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XpOHUYECKUU NULLEBOAHDbIA CBULL, Check oy
KaK peAKas NpU4YMHA BTOPUYHOrO OCTEOMMENUTA
rPyAHOro otaesia N03BOHOYHMKA

B.A. 3aps, [1.B. laBpunos, M.E. MakoroHoBa, A.P. Ko3ak, A.A. BUuluHeBCcKum

CaHKT-IMeTepbyprekuin HayuHo-UCCNef0BaTENbCKMIA MHCTUTYT dTU3UoNynbMoHonoruuy, CaHkT-Tletepbypr, Poccuiickas Oepepaums

AHHOTALINA

NHbekumoHHble 3aboneBaHns NMO3BOHOYHWKA MPeACTaBNAT coboii BocnanuTeNbHble AECTPYKTUBHbIE 3abonieBaHus opraHa
W €ro CTPYKTYPHbIX 3/IEMEHTOB B pe3y/bTaTe MHOMLMPOBAHUS FreMaToreHHbIM, TMMQOreHHbIM UM KOHTAKTHBIM NMYTEM, B TOM
uucne MOryT ABNATLCS OCNOMHEHUEM XUPYPrUYECKOr0 BMeLLITeNbCTBA. [1pn NocTaHOBKe [AUarHo3a KpaiiHe BaHO OLEHMBATh
B COBOKYMHOCTM aHaMHE3, KITMHWUYECKYI0 KapTUHY, a TaKKe AaHHble IabopaTopHbIX UCCNeA0BaHUA U IYYEBONA AMArHOCTUKM.
B paboTe npencTaBneH KIMHUYECKUIA Cry4alt BTOPUYHO pa3BuBLLEroca cnoHamnmuta no3soHkoB ThVII-ThVIII scneacteue nu-
LeBoAHoro ceuwa. Mpu nepeUYHON AMArHOCTUKE CMOHAMAWUT CBA3ANIW CO CMIMHAMNBHOW aHecTesWeid, KoTopas NpoBOAMNIach
3a 6 MecsiLeB [0 Hayana 3aboneBaHus, TaK Kak MMen MecTo CBULLEBOW AedeKT Ha KoKe B NOSCHUYHOM obnactu. o aTomy
MoBOJYy TPWK bl NPOBOAMIMCL ONEPATUBHbIE BMELLATENbCTBA B XUPYPIMYECKOM CTaLMOHape Mo MecTy XUTeNbCTBa. [laHHble
3H[,0CKOMMYECKOro UCCNe0BaHNSA W Xanobbl NALMEHTKW Ha CBSA3b MEXAY NPUEMaMM MULLM, NOABNEHUEM Bonel 1 xapaKTe-
POM OTZENSEMOr0 U3 CBULLA He bW NPUHATHI BpadyaMu U3HaYanbHO BO BHUMaHMe. C MoMOLLbio A0NONHMTENBHOTO 0bcne-
L0BaHNA, BKIIOYAIOLLET0 KOMMLIOTEPHYH TOMOrpauio NULLEBOAA C NepopanbHbIM KOHTPACTUPOBAHWEM M KOMIbHOTEPHO-TO-
Morpaduyeckyio puctynorpaduio, bbin yCTaHOBMIEH OCHOBHOM AnarHo3 «CBWLL NULLEeBOAa», @ CMOHAMANT rPYLHOr0 OTAeNa
M03BOHOYHMKA OKa3ascs MMLLb BTOPUYHBIM OCNIOXKHEHUEM.

TakuM 06pa3oM, OKOHYaTeNbHBIM AWarHo3 Npu bonsx B CiMHE, 0BYCNOBNIEHHBIX HE TObKO WHGWLMPOBAHWEM, HO W SIBNISIO-
LUMXCS OCTIOXHEHWUEM XWUPYPrMYECKOro BMeLLATeNbCTBa, JOMKEH (OPMYNMpoBaTLCa nocne npoBefeHus auddepeHLmansHoi
AMarHOCTUKM C anbTepHATUBHBIMU 3300N1eBaHUAMU NO3BOHOYHMKA.
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Chronic esophageal fistula as a rare cause
of secondary osteomyelitis of the thoracic spine

Valeriya A. Zarya, Pavel V. Gavrilov, Marina E. Makogonova,
Andrey R. Kozak, Arkadiy A. Vishnevskiy

Saint-Petersburg State Research Institute of Phthisiopulmonology, Saint Petersburg, Russian Federation

ABSTRACT

Infectious diseases affecting the spine are inflammatory destructive diseases that involved the organ and its structural
elements as a result of infection by hematogenic, lymphogenic, or contact pathways, including may be a complication of
surgical intervention. In arriving at an accurate diagnosis, it is extremely important to evaluate the anamnesis, the clinical
picture, as well as the data of laboratory studies and radiation diagnostics in the aggregate.

