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Abstract

Introduction

 Diverticular disease, also known as diverticulosis, is 
the condition of having diverticula in the colon, which 
are out-pocketing of the colonic mucosa and submucosa 
through weaknesses of muscle layers in the colon wall. These 
commonly occur in the sigmoid, because of the increased 
pressure in this part of the colon during normal peristalsis. 
Incidence increases after the age of 40.1

 Diverticulitis is inflammation of a diverticulum. Acute 
uncomplicated diverticulitis characteristically presents with 
fever, anorexia, left lower quadrant abdominal pain, and 
obstipation. Complicated diverticular disease is defined as 
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diverticular disease associated with an abscess or perforation 
and less commonly with a fistula. Perforated diverticular 
disease is staged using the Hinchey classification system. This 
staging system was developed to predict outcomes following 
the surgical management of complicated diverticular 
disease. 

 Acute diverticulitis may result in free perforation resulting 
in peritonitis or peri-colic abscess formation, involvement 
of adjacent organs, and fistula formation. Fistulas occur 
in approximately <5% of cases either spontaneously or 
after surgical or drainage procedures.2,3 The most common 
diverticulitis-associated fistulas are colo-vesical, colo-
vaginal, and enterocolic, whereas colo-cutaneous fistulation 
has been rarely described.4–9

Case Presentation

 A 76-year old F i l ipino man was admitted in our 
institution due to hematochezia and a non-healing post-
appendectomy wound with fecaloid secretions. 
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Introduction: Colo-cutaneous fistula is a very rare compli-
cation of colonic divert icular disease, occurr ing in 
approximately one percent of cases either spontaneously or 
after surgical or drainage procedure. Herein we describe a 
patient with a colo-cutaneous fistula from the sigmoid to the 
appendiceal stump in a post-appendectomy patient which 
also exits to the skin at the post-operative site.

Case Presentation: The patient is a 76-year-old Filipino male 
who had appendectomy five months earlier and a history 
of diverticulitis, and presented with a subcutaneous abscess 
at the post-operative site. The abscess was drained, a colo-
cutaneous fistula was radiographically established, and the 
surgical site was explored. Intraoperative findings showed 
the presence of multiple colonic diverticuli and a sigmoid-
cutaneous fistula on the right lower abdominal quadrant. 
Interestingly, an incidental descending colon mass was 
also noted at the splenic flexure measuring approximately 
2x3 cm to which frozen section revealed adenocarcinoma 

which was not seen in pre-operative CT scans. An extended 
left hemicolectomy was performed, and no postoperative 
complications were noted. At present three years later, he 
fares well without any signs and symptoms of the disease.

Conclusion: Diverticulitis is a common condition in the 
older age group that needs to be considered in patient 
management. Colo-cutaneous fistula may be a rare 
complication of the disease but should be part of our 
differentials as internists in working up patients presenting 
with persistently draining superficial wound that either occurs 
spontaneously or post-operatively. Patients with diverticulitis 
also have increased risk of colorectal cancer and diagnostic 
imaging may not always differentiate the two entities, thus 
colonoscopy should be done if possible.

Keywords: colo-cutaneous fistula, appendiceal stump, 
diverticulitis, case report



 The patient is a known hypertensive and diabetic with 
good compliance with maintenance medications. He 
had an appendectomy five months prior to confinement 
due to acute suppurative appendicitis. The operation was 
unremarkable, but he was discharged after two weeks due 
to delayed healing of the wound, with moderate wound 
discharges from the surgical site. He completed one week 
of piperacillin-tazobactam, metronidazole, and was sent 
home afebrile with cefixime PO for seven days, but minimal 
purulent discharges were still seen on the postoperative site.

 One month pr ior  to conf inement,  pat ient  was 
readmitted due to persistent wound discharges, and a 
subfascial abscess was noted at the post-appendectomy 
abdominal wall where debridement was done. Patient was 
discharged well.

 At home, the patient was occasionally noted to have 
hematochezia (approximately one to two episodes a day), 
with no abdominal pain, fever, or changes in bowel habit. 
He was then readmitted for colonoscopy. (Figure 1) During 
the procedure, the scope could not be further introduced 
because there was an inflamed rectosigmoid diverticulitis 
20 centimeters from the anal verge obliterating the lumen 
(Figure 2). The inflamed mucosa had patchy ulcerations 
and abscesses with fresh bloodstains, although no active 
bleeding was noted. CT scan taken on the same day showed 
sigmoid diverticulitis with colo-cutaneous fistula formation 
(Figure 3) and no masses were noted. A fistulogram was 
then performed where the contrast dye was injected into 
the cutaneous opening of the previous appendectomy 
site, and a fistulous tract was seen communicating with the 
sigmoid colon (Figure 4). 

 Surgery (exploratory laparotomy with possible Hartmann’s 
procedure) was planned, however intraoperative findings 
revealed the presence of a mass at the splenic flexure, 
approximately 2x3 cm to which frozen section revealed 
adenocarcinoma, multiple colonic diverticuli, and a 
sigmoid-cutaneous fistula on the right lower abdominal 
quadrant. An extended left hemicolectomy was performed, 
and patient was eventually discharged well five days post-
op.

Discussion
 
 Colonic diverticular disease is a relatively common 
clinical condition. Approximately 60% of the population 
of western societ ies over 60 years old wi l l  develop 
diverticulosis.10 The incidence of diverticular disease and the 
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Figure 1. Timeline of patient symptoms

Figure 2. Colonoscopy showing that the scope could not be further introduced because there 
was an inflamed rectosigmoid diverticulitis 20cms from the anal verge obliterating the lumen.

