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Esophageal perforation remains an important thoracic emergency. Aggressive operative therapy remains the
mainstay for treatment. A case of esophageal perforation, consequent upon impacted food bolus, is presented. An 80
years old female, with multiple comorbidities, presented with dysphagia and right sided chest pain, who had a distal
esophageal tear, secondary to accidental meat bali ingestion. Rigid esophagoscopy showed complete occlusion of
the distal esophagus with a meat ball. Right thoracotomy was performed, which showed perforated esophagus with
large meat ball protruding from it. Endoscopic removal of the food particles was done, and the rupture was repaired
. using a pleural flap. The entire postoperative stay was uneventful and the patient was discharged on the ninth post-

operative day.

KEY WORDS: Esophageal ruplure. Repair.

Pleural flap. Meat bolus.

T ODUCTION

fsophageal perforation can be caused by any instrument,
device, or foreign body reaching the hypopharynx. If
gophageal perforation is suspected, Gastrografin swallow
dy, eventually followed by barium swallow study, is the
st useful diagnostic test. Outcome is determined by the
se and location of the injury, the presence of concomitant
eso'phageal disease, and the interval between perforation and
itiation of therapy. The overall mortality, associated with
“essophageal perforation, can approach 20%, and delay in
‘treatment of more than 24 hours after perforation can result in
'doubling of mortality. Surgical primary repair, with or
“without reinforcement, is the most successful treatment option
“in the management of esophageal perforation and reduces
mortality by 50% to 70% compared with other interventional
' therapies.? If diagnosed early, cervical or thoracic esophageal
“perforations can sometimes be treated conservatively, if there
" ate no signs of systemic sepsis. Local tissue flaps can reinforce
: the closure, particularly after delayed operation, thereby often
“avoiding the necessity for a reoperation or an esophageal
xclusion.

an 80 years old female, known diabetic and
“hypertensive, presented to the emergency room early morning
- with overnight complains of obstruction in throat, retrosternal
“Pain and pressure over the chest in the area of sternal angle.
“She also had recurrent episodes of non-bilious, nonprojectile
Yomiting, just comprised of saliva. These complaints had
sarted after the ingestion of meat bolus, 2-3 cm in length, in
the dinner after which she could not eat anything. There was
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no history of fever, dyspnea, abdominal pain or diarrhoea. The
physical examination was unremarkable, including the vital
signs. A lateral chest radiograph revealed air fluid levels at
manubrosternal junction. An otolaryngological consultation
was sought. On esophagoscopy, food particles were seen stuck
in the distal third of esophagus, hence, could not be taken out
alt at once, but in pieces. The instrument which could only go
upto 32 cm was admitted 42 cm, when food particles were
taken out. Postoperatively, barium studies revealed a leakage
from the distal third of the esophagus and the patient also
developed right pneumothorax. For that, right thoracostomy
was done and patient was taken to operation room for the
repair of the ruptured esophagus. Right posterolateral
thoracotomy was performed through sixth intercostal space
and a 2 cm linear tear with good edges on posterolateral
aspects of lower 3 cm of esophagus was observed (Figure 1).

Figure 2: Primary repair of an esophageal rupture following ing
bolus using a pleural flap.

CPSP 2008, Vol. 16 (4): 308-310

.



Pus flake was also found in pleural cavity. Edges were
freshened; esophagus. was tepaired in two layers in
interrupted fashion with vicryl 3-0. A pleural flap was raised
from costal edge of the rib and spread over the repair as an-on-
lay patch in continuous fashion. Postoperatively, the patient
was kept in Intensive Care Unit for 3 days with assisted
ventilation and ionotropic support. After 4 days of total
parenteral nutrition administration and antibiotics (Tazocin
4.5g and Meropenem 1lg 8-hourly intravenously), a contrast
 study was conducted which demonstrated an intact
“esophagus.The postoperative inpatient stay remained,
otherwise, unremarkable. :

LISCUSSION

The esophagus lacks a serosal layer and is, therefore, more
vulnerable to rupture or perforation. Early diagnosis, prompt
surgical treatment and prevention of postoperative
complications results in improved treatment outcome.!
- Foreign bodies tend to impact in the esophagus by virtue of
the passive, distensible and accommodating nature of the
organ.? Esophageal peristaltic activities may be inadequate to
prevent retention of swallowed objects. History of foreign
body ingestion, dysphagia and odynophagia are usually
presented by the patients3 Food impaction, resulting in an
obstructed esophagus, is an urgent problem and the bolus
should be removed within hours.¢ Clinical sequelae of foreign
bodies depend on the characteristics of the forelgn bodies and
the duration of impaction.5 The most common site of
impaction is at the level of the cricopharyngeus followed by
the other areas of anatomical narrowing.3 Historically, the
factor most often associated with high mortality is delay in
diagnosis. A delay in diagnosis results in extensive tissue

destruction leading to mediastinitis. These factors may.

