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Eosinophilic gastroenteritis:
Three clinical cases with
different presentations™

@ CrossMark

Gastroenteritis eosinofilica: aportacion de tres
casos clinicos con presentaciones diferentes

Dear Editor,

In relation to the case recently published by Dr. Masiques
Mass et al.,” we want to put forward three new cases with
different clinical manifestations that have been diagnosed
in the last ten years at our centre, wanting to emphasize
the importance of clinical suspicion in order to reach their
diagnosis.

The first case concerns a 38-year-old woman from Colom-
bia with a history of intermittent abdominal pain and
vomiting in her country. She was admitted to the Inter-
nal Medicine Department from the Emergency Department
due to epigastralgia and vomiting lasting one week and
no other associated symptoms. On examination she was
afebrile with a soft, depressible, but painful abdomen and
induration in the epigastrium. On admission, her blood tests
revealed hypertransaminasaemia (GOT 77 U/L, GPT 118 U/l)
and 12,500/mm?3 leukocytosis (24% eosinophilia), with no
other alterations. Infectious, autoimmune and Mantoux
studies were negative. The gastroscopy showed thickened
gastric folds, while the chest, abdomen and pelvis CT scan
showed perihepatic, perisplenic and pelvic ascites, along
with parietal peritoneum and antrum and small intestine
thickening. Moreover, a cystic tumour dependent on the
right ovary was evidenced.

In light of the radiological findings, we decided to carry
out a programmed diagnostic laparoscopy. However, while
in hospital, the patient presented a clinical deterioration
with a progressive increase of peripheral eosinophilia (up
to 51%). Given the suspicion of eosinophilic gastroenteri-
tis, we decided initiate empiric corticoid treatment and
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an improvement was seen in 24h. In the subsequent surgi-
cal intervention, specimens of omentum (no findings), right
ovary (benign) and gastric wall were taken, with the pres-
ence of mucosal and muscular eosinophils confirming the
diagnosis of eosinophilic gastroenteritis.

Discharged with progressively decreasing corticoid treat-
ment, the patient presented a new outbreak requiring
admission four months post-diagnosis. Immunosuppressive
treatment with azathioprine was initiated due to her corti-
codependence. At present, eight years post-diagnosis, the
patient remains in follow-up, attending Internal Medicine
consultations. She occasionally requires low-dose corticoid
treatment (alternating 2.5/5mg daily) but has not needed
any further admissions, with the immunosuppressive therapy
being withdrawn 15 months after its introduction.

The second case concerns a 67-year-old woman with mild
bronchial asthma monitored by Pulmonology, and chole-
cystectomy with recurrent biliary colic. The patient was
examined at Allergology consultations for rhinoconjunctivi-
tis, with negative studies for medicines and foods. She was
admitted for three weeks of epigastralgia, heartburn and
vomiting that was becoming more frequent. She also pre-
sented with hyporexia and unquantified weight loss. On
examination she was afebrile and had a distended, tympanic
and painful abdomen on generalized palpation, with no signs
of peritoneal irritation.

In the blood tests performed on admission, notewor-
thy findings included leukocytosis of 9600/mm?® with 49%
eosinophils (the remaining CBC, liver profile, antitransg-
lutaminase and CRP results were normal). Also performed
were an infectious stool study (negative) and an abdominal
ultrasound (gastric wall thickening conditioning secondary
gastric dilation and minimal amount of ascites in the Doug-
las and Morrison space, normal bile duct). The study was
completed with a chest, abdomen and pelvis CT scan
(Figs. 1 and 2), showing a thickening of the middle and distal
oesophageal third with oedematization of the submucosal
and muscular layers, thickening of the gastric wall and small
intestine loops at the duodenum, jejunum and ileum levels.

In light of these findings, a gastroscopy was requested,
objectifying chronic gastritis and oedema of the second part
of the duodenum, with biopsies taken at all levels. Given
the doubtful efficiency of gastric biopsies, the study was
completed with an echo-endoscopy with FNA of the gastric
wall and ascitic fluid. Treatment with intravenous methyl-
prednisolone 40 mg/day was then initiated and a clinical
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Figure 1  Oesophageal wall thickening.
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Figure 2 Bowel loop wall thickening.
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Gastric biopsy with >20eosinophils/field.

Figure 3

improvement was seen after 48h, with a progressive oral
diet being initiated.

The anatomopathological results confirmed the clinical
suspicion, revealing 15-20, 15-20 and >30 eosinophils/field
in the biopsies of the oesophagus, stomach and duodenum,
respectively (Fig. 3). In the ascitic fluid obtained by means

of echo-endoscopy, 97% eosinophils were obtained, with the
remaining biochemical parameters returning normal results.

On discharge, the abdominal ultrasound was repeated,
seeking the disappearance of the ascitic fluid and an analyt-
ical improvement after one week of treatment with 13,800
leukocytes and 1% eosinophils.

