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History 77/2\ ?

Name: 5 Xk

Age: 62 .

Sex: female
Date of admission:94/9/30
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Sore throat, with back pain and
high fever for days :
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62-y/o woman, with no major
underlying disease, developed
severe sore throat.

ENT doctor diagnosed epigloititis,r/o
hypopharyx abscess

antibiotics was administered and
she got improved

She was discharged home on 9/30.
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- However, she returned to ER
within hours with high

fever ,dyspnea and weakness.

- She was admitted under the
impression of deep neck
infection




Past history

No medical history
No surgical history




Physical examinati

Breathing sound :
right side decreased, coarse (+)
at right side

Fever
Swelling epiglotis
Knocking pain (+)




CBC

WBC x10.e3/ul.

Hb g/dl

OB

sugar

Protein

CRP

WBC

albumin

RBC




Differential Diagn

Myocardial infarction

Aortic dissection
Spontaneous pneumothorax
Esophageal perforation
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Aortic dissection

- CXR
* Angiogra\
- CT




Spontaneous
pneumothorax

Clinical symptoms
Physical examination
CXR

CT
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Neck film










Neck CT
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Esophageal perforation
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Esophageal perforation
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Esophageal Perforation




\\\\
etiology fﬂ\ ?

Intraluminal causes

Extraluminal causes




Intraluminal cause ’ ?
Instrumental injuries (75% of all)

»Common site: normal anatomic sites,
of narrowing

Foreign bodies

Ingested caustic substances
Cancer of the espphagus
barotrauma
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Extraluminal cause '7%

Penetrating injuries
Blunt trauma
Operative injury
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Clinical presentatiol

Pain

Dysagia

Fever

Tachycardia
Respiratory distress
Shock

Vomiting
hematemesis
mediastinal crunch
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Clinical presentatiol

COCervical perforation :
neck stiffness
Subcutaneous emphysema

Cintrathoracic perforation :
Chest pain
Subcutaneous emphysema
Dyspnea
Plerual effusion
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Leukocytosis




Image

Chest radiographs
contrast esophagogram
Noncontrast C




Pneumomediastinum
Pleural effusion

Pneumothorax
Atelectasis
Soft tissue emphysema




Image-CT 2{@2}3

Mediastinal air and fluid




Image-esophagography

10% false-negative




Principle of Treat

Adequate drainage of the leak
Intravenous antibiotics
Adequate fluid resuscitation
Adequate nutrition




Relief of any distal obstruction

Diversion of enteric contents
past the leak

Restoration of Gl intergrity




Definitive manage

Cervical and upper thoracic
perforations :

Cervical drainage alone +/-
esophageal repair

Abdominal esophageal perforations:
Prevent peritonitis




Definitive manage

 Thoracic perforations:

> Primary closure

> Buttressed with healthy tissue
» Mediastinal drainage

- Perforations with intrinsic
esophageal disease:

» surgically correct the associatated
esophageal disease




Pain

Vomiting
Hematemesis
UDysphagia
Tachypnea

Faver

Tachycardia

S0 emphysema
Mediastinal crunch

Esophageal
perforation?

CXH
Cervical soft
tissue films

Contained perforation
Minimal symptoms
Mo sepsis

» Esophagogram

Conservative Failure .
managemant Cervical:
Thoracic:
E-G junction:
Less than -
72 hours
Mo
Severe
Lﬁggﬁ;il:;m inflammation
or mediastinifis
| Free
perforation

Resectable carcinoma
Megaesophagus
Severe stricture
Caustic ingestion

Unresectable

carcmnomsa stent

Esophageal

Primary repair and drainage
Primary repair reinforced with
intercostal muscle or pleural flap
Primary repair reinforced with
gastric fundoplication

Failure

Hesection or exclusion and
diversion with cervical
asophagostomy,
gastrostomy, jejunostomy,
and delayed reconstruction

Rasaction with immediate
# [preferred) or secondary
reconstruction

Failure = Exclusion and diversion
*=  with gastrostomy and
jejunostomy




Prognosis {ﬂ\

- With early operation,80%-90%
survival rate

- After 24 hours, less than 50%

- Prognosis for iatrogenic
perforations is better than for
spontaneous perforations




