
Eosinophilic oesophagitis is increasingly recognised 
as an important cause of upper gastrointestinal 
symptoms in both children and adults. Accurate 
diagnosis and appropriate treatment leads to 
resolution of symptoms and prevention of long-term 
sequelae for most patients. 

Remember
• Eosinophilic oesophagitis (EoE) is a chronic immune- or

antigen-mediated oesophageal disease, whereby
eosinophilic infiltration into the oesophageal mucosa
results in symptoms of oesophageal dysfunction.1,2

• Although EoE is often similar in presentation to gastro-
oesophageal reflux disease (GORD), especially in young
children, its symptoms do not resolve when optimally
treated with anti-reflux medication.3 Left untreated, EoE
can lead to oesophageal fibrosis and stricturing disease.

• Even accounting for growing recognition of the disease,
the incidence and prevalence of EoE are thought to be
increasing worldwide. Prevalence has been estimated at
between 43 and 52 per 100,000 population.1,2,4,5

• Symptoms of EoE are age-dependent. Infants and young
children may present with food aversion, ‘fussy eating’,
regurgitation, vomiting, abdominal pain and poor growth.3

Adolescents and adults often present with dysphagia,
odynophagia and food impaction.

• Patients frequently have a history of atopy and food or
aeroallergen hypersensitivity. It is theorised that EoE is the
result of chronic exposure to food allergens or aeroallergens
in genetically susceptible people.6

• The diagnosis of EoE is based on symptoms and endoscopy.
Specifically, diagnosis is made when more than 15 eosinophils 
per high-power field (HPF) are present in at least one
oesophageal mucosal biopsy specimen and eosinophilia is
limited to the oesophagus.1

Assessment
• Upper endoscopy is required to visualise the oesophagus

and to collect oesophageal mucosal biopsy specimens,
which should be assessed for other differential diagnoses.

• Characteristic endoscopic features include oedematous 
mucosa, oesophageal rings, furrowing, narrowing and 
strictures (Figures 1a and b). Decreased vascularity and fragile
mucosa are also often noted.1 About 10% of patients have a 
normal endoscopic appearance, with only histopathological 
examination of biopsy specimens indicating the pathological 
diagnosis.

• Apart from the presence of more than 15 eosinophils per
HPF, other histological features of the diagnosis include
eosinophilic microabscesses, extracellular eosinophilic
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granules, basal layer hypertrophy, spongiosis and lamina 
propria fibrosis characterised by hyalinisation of the 
submucosal collagen (Figure 2).7

Management
• Corticosteroids can be extremely effective in inducing 

remission, but discontinuation of treatment may result in 
relapse. Off-label use of topical preparations such as 
swallowed fluticasone propionate and oral viscous 
budesonide reduces the side effect profile that occurs with 
long-term use of systemic corticosteroids.8-10

• Of the two topical preparations, oral viscous budesonide has 

previously been reported as the more effective treatment.11 
However, a recent study suggested that there may be no 
significant difference between oral viscous budesonide and 
swallowed fluticasone propionate.12

• Elimination diets can achieve symptomatic and histological 
resolution, but compliance is key. This course of treatment 
should be undertaken with strict supervision from a dietitian.

• The six-food elimination diet involves avoiding the six most 
commonly allergenic foods: cow’s milk, egg, wheat, soy, 
peanuts and fish/shellfish. Paediatric studies have reported 
achieving clinical and histological remission in 53 to 74% 
of patients.2

• In targeted elimination diets, skin-prick testing or atopy 
patch testing is performed to screen for potential allergenic 
triggers, which are then excluded from the diet. However, 
data suggest that these diets are less successful because of 
the difficulty in interpreting results of these tests.13

• The amino acid-based formula diet requires complete 
avoidance for some months of all forms of food apart from 
amino acid-based formula. It is highly effective, as it 
eliminates all food allergens from the diet, but often results 
in low levels of compliance because of its poor palatability. 
It is therefore more suited to infants. 

• Endoscopic oesophageal dilatation provides symptomatic 
relief of dysphagia but fails to treat the underlying 
inflammation. 

• There is an overlap in symptoms and histological features 
between EoE and GORD. The relationship between these 
disorders is unclear. Some symptomatic patients may respond 
to treatment with proton pump inhibitors (PPIs),14 although 
PPIs alone have been found to be inferior to combined 
treatment with oral viscous budesonide in children.10 

Figures 1a and b. Endoscopic features of eosinophilic oesophagitis include oedematous mucosa, linear furrowing of the oesophagus (a, left)  
and florid white exudates (b, right).

Figure 2. Eosinophilic inflammation in oesophageal squamous 
epithelium, showing features suggestive of eosinophilic oesophagitis: 
more than 80 eosinophils/high-power field, spongiosis and 
hyalinisation of the subepithelial stroma.
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Conclusion
EoE is a chronic immune-mediated disease with varied and 
subtle presentations, particularly in infants and children. Greater 
awareness of this disease is necessary for early diagnosis and 
treatment, and thus prevention of sequelae such as oesophageal 
fibrosis and stricturing disease.   MT
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