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The renocolic fistula is a rare entity. We report 2 cases of renocolic
fistula penetrating an abdominal trauma from a gunshot.

Introduction

An enterorenal fistula is rare among renocolic fistulas.
The first description of a renocolic fistula was reported by
Hippocrates in 460 BC. Few are associated with abdominal
trauma.” We report 2 cases of a renocolic fistula as a com-
plication of an abdominal wound due to a gunshot.

Our first case is a 44-year-old male who suffered an
abdominal wound, due to a gunshot. Upon examination,
he was hemodynamically unstable. His blood pressure was
60/40 mmHg; he was tachycardic with discoloured conjunc-
tives. He had 2 wounds: one at the right hypochondrium
and the other at the right thigh. An ultrasound detected
effusion peritoneal and retroperitoneal. An abdominopelvic
computed tomography (CT) scan showed the presence of a
ureteral lesion with extravasation of contrast material in the
retroperitoneum and in the colon (Fig. 1).

After anesthetic control, the patient underwent a retro-
grade uretropyeloraphy showing a fistula ureterocolic on the
right side (Fig. 2). After surgical exploration via laparotomy,
we found a hemoperitoneum (2.5 L), which was quickly
evacuated. His liver was extensively wounded (segment V
and VI) and was sutured (hemostasis laborious. Moreover,
he had multiple wounds of the right colonic flexure which
were repaired by resection anastomosis. We also found a
retroperitoneal hematoma lateralized to the right, with a

7-mm wound on the inferior vena cava. Due to the extent of
the fistula and propylite, we decided to do a nephrectomy.
The outcome was favourable and the restoration of continu-
ity digestion was performed after 45 days.

Our second case is a 28-year-old male He suffered an acci-
dental abdominal wound via an automatic gun. On admis-
sion, he was hemodynamically unstable and his wound was
clean with an inlet at the left hypochondrium. We found an
outlet on the left lumbar fossa.

The abdomen was distended and sensitive in its entirety
and the left lumbar fossa had hematic urine. An ultrasound
identified a retroperitoneal effusion. Surgical exploration
via laparotomy revealed hemoperitoneum, which evacu-
ated quickly, a wound to the splenic flexure, which was
repaired by resection anastomosis.

Postoperatively, a uro-CT revealed a hematoma perirenal
associated with renal fracture stage Il according to Chatelain
(Fig. 3). Twenty-one days later the patient presented with
fever associated with left back pain, hematuria with clots
with intravesical pneumaturia and diarrhea. We implement-
ed double current irrigation to deplete the hematuria and
then we started antibiotic treatment.

The presence of air bubbles in the calyces, renal pelvis
and the bladder, and the passage of the contrast in intraco-
lonic were signs of a renocolic fistula. The patient underwent
a retrograde pyelo-ureterography and a double ] catheter
was inserted. Via a laparotomy, we found the renocolic
fistula early. The postoperative day 4, the patient had acute
abdominal pain. A second surgery revealed a small bowel
volvulus sphacelus with handle; it was resected with a dou-
ble ileostomy.

The outcome was favourable. The J stent was removed
during the fourth week and the the patient resumed normal
digestion after 60 days.
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Fig. 1. A computed tomography scan showing a lesion ureteral extravasation in
the retroperitoneal and the colon.

Discussion

Among reno-digestive fistulas, those involving the kidney
and colon are the most common. Bissada and colleagues
have compiled 59 renocolic fistulas among the 96 reno-
digestive fistulas.? Before antibiotics, 80% of fistulas were
pyo-nephrogenic in origin and a third were pyo-tuberculosis.
Currently, the role of kidney infections in the development
of fistulas has decreased.’

The etiology of fistulas can be either renal tuberculosis or
calculous pyonephrosis.® It is extremely rare that a renocolic
fistula develops due to a colonic lesion.?

Post-traumatic fistulas are often iatrogenic.’ In their
series, Bissada and colleagues reported on 5 entero-renal
post-traumatic fistulas secondary to gunshot wounds. Arthur
and Morris reported on 4 cases of renocolic fistuls which
occurred after abdominal trauma; these patients did not
undergo surgical treatment.*

In 1993, Melvin and colleagues were the first to describe
a renocolic fistula due to an abdominal trauma by firearm.’
In 2001 Herbert and colleagues reported on the second
case.” After searching based on Pubmed using keywords
(i.e., renocolic, nephrocolic, fistula, trauma and gunshot),
we found that our case is the third report.

Melvin and colleagues propose 2 explanations on the
appearance of a renocolic fistula after a surgical wound
repair due to abdominal trauma.! Firstly, colon surgery can
induce inflammation and the localized abscess can erode
the perirenal hematoma. Secondly, perirenal fuser urine can
flood the colonic anastomosis and create a fistula.’

Clinically, gastrointestinal symptoms often dominate the
scene; nausea, vomiting and diarrhea are very common.
Moreover, lower back pain and pneumaturia are rare. In the
absence of pneumaturia, the diagnosis is done radiologically
either by barium enema, retrograde pyelogram, CT scan
or fistulogram.® In our 2 cases, the pneumaturia was very
evocative and the uro-CT was able to confirm the diagnosis.

Treatment usually consists of a nephrectomy associated
with colonic resection-anastomosis;'- this can be achieved

Fig. 2. A urographic picture showing extravasation of contrast at the ureteral.

by either open or laparoscopic surgery.® However, in most
cases, a conservative approach is appropriate.

The cases reported by Melvin and colleagues were well-
resolved after kidney drainage collection and a transverse
colostomy. In Herbert and colleagues’ case report, the patient
improved after percutaneous drainage and simple correction
of the associated gastrointestinal lesions.> Vanderbrink and
colleagues recently described the case of a fistula secondary
to renocolic cryoablation of renal cell carcinoma, which
resolved after ureteral stent placement.”

Our therapeutic approach is valid because the kidney has
been preserved, despite some postoperative problems in the

Fig. 3. A scannographic picture showing the presence of air in the
pyelocalicielles cavities and a hematoma perirenal associated with renal
fracture stage Ill according to Chatelain.
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second case. These data make nephrectomy required only if ~ References
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