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SHORT REPORTS
Small bowel volvulus in two siblings
We report two cases of small bowel volvulus occurring in brothers, one with
tragic consequences. Cases of intestinal atresia, probably as a result of
intrauterine volvulus, have been reported in siblings,'2 but volvulus alone
has not.

Case reports

Case I-A 41/2 year old boy presented with a three hour history of vomiting,
abdominal pain, and drowsiness. He had previously been well, and his medical
history was unremarkable. On examination he was not feverish but was
tachycardic, tachypnoeic, and peripherally shut down. His abdomen was soft and
not obviously tender or distended. Before much investigation had been carried
out, however, his condition deteriorated further, and in spite of vigorous
attempts at resuscitation he died. Postmortem examination showed that virtually
all of the small intestine was ischaemic, with twisting of the root ofthe mesentery.
The cause of death was recorded as volvulus of the small bowel.

Case 2-The younger brother of the patient in case 1 was referred to this
hospital at the age of 4 with a history of two episodes of sudden abdominal pain
associated with profuse vomiting. These episodes settled quickly without
treatment, and no haematological or radiological abnormalities were found when
he was examined, although his symptoms had subsided by this time. Because his
parents were naturally worried that the symptoms were caused by small bowel
volvulus, as in their first son, a laparotomy was performed. This was decided on
because even ifother investigations-for example, barium enema or barium meal
and follow through-had yielded normal results the parents would not have
been reassured until a laparotomy had been performed. Surprisingly, at
laparotomy the bowel was found to be malrotated and the small bowel to be
suspended on a long, narrow based mesentery, which showed signs of previous
episodes of volvulus. The malrotation was treated, and he made a good recovery,
experiencing no further problems.

Comment

Malrotation of the small intestine is caused by disordered movement ofthe
intestine around the superior mesenteric artery during embryological
development.3 Two main abnormalities that produce clinical syndromes
may occur. In the first narrowing of the base of the mesentery occurs, which
may allow the midgut to twist and cause a volvulus. This may occur
acutely, causing complete obstruction, or intermittently, producing bouts of
obstruction that resolve spontaneously. In the second Ladd's bands are
present, which rarely cause acute symptoms.

Malrotation can cause symptoms at any age, but most cases are seen in
childhood. Most children who develop symptoms related to volvulus do
so within the neonatal period, presenting with features of intestinal
obstruction. Unless the obstruction is partial persistent vomiting occurs
from the onset. The vomitus may or may not contain bile. Abdominal
distension is often absent.4 Blood in the stool or vomit is a serious sign of
impending bowel infarction. Features in plain abdominal radiographs vary,
but duodenal dilatation and malposition of bowel loops are usually present.
Dehydration occurs rapidly, and resuscitation and early laparotomy are
essential. Children with malrotation who present later in childhood may do
so with features of intermittent obstruction, such as intermittent episodes of
vomiting and abdominal pain,3 as in case 2.

Laparotomy is indicated when symptoms occur, and ischaemic bowel may
need resection. When ischaemia is extensive resection may not be feasible,
and after the volvulus has been untwisted a second investigatory operation
should be considered. Ladd's operation (or one of its various modifications)
is usually the procedure of choice.5

Volvulus during intrauterine life may cause intestinal atresia, which has

been reported in siblings.' 2 In the "apple peel syndrome" there is duodenal
or high jejunal atresia, and an autosomal recessive type of inheritance has
been postulated. Volvulus occurring in infants without atresia has not
previously been reported in siblings.
The outcome in the first case was most unfortunate, but the parents' wish

to have a laparotomy performed on their second son may have saved him
from the same fate.
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Effect of topical corticosteroids on
seasonally induced increases in nasal
mast cells

Symptoms of allergic rhinitis caused by grass pollen become more severe as
the pollen season progresses despite falling pollen counts, a phenomenon
known as "nasal priming."'
We have shown that there is a substantial and significant increase in the

density of mast cells in the nasal mucosa of patients who have seasonal
allergic rhinitis in summer compared with that in winter,2 which would
facilitate an interaction between cell bound immunoglobulin and allergen
and offer an explanation for nasal priming. The topical administration of
corticosteroids is an established and effective treatment for allergic rhinitis,
but its mode of action remains unknown. We investigated the effect of a
topical corticosteroid, beclomethasone dipropionate, on seasonally induced
increases in the density of mast cells.

Patients, methods, and results

Nine men and nine women (mean age 23-7 years) were studied. All had a five
year history of seasonal rhinitis and gave positive results to skin prick tests with
mixed grass pollen (2 5% weight/volume) and negative results to skin prick
tests with house dust (150% weight/volume) and house dust mite (1-2%
weight/volume.) A biopsy sample was taken from the inferior turbinate of each
patient during the first week ofMarch 1986 before the grass pollen season started.
Patients were randomised (with a random number table) in May 1986 to receive
double blind treatment with beclomethasone dipropionate (Allen and Hanburys
Ltd, Greenford, UK) or placebo 100 [sg twice a day to each nostril from identical
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spray devices. Treatment started immediately for 10 weeks. Nasal biopsies were
repeated in the second week of July 1986.

