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ABSTRACT

Eosinophilic colitis (EC) falls along the spectrumof a series of inflammatory gastrointestinal disorders in which eosinophils infiltrate
the gut without known tissue eosinophilia. Eosinophilic gastrointestinal disorders include eosinophilic esophagitis, eosinophilic
gastritis, and the least common EC. The presentation of EC is extremely variable in mucosal, submucosal, and transmural in-
flammation. We present a case of recurrent volvulus with histologic findings of eosinophilia.

INTRODUCTION

Primary eosinophilic gastrointestinal disorder is defined as the presence of intestinal inflammation and eosinophils in the absence of
peripheral eosinophilia.1,2 Any portion of the gastrointestinal tract can be affected by eosinphilic colitis (EC), with the least common
portion being the colon. Primary EC is very rare because the presence of colonic eosinophils ismost commonly seen in inflammatory
bowel disease, immunoglobulin E-mediated food allergens, and parasitic infections.3,4 For this reason, EC remains a diagnosis of
exclusion at this time. The differential of colonic eosinophilia includes inflammatory bowel disease, parasitic infections, and
allergens. Primary EC typically presents as diarrhea in the mucosal form, whereas transmural has been associated with volvulus,
intussusception, and even perforation in select cases.3 In previous literature, the cecal volvulus has been associatedwith EC.However,
the prevalence of sigmoid volvulus has not been reported. We present a case of recurrent volvulus with subsequent sigmoidectomy
with histologic findings of transmural and subserosal eosinophilic infiltration.

CASE REPORT

A55-year-old womanwith a previous sigmoid volvulus and resultant sigmoidectomy in 2017 presented with 1.5 weeks of abdominal
pain, increasing abdominal distention, and constipation. She had not had a bowel movement for 5 days at the time of presentation
and was no longer passing flatus. She stated that other than her abdominal symptoms, she had no other complaints. Per the patient,
her symptomswere very similar to her previous volvulus in 2017, however, slightly less severe than her previous presentation. At that
time, endoscopic decompression was successful with subsequent resection of 34.9 cm of the sigmoid colon approximately 2 weeks
later and anastomosis achieved through staples. She had no abnormal laboratory values, and her vital signs were within normal
limits. Her examination was notable for a distended, tympanic abdomen without any significant tenderness.

Initial abdominal and pelvic computed tomography with IV contrast showed an acute sigmoid volvulus causing a large bowel
obstruction. This was also initially evident on a kidney, ureter, and bladder (Figure 1). The patient was initially evaluated by a general
surgeon who recommended evaluation from a gastroenterologist before considering surgical intervention.

She was taken for an urgent attempt of endoscopic decompression with flexible sigmoidoscopy. The water immersion technique was
used with normal-appearing mucosa until approximately 25 cm from the rectum at the sigmoid flexure. At this point, the exami-
nation showed a swirling appearance of the lumen, consistent with volvulus (Figure 2). At this point, the mucosa was friable,
erythematous, and ulcerated concerning for a subacute-to-chronic appearance. There was a stricture approximately 2 cm in length at
the transition point, which was traversed with a pediatric colonoscope withminimal resistance. Proximal to the stricture, amoderate
amount of gas and stool was seen with otherwise normal-appearing mucosa. Multiple attempts of endoscopic decompression were

ACG Case Rep J 2021;8:e00650. doi:10.14309/crj.0000000000000650. Published online: August 25, 2021

Correspondence: Kelly Zucker, DO (Kelly.zucker@bannerhealth.com).

ACG Case Reports Journal / Volume 8 acgcasereports.com 1

https://doi.org/10.14309/crj.0000000000000650
mailto:Kelly.zucker@bannerhealth.com
http://acgcasereports.com


unsuccessful. The surgical teamwas notified and recommended
bowel preparation. The patient continued to have symptoms
similar to presentation during preparation, and she was sub-
sequently taken for an open sigmoidectomy with end-to-end
anastomosis 5 days after initial presentation. During this sig-
moidectomy, she was noted to have a redundant sigmoid and
16.5 cmof colonwas resected and anastomosis achievedwith an
80-mm gastrointestinal anastamosis stapler.

