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Anastomotic leakage is one of the most common as well as most 
feared complications of rectal cancer surgery. Despite the fact that 
many anastomotic leaks are diagnosed during the initial postoper-
ative period, a significant number (about one-third) become ap-
parent at the time of assessment of anastomotic integrity, before 
stoma takedown as an anastomotic sinus [1]. However, literature 
on the optimal management of an anastomotic sinus is scarce [2, 3]. 
Once an anastomotic leak has matured into a chronic sinus, plau-
sible treatment options are: (1) delaying ileostomy takedown in an-
ticipation of spontaneous healing; (2) reoperative anastomosis; (3) 
performing a permanent colostomy; (4) laying open the sinus tract 
into the neorectum (by deroofing of the sinus tract) [4]; and seal-
ing the sinus tract using fibrin glue [5]. If not adequately treated, 
may cause more severe complications such as hydronephrosis, os-
teomyelitis, necrotizing fasciitis around the perirectum, and even 
malignancy in the epithelium of the sinus [2, 6]. 	

Previously, there has been confirmative data showing that delay-
ing stoma takedown could increase the spontaneous healing rate. 
Arumainayagam et al. [2] suggested that spontaneous healing of 
an anastomosis sinus can take 1 year; however, it is unlikely to oc-
cur after this time period. Reoperative surgery for an anastomotic 
leak has a success rate of 80% [7]. The incidence rate of major 
morbidity after redo surgery, however, is 16%. In addition, pelvic 
sepsis (16%), surgical reintervention (11%), and fecal incontinence 
(17%) are complications of this treatment. Fibrin glue may also be 

considered another option to fill the sinus cavity. Unfortunately, 
this method is effective only for a relatively small-sized sinus [5]. 
Finally, effectively draining the abscess can induce shrinkage of the 
sinus cavity and therefore performing diverting stoma takedown 
and avoiding an unnecessary watch and wait strategy is less inva-
sive. This is done by deroofing the sinus [4], performing the endo-
sponge technique using low-vacuum suction through a sponge [8], 
marsupialization of the neorectum and sinus using electrocautery 
or an endoscopic gastrointestinal stapler [4], and digital dilation of 
the sinus opening. If these treatment options are carefully selected, 
the success rate can be comparable to those of treatments with rela-
tively few complications. 

In terms of selecting patients who may be good candidates for 
these less invasive treatments, the size of the sinus was suggested to 
be the most important factor. This was based on a previous study 
that used the Delphi research method to obtain consensus on this 
issue [9]. Recently, one study has been published suggesting that 
the length and the radiologic morphology of the sinus, as well as 
width, are important factors for more sophisticated patient treat-
ment [10]. They categorized the opening size as small (<1 cm) and 
large (≥1 cm). The length of the sinus was measured using a gas-
trografin enema, with a cutoff value of 5 cm. The shape of the sinus 
was classified as linear, tubular, or concave. On the basis of this 
classification, of the 14 patients who were diagnosed as having an 
anastomotic sinus, 7 patients underwent ileostomy takedown in a 
planned schedule. The remaining 7 also had an ileostomy take-
down using digital dilation of the sinus opening.

In conclusion, effective draining of the abscess can be useful in 
the management of patients who have suffered from an anasto-
motic sinus. Ileostomy takedown also can be performed even if the 
sinus does not completely heal. However, because anastomotic si-
nuses change gradually and sometimes can be aggravated even af-
ter successful healing, a longer follow-up period is required to 
reach a meaningful conclusion.
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