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Case report 

Cholecystogastric Fistula with Perforation Peritonitis : A Rare Case Report


Abstract 

	A cholecystogastric fistula is among the rarest and most serious complications of peptic ulcer disease. It can present with non-specific symptoms and resemble other conditions, such as perforation peritonitis. This makes it preoperative diagnosis challenging. This case report describes a 33-year-old woman presenting with abdominal pain and vomiting. An X-ray of the abdomen revealed gas under the diaphragm. An emergency laparotomy revealed a cholecystogastric fistula with perforation peritonitis. Cholecystectomy and a modified Graham patch repair were performed. Patient had an uneventful recovery and was later confirmed to have peptic ulcer disease through endoscopy.  The case highlights the importance of cholecystogastric fistula as an important differential diagnosis as well as a complication in patients experiencing abdominal pain, vomiting, and symptoms of peptic ulcers.
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Introduction

“Peptic ulcer disease is characterized by discontinuation in the inner lining of the gastrointestinal tract caused by gastric acid secretion and pepsin. It can extend into the muscularis propria layer of the gastric epithelium. It affects four million people worldwide annually” [1] “and has an estimated lifetime prevalence of 5−10% in the general population” [2]. “Although the global prevalence of PUD has dramatically decreased in the past decades because of proton pump inhibitors” [3], “the incidence of its complications has remained constant, which include bleeding, perforation, gastric outlet obstruction, gastric malignancy and rarely biliary-gastric fistulae”[4]. 

“Cholecystoenteric fistula (CEF) is an abnormal communication between the gallbladder and the luminal gastrointestinal (GI) tract. Cholecystoduodenal fistula (CDF) is the most common, followed by cholecystocolonic fistula (CCF) and rarely cholecystogastric fistula (CGF)” [5]. “There have been multiple reports of CGF dating back to 1956” [6]. “While CGF is usually associated with chronic cholecystitis or long-standing cholelithiasis, other reported causes include peptic ulcer disease, inflammatory bowel disease, and GI malignancy” [1,7]. We present a rare case of cholecystogastric fistula secondary to peptic ulcer disease. 


Case Presentation

We present the case of a lean 33-year-old female, a home-maker by profession. Patient provided a history of nausea, and epigastric fullness over the past 2 months, for which an ultrasound of the abdomen was performed, revealing no significant abnormalities. There was no history of chronic illness, substance abuse, or previous surgeries. The patient presented to the Surgical Emergency Department at Mathura Das Mathur Hospital, Jodhpur, Rajasthan, with complaints of severe abdominal pain, vomiting, and abdominal distention for two days. The pain was sudden in onset, burning in nature, initially localised to the epigastric region, then becoming generalised across the entire abdomen. It was non-radiating with 3-4 episodes of bilious vomiting, accompanied by fever and unrelieved by analgesics. On examination, her vital signs were: pulse 114 bpm, blood pressure 90/60 mmhg, and SpO2 97% on room air. She appeared pale and febrile. Abdominal examination showed distention, generalised tenderness, and localisation of guarding in the epigastric and right hypochondrium regions. Percussion revealed a tympanic note over the epigastrium and right hypochondrium, with dullness at the lower abdomen. The patient was resuscitated with intravenous fluids. Antibiotics were administered intravenously.


[image: WhatsApp Image 2023-11-07 at 2.06.13 PM.jpeg]. 
Figure 1 - (Showing gas under diaphragm)
An abdominal X-ray (FPA view) revealed the presence of free air under the diaphragm (Figure 1). Ultrasonography of the abdomen was limited due to excessive bowel gas but demonstrated a moderate amount of free fluid with internal septations. Contrast-enhanced computed tomography (CECT) of the abdomen showed a serpiginous, enhancing fistulous tract extending between the gallbladder and the antro-pyloric region of the stomach, suggestive of a possible rupture. Air foci were identified within the gallbladder lumen. Additionally, there was evidence of gross pneumoperitoneum and significant ascites (Figures 2 and 3).
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 Figure 2 (Axial view of cect shows gas in gall
 bladder with a fistula between the GB and the stomach)                 Figure 3 (Sagittal view of cect shows gas in the GB)
Under general anaesthesia, the patient was operated on through a classical midline vertical incision. Intraoperatively, there was approximately 1.5 litres of bilious collection with around 200 grams of pus flakes. The entire gut was edematous and inflamed. The pylorus was densely adherent to the gallbladder fundus; on separation, a fistulous tract was noted between the stomach and gallbladder, with a 3 × 4 cm perforation at the pyloric region and a 2 × 3 cm rent at the fundus of the gallbladder (Figure 4), with no gallstones found within the gallbladder lumen or at any ectopic site.
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Figure 4 (blue arrow shows 2*3cm GB perforation,
 white arrow shows 3*4cm gastric perforation)                    Figure 5 (modified grahm patch repair )

