Fistulous complications of Crohn's disease
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The fistulas encountered in Crohn's discase are a quite frequent complication. Iistulas may be internal. i.e..

gut-to-gut, or external. i.e., gut-to-skin. Treatment of these fistulas
The present article examines the various tvpes of fistulas

mortalify rates avaraging about 6-10 % .

can be a considerable problem with

encountered with Crohn's disease and their possible treatment according to the recent contributions in
literature. [Journal of Turgut Ozal Medical Center 1(2):173-181.1994)
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Crohn hastaliginin fistiiloz komplikasyonlar:

Crohn hastaliginin sevri sirasinda fistiloz komplikasvonlar oldukga stk goriliir. Fistidler internal veva
cksternal olabilir. Tedavisi olduk¢a problemli olan bu fistiiller ortalama 6-10% mortalite oranlarina

sahiptir.

Bu makalede Crohn hastaliginn seyri sirasinda govilebilen geyitli fistiiller ve son literatiir bilgisi yiginda
olasi tedavi vontemleri gio=den gegivilmigtir.. [ Turgut Ozal Tip Merkezi Dergisi 1(2):175-181,1994)

Anahtar Kelimeler: Crohn hastaligy, fistiil, tedavi

Since the first description of this cronic intestinal
inflammation in 1932 by Crohn, Ginzburg and
Oppenheimer'?, we have known about the
characteristically high incidence of complications it
involves. Among these, fistulas arise in 20-60% of
Crohin's disease patients with a mean incidence of
30% "

Fistulas may be either external or internal. The
former link a section of intestine to the body surface,
whereas the latter are epithelised fistulas linking two
intestinal segments”.

From the nutritional and metabolic standpoint,
fistulas may be divided into high (>500 ml/day) and
low (<500 ml/day) flow types".

External  fistulas  include  enterocutaneus
(subdivided into ileocutaneus, colocutaneus and peri-
ileostomic), which occur in 9-21% of Crohn's disease
patients and perianal fistulas encountered in 25-36%
of the patients”®  External fistulas are highly

disabling, often requiring externally applied bags
and leading the patient to seek for an early treatment.
Though medical treatment with immunosupressive
drugs may be helpful in about 8% cases™'’, the side
effects may be severe and recurrences after treatment
are frequent’.

Internal fistulas are found in 16-33% of Crohn's
disease cases, depending on series® "', These fistulas
do not necessarily constitute an indication for surgery
unless they are responsible for a long intestinal by-
pass causing a short bowel syndrome or are
associated with an abcess or sepsis and finally unless
they form a connection with genito-urinary
tracta.m.lz.n.

Treatment of fistulous complications in
Crohn's disease can be a considerable problem and
mortality rates of 6-10% are reported™'"".
Nevertheless cures in as many as 96% of the cases
treated are also reported”.
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ETIOLOGY

Fistulas are very often encountered in intestinal
segments affected by Crohn's disease. In a number of
studies, the possibility of fistula prevention via the
identification of causative factors has been
investigated. Petit and Gerson'*'" showed that the
intestinal segments affected by Crohn's disease have
a much greater capacity of ascorbic acid
concentration than the healthy intestinal segments in
the same patient. However, the segments from which
the fistula originates do not have this excess capacity
and indeed have a lower ascorbic acid capacity than
either the affected but not fistulous segment or the
healthy intestinal segments.

The higher concentration of ascorbic acid in
inflamed segments is probably attributable to
chemotaxis and the concentration of leucocytes in the
diseased areas (ascorbic acid contend of leucocytes is
50 times higher than the plasma) and is needed for
collagen synthesis, which is the most important
phase of the inflammatory response'*"".

The fact that the fistulas originate do not contain
as same ascorbic acid concentrations as the inflamed
but not fistulous segments may well be attributable in

Table 1. Possible types of fistula in Crohn’s disease

clinical course to a somehow locally altered collagen
production.

DIAGNOSIS

Radiological investigations using  contrast
medium and endoscopic examinations of the upper
gastrointestinal tract remain the most commonly used
tools in the diagnosis of Crohn's disease or its
recurrences or its complications such as fistulas'"'*.
Fistulography is also essential in cases of
enterocutaneus fistulas'

Recently, however, several contributors have
emphasised the value of CT  scans'”',
ultrasonography™~' and NMR''. CT and NMR are
better in the detection of abcess and fistulas than
USG especially in cases in which several loops of the
small intestine, mesenterium and anorectal region are
involved®. NMR riot only offers the advantage of
three dimensional imaging but also does not expose
the patient to high doses of ionizing radiation when
repeated and frequent check-ups are required'".

