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Ileal pouch anal anastomosis leak after restorative 
proctocolectomy without protective stoma successfully 
treated with endoscopic vacuum therapy
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ABSTRACT:   Aim: An ileal pouch anal anastomosis (IPAA) leak is one of the most severe complications after restorative proctocolectomy 
(RPC). We present a rare case of successful management of IPAA leak after RPC without defunctioning stoma with the use of 
endoscopic vacuum therapy.

  Methods: A 57-year-old male with an ileal pouch anal anastomosis leak after RPC due to ulcerative colitis with a presacral 
abscess was qualified for endoscopic vacuum therapy (EVT). The abscess of the left buttock was drained and secured with 
suction drain (redon drain). Due to the lack of defunctioning stoma, a system to contain and divert fecal matter was placed 
within an afferent limb of the J-pouch and EVT was placed directly within IPAA dehiscence. EVT was changed every third day.

  Results: The patient underwent a total of five EVT sessions. Improvement of patient’s general condition characterized with 
a lack of pelvic pain, fever and reduction of inflammatory markers was achieved. Locally, anastomosis dehiscence was healed 
with prominent reduction in the defect’s dimension, contraction and revascularization. Based on imaging studies no chronic 
presacral sinus or any other perianal disturbances were revealed in the five-month follow-up. 

  Conclusions: EVT is a promising method for management of IPAA leak. Although it remains extremely difficult, EVT may 
serve as a method of choice in early pouch-related septic complications after RPC performed without defunctioning stoma. 
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ABBREVIATIONS

CRP – C-reactive protein 
CT – computed tomography 
EVT – endoscopic vacuum therapy 
IPAA – ileal pouch anal anastomosis 
MRI – magnetic resonance imaging 
NPWT – negative pressure wound therapy 
PCT – procalcitonin 
RPC – restorative proctocolectomy 
UC – ulcerative colitis 
WBC – leukocytosis

INTRODUCTION

Restorative proctocolectomy (RPC) with ileal pouch anal anas-
tomosis (IPAA) is a current gold standard of surgical manage-
ment for ulcerative colitis (UC).  Introduced in 1978 to surgical 
practice, restorative proctocolectomy with IPAA remains a tech-
nically demanding procedure with various potential intraopera-
tive, postoperative and reoperative complications. Anastomosis 
dehiscence is one of the most severe complications and the inci-
dence of pelvic sepsis after ileo-anal pouch formation affects up 
to 15% of patients [1]. 

The introduction of negative pressure wound therapy (NPWT) for 
surgical management in the late 90s revolutionized the strategy in 
chronic and complex wounds [2]. Currently, NPWT is widely used 

in many clinical indications with various positive effects of nega-
tive pressure on wound healing [3]. In 2008, Weidenhagen et al. 
successfully used a novel salvage technique – endoscopic vacuum 
therapy (EVT) for anastomotic leak after rectal resection [4]. Since 
then, EVT has been implemented as a method of choice in many 
clinical scenarios regarding anastomotic leak with a high success 
rate ranging from 56% to 100% [5].

European evidence-based consensus on surgery for ulcerative 
colitis patients suggests defunctioning stoma at the time of pouch 
formation to reduce the risk for IPAA leakage [6]. However, in 
a selected group of patients, especially in terms of technical intra-
operative considerations, temporary ileostomy may be avoided.  

We present a rare case of successful management of IPAA leak af-
ter RPC without defunctioning stoma with the use of endoscopic 
vacuum therapy. 

CASE REPORT

A 57-year-old male underwent standard two-stage RPC. First, colec- 
tomy had been performed eight months earlier due to refractory 
ulcerative colitis with terminal ileostomy. Next, he was qualified 
for a second stage of RPC. 

RPC was performed in a standard manner. The excision of the rec-
tum and J-pouch formation with IPAA were carried out. The J type 
of pouch was performed with stapled IPAA. Due to a short ileal 
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sufficient anastomosis and the result was negative. Proximal and 
distal anastomotic rings were examined for integrity and they were 
complete. Abdominal drain was placed within the pelvis.  

