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ARTICLE INFO ABSTRACT

Article history: Eosinophilic gastroenteritis (EoGE) is a group of infrequent conditions that arise from the
Received 12 October 2023 accumulation of eosinophils in the gastrointestinal (GI) tract without any secondary causes
Accepted 20 October 2023 of eosinophilia. Most cases of EoGE cases show involvement of different parts of the GI tract.

Herein, we report a case of EoOGE with the sole involvement of Jejunum. A 57-year-old male
patient presented to our center with a chief complaint of acute abdominal pain. The pa-

Keywords: tient had experienced chronic abdominal pain and intermittent diarrhea for several years,
Eosinophilic gastroenteritis but he presented to the emergency department with severe acute flank pain. The patient
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eosinophil (15.5%) and decreased lymphocytes (13.1%) percent. Pathological examination of
enteroscopy samples of jejunum showed a mild increase in the number of eosinophils in
lamina propria. Neither parasites nor granuloma was detected. However, no such changes
were found in other parts of the GI tracts. Based on pathological examination, the patient
was diagnosed with eosinophilic enteritis of the jejunum. EoGE does not typically involve
a specific part of the GI and generally affects both the stomach and intestine. This study
reported the first case of EOGE where only the jejunal part of the intestine was involved and
other parts of the GI tract were spared.
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Introduction

Eosinophilic gastrointestinal diseases (EGIDs) are infrequent
conditions that arise from the buildup of eosinophils in
the gastrointestinal tract (GI), causing eosinophilic inflam-
mation, gastrointestinal injury, and dysfunction, without
any secondary causes of eosinophilia [1]. Based on the de-
gree of eosinophilic infiltration, EGIDs are categorized as
eosinophilic esophagitis (EoE), eosinophilic gastritis (EoG),
eosinophilic gastroenteritis (EoGE), eosinophilic enteritis (EE),
and eosinophilic colitis (EoC) [2,3]. EoGE, EoG, EE, and EoC are
often included in the EoGE category because they are not dis-
tinctly differentiated in practice.

EoGE is considered to be a much less common disease than
EoE, although it is more frequently reported in East Asia with
a 5.5-fold higher incidence rate [4]. Recent studies in the US
between 2012 and 2017 indicated a lower prevalence rate of
EoGE (5.1/100,000) and EoC (2.1/100,000) [5].

EGIDs have gained recognition recently, but the true num-
ber of cases is hard to determine because it’s often underdiag-
nosed. The stomach and small intestine are typically affected,
but colonic involvement is less common. Symptoms are not
specific, which can cause a delay in diagnosis [3]. In 1 study,
5.74% of patients with upper gastrointestinal symptoms had a
missed diagnosis of EoGE [6]. Many patients are misdiagnosed
with other conditions such as functional dyspepsia, irritable
bowel syndrome, gastroesophageal reflux disease, or chronic
gastritis [7]. Limited biopsy collections and failure to request
tissue eosinophil counts contribute to the underdiagnosis of
EoGE [8]. However, the endoscopic findings of EoGE, particu-
larly small intestinal lesions, are mostly unknown, unlike EoE
where specific endoscopic findings are well-known [9]. More
importantly, in most EoGE cases stomach is affected and there
are few cases where the stomach is spared. In this study, we
report a case of EoGE with only eosinophilic jejunal enteritis
and no involvement of other GI tract components.

Case presentation

A 57-year-old male patient presented to our center with a chief
complaint of acute right flank pain. The patient had experi-
enced chronic abdominal pain and intermittent diarrhea for
several years, but he presented to the emergency department
with severe acute abdominal pain. His past medical history
was unremarkable except for the fact that his brother had
lymphoma. Physical examination and vital signs were in the
normal range. With susception of a ureteral stone, he was as-
sessed with an abdominopelvic computed tomography (CT)
scan without contrast, which showed left mild hydronephro-
sis due to a 5 mm proximal ureteral stone also soft tissue
infiltration in para-aortic and mesentric suspected of lym-
phadenopathia is seen. The renal colic was symptomatically
treated accordingly, and the pain was relieved. After that, the
patient was assessed with a spiral abdominopelvic CT scan
with and without intravenous (IV) and oral contrast, which
showed other incidental findings related to his chronic ab-
dominal pain from several years ago. Multiple mesenteric and

Fig. 1 - Abdominal CT scan with and without contrast
shows jejunal wall thickening in left peritoneal cavity and
increased wall thickness in the second part of duodenum
also, infiltrative and hypodense lesions in mesentric root
and para-aortic region in central retroperitoneum are seen.

para-aortic fat infiltration with ill-defined hypodense lesions
which show fluid appearance in some areas were found at the
central abdomen and left side. Moreover, bowel loops showed
mild dilation, mild wall thickening, and mucosal edema of the
duodenum and jejunal loops with normal appearance of the
ileum also right para-cardiac fat infiltration with ill-defined
hypodense lesions were noted (Figs. 1-3). Spiral chest CT scans
with and without IV contrast also demonstrated right cardio-
phrenic fat infiltration (Fig. 4). Abdomen, neck, axillary, and
inguinal ultrasound examination was performed and some
small cystic lesions in the mesenteric fat of the left upper
quadrant were depicted. No pathologic lymph nodes in the
jugular, axillary, and inguinal areas were seen. Thus, the pa-
tient was referred to a gastroenterologist.

