
ABSTRACT

There are few studies on eosinophilic esophagitis

(EE) in the pediatric population in Europe. We pre-

sent our data and emphasize the following findings:

a) all patients had symptoms of allergic respiratory

disease prior to receiving a diagnosis of EE with pol-

ysensitization (aeroallergens, food allergens); and

b) in contrast with the results of earlier studies, food

sensitization in our series most often corresponded

to legumes.
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INTRODUCTION

Eosinophilic esophagitis (EE) is a chronic inflam-

matory disease of the esophagus characterized by

eosinophilic infiltration in the mucosa. An esophageal

biopsy is needed to establish the definitive diagnosis.

The main symptom is dysphagia, which affects 80 %

of all patients, though in children a great variety of

symptoms have been described1-3,5-6.

The underlying etiopathogenesis is presently un-

known, though according to most authors an elevat-

ed eosinophil count in the esophageal mucosa can

be considered an additional manifestation of the al-

lergic disease5. Previous experimental and in vivo
studies have shown an association between EE and

allergic disease1,2,4,8,9. However, we have found no

study on the European pediatric population analyzing

the associated allergen sensitization pattern.

We carried out a prospective study with 14 chil-

dren diagnosed of EE in our hospital.

ANALYSIS OF CASES

An analysis was made of the clinical features,

which included respiratory allergy, family and person-

al history of atopia, peripheral eosinophilia and hyper-

sensitivity to inhaled and food allergens, standard

blood tests with eosinophil count, serum total IgE

and specific IgE to the allergens detected, as well as

the conduction of endoscopy, esophageal biopsy and

24-hour pH monitorization. The cutaneous tests

were carried out with the prick test, using LETI CBF

for pneumological and food allergens. Fruits and veg-

etables were also evaluated using prick testing with

fresh foods. Serum IgE was determined with Uni-CAP

(Pharmacia).

Of the 14 patients included, 12 were males and

2 females. The mean age was 11 years (range

4-16 years).

The average time elapsed from the onset of symp-

toms to the moment of diagnosis was 11 months.
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The clinical features of our patients were similar to

those described in previous reports1,2,5,9. We ob-

served a predominance of males (86%), and dyspha-

gia and choking as the main symptoms: 71 % of the

patients presented dysphagia as the main symptom,

associated with choking in 50 %. Other symptoms

detected were abdominal pain (28 %), vomiting

(14 %), lack of appetite and poor growth (7 %).

In the blood tests, 78 % of the patients showed

eosinophilia and 86 % an increase in total IgE. At en-

doscopy, macroscopic alterations were observed in

5 patients (35 %), 17 % exhibited a whitish pattern

in the esophageal mucosa, while the rest of children

exhibited “trachealization”. The 24-hour monitoriza-

tion of pH proved normal in all children.

We found a high prevalence of family antecedents

of atopia in first degree relatives (50 %), in line with

the observations of other reports1,2,5,9, the main

symptom in this sense being allergic rhinitis (41 %).

In all patients, prior to the diagnosis of EE, there

were symptoms of allergic disease (asthma, allergic

rhinitis, food allergy and/or atopic dermatitis) – asthma

being the most prevalent manifestation (71%) (table I).

Almost all of our patients presented respiratory al-

lergy in the first phase (asthma, rhinitis), with sensi-

tization to inhalants (93%), followed by clinical symp-

toms of EE and sensitization to multiple food

allergens – though most of them did not have symp-

toms of food allergy (80 %).

Eleven patients (78 %) showed food sensitization;

of these, 8 (73 %) were polysensitized. However,

only 2 (20 %) had a history of immediate allergy to

food, and none presented anaphylaxis.

In relation to the studies of allergy made, 13 out

of 14 (93 %) showed hypersensitivity to aeroaller-

gens, mainly house dust mites (8 patients) and to

gramineous species (4 patients), and 50 % showed

polysensitization to inhalants. All the patients sensi-

tized to pollens were also sensitized to food. In con-

trast to the findings of other reports3,6,10 that point to

milk and eggs as the main offenders, the principal

form of food sensitization detected in our study was

to pulses in 57 % (peanuts, green beans, lentils,

green peas, chick peas and soy). Only one of our pa-

tients showed sensitization to milk and eggs. Sever-

al authors5,6,9,10 indicate an association of EE to hy-

persensitivity to aeroallergens and food allergens,

which we also observe in our patients. Sensitization

associated with EE seems to depend on the alimen-

tary habits of the population studied.

