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ABSTRACT 
Esophagitis dissecans superficialis (EDS) is a rare but be-
nign disease of the esophagus often identified endoscop-
ically by sloughing of the superficial esophageal mucosa. 
We present an asymptomatic 66-year-old patient found 
to have EDS in the setting of Barrett’s esophagus. The 
association of EDS with Barrett’s esophagus has not been 
previously reported. He was initiated on proton pump 
inhibitor therapy with rapid and complete resolution of 
the endoscopic abnormality. This case illustrates the im-
portance of identification of EDS as prognosis relies on 
prompt diagnosis and treatment. 

KEYWORDS:  esophagitis dissecans superficialis, sloughing 
mucosa, endoscopy, esophagus, proton pump inhibitor    

INTRODUCTION

Esophageal dissecans superficialis (EDS) is a rare and 
under-recognized desquamative disorder of the esopha-
gus, in which large fragments of the superficial esophageal 
mucosa slough off in vertical sheets. EDS has been associ-
ated with physical and chemical trauma, heavy smoking, 
autoimmune bullous dermatoses, and certain medications 
such as bisphosphonates, non-steroidal anti-inflammatory 
drugs, and antidepressants. However, with less than 200 
cases of EDS reported worldwide, the paucity of literature 
on EDS limits our understanding of its eti-
ology and pathogenesis.1 Here, we report 
an asymptomatic patient diagnosed with 
EDS in the setting of Barrett’s esophagus 
(BE), suspected secondary to chronic gas-
troesophageal reflux (GERD) and tobacco 
use. To date, there has been no description 
of EDS occurring concurrently with BE in 
the published literature.

CASE REPORT
The patient is a 66-year-old male with a 
history of hypertension, chronic obstruc-
tive pulmonary disease, paroxysmal atrial 
fibrillation, tobacco use, and BE referred for 
surveillance esophagogastroduodenoscopy 

(EGD) for BE, which was initially found on an EGD in 2016 
after an episode of stress-induced chest pain. He had no 
history of gastroesophageal reflux symptoms. Outpatient 
medications include: amlodipine, carvedilol, albuterol, and 
aspirin. He smoked half a pack per day but denied signifi-
cant alcohol or substance use. He was asymptomatic and 
denied nausea, vomiting, abdominal pain, dysphagia, ody-
nophagia, early satiety, unintentional weight loss, decreased 
oral intake, and anorexia. EGD showed a tongue of salm-
on-colored mucosa in the distal esophagus (Figure 1). EGD 
also revealed white, linear, desquamating fragments of the 
superficial mucosa in the distal esophagus consistent with 
the classic features of EDS (Figure 2). Biopsies were taken 
of the affected areas. Histopathological examination showed 
BE with an area indefinite for dysplasia. Also noted were 
the typical histologic features of EDS including abnormal 
esophageal squamous epithelium with a two-toned appear-
ance: superficial eosinophilic zone containing pyknotic 
or necrotic nuclei separated from normal appearing basal  
epithelium (Figures 3A and 3B). 

Outpatient treatment with a twice-daily, oral proton pump 
inhibitor (PPI) was initiated and patient was counseled on 
tobacco cessation. Approximately three months later, repeat 
endoscopy was performed, re-demonstrating short seg-
ment Barrett’s esophagus with complete resolution of EDS  
(Figure 4). Pathology confirmed intestinal metaplasia with-
out evidence of dysplasia. We recommended repeat upper  
endoscopy in two years for continued BE surveillance. 

Figure 1. Salmon-colored mucosa typical of 
Barrett’s esophagus seen in the lower third  
of the esophagus on initial EGD.

Figure 2. Endoscopy showing multiple white 
sheets of peeling superficial mucosa with nor-
mal underlying basal mucosa in the distal one-
third of the esophagus, consistent with EDS.
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DISCUSSION
EDS is a rare benign entity first described over a century ago 
in the 1800s.2 It is characterized endoscopically by slough-
ing of the superficial mucosal layer, which is seen on EGD 
as multiple columns of peeling mucosa. Clinical manifes-
tations vary from an incidental discovery on endoscopy to 
dysphagia, odynophagia, nausea, vomiting, abdominal pain, 
and heartburn. Additionally, EDS can present with weight 
loss, non-cardiac chest pain, and iron deficiency anemia.3 
A unifying pathogenesis of EDS remains unclear. However, 
it has been proposed that EDS stems from exposures and 
conditions that cause esophageal damage, including heavy 
smoking, ingestion of hot beverages, and mediastinal radia-
tion.4 Psychoactive medications, such as selective serotonin 
reuptake inhibitors and serotonin-norepinephrine reuptake 
inhibitors, bisphosphonates, non-steroidal anti-inflam-
matory drugs, and iron have been implicated as sources of 
topical injury leading to defects in the mucosal adhesion. 
Systemic autoimmune bullous dermatoses, most notably 
pemphigus vulgaris and pemphigoid, have also been linked 
to EDS.2 

