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ABSTRACT

Benign and malignant tumors are the most common diseases of the rectum and tend to grow. Various techniques
have been developed for the treatment of rectal tumors: endoscopic electroexcision through a colonoscope, transanal
removal of tumors, and transabdominal removal. The use of all these methods made it possible to determine their
advantages and indications, as well as limitations and disadvantages. Technical advances in modern oncology resulted
in developing a method for transanal tumor removal with a number of advantages: radical surgery, adequacy, and
functionality. This technique can be used in benign and malignant rectal tumors. One of its main advantages involves
a small number of postoperative complications, while intra-operative complications such as penetration into the free
abdominal cavity during transanal endoscopic resection of the rectum are quite rare. It is also important that the method
of transanal endoscopic resection of the rectum also has good oncological and functional results (according to various
studies). We present a clinical case of penetration into the free abdominal cavity during transanal endoscopic rectal
resection for adenoma. This case is also interesting in that the patient also had another complication — postoperative
bleeding from the rectum, which required surgical intervention, also with the use of a minimally invasive approach.
This clinical observation demonstrates successful suturing of penetrating openings into the abdominal cavity arising
during transanal endoscopic removal of rectal tumors with the upper pole located above the pelvic peritoneum and
effective minimally invasive tactics in the development of postoperative bleeding.
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KTMHWYECKOE HABJTIOAEHUE

NNPOHUKHOBEHWE B CBOBO/ZIHYH) bPIOLLHYIO NOJIOCTb MPYU TPAHCAHA/IbHOM
JHJI0CKONUYECKOW PE3EKLIUM NPAMOW KWLLIKK N0 NoBOAY AAEHOMbI

10.A.leBopksH, H.B.CongaTkuna*, B.E.Konechukos, [l.A.Xapare3soe, A.B.[lawkoe, C.U.MonyakToe, H.C.CamoiineHko

OrbY «<HMULL onkonorum» Munspapasa Poccuu, 344037, Poccuiickas ®epepauus, r. Poctos-Ha-[loHy, yn. 14-a nuHus, 4. 63

PE3IOME

[lo6poKayecTBEHHbIe U 3/10KaYeCTBEHHbIE OMYX0Ju ABSKOTCS CaMbIMU PacnpoCcTpaHeHHbIMU 3a60N1eBaHUSIMM NPSIMOiA
KULLKM U UMEIOT TEHAEHLMIO K POCTY. [119 NleYeHns onyxonei NpsiMov KULLIKK pa3paboTaHbl pasfinyHble METOANKM:
3H[I0CKOMMYECKan 3MIEKTPOIKCLIM3NSA Yepes KOSIOHOCKOTM, TpaHCcaHasibHoe yaneHue onyxosen, TpaHcabaoMuHasb-
Hoe yaaneHue. MprMeHeHne BCexX 3TUX METOZI0B MO3BOJNIO OMNPeeNnTb UX MPenMyLLECTBA U KaK NoKasaHUs, Tak
1 OrpaHNYEeHNs M HefoCTaTKN. TeXHUYECKME JOCTUXKEHUA COBPEMEHHOM OHKOJIOrMI NPUBENMU K pa3paboTke MeToaa
TpaHcaHanbHOro yaasieH!s onyxosei, IMEIOLLEro pAg NPeMMYLLECTB: paanKabHOCTb ONepaTUBHOMO BMeLaTebCTBa,
afeKBaTHOCTb, GYHKLUMOHaNbHOCTb. O6/1aCTb NPUMEHEHWSI aHHOW METOANKM — 3TO AO6POKAYECTBEHHbIE, @ TaKXe
MasnUrHU3npoBaHHbIE OMyXONU MPAMONI KULWKK. OAHUM U3 OCHOBHBIX MPEVMYLLECTB [aHHOM TEXHONOTK ABNAETCS
MUHUMasIbHasA YacToTa NOC/eonepaLMoHHbIX OC/IOXHEHWI, @ TaKne MHTpaornepaLoHHbIe OC/TOXHEHNS, Kak Mpo-
HWKHOBEHME B CBOGO/IHYIO GPIOLLIHYHO MOMOCTb MPY TpaHCaHaIbHOM 9HAO0CKOMUYECKON pes3eKLnmn NPsSMOi KULLIKK
BCTpeYaroTCs AOCTAaTOYHO PeAKO. HeManoBaXXHbIM ABAAETCSA TaKXKe TO, YTO METOA, TpaHCaHaIbHOWM 9HA0CKOMUYECKO
peseKuMU NPSIMON KMLLKM OT/IMYAETCA TakKXKe XOPOLIMMU OHKONOTMYECKUMU U BYHKLMOHANbHBIMU pesysibTaTamu
(No faHHbIM pasnnyHbIX UCCneaoBaHuit). NpeAcTaBNseM KIIMHUYECKUIA clydail MPOHUKHOBEHUS! B CBOGOAHYHO
GpPIOLLHYHO MOMOCTb BO BPEMs TpaHCaHasIbHOM 3HAOCKOMUYECKON pe3eKLmMI NPSIMOI KULLKW MO NMOBOAY afleHOMbI.
3TOT cryyait Tak)Ke UHTEPECEH TEM, YTO Y 60SIbHOrO BbISIO TaKXKe eLle 04HO OC/IOXKHEHME — MoceonepaUmMoHHoe
KpOBOTEYEHWE 13 MPAMOI KULLKW, KOTOPOe NoTpe6oBano onepaTMBHOrO BMeLLATeNbCTBa, TaKXKe C MpUMeHeHneM
MUHUWHBA3UBHOMO JOCTYyMa.

