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ULCERATIVE COLITIS COMPLICATED BY COLOCUTANEUS FISTULA:

A CASE STUDY
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Background. Ulcerative colitis (UC) is a multifactorial chronic inflammatory bowel disease characterized by 'such
symptoms as abdominal pain, diarrhea, and rectal bleeding. One of the complications of UC is the formation of fistulas
with the bladder, vagina, perineum, and other structures.

Objective. To present a clinical case of ulcerative colitis complicated by colocutaneous fistula.

Material and Methods. Clinical observation data of a 68-year-old man having been treated in the Purulent Surgery
Department of the Grodno University Clinic.

Results. The patient, with a low body mass index (17.1 kg/m?), was admitted for leakage of intestinal contents from
postoperative scar (with a history of a midline laparotomy for intestinal obstruction with creation of a loop ileostomy).
Imaging confirmed a fistula to the sigmoid colon, and colonoscopy revealed erosive proctosigmoiditis. A left-sided
hemicolectomy was performed. Histological findings were consistent with ulcerative colitis: Postoperatively, an abdominal
abscess developed, which was successfully treated with drainage.

Conclusion. The case illustrates the complexities of UC management andits multifactorial nature.
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KNMMHUYECKUU CNYYAN A3BEHHOILO KOJNMUTA, OCJITOXXHEHHOIO

KULWWEYHO-KOXXHbIM CBULLLIOM

'A. P. O6yxoBuy, 'H. H. Cungea, '®. A. CamnaoHn, ?B. A. lanHoBuy, 3C. L. KepumoBa
"TpoOHeHCKuUl 2ocydapcmeeHHbIl MEQUUUHECKUU yHusepcumem, [podHo, benapyck

2[ poOHeHCcKas yHUBEpCcUMemMcKas KruHuka, FpodHo, benapyco

3[poOHeHcKoe obriacmHoe KuHU4YecKoe AamosigeoaHamomudeckoe 6topo, podHo, benapych

BgedeHue. S3seHHbIl konum (5IK) — amo MHO20ghaKmopHoe XpOHUYecKoe socranumerbHoe 3aboresaHue Ku-
weYHuKa, xapakmepu3youweecsi makumu cumnmomamu, kak 6osb 8 xusome, duapest U pekmarsibHOe Kpo8omeyYeHue.
OdHum u3 ocrnoxHeHul 5K sensemcsi popmuposaHue ceuwieli C MOYEBLIM My3bIpeM, 8razanulieM, MpoMEXHOCMbH
u dpyeumu cmpyKkmypamu.

Llenb uccnedosaHusi — deMOHCMPAUUs KITUHUYECKO20 Crlydasi I36eHHO20 KOIUMma, OCJI0XKHEHH020 ¢hopMUpO8aHU-
eM KUWeYHO-KOXHO20 CeUla.

Mamepuan u memoOs!. JaHHble KAUHUYeCcKo2o HabnodeHus 68-nemHe20 MyX4YuHbl, Hax00saWeaocs Ha nedyeHuu
8 omodenieHuUU eHoUHoU xupypeuu Y8 «FpodHeHckas yHusepcumemckasi KIuHUKa».

Pesynbmamai. [layueHm ¢ HU3Kum uHOekcom maccel mena (17,1 ka/m?) 6bin 2ocniumanuauposaH ¢ xanobamu
Ha ebl0esieHUe KuweyHo20 omoensemMo20 U3 rocrneonepayuoHHo20 pybua (8 aHaMHese cpeduHHasi nanapomomusi
1o nogoldy Kuwe4yHoU Herpoxodumocmu ¢ 8bieedeHueM rnemmegol uneocmomel). [pu nposedeHuu ghucmynozspagpuu
U KOJIOHOCKOMUU.8bIsi8/IeHBI C8ULEB0E OMeepcmue 8 cUaMO8UOHOU KUWKEe U 3pO3UBHbIU rpokmocuamoudum. bbina
8bIMO/IHEHA JTEBOCMOPOHHSISI 2EMUKO/I3KMOMUS. Pe3ynibmamel eucmorsioaudyeckoeo obcrnedosaHusi coomeemcmeosa-
U I38€HHOMY. Konumy. B nocneonepayuoHHom nepuode cghopmuposarsics abecyecc 6prowHoU nonocmu, Komopabil
ObI1 yCrEewHO 8blr1e4eH OPeHUPO8aHUEM.

