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Rare Case of Sigmoid-Perianal Fistula due to Sigmoid
Diverticular Disease: Report of a Case and Review of
Literature

Kaushik Kumar?® ®, Polbert Diaz?

Abstract

Diverticular disease of colon is a common problem of western coun-
tries and its incidence usually increases with age. The natural history
of diverticular disease is usually benign with only few patients de-
veloping episode of acute diverticulitis. Some patients may develop
more complicated courses like hemorrhage, obstruction, stricture or
fistulas. While colovesical and colovaginal fistulas are the common
types of fistula, perianal fistula due to diverticular disease is an ex-
tremely rare complication of diverticular disease. We report a case of
sigmoid-perianal fistula due to diverticular disease in a 53-year-old
female patient without any signs or symptoms of sigmoid diverticu-
litis. Diagnosis was established in early course of disease by com-
puted tomogram (CT) scan and a one-stage anterior resection was
performed without any complication. We also performed literature
review for similar cases and how they were managed.
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Introduction

Diverticular disease of colon is common problem of western
countries with prevalence of 20-60% and the incidence usually
increases with age. The natural history of diverticular disease
is usually benign with only 15-20% patients developing epi-
sodes of acute diverticulitis. Some patients may present with
other complications like hemorrhage, obstruction, stricture or
fistulas. Colovesical and colovaginal fistulas are the common
types of fistula due to diverticular disease, while perianal fistu-
las due to diverticular disease are an extremely rare complica-
tion of diverticular disease. We report a case of sigmoid-peri-
anal fistula due to diverticular disease in a 53-year-old female
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patient without any obvious signs or symptoms of sigmoid
diverticulitis. Diagnosis was established with imaging study
in early course of disease due to non-healing of wound. A one-
stage anterior resection was performed without any complica-
tion. We also review literatures to find similar reported cases
and how they were managed.

Case Report

A 53-year-old female patient was referred by general practi-
tioner (GP) to our clinic for management of a non-healing left-
sided perianal wound. She had a small perianal lump with some
redness for few weeks that burst open by itself and drained pu-
rulent fluid. Her GP did a minor debridement of the wound and
started her on antibiotics and daily dressings. The wound did
not heal completely after 2 weeks of dressing and antibiotics,
so her GP organized a computed tomogram (CT) scan of abdo-
men and pelvis that revealed diverticulosis of sigmoid colon
with a long fistulous tract going towards the perianal wound.
On examination, her vitals and abdominal examinations were
unremarkable. Rectal examination did not reveal any obvious
abnormality apart from a small non-healing wound on left side
of the anal opening about 2-3 cm from the anal verge without
any acute cellulitis or new abscess. All her blood reports in-
cluding WBC, CRP and tumor markers were also normal.

The patient had occasional left lower quadrant abdominal
pain over the past couple of months but no distinct episode
of diverticulitis which required antibiotics or hospitalization.
She denied any history of trauma, per rectal bleeding, altered
bowel habits, weight loss, anorexia, fever, vomiting or pneu-
maturia. There was no family history of inflammatory bowel
disease (IBD). She had a colonoscopy 14 years prior due to a
family history of bowel cancer that revealed diverticulosis of
the sigmoid colon.

A CT fistulogram was organized which showed a long
fistulous tract extending from the left perianal region to a di-
verticulum above the recto-sigmoid junction; contrast was
seen entering the sigmoid loop (Fig. 1). A colonoscopy was
attempted but due to an acute angle at the recto-sigmoid junc-
tion, it was not possible to pass the scope beyond that point.
She was put on oral antibiotics and daily packing of the wound
to keep the fistula open until a bowel resection could be done.
She underwent elective laparoscopic-assisted sigmoid resec-
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Figure 1. Reconstructed CT fistulogram image of sigmoid-perianal fistula.

tion. The abdominal cavity was “clean” with no infectious
process visible. The distal sigmoid and rectosigmoid junction
were found densely adherent to the left lateral pelvic wall (Fig.
2). The proximal sigmoid and descending colon were mobi-
lized laparoscopically, including division of the vascular pedi-
cle, but due to technical difficulty of dissection owing to the
dense adhesions, we converted to a lower midline laparotomy
which allowed a safe mobilization of the recto-sigmoid. The
sigmoid loop was densely stuck in the pelvis; the left ovary
was adhered to it as well. No abscess cavity was encountered
in the operation, suggesting that the diverticulum had sealed
off. The rectum was noted to be normal. High anterior resec-
tion was performed; the upper rectum was transacted using
the echelon stapler (Ethicon). Primary colo-rectal anastomosis
was achieved using a 29 mm circular stapler (Ethicon). The
post-operative course was uneventful and the patient recov-
ered quite rapidly, bowel function returning on the evening of
day one. She was discharged home with full bowel function on
the third post-operative day. The perianal wound, which was
simply curetted and packed with Aquacel rope, healed com-
pletely within 2 weeks. Histology confirmed diverticular dis-
ease with inflammation of the colon. The patient is booked for
completion colonoscopy in 6 months’ time.

Discussion

Diverticular disease is a common problem in western coun-
tries. Most of the patients with diverticular disease remain
asymptomatic; others develop a variable course. The most
common complication is diverticulitis, affecting about 15-
20% of patients with diverticulosis and it is due to microper-
foration of a diverticulum. Others may develop complications
like stricture, obstruction, hemorrhage and fistulas. Study by
Vasilevsky et al suggested that colovesical fistula (48%) and
colovaginal (44%) fistulas are the common types of fistulas
[1], while, coloenteric, colocutaneous, coloovarian, colouter-
ine, coloseminal, ureterocolic and coloumbilical fistulas are
relatively rare. The colocutaneous fistula usually occurs after
previous resection of colon for diverticular disease or percu-
taneous drainage of diverticular abscess [2]. A perianal fistula
due to diverticular disease is an extremely rare complication
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Figure 2. Laparoscopic image of sigmoid diverticulum densely adher-
ent to left pelvic side wall.

and our review of literature found only six such reported cases
[2-7].

