
Velleman et al. Surgical Case Reports            (2023) 9:41  
https://doi.org/10.1186/s40792-023-01620-z

CASE REPORT Open Access

© The Author(s) 2023. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which 
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line 
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory 
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this 
licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

Surgical Case Reports

Acute perforation in a gastrojejunocolic 
fistula after a laparascopic Roux-en-Y gastric 
bypass: case report
Jos Velleman1  , Benoit Masereel2 and Paul Geyskens2* 

Abstract 

Background Gastrojejunocolic fistulas are a rare type of fistulas after a laparascopic Roux-en-Y gastric bypass 
(LRYGB). They are known as a chronic complication. This case report is the first to describe an acute perforation in a 
gastrojejunocolic fistula after LRYGB.

Case presentation A 61-year-old woman with a history of a laparascopic gastric bypass was diagnosed with an 
acute perforation in a gastrojejunocolic fistula. A laparascopic repair was performed by closing the defect in the 
gastrojejunal anastomosis as well as the defect in the transverse colon. However, 6 weeks later, a dehiscence of the 
gastrojejunal anastomosis occured. This was reconstructed by an open revision of the gastric pouch and gastrojejunal 
anastomosis. Long-term follow up showed no recurrence.

Conclusions Combining the findings of our case with other literature, a laparoscopic repair with wide resection of 
the fistula, a revision of the gastric pouch and gastrojejunal anastomosis as well as closing the defect in the colon 
seems to be the best approach in case of an acute perforation in a gastrojejunocolic fistula after LRYGB.
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Introduction
Fistulas after a laparascopic Roux-en-Y gastric bypass 
(LRYGB) are described in literature. The most common 
are the gastro-gastric fistulas, between the gastric pouch 
and the excluded stomach. An analysis of 1292 consecu-
tive patients shows an incidence of 1.2% [1]. However, 
gastrojejunocolic fistulas are an even more rare type of 
fistulas after LRYGB [2]. They are described as a chronic 
complication [2]. To the best of our knowledge, our case 
report is the first to describe an acute perforation in a 
gastrojejunocolic fistula after LRYGB.

Case report
In December 2018, a 61-year-old woman presented her-
self to the emergency unit with severe epigastric pain 
since three hours and tachycardia. Physical examination 
revealed a painfull palpation of the epigastric area and 
right hypochondrium, as well as a mild rebound tender-
ness in the epigastric area. A blood test showed a mild 
raise of the inflammatory markers.

Her current daily medication consisted of pantopra-
zole 20  mg, paroxetine 20  mg, nortriptyline 50  mg and 
lormetazepam 4 mg.

She had a medical history of depression, diabe-
tes type II, obestity, osteoporosis, cholecystectomy, 
tabacco and alcohol abusus. Furthermore, the medi-
cal history mentioned a bulbar ulcer. The bulbar ulcer 
dated from earlier than the digital medical file (earlier 
than 2002), probably due to NSAID use after a total hip 
prosthesis. Starting from 2002, there were no signs of 
an ulcer with a negative endoscopy in november 2011. 
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She underwent a laparascopic short gastric bypass in 
2013. During the surgery in 2013, a biliopancreatic limb 
length of 40 cm and a alimentary limb length of 150 cm 
was performed. The gastric pouch was constructed 
with three staplers of 60  mm. The gastro-enterostomy 
measured 40  mm and was formed by a linear stapler. 
Chronic diarrhea was present since 2017. In September 
2018, gastroscopy and sigmoidoscopy were performed 
due to melena. Gastroscopy showed an ulcer at the 
gastrojejunal anastomosis. Sigmoidoscopy was nor-
mal. The dose of pantoprazole was increased tempo-
rarily to 40 mg twice a day, followed by a maintenance 
dose of 40 mg a day. In October 2018, the patient was 
hospitalised at the department of gastroenterology for 
iron deficiency anemia. A new gastroscopy showed no 
ulcers or other lesions and a normal anastomosis was 
visualised. Pantoprazole was decreased to 20 mg a day. 
One month later, the patient was hospitalised again due 
to weight loss and hypoalbuminemia with edema. A 
coloscopy was planned.

