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Abstract 

Gastrocolic fistula is an abnormal communication or a fistulous passage connecting the stomach and the 

colon. Normally it can be an outcome of peptic ulcer disease, malignancy of gastrointestinal tract, 

granulomatous colitis or trauma
1-4

. Gastrocolic fistula following endoscopic cystogastrostomy is a rare 

occurrence. We present a case of 22 years old male who developed gastrocolic fistula following endoscopic 

cystogastrostomy. A brief case report and review of literature is presented. 
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Introduction 

Gastrocolic fistula can be benign or malignant, 

classified on the basis of its cause. The most 

common cause of gastric fistula is carcinoma of 

stomach
1-5

followed by gastric ulcer, 

granulomatous colitis, trauma, etc. Gastrocolic 

fistula resulting from the advanced neoplasia 

received frequent attention during the early part of 

century. Literature mentions mostly malignancies 

as the major cause of fistulas arising in the colon 

or stomach. With time, gastrocolic fistula became 

an unusual complication of benign gastric ulcer
1
. 

Later, reports in recent years have indicated that 

benign gastrocolic fistulae have increased in 

frequency. This may be due to the use of steroids 

and acetylsalicylic acid preparations which may 

be playing a role in the etiology. The purpose of 

this paper is to report a rare case of gastrocolic 

fistula resulting from an endoscopic 

cystogastrostomy done for pancreatic pseudocyst. 

Case Report: A 22 years old male presented with 

complaints of pain in abdomen, eructation, nausea 

and faecal vomiting since 4 months. Patient gave 

past history of blunt trauma to abdomen 6 years 

back, being hit by the handle of a motorcycle in 

the epigastric region. Patient was admitted in a 

local hospital for 15 days and managed 

conservatively initially. However, patient 

developed severe epigastric pain and vomiting. He 

was referred to another hospital where Contrast 

www.jmscr.igmpublication.org                                                                                              

                                                                                                                                                                 Impact Factor 3.79 

Index Copernicus Value: 5.88 

                                                                          ISSN (e)-2347-176x  ISSN (p) 2455-0450 

                    DOI:  http://dx.doi.org/10.18535/jmscr/v3i12.44 

 

 

http://dx.doi.org/10.18535/jmscr/v3i8.01


 

Girish D. Bakhshi et al JMSCR Volume 03 Issue 12 December  Page 8726 
 

JMSCR Vol||3||Issue||12||Page 8725-8728||December 2015 

enhanced Computerized tomography (CECT) of 

Abdomen and Pelvis was done which was 

suggestive of Pancreatic transection at the 

junction of head and body with multiple 

peripancreatic collection and moderate ascites. 

Exploratory laprotomy with pancreatic 

necrosectomy with perotoneal toilet was done. 

Later, Endoscopic Retrograde Chaolangiopan-

creatography (ERCP) was done and Pancreatic 

duct was cannulated for recurrent abdominal pain. 

Serial ultrasonographies done were suggestive of 

localized collection within the pancreatic 

parenchyma at the site of transection with mildly 

dilated pancreatic duct. CECT abdomen was 

suggestive of multiple, multiseptate, peripherally 

enhancing pseudopancreatic cysts in the 

peripancreatic and perihepatic regions. Later, 

Ultrasonography (USG) guided peripancreatic 

fluid aspiration was done and 300ml of clear fluid 

was removed. However, patient developed 

pseudocyst of pancreas again after the procedure. 

Patient underwent endoscopic cystogastrostomy 5 

years back with placement of stent. Patient gave 

history of passage of stent in faeces 4 months back 

which he had preserved (Fig.1). Patient had 

present complaints of faeculent vomiting since 4 

months. For these complaints patient was referred 

to our center. On upper GI-Scopy, faeces were 

seen in the stomach with reflux from the 

prepyrolic region from an opening other than 

pylorus suggestive of gastrocolic fistula (Fig.2). 

Barium study confirmed a gastrocolic fistula (Fig. 

3). CECT abdomen was suggestive of a gstrocolic 

fistula between the prepyloric region and 

transverse colon of length 5cm and opening in the 

prepyloric region with a defect of 2cm in size. 

