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Entero-colonic Fistula Secondary to Necrotizing Enterocolitis

in Premature Infant: A Case Report
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ABSTRACT

Necrotizing enterocolitis is a severe inflammatory disease of the intestine and is the
main cause of death in infants, mostly occurring in premature infants. Intestinal
obstruction may occur during the medical treatment of necrotizing enterocolitis. A
common cause of intestinal obstruction is intestinal stricture, and entero-enteric
fistulas may form in the proximal portion of the intestinal stricture. Several mecha-
nisms may be suggested for the development of entero-enteric fistula. Intestinal
ischemia and subsequent necrosis do not become intestinal perforation over time,
causing an inflammatory reaction, and are attached to the adjacent intestine, form-
ing a fistula. Alternatively, a subacute perforation may be sealed off by the adjacent
intestine, resulting in fistula formation. Entero-enteric fistulas are closely related to
distal stricture and occurs when there is a localized perforation rather than a gene-
ralized perforation. Fistulas can be diagnosed via contrast enema examination or
distal loopogram, and surgical resection is required. Here, I report a case of a pre-
term infant with an entero-colonic fistula secondary to necrotizing enterocolitis. The
patient had abdominal distention and bloody stool and was confirmed to have rota-
vius enteritis. Plain abdominal radiographs showed pneumatosis intestinalis. The
patient received medical treatment for necrotizing enterocolitis. While the symp-
toms were improving, he vomited again, and intestinal obstruction was suspected.
Gastrografin enema was performed due to intestinal obstruction, and an entero-
colonic fistula was found.
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Figure 1. (A) Plain abdominal radiograph taken at hospital day 8, shows multiple

dilated bowel loops throughout the abdomen. Linear bands of radiolucency that
are parallel to the bowel wall are noted, which indicate pneumatosis intestinalis
(arrows). (B) Plain abdominal radiograph taken at hospital day 51, shows dilated
small bowels (arrows) in upper abdomen and paucity of colonic gas, suggesting

intestinal obstruction.
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Figure 2. Gastrografin enema examination taken at hospital day 52.
(A) Part of the transverse colon (arrowheads) is opacified with contrast
media and the ascending colon is not yet visible, but the small bowel
(black arrows) is filled with contrast media. (B) Fistula (white arrow) is
noted between the transverse colon and the jejunum. Transverse colon
(arrowheads) and ascending colon (asterisk) are collapsed, but the small
bowel (black arrows) is dilated. Considering that the small bowel filled
with contrast media is dilated, it can be assumed that the obstruction is
more distal than visible small bowel.
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Figure 3. Clinical course of patient. Abbreviations: D, hospital day; Sx., symptom;
AC, abdominal circumference; OB, occult blood; CRP, C-reactive protein; WBC,
white blood cell count; Ag, antigen; AXR, abdominal X-ray; NPO, nothing per oral; Tx,
treatment; TPN, total parenteral nutrition; Op., operation; GE, gastrografin enema.
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