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CASE REPORT / OLGU SUNUMU

MEDICAL SCIENCES / DAHILI TIP BILIMLERI

Insulation-Tipped Knife as an Endoscopic Treatment Method for
Benign Anastomotic Stricture After Low Anterior Resection

Low Anterior Rezeksiyon Sonrasi Gelisen Benign Anastomoz Darligr igin Endoskopik Tedavi
Yontemi Olarak Insulation-Tipped Knife

©® Mehmet ibis, ® Mustafa Ergin

Gazi University Faculty of Medicine, Department of Gastroenterology, Ankara, Turkey

Abstract

Benign anastomotic strictures are one of the most common complications after low anterior resection. While endoscopic treatments such as balloon
dilation can be applied to these strictures, some patients may require surgical treatment. We present a 65-year-old patient who developed benign
anastomotic stenosis after low anterior resection, and the stenosis did not heal despite recurrent balloon dilatation, and we performed an incision
with an Insulation-Tipped (IT) knife. After the incision with the IT knife, the patient is followed up asymptomatically.
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Benign anastomoz darlklari, low anterior rezeksiyon sonrasi en sik gorilen komplikasyonlardan biridir. Bu darliklara balon dilatasyonu gibi
endoskopik tedaviler uygulanabilirken bazi hastalarda cerrahi tedavi gerekebilir. Low anterior rezeksiyon sonrasi semptomatik benign anastomoz
darhigi gelisen ve tekrarlayan balon dilatasyonlarina ragmen darli§i iyilesmeyen, Insulation-Tipped (IT) knife ile insizyon yaptigimiz 65 yasinda bir
hastayi sunduk. IT knife ile yapilan tedavinin ardindan hasta asemptomatik olarak takip edilmektedir.

Anahtar Kelimeler: Anastomoz Darli§i, Endoskopik Tedavi, IT Knife ile insizyon

Introduction Case Presentation

Benign stenosis is one of the common colorectal anastomosis Sixty-five year-old male patient. Low anterior resection
operation was performed in 2014 due to rectosigmoid cancer. In

the following years, anastomotic stenosis with an approximately
8 mm diameter lumen opening, which does not allow the passage
of the standard colonoscope, was observed in the colonoscopic
examination performed due to the complaints of thinning and

complications after low anterior resection and occurs in
approximately 5.8% to 20%. In most patients, anastomotic
stenosis is a serious condition that may require repeated
endoscopic treatment or surgery. We present a case in which we

performed an Insulation-Tipped (IT) knife incision in a patient
who developed symptomatic benign stenosis after low anterior
resection and did not respond to recurrent endoscopic balloon
dilatation treatment.

swelling in the stool (Pictures 1, 2). There was no pathology in
the biopsy samples taken from the stenosis anastomosis area.
In imaging methods, the proximal part of the stenosis was
normal, and the patient who was evaluated as a 4 mm long
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short segment benign stenosis was applied repeated endoscopic
balloon dilatation for five times. Balloon dilatation was applied
effectively with 8-10, 10-12, 12-15 mm balloons, respectively,
for every 2-3 weeks. It was seen that the stenosis reoccurred
before each dilatation and did not allow the passage of the
colonoscope. The patient's symptoms and the need for repeated
dilatation continued. The anastomotic stenosis was then
circumferentially incised with an IT knife from 6-7 locations,
and an easy passage to the proximal part of the stenosis was
achieved with the standard colonoscope (Pictures 3-5). During
the follow-up, the patient had no symptoms and tolerated the
procedure well (Picture 6). In the control colonoscopy after the
treatment (2 weeks, 3 months and 1 year later), it was seen that
the colonosope passed easily through the anastomotic area.

Picture 1: Appearance of anastomotic stenosis before IT knife treatment
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Picture 2: Close-up view of anastomotic stenosis before IT knife
treatment
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Benign anastomotic stenosis may develop in 5.8%-20% of
colorectal anastomoses (1). This rate reaches 80% if colonoscopic
examination is performed in the early postoperative period.
Although the factors leading to the development of stenosis are
not fully understood, conditions such as ischemia, leakage, and
inflammation are blamed (2). There are conflicting publications
regarding the relationship between anastomosis techniques
and stenosis. Although some studies show that the risk of
anastomosis increases with the use of staplers, there are also
studies in the literature that express a contrary opinion (3,4).
Our patient had an anastomosis with staplers and there was no
postoperative fistula or leak. It is not necessary to intervene in
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Picture 3: Image obtained during incision with IT knife
IT: Insulation-Tipped
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Picture 4: View after completion of the incision
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Picture 5: It is seen that the proximal stenosis can be passed easily with
the colonoscope after the incision
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Picture 6: Appearance two weeks after treatment

every anastomotic stricture. Treatment should be applied if the
patient is symptomatic (2). In our patient, anastomotic stenosis
did not allow the passage of the standard colonoscope and
there were complaints such as bloating and thinning in stool
calibration.

Treatment of biliary strictures developing after surgery
varies from conservative methods to surgical treatment. The
success of the treatment is the smooth passage of the standard
colonoscope with a diameter of 13 mm and the regression of
the symptoms (5).

The first treatment option should be endoscopic dilatation
(bougie or balloon dilatation), except for strictures located low
enough to be reached by rectal touch and can be dilated digitally

(1). If there is no response from this, dilatation or expandable
metal stents can be used with endoscopic incision (6). Surgical
treatment should be applied in cases where there is no response
from endoscopic applications (2).

The IT knife is a knife with an insulator at its end, measuring
2.2 mm in diameter in order to avoid puncturing the tissue. It
has been widely used for endoscopic submucosal dissection since
its introduction by Mori et al. (7) in the late 1990s. Currently,
a 4-mm long IT knife 2 is in use as an improvement over the
original form, and other similar knives have been developed and
are also in use. The IT knife can be used for pre-cutting around
the lesion and for submucosal dissection. It can also be used to
achieve hemostasis in cases where bleeding is not severe (8). It
can also be used in the treatment of benign stenosis.

In our patient, repeated balloon dilatation was performed
for the stenosis, but due to its failure, the patient was incised
with an IT knife, considering the risk of morbidity and mortality
caused by surgical treatment.
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