Classification of the fistulas related with Crohn's
disease is summarised in Table 1.

EXTERNAL =

Entero-cutaneus =

lleo-cutaneus
Colo-cutaneus
Peri-1leostomic

Perianal
Neo-ileal
lleo-jejunal
lleo-caecal
Entero-enterior = leo-sigmoid
Gastro-colonic
Colo-duodenal
Colo-colonic
INTERNAL =
lleo-vesical
Entero-vesical = lleo-sigmoid-vesical
Colo-vesical
Genito-urinary = lteo-vaginal
Entero-vaginal = Colo-vaginal
Recto-vaginal
Recto-urethral
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EXTERNAL FISTULAS

Ixternal  enterocutaneus fistulas  may  appear
either right after surgery or spontaneously.There are
significantly more of the former than the latter. The
cutaneus outlet is almost always visible in the
postoperative scar tissue. These fistulas may be 'early
Jistulas' which appear soon after surgery or 'tardive
Jistulas' occurring long after surgery™

For any correct assesment of treatment and
prognosis, it is apparently important to distinguish

between enterocutaneus fistulas originating from

healthy intestinal segments and those developmg in
segments affected by Crohn’s disease’.

Farly postoperative fistulas caused by mﬁltratlon
of an anastomosis performed on Acalthy tissue are not
significantly different from the ordinary anastomotic
fistulas observed after resections for other reasons
than Crohn's disease®. Such fistulas may close
spontaneously or after assistance in the form of bowel
rest and total parenteral nutrition. However, repeated
resection and a new anastomosis may be required’.

On the contrary, the evolution of  early
postoperative fistulas deriving from the anastomaosis
containing remnants of tissue invaded by Crohn's
disease is different. These are almost always high
flow fistulas combined with severe intraabdominal
sepsis and they usually do not heal spontaneously .

Treatment includes tissue bags and protective
barriefs to control the release of material from the
fistula, drainage of abcess, high calorie total
parenteral nutrition and surgery unless spontaneous
healing occurs within 6-8 weeks. The surgery is
delayed to avoid the problems of adhesive peritonitis
after the intestinal dissection.

Tardive postoperative fistulas may be caused by
recurrence of the disease, generally on the
preanastomotic site and are therefore comparable to
spontaneous fistulas. Alternatively, they may follow
the drainage of an intraabdominal abcess®.

Spontaneous fistulas are rare®”. The affected
segment may adhere to the abdominal wall, forming
an abcess, that can be diagnosed -as brownish-red
swelling on the abdominal surface, often with a
spontaneous release of pus, mucus or feces.

Otherwise the fistula may reflect the spread of a
transmural inflammation, causing an intraabdominal
abcess, seeking, for an external outlet to form an
external fistula™ ™"

The explanation for the predilection of both
postoperative and spontaneous fistulas for sites like
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scars or the sites of early drainage of the abdominal
wall. This type of fistula also rarely heals
spontaneously and need surgical interventions*®

We should in fact distinguish between fistulas
originating in intestinal segments invaded by active
Crohn's  disease,  whether  spontaneous or
postoperative, early or late and those deriving from
healthy tissue, since the former does not heal
spontaneously and inevitably require surgical
treatment. The protocol proposed by Hill in 1988",
and subsequently adopted by most of the surgical
teams, is a sequence of four overlapping phases in
which :

Phase [ is devoted to the surgical or percutaneus
drainage of abcess to control the sepsis; '

Phase 2 corrects the metabolic deficiencies with
parenteral nutrition ( it should, however, be borne in
mind that a true anabolism is not obtainable because
of the high protein loss due to the diesase), .

Phase 3 involves the accurate anatomical
definition of the fistula, by means of a fistulogram, or
barium enema, or a small bowel enema; and finally

Phase 4 involves resection of the segment
incorporating the fistula, with either immediate
reanastomosis or in the presence of substantial
inflammation with edema and friable intestinal wall
with attachment of the two intestinal stumps to the
skin and dilation of the anastomosis several months
later once the sepsis is eliminated and the patient is
in a better metabolic/nutritional condition.