Computed tomography at the time of arrival at the 
emergency unit showed the presence of intra-abdominal 
free air, including air bubbles around the gastrojejunal 
anastomosis.

A laparascopic exploration revealed turbid fluid in 
the upper abdomen. The transverse colon was fixated to 
the dorsal side of the gastrojejunal anastomosis. Further 
dissection showed a perforation in a gastrojejunocolic 
fistula. As a result, a defect of 2.5  cm was found in the 
transverse colon, as well as in the gastrojejunal anas-
tomosis  (Fig.  1). The defect in the transverse colon was 
repaired by separate stitches using 0 Vicryl. A running 
suture 2–0 Vicryl was used to repair the defect in the gas-
trojejunal anastomosis  (Fig.  2). A nasogastric tube was 
left in place. Further inspection of the alimentary limb, 
biliopancreatic limb, the entero-enterostomy, small intes-
tine common channel and colon was normal. One drain 
was placed in the pouch of Douglas and one drain was 
placed under the left hemidiaphragm.

Postoperatively, prophylactic amoxicillin/clavu-
lanic acid was administered intravenously. However, 
the patient developed a pneumonia, which was treated 
with intravenous piperacilline/tazobactam. No other 
postoperative complications occured. The dose of pan-
toprazole was increased to 40  mg twice a day. Low 
molecular weight heparines were administered as throm-
bosis prophylaxis.

However, 6  weeks later, the patient presented herself 
again to the emergency unit of another hospital with ano-
rexia since 4 days, mild epigastric pain, tachycardia and 
elevated inflammatory markers. Computed tomography 
showed free air and fluid in the abdomen and a defect in 
the gastrojejunal anastomosis.

A laparascopy comfirmed a dehiscence of the gastroje-
junal anastomosis, partly covered by the large biliopan-
creatic stump. There were no visible signs of ischemia at 
the site of dehiscence. The transverse colon which was 
repaired in December 2018, was still intact. No other 
lesions were found. In order to restore the anastomosis, 
a conversion to a laparotomy was performed. The gas-
tric pouch was stapled with a linear stapler to maintain 
only vital tissue. The large biliopancreatic stump was 
shortened by using a linear stapler, followed by an addi-
tional running suture 3–0 Monocryl. The mesenteric 
defect was closed using 0 Ethibond. Subsequently, the 
gastrojejunal anastomosis was revised by performing a 
circular stapled gastrojejunal anastomosis, followed by 

Fig. 1 Image of the perforation in the gastrojejunocolic fistula during 
the laparascopy in December 2018. The defect in the gastrojejunal 
anastomosis is shown in A. The defect in the transverse colon is 
shown in B 

Fig. 2 Image during the laparascopy in December 2018 after 
repairing the defect in the gastrojejunal anastomosis (C) and and 
after repairing the defect in the transverse colon (D)
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additional separate stitches 3–0 Monocryl. The anvil of 
the stapler was introduced into the gastric pouch through 
the opened stump of the alimentary limb. Subsequently, 
the stump of the alimentary limb was closed by a linear 
stapler, followed by an additional running suture 3–0 
Monocryl. Methylene blue test showed no leakage. At 
the end of the surgery, the alimentary limb length meas-
ured 70  cm. A nasogastric tube was left in place. One 
drain was placed under the left hemidiaphragm and one 
drain was placed with the tip nearby the gastrojejunal 
anastomosis.

