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ABSTRACT

Although the pre-operative diagnosis of the cholecystocolic fistula has been 
reported, yet it is not a common finding. Cholecystocolic fistula is the second-most 
type of biliary enteric fistula after cholecystoduodenal fistula. Cholecystogastric 
fistula is least commonly reported. We report our experience with cholecystocolic 
fistula discovered on imaging which was subsequently confirmed through surgery. 
The standard treatment for cholecystocolic fistula is open cholecystectomy and 
closure of the fistula. Failure to identify preoperatively or intra-operatively can lead 
to various complications.
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INTRODUCTION
The cholecystocolic (cholecystocolonic) fistula(CCF) is 
an uncommon but pertinent complication of gallbladder 
(GB) disease, occurring in 0.06%–0.14% of patients 
with the biliary disease.1–4 The CCF is the second most 
type of biliary enteric fistula after cholecystoduodenal 
fistula. Of all the cholecystoenteric fistula 15% to 30% 
are cholecystocolic.1–4 Most of the CCF is an incidental 
finding during cholecystectomy. The pre-operative 
diagnosis of CCF is very challenging and rare.1 We report 
our experience with a rare pre-operatively diagnosed 
CCF and its management.

CASE REPORT
A 43 years old male presented to the emergency 
department of Chitwan Medical College Teaching 
Hospital with a complaint of severe dull aching epigastric 
pain, which was recurrent, radiated to the right flank 
and shoulder, and was accompanied by chronic diarrhea 
and flatulent dyspepsia. It was associated with non-
projectile, non-bilious, non-blood mixed vomiting. It was 

aggravated by the intake of food and was not relieved 
by any analgesics which he got from the local pharmacy. 
There was no history of any medical illness and also no 
history of any previous abdominal and other surgery. He 
was a non-smoker and occasionally consumes alcohol. 
On examination, he was afebrile, icterus was absent, and 
had mild tenderness in the right hypochondrium on deep 
palpation. The findings of the routine blood chemistry 
test were normal. The complete blood count showed 
mild leukocytosis. 

Ultrasonography revealed a single gallstone, chronic 
cholecystitis, abnormal-looking GB wall, and a suspicious 
mass lesion in the fundus of the GB. So computed 
tomography (CT) was done to further investigate 
the suspicious mass in the fundus. CT scan reported 
dense adhesion between hepatic flexure and GB with 
suspected fistulous communication between GB and 
colon. Pneumobilia was also noted. The reporting 
radiologist advised for rectal contrast. On rectal contrast, 
CT revealed a defect measuring 8 mm *7 mm in the colon 

Date of Submission  : Apr 10, 2021
Date of Revision  : Jun 23, 2021
Date of Acceptance : Jun 30, 2021
Date of Publication  : July 19, 2021

*Correspondence to: 
Dr. Anup Shrestha
Department of Surgery, Chitwan Medical College 
Teaching Hospital, Chitwan, Nepal
Email: anup.10281028@gmail.com, Cell: 9856015288 

Citation:
Shrestha A, Bhattarai A, Gurung KM, C. A Rare 
complication of Cholelithiasis: Cholecystocolic 
Fistula – Case Report. Medphoenix. 2021;6(1):53-55

DOI:https://doi.org/10.3126/medphoenix.
v6i1.36379
Conflict of interest: None, Funding: None

CC
BY

This work is licensed under a Creative 
Commons Attribution 4.0 International 
License.

PEER
 RE

V IE
WE

D INTERNATIONAL         MEDICAL JOURNAL

Publisher: National Medical College Pvt. Ltd.
MedPhoenix - Journal of National Medical College 
(JNMC); 2021,6(1), available at www.jnmc.com.np

Shrestha Anup,1* Bhattarai Abhishek,1 Gurung Kesh Maya,1 Chand Manoj 1

¹ Department of Surgery, Chitwan Medical College Teaching Hospital, Chitwan, Nepal

CASE REPORT

MED-PHOENIX: JOURNAL OF NATIONAL MEDICAL COLLEGE

https://doi.org/10.3126/medphoenix.v6i1.36379
https://doi.org/10.3126/medphoenix.v6i1.36379


54  MedPhoenix: JNMC - Volume 6, Issue 1, July 2021

at the hepatic flexure through which colonic content 
was entering the GB. GB, common bile duct (CBD), and 
intra-hepatic bile ducts (IHBDs) were opacified with 
contrast material. Air foci are also seen in the GB, IHBDs, 
and CBD (Figure 1). Colonscopy was not performed 
as no colonic mass was suspected. Our pre-operative 
diagnosis was cholelithiasis with CCF and we planned for 
cholecystectomy with excision of the fistula tract. 

