Interesting case (Eosinophilic gastroenteritis)

A 6.5-month-old female infant with upper Gl bleeding
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Stoel examination: yellow color, occult blood-negative
Ultrasound brain : 0.5-cm subependymal cyst, no ventricular dilatation
Ultrasound abdomen : normal ,
Thyroid function test: normal
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PE : BT 37.2 :% C, PR 144/min, RR 48/min, BP 91/59 mmHg; BW 3,670 g, length 58 cm
Complete cleft lip and palate, mild pallor, no rash

Heart & lungs: within normal limit

Abdomen: soft, no ascites, no hepatosplenomegaly

Extremities: no edema

Initial investigations




Gastroscopy: multiple erosions at antrum, large ulcer at duodenal bulb with mucosal swelling, no

active bleeding, scope cannot be passed through 2" part of duodenum
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Pathologic results: hypercellularity of the lamina propria, up to 20 eosinophils/HPF, stain for

H. pylori - negative.

Plain abdomen: marked distension of stomach and duo ( ble bubbles sign)




Ultrasound abdomen: markedly dilated stomach and second part of duodenum.

Upper Gl study: severe stenosis at second part of duodenum.




Eosinophilic Gastroenteritis (EG)

Eosinophilic gastrointestinal disease (EGID)

Eosinophilic gastroenteritis:

® Variable common clinical GI manifestations

® Patchy or diffuse eosinophilic infiltration of the Gl tract

® Other causes of symptom and inflammation should be rule out

Primary eosinophilic gastrointestinal disorder (EGID)

¢ Disorders which selectively affect the Gl tract with eosinophil-rich infla

absence of known cause for eosinophilia (eg. drug reaction, parasite, malignancy)
® Eosinophilic esophagitis (EOE) ’
® Eosinophilic gastritis
® Eosinophilic enteritis

® Eosinophilic colitis

Klein classification:

Mucosal (layer ) type

® Submucosal (mu*ular) Q
® Subserosal type

Differential diagno inal eosinophilia:
Small bowel / colon
- Food hypersensitivity
- EGID
IBD / Crohn disease - IBD / Crohn disease / ulcerative colitis
- Hypereosinophilc syndrome
- Connective tissue disease
- Infection, parasite, malignancy

Hypereosinophilia syndrome (HES): idiopathic condition with gastroenteritis and peripheral

eosinophilia 1,500/cu mm for 6 consecutive months.




Diagnostic criteria of eosinophilic gastroenteritis:
1. Presence of Gl symptoms
2. Biopsies showing eosinophil infiltration of one or more areas of the Gl tract
or characteristic radiologic findings with peripheral eosinophilia

3. No evidence of parasitic or extra-intestinal diseases

Pathogenesis:
® Primary allergy

® Secondary cause of eosinophilia

Eosinophils in Gl tract:

® Healthy : resting leukocytes, immunomodulation, Ag presenti s, rex)deling
turnover of gut epithelium
¢ Disease : immune dysfunction, releasing granular in, c IL4,5,18)

Normal number of eosinophils in Gl tract :
® Esophagus usually negative or 0- P

¢ Stomach 1-2 / HPF

*  Smallbowel 9-26/HPF
* Colon 8-10/ HP
® Cecum 20-50

Mus s type (13 -70%): thickening of the bowel wall : gut obstruction, pyloric stenosis,
gastric outlet obstruction
Subserosal type (12-40%): exudative ascites with higher peripheral eosinophil counts

compare with the other forms




Clinical features:
¢ Obstructive jaundice
® Surgical condition: appendicitis, small bowel obstruction, pancreatic cancer

® Extra-intestinal manifestations: eosinophilic hepatic dysfunction

Diagnosis:
® Acute or recurrent Gl symptoms
® Peripheral eosinophilia (30-70%)
® History of atopy, food allergy
® Exclude parasitic infestation

¢ X-ray, abdominal ultrasonography or CT

® Endoscopy and biopsy

Eosinophilic gastrointestinal disease in Thailand :\Vithayasai N, J Med Assoc Thai 2011
® 16 patients (age 6 months — 13 year;

® 12 (75%) with mucosal type, 2 withim pe and 2 patients with serosal type

® History of allergy in 68% ar iph inophilia in 37%

® Endoscopic findi&s sy 2rplasia with 20 eosinophils / HPF
® Treatment : prednisolongi ' , ketotifen in 2 patients and montilukast in 1

patient

Abdominal pain in 6 patients, anemia in 5 patients, hypo-albuminemia in 2 patients;
bloody stools, vomiting and growth failure in 1 patient

History of allergy in 4 patients (28%), peripheral eosinophilia in 10 patients (71%)




Treatment: based on severity
¢ Diet therapy : avoid common allergic food
® Medications: corticosteroid (prednisolone), mast cell inhibitor (cromoglycate, ketotifen),
leukotriene receptor antagonist (montelukast)

® Surgery

Prognosis:
¢ Natural history

® Chronic, relapsing (waxing and waning) course
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