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A patient with vesicosigmoid fistula due to "collision" tumor between adenocarcinoma 

of the sigmoid colon and transitional cell carcinoma of the urinary bladder is presented. 

Resection of the sigmoid colon and partial cystectomy were performed. The clinical symptoms, 

diagnostic procedures and treatments are discussed. 
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INTRODUCTION 

Vesicocolic fistula, secondary to colic 
or bladder cancer is not a rare compli
cation. But the fistula due to a "collision" 
tumor is extremely rare. Krausz!) report
ed previously on a vesicocolic fistula 
due to this collision tumor. To our 
knowledge, our case of a vesicocolic fistula 
due to "collision" between adenocarcino
ma of the sigmoid colon and transitional 
cell carcinome of the urinary bladder is 
the second case reported. 

CASE REPORT 

A 50-year-old male patient visited a 
clinic on April 7, 1981, with complaints of 
pollakisuria and macrohematuria. He was 
treated for cystitis. He revisited the 
same clinic on June 26, 1981, complaining 
of constipation and lower abdominal 
discomfort. On September 16, 1981, he 
was transferred to the Department of 
Urology Kobe University Hospital for a 
newly developed symptom of fecaluria. 
During this six-month period, he lost 
about 12 kg. 

The physical examination was normal 

except for a palpable childhead-sized, smo
oth and elastic hard mass in the lower 
abdomen. The patient's height was 158 
cm and weight 58 kg. 

Laboratory tests, revealed normal car
cinoembryonic antigen, urinalysis showed 
hematopyuria and fecal material, and a 
urine culture yielded nothing. 

Cystoscopy revealed a fistulous opening 
in the posterior wall of the bladder and 
fecal material was confirmed through the 
fistulous opening. A cystogram revealed 
this fistula and a contrast medium flowed 
into the sigmoid colon easily (Fig. 1). 
Barium enema showed stenosis of the 
sigmoid colon and the fistula, and then 
barium flowed into the bladder (Fig. 2). 
A CT scan of the lower abdomen showed 
deformity of the bladder and a tumor 
mass attached to the bladder (ca. 500 ml 
intralipid in the colon, ca. 100 ml olive 
oil in the bladder Fig. 3). Rectoscopy 
revealed a mass at about 35 cm from the 
anus, but no fistula was identified. The 
fistula due to sigmoid colon cancer was 
diagnosed preoperatively. 

The operation was performed on Octo
ber 15, 1981. The tumor at the sigmoid 
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Fig. I. Cystogram reveals the vesicocolic 
fistula 

Fig. 2. Barium enema shows the stenosis 
of the sigmoid colon and the 
fistula 

Fig. 3. CT scan shows anormality of the b la dder due to 
the tumor 

colon and the fistula connected with the 
bladder were confirmed, and a frozen 
section revealed adenocarcinoma of the 
sigmoid colon and no metastasis to 
lymph nodes. Macroscopically, the blad
der mucosa, except for the round fistulous 
opening, was almost normal. The tumor 
was resected with the sigmoid colon and 
partial cystectomy was performed. A mi
croscopic examination after routine fixa
tion and conventional staining of paraffin 

sections revealed the vesicosigmoid fistula 
formed by "collision" between adenocar
cinoma of the sigmoid colon and transi
tional cell carcinoma of the bladder (Fig. 
4) . The post-operative course was une
venful for about one year, but on October 
1982, epigastralgia occurred. A CT scan 
revealed liver metastasis, while chest X-P 
lung showed metastasis. Although chemo
therapy was performed, he died on May 
7, 1983. A histology of the metastatic lesion 
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Fig. 4. Photomicrography of the fistulous tract demonstrates 
collision cancer. (left side: transitional cell carci
noma, right side: adenocarcinoma) 

disclosed transitional cell carcinoma. 
Throughout the post-operative period, no 
recurrence of intravesical could be seen. 

