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Abstract
Intramural esophageal hematomas are rare with few cases reported in the literature. Risk factors that affect 
the incidence of this condition include nausea and vomiting, but its most common clinical presentation is the 
triad of hematemesis, dysphagia and chest pain. Conservative treatment is best in most cases. We present 
our experience in 7 cases collected during the last 8 years in which you can see the entire spectrum of the 
disease from submucosal dissection to perforation of the esophagus.
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IntroductIon

Intramural esophageal hematomas occur infrequently 
and are characterized by hemorrhaging or bleeding con-
tained between the mucosa and the muscular layers of 
the esophagus. This condition can lead to dissection 
and perforation of the submucosa and usually appears 
to be due to a sudden increase of intrathoracic pressure 
after situations such as trauma, vomiting, coughing 
and retching (1). Risk factors such as esophageal vari-
ces, esophageal ulcers and coagulopathy also favor this 
condition. Its most frequent clinical appearance is the 
triad of hematemesis, dysphagia and chest pain (2, 3). 
Intramural esophageal hematomas can be diagnosed 
radiologically, but need upper endoscopy for confir-
mation (4-6). This condition’s development is often 
benign with treatment limited to clinical observation. 
Nonetheless, when there are complications like esopha-
geal perforation, severe bleeding, or obstruction of the 
esophagus and the airways, endoscopic intervention or 
surgery become necessary (7).

In this article we review our experience in 7 cases recor-
ded from among the approximately 40,000 endoscopies 
done from 2002 to 2011. These cases cover several endos-
copic diagnoses including hematoma, dissection and per-
foration of the mucosa (See Table 1).

case presentatIon 

case 1

A 65-year-old female patient with a history of high blood 
pressure was admitted after two days of emetic episodes rela-
ted to food contents followed by hematemesis with no hemo-
dynamic stability. Upper endoscopy showed a hematoma in 
the proximal third of esophagus toward the right wall. The 
hematoma dried the mucosa and extended into the distal 
third of the esophagus (Figure 1). Patient was treatment 
by eliminating oral feeding and was observed. Endoscopic 
follow-up 48 hours later showed improvement of the hema-
toma and healing of the mucosa (Figure 2). The patient reco-
vered successfully and was discharged after three days.
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Figure 1. Hematoma and dissection of the right wall of the esophagus. Figure 2. Healing of esophageal mucosa.

Table 1. 7 cases recorded over a 9 year period.

Case Age Sex Comorbidity Risk factor Symptoms Treatment Outcome
1 65 F AH (arterial 

hypertension)
Vomiting Hematemesis 

Dysphagia
Observation Resolved

2 70 F AH Foreign body Dysphagia 
Chest pain

Foreign body 
removal

Resolved

3 72 F CHF (congestive 
heart failure)

Vomiting Hematemesis 
Chest pain

Observation Resolved

4 66 F AH Nausea Chest pain 
Dysphagia

Observation Resolved

5 72 F Cerebrovascular 
accident

Vomiting Hematemesis
Dysphagia
Chest pain 

Observation Resolved

6 76 F COPD (chronic 
obstructive 

pulmonary lung 
disease)

Coughing Hematemesis Surgery Deceased

7 82 F Cerebrovascular 
accident

Nasogastric tube Melena Observation Resolved

case 2

A 70-year-old female patient with a history of heart failure 
was admitted following 2 days in which she felt dyspha-
gia, chest pain and the presence of a foreign body at the 
hypopharynx. Upper endoscopy showed a chicken bone 
in the proximal esophagus and hematoma on the right 
esophageal wall. The foreign object was removed suc-
cessfully through the mouth followed by observation of 

the patient who evolved without complications. She was 
discharged on the third day.

case 3

A 72-year old female patient with a history of heart failure 
was admitted after eight days of chest pain and hemateme-
sis. Upper endoscopy performed after admission showed 
dissection of the mucosa in the middle third of the esopha-
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gus toward the right wall extending into the distal third of 
the esophagus. To avoid any confusion and rule out the 
possibility of a tumor, biopsies were taken. They were nega-
tive for any malignancy. Patient was observed and progres-
sed favorably.

case 4

A 66-year-old female patient with a history of high blood 
pressure was admitted following 2 days of chest pain, 
dysphagia and melena. Upper endoscopy showed longitu-
dinal tearing of the mucosa from the proximal third of the 
esophagus toward the right wall all the way to the distal 
third. Patient was observed, progressed satisfactorily, and 
was discharged on the third day.

case 5

A 72-year-old female patient with an old stroke noted in her 
medical history was admitted following several emetic episo-
des the day before which had been followed by hemateme-
sis and anemia. Upper endoscopy showed dissection of the 
sub mucosa in the proximal third of the esophagus toward 
the right wall (Figure 3). A large hematoma could also be 
observed extending from the middle third of the esophagus 
toward the left wall. It dried the wall all the way to the distal 
third (Figure 4). The patient was hospitalized and esophago-
graphy ruled out perforation (Figure 5). Endoscopic follow-
up 48 hours later showed drainage of the hematoma in the 
light of the esophagus and submucosa dissection (Figure 6). 
The patient’s symptoms resolved, she progressed successfu-
lly, and she was discharged on the fourth day.

