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ABSTRACT

BACKGROUND: Anastomotic leakage is a significant complication following colorectal surgery, associated with increased morbidity 
and mortality. Endoluminal vacuum therapy (EVT) has emerged as a promising treatment option for managing such leaks, although stan-
dardized guidelines are still lacking. This study aimed to evaluate the efficacy of EVT in managing anastomotic leakage after colorectal 
surgery, focusing on outcomes and contributing factors.

METHODS: A retrospective analysis was conducted on 25 patients who underwent EVT for anastomotic leakage between 2018 
and 2022 at our institution. Data collected included patient demographics, surgical details, timing of EVT initiation, number of EVT 
sessions, complications, and outcomes such as leak closure and subsequent surgical interventions. Statistical analyses were performed 
using Python packages. 

RESULTS: The study cohort had a mean age of 56.84 years, with 68% being male. All patients received neoadjuvant therapy followed 
by low anterior resection and diverting ileostomy; 80% underwent open surgery. EVT was initiated for postoperative anastomotic leak-
age, with a mean hospital stay of 14.16 days and an average initiation time of 16.16 days post-surgery. Ileostomy closure was performed 
in 14 patients after endosponge therapy. The overall EVT success rate was 68%, with a mean follow-up period of 30.7 months for 
those who underwent ileostomy closure. No significant relationship was found between patients' age and the time to first EVT after 
anastomotic leakage (p=0.52). However, a significant association was observed between the timing of the first EVT and the duration 
of EVT termination (p=0.0003).

CONCLUSION: EVT is a viable option for managing anastomotic leakage following colorectal surgery, demonstrating high closure 
rates and low associated morbidity. Early initiation of EVT appears to be crucial for optimizing treatment outcomes. Further pro-
spective studies are needed to establish standardized protocols and confirm the long-term benefits of EVT in this challenging clinical 
context.
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INTRODUCTION

Rectal cancer is one of the leading causes of cancer-related 

deaths worldwide. Early diagnosis and timely treatment are 

essential, as the disease carries high rates of morbidity and 

mortality. One of the most feared complications following 

neoadjuvant chemoradiotherapy (CRT) in rectal cancer pa-

tients is anastomotic leakage.[1] This complication can lead to 
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adverse oncological and functional outcomes, including the 
potential need for a permanent stoma.[2,3] The rate of anas-
tomotic leakage varies between 6% and 30% depending on 
several specific factors, with an average incidence of 11%.[4] 
Anastomotic leaks can present a broad spectrum of clinical 
manifestations, ranging from ileus to intra-abdominal sepsis. 
Delayed diagnosis can lead to serious complications, includ-
ing sepsis, severe sepsis, and multiple organ failure. Due to 
compromised blood supply to the rectum, especially after ra-
diotherapy (RT), most surgeons recommend the creation of a 
diverting ileostomy during rectal surgery. 

To date, no standardized management protocol exists for the 
treatment of anastomotic leaks. Management is typically indi-
vidualized and depends on factors such as the patient's age, 
comorbidities, clinical status, the location and extent of the 
anastomotic disruption, and the presence or absence of a 
diverting stoma.[5] Treatment approaches include traditional 
surgical interventions with variable success rates, as well as 
endoscopic techniques such as tissue adhesives, endoscopic 
clips, and self-expanding metal stents.[6]

Endoluminal vacuum therapy (EVT) (Endo-SPONGE®; B. 
Braun Medical BV) is an alternative to surgical procedures for 
managing anastomotic leakage.[7] This method aims to prevent 
pelvic infection and promote closure of the intracavitary space 
associated with the anastomotic leak, using an endoscopic ap-
proach. 

EVT is a minimally invasive technique applied to anastomotic 
leaks in the gastrointestinal tract. It involves the use of an 
endosponge, a cylindrical polyurethane sponge connected 
to a drainage tube, which is attached to a vacuum system to 
provide continuous suction via an endoscopic vacuum-assist-
ed device. The system includes an open-pore sponge with a 
drainage tube, a sponge pusher, silicone tube guides, and a 
drainage set. The setup is designed to evacuate leakage from 
the anastomotic cavity, prevent bacterial translocation, and 
support granulation tissue formation and healing.

