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Abstract

Background Anastomotic leakage is a devastating com-

plication of colorectal surgery. However, there is no tech-

nology indicative of in situ perfusion of a laparoscopic

colorectal anastomosis.

Methods We detail the use of near-infrared (NIR) lapa-

roscopy (PinPoint System, NOVADAQ, Canada) in asso-

ciation with fluorophore [indocyanine green (ICG), 2.5 mg/ml]

injection in 30 consecutive patients who underwent elective

minimally invasive colorectal resection using the simulta-

neous appearance of the cecum or distal ileum as positive

control.

Results The median (range) age of the patients was 64

(40–81) years with a median (range) BMI of 26.7 (20–35.5)

kg/m2. Twenty-four patients had left-sided resections (includ-

ing six low anterior resections) and six had right-sided

resections. Of the total, 25 operations were cancer resections

and five were for benign disease [either diverticular strictures

(n = 3) or Crohn’s disease (n = 2)]. A high-quality intraop-

erative ICG angiogram was achieved in 29/30 patients. After

ICG injection, median (range) time to perfusion fluorescence

was 35 (15–45) s. Median (range) added time for the technique

was 5 (3–9) min. Anastomotic perfusion was documented as

satisfactory in every successful case and encouraged avoidance

of defunctioning stomas in three patients with low anastomo-

ses. There were no postoperative anastomotic leaks.

Conclusion Perfusion angiography of colorectal anasto-

mosis at the time of their laparoscopic construction is feasible

and readily achievable with minimal added intraoperative

time. Further work is required to determine optimum sensi-

tivity and threshold levels for assessment of perfusion suffi-

ciency, in particular with regard to anastomotic viability.
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Colorectal resection is a common operation with more than

600,000 procedures performed each year in the US alone.

Anastomotic leakage remains its most concerning compli-

cation, with often devastating clinical results for the patient

and considerable economic consequence for the healthcare

provider [1]. While relatively uncommon in any single

surgeon’s practice, average leak rates of 1–3 % for ileo-

colic anastomoses and up to 10–20 % for low colorectal

anastomoses impact adversely on postoperative outcomes

worldwide [2, 3]. These incidences have persisted despite

widespread and increasing uptake of laparoscopic approa-

ches that have made a significant and positive impact on

postoperative complication rates [4].
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Various patient- and procedure-related variables have

been implicated as risk factors for anastomotic breakdown,

although absolute prediction of its occurrence in any one

individual remains difficult [5]. Although a common

determining factor of viability is adequate arterial perfu-

sion to ensure sufficient local tissue oxygenation [6], there

is currently no accepted method to assess the viability of a

colorectal anastomosis in situ after its laparoscopic con-

struction. Common practice nowadays is simply to use

crude visual assessment of the transected proximal bowel

at the time of specimen extraction and thereafter inspection

of the whole anastomosis after stapling. A more sophisti-

cated capability to view the actual vascular and micro-

vascular perfusion at the time of reanastomosis may

increase confidence in the technical perfection or, alterna-

tively, indicate perfusion deficiency and so prompt recon-

struction or even abandonment of anastomosis. Here, we

report the use of near-infrared (NIR) laparoscopic tech-

nology to confirm and document viability and perfusion of

digestive anastomoses by means of an on-table, real-time

fluorophoric [indocyanine green (ICG)] angiogram in a

series of consecutive patients who underwent laparoscopic

colorectal resection with primary anastomosis. This builds

on the earlier recently published experience in which

similar technology was employed endoluminally [7, 8] and

within the Da Vinci robot platform [9] and indeed for

nongastrointestinal indications [10, 11].

Methods

Patient selection and ethical approval

Full ethical approval for this study was granted after

application to an Independent Research Ethics Committee

(North London REC-2, ethical committee approval No.

10/H0724/13), and institutional, departmental, and external

peer approval of the entire protocol was obtained. Thirty

consecutive patients who were to undergo elective colonic

or rectal resection for either colorectal cancer or benign

pathology consented in full before their agreed recruitment;

with all being informed that inclusion in the study was

voluntary and simply additive to routine care.

