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Haematemesis and acute dysphagia: 
oesophagogastroduodenoscopy or 
ct—which one first?
AbstrAct
We present an uncommon case of a patient presenting at 
the emergency department for severe vomiting, persisting 
for at least 12 hours, without nausea or abdominal pain. She 
initially referred vomiting food eaten several hours earlier and 
eventually a single episode of haematemesis with emission 
of a small amount of red blood and clots. She also reported 
the occurrence of acute dysphagia for solid food. The patient 
underwent oesophagogastroduodenoscopy (OGD), which 
showed that the lumen was almost completely narrowed by a 
submucosal bluish bulging from midoesophagus (19 cm from 
the incisors) to the cardia (located at 35 cm from the incisors). 
She therefore underwent chest CT showing a 15 cm long 
intramural oesophageal haematoma. Although the combination 
of vomiting and haematemesis is usually associated with 
Mallory-Weiss syndrome, in which a prompt OGD has a key 
role in the patient management, when these symptoms 
are associated with acute dysphagia, a possible intramural 
haematoma might be suspected. In this case, chest CT should 
take precedence, because it allows a quick and complete 
diagnostic appraisal. However, in this setting, although OGD 
can directly show typical findings (bluish swelling mucosa with 
or without a superficial tears), it might increase the risk of 
oesophageal haematoma rupture and intraluminal bleeding.

QuestIon
Introduction
A 70-year-old woman presented at the emergency 
department for severe vomiting persisting for at least 
12 hours without nausea or abdominal pain. She 
initially referred vomiting food eaten several hours 
earlier and eventually a single episode of haematemesis 

with emission of a small amount of red blood and clots. 
She also reported the occurrence of acute dysphagia 
for solid food.

Her medical history was unremarkable; she was 
taking atenolol for mild hypertension and no other 
drugs. At admission, she was haemodinamically stable, 
and physical examination was normal. At digital 
rectal examination, there was no evidence of melena. 
Lab tests documented a mild anaemia (Hb 101 g/L) 
and a slight increase in the white cell count (11870/
mm3). Platelets count and routine coagulation assay, 
including international normalised ratio and partial 
thromboplastin time, were normal. The patient under-
went oesophagogastroduodenoscopy (OGD); some 
traces of fresh blood and small blood clots were seen 
in the proximal oesophagus; the lumen was almost 
completely narrowed by a submucosal bluish bulging 
(figure 1) from midoesophagus (19 cm from the inci-
sors) to the cardia (located at 35 cm from the incisors); 
stomach and duodenum were normal.

Question
What is the most likely endoscopic diagnosis?
See page 66 66 for answer

Figure 1 Oesophagogastroduodenoscopy performed at time of 
admission: the esophageal lumen is almost completely narrowed by a 
submucosal bluish bulging (white arrows).
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