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ABSTRACT: The formation of a gastropleural fistula is an uncommon complica-
tion of a number of conditions.

The case of a patient with gastropleural fistula, as a complication of gastric lym-
phoma, is presented. The patient developed a tension pneumothorax and empye-
ma. On cytological examination of the empyematous fluid, the presence of food
debris aided diagnosis. 

The patient died 2 days after a total gastrectomy. The development of this com-
plication in gastric lymphoma appears to have a particularly poor prognosis.
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Gastropleural fistula is an uncommon complication of
a number of disease processes. We describe a case of
gastropleural fistula that presented as a tension pneu-
mothorax and empyema as a result of a gastric lympho-
ma. An enteropleural fistula was confirmed by cytology
of the empyematous fluid, and also radiologically with
a gastrograffin swallow.

Case history

A 65 yr old female was referred for a gastroentero-
logical opinion from her general practitioner, with a re-
crudescence of symptoms of epigastric pain, anorexia and
nausea. She had been investigated for similar symptoms
7 yrs previously, when she was found to have chronic
gastric ulceration. She underwent multiple upper gastro-
intestinal (GI) endoscopies, as some of the gastric biop-
sies were thought to be suspicious of lymphoma. Despite
review by the British National Lymphoma Investigation
panel, no firm diagnosis of malignancy could be made,
and her symptoms (and gastric ulceration) disappeared
entirely with omeprazole therapy. Helicobacter pylori was
never detected. The patient was observed with repeat endo-
scopies and biopsies for 4 yrs, during which time she
remained well, and was subsequently discharged  from
follow-up 3 yrs prior to her rereferral.

Upper GI endoscopy at the time of rereferral demon-
strated multiple polypoidal lesions in the gastric cardia.
Biopsies from these lesions showed a B-cell malignant
lymphocytic non-Hodgkins lymphoma of the mucosa-ass-
ociated lymphoid tissue (MALT). There was no evidence
of enlarged peripheral lymphadenopathy, and computed
tomography (CT) scanning of the thorax, abdomen and
pelvis, and a blood film and bone marrow examination
were normal. The patient was prescribed oral chemothera-
py in the form of chlorambucil, 10 mg daily. Two months
after commencing this therapy, she had a repeat endo-
scopy, and this time a biopsy showed transformation to
a high grade immunoblastic non-Hodgkins lymphoma.
She was admitted for assessment for total gastrectomy.

Two days following admission. the patient complained
of acute, severe, left-sided pleuritic chest pain, associat-
ed with shortness of breath. There was no objective evid-
ence of pulmonary embolism, with normal arterial blood
gas values and no electrocardiographic changes. A chest
radiograph was reported as showing some left basal
pneumonic shadowing only, and she was treated with
antibiotics. Her condition deteriorated further the same
day, she became cold, clammy, tachypnoeic and tachy-
cardic. Her trachea was noted to be deviated to the right
and her left hemithorax was hyperresonant, with absent
breath sounds. A repeat chest radiograph confirmed a
tension hydropneumothorax (fig. 1), and an intercostal
chest drain was inserted  without delay, with good effect. 

A respiratory opinion was requested the following day,
by which time the patient was peripherally shut-down
and hypotensive. There was dark brown fluid draining
from her left hemithorax, which failed to turn blue lit-
mus paper to red, and which on Gram staining showed
leucocytes and Gram-positive bacilli. An enteropleural
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Fig. 1.  –  Chest radiograph showing tension hydropneumothorax.



fistula was suspected, and this was confirmed by cyto-
logy of the empyematous fluid, which revealed food deb-
ris. A gastrograffin swallow was contemplated but had
to be delayed until drainage of the radiodense pleural
fluid had occurred. When it was performed, leakage of
contrast from the stomach into the left pleural space was
demonstrated when the patient was supine (fig. 2). The
initial chest radiograph was reviewed, and this, in fact,
had shown a small apical left pneumothorax along with
the reported left basal pneumonic shadowing.

During the subsequent 48 h, her condition continued
to deteriorate both clinically and biochemically. Urgent
staging investigations were performed, which revealed
a 2–3 cm mass of para-aortic lymph nodes but no other
abnormality on CT scanning or bone marrow examina-
tion. In view of her deterioration and the relatively local-
ized nature of her disease, it was decided that a total
gastrectomy was the only option, in spite of her abnor-
mal biochemistry (sodium 128 mmol·L-1, potassium 3.2
mmol·L-1, albumin 18 g·L-1), mild anaemia (haemoglobin
10.8 g·dL-1), abnormal clotting studies (international nor-
malized ratio (INR) 2.3, activated partial thromboplas-
tin time (APTT) ratio 2.2), and presumed septicaemia.

The operation confirmed a fistula between the fundus
of the stomach and the left pleural cavity through the
left hemidiaphragm. A total gastrectomy and splenec-
tomy was carried out; however, the patient died 2 days
postoperatively, despite intensive therapy.

Discussion

Pneumothorax developing as a result of oesophageal
rupture has been well-described, especially as a result
of instrumentation [1], although spontaneous rupture
also occurs [2]. Perforation of the stomach and colon
have also been described, causing pneumothorax when
this occurs in conjunction with congenital diaphragmatic
hernias [3, 4]. Fistulation between the stomach and the
pleural cavity through the diaphragm is rare, but has
been described as a result of peptic ulceration [5], surg-
ery [6, 7], trauma [7], and gastric malignancy. Gastric
lymphomas account for less than 5% of all gastric neo-
plasms [8], and the prognosis of the tumour is dependent
upon the stage of disease at presentation. The 5 yr survi-
val for gastric lymphoma varies overall from approxi-
mately 47 to 57% [8]. Although perforation is said to

occur in up to 14% of gastric lymphomas [7], only two
previous reports of gastropleural fistula as a complica-
tion of gastric lymphoma have been described. Neither
of these cases presented with the combination of empye-
ma and tension pneumothorax seen in our patient [7, 9].

The diagnosis of gastropleural fistula is usually made
with contrast radiology, upper GI endoscopy, or at oper-
ation. The use of methylene blue as a marker, and the
testing of the pleural fluid for pH or bile salts have been
suggested as easy bedside tests for the presence of a gas-
tropleural fistula in ill patients [7]. The pH of our pati-
ent's pleural fluid was not helpful, and this was probably
related to her omeprazole therapy, which largely sup-
presses gastric acid secretion. In this patient, the finding
of food debris within the fluid was indicative of an ent-
eropleural fistula, although the exact site of fistula was
obviously not identified. We are not aware of any prev-
ious descriptions of the use of cytology in this context.

The lymphoma had probably been present in our pati-
ent for at least 7 yrs. It is unclear why the fistula form-
ed after such a long time, but it may be related to the
transformation of the tumour to a higher grade of malig-
nancy, or possibly due, in part, to the institution of cyto-
toxic chemotherapy.

The prognosis of fistulas from the upper GI tract to
the pleura seems to depend upon the delay from diag-
nosis to surgical intervention [10, 11]. It is important,
therefore, to consider this diagnosis early in the patient's
management. The development of this rare complica-
tion in gastric lymphoma appears to represent a partic-
ularly poor prognostic sign, with death resulting in two
of the three cases described (including the present pati-
ent) within days, usually due to postoperative sepsis.
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Fig. 2.  –  Gastrograffin swallow demonstrating contrast in the oesoph-
agus (O), an abnormal stomach (S) and flow of contrast into the left
pleural cavity (P).


