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Abstract

We describe a case of spontaneous esophageal perforation (Boerhaave's syndrome) that was admitted at our department with
acute clinical symptoms: dyspnea, thoracic pain and vomit after episode of alcohol abuse. Pneumothorax was suspected: early
chest X-rays revealed left sided pleural effusion with complete collapse of the omolateral lung and pneumomediastinum.
Successive esophagoscopy showed a 1-cm longitudinal perforation on the left side of the lower esophagus. Perforation was
repaired by direct suture and reinforced with endoprosthesis. Patient was discharged on the 45th postoperative day without
complications occurred after 1-year period.

INTRODUCTION

Spontaneous esophageal perforations are still potentially
life-threatening associated with considerable mortality and
morbidity. Surgical primary closure, with or without
associated procedure of reinforce, represents the standard
treatment option in the management of esophageal
perforation and can reduce complications and morbidity[1].

This case report represents a description of spontaneous
esophageal perforation due to alcohol abuse, treated with
primary surgical repair of the tear in combination with use of
a removable stent.

CLINICAL SUMMARY

A 36-year-old man was admitted because of acute thoracic
pain, dyspnea and vomiting followed by alcohol
consumption. He had a 2-year history of alcohol abuse and
hard smoking. On admission, he had tachycardia and fever
(39.2°C) with 90/60 mmHg of blood pressure related to a
septic shock. Haematological evaluations showed a white
blood cell count of 18.500/mm³; hematocrit, 30.3%;
haemoglobin, 10.6 g/dL and C-reactive protein, 10.52
mg/dL. Physical examination detected no ventilation on the
left hemithorax. Chest roentgenogram uncovered left
pneumothorax with complete collapse of the lung
parenchyma, omolateral pleural effusion,
pneumomediastinum and bilateral subcutaneous emphysema
in the neck and right axillary region (Fig. 1).

Figure 1

Figure 1: Chest x-ray showing left pneumothorax with
pleural effusion.

CT-scan executed with oral assumption of contrast medium
revealed large extravasation of contrast into the left pleural
cavity with evidence of severe esophageal perforation at the
lower part on the left lateral side. It confirmed presence of
air in the upper mediastinum, left pneumothorax and
atelectasia of the inferior left pulmonary lobe and
widespread bilateral subcutaneous emphysema suggesting an
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esophageal perforation (Fig. 2).

Figure 2

Figure 2: CT-scan showing large extravasation of contrast
into the left pleural cavity, esophageal perforation and
oolateral pneumthorax.

Esophagoscopy confirmed the diagnosis: 1-cm longitudinal
left-sided rupture was seen at the lower level of esophagus.

After obtaining a prompt and complete diagnosis, the patient
was managed immediately in the operating room with a
transthoracic primary closure of the perforation with
insertion of an endoprosthesis and drainage of the septic
effusion. Left thoracotomy approach was performed and
remarkable mediastinitis with contamination of the pleural
cavity were found. The perforation was clearly exposed and
primary healing with preservation of the native esophagus
was obtained by direct suture with separate stitches in
reabsorbable 2-0 monolayer. Under videoendoscopic and
radioscopy guidance a reinforcement of the area of leakage
with an endoprosthesis was obtained. Mediastinum and
pleural cavity were debrided, then irrigated with betadine
and physiological solutions. Closure of the chest with two
drainage tubes was provided, and esophagoscopy in the
operating-room was executed to demonstrate no signs of
fistula. Simultaneously, another surgeon operated a left
minilaparotomy packaging a nutritional jejunostomy.

Time from injury to surgical primary repair was 12 hours.
The operation time was about 3 hours. No complications
occurred during procedure. Discharge from drainage tubes
and fever decreased within the next 32 h with contemporary
improvement of laboratory data: WBC count of 6.580/mm³;
hematocrit, 35.0%; hemoglobin, 12.5 g/dL and C-reactive
protein, 5.8 mg/dL.

Thirty-seven days later esophagogram showed no finding of
recurrence of perforation or infectious signs. Esophageal

stent was easily removed and oral alimentation was restored.

Patient was discharged on the 45 th postoperative day and no
complications occurred after 1-year period.

COMMENT

Since Boerhaave first described esophageal perforation in
1724, it has remained a challenge for thoracic surgeons [2].

Spontaneous esophageal rupture is an uncommon and
catastrophic thoracic event associated with significant
mortality and morbidity that requires early diagnosis because
it rapidly extendes to cause fatal mediastinitis and septic
shock [3,4]. It continues to represent a diagnostic and

therapeutic challenge despite decades of clinical experience
and innovation in surgical technique [4]. The majority of

spontaneous longitudinal tears in the esophagus are
encountered most commonly in persons who have history of
alcoholism, attributed to episodes of vomiting or
gastroesophageal reflux in the onset of an alcoholic stupor
[6]. Patients often present with non-specific complaints and

subtle physical findings, making diagnosis difficult so that
the problem frequently goes unrecognized until late in the
clinical course [7].

