Eosinophilic enteritis -A diagnostic dilemma
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Summary

Eosinophilic enteritis is a rare condition of unknown aeti-
ology, although it is generally believed to be due to intestinal
allergy. It may mimic peptic ulcer, subacute (or chronic) intes-
tinal obstruction, gastroenteritis, irritable bowel syndrome, and
inflammatory bowel disease. The diagnosis is often difficult to
make and most cases are only diagnosed after laparotomy/
laparoscopy and biopsy. It can be successfully treated with cor-
ticosteroids. We report a case of Eosinophilic enteritis in a 27
year old woman the symptoms of which appeared within six
weeks of childbirth. With repeated episodes of abdominal pain,
vomiting , occasional loose stools with weight loss, she was in-
vestigated and treated for many weeks in three hospitals with-
out success. All investigations were inconclusive. Finally lap-
arotomy revealed inflamed segments of small bowel, a biopsy
of which showed Eosinophilic enteritis. The patient was subse-
quently treated successfully with Prednisolone.
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Résumé

Eosinophilic enteritis est une condition rare de actiology
inconnu , bien qu’il soit généralement cru pour étre grace a I’allergie
de intestinal. Il peut imiter, subacute (ou chronique) intestinal, gas-
troenteritis, irritable intestin, et inflammatory intestin. Le diagnos-
tic est souvent faire et la plupart des cas seulement sont aprés
diagnostiqué laparotomy/laparoscopy et biopsie. I peut &tre traité
avec succes avec corticosteroids. Nous rapportons un cas de Eosi-
nophilic enteritis dans un 27 ans femme les symptémes de qui ont
apparu dans six semaines de childbirth. Avec répété episodes
d’abdominal doleur, vomiting, occasionnel detache tabourets avec,
elle a été examiné et a été traité pour beaucoup de semaines dans
trois hopitaux sans succeés. Toutes investigations étaient peu
concluantes. Finalement laparotomy a revele des segments
enflammés de petit intestin, une biopsie de qui a montré Eosino-
philic enteritis. Le malade a été traite par la suite avec succes avec
Prednisolone.

Introduction

Abdominal pain is one of the most common presenting com-
plaints in surgical practice. In many cases a diagnosis can easily
be made after detailed history and examination. Sometimes, espe-
cially in subacute cases, it is by more detailed investigations and
observing how the clinical features evolve that the diagnosis be-
comes clear. Occasionally patients with “non-specific abdominal
pain” are seen but these tend to be self-limiting. The surgeon very
occasionally has to manage the patient whose diagnosis can only
be made by laparotomy. Laparoscopy is less invasive and is pre-
ferred in such patients. We report\ a case of Eosinophilic enteritis
that posed such a diagnostic dilemma until after laparotomy and
biopsy of the intestinal wall.

Case report

A 27-year-old female developed abdominal pain (predomi-
nantly epigastric) with vomiting six weeks after delivery. She had
no past history of allergies and was referred from a regional hospi-
tal to Accra when her symptoms persisted. An upper gastrointesti-
nal endoscopy was reported as “normal.” Her symptoms, which

were episodic, continued in spite of treatment and she finally re-
ferred herself to a third hospital where she was admitted for inves-
tigation. :

Her main symptoms, when she came to us, were episodic se-
vere colicky abdominal pain, occasional vomiting and constipa-
tion and had been ill for seven weeks. On examination she had lost
weight but did not look acutely ill. There was no abdominal dis-
tension, she had only slight tenderness, and had periods of high-
pitched bowel sounds associated with her pain. There were days
on which she had no symptoms at all. By the second week of
admission she had began to have intermittent blood-stained watery
stools. Investigations performed showed a normal total white cell
count with eosinophilia of 11%. An ultrasound scan was normal
except for some fluid in the rectouterine pouch of Douglas. Stool
examination showed no ova or protozoa, but a very high number of
red and white blood cells, and no growth on culture. Retroviral
screening was negative. Two plain abdominal X-rays 5 days apart
showed a persistent air-fluid level formation around the umbilicus.
A decision was then taken to perform an exploratory laparotomy.

