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Summary

Transanal total mesorectal excision (TaTME) is a 
trending and promising surgical procedure to treat 
rectal cancer with oncologically oriented precision. 
Complication rates are promising after the learning 
curve is passed. A prospective study on the first 12 
consecutive TaTME patients was done. The primary 
aim was the intraoperative and the early and late 
postoperative complications rate. Оne persisting 
failure as an intraoperative complication was 
reported: two anastomotic leaks and a ventral hernia 
as postoperative complications. TaTME is safe in 
terms of intra- and postoperative complications.
Keywords: rectal cancer, laparoscopic surgery, 
complications

Introduction

Transanal total mesorectal excision (TaTME) is 
a trending and promising surgical procedure to 
treat rectal cancer with oncologically oriented 
precision [1, 2]. Laparoscopic TME has already 
shown its advantages over open total mesorectal 
excision (TME) in terms of short-term and long-
term oncological and perioperative results. Initial 
results from TaTME have demonstrated that it 
has the potential to overcome some difficulties in 
pelvic dissection in patients with low- and mid- 
rectal cancer and may have benefits in lowering 
the rate of positive circumferential resection 
margins (CRM). CRM is reported to be one of 
the essential features connected to oncological 
outcomes (disease-free and overall survival). The 
main advantages of TaTME are in patients with 
cancer in the mid- and lower rectum, especially 
in obese male patients with narrow pelvis [3-5]. 
The technique could also increase the rate of 
sphincter-saving procedures [3, 6-9]. Although 
TaTME may improve oncological outcomes, 
more complication rates must be studied. 
Complication rates in TaTME are promising 
after the learning curve is passed [7]. Whether 
TaTME has the same or lower complication 
rates compared to laparoscopic TME is to be 
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proven. Nevertheless, new complications, such 
as urethral injuries, are faced [10, 11].

Materials and methods

A prospective study on the first 12 consecutive 
TaTME patients was done from April 2020 to 
February 2021 in the Department of surgical 
oncology, Medical University – Pleven, Bulgaria. 
The primary aim was the intraoperative and the 
early and late (post-discharge) postoperative 
complications rate. This study was conducted 
after approval by the Medical University local 
ethics committee №552/04.07.2019. This 
work was supported by the European Regional 
Development Fund through the Operational 
Programme “Science and Education for Smart 
Growth” under contract №BG05M2OP001-
1.002-0010-C01(2018-2023).

Results

Eight men and four women with mid-and low 
rectal cancer were operated on. The mean age 
of the patients was 73.4 years. The mean body 
mass index was 27.11 kg/m2. Neoadjuvant 
radiotherapy was conducted in five patients 
(5/12), neoadjuvant chemoradiation – in three 
patients (5/11), and no neoadjuvant therapy 
– in two patients (2/12). The mean operative 
time was 273 min (range 210-360 min). In all 
patients, the simultaneous two-team approach 
was used (Cecil approach)(Fig. 1). The blood 
loss was 0-50ml in 11 cases and 50-100ml in 1 
case. Patient characteristics are shown in Table 
1. Defunctioning loop ileostomy was done in 
10 patients. In one patient, a persisting failure 

was reported as an intraoperative complication 
which was managed with a second 2/0 running 
prolene suture to close the rectal stump on top of 
the first one with no other intra- or postoperative 
complication in this patient. In all patients, a 
smoke- evacuation problem occurred in the 
transanal part of the surgery due to the use of 
a non-continuous smoke evacuation standard 
insufflation system. No urethral injuries or other 
major intraoperative complications were seen in 
all patients. Two significant early postoperative 
complications were seen – one patient with 
an anastomotic leak treated conservatively 
(Clavien-Dindo II) and one with an anastomotic 
leak requiring ileostomy (Clavien-DindoIIIb). 
As a late complication, a ventral hernia after 
ileostomy closure was reported in one patient.

Discussion

Laparoscopic TME can be very difficult in 
patients with a narrow pelvis, high BMI, bulky 
mesorectum, and bigger tumours. Hence, 
this is connected with higher conversion and 
complication rates. New techniques such as 
robotic and transanal TME are developed to 
overcome these difficulties, as well as new 
platforms and instruments for laparoscopic 
surgery. Given this, TaTME is implemented 
in clinical practice to improve oncological 
outcomes and complication rates in challenging 
cases by precise pelvic dissection and pelvic 
nerve preserving surgery.

Current studies comparing laparoscopic 
TME and TaTME have bias and confounding 
factors. Thus, structured multicenter randomized 
clinical trials are needed. Nevertheless, a meta-

Figure 1. Simultaneous two-team (Cecil) approach

© Medical University Pleven



132

J Biomed Clin Res Volume 15 Number 2, 2022

analysis of recent studies shows that TaTME has 
a lower rate of postoperative complications and 
readmissions compared to laparoscopic TME. 
There were no statistically significant differences 
in intraoperative complications between the two 
groups [10].

TaTME is a challenging technique requiring 
working in new planes with a different view 
of pelvic anatomy and proficient laparoscopic 
skills [11]. The most common complications in 
TaTME are purse string failure, urethral injury, 
anastomotic leak, vascular injury, perforation, 
the wrong plane of dissection, pelvic nerve 
injury, and gas embolism [12, 13]. Urethral 
injury is a complication that was not reported in 
other techniques for total mesorectal excision. 
The urethra is anterior to the prostate. Therefore, 
a wrong plane anterior to the prostate must be 
dissected for urethral injury. Thus, an anterior 
first approach has been adopted, allowing early 
identification and entry into the recto-prostatic 
plane [11-13]. Purse-string rupture is another 
significant complication unique to this procedure 
and could theoretically lead to the implantation 
of tumour cells and bacterial contamination 
[14]. The learning curve and a proper learning 
pathway are essential [15-17].

Significant complication rates in TaTME 
and laparoscopic TME seem similar. The 
anastomotic leak in both techniques is reported 
to be 10-15% [18-21]. 

The precision of surgery and lower rates 

of positive circumferential resection margin 
should theoretically be connected with better 
oncological results [22-24]. On the other hand, 
in Norway, a moratorium on TaTME was 
declared after a 9.5% local recurrence rate was 
observed after the first 110 TaTME procedures 
with a follow-up of 11 months [25]. Long-term, 
good-quality data from multicenter randomized 
clinical trials such as COLOR III is expected 
[26].

Conclusions

TaTME is safe in terms of intra- and 
postoperative complications when performed by 
an experienced team. Also, the learning curve 
should be taken into consideration. 
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