AMSER Case of the Month
April 2024

65-year-old female with abdominal pain, nausea, and left hip pain.

Granlee Nguyen, M3
Matthew Kruse, M.D.

Department of Radiology

Creighton University School of Medicine le)M S E R




Patient Presentation

HPI: A 65-year-old female presents as a transfer from the community ED with a
chief complaint of a 2-day history of abdominal pain, left hip pain, and nausea.
Patient adds that she has had a 3-week history of dizziness, dehydration, and a
low-grade fever. Prior to transfer, patient received 3.5L of crystalloid and
remained hypotensive. Patient denies recent history of hematocheazia.

PMH: Colon cancer s/p resection with adjuvant radiation therapy completed 11
years ago, Left total hip arthroplasty 1 year prior, CKD Stage lll; Right
hydronephrosis s/p ureteral stent placement

Physical Exam: BP: 90-100 systolic after fluids. Patient appears pale and lethargic.
Abdomen is distended and diffusely tender to palpation. Left hip is
nonspecifically painful and the left lower extremity is edematous.
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Pertinent Labs

* Procalcitonin — 18.11 ng/mL (Normal: <=0.05 ng/mL)
e Lactic Acid — 5.8 mmol/L (Normal: 0.5-2.0 mmol/L)
e Potassium — 2.8 mmol/L (Normal: 3.7-5.1 mmol/L)

* Blood cultures — Positive for E. coli
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What Imaging Should We Order?
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Variant 1: Chronic hip pain. Initial Imaging.

Appropriateness Category Relative Radiation Level
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MRI hip without and with [V contrast “
MRI hip without IV contrast “
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CT arthrography hip Usually Not Appropriate
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Bone scan hip Usually Not Appropriate BE
CT hip with IV contrast Usually Not Appropriate DR
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CT hip without IV contrast Usually Not Appropriate 6

Fluoride PE skull base to mid-thigh Usually Not Appropriate

Pelvis and Left Hip radiographs

Variant 1: Suspected osteomyelitis or septic arthritis or soft tissue infection (excluding spine and diabetic were O bta | N ed | N Itla | |y
foot). Initial imaging.
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AP Pelvis Radiograph (unlabeled)
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AP Pelvis Radiograph (labeled)
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-Left total hip
arthroplasty

-Hardware appears intact

-Soft tissue gas ()
around the left hip and
proximal thigh

Findings suspicious for - W E -\
potential infection (e.g. \ = & —\ \ - S vl
necrotizing fasciitis, 1 | : |
abscess)
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Variant 1: Acute nonlocalized abdominal pain and fever. Mo recent surgery. Initial imaging.

Appropriateness Category Relative Radiation Level
CT abdomen and pelvis with IV contrast Usually Appropnate ‘

May Be Appropriate
May Be Appropriate
¢ Appropriate

ACR Appropriateness Criteria

May Be Appropriate

contrast May Be Appropriate

CT abdomen and pelvis

Radiography abdomen May Be Appropriate

FDG-PET/CT skull base to mid-thigh B obtained to evaluate
WBC scan abdomen and pelvis SR abdominal pain and distension
Muclear medicine scan gallbladder




Axial Images from Abdominal/Pelvic CT With Contrast (Unlabeled)
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Axial Images from Abdominal/Pelvic CT With Contrast (Labeled)

i

- Rectal perforation with tract (=)
extending through the sciatic
foramen to a collection
along/around the left hip prosthesis

- Soft tissue emphysema ()
throughout the muscles of the
proximal thigh
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Coronal Images from Abdominal/Pelvic CT With Contrast (Labeled)

- Recto-articular/peri-articular fistula on coronal images

(=)

- Separate developing tract along the left peri- WM S E R
anal/levator ani musculature (=) |




Final Dx:

Left hip recto-articular/peri-articular fistula formation



Case Discussion

* Colo-articular fistula or recto-articular fistula is a rare but serious complication of
total hip arthroplasty that occurs when an aberrant tract is formed between the
bowel and hip hardware [1].

* Defects in the bowel and fistula formation can result in sepsis, from bacterial
infiltration into the abdomen or the joint space.

* Etiology of colo-articular fistulas is most likely multifactorial with the associated
risk factors being long-term steroid use, radiation therapy, and local wound
necrosis [1,2].
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Case Discussion

* This patient underwent pelvic radiation as an adjuvant therapy for
rectal cancer 11 years earlier, which may have contributed in part to
the formation of the recto-articular fistula.

* |rradiated tissue is replaced by more fibrous and dense tissue which
can cause radiation proctitis progressing to fistula formation [3].

* CT findings in the pelvis after radiation therapy may include presacral
soft tissue thickening as well as chronic bowel or bladder wall
thickening [3,4].
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Case Discussion

* There are very few recorded cases of colo-articular fistulas, but the treatment course
involves management similar to other colonic fistulas, e.g. complicated rectovaginal fistulas,
as well as treatment for joint infection.

e Colostomy is usually indicated to prevent to prevent future infections and continued fistula
formation due to damaged tissue/ongoing infection.
* This patient received a permanent colostomy during the hospitalization.

e Jointirrigation and debridement should take place as soon as possible to prevent further
infection and necrosis of tissue. Resection of the fistulous tract may be necessary. In the
setting of an infected joint prosthesis, revision arthroplasty is often required.

* This patient underwent 3 separate rounds of irrigation and debridement during the
hospitalization.

* The patient was discharged on hospital day 41 with plan for follow-up ostomy and thigh
wound care.

* Several months later, she underwent hip prosthesis explantation, antibiotic spacer

placement, and subsequently revision hip arthoplasty. “Lp
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