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Abstract

AIM: To diagnose the clinical and histologic features
that may be associated with or predictive of the need
for dilation and dilation related complications; exam-
ine the safety of dilation in patients with eosinophilic
esophagitis (EoE).

METHODS: The medical records of all patients diag-
nosed with EOE between January 2002 and July 2010
were retrospectively reviewed. Esophageal biopsies
were reexamined by an experienced pathologist to
confirm the diagnosis (= 15 eos/hpf per current guide-
lines). Patients were divided into 2 groups: patients
who did not receive dilation therapy and those who
did. Demographics, clinical history, the use of pharma-
cologic therapy, endoscopic and pathology findings,
and the number of biopsies and dilations carried out,
if any, and their locations were recorded for each pa-
tient. The dilation group was further examined based
on the interval between diagnosis and dilation, and
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whether or not a complication occurred.

RESULTS: Sixty-one patients were identified with EoE
and 22 (36%) of them underwent esophageal dila-
tions for stricture/narrowing. The peak eos/hpf was
significantly higher in patients who received a dilation
(P = 0.04). Four (18% of pts.) minor complications oc-
curred: deep mucosal tear 1, and small mucosal tears
3. There were no cases of esophageal perforations.
Higher peak eos/hpf counts were not associated with
increased risk of complications.

CONCLUSION: Esophageal dilation appears to be a
safe procedure in EOE patients, carrying a low com-
plication rate. No correlation was found between the
peak of eosinophil count and complication rate. Com-
plications can occur independently of the histologic
features. The long-term outcome of EoE treatment,
with or without dilation, needs to be determined.

© 2014 Baishideng Publishing Group Inc. All rights reserved.
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Core tip: The field of gastroenterology does not currently
have standardized treatment guidelines for eosinophilic
esophagitis. Current data on the safety of dilations in pa-
tients with eosinophilic esophagitis (EoE) are conflicting
and lack information on factors that influence whether
or not a patient will require dilation. This study revealed
that higher peak eos/hpf counts appear to influence
whether or not an EoE patient will require dilation during
the course of their treatment. However, complications
appear to occur independently of the histologic features.
Esophageal dilation appears to be a safe procedure in
EoE patients, carrying a low complication rate.
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INTRODUCTION

Eosinophilic esophagitis (EoE) is a recognized cause of
dysphagia, food impaction, and heartburn that is unre-
sponsive to anti-reflux measures. The disease is charac-
terized by mucosal cosinophilic infiltration, a count of
15 or more eosinophils per high power field (eos/hpf)
that is isolated to the esophagus' . Clinicians must rule
out other esophageal disorders that cause similar physi-
ological and histological presentations in order to diag-
nose an individual with EoE. This is because esophageal
cosinophilia can be associated with gastroesophageal re-
flux disease (GERD), Crohn’s disease, and various types
of gastritis and esophagitis™. An EoE diagnosis is typi-
cally differentiated from GERD if the individual does
not respond to anti-reflux measures and proton pump
inhibitors, and histologic criteria for EoE are met” .
Chronic inflammatory eosinophilic infiltrates often
lead to tissue remodeling and fibrosis, which causes lumi-
nal narrowing and loss of elasticity®® ", These morpho-
logical changes contribute to symptoms associated with
EoE, such as chest pain, heartburn, acid reflux, feeding
intolerance, and especially dysphagia and food impac-
tion[11—12]
dietary, pharmacological, and endoscopic interventions.

. The methods of management can consist of

Persistent eosinophilia causes strictures to form over
time such as confined and longitudinal narrowing, tran-
sient or fixed rings, feline esophagus, Schatzki rings, and
small caliber esophagus''”. Dysphagia and food impac-
tion, attributable to these mucosal abnormalities, are
currently treated with topical steroids and/or mechanical
dilation"*', Tong-term use of steroids is discouraged
due to adverse side effects and risks of toxicity. The dis-
ease process often rebounds after the individual stops
using steroids'™"".

