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ABSTRACT

Gastropleural fistula (GPF) is a rare clinical occurrence which involves pathological communication between the stomach and pleural
cavity. Formation of GPF can be ascribed to malignancy, infection, or surgery. One of the rare causes of the formation of GPF is blunt
abdominal trauma. A 38-year man presented with left-sided chest pain and shortness of breath five days after a high-speed motor
vehicle accident. Imaging revealed a left-sided hydropneumothorax. Following chest tube insertion and initiation of oral intake, food
particles were noted in the pleural drain output. A barium swallow suggested diaphragmatic rupture and GPF. CT confirmed gastric
fundus discontinuity with direct pleural communication. Surgical repair included primary closure of gastric and diaphragmatic defects,
chest drainage, and feeding jejunostomy. The patient recovered fully without recurrence.
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INTRODUCTION

Gastropleural fistula (GPF) represents a rare clinical entity
involving a communication between the stomach and pleural
cavity. Itis usually secondary to surgical interventions, malig-
nancies, infections, or peptic ulcer disease. Traumatic causes,
especially from blunt abdominal trauma, are exceedingly rare
with limited cases in the literature." Given the nonspecific clin-
ical presentation, a highindex of suspicionis essential for diag-
nosis.” This report sets forth a peculiar case of traumatic GPF
which presented in emergency, was diagnosed via imaging
andmanagedsurgically.

CASE REPORT

A 38-year previously healthy male with no comorbidities
landed in medical emergency five days aftera high-speed road
traffic accident with sudden onset of shortness of breath and
left-sided chest pain. The patient was haemodynamically
stable.

Upon examination, reduced breath sounds and a dull percus-
sion note was observed on the left hemithorax. There were no
visibleinjuries.
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Figure 1: Preoperative barium swallow demonstrating contrast leakage
fromthestomachintothe subdiaphragmaticspaceand pleuralcavity.

There was mild leucocytosis on laboratory investigations. A
chest radiograph was immediately performed, which unveiled
left-sided hydropneumothorax with mediastinal shift.

Initial clinical improvement was noted following chest tube
insertion. However, soon after initiation of oral feed, food parti-
cles were noted in the drain. Barium swallow suggested GPF and
diaphragmaticrupture (Figure 1). Computed tomography (CT) of
the chest and abdomen revealed a large left pleural collection
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withair-fluid levels, discontinuity inthe gastric fundus, and direct
communication with the pleural space (Figure 2). No other intra-
abdominalinjuries were seen.

The defect was repaired surgically via laparotomy. Primary
repair of rupture of gastric fundus and diaphragm was performed
along with establishment of feeding jejunostomy and continued
pleuraldrainage.Postoperativetrajectorywassmooth. Postoper-
ative barium swallow was performed, which revealed resolution
of fistulous communication and normal opacification of the
stomach (Figure 3). Patient was discharged 10 days later. He was
recovered completely withnosequelae.

DISCUSSION

GPF is a rare but potentially life-threatening condition charac-
terised by an abnormal communication between the stomach
and the pleural cavity. Although the majority of GPF cases are
iatrogenic, resulting from surgical or endoscopic procedures, or
secondary to malignancies, infections, or gastric ulcers, trau-
matic GPFs are extremely uncommon. Among traumatic causes,
blunt abdominal trauma is particularly rare and poses unique
diagnostic andtherapeutic challenges.’

Figure 2: Preoperative CT with oral contrast only: coronal and axial CT demons-
trated oral contrast in pleural space (red arrow), identification of a diaphrag-
matic defect (yellow arrow) with associated herniation of the stomach into
pleuralspace, consistentwithgastropleuralfistula.

Figure 3: Postoperative barium swallow showed complete resolution of
fistulous communicationand normal opacification ofthestomach.

The mechanisms of traumatic GPF formation typically involve
either a direct gastric perforation or a diaphragmatic rupture,
which allows the herniation of abdominal contents such as the
stomach into the thoracic cavity. Subsequent ischaemia and
necrosis of the herniated gastric tissue can lead to perforation
and fistula formation. In this specific case, it is believed that a
sudden increase in intra-abdominal pressure following blunt
trauma led toarupture oftheleft diaphragmalong with a perfora-
tion of the gastric fundus. This resulted in the formation of a
fistulabetweenthe stomachandthe pleural space.*’

Clinically, diagnosis can be quite challenging due to the non-
specific nature of symptoms. However, key diagnostic clues
include the presence of a hydropneumothorax, food particles or
gastric contents in chest drainage, and signs of gastrointesti-
nal-pulmonary communication onimaging. CT is considered the
gold standard imaging modality for diagnosis as it provides
detailed information about diaphragmatic integrity, gastric wall
defects, and associated complications.*’

Surgical intervention remains the mainstay of the treatment. It
typically involves repair of the diaphragmatic defect and closure
of the gastric perforation, sometimes necessitating resection.*’
Surgical repair of the GPF is performed via a thoracoabdominal
approach. Intraoperatively, fistulous communication between
the gastric fundus and pleural cavity is identified. The fistula is
excised, and the gastric defectis repaired in two layers. Decorti-
cationand drainage ofthe pleural cavity are carried out. Aninter-
costal chest drain is usually placed, and postoperative recovery
is supported with nutritional supplementation and antibiotics.
Prompt diagnosis and management are essential to prevent
severe complications such as empyema, sepsis, respiratory
failure, and prolonged hospitalisation. Given the rarity of the
condition, each case provides valuable insight into potential
mechanismsand treatmentapproaches.
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