At operation there was over 1 litre of serosanguinous fluid in
the peritoneal cavity. There was no gross dilatation of the intes-
tines but segments of small bowel (two in the ileum and one in the
jejunum) were oedematous, red and thick-walled. There were
prominent mesenteric lymph nodes. The rest of the abdominal vis-
cera were normal. An impression of Crohn’s disease was made
and a full thickness biopsy of the ileum done. In view of the fact
that multiple segments were involved, no resection was done.

Histology of the bowel (Fig. 1) showed broadening of the villi
with elongation of the crypts. Numbers of eosinophils were seen
in the mucosa and in the submucosa, which also showed focal den-
sities. The muscularis propria was thickened and contained nu-
merous cosinophils. No parasites were seen. A diagnosis of Eosi-
nophilic enteritis was made.

The patient was put on Prednisolone and her symptoms re-
solved very quickly. She began to put on weight and is currently
on long-term follow-up.

Fig. 1  Photomicrograph of ileum showing an intense infiitrate of eostnopnus in

the The sub osa and le layer show the same features (x40)
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Discussion

Eosinophilic enteritis is a rare condition of unknown aetiol-
ogy and is characterised by eosinophilic infiltration of the gas-
trointestinal tract."* The accumulation of eosinophils has been
shown to be antigen induced.® Previous associations with food
allergy, atopic dermatitis and elevated IgE levels suggest an atopic
disposition in its pathogenesis.> Allergy to the hookworm Ancy-
lostoma caninum has been implicated in northeastern Australia
where although the more generalised form (Eosinophilic gastroen-
teritis) is rare, eosinophilic enteritis is fairly common.! Allergy to
drugs has also been reported.? The diagnostic criteria are gastrointes-
tinal symptoms, eosinophilic infiltration proven by biopsy, and the
absence of parasitic infection.?

The presentation may be varied.® In a review of 6 patients
presenting with the condition in 10 years in India the symptoms
included abdominal pain and vomiting (100%), weight loss (57%),
diarrhoea (43%) and abdominal distension (43%). Peripheral blood
cosinophilia was present in all patients.® The condition may there-
fore mimic intestinal obstruction,” pseudo-obstruction,® Crohn’s dis-
case,’ peptic ulcer, diverticular disease,* irritable bowel syndrome
and nonspecific abdominal pain.

Laboratory results may be nonspecific,’ although most patients
have blood eosinophilia.*!® Radiographic findings may show evi-
dence of intestinal obstruction, but may be inconclusive.® The di-
agnosis is made following intestinal biopsy at laparoscopy or lap-
arotomy. When the stomach is affected (Eosinophilic gastroenteri-
tis) endoscopic biopsy will lead to a diagnosis.!!

The appearance of the bowel at surgery depends on the sever-
ity of the disease, whether it is predominantly mucosal, submu-
cosal or muscular.® Variable segments of the bowel are involved
and this may be confused with inflammatory bowel disease. There
is usually oedema of the bowel, ascites and regional lymphaden-
opathy' as was found in this patient. Surgical resection has been
used successfully when severe disease is localised.*® Corticoster-
oid therapy is very effective in treating the condition®!! as shown
in this patient. There may be recurrence if the offending antigen is
not found and eliminated from the diet. In the long term strictures
have been known to develop in affected segments of small intes-
tine.®

That this patient had a long period of investigation without
success is consistent with other reports.”'® Although she had a
gastroscopy early in the disease a biopsy was not taken probably
because the stomach looked normal. Later in the disease her symp-
toms mimicked chronic/subacute intestinal obstruction but did not
warrant laparotomy without further investigations. Stool tests
showed no intestinal parasites but showed the presence of red and
white cells. Screening for retroviral infection was done on account
of the weight loss and episodic diarrhoea. She did have an eosino-
philia of 11% but it was the evidence of some degree of obstruction
in the radiographs and the fact that the condition had persisted for

so many weeks that prompted the decision to operat.

It is suggested that fibreoptic endoscopic biopsy might be
needed to identify Eosinophilic gastroenteritis if an allergic patient
with blood eosinophilia complains of severe gastroiniestinal symp-
toms.!! The biopsy should then be performed even fthe stomach
appears quite normal. Laparoscopy is another useful option and
surgeons should continue to encourage its use in similar patients
with ill-defined abdominal pain, nonspecific laboratcry results and
radiological findings that are inconclusive and do not allow one to
initiate appropriate therapy.’ Where laparoscopy is aot available,
laparotomy may have to be the last resort.
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