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PERFORATION AN EXPERIENCE OF 11 CASES IN
TWO YEARS
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ABSTRACT

OBJECTIVE: To evaluate outcome of delayed oesophageal perforation in our setup.

DESIGN: An observational descriptive study.

PLACE AND DURATION: Department of Cardiothoracic Surgery, Postgraduate Medical Insti-
tute, Lady Reading Hospital Peshawar from January 2004 to December 2005.

SUBJECTS AND METHODS: Computerized clinical data of eleven patients who presented late
with oesophageal perforation was retrospectively analyzed.

RESULTS: This is case series of eleven patients who presented late with oesophageal perfora-
tion. Male: Female ratio was 5:6. Age range was 02 to 60 years. Mean age was 26.3 years. Nine
patients had history of foreign body ingestion, one had achalasia and one had penetrating
trauma. Four patients underwent surgery and repair of which two underwent left thorac-
otomy, one right thoracotomy and in one patient cervical approach was used. Seven patients
were managed conservatively. Overall mortality was 18.18% (2/11). Mean duration of stay was
26 days

CONCLUSION: Mortality of late oesophageal perforation can be cut down to acceptable rate
with aggressive conservative management in Intensive Care Unit (ICU) and proper surgical

repair.
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INTRODUCTION

Oesophageal perforation is one of the most
devastating perforations in the gastrointesti-
nal tract. Prognosis depends not only on un-
derlying etiology but also on the timing of in-
tervention and treatment modality used.” The
first spontaneous perforation of the cesopha-
gus was reported by Boerhaave in 1724.2
Since then, there has been a steady increase
in the number of reports of both spontane-
ous and tumour-related perforation of the oe-
sophagus, and endoscopic intervention is
now leading cause of iatrogenic oesophageal
perforation.®** Rare causes of oesophageal
perforation include nasogastric intubation, en-
dotracheal intubation, hyperextension of neck
and blast injuries.®%7

Clinical manifestation of ocesophageal perfo-
ration include pain, tachypnea, tachycardia,
hypotension, dyspnea, pneumothorax, surgi-
cal emphysema, signs of infections, empy-

* Address for correspondence:
Department of Cardiothoracic Surgery
Postgraduate Medical Institute

Lady Reading Hospital
Peshawar-Pakistan

ema depending upon the site of perforation.®

Diagnosis is based on clinical suspicious and
contrast radiological studies.® The aim of this
study was to analyze our results / outcome in
patients with oesophageal perforation who
present late in Cardiothoracic Unit in our
setup.

MATERIALS & METHODS

This is retrospective analysis of eleven pa-
tients who presented late with oesophageal
perforation in our unit from January 2004 to
December 2005.

Computer records of patient who were man-
aged conservatively or surgically treated were
included in this study. All patients with oe-
sophageal carcinoma were excluded. All pa-
tients in whom diagnosis of perforation was
made before 24 hours were excluded from
the study while those diagnosed/reffered af-
ter 24 hours were included. All patients were
managed in thoracic ICU and contrast study
was done.Gastrograffin study was done to
localize the site of perforation and to ascess
proximal and distal cesophagus as these fac-
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tors are prime for management strategy. All
patients were kept NPO with supportive treat-
ment, |/V broad spectrum antibiotics and nu-
tritional support. Injection Sulbactam was
used as emprical antibiotic in all patients
Methods used for nutritional support included
nasogastric feeding,feeding jejunostomy and
partial parenteral nutrition. A check contrast
study was done in all patients before dis-
charge from hospital. Fluid electrolyte
balance,temperature pulse monitoring and
chest drain monitoring was done in ICU.

