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CLINICAL CASE

Eosinophilic enteritis presenting as intestinal obstruction:
case report and review of the literature

Enteritis Eosinofilica presentada como oclusion intestinal: reporte de caso y revision de
literatura
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Abstract

Eosinophilic enteritis (EE) is characterized by intense eosinophilic infiltrate of the gastrointestinal tract. Clinical manifestations
depend on the affected segment and intestinal layer. First-line treatment is systemic corticosteroids; surgery is reserved for
complications. 84-year-old male patient with a history of right hemicolectomy and two episodes of intestinal obstruction pre-
sented to the ED with abdominal pain, distension, nausea, and vomiting. CBC showed leukocytosis and no eosinophilia.
Contrast-enhanced CT revealed stenosis with thickening of the distal intestinal wall and partial intestinal obstruction. Colonos-
copy found aphthous ulcers. Histopathology reported EE. The patient received budesonide and metronidazole, with resolution
within 24 h.
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Resumen

La enteritis eosinofilica (EE) se caracteriza por infiltrado eosinofilico del tracto Gl. Las manifestaciones clinicas dependen de
la capa intestinal afectada. Se recomiendan esteroides sistémicos como primera linea de tratamiento, reservando la cirugia
para complicaciones. Masculino de 84 afios con antecedente de hemicolectomia derecha y dos episodios de oclusion intes-
tinal acude al servicio de urgencias con dolor abdominal, distension, ndusea y vémito. Laboratorio reportd leucocitosis, sin
eosinofilia. Tomografia con contraste evidencio estenosis, con engrosamiento de la pared del intestino delgado e imagen
compatible con oclusion intestinal. La colonoscopia demostré ulceras en ileon terminal la cual reporto EE. Se inicio tratamien-
to con budesonide y metronidazol, con adecuada respuesta y resolucion a las 24 h.
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(Gl) tract. Clinical manifestations depend on the af-
fected segment and intestinal layer: (1) Mucosal (44%),
diarrhea, pain, malabsorption; (2) Muscular (12%),

Eosinophilic enteritis (EE) consists of an eosino- strictures, pain, nausea, vomiting, obstruction; (3)
philic infiltration of segments of the gastrointestinal sub-serosal (49%), eosinophilic-rich ascites, bloating,
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Figure 1. Oral contrast-enhanced abdominal CT scan. Areas of stenosis and thickening of the distal intestinal wall, dilation of the small intestine
proximal to this area, and passage of oral contrast to the colon, compatible with a partial intestinal obstruction: A: coronal view, B: oblique,

C: axial.

pain. There is an association with eosinophilia and
atopic disorders. Diagnosis consists of compatible
symptoms and exclusion of secondary causes. There
are no clear recommendations for treatment; the first
line being systemic corticosteroids or budesonide.
Surgery is reserved for complications.

Case presentation

An 84-year-old, otherwise healthy male with a re-
mote history of appendectomy, intestinal resection,
and right hemicolectomy for an unknown cause, as
well as radical prostatectomy and two episodes of
intestinal obstruction; presented to the emergency
room with a 2-day history of diffuse abdominal pain
and distension accompanied by nausea and vomiting.
On physical examination, the patient had normal vital
signs, abdominal distention, and generalized abdomi-
nal pain at palpation, with no rebound tenderness. The
laboratory studies showed leukocytosis of 15 and no
eosinophilia; total eosinophils of 0.1. He underwent an
oral contrast-enhanced CT scan which revealed dila-
tion of the small intestine, areas of stenosis in the
distal small intestine with thickening of the intestinal
wall, and passage of oral contrast to the colon, com-
patible with a partial intestinal obstruction (Fig. 1).

Conservative management was initiated, consisting
of parenteral rehydration and a nasogastric tube.
A colonoscopy that was performed found aphthous
ulcers in the stenotic area in the distal ileum (Fig. 2).
A film array and stool and direct parasite studies were

Figure 2. Colonoscopy. Aphthous ulcers in terminal ileum.

negative. The patient was started on budesonide
9 mg/d and metronidazole, and 24 h after admission,
his partial intestinal obstruction resolved. The final
histopathology of the biopsies reported non-granulo-
matous chronic, ulcerous ileitis, with 57 eosinophils
per HPF (with a normal range at this anatomic site of
20 eosinophils per HPF), compatible with a diagnosis
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Figure 3. Distal ileum biopsy. A: panoramic microphotography of ileum mucosa with villous flattening (red arrow), edema in the lamina propia,
and moderate inflammatory infiltrate (H and E x4). B: mixed inflammatory infiltrate with abundant eosinophils, reactive changes, and loss in
architecture in Lieberkiihn crypts (blue arrow), reduces mucous production (red arrows), and light cellular atypia (H and E x20). C: inflammatory
infiltrate composed predominantly by eosinophils (red arrows), polymorphonuclear neutrophils (yellow arrows), lymphocytes (green arrows), and
plasmatic cells (blue arrows) (H and E x40). D: abundant eosinophils (57 per HPF) in the lamina propia and superficial mucosa (H and E x40).

of EE (Fig. 3). He is currently treated with budesonide
with an adequate response and has begun dose ta-
pering without recurrence.