Dilation is an important therapy for individuals who
need immediate relief from dysphagia and prevention
of food impaction. It also provides relief for patients
whose symptoms have not responded to therapy with
steroids, and those who do not want to be on long term
medications or significantly restrict their diets>'"

Early descriptions of routine endoscopies and thera-
peutic interventions, such as dilation, in EoE patients
indicated that the fragile and inelastic mucosa associated
with the disease increased risks of deep tissue tears, lac-
erations, and perforationsw1’12’14’18]. However, more recent
studies with larger patient samples have indicated esopha-
geal dilation as a safe therapy in EoE patientsm’w’z”.
Schoepfer ez al'” reported in a multi-center study a series
of 207 patients with EoE who received mechanical dila-
tion. No major complications defined as severe esopha-
geal injury were observed. Jung ez a/"” reviewed 293
dilations performed in 161 EoE patients and reported
complications such as deep mucosal tears in 9.2%, major
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bleeding in 0.3%, and immediate perforation in 1.0% of
cases. In a systematic literature review by Jacobs ez al”’,
including 468 patients and combined total of 671 dila-
tions, a single perforation was found, which confirmed
that carlier heightened fear of perforation had indeed
been exaggerated. Researchers also looked at whether or
not a correlation exists between dilation-related compli-
cations and eos/hpf count.

This study aimed to examine the differences in clinical
and pathological presentations between EoE patients who
did and did not require a dilation throughout their clinical
history. The relations between dilation, rate of complica-
tions and histologic features in EoE patients who received
a dilation were evaluated as well. We were especially in-
terested if higher peak eos/hpf was associated with or
predictive of the need for dilation and higher rates of
complication. The study also further assessed the safety
and outcomes of esophageal dilations in EoE patients.

MATERIALS AND METHODS
Subjects

A retrospective systematic chart review of patients di-
agnosed with EoE between January 2004 and July 2010
was conducted at the Cleveland Clinic Florida. Medical
records, endoscopic reports, and biopsy reports and
slides were reviewed. Age, gender, clinical history of
allergic or chronic sinusitis or thinitis, endoscopic pre-
sentation, pharmacological therapy for EoE number of
endoscopies (EGDs), number of biopsies and esopha-
geal dilations and their locations, outcomes of dilations,
histopathology (eos/hpf), and length of follow up were
collected. All dilations were done using the rule of 3.

Patients were divided into 2 groups: patients who did
not receive dilation (ND) and patients who did (YD).
Those who received dilation were further divided in to
groups based on if they were diagnosed with EoE prior
to their first dilation, or at the time of the dilation (AT),
and if there was a complication (YC) or not (NC).

Complications were defined as bleeding, perforation,
deep mucosal tears, chest pain, and hospitalizations that
were related to the esophageal dilation procedure. Rents
were not considered a complication.

Histology

Histological slides were reexamined and confirmed to
have a peak eosinophil count greater than or equal to 15
eos/hpf by an expert GI pathologist (D.A.) (Figute 1).
The peak values of eos/hpf at time of diagnosis and at
time of dilation were reported in every case, as well as
the number of slides reviewed. Affected sites were clas-
sified as proximal, mid, or distal esophagus or the gas-
troesophageal junction (GEJ).

Statistical analysis

Peak eos/hpf count at diagnosis, number of EGDs, and
sites affected of ND and YD groups were compared us-
ing #tests for independent samples. The peak eos/hpf
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Figure 1 Reactive squamous mucosa with marked increased intraepitheli-
al eosinophilia involving the entire thickness of the epithelium, occasional
eosinophilic microabscesses and degranulation of eosinophils (HE stain,
x 400).

Table 1 Comparison of eosinophilic esophagitis patients who

did and did not require dilations 7 (%)

Characteristic No Dilation Dilation
(n = 39) (n = 22)
Age (yr) 38 (18-61) 49 (23-61)
Asthma/allergic history 12 (31) 10 (45)
Presenting symptoms 0 0
Dysphagia 15 (38) 22 (100)
Food impaction 9 (23) 10 (45)°
Reflux 9 (23) 0
No symptoms 6 (15) 0
Symptomatic 33 (85) 22 (100)
Peak eos/hpf 47.9 eos/hpf 52.6 eos/hpf
Length of follow up (yr) 48+15' yr 52+14yr
Number of EGDs 1407 26+15

'Patients lost to follow up not included. ND 15 (38%) and YD 3 (14%), pa-
tients lost to follow up; *10 patients of 22 YD group had food impaction.

and size of dilation in YD groups of YC and NC, PR
and AT were compared using #tests for independent
samples. A P value of 0.05 or less was considered statis-
tically significant. An ad hoc one-way ANOVA weighted
means analysis with a Tukey’s HSD was done to com-
pare peak cos/hpf count at diagnosis between ND, PR,
and AT groups.

