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The occurrence of unformed enteric fistulas remains an urgent problem. This is due to the low effectiveness of con-
ventional treatment methods, leading to an increase in the number and progression of fistulas and death. Thirty patients
who underwent elective abdominal emergency surgeries have been studied. Two to 5 fistula tracts have been identified;
11 (36.7 %) patients had complex fistulas. Twenty-three patients were operated on 3 to 36 times in other healthcare facili-
ties. We operated patients after the onset of fistulas which was usually between 2 and 4 weeks. In 26 (86.7 %) cases, radical
surgery was performed to remove small bowel carrying fistulas, mesentery and a segment of the anterior abdominal wall
involved in the conglomerate; 3 patients underwent a bilateral disconnection of the fistulas due to severe condition, and one
patient received a unilateral procedure. Thus, the treatment of unformed enteric fistulas is a complicated problem. Carrying
out radical surgical treatment of this pathology is possible subject to the principles of preoperative preparation and the tech-
nical features of the implementation of the surgery.

Keywords: unformed small bowel fistulas, complex small bowel fistulas, multiple small bowel fistulas, curative therapy of
unformed small bowel fistulas

Bo3HMKHOBEHME HECHOPMUMPOBAHHBLIX TOHKOKMULLIEYHbIX CBULLEN OCTAETCS akTyaslbHOM Npobaemoii, 06ycnoBfeHHOM Mma-
o aPpPEKTUBHOCTBLIO 0BOLLENPUHATEIX METOAOB JIEYEHMS, HACTO MPUBOASLUNX K YBEJIMHEHWNIO KOJIMYECTBA U MPOrpeccmpo-
BaHMIO CBULLEN 1, KaK CIeACTBME, leTalbHOMY ncxony. MpoaHannampoBaHbl pedynbtaThl 1edeHnst 30 60/bHbIX, TEPEHECLLMX
NiaHOBbIE M 3KCTPEHHbIE ONepaTBHbIE BMELLATENLCTBA HA OpraHax GPIOLLHON NON0CTU. BbiiBNEHO OT 2 A0 5 CBULLEBLIX XO-
poB, y 11 (36,7 %) 60/bHbIX — MHOrOYPOBHEBLIE CBULLM. [lBaaLaTh Tpn 60MbHbIX OGblNK onepupoBaHbl oT 3 0o 36 pas B Apy-
rnx nevebHbIx yupexaeHusax. OnepaTnBHoOe fieYeHne BbINOMHANOCh B CPOKM OT 2 CyTOK A0 4 Hepenb. B 26 (86,7 %) cnyvasx
BbINOJIHEHO PaAMKanbHOE YAaNeHNe TOHKOM KULLKM, HECYLLEN CBULLM, BPLIKENKN 1 BOBNEYEHHOIO B KOHIIOMEpPaT yyacTka
nepenHein OPIOLLIHON CTEHKU, 3 BOJIbHLIM N3-3a TAXECTU COCTOSIHUS BbINOSIHEHO ABYCTOPOHHEE N 1 OAHOCTOPOHHEE OTKIIO-
YyeHue cBuLein. Takmum 06pasom, eveHne HechOoPMUPOBAHHBLIX TOHKOKMLLEYHbIX CBULLLEN ABNSIETCSA YPE3BbIYANHO CIOXHOM
npo6nemoii. MpoBeaeHne paamKanbHOro XMPYPrmyeckoro nevYeHns JaHHOM NaTonornm BO3MOXHO TOJIbKO Npu cobnioaeHnmn
NPVHLMMNOB NpefonepaLroHHOM NOArOTOBKM YU TEXHNYECKNX OCOOEHHOCTEN BbINOJIHEHMS OMepaTUBHOIO Nocoous.

