
Articles © The authors   |   Journal compilation © J Med Cases and Elmer Press Inc™   |   www.journalmc.org
This article is distributed under the terms of the Creative Commons Attribution Non-Commercial 4.0 International License, which permits 

unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited
29

Case Report J Med Cases. 2018;9(1):29-33

Unorthodox Presentation of Colorectal Cancer With Multiple 
Fistulas and Multiple Abscesses

Hernan Gonzalez Monroiga, d, Fermin Lopez Riveraa, Jessica Castellanos Diaza, 
 Joham Senior Marinob, Ricardo Rivera Hernandezc

Abstract

Colorectal cancer is the third most lethal cancer in the United States 
and is the third most common type of cancer. In 2016, 134,490 cases 
of colorectal cancer were diagnosed in the United States. The diag-
nosis is usually made with screening colonoscopy on asymptomatic 
patients, while other patients are diagnosed after presenting symp-
toms such as hematochezia, iron deficiency anemia, changes in bowel 
movements, and abdominal pain. Also on emergency surgical proce-
dures, a tumor may be found. We present a case of a 50-year-old His-
panic woman, G3P3AO, with a past medical history of hypertension, 
major depressive disorder and hysterectomy in 2003 without any tox-
ic habits or family history of colon cancer or inflammatory bowel dis-
ease. Patient arrived with left lower quadrant pain, fever, and loss of 
appetite and was treated with IV antibiotics for an acute diverticulitis. 
Patient had multiple visits to urgency room for fecal material that dis-
charged from the vaginal area and multiple intraabdominal abscesses 
in addition to obstruction. On imaging studies, patient had rectovag-
inal fistula and multiple abscesses. The patient’s clinical condition 
became more complicated with enterocutaneous fistula and enteroco-
lonic fistula 4 months later, suggesting inflammatory bowel disease. 
Sigmoid adenocarcinoma was diagnosed on the second colonoscopy. 
The clinical presentations of this patient with multiple abscesses and 
fistulas are commonly found on inflammatory bowel disease and can 
also be found in complicated intraabdominal infections. Rectovaginal 
fistulas which were the first fistula more commonly are caused by ob-
stetric complications. Other common causes associated include sur-
gery, inflammatory bowel disease, radiation therapy, and malignancy. 
These findings can mask the diagnosis of colorectal cancer and make 
the diagnosis challenging.
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Introduction

At present, colorectal cancer is the third most lethal can-
cer in the United States and is the third most common type 
of cancer [1]. The incidence differs from developed and un-
developed countries [2]; 134,490 cases of colorectal cancer 
were diagnosed in the United States on 2016. Patients can be 
symptomatic or asymptomatic, depending on the location or 
progression and may present with different clinical features. 
The diagnosis is usually made with screening colonoscopy on 
asymptomatic patients, while other patients are diagnosed af-
ter presenting symptoms such as hematochezia, iron deficien-
cy anemia, changes in bowel movements, and abdominal pain. 
Also on emergency surgical procedures, tumor may be found 
[3, 4]. Uncommon presentations of colon cancer can mimic 
diverticulitis, and malignant fistulas on rectosigmoid locations 
and also can be seen as multiple abscesses on different areas of 
the gastrointestinal system [5, 6].

Case Report

The case was a 50-year-old woman, G3P3AO, with a past 
medical history of hypertension, major depressive disorder 
and hysterectomy in 2003. The patient does not have any 
toxic habits or family history of colorectal cancer or inflam-
matory bowel disease; the only history of malignancy is her 
mother who was diagnosed with a brain tumor at the age of 
71. Patient’s first visit to emergency room (ER) was in August 
2016 with symptoms that included suprapubic pain, flank pain 
and fever. The patient was managed with oral antibiotics for 
urinary tract infection and discharged home from ER. Three 
months later, the patient presented with similar symptoms, 
but this time, an abdomen-pelvis CT scan was remarkable for 
acute diverticulitis and was treated accordingly. Patient was 
discharged home after completing antibiotics and tolerating 
oral diet. Patient returned to ER on January 2017 with an acute 
abdomen, loss of appetite, fever, and nausea, and a CT scan 
with IV and PO contrast was repeated. The CT scan showed 
concentric thickening of the bowel wall with associated mural 
abscess, and fistulous connection between the sigmoid colon 
and vaginal cuff with rectal material on the vaginal cuff. Also 
a fistulous connection between the sigmoid colon and the left 
abdominal muscle was found. These findings were consistent 
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with colitis and multiple fistulas; however, colonoscopy was 
recommended to rule out malignancy. Colonoscopy was per-
formed 2 months later after receiving IV antibiotics and biopsy 

