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Supporting Information

The video may be found in the online version of this

article and also on the Colorectal Disease Journal

YouTube and Vimeo channels:

Video S1. This video demonstrates technical aspects of

laparoscopic low anterior resection for rectal bleeding in

Klippel-Tr�enaunay syndrome.

Laparoscopic posterior supralevator
exenteration for locally advanced rectal
cancer with incisional hernia repair – a
video vignette

doi:10.1111/codi.14889

Dear Editor,

Minimally invasive surgery is an accepted modality of

treatment for rectal cancer. The indications for mini-

mally invasive surgery have gradually been extended to

locally advanced rectal cancer. Laparoscopy beyond total

mesorectal excision is not well established; however,

selected high volume centres do practise it with good

results [1]. We have previously published our tech-

niques of robotic posterior pelvic exenteration and pel-

vic node dissection in locally advanced rectal cancer

[2,3]. Anterior and anterolaterally advanced disease in

female patients requires posterior exenteration for clear

margins. This video demonstrates easily reproducible

steps for the laparoscopic approach. Achieving good

anterolateral margins and at the same time preserving

autonomic nerves and sphincter complex is of prime

importance. In experienced hands, it can be achieved

laparoscopically.
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Supporting Information

The video may be found in the online version of this

article and also on the Colorectal Disease Journal

YouTube and Vimeo channels:

Video S1. Laparoscopic posterior exenteration for rec-

tal cancer with incisional hernia repair.

Data S1. Script of the video.

Treatment of rectovaginal postanasto-
motic fistula with a transanal endoscopic
operation – a video vignette

doi:10.1111/codi.14894

Dear Editor,

The reported incidence of postsurgical rectovaginal fistula is

very low, with no overall systematic approach to treatment.

We report the case of a rectovaginal fistula after

resection of the rectum with total mesorectal excision.

The 55-year-old patient had undergone neoadjuvant

chemoradiotherapy prior to surgery [1–6].

Three months postoperatively the patient developed a

rectovaginal fistula at the level of the anastomosis some

10 cm from the anocutaneous margin. Initially, the Ovesco

Over-The-Scope Clip system was used for managing the

fistula, but the fistula returned after a month. We then

decided to use a transanal endoscopic operation (TEO) sys-

tem to perform a direct sutured repair of the fistula.

With the patient in the prone position, the fistula,

measuring some 5 mm, was identified. The first part of
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the procedure consisted of freshening the margin of the

fistula (Video S1). Following this, a continuous sutured

closure was performed with a resorbable self-locking

monofilament suture. Finally, a second layer was used

to reinforce the repair using another monofilament,

slowly resorbable, suture. After 6 months there has

been no recurrence of the fistula.

Postoperative rectovaginal fistulas may be a complica-

tion of surgery for rectal cancer and, if they do occur, may

be further complicated if preoperative radiotherapy has

been employed. An individualized approach may be neces-

sary to achieve successful closure. The TEO system can be

a valuable aid but must be used by experienced surgeons.

Conflict of interests

There are no conflicts of interest to declare.

F. Coratti* , T. Nelli†, C. Maggioni†,
C. Mongelli† and F. Cianchi†
*AOUC Firenze, Firenze, Italy, and †Universit�a degli Studi di Firenze,

Firenze, Italy

E-mail: corattif@gmail.com

Received 22 September 2019; accepted 8 October 2019; Accepted

Article online 6 November 2019

References

1 Vogel JD, Johnson EK, Morris AM et al. Clinical practice

guideline for the management of anorectal abscess, Fistula-

in-Ano, and rectovaginal fistula. Dis Colon Rectum 2016;

59: 1117–33.

2 Komori K, Kinoshita T, Oshiro T et al. Surgical strategy for

rectovaginal fistula after colorectal anastomosis at a high-vol-

ume cancer center according to image type and colonoscopy

findings. Anticancer Res 2019; 39: 5097–103.

