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A B S T R A C T   

Introduction and importance: Colon cancer presenting as spontaneous enterocutaneous fistula are rare with only 
few cases reported in the literature. Such presentation signifies locally advanced disease with poorer outcomes. 
Enterocutaneous fistula increases morbidity and mortality in cancer and may potentially delay the definitive 
care. It poses a difficulty in management in terms of patient optimization, determining the type of resection 
(palliative or curative) and the operative timeline. 
Case presentation: A 47 years old female presented with complaints of foul smelling discharge from a fistulous 
opening in right iliac fossa with occasional per rectal bleeding for the past six months. Imaging showed ascending 
colon mass breaching the peritoneum with fistulous tract opening into subcutaneous plane. Exploratory lapa-
rotomy with extended right hemicolectomy and en bloc resection was performed. 
Clinical discussion: Cutaneous fistula can be caused by traumatic, postoperative etiologies and about 20 % are of 
spontaneous etiologies. Colon cancer has the ability to mimic any abdominal disease with a wide spectrum of 
presentations. The locoregional extension from the bowel creates a passage of colonic contents to evacuate from 
the external opening. The fistulous tract of colon cancer is less likely to close spontaneously and may require 
surgical intervention following appropriate resuscitation. Due to features suggestive of bowel obstruction an 
early single stage surgery was performed in our case. 
Conclusion: There are no existing guidelines for colon cancer with colocutaneous fistula because they are the 
same for benign fistulas (resuscitation, control of output, eradication of the infection, nutritional optimization, 
surgery) along with a multidisciplinary oncology team approach.   

1. Introduction 

Majority of enterocutaneous fistulas are iatrogenic in origin and 
occur in the background of surgical complications like enterotomies and 
intestinal anastomotic dehiscence [1]. Spontaneous ECF comprises 
about 20 % of ECF [2] and is rare, usually associated with Crohn's dis-
ease, diverticulitis, radiation enteritis and malignancy. The mortality of 
ECF ranges from 15 to 25 % [3] which further increases when associated 
with an underlying malignancy [4]. In addition to that, presence of ECF 
may delay the potentially beneficial treatment of the underlying ma-
lignancy [5]. The presentation of colonic carcinoma can be diverse, most 
cases are detected by screening programs while one third can present 
with emergency complications. ECF is only ever associated with 

colorectal cancer [6] and when present, it signifies a locally advanced 
disease. Colon cancers presenting as ECF are rare, only few case reports 
have been published so far as to our best knowledge [2,6–9]. Such 
presentation of colonic carcinoma poses a difficulty in management in 
terms of patient optimization, determining the type of resection (palli-
ative vs curative) and the operative timeline. This case is reported in line 
with the SCARE 2020 guidelines [10]. 

2. Case presentation 

A 47 year-old female presented to the emergency department with 
the complain of foul smelling feculent discharge from right lower 
abdomen for 2 weeks. It was insidious in onset and was associated with 
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fever, nausea, and reduced appetite. She did not have jaundice nor 
hematemesis. However, she gave a history of intermittent constipation 
with occasional per rectal bleeding, abdominal discomfort and sense of 
incomplete evacuation after defecation for the past six months. She also 
complained of significant weight loss for the past three months. There 
was no significant medical and surgical history. There was no family 
history of colon cancer, colonic polyp or endometrial carcinoma. She 
does not consume alcohol and is a non-smoker. 

On her general examination, she was in acute distress due to pain and 
was malnourished. Her vital parameters on admission showed she was 
afebrile, tachycardic and tachypneic. On physical examination, there 
was oedema of the skin in the right lower abdomen with marked ery-
thema and spontaneous feculent drainage through two anterolateral 
opening on the anterior abdominal wall Fig. 1. The rest of the abdomen 
was soft and nontender. On rectal examination, there was a normal tone 
and the examination finger was stained with stool with no palpable 
mass. The laboratory investigation revealed an elevated white blood cell 
count of 14 × 103 per L (normal range 4.0–10.8 × 103 per L) with 
neutrophilia, hemoglobin was below normal limit at 11 mg/dL (normal 
range 12–16 g/dL) and albumin 3.1 g/dL (normal range 3.4–4.8 g/dL). 

After resuscitation with intravenous fluids, administration of broad- 
spectrum intravenous antibiotics and intravenous analgesics, a contrast- 
enhanced computed tomography (CECT) scan was done to further 
characterize the lesion. The CECT abdomen showed ascending colon 
mass extending from the subcutaneous and intermuscular planes over 
the right iliac fossa and breaching the peritoneum. It showed hetero-
geneous wall thickening of the proximal part of the ascending colon with 
loss of mural stratification and causing luminal narrowing, measuring 
6.1 × 3.4 × 5.6 cm with surrounding inflammatory changes with pres-
ence of a colocutaneous fistula, communicating with the involved sec-
tion of the ascending colon Fig. 2. The level of carcinoembryonic antigen 
(CEA) was 7.6 ng/mL. 