Figure 3. CT Scan of the whole abdomen: coronal oblique (A) and axial oblique (B) view 
showing numerous outpouchings along the sigmoid colon. A fistulous tract (arrow) containing 
fluid and pockets of air is seen extending from the sigmoid and opening into a defect along the 
right lower abdominal wall at the site of the surgical incision. The tract measures approximately 
11 cm in length and 1.0 cm in diameter.

Figure 4. Fistulogram showing a fistulous tract connected to the sigmoid colon. Saccular 
outpouchings are seen along the sigmoid colon due to diverticulosis.
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overall risk of complications increases with age. In fact, 4–25% 
of patients with diverticulosis will develop a complication 
requiring hospitalization and 30–50% of these will require 
surgical intervention.11

 The evolution of diverticular disease may be divided into 
two stages: It starts with a simple formation of a diverticulum 
(diverticulosis) and may later progress to diverticulitis with 
pericolitis, pericolic abscess, intra-abdominal or pelvic 
abscess, and perforation leading to peritonitis and sepsis.11 

 Moreover, the extension or rupture of a diverticular 
abscess into an adjacent organ may give rise to a fistula, 
most commonly colo-vesical. Not so common fistula from 
diverticulitis have also been identified, such as colo-uterine, 
colo-salpingeal, colo-seminal and uretero-colic.12

 Colo-cutaneous fistulae occur in about one percent of 
cases,10,11 and majority of them develop as a complication 
of previous bowel resection for divericulitis. The incidence of 
fistula formation is higher in patients in whom an operation is 
performed in the presence of acute perforation or abscess,13 
giving us an idea that maybe the patient already had 
asymptomatic diverticulitis when the appendectomy was 
performed. Recurrent attacks of diverticulitis create intra-
abdominal adhesions predisposing to fistula formation.10 
Furthermore, a colo-cutaneous fistula may also form as the 
result of percutaneous drainage of diverticular abscesses 
without subsequent resection.14

 The diagnosis of a colo-cutaneous fistula can usually 
be clinched from the history and the presence of a fistulous 
opening in the skin. Drainage of feces from the cutaneous 
opening is a constant and characteristic feature. Barium 
enema examination can confirm the diagnosis. However, 
computed tomography is the preferred study for colo-
cutaneous fistulas because it provides information on both 
the intra- and extraluminal features of the fistulous tract, 
the part of bowel involved, and the presence of abscesses, 
obstruction, or perforation.15 Water-soluble contrast 
fistulography outlines the fistulous tract and can demonstrate 
multiple fistulas. Colonoscopy is also useful in excluding other 
pathologies.

 Diverticular fistulas generally do not close spontaneously; 
nonetheless, the presence of a fistula is rarely an indication 
for immediate surgical intervention. In most cases, an 
elective one-stage procedure with resection and primary 
anastomosis is done because it is associated with decreased 
morbidity and length of hospital stay. If conditions are 
suboptimal due to extensive inflammation, comorbidities, 
and complications, operation in two stages may also be 
done.16

 Currently, resection of the fistulous tract and the affected 
colon with primary colonic anastomosis in a single operation 
is the treatment of choice for diverticulitis-associated 

fistulas. The success rate of the single-stage procedure 
is almost 90% without increased postoperative morbidity 
and mortality rates.2,3,6 Two- or three-stage procedures 
consisting of a preliminary diverting colostomy with or without 
resection, respectively, followed by colostomy closure 
as a final stage are reasonable alternatives especially in 
patients with massive fecal load, severe inflammation, or 
obstruction. More recently, the laparoscopic approach has 
been reported to be an effective and safe method for the 
management of diverticular disease complicated by fistula 
formation.17,18

 The r isk of having colorectal cancer has been 
establ ished to be increased in patients who have 
inflammatory conditions of the bowel such as diverticulitis. 
In fact, studies have shown that the risk is increased by 44-
fold in patients with acute episodes of diverticulitis than that 
of the age- and gender- adjusted reference population.19-21 
Studies have also shown that the diagnosis of early-stage 
colorectal cancers can be missed due to difficulties in 
distinguishing a “malignant-looking” mass from diverticulitis 
on CT scans which reinforces the importance of pursuing a 
colonoscopy in these patients to rule out malignancy.22-24

 Just like in our patient, colon and fistula resection with 
colostomy, and closure of the distal bowel with formation 
of a Hartmann’s pouch was initially planned; however, 
intraoperative findings revealed the presence of a mass at 
the splenic flexure, multiple colonic diverticuli, and a sigmoid-
cutaneous fistula on the right lower abdominal quadrant, 
thus an extended left hemicolectomy with Hartmann’s 
procedure was performed. Patient was discharged on the 
5th post-op day, has been followed up for three years and 
his condition remained satisfactory with no recurrence of 
the fistula. 

Conclusion

 Diverticulitis is a common condition in the older age 
group that needs to be considered in patient management. 
Colo-cutaneous fistula may be a rare complication of the 
disease but should be part of our differentials as internists 
in working up patients presenting with persistently draining 
superficial wound that either occurs spontaneously or post-
operatively. Patients with diverticulitis also have increased 
risk of colorectal cancer and diagnostic imaging may not 
always differentiate the two entities, thus colonoscopy 
should be done if possible.
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