Complete blood count (CBC) showed increased eosinophil
(15.5%) and decreased lymphocytes (13.1%) percent. Serum
protein electrophoresis showed decreased albumin (2.2 g/dL,
normal range: 3.5-4.8) and total protein (4.6 g/dL, normal
range: 6-7.8). Inflammatory markers, such as ESR and CRP
were in the normal range. Viral blood tests were negative for
HIV, HBV, and HCV. Urine and stool exams were normal. Tumor
markers including CA 15.3, CA 19.9, and CEA were negative.
Stool calprotectin was 49 ng/mL (normal range < 50).
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Fig. 2 - Thickened bowel wall in horizontal and ascending duodenum and jejunum in left side of peritoneal cavity with
accompaniment of infiltrative and hypodens lesions in mesentric root.

Fig. 3 — Multiple mesenteric and para-aortic fat infiltration with ill-defined hypodense lesions which show fluid appearance
in some areas were found at the central abdomen and left side. Moreover, bowel loops showed mild dilation, mild wall

thickening, and mucosal edema of the jejunal loops.

The patient was also investigated with endoscopy and
enteroscopy under anesthesia. Endoscopy was normal. En-
teroscopy showed near normal musoca with few small ero-
sions in the jejunum. Sampling was conducted on both nor-
mal mucosa and mucosa with erosions.

Pathological examination of enteroscopy samples of je-
junum showed a mild increase in the number of eosinophils
in lamina propria. Neither parasites nor granuloma was de-
tected. However, no such changes were found in other parts
of the GI tract, including the stomach or duodenum. Based
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Fig. 4 - Chest CT scan demonstrates no abnormal findings
except infiltrative and hypodense lesions in the right
cardiophrenic angle.

on pathological examination, the patient was diagnosed with
eosinophilic enteritis of the jejunum.

Discussion

EoGE is an uncommon disorder defined by eosinophilic infil-
tration of the GI tract. Its clinical manifestations are hetero-
geneous depending on the site and depth of the affected GI

tract [10,11]. History of atopic conditions like asthma, allergic
rhinitis, or atopic dermatitis is common in patients with EoGE
[12,13]. However, our patient had no past medical or allergic
history. As proposed by Klein et al. [11], EoGE is classified into
3 patterns, including mucosal pattern, muscular pattern, and
serosal pattern. Although EoGE is classified into 3 patterns, in
clinical practice it is not simple to find the exact layers in-
volved since only mucosal and submucosal biopsies are taken
in almost all cases and pathologic features often overlap. Sim-
ilarly, in our patient, only mucosa was involved in pathology,
but imaging showed findings indicative of simultaneous in-
volvement of serosal areas.

Approximately two-thirds of patients with EoGE exhibit ra-
diological findings that are varied and unspecific. Radiological
findings in most EoGE patients are normal, and in cases where
there is a predominantly mucosal pattern, nonspecific diffuse
or local mucosal fold thickening is often observed [2]. Other
manifestations in such cases may include polyps, ulcerations,
and luminal narrowing, while patients with a predominantly
muscular pattern may exhibit stenosis, obstruction, rigidity,
and dysmotility. In predominantly serosal pattern cases, the
presence of ascites is considered a characteristic feature. Ra-
diological findings typically involve multiple layers of the GI
wall and often coexist. In our case, a CT scan showed multiple
mesenteric and para-aortic fat infiltration with ill-defined hy-
podense lesions which show fluid appearance in some areas
found at the central abdomen and left side. Moreover, bowel
loops showed mild dilation, mild wall thickening and mucosal
edema of the duodenum and jejunal loops with normal ap-
pearance of ileum.

Regarding endoscopic features, several reports indicate
that roughly half of the patients who underwent endoscopic
exams had normal results [13,14]. The most common find-
ings were in the stomach and duodenum and included mu-
cosal erythema, although other signs such as mucosal hy-
peremia, thickening of folds, friability, areas of roughening,
whitish specks, erosions, superficial ulcers, or nodularity may
also be present. Some studies showed that eosinophilic in-
filtration could be found in biopsies taken from areas that
looked normal on endoscopic exams or radiological findings
but were absent in areas with the above-mentioned abnor-
malities [10,14]. This apparent discrepancy may be due to the
fact that eosinophilic infiltration is patchy in nature, as previ-
ous studies have noted. Therefore, it is strongly recommended
that multiple biopsies be taken from both abnormal and rela-
tively normal-appearing mucosa, especially in the second part
of the duodenum [2,12,15]. In our case, enteroscopy showed
near normal musoca with few small erosions in the jejunum.
Sampling was conducted on both normal mucosa and mucosa
with erosions throughout the GI tract, but only the jejunal part
of the GI tract was involved sparing other components, such
as the stomach, duodenum, and ileum. This is a rare pattern
for EoGE since in most cases both stomach and intestine are
affected.

Having peripheral eosinophilia along with gastrointesti-
nal symptoms can provide a useful clue for the diagnosis of
EoGE, but it cannot be relied upon as a definitive diagnos-
tic criterion [4,12,16]. Some studies have shown that periph-
eral eosinophilia may not be present in all EoGE patients,
so the absence of this symptom should not discourage doc-
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tors from performing an endoscopy with biopsies when EoGE
is suspected. In our case, CBC showed increased eosinophil
(15.5%) and decreased lymphocytes (13.1%) percent. On the
other hand, higher levels of fecal eosinophilic cationic protein
(ECP), serum ECP, and eosinophil-derived neurotoxin (EDN)
have been observed in patients with EoGE compared to those
with other inflammatory bowel diseases like ulcerative colitis
and Crohn'’s disease [17]. In contrast, stool calprotectin was 49
ng/mL (normal range < 50) in our patients.

Conclusion

EoGE is an uncommon and heterogeneous disorder defined by
eosinophilic infiltration of the GI tract. This disease does not
typically involve a specific part of the GI and generally affects
both stomach and intestine. This study reported the first case
of EoGE where only the jejunal part of the intestine was in-
volved in pathology and other parts of the GI tract were spared,
but imaging showed findings indicative of simultaneous in-
volvement of serosal areas.
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