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INTRODUCTION 

An enterocutaneous fistula is an abnormal connection 

that forms between the intestinal tract and the skin. These 

are most often seen in the postoperative setting and are 

associated with significant morbidity and mortality.1 Its 

incidence post-colostomy closure is approximately 2.9%.2 

Management typically involves a three-phase approach: 

stabilization, supportive care, and definitive intervention.3  

In this case, along with colostomy closure, ureteric 

reimplantation was performed in the same surgical 

setting, which could have contributed to the 

complication. Combining gastrointestinal and urological 

surgeries in pediatric patients can increase the risk of 

postoperative complications, and staged procedures are 

often recommended to minimize these risks.4 This report 

discusses a rare presentation of subcutaneous emphysema 

resulting from an enterocutaneous fistula in a pediatric 

patient following colostomy closure for anorectal 

malformation. 

CASE REPORT 

A one-year-old male child with history of colostomy for 

anorectal malformation, presented on his first day of life 

with absent anal opening, abdominal distension and 

failure to pass meconium. Physical examination revealed 

anatomical anomalies consistent with an anorectal 

malformation, for which colostomy was done.5 The 

postoperative course was uneventful, and the patient was 

discharged without complications.  

During follow-up, the stoma remained healthy. 

VACTERL workup revealed left multicystic dysplastic 

kidney, right-sided grade 5 vesicoureteric reflux, and 

asymmetric dilation of the right lateral ventricle of brain. 

A distal pressure-augmented cologram demonstrated a 
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recto-bulbar fistula, and at 8 months of age, the patient 

underwent posterior sagittal anorectoplasty. Postoperative 

recovery was uneventful. 

At 14 months, the patient underwent cystoscopy with 

double J stent placement, Lich-Gregoir right ureteric 

reimplantation, and colostomy closure. Intraoperatively, 

the bowel wall appeared healthy. Enteral feeds were 

started on the second postoperative day and gradually 

increased to full feeds. The wound developed foul-

smelling discharge (Figure 1) on POD 4, positive for 

Enterococcus faecium and Escherichia coli. The pus 

discharge resolved with conservative management, 

following which the patient was discharged on POD 7 

from inpatient care and scheduled for regular follow-up 

visits. 

During follow-up after 7 days, it was noted that the 

patient had swelling at the colostomy closure site. 

Examination revealed a soft, non-tender abdomen with 

crepitation extending to the left hypochondrium and 

epigastrium. After suture removal on an outpatient basis, 

the swelling subsided, and the patient was monitored with 

follow-ups scheduled every 15 days. 

After 1 month of surgery, patient presented to emergency 

department with complaints of multiple, non-bilious 

vomiting, low grade fever, inadequate passage of stool, 

and subcutaneous emphysema at the wound site, 

diagnosed using lateral X-ray (Figure 2), eliminating the 

need for CECT. The patient was having fever of 

temperature 100 F. White blood cell count was elevated 

to 25,990. He was kept on empirical intravenous 

antibiotics. Blood cultures were negative. After five days 

of conservative management, symptoms did not resolve 

and exploratory laparotomy was planned. During the 

exploratory laparotomy, a pus pocket of 15 ml with gas 

was found in the subcutaneous plane at the colostomy 

closure site. The anterior wall of the anastomosed bowel 

was dehiscent and adhered to the anterior abdominal 

wall, forming a fistula. Excision of the enterocutaneous 

fistula and end-to-end bowel anastomosis were performed 

(Figure 3). Postoperatively, the patient was managed with 

intravenous fluids, antibiotics, and analgesics. No 

swelling or discharge from incision site was noted.  

Nutritional management included early total parenteral 

nutrition for adequate calories and protein, minimal 

enteral feeds to maintain gut integrity, and gradual 

reintroduction of high-protein, easily digestible enteral 

nutrition post-surgery.6 Electrolyte balance and 

micronutrient supplementation (zinc, vitamins A, C, E) 

were essential for wound healing and recovery. 

Subcutaneous emphysema did not recur in post operative 

period and patient was discharged after 3 days of 

establishing full enteral feeds (POD 5). Patient was kept 

on follow up every 15 days post operatively during the 

1st month and after that 3 monthly regular follow up.7,8 

There was no further specific complaint about the 

concerned issue.  

 

Figure 1: Clinical image of pus discharge at colostomy 

closure site. 

 

Figure 2 (a and b): Lateral abdominal X-ray showing 

distended bowel loops and subcutaneous emphysema 

(red arrow). 

