Case note —

Esophageal perforation in closed neck trauma
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‘ ‘ T ¢ report a rare case of esophageal

perforation resulting from a
closed traumatic injury that caused
hyperextension—flexion of the cervical
spine.

Case report

A healthy 76-year-old man sustained
closed head and neck trauma after falling
down 8 stairs. Over the following days he
became febrile, his voice changed and he
had difficulty swallowing. Thoracic CT
in a local hospital revealed pneumo-
mediastinum. On transfer to our medical
centre, he was in stable condition,
afebrile, had no subcutaneous emphy-
sema and had a normal leukocyte count.
Findings on barium swallow were in the
normal range. A broad-spectrum antibi-
otic was prescribed. Shortly thereafter the
patient became septic and was taken to
the operating room. A right thoracotomy
was performed. Pus was found under
pressure in the posterior mediastinum
around the entire esophagus, contained
by the mediastinal pleura. The mediasti-
nal collection was drained. The thoracic
esophagus appeared congested, but no
perforation was found.

Because of the mechanism of injury,
we decided to explore the cervical esoph-
agus. No injury was found, but a promi-
nent cervical spine osteophyte was identi-
fied, which we believe was responsible for
the microperforation of the esophagus
that resulted in mediastinitis. Neck
hyperextension was the most likely mech-
anism of esophageal injury.

An orthopedic surgeon was consulted
with a view to removing the osteophyte,
but it was decided that such an action

might result in osteomyelitis. We noticed
the absence of the intervertebral C6-7
disc as a result of osteophyte involvement
and spinal necrosis associated with medi-
astinal infection. The posterior medi-
astinum and the cervical area were irri-
gated with saline and widely drained.

On follow-up 1 and 6 months after
surgery, the patient was asymptomatic.

Discussion

Delay in the time from trauma to defini-
tive management has a significant influ-
ence on the development of complica-
tions related to esophageal injury; Asensio
and associates' reported that a 12-hour
delay led to more such complications and
a longer mean stay in the intensive care
unit and hospital. In our case there was a
7-day delay between injury and definitive
surgical treatment. The initial symptoms
were not clear; probably the fever and the
infection were related to the patient’s age
and immune status. The CT findings of
esophageal rupture and mediastinitis in-
cluded air in the soft tissues of the medi-
astinum, abscess formation and pleural
cftusions (Fig. 1). Esophageal perforation
has traditionally been considered a life-
threatening event with death rates of
10%—40%.> Most surgeons and recent re-
views have favoured an aggressive surgical
approach to this condition, including
primary surgical repair and esophageal ex-
clusion, drainage, primary esophageal resec-
tion and cervical esophagostomy.? Conserv-
ative treatment is controversial, and in most
cases the management is surgical. In our
case and in the report of Stringer and col-
leagues,* hyperextension—flexion injuries of
the cervical spine proved to be a rare cause

of esophageal perforation. In our patient
the mechanism may have been impinge-
ment of the esophagus against an exosto-
sis at the edge of the C6-7 vertebral
body. In other cases, entrapment of the
esophageal wall between the vertebral
bodies occurs as hyperextension changes
to flexion. The prevalence of cervical
spine injuries remains high in elderly pa-
tients, with odontoid fractures being
common. A Canadian study found an
odds ratio of 3.7 for the clinical variable
of age greater than 65 years, and pro-
posed cervical radiography and CT in
alert, stable trauma patients.” The mecha-
nism is illustrated in Figure 2. If not de-
tected and treated early, the perforation
may cause mediastinitis, retropharyngeal
abscess, sepsis and death.

Early recognition of this complication,
with attention to abnormal regional and
general clinical signs, is helped by a thor-
ough CT. Early diagnosis is essential in
order to prevent a devastating outcome.

FIG. 1. CT scan shows air in the medi-
astinal soft tissues, abscess formation
and pleural effusions.
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— Note de cas

FIG. 2. Perforation of the esophagus
resulting from flexion-hyperextension in
closed traumatic injury.

Competing interests: None declared.

References

1.

Asensio JA, Berne J, Demetriades D, et al.
Penetrating esophageal injuries: time interval
of safety for preoperative evaluation — How
long is safe? J Tranma 1997:43:319-24.
Vogel SB, Rout WR, Martin TD, et al.
Esophageal perforation in adults: aggres-
sive, conservative treatment lowers mor-
bidity and mortality. Ann  Sury
2005;241:1016-21; discussion 1021-3.

J can chir, Vol. 50, N° 5, octobre 2007

Kollmar O, Lindemann W, Richter S, et
al. Boerhaave’s syndrome: primary repair
vs. esophageal resection: case reports and
meta-analysis of the literature. J Gastroin-
test Sury 2003;7:726-34.

Stringer WL, Kelly DL, Johnston FR, et
al. Hyperextension injury of the cervical
spine with esophageal perforation. | Nex-
rosury 1980;53:541-3.

Stiell IG, Wells GA, Vandemheen KL, et
al. The Canadian C-spine rule for radiog-
raphy in alert and stable trauma patients.
JAMA 2001;286:1841-8.





