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CASE REPORT
A 32-year-old African-American male without signifi-
cant past medical history presented with chest pain that
was described as intermittent, sharp, and located in the
mid-sternum with radiation to the neck and left upper
extremity. He had this pain since childhood, although
it had significantly worsened over the past two years.
Cardiac evaluation, including exercise-stress test and
echocardiogram, were normal.

An EGD was performed (Fig. 1). The whitish
plaques on the esophageal mucosa, along with endo-
scopic brushing results, were consistent with Candida
esophagitis. The patient was given a 10-day course of
fluconazole with only partial resolution of his chest
pain. An HIV test was negative.

The EGD was repeated about two months later,
and once again revealed Candida esophagitis (Fig.2).
This time the patient was treated with a three-week
course of fluconazole. Once again, this failed to com-
pletely eradicate his symptoms, which now included
rare mild dysphagia.

Five months later, another endoscopy was per-
formed. This too revealed Candida esophagitis (Fig.3).
A culture was obtained as well, and revealed the
organism to be sensitive to fluconazole. Another three-
week course of fluconazole was prescribed and this
time proved to be effective in resolving the esophagi-
tis. However, intermittent chest pain still existed.

What is your diagnostic approach? 
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Recurrent Candida Esophagitis
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Answers:
1. Repeat HIV test
2. Obtain Barium esophagogram 
3. Perform esophageal manometry 
4. Lifelong fluconazole therapy

DISCUSSION
An esophagogram could have been obtained. However, at
this time, an esophageal manometry study was per-
formed. The findings were as follows: 1) lower
esophageal sphincter (LES) pressure = 41 mmHg (nor-
mal = 14–35 mmHg); 2) 0/5 swallows failed to relax the
LES; and, 3) 10/10 wet swallows failed to produce peri-
stalsis. These findings of a hypertensive LES, with failure
to relax, along with aperistalsis, are classic for a c h a l a s i a .

Candida esophagitis as a complication of achalasia
has been under-emphasized in the literature. Only a
handful of case reports have been published. The pre-
sumed mechanism by which achalasia predisposes to
Candida esophagitis is via stasis. The pathophysiology
of infection of the esophagus by Candidal species
(which is a normal commensal organism in the
oropharynx) requires two main phases: colonization
and invasion. For colonization to occur, Candidal
adherence to the mucosa and proliferation are
required. Normal defense mechanisms preventing this
from occurring include esophageal peristalsis, which
pushes organism out of the esophagus. Hence, achala-
sia with its characteristic aperistalsis can predispose to
Candida esophagitis. Therefore, in the differential
diagnosis of Candida esophagitis in the immunocom-
petent host, one must consider achalasia. ■
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