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The incidence of rhinosinusitis and nasal polyposis 
is higher among asthmatic patients, probably because the 
pathogenesis of both conditions is characterized by eosinophilic 
infl ammation. Surgical treatment for polyps may be necessary 
when medical treatment is not effective, although relapses 
can occur even after surgery [1]. Omalizumab is a chimeric 
monoclonal anti-immunoglobulin E (anti-IgE) antibody, 
indicated for the treatment of diffi cult-to-control allergic 
asthma. It has also proven effective in patients with seasonal 
and perennial allergic rhinitis [2]. Anti-IgE may be effective 
in the treatment of refractory chronic rhinosinusitis [3], and 
a pilot study has shown that it may reduce the severity of the 
recurrence of nasal polyps [4]. 

We present the case of a 54-year-old man who was an ex-
smoker (<10 pack-years) and had been affected by allergic 
asthma (sensitized to house dust mites and pollens) and 
chronic rhinosinusitis with nasal polyposis since the age of 42. 
Polyps were diagnosed in 1999, when he underwent bilateral 
microscopic radical sinus surgery because of the severity of 
his condition. In June 2006, the patient had a relapse of nasal 
polyposis and underwent functional endoscopic sinus surgery, 
with histological evidence of noneosinophilic nasal polyposis. 
At the follow-up visits, the ENT specialist prescribed repeated 
cycles of topical and systemic corticosteroids for the recurrence 
of nasal obstruction, hyposmia, and headache. 

This patient also experienced asthma exacerbations almost 
once per month; consequently, his pulmonologist prescribed 
cycles of antibiotics and systemic corticosteroids. The patient 
had to stop practicing sports. He experienced nighttime 
awakenings and daytime symptoms, despite continuous 
high-dose therapy with inhaled corticosteroids and long-
acting ß

2
 agonists (fl uticasone 1000 µg/salmeterol 100 µg) 

and montelukast. Spirometry revealed moderate obstruction 
(forced expiratory volume in 1 second [FEV

1
], 65%). 

In April 2006, because of the persistence of the asthma 
symptoms, the pulmonologist prescribed omalizumab. The 
patient received 225 mg every 2 weeks (total IgE 294 IU/L, 
body weight 74 kg).

The patient’s health gradually began to improve: he 
no longer experienced limitations on his daily activities or 
night awakenings, and he was able to reduce his need for 
a rescue bronchodilator. After 2 months, even forced sports 
activity was well tolerated, with no exertional dyspnea due to 
bronchospasm. The patient did not need any further periodical 
cycles of systemic corticosteroids, and his spirometry values 
showed a nonsignifi cant improvement (FEV

1
, 69%). 

An unexpected dramatic improvement in nasal symptoms 
(including hyposmia) was also observed. After the fi rst dose 
of omalizumab, there was no further need for systemic or 
topical corticosteroids to control nasal symptoms. Congestion 
due to continuous recurrence of nasal polyps was successfully 
controlled. This striking efficacy was also confirmed by 
endoscopy fi ndings, which revealed, for the fi rst time in some 
years, normal mucosa with complete remission of the polyps 
and completely unobstructed nasal compartments (previous 
endoscopic examinations had revealed that the sinusal mucosa 
was hyperplastic, with polypoid formations causing obstruction 
of the ostium-meatus complex).

The effi cacy of this agent against nasal obstruction leads 
to a considerable improvement in quality of life for this type 
of patient, as nasal polyps are responsible for symptoms of 
nasal obstruction, excessive nasal secretions or mucopurulent 
postnasal drip, hyposmia, and anosmia with concomitant 
alterations in taste, sleep disturbances, headache, and facial 
pain. Furthermore, better control of rhinitis may facilitate 
control of asthma symptoms [5]. 

