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A clinical case of a 67-year-old female patient with esophagogastric anastomotic leakage after proximal gastrectomy
for cancer of the cardiac portion is presented. The complication manifested itself as acute right-sided pleural empy-
ema on the 12th day after the surgery. After the pleural cavity drainage and primary sanitation of the empyema, en-
doscopic installation of a vacuum system equipped with an open-pore sponge was chosen as a technique for clos-
ing the anastomotic defect. This system was operating for 10 days, gradually reducing the amount of the exudate
discharged. There was no need to replace the drainage, since endoscopic examination revealed good regeneration
in the area of the anastomotic defect. Intensive therapy, along with drainage and sanitation of sources of inflamma-
tion, ensured stabilization of the patient’s general condition and healing of the anastomosis. This clinical observation
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demonstrates the effectiveness of endoscopic vacuum therapy in treatment of esophageal anastomotic leaks and
the prospect of its use in difficult cases associated with defects and fistulas of the gastrointestinal tract.
Keywords. Proximal gastrectomy, esophagogastric anastomosis, anastomotic leakage, endoscopic vacuum therapy.

[IpeacTasieH KIMHHYECKME Cy4ail MAIMEHTKE B BO3PACTE 67 JIET C HECOCTOATENBHOCTBIO MUIEBOJHO-
JKEJYAOYHOTO aHACTOMO32 TIOC/IE IPOKCUMAJIBHON PE3EKLMU JKEYKA IO HOBOZY PAKA KAPAUAILHOIO OTAEA.
Ocnoxuenue NposABIIOCh OCTPOX NIPABOCTOPOHHEN SMIIMEMOH IVIEBPHL Ha 12-€ cyTKu roce onepanuu. [ocre
JPEHUPOBAHUSA TUIEBPAIBHOH MOMOCTH U NEPBUYHON CAHAIMK 3MIUEMbI B KAUECTBE METOVIKU 3aKPbITUSA Jic-
(beKTa aHACTOMO32 BBIOPAHA 3HIOCKONNYECKAS YCTAHOBKA BAKYYM-CHUCTEMBI, OCHANEHHON T'YOKOM C OTKDPBITHI-
MU nOpamu. JlaHHag cucreMa (PyHKIMOHMUPOBAIA B TedeHHe 10 CyTOK, OCTENEHHO COKPAIdsd KOMUYECTBO OT-
JEAEMOTO SKCCYAT. 3AMEHBI IPEHAKA HE NIOTPEOOBAIOCD, TAK KAK IPU JHAO0CKOIMMYECKOM UCCIEN0BAHAN 00-
HAPYKCHA XOpOWIAsd pEreHepanysd B 30HE Je(PEKTa AHACTOMO3A. MHTEHCHMBHAA TEpamud, HApamy C
JPEHUPOBAHUEM U CAHALIMEI UCTOYHUKOB BOCHATIEHNUA, 0OECTICYNIA CTAOWIM3ALIMIO OOIIETO COCTOSHIA MalH-
€HTKY U 31KUBJICHUE AHACTOMO32. JTO KIMHUYECKOE HAOMONCHUE AEMOHCTPUPYET 3(P(PEKTUBHOCTb SHAOCKO-
TIMYECKO!N BAKYYM-TEPANNU TIPH JIEYCHUH HECOCTOATENBHOCTH MUIEBOJHBIX AHACTOMO30B U MEPCIEKTUBY €€
UCTIO/b30BAHMA B CJIOXKHBIX CUTYALUSX, CBA3AHHBIX C 1E(DEKTAMHU 1 CBUIIAMU SKETYJOYHO-KAMEYHOTO TPAKTA.

KimroueBnsie c10Ba. [IPOKCHMAIbHAA PE3EKLMA JKEMYAKA, MUIEBOAHO-KEIYIOYHBIA AaHACTOMO3, HECOCTOA-

TCIbHOCTDb dHACTOMO3d, 3H/IOCKOIINYCCKAA BAKYYM-TCPATINS.

