Endoluminal Vacuum Therapy for Colorectal Anastomotic Dehiscence:
A Simplified Atlas for a Complex Problem
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Purpose: Colorectal anastomotic dehiscence plagues colorectal surgeons
given the significant morbidity and mortality associated with this
postoperative complication. Incidence of colorectal leaks or dehiscence is
reported as high as 10-20% with an associated mortality up to 5-10%.
Negative pressure vacuum therapy, or endoluminal vacuum therapy (EVAC),
is quickly revolutionizing the management of anastomotic dehiscence in both
foregut and hindgut surgery [1-4]. Compared with traditional treatment
options, improved luminal healing and shorter time to stoma reversal has
been reported in the literature using EVAC [5-7]. We will discuss the
management of a colorectal anastomotic dehiscence (six centimeters from
the anal verge) and a large presacral abscess to demonstrate the longitudinal

clinical progression using EVAC in a patient following low anterior resection

for severe infiltrating endometriosis.

Methods: After proximal diversion, we managed a large (6x4x9cm) presacral
abscess cavity with EVAC. An endoluminal vacuum device was created using
readily available supplies with the goal of collapsing the cavity and creating a
mucosal seal for rectal healing. A white foam sponge was secured to the end
of suction tubing with nylon suture, endoscopically placed into the presacral
cavity, and connected to continuous negative pressure (75mmHg) using a
portable wound vacuum. The patient underwent six weeks of endoluminal
vacuum therapy with sponge changes occurring biweekly. At each exchange,
the progression of granulation tissue and mucosal healing was inspected, the
cavity measured, and the size of the sponge adjusted according to the
collapsing space. Treatment was managed as an outpatient. Sponge changes
were performed without difficulty by surgical staff including residents of all
levels of training.
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Results: After six weeks of therapy, the large presacral cavity
was healed. The progressive findings, both intraluminal and
radiologic, were chronologically recorded to create an atlas
of expected healing. The patient did not require reoperation
following EVAC treatment of the colorectal anastomotic
dehiscence. Her ileostomy was successfully reversed
following completion of EVAC therapy.
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Conclusion: Endoluminal vacuum therapy is transforming
the management of esophageal and colorectal anastomotic
leaks given the high rates of successful healing. Despite _ |
severe infiltrating endometriosis of the rectum, our patient O <.~ e ' A D o\
was able to heal a low colorectal dehiscence and presacral vveek Five: 1-2. Decreased size of presacral cavity
abscess cavity in just six weeks. Management of even the ,"r

most complex cases of anastomotic dehiscence with EVAC :

has demonstrated very promising results. Colorectal
surgeons should be aware of this alternative treatment
modality.
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