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INTRODUCTION

Intramural esophageal dissection (IED) is a rare dis-
order characterized by a separation of the mucosa and/
or submucosa from deeper muscular layers of the esoph-
agus, with or without perforation.1-3) The causes of IED 
include mucosal injuries from ingestion of sharp foreign 
body, abrupt increase in intraesophageal pressure such 
as forceful vomiting, anticoagulation therapy or inherent 
coagulopathy, and iatrogenic instrumentation including 
endoscopy. Among them, iatrogenic instrumentation 
such as endoscopy is probable the most important risk 
factor.3-5) Patients with IED usually present with abrupt 

retrosternal chest pain, dysphagia, and hematemesis.5,6) 

Traditionally, a fluoroscopic contrast swallow study or 
upper gastrointestinal (GI) endoscopy has been used to 
diagnose IED. Recently, chest computed tomography 

(CT) scan has proven useful to assess the full extent of 
IED, evaluate the presence of esophageal perforation, 
and differentiate IED from acute cardiovascular disease 
and other esophageal diseases.1,6,7) 

We herein describe a case of IED after endoscopy in a 
patient with hypopharyngeal cancer treated with concur-
rent chemoradiotherapy. In this case, chest CT success-
fully established a diagnosis of IED extending to the gas-
tric wall and a suspicion of microperforation. 

CASE REPORT

A 74-year-old woman admitted to our hospital with 
complaints of nausea and swallowing difficulty. She had 
been diagnosed with hypopharyngeal cancer 6 months 
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ago and treated with concurrent chemoradiotherapy until 
2 months ago. An upper GI endoscopy was done show-
ing edematous change in the epiglottis and pyriform si-
nus. When the endoscope was advanced towards cervical 
esophagus, the patient suddenly complained severe neck 
and chest pain and the endoscopy was aborted with sus-
picion of esophageal perforation. Chest CT was immedi-
ately performed to evaluate the esophagus for a through 
perforation and other mediastinal complications. Axial 
and coronal CT images revealed extensive intramural 
dissection from the thoracic inlet level esophagus to the 
lesser curvature of the stomach (Fig. 1A~C). Tiny air 
density around the distal esophagus and small amount 

of perigastric pneumoperitoneum were noted (Fig. 1D) 
but definite perforation site or evidence of mediastinitis 
were not delineated on CT scans. The diagnosis of IED 
with microperforation was made, and the patient was 
treated with conservative management including fasting, 
fluid therapy, and the use of antibiotics and painkillers. 
An esophagography using water-soluble contrast media 
performed nine days later showed no evidence of esopha-
geal dissection or contrast leakage. The patient was given 
oral feeding with rice-water for the next few days, and 
was finally allowed soft foods just before her discharge 
on the 14th day after admission. She was discharged with 
relieved pain symptom, and follow-up endoscopy per-

Figure 1. Chest CT images of a 74-year-old woman with abrupt chest pain during upper GI endoscopy. A, B. Transaxial CT images show not 
only typical esophageal double lumen (white arrow) but also eccentric esophageal wall thickening (black arrow) and abnormally thin the other 
side esophageal wall (curved arrow). C. A coronal CT image shows esophageal double lumen, intervening mucosal flap (white arrows), and ec-
centric esophageal wall thickening (black arrow). D. A transaxial CT image shows air dissecting gastric wall (long black arrow) and small amount 
of perigastric pneumoperitoneum (long white arrow). 

	A	 B

	C	 D
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formed 3 months later showed no abnormal finding in the 
esophagus and stomach.

DISCUSSION

Intramural esophageal dissection is a relatively rare 
disorder characterized by a separation of the mucosa and/
or submucosa from deeper muscular layers of the esoph-
agus.1-3) It was first described as “intramural rupture of 
the esophagus” by Marks and Keet in 1968, and has also 
been referred to as “esophageal apoplexy” and “submu-
cosal hematoma”.7-9) Hanson and co-workers suggested 
the term of “intramural esophageal dissection” in 1991, 
because this is an accurate description of the radiologic 
findings regardless of the pathogenesis.9) 

Two theories of pathogenesis of IED have been pro-
posed. The first theory is that intramural dissection is ini-
tated by submucosal bleeding secondarily tears the mu-
cosa, decompressing the hematoma into the esophageal 
lumen. Spontaneous IED in patients with anticoagulation 
therapy or inherent coagulopathy may belong to this cate-
gory. The second theory postulates that the mucosal tears 
come first and are followed by secondary dissection of 
the submucosa.9,11) Iatrogenic cause including endoscopy 
or sharp foreign impaction could be considered as this 
category. 

In this case, iatrogenic mucosal injury during the en-
doscopy was presumed as a main cause of IED. Howev-
er, an expert endoscopist who has over 10 years of expe-
rience in endoscopy performed the procedure, and endo-
scopic and chest CT findings revealed edematous change/
wall thickening in the hypopharynx and cervical esoph-
agus suggesting the radiation change. Our patient had 
been diagnosed with hypopharyngeal cancer 6 months 
ago and treated with concurrent chemoradiotherapy until 
2 months ago. We suggest that a history of chemoradio-
therapy can be a risk factor of IED on endoscopy. 

IED is conceptually similar to an aortic dissection in 
terms of mucosal/intimal tear, creation of a true and false 
lumen, and sudden onset of severe chest pain as present-
ing symptom.7,9,10) Traditionally, a fluoroscopic contrast 
swallow study or upper gastrointestinal endoscopy has 
been used to diagnose IED. Recently, chest CT scan has 
proven useful for clear identification of the extent of IED 
and differentiation of IED from acute cardiovascular dis-
ease and other esophageal diseases.1,6) Furthermore, chest 
CT scan easily detect a small amount of air collection 

from the esophageal perforation and adjacent mediastinal 
fat infiltration representing mediastinitis. In this regard, 
chest CT is superior to fluoroscopic esophagography, and 
such a one-step procedure would be both convenient and 
cost-effective for patients.1)

CT findings of IED have been reported as a mucosal 
flap with submucosal distribution of gas or contrast ma-
terial, giving the esophagus the classic double-barreled 
appearance.5) In our case, chest CT scans show not only 
the typical esophageal double lumen but also eccentric 
esophageal wall thickening and abnormally thin the other 
side esophageal wall which represent collapsed true lu-
men and distended false lumen. We believe that this CT 
finding may also be important to diagnose IED.

In summary, we report a case of IED after endosco-
py in a patient with hypopharyngeal cancer treated with 
concurrent chemoradiotherapy, and suggest that a history 
of chemoradiotherapy can be a risk factor of IED on en-
doscopy. In this case, chest CT successfully established 
a diagnosis of IED extending to the gastric wall and a 
suspicion of microperforation. In addition to the classic 
esophageal double barrel appearance, eccentric esopha-
geal wall thickening and abnormally thin the other side 
esophageal wall may also be an important CT finding to 
diagnose IED.
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