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Mutations Causing Early-Onset 
Inflammatory Bowel Disease
The molecular and genetic causes of inflammatory
bowel disease (IBD) are just beginning to be eluci-
dated. The authors of this study from Hannover, Ger-
many and London, England evaluated patients with
early-onset IBD (diagnosed prior to one year of age).
A total of 9 patients were studied, and each patient’s
family underwent genetic testing as well. Two affected
children came from one family. The authors looked for
areas of “perfect segregation” defined as the same
homozygous phenotype noted in siblings from the
same family. 

A total of 253 microsatellite markers were found
in the family with two affected children, and 5 mark-
ers showed perfect segregation. One of the markers
matched homozygous gene mutations for IL10RA and
IL10RB which encode for the proteins that make up the
interleukin-10 (IL-10) receptor. Many of the children
with early-onset IBD had similar homozygous muta-
tions although no such findings were seen in adults
with IBD or children who developed IBD after a year
of age. Interestingly, the authors point out that the
IL10RB gene has a mouse orthologous gene that
results in a colitis phenotype when mutated. 

Using functional assays of the peripheral blood
mononuclear cells from patients with the IL-10 recep-
tor mutation, the patients had impaired IL-10 signaling
as well as increased signaling from pro-inflammatory
cytokines, such as TNF-a. One affected patient with
severe disease underwent a successful bone marrow
transplant from an allogenic, unaffected sibling sug-
gesting that chimerism formation reverses this muta-
tion. The authors of this study have demonstrated that
IL-10 receptor mutations may be one cause of early-
onset IBD in children.

(Glocker E, Kotlarz D, Boztug K, Gertz E, Schaf-
fer A, Noyan F, Perro M, Diestelhorst J, Allroth A,
Murugan D, Hatscher N, Pfeifer D, Sykora K, Sauer
M, Kreipe H, Lacher M , Nustede R, Woellner C, Bau-
mann U, Salzer U, Koletzko S, Shah N, Segal A,
Sauerbrey A, Buderus S, Snapper S, Grimbacher B,

Klein C. “Inflammatory bowel disease and mutations
affecting the interleukin-10 receptor.” The New 
England Journal of Medicine. 2009; 361: 2033-2045).

Using Rectal Sensory Threshold 
for Pain to Diagnose Childhood IBS 
Visceral hypersensitivity is defined as an exaggerated
pain response to a peripheral stimulation such as intesti-
nal lumen distention. Recent studies have suggested that
rectal hypersensitivity may be associated with child-
hood irritable bowel syndrome (IBS) and functional
abdominal pain (FAP), which are distinct disorders cat-
egorized as functional gastrointestinal disorders (FGID)
in children. This study evaluated the effectiveness of
measuring the rectal sensory threshold for pain (RSTP)
as a tool for the diagnosis of IBS and FAP. 

Enrolled study subjects were eligible for the study
if they had abdominal pain for at least 2 months. Eli-
gible patients underwent questionnaires to determine
the presence of a FGID as well as the presence of co-
morbid anxiety or depression. An electronic barostat
was inserted per rectum and small increments of mm
Hg pressure (maximum pressure of 48 mm Hg) fol-
lowed by deflation were begun until the study subject
experienced pain. All patients were reassessed 3
months after the barostat study in order to determine if
a final diagnosis of a FGID was made based on Rome
III criteria.

FGID was diagnosed in 31 patients (20 with IBS
and 11 with FAP), and organic disease was diagnosed
in 16 patients (with the most common organic diagno-
sis being lactose intolerance) by the end of the study.
No significant difference was seen in the percentage of
patients with anxiety or depression in patients with
FGIDs or organic disease. The RSTP was significantly
lower in children with a FGID (median value 24.5 mm
Hg, 95% CI 21.3–29.3) compared to those children
with organic disease (median value 37.1 mm Hg, 95%
CI 33.9-40.3). Using a cut-off value of 30 mm Hg,
RSTP measurement was able to diagnose IBS and
RAP with a sensitivity of 94% and a specificity of
77%. RSTP was able to correctly diagnose a FGID in
82% of study subjects. 

W W W . P R A C T I C A L G A S T R O . C O MW W W . P R A C T I C A L G A S T R O . C O M
(continued on page 40)



PRACTICAL GASTROENTEROLOGY • JULY 201040

FROM THE PEDIATRIC GASTROENTEROLOGY LITERATURE

This study suggests that measuring RSTP may be
a helpful diagnostic tool for diagnosing FGID in a
pediatric gastroenterology practice. However, further
studies are needed to determine if this testing tech-
nique is more effective than the simple history and
physical as well as to see if this test can be used to fol-
low response to pharmacologic therapy. 

(Halac U, Noble A, Faure C. “Rectal sensory
threshold for pain is a diagnostic marker of irritable
bowel syndrome and functional abdominal pain in chil-
dren.” The Journal of Pediatrics. 2010; 156: 60-65).