In conclusion, our observations and the evidence in the 
literature [3,4] lead us to suggest that, when nasal polyposis 
and allergic asthma co-occur, anti-IgE therapy could prove 
effective. Further studies should be performed to better 
evaluate the effi cacy of this treatment in similar clinical 
conditions. 
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Climate therapy takes advantage of specific climatic 
conditions to treat chronic diseases. In allergy, maritime and 
high-altitude mountain areas are of interest [1,2]. 

In this multicenter, prospective trial with no placebo 
group, objective and subjective parameters were determined in 
patients with atopic eczema, asthma, and/or chronic obstructive 
pulmonary disease (COPD) who were receiving treatment in 
3 hospitals (Klinik Santa Maria, Oberjoch; Fachklinik Allgäu, 
Pfronten; Asthmazentrum Buchenhöhe, Berchtesgaden) 
offering in-patient rehabilitation in the alpine mountain climate 
of Bavaria. 

Between August 2003 and December 2004, we studied 303 
patients (165 children, 138 adults). 

At the beginning (T1) and after 3 to 4 weeks (T2) of 
treatment we analyzed dermatologic parameters including 
grading of atopic eczema using the SCORing of Atopic 
Dermatitis tool (SCORAD) [3], skin function measurements 
(skin surface pH, sebum production, skin hydration, skin 
roughness), lung parameters (fractional exhaled nitric oxide 
[FE

NO
], forced expiratory volume in 1 second [FEV

1
], and, in 

children, the cold air hyperventilation provocation test), and 
exercise capacity (adults). 

The patients completed the following questionnaires: 
Brief Symptom Inventory (BSI) [4], St. George’s Respiratory 
Questionnaire (SGRQ) [5], Deutsches Instrument zur Erfassung 
der Lebensqualität bei Hauterkrankungen [German instrument 
for the assessment of quality of life in skin diseases] (DIELH) 
[6], 36-item short form general health questionnaire (SF-36) 
[7], the Eppendorf Itch Questionnaire (EIQ) [8] in adults, 
and the Revised Children Quality of Life Questionnaires for 
different age groups (KINDL) [9].

We determined the levels of the following: total 
immunoglobulin (Ig) E, eosinophils, eosinophil cationic 
protein (ECP), eotaxin, human thymus and activation-regulated 
chemokine (hTARC), and interleukin (IL) 16.

In all the study areas, the SCORAD results (mean [SD]) 
fell markedly from T1 to T2 (Table). 

Sebum concentrations, stratum corneum hydration, and 
skin roughness showed no signifi cant changes. Skin surface 
pH showed a signifi cant increase in children in Berchtesgaden 
between T1 and T2 (5.1 [0.5] vs. 5.3 [0.5]), but not in adults 
or in patients in Oberjoch and Pfronten.

FEV
1
 showed a significant increase in Oberjoch and 

Pfronten before and after lysis. FE
NO

 decreased signifi cantly 
in children in Oberjoch and both in children and adults in 
Berchtesgaden (Table).

The cold air provocation tests in children showed a signifi cant 
improvement in the percentage reduction in FEV

1
 from 4.22% 

(4.64%) to 2.99% (2.69%) in Oberjoch and from 11.30% 
(12.02%) to 7.02% (7.17%) in Berchtesgaden (P < .05).

Values for the 6-minute walk test increased in asthmatic 
patients in Pfronten from 539.4 m (128.6) to 566.13 m (151.6) 
(P = .055) and in COPD patients from 429.9 m (170.1) to 
478.82 m (182.39)  (P < .01).

In the EIQ, the mean values of the affective and sensory 
items of the questionnaire did not differ signifi cantly.

In Pfronten, all 11 BSI scores (eg, the global severity index: 
1.57 [0.48] vs. 1.36 [0.40]; P < .001) and the SGRQ score 
decreased signifi cantly, and all subparameters of the SF-36 
questionnaire showed a signifi cant increase (Table).

