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vis da mkurnalobis Sedegebi. dasabuTebulia 
filtvis arteriis Tromboemboliis qirurgiuli 
profilaqtikis Cvenebebi transfasciuri Trombo-
zebis dros didi kanqveSa venis auzSi. postope-
raciul periodSi yvela pacients transfasciuri 
TromboziT, qirurgiuli mkurnalobis radika-
lurobisagan damoukideblad, mkurnaloba eniSne-
ba iseve, rogorc Rrma venebis Trombozis dros. 
aqtiuri qirurgiuli taqtikis CarTva transfas-
ciuri Trombozis dros iZleva filtvis arte-
riis Tromboemboliis efeqturi profilaqtikis 
saSualebas.

transfasciuri TromboziT garTulebuli 
varikoTromboflebitis dros mkurnalobis Ziri-
Tad standartad unda CaiTvalos Trombeqto-
mia, daavadebis recidivis da filtvis arteriis 
Tromboemboliis Semdgomi profilaqtikiT. per-
forantuli venebis Trombozis dros rekomende-
bulia subfasciuri Trombeqtomiis Catareba per-
forantis Semdgomi gadakvanZviT. yvela pacients 
transfasciuri TromboziT, miuxedavad operaci-
uli Carevis moculobisa, unda Cautardes iseTive 
mkurnaloba, rogorc Rrma venebis Trombozis 
dros.
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Esophageal perforation (EP) is a devastating condition. In 
modern times it is still associated with substantial morbidity and 
mortality. [3]. Injuries to the esophagus represent a rare but po-
tentially lethal clinical condition. Emergency management is a 
challenge and mortality remains high [13]. Spontaneous perfo-
ration, referred to as Boerhaave’s syndrome, accounts for only 
15% of cases of esophageal perforation, foreign bodies for 14%, 
and trauma for 10% [11]. The common denominator of all these 
heterogeneous conditions is the contamination of surrounding 
spaces with digestive contents and the evolution to severe sepsis 
and death in the absence of timely diagnosis and appropriate 
treatment. Mortality of esophageal perforation ranges between 
10% and 20% and the delay in treatment is the most important 
survival predictor [8, 10].

Case Report. 62-year-old male patient came to Surgical De-
partment of the First University Clinic of Tbilisi State Medical 
University on 17.10.2018 15:00. The patient complained of pain 
in the chest cavity, especially after eating, shortness of breath, 
fever, chills, weakness. The patient felt pain in the chest cavity 

after eating 4 days before hospitalization. Despite this, the next 
day, he took alcohol in large quantities. Last night he felt a sharp 
pain in the chest cavity. In the ER department, the patient under-
went a clinical examination. laboratory tests were carried out. 
Computed tomography of the thoracic cavity enhanced by per os 
contrast was performed. CT scan revealed pneumomediastinum, 
extravasation of contrast medium at the level of the 8th thorac-
ic vertebra. The size of the defect was 2.1 cm. Contrast agent 
spread partly paraesophagially, partly in the preaortic space. It 
did not spread into the abdominal cavity. Found infiltration in 
the basal segments of the lungs on both sides. A small amount 
of fluid was detected in both pleural cavities (Fig. 1,2). Esopha-
gogastroduodenoscopy revealed a defect in the esophagus at the 
level of 32 cm from the incisors. Dimensions of defect were 
2.0 - 3.0 cm. Patient was hemodynamically stable, spO2 – 91%, 
t - 38,4o C, cor - rhythmic tones, muffled, pulmo - auscultatory 
marked weakened breathing on both sides in the lower lobes 
and crepitus. Diagnosis - perforation of the lower third of the 
thoracic part of esophagus, acute mediastinitis.

 

Fig. 1. Axial section. Mediastinal window. Contrast agent in-
troduced per os was noted in the esophagus and spread outside 
its lumen – extravasation. Paraesophageal emphysema

