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ABSTRACT 
 
Missed iatrogenic cervical esophageal injury after thyroidectomy is a rare complication. Post-
operative painful deglutition, subcutaneous emphysema or local swelling should raise the alarm. 
Seven days after thyroidectomy, a patient was referred to us with copious purulent discharge and 
saliva draining from cervical wound. Cervical incision was taken down; wound irrigated and kept 
open for dressings. Focused wound management along with enteral feeding via feeding jejunostomy 
was initiated. Esophagoscopy was done in the second week and proximal edge of defect was 
identified. During the third week, when wound was clean and patient had gained her lost weight 
back, mucosal and muscular layers were repaired with interposition flap between esophagus and 
trachea. On seventh post-repair day esophagogram was normal. Patient was discharged on 
semisolids. Six weeks postoperatively, endoscopy and dilation was done for grade II dysphagia. Six 
months later, patient remains symptom free. 
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1. INTRODUCTION  
 
Although esophageal injuries are uncommon with 
overall incidence of 3 %, they have a potential for 
life threatening outcomes [1]. Iatrogenic injuries 
are the most common cause of cervical 
esophageal perforation [2] and can occur during 
procedures such as endoscopy, endotracheal 
intubation, tracheostomy or surgeries involving 
the neck [2].Thyroidectomy itself is one of the 
least common causes with only seven cases 
reported [3]. 
 

2. PRESENTATION OF CASE 
 
A 23 year old teacher was referred to us by the 
operating surgeon seven days after a 
thyroidectomy. On presentation she was severely 
dehydrated, febrile, weak and unable to vocalize. 
The cervical wound was showing a pool of 
purulent secretions mixed with saliva and food 
particles continuously streaming down her neck. 
 

Cervical incision was completely taken down, 
wound washed and irrigated with copious normal 

saline and kept open for daily dressings. There 
were silk sutures present in the wound. On 
further exploration it was found that the lower 
edge of the esophageal laceration was sutured 
with the lateral wall of trachea. Edema, 
inflammation and thick purulent flakes were 
present all over the wound and extended deep in 
the prevertebral region. Sutures were removed, 
wound was irrigated and kept open for dressing. 
Patient was made nil by mouth, pus cultures            
was obtained, empirical antibiotics were            
started, intravenous fluids initiated and a        
feeding jejunostomy was fashioned for enteral 
feeding.  
 
In the second week when the wound was clean, 
we proceeded with rigid esophagoscopy under 
general anesthesia to determine the proximal 
edge of esophageal injury. A defect in the 
anterolateral wall of the cervical esophagus 
about 2.8 cm in length at C 5 and C 6 level was 
identified, with only the posterior esophageal wall 
intact. The proximal edge was marked with a 
prolene stitch and the defect was carefully 
stented with a nasogastric tube. 

 

 
 

Fig. 1A. Initial presentation of wound with discharge, 1B. Salivary discharge from wound,     
1C. Healed wound 



 
 
 
 

Mazcuri et al.; AJCRS, 5(2): 12-16, 2020; Article no.AJCRS.60647 
 
 

 
14 

 

 
 

Fig. 2A. Wound exploration with nasogastric tube in situ, 2B. Layered repair of esophagus 
 

High caloric diet through the feeding jejunostomy 
and parenteral route was continued to help gain 
her weight (5 kg). On the 19th day of admission 
the wound was explored with intent to repair the 
defect.  Esophageal edges were mobilized 
carefully, and the defect was repaired in two 
layers over a thin nasogastric tube. Mucosal 
layer was repaired with interrupted 3/0 vicryl and 
the muscular layer was repaired with 2/0 
interrupted silk sutures and interposition muscle 
flap was placed between the esophagus and 
trachea. 
 
On seventh day of repair, an esophagogram was 
found to be normal. Patient tolerated semisolids 
well and was discharged. She presented six 
weeks later with grade II dysphagia for which 
endoscopy and dilation was done. Six months 
post repair, patient remains symptom free. 
 