Peritoneal lavage was performed with 5 liters of normal saline, followed by cholecystectomy and modified Graham patch repair using 2-0 Prolene with a round-bodied needle (Figure 5). A peritoneal drain was placed in the Morrison's pouch. The postoperative period was uneventful. 
Table 1 : Parameters analysed at the time of admission and postoperative day 1 
	Parameter
	At time of admission
	Postoperative day 1 
	Reference value

	Hemoglobin
	 9.6g/dl
	11.5g/dl
	11.0-15.0g/dl

	Total leucocyte count
	17.79*103
	15.4*103
	4-10*103

	Blood urea 
	30mg/dl
	18mg/dl
	17-43mg/dl

	Serum creatinine 
	0.68mg/dl
	0.63mg/dl
	0.6-1.2mg/dl

	SGOT/SGPT
	56/28 IU
	11/10
	37/42IU

	Serum albumin
	3.0gm/dl
	2.3gm/dl
	3.5-5.3gm/dl



The patient was allowed oral intake on postoperative day 5, and the drain was removed on postoperative day 6. The patient was discharged with advice to follow up in the Gastroenterology outpatient department. One month later, the patient presented to the Gastroenterology department with a single episode of hematemesis. Upper gastrointestinal endoscopy was performed, which was suggestive of peptic ulcer disease (Figure 6). The patient was managed accordingly.
[image: WhatsApp Image 2023-11-21 at 11.27.25 AM.jpeg]
Figure 6 (UGI endoscopy shows deep prepyloric ulcer
 of size 5*5mm with yellowish exudates at the base extending
 into the pyloric opening with erythematous 
surrounding, causing pyloric lumen narrowing)





Discussion
[bookmark: _GoBack]“Biliary fistulas occur in 3–5% of patients with gallstones” [8], “with the duodenum being the most common site of fistulation, followed by the stomach” [9]. “The risk associated with fistulation is the potential for gastrointestinal tract obstruction, which is said to happen most frequently at the terminal ileum and ileocecal valve.” [10]. “In our case, the patient displayed signs of perforation peritonitis, which is due to fistulating by peptic ulcer disease. This most commonly occurs in females in the seventh and eighth decades of life” [11], “and whilst this syndrome remains a rare clinical entity it is worth considering when evaluating elderly patients with chronic abdominal pain. With regards to imaging, CT remains the modality of choice when investigating a patient with suspected Cholecystogastric fistulas.  Cholecystogastric fistulas have been reported as far back as 1956, and thoughonce associated with high mortality the majority are now managed successfully due to improved radiological and endoscopic modalities and subsequent surgical intervention, as demonstrated in this case. Many still argue that ‘one-stage’ surgery involving fistula repair and cholecystectomy remains the only effective means of treatment” [12]. “However, our patient also underwent ‘one-stage’ surgery as the patient presented with peritonitis and underwent laparotomy with cholecystectomy and modified Graham patch repair . There is also increasing evidence for the use of interval cholecystectomy in patients where the removal of the gallbladder at the time of first operation is deemed inappropriate” [13,14]. Some may argue that the patient should have undergone ‘two-stage’ surgery and return for a cholecystectomy and fistula repair, given the risk of disease recurrence. However, our patient experienced minimal morbidity and had no necessity for further surgery. Endoscopic treatment of cholecystogastric fistulas often offers a safer and more prudent solution to the problem, given the patient group and likely associated co-morbidities, gastrointestinal haemorrhage, stone impaction and improper or partial stone manipulation and perforation peritonitis are often the mitigating factors for such failure and so surgical intervention is warranted. 

Study limitations
This case report highlights a rare sequelae of a relatively common condition; however, it offers limited evidence regarding optimal management strategies of such complications. Further validation through higher-quality studies is necessary to increase our understanding and guide treatment approaches for this condition.

Conclusions
	
Cholecystogastric Fistula is a rare complication of peptic ulcer disease. Patients may present with non-specific clinical symptoms, which makes the diagnosis difficult. Gas in Gall bladder and the presence of contrast in the gall bladder should always alert the clinician to the possibility of Cholecystogastric Fistula. Surgery should be considered in such cases. This case report is a reminder of a rare complication for a relatively common disease: peptic ulcer disease. 
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