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KEYWORDS Abstract
Drenaje abdominal; Background: The use of surgical drains in abdominal surgery still remains controversial. While
Morbilidad drenajes; accepting their role in certain circumstances, their systematic use advocated by other schools,
Perforacion ciego is not fully accepted.
The case is presented of a caecal perforation secondary to a drainage tube in the perineum fol-
lowing an abdominal-perineal amputation of the rectum in a cancer patient that required surgi-
cal repair.
Clinical case: This is a patient who underwent abdominal-perineal resection for rectal neopla-
sia. It was decided to leave a silicone-type drain tube in the perineum, and in late postoperative
he presented with a caecal perforation due to traumatic introduction of the drainage tube,
which required further surgery to repair it.
Discussion: There is a tendency to use less and less drains in abdominal surgery, although there are
certain occasions when it becomes unavoidable. On the other hand, the morbidity associated
with its use significantly complicates and delays the recovery of the patient. It is accepted that is
not useful to prevent the occurrence of fistulas, although it contributes to its early detection.
Conclusions: Caecal perforation due to a drainage tube is a rare complication, which must always
be taken into account, and that perhaps could be avoided by using soft and less rigid drains.
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Perforacion de ciego secundaria a drenaje quirurgico. Reporte de un caso

Resumen

Antecedente: El uso de drenajes quirdrgicos en cirugia abdominal sigue siendo controvertido; si
bien se acepta su papel en determinadas circunstancias, el uso sistematico, preconizado por
otras escuelas, no esta plenamente aceptado.

Presentamos un caso de perforacion de ciego secundaria a tubo de drenaje en periné, tras rea-
lizar una amputacion abdominoperineal de recto en un paciente neoplasico que obligé a su re-
paracion quirdrgica.

Caso clinico: Se trata de un enfermo sometido a amputacion abdominoperineal por neoplasia de
recto, al que se decidié dejar tubo de drenaje tipo siliconado por periné y que en el postopera-
torio tardio presento perforacion del ciego, por introduccion traumatica del mismo en la luz
cecal, hecho que obligo a su reintervencion y reparacion quirurgica.

Discusion: Cada vez se tiende a usar menos drenajes en la cirugia abdominal, si bien existen
determinadas ocasiones en las que se convierte en algo inevitable. Por otro lado, conlleva
morbilidad asociada a su uso, lo que complica y retrasa ostensiblemente la recuperacion del
paciente. Es aceptado que no previene la aparicion de fistulas, si bien contribuye a su deteccion
precoz.

Conclusiones: La perforacion cecal por uso de drenaje es una complicacion excepcional que
siempre hay que tener en cuenta y que quizas se podria evitar utilizando drenajes blandos y
menos rigidos.

© 2015 Academia Mexicana de Cirugia A.C. Publicado por Masson Doyma México S.A. Este es un articulo
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Background

The routine use of abdominal drainages after colorectal sur-
gery is still controversial. Even though its use is not ques-
tioned in certain circumstances, it is agreed that it does not
influence the prevention of postoperative complications to
allow its early detection2.

In the survey carried out by Roig et al.? in 2008 of mem-
bers of the Asociacion Espanola de Coloproctologia and
the Asociacion Espaiiola de Cirujanos about the use of
drainages after elective colorectal surgery, it was con-
cluded that its use is decreasing, despite the fact that
38.5% of the respondents continue to use it systematically
and 57.7% selectively. This percentage increases signifi-
cantly with rectal surgery as compared to colic surgery,
since they are considered more useful in this type of re-
sections.

Morbidity caused by its use is not excessive; however, it
has a relevant significance that severely complicates pa-
tient recovery*°.

We submit a case of caecum perforation due to surgical
drainage tube and, after analysing the existing bibliography
on this matter, we discuss this exceptional postoperative
complication, particularly highlighting the morbidity caused
by the use of abdominal drainages in digestive surgery.

Clinical case

Male patient, 55 years, with important surgical history of
low anterior resection due to rectum neoplasia 14 months
earlier, stage IV (T3, N2b, M1), with previous radio-che-
motherapy, which presented a postoperative anastomotic
leak that was conservatively treated and liver segmentec-

tomy (segment 1V) and lung metastasectomy in a second
term due to the presence of 2 liver metastases in said
area and another in the upper right lung lobe. Once an
increase in pelvic captation was observed in the positron
emission tomography and, with suspected recurrence, he
was submitted to rescue surgery as per indication of the
Oncology service. Said procedure evidenced a purulent-
sanies collection in the pelvis and great fibrosis, due to
previous anastomotic dehiscence; therefore, intra-oper-
ative biopsy was performed and informed as absence of
malignancy. In light of the above, it was decided to com-
plete the intervention with abdominoperineal amputation
without incidences; a silicone-tube drainage was left in-
side the peritoneal area due to diffuse bleeding and due
to the presence of said collection. Five days after surgery,
in relation to his sitting position in a chair, he presented
effusion of fecaloid material through the perineal tube. An
abdominopelvic computed tomography was conducted and
it evidenced effusion of contrast material that was admin-
istrated via the perineal drainage tube (Fig. 1) and caecum

/

Abdominopelvic computed tomography that shows the
passage of contrast material administrated towards the peri-
neal drainage tube indicative of perforation.

