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Abstract:
Objective: To investigate the different causes, common location and different treatment methods of enterocutaneous
fistula.

Study design: A Descriptive study.

Place and Duration: In the Surgical department of Liaquat National Hospital Karachi for one year duration from
June 2018 to June 2019.

Methods: Twenty-two patients underwent enterocutaneous fistula following trauma surgery, abdominal tuberculosis,
ileal perforation, gynecological cause, perforated appendicitis, gastric perforation and stoma conversion. Patients
with malignant disease were excluded from the study. All patients were initially treated conservatively. Patients who
did not respond were operated. All patients were followed up after discharge and closely monitored for recurrent
leaks and other complications.

Results: Of the 22 patients, 14 (64%) were male and 8 (36%) had a M: F ratio of 1.7: 1. Their ages ranged from 18
to 62 years, with an average of 40 years. Most of the patients belong to the 41-50 age group. Initial surgical indications
were abdominal tuberculosis 10 (45%), gynecological surgery in 3 (14%) cases, reverse stoma 2 (09%), FAI (febrile
arm injury) 2 (09%), closed abdominal trauma 2 (09%), perforated appendicitis 2 (09%) and gastric perforation 1
(5%). 16 (73%) fistulas were having high results and 6 (27%) have low. Nine (41%) patients responded to conservative
treatment whereas 13 (59%) patients did not. The causes of enterocutaneous fistula (surgical findings) were
anastomotic leak / repair in 7 (31%) patients and missed perforation in 6 (27%) patients. The most common fistula
region was ileum in 13 (59%), colon in 4 (18%), blind in 2 (09%), jejunum in 2 (09%) and stomach in 1 (05%). Five
patients died at a mortality rate of 23%.

Conclusion: Intestinal tuberculosis was the most common cause of enterocutaneous fistula affecting the small
intestine. Anastomotic / repair leakage was the most common surgical finding after detection.
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INTRODUCTION:

Enterocutaneous fistula is a complex entity and despite
significant progress in medical sciences, it still has
significant morbidity and mortality [1]. In the 1950s,
the mortality rate was around 50%. Mortality was
significantly reduced from ten to twenty percent with
the introduction of the central line, total parenteral
nutrition, correct evaluation and maintenance of
electrolytes, skin care, long-term respiratory support,
and advances in antibiotic therapy [2-3]. Postoperative
gastrointestinal fistula is a terrible complication of
gastrointestinal surgery, reported in up to 27%.
Primary fistulas are caused by a disease in the
intestinal wall, e.g. for example, tuberculosis, crohn's
disease and malignancy [4-5]. Secondary fistulas may
result in a normal intestinal injury, e.g. surgical
resection, postoperative fistulas, anastomotic collapse,
sepsis, or an unrecognized lesion of the bowel wall [6-
7]. Peritonitis, multiorganic insufficiency and enteric
fluid secretion may occur from abdominal wounds due
to fistula formation. In general, these patients receive
conservative treatment through intestinal rest using
NPT, somatostatin and fluid and electrolyte correction.
Surgery is limited to toxic symptoms with peritonitis
symptoms, inadequate conservative treatment, and
significant leaks of the anastomosis site [8-9]. Factors
preventing spontaneous closure include sepsis,
malnutrition, Crohn's disease, radiation,
chemotherapy, malignancy, foreign matter, total
discontinuity between the intestinal ends and distal
obstruction. Sepsis is an important cause of mortality
and morbidity in all its forms and requires aggressive
treatment [10]. Depending on the quantity within 24
hours, the fistula have low yield and high performance.
In the low type, the drain amount is less than 1000 ml
/ 24 hours and in the high type the amount is greater
than 1000 ml / 24 hours. They can be described as
anatomically simple (by direct communication
between the intestine and the skin) or complexes
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(related to the intermediate abscess cavity in one or
more ways or in the middle of the canal). Detection of
leakage is determined by small bowel enemas, barium
enemas, fistulography and abdominal computed
tomography [11].

MATERIALS AND METHODS:

This descriptive study was conducted in the Surgical
department of Liaquat National Hospital Karachi for
one year duration from June 2018 to June 2019. After
trauma surgery, abdominal tuberculosis, ileal
perforation,  gynecological  cause, perforated
appendicitis, gastric perforation and stoma conversion,
a total of 22 patients were analyzed with
enterocutaneous fistula repaired in our unit or referred
from outside were selected and with malignant
diseases were excluded from the study. All patients,
including nutritional assessment and CBC, blood
glucose, urea, urine DR, serum electrolytes, viral
marker LFT, and total protein A / G ratio were
examined in detail including intestinal rest, NPT,
somatostatin, antibiotics, skin care through the
application of zinc oxide for exclusion and collection
of bags in the fistula area. Dehydration and electrolyte
imbalance were corrected. Three patients with
diabetes corrected with insulin treatment. 5 patients
were treated with impaired LFT treated with the advice
of a physician and patients who did not respond with
jaundice were re-operated. The non-responsiveness
criteria  were increased pulse rate, increased
temperature, decreased urine output, and the same
amount of fistula content. Tuberculosis was confirmed
by histopathology. All patients were followed up after
discharge and closely monitored for recurrent leaks
and other complications.