[aHHOe KNMHUYeckoe HabnogeHne LeMOHCTPUPYET BOSMOXHOCTb 61aronosy4Horo ylmnBaHusa npoHnKarLwmx
OTBEPCTUIi B GPIOLLHYHO MOJSIOCTb, BO3HUKAROLLMX MpY TpaHCaHalbHOM 3HAOCKOMWYECKOM yAaNeHum onyxonei nps-
MOW KMLLUKW, BEPXHUI NMOMIOC KOTOPbIX OKa3blBAETCS PACrOIOXEHHbIM Bbille Ta30BOM GPIOLLNHBI U 3D hEKTUBHOM
MasloMHBa3VWBHOMN TaKTVKM NPU PasBUTHM MOCIIeoNnepaLoHHOro KpOBOTEYEHMS.
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OpraHOCOXpaHsIoLLMA METOZ, IeveHus], LO6poKayeCTBEHHbIE OMYXONN NMPSIMON KULLKMK,
MasIMrHM3MpOBaHHbIE OMyXOAN NPSIMON KULLKM, OMYXONN NPSAMOI KULLIKMU.
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RELEVANCE

The focus of modern oncology on organ-
preserving methods of treatment and technical
developments have contributed to the emergence
of a method for transanal removal of rectal tumors
using a system for enabling microsurgical manipu-
lations [1-3]. In the world practice, there is already
experience in using the method of transanal endo-
scopic resection of the rectum with the removal
of tumors, which revealed its obvious advantages:
first, it is the radical nature of the surgical interven-
tion itself (since the method allows you to remove
tumors in a single block surrounded by healthy
tissues); secondly, it is the adequacy of surgical
intervention (that is, minimizing the risks of intra -
and postoperative complications); thirdly, it is the
functionality of surgical intervention (that is, the
preservation or rapid restoration of rectal function
after surgery) [4-8]. The main field of application
of the method of transanal endoscopic surgery is
currently benign, malignized tumors of the rectum,
as well as the initial forms of malignant tumors
that are located below the pelvic peritoneum. The
minimal number of postoperative complications is
also a clear advantage of the method of transanal
endosurgery of rectal tumors. Data from different
authors indicate that bleeding after transanal endo-
scopic resection of the rectum occurs in 3.7-9.1%
of surgical interventions, fistulas and abscesses
in the pelvic cavity-up to 1.7-4.1% [9]. Even less
common are intraoprational complications such as
penetration into the free abdominal cavity during
transanal endoscopic resection of the rectum.