Fig. 1
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Fig. 2 Abdominopelvic computed tomography that shows
drainage tube introduced in lumen of the caecum.

fistulization with the suspicion that it was located inside
caecal lumen (Fig. 2). In light of these findings, it was de-
cided to submit the patient to an urgent laparotomy, by
means of which a perforation in the caecum was found
due to the introduction of the silicon drainage (Fig. 3). A
primary closure of the fistulous caecal orifice was made
without incident after the removal of the perineal tube.
Post-operative period passed normally with proper evolu-
tion; he presented satisfactory passage of gases and faeces
on the fourth day. Finally, he was discharged on the sev-
enth day after re-operation.

Discussion

The main grounds claimed by surgeons to insert drainages
in elective colorectal surgery are, as a general rule, the
presence of haemorrhage, intra-operative contamination,
risk anastomosis and operation difficulties, even though it
has always been a personal circumstance according to the
clinical case and the professional in charge of the interven-
tion. It is well known that there are certain surgeons who
tend to use this technique systematically and there are oth-
ers who disagree and only use it in some procedures3.

Complications caused by the use of drainages include in-
fections in the area of insertion, pain, haemorrhage, her-
niations, small bowel or omentum eviscerations and even
bowel and anastomotic lesions; it is known that they can
favour the development of intra-abdominal adherences®¢’.
There is also evidence that a long-term period of use in-
creases the incidence of complications such as fistula and
bowel obstructions*2.

Fig. 3 Operation image that shows drainage tube introduced
in peritoneal cavity and secondary perforation of caecum.

This particular case is truly exceptional. Despite rectal
perforations of the same nature having been described on
other occasion, they occurred after low anterior resections
and intra-abdominal drainage was used, not perineal®.

In our group of work, the use of abdominal drainages is not
usually systematic, despite the fact that, in the intervened
patient, it was decided to insert it by the perineum due to a
slight but not reassuring diffuse bleeding, in addition to the
collection found, all of which led us to the above. We con-
sider that the mechanism was caused by the patient sitting
on the chair despite the tube being fixed, which pushed the
tube and caused it to slide, all of which, together with his
extreme thinness, caused the intra-abdominal introduction
of the tube and lesion of caecum adhered to Douglas.

There is no consensus on type of drainage; however, it
seems that Redon or Jackson-Pratts vacuum aspiration sys-
tem is used more because they seem to be less prone to
retrograde infection, even though there are also insertions
of Penrose-type capillary, of abdominal irrigation/suction
(van Kemel or Marti Palanca type), and other types of rub-
ber or silicone drainages. There is no rule as regards the
maintenance period either; thus, there are those who re-
move it after 24 hours and others who leave it for 7 days or
even until the patient is discharged'3. However, it has been
noted that long-lasting maintenance periods lead to related
complications.

In our group of work, the type of drainage used most is
usually Penrose-type capillary, even though, in this case,
the surgeon in charge decided to use a silicone tube, which
is harder and less malleable, due to the thick material in
the collection, which could cause it to breakdown. As re-
gards the permanence period, we should say that we kept it
until the patient presented a correct passage of gases and
faeces, which usually occurs between the fourth and fifth
day, and because production is less than 50 cm3.

Despite morbidity related to its use, it is considered that
the usage of abdominal drainages is still active in colorec-
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tal surgery and, even though its systematic use is not justi-
fied>'°, its current role is evident.

Conclusion

The collocation of drainages made up of softer, less consis-
tent material could prevent this kind of lesions. We have
already implemented this in our hospital in order to prevent
this type of lesions.

Conflict of interest

The authors declare that there are no conflicts of interest.

Bibliography

1. Tsujinaka S, Konishi F. Drain vs no drain after colorectal surgery.
Indian J Surg Oncol. 2011;2(1):3-8.

2. Merad F, Hay JM, Fingerhut A, Yahchouchi E, Laborde Y, Pélissi-
er E, et al. Is prophylactic pelvic drainage useful after elective

rectal or anal anastomosis? A multicenter controlled random-
ized trial. French Association for Surgical Research. Surgery.
1999;125(5):529-535.

Roig JV, Garcia-Fadrique A, Garcia Armengol J, Villalba FL, Bru-
na M, Sancho C, et al. Utilizacion de sonda nasogastrica y dre-
najes tras cirugia colorrectal. ;Se ha modificado la actitud en
los Ultimos 10 afos? Cir Esp. 2008;83(2):78-84.

Loh A, Jones PA. Evisceration and other complications of ab-
dominal drains. Postgrad Med J. 1991;67(789):687-688.
Tsujinaka S, Kawamura YJ, Konishi F, Maeda T, Mizokami K. Pel-
vic drainage for anterior resection revisited: Use of drains in
anastomotic leaks. ANZ J Surg. 2008;78(6):461-465.

Smith SRG, Connolly JC, Crane PW, Gilmore OJA. The effect of
surgical drainage materials on colonic healing. Br J Surg. 1982;
69(3):153-155.

Mosley JG, Jantet G. Herniation at the site of an abdominal
drain. Br J Clin Pract. 1978;32(2):56-58.

Manz CW, La Tendresse C, Sako Y. The detrimental effects of
drains on colonic anastomoses: An experimental study. Dis Col
Rect. 1970;13(1):17-25.

Wang JY, Hsieh JS, Chen FM, Lee LW, Hoy MF, Huang YS, et al.
Rectal perforation secondary to surgical drains after low ante-
rior resection: A report of two cases and review of the litera-
ture. Kaohsiung J Med Sci. 2002;18(3):146-148.

. Galandiuk S. To drain or not to drain. Ann Surg. 2005;241(1):

14-15.



	Cecal perforation secondary to surgical drainage.A case report

