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ESOPHAGEAL INTRAMURAL HEMATOMA

Sheng-Lei Yan, Chi-Chieh Yang, Yung-Hsiang Yeh, and Chien-Hua Chen
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Esophageal intramural hematoma is a rare form of acute esophageal injuries.

We describe a case of esophageal intramural hematoma initially appearing as a

longitudinal submucosal bulge at upper endoscopy. Thoracic computed tomography

and esophagogram were performed for confirming the diagnosis. Endoscopic

Biopsy was performed for the suspected esophageal tumor. The patient’s symptoms

resolved after biopsy and she resumed eating two days after admission. Endoscopy 7

days later showed a longitudinal esophageal ulcer and disappearance of the bulging

mass. We suggest that early endoscopic intervention may improve life quality and

shorten hospital stay.
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Esophageal intramural hematoma (EIH) is
a rare form of acute esophageal injuries, which
include the more common Mallory-Weiss syndrome
and Boerhaave’s syndrome [1]. In contrast
to Mallory-Weiss syndrome and Boerhaave's
syndrome, EIH carries a better prognosis [2]. The
disorder can occur spontaneously [3], or second-
ary to esophageal instrumentation [4-7], vomit-
ing [8], trauma [9], pill-induced injury [10], food
impaction related [11], and coagulation defects
[12]. Treatment of EIH is usually conservative,
and most patients have complete resolution after
two to three weeks [7]. We describe a case of EIH,
which appeared as a longitudinal submucosal bulge
at upper endoscopy. Endoscopic biopsy for the

suspected esophageal tumor with hematoma result-

ed in early relief of patient’s symptoms and recovery

of the hematoma.

CASE REPORT

A 63 year-old, previously healthy woman
presented with acute onset of chest pain associ-
ated with dysphagia after a usual meal. The chest
pain was dull, located over retrosternal area but no
radiation to back or shoulder. There was no vomit-
ing or hematemesis before the onset of pain. On
presentation to our outpatient department, the
patient was normotensive with systolic pressure of
120 mmHg. The rest of cardiorespiratory exami-
nation was normal. There was no evidence of

melena. Electrocardiography revealed normal
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sinus rhythm with no evidence of ischemia. On a
chest radiograph, the mediastinum was normal.
Laboratory tests included a white blood cell count
of 10000/ mm?® (normal 4800-10800/ mm?), a

Figure 1. Esophagogram revealing a sharply defined filling
defect from mid to distal esophagus.

hematocrit of 38.1 % (37%-47%) and a platelet
count of 381000/ mm?® (130000-400000/ mm3).
Prothrombin time was 10.6 seconds (normal
10-14 seconds), and activated partial thrombo-
plastin time was 26.7 seconds (28-36 seconds).
Carcinoembryonic antigen was 1.36 ng/ml (normal
<b ng/ml). Biochemical tests of cardiac enzymes
as well as renal function were within reference
ranges. Esophagogram revealed a sharply defined

filling defect from mid to distal esophagus (Figure

1). Thoracic computed tomography (CT) with

Figure 2. Thoracic CT with enhancement showing a water
density mass without enhancement extending from carina
to esophagogastric junction of esophagus (arrow)

Figure 3. Endoscopic view of a longitudinal, fluctuant
purplish submucosal bulge from mid to distal esophagus
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enhancement disclosed a water density mass
without enhancement extending from carina to
esophagogastric junction of esophagus (Figure
2). The descending aorta was normal in appear-
ance. Upper endoscopy showed a longitudinal,
fluctuant purplish submucosal bulge from mid to
distal esophagus (Figure 3). Because esophageal
tumor could not be excluded, a biopsy specimen
was obtained from the protruding lesion near
esophagogastric junction. Histopathological assess-
ment of the biopsy specimen revealed a picture of
chronic esophagitis with marked congestion and
hemorrhage. There was no evidence of atypical or
malignant cells. A diagnosis of EIH was made. The
patient was managed conservatively after admission
with nothing by mouth, intravenous fluid, and a
proton pump inhibitor. Her chest pain and dyspha-
gia improved after the first endoscopy and she was
free of symptoms on the second day. A soft diet was
started on second admission day and increased to
solid food on two days later. Endoscopy 7 days after
admission showed a longitudinal ulcer from mid to
distal esophagus and disappearance of the bulging

mass (Figure 4). The patient was discharged on

Figure 4. Endoscopic appearance 7 days later, showing a
longitudinal ulcer from mid to distal esophagus.

eighth hospital day. She followed an uneventful
course and had remained well without sequelae
after three months of follow up at out patient

department.

