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Abstract

Food impaction is the moment eosinophilic oesophagitis becomes unmistakable, and for most patients it is not the first sign. It is
the point at which years of adapted eating finally fail, and the endoscopy that relieves it is also the opportunity to make the
diagnosis that should have been made earlier.

Objectives: To review the published evidence on eosinophilic oesophagitis presenting as food impaction in adults: how often the
diagnosis is already known, what delay costs in terms of stricture formation, what the treatment options achieve, and what should
happen at the index endoscopy.

Material and Methods: Narrative review of randomised trials, cohort studies, position papers and epidemiological analyses
indexed in PubMed and the major gastroenterology and allergy journals. No new patient data were generated; every estimate
quoted is one published by the original investigators.

Results: In a cohort of 198 oesophageal food impactions, eosinophilic oesophagitis was already diagnosed in only 17.2 per cent.
Reported histologic remission rates are approximately 45 per cent for proton pump inhibitors, 80 to 93 per cent for swallowed
topical corticosteroids, around 60 per cent for dietary elimination and around 60 per cent for dupilumab. In the phase 3 trial,
histologic remission to 6 or fewer eosinophils per high-power field was achieved by 60 per cent on weekly dupilumab against 5
per cent on placebo at 24 weeks. Untreated disease progresses from inflammatory to fibrostenotic, with stricture risk rising by
approximately 5 per cent for each year the diagnosis is not made.

Conclusion: Effective treatments exist and most patients reach remission on one of them, so the determinant of outcome is when
the diagnosis is made rather than which drug follows it. Taking oesophageal biopsies at the index impaction endoscopy,
irrespective of appearances, is the single intervention the evidence most clearly supports.

Abbreviations: DSQ — Dysphagia Symptom Questionnaire, EoE — Eosinophilic Oesophagitis, eos/hpf — Eosinophils per
High-Power Field, EREFS — Endoscopic Reference Score, PPI — Proton Pump Inhibitor, STC — Swallowed Topical
Corticosteroid.
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Introduction

Eosinophilic oesophagitis is a chronic, immune-mediated
disease of the oesophagus defined by symptoms of oesophageal
dysfunction together with eosinophil-predominant inflammation,
conventionally 15 or more eosinophils per high-power field
[1,2]. Prevalence estimates cluster around 23 per 100,000 and
have risen consistently across high-income settings [3,4].

In adults the dominant symptoms are dysphagia and food
impaction [1,5]. Endoscopic features include linear furrows,
white exudates, concentric rings, reduced vascularity and
strictures, graded by the Endoscopic Reference Score [6,7].
Chronic inflammation produces remodelling, and remodelling
produces the fixed narrowing that causes the impaction [8,9].

The clinically important feature of the condition is that it is
progressive and that the interval before diagnosis determines
how much of that progression has occurred [10,11]. This review
examines the presentation that most reliably brings these patients
to attention, and what should be done with it [34].

Material and Methods

Search strategy: PubMed and the archives of the major
gastroenterology, endoscopy and allergy journals were searched
for studies of eosinophilic oesophagitis and oesophageal food
impaction. Search terms combined eosinophilic oesophagitis
with food impaction, food bolus obstruction, diagnostic delay,
stricture, dilation, dupilumab, topical corticosteroid and
elimination diet. Reference lists of position papers and

guidelines [2,12] were screened by hand for primary sources.

Eligibility: Studies were included if they reported the
prevalence of the condition among patients presenting with food
impaction, quantified diagnostic delay or its consequences, or
evaluated a treatment. Paediatric studies are cited where they
establish disease behaviour and are identified as such.

Data extraction and handling: Design, setting, sample
size, the histologic threshold used and the reported outcome
were extracted as published. The remission definition is reported
alongside every treatment result, because histologic, endoscopic
and symptomatic remission diverge substantially in this
condition and are not interchangeable. No pooling or re-analysis
was performed. Figures 1 to 4 and Tables 1 and 2 reproduce
published values only. This is a narrative synthesis and was not
registered as a systematic review.
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Results

