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Abstract  Case Report 
 

Boerhaave syndrome is a rare emergency spontaneous rupture of the esophagus as a consequence of barotrauma. Its 

incidence is estimated at 1.3/1,000,000 per year in the United States, and the diagnosis should be made in the presence 

of chest pain preceded by intense vomiting, and confirmed by imaging. Our clinical cases have just shown that 

symptomatology depends on the extent of the lesions, with a normal clinical examination in the first case and 

subcutaneous emphysema in the second. A CT scan remains the gold standard for confirming the diagnosis. 
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INTRODUCTION 
Spontaneous oesophageal rupture (SOR), or 

Boerhaave syndrome, is a barotrauma due to a sudden 

increase in intra-oesophageal pressure (up to 200 

mmHg), caused by intraluminal hyperpressure with the 

glottis closed [1]. 

 

First described by Hermann Boerhaave in 1724. 

 

The term "spontaneous" is used to differentiate 

Boerhaave's syndrome from oesophageal ruptures 

caused by iatrogenic, traumatic or tumour perforation. 

Rupture of the oesophagus is associated with 

mediastinitis, which can lead to rapid death if left 

untreated. 

 

Vomiting most often occurs after a heavy meal 

and/or heavy alcohol consumption. Other causes include 

epileptic seizures, coughing, asthma attacks and 

prolonged labour during delivery [2]. 

 

There are few epidemiological data on 

oesophageal perforation. A nationwide study in Iceland 

found an annual incidence of 3.1 cases per million people 

[3].  

 

We present the observations of two patients admitted to 

emergency with Boerhaave syndrome. 
 

OBSERVATIONS 
CASE 1 

The patient was 34 years old and an active 

smoker with 12 pack-years of alcohol consumption 

estimated at 15g per day, with no other medical or 

surgical history, particularly respiratory. 

 

The patient presented 3 days prior to admission 

with excessive postprandial morning vomiting 

complicated by intense chest pain with posterior 

radiation. 

 

All of this was accompanied by a fever of 38°C. 

 

The clinical examination revealed no other 

signs. The electrocardiogram showed no abnormalities. 

The biological work-up requested in the emergency 

department showed hyperleukocytosis at 20,000/ml with 

a predominance of neutrophils and a frank inflammatory 

syndrome: CRP at 300 mg/l and acute functional renal 

failure with creatinine at 20 mg/dl, troponin 

measurement was negative. 

 

The patient underwent a frontal chest X-ray showing 

Isolated pneumomediastinum. (figure 1) 
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Figure 1: Frontal chest X-ray showing Isolated pneumomediastinum 

 

An additional CT scan confirmed the pneumomediastion with the presence of radiological signs in favour of 

Boerhaave syndrome (figure 2) 

 

 
Figure 2: CT scan confirmed the pneumomediastion with the presence of radiological signs in favour of 

Boerhaave syndrome. 

 

The patient was put in condition with the 

prescription of analgesics in addition to a broad- 

spectrum probabilistic antibiotic therapy. 

 

After conditioning and correction of the defects, 

the patient underwent surgical cure of the oesophageal 

perforation with mediastinal drainage. 

 

The outcome was favourable after a 48-hour stay in the 

ICU. 

 

 

 

CASE 2 

The patient was 18 years old and had no 

previous medical or surgical history. She was admitted 

to emergency with incoercible vomiting and transfixing 

chest pain extending to the cervical region. 

 

Examination revealed a dehydrated patient with 

cervical emphysema. Biological tests revealed an 

inflammatory syndrome with a CRP of 240 and 

functional renal failure with creatinine of 22 mg/dl. A 

cervico-thoracic CT scan revealed a 

pneumomediastinum with cervical subcutaneous 

emphysema in favour of Boerhaave syndrome (figure 3) 
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Figure 3: CT scan confirmed the pneumomediastion with the presence of radiological signs in favour of 

Boerhaave syndrome. 

A. Axial section 

B. Coronal section 

 

The post-operative course was good. 

 

DISCUSSION 
Boerhave syndrome is a rare and probably 

under-diagnosed condition, with an estimated incidence 

of 1.3/1,000,000 per year in the United States [4]. 

Depending on the series, it accounts for between 8% and 

56% of all causes of oesophageal perforation [5], it 

predominantly affects men (80% of cases), with a sex 

ratio ranging from 2:1 to 5:1 [6], and the preferred age 

range is between 40 and 60.2 The risk factors are chronic 

alcoholism and an underlying oesophageal pathology. 

Our patient is 34 years old, younger than the age range 

described in the literature, with a history of chronic 

alcoholism, which is in line with what is cited above in 

the literature [7]. 

 

The clinical presentation depends on the size 

and location of the oesophageal breach [9]. The pain is 

generally constant, usually located in the retro-sternal 

thorax, radiating to the back and left shoulder blade, or 

in the abdominal epigastric region [10]. A history of 

violent or recurrent vomiting preceding the onset of pain 

should guide the clinician [8]. The first case report 

describes a patient referred to emergency with severe 

chest pain preceded by violent vomiting. 

 

Diagnosis is based primarily on imaging. A 

standard chest X-ray [11], may reveal indirect and 

aspecific signs of oesophageal perforation, such as 

pneumomediastinum [12]. 

 

However, the reference radiological 

examination is the thoracic or thoracoabdominal CT 

scan, with a sensitivity of 92% to 100% [13]. 

 

Surgery remains the reference treatment, which 

consists of repairing the oesophagus by direct suture of 

the wound after debridement of the necrotic areas [5]. 

 

CONCLUSION 
Boerhave syndrome is a rare pathological entity 

which should be considered in the presence of chest pain 

preceded by intense vomiting. Diagnosis is based on 

imaging and management is multidisciplinary with 

recourse to emergency surgery. 
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