Elderly male patient with gastrocolic fistula following
severe acute necrotising pancreatitis
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DESCRIPTION

A 60-year-old male patient presented to the
Emergency Room (ER) with a history of diar-
rhoea with abdominal pain for 2 weeks and
weight loss of 3kg over 1month, the patient
had a history of necrotising pancreatitis a month
ago. On examination, patient was afebrile with
tachycardia, tachypnoea, low blood pressure and
pallor. He had mild tenderness in the epigastric
region and rest of systemic examination were
within normal limits. His preliminary blood
investigation revealed haemoglobin level of 70
g/L with normal total count, serum amylase,
serum lipase, liver function test and renal func-
tion test.

The patient underwent contrast-enhanced
CT of the abdomen with oral and intravenous
contrast agents. Plain CT images (figure 1A,B)
demonstrated mild inflammatory changes in
the perigastric and paripancreatic regions with
possible fistulous communication between the
body of stomach and transverse colon. Gastro-
grafin was given orally before intravenously to
demonstrate the fistula in post-contrast study.
Post-contrast study (figure 1C,F) outlined the
fistulous tract and demonstrated transit of oral
contrast agent directed into splenic flexure and
descending colon directly. Images of previous
contrast-enhanced CT performed a month ago
were reviewed, the images (figure 2A-F) demon-
strated severe necrotising pancreatitis with
necrotic and inflammatory changes in peripan-
creatic region including the walls of the body of
stomach.

One of the commonly reported complication
of severe acute pancreatitis and infected pancre-
atic/peripancreatic necrosis is fistula forma-
tion.! 2 Fistula formation can occur anywhere
in the gastrointestinal tract, colon followed by
duodenum are the two most common sites.” In a
gastrocolic fistula (GCF), communication usually
occurs between the distal transverse colon and
greater curvature of stomach.* The most common
cause of GCF are colonic and gastric malignan-
cies while GCF can also occur in peptic ulcer
disease, inflammatory bowel disease, divertic-
ular disease, chronic pancreatitis and pancreatic
abscess.” GCF due to severe acute pancreatitis is
not commonly reported,® possible causes for its
formation in cases of pancreatitis are (1) direct
erosion of adjacent gastrointestinal tract by
pancreatic enzymes, (2) intestinal necrosis due
to vascular thrombosis and (3) following surgical
intervention.’ 7 Patients with GCF can present
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Figure 1  (A) Images of contrast-enhanced CT
performed during current admission, (A) pre-contrast
image demonstrating gastric wall oedema (white arrow).
(B) Pre-contrast image demonstrating suspected tract
between stomach and colon (black arrow). (C, D) Post-
contrast images demonstrating tract (white arrow)
outlined by positive oral contrast between the greater
curvature of stomach and transverse colon (black arrow).
(E) Post-contrast image demonstrating oral contrast
within the descending colon (white arrow). (F) Post-
contrast image demonstrating pseudocyst in perisplenic
region (white arrow).

with triad of weight loss, vomiting (feculent) and
diarrhoea.? ? Other symptoms include fatigue,
nutritional deficiencies, abdominal pain and
feculent eructations.*

Barium enema can be used to evaluate the
fistula,” CT with oral and intravenous contrast is
useful in delineating the fistulous tract for preop-
erative assessment and indentify the underlying
aetiology.** '’ Endoscopy can help to visualise the
fistulous tract and take biopsy; however, small
and narrow fistulous tracts can be missed.’ '
GCF can lead to complications like malnutri-
tion, sepsis and gastrointenstinal haemorrhage.*
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Figure 2 (A) Images of contrast-enhanced CT performed 2 months
ago, (A,B) pre-contrast CT images demonstrating multiple air foci within
the gastric emphysema (black arrows) and necrotic peripancreatic
collection (white arrow). (C) Pre-contrast image demonstrating inflamed
pancreas (solid white arrow), normal colon (black arrow) and gastric
emphysema (white arrow). (D) Post-contrast image demonstrating
gastric emphysema (white arrow) with positive oral contrast in

stomach (black arrow). (E) Post-contrast image demonstrating necrotic
peripancreatic collection (white arrow) and gastric emphysema (black
arrow) and no oral contrast in the colon (white solid arrow). (F) Post-
contrast image demonstrating pseudocysts in the perihepatic and
perisplenic region (black arrows). Presence of an underlying gastric or
colonic fistula couldn't be ruled out since neutral oral contrast was used
for the study.

Surgery remains the mainstay treatment.’ ' Resection of
the fistulous tract with wedge resection of stomach and
partial resection of colon is usually performed.” '* Diver-
sion colostomy with excision of the fistulous tract is reserved
for debilitated patient. GCF presenting with gastrointestinal
haemorrhage requires prompt intervention.” ” '* GCF closure
via over-the-scope clip system, human fibrin sealant and
endoscopic closure has been tried with success."* * Colonic
fistulas are associated with increased mortality,® hence prompt
diagnosis and treatment is required to prevent complications.

Learning points

» Gastrocolic fistula can present with a triad of symptoms
including vomiting, diarrhoea and weight loss. Vomiting could
be feculent associated with feculent eructations.

» Most common cause for gastrocolic fistula are colonic and
gastric malignancies. Benign conditions like peptic ulcer
disease, diverticular disease, recurrent pancreatitis and
pancreatic abscess can lead to fistula formation.

» Gastrocolic fistula can be evaluated by barium enema and
contrast-enhanced CT scan. CT scan with water-soluble oral
contrast and intravenous contrast can delineate the fistulous
tract well.

» Endoscopy can help to locate the tract, but small and narrow
tracts can be missed.
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