ICG

ICG is supplied as sterile water-soluble lyophilized powder

(25 mg, ICG Pulsion�, Pulsion Medical Systems, Munich,

Germany) with the formula C43H47N2O6S2Na [12]. It is an

anhydro-3,3,30,30-tetramethyl-1,10-di-(4-sulfobutyl)-4,5,40,
50-dibenzoindotricarbocyanine hydroxide sodium salt with

molecular weight of 775 Da. A fluorophore in response to

NIR irradiation, it absorbs light between 790 and 805 nm

and re-emits it with an excitation wavelength of 835 nm

[13]. ICG half-life is 3–5 min and it is eliminated by the

liver in 15–20 min. These properties in conjunction with

the absence of any native biological fluorescence within

these wavelengths make ICG an ideal agent for the

acquisition of high-quality images of both the circulatory

and lymphatic systems [14]. While generally very safe for

intravenous use, vasovagal or allergic reactions can occur

and the incidence of fatality due to its use is estimated as

one per 333,000.

Laparoscopic NIR fluorescence imaging system

A prototype NIR laparoscopic system (PinPoint Endo-

scopic Fluorescence Imaging System, NOVADAQ, Miss-

issauga, ON, Canada) was used to provide high-definition

white light, NIR irradiation, and back-filtration specifically

tuned for ICG. This system also provides a superimposition

of both modalities using false-coloring technology allow-

ing an enhanced real-time appreciation of dynamic perfu-

sion without loss of the standard white light view. Though

not yet CE-marked, the system was used with approval

after specific MHRA and ethics clearance. ICG injection

was performed immediately after anastomosis construc-

tion, with a segment of unoperated right colon or ileum

used as positive comparator in each case.

Operative procedure

Colorectal resection was performed in a standardized

fashion by multiport laparoscopy for every case, utilizing a

fully laparoscopic technique for left-sided resections

(classified as either high or low anterior resection

depending on whether the double-stapled colorectal anas-

tomosis was above or below the peritoneal reflection) and a

laparoscopy-assisted approach (stapled or handsewn extra-

corporeal anastomosis with subsequent relaparoscopy) for

right-sided resections. A medial to lateral dissection tech-

nique was used and the splenic flexure was mobilized rou-

tinely for left-sided resections.

Data collection

Patient characteristics, intraoperative parameters, and

postoperative outcomes were collected prospectively. Per-

fusion images were recorded and qualitatively judged in

real-time. Specific NIR criteria related to the timing and

quantity of injection as well as anastomotic fluorescence

intensity and persistence were measured and any change in

operative protocol prompted by the ICG angiogram was

noted. Intraoperative adverse reactions were recorded in

real-time and postoperative complications were classified

according to the Dindo–Clavien classification [15].
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Fig. 1 NIR perfusion assessment in laparoscopic right hemicolec-

tomy. a Normal light. b Near-infrared fluorescence. c Superposition

of NIR and normal light in green. A Intraoperative photos showing a

clear demarcation line after vessel division. B Ileotransverse anasto-

mosis before IDC injection, showing no fluorescence. C Perfusion

assessment of the ileotransverse anastomosis

Fig. 2 NIR perfusion assessment in laparoscopic low anterior

resection. a Normal light. b Near-infrared fluorescence. c Superposi-

tion of NIR and normal light in green. A Colorectal end-to-end

anastomosis before IDC injection, showing no fluorescence. B Perfu-

sion assessment of the colorectal anastomosis
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Statistical analysis

Results were expressed as median (range). Continuous

variables were compared with the Student t test and cate-

gorical variables with the vv2 test. All tests were conducted

using the standard a level of 0.05 to indicate statistical

significance (Figs. 1, 2, 3).

