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INTRODUCCIO

Incidéncia: 3.9 + 2.3 perforacions/any (1.1-11.9)!

Mortalitat elevada : 40%2

tractament des de fa décades quirlrgic === elevada morbimortalitat

altres terapies més conservadores l
(stents, clips,..) mmm) controversia tractament actual

1.- Biancari et al. Current treatment and outcome of esophageal perforations in adults: systematic review and meta-analysis of 75 patients.

World J Surg (2013) 37:1051-1059

2.- Vogel et al. Esophageal perforation in adults. Agressive conservative treatment lowers morbidity and mortality. Ann surg
2005;241(6):1016-1023
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MODALITATS TRACTAMENT

/ONSERVADOR

F

~-localitzacio de la lesio: cervical, toracica, abdominal L s
- etiologia: esofag sa (cos extrany, iatrogenic) o patologic (neoplasia,..)
.- Temps transcorregut: <24h, >24h

.- estat del pacient

..- mitjans disponibles

.- Experiencia del cirurgia

“ although early detection and treatment remains important, ultimate
results are more closely associated with the experience of the initial
management team rather than an arbitrary time period”

técniques hibrides?

Kupusamy et al. Evolving management strategies in esophageal perforation: surgeons using nonoperative tecniques to improve
outcomes. J Am Coll Surg 2011; 213(1): 164-171

2.- Ben-David et al. Esophageal perforation management using a multidisciplinary minimally invasive treatment algorithm. J AM Coll
Surg 2014; 218(4):768-775
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PRINCIPIS DEL TRACTAMENT -

Independentment de quina opcid terapeutica es trii el tractament
s’ha de basar en 5 principis basics

1.- Rapid diagnostic
Mortalitat diagnostic demora >24h

2.- Monitoritzacio i suport hemodinamic
Dieta absoluta, sueroterapia

3.- Antibioterapia ampli espectre v.e. (Aerobis+ anaerobis)
ampicilina/sulbactam (3gr/6h)
piperacilina/tazobactam (3.375 gr/6h)
carabpenemic (imipenem/meropenem)
* al.lergia a B-lactamics: clindamicina (900 mgr/8h) +
fluoroquinolona (ciprfloxacino 400 mgr/12h)


http://www.sccirurgia.org/activitats/congres_2013/_congres2009.html
http://www.sccirurgia.org/activitats/congres_2013/_congres2009.html

e
: CATALL

CIRURG
L

i,

il 18 octubee S 2015
& ol B

o-

* Nomes associar antifungics (fluconazol 400 mgr/24h) en les
seglents situcacions:

- pacient hospitalitzat o que ha rebut tractament antibiotic

d’ampli espectre durant un periode perllongat previ a la
perforacio

- pacient en tractament antiacid llarg plag
- pacient en tractament inmunosupressor o HIV

- no milloria en 7 dies malgrat correcta control de la infeccio

4.- Control de la contaminaci6 extraluminal

5.- Si es pot restablir la integritat de la [lum esofagica
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OPCIONS DE TRACTAMENT
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TRACTAMENT CONSERVADOR ;

Aplicacio tractament ha augmentat en les Ultimes decades
perque en l'actualitat la causa més freqlent de perforacio es
la iatrogenica i aixo implica:

Diagnostic preco¢ === menor contaminacio
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1989-1992 (n=8) 1993-1996 (n=19) 1997-2000 (n=12) 2001-2004 (n=18) 2005-2009 (n=24)
1989-1992 | 1993-1996 | 1997-2000 | 2001-2004 | 2005-2009
[n=8) [n=15) [n=12) (n=18) (n=24) ]
Complications (%) 50 37 42 39 33 0.94
Non-Operative Treatment (%) 0 21 42 33 75 =0.001
Median LOS (Days) 18.5 120 135 15.0 8.5 0.054

Kupusamy et al. Evolving management strategies in esophageal perforation: surgeons using nonoperative tecniques to improve
outcomes. J Am Coll Surg 2011; 213(1): 164-171
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+ IMPORTANT : SEL.LECCIO ACURADA DELS PACIENTS

CRITERIS DE CAMERON-ALTORJAY 1997

* Perforacio intramural (no a pleura o peritoni)

* Perforaci6 transmural ben circunscrita diagnosticada molt precogment o
molt tardanament

* TEGD: No fuita de contrast

* Absencia d’estenosis distal a la lesio

* NO signes de sepsis

* Milloria clinica a les 24h

AMPLIACIO MARTINEZ, VOGEL:

Minima contaminacié de pleura o peritoni ‘ tractament conservador
agresssiu’.

