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Professor Whitehead replies as follows:

It is not easy to comment on the letter of Drs
T Cooke and J Matthews as they do not give
a refer"ence to their work. They apparently
used a method for a study of adenomatous
colonic polyps by h'arvesting cells by cyto-
logical brushing, which is not comparable
with our work. They showed that 18% were
aneuploid and expressed "surprise" that we,
in our study, did not find aneuploidy in 16
adenomatous polyps. In our discussion it is
made quite plain that the conclusion that
aneuploidy in polyps does not occur had
only a 75-90% chance of being correct. Fur-
thermore, Drs Cooke and Matthews do not
seem to be aware that even frank carcino-
mas may be diploid. They also assume that
the degree of dysplasia in polyps must paral-
lel the degree of cell division activity. This is
not necessarily true. The fact that adeno-
matous polyps and carcinomas may have a
profile indicating minimal cell division
activity bears this out. The reference to
differences in our findings to those of
Cuvelier et al is irrelevant.
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Eosinophilic gastroenteritis

I read with interest the review article by
Blackshaw and Levison on eosinophilic gas-
troenteritis,l but I am unhappy about the
coverage of parasitic infections, which I
think is misleading.

Concerning anisakiasis as a cause of
eosinophilic gastroenteritis, the designation
of the parasite as "Eustoma rotundatum"
was abandoned long ago,2 and the invasive
larvae belong to the genus Anisakis. Seman-
tics apart, the purported British cases of
19643 were not associated with any hel-
minths, and thus there is no evidence to sug-
gest that either of them were, indeed,
anisakiasis. The first autochthonous British
cases were reported in 1979' and 1985.' At
the moment, anisakiasis is regarded as the
result of actual tissue invasion by larvae
rather than the passage through the gastro-
intestinal tract of the larvae, and therefore a
diagnosis of anisakiasis requires the
detection of larva or fragments thereof. In
the future serodiagnosis may be of help.6

I am surprised that giardiasis is mentioned
as a cause of prominent gut eosinophilia.

This is not my experience when Giardia
lamblia is the sole parasite present, and it is
not described in standard texts or in the
description of purported invasive giardia-
SiS.7

One protozoon that is, however, associ-
ated with eosinophilic enteritis is Sarcocystis
spp.8 This comes from eating meat contain-
ing Sarcocystis cysts, whereby man can

become the definitive host to the sexual
phase in the intestinal mucosa. This may
produce an acute enteritis with eosinophilia
of the lamina propria. How common the
condition is remains uncertain, partly
because the parasites are so small they can be
readily overlooked.
Hookworm infection may reasonably be

diagnosed histologically only if the worms

are seen rather than from "erosions or circu-
lar channels." Notably, recorded cases of
invasive ankylostomiasis are rare.9

Other helminths not mentioned in the
review are well described as producing
eosinophilic gastroenteritis, including
oesophagostomiasis and angiostrongy-
liasis.'0 " In the United Kingdom invasive
enterobiasis happens occasionally, with
eosinophilic abscesses in the large bowel wall
and serosa (personal observations). More
important is the omission of strongyloidiasis
as infection with Strongyloides stercoralis
may be life threatening. Some cases are diag-
nosed from intestinal biopsy, where a dense
mucosal eosinophilia associated with
invasive larvae is seen.'0
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Doctors Levison and Blackshaw reply as
follows:

We welcome the letter: it reflects Dr Lucas'
unique experience in the United Kingdom in
parasitology through the London School of
Hygiene and Tropical Medicine, and as
such, adds considerably to what we said
about parasitic infestations.1 Our review'
was written principally for pathologists
practising in the "West" and we therefore
opted to emphasise and contrast in the first
part of the article "inflammatory fibroid
polyp" and "eosinophilic gastroenteritis"
and to devote the second part of the article
to other gut lesions with eosinophilia. In the
second part of the article we devoted propor-
tionately more space to lymphomas and
histiocytosis X than some other lesions, as
we have some special experience in these
areas, and perhaps our coverage of parasitic
lesions was consequently sketchier than it
might have been.
We are grateful to Dr Lucas for his update

on the terminology of Anisakis infections,
for providing references to the "first autoch-
thonous British cases," and for referencing
other parasitic causes of eosinophilic
enteritis-several of which we freely admit
to never having seen personally. As Dr
Lucas does rather strongly reprimand our
omission of Strongyloides stercoralis we
should like to add to his comment that we
have seen several examples of this parasite in
the bowel without prominent mucosal
eosinophilia. We agree that Giardia lamblia
is not often associated with prominent gut
eosinophilia, but such eosinophilia is
recorded in what we consider to be a "stan-
dard text".2 Also, "erosions or circular
channels" are considered by the same author
to be helpful pointers towards the diagnosis
of hookworm infection.2
Apart from these two minor matters of

disagreement, we fully accept the points
made by Dr Lucas and are very pleased with
such a constructive response, broadening, as
it does, the originally intended scope of the
article.
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