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A. Esophageal perforation is a medical and surgi-

cal emergency. One meta-analysis of 75 stud-
ies reported a pooled mortality of 11.9% [1]; a
12-year national study from England reported
a 30-day mortality of 30% among 2564
patients [2]. Mortality rate is doubled if the
diagnosis is delayed for more than 24 h [3].
The etiologies of esophageal perforation
include iatrogenic instrumentation, foreign
body ingestion, trauma, malignancy, or force-
ful emesis, also known as Boerhaave’s
Syndrome, when a transmural esophageal tear
occurs after retching. This is different from
Mallory-Weiss tear, which is a mucosal tear
that does not result in esophageal perforation.
. Due to its high mortality, esophageal perfora-
tion must be considered in patients presenting
with neck, substernal, or epigastric pain, with a
history of instrumentation, trauma, foreign
body ingestion, malignancy, or vomiting. Fever,
tachycardia, tachypnea, subcutaneous emphy-
sema, diminished breath sounds, and abdominal
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tenderness might be present on physical exam.
Hemodynamic instability occurs as a result of
mediastinitis or pleuritis [4].

. Once suspected, workup for esophageal per-

foration should be promptly undertaken.
Leukocytosis and elevated amylase level is
consistent with esophageal perforation.
Electrolytes, coagulation panel, and type and
screen should be obtained in anticipation of
need for surgical or endoscopic intervention.
Extravasation of contrast in an esophagram is
diagnostic; the contrast of choice depends on
location of suspected perforation to minimize
inflammatory response from contrast extrava-
sation. Gastrografin swallow evaluation
should be utilized first as the most useful ini-
tial test, as it will not cause mediastinitis,
unlike barium [5]. Mediastinal air and/or
fluid on CT scan helps localize the site of per-
foration [4].

. Supportive measures, namely, fluid resuscita-

tion, broad-spectrum antimicrobials, NPO
status, close hemodynamic monitoring, and
support in an ICU setting, are critical in the
initial management of esophageal perfora-
tion. A 12-year retrospective study in England
advocated for centralization of care at high-
volume centers where multidisciplinary
approach led to improved outcomes [2]. In a
hemodynamically  stable patient with
contained perforation, conservative manage-
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mediastinal and pleural drainage is a treat-
ment option for stable patients with limited
mediastinal or pleural contamination, though
its efficacy has not been compared with surgi-
cal intervention [6].

. Surgical intervention is indicated for patients
who are hemodynamically unstable or show
no improvement on nonoperative manage-
ment. The operative approach is guided by
the location of perforation, whether it is con-
tained or not, and underlying pathology. A
cervical incision is made for a high esopha-
geal perforation: a right thoracotomy for the
upper 2/3 and a left thoracotomy for the lower

2/3 perforation. The possibility of primary
repair is dictated by the degree of tissue
inflammatory which often depends on timing
from onset of symptoms. Muscle flap has
been established as a safe approach for intra-
thoracic or cervical esophageal perforation
when primary repair is impossible or risky
[7]. In the face of severe inflammation, devi-
talized tissue should be debrided and esopha-
geal diversion should be considered if primary
repair is deemed high risk for anastomotic
leak. Temporary feeding access, such as gas-
trostomy or jejunostomy, and wide drainage
should be established.

Presentation with forceful emesis, foreign body ingestion, or trauma
A|B Vitals, blood work, and physical exam

Resuscitation, foley, NG, NPO, antibiotics, +/— ICU

E Hemodynamically stable

v v

Discern cervical vs thoracic versus
abdominal symptoms? Confirm
with imaging or endoscopy

Hemodynamically unstable

v v

Uncontained
perforation —

Contained perforation—continue
conservative therapy. Consider
stenting if limited mediastinal,

pleural contamination exploration

operating room for

Non/pre-perforation —
debridement, diversion,
drainage, gastrostomy/

jejunostomy

Uncontained perforation
— emergent surgical
exploration

Operative intervention

Possible esophagectomy and exclusion

e Cervical approach — amenable to drainage and primary repair =/— muscle flap

e Thoracic and abdominal perforation — possible primary repair, muscle flap, and drainage. Jejunostomy
o Distal obstruction — resection, reconstruction, drainage, jejunostomy
L]

Algorithm 37.1



37 Esophageal Perforation 141

center 10-year experience. World J Gastroenterol.
2014;20(30):10613-9.
4. Townsend C, Bouchamp DB, Evers MB, Mattox

References

1. Biancari F, D’ Andrea V, Paone R, Di Marco C, Savino

G, Koivukangas V, et al. Current treatment and out-
come of esophageal perforations in adults: systematic
review and meta-analysis of 75 studies. World J Surg.
2013;37(5):1051-9.

. Markar SR, Mackenzie H, Wiggins T, Askari A,
Faiz O, Zaninotto G, et al. Management and out-
comes of esophageal perforation: a national study
of 2,564 patients in England. Am J Gastroenterol.
2015;110(11):1559-66.

. Persson S, Elbe P, Rouvelas I, Lindblad M, Kumagai
K, Lundell L, et al. Predictors for failure of stent treat-
ment for benign esophageal perforations — a single

K. Sabiston textbook of surgery: the biological basis
of modern surgical practice. 20th ed. Philadelphia:
Elsevier; 2016.

. Michel L, Grillo HC, Malt RA. Esophageal perfora-

tion. Ann Thorac Surg. 1982;33(2):203-10.

. Dasari BVM, Neely D, Kennedy A, Spence G, Rice

P, Mackle E, et al. The role of esophageal stents in
the management of esophageal anastomotic leaks
and benign esophageal perforations. Ann Surg.
2014:259(5):852-60.

. Richardson JD, Tobin GR. Closure of esopha-

geal defects with muscle flaps. Arch Surg.
1994;129(5):541-7. discussion 547-8.



	37: Esophageal Perforation
	Algorithmic Approach
	References




