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First Report

‘TAMIS’ is coined



TEM superior to transanal excision



TEM 247 TAMIS 181

• No difference in complications 11 vs 9 %

• No difference in peritoneal violation 3%

• No difference in poor quality excision 8 vs 11%



TAMIS was associated with
• Shorter operative times
• Quicker discharge
• Equivalent cumulative 5 year disease free survival



Mastering TAMIS:

1. Practice (rehearse/simulate/perfect)

• TAMIS course

• Cadaver/Animal Tissue (cow rectum)/Inanimate

models

• Skills training (Grasping/ergonomics/suturing

• Didactics



Methods

Main proficiency outcome: resection margin involvement

Transanal endoscopic microsurgery (TEM)

Transanal excision (TAE)

Proficiency determined by cumulative summation (CUSUM) 
analysis

Acceptable decision limit: TEM 10%

Unacceptable decision limit: TAE 26%

Clancy et al. Dis Colon Rectum 2015

CUSUM Analysis
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Results

CUSUM graphs

24 cases 20 cases 14 cases



2. Know your anatomy



No mans land









TAMIS-Early rectal Cancer

52 year old Hispanic female.

Synchronous early endometrial cancer

BMI 42

Bx- adenocarcinoma

MRI t1/t2 right hemicircumference, n0. cea nml. Metastatic 
workup negative





TAMIS-Early rectal Cancer

50year old female

Anterior distal rectal cancer 6 cm from verge

Bx- adenocarcinoma

MRI t1/t2 right right anterior n0. cea nml. Metastatic workup 
negative





Case 2

75 year old male, mucous discharge, bleeding and change in 

bowel habits.

Bx: villous adenoma with high grade dysplasia

No further imaging



3.  Appropriate Indications

ASCRS Guidelines

“Local excision is an appropriate treatment 
modality for carefully selected T1 rectal cancers 

without high-risk features”

• T2 cancers?
• Palliative excision
• After neoadjuvant CRT

Rule of 2’s:
• Too old
• Too sick

• Too obese



Excisional biopsy



Big biopsy method



60 year old with synchronous splenic flexure cancer
and low rectal lesion with HGD. 
MRI T3N1



50 year old male

-Rectal bleeding
-Colonoscopy with biopsy demonstrates carcinoma in situ.
-MRI as T2 malignancy. Normal lymph nodes.
-What next?



Post Radiotherapy



4. Clear operative view

Good camera (5mm)

Minimize smoke

Maintain pneumorectum

Minimize bleeding



Insuffolation stabilization bag (ISB)

-ISB is an accessory that increases the overall volume creating a reservoir of CO2 

-The bag absorbs the pulsing and allows the surgical space to remain stable  



Hybrid approach/Low lying lesions





5. The Specimen is Critical

Non Fragmented

Adequate margin (5-10mm)

Full thickness

Oriented

Pathologic evaluation

Iishi H, Tatsuta M, Iseki K, et al. Endoscopic piecemeal resection with submucosal saline injection of 
large sessile colorectal polyps. Gastrointest Endosc 2000;51:697-700.

After piecemeal excision:
Pathologic assessment is difficult
Local recurrence is high



• Right to left
• Distal to Proximal
• Rotate the instrument
• Full thickness bites
• Bring tissue to needle

6. Close the defect/Master suturing



Peritoneal Entry



sm1: slight submucosal invasion from 
the muscularis mucosa.
LNM 0%

sm2: intermediate between sm1 and sm3.
LNM 10%

sm3: carcinoma invasion near the 
inner surface of the muscularis
propria.

LNM  25%

7. Pathologic assessment:
Classification of level of invasion of early invasive cancer:  
Kikuchi classification



Age < 80 years

Well or moderately differentiated

Predicted Local Recurrence Rates



8. Surveillance

Benign lesions

-q 6 months proctoscopy x 2 years

Malignancy

-NCCN guidelines

-Quarterly surveillance CEA, Proctoscopy

-CT scan yearly x 3 years.

-MRI yearly x 3 years



30d cx: 11%
9 patients with bleeding 

LE for rectal 
adenocarcinoma
• Mean FU 14.4 mos (SD 

17.4)
• Local recurrence 6%
• Distant metastasis 2%
• 3-year DFS 94% 



Conclusions
1. Preoperative skills lab/practicum

2. Know the anatomy
• DRE, Proctoscopy, MRI

3. Proper indication (preop CRT?)

4. Good insufflation

5. Good specimen
• Negative margins (5-10 mm), non-fragmented, full thickness, pinned out

6. Close the defect/master suturing

7. Pathologic assessment

8. Long term observation


