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Abstract

Penetrating complications in the sense of a fistula is a frequent
problem in Crohn’s Disease; however, fistula formation into the tail
of the pancreas has never been described. We report the case of a
colopancreatic fistula in Crohn’s Disease, which has been success-
fully resected.
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Introduction

Penetrating complication in Crohn's Disease in the sense of
a fistula occurs in about 35% of patients with Crohn's disease.
A recent population-based database analysis estimated the cu-
mulative incidence of fistulizing CD at 20 years from diagnosis
to be 50%, of which 31% were internal abdominal fistulae [1].
While some of them are rather common (entero-sigmoid or
entero-entero fistulae), others are rarely encountered (e.g. en-
tero- or colon-duodenal) [2].

Here, we report a case of a patient with a colopancreatic fis-
tula in Crohn's colitis mimicking a cancer of the left flexure. To
the best of our knowledge, there is no existing written evidence
describing a histopathologically proven colo-pancreatic fistula.

Case Report

A 51-year-old woman presented to our emergency depart-
ment with abdominal pain and the clinical picture of a subileus.
She had a history of Crohn's Disease since 1999. In 2004, a right
hemicolectomy was performed for perforation of the ascending
colon. In 2015, she underwent a resection of the anastomotic
region due to a stenosis of the ileo-ascending anastomosis.
Reconstruction had to be performed as an end-to-end ileo-
transverse anastomosis. In addition, a stenosis of the anal canal
was intermittently dilated, most recently in 2021. Medical treat-
ment was started in July 2020 with Azathioprin and in October
2021 with Infliximab.

On presentation in October 2022, the patient reported
symptoms of intermittent nausea and diffuse spasmodic ab-
dominal pain of several weeks' duration. Clinical examination
revealed a distended abdomen with mild tenderness without
muscular defense. The laboratory results showed an elevated
CRP of 175mg/I and normal white blood cell count (4,4/nl). The
last colonoscopy, performed in 2021, had already revealed a
stenosis in the anastomosis area, which couldn’t be passed with
the endoscope.

CT scan showed a stenosis in the region of the ileotransverse
anastomosis with surrounding inflammatory reaction and sus-
picion of an abscess extending to the tail of the pancreas (Figure
1). A malignant process could not be ruled out in differential
diagnostics.

We started to treat the patient in hospital with antibiotics
and a nasogastric tube. To complete the diagnostic workup, we
performed a hydro-MRI, which didn’t show any other stenosis
than the already known in the ileotransverse region but rein-
forced the suspicion of a malignancy. Laparotomy was indicated
to resect the anastomotic region.

During surgery, the left transverse colon was found to be
bulky and severely stenotic with infiltration into the tail of the
pancreas. We performed an oncological extended left hemi-
colectomy with en-bloc resection of the tail of pancreas. The
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Figure 1: Coronal CT reconstruction showing the connection be-
tween colon and the pancreas parenchyma.
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Figure 2: Fistulizing inflammation with proliferation of CD45-pos-
itive lymphocytes (right) involving the CD45-negative pancreatic
parenchyma (left). Immunostaining CD45

reconstruction was carried out as a side-to-side isoperistaltic
ileosigmoid anastomosis and a drain was placed. The histo-
pathological examination revealed a pronounced chronic florid,
transmural, fistulizing and abscessing inflammation showing
evidence of a fistula into the pancreatic parenchyma. No signs
of malignancy were found (Figure 2).

The patient had an uneventful postoperative course and was
discharged on the ninth day in good condition with no postop-
erative complications, in particular no pancreatic fistula. Four-
week follow-up showed normal postoperative findings with no
further complications.

Discussion

Crohn's Disease is characterized by transmural inflamma-
tion, which predisposes patients to the formation of fistulae to
adjacent organs as a typical complication [3]. Intestinal fistulae
can occur anywhere in the gastrointestinal tract and can be as-
sociated with significant morbidity and impaired quality of life.
Fistulae of colonic origin are very rare and account for about
5% of all intestinal fistulae, their typical origin is orally from an
inflammatory stenosing segment [4].

A stenosis as the origin of the fistula often makes it impos-
sible to perform a complete colonoscopy. Due to the concomi-
tant risk of malignancy, surgical resections should be performed
oncologically. In addition, in our case, preoperative imaging ex-
plicitly suggested malignancy. This could not be excluded until
the final histopathological analysis.

One single case report describes a patient with a gastrocolic
fistula, which ended at the surface of the pancreas. In this case,
no pancreatic resection had to be performed [5]. To the best of
our knowledge, a fistula between the colon and the pancreas
parenchyma in Crohn's Disease has not been described yet in
the current literature.

Conclusion

This is the first description of a colopancreatic fistula in pen-
etrating Crohn's Disease. Left hemicolectomy en-bloc with the
tail of the pancreas allowed removal of the entire fistula.
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