SUPERVIVENCIA DEL 100%
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ARGUMENTS A FAVOR TRACTAMENT CONSERVADOR

e Menor morbilitat! (35.7% vs 61.5% p=0.02)
» Menor estada 2 (10% vs 15,5% p=0,002)

» Abbas: els pacients que fracassa tractament conservador i necessiten 1Q

no evoluCionen pitjor que els que s’operen directament

ARGUMENTS EN CONTRA

Salo: mortalitat 68%?3 ‘ perforacions >24h
Sutcliffe: moratlitat 75%3

1.- Abbas et al. Contemporaneus management of esophageal perforation. Surgery 2009;146(4):749-756
2.- Kuppusamy et al. Evolving management strategies in esophageal perforation: surgens using nonoperative techniques to improve outcomes. J

AM Coll Surg 2011; 213(1):164-171
3.-Okonta et al. Is esophagectomy or conservative treatment for delayed benign oesophageal the better option? Interactive cardiovascular and
Thoracic Surgery 2012; 15:509-511
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TRACTAMENT ENDOSCOPIC

@Protesis:  Metaliques
Plastic
Biodegradables

@Clips
BOTSCs
@ VAC

INDICACIO: Pacients estables, diagnostic precog i minima
contaminacio

o SEMPRE ASSOCIAR UN DRENATGE PER CONTROLAR LA SEPSIS
» Endoscopistes experts: decisio multidisciplinar
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TRACTAMENT ENDOSCOPIC: PROTESIS

« No existeixen guidelines sobre I's en perforacions.

* Enels darrers 20 anys, amb I'aparicio d’stents pel tto de dehiscencies
anastomotiques , grups s’han plantejat incloure les perforacions esofagiques
com a indicacio d’stent

1995 ‘ Adam et al aplica primer cas Boerhaave

COMPLICACIONS:
Migracio: 16-40% * evitar: sutura clips extrem, ...
Fracas 15-20%?2
Dificultat en la retirada
perforacio
hemorragia
fistula traqueoesofagica
estenosis

1.-Repici et al. Stent for nonmalignant leaks, perforations and ruptures.Techniques in gastrointestinal endoscopy 2010 (12);237-245
2.- Mennigen et al. Comparison of endoscopic vacuum therapy versus stent for anastomotic leak after esophagectomy. J Gastrointest Surg 2015(19);1229-

1235
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Annals of Surgery » Volume 259, Number 5, May 2014

REVIEW

The Role of Esophageal Stents in the Management of
Esophageal Anastomotic Leaks and Benign
Esophageal Perforations

Bobby V.M. Dasari, MRCS,* David Neely, MRCS,* Andrew Kennedy, FRCS,* Gary Spence, FRCS,}
Paul Rice, FRCR,T Eamon Mackle, FRCS, T and Emmanuel Epanomeritakis, FRCST

n=340 pacients 27 series

Exit técnic stent: 91%
Exit clinic de I'stent: 810 == Necessitat 1Q: 5,8%

No diferencies exit del procediment si la causa es dehiscencia o una perforacio

Migracié plastic > metalic (27% vs 11%)
Stent plastic precisa de mes procediments (22% VS 5%)
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TRACTAMENT ENDOSCOPIC: CLIPS, OTSCs =« —

= = 2 - . Endoscopy 2014; 46: 693-711
Diagnosis and management of iatrogenic endoscopic

perforations: European Society of Gastrointestinal
Endoscopy (ESGE) Position Statement =

ESGE

Authos Gregorios A. Papalis’, jean-Marc Dumonceaw’, Mare Barthet', Seren Mebsner', Alessandm Repid®,
Brian P. Sosnders®, Antonios Vezakis', jean Mdhel Gonzalez’, Stine ¥ degaand Turing®, Zacharias P. Tsiamowlos®,
Paul Fockens®, Cesare Hassan®

Instit ul o ns Instituthons are Bsted at the end of artide.

Indicacio clips:
Perforacio < 1cm: TTS Limitacid: tamany, fistula important edema,
inflamacio,..(croniques)
Perforacio < 2cm: OTSCs

Avantatge OTSC sobre TTSC:

* mandibules meés grans: tractar orificis més grans
*mes pressio (8-9 Newton)
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No existeixen estudis randomitzats: només series de casos

Table 2 Synopsis of studies reporting over-the-scope clip closure of gastrointestinal perforations n (%)

Ref.