Biopsy was taken to rule out malignancy. 

Exploratory laparotomy confirmed Gastro-colic 

fistula (Fig. 4). Intra-operative biopsy was taken. 

This fistula was dissected all around and was 

disconnected using Gastrointestinal staplers. Post-

operative recovery was uneventful. Biopsy was 

suggestive of inflammatory tissue. Post-operative 

endoscopy done after 6 weeks showed healed 

opening of fistula (Fig. 5). Follow up of 6 months 

has shown him to be disease and symptom free. 

 

 
Fig. 1) Stent passed by patient in stool 

 

 
Fig. 2) Endoscopy showing gastric opening of 

gastrocolic fistula 

 

 
Fig. 3) Barium study showing gastrocolic fistula 
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Fig. 4) Intra-operative picture showing gastrocolic 

fistula dissected all around 

 

 
Fig. 5) Post-operative endoscopy showing healed 

opening of gastrocolic fistula. 

 

Discussion 

Gastrocolic fistula was first described by Haller in 

1755. It has been described as benign or 

malignant. Malignancy of stomach or colon is 

considered to be the most common cause of 

gastrocolic fistula. However, in English literature, 

benign unoperated cases of gastric ulcer has been 

the etiology of gastrocolic fistula in 71 cases.
2
 

Other common etiologies of gastrocolic fistula 

include diverticulitis of the colon, inflammatory 

bowel disease, gastrointestinal tuberculosis, 

syphilis, trauma, irradiation, pancreatic abscess, 

perigastric abscess, granulomatous colitis and 

iatrogenic factors. Gastro-colic fistula has also 

been seen following PEG (Per-oral Endoscopic 

Gastrostomy) in few cases
6
. Present case is the 

first case which is as a result of Endoscopic 

Cystogastrostomy. Symptoms of gastrocolic 

fistula in the order of its frequency include 

abdominal pain (83%), diarrhea (74%), weight 

loss (74%), vomiting (74%), faecal eructations or 

faeculent vomiting (55%), and significant 

gastrointestinal bleeding (38%).
2
 Present case 

presented with pain in upper abdomen with faecal 

vomiting and weight loss. Gastrocolic fistula also 

leads to malabsorption syndrome. However, the 

cause of the same is presence of colonic contents 

by reflux into the upper intestinal tract leading to 

colonization of upper intestinal tract by the 

colonic flora rather than shunting of the gastric 

contents into the colon. The passage of gastric 

contents into the colon is however, less 

significant, and it mostly causes post meal 

diarrhoea.
3
 Due to the colonization of the upper 

gastrointestinal tract, the digestive and absorptive 

capacity of the small bowel is hampered. So, this 

malabsorption and rapid transit leads to weight 

loss and severe nutritional deficiency. In present 

case the stent eroded from lesser sac into colon 

resulting in gastrocolic fistula. Investigations to 

confirm gastrocolic fistula include upper GI 

endoscopy, barium studies and CECT abdomen. 

In present study all three investigations confirmed 

the diagnosis. Surgery is the treatment of choice. 

Either fistulectomy with primary repair may 

suffice or sometimes, it may require one stage en 

bloc resection of the involved stomach and colon 

including the fistula tract with creation of Billroth 

I or II anastomosis.
5,7

 In present case fistula was 

dissected all around and disconnected using GI 

staplers. Of the various causes responsible for the 

formation of a gastrocolic fistula, endoscopic 

cystrogastrostomy stent eroding the colon, and 

leading to a gastrocolic fistula has not been 

described in literature till date. Present case 

demonstrates that endoscopic stent migration can 

take place from lesser sac into the colon resulting 

in gastrocolic fistula. Hence, while performing an 

endoscopic stenting procedure or dealing with a 

case of gastrocolic fistula, possibility of erosion 

by the stent should be considered as a cause of 
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gastrocolic fistula and hence follow up endoscopy 

should be done. This also compels us o think 

whether endoscopic stent placed for 

cystogastrostomy can be kept for long time. As 

keeping this stent may result into gastrocolic 

fistula. However, further studies are required to 

develop a defined guideline. 
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