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LESSONS FRO M PRACTICE

Dissecting haematoma of the oesophagus has a typical appear-
ance on imaging.4,5 Barium swallow shows a long, smooth tubular
filling defect in the lumen of the oesophagus, sometimes with the
dissection space filled with a stripe of contrast (the “double-
barrelled oesophagus”). As the dissection most commonly occurs
along the posterior wall, the lateral view is most useful. Computed
tomography demonstrates an obliterated lumen with thickening of
the wall. This extends over a long length of the oesophagus, and
can mimic oesophageal rupture or extensive malignancy. The
haematoma is large, fluctuant, and blue or purplish when viewed
at endoscopy. Delayed endoscopy shows a long ulcer, where the
overlying mucosa has sloughed, followed by rapid regeneration
and an ultimately normal appearance.3

For a condition with such dramatic presentation, the natural
history is refreshingly benign. The best intervention is non-
intervention: the haematoma almost always resolves, and full
oesophageal function is restored. Intravenous hydration, supple-

mented by parenteral or enteral nutrition in appropriate cases, is
usually all that is needed. Anti-ulcer medications have no proven
benefit.3 Surgery is indicated if there is uncontrolled arterial
bleeding, or if the partial rupture has been converted to a full
thickness tear through endoscopy.3 A further indication for surgery
is a focus of infection within the false lumen, preventing healing.
In two such cases, endoscopic division of the overlying mucosal
flap resulted in complete resolution of fever, odynophagia and
neutrophilia.1,6 Unfortunately, aggressive intervention has led to
fatalities.3
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Lessons from practice

• Dissecting haematoma of the oesophagus should be included in 
the differential diagnosis in elderly patients presenting with 
cardiac-type chest pain, and oesophageal symptoms should be 
specifically sought in the history.

• The presence of oesophageal symptoms (dysphagia or 
odynophagia) in the context of cardiac-type chest pain should 
prompt investigation with appropriate imaging studies (barium 
swallow or computed tomography of the thorax before 
administration of fibrinolytic agents.

• Concern about dissecting haematoma of the oesophagus can be 
clarified rapidly with a water "sip test".

• The course of dissecting haematoma of the oesophagus is 
essentially benign if unnecessary intervention is avoided. ◆

Cancer in brief

Concise clinical oncology. Clive Peedell. Sydney: 
Butterworth-Heinemann, 2005 (xiii + 320 pp, $96.75). 
ISBN 0 7506 8836.

EXACTLY AS THE TITLE SUGGESTS — concise
and to the point! It is robustly constructed, and ideal
in size (190 x 130 mm — fits in a coat pocket),
number of pages and detail for medical students or
junior clinicians in any specialty, general practitioners,
or junior trainees in one of the oncology specialties.
Oncology trainees in later years would be better served
by a more comprehensive textbook.

The author is a radiation oncologist at James Cook
University Hospital in Middlesbrough, United Kingdom,
and the information presented is up-to-date, succinct
and relevant.

It is easy to navigate, with good use of fonts, as well as colour,
tables and figures to embellish the text. It is well set out with an
excellent table of contents and index. Sections include oncology

principles, A–Z of cancers (which occupies about half
of the book), complications and emergencies, as well
as a short A–Z of chemotherapy drugs, and useful
websites. There are three to five references after each
chapter for readers who want more detail, mostly
reviews in readily accessible online journals.

With each cancer in the A–Z section, the text is
divided into background, presentation, diagnosis
and staging, management, and future perspectives.
This allows easy navigation for the busy general
clinician. All cancers are covered but, as is appro-
priate, the more common cancers, such as breast,
colorectal and lung cancer, occupy more pages.

Some of the information about cancer manage-
ment and prognosis may change with time, but the future

perspectives section gives this book a longer shelf life than most.

Stephen P Ackland
Medical Oncologist

Newcastle Mater Misericordiae Hospital, NSW

BOOK REVIEW


