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Esophagus Perforation Caused by a Foreign Body
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Esophagus perforation caused by a foreign body is a rare condition. Management of these cases is quite challenging. Although diagnostic
techniques, antibiotics, and surgical procedures have highly developed in recent years, morbidity and mortality rates are still high. In this
article, we aimed to present our tfreatment management for a patient with esophageal perforation caused by a chicken bone. A él-year-
old male patient was admitted to the emergency department with sudden dyspnea and chest pain, which occurred while having dinner.
Laboratory tests were normal, except for the presence of leukocytosis. Chest X-rays showed the elevation of the left hemidiaphragm
and mediastinal air. As the endotracheal examination was normal, esophageal perforation was considered in the patient. Emergency
endoscopy was performed in the patient. A chicken bone was found in the middle part of the esophagus lumen. The chicken bone was
removed using a basket, and the perforation area was closed with endoscopic clips. Endoscopic interventions have an important role in
the diagnosis and treatment of esophageal perforations.
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INTRODUCTION

Esophageal perforation is a vital and urgent condition with high morbidity and mortality rates (1). Approximately 70%
of the cases present esophageal perforation following a diagnostic or therapeutic intervention. Esophageal perforation
caused by a foreign body is very rare (8%). Management of these cases is quite challenging. Although diagnostic tech-
niques, antibiotics, and surgical procedures have highly developed in recent years, the morbidity and mortality rates are
still high. In this article, we aimed to present our treatment management for a patient with esophageal perforation caused
by a chicken bone.

CASE PRESENTATION

A 6l-year-old male patient was admitted to the emergency department with sudden dyspnea and chest pain, which
occurred while having dinner. He had a medical history of hypertension and coronary artery disease. He was taking an
antihypertensive drug and acetylsalicylic acid (aspirin 100 mg) for these conditions. Abdominal examination was normal,
and decreased breath sounds were noted during auscultation. Laboratory tests were normal, except for the presence of
leukocytosis (22.14 K/uL). Chest X-rays showed an elevation of the left hemidiaphragm and mediastinal air. Upon these
findings, a thoracic computed tomography (CT) scan was performed and showed diffuse mediastinal air (Figure 1). Flu-
oroscopic examination with a water-soluble contrast could not be sufficient for a clear diagnosis. As the endotracheal
examination was normal, esophageal perforation was considered. Emergency endoscopy was performed on patients. A
chicken bone was found in the lumen of the middle part of the esophagus. The chicken bone was removed using a basket,
and the perforation area was closed with three endoscopic clips (Boston Resolution Clip, Boston Scientific; Natick, Mas-
sachusets, USA). After the procedure, because of a sudden decrease in oxygen saturation, the patient was intubated and
had been hospitalized in the intensive care unit. A broad-spectrum antibiotic was initiated for mediastinitis (Tazocin 4.5 g
intravenous flacon (Piperacillin Sodium+Tazobactam Sodium), Pfizer; Berkshire, United Kingdom). The patient stayed for
12 days in the intensive care unit and 4 days in the general surgery ward. Control thoracic CT showed that the endoscopic
clips were in the right place and the mediastinal air was resorbed (Figure 2). The patient was discharged from hospital
after recovery. He has been followed up for 24 months and does not have any complaint.

Informed consent was obtained from both patients. Consents were also obtained to conduct scientific studies.

DISCUSSION

Esophageal perforations are usually iatrogenic, spontaneous, traumatic, or secondary to neoplasms. Most of the cases
in the literature have been reported as secondary to endoscopic procedures. In the literature, there are very few articles
about esophageal perforation caused by a foreign body.
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FIGURE I. Diffuse mediastinal air (marked with circle)

FIGURE 2. The mediastinal air was resorbed (marked with circle)

Because of the proximity to vital organs and severe bleeding
tendency, the mortality rate is approximately 65% when the
esophagus is perforated. A significant experience is required
because of the difficulties in diagnosis and insidious progress
of symptoms. In case of a possible delay, the mortality rate in-
creases further (2).

The occurrence of the earliest symptoms varies depending on
the time of perforation, size, location, and contamination. Chest
pain is the most common symptom. Less often, patients may
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present with dysphagia and dyspnea. Our patient also had a
diffuse chest pain.

Various diagnostic tests may be used for confirmation of the di-
agnosis. First, chest X-rays and then CT scans show mediastinal
air (3). Additionally, endoscopic or fluoroscopic examinations with
water-soluble contrast agents are frequently used. There is a risk
of injury and contamination in endoscopy. In addition, because
of the possibility of missing the small perforation areas, it is not
highly recommended (4). However, in patients with delayed and
diffuse mediastinitis, high morbidity and mortality rates of open
surgery should be considered. Diagnosis and also treatment with
endoscopy can be easily performed in these patients.

Our patient had a diffuse mediastinitis at the time of admission to
the hospital. When endoscopy was performed after CT scans, the
bone, which stuck in and perforated the esophagus, was extracted,
and the perforation area was successfully repaired with clips.

There is no consensus on the surgical tfreatment options in the
literature. The treatment approach may vary depending on pres-
ence of sepsis and the location and size of the lesion (5, 6). The
key to the optimum management is early diagnosis and the level
of injury. The most favorable outcome is obtained following the
primary closure of the perforation within 24 h, resulting in 80%~—
90% survival. These rates are more about the injuries at the car-
dioesophageal level, which have been assessed by an abdomi-
nal approach. A probable thoracotomy increases both morbidity
and mortality rates. Therefore, it is necessary to choose the pro-
cedures that are as minimally invasive as possible.

In some selected cases, if there is no perforation to the pleu-
ral cavity, non-operative (conservative) treatment can be pre-
ferred. Conservative treatment selection requires good deci-
sion-making skills and a careful radiological examination.

Esophageal foreign bodies are safely removed by endoscopic
procedures. If perforation is detected, repair with clips or plac-
ing an eluting stent may be attempted simultaneously. We be-
lieve that with a proper management, the morbidity and mortal-
ity rates will be significantly reduced.
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