Baknyerue, Cryyal unncmpupyem CIIOXHOCMb JIeHEHUST $136EHHO20 Ko/luma U €20 MHO20(haKmOPHYH
rnpupogy.

Knroueenblie crnoea: 38eHHbIU KOlum, eocrnanumerbHbie 3abonesaHusi KUWEYHUKA, KUWEeYHO-KOXHbIU cauly,
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Case study

Introduction

Ulcerative colitis, (UC) is a chronic relapsing
inflammatory bowel disease (IBD), manifesting
various symptoms such as diarrhea, abdominal pain,
rectal bleeding with the presence of ulceration of the
superficial mucosa. The classical variant of UC is
generally manifested by continuous inflammation
of the colon starting from rectum and going
retrogradely along the colon. Based on the anatomic
extend of the inflammation UC can be categorized
into pancolitis, left sided colitis or proctitis [1].

Numerous factors may contribute to the
development of ulcerative colitis; however, despite
decades of research, the exact etiology remains
unknown. Additionally, there are still other factors
that make it more difficult to identify the underlying
causes of ulcerative colitis. This brings the question,
if ulcerative colitis might be either a single illness or
a group of related or comparable illnesses. Mucosal
inflammation in ulcerative colitis patients begins in
the rectum and can spread continually to proximal
colon segments [2].

This condition is relatively common, affecting
individuals across different demographics. Research
indicates either an equal distribution between sexes
or a slight predominance of females among UC
patients. In a study involving 180 cases, women
accounted for 55% while men represented 45%
[3]. Notably, inflammation in UC is confined to the
mucosal layer of the colon [4]. However, in certain
cases, such as that of our patient, the inflammation
extends through all layers and is accompanied by
micro abscesses along the length of the colon.

Objective. To present a clinical case of
complicated UC.

Material and Methods

Clinical observation data of a 68-year-old
man having been treated in<the Purulent Surgery
Department of the Grodno.University Clinic. He was
admitted to the surgical unit because of intestinal
discharge from the postoperative scar (with a history
of a midline laparotomy for intestinal obstruction with
creation of a loop. ileostomy).

Results and discussion

We report a case of a 68-year-old male patient
with a body mass index (BMI) of 17.1 kg/m2 also
having a complex medical history that includes
coronary artery disease (CAD), pneumonia,
tuberculosis, pulmonary emphysema, and an
abdominal aortic aneurysm. This patient was
admitted to the hospital when he noticed there
had been a leakage of intestinal secretions from
the lower edge of a previous laparotomy scar. This
surgical intervention had been performed following a
prior event of intestinal obstruction and during which
a loop ileostomy was established in early 2024,
based on an initial diagnosis of nonspecific UC.

The opening of the fistula was measured at 0.7cm
in diameter. With the primary complaint of intestinal
leak, the patient reported general weakness and
persistent fatigue which raised concerns regarding
his overall clinical status.

A fistulogram was conducted to assess the fistula
tract where 30 ml of water-soluble contrast iohexol
was injected under X-ray guidance. This imaging
confirmed that there was a connection between
the defect in postoperative scar with sigmoid colon,
providing critical data for subsequent management
(Figure 1). A colonoscopy was performed _and it
revealed erosive proctosigmoiditis and@fistula ofthe
sigmoid colon. A brush biopsy was taken during the
procedure which demonstrated moderate leukocyte
infiltrate within the colonic mucosa but, it did not
show evidence of ulcers<or erosions, indicating
an inflammatory process without extensive tissue
destruction at that time.

Figure 1. — Fistulography

Notation — 1 — colocutaneous fistula.
PucyHok 1 — @ucmynoepagusi
I'IpUMeL/aHue — 1 — KUWEYHO-KOXKHbIU ceuw.

Further imaging studies were warranted due to
the complexity of the findings. An MRI identified
free fluid in the right pleural cavity, a simple renal
cyst, and a subcapsular hematoma in the liver.
A subsequent CT scan provided more thorough
information revealing significant changes in the
sigmoid colon and adjacent adipose tissue indicative
of destructive inflammatory process and identified
a structure resembling a fistula. To further support
these findings an irrigoscopy was performed which
confirmed that the contrast barium did fill the rectum
and subsequently exited via the anterior abdominal
wall through the identified fistula.

