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CASE REPORT

Colo-renal fistula: An unusual cause of hematochezia
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Abstract

A 76 year old woman with bloody stools and symp-
tomatic anemia presented to the Emergency Depart-
ment approximately 2 wk after computed tomography
(CT)-guided cryoablation to a 4.5 cm renal cell car-
cinoma on her left posterior kidney. The patient was
initially prepped for a colonoscopy to view possible
causes of lower gastrointestinal bleeding. However,
the patient had a CT with PO contrast that revealed a
variation of a renoalimentary fistula. The patient was
subsequently brought to the operating room, and it
was discovered that a colo-renal fistula had formed,
with transmural perforation of the posterior descending
colon. A left nephrectomy, left colectomy with colostomy
and Hartmann'’s pouch was performed.
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INTRODUCTION

Lower gastrointestinal bleeding in an eldetly patient has
a variety of etiologies. The most common causes of
bleeding typically include diverticulosis, ischemic colitis,
cancer, and angiodysplasia. Invasive procedures, such as
percutaneous ablation, have introduced a new mechanism
for the discovery of renalimentary fistula (RFA), of which
only a few cases have been described in the literature.
In 2006, Arruda et 4/ described a case of renoduodenal
fistula after RFA. In 2007, Vanderbrink e 4/ described the
first known case of colo-renal fistula after percutaneous
cryoablation of renal cell carcinoma. The patient in their
case was treated successfully with an internal ureteral stent
and the fistula resolved. We present a patient with a colo-
renal fistula who required an open surgical procedure
as a result of the severity of her clinical presentation. A
literature review of colo-renal fistulae is also presented.

CASE REPORT

A 76 year-old African American woman presented with
a one day history of hematochezia and syncope. She also
noted lower abdominal pain, but denied nausea or vomit-
ing; Prior to these recent bowel movements, she had been
constipated for the past 10 d. She had had a negative
colonoscopy 20 years ago. She has type 2 diabetes, hyper-
tension, and renal cell carcinoma. Two wk ago, she had
computed tomography (CT)-guided percutaneous pal-
liative cryoablation to a 4.5 cm tumor on her left kidney.
Since the surgery, she had had a poor appetite and had
been eating less.

She was afebrile, with a blood pressure of 142/65

August 15,2010 | Volume1 | Issue 3 |



Wysocki ID et a/. Colo-renal fistula

Figure 1 This image illustrates the reflux of the oral contrast into the left
kidney via the colo-renal fistula, as well as free air in the renal parenchyma
and perinephric space (arrow). Also noted is thickened small bowel wall
adjacent to the left kidney (arrow tip).

Figure 2 This is a gross specimen of the descending colon that fistulized
with the kidney. There are granular and smoothing changes of the large bowel
encompassing the fistula, indicating that there was adhesion and phlegmon prior
to fistulization (arrow).

mmHg; her other vital signs were stable. Her left lower
abdomen was tender to deep palpation. She had hyperac-
tive bowel sounds and, on rectal examination, bright red
blood was noted.

Upon admission, her hemoglobin was 9.1 g/dL. Six
h latet, it had dropped to 7.3 g/dL. Her white blood cell
count was 10300/ uL, platelet count 481000/mL, crea-
tinine 1.7 mg/dL, prothrombin time/International Not-
malized Ratio - 10.0 s/0.9. Her urinalysis had glucose >
1000 mg/dL, 26 white blood cells/high power field and
trace mucous. There was no fecaluria. A CT scan revealed
a 6.8 cm X 7.2 cm X 7.5 cm area within the left kidney,
representing prior cryoablation of renal cell carcinoma.
Inflammatory changes, oral contrast, and foci of air (Fig-
ure 1) were also noted. Small and large bowel were both
in close association with this area and possibly denoted a
bowel fistula. Extensive atherosclerosis of the abdominal
aorta was also noted. The patient was taken to surgery and
a left nephrectomy, left colectomy and Hartman’s Pouch
was completed.

The left kidney and left colon were surgically resected
and reviewed histopathologically (Figures 2 and 3). The
kidney had a completely infarcted 6 cm left lower pole
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Figure 3 The histopathology represented is a tissue sample from the
intestinal fistula. Note the inflammation on the serosal layer with an accu-
mulation of neutrophils (arrow).

tumor, with nephro-colonic fistula of the left colon. The
colon demonstrated focal acute colitis with perforation
and fistulous tract to the kidney.

DISCUSSION

Hematochezia in an elderly patient has a variety of etiolo-
gies, including diverticulosis, ischemic colitis, cancer, and
angiodysplasia. Recently, percutaneous cryoablation has
introduced a new mechanism for the discovery of lower
gastrointestinal (GI) bleeding. While the colon is typically
hydrodissected during cryoablation to reduce the risk of
injury to the descending colon, it is possible to inadver-
tently puncture the bowel with an applicator or extension
of the ablation zone. Perforation may be followed by fis-
tula and abscess formation"!. Fistulography is valuable in
diagnosing some types of fistulae, but Parvey ez al” found
that CT was the single most useful diagnostic modality for
colo-renal fistula. While colonoscopy is usually indicated
in lower GI bleeding, there is no body of evidence to
support this procedure for the management of colo-renal
fistulae.

Conservative management should be considered in
stable patients with normal kidney function and previous
success with ureteral stenting to close fistulas”. When
conservative management is not an option, or the fistula
is complex, surgery is the primary method of treatment.
Symptoms indicating that surgery is required include in-
testinal obstruction, bleeding, sepsis, or renal failure” and
the surgery then should be nephrectomy and partial bowel
resection. Due to this patient’s co-morbidities, surgical ex-
ploration was performed to treat her lower GI bleeding;

Only a few case reports describe colo-renal fistula
after ablative techniques: Uribe ez al” and Weizer et al® des-
cribed them after laparoscopic and percutaneous RFA, re-
spectively. Silverman'” and Vanderbrink™ described colo-
renal fistulae after percutaneous cryoablation of renal cell
carcinoma. Although rare, physicians should be aware of
the risks of these ablative techniques. Patients may appear
to have a classic presentation of hematochezia, but, in rea-
lity, require timely imaging, and close coordination with
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the surgical team. In this case, a carefully taken history of
recent intra-abdominal interventions prevented unneces-
sary endoscopic evaluation.
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