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Case report

Non-neoplastic gastrojejunocolic
fistula in a 68-year-old male patient

W.I. Treef

introduction

Non-neoplastic gastrojejunocolic fistulais a
rare condition which can develop after vag-
otomy and gastroenterostomy [ /]. Gastroje-
junocolic fistula more often follows simple
gastroenterostomy than partial gastrectomy.
The main factor which produces rapid dete-
rioration of the patient is fouling of the je-
junum by colonic contents, which results in
disturhances in the vital ahsorptive mecha-
nisms [2].

Case report

A 68-year-old male Jordanian patient was
admitted to Princess Haya Hussein Hospital
for evaluation of diarrhoea of 6 months du-
ration, associated with weight loss and vom-
iting which was feculent in nature. In 1982,
the patient had undergone a truncal vagoto-
my and gastrojejunostomy for peptic ulcer.
There was a history of recurrent admission
to hospital for gastroenteritis which had
been treated accordingly. He was a chronic
smoker.

Physical examination revealed an upper
midline scar in the thin abdomen that moved
with respiration. There was tenderness lo-
calized to the mid-abdomen on deep palpa-
tion. There were no palpable masses, the

bowel sounds were normal and per rectum
examination revealed nothing abnormal.

Radiological examination with barium
enema indicated a gastrojejunocolic fistula.
{Figures 1 and 2).

After good preoperative preparation,
one-stage resection was performed. The af-
fected portion of the jejunum was resected,
reanastomosis of the jejunum carried out

Figure 1 Fistula connecting the suparior
border of the hepatic flexure of the
transverse colon with the small bowel and
stomach
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Figure 2 Barlum refilling the colon, emall
bowel and stomach through the fistula

and the colonic opening was closed. The pa-
tient had a smooth recovery and was dis-
charged after 10 days in good general
health.

The pathological report showed small in-
testine with congestion oedema and in-
creased mononuclear cell infiltrate. There
was no evidence of malignancy.

Discussion

The etiology of a fistula between the stom-
ach and the colon varics. The development
of an anastomotic ulcer following gastric
surgery for benign peptic ulcer disease is the
commonest causc of gastrujejunccolic fistu-
la {3,4]. This complication was more com-
mon in the early part of this century when
gastroenlerostomy was the treatment of
choice for peptic ulcer disease. The most
frequent symptoms are diarrhoea, weight
loss and vomiting, frequently feculent in na-

ture [3]. The diagnosis is best confirmed by
a harium enema examination, which gives
good results.

The complications of established gastric
or intestinal fistula include electrolyte ab-
normalities and malnutrition, sepsis, intrap-
eritoneal abscess, wound infection and
pancreatitis, Without parenteral nutrition,
the nutritional status of patients with fistula
inevitably deteriorates because of the loss of
proteins and electrolytes through the fistula,
and the inability of the patient to eat.

Over a period of 16 years, Spivak and
his colleagucs performed 423 operations on
patients with peptic ulcer of anastomosis. In
13 of them, the condition was complicated
by gastrointestinalcolonic fistula. Out of 7
patients operated upon in the first 11 years,
4 patients died (because of one or more of
the above-mentioned complications). Qut of
6 patients operated upon during the second
period (the last 5 years), there were no
deaths [5).

The low mortality was due to less trau-
matic operations and adequate pre-operative
preparation of the patients.

In our patient, the gastrojejunocolic fis-
tula was due to a benign inflammatory pro-
cess, and was 1reated successfully by a
single surgical intervention,

Conclusion

The sudden onset of diarrhoca in a paiient
who has undergone vagotomy with gastroje-
junostomy must raise the possibility of a
gastrojejunocolic fistula, One-stage resec-
tion with reanastomosis is a safe procedure
in the treatment of gastrojejunocolic fistula
and has a low mortality rate, especially
when the patient has good preoperative

preparation and modern suture techniques
are used.
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