Figure 1. CT scan revealing fistula tract between gall-
bladder and colon at the transverse colon.

Routine diagnostic laparoscopy was performed. Due to 
the dense adhesion between the liver and GB, it was 
converted to open surgery. Laparoscopic converted 
to open cholecystectomy, fistulectomy with primary 
repair of the fistula orifice was done. There was a dense 
adhesion between the liver and GB and it was carefully 
dissected. A CCF with size 10 mm* 8 mm was found and 
the fistulectomy was done (Figure 2). The cystic duct 
was in a normal position, above the second part of the 
duodenum. Cholecystectomy was done and the fistula 
orifice was repaired primarily with vicryl 2’0 in a double 
layer. The GB contained a single stone of size 20 mm * 15 
mm and there was no intra-operative bile spillage (Figure 
3). The drain was placed at the right sub-hepatic space.

Figure 2. The forceps revealing the fistula tract from the 
gallbladder.

Post-operatively 3 courses of intravenous ceftriaxone 
were ordered. Analgesic was administered via the epidural 
catheter and the catheter was withdrawn on second 
post-operative day (POD). Sips was started on the first 
POD, liquid diet was tolerated on the second POD and a 
soft diet was started on the third POD. The postoperative 
course was uneventful. The drain was removed on the 
second POD and the patient was discharged on the fifth 
POD. Histopathological examination of the specimen 
revealed chronic calculus cholecystitis and no evidence 
of malignancy. 

Figure 3. Cut-section of gallbladder specimen containing 
a single stone.

DISCUSSION
The CCF was first described by Courvoisier in 1890.  
CCF is a late complication of the chronic inflammatory 
processes in the GB caused by gallstones.3 It is the 
second most common cholecystoenteric fistula 
after cholecystoduodenal fistula.1 CCF is a two-way 
communication and this carries a significant risk of biliary 
sepsis development.5 In the review of 231 published CCF 
cases, Costi et al, reported that the incidence of CCFs was 
higher among females (female/male ratio: 2.47/1) and was 
observed in various age groups, but was rarely observed in 
patients who were <50 years.1 The pathognomonic triad 
of symptoms CCF includes chronic diarrhea, pneumobilia, 
and vitamin K malabsorption.6  Our case presented with 
typical pathognomonic symptoms of chronic diarrhea 
and pneumobilia. As the preoperative diagnosis of CCF 
is rare, our case was diagnosed pre-operatively. The early 
preoperative diagnosis of the CCF lead to early treatment 
which prevented complications like cholangitis, large 
bowel obstruction and gallbladder cancer. CCF may 
also present with large bowel obstruction with stone 
obstructing in the sigmoid colon.7,8 Had our patient 
presented as large bowel obstruction then the patient’s 
prognosis would have been poor due to complications 
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related to large bowel obstructions. These stones causing 
CCF tend to be >2.5 cm in diameter with smaller stones 
presumed to pass through to the colon. Pre-operative 
imaging may include plain x-ray, ultrasound, CT scan, 
magnetic resonance imaging, endoscopic retrograde 
cholangiopancreatography and barium enema. Our case 
was diagnosed with a CT scan with rectal contrast. 

Surgery is the mainstay of treatment of CCF. The standard 
treatment for CCF is open cholecystectomy and closure 
of the fistula. Surgery prevents various complications 
like chronic diarrhea, cholangitis, liver abscess, gallstone 
ileus, massive lower gastro-intestinal bleeding, and 
malignancy. Laparoscopic surgical treatment of CCFs has 
also been reported.2,8 Large bowel obstruction may be 
treated with enterolithotomy, followed by primary repair 
or colostomy, or resection with anastomosis depending 
on the site of the colon. All the complicated CCF should 
be urgently intervened. Operative intervention in the 
setting of biliary obstruction after failed decompression 
should be performed urgently to avoid biliary sepsis.5

CONCLUSION
The CCF is a rare entity, it is one that health care providers 
should be aware of. From our experience, we suggest 
that if CCF is incidentally discovered it should be resected 
to prevent cholecystitis, cholangitis, and malignancy. The 
standard treatment for CCF is open cholecystectomy and 
closure of the fistula. Failure to identify preoperatively or 
intra-operatively can lead to various complications.

