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Case report

A 28-year-old male mechanic presented with a history of blunt trauma to the chest. A motor
vehicle which he was repairing had rolled over his chest. Upon presentation he was not
shocked, and complained of pain in the chest. Clinical examination revealed reduced breath
sounds in the left chest, with tenderness over the ribs posteriorly. There was also tenderness in
the left upper quadrant of the abdomen. Radiological examination showed a left
haemopneumothorax but no rib fractures. A left basal thoracostomy tube was inserted with an
initial drainage of 600 ml of blood. Thirty-six hours later, his chest tube was noticed to be
drainage purulent material. A ruptured diaphragm with damage to intra-abdominal viscus was
diagnosed and a laparotomy performed. No diaphragmatic or intra-abdominal injury was
found. A feeding jejunostomy was done before proceeding to left postero-lateral thoracotomy
through the sixth left intercostal space. There was extensive fibrinous exudate involving both
visceral and parietal pleura. This was debrided and the basal chest tube resited.

Postoperatively, the chest tube continued to drain pus. A meglumine diatrizoate
(Gastrografin®) swallow was done 24 hours after surgery (figure).
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Answers

QUESTION 1
The Gastrografin swallow shows a large
fistula between the lower oesophagus and the
pleural cavity.

QUESTION 2
Rupture of lower oesophagus secondary to
blunt chest trauma.

Perforation of the oesophagus secondary
to blunt chest trauma

The incidence of rupture of the oesophagus
secondary to blunt trauma is 0.001%,' the
most common site being the cervicothoracic
oesophagus, proximal to the carina.'2 In the
largest series we could find in the literature,
there were only five cases of mid-thoracic
rupture from blunt injury compared with 52
in the cervicothoracic region.' Injury to the
cervicothoracic oesophagus is sometimes
associated with cervical spine injury or
tracheo-oesophageal fistula.' Mid-thoracic
and lower oesophageal rupture, however,
tends to provide a greater diagnostic dilemma.
When due to chest injury, the external
injuries may appear relatively trivial, and
some patients may also be mistakenly
diagnosed as having intra-abdominal injury.
Two of the eight cases with rupture of the
thoracic oesophagus had a negative
laparotomy. Our patient was also subjected to
a negative laparotomy because the diagnosis of
oesophageal rupture was not entertained.

Clinical features

The clinical and radiological signs of rupture
of the oesaphagus are nonspecific and account
for the frequent delay in diagnosis (68%).'
Chest pain, neck pain and dyspnoea are the
most common symptoms while surgical
emphysema detected clinically or
radiologically is found in more than 50%o of

Summary points

Oesophageal rupture due to blunt chest trauma
* rare
* clinical features are non-specific
* high index of suspicion necessary for

diagnosis
* barium or Gastrografin swallow useful
* early diagnosis and treatment reduce
morbidity and mortality

cases.' Our patient presented with
unexplained empyema thoracis and this
represents an important addition to the
clinical presentation of this rare condition.
Morbidity and mortality can be minimised by
early diagnosis and treatment. A high index of
suspicion will avoid late diagnosis. If
suspected, patients should be investigated by
Gastrografin® swallow and oesophagoscopy.4
Extravasation of dye is diagnostic but as false
negatives have been reported, oesophagoscopy
should also be done when the oesophagogram
is normal.4

Treatment

When diagnosed early, primary repair should
be done in fit patients. Sabanathan and
colleagues believe that, irrespective of how
late the diagnosis is made, primary repair
should always be done.5 Our patient was
successfully managed by drainage of the
empyema, controlling the fistula and
providing nutritional support.

Final diagnosis

Oesophageal rupture following blunt chest
trauma
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