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SHORT REPORTS

Alpha-chain disease diagnosed
by rectal biopsy
Alpha-chain disease is characterised by infiltration of the small
intestine with plasma cells that secrete an incomplete alpha heavy
chain of the IgA class but no light chains." The disease has been
reported to affect the colon2 but this is thought to be uncommon.
Diagnosis is usually made by demonstrating free alpha chains in
plasma, urine, or jejunal aspirate.3 4 We describe a case where
conventional diagnostic techniques initially failed and the diagnosis
was made by immunofluorescence studies. These showed large
numbers of plasma cells in the rectal lamina propria that contained
alpha chains but no light chains.

Case report

A 26-year-old Nigerian student who had lived in England for two years
presented with a history of four months' colicky abdominal pain, profuse
diarrhoea, and weight loss of 25 kg. He had had malaria when aged 10 but
had no other relevant past history. He was cachectic, had pronounced finger
clubbing but no lymphadenopathy, and a distended abdomen in which no
masses could be felt. His haemoglobin concentration was 12-7 g/dl, white cell
count 10 0 x 109/1 (10 000/mm3) with a normal differential, and erythrocyte
sedimentation rate 10 mm in the first hour. Serum concentrations were:
albumin 27 g/dl, alkaline phosphatase 52 King-Armstrong units/dl (normal
3-13), immunoglobulin IgG 5-6 g/dl (normal 8-18), IgA 0-68 g/dl (normal
0 9-4-5), and IgM 0-38 g/dl (normal 0-6-2 5). Duodenal aspirate grew
Escherichia coli, Klebsiella species, and Veillonella; but no Giardia organisms
were found. Faecal fat excretion was greatly raised at 118 mmol (33 g)/24 h
(normal< 18 mmol (5 g)/24 h). Barium follow-through radiographs showed
a malabsorption pattem but no definite mucosal abnormality. Jejunal biopsy
showed total villous atrophy, crypt hyperplasia, and a dense plasma cell
infiltrate in the lamina propria. Rocket immunophoresis on concentrated
urine, plasma, and jejunal aspirate,4 using a specific anti-alpha antiserum
(Mercia Diagnostics), initially failed to show alpha chains. Because of the
patient's poor condition jejunal biopsy could not be repeated. Instead,
rectal tissue was taken for biopsy and snap frozen in liquid nitrogen. A
special stain combination was used containing anti-IgA antibody (heavy
chain specific) labelled with tetrarhodamine isothiocyanate (TRITC; red)
combined with anti-light chain (kappa and lambda) labelled with fluorescein
isothiocyanate (FITC; green).

Strong staining for IgA (heavy chain) was seen in over 90 % of plasma cells
while only a few stained (in the same section) for light chains (figure). In a
series of biopsies-two rectal, two jejunal, 10 of tonsils, and 35 of lympho-
matous nodes-from other patients over 95 % of plasma cells that stained for
alpha chain also stained for light chain (G Janossy et al, unpublished
observations). A preponderance of plasma cells staining for alpha chain but
not for light chain has been seen only in alpha-chain disease. Free alpha
chains were subsequently detected after further concentration of a stored
urine sample but only after the immunofluorescence studies on the rectal
tissue had established the diagnosis. The patient was started on prednisolone
40 mg daily, which was reduced later to 10 mg/day, and oxytetracycine

500 mg four times a day. He gradually improved. When last seen 12 months
after presentation he was asymptomatic and had gained 20 kg in weight.
In a recent repeat jejunal biopsy 70% ofplasma cells contained both alpha and
light chains but the remainder still failed to stain for light chains.

Rectal biopsy section photographed (a) with filters selective for rhodamine
(staining for alpha chains), (b) with filters selective for fluorescein (staining
for kappa and lambda light chains). Black arrows show two cells staining for
alpha chains. White arrows show same cells failing to stain for light chains.
Stars mark cell staining normally for both alpha chains and light chains.
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Comment

In alpha-chain disease a number of apparent cures have been
obtained with cytotoxic drugs or tetracycline either alone or in
combination with prednisolone.' Early diagnosis, at a stage when
secreted free alpha chains may not be easily detectable, is therefore
important. We have found that a sensitive immunofluorescence test
of biopsy specimens can analyse individual plasma cells simultaneously
for alpha chain and light chain production. This technique should
contribute to early diagnosis.

