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Malignant Duodenocolic Fistula
—Report of 2 cases—

Dong Won Jung, M.D. Jae Hwan Joo, M.D, Hyeong Rok Kim, M.D.
Dong Yi Kim, M.D. Young Jin Kim, M.D. and Shin Kon Kim, M.D.

Department of Surgery, Chonnam University Medical School

Malignant duodenocolic fistula is a rare entity. Most of these fistulas arise from colonic
carcinoma of the hepatic flexure or transverse colon. The incidence of duodenocolic fistula
is estimated to be only | in 900 colorectal carcinomas in the United States. Patients with
malignant duodenocolic fistula often have complex nutritional and electrolyte disturbance
and. thus, their management differs greatly from that of patients with uncomplicated car-
cinoma of colon. Treatment varies between curative procedure and palliative procedures.
But in the abscence of disseminated disease, a radical approach should be adopted.

We experienced two cases of duodenocolic fistula secondary to carcinoma of the hepatic
flexure of the right colon. Herein, we report these cases with a review of the literature.
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Fig. 1. About 7cm lengthed, irregular mucosal de-
struction with polypoid filling defect in the
ascending colon and fistuluos tract between  Fif. 2. Fistula between the colon and duodenum
duodenum and colon. after en bloc resection.
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Fig. 3. About 3cm sized ill defined soft tissue
mass on lower mid abdominal wall with
peritoneal thickening.
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Fig. 4. Orifice of fistula in the ducdenum wviewed
endoscopically.
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Table 1. Etiology of duodenocolic fistula

Malignant
Carcinoma of colon
Carcinoma of duodenum
Carcinoma of gall bladder
Lymphoma

Benign
peptic ulcer
Duodenal stump leak
Upper abdominal abscess
Duodenal or colon diverticulitis
Ulcerative colitis/Crohn s disease

Typhoid ulceration

Tuberculosis

Fiz. 5. Luminal dilatation of lst and 2nd portion Traumalincluding iatrogenic)
of duocdenum. and ill defined eccenteric Foreign body perforation
mass was noted in antimesenteric wall., but - )
relation with the ascending colon was not
clear
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Table 2. Signs and symptoms associated with malig-
nant duodenocolic fistula in 69 patients
(After Chang and Rhoads™)

Sings and symptoms No. of patients %

Diarrhea 56 81.2
Weight loss 5l 73.49
Pain 39 56.5
Anemia 36 52.2
Vomiting 28 40.6
Abdominal mass 27 39.1
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