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INTRODUCTION

Benign strictures arise in up 
to 20% of colorectal anastomoses 
[1]. Endoscopic dilation with or 
without stent placement have a 
long-proven efficacy; however, 
in the case of complete luminal 
obstruction surgical intervention 
is usually indicated [2]. Over 
the years various endoscopic 
techniques have been developed 
to avoid invasive surger y. 
Fluoroscopy assisted endoscopic 
u lt rasound (EUS)–guided 
recanalization and EUS-guided 
rendezvous techniques using 
stents have been described. Our 
aim is to report the treatment of 
a complete postoperative rectal 
stricture by a solely EUS-based 
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ABSTRACT

Various endoscopic techniques have been described for the treatment of post-operative colonic strictures. 
Our aim is to report a solely EUS-guided recanalization procedure for a complete rectal stricture, without 
the use of fluoroscopy or stenting. A 66-year-old male was submitted to low anterior resection and protective 
ileostomy for rectal adenocarcinoma, complicated with complete anastomotic stricture 6 months later. The 
patient was treated with a modified EUS-guided rendezvous technique. A colonoscope was advanced through 
the ileostomy to the sigmoid colon, which was subsequently filled with water. A linear echoendoscope was 
advanced transanally to the distal part of the rectal anastomosis. The proximal colon was punctured with a 
19G needle and a guidewire was advanced through the needle. The rectocolonic fistula tract was first dilated 
by graduated dilation catheters. Subsequently, progressive pneumatic dilatation was performed. There were 
no post-procedural complications. At 6-month follow-up the anastomosis was patent, with no significant 
stricture recurrence. In conclusion, a rendezvous technique for EUS-guided recanalization of complete 
rectal anastomotic strictures is feasible and safe in a non-radiology assisted setting. In selected cases of distal 
stenoses balloon dilation could effectively serve as the sole treatment, without the adjunct of stent placement.
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Abbreviations: EUS: endoscopic ultrasound; LAMS: lumen-apposing metal stent; SEMS: self-expandable 
metal stent.

intervention, without using stent or repeated balloon dilations 
to maintain the lumen patency.

CASE REPORT

A 66 year-old-male with no prior medical history was 
diagnosed with rectal adenocarcinoma during screening 
colonoscopy. Pre-operative work-up was negative for lymph 
nodes or distant metastases and the patient was directly 
submitted to low anterior resection and protective ileostomy, 
with no prior chemo- or radio-therapy. Pathologic staging 
revealed a T1N1M0 carcinoma and adjuvant chemotherapy 
with capecitabine plus oxaliplatin was administered. Post-
operative endoscopic surveillance prior to ileostomy reversal 
revealed complete luminal obstruction at the site of the 
anastomosis, 5 cm from the anal verge (Fig. 1). The patient 
was treated with a combined antegrade endoscopy-assisted and 
retrograde EUS-guided technique, in a modified “rendezvous” 
manner. A colonoscope was advanced through the ileostomy to 
the sigmoid colon and a linear echoendoscope was advanced 
transanally to the distal part of the rectal anastomosis. The 
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proximal colon was filled with sterile water, providing an 
acoustic interface as a target for safe transtenotic puncture 
with a 19-gauge needle under EUS guidance (Fig. 2). A 0.035” 
guidewire was advanced through the needle (Fig. 3), visualized 
endoscopically in the proximal colon. The rectocolonic fistula 
tract was first dilated by graduated dilation catheters (5-10 
Fr). Subsequently, progressive dilatation was performed 
with controlled radial expansion balloon dilators up to 18 
mm diameter (Fig. 4), in a single session. After conventional 
balloon dilatation, the endoscope easily passed through the 
anastomosis without any patient discomfort. 

Biopsy specimens were obtained. No post-procedural 
complications occurred and the patient was discharged 24 
hours later, instructed for scheduled follow up at 2, 4, 12 
and 24 weeks. Biopsies revealed fibrous tissue, with no signs 
of residual cancer. A month later, the intestinal lumen was 
patent and the ileostomy was surgically reversed. During the 
6-month follow up the patient reported normal bowel habits. 
On endoscopy, no significant stricture recurrence was noted 
requiring repeat intervention, i.e. balloon dilation, other than 
mild lumen calibration by digital palpation. 