Postoperatively, prophylactic piperacilline/tazobac-
tam was administered intravenously during 7  days. 
Pantoprazole 40  mg twice a day was continued. Low 
molecular weight heparines were administered as throm-
bosis prophylaxis. Upper gastrointestinal tract radiogra-
phy showed a good passage of contrast fluid. There were 
no signs of leakage. The postoperative stay was free of 
complications. Pathology report of the biopsies retrieved 
during this surgery mentioned following results. The gas-
tric pouch showed mucosal and submucosal ischemia 
and granulation tissue without signs of malignancy. Biop-
sies of the biliopancreatic limb length and the alimentary 
limb showed mucosal and submucosal ischemia without 
signs of malignancy.

The patient was not present at the follow-up consulta-
tion abdominal surgery. Nevertheless, during the latest 
internal medicine consultation in context of osteoporosis 
in July 2022, no abdominal problems were mentioned by 
the patient.

Discussion
To the best of our knowledge, this case report is the first 
to describe an acute perforation in a gastrojejunocolic 
fistula after LRYGB. Schulman et al. described a chronic 
gastrocolic fistula after LRYGB without perforation [3]. A 
chronic jejunocolic fistula after LRYGB was described by 
Fronza et  al. [4]. Sundeep et  al. published a case report 
of an acute perforation in a gastrojejunocolic fistula [5]. 
However, this complication occured after a gastroenter-
ostomy performed for recurrent peptic ulcer disease.

Possible symptoms in a gastrojejunocolic fistula are 
fecal eructation, chronic diarrhea, malnutrition and 
weight loss [3–5]. In our case, chronic diarrhea, mal-
nutrition and weight loss were reported. However, fecal 
eructation was not present.

Fistulas after LRYGB are often associated with an ulcer 
at the gastrojejunal anastomosis or with a chronic leak at 
the anastomosis [3, 4]. In this case, gastroscopy showed 
an ulcer at the gastrojejunal anastomosis in September 
2018. After increasing the dose of pantoprazole, a new 
gastroscopy in October 2018 showed no ulcers or other 
lesions. Reducing the dose of pantoprazole after this 

negative gastroscopy has possibly contributed to the 
recurrence of the ulcer with fistula formation.

The cause of an ulceration at the gastrojejunal anasto-
mosis is multifactorial. Diminished perfusion can con-
tribute to the occurrence of ulcers. Moreover, excessive 
acidity and foreign materials like the suturing material 
can contibute. Furthermore smoking and NSAIDs show 
association with ulceration. The role of a Helicobacter 
pylori infection is controversial. The majority of patients 
show a response to high doses of proton-pump inhibitors 
[6–9].

In our case, the initial repair of the acute perforation 
in the gastrojejunocolic fistula was done laparoscopically 
by closing the defect in the transverse colon and clos-
ing the defect in the gastrojejunal anastomosis. 6 weeks 
later, an open redo of the gastrojejunal anastomosis was 
performed in context of a dehiscence of the gastrojejunal 
anastomosis. Follow-up was 3 years and 6 months.

Concerning chronic fistula, the case presented by 
Schulman et  al. was treated by a laparascopic removal 
of the fistula and a revision of the gastric pouch and 
gastrojejunal anastomosis [3]. However, also a simple 
endoscopic or surgical closure of the chronic fistula is 
mentioned in literature [3].

Sundeep et al. described the case of an acute perfora-
tion in a gastrojejunocolic fistula after a gastroenter-
ostomy performed for recurrent peptic ulcer disease 
[5]. In this case, an ulcer at the gastro-enterostomy had 
extended to the transverse colon. The fistula was dis-
sected circumferentially and a wide excision of the ulcer 
and involved colon was performed during an open revi-
sion of the gastrojejunostomy. Bowel continuity was 
recontructed with a colocolostomy, a Roux-en-Y gastro-
jejunostomy with feeding jejunostomy [5].

When comparing the report by Sundeep et al. and our 
case, in both cases, an open surgery with wide excision 
of the nonvital tissue of the gastric pouch has led to a 
long term stable result. However, the first repair in our 
case was possible in a laparoscopic way. Combining these 
findings, a laparoscopic repair with wide resection of the 
fistula, a revision of the gastric pouch and gastrojejunal 
anastomosis as well as closing the defect in the colon 
seems to be the best approach.

