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Post-emetic oesophageal rupture - successful
conservative management
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Boerhaave’s syndrome, also known as spontaneous oesophageal rupture

- 36
t-emeti hageal rupture (PEOR), i h f th ) ) .
orpos e.me l? o.esop ageal rupture ( ).1s perhaps one. ot the m?re Fig. 1. Chest CT scan at lower thoracic level reveals bilateral pleural
challenging clinical syndromes encountered in general surgical practice. collections (), pneumomediastinum (*) and peri-oesophageal swelling

Co-morbidity, delayed diagnosis and associated delayed institution of with air-fluid level (#).
therapy have resulted in an almost universally poor prognosis, even in
specialist surgical units. Surgical intervention is usually the mainstay of
therapy. There have been few reported cases of successful non-operative
management. Here we report one such success story.

Case history

A 57-year-old man presented with severe epigastric pain, excessive vom-
iting and four episodes of frank haematemesis. Prior to the onset of the
vomiting, he had experienced dull abdominal pain, which later localised
to the left lower quadrant. Of note, the patient had a background history
of sigmoid diverticulosis.

The chest radiograph demonstrated a pneumomediastinum and
bilateral pleural effusions, larger on the left. In light of the severe hae-
matemesis, an urgent upper endoscopy was performed. Two distinct
perforations were identified in the distal oesophagus, approximately 2.5
cm from the oesophago-gastric junction. Gastritis was also present, and

a solitary ulcer was noted on the lesser curve of the stomach.

CT scan of the chest and abdomen (Fig. 1) confirmed perforation of Fig. 2. CT scan through pelvis demonstrates sigmoid diverticulae (~),
the distal oesophagus, with associated pneumomediastinum and bilater- mesocolonic stranding (#) and an interloop abscess (*).
al pleural effusions. Deep in the left iliac fossa, sigmoid diverticulae were
demonstrated, together with a contiguous 3.5 by 4 cm abscess (Fig. 2). Discussion
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identified as a V-shaped lucency projected through the cardiac shadow,
representing air loculated between the left hemi-diaphragm and the left
inferior mediastinal border. A negative or normal chest radiograph does
not exclude PEOR. Han ef al.* documented normal chest radiography in
12% of patients with PEOR.

Water-soluble contrast oesophagography is the next investigation
of choice to delineate oesophageal rupture. Some authors advise using
dilute barium and decubitus or shoot-through positioning if the initial
study fails to reveal any perforation.’ Contrast swallow studies are a
useful tool for follow-up of these patients in the subsequent weeks of
convalescence.

CT scanning expedites the initial assessment of PEOR, especially in
patients who are too ill to undergo endoscopy or contrast studies. CT is
capable of demonstrating minor leaks into the posterior mediastinum.
An added advantage CT has over endoscopy or a contrast swallow is its
ability to demonstrate extra-luminal detail.

Generally, most patients with PEOR are best served by some form
of surgical oesophageal repair.” The place for oesophageal stenting in
PEOR has not been clearly established, despite some reports of success.*’
The conservative, non-surgical management of proven oesophageal dis-
ruption is limited to those patients with a well-contained leak, no pleural
soiling and no clinically evident sepsis. These patients are usually stable
and present later. Very few patients with mediastinitis, pleural contami-
nation and incipient multi-organ dysfunction survive with a non-opera-
tive management regimen. Those who do (as in the index patient), are

usually worth reporting.
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Fig. 3. Contrast swallow demonstrating free distal dorsal oesophageal
perforation (*) along the left lateral wall.

Radiology plays a pivotal role in the diagnosis of PEOR. The chest
radiograph may demonstrate a pneumomediastinum, pleural effusions
(especially left-sided) or hydropneumothorax in PEOR. Mediastinal wid-
ening, air-fluid levels in the mediastinum and subcutaneous emphysema
are important ancillary findings. The V-sign of Naclerio is occasionally
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