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Abstract
Introduction: Colorectal resection is used for various diseases, including neoplasms (benign and malignant) and inflammatory 

bowel disorders. Leakage is one of the complications that increase mortality and morbidity in patients. The beneficial effects of 
a rectal tube in reducing anastomosis leak are controversial. Ileostomy as diverting stool may reduce risk of anastomosis leak. 

Aim: To evaluate the results of rectal tube application to reduce leakage in low pelvic anastomosis.
Material and methods: In a prospective cohort study, 53 patients who were candidates for low anterior resection, extended 

low anterior resection, and ileal pouch-anal anastomosis, were enrolled in this study. After anastomosis, a large bore Foley was 
inserted transanally and put in the proximal of the anastomotic site, after fixation; we left it at least for 5 days then removed 
it if there was any sign of leakage.

Results: In this research, 53 patients were studied; 30 (56.6%) were male and 23 (43%) were female. Among 32 (60%) 
patients who underwent total proctocolectomy and ileal pouch anal anastomosis, 24 (45%) had ulcerative colitis and 8 (15%) 
had familial adenomatous polyposis disorder. Among 21 (40%) patients who had rectal cancer, 8 (15%) cases had low anterior 
resection (LAR) and 13 (25%) underwent extended LAR. Seventeen (32%) patients used ileostomy and 36 (67.9%) patients used 
a rectal tube. Anastomotic leak occurred in 6 (11%) patients; all of them had ileostomy. No leakage or complication appeared in 
rectal tube cases. The difference was statistically significant (p < 0.001).

Conclusions: The results of our study suggest that using a rectal tube instead of protective ileostomy may reduce anasto-
mosis leak in the lower pelvis by reducing intraluminal pressure to effect and lower tension at the anastomosis site in low pelvic 
intestinal anastomosis.

Introduction
Colorectal resection is used for various diseases, 

including neoplasms (benign and malignant), inflam-
matory bowel disease, and other benign conditions. 
Intestinal anastomotic leak is the most catastrophic 
complication in lower pelvis anastomosis like low and 
extended low anterior resection (LAR or extended LAR) 
in colorectal cancer or in Ileoanal anastomosis in ileal 
pouch anal anastomosis (IPAA) in inflammatory bowel 
disease or familial adenomatous polyposis (FAP). Some 
papers have confirmed the beneficial effects of using 
rectal tubes [1, 2]. Transanal rectal tube placement for 
intraluminal decompression of the anastomosis site 
in LAR, extended LAR or IPAA is controversial among 
surgeons. Some surgeons believe that diverting stool 
through a protective ileostomy can help to reduce the 

risk of anastomosis leakage [3]; they use temporary 
ileostomy to support anastomosis that has a risk of 
leakage. Ileostomy complications include necrosis sto-
ma, dehydration, and electrolyte imbalance. Parasto-
ma-hernia and however ileostomy reduce the quality 
of life [4], so it is better to close it as soon as possible. 
However, the ileostomy closure has related side effects. 
We believe that putting a temporary transanal rectal 
tube in proximal of anastomotic site may cause suffi-
cient intraluminal decompression to prevent or reduce 
the risk of anastomosis leak.

Aim
In this study we evaluate the results of applying 

a transanal rectal tube in lower chance of pelvic anasto-
mosis leakage, instead of temporary ileostomy, in Ahvaz 
hospitals.
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Material and methods
In a prospective cohort study, 53 patients with le-

sions in the colon and rectum as rectal cancer and in-
flammatory bowel disease (IBD), who were admitted for 
LAR, extended LAR, or IPAA operations, were enrolled in 
the study. Patients in whom anal sphincters were in-
volved or those who had incontinency preoperatively 
and so were not eligible for anastomosis were exclud-
ed from the study. Demographic information and any 
signs or symptoms of anastomosis leak and patients 
whom reoperated collected in Ahvaz hospital during 
2011–2013.

Complications and anastomosis leak in patients 
who had protective ileostomy were compared with pa-
tients with a transanal rectal tube.

Results
In this research, 53 patients were studied; 30 

(56.6%) were male and 23 (43%) were female. Among 
32 (60%) patients who underwent total proctocolecto-
my and IPAA 24 (45%) had ulcerative colitis and 8 (15%) 
had FAP. Among 21 (40%) patients who had rectal can-
cer, 8 (15%) cases recieved LAR and 13 (25%) under-
went extended LAR.

Seventeen (32%) patients used ileostomy and 36 
(67.9%) patients used a rectal tube. Anastomotic leak 
occurred in 6 (11%) patients; all of them had ileosto-
my. Leakage did not occur in any of the patients with 
rectal tubes. The difference was statistically significant  
(p < 0.001) (Table I).

Overall hospital admissions in all patients were  
7 days; in patients with ileostomy and leakage were  
21 days but in patients without leakage they were 6 days. 