In connection with the information given above,
our clinical observation is interesting.

Clinical case description

Patient S., born in 1946, was admitted to the
Department of Abdominal Oncology No. 2 of the
National Medical Research Centre for Oncology
of the Ministry of Health of Russia on 10.02.2019
with complaints of an admixture of blood, mucus
in the feces, tenesmus. Considers himself ill for 3
months. Examination: FCS from 25.01.2019. from
5 cm to 15-17 cm from the anus along the anterior
wall, a creeping flat tumor up to 4 cm wide. Histo-

logical analysis No. 85905-909: papillary adenoma.
Ultrasound of the abdominal cavity on 17.01.2019
revealed no pathological changes. Objectively:
Height — 166 cm, weight — 65 kg, BMI — 23.6. The
patient's condition is relatively satisfactory. The
skin and visible mucous membranes of the usual
color. The peripheral lymph nodes are not enlarged
and are not palpable. Heart rate is 78 per minute,
blood pressure is 130/80 mmHg. Heart tones are
rhythmic. In the lungs, during auscultation, vesic-
ular breathing is heard over the entire surface of
the lungs, wheezing is not heard. The tongue is
moist, without plaque. The abdomen is soft and
painless on palpation. Pounding in the lumbar re-
gion is painless on both sides. Peripheral edema
is not detected. Finger examination of the rectum:
from 5 cm from the anus along the anterior wall of
the rectum, a soft formation, the upper edge of the
finger is not accessible. The diagnosis was made:
villous tumor of the rectum. Clinical and laborato-
ry examination revealed no significant deviations,
and preoperative preparation was standard. On
11.02.2019, the patient was taken to the operat-
ing room. It was decided to perform a transanal
endoscopic resection of the rectum with a full-layer
removal of the intestinal wall with a tumor. Stages
of surgical intervention: under general anesthesia,
in the position of the patient on his stomach with
his legs spread apart, after processing the operat-
ing field, an operating rectoscope is installed in the
rectum (KarlStorz, Germany), which is adapted to
the laparoscopic stand, while a special device is
used to fix the rectoscope to the operating table.
An insufflator for injecting carbon dioxide into the
rectum during the intervention and a set of tools
for endoscopic manipulations (electrocoagulator,
"Harmonic" coagulation scissors, scissors, clamps)
were also used. A creeping flat tumor from 5 cm
to 15 cm from the anodermal junction along the
posterior wall of the rectum with a width of up to 4
cm was visualized (fig. 1). The first stage was the
point marking of the rectal wall resection line with
a coagulator, retreating from the edge of the tumor
by 1 cm. The next step was a full-wall excision of
the rectal wall area with a tumor with "Harmonic"
coagulation scissors within healthy tissues along
the line of marking the intestinal wall with a part
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Fig. 1. Type of rectal tumor.

Fig. 3. Penetrating hole in the free abdominal cavity. Fig. 4. Through the opening in the rectum, the pelvic peritoneum
and rectal serosa are visible.

