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Treatment of a benign esophagopericardial fistula with an

esophageal stent—a case report
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Abstract: Esophagopericardial fistulas are rare, life-threatening, and associated with both benign and
malignant esophageal disorders. They often lead to cardiac tamponade with pericardial infection. Endoscopic
covered metal stents have known to cause as well as treat esophagopericardial fistulas by sealing off the
fistula tract and preventing pericardial effusion. We present a case of a 74-year-old woman with a benign
esophagopericardial fistula despite a history of malignancy. She was treated successfully with pericardial
window and esophageal stenting, which is an important option for patients with this disease and can lead to
long-term survival in patients with benign disease. Unlike previously described cases of esophagopericardial
fistula in which patients underwent stent removal within 2 months of placement or did not have follow-up,
our patient was quite frail and did not want any further interventions after stent placement. At 1.5 years after

her procedure, she was living at home and independent in her activities of daily living.
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Introduction

Esophagopericardial fistulas are associated with both
benign and malignant disease. Patients often present with
chest pain and shortness of breath and are sometimes in
extremis. Treatment involves pericardial drainage with
pericardiocentesis or pericardial window, followed by source
control with esophageal stent or diversion. Mortality rates
are high due to the severity of the disease as well as the
association with aggressive malignancy. We present a case
of a patient who developed a benign esophagopericardial
fistula, despite a history of gastric adenocarcinoma treated
with gastrectomy. She was treated with a pericardial
window and esophageal stent and was doing well 1.5 years
after treatment. Unlike previously described cases of
esophagopericardial fistula in which patients underwent
stent removal within 2 months of placement or did not have
follow-up, our patient was quite frail and did not want any
further interventions after stent placement. We present
the case in accordance with the CAse REport (CARE)

Guidelines.
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Case presentation

A 74-year-old woman with a history of gastric cancer
presented to her local emergency department with severe
chest pain (Figure 1). About 3 years earlier, she received
neoadjuvant chemotherapy and underwent robotic partial
gastrectomy for ypT3N2 gastric adenocarcinoma. About
1 year after completion of treatment, she was admitted for
failure to thrive, and upper endoscopy showed an ulcer at
the esophagogastric anastomosis. Biopsies of the ulcer were
negative for malignancy, and she was treated medically.
Repeat endoscopy a few months later showed that the
ulcer had healed, and biopsies of the esophagus were again
negative for malignancy.

On arrival to the hospital, she was found to be
tachycardic, hypotensive, and cachectic. Computed
tomography (CT) scan of the chest with oral contrast
showed contrast and air in the pericardial space, suggesting
a large esophagopericardial fistula (Figure 2). She was
transferred urgently to our institution. Urgent subxiphoid
pericardial window was performed, but there was only a
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Figure 1 Timeline of key events in the case.

Figure 2 Axial (A) and sagittal (B) images from computed tomography scan of the chest showed oral contrast in the esophagus (arrow)

extravasating into the posterior pericardium (black asterisk) and air in the anterior pericardium (white asterisk).

small amount of serous fluid. Upper endoscopy showed a
2-cm opening in the anterior wall of the esophagus at the
esophagogastric anastomosis at 35 c¢cm from the incisors.
The beating heart covered in fibrinous material could
be seen thru the opening (Video 1). The surrounding
esophageal mucosa appeared normal. An esophageal stent
(EndoMaxx, Merit Medical, South Jordan, UT, USA)
with diameter 23 mm and length 15 cm was placed with
endoscopic and fluoroscopic guidance.

Cytologic examination of the pericardial fluid showed
abundant acute inflammation and scattered squamous cells,
but no evidence of malignancy. Pathologic examination
of the pericardium showed dense acute and chronic
inflammation, with granulation tissue and adherent fibrin,

© Annals of Esophagus. All rights reserved.

consistent with pericarditis. The esophageal biopsy showed
squamocolumnar mucosa with necrotic exudate and no
evidence of malignancy.

Postoperatively, the patient had delirium that resolved
over several days. She had a few episodes of rapid atrial
fibrillation that resolved with metoprolol. She underwent
percutaneous endoscopic jejunostomy tube placement
and was started on tube feeding. She improved clinically
but was very deconditioned and decided she did not want
any further interventions. She was discharged to a nursing
facility with hospice care, with the esophageal stent in place,
on tube feeds and sips for comfort.

She was seen in clinic at 6 weeks and reported persistent
chest pain. She was still deconditioned and unable to stand.
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At 1.5 years after the procedure, she was living at home and
independent in her activities of daily living. Hospice care
had been discontinued. She was eating a regular diet but
still relied on tube feeds.

Discussion

Esophagopericardial fistulas are associated with benign
and malignant disease. Malignant esophagopericardial
fistulas often develop as patients are treated for known
esophageal cancer (1,2), but can also be the presenting
pathology that leads to the diagnosis of malignancy (3-5).
Benign esophagopericardial fistulas are most commonly
due to ulcer disease (6) and foreign body such as esophageal
stent (7), endoscopic drains (8), or fish bone (9,10). They
have also been reported after cardiac ablation for atrial
fibrillation (11-13) and infection (14). This case highlights
the possibility of a benign etiology even when the patient
has a history of malignant disease.

Treatment of esophagopericardial fistula traditionally
involved surgical diversion with esophagectomy and cervical
esophagostomy (15,16), but more recently has involved
more esophageal stent placement (1,2,7). Esophageal stents
were approved for use in 1845 and have been associated
with both development (7) and treatment (1,2,13) of
esophagopericardial fistulas. In previously described
cases, esophageal stents were removed within 2 months of
placement (11,17,18) or the patient died (1) or did not have
follow-up (2). In contrast, our patient survived to 1.5 years
after stent placement, and she chose not to have endoscopic
surveillance or further treatment.

Unfortunately, the mortality rate for patients with
malignant esophagopericardial fistula is extremely high,
due to the nature of this pathology as well as advanced
underlying disease. Successful treatment with single-stage
esophagectomy and reconstruction has been reported in a
patient who had just completed neoadjuvant chemotherapy
for distal esophageal squamous cell carcinoma (19). In that
case, pericardial fluid cytology was negative for malignancy,
and surgical pathology showed a complete pathologic
response.

This patient had a benign esophagopericardial fistula
despite a history of gastric adenocarcinoma treated by
gastrectomy. She developed a persistent benign ulcer at
her esophagojejunal anastomosis that perforated into her
pericardial space. She was quite frail and not a surgical
candidate. After palliative esophageal stent placement,
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she did not want further treatment and was discharged
to a skilled nursing facility with hospice. Fortunately, she
recovered smoothly and was enjoying life 1.5 years later
with the stent still in place. Strengths of this case report
include a unique etiology of the esophagopericardial
fistula due to benign ulcer disease, despite a history of
malignancy, as well as the clear demonstration of the fistula
on CT images and endoscopic video. Limitations of this
case report include the lack of very long-term follow-up
or active surveillance for risks of chronic stent placement
such as migration or recurrent fistula. While we do not
recommend routine placement of long-term esophageal
stents, this patient felt that she benefited from this less
invasive procedure. This case highlights that esophageal
stent placement should be considered in patients with
esophagopericardial fistulas, especially when the etiology is
benign, and in patients who are poor surgical candidates.
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