Fig. 2. Axial section. Bone window. Contrast agent introduced per os 
was noted in the esophagus and spread outside its lumen – extravasa-
tion. A defect with a diameter of 2.1 cm was noted on the anterior wall 
of the esophagus. Accumulation of large amounts of contrast agent was 
noted ventrally of the esophagus. Paraesophageal emphysema
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An urgent operation was performed on 17.10.2018 21: 40 - 
18.10.2018 00:35. Left-sided posterolateral thoracotomy, medi-
astinotomy, suturing of the defect, buttressing of the sutures with 
the mediastinal pleura, washing and drainage of the mediastinum 
and left pleural cavity were performed. Intraoperatively 400 ml 
of turbid fluid was found in the left pleural cavity. Fluid was aspi-
rated from the pleural cavity. The mediastinal pleura in the lower 
third was inflamed, edematous. On palpation, fluctuation was felt. 
Wide mediastinotimy was performed. Food debris and also a dark, 
cloudy liquid, both in large quantities were noted in the mediasti-
num. Food debris and liquid were completely evacuated from the 
mediastinum. A large defect (up to 3 cm in diameter) was found 
in the lower third of the esophagus. The edges of the defect were 
sharply inflamed, edematous, loosened. Esophagus was mobilized. 
A defect was sutured with technical difficulties and was buttressed 
with a mediastinal pleura flap. The mediastinum was washed with 
saline solution. Nasogatric tube was inserted. Drainage with active 
aspiration was placed in the mediastinum. The mediastinal pleura 
was closed with rare sutures. The pleural cavity was also washed 
with saline. Drainage with active aspiration was placed in the left 
pleural cavity. The thoracotomy wound was sutured in layers. After 
that, a Witzel gastrostomy was performed.

Аfter the operation, the patient›s treatment continued in the 
intensive care unit. Antibiotic therapy with cefepime, vancomy-
cin, metronidazole was carried out. Bacteriological examination 
of fluid taken from the mediastinum during surgery revealed the 
growth of Candida albicans. Hence, fluconazole was included 
in the treatment. In addition, infusion therapy, gastroprotec-
tion, anticoagulation, symptomatic therapy was carried out. 
On 22.10.2018 antibiotic therapy was adjusted and meropenem 
was included instead of cefepime. In the Postoperative period, a 
small amount of hemorrhagic discharge was observed from the 
pleural drainage. Small purulent discharge from the mediastinal 
drainage was also noted.

Throughout the hospitalization, the patient was adequately 
nourished first with a gastrostomy tube and then per os.

Extubation was performed on 25.10.2018. CPAP therapy was 
conducted periodically. Bacteriological examination of blood, pleu-
ral and mediastinal effusions, X-ray and CT examinations of the 
chest cavity were carried out periodically according to indications.

Hectic fever appeared (39oC) on 03.11.2018. CT of chest cav-
ity was performed. The study revealed free air paraesophageally in 
the region of the lower third of the esophagus. Extravasation of per 
os contrast agent was noted. Contrast agent spread in both pleural 
cavities. Infiltrative changes were noted in both basal segments of 
the lungs. Pleural separation on the right side was 7.6 cm and on the 
left - 3.7 cm. Pleural drainage was also placed on the right side. 200 

ml of reddish brown exudate was obtained. This time, bacteriologi-
cal examination of pleural exudate revealed Klebsiella pneumonia. 
Antibiotic therapy was corrected. Colimycin was prescribed instead 
of meropenem and vancomycin.

Since leakage was noted, it was decided to place an esophageal 
stent in the area of the defect. Stenting with a self-expanding cov-
ered metal stent was performed on 05.11.2018. After that the patient 
was fed with liquid meal per os. Temperature returned to normal. 
The patient’s condition gradually improved. On radiographs, infil-
trative changes in the lung tissue were no longer observed. Labo-
ratory tests improved and on November 17.2018 the patient was 
transferred from the intensive care unit to the surgical department.

The right-sided pleural drain was removed on 19.11.2018. 
On 20.11.2018, the control X-ray examination revealed stent 
displacement. It was corrected endoscopically. Since there was 
no more discharge from the mediastinal and left-sided pleural 
drains, after control X-ray examination, they were removed on 
26.11.2018. CT with per os contrast was performed. Extravasa-
tion of contrast was no longer noted (Fig. 3).

Fig. 3 Axial section. Mediastinal window. A stent was marked 
in the lumen of the esophagus. Adjacent soft tissues were infil-
trated. Fluid and gas masses were noted in both pleural cavities

A complication in the form of bleeding was noted on 01.12.2018. 
Bleeding was controlled conservatively. Esophagogastroduode-
noscopy was performed but active bleeding was not found. Stent 
position was adequate. Anemia was corrected by RBC transfusion. 
Recurrence of bleeding was not observed. On the control X-ray ex-
amination, the position of the stent was correct.

