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Abstract: Malignant gastrocolic fistula is a rare and challenging clinical entity characterized by nonspecific symptoms, 

often leading to delayed diagnosis and management. Imaging modalities such as barium studies, contrast-enhanced CT 

scans, and upper gastrointestinal endoscopy are crucial for diagnosis. We report the case of a 44-year-old man who 

presented with anorexia, significant weight loss, and nausea. Upper Gl endoscopy and colonoscopy revealed a 

gastrocolic fistula secondary to invasive adenocarcinoma involving the stomach extending into splenic flexure as a 

fistula. The patient underwent a D2 gastrectomy with Roux-en-Y gastrojejunostomy and left radical hemicolectomy. 

Histopathology confirmed moderately differentiated adenocarcinoma with lymph node involvement. This case 

highlights the importance of timely diagnosis and aggressive surgical management in improving outcomes in such rare 

malignancies. 
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INTRODUCTION 
Gastrocolic fistula is a rare pathological 

condition characterized by an abnormal communication 

between the stomach and the colon, most commonly 

involving the greater curvature of the stomach and the 

transverse colon. While such fistulae can result from 

benign conditions like peptic ulcer disease or 

pancreatitis, malignant causes-particularly advanced 

gastric or colonic adenocarcinoma-are less common and 

typically present at a late stage of disease progression. 

 

In Western countries, adenocarcinoma of the 

transverse colon is the more frequently reported 

malignant cause of gastrocolic fistula, with an incidence 

of approximately 0.3-0.4% in operated cases. Clinical 

presentation is often non-specific, but the classical triad 

includes weight loss, feculent vomiting, and diarrhea. 

Due to the rarity and ambiguous symptomatology, 

diagnosis is often delayed, necessitating a high index of 

suspicion. Imaging techniques such as barium studies, 

contrast-enhanced CT scans, and endoscopic evaluation 

are crucial for detection and characterization. 

This report presents a rare case of a malignant 

gastrocolic fistula secondary to synchronous gastric and 

colonic adenocarcinoma in a young male patient, 

managed successfully with en-bloc surgical resection. 

 

CASE REPORT 
A 44-year-old male presented with complaints 

of abdominal pain, anorexia, and unintentional weight 

loss of approximately 10 kg over a six-week period. On 

physical examination, he appeared emaciated and pale. 

Abdominal examination was unremarkable. Laboratory 

investigations revealed microcytic hypochromic anemia 

(hemoglobin: 6.8 g/dL), hypoproteinemia, and 

hypoalbuminemia (serum albumin: 2.1 g/dL.). 

 

Upper gastrointestinal endoscopy revealed a 

large gastrocolic fistula at the greater curvature of the 

stomach, with thickened proliferative mucosa. A biopsy 

from the site confirmed invasive adenocarcinoma 

(Grade1). 

 

Case Report  
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Colonoscopy demonstrated an 

ulceroproliferative obstructive lesion at the splenic 

flexure of the colon. Biopsy from this lesion revealed 

invasive adenocarcinoma (Grade II). 

 

Contrast-enhanced computed tomography 

(CECT) of the abdomen revealed a short segment of 

irregular, heterogeneously enhancing. Asymmetric 

bowel wall thickening at the splenic flexure measuring 

20.3 mm in thickness over a 5 cm segment. The lesion 

was seen infiltrating the greater curvature of the stomach 

and forming a fistulous tract measuring approximately 

12 11 mm. There was smooth mural thickening and 

mucosal hyperenhancement along both the greater and 

lesser curvatures of the stomach. 

 

The patient was initially stabilized with 

intravenous fluids and total parenteral nutrition (TPN) to 

address malnutrition. Subsequently, he underwent 

surgical intervention involving a D2 gastrectomy with 

Roux-en-Y gastrojejunostomy and left radical 

hemicolectomy, Intraoperative findings included. 

1. A6x4 cm mass on the body of the stomach 

communicating with the transverse colon via a 

fistulous tract (Figure 1). 

