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Middle East Experience With Transanal Endoscopic Microsurgery (TEM)
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Background: Transanal Endoscopyic Microsurgery (TEM) has been a new method of micro invasive surgery for management of special
conditions. Big deal of this procedure is avoiding of open abdominal surgeries or better exposure in transanal approches.
Objectives: The purpose of this study was to present a single institutional experience in Shiraz, Iran regarding the application of Transanal
Endoscopic Microsurgery (TEM). To our knowledge this is the first report from the Middle East.
Patients and Methods: Between 2009 and 2012, thirty patients underwent TEM in our center. We assessed complications and recurrence
rate. Patients with fewer than six months of follow-up were excluded.
Results: Patients included 17 men and 13 women with a mean age of 44.4 years (ranged 17-80). The mean tumor distance from the anal
verge was 9.8 cm. One patient with adenomatous polyp experienced recurrence 14 months postoperatively. Regarding procedure-related
complications, one case developed hemorrhage and another case fever and infection in the site of operation. Two patients experienced
incontinence for about 3 weeks after TEM surgery.
Conclusions: Considering the cultural and religious context of the Middle East, we recommend TEM procedure in specialized centers in
this region of the world.
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1. Background
Radical resection is known as the gold standard for the
treatment of rectal cancer but causes high rate of morbidity and mortality (1-3). Transanal Excision (TAE) of
rectal tumors offers several advantages. However, it has
some limitations such as poor visualization and limited
access to the rectum (4, 5). The advent of Transanal Endoscopic Microsurgery (TEM) eliminated some of these
limitations and triggered a consistent improvement in
local excision of rectal lesions (6). TEM was introduced
by Buess more than 25 years ago (7). It provides a threedimensional vision and the ability to do various surgical
maneuvers including precise dissection and suturing up
to 22cm above the anal verge (6, 8-10).
TEM was initially used to remove benign adenomas (11).
In the course of time, surgeons gradually employed it in
the treatment of early stage rectal carcinomas (11). Several studies reported the advantages of TEM in comparison
with TAE (8). These advantages include a clear resection
margin and a lower recurrence rate (4, 12). In addition,

like other minimally invasive techniques it has more acceptance and needs shorter hospitalization (13).
Despite these advantages, TEM is not a widely used
method in developing countries, probably because of the
high initial cost and the need for additional training (4).
On the other hand, considering the increased incidence
of colorectal cancers in this area, there are more patients
who may benefit from this procedure (14). Unfortunately,
many patients have to undergo radical excision treatment
and therefore, so may avoided encounter more morbidity.

2. Objectives

There are few centers in which TEM procedure is performed to remove rectal lesions in the Middle East. In
our institution in Shiraz, southern Iran, TEM has been
performed for selected patients since 3 years ago. In this
study, we reported the outcomes of our experience. To the
best of our knowledge, it is the first report of TEM from
the Middle East.

Implication for health policy/practice/research/medical education:
This manuscript would be useful for colorectal and general surgeons and internists.
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3. Patients and Methods
This was a cross sectional descriptive in which data
was extracted from a prospective database. Records of
all patients undergoing TEM in Shahid Faghihi hospital,
Shiraz, Iran were. All information was updated weekly by
means of medical records, patients and documentations
by the operating surgeon. Patients with metastatic disease on arrival and less than 6 months of follow-up were
excluded.
At our center, patients with solitary rectal ulcer (SRU),
benign tumor, T1 adenocarcinoma and carcinoid tumor
were offered TEM as a curative procedure. Although,
patients with more advanced adenocarcinomas were
underwent TEM if he or she refused radical resectionPreoperative assessment including history taking, physical
examination, chest radiography, colonoscopy and biopsy
was performed for all patients. Endorectal ultra sound or
Magnetic Resonance Imaging (MRI) was used for cancer
staging. Level and location of lesions were determined by
rigid sigmoidoscopy. All cases were operated by a single
surgeon. He explained the surgical technique and potential complications to each patient. All patients signed an
informed consent form.