Pathology of the surgical resection showed eosinophilic in-
filtration of the fibrotic submucosa with extension through the

muscularis propria into the subserosa and involving serosal
adhesions (Figures 3 and 4). The findings were present in areas
underlying mucosa with the ulceration at the anastomotic site
and away from the anastomotic site in areas with normal
overlying mucosa. No additional biopsies from other colonic
sites were taken. Features to suggest inflammatory bowel dis-
ease were not identified in the mucosa, and there was no evi-
dence of parasitic organisms. A review of the previous 2017
resection demonstrated no evidence of eosinophilic infiltrate.
Since surgery, the patient has done very well with no further
recurrence of symptoms.

DISCUSSION

EC is rare, with only a handful of cases reported in the literature
since 1970.1 At this time, no established diagnostic criteria are
making definitive diagnosis challenging. Common presenta-
tions of EC include abdominal pain, cramping, diarrhea, and
weight loss. Given that colonic eosinophils are present in al-
lergies, inflammatory bowel disease (IBD), and parasitic/
helminth infections, primary EC is a diagnosis of exclusion
requiring extensive clinical and laboratory correlation.1,3 Our
patient had no history of allergies, no symptoms or pathology
consistent with IBD, and no history to support parasitic
infection.

Primary EC more typically affects neonates and juveniles, with
rare adult presentations. In younger patients, the disease is typ-
ically mild and self-limited. Adult presentations depend on the
layer of colon affected. Mucosal infiltration typically presents
with malabsorption, diarrhea, and protein-losing enteropathy.
Transmural infiltration, on the other hand, presents with colonic
thickening and intestinal obstruction.1,4 Histologic features
demonstrate a dense eosinophilic infiltration of the colon in ei-
ther a segmental or diffuse pattern. Diagnosis typically requires

Figure 1. A kidney, ureter, and bladder x-ray with evidence of an
acute sigmoid volvulus anddilated colon notedproximal to the site of
volvulus.

Figure 2. Endoscopic images of the sigmoid colon and swirling
appearance of the lumen with friable, erythematous tissue.

Figure 3. Sections away from the ulceration at the previous anas-
tomotic site demonstrate a dense eosinophilic infiltrate in the fibrotic
submucosa (yellow arrow, upper left of image) with extension into
the muscularis propria (yellow arrow, lower right of image) (hema-
toxylin and eosin stain, 2003 magnification).
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multiple biopsies and elimination of any secondary causes of
colonic eosinophilic infiltration.1,3

Therapeutic treatment of EC is not standardized because of
the rarity of diagnosis, and current management is based on
the limited number of case reports available in the literature.
Typical treatment of EC includes dietarymodifications, given
the common presentation with immunoglobulin E-related
food allergens and avoidance of amino acid-based foods. Diet
modifications typically involve elimination with slow rein-
troduction of food groups. In addition to dietary modifica-
tions, symptomatic EC can be treated with glucocorticoids
and azathioprine through inhibition of eosinophil growth
factors.2,4 Additional medical intervention includes leuko-
triene receptor antagonists as well as antihistamines andmast
cell stabilizers.2,4

In our patient, the main question of her presentation revolves
around EC as the cause of recurrent sigmoid volvulus. The

initial volvulus in 2017 had no evidence of eosinophilic infil-
trates on pathology; however, dense transmural infiltration was
seen in the 2020 sample. There have been no previous reports
on EC-related sigmoid volvulus. Given she had no history of
IBD, no food allergens, and no symptoms/history to support
parasitic infection, the main differentials for her recurrent
volvulus are primary EC vs an allergic reaction and the staples
used in her previous anastomosis site. Since the second re-
section, she has had no gastroenterological symptoms, sup-
porting the 2 remaining differentials rather than a secondary
cause of colonic eosinophilia.
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Figure 4. The eosinophilic infiltrate (yellow arrow) extends through
the muscularis propria (not pictured) into the subserosa and in-
volves serosal fibrous adhesions (hematoxylin and eosin stain,
2003 magnification).
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