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= Abstract =
A Case of Broncho-esophageal Fistula Associated with Bronchiectasis
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Broncho-esophageal fistula(BEF') is an uncommon clinical entity which can cause severe suppurative lung dis-
ease. Acquired fistulas between the esophagus and tracheobronchial tree are relatively uncommon. They are
caused by many diseases including malignancy and chronic inflammation such as tuberculosis and have favor-
able outcome with proper treatment. To our knowledge, there has been no description of patients with BEF due
to the bronchiectasis,

We report a case of broncho-esophageal fistula in association with bronchiectasis in a 35-year-old male pa-
tient with hemoptysis. Bronchoscopy revealed mild bleeding from the superior segment of the right lower lobe
without specific endobronchial lesion. Barium esophagogram could not confirm the fistula. The diagnosis of a
broncho-esophageal fistula was established by an esophagogastroscopy using fistulogram and subsequent bron-
choscopy, in which the communication between the bronchial tree and the esophagus was demonstrated by in-
stilling dye selectively through the fistulous opening using esophagogastroscopy and visualizing the fistula and
the bronchial tree. The patient was treated with resection of the right Jower lobe, extirpation of the diverticulum
and surgical closure of the bronchial defect and fistula, but he suffered from pneumonia thereafter and eventu-
ally expired due to sepsis and multiple organ failure. (Tuberculosis and Respiratory Diseases 1999, 46 : 729-
734)
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Fig. 1. Chest PA. This shows dense consolida-
tion with volume loss on the right lower
lung zone.
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Fig. 2. A.Cystic bronchiectasis was found on
the superior segment of the right
lower lobe.

B. connecting tract was noted between
the bronchiectatic segment and the
esophagus suggesting broncho-esoph-
ageal fistula(arrow).
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Fig. 3. Bronchoscopic finding. This shows muco-
sal inflammatory swelling of the superior
segmental bronchus of RLL with easy
bleeding.

Fig. 4. Esophagogastroscopy showed the open-
ing of the fistula on the mid-esophagus
(the upper one: 34cm from the inci-
sor ; the lower one: 36cm from inci-
sor.)
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Fig. 5. Fistulography through the esophagogas-
troscopy showed the broncho-esophageal
fistula.
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Fig. B. Pathologic finding. Diffuse fibrous and
regenerative change of bronchiolar epi-
thelium and pulmonary wvessel rupture
into the bronchial lumen and thrombi
formation without evidence of tuberculo-
sis or malignancy. (H&E stain, x100)
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