taken from the sigmoid colon was negative for malignancy. 
Patient’s symptoms worsened with active purulent secretions 
from abdominal wall and secretions of vaginal area that she 
described as fecal material. Patient was seen by gynecology 
service for evaluation of rectovaginal fistula, abundant fecal 
material was found at the vagina, and patient was referred to 
colorectal surgeon. Patient symptoms recurred by May 2017; 

Figure 1. Abdominopelvic CT scan of sagittal view with IV and PO con-
trast (white arrows) showing fistulous tract and enterocutaneous fistula.

Figure 2. Abdominopelvic CT scan with IV and PO contrast transverse 
view (white arrows) pointing fistulous tract and enterocutaneous fistula.

Figure 3. Abdominopelvic CT scan with PO and IV contrast coronal 
view showing colonic fistulous tract (white and orange arrows).

Figure 4. Abdominopelvic CT scan with PO and IV contrast coronal 
view showing large intraabdominal abscess (white arrows, orange ar-
row) showing bowel wall (four white lines showing another intraabdomi-
nal abscess).
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however, this time, the patient developed new enterocolonic, 
enterocutaneous, and colovaginal fistula seen on abdomen-pel-
vis CT scan with wall thickening and stranding in mesentery. 

At this moment, Crohn’s disease was suspected and was trans-
ferred for inflammatory bowel disease specialist evaluation. 
Colonoscopy was repeated and a biopsy from a mass on the 
sigmoid colon was taken and pathology reported an adenocar-
cinoma of the sigmoid colon (Figs. 1-7).

Discussion

A fistula can be defined as an abnormal connection between 
two body structures that are not supposed to be connected. The 
different fistulas can be classified in accordance to the different 
anatomic connections. External gastrointestinal fistulas result 
from connection between the gastrointestinal tract and the skin 
and drains to the outside part of the body and are called en-
terocutaneous. Internal fistulas do not drain through the skin 
and are connections between the gastrointestinal tract and ad-
jacent organs. The origin and insertion is used for the nomen-
clature of each fistula [7].

Trauma associated with childbirth is the most common 
cause of rectovaginal fistula which was the first fistula that ap-
peared in this patient. Tears of the perineum that extend to the 
bowel or procedures to facilitate delivery on prolonged and 
difficult labor can produce this type of fistula. Crohn’s disease 
is the second most common cause of inflammatory process on 
the gastrointestinal tract associated with the development of 
fistula and also abscesses are common complications of this 
disease. Malignancy and radiation therapy on the pelvic area 
can also predispose patients to develop fistulas. Finally, surgi-
cal procedures are other common causes [8, 9].

The development of multiple abscesses and fistulas on ad-
jacent parts to the colon is a common complication of Crohn’s 
disease and can also be associated with complicated infectious 
process along the gastrointestinal tract. This patient had a hys-

Figure 5. Coronal abdominopelvic CT scan with IV and PO contrast 
(four white lines) showing large intraabdominal abscess.

Figure 6. Abdominopelvic CT scan with IV and PO contrast sagittal 
view (white arrows) showing fistulizing tract and (orange arrow) show-
ing rectovaginal fistula.

