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Malignant Colojejunal Fistula  
First Discovered on CT:  
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CASE REPORT
A 55-year-old female patient presented with constipation, loss of 
appetite and significant weight loss since 3 months followed by 
watery diarrhea since two weeks. She also complained of abdominal 
pain since 10 days which was vague, dull aching and diffuse. There 
was no history of abdominal distension, vomiting or fever. On clinical 
examination, there was no abdominal tenderness or palpable 
abdominal mass. Bowel sounds were normal on auscultation. 
Ultrasound abdomen was performed elsewhere one week back 
which showed bowel wall thickening in the left hypochondrium 
suspicious for bowel malignancy. Contrast enhanced Computed 
Tomography (CECT) abdomen study was performed for confirmation 
and staging of the bowel malignancy. CT topogram after rectal 
contrast instillation showed opacification only upto proximal third of 
transverse colon [Table/Fig-1].

 
ABSTRACT
Benign coloenteric fistula is an uncommon condition. It may occur secondary to diverticular disease, peptic ulcer, inflammatory bowel 
disease and so on. Malignant coloenteric fistula is a rare occurrence. Here we present a rare case of malignant colojejunal fistula secondary 
to locally invading colonic malignancy. 
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[Table/Fig-1]: CT Topogram after rectal contrast instillation showing colonic 
opacification upto the distal third of transverse colon. Rest of the proximal two 
thirds of transverse colon and ascending colon are unopacified

[Table/Fig-2]: Contrast enhanced axial CT images with rectal contrast study 
shows heterogeneously enhancing mass lesion (blue arrow) in the splenic flexure 
causing significant luminal narrowing. The colonic mass lesion is seen infiltrating 
into the adjacent proximal jejunum (red arrow) with a short fistulous track (yellow 
arrow). A subcentimetric enhancing perilesional lymph node is noted (green arrow). 
Pericolonic fat stranding is noted (pink arrow)

CECT abdomen revealed diffuse circumferential heterogeneously 
enhancing wall thickening of short segment of proximal descending 
colon, splenic flexure and distal transverse colon. The maximum 
wall thickness measured 28 mm and the approximate length of large 
bowel that was involved measured 8.0cms. The wall thickening 
caused significant luminal narrowing as a result of which the rectal 
contrast failed to opacify the mid and distal thirds of transverse 
colon and ascending colon. The involved bowel segment showed 
pericolonic fat stranding. There were few subcentimetric minimally 
enhancing pericolonic lymph nodes adjacent to the lesion. Quite 
unexpectedly, the mass lesion was seen infiltrating the wall of the 
adjacent proximal jejunum with the luminal contrast from the colon 
entering the proximal jejunum. Since the patient was only given 
rectal contrast and no oral contrast was given, it was easier to 
demonstrate the fistulous communication between the colon and the 
jejunum with the positive colonic contrast entering the unopacified 
jejunum [Table/Fig-2-4]. The patient was treated conservatively with 
total parental nutrition and pain control. Patient refused to undergo 
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surgery and further management. She was discharged as per her 
and her family’s request.

DISCUSSION
Malignant colojejunal fistula is rarely encountered and the exact 
incidence is unknown [1]. On review of literature, there are two 
schools of thoughts regarding the most common type of malignant 
coloenteric fistula. According to the two case reports, coloileal 
fistula usually secondary to adenocarcinoma of the sigmoid colon 
is the commonest [1,2]. On the other hand, one case report 
says that malignant coloduodenal fistula between the proximal 
transverse colon and the duodenum is common because of their 
close proximity [3]. Whatsoever, malignant colojejunal fistulas are of 
rare occurrence. SK Mahajan et al., reported a case of malignant 
colojejunal fistula with the primary being adenocarcinoma of the 
rectosigmoid junction [1]. Chun HB et al., reported another rare 
case of malignant colojejunal fistula secondary to lymphoma of the 
distal transverse colon [2]. 

In case of an internal intestinal fistulization, if the length of the 
bowel loop that is bypassed is short, it goes unrecognized. But if 
the length of the bypassed bowel loop is long, then there will be 
significant metabolic and nutritional deficiencies. It is a well-known 
fact that poor dietary intake due to decreased appetite secondary 
to malignancy leads to weight loss. In addition, fistualization adds 
on to the ongoing weight loss [1].