Figure 3. Submucosa dissection of the esophagus.

Figure 4. Hematoma and esophageal submucosa dissection. 

Figure 5. Esophagography ruling out perforation,

case 6

A 76-year-old female patient with a history of chronic 
obstructive pulmonary disease (COPD) was admitted 
following 3 days of coughing and dyspnea. She was taken 
to the ICU after suffering hypoxemic respiratory failure 
and a massive right pleural effusion. A thoracotomy was 
performed. 24 hours later the patient presented hemateme-
sis. Upper endoscopy was performed and showed a large 
perforation with necrotic tissue in the middle third of the 
esophagus towards the right wall (Figure 7). Patient was 
surgically treated but died the next day. 
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Figure 6. Partially resolved hematoma and submucosa dissection.

Figure 7. Esophageal perforation.

case 7

An 82-year-old female patient who had been hospitalized 
due to a stroke and who was being fed through a nasogas-
tric tube presented melena and bloody drainage through 
the catheter. An upper endoscopy showed multiple blood 
clots from the distal third of the esophagus that prevented 
evaluation of the mucosa. The feeding tube was removed 
and the patient placed under observation. Endoscopic 
follow-up a week later showed mucosal dissection from the 
middle third of the esophagus toward the back wall exten-

ding all the way to the distal third of the esophagus but with 
complete resolution of hematoma. The patient progressed 
satisfactorily (Figure 8).

Figure 8. Dissection of entire submucosa of the stomach forming a 
bulge that prevented passage of endoscope.

dIscussIon

Since the 1957 description of intramural esophageal hema-
toma by Williams, this condition has continued to be a 
diagnostic challenge ever since. Not only is it infrequent 
case, but it has been known only from series of cases like 
case 8 presented above.

The esophagus is an organ which is prone to lesions cau-
sed by external mechanisms such as foreign bodies, oral 
tracheal intubation, nasogastric catheters and endoscopic 
interventions including dilatations and hemostatic therapy. 
The esophagus is also affected by internal mechanisms 
including gagging, vomiting and coughing. Risk factors 
such as esophageal ulcers, esophageal varicose vein scle-
rosis, hemophilia and coagulopathy have been associated 
with intramural esophageal hematomas (9-11). In our 
work, intrinsic mechanisms were seen more frequently 
than were extrinsic ones while the most frequent comorbi-
dities were high blood pressure and strokes (in contrast to 
the records in different sets of cases).

Medical manifestations such as chest pain, dysphagia and 
hematemesis were present in a third of the patients (12). 
In our set, dysphagia and chest pain prevailed in 57% of 
the patients. There was only one case in which the patient 
presented the clinical triad reported in the medical litera-
ture. Consequently, differential diagnoses were necessary 
to rule out other possible diagnoses including like aortic 
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dissection, acute myocardial infarction, and pulmonary 
thromboembolism (13).

Diagnosis is usually done through upper endoscopy, but 
when there is the possibility of perforation, thoracic x-rays, 
esophagography, CT scans and MRIs are used instead (14, 
15).  All of our cases were diagnosed through endoscopy 
although when the endoscopy raised a suspicion of perfo-
ration esophagography was performed which ruled perfo-
ration out.

Despite the growing use of radiological studies for diagno-
sis of esophageal hematoma, we consider upper endoscopy 
to be more precise and detailed. In addition, it offers imme-
diate therapeutic alternatives in case of complications like 
endoscopic decompression due to esophageal obstruction.

The evolution of esophageal hematoma is usually benign, 
and most patients recuperate spontaneously with conserva-
tive treatment. Consequently, routine endoscopic follow-
ups are not recommended (16-18). The patients presented 
above all progressed in similar fashions except for the one 
case in which surgery was required to treat a perforation. 
The outcome of that case was fatal. In the other cases 
endoscopic follow-ups were performed without obtaining 
any changes in the course of the disease. This suggests that 
follow-up endoscopy is not necessary as long as clinical 
assessment indicates favorable progress.

We can conclude that intramural esophageal hematoma 
is not frequent,  occurs predominantly among women, and 
can be suspected clinically but must be confirmed endos-
copically. Treatment should be conservative in most cases, 
and its most frequent complications are submucosal dissec-
tion and perforation.
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