Results

Thirty consecutive patients were recruited for the study over a

5-month period. Patient and disease characteristics are given in

Table 1 and operation parameters are given in Table 2. An

intraoperative ICG perfusion angiogram of the anastomosis and

supporting colorectal mesentery was achieved in every patient

except one (patient no. 2) when the system failed to detect any

visible fluorescence. The time of visible ICG fluorescence at the

anastomosis was less than 1 min in each successful case, the

median time being 35 s (see Table 3 and video 1). Fluores-

cence persisted at the site of interest for more than 3 min, with a

residual weak signal visible up to 30 min after the initial

injection (video 2). Once it starts to fade, a second ICG injection

at least 5 min after the first injection could refluoresce the target

tissue. With the normal, nearly adjacent cecum or terminal

ileum, in case of right hemicolectomy, used as a comparative

positive control, the perfusion appearances of the colorectal

anastomosis were judged satisfactory in every patient and did

not prompt revision or other technical adjustment of any

anastomosis. A defunctioning stoma (normally our preference

for anastomoses within 8 cm of the anal verge), was avoided in

three of six patients in part because of the confidence imparted

by the perfusion angiogram. There was no need to redo the

anastomosis in any patient based on the angiogram findings.

The median added procedure time from using this technologi-

cal modality was 4.5 (3–9) min, with the shorter times occurring

with experience. There was no long-term or short-term mor-

bidity related to ICG injection. None of the patients developed a

problem related to the anastomosis (no leaks in this series), and

the only postoperative morbidity (Table 4) was related to car-

bonarcosis due to analgesic drugs.

Discussion

Although improved minimal access techniques and opti-

mized perioperative care protocols [16] have greatly

impacted short and intermediate postoperative outcomes,

anastomotic complications (especially early postoperative

Fig. 3 Positive control. a Normal light. b Near-infrared fluorescence. c Superposition of NIR and normal light in green. A Image of the normal

cecum after IDC injection

Table 1 Patient characteristics

N 30

Gender (M/F) 19/11

Age (years) 64 (40–79)

BMI (kg/m2) 26.7 (20-35.6)

Anesthetic risk

ASA I 3 (10 %)

ASA II 25 (83 %)

ASA III 2 (7 %)

ASA IV 0 (0 %)

Indication for surgery

Colorectal cancer 25 (83 %)

Diverticular disease 3 (10 %)

Crohn’s disease 2 (7 %)

Data are expressed as median (range) or number (%)

BMI body mass index, ASA American Society of Anesthesiologists

Table 2 Perioperative data

Laparoscopic high anterior resection 18 (60 %)

Laparoscopic low anterior resection 6 (20 %)

Laparoscopic right hemicolectomy 6 (20 %)

Conversion 3 (10 %)

Early 2 (7 %)

Late 1 (3.5 %)

Splenic flexure mobilization

(high and low anterior resection, n = 25)

24 (96 %)

Protective ileostomy (low anterior resection) 3/6 (50 %)

Median length of procedure (min)

Right hemicolectomy 146 (146–147)

High anterior resection 195 (95–296)

Low anterior resection 250 (188–270)

Data are expressed as median (range) or number (%)
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anastomotic leaks) remain unpredictable and are often

devastating. While a proximal defunctioning stoma may

mitigate the consequences of anastomotic dehiscence,

diversion also can negatively impact the patient in terms of

psychological and physical functioning and with regard to

actual complications in their formation and closure [17].

Furthermore, aside from acute dehiscence or breakdown,

impaired perfusion can also contribute to intermediate or

late stricture formation. Any means of minimizing or even

avoiding anastomotic complications would justify consid-

erable investment in time, effort, and direct investment.

Current means of assessing anastomosis viability, however,

relate only to simple inspection and checking mechanical

integrity (i.e., donut assessment and air leak testing). At

present, assessment of the collateral flow is possible only

on the extracted proximal bowel and, of course, may not

represent actual flow when the anastomosis is constructed

within the abdominopelvic cavity. The perfusion angio-

gram clearly shows perfusion along the antimesocolic

border of the colon proximal to the anastomosis for

left-sided operations and distal to the anastomosis for right-

sided resections. This is demonstrative of direct vascular-

ization from the marginal artery, which lies along the

mesocolic aspect of the colon and flow on this aspect is

likely as sufficient. Equally, a mechanically intact anasto-

mosis still may breakdown some days after its formation

likely because of, at least in a proportion, vascular

insufficiency.