Albert ef al™
Arezzo ef altd
Baron et al™
Tacobaen cf a™d
Disibevaz et al™”
Galizia et al™
Gubler et al™
Hagel ct al™
Jayvaraman ¢ i
Kirschmiak ef al™
Kirschmiak ef a™!
Manta ef al*?
Menmigen ef a
Monkenviller
et al™
Nishiyama ¢f al™?
Parodi et al™
Pohl ¢t al*?
Repici ¢f al™?
Sandmann et al™
Schlag et al™
Seebach ef al™!
Surace of al
Voermans ef al'!

EDJ!

4%
rf 1

Vion REenteln

et al™
Crrerall

Year #  Overall success Postoperative

2011 12
012 14
201 :
2012 10
2012 4
012 3
012 14
2012 17
2013 21
2007 4
2011 19
2011 12
2013 14
2013 7
2013 13
2010 10
2010 2
2009 2
2011 10
2013 i
2010 7
011 19
2 :®
2010 1
3

8/12 (66)
12/14 (86)
24/36 (67)
5/10 (50)
5/9 (56)

3/3 (100)
13/14 {93)
11/17 (65)
12/21 (57)

4/4 (100)
14/19 (74)
11/12 (92)
11/14 (79)
37 (43)

11/13 (85)
8/10 (80)
1/2 (50)
272 (100)
9/10 (90)
6,/ 6 (100)
5/7 (71)
5/19 (42)
3236 (89)
2/4 (50)

220/301 (73)

5/6 (83) 2/2 (100)
12/14 (86)

10/14 (71) 4/5 (80)
5,10 (50)

4/7 (57) 1/1 (100)
3,3 (100)

13,14 (93)*

2/3 (67) 7,10 (70)

4/4 (100)

12 (50) 11711 (100)
11,12 (92)
10/12 (83)
1/3(33)

7/8 (38)

4/6 (67) 1,1 (100}
1/2 (50)

2/2 (100)

2/3 (67) 3/3 (100)

6,6 (100)

2/3(67) 3/4(75)
7/18 (39)

1/1 (100) 31,35 (89)

0/1(0)

81/120 (68)

Acute endoscoplic and
interventional perforations leaks and fistulas

Other chronic

1/4 (25)
10/17 (59)

0,1 (0)

2/4 (50)

26 (33)

1,2 (50)
2/4 (50)

4/5 (80)
3,3 (100)

4/4 (100)

1/1 (100)

2/3 (67)

Lipper Gl

7/9 (78)

19/ 27 (70)
5/9 (56)
4,8 (30)
3/3 (100)
4/5 (80)

9/ 15 (60)

1,1 (100)
10/12 (83)
7/8 (88)
5/9 (89)
3/7 (43)

7/9(78)
4,4 (100)
1/2 (50

7/8 (88)
6/6 (100)
1,/2 (50

7715 (47)

20423 (87)

2/4 (50)

Colorectal

1/3(33)

12/14 (86)
5/9 (56)
0/1(0)
1/1 (100)

9/9 (100)"
272 (100)

3,/3 (100)
4/7 (57)
4/4 (100}
3/5 (50)

4/4 (100)
4/6 (67)

2/2 (100)
2/2 {100}

4/5 (80)
1/4 (25)
12/13 (92)

32/54 (59) 73,94 (78)

Complications

0/12 (0)
0,/14 (0)
/36 (6)"
0/10 (0)

09 ()

0/3 (0)
0,/14 (0)
0/17 (0)
0/21 {0)

0/4 (0)
0,/19 (0)
0,/12 (0)
0/14 (0)

0/7 (0)

0,13 (0)
0,/10 (0)
0/2 (0)
0/2(0)
0/10 (0)
0/6 (0)
0/7 (0)
0,19 (0)
2/36 (6)"
0/4 (0)

4/301 (1.3)

b - . . . ol )
P = 0.01 5 “postoperative” and “other choonde leaks and fistulas”™. "Thoee patients underwent surgery, however, leak was found to be closed by over-the

scope clip (OTSC); Cme patient underwent surgery, however, leak was found to be closed by OTSC; ¥ Unintended closure of small bowel lumen by OTSC

n two cases; 'Ome esophageal perforation, one patient died after delayed operation of colonic perforation with OTSC detached.

