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Article history:

Appendico-cutaneous fistulas not related to acute appendicitis or cancer are rare and show
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spontaneous resolution after conservative treatment, mainly when they show low output,
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absence of obstruction or sepsis and in patients with good nutritional status. We found no

Available online 17 March 2017

report in the literature on appendico-cutaneous fistula after hysterectomy. The evolution of
this case shows that this type of fistula can have low, but persistent debt, requiring definitive
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surgery.
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Appendix

Fístula apêndico-cutanea pós histerectomia:primeiro relato de caso
r e s u m o
Palavras-chave:

Fístulas apendico-cutâneas não relacionadas à apendicite aguda ou neoplasias são raras e de

Fístula

resolução espontânea após tratamento conservador, sobretudo quando se apresentam com

Cirurgia colorretal

baixo débito, ausência de obstrução ou sepse e em pacientes em bom estado nutricional.

Apêndice

Não encontramos relato na literatura de fístula apendico-cutânea após histerectomia. A
evolução desse caso demonstra que a esse tipo de fístula pode apresentar débito baixo, mas
persistente, demandando cirurgia definitiva.
© 2017 Publicado por Elsevier Editora Ltda. em nome de Sociedade Brasileira de
Coloproctologia. Este é um artigo Open Access sob uma licença CC BY-NC-ND (http://
creativecommons.org/licenses/by-nc-nd/4.0/).
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Introduction
Digestive fistulas are abnormal communications between two
epithelial surfaces. They are classified as internal (between
the digestive tract and intra-abdominal organs) and external (between the digestive tract and the skin). They can be
congenital or acquired. Digestive fistulas occur postoperatively in 85% of cases, mostly due to failure to heal digestive
sutures. They can also be spontaneous and appear as a
complication during the evolution of Crohn’s disease (39%),
ulcerative colitis (13%), malignancy (9%), radiation (6%), diverticular disease (5%), among others.1 The appendix is rarely
involved, predominantly due to complicated acute appendicitis or neoplasms. We did not identify reports in the literature
on appendico-cutaneous fistula literature after total abdominal hysterectomy (TAH).

Case report
A 40-year-old female patient with type 2 diabetes, systemic
arterial hypertension, grade III obesity with a previous history
of gastroplasty through median laparotomy in 2006 (prior BMI:
57.40 kg/m2 and current: 46.2 kg/m2 ) developed a moderatesized incisional hernia.
She was submitted to total abdominal hysterectomy (TAH)
(Pfannenstiel incision) due to uterine myomatosis and refractory dysmenorrhea. She was discharged from the hospital on
the 2nd postoperative (PO) day, being readmitted on the 8th PO
day due to surgical wound infection and skin dehiscence with
points of necrosis. She developed necrotizing fasciitis requiring debridement and antibiotic therapy. On the 30th PO day,
the patient showed enteric secretion drainage (100 mL/day)
through the labiate ostium in the granulation area of the

Fig. 2 – Vermiform appendix fistulizing in the granulation
area.

surgical wound (Fig. 1). No extravasation was observed after
methylene blue was swallowed. The abdominal tomography was normal and a fistulography showed a short fistula
pathway contrasting the right colon. Initially we chose a conservative treatment with fasting and total parenteral nutrition
(TPN). The output remained stable, and surgical treatment was
decided.
The patient was submitted to mid-incision exploratory
laparotomy approaching the supra-umbilical incisional hernia up to the infra-umbilical granulation tissue, where the
labiate fistula was located. During the laparotomy, the presence of adhered and fistulizing cecal appendix was observed
in the granulation area of the abdominal wall (Fig. 2). The pathway was catheterized, confirming the appendicular fistula. An
appendectomy was performed associated with hernioplasty,
using a polypropylene mesh and dermolipectomy.
The patient evolved with surgical wound infection and border necrosis, requiring antibiotic therapy with Metronidazole
and Vancomycin, associated with surgical debridement and
subsequent closure of the abdominal wall by free grafting
through plastic surgery.

Discussion

Fig. 1 – Appendicular fistula orifice in granulation tissue.

Appendico-cutaneous fistula unrelated to acute appendicitis are rare. There are reports in the literature on fistulas
caused by appendicular mucinous cystadenocarcinoma2–6
and/or congenital ones.7 In this review, we found no reports
of appendico-cutaneous fistulas due to iatrogenic or surgical
complications, unrelated to appendix diseases or appendectomies.
With the advances in intensive care and total parenteral
nutrition (TPN), antibiotic therapy and operative techniques,
the mortality of patients with digestive fistulas decreased from
40% to 65% from the 1980s to 10% to 15% in recent literature
reports.1 The main causes of mortality continue to be malnutrition, hydroelectrolytic disorders and sepsis.
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The expected outcome of an appendico-cutaneous fistula would be its spontaneous resolution after conservative
treatment, mainly considering its characteristics of low output, postoperative etiology, absence of obstruction or sepsis,
patient with good nutritional status and primary surgery performed at the same institution.8 The evolution of this case
shows that the appendico-cutaneous fistula can show specific
characteristics of low and persistent flow even after the use of
TPN, demanding definitive surgical correction.
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