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Transnasal endoscopic closure of persistent gastrocutaneous fistula
via percutaneous suturing in altered oropharyngeal anatomy

A 65-year-old man with a past medical
history of oropharyngeal squamous cell
carcinoma, status post resection and flap
reconstruction, presented with concern
for gastrojejunostomy tube malfunction.
During the patient’s most recent gastro-
jejunostomy exchange, he was noted to
have significant leakage around the tube.
On physical examination, there was a
15-mm gastrocutaneous fistula visualiz-
ed on the abdominal wall with an ulcera-
tion lateral to the tract. The gastrojeju-
nostomy was removed at bedside in the
hope of healing the ulceration and fistula.
The aim of this procedure was to use per-
cutaneous suturing under direct endo-
scopic visualization to close a large gas-
trocutaneous fistula. Owing to distorted
oropharyngeal anatomy, a pediatric en-
doscope was introduced through the left
naris (» Video 1). A large 15-mm gastro-
cutaneous fistula was noted in the gastric
body. Brush and biopsy forceps were used
to disrupt the tract to create granulation
tissue. To close the defect, two 16-gauge
angiocath needles were passed percuta-
neously through the abdominal wall into
the stomach under direct endoscopic
visualization on either side of the gastro-
cutaneous fistula. The needles were
removed and a 2-0 monocryl suture was
passed through one of the catheters
from the outside. A micro biopsy forceps
was passed through the other catheter
and grasped the suture in the stomach
under direct endoscopic visualization.
The suture was then pulled through the
abdominal wall with the forceps. Multiple
surgical knots were tied on the cutaneous
side to close the defect.

A similar approach to a persistent gastro-
cutaneous fistula was presented by Gar-
cia et al. [1]. The suture was reinforced
with an endoscopic suturing device,

E1002

which was not feasible in our case given
the transnasal approach limiting endo-
scopic therapies. This case portrays a
successful technique for closure of a
gastrocutaneous fistula in a patient with
altered oropharyngeal anatomy.
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D video 1 Transnasal endoscopic clo-
sure of persistent gastrocutaneous
fistula via percutaneous suturing in
altered oropharyngeal anatomy.
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