
 

Esophagitis  Etiology Dx1 
(endoscopy) 
 

Dx2 
(microscopy) 

Symptoms Appearance  

Candidiasis Fungal 
(candida ) 

Adherent gray 
to white 
pseudomemb
ranes  

-Inflammation  
(inflammatory 
cells : 
neutrophils & 
lymphocytes) 
-By using special 
stains : viewing 
fungal hyphae 
and depending 
on the shape of 
the hyphae we 
can determine 
the type of 
fungal m.o 

Patient with 
dysphagia 
(difficulty in 
swallowing) 
and 
odynophagia 
(pain with 
swallowing) 

Microscopy : 

Endoscopy: 
 
 

Esophagitis  Etiology  Dx1 (endoscopy) Dx2 
(microscopy) 

Symptoms 
 

Appearance  

Herpetic 
esophagitis  

Herpes 
viruses 
(infect the 
squamous 
cell  ‘ the 
epithelial 
cells ‘ 

✓ Punched-out 
ulcer  

✓ The ulcer  is 
very well 
circumscribed 
with sharp 
margins and 
deep to the 
surface  
 

✓ Multi-
nucleated 
giant cells  

✓ Intranuclear 
inclusions 
(like ink 
spot inside 
the 
nucleus) 

✓ Ground 
glass 
appearance 
of the 
nuclei  

✓ The 
chromatin 
at the 
edges of 
the nucleus 
making the 
outline of 
the nucleus  

Patient with 
dysphagia 
(difficulty in 
swallowing) 
and 
odynophagia 
(pain with 
swallowing) 

Endoscopy: 
 
 
 
 
 
 
 
 
Microscopy: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Esophagitis  Etiology  Dx1 
(endoscopy) 
 

Dx2 
(microscopy) 

Symptoms  Appearance  

CMV – 
associated 
esophagitis  

CMV 
(cytomegalo 
virus) 
-target the 
stromal cell 
(like 
fibroblast) 
And 
endothelial 
cells (the cell 
lining the 
blood vessels)  
- Cyto= cell, 
Megalo= 
large. So it 
makes the 
cells look big 
and large once 
infecting them 

Shallower 
ulcerations 
(not deep 
with punched 
out and sharp 
edges like 
HSV)  

-enlargement of 
the cell . 
-Intranuclear 
and 
intracytoplasmic 
inclusions in the 
target cells    

Patient with 
dysphagia 
(difficulty in 
swallowing) 
and 
odynophagia 
(pain with 
swallowing) 

Endoscopy: 
 
 
 
 
 
 
 
 
 
Microscopy: 
 

 

 

The patients who get diagnosed by viral or fungal you must make sure they are  

immunocompromised ( because its so difficult for immunocompetent to be 

infected by  those infectious esophagitis ) 

 

 

 

 

 

 

 

 

 

 



Esophagitis Etiology and 
pathogenesis 

Dx1 
(endoscopy) 

Dx2 (microscopy) 
 

Symptoms 
and clinical 
presentation  

Complications  Notes: 
 

Reflux 
esophagitis  

✓ The general 
picture ( reflux of 
gastric contents 
into the lower 
part of the 
esophagus 
(GERD) ) 

✓ The main 
problem it 
affects the 
squamous 
epithelium which 
is characterized 
by less resistant 
and more 
sensitive to 
acidity than the 
gastric 
epithelium 
(although it has 
protective 
mechanisms like 
: 1- bicarbonate 
and mucus 
secretion from 
the submucosal 
glands of the 
esophagus but 
not  that 
effectivity like 
that in the 
stomach ,2- the 
high tone of the 
LES makes it 
closed  

✓ So  if we have : 

• Decreased 
lower 
sphincter 
tone by 
(alcohol, 
tobacco, CNS 
depressants) 

• Or : 
Increased 

Depending 
on the 
severity: 
-sever cases 
( can see 
changes ) 
-mild cases ( 
the changes 
may not be 
observed ) 
- maybe 
patient with 
symptoms 
but without 
changes in 
esophagus  
 

✓ the earliest 
sign is 
eosinophilic 
infiltration  

✓ basal cells 
hyperplasia  

✓ elongation of 
lamina propria 
papillae  

✓ in more sever 
cases ( the 
neutrophils 
will 
predominate ) 
 