In Pfronten, the total score of the DIELH dropped 
signifi cantly from 61.82 (28.39) to 49.48 (27.15) (P<.02), while 
subparameters did not differ. The KINDL score also improved: 
in Oberjoch, the eczema score (78.02 [15.53] vs 83.93 [14.60], 
P < .05) and the asthma score (79.08 [12.06] vs 81.03 [11.17], 
P < .05) increased signifi cantly, as did the asthma score in 
Berchtesgaden (74.55 [15.84] vs 80.97 [11.34], P < .01). 

Total IgE tended to decrease in Oberjoch (906.5 [1739.7] vs 
866.2 [1669.1] kUA/L, P = .067). Eosinophil counts (5.8 [3.4] 
vs 4.8 [2.4]/µL) and ECP (24.0 [15.1] vs 21.7 [11.7] µg/L) 
decreased signifi cantly between T1 and T2 in Berchtesgaden. 
Eotaxin and hTARC did not differ signifi cantly. IL-16 dropped 
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Children       T1             T2  Adults    T1            T2 

  

      SCORAD, score                                                                         SCORAD,  score       

  Oberjoch 31.4 (20.7) 15.9 (14.6)d
    Pfronten       63.2 (19.3)      37.8 (17.5)d  

  Berchtesgaden 13.2 (13.4)   8.9 (10.7) Berchtesgaden 24.3 (17.4) 16.8  (17.5) 
 FENO, ppm                                     FENO, ppm 
  Oberjoch 25.0 (28.7) 16.0 (42.9)d

 Pfronten 57.9 (58.6) 50.4 (40.9) 
  Berchtesgaden 43.2 (45.9) 21.1 (56.6)d

 Berchtesgaden 25.6 (20.4) 16.5 (45.9)c
 

 

Children and Adults     T1 (Before Lysis)            T2 (Before Lysis)            T1 (After  Lysis)          T2 (After  Lysis)    
 

 FEV1, %            

Oberjoch        109.5 (14.6)             112.7 (13.4)d               112.4 (14.3)   115.6 (14.6)c
    

Pfronten          60.9 (24.6 )               68.2 (24.6)c
                 58.5 (22.0)      62.1 (23.4) 

       Berchtesgaden         84.2 (16.3)    91.6 (12.9)      92.0 (14.7)      97.6 (12.7) 
 

Adults           T1         T2                        T1         T2   

       

SGRQ          SF 36   

   Symptom score            Physical role 

  Pfronten  54.4 (23.6)  50.9 (21.9)b   Pfronten  43.4 (41.3)  70.2 (40.6)d 
  Berchtesgaden  37.8 (21.4)  30.1 (21.7)   Berchtesgaden  50.0 (26.7)  75.0 (33.3) 
   Activity score            Pain 
  Pfronten  61.5 (22.6)  58.0 (23.1)b   Pfronten  68.2 (29.4)  79.4 (23.0)d

 

  Berchtesgaden  36.4 (18.6)  30.7 (16.4)   Berchtesgaden  80.3 (20.5)  79.9 (16.9) 
   Impact score             Health perception 
  Pfronten  36.7 (19.5)  30.6 (19.2)d              Pfronten  43.5 (18.9)  51.2 (21.2)d 
  Berchtesgaden  21.1 (13.6)  13.8 (11.6)   Berchtesgaden  55.6 (18.4)  63.1 (23.5) 
   Total score             Social function 
  Pfronten  45.9 (19.8)  40.5 (19.2)d              Pfronten  75.2 (26.3)  85.4 (19.8)d 
  Berchtesgaden  26.3 (15.7)  21.2 (8.8)   Berchtesgaden  81.3 (23.8)  80.7 (25.8) 
               Emotional role 

            Pfronten  72.1 (40.8)  87.6 (28.0)d
 

            Berchtesgaden  40.7 (43.4)  72.7 (38.9) 

Table. Results of Skin and Lung Parameters, the St George’s Respiratory Questionnaire (SGRQ) and SF-36 at the Beginning (T1) and After 3 to 4 Weeks 
(T2) of Admission in the Different Study Areasa                              

Abbreviations: FENO, fractional exhaled nitric oxide; FEV1, forced expiratory volume in 1 second; ppm, parts per million; SCORAD, Severity Scoring of Atopic 
Dermatitis.   
a Values are expressed as the mean (SD).
b P < .05 vs. T1 
c P < .01 vs. T1 
d P < .001 vs. T1 

signifi cantly in Pfronten (1541.4 [1865.4] vs 1213.7 [1701.4] 
pg/mL).  

