30pasooxpanenue Tadxcuxucmana, Nel (364), 2025

kapaanu cudaru xaétu OeMOpoHU THPU(TOPHU aje-
HOMHO3, KH yCYJIXOU T'YHOTYHH Ta000aT Merupanm

Magoxa Ba ycyaxou TaxkKuKoT. lap ITaxxyxum-
rOX{ TAAKUKOTH WIMHUH aKyllepil, THHEKOJIOTHs Ba
nepuHarosiorust Mo 127 Hadap 3aHOHPO 00 IAKIXOH
TYHOTYHH aJICHOMHO3 TacIuK HamyneMm. babau my-
OMHA XaMau 3aHOH BoOacTa 0a ycynu TabobOar Oa 4
TypyX TakCUM Kapja IIyZaH.

Haruvyaxo Ba myxokumaxou onxo. bapou xap
SK 3aH, KOPTH MyorHa 00 3amuMan caBotHoMan «IIpo-
(unu casiomatun 6eMopoHu 3HIOMeTpro3, EHP-5 +
6», Ki Jap MyounHau aBBai, 6 Ba 12 Mox mac a3 Tabo-
Oar myp Kapza Iynaact, Taxus kapna myz. dap acocu
HaTHYaXO0W TaxXJWJIA BOKYHHIIH OEMOpPOH (apKHsT
Jlap TabCUPH YCYJIXOU T'YHOTYHH Tabo0Oar Oa cudaru
xaétu 6eMOpOH MyKappap Kapia myd. XaMHH Tapuk,
tabobar 00 Bosiu MacTu MUGOXK (3TUHUIACTPAIUON +

YAK 613.95:616.34-007.253

XJIOPMaJMHOH) Ba TUCTEPIKTOMUS Oapor aeHOMHO3
nap OaifHM TypyXX0 HaTU4axou OEXTapHHPO HUIIOH
Jo1a, OexTapiiaBuu OemTappo JAap akcapu COXaxou
cudary 3UHAArMK 3aHOH HUILOH nofanyi. HacO kap-
JaHu Mirena HU3 caMapaHok OyJ, aMMO Jap MyKouca
00 gy rypyxu nurapu tabobar 0a aH03au KaMmrap.
XyJgoca. Mctudonan caBoaHOMaxou CTaHAAPTH
Oapou ap3é0uu cudaru 3uHAArA BOCUTAH MYXUMHU
MOHHUTOPUHTY caMapaHOKuH Tabo0ar Ba TAKMUJI J0-
JaHu paBuIIXo Oa TabobaTu ameHoMHo3 Meboma.
NuTuxo0u TakTukan Tab0o0aT a3 CUHHY COJIA 3aH,
HaKIIaXO0u PEenpoOayKTUBH Ba aJOMaTXOU KJIMHUKHA
BoOacTa acT. Myonuyapo a3 3yXypOoTH aBBaJIMHHU K-
HUKUHM OEeMOpH OF03 KapJaH MyXUM acT Ba TaboOar
005171 Tapo3MyIIaT, caMapaHoK Ba Oexartap Oora.
Kamumaxou kaauai. AneHoMuo3, cudaru Xaer,
CaBonHoman npouIId caJoMaTHH YHIOMETPHO3-S.

doi: 10.52888/0514-2515-2025-364-1-11-16

K.O. Araxynos, LI.A. IOcynos, Teranr Caxup Ilpacenmxur, M. ®o3u1:K0H-3012
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Lenv uccnedosanusn. Hzyuums 0CoOOEHHOCIU XUPYPSUYECKO2O LEUEHUSI HAPYIHCHBIX CEULYEIL.
Mamepuan u memoowt uccineoosanusn. 1100 nawum nadmodenuem naxoounucv 16 demeti 6 sozpacme om 9 mecayes

0o 18 nem ¢ napyscnvimu xuweunvimu ceuwamu. Cpeou npudun, npugeduux K oopasosanuio ceuwell, nepeoe mMecmo
3auanu abcyecc annenouxca u nepumonum (12 nayuenmos).