This article presents a clinical case with the development of secondary ThVII-ThVIII vertebral spondylitis due to esophageal
fistula. At the initial diagnosis, spondylitis was associated with spinal anesthesia performed six months prior to onset of the
disease, as there was a fistulous defect on the skin in the lumbar region. Consequently, surgical interventions were performed
three times in a surgical hospital at the place of residence. The data from the endoscopic examination, as well as the patient’s
complaints regarding the relationship between meals, the appearance of pain, and the nature of the discharge from the fistula
were not taken into account by doctors initially. With the help of an additional examination, including computed tomography
of the esophagus with oral contrast and computed tomography fistulography, the main diagnosis was esophageal fistula.
Thoracic spondylitis was only a secondary complication.

Thus, the final diagnosis of back pain and fistula in the lumbar region should be formulated after differential diagnosis with
alternative diseases of the spine.
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BACKGROUND

Spinal infections are inflammatory destructive disorders
of the spine and its structural components (vertebral
bodies, intervertebral discs, ligaments, and intervertebral
joints). They can be caused by any bacterial agent due to
a hematogenous, lymphogenous, or contact infection, or
they can be surgical complications (e.g., postoperative and
iatrogenic infections) [1].

Spondylitis can be infectious or non-infectious (aseptic).
Infectious spondylitis is caused by bacterial, fungal, or
parasitic invasions. Spondylitis can cause hematogenous
(septic) or contact infections [2-4], as well as postoperative
(iatrogenic) complications [5-8]. Some authors reported
that spondylitis caused by esophageal perforation can
spread posteriorly, resulting in secondary damage to
cervical or thoracic vertebrae. For example, Janssen et al.
[9] presented cervical and thoracic spondylodiscitis cases
caused by esophageal perforation in patients with a history
of esophageal cancer who underwent combination therapy.
Some of these patients had a recurrence of esophageal
fistula after previous nonsurgical and surgical treatment.
The authors also reported a female patient who ingested
and independently retrieved a toothpick 2 months before the
onset of spondylitis, which was accompanied by an epidural
and paravertebral abscess. According to Fonga-Djimi et
al. [10], an esophageal perforation caused by a foreign
body (a toy car wheel) was worsened by mediastinitis and
spondylodiscitis. Wadie et al. [11] presented a clinical case of
a child with cervical spondylodiscitis and paravertebral soft
tissue phlegmon caused by pin ingestion, which resulted
in perforation of the posterior pharynx at the level of the
laryngeal aperture. Van QOoij et al. [12] described a female
patient with cervical spondylitis caused by a fish bone trapped
in the esophagus.
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When an infection spreads to the chest, it causes
empyema, pericarditis, and mediastinitis. As a result
of spondylitis, empyema and pericarditis may reoccur.
Infections of the anterior thoracolumbar and lumbar spines
can result in subdiaphragmatic abscess, peritonitis, and
psoas abscess.

Appropriate treatment of infectious spondylitis requires
an accurate diagnosis of the etiology and pathogen. The
use of X-ray diagnostics is important in the diagnosis of
spondylitis. However, X-ray results do not guarantee that the
nature and etiology of the infection are accurately identified.
Thus, it is necessary to consider the medical history, clinical
presentation, laboratory findings, and X-ray findings when
diagnosing.

This study presents a rare secondary thoracic spine lesion
caused by a chronic esophageal fistula.

CASE REPORT

Patient

The patient is a 42-year-old female. Back pain and
lumbar fistula complaints initially appeared 3 yr ago.
According to the medical history, the patient received spinal
anesthesia for a cesarean section 6 months prior. The
patient experienced fistula relapses approximately three to
five times a year. At the presentation, a magnetic resonance
imaging (MRI) revealed bony and fibrous ankylosis ThVIl-
ThVIII (Figure 1), which could indicate both spondylitis in
remission and contact spinal infection.

At different outpatient facilities, the patient had surgery
(fistulotomy and abscessotomy) three times. The surgical
specimen contained hemolytic streptococcus susceptible to
amoxiclav, ampicillin, cefotaxime, vancomycin, doxycycline,
and meropenem. The patient received targeted antibiotic
medication with no effect. Before admission to the

Fig. 1. Thoracic spine MRI: (a) STIR mode, sagittal plane; (b) TTWI mode, sagittal plane; and (c) TIWI mode, coronal plane. The arrows

indicate bony and fibrous ankylosis ThVII-ThVIII.
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Fig. 2. Lumbar spine MRI: (a) soft tissue mode, axial plane, and (b) soft tissue mode, coronal plane. The arrows indicate the right psoas

muscle abscess.

Fig. 3. (a) CT esophagography with oral contrast, coronal plane and (b and c) CT fistulography, multiplanar reconstruction (MPR),
coronal and sagittal plane. The arrows indicate the fistula tract from the esophagus to the right paravertebral space, from the ThVII

to the ThX level.