There were signifi cant correlations between the SCORAD 
and skin hydration results (P < .05), FENO (P < .05), mean values 
of the affective and the sensory items of the EIQ (P < .01), and, 
in adults, between the SCORAD results and all the parameters 
of the DIELH (P < .05). We found no correlation between the 
SCORAD results and the values for sebum content, eotaxin, 
pH, SGRQ, or SF-36.

This study shows that rehabilitation treatment in specialized 
in-patient facilities in the alpine mountain areas of Bavaria [10] 
has a benefi cial effect on infl ammatory skin and lung diseases, 
with a clear improvement in quality of life.
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A 4-year-old boy received a cochlear implant (Nucleus 24 
Contour device, Cochlear Corporation, Sydney, Australia) over 
his left ear for bilateral congenital hearing loss. Sixteen days 
later, severely pruriginous erythema with serous discharge 
appeared over the central area of the skin fl ap (Figure, A). 
The lesion persisted for 3 months despite treatment with ant 
ibiotics and topical corticosteroids, and was eventually excised 
because of uncontrollable scratching. No leukocytosis or 
fever was noted. Infection was ruled out by negative bacterial 
culture and abundant lymphocyte infi ltration in histopathologic 
analysis of excised tissue. Vascular involvement was also 
ruled out, given the central location and unchanged size of 
the lesion. The excision wound healed completely. However, 
2 weeks later, erythema with the same features developed 
over the same area and persisted. It was decided to remove 
the device. The processor of the implant was exposed (without 
its fi brous capsule) and surrounded by gelatinous material 
(Figure, B), suggesting a persistent infl ammatory reaction 
over the processor. 

Figure. A, Severely pruriginous erythema with serous discharge (2 � 1 cm2) over the central area of the skin fl ap. It appeared 16 days after implantation 
and persisted for 3 months. B, Immediate intraoperative fi nding during the removal procedure. The processor was exposed without its normal fi brous 
capsule and surrounded by gelatinous material.
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The patient’s immunologic workup was normal. Although 
rarely reported in the literature, contact dermatitis was 
suspected. A 48-hour closed patch test was performed on 
the patient’s upper back. The European standard series, 
the Material Sample Kit of the Nucleus Cochlear Implant 
System (silicone elastomer HCRP-50, silicone LSR-30, RTV 
silicone adhesive, silicone Nusil 4515 tubing, polyethylene 
terephthalate mesh [PET], titanium, and platinum), as well as 
Dexon and nylon sutures were tested using a Finn Chamber 
holding device (Epitest Ltd Oy, Tuusula, Finland) and Scanpor 
tape (Alpharma AS, Norgesplaster Facility, Vennesla, Norway). 
Readings taken according to the International Contact 
Dermatitis Research Group (ICDRG) recommendations [1] 
revealed a positive reaction to the PET mesh on D2 and D3. 
Control patch tests were performed on 10 volunteers (3 males 
and 7 females; mean age 35.1 years; 4 with a history of atopic 
dermatitis and 6 healthy) using PET mesh. All volunteers had 
negative results. Patch tests were repeated 2 weeks later and 
yielded the same results.

A new Nucleus 24 Contour device (Cochlear Corporation) 
was implanted over the right ear 3 months later without PET 
mesh at the suggestion of the allergist; no further contact 
dermatitis was observed on the skin fl ap. 

Allergic contact dermatitis (ACD) is an uncommon 
complication of cochlear implantation. In a few reported cases, 
ACD was caused by the silicone components of the devices, 
leading them to be removed [2,3]. 

