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ABSTRACT
We report a colobronchial fistula in a middle-aged woman. She
had been having cough with expectoration of sputum with a
faeculent odour since the age of 7 years. Imaging revealed a
fistulous connection between the hepatic flexure and the right
bronchial tree, which was successfully repaired surgically.
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INTRODUCTION
Fistulous communications arising from intra-abdominal structures
crossing the diaphragm and terminating in the bronchial tree are
rare. Intra-abdominal organs reported to be involved in such
fistulas include the hepatobiliary system, stomach, duodenum,
small bowel and colon.1,2

THE CASE
A 42-year-old woman presented to the Himalayan Institute of
Medical Sciences, Dehradun with complaints of cough with
expectoration of faeculent-smelling sputum for the past 35 years.
She gave a history of repeated episodes of increased expectoration
with fever. There was no past history of surgery or trauma. She had
been empirically treated with antitubercular drugs but her symptoms
did not resolve. General physical examination revealed tachypnoea.
Examination of the respiratory system showed a tracheal shift to
the right. There was dullness to percussion and diminished breath
sounds with crepitations in the right infra-mammary, infra-axillary
and infra-scapular areas. Examination of the cardiovascular system
and the abdomen was normal.

A haemogram revealed leucocytosis (total leucocyte count
17 000/cmm). The renal and liver functions were normal. Chest
X-ray showed a shift of the trachea and the mediastinum to the
right, crowding of the ribs in the right hemithorax with
inhomogeneous opacities suggestive of right-sided pulmonary
fibrosis. Barium meal and followthrough study revealed trans-
diaphragmatic passage of a large amount of contrast from the
hepatic flexure into the right tracheobronchial tree, suggestive of
a colobronchial fistula (Fig. 1). A contrast-enhanced computed

tomographic scan of the abdomen and the lower thorax confirmed
the presence of contrast entering the fistulous tract.

A surgical procedure was planned. At laparotomy, the hepatic
flexure of the colon was found to be adherent to the right
hemidiaphragm. After separating the adhesions, a 5 cm × 3 cm
wide opening was found in the right hemidiaphragm at the site of
the adherent colon with a perforation in the involved hepatic
flexure of the colon. The diaphragmatic defect was repaired with
non-absorbable sutures and a primary repair of the colonic defect
was done. The postoperative period was uneventful.
Histopathological examination of the colonic margin showed
signs of chronic inflammation.

Since the patient developed symptoms at the age of 7 years, we
made a diagnosis of congenital diaphragmatic hernia with a
colonic herniation leading to perforation, pericolic abscess and
subsequent tracheobronchial drainage leading to a colobronchial
fistula. We plan to do an elective right pneumonectomy, after a
course of antibiotics, since there is extensive parenchymal
destruction of the right lung due to the chronic inflammatory
process.

DISCUSSION
Fistulous communications between the colon and the bronchial
tree are rare. The majority of previously described cases involved
the splenic flexure and the left tracheobronchial tree owing to

FIG 1. Barium meal and followthrough showing a colobronchial
fistula
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their anatomical proximity. In our patient, the hepatic flexure was
involved. Colobronchial fistulas usually form following the rupture
of a subdiaphragmatic abscess into the pleural space. These
fistulous connections have been described in patients with colonic
Crohn disease, colitis, carcinoma of the colon, tuberculosis,
appendicitis, pyonephrosis, following radiotherapy and after a
traumatic diaphragmatic tear.3–11 Iatrogenic colobronchial fistulas
have also been reported following gastrectomy, oesophagectomy
and colonic interposition and diaphragmatic mesh repair.12–14

Cytoreductive surgery and hyperthermic intraperitoneal
chemotherapy for peritoneal carcinomatosis have also been
reported to lead to a colobronchial fistula.15 In our patient, a long-
standing fistulous communication between the hepatic flexure
and the right bronchial tree led to repeated lung infections and a
destroyed, fibrosed right lung.

A colobronchial fistula presents as a lung abscess with
production of copious brown faeculent-smelling sputum. On
culture, the sputum usually grows multiple organisms including
Gram-negative bacteria. Barium studies and contrast-enhanced
computed tomography of the abdomen and the chest demonstrate
the fistula. Bronchography may rarely be required to make the
diagnosis. Surgical treatment involves either resection of the
fistula or a faecal diversion, with or without pneumonectomy.3,4,8

This case highlights the need to keep in mind a rare but
potentially treatable cause for chronic productive cough.
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