Internal Duodeno-Pancreatic Fistula likely Secondary to Concealed Perforation
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Introduction

Pancreatic fistulas can be classified as internal and
external fistulas depending on whether they are
opening onto the skin or internal structures. An
internal fistula can be secondary to acute or chronic
pancreatitis, malignancy, trauma, post-operative, or
chronic inflammatory disease like ulcerative colitis or
Cohn's disease!?.

Except for post -operative

pancreaticoduodenal fistulas, other types are

uncommon and rarely reported. We report a case of an
asymptomatic fistula

duodeno-pancreatic likely

secondary to concealed perforation.

A 55-year-old male with a medical history of asthma and alcohol use presented to the hospital with multiple episodes
of hematemesis associated with dizziness and palpitations for one day. He reports no use of NSAIDs or blood thinners
but consumes one pint of vodka daily. The abdomen was distended with tenderness on palpation in the epigastrium.
No spider nevi or asterixis. Esophagogastroduodenoscopy (EGD) revealed recently bleeding grade | esophageal varices
that were, completely eradicated and banded, erythematous mucosa of antrum and duodenum, and a duodenal
fistula with a crater-like opening in the duodenum. Biopsy of the duodenum showed non-specific chronic
inactive inflammation with no evidence of Helicobacter pylori. CT of the abdomen was done and it showed an air-
containing fistulous tract is noted extending from the second portion of the duodenum medially to the pancreatic
head. There is no gross evidence of mass. There was also some thickening of the gastric antrum and duodenum, fatty
infiltration of the liver, and perisplenic varices. The patient was treated with IV fluids, Somatostatin analogs, and Beta-

Blockers and was referred to an advanced gastroenterologist for evaluation with endoscopic ultrasound.

A/B: Duodenal fistula with a crater-like opening; C: Duodeno-Pancreatic fistula in axial film with no evidence of acute or chronic pancreatitis
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Pancreaticoduodenal fistulas are commonly mostly

post-operative in addition to other causes
including pancreatitis, malignancy, duodenal ulcer,
trauma, and inflammatory bowel disease.
Pancreatico-duodenal fistula can be asymptomatic.
Symptomatic patients can be managed conservatively
using TPN, and somatostatin analogs. Patients that fail
to respond may be managed with a minimally
invasive or surgical approach using diversion or
resection techniques. For high output fistulas, a
diversion can be achieved by percutaneous
duodenostomy, or transhepatic biliary or trans biliary
approach. Alternatively, a more invasive open surgical
diversion or resection and anastomosis can be

performed3.

Conclusions

We report this case to highlight the rarity of

concealed perforation which can fistulize through
pancreas. However, knowledge of common causes of
pancreatic fistulas is essential before arriving at this

rare diagnosis.

*Kaman L, Behera A, Singh R, Katariya RN. Internal pancreatic fistulas with pancreatic ascites and pancreatic pleural effusions: recognition and management. ANZ J Surg. 2001 Apr;71(4):221-5. doi: 10.1046/j.1440-1622.2001.02077.x. PMID: 11355730.
*Unegbu FC, Anjum F. Pancreatic Fistula. 2022 Jan 26. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2022 Jan—. PMID: 32809706.
*Meriam, S., Dorra, T., Asma, O., Hela, E., & Dalila, G. (2019). Bilio-digestive fistula secondary to duodenal ulcer. Presse medicale (Paris, France : 1983), 48(4), 473. https://doi.org/10.1016/j.Ipm.2019.02.033


https://doi.org/10.1016/j.lpm.2019.02.033