Most of the fistulas can be closed using this
method with less than 10% morbidity". As an
exception, peri-ileostomic fistulas which are very rare
[ 15 out of 1010 patients of Greenstein's series’] and
requires the removal of the diseased segment with a
new tleostomy, possibly on the contralateral side of

‘the abdomen.

PERIANAL FISTULAS

~ The high frequency [ 17-28% of Crohn's disease
patients’] of perirectal and perianal fistulas probably
reflects the fact that the ulcers typical of Crohn's
disease tend to penetrate the full depth of rectal wall
and spread sepsis through perirectal tissues''. It is
believed that this phenomenon is due to the
constrictive action of the sphincter which prevents
the upward spread of the inflammation which is
therefore forced into the perirectal tissues"'
The course of the fistulous process may vary in
length before it finds an outlet on the skin surface.
Moreover if obstructed, it may cause abcess in the
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sphincter, the ischiorectal fossa or more rarely in the
pelvirectal fossa.

There are significant differences between the
opinions about the treatment of the perianal fistulas:
from the excessively conservative to a preference for
the surgical approaches traditionally adopted for
specific perianal fistulas®.

Actually, surgery is only required in a carefully
selected number of cases and several authors
recommend caution before being hooked on the idea
of overhasty surgical treatment of perianal lesions™*".
According to Alexander-Williams "incontinence is
more likely to be the fruit of aggressive surgery than
aggressive disease"””. Van Dongen, on the other
hand, claims that where indicated fistulectomy can
prevent incontinence which he feels to be more
probably attributable to sphincteric deficiency caused
by the chronic proctitis as a result of recurring
anorectal sepsis than to inappropriate surgical
manouvres®. One indication to conservative treatment
comes from the observation that anorectal Crohn's
disease may resolve spontaneously in a certain
number of cases™. Though there has been no long-
term controlled trials designed to assess the
efficiency of medical treatment alone in control of the

Crohn's disease it does seem to give good results in
cases of fistulas, ulcers and 'skin tags’ with a benign
and non aggressive course’'. Some reports suggest
that immunosuppressor drugs, such as Azothioprine
may be effective in perirectal fistulas®*"**, but some
studies do not confirm this view™. _

In contrast, treatment with Metranidazole has
proved to be particularly effective, despite the fact
that recurrences have been observed in 72% of cases
on suspension of treatment and distal paresthesia in
the extremities of 50% of patients’ ~**.

Conservative surgery has its place not only in the
drainage of abcess but also in anal fistulas (mostly
associated with pain) which have not responded to
medical treatment®'"™'  Sohn et al. suggest
fistulotomy for surface fistulas that do not involve the
anal sphincter. They also proposed that partial
internal sphincterotomy for intersphincteric fistulas
and report good results’ Levien, recommends
surgery in lower inter- and trans-sphincteric fistulas
with an orifice on the pectinate line in a rectum
which is not seriously affected by Crohn's disease and
also proposes a protocol for the treatment of the
perianal complications ( Figure 1),

ANAL FISTULA IN ?‘ROHN’S DISEASE

[

Significant symptoms
of fistula

I
Minimal symptoms
of fistula

No fistulotomy

[

Active Crohn’s disease

Systemic treatment of Crohn’s
disease

Quiescent Crohn’s disease

[

Rectum spared

| 1

internal orifice No internal

Diseased rectum

*Treatment of rectum
* Abscess drainage
*Fistulotomy as last resort

present orifice
* Abscess drainage
* Fistulotomy reductantly and only
for recurring abscess
* Fistulography if necessary
Fistulotomy with good

change of success

Figure 1. Treatment protocol of anal fistulas in Crohn's disease [from Levien™
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Some reports suggest that perianal Crohn's
disease should not be treated surgically before
proximal (colon or small intestine) medical or
surgical control of the disease’"*?, whereas some
others have observed no improvement in the perianal
conditionafter proximal resection®’. In the experience
of the Mayo Clinic, perianal improvements after
treatment of the disease are frequent but often short
lived ( from six months to two years). Hence,
resection of actively diseased segments is only
recommended when there is a certainity of removing
all diseased segments’”.

Opinions also differ on the value of the fecal
stream, generally in the form of loop ileostomy in the
treatment of perianal Crohn's disease. Some authors
report their good results after performing diversion
colostomy in the patients later subjected to
proctectomy , whereas some others declare that there
is no significant benefit of diversion in perianal
condition™.