RESULTS

Sixty-one patients were diagnosed with EoE during the
study’s review period. Esophageal dilations were pet-
formed in 22 (36%) patients. Eighteen (29%) patients
were lost to follow up. All remaining patients were
treated with topical steroids. The treatment consisted of
2 puffs of 110-220 mcg of fluticasone to swallow twice
a day in 40 patients, 160 mcg ciclesonide for 2, and 1 mg
of budesonide in liquid form for 1.

Patients without dilation
Twenty-seven (69%) of the 39 patients were males. The
mean age of patients at time of diagnosis was 38 years
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Table 2 Endoscopic findings in the esophagus at the time of
diagnosis n (%)

Type of findings No dilation Dilation
Erosions 6 (15) 2(9)
Inflammation 13 29
Linear furrowing 13 (33) 4 (18)
Ridges and cobblestone 1(3) 0
Ringed 14 (35) 7 (32)
Schatzki ring 2(5) 6 (37)
Stenosis 0 4(18)
Benign strictures 0 9 (41)
Tortuous 1(3) 0
White plaques 4 (10) 2(9)
No abnormalities 8 (21) 0

(range 18-61). Fifteen (38%) patients presented with
dysphagia, 9 (23%) with food impaction, 9 (23%) with
reflux, and 6 (15%) were asymptomatic (EoE was an
incidental finding). All patients who presented with food
impaction were treated and diagnosed based on an EGD
done during a visit to the emergency room (ER) (Table 1).

Endoscopic appearance: In 24 (62%) patients the whole
esophagus was observed as abnormal, in 8 (20%) only one
segment of esophagus appeared abnormal, and in 7 (18%)
no clear cut abnormalities were seen. Twenty (51%) pa-
tients had 1 abnormality reported, 11 (28%) patients had 2,
and 1 (3%) had 3 (Table 2).

Histological findings: An average of 2.1 & 0.8 biopsies
were taken (ranging from 1 to 4). The mean peak count
of eos/hpf was 47.9 (range 15-99). The number of ar-
eas involved varied from 1 to 4. Nine (23%) patients had
a single biopsy from the esophagus, 20 (51%) patients
were biopsied at 2 different locations, 9 (23%) at 3 dif-
ferent locations, and 1 (3%) at 4 locations. Eighteen (46%)
patients had one site involved, 16 (41%) had 2 sites in-
volved, 4 (10%) had 3, and 1 (3%) had 4. Fifteen (38%)
had documented upper and lower esophagus involve-
ment by EoE (Table 3).

Patients who received dilations

Seventeen (77%) of the 22 patients who required dila-
tions were males. The mean age of patients at time of
dilation was 49 years (range 23-67). All patients present-
ed with dysphagia. Ten (45%) of them were treated for
food impactions.

Endoscopic appearance: Endoscopic abnormalities
were observed in all patients who received dilations. In 13
(59%) patients the whole esophagus was abnormal and in
9 (41%) only one site appeared abnormal. Thirteen (59%0)
patients had 1 abnormality reported, 6 (27%) had 2, and 2
had 3 (14%) (Table 2).

A total of 28 esophageal dilations were performed,
24 of them were done using TTS balloon and 4 with
over the guidewire Savary dilator. Eighteen (82%) pa-
tients had a single dilation, 2 (9%) received 2, and 2
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Table 3 Site involvement based on biopsy readings at time of

diagnosis

Location No dilation Dilation
Proximal 7 1
Mid 31 19
Distal 22 8
GE]J 4 3
Not specified 3 2

GEJ: Gastroesophageal junction.

Table 4 Comparison of PR and AT groups

Characteristics PR Group AT Group
(Diagnosis before (Diagnosis at 1*
1* dilation) dilation)
(n = 6) (n =16)

Mean Range Mean Range

31.6+18.4 15-92
45.7 £30.8

Peak eos/hpf at 1" diagnosis

Peak eos/hpf at 1* dilation 73.6 £42.4 15-145

Number of biopsies at diagnosis 1.7+08 13 17x06 13
Number of EGDs 37+£20 27 22%12 15
Number of dilations 1 1 1407 13
Length of follow up (yr)" 5+12 47 52+14 49

'1/6(17%) and 2/16(12.5%), respectively lost to follow up.

Table 5 Comparison of patients with and without complica-

tion after dilation 7 (%)

Complications No complications

Age (yr) 35 (20-51) 41 (20-54)
Asthma/allergy history 2 (50) 8 (44)
Peak eos/hpf at time of dilation 78 £51 63 £37

60 1 5%

50 r

40

30 - 27%

Percentage of eosinophilic
esophagitis patients

20
0

15mm 18 mm 19mm 20 mm

Maximal diameter of dilation

Figure 2 Maximal size of dilation used in 22 eosinophilic esophagitis patients.