Finally, stent was removed and on 07.12.2018 the patient was 
discharged from the clinic in good condition. Control CT with 
per os contrast was performed (Fig. 4).

			   a 				    b
Fig. 4 Axial section. Mediastinal window. a - Paraesophageal infiltrative changes were reduced. Fluid and gas masses of pleural cavities 

were reduced too; b - Contrast agent introduced per os was noted in the esophagus and did not spread outside its lumen, no extravasation
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Table. Criteria for non-operative management of esophageal perforations 
Delay in management Early: less than 24 h
Clinical presentation Absence of symptoms and signs of sepsis

Radiological criteria

Cervical or thoracic location of the esophageal perforation
Contained perforation by surrounding tissues
- Intramural
- Minimal peri-esophageal extravasation of contrast material with 
intra-esophageal drainage
- Absence of massive pleural contamination

Esophageal characteristics No preexistent esophageal disease

Other

Possibility of close surveillance by expert
esophageal team
Availability of round the clock surgical and
radiological skills

Fig. 5. Pittsburgh suggested a perforation severity scoring system

Within two years from the moment of injury of the esophagus, 
the patient feels well, takes food without problems, refuses to 
conduct control studies.

Esophageal perforation is an emergency situation that re-
quires quick decision making to save the patient.1-4 A multitude 
of operative strategies have been suggested to deal with esopha-
geal disruption [27].

In our case, we cannot assert with absolute accuracy, but can 
only guess that the perforation was the result of a foreign body 
(for example, a bone accidentally swallowed while eating). It 
took 4 days from the moment of the onset of pain to hospital-
ization. The patient himself associates a plentiful meal and the 
onset of pain. There was no vomiting. So, we consider this case 
as perforation by a foreign body.

Contrast-enhanced computed tomography (CT) and CT 
esophagography is the imaging examination of choice in pa-
tients with suspicion of EP. CT is highly sensitive (92–100%) in 
detecting EP and helps to asses extension to adjacent structures 
(collection of air or fluid in the mediastinum, pleural and intra-
peritoneal effusions) and to guide initial therapy. CT can also 

eliminate other conditions that may mimic EP (aortic dissection, 
esophageal intramural hematoma, etc.) [4,20,28,39]. In select 
cases, contrast-enhanced esophagogram (gastrografin/barium) 
may provide useful information regarding the location and the 
contained character of EP [20]. Indirect signs of esophageal in-
jury can also be seen on a plain chest radiograph (pleural ef-
fusion, pneumomediastinum, subcutaneous emphysema, hydro-
thorax, pneumothorax, and collapse of the lung) [30].

Non-operative management (NOM) of EP can be considered 
in stable patients with early presentation, contained esophageal 
disruption, and minimal contamination of surrounding spaces 
if highly specialized surveillance is available. The criteria de-
veloped by Altorjay et al. [2] more than two decades ago are 
still the mainstay of non-operative management (Table). Endo-
scopic treatment is the gold standard for closing EP that occur 
and are recognized during an endoscopic procedure. New in-
terventional endoscopic techniques, including endoscopic clips, 
covered metal stents, and endoluminal vacuum therapy, have 
been developed over the last several years to manage esophageal 
perforation in an attempt to decrease the related morbidity and 
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mortality [36]. Endoscopic clip placement (through the scope 
clips, over the scope clips) is currently the standard method for 
closing small (< 2 cm) luminal perforations [5, 23]. Endoscopic 
stents (partially or fully covered self-expandable metal stents, 
self-expandable plastic stents) can be used to cover larger de-
fects or complete unsatisfactory clip closure [32]. In a recent 
review, the use of self-expandable stents for the treatment of 
esophageal leaks (spontaneous, iatrogenic, and postoperative) 
resulted in 88% success and 7.5% mortality rates. These results 
compared favorably with outcomes of surgery (83% success and 
17% in hospital mortality) leading the authors to conclude that 
esophageal stenting can be successfully applied as an alterna-
tive therapeutic strategy in EP [25]. Minimal 2–4-week duration 
of stent placement has been advocated to allow sealing of the 
perforation. Esophageal stent placement is probably just as ef-
fective as surgical repair for the treatment of iatrogenic EP [17]. 
Endoscopy may be used as definitive treatment either alone or 
in combination with interventional radiology or surgical proce-
dures (drainage of pleural abscess, or compressive pneumotho-
rax, etc.) [6]. Successful closure of esophageal defects by pri-
mary or rescue endoluminal vacuum therapy has been recently 
reported and may represent a promising alternative treatment for 
EP [21,31]. In patients with late presentation and in patients with 
non-endoscopic EP, the use of endoscopy as first-line therapy 
may be considered. Although successful endoscopic manage-
ment has been reported in select Boerhaave [19,33,38,39] pa-
tients with minimal symptoms and signs of sepsis, concerns on 
patient safety warrant caution regarding first-line use of endo-
scopic treatment under such circumstances [6,33]. Endoscopic 
stenting is a useful adjunct treatment tool in patients with persis-
tent leakage following surgical treatment of EP [9, 14].