The last case is a 56-year-old man with no known aller-
gies, who was examined 11 years prior to the current episode
due to gastric dilatation of unidentified aetiology. The gas-
troscopy showed signs of chronic antral gastritis, with the
rest of the examination being normal.

The patient was re-examined due to epigastric pain and
weight loss. A CBC (no alterations) and stool study (neg-
ative) were requested, and the gastroscopy was repeated,
which on this occasion showed a thickening of the rigid antral
mucosa without peristaltic movements, thus suggesting gas-
tric neoplasia (ap: HP-negative mild chronic gastritis). The
study was completed with a CT scan, which confirmed
the circular thickening of the gastric antrum wall and the
appearance of regional lymphadenopathies together with
ascitic fluid in the wall, suggesting the high probability of
advanced gastric neoplasia with peritoneal carcinomato-
sis. An echo-endoscopy was also added, showing a stenotic
antral mucosa with the appearance of neoplastic infiltra-
tion, along with food retention in the fundus and an antral
thickness of 1 cm. Multiple biopsies were taken which were
repeatedly negative. As such, due to the high suspicion of
neoplasia, we decided to perform a diagnostic laparoscopy.
The findings of the surgery were an inflammation of the
parietal and visceral peritoneum with adhesions to the gas-
tric wall and a 4cm induration of the gastric antrum with
a serous inflammatory appearance. The samples obtained
were negative for malignancy, with an abundant eosinophil
infiltration appearing in both the peritoneal biopsy and the
muscular biopsy of the gastric wall. In light of the findings
obtained, treatment with prednisone 40 mg/day with clini-
cal improvement was initiated, being progressively lowered
until withdrawal.

Given the lack of specificity of the symptomatology,
it is necessary to consider this entity in the differential
diagnosis. Endoscopy with gastrointestinal biopsy is the
technique of choice to determine the diagnosis, demonstrat-
ing >20eosinophils/field. Peripheral eosinophilia is not one
of the diagnostic criteria, and may not appear in up to 20%
of patients. However, when it is present it may be useful in
monitoring the treatment response.

Some cases present as cases of intestinal and acute
abdomen obstruction requiring urgent surgical intervention.
However, surgery should be avoided whenever possible as it
is not curative and patients normally respond to medical
treatment.

The treatment of choice is corticosteroid therapy with
oral prednisone 40 mg/day for 7-14 days, followed by a pro-
gressive reduction. In some cases, maintenance treatment
with low doses of prednisone (5-10mg/day) is necessary,
and budesonide treatment may be useful in these cases,
given the lower rate of adverse effects.? In refractory cases,
the use of immunosuppressants such as azathioprine may be
considered.?

To conclude, note that the rarity of this entity makes
clinical suspicion necessary to reach the diagnosis. Besides
cases requiring emergency surgery due to an intestinal
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obstruction, in general it has a good prognosis with a good
response to medical treatment, and maintenance treatment
is not generally necessary.

References

1. Masiques Mass L, Coll Sibina MT, Sans Tojo J, Conti R, Cuatrecases
M. Gastroenteritis eosinofilica en una paciente adolescente:
un diagnéstico poco comun. Gastroenterol Hepatol. 2016,
http://dx.doi.org/10.1016/j.gastrohep.2016.04.014

2. Siewert E, Lammert F, Koppitz P, Schmidt T, Matern S. Eosinophilic
gastroenteritis with severe protein-losing enteropathy: success-
ful treatment with budesonide. Dig Liver Dis. 2006;38:55-9.

3. Rothenberg ME. Eosinophilic gastrointestinal disorders (EGID). J
Allergy Clin Inmunol. 2004;113:11-28.

Amaia Campos Ruiz**, ldoia Ganchegui Aguirre?,

Leire Urtasun Arlegui?, Ana Belén Fernandez Laso?,
Katerina Spicakova?, Marta Salvador Pérez?,

Silvia Estrada Oncins?, Marta Ibarrola®, Julia Barroso Niso®,
José Javier Aguirre Anda¢, Aitor Orive-Calzada?

a Servicio de Gastroenterologia y Hepatologia, Hospital
Universitario de Alava, Vitoria, Spain

b Servicio de Medicina Interna, Hospital Universitario de
Alava, Vitoria, Spain

¢ Servicio de Anatomia Patoldgica, Hospital Universitario
de Alava, Vitoria, Spain

* Corresponding author.
E-mail address: amaia.588@hotmail.com (A. Campos Ruiz).


dx.doi.org/10.1016/j.gastrohep.2016.04.014
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0025
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
http://refhub.elsevier.com/S2444-3824(17)30056-1/sbref0030
mailto:amaia.588@hotmail.com

	Eosinophilic gastroenteritis: Three clinical cases with different presentations
	References