No leakage occurred in the rectal tube group. Hospital 
admissions in the rectal tube group were 6 days. No re-
operation was done in our patients. Sixteen (28/3%) of 
the 21 (40%) patients with rectal cancer underwent ne-
oadjuvant chemoradiotherapy, 14 (22/6%) underwent 
extended LAR, and 2 (3/7%) underwent LAR.

Discussion
Anastomosis leak as a major complication of col-

orectal surgery can increase morbidity, mortality, and 
chance of reoperation with prolonged hospitalisation 
[5]. The rate of anastomosis leak is reported as 2.9–
12%. This wide range of difference may be due to differ-
ent definition of leak of anastomosis. The International 
Rectal Cancer Group offers a standard definition of leak 
anastomosis based on clinical symptoms: anastomosis 
leak is a lesion of the intestinal wall, leading to a loss of 
communication between the inside and outside of the 
lumen. Leak of anastomosis is divided into three cate-
gories according to severity: the first group that do not 
require any intervention, the second group that require 
medical intervention without the need of re-laparotomy, 
and the third group that require re-laparotomy [3]. Ileos-
tomy is used as a technique that diverts the transit of 
stool before the anastomosis to reduce the leakage of 
anastomosis. There is controversy in using colostomy or 
ileostomy as diverting protective stoma. 

Although diverting ileostomy is recommended, there 
is little data to recommend proximal colostomy as a di-
verting protective procedure [4]. Ileostomy closure can 
be done 8–12 weeks after LAR operation. This time is 
enough for healing of anastomosis and reduction of in-
flammation or adhesions of primary operation. Recent 
studies suggest ileostomy closure 2 weeks after primary 

Table I. Results of insertion of transanal rectal tube and protective ileostomy in LAR, extended LAR, and IPAA 
operations

Parameter Intervention Patient (n)

Rectal tube Protective ileostomy

Number of patients 36 (67.9%) 17 (32%) 53

Type of surgery Extended low anterior resection (ELAR) 13 (25%) 0 13

Low anterior resection (LAR) 8 (15%) 0 8

Ileal pouch anal anastomosis (IPAA) 15 (28.3%) 17 (32%) 32

Underlying disease Ulcerative colitis 9 (16.9%) 15 (28.3%) 24

Rectal cancer 21 (40%) 0 21

Familial adenomatous polyposis (FAP) 6 (11.3%) 2 (3.7%) 8

Leakage 0 6 (11%) 6

Need for further surgery 0 0 0
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operation, showing that there is a relationship between 
prolonged ileostomy and complications [5].

Ileostomy is a simple procedure, but according to 
some papers its rate of complications is about 21–70%. 
Ileostomy should be closed as soon as possible due to 
reduced quality of life and complications [6].

In September 2008 Chude et al., in a study of 256 
patients undergoing low anterior resection, performed 
ileostomy in 136 patients, but 120 patients were with-
out ileostomy. They were monitored closely after surgery 
for anastomotic leak and all the problems and compli-
cations were recorded. This study concluded that the 
use of ileostomy in patients with rectal surgery is use-
ful for reducing mortality and reducing the likelihood of 
anastomosis leak [7]. Okoshi et al. studied 25 patients 
with leakage from anastomosis after low anterior resec-
tion with double-stapler technique of the laparoscopic 
method. The leak was detected by radiological studies 
and digital exam; transrectal drainage was applied to 
large and unstable abscess. Nine of 25 patients required 
emergency surgery; 16 patients were treated conserva-
tively, 12 patients were treated with transanal drainage, 
which was successful in 10 patients, and two patients 
required to ileostomy because of fistula formation with 
other organs. Average drain exposure time was 10–45 
days. The study showed that transanal drainage is ad-
equate for the treatment of lake anastomosis after LAR 
[1]. Xiao et al. in a study of 398 patients who underwent 
low anterior resection, divided them into two groups; 
one group with rectal tube placed in the rectum, and the 
other in which a rectal tube was not used. In patients 
with rectal tube and in patients without rectal tube, the 
leakage rate was 4% and 6.9%, respectively. Overall, the 
study concluded that the use of the rectal tube is an 
effective method in reducing anastomotic leak [2].

The results of our study suggest the use of a rectal 
tube instead of protective ileostomy for reducing the 
leakage of lower pelvic anastomosis. According to our 
study, anastomotic leakage was not seen among pro-
cedures with a rectal tube. In laparoscopic surgery we 
can remove colon and insert a rectal tube for protection 
of anastomosis transannally [8]. Sixteen of 21 patients 
with rectal cancer underwent neoadjuvant chemoradi-
otherapy, and in all cases of rectal cancer rectal tubes 
were used to prevent leakage.

Limitation: The low sample size and single-centre 
nature of the study were the main limitations.

Conclusions
The results of our study suggest that use of a rectal 

tube instead of protective ileostomy may reduce the 
chance of anastomosis leak in the lower pelvis anas-
tomosis by reducing the intraluminal pressure effect.
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