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A case of Spontaneous esophageal submucosal
dissection on esophageal candidiasis.
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Abstract
Spontaneous esophageal dissection is characterized by long lacerations of the esophageal mucosa with
hematoma formation and severe chest pain or upper abdominal discomfort but without perforation. These
injuries are not related to forceful vomiting or any other definable cause but are similar to those
previously described as intramural esophageal rupture. Diagnosis of spontaneous esophageal dissection
can readily be made radiologically and endoscopically. Since esophagogram the mucosal stripe or
double—barreled sign is relatively common, so esophagogram is helpful for diagnosis. Early fiberoptic
endoscopy is useful in establishing the diagnosis. Conservative management make a good result for
treatment of spontaneous esophageal dissection. We experienced a spontaneous esophageal submucosal
dissection on esophageal candidiasis in a 49-year—old man with chest discomfort and dysphagia, who
had an uncontrolled diabetes for 30 years. This case was diagnosed as spontaneous esophageal
dissection by endoscopy and esophagogram, and cured by conservative management with total parenteral
nutrition. So We report this case with a brief review of the literatures.
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Figure 2. Endoscopy shows a large mucosal defect at low esophagus

ofefFE 2 Aol FAH WAL 1304 2/3
ARt Heto] HoldAtHFg. 1, 2). FF HAFE
293 Hx 29€ ArA AR AEAAMRH F
F AT7A ¢ Tem 7FEY F A9 A= Fo] #
A3 A= HAFoY V= FEBY 272

&=
Sl THFig. 3, 4, 5).

Figure 3. Esophagogram shows a large longitudinal filling defect

in esophagus
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Figure 4. Chest CT shows a double lumen at upper esophagus
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Figure 6. Follow up endoscopy shows that defected lesion is
healed up with normal esophageal mucosa.
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Figure 5. Chest CT shows a double lumen at low esophagus
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