 DR BB B S L LRI I L SR SRR D & SN A AT, —RE R ~—~< % 2 DL 1
PRl L 7o RIS BN IE L TEM L, iMERIFEEERICIBWT, PHEREE [BoshTnin]
A U7 R L 9 B 6% M X T, 124 Mk 88%D ik AT ISR DM & A OPHEREES D SN D
BEOBHRERERL Tz, ZOPEREIRD SN BB OBEIX, ISR MTHEZO [EEREE] LN
B LT DY 40 Miik 32% L i b % <, (1232 E ] 31 Miik 25%, [70~80%] 7% 27 ik 22%, [20~30%.
26 ftid% 21% & Hev 7z (Fig. 4). 512, QOLIZHKE Wb B [fHIREE] 2oV TAhDB L, 172 ik iE
W0 40 Jifk & B\ 7z 132 figk o 9 B [EREERF IR W] LR L0 17 i 14%TH D, F8
E Ok CHEREE % B0 L BEDOHFADN D o7z, TOMHEIL, ISRIMTBEED [20~30%] & & Hizk)

555



HARM L2y R 3 RS, 2019;52(10):551-563

5769 5 T G0 Al O A A e s S8 2 D BLAR & [ 2T

The Japanese Journal of Gastroenterological Surgery

A

Anorectal dysfunction Unknown
negative
9, 6% .

20-30% of All patients
pust-ISR(‘. of post-ISR
patients - | patients
26, 24 , 25%

Almosthalf. -
of post-
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Anorectal dysfunction 40, 32% patients

27, 2%

positive
124, 88%

Non-responder: 30

Fig. 4 The number of patients with some anorectal dysfunction (Q9): In 88%
of responding facilities, some anorectal dysfunction developed in patients who
were followed for over 2 years after intersphincteric resection. The occurrence
frequency of anorectal dysfunction (% of patients with some anorectal

dysfunction by percentage of responding facilities).

A Unknown All pat\ent; of post-ISR B 6
5% patients
| 90
80
7 None = 70
17, 14% - 70-80% of oS 5
A - £ 60
S )
/ - _——— g 50
| | i 1 z
R =132 § | g »
| L i | 2 30
A \ \ y y s 20
| - 4 ,\-’ Almost half of 2
20-30% of post-ISR ﬁfs‘s"t-}éﬂ 10 -
‘patients \ patients 0
59, 41% 25, 20% Resection Trouble of Radiation Others
. volume of the coloanal therapy
intersphincteric anastomosis
Non-responder: 40 anal muscle
Fig. 5 A: The occurrence frequency of fecal incontinence in patients who were followed for over 2 years after
intersphincteric resection (Q10). B: The cause of fecal incontinence after intersphincteric resection that could be
considered (Q11).

S9 Wik 1% L D% <, [HEARE] 2725 ik 20%, [13TER] 5715 fifk 12%, [70~80%] A% 10 Higk
8% LB 7z, AVEHEE (i) A9% 2 2 REERADOKFRICOW T, ZWIEHIC [ okE] T
EoWEo N7V, T, THOREHR] (1] Th o7 (Fig. 5).

6. ISR DT HEERAS ISR M2 DHEAE I G- 2 % B

ISR DHEATHEERAT ISR DR O—WE A b —< FgH, RINFGBICBIT 2 IS %2 ELPERFICE5-2 %
WBIZOWT, MRUIMIZ ISR #4757z L A% L7z 88 ik @ 9 HARIAZ O Sz 87 Bl % R HaT
A7 7z, 87 Mk % ISR FATHEBREUCHE U C ABE 1 1~41F (n=63), B#E : 5~91F (n=16), CH : 101k
Vb (n=8) ®3BIHEHL THEMEHZ17- 7.

1) 3O

Lrlnl, b E 7 722015 4ED 1AERNIHAT SN KBS X OCEBBO TRt EE 25 &, K
s & B 12 ISR DA TR O L I FIRHRIZE <, AL CRETEThETNAEE (P=0.044,
<0.001) %##AD7 (Fig. 6).
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A : No. of operation for colorectal cancer B : No. of operation for rectal cancer
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g 40% —| ||l

20% 0% — 5

0%

Group A Group B Group C
(n=63) (n=16) (n=8)

Group A Group B Group C
(n=63) (n=16) (n=8)

