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Recently, Unsel et al (Medical School of Bornova-lzmir,
Turkey) reported in this Journal the case of a 28-year-old
man with pollinosis due to olive. The patient complained
of palatal itching (oral alergy syndrome) and generalized
urticariafollowing ingestion of olive fruit, but denied having
experienced any symptoms associated with other fruits, nuts,
or legumes[1]. Prick test and nasal provocation with an olive
pollen extract and a prick-to-prick test with fresh olive fruit
were positive, and specific immunoglobulin (1g) E to olive
pollen and olive fruit were detectable. An open provocation
with olive oil, however, was negative. With reference to the
proposed new pollen—food (olive-olive) syndrome, the authors
stated that only 1 report of an olive fruit alergy had been
publishedintheliterature[2]. Regrettably, the authorswere not
aware of the publication of Helbling et a (1998, in German)
in which the authors presented a unique case of food allergy
to olive fruit (Olea europaea) and olive ail [3]. A 25-year-old
Swiss woman with pollinosis due to grass pollen (June and
July) but no symptoms of oral allergy syndrome experienced
several severe anaphylactic reactions after meals containing
fresh olive fruit or prepared with olive oil (eg, salads, pizzas,
meats). The patient was sensitized to grass, mugwort, and tree
pollens (including ash), and prick-to-prick testswere strongly
positive (+++) to fresh olive, extravirgin olive oil, and salad
oil. Specific IgE determination revealed sensitization to olive
and ash pollen (both trees bel ong to the same botanical family
and their allergens are cross-reactive) and rBet v 2 (CAPclass
3 each), but not to rBet v 1. Based on these findings and the
patient’s history (no allergic symptoms to other foods), these
authors assumed that even though sensitization to olive fruit
may have occurred by inhalation of an aeroallergen, causa
cross-reactivity between ash or olive pollen and an olive fruit
allergen wasvery unlikely. Thisconclusion seemsreasonable,
because respiratory alergy to olive pollen isvery widespread
in the Mediterranean area, and olives are a common food
in this region [2]. Thus, this kind of food allergy, generally
known as olive pollen and fruit syndrome, must have been
much more prevalent than thought in Southern Europe, if
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cross-reactive antibodies between olive pollen and olive fruit
are causal. Ten years ago, a more precise diagnosis was not
feasible, since recombinant allergens from olive pollen were
not available. Ole e 7 would be of particular interest, since
lipid transfer proteins have been associated with anaphylaxis
after ingestion of foods [4].
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During the preparation of this manuscript we used English
key wordsin our search of theliterature. Asaresult, wedid not
find the report written by Helbling et al and could not mention
it in the Discussion.

We thank Dr W(ithrich for hisfavorable comments on our
observations and his contribution to the literature.
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Clinical Correlatesand Deter minants of Airway Inflammation in Pediatric Asthma

A Cano-Garcinufio, | Carvaja-Uruefia, CA Diaz-Véazquez, B Dominguez-Aurrecoechea, A Garcia-Merino,

Intables 2, 3, and 4 of the above article, some of the data were displaced. The tables presented below show the results as
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Table 2. Relationship Between FEno and Clinical Expression of Asthma in Patients

