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ABSTRACT

Introduction. Colorenal fistula is rare in the pediatric popula-
tion. It may occur at any segment involved by ischemia, chronic in-
flammation, or necrosis. It is typically associated with a preliminary
renal lesion that may arise as a result of interventional procedures,
inflammatory conditions, colon tumor, and xanthogranulomatous
pyelonephritis, among others.

Clinical case. 15-year-old female patient diagnosed with acute
lymphoblastic leukemia admitted at our institution for baseline con-
dition management. During her stay, she experienced gastrointestinal
and urinary infectious events. In the assessment and management
of those, a left colorenal fistula was found. Surgical treatment was
decided upon.

Discussion. Colorenal fistula typically occurs secondary to re-
nal inflammation or infection. Clinical signs are highly variable,
and treatment is surgical, with the fistulous tract being resected in
all cases.

KEY WorbDs: Urinary infection; Colorenal fistula; Acute lympho-
blastic leukemia.

FiSTULA COLORRENAL E INFECCION DE ViAS URINARIAS
EN PACIENTE PEDIATRICO CON LEUCEMIA LINFOIDE AGUDA

RESUMEN

Introduccién. Las fistulas colorrenales son infrecuentes en la
poblacién pedidtrica. Pueden desarrollarse en cualquier segmento
afectado por isquemia, inflamacion crénica o necrosis. Suelen estar
asociadas a una lesién primitiva en el rifién que puede producirse
por procedimientos intervencionistas, enfermedades inflamatorias,
tumorales del colon, pielonefritis xantogranulomatosa, entre otras.

Caso clinico. Paciente femenina de 15 afios, con diagnéstico de
leucemia linfoide aguda, ingresa a la institucion para recibir manejo
de su enfermedad de base. Durante su evolucién, desarrolla eventos
infecciosos (gastrointestinales y urinarios), y en evaluacion y manejo
de estos se documenta fistula colorrenal izquierda, motivo por el
cual se da un enfoque de tratamiento quirurgico.
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Comentarios. La fistula renocdlica generalmente se presenta
secundaria a procesos inflamatorios o infecciosos renales; su pre-
sentacion clinica es muy variada, y el tratamiento es quirtirgico,
incluyendo siempre la reseccién del trayecto fistuloso.

PALABRAS CLAVE: Infeccion urinaria; Fistula renocélica; Leucemia
linfoide aguda.

INTRODUCTION

Colorenal fistula is a rare instance in the literature, and
especially so in the pediatric population”). The fistulous
tract may develop at any segment involved by ischemia,
chronic inflammation, or necrosis®. However, left colo-
renal fistula is the most frequent renal intestinal fistula®.
It is typically associated with a preliminary renal lesion
that may arise as a result of interventional procedures,
inflammatory conditions, colon tumor, xanthogranuloma-
tous pyelonephritis, trauma, chronic pyelonephritis, renal
cell carcinoma, radiofrequency ablation, or perforation of
renal or perirenal abscess!3-5.

Symptoms and clinical findings associated with col-
orenal fistula are atypical and variable©. Urinary tract
infection is the most frequent finding. The presence of a
mass, abdominal pain, fever, and pyuria are also common.
Classic manifestations such as pneumaturia and fecaluria
are rarely reported?.

Diagnosis of colorenal fistula is usually achieved by
means of imaging tests. Imaging tests using gastrointestinal
contrast such as barium enema may demonstrate the fistu-
lous tract in some cases. Imaging tests using intravenous
contrast do so more frequently, but they also may compro-
mise renal function, which could already be impaired as
a result of the fistula. Retrograde pyelography is the gold
standard technique for definitive diagnosis®.

Treatment may require nephrectomy and fistula closure,
or intestinal resection with primary anastomosis®.
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Figure 1. A) Abdominal and pelvic CT-scan demonstrating the colorenal fistula on the sagittal plane. B) Abdominal and pelvic CT-scan

demonstrating the colorenal fistula on the coronal plane.

By 2010, just over 100 cases had been reported in the
literature'%1). Diagnosis is usually achieved by means of
imaging tests, and treatment is typically surgical. How-
ever, conservative management has also demonstrated good
results(210),

We could not find any instance of colorenal fistula as a
complication secondary to acute lymphoblastic leukemia
management in a pediatric patient.