Pesynvmamut uccnedosanus u ux oocyycoenue. Y 601buuncmea nayuenmos Obiiu gblseiensl 1a0upopmmble ceuu
MOHKOU KUWKU, M020a KAK mpyouamvle CUWU Yauje 6Cmpeddict 6 moicmoil Kuuike. JJuaeHoCmuka 0CHOBbLEANACH
Ha Xapaxkmepe KUuednvlx 8bl0eIeHUll, YMmo NO360II0 YIMOUHUMb ToKaIusayuio ceuwia. Hanpumep, evioenenus usz
6bICOKUX MOHKOKUUEYHBIX COUUYELl COOEPIUCANU HCeNub, M020a KAK 6bl0eNeHUst U3 MOICMOKUUEUHbIX ceuuyell yaue
HAnOMUHAU OQopMIeHHbLL Kat. Y wecmu nayuenmog Obliu 0OUHOYHbIE C8ULHU, M020d KAK Y OCMAIbHbIX HAOMI00dI0Ch
om 08yx 00 naAmu ceuujell, GKuO4as COYemaHnusi MOHKOKUUEUHbIX U MOLCMOKUWEeUHbIX ceuujell. Muoocecmeenivie
CBULYLU CONPOBONCOANUCL DONEE CLONCHBIMU OUACHOCIUYECKUMU U TeYeOHbIMU 3a0auamu. Xupypeuueckoe iedenue 6 9
CYHASIX GKIIOUAILO PE3EKYUIO NOPAICEHHO20 YYACMKA MOHKOU KUK C HATOJICEHUEM AHACTOMO3d KOHeY-6-KoHey. Bce
OnepamueHble MEUAmMenbCmea OCI0NCHANUCH GbIPANCEHHBIMU CNACYHbIMU NPOYECCAMU 8 OPIOUHOL NOLOCMU, YmMO
mpeho6ano om Xupypeoé 0coboti OCMOPON’CHOCMU U MWYAMETbHO20 NLAHUPOBAHUSL.

Bu1600wt. Bo 6cex ciyuasx xupypeuieckoe MewameibCmeo Obllo OCLOACHEHO GbIPANCEHHIM CNACYHbIM NPOYECCOM
6 OPIOWHOU NoIOCMU.

Knrouegole cnosa: napysicnvie Kuwieunvle ceUU, KUMEUHAT HENPOXOOUMOCTb, IHMEPOCMOMA, KOLOCMOMA,
nepumoHum.

J.0. Atakulov, Sh.A. Yusupov, Telang Sahir Prasenjit, M. Foziljon-zoda
TREATMENT OF EXTERNAL INTESTINAL FISTULAS IN CHILDREN
SEI Samarkand State Medical University, Samarkand, Republic of Uzbekistan

11



Hueaxoopuu manoypycmuu Toyuxucmon, Nel (364), 2025

Yusupov Shuhrat Abdurasulovich - Doctor of medical sciences, professor, head of the department Pediatric surgery
Nel SSMU; Tel.: +998915481613; E-mail: shuchrat_66@mail.ru

Aim. To study the features of surgical treatment of external fistulas.

Materials and methods. 16 children aged from 9 months to 18 years with external intestinal fistulas were observed
in the current study. Among the causes that led to the formation of fistulas, an appendix abscess and peritonitis were
the most common, occurring in 12 patients.

Results. In most patients, labiform fistulas were found in the small intestine, whereas tubular fistulas were more
common in the colon. The diagnosis was based on the nature of the intestinal discharge, which helped to specify the
location of the fistula. For example, discharges from small bowel fistulas contained bile, whereas those from large
bowel fistulas more often resembled solid stool. Six patients had solitary fistulas, while the others had two to five fistu-
las, including combinations of small and large intestinal fistulas. Multiple fistulas were associated with more complex
diagnostic and therapeutic challenges. In nine cases, surgical management included resection of the affected segment
of small bowel with construction of an end-to-end anastomosis. All surgical procedures were complicated by significant
adhesions in the peritoneal cavity, requiring special care and careful planning by the surgeon.

Conclusions. Surgical intervention was complicated in all cases by a pronounced adhesive process in the abdom-
inal cavity.

Keywords: external intestinal fistulas, intestinal obstruction, enterostomy, colostomy, peritonitis.

