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SHORT REPORTS

Do some marathon runners bleed
into the gut?

Bleeding into the bladder wall and exercise related haematuria are
recognised complications of marathon running.' Bleeding may also
occur into the bowel2 and perhaps caecal wall.3 I report a study of
runners in a provincial marathon race.

Patients, methods, and results

I posted questionnaires to the 600 runners who registered for the 1983
Guildford marathon. The questionnaires established the age, sex, number
of previous marathons, weekly training milage, and the presence of gastro-
intestinal symptoms and blood in vomit, urine, and stools. Of the 600
runners 415 showed their intention to run the full marathon by entering
the second circuit of the course, and 386 completed the race. Of the 415
(287 men and 12 women) 299 (72%) returned their questionnaires. In
a preliminary study three runners who had taken part in a different mara-
thon and were not entered for the Guildford marathon submitted to a hospital
laboratory stool specimen taken before and after the marathon race. One of
these three runners (a slow veteran) gave positive results for melaena after the
race, though not before. He later ran in another marathon and again these
results became positive.

In this study 10% of the original applicants were randomly selected and
asked to test their urine for the presence of blood immediately after the race
with a reagent strip (Labstix) and to provide stool smears taken before and
after the race to test for the presence of occult blood (Hema-Chek). Samples
were returned by 36 runners (about 54% of those eligible). None of them
reported frank haematuria, but two had reagent strips giving positive
results. These, however, do not discriminate between red blood cells,
haemoglobin from march haemoglobinuria, or myoglobin, which may be
produced in quantity during vigorous exercise.4 Only one runner (a young
slow man) reported tarry stools. Two men (one young and fast, and one a
slow veteran) with negative test results for melaena before the race gave defi-
nitely positive results after it. A further man (young and fast) had a weakly
positive smear after the race. None of the smears was positive before the race.
One runner gave positive results with both the urine reagent strip and stool
smear. None of the runners with a positive stool smear result admitted to
piles.

Comment

Only one of the 299 runners studied noted a tarry stool, but three
(8%) of 39 (including those in the preliminary study) passed stools
after racing which gave positive results for melaena. This suggests
that unrecognised bleeding into the gut during a marathon is not
uncommon. Contributory factors may include an unsuspected local
cause such as piles, damage to intraabdominal hollow organs from
repetitive impact of a free surface against a fixed surface such as
has been described for the bladder,1 relative ischaemia of the gut
wall caused by diversion of the splanchnic circulation,2 and trauma

haemolysis in the feet which might trigger disseminated intravascular
coagulation with some consumption of coagulation factors and
cause a predisposition to bleeding. The aetiology of the mild anaemia
found in some distance runners is obscure,5 but repeated oozing
into the gut during training and racing may be a factor.

I thank the Guildford Lions and the marathon runners for their help
and cooperation, Ames Ltd for diagnostic aids, and Dr J Shirley for advice.
The study was financed by a grant from the research foundation of the Royal
College of General Practitioners.

Blacklock NJ. Bladder trauma in the long-distance runner: "10,000
metres haematuria." Br J Urol 1977 ;49:129-32.

2Fogoros RN. "Runners' trots: gastrointestinal disturbances in runners."
YAMA 1980;243 :1743-4.

3 Porter AMW. Marathon running and the caecal slap syndrome. Br
Sports Med 1982;16:178.

4 Schiff HB, MacSearraigh ETM, Kallmeyer JC. Myoglobinuria, rhabdo-
myolysis and marathon running. Q Y Med 1978;47:463-72.

6 Samson D. What is "sports anaemia" ? Br MedJ7 1982;284:1685 and subse-
quent correspondence.

(Accepted 1 August 1983)

37 Upper Gordon Road, Camberley, Surrey
ALAN M W PORTER, MD, MRCGP, general practitioner

Skin test wheal size and
erythema not reduced by topical
antihistamine
Prior treatment with systemic antihistamine preparations suppresses
pruritus induced by histamine' and allergens2 and diminishes wheal
size.3 It is common practice to applya topical antihistamine preparation
for symptomatic relief after skin testing with allergens, although the
benefits of this have not been tested. We report a double blind con-
trolled trial of mepyramine maleate cream versus placebo cream
applied after skin testing in patients with atopy.

Patients, methods, and results

Skin prick tests were performed on both arms of 32 patients with atopy
using the following Bencard allergens: house dust mite, grass and tree pollen,
cat and dog fur, feathers, and aspergillus; positive (histamine) and negative
controls were also used. After 10 minutes we recorded the diameter in
millimetres of the largest wheal and the intensity of erythema on a visual
analogue scale ranging fron "no erythema" to "intense erythema" on a 100
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