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A rare case of lung abscess due to esophageo-pulmonary fistula
in asymptomatic carcinoma of esophagus
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Abstract

Acquired esophago-respiratory fistulae are usually esophago-
tracheal or esophago-bronchial. Esophago-pulmonary fistulae are
rare. Most patients present with cardinal symptoms of esophageal
carcinoma or esophago-pulmonary fistula leading to early diagno-
sis. We report a 56-years-old female with an unusual presentation.
She presented with high grade fever with chills and rigor, cough
with mucopurulent expectoration and shortness of breath for 15
days without dysphagia, nausea, vomiting or chest pain. Clinically
and radiologically a diagnosis of lung abscess was entertained and
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she was treated with multiple antibiotics without any improve-
ment. Contrast enhanced computed tomography (CECT) chest
revealed esophageal malignancy with esophageal-pulmonary fis-
tula communicating with abscess cavity. Patient responded to pal-
liation with self-expandable esophageal stent and drainage of
abscess. Although rare, asymptomatic malignant esophageal dis-
ease should be considered in the differential diagnosis of lung
abscess, which does not follow a usual course.

Introduction

Acquired esophago-respiratory fistulac are a well-known
complication of esophageal carcinoma, the majority of which are
usually esophago-tracheal or esophago-bronchial fistula [1].
Esophageo-pulmonary fistulae have been rarely described [2-5].
In addition, all such reported patients either presented with dys-
phagia, vomiting or pain leading to diagnosis of esophageal carci-
noma or cough with deglutition leading to diagnosis of esopha-
geo-respiratory fistula [1]. In this article, we described a patient,
who presented with necrotizing pneumonia of lower lobe of right
lung without any esophageal symptoms. We did not think of such
possibility initially. This type of presentation has been reported
rarely in medical literature.

Case Report

A 56-year-old female presented at emergency department with
high grade fever with chills and rigor, cough with mucopurulent
expectoration and dyspnea for 15 days. She lost 10 kg weight in
last two months. There was no history of dysphagia, vomiting or
chest pain. She had rheumatoid arthritis and was taking homeo-
pathic medicine (syrup containing rhus toxicodendron, bryonia,
belladonna and other ingredients). She was investigated and treat-
ed in a clinic as pneumonia with oral amoxycilline-clavulinic acid
for 7 days without any improvement. On presentation at our hos-
pital, she was febrile with temperature of 102.5°F, had tachycardia
with heart rate of 120/min and tachypnea with respiratory rate of
24/min. Her blood pressure was 136/80 mm of Hg and SpO, of
92% at room air. On respiratory system examination, bronchial
breath sound was heard on right middle and lower zone with
coarse crepitation on auscultation. Other systemic examination
was normal.

Blood investigations showed hemoglobin of 11.6 g/dL, total
leucocyte count (TLC) of 24300 with 86% neutrophil with normal
platelet count. Routine urine examination, renal function test and
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liver function test were normal except low albumin level (2.3 g/dL).
Initial chest X-ray revealed inhomogeneous opacity with cavitation
and air-fluid level in the right lower zone indicating lung abscess
(Figure 1). Gram stain of sputum examination showed mixed flora.
She was started on piperacillin-tazobactum and clindamycin.

CECT chest done on next day revealed circumferential irregu-
lar mural thickening of middle 1/3' of esophagus (maximum 8
mm), involving 4.5 cm long segment along with a thick-walled,
well-defined collection of 7.7x6.7x6.7 cm with internal air-fluid
level and a tongue like extension of this collection extended into
posterior mediastinum, closely abutting and displacing the esoph-
agus (Figure 2A). On oral contrast administration, a 3 mm sized
defect was seen in the right lateral wall of esophagus, leaking the
contrast into the collection indicating esophageo-pulmonary fistula
(Figure 2B). A 2.4x2.4 cm sized lesion with speculated margins
seen in right breast which was likely metastatic deposit. Multiple
pre-tracheal, pre-vascular and bilateral hilar lymphadenopathy
were also noted.

Fluoroscopy-guided percutancous drainage of the abscess con-
tent by intervention radiologist was done on the same day. Under
local anesthesia, a large bore 12 French drainage catheter was
placed at the most dependent portion inside the abscess cavity.
Content inside the cavity was drained and it was irrigated with nor-
mal saline.

By fourth day of hospitalization, there was some improvement
clinically and radiologically on chest X-ray. She became afebrile.
Cultures of sputum and abscess content were subsequently found
to be sterile.