CLINICAL CASE

15-year-old female patient with history of acute lym-
phoblastic leukemia. She was admitted at our institution
to receive a remission protocol. During her stay, she devel-
oped multiple complications such as neutropenic colitis,
urinary tract infection, and recurrent pyelonephritis.

Given the persistence of pain at the left hemiabdo-
men and the presence of recurrent urinary infection, a
contrast-enhanced abdominal CT-scan was carried out,
which demonstrated a colorenal fistula compromising the
posterior wall of the descending colon and the lower pole
of the left kidney (Fig. 1).

Laparoscopic surgical repair was decided upon. A 10
mm umbilical port was used for the scope, and two 5 mm
working ports were placed. Toldt’s fascia was dissected,
with large adhesions being found at the proximal segment
of the descending colon involving the lower pole of the
left kidney. A 2 cm? perirenal abscess was drained, with
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opening of 70% of the circumference of the colon, and
with an approximately 1.5 cm renal compromise, with
friable tissue around (Fig. 2). The colonic segment involved
was resected. Resection borders were submitted for patho-
logical examination. A side-to-side anastomosis was per-
formed at the antimesenteric border, the procedure being
uneventful.

RESULTS

In the postoperative period, the patient required follow
up at the pediatric ICU for 5 days, with parenteral nutri-
tion. In that period, she developed surgical site infection,
which was treated with antibiotics (sulbactam ampicillin
and clindamycin), with an adequate progression.

On day 6, enteral nutrition was initiated and well toler-
ated. Chemotherapy was resumed and also well tolerated,
without associated complications. Baseline condition is
currently under follow-up. She has not developed any fur-
ther urinary tract infection episodes or other events with
renal compromise. Intestinal transit disorders have not
been reported.

DISCUSSION

Colorenal fistula is a rare entity typically occurring
secondary to acute or chronic renal inflammation.

CIRUGIA PEDIATRICA



Figure 2. A) Fibrotic area following left coloparietal lifting, corresponding with the fistula. B) Colonic segment opened following fistula
resection.

It is usually associated with renal obstruction and infec-
tion, perpetuated by the presence of renal calculi in half
of the cases. In other instances, it is secondary to other
infections such as tuberculosis, and to a lesser extent, fun-
gal infections. Instances associated with iatrogenic trauma
in the presence of lithotripsy and urinary diversion stents
have also been described. Malignant tumors are regarded
as a rare cause of this entity. In our case, the patient devel-
oped urinary and gastrointestinal infectious complications
in an immunosuppression context as a result of baseline
pathology. These complications were considered the trig-
gering etiology.

Fistulous tract formation may occur at any intestinal
segment, secondary to ischemia, acute or chronic inflam-
mation, and/or necrosis.

Symptoms and clinical findings are highly variable,
with urinary tract infection being the most common one,
as in our case.

Diagnosis was achieved using intravenous-con-
trast-enhanced abdominal and pelvic CT-scan images, as
described in the literature. However, retrograde pyelog-
raphy, which stands as the gold standard technique, was
not carried out.

Treatment may involve nephrectomy with subsequent
closure of the fistulous tract in the gastrointestinal tract,
or resection of the intestinal segment compromised with
subsequent primary anastomosis. Intestinal diversion is
also feasible, since it favors the deferred closure of the
fistulous tract. However, the fistulous tract should always
be removed in order to prevent abscess formation and sub-
sequent epidermoid carcinoma. The decision on how to
manage this entity should be based on the patient’s overall
compromise and the experience of the physicians in charge
with the relevant technique. In our patient, the intestinal

VOL. 34 No. 4, 2021

segment compromised was resected, and the fistulous tract
was removed, with subsequent primary anastomosis.

In conclusion, this is a rare entity associated with a
wide spectrum of clinical signs. Treatment is surgical, with
the fistulous tract being resected in all cases.

ACKOWLEDGEMENTS

The authors would like to thank Colombian National
Institute of Cancerology, especially the Pediatric Oncologic
Surgery department.

REFERENCES

1. Thiyagarajan D, Hughes M, Tamarkin F, Zighelboim I. Renocol-
ic fistula secondary to curative intent extended field radiotherapy
for cervical cancer. Gynecol Oncol Reports. 2018; 26: 66-8.