Abstract. Spontaneous external intestinal fistu- intestinal continuity, and prevention of recurrence.
las in children are complications of acute diseases Non-operative management, such as total parenteral
or trauma to the abdominal organs. The causes of nutrition (TPN) and wound care, plays a crucial role
such fistulas can be different (acute appendicitis, in- in stabilizing patients before definitive surgical inter-
tussusception, intestinal obstruction, damage to in-  vention. However, the timing of surgery, the choice of
ternal organs as a result of abdominal trauma), but  surgical approach, and the management of associated
a common feature in the pathogenesis of intestinal complications remain topics of ongoing debate and
fistulas is limited or widespread purulent peritonitis.  research.

External intestinal fistulas (EIFs) in children remain a Recent studies emphasize the importance of a
significant challenge in pediatric surgery due to their ~ multidisciplinary team in managing EIFs. Pediatric
complex etiology, high risk of complications, and the  surgeons, nutritionists, infectious disease specialists,
delicate physiological state of pediatric patients. These and intensive care physicians collaborate to address
pathological connections between the intestinal lumen the multifaceted aspects of this condition. Nutritional
and the skin surface can arise from congenital abnor-  support, both enteral and parenteral, is a cornerstone
malities, surgical interventions, trauma, or infections.  of treatment, ensuring adequate caloric intake to
The management of EIFs requires a comprehensive  promote healing and growth. Additionally, advances
understanding of their pathophysiology, meticulous in imaging techniques have enhanced preoperative
surgical techniques, and an interdisciplinary approach  planning, enabling surgeons to accurately assess the

to optimize outcomes and minimize morbidity. location and extent of the fistula and its relation to
The incidence of EIFs in pediatric patients, while — surrounding structures.
lower than in adults, carries a unique set of challeng- Despite these advancements, challenges persist in

es. Unlike adults, children are particularly vulnerable the treatment of EIFs in children. High-output fistulas,
to nutritional deficiencies, fluid and electrolyte imbal-  for instance, pose a particular challenge due to their
ances, and infections due to their limited physiolog-  association with significant fluid and electrolyte losses.
ical reserves. These complications, if not addressed ~ Additionally, the presence of underlying conditions
promptly, can lead to severe consequences, including  such as necrotizing enterocolitis, inflammatory bowel
failure to thrive, sepsis, and even mortality. Thus, disease, or postoperative adhesions can complicate
the treatment of EIFs in children demands careful treatment. Innovative solutions, such as the use of
planning and execution tailored to the specific needs  biologic dressings, tissue adhesives, and minimally

of the pediatric population. invasive surgical techniques, are being explored to
Advances in surgical techniques and postopera- address these challenges and improve outcomes.
tive care have significantly improved the prognosis In conclusion, the treatment of external intes-

for children with EIFs. The primary goals of treat- tinal fistulas in children is a dynamic and evolving
ment include the closure of the fistula, restoration of  field. While significant progress has been made in
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understanding the pathophysiology and management
of EIFs, ongoing research and innovation are needed
to further enhance treatment strategies. By priori-
tizing a multidisciplinary approach and leveraging
advancements in technology and surgical techniques,
the prognosis for children with EIFs can continue to
improve, ensuring better quality of life and long-term
health outcomes. The role of nutritional factors and
immune status in children with intestinal fistulas de-
serves special attention. It is known that insufficient
intake of nutrients due to loss of intestinal contents
and increased body energy requirements leads to se-
vere hypoproteinemia and micronutrient deficiency,
which, in turn, exacerbates the course of the disease
and reduces the effectiveness of treatment. This makes
it important to implement nutrition correction proto-
cols, including parenteral and enteral nutrition, taking
into account the individual characteristics of patients.

In addition, improving the diagnosis of intestinal
fistulas at an early stage remains an important priority.
The use of modern imaging techniques such as mag-
netic resonance imaging, high-resolution ultrasound
and contrast X-rays makes it possible to clarify the
localization of fistulas, determine their relationship
to surrounding structures and develop an individual
treatment plan.

Progress in the field of regenerative medicine
also opens up prospects in the treatment of intestinal
fistulas. Tissue engineering and the use of biological
materials to stimulate the healing of fistula passages
can significantly reduce the duration of hospitalization
and improve the quality of life of patients. However,
these methods are still under development and require
further clinical studies.

