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Introduction Case Description Discussion
• Gastrointestinal bleeds are a

common and potentially life-
threatening presentation to the
inpatient setting.

• Hemorrhage from within the biliary
system can sometimes be the
underlying source.

• Fistula formation between the
gallbladder and bowel/colon can
be a rare complication of chronic
and advanced gallstone disease,
occurring in 0.06-0.14% of cases.

• Gastrointestinal bleeding in the
setting of fistulizing disease makes
localization difficult and imposes a
clinical challenge without the aid of
angiography or endoscopy.

• Here, we present a case of massive
lower gastrointestinal bleeding
from a cholecysto-colonic fistula.

• A 78-year-old Caucasian male with a past medical history of
coronary artery disease on dual antiplatelet therapy
presented to the hospital with two days of large-volume
hematochezia.

• He was in hemorrhagic shock on admission, with a blood
pressure of 66/34 mmHg and initial hemoglobin of 6.2 g/dL.

• Computed tomography angiography (CTA) of the abdomen
and pelvis revealed active extravasation in the area of the
gallbladder and hepatic flexure with a local 5.6 x 5.1 cm
hematoma containing foci of air, suggestive of a
communication with the bowel (Figures A and B).

• Mesenteric angiography localized the bleed to the cystic
artery, for which the patient underwent successful arterial
embolization.

• Hepatobiliary iminodiacetic acid (HIDA) scan revealed a
cystic duct obstruction.

• Colonoscopy later identified an 8 mm fistula at the hepatic
flexure (Figure C).

• The patient had no further hematochezia and was
discharged with outpatient surgical follow-up.

Imaging
Figures A and B: Coronal and sagittal
views of a CTA of the abdomen and
pelvis showing contrast extravasation
near the hepatic flexure (arrows).
Figure C: Image from colonoscopy
visualizing the fistula from the
hepatic flexure to the gallbladder.

1. Balent E, Plackett TP, Lin-Hurtubise K. 
Cholecystocolonic fistula. Hawaii J Med Public 
Health. 2012 Jun;71(6):155-7. PMID: 22787563; 
PMCID: PMC3372787.

2. Costi R, Randone B, Violi V, Scatton O, Sarli L, 
Soubrane O, Dousset B, Montariol T. 
Cholecystocolonic fistula: facts and myths. A 
review of the 231 published cases. J 
Hepatobiliary Pancreat Surg. 2009;16(1):8-18. 
doi: 10.1007/s00534-008-0014-1. Epub 2008 
Dec 17. PMID: 19089311.

References

• Fistulizing disease between the
gallbladder and bowel/colon
lacks common symptoms and is
often diagnosed during
abdominal surgery.

• Gastrointestinal bleeding in the
setting of fistulizing disease can
occur, making early diagnosis
challenging, though angiography,
cholangiography and endoscopy
prove to be beneficial.

• Awareness of this entity and
early recognition can prevent
catastrophic outcomes.

• No consensus exists regarding
optimal treatment.

• Management ranges from
endoscopic fistula closure to
extensive surgery.


