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Abstract

Malignant colo-duodenal fistula is a rare
complication of malignant bowel disease, difficult to
diagnose clinically. The case was diagnosed by
colonoscopy and barium enema and the patient was
treated conservatively because of inoperability and
poor general condition. A high index of clinical
suspicion about the condition may help early
diagnosis and curative treatment.
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Introduction

Malignant colo-duodenal fistula is a rare
complication of right sided colonic cancer. The first
known case was reported in 1862 by Halden!.
Hershenson reported 1/8100 in autopsies?. Izumi
reviewed 34 cases in Japan®. The disease may
remain asymptomatic for prolonged period of time.
Often becomes symptomatic with manifestations of
primary colonic carcinoma, features related to fistula
or metastatic deposites*. Classical symptoms; upper
abdominal pain, loose motion, faeculant vomiting
are often absent’. Radiology is useful to delineate
the fistula as the difference in surgical management
of gastro-colic and a duodeno-colic fistula is
profound. CT scan is of great value in assessing
metastatic spread and local invasion of the primary
lesion®. Management is very difficult and should be
a multidisciplinary approach.

Case Presentation

Mr Yakub 50 years, a service holder from southern
Chittagong presented with a lump in the right
hypochondrium for two years, alteration of
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bowel habit, gross weight loss and anorexia for last
one and half years. He was having persistent diarrhoea
for 3 months. The patient had an attack of
cerebrovascular accident two month back. The patient
was severely anemic and malnourished. Abdominal
examination revealed a firm, mildly tender lump in the
right hypochondriac region about 10x8 cm in diameter.
No other organomegaly was detected. Colonoscopy
showed a growth in the ascending colon, hepatic
flexure and proximal transverse colon. Histopathology
report was poorly differentiated adenocarcinoma.
Ultrasonography showed a possible colonic mass and
abdominal lymphadenopathy (Fig 1). A coloduodenal
fistula was demonstrated by Barium enema (Fig 2).
Upper gastro intestinal tract endoscopy reveled onward
narrowing of duodenum from its bulb. CT scan of
brain reveals metastatic deposit. CEA level was 154
ng/ml. and chest X-ray was normal. He was diagnosed
as a case of malignant colo-duodenal fistula with
cerebrovascular disease with left sided hemiplegia. A
multidisciplinary meeting recommended supportive
treatment for the patient. The patient succumbed to his
disease 15 days after discharge from hospital.

Discussion

It is unusual, however, for colon cancers to invade
the duodenum to such an extent that a malignant
fistula is created. The first case report of a colo-
duodenal fistula was by Haldane in 1862'. His
patient had a malignant fistula arising from the
hepatic flexure. Hershenson documented only one
case among 8,100 autopsies>. Observation of 1400
cases by Hakarmi M et al detected only two
malignant colo-duodenal fistulae ’. In the United
States one report showed the incidence of
duodenocolic fistula is 1 in 900 colorectal
carcinomas 8. One article reported two cases, both of
which had synchronous cancers that had to be
removed en-bloc .

In our case the patient presented with a lump. No
specific symptoms related to coloduodenal fistula
detected. Patients with malignant duodenal fistulae
can present with symptoms from the primary colonic
carcinoma, from the fistula or from metastatic
disease'. The fistula often results in diarrhoea and
vomiting with dramatic weight loss. Upper
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abdominal pain is usually present as is general
malaise both from the presence of the disease and
from the metabolic sequelae it causes!®!3. The
diarrhoea relates to colonic bacterial contamination of
the upper intestines rather than to a pure mechanical
effect 4. It has also been suggested that duodenal bile
salts have an irritating effects on colonic mucosa
resulting in diarrhoea 1. Vomiting may be faeculant or
truly faecal with foul smelling eructation; but in some
case reports this 'classic' symptomatology was often
absent despite a fistula being present and patent
enough to allow barium through it's. Occasionally
patients will present with a gastro-intestinal bleeding.
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Fig 1 : Ultrasonography of whole abdomen showing
mass possibility of colonic mass

Fig 2 : Barium enema showing abnormal
communication between right side of colon
and duodenum

We diagnosed the case by Barium enema, showed
abnormal communication between right side of the
colon and second part of the duodenum. Radiology
is useful to delineate the fistula as the difference in
surgical management between a gastro-colic and a
duodeno-colic fistula is profound. Barium enema
seemed more likely to delineate the fistula than
barium meals!”. Now a days CT scanning is of great
value in assessing metastatic spread as well as
assessing the local invasion of the primary®.

We treated the case conservatively as the general
condition and disease status was not suitable for
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surgery. Treatment of malignant colo-duodenal
fistulae depends on the extent of the primary tumour,
the presence of metastatic disease and the general
condition of the patient'®. It is often necessary to
spend time to rehydrate and transfusing the patient
and correcting the electrolyte disturbances. Some
patients present with gross weight loss from
malnutrition. Malnutrition is due to the
malabsorptive state results from bacterial
overgrowth in the small bowel 2°. These patients
may be benefited from pre-operative total parenteral
nutrition (TPN). Other authors advocate surgery as
soon as feasible.

There are various curative operations reported, all of
which include a right hemicolectomy. Chang et.al
treated 20 of his patients with right hemicolectomy
with partial duodenectomy and primary closure of
the duodenal wall defect ?'. His mortality rate was
28%, mainly attributed to leakage from the duodenal
defect and local recurrence. Ellis described using a
jejunal loop to close the duodenal wall defect?
Colo-duodenal fistulas are associated with advanced
carcinomas of the hepatic flexure. Recent times,
these fistulae rarely occur because of an earlier
detection and resection of the tumour 2.

Izumi reviewed a series of 34 cases of malignant
colo-duodenal fistulae in Japan, and their survival
with en bloc pancreaticoduodenectomy ranged from
7 days to 4 years (median survival was 10 months,
male female ratio was 15:19 3 reported on a patient
following the two-stage. The standard management
protocols of colo-duodenal fistula are-Curative
treatment in the form of right hemicolectomy with
pancreaticoduodenectomy. Palliative treatment,
feeding jejunostomy with ileostomy or right
hemicolectomy with partial duodenectomy is an
alternative®. Average mean survival after curative
treatment ranges from 1-2.5 years and with palliative
treatment it will reduce to 4 months to 1 year®.

Conclusion

Coloduodenal fistulas from colonic primaries are
rare but important to identify preoperatively for
proper management. Treatment of malignant
coloduodenal fistula depends upon extent of primary
tumour, metastatic deposit and general condition of
the patients as en bloc resection with curative intent
may well require a pancreaticoduodenectomy. The
importance of accurate staging and repeated clinical
examination along with a high index of suspicion
cannot be over-emphasized.
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