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Transcript

We present a case of a 55 year old female with a rectal polyp in the site of previous polypectomy
scar performed 1 year previous. The polyp is approximately 4 cm in size with some dotted
adenomatous change spreading circumferentially. The patient underwent trans anal minimally
invasive surgery or TAMIS using the Gelpoint platform with Airseal to maintain pneumorectum.
The tumour is anterior so we prefer to place the patient in the prone jack-knife position with
open legs. The lesion is marked circumferentially with diathermy.

We start dissection at the distal aspect of the marking taking care not to enter the peritoneal
cavity anteriorly until the tumour is almost completely dissected . A full thickness excision is
performed and the mesorectal fascia is clearly visible. In the setting of recurrent disease
submucosal dissection was not considered due to fibrosis of the tissue planes.

We have now breached the peritoneal cavity anteriorly. Peritoneal entry does not commonly
result in intra-abdominal infection or seeding of malignancy into the peritoneal cavity.
Pneumorectum is maintained using airseal. When performing TAMIS for anterior rectal lesions
the prone position facilitates an easier closure of the defect, avoids bowel injury and maintains
pneumorectum. Indications for TAMIS include endoscopically unresectable polyps . Special
indications include more advanced cancers that are unfit for curative resection.

The cap is removed from the Gelpoint port to remove the specimen. The specimen is sent
pinned with orientation sutures to the pathology lab. We identify an extensive defect in the
rectal wall, the intraperitoneal upper third of the rectum and sigmoid colon, and the appendix.
The resulting defect after excision is greater than 50% of the rectal lumen circumference. The
defect is closed in a transverse fashion so as not to narrow the lumen of the rectum. We choose
to close the defect with a monofilament absorbable v lock barbed suture which does not require
knot tying. Finally the integrity of the suture line and adequacy of the closure is checked with
intra-abdominal air leak test . Other acceptable management strategies include contrast enema
or clinical evaluation. Pneumoperitoneum is achieved using Visiport access to the right of the
midline. The rectum is insufflated endoscopically. No bubbles indicate there is no detectable air
leak from our suture line. Bilateral tap blocks were performed. Organ preservation techniques

such as TAMIS avoid the significant bowel disfunction associated with proctectomy. This patient
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was discharged on post-operative day 1. Final histology identified tubulovillous adenoma with

low grade dysplasia and 5 benign reactive lymph nodes in the adjacent fat.
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