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SUMMARY;. Molignonl erophagorespirolo,?, fjsrlrla is 
a rare condirion rhar i.5 d~f i r l l l r  ro monoge P~~l l iot ivr  
treormrnr hy surgrcol hpurr ir anjusr#ied, ond the use 
qfesophageal slenls has hrrn sh01171 IO he more appmpriole. 
We dercribe o 64-yeor-old man w:ilh inr,prrahle e.~ophnyrul 
corcinomo presenring with sympromr q/ an 

e.~ophagomspirutory/is~uI~. A covered expondoble mrrollrc 
srent was succes.vfillv inserred ;nro rhs prophogus The 
purienf's .symptoms ;mpmved dromor,colly and he sumived 
/O1 16 months. The use qlu covered expandable me101 atent 
i . ~  a iofi and prucrical allernalive frrofmenlfor palliaring 
inoperable esophaseol corcinomus in pafienrs wifh 

~ - 

esophaEoresp;r~toryfisfllI~s. 
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INTRODUCTION 

Esophagorespiratory fistulas may result from 
locally advanced esophageal or tracheobronchial 
malignancics or as a complication of endoluminal 
palliation (such as radiotherapy, laser ablation, 
local hyperthermia, photodynamic therapy or 
esophageal dilatation) of dysphagia due to 
malignant tumor stenosis (1 -3). 

Oncc an esophagotracheal fistula has 
developed the patient's condition worsens rapidly 
due to aspiration pneumonia and malnutrition. As 
the tumor stage is generally advanced and life 
expectancy is short, the major interest of any 
therapeutic procedure in these cases must he a 
rapid and successful palliation. reducing the 

OZET: Malign ijre/ogorespirurur.ur. Jistiil, rrJ<,vi.%$ 
Ikonu.sunda zorluklar olan nadir hir brrrrohkrrr Cerrohrl 

duration of in-hospital stay at low cost, and a low 
rate of therapy-induced co~nplications (1  -3). 

The use of stents has been advocated in the 
management of esophagotracheal fistulas. Thc 
significant morbidity and mortality of the 
formerly used cuffed plastic stents (4) and the 
inherent difficulties with the insertion of rigid 
stents have been overcome by the new coated 
expandable stents (5, 6). 

We report a case of malignant 
esophageotracheal fistula resulting from 
esophageal carcinoma, which was managed with 
a covered expandable metal stent. 



CASE REPORT 

A 64-year-old man was referred with a 4- 
month history of dysphagia. His history revealed 
that the dysphagia initially appeared with only 
solid food intake and with both liquid and solid 
food intake one month later. The patient had a 
persistent cough ten days prior to his admittance. 
The patient also had a history of 10-kg weight 
loss in the recent four months and treatment of 
pulmonary tuberculosis eight years previously. 
On physical examination, he had general 
weakness and mild dehydration. ~ahora t&y data 
were within normal limits. His chest X-ray 
showed nonspecific fibrotic changes in the upper 
zone of the right lung. Upper gastrointestinal 
endoscopy revealed an ulcerovegetant infiltrating 
tumoral mass between 25 and 30 cm from the Fie. 2: Exnanded ao~earance of covered metal rtent 
arcus of the upper teeth; however, we failed to 
pass the endoscope through the tumor, because 
the luminal opening was as narrow as 7 mm. We 
were able to pass a pediatric endoscope through 
the tumoral mass, which showed no abnormal 
findings in the distal esophagus or the stomach. 
Histologic examination of multiple biopsies from 
the tumor revealed a squamous cell carcinoma of 
the esophagus. His heavy and persistent cough 
alerted us to a possible diagnosis of 
esophagotracheal fistula. The patient began to 
cough following the intake of a diluted 
radiopaque solution (Iodine: Guerhet AS, 
Istanbul). His chest X-ray revealed the 
bronchogram showing the leak of radiopaque 
solution into the trachea (Fig. I). The patient was 
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Fie. 1: Chest X-ray showir ie the bronchoeram before the stent - - 
replacement. 
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Fie. 3: Endoscopical appearance of the expandable covered 
m& stent inseied 

