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Boerhaave syndrome and black esophagus
Síndrome de Boerhaave e esôfago preto
Grigoriy Emil GurvitsI

New York University School of Medicine/Langone Medical Center, New York, United States

Dear Editor,
It was with great interest that I read an article by Dr. Dinic and colleagues on Boerhaave 

syndrome in the latest issue of your journal.1 They describe a rare case of spontaneous 
esophageal perforation in the setting of hematemesis in association with duodenal ulcer and 
black esophagus.

Boerhaave syndrome is an unusual entity in clinical medicine that was historically described 
by classical physical examination findings of the Mackler triad (vomiting, chest pain and sub-
cutaneous emphysema), Hamman’s mediastinal crepitus with heartbeat and pneumomediasti-
num on X-ray imaging. Computed tomography scans showing Gastrografin extravasation are 
diagnostic on call to the operating room.2 Patients typically appear tachypneic and acutely ill.

The case of esophageal perforation presented by Dinic et al. is intriguing for several reasons, 
primarily because of the presence of a rare finding of distal black esophagus on postmortem 
examination. Black esophagus or acute esophageal necrosis is a syndrome that is classically 
characterized by a distal esophagus with circumferential black appearance of varying proxi-
mal extent. It presents clinically with gastrointestinal hemorrhage and is often associated with 
duodenal ulcer disease.3-5 The patient’s clinical history and a four day prodrome may be a clue 
to the development of black esophagus.

It is true that profound retching with a sudden rise in intraesophageal pressure against a closed 
cricopharyngeus may result in spontaneous distal esophageal perforation, as seen in Boerhaave 
syndrome. On the other hand, blind passage of the nasogastric tube in the setting of a necrotic 
esophagus would potentially cause a longitudinal tear of similar appearance at the weak point 
just above the gastroesophageal junction. In fact, such a procedure should be avoided.4 It is also 
conceivable that repeated vomiting in a patient with black esophagus may result in Boerhaave 
syndrome. If so, this would be the first such occurrence described in the literature.

It is difficult to retrospectively point out the correct underlying diagnosis in this unfor-
tunate case, but the possibility of an iatrogenic esophageal tear should be considered in this 
patient with concurrent finding of black esophagus.
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Dear Sir,
I am glad that our work has sparked your interest. The study1 

presents a case of a patient with spontaneous rupture of the esoph-
agus caused by vomiting. In Figure 2, we presented the esophagus 
with its surface covered with blood (not washed). The wall of the 
esophagus was not necrotized (shown histopathologically), and it 
was not a black esophagus.2,3 Setting the nasogastric tube in this 
case was risky; however, it was necessary in order to evacuate the 
heavy liquid content of the stomach (detected on abdominal ultra-
sound), as well as to perform esophagogastroduodenoscopy (EGD). 
The patient had the same symptoms before placing the probe and 

after removing it (before EGD), and so we ruled out the possibil-
ity that she might have caused the rupture herself. 
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