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ABSTRACT Faecal fistula possesses a great challenge for the treating surgeon as it is s significant cause of morbidity and

mortality following abdominal surgery. Material and Methods: Twenty two cases of faecal fistula were included in
this series that developed after exploratory laparotomy either emergency or elective in Department of Surgery, Katihar Medical College &
Hospital, Katihar over a period of one year. Observation: Number of males were slightly more than woman in the study with ratio being 1.2.: 1.
Maximum number of patients were in age group 16 to 35 years . Conservative treatment was carried out in 68.18% of the cases while operative
interventions were carried out in 31.82% of cases. Mortality rate was 27% in all cases of enterocutaneous fistula. Conclusions: A favorable
outcome in patients with enteroctaneous fistula depends on a multimodality approach towards the patient which involves wide spectrum

antibiotics coverage for control of sepsis, adequate nutritional support, maintenance of fluid-electrolyte balance and skin care.

INTRODUCTION

Afistula is an abnormal communicating tract between two epithelial
surfaces. A fistula between small or large bowel and the skin is called
Enterocutaneous(ECF) fistula or faecal fistula which results as a
consequence of surgery or disease or both. An ECF can arise due to
disruption of gastrointestinal tract anywhere from duodenum,
jejunum, ileum, colon or rectum. Physiologically these are classified
as

1. Lowvolume fistula <200 mL/24 hours.
2. Moderate volume between 200 and 500 mL/24 hours.
3.High volume >500 mL/24 hours.'

Spontaneous closure occurs in approximately 30% of all type of
fistulas within six to seven weeks.” Most of the proximal small bowel
fistulas are high output fistulas and do not show tendency for
spontaneous closure while low output fistula has high rate of
spontaneous closure.’ Various studies have reported higher
mortality rates as high as 65% in patients with ECF but this has
decreased drastically to around 20% in modern days with advanced
imaging modalities, proper nutritional support, electrolytes balance,
blood transfusion and antibiotic coverage.” This aim of the present
study was carried out to study surgical profile of patients, various
management modalities and outcome of types of enterocutaneous
fistulain kosiregion of Bihar.

MATERIALAND METHODS

Cases for the present study was taken from the patients admitted in
the Department of General Surgery, Katihar Medical College &
Hospital over a period of one year between 2015 and 2016. The study
included only those patients who developed faecal fistula after
exploratorylaparotomyin Katihar Medical College & Hospital.

'The study of each patient developing post operative faecal fistula was
carried out in three phases in addition to proper history and general
examination.

The headingsincluded:-

Pre operative and operative phase

Postoperative phase

Management including both conservative and surgical interventions
wherever necessary

OBSERVATION

A total number of 22 patients were included in this study. Only those
cases of faecal fistula were included in the series that developed after
exploratory laparotomy either emergency or elective in Department
of Surgery, Katihar Medical College & Hospital, Katihar. Male
patients (54.6%) were slightly more than females in the study (45.4%)
with therratiobeing 1.2: 1in the study. Maximum number of patients
were in age group 16 - 35 years followed by age group36 to 50 years.
Least number of patients were of age group over 65 years.

Mortality rate was higher in age group <15 years and 65 years age and
above with percentage being 67% and 50% respectively in their age
group. In most of the cases (72.7%), emergency surgery was
performed and mortality rate was higher in emergency surgery cases
as compared to elective surgery cases which were performed in 27.3%
of cases. Small bowel was the most common site of fistula accounting
for almost 64% of cases followed by gastroduodenal(23%) and fistulas
in large bowel(13%). Out of 12 cases of high output fistula, 4
died(33%) which were more than 10 cases of low output fistula in
which 2 patients died (20%). Most common complications were
malnutrition, skin excoriation, electrolyte imbalance and
hypoalbuminemia. 15(68.18%) cases of ECF were managed by
primary non operative treatment (conservative) in which only 2
patients died while operative measures were taken in 7(31.82%)
patients in which 4 died.

DISCUSSION

Usually arising as an unexpected and distressing complication of
abdominal operations specially done under emergency conditions,
enterocutaneous fistula is a cause of variable degree of discomfort to
the patient and it also affects the mental status of the patients with
various complications and associated mortality. Males were most
commonly affected in our study which is also similar to study of other
authors.’ In our study out of the three patients below fifteen years of
age two ultimately died. Their death can be attributed to the fact that
their body reserves were low and malnutrition can occur with
frightening rapidity. In both the cases that we lost there was severe
malnutrition and there was copious fistula output.The rest of the
mortalities were almost evenly divided among all the age groups
except in the age group of sixty five and above in which out of the two
patients, welost one giving a mortality rate of 50% a rate quite in tune
with Rober et al’ who reported a 48% mortality in the same age group.
In the present series gastrointestinal fistula was divided into three
clinical groups according to site of origin viz gastroduodenal, small
bowel and large bowel. Of the five patients with gastroduodenal
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fistulas two died - a mortality of 40%. There were fourteen patients
with small bowel fistulas of which one died — a mortality of 33%. Small
bowel fistulas constituted the largest number (64%) followed by
gastroduodenal 23% and large bowel (13%). This is in agreement with
study of otherworkers."’

Twelve patients in our series had a high output fistula while ten
patients had a low output fistula. There were four deaths in the high
output fistula group (33%) and two deaths in the low output group
(20%).There is universal acceptance of the fact that high output
fistulas are more difficult to manage and are associated with a high
mortality. Miller and Dorn observed that greater the drainage output,
the more serious is the problem and prognosis.” Even this is in
agreement with Fazio" who observed an increase in the mortality
rates of high output fistulas (20%) as compared to low output fistulas
(4.8%). Malnutrition, electrolyte imbalance, skin excoriation, wound
dehiscence were the major problem in our series. Moderate
malnutrition occurred in 50% of the cases while severe malnutrition
occurred in 27% of the cases, 83% of all the cases with severe
malnutrition ultimately died. All the workers agree that malnutrition
remains a major problem in the management of fistulas. Incidences
of fistula-related complications such as electrolyte disturbance,
sepsis, and skin excoriation, are higher in high output fistula
resulting in difficult management . The fistula healing rate for high
output fistulas are also lower and mortality is higher in these
patients."

CONCLUSION

The present study concluded the fact that high output fistula has a
higher mortality rate in comparison to low output fistula patients.
Patients treated with enteral nutrition gave a comparable result as
with the patient treated with total parenteral nutrition in the
treatment of faecal fistula. This is very cost effective and significant to
the patient considering the low socioeconomic status of the patients
in Kosi region of Bihar. The emergency surgery done under lot of
stress and constraints of time has a higher chances of fistula rate
formation and associated mortality. Some newer drugs like
Racecadotril has given encouraging result in case of faecal fistula
management.
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