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Abstract

Colovesical fistulas (CVFs) are rare complications of very advanced cancers of the abdominal or pelvic cavity and often cause diagnostic troubles. CVFs are found more often in males, whereas females usually suffer from rectovaginal or vesicovaginal fistulas. This article presents a case of a female patient who was admitted to the hospital because of acute diarrhea, presumably of infectious origin, and with only subtle abnormalities in blood tests and urinalysis. Owing to the ineffectiven​ess of the performed treatment and progressive in​tensification of symptoms, diagnostics were extended to include a computed tomography scan, sigmoidoscopy and cystography. The imaging results revealed a large heterogeneous conglomerate of solid and fluid struc​tures in the pelvis, which involved reproductive organs, the bladder and sigmoid colon. The excrement leaking from the digestive tract was urine, and CVF was the fir​st manifestation of colon cancer. Shortly after the final diagnosis, the patient deteriorated and eventually died after an urgent colostomy was performed because of a bowel obstruction. 
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Core tip: Colovesical fistulas are a rare complication of very advanced cancers of the abdominal or pelvic cavity. This article presents a case of a female patient whose first manifestation of colon cancer was a misleading watery diarrhea, which was later found to be urination through a pathologic junction between the bladder and distal colon.

INTRODUCTION

Colovesical fistulas (CVFs) are rare medical findings and mostly represent complications of diverticulitis, cancer, or Crohn’s disease. Advanced tumors, which grow abundantly in the abdominal or pelvic cavity, are responsible for approximately 20%-30% of CVFs[1]. Most frequently, CVFs originate from colon adenocarcinomas but may also occur as a consequence of neoplasms in other pelvic organs[2,3]. In any case, CVFs are observed at very advanced stages of neoplastic diseases[4,5].
This article presents a case of a patient with late ma​nifestations and a rapid course of an advanced colon cancer. The first symptom of the disease was urination through a pathologic junction between the bladder and distal colon, which was misinterpreted as diarrhea.

CASE REPORT

A female aged 81, previously healthy, physically fit and active was admitted to the hospital because of diarrh​ea, which had intensified within a few preceding days, despite maintaining a complete diet. On admission, the patient presented with a mild but recurring fever, abdominal cramps, nausea and a lack of appetite. The abnormalities in laboratory blood tests, performed upon the admission, were as follows: low potassium (2.68 mmol/L) and albumin (2.1 g/dL) levels, leukocytosis wi​th a predominance of granulocytes (18.52 × 109/L) and an increased level of C-reactive protein (191.8 mg/L; norm: < 5 mg/L). Urinalysis revealed mild bacteriuria and leukocyturia. An abdominal ultrasound showed mild hepatic steatosis with multiple solid, hyperechoic lesions in the entire liver, which were described as simple cysts (the largest measuring 20 mm). Initially, the patient was treated for diarrhea and urinary tract infection. After a week of ineffective antibiotic therapy, ruling out the initial diagnosis of infectious diarrhea, the patient was constantly deteriorating, and the symptoms of ab​dominal pain, massive watery diarrhea and nausea were progressively intensifying. The patient had no control urinalysis because of defecating to incontinence pads and a high possibility of contamination. She refused to be catheterized. An abdominal computed tomography scan revealed a 112 mm × 78 mm × 10 mm heterog​eneous conglomerate of solid and fluid structures, which presumably originated from some gynecologic or colon cancer and involved reproductive organs, the bladder and sigmoid colon (Figure 1). Locoregional lymph nodes were irregularly enlarged to approximately 20 mm and formed large masses, suggestive of peritoneum invo​lvement. Moreover, there were numerous hypodense solid lesions in the liver and both adrenal glands, as well as one in the right kidney cortex, all suggestive of metastases. By sigmoidoscopy, 10 cm from the anal verge, an irregular infiltrating mass and leakage of a co​lorless fluid were found, which were suggestive of CVF. The diagnosis was confirmed by cystography (Figure 2). While undergoing to all the diagnostic examinations, the patient collapsed, and her condition severely worsened. She started vomiting feces, and after consultation with a surgeon, she was qualified for an urgent colostomy because of a bowel obstruction. The patient died within few hours after the surgery. The postmortem patholo​gy diagnosis was a G3 poorly differentiated colorectal adenocarcinoma.