Currently, EVT is used in the treatment of anastomotic leaks 
in many countries.[8,9] However, apart from a few observational 
studies offering limited data on its efficacy,[10,11] most of the 
available evidence comes from small case series.[12,13] Further-
more, these studies often involve heterogeneous case series, 
including both benign and malignant conditions. This has led to 
varying outcomes among studies regarding the efficacy of EVT.

In this study, EVT was applied to patients who developed anas-
tomotic leakage after undergoing low anterior resection and 
diverting ileostomy following neoadjuvant therapy. The prima-
ry aim was to evaluate morbidity and mortality rates, length of 
hospital stay, the success rate of EVT, and subsequent closure 
of the diverting ileostomy in these patients.

MATERIALS AND METHODS
Patients who received neoadjuvant therapy followed by low 

anterior resection and diverting ileostomy and subsequently 
developed anastomotic leakage were included in this study, 
conducted at our General Surgery Clinic between March 
2014 and March 2024. EVT was administered to all patients 
who met the eligibility criteria. The study was designed as a 
retrospective clinical analysis and was approved by the insti-
tutional Ethics Committee (Decision No: 2023/514/258/8). It 
was conducted in strict accordance with the ethical principles 
outlined in the Declaration of Helsinki.

Inclusion criteria for the study were as follows: patients aged 
18 years or older with histopathologically confirmed rectal 
carcinoma who underwent sphincter-sparing surgery fol-
lowing neoadjuvant therapy. Eligible patients received either 
emergency or elective laparotomy or laparoscopic proce-
dures involving colorectal or coloanal anastomoses with di-
verting ileostomy. All patients were required to be in good 
general condition, with stable vital signs and no signs of sep-
sis. Exclusion criteria included: patients under 18 years of age, 
those who did not receive neoadjuvant CRT, individuals with 
benign conditions requiring anastomosis, and patients who 
did not undergo diverting stoma formation following anas-
tomosis.

Anastomotic leakage after rectal surgery was defined by one 
or more of the following: the presence of gastrointestinal 
content at the incision site during postoperative follow-up; 
drainage of colonic content from abdominal drains post-sur-
gery; evidence of contrast leakage into the abdominal cavity 
on oral or rectal contrast-enhanced abdominal computed to-
mography (CT) scan; or visualization of anastomotic leakage 
during colonoscopic evaluation.

The clinical condition of patients with anastomotic leakage 
in the postoperative period was the primary factor guiding 
treatment decisions. Patients exhibiting unstable vital signs, 
signs of sepsis, or peritonitis were managed surgically, while 
stable patients were considered for EVT.

EVT Application Procedure

Patients underwent EVT under sedation using intravenous 
meperidine (0.5-1 mg/kg) and midazolam (2.5-5 mg) in the 
endoscopy unit. Following endoscopic evaluation to deter-
mine the size and depth of the bowel dehiscence, a cylindrical 
polyurethane sponge was cut and shaped to fit the dimen-
sions of the cavity. The pouch was then irrigated with 0.9% 
NaCl solution to remove debris and purulent material. Next, 
an endoscope was advanced through a plastic tube. Using a 
colonoscope, the tube was guided to the deepest part of the 
cavity, after which the endoscope was withdrawn. Ultrasound 
gel was applied to the sponge, which was then inserted into 
the plastic tube. The sponge was carefully pushed into the 
cavity using a push rod while simultaneously withdrawing the 
plastic tube. Correct placement of the sponge within the cav-
ity was confirmed via colonoscopy.
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The sponge was then connected via a drainage tube to a vac-
uum canister, which maintained a continuous negative pres-
sure of 100-120 mmHg. This negative pressure facilitated the 
formation of clean granulation tissue in the intracavitary area 
and helped approximate the separated ends of the intestine. 
EVT treatment was continued until clean granulation tissue 
had formed, the depth of the pouch was reduced to less than 
2 cm, and gastrointestinal continuity was restored. Depend-
ing on the initial presence of dense debris and pus, the sponge 
was changed every 3-4 days. Later, once clean granulation 
tissue began to form, the sponge was changed less frequently, 
no more than every 7 days, based on how firmly it adhered 
to the tissue. An example of the procedure is illustrated in 
Figure 1, and the appearance of the Endosponge set is shown 
in Figure 2.

