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ABSTRACT

A 65-year-old man one year post neoadjuvant treatment for rectal
adenocarcinoma in the lower rectum presented with severe abdominal
pain and a two week history of watery diarrhea. An abdominal CT
showed free air under the diaphragm with a suspected gastrocolic
fistula. In the operating theatre, an exploratory laparotomy revealed
cloudy fluid with pus and perforation of the transverse colon with a
large mass invading the greater curvature of the stomach from the
antrum into the transverse colon. A distal gastrectomy, extended
right hemicolectomy, gastrojejunostomy, and end ileostomy were
performed to excise the mass and the perforated area.
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INTRODUCTION

Gastrocolic fistula formation is a rare complication of gastric
adenocarcinoma!’. It is most commonly seen in benign conditions
such as peptic ulcer disease, diverticulitis, and Crohn's disease. The
combination of a gastrocolic fistula with a colon perforation is rare.
Clinical signs of a gastrocolic fistula include feculent vomiting,
diarrhea, and weight loss.

We present a patient diagnosed with perforation of hollow
viscus. Only during the operation did it became apparent that the
adenocarcinoma of the antrum invaded the transverse colon, causing
perforation of the adjacent transverse colon™.

CASE REPORT

A 65-year-old man presented with a two week history of watery
diarrhea, shortness of breath, and nausea without vomiting. The
patient had a history of uncomplicated diabetes mellitus type II,
COPD, and emphysema relating to 90-pack-per-year smoking history.
In 2013 the patient was diagnosed with a rectal adenocarcinoma
cancer in situ 5 cm from the anus staged by TRUS at T3N2. He was
treated with 25 courses of chemoradiation therapy without excision
of the tumor due to poor respiratory status attributed to his severe
COPD.

Physical exam revealed cachexia with diffuse abdominal
tenderness. Labs were significant for lactate acidosis (5 mmol/L),
negative for leukocytosis, and chemistry remained within normal
limits. Chest X-Ray did not reveal free air under the diaphragm.
An abdominal CT was performed showing free abdominal air and
intraperitoneal fluid. Contents of the nasogastric tube yielded 500 ml
of fecal content.

In the operating theatre, a laparoscopic procedure was abandoned
for a laparotomy. Opening the abdomen revealed cloudy fluid
with pus and a perforation in the transverse colon. A large mass
was found invading the greater curvature of the antrum, creating a
fistula into the transverse colon. A distal gastrectomy, extended right
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Figure 1 Arrows clockwise from left pointing at free fluid, air bubbles and
enlarged lymph nodes.
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Figure 2 Arrow pointing to suspected gastrocolic fistula.
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Figure 3 Chest X-Ray showing severe COPD and no free air under the
diaphragm.

hemicolectomy, gastrojejunostomy, and ileostomy were performed

to excise the mass and the fistula"

The remaining colon was closed
with a stapler.We performed an extended right colectomy without
anastomosis because we did not want to do another anastomosis
in the fecal peritonitis environment; moreover, at the time of the
operation his rectal adenocarcinoma status was not clear. Negative
margins were taken. The pathological report was significant for
primary gastric adenocarcinoma without lymph node metastasis.

The first post-op complication involved respiratory difficulties
related to COPD. Treatment with steroids resulted in a significant
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improvement. The patient went into shock on POD 1. This was
initially thought to be of an infectious origin, but it did not respond
to antibiotic treatment. An echocardiography noted severely reduced-
global left ventricle dysfunction, an ECG noted SVT, and labs
showed increased troponin. The patient was discharged on POD
10, eating and drinking with normal bowel habits. The patient was
scheduled to follow up with adjuvant chemotherapy for gastric
adenocarcinoma. Later on, PET-CT and TRUS found no residual
disease, gastric or rectal carcinoma.

DISCUSSION

Since the patient was only treated with neoadjuvant
chemoradiothreapy for rectal cancer, the main differential diagnosis
during the operation was perforation of the colon secondary to rectal
obstruction of primary rectal carcinoma or complications due to its
metastasis. Benign etiologies, including perforation due to a duodenal
ulcer were considered; however, it was decided management needed
to begin with a diagnostic laparoscopy. The operation revealed a
mass in the antrum of the stomach that penetrated into the transverse
colon and a perforation of the transverse colon. There were no
findings in the pelvis, so there was no connection of his current
status to his known rectal cancer.During surgery, the focus was on
palliative treatment resulting in a distal gastrectomy, right extended
colectomy, and end ileostomy. Pathology reports documented a well
differentiated gastric adenocarcinoma with T4NO (16 lymph nodes
were negative for metastasis). Ultimately, the palliative treatment was
actually curative surgery.

CONCLUSIONS

Complications in oncological patients can be attributed to a known
primary malignancy. This case highlights that fact that any acute
deterioration should also include the possibility of a secondary
primary tumor. The signs of acute abdominal pain combined with
diarrhea should raise the suspicion of a GI fistula in the stomach or
small bowel to the colon.
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