. 100 patients = . 50 patients
|:| < 100 patients I:] < 50 patients

Group A vs. Group C: P= 0.044 Group A vs. Group C: P< 0.001

Fig. 6 Characteristics of the three groups according to the number of
intersphincteric resections.
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0% 13 i § 40%
E s
" [
20% 5 ‘ ‘ 1 1 4 20%
L=}
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Group A GroupB Group C Group A Group B Group c Group A  GroupB  GroupC
(n=63) (n=16) (n=8) —— (n=63) (n=16) (n=8)
[l Feciiity having patients whose diverting i . Facility having patients whose diverting
stoma could not be reversed after ISR B Coloanal anastomosis troubles stoma could not be reversed after ISR
because of any reasons o Dysfunction of the anal sphincter mysde because of any functional reasons
D Facility having patients whose diverting & e |:| Facility having patients whose diverting
stoma could be reversed for all of the W Patinets unwilling stoma could be reversed for all of the
patients after ISR O Others patients after ISR

D Unknown

Fig. 7 Comparison between the three groups according to the number of intersphincteric resection. A: The rate of
facilities having patients whose diverting stoma could be reversed after intersphincteric resection. B: The reason why
diverting stoma could not be reversed. C: The rate of facilities having patients whose diverting stoma could be
reversed after intersphincteric resection because of functional issues.

2) —WEIYA b —< P

—RYA b= [HS{ICE > Tnhn] & Lzt os &, AR (i=63) 35 jiiit (56%), B
# (n=16) 13 fii% (81%), CHE (n=8) 7 Mii% (88%) TH Y, ISR DIGEITHEERA % IRk HE (T & —FERY
APN—7OMEAPTETVLVEELEE T ORI EP - 72205, MelF N F RS I ero7 &
7o, TORHE LTI, 3HEE L IE L THERET [PAORKE] PMib% <, T [JLMYEHE b
T 7N, [ ORRHEEAR ] 2557z, S 512, THEREMIE] 2 BRI A b —~< OB T
Enhhozb MG Lziiko3E, AR (n=63) 25 iz (40%), BH#E (n=16) 8 Jtii% (50%), C #¥
(n=8) 6 ftizx (75%) T, ISR DFEATHERD S VIR (I &2 QW R o 72205, MatF A EAT R
o7z (Fig. 7).
3) RMBIEENC B % PHE R
2AEP O RMBISEG O T [ 5 2»0PHERE ] 20 Tn2 BHEOBLERBIL, £ dLEL
FERAERE | LA LA R D Z <, KT NEFER] 2%z, F72, sk ] 1Icon T Ak

T, WTFNOBETY [20~30%]) LWIE LR OLENRD L L, RWT REERE] 25 &, ISRD
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Fig. 8 Comparison of the occurrence frequency in
patients who were followed for over 2 years after
intersphincteric resection (A: the occurrence frequency of
anorectal dysfunction, B: the occurrence frequency of fecal

incontinence).

MR T & OPEREE |, (42| oA E2ROLBEEZAT A MXOLFIE, 3HTHELTEY
ISR DJifTHERE D% FETHIEH 2> 72 (Fig. 8).

7. ISR i DHEE R E 33 2 % s

ISR DI FEAE L7 HHMERE I LT, Kk oBL TR ED LI ITHRL TWE DD, TOMIES
FIZOWTQI2, 13 CHMULZ. HEDH -7z 87 [k DI & A L DNk ATl 247 - 72 H & O ftiik THl
BAFILLTBY, —HBOMER TN - PRl FH EM 2 & OMWRFEAKISIZ U720 TV D filiax d H o
7o, BARMZMIREE LT, YL, AT 74 —=FNv 7, THVT TS, Sl AR
B, AP EREERBUCH T TEM L., 208K, [FIMHiToTniwv] LHE L2087 i
e 13 07k 15% Td o 7285, FWEL, NA T 4= RN, THRVT T, PR, ARl
Wik, AN —<EROENENOMGEHTIL, 82%, 28%, 14%, 14%, 15%, 37%T, WL ZBRWTH
BEERIIL NS D TH -7z (Fig. 9).

z E

RLM3E % O BEVERES 12 LC, HAAILM OlAE % H ISR % —3d 5V IZ TR 3 % ISR 77,
HEH D low anterior resection (LLF, LAR &W&FE), super-LAR X APR {2 FE~THESS -1, ﬁ%ﬁ??ﬂ@ ZED
£ BB ERITTPIOVTE, BRFHICEIREZBEFHTHY, TRIETELZL0¥E - %
KTHCHMPEDENTE /2, ISR PAFIEA S TR 17 R D AR L, nmwﬂmmﬁkaf
ISR P EFENIRAICE R L22H 5T, Klhiax THEMES T E 72 ISR BMZERINICED &) ZHE %z
FIEREILTVEONIZOWTIRW L 2IZId R > Ty, Ko m% iw%t&tfmw§®f
Barolzds, THUIT v — MAMERRETELFEERA L2 L, MRk HARB IR
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Fig. 9 Treatment for anorectal dysfunction after intersphincteric resection in

responding facilities (Q13).

