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Introduction
Ms M is a 38 year female who has a history of severe 
endometriosis. She underwent resection of pelvic endometriosis, 
parital cystectomy and an anterior resection and loop ileostomy 
due to a rectosigmoid stricture. Post operative gastrograffin 
showed a patent anastomosis. The patient presented electively 
for closure of the ileostomy three months later. Under general 
anaesthesia, the patient was examined and it was found that 
the colorectal anastomosis was completely occluded. This article 
presents a novel procedure using a colonoscope with a cutting 
snare, Hegar’s dilators and a Controlled Radial Expansion (CRE) 
balloon to reopen the lumen.

Case Report
Ms M is a 38 year old woman with a history of severe pelvic 
endometriosis. She underwent resection of the pelvic side wall 
endometriosis, partial cystectomy, and anterior resection with a 
temporary loop ileostomy for a rectosigmoid stricture associated 
with full thickness colonic involvement. A post operative 
gastrograffin enema was performed which showed a patent 
lumen and no anastomotic leak. 

The patient presented electively for reveral of the loop ileostomy 
three months later. She was examined under anaesthesia which 
revealed an extremely tight anastomosis with no obvious lumen 
extending from the rectum to the colon. Colonoscopy was 
performed, confirming these findings. 

The colonoscope was then advanced through the distal limb 
of the ileostomy into the colon and down into the colorectal 
anastomosis. A large Hegar's dilator was introduced through the 
rectum and a cutting snare was used to cut onto the tip of the 
Hegar's dilator which immediately opened up the anastomosis. 
This was then dilated with a CRE balloon and further Hegar's 
dilators to 15 mm in diameter. 

Ms M had an uncomplicated post-operative course. She had an 
outpatient flexible sigmoidoscopy arranged. This was performed 

three months later and revealed a normal anastomosis and no 
dilation was required.

Discussion
Anastomotic stricture is a recognised complication of an anterior 
resection. Strictures occur in between 2 and 7% of cases of 
colonic resection and are often the result of a cicatrical response 
[1]. As such gastrograffin enema is performed to ensure patency 
and exclude leak. This will often reveal obstruction before closure 
is attempted. There have been numerous methods for treatment 
of stricture post anterior resection. The preferred technique for 
management has been balloon dilation of the stricture. This uses 
a balloon to disrupt scar tissue and have been used with good 
short term success. Other endoscopic techniques used include 
stricture incision using monopolar electrosurgery snare or a 
needle knife, and intralesional corticosteroid [1,2]. 

Endoscopic therapy is not however commonly used in cases 
of complete anastomotic obstruction, though this has been 
previously treated using a rendevous maneuver using both 
retrograde and antegrade endoscopy. Using this technique the 
obstruction is traversed with a guidewire, perforating needle 
or a biopsy forceps using transilluminatry guidance. Once 
the guidewire is passed it is captured by the corresponding 
endoscope allowing for subsequent wire guided dilation [1,2]. 
Similar techniques have been used to dilate complex oesophageal 
strictures [3].

This case describes a novel procedure for opening the lumen 
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standard dilation with a balloon was performed and the ileostomy 
closed. The procedure was successful and tolerated well by the 
patient. Recovery was uncomplicated and a subsequent flexible 
sigmoidoscopy revealed a normal anastomosis and no further 
dilation was required. 

of a completely obstructed anastomosis which was discovered 
intraoperatively. The main difference is instead of guidance 
via guidewire, the cutting snare of the colonoscope was used 
to create an opening directed towards a Hegar’s dilator which 
had been inserted per-rectum. After the lumen was opened a 
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