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CASE SUMMARY

A 29-year-old Asian male presented
to the emergency room with history of
fever and chest pain for one week fol-
lowed by sudden collapse. On examina-
tion, the patient had a weak pulse with
tachycardia, low blood pressure and
decreased air entry on the right.

IMAGING FINDINGS

A portable chest radiograph per-
formed at the time of initial presentation
demonstrated a large right pleural effu-
sion with suspicion of mediastinal air.

Emergency CT scan of the chest was
immediately performed to evaluate the
cause of pleural effusion and sudden
deterioration of the patient.

The CT scan demonstrated a large
right hemothorax with atelectasis of the
underlying lung (Figures 1-3). There
was also a small left pleural effusion
with areas of consolidation in the left
lower lobe. A heterogenous collection
of air and fluid was identified in the
posterior mediastinum displacing the

heart anteriorly, suggestive of mediasti-
nitis/ mediastinal abscess (Figures 1,3).
There was a 7 x 5 cm pseudoaneurysm
arising from the proximal descending
thoracic aortic just distal to the origin of
the left subclavian artery (Figures 2-4).
A 3 cm linear radiopaque density was
identified adjacent to the mid thoracic
esophagus suggestive of a foreign body,
possibly a chicken bone (Figures 2,4).
No active contrast leak was noted. No
definite aorto-esophageal fistula was
identified on the scan.

The diagnosis of perforated esoph-
ageal foreign body complicated by
mediastinal abscess and aortic pseu-
doaneurysm resulting in massive
hemothorax was made. The patient
was immediately shifted to the operat-
ing room but could not be successfully
resuscitated.

DIAGNOSIS

Perforated esophageal foreign body
complicated by mediastinal abscess and
aortic pseudoaneurysm

DISCUSSION

Ingested foreign bodies impacted in
the esophagus are commonly encoun-
tered. Serious complications arising
from ingested foreign bodies are, how-
ever, rare. Esophageal penetration
caused by accidental swallowing of for-
eign body is unusual, with the reported
incidence being 1% to 4%.' Nandi et
al reported that among 2,394 cases of
foreign body ingestion, only 25 (1%)
of patients had esophageal perforation
caused by ingestion of fish or chicken
bones, and two of these patients devel-
oped aorto-esophageal fistula.? They
found a wide variety of objects retained
in the esophagus, but fish bones were
the most common (60%) and chicken
bones the second most common (16%).

Foreign bodies most commonly per-
forate the cervical esophagus.? The sec-
ond most common site for perforation
is at the level of the aortic arch where
there is increased risk for fatal vascu-
lar complications, as seen in our case.
Apart from aorta-esophageal fistula,
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FIGURE 1. Contrast-enhanced CT demonstrates a large right
pleural effusion with collapse of the underlying lung. There is a col-
lection of air and fluid in the posterior mediastinum.
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FIGURE 2. Contrast-enhanced CT demonstrates a pseudoaneurysm
arising from the aortic arch. There is also a linear foreign body adja-
cent to the pseudoaneurysm.

FIGURE 3. Coronal reconstructions demonstrate opacification of
the right hemithorax with collapse of the underlying lung. There is
a heterogenous collection of air and fluid in the posterior mediasti-
num. A pseudoaneurysm is also seen arising in the posterior medi-

astinum adjacent to the aortic arch.

other rare cardiovascular complications
include subclavian-esophageal fistula,
and pericardial perforation with cardiac
tamponade.>*

The patient usually presents with
chest pain, pain on swallowing, sentinel
hematemesis, and massive upper gas-

trointestinal hemorrhage®® secondary
to aorto-esophageal fistula. In our case,
the patient presented with sudden col-
lapse due to rupture of the pseudoaneu-
rysm and massive hemothorax.
Esophageal perforation by foreign
body allows introduction of pathogens

FIGURE 4. Oblique coronal MIP image again demonstrates a large
right pleural effusion. There is a pseudoaneurysm arising from the
aortic arch. Please note the foreign body adjacent to the pseudoan-
eurysm and nasogastric catheter.

into the mediastinum, which results in
life-threatening mediastinitis. The wall
of aorta is weakened and friable due
to the surrounding inflammatory pro-
cess, and leads to formation of an aor-
tic pseudoaneurysm.” The predilection
site of the pseudoaneurysm is the aorta
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isthmus.® This arises because the aorta
isthmus is where the esophagus and
the aorta are in close proximity; thus,
foreign bodies are likely to become
stuck and cause perforation. Subse-
quent infection of the esophagus and/
or mediastinum could further contrib-
ute to the formation of aortic pseudo-
aneurysm.’

Aorto-esophageal fistula that devel-
ops after foreign body—induced esoph-
ageal perforation is usually fatal; the
accompanying aortic pseudoaneurysm
and esophagitis and/or mediastini-
tis must be managed promptly. Early
diagnosis and accurate localization of
the lesions can contribute to a better
prognosis. CT examination is a simple
and effective method by which to visu-
alize the pseudoaneurysm and its adju-
vant structures. '°

CONCLUSION

Foreign bodies in the esophagus can
occasionally result in complications. A
rare complication is aortic pseudoaneu-
rysm secondary to mediastinitis, which
can have catastrophic consequences.
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