We believe that the high reactivity to legumes in

our patients is due to the high intake of such foods

in Mediterranean countries8. A cross-reaction be-

tween legumes, and between these and pollens,
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Table I

Sensitization to allergens

Patient Food sensitization Sensitization to inhalants

1 Egg, pea, chickpea, lentil, soy, green beans, peanut, Olive tree, house dust mite

hazelnut, kiwi

2 Banana House dust mite

3 None None

4 Apple, banana, almond, hazelnut, peanut, walnut, Grass pollen, olive tree, house dust mite, weeds,

green beans, lentil, tomato, potato, peach, pine cat, cypress

5 Corn, egg, peach, banana, hazelnut, peanut, walnut, Weeds, grass pollen

sunflower seed, chickpea, pea, green beans, lentil, soy

6 Corn, peanut, orange, kiwi, peach, green beans, hake, pea Weeds, birch, olive tree, banana tree

7 Corn, hazelnut, walnut, peanut, green beans, lentil, Grass pollen, olive tree

soy, walnut, orange, peach

8 None House dust mite

9 Sea food House dust mite

10 None House dust mite

11 Corn, chicken Alternaria, cat, olive tree

12 Chickpea, lentil, peanut, sunflower seed, kiwi, pine Cat, grass pollen, weeds, cypress, house dust mite

apple, soy, green beans, almond

13 Milk, egg, veal, cod, peanut, walnut, chickpea, Banana tree, grass pollen, weeds

pea, lentil, hake, almond

14 Rice, peanut, lentil Olive tree, alternaria, house dust mite



has been demonstrated by cutaneous and in vitro
tests7,8.

The fact that most of our patients showed sensiti-

zation to food and inhalants questions the concept

of either alimentary or inhaled allergens. As we can

see in the oral allergy syndrome, a mechanism based

on primary sensitization to panallergens and the exis-

tence of cross-reactivity to inhalants and food is sug-

gested. Respiratory sensitization to panallergens

could act as a risk factor for multiple food sensitiza-

tion and for the posterior onset of EE.

We conclude that further studies are needed in pa-

tients with respiratory allergy in order to draw firm

conclusions.

REFERENCES

1. Rothenberg ME, Mishra A, Collins MH, Putmann PE. Patho-

genesis and clinical features of eosinophilic esophagitis. J Al-

lergy Clin Immunol. 2001;108:891-4.

2. Rothenberg ME. Eosinophilic gastrointestinal disorders. J Al-

lergy Clin Immunol. 2004;113:11-28.

3. Liacouras CA, Spergel JM, Ruchelli E, Verma R, Mancarenkas

M, Semeao E, Flick J, Kelly J, Brown-Whitehorn T, Mamula P,

Markowitz JE. Eosinophilic esophagitis: a ten years experi-

ence in 381 children. Clin Gastroenterol Hepathol. 2005;3(12):

1198-206.

4. Straumann A, Bauer M, Fischer B, Blaser K, Simon H-U. Idio-

pathic eosinophilic esophagitis is associated with a TH2-type

allergic inflammatory response. J Allergy Clin Immunol. 2002;

108:954-61.

5. Simon D, Marti H, Herr P, Simon HU, Braathen LR, Strauman

A. Eosinophilic esophagitis is frequently associated with IgE

mediated allergic airway diseases. J Allergy Clin Immunol.

2005;1115(5):1190-2.

6. Spergel J.M., Beausoleil J., Mascarenhas M. Liacouras C. The

use of skin prick tests and patch test to identify causative

foods in eosinophilic esophagitis. J Allergy Clin Immunol.

2002;109:363-8.

7. Barnett D. Bonham B, Howden ME. Allergenic cross reactions

among legume food. An in vitro study. J Allergy Clinical Im-

munol. 1987;79:433-38.

8. Ibáñez MD, Martínez M, Sanchez JJ, Fernández Caldas E.

Legume: cross reactivity. Allergol Immunophatol. 2003;31:

151-61.

9. Dagmar S, Hanspeter M, Pius H, Hans Uwe S, Lasse R.

Eosinophilic esophagitis is frequently associated with IgE-

mediated allergic airway diseases. J Allergy Clin Immunol.

2005;115(5);1090-93.

10. Spergel JM, Andrews T, Brown-Whitehorn TF, Beausoleil JL,

Lacouras CA Treatment of eosinophilic esophagitis with spe-

cific food elimination diet directed by a combination of skin

prick and patch tests. Ann Allergy Asthma Immunol. 2005;

95(4):336-43.

Allergol et Immunopathol 2007;35(1):35-7

37

Plaza-Martín AM et al.—POLYSENSITIZATION TO AEROALLERGENS AND FOOD IN EOSINOPHILIC ESOPHAGITIS 

IN A PEDIATRIC POPULATION