Mennigen et al. Novel treatment options for perforations of the upper gastrointestinal tract:endoscopic vacuum therapy and over-the-scope clips. World J Gastroenterol 2014 June

28;20(24):7767-7776
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TRACTAMENT ENDOSCOPIC: TERAPIA VAC
ENDOSCOPICA (EVT)

e Inici dehiscéncies recte
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Ref. Year Overall Postoperative Other perforations Qverall Complications Mortality Stenosis after
() (n) (m) sucCess — completed therapy

Ahrens et al™ 2010 5 5 0 5/5(1 0/5 (0) 1/5 (20)' )

Brangewitz ¢t al® 2013 @ 30 2 27/32 (84) 0/32 (0) 5/32 (16) 3/32(9)

Kuehn ct al™ 2012 5 4 5/9 (89) 0/9 (0) 1/9 (11)

Schorsch et al* 2013 24 17 7 23/24 (96) 1/24 (4) 1/18 (6)

Schniewind et al™! 2013 17 17 0 2/17 (12)

Wedemeyer ¢t al™ 2010 8 ) 0 7/8 (88) 0/8 (0) 0/8(0) 1/8(13)

Weidenhagen et al™ 2010 6 6 0 6/6 (100) 0/6 (0) 1/6 (17) 1/6 (17)

Overall 101 88 13 76,84 (90) /60 (0) 11/101 (11) 8/69 (12)

N~~—~ NS

'One patient died during dilation of a stenosis after complete healing (aorto-esophageal fistula).

Menningen et al. Novel treatment options for perforations of the upper gastrointestinal tract: endoscopic vacuum therapy and over-the-scope clips. World J Gastroenterol

2014;20(24):7767-7776

AVANTATGE:

Tractament de la cavitat (respecte stent)

* EVT més eficag que I'stent en dehiscencies

n=45 30stent vs 15 EVT eéxit: 63,3% vs93,3% p=0,041

1.-comparison of endoscopic Vacuum Therapy vs stent for anastomotic leak after esophagectomy. Journal Gastrointest Surgery July 2015; 19(7):1229-1235



RESUM TRACTAMENT ENDOSCOPIC

 Pacients estables, diagnostic preco¢ i minima contaminacio
o SEMPRE ASSOCIAR UN DRENATGE PER CONTROLAR LA SEPSIS

Dificil dir quina terapia es més eficac: NO existeixen estudis prospectius
randomitzats: DEPEN DEL CRITERI DE LENDOSCOPISTA

RECOMANACIO EUROPEAN SOCIETY OF GASTROINTESTINAL ENDOSCOPY
(ESGE)

Perforacio < 1cm. —> TTS
Perforacié < 2cm. mmmmp OTSCs
Perforacié > 2cm. ‘ Protesis

2.-Mennigen et al. Novel treatment options for perforations of the upper gastrointestinal tract:endoscopic vacuum therapy and over-the-scope
clips. World J Gastroenterol 2014 June 28;20(24):7767-7776
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TRACTAMENT QUIRURGIC

REPARACIO PRIMARIA

Drenatge + sutura primaria (si es localitza)

CERVICAL

* Si lesid traqueal associada: interposicio muscul
ABDOMINAL

Sutura primaria + patch fundus (si no es pot epiplon)

—

ACALASIA completar la miotomia (contralat) + sutura + sistema antirrfeluxe

—

fase final mmmm) ESOFAGUECTOMIA

—

CONTROVERSIES

GASTROSTOMIA DE DESCARREGA?, SNG?
JEJUNOSTOMIA D’ALIMENTACIO??
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TORACICA

Principis generals:
1°) desbridar i drenar el mediasti
2°) controlar la fistula
3°) re-expansio del pulmd

Tractament dependra de diferents factors:
1/3 superior =====m) toracotomia dreta (5€ espai)
LOCALITZACIO 1/3 mig ====mp toracotomia dreta (5e espai)
1/3 distal ======) toracotomia esquerre (6e-7¢)

" ESTENOSIS BENIGNE mm) dil.latacio intaroperatoria +
\ sutura simple + sistema antiRGE

ETIOLOGIA — fase final mmp ESOFAGUECTOMIA

NEOPLASIA == ressecable i estable mms)y ESOFAGUECTOMIA
- \ irressecable =) STENT


http://www.sccirurgia.org/activitats/congres_2013/_congres2009.html
http://www.sccirurgia.org/activitats/congres_2013/_congres2009.html

« Esofag sa

* No estenosis distal

» Pacient estable

J

» Esofag patologic
(fase final acalasia
estenosi indilatable,..)