(9%) had 3 procedures. The mean dilation size was 18.4
mm. Six patients received a maximum dilation size of
20 mm, 2 received a 19 mm, 12 received an 18 mm, and
2 received a 15 mm (Figure 2). Three (11%) dilations
were performed in the mid-esophagus, 11 (39%) in the
distal part of the esophagus, 12 (43%) at the GEJ, 1 (3%)
involved the entire esophagus, and 1 (3%) was not speci-
fied. Over the course of their treatments, group YD had
significantly more EGDs than group ND.
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Histological findings: An average of 1.5 * 0.7 biop-
sies were taken at time of diagnosis (ranging from 1 to 3).
The mean peak count of eos/hpf at diagnosis was 52.6
(range 15-145). The number of slides involved varied
from 1 to 3. Ten (45%) patients had a single biopsy from
the esophagus, 10 (45%) patients had biopsies from 2
different locations, and 2 (10%) cases were biopsied at
3 different locations. Ten (45%) patients had one site
involved, 10 (45%) had 2 sites involved, and 2 (10%)
had 3. Ten patients had one site involved, 10 had 2 sites
involved, and 2 had 3. All sites biopsied were positive
for eosinophilia with = 15 eos/hpf. The peak eos/hpf
counts were significantly higher in patients who received
a dilation (P < 0.05).

Time of diagnosis: The diagnosis of EoE was es-
tablished for 6 (27%) patients based on biopsies from
EGDs performed prior to their first dilation. The aver-
age time interval between diagnosis and need for dilation
was 10.5 mo (range of 1-18 mo). Sixteen (73%) patients
were diagnosed with EoE based on biopsies obtained
at the time of the initial EGD with dilation. Therefore,
those patients had no established diagnosis of EoE at
the time of dilation. Three (14%) patients were lost to
follow up (Table 4).

The peak eos/hpf at time of diagnosis was signifi-
cantly higher (P < 0.05) for AT group when compared
to PR group. However, there was no significant differ-
ence in peak eos/hpf between both groups at the time
of dilation. PR underwent significantly more EGDs dur-
ing their treatment period. There were no significant dif-
ferences in peak eos/hpf at time of diagnosis between
ND, PR and AT groups.

Complications: Minor complications were reported
following 4 (14%) dilations. Three (11%) dilations were
associated with a small mucosal tear and 1 (4%) case
of very deep mucosal tear. All of them occurred in AT
patients. Two of the small tears occurred at the GEJ
and one in the distal esophagus. Two of these patients
reported severe chest pain after the procedure and had
X-ray negative for perforation. The deep mucosal tear
occurred in the mid esophagus. No perforations oc-
curred. No patients were hospitalized for procedure re-
lated complications.

There was no significant difference in peak eos/hpf
count between YC and NC groups (Table 5). There was

also no significant difference in size of dilation.

DISCUSSION

The prevalence of EoE has increased over the last de-
cade in both children and adults in Western countries.
EoE has been documented in most racial groups, al-
though many studies have reported predominance in
Caucasian males™. The prevalence of EoE in an out-
patient population undergoing upper endoscopy was

reported 0.4%-0.5%"", but EoE was found in 12% of
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patients presenting with dysphagiam. Based on recent
studies, the prevalence of EoE is lower in Asia with re-
ported rate 0.34% in China™ and 0.02% of the routine
endoscopies in Japan®’.

In adults with EoFE, solid food dysphagia is the most
common presenting symptom, followed by food impac-
tion. Other common symptoms in adults include heart-
burn, chest pain and upper abdominal pain. Therefore
any of the above symptoms and reflux not responding
to proton pump inhibitor therapy should raise a high in-
dex of suspicion about possibility of EoE while evaluating
those cases.

The need for esophageal dilatation in EoE patients is
relatively high and reported in 27%-30.3% of cases' "\
In our series, 36% of EoE patients underwent esophageal
dilations.

The findings of our study contribute to preceding re-
search on the use and safety of dilation in EoE patients in
order to help develop a standard of care for EoE patients.
Who needs dilation therapy?

Based on our findings, peak eos/hpf at time of di-
agnosis can be linked to severity of findings and pres-
ence of a significant clinical stricture, and may influence
whether or not an EoE patient requires a dilation. The
severity of eosinophilic infiltration should be taken into
account when deciding to dilate. However often at the
time of dilation this information is not available. Endos-
copists should also consider the severity of the patients’
symptoms of dysphagia and recurring food impaction,
the presence of benign strictures, and endoscopic ap-
pearance when choosing to dilate based on the endo-
scopic appearance.