The diagnosis is usually not known: In a cohort of 198

episodes of oesophageal food impaction, eosinophilic
oesophagitis had been diagnosed beforehand in only 34 patients,
17.2 per cent (Figure 1) [13]. Median age was 51 years, 70.2 per
cent were men, and half had atopic disease. Meat was the
causative bolus in 75.3 per cent, and for three quarters of patients
this was their first impaction; the remainder had already had one
or more [13]. An impaction is therefore usually the presentation
of an undiagnosed condition rather than a complication of a

known one.
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Figure 1: Proportion of oesophageal food impaction episodes
occurring in patients with an established diagnosis [13]

Why the delay matters: Untreated disease progresses from
an inflammatory to a fibrostenotic phenotype, and the risk of
stricture rises by approximately 5 percentage points for each year
the disease remains undiagnosed (Figure 4) [10,14]. Reduced
oesophageal distensibility follows, and reduced distensibility is
what makes an impaction possible [9,15]. Effective treatment
can reverse tissue fibrosis in some patients and reduces the rate
of impaction, but established stricture usually requires dilation
[8,16], and the fibrostenotic phenotype persists after it [35].

What the treatments achieve:

remission rates differ substantially by class: approximately 45

Reported histologic

per cent for proton pump inhibitors, 80 to 93 per cent for
swallowed topical corticosteroids, around 60 per cent for dietary
elimination and around 60 per cent for dupilumab (Figure 2)
[17,18,19,20]. Proton pump inhibitors are no longer used as a
diagnostic exclusion but as a treatment in their own right [21,22].
Budesonide in an orodispersible formulation has randomised
support and is licensed in Europe [18,23].
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Figure 2: Reported histologic remission rates by treatment class
[17,18,19,20]

The biologic: In the phase 3 randomised trial, histologic
remission defined as 6 or fewer eosinophils per high-power field
was achieved by 60 per cent of patients on weekly dupilumab
against 5 per cent on placebo at 24 weeks, with a significant
Dysphagia
Questionnaire (Figure 3) [19,24]. In the dosing comparison, only

reduction in dysphagia on the Symptom
weekly administration produced significant symptomatic benefit
against placebo [24]. Post-hoc analysis reported more days free
of dysphagia at 24 weeks with dupilumab than placebo, 8.7
against 5.5 in a 14-day period, and a greater proportion free of
chest pain and heartburn, 48.6 against 28.4 per cent, with effects

maintained to 52 weeks [25,26].

HISTOLOGIC REMISSION AT 24 WEEKS IN THE PHASE 3 TRIAL
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Figure 3: Histologic remission at 24 weeks in the phase 3
randomised trial [19,24]
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STRICTURE RISK ACCUMULATES WITH UNDIAGNOSED DISEASE
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Figure 4: Accumulating stricture risk with each year of
undiagnosed disease [10,14]

Study Design and cohort Principal reported finding
Impaction cohort 198 oesophageal food Diagnosis already known in only
[13] impactions 17.2%; meat in 75.3%

Dellon et al. 2022 Phase 3 RCT, dupilumab | Histologic remission 60% vs 5%
[19] at 24 weeks

Lucendo et al. 2019 | RCT, budesonide
[18] orodispersible tablet

High histologic remission with
topical corticosteroid

Lucendo et al. 2016 | Systematic review, PPI Histologic remission in roughly
[17] response half

Kliewer et al. 2023 | RCT, one-food vs
[20] six-food elimination

Step-up dietary strategy
compared directly

Schoepfer et al.
2013 [10]

Cobhort, delay and
phenotype

Stricture prevalence rises with
duration of undiagnosed disease

Austrian position
paper [2]

Society guidance on
impaction

Sets out the endoscopic and
biopsy pathway

Table 1: Principal studies reviewed, with the finding as reported
by the original investigators

Dietary approaches: Elimination of dietary triggers
achieves remission in roughly 60 per cent, and randomised
comparison of a step-up strategy beginning with fewer foods
against broader elimination showed that starting narrow avoids
unnecessary restriction in a substantial proportion [20,27].
Allergy testing does not identify the responsible food reliably
and is not recommended for that purpose [2,28]. Dietary
treatment therefore requires sequential reintroduction with repeat
endoscopy, which is demanding for the patient and requires
dietetic support to avoid unnecessarily restricted intake [27,29].