DISCUSSION

EIH, also known as esophageal intramural
rupture, esophageal submucosal hematoma, and
esophageal apoplexy, was first described in 1968
by Marks and Keet [13]. It is generally thought
that EIH is caused by sudden elevation of intra-
esophageal pressure, as occurs in Mallory-Weiss
syndrome and Boerhaave’s syndrome [1, 14],
but the exact pathogenesis remains unclear. EIH
usually presents with acute chest pain, typically
accompanied by dysphagia, odynophagia, or
hematemesis. Regardless of the etiology, the clini-
cal triad of retrosternal pain, odynophagia or
dysphagia, and hematemesis occur in approximate-
ly 35% patients. Nearly one-half of patients present
with two of three symptoms [8]. In patients with
normal hemostasis, EIH typically involves the distal
esophagus. On the contrary, ETH tends to occur
proximally in patients with impaired hemostasis
[1, 8]. Unlike Boerhaave’s syndrome and Mallory-
Weiss syndrome, which occur commonly in men,
EIH is found more frequently in women [15].
The mainstays of treatment have been nothing by
mouth, intravenous hydration and hyperalimen-
tation. Less than 15% of patients will ultimately
require surgery [8].

The diagnosis of EIH relies on history,
upper endoscopy, esophagogram, and contranst-
enhanced CT. Endoscopically, EIH is typically
described as a longitudinal blue-colored or
purplish submucosal bulge [2]. Rarely, the lesion
may mimic esophageal malignancy [16, 17].
Esophagogram may show a sharply defined filling
defect or a sign of double-barreled esophagus [18],
or a mucosal “strip sign” [8, 19]. Contrast-enhanced

CT typically reveals a longitudinal mass of water
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or blood density limited to the esophageal lumen
without mediastinal bleeding [15}. The mass does
not enhance with injection of contrast medium.
Endoscopic ultrasound (EUS) can determine the
extent of hematoma and is helpful in ruling out
submucosal tumors [19]. If the lamina proporia is
intact at EUS, the lesion can be termed a submuco-
sal hematoma. When EIH is suspected, the differ-
ential diagnosis should include other emergent
conditions, such as acute myocardial infarction,
external compression of aortic aneurysm and aorto-
esophageal fistula. The most important disease to
be differentiated is aortoesophageal fistula, which
may appear as a bluish-gray submucosal mass.
The clinical symptoms of aortoesophagéal fistula
typically demonstrate Chiari’s triad of mid-thoracic
chest pain, sentinel arterial hemorrhage, and
exsanguinating hemorrhage after a symptom-free
interval [20]. At endoscopy, aortoesophageal fistula
is characterized by a pulsating tumor with an ulcer
at the top, covered by adherent blood clots or with
active hemorrhage [20, 21].

Suhamshu et al reported a case of EIH that
was biopsied for ruling out an esophageal tumor
[2]. Endoscopic biopsy resulted in early decompres-
sion of the hematoma and relief of symptoms three
days after admission. Murata et al. also mentioned
the usefulness of endoscopic intervention in a case
report of EIH [22]. In the present case, a biopsy
specimen was taken from the suspected esopha-
geal tumor, also resulting in early improvement
of symptoms. This might have been achieved by
reduction of high pressure within the submucosal
space and decompression of the hematoma. So, we
suggest that early endoscopic intervention of EIH
in patients with normal hemostasis may relieve
patient’s symptoms and improve life quality.

In conclusion, when facing patients with
presentation of acute chest pain and dyspha-
gia, EIH should be considered in the diagnosis.
Differentiation of this disorder from acute myocar-

dial infarction, aortic dissection, aortoesophageal

fistula and esophageal tumor is important because
of different treatment strategies and outcomes.
Early endoscopic intervention may improve life

quality and shorten hospital stays. B

REFERENCES

1. Folan RD, Smith RE, Head JM. Esophageal
hematoma and tear requiring emergency surgical
intervention. A case report and literature review.
Dig Dis Sci 1992; 37: 1918-21.

2. KC S, Kouzu T, Matsutani S, Hishikawa E,
et al. Early endosEopic treatment of intramu-
ral hematoma of the esophagus. Gastrointest
Endosc 2003; 58: 297-301.