-Heartburn 
and dysphagia  
- 
Regurgitation 
of sour-tasting 
gastric 
contents. 
- Rarely: 
Severe chest 
pain, mistaken 
for heart 
disease 
(sometimes , 
patient comes 
with 
symptoms like 
cardiac chest 
pain especillay 
at night since 
the sleeping 
position 
increase the 
reflux and 
cause the pain 
to radiate 
toward the 
left arm so it 
could be 
mistaken with 
MI or angina 
but its reflux 
esophagitis   
  

-Esophageal 
ulceration 
-Hematemesis 
(vomiting of 
blood ) 
 -Melena (dark 
black stoles 
indicate upper 
GI bleeding) 
 -Strictures, 
stenosis and 
dysphagia  
- Barrett 
esophagus 
(precursor of 
Ca.)>> 
metaplasia of 
squamous 
epithelium 
(from stratified 
squamous to 
columinar like 
epithelium ) can 
be worsen by 
becoming 
dysplasia then 
carcinoma  

-Most 
frequent 
cause of 
esophagitis 
-Most 
common 
complaint 
by patients 
- Most 
common 
over 40 
years. 
-May occur 
in infants 
and 
children 
- Tx: 
proton 
pump 
inhibitors 
to 
suppress 
the acidity  



 

Endoscopy 
(the normal mucosa is pink , the reddish areas 
indicate the inflammation due to the reflux  

Microscopy 
(the eosinophils then the neutrophils will 
predominate ) 

  

 

 

 

 

 

 

 

abdominal 
pressure 
(obesity, 
pregnancy, 
hiatal hernia, 
delayed 
gastric 

• emptying, 
increased 
gastric 
volume) 

• maybe it 
idiopathic 
(sensitivity 
and allergy 
to certain 
types of food  



 

 

 

 

 

 

 

 

 

 

 

 

Esophagitis  Etiology  
 

Dx1 
(endoscopy) 

Dx2 
(microscopy) 

symptoms Tx Appearance  

Eosinophilic 
esophagitis 

-Its 
considered 
type of 
allergy or 
Chronic 
immune 
mediated 
disorder 
-because 
Most 
patients who 
have the 
disease , also 
have allergic 
like 
disorders : 
atopic 
(atopic 
dermatitis, 
allergic 
rhinitis, 
conjunctivitis 
,or  asthma) 
or modest 
peripheral 
eosinophilia. 

Rings in the 
upper and mid 
esophagus(like 
constrictions 
on top of each 
others ) 

-Numerous 
eosinophils 
w/n 
epithelium 
(high 
eosinophilic 
blood count ) 
-Far from the 
GEJ. 
-important to 
note that the 
biopsy is 
taken from 
the upper and 
middle , since 
the lower part 
of esophagus 
indicate 
GERD) 

-Food 
impaction 
and 
dysphagia in 
adults  
 -Feeding 
intolerance 
or GERD-like 
symptoms in 
children 
(vomiting and 
regurgitation)  

-since its 
allergy and 
maybe to 
certain food so 
Dietary 
restrictions are 
needed ( cow 
milk and soy 
products) 
+Topical or 
systemic 
corticosteroids. 
* Refractory to 
PPIs 

Endoscopy :  
 
 
 
 
 
 
 
 
 
 
 
 
Microscopy: 
 



Esophagus 
disease 

Etiology  Dx1 
(endoscopy) 

Dx2 
(microscopy) 

Management  Appearance 

Barrett 
esophagus  

- Complication of 
chronic GERD 
- metaplasia ( 
from squamous to 
columnar 

intestinal 
epithelium  (in 
metaplasia it can 
be converted to 
gastric or 
intestinal type but 
in case of barrett 
its intestinal type ) 
 

Red tongues 
extending 
upward from 
the GEJ 

- Gastric or 
intestinal 
metaplasia 
-Presence of 
goblet cells 
- +-Dysplasia : 
low-grade or 
high-grade 
- Intramucosal 
carcinoma 
:invasion into 
the lamina 
propria. 

