
Repair of a gastrocolic fistula using a wire-guided,
simultaneous dual scope approach

A 72-year-old manwith a history of diver-
ticulitis 1 year previously, requiring a par-
tial colectomy, presented to our hospital
complaining of fever and weight loss over
the preceding 3 weeks. Blood cultures re-
vealed Gram-negative bacteremia. Anti-
biotics were initiated and a complete
workup for infectious diseases was done
without any success. Barium imaging and
computed tomography (CT) of his ab-
domen revealed a 14-cm long fistulous
tract extending from the greater curva-
ture of the stomach to the area of the sig-
moid colon (●" Fig.1). It was felt that the

bacteremiawasmost likely due to the gas-
trocolic fistula and endoscopic closure
was planned. At upper endoscopy, the
gastric fistula opening was visualized on
the greater curvature of the gastric body
(●" Fig.2). After injection of contrast into
the tract, a 0.025-cm Jag wire (Boston Sci-
entific, Natick, Massachusetts, USA) was
threaded into the fistula under fluoro-
scopic guidance (●" Fig.3). Colonoscopy
was carried out simultaneously to visua-
lize the guide wire’s exit point, which

was emerging out of a field of diverticula
in the sigmoid colon. The fistula was then
flushedwith sterile water and a cytobrush
(Cytomax II Double Lumen Cytology
Brush, Wilson-Cook Medical, Winston-
Salem, North Carolina, USA) was passed
over the guide wire to denude the mucosa
and promote closure. Lastly, both the
proximal and distal ends of the fistula
were closed with Resolution clips (Boston
Scientific). The patient tolerated the pro-
cedure well. A repeat upper gastrointesti-

Fig.1 Imaging findings in a 72-year-old man
with a history of diverticulitis presenting with
and fever and weight loss. a Barium imaging.
b Computed tomography (CT) view.

Fig.2 Endoscopic
view showing the
gastric fistula orifice
on the greater curva-
ture of the stomach.

Fig.3 A 0.025-cm Jag
wire being threaded
into the fistula under
fluoroscopic guidance.
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nal series performed 4 days later failed to
show the fistula and the patient was dis-
charged. At 3months, a lower gastrointes-
tinal series confirmed successful long-
term closure (●" Fig.4). To our knowledge
this is the first reported case of a long gas-
trocolic fistula being repaired via this no-
vel method of dual endoscopic closure
with use of Resolution clips.
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Fig.4 Follow-up lower
gastrointestinal radio-
graphic view showing
successful long-term
closure of the fistula.
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