On the 4th  postoperative day, the patient suffered from perianal 
and left buttock pain. Based on a US scan, a small fluid collection, 
approximately of 2.5 cm in size, at the level of the anal verge was 
revealed, which drained towards the left buttock. Piperacillin and 
tazobactam were introduced as an empiric antibiotic regimen in-
travenously. Due to persistent perianal pain and elevated blood 
serum C-reactive protein (CRP), procalcitonin (PCT) and leuko-
cytosis (WBC), endoscopic evaluation was made. Based on that, 
a dehiscence of the left-posterior internal circumference of IPAA 
was diagnosed. A CT scan revealed a peri-J-pouch abscess within 
IPAA drained posteriorly to the sacral bone (Fig. 1.). The patient 
remained in a relatively good general condition. Total parenteral 
nutrition was administered. Decompression of the upper GI tract 
was initiated and antibiotic regimen was continued. Because of 
the above mentioned technical problems during index surgery 
(short ileal mesentery and quite a thick anterior abdominal wall), 
there were no potential possibilities for defunctioning stoma, and 
so the patient was qualified for endoscopic vacuum therapy. The 
procedure was performed in general endotracheal anesthesia. 
The abscess of the left buttock was drained and secured with suc-
tion drain (redon drain). Within the afferent limb of the J-pouch, 
a system to contain and divert fecal matter (Flexi-seal Signal, Con-
vatec, Poland) was placed. Finally, a polyurethane (PU) foam was 
trimmed to an appropriate size of the anastomotic dehiscence and 
fixed with non-absorbable sutures over the naso-gastric tube (Fig. 2.). 
PU foam was lubricated with lidocaine gel to facilitate introduc-
tion through the anal canal and placed directly within IPAA de-
hiscence. All drains and intraluminal devices were secured using 
a stoma paste (Stomahesive, Convatec, Poland) and an adhesive 
dressing to keep the system sealed (Fig. 3.). 

EVT was changed every third day or on demand in case of an un-
sealed system. With every EVT change, PU foam was trimmed to 
be smaller in size than the previous PU foam. At every EVT session, 
patient was evaluated endoscopically for progressive wound con-
traction. Patient’s improvement of general condition was observed 
together with a reduction in CRP, WBC and PCT levels (Tab. I.). 
Based on an endoscopic evaluation, a reduction in purulent con-
tent and dimension of the fistula cavity were obtained. A total of 
five EVT sessions were performed. Since inflammatory markers 
had a tendency to be reduced, no perianal pain was reported, and 
liquid diet was introduced with a good clinical response. Constant 
improvement in both clinical and endoscopic evaluation was ob-
tained, which was confirmed with imaging studies. Patient was 
discharged on the 23rd postoperative day. Since then, patient was 
monitored every month with no complaints of pain, urgency, fever 
or impaired bowel movement. Based on a recent MRI performed 
three months after EVT was accomplished,  no sacral sinus was 
observed or any remnant of fluid collection (Fig. 4.). 

DISCUSSION

The anastomotic leak after IPAA is reported in 5% to 18% [7]. The 
most common sites of early anastomotic leak after RPC are IPAA 
site and the tip of the J-pouch. As a result of anastomotic leak, 
pelvis abscess is reported in 34% of patients with a mortality rate 

mesentery and quite a thick anterior abdominal wall as well as no 
previous steroid regimen and general good condition, defunction-
ing stoma was not performed. We did not observe any technical 
problems during surgery. Intraoperative leak testing (air test and 
methylene blue test) was performed to identify mechanically in-

Fig. 1.  CT sagittal scan showed a presacral abscess  (marked with arrow) before EVT 
management.

Fig. 2.  Design of EVT. Polyurethane foam sutured over a naso-gastric tube.