An important area remains the training of medical
personnel in modern approaches to the treatment of
this pathology. Simulation training, the use of virtual
reality, and the implementation of evidence-based
medical protocols can improve the quality of care,
especially in specialized pediatric surgical centers.

Thus, the study of intestinal fistulas in children
and the improvement of their treatment methods
remain relevant. Solving this problem requires an
interdisciplinary approach aimed at reducing com-
plications, improving outcomes, and improving the
quality of life of children with this complex pathology.

Target. Unlike artificial intestinal fistulas im-
posed by surgeons for therapeutic purposes (enteros-
tomy, colostomy, unnatural anus), spontaneous fistulas
aggravate the already serious condition of patients
and often cause their death.
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Materials and methods. We observed 16 chil-
dren aged from 9 months to 18 years with exter-
nal intestinal fistulas. Among the causes that led to
the formation of fistulas, appendiceal abscess and
peritonitis took first place (12 patients). In two chil-
dren, multiple intestinal fistulas formed against the
background of widespread purulent peritonitis, as a
result of traumatic injury to the abdominal organs
(in one case, a rupture of the small intestine was not
detected, in the other, damage to the spleen was not
diagnosed). One patient was operated on on the 5th
day after the occurrence of small- and large-intestinal
intussusception and widespread purulent peritonitis.

Results. Depending on the location, small in-
testinal and large intestinal external fistulas are dis-
tinguished, with the most severe in terms of clinical
course being high small intestinal fistulas. Based on
their anatomical structure, they distinguish between
labiform and canaloid (tubular) fistulas. In addition,
labiform fistulas can be complete, when the intestinal
contents are completely released through the intestinal
lumen onto the anterior abdominal wall, and incom-
plete, in which the intestinal contents partially enter
the distal intestine. The number of external intestinal
fistulas in one patient may vary, although according
to domestic and foreign authors, single fistulas are
most common. Of our group of patients, only 6 had
one fistula. In the remaining patients, the number of
fistulas ranged from 2 to 5, with the bulk of them
being small intestinal labiform fistulas. Colonic tu-
bular fistulas were present in three patients in com-
bination with small intestinal fistulas. In no case did
we encounter a small intestinal tubular fistula. Thus,
labiform fistulas are most characteristic of the small
intestine, and tubular fistulas are most characteristic
of the large intestine. This sign has diagnostic value,
since the anatomical structure of the fistula can be
used to judge its location, which is important when
performing surgery.

Diagnosis of external intestinal fistulas does not
present great difficulties. Already by the nature of the
intestinal discharge one can judge the location of the
fistula. So, with high intestinal fistulas, the abundant
intestinal discharge, as a rule, contains bile. When
the fistula is localized in the middle part of the small
intestine, the discharge is liquid, without admixture of
bile, but without the characteristic fecal odor. Closer
to the ileocecal angle, the intestinal contents acquire a
thicker consistency and fecal odor. As a rule, formed
feces are released from colonic fistulas. All these di-
agnostic techniques are of great importance for single
fistulas, when the intestinal deformation is not so



Hueaxoopuu manoypycmuu Toyuxucmon, Nel (364), 2025

pronounced. With multiple fistulas, especially if they
are located at different levels, diagnostic errors are
possible. Thus, in one of our observations, where there
were 3 small intestinal labiform fistulas and two large
intestinal tubular fistulas, characteristic small intestinal
contents mixed with bile were released not only from
the small intestinal fistula, but also from the large
intestinal fistula in the left ileal region (projection of
the sigmoid colon). During an additional examination
(methylene blue test, fistulography, radiography of the
colon with barium, radiography of the gastrointestinal
tract), it was found that the patient had an internal
fistula between the loop of the small intestine and the
sigmoid colon. In the second case, in a patient with
4 small intestinal labiform fistulas, intestinal contents
were released from three fistulas at different levels.
Additional examination revealed that the patient had
internal interloop fistulas. The bearing fistula turned
out to be high and incomplete.

