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Ischemic colitis is an unusual complication following colorectal surgeries
and most of cases are due to artery compromise. Venous congestion caus-
ing ischemic colitis following anterior resection is rare and has not been
reported as to our knowledge. This is the first reported case of acute ve-
nous congestion following laparoscopic anterior resection and managed
by laparoscopic retroileal transmesenteric colorectal anastomosis.

[J Soc Colon Rectal Surgeon (Taiwan) 2019;30:84-88]

Ischemic colitis is a serious complication following
colorectal surgeries which has been reported fol-
lowing high ligation of inferior mesenteric artery. The
reported incidence is about 0.7% and most of these
cases are due to artery compromise."> However, there
are no reported cases of venous congestion causing
ischemic colitis following colorectal surgeries.

Case Report

A 45 year female without comorbidity presented
to outpatient department with symptoms of hemato-

chezia and small caliber stools for 1 year, she was di-
agnosed sigmoid carcinoma cT3NOMx and planned
for laparoscopic anterior resection. We performed
IMV (inferior mesenteric vein) ligation first and pro-
ceeded with splenic flexure mobilization later dissec-
tion continued till middle transverse colon and pre-
serving middle colic vessels, then dissection included
mobilization of descending colon, sigmoid colon, up-
per rectum. Low ligation of IMA (inferior mesenteric
artery) with left colic artery preservation was done.
After achieving adequate margins, the rectum was di-
vided with 45 mm endo GIA (Ethicon, USA) and spe-
cimen retrieved transumbilically. Descending colon
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transected with 10 cm proximal margin and anvil in-
serted with purse string suturing. End-End anastomo-
sis done by double stapling technique with 29 CDH
(Ethicon, USA). Intraoperative colonoscopy was per-
formed to check air leak and bleeding.

On POD 1 (Post-operative day), patient had tem-
perature — 39.5 °C, heart rate — 110 beats/minute,
WBC - 14000. Clinically per abdomen was soft and
per rectal examination was normal. Persisting spike
fever around 39.5 °C noted on POD 2 and non-con-
trast computed tomography (Fig. 1) was done which
revealed left colon thickening without signs of ab-
scess or leak. Tentative diagnosis of fulminant colitis
was made and patient was planned for emergency lap-
aroscopy. Intraoperative colonoscopy done showed
mucosal edema and gangrene in descending colon till
anastomosis. Intraoperatively, 200 ml of blood stained
ascites present with oedematous descending colon
(Fig. 2) present till the anastomosis about 30 cm in
length without signs of leak, arterial pulsation present
in the marginal arcade of colon with venous engor-

Fig. 2. Oedematous descending colon noted during opera-
tion.

gement, so diagnosis of venous congestive ischemic
colitis was made. Mobilization of colon to identify the
vascular supply was done which revealed there is in-
jury of marginal arcade at the distal transverse colon
(Fig. 3) which has been occurred during mobilization
of T-colon from omentum that was confirmed in the
video recording. As the colon was not sufficient for
anastomosis, hepatic flexure was mobilized and then
ligated the middle colic vessel (Fig. 4), retroileal trans-
mesenteric colorectal anastomosis was done at last
(Fig. 5).

After second operation, patient recovered unevent-
fully and discharge POD 14. Frequent bowel passage
about 5 times/day initially and then the patient is clini-
cally well with normal bowel passage after 6 months.

Discussion

Ischemic colitis following colorectal surgery is
rare and more common after arterial insufficiency.
However, venous congestion causing colonic ischemia
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Fig. 4. Middle colic vessel ligation.
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Retroileal transmesenteric window

Fig. 5. Retroileal transmesenteric colorectal anastomosis.

has not been reported. Colonic ischemia occurs after
high ligation of IMA due to inadequate collateral cir-
culation and decreased perfusion of colon along the
marginal artery of Drummond. Left colon is more vul-
nerable due to the watershed area in the splenic flex-
ure (Griffith point) and rectosigmoid (sudecks point).

Diagnosis is made by CECT findings of segmen-
tal bowel wall thickening, target sign, engorgement of
mesenteric veins, pericolic stranding, intramural gas,
poor enhancement of bowel wall and ascites. Colono-
scopic findings include “colon single strip sign” is a
line of erythema with erosions and ulcerations ori-
ented along the long axis of colon.? Histopathological
examination reveals ghost cells and hemosiderin laid
macrophages which helps to diffentiate from other
infectious colitis.

There is one case report of venous congestion af-
ter anterior resection presenting as chronic rectal pro-
ctitis which was managed by surgical resection.* Our
case was due to injury of marginal arcade leading to
venous congestion and fulminant ischemic colitis.
Management of ischemic colitis depends on the sever-

ity of the presentation as it can present as acute is-
chemic colitis with gangrene and acute fulminant coli-
tis or may present as chronic ischemic colitis present-
ing as chronic colitis, transient colitis or stricture. Man-
agement depends on the severity of disease as there
are no guidelines for management strategies, one clas-
sification attempted to grade the severity by Favier et
al., grade 1 — mucosa with petechiae and small ulcers,
grade 2 — ischemia till muscularis mucosa and large
ulcers, grade 3 — transmural ischemia with necrosis
with possible perforation.> As grade 1 and 2 can be
managed conservatively and grade 3 will need emer-
gency surgery.® Mortality reported in emergency co-
lectomy was 23%-44.9%."® Most of the reported cases
were managed by Hartman’s procedure and diversion
ileostomy,® our case was managed by laparoscopy
colectomy and retroileal transmesenteric colorectal
anastomosis without stoma. This patient had unevent-
ful postoperative recovery, and discharged after 14
days.

Turnbull et al. first reported retroileal transme-
senteric colorectal anastomosis in 1978,° and 11 re-
troileal colo-rectal anastomosis were presented with
three minor complication including partial small bowel
obstructions resolved medically, 1 small incisional
hernia and minor wound infection. Nafe et al.'” re-
ported a series of 28 cases with one complication of
anastomotic leak (about 3%). Compared with De-
loyers procedure, retro-ileal anastomosis requires pro-
ximal transverse colon preservation and the middle
colic pedicle ligation at the origin, in this circum-
stances, the sole marginal vessel will supply the proxi-
mal transverse colon. Considering the possibility of
jejunum loop obstruction or internal hernia, it should
be decreased by narrowing the mesenteric window
and performing mesenteric-to-bowel sutures.’

As we known, there was no related reports about
laparoscopic retroileal transmesenteric colorectal an-
astomosis in the literature. Compared with open me-
thod, the retroileal window creation was more diffi-
cult in laparoscopic approach for the reason that a
transmesenteric lighting to recognize the avascular
plane is not feasible. Therefore, more careful identifi-
cation of ileocolic vessel should be performed and the
window can be made immediately proximal to the
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take-off of the ileo-colic vessel, where anavascular
plane is usually present.

In conclusion during high ligation of IMA/IMV,
meticulous dissection at mesocolon should be done to
preserve marginal arcade. Acute mesenteric ischemia
needs critical care management and postoperative
events need aggressive evaluation by haematological
investigations, CECT and colonoscopy for diagnosis.
Management depends on the severity of the disease
with surgery is the treatment of choice in fulminant
colitis and retroileal transmesenteric colorectal anas-
tomosis can be attempted safely.
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