All sites biopsied in YD patients were positive for
eosinophilic infiltraton with = 15 eos/hpf. Whereas not
all esophageal biopsies taken from ND patients present-
ed with eosinophil count that qualify as EoE. Another
interesting observation is that even though the whole
esophagus appeared abnormal in many cases, the biop-
sies did not always reflect eosinophilic infiltration of the
entire esophagus. This may be because most endosco-
pists avoided additional biopsies of the proximal esoph-
agus since there was no developed protocol regarding
esophagus biopsies in EoE. It may also suggest that
localized increases in eosinophils may affect the mucosal
integrity of surrounding areas or the whole esophagus.

Unfortunately due to its retrospective design, this
study did not have standardized guidelines for the num-
ber and location of biopsies taken to diagnose or rule
out EoE. Overall more biopsies were taken at time of
diagnosis in patients that did not receive dilations. One
reason may be that patients who did receive dilations
exhibited symptoms and abnormalities that were more
obviously associated with EoE. Therefore endoscopists
might have felt fewer biopsies would suffice for diagno-
sis. The AT group also may have had less biopsies taken
because dilations were done during the same procedure.
Endoscopists may have been wary to cause increased
trauma or may not have been able to biopsy at the site
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of dilation.

Performing dilation overall increases the number
of EGDs, EoE patients will require over the course of
their treatment. This may be because those who received
dilations are watched more closely or have more com-
plicated cases of the disease. PR group had significantly
more EGDs than AT group. This is most likely to be
attributable to the fact that they received 2 EGDs for
diagnosis and dilation, while the other 2 groups only re-
ceived 1. Therefore it may be more economical to dilate
patients who endoscopists think might be likely to later
require dilations at the time of their first endoscopy. ND
patients did have the lowest average of EGDs, 1.4 = 0.7,
which may suggest less severe disease and/or symptoms.

When do dilations happen: Higher peak eos/hpf counts
appear to correlate with the need for dilation. Although
the peak eos/hpf at time of diagnosis for PR was sig-
nificantly lower than AT, there was no difference in peak
count at the time of dilation. Therefore peak eos/hpf in
PR patients had significantly increased during the time
between diagnosis and dilation. Similar to the ND group,
the PR patients were treated with topical steroids after
diagnosis. However, unlike the ND group, their symp-
toms recurred with such severity that they later required
dilation. The topical steroids did not provide lasting
relief. Based on this, peak eos/hpf count at time of di-
agnosis does not appear to help predict whether or not a
patient will later require dilation. Future research should
examine factors that may bring differences between ND
and PR patients to light.

Is it safe to dilate: Based on our study’s results, dilation
therapy appears to be a safe and effective measure to al-
leviate dysphagia in EoE patients by enlarging the diam-
eter of the esophagus. Only a minority of patients had
recurrent symptoms requiring repeat dilations. Higher
peak eos/hpf counts were associated with increased
need for dilation. No association was found between
peak eos/hpf and rate of complication. Higher eos/hpf
counts and the length of affected segment do not appear
to be associated with increased risks of complication.

The safety of dilation is important because dysphagia
is the most uniform symptom and common complaint
in adults with EoE!"*"*"*" Dilation allows for immedi-
ate resolution of dysphagia while steroids take more
time. This is especially important in patients suffering
from food impactions. Dilations also benefit patients
with recurring dysphagia who refuse to take steroids, do
not respond well to them, or have cannot take them for
long periods of time. Schoepfer ez al"? suggested that
the benefits of dilation were long-term with or without
topical steroids. Their study found long-term resolution
of dysphagia and food impaction symptoms, with recur-
rence after 23 £ 22 mo in patients who did not receive
steroid treatment afterward »s 20 £ 14 mo in patients
who did.

In our study we did not report rents and superficial
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mucosal tears as major complications because they are
expected to occur during dilation in EoE patients as pre-
viously described”*, Vasilopoulos ez a/*' suggested that
rents after an upper endoscopy can be considered mark-
ers for identifying patients with EoE. However patients
should be advised prior to the procedure of the likeli-
hood of rents because they can be associated with acute
post-procedural chest pain”***’,

No perforations occurred in our study. This finding,
alongside other recent studies, indicates that the risk of
perforation is not nearly as high as the earliest stud-
ies suggested. However, decisions concerning dilation
therapy should be individualized to the EoE patient.
Studies often suggested potential factors that may in-
crease risks of complications such as: proximal location,
smaller diameter of strictures, younger age, steroid use,
and the number of dilations™"”*"**
evidence that any of these factors significantly increase

| However conclusive

risk of dilation has not been presented in prospective
fashion. Therefore, endoscopists should have a compre-
hensive understanding of conservative dilation methods
and patient history when considering dilation.

