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Esophageal Fistula Related to Anterior Cervical
Spine Surgery after Severe Cervical Trauma

Sung Hwa Paeng, M.D, Ph.D.

Department of Neurosurgery, College of Medicine, Inje University Busan Paik Hospital, Busan, Korea

An esophageal perforation following anterior cervical fusion is rare. Early development of an esophageal
perforation after anterior cervical fusion is usually due to iatrogenic injury from retraction, injury associated

with the original traumatic incident, improperly placed instruments or a bone graft.

A 31-year-old man had a cervical dislocation and spinal cord injury because of severe cervical trauma after a
traffic accident. He was quadriplegic and had no feeling below T4 dermatome. Anterior decompression of the
cervical spine and anterior fusion with mesh with autobone were performed. An esophagocutaneous fistula
occurred 7 days after anterior cervical surgery. A second anterior surgery was done because of pus drainage.
The mesh was changed with an iliac bone graft, and the esophagocutaneous fistula site was primary repaired,
but pus continued to drain. Conservative treatment, which consisted of wound drainage and intravenous admin-
istration of antibiotics, was tried, but was unsuccessful. After all, we removed the plate and screws, but did not
removed the iliac bone graft, We closed the esophageal fistula, and transposed the sternocleidomastoid muscle
flap to the interspace between the esophagus and the cervical spine. The wound to the esophagus was well
repaired. In conclusion, precautionary measures are needed to avoid the complication, and adequate treatment

is necessary to resolve those complications when they occur. (J Trauma Inj 2012;25:278-282)
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Fig. 2. Cervia anteroposterior (A) and lateral (B) showing anterior and posteior instrumentation with mesh and plate, posterior
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screws after initial cervical trauma.



Fig. 3. Large abscess formation with discrete wall and air-fluid
level (about 5x 6 cm) in both prevertebral and right
perivisceral space

— Journal of Trauma and Injury Vol. 25, No. 4 —

Aol Aol Ugtth Tl F% H7F A58 Hol ARARE AYstn

1 A=}
2He ANBRATHFi 6). °lF A% A% 235
SolA © olg ZGAZE Aol U & EEw metd 2]
Ao FERYANE gdael  FFol WAHE A9
4 A%Ee AT oIF 3%

Fig. 5. Cervia anteroposterior (A) and lateral (B) showing well placement of anterior iliac bone graft and plate after primary esopha-
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Fig. 4. Esophageal perforation and fistula on swallowing study
with contrast
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Fig. 6. Cervia anteroposterior (A) and lateral (B) showing after successful esophgeal fistula repair with removal of anterior plate
and well fusion state.

Fig. 7. Contrast study showing no evidence of fistula
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