More recently, the Pittsburgh classification has been devel-
oped to include an esophageal perforation score based on ten 
clinical and radiological factors to help decision-making for 
patients with EP [1]. The score has been validated in a multi-
national study, and it has been suggested that low score (≤ 2) 
patients might be eligible for non-operative management [27].

In recent years interventional endoscopy and radiology have 
further broadened the spectrum of available treatment options. 
Modern nonoperative management ranges from conservative 
treatment to advanced interventional procedures. Against this 
background the group from Pittsburgh suggested a perforation 
severity scoring system (PSS) [1]. PSS can be used to stratify 
patients with esophageal perforation into distinct subgroups 
with differential morbidity and mortality outcomes. Further-
more, PSS strata could be used to identify candidates for nonop-
erative management [27, 29, 35].

Morbidity, frequency of operative treatment, length of stay, 
and mortality were strongly associated with the score value. 
Stratification was performed by creating low- (PSS 2), interme-
diate- (PSS 3-5), and high-risk- (PSS>5) groups. The low-risk 
group had significantly better outcomes regarding morbidity, 
mortality, and length of stay compared with the other groups. 
Moreover, frequency as well as dimension of operative treat-
ment was significantly lower. These observations lead to con-
clude that affiliation to group 1 (low PSS) is associated with 
more favorable outcome and might be an indicator for possible 
nonoperative treatment. The fact that each of the most threaten-
ing variables, esophageal cancer and circulatory shock, is as-
sociated with 3 points and therefore by definition excluded from 
group 1, adds further support to this conclusion [26, 27] (Fig. 5).

Esophageal stent placement for the treatment of an acute per-
foration or an intrathoracic anastomotic leak after esophagec-

tomy has become a recognized treatment option for selected pa-
tients. These patients include patients with an intrathoracic leak 
without esophageal necrosis or a mucosal injury greater than 6 
cm in length. Stent placement for an acute perforation offers the 
potential advantages of earlier oral nutrition, a reduced hospital 
stay, and avoidance of the morbidity and recuperation associated 
with an operative repair while achieving success rates that com-
pare favorably with traditional primary closure [15]. Esophageal 
stent placement for an anastomotic leak offers the same advan-
tages and appears to significantly reduce the rate of anastomotic 
stricture requiring treatment compared with reoperative repair 
or expectant management [16]. However, untoward events have 
been reported after esophageal stent placement for the treat-
ment of an anastomotic leak or acute esophageal perforation. 
These include fistulization with vascular structures, migration 
with distal bowel obstruction, airway fistulization or compres-
sion, esophageal necrosis, and stent fracture or degradation 
[14,18,37].

The risk of significant complications related to the use of an 
esophageal stent to treat an intrathoracic anastomotic leak or 
acute perforation was significantly reduced when the stent could 
be removed in less than 14 or 28 days, respectively. Clinicians 
using this technique are encouraged to adopt systematic criteria 
for removing esophageal stents such as those outlined, which 
include stent dwell time. This may allow a significant reduction 
in the rare but serious complications reported in patients with an 
acute esophageal perforation or intrathoracic anastomotic leak 
treated with an esophageal stent [14].

