
 

 

Case Report 

 

Intracolonic migration of an abdominal drain as a complication of a fecal fistula managed 

conservatively 

 

Abstract 

In patients undergoing conservative management, the main complication is inadequate or 

incomplete drainage of the fistula, which often leads to the consideration of more aggressive 

measures. We describe an extremely rare complication with an abdominal drain: intracolonic 

migration through appendiceal fistula. No such cases have been described in the literature. Our 

aim is to describe our experience and the therapeutic approach adopted to offer a less invasive 

treatment alternative with good results. 
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Introduction: 

A fecal fistula is a rare complication following an appendectomy. It occurs more frequently in 

patients with compromised base of the appendix due to advanced inflammatory processes such as 

an appendiceal mass or gangrenous appendicitis, with an incidence of less than 1%. 1,2 

Therapeutic options may vary depending on the cause of the appendectomy: benign or malignant. 

Conservative management with drainage and antibiotics has been described with high success 

rate in the absence of conditions that perpetuate the fistula (not hight output fistula (<500 cc/day), 

absence of tumors, foreign bodies, distal obstruction, or infectious environment). The  optimal 

drainage ensures epithelialization of the tract, which allows the closure of the fistula 3 and avoid 

more aggressive reinterventions.  

Other techniques such as VAC (Vacuum-Assisted Closure), fibrin glue injection, or clip placement 

via colonoscopy have shown satisfactory results for other type of fistulaes. 4 Also, prevention 

could be possible through the placement of a cecostomy in patients with severe periappendicitis.  

Presentation of a case and a literature search on PubMed with the terms: “post-appendectomy 

fecal fistula”. 

 

Case presentation 

A 48-year-old male diabetic patient presented with a 3-day history of right iliac fossa abdominal 

pain associated with fever. Physical examination revealed a mass in the right iliac fossa with 

localized pain and a positive Blumberg sign.  

Blood tests showed a CRP of 23.65 mg/dL and leukocytosis of 18.22·10^9/L. The diagnosis was 

confirmed by ultrasound, which showed a tubular structure with thickened walls and increased 

diameter associated with inflammatory changes, without free abdominal fluid, compatible with 

acute appendicitis. Laparoscopic appendectomy was performed, revealing a gangrenous appendix 

with an appendiceal inflammatory mass. There were no immediate postoperative incidents, and 

the patient was discharged on the 2nd day with outpatient antibiotic therapy. A week later, he 

returned with predominant right iliac fossa abdominal pain associated with a low-grade fever. 

CRP was 8.70 mg/dL and leukocytosis was 16.10·10^9/L. A CT scan showed multiple 

postoperative collections. Antibiotic therapy was initiated, and laparoscopic drainage was 



 

 

performed without obtaining fecal material. A drain was left in the right iliac fossa. The patient 

completed a prolonged antibiotic regimen and was discharged with the drain and follow-up every 

2-3 days. A week later, he reported fecal output through the drain without associated symptoms, 

no CRP elevation, or leukocytosis. Imaging tests showed the drain was well-positioned, without 

intra-abdominal collections.  

Discussion 

Given the appendiceal stump fistula, a conservative approach was decided until closure, but fecal 

output increased. A CT scan showed the drain in the colon (Figure 1). Since the patient was 

asymptomatic, tolerating a diet, and had normal transit and lab parameters, a conservative 

approach was proposed.  

The drain was clamped for 72 hours to monitor clinical evolution. Due to adequate tolerance, the 

drain was cut almost at skin level and sealed with a silk transfixing suture. The patient remained 

hospitalized under clinical observation, with analytical follow-up and radiological control. In the 

following days, the patient maintained oral tolerance and intestinal transit. Abdominal X-rays 

showed progressive advancement of the drain (Figure 2). Finally, he expelled the entire drain via 

the anus during defecation. No case reports of managing fecal fistulas involving invaginated 

abdominal drains were found in the literature.  

Conclusion: Post-appendectomy fecal fistula is a rare condition with significant morbidity. 

Conservative management has been described, although not involving the migration of a drain 

tube. In clinically stable patients with intracolonic migration of the drain and adequately collected 

fistulous output, major surgery can be avoided. 

 

 

 

 

 

 

 

 

 

 

FIGURE 1 Xray report 1 



 

 

 

 



 

 

FIGURE  2 Xray report 2 
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