
E
osinophilic oesophagitis is a diagnosis that is being 
made increasingly frequently in the assessment 
of dysphagia in both adults and children (Dellon 
et al, 2013). However, it is unclear whether this 
is the result of increased prevalence or better 

diagnostic methods. Diagnosis is typically made by 
endoscopy and histopathology. Biopsies demonstrating 
eosinophil-predominant inflammation with at least 15 or 
more eosinophils per high power field have a sensitivity of 
100% and a specificity of 96% (Dellon et al, 2013). This 
article raises awareness of this condition, and illustrates 
early signs of eosinophilic oesophagitis so that physicians 
can refer appropriately. 

Understanding and recognition of eosinophilic 
oesophagitis in the realm of otolaryngology is limited. 
Foreign bodies in the oesophagus are common presentations 
in paediatric institutions that require urgent endoscopy, 
but a degree of suspicion is required, particularly with 
food bolus obstructions in both children and adults. 
Otolaryngology and paediatric surgeons do not routinely 
take biopsies when removing these foreign bodies. 

Epidemiology
Eosinophilic oesophagitis is now increasingly recognized as 
a cause of dysphagia in young adults and elderly patients, 
but the incidence of eosinophilic oesophagitis is still 
debated. In contrast to older studies, more recent studies 
have suggested an increase in the prevalence of eosinophilic 
oesophagitis (Raheem et al, 2014; Maradey‐Romero et al, 
2015). It has been postulated that improvement in disease 
recognition rather than a true increase in disease itself may 
lead to the impression of an increasing prevalence, which 
has varied between 0.02 and 1.3 per 100 000.

Pathophysiology 
The First International Gastrointestinal Research 
Symposium (FINGERS) defined eosinophilic oesophagitis 
as a chronic clinicohistopathological disorder characterized 
by a constellation of symptoms ‘distinct and similar’ to 
those of gastro-oesophageal reflux disease (Raheem et al, 
2014). This highlights the difficulties in both diagnosis and 
subsequent management. 

A number of environmental factors confer a 
predisposition to developing eosinophilic oesophagitis later 
in life. These include premature birth, birth by caesarean 
section, antibiotic exposure during infancy, lack of breast 
feeding and living in an area of lower population density. 
These factors indicate that early stimulation of the immune 
system may predispose to the disease (Furuta and Katzka, 
2015). There is also a genetic predisposition to eosinophilic 
oesophagitis and it is more common in men with a 3:1 
prevalence in nearly every study. 

Clinical presentation 
The presentation of eosinophilic oesophagitis can vary 
with age, and includes non-specific oesophageal symptoms 
such as dysphagia, abdominal pain and episodes of food 
bolus obstructions. Children can present with failure to 
thrive. Classic endoscopic findings have been recognized, 
including longitudinal furrows and oesophageal rings or 
‘trachealisation’ noted in the oesophageal mucosa. It is 
well recognized that distinguishing between eosinophilic 
oesophagitis and gastro-oesophageal reflux disease can 
be difficult.  

Some clinicians differentiate between gastro-
oesophageal reflux disease and eosinophilic oesophagitis 
by giving a 6-week course of a proton pump inhibitor. 
If symptoms do not resolve the patient is treated as 
having eosinophilic oesophagitis. While the prevalence of 
eosinophilic oesophagitis is 0.05%, it is markedly more 
prevalent in those who presented with food impaction 
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ABSTRACT
Eosinophilic oesophagitis is a diagnosis that is being made more frequently in 
the assessment of dysphagia in both adults and children. It is unclear whether 
this is a result of increased prevalence or improved diagnostic methods. Children 
present commonly to paediatric institutions with foreign body impaction. Research 
indicates that food impaction may predispose to eosinophilic oesophagitis. This 
article presents eosinophilic oesophagitis from an otolaryngologist’s point of view. 
It details the clinical features present in the disease as well as how it is diagnosed 
and managed. It illustrates early signs of eosinophilic oesophagitis so that primary 
physicians and emergency physicians know when to refer on to otolaryngologists.



because eosinophilic oesophagitis narrows the oesophagus, 
making food impaction more likely. Furthermore, food 
bolus impaction as a child may be a sign of subclinical 
disease which may develop into eosinophilic oesophagitis as 
an adult. Biopsies in children with meal bolus impactions 
have presence of mucosal pathology (100%) and in those 
with inanimate (non-organic) foreign bodies (45%) 
(Williams et al, 2013). 