Fig. 3.  Intraoperative view of EVT (black arrow), redon drain (blue arrow) and system 
to contain and divert fecal matter (red arrow).
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Recently, it has been firmly confirmed that pouch-related septic 
complications increase the risk of pouch dysfunction and failure, 
especially in those without defunctioning stoma formation [1]. 
The IPAA leak without defunctioning stoma is an extremely dif-
ficult clinical scenario for surgical management. In this study, we 
presented a case of IPAA leak associated with a presacral abscess 
successfully treated with EVT. Although the treatment is associated 
with a potential failure, early diagnosis and quick EVT introduc-
tion with bowel rest, antibiotic regimen and fecal diversion with 
specially designed devices may, in our opinion, be effective in the 
treatment of locally contained IPAA leakage.

CONCLUSIONS

EVT is a promising method for management of IPAA leak. Al-
though it remains extremely difficult, EVT may serve as a method 
of choice in early pouch-related septic complications after RPC 
performed without defunctioning stoma.

of 3% [8]. Anastomotic tension and bowel ischemia are the most 
common risk factors for IPAA dehiscence. Moreover, as a result 
of IPAA leak, presacral abscess is usually formed with  conse-
quent persisting presacral sinus development. Based on a recent 
retrospective study, 36% of patients after anastomotic leakage 
developed chronic presacral sinus [9]. Thus, an early diagnosis of 
anastomotic dehiscence and appropriate management are crucial 
to minimize serious pelvic complications, fibrosis and impaired 
bowel and pouch function.

Although there are no firm conclusions and algorithms for IPAA 
leak management, the first-line treatment includes: drainage, bowel 
rest or fecal diversion and broad-spectrum antibiotic regimen. Re-
cently, endoscopic salvage therapy using stents, endoscopic clips, 
fibrin glue and endoscopic vacuum therapy has been widely used as 
a method of choice regarding the anastomotic complication. One of 
the promising strategies for anastomotic leak is endoscopic vacuum 
therapy. It facilitates constant drainage and increases blood flow 
which influences granulation of the peri-anastomotic defect [10]. 
Moreover, it decreases bacterial contamination and reduces the cav-
ity size due to the mechanical properties of EVT [11]. The EVT was 
successfully used in colorectal anastomotic leak and included: rectal 
anastomotic leak, rectal stump insufficiency, iatrogenic or traumatic 
rectal perforation, transanal endoscopic microsurgery, anastomotic 
leakage after stapled transanal rectal resection and others [5, 12]. 
Recently, Rottoli et al. analyzed the outcomes of the utility of EVT 
in IPAA leak without any additional surgical operations [13].  The 
IPAA leak was healed in all patients after a median of 60 days of 
treatment. Van Koperen et al. described two patients successfully 
treated with EVT after IPAA leak [14].  However, both mentioned 
above authors used EVT in patients who had a defunctioning ileos-
tomy performed routinely at the time of pouch formation or who 
underwent emergency diversion ileostomy. Gardenbroek et al. pre-
sented two patients with EVT management without defunctioning 
stoma [15]. Complete healing of the leak was achieved in one patient, 
whereas the second one required formation of ileostomy. Mennigen 
et al. presented one patient without ileostomy with a presence of 
a presacral abscess successfully treated with EVT [16].

Defunctioning ileostomy at the time of RPC reduces the risk for clinical 
leakage by 50% [6]. Based on recent ECCO recommendations, tempo-
rary loop ileostomy may be avoided in a selected group of patients [6].  

Fig. 4.  MRI sagittal scan showed no presacral sinus or any other fluid collection within 
the pelvis after EVT management.

Tab. I.  Blood serum C-reactive protein (CRP), procalcitonin (PCT) and leukocytosis (WBC) during endoscopic vacuum therapy (EVT).

EVT NO. 1 NO. 2 NO. 3 NO. 4 NO. 5

Postop. Day 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18

CRP (mg/L) 72 27 61 345 296 223 97 55 48 54 44 33 38 39 40

PCT (ng/mL) 0.44 0.28 0.18 0.11 0.07 0.06

WBC (x10^3/µL) 10 16 15 14 12 10 11 13 10 10 11 6 7
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