inoperable and palliative treatment options were 
considered. We inserted a polyurethane covered 
expandable metal (nitinol: nickel-titanium) stent 
that is flexible in the longitudinal axis with flare 
stepped heads to prevent migration (Taewoong 
Medical Co, Seoul, South Korea) 12 cm long and 
1.8 cm wide (Fig. 2) by endoscopy into the 
infiltrating region after dilatation of a lumen of 
12.5 mm using Savary Bougies under 
fluoroscopic control (Fig. 3). The patient 
tolerated the procedure well and no symptoms of 
aspiration were observed in the following 48 
hours. Serial chest X-rays were performed on the 
following days and no hronchogram findings 
were seen on the eighth day of the stent insertion 



Fig. 4: Disappearance of the bronchogram image on the 
eighth day of the stent insertion. 

(Fig. 4). The patient was discharged from the 
hospital 10 days after stent insertion and showed 
no symptoms of aspiration or dysphagia before 
his death from distant metastases and advanced 
disease sixteen months later. 

COMMENT 

The treatment of malignant 
esophagorespiratory fistulas still represents a 
challenge in gastroenterology. The associated 
symptoms, such as heavy coughing, aspiration, 
dysphagia and malnutrition, are very 
compromising for these patients performance 
status, which declines rapidly. Considering the 
short life expectancy, successful sealing of the 
fistula ensuring an acceptable quality of life must 
be the goal of any treatment for these patients. 

Routine surgical procedures, like muscle flap 
repair or palliative resection, are reserved to a 
minority of selected cases due to the advanced 
tumor stages (3). In debilitated patients and those 
with extensive disease the insertion of esophageal 
stents is an attractive option (1). A recent 
development in this field has been the self- 
expanding esophageal metallic stent, which has 
the advantage of an incidence of complications 
lower than that of plastic endoprostheses (0% 
versus 43%. respectively) (7). A further 
modification of the metallic stent has been the 
introduction of a polyethylene cover around the 
stent to prevent tumor ingrowth, which makes it 
theoretically suitable for treating 

esophagorespiratory fistulas (8). There are 
several features in the design of the covered stent 
that make it ideal for treating 
esophagorespiratory fistulas. Its self-expanding 
nature allows its covered surface to form a tight 
seal at the site of the fistula. The larger proximal 
and distal flange and anchoring hooks in its 
midportion help to prevent stent migration, which 
may be a cause of recurrent pulmonary soiling 
(2). 

The treatment of esophagorespiratory fistulas 
with covered expandable stents has been a 
promising treatment method for the last decade. 
Wu et al. (8) reported the first series of 
successful replacement (no signs of aspiration or 
obstruction) of covered expandable metal stents 
in eight patients with esophagorespiratory 
fistulas. After the success of this kind of stent 
replacement in patients with esophagorespiratory 
fistulas, there have been reports of stent 
replacements in similar cases (2, 3, 9, 10- 12). In 
Turkey, Dohrucal et al. (13) in one patient and 
Sarper et al. (14) in nine of ten patients have also 
reported the replacement of covered expandable 
metal stents in patients with malignant 
esophagotracheal fistulas. 

Recurrent respiratory contamination may 
occur due to the inability to seal the fistula 
proximally or as a result of stent migration. In 
addition, the use of plastic endoprostheses may 
result in complications including perforation. 
stent migration, hemorrhage, and obstruction 
(15). We did not observe any complications in our 
case. 

In this article, we report a case of squamous 
cell carcinoma of the esophagus with 
esophagorespiratory fistula showing symptoms 
of aspiration. A covered expandable metal stent 
was successfully inserted, and the patient was 
able to take food 48 hours after the procedure. 
The patient lived symptom-free until his death 
from distant metastases and advanced disease 
sixteen months later. 

The use of covered expandable metal stents 
for palliating esophagorespiratory fistulas is a 
safe and easily applicable technique ensuring a 
good quality of the remaining span of life. Due to 
the low rate of complications and the quick relief 
from symptoms a marked reduction in the 
duration of in-hospital stay is achieved. 
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