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lepto-meningeal melanocytosis  resulting
occasionally in the development of hydro-
ccphalous, seizures and lcptomeningeal
melanoma(5,7).

Other associated abnormalities include
spina bifida or meningocele (when the le-
sion 1s over the spine), club foot, hypertro-
phy or atropy of the deeper structures of a
limb(5,7). These associated anomalies
were not observed in the present case,
though the skin over thc spine was in-
volved. The course is fairly stable in most
cases as has been observed in the present
case. They may clevate with time, change
texture, develop irregular nodularity, vari-
ably darken or lighten. Lesions very rarely
regress.

Giant congenital melanocytic nevus
runs a significant risk of malignant mela-
noma in 6-10% of the cases(7). Because of
the high risk of malignant degeneration
during childhood early excision has been
recommended(2,4). Aggressive surgical
excision early in life is often not practical
because of involvement of vital structures
as well as the functional and cosmetic dis-
ability caused by excising large cutaneous
areas. '

It is recommended to follow up pa-
ticnts every 6-12 months interval to observe
for changes like asymmetry, border irregu-
larity, localized color variation to red,
dark brown, blue or black, changing size
of atypical area and for appearance of
elevated firm nodules(6).
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former being more common(1). The symp-
toms are often non-specilic and the diagno-
sis delayed. Considerable controversy re-
garding optimal treatment still exists(2,3)
and recommendations range {rom conser-
vative supportive management to primary
closure. The rarity of reports of eso-
phagopleural fistulas in children has
prompted us to describe such a case in a
young gitl. |

Case Report

A 6-year-old girl, presented with 20-day
history of cough, fever and chest pain.
Clinical features were consistent with a
right sided pleural effusion. An intercostal
tube with underwater seal drain was intro-
duced and 150 ml thick pus drained. Sta-
phylococcus aureus was isolated from the
pus and appropriate antibiotics started.
Inspite of fifteen-day treatment with paren-
teral cloxacillin and gentamicin and inter-
costal drainage, there was no significant
improvement. The patient was subjected to
a thoracotomy and debridement of the
chest. About 200 ml of pus was present in
the thoracic cavity. A thin pleural peel over
the visceral plcura was removed to allow
lung expansion. On the second post-opera-
tive day ingested food material was seen to
be draining from the chest tube. A similar
observation, a day prior to surgery, of rice
grains being present in the drainage tube
had been disregarded. The presence of an
esophagopleural fistula was confirmed by a
barium swallow, the origin being in the
lower third of the esophagus. Endoscopy
revealed the rest of esophagus to be
healthy. The patient was then started on
isonex, rifampicin and pyrazinamide. There
was, however, no evidence of tuberculosis
on histopathological examination of pleural
biopsy. The culture of plcural pus of myco-
bacteria was also negative. In view of the
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poor general condition of the child, she was
managed conservatively and underwent a
feeding jejunostomy as nasogastric feeding
aggravated drainage from the chest tube.
The subsequent course was complicated by
colonization of the pleural cavity by
Candida albicans. Jejunostomy feeding cn-
sured a weight gain of 4 kg over the next 3
months. She had a persistent bronchopleu-
ral fistula in the post-operative period and
was discharged on open drainage. '
Repeat radiological studies, 3 months
later, showed a persistent fistula (Fig. 14).
Thoracotomy done, at this instance, re-
vealed a fistula of 5 mm size at the lower
third of the esophagus. The fistula was
closed with 50 vicryl interrupted stitches
and densely adherent to the chest wall and
diaphragm. The rest of the esophagus was
normal. The post-operative recovery was
uneventful and oral feeds were started
after a contrast swallow study showed no
leak (Fig. IB). The fecding enterostomy
tube was removed on the tenth post-opera-

tive day. Antitubercular treatment was con- -

tinued for g total period of 9 months. She is
now able to comfortably carry out routine
physical activity even though her right lung
is only partially expanded. The open chest
tubc drainage was removed after drainage
decreased to negligible amounts.

Discussion

The patient described had an esopha-
geal perforation with empyema and an as-
sociated lung discase. Esophageal rupture
or perforation is usually an 1atrogenic, life-
threatening complication secondary to
endoscopy or esophageal dilatations(2.4).

Esophagorespiratory fistulas, on the other -
. hand, follow esophageal or paraesophageal
‘infcctions(1). Caseating mediastinal lym-

phnodes may simultancously erode into the
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Fig. 1. Barium swallow showing.the fistulous leak in the lower third of
the esophagus, showing (A) persistent communication after 20
weeks, (B) post-operative contrast study showing no leak.

- esophagus and airway (trachea or main
bronchus) or the pleural cavity leading to a
fistulons communication. Tuberculosis is
the commonest etiological discase
although esophageal candidiasis and other
fungal diseases such as actinomycosis and
blastomycosis are also reported(1). The
etiology for the fistula in our patient is not
clear, although the therapeutic response to
antitubercular drugs suggests a tuberculous
etiology.

The diagnosis of an esophagorespira-
tory fistula may be delayed for weeks to
several yecars(1). The triad of tachypnea,
abdominal rigidity and subcutaneous em-
physema described initially by Barret(5) in
cases with spontancous rupture of the
esophagus has been shown to be uncom-
mon in subsequent reports(2,4). In our

patient, the presence of an underlying

esophageal perforation remained hidden
till the empyema cavity was debrided and
food particles appeared in the drainage
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botyle. A fistula should be suspected if the
paticnt coughs on swallowing liquids. The
diagnosis can be established at the bed side
by the methylene bluc test. Esophagoscopy
localises the site of the fistula and detects a
primary esophagcal infcction if present.
Contrast studies with gastrograflin define
the tract and are a prerequisitc belore
surgery. '

The principles of treatment in esopha-
gorespiratory fistula are similar to those
presently adopted for esophageal rupture
or perforation. Management is non-opera-
tive in cases where the diagnosis has not
becn established within 24 hours(2-4).
Conscrvative  management  includes
nasogastric suction, adequate plcural
drainage, broad-spectrum antibiotics and
cither a fecding enterostomy or total
parental nutrition. Cimctidine has been
advocated to promotc healing by reducing
acid reflux(6). Esophageal ‘rest’ achieved
in this manner, for periods of weeks to
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directed at the etiology, may result in spon-
tancous closure of the fistulous communi-
cation. A persistent leak, as in our case,
may necessitate a delayed surgical repair.
An alternate, relatively more aggressive
approach has been recommended by some
authorsand involves performing a resec-
tion and immediate restoration of conti-
nuity of the gastrointestinal tract, but is
associated with a higher mortality(2).
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