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CASE REPORT

Two Cases of Electrocautery Incision Therapy Using an Insulated-tip Knife for Treatment
of Symptomatic Benign Short-segment Colonic Stenosis Following Colonic Resection

Jang Hoon Kwon, Koon Hee Han, Moon Ho Kim, Woo Sung Jang, Jung Ho Yun, Yun A Song, Jong Kyu Park and Gab Jin Cheon

Division of Gastroenterology, Department of Internal Medicine, Gangneung Asan Hospital, University of Ulsan College of Medicine,
Gangneung, Korea

Anastomotic stenosis of the colon is not an uncommon finding; however, its frequency varies from one study to another.
Traditionally, postoperative colonic stenosis is managed surgically. However, endoscopic therapy has recently become the preferred
treatment modality over traditional surgery. Good short-term success has been achieved with use of endoscopic balloon dilation;
however, restenosis may occur over time in 14% to 25% of patients. The current report showed the effectiveness and usefulness
of an insulated-tip knife (IT-knife) for electrocautery therapy of a patient with symptomatic anastomotic colonic stenosis. (Korean
J Gastroenterol 2014;64:164-167)
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INTRODUCTION low as 2%.% In addition, a few cases of anastomotic colonic
stenosis treated by electrocautery therapy have been
According to recently published series, postoperative co- reported.“'5 In the current case report, we describe two cases
lonic stenosis can occur in 5% to 46% of patients.1 Endosco- of post-operative symptomatic anastomotic stenosis suc-
pic therapy with balloon dilation and temporary stents offers cessfully treated by electrocautery incision therapy using an
a minimally invasive method for surgical revision of benign insulated-tip knife (IT-knife).
anastomotic colonic stenoses.” Balloon dilation of stenotic
segments of the gastrointestinal tract has been proven to be CASE REPORT
a convenient and less invasive treatment method for most

patients, however, repeated dilation may be required.?® 1. Case 1

Complications associated with endoscopic therapy, includ-
ing perforation, bleeding, technical failure, and stent migra-
tion, have been reported. A recent series suggested a
long-term success rate of 70%, with a complication rate as

A 66-year-old man with rectosigmoid colon cancer under-
went low anterior resection. Seven months later, he com-
plained of severe constipation, and at eight months, he pre-
sented with recurrent abdominal pain. Simple abdominal ra-
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Fig. 2. Case 1: Radial incision of the stenosis using an insulated-tip
knife.

diograph showed gaseous distension of the colon. Sigmoi-
doscopy showed a severe stenosis on the anastomotic site,
which could not be penetrated with the sigmoidoscope (Fig.
1). CT image showed the presence of less than 1 cm length
of anastomotic stenosis without evidence of tumor recurr-
ence. After the patient provided written informed consent, we
decided to perform electrocautery incision therapy using an
IT-knife for dilation of the stenosis. A 12-mm diameter colono-
scope (CV-260 SC; Olympus Optical Co, Tokyo, Japan) with a
3.2-mm operative channel was used for management of the
colonic strictures. The IT-knife (KD-612U; Olympus), with a
1.7-mm diameter tip and a needle with a 3.5-mm length, was
positioned under direct visualization. A bimodal electro-
cautery current was supplied by an ERBE instrument (300D;
ERBE Elektromedizin GmbH, Tubingen, Germany) set on a

Fig. 3. Case 1: An endoscopic finding at 12 months after dilatation.

cutting wave (Endo Cut Q, Effect 2, Duration 4). Radial in-
cisions were made using the IT-knife (Fig. 2). The length and
depth of the incision were gauged by the endoscopist accord-
ing to the length of the stricture and its caliber, which were
verified in advance by CT and colonoscopy. Damage to the co-
lon muscular layer during radial incision could result in in-
creased risk of perforation; therefore, the depth of the in-
cision, estimated by comparison with the known width of the
open biopsy forceps, was not deeper than the muscular layer.
The electrocautery therapy lasted approximately 5-10 mi-
nutes. There was no occurrence of immediate or delayed pro-
cedure-related complication such as bleeding or perforation.
After an 18-month follow-up period, there was no evidence

of re-stenosis (Fig. 3).

2. Case 2

A 56-year-old man with rectal cancer underwent a low an-
terior resection. Eight months later, the patient complained
of intermittent abdominal pain and constipation that pro-
gressively worsened; however, simple radiography showed
no specific findings. Colonoscopy showed a narrow diameter
at the anastomotic site, which could not be penetrated by the
colonoscope. Thus, a gastroduodenoscope was passed
through the anastomosis site and a short-segment anasto-
motic stenosis was revealed (Fig. 4). Therefore, we achieved
dilation of the stenosis with electrocautery incision therapy
using an IT-knife (KD-612U; Olympus) following the same pro-
cedure used in case one. After the incision, the endoscope
passed easily through the stenosis (Fig. 5). There was no im-
mediate or delayed occurrence of procedure-related compli-
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Fig. 5. Case 2: Radial incision of the stenosis using an insulated-tip
knife.

cation. No evidence of restenosis was observed at nine-month
follow-up (Fig. 6).

