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CASE PRESENTATION
A 72-year-old man presented with 

sudden-onset chest pain with odynopha-
gia and hematemesis that developed when 
he was having a meal at a restaurant. His 
history was significant for coronary artery 
disease (inferior wall myocardial infarc-
tion) and diabetes mellitus, and he was on 
aspirin, atorvastatin, and metformin. On 
examination, the patient was in pain and 
had tachycardia (110 beats/min) and his 
blood pressure was 100/60 mmHg. The 
other vitals were normal. The abdominal 
examination and cardiovascular examina-
tion were otherwise unremarkable. Liver 
function test, renal function test, and the 
coagulation profile were normal, as were 
the electrocardiogram, cardiac enzymes, 
and chest roentgenogram.

In view of the patient ’s history of 
hematemesis and odynophagia, we per-
formed endoscopic evaluation to exclude 
any esophagogastric ulcer, which was pos-
sible considering his history of diabetes 
and aspirin intake. Interestingly, the en-
doscopy revealed a bluish bulge starting 
at the cervical esophagus and reaching 
up to the gastroesophageal junction, and 
the bulge was compromising the lumen 
of the esophagus (Figure  1). Computed 
tomography, performed after endoscopy, 
revealed diffuse thickening of the esopha-
gus (Figure 2).

On the basis of these findings, we made 
the diagnosis of esophageal intramural he-
matoma (EIH). The patient was kept nil 
per os and was given intravenous proton 
pump inhibitors, fluids, and antibiotics, 
and he also received a blood transfusion. 
Gradually, during a week’s time, his dys-
phagia improved, and he was able to take a 
semisolid diet. Our patient was discharged 
from the hospital 7 days after his initial pre-
sentation. A week later, his symptoms had 
resolved completely and a repeat endoscopy 
showed disappearance of the hematoma 
and a long, linear ulcer possibly caused 

by pressure necrosis from the hematoma 
(Figure 3). The patient provided informed 
consent for inclusion in this report.

DISCUSSION
EIH is a benign, uncommon entity 

that is part of the spectrum of disorders 
involving esophageal tears that vary from 
superficial mucosal tears (Mallory-Weiss 
syndrome) to transmural laceration (Bo-
erhaave syndrome). However, the sponta-
neous occurrence of a hematoma does not 
fit in the spectrum of the above-mentioned 
disorders because these disorders usually 
have a trigger in the form of emesis, whereas 
an esophageal hematoma does not have a 
similar trigger. EIH could also be secondary 
to trauma, instrumentation, foreign body 
ingestion, aortoesophageal fistula and coag-
ulopathy, or it could occur spontaneously.1,2 
In our patient, the 2 possible factors re-
sponsible for EIH could be the ongoing 
aspirin intake and the intake of food, to 
which the event was temporally related. 

Other terms used for describing EIH 
include esophageal apoplexy and esopha-
geal dissection. Given the rarity, exact epi-
demiologic data are not available, but it has 
been reported that this condition occurs 
most frequently in women in their 50s. 
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Figure 1. Endoscopic image of the patient’s esopha-
gus. The white arrow indicates the esophageal 
intramural hematoma.

Figure 2. Computed tomography image showing the 
mural thickening of the esophagus (white arrow).

Figure 3. Repeat endoscopy of the patient’s 
esophagus. The white arrow indicates resolution  
of the hematoma and the linear ulcer.
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Underlying coagulopathy could be present 
in about a fifth of cases.3 Because EIH is 
an uncommon form of esophageal injury, it 
is rarely suspected initially and needs to be 
differentiated from life-threatening situa-
tions like aortic dissection and esophageal 
perforation; computed tomography usually 
helps in differentiating these conditions. 
Our patient’s history of heart disease and 
his presentation with chest pain made it 
necessary to exclude an acute ischemic 
event or aortic dissection. However, dys-
phagia was a clue to the esophageal origin 
of his symptoms. 

The usual location of the hematoma is 
in the distal esophagus, which lacks sup-
porting structures as well as the striated 
muscle. EIH could also extend and involve 
the whole length of the esophagus, as in 
our case. Typical appearance on com-
puted tomography scan is a symmetric or 
asymmetric mural thickening with a well-
defined, nonenhancing, high-attenuating 
intramural mass that extends along the 
wall of the esophagus and may show fluid-
fluid level or air-fluid level when there is 
mucosal tear or infection.4,5 The clinical 
triad of retrosternal chest pain, dysphagia, 

and vomiting is seen in a third of patients 
whereas 2 of these 3 features could occur 
in two-thirds of patients.6

The diagnosis of EIH should be consid-
ered in the presence of any of the symp-
toms of the clinical triad when presenting 
with a predisposing factor. However, 
because EIH is rare, other differential 
diagnoses of chest pain need exclusion. 
It is unclear if patients with EIH should 
be admitted, but patients with underlying 
conditions that must be corrected (like 
coagulopathy or rarely aortoesophageal 
communication) and those who cannot 
maintain oral intake do need admission. 
The majority of patients improve with 
conservative management after 1 to 3 
weeks, as was the case in our patient.7 v
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