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PICTURES IN DIGESTIVE PATHOLOGY

Spontaneous esophageal rupture (Boerhaave's syndrome).

An uncommon image
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CASE REPORT

A 76-year-old man was found lay down on the floor. After
an acute alcohol intake he started vomiting. In the Emergency
Room he was disoriented with lividity. Vital observation
revealed low blood pressure and tachycardia, subcutaneous
emphysema and basal rales on auscultation. Chest radiogra-
phy with shadowing in the left lower zone. A water-soluble
contrast esophagogram (Gastrograffin) revealed the location
and extent of extravasation of contrast material in upper medi-
astinum (Fig. 1).

With a high degree of clinical suspicion of Boerhaave’s syn-
drome, it was decided surgical intervention. Prior surgery, we
performed an upper endoscopy that showed two ruptures in the
esophageal wall with necrosis and dark fluid (Figs. 2 and 3).

The patient underwent surgery, during which it was found
that there was mediastinitis and three esophageal perforations,
two small in the back wall and another of 10 cm long in the
side wall of middle third esophagus. Transhiatal esophagec-
tomy with cervical esophagostomy was performed with a
favorable evolution.

DISCUSSION

Boerhaave’s syndrome is a spontaneous transmural per-
foration of the esophagus. It is postulated to be the result
of a sudden rise in intraluminal esophageal pressure com-
bined with a negative intrathoracic pressure produced during
vomiting.

The classic clinical presentation of Boerhaave’s syndrome
usually consists of retrosternal chest and upper abdominal
pain and subcutaneous emphysema (crepitation). Odynopha-
gia, tachypnea, dyspnea, cyanosis, fever, and shock develop
rapidly thereafter (1,2). The diagnosis is suggested on the
clinical history and radiologic images; the chest radiograph
and the water-soluble contrast esophagogram (Gastrograffin)
are the best for the primary diagnostic study.

Computer tomography scan can reveal decisive criteria for
diagnosis and sometimes may replace the esophagrams.

Fig. 1. Water-soluble contrast esophagogram (Gastrograffin) revealed
the location of a cavity in the middle esophagus (arrow) not visible before
contrast.

Fig. 2. Endoscopic image. Esophageal rupture with necrosis and perfo-
ration.
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Endoscopy has no role in the diagnosis of spontaneous
esophageal perforation, only if we want to exclude other caus-
es of perforation. In our case it was performed immediately
before surgery in order to decide the type of surgery to per-
form.

Surgical repair must be performed as soon as possible. If
possible, it is useful to perform an esophagostomy that allows
the wound to heal by secondary intention. In severe condi-
tions, like the present patient, it is preferable to perform an
esophagectomy (3-5).
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Fig. 3. Endoscopic image. Detail of the esophageal rupture.
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