INTRODUCTION

Esophagogastric anastomotic leak is a se-
vere complication observed in 11.4-20 % of cas-
es after esophageal resection [1-3]. Despite stud-
ies aimed at improving anastomotic healing, the
leak rate has not significantly decreased [4]. Alt-
hough recent trends show a reduction in the
frequency of esophagogastric anastomotic dehis-
cence, mortality remains consistently high,
reaching 30-60 % [3; 5]. The treatment of such
patients is particularly challenging due to the
development of severe secondary complications
[6; 7). Reoperative surgery is technically difficult,
and in 30 % of cases, the anastomotic defect
cannot be repaired; attempts to restore its integ-
rity often prove unsuccessful, leading to new
complications and sometimes necessitating multi-
ple surgical interventions [6]. Therefore, surgeons
are justified in pursuing a conservative approach
based on minimally invasive endoscopic tech-
niques. Currently, the most promising method is
endoscopic vacuum therapy (EVT), which posi-
tively influences the wound healing process [7].
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The variability in treatment approaches for esoph-
agogastric anastomotic leaks reflects the complex-
ity of choosing an optimal strategy, making the
search for the most effective treatment for severe
complications a pressing issue.

CLINICAL CASE

A 67-year-old female patient, admitted to
the Department of Thoracic and Abdominal On-
cology at the Perm Regional Clinical Hospital,
underwent subtotal proximal gastrectomy with
double-row end-to-end esophagogastric anas-
tomosis via an abdominal approach on June 1,
2023, for adenocarcinoma of the gastric cardia
pTis NO, pLO, pV0, Pn0. On postoperative day 12,
despite initial stable recovery, the patient devel-
oped sudden collapse with loss of consciousness,
initially attributed to her pre-existing Parkinson’s
disease. She was transferred to the intensive care
unit, where acute right-sided pleural empyema
secondary to esophagogastric anastomotic leak
was revealed. Thoracentesis and pleural cavity
drainage were performed, with 1000 mL of tur-
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bid exudate evacuated. After hemodynamic stabi-
lization, video-assisted pleural cavity sanitation
was planned to determine further treatment
strategy.

Surgery performed on June 14, 2023: vid-
eo-assisted thoracoscopy, sanitation and drain-
age of the right pleural cavity. The empyema
cavity containing infected fibrin was visualized,
and 200 mL of turbid serous exudate was re-
moved. The lung was aerated, while the parietal
pleura appeared hyperemic, thickened and
edematous. A 1 cm defect was identified in the
posterior mediastinum on the mediastinal pleu-
ra with gastric content leakage. A tubular drain
was placed along the esophagus to the defect
and another drain to the pleural dome. An infe-
rior longitudinal tracheostomy was applied.
Esophagogastroduodenoscopy (EGD) revealed a
1.3 cm anastomotic leak along the anterior
semicircle 34 c¢cm from the incisors. A drain
equipped with a porous sponge was placed at
the anastomotic site and connected to a vacu-
um aspiration system. The endoscopic vacuum
therapy sponge was customized according to
the defect size with diameter of 2.5 ¢cm and
length of 7 cm to overlap the defect edges by 3
cm (Figure). A gastric tube was placed inside the
sponge without reaching its distal end and fixed
with through-and-through sutures to the tube.
A 1.5 cm loop was created from the distal suture
for system grasping and placement at the level
of the anastomotic defect parallel to the endo-
scope. The vacuum system was connected with
a continuous negative pressure source Of
110 mmHg.

After the surgery, the patient’s condition was
extremely severe due to acute pleural empyema
and bilateral pneumonia. Mechanical ventilation
was performed. For 10 days, the vacuum system
drainage from the esophagus produced 20-50 ml
of foul-colored gastric contents, gradually decreas-
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ing to minimal volume. The vacuum system was
disconnected, the sponge-equipped tube was re-
moved, and EGD revealed the esophagogastric
anastomosis lined with granulation tissue without
visual evidence of transmural wall defect; a jejunal
feeding tube was placed for enteral nutrition.

