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Abstract  Case Report 
 

Post procedural chest pain after percutaneous coronary intervention is a nerve wrecking symptom for both the 

interventionist and the patient. Prompt recognition of the underlying condition and management is critical for survival 

of the patient and success of the procedure. Here we describe an unusual cause of acute severe chest pain with a good 

prognosis on early recognition, which should be considered as one of the differential diagnosis after a coronary 

intervention in this scenario.  
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INTRODUCTION 
Acute chest pain in the immediate post 

procedure period after a coronary intervention usually 

adversely effects the procedural and patient outcomes. 

Out of the most common and catastrophic cause’s 

Esophageal hematoma is a very uncommon contributor. 

It has a good prognosis and is usually managed 

conservatively but its diagnosis requires high index of 

suspicion and careful dissection clinical signs and 

symptoms. 

 

CASE REPORT 
A 60 years old male hypertensive and diabetic 

presented with complaints of chest pain and evaluation 

in emergency department showed patient having acute 

coronary syndrome with inferior wall myocardial 

infarction and patient was thrombolysed with reteplase 

successfully. Patient was subsequently taken for 

coronary angiography and PCI to right coronary artery 

was done. 

 

Next day the patient started with acute sever 

chest pain radiating to shoulders and back and was 

associate with diaphoresis. Serial ECGs were done 

which showed no fresh changes and troponin levels 

were repeated which did not show any peaking than the 

levels recorded earlier. Patient was given analgesics but 

patient continued to be symptomatic and developed 

symptom of dysphagia. In view of the clinical scenario 

it was decided to do a CT angiography to rule out acute 

aortic syndrome. The CT showed normal aorta but note 

was made of a 3.7x2.2x2.3 cm non-enhancing 

intramural area at the lower esophagus which is 

hyperdense on non-contrast study suggestive of 

intramural esophageal wall hematoma figure 01.  

 

 
Fig-01 

 

Esophageal gastro duodenal (EGD) endoscopy 

was done subsequently which showed bluish 

discoloration with a long bulge in the lower esophagus 

suggestive of intramural esophageal hematoma figure 

02. 
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Fig-02 

 

Patient was managed conservatively. Patient 

was asked to avoid oral intake and was given 

intravenous hydration and some analgesics and 

monitored closely for symptoms of upper 

gastrointestinal bleed. Symptoms began to improve 

from second day and orals were started from third day 

and patient was discharged in stable condition. 

 

DISCUSSION 
Esophageal hematoma is caused due to 

separation of esophageal lining from the muscular layer 

with accumulation of blood between the two layers [1]. 

It is usually a disease of elderly and fragile people on 

anticoagulants, occurring spontaneously. It can also 

occur after upper GI endoscopy, endotracheal 

intubation and foreign body ingestion. It is also known 

as esophageal apoplexy, esophageal dissection and 

intramural dissection of esophagus and usually involves 

the distal part of esophagus [2]. Esophageal hematoma 

has to be differentiated from other severe acute 

esophageal syndromes of Berhaave’s syndrome and 

Mallory-Weiss syndrome. Berhaave’s syndrome is 

caused by rupture of esophagus in to mediastinum 

leading to subcutaneous emphysema and mediastinal 

infection leading to sepsis. Mallory –Weiss syndrome is 

caused due to tear in the esophageal mucosa leading to 

upper GI bleed following recurrent bouts of sever 

retching and vomiting [3]. 

 

Esophageal hematoma presents with acute 

retrosternal pain radiating to back creating resemblance 

with clinical presentation of aortic dissection. This is 

followed by dysphagia. Dysphagia is usually reported 

late in post coronary intervention period as the patients 

are usually advised to not to take orally in this scenario 

[4]. Upper GI bleed in the form of hematemesis can 

occur due to rupture of hematoma. The classical triad of 

chest pain, dysphagia and hematemesis is presentation 

in only one third of the patients [5].  

 

During coronary intervention the role of 

antiplatelets and anticoagulants in development of 

esophageal hematoma is unclear and inconclusive. 

Anticoagulants and antiplatelets are thought to not 

cause but aggravate the formation esophageal 

hematoma. Patients developing esophageal hematoma 

are likely to have predisposition for developing the 

condition [6, 7]. Our patient received both antiplatelets 

and anticoagulants and both may have played a role in 

developing the hematoma. In view of the clinical 

presentation aortic dissection is usually considered as 

first differential and a computer tomography (CT) is 

invariably performed. Fortunately CT has a high 

sensitivity for detection of esophageal hematoma and 

may be bring the first clue towards making this 

diagnosis [8, 9]. Esophageal endoscopy can directly 

visually the hematoma, confirm diagnosis and institute 

local therapy if required. Other modalities of diagnosis 

include endoscopic ultrasound and magnetic resonance 

imaging [10, 11]. 

  

Management of esophageal hematoma is 

mostly conservative. It includes restricting oral, IV 

fluids and analgesics. Follow up scans usually show 

resolution of hematoma completely in 3 to 4 weeks [12-

14]. 

 

CONCLUSION 
Esophageal hematoma can clinically mimic as 

a catastrophic chest pain after coronary intervention and 

is usually not considered in view of low awareness of 

the treating physicians. This can lead to misdiagnosis 

causing unnecessary morbidity and mortality in a 

relatively benign disease.  
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