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Table 1 Laboratory data on admission.

Urinalysis : Liver function tests :
Protein (=) Total protein(g/dl) | 6.8
Suger (=) | Albumin (%) |50.7
Urobilinogen (-) a-globulin (%) 3.9

az2-globulin (%) 9.6

Feces : B-globulin (%) 10.6
Parasite egg {—) 7-globulin (%) 10.6
Occult blood (=) |T.cholesterol (mg/dl)| 120

T.bilirubin (mg/dl)| 0.4

Blood analysis : GOT au/n 12
RBC (x10*/u1)| 3.82 |GPT au/n 10
Hb (g/dl) 11.5 [LDH au/n | 2mn
Ht (%) 35.9 |Alp au/n 59
Platelets (x10°/p1)| 332 | y-GTP au/n 13
WBC (x10°/21)| 68 |T.T.T. (u) 3.0

St.

Seg. 611 Serological tests :

E. 27 | CRP (mg/dl)| 0.68
B. 0.2 | I1gG (mg/dl)|2218
Mon. 7.7 | IgA (mg/dl)| 374
Ly. 29.6 | IgM (mg/dl)| 125
Plas. 0 IgE (mg/dh)| T2

Bleeding time (min) 1.5 | WaR (+)

Prothorombin time (sec) | 12.2 |Blood chemistry :

BUN (mg/di)] 10

Virus marker : Creatinine  (mg/dl)| 1.2
HBs-Ag (=) | Na (mEq/1)| 140
HCV-Ab (=) K (mEq/1)| 4.8

cl (mEq/1)| 100

Tumor marker : Fe (ug/dl) 56
CEA (ng/ml) 0.6 | Amylase (U/dl) | 106
AFP (ng/mi) 1.6 | Sugar (mg/dl) 98
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Fig. 1 CT scan of the abdomen showed the thickening of the
wall of the stenosis of the ascending colon.



Fig. 2 Barium enema revealed severe stenosis of the ascend-

ing colon.
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Fig. 3 Resected specimen showed circumferential stenosis
of the ascending colon. The mucosa had numerous small
ulcers and scars.
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A Case Report of Colonic Stenosis
Aue to Eosinophilic Enteritis
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The colon is seldom involved in eosinophilic gastroenter-
itis, and reports on operated cases are scarce. We recently
experienced a patient with colonic stenosis due to eosino-
philic colitis, diagnosed after surgery.

A 69-year-old man suddenly developed abdominal pain and
vomiting after supper in Sept 1994, and was admitted as an
emergency case. The abdomen was slightly distended with a
tenderness in the right flank. There were leukocytosis and
positive CRP, and the abdominal film suggested ileus. CT
and barium enema demonstrated a marked stenosis of the
ascending colon. Colonoscopy recognized a pinhole stenosis
with surrounding smooth mucosa. Biopsy of the lesion show-
ed a moderate degree of infiltration with predominant eosino-
phils. Because of severe stenosis, right hemicolectomy was
carried out two months from admission. The mucosa had
numerous small ulcers and scars, and histologically there
were non-specific ulcers (Ul-II), lymph follicles and inflam-
matory cells. There was no foreign body granuloma or
parasitic ova.

The commonly used diagnostic criteria are those proposed
by Greenberger. Klein divided cases into three types depend-
ing on the site of involvment. Our case may be categorized as
“muscular infiltration” type. For the etiology, allergy and
immunological abnormalities are suggested. Steroids are
used for treatment, but recurrence is common. There has as
yet been no sign of recurrence in our patient.
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