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Esophageal perforation (EP) in neonates especially Figure 1. A. x-ray showing abnormal course of OG
in premature neonates is a rare but potentially fatal tube
complication with mortality rates estimated to be as

high as 28%.! Various etiological modalities have been

reported to have caused EP including gastric tube
insertion, endotracheal intubation, oesophageal dilation

and respiratory suction catheters.* We report a case of

an extremely premature newborn that was diagnosed

to have an EP.

A male newborn with a birth weight of 700 grams
born at 26 weeks of gestation age was intubated and
ventilated soon after birth. Routine X-ray chest was
performed to check endotracheal tube position which
showed abnormal course of nasogastric (NG) tube
and going towards right side (Figure 1). Baby also
developed right sided pneumothorax very soon which
was drained with intercostal drainage tube. A repeat
X-ray chest was performed with water soluble contrast
on clinical suspicion of oesophageal perforation which
suggested presence of esophageal leak (Figure 2).
Baby was managed conservatively with total parenteral
nutrition (TPN), intravenous (IV) antibiotics and was
started on enteral nutrition on day 5. Once baby
established full enteral feeds, a repeat oesophagogram
was performed on day 14 which showed resolution of
leak (Figure 3). Baby was successfully discharged on
65t day of life.

Elkof et al first reported traumatic perforations of the
pharyngo-oesophageal region in the newborn.? Since
then, it has been increasingly mentioned as a possible
complication. The overall estimated incidence of
iatrogenic EP is 0.8% in preterm infants.> Neonatal
EP is usually iatrogenic and often due to multiple
intubation attempts, oropharyngeal suctioning,
nasogastric or orogastric tube insertion. Commonly
patients with oesophageal perforations may present
with subcutaneous emphysema and signs of respiratory
distress including tachycardia, tachypnea and grunting.*

Regarding diagnosis, chest X-ray may be used as
an initial test; however, plain films maybe normal

Figure 2. Water soluble contrast leaked into
mediastinum
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Figure 3. Contrast study after 14 days suggestive of
complete recovery

in 12% to 33% of cases.* An unusual course of the
nasogastric tube, pneumothorax, pleural effusion,
subcutaneous emphysema, pneumopericardium,
and pneumomediastinum have been observed on
radiographs.! Confirmative diagnosis can be made with
water-soluble contrast study performed expeditiously
when there is reasonable suspicion. Endoscopy has
been used for diagnosis however it is not advocated
for diagnosis due to other risks involved.®

Historically, management of EP was operative, but
trends have shifted toward non-operative treatment.
The majority of children with EP can be managed
successfully by conservative measures and pleural
drainage, with surgical procedures reserved for
large disruptions of the esophagus, intra-abdominal
perforations, and cases that fail to respond to

appropriate conservative measures.® Hodgson et al
reported outcome of eleven neonates with EP and they
reported that all neonates were managed with bowel
rest and intravenous antibiotics for a median of 7 days;
and only two patients required operative intervention.”

In conclusion, EP is not uncommon in premature
infants. Early suspicion and diagnosis of EP is important
because appropriate treatment usually ensures a good
outcome.
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