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A B S T R A C T   

Background: Colocutaneous fistulas can occur as the result of complications from diverticular colon surgery. 
Enterocutaneous fistula is a type of fistula that accounts for about 88.2% of all fistulas. In this report, we describe 
a case reports of the management of colocutaneous fistula with laparoscopic surgery. 
Case presentation: In this case reports, both patients complained of increased amount of abdominal discharge after 
surgery. In Case 1, a 43-year-old female patient complained of a lump in her lower abdomen which had been 
there for three months. After removal of the lump, there was blood in the drainage tube. After three months, her 
surgeon advised to close the stoma. In Case 2, a 47-year-old male patient lived with colocutaneous fistula for a 
year. He had been involved in a traffic accident and underwent laparotomy sigmoidostomy. Both patients 
experienced pain, and there also were feces and bad odor coming out from the surgical incision. Then, both 
patients underwent colonoscopy, which revealed coloncutaneous fistulas. Laparoscopic surgery was conducted 
and there was adhesion between the sigmoid colon and ileum in the ventral abdomen wall. After the laparoscopic 
procedure, the patients were discharged 3 days later without any complaints. 
Conclusions: Laparoscopic colectomy has recently replaced open resection as standard surgery. This procedure is 
safe, feasible, and effective for diverticular disease.   

1. Introduction 

Colocutaneous fistulas are commonly related to colon injury during 
laparotomy, colon anastomotic breakdown, malignancy, diverticulitis, 
and inflammatory bowel disease. The clinical implications of this 
complication are varied, with surgery often reserved for cases not 
amenable to conservative treatment [1]. About 90% of fistulas will close 
spontaneously. However, this only occurs completely in 30% of fistulas. 
Time for surgery is the most important factor in successful fistula sur-
gery. If a resolution cannot be reached by conservative measures, sur-
gical intervention is often required. Delaying definitive surgery for 6 
weeks was found to reduce morbidity from 20% to 11% [1–3]. In this 
report, we describe a case reports of the management of colocutaneous 
fistula with laparoscopic surgery. The procedure was done by senior 
digestive surgeon. This study has been reported in line with SCARE 2020 
[4]. 

2. Case presentation 

2.1. Case 1 

In this case, a 43-year-old female patient presented with the initial 
complaint of a lump in the abdomen for 3 months. The patient felt that 
the lump was getting bigger, so she went to a rural hospital. An ultra-
sound was performed, followed by surgery. After the procedure, the 
patient experienced bloody discharge and pus which exited the surgical 
incision as much as 100 cc/day. There was also complaints of pain. 

From physical examination, the patient’s general condition was 
good, and her vital signs were normal. In her abdominal area, there were 
bloody discharge, pus, and fecal material coming out from the surgical 
scar. However, abdominal pain was absent and the bowel sounds were 
normal in this case. She was subjected to colon in loop examination with 
the results supporting the appearance of a colon-cutaneous fistula in the 
suprapubic region (Fig. 1). 
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During colonoscopy, methylene blue fluid was injected through the 
fistula. Then, a scope was inserted 50 cm from the anal verge and a 
bluish color appeared in the colon. This confirmed the presence of 
entero-colica fistula (sigmoid colon) (Fig. 2). Magnetic resonance im-
agery (MRI) showed defective soft tissue in the suprapubic region with a 
diameter of 2.1 cm which formed a track from subcutan to sigmoid colon 
with length of 5.3 cm supporting the image of enterocutaneous fistula. 

After physical and supporting examinations were done, a laparo-
scopic procedure was performed. During the procedure, adhesion was 
found. The connection was found in the sigmoid colon and ileum, 
approximately 40 cm from the ileocecal junction. An incision of 5 cm 
was made above the fistula. The sigmoid and ileum were pulled out of 
the abdomen. The adhesion was released sharply with monopolar cau-
tery. An incision up to the peritoneum was identified. The hole from the 
sigmoid and ileum was repaired. The knot was stitched with 3.0 
multifilament absorbable thread (Fig. 3). Then, the abdominal cavity 
was evaluated, and a drain was placed. Intravenous fluids, analgesic 
injection, and antibiotics were given to the patient after the surgery. She 
was treated for approximately 3 days after the surgery. On day 3, she 
was discharged from the hospital without any complaints. 

2.2. Case 2 

A 47-year-old male patient had lived with colocutaneous fistula for a 
year. Patient had been involved in a traffic accident and underwent 
laparotomy sigmoidostomy. After three months, his surgeon advised to 
close the stoma. Unfortunately, his wound in the abdomen never healed 
totally and there was purulent discharge, and fecal material coming out 

from the site of the stoma closing wound (Fig. 4). The patient underwent 
colonoscopy. Colonoscopy showed there was methylene blue inside the 
colon sigmoid after injecting it through the fistula. This confirmed the 
presence of colon fistula (sigmoid colon) (Fig. 5). 