Is the Pediatric Obesity Rate Changing?
Pediatric gastroenterologists are involved in the care of
pediatric obese patients either by treating GI-associated
complications (GERD, steatohepatitis) or directing
obesity clinics. The increased prevalence of this disease
has profound implications on the long-term viability of
the United States health care system. The authors of
this study from the Centers for Disease Control and
Prevention evaluated high body mass prevalence
between 1999 through 2008. 

Analysis of data from the National Health and
Nutrition Examination Survey (NHANES) evaluated
body mass index (BMI) in a large sample of United
States children. BMI-for-age trends from 3 groups (at
or above the 97th percentile, at or above the 95th per-
centile, at or above the 85th percentile) were followed
during this study. Linear trends in BMI were compared
to various categories including age, gender, and ethnic-
ity between 1999 and 2008. 

The authors determined that 9.5% of children
younger than 2 years of age, 10.4% of children 2 to 5
years of age, 19.6% of children 6 to 11 years of age, and
18.1% of children 12 to 19 years of age were at or
above the 95th percentile of weight-for-recumbent-
length per standard growth charts. A change in BMI
subsequently was evaluated during the study time
period for children less than 2 years of age, children
aged 2 to 5 years of age, and children aged 6 to 19
years. During this study period, no statistically signifi-
cant trend of either increasing or decreasing BMI was
noted in children less than 2 years of age or in children
aged 2 to 5 years of age. In children aged 6 to 19 years
of age, a statistically significant increase in BMI was

seen in boys at or above the 97th percentile for BMI 
(P < 0.004) and in non-Hispanic white boys (P < 0.005). 

This study demonstrates that the incidence of child-
hood obesity, although not increasing overall, is still
quite high. The health effects of obese children who are
progressing to adulthood have serious implications for
long-term national health care costs and life
expectancy. 

(Ogden C, Carroll M, Curtin L, Lamb M, Flegal K.
“Prevalence of high body mass index in US children
and adolescents, 2007-2008.” The Journal of the Amer-
ican Medical Association. 2009; 303: 242-249. 

The editor also recommends the accompanying
editorial to this article: Gaziano J. “Fifth phase of the
epidemiologic transition: the age of obesity and inac-
tivity.” The Journal of the American Medical Associa-
tion. 2009; 303: 275-276. 

John F. Pohl MD, editor of “From the Pediatric Litera-
ture” is Associate Professor of Pediatrics, Section of
Pediatric Gastroenterology, Primary Children’s Med-
ical Center, University of Utah, Salt Lake City, Utah.
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New Adjustable Intragastric Balloon 
Appears Well-Tolerated, Demonstrates 
Significant Weight Loss
Spatz-FGIA to Present Clinical Data at DDW 2010
A new adjustable intragastric balloon appears to help
obese patients lose significant amounts of weight and
could be more tolerable than traditional intragastric bal-
loons which must be removed after six months. Six
month data from a pilot study of Spatz-FGIA Inc.’s
Adjustable Balloon System were presented in a poster at
Digestive Disease Week (DDW) 2010 in New Orleans
(abstract M1507).

“Our excellent results are due, in part, to our ability
to adjust the balloon to fit each patient’s requirements,”
stated lead investigator Dr. Evzen Machytka, University
Hospital Ostrava, Czech Republic. “We believe that the
results of this study underscore the potential of the Spatz
balloon as a safer, longer-term non-surgical endoscopic
approach to weight management than traditional intra-
gastric balloons used today.”

The study included 18 patients (15 female, 3 male),
average 38 years old, with a mean body mass index
(BMI) rating of 39.4 and an mean weight of 114.9 kg
(252.8 lbs) who were implanted with the Spatz
Adjustable Balloon System. After implantation, the bal-
loons were filled with 400 ccs of saline, on average, to
occupy about one-third of these patients’ stomachs.

Patients were discharged on three days of liquid diet
and were then asked to maintain a 1200 calorie per day
diet and take proton pump inhibitors (PPI).

After six months from the time of balloon implan-
tation, four of the five balloons were in place and these
four patients were able to lose more than half of their
excess weight (50.8% EWL with a mean weight loss of
23.5 kg (51.8 lbs)).

A specially-designed valve on the Spatz Balloon
System allows the balloon volume to be adjusted in the
patient’s stomach via a routine endoscopy procedure.
These volume adjustments enabled renewed balloon
effect after the first two to three months in this study.
Two patients who did not tolerate the balloon in the first
two weeks, had their balloon volumes decreased, allow-
ing them to continue with the treatment.

Patients complained of varying degrees of nausea,
vomiting or abdominal pain for up to five days, however
none of these symptoms required the balloon to be

removed. One patient with moderately severe gastritis
(inflammation of the stomach lining) at implantation
requested device removal at day 40 due to an upset
stomach (dyspepsia). Endoscopy revealed non-healing
H. pylori gastritis and the device was removed unevent-
fully. Follow up endoscopy two months later revealed
complete healing of the gastritis and eradication of the
H. pylori.