Due to the patient's deteriorating and complex
condition, a left sided hemicolectomy, viscerolysis,
mesorectumectomy, and end colostomy were
performed. Histopathological examination of the
biopsy of the left flank of the colon revealed the
mucosa with a violation of the architectonics of
crypts, the cell population was represented by
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diffusely located plasma cells, macrophages, single
eosinophils, neutrophils, lymphocytes with the
formation of a lymphoid follicle with hyperplasia
at the border of the mucous membrane and
submucosa. Surface epithelium was with erosion
(Figure 2). Histopathology of rectum showed the
mucosa of the colon with the formation of mucin
granuloma, represented by fragments of destroyed
epithelial cells and necrotic tissue, mucin with
an abundance of segmented neutrophils. The
granuloma was surrounded by a shaft of abundant
lymphocytes and scattered eosinophils (Figure 3).
Pericolic tissues were with granulomatous reaction -
the outcome of ulceration with the formation of deep
cracks. Fatty tissue was with polymorphocellular
inflammatory infiltration and the presence of
fatty necrosis with the formation of foreign body
granules. There was a large number of xanthoma
cells with foamy cytoplasm containing resorbed fatty
inclusions (Figure 4). So, in all samples widespread
granulomatous inflammation along with features
suggestive of ulcerative colitis was revealed.
Postoperatively, laboratory results showed that C
reactive protein (CRP) was elevated signaling a
severe inflammatory response and mild anemia was
also noted (Table 1).

Fi &N

Figure 2 — Histopathology of the left flank of the
colon. Staining: hematoxylin and eosin. x40.

Notation: red oval - lymphoid follicle with hyperplasia, yellow dotted
lines - the border of the. mucous membrane and submucosa.
PucyHok 2 — ['ucmosiozus fieso2o ghriaHaa 06000yHOU KuwKu. OKp.: 2e-
MamoKCUNUHOM U 903UHOM. X40
lMpumeyaHue — KpacHbIt osan — nuMgOUOHbIU ¢hONIUKY C aunepniasu-
el, xenmsie nyHKMUpPHbIe JIUHUU — epaHuua cnuaucmod u nodcrusucmoul
060/104KU.

The APACHE Il score was takeninto consideration
of the patient and it was recorded at 12, indicating a
14.6% risk of mortality. The SOFA score was recorded
at five reflecting multi organ dysfunction. In order to
assess the kidney function, the CKD-EPI formula
was used to calculate the estimated glomerular
filtration rate (¢eGFR) and it was 48ml/min/1.73 m? It
indicted that there was a decrement of its function.
Additionally, post operative procalcitonin levels were
elevated at 12.8ng/ml, indicating significant systemic
infection or inflammation (Table 1).

As a response to the patient's deteriorating
conditions characterized by severe intoxication,

Cniyyal u3 npakmuku

Figure 3 — Histopathology of rectum. Staining: hematoxylin and
eosin. x100.

Notation: red oval — mucin granuloma, green arrows - mucin
with an abundance of segmented neutrophils, blue arrows —
lymphocytes, light blue arrows -'eosinofils

PucyHok 3 — 'ucmonoeusi npsimol kuwiku. OKp.: 2eMamoKCUUHOM U
303uHOM. X100

lMpumedaHue — KkpacHbIli osan — MyyUuHoBas epaHyrema, 3es1eHble cmper-
KU — MyUUH ¢ oburnuem ceameHmosdepHbIX. Helimpogurios, CUHUE cmper-
KU — numMgpoyumal, 204ybbie cMpesiku — 303UHOUSIbI

.T‘.’-

Figure 4 — Histopathology of pericolic tissues. Staining:
hematoxylin and eosin. x100.

Notation: blue arrow - fatty necrosis, yellow arrows - xanthoma
cells with foamy cytoplasm, green arrow - resorbed fatty
inclusions.

PucyHok 4 — (ucmornoaus nepukonu4yeckol Knemyamku. OKp.: 2eMamok-
CUUHOM U 303uHOM. %100

I'IpumeulaHue — CUHAA Ccmpesika — JXXUpo8ble HEeKpPOo3bl, Xejlimble
CmpeJsiku — KCaHmMOMHble K/lemkKu ¢ rneHucmou yumonsia3mou, 3esieHas
cmperika — pe3opbuposaHHbIe XKUpOoB8ble 8KITIOYEHUS.

hemadsorption was performed utilizing the sorbent
Hemoproteasorb. A total volume of six liters of
heparinized blood (1000 IU) was used and this
procedure was repeated several times due to the
critical condition of the patient.

