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Abstract 

Due to the improvement of surgical techniques, the number of total 

pelvic evisceration surgeries is increasing annually. However, the 

number of postoperative complications remains high and varies 

between 31.2 and 45.1%. A common complication is the formation 

of a small intestine fistula. Further postoperative management of 

patients with the presence of a small intestine fistula is not an easy 

task. The mortality rate for this complication after total pelvic 

evisceration reaches 34.4%. The paper presents a clinical case of a 

patient with an external incomplete unformed small intestine 

fistula that emerged after performing total infralevatory pelvic 

evisceration due to local advanced rectal cancer. The article gives 

a review of the literature data on the problem and a clinical 

example of the occurrence of complications. The authors provide 

a detailed description of the patient's medical history. The causes 

of the fistula and further treatment of the patient, aimed at 

eliminating the small bowel fistula, are given. 
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Introduction  

Total pelvic evisceration (TPE) is a surgical intervention aimed at 

the complete removal of the pelvic organs with the formation of 

various variants of urine and intestinal discharge (Carvalho et al., 

2023). TPE was performed for the first time for bladder cancer by 

E. M. Bricker in 1940 (Bricker & Modlin, 1951). Three years later, 

L.H. Appleby repeated this surgery for the first time with rectal 

cancer (Аppleby, 1950; El-Kordy, et al., 2019; Samara et al., 

2020). Later, in 1948, A. Brunschwig performed a TPE for 

recurrent cervical cancer, and the results of six successful surgeries 

were published in the Cancer journal. On the territory of the former 

USSR, Dedkov performed the first TPE for rectal cancer in 1974 

(Aglullin et al., 2015). 

Every year, the number of TPEs is growing, due to the 

improvement of surgical techniques, anesthesiological and 

resuscitation surgery support, and advancement in the combined 

therapy of oncological diseases of the pelvic organs. The rapid 

development of technologies and the wider use of medicinal and 

radiation treatments have expanded the possibilities of surgical 

interventions in patients with locally advanced oncological 

diseases of the pelvic organs. The main indications for performing 

TPE are currently locally advanced malignant tumors of the uterus, 

bladder, and rectum. 

Currently, when a patient is diagnosed with locally advanced rectal 

cancer, a combination treatment is indicated, namely, neoadjuvant 

chemoradiotherapy with further radical surgery. After TPE, 

postoperative mortality is not high and ranges from 0.5 to 2% 

(PelvEx Collaborative, 2018; Venchiarutti et al., 2019; Peacock et 

al., 2020). However, the number of postoperative complications 

remains high and varies between 31.2 and 45.1% (PelvEx 

Collaborative, 2019). Most often, the postoperative period is 

complicated by the occurrence of dynamic intestinal obstruction 

and the formation of pelvic abscesses with the development of 

local peritonitis (Platt et al., 2018). 

According to the literature, the failure of sutures on the small 

intestine during the formation of a small intestine conduit for 

urination with the appearance of small intestine fistulas occurs in 

2.6 to 3% (Nielsen et al., 2022). Berman et al. published for the 

first time a 17-year history in the treatment of patients with small 

intestine fistulas after TPE and the incidence of the postoperative 

intestine fistula was 3.5% (Berman et al., 1976). Most often, the 

cause of this complication in the early postoperative period is 

iatrogenic damage to the small intestine, whereas, in the later 

postoperative period, the main cause is the recurrence of cancer 

(Yunoki et al. 2020; Yang et al., 2021). 

Further postoperative management of patients with the presence of 

a small intestine fistula is not an easy task, and the mortality rate 

for this complication after TPE reaches 34.4% (Nielsen et al., 

2022). 

We did not find any cases of a long-term pelvic abscess with the 

release of small intestine contents into the perineum and the 

formation of an external unformed small intestine fistula 

complicated by severe dermatitis when analyzing the available 

literature. 
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Materials and Methods 

Patient K., 56 years old, was admitted on 05.09.2022 to the 

department of abdominal surgery of the National Medical 

Research Center (NMITs) of Surgery named after A.V. 

