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SUMMARY
We report a case of a healthy young man presenting
with 1-week history of diarrhoea, acute abdominal pain
and weight loss. Laboratory investigation showed very
high peripheral eosinophils levels. After exclusion of the
other causes of eosinophilia, a histological bowel sample
analysis revealed marked eosinophilic infiltration of a
small bowel mucosal layer which confirmed the suspicion
of eosinophilic enteritis. Unlike most of the described
cases, this patient did not require any specific treatment.
Eosinophilic gastroenteritis is a rare and heterogeneous
disease that is probably underdiagnosed in clinical
practice because it requires a high degree of suspicion
and an endoscopic biopsy for definite diagnosis.

BACKGROUND
Eosinophilic enteritis is a rare condition, the exact
incidence of which is unknown, and fewer than
350 cases have been reported in literature.1 Despite
several epidemiological and clinical features sug-
gesting an allergic component, its aetiology is still
unknown1–3 and, like our patient, there are cases
with non-allergic background. The severity of its
clinical presentation is variable and related to
which layer of the bowel is involved and to the
extension of the eosinophilic infiltration.4–6

Therefore, it is a diagnosis that should be consid-
ered in a variety of patients with gastrointestinal
symptoms before making other diagnoses such as
irritable bowel syndrome. Its prognosis is very
good and only rarely has death been reported but
morbidity can be important due to malnutrition,
intestinal obstruction and perforation, if not
treated.7 8

CASE PRESENTATION
A healthy 18-year-old man, without known aller-
gies, previous medication, history of drug allergy,
asthma, allergic rhinitis or recent trips, presented
watery diarrhoea without blood or mucus in the
stool, abdominal pain and non-quantified weight
loss, during 1 week. There were no relevant find-
ings in the physical examination.

INVESTIGATIONS
The laboratory tests revealed a serum eosinophilia
(3700 cells/μL—24%) and slightly increased serum
IgE levels (220 UI/mL). The sedimentation rate,
liver function, vitamin B12 and folates levels and
HIV serology were negative or normal. Stool
samples sent for culture, Gram stain and examin-
ation for ova and parasites were all negative.
With no definitive diagnosis a bland, soft diet,

low in saturated fat and cholesterol was initiated,

without an association with pharmacological
therapy.
Two days later, the serum levels of eosinophils

increased (10 510 cells/μL—55%) and the rest of
diagnostic workup was rapidly performed.
The peripheral blood smear, bone marrow

biopsy and myelogram were unrevealing. The full
body CT (figure 1) showed a homogenous hepato-
megaly and multiple lymph node enlargements
(10–12 mm) adjacent to the coeliac trunk, later-
oaortic and mesenteric arteries.
Considering the lack of diagnosis and the wor-

sening of eosinophilia a colonoscopy was per-
formed, which documented a nodular and grained
mucosa in the distal ileum and three erosions in the
caécum (figures 2 and 3). Histological findings

Figure 1 Full body CT scan—homogenous
hepatomegaly and multiple lymph node enlargements
(10–12 mm) adjacent to the coeliac trunk, lateroaortic
and mesenteric arteries.

Figure 2 Colonoscopy—nodular and grained mucosa
in the distal ileum.
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consisted of a diffuse eosinophilic inflammatory infiltration in
the mucosa also observed occasionally in the submucosal layer
of the terminal ileum (figures 4 and 5). These findings asso-
ciated with the exclusion of other aetiological possibilities led to
the definitive diagnosis of eosinophilic enteritis.

DIFFERENTIAL DIAGNOSIS
Eosinophilic gastroenteritis should always be suspected in any
patient with gastrointestinal symptoms associated with periph-
eral eosinophilia. Nevertheless, other diseases need to be consid-
ered before making this definitive diagnosis: allergic food and
drug reactions; infectious diseases such as intestinal parasites
(Ancylostoma, Anisakis, Ascaris, Strongyloides, Toxocara,
Trichiura, Capillaria, Trichinella, etc), fungal and HIV and other
retroviral infections; haematological and neoplastic disorders
such as hypereosinophilic syndromes, mastocistosis, leukaemia/
lymphoma and gastric or colon cancer; irritable bowel syn-
drome and rheumatic diseases like the vasculitic phase of the
Churg-Strauss syndrome and polyarteritis nodosa. However, dif-
ferential diagnosis can be made in almost all cases by suspicion
in the appropriate clinical context, simple laboratory tests and
endoscopic or full thickness biopsies.

TREATMENT
No specific treatment was required. Only a bland, soft diet, low
in saturated fat and cholesterol was prescribed.

OUTCOME AND FOLLOW-UP
A spontaneous and progressive recovery occurred with no spe-
cific treatment and in a week’s time the patient was asymptom-
atic with a marked declining in the peripheral eosinophilia,
without evidence of the disease recurrence in the next
3 months.