Real-time NIR fluorescence angiography using ICG

during laparoscopic colorectal surgery was proved feasible

and reproducible with a minimum of added complexity.

While a large prospective study is required to investigate its

use in finding postoperative anastomotic leaks, the images

appear compelling and seem at least to document technical

sufficiency with regard to in situ vascularization of the

proximal conduit at the time of anastomotic construction.

Whether additional useful information could be gleaned by

intraoperative assessment of the rectal stump prior to anas-

tomosis or indeed the intraluminal aspect of the anastomosis

after construction by transanal use via a sigmoidoscopy both

during the operation and perhaps even on a daily basis after

(in order to detect the failing anastomosis allowing correc-

tive intervention prior to overt clinical deterioration) also

requires further focused study. Finally, analytic measures to

objectively quantify signal intensity are already evolving

and require investment for their development and correlation

with clinically important outcomes [18].

Acknowledgments We acknowledge the support of the Oxford

Colon Cancer Trust (OCCTOPUS). The laparoscopic NIR (Pinpoint)

system was provided under an unrestricted use agreement from

Novadaq. No right of review of the data or manuscript was requested

or provided. The authors also acknowledge the endeavor and contri-

butions of Ms. Lian Lee, RN, and her scrub-nurse team as well as the

fellows and registrars of the Colorectal Department at Oxford

Radcliffe Hospitals.

Disclosures Drs. Frederic Ris, Roel Hompes, Chris Cunningham,

Ian Lindsey, Richard Guy, Oliver Jones, Bruce George, Ronan A

Cahill, and Neil J. Mortensen have no conflicts of interest or financial

ties to disclose.

Open Access This article is distributed under the terms of the

Creative Commons Attribution License which permits any use, dis-

tribution, and reproduction in any medium, provided the original

author(s) and the source are credited.

References

1. Ashraf SQ, Burns EM, Jani A, Altman S, Young JD, Cunningham

C, Faiz O, Mortensen NJ (2013) The economic impact of anas-

tomotic leakage after anterior resections in English NHS hospi-

tals: are we adequately remunerating them? Colorectal Dis

15(4):e190–e198

2. Vignali A, Gianotti L, Braga M, Radaelli G, Malvezzi L, Di Carlo

V (2000) Altered microperfusion at the rectal stump is predictive

for rectal anastomotic leak. Dis Colon Rectum 43(1):76–82

Table 3 Perfusion assessment

Perioperative data

Median length of the procedure (min) 4.5 (3–9)

Median time to reach the anastomosis (s) 35 (15–45)

Quality of the perfusion

Good 29 (96 %)

Average 0

Bad 0

Technical failure 1 (4 %)

Change in anastomosis 0

Change in strategy (no diverting

stoma in low anterior resection)

3 (50 %)

Data are expressed as median (range) or number (%)

Table 4 Postoperative data, hospital stay, and short- and long-term

complications according to Clavien–Dindo classification

Hospital stay (days) 5 (2–8)

No complication 24

Complications (Clavien–Dindo)a 7

Grade I 3 (10 %)

Grade II 3 (10 %)

Grade IIIa 1 (3.5 %)

Grade IIIb 0

Grade IV 0

Reoperation 0

Anastomotic related complication 0

Long-term complication 0

Data are expressed as median (range) or number (%)
a There were seven complications in six patients

Surg Endosc (2014) 28:2221–2226 2225

123



3. Vignali A, Fazio VW, Lavery IC, Milsom JW, Church JM, Hull

TL, Strong SA, Oakley JR (1997) Factors associated with the

occurrence of leaks in stapled rectal anastomoses: a review of

1,014 patients. J Am Coll Surg 185(2):105–113

4. Kuhry E, Schwenk W, Gaupset R, Romild U, Bonjer J (2008)

Long-term outcome of laparoscopic surgery for colorectal cancer:

a cochrane systematic review of randomised controlled trials.