Surgery should be undertaken in all patients who do not meet 
NOM criteria. If surgery is indicated for EP, patients should be 
taken to the operative room as soon as possible. Even minor 
delays in surgical treatment may increase morbidity and mor-
tality rates. Mortality of patients managed within 24 h of EP is 
under 10% compared to 30% after this time [1,7,8,12,20]. Gen-
eral principles of esophageal perforation management include 
(1) excellent exposure, (2) debridement of non-viable tissue, 
(3) closure of defect, (4) use of buttress to reinforce esophageal 
sutures, and (5) adequate tube drainage. Primary repair is the 
treatment of choice for EP with free perforation of the thoracic 
esophagus. Management of perforation of the thoracic esopha-
gus relies on immediate interruption of mediastinal and pleural 
contamination, debridement of the perforation to healthy tissue, 
tension-free primary repair, and adequate external drainage [34]. 
Ases demand an individualized approach and it is difficult to 
be proscriptive about the actual operative steps. Thoracotomy 
will usually be required and the degree of pleural effusion or 
visible wall defect on CT may guide the incision side. A lapa-
rotomy or laparoscopy will usually be required in addition to 
enable construction of a feeding jejunostomy and possibly a 
decompressive tube gastrostomy. The alternative is a nasogas-
tric tube or combination of tubes to allow decompression and 
feeding. In general, a diversionary cervical esophagostomy (for 
saliva) is not recommended. Buttressing the esophageal repair 
with surrounding viable tissue (intercostal muscle flap, pleural 
or pericardic patch) has been recommended to decrease the risk 
of leakage. Drainage of the mediastinum and pleural cavity is 
required and enteral nutrition remains an essential component of 
the treatment plan [13].

If direct repair of thoracic EP is not feasible (hemodynamic 
instability, delayed surgical exploration, extensive esophageal 
damage) esophageal exclusion, diversion, or resection should 
be performed. Repair over a large size T-tube can be used to 
create a controlled esophago-cutaneous fistula and minimize 
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mediastinal and pleural contamination [22]. Complete esopha-
geal diversion or thoracic esophageal resection is required in the 
presence of large esophageal disruption; creation of a cervical 
esophagostomy and feeding jejunostomy are mandatory in these 
patients [34]. Resection is the best option in the presence of pre-
existing esophageal pathology [12,24]. If the patient survives, 
colon interposition or gastric pull-up reconstruction are required 
6–12 months after complete diversion or resection of the tho-
racic esophagus [13].

In our case, hospitalization was late, there was an effusion 
as in the mediastinum as in both pleura, mediastinitis was de-
veloped. An emergency operation was performed. After mobi-
lization of the esophagus, the defect was sutured and reinforced 
with a pleural flap. After washing of the mediastinal and pleural 
cavities, they were drained. Despite this, leakage developed. 
Therefore, a stent was placed in the defect area endoscopically. 
Complications in the form of stent dislocation and subsequently 
developed gastroduodenal bleeding occurred. The first compli-
cation was corrected endoscopically and the subsequent one was 
eliminated by conservative measures.

Thus, esophageal perforation continues to present a diagnostic 
and therapeutic challenge despite decades of clinical experience 
and innovation in surgical technique. Accurate diagnosis and 
early treatment are essential to the successful management of 
patients with this increasingly frequent condition. The diagnos-
tic errors and delayed treatment that result significantly increase 
morbidity and mortality. A high degree of suspicion in clinical 
situations that might be associated with or secondarily lead to 
esophageal perforation; starting appropriate treatment within 
24 h can be lifesaving under these circumstances. Both CT and 
endoscopy are reliable diagnostic tools and their use should 
be tailored to the patient condition. Definitive management of 
esophageal emergencies should be undertaken in specialized 
centers in which multispecialty expertise is available round the 
clock. Despite all this, optimal therapy, especially after delayed 
diagnosis, continues to evolve. Since the original description 
of esophageal perforation more than 250 years ago, diagnosis 
remains challenging, management remains controversial, and 
mortality remains high.
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SUMMARY

MANAGEMENT OF ESOPHAGEAL PERFORATION: A 
CASE REPORT

1Gurgenidze M., 1Magalashvili D., 1Akhmeteli L., 
2Nemsadze G., 1Lomidze N.