Statistical Analysis

All statistical analyses and graphical visualizations were per-
formed using Python (Python Software Foundation, Wilm-
ington, DE, USA) packages including Pandas, Matplotlib, Sea-
born, SciPy, Plotly Express, and Scikit-learn. Numerical data 

are presented as mean ± standard deviation, while categorical 
variables are reported as numbers and frequencies. The Pear-
son correlation coefficient (r) was used to assess linear rela-
tionships between continuous variables. Correlations among 
findings were evaluated, and statistical significance was set at 
a threshold of p<0.05.

RESULTS
A total of 25 patients were included in the study, with a mean 
age of 56.84 years. The gender distribution was 68% male 
(n=17) and 32% female (n=8). Among the study population, 
comorbidities included diabetes in three patients (12%), 
chronic obstructive pulmonary disease (COPD) in two (8%), 
atrial fibrillation in four (16%), coronary artery disease in four 
(16%), and hypertension in seven (28%). Additionally, five 
patients (20%) required transfer to the intensive care unit 
for postoperative monitoring (Table 1). All patients received 
neoadjuvant therapy followed by low anterior resection and 
diverting ileostomy. An open surgical technique was used in 
20 patients (80%). EVT was initiated in patients who devel-
oped postoperative anastomotic leakage. The average length 
of hospital stay was 14.16 days, and EVT was started, on aver-
age, 16.16 days after the initial surgery. The mean number of 
EVT sessions performed per patient following anastomotic 
leakage was 7.28.

During follow-up, ileostomy closure was performed in 14 out 
of 25 patients (56%) following endosponge therapy. Hart-
mann's procedure was required in five patients (20%) due to 
the development of widespread peritonitis during EVT. Ad-
ditionally, three patients (12%) developed strictures at the 
anastomotic site after endosponge therapy. Bougie dilation 
was successfully performed in two of these patients, while 
one patient required Hartmann's procedure due to unsuc-
cessful dilation. Unfortunately, one patient developed an in-
tra-abdominal abscess and sepsis, required intensive care, and 
ultimately passed away without undergoing further surgical 
intervention.

In one case (4%), the diverting ileostomy was not closed at 
the patient’s request. In three patients (12%), distant organ 
metastases were detected during follow-up after endosponge 
therapy, and ileostomy closure was not performed. Thus, re-

Figure 1. Endoluminal vacuum therapy process: (a) Anastomotic separation; (b) Endosponge placement; (c) Closure of the cavity following 
endosponge therapy.

Figure 2. Endosponge set.

(a) (b) (c)
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gardless of ileostomy closure status, the overall EVT success 
rate in our study was 68% (17 patients). The average hospital 
stay for patients treated with endosponge therapy for anas-
tomotic leakage was 14 days (Table 2).

No significant correlation was found between patient age and 
the time to first EVT after anastomotic leakage, number of 
endosponge sessions, or total duration of endosponge treat-
ment (p=0.52, p=0.28, and p=0.91, respectively). Addition-
ally, no significant relationship was found between the length 
of hospital stay and the number of EVT sessions performed 
(p=0.93). However, a significant association was observed 
between the timing of the first EVT session and the overall 
duration of EVT treatment (p=0.0003). Initiating EVT within 

10.23 days after the onset of anastomotic leakage was also 
associated with successful ileostomy closure (p=0.035).

The average follow-up period for patients whose ileosto-
mies were closed after EVT was 30.7 months (ranging from 
7 to 48 months). During this period, one patient required 
bougie dilation five times at 1-3-month intervals due to an 
anastomotic stricture following ileostomy closure. Follow-up 
for this patient is ongoing. On average, ileostomy closure oc-
curred 9.01 months (range: 6-16 months) after the initiation 
of EVT treatment.

