SUMMERY

The management of intestinal fistulae today involves skills in
nutritional support ,stoma therapy ,the elemination of sepsis and carefully

well-judged and well-carried out surgery.

In the past the intestinal defect was tackled by an early surgical
attempt for closure .Such an approach was almost invariable followed by

immediate re-occurrence and high death rate .

Instead ,todays patient with an external fistula is treated by
sustained enternal or Parenteral nutrition support which allows an
opportunity for the fistula to close spontaneously ,which will do in 70-
80% of cases . Even if this does not occur the patient is rendered better

able to face further surgical procedures.

Aetiology

The most common cause of intestinal fistulae is post-operatively
usually due to unrecognized injury of the bowel or breakdown of an
anastamosis ,ischemia of the bowel ends or the presence of distal
obstruction . The other causes are inflammatory as C.D , traumatic

,developmental and after radiation.

Pathophysiology of fistulation :
The passage of gastrointestinal contents through fistula can lead
to nutritional disorders , water , electrolyte and acid—base disturbance and

septic complications. the loss of the gastrointestinal contents is not the



sole factor in malnutrition associated with intestinal fistulae . Increased
energy expenditure , resulting from the presence of the fistula and its
complications , as well as the catabolic effects of sepsis are also

contributory .

The basis of the modern management of external fistulae consists

of following consequence :
The metabolic abnormalities should be treated before the nutrient
solution is given . Thus the earliest aim of management is to correct

hypovolemia , and to restore fluid and electrolyte balance .

Skin protection measures should be applied as soon as the
fistula is recognized because if excoriation takes place subsequent skin
management becomes difficult. The basic aim of stoma management is
the application of effective skin protectives and a disposable drainage bag

which will collect the effluent and allow accurate measurements.

Total Parenteral nutrition (TPN) has an extremely useful and
lifesaving role to play in the management of enterocutaneous fistulae,
provided that there is no distal obstruction , foreign body , major sepsis ,
tract epithelialization , adjacent cancer or C. D. Many enterocutaneous
fistulae will close spontaneously with conservative management ; nil by
mouth + TPN . This is true even for some high output fistulae , though
they will take longer to close , e .g . 4 — 6 weeks . TPN thus allows nature
to heal a fistula and surgery can be avoided .

The mortality from enterocutaneous fistulae has fallen markedly

since the increased use of TPN in their management .



Besides clinical assessment , a series of biochemical
haematological , radiological and endoscopic studies will be required , to
know the origin of the fistula , the anatomy of its track , the condition of
the bowel at the side of the fistula and is there an obstruction distal to the
fistula or an associated abscess cavities . Ultrasound , CT scanning and

isotop studies will be needed for detection of abscess cavities .

The question of for how long conservative treatment should be
continued is usually answered by the behaviour of the fistula .If the
patient is improving and flow charts indicate a falling fistula effluent and
rising plasma albumin and body weight , then it is worth persisting with
conservative measures without time limit .however , if there is no sign of
spontaneous closure within 4 — 6 weeks of instituting effective

nutritional treatment operation should be undertaken to close the fistula .

Operations may be designed to improve the patient condition
rather than closing the fistula e .g . drainage of an abscess and creation of
feeding enterostomies , or to close the fistula . These operations are not
necessarily carried out as one procedure, and indeed in some

circumstances it is safer to stage them .



CONCLUSTION

The outlook for patients with intestinal fistula is , today , better than
at any previous time . Providing that attention is paid to all the several
aspects of treatment , the patient with an intestinal fistula can expect to

have it closed safely with minimal morbidity and mortality .
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