1The First University Clinic of Tbilisi State Medical University, 
Department of General Surgery; Department of Surgery №I; 
2Department of Radiology, Georgia

Esophageal perforation (EP) is a devastating condition. In 
modern times it is still associated with substantial morbidity 
and mortality. 62-year-old male patient came to Surgical De-
partment of the First University Clinic of Tbilisi State Medical 
University on 17.10.2018 15:00. The patient complained of pain 
in the chest cavity, especially after eating, shortness of breath, 
fever, chills, weakness. The patient felt pain in the chest cav-

ity after eating 4 days before hospitalization. CT scan revealed 
pneumomediastinum, extravasation of contrast medium at the 
level of the 8th thoracic vertebra. Esophagogastroduodenoscopy 
revealed a defect in the esophagus at the level of 32 cm from the 
incisors. Dimensions of defect were 2.0 - 3.0 cm. An urgent op-
eration was performed. Left-sided posterolateral thoracotomy, 
mediastinotomy, suturing of the defect, buttressing of the su-
tures with the mediastinal pleura, washing and drainage of the 
mediastinum and left pleural cavity were performed. A Witzel 
gastrostomy was performed. After the operation, the patient’s 
treatment continued in the intensive care unit. Since leakage was 
noted, it was decided to place an esophageal stent in the area of 
the defect. Stenting was performed on 05.11.2018. A complica-
tion in the form of bleeding was noted on 01.12.2018. Bleeding 
was controlled conservatively. Finally, stent was removed and 
the patient was discharged from the clinic in good condition on 
07.12.2018. New interventional endoscopic techniques, includ-
ing endoscopic clips, covered metal stents, and endoluminal 
vacuum therapy, have been developed over the last several years 
to manage esophageal perforation. Surgery should be undertaken 
in all patients who do not meet non-operative management cri-
teria. Buttressing the esophageal repair with surrounding viable 
tissue has been recommended to decrease the risk of leakage. If 
direct repair of thoracic EP is not feasible esophageal exclusion, 
diversion, or resection should be performed. Repair over a large 
size T-tube can be used to create a controlled esophago-cutane-
ous fistula and minimize mediastinal and pleural contamination. 
Thus, esophageal perforation continues to present a diagnostic 
and therapeutic challenge despite decades of clinical experience 
and innovation in surgical technique.

Keywords: esophagus, perforation, injury, CT scan, esopha-
gogastroduodenoscopy, stent, nonoperative management, opera-
tive management.

РЕЗЮМЕ

ЛЕЧЕНИЕ ПЕРФОРАЦИИ ПИЩЕВОДА: ОПИСАНИЕ 
КЛИНИЧЕСКОГО СЛУЧАЯ

1Гургенидзе М.Р., 1Магалашвили Д.З., 1Ахметели Л.Т., 
2Немсадзе Г.Ш., 1Ломидзе Н.Б.

1Первая университетская клиника Тбилисского государ-
ственного медицинского университета, департамент хи-
рургии, департамент хирургии №I; 2департамент радио-
логии, Грузия

Перфорация пищевода (ПП) - серьезная проблема, кото-
рая по сей день ассоциируется со значительной заболева-
емостью и смертностью. 17.10.2018 г. в хирургический де-
партамент Первой университетской клиники Тбилисского 
государственного университета поступил пациент, мужчина 
62 лет с жалобами на боли в грудной полости, особенно, 
после приема пищи, одышку, лихорадку, озноб, общую 
слабость. Боли в грудной полости начались за 4 дня до го-
спитализации, после приема пищи. КТ выявила пневмопе-
ритонеум, экстравазацию контрастного вещества на уровне 
VIII грудного позвонка. При эзофагогастродуоденоскопии на 
уровне 32 см от резцов выявлен дефект пищевода размером 
2,0-3,0 см. Проведена ургентная операция - левосторонняя 
торакотомия, медиастинотомия, ушивание дефекта, укре-
пление швов медиастинальной плеврой, санация и дрени-
рование средостения и плевральной полости. Выполнена 
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гастростомия по Витцелю. После операции лечение боль-
ного продолжалось в реанимационном отделении. Посколь-
ку выявилась недостаточность швов, было решено провести 
стентирование участка дефекта. Манипуляция проведена 
05.11.2018 г. 01.12.2018 г. выявлено осложнение в виде кро-
вотечения, которое было купировано консервативными ме-
тодами. Стент был удален и 07.12.2018 г. пациент выписан 
из клиники в хорошем состоянии. За последние несколько 
лет для лечения перфорации пищевода разработаны новые 
интервенционные эндоскопические методы, включая эн-
доскопическое клипирование, стентирование покрытыми 
металлическими стентами, внутрипросветную вакуумную 
терапию. Хирургическому вмешательству подлежат все 
пациенты, состояние которых не соответствует критериям 
неоперативного лечения. Для снижения риска недостаточ-
ности швов, рекомендуется укрепление швов пищевода 
окружающими жизнеспособными тканями. При невозмож-
ности наложения первичных швов на дефект грудного от-
дела пищевода, следует выполнить выключение, отведение 
или резекцию пищевода. Т-образный дренаж большого 
размера может быть использован для создания контролиру-
емого пищеводно-кожного свища и минимизации инфици-
рования средостения и плевры. Таким образом, несмотря на 
клинический опыт, накопленный десятилетиями, и иннова-
ции в хирургической технике, перфорация пищевода про-
должает оставаться вызовом как с диагностической, так и 
лечебной точки зрения.