4. Results

Thirty patients, 17 males and 13 females with the mean
age of 44.4 years old (ranged 17-80) were included in
our study. Regarding preoperative signs and symptoms,
25 cases (83.3%) complained of rectal bleeding, 15 (50%)
had pain, 9 (30%) had constipation, 8 (27%) experienced
change in bowl habit, 5 (17%) had difficulty in defecation
and two cases (7%) complained of mucosal discharge.
Preoperative rigid sigmoidoscopy showed anterior lesion in seven patients, posterior in nine, lateral in 12 and
circumferential lesion in two patients. The mean distance of lesions from the anal verge was 9.8 cm (ranged
6-15 cm). Microscopic evaluation revealed pre-cancerous
dysplasia in 4 cases, benign polyp in 12 and inflammation
(SRU) in 9 cases. Moreover, five patients had well differentiated adenocarcinoma; of which two were T3 and therefore laparoscopic low anterior resection was performed
within two weeks. One case with T4 N1 adenocarcinoma
underwent palliative TEM. This case was the only one who
experienced bleeding from the site of operation with no
need to any intervention. Postoperatively, none of patients had mucosal discharge, one case developed fever
and infection in the site of operation and so was treated
with medical therapy. Two patients had transient gas incontinence that was recovered after 3 weeks. They were
from cases who had SRU in posterior part of rectum and
distance from anal verge were 6 cm in both of them.

5. Discussion

Findings of this study of a single institutional experience with TEM procedure in Shiraz, Iran showed similar
results with those of developed countries. There are sev2

eral studies, which reported lower complication rate and
more importantly lower recurrence rate following TEM
(15-17). Hemorrhage, fecal incontinence, fever and suture
line dehiscence are the most prevalent procedure-related
morbidities after TEM (18). Hemorrhage is perceived as
the most common morbidity with a prevalence of 1.5% to
13%. Recurrence is reported in about 5% of patients with
adenoma and T1 adenocarcinoma (11, 15). To illustrate, Ben
and his colleagues reported the outcomes of 269 patients
who underwent TEM for benign and malignant rectal tumors in Minneapolis, Minnesota. Only 1.5% of cases developed post-operation bleeding who required intervention
and 1.5% suture line dehiscence. In our study, patients encountered fewer complications (15).
There are several studies that recommend TEM as one
of the best methods for local excision of early stage rectal cancers and other rectal lesions. Several reasons have
been proposed to support TEM (9, 18-21). Firstly, this technique offers all the benefits of other minimally invasive
methods. Furthermore, shorter hospital stay, less postoperative pain, less morbidity and no report of mortality till
now are among other advantages (4, 11, 13, 15, 22).
Secondly, technological features of TEM such as magnified stereoscopic view help in full-thickness resection
with adequate clear margin (6). Some authors regarded
this as the main reason which decreases the recurrence
rate after TEM surgery, especially in T1 adenocarcinomas
(12). Intact and non-fragmented specimen resection has
been noted as other advantage of this technique, which
lowers the recurrence rate (8). In our study, one patient
with polyp experienced recurrence at the same site 14
months after the operation. Although, he underwent
TEM operation again and did not recur within 7 months
after the operation. Patients with other lesions such as
T1 adenocarcinoma did not have recurrence by the time
of writing this report. A randomized trial study wasperformed by Winde et al. which compared the outcomes of
TEM and open radical surgery for T1 rectal cancers. They
reported no statistically significant difference of local recurrence, metastasis and 5-year survival between the two
groups (11, 23). Another research conducted by Kinoshita
et al. reported findings of TEM procedure in 27 patients
with rectal carcinoid tumor. After a mean follow-up of 70
months, none of patients developed recurrence (24).
The other advantage of TEM which made it more attractive to surgeons is preserving the function of anal sphincter, thus reducing sphincteric morbidities (9). Obviously,
fecal incontinence is one of the most important morbidities of rectal surgeries, which is more devastating in developing countries, particularly for women. This makes
some patients refuse surgeries causing incontinence to
avoid social problems. Authors of this article believe that
it might be more in Muslim countries because of religious beliefs.
Short mean follow-up time and limited number of cases
in each group were weakness of our study. However, since
this is the first report of application of TEM for rectal leAnn Colorectal Res. 2014;2(1):e18991
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sions from the Middle East, it might be useful and encouraging for surgeons, especially in this area. In conclusion,
we believe that TEM is a safe and effective method for resection of selected benign and malignant rectal lesions.
It has the potential to gain more popularity in the Middle
East, particularly because of cultural and religious context of this part of the world. As a result, it is recommended to perform this technique in more specialized centers.
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