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INTRODUCTION

Postoperative fistula results in increased morbidity and 
a longer hospital stay. While surgery is the most common 
treatment, the endoscopic approach (1) is an increasingly 
used alternative (2). 

CASE REPORT

A 57-year-old woman underwent surgery for colonic 
adenocarcinoma, which relapsed as peritoneal carcinoma-
tosis and was managed with chemotherapy and surgery; a 
biological Permacol™ mesh was used for abdominal wall 
closure. In 2015 she relapsed again at the recto-vesical 
pouch with infiltration of the rectum, bladder, and vagi-
nal dome. She underwent pelvic exenteration with vag-
inoplasty and Bricker-type urinary diversion across the 
mesh. During the postoperative period an ileal loop urinary 
fistula was seen, secondary to mesh decubitus. An endos-
copy of the Bricker loop was performed, which revealed 
a fistulous orifice with a whitish background at 7 cm from 
the mesh-related ileostomy, which took up 50% of the 
perimeter (Fig. 1). Endoscopic placement of a 100 mm 

x 20 mm covered metal stent (Hanarostent® Colon/Rec-
tum) was decided upon (Fig. 2), which was uneventfully 
removed after 12 weeks, whereupon fistula healing was 
accomplished (Fig. 3).

Fig. 1. Endoscopy through the ileal loop. Biological mesh across the 
fistulous orifice at 7 cm from ileostomy.

Fig. 2. Stent after placement. Black arrow: stent end close to ileal-ureteral 
anastomosis. Blue arrow: distal end close to ileostomy. Red triangle: 
endoscopic clips. Green arrowhead: radiological contrast to mark fistula.

Fig. 3. Endoscopy follow-up after 12 weeks showing fistula healing.
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The stent was fitted for a longer period than recommended, 
due to our experience and the fistula size. Despite a potential 
relapse risk from mesh persistence, the patient remains free of 
recurrence, likely due to perifistular fibrosis formation. 

DISCUSSION

Complex fistulas at atypical locations may be managed 
with endoscopically placed metal stents, thus preventing 
repeated surgery (3). 
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