Fig. 5. Rectal wall after wall resection. Fig. 6. The defect of the rectal wall is sutured transversely.
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of the adjacent mesorectal tissue. For the conve-
nience of excision of the intestinal wall, a clamp
was used to capture the intestinal wall with a tumor,
and then we lifted it. Excision of the bowel wall is
produced in the proximal direction (fig. 2) when
removing the upper part of the tumor was that it
is located above the pelvic peritoneum, a hole with
a diameter of 4 cm, penetrating into the free abdom-
inal cavity (fig. 3, 4). Given the development of this
complication, it is possible to have the following
solution: low resection of the rectum or closure of
the defect of the rectal wall. In the literature, the
issues of applying a preventive colostomy in the
case of suturing a defect in the intestinal wall are
discussed. We decided to suture the defect of the
rectal wall. We sutured the rectal wall (fig. 5) in the
transverse direction with a continuous suture (Poli-
sorb, Monocryl 2/0), while the edges of the thread
were fixed with special clips (Lapra) (fig. 6). Based
on the data on the absence of tension and suffi-
cient tightness of the suture line, we did not apply
a preventive intestinal stoma. The total duration of
the surgical intervention was 135 minutes. Intra-
operative blood loss was minimal — 20 ml. Post-
operative morphological study No. 9384-87/19:
tubular-papillary adenoma of the rectum, no tumor
resection lines. The postoperative period in this pa-
tient was also complicated by intestinal bleeding in
the amount of about 300 ml on the 2nd day after the
operation. An emergency operation was decided,
and an operating rectoscope with a laparoscopic
stand was also used. During the operation, blood
and clots were removed from the rectum, and the
rectal suture line was visualized. There were no
signs of ongoing bleeding. In the future, the post-
operative period proceeded smoothly. The patient
underwent antibiotic therapy for 3 days, a slagless
diet - for 6 days. The stool was on the 4th day. The
patient was discharged on day 8 after repeated sur-
gery. No relapse of the tumor has occurred during
the follow-up to the present time.

DISCUSSION

Such intraoprational complications as penetra-
tion into the free abdominal cavity during transanal
endoscopic resection of the rectum are rare, so in

our clinical practice it occurred in one of 46 tran-
sanal endoscopic interventions on the rectum.
Postoperative intestinal bleeding with such inter-
ventions is also rare. According to the literature,
the overall rate of complications in transanal en-
doscopic rectal resection for benign and malig-
nant tumors ranges from 6% to 31%. In this case,
intraoperative complications (penetration into the
free abdominal cavity and bleeding) may require
laparotomy. The frequency of penetration into the
free abdominal cavity is observed up to 9%, the
frequency of bleeding = 1%-13% [10, 11]. Al-Najami
et al. [12] report that in their study, 5 out of 12
patients (42%) with penetration into the free ab-
dominal cavity required conversion to open surgery
(Hartmann operation, low anterior rectal resection,
transperitoneal suturing of the bowel defect), the
remaining patients (58%) managed to suture the
bowel defect transanally. The literature even de-
scribes one observation of the development of
sepsis in pneumoperitoneum after transanal en-
doscopic resection of the rectum [13]. However,
when penetrating into the free abdominal cavity,
laparotomy is not always required, local suturing
is possible. Thus, in a study by Ganai S. et al. [14]
in 9 out of 144 patients with transanal endoscop-
ic resection, penetration into the free abdominal
cavity occurred, and in all cases it was possible to
locally suture the defect and avoid anterior resec-
tion of the rectum. However, penetration into the
free abdominal cavity significantly increases the
duration of the patient's stay in the hospital [12,
15]. We have not seen any descriptions in the liter-
ature of a combination of penetration into the ab-
dominal cavity and bleeding. Our patient collected
two complications: both penetration into the free
abdominal cavity, and intestinal bleeding. At the
same time, despite various tactical approaches
to solving this problem, up to performing rectal
resection, it is possible to maintain a minimally
invasive approach to surgical intervention, even
with the development of complications.

CONCLUSIONS

The described clinical observation demonstrates
the possibility of successful suturing of penetrating
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holes in the abdominal cavity that occur during tran-
sanal endoscopic removal of rectal tumors, the upper
pole of which is located above the pelvic peritoneum,
as well as the possibility of not applying a preventive
intestinal stoma with reliable suturing of a defect in

the rectal wall. Our clinical observation also demon-
strates the possibility of repeated transanal surgical
interventions in the event of urgent postoperative
complications, such as intestinal bleeding.
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