ACD to polymeric materials is rare, despite their 
widespread use in surgery. Two cases of ACD to polypropylene 
suture have been reported: one had a strong positive reaction in 
a preoperative skin patch test [4], the other exhibited refractory 
eczematous dermatitis with a cutaneous-id reaction [5]. In yet 
another case, recurrent ACD with generalized symptoms was 
proven to be induced by the ethylene oxide used for sterilizing 
sutures [6]. There are also reports of allergic reactions to pure 
nylon fi bers [7]. 

PET is a linear, thermoplastic polyester. It was first 
manufactured in the 1940s under the commercial name of Dacron. 
Its characteristic biostability comes from the hydrophobic aromatic 
groups and high crystallinity promoting resistance to hydrolysis, 
and the porous matrix encouraging tissue ingrowth [8]. A fi brous 
capsule has generally formed 4 weeks after implantation [9]. The 
current medical applications include implantable suture, surgical 
mesh, vascular graft, and cuffs for heart valves. De Mateo et 
al [10] reported a patient with ACD to a polyethylene de Quervain 
splint. Sugiura et al [11] suggested the antioxidants or lubricants 
added during manufacturing as the cause of contact urticaria to 
polyethylene gloves. Since polyester implants and prosthesis come 
in increasingly numerous varieties, it is advisable to test panels 
or sample kits before use and to choose the implant that is most 
compatible with the patient. 
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Table. Drug Concentrations Used in Skin Tests
  
                                                          Prick Tests              Intradermal Tests 
 1:10 Without 1:1000 1:100
 dilution dilution dilution dilution  
   
Methylprednisolone sodium       
sodium succinate
(40 mg/mL) 4 mg/mL 40 mg/mL 0.04 mg/mL 0.4 mg/mL

Hydrocortisone hemisuccinate
(100 mg/mL) 10 mg/mL 100 mg/mL 0.1 mg/mL 1 mg/mL

Dexamethasone acetate
(4 mg/mL) 0.4 mg/mL 4 mg/mL 0.004 mg/mL 0.04 mg/mL

Intravenous corticosteroids are frequently used to manage 
allergic reactions. Paradoxically, however, they can cause 
rare systemic reactions such as anaphylaxis. These reactions 
seem to be related to the kind of esters the drugs contain. As 
corticosteroids are poorly soluble in saline, they are coupled 
with esters such as phosphate ester and succinate ester, which 
make them water-soluble for intravenous application. In one 
report, anaphylactic reactions occurred after intravenous 
administration of succinate-containing corticosteroid 
preparations, and, in most patients, administration of 
phosphate-containing corticosteroids such as dexamethasone 
and betamethasone was found to be safe [1]. 

A 26-year-old man who was diagnosed with end-stage renal 
failure due to Alport syndrome was sent to our institution to 
receive a living-related donor renal transplant. On the second 
preoperative day, the patient was scheduled to be given 
1000 mg of methylprednisolone sodium succinate (MPS) 
dissolved in 500 mL of normal saline in 4 separate doses, 
each lasting 30 minutes. Within the fi rst 10 seconds of the 
initial intravenous infusion of MPS, the patient experienced 
discomfort and progressive dyspnea. Physical examination 
revealed bronchial obstruction, the infusion was stopped, and 
inhaled salbutamol was administered. The patient recovered, 
although surgery was postponed and a strategy was designed 
for further management. He had no history of atopy or asthma, 
and had never reacted adversely to any drug. 

