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Uncommon cause of early postoperative colonic fistula successfully
treated with endoscopic acrylate glue injection

Gianluca Rotondano, MD, FASGE, Mariarosaria Viola, RN, Luigi Orsini, MD, Fabio Cipolletta, MD,
Maria Antonia Bianco, MD, Maria Lucia Garofano, MD, Livio Cipolletta, MD

Torre del Greco, Roccadaspide, Italy

Endoscopic treatment of postoperative GI fistulas is in-
creasingly popular and can help selected patients avoid sur-
gerv. The use of endoclips or injection of tissue adhesives
have been reported. We hereby report a rare cause of early
postoperative colorectal leakage successfully treated with
endoscopic acrylate glue injection. To our knowledge, this
is the first report of such treatment.

Postoperative fistulas in the GI tract represent an impor-
tant cause of morbidity and usually require surgical treat-
ment. In selected patients, endoscopic therapy can
successfully seal the parietal defect, which leads to a positive
outcome. Endoscopic treatment of postoperative fistulas
was reported in both the upper and lower GI tract, as well
as in case of pancreatic and biliary fistulas."™

Methods of endoscopic sealing of GI fistulas include the
application of endoclips’; injection of tissue adhesives,
such as fibrin glue or acrylate glues'; and insertion of cov-
ered stents.® We hereby report a case of early postoperative
colorectal fistula successfully treated with acrylate glue
injection.

CASE REPORT

A 67-year-old white female had been submitted to a low
anterior resection for rectal cancer. The postoperative
course was uneventful, and the patient was about to be dis-
charged on postoperative day 7 when fecal material was
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Figure 1. A, Endoscopic view of the indwelling drainage tube of the intestinal lumen. B, The drainage tube is being retracted by the surgeon. C, After
complete retraction of the drainage tube, the fistula is clearly visible. D, Initial attempt at closing the parietal defect with an endoclip. E, The acrylate
glue was injected with an ERCP catheter into the defect partially obscuring the previously unsuccessful endoclip still in situ.
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Figure 2. Endoscopic picture after 12 months. The defect is completely
sealed, with no sign of any residual fistula. Some hyperplastic reactive
tissue can be seen on the colorectal anastomosis.

seen coming out from her abdominal drainage, with no sign
of peritoneal contamination. There was no abdominal ten-
derness, fever, or leukocytosis, and the patient was passing
flatus. The attending surgeons, who were ready for
reintervention, asked the endoscopy unit for a cautious
endoscopic exploration of the anastomosis.

At endoscopy, performed with a therapeutic video gas-
troscope (GIF-1T140; Olympus Co, Hamburg, Germany),
the drainage tube was surprisingly seen inside the bowel lu-
men (Fig. 1A). It was then decided to gently withdraw the
drainage tube (Fig. 1B and C) and concomitantly try to close
the defect endoscopically with endoclips (Fig. 1D). The at-
tempt was unsuccessful because of the size of the fistula and
the degree of perilesional fibrosis. The endoscopist, there-
fore, applied the tissue adhesive cyanoacrylate (Glubran 2;
GEM, Viareggio, Italy) directly into and around the defect by
using a standard injection needle (Fig. 1E). The patient was
put on a regimen of receiving nothing by mouth, and an
antibiotic covering was applied, along with intravenous
metronidazole and aztreonam. Fistula output stopped
immediately, no complications occurred, and the fistula
completely healed. The patient was discharged from the
hospital, in good health, 6 days after endoscopic treatment
and 13 days after surgery.

Follow-up endoscopic examinations at 3, 12, and 24
months (Fig. 2) showed a widely patent anastomosis, com-
plete healing of the fistula, and some tissue on the anasto-
motic ring. Histologic examination of the biopsy samples
revealed hyperplastic reactive tissue. The patient is still under
postresection colonoscopic surveillance 4 years after surgery.

DISCUSSION

Postoperative colorectal fistulas frequently occur in stan-
dard surgical practice. Low anastomosis, preoperative radi-
ation therapy, the presence of intraoperative adverse
events, and male sex are independent risk factors.” There

is no general agreement on how to treat symptomatic anas-
tomotic leakage after colorectal surgery. In patients without
overt peritoneal signs, conservative management can be an
option, although surgical therapy is usually deemed neces-
sary in most cases.” In the present case, the drainage tube
was probably positioned too close to the anastomosis and
slowly eroded into the lumen. The presence of fecal mate-
rial from the drainage tube immediately raised the suspicion
of a clinically relevant fistula, but the clinical conditions of
the patient were absolutely normal, with no signs of sepsis
or peritonitis. This discrepancy suggested that one should
not rush to the operation theater but should rather give
a cautious endoscopic look at the anastomosis.

Endoscopic management of colonic fistula after colorec-
tal surgery was anecdotally reported with the injection of
fibrin glue.”®? Acrylate glue was used in sealing esophageal
and enterocutaneous as well as pancreatic or biliary fistu-
las>*'%'? but has never been reported in the treatment of
postoperative colorectal fistulas. Endoclips can securely
close iatrogenic perforations, 13 but, after several days, fibro-
sis develops and prevents effective grasping of the defect
borders; this may explain the failure of clip closure in our pa-
tient. At the same time, endoscopic injection of acrylate was
deemed suitable because of the low level of the fistula. Ac-
rylate glue injection was safe and easy to perform with a stan-
dard needle.

The successful outcome in this case suggests that endo-
scopic treatment with acrylate glue injection should be con-
sidered among the different conservative therapeutic
options in patients with postoperative colorectal fistulas
to avoid surgery in selected cases.
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