A 2-year-old boy wih chronic anemia
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Physical examination:

GGA A Thal boy, active,good conscious

wital sign cnormal , Bw 9 kg, (<P3). Ht. 89 cm. ( about P75)

HEENT : markedly pale conjunctiva, anicteric sclera .puffy evelids both
pharynx & tonsils not injected, no cervical lymphadenopathy

H & L: SEM grade 3/6 at LUPSE. clear breath sound both lungs

Abdormen :soft, not tender. no palpable mass. liver & spleen camt be palpated

Ext . no edema, no cyanosis
Basic investigations:

o CBEC HE 41 Het 132 22 WEC 19.600 callimm3, N 4925, L 3978 Eo 724 Mo b2

Fit 909,000, MCY B3 2 fLMCH 16.3 pg MCHC 30.7 g/dlL

no blast.hypochromic microcytic blood picture

oA Sp Gr1.010, pH 6 nowhe or rbe, protein and sugar —negative
o SO0l exarm - nowhe or b, occult blood —positive, parasite not found

«LFT DB 0 TB 0.3 mg/dL. Alb 1.6 g/dL globulin 2.0 gfdL, ALK 104 UJL AST 31.ALT 12 UL

o 5EFPD  normal

o 2F 0.3 migidl

o Coomb Test - negative

o RBeticulocyte count 0.7 24

Further investigations:

e U/S abdomen ;unremarkable

sHb typing AZ A (S AZ =26, 2% F=07)
st HIY -ve

o stool conc. for parasite x 3 9w -ve
o Serum Fe = 14 megidL (80-130)

o TIBC =320 mcg/dL (280-480)

7o Transferin saturation = 4.4 24 compatible with iron deficiency anemia
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peripheral eosionphilia #@os

Upper Gl study :

Mo Intrnsic or extrinsic mass lesion

Fapid small bowel transit time with diffuse ireqular distoded small
boweel fold (ducdenurm, jgjunurmn, ileum)

DDx : Giardiasis, lymphaoma,

a0sinophilic enterifis

WA Upper endoscopy wis pathology 1es stomach was duodenal biopsy

Further investigations:

@711 skin prick test for food aeroallergen hell fish. peanut. cow milk egg white soy beans regaiie

- BMA (20/7/81) e
Vleaann e aflanz anemia seaa Fal#nsSneniuy eosinophilic gastroenteritis

Laal# prednisolone + FBC
Clinical course:

After Tx
Before Tx 2mo  3Imo L mo
1mo

Hct [%] 27.6 34.3 31.7 32 32
Peripher
al
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Eosinoph
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Prednisol

2 MED 1 MED 1 MED 0.5 0.5
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Final diagnosis: Eosinophilic gastroenterifis

-~ Eosinophilic Gastroenterits
« Mucosal involvement

—produce nausea, vomiting, Regergitation

—Diarrhea

—Abdominal pain

—Frotein losing enteropathy. hypoalbuminermia

—G1 bleeding, Iron deficiency anemia

—Malabsorption,

—Grovwth failure

- Frequent coexisting findings are atopy and high serum IgE levels
« Muscular Involvement
-13 = /0% of EG

- The best known present with a clinical picture of gastric outlet or intestinal obstruction (common at jejunum)

- Presenting symptoms | colicky abdorminal pain
- Successfully managed with 2 hypoallergenic formula
s Serosal involvement

- 12-40% of BEG

- Commaon affected are adulf

- Presenting symptoms

=3 ASCITes

===Blogfing

===High level of peripheral eosinophilia
===Befter response 1o steroid

Diagnostic criteria are -

=Presence of gastrointestinal symploms

=lntense eosinophilic infifrate on histopathologic examination

=axclusion of other causes of infestinal easinophilia
Laboratory
CBC : peripheral eosinophilia { 50-10022 EG) . anemia

stool and duodenal aspirates for parasites © to exclude secondary causes of BEG

serum albumin: hypoalbuminemia

stool P-1 antitrypsin  enteric protein losses
Screening autoimmune associations
Allergy evaluation

==Test for allergy include skin prick test

==RAST radicallergosorbent test = To detects allergen specific gk antibody
==Patch fest = Non [gE mediated food allergy
=z=Double-blind placebo controlled food challenges fest | Gold standard

Radiographic evaluation
- Barium contrast studies
====revedl irreqular gastric or small intestinal folds

====51MNg sign in gastric outlet obstruction or strictures
- Ultrasound of the abdomen | detecting serosal EG and ascites

- Computenized tomaography - deep laver infilfration and intestinal wall thickening

-WWhite blood cell Te-99m scinfigraphy
Endoscopy and pathology

o Macroscopic feature - ervthema, Whitish specks, Focal erosion, Ulceration, Thickening fold. Folyps.nodule,
Friability
Histopathology : Gold standard for diagnosis

Management:
« Diet

===10 ensure success with dietary therapy impordant to support the patients and parents

===1he empirc removal of the six major food allergens (milk. soy, wheat, egg. nuts, peanut, seafood) has been
shown to be effective and safe

==>Extremely restricted diet for longer than € 1o 8 weeks

» Steroid

===mprove syrmptomatic and histologic within a few days to weeks of inifiation
Indication

==x=xFalled to respond 10, or declined. dietary therapy

=xxExDevere Clinical presentations
Dosage: 1 to 2 mglka/ld

Duration © at least a month until remission then fapered over 2 10 3 months

« Mast cell inhibitor

==se of oral disodiurm crormoglycate and ketotifen as treatment options in EG
o Antihistamine

==No evidence support the use of antihistamines in BEG

==Except in the pafient who has concurrent ervironmental allerdgies

» Surgery

==3Urgery s sometimes necessary 1o relieve symptoms in pafients who have obstructive EG presentations |

==Postoperative consideration of adjuvant medical or dietary therapy