DISCUSSION

From the literature, it seems that fistulas between the bladder and digestive tract are uncommon and often cause diagnostic troubles. The patients are mostly cha​racterized by recurrent urinary tract infection, dysuria, fecaluria, and pneumaturia and less often by intestinal abnormalities such as diarrhea, melena and hemateme​sis[6]. Electrolyte and acid-base disturbances depend on the localization of the pathologic junction. Enterovesical fistulas cause pathological reuptake of electrolytes[4,7]. In cases of CVFs, cells of the colon epithelium exchange bicarbonates for ammonium and chloride ions[8]. CVFs tend to cause severe physical complications, and in most cases, patients end up with a close death[4,9-11].

Wei et al[6] have described a case of a patient with CVF, whose symptoms were comparable to those des​cribed in our case, i.e., chronic diarrhea with only mild urinary tract symptoms. However, their patient was a male, and the outstanding feature of our case is that the patient was a female. CVFs are more likely to occur in males, whereas females usually suffer from rectovaginal or vesicovaginal fistulas.

The presented patient experienced an unexpecte​dly late manifestation of a very advanced cancer. Sup​posedly, she must have had some alarming symptoms before the admission to the hospital, but they were not troublesome enough to make her seek any help. The bothering problems started from the perforation of the tumor and the formation of a fistula that caused a misleading urine passage through the digestive tract, which appeared as diarrhea. If control urinalysis was performed, the diagnosis would have been made a few days earlier. In this particular case, an earlier diagnosis would not have probably changed the course of events. Nevertheless, the most basic test, a urinalysis, might ha​ve been as informative as were the complicated, time-consuming and expensive radiological examinations. The concluding remark from the case is that the excrement from the digestive tract may not always be only feces, and diarrhea may be a misleading symptom of CVF.

ARTICLE HIGHLIGHTS

Case characteristics

Misinterpretation of diarrhea in a female patient with a colovesical fistula (CVF) due to an advanced colon cancer.

Clinical diagnosis

Acute diarrhea, recurring fever, abdominal cramps, nausea and a lack of appetite.

Differential diagnosis

Infectious diarrhea.

Laboratory diagnosis

Hypokalemia, hypoalbuminemia, leukocytosis with a predominance of gra​nulocytes and elevated C-reactive protein. Bacteriuria and leukocyturia in urinalysis.

Imaging diagnosis

A computed tomography scan revealed a heterogeneous tumor, enlarged lymph nodes in the pelvis and metastases in the liver and peritoneum. Cystography showed a CVF.

Pathological diagnosis

G3 poorly differentiated colorectal adenocarcinoma.

Treatment

An urgent colostomy conducted because of a bowel obstruction.

Related reports

Wei et al have described a case of a male patient with CVF, whose symptoms were comparable to those described in our case. However, to our limited knowledge, this is the first case report describing CVF in a female.

Term explanation

CVF is a pathologic junction between the bladder and colon. Approximately 20%-30% of CVFs develop as complications of advanced tumors of the ab​dominal or pelvic cavity.

Experiences and lessons

Diarrhea may be a misleading symptom of CVF. A basic test such as urinalysis should never be neglected. In our case, repeated urinalysis may have be​en very informative. Patients with diarrhea of unknown reason should be catheterized to control the renal loss of fluids and the quality of urine.
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Footnotes

Informed consent statement: Written informed consent to colostomy was obtained from the patient before the operation.
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Figure Legends
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Figure 1  Computed tomography scan - axial view. A heterogeneously thi​ckened bowel wall with an infiltrating tumor and separated fluid collection with air bubbles. The scan is suggestive of a perforated sigmoid tumor and an adjacent intraperitoneal abscess.
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Figure 2  Cystography - an oblique projection. An aqueous solution of the contrast medium was administered through a Foley catheter. A poorly filled urinary bladder with an irregular outline, a thickened and trabeculated wall. The contrast escapes upward and forms an irregular shape, which is the origin of the strip that contrasts a colon loop. The X-ray is suggestive of a colovesical fistula. 
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