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ABSTRACT

INTRODUCTION

A

n esophagopericardial fistula (EPF) is an uncommon
condition seen in clinical practice and may be caused
by trauma, benign or malignant pathology. The
most common causes of OPF include; chronic esophagitis,
esophageal ulcers, foreign body impaction and post‑esophageal
bouginage perforation. Malignant causes include esophageal
cancer which may sometimes be associated with achalasia.
The common clinical presentation involves; pyrexia,
retrosternal chest pain and breathlessness. Investigations
that may confirm the diagnosis include; chest X‑ray which
commonest finding is pneumopericardium, contrast swallow
which may show a fistulous tract connecting the esophagus
to the pericardial sac and upper gastro‑intestinal endoscopy
which may show the fistula opening or the underlying disease.
We report a case of suppurative pericarditis as a result of
an esophagopericardial fistula following a recent upper
gastrointestinal endoscopy.

CASE REPORT
A 38‑year‑old male patient presented to our emergency unit
with acute severe retrosternal chest pain of 2 h duration
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A case of suppurative pericarditis from an esophagopericardial
fistula (EPF) following the upper gastrointestinal endoscopy
(UGIE). A 38‑year‑old schizophrenic male patient with
gastro-esophageal reflux disease (GORD) and previously
dilated esophageal stricture was presented with acute
retrosternal chest pain. The patient pulled out the endoscope
during UGIE the previous day. A barium swallow (BS)
post endoscopy was normal. The patient was initially
hemodynamically stable and cardiac evaluation was normal.
The patient subsequently developed features of cardiogenic
shock. Echocardiography confirmed pericardial effusion
and pericardial aspiration yielded pus. Surgical drainage
with pericardial tube insertion was done. Pericardial
biopsy revealed acute suppurative inflammation with
food particles. The patient continued with antibiotics and
pericardial drainage for 14 days and repeat BS and chest
computerized tomography scan revealed no EPF. The
patient was discharged 24 days after the presentation and
remained well at follow‑up. A rare, serious complication of
UGIE which may be easily missed and is associated with a
high mortality with delayed treatment.
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which was constant, non‑radiating and associated with
sweating and breathlessness.
The patient was an institutionalized schizophrenic with
a history of gastro‑esophageal reflux disease (GERD)
with a previous esophageal stricture dilated 3 months
earlier. On the day before the presentation he had
undergone esophago‑gastroscopy during which he
forcefully pulled out the endoscope at mid esophageal
level.
A barium swallow post endoscopy was nor mal
[Figure 1a and b].
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He was afebrile, with a tachycardia of 109 beats per
minute and a blood pressure of 108/89 mmHg. The
rest of his examination including the cardiac evaluation
was normal.
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Initial electrocardiogram (ECG) revealed a sinus tachycardia
and subtle saddle shaped ST elevation in V3 to V6. Chest
radiograph (CXR) was unremarkable and a troponin level
was <0.03 ng/ml.
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Analgesia was given and he was observed overnight.
The following morning the patient developed severe pain
and was found to be cold and clammy with a thready pulse,
unrecordable blood pressure and distended neck veins.
Widespread marked saddle shaped ST elevation was present
on ECG and repeat CXR revealed an enlarged cardiac
silhouette [Figure 2].
Echocardiography confirmed a pericardial effusion
with echo bright densities within the pericardial space.
Pericardial aspiration yielded 70 ml of frank pus.
Surgical drainage was performed and a pericardial drain was
left in situ. Pericardial biopsy performed at surgery revealed
acute suppurative inflammation with food particles.
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Figure 1: (a) Barium swallow post endoscopy (b) Barium swallow
post endoscopy

Antibiotic therapy and pericardial drainage was continued
for 14 days. A repeat barium swallow revealed no
esophageal fistula [Figure 3].
The patient was finally discharged 24 days after initial
presentation. He remained well at follow‑up of 2 weeks
post discharge.

DISCUSSION
Esophagopericardial fistulae (EPF) are rare complications
of esophageal pathology and are usually from benign
pathology of the esophagus (Barrett’s esophagus), esophageal
surgery (esophagectomy, Nissen fundoplication),[1] endoscopy
and fibrillation ablation procedures,[2] but are also caused
by esophageal malignancy.[3,4] Other benign esophageal
conditions implicated include; esophageal ulcers, chronic
esophagitis, tuberculosis, ingested foreign body, esophageal
diverticula and very rarely achalasia.[2,5,6] Benign etiologies
that are uncommon may be from increased intra‑luminal
esophageal pressure leading to esophageal perforations as
seen in opening pressurized soft drink containers with the
mouth, hyperemesis gravidarum and childbirth.[7] Conditions
associated with an increased intra‑abdominal pressure, for
example, heavy weightlifting, exercises, laughing fits, seizures
and blunt abdominal trauma can also cause esophageal
perforations which may culminate into the development of
an esophagopericardial fistula.[7] A rare case of barogenic
esophageal perforation from riding a bicycle has previously
been reported.[8] The clinical features that suggest EPF
include retrosternal pain, dyspnoea, fever and if severe
enough like in this patient, may present with hemodynamic
collapse suggestive of a septic/cardiogenic shock.
The rarity of this condition allows for missed or late
diagnosis which is also compounded by the non‑specific

Figure 2: Chest radiograph post endoscopy

Figure 3: Barium swallow post pericardial drainage

nature of the clinical features and a high mortality rate
may be the consequence of delayed treatment.[9] This case
emphasizes the importance of being well acquainted with
the potential complications of invasive procedures. A high
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index of suspicion is imperative and if a patient presents
with symptoms after an invasive procedure, it should be
assumed to be due to a complication of the procedure.
Pneumopericardium is the most frequent chest radiographic
finding, present in about 50% of cases, but was absent in
this extant case.[10] Other chest X‑ray findings may include
pleural effusions and lung infiltrates which are seen in
20% of cases.[10] The barium swallows done in this patient
were normal and did not reveal the EPF (gross filling of
the pericardial sac with contrast material) and is consistent
with the reported barium swallow sensitivity of 69‑80[11]
for the detection of esophagopericardial fistula. Upper
gastro‑intestinal endoscopy (UGIE) may show the fistula
and any associated underlying pathology, but was not done
in this case because it was thought UGIE was the culprit.
Most survivors of this condition are usually those whose
surgical treatment are established early in the clinical
course.[7,8] The patient’s survival in this case may be
attributed to early diagnosis and treatment which include;
surgical drainage of the pericardial effusion, antibiotic
therapy and adequate supportive treatment which led to
the closure of the fistula non‑operatively.
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