Cancer Treat Rev 34(6):498–504

5. Shogan BD, Carlisle EM, Alverdy JC, Umanskiy K (2013) Do we

really know why colorectal anastomoses leak? J Gastrointest Surg

17(9):1698–1707

6. Allison AS, Bloor C, Faux W, Arumugam P, Widdison A, Lloyd-

Davies E, Maskell G (2010) The angiographic anatomy of the

small arteries and their collaterals in colorectal resections: some

insights into anastomotic perfusion. Ann Surg 251(6):1092–1097

7. Sherwinter DA (2012) Transanal near-infrared imaging of colo-

rectal anastomotic perfusion. Surg Laparosc Endosc Percutan

Technol 22(5):433–436

8. Sherwinter DA, Gallagher J, Donkar T (2013) Intra-operative

transanal near infrared imaging of colorectal anastomotic perfu-

sion: a feasibility study. Colorectal Dis 15(1):91–96

9. Jafari MD, Lee KH, Halabi WJ, Mills SD, Carmichael JC, Sta-

mos MJ, Pigazzi A (2013) The use of indocyanine green fluo-

rescence to assess anastomotic perfusion during robotic assisted

laparoscopic rectal surgery. Surg Endosc 27(8):3003–3008

10. Liu DZ, Mathes DW, Zenn MR, Neligan PC (2011) The appli-

cation of indocyanine green fluorescence angiography in plastic

surgery. J Reconstr Microsurg 27(6):355–364

11. Onoda S, Azumi S, Hasegawa K, Kimata Y (2013) Preoperative

identification of perforator vessels by combining MDCT, Doppler

flowmetry, and ICG fluorescent angiography. Microsurgery

33(4):265–269

12. Paumgartner G (1975) The handling of indocyanine green by the

liver. Schweiz Med Wochenschr 105:1

13. Cahill RA, Ris F, Mortensen NJ (2011) Near-infrared laparos-

copy for real-time intra-operative arterial and lymphatic perfu-

sion imaging. Colorectal Dis 13(Suppl 7):12–17

14. Cahill RA, Anderson M, Wang LM, Lindsey I, Cunningham C,

Mortensen NJ (2012) Near-infrared (NIR) laparoscopy for

intraoperative lymphatic road-mapping and sentinel node identi-

fication during definitive surgical resection of early-stage colo-

rectal neoplasia. Surg Endosc 26(1):197–204

15. Dindo D, Demartines N, Clavien PA (2004) Classification of

surgical complications: a new proposal with evaluation in a

cohort of 6336 patients and results of a survey. Ann Surg

240(2):205–213

16. Zhuang CL, Ye XZ, Zhang XD, Chen BC, Yu Z (2013) Enhanced

recovery after surgery programs versus traditional care for

colorectal surgery: a meta-analysis of randomized controlled

trials. Dis Colon Rectum 56:667–678

17. Sharma A, Deeb AP, Rickles AS, Iannuzzi JC, Monson JR,

Fleming FJ (2013) Closure of defunctioning loop ileostomy is

associated with considerable morbidity. Colorectal Dis 15(4):

458–462

18. Diana M, Noll E, Diemunsch P, Dallemagne B, Benahmed MA,

Agnus V, Soler L, Barry B, Namer IJ, Demartines N, Charles AL,

Geny B, Marescaux J (2014) Enhanced-reality video fluores-

cence: a real-time assessment of intestinal viability. Ann Surg

71(1):35–43

2226 Surg Endosc (2014) 28:2221–2226

123


	Near-infrared (NIR) perfusion angiography in minimally invasive colorectal surgery
	Abstract
	Background
	Methods
	Results
	Conclusion

	Methods
	Patient selection and ethical approval
	ICG
	Laparoscopic NIR fluorescence imaging system
	Operative procedure
	Data collection
	Statistical analysis

	Results
	Discussion
	Acknowledgments
	References


