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The surgical technique of isoperistaltic »s antiperi-
staltic ileocolic anastomosis is an interesting point of
discussion. We prefer antiperistaltic anastomosis, as the
focus should be to maintain the rotation of the mesen-
tery with the goal to prevent torsion [2]. Furthermore,
a randomized controlled trial, comparing isoperistaltic
to antiperistaltic anastomosis was prematurely termi-
nated due to higher anastomotic leak noted in the
isoperistaltic study arm [3].

Meticulous surgical technique in ensuring antiperi-
staltic anastomosis and maintaining an open mesenteric
defect in ileocolic resection plays an important role in
outcomes. The authors’ practice is to perform antiperi-
staltic anastomoses leaving the mesenteric defect open.
Endoscopy is a useful tool for colorectal surgeons to
better understand anatomical issues. Endoscopic evalua-
tion has not been described in the literature, and may be
a viable option in clinically stable patients with postoper-
ative obstruction at the site of ileocolic anastomosis.
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Suprapubic single-incision laparoscopic
splenic flexure resection with handsewn
intracorporeal anastomosis — a video
vignette

doi:10.1111/codi.13601

Dear Sir,

In the last decade single-incision laparoscopy took inter-
est and colorectal surgery can be performed through
the suprapubic access, reducing the risk of incisional

hernia, the postopertaive pain and increasing the cos-
metic outcomes [1,2].

The authors report a 30-year-old woman who pre-
sented with episodes of diverticulitis due to segmental
diverticulosis of the splenic flexure. The patient was
scheduled for a suprapubic single-incision laparoscopic
splenic flexure resection.

A right suprapubic incision was made and three reu-
sable abdominal trocars were inserted. Curved reusable
instruments according to DAPRI (Karl Storz - Endos-
kope, Tuttlingen, Germany) were utilized, apart from a
10-mm, 30° regular length scope. Mobilization of the
left and transverse mesocolon was performed. After the
splenic flexure was completely freed from the attach-
ments, the transverse and left colon were divided by an
articulating linear stapler, introduced under the control
of a 5-mm, 30° long scope. An intracorporeal end-to-
end transverse—sigmoid anastomosis was performed
using two-layered continuous sutures (Fig. 1). The
mesocolic defect was closed. The specimen was removed
through the single access and the final scar measured
4 cm.

Laparoscopic time was 165 min and time to perform
anastomosis was 60 min. Intra-operative blood loss was

Figure | Handsewn intracorporeal transverse-sigmoid anasto-
mosis (a), under external ergonomics (b).
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10 ml. The patient was discharged on the fourth post-
operative day, and at follow-up visit the symptoms had
resolved.

Single-incision laparoscopic splenic flexure resection
can be safely performed using suprapubic access, which
enhances the cosmetic outcome in addition to having
the advantages of minimally invasive surgery. Laparo-
scopic intracorporeal anastomosis is essential and can be
performed by a handsewn method.
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Supporting Information

The video may be found in the online version of this
article and also on the Colorectal Disease Journal You-
Tube and Vimeo channels.

Video S1. https://www.youtube.com/watch?v=nolI0E33ncA.

Transanal endolaparoscopic circumferen-
tial mucosectomy for symptomatic
benign rectal stenosis — a video vignette

doi:10.1111/codi.13602

Dear Sir,
Transanal operative endolaparoscopy has become popu-
endoscopic

lar since the introduction of total

microsurgery more than 30 years ago [1]. Recently, an
evolution of laparoscopy called transanal minimally inva-
sive surgery has been described [2].

In this video, a 38-year-old man presenting with a
circumferential rectal stricture due to a rectal ulcer
underwent a transanal endolaparoscopy procedure. The
patient had had three unsuccessful endoscopic dilata-
tions previously. Preoperative work-up showed a com-
plete circumferential benign stenosis at 2.5 cm from the
anal margin. The procedure was performed with a new
reusable trasnanal platform according to DAPRI (Karl
Storz - Endoskope, Tuttlingen, Germany), mainly using
a monocurved coagulating hook and a monocurved
grasping forceps (Fig. la,b). After a 360° mucosectomy
had been completed, the mucosal edges were approxi-
mated and closed by interrupted absorbable sutures.

The procedure duration was 163 min, with minimal
intra-operative blood loss. There were no perioperative
complications. The patient was discharged on postoper-
ative day 2. The pathological report confirmed the
benign nature of the lesion.

Transanal endolaparoscopy can be effective in
managing benign rectal lesions where other treatment

modalities have failed.

Figure | Endoluminal mucosectomy (a) and external transanal

platform (b).
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