Gastropericardial fistula: a case report

Przetoka zotgdkowo-osierdziowa — opis przypadku
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Abstract

We present a case of a 60-year-old patient with sepsis symp-
toms and intrathoracic pain lasting 7 hours. Chest X-ray, water
soluble-contrast study, computed tomography and gastrosco-
py revealed infiltration of the fundus of the stomach with ra-
diological features of the gastropericardial fistula. It was deci-
ded to perform emergency surgery. Intraoperatively extensive
infiltration of the cardia, fundus of the stomach, surroundings
of the celiac trunk, splenic hilum, perihiatal part of the diaph-
ragm and pericardium with fistula was found. Because of no
possibility to perform intraoperative frozen section and due to
technical circumstances, the Ivor-Lewis cardia resection accor-
ding to oncological protocol with splenectomy, diaphragmatic
and pericardial infiltration resection with lymphadenectomy
were performed. Intraoperatively pericardial empyema with
Escherichia coli and Candida albicans as a type of culture was
confirmed. Reconstruction and fenestration of the pericardium
was preceded by intensive lavage with Betadine solution. The
postoperative course was uncomplicated and the patient was
discharged home taking chemoprophylaxis and vaccination
against capsular bacteria.
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Introduction

Gastric and duodenal perforations are the most serious
complications of ulcers and neoplasms of these organs. The
majority of perforations penetrate to the peritoneal cavity.
Sometimes the stomach cardia and fundus ulceration do not
adhere to the peritoneum and can penetrate proximally to
the pericardium creating gastro-pericardial fistula (GPF) [1, 2,
4-6]. We have not found such a case in the Polish medical
literature, so we considered it desirable to describe the case.

Case report

A 60-year-old patient was admitted to our hospital,
complaining of chest pain lasting 7 hours, clinical and labo-

Streszczenie

W pracy przedstawiono przypadek 60-letniego chorego z ob-
jawami sepsy i boélami w klatce piersiowej trwajgcymi od
7 godz. W gastroskopii, tomografii komputerowej i badaniu
kontrastowym gbérnego odcinka przewodu pokarmowego ujaw-
niono naciek okolicy dna Zotadka z radiologicznymi cechami
przetoki zotadkowo-osierdziowej. Chorego zakwalifikowano
do leczenia operacyjnego w trybie doraznym. Srédoperacyjnie
uwidoczniono rozlegty naciek obejmujacy wpust, dno Zzotadka,
okolice pnia trzewnego, wneki sledziony i przyrozworowg czes¢
przepony oraz worka osierdziowego. Brak mozliwosci badania
doraznego i warunki techniczne wymusity decyzje o resekcji
wpustu metoda Ivor-Lewisa ze splenektomig, resekcja nacieku
przepony i worka osierdziowego. Srédoperacyjnie potwierdzono
cechy ropniaka osierdzia, a z posiewu wyhodowano Escherichia
coli i Candida albicans. Drenaz i rekonstrukcje worka osierdzio-
wego poprzedzono intensywnym ptukaniem roztworem beta-
dyny. Przebieg pooperacyjny byt niepowiktany. U chorego wdro-
zono ambulatoryjng chemioprofilaktyke i szczepienia ochronne
przeciwko bakteriom otoczkowym.

Stowa kluczowe: choroba wrzodowa zotadka, przetoka osier-
dziowa.

ratory signs of sepsis. He denied vomiting or gastric ulcers.
The chest X-ray revealed pneumopericardium, water solu-
ble-contrast study of the esophagus showed gastric cardia
and fundus infiltration. The chest CT detected air and con-
trast in the pericardium. The gastroscopy confirmed infil-
tration of the gastric cardia and fundus with centrally lo-
cated fistula (Fig. 1-4). Emergency surgery was conducted.
Intraoperatively the vast infiltration of cardia, fundus, celiac
trunk, spleen hilum, diaphragmatic hiatus and pericardium
were observed. Under these circumstances and due to no
possibility of intraoperative pathological examination, we
decided to perform splenectomy and Ivor-Lewis cardia re-
section completed by diaphragmatic and pericardial infil-
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tration resection. The additional lymphadenectomy of the
celiac trunk, gastric curvatures and posterior mediastinum

Fig. 1. Chest X-ray with air visible in the pericardial sac

Fig. 2. CT view of pneumopericardium with water soluble-contrast
in the pericardial sac

Fig. 3. CT view of pneumopericardium with water soluble-contrast
closely to the aorta in the pericardial sac
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was performed. We established the diagnosis of pericar-
dial empyema and the bacterial smear revealed Escherichia
Coli and Candida Albicans cultures demanding Fluconazole
and Ceftazidime therapy. After intensive Betadine (lodine
solution) lavage of the pericardium we reconstructed the
pericardial sac with remaining pericardial fenestration to
the right pleural cavity. The patient was discharged home
taking chemoprophylaxis and vaccination against capsular
bacteria.

Discussion

This was the first such a case operated at our institu-
tion. The intense symptoms of chest pain, fever and labo-
ratory inflammation markers were fully reflected in the
gastroscopic and radiologic findings (chest X-ray, contrast
study, computed tomography). The fistula between gastric
fundus and pericardium had a broad lumen and prevented
heart tamponade, which occurs in 37% of described cases
[2]. Intraoperative “adhesion” penetration criteria of the in-
filtration process including surrounding anatomical struc-
tures were met and the “technical” splenectomy enabled
conducting successful surgery as previously described [1, 6].
The range of the operation complied with potential onco-
logic margins and the gastro-intestinal tract reconstruction
was performed within the parts free of the infiltration. The
bacteriologic findings were similar to the other authors’
reports and the postoperative course was uneventful [2].
The GPF case ought to undergo surgery because of high
mortality rate if treated conservatively, though single pa-
tients were successfully cured in such way [1, 3, 5]. The
chest pain coexisting with pneumopericardium are the first
and major signs of the fistula. The other symptoms are not
so frequent and they consist of arrhythmias, gastric ble-
eding, peritoneal manifestation with radiation to the su-
praclavicular region or tamponade [1, 2, 4]. The gastroscopy
should be conducted with the highest care due to possible
exacerbation of tamponade symptoms caused by the va-

Fig. 4. Intraoperative view. The fundus infiltration separated with
part of the diaphragm and pericardium is visible. The fistula orifice
is marked by an arrow. Pathological assessment (26940): intensive
necrosis of the tissue surrounding the fistula
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lve mechanism in the fistula orifice [1, 2]. Some GPF can
occur due to gastric dislocation following esophagectomy,
fundoplication or in the course of subphrenic abscess and
untreated esophageal hiatal hernia. The pericardial empy-
ema symptoms are nevertheless similar in these patients
[2,5,7, 8]. The differential diagnosis should include esopha-
geal-pericardial fistula and Boerhave syndrome [7, 9, 10].
The extreme and always lethal GPF form is gastro-cardiac
fistula, which fortunately is rare [6].
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