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1 | INTRODUCTION
Fistulous communication between the colon and the
biliary tree, or cholecystocolonic fistula (CCF), is a rare
clinical entity that poses diagnostic and therapeutic chal-
lenges for clinicians. It accounts for 8%-26.5% of all cho-
lecystoenteric fistulas (CEF),"? making it the second most
common type of CEF after cholecystoduodenal fistulas.
The incidence of CCF in patients undergoing cholecystec-
tomy is reported to be 0.06%-0.14%.>*

CCF usually occurs in the background of a gallbladder
pathology, most commonly gallstones.** Other less common
etiologies include surgery,”’ cholecystostomy,"* abdominal
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Cholecystocolonic fistula occurring as a complication of colonic diverticular disease
is ararely encountered clinical entity in which the patient may remain asymptomatic
or present with vague abdominal or systemic symptoms. Imaging studies are usually
not very reliable or effective in detecting direct communication between gallbladder
and colon. However, indirect signs such as pneumobilia, gallstones, gallbladder ad-
herent to colon and colonic diverticulosis may help reach the diagnosis. Treatment
of cholecystocolonic fistula in symptomatic patients is usually surgical. However, in
asymptomatic patients or patients with risk factors and comorbidities, non-surgical
options such as conservative management or biliary stenting can be considered.

ascending colon, cholecystocolonic, diverticulitis, diverticulosis, fistula

wounds.”'® Herein, we report a case of cholecystocolonic
fistula secondary to colonic diverticular disease.

Colonic diverticular disease/diverticulosis, a common
gastrointestinal disorder predominantly affecting the el-
derly, is characterized by the presence of small pouch-like
protrusions, in the colonic wall. Pathogenesis of forma-
tion of cholecystocolonic fistula secondary to diverticular
disease is attributed to diverticulitis which results in ad-
hesions between the colon and adjacent structures. The
inflammatory changes lead to necrosis of the colonic wall
resulting in ulceration, perforation, and eventual fistula
formation with the adjacent structure, such as urinary
bladder, uterus, duodenum, and in our case gallbladder.11
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Cholecystocolonic fistulas are usually asymptomatic.
However, when symptomatic, patients generally present
with vague abdominal symptoms such as diarrhea, ab-
dominal pain, jaundice, fever, nausea, vomiting, steator-
rhea, and weight loss."?

To date, no agreement could be established regard-
ing the surgical management of asymptomatic chole-
cystocolonic fistula, especially in high-risk patients.
Asymptomatic patients may be managed conservatively to
promote healing and eventual resolution of fistula once
the inflammation subsides, which is what likely happened
in our case. The other non-surgical treatment option is
sphincterotomy and CBD stent placement by ERCP, to re-
duce the pressure of the biliary system with spontaneous
closure of the fistula.* However, there is a prevalent threat
of biliary complications such as acute cholangitis, biliary
peritonitis, and liver abscess in such cases. In severe cases,
it may even lead to sepsis and death.'?

Despite its prevalence, the development of a cholecys-
tocolonic fistula in the setting of diverticular disease re-
mains a seldom-reported occurrence in medical literature.
To the best of our knowledge, two cases of CCF developing
as sequelae of colonic pathologies have been reported.'*"
One of these reported colonic diverticulosis as the etiolog-
ical factor of CCE."®

By reporting our experience, we aim to present a rare
case of cholecystocolonic fistula secondary to diverticular
disease of the ascending colon which resolved sponta-
neously, highlighting the clinical, radiological, and thera-
peutic aspects of this unique presentation.

2 | CASE HISTORY

A 74-year-old male with diabetes mellitus, hypertension,
and ischemic heart disease, presented as an outpatient to the
ultrasound clinic of Aga Khan University Hospital, Karachi
with the complaint of lower urinary tract symptoms.

2.1 | Investigations and differential
diagnosis

Ultrasound of kidneys and bladder was performed accord-
ing to ACR guidelines which showed a soft tissue density
polypoidal mass along the right lateral wall of the urinary
bladder.

As part of the primary team's management plan, CT
abdomen and pelvis with IV contrast was performed on a
GE-128 scanner with 5mm of slice thickness and a window
width of 400 HU. Approximately 90 mL of non-ionic con-
trast was given. On CT imaging, there was a finding of a
large polypoidal lesion arising from the base of the urinary
bladder, indenting and possibly infiltrating the prostate.

However, an additional finding of an abnormal linear
air-containing tract was identified arising from the ascend-
ing colon, extending up to the gallbladder. Another abnor-
mal communication was noted in the region of fundus of
the gallbladder with the adjacent hepatic flexure. Air was
seen in the normally distended gallbladder (Figures 1-3).
Two small fluid collections were also identified adjacent
to the gallbladder fossa (Figures 4 and 5).

No gallstones were identified and the patient had no
history of any invasive procedure related to the biliary sys-
tem. There was no evidence of portal or intramural gas,
small bowel obstruction, or calcific density within bowel
loops to suggest gallstone ileus.

However, multiple tiny diverticulae were seen arising
from the ascending colon (Figure 4).

Because of the presence of ascending colon diverticulo-
sis and small collections and no evidence of cholelithiasis,
cholecystitis, or prior gallbladder surgery, the presence of
pneumobilia with cholecystocolonic fistulous communi-
cation was attributed to be resulting from ascending colon
diverticulitis.