Vishnevsky. 

At the time of admission, the patient complained of abundant small 

intestine discharge with an admixture of pus, with a volume of 

about 1 to 1.5 liters going through soft tissue defects in the 

perineum. 

It is known from the anamnesis that in May 2019, during a planned 

colonoscopy, a rectal neoplasm was detected, and a biopsy was 

performed. According to histological examination, this was an 

adenocarcinoma of the rectum. After further examination, the 

patient was diagnosed with local advanced rectal cancer cT4N1M0 

with an invasion of the bladder. 

At the oncological consilium, it was decided to perform the first 

stage of neoadjuvant chemotherapy according to the oxaliplatin 

and capecitabine (XELOX) scheme. The patient underwent two 

courses of treatment in the period from October 2019 to November 

2019. 

At the end of November, the patient noted acute pains in all parts 

of the abdomen. He was admitted to a hospital at the place of 

residence, where, after an additional examination, perforation of 

the sigmoid colon, and widespread fecal peritonitis were observed. 

Emergency surgical intervention was performed in the following 

way: laparotomy, obstructive resection of the sigmoid colon with 

the formation of a single-stem sigmostoma, and drainage of the 

abdominal cavity. On the 9th day of the postoperative period, the 

patient was discharged in satisfactory condition. 

14 days after the surgery, he began to notice periodic vomiting of 

eaten food and was admitted to a hospital, where, after an 

examination, multiple abscesses of the abdominal cavity were 

observed. A relaparotomy was performed, and during the revision 

of the abdominal cavity, a site of necrosis of the loop of the small 

intestine was observed. Resection of the loop of the small intestine 

with the formation of duodenoejunoanastomosis, sanitation, and 

drainage of the abdominal cavity was performed. The 

postoperative period proceeded smoothly, and the patient was 

discharged in satisfactory condition. 

In the future, the patient underwent a second oncological 

consilium, where a decision was made to perform a radical surgical 

intervention in the form of TPE. In March 2020, he underwent 

surgery in the following volume: infralevatory TPE with Bricker 

bladder plastic surgery, colostomy, and drainage of the abdominal 

cavity. The early postoperative period was complicated by the 

occurrence of a drained pelvic abscess. Up to 2 liters of pus were 

discharged from the abscess cavity by drainage. The patient was 

discharged in June 2020 with drainage from the perineum under 

the outpatient supervision of a surgeon at the place of residence. 

By the time of discharge, up to 30 ml of pus was discharged by 

drainage per day. At the end of June, the drainage fell out on its 

own. After that, the patient dressed the wound himself. In July 

2022, he noted the presence of intestinal discharge in the perineum 

with a tendency to increase. 

According to the multislice spiral computed tomography (MSCT) 

of the abdominal cavity organs with intravenous bolus contrast 

enhancement, an external unformed incomplete small intestine 

fistula with the formation of a pelvic abscess was observed. 

The general condition upon admission: moderate severity. The 

abdomen is not swollen, symmetrical, and participates in the act of 

breathing. The postoperative scar has no signs of inflammation. An 

external complete colonic fistula (terminal descendostoma) has 

been formed in the left mesogastrium and is functioning. An 

urostoma has been formed in the right mesogastrium and is 

functioning. The abdomen is soft and painless at palpation in all 

departments (Figure 1). 

Local status: there are three fistulas in the perineum, with a 

diameter from 10 mm to 13 mm, the skin around them is vividly 

hyperemic, infiltrated, macerated, and bleeding upon contact 

(Figure 1). In recent weeks, there has been an increase in the 

quantity of the loss of small intestine discharge with an admixture 

of pus up to 1,500 ml or more per day. 