DISCUSSION 

From the stand point of anatomical 
location, fistulous formaton between ga
strointestinal and urinary tract are mostly 
found between the bladder and sigmoid 
colon. It is less common in women 
probably because of the location of the 
uterus. Of the causes of vesicoenteric 
fistula, about 15% are traumatic, 35% 
neoplastic and 50% inflammatory in ori
gin2 ,3). The neoplastic invasion and added 
inflammatory reaction can produce ulce
ration and necrosis of colonic and vesical 
walls, resulting in a vesicocolic fistula of 
malignant origin1,4). In Krausz's case, 
the vesicocolic fistulous tract was formed 
by inflamed granulation tissue D , but in 
our case, histological examination reve
aled that the fistula had been formed by 
two colliding cancers. 

The chief complaints of the fistula are 
pneumaturia and fecaluria. Many phy
sicians consider these signs as pathog
nomonic, although pneumaturia may oc
cur in the urinary tract by gas forming 
organisms or may follow bladder instru
mentation. Fecaluria is of course pathog
nomonic. Pneumaturia was noted to occur 
at a relatively high rate in comparison 

with fecaluria2). 

In this case, the fistula was observed 
by cystoscopy and confirmed with cysto
gram and barium enema. Cystoscopic 
examination is considered of value, but 
one rarely observes the actual fistulous 
opening because of the associated inflam
matory changes and bullous opening due 
to inflammatory changes and bullous 
edema3). The diagnostic accuracy of the 
fistula found by cystogram and barium 
enema has never been high5 ,6) The chief 
complaint and past history leading to 
pneumaturia and fecaluria are the key 
points for a correct diagnosis. A CT scan 
is useful for understanding bladder
intestinal tract location and cystoscopy; 
cystogram and barium enema may be of 
value for making a diagnosis. 

However, Warren's7l report was based 
on multiple primary malignant tumors, 
while that of Meyer on a collision tumor. 
Generally, many authors agree that a 
"collision" tumor is contained in multiple 
primary malignant tumors. 

In our case, the diagnosis before and 
during operation was a vesicocolic fistula 
due to colic cancer, but double cancer 
(adenocarcinoma of sigmoid colon, tran
sitional cell carcinoma of urinary bladder) 
was found in the fistulous formation by 
postoperative investigation. Collision bet
ween adenocarcinoma of the sigmoid colon 
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and transitional cell carcinoma of the 
urinary bladder was confirmed in the  fistu-
lous tract. In the case of vesicosigmoid 

 fistula due to malignant origin, the 

presence of a fistula indicates a progressive 
stage difficult to treat. When the cancer 
occurs in the sigmoid colon, the tumor 
along with sigmoid colon and regional 
lymphnodes should be resected. Partial 
or total cystectomy and urinary diversion 
may be necessary depending on the de-

gree of invasion. In addition, pelvis 
exentration may be necessary. In the case 
of cancer of bladder origin, total cyste-
ctomy, urinary diversion and regional 
lymph node disection should be consi-
dered initially judging from the progres-
sion of the cancer. In our case, the 

pre-operative and operative diagnoses 
were sigmoid colon cancer. Therefore, 
only partial cystectomy was performed. 
But because transitional cell carcino-
matous tissue was detected on the outside 
wall of the urinary bladder, such treatment 
might not have been entirely suitable. 

  A correct diagnosis using a frozen 
section during operation is of value in 
deciding the operative procedure, because 
of the possibility of multiple cancer.
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和文抄録

衝突型を呈した重複癌(膀 胱腫瘍 ・S状 結腸癌)に より

形成された膀胱結腸痩の1例

神戸大学医学部泌尿器科学教室(主 任:石 神嚢次教授)
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膀胱 腫瘍 とS状 結腸癌 の衝突に よって形成 され た膀

胱結腸旗を経験 したので報告す る.

患 者は50歳 男性,糞 尿を主訴 として1981年9月 当科

初診 し,悪 性腫瘍に よる膀胱S状 結腸腰の診断にて,

同年10月 膀胱部分切除,S状 結腸切除術を施行 した.

術后の病理組織学的検索にて膀胱腫瘍 とS状 結 腸癌の

衝突が認め られた.術 后約1年 は著 変 な く 経過 した

が,1982年10月 肝転移が認め られ,化 学療法を施行す

るも効果 な く1983年5月 癌性悪液質にて死亡 した.

膀胱腫瘍 とS状 結腸癌の衝突に よる膀 胱結腸痩は き

わめ てまれ であ り,わ れわれの調査 したか ぎ りでは本

邦第1例 目と考え られ る.