The route of spread in colojejunal fistula is postulated due to direct 
local invasion of jejunum by colon cancer via transverse mesocolon 
[4].

Clinical manifestation of gut to gut fistula is subtle as only 
gastrointestinal tract (GIT) is involved [5]. Diarrhoea with or without 
abdominal pain is the most common symptom [5]. Majority being 
clinically silent, it is often first discovered at imaging, sometimes 
accidentally on CT. Barium studies, endoscopy and CT enterography 
(CTE) are other useful diagnostic tools [2]. But these modalities 
can be used only when there is clinical suspicion of fistula. Barium 
studies and endoscopy have limitations as they are mainly luminal 
studies.

CT is more accurate and demonstrates both luminal and 
extraluminal pathology like abscess, bowel wall inflammation and 
metastasis. CTE which uses negative oral contrast medium has 
higher sensitivity in detecting luminal pathology and subtle mucosal 
lesions than routine CT which uses positive oral contrast medium. 
The main drawback of CTE over routine CT is that the former 
may miss small abscesses as they are obscured by the negative 
luminal contrast making it difficult to identify them amidst the low 

attenuation bowel loops. Hence routine CT is superior to CTE in 
identifying smaller abscesses [6]. The coexistence of fistula with 
intra abdominal abscess is reported to be 44%. The coexistent 
abscess must be treated to prevent sepsis and for fistula closure. 
Image guided percutaneous interventional therapy can be used in 
large abscesses [3]. 

Magnetic resonance imaging (MRI) is upcoming modality in small 
bowel imaging but has got suboptimal spatial and temporal 
resolution as compared to CT [3]. Colour Doppler Sonography 
may be tried for detection of fluid movement within the fistulous 
tract under manual and transducer compression. Kim HC et al., 
reported a case of gastro-colic fistula that was initially diagnosed  
on ultrasonography [7].

Malignant bowel fistula is associated with serious complications 
resulting in high morbidity and mortality rates. Firstly, advanced 
malignancy itself is a life threatening condition. Secondly, fistula 
related complications like fluid and electrolyte imbalances, 
malnutrition, abscess, sepsis, multi-organ failure and bleeding 
further reduces the patient survival [4]. 

The treatment of malignant colojejunal fistula is controversial. 
Malignant bowel fistula is less likely to close spontaneously [4]. Hence 
surgical correction is essential for successful treatment. Short life 
expectancy and high risk surgery makes few clinicians hesitant to 
proceed with the surgery. On the other hand few clinicians operate 
on the patient as palliative mode with careful surgical resection of 
the underlying obstructive malignancy. The prognosis of surgery in 
these patients is good when there is no nodal metastasis [1]. 

CONCLUSION
Malignant colojejunal fistula is rare and is usually from the primary in 
the sigmoid colon. It is associated with serious complications and 
subsequent high morbidity and mortality. The clinical manifestation 
is subtle and is often first discovered on imaging, sometimes 
serendipitously on Computed Tomography. Computed Tomography 
Enterography is preferred for the demonstration of fistula whereas 
routine Computed Tomography is preferred for extraluminal 
pathology like malignant growth and abscess. Detection of fistula 
and its complications has a great impact in the management 
and prognosis which when appropriately detected, reduces the 
debilitating metabolic and nutritional deficiencies, thereby improving 
the patient morbidity and mortality.
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[Table/Fig-3]: CECT abdomen with rectal contrast study saggital reformatted 
images shows short segment wall thickening (blue star) of splenic flexure extending 
into the distal transverse colon and proximal descending colon causing significant 
luminal narrowing. There is infiltration into the adjacent proximal jejunum inferiorly 
with short fistulous track (blue arrow).The rectal contrast is seen within few of the 
proximal jejunal loops (blue dot)

[Table/Fig-4]: CECT abdomen with rectal contrast study coronal reformatted 
images shows normal duodeno-jejunal (DJ) junction (red arrow) and infiltration of 
proximal jejunum (blue star) by colonic malignant lesion. Note the evenly spaced 
valvulae conniventes of proximal jejunum (purple arrow) is faintly seen through the 
positive luminal contrast
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