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ABSTRACT… Inguinal hernias are one of the most common problems presenting in both 
adult and pediatric surgical departments. Normally hernia is easy to diagnose and manage. 
On the other hand if its presence is ignored and surgery is delayed, hernia related morbidity 
can increase significantly. In developing countries, these complications are seen more often 
as there is more ignorance, illiteracy, lack of health facilities. We present a rare case of entero 
cutaneous fistula in scrotum due to a complete indirect inguinal hernia incarceration. There 
have been very few such cases that have been like this and reported so far.
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INTRODUCTION
Inguinal hernias are one of the most common 
problems presenting in both adult and pediatric 
surgical departments. Normally hernia is easy 
to diagnose and manage. On the other hand if 
its presence is ignored and surgery is delayed, 
hernia related morbidity can increase significantly. 
Natural history of hernia, if not corrected at an 
earlier stage is from reducible to irreducible, 
incarcerated, obstructed, strangulated and then 
rarely fistula formation. Most of the spontaneous 
enterocutaneous fistulas in adults are formed 
by Richter’s hernias but in inguinal hernias, this 
type of spontaneous fistula is rare. In developing 
countries, these complications are seen more 
often as there is more ignorance, illiteracy, 
lack of health facilities. We present a case of 
enterocutaneous fistula in scrotum due to a 
complete indirect inguinal hernia incarceration. 

CASE
Our patient 60-year-old male presented to us in 
June 2019 when developed an inguinoscrotal 
swelling on left side 2 years back. It was initially 
reducible but he did not seek any medical help 
and ignored his complaint as it was not painful. 
Patient has history of lifting heavyweight at his 

workplace. The swelling gradually increased in 
size but did not become painful until 4 months 
ago when it became irreducible. Patient took 
pain killers but did not undergo any surgery. After 
some days he developed excoriation on left side 
of scrotum and gut contents started coming out 
of it. Surprisingly patient did not get any surgical 
advice and he let this enterocutaneous fistula as it 
is. He had a dragging sensation in his scrotum in 
the start but after that he did not feel any pain. The 
main reason for consultation on surgical floor was 
skin excoriation in adjoining area of the scrotum.
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On examination, his pulse was 70/min and 
regular, B.P 130.90 mm Hg, temperature 98.6 
F and respiratory rate 18/ min. On abdominal 
examination there was no swelling, tenderness or 
previous scar marks. There was scrotal swelling 
on the left side. An opening of small gut on left 
side of scrotum was present with surrounding skin 
having blackish discoloration along with variable 
areas of necrotic tissue and fibrinous discharge 
possibly due to incarceration. On blood work his 
Hb=12.7 mg/dl, TLC =6700/microliter. His liver 
function tests and renal function tests were in 
normal limits.

He was admitted in surgical ward, initial 
resuscitation with IV antibiotics and fluids started. 
As the patient had a compromised cardiac 
reserve i.e ejection fraction 35 %, he was asked 
to be operated on high-risk consent. In spite of 
the fact that he was made aware of any imminent 
strangulation and peritonitis, the patient did not 
give high-risk consent to be operated under 
general anesthesia. So keeping in view his age, 
ease with which he was managing the fistula, 
decision was made to debride the local necrotic 
skin of the scrotum to reduce the septic load 
under local anesthesia and not to operate for the 
fistula. He was discharged from the surgical floor 
after debriding the adjoining necrotic skin.

DISCUSSION
Most of the hernias that usually make spontaneous 
or postoperative enterocutaneous fistulas, are 
Richter’s hernia. Richter’s hernia occurs in small 
hernia rings large enough to entrap the partial 
circumference of the bowel wall, but small enough 
to prevent protrusion of a loop of the intestine, 
with firm margins commonly occurring in the 
femoral ring (72 %-88 %), followed by inguinal 
canal (12-24 %) and the abdominal wall incisional 
hernias (4 %-25 %).1 A Richter’s hernia progresses 
more rapidly to gangrene due to constricting 
ring that exerts direct pressure on the bowel wall 
and hence compromised blood supply. When 
less than two-thirds of the circumference of the 
bowel wall is involved, the signs and symptoms 
of intestinal obstruction are absent. This leads to 
late diagnosis or even misdiagnosis, and thus it 
allows bowel necrosis to develop.2 Any part of 

