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A B S T R A C T   

Introduction and importance: Enteric fistulas commonly arise from inflammatory, infectious, or neoplastic pro-
cesses. Colosplenic fistulas are rare with only several reported worldwide. 
Case presentation: Herein, we present a case of colosplenic fistula in a 39-year-old gentleman with past history of 
rectal cancer previously in remission. He was admitted with severe abdominal pain and hemodynamic instability 
due to septic shock. The erect chest x-ray revealed pneumoperitoneum under the diaphragm. 
Clinical discussion: Laparotomy was performed and ileum perforation was managed by resection and anastomosis. 
The post-op recovery was complicated by a febrile episode. To locate the source of infection a contrasted 
abdominal computed tomography was ordered, confirming the presence of a splenic abscess, suggestive of 
colosplenic fistula. We proceeded with laparotomy for drainage of the abscess, with splenectomy and splenic 
flexure resections. He was discharged 40 days post-op at a pre-morbid state. 
Conclusion: Due to the high prevalence of colon cancer worldwide, novel complications such as the one reported 
here, are important to be reflected on. We hope this case can exemplify the significance of higher index of 
suspicion in at risk patient groups by the surgical teams and appropriate training on acute management of this 
rare complication.   

1. Introduction 

Colosplenic fistula is a tract formed between the inflamed colon and 
the spleen, it is a rare reason of splenic abscess formation. The diagnosis 
of fistula and concurrent abscess is difficult, and a CT scan and laparo-
scopic exploration may be required [1]. Determining the underlying 
causes of this rare condition can guide the treating team on the best 
treatment approach, with the surgical intervention remaining the 
mainstay treatment [2]. The choice for the colosplenic fistula manage-
ment due to splenic flexure adenocarcinoma, is en-block resection [3]. 

Herein, we discuss a rare case of colosplenic fistula in a patient with 
pervious history of colon cancer and discuss nuances of diagnosis and 
treatment, intending to educate and raise the degree of suspicion for this 
rare complication in a particular patient demographic. This case report 
is in line with SCARE Criteria [4]. As far as we are aware, there has been 
very few similar cases in the literature, which makes this case novel and 
a useful educational tool. 

2. Case presentation 

A previously well 39-year-old documentary director living inde-
pendently at home with his wife, presented to the emergency depart-
ment complaining of one-week long progressive epigastric pain with 
associated nausea, vomiting and constipation. His past medical history 
was significant for rectal adenocarcinoma which was previously 
managed by abdomino-perineal resection (APR), end colostomy surgery 
and adjuvant chemoradiation therapy, 13 years ago. He had no other 
medical conditions and at the time of presentation was not taking any 
medications. He was a non-smoker and non-drinker. 

On arrival he was clinically in septic shock. He had a fever his 
temperature being 39 ◦C [1–13], was tachycardic at 145 bpm, hypo-
tensive with a BP of 90/50 mmHg. Physical exam revealed generalized 
abdominal tenderness, with guarding and rebound tenderness. Blood 
tests were ordered in accordance to the local guidelines. The results were 
significant for leukocytosis (18,500 white blood cells per cubic centi-
meter) and anemia (hemoglobin 8.6 mg/dL). His plain erect chest X-ray 
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showed free air in the peritoneum. As part of his acute management, the 
patient was kept nil by mouth with septic management pathway acti-
vated with IV fluid resuscitation and IV broad-spectrum antibiotics. The 
pneumoperitoneum in the erect plain CXR and his clinical picture, led to 
preliminary diagnosis of generalized peritonitis, indicating an emer-
gency laparotomy. The ileum was perforated with associated purulent 
fluid in the peritoneal cavity. Affected part of the ileum was surgically 
resected and anastomosis was performed. This was followed by the 
abdominal cavity wash out with 10 L of sterile and warm saline. No 
further exploration was done at this stage, as the source of infection was 
identified to be the perforation and there was limited access to perito-
neal cavity and exploration opportunity, due to the significant adhesions 
caused by pervious surgeries. Additionally, surgical time had to be 
minimised due to patient's clinical instability. 

The surgery was performed by a consultant general surgeon, with 5 
years of experience and substantial expertise in colorectal cases, with the 
aid of two surgical residents. After the surgical procedure, the patient 
was transferred to the intensive care unit and had close observation and 
monitoring. Unfortunately, the patient remained hemodynamically un-
stable. While in the ICU and intubated, he received broad antibiotics 
(Imipenem, Tazocin, Vancomycin), antifungal medication (Caspo-
fungin), continuous norepinephrine infusion, as well as fentanyl for pain 
and sedation, along with continuous maintenance IV fluid therapy. He 
had a cardiac arrest 36 h later, and was resuscitated successful with CPR 
and more intensive fluid resuscitation. Following this event, the patient 
turned the corner and showed clinical improvements in terms of vitals 
and urine output; given his trajectory of recovery he was extubated on 
day 5 post-op. 