Conclusion
This case report is the first to describe an acute perfora-
tion in a gastrojejunocolic fistula after LRYGB. Chronic 
diarrhea, malnutrition and weight loss were present. 
However, fecal eructation, another typical symptom in a 
gastrojejunocolic fistula, was not present in this patient. 
An early reduction of the dose of pantoprazole after heal-
ing of an ulcer at the gastrojejunal anastomosis has possi-
bly contributed to the recurrence of the ulcer with fistula 
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formation. Combining the findings,of our case with other 
literature, a laparoscopic repair with wide resection of 
the fistula, a revision of the gastric pouch and gastrojeju-
nal anastomosis as well as closing the defect in the colon 
seems to be the best approach in case of an acute perfo-
ration in a gastrojejunocolic fistula after LRYGB.

Abbreviation
LRYGB  Laparascopic Roux-en-Y gastric bypass

Acknowledgements
None.

Author contributions
All authors contibuted in the research. Main part of the writing was performed 
by the first author. All authors read and approved the final manuscript.

Funding
None.

Availability of data and materials
Provided in the manuscript. If further information is needed, please contact 
the authors.

Declarations

Ethics approval and consent to participate
Our institution does not require ethical approval for reporting individual cases 
or case series.

Consent for publication
The patient was informed about the case report. Our institution does not 
require written consent for case reports that do not contain identifiable 
information.

Competing interests
The authors report no conflict of interest.

Received: 9 November 2022   Accepted: 12 March 2023

References
 1. Carrodeguas L, Szomstein S, Soto F, Whipple O, Simpfendorfer C, Gonzal-

voet J, et al. Management of gastrogastric fistulas after divided Roux-en-Y 
gastric bypass surgery for morbid obesity: analysis of 1292 consecutive 
patients and review of literature. Surg Obes Relat Dis. 2005;1(5):467–74.

 2. Puia IC, Iancu C, Bălă O, et al. Gastrojejunocolic fistula: report of six cases 
and review of the literature. Chirurgia (Bucur). 2012;107(1):52–4.

 3. Schulman AR, Tavakkoli A, Thompson CC, et al. Making the connection. N 
Engl J Med. 2017;376(5):476–82.

 4. Fronza JS, Martin JA, Nagle AP. Jejunocolic fistula after Roux-en-Y gastric 
bypass. Surg Obes Relat Dis. 2012;8(5):e60–2.

 5. Sundeep AN, Srinivas P. Unusual case of gastro jejuno-colic fistula with 
perforation: a rare case report. Pan Afr Med J. 2014;18:341.

 6. Azagury DE, Abu Dayyeh BK, Greenwalt IT, Thompson CC. Marginal 
ulceration after Roux-en-Y gastric bypass surgery: characteristics, risk fac-
tors, treatment, and outcomes. Endoscopy. 2011;43:950–4.

 7. Dallal RM, Bailey LA. Ulcer disease after gastric bypass surgery. Surg Obes 
Relat Dis. 2006;2:455–9.

 8. Rasmussen JJ, Fuller W, Ali MR. Marginal ulceration after laparoscopic 
gastric bypass: an analysis of predisposing factors in 260 patients. Surg 
Endosc. 2007;21:1090–4.

 9. Coblijn UK, Lagarde SM, de Castro SM, Kuiken SD, van Wagensveld BA. 
Symptomatic marginal ulcer disease after Roux-en-Y gastric bypass: 
incidence, risk factors and management. Obes Surg. 2015;25:805–11.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Acute perforation in a gastrojejunocolic fistula after a laparascopic Roux-en-Y gastric bypass: case report
	Abstract 
	Background 
	Case presentation 
	Conclusions 

	Introduction
	Case report
	Discussion
	Conclusion
	Acknowledgements
	References