RESULTS:
Of the 22 patients, 14 (64%) were male and 8 (36%)
were female with a M: F ratio of 1.7: 1 (Table I).

Table I. Sex incidence (n=22)

Male
Female

14 64
8 36

Their age ranges from 18 to 62 years, with an average of 40 years. The majority of patients belong to the 41-50 age

group (Table I1).
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Table ll. Age distribution (n=22)

< 20 1 5
years
21-30 2 9
years
31-40 4 18
years
41-50 8 36
years
51-60 5 23
years
> 61 2 9
years

Initial surgical indications were abdominal tuberculosis 10 (45%), gynecologic surgery 3 (14%), reversed stoma 2
(09%), FAI 2 (09%), closed abdominal trauma 2 (09%) and perforated appendicitis. 2 (09%) and gastric perforation
1 (05%) Table II.

Age Group No. %
Abdominal 10 45
Tuberculosis
Gynaecological 3 14
Procedure
Reversal of Stoma 2 9
Fire Arm Injury 2
Blunt Abdominal 2 9
Trauma
Perforated 2 9
Appendicitis
Gastric Perforation 1 5
Total 22 100

Table lll. Indication of first surgery (n=22)

Sixteen (73%) patients had high-performance fistulas and 6 (27%) had low localization (Table 1V).
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Table IV. Fistula types (n=22)

Type of Fistula No. %
Low Qutput 6 27
High Output 16 73

Nine (41%) patients responded to conservative treatment. Thirteen patients (59%) who did not respond were operated

(Table V).

Causes Conservative Re-Operated Total
Abdominal Tuberculosis 4 6 10
Gynaecological Procedure 1 2 3
Reversal of Stoma - 2 2
Fire Arm Injury 1 1 2
Blunt Abdominal Trauma (Colonic 1 1 2
Injury)

Perforated Appendicitis 1 1 2
Gastric Perforation 1 - 1
Total 9 13 22

Table V. Management of Entracutaneous Fistula (n=22)

The causes of enterocutaneous fistula (surgical findings) were anastomotic leakage in 7 patients (31%) and missed
perforation in 6 patients (27%) (Table VI).

- Table VI. Causes of Fistula after exploration (n=13)
Indication of Surgery Anmnastomotic/ Repair Leakage Missed Perforation = Total

Abdominal Tuberculosis 3 3 6
Gynaecological Cause 1 1 2
Reversal of Stoma 1 1 2
Fire Arm Injury - - 1
Blunt Abdominal Trauma (Colonic 1 - 1
Injury)

Perforated Appendicitis 1 1 1
Total 7 6 13

The most common site of fistula was ileum in 13 patients (59%), colon in 4 patients (18%), blind in 2 patients (9%),
jejunum in 2 patients (9%), in 1 patient (5%) gastric, Table VII). Five patients died at a mortality rate of 23%.
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Site No. Of Percentage
Cases
i lleum 13 59
Colon 18
Caecum 9
Jejunum 9
Gastric 5

Table VII. Common Site Fistula (n=22)

DISCUSSION:

Enterocutaneous fistulas are abnormal communication
between the small or large intestines and may be
covered by skin epithelium or associated with intra-
abdominal sepsis. It is a serious complication of
gastrointestinal surgery. Since 1970, the basis of
fistula treatment has been intravenous nutrition to
stabilize the patient and stimulate the rest of the
gastrointestinal tract. The administration of TPN
reduced mortality and increased the rate of closure.
The patients included in this study were operated in
our unit or referred from a peripheral region. The
subjects admitted were malnourished and in sepsis'2.
Initially, all patients recovered by correcting fluid and
electrolyte imbalance, providing nutrition, antibiotic
coverage, and chest physiotherapy. The majority of
patients were males with a M: F ratio of 1.7: 1, while
other studies were between 18 and 62 years, mean age
was 39 to 75, 16 to 65 years, and other studies were
0.6: 19to 1.4: 1.10. The mean age was 36.10 and 33.9
years'®, In this study, the most common
enterocutaneous fistula was observed in patients with
tuberculosis (45%). Hives also mentioned in the
tuberculosis study, the most common cause of fistulas.
Conservative treatment was successful in 41% of the
patients. Different studies showed a conservative
response rate of 77.7%, 71.1%, 13.1% and 14%. In this
study, the most common site of fistula was ileum*. A
study by Jamil revealed ileal fistula in 52% of cases.
In this study, the majority of patients were found to be
73% high. In the Qurashi study, 67% of the fistulas
were of the high type. The most common cause of
enterocutaneous fistula was repair of anastomotic
leakage in 7 (31%) patients®®. Gondal also claimed that
the most common cause of fistulas was anastomotic
leak. While the mortality rate in this study was 23%,
the mortality rate in other studies was 22.5%, 18% and
26.8%, respectively.

CONCLUSION:
The most common enterocutaneous fistula in the small
intestine was due to intestinal tuberculosis.

Anastomotic leak repair was the most common
surgical finding after discovery.
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