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Occupational rhinitis to leek

(Allium porrum)

A. Armentia*, M. Lombardero, S. Fernandez,
T. Asensio, G. Martin, A. Callejo, A. Fernandez
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The leek belongs to the Liliaceae family,
as do onion, garlic and asparagus.
Hypersensitivity to leek as a cause of
asthma and dermatitis has been previ-
ously described
(1). We present a A new source of
patient with
occupational
rhinitis due to
inhalation of leek juice.

occupational rhinitis.

132

=25
=20
=16

Figure 1. Sodium dodecyl Sulphate—polyacrylamide gel electrophoresis-immunoglobulin E

immunoblotting performed with patient’s serum and control sera:

Line 1: garlic negative; Line 2: onion negative; Line 3: leek + patient serum; Line 4: garlic + patient

serum; Line 5: onion + patient serum; Line 6: garlic + positive serum; Line 7: Leek + control serum.

The patient, a 35-year-old woman, had
been peeling leeks for 10 months. She had
no history of atopy. Six months after
having started this work, she began
experiencing conjunctivitis and rhinitis
without asthma or eczema on her hands.
She tolerated ingestion of leek, garlic and
onion without problems.

A prick—prick test with raw leek leaf
and leek bulb was positive (20 x 10 and
10 x 10 mm respectively). She also
presented positive prick-to-onion
(5 x 5 mm) but negative prick-to-garlic
and asparagus. A conjunctival challenge
by Hosen technique (2) performed with
raw leek juice 1/10 w/v (1/1000 dilution)
was positive. A nasal challenge by
Malo method (3) was positive with a
1/100 dilution of the leek extract.

The same tests were negative in controls.

The Sodium dodecyl Sulphate-poly-
acrylamide gel electrophoresis-immuno-
globulin E -immunoblotting performed
with the patient’s serum and the control
sera showed similar responses against leek
and onion and different against garlic
(fig. 1). The patient’s serum had IgE that
reacted with bands at about 45, 18 and
15 KDa in a raw leek extract. This sensi-
tization pattern seems to be different to
other previously described cases of sensi-
tisation to leek and other liliaceaes (1, 4).

We performed a specific IgE
determination to Bet v 1 and profilin Bet
v 2 (Pharmacia, CAP) with negative
results, suggesting that the leek 18 and

15 KDa bands do not correspond to Bet
v 1 and profilin homologs, respectively.
Although it does not have the
same impact as occupational asthma,
occupational rhinitis may precede asthma
symptoms (5) and causes distress, dis-
comfort and work inefficiency. The lilia-
ceae family ought to kept in mind as a
cause of occupational rhinitis.
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Safety of sublingual
immunotherapy with a

monomeric allergoid in very
young children
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Sublingual immunotherapy (SLIT) is
approved by official documents (1),
nevertheless
some concerns
still remain about
its use in chil-
dren. The age
below 5 years is
considered a relative contraindication (1),
as severe side effects are more difficult to
treat. SLIT is devoid of relevant risks as
testified by 20 years of use and of con-
trolled trials, and in everyday clinical
practice it seems to be safe in very young
children also, but a systematic assessment
is still to be carried out.

We performed a safety survey of
SLIT in children under the age of
5 years. They suffered from intermittent
or mild persistent asthma or persistent
rhinitis (2), and had positive skin-prick
test for at least one of the following:
dust mites, grasses, parietaria, olive,
birch, cat and dog dander. The SLIT
was a monomeric allergoid, standard-
ized in Allergy Units (LAIS®; Lofarma
S.p.A., Milan, Italy), prepared as
aqueous drops. After a 3-week build-up,
a maintenance of 4 drops/day of the
maximum concentration (3000 AU/ml)

Sublingual immuno-
therapy is safