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Case Report

Colobronchial Fistula (CBF) Type 1 in a young female

with advanced stage solid tumours with defective DNA
mismatch repair (IMSI-H)
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Abstract

We report a case of colobronchial fistula in a 43 years old female with history of advanced endometrial carcinoma involving ascending colon, spleen, pancreas
and omentum. She underwent total hysterectomy, salpingoopharectomy, distal pancreatectomy, splenectomy right hemicolectomy and HIPEC with postoperative
chemotherapy. later, she had colobronchial fistula that mandated laparotomy drainage of the collection, repair of transverse colon, excision of a fistulous track. Left
thoracotomy and Closure of a diaphragmatic defect, clipping of the thoracic part of the fistulous track, wedge resection of the involved subsegment of the left lower

lobe. Immediate resolution of the foul-smelling expectoration.

Introduction

Colobronchial fistula CBF is extremely rare. Very small number
of cases is reported in the literature. A lot of causes are accused to be
responsible for this pathology. The commonest cause is Crohn’s disease,
postoperative intraperitoneal adhesion and or diaphragmatic hernia.
However, infections or abscesses, subphrenic collections, malignancy,
radiotherapy and Hyper thermic intraperitoneal chemotherapy
(HIPEC) have been reported as possible causes [1-5].

CBF can present with chronic expectoration with foul smelling
sputum and rarely without foul smelling sputum, weight loss, fever,
chest pain, dyspnoea and or haemoptysis. It is suspected when the
Sputum culture grows intestinal flora positive, such as Escherichia coli.

CBF can be diagnosed by barium enema, CT scan with multiplanar
reconstruction, flexible colonoscopy and may be post-mortem [1-3].

Surgical resection of the affected segment of the colon with
or without lung resection is the main line of treatment. However,
conservative treatment with antibiotics and total parenteral nutrition
may be adopted [4,5].

Case Report

A 44-year-old female presented, with endometrial cancer
involving the surrounding structures and an unremarkable past
medical history. Abdominal exploration was performed at our
institution, revealing extensive peritoneal involvement of the pelvic
organs, gastric nodule, pancreatic, splenic and ascending colon.
Right hemicolectomy, total hysterectomy with salpingoopharectomy,
distal pancreatectomy, splenectomy, omentectomy and HIPEC was
performed. Pathological examination showed poorly differentiated
carcinoma involving the left side of the uterine myometrium
extending into the endometrium, with extensive lympho-
vascular invasion. The mesenteric lymph node showed metastatic
poorly differentiated carcinoma. Splenectomy: showed poorly
differentiated carcinoma involving the spleen, tail of pancreas, and
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omentum. With the tumour size: 10 cm in greatest dimension and the
pancreatic surgical resection margin: uninvolved by carcinoma. Cecum,
right colon and terminal ileum, right hemicolectomy uninvolved
by carcinoma. With two metastatic poorly differentiated carcinoma
deposits, the larger deposit size: 9 cm in greatest dimension with eleven
lymph nodes, negative for metastatic carcinoma. Peritoneal deposit,
biopsy: showed metastatic poorly differentiated carcinoma. Right ovary
and tube were negative for malignancy. Gastric nodule, biopsy: showed
spindle cell lesion involving a lymph node. The ileocecal lymph node
biopsy showed reactive lymph node, negative for metastatic carcinoma.
She had a smooth postoperative course and went home in a stable
condition after 10 days. She tolerated the adjuvant chemotherapy well.
Nine months postoperatively, she experienced refractory expectoration
with foul odour sputum. Sputum culture grew E Coli She was started
on broad spectrum antibiotics and CT chest and abdomen ordered
which revealed left sub-phrenic collection and CBF (Figures la-
1c). Multidisciplinary meeting voted for redo laparotomy and left
thoracotomy. The patient was consented. Redo laparotomy showed
adhesions that were lysed, transverse colonic tear repaired, tumour in
the pancreas which was resected, collection drained, Fistulous track
dissected and clipped. Left thoracotomy was performed in the same
operating session with closure of a diaphragmatic defect, clipping of the
thoracic part of the fistulous track, wedge resection of the involved sub
segment of the left lower lobe. (Figure 1d). Immediate resolution of the
foul-smelling expectoration. Three months follow up was completely
unremarkable apart from increased size of multiple right sided lung
nodules mostly metastasis.
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Figure 1: (1a-1c) CT Abdomen with oral and IV contrast showing the colobronchial
fistulous track; 1d: Intraoperative Picture showing the diaphragmatic defect and the non-
toothed forceps controlling the pulmonary end of the fistula

Discussion

The key of suspicion of colobronchial fistula was the refractory
expectoration of foul odour with E coli in the sputum culture. The
diagnosis was confirmed by CT chest and abdomen with oral and IV
contrast. Patient was already on antibiotics before this presentation
because of the unexplained? pneumonic infiltrates. The general
condition of the patient was good, and her spirit was high. This may
have helped her to overcome this pathology.

The splenic flexure was the affected area in our case. This is similar
to the case reported by Karmy-Jones R, et.al., 1995 and Laterza B et.al,
2009 They explained the involvement of the splenic flexure by its cranial
location, with direct contact to the left diaphragm with no protective

role of the liver They added unnoticed injury of the left diaphragm
during peritonectomy and or splenectomy with increased intra-
abdominal temperature and pressure during HIPEC [4,7].

Our patient and her family members are at increased risk for
having an inherited colon cancer because she had loss of MLH1/PMS2
expression and defective DNA mismatch repair current data suggest
that advanced stage solid tumours with defective DNA mismatch repair
(MSI-H) are more likely to respond to treatment with immunotherapies
such as anti-PD-1 therapies [8].
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