Figure 7. Abdominopelvic CT scan with PO and IV contrast coronal 
view showing colonic fistulous tract (white and orange arrows).
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terectomy which is a known risk factor for the development of 
fistula; however, the hysterectomy was done 14 years before 
the appearance of the fistulas, suggesting that the surgical pro-
cedure was not the primary cause of the development of fistula 
and abscesses. Prolonged labor is also unlikely to be the pri-
mary cause of the development of multiple fistulas because pa-
tient time frame of last pregnancy exceeds more than 15 years 
and this presentation would have occurred earlier. Patient also 
had a diverticulitis that could result in the complications seen 
in this case such as multiple abscesses and rarely development 
of fistula. The patient persisted several months with multiple 
abscesses that probably led to the development of new fistula 
seen later. However, the rectovaginal fistula was present at the 
moment when multiple abscesses were found on the imaging 
studies. Crohn’s disease is another possible pathology associ-
ated with fistula and multiple abscesses were ruled out on two 
colonoscopies where tissue biopsy was taken.

In this case, the colorectal cancer of the sigmoid was diag-
nosed on the second colonoscopy. It is atypical due to patient 
age, negative family history, and initial presentation with rec-
tovaginal fistula and multiple abscesses. From this case, we can 
learn that colorectal cancer can mimic other conditions such as 
Crohn’s disease or complicated infectious process and colon 
adenocarcinoma should be part of the differential diagnosis on 
patients presenting with fistulas and multiple abscesses. The 
symptoms, laboratory findings, and clinical presentation can 
be very similar because the inflammation is the pathophysiol-
ogy process of origin that can result from infectious process, 
autoimmune disease or malignancy. Leukocytosis, elevated 
inflammatory markers are common laboratory findings seen 
in the three different pathologies. Symptoms such as abdomi-
nal pain, loss of appetite, weight loss, fever, and changes in 
bowel movement can be seen in patients with either infectious 
process, inflammatory bowel disease or malignancy. This case 
shows that colorectal cancer can present with atypical symp-
toms and workup should continue aggressively until a final 
diagnosis is made.

Inflammatory bowel disease can be related with extraintes-
tinal manifestations that are not found in colorectal cancer. For 
example aphthous ulcers, ankylosing spondylitis, eye manifes-
tations including uveitis and scleritis are not typically found on 
colorectal cancer. Some skin manifestations that can be found 
include pyoderma gangrenosum, erythema nodosum, and cuta-
neous vasculitis. Pyoderma gangrenosum is not expected to be 
found in patients with colorectal cancer and is most commonly 
associated with inflammatory bowel disease [10]. However, 
it has been associated with hematologic malignancies such as 
IGA monoclonal gammopathy, leukemia, lymphoma and my-
eloma and on rheumatic disorders such as ankylosing spondy-
litis and rheumatoid arthritis [11-13]. These clinical findings 
are not found on all patients with inflammatory bowel disease; 
however, they can help with establishing the correct diagnosis. 
In the case of this patient, none of these extraintestinal mani-
festations were found. Anti-Saccharomyces cerevisiae anti-
bodies (ASCA) can be found in patients with Crohn’s disease 
in comparison to colorectal cancer. Imaging studies in some 
cases can have apple core sign that is most commonly associ-
ated with colorectal cancer; however, in some cases, Crohn’s 
disease can also be found. Skip lesions and cobblestone ap-

pearance are found in colonoscopy on patients with Crohn’s 
disease. Colonoscopy findings in colorectal cancer can be vari-
able depending on the stage of the tumor and size can limit the 
evaluation of the entire colon if the mass is causing complete 
obstruction. On biopsy histologic findings can be different in 
the case of Crohn’s disease. Non-caseating granulomas may 
be found with transmural lymphocytic infiltration. Colorectal 
adenocarcinoma histology can be variable depending on the 
stage and the degree of differentiation. The degree on gland 
formation is variable, and abundant glands are associated 
with highly differentiated and moderate differentiated tumors, 
which can be surrounded by tall columnar cells, and extensive 
necrosis with debris. Non-caseating granulomas are not found 
on colorectal cancer. These are differences in colorectal cancer 
and Crohn’s disease; however, Crohn’s disease increases the 
risk of colorectal cancer, so patients with Crohn’s disease that 
develop colorectal cancer can have characteristics of both con-
ditions in colonoscopy and histology. Screening colonoscopy 
is different in patients with Crohn’s disease from normal popu-
lation without history of colorectal cancer and is done 8 - 10 
years after diagnosis every 1 - 2 years.
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