DISCUSSION
Colorectal cancer is the third most commonly diagnosed can-
cer worldwide and the fourth leading cause of cancer-related 
deaths globally.[14] It is estimated that 1.6 million new cases of 
colorectal cancer are diagnosed each year.[15] One of the most 
serious complications following rectal surgery is anastomotic 
leakage, with a reported incidence ranging from 2% to 36.3% 
and an associated mortality rate between 2% and 9%.[16] 
Anastomotic leakage is typically diagnosed between 5 and 8 
days post-surgery, although rare cases have been reported 
as late as 30 days after the operation.[17] Complications such 
as intra-abdominal abscesses, wound infections, diffuse peri-
tonitis, and sepsis following anastomotic leakage contribute 
to prolonged hospital stays, increased morbidity, and higher 
mortality rates.[18] Although early detection of anastomotic 
leakage remains a challenge for surgeons, it is critical for im-
proving postoperative outcomes. Timely diagnosis of anasto-
motic leakage impacts the patient's length of hospital stay.[19]

Table 1.	 Distribution of general characteristics of patients

27.	 Characteristics	 n=25

Gender	

	 Female	 8   (32%)

	 Male	 17 (68%)

Neoadjuvant	

	 Yes	 25 (100%)

Open-Lap	

	 Lap	 5 (20%)

	 Open	 20 (80%)

ASA	

	 ASA 2	 4 (16%)

	 ASA 3	 16 (64%)

	 ASA 3 ICU	 5 (20%)

Diabetes	

	 No	 22 (88%)

	 Yes	 3 (12%)

COPD	

	 No	 23 (92%)

	 Yes	 2 (8.0%)

Stroke	

	 No	 25 (100%)

Atrial Fibrillation	

	 No	 21 (84%)

	 Yes	 4 (16%)

Coronary Artery Disease	

	 No	 21 (84%)

	 Yes	 4 (16%)

Hypertension	

	 No	 18 (72%)

	 Yes	 7 (28%)

Chronic Kidney Failure	

	 No	 25 (100%)

Table 2.	 Clinical outcomes following endoluminal vacuum 
therapy

Characteristics	 n=25*

Length of hospital stay (days)	 14.16 (10-35)

Surgery-Endosponge duration (days)	 16.16 (14-94)

Separation percentage	 0.42 (0-100)

Number of Endosponge	 7.28 (2-16)

Endosponge related complications	

	 Anastomotic stricture	 3 (12%)

	 Intra-abdominal abscess (ex-patient)	 1 (4.0%)

	 Ileostomy not closed due to patient's request	 1 (4.0%)

	 Ileostomy closure	 13 (52%)

	 Hartmann surgery	 6 (24%)

	 Oncological treatment ex (lung metastasis)	 1 (4.0%)

	 Oncological treatment ex (liver metastasis)	 2 (8.0%)

	 Duration of ileostomy closure (months)	 9.1 (6-16)

	 Average follow-up period (months)	 30.7 (7-48)

*Mean (SD); n (%).
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Anastomotic leakage following surgery often necessitates 
varied surgical interventions depending on the severity of 
the anastomotic disruption, the extent of intra-abdominal 
abscess formation, and the patient's overall clinical condition. 
In many cases, this leads to the need for Hartmann's proce-
dure.[20] Managing postoperative leaks and perforations in the 
gastrointestinal (GI) tract continues to pose challenges for 
surgeons. Historically, surgical intervention was the primary 
treatment for anastomotic leaks following rectal and esopha-
geal surgeries, despite the associated increase in patient mor-
tality and morbidity. Today, the focus has shifted toward mini-
mizing these risks and reducing the surgical burden through 
minimally invasive alternatives. Initially, alternative treatments 
such as endoscopic stent placements, clips, and tissue adhe-
sives were developed but showed inconsistent success. More 
recently, endoluminal vacuum therapy has emerged as an ef-
fective method for managing GI leaks.

