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Table 1. Types of Gastrointestinal Fistula
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Table 2. CT Findings of Gastrointestinal Fistula

No. of case(n = 17)

Types of fistula

Gastro-colic 2
Duodeno-colic
Jejuno-colic
Ileo-colic
Gastro-jejuno-colic
Duodeno-jejuno-colic

N = = U Ul =

Tleo-ileo-colic

CT findings No. of cases

(n=17)
Direct v1suahzat10n of fistula tract 6
Flow diversion of oral contrast media
Bowel wall thickening 15
Extraluminal change
Soft tissue mass 5
Free air in peritoneal cavity 10
Leakage of oral contrast media 4
Omental and/or mesenteric infiltration 15

Fig. 1. Gastro-colic fistula in 46-year-old male patient with history of subtotal gastrectomy

A. CT scan shows a short fistula tract (arrow) between the stomach and transverse colon

B. CT scan at the level of mid portion of kidneys shows oral contrast material in descending colon (D) without contrast
opacification of ascending colon (A)
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Fig. 2. Ileo-ileo-sigmoid fistula in 18-year-old female patient with Crohn disease

A. CT scan shows irregular thickening of sigmoid colon with diffuse infiltration of mesocolon and matted appearance of
ileal loops due to severe adhesion. Multiple air-filled fistula tracts (arrows) are suspected.

B. Barium enema confirm3 the presence of multiple fistula tracts between ileal loops and sigmoid colon.
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Fig. 3. Jejuno-colic fistula in 40-
year-old male patient with aden-
ocarcinoma of descending colon

A. CT scan shows circumferential
wall thickening of descending colon
(arrows) which is located at unusual
¢ site due to anatomic variation.

B. CT scan of pelvic cavity shows a
large amount of oral contrast mat-
erials in the lumen of sigmoid colon
(S) without contrast opacification of
ileal loops (I). This findings indicate
the flow diversion of oral contrast
materials through the unrecognized
fistula tract.

C. Barium enema shows abnormal
course of descending colon (arrows)
and early contrast opacification of
jejunal loops.

D. Spot film of barium enema shows
fistulous communication between
descending colon (D) and proximal
jejunum (J).
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patients by using the CT criteria of direct visualization of the fistula tract (n =6) or flow diversion
of oral contrast media(n =4). Other ancillary findings included bowel wall thickening adjacent to
fistula tract in 15 patients, extraluminal soft-tissue mass in five, extraluminal free air in ten,
extraluminal contrast leakage in four, and varying degrees of mesenteric and/or omental infiltration |
in 15.

possible if the fistula tract and flow diversion of oral contrast materials are seen. It is also useful for
evaluation of the extent of the etiologic disease. ‘
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Usefulness of CT in Patients with Gastrointestinal Fistula' i

Jae Cheol Hwang, M.D., Hyun Kwon Ha, M.D., Kwang Bo Park, M.D.
Young Cheol Weon, M.D., Dong Bok Han, M.D., Moon-Gyu Lee, M.D.
Pyo-Nyun Kim, M.D., Yong Ho Auh, M.D.

IDepartment of Diagnostic Radiology, Asan Medical Center, University of Ulsan College of Medicine i

Purpose: To evaluate the usefulness of CT in patients with gastrointestinal fistula.
Materials and Methods: We retrospectively reviewed the CT scans of 17 patients with various

|

|
type of gastrointestinal fistula. The presence of these fistulae was confirmed by laparotomy in |
seven patients and by barium studies in fifteen. We evaluated the diagnostic accuracy of CT in |
these cases, and in correlation with barium studies and surgical findings, subsequently analyzed the ~
CT findings. We determined the presence or absence of fistula tract, flow diversion of oral contrast ‘
media, bowel wall changes adjacent to the fistula tract, and extraluminal manifestations such as soft
tissue mass, free air, leakage of oral contrast media, and peritoneal changes.

Results: The diagnosis of gastrointestinal fistula was possible on CT in nine (53%) of the 17

Conclusion:CT scanning is useful for the diagnosis of gastrointestinal fistula, which may be |
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