3. Hiller N, Zagal I, Hadas-Halpern I.
Spontaneous intramural hematoma of the
esophagus.Am J Gastroenterol 1999; 94: 2282-4.

4. Meier JH, Zeitlin JH, Smith MT.
Post-sclerotherapy intramural esophageal
hematoma: endoscopic and radiologic findings.
Gastrointest Endosc 1992; 38: 102-3.

5. Mosimann F, Bronnimann B. Intramural
haematoma of the oesophagus complicating
sclerotherapy for varices. Gut 1994; 35: 130-1.

6. Rabiah FA, Elliott HB.Intramural hematoma
of the esophagus. An unusual complication of
vagotomy. Am J Dig Dis 1968; 13: 25-8.

7. Yen HH, Soon MS, Chen YY. Esophageal intra-
mural hematoma: an unusual complication of
endoscopic biopsy. Gastrointest Endosc 2005;
62: 161-3.

8. Shay SS, Berendson RA, Johnson LF.
Esophageal hematoma. Four new cases, a review,
and proposed etiology. Dig Dis Sci 1981; 26:
1019-24.

9. Rozec B, Rigal JC, Leteurnier Y, et al.
[Post-traumatic hematoma of the esophagus]
Ann Fr Anesth Reanim 1998; 17: 1160-3.

10. Piccione PR, Winkler WP, Baer JW, et al.
Pill-induced intramural esophageal hematoma.
JAMA 1987; 257: 929.



11.

12.

13.

14.

Yan SL, Yang CC, Yeh YH, etal

Klygis LM. Esophageal hematoma and tear from
a taco shell impaction. Gastrointest Endosc
1992; 38: 100.

Ashman FC, Hill MC, Saba GP, et al.
Esophageal hematoma associated with thrombo-
cytopenia. Gastrointest Radiol 1978; 3:.115-8.
Marks IN, Keet AD. Intramural rupture of the
oesophagus. Br Med J 1968; 3: 536-7.

Hess U, Brucher BL, Cavallaro A, et al.
Intramural esophageal hematoma after cardio-
version. Dis Esophagus 1997; 10: 225-8.

15. Yamashita K, Okuda H, Fukushima H, et al.

16.

17.

A case of intramural esophageal hematoma:
complication of anticoagulation with heparin.
Gastrointest Endosc 2000; 52: 559-61.

Geller A, Gostout C].Esophagogastric hemato-
ma mimicking a malignant neoplasm: clinical
manifestations, diagnosis, and treatment. Mayo
Clin Proc 1998; 73: 342-5.

Meininger M, Bains M, Yusuf S, et al.
Esophageal intramural hematoma: A painful

condition that may mimic an esophageal mass.

18.

19.

20.

21.

22.

47

Gastrointest Endosc 2002; 56: 767-70.

Barone JE, Robilotti JG, Comer JV.
Conservative treatment of spontaneous intra-
mural perforation (or intramural hématoma)
of the esophagus. Am J Gastroenterol 1980; 74:
165-7.

Van Laethem JL, Deviere J, Cremer M. Serial
endoscopic findings of spontaneous intramural
hematoma of the esophagus. Endoscopy 1997;
29: 44-6.

Flores J, Shiiya N, Kunihara T,et al.
Aortoesophageal fistula: Alternatives of treat-
ment case report and literature review. Ann
Thorac Cardiovasc Surg 2004; 10: 241-6.
Khawaja FI, Varindani MK. Aortoesophageal
fistula. Review of clinical, radiographic, and
endoscopic features. J Clin Gastroenterol 1987;
9: 342-4.

Murata N, Kuroda T, Fujino S, et al. Submucosal
dissection of the esophagus. Endoscopy 1991;
23: 95-7.

BN Ao fE

REAN BAS EAHE REE
FR&EDSERE T it

#RIEBAIMAE (esophageal intramural hematoma) BEERNRIERE - &
s —ERERAMEBRRE - SE EHCERRSHE T RER—EREREE
THESR - RSt AT & B SRR L T BRI ERTR2 Y - RIS A E R
BT YR BE - WAEVR RIS ESFREREER - WEERSE — HEpGE
& - FRBEAESR EEEARRS TR AN —ERENRERE - 88 —wRE)
L, RN FHINRSHAR T i R ER AR R E e R, -

MR ERE - /RE



