The Role of Colonoscopy in a Hostile Abdomen:
Successful Management of a Coloatmospheric Fistula
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INTRODUCTION fistulas, particularly in patients with a hostile abdomen. We
present a case of successful endoscopic closure of a fecal fis-
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nage of a perisplenic abscess, splenectomy, and placement
of a subatmospheric pressure system because of persistent
contamination of the abdominal cavity.

During one of the peritoneal washouts, a colonic fistula
at the splenic flexure was identified, which could neither be
controlled nor localized (Figure 1), resulting in ongoing
intra-abdominal contamination in the setting of a hostile
abdomen. Its location was confirmed by a contrast enema
study (Figure 2). An endoscopic closure attempt was
subsequently performed, and during colonoscopy indigo
carmine was applied, allowing precise identification of the
fistulous site at the splenic flexure of the colon, a region that
is difficult to approach because of its anatomical configu-
ration. Two hemoclips were placed, achieving complete
closure of the fistula (Figure 3). The effectiveness of the
procedure was confirmed by contrast enema (Figure 4).
This allowed progressive closure of the abdominal cavity,
with favorable clinical evolution (Figure §).

DISCUSSION

The management of intestinal fistulas continues to repre-
sent one of the greatest challenges in gastrointestinal sur-
gery, particularly when they occur in the setting of a hostile
abdomen or after delayed colonic perforation. Their mana-
gement requires a comprehensive evaluation that considers

Figure 1. Open abdomen with a subatmospheric pressure system and a
non-localized coloatmospheric fistula. Author’s file.

anatomical, physiological, and clinical factors, including
the location of the defect, its size, duration, degree of peri-
toneal contamination, and the patient’s overall condition.
Traditionally, surgical management has constituted the
cornerstone of treatment, aimed at controlling the septic
focus, resecting the affected segment, and restoring intesti-
nal continuity whenever possible®*. However, this strategy
is associated with considerable morbidity and mortality,
particularly in patients with established sepsis secondary
to extensive contamination of the peritoneal cavity, which
triggers a systemic inflammatory cascade and rapid clinical
deterioration, increasing mortality to as high as 40% in
cases of severe sepsis(®.

In this setting, technological advances in therapeutic
endoscopy have enabled the development of less invasive
alternatives for the management of gastrointestinal fistulas
and have consolidated clip closure as a minimally invasive
alternative to conventional surgical treatment. Endoscopic
clip closure, whether using conventional devices or OTSC
systems, has demonstrated promising results in the upper
gastrointestinal tract, particularly in esophageal and gastro-
duodenal fistulas and perforations of iatrogenic, postopera-
tive, or spontaneous origin (6-8).

In the colon, the application of this technique has
been described mainly for the management of perfo-
rations secondary to colonoscopic procedures and has

Figure 2. Fistula at the splenic flexure of the colon (yellow arrow).
Author’s file.
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Figure 3. Endoscopic
closure of the
coloatmospheric fistula
using two hemoclips.
Authors file.

Figure 4. Adequate
filling of the rectal
ampulla and the sigmoid
and descending colon.
Passage of contrast
medium through the site
of hemoclip placement
is observed, with no
evidence of fistulous tracts
(yellow arrow). Images
property of the authors.
Authors file.

Figure S. Progressive
closure of the abdominal
cavity with adequate
control of contamination.
Author’s file.
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shown encouraging results in terms of efficacy and safety.
Nevertheless, the success of this strategy depends largely
on appropriate patient selection, and ideal candidates are
those without established fecal peritonitis who maintain
stable hemodynamic and physiological conditions. In this
context, early identification of the lesion, tissue edge viabi-
lity, and the availability of an experienced colonoscopist are
key determinants of a favorable prognosis®'".

The available evidence regarding endoscopic repair of
colocutaneous fistulas in the setting of a contaminated
and hostile abdomen remains limited. Although some
successful cases have been reported in postoperative set-
tings (12-14), the available data are still insufficient to
establish strong recommendations for its implementation.
Preprocedural assessment using imaging studies such as
fistulography, contrast enema, and contrast-enhanced
computed tomography allows more accurate planning of
the therapeutic strategy, optimizing localization of the fis-
tulous tract and reducing the risk of therapeutic failure'.
Assessment of defect characteristics, including size, ana-
tomical location, and edge viability, constitutes a critical
aspect in selecting the therapeutic approach. Furthermore,
the choice of endoscopic device should be individualized
according to the size and morphology of the defect: con-
ventional clips are useful for small perforations (<10 mm),
whereas OTSC systems or endoscopic suturing are reser-
ved for larger lesions or those with irregular edges!5'©.

In our case, the location of the fistula was confirmed
through both clinical evaluation and imaging studies,
which enabled pre-colonoscopy planning and facilitated
localization of the fistula. Endoscopic closure was suc-
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