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Crohn’s disease (CD) is characterized by patches of
inflammation, which may affect the whole gastro-intestinal
tract. Internal fistulization is a common complication of CD
due to the transmural nature of inflammation. However,
gastrocolic fistulas are rare in CD. We present the magnetic
resonance enterography (MRE) findings of a gastrocolic
fistula in a patient with longstanding CD with clinical and
pathologic correlation.

Case presentation

A 29-year-old woman with perianal fistulizing CD visited
our hospital for left-sided upper abdominal pain starting
about 30 minutes after the meals, bloating, diarrhea,
anorexia, and weight loss. Laboratory results showed a
slight anemia and a moderate increased C-reactive protein.
A colonoscopy was performed and showed a stenosis at
the splenic flexure with suspicion of an internal fistula in
the inflamed area. Drug therapy was intensified, without
relief of symptoms. A new colonoscopy was performed with
dilation of the stenosis, also with insufficient result.

MRE showed abnormal wall thickening and increased
bowel wall enhancement involving the splenic flexure of
the colon along with extensive perimural inflammation.
This resulted in a stricture extending over 10 centimeters.
The dynamic contrast series showed a tubular slightly
hyperenhancing structure connecting the splenic flexure with
the stomach, indicative for a gastrocolic fistula (Figure I).
The stomach, remaining colon and small bowel (SB)
including the terminal ileum, showed no signs of CD

involvement.
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Definitive treatment was established by segment
resection of the splenic flexure with stapling of the
gastrocolic fistula (Figure I). The postoperative course was
unremarkable and patient recovered uneventfully.

Gross pathological examination of the surgical specimen
confirmed the presence of fistulous disease. A deep
penetrating inflammatory process originated from the
colonic mucosa, extended through the colonic wall and
attached to the stomach. In this inflammatory tract, gastric
mucosa was found represented by glands formed by parietal
and chief cells of fundic mucosa.

Discussion

CD is a chronic inflammatory disorder characterized
by discontinuous inflammatory lesions that may affect
the whole gastro-intestinal tract, albeit most commonly
the small and large bowel. Most patients present with
abdominal pain and diarrhea, and typically follow a
relapsing and remitting course. According to the Montreal
classification of inflammatory bowel disease, three patterns
of CD are distinguished; non-stricturing/non-penetrating
disease, stricturing (stenotic or obstructive) disease, and
penetrating (fistulous, with inflammatory masses and/or
abscesses) disease (1). Although this classification suggests
that patients have a tendency to progress toward either
structuring or penetrating disease, both disease patterns
can coexist as in our case (2). MRE can help to establish the
presence of these different CD phenotypes.

Transmural inflammation is typical for CD and likely
predisposes to the formation of sinus tracts and fistulas.
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Figure 1 Magnetic resonance enterography findings of a gastrocolic fistula in a patient with Crohn’s disease. (A) Coronal T2-weighted

image showing a fistulous tract (arrowhead) between the splenic flexure [C] and stomach [S]; (B) axial T'1-weighted image depicting

extensive mesenteric fat infiltration (white arrows) between colon and jejunal bowel loops; (C) axial and (D) coronal gadolinium-enhanced

T1-weighted image showing an enhancing fistulous tract (arrowhead) between colon [C] and stomach [S], indicative for a gastrocolic fistula. C,

colon; S, stomach; TC, transverse colon; DC, descending colon; SB, small bowel.

About 34-50% of CD patients are affected by one or
more fistulas and this number increases along with disease
duration (3). Most fistulas occur in the perianal region (4).
These and other fistulas that penetrate the cutaneous surface
are called external fistulas. Conversely, fistulas that connect
with another internal organ, retroperitoneal space, thorax or
blood vessels are referred to as internal fistulas (4).

Although fistulas are frequently seen originating from
CD, the formation of a gastrocolic fistula is rare. The first
case was described in 1937 by Bargen ez 4l. from the Mayo
clinic (5) and since then only few cases are reported in the
literature (5-9). To best of our knowledge, our case is the
first documentation of a gastrocolic fistula by MRE in a
patient with CD. Gastrocolic fistulas in CD mostly arise
from the affected transverse colon (T'C) and extend by the
gastrocolic ligament to involve the greater curvature of the
stomach secondarily, usually without gastric involvement (6).
Hence, the term colonogastric fistula is advocated, as it
describes this entity more appropriately, but not widely
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accepted.

Although gastrocolic fistulas in CD are uncommon,
various other diseases may be the cause. Among these are
previous surgeries, carcinomas or carcinoid of the stomach
or the TC, trauma, intra-abdominal abscesses, pancreatic
carcinoma, and diverticulitis.

The classical triad of symptoms for gastrocolic fistulas
in CD is diarrhea, weight loss, and fecal halitosis or fecal
vomiting, albeit this is only present in about 30% of patients.
Most patients have diarrhea, abdominal pain, and weight
loss, but these symptoms fail to distinguish a gastrocolic
fistula from an uncomplicated exacerbation of CD (6).

Computed tomography enterography (CTE) and MRE
are the imaging modalities of choice for overall assessment
of CD because of exquisite image quality, rapid acquisition
time, and lack of need for bowel preparation (10,11). The
fundamental role of cross-sectional imaging techniques
in CD is recently exemplified by a retrospective study
including 56 patients with established CD. In half of patients
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diagnosed with penetrating disease, this complication
was clinically occult. Subsequently, therapy was altered
in 79% of these patients (12). MRE is highly accurate in
detecting internal fistulas in CD, with sensitivities ranging
from 71-100% and specificities from 92-100% (13,14).
MRE is superior to CTE in detecting internal and perianal
fistulas (15,16), has the major advantage of lacking ionizing
radiation (11,15-17) and has better contrast resolution
(10,18). Therefore, MRE is the imaging modality of choice
in CD, especially in young patients and for those requiring
repetitive imaging (17,18).

Findings of CD on MRE are thickened bowel wall
(>3 mm), increased wall enhancement, bowel wall edema,
ulceration, perimural inflammation, and lymph node
enhancement. Specific MR features for CD are creeping
fat (increased mesenteric fat), skip lesions and fistulas, that
can be identified on both morphologic T2 sequences and
dynamic contrast-enhanced series (8,15). In our case, the
gastrocolic fistula was nicely depicted both on T2-weighted
sequence and dynamic contrast-enhanced series (Figure I).
Increased enhancement of the fistulous tract correlated well
with active ongoing CD by histopathology.

Intensifying medical therapy is an accepted strategy for
gastrocolic fistulas in CD with significant improvement of
symptoms and even radiological resolution in some cases (19).
When symptoms persist, resection of the diseased colonic
segment with closure of the gastric defect is required (6).

In conclusion, we present the first MRE findings of a
gastrocolic fistula in CD. MRE is the imaging modality of
choice for overall assessment of CD, including the detection
of internal fistulas.
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