Weidenhagen first described EVT in the early 2000s. In princi-
ple, EVT involves placing a sponge into an intracavitary space 
and applying negative pressure to facilitate both abscess drain-
age and granulation tissue formation. This technique reduces 
bacterial contamination, improves local blood circulation, 
and accelerates wound healing, ultimately contributing to a 
shorter hospital stay for the patient.[21] The primary goals of 
EVT are to enhance tissue reperfusion, promote wound heal-
ing, and progressively reduce the size of the cavity, thereby 
restoring gastrointestinal tract continuity. During treatment, 
tissue is drawn into the pores of the endosponge, allowing 
for effective debridement upon sponge removal while simul-
taneously minimizing contamination. In cases of rectal leaks, 
gastrointestinal contents can contaminate and block the en-
dosponge, compromising the negative pressure system in the 
cavity. For this reason, the use of a temporary diverting os-
tomy is recommended.

In our comprehensive literature review, we found no studies 
demonstrating a relationship between patient age and EVT 
outcomes. In our study, given the increased prevalence of co-
morbidities with advancing age, we compared age with the 
timing of EVT initiation, the number of EVT sessions, and the 
duration of EVT treatment. No significant differences were 
identified. A study published in the World Journal of Surgery 
in 2020 evaluated the effectiveness of EVT in 41 patients, 
reporting an average age but not analyzing the relationship 
between age and EVT outcomes.[22]

Elaine M. Burns et al. conducted a study in the UK and re-
ported that among 58,656 patients who underwent colorec-
tal anastomosis between 2000 and 2008, 7.4% (4,659 pa-
tients) required relaparotomy, with an average hospital stay 
of 27 days.[23] In comparison, the average hospital stay for 
patients in our study following EVT treatment was 14 days. 
However, a study by Flarian Kühn in Germany indicated that 
patients treated with traditional methods (such as percuta-
neous drainage, relaparotomy with proximal colostomy, or 
Hartmann's procedure) following anastomotic leakage after 

neoadjuvant rectal cancer surgery had even shorter hospital 
stays.[23] Conversely, Mees et al. reported that patients in the 
EVT group had a shorter hospital stay (37 days) compared to 
those treated with other treatment modalities.[24]

In our study, early initiation of EVT following anastomotic 
leakage was significantly correlated with a shorter duration of 
endosponge therapy. Similarly, P. J. van Koperen et al. demon-
strated in 2008 that initiating endosponge therapy within the 
first six weeks postoperatively was associated with greater 
treatment success in a cohort of 16 patients treated with 
EVT.[25] Similarly, Borslap et al. found a higher rate of diverting 
stoma closure when EVT was initiated within the first 21 days 
compared to conventional methods (73% vs. 60%).[26] Abdalla 
et al. reported that initiating EVT within 15 days after anas-
tomotic leakage significantly shortened treatment duration 
and increased the rate of diverting ileostomy closure (72.4% 
vs. 27.8%, p=0.003].[27] In our study, we observed successful 
ileostomy closure in patients who began EVT within 10.23 
days after anastomotic leakage.

All 25 patients in our study who underwent EVT had previ-
ously received neoadjuvant CRT for rectal cancer. Of these, 
14 patients (56%) successfully underwent ileostomy closure. 
The overall EVT success rate, regardless of ileostomy closure 
status, was 68%. Meta-analyses report a wide range of ileos-
tomy closure rates, from 31% to 100%, in studies evaluating 
EVT efficacy.[28] Widenhagen et al. were among the first to 
investigate EVT efficacy in 2008, reporting an 88% ileosto-
my closure rate among 29 patients, nine with malignancies 
who had received neoadjuvant therapy, and 20 with benign 
disease-related anastomotic leakage treated with EVT retro-
spectively.[29] Musetto et al. studied 11 patients with rectal 
cancer-related anastomotic leakage in 2017, with 10 undergo-
ing ileostomy closure; of these, only five had received neoad-
juvant therapy.[30] In 2014, Nagell and Holte reported on four 
patients, one of whom had received neoadjuvant therapy; 
all four underwent ileostomy closure following endosponge 
treatment.[31] A more recent analysis, published in April 2022 
in the World Journal of Gastroenterology, highlighted that 
patients who had received neoadjuvant therapy experienced 
longer treatment durations, required more endoscopic ses-
sions, and underwent more frequent sponge changes.[31,32]

