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Abstract

Cholecysto-colonic fistula is a rare complication of calculous cholecystitis. It can also occur following
previous surgeries, or in association with gallbladder carcinoma. Although the majority of patients remain
asymptomatic, some may present with symptoms such as abdominal pain, vomiting, fever, jaundice,
diarrhea, lower gastrointestinal bleeding, or sepsis. Diagnosis is challenging and typically requires a
comprehensive diagnostic work-up or is incidentally made during surgery. This report presents a case
involving an 84-year-old man with diabetes and hypertension, diagnosed with a spontaneous cholecysto-
colonic fistula that mimicked acute cholecystitis. Diagnostic confirmation was achieved through imaging
studies, including computed tomography and contrast-enhanced computed tomography. The patient
underwent surgery which required conversion from a laparoscopic to an open approach due to extensive
adhesions. The fistula was surgically removed, and the colonic defect was repaired. The patient’s
postoperative course was complicated by paralytic ileus and surgical site infection, but he recovered well
and was discharged without further complications. Histopathological examination confirmed acute
necrotizing cholecystitis. Cholecysto-colonic fistula remains a significant consideration in patients with
recurrent cholecystitis and gastrointestinal symptoms. Early diagnosis and appropriate surgical intervention
are crucial to prevent serious complications.
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Introduction

A cholecysto-enteric fistula is an uncommon complication of calculous cholecystitis,
previous surgery, and gallbladder carcinoma [1]. Among all cholecysto-enteric fistulas,
cholecysto-colonic fistula accounts for 8-26.5%, second only to cholecystoduodenal fistula,
which makes up 75% [2]. Most patients show no symptoms and diagnosis is typically challenging.
For symptomatic cases, surgical intervention is required [3]. Herein, we report a case of
spontaneous cholecysto-colonic fistula, with
cholecystitis.

clinical manifestations resembling acute
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Case presentation

An 84-year-old gentleman, a known diabetic and
hypertensive, with no history of cholelithiasis, presented with a
10-day history of right upper abdominal pain, multiple episodes of
nonbilious vomiting, and fever. He was not jaundiced and was
hemodynamically stable. His physical examination revealed a
distended abdomen and marked tenderness in the right
hypochondrium without peritonitis. Routine blood investigations
were insignificant. Initial evaluation with a plain computed
tomography of the abdomen showed features of acute cholecystitis
and a suspicious cholecysto-colonic fistula with hepatic flexure.
These findings were then confirmed with a contrast enhanced
computed tomography of the abdomen (Figure 1).

During surgery, the initial laparoscopic approach had to
be converted into a right subcostal laparotomy due to extensive
adhesions involving the gallbladder, hepatic flexure, and the
greater omentum. Pericholecystic omental adhesions were
separated through blunt dissection. A fistulous tract, which
established a connection between the fundus of the gallbladder
and the hepatic flexure was observed, and divided via blunt
dissection. A difficult retrograde cholecystectomy was carried out.
The defect in the hepatic flexure was primarily sealed in two layers
(Figure 2A, 2B) using 3-0 PDS, following the excision of the
defect margins (Figure 3).

Postoperatively, he was administered five days of
parenteral antibiotics, which covered both aerobic and anaerobic
organisms. He subsequently developed paralytic ileus and a
surgical site infection, both of which were managed appropriately.
On the eighth day following surgery, he was discharged without
experiencing any complications. His histopathological report
indicated acute necrotizing cholecystitis. He displayed no
symptoms at his postoperative review, which took place two
weeks after the surgery.

Figure 1: Contrast enhanced computed tomography abdomen showing pneumogallbladder
(arrow mark).

Figure 2: A: Defect in the hepatic flexure after excising fistula margin. B: Defect closed horizontally.
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Discussion

Cholecysto-colonic fistula is an exceedingly rare
outcome of calculous cholecystitis, with an incidence of 0.13%
[4]. It is believed that the compression of the gallbladder wall by
large gallstones, coupled with regular bouts of cholecystitis, can
lead to dense adhesions. These, in turn, can result in erosion
between the gallbladder and the adjacent viscus, thereby forming
a fistula [5].

The preoperative diagnosis of cholecysto-colonic fistula
is also difficult. Huang et al. [ 5] reported a preoperative diagnostic
accuracy of 58.6%. Computed tomography is considered more
accurate than ultrasonogram, while magnetic resonance
cholangio-pancreatography is particularly beneficial if associated
with choledocholithiasis or Mirrizzi syndrome. The following
circumstances should raise suspicions of a cholecysto-colonic
fistula presence: Repeated attacks of cholecystitis and suspicious
imaging findings (thick-walled gallbladder, ill-defined border
between gallbladder & bowel loops, pneumobilia,
pneumogallbladder).

The surgical treatment usually involves
cholecystectomy, followed by fistula closure and, occasionally,
bowel resection. The surgery can be conducted using both
laparoscopic and open methods. However, laparoscopic
approaches are generally challenging due to dense adhesions and
inflammation around the gallbladder. Therefore, a conventional
open cholecystectomy with fistula excision often serves as the best
option in challenging cases. Moreover, it is essential to include the
fistulous part of the colonic wall in the resected specimen to rule
out colonic carcinoma at the fistula site.

Therefore, patients diagnosed with cholecystitis, along
with non-specific gastrointestinal symptoms such as diarrhea and
lower gastrointestinal bleeding, should be suspected of having a
cholecysto-enteric fistula, necessitating a thorough work-up.

References

—_

. Ojemolon PE, Kwei-Nsoro R, Haque M, Shah MP, Pinnam B, Almoghrabi A. Different

approaches to the management of cholecystoenteric fistula. ACG Case Reports Journal.

2023 Jan 1;10(1):¢00960.

Chick JF, Chauhan NR, Paulson VA, Adduci AJ. Cholecystocolonic fistula mimicking

acute cholecystitis diagnosed unequivocally by computed tomography. Emergency

radiology. 2013 Dec;20:569-72.

. Leija MA, Aleman-Jiménez MC, Plata-Alvarez H, Cardenas-Salas VD, Valdez-Lopez R.

Laparoscopic Management of Cholecystoduodenal and Cholecystocolic Fistula: A

Clinical Case Report. Cureus. 2023 Jun;15(6).

Salemis NS, Georgoulis E, Tsohataridis E. Cholecystocolic fistula: an unusual

presentation and review of literature. Tropical Gastroenterology. 2010 Jul 30;30(3):152-

3.

.Huang SF, Han YH, Chen J, Zhang J, Huang H. Surgical management of
cholecystoenteric fistula in patients with and without gallstone ileus: an experience of 29
cases. Frontiers in Surgery. 2022 Jul 8;9:950292.

1

(%)

ks

w

Disclaimer/Publisher’s Note: The statements, opinions, and data presented in publications in
the Journal of Surgery and Medicine (JOSAM) are exclusively those of the individual author(s)
and contributor(s) and do not necessarily reflect the views of JOSAM, the publisher, or the
editor(s). JOSAM, the publisher, and the editor(s) disclaim any liability for any harm to
individuals or damage to property that may arise from implementing any ideas, methods,
instructions, or products referenced within the content. Authors are responsible for all content
in their article(s), including the accuracy of facts, statements, and citations. Authors are
responsible for obtaining permission from the previous publisher or copyright holder if re-
using any part of a paper (e.g., figures) published elsewhere. The publisher, editors, and their
respective employees are not responsible or liable for the use of any potentially inaccurate or
misleading data, opinions, or information contained within the articles on the journal's website.

Cholecysto-colonic fistula: A rare case study
&

v

L 2