Pacient molt
inestable no
tributari de

toracotomia o
transhiatal

Minima contaminacio6

Gran contaminacio
Teixit desvitalitzat

Teixit sa

EXCLUSIO
ESOFAGICA

SUTURA PRIMARIA +
PATCH
PLEUROMUSC

TUBENT

ESOFAGUECTOMIA
TRANSHIATAL
TRANSTORACICA +

RECONSTRUCCIO
TRANSIT

O
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ALGORITME TERAPEUTIC
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Orriginal article

Corrent management of esophageal perforation: 20 years experience

A Eruglu' A Turkyilmaz,' ¥. Aydin' E Yokeler,' M, Karuoglanogh!

Esophageal perforation
|
| |
Cervical Thorackc-Abdominal Perforation
- Healthy Diseaszed esophagus with distal obstruction
Contained Lincontained esophages
pactosuii foration ]
v '
k 4 b -
_ ; v Operable MNommegacsophagus Inoperable
Cral stop Primary repair or malignancy achalisia malignancy
Parenteral nutrition droinage Contained Uncontained * Carrosive stricture
Antinticrobials perforation prerforation * Mepaesophagus
achalasia
l T b v
T-10 days ——  No improvement * Monoperative Resection Primary repair Esophagzal stent

Inprovement treatment Cardiomyotony

* Endoscopic

treatment

(hemochipping.

fibrin glue, stenr)

Contrast
edcphegogram L L
Acceptable Unacceptable
Tor repair for repatt
¥ .
Reinforced Controlied fistule
primary repair -Resection
-Exclusion and
diversion

Fig. 1

Therapeutic algorithm for esophageal perforation.
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REFLEXIONS -

On, Quan, Com esta el pacient?
Recursos dels que disposo

Tendencia a augmentar els tractaments conservadors o
minimament invasius

Concepte dinamic del tractament: EQUIP ESPECIALITZATS

Falten estudis randomitzats que donin resposta a un algoritme
terapeutic standard.
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Perforacion esofagotoracica

Sutura simple
* A diagndstico precoz
* esdfago sano

Sutura Soélo drenaje Esofagogastrectomia
+ ¢ Adiagnéstico muy tardio * lesion obstructiva
colgajo *ASAIV -V s ASA| - Il
* A diagndstico tardio * perforacion no visible
« esofago sano
+ + + )
+
v v
Gastrostomia Fistulizacion Exclusion esofdgica
+ ° reparacion precaria = mediastinitis grave
yeyunostomia *ASAIV -V

* paciente desnutrido
° reparacidn precaria



INCONVENIENTS:

Ineficacia en perforacions inflamatories, fibrotiques (teixit desvitalitzat)
Oclusi6 de la llum === perforaci6 gran realitzar tancament tipus estricturoplastia

No utilitzar la tecnica de succio sino la de la doble pinca

/.—"
'--I..

NN,
<)~y
=)

"-.

\
'\\.

Weiland et al. Performance of the OTSC system in the endoscopic closure of iatrogenic gastrointestinal perforations: a systematic review. Surg
Endosc (2013)27:2258-2274



ESQUEMA DE TRACTAMENT

ATB
+
NPT (Alguns autors només en casos de desnutricio) o
enteral
+

control del RGE (SNG)???

1 7 dies

Control radiologic (TEGD 6 TC amb contrast oral)



_ Contemporanf_:ous management -H

of esophageal perforation

Ghulam Abbas, MD, Matthew J. Schuchert, MD, Brian L. Pettiford, MD, Arjun Pennathur, MD, James
Landreneau, Joshua Landrenean, James D. Luketich, MD, and Rodney J. Landreneau, MD,
Pittsburgh, FA

Table 1  Esophageal perforation severity score®

Table IV. Perforation score (0-18)*%

Variable Score (range 1-3) : . ,
Clinical score =2 (n = 44) 35 n = 4% =5 (n = 26)

Age =75 years 1 Complications, 23 (53) 32 (65) 21 (81)

Tachycardia >100 beats/min 1 n (%)

LEUkﬂE},FtDS'iS >10,000 WBC fﬂ'lL 1 Mnr:u_tity. n (%) 1 (2) 3 (6) 7(27)