After a 6-week refractory period, skin prick tests and 
intradermal tests with MPS, dexamethasone acetate, and 
hydrocortisone hemisuccinate were applied stepwise until positive 
results were obtained (Table). The same procedure was applied to 
10 atopic and 10 nonatopic subjects, and all were negative. The 
results of skin prick tests recorded at 20 minutes were compared 
with simultaneous negative and positive controls, (saline solution 
and histamine, each at 10 mg/mL, respectively), and the results of 
intradermal tests were compared using only saline solution as a 
negative control. The intradermal application of 0.02 mL of MPS 
and 0.02 mL of hydrocortisone hemisuccinate at a 1:100 dilution 
caused 35-mm and 6-mm wheal reactions, respectively, while 
skin tests with dexamethasone acetate were negative. The 
results of oral provocation tests with methylprednisolone tablets 
were negative, suggesting that the causative agent may have 
been the succinate compound in the parenteral preparations 
of methylprednisolone, and that the reaction was caused by 

immunoglobulin (Ig) E–mediated hypersensitivity. Thus, the 
patient was succesfully given intravenous dexamethasone as 
immunosuppressive therapy in the early posttransplantation 
period, and oral methylprednisolone afterwards. 

Because of its therapeutic effi cacy in controlling allograft 
rejection without causing undue toxicity, MPS is favored by 
most physicians treating renal transplant recipients [2]. To 
date, there have been 13 cases of anaphylactic or anaphylactoid 
reactions to MPS in renal transplant recipients. In most 
cases, the patients were atopic or asthmatic. Interestingly, 
the patient we report was not atopic. However, we may 
speculate that he could have been sensitized while receiving 
parenteral methylprednisolone. In 3 of the cases reported 
in the literature, an episode of rejection was further treated 
with oral prednisone, and in 1 case this was accompanied by 
hydrocortisone phosphate [3]. These fi ndings suggest that 
succinate esters have immunologic potential. Corticosteroids 
probably only act as haptens because of their low molecular 
weight, and succinate ester has been suggested as a possible 
cause of selective antigenicity complexes [4].

In conclusion, clinicians should be aware that severe 
allergic reactions in response to intravenous MPS are rare, 
and skin testing against MPS prior to usage may help prevent 
further adverse reactions. The most appropriate approach 
in these patients seems to require phosphate-containing 
corticosteroids after skin testing. 
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Only a small percentage (9.5%-13%) of cases of 
immediate-type hypersensitivity to cephalosporins have a 
positive response to penicillin determinants. Most patients 
(57.7%-63.2%) react only to the culprit drug, and 36.8%-42.3% 
react to several cephalosporins [1,2]. Recent studies using skin 
testing and in vitro testing point to the R1 side chain as the 
determinant of hypersensitivity reactions to cephalosporins [1]. 
We present the case of a patient who was allergic to several 
cephalosporins and tolerated ceftazidime.

A 23-year-old woman was referred to our allergy unit for 
an adverse drug reaction to cefuroxime. Five days before, on 
day 9 of treatment with cefuroxime (Zinnat, GlaxoSmithKline, 
Madrid, Spain) she developed an itchy maculopapular rash, 
throat tightness, and vomiting 5 minutes after taking a dose. 
The symptoms remitted spontaneously. Twelve hours later, 
90 minutes after taking the next dose, she again developed an 
itchy maculopapular rash. She was treated in the emergency 
room, and recovered in 30 minutes. She had previously 
tolerated cefuroxime.

One month later, prick and intradermal skin tests were 
performed with benzylpenicilloyl polylysine (0.04 mg/
mL, Diater, Madrid, Spain), minor determinant mixture (0.5 
mg/mL, Diater, Spain), benzylpenicillin (10 000 IU), 
amoxicillin  (20 mg/mL), ampicillin (20 mg/mL), cefuroxime                          
(20 mg/mL), ceftazidime (20 mg/mL), cefotaxime (20 mg/
mL), ceftriaxone (20 mg/mL), cefepime (2 mg/mL), 
cefazolin (20 mg/mL), and cefoxitin (20 mg/mL). A wheal 
diameter greater than 3 mm was considered positive (skin prick 
test), as was a more than 3-mm increase in the diameter of the 
initial wheal (intradermal skin test) accompanied by a fl are.