St. Petersburg Research Institute of Phthisiopulmonology,
a computed tomography (CT) revealed symptoms of prior
spondylitis ThVII-ThVIII and a right-sided psoas abscess
(Figure 2).

During the additional history taking, the patient reported
an association between his food intake (mostly liquid food),
the onset of pain, and the type of discharge from the lumbar
fistula tract. Due to these symptoms, a CT esophagography
with oral contrast revealed a fistula tract at the ThVII level
extending from the esophagus to the right paravertebral space
up to the ThX level and loculated empyema on the right. An
additional CT fistulography was performed to determine the
length of the fistula tract, with a contract solution (iopromide
370) injected into the lumbar fistula located on the right at
the LIl level. The CT fistulography revealed a fistula tract
extending from the right psoas major muscle to the ThVIl
level. The fistula tract linked with the esophageal lumen
at the same level, where the contrast agent was visible
(Figure 3).

A follow-up thoracic and lumbar spine MRI performed
in the hospital revealed stable changes in the ThVII-ThVIII
vertebral bodies and bhilateral paravertebral abscesses
(Figure 4).

DAl https://doiorg/1017816/DD430128

All laboratory findings were unremarkable, except for
the erythrocyte sedimentation rate (30 mm/h). To determine
further treatment strategy, an esophagogastroduodenoscopy
(EGD) was performed, which revealed a fistula tract along the
left posterior wall, up to 0.5 cm long, bordered with esophageal
epithelium and covered by granulation tissue. The diagnosis of
an esophageal fistula in the middle third was confirmed. A post
hoc analysis of earlier EGD findings showed that the observed
esophageal defect had previously been identified and classified
as a diverticulum. However, this information was not taken into
consideration in other outpatient facilities.

Thus, a multidisciplinary team made the following
diagnosis based on the clinical and X-ray findings:
esophagopleural fistula of the lower third of the esophagus.
On the right, there is chronic loculated empyema. Chronic
contiguous osteomyelitis ThVII-ThVIIl with a fistula. The
patient was sent to the thoracic surgery department for the
excision of an esophageal fistula.

DISCUSSION

Spondylitis infections can be caused by various
factors, including dental caries, ENT infections, phlegm,
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Fig. 4. Thoracic and lumbar spine MRI: T2WI mode, coronal plane. Bony and fibrous ankylosis ThVII-ThVIIl and paravertebral abscesses

(arrows) on the left (a), with air bubbles on the right (b).

and endocarditis. Structural damage to the spine can be
caused by hematogenous or contact infections, including
penetrating injuries, such as iatrogenic injury. Given the
available data, the following questions arise: why was the
therapy ineffective, and was the primary cause spondylitis
or esophageal fistula?

A history of epidural anesthesia is the main reason
supporting infectious spondylitis as the primary process. In
such cases, epidural anesthesia is administered at the LIlI-
LV level. The affected vertebrae in our case are significantly
higher. Another factor suggesting spondylitis as the causative
cause is a paravertebral abscess on the left (contralateral
to the esophageal fistula). Simultaneously, there was
no explanation for the severe inflammatory changes in
paravertebral tissues. This clinical presentation of spondylitis
is not typical. In general, vertebrae are more affected than
soft tissues around them. Furthermore, the patient denied
any esophageal injury that may lead to a fistula.

Another factor suggesting an esophageal origin of the
process was a fistulous contact between the paravertebral
abscess and the esophagus (fistula tract diameter up to
5 mm). Endoscopy revealed an esophageal diverticulum
and an intact esophageal wall (which was not involved in
the inflammatory process); the fistula was bordered by
esophageal epithelium. Moreover, the patient associated the
pain syndrome with food intake, and the discharge from the
lumbar fistula tract resembled previously ingested food or
drink.

The long-term disease makes determining the primary
process impossible. Considering all available data,
esophageal perforation is proposed as the leading cause,
followed by spondylitis and paravertebral abscess. Despite
the patient denying any esophageal injury, the endoscopic
results are most consistent with an esophageal injury caused
by an ingested foreign body (such as a fish bone).

DAl https://doiorg/1017816/DD430128

CONCLUSION

The cause of the pathological process (esophageal fistula)
was unknown, and the patient was treated symptomatically
(surgery and antibacterial medication) while in the hospital.

The availability of several modern imaging and surgical
procedures does not eliminate the need for a thorough history
taking and clinical presentation examination.

Previous diagnoses should be reviewed for compliance
with diagnostic criteria in cases when appropriate therapy
is ineffective.

Differential diagnosis is critical for systematically
assessing possible alternative diagnoses before concluding.

The common logical fallacy of post hoc ergo propter
hoc (a false conclusion that confuses co-occurrence with
causality) should also be considered.
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