A 2-year-old boy with chronic diarrhea and abdominal distention
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Fhysical examination:

General appearance- a Thai boy, cachexic
By 9.7 kg, Ht 78 om, HC 48 om, 28W/Ja 63 7%, 2aHA 84 7%,
FawhiH 84 6% chronic moderate PEM

vital signs: T 37 G RR 34/min. PR 130/min, EF 10585 rmmHg

HEEMT: mildly pale conjunctiva, no jaundice, no corneal ulcer. no Bitot's spot: Oral cavity: angular stomatitis,
glossitis, no oral ulcer, no oral

thrush

Heart: reqular rhwthm, no murmmur

Lungs: normal breath sound, no adventifious sound

Abdomen: soff. marked distension, visible bowel loops. not tender, no guarding. no rigidity, active bowel sound,
iver and spleen- not palpable

Ext no edema

Skin: dry scale skin at face, both arms. both legs BOG scar - positive

CHS intact

Al 1 uasansesasawunt: malnutrition, abdominal distension. dry scaly skin, angular stormatitis was glottitis

Easic investigations:

CBC  Hect34.8%, WEBC 116000 (N27. E2 B 1. L64. M 4, ATL 2 ) PIt 682,000/ul MCW 95 fl, MCH 296 pa.
MOHC 31 .2 gidl, ROW 14.3%

Mormochromic normocytic RBC, no hyper segmented neutrophil

Ua spagr1.025, pH 6, no cell

Stool loose, vellow, no cell, occult blood-negative, reducing substance-negative, fat globule - numerous

BUMN:13.4 mg/dl, Cr: 0.3 mg/dl, Na 137 mEg/L. K45 mEgiL, Cl 113 mEq/L, CO2CP 16 mEg/L. total Ca 2 36
mmolf, P 3.79 magidl

LFT: TP 6.22 g/dl, Alb 3.48 gidl, Glob 2.74 gidl, Chol 87mgyd,

TE 02 mgidl, DB 0.03 mg/dl, B 017 mafidl AST 24141,
ALT 17 LYL Alk P 173 UL
FProblem lists:

Abdorninal distension 9 month FTA

Bilious vomiting 9 maonth
Steatorrhea 7 month
Welght loss

Chronic PEM

Andular stomatitis, glossitis, dry scale skin

Differential diagnosis:
1. Imfection

==>Parasite: Hook worrn, Strongyloidiasis, Giardiasis, Capillanasis

==>=Bacteria; TE
===ropical sprue

2 =mall bowel mucosal disease

===Allergic and eosinophilic gastroenteritis

=xxlellac disease
===rohn's disease
3. Maldigestion

===Fancrealic insufficiency

==xBactenal overgrowth
Additional investigations:

Stool concentration for parasite - negafive x 3 days

Stool culture- no grovth
Stool AFE - negative
At HIY=negative

Eve examination- normal finding (no Bitot's spot, no comeal ulcer)

CoiR-unremarkable, no hilar adenopathy

Flain film abdomen: gasseous abdomen

t=TIRIVISIN)S

Jejunum biopsy-The jgjunurm mucosa reveals intact surface epithelium with focal atrophic change of the villi.
The villousfcrypt ratio is generally 2.5. The [amina propria is infifrated by a moderate armount of small-sized
lvmphocytes and plasma cells Consistent with tropical sprue

Diagnosis:
Tropical sprue

Clinical course:
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el LFT (1 #dansd wita admit) TP 6.38 g/dl, Alb 352

g/dl, Glob 2.86 g/dl, Chal 97 ma/dl, TB 0.22 ma/dl. DB 0.03

magfdl, AST 33 Ul ALT 23 u/l Alk P 206 ufl, TG 100 mg/d

Aeuwndutim wwiin 12.1 Alan3d Home medication: MYD 2 mijday, ZnS04 25 mgiday. folic acid 1 tab/day, add
MCT Tudn 1 miffeed. panenteral

Tropical sprue
Definition:

>Malabsorption syndrome, chronic relapsing course

=Characterized by sore tongue, flatulent, indigestion, diarrhea with steatorrhea, progressive weight loss and
cachexia

=Macrocytic anemia, megaloblastic bone marrow

=Histological and radiclogical changes in small bowel

Pathogenesis: unknown

Mucosal injury from specific infection leading to jgjunal bacterial overgrowth, histological damage and
impairment of absorptive function, followed by folate and jor B12 deficiency have been posiulated.

Cause of folate deficiency:
1. Inability of small bowel to absorb food folates (important mechanismm)

2. Foor folate intake due to anorexia
3. Impaired ability 1o absorb glucose

4. Folate losing enteropathy

Cause of vitamin B12 deficiency:

1. Absent or reduced gastric intrinsic factor

2. Cyanocobalamin absorption improves rapidly after artibiolic administration.

Known about fat absorption:

= Pathogenesis of steatorrhea is uncerain but jgjunal mucosal disease and interruption of active bile acid
reabsorption due to ileal involvernent are pathogenesis of steatarrhea.

= Fancreatic function-normal.
= Rapid improverment in fat absorption during antibiotic therapy.

Clinical characteristics:

Acete form. a cute diarrhea (with or without cramping). nausea, flatulence. alcohol intolerancs, and systemic
manifestations, including myalgias, weakness and fever. All will have fat malabsorption.

£i2ssead formm divided into 3 stages

acute enteritis: marked weakness, weight loss, steatorrhea, bloating of the lower abdormen and crampy
abdorminal pains, followed by explosive release of bulky, foul smelling stoals

deficiency stage: malabsorplion of fat and fat-soluble vitamins. leading 1o a bleeding tendency, skin and eve
changes. Malabsorption of vitamin B complex leading to glossitis, sore tongue and rmouth, cheilosis,
stormatitis, and peripheral neuropathy

anemic stage: malabsorption of folic acid and vitamin B12 leading to a macrocytic megaloblastic anemia

Laboratory diagnosis:

frRryiose excrefion fest The urinary excretion of xylose is measured b hours after the ingestion of an oral
dose of 2b gm of D-wvlose. Normal subjects excrete about 4 to 6 gm in b hours. BExcretion of less than 4 grm of
D=lose in b hours is considered abnormal,

Vitamin A absorpfion fest Following ingestion of 300,000 International Units of vitarmin A (in the form of
fish liver oil concentrate) the serum vitamin & level should exceed 85 mg at b hours and 125 mg at 7 hours.

Fecal izt 3to 4 day stool collection. Mormal fecal fat & grmjfday and the ratio of free fatty acid (FFA) to
triglyceride 2:1. Most patients with sprue excead 10-gmiday and show a ratio of FRA to riglvceride of 4.7,

Imaging diagnosis:

Fizin fm 20deomern. normal inmild case. Mild ileus with air fluid level.

LGS folfow freugf Abnormal peristalsis, dilatation of small bowel, thickening of valvulae conniventes,
intraluminal Bariurn changes (eq. flocculation, fragmentation, segrentation)

Treatment:

=opontanecus remission: high protein diet

> Folic acid and witarnin B12 therapy: clinical, functional, morphological improvement on folic acid {or vitamin
B12 therapy)

Arntimicrobial therapy: clinical, morphological, functional improvernent in majority of cases (tetracycline or
sulfonamide for 6 month)