Upper gastro-intestinal endoscopy (UGIE) was done which
revealed segmented ulcerated lesions in the mid esophagus.
Multiple biopsies were taken and a nasogastric tube (NG tube) was
placed over the guidewire. General surgery consultation was done
but considering advanced disease with possible metastasis, they
denied any operative treatment. On next day, under fluoroscopic
guidance, 18 mm x 150 mm covered self-expandable metallic stent
(SEMS) (Ultraflex Esophageal NG, Boston Scientific,
Marlborough, USA) was placed to cover the lesion for palliative _
treatment (Figure 3). 5..000 r,»‘ssm-n

Later, biopsy was reported as moderately differentiated squa- Iit: 0.0
mous cell carcinoma. Patient was categorized as advanced disease
with stage IVB (T4b N2 M1). Treatment option was only palliation

Figure 2. a) Well-defined collection of 7.7x6.7x6.7 cm with inter-
nal air-fluid level in the posterior mediastinum suggestive of lung
abscess. b) On oral contrast administration, a 3 mm sized defect
(red arrow) seen in the right lateral wall of esophagus, leaking the
contrast into the collection which indicate esophageo-pulmonary
fistula.
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Figure 1. Chest X-ray showing inhomogeneous opacity with cav-  Figure 3. Covered esophageal self-expandable metallic stent
itation and air-fluid level in the right lower zone. (SEMS) was placed (arrow).
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with chemotherapy or chemoradiation therapy. She was referred to
radiotherapy department for cisplatin-based chemotherapy and
radiotherapy.

She was discharged with oral antibiotics on ninth day. At the
time of discharge, she was afebrile, cough subsided, shortness of
breath improved and TLC decreased to 14000. On four months fol-
low-up, she was doing better with no residual cavity in lung
parenchyma.

Discussion

Esophago-respiratory fistulae are uncommon and may be con-
genital or acquired. Acquired esophago-respiratory fistulae are
usually secondary to malignancy, prolonged intubation, corrosive
ingestion, granulomatous mediastinal infections, post-surgery on
the esophagus or trachea-bronchial tree, trauma or radiotherapy
[1]. Esophago-respiratory fistulas are seen in 5-13% cases of
esophageal cancer. Most esophago-respiratory fistulae are due to
an esophago-tracheal fistula or an esophago-bronchial fistula [6].
Esophago-pulmonary fistulae without tracheal or bronchial
involvement have been rarely reported [2-5].

Esophageal cancers may exhibit highly aggressive local
growth which may lead to multiple pulmonary fistulae causing
pneumonitis and lung abscesses. This may lead to sepsis, acute res-
piratory distress syndrome (ARDS) and death [3-4].

Our patient had no cardinal symptoms of esophageal carcino-
ma like dysphagia, pain, regurgitation, vomiting or symptoms of
esophageal-respiratory fistula like coughing with swallowing food.
Retrospectively anorexia and weight loss could be a clue for
malignancy, but it could be attributed to chronic infection like lung
abscess as well. This diagnosis was not initially suspected in our
patient. Francis and Goldstein reported one similar case of asymp-
tomatic esophageal carcinoma with esophageo-pulmonary fistula
masquerading as a primary lung abscess [6].

To prove esophageo-respiratory fistula, it is necessary to
demonstrate the fistulous tract, as contrast material within the
bronchial lumen or parenchymal cavity may be due to aspiration.
Multidetector computed tomography (MDCT) and 3-D reconstruc-
tion help in the diagnosis and assessment of fistula, and is useful in
planning interventions [4]. In our patient, oral contrast administra-
tion during CECT chest showed contrast leaking into the lung cav-
ity through a defect in the right lateral wall of esophagus, thus
proving it to be esophageal-pulmonary fistula. Another novel way
of diagnosis of fistula tract is by video-fluoroscopic swallowing
study (VFSS). VFSS captures serial video-radiographic images of
barium-coated foods or liquids when they pass through the mouth,
pharynx and esophagus in real time [7].

Malignant esophago-respiratory fistulae have no curative treat-
ment. Palliative procedures like esophageal stenting, bypass,
exclusion or surgical repair with fistula resection are the only
option and they may prolong survival [8]. Radiotherapy or
chemotherapy may also give some palliation. Mean survival is
only one to six weeks without treatment [9]. Endoscopic
esophageal stenting with covered self-expandable metal stents
(SEMS) is currently most widely used palliative treatment modal-
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ity. Along with placement of SEMS, it is very important to treat
lung abscess simultaneously with antibiotics and drainage because
such closure hinders natural drainage of lung abscesses into the
esophagus, thus exacerbating the severity of the lung abscess [5].
According to some authors, surgical treatment with resection of the
esophageal lesion and the involved pulmonary lobe might signifi-
cantly prolong the survival in these patients [10-12].

Conclusions

Our case is unusual, in the sense that despite the presence of
esophago-pulmonary fistula, communicating with lung abscess
cavity, there were no symptoms commonly associated with
esophageal carcinoma or esophago-pulmonary fistula. Although
rare, asymptomatic malignant esophageal disease should be con-
sidered in the differential diagnosis of lung abscess, which does
not follow a usual course.
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