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What is EOE?

• EOE is "a chronic, immune/antigen-
mediated, esophageal disease 
characterized clinically by symptoms 
related to esophageal dysfunction 
and histologically by eosinophil-
predominant inflammation“.



What is EOE?

• EOE were once considered to be a hallmark of 
GERD. 

• But esophagus, is normally devoid of 
eosinophils, is an immunologically active organ 
that is capable of recruiting eosinophils in 
response to a variety of stimuli.

• When the GI eosinophilia is limited to the 
esophagus, is accompanied by characteristic 
symptoms, and other causes of esophageal 
eosinophilia have been ruled out, it is termed 
EOE.









Subtypes

• EoEe1 – A mild subtype with normal-appearing 
esophagus, and mild histological, endoscopic, 
and molecular changes. 

• EoEe2 – An inflammatory endotype with 
highest expression of inflammatory cytokines 
and steroid-responding genes and a steroid 
refractory phenotype.

• EoEe3 – A fibrostenotic endotype associated 
with a narrow-caliber esophagus, and highest 
degree of endoscopic and histological severity 
and the lowest expression of epithelial 
differentiation genes.























EOE. DX.

• Based upon symptoms, endoscopic 
appearance, and histological findings. 

• EoE should be suspected in patients with 
chronic symptoms of esophageal dysfunction 
(eg, dysphagia, food impaction, food refusal, 
abdominal pain, heartburn, regurgitation, chest 
pain, odynophagia).

• A history of atopic comorbidities (eg, asthma, 
atopic dermatitis, allergic rhinitis, or immediate 
food-type allergies) and FHX.of EoE. 

• Hx. of esophageal perforation or severe pain 
after dilation of a stricture .



EOE. DX.

• Since the symptoms are not specific, the dx. 
may be missed. (median delay in dx. may be 
more than 6/y!!) 

• Increasing duration of delay in the dx. is 
associated with an increase in the prevalence of 
fibrotic features of EoE on biopsy and 
esophageal strictures.



EOE. DX.

• Diagnostic criteria :

●Symptoms related to esophageal dysfunction.

●Eosinophil-predominant inflammation on 
esophageal biopsy, characteristically 
consisting of a peak value of ≥15 
eosinophils per HPF or 60 eosinophils per 
mm2.

●Exclusion of other causes.



EOE. DX.

• Radiology —

Barium studies are not sensitive, but can help 
characterize anatomic abnormalities and 
provide information on the length and 
diameter of strictures .

• Findings of barium studies include strictures 
and a ringed esophagus .

• In addition, other causes for symptoms can be 
ruled out (eg, malrotation as a cause for 
vomiting). 

• Barium studies can help to assess luminal 
narrowing that is not evident at endoscopy .



EOE. DX.

• Laboratory tests —

Elevated serum IgE levels (>114,000 units/L) 
in 50-60% 

• Mild peripheral eosinophilia in 40 – 50%



EOE. DX.

• Evaluation for allergies —

Because of the strong association of EoE
with allergies, we suggest that evaluate by 
an allergist. Children are often treated with 
dietary therapy, and the information gained 
from allergy testing may help guide therapy. 
Allergy testing may also help with the 
management of concomitant atopic disease, 
which is common in patients with EoE.







Endoscopy

• A scoring system that relies on the assessment 
of Exudate, Rings, Edema, Furrows and 
Strictures has been developed and validated in 
children and adults.



Endoscopy

• Stacked circular rings ("feline" esophagus) : 
44%

• Strictures (particularly proximal) : 21 %

• Attenuation of the subepithelial vascular 
pattern: 41 %

• Linear furrows : 48%

• Whitish specks (representing eosinophil 
microabscesses) : 27 percent

• Small caliber esophagus: 9 %













DIETARY THERAPY 

• Effective first-line treatment in children and 
adults. Effective nonpharmacologic treatment.

• poses a risk of nutritional deprivation

• Can be difficult for patients and families 
(particularly if nasogastric feedings or 
gastrostomy tubes are required),

• Can lead to psychologic problems, 

• May lead to unnecessary food aversion. 



DIETARY THERAPY 

• Costs! (often not borne by insurance providers), 

• Inconvenience, ease of adherence, 

• Relapse upon discontinuation of the diet is 
common. 

• When used, elemental and elimination diets 
should be administered in consultation with a 
registered dietician.















