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ABSTRACT
The authors present the case of a 15 years old girl admitted for chest pain, cough, and severe anemia.
These symptoms were the expression of dysfunctional esophagoplasty with transverse colon, performed
10 years ago for a severe circumferential esophageal burn after ingesting NaOH solution. We choose to
present this case due to the radiological image, which first it was diagnosed as lung abscess and treated with
three antibiotics in a County Hospital. The case is interesting by its diagnosis pitfall. We want also to
underline the importance of anamnesis and medical history in establishing a diagnosis.
Key words: false enlarged mediastinum ( pseudocardiomegaly), diagnostic pitfall.

CLINICAL INFORMATION

A

15-yr old girl was admitted for suspected
severe respiratory or cardiologic emergency with anterior chest pain irradiating to the
left shoulder and arm, with pallor, fatigue, and
rare dry cough. Her present medical history had
a sudden onset with intense continuous chest
pain no related to breathe or cough. Based on

these symptoms and chest X-ray suggesting a
right lung abscess, she received parenteral
Ceftriaxon, Oxacilline and Gentamycin for ten
days after the onset with no improvement.
Ten years ago, the child suffered a severe
circumferential esophageal burn after ingesting
NaOH solution. Subsequently, the patient developed a complete occlusive esophageal
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stricture and an esophagoplasty with intrathoracic transverse colonic loop was performed at
that time.
Clinical examination. Normal body temperature. Respiratory rate: 30/min. Lung auscultation revealed bowel sounds on the right side of
the sternum. Pulse rate: 78/min. Blood pressure: 90/50 mmHg. Low degree systolic murmur (2/6). Abdomen and central nervous system findings were within normal limits except
for “pica”. Surgical linear scars were noticed in
the upper abdominal and thoracic areas.
Blood tests showed severe anemia (Hb 6.2
g/dl; Ht 24%; MCHE 28%), serum iron level 3
mmol/l (N: 9-30 mmol/l) with normal WBC.
Acute phase reactants, BUN, liver enzymes, and
serum proteins were normal. Occult digestive
hemorrhages test were negative.
ECG and echocardiographic examination
were normal.
Gastrooesophageal endoscopy: new oesophagus (transverse colonic loop) without
bleeding. Important stasis of ingested food in its
inferior third normal colo-gastric anastomosis.
Diagnosis: Dysfunctional esophagoplasty
with transverse colon.

IMAGISTIC DIAGNOSIS
Chest X-ray (FIGURES 1, 2, and 3)

FIGURE 1. Chest radiograph postero-anterior
view performed at admission. The image in upright
position suggested an enlarged mediastinum with
an unclear right-sided heart limit and multilevel
hydroaerial images

FIGURE 2. Profile. Hydroaerial images are located
in the anterior mediastinum.
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FIGURE 3. Chest radiograph performed 24 hours later in upright
position, after barium sulphate ingestion. Heart limit is precisely
outlined with lung structures inside. On the right side (above the
diaphragm), horizontal barium level with radiolucent areas above.
Lateral, the radiolucent areas are limited by a clear contour, like a
wall containing all hydroaerial images.
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Treatment and clinical course. The anemia
was proved to be due to iron deficiency and
was successfully treated with ferrous sulphate.
A new surgical operation was proposed for this
dysfunctional esophagoplasty but the patient has
had a satisfactory outcome. 

of esophagoplasty with transverse colon after
corrosive esophageal strictures. 
Surgery management must be taken into
consideration (12-14). 

DIFFERENTIAL DIAGNOSIS

FINAL CLINICAL COMMENTS.
DIAGNOSTIC PITFALL
The image of a enlarged mediastinum with
multilevel hydroaerial images near the right side
of the heart was falsely diagnosed. At a first
glance, a wrong diagnosis of lung or mediastinal multilevel hydroaerial images was made. The
symptoms present at admission were explained
either by anemia (pallor, fatigue) or by prolonged stasis of ingested food in the inferior part
of new esophagus (cough, chest pain). The most
important issues in the esophageal substitution
are the peristaltic and antireflux properties of
the native esophagus, which cannot be accomplished by the new esophagus. We present a
list of differential diagnosis to this case in table
1. (1-11) Late complications after colonic interposition are debilitating symptoms (severe dysphagia, recurrent aspiration pneumonia), significant proximal and cologastric strictures, graft
failures, redundant graft requiring revision (colonic redundancy), dumping syndrome, intestinal obstruction caused by adhesions, intrathoracic obstruction of the graft, poor quality of
life, and malnutrition in young adults. Colonic
redundancy, which is the most common complication in esophagoplasty using colonic loop,
is due to the tridimensional development of the
translocated colon which become too long, too
large and sinuous. This situation is favorable for
stasis (10).
Barium studies and computed tomography
scan or endoscopy are necessary in evaluation

TABLE 1. Imagery differential diagnosis

CONCLUSION
1. The past medical history must never be ignored when
establishing a diagnosis. In our case, this was an example
of wrong diagnosis starting with anamnesis and continuing with a superficial clinical examination.
2. The clinical symptoms and signs, cough and chest pain,
can be attributed to the prolonged stasis of ingested food
in the inferior part of new esophagus.
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