All patients were managed conservatively ini-
tially, those who did not heal by 2 weeks were
then surgically managed. Conservative mea-
sures included broad spectrum intravenous
antibiotics, ICU care, tube thoracostomy and
nutritional support in form of partial parenteral
nutrition or via feeding jejunostomy. Surgical
approaches used were right and left postero-
lateral thoracotomy and left cervical approach.
Margins of perforation was freshened and
rent approximated with meteric3 Vicryl full
thickness interrupted stitches and repair re-
inforced with pleural, pericardiopleural, inter-
costal muscle and stennocliedomastoid flaps
accordingly depending upon site of
perforation.ln one patient pericardial flap was
used to enforce repair via left thoracotomy
and combine pleuropericardial flap via left
thoracotomy was used in second patient.Third
patient had right thoracotomy and intercostal
muscle flap was used for reenforcement and
fourth patient was explored via left cervical
approach and sternocliedomasstoid flap was
used. The choice of flap was dependant on
site of perforation and size of rent. No diver-
sion procedure was done in any case. Check
contrast study was done on 7" postoperative
day and then oral feed was started.

RESULTS

Out of eleven patients 6 were male and b were
female. Age range was 2 years to 60 years
with mean age of 26.3 years. All patients be-
longed to different districts of NWFP except
one from Afghanistan. Seven patients were
referred fromm ENT Department of the three
teaching hospitals of Peshawar and one was
referred from Gastroenterology Department,
where as three were from our own unit. Nine
patients had history of foreign body cesopha-
gus and endoscopic intervention, one had
endoscopy for achalasia cardia and one had
penetrating wound of oesophagus with de-
layed presentation. Initially all 11 patients
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were managed conservatively. By two weeks
one patient had died and three had healed.
Of these four, three had left chest tube thora-
costomy and one had right tube thoracos-
tomy. All of them received partial parenteral
nutrition for at least 10 days. One patient died
on 11" day of admission due to septicemia
and DIC. The other three responded to con-
servative treatment. By 2 weeks seven pa-
tients still had a residual leak and were
booked for repair. These seven patients un-
derwent different surgical repairs. Seven pa-
tients had repair of perforation with reinforce-
ment procedure, pericardial flap, pleural flap,
pleuropericardial and stennochiectomastoid
flap each in one patient and intercostal
muscle flap in two patients. One patient had
in addition to intercostal flap right decortica-
tion for perforation related empyema. Out of
these seven patients three had additional
feeding jejunostomy and four were managed
with partial parenteral nutrition. Mortality in
this group was one out of seven (14.2%)
when intercostal muscle flap repair failed an
patient ultimately succumbed to septicemia.
Total mortality of this study was 2 out of
11(18.18%).

DISCUSSION

Oesophageal perforation is serious complica-
tion and its incidence is increasing due to in-
creased use of endoscopic procedures
through out the world.ldeal management is
primary repair if prompt diagnosis is made
and surgery is carried out within 24
hours.Management of oesophageal perfora-
tion with late presentation varies from case
to case and carries upto 40% mortality.'®"
Oesophageal repair should be considered in
all cases of non-malignant ocesophageal per-
foration and should not be influenced by the
time of presentation.'? The majority of inju-
ries are iatrogenic and increasing use of en-
doscopic procedures can be expected to lead
to an even higher incidence of oesophageal
perforation in coming years as in our study of
ten patients out of eleven. 99% had history
of endoscopic intervention.™

Conservative treatment consists of manage-
ment in ICU setup and supportive treatment
especially total parental nutrition.We dont

‘have facilities of TPN so alternate methods

were used with satisfactory results.In surgi-
cal management approach is decided by con-
trast study results and is dependant on site
of perforation and associated sequelae of
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perforation like empyema. Repair of late per-
foration is usually reenforced by flaps. Inter-
costal muscle,s ternocliedomastoid, pleura,
pericardium, diaphragm and stomach can be
used as flap. In our study we used
pleural,pleuropericardial and ICM flap all with
good results. Despite the many advances in
thoracic surgery, the management of patients
with oesophageal perforation remains contro-
versial.’™ The overall mortality in our series is
two out of eleven patients i.e. 18.18% which
is a bit higher than other recent studies as
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13.9% in study from Turkey'® and 4.2% in
study from USA.®

CONCLUSION

Surgical repair with reinforcement with flaps
or aggressive conservative management can
yield acceptable results in cases of oesoph-
ageal perforation who present late. Treatment
is tailored case to case and should be man-
aged in specialized units to cut down mortal-
ity and morbidity of this dreadful condition.
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