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FIG. 1. (A) Chest x-ray with wide radiolucent area in the right and
the left paracardiac region. Thoracic MDCT (B: coronal recon-
struction, C: sagittal reconstruction) showing a large air-filled hi-
atal hernia.
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An 83-old woman with an otherwise unremarkable med-
ical history, reported retrosternal discomfort and under-
went upper endoscopy, revealing a large diverticulum in 
the middle thoracic section of the esophagus. Sudden hem-
orrhage originating from the diverticulum interrupted fur-
ther procedure and the bleeding was successfully stabi-
lized by endoscopic intervention. An hour later, the patient 
started complaining about significant chest pain. Her vital 
signs were stable. An urgent chest x-ray (CXR) revealed a 
wide radiolucent area within the right and left paracardiac 
region which was highly suggestive of pneumomediasti-
num (Fig. 1A).

Onset of symptoms such as chest/epigstric pain, vomit-
ing, dyspnea, dysphagia, haematemesis or subcutaneous 
emphysema after an upper endoscopy lead to the suspicion 
of esophageal perforation (EP). However, current data dem-
onstrates that the initial diagnosis is wrong in one out of 
two cases.1 The risk of EP during diagnostic endoscopy 
ranges from 0.03 to 0.11%, and is more common in the eld-

erly population (>60 years), where coexisting esophageal 
diverticula further increases that risk.2 The clinical pre-
sentation of EP is highly variable and depends upon the lo-
cation (cervical, thoracic, abdominal) and the time interval 
until the diagnosis. In the case of thoracic EP, the standard 
CXR, thoracic multidetector computed tomography (MDCT), 
esogastroduodenal follow trough, and even esophageal en-
doscopy with precaution of enlargement of the transmural 
opening are helpful tools to establish the diagnosis. In 
thoracic EP, CXR may be abnormal in up to 90% of cases, 
demonstrating pleural effusion, pneumothorax or hydro-
pneumothorax, and pneumoperitoneum.3 However, at least 
a one hour delay after perforation is necessary to demon-
strate a development of pneumomediastinum.3 Thoracic 
MDCT is the procedure of choice due to its high sensitivity 
rates (92-100%) and it being 10 times as sensitive as CXR 
in detecting pneumomediastinum.4,5 Indeed, MDCT was 
performed in our case and showed a large air-filled cavity 
which shifted the cardiac structures forward. Both the gas-
troesophageal junction and a part of the stomach were situ-
ated above the diaphragm, in the mediastinum, impinging 
on the posterior cardiac structures and forming a large hia-
tal hernia (Fig. 1B, C). The patient remained stable and 
three days later was discharged from the hospital on proton 
pump inhibitors. The true incidence of massive hiatal her-
nias remains unclear as it varies according to the definition 
thereof; however, paraesophageal hernias account for 5- 
15% of all hiatal hernias and are more commonly seen in 
older population.6

In conclusion, chest pain after upper endoscopy may re-
sult from massive air insufflation into a preexisting hiatal 
hernia mimicking an oesophageal perforation. Prompt and 
timely management is of the utmost importance in order 
to define the circumstances of clinical signs and avoid life- 
threatening complications.
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