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ABSTRACT

We present the case of an elderly man without any significant medical history and not on any anticoagulant or antiplatelet therapy
who presented with severe epigastric abdominal and substernal chest pain shortly after eating a baguette. He was found to have alarge
15 cm dissecting intramural hematoma of the esophagus. He was managed conservatively with proton pump inhibitors. He
remained stable throughout his hospitalization without evidence of an acute blood loss anemia and was discharged home. Repeat
esophagogastroduodenoscopy 8 weeks after discharge showed a 5 mm scar with complete resolution of the dissecting intramural
hematoma of the esophagus.
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INTRODUCTION

Dissecting intramural hematoma of the esophagus (DIHE) is a rare pathology that can be misdiagnosed as cardiac-related chest pain.
This can lead to delay in diagnosis or worse if therapeutic anticoagulation with heparin is initiated should a misdiagnosis of acute
coronary syndrome be made. Although this condition tends to occur in patients with some form of inherited or acquired coagul-
opathy, it can also occur without an identifiable coagulopathy such as in our case. Diagnosis of DIHE should prompt an immediate
workup for an underlying coagulopathy such as hemophilia.

CASE REPORT

A 70-year-old man with no significant medical history presented to the emergency department with chief concern of 1 day of
progressively worsening epigastric abdominal pain and substernal chest pain along with dysphagia and odynophagia that started
suddenly shortly after eating a baguette. He was hemodynamically stable on initial evaluation. Physical examination was significant
for mild epigastric tenderness without rigidity, guarding, or rebound tenderness. Symptomatic supportive medical management
with antiemetics and analgesics was administered. Initial laboratory testing revealed unremarkable white blood cell count, hemo-
globin, basic metabolic panel, and liver function tests. Chest computed tomography showed a fluid filled distal esophagus with focal
thickening. He underwent an esophagogastroduodenoscopy (EGD) for further evaluation.

EGD revealed a large DIHE with a total length of 15 cm (extending 25-40 cm from incisors). No food particles were visualized in the
esophagus. A 20 mm nonbleeding Mallory-Weiss tear with stigmata of recent bleeding was identified at the gastroesophageal
junction. Hematin and old blood were noted in the mid esophagus and stomach. The duodenum was not examined. Prothrombin
time, international normalized ratio, and activated partial thromboplastin time were all within normal limits. He was not on any
anticoagulant or antiplatelet medications. He denied any family or personal history of hemophilia. The patient was kept with nothing
by mouth for 12 hours, and intravenous pantoprazole twice daily was continued for 24 hours. Thoracic surgery and interventional
radiology were consulted. Surgical or angiographic interventions were not required. His diet was advanced to full liquid the following
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Figure 1. Endoscopy showing Mallory-Weiss tear.

day and then mechanical soft the day after that, both of which he
tolerated well. His hemoglobin remained stable throughout the
hospitalization. Pantoprazole 40 mg twice daily was transi-
tioned from intravenous to oral, and he was discharged after 3
days of hospitalization with a plan for outpatient endoscopy to
document healing (Figure 1).

He underwent repeat EGD 8 weeks after discharge to assess
healing. Repeat EGD showed a 5 mm scar in the middle third of
the esophagus, 25-30 cm from the incisors. The scar tissue was
healthy in appearance. Diffuse mild mucosal changes charac-
terized by congestion were found in the entire esophagus. The
Z-line was regular and was found 40 cm from the incisors. The
entire examined stomach was normal (Figure 2).

DISCUSSION

DIHE is an uncommon condition characterized by collection of
blood in the wall of the esophagus. It is part of a spectrum of

Figure 2. Endoscopy showing large 15¢cm intramucosal hematoma.

esophageal injuries which include local mucosal tears (Mallory-
Weiss syndrome) and full-thickness rupture (Boerhaave syn-
drome). It tends to present with sudden-onset chest pain,
abdominal pain, dysphagia, odynophagia, and hematemesis. A
systemic analysis of all DIHEs in 2000 showed that 80% of
patients had 2 of 3 typical symptoms of chest pain, hematem-
esis, and dysphagia or odynophagia, with 50% of cases being
associated with sudden pressure changes in the esophagus or
direct trauma to the esophagus.' DIHE can be spontaneous” or
secondary to sudden change in intrathoracic and intra-
esophageal pressure such as during forceful vomiting, retching,
or coughing or as a result of direct trauma or foreign body/toxic
substance ingestion. There tends to be a coagulopathy present
whether that be acquired by using an anticoagulant or be
inherited. The presence of DIHE could be a clue for an un-
derlying coagulopathy such as hemophilia.

DIHE has been reported in the setting of warfarin use with a
therapeutic international normalized ratio of 2.5,% chronic
idiopathic thrombocytopenia,* hemophilia A, herpes
esophagitis,’ trauma from food ingestion,” trauma from
cardioversion,® acquired factor XI deficiency in a patient with
relapsed T-cell prolymphocytic leukemia after allogenic
hematopoietic-cell transplantation,” esophageal duplication
cyst,'* after surgical delivery of preterm twins in a pre-
eclamptic woman on therapeutic enoxaparin due to multiple
venous thromboembolism risk factors,'" and after injection
sclerotherapy.'?

Most cases are benign and are effectively treated with conser-
vative measures with resolution of symptoms typically within
1-2 weeks."? Conservative measures include nothing by mouth,
intravenous fluid resuscitation, acid suppression with proton
pump inhibitors, and correction of any coagulopathies if pre-
sent. A minority of cases may require intervention by using a
surgical approach or embolization with interventional radiol-
ogy because of severe bleeding. A review from 2009 which in-
cluded 119 patients found that major bleeding occurred in 11
cases (9.2%) and was defined as either more than 500 mL of
hematemesis with hypovolemic shock or bleeding that required
at least 4 units of pRBCs."

Because most DIHEs resolve with conservative measures, use of
surgery or embolization is especially rare and limited to in-
dividual case reports. One case report detailed the successful use
of emergent thoracotomy for the treatment of massive bleeding
from DIHE due to an active arterial hemorrhage.'® Another case
report of spontaneous DIHE with recurrent massive bleeding in
the setting of coagulopathy from decompensated liver cirrhosis
refractory to correction with fresh frozen plasma achieved he-
mostasis by embolization with glue and lipoidal of the esoph-
ageal branch of the left gastric artery.'* There was also a case of
achalasia and DIHE, with both pathologies being successfully
treated with peroral endoscopic myotomy. There were no ad-
verse events reported. On 2-month follow-up, dysphagia was
markedly improved with complete epithelialization of the
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DIHE on EGD. At 1-year follow-up, the patient did not have
recurrence of DIHE."®

It is important to be aware of this pathology because it is often
mistaken for cardiac chest pain leading to a delay in diagnosis.
The outcomes for these patients could be potentially disastrous
if misdiagnosed as unstable angina because the use of thera-
peutic heparin could rapidly worsen the hematoma and lead to
massive blood loss.
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