Treatment of patients with external intestinal
fistulas presents significant difficulties. First of all,
therapy should be carried out aimed at eliminating the
inflammatory process in the abdominal cavity. For this
purpose, we widely used drainage of purulent leaks.
Residual manifestations of widespread peritonitis in
the form of abdominal abscess of various locations
were noted by us in 6 patients.

Small intestinal external fistulas, especially high
ones, quite quickly lead patients to exhaustion due
to the loss of large amounts of fluid, electrolytes and
proteins. In this regard, therapy aimed at restoring
water-electrolyte and protein metabolism is extreme-
ly important in the treatment of such patients. This
was achieved by systematically administering blood,
plasma, albumin, and saline solutions under the con-
trol of biochemical blood parameters. Diet therapy
was selected individually depending on the severity
of the patient’s condition with the introduction of
high-protein and high-fat foods into the diet. In order
to increase the body’s defenses, the use of long-acting
anabolic hormones (retabolil) is indicated.

Simultaneously with general strengthening ther-
apy, it is necessary to carry out careful care of the
skin, since the secreted intestinal juice, especially with
high intestinal fistulas, quite quickly causes macer-
ation of the skin around the fistula. Macerated areas
are very painful, bleed easily and cause suffering to
the patient with each dressing change. In addition,
severe maceration of the skin around the fistula is a
relative contraindication to surgical intervention. To
sanitize the skin surrounding the fistula, daily baths
with potassium permanganate were prescribed, me-
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chanical removal of intestinal contents was carried
out repeatedly during the day, after which the skin
was treated with zinc ointment, rosehip oil or sea
buckthorn oil. In rare cases, we used tight pressure
bandages and obturators or pelota. In our opinion,
attempts to mechanically close the fistula are effective
only for incomplete single fistulas. With complete ex-
ternal intestinal fistulas and, especially, with multiple
ones, preference should be given to the open method
of management.

In some cases, with incomplete tubular colonic
fistulas, intensive conservative general and local ther-
apy leads to closure of the fistula. However, labiform
fistulas, both complete and incomplete, are not prone
to self-healing and require surgical treatment. The
difficulties in the surgical treatment of children with
this pathology lie primarily in the fact that with the
formation of external intestinal fistulas, a sharp dis-
ruption of the topographic-anatomical relationships of
tissues and organs occurs. In most cases, even after a
detailed examination of the patient, the surgeon must
exercise maximum caution during surgery. In one
of our observations, in a girl with a single complete
fistula in the middle part of the small intestine, during
surgery it was discovered that the stomach along the
greater curvature was soldered to the loop carrying
the fistula. This was established only when the fistula
was isolated and, thus, complications were avoided.

Surgical correction of external intestinal fistulas
should be strictly differentiated depending on the type
of fistula, their location and quantity.

For single incomplete lip-shaped small and large
intestinal fistulas, an extraperitoneal closure method
can be recommended if the defect in the intestinal
wall is no more than 1/3 of the diameter. We suc-
cessfully used this method in 3 patients with small
intestinal fistulas.

In 4 cases where there were single complete la-
biform small intestinal fistulas, intraperitoneal clo-
sure of these fistulas was performed with end-to-end
anastomosis.

9 patients had from 2 to 4 external small intes-
tinal fistulas, which were located close to each other.
In all cases, he was able to perform resection of the
affected area of the small intestine with end-to-end
anastomosis.

Conclusions and recommendations. In con-
clusion, it should be noted that in all cases, surgical
intervention was complicated by a pronounced adhe-
sive process in the abdominal cavity.

The postoperative period in our patients was
smooth, there were no relapses. When studying the
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separate results, it was found that children develop
normally and do not lag behind their peers in phys-
ical development. Some play sports, but 13 children
periodically report abdominal pain.

Thus, the treatment of sick children with external
intestinal fistulas that have arisen independently pres-
ents significant difficulties, both in terms of nursing
such patients and during surgical intervention.
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TABOBATHU ®UCTYJIAU BEPYHUU PYJIA
JAP KVJIAKOH

Makcagu TaXKMKOT. OMyXTaHU XyCYCHUSITXOU
Tabobary yappoxuu (ucrymaxoun OepyHil.