 

a) 

 

b) 

Figure 1. Photo of the anterior abdominal wall (top view): 1: 

urostoma, 2: functioning single-barrel descendostoma. Photo 

of the perineum with 3 fistula passages opening, pronounced 

maceration of the skin, and hypergranulations in the fistula 

area. 

Laboratory data showed that in the general blood test, there was a 

decrease in hemoglobin to 97 g/l and an increase in erythrocyte 

sedimentation rate (ESR) to 120 mm/h. 

X-ray gastro-epistolography was performed: when a water-soluble 

contrast was introduced through the fistula in the perineum, the 
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cavity in the pelvis was filled with contrast (instrumental picture 

of an abscess), which communicated with the loop of the small 

intestine (Figure 2). 

 
Figure 2. X-ray gastro-fistulography image (direct 

projection): 1: the inflated cuff of the Folley catheter inserted 

into the external opening of the fistula, 2: the cavity of the 

pelvic abscess, 3: the communication of the pelvic abscess 

with the loop of the small intestine. 

After further examination and comprehensive preoperative 

preparation, surgical intervention was performed as planned. 

After performing median laparotomy and splice separation, the 

distal part of the small intestine conduit was visualized. A further 

revision revealed a dense infiltrate in the pelvis involving loops of 

the small intestine and the distal part of the conduit. When the latter 

were isolated, a purulent cavity was opened, the contents of which 

were pus and intestinal discharge with detritus of about 100 ml 

(Figure 3). 

 
Figure 3. Schematic drawing of the location of the fistula 

concerning the conduit and the pelvic abscess: 1: the cavity of 

the abscess involving the intestinal anastomosis and conduit, 

2: intestinal fistula in the intestinal anastomosis "side to side". 

The cavity was sanitized with antiseptic solutions to clean water. 

Upon further revision, it was discovered that the distal part of the 

conduit and a section of the small intestine with a formed 

interstitial anastomosis "side to side" were the walls of the abscess 

cavity. In the anastomosis, there was a defect of the intestinal wall 

with a diameter of about 1 cm (a defect communicating with the 

purulent cavity) which was tightly fixed by infiltrative tissues to 

the conduit and the area of previously formed 

ureteroenteroanastomoses (Figure 4). 

 

Figure 4. Photo of the interstitial anastomosis "side to side" 

with the defect of the latter fixed to the conduit: 1, 2: 

separated ureteroenteroanastomoses, 3: the fistula fixed to the 

conduit. 

A separation of the conduit and the loop of the small intestine with 

the interstitial anastomosis "side to side" from the walls of the 

purulent cavity and each other was performed (Figure 5). 

 

Figure 5. Photo of the interstitial anastomosis of a previously 

performed surgery: 1: defect in the anastomosis (intestinal 

fistula), 2: interstitial anastomosis "side to side". 

A resection of the loop of the small intestine carrying the 

anastomosis "side to side" and the fistula was performed. The 

continuity of the small intestine was restored by end-to-end 

anastomosis with a single-row continuous suture. During the 

subsequent revision, it was noted that the distal end of the conduit 

was infiltrated, and the walls of the intestine and the mouths of the 

ureters in the area of anastomoses were compromised. It was 

decided to perform a resection of the altered distal portion of the 

conduit with reimplantation of the ureters more proximally. 

Ureteroenetroanastomoses were formed by separate nodular 

sutures with a polydioxanone (PDS) 5/0 thread on ureteral stents 

(Figure 6). 
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Figure 6. Photo of resected conduit: 1,2: formation of 

ureteroenteroanastomoses on the loop of the small intestine. 

Drainages to the area of ureteroenteroanastomoses and double-

light drainage into the cavity of the abscess, through the fistula 

passage in the perineum, were installed. The wound was stitched 

tightly layer by layer. Thus, the scope of the surgery was 

laparotomy, adhesiolysis, resection of the interstitial anastomosis 

"side to side", bearing a small intestinal fistula, and resection of the 

conduit. Formation of a single-row continuous interstitial 

anastomosis of the "end-to-end" type. Formation of 

ureteroenteroanastomoses on ureteral stents, drainage of the 

abdominal cavity and pelvis minor (Figure 7). 