DISCUSSION

Several non-surgical techniques have been described for 
complete postoperative rectal strictures, including direct 
“blind” endoscopic dissection followed by balloon dilation [3] 
and computed tomography – guided endoscopic recanalization 
[4]. Despite good results, these methods either increase the risk 
of wall injury adjacent to the obstruction, or require repeated 
endoscopic dilations for proper resolution of the stenosis. 
Preliminary outcomes of EUS-guided techniques seem safe and 
effective in this field [5], mainly performed with fluoroscopic 
assistance and supplementary placement of a covered self-
expandable metal stent (SEMS) or lumen-apposing metal stent 
(LAMS) to maintain lumen patency and minimize the risk of 
perforation [6-8]. In cases of an existing prophylactic ileostomy, 
antegrade advancement of an endoscope via the stoma to 
the proximal part of the stricture enables water-filling of the 
sigmoid and safer EUS-guided puncture of the distal part, in 
a rendezvous manner [9, 10]. 

In our case a modified rendezvous technique was applied, 
since the colonoscope could not reach the exact site of 
the stricture. Despite that, thorough instillation of water 
and changing the patient’s position allowed for adequate 
lumen distention and created a safe path to advance the 
needle and guidewire upstream; this was documented both 
by endosonography and endoscopy. The ability of EUS to 
provide detailed control across the stricture minimizes the 
risk of inadvertent perforation by targeting the exact point 
of the stenosis without puncturing the normal bowel wall. 
Simultaneous endoscopic verification of proper guidewire 
advancement to the proximal colon further eliminates the 
risk of perforation, possibly rendering fluoroscopic assistance 
less imperative in similar cases. Thus, a dual benefit could 

Fig. 1. Endoscopic view of distal rectal stricture.

Fig. 2. EUS image of the stricture and the distended, 
water filled, proximal colon.

Fig. 3. EUS image of the guidewire advanced to the 
proximal colon.

Fig. 4. View of the anastomosis after balloon dilation
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ensue prevention from unnecessary radiation exposure and 
simplification of the whole procedure in departments which do 
not have integrated radiologic equipment available. We did not 
insert a SEMS or LAMS after the dilation of the stenosis. This 
decision was primarily driven by the adequate lumen diameter 
achieved during the procedure, the absence of endoscopic signs 
of perforation and the proximity to the anal verge (5 cm), which 
is a risk factor for stent-related complications. Endoscopic 
dilation has a long-proven efficacy as the sole treatment of 
colorectal anastomotic strictures [11]; accordingly, our patient 
required no additional endoscopic intervention during the 
6-month follow up, since he presented an adequate lumen 
caliber efficiently maintained by digital rectal examination. 
Although stent placement seems prudent in order to ensure 
long-term clinical success, its role in benign distal rectal 
strictures is not fully elucidated. No controlled studies exist 
to demonstrate superiority of stenting over balloon dilation; 
on the other hand, small retrospective series report a longer 
duration of lumen patency in patients who received balloon 
dilation compared to SEMS [12]. Moreover, the risk of stent 
migration is not negligible, ranging from 8 to 45% for LAMS 
inserted in the lower gastrointestinal tract for benign strictures 
[13, 14]. Finally, rare complications such as pain - tenesmus and 
fecal incontinence are more common when a stent is placed in 
the distal rectum [15]; this consideration further contributed 
to a non-stenting approach in our patient. 

The patient tolerated the intervention well, with no early 
or late complications, and a favorable outcome was sustained 
at 6-month follow-up. 

CONCLUSIONS

A rendezvous technique for EUS-guided recanalization 
of complete rectal anastomotic strictures is feasible and safe 
in a non-radiology assisted setting. In cases of distal stenoses 
balloon dilation could effectively serve as the sole treatment, 
without the adjunct of stent placement.  
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