In our study, the average number of endosponge sessions 
administered after anastomotic leakage was 7.28. In com-
parison, Rolf Weidenhagen et al. reported an average of 11.4 
endosponge sessions per patient in their study of 29 cases 
treated with EVT for post-resection anastomotic leakage. 
However, they did not specify whether the 21 patients who 
underwent initial stoma creation had received neoadjuvant 
therapy.[29] Bernstorff et al. reported an even higher average 
of 16 endosponge sessions per patient in their study.[33] The 
lower average number sessions in our study may be attribut-
ed to our treatment protocol, which involved initially chang-
ing the sponge every 3-4 days due to the presence of debris 
in the pouch, as recommended in the literature, and then 
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extending the interval to up to 7 days once clean granulation 
tissue began to form.

In our study, complications related to EVT varied, consistent 
with the literature, which reports rates ranging from 0% to 
34.5%. Shalaby et al. reported a complication rate of 11.1% in 
their study.[34] The most common complication observed in 
our cohort was pelvic abscess, occurring in one patient. Ac-
cording to Nagell and Holte, the incidence of this complica-
tion is approximately 11.5%.[31] We also identified anastomot-
ic strictures in three patients following EVT. All underwent 
multiple endoscopic bougie dilatations. Successful dilation 
was achieved in two patients; however, in one patient, de-
spite ileostomy closure, a persistent stricture led to symp-
toms of ileus, ultimately requiring a Hartmann procedure. 
In Widenhagen's study, anastomotic strictures occurred in 
33% of patients and were managed with balloon dilatation.[29] 
Similarly, Riss et al., in a study of 15 patients following EVT, 
reported anastomotic stricture in one patient and recurrent 
pelvic abscess in five patients.[35] A histopathological study by 
Alexander Ostapenko in December 2022, conducted on pigs, 
did not reveal significant inflammatory changes that would 
implicate EVT in the development of anastomotic strictures.
[36] Many published studies have limited follow-up durations, 
making it difficult to accurately assess the true incidence of 
anastomotic strictures.[20] However, in our study, the follow-
up period was 30.6 months.

In the literature, the success rate of EVT has been reported 
in heterogeneous studies that include both benign and ma-
lignant cases of colorectal surgery. In contrast, our study 
specifically focuses on patients who underwent neoadjuvant 
therapy. One of the key strengths of our study is the ho-
mogeneity of the target population, focusing exclusively on 
patients who underwent neoadjuvant therapy followed by 
low anterior resection. This represents the largest-volume 
study in the literature on this specific patient population. Ad-
ditionally, we have demonstrated that the timing of initiating 
the first EVT treatment following postoperative anastomotic 
leakage significantly influences the success of the therapy.

In recent years, EVT has emerged as a promising technique 
for managing anastomotic leaks after rectal surgery. Howev-
er, there is currently no standardized guideline or consensus. 
Despite this, contemporary studies indicate that EVT is high-
ly beneficial for treating anastomotic leaks. In 2022, expert 
panel meetings were convened, focusing on EVT treatments 
with a follow-up period of at least four years. These discus-
sions addressed fundamental issues stemming from variability 
in clinical practice.[37] Experts emphasized the need to estab-
lish a standardized definition of success for sponge-assisted 
EVT, including the evaluation of surgical experience, clinical 
outcomes, and long-term results.

To our knowledge, this is the first study to investigate the 
application of EVT in patients with anastomotic leakage fol-
lowing low anterior resection and diverting ileostomy sur-

gery after neoadjuvant therapy, using a sample size of this 
scale. The study identified a significant relationship between 
the timing of EVT initiation and treatment outcomes, specifi-
cally demonstrating that initiating EVT within 10.23 days after 
anastomotic leakage was associated with successful ileosto-
my closure. A significant association was also found between 
the time to first EVT and the duration of EVT treatment. 
No significant relationships were observed between patients' 
age and the time to first EVT after anastomotic leakage, the 
number of endosponge applications, or the duration of endo-
sponge treatment. Additionally, there was no significant cor-
relation between the length of hospital stay and the number 
of EVT sessions performed. These findings highlight the ef-
fectiveness of EVT as a minimally invasive treatment option 
for managing anastomotic leakage in rectal surgery patients, 
offering promising outcomes in terms of ileostomy closure 
and overall success rates.