When diagnosis is accurate, an aggressive surgical approach
with primary closure of the lesion and drainage of the
periesophageal space is the treatment of choice [8]. Prognosis

depends essentially on the promptness of the diagnosis and
on the type of first-line treatment. Delays in diagnosis and
treatment are associated with increased morbidity and
mortality [7,9].

Most of the time surgery procedure remains the preferential
choice. Management of esophageal perforations has received
considerable attention in the surgical literature but remains a
highly controversial topic. Areas of controversy include (1)
the role of nonoperative treatment versus surgical therapy;
(2) the management of patients with delayed presentation;
and (3) the type of surgical therapy to be performed,
particularly whether drainage alone is adequate treatment.
As described by other authors, we use a primary closure of
esophagus even if it is more than 24h since perforations [10].

Although we managed our patient within 6h after onset, we
inserted an endoprosthesis after performing a primary
closure of the perforation because the esophageal tissue
seemed to be edematous and too friable to only suture and
the patient's condition was poor for septic disease.
Contemporary use of endoprosthesis was performed in order
to have a safe closure of the perforation and to achieve a
rapid oral alimentation.
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Primary repair and stent placement can represent a
therapeutic optimal strategy in patients with poor general
condition, in which the simple direct suture can't guarantee
the safe reconstruction of the esophagus even if some doubts
remain about the early displacement of the endoprothesis
especially in case of difficult anchorage.

The combination of aggressive surgery and advances in
critical care and antibiotics may explain the improved
outcome, but morbidity remains high in patients whose
treatment is delayed for over 24h [2].

CORRESPONDENCE TO

Jennifer Francesca Sciuchetti, M.D., Division of Cardiac
Surgery, Department of Cardio-Thoracic Surgery, University
of Milan-Bicocca, San Gerardo Universitary Hospital,
Monza-Italy, Telephone +39 039-2332488, telefax +39
039-2332488, E-mail: jlorenz@libero.it

References

1. Kiev J, Amendola M, Bouhaidar D, Sandhu BS, Zhao X,

Maher J. A management algorithm for esophageal
perforation. Am J Surg 2007;194:103-106.
2. Chao YK, Liu YH, Ko PJ, Wu YC, Hsieh MJ, Liu HP,
Lin PJ. Treatment of esophageal perforation in a referral
center in Taiwan. Surg Today 2005;35:828-32.
3. Seki H, Ueda T, Shibata Y. Spontaneous esophageal
perforation related to a duodenal ulcer with pyloric stenosis:
report of a case. Surg Today 2001;31:1082-86.
4. Jones WG, Ginsberg RJ. Esophageal perforation: a
continuing challenge. Ann Thorac Surg 1992;53:534-43.
5. Brinster CJ, Singhal S, Lee L, Marshall MB, Kaiser LR,
Kucharczuk JC. Evolving options in the management of
esophageal perforation. Ann Thorac Surg 2004;77:1475-83.
6. Weiss S, Mallory GK. Lesions of cardiac orifice of the
stomach produced vomiting. JAMA 98:1353-1932.
7. Reeder LB, DeFilippi VJ, Ferguson MK. Current results
of therapy for esophageal perforation. Am J Surg
1995;169:615-17
8. Segalin A, Bonavina L, Lazzerini M, De Ruberto F,
Faranda C, Peracchia A. Endoscopic management of
inveterate esophageal perforations and leaks. Surg Endosc
1996;10:928-32.
9. Bufkin BL, Miller JI Jr, Mansour KA. Esophageal
perforation: emphasis on management. Ann Thorac Surg
1996;61:1447-51.
10. Lawrence DR, Ohri SK, Moxon RE, Townsend ER,
Fountain SW. Primary esophageal repair for Boerhaave's
syndrome. Ann Thorac Surg 1999;67:818-20.



Spontaneous esophageal perforation presenting as pneumothorax: A Case Report

4 of 4

Author Information

Jennifer Francesca Sciuchetti, M.D.
Division of Cardiac Surgery, Department of Cardio-Thoracic Surgery, University of Milan-Bicocca, San Gerardo
Universitary Hospital

Fabrizio Corti, M.D.
Division of Cardiac Surgery, Department of Cardio-Thoracic Surgery, University of Milan-Bicocca, San Gerardo
Universitary Hospital

Dario Ballabio, M.D.
Division of Thoracic Surgery, Department of Cardio-Thoracic Surgery, University of Milan-Bicocca, San Gerardo
Universitary Hospital


