
Articles © The authors   |   Journal compilation ©  Gastroenterol Res and Elmer Press Inc™   |   www.gastrores.org
This article is distributed under the terms of the Creative Commons Attribution Non-Commercial 4.0 International License, which permits 

unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited
325

Case Report  Gastroenterol Res. 2017;10(5):325-327

Eosinophilic Colitis Masquerading as Malignancy of Colon
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Abstract

Eosinophilic colitis (EC) is a rare part of spectrum of diseases called eo-
sinophilic gastrointestinal disease (EGID). It was found to have bimodal 
distribution involving neonates and adults in age groups of 30 - 50 with 
male preponderance. We present this case of a 78-year-old woman who 
came to the hospital with abdominal pain, hematochezia and uninten-
tional weight loss, and was found to have EC. This case was very unique 
given the age at presentation and the radiological findings mimicking 
malignancy. We reviewed the possible etiologies, clinical features, pa-
thology, and treatment of EC along with the review of the literature.
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Introduction

Eosinophilic gastroenteritis or eosinophilic gastrointestinal 
disorder is a rare chronic condition, with infiltration of eosino-
phils to the wall of the gastrointestinal tract. It more commonly 
affects the esophagus, stomach, intestine and least commonly 
the colon [1]. The etiology of eosinophilic colitis (EC) has not 
been well understood but theories suggest some association 
with allergy or atopic disorders. EC can also be a manifestation 
secondary to parasitic infections (hook or pin worms), auto-
immune diseases like systemic lupus erythematosus, Churg-
Strauss syndrome and drug reactions.

Case Report

A 78-year-old woman presented to the hospital with chief com-
plaints of generalized, dull abdominal pain of 3 days duration. 

Patient also reported intermittent minimal hematochezia for 10 
days, and unintentional weight loss of about 30 pounds over 
the preceding 6 months. She denied having nausea, vomiting, 
dysphagia or diarrhea. Her medical comorbidities included hy-
pertension, diabetes type 2, coronary artery disease and end-
stage renal disease on hemodialysis. Her last colonoscopy 8 
- 10 years prior showed internal hemorrhoids.

Laboratory findings at the time of admission were signifi-
cant for normocytic, normochromic anemia with hemoglobin of 
8.2 g/dL (normal range: 11 - 16 g/dL) and mild eosinophila of 
0.4 × 103/µL (normal range: 0.00 - 0.4 × 103/µL). Computer-
ized tomography (CT) scan of the abdomen/pelvis showed a fo-
cal circumferential mass like thickening in colon with paracolic 
infiltration (Fig. 1). A diagnostic colonoscopy was performed, 
which showed discontiguous areas of circumferential, ulcerated, 
friable mucosa from hepatic flexure to descending colon (Fig. 
2). The biopsies showed friable mucosa with ulcerations (not 
pictured) and numerous eosinophils within the deep portions of 
lamina propria, muscularis mucosae, and submucosa (Fig. 3). 
Findings were consistent with EC. Patient had complete resolu-
tion of symptoms after a short course of steroids with no compli-
cations. Patient is currently following up in the gastroenterology 
clinic at regular intervals with no signs of relapse.

Discussion

EC is the rarest form of eosinophilic gastroenteritis [2]. It is 
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Figure 1. Computerized tomography (CT) scan of the abdomen/pelvis 
showing focal circumferential mass like thickening in colon with para-
colic infiltration (arrow).
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more commonly seen in neonates and children; however, there 
have been few cases of EC in adults reported commonly in 
third and fourth decades of life [1]. The true incidence of EC 
remains unclear due to its rare nature, since secondary eo-
sinophilic gastroenteritis which can occur in conditions such 
as gastroesophageal reflux disease (GERD), food allergy, and 
inflammatory bowel disease (IBD) makes it challenging to es-
timate the true incidence of eosinophilic gastroenteritis. How-
ever, the estimated incidence of eosinophilic gastroenteritis is 
about 1 - 20 cases per 100,000 patients, with colon involve-
ment being least frequent [3].

Even though the etiology of EC remains unclear, there 
are studies suggesting its relationship to food allergies, most 
commonly cow’s milk. About 75% of patients with eosino-
philic gastroenteritis have some degree of allergy or atopy; 
however, most of these cases are infants or neonates [4]. 
The clinical presentation of EC varies depending on the site 
and depth of the eosinophilic infiltration through the colonic 
wall. Symptoms include abdominal pain, nausea, vomiting, 
diarrhea, bleeding, weight loss, obstruction and, in severe 
cases, ascites [5]. Transmural disease has been reported to 

present with obstruction, intussusception, and even perfora-
tion [6, 7].

The diagnosis of EC is made by histology on tissue biop-
sies taken via colonoscopy or surgically resected specimens. 
On imaging, colonic distention, thickening of the bowel wall 
and ulcerative lesions, mimicking Crohn’s disease, are some of 
the radiological findings [8]. On colonoscopy, signs of colitis 
are often evident. Mucosal erythema, edema, and ulcerated le-
sions are morphological findings which could be seen during 
colonoscopy [5].

The management of EC varies depending on the under-
lying condition. EC that has atopic components with periph-
eral eosinophilia and positive IgE caused by food allergy was 
shown to respond to diet restriction with resolution of eosino-
philia and symptomatic relief [9, 10].

For other cases of eosinophilic gastroenteritis, corticoster-
oids remain the mainstay of therapy [11, 12]. In most cases, 
improvement of the clinical symptoms is achieved within 2 
- 4 weeks. However, relapses are common and require recur-
rent courses. There are no clear clinical guidelines on dosing 
or duration of steroid treatment. Often, prednisone with same 
dosing used in inflammatory bowel diseases is given for 4 - 6 
weeks followed by tapering dose over a few weeks.

There are cases that budesonide was used with favorable 
outcomes. Budesonide is a synthetic oral corticosteroid, which 
has more local effect and low systemic bioavailability, hence 
it does not need slow tapering [13, 14]. Biological agents are 
under investigation and anti-tumor necrosis factor (TNF-α) has 
been used in some cases of eosinophilic gastritis, but the ef-
ficiency is not well established.
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Figure 3. Biopsies showed friable mucosa with ulcerations (not pic-
tured) and numerous eosinophils within the deep portions of lamina 
propria, muscularis mucosae, and submucosa.

Figure 2. Colonoscopy showing circumferential, ulcerated and friable mucosa.
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