With and Without Inhaled Corticosteroid Treatment Table 3. Relationship Between FEyo and Burden of Asthma in Patients With and
Without Inhaled Corticosteroid Treatment
FEno, ppb
Current Manifestations Without IC Treatment (n=82) With IC Treatment (n=67)
(previous 4 weeks) % Median I0R P % __Median I0R P
Symptoms
Any symptom  Yes 738 480 245-650 150" 818 270  154-618  .265° FExo, ppb
No 262 280 15.5-58.8 182 255  10.6-42.0 Current Manifestati
Dyspnea Yes 341 525 425 343 375  120-720  .164° Without IC Treatment (n=82) With IC Treatment (n=67)
No 659 350 657 240  156-44.1 (Previous 4 Weeks)
Wheeze Yes 366  54.8 039" 358 225 143620 59" % Median QR P % Median  IQR P
No 634 330 642 275 155510
Cough Yes 659 485 049" 746 270 15.9-61.8 338 Limitation of daily activities .840° .050°
No 341 263 254 275  10.8-45.0
Chesttightness Yes 116 445 .851° 98 163 8.1-415 175° Never 659 39.8 17.8-67.3 59.7 233 15.1-419
No 884 440 902 275  15.0-53.0
Frequency of daytime 380° 083" Sometimes 220 375 23.3-57.0 254 515 238703
symptoms g y
Never 278 338 171-628 258 235 125305 Frequently 122 545 19.8-625 149 170 93694
Sometimes 256 418 18.9-51.1 288 490  18.5-685 Absenteeism, school 502° .218°
< 2wk 171 57.0 31.5-83.0 288 265 145610
?S/V}:k 121‘ gg»g g:-ggi-g lg-g 17.0 9.5-32.5 Never 90.2 458 19.4-655 821 275 155510
aily . : 5-91. X
Frequency of nighttime 211° 606" Sometimes 85 330 325440 149 215 14.1-69.0
symptoms F ! 12 ¢ ¢ 30 108  95-°
Never 75.0 44.0 19.6-66.5 621 275 15.0-56.3 requently g - - -5 -
< 1wk 175 520 33.0-63.9 182 320 135544 Absenteeism, work 5047 046°
> 1wk 75 268 16.0-38.1 . 197 210  12.0-510 N
ggiqr“i‘se‘gw of Bz-adrenergic 313 159 Never 951 440 204-642 939 270 154-499
Never 463 325 17.5-61.0 364 255  13.8-40.9 Sometimes 37 330 185-° 61 380 11.3-67.0
Sometimes 263 515 28.8-88.8 182 435  21.0-64.0 ) ) ) N
1wk 10.0 50.8 38.6-60.0 106  49.0 23.0-68.5 Frequently 12 0.0
2 2wk 175 423 28.9-62.5 348 200 9.5-56.0 a c
Asthma crisis Yes 250 533 23.0-64.3 397° 343 210 12.0-56.0 240° Nonscheduled asthma visits Yes 7.3 61.3 30.9-91.5 .130 9.0 140 9.3-36.9 119
ohysical No  75.0 35.5 19.6-59.9 65.7 320 16.1-51.4 No 927 375 19.1-60.5 91.0 275 163523
ysical examination o
Wheeze Yes 110 515 220-733 543" 90 525  331-640  .113° Hospitalization Yes 00 ° ’ v 30 108 95-° 083
No 890 395 19.5-62.3 810 245  14.3-503
Asthma control 430° 454° No 1000 41.8 19.9-62.5 97.0 275 158523
(GINA classification)
Controlled 427 440 23.0-75.0 194 275  13.8-395
Partly controlled 378 330 18.0-58.0 537 250  153-50.6 Abbreviations: FEno, fractional exhaled nitric oxide concentration; GINA, Global Initiative on Asthma; IC,
Uncontrolled 195 423  256°67.0 269 373 158 650 inhaled corticosteroid; IQR, interquartile range; ppb, parts per billion.
# Kruskal-Wallis test.
Abbreviations: FEno, fractional exhaled nitric oxide concentration; GINA, Global Initiative on Asthma; IC, “ Insufficient number of patients in the stratum.
inhaled corticosteroid; IQR, interquartile range; ppb, parts per billion. ¢ Mann-Whitney test.

# Mann-Whitney test.
® Kruskal-Wallis test.

Table 4. Relationship Between FE no and Lung Function in Patients With and
Without Inhaled Corticosteroid Treatment

FEno, ppb
Without IC Treatment (n = 82) With IC Treatment (n = 67)
% Median  IQR pe % Median IQR P
Pre-BD lung function
Low FEV, (< 80%) Yes 13.4 28.0 18.0-62.0 .337 91 285 19.5-64.0 .803
No 86.6 44.0 20.5-64.0 90.9 275 14.6-514
Low FEV./FVC (< 75%) Yes 7.3 49.3 26.3-88.0 .413 121 640 421-740 019
No 927 418 19.6-60.5 87.9 240 14.4-46.4
Low FEF3s75 (< 65%) Yes 15.0 44.0 21.1-65.4 .808 20.0 56.0 238-70.8 .027
No 85.0 41.8 19.6-63.5 80.0 25.0 14.1-47.9

Post-BD lung function
Positive BD test’ Yes 15.0 53.0 29.9-80.4 .236 169 445 20.0-640 217

No 850 375 19.6-58.4 83.1 255 13.9-49.9

Low FEV, (< 80%) Yes 5.0 19.0 15.8-44.0 .160 7.7 265 16.0-50.8 .952
No 95.0 440 21.1-63.5 923 275 14.6-51.4

Low FEV)/FVC (< 75%) Yes 2.5 55.0 51.5-° .155 6.3 66.8 44.1-180.5 .020
No 975 375 19.9-625 93.7 255 14.6-49.4

Low FEFzs.5 (< 65%) Yes 2.6 55.0 515- ¢ .450 127 46.8 11.0-68.1 577
No 97.4 375 19.6-635 87.3 275 16.0-49.5

Abbreviations: BD, bronchodilator; FEno, fractional exhaled nitric oxide concentration; FEF2s.7s, forced
expiratory flow, midexpiratory phase; FEV1, forced expiratory volume in 1 second; FVC, forced vital
capacity; IC, inhaled corticosteroid; IQR, interquartile range; ppb, parts per billion.

% Mann-Whitney test.

o Change in FEV1212% after BD.

¢ Insufficient number of patients in the stratum.
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