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Colovesical fistulae in the sigmoid diverticulitis
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SUMMARY: Colovesical fistulae in the sigmoid diverticulitis.
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In most cases Colovesical fistulae are complications of diverticular
disease and representing the most common kind of colodigestive fistula;
less common are colovaginal, colocutaneous, coloenteric and colouteri-
ne fistula.

In this article we review the literature concerning colovesical fistu-
lae in colorectal surgery for sigmoid diverticulitis and report on two ca-
ses that required a surgical treatment, one elective and the other in emer-
gency. In both cases we performed a sigmoid resection with a primary
anastomosis and small vesical window-ectomy placing a Foley catheter
for abour 10 days.

RIASSUNTO: Le fistole colovescicali nella diverticolite del sigma.
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Nella maggior parte dei casi le fistole colovescicali rappresentano una
complicanza della malattia diverticolare e sono la tipologia piis comu-
ne di fistola colodigestiva; meno comuni sono le fistole colovaginali, co-
locutanee, coloenteriche e colouterine.

Nel presente lavoro abbiamo effettuato una review della letteratu-
ra riguardante le fistole colovescicali in chirurgia colorettale per diver-
ticolite del sigma. Decriviamo anche due casi che hanno richiesto un
trattamento chirurgico, in uno in elezione ¢ nellaltro in urgenza. In
entrambi i casi abbiamo eseguito una resezione colica con anastomosi
primaria e minimaresezione vesvicale con posizionamento di catetere di
Foley in media per 10 giorni.
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Introduction

Colovesical fistulae are the most common type of ve-
sicointestinal fistula and the most prevalent of these are
vesicosigmoid fistulae. In most cases, they are compli-
cation of diverticular disease (about 50% of all vesical
fistulae) and so they can be associated with previous hi-
story of diverticulitis-like symptoms.

The incidence of these fistulae due to complicated
diverticulitis is not always homogeneous and it can vary
according to the different causes, which can be, thou-
gh less commonly, locally advanced pelvis neoplasms,
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Crohn’s disease, radiotherapy effects, penetrating pelvic
trauma and iatrogenic surgical lesions (1, 2).

Case reports

We report the clinical cases of two patients with colovesical fi-
stulae that we observed in our Surgery Division at the Ospedale Ci-
vile “S. Maria” in Terni, Italy.

Case 1

A 65-year-old man was admitted with a history of recurring cy-
stitis in the previous 6 months and recent fever and pneumaturia.
The patient was also affected by type II diabetes mellitus and the
urine culture test was positive for Gram-negative bacteria (Escheri-
chia Coli and Klebsiella).

A cystoscopy was carried out and did not show the presence of
a fistula, but obey cystitis. The abdominal and pelvic ultrasound scan
underlined the presence of an adherence plaze in the Douglas, whi-
ch involved the sigmoid colon and the vesical wall. A barium ene-
ma was performed and showed a sigmoid diverticular disease but
not the presence of a colovesical fistula. A pelvic CT did not seem
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to be necessary, while a cystography was carried out and showed the
presence of a colovesical fistula.

The patient underwent a left hemicolectomy associated with a
small vesical window-ectomy, in order to have enough healthy wall
for the later reconstruction with Vicryl stiches. A vesical two-way
catheter and a drainage were placed and the Foley catheter was re-
moved on the 10™ postoperative day after a negative cystography.

Case 2

A 72-year-old woman was treated in emergency for acute ab-
dominal pain and septic conditions with dysuria, ileus since 5 days
and neutrophilia (84%). The ultrasound scan was positive for a Dou-
glas abscess and the patient underwent surgery for a suspected ap-
pendicitis with peritonitis.

We found a large volume of pus in the pelvic pouch (but no si-
gn of appendix inflammation), and several adherences involving the
great epiploon, the sigmoid intestine and the bladder. So we carried
out adherence lysis, pus drainage and we removed the inflamed stret-
ch of the large epiploon, the sigmoid tract involved in the inflam-
matory process and a small part of the vesical wall adherent to the
colon. A Knight-Griffen terminal-lateral rectocolic anastomosis was
performed and a vesical wall reconstruction with Vicryl stiches was
carried out.

Also in this case we placed a vesical two-way catheter which was
removed on 10" postoperative day after a negative cystography.

Discussion

Colovesical fistulae from diverticulitis are the most
common vesical fistula and they can be due to two dif-
ferent mechanisms: direct extension and rupture of a di-
verticular abscess into the bladder (most common) or
direct perforation of the diverticulum which adheres to
the bladder (more rare).

The signs of colovesical fistulas can be vague and not
easily identified, but in nearly all cases, a “pre-fistula syn-
drome” is present: pain in the lower abdomen, dysuria,
and vesical tenesmus. The correct diagnostic approach
in case of clinical suspect of colovesical fistula has been
always discussed but even the guidelines for sigmoid di-
verticulitis proposed by the American Society of Colon and
Rectal Surgeons’ lask Force hasn't established the most sui-
table method for diagnosis of colovesical fistula (4) . So-
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