The main limitations of this study include its retrospective de-
sign, which may introduce selection bias and limit the ability 
to establish causal relationships. Another limitation, common 
to many recent studies on EVT, is the relatively small sample 
size. Addressing these limitations in future prospective, multi-
center studies with larger cohorts and control groups would 
provide more robust evidence for the effectiveness of EVT in 
managing anastomotic leakage.

CONCLUSION

In conclusion, EVT is a valuable tool in the management of 
anastomotic leaks following colorectal surgery, with the po-
tential to reduce both mortality and morbidity. I Early initia-
tion of EVT enhances its effectiveness. We believe that, when 
performed by experienced clinicians, EVT can be effectively 
implemented in the management of anastomotic leaks.
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Rektal kanser hastalarında neoadjuvan tedavi sonrası anastomoz kaçağının yönetiminde 
endoluminal vakum terapisinin etkinliği
AMAÇ: Anastomoz kaçağı, kolorektal cerrahi sonrası önemli bir komplikasyon olarak kalmakta olup, artan morbidite ve mortalite ile ilişkilidir. 
Endoluminal vakum terapisi (EVT), bu tür kaçakların yönetiminde umut verici bir tedavi seçeneği olarak ortaya çıkmıştır, ancak standartlaştırılmış 
öneriler eksiktir. Bu çalışmanın amacı, kolorektal cerrahi sonrası anastomoz kaçağının yönetiminde EVT'nin etkinliğini değerlendirmek, sonuçlarını 
ve ilişkili faktörleri incelemektir.
GEREÇ VE YÖNTEM: Kurumumuzda 2018 ile 2022 yılları arasında anastomoz kaçağı nedeniyle EVT uygulanan 25 hastanın retrospektif  analizi 
yapıldı. Toplanan veriler arasında hasta demografileri, cerrahi detaylar, EVT başlama zamanı, EVT seans sayısı, komplikasyonlar ve kaçak kapanması 
ve sonraki cerrahi müdahaleler gibi sonuçlar yer aldı. Tüm istatistiksel analizler Python paketleri kullanılarak yapıldı.
BULGULAR: Çalışma kohortunun ortalama yaşı 56.84 yıl olup (%68 erkek) tüm hastalar neoadjuvan tedavi sonrası düşük anterior rezeksiyon ve 
diverting ileostomi ile tedavi edilmiştir, %80'i açık cerrahi geçirmiştir. EVT, postoperatif  anastomoz kaçağı olan hastalara uygulanmış olup, ortalama 
hastanede kalış süresi 14.16 gün ve EVT başlama zamanı cerrahi sonrası ortalama 16.16 gündür. EVT sonrası ileostomi kapanması 14 hastada gerçek-
leştirilmiştir. EVT başarı oranı %68 olup, ileostomileri kapananlar için ortalama takip süresi 30.7 aydır. Hastaların yaşı ile anastomoz kaçağı sonrası ilk 
EVT arasındaki süre arasında anlamlı bir ilişki bulunamamıştır (p=0.52). Ancak, ilk EVT'ye kadar geçen süre ile EVT'nin sona erme zamanı arasında 
anlamlı bir ilişki bulunmuştur (p=0.0003).
SONUÇ: EVT, kolorektal cerrahi sonrası anastomoz kaçağının yönetiminde, yüksek kapanma oranları ve düşük ilişkili morbidite ile uygulanabilir bir 
seçenek olarak görülmektedir. Tedavi sonuçlarını optimize etmek için EVT'nin erken başlatılması önemli görünmektedir. Bu zorlayıcı klinik senaryoda 
EVT'nin uzun vadeli faydalarını doğrulamak ve standart protokoller oluşturmak için ileriye dönük çalışmalara ihtiyaç vardır.

Anahtar sözcükler: Anastomoz kaçağı; kolorektal cerrahi; endo-sponge; rektum kanseri.
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