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Abstract 
 

This is a 43 year old man with complain of massive hematemesis. The upper endoscopy identified 
esophageal penetration by fish bone at mid esophagus and the CT scan also showed a hematoma at 
mid esophagus. The endoscopy procedure terminated immediately and surgical consultation 
requested. While the patient was waiting for transfer to operating room, a catastrophic bleeding 
happens and the patient died.  
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INTRODUCTION 
  
A 43 year old man has been admitted in the emergency 
department with complain of hematemesis and 
rectorrhagia (16:30 PM). He reported 3 times of 
hematemesis in the morning of same day and the 
volume of vomited blood was about 4 glasses. He also 
complained of passing blood per stool. There was no 
abdominal or epigastric pain. He mentioned 
consumption of sea food three days ago and was 
doubtful about swallowing of fish bone.  

His vital sign was stable (SBP 140/90, recumbent PR 
82, sitting PR 100, RR 15, and T 37.9) and there was not 
any history of drug or NSAID use. He was a smoker and 
also recreational opium user. In physical examination, 
the conjunctiva was pale but sclera was not icteric. 
There was not any other positive finding and rest of 
examination was normal.  

The laboratory profile include the following results:  
Hb 7.9, MCV 62, Plt 405000, MCH 19, MCHC 30, PT   
15, PTT 30, INR 1, BS 194, BUN  23,  Cr  0.9,   AST  61,  
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ALT 52 and Alk  P 572.  After  admission,  hemodynamic 
resuscitation achieved with N/S, IV Pantoprazol infusion 
and transfusion of 2 units PC. An urgent upper 
endoscopy was requested and the endoscopist reported 
that there was a large hematoma with a foreign body in 
the mid esophagus and also there were 2 to 3 small 
clean based ulcers in duodenal bulb (figure 1). The 
endoscopy terminated immediately without any 
intervention and chest CT scan (figure 2) and surgical 
consultation requested.  

On call of surgery have visited him and ordered for 
transfusion of packed cell, FFP,CT scan and also 
request to inform him emergently in case of any active 
bleeding or any change in clinical situation.  The CT 
images showed a large hematoma at mid esophagus 
beside aortic arch (figure 2). While the patient was 
waiting to be refer to operation room, a massive GI 
bleeding took place at early morning which ends to blood 
pressure drop, decrease in Level of Consciousness 
(LOC), shock and cardiac arrest. Resuscitation and CPR 
began but they were unsuccessful and the patient 
expired at 3.20AM.  
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Figure 1. Fish bone in mid esophagus.  

 
 

 
 

Figure 2. Chest CT scan revealed esophageal hematoma.    
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DISCUSSION 
  
Esophagus is a muscular tubular structure between oral 
cavity and stomach to achieve a safe transfer of food 
and liquids. Structurally the esophageal wall composed 
of 4 layers: innermost mucosa, submucosa, 
muscularispropria, and outermost adventitia (Braden and 
Daniela, 2006; Feldman et al., 2010) and unlike other 
parts of GI tract, the esophagus has no serosa which 
makes it prone to perforation (Feldman et al., 2010; 
Katsetos et al., 2003). In fact the esophagus is the most 
common site of foreign body impaction in the 
gastrointestinal (GI) tract (Webb, 1995). 

There are areas of anatomical esophageal narrowing, 
including the cervical esophagus, aorticarch, and gastro 
esophageal junction which is more prone for foreign 
body impaction (Eisen et al., 2002). However, adults with 
food impaction often have an underlying structural 
esophageal disorder such as a peptic stricture or 
eosinophilic esophagitis (Panieri and Bass, 1995; Desai 
et al., 2005). 

The clinical presentation of esophageal foreign body 
impaction is often straightforward and depends upon the 
size and location of the injury and also time course since 
injury (Katsetos et al., 2003, Webb, 1995). Dysphagia is 
the most common symptom and, if the esophagus is 
obstructed, odynophagia, choking, or drooling could be 
present (Ginsberg, 1995). Complications usually depend 
on the characteristics of the impacted object, and may 
occur with larger sized, irregularly shaped, or sharply 
pointed objects including fish bones (Katsetos et al., 
2003, Eisen et al., 2002). 

Our patient was presented with massive 
hematemesis and the foreign body identified by 
endoscopy was about mid esophagus which is near to 
the aortic arch (figure 1).  Fistulization to surrounding 
vasculature such as the aorta or innominate artery may 
lead to life-threatening hemorrhage (Wu and Lai, 1992; 
Simic and Budakov, 1998). Equally serious 
consequences can also occur with fistulization to the 
airway or pericardium (Rajesh and Goiti, 1993). In these 
cases, temporary bleeding from the respiratory or 
digestive tracts is an important signal and could be an 
alarming sign which can end to a catastrophic and fatal 
scenario.  

The diagnosis of esophageal perforation most often 
relies on radiologic findings. Once suspected, a 
posteroanterior and lateral upright chest X-ray should be 
obtained to identify any cervical or mediastinal 
emphysema, pneumopericardium or pleural effusion 
(Katsetos et al., 2003). Contrast films obtained with 
meglumine diatrizoate (Gastrograffin) are used to 
confirm the presence of an esophageal perforation. If the 
gastrograffin study was negative, a barium study may be 
required (Phillips and Cunningham, 1984). If a 
thoracoesophageal fistula or free perforation into          
the lung is suspected, barium should not be used due    
to   the   possible   risk  of  barium - induced  mediastinal  

 
 
 
 
inflammation. In case of negative X-ray, the next step 
which should be considered is chest CT scan (Dodds et 
al., 1982). The CT scan is useful in localizing fluid 
collections (White et al., 1993) and in our patient, the CT 
scan showed a hematoma around esophagus which was 
suggestive of aortic penetration (figure 2). 

Although conservative management of perforations 
such as endoscopic closure could be successful, it is 
only appropriate in contained esophageal perforations in 
a stable patient without evidence of sepsis (Wewalka et 
al., 1995; Nozoe et al., 1998). But our patient was 
presented with massive hematemesis and CT findings 
was suggestive of aortic penetration and in these cases 
any endoscopic intervention could potentially lead to 
abrupt fatal bleeding so the endoscopy terminated 
immediately without any intervention.   

These kinds of esophageal perforation require urgent 
operative attention. Indications of surgery include 
clinically unstable patient, signs of sepsis, contamination 
of mediastinum or plural space and failed medical 
therapy (Reeder et al., 1995). The overall mortality rate 
of esophageal perforation is 22% but the survival rose to 
near 95% when the primary repair is completed within 24 
hours of rupture (Duranceau, 1997). Sudden 
hemodynamic deterioration due to massive bleeding 
prevented any surgical intervention for our patient and 
he died before arriving to the operation room.  
 
 
CONCLUSION 
 
Etiology, time delay between esophageal perforation and 
diagnosis, and location of esophageal perforation affect 
management and results. The majority of esophageal 
perforations require urgent surgical treatment and in 
these situations every minute is critical and saving every 
second could be vital.  
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