Magon Ba ycyaxou TaxkKukor. Mo 16 kynaku a3
9 moxa 1o 18-comapo 60 ducrymaxou OepyHHun pyna
Hazopar mekapnem. Jlap Oaiinu cababxou manigouIIN
¢ucTyna, yon aBBaJpo abCUECcCH alNEHIMKC Ba
nepuToHUT (12 GeMop) HIIFOII KapJaH]I.

Hatuvyau taakukot. Jlap akcapm O6eMOpoH

VIIK 618.3

¢bucrynaxou nmadudopmMun pyaau OOpPUK OIIKOP Kapia
HIyasj, nap xoijie ku ucryinaxou KyOypi Oernrap
nap pynau radc maijpo memynasg. Tamxuc Oa
XYCYCHSITH Xypy4H pyaa acoc €dra, UMKOH MeJo/, KK
qOUTHpINaBuK (DUCTYIAPO MyIIaxxac KyHaja. Macana,
uxpoy a3 (uctynaxou OanaHau pyaau 6opuk cahpo
JIOIIIT, JIap XO0JIe KU UXpoY a3 PUCTYIaxou pyaau rade
Ocmrap 0a Havyocaru opowuniedra 1mradoxar JOIIT.
lam 6emop ¢uctynaxou siKkaca IOMITAHT, ap X0Je
KW JIMTApPOH a3 Ay TO MaH4 (GUCTy/Ia JOIITAHJI, a3
qymJia OME3HIH (PUCTYIaxou pyaau OOpPHUK Ba pyaau
radc Oynana. ducrynaxou cepurymop 00 Bazudaxou
MypakkaOH TalIxuci Ba Ta000aTi HUE3 JOILITAH]I.
TaboOatu yappoxi gap 9 xojar pe3eKCUsu KUCMU
3apapauaun pynau OOpuKpo 00 Ty30IITaHH HyrOaHU
aHacToMO3 0a OXHUp pacoHla HIyJaacT. Xamau
JIaX0JIaTXOM 4appoxii 00 paBaHIXOM MaliBaCTIIABHH
maauan mMUuKaM MYIIKWITap myJada, Ki a3 4appoxXoH
OXTHETKOPUU MaxCyc Ba OaHAKIIATHPHUU JAKHKPO
Tanad mMekap/.

Xyaoca. Jlap xoruma 00sij1 Kala Kapi, KH
Jap xama XoJaTxo yappoxi 00 paBaHIHM MPOTCECH
MaiI0IIaBUY MMAWX0 JIap IUKaM MypakkaO Iyaacr.

Kananmaxou kajauai: Guctynaxon OepyHUU
pyaa, MOHeau pyaa, DHTEPOCTOMA, KOJIOCTOMA,
[IEPUTOHUT.
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Ilens uccnedosanus. Hzyuenue napamempos 0onjiepomempuy y 6epemMesHbiX ¢ eunepmeH3uSHbIMU COCMOAHUAMU

U coyemaHuvim oeuyumom MUKpoOHympueHmos.

Mamepuan u memoowt ucciedosanus. /[ 0ocmudicenuss NOCMasieHHou yeiu namu oocredosano 200 bepemennvix

Jrcenwun 6 mpemvem mpumecmpe 6epemennocmu. Cpeou obcredosannoix - 30 dcenuun ¢ gusuonocuueckoi bepemen-
Hocmbio (Konmponvhas epynna), 70 scenwun ¢ odoedpuyumnoimu cocmosHusimu (1-s epynna cpasnenust), 58 scernuun
¢ acenesodepuyumnon anemuell (2-s epynna cpaeheHust), 42 dxcenwun ¢ covemanuem xHeene300euyUmnol anemull,
Mg, Ca u tiododepuyumnvimu cocmosnusmu (0choenas epynna). Kpumepusimu 6xkio4enuss 60 6ce pynnvl s8UIUCH
penpooykmusHwiti go3pacm, Il mpumecmp bepemennocmu, 6 1-10 epynny cpaguenus — oegpuyum nompeonenus 1ooa
HA OCHOBAHUU OAHHBIX U0OYpuU 6 cymounou nopyuu moyu I u Il cmenenu, 6o 2-10 epynny cpasHenuss — anemusi 1€2Kou
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