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Abstract

Transanal resection of rectal lesions is an integral skill in the current oncology practice. Our patient
suffered a high rectal polypoid mass which was successfully treated by a transanal endoscopic approach.
Guide linesrestriction for anal verge-tumour distance is debated.
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Background

Benign rectal lesions (adenomas and polyps), precancerous lesions (dysplasia), as well as, early
rectal cancer (T1 sm1-2 mainly) were used to be treated through Park’s transanal excision (TAE) [1].
However, 34 years earlier Gerhard Buess introduced his special approach, transanal endoscopic
microsurgery (TEM). It slowly takes over the place of the old TAE with proven superiority (both oncologic
and technical) in many studies [2-4]. Afterward Storz introduced the transanal endoscopic operation
(TEO) [5], and then in 2009 Atallah et al. invented the transanal minimally invasive surgery (TAMIS)
technique [6]. These recently collectively called transanal endoscopic surgery (TES), had opened a new

way for extending the indications of the transanal approach for rectal lesions [7].

The NCCN guidelines (version 3.2017) suggest the following indications for the transanal excision
of rectal cancer; lesion should be within 8 cm of the anal verge, small < 3cm in diameter, < 30% of the
circumference of the rectal wall, grade 1 or 2 tumours, tumour staged T1NO, mobile tumours, free margin
> 3mm, and no lymphovascular invasion nor perineural invasion [8]. Many of these restrictions are
debated in literature [9]. Here in our case we emphasis on the height or the distance of the lesion from the
anal verge. Feasibility while managing a special patient with a query malignant nature polyp located

17cm from the anal verge is discussed.
Case Presentation

Male patient aged 51 years old, with a body mass index (BMI) 28 and medically free. He had a
history of total colectomy and direct illeo-rectal anastomosis a year earlier (February 2016) in the

private sector for synchronous colon cancer with postoperative pathology showing GII adenocarcinoma
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with mucinous component in filtrating down to the subserosa (T3NOMO0) with no lymphovascular nor
neural invasion and free safety margins. Thereafter, he received 6 cycles of adjuvant chemotherapy
(FOLFOX). Nine months later a routine follow up computerized tomography (CT) showed a cystic lesion
in the liver for which a positron emission tomography (PET/CT) was done revealing a simple hepatic
cyst, but with aleft hypochondrial peritoneal nodule 1.6x1.1cm and a hypermetabolic upper rectal polyp
lesion 13 cm from anal verge 1.6x1.7cm (SUV 48). Colonscopy was done twice (with 2 month interval) the
first showed a polyp 17cm from the anal verge, biopsied tubulovillous adenoma with high grade
dysplasia. However, the second colonoscopic biopsy showed alow grade dysplasia. CEA and CA19-9 were
within the normal. Under general anaesthesia and after adhesiolysis, through a small upper midline
incision, exploration of all abdominal and pelvic quadrants and surface of the liver and spleen was
negative (no deposits). There was no clinical peritoneal disease. Afterwards, we shifted to a lithotomy
position and introduced the TEO ® platform (Karl Storz, Tuttilingen, Germany), after cleansing of the
anal canal (figure 1). A polypoid lesion in the posterior wall about 17cm from anal verge was identified
(figure 2). Then, we injected methylene blue submucosal to this lesion. Using a monoplar diathermy the
polypoid mass was dissected in a submucosal plane. Further safety margins were taken all around. The
procedure ended by insertion of a Foley’s catheter transanal for hemostasis, with a Betadine pack.
Finally, closure of the abdominal wall and the skin was done. The procedure took 195 minutes.
Unfortunately, significant bleeding developed a day after, affecting hemodynamics, with blood
haemoglobin falling 2 gram/dl and failed control by packing. Subsequently, 4 days later we underwent a
TEO re-exploration of the bed, where large blood clots were washed and a spurter at the edge of the
resultant ulcer was found which was controlled by bipolar diathermy coagulation and re-packing. Gross
pathology showed rubbery greyish polypoidal mass measuring 2.3x2.1x0.5cm, while histopathology

diagnosed as a tubulovillous adenoma with grade Il dysplasia and free safety margins.
Discussion

The definition of the rectum varies from anatomists to surgeons. The anatomical rectum extends
from the 3rd sacral piece to the anorectal ring (about 12cm), but the surgical rectum extends from the
sacral promontory downwards (about 16 +/- 2cm). Upper rectum is that above the peritoneal reflection

(about 10cm from the anal verge) [10].

In the light of the known morbidity and mortality of the conventional radical surgeries (low &
ultralow anterior, intersphincteric, and abdominoperineal resections) and the low probability of nodal
spread in T1 tumours (3-12%), endoscopic local excision is increasingly used for these lesions [11].
Endoscopic local excision procedures are shown superior, in selected cases, to major surgeries in terms

of operating time, blood loss, hospitalization, intestinal leak and mortality [12].

Most case series and trials emphasis on lesions within 8cm or slight more (<10cm) from the anal
verge. However, several studies discussed the feasibility of resection of higher lesions obviating or
minimizing the fear from peritoneal perforations [9,13,14]. Obviously, the current rigid endoscopes TEM
and TEO are available in up to 20cm length reaching easily at and beyond the rectosigmoid junction.
Molina et al. in an interesting study showed that peritoneal perforation in higher tumours is still low and
feasible for transanal repair either by the TAMIS technique or by shifting to arigid platform (TEM or TEO)
ifnotused fromthe start[15].
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Actually the commonest complication, far in practice, of transanal endoscopic surgery is the
postoperative haemorrhage, as encountered in our patient. In the other hand, it was never reported fatal
and almost always controlled with another endoscopic intervention (redo TES as described in our

patient or conventional proctoscopy) [16].

Another issue we would clearly identify from our practice that in a no way did a previous
abdominal colon or rectal surgery hinder a transanal approach, actually this is another advantage over
the difficultabdominal access in such cases.

Conclusion

Transanal endoscopic surgery has no height limitations, as long as, instruments can reach the
target lesion. A higher complication rate should be predicted, but transanal approaches with/without
laparoscopic assistance can manage in most circumstances. International colorectal guidelines should
be modified to withstand the current extended indications in practice.
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Figures

Figure 1: Position of the patient, the setting of the  Figure 2: Friable mass, bleeding on touch, as seen
TEO platform and the monitorin the operativefield. =~ with the TEO platform with the 15cm rectoscope
maximally inserted into the anal canal.
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