The procedure was conducted by a team of experienced surgeons. 
Colonoscopy was planned for the patient but she showed features of 
bowel obstruction so surgery was performed without bowel preparation. 
Exploratory laparotomy was performed and a right sided ascending 
colonic mass approximately 4 × 6 cm in diameter was found adherent to 
the anterior abdominal wall, with extension through a fistulous tract 
into the subcutaneous tissue. No distant metastasis was noted 
intraoperatively. 

Fig. 1. Feculent discharge with two central opening (white arrows) on the anterolateral aspect of the abdominal wall.  
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Fig. 2. Ascending colon mass with fistulous connection to the anterior abdominal wall shown as arrows.  
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Intraoperative finding showed ascending colonic cancer complicated 
by colocutaneous fistula. En bloc resection of ascending colon, including 
the tumor of 4 cm in diameter, was carried out along with the mesocolon 
and colocutaneous fistula, and the involved anterior abdominal wall 
around it, according to the standard oncological principles Fig. 3. This 
was followed by right hemicolectomy and a total of 15 lymph nodes 
were harvested from the mesocolon. It was followed by en-bloc resection 
of the involved part in the lateral abdominal wall using a closure tech-
nique. The defect was closed primarily and no advancement flap tech-
nique was used during the procedure. 

Peritoneal lavage was done and the abdomen was closed with 
placement of left pelvic drain. Resected specimen showed a whitish 
circumferential proliferative tumor in the mid-portion of ascending 
colon Fig. 4. 

Histopathology of the resected specimen revealed adenocarcinoma 
with presence of well-differentiated tumor cells extending into the wall 
of the fistula and surrounding skin and metastasis in one regional lymph 
node, classifying it as pT4bN1aM0 Fig. 5. 

All respected margins (proximal/distal/radial) of the specimen were 
free of adenocarcinoma, making it a R0 resection. The patient had an 
uneventful postoperative recovery. The patient was discharged on the 
14th postoperative day with a healthy wound. The patient was referred 
to the Department of Medical Oncology for further adjuvant therapy. Six 
cycles of FOLFOX regimen were used during the adjuvant therapy. 

3. Clinical discussion 

Colocutaneous fistula (CCF) is an abnormal connection between the 
epithelium of the colon and the skin. CCF can be caused by traumatic, 
postoperative etiologies and about 15–25 % are of spontaneous etiol-
ogies [1]. CCF primarily occurs from diverticulitis, inflammatory bowel 
disease, appendicitis and cancer [11]. The presence of spontaneous 
cutaneous fistula in colorectal carcinoma (CRC) is a rare entity in itself 
and denotes a locally advanced stage of cancer. 

Colon cancer is the third most common malignancy worldwide and 
the most common cause of cancer related deaths [12]. Patients with CRC 
commonly present to the outpatient setting with changes in bowel habit, 
rectal bleeding or iron deficiency anemia whereas up to one third can 
present to the emergency department with complications like perfora-
tion and obstruction. Colon carcinoma can mimic any abdominal disease 
with a wide spectrum of presentations [13]. However rare, perforation 
in CRC may lead to a localized collection intra abdominally and spread 
superficially into the skin creating a fistulous tract. The usual manage-
ment of abscesses such as antibiotics or drainage may remain futile 
owing to the background of malignancy. This locoregional extension 
from the bowel creates a passage of colonic contents to evacuate from 
the external skin opening. 

CCF is often associated with leakage of bowel contents like frank 
stool unlike enteric fistula which presents with bilious output. The 
contents of large bowel and small bowel can be differentiated by iden-
tifying bilirubin in the fistulous content. The presence of bilirubin sug-
gests enteric origin. For diagnostic evaluation of stable patients with 

Fig. 3. En-bloc resection of ascending colon. A. The tumor with associated mesocolon and colocutaneous fistula and anterior abdominal wall B. Anterior abdominal 
wall after removal of tumor. 
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CCF, abdominal computed tomography (CT) can be performed after 
7–10 days following resuscitation and appropriate infection and wound 
control [14]. Alternatively fistulogram can be performed to determine 
anatomy of CCF but rarely identifies the specific origin of the tract [15]. 