Investigators plan to extend the study for another
six months to determine if an adjustable intragastric bal-
loon can be a solution for chronic endoscopic weight
loss therapy. “We are very encouraged that the hospital
ethics committee has approved extension of the study
for a total of 12 months using the original devices,”
added Dr. Machytka.

“To our knowledge, this will be the first 12 month
implant study for intragastric balloons in the world,”
said Dr. Jeffrey Brooks, CEO of Spatz-FGIA Inc.
“Given the results to date, we believe that the Spatz
Adjustable Balloon system has the potential to over-
come limitations with traditional gastric balloons.”

About The Spatz™ Adjustable Balloon System:
The Spatz™ Adjustable Balloon System consists of a
balloon mounted on a curled non-crushable catheter,
designed to avoid migration into the duodenum. The
integrated balloon catheter system straightens over a
guidewire, and is passed similar to an orogastric tube,
under conscious sedation. Calibrations on the pusher
identify the level of insertion. Inflation commences after
endoscopic confirmation of balloon position below the
GE-junction. An extractable inflation tube housed in the
catheter is attached to an extension tube for inflation,
snared endoscopically and pulled outside the mouth for
volume adjustments while the IGB remains in the stom-
ach. At the end of the implantation period, the IGB is
extractable with a snare after deflation.

OraSure Technologies Receives FDA Approval
for OraQuick® HCV Rapid Test, the First Rapid
HCV Test Approved for Sale in the U.S.
OraSure Technologies, Inc. announced today that its
OraQuick® Hepatitis C (“HCV”) Rapid Antibody Test
has been approved by the U.S. Food and Drug Admin-
istration (“FDA”) for use in detecting HCV antibodies
in venous whole blood specimens, making it the first
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rapid HCV test approved
by the FDA for use in the
United States.

“The OraQuick HCV
test efficiently identifies
previously undiagnosed
HCV infected individuals
who are at risk,” said
Eugene R. Schiff, MD,
MACP, FRCP, MACG,
AGAF, University of
Miami School of Medicine.
“We at the University of
Miami found this test to be
user-friendly, practical and
an important tool for rapid
HCV antibody detection.”

“We believe that the
OraQuick® HCV Rapid
Antibody Test, with its sim-
plicity and speed, will be a
critical tool in identifying
more at risk individuals
infected with hepatitis C in
the U.S., and thus repre-
sents a significant market
opportunity,” said Douglas
A. Michels, President and
Chief Executive Officer of
OraSure Technologies.
“Obtaining FDA approval
of our OraQuick® HCV
Rapid Antibody Test for

venous whole blood represents a major milestone for
our Company.”

OraQuick® HCV is the only rapid, point-of-care test
for the detection of antibodies to the hepatitis C virus in
venous whole blood specimens that is approved by the
FDA. The test, which utilizes the OraQuick® technology
platform, provides results in 20 minutes. The OraQuick®

HCV Rapid Antibody Test is the latest rapid test 
manufactured by OraSure to receive FDA approval. 
OraSure had previously received FDA approval for its
OraQuick ADVANCE® Rapid HIV-1/2 Antibody Test
for use with oral fluid, fingerstick and venous whole
blood and plasma samples.

In the U.S., there are an estimated 4.1 million
Americans, or 1.6 percent of the population, that are or
have been infected with HCV. According to the Centers
for Disease Control and Prevention (“CDC”), new
infections in the U.S. are estimated at approximately
20,000 per year. On a worldwide basis, there are an esti-
mated 180 million people who are chronically infected
with HCV, with an estimated 3 to 4 million individuals
newly infected each year.

According to the World Health Organization, most
cases of HCV infection are currently undiagnosed and
up to 80 percent of HCV-positive individuals show no
signs or symptoms.

In December 2009, the Company received the CE
mark for its OraQuick HCV Rapid Antibody Test for
use with oral fluid, whole blood, serum and plasma
specimens. The CE mark was required in order to sell
the product in the European Union.

As previously announced, OraSure has entered into
agreements with Merck & Co. (through its predecessor
Schering Plough Corporation) to collaborate on the
development and promotion of the OraQuick® HCV
test. Under the terms of these agreements, the Company
has been and will be reimbursed by Merck for a portion
of its costs to develop the test and obtain regulatory
approvals. Additionally, Merck will provide promo-
tional support, including detailing the test in the physi-
cians' office market in those countries in which the
Company has obtained approval.

About OraSure Technologies: OraSure Technologies
develops, manufactures and markets oral fluid specimen
collection devices using proprietary oral fluid technolo-
gies, diagnostic products including immunoassays and
other in vitro diagnostic tests, and other medical
devices. These products are sold in the United States as
well as internationally to various clinical laboratories,
hospitals, clinics, community-based organizations and
other public health organizations, distributors, govern-
ment agencies, physicians’ offices, and commercial and
industrial entities.

OraSure Technologies is the leading supplier of
oral-fluid testing solutions for drugs of abuse and for the
detection of antibodies to HIV.

For more information on the Company, please go to
www.orasure.com.
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