Eosinophilic oesophagitis is prevalent in those with a 
family history of eosinophilic oesophagitis but also those 
who have a personal or family history of atopic disorders.

Most people with eosinophilic oesophagitis present with 
chronic reflux symptoms. However, if they had episodes of 
food impaction as a child, the likelihood of them having 
eosinophilic oesophagitis is much higher. It appears that 
unrecognized childhood subclinical disease precedes adult 
presentation of eosinophilic oesophagitis. In one study, 
85% of people who had untreated symptoms for 20 years 
presented with oesophageal strictures (Schoepfer et al, 
2013).

On endoscopy, the most common findings of 
eosinophilic oesophagitis are eosinophilic exudates (white 
specks), mucosal oedema, linear furrows, oesophageal 
rings and strictures (Furuta and Katzka, 2015). In terms of 
imaging, barium oesophagography can be used to identify 
strictures in patients with eosinophilic oesophagitis. 

Studies have also analaysed the prevalence and predictive 
factors of eosinophilic oesophagitis in patients presenting 
with dysphagia (Prasad et al, 2007). There is evidence 
to support oesophageal biopsies being obtained even in 
normal-appearing mucosa in patients with unexplained 
solid food dysphagia as biopsy could diagnose eosinophilic 
oesophagitis in about one in 10 cases (Prasad et al, 2007). 
A clinical algorithm that could be followed by physicians 
is presented in Figure 1. 

Treatment
Treatment goals in patients with eosinophilic oesophagitis 
are to control symptoms and restore function. As a complex 
disease, management may require multiple specialties 
including otolaryngologists, gastroenterologists and 
immunologists.

Traditionally dietary therapy has been used to treat 
eosinophilic oesophagitis. Given the strong association 
with atopy, immunologist can do skin prick testing and 
recommend targeted diets. An alternative diet is the six 
food elimination diet which eliminates the most allergenic 
foods (wheat, milk, soy, eggs, peanuts and seafood). 
Targeted diets had a sustained response in 45% of patients 
and the six food elimination diet showed improvement 
in symptoms and histological abnormalities in 74% of 
patients after only 6 weeks (Kagalwalla et al, 2006).

Topical glucocorticoids in the form of fluticasone 
administered orally as a spray or a viscous preparation of 
liquid budesonide are the mainstays of pharmacological 
therapy. The efficacy of these treatments ranges from 53–
95% (Furuta and Katzka, 2015). Systemic glucocorticoids 

have produced similar results but there is increased risk 
of side effects such as Candida infection, adrenal axis 
suppression, bone demineralization and suppressed growth 
(Schaefer et al, 2008).

Oesophageal dilatations by otolaryngologists may 
be required to treat the complications of eosinophilic 
oesophagitis in adults. While dilatation successfully 
manages intra-luminal narrowing it does not address the 
underlying pathology and as such patients often need 
regular dilatations. The risk of perforation has been shown 
to be 1% in several large scale studies (Moawad et al, 2013). 

Complications
The complications of untreated eosinophilic oesophagitis 
can lead to food impaction, dysphagia leading to 
malnutrition, stricture and even perforation (Furuta and 
Katzka, 2015). 

Conclusions
Foreign bodies in the paediatric oesophagus are 
common presentations to otolaryngologists. While the 
overwhelming majority of these foreign bodies are coins 
(87%), the rest is made up of inanimate (organic material) 
objects including food boluses (3%). Impaction with such 
objects, particularly food boluses, may in fact be a sentinel 
presentation of eosinophilic oesophagitis.  BJHM
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Figure 1. A clinical algorithm for management of patients with suspected 
eosinophilic oesophagitis. 
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KEY POINTS
■■ Eosinophilic oesophagitis is a diagnosis that is increasingly more common in 

the general population.

■■ Most people present with chronic reflux symptoms, but if they had episodes 
of food impaction as a child, the likelihood of them having eosinophilic 
oesophagitis is much higher. 

■■ Impaction with foor boluses as a child may in fact be a sentinel presentation of 
eosinophilic oesophagitis. 


