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Release of intractable anastomotic stricture of the  
alimentary tract using a stenosis-cutting device

Satoshi Ikeshima, Kei Horino, Shinya Shimada

The circular stapling of anastomosis of the alimentary 
tract is widely performed and regarded as a safe and 
quick technique. However, the frequent development 
of anastomotic strictures is a major postoperative 
complication of this procedure [1, 2]. Limited information 
is currently available on the complication of anastomotic 
strictures after the double stapling technique for low 
anterior resection of the rectum [3, 4]. On the other hand, 
in the reconstruction of the cervical esophagus using 
the cervical transposition of a jejunal segment, a major 
complication is the disruption and/or ischemic injury 
of the pharyngojejunal anastomosis or jejunal segment, 
leading to severe stricture [5–7].

Recent advances in fluoroscopic and endoscopic 
modalities have enabled us to perform effective, 
relatively safe, and minimally invasive procedures, such 
as fluoroscopically guided bougienage or endoscopic 
balloon dilation for acute, recurrent, or chronic strictures 
of the alimentary tract [8, 9]. Although good clinical 
outcomes have been achieved for accessible upper and 
lower gastrointestinal anastomotic strictures without 
disruption or ischemic injury, these techniques are not as 
effective for strictures caused by anastomotic disruption 
or ischemic injury. Since this type of stricture is generally 
severe and has a long narrow segment, it is intractable 
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to dilatation and recurrence is common. Furthermore, 
refractory stricture of the alimentary tract causes severe 
pain in postoperative patients.

We developed a novel staple cutter for refractory 
anastomotic strictures [10–12]. We herein review this 
device, its clinical use and effects, as well as its advantages.

Stenosis-cutting device
We developed a novel device and technique for stricture 

dilation after the circular stapling of anastomoses. The 
effects and advantages of this procedure using a staple 
cutter named STENO-CUTTER (M&M, Tokyo, Japan) for 
the treatment of strictures have been demonstrated [10]. 
As shown in Figure 1, STENO-CUTTER is a simple device 
that consists of two 3- or 5-mm sharp edges and a handle. 
The total lengths of the devices are 24.0, 30.5, and 33 cm, 
and the head is constructed to be as small as possible in 
order to pass anastomotic stenosis (width of 6 or 8 mm). 
Although the STENO-CUTTER was initially developed 
to split a circular stapler line in colorectal strictures, 
the device and technique may be applied to severe and 
recurrent strictures associated with anastomotic leakage, 
disruption, and/or ischemic injury [10–12].

Effects of stapling and stenosis cutting
In strictures after colorectal anastomosis, using an 

anoscope with an electric light (diameter of 20 mm, 
length of 90 mm), two or three feasible sites were cut with 
the STENO-CUTTER under direct vision and digitally 
dilated without general anesthesia, as shown in Figure 2. 
In patients with very severe strictures with leakage and/
or ischemic injury, fluoroscopically guided bougienage 
or endoscopic balloon dilatation of the anastomosis was 
required to pass the head of the cutter prior to the cutting 
procedure. In contrast to patients with short strictures 
without leakage and/or ischemic injury, multiple cuts 
were needed for the opposite two sites because the 
strictures consisted of firm fibrosis and formed a long 
narrow segment, as described above (generally three 
sites). 32 patients already underwent this treatment 
of cutting with the STENO-CUTTER, this procedure 
enabled us to obtain sufficient dilation of >20 mm in 
diameter relative to the diameter of the anoscope (Figure 
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3) in 28 (87.5%) of the 32 patients. Complications, such 
as perforation or significant bleeding, did not occur in 
any case. The symptom of frequent defecation before and 
after stenosis cutting was significantly attenuated after 
the treatment [11, 12].

Regarding strictures of a pharyngojejunal anastomosis 
or jejunal segment with vascular anastomosis, with the 
patient under general anesthesia, a conventional rectal 
scope (length of 15 cm) was inserted in front of the stricture 
through the patient’s mouth, and the stricture was cut 
using the STENO-CUTTER under direct vision. The two 
parts of the stricture were cut in order to remove severe 
stenosis (Figure 4A). After cutting, a video endoscope was 
inserted to confirm dilation. The endoscope generally 
passed easily through the anastomosis [12].

We now perform a treatment that combines 
fluoroscopically guided bougienage or endoscopic balloon 
dilation after cutting with the STENO-CUTTER.

Between January 2015 and December 2019, seven 
patients with strictures of a pharyngojejunal anastomosis 
or esophagojejunostomy, a transpositioned jejunal 
segment with a vascular anastomosis after surgery for 
cervical esophageal cancer, underwent cutting with 
the STENO-CUTTER and endoscopic balloon dilation. 
This procedure achieved sufficient dilation in all 
seven patients (Figure 4B and C). After dilation, the 
endoscope passed easily through the anastomosis. All 
patients underwent a gastroendoscopic examination 
every six months, with most not requiring redilation. 
The complete resolution of strictures has been 
maintained in the long term without the need for 
additional treatment.

Possible complications of the STENO-CUTTER are 
bleeding and perforation of the alimentary tract; however, 
substantial bleeding or perforation did not occur during 
or after cutting in any of the patients examined herein.

Figure 1: The novel device, the STENO-CUTTER was developed 
for the treatment of colorectal stenosis after the circular stapling 
of anastomoses, including the double stapling technique.

Figure 2: Presentation of the staple cutting technique. The two 
sites of a colorectal stricture were cut using the staple cutter 
assisted by a conventional anoscope. (Ann Surg 1996; 224: 605).

Figure 3: Endoscopic evaluation of the effect of stenosis cutting 
for the stricture of coloproctostomy after low anterior resection. 
Prior to cutting: (A) After cutting with the STENO-CUTTER. 
(B) The exposed staple (arrow) indicates complete cutting of 
the staple line.

Figure 4: The technique of cutting with the STENO-CUTTER. 
(A) Endoscopic evaluation of the effect of stenosis cutting for 
the stricture of esophagojejunostomy after surgery for cervical 
esophageal cancer. (B) Prior to cutting. (C) After cutting with 
the STENO-CUTTER and endoscopic balloon dilation.
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CONCLUSION

Cutting with the STENO-CUTTER is simple and easy 
under direct vision using a conventional anoscope or 
rectal scope. The intractable stricture of coloproctostomy 
for low anterior resection, pharyngojejunal anastomosis 
or esophagojejunostomy, and a transpositioned jejunal 
segment with a vascular anastomosis after surgery for 
cervical esophageal cancer are very successfully treated 
using the STENO-CUTTER. Complications, such as 
bleeding and perforation, did not occur. Therefore, 
the STENO-CUTTER is strongly recommended for the 
removal of strictures after alimentary tract anastomosis.
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