3 Woo IT, Park JS, Choi GS, Park SY, Kim HJ, Lee HJ. Opti-

mal strategies of rectovaginal fistula after rectal cancer sur-

gery. Ann Surg Treat Res 2019; 97: 142–48.

4 Fu J, Liang Z, Zhu Y, Cui L, Chen W. Surgical repair of

rectovaginal fistulas: predictors of fistula closure. Int Urogy-

necol J 2019; 30: 1659–65.

5 DeLeon MF, Hull TL. Treatment strategies in Crohn’s-asso-

ciated rectovaginal fistula. Clin Colon Rectal Surg 2019; 32:

261–267.

6 Matano Y, Zianne M, Omura H, Hayashi N, Miwa K.

Successful endoscopic closure of a refractory postopera-

tive rectovaginal fistula. Endosc Int Open 2019; 7: E796–

99.

Supporting Information

The video may be found in the online version of this

article and also on the Colorectal Disease Journal

YouTube and Vimeo channels:

Video S1. Treatment of rectovaginal postanastomotic

fistula with a transanal endoscopic operation.

Achievement of haemostasis following a
double-stapled (Knight–Griffen) anasto-
mosis using the transanal endoscopic
operating system – a video vignette

doi:10.1111/codi.14896

Dear Editor,

Postoperative colorectal anastomotic bleeding is not

uncommon following colonic surgery. Endoscopic pro-

cedures are usually safe, efficient and successful. The use

of endoscopic clips or direct injection of sclerosing

agents guarantees accurate haemostasis. Endoscopic

electrocoagulation may also be used to deal with anas-

tomotic haemorrhage [1–5].

We present a case of a patient undergoing a sigmoid

colectomy for diverticulosis. On the first postoperative

day, bleeding occurred from the double-stapled (Knight–
Griffen) anastomosis. Initial management was with endo-

scopic clips but further bleeding occurred after 12 h.

At this stage, we decided to use the transanal endo-

scopic operating (TEO) system. With the patient in the

supine position, the bleeding point was identified and a

continuous suture used to under-run the area in ques-

tion, using a resorbable self-locking monofilament

suture. This was successful with no recurrent bleeding.

The TEO system can be an additional valuable aid

but must be used by experienced surgeons.

Conflicts of interest

There are no conflicts of interest to declare.

F. Coratti* , C. Maggioni†, C. Mongelli†,
T. Nelli† and F. Cianchi†
*Aouc Firenze, Division of Digestive Surgery, Careggi University Hospital,

Florence, Italy, and †Universit�a degli Studi di Firenze, Florence, Italy

E-mail: corattif@gmail.com

Received 22 September 2019; accepted 8 October 2019; Accepted

Article online 8 November 2019

References

1 Mangam S, Marzouk D. A simple, safe and effective bedside

technique to achieve haemostasis in serious colorectal anas-

tomotic bleeding. Ann R Coll Surg Engl 2014; 96: 249.

2 Mart�ınez-Serrano MA, Par�es D, Pera M et al. Management

of lower gastrointestinal bleeding after colorectal resection

and stapled anastomosis. Tech Coloproctol 2009; 13: 49–53.

Colorectal Disease ª 2019 The Association of Coloproctology of Great Britain and Ireland. 22, 346–355352

Correspondence

https://orcid.org/0000-0001-5980-7333
https://orcid.org/0000-0001-5980-7333
https://orcid.org/0000-0001-5980-7333
https://orcid.org/0000-0002-6936-8693
https://orcid.org/0000-0002-6936-8693
https://orcid.org/0000-0002-6936-8693
https://orcid.org/0000-0001-5980-7333
https://orcid.org/0000-0001-5980-7333
https://orcid.org/0000-0001-5980-7333
https://orcid.org/0000-0002-6936-8693
https://orcid.org/0000-0002-6936-8693
https://orcid.org/0000-0002-6936-8693



