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History of present illness: A 51-year-old male with history of gastroesophageal reflux disease status post
multiple endoscopies presented to the emergency department with severe abdominal pain. Paramedics
reported the patient appeared diaphoretic on arrival and maintained stable vital signs during transit. The
patient reported taking Prilosec that morning before eating breakfast, after which he felt like something was
stuck in his throat with abrupt onset of abdominal pain radiating to his back and associated dyspnea,
described as “the worst pain of my life.” The patient denied nausea or vomiting. On exam he was diaphoretic,
in moderate distress and clutching his chest. He had clear breath sounds bilaterally and normal heart sounds.
His abdomen was soft and tender to palpation in the epigastrium without rebound or guarding.

Significant findings: CT chest angiogram demonstrated extensive pneumomediastinum (blue outline) with
mural thickening (green outline) and mural air within the distal esophagus (purple outline), in addition to
adjacent air-fluid levels (yellow outline), suggestive of esophageal perforation, likely consistent with
Boerhaave syndrome.

Discussion: Esophageal perforation is a life-threatening event often requiring urgent or emergent surgery,
which can be delayed due to nonspecific presentations that make it difficult to diagnose.?3 The mortality
rate can be as high as 20% and delaying treatment for more than 24 hours doubles this risk.*>

latrogenic causes account for the majority of esophageal perforations (55%-70%), followed by spontaneous
rupture (15%), foreign body ingestion (10%-14%), and traumatic perforation (10%-23%).%%* Pain referring
directly to the site of perforation is the most common presenting symptom, and can mislead clinicians to
focus on other intrathoracic organs of more immediate interest such as the heart and lungs. Intrathoracic
and intraabdominal perforations are more severe than cervical perforations and may present with
characteristic signs of systemic sepsis such as tachycardia, tachypnea, and fever.®® CT esophagography
showing pleural effusions, pneumomediastinum, subcutaneous emphysema, hydrothorax,
hydropneumothorax, and subdiaphragmatic air are all suggestive of a perforation with a sensitivity and
specificity of 78% and 94%.37 Primary repair by a trained surgeon remains the most successful treatment
option, reducing mortality by up to 70% compared to nonoperative management.?3 More conservative
treatment may be considered in select cases of well-contained perforations with minimal contamination.*

The patient in this case underwent emergent primary surgical repair of a distal esophageal perforation and
removal of an impacted bezoar with endoscopy. The patient did well post-operatively and was discharged in
stable condition.

Topics: Esophageal perforation, Boerhaave syndrome, abdominal, Gl, gastroenterology, bezoar.
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