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Percutaneous Endoscopic Gastrostomy (PEG) 1s a safe and effective method for long-term enteral
feeding. We present a case of a complex Gastrocolocutaneous Fistula (GCCF) causing intermittent
intractable nausea and diarrhea five months after placement. Serial CT 1imaging by the emergency
department demonstrated intermittent tube migration to and from the stomach and transverse colon
coinciding with the waxing and waning of the patient’s symptoms. Subsequently, the PEG tube was
removed, and a surgical gastrostomy was placed with closure of the GCCEF.

An 86-year-old male with a past medical history significant for laryngeal cancer status post surgical
excision and neck radiation, dementia, and GERD presented to the emergency department with an
approximately two-week complaint of intermittent nausea, diarrhea, and foul-smelling drainage
around his PEG tube. Patient underwent successful PEG tube placement 5 months prior and was
tolerating tube feeds to date. The patient was treated with antidiarrheal medications without
symptom alleviation. Documented tube length and PEG care had not changed.

The patient was hemodynamically stable, and physical examination demonstrated a soft, flat,
nontender abdomen with slightly hyperactive bowel sounds, and minimal drainage surrounding the
PEG tube, consistent with tube feeds. Laboratory studies were all within normal limits. A computed
tomography (CT) scan of the abdomen and pelvis was ordered demonstrating no acute intra-
abdominal or pelvic inflammatory process with no evidence of enteric obstruction or free air. The tip
of the PEG tube was documented within the lumen of the stomach (Fig. 1). The length of the PEG
was at 4 cm, unchanged from insertion. The patient was subsequently discharged.
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The ’ atlent rep resented tO the emereenc de ’ artment eleven da S 1 ater Wlth Slmll ar comn lalnts Of Figure 2: CT imaging taken 11 days after previous imaging (Fig 1.). Now demonstrating the PEG balloon in the lumen of the transverse colon in both

the axial (left) and coronal (right) views. This suggests free and spontaneous migration of the PEG tube.
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The mechanism behind a gastrocolocutanous fistula 1s thought to be due to the interposed loop of
colon between the anterior abdominal wall and stomach [6]. Intrabdominal adhesions from previous
operations increase this risk secondary to fixation of the colon to the anterior abdominal wall,
subsequently hindering the mobility of this segment of colon, even when gastric insufflation and
patient positioning 1s performed during PEG placement [7]. The administration of tube feeds
directly 1nto the colon leads to poor absorption, decrease transit time, and ultimately intractable
diarrhea, resistant to antidiarrheals. Colon contents can potentially pass through the fistula into the
stomach leading to feculent emesis or diarrhea [8]. Utilizing the safe tract technique during PEG
insertion can decrease the risk of inadvertent placement. Computed tomography-guided PEG tube
placement or laparoscopic assistance are options when there 1s difficulty insufflating the stomach,
or 1n high-risk patients with previous abdominal operations or known anatomical variations [8].
Burried bumper syndrome must be ruled out and has similar symptomatology, as documented by
CT scan. Historically, treatment consisted of conservative management by removing the PEG tube
and allowing the fistula to close spontaneously overtime with subsequent reseating of the PEG tube,
but currently endoscopic treatments have been described. The gastric side of the fistula can be
closed with hemoclips and argon plasma coagulation [9]. Kim et al. demonstrated successful
closure of the gastrocolic fistula using metal clips during colonoscopy, with subsequent
spontaneous closure of the colocutaneous fistula after removal of the PEG. Laparoscopy or
laparotomy 1s typically reserved for patients with peritonitis [10].
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