A fistula usually results from a colon perforation and para-
colic abscess formation with extension into adjacent structures.
The infection from sigmoid diverticultis can spread along the
rectum, penetrating the levator ani muscle into the perineum
and perianal region, as suggested by Stahlgren and Thabit as
one of the seven modes of spread paracolic abscess [8].

Most patients with complicated diverticular disease have
some sort of symptoms such as abdominal pain, vomiting,
nauseas, diarrhoea, constipation, fever, weight loss and rec-
tal bleeding. Patients with colovesical fistula may present with
pneumaturia. However, the patient can be completely asymp-
tomatic or may have mild symptoms that may be attributed to
other diseases, like irritable bowel syndrome as in our case.
Very elderly patients and immunocompromised patients may
not show any obvious signs even in complicated disease.

Studies have reported that the first episode of diverticulitis
is usually the worst episode and with subsequent episodes the
risk of septic peritonitis decreases. In a study by Broderick-
Villa et al, the risk of first recurrence was 13.3% and second
recurrence was 3.9% after the first episode of diverticulitis [9].

The real problem is differentiation of diverticulitis from
IBD when presenting features are confusing. Also possible
underlying malignancy would also need to be ruled out. The
common practice is to perform colonoscopy 6 - 8 weeks after
an acute episode of diverticulitis.

CT scan is a very sensitive test for the diagnosis of diver-
ticular disease. It is non-invasive and readily available. It helps
to define the extent and detects complications of diverticular
disease. CT grading of diverticular disease such as suggested
by Ambrosetti et al [10] serves as useful guide for planning
management. CT or ultrasound-guided aspiration of diverticu-
lar abscess has been treatment of choice when patient is hemo-
dynamically stable and the position and size of the abscess is
suitable for the procedure. In our case, the CT scan was the
first test to indicate the sigmoid-perianal fistula, which was
subsequently confirmed with a CT fistulogram. MRI is gaining
its popularity, at least in complicated disease, due to lack of
ionizing radiation and has matching sensitivity and specificity
of a CT scan. It gives better information in cases of fistula.
However, its usefulness is limited due to lack of availability in
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smaller centers, cost factor, and the need of experienced radi-
ologists [11].

Simple diverticulitis and also some complicated diverticu-
litis cases are often managed conservatively with intravenous
fluids, analgesia, antibiotics and aspiration of the abscess, if re-
quired. The role of surgery in the emergency setting is limited
to the hemodynamically unstable patient with purulent or fecu-
lent peritonitis or closed loop large bowel obstruction. While
the role of elective surgery in diverticular disease has changed
over time, only a few patients with recurrent acute episodes
or complicated cases require surgery. Laparoscopic surgery
has gained popularity and is safely done in the elective setting
with minimal morbidity and mortality. One stage resection and
anastomosis is the standard of treatment in the elective setting;
two-stage surgery is required in some complicated cases, espe-
cially in the emergency setting. A randomized controlled trial
in 2009 confirmed the superiority of laparoscopic surgery for
diverticular diseases with 15.4% reduction in major morbidity,
less pain, shorter hospitalization, and improved quality of life
[12].

Patients with fistulas usually require surgery [13]. Compli-
cated fistula due to diverticular disease may sometimes require
a staged procedure with an initial diverting colostomy with re-
section anastomosis in subsequent surgery, thus allowing the
fistula to heal and control infection, as in the case reported by
Harris and Marshak [3]. In our case, one-stage surgery was
done without any operative or post-operative complication.
Most of the colonic mobilization was achieved laparoscopi-
cally; however, due to dense adhesions of the distal sigmoid to
the pelvic side wall, the procedure was converted to an open
laparotomy. In previously reported similar cases, three-stage
surgeries were required in four cases [2-4, 6] and one-stage
surgery was performed in two cases [5, 7].

Our case is unique in that the patient never had any episode
of diverticulitis and the first presentation was with a perianal
abscess. The patient was not immunocompromised and had
no previous abdominal or pelvic surgery. A one-stage opera-
tion was performed without any complications. In previously
reported similar cases, three-stage surgeries were required in
four cases [2-4, 6] and one-stage surgery was performed in
two cases [5, 7]. The diagnoses of sigmoid-perianal fistula was
made relatively early in course of disease with CT scan and we
emphasize importance of early imaging study particularly in
elderly patients with non-healing fistulas to rule out associated
problems like colonic diverticular problem or malignancy, as
delay in diagnosis may result in delay in proper surgical treat-
ment and increases morbidity.

Conclusion

Diverticulitis can present in various ways, from episodes of
self-limiting, uncomplicated diverticulitis, to a very compli-
cated case such as sigmoid-perianal fistula. In the case of a
non-healing perianal fistula, a long fistulous tract communicat-
ing with the sigmoid due to diverticular disease should be kept
in mind and needs to be excluded by imaging early in course
of disease. A one-stage operation for such a fistulous tract can
be performed successfully, provided there is no active abscess
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around the sigmoid colon. This can allow for healing of the
fistula without additional need for surgery for the fistula track
itself.
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