intestine may get incarcerated but most commonly 
involves distal ileum, caecum, and sigmoid colon. 
As only a segment of bowel is involved, luminal 
continuity is maintained, thus there is only partial 
intestinal obstruction with minimal clinical signs.3 
In 1598, Fabricius Hildanus4, reported the earliest 
known case of a Richter’s hernia. Richter’s hernia 
is named after the German surgeon, August 
Gottlieb Richter, who gave the first description 
of this type of hernia in 1778.2 In 1956 Gillespie 
classified patients with Richter’s hernia into three 
clinical groups according to the presentation of 
this disease.5 The obstructive group characterized 
by nausea, vomiting, peritonitis, and constipation 
which if untreated leads to shock. The second 
group was post necrotic group characterized 
by strangulation with necrosis and perforation 
causing enterocutaneous fistula. The third group 
was dangerous group which includes patients 
with minimal abdominal signs. This group has the 
maximum morbidity and mortality owing to delay 
in diagnosis.

Most of the enterocutaneous fistulas form as 
a consequence of the surgery.6 That is why the 
development of a spontaneous enterocutaneous 
fistula is very rare among adult patients having 
an inguinal hernia. Up till now only 5 cases of 
adult spontaneous enterocutaneous fistula in 
scrotum have been reported as presentation of 
inguinal hernia.7 Samad A  presented a case from 
Pakistan in which a 25-year-old male presented 
with multiple enterocutaneous fistulas in the 
scrotum and suprapubic region which initially was 
an inguinoscrotal swelling but did not seek any 
surgical advice.8 Koshariya M presented a case in 
India where a middle-aged man presented with a 
neglected case of untreated incarcerated inguinal 
hernia and leading to fecal fistula.9 Similarly 
Puneet M and Rajamanickam reported two other 
cases of enterocutaneous fistula from India.10,6,7 
Another adult case of scrotal enterocutaneous 
fistula was reported from Nigeria which indicated 
that these rare complications are seen most of the 
time in developing countries.11 These were the 
cases of spontaneous scrotal enterocutaneous 
fistulas reported up till now in adults. 

Klein AM reported a case in which a 15-year-old 
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male developed a scrotal enterocutaneous fistula 
after laparoscopic hernia repair.12 

Most of the patients with strangulation hernia 
are hemodynamically unstable and if not 
intervened soon can cause the death of patients. 
Initially, there is accumulation of exudates in the 
coverings of the hernia. Afterward with the blood 
supply of hernia gut including the bowel wall gets 
compromised along with the edematous bowel 
walls. Compromised blood supply increases the 
edema and thus can cause perforation in the 
gut wall. Superimposed infection and necrosis 
spreads to subcutaneous tissues and then skin 
which in result causes an enterocutaneous 
fistula.13

Obstructed inguinal hernias which later on go on 
to the development of enterocutaneous fistulas 
may in start be painful but once the fistula has 
developed, it leads to decompression of gut and 
thus relieve from the pain. This is another reason 
for delayed presentation of such fistulas. But 
strangulation if not corrected in time may lead to 
other local and systemic complications like sepsis, 
Fournier gangrene and testicular necrosis.14 
Therefore urgent release of strangulation along 
with resection of necrotic gut and skin is very 
important to save the patient’s life.15 

In our patient, there was a history of incarceration 
for 4 months before presentation with resultant 
enterocutaneous fistula formation. This probably 
occurred because of friction-related inflammatory 
response in scrotum with necrosis and consequent 
fistula formation. In fact, the fistula formed very 
early in the course which led to the temporary 
relief and the condition did not deteriorate to the 
sepsis. He was able to manage his fistula well but 
was concerned regarding the skin of the scrotum. 
Only one case of the above-reported ones was 
on left side like it was in our case, while the rest 
were on the right side. Orchidectomy was needed 
in one case only and rest were treated only 
debridement of scrotal skin. The main reason for 
such late presentation of inguinal hernia is lack 
of resources, delayed referral, and illiteracy which 
is also evident by thy presentation of such cases 
only in developing countries. 

CONCLUSION
Inguinal hernias are easy to manage but if 
ignored their presence, which usually occurs due 
to lack of resources and information, can lead to 
complications like strangulation and very rarely 
fistula which significantly increases its morbidity 
and mortality.
Copyright© 26 Dec, 2019.
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