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ABSTRACT:  

Spontaneous esophageal rupture (SER) is extremely rare15% and early symptoms of the disease are similar to those of 

emergency diseases of the chest and abdomen. The SER is life-threatening injury because of delay in diagnosis and rapid 

progression to septic condition.Without esophageal repair, the mortality is reported to be from 75 to 90%but with surgical or non 

surgical treatment the mortality decrease to 21%. SER is commonly seen in chronic alcoholic and mostly presented with forced 

vomiting or chest pain.  

The endo-luminal stents result in rapid leak occlusion, provide the opportunity for early oral nutrition and may significantly 

reduce hospital length of stay.The endo-luminal stents are removable, and avoid the potential morbidities of operative repair. 

Endo-luminal esophageal stent placement is an effective treatment of most SRO withminimal evidence of sepsis. 
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ITRODUCTION: 

We presented here endo- stenting and a chest drain for spontaneous esophageal perforation of two chronic alcoholic 

patientswithout sepsis, as safest, less morbid & more economical management. 

Case1: 57 years old male chronic alcoholic patient admitted in private hospital 5 days back with SEP and was 

confirmed with esophago- gastro-duodenal (OGD) scopy and patient sent in this institute with Left inter-costal 

drainage(ICD). On admission patient was vitally stable with all blood investigation within normal report except 

Total leucocytes count = 12,500/cmm. Chest X ray suggestive of left sided minimal hydro-peumothrax. His 

abdomen was soft.Repeat OGD scopy done suggestive of antero- left lateral 2 cm perforation above gastro-

esophaeal junctional.  We placed coated esophageal stent beyond gastro-esophaeal junction under sedation. To avoid 

migration of stent we tied nylon thread on proximal end of stent and other end removed through mouth. But till stent 

partially migrated into stomach after one week and patient started hiccups so repeat OGD scopy and repositioning of 

stent done. Antibiotics continued for 2 weeks.Patient’s  ICD removed after 1 week of stenting & stent after 45 days. 

On discharge ask for absence of alcohol & spice food. Patient is in regular follow up since last one & half year 

without any complaints.  
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Case2: 41 years old male chronic alcoholic patient admitted under influence of alcohol with chest&epigastic pain. 

His systemic examination was normal. All blood investigations &ECG was normal.  Chest X ray suggestive of left 

sided minimal hydro-peumothrax.SEP was confirmed with esophago- gastroduodenal (OGD) scopy on next say of 

admission.  Left ICD & coated esophageal stent beyond gastro-esophaeal junction placed under sedation. To avoid 

migration of stent were tied with nylon thread on proximal end of stent and other end removed through mouth 

Antibiotics continued for 3 weeks.ICD removed after 1 week of stenting & stent after 3 weeks. On discharge ask for 

absence of alcohol & spice food. Patient is in regular follow up since last 7 months without any complaints.  

DISCUSSION: 

 Spontaneous esophageal rupture (SOR) is extremely rareonly15%, and early symptoms of the disease are similar to 

those of emergency diseases of the chest and abdomen. The diagnosis and treatments are often delayed, resulting in 

an unfavorable outcome in some cases.
1
 first case report of spontaneous esophageal rupture published in 1724.

2   

Theesophagealrupture may be caused by spontaneous rupture, anastomotic leaks and the carcinoma resulted in 

perforation or fistula , Iatrogenic perforations, foreign body perforation, and traumatic perforation.
3
 

High index of suspicion, aggressive use of esophagography, and individualized treatment are necessaryfor the best 

results in SRO because of delay in diagnosis and rapid progression to septic condition.
4,5

Early diagnosis and initial 

aggressive treatments such as nil by mouth, pleural and mediastinal drainage are important factor for better 

prognosis.
2,4 

Endo-luminal esophageal stent placement is an effective treatment of most spontaneousesophageal perforations. 

These stents result in rapid leak occlusion, provide the opportunity for early oral nutrition, may significantly reduce 

hospital length of stay, are removable, and avoid the potential morbidities of operative repair.
6
21% of cases stent 

migration may required re-positioning or replacement& 10-16% patient required operative repair& overall mortality 

among patients requiring re-operation is 57%.
3,6

 

CONCLUSION: 

Spontaneous esophageal perforationcommunally seen in chronic alcoholic ,opst bariatric surgery  and old age 

people. Endo-luminal esophageal stent placement is an effective treatmentas these patients present as emergency & 

mostly diagnosed before sepsis. As we have only two case of SEP not able to compare effectiveness against early 

operative.   
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Photo 1:  Coated esophageal stent with distal esophageal perforation 

 

 

Photo 2: Proximal end of coated stent with nylon thread. 
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