
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Abstract:  

Clinical entity of gastric outlet obstruction (GOO) is frequently encountered in clinical practice. The diagnostic workup of 

GOO involves various modalities like upper gastrointestinal endoscopy and guided biopsy; imaging with computerized 

tomography (CT) scan; diagnostic laparoscopy. Aetiology of GOO has a wide spectrum with benign diseases like peptic 

ulcer disease and eosinophilic gastritis (EG) on one end and malignant lesions like carcinoma stomach on the other. Here 

we present a 64 year old elderly lady presenting with vomiting and lump in abdomen. The repeated endoscopic biopsies 

were inconclusive and CT showed features suggestive of EG. Final diagnosis turned out to be carcinoma stomach 

(adenocarcinoma) on laparotomy and palliative gastrojejunostomy (GJ) was done. The case is presented for its diagnostic 

dilemma. 
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Introduction 
 Eosinophilic gastritis (EG) was first 

described by Kaijser in patients with syphilis who 

were allergic to neoarsphenamine [1]. The diagnosis 

of EG is established by demonstrating eosinophilic 

infiltration on biopsies obtained endoscopically or on 

laparotomy. Patchy nature of the disease warrants 

taking multiple biopsies. EG can present as gastric 

outlet obstruction (GOO), same is the case with 

carcinoma stomach. We hereby present this case 

because of its diagnostic dilemma 

Case Report 

 A 64 year old female working as a farmer 

presented to the emergency room with complaints of 

vomiting and decreased appetite since one month. 

She vomits 15 times a day, clear brownish liquid 

without frank blood. She gave history of rolled up 

mass in upper abdomen since 35 days. She chewed 

pan with tobacco for the last 10 years with no 

significant family or personal history or history of 

drug allergy.   
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 On examination she was poorly nourished 

with a scaphoid abdomen. A globular lump felt in 

umbilical region extending to epigastric region. Its 

6X4cm
2
 in size, oval in shape and firm to hard in 

consistency. It’s non-tender and mobile. The lump 

was dull on percussion and moved with respiration. 

Succusion splash was present. Gastric outline present 

below the umbilicus on doing ausculto-percussion. 

Other systems were within normal limits.  

 Working diagnosis of gastric outlet 

obstruction was made and on upper gastro-intestinal 

endoscopy, hypertrophied mucosa in the body of 

stomach was noted. Multiple biopsies were taken and 

subjected for histo-pathological examination (HPE) 

which showed features of Helicobacter pylori 

gastritis. She was treated in lines of peptic ulcer but 

the symptoms were not relieved. On contrast 

enhanced computerized tomography (CECT) 

abdomen, concentric wall thickening of pylorus with 

gross dilatation of stomach suggestive of 

eosinophilic gastritis was seen. As the features of 

GOO were not relieved, gastrojejunal bypass was 

planned. Laparotomy showed concentric thickening 

of pylorus, hard in consistency and Infrapyloric 

lymph nodes were present with no peritoneal 

deposits. Biopsy from pylorus, omentum were taken 

and Gastrojejunal bypass was performed. HPE of 

excised specimen revealed poorly differentiated 

adenocarcinoma with metastatic deposits in 

omentum.  

 

Discussion: 

Majority of the patients with carcinoma 

stomach belonged to the age group of 50 years and 

above. 93.5% of male and 96% of female patients of 

carcinoma stomach belonged to this age-group in the 

state of Manipur [2]. EG is also reported to have high 

incidence in the same age-group [3]. Our patient was 

64 years old.  

Barad AK et al [2] highlighted the possible 

aetiologies of carcinoma stomach in the state of 

Manipur namely: smoked meat, dried fish and excess 

use of tobacco. Barad AK et al [2] also observed in 

his case series that 35.4% patients had a poor source 

of drinking water suggesting increased incidence of 

Helicobacter pylori related diseases. Our patient was 

a chronic smoker, had poor dietary habits. Family or 

personal history of allergy/atopy is elicited in 50-

70% of patients with EG [4]. Our patient didn’t have 

history of food allergy or asthma. 

Gastric outlet obstruction had a paradigm 

shift in its aetiology from benign diseases like peptic 

ulcer disease to malignancy and EG in the recent 

times [5]. Our patient had features of GOO. On 

performing repeated endoscopy and biopsy the 

diagnosis was Helicobacter pylori induced gastritis. 

Dekker W et al [6], has attributed diagnostic error in 

malignant lesions due to their benign endoscopic 

appearance and has also recommended that 10 or 

more biopsies to be taken as a routine to ensure 

increased rates of accuracy. However authors opine 

that repeated biopsy is impractical in an 

overburdened government setup. 

Amin A et al [7] has documented the 

experience of endoscopist as a critical factor in initial 

misdiagnosis. Hence the authors are of the opinion 

that the learning curve of endoscopists to be kept in 

mind and their results to be interpreted with caution, 

emphasising the rigorous training in residency 

period. The senior endoscopists are to be consulted in 

patients with high risk of malignancy and had 

inconclusive diagnosis on repeated endoscopy. 

Peripheral eosinophilia is reported in up to 

80% of cases with EG [8], however absolute 

eosinophil count (AEC) varies quite distinctly based 

on the layer of bowel involved. Serosal involvement 

– 8000/dL; mucosal disease – 2000/dL; muscular 

involvement – 1000/dL. Hence the absence of 

peripheral eosinophilia or low AEC counts do not 

rule out EG as a cause in H. pylori endemic area. 

Though contrast enhanced computed 

tomography scan (CECT) of abdomen is used as a 

modality in metastatic workup of patients with 

malignancy, it is also reported that ascites, pleural 

effusion and lymph node enlargement maybe 

features of benign aetiology like EG [8]. It is 

authors’ opinion that EG to be considered as an 

important differential diagnosis in such cases. 

Previous reports have suggested that there is 

100% response rate with steroids for EG and 

recurrences with sodium chromoglycate whereas 

occasional surgery is indicated in patients with 

recurrent obstruction [3]. In our case, though we had 

planned for GJ without resection or radical 

gastrectomy, the intraoperative finding of omental 

deposits suggestive of malignancy warranted a 

radical gastrectomy. The patient caretakers refused a 

radical procedure and palliative GJ was done. 

Routine use of diagnostic laparoscopy in such case 

would have helped in staging the disease and rule out 

benign aetiologies. 
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Conclusion 

 Abdomen as rightly said is a Pandora ’s Box 

with different pathologies presenting in myriad ways 

and needs multimodality approach. In a patient with 

epigastric lump, carcinoma stomach has to be taken 

as the diagnosis unless proved otherwise. High risk 

candidates warrant a consultation with senior 

endoscopists if repeated endoscopies are 

inconclusive. Though GOO due to EG is a rare 

entity, it needs to be considered as differential 

diagnosis to avoid radical procedures. The usefulness 

of diagnostic laparoscopy has to be utilized in cases 

with diagnostic dilemma and in cases with proven 

malignancy. 
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Figure 1: CECT of abdomen showing concentric 

wall thickening of pylorus with gross dilatation of 

stomach suggestive of eosinophilic gastritis 

 

 
 

Figure 2: Intraoperative photograph showing 

concentric thickening of pylorus, hard in 

consistency and infrapyloric lymph nodes  
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