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CASE REPORT

A 55-year-old patient presented with ethanolic cirrhosis 
(CHILD B9) and hemodynamic instability (heart rate: 112 
bpm, blood pressure: 83/62) from massive upper gastroin-
testinal bleeding (UGIB). Upper gastrointestinal endosco-
py (UGIE) revealed active bleeding from esophageal var-
ices. As sclerotherapy and band ligation failed to provide 
hemostasis; the decision was made to use a Sengstaken 
balloon (SB). The balloon was insufflated with 300 ml for 
the gastric channel and 200 ml for the esophageal chan-
nel. X-rays after insufflation showed the gastric balloon at 
the distal esophagus. A repeat UGIE procedure showed a 
laceration at the lower third of the esophagus. A CT scan 
revealed pneumomediastinum (Fig. 1A). Given his clini-
cal instability, the patient was operated on immediately, 
and an 8-cm longitudinal esophageal rupture was found in 
the lower third (Fig. 1B), which underwent primary suture 
repair. She died after five days from hepatorenal syndrome.

DISCUSSION

UGIB from esophageal varices in the setting of por-
tal hypertension is a high mortality situation. Treatment 
with vasoactive drugs and endoscopic ligation is effec-
tive in 76-96% of cases (1). SB is an effective salvage 
option when the above fails to temporarily control bleeding 
(effectiveness up to 90%) (2), but morbidity and mortality 
remain high. Major complications include: bronchoaspi-
ration, rupture, and esophageal necrosis (2). 

SB placement must be checked with auscultation to 
detect air insufflation within the gastric cavity, misplace-
ment being the primary cause of esophageal rupture. 

Surgery is the treatment of choice for esophageal rup-
ture. Conservative endoscopic management with Ovesco 
clips and self-expandable stents has been described for 
smaller tears (< 10 mm) in the absence of sepsis (3).
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Fig. 1. A. Pneumomediastinum from esophageal perforation. B. Left 
posterolateral longitudinal esophageal tear. 
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