Postoperative period was complicated by
hyperthermia, raising concerns for infections. A
CT scan which followed revealed an abdominal
abscess. An ultrasound guided incision and
drainage procedure was performed under local
anesthesia where thick foul-smelling pus was
successfully evacuated. To ensure adequate
drainage from the abscess cavity a PVC tube was
placed. A microbiological examination of a smear
taken from the puncture of the abscess cavity
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Table 1 — Laboratory findings during hospitalization

Ta6bnuuya 1 — JlabopaTopHble nokasaTenu Bo BpeMsi rocnuTanusauum

Parameter Og;gﬁsi?gnd 3" Day after operation | 1 month after operation Reference values
RBC, x10"?/L 5,51 2,63 3,0 3,9-5,1
Hcet, % 47,7 24 26 35-50
Hb, g/L 151 76 81 130-170
WBC, x10°/L 6,46 6,2 4,46 4-9
PLT, x10%L 322 140 379 150-450
CRP, mg/L 16,8 3947 38,8 0-6
Amylase, U/L 49 42 - 25-100
Total protein, g/L 73 50 59 65-85
Fibrinogen, g/L 4,79 8,07 - 2,7-4,7
Creatine, ymol/L 60 94 64 62-124
APTT, sec 25,3 53,8 - 22-35
PCT, ng/mL - >12,8 0,105 0,5
D dimer, ng/ml - 2,28 - 0,063-0,701

Notation: RBC- Red blood cells, Hct - Hematocrit, Hb - Hemoglobin, WBC - White blood cells, CRP - C Reactive Protein, APTT -

Activated Partial Thromboplastin Time, PCT — Procalcitonin.

lMpumeyaHue — RBC — spumpoyumel, Hct — 2emamokpum, Hb — eemozanobuH, WBC — netikoyumsl, PLT — mpomb6oyumsi, CRP —
C-peakmusHbil 6enok, APTT — akmusupogaHHoe YacmuyHoe mpomborniacmuHosoe epems, KT — npokanbyumoHuUH.

identified the microorganism Proteus mirabilis
(1076). An antibiogram was performed in order
to navigate the appropriate treatment regime. It
revealed that this particular strain was resistant to
many antibiotics’ combinations. These included
Ceftriaxone, Cefepime, amoxicillin-clavulanic
acid, Co-trimoxazole, meropenem, nitrofurantoin,
Ciprofloxacin, tigecycline and ampicillin® The,strain
was sensitive for amikacin and gentamicin and
leading the way for effective management.

The patient was stabilized following the above
interventions. Vitals were. pulse 82/min, and
respiratory rate 18/min and 125/80 mmHg, without
signs of peritoneal irritation. /Induction therapy
was initiated with mesalazine at a dosage of 3g/
day orally for his inflammatory bowel, alongside
Tardyferon 80mg  daily~before meals for three
months for his.anemia. Upon the patient's clinical
improvement and stabilization, he was discharged
with. instructions regarding medication compliance,
dietary modifications and the necessity for regular
follow up appointments to monitor his recovery and
manage any potential complications (Figure 5).

The final diagnosis was “Nonspecific Ulcerative
colitis with Formation of Paracolytic Infiltrate. Colon
obstruction. Loop ileostomy from 19.01.2024.
Erosive proctosigmoiditis. Laparotomy, viscerolysis,
resection of a portion of descending colon,
sigmoid colon with fistula, mesorectumectomy,
descendostomy 05.07.2024. Abscess of the
abdominal cavity. Abscess drainage 24.07.2024.
Sepsis.”
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Figure 5 — Patient at the time of discharge. Notation: 1 —
colostomy, 2 — ileostomy, 3 — postoperative scar.

PucyHok 5 — [MayueHm & OeHb 8bINUCKU U3 cmayuoHapa.

lNpumeyvaHue: 1 — kornocmoma, 2 — uieocmoma, 3 — rnocreonepayuoHHbIl
pybeuy.

