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An endoscopic dilation method using the
rendezvous approach for the treatment of severe
anastomotic stenosis after rectal cancer surgery: A
case report
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Abstract
Background: Postoperative anastomotic stenosis is a common complication in colorectal cancer patients
(3-30%). Complete anastomotic stenosis is rare; however, when it occurs, almost all cases require surgical
treatment. We herein report a case in which endoscopic dilation was effective for treating complete
anastomotic stenosis after high anterior resection in a rectal cancer patient.

Case presentation:

The patient was a 67-year-old man who underwent laparoscopic high anterior resection for rectal cancer
(Rs, 3/4circ, type2, pT4a, pN0, cM0, fStageII) in May 2018. The postoperative course was good and the
patient was discharged on the 12th postoperative day. Subsequently adjuvant chemotherapy was
initiated with oral uracil and tegafur plus leucovorin (UFT/LV); however, he complained of frequent
defecation and melena after completion of the �rst course of chemotherapy. Thus, colonoscopy was
performed, which revealed anastomotic stenosis. Endoscopic dilation was initially attempted, but failed.
Thus, low anterior resection was performed with diverting colostomy. Four additional courses of
chemotherapy were administered for one month after surgery. At six months after the second surgery,
colonoscopy was performed, and complete anastomotic stenosis was pointed out again. The patient was
successfully treated by endoscopic dilation using the rendezvous method. After this treatment, the lumen
of the anastomotic site was observed to have narrowed again and endoscopic dilatation to treat
anastomotic stenosis was repeated. In addition, he received local injection of steroids in anastomotic
stenosis site. The lumen of anastomotic stenosis remained after the local injection of steroids and
closure of colostomy was performed nine months after the second operation.

Conclusions: Endoscopic dilation using the rendezvous method was effective for treating anastomotic
stenosis after colorectal surgery.

Background
The incidence of postoperative anastomotic stenosis in colorectal cancer patients ranges from 3–30%
[1]. The causes of anastomotic stenosis include a history of irradiation, de-functionalization, anastomotic
leakage and sepsis, and preoperative obesity [1]. Severe anastomotic stenosis, such that the lumen
cannot be con�rmed, is extremely rare. Once it occurs, almost all cases require surgical treatment. In the
present case, endoscopic dilation was effective for treating complete anastomotic stenosis after high
anterior resection for rectal cancer.

Case Presentation
The patient was a 67-year-old man with who underwent laparoscopic high anterior resection with
colorectal anastomosis using the double stapling technique (DST) as a treatment for rectal cancer (Rs,
3/4circ, type2, pT4a, pN0, cM0, fStageII) (Fig. 1) in May 2018. The postoperative course was good and
the patient was discharged on the 12th postoperative day without complication. Subsequently, adjuvant
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chemotherapy was started with oral uracil and tegafur plus leucovorin (UFT/LV); however, he complained
of frequent defecation and melena after the completion of the �rst course of chemotherapy. Colonoscopy
was therefore performed and anastomotic stenosis was pointed out. The stenosis caused obstruction
with granulation (Fig. 2). Biopsy of the granulated tissue showed no malignant �ndings. Endoscopic
treatment was performed but failed due to intestinal perforation with a guidewire. Low anterior resection
was therefore performed with diverting colostomy as emergency surgery. After the operation, he was
asymptomatic and completed �ve cycles of UFT/LV. At six months after the second operation, the patient
indicated that he wanted the colostomy closed. Thus, colonoscopy was performed as a preoperative
evaluation. Complete anastomotic stenosis was again pointed out. Due to concerns about strong
adhesions of the pelvic cavity after two surgeries, we planned endoscopic dilation using the rendezvous
method to treat complete anastomotic stenosis. The anastomotic lesion became narrow, and the lumen
of anastomotic site was di�cult to detect. Endoscopes were inserted simultaneously from both the oral
and anal sides, and treatment was started (Fig. 3). An incision was made from the anal side with a needle
scalpel while looking at the light source from the oral side and a �uoroscopic image. Dilation was
subsequently performed from the anal side using 8.5-10.5-mm balloons at 1 atm, 2 atm and 3 atm, for 1
minute each. Finally, the stenosis showed remarkable improvement. No clear perforation was observed
on endoscopy. After the treatment, the lumen of the anastomotic site was observed to have narrowed
again and endoscopic dilatation was repeated. In addition, local injection of steroids (triamcinolone,
40 mg) was performed after endoscopic dilatation. The lumen of the anastomotic stenosis remained
after the local injection of steroids and closure of the colostomy was performed nine months after the
second operation. He was discharged 30 days after surgery without problems with his defecation
function or anastomotic stenosis.