KnroyeBbie cioBa: HeC(I)OpMI/IpOBaHHbIe TOHKOKULLIe4YHble CBULLN, MHOIOYpPOBHEBbIE TOHKOKWLLIEeYHble CBULLIN, MHOXe-
CTBEHHbIe TOHKOKWLLeYHble CBULLN, paavkaslbHoe JiedHeHne HeCd)Ole/lpOBaHHbIX TOHKOKULLIEYHbIX CBULLIEV
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CT - computed tomography

IPOM - intraperitoneal onlay mesh

years and local surgeons have contributed a great

deal to the evolution of perspectives on their treat-
ment [1, 2]. Unformed small bowel fistulas represent
one of the complications of the most challenging and
hard-to-eliminate operation due to acute and chronic
conditions or abdominal injuries. Surgeons are dis-
satisfied with the treatment results as the mortality
rate is between 50 and 90 % as they arise [3, 4].

This is due to the entrenched view among practicing
surgeons about the risks of resection methods to treat
unformed small bowel fistulas, especially in peritoni-
tis, severe conditions of patients, severe infiltration and
perifistular skin maceration, as well as about sufficient
efficacy of excision of the fistula margins and closure of
the fistula, the use of obturators, pelottes and negative
pressure to remove or transfer the unformed fistulas to
tubular; various devices for reinfusion of intestinal dis-
charge [5]. At present, the dissatisfaction of practical
surgeons with the generally accepted methods of trea-
ting unformed enteric fistulas and high mortality among
this group of patients leads to the most detailed study of
this problem.

The aim of the study was to develop and implement
effective approaches in the treatment of unformed small
bowel fistulas.

Material and Methods. Thirty patients with uncom-
formed small intestinal fistula who underwent primary
surgery due to gastric diseases — 4 (13.3 %), adhesive
or small or large intestinal obstruction — 8 (26.7 %),
early adhesive obstruction of the small intestine -
9 (30.0 %), abdominal injuries — 3 (10.0 %), laparosco-
pic umbilical hernia — IPOM - 4 (13.3 %), compressed
hernia, burdened with flegma hernia — 2 (6.7 %). The
incidence of unscheduled small intestinal fistula after
surgery for various types of intestinal obstruction, la-
paroscopic IPOM and girdle surgery should be noted.
All observations showed multiple fistulas, 2 to 5, with
11 (36.7 %) patients having complex fistulas, i.e., loca-
ted in different segments of the small intestine or simul-
taneously in the small and large intestines. Most patients
(23 patients) underwent unsuccessful surgery three
to 36 times before being admitted from other health
centers; 3 (10.0 %) patients were monitored in overseas
centers and were denied surgery.

Inthese 23 patients, parenteral nutrition was used with
enteral nutrition, obturators of the fistula tract, negative
pressure, filtration and re-infusion of enteral discharge
into the fistula tract. The charged sum ranged from 500.0
ml to 1.5 liters, depending on the location of the fistula.
The timing of the operation varied from two days after the
onset of the fistula to four weeks. However, four patients
were operated on within 2-3.5 months of the onset of fis-
tula. In 3 cases, due to the severe condition of the fistula,
a two-way disconnection was performed and in one case,
a one-way disconnection was performed. During a recent
follow-up surgery four days after the operation, an acute
ulcer was identified from a small nasal fistula stitched.
An emergency operation was performed, but the patient
died.

Intestinal fistulas have been examined for many
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Despite the characteristic clinical picture, patients
underwent the fistulography, X-ray with a water-soluble
contrast agent, ultrasound, CT, and laboratory research.
In our work, we used the universal classification of fistu-
las proposed by V.l. Belokonev and E.P. Izmailov (2005).
Statistical analysis was performed in MS Excel 10.0 (Mi-
crosoft, USA) and Statistica 6.0 (StatSoft, USA).

Results and Discussion. Among the patients ope-
rated, type 1 fistula was a fistula that opened into the
free abdomen and was diagnosed in 3 (10.0 %) papillae;
type 3 fistula opened into the purulent cavity (absces-
ses), isolated from the free abdomen, and drained out in
18 (60.0 %) Type 4 was a fistula that opened into a wound
with uniform intestinal loops attached to a laparotomy
wound or an aponeurosis defect isolated from a free ab-
dominal cavity of 9 (30.0 %).