Fistulous communication with surrounding
structures such as bladder, vagina, perineum and
ischiorectal fossa are complications that can arise
from inflammatory colonic pathologies [5]. Surgical
intervention, in lower gastrointestinal tract involving

Hepatology and Gastroenterology Ne 1, 2026



anastomosis, suturing and stapling carries a high
risk for acute and chronic leaks, particularly following
procedures for inflammatory bowel disease or
irradiated colorectal cancer [6]. Colocutaneous
fistulas are communications between skin of
abdominal wall and the colon. Around 10-30% of
gastrointestinal fistulas are colocutaneous fistulas,
these can be further classified as postoperative
or spontaneous based on the etiology of their
development. Approximately 25% of spontaneous
fistula usually develops often in association
with cancer, radiation therapy or inflammatory
conditions such as diverticular disease, bowel
diseases due to ischemia, IBD, with IBD being the
most frequent cause. The remaining 75% arises
postoperatively, following surgeries for adhesive
bowel obstruction, IBD or malignancy. Healing of
these fistulas are hampered due to factors such
as high output, significant disruption of intestinal
continuity and active IBD in affected segments
[7]. Moreover, delayed wound healing of fistulas
depends on individual dependent factors such as
diabetes mellitus, smoking obesity and anatomical
complexities surrounding type fistulas and post
operative infections [8].

Like in the case of our patient who presented with
proctosigmoiditis a colocutaneous fistula developed
communicating with the sigmoid colon. Moreover,
correlation studies have shown a relationship
between age and the coexistence of CAD and IBD:
One investigation comprising of 524 matched non-
IBD controls with CAD and 111 IBD patients, put
of which 54 had Crohn’s disease and 77 /suffered
from UC, found that IBD patients were younger
(mean age 65.3 +/- 11.0 years) compared to CAD
alone (67.8+/- 11.0 years, P=0.016), suggesting
an association between CAD and IBD.in a younger
demographic [9].

Diverticular colitis is a/condition where there is
chronic inflammation of colon in the presence of
diverticula. There had beentseveral studies that
have documented cases where diverticular colitis
has been progressively=-manifested into UC both
endoscopically.and histologically [10].

Given_this, in. our patient the discovery of a
diverticula raised the possibility of diverticulitis
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contributing to the onset of UC and /or fistula
formation; however, there was insufficient evidence
to substantiate this hypothesis.

Furthermore, a recent case series of patients
with septic shock and renal failure receiving
hemadsorption treatment showed a positive
hemodynamic stabilization following the
hemadsorption treatment, as well as the fact that the
stabilization was rapid and increased the survival
[11]. This was as well demonstrated by our patient
who had alow GFR and was admitted to the intensive
care unit after developing sepsis postoperative
to the left -sided hemicolectomy. The patient's
APACHE Il score valuing a score of 12 indicated
high mortality risk [12]. The type.of hemosorbent
used in this instance was Hemoproteazosorb, which
was chosen because of .its effective anticytokine
qualities as demonstrated by research conducted
by members of our medical institute [13, 14].

Moreover, during his septic condition our patient
was seen to have a marked elevation of procalcitonin
level of 12.8ng/ml (< 0.4=ng/ml) postoperatively,
which supports the idea of studies that show PCT
as a promising marker of sepsis, able to supplement
clinical'signs and routine lab parameters suggesting
severe. infection [15].

Conclusions

This “case report shows the complexities in
management of UC and its complications one of
which is the development of colocutaneous fistula.
Our patient’s complex medical history, severity of UC,
surgical intervention and associated complication
such as abscess formation and sepsis signify the
importance of due diligent treatment tactics.

Furthermore, the association of IBD and CAD
calls for the need for vigilance in monitoring of
patient with UC for comorbidities.

The successful management of our patient using
Hemoproteazosorb as a hemadsorption therapy
demonstrates the potential for innovative strategies
on improving clinical outcomes in patients with
sepsis. Moreover, timely treatment of diverticula
and UC at an early stage improves significantly the
outcome of bowel health and patient's quality of life.
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KoHdnukT MHTepecoB. ABTOpbI 3asBNSAOT 06 OTCYTCTBUM
KOHIVKTa UHTEPECOB.

®duHaHcupoBaHue. ViccnegoBaHve npoBefeHo 6e3 CroH-
COPCKOV MOAAEPXKKN.

CooTBeTcTBME NpuHUMNaMm 3Tuku. MccrnepoBaHve ofo-
6peHO nokanbHbIM 3TMYECKUM KoMuTeToM. OT nauueHTa 6bino
Mofy4eHO NNCbMEHHOe VMHOopMUpoBaHHOe A0OPOBOMbLHOE CO-
racue Ha nyGnukauuilo onucaHusi crnyyasi u poTomaTepuanos
B MEAULMHCKOM >XypHare, BKMoYasi ero afeKTPOHHYH BEepCuio
(mata nognucaHus naumeHTom — 02.10.2024).
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