Discussion
Postoperative anastomotic stenosis is a common complication that occurs in 3–30% of patients with
colorectal cancer [1]. However, severe anastomotic stenosis such that the lumen cannot be con�rmed is
extremely rare. Endoscopic treatment is often di�cult in such cases. Causes of anastomotic stenosis
include—but are not limited to—infection, obesity, history of irradiation, impaired blood �ow, postoperative
leakage, and use of a stapling device [1][2].

In general, anastomotic stenosis is associated with symptoms that often include di�culty in bowel
movement, abdominal distension, and anal pain [3]. However, in cases in which colostomy is present, as
in this case, attention is required as there are no symptoms related to stenosis. Various treatments for
severe anastomotic stenosis, such as endoscopic treatment with EUS [4] and transanal surgery (TAMIS)
[5], have been reported. In this case transabdominal repeat surgery, such as surgery of the pelvic cavity,
are too invasive and risky and should only be considered as the last resort. Thus, less invasive options,
such as balloon dilation, transanal stricturoplasty, stent placement and stapler stricturoplasty are
preferable. We succeeded in treating complete anastomotic stenosis using the rendezvous method.
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In 1987, Sommer et al. reported, for the �rst time, the principle of combining percutaneous and
endoscopic approaches as the rendezvous technique [6]. The rendezvous technique is mainly used in the
treatment of the biliary system [7]. Our search of the relevant literature in PubMed revealed that the
rendezvous technique was �rst used for severe anastomotic stenosis after low anterior resection of rectal
cancer in 2010 [8]. In the present case, colostomy was present; thus, we were able to treat the patient
safely using the rendezvous method. A video of the surgery was reviewed after the occurrence of
anastomotic stenosis; however, we could not identify any point within the surgical procedure that might
have caused the anastomotic stenosis and anastomotic tension. Among the abovementioned risk
factors, the possibility of impaired blood �ow cannot be ruled out. Recently, the intravenous injection and
monitoring ICG has been reported as a method for assessing anastomotic blood �ow during surgery [9].
The local injection of steroids is also very effective for anastomotic stenosis. In this case, repeated
endoscopic dilatation was performed even after the stenosis was released. However, local steroid
injection successfully maintained the lumen of the anastomotic site after dilatation. Currently, this is the
main method for treating anastomotic stenosis after ESD for esophageal cancer [10][11]. Although there
are few reports on the application of this method in the region of the colon and rectum [12], it seems to be
a minimally invasive and effective option for treating anastomotic stenosis in such cases.

Conclusion
Endoscopic dilation using the rendezvous technique was an effective treatment for severe anastomotic
stenosis. This procedure should be performed by an experienced endoscopist to avoid complications,
such as intestinal perforation. This is therefore considered an effective method for the minimally invasive
treatment of severe anastomotic stenosis.

List Of Abbreviations
EUS : endoscopic ultrasound

TAMIS : transanal minimally invasive surgery

ICG : indocyanine green

ESD : Endoscopic submucosal dissection
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Figure 1

Resected specimen : Rs, 3/4circ, type2, pT4a, pN0, cM0, fStageII.
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Figure 2

Severe anastomotic stenosis with granulation
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Figure 3

A-F Endoscopic dilation using rendezvous method. A) Observed from the oral and anal side, the
anastomotic lesion became narrow, and the lumen of anastomosis was di�cult to detect. B) An incision
was made from the anal side with a needle scalpel while looking at the light source from the oral side. C)
A radiographic image during rendezvous method. Endoscopes were inserted simultaneously from both
the oral and anal side. D) Inserted guide wire without perforation. E) Dilation was performed from the oral
side using 8.5-10.5 mm balloons at 1atm, 2atm and 3atm for 1 minute each. F) The stenosis was
improved remarkably.