The primary approach of CCF is conservative and supportive man-
agement. The first line management of CRC includes correcting fluid and 
electrolyte imbalance, nutritional support, wound care and reducing 
fistula output. According to a study, CCF spontaneously closes at a range 
of 10–180 days [16]. However, there may be delay in spontaneous 
closure in case of distal obstruction and infection or malignancy in the 
tract [17]. Therefore, fistulous tract of colon cancer will not close 
spontaneously and ultimately require surgical intervention following 
appropriate resuscitation. A lag period is allowed prior to definite 
management of CCF in order to resolve the ongoing sepsis and restore 
the nutritional status. In most cases, the presence of fistula is indicative 
of an underlying inflammatory response and early surgical intervention 
may pose harm due to risk of dense adhesion. A study stated that 
recurrence rates of postoperative fistula was associated with early sur-
gery and the cause of recurrence was more likely after oversewing than 
bowel resection [18]. There was a significant mortality ranging 25–50 % 
in patients with enterocutaneous fistula [4]. The predominant contrib-
utor in many cases is considered to be malnutrition [11]. Though the 
patient was malnourished, timely intervention to treat the fistulous tract 
allowed reduction in hospital stay of the patient. Adequate nutritional 
care and infection prophylaxis of the CCF allowed early recovery after 

surgery. Preoperative diagnosis of an underlying colonic carcinoma is 
challenging whereas treatment may be incomplete if an inaccurate 
diagnosis without the recognition of the underlying malignancy [13]. 
Colon cancer generally requires surgical resection of the tumor with 
appropriate delay to allow healing of fistulous tract. For patients with a 
localized fluid collection or abscess, percutaneous drainage can be 
performed. However, if transabdominal drainage is performed, there is a 
potential for seeding of the drain tract, and therefore, at the time of 
definitive resection, the drain tract and rim of the abdominal wall will 
need to be resected. Similarly, perforation may cause the tumor to 
adhere to other organs, and an en bloc resection may be necessary in 
such cases. 

Surgical resection with curative intent is likely beneficial and should 
be considered in all patients who can withstand the procedure [19]. 
However, achieving R0 resection is difficult in cases of locally advanced 
colon cancers, requiring larger resection of colon and the adhered 
abdominal wall which adds to patient's morbidity and mortality. In such 
cases, neoadjuvant therapy may reduce the size, decrease micrometa-
stasis and make R0 curative resection possible [5]. Role of neoadjuvant 
therapy in such cases needs to be further explored. The risks and benefits 
of palliative resection vs initial curative resection following neoadjuvant 
therapy should be assessed carefully. Owing to the absence of extensive 
abdominal wall invasion of the tumor with features suggestive of bowel 
obstruction an early single stage surgery was performed in our case. 

Fig. 4. Post-operative specimen showing ascending colon tumor with colocutaneous fistula and anterior abdominal wall (white arrow).  
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4. Conclusion 

Due to the rarity of such presentations, more cases may be required 
to formulate formal management guidelines to tackle the associated 
surgical dilemma and challenges. Lack of patient awareness and 
screening facilities regarding colon cancer may be the presumable cause. 
Patients presenting with advanced stages of carcinoma typically have a 
higher morbidity and mortality, which complicates emergency surgical 
management. 

Declaration of competing interest 

No conflict of interest. 

Acknowledgments 

The authors wish to acknowledge the patient included in this report. 
We would also like to thank our head of department of surgery for his 
guidance for this case report. 

Provenance and peer review 

Not commissioned, externally peer-reviewed. 

Funding 

None. 

Ethical approval 

Not required in our case. 

Consent 

Written informed consent was obtained from the patient for publi-
cation of this case report and accompanying images. A copy of the 
written consent is available for review by the Editor-in-Chief of this 
journal on request. 

Author contribution 

Sunil Basukala (SB) = Conceptualization, Supervision 
Yugant Khand (YK), Soumya Pahari (SP) = Writing - original draft 
SB, YK, SP, Priya Mainali (PM), Nirvik Gurung (NG), Suman Gurung 

(SM) = Writing - review & editing 
All the authors read and approved the final manuscript. 

Registration of research studies 

Not applicable. 

Guarantor 

Sunil Basukala (SB), MD. 

References 

[1] I. Gribovskaja-Rupp, G.B. Melton, Enterocutaneous fistula: proven strategies and 
updates, Clin. Colon Rectal Surg. 29 (2) (2016 Jun) 130–137, https://doi.org/ 
10.1055/s-0036-1580732. PMID: 27247538; PMCID: PMC4882173. 

[2] A. Kumar, H. Pahwa, R. Srivastava, R. Kumar, Multiple spontaneous 
enterocutaneous fistulae on back: a rare presentation of colonic malignancy, Nov 9, 
BMJ Case Rep. 2012 (2012), bcr2012007119, https://doi.org/10.1136/bcr-2012- 
007119. PMID: 23144346; PMCID: PMC4543827. 

[3] J. Heimroth, E. Chen, E. Sutton, Management approaches for Enterocutaneous 
fistulas, Am. Surg. 84 (3) (2018 Mar 1) 326–333. PMID: 29559044. 
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