reziume

saylapavis perforaciis marTva: klinikuri Sem-
Txvevis aRwera

1m. gurgeniZe, 1d. maRalaSvili, 1l. axmeteli, 
2g. nemsaZe,  1n. lomiZe

1Tbilisis saxelmwifo samedicino universiteti, 
pirveli sauniversiteto klinika, qirurgiuli 
departamenti, qirurgiis №I departamenti; 2ra-
diologiis departamenti, saqarTvelo

saylapavis perforacia umZimesi daavadebaa, ro-
melic sadReisod asocirdeba mniSvnelovan ava-
dobasa da letalobaTan. 17.10.2018 w. 15:00 sT-ze 
Tssu pirveli sauniversiteto klinikis qirur-

giul departamentSi moTavsebuli iyo pacienti - 
62 wlis mamakaci gulmkerdSi tkiviliT, romelic 
Zlierdeboda sakvebis miRebis Semdeg, sunTqvis 
gaZnelebiT, cxelebiT, SemcivnebiT, sisustiT. pa-
cientma tkivili pirvelad igrZno hospitali-
zaciamde 4  dRiT adre, Wamis Semdeg. kt kvle-
viT gamovlinda pnevmomediastinumi, kontrastis 
eqstravazacia gulmkerdis me-8 malis doneze. 
ezofagogastroduodenoskopiiT aRmoCnda saWre-
li kbilebidan 32 sm manZilze mdebare saylapa-
vis defeqti zomebiT 2,0-3,0 sm. Catarda saswrafo 
operacia. Sesrulda marcxenamxrivi wina-gverdi-
Ti Torakotomia, mediastinotomia, defeqtis ga-
kerva, mediastinuri plevriT nakerebis gamyareba, 
Suasayris da marcxena plevris Rrus sanacia, 
drenireba. gastrostoma formirda vitcelis 
wesiT. operaciis Semdeg pacientis mkurnaloba 
gagrZelda reanimaciul ganyofilebaSi. aRiniS-
na nakerebis ukmarisoba, ris gamoc gadawyda de-
feqtis aris stentireba. manipulacia Sesrulda 
05.11.2018 w. 01.12.2018 w. aRiniSna garTuleba – sisxl-
dena, romelic SeCerebuli iyo konservatiuli 
meTodebiT. 07.12.2018 w. stenti amoRebuli iyo 
da pacienti kargi mdgomareobiT gaewera klini-
kidan. bolo wlebSi SemuSavebulia saylapavis 
perforaciis mkurnalobis axali intervenciuli 
endoskopiuri midgomebi, rogoricaa endoskopi-
uri klipireba, stentireba dafaruli metalis 
stentis gamoyenebiT, endoluminuri vakuum-Tera-
pia. pacientebi, romelTa mimdinare mdgomareoba 
ver Tavsdeba araoperaciuli mkurnalobis krite-
riumebSi, eqvemdebarebian operaciul mkurnalo-
bas. nakerebis ukmarisobis Tavidan asacileblad 
rekomendebulia nakerebis gamyareba irgvliv-
mdebare sicocxlisunariani qsovilebiT. im Sem-
TxevaSi,  rodesac defeqtis pirveladi gakerva 
ver xerxdeba, SesaZlebelia Sesruldes saylapa-
vis gamoTiSva an rezeqcia. Suasayrisa da plev-
ris Rruebis inficirebis minimizaciisaTvis aseve 
SesaZlebelia farTe T-tube-is gamoyeneba kontro-
lirebuli saylapav-kanis fistulis Sesaqmnelad. 
amrigad, miuxedavad aTwleulebiT dagrovili 
klinikuri gamocdilebisa da inovaciuri qirur-
giuli midgomebisa, saylapavis perforacia mainc 
rCeba diagnostikur da Terapiul gamowvevad.