2. Blatstein LM, Ginsberg PC. Spontaneous renocolic fistula: a rare
occurrence associated with renal cell carcinoma. J Am Osteopath
Assoc [Internet]. 1996; 96(1): 57-9.

3. Wysocki JD. Colo-renal fistula: An unusual cause of hemato-
chezia. World J Gastrointest Pathophysiol. 2010; 1(3): 106.

4. Ashfaq A, Ferrigni R, Mishra N. Laparoscopic approach to co-
lo-renal fistula with renal preservation and omentoplasty: A case
report. Int J Surg Case Rep [Internet]. 2017; 35: 53-6.

5. Ould Ismail T, Hajji F, Janane A, Dekkak Y, Sossa J, Chafiki
J, et al. Renocolic fistula following abdominal trauma: a case
study. Prog Urol [Internet]. 2010; 20(3): 230-2.

6. Lee SW, Kim JH. Renocolic fistula secondary to a perinephric
abscess: A late complication of a forgotten double J stent. J
Korean Med Sci. 2009; 24(5): 960-2.

7. Saenz Medina J, Redondo Gonzilez E, Herndndez-Atance JM,
Crespo Martinez L, Llanes Gonzélez L, Rendén Sdnchez D,

Colorenal fistula and urinary tract infection in a pediatric patient with acute lymphoblastic leukemia 217



10.

11.

218

Péez Borda A. Fistula renocdlica como complicacién de radiof-
recuencia para tratamiento de carcinoma renal de células claras.
Arch Esp Urol. 2010; 63(1): 74-7.

Formoso R, Vaz V, Borda J, Martinho D, Lopes T. Fistula Re-
no-Cdlica como complicagdo de Pielonefrite Xantogranuloma-
tosa. Acta Urolégica. 2008; 2: 57-61.

Chalise PR, Sharma UK, Gyawali PR, Shrestha GK, Joshi BR,
Ghimire RK. Renocolic fistula following percutaneous nephros-
tomy: a case report. Nepal Med Coll J. 2009; 11(2): 143-4.

Taylor C, Jennings M, Ramachandran Nair L, Roda M. Rupture
of an Infected Renal Cyst Secondary to a Renocolic Fistula in
Autosomal Dominant Polycystic Kidney Disease. Cureus. 2019;
11(6): 4-8.

Iwashita'Y, Negi S, Iwashita Y, Higashiura M, Shigi Y, Yamanaka
S, et al. Severe refractory infection due to renocolic fistula in a
patient with a giant kidney and ADPKD undergoing long-term
hemodialysis. CEN Case Reports [Internet]. 2018; 7(1): 174-7.

J. Andrade Sabogal et al.

12.

13.

14.

15.

16.

Solomon R, Dawoud S, Eyerly S, Abrahams N, Pedraza F, Are-
nas J, et al. Pyeloduodenal Fistula in Xanthogranulomatous Py-
elonephritis: A Series of Two Cases. Perm J. 2018; 22: 17-150.

Numan L, Zamir H, Husainat NM, Tahboub M. Xanthogranu-
lomatous Pyelonephritis Causing Renocolic Fistula Presenting
as Symptomatic Anemia. Cureus. 2019; 11(6): 6-11.

Parra V, Preciado Aponte J, Huertas Quintero M, Garcia S,
Carlos Sabbagh L. Chronic Diarrhea as the Only Symptom in
a Patient with Duodenal-Colo-Renal Primary Fistula. Vol. 5,
ACG case reports journal. United States; 2018. p. e7.

Manzanilla Garcia H, Sanchez Alvarado J, Rosas Nava J, Soto
Abraham V. Fistula renocélica secundaria a adenocarcinoma de
colon. Rev Mex Urol. 2009; 69(6): 299-302.

Farifia Pérez LA, Pesqueira Santiago D, Alvarez Alvarez C,
Zungri Telo ER. Pielonefritis xantogranulomatosa difusa con
fistula renocoélica inadvertida durante mas de dos afios. Actas
Urolégicas Espafiolas [Internet]. 2004; 28(7): 553-5.

CIRUGIA PEDIATRICA



