Stapled Transanal Rectal Resection (STARR)

A Ghosh, AS Fawole

Abstract

Obstructed defaecation syndrome (ODS) is a common cause of constipation. Internal rectal
prolapse/rectal intussusception and rectocoeles are often associated with this condition.

A novel technique called stapled transanal rectal resection (STARR) based on the stapled
haemorrhoidopexy procedure introduced by Longo has been developed.

This involves a full thickness rectal resection with simultaneous anastomosis to restore rectal
wall continuity using two 33 mm circular staplers.

A number of studies have demonstrated good outcomes with this technique, however, in addi-
tion to all the usual potential complications associated with anorectal surgery, novel problems
have been encountered which may produce treatment dilemmas.

Patients must be assessed and managed by a coloproctologist with a specialist interest in man-
aging disorders of the pelvic floor and who has had specific training in the use of this technique

for the management of ODS.

Introduction

Constipation is a common clinical
condition and although millions of people
suffer with this condition and spend large
amounts of money on off the counter
laxatives, not many consult their general
practitioners (GPs) and even when they do,
not many GPs or even specialists know how
to investigate and manage this often socially
debilitating condition.

There are a number of causes for
constipation but a common and previously
poorly understood cause is Obstructed
Defaecation Syndrome (ODS). ODS is
commoner in women and encompasses a
number of symptoms and signs. It is
characterised by a normal urge to defaecate
but an impaired ability to expel the faecal
bolus. The symptom complex includes several
unsuccessful attempts at defaecation,
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straining, rectal bleeding, digitation to aid
evacuation, laxatives/enema use, perineal
and lower abdominal discomfort.

There is often a rectal mucosal prolapse/
rectal intussusception and a rectocoele.

Other associated conditions include
urogenital prolapse, enterocoele,
sigmoidocoele and anismus.

Conservative treatment such as diet,
exercise and biofeedback improves symptoms
in the majority of patients with obstructed
defaecation.

A careful history needs to be taken,
preferably using a proforma and constipation
and incontinence scoring sheets. Examination
should include digital rectal examination and
proctoscopy (with patient at rest and also
while straining). This will usually identify
rectocoeles, sphincter defects/weakness,
abnormal perineal descent, internal mucosal
prolapse and complete rectal prolapse.

Investigations should include colonoscopy
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(or some other form of whole-colon test such
as barium enema/CT colonography) to ensure
that there is no associated colorectal
abnormality. A defaecating proctogram is
mandatory and provides static and dynamic
information on defaecatory function and is
invaluable in decision making before
recommending the STARR procedure.
Dynamic magnetic resonance imaging (MR)
has also been used with similar diagnostic
capabilities.

Anorectal physiology and endoanal
ultrasound are not mandatory in all patients
but are indicated in patients with symptoms
and examination suggestion of incontinence,
abnormal rectal capacity or compliance. Slow
transit is another major cause of constipation
and may need to be excluded in some cases
with colonic transit studies.

STARR

STARR is novel technique which involves
a double stapling technique using two 33 mm
circular staplers to carry out a full thickness
resection of the lower rectum with
simultaneous anastomosis to restore bowel
continuity.

A number of papers have reported a
favourable outcome in patients with ODS
having the STARR procedure. ¢

Symptoms of ODS have also been shown
to improve with a single stapled
haemorrhoidopexy performed primarily for
patients with haemorrhoidal prolapse.”

Primary indication for the STARR
procedure is ODS with internal rectal
prolapse and/or rectocoele. It has also been
used in patients with solitary rectal ulcer with
good results.®

Technique

It is a relatively minimally invasive
techniqgue which is performed transanally
under general anaesthesia or using regional
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anaesthetic techniques, with the patient in
the lithotomy position.

It can be performed as a daycase and
patients can expect to go back to work in less
than two weeks at which time most patients
are pain free.

Full bowel preparation can be used but
equally effective preparation of the rectum
can be achieved with an enema 30-60 minutes
prior to the procedure.

Intravenous antibiotics at induction with
possible oral therapy for a further 5 days is
advisable but there is no evidence to support
this.

Laxatives may be required for a few days
after the operation.

Usually only simple analgesia is required
for a few days after the operation.

A well lubricated circular anal dilator
(CAD) is placed into the anal canal and secured
to the skin with sutures. Full thickness
sutures (2/0 prolene or 2/0 monocryl) are
placed at the apex of the prolapsing tissue in
the anterior rectal wall at the 10 and 2 o’ clock
with a 3¢ suture at the 12 o’clock position. A
spatula is then inserted through the posterior
aperture of the CAD for a distance of 8 -10
cm to protect the posterior wall from getting
caught in the anterior staple line. The well
lubricated 33 mm circular stapler is then
introduced into the anal canal and the sutures
pulled through the ports of the head of the
gun to allow traction on the tissue as the
stapler is closed. It is important to check that
the vagina slides freely over the stapler before
it is fired to avoid incorporation of the vaginal
wall in the staple line. The posterior wall is
then resected using the same technique.