All these suggest that proctectomy should be the
last resort, only to be considered in particularly
difficult cases with multiple anal fistulas and/or
severe proctitis.

INTERNAL FISTULAS

These appear in about 40% of Crohn's disease
patients and as stated before rarely require surgical
intervention"***.

Interoenteric fistulas

The results of immunosupressive therapy, high
calorie nutrition and basic diets do not appear to be
satisfactory in these cases®*'>"".

lleo-ileal fistulas are usually asymptomatic since
they create a short bypass that has no nutritional
percussion and usually no treatment is required"”.

lleo-jejunal fistulas which may sometimes cause a
short bowell syndrome, and therefore malabsorbtion,
surgical interventions are essential and involves the
resection of the diseased segment with simple closure
of the jejunal orifice'>".

lleo-caecal fistulas are usually accidental
findings during ileo-caecal resections for- the
symptoms of intestinal stenosis. They are rarely
symptomatic since the by-pass is very short, and
eliminated by the resected segment®. -

Duodeno-colic fistulas are also rare with fewer
than 40 reported cases in the- literature. They are
more common in males and usually arising after a
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right hemicolectomy for distal ileitis. They are most
often found in the second or third segment of the
duodenum. The forthcoming symptoms include
weight loss, abdominal pain anorexia and diarrhea.
Most common surgical indications are stenosis
caused by the recurrence of the disease, failure of the
medical treatment to restore the body weight and
septic complications.

The surgical approach that is adopted by most of
the surgical teams is the simple suturing of the
duodenal fissure®, although some authors report the
life threatening consequences of this technique in the
event of dehiscence of sutured duodenal fissure™**. In
cases in which primary suturing is impossible due to
edema and friable duodenal wall, it is possible to
omit the direct closure of the duodenum, but instead a
Roux-y jejunal loop can be anastomosed to the
healthy duodenal segment surrounding the fistula®.

Gastro-colonic fistula are extremely rare, since
the gastric involvement is secondary to the invasion
of transverse colon by the illness®. .

leo-sigmoid fistulas are the most common type
of enteric fistulas which hold about 30% of fistulas
and are the most difficult to treat®. Though the need
of resection of the ileal segment is certain, there are
different opinions on the treatment of the fissure on
the sigmoid wall. Most of the authors agree on the
'double resection’, mainly the resection of both ileal
and sigmoid segment involved by the disease’. On
the other hand some object this approach due to the
high incidence of complications*®. These recommend
a simple closure, unless severe involvement is
identified peroperatively.

ENTERO-GENITO-URINARY FISTULAS

Entero-vesical fistulas occur in about 1.9-5.6% of
Crohn's disease patients®*'. They are more common
in men, probably due to the protective actions of the
uterus and vagina in women® Patients usually
declare a long history of lower urinary tract disorders
( such as dysuria,pyuria,chronic prostatitis, etc.) and
may eventually develop fecaluria or pneumonia,
which are both pathognomonic symptoms of entero-
vesical fistula.

Most of the time, it is quite difficult to identify
the outlet of the fistula. Barium enema or
radiological investigation of urine may be useful in
unidentified cases . CT scale may reveal a thickening
in the intestinal segment which adheres to the
bladder"’.

Although these fistulas- are unlikely to heal
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spontaneously, surgery may be delayed for a
considerable time, since the most of the patients are
young and do not suffer from difficult urinary flow .
The operation of choice is the resection of the ileal
segment and simple closure of the vesical fissure*.

In patients with ileo-sigmoido-vesical fistulas, the
illness is quite likely to be more aggressive and
recurrences are often seen’™". Surgical interventions
must be performed immediately due to the risk of
massive bacterial invasion of the bladder through
both the ileal and colonic segments, leading to severe
cystitis. The closure of bladder is quite
straightforward. Most of the time resection of both
ileal and colonic segment, due to either the severity
of the inflammation or due to the complications
during the dissection of the inflamed mass including
the fistula'®.

Vaginal fistulas in Crohn's disease are always
associated with an active colonic form and result
from the extention of an ulcer or fissure through the
entire depth of the rectal wall'. They may also be
complicated with perianal abcess or fistulas and
constitute a difficult surgical problem®. In any event,
extensive involvement of the rectum means that local

surgical treatment is unlikely to be curative and,

inevitably demands a proctectomy . One of the rare
complication of entero-vaginal fistulas are
carcinoma®.
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