All biopsy samples were coded and examined blind. After being fixed in
Carnoy's solution the sections were stained with a-naphthol AS-D chloroacetate
esterase staining reaction. In addition, adjacent sections were stained with
toluidine blue at pH 0-5. The mast cells were counted by light microscopy. The
cross sectional area of each biopsy section was determined with a planimetric
method and the cell count per mm2 calculated (Imagan Standard, Leitz
Instruments, Luton, UK). The coefficient of variation of the mast cell counts in
sections was 4-2%.
The mean paired differences in the density of mast cells in the two groups

(March and July) were compared by Student's t test. The extent of agreement
between the two staining techniques was investigated by plotting the difference
between the two methods against the mean of the two methods.3 Though no
agreement between the staining techniques was seen, in July both methods
showed similar significant differences in the density of mast cells in the group
treated with beclomethasone dipropionate compared with the group given
placebo (figure; p<0 02, Student's t test).
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Comment

Our results suggest that beclomethasone dipropionate inhibits the
increase in density of mast cells that occurs in the nasal mucosa during the
pollen season. Atopic patients have been shown to have increased numbers
of mast cell progenitors in the circulation,4 and the migration of such
progenitors into the nasal mucosa may be inhibited by corticosteroids.
Alternatively, these drugs may act by inhibiting the growth and differentia-
tion of mast cell progenitors in situ. The maturation and migration of such
progenitor cells are thought to be dependent on T cell lymphokines.

Interleukin 3, the lymphokine believed to have the main role in regulating
mast cells, has now been identified in humans.5 Though the mechanism of
action of corticosteroids is likely to be complex, our study suggests that
corticosteroids may influence maturation or migration, or both, of mast
cells, possibly by inhibiting the production of interleukin 3.

Whatever its mode of action, we believe that treatment with beclo-
methasone dipropionate should be started before the pollen season begins to
prevent increases in mast cell density and nasal priming.

We are grateful for financial support to perform this study from the Joint
Research Board of St Bartholomew's Hospital and the Asthma Research Council.
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Kinesiology and food allergy
The report on food intolerance and food aversion noted that a wide variety of
symptoms have been incorrectly attributed to the effects of food and
recommended that diagnostic tests for food allergy should be strictly
evaluated.' In the proceedings of a recent symposium kinesiology was
reviewed under the heading "Untested or invalid methods for diagnosis,"2
though in the subsequent discussion it was claimed that the effect on which
the test depends "exists and is repeatable."3

Patients, methods, and results

The kinesiology test is performed as follows. Allergens to be tested are
prepared in stoppered neutral glass bottles. The patient holds the bottle in one
hand, and a positive test is indicated by a decrease in muscle power in the
contralateral arm. No physiological basis for this effect is known. To see if the
effect "exists and is repeatable" a set of 12 prick test solutions (Bencard,
Brentford, Middlesex) of milk, cheese, candida, maize, yeast, ethanol, beef,
lamb, pork, cod, orange, and grasses was prepared and correctly labelled, and
another set of 12 identical bottles was prepared and labelled A-L. These
contained (in random order and in duplicate) prick test solutions of milk, cheese,
candida, maize, and yeast, the remaining two bottles containing saline solution.
The tester was asked, when the response was positive to one or more of the
labelled bottles, to test all the "blind" bottles on the same patient and to score the
results on a form provided.
The table shows the results obtained with 20 consecutive patients who entered

the trial. On open testing six patients gave a positive reaction to milk (cases 1, 2,
10, 11, 13, and 14). These six patients then had 12 blind challenges with milk, of
which only one (case 2, second blind challenge) gave a positive result. Among the
14 remaining patients who gave negative results to milk on open testing there
were four positive reactions on blind testing. If the reactions to milk, cheese,
candida, maize, and yeast were summed eight of 50 blind tests (16%) gave positive
results among those patients who gave positive results on open testing with these
antigens, and 24 of 150 (16%) gave positive results among patients who gave
negative results on open testing. Saline solution caused positive reactions in seven
of 40 blind tests (18%).

Because the blind testing was done on duplicate samples we were able to see if
the concordant results within the pair (that is, both positive or both negative)
exceeded the frequency that would be predicted by chance. This analysis
showed that the number of concordant results within duplicates was similar to
that that would be expected by chance, given an overall positive response rate of
39 of 120.

Comment

Our experience indicates that the kinesiology response is not reproducible
under conditions of blind testing and therefore cannot be a reliable indicator
of food allergy. This does not deny that patients who have undergone the test
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