. impede a successful primary repair, and the mortality under
these circumstances can exceed 50%, often as a result of
uncontrolled sepsis, or multi-organ failure.6 Complications of
retained foreign bodies range from acute perforations with
mediastinal sepsis to delayed esophago-tracheal fistula. A rare
and potentially fatal complication is an aorto-esophageal
- fistula.® Once a perforation (full-thickness tear in the wall)
occurs, retained gastric contents, saliva, bile, and other
substances may enter the mediastinum, . resulting in
necrotizing mediastinitis. This leads to 'mediastinal
emphysema and compromise of the parietal pleura with
resulting hydropneumothorax. In the majority of patients,
with a history of ingestion of a foreign body, the plain chest
radiograph confirms the presence. This diagnosis mandates
immedijate removal under direct vision to avoid
complications.” Diagnosis relies on confirmatory radiographic
findings. Urgent posteroanterior and lateral chest and upright
" abdominal” X-ray films should be ordered to look for
hydropneumothorax, pneumomediastinum, subcutaneous
emphysema, mediastinal widening without emphysema,

‘esophagram following plain radiography

- . . ) \
subdiaphragmatic air and pleural effusiong .
* Dagjy
may be performég
Caton ang ety
dl’l’llSSiQn t(). of

10 Mg

2
;:renteral nutritionai -
TUm antibiofe and

Rt pain (requigy

to loolfor extravasation of contrast and Io
rupture. Standard management includes a
or surgical ICU, nothing by mouth, p
support, nasogastric suction, broad-spec
narcotic analgesics. Patients with petsi;
narcotic analgesics), leukocytosis, fever, ang retens
trapping of barium in the mediastinum tend to re on o
surgical therapy. Surgical techniques used for e‘:1;~11r(e |
rupture include drainage alon_e, drairlage and tepair th_ageal
and diversion and esophageal resection.s Primary It_e Ahage
be-carried out in most cases of thoracic esophageal Perfpoalr Can
regardless of time of presentation, with a low mortalit;ahon,
The choice of surgical operation and postoperative morb{zt_@ ’
and mortality as well as inpatient stay depends on the e;tity
of leak and pleural and mediastinal contamination, 0 Ur ent
surgical treatment should be considered becauge deiage?It
repair alters the surgical approach and increases the mortzliitn
rate. Mediastinitis, intrathoracic abscess, sepsis, Tespiraty
faiiure and shock are the lethal complications of an untreated
esophageal rupture. Whether the chronically retained forg;
body should be removed endoscopically or by a thoracotor,
depends entirely on the feasibility and safety of retrie ‘
esophagoscopy.8 '

val at

Rerrrencis
1. Kaneda T, Onoe M, Asai T, Mohri Y, Saga T. Delayed esophagea|
. necrosis and perforation secondary to thoracic aortic rupture: 3
case report and review of the literature. Thorac Cardiovasc Surg 2005,
© 63 380-2.

2. Chong CF. Esophageal rupture due to Sengstaken-Blakemore
tube misplacement. World J Gastroenterol 2005, 11: 6563-5.

3. Zubairi AB, Khatid |, Fatimi SH, Hussain J, Salahuddin N.
Boerhaave's syndrome: a diagnostic difemma in the emergency
rooi. ] Ayub Med Coll (Abbottabad) 2004; 161 75-7,

4. Nandi |, Ong BG. Foreign bodies on the esophagus:a review of
2394 cases. B Surg 1978; 65: 5-9.
5. Uchikov AP, Safev GP, Nedev PI, Uchikov PA. Perforation of the
esophagus. Folia Med (Plovdiv) 2003; 45: 9-11.
6. Elango S, Palaniappan' SP, Lingam VS, George L. Oesophageal
food bolus impaction. Singapore Med ] 1990; 31: 624-6.

7. Sittitrai P, Pattarasakuichai T, Tapatiwong H. Esophageal foreign
bodies. J Med Assoc Thai 2000; 83: 1514-8.

8. Webb WA. Management of foreign bodies of the uppef
gastrointestinal tract: update. Gastrointest Endosc 1995; 41: 35-51.

9. Sodeman TC, Harewood GC, Baron TH. Assessment of the
predictors of response to glucagon .in the setting of acute
esophageal food bolus impaction. Dysphagia 2004; 19: 18-21.

10. Port JL, Kent MS, Korst RJ, Bacchetta M, Altorki NK. Thorack

esophageal perforations: a decade of experience. Ann Thorac $47§
" 2003; 75: 1071-4.

310
JCPSP 2006, Vol, 16 (4): 309"
,—‘

310



	eCommons@AKU
	January 2006

	Primary repair of an esophageal rupture using pleural flap
	Saulat H. Fatimi
	Sadaf Sheikh
	Asif Anwar Ali
	Recommended Citation


	Page 1
	Page 2