After physical and supporting examinations were done, a laparo-
scopic procedure was performed. There was heavy adhesion of the small 
intestines and sigmoid at the ventral wall of adhesion. It was released 
meticulously by combining sharp and blunt dissection. There was a 
perforation at sigmoid colon (the site of fistula). Dissection was done of 
the lateral peritoneum and fascia of Toldz to release the descending 
colon, sigmoid and proximal rectum. The sigmoid colon was pulled out 
from the abdomen from the site of fistula. It had been previously incised 
horizontally. Identification of the site of perforation and anastomosis 
resection of the sigmoid colon were performed by linear stapler extra-
corporeally (Fig. 6). He was treated for approximately 3 days after the 
surgery. On day 3, he was discharged from the hospital without any 
complaints. 

3. Clinical discussion 

Enterocutaneous fistula is a type of fistula that accounts for about 
88.2% of all fistulas. In this case series, the patients complained of 
increased amount of abdominal discharge after surgery, which is the 
most common presentation of fistulas. Up to 80% of colonic fistulas are 
reported after abdominal procedures. Bowel resection, Meckel diver-
ticulum resection, incisional hernia repair, adhesiolysis, and intra-
abdominal collection drainage are frequently reported as causes of 
fistulas [3,5]. In the first case, the patient said after the surgery, she 

Fig. 1. Preoperative patient presenting with a fistula in the abdomen.  

Fig. 2. Colonoscopy showing a bluish color coating the intestinal wall. (For 
interpretation of the references to color in this figure legend, the reader is 
referred to the Web version of this article.) 

Fig. 3. Released colo-cutaneous fistula.  

Fig. 4. Preoperative patient presenting with a fistula in the abdomen after 
laparotomy sigmoidostomy. 
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experienced bloody discharge and pus which were coming out of the 
surgical incision and in the second case the patient had been involved in 
traffic accident and underwent laparotomy sigmoidostomy. After three 
months, his surgeon had advised to close the stoma. 

Signs and symptoms can be identified in the patient records. His-
torically, non-specific symptoms such as weakness, fever, chills, malaise, 
poor appetite, and malnutrition can be found. More specific symptoms 
of this type of fistula are wound discharge, diarrhea, and gastrointestinal 
(GI) bleeding [2,5,6]. From first case, the patient said that there was a 
discharge in the abdominal area which was sometimes painful. She also 
said that her body was weak. Organ-specific symptoms are usually 
related to the organs involved in the fistula. Skin pain, irritation, and 
excoriation are also seen in the entero or colocutaneous fistulas. 

Imaging studies can be done with contrast imaging of the GI tract and 
the fistula (fistulogram), which usually support the diagnosis of fistula. 
A computerized tomography (CT) scan is often considered as the first 
step in the imaging study, especially in acute intestinal fistulas setting. 
The CT scan is very specific in their depiction of the anatomy of the 
fistula canal and often can exclude any abscess. CT scans can also help to 
plan the surgical intervention [2,5,6]. 

MRI is required if the CT scan does not reveal a fistula even though 
the clinical suspicion remains high. MRI has the advantage of better soft 
tissue characterization [2,5,6]. This patient was subjected to an MRI 
examination, with the results supporting the appearance of enter-
ocutaneous fistula. Both patients also underwent other examinations 
such as endoscopy and colonoscopy. During colonoscopy, the colon 
appeared in a bluish color suggesting entero-colic fistula (sigmoid 

colon). This was accomplished by visualizing the mucosal surface of the 
bounded organ [7,8]. 

Treatment for fistulas either with complicated or uncomplicated 
diverticulitis is laparoscopic sigmoidectomy. Nowadays, laparoscopy for 
diverticular is safe, feasible, and effective. For Case 1, a laparoscopic 
procedure was performed and the adhesion was released. The connec-
tion was found in the sigmoid colon and ileum, approximately 40 cm 
from the ileocecal junction and a drain tube was placed. For Case 2, 
there was heavy adhesion of the small intestines and sigmoid. It was 
released meticulously by combining sharp and blunt dissection. There 
was perforation at the sigmoid colon. Dissection was done of the lateral 
peritoneum and fascia of Toldz to release the descending colon, sigmoid 
and proximal rectum. The sigmoid colon was pulled out from abdomen 
from the site of the fistula. Identification of the site of perforation and 
anastomosis resection of sigmoid colon were performed by linear stapler 
extracorporeally. Several studies have been conducted regarding lapa-
roscopic surgery on colocutaneous fistulas with improved good results 
[9,10]. 

Post-operative measures included the administration of intravenous 
fluids, analgesics, and antibiotics. Broad-spectrum antibiotics should be 
started early in sepsis conditions and cultures must be taken from all 
sources of infection. Antibiotics should then be adjusted according to 
culture results and sensitivity tests. Empiric antibiotic coverage should 
not exceed 4–7 days. After 2 weeks, the postoperative scars in the 
abdomen area healed well and there were no complaints after the sur-
gery. On day 3, both patients were discharged from the hospital without 
any complaints. 

4. Conclusions 

Colocutaneous fistulas are an abnormal connection between diges-
tive tract, colon, and skin. Fistulas mostly occur after surgery. Surgical 
intervention has the main objective of resecting the involved segment, 
reshaping intestinal continuity, and removing any adhesions that may 
cause intestinal obstruction. Laparoscopic colectomy has recently 
replaced open resection as standard surgery. This procedure is safe, 
feasible, and effective for diverticular disease. 
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