The resection method for treating untreated small
intestinal fistula is relatively simple in theory but not al-
ways easy to implement. First, the problem of preparing
the periranous smeared skin of the anterior abdominal
wall in the pre-operative period because the incision bor-
dering on the fistula passes through tissue altered by in-
flammation and infiltration. However, as was demonstra-
ted in 7 cases, there was a dilemma between significant
losses caused by numerous small intestinal fistulas, the
severity of the patient’s condition, and noticeable skin
inflammation. Since the period used to prepare the skin
and reverse inflammation may be a risk factor for the pa-
tient’s condition, it was decided to carry out raves in such
conditions, and this was done with a positive result. It is
noteworthy that this attitude to the need to perform a skin
incision of infected tissues and the absence of severe
complications after surgery to remove a small intestinal
fistula was removed.

It should be noted that during the «acute stage» of
fistula, when intraabdominal pressure increases and
intestinal passage is disturbed, simple fixation and use
of obturators in addition to adhesions, The formation of
intestinal conglomerates and inter-territorial absces-
ses leads nowhere and contributes to the increase in the
size and number of fistulas. In view of the above, most
patients undergo surgery between two days and four
weeks after the onset of fistula, especially fistula, and the
development of irreversible metabolic disorders where
any surgery may be ineffective and late. This view is sup-
ported by an analysis of 4 (13.3 percent) fatalities. They
were operated on for more than four weeks, and the cor-
rection of fluid and electrolyte disorders was ineffective,
and the body weight loss was more than 10 kg. Major
surgery or discon-Connection operations were not al-
lowed with anastomotic leakage or incompetent closed
ends of short intestinal loops, which were diagnosed in
2 patients. We believe that another complication is also
of interest that has arisen in a patient who has suffered a
two-way shutdown of several unstructured small intesti-
nal fistula. Due to the severe condition, the disconnect-
ed segments of the afferent and efferent loops were not
cut by simple stitching with a linear stapler, and the seam
line was additionally peritonized. Seven days later, how-
ever, the recanalization of the autistic sutured small in-
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testine developed. Two days later, the same happened to
the small efferent intestine, causing further loss of the
intestinal contents, rapid exhaustion, and an adverse
outcome. Analysis of fatal cases makes us believe that
in the presence of high fistulas, significant losses asso-
ciated with them, severe condition of patients, the MaydlI
jejunostomy and appropriate enteral nutrition are justi-
fied in some cases, and the surgery is feasible after the
subsidence of the acute phase of inflammation.

The technical aspects of the operation are arranged
in the following sequence: the incision bordering on the
previous surgical intervention and the incision of the
fistula pathways start from the xiphoid process and are
performed in the left part and stages; the permanent an-
atomical reference point, which is the liver, isolated from
which the follower of small and large intestines are se-
parated in stages. The same procedure is performed on
the right side of the abdomen. The colon is then separa-
ted from the small, the large omentum is removed, and
the other significant organ, the Trez ligament, is isolated.
We isolate the small intestine to the proximal fistula in the
conglomerate. And then, from the third benchmark, the

iliac perspective, we separate the small intestine adhe-
sion from the distal fistula. Removing a small intestinal
loop conglomerate is usually straightforward, but it takes
along time to process a small intestinal mesentery due to
infiltration. Enterenterenteric anastomosis in all our cas-
es occurs side by side due to a change in the caliber of
the afferent and efferent intestines. The total duration of
operations was 291.3+24.7 minutes. Post-resection mo-
nitoring of patients with an unstructured small intestinal
fistula between 1 and 5 years after surgery showed that
one meter of the remaining small intestine is sufficient for
the appropriate nutrient development of a class 1 ma-
labsorption syndrome and loss of body weight from 5 to
8 kg.

Conclusions. Therefore, the treatment of non-com-
municable intestinal fistula is a very complex problem.
The use of obturators and long-term enteral nutrition in
the effere-enteric loop promotes growth in size and is not
effective in complex and multiple fistulas. Radical surgi-
cal treatment of obstructed intestinal fistula should be
carried out following the principles of pre-operative trai-
ning and the technical features of the operation.
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