734

Oesophageal haematoma and associated Mallory-Weiss
tear
C H Lim, S M Everett
...............................................................................................................................
Postgrad Med J 2004;80:734–735. doi: 10.1136/pgmj.2003.018432

Intramural oesophageal haematoma is a rare condition that
may present as vomiting or haematemesis. Mallory-Weiss
tear has been proposed as a possible aetiology but the
evidence to support this is circumstantial. A case of
oesophageal haematoma associated with evidence of
Mallory-Weiss tear on endoscopy that helps to support this
hypothesis is presented.

I

ntramural oesophageal haematoma is a rare condition
caused by blood dissecting the oesophageal mucosa from
the underlying muscle. The cardinal symptom is severe
chest pain that may mimic myocardial infarction or aortic
dissection, though patients may present with symptoms of
haematemesis, dysphagia, or odynophagia.1 2 Most reported
cases of oesophageal haematoma have been spontaneous,
secondary to trauma or endoscopic intervention, or have
occurred with a background of coagulopathy.2–8 While some
have suggested Mallory-Weiss tear as a possible aetiology, the
evidence to support this is circumstantial.9 We present a case
of oesophageal haematoma associated with Mallory-Weiss
tear that adds support to this suspected aetiology.

CASE REPORT
An 81 year old woman presented with sudden onset of sharp
chest pain, odynophagia, and epigastric pain followed by a
few episodes of fresh haematemesis without melaena. Fresh
blood was seen from the onset of vomiting. There was no
previous history of upper gastrointestinal symptoms. She had
been taking ibuprofen, and more recently celecoxib, a selective cyclo-oxygenase type 2 inhibitor non-steroidal antiinflammatory drug (NSAID) for osteoarthritis. She had also
started aspirin one month earlier. On admission, her pulse
was regular, 74 beats/min, blood pressure was 187/89 mm Hg
and general physical examination was unremarkable. Her
blood results were as follows: haemoglobin 147 g/l, platelets
601 6 109/l, serum urea 9.3 mmol/l, creatinine 83 mmol/l,
liver function parameters normal, and international normalised ratio 1.3. Chest radiography gave normal results.
Endoscopy carried out within 12 hours of admission
revealed a large dark blue swelling, partially occluding the
lumen, approximately 10–15 mm in diameter throughout the
length of the oesophagus (fig 1). An 8 mm linear tear was
seen at the gastro-oesophageal junction adjacent to the
haematoma (fig 2). The rest of the stomach and duodenum
were unremarkable. The tear was oozing fresh blood but
haemostasis was achieved after injection of 2 ml of adrenaline (1:10 000) and application of argon beam coagulation
therapy. She had no further haematemesis while in hospital
and was discharged home three days later. She remained well
when seen in clinic two months later. A follow up endoscopy three months later showed complete resolution of the
oesophageal haematoma and Mallory-Weiss tear (fig 3).
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DISCUSSION
Oesophageal haematoma is a rare finding at endoscopy. The
diagnosis is normally made with appearances of mucosal
discolouration and swelling in the mid/distal oesophagus.
Although appearances are usually characteristic, oesophageal
haematoma can be confused with oesophageal varices or
tumour, in which case computed tomography or endoscopic
ultrasound may help to establish the diagnosis.10 11 The
aetiology of submucosal haematoma is uncertain. Some
suggest that it is a distinct clinical entity, separate in aetiology to Mallory-Weiss tear and Boerhaave’s syndrome.12 This
is supported by the fact that oesophageal haematoma tends
to occur in an older age group and is more common in
females than these other conditions.12 On the other hand,
others have proposed that Mallory-Weiss tear is a possible
cause. This is suggested by the predominantly distal location
of oesophageal haematomas9 and prodromal symptoms
consistent with Mallory-Weiss tear.13
In two review papers, with a total case series of 36 patients,
symptoms such as vomiting, retching, or coughing were
found in 50%–70% of patients, consistent with Mallory-Weiss
tear.14 Patients without such symptoms were frequently
found to have coagulopathies.9 These observations suggest
that trauma may lead to a distal oesophageal mucosal tear
and formation of a haematoma that extends proximally, but
that such trauma is minimal or unnecessary in patients with
impaired haemostasis. These latter cases are often described
as spontaneous.9 However, such hypotheses have hitherto
only been based on clinical features without other corroborating evidence.
In this report we present a case of oesophageal haematoma
in which endoscopic appearances suggest coexisting MalloryWeiss tear. Other factors that may have contributed to
formation of oesophageal haematoma in this case include
aspirin and NSAID ingestion. The degree of blood loss was
minimal, though endoscopic treatment was required and the
patient settled with otherwise conservative management.
These features, as well as female gender, older age group, and
preceding vomiting and haematemesis are similar to those in

Figure 1 Oesophageal haematoma.

Postgrad Med J: first published as 10.1136/pgmj.2003.018432 on 3 December 2004. Downloaded from http://pmj.bmj.com/ on September 19, 2020 by guest. Protected by copyright.

CASE REPORT

Oesophageal haematoma and associated Mallory-Weiss tear

735

The appearance of oesophageal haematoma may be
mistaken for more severe conditions such as oesophageal
varices or tumour. Hence, it is important to recognise the
characteristic appearance as the management is usually
conservative, whereas it is not for oesophageal varices.

Figure 2

Mallory-Weiss tear.

oesophageal haematoma. We believe that this case supports
the hypothesis that Mallory-Weiss tear may be important in
the pathogenesis of many cases of intramucosal oesophageal
haematoma, the formation of which may depend on the
presence and severity of two factors: oesophageal mucosal
trauma and impaired haemostasis.
.....................
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