
classifications is that the latter has a stronger focus on
postprocedural interventions rather than the number
of postprocedural admission days. The focus on admis-
sion days within the ASGE lexicon is much more likely
to be influenced by local policies and resources
than the interventions described in the AGREE
classification.

Regarding the definition of an AE including all events
“irrespective of the likelihood of a potential link,” the
only way to track all possibly related AEs is by regis-
tering all periprocedural events, leaving judgement
regarding causality for later. Taking the example of
medication side effects, we often need larger numbers
of possible AEs before a relationship can be established
or refuted. As part of local governance, AEs should be
reviewed in regular morbidity and mortality meetings
to identify any causal relationships in an objective
manner. Regular meetings attended by all endoscopy
staff should therefore serve as the standard to deter-
mine such causality. Register first and determine causal
relationship later!

Finally, the high agreement of the 2 classifications is
important and shows that we are not trying to completely
change the way we look at AEs but rather are adapting
tools from the past to be ready for the future. GI endos-
copy is evolving more as an interventional specialty, with
different types and more severe possible AEs than a decade
ago. One could argue that endoscopy is closer to the
realms of surgery than ever before. We should therefore
do our utmost to strive for transparency and comparability
with a straightforward and easily reproducible classification
system for AEs that supports existing governance
processes.
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Modified endoscopic vacuum
therapy: Are we ready for prime
time?

To the Editor:

We congratulate Jung et al1 on their study entitled
“Endoscopic vacuum therapy for the management of upper
GI leaks and perforations: a multicenter retrospective study
of factors associated with treatment failure (with video).”
The authors report a clinical success of 70.6% in 119
consecutive patients treated with endoscopic vacuum
therapy (EVT), with neoadjuvant treatment and intraluminal
placement independently associated with EVT failure.

The high efficacy2,3 of the EVT is related to its
mechanism of action such as macro/micro deformation,
changes in perfusion (angiogenesis), exudate control,
and bacterial clearance.4-6

The use of the traditional open-pore polyurethane
sponge (OPPS) is associated with challenging placement
and removal, prolonged procedures, and the need for mul-
tiple exchanges caused by tissue ingrowth. On the basis of
these limitations, Loske et al6 described the use of the
open-pore film (OPF), but this is not widely available and
has a high cost.

Therefore, we are using a cost-effective modified
EVT. The use of this novel EVT has the advantage of be-
ing less costly with similar benefits of the OPF (easy
placement, reduction in procedure time, longer interval
between system exchanges, and lower rate of adverse
events [AEs] related to the OPPS) and has been associ-
ated with high rates of clinical success and low rates of
AEs.7-10

The modified EVT is manufactured on the fenes-
trated portion of the nasogastric tube with gauze and
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antimicrobial incise drape, as previously described by
our group.4,7-10 Its placement can be either intracavitary
(always when there is an associated collection) or intra-
luminal. Additionally, with the use of a triple-lumen
catheter, these patients can also start early enteral
nutrition.7,9,10

Therefore, on the basis of our experience, we suggest
the use of the modified EVT in place of traditional OPPS.
This novel approach can decrease costs and minimize
AEs. We welcome the authors’ view on this.
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Response:

We thank Sánchez-Luna et al1 for their interest in our
recent publication about endoscopic vacuum therapy
(EVT) for the management of upper GI (UGI) leaks and
perforations.2 UGI leaks and perforations lead to serious
conditions associated with high morbidity and mortality.
A recent meta-analysis showed that EVT for the treatment
of UGI leaks and perforations is effective.3 Sánchez-Luna
et al1 have introduced a cost-effective modified EVT that
compensates for the shortcomings of the current EVT.4,5

As the authors stated, the efficacy of modified EVT is
promising. We agree with the authors that the traditional
polyurethane sponge is associated with challenging
placement and removal, is a time-consuming and
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