Periodic surveillance 
endoscopy with biopsy to 
screen 
for dysplasia. 
- High grade dysplasia & 
intramucosal carcinoma 
needs surgical 
interventions 
briefly ( follow up>> 
screening +biopsy 
+endoscopy) 
early > mucosal resection 
advanced 
>esophagectomy with the 
proximal part of the 
esophagus 

Endoscopy: 
 
 
 
 
 
 
 
Microscopy: 
 



 

Esophageal 
tumors  

Etiology Dx1 
(endoscopy) 
 

Dx2 
(microscopy) 

Clinical 
presentation 

Appearance  

Adenocarcinoma  In background of of Barrett esophagus and 
long-standing GERD 
(metaplasia>dysplasia>adenocarcinoma) 
-in order for this conversion to occur 
Acquisition of genetic and epigenetic 
changes is needed+  Chromosomal 
abnormalities and TP53 mutation 
Some risk factors associated with this 
carcinoma: 
dysplasia associated Barrett, smoking, 
obesity, radioTx (radiotherapy associated 
tumors) 

most common in developed countries ( 
unlike  SCC) 
males are much much more common 
to be affected than females (similar to 
SCC) 
 

Target the 
distal third 
IN early 
phase : 
flat or 
raised 
patches 
Later: 
exophytic 
infiltrative 
masses so 
can cause 
also 
mechanical 
obstruction  

Forms 
glands and 
mucin 

-Pain or 
difficulty 
swallowing 
-Progressive 
weight loss 
- Chest pain 
- Vomiting. 
- Advanced 
stage at 
diagnosis: 5-
year survival 
<25%. 
- Early stage: 
5-year 
survival 80% 

Endoscopy: 
 
 
 
 
 
 
 
 
 
 
 
,microscopy: 
 
 
 

Esophageal 
tumors 
 

Etiology 
(as results of 
some risk 
factors) 

Dx1 
(endoscopy) 

Dx2 
(microscopy) 

Clinical 
presentation  

Appearance 
 

Squamous 
cell 
carcinoma 
(SCC) 

-Alcohol - 
Tobacco use 
(the first two 
most 
common 
cause in 
western 
countries) 
While in 
Other areas: 
polycyclic 
hydrocarbons, 
nitrosamines, 
fungus-

MOST 
COMMON in 
Middle third 
(50% of cases) 
but can in lower 
third and in this 
case it must be 
differentiated 
from the 
adenocarcinoma 
- Polypoid, 
ulcerated, or 
infiltrative. 

Pre-invasive: Squamous 
dysplasia & then 
carcinoma in situ then 
to invasive SCC  
Ranges from Well to 
moderately 
differentiated invasive 
SCC  
 -Intramural tumor 
nodules . 
-since its carcinoma so 
Lymph node metastases 
: -Upper 1/3: cervical 
LNs  

-Dysphagia 
-Odynophagia 
- Obstruction 
- Weight loss and 
debilitation 
- Impaired 
nutrition & tumor 
associated 
cachexia 
- Hemorrhage and 
sepsis if ulcerated. 
- Aspiration via a 
tracheoesophageal 
fistula 

Endoscopy: 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Esophageal Lacerations Chemical Esophagitis 

Mallory weiss tears are most common > Due to : 
severe retching or prolonged vomiting. 
Location :across the GES 

- Present with hematemesis.  
- Failure of gastroesophageal musculature 

to relax prior to antiperistaltic 
contraction associated w/ 
vomiting>>stretching>>>tear. 

Presentation>>: 
Linear longitudinally oriented +Superficial 
lacerations  
Characterized by: 
Heal quickly , no surgical intervention 

Damage to esophageal mucosa by irritants  
Alcohol, Corrosive acids or alkalis  Excessively hot 
fluids , Heavy smoking ,Medicinal pills 
(doxycycline and bisphosphonates 
 Iatragenic (chemotx, radiotx , GVHD) 
 

- Ulceration and acute inflammation.  
- Only self-limited pain, odynophagia (pain 

with swallowing).  
- Hemorrhage, stricture, or perforation in 

severe cases 

 

contaminated 
foods  
- Poverty 
-Caustic injury 

- Achalasia . 
- Plummer-
Vinson 
syndrome 
- Frequent 
consumption 
of very hot 
beverages 
- HPV 
infection 
implemented 
in high risk 
regions 
Previous 
radiation Tx 
  

 -Wall 
thickening, 
lumen 
narrowing  
- Invade 
surrounding 
structures 
(bronchi, 
mediastinum, 
pericardium, 
aorta) 

 Middle 1/3: 
mediastinalparatracheal, 
and tracheobronchial 
LNs.  
 Lower 1/3: gastric and 
celiac LNs 

-Dismal Px: 5 year 
survival <9% 

Microscopy: 

 
 
 
 
 
 
 
 