FRERERE & L72AS, SOHIZILMERZ EITW-> TSN E TN TV TREESH - 722 &, 4
a 1AERICRE L22 & &I E LTEZ SNz RIS 2 I MiRAF OFEN 5 4 e — )
T, AFAETIE 172 MIEHEE D 46%T ISR OfifTid %> 7. F72, ISR % JifT L7z 88 Mk o> TR
W ISR ICH D FLA TV D 1 EIRE D% Z B Tid, 7 80 62 ik AMER ISR O FMifE s 5 1R T
D, LAR % APR & [AJ#kIZ ISR % major il & AAEDUF 3 21238 LA o7z, THITIE, Baliiis s
BEPBALELTAILRIILD, HARIGEA SR TEERHMNE L, ANz a0 ToTY
TYABL %L, Mgk LTOBISOMBENRZDOBAHEL 2o T0h I e ELABR LR ING.
COIHITISR IIBVTREHERTORBEATRL TE VLIV R WARENT, FHiFETH 4 PRI
b o TV BHIMEHEAS ISR MR T8 AT 2 PHE ISR L 73k E 2 B 2, ERIRICT7 4 — KNy 7
TL2OEHELL, SHORELSHONAROLFIEELERELODDOLER 2.
RREDPSHESNHMAD—21F, ISR TIRIFE A EONiR% TYEIBOLH % B —HA h—~
PR SN TV Iz— T, 52%DNEa%As [F5E - w8 ), [HLMWERE N7 7 v ], [T RERm e A 1
OIS A F =< ZHHTET, —HHA F—<DAAMEDPREL TV ETHH. NS
JITH I ISR A3HAT & 7z 88 Hliak & A 412 ISR DFEATHEUIHE - T 3 BRI/ L2 BGET T3, MEts s
BB 7205, ISR DREATRBE DL WHEEEET & — A N =< DKAEDOFEIE L BO LN T
Wiz, 203 FEOTRITIE ISR OEATHEERDS W it i i TR % 13 U O KB O W83 % 70 o 72
Handoiz, 3MICHBEL TR M =<2 HHTE Lo 2B E LT [DADFT - 58] 255K
DL BT ONTV/ b OD, ISR OREATHEEOS Wi Tl&, TR LT HFEMN LM OlAFE
ZIE0 572D, KA surgical margin DFELR L4 O FFFERA 1L O B 195 5 itk O PR RE IS K & 7 8
% BTN O SRR NG O 2 YIBR 7 ESHEAT STV AW REMEAESRR Sz, LA L&dss,
GEOT 2 — AT, BAROERLEOBHET R, ISR 2179 ) 2 T MEIHEAT L 72 igHiia#
DOFEM, FMIZB W TRAMWIZEIER L 2NFERHH YR EZ EOFMIC oW 7 v — FHEIZARTW
Gz, TORMIIOVTOFMAHRFIIRETH 72, wFhIiZLTd, —MiZ, #BA -
RIZHARTA =~ BEAETHEDTEAEME S S\~ Om A M —< SN2V FE FITRAET S 2 L
1, BFEOQOLICHKE A LIITHREME DA EZ SN, ISRASH 70 LHi2MEE UCiliks
REyoLEZ LN

MEOZ-SOHE LT, 40, ISR ORHNID 2 PHE~DZEZ A% HIYT ISR A 2 4D Lk L7z
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RIBISEEICOWTORELIT o 7205, ZORIRE Ok T ISR TN % NI H o THHER & A5E IE
L, EREEZAE ) EREHHMEREE 2S5 LT wn/e, 2B, [HMEREEZ TR L& LRk 9 i
6% E T, PHMERED2A TS QOL DIKTIZO 4R AW RetEDm [MHAZE] 13, ML - TL
DEARIZEDDH B S DO, HEMZAAROR 8 #IId AT THAZEZ R L TV ABURDBH o 72.
NREDNZ 2 DERE LTEDPo72b D, [TWEEAFHOERE S, [ILMWEHO b7 7019, [k,
[HgRE#e 120, [ &, ZhE TOHWEFERIC ISR DM ICERT 2 S DTH -7z, ISR #Hitk DHHTER
EiL, PHEREE 22~3.7 f7/HIZM L, fERGEM, AARN, soiling DFEEIFZNZN 2~31%, 9~
29%, 11~63%, SEAEERIAHMEFF T E 72013 33~86% T ) 72, KIRD Saito 5 ODHE T bf{% 5 FE UL
L TH NS DIEIROFEBBEITK X 2 E bid v, F72, Bretagnol 52, Konanz 59, Shiokawa
LODFMEICDH S L HIZ, ISR TIEINFE TD LAR, super-LAR, conventional coloanal anastomosis T
FEER & 13 7% o T ISR it OPHERE O MBI TR L. s <, RS2 Bl R LD 0T
HHI LD, SROFAEFERD S DL TE /2. ISR D QOL 12T controversial T, Saito 5 9% SF-36
& mFIQL2Z X % QOL #HiliC, #i#% 5 F LB CTHARK), R ciEz 872 L LTWwWA%S, Dumont
5 2| penineal pseudocontinent colostomy % 7% L 72 APR (ZHE-XT, ISR Tid% { OPEREITFRD S,
QOL R Z:flliL APR L HIFETHH72L LTV 5.

