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the pleural drain (Figure 1B –1F). The fluid and food 
fragments were removed from the left pleural 
cavity during the procedure; however, attempts 
to repair the esophageal perforation failed, and 
the patient was referred for surgical manage‑
ment of Boerhaave syndrome. On the second 
day after the accident, suturing of the esophageal 
perforation via the thoracic access with drainage 
of the pleural cavity was successfully performed. 
The patient was discharged after 6 days of hos‑
pitalization in good general condition.

Boerhaave syndrome is a pressure ‑induced rup‑
ture of the esophageal wall and is associated with 
high morbidity and mortality.1,2

Despite reports of successful endoscopic man‑
agement of esophageal rupture,3,4 surgery is 
the first ‑line treatment for Boerhaave syndrome, 
especially in stable, young patients without se‑
vere comorbidities.1,2

Due to the rapid development and severe clin‑
ical course of Boerhaave syndrome (it is often ac‑
companied by sepsis caused by mediastinitis), 
an endoscopic view such as the one described 
here is very rarely obtained during gastroscopy. 
In the presented case no symptoms suggesting 
Boerhaave syndrome were noticed prior to gas‑
troscopy. In our opinion, dyspnea on admission 
was due to fluid in the left pleural cavity, while 
chest pain resulted from fractured ribs following 
the car accident. In our patient, slight perforation 
of the esophagus occurred during thoracic trauma. 
Severe vomiting caused by the esophageal perfo‑
ration led to  full ‑thickness tear of the esophageal 
wall and Boerhaave syndrome.

A 48 ‑year ‑old man was admitted to our depart‑
ment because of thoracic injury following a car 
accident. Initially, the patient complained of 
dyspnea and chest pain. Imaging examinations 
(Figure 1A) performed on admission revealed 
4 fractured ribs (VII–X) in the midclavicular line 
and left‑sided pleural effusion. The left pleural 
cavity was subsequently drained of 200 ml of 
cloudy fluid. On the first day of hospitalization, 
the patient experienced nausea and severe vom‑
iting as well as deterioration of general condi‑
tion. He was referred for endoscopic examina‑
tion of the upper gastrointestinal tract to di‑
agnose the abovementioned symptoms. Gas‑
troscopy (Figure 1B –1F) was performed, which re‑
vealed a large perforation in the esophageal wall. 
Through the perforation, the gastroscope was in‑
troduced into the chest, visualizing the medias‑
tinal structures, fluid with food fragments, and 
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Figure 1  A – contrast ‑enhanced computed 
tomography of the chest performed on the day of 
admission showing fluid in the left pleural cavity (red 
arrow)
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Figure 1  B–F – Boerhaave syndrome revealed during 
gastroscopy in a patient with pleural effusion following 
thoracic injury. Through the esophageal perforation (blue 
arrows), an endoscope was introduced into the thoracic 
chest, visualizing the heart (green arrows), left lung 
(yellow arrows), fluid with food fragments (white 
arrows), and pleural drain (red arrows).
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