Diagnostic criteria for EDS have not been established. Cur-
rently, EDS is a clinical and endoscopic diagnosis supported 

by histological findings. The most common histological 
features are parakeratosis and intraepithelial splitting. How-
ever, these histological findings are non-specific; thus, it has 
been proposed that fulfillment of 3 of the following endo-
scopic criteria is consistent with EDS: (1) strip(s) of sloughed 
esophageal mucosa >2cm in length; (2) normal underlying 
esophageal mucosa; and (3) lack of ulcerations or friability of 
immediately adjacent esophageal mucosa.5

In spite of the striking appearance of EDS on endoscopy, 
the prognosis of EDS is generally favorable. The mainstay 
treatment involves discontinuation of the culprit agent and 
implementing PPI therapy. The use of steroids has been 
demonstrated to be effective in cases refractory to PPI treat-
ment alone and with an underlying autoimmune etiology.6 
Aside from a small number of patients who had coexist-
ing esophageal strictures requiring dilatation, long-lasting 
sequelae as a result of this condition are infrequent and com-
plete mucosal healing can be achieved.7 

Here, we have described the first encounter of EDS in a 
patient with BE, which has not been previously detailed in 
the literature. BE most often occurs as the result of chronic 
GERD with other risk factors including White or Hispanic 
race, male sex, advanced age, smoking history, and obesity.8 
In our case, it is speculated that longstanding inflammation 
from GERD and tobacco use caused mucosal injury, leading 
to the development of not only metaplastic changes but also 
sloughing esophagitis. This is further supported by the rapid 
endoscopic improvement of the EDS after starting PPI ther-
apy. Once our patient’s EDS resolved, repeat surveillance 
biopsies that were previously read as indefinite for dysplasia 
were confirmed as non-dysplastic BE. 

Our case underscores the importance of endoscopic rec-
ognition of EDS. Since the entity was first established more 
than a century ago, it has been widely under-recognized. A 
retrospective study of 21,497 upper endoscopies performed 
from 2010 to 2016 identified 7 cases of EDS; at the time of 
endoscopy, however, only one patient was suspected to have 

A

BFigure 3. (A) Typical two-toned histologic appearance of sloughing 

esophagitis with eosinophilic superficial zone that has pyknotic or 

necrotic nuclei (arrows) splitting from more normal-appearing basal 

zone (arrowheads) (H&E, x40). (B) On higher magnification Barrett’s 

esophagus is seen on the left (arrow) and sloughing esophagitis on the 

right (arrowhead) (H&E, x100).

Figure 4. Second EGD 

reveals normal esophagus 

and resolution of esopha-

geal dissecans superficialis 

as seen on prior EGD.
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EDS, while the endoscopic abnormalities in the remaining 
patients were mistaken for candida esophagitis, esophagi-
tis, and malignancy.9 In another retrospective study, EDS 
was considered at time of endoscopy in only a minority 
of patients (41.5%) despite the presence of characteristic 
features. EDS was most commonly misdiagnosed as can-
dida esophagitis.5 In conclusion, EDS is poorly recognized 
and frequently misdiagnosed by endoscopists, resulting in 
non-targeted therapy. Given its overall favorable prognosis 
with the appropriate treatment, further accurate character-
ization of EDS is warranted to improve endoscopic recog-
nition, diagnosis, and patient outcome. EDS in BE patients 
may masquerade as dysplastic or indefinitely dysplastic BE.  
This increases the risk of unnecessary endoscopic surveillance 
procedures as well as endoscopic ablative therapies. Thus, it 
is critical to recognize the coexistence of EDS in BE patients 
in order to initiate accurate treatment and appropriately  
characterize the dysplastic risk of a patient’s BE.
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