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Abstract  
Development of malignant esophago-pleural fistulas is relatively rare but life-threatening complication. We present a 50 
year-old female patient with 6 months history of distal esophageal carcinoma.  Patient presented with right sided chest 
pain, dysphagia, dyspnoea, cough and fever. Right side pyopneumothorax was diagnosed and intercostal drainage (ICD) 
tube was inserted. Presence of food material in the drainage bag led to the diagnosis of oesophageal-pleural fistula. Self 
expandable stent was placed, however 1 month later stent migration was observed and patient expired due to worsening 
pyopneumothorax and sepsis. 
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1 Introduction 
Patients with esophageal malignancy are especially prone to develop pathologic communication between esophagus and 
adjacent structures. This complication is called a malignant esophageal fistula [1]. The occurrence of such fistulas is 
10%-15% and life span is less than 7 weeks in patients who do not undergo treatment [2-4]. In patients with esophageal 
cancer, incidence of malignant esophageal-pleural fistula (EPF) is 5%-15% [5, 6]. In patients with EPF, who do not undergo 
treatment develop an unremitting respiratory tract flawing, consequently leading to pulmonary sepsis and death, as a result 
there is difficulty in making early diagnosis and timely treatment. Esophageal stent placement has been used to manage 
esophageal fistulas [7, 8]. Due to their lesser complications, self-expanding metallic stents are used in majority of patients [9]. 
We present a 50 year-old female with carcinoma of esophagus who developed an esophageal pleural fistula after receiving 
3 cycles of external beam radiotherapy and 6 cycles of palliative chemotherapy and later had stent migration. 

2 Case presentation 
A 50-year-old female was admitted in our medical unit with a diagnosis of distal esophageal adeno-carcinoma of 6 month 
duration. CT thorax was suggestive of circumferential asymmetrical mural thickening involving 10-11 cm long segment of 
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distal third of intra-thoracic esophagus; adjacent to gastro-esophageal junction. Upper GI Endoscopy showed prominent 
ulcerous-nodular growth occupying 3/4th of circumference in distal end of esophagus. Patient had received 3 cycles of 
external beam radiotherapy and 6 cycles of palliative chemotherapy, after that she lost to follow-up. 

Currently, she presented with right side chest pain, dysphagia and dyspnoea associated with high grade fever and 
decreased appetite. There was no history of hematemesis or blood in sputum. On general examination, patient had pallor, 
no icterus, was normotensive with blood pressure of 110/70 mm Hg and had tachypnea. Chest examination revealed 
decreased air entry and vocal resonance on right side. Rest of the systemic examination was unremarkable. 

2.1 Investigations 
During the course of investigations, hemoglobin was 7.8g/dl, total leukocyte count was 16,000/mm3, platelets were 
160,000/mm3; no abnormality was seen in liver and renal function tests. Chest x-ray was suggestive of right sided 
pyopneumothorax. Upper gastrointestinal endoscopy revealed ulceration at 27-39 cm, scope was easily negotiable, some 
mucosal irregularities were present; but there was no substantiation of fistula.  

2.2 Management 
Right sided pyopneumothorax was managed by insertion of inter-costal drainage tube (ICD), following patient’s condition 
improved gradually. However after a week, food material was noticed in the chest tube drainage bag; consequently a 
barium swallow with urograffin 76% was carried out. Barium study revealed presence of irregular marginated fistulous 
tract from the lower end of oesophagus (just above gastro-esophageal junction) communicating with right pleural cavity 
(see Figure 1). Palliative management was planned. Upper gastrointestinal endoscopy was repeated and a covered anti- 
reflux self expandable metallic stent (SEMS) Boston measuring 14 cm was placed across the growth (see Figure 2). 
Following this procedure, patient’s condition steadily improved and she was discharged after a week.  

However she was again hospitalized after one month with progressive dyspnea; food material was observed again in 
drainage bag. A repeat barium study exposed another fistulous tract between the lower thoracic esophagus and right 
pleural cavity just above the level of upper margin of esophageal stent i.e. stent migration (see Figure 3). Re-intervention 
was planned but unfortunately patient expired due to deteriorating pyopneumothorax and sepsis. 

  

Figure 1. Barium swallow showing fistulous track from 
lower end of esophagus to right pleural cavity 

Figure 2. Covered self expandable metallic stent in-situ 
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Figure 3. Barium Swallow showing fistulous tract from lower thoracic esophagus with right pleural cavity just above the 
level of upper margin of esophageal stent 

3 Discussion 
Esophago-pleural fistulas have a propensity to develop in extremely later stages of esophageal cancer, when remedial 
surgery is no longer considered. Causes of esophageal-pleural fistula include direct tumor incursion and ensuing 
perforation or consequence of radiation therapy, laser therapy, chemotherapy, or pre-existing stents [2]. To decrease 
mortality, the diagnosis of esophago-pleural fistulas should be made timely; superlatively before the inception of 
pneumonia or lung abscesses.  

The scope of treatment modalities anticipated by different authors varies from palliative to dynamic and, if feasible, major 
surgical interventions. Surgical treatment has been related with considerable morbidity and an extremely high mortality 
rate. Esophageal stenting seems to be the most reasonable palliative measure, with 80%-100% effectiveness of covered 
self expanding metal stents reported in recent studies [6]. In 80% of cases, after placement of the stent there is complete 
closure of the fistula, nevertheless complications are familiar [2]; which comprise of unrelenting chest pain, tracheal or 
esophageal mucosa necrosis due to pressure, development of granulation tissue causing stenosis, dyspnoea due to 
compression of the trachea, perforation, hemorrhage (which may be apparent as hemoptysis or hematemesis) and stent 
migration. Incidence of stent migration is 5% to 15% and urgent necessity for stent replacement [3, 9, 10]; with these 
logistics, tumor in-growth through the stent metal in majority of patients with malignant esophageal fistulas covered stents 
are used as the cover prevent mesh [11]. 

Conversely, the utilization of covered stents is beleaguered by stent migration. When covered stents are placed for tumors 
of the distal esophagus or gastric cardia, stent migration is more prone to happen then stents placed for more proximally 
located tumors since the distal portion of stents projects liberally into the gastric fundus without any fixation to wall of 
esophagus [12]. As a result, stent migration is documented in up to 28% of patients in which covered stent is used [13, 14]. A 
migrated esophageal stent, irrespective of manifestations, should be observed thoroughly and removed instantaneously. 
Endoscopic clipping [15] can reduce the hazard of stent migration, especially in those related with esophago-pleural fistulas 
without luminal obstruction. Covered SEMS with an anti-migration system [16] with uncovered long flared ends has a 
longer life and lesser risk of migration; therefore they are beneficial in the palliative treatment of patients. 

4 Learning points 
In patient with carcinoma of esophagus presenting late with sudden onset chest symptoms, esophageal-pleural fistula 
should be considered as a differential. Esophageal-pleural fistula should be managed early with appropriate techniques to 
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prevent systemic complications. Migrations of SEMS are serious and overlooked complication in malignant esophageal- 
pleural fistula. Thus, placements of these stents need expertise and close monitoring during follow up. Newer 
anti-migration methods like endoscopic clips, long uncovered flared ends aids in prevention of stent migration.  
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