REFERENCES
1. Costi R, Randone B, Violi V, Scatton O, Sarli L, Soubrane O, 

et al. Cholecystocolonic fistula: Facts and myths. A review 
of the 231 published cases. Vol. 16, Journal of Hepato-
Biliary-Pancreatic Surgery. Springer; p. 8–18. [DOI]

2. Chowbey PK, Bandyopadhyay SK, Sharma A, Khullar 
R, Soni V, Baijal M. Laparoscopic management of 
cholecystoenteric fistulas. J Laparoendosc Adv Surg 
Tech. :467–72. [DOI]

3. Glenn F, Reed C, Grafe WR. Biliary enteric fistula. Surg 
Gynecol Obstet. 1981 Oct;153(4):527-31. [Google 
Scholar]

4. Duzgun AP, Ozmen MM, Ozer MV, Coskun F. Internal 
biliary fistula due to cholelithiasis: A single-centre 
experience. World J Gastroenterol. 4606–9 [DOI]

5. Gibreel W, Greiten LL, Alsayed A, Schiller HJ. 
Management dilemma of cholecysto-colonic fistula: 
Case report. Int J Surg Case Rep. :233–6. [DOI]

6. Savvidou S, Goulis J, Gantzarou A, Ilonidis 
G. Pneumobilia, chronic diarrhea, vitamin K 
malabsorption: A pathognomonic triad for 
cholecystocolonic fistulas. World J Gastroenterol. 
:4077–82. [DOI]

7. Reddy AK, Dennett ER. Cholecystocolonic fistula: a 
rare intraluminal cause of large bowel obstruction. 
BMJ Case Rep. 2016 Aug 31;2016:bcr2016217141. 
[DOI]

8. Waterland P, Khan FS, Durkin D. Large bowel obstruction 
due to gallstones: an endoscopic problem? BMJ Case 
Rep. 2014 Jan 3;2014:bcr2013201652. [DOI]

9. Fujitani K, Hasuike Y, Tsujinaka T, Mishima H, Takeda Y, 
Shin E, et al. New technique of laparoscopic-assisted 
excision of a cholecystocolic fistula: Report of a case. 
Surg Today;740–2. [DOI]

CHOLECYSTOCOLIC FISTULA: A RARE COMPLICATION Shrestha et al.

https://doi.org/10.1007/s00534-008-0014-1
https://doi.org/10.1089/lap.2006.16.467
https://scholar.google.com/scholar?hl=en&as_sdt=0%2C5&q=1.%09Glenn+F%2C+Reed+C%2C+Grafe+WR.+Biliary+enteric+fistula.+Surg+Gynecol+Obstet.+1981+Oct%3B153%284%29%3A527-31.+PMID%3A+7280941.&btnG=
https://scholar.google.com/scholar?hl=en&as_sdt=0%2C5&q=1.%09Glenn+F%2C+Reed+C%2C+Grafe+WR.+Biliary+enteric+fistula.+Surg+Gynecol+Obstet.+1981+Oct%3B153%284%29%3A527-31.+PMID%3A+7280941.&btnG=
https://doi.org/10.3748/wjg.v13.i34.4606
https://doi.org/10.1016/j.ijscr.2017.12.017
https://doi.org/10.3748/wjg.15.4077
https://doi.org/10.1136/bcr-2016-217141
https://doi.org/10.1136/bcr-2013-201652
https://doi.org/10.1007/s005950170083

	_gjdgxs
	_GoBack
	_Hlk70288460
	_Hlk70288489
	_Hlk70288404
	_GoBack
	_Hlk71022265
	_Hlk71023052
	_Hlk71023198
	_Hlk71023220
	_Hlk71023356

