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Case Report
A 19-year old girl was transferred to our hospital
from Base hospital Vavuniya in June 2009 for
investigation and management of abdominal
distention. She lived in a camp for the Internally
Displaced People (IDP) in Mannar and had
developed a low grade fever and abdominal
distention for one month duration. Apart from mild
fatigue, there were no other significant symptoms.
She had consumed unpasteurised cow's milk in the
war area. She had no past history or a contact history
of tuberculosis.
On examination she was pale, anicteric, afebrile and
had no lymphadenopathy. She had non-tender mild
splenomegaly but liver was not palpable. Her
respiratory, cardiovascular and neurological systems
were clinically normal. Her Hb was 7.6 g/dL while
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White cell and platelet counts were 2.0x10 /L and
9
25x10 /L, respectively. Blood picture showed
pancytopenia and possible iron deficiency anaemia.
Her initial ESR was 45 mm. Serum AST and ALT
were 41 and 30 U/L, respectively, while INR was
1.49. Renal functions were normal but CRP was
repeatedly elevated. Serum protein electrophoresis
showed normal albumin band with polyclonal
increase in ɤ globulin. Abdominal ultrasonography
showed splenomegaly with multiple echogenic spots
in both spleen and liver. Bone marrow biopsy
showed no evidence of haematological or nonhaematological malignancy and marrow iron stores
were completely depleted. Her liver biopsy showed
focal nodular hyperplasia but no granulomas were
detected.
At this stage, the possibility of either chronic
disseminated TB or chronic brucellosis was
considered. Bone marrow culture for
mycobacterium tuberculosis was negative and PCR
for TB was negative. However brucella PCR was
positive for 10 copies.
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Contrast CT abdomen revealed focal nodular
hyperplasia (a benign condition seen in females) in
the right lobe of the liver with multiple hyper-echoic
lesions. With the history of consumption of
unpasteurised cow's milk and positive PCR for
brucella we confirmed the diagnosis of chronic
brucellosis associated with bone marrow
suppression causing pancytopenia.
She was started on the combination of oral
ciprofloxacin 500 mg bid and doxycycline 100 mg
bid for 6 weeks. Haematinics were given to replenish
iron stores. At the end of treatment she was
asymptomatic and her blood count returned to
normal.
Discussion
Brucellosis is a chronic granulomatous zoonotic
infection which can affect every organ of the human
body. Among the four species found, a vast majority
is caused by B.melitensis (1). It is transmitted to
human by consumption of unpasteurised animal
milk products and as an occupational disease in
shepherds, veterinarians and dairy-industry
professionals. Brucella species have a unique ability
of invading both phagocytic and non-phagocytic
cells and surviving in the intracellular environment
by avoiding the immune system in different ways,
explaining why brucellosis is a systemic disease and
can involve almost every organ (2). Our patient has
consumed unpasteurised cow's milk during the war
and developed brucellosis complicated by
pancytopenia. The frequency of pancytopenia ranges
from 3% to 20% (3). Hematological abnormalities
usually resolve promptly with treatment of the
primary disease (3). Pancytopenia could be due to
hypersplenism, bone marrow involvement,
haemophagocytosis or immune-mediated cell
destruction (4,5). The gold standard for diagnosing
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brucellosis is bone marrow culture which is difficult
in Sri Lanka. PCR is fast, could be done in any body
tissue and becomes positive after 10 days of
inoculation (1). Our patient was successfully treated
with the combination of oral ciprofloxacin and
doxycycline for 6 weeks.
Keeping in mind the possibility of brucellosis in
people who are living in temporary camps, mainly in
the North, East provinces in Sri Lanka, health care
workers should be more alert on early diagnosis and
treatment of brucellosis to prevent further spreading.
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Introduction
Foreign bodies in the upper aero-digestive tract are a
common problem. Rupture of the oesophagus is one
of the rare yet more dramatic conditions and is an
emergency. Studies show that 10% to 20% of
foreign body ingestion in the gastrointestinal tract
requires endoscopic treatment and its retention in the
esophagus may represent risk of severe
complications, with rare fatalities. In addition to
endoscopic treatment, surgical procedure might be
necessary in approximately 1% (1).
Case Report
A 56-year old male was admitted to a surgical ward
with a three day history of odynophagia. He had no
dysphagia or haematemesis during the admission.
There was no history of ingestion of a foreign body.
The initial upper gastrointestinal endoscopy and
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chest radiograph did not reveal any significant
changes and the patient was discharged.Aweek later,
he was readmitted due to an episode of
haematemesis. The endoscopic examination was
repeated and there was a resistance at the upper third
of oesophagus due to spasm of the oesophageal wall.
Biopsies were taken. The patient suddenly collapsed
and died on the next day.
Autopsy revealed a 750 ml of clotted fresh blood in
the thoracic cavity, which originated from a point
between the oesophagus and the aorta. Further
sectioning showed a perforation at the level of the
arch of the aorta with a 3.5 cm long fish bone (Fig.1)
impacted in the ulcerating aorto-oesophageal fistula
(Fig. 2, Fig. 3). Tarry black stools were found in the
lower gastrointestinal tract.
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