Fig. Gastric tube equipped with an open-pore
polyurethane sponge

As the volume of exudate from the right
pleural cavity decreased, the drains were re-
moved on postoperative day 18. Chest imaging
revealed bilateral pneumonia, while bronchos-
copy showed grade 1-2 diffuse endobronchitis.
The patient remained in extremely severe condi-
tion due to respiratory failure and multiple organ
dysfunction. Antibiotic therapy, Symptomatic
treatment, correction of water-electrolyte and
metabolic imbalances, and nutritional support
via enteral and parenteral feeding were contin-
ued. On postoperative day 64 (August 15), the
patient was transferred to a specialized depart-
ment for further treatment. After contrast radiog-
raphy of the esophagus and stomach confirmed
unobstructed esophageal patency with no con-
trast leakage, oral intake was permitted. The pa-
tient was discharged in satisfactory condition 89
days postoperatively. Follow-up examinations at
3 and 6 months after discharge confirmed con-
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tinued outpatient monitoring at the local facility
with treatment for comorbidities and unrestrict-
ed oral nutrition.

RESULTS AND DISCUSSION

Back in 1973, N.N. Kanshin proposed a
method of wound drainage using special
drains that allowed simultaneous wound irri-
gation and vacuum aspiration [8]. The author
emphasized that “creating controlled vacuum
facilitates cavity collapse and drainage of tissue
fluid from the perifocal inflammation zone,
thereby inhibiting absorption of toxic products
and reducing edema that adversely affects tis-
sue blood supply and oxygenation.” A mono-
graph on the treatment of unformed intestinal
fistulas described an obturator equipped with a
foam sponge for fistula aspiration [9].

Since the 1990s, vacuum therapy has been
widely used for treating patients with chronic
wounds, including colorectal anastomotic leaks [10].
Following the rapid adoption of this method, G.
Loske proposed two EVT options for managing up-
per gastrointestinal anastomotic leaks: with intralu-
minal and/or intracavitary placement of drains
equipped with porous sponges [11].

In the Russian literature, several publications
have demonstrated the use of EVT in patients with
anastomotic leaks of the upper gastrointestinal
tract, reporting an efficacy rate ranging from 80 %
to 100 % [12-15]. It has been noted that the endo-
scopic treatment technique requires significant
experience and skill on the part of endoscopists,
as well as coordinated efforts among surgeons,
anesthesiologists, and intensivists to ensure inten-
sive care during the perioperative period, monitor
the performance of the vacuum system, and per-
form drainage replacement. The porous sponge
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may cause bleeding from the wound edges and
mucosa, and distal or proximal dislocation of the
drainage system is possible. Cases of post-
procedure cicatricial stricture formation have
been described, with an incidence rate of up
t0 40 % [12].

We opted for the intraluminal approach, as
the leakage into the pleural cavity had been prelim-
inarily drained under thoracoscopic guidance.
Moreover, advancing a porous drain through the
anastomotic defect poses a risk of additional trau-
ma in the area of dehiscence.

Most authors emphasize the necessity of
placing a feeding tube alongside the vacuum sys-
tem; however, considering the potential adverse
effects and the uncertainty of the final outcome
in the presence of a defect at the esophagogastric
junction, a staged introduction of feeding tube
placement was chosen as the wound healing
progressed positively. Nutritional support was
provided via parenteral nutrition.

Most publications recommend replacing
the vacuum system every 3-5 days. However,
considering the patient’s extremely severe con-
dition and the gradual decrease in aspirate vol-
ume, it was decided to postpone drainage re-
placement until maximal reduction of the dis-
charge. After 10 days, the vacuum system was
removed; no mucous coating was observed on
the sponge surface, and its pores remained
open and permeable to fluid. Upon detecting
good regeneration of the anastomotic defect,
repeated placement of the sponge drain was
avoided. An irrigator was inserted into the jeju-
num for enteral tube feeding, which is an im-
portant component of managing such compli-
cations. After confirming closure of the defect
by contrast radiography of the esophagus and
stomach, oral feeding was restored.
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CONCLUSIONS

Endoscopic vacuum therapy is effective for
healing esophagogastric anastomotic leaks ac-
companied by purulent-septic complications.
This method deserves attention, further refine-
ment, and implementation into clinical practice.
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