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Colon cancer with colosplenic fistula

Abstract

A previously healthy woman presented with gram-negative rod sepsis and profound
anemia in the context of functional decline over a period of months. Abdominal cross
sectional imaging was concerning for widely metastatic colon cancer as well as gas in
the spleen, suggestive of a colosplenic fistula. Colonoscopy was deferred in favor of
diagnostic laparoscopy for tissue diagnosis. Shallow colonic biopsy was highly suggestive
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of adenocarcinoma. She underwent a loop ileostomy and loop transverse colostomy in

hopes of facilitating healing of the fistula so that she could receive chemotherapy. Splenic
flexure resection and splenectomy were deferred due to high operative risk. In light of post-

operative complications, she ultimately elected for hospice care.
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Introduction

Enteric fistulas commonly arise from inflammatory, infectious, or
neoplastic processes. Surgical guidelines for enteric fistulas involve
resection of the involved intestinal segment and recipient organ.
Colosplenic fistulas are rare and surgical management guidelines are
not well-established. Colosplenic fistulas are also thought to present
challenges in endoscopic evaluation of the colon given the potential
for splenic rupture with insuffiation.

Case presentation

A 52-year-old woman with no medical history presented with 1-2
days of altered mental status in the setting of progressive functional
decline over several months. She was febrile and tachycardic with
a hemoglobin of 4.6, leukocytosis, lactic acidosis, and acute kidney
injury. Initial resuscitation included IV fluids, blood transfusions, and
broad-spectrum antibiotics. Subsequent blood cultures grew E. coli
and Bacteroides. Abdominal CT was remarkable for gas in the spleen
and splenic flexure wall thickening, concerning for colon cancer with
invasion into the spleen and colosplenic fistula. Imaging revealed
widely metastatic disease involving the liver, lungs, and spine.
Colonoscopy was avoided because of the potential for splenic rupture
on insufflation in the presence of the fistula. The initial plan for splenic
flexure resection and splenectomy was rejected due to high operative
risk. Instead, the patient underwent laparoscopic loop ileostomy and
loop transverse colostomy to facilitate healing of the colosplenic
fistula in hopes that chemotherapy could be initiated more quickly.
Diagnostic laparoscopy demonstrated colonic perforation along with
peritoneal metastases. Shallow biopsy of a non-obstructing mass in the
splenic flexure resulted as villous adenoma with high-grade dysplasia.
Post-operative imaging was significant for a pelvic fluid collection
and splenic hypodensity concerning for metastasis or abscess. The
patient was not a candidate for further surgical intervention and was
transitioned to comfort measures only.

Discussion

Colosplenic fistulas are extremely rare with only a few case
reports noted in the literature. Like other enteric fistulas, they arise

from infectious, neoplastic, and inflammatory processes such as
diverticulitis, colorectal cancer, lymphoma, pancreatitis, splenic
abscesses and, most commonly, fistulizing Crohn’s Disease.'?
Colosplenic fistulas require cross-sectional imaging for diagnosis
and further management.* There are no well-defined guidelines for
the management of colosplenic fistulas specifically in the setting of
colorectal cancer. Although colonoscopy for the diagnosis of colorectal
cancer has been performed in a few cases without incident, the use
of colonoscopy in this setting is generally not recommended.* In our
case, colonoscopy was avoided due to the potential risk for splenic
rupture on insufflation. Splenic injury after colonoscopy is very rare,
with an incidence of 1-21 cases per 100,000.> The majority of cases
result from trauma, but infectious and neoplastic causes constitute the
bulk of atraumatic causes.® Therefore, in the setting of a colosplenic
fistula, colonoscopy should be deferred in favor of a surgical biopsy
for the diagnosis of colorectal cancer (Figures 1-3).

Figure I CT Abdomen/Pelvis (transverse plane) demonstrating gas collection
along the posterolateral spleen measuring 4.3 x 2.6 x 2.1 cm.

While there are no established surgical guidelines in malignancy-
related enteric fistulas, the guidelines for management of enteric
fistulas in Crohn’s Disease indicate that those with signs and symptoms
of local or systemic infection should receive antibiotics and surgical
intervention.” Conservative, non-operative management should only
be considered in those patients at highest risk of post-operative
morbidity and mortality. The preferred approach to management
consists of fluid resuscitation and broad-spectrum antibiotics along
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with resection of the involved colonic segment and splenectomy.” In
our case, subtotal colectomy and splenectomy were thought to involve
unacceptably high risk. Thus, the surgeons opted for a less morbid
surgical approach with loop ileostomy and transverse colostomy in
hopes that chemotherapy could be given in a timely manner. Our case
demonstrates that, regardless of the surgical management approach,
colosplenic fistulas in the setting of colorectal cancer have high
morbidity and mortality, and more robust management guidelines are
needed.

Figure 2 & 3 CT Abdomen/Pelvis (coronal and sagittal) sections demonstrating
splenic flexure wall thickening with normal bowel gas adjacent to splenic gas
collection.
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