 

a) 

 

b) 

Figure 7. Preoperative scheme (a): the dotted line indicates 

the level of resection of the intestinal anastomosis and 

conduit. b) is a diagram of the final scope of the surgery. 

Conclusion of the histological examination: morphological picture 

of the small intestine fistula, no tumor cells were found. 

The postoperative period proceeded smoothly. The ureteral stents 

were removed on the 7th day, and the drainage from the abscess 

cavity was removed on the 10th day. On the 11th day, the patient 

was discharged under the supervision of a surgeon at his place of 

residence in satisfactory condition. 

Results and Discussion 

Patients with locally advanced rectal cancer are common and often 

develop specific complications after undergoing radical surgery. 

Most often, the postoperative period after TPE is complicated by 

the occurrence of a pelvic abscess (6.1 to 12.8%), failure of 

ureteroejunoanastomosis with the formation of urinary fistulas 

(4.6%), while cases of failure of small intestine anastomosis or 

perforation of the small intestine are less common (3.6%) (Platt et 

al., 2018; Yang et al., 2021; Nielsen et al., 2022; Shine et al., 

2022). 

In the presence of a pelvic abscess, drainage is performed under 

ultrasound or computer tomography (CT) control followed by 

complex conservative therapy. 

An indication for performing a relaparotomy with further 

sanitation and drainage is the early removal of drainage or the 

formation of an abscess in the late postoperative period with the 

absence of a safe route for drainage by minimally invasive 

methods. 

In our case, we observed the formation of a pelvic abscess, due to 

the presence of partial insolvency of the ileoilial anastomosis. 

The main symptoms of this severe complication are periodic 

discharge of pus and intestinal discharge into a wound or drainage 

channel formed due to prolonged standing of the drainage tube in 

the perineum area, which certainly leads to local complications of 

small intestine fistula, such as chemical burn and dermatitis, which 

was noted in this clinical case. 

To date, the most informative methods of instrumental diagnosis 

in the presence of a complex small intestinal fistula are CT of the 

abdominal organs with intravenous contrast enhancement and X-

ray entero-fistulography. They help to determine the localization 

of the small intestine fistula, estimate the length of the abducting 

and adducting loops of the small intestine, and identify possible 

complications. 

The only option for radical treatment aimed at eliminating the 

small intestine fistula is surgery. The scope of the surgery is 

selective and has to be determined individually. 

The formation of anastomoses of hollow organs is an important 

and complex part of surgery of the abdominal cavity and pelvis, 

especially in multi-organ resections. For their successful 

performance, strict adherence to the basic principles of resection 

and the formation of anastomoses of hollow organs is necessary. 

The main principles in the formation of an ileoilial anastomosis are 

end-to-end anastomosis, even in the presence of different 
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diameters of the adducting and abducting intestines, contact of 

serous membranes, preservation of adequate blood supply in the 

anastomosis zone, a wide connection of the edges of the 

submucosal layer, which gives strength to the anastomosis, and the 

formation of the anastomosis without tension. 

Conclusion 

In this clinical case, the restoration of the continuity of the 

intestinal tract was carried out by the formation of an inter-

intestinal anastomosis of the "side to side" type with a length of 

about 10 cm. This anastomosis is not physiological, and the intra-

intestinal pressure put on the blind ends of the adducting and 

abducting intestine is maximum. Naturally, the source of the 

intestine fistula was the failure of the blind end of the adducting 

intestine with the formation of infiltrate and pelvic abscess. 

Further management of the patient consisted in drawing up an 

adequate and consistent algorithm for performing additional 

examination methods and their correct interpretation, which made 

it possible to determine the optimal tactics for surgical treatment 

of the patient and obtain satisfactory results. 
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