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Abstract:

A 25 vears voung healthy male presented and treated as a case of subplrenic abseess was stthsequently
diagnosed as a case of Boerhaave's svadrome and managed snecessfully.

Introduction.

The Boerhaave's syndrome is a type of
spontaneous oesophageal perforation usually
occwring  due  to barotraumas.  When
somebody  vomits  against  closed  glottis,
pressure in the oesophagus rapidly increases
and it burst at its weakest point at the lower
third, The usual with
mediastinal symptoms due to contamination
with infected gastric contents. But this patient
presented as a case of left subphrenic abscess
which is a rare event. Because of the rareness
of this condition and considerning the
importance of an urgent treatment this case is

presentation s

reported.
Case report:

A healthy 25 years old male was admitted in
the surgery department of Holy Family Red
Crescent Medical College Hospital with live
days history of severe abdominal pain, 20/25
times vomiting at the onset, mild fever and
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yellow discoloration of the sclera. He was a
known case of peptic uleer disease {PUD) and
was taking anti-ulcer drugs regularly. But five
days back he had homeopathic medicine for
his PUD and after, the
symptoms of acute abdomen developed. After
threc days of conservative treatment in thana
health complex he came to Holy Family
Haospital.

about six  hour

On admission, he had tachyeardia, mild
anaemia and mild jaundice with low grade
fever, moderately distended rigd wender upper
abdomen with absence of bowel sound:
provisional diagnosis of acule pancreatitis
was  made and given
accordingly. Routine investigations showed
raised ESR, SGPT and LDH: there was
hypokalaemia and hypochloraemia.  X-ray
abdomen in erect posture showed a huge [lud
gas level in upper abdomen (Fig.-1}). In the
next day, his condition deteriorated. he had
high fever and there were increased features
of toxicity. Ultrasonography (USG) and CT
scan  of abdomen showed large fluid
collection with air fluid level across the upper
abdomen displacing the stomach to the left.
There was mild left basal consolidation with
small pleural fluid collection.
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