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Abstract: Post-appendectomy fecal fistula is a rare complication, but it is associated with significant morbidity. Etiological factors of 
post-appendectomy fecal fistula formation include severe peri-appendicitis involving the base of the appendix as well as adjoining 
caecal wall; neoplasia of the appendix and caecum; infective bowel conditions especially intestinal tuberculosis, actinomycosis and 
Crohn’s disease; distal obstruction and gossypiboma. Diagnosis of post-appendectomy fecal fistula is usually made on CT-scan but 
Fistulography is also useful in the late stages of the disease. Treatment of post-appendectomy fecal fistula includes non-surgical and 
surgical management options. We present a 20-year-old male patient who presented to the hospital with a longstanding surgical site 
infection in the scar of a previous appendectomy incision. 
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Introduction
Acute appendicitis is the most commonly encountered cause of acute abdomen in general surgery and appendectomy is 
one of the most frequently performed procedures in clinical practice.1 Complications of appendectomy include surgical- 
site infection, postoperative ileus, stump appendicitis, intra-abdominal abscess formation, leaks from the remnant stump, 
fistula formation, small bowel obstruction, and localized or diffused peritonitis.2 In the case of appendix perforation or 
gangrene with peri-appendicitis, the frequency of septic complications is as high as 30%.3

Post-appendectomy fecal fistula is a rare complication, but it is associated with significant morbidity.4 Fecal fistula is 
distressing for both the surgeon and the patient. In some references, it has been given the first position among the 
unfortunate sequelae of appendectomies.5

Various types of fistulous communication can occur, including appendicovesical, appendicointestinal, appendicou
terine, and appendicocutaneous.6 In our case, it was an appendicocutaneous fistula caused by a remnant foreign body 
after appendectomy.

Case Presentation
A 20-year-old male presented to the general surgery department of our hospital with a longstanding surgical site infection in 
the scar of a previous appendectomy incision. Appendectomy has been performed one year earlier at a provincial hospital. The 
procedure was said to be performed without any difficulty, and the appendix has not been perforated or gangrenous. The 
patient had been discharged home 2 days later. The patient had developed a surgical site infection in the second week of 
surgery which has been managed with removal of a skin suture and regular dressings. The disease had been controlled 
temporarily but reoccurred frequently.

On physical examination, a scar of Gridiron incision with purulent discharge from a corner of it was seen in the right iliac 
fossa (Figure 1). After dressing, it was seen that fecal materials were present in the discharge of surgical site infection. Bowel 
sounds were normally audible, and the abdomen was soft with no tenderness or rigidity.
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The patient was stable hemodynamically with a blood pressure of 110/70 mmHg. Complete blood count revealed 
white blood cells of 7500/dL, Hb of 13 mg/dL, and platelet of 245000/dL. Urea, creatinine, and glycemia were within 
normal limits. Ultrasonography of the abdomen reported a small collection in the right iliac fossa with possible 
communication with bowel loops. A fistulography with contrast injection from the fistula site revealed communication 
between skin and caecum (Figure 2). Contrast-enhanced CT scan of the abdomen revealed a colocotaneous fistula and 
underlying gossypiboma/foreign body (Figure 3).

The patient was planned for a laparotomy. A lower midline laparotomy was performed to prepare for a possible right 
hemicolectomy. During the operation, it was found that there is a foreign body in the right iliac fossa (Figure 4), a hole in 
the wall of the caecum, and a small amount of pus collection and adhesions between the caecum and abdominal wall 
(Figure 5). The collection was suctioned, the foreign body removed, and the fistula was repaired primarily as the patient 
was young and well-nourished. The abdomen was closed layer by layer after hemostasis and the insertion of a tube drain.

The patient was nil by mouth (NPO) for four days. Bowel sounds were audible on the fourth postoperative day, so 
a liquid diet was started, and the tube drain was removed. The patient was discharged from the hospital on the eighth 
postoperative day and followed up for two months with no complications.

Discussion
Fecal fistula following appendectomy is a rare complication.2 This complication presents as a late but serious and 
challenging complication.2 Etiological factors of post-appendectomy fecal fistula formation include severe peri- 
appendicitis involving the base of the appendix as well as adjoining caecal wall; neoplasia of appendix and caecum; 
infective bowel conditions especially intestinal tuberculosis, actinomycosis and Crohn’s disease; distal obstruction and 
foreign body.2 Nutritional debilitation of the patient will also play a role in forming such a fistula.4 Iatrogenic injuries to 
the caecum during appendectomy are also an etiological factor.4 Some authors believe that the use of purse-string sutures 

Figure 1 Scar of previous gridiron incision with fecal fistula presenting as wound infection.
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Figure 3 Contrast-enhanced CT scan of the abdomen showing underlying gossypiboma.

Figure 2 Fistulography showing contrast material inside the colon.
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during appendectomy is the main contributory factor in the development of fecal fistula.7 In our case, the foreign body 
was the etiological factor of the disease.

About 90% of post-appendectomy fecal fistulas will not persist for a long time and close spontaneously within 
a month and about 10% within the next two months.8 After three months, none have been reported to close 
spontaneously.8 The longest duration of fecal drainage, before operative relief, so far reported was in a patient who 
had intermittent discharge for seven years; while the shortest duration of the fistula was a case which closed sponta
neously in twelve hours.9

Fecal fistula may be confused with surgical site infection at its early stages.4 It usually presents with persistent fecal 
discharge from the wound, which continues despite frequent drainage and dressing.4 Associated symptoms include fever, 
nausea, and vomiting, and symptoms and signs of paralytic ileus.1

Diagnosis of the post-appendectomy fecal fistula is usually made on a CT scan which shows extravasation of the oral 
contrast medium or air at the caecum. A CT scan will also show the foreign body if present.1 Fistulography is useful in 
the late stages of the disease when the fistula tract is well-matured.1

Figure 4 A foriegn body in the right iliac fossa during operation. The yellow arrow shows the surgical gauze.
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Treatment of post-appendectomy fecal fistula includes non-surgical and surgical management options.2 Non-surgical 
or conservative management is appropriate for most fistulas in the absence of underlying pathology and distal 
obstruction.2

Non-surgical management options for post-appendectomy fecal fistula include vacuum-assisted closure (VAC),10 

fistulotoscopy with fibrin glue injection,11 Infliximab in case of underlying Crohn’s disease, and Somatostatin analogs 
which reduce fistula output and thereby easing management of fluid and electrolyte losses.12 As the etiological factor of 
fistula formation in our case was the presence of the foreign body, none of these conservative managements will be 
appropriate.

Surgical treatment of post-appendectomy fecal fistula should be considered after 4–6 weeks of sepsis-free adequate 
nutritional support.9 Fistula tract excision, removal of the foreign body if present, and segmental resection of the involved 
bowel, with end-to-end anastomosis, is recommended.9 Surgical management will be the most appropriate option in our case to 
remove the foreign body, excise the long-standing fistula tract which has been there for one year, and repair the fistula primarily.

Conclusion
Fecal fistula following appendectomy is a rare but important complication. The presence of a remnant foreign body 
should be kept in mind in any case of persistent wound infection and fecal fistula after a surgical operation. CT scan of 
the abdomen with contrast is the diagnostic modality of choice for post-appendectomy fecal fistula. Most of the patients 
can be managed with conservative treatment, but surgical management with fistula tract excision, removal of foreign 
body, and segmental resection of involved bowel when appropriate is necessary in case of underlying pathologies such as 
the presence of distal obstruction, foreign body, and neoplasm.

Figure 5 Fecal fistula intra-operatively. The yellow arrow shows the fistula tract.
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