What happens at the impaction: Endoscopy for a
prolonged or painful impaction is an emergency procedure
performed for symptomatic relief. It carries a risk of oesophageal
injury and does nothing to the underlying disease [5,30]. The
critical point is that biopsies taken at that endoscopy establish the
diagnosis, and guidance recommends them irrespective of
mucosal appearance, since the oesophagus can look normal
[2,12,31]. Real-life audit shows this is frequently not done,
which is how a patient can have several impactions without ever
acquiring a diagnosis [13,32]. Management of impaction varies
between gastroenterologists and that variation determines
whether the condition is identified [33].
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Step What is recommended | What the evidence shows

Index impaction Take oesophageal Diagnosis known in only 17.2%

endoscopy biopsies regardless of beforehand [2,13]
appearance

Histologic 15 or more eos/hpf with | Standard diagnostic criterion [1,12]

threshold dysfunction

Allergy testing Not recommended to Low sensitivity and specificity
identify the food [2,28]

Induction therapy | PPI, topical steroid, diet | Remission 45% to 93% depending
or biologic on class [17,18,19,20]

Dilation For established fixed Relieves obstruction; does not treat
narrowing inflammation [16,30]

Long-term therapy | Required to prevent Disease relapses on treatment
recurrence cessation [8,23]

Table 2: The pathway from food impaction to long-term
management and its evidential basis

Discussion

The therapeutic position in this condition is unusually
comfortable. Four treatment classes induce histologic remission,
one of them in more than four fifths of patients, and a biologic
with randomised support is now licensed [17,18,19]. A patient
who receives the diagnosis has a good chance of reaching
remission on the first or second thing tried.

The problem is entirely upstream of that. In the impaction
cohort, fewer than one in five patients arriving with a bolus stuck
in the oesophagus already knew they had the disease [13]. Three
quarters were having their first impaction, which means the
remaining quarter had been through it before without the
diagnosis being made. Since stricture risk accumulates at
roughly 5 percentage points per undiagnosed year, the interval
before diagnosis is not neutral waiting time; it is the period
during which reversible inflammation becomes irreversible
narrowing [10,14].

That places unusual weight on a single, cheap action.
Biopsies taken at the index impaction endoscopy make the
diagnosis, and guidance recommends them irrespective of how
the mucosa looks, because a macroscopically normal oesophagus
does not exclude the condition [2,12,31]. The procedure is
already being performed for another reason, the patient is
already sedated, and the marginal cost is a few seconds. Audit
nonetheless shows the step is often omitted [13,32]. There are
few situations in medicine where the gap between recommended
and actual practice is this wide and this easily closed.

On choosing between treatments, the honest position is that
the comparison is less settled than the individual remission rates
suggest. The figures come from different populations, different
histologic thresholds and different eras, and head-to-head
randomised comparison between classes is limited [17,18,19,20].
Topical corticosteroids report the highest histologic remission
but require indefinite use and carry local fungal infection risk;
dietary elimination avoids drugs but demands repeated
endoscopy and dietetic support; dupilumab has the cleanest
randomised evidence and the highest cost. That choice
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reasonably depends on the patient rather than on a ranking.

Study limitations

The limitations belong to the underlying literature.
Remission rates are drawn from separate studies with differing
histologic thresholds and populations, so the comparison
between classes is indirect [17,18,19,20]. The impaction cohort
is a single retrospective series with a third of screened patients
excluded for incomplete records [13]. The estimate of stricture
risk per undiagnosed year derives from cross-sectional
association between symptom duration and phenotype, and
symptom duration is patient-recalled [10,14]. Histologic
remission is a surrogate: it correlates imperfectly with
symptoms, since patients adapt their eating in ways that mask
dysphagia [5,29]. Trial follow-up is typically 24 to 52 weeks
against a lifelong condition [19,24]. Dietary studies cannot be
blinded. And prevalence and access data come almost entirely

from high-income settings [3,4].

Conclusion

An adult presenting with a food bolus stuck in the
oesophagus has, on the available evidence, about a four in five
chance of having eosinophilic oesophagitis that nobody has yet
diagnosed. The treatments that follow diagnosis work: most
patients achieve histologic remission on a proton pump inhibitor,
a topical corticosteroid, dietary elimination or a biologic. What
determines their oesophagus in ten years is not which of those is
chosen but how many years pass before one of them is started,
because stricture accumulates while the diagnosis is missed. The
action that matters is therefore the least sophisticated one in this
review: take biopsies at the endoscopy you are already
performing, whatever the mucosa looks like.
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