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level) to beech wood dust in the patient’s
serum. The positive nasal challenge test to
beech wood dust, but not to iroko, supports
the diagnosis. Neither an irritant nor a toxic
effect was suspected, as no response was
observed in control subjects. To the best of
our knowledge, this is the first report of
occupational rhinitis due to beech wood dust

inhalation.
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Renal failure — a new risk
group for latex allergy?

A. F. Kalpaklioglu*, G. Aydin

Key words: chronic renal failure; fruit
antigens; latex sensitivity; SPTs.
e IMmMUNOGLOBULIN E (IgE)-mediated
hypersensitivity to natural rubber latex (NRL)
has been recognized as an international
medical problem due to the widespread use of
latex products. The prevalence of latex allergy
appears to be higher in individuals with
increased exposure or increased intrinsic
predilection for atopy (1). Recently, cross-
reactive allergenic proteins have been
identified in banana, avocado, chestnut and
kiwi (2, 3).

Patients with chronic renal failure (CRF) who
are undergoing long- term dialysis are a

suspected risk group

due to high exposure .
g1 e Nonatopic CRF
to latex in the form . .
patients are not at risk

f gl , catheters, .
OF OVES, CARICHES o8 latex allergy despite

adhesive bandages,
recurrent exposure.

tourniquets, drains,

and anesthetic
equipment. In the present study, we
investigated latex sensitivity in this group of
patients and examined the relationship between
latex and certain fruit allergens as well.

Between November 1996 and June 1997, a
total of 424 patients on regular dialysis were
invited to participate in this study. However,
156 cases were withdrawn due to prior use of
antihistamines, diagnosis of anergy,
unwillingness to enroll, etc. Skin prick tests
(SPTs) were performed with latex, kiwi,
banana, and walnut extracts (Stallergénes
SA-Pasteur, France). Serum samples were
collected from each subject in order to
determine total IgE level (Abbott Laboratories,
IL, USA). Patients were compared to a group of
76 healthy controls. Data analysis was
performed with SPSS for Windows. A P value
of <o0.05 was regarded as significant.

Eight subjects reported allergic symptoms
related to rhinitis, while 58 had dermatitis and
pruritis. None had experienced reactions to

latex products. Of the 268 patients tested (159

male/109 female, mean age 43.1 years, with a
range of 11-85), three (1.1%) had positive SPT
results to latex antigen. One subject with latex
sensitivity had positive SPT response to kiwi
extract, while in the SPT-negative group, two
patients had positive reactions to kiwi and one
to banana antigens. All but one in the SPT-
positive group were female. Atopy, defined as
above-normal IgE, was not diagnosed in any of
the subjects with positive SPT. Statistical
analysis of the results identified the variables
with no statistical significance (P>0.05) as
age, duration of renal disease, frequency of
dialysis, and IgE. None of the patients in the
control group had latex sensitivity with SPT.

Certain groups are known to have an
increased incidence of allergic reactions to
latex products (1, 4). Our results showed that a
significant number of patients with CRF have
negative SPT response to latex despite frequent
exposure. Host and environmental factors,
including atopy and high levels of occupational
and nonoccupational exposure, can predispose
individuals to immunologic sensitization to
latex (4—6). This is further supported by data
from the present study, which indicate that
none of the patients with latex-positive SPT
reported manifestations of atopic disease, nor
did they have elevated IgE levels.

According to our results, the prevalence of
latex-positive SPT in CRF patients is lower
than that of other reported risk groups. One of
the key differences between the present report
and previous ones is that our study group
consisted of equal numbers of patients on the
different dialysis programs. Exposure to latex
products varies according to dialysis methods.
Moreover, other studies may have involved a
larger proportion of symptomatic subjects,
whereas we tried to avoid this by attempting
to assess virtually all dialysis patients.
Another explanation of the difference in
response rates could be the allergen content in
the latex extract used, since allergenicity
varies from one product to another.