PHARMACOLOGIC THERAPY

• Acid suppression — PPIs : among first line 
treatment options, together with dietary 
modification and topical glucocorticoids

• Initial treatment for 8wks.( full-dose once daily 
and, if symptoms fail to improve after 4wks 
increase the dose to twice daily. 

• An alternative dosing regimen is to initiate PPI 
with a twice-daily dose.



PHARMACOLOGIC THERAPY

• Patients are assessed for symptomatic 
improvement following an 8 wk course of PPI .

• Endoscopy 8 wks after initiating therapy to 
assess for endoscopic and histologic 
improvement . 

• For patients who respond, continue the PPI at 
the lowest dose successful at controlling 
symptoms.



PHARMACOLOGIC THERAPY

• For patients with persistent symptoms and/or 
esophageal eosinophilia, alternative therapy 
can be pursued (eg, dietary modification or 
topical glucocorticoid). 



PHARMACOLOGIC THERAPY

• Topical glucocorticoids - Effective for achieving 
clinical and histologic improvement; Symptoms 
and histologic changes often recur when 
glucocorticoids are discontinued!!.

• Fluticasone propionate is sprayed into the 
patient’s mouth and then swallowed. Patients 
should not inhale when the medication is being 
delivered and they should not eat or drink for 
30 minutes following administration.



PHARMACOLOGIC THERAPY

• Children ages 1 -11 /y – 110 mcg/spray, 8 
sprays daily in divided doses. 4-8 wks

• ≥12/y and adolescents – 220 mcg/spray, 8 
sprays daily in divided doses. 4-8 wks

• ≥18/y– 220 mcg/spray, 4 sprays daily in 
divided doses. 4-8 wks

• Endoscopy 8 -12 wks after initiating therapy to 
assess for endoscopic and histologic 
improvement.



PHARMACOLOGIC THERAPY

• Frequently relapse when treatment is stopped, 
(14 - 91 percent . Thus, we lower the dose 
gradually after clinical remission has been 
achieved, and continue to monitor symptoms as 
the dose is gradually lowered to a maintenance 
level.

• For patients who do not respond to fluticasone, 
options include a higher dose of fluticasone, a 
change to oral viscous budesonide, a trial of 
PPI, or a dietary approach.



PHARMACOLOGIC THERAPY

• Budesonide —For 12 wks:  Administered as an 
oral viscous slurry (1 mg daily for children 
under the age of 10 years, and up to 2 mg twice 
daily for older children and adults; the total 
daily dose is often divided into twice daily) ; 
over 5 -10 min., and not eat or drink for 30 min. 
after taking the budesonide suspension.

• Endoscopy 8 -12 wks after initiating therapy to 
assess for endoscopic and histologic 
improvement.



PHARMACOLOGIC THERAPY

• Ciclesonide, a topical glucocorticoid with less 
systemic absorption than fluticasone, has been 
evaluated in small case series.

• Further studies are needed.

• Mometasone furoate, a topical glucocorticoid 
with limited systemic bioavailability (ie, 
approximately 1 percent), has been studied for 
treating children and adolescents with EoE.



PHARMACOLOGIC THERAPY

• Maintenance therapy —with topical 
glucocorticoids and/or dietary restriction 
should be considered for all patients, but 
particularly in those with severe dysphagia or 
food impaction, high-grade esophageal 
stricture, and rapid symptomatic/histologic 
relapse following initial therapy . 

• The lack of symptoms does not reliably predict 
the absence of disease activity



PHARMACOLOGIC THERAPY

• Optimal approaches to maintenance therapy 
have not been well established. Thus, the 
approach should consider the clinical setting, 
patient preferences, and available resources. 

• Long-term dietary restriction is effective in 
maintaining remission in patients in whom 
dietary triggers have been identified. 



PHARMACOLOGIC THERAPY

• In patients unwilling to maintain a dietary 
approach and those in whom a trigger cannot 
be identified, topical glucocorticoids can be 
used at the lowest dose, and for pediatric 
patients, in endoscopic and histologic 
remission. 



PHARMACOLOGIC THERAPY

• Dupilumab —An IL-4 receptor alpha antagonist 
that blocks the shared receptor component for 
IL-4/IL-13. 300 mg weekly or every other week 
for 28 weeks

• Approved for use in the United States for the 
treatment of EoE in adults and in pediatric 
patients who are 12 years of age and older and 
weigh at least 40 kilograms.

• Treatment for a total of 52 weeks,:  rates of 
histologic remission (defined as ≤6 
eosinophils/HPF) were 85 %
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