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Abstract

Spontaneous nephrocutaneous fistula is a very rare entity. The majority of causes are:post

operative, calculus pyonephrosis, chronic pyelonephritis, renal infection, perinephric

abscess, trauma. Renal tumor, xanthogranulomatous pyelonephritis (XGP) and renal

tuberculosis.

A case of spontaneous nephrocutaneous fistula in a 32 years young lady complaining of

seropurulent discharge from the fistula over the right lumber flank for last 8 months is

presented and discussed here. Brief history, physical examination. Ultrasonography. CT

fistulogramwere performed which revealed an active fistula tract from skin to pelvicalyceal

system of right kidney with a large impacted stone at right pelviureteric junction (PUJ).

Patient was nondiabetic and negative for renal tuberculosis whereas renogram showed

32% relative renal function of the affected side. We performed exploration along with

excision of the fistula tract, partial nephrectomy, pylolithotomy with DJ stenting and

percutaneous nephrostomy (PCN). Follow up period was grossly uneventful.

Currently, the occurrence of these types of spontaneous fistula is extremely rare except in

patient with uncontrolled DM, neoplasia or immunosuppression in general.
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Introduction

Spontaneous renal fistula to the adjacent internal organ
(colon, duodenum, jejunum) is not very uncommon.1

But spontaneous renocutaneous fistula is quite rare and
very few cases are reported till now.2 The main causes
of this condition are post operative, trauma, renal
tuberculosis chronic urinary tract infection (UTI) with
stone, chronic pyelonephritis and pyonephrosis, XGP.3

Maximum cause yet reported in literatures are
associated with chronic UTI and nephrolithiasis.1

Affected kidney in these cases are usually poorly
functioning or nonfunctioning.3 Open nephrectomy

along with excision of the fistula tract is advocated as
well as proper medical therapy of the underlying causes
(TB, infection).4

In this case, we suggested partial nephrectomy along
with excision of the fistula tract and pylolithotomy as
peroperative clinical assessment and relative function
of the affected kidney was satisfactory.

Case report

A 28 years old lady from very low socioeconomic
condition presented with painless seropurulent
discharge from a chronic sinus in the right flank for last
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10 months. During presentation she was relatively free
but gave history repeated episodic attack of of severe
right loin pain, high graded fever with rigor, nausea
and vomiting and hazy urine with dysuria since last
10 years. She used to treat these problems from village
doctor with different antibiotics. On April 2019, she
noticed a parietal abscess over right loin with high fever
followed by spontaneous burst which was treated
locally and conservatively. She was referred to higher
center for specific management but she failed to attend.
Till then, continuous discharge going on. There was no
history of previous surgery, trauma, diabetes mellitus
or immunosuppression status. Clinical examination
revealed, tender right renal angle, no palpable lump.
Patient was mildly anemic, normotensive,

normothermic and undernourished. Serum creatinine
and urea level were normal, hemoglobin 9gm/dl, WBC
count normal. Urine routine examination and culture
showed plenty pus cells and growth of E. Coli. Urine
AFB was negative and PCR of discharge also negative
for tuberculosis. X-Ray of KUB region showed a large
radio opaque shadow at L3 level of right lumber region.
Ultrasonography revealed hydronephrotic right kidney,
impacted large right PUJ stone, renocutaneous fistula?.
CT fistulogram showed an active right nephrocutaneous
fistula, right pyonephrosis with impacted large PUJ
stone, grossly dilated right PC system with debris filled
the renal calyces. DTPA/ DMSA renogram revealed
36% relative function on right kidney with low perfusion
and parenchymal radiotracer  uptake whereas
contralateral one was normal.

Figures: Active right loin fistula, IVU: Right PUJ stone with normal excretion on left side, CT- Fistulogram: Right
nephrocutaneous fistula, Healed wound and fistula opening
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Finally we decided to explore, went through a virgin
area (Right intercostal incision, through 10 and 11 ribs)
after injecting methylene blue through the fistula
opening. Right kidney was found grossly dilated with
satisfactory renal parenchyma, calices were filled with
debris, a large impacted stone at PUJ, fistula tract was
opened through the lower calyx. Gross adhesion was
noticed along with duodenum, ascending colon and
right renal pelvis. Partial nephrectomy with total
excision of the fistula tract, pylolithotomy and DJ
stenting and percutaneous nephrostomy (PCN) carried
out. Fistula tract was laid open, a retroperitoneal drain
was kept in situ and closed by layers. Post operative
period was grossly uneventful, we discharged the
patient on 5th POD. SSI noticed on 8th POD for which
surgical dressing and secondary closure done.
Histopathology of the fistula tract reported no
tuberculosis or malignancy. Chronologically we
removed PCN, drain and DJ stent. Patient claimed no
complains upto her last follow up almost 7 months after
surgery.

Discussion

Renal fistulas usually are complications of surgical
procedures on the kidney, renal trauma, tumors and
chronic urinary tract infections with formation of
perirenal abscess.5Cutaneous fistula from the urinary
tract may arises from the kidney, ureter, bladder or
urethra. Nephrocutaneous fistula may occur as a result
of chronic infection especially in the setting of calculus
diseases.Such abscesses can derive from organs that
are adjacent to the kidney, as well as from the kidney
itself, by extension of urinary infection to the adjacent
tissues, either by contiguity or by lymphatic route. In
other occasions, abscesses can originate from an
urinoma or urinary pseudocyst, that arise as result of
external or surgical trauma on the kidney, promoting
loss of continuity between it and the surrounding
tissues.2

Currently, the occurrence of renal and perirenal
abscesses is rare, except patients with diabetes, with
neoplasm or immunosuppression in general.  Fistulas
can develop between the kidney and the pleural cavity,
lungs and bronchia, bowel, and skin. However,
renocutaneous fistulas are rare and whenever they
occur,they typically involve patients with a past
historyof renal surgery or stone disease.6

The majority of fistulas present with spontaneous
drainage through the lumbar region following those
points with lowest resistance, such as the lumbar

triangle (Petit) and the lumbar quadrilateral (Grynfeld),
establishing a fistulous pathway that communicates
the perirenal tissues and collecting system with the
external environment.7 The formation of renal abscess
has been described as an initial step in formation of
spontaneous fistula. However, renal surgery or trauma
can lead to formation of such fistula without passing
through this stage. The association with infectious renal
stones is frequent and has occurred in all cases
described in the literature (1-3). Our review of the
literatures revealed, XGP to be the most common cause
of nephrocutaneous fistula, followed closely by
tuberculosis of kidney. Fistula formation after surgery
is the next leading cause whereas spontaneous fistula
in case of nephrolithiasis is very uncommon.8 In our
case, the patient had an impacted PUJ stone in the
involved kidney. Therapeutic approaches must be based
on therenal function and on the patient’s ability to
toleratethe surgical procedure which can include total
nephrectomy, partial nephrectomy or isolated antibiotic
therapy.2

Conclusion

Fistula formation due to distal obstruction is typically
treated with relieve of obstruction. Spontaneous
nephrocutaneous fistula is very uncommon diagnosis.
Open surgical approach, as undertaken in our case, is
recommended for such condition rather than minimally
invasive technique. Clinical diagnosis of such fistula is
difficult as there are no specific symptoms. Therefore
high degree of suspicion of this condition in such
patients is much more important.Early surgical
intervention in the form of partial/ total nephrectomy,
removal of the fistula tract along with specific
management of the underlying cause can prevent
morbidity and mortality.
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