
HYPEREOSINOPHILIA



• E os inoph ils  bilobed granu locyte derived from  myeloid s tem  

cell.

• “E os in” is  derived from“E os ,” the ros y-fingered T itan  

goddes s  of the dawn .

• m atu re eos inoph ils  are norm ally pres en t in the (GI) trac t 

(except the es ophagus ), lym phoid tis s ues  (eg, thym us ), 

u teru s , and m am m ary glands .

• Whereas  m os t s u rface m arkers  expres s ed on  eos inoph ils  

are expres s ed on  other myeloid cells  (CD45, CD15, 

CD66b), few are more s pec ific to eos inoph ils , inc luding 

E MR -1, S iglec -8, and CCR 3 (CD193)



• E os inoph ils  pers is t in the c ircu lation  for 25h(com pared with  

10h for neu troph ils ) before m igration  to tis s ues .

• abs olu te eos inoph il coun t (AE C) of 0.35–0.5 ×109/L , with  a 

s ligh t variation  between  m eas uring laboratories .

• the thres hold of 1.5 × 109/L is  arbitrary, and tis s ue infiltration  

by eos inoph ils  and end-organ dam age can  be s een  with  a 

lower eos inoph il coun t



• requ irem en t eos inoph ilia pers is ts  for m ore than  6 mon th s  is  

not practical today.

• m any patien ts  with  an AE C greater than  1.5 × 109/L are 

as ym ptom atic  with  no end-organ  dam age, and in thes e 

patien ts , “idiopath ic  HE  or HE  of undeterm ined s ign ificance” 

is  the preferred term .



• HE  has  been  defined as  pers is ten t eos inoph ilia greater than  

1.5 × 109/L . 

• prim ary (c lonal or neoplas tic )

• s econdary (reac tive)

• Hereditary (fam ilial)

• HE  of undeterm ined s ign ificance when  no underlying caus e 

is  iden tified.



• T he term  “hypereos inoph ilic s yndrom e” (HE S ) was  firs t 

coined by Hardy and Anders on  in 1968 to im ply a 

s yndrom e of an unknown cau s e charac terized by 

• E os inoph ilia

• organ  infiltration by eos inoph ils

• and a s pec trum  of c lin ical man ifes tation s  involving the 

lungs , heart, liver, and s pleen .



• Diagnos tic  workup:

• E valuation  for infec tion s

• allergic  and collagen vas cu lar dis eas es

• pres c ription  medication s  and s upplem en ts (AS A,NS AID…)

• phys ical exam ination  that inc ludes  palpation  of the lym ph 

nodes  and s pleen  becaus e eos inoph ilia pres en ting s ign  in 

variou s  m alignanc ies  

• Hodgkin  dis eas e

• T-cell lym phom as

• T-cell acu te lym phoblas tic  leukem ia/lymphom a

• s olid malignanc ies





• Further diagnostic testing depends on the organ involved and 

biopsy of the affected organ.

• In patients with a suspected malignancy, CT scan of chest, 

abdomen, and pelvis or positron emission tomography (PET)/CT 

is recommended.

• After excluding reactive causes, evaluation for a marrow 

disorder associated with eosinophilia should be pursued. 



• Marrow evaluation  inc ludes  looking for dys plas ia, 

m yeloproliferation , inc reas ed blas ts , reticu lin fibros is , and 

im m unoh is tochem ical s tain ing with  CD117, tryptas e, and CD25 

to iden tify inc reas ed num bers  of neoplas tic  m as t cells . 

• If a trans location  involving 4q12, 5q31~33, 8p11~12, 9p24, or 

13q12 is  found on  s tandard cytogenetic s .

• then  FIS H tes ting for involvem en t of s u s pec ted genes  

(PDGFR A, PDGFR B, FGFR 1, JAK2, or FLT 3, res pec tively) s hou ld 

be perform ed to confirm  gene rearrangem en t.



• T h is  inc ludes  fluores cence in s itu  hybridization  (FIS H ) tes ting 

for the CH IC2 deletion , a s u rrogate for FIP1L 1-PDGFR A fus ion  

gene on  either blood or marrow.