Pleural effusion (on CXR or CT) 1 DT: ?{:.;,Gf = 2 =

Fever >38.5°C 2 “I'lel.ll.lalivr scare hased an following varables: 1 = age >75, mchycardic,

Free leak [:{m CT or banium 5wa[l_gw} 2 lcukocytosis, efusion; 2 = fever, noncontained, >34 hours, respiratory

Respiratory compromise (respiratory 2 A

rate >30, mech vent)

Time to diagnosis >24 hours 2

Cancer 3

Hypotension 3

Total potential score 18

Abbreviations: CT, computed tomography; CXR, chest x-ray;
WBC, white blood cell.

Perforacio continguda, sense afectacio respiratoria ni altres signes de sepsis
(independent,ent etiologia) # conservador

score:2 # maneig conservador
score >5 EEp manieg quirdrgic



Ben-David et al (J AM Coll Surg 2014) n=76 pacients

Suspected Esophageal Perforation

!

Water soluble contrast CT of

/ Chest & Abdomen

Uncontained

Contained leak Uncontained .
in the chest leak in the Chest leak in the
[ abdomen
NPO
IV Abx
« Esophageal Stent
= Laparoscopic or
) Thoracoscopic drainage J
Chest drainage as if needed
needed s Laparoscopic feeding
jejunostomy/gastrostomy <24 hours:
Esophageal

Stent, Minimally
Invasive Repair,
+ Gasliric Wrap,

and jejunostomy

=24 hours:
Esophageal
Stent,
Laparoscaopic
drainage and
feeding
jejunostomy tube
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LOCALIZACION CIRUGIA CONSERVADOR TOTAL

n=23 n=22

Torécico 1 (4,3%) 9 (40,9%)
supracarinal

Abdominal 7 (30,4%) 2(9,1%) 9




TRATAMIENTO

PERFORACIONES ESOFAGICAS

cirugia urgente (18,7%)
de rescate: 2 stripping

Porcentaje , . )
esofagicos y 1 drenaje
QUIRURGICO 26 53,1% quirargico cervical
CONSERVADOR 23 46,9 %
49 100 %
MORBILIDAD 85,7 %
- .- Insuficiencia respiratoria,
Porcentaje derrame pleural, sepsis y
Stripping 16 61,5 % mediastinitis
Sutura simple 1, MORTALIDAD 18,4 %
Sutura simple + 7,7% .- Insuficiencia respiratoria,
Patch pleural Shock séptico.
Sutura simple + 2 7,7%
Thal P ] ESTANCIA HOSPITALARIA
.- 33 DIAS. Igx Vs Conservador:
Drenaje 1 3.8% 21,22 Vs 44,14
Otros 3 11,5%
26 100 %




ESOFAGICAS

PERFORACIONES
ETIOLOGIA CIRUGIA CONSERVADOR TOTAL
n=23 n=22
Yatrogénica 6 (26,1%) 15 (68,2%) 21
Espontanea 12 (52,2%) 1 (4,5%) 18
Cuerpo extrafio 4 (17,4%) 1 (4,5%) 5
Tumoral 0 3(13,6%) 3
Post-quirurgica 1 (4,3%) 2 (9,1%) o
MORBILIDAD CIRUGIA CONSERVADOR P
MAYOR
n=23 n=23
MORBILIDAD 20 (87%) 18 (81,8%) 0,63
Insuf. Resp. 17 (74%) 12 (54,5%) 0,17
Neumonia 15 (65%) 13 (59%) 0,42
Sepsis 14 (61%) 9 (41%) 0,18
Mediastinitis 6 (26%) 7 (32%) 0,67
Neumotorax 3 (13%) 4 (18%) 0,63
Absceso 6 (26%) 6 (27%) 0,92
Hemorragia 2 (9%) 6 (27%) 0,1
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DIAGNOSTIC

Rx cervical, toracica o abd:
- perdua de lordosis cervical
- pneumomediasti
- hidropneumotorax
- pneumoperitoni
TEGD amb doble contrast soluble: sensibilitat 80%

TC: Millor que el TEGD perque:
- precisa extensio de la infeccid en els espais paraesofagics
- localitza la perforacio: sabem la via d’abordatge

FGS: indicada en alguna ocasio:
- cos extrany enclavat
- dubtes anastomosis
- descartar obstruccio distal si hi ha dubtes
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