The most striking finding in this study was
the clear predominance of middle-aged women
among latex- and fruit-positive SPT subjects.
Female predominance in our data might be
explained by greater exposure through the use
of household latex products (1, 6). Moreover,

considerable cross-reactivity between NRL
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and certain fruit allergens can be assumed, as
one subject in the latex-positive SPT patients
had positive reaction to kiwi.

In conclusion, CRF patients with no history
of hypersensitivity reactions should not be
considered at risk of developing latex
sensitization, despite the frequent exposure
they experience. Diagnosis of clinically
relevant allergy depends, in the first instance,
on a correlation between the clinical history
and the results of skin tests. Thus, when a
patient has no history of latex allergy, but has
a positive SPT response, cross-reactive
allergens may be the cause, and such patients

should be closely followed up.
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Mite allergens in feather and
synthetic pillows

C. Hallam*, A. Custovic, B. Simpson,
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e THE use of nonfeather pillows appears to
have increased in the general population
over the last few decades. In two
population-based,

case-control studies The total allergen
carried out 13 years recovered was

apart, Butland et al. gjgnificantly higher in

reported an

synthetic pillows.
increase in the use

of nonfeather

pillows from 44% in 1978 to 67% in 1991
(1). Recently, Kemp et al. compared the
levels of the major house-dust mite allergen
Der p 1 in synthetic and feather pillows in
New Zealand, and found significantly higher
levels in the synthetic pillows (2). We
investigated the levels of house-dust mite
allergens in feather and synthetic pillows in
the UK.

Questionnaires about the type and age of
pillows were administered in 150 randomly
selected homes, and those in which a pair of
pillows (one synthetic fibre filled and one
feather filled) had been on the same bed for at
least 2 years were selected for the study. Dust
samples were collected from 14 pairs of
pillows, all in different homes. Each pair of
pillows had been in situ on the same bed, and
was used daily by the same individual. The

pillows were vacuumed for 1 min on each side

with a dust sampler with an airflow rate of 45
1/s, through a 355-um-diameter mesh onto a
s-um vinyl filter, producing a sample of fine
dust. Samples were extracted, and Der p 1 and
Der p 2 determined by a two-site monoclonal
antibody-based ELISA.

Results presented as geometric means (GM)
and 95% confidence intervals (CI) are shown
in Table 1, and are expressed both as total
amount of allergen recovered and as
concentration of allergen per unit weight
(ng/g).

Total dust-mite allergens recovered were
significantly higher in the synthetic pillows
(Der p 1: 4.12-fold difference [95% CI
1.56-10.89], P=0.008; Der p 2: 5.13-fold
difference [95% CI 1.55-16.98], P=0.001;
paired sample t-test). When the results were
expressed as ug/g, synthetic pillows contained
significantly more Der p 2 than feather pillows
(2.84-fold difference [95% CI 1.03-7.78],
P=0.04), while for Der p 1 there was a clear
trend which failed to reach significance (2.28-
fold difference [95% CI 0.81-6.40], P=0.1).

We have demonstrated that synthetic
pillows contain approximately fivefold more
mite allergens than feather pillows, a finding
which is in keeping with the results of
Kemp et al. from New Zealand (2). The reason
for this is unclear. It is possible that the
encasements surrounding feather pillows,
which are usually made from tightly woven
fabrics (in order to keep the feathers within the
pillows), act as a barrier to mite allergens and
also prevent mite colonization. If this is the
case, feather pillows may mimic the effect of
environmental control encasement.

However, asthmatic patients are very often

advised to replace their feather-filled pillows

Table 1. House-dust mite allergens Der p 1 and Der p 2
(geometric mean and 95% confidence interval) in feather and

synthetic pillows

Synthetic pillows

Feather pillows

Der p 1 (total recovered [ng]) 134.7 (39.5-459)

Der p 2 (total recovered [ng]) 101.9 (31.5-329.6)
Der p 1 (ng/qg) 3.41 (0.97-12.03)

Der p 2 (ug/g) 2.58 (0.83-8.01)

32.7 (11.6-92)
19.8 (6.2-63.2)
1.49 (0.48-4.65)
0.91 (0.32-2.57)
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