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Objective

•Case presentation

•Discussion around the case

•Take home message



Presenting 
Complaint 

7-year-old Chinese boy

3 months history of 

1. Painful/weak legs 

2. Easily tired



Background History 

Diagnosed with 

• Eczema - RAST positive for egg and milk – avoiding

• Hay fever  

• Topical steroid 

• Moisturizer

• Daily cetirizine

Medication 



Painful/weak leg

3 months

• Thigh pain

• Worse with exercise

• Difficulty getting up from sitting/lying 
down &  getting dress

• Getting tired – refuse to walk long 
distance

• Slow with eating but no difficulty 
swallowing

• No joint swelling



Rash

• Ezcema – diagnosed early this year, no 
previous

• No Fhx athopy

• Not responding to moisturizer or steroids

• Middle of the year stopped egg and milk 
as RAST +ve - no difference

• Previously tolerating egg and milk



Other history

•No recent illness or 
weight loss

•No family history of 
Muscle or 
Rheumatological illness

•Still able to go to 
school



Examination

• Weight - 50th centile and Height - 50th centile . 

• Pain walking & difficulty climbing up onto the 
examination bed

• Heart sounds, chest and abdomen normal

• pGALS examination:  

He had thigh pain on knee flexion 

➢Other joints- no obvious swelling and full range of 
movements. 

➢Walk on his toes but refuses to walk on his heels. 

➢Difficulty getting up after squatting down. 

• Positive Gower’s sign. 

• Generalized muscle weakness on both his upper 
and lower limb especially his proximal muscle. 

• The rest of his upper and lower limb neurology 
normal. (tone, reflexes, plantar)

• Normal eye movement







Diagnosis
1. Significant weakness/pain

• Rash 
Eczema? Consider distribution 
Relation to muscle inflammation?

• Muscle origin
Muscle inflammation/destruction
Chronic
All muscle especially proximal



Investigations

• Normal Full blood count

• LFT - elevated ALT 111

• CK was elevated 380 

• Anti CCP <1

• Normal renal function

• RF <9

• LDH elevated 336



Take home 
message



Disease Upper motor 
neuron

Anterior  horn cell
▪ SMA 
▪ Poliomyelitis

Neuromuscular 
junction
▪ Myasthenia gravis
▪ infant botulism

Peripheral nerve
▪ Hereditary Sensory 

Muscle  Neuropathy 

Muscle

Tone ↑ ↓↓ variable ↓ N/↓↓

Distribution hemiparesis 
paraparesis 
etc

variable, asymmetric
LL>UL
prox > distal

fluctuating
cranial n involved

distal>proximal proximal>distal
(except 
myotonic 
dystrophy)

Reflexes ↑ ↓/ normal normal ↓/ absent N/↓

Babinski Upgoing - - - -

Special 
clinical 
features

↓ cognition 
atrophy late

fasciculations
atrophy
no sensory 
involvement

fluctuating course sensory involved
atrophy
occ fasciculations 

no sensory loss

Other ▪ CK – normal/ ↑ ▪ anti-Ach 
antibodies (+ve in 
90%)

▪ ANA, immune 
complexes

▪ CK – normal
▪ Nerve biopsy – ↓

large myelinated 
fibres

CK –↑



https://europepmc.org/backend/ptpmcrender.fcgi?accid=PMC4176130&blobtype=pdf

https://europepmc.org/backend/ptpmcrender.fcgi?accid=PMC4176130&blobtype=pdf


• Be familiar with 
typical distribution

Past history and 
Family history of 
atopy



https://www.pharmac.govt.nz/assets/ss-eczema-6-eczema-and-food-allergy-dr-diana-purvis.pdf

https://www.pharmac.govt.nz/assets/ss-eczema-6-eczema-and-food-allergy-dr-diana-purvis.pdf


Thank you