— IS, FEER MBI A BRI O R & BB L2, IR OIHMEREIC B W TIN5
MREREOE R, TR > THRLR L9 218, T4 LPHMEREIN T 2 BE OZHE LM A Ol
EBIRCH Y & CBRBEOENCH RE AL SN, ZOFHIZHE L. FEROFERMIRAM T3tz oA M
PEREA PRI ICEE T 5 & OGO D B4, WIERH & —ME 72132 TEYWHRT 5 ISR TlE, %
B THILPHER B AR o TW 2 X H 2 Z 2 5 L R ORIENLHEIFTE 255130 % <,
AR 2 HED TV ) 2 TIFNRITIAE L PHMERE IS5 2 MBI 2SS EETH L L ER L. K
I, A THMEEETA F T4 AT SN, Wtk 2 &0 THHMEREE 10§ 2t ilgEavR Sz, 4l
DA TIE, HHFEAIT > T 5 ISR OMBIEREE OIS OWT, EHEE, B, N1 4
TA—=FNw 7, TFVTZT, SR AR & BARISER L72As, BB RWTH
REERIE 572, ZOFFITE, SREOH TOPHERENOBLAE 72 LITERH L TWwS &
WRINDD, MEOPEREEIZS /N F+ 7 4 — K3y 712 X % anal sphincter training R2filIH R A4
ETHHELHAOIN, SHROBEESHREINS.

S OFANL, BB TIT 7225, BEUNTT ¥ 7r— FeATo72A1E I e Rl 2 e 2B
L7zHEDH 5 D O L HEWS 230, ISR OMBPHEREFICHT 2 ARAROLE T Y AP ELZE AL LT
LZHT, MIROEIRICKE BB N2 HONBEDOIRY ZY OFFEEEEZEZ 6N 5. M5 2025 FIZHIT
T, 4 i 2D S MEICET T 2R, PAORBEICMA TEZOHRIEEZZE L T
DOIRFREO BRIV ELH SN B LHHHPINE TU RIS b e E 2 5. BB L% Wb IHLMEA % -
TRELRVEFITH LT, MOBIRICKE 2882 S ONBEIL, i OPHEREZ %O TISR % 1E
LSHML, 4174 —aFaryty s OREROHERE BN Z 5072 ISR OIE 2 %75, ISR OF]
MERKBIZENPTH)ZTHEHETHL LEZ L.
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Analysis of the Current Status of Intersphincteric Resection for Lower Rectal
Cancer and the Issue of Post-Resection Anorectal Dysfunction:
Results of a Questionnaire in Japan
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Purpose: The aim of this study was to analyze the current status of intersphincteric resection (ISR) for lower rectal
cancer and the issue of post-resection anorectal dysfunction in Japan, based on the results of a questionnaire.
Materials and Methods: A questionnaire was distributed to 441 facilities in Japan approved by the Japan Society of
Coloproctology. Result: The response rate was 39% (172 facilities). Eighty-eight (51%) facilities performed ISR
procedures during the survey period. In 62/88 (70%) facilities, less than 5 patients underwent an ISR procedure. A
diverting stoma was created following ISR in almost all of the facilities. In 52% of 142 responding facilities, the
diverting stoma could not be reversed because of issues including recurrence, problems associated with anastomosis,
and anal sphincter-related dysfunction; thus, a permanent stoma remained. In addition, about 90% of 142 responding
facilities reported that patients had anorectal dysfunction, even though they were followed for over 2 years after
diverting stoma reversal. In 81% of the facilities, patients had fecal incontinence. Fecal incontinence after ISR was
associated with resection volume of the internal anal sphincter muscle, anastomosis-related issues, age, radiation
therapy, and gender. Most of the responding facilities reported that 20%-30% of patients who underwent ISR had
fecal incontinence, followed by 50%, almost all, and 70%—80%, with frequencies of 41%, 20%, 12%, and 8%,
respectively. Regarding treatment of anorectal dysfunction, the surgeon alone provided treatment in almost all
facilities. Many patients were treated with medication, although various treatments were used. Conclusion: This
survey analysis found that patients in many facilities had a diverting stoma that could not be reversed after ISR, and
in some patients, severe anorectal dysfunction occurred after ISR. Surgeons should understand the risks associated
with an ISR procedure, including the possibility of anorectal dysfunction following ISR. When choosing an ISR
procedure for lower rectal cancer, surgeons must perform the procedure properly, upon obtaining informed consent.
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