3 | OUTCOME AND FOLLOW-UP
The patient was then electively admitted to the hospital
for cystoscopy and transurethral resection of the bladder
tumor was planned.

The patient was started on chemoradiotherapy for
bladder carcinoma. However, since the patient did not
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FIGURE 1 Coronal section of CT abdomen with contrast
porto-venous phase shows a linear tract of air extending from the
hepatic flexure up to the fundus of gall bladder (arrow)
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FIGURE 2 Sagittal section of CT abdomen with contrast shows
a linear tract of air extending from the hepatic flexure up to the
fundus of gall bladder (arrow)
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FIGURE 3 A speck of air in the wall of the gallbladder fundus
(arrowhead), indicating intramural air, with intraluminal air (star).

complain of any related symptoms and had associated co-
morbid conditions, no intervention was done for the colo-
cholecystic fistula. Follow-up CT a year later showed that
the fistulous tract between the ascending colon and the
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FIGURE 4 CT abdomen with contrast shows a small
collection lateral to the hepatic flexure (arrow) with ascending
colon diverticula (arrow head).

biliary tree had healed, and air in the gallbladder lumen
had resolved (Figures 6 and 7).

4 | DISCUSSION

Cholecystocolonic fistula is a complex pathological en-
tity often presenting with nonspecific symptoms, mak-
ing its diagnosis challenging. While the majority of cases
are attributed to gallstone disease or inflammatory bowel
conditions, the association with diverticular disease is
infrequently encountered. To the best of our knowledge,
only a single such case has been documented in medical
literature where the patient experienced fever and raised
white cell counts, and subsequently had to undergo open
cholecystectomy.'> On the other hand, in our case, the fis-
tulous communication was symptomless and discovered
as an incidental finding. Furthermore, follow-up imaging
showed that the fistula had healed in intervals.

Since CCFs have no specific symptoms or signs, they
are often overlooked unless complications occur. These
complications include gallstone ileus, ascending cholan-
gitis, or hemorrhage.

Common symptoms of CCFs include pain in the right
upper quadrant, nausea, vomiting, and intolerance to fatty
meals. These symptoms are characteristic of cholecystitis
and are of no help in diagnosing CCF.

Diagnostic evaluation of cholecystocolonic fistula often
necessitates preoperative and intraoperative evaluation.
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Preoperative diagnosis of CCF is challenging and is made
in only 8% of the cases.'®

Imaging modalities that are sensitive and useful in pre-
operative diagnosis are ultrasound, barium enema, and
contrast-enhanced CT and MRI. Ultrasound may show
thick-walled and collapsed gallbladder, intraluminal air
and pneumobilia. On CT and MRI examinations, presence
of pneumobilia, which cannot be explained by prior bili-
ary interventions, intraluminal air in gallbladder, ectopic
gallstone in colon or thick-walled shrunken gallbladder
adherent to neighboring organs or direct communication
of gallbladder with the adjacent colon suggests cholecys-
tocolonic fistula.®

FIGURE 5 Small pericholecystic collection containing air
(arrow) (Star: gallbladder).

However, ERCP is the most accurate modality for pre-
operative diagnosis of CCE.'*"’

Ibrahim et al. demonstrated intraoperative diagnosis of
CCF by intraoperative cholecystography.'®

Therapeutic management of diagnosed and symp-
tomatic colo-cholecystic fistula primarily entails surgical
intervention, aimed at cholecystectomy and colonic resec-
tion." Laparoscopic techniques have gained prominence
in recent years, offering the advantages of minimally in-
vasive surgery, reduced postoperative pain, and shorter
hospital stays.® However, the management of asymptom-
atic cholecystocolonic fistula is still uncertain and some
authors advise non-surgical approach and observation
in such patients. A case of cholecystocolonic fistula sec-
ondary to gallstone ileus was reported by Ahmed et al in
which the patient was treated conservatively due to his
age and comorbidities and was followed upto 1 year with-
out any evidence of residual or recurrent symptoms.*
Nevertheless, the choice of approach should be tailored to
individual patient factors, including the extent of disease
involvement, presence of symptoms or complications, and
patient risk factors.

5 | CONCLUSION

Cholecystocolonic fistulas can occur secondary to various
etiologies such as gallstones, recurrent cholecystitis, surgi-
cal or laparoscopic cholecystectomy, and trauma and can
either remain asymptomatic or present with non-specific
symptoms such as vomiting, abdominal pain, and diarrhea.
The diagnosis can be made preoperatively with the help of
various imaging modalities or intraoperatively. Our report
demonstrates colonic diverticular disease as a rare and pos-
sible etiology of cholecystocolonic fistula and a potential for
non-surgical approach for its management in asymptomatic

FIGURE 6 Follow-up CT abdomen with
contrast after 1 year shows interval resolution
of collection adjacent to the hepatic flexure
and intraluminal air in gall bladder (arrow
head).
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FIGURE 7 Follow-up CT abdomen with contrast after 1 year
shows interval resolution of collection adjacent to the hepatic
flexure.

patients with high risk factors, thereby optimizing patient
outcomes. Further research endeavors are warranted to re-
fine therapeutic strategies for this intriguing clinical entity.
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