3. DISCUSSION 
 

Cervical esophageal perforation constitutes 57 % 
of all esophageal perforations

 
[1]. Seventy 

percent of them are iatrogenic [2,4]. Iatrogenic 
injury results from sharp foreign bodies, 
interventional procedures such as endoscopy or 
while endotracheal intubation of difficult patients 
or procedures for cervical spine or thyroid [2,4]. 
These patients present with pain in neck or 

chest, stiffness or pain in neck movements, 
dysphagia and fever. On examination, 
subcutaneous emphysema can be appreciated 
initially on neck and later on chest. Change of 
voice may also be appreciated [2,4,5,6,7,8,9,10]. 
 
All suspected and symptomatic patients should 
be investigated early

 
[4,11]. Radiographs of neck 

and chest with presence of air in prevertebral 
plan on a lateral view is initially discovered 
[4,10,11]. Contrast esophagogram is 
investigation of choice as it confirms the 
diagnosis, defines site, extent of injury and is 
also beneficial after surgical repair 
[5,7,8,9,10,12]. Role of endoscopy is debatable 
as it allows visualization of perforation but may 
also enlarge it if not performed carefully 
[2,5,9,11]. CT scan with contrast is done when 
esophagogram is not possible or investigations 
do not substantiate in highly suspected cases. It 
also identifies other pathologies [2,4,5,8,9,11]. 
CT scan has a false negative rate of 1% vs 10% 
seen in esophagogram [1,3,5,13]. 
 
When esophageal injury is suspected after 
thyroidectomy, treatment should commence 
within 24 hours of the event

 
[1,2,3,6]. 

Management can be conservative for tears less 
than 2 cm without mediastinal contamination 
[2,4]. Focused, aggressive management is 
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required in cases of larger injuries recognized 
late such as in this case to avoid progressive 
necrosis of esophagus and risk of extension to 
mediastinum. Wounds must be widely opened 
and drained with irrigation to remove visible 
purulent debris. 
 

Intravenous broad spectrum antibiotics, fluid 
resuscitation and parenteral nutrition play a vital 
role [3,4,5,8,10,14]. A feeding jejenostomy to 
address adequate caloric intake and avoid fluid 
and electrolyte imbalance should be started early 
[2,4,5,13]. The goal of this focused management 
protocol is to help achieve a clean wound with 
healthy granulation tissue so that the esophageal 
defect be effectively repaired [14]. 
 

Primary surgical repair with neck drainage 
remains treatment of choice if performed within 
24 hours of injury [2,4,5,13,14]. It can be done in 
two layers with or without reinforcement 
[4,5,9,10]. Contained cervical perforation can be 
treated with drainage alone procedure and 
conservative management [11]. Esophagectomy 
with reconstruction with or without feeding 
jejunostomy may be required for large defects, 
extensive mediastinal contamination and 
esophageal necrosis

 
[2,5,9]. Our strategy in this 

case had been to avoid resorting to an 
esophagectomy which carries its own morbidity 
and mortality. 
 
Esophageal perforations have around 15-28% 
mortality

 
[4,12,14]. Cervical esophageal 

perforations have a lower mortality rate around 6 
to 8 % [2,3,4,11]. Morbidity and mortality are 
dependent on early diagnosis and early 
treatment [2]. Esophageal perforations treated 
within 24 hours have a mortality rate of 14% as 
compared to 27% when presented and treated 
after 24 hours

 
[4,12,14]. 

 

4. CONCLUSION 
 

Late recognition of iatrogenic cervical 
esophageal injury poses a unique management 
challenge to a thoracic surgeon. Wound drainage 
must be early to avoid esophageal necrosis and 
mediastinitis. A focused management protocol 
and aggressive supportive care in a dedicated 
center to achieve repair is still possible with low 
postoperative morbidity. 
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