DISCUSSION
Eosinophilic gastroenteritis is an uncommon gastrointestinal
disease which can affect patients of any age but typically
appears between the third and the fifth decade with male pre-
dominance.6 9 10 Its exact prevalence and underlying molecular
mechanism are unknown. However, a history of atopy or food
allergies is often present.1–3

Eosinophilic enteritis is characterised by the presence of
abnormal gastrointestinal symptoms, absence of an identified
cause of eosinophilia, eosinophilic infiltration of the gastrointes-
tinal tract and exclusion of the involvement of other organs.1 11

Clinical symptoms are non-specific and depend on the
involved organ(s). The entire gastrointestinal tract can be
affected. Clinical features are related not only to the anatomic
locations of the eosinophilic infiltration but also to the depth of
bowel wall involved.4–6 In the mucosal disease the most
common symptoms are acute abdominal pain, nausea, vomiting,
early satiety, diarrhoea and weight loss. These patients with
diffuse small bowel disease can develop malabsorption.
Peripheral eosinophil counts are usually elevated, ranging from
5% to 35% with an average absolute eosinophil count of
2000 cell/μL.8 Our patient presented very high levels of periph-
eral eosinophilia (10 510 cell/μL or 55%). Serum IgE levels can
be elevated specially in children.7 12 Endoscopic examination is
essential to diagnosis showing a nodular or polypoid mucosa,
erythema and/or erosions. The microscopic examination of
biopsy samples must reveal more than 20–25 eosinophils per
high-power field.8 13 14

When eosinophilic infiltration of the muscle layer occurs it
results in a thickened, rigid gut and symptoms and signs of
intestinal obstruction. Stricture, perforation or obstruction of
stomach, small bowel or colon can occur depending on the site
of infiltration. Food intolerance or allergic history is not usually
present and IgE levels are less frequent. The diagnosis is

Figure 3 Colonoscopy—three erosions in the cécum.

Figure 4 Microscopic appearance of ileum biopsy—eosinophilic
inflammatory infiltration.

Figure 5 Microscopic appearance of ileum biopsy—more than 50
eosinophils per high-power field. Sometimes localised eosinophilic
infiltrates may cause crypt hyperplasia, epithelial cell necrosis and
villous atrophy.
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typically made after resection of small bowel for obstruction.
These findings can mimic those induced by cancer, lymphoma
or other malignancies. Endoscopic biopsies should be per-
formed, but they are often non-diagnostic because mucosal
involvement is lacking. In these cases, laparoscopic full thickness
biopsy is usually necessary.8

Subserosal form of the disease generally presents with isolated
ascites. The diagnostic feature is a marked eosinophilia, up to
88%, in the ascitic fluid. Patients in this subgroup may have an
allergic background and some have elevated serum IgE.
Peripheral eosinophils counts are as high as 8000 cell/μL.8 15 16

It is important to make the differential diagnosis with other
diseases that present themselves with gastrointestinal symptoms
and peripheral eosinophilia.2 3

Data on the natural history, treatment and prognosis are limited
to case reports and retrospective series of few patients.3 17 The
natural history of eosinophilic enteritis includes three different
evolutionary patterns, since patients may suffer a single outbreak,
a recurrent course or even chronic disease. Unlike our patient,
untreated ones may rarely remit spontaneously but usually pro-
gress to severe malabsorption and malnutrition. The treatment is
empirical and based on the severity of clinical manifestations.
Owing to the rarity of this disease, there are no controlled treat-
ment trials.14 In patients who are symptomatic or have evidence of
malabsorption, a diet for a few weeks should be initiated. When
this approach does not improve patient symptoms and peripheral
eosinophilia, systemic glucocorticoids should be initiated. Steroids
have been used as a traditional form of therapy to reduce the
inflammatory process.18 Improvement generally occurs within
2 weeks regardless the layer of bowel involved. Although steroids
should be tapered over the next weeks, some patients may need
more prolonged therapy including those who have early relapse
after steroid cessation.2–3 19 Other drugs have been used such as
antihistamines, mast cells stabiliser and leucotriene antagonists,
but their effectiveness is not known.19–23

Learning points

▸ Eosinophilic enteritis is a rare gastrointestinal disease of
unknown aetiology.

▸ Despite the fact that our patient has not any atopy
background, a history of allergies is present in many cases.

▸ Clinical symptoms are related to the layer and extent of
bowel wall involved with eosinophilic infiltration. They are
non-specific so a high degree of suspicion and an
endoscopic biopsy are required for diagnosis.

▸ Most patients respond to dietary approaches and/or oral
steroids.

▸ Untreated patients may rarely remit spontaneously or
progress to severe malnutrition/obstruction.
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