 

Figure 3: Intraoperative image showing dehiscent 

bowel wall for anastomosis. 

a b 
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DISCUSSION 

Subcutaneous emphysema occurs due to the 

accumulation of air within the subcutaneous tissue. It is 

commonly caused by mediastinal trauma or lung injuries. 

Pediatric enterocutaneous fistulas are uncommon and 

may arise from surgical technique, infection, or tissue 

fragility.9 The incidence of enterocutaneous fistulas 

following gastrointestinal surgeries ranges from 5% to 

25%, depending on the underlying condition and surgical 

context.10 While most cases respond to conservative 

management, surgical correction is warranted in 

refractory cases.11  This case highlights the importance of 

including enterocutaneous fistula in the differential 

diagnosis when subcutaneous emphysema is noted at a 

postoperative scar. Early diagnosis through upright and 

lateral X-ray films facilitates timely surgical intervention, 

reducing morbidity. This case also emphasizes the 

importance of nutritional management during recovery 

and the role of close postoperative follow-up. 

Additionally, the concurrent gastrointestinal and 

urological procedures may have increased the risk of 

complications, highlighting the need to consider staged 

surgeries in complex pediatric cases.  

CONCLUSION  

We encountered a case of enterocutaneous fistula 

following colostomy closure and concurrent ureteric 

reimplantation in a pediatric patient with anorectal 

malformation. Despite initial conservative management, 

the fistula persisted, necessitating surgical intervention. 

The final surgical strategy involved excision of the 

enterocutaneous fistula and end-to-end bowel 

anastomosis, which resulted in complete recovery 

without recurrence. Reflecting on this case, staged 

surgical procedures and postoperative monitoring are 

crucial to prevent similar complications and ensure 

optimal patient outcomes. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: Not required 

REFERENCES 

1. Uba FA, Uba SC, Ojo EO. Management of 

postoperative enterocutaneous fistulae in children: a 

decade experience in a single centre. Afr J Paediatr 

Surg AJPS. 2012;9(1):40–6. 

2. Steinau G, Ruhl K, Hörnchen H, Schumpelick V. 

Enterostomy complications in infancy and 

childhood. Langenbecks Arch Surg. 

2001;386(5):346–9. 

3. Mamaniya U, Suryawanshi P. Enterocutaneous 

fistula–a case presentation. Int J Curr Med Appl Sci. 

2020;28(2):9-11. 

4. Ostertag-Hill CA, Delaplain PT, Lee T, Dickie BH. 

Updates on the Care of Cloacal Exstrophy. 

Children. 2024;11(5):544. 

5. Gangopadhyay AN, Pandey V. Anorectal 

malformations. J Indian Assoc Pediatr Surg. 

2015;20(1):10–5. 

6. Makhdoom ZA, Komar MJ, Still CD. Nutrition and 

Enterocutaneous Fistulas. J Clin Gastroenterol. 

2000;31(3):195. 

7. Martinez JL, Luque-de-Leon E, Mier J, Blanco-

Benavides R, Robledo F. Systematic Management 

of Postoperative Enterocutaneous Fistulas: Factors 

Related to Outcomes. World J Surg. 

2008;32(3):436–43. 

8. 8.  Sitges-Serra A, Jaurrieta E, Sitges-Creus A. 

Management of postoperative enterocutaneous 

fistulas: The roles of parenteral nutrition and 

surgery. Br J Surg. 1982;69(3):147–50. 

9. Fekete CN, Ricour C, Duhamel JF, Lecoultre C, 

Pellerin D. Enterocutaneous fistulas of the small 

bowel in children (25 cases). J Pediatr Surg. 

1978;13(1):1–4. 

10. Denicu MM, Cartu D, Ciorbagiu M, Nemes RN, 

Surlin V, Ramboiu S, et al. Therapeutic Options in 

Postoperative Enterocutaneous Fistula-A 

Retrospective Case Series. Med Kaunas Lith. 

2022;58(7):880. 

11. Kumar P, Maroju NK, Kate V. Enterocutaneous 

fistulae: etiology, treatment, and outcome - a study 

from South India. Saudi J Gastroenterol Off J Saudi 

Gastroenterol Assoc. 2011;17(6):391–5. 

 

 

 

 

 

 

 

 

Cite this article as: Sinha AK, Rashi, Bachala K, 

Dudhani S, Vaze P. Enterocutaneous fistula 

mimicking subcutaneous emphysema after stoma 

closure: a rarity. Int J Contemp Pediatr 2025;12:1015-

7. 


