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Gastrocolocutaneous fistula: An unusual complication
of percutaneous endoscopic gastrostomy
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ABSTRACT
Gastrocolocutaneous fistula is a rare potential complication of percutaneous endoscopic gastrostomy
(PEG). This case report is a description of the approach used to manage a gastrocolocutaneous fistula that
developed after a PEG procedure. A 35-year-old male with amyotrophic lateral sclerosis had a PEG tube
inserted in the endoscopy unit due to recurrent episodes of aspiration pneumonia. During the postoperative
period, the PEG tube was withdrawn as a result of bilious discharge from the rim of the tube and maceration
of the skin around the tube The patient was referred to us due to the leakage of feces from the PEG site.
Given the high rate of flow observed during follow-up and the unlikelihood of spontaneous closure, surgical
repair was planned. The operation included repair of a fistula between the stomach and the colon, partial
gastric resection, and primary sutures to effect a repair of the colon. Proper management of complications
of a PEG procedure can lead to a quick and effective recovery.
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Introduction

Case Report

Percutaneous endoscopic gastrostomy (PEG) is a safe and
effective method for providing long-term enteral nutrition.
[1]
However, previous studies have reported some probable
complications such as wound infection, tube dislodgement, peristomal leakage, bleeding, internal organ injury,
necrotizing fasciitis, and aspiration pneumonia.[2,3] Most
complications are minor, but some rare severe complications may be life threatening. Gastrocolocutaneous fistula
is a rare complication of percutaneous endoscopic gastrostomy (PEG).[4] In this case, we aimed to present our
approach to the gastrocolocutaneous fistula developed
after PEG.

A 35-year-old male with Amyotrophic Lateral Sclerosis
(ALS) had a PEG tube inserted in the endoscopy unit
due to recurrent aspiration pneumonia episodes. He had
not undergone abdominal surgery. In postoperative 5th
day, PEG was withdrawn when he developed bilious discharge from the rim of the tube and maceration on the
skin around the tube. A new PEG tube was inserted after the wound care. He was referred to general surgery
clinic when feces were started to leak from the former
PEG site. The abdominal computed tomography (CT)
demonstrated the signs of gastrocolocutaneous fistula
(Fig. 1). After the patient was transferred to our clinic,
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tion products. The reverse condition causes feculent
vomiting and the appearance of fecal material.[6] This
complication may be fatal, if it is not detected early and
managed properly.[7]

Figure 1. Computerized tomography image of the fistula area.

enteral nutrition was stopped and total parenteral nutrition was started instead, in order to follow the volume
of the fistula. The fistula was considered as high-output
during the follow-up (approximately 600 cc per day) and
surgery was planned since a spontaneous closure was
not expected in the 2nd week of follow-up. Fistulated area
between stomach and colon was detected, partial resection was performed in stomach and colon was repaired
with primary sutures. He was discharged uneventfully
on the fourth postoperative day. He is being followed up
for seven months with no further complaints. Written
informed consent was obtained from the patient’s legal
guardian(s) for publication of this case report and any
accompanying images.

Discussion
In the early eighties, PEG was introduced as an alternative
option to the conventional surgical techniques for replacing gastrostomy tubes.
Most PEG procedures are performed for neurological disorders such as stroke or traumatic irreversible brain injury, and can also be applied due to anatomical problems
such as cleft lip/palate surgery and head/neck injury.[1]
Percutaneous endoscopic gastrostomy can be performed
under sedation without the need for general anesthesia
with 95% success in 15–30 minutes. However, some complications such as bleeding, hematoma, perforation, infection, wound maceration, gastrocolocutaneous fistula
may occur with the rate of 17%.[5] The exact mechanism
of gastrocolocutaneous fistula is not well known. However, the most reasonable theory is that the interposition of colon between the anterior abdominal wall and
stomach.[6] The leakage of gastric contents through the
gastrocolic fistula into the colon leads to typical symptoms such as presence of diarrhea that contains nutri-

Various techniques have been proposed to minimize
the risk of colon penetration. Aspirating a saline-filled
syringe before the endoscopic visualization in order to
identify the interposing colon between the abdominal
wall and stomach is one of these techniques which was
suggested by Strodel et al.[8] A point to be avoided is
that the excessive inflation of air into the stomach during the endoscopy which may cause the interposition of
the transverse colon between the abdominal wall and
the stomach.[9] Ultrasound and/or CT scan can be considered in patients with complex abdominal anatomy.
[10]
Techniques such as transillumination and continued
finger pressure may be helpful for deciding the puncture
site. When the gastrocolocutaneous fistula is suspected,
upper GI endoscopy is recommended and water soluble
contrast study or abdominal CT may also help to confirm
the diagnosis.[11,12]
Historically, the key treatment for gastrocolocutaneous
fistula was to allow the fistula to close after the feeding
tube was removed. If the fistula does not close spontaneously, surgical repair should be performed by hybrid
procedures (combination of endoscopy and laparoscopy)
if possible, otherwise by laparotomy.[13]

Conclusion
In conclusion, PEG-associated complications are expected to increase along with the increasing requirement
for PEG. Proper management of PEG complications enables early and effective recovery.
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