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Percutaneous Cyanoacrylate Glue Injection: A
Cost-Effective and Nonoperative Intervention for
Persistent J Pouch Fistula
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Background A 38-year-old male patient with a history of familial adenomatous polyposis (FAP) and carcinoma
of the sigmoid colon underwent restorative proctocolectomy with an ileoanal anastomosis (J pouch)
procedure. The patient later presented with an ileal pouch-anal anastomotic leak that presented as a
pouch-cutaneous fistula to the anterior abdominal wall.

Summary  Our patient was managed conservatively with percutaneous drainage of intrabdominal collection
and optimal nutritional management. There was no stenosis of the anastomosis. As the fistula failed
to close after six months of conservative management, percutaneous injection of cyanoacrylate glue
was done into the fistulous tract in order to avoid re-exploration. The tract closed, and the diverting
ileostomy was closed after five months. There was no recurrence.

Conclusion  Percutaneous cyanoacrylate glue injection can be attempted for simple fistulae resulting from
anastomotic leaks following restorative proctocolectomy.
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Case Description

Ileal-pouch anal anastomosis (IPAA) is the treatment of
choice for patients with familial adenomatous polyposis
(FAP) and can be performed with low operative mortali-
ty, acceptable morbidity, and good functional outcomes."’
Anastomotic leaks occur in 6.5 to 7.3 percent of patients
following IPAA. This may result in pouch-cutaneous fistu-
lae*? causing major morbidity and pouch failure (22 to 35
percent).* Failure of spontaneous closure may necessitate
pouch revision, re-anastomosis, or pouch excision. Reop-
eration is associated with high morbidity and poor success
rates. A nonoperative approach that limits the collateral
damage is therefore desirable. We present a case of FAD.
The patient had an anastomotic leak and pouch- cutane-
ous fistula following IPAA and was successfully managed
with cyanoacrylate glue injection of the fistulous tract fol-
lowed by closure of the diverting ileostomy.

A 38-year-old male presented with a history of FAP as well
as three months of rectal bleeding. Colonoscopy was con-
sistent with FAP and a moderately differentiated adeno-
carcinoma arising in a tubulovillous adenoma in the left
colon. Metastatic workup was negative. After preoperative
counselling and informed consent, the patient underwent
a restorative proctocolectomy with IPAA using a standard
double-stapled technique with a ] pouch and diverting
loop ileostomy. Patient was discharged on the 10th post-
operative day. He was readmitted on the 20th postoper-
ative day with fever, vomiting, abdominal pain, and low
urine output. Laboratory workup revealed leucocytosis,
deranged renal parameters, and metabolic acidosis. The
patient was started on broad-spectrum antibiotics (imipe-
nem and metronidazole), and his fluid and electrolyte bal-
ances were optimized. A CT of the abdomen showed 2 9.2
x 3.9 cm collection in the left paracolic gutter with small
air bubbles. Percutaneous drainage of collection was done
with a 12 Fr catheter. The patient became afebrile with
normalization of white cell counts and renal parameters.
The percutaneous catheter was removed, and the patient
was discharged after a two-week hospital stay; however, he
was readmitted a month later with an abscess over the per-
cutaneous drainage site. A CT scan with rectal water-sol-
uble contrast showed extravasation of contrast in a long
linear tract from the ] pouch into the left paracolic gut-
ter collection, which was contiguous with the abscess. An
incision and drainage of the abscess was done, and a 10 Fr
percutaneous catheter was inserted to drain the collection.
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Rectal examination and proctoscopy revealed an intact
anastomotic ring with no stricture. However, the fistula
failed to close after six months of conservative manage-
ment. As the patient wished to avoid a reoperation, a non-
operative approach with percutaneous cyanoacrylate glue

Figure 1. Contrast through catheter opacifying the tract and J Pouch

injection was attempted. A water-soluble contrast study
through the infant feeding tube showed a long linear tract
with opacification of the pouch (Figure 1).

The internal opening was visualized with a flexible sig-
moidoscope placed in the pouch. A new 10Fr infant feed-
ing tube was inserted into the tract as far as it would go.
A total of 2 mL of n- butyl-2-cyanoacrylate was injected
rapidly through the tube until it was seen at the internal
opening. The tube was then rapidly withdrawn while the
injection was completed before the glue solidified. The
patient was followed-up for five months and did not show
recurrence of the fistula. A rectal contrast study did not
demonstrate the fistula (Figure 2).

The patient demonstrated continence following rectal
contrast. The ileostomy was closed two weeks later. The
patient is currently on follow-up; his stool frequency is 8
to 10 times per day, he is continent, and there is no recur-
rence of the fistula.
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Figure 2. Rectal Contrast study showing obliteration of fistulous tract.

Discussion

Hindgut fistulae have been treated by several nonopera-
tive techniques; these include endoscopic and percutane-
ous techniques using metal clips,” gel foam,® fibrin glue,”
and cyanoacrylate glue.® Gel foam and fibrin glue lack the
tensile and adhesive strength that cyanoacrylates provide.
Fibrin glue, being an animal protein, may be associated
with problems of allergy and prion disease transmission.
The compound may also be broken down by enzyme-rich
fluid secreted in the gastrointestinal tract.” Cyanoacrylates
are a class of synthetic glues applied as monomers, which
polymerize in an exothermic reaction when in contact
with a weak base such as water and blood." They solidify
within the tract and induce an inflammatory response that
enhances fibrosis and foreign body granuloma formation
with ultimate epithelization." They are also significantly
cheaper than the other agents. A potential complication of
glue is the possibility of gluing a delivery catheter into the
tract. This can be avoided by stopping the injection and
withdrawing the catheter when the glue approaches the
catheter tip. The use of hydrophilic catheters has reduced
the risk of adhesion.” Cyanoacrylate glue may be mixed
with lipiodol, an oily contrast agent, before injection; this
slows the rate of solidification, thereby reducing the risk
of inadvertent adherence to catheters endoscopes. It also
allows for visualization of the injected glue. Various ratios
of glue and lipiodol are used, ranging from 1:1 to 1:1.6."°
In the present case, hydrophilic catheters or lipiodol were
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not used due to severe financial constraints, but it may be
desirable to use them to ease administration. In a study of
percutaneous injection of fistulous tracts with cyanoacry-
late and lipiodol, six patients with a total of seven postop-
erative low-output enterocutaneous fistulas (ECF) of the
large intestine were treated. Complete closure of all seven
fistulas was achieved." In another series where endoscopic
injection was done in seven ECFs, closure was achieved
in all cases. However, 30 percent patients required two or
more sittings.® Two cases of pouch fistulae were treated
with an endoscopic injection of the tract under fluoroscop-
ic guidance using fibrin glue. Both were successful with no
recurrence of the fistula after 12 months.'* The present case
is the first reported closure of a pouch fistula using cyano-
acrylate injection through a percutaneous route.

Conclusion

The present case demonstrates that cyanoacrylate glue can
be used effectively as a low-cost and nonoperative meth-
od of achieving closure of simple fistulae following pouch
leaks. Its utility in more complex fistula remains to be
determined.

Lessons learned

Redo surgery for pouch failure is a daunting task and is
associated with poor outcomes. Nonoperative techniques
like cyanoacrylate glue injection may help in salvaging
patients with pouch fistulae.
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