We thank Professor J R Hobbs for the immunophoretic studies on urine,
plasma, and jejunal juice.
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Treatment of diabetes mellitus with
Coccinia indica
Coccinia indica is a creeper that grows wild and in abundance in
Bengal. The plant has been used since ancient times for treating
diabetes mellitus in the Indian system of medicine known as
ayurvedha.1 We report the findings of a double-blind controlled trial
using the leaves of the plant to treat patients with untreated but
uncomplicated maturity-onset diabetes.

Patients, methods, and results

Patients with diabetes mellitus attending the outpatient clinic of this
institute were admitted at random to the trial if they gave informed consent.
Only patients with uncontrolled and untreated diabetes were considered
suitable for the study. Patients with ketone bodies in their urine or those
who were thought to need immediate treatment with insulin were excluded.
The patients received at random either tablets made from the homo-

genised and freeze-dried leaves of Coccinia indica or placebo tablets prepared
with chlorophyll, and were told to take three tablets twice daily for six weeks.
They were also told to continue on the same diet as before, and not to take
any other medication. An oral glucose tolerance test (50 g) was done at the
beginning and at the end of the trial and fasting blood glucose concentrations
were estimated during the trial for all the patients. Two doctors, unaware of
which treatment had been given, classified the results of blood glucose
estimations as showing marked improvement, mild improvement, or no
improvement. When glucose tolerance became normal or almost normal
the patient was classified as "markedly improved." The two groups of
patients were comparable in respect of age, sex, weight, and severity and
duration of diabetes.

Out of the 16 patients who received the C indica tablets, glucose tolerance
considerably improved in 10, while none of those taking placebo showed such
an improvement. This difference is highly significant (X2 with Yates cor-
rection= 11-7, p <0-001). If patients who showed modest improvement are
included, then 11 out of 16 in the group taking C indica tablets and three out
of 16 on placebo showed improvement in glucose tolerance, a difference
that is also highly significant (x2=9-9, p<0-01). The table shows the results
of the glucose tolerance test in both groups of patients before and after
treatment.

There was virtually no change in the following factors after treatment with
either C indica tablets or placebo: weight, haemoglobin, differential and
leucocyte counts, erythrocyte sedimentation rate, aspartate transaminase
(SGOT), alanine transaminase (SGPT), urea, and serum concentrations of
electrolytes. None of the patients showed renal injury.

Comment

This study shows that the leaves of C indica may be useful for the
oral treatment of patients with maturity-onset diabetes mellitus,
especially as there were no adverse effects during six weeks of use.
This is not surprising because the plant is commonly used by the
local Bengali population as a vegetable. The data show that the
active principle is slow acting, since the maximum effect was obtained
only after three weeks of treatment. Failure by some authors2 to show
any hypoglycaemic activity of the plant may be due to the short-term
nature of their experiments. Mukherjee et a13 showed that the plant
had hypoglycaemic activity in alloxan-diabetic rats, concluding that
the active principle of the plant may have insulin-like activity.
Hyperglycaemia induced by somatotrophin and corticotrophin in
albino rats can be reduced by parenteral administration of the alcoholic
extract of the plant.4 The plant has only traces ofalkaloids.5 Mukherjee3
isolated from the plant a quartemary base that showed hypoglycaemic
activity of short duration in guinea-pigs. Isolation of the active
principle would open up many possibilities, especially as the plant
is not toxic.

We are grateful to Dr M Ibrahim and Dr F U Mahtab for suggestions,
and are especially grateful to Dr S C Truelove for help in preparing the
manuscript. We thank Dr Md Shahabuddin, Mr Hanif, Mr Farid Hossain
Miah, and Mr N G Banik for technical assistance. This work was supported
by a grant from the Bangladesh Medical Research Council.
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Blood glucose levels in the two treatment groups

Group receiving placebo Group receiving tablets made from Coccinia indica

Fasting 1 hour after 50 g 2 hours after 50 g Fasting 1 hour after 50 g 2 hours after 50 g
oral glucose oral glucose oral glucose oral glucose

At beginning of trial .195-4 51 9 281-1 ±48-3 255-1 ±58-6 1788 ±50 6 2681 +39 3 245-4±41-4
One week after entry .175-0±49-5 133-4±50-3
Three weeks after entry 177-4 ±50-5 1179 ±46-5
At end of trial .181-3±50 7 267-6±57-0 252-0±63-4 122-1±46-5 224-9±55-8 186-9+±54-9

1-45 1-22 0-04 3-47 2-39 3-23
p NS NS NS <0-01 <0 05 <0-01

*Paired t test for findings at beginning and end of trial.
Values given as the means ± SD.
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