2. A 5x6 cm mass at the splenic flexure of the 

transverse colon with direct involvement of the 

stomach. (Figure 2). 

 

Postoperative recovery was uneventful. The 

patient was discharged on postoperative day 12, 

Histopathological examination revealed moderately 

differentiated adenocarcinoma of the stomach (Figure 3) 

with lymph node involvement, and all resection margins 

were clear. The patient was referred to the oncology 

department for adjuvant chemotherapy. At follow-up, he 

remained alive and disease-free. 

 

 
Figure 1: Mass of size 6 x 4 cm over body of stomach with ulcer communicating to transverse colon at splenic 

flexure through fistulous tract 

 

 
Figure 2: Mass of size 5 x 6 cm at splenic flexure of transverse colon communicating through fistulous tract 
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Figure 3: Histopathology of Adenocarcinoma of Stomach 

 

 
Figure 4: Entire specimen of resected mass 

 

 
Figure 5: Endoscopic view of fistula from stomach 

 

DISCUSSION 
Gastrocolic fistula rare pathological 

communication between the epithelialized mucosal 

surfaces of the stomach and the colon. Its precise 

incidence is unknown. The first reported case was 

described by Albrecht von Haller (11) in 1755, although 

it was not published in English literature. The first 

English-language case documented by Douglas Firth 

(12) in 1920, who attributed the fistula to a benign gastric 

ulcer [9]. 
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Gastrocolic fistulas may result from benign or 

malignant conditions in recent decades, the widespread 

use of nonsteroidal anti-inflammatory drugs (NSAIDs) 

and aspirin has contributed to an increase in benign 

gastric ulcer-related fistula formation [2, 3]. However, in 

adults, the most common cause remains malignant 

disease of the stomach or colon, typically arising in 

advanced stages due to delayed diagnosis [4-10]. 

 

Two mechanisms are proposed for fistula formation:  

1) Direct tumor invasion across gastro-colic 

omentum and  

2) Inflammation-induced adherence and 

fistulation between the stomach and colon [3, 

4]. Malignant gastro-colic fistulas are often 

characterized by large, Infiltrative tumors with 

surrounding inflammatory reaction [3, 4] 

 

Clinically, patients may present with trait of 

weight loss, diarrhea, and feculent vomiting. The 

presence of feculent vomiting-caused by reflux of 

colonic content into the stomach is highly suggestive but 

occurs in only about 30% of cases [13]. Such fistulas 

often lead to severe anemia and nutritional deficiencies 

due to chronic gastrointestinal losses and malabsorption. 

 

Diagnostic modalities include barium studies, 

upper gastrointestinal endoscopy, colonoscopy, and 

contrast-enhanced CT scans. CT is especially useful for 

defining the extent of disease and fistula formation [1]. 

Endoscopy offers direct visualization and tissue biopsy 

aiding in accurate diagnosis and confirmation of 

malignancy [4]. 

 

Gastrocolic fistulas are classified into three categories; 

Internal; between the stomach and colon (gastro-gastric 

or colo-gastric depending on primary site), 

External; between the colon and the skin (colo-

cutaneous), 

Complex: involving a third organ such as pancreas or 

jejunum  

(Ex- gastro-jejuno-colic or gastro-pancreato-colic 

fistula) [10]. 

 

En bloc surgical resection is the preferred 

treatment and offers the best chance of long-term 

survival in malignant cases. Despite the advanced nature 

of disease, radical resection can be curative in selected 

patients [5-11]. Adjuvant chemotherapy is considered 

when lymph node involvement or incomplete resection 

is identified. 

 

In our case, the patient underwent successful 

en-bloc resection with D2 gastrectomy and left 

hemicolectomy. Postoperative recovery was uneventful, 

and the patient remains disease-free at follow-up. This 

case highlights the importance of early recognition and 

aggressive surgical management in achieving favorable 

outcomes, even in rare and complex presentations such 

as malignant gastro-colic fistula. 
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