DISCUSSION

Postoperative colonic stenosis usually develops within six
to 12 months after surgery. However, stenosis can develop as
early as three months or as late as a decade or more after
surgery.5'6 Benign stenoses are usually a result of the pro-
liferation of fibroblasts and cross-linking of collagen fibers.®’
Endoscopic dilation using the Savary bougies or a balloon
catheter has become the preferred first-intention treatment
for postoperative colonic stenosis.? Although balloon dilation
is a relatively safe technique, it may be complicated by bleed-
ing and perforation in less than 5% of patients.”® However,

Fig. 6. Case 2: An endoscopic finding at seven months after
dilatation.

in some cases, the anastomotic stenosis site is too hard for
dilation by balloon, and excessive pressure is needed in order
to dilate such a hard fibrotic anastomotic stenosis site. In
such cases, the risk of complication, such as bleeding or per-
foration, increases considerably. Thus, we suggest that elec-
trocautery incision therapy using an IT-knife could be a suit-
able alternative method. Benign short-segment stricture on
a portion of the digestive tract also appears to be a suitable
indication for electrocautery therapy. Balloon dilation usually

10,11
whereas electro-

causes a mucosal tear in one direction,
cautery therapy creates a radial incision on stenotic mucosal
tissue. Thus, the latter therapy using an IT-knife can achieve
an effective and safe dilation in several directions without ex-
cessive tearing in one direction. During a long-term follow-up
period, we have not observed recurrence of the stenoses in
either case or any immediate or delayed procedure-related
complications after electrocautery incision therapy using an
IT-knife. We assume that the lower incidence of restenosis
achieved by use of the IT-knife incision dilation is attributable
to the radial incision of mucosal fibrotic tissue at the stenosis
site rather than balloon dilation by compression of mucosal
fibrotic tissue. Because there are no reports indicating
whether the IT-knife or the isolated-tip needle-knife papil-
lotome (Iso-tome knife) is the best instrument for the proce-
dure, both knives could be used in electrocautery incision
therapy. The tip of the IT-knife consists of a ceramic sphere;
therefore, the possibility of perforation during electrocautery
therapy using the IT-knife seems much lower than with the
Iso-tome knife. In the cases reported herein, we performed
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the procedure using an IT-knife. Because of its efficacy, safe-
ty, and lower cost compared to other procedures, we consider
that electrocautery incision therapy using an IT-knife should
be the first choice of treatment for symptomatic short-seg-
ment postoperative colorectal stenosis.

REFERENCES

1. Lew RJ, Kochman ML. A review of endoscopic methods of esoph-
ageal dilation. J Clin Gastroenterol 2002;35:117-126.

2. Grossman EB, Schattner MA, Dimaio CJ, Gerdes H, Wong DW,
Markowitz AJ. Endoscopic management of complete colonic
obstruction. J Interv Gastroenterol 2011;1:179-181.

3. Solt J, Bajor J, Szabé M, Horvath OP. Long-term results of balloon
catheter dilation for benign gastric outlet stenosis. Endoscopy
2003;35:490-495.

4. Kerkhof M, Dewint P, Koch AD, van der Woude CJ. Endoscopic
needle-knife treatment of refractory ileo-ascending anasto-
motic stricture. Endoscopy 2013;45(Suppl 2):E57-E58.

5. Brandimarte G, Tursi A, Gasbarrini G. Endoscopic treatment of

10.

11.

benign anastomotic colorectal stenosis with electrocautery.
Endoscopy 2000;32:461-463.

. de Lange EE, Shaffer HA Jr. Rectal strictures: treatment with fluo-

roscopically guided balloon dilation. Radiology 1991;178:475-
479.

. Weinstock LB, Shatz BA. Endoscopic abnormalities of the anas-

tomosis following resection of colonic neoplasm. Gastrointest
Endosc 1994;40:558-561.

. Kozarek RA. Hydrostatic balloon dilation of gastrointestinal

stenoses: a national survey. Gastrointest Endosc 1986;32:
15-19.

. Truong S, Willis S, Schumpelick V. Endoscopic therapy of benign

anastomotic strictures of the colorectum by electroincision and
balloon dilatation. Endoscopy 1997;29:845-849.

Virgilio C, Cosentino S, Favara C, Russo V, Russo A. Endoscopic
treatment of postoperative colonic strictures using an achalasia
dilator: short-term and long-term results. Endoscopy 1995;27:
219-222.

Park CH, Kim JI, Oh ST, Lee MD, Kim SK, Kim IC. Endoscopic bal-
loon dilatation for benign anastomotic stricture following esoph-
ageal resection. Korean J Gastroenterol 1997;30:294-302.

Vol. 64 No. 3, September 2014