On day 7, the patient's recovery took an unexpected turn, with him 
deteriorating clinically and becoming febrile, once again. A triple (IV, 
oral, enema) contrasted abdominal CT was organized, to identify the 
source of fever. The CT scan (seen in Fig. 1) was remarkable for a large 
collection in the spleen containing gas and oral contrast. These radio-
logic finding was consistent with a colo-splenic fistula. In the theater, a 
large communicating orifice was found between the splenic flexure of 
colon and spleen, shown in Fig. 2, with indications for splenectomy and 
left hemicolectomy. Pathology and histology report of the specimen 
revealed moderately differentiated adenocarcinoma in splenic flexure of 
the colon, with extensive necrosis with foci of viable adenocarcinoma in 
the spleen. The patient had an uneventful recovery after operation, with 
return of intestinal peristalsis, increase in appetite, and resolved septic 
status. The patient was discharged 40 days post-op. He was followed up 
regularly at one-month, three-month, and six-month by the surgical 
team as an outpatient, with patient remaining well and returning to his 
pre-morbid status. At his annual visit, his surveillance colonoscopy 
showed presence of ulcerated mass in the right colon, with the biopsy 
confirming adenocarcinoma requiring total colectomy and end ileos-
tomy insertion. The patient was managed through a multidisciplinary 

team involving oncologist, radiotherapist, surgeon and his local family 
doctor as well as a counsellor. 

3. Discussion 

Internal fistulisation of the colon to other hallow viscera, such as the 
bladder, vagina, or small bowel is a relatively common and well docu-
mented in the literature, however colosplenic fistulas are extremely rare 
with approximately less than 20 reported cases worldwide [1,2]. The 
first case was reported by Naschitz et al. who documented colosplenic 
fistula formation in a patient with colonic lymphoma [2]. Similar to the 
more common fistulas, colosplenic fistulas may arise from inflammatory 
and neoplastic changes. These changes often associate with diverticu-
litis, Crohn's disease, pancreatitis, locally advanced colorectal cancer, 
lymphoma, melanoma, and as a complication of non-operative man-
agement of splenic trauma. In most of these cases, development of 
colosplenic fistulas associate with severe and poorly controlled Crohn's 
disease [2–3,5–12]. 

The management of colosplenic fistulas are not well established in 
the setting of colorectal cancer. In most reported cases, the patients were 
managed surgically with splenectomy and left hemicolectomy. Review 
of the literature revealed only two documented cases with nonsurgical 
management; one with colosplenic fistulation on a background of 
pancreatitis and splenic hematoma, and the other case had a colosplenic 
fistula due to splenic infarct as a complication of polycythemia vera, 
fortunately both patients had favorable outcomes [9,11]. Here we need 
to emphasize that in these two cases, the primary pathology originated 
in the spleen subsequently causing erosion into the colon, unlike other 
cases where the initial pathology was in the colon. Based on the surgical 
management guidelines of Crohn's disease in the presence of sepsis, the 
patient should be treated with appropriate resuscitation and broad- 
spectrum antibiotics and abscess drainage, with persistent sepsis war-
ranting resection of involved segment [13]. 

4. Conclusion 

Colosplenic fistula is an exceedingly rare condition, often associated 
with malignancy or chronic inflammatory process in the gastrointestinal 
tract. As with any chronic inflammatory process, early detection of the 
disease process is necessary to prevent such complications and initiate 
early management. Diagnosis may be difficult due to the non-specific 
nature of the symptoms, yet early suspicion and considering CT scan 
are helpful in establishing an early diagnosis. Once diagnosed, the 
preferred approach to management consists of resuscitation, broad- 
spectrum antibiotics, and en-bloc resection of the affected portions of 
the colon and the spleen. This case highlights the importance of early 
initiation of genetic testing in young patients with early presentation of 
rectal adenocarcinoma, and serious consideration of a total colo- 

Fig. 1. Transverse cuts of abdominopelvic CT scan revealed a large collection in the spleen containing gas and oral contrast due to colo-splenic fistulisation.  
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proctectomy, to prevent the iatrogenic burden of multiple invasive 
intervention on the patients and financial burden on the healthcare 
system. Furthermore, in young patients with colon cancer, colectomy 
may be advisable to prevent further malignancy development, however 
this is not the current recommended guidelines for rectal cancer. This 
would require further comparative observational research to provide 
evidence on the prognosis and outcome of patients with rectal cancer 
whom receive colectomy and those who receive alternative manage-
ment options. 
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