Single-blind placebo-controlled challenges with oral 
amoxicillin (50, 200, 250 mg) and intramuscular ceftazidime 
(50, 200, 250 mg) were carried out at 60-min intervals.

The intradermal test with cefuroxime was positive (wheal 
diameter of 13 � 12 mm), as was the skin prick test with 
cefotaxime (wheal diameter of 15 � 5 mm) and ceftriaxone 
(wheal diameter of 5 � 4 mm). The remaining tests were 
negative. The patient tolerated amoxicillin and ceftazidime.

The history of immediate-type reaction and the intradermal 
test positivity to cefuroxime suggest a type 1 allergic reaction. 
The second episode was milder, probably, because the previous 
reaction had occurred only 12 hours earlier.

This patient had a selective 
response to cephalosporins 
with good tolerance to 
penicillin determinants and 
ceftazidime.

The positive skin test 
results with cefotaxime and 
ceftriaxone suggest cross-
reactivity between these 
cephalosporins, probably due 
to the similar R1 side chain. 
The negative skin test results 
and the good tolerance with 
ceftazidime could be due to 
small differences in the R1 
side chain (Figure).

A recent report described 
a patient who was sensitized 
to ß-lactam antibiotics 
with a methoxymino group 
(cefuroxime, ceftriaxone, 
and cefotaxime), but not to 
ceftazidime (negative skin 
test results, challenge not 
performed), which has an 
alkoxymino group [3].

In a Spanish study of 
immediate-type allergic 
reactions to cephalosporins, 
cefuroxime was the most 
frequent culprit drug: of 
the 9 patients with positive 
r e s u l t s  ( s k i n  t e s t  o r 
radioallergosorbent test), 5 
had selective responses and 4 
experienced cross-reactivity 
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Figure. Chemical structure of the 
R1 side chains.

between ceftriaxone and cefotaxime [1].
There is partial cross-reactivity between cephalosporins. 

Patients who are allergic to cephalosporins should undergo 
testing with other members of this group, as these drugs may 
be necessary in cases of severe infection. 
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Table. Quantifi cation of Mites and Allergen Levels in Mattress Dust
  
         Mites Mites/g of dust Mattresses, % 
Total 13 823.7 (22 774.4) 100

Dermatophagoides
pteronyssinus 3360.3 (6000.4) 100 

Dermatophagoides
farinae 392.7 (776.6) 72.2

Blomia tropicalis 7500.2 (14516.5) 88.8

Euroglyphus maynei 637.6 (1540.1) 44.4

Suidasia species 226.89 (921.4) 16.6

Anoetidae   7.4 (31.7) 5.5

Cheyletus 636.2 (1177.9) 55.5

Tarsonemus 1390.0 (2483.3) 76.9

Demodex   6.9 (25.2)   7.6

Prostigmata   3.5 (12.8)   7.6

Oribatidae 14.6 (36.3) 16.6

Unknown 49.7 (154.0) 15.3

 
Allergens Detected in %

 Mean (SD),  
Range   µg/g of dust

 Der p 1 100 6.0 (6.4) 0.26-28.15
 Der f 1 84.6 10.57 (13.15) 0.78-40.56
 Blo t 5 38.4 0.48 (0.72) 0.02-2.15

Monosensitization to Blomia tropicalis: Is 
Exposure the Only Factor Involved? 
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Mite allergy is the most prevalent source of 
sensitization worldwide [1]. Mites thrive in climates 
with high humidity and temperature; Blomia tropicalis 
and Dermatophagoides pteronyssinus are commonly 
found in the mattresses of allergic patients in Caracas, 
Venezuela [2]. In patients attending allergy clinics, 
variable rates of isolated sensitization to B tropicalis 
have been reported [3,4]. We further explore this 
phenomenon and verify whether mattress mite fauna 
determines isolated sensitization to B tropicalis.

