
A 45−year−old patient was admitted to
our department because of a history of
diarrhea with red blood (hematochezia)
and marked weight loss; all the symp−
toms had started about 6 months earlier.
Physical examination revealed just a
pale, emaciated patient with a surgical
abdominal scar. The patient had under−
gone surgery for peptic ulcer disease 4
years previously. Because the current
symptoms suggested inflammatory or
malignant disease of the colon, the first
imaging procedure performed was colo−
noscopy, during which the endoscope
was able to pass abnormally, in the region
of transverse colon, into another gut
structure where the mucosal folds resem−
bled those of the stomach. The passage
was through a big fistula with a 3−cm ul−
cer with signs of recent bleeding
(l" Fig. 1, 2). Upper gastrointestinal en−
doscopy was further performed and visu−
alized the partially resected stomach
with a Billroth II gastroenteroanastomo−
sis. Above the anastomosis, a big fistula
was visible leading to the transverse co−
lon (l" Fig. 3, l" Video 1). A barium study
of the stomach was also performed, con−
firming the fistula with early presence of
contrast inside the colon (l" Fig. 4). The
patient was referred on to the surgery de−
partment where he was treated success−
fully, with conversion into a Roux−en−Y
anastomosis. The further course was fa−
vorable, with complete recovery of the
patient and no symptoms at 1−year fol−
low−up.
Although barium enema is still consid−
ered the diagnostic investigation of
choice for this condition, with a sensitiv−
ity of 95± 100% [1,2], in the present case
the confusion with irritable bowel dis−
ease or even colorectal cancer dictated
colonoscopy as first diagnostic procedure.
Gastrojejunocolic fistula, although rare, is
seen occasionally in current practice as a
result of past gastric surgery [3]. How−
ever, such fistulas can also result from
peptic ulcer disease, neoplasm, Crohn’s
disease, and infections [4]. Both gastros−
copy and colonoscopy can be performed
successfully in these patients, in order to
establish the diagnosis and to define the

Look both ways: gastrojejunocolic fistula
masquerading as irritable bowel disease

Fig. 1 Colonoscopy showing the opening of
the fistula (transverse colon), with a chronic
peptic ulcer at this level causing the diarrhea
and hematochezia.

Fig. 2 Colonoscopy of the transverse colon
with passage of the colonoscope through the
fistula: entrance into the stomach (A) and jeju−
num (B).

Fig. 3 Upper gastrointestinal endoscopy
revealed the entrances into the duodenum
(afferent loop), jejunum (efferent loop), and
transverse colon (fistula tract).

Fig. 4 Barium study of the stomach showed
early passage of the contrast into the colon
(visible horizontal air−fluid levels).

Video 1

Upper gastrointestinal endoscopy reveals the
entrances into the duodenum (afferent loop),
jejunum (efferent loop), and transverse colon
(fistula tract).
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precise location of the fistula before cor−
rective surgery is carried out.
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