Complications

A number of papers have been published
specifically looking at the complications
associated with this STARR procedure. %11
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e Urgency is a common post-operative
complaint and is reported by about a third
of patients who have this procedure.
Patients need to be warned about this so
that they do not get alarmed because the
majority improve after a few weeks.

e Bleeding is one of the commonest
complications which may result in
prolonged hospital stay, blood
transfusions, re-operations, rectovaginal
wall haematoma, staple line disruption
and temporary stomas.

e Pain is not a common complaint but some
patients have reported intractable pain
without any obvious cause and which can
be difficult to treat.

e Urinary retention

e [nfection

e Infection can be devastating and may

require temporary/permanent stomas
and even death from pelvic necrotising
fasciitis

® Incontinence (this is usually of flatus and
mostly resolves in the first few
postoperative weeks)

Dyspareunia

Staple line dehiscence
Rectovaginal fistulat?13
Anorectal stenosis

Rectal diverticulum have been reported

at the site of the stapled anastomosis and

can be symptomatic and require further

complex surgery'4

e Retained staples; Symptomatic retained
staples have also been reported which
require agrapphectomy (removal of
staples).1®

Contraindications

e Anismus

infection or

® Perineal or anorectal
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inflammation disease
e [ncontinence

e Enterocoele: There is potential for
damaging a loop of bowel within an
enterocoele. However, Peterson et al
described a technique using concomitant
laparoscopy to avoid bowel injury.®

e Anorectal stenosis
e Significant psychiatric illness
® Previous mesh repair of rectocoele

Discussion

ODS is a common cause of constipation.
Primary treatment is conservative with
techniques such as diet, exercise and
biofeedback, although a recent study has
shown that STARR may have a better
outcome than biofeedback.?’

STARR was found to be a preferable
procedure in a randomised controlled trial
comparing it to another surgical STAPL in
patients with ODS due to less pain, no
dyspareunia and better outcome of rectocoele
repair.t

A consensus conference convened in Rome
to try to set out the indications for the use of
the STARR procedure in the treatment of
ODS.18

The so called STARR pioneers of Europe
have also recently published a useful
algorithm that provides some guidelines for
the management of ODS with a particular
reference to the role of the STARR
procedure.®

Modifications of the STARR procedure
using the specially designed stapler which
allows more tissue to be resected has been
described with some good results® but it also
brings with its own novel complications? This
stapler has also been used for treatment of
complete rectal prolapse in a modification of
the perineal Altemeier procedure.??
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Conclusion

The STARR is an effective procedure for
patients with obstructed defaecation.
However, patients must be assessed and
managed by a coloproctologist with a
specialist interest in managing disorders of
the pelvic floor, and has access to a specialist
multidisciplinary team that includes
radiologist, urogynaecologist, gastro-
enterologist, physiotherapist, urologist and
psychologist.

It is imperative that all patients being
considered for this procedure are properly
assessed to ensure that it used appropriately
in order to avoid significant complications that
can occur.
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XDR-TB IN INDIA : WHEN WILL WE HEED THE ALARM?

XDR-TB is now defined as resistance to INH and Rifampicin along with further resistance to any
fluoroquinolone and at least one injectable 2¢ line drug (amikacin, kanamycin, capreomycin).

A study from the Hinduja Hospital and Research Centre in Mumbai revealed that of 1354 samples
reaching the laboratory (a reference lab by default for the city of Mumbai) 724 were culture positive
and 45% of these were MDR. 9% and 11% of the MDR samples were XDR by the old and new
definitions respectively. These figures do not of course represent data from the community as only
non-responders have samples sent for culture.

XDR-TB is even more difficult to treat than MDR-TB. Treatment is often destined to fail because, by
definition, there are very few categories of drugs left to which these patients will still respond.

Of our 33 XDR-TB patients, 12 were alive and 8 of these had been declared cured after 2 years of
extensive and complicated medical and surgical therapy.

Ciprofloxacin and ofloxacin were by far the 2 commonest drugs prescribed. This pivotal group of 2¢
line drugs should be not squandered away as general antibiotics.

Thus it is not surprising that quinolone resistance in TB is a global phenomenon and a pivotal group
of 29 line drugs is being rendered worthless.

MDR-TB, are then subjected to Category 2 treatment (2HREZS/1HREZ/5HRE). This is a regimen
destined to fail; a poor way to treat MDR-TB, and a colossal waste of resources which serves only to
amplify resistance.
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