Two hundred consecutive patients with rhinitis 
and/or asthma attending allergy clinics from July 
2006 to July 2007 were analyzed. The protocol 
was approved by the Institutional Review Boards 
of the participating institutions and patients signed 
informed consent forms. Skin prick testing was 
applied using glycerinated extracts at 100 HEP/mL of 
D pteronyssinus and B tropicalis (Leti Laboratories, 
Madrid, Spain), and readings taken 15 minutes after 
application were considered positive if a wheal of 
at least 3 mm greater than the glycerinated saline 
control was present. Histamine phosphate 1 mg/mL 
served as a positive control. Patients with positive 
skin test results to B tropicalis and negative results 
to D pteronyssinus were selected for study. Serum 
was stored at –20°C until analysis and tested for 
specifi c IgE to D pteronyssinus, D farinae, and B 
tropicalis using ImmunoCAP technology (UNICAP 
100, Pharmacia AB Diagnostics, Uppsala, Sweden). 
Values higher than 0.35 kU

A
/L were considered 

positive [5]. Dust was collected by vacuum from mattresses 
that had been used by patients for at least 2 years (Mitest Filter 
Unit, INDOOR Biotechnologies, Charlottesville, Virginia, 
USA). Numbers and species of mites per gram of dust were 
determined using the fl otation method [6]. Der p 1 and Der f 1 
allergens in mattress dust were quantifi ed using monoclonal 
antibodies (INDOOR Biotechnologies Ltd, Manchester, UK) 
and Blo t 5 was determined using an in-house 2-site enzyme-
linked immunosorbent assay developed by the Asthma and 
Allergy Group of the National University of Singapore [7].

Only patients with positive skin test results to B tropicalis 
and negative results to D pteronyssinus (25/200, 12.5%) were 
selected. Twenty-fi ve patients with a mean (SD) age 14.4 (11.6) 
years were studied. In vitro mite-specifi c IgE levels were 
completely consistent with the results of the skin prick tests 
(not shown). The numbers of mites per gram of dust and the 
percentages of mattresses with different mite species, as well as 
levels of Der p 1, Der f 1, and Blo t 5, are shown in the Table. 
Patients were exposed to high levels of Der p 1 and Der f 1, 
whereas lower quantities of Blo t 5 allergen were detected. 

B tropicalis is a prevalent allergen that is indigenous 
to tropical areas, where a knowledge of mite fauna is of 
paramount importance [1,6]. The results of skin testing and 
bronchial/conjunctival challenge are clinically signifi cant 
[8], and the low to moderate degree of cross-reactivity with 
the genus Dermatophagoides is particularly relevant for 
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the clinician [1]. The objective of the present study was to 
investigate mite fauna from the mattresses of patients who 
had positive results to skin prick tests with B tropicalis and 
negative results with D pteronyssinus. 

We have previously observed isolated sensitization to 
B tropicalis [2,3]. Allergen levels corroborated signifi cant 
infestation in mattresses of patients who had positive skin test 
results to B tropicalis and negative results to D pteronyssinus 
(Table). Skin test results correlated with those of specifi c IgE 
determinations, underlining the fact that patients with high 
exposure to both genera tended to respond only to Blomia. The 
unexpected lower levels of Blo t 5 detected could be due to the 
relative abundance and instability of Blo t 5 or the reliability 
of the assay used [6,7]. 

In conclusion, we found no direct relationship between 
exposure and isolated sensitization to B tropicalis. A high 
degree of indoor infestation, the existence of monosensitized 
patients, and relatively low cross-reactivity with the genus 
Dermatophagoides have implications for allergic patients in 
the tropics. Immunotherapy trials with B tropicalis should be 
performed.
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ERRATUM:

“Emedastine Difumarate Inhibits Histamine-Induced Collagen Synthesis in Dermal Fibroblasts”
Murota H, Bae S, Hamasaski Y, Maruyama R, Katayama I
J Investig Allergol Clin Immunol 2008;18(14):245-52.

The unit of dosage for emedastine difumarate in this article appeared as “mg/mL”. It should be “ng/ml”.