Cohen e a/” encountered more complications with
patients who had an eos/hpf of 40 or more, the differ-
ence was not statistically significant. However, both Co-
hen’s study and ours were limited by small sample group.
Larger studies would be needed to justify whether or not
endoscopists should be concerned about eos/hpf count
in relation to risk of dilation-related complications. Es-
pecially because the repercussions of this knowledge
might require EoE patients to undergo two endoscopies;
one to biopsy the mucosa for histologic reading and the
second one to perform dilation. This could also raise
cost of care of EoRE patients. Currently, no publications
conclusively suggest a positive correlation between eos/
hpf and complication rate.

EoE has increasingly come to the attention of en-
doscopists over the past two decades. Despite progress
in the field, current publications are still limited in their
abilities to provide a comprehensive understanding of
the causes of the chronic disease and long-term out-
comes. This study is limited by its retrospective design
and consequently the absence of a standardized method
of recording EGD reports, as well as the loss of 29%
patients to follow up. The body of research also lacks
successful long-term treatment options for alleviating
symptoms and diminishing the inflammatory response,
as well as preventative and curative measures. Recom-
mendations for treatment of EoE have primarily been
based on retrospective reviews of small patient samples
by expert gastroenterologists and endoscopists“‘%’m.

The field of research on EoE would greatly benefit
from prospective studies. Future research must work
to establish standardized methods of recording patient
symptoms, histories, and EGD reports, deciding when
and how to perform dilation, and reporting endoscopic
findings. They should also follow standardized guidelines
for both balloon and Savary dilations. Long-term follow
up of patients would provide longitudinal data on the
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effectiveness of disease interventions and the course of
the disease. Unfortunately, no cure for EoE is currently
known. Longitudinal, prospective studies will be a step
in the right direction towards developing curative thera-
pies for EoE patients. Until then, our study supports the
use of dilation therapy to help relieve acute dysphagia
when mucosal abnormalities are present in EoE patients.

COMMENTS

Background

Symptoms of eosinophilic esophagitis (EoE) are managed with pharmacologic,
endoscopic, and dietary interventions. Endoscopic esophageal dilations help
relieve symptoms dysphagia and food impaction in individuals who have devel-
oped esophageal strictures as a result of food impaction.

Research frontiers

The field of gastroenterology does not currently have standardized treatment
guidelines for eosinophilic esophagitis. Current data on the safety of dilations in
patients with EoE is conflicting. Research on EoE also lacks information on fac-
tors that may influence whether or not a patient will require dilation and when.

Innovations and breakthroughs

Initial studies on the safety of dilation in patients with eosinophilic esophagitis
classified the procedure as high risk of tearing and perforation. However, larger
follow up studies suggested that the initial cautionary reports exaggerated the
risks. This study reports that higher peak eos/hpf counts do not appear to be
associated with increased risk of complication. Higher peak eos/hpf counts do
appear to influence whether or not an EoE patient will require a dilation during
the course of their treatment.

Applications

By understanding the clinical and histologic characteristics that influence
whether or not a patient will develop a stricture, need dilation, or be at risk for
complications from dilation will help clinicians and endoscopists make more
informed decisions when caring for patients with EoE.

Terminology

EoE is characterized by mucosal eosinophilic infiltration, a count of 15 or more
eosinophils per high power field. The mucosal eosinophilic infiltration leads to
chronic inflammation within esophageal tissue. Clinicians must rule out other
esophageal disorders that cause similar physiological and histological presen-
tations in order to diagnose an individual with EE. Common symptoms include
heartburn that is unresponsive to anti-reflux measures, dysphagia, and food
impaction.

Peer review

The authors investigated clinical and histologic features that may be associated
with or predictive of the need for dilation and dilation related complications.
The safety of dilation in patients with EoE was also assessed to contribute to
existing understanding. The study revealed no correlation between the peak of
eosinophil count and complication rate. Complications can occur independently
of the histologic features. Esophageal dilation appears to be a safe procedure
in EoE patients, carrying a low complication rate.
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