Discussion

EE is a rare idiopathic Gl disease characterized by
an intense eosinophilic infiltrate of any segment of the
intestinal wall'. EE has a prevalence of 5/100,000
people'“. It is more common in children under 5 years;
however, in adults, it affects females (57%), Cauca-
sian (77%), and between the third and fifth decade
(83%)™5. Other risk factors include higher socioeco-
nomic status and excess weight*®. It may present with
a wide array of symptoms, including abdominal pain,
diarrhea, nausea, vomiting, bloating, intestinal ob-
struction, or ascites' depending on the affected intes-
tinal wall layer.

The clinical manifestations depend on the affected
segment of the Gl tract and the intestinal layer in-
volved'®*8, The mucosal form, present in 44% of pa-
tients, is characterized by vomiting, diarrhea, abdominal
pain, failure to thrive, and malabsorption3®. The mus-
cular form, present in 12% of patients, may present with
intestinal strictures, abdominal pain, nausea, vomiting,
and intestinal obstruction®¢. The sub-serosal form,
present in 49% of patients, is characterized by eosin-
ophilic-rich ascites, bloating, and abdominal pain®€. An
association between EE and eosinophilia (> 70%) and
atopic disorders (rhinitis, eczema, asthma, food and
drug allergy, dermatitis) has been described®5 with
64% of patients having a family history of atopic
diseases’.

EE primarily affects the stomach and duodenum in
up to 40-80% of patients'3. The diagnosis is estab-
lished by Gl symptoms associated with eosinophilic
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infiltration and degranulation in at least one intestinal
segment, and exclusion of secondary causes of intes-
tinal eosinophilia (parasitosis, intestinal infections, as-
sociated drugs, IBD, celiac disease, autoimmune
disease, and vasculitis, neoplasia, food hypersensitiv-
ity)>4. It is important to note that eosinophils usually
reside in the lamina propia of the intestinal mucosa*?,
except for the esophagus. Their count increases from
the duodenum to the cecum and then decreases from
proximal to distal in the colon®. Therefore, the cut-off
to define an intense pathological eosinophilic infiltra-
tion must take into account the localization within the
Gl tract*®. Other histological characteristics of EE in-
clude eosinophils in the epithelial or muscular layers,
degranulation of eosinophils, villous atrophy, crypt hy-
perplasia/abscesses, and epithelial degenerative and
regenerative changes'“.

Although the gold standard for diagnosis is histo-
logical confirmation, EE can be suspected at endos-
copy and CT imaging. Endoscopic findings may
appear normal, with slight erythema, white specks,
focal erosions, ulcers, fold thickening, polyps, nod-
ules, and friability*. The colonoscopy may show mu-
cosal edema, erythema, elevated white lesions, pale
granular mucosa, and aphthous ulceration*. On CT
scan, there may be evidence of fold thickening, pol-
yps, ulcers, reduced distensibility, strictures, fold
thickening, ascites, omental thickening, and lymph-
adenopathy depending on the intestinal layer
involved®.

There are no clear recommendations for treatment!.
Approximately 40% of patients will present with spon-
taneous remission'. There is insufficient evidence to
recommend dietary restrictions in the routine manage-
ment of patients with EE'. The first line of treatment is
corticosteroids'#. Systemic corticosteroids may be
used, with a remission rate of 50-90%'. Treatment is
started at 0.5-1 mg/kg/day for a few weeks and a ta-
pering period of 6-8 weeks*®. Budesonide which has
low systemic absorption, may also be used at an initial
dose of 9 mg/day and slowly tapered for maintenance
therapy'4. Other treatment alternatives depend on the
disease’s response and severity and include leukotri-
ene inhibitors, mast cell stabilizers, antihistamines H1,

azathioprine, mesalazine, and biological agents'*. Sur-
gery is reserved for intestinal complications, such as
strictures or perforation, and consists of a segmental
resection with or without primary anastomosis®. As in
this patient, even in the setting of an acute abdomen,
symptoms may respond to conservative treatment with
immunosuppression®.
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