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Transanal endoscopic surgery with laparoscopic instruments 
for the treatment of a posterior sinus in an ileoanal pouch:  
a case report
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CASO CLÍNICO

Summary

Anastomotic leakage of an ileoanal pouch after a restorative proctocolectomy sometimes generates a chronic presacral sinus 
with a 36% rate and it is occasionally associated with pouch stenosis. There are multiple treatments for these complications 
and the results are variable. Resection of the pouch is the common treatment. The purpose is to report treatment with tran-
sanal endoscopic surgery for this complication. Case Study: 25-year-old female, treated with total proctocolectomy and 
ileoanal pouch with protective ileostomy for ulcerative colitis. After the protective ileostomy had closed, she suffered from 
abdominal sepsis, secondary to a pouch leak. It was determined to carry out a new ileostomy. She subsequently developed 
a pouch stenosis, and a presacral sinus was assessed through a pouchogram and a pelvic tomography. Transanal endos-
copic surgery was used to unroof the full length of the presacral sinus, thus solving the stenosis and sinus. The patient was 
discharged the next day. Thirty days after the procedure, a new pouchogram found absence of abnormalities and the ileos-
tomy was closed. After a 4-month follow-up period, the patient is without anorectal symptoms and incontinence. 
Conclusions: Unroofing of the presacral sinus using transanal endoscopic surgery is feasible and safe. This is a new alter-
native for the treatment of multiple anorectal pathologies.
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Resumen

La fuga anastomótica de un reservorio ileoanal después de una proctocolectomía restauradora genera un seno presacro 
crónico con una tasa del 36% y se asocia ocasionalmente con estenosis del reservorio. Existen múltiples tratamientos para 
sus complicaciones con resultados variables; la resección del reservorio el más común. El propósito de este estudio es 
reportar un tratamiento de cirugía endoscópica transanal para esta complicación. Caso clínico: Mujer de 25 años a quien 
se le realizó una proctocolectomía total con reservorio ileanal e ileostomía protectora por colitis ulcerativa. Después de que 
se cerrara la ileostomía protectora sufrió sepsis abdominal, secundaria de una fuga en el reservorio; se decidió realizar una 
nueva ileostomía, subsecuentemente desarrollo estenosis del reservorio y se evaluó el seno presacro a través de un estudio 
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Introduction

Dehiscence of the ileoanal pouch anastomosis 
occurs in 7% of the instances, of which 36% develop 
a chronic presacral sinus or rear pouch sinus (PS). PS 
is characterized as a blind path that originates in an 
area of the anastomosis of the ileal pouch with the 
anus.1 The treatment of the rear PS includes fibrin pla-
cing, the use of endo-sponges with negative pressure, 
percutaneous drainage, dismantling of the ileal pouch, 
derivative stoma, etc.2 Treating this complication with 
roof removal has a reported nearly 100% success, at 
the same time solving stenosis at this level; however, 
technically, it is a matter that cannot be easily accom-
plished.2-4 Transanal endoscopic microsurgery (TEM) 
allows various rectal procedures to be performed, 
visualizing stereoscopy and favoring the use of both 
hands in the rectum; nevertheless, it requires an expen-
sive equipment that not available in our area. The use 
of transanal endoscopic surgery (TES) systems with 
conventional surgical material appeared with Wise, et 
al. in 1999, and since then several platforms have been 
created, making the transanal endoscopic surgery 
affordable.5 The purpose of this paper is to present an 
unroofing and stricturotomy by TES case in a patient 
with a rear pouch sinus.

Case study

A 25-year-old female patient, whose history showed 
restorative proctocolectomy with ileal J pouch due to 
chronic idiopathic ulcerative colitis, and had a protec-
tive ileostomy. The protective ileostomy is closed 
6 months after the procedure was performed, prior to 
a radiologic study with water-soluble medium for the 
pouch, “pouchogram”. Within 48 hours abdominal sep-
sis occurs, and during the laparotomy a leaking of 
intestinal material from the ileal pouch is found; a cavity 
lavage is performed, as well as a new loop ileostomy. 
Subsequently, the ileal pouch began to present steno-
sis; reason why she was treated with scheduled 

pneumatic dilation and scheduled with Hegar dilators, 
having a partial improvement, finding a rear pouch 
sinus in a second pouchogram (Figure 1). A year after 
the above treatment having no improvement, the reso-
lution was made to take a transanal endoscopic 
approach in order to solve the condition.

The patient was placed on lithotomy with a 30° 
Trendelenburg position, and the procedure was perfor-
med under general balanced anesthesia. For TES, we 
used a single port Endorec® (Aspide Medical) (Figure 2), 
which was fixed to the perianal skin with 0 prolene 
sutures. The insufflator was programmed with a conti-
nuous flow to keep a pneumorectum to 10  mmHg. 
5 mm conventional forceps for abdominal laparoscopic 
surgery were used, as well as 30° 5  mm lens. 5  cm 
from the anus margin, in the back of the pouch, a 1 cm 
diameter erythematous area draining hemopurulent 
material was identified. Surrounding the found injury, 
the pouch with stenosis was observed (Figure 3). After 
scanning the distal and proximal loops of the pouch, 
EnSeal PTC® (Ethicon Endosurgery) forceps were used 
to unroof the wall between the pouch and the sinus, 
simultaneously releasing the stenosis. The surgery las-
ted 210 minutes, and there a 60 mL bleeding occurred. 
There were no events on the postoperative course and 
the patient was discharged after 24 hours. A  procto-
gram was performed again 30 days after surgery with 
no evidence of leakage, and then the loop ileostomy 
was closed (Figure 4). After a 4-month follow-up period, 
the patient is on daily evacuation and without 
incontinence.

Discussion

The surgical treatment for chronic idiopathic ulcerative 
colitis, if indicated, is restorative proctocolectomy with 
ileal J pouch, which is currently suggested to be perfor-
med in two parts in order to decrease the morbidity of 
the procedure.6 However, it is associated with several 
postoperative complications, many of which are an actual 
challenge for the surgeon. Among the complications are: 

contrastado del reservorio y una tomografía pélvica. Se utilizo la cirugía endoscópica transanal para destechar el seno 
presacro en toda su longitud, resolviendo así la estenosis y el seno. La paciente fue dada de alta el siguiente día; treinta 
días después del procedimiento, se realizó un nuevo estudio contrastado del reservorio en el cual no se encontraron ano-
malías, la ileostomía había cerrado satisfactoriamente. Después de un periodo de seguimiento de cuarto meses, la paciente 
se encuentra sin síntomas anorrectales e incontinencia. Conclusiones: El destechamiento del seno presacro mediante ci-
rugía endoscópica transanal es factible y segura. Esta es una nueva alternativa para el tratamiento de múltiples patologías 
anorrectales.

Palabras clave: Cirugía endoscópica transanal. Seno posterior. Reservorio ileoanal. Colitis ulcerativa. Reporte de caso.
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peri-pouch sepsis, leakage of the anal pouch anastomo-
sis, stenosis, intra-abdominal abscesses, pouch sinus, 
pouchitis, cuffitis, pouch-vaginal fistula, enterocutaneous 
fistulas, ileal pouch prolapse, etc.7

The dehiscence of an anal pouch anastomosis is a 
major risk factor with regard to malfunctioning, and is 
associated with high morbidity.8 An optimal treatment 
for the pouch sinus has not been established, and there 
are reports about its management only with gastric 
bypass with a 40-50% success rate.9 Rear pouch 
sinus-related symptoms differ depending on whether or 
not the patient carries an ileostomy, if so, suffering from 
fever, perianal or lumbar pain and transanal secretion; 
and opposed to that the above symptoms are exacer-
bated, and diarrhea, irritation, itching and serious anal 
burning also occur.1,10

The pouchogram with water-soluble medium allows 
the identification of a rear pouch sinus in 50% of the 
cases, with studies in which the use of this exploration 
is not recommended as a routine, reserving it only for 
those patients with suspected PS or presenting such 
symptoms.11 The endoscopic study, endoscopic ultra-
sonography, and the examination under anesthesia do 
not have a defined role, leaving their performance to 
the surgeon’s preference; however, they make the pou-
chogram complete.12

There have been several modifications to TEM 
technique and equipment described by Buess in recent 
years: video-endoscopic transanal microsurgery (VETM), 
VETM without insufflation, TEM with a lens for conven-
tional laparoscopy, and using only endoscopic surgery 
common tools.13 The TEM described by Buess requires 
a complex system, where the instruments are highly 
specific and expensive. That has driven several colorec-
tal surgeons to adapt current technology for conventio-
nal and single port laparoscopic surgery. The Endorec® 
(Aspide Medical) platform was developed in 2007 and 
it is the transanal endoscopic surgery system used in 
our hospital.

Figure 1. Pouchogram with posterior anal sinus.

Figure 2. Pouch sinus.

Figure 3. Deroofing technique.
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Unroofing using this new technology is feasible and, 
as in the case of our patient, safe and effective. Akbari 
et al. reported sinus curettage plus unroofing in 
5 patients, 3 of them resulting with sinus and ileostomy 
closing without complications.8 Ahmed et al. reported 
8 patients treated with unroofing, with a 50% success 
rate resolution;1 Whitlow et al. reported 5 patients under-
going unroofing, all with good results on one year 
follow-up; and finally, Van Koperen et al. reported 
2 cases managed with unroofing, for which the stoma 
could not be closed.2 The present case is part of our 
experience with this system.14

Conclusion

The rear chronic sinus is a complication of the dehis-
cence of an ileoanal anastomosis, and unroofing with 
TES is feasible and safe compared to abdominal sur-
gery to solve this type of conditions. Pouchogram with 

Figure 4. Pouchogram a month later after treatment.

water-soluble medium and examination under anesthe-
sia are required to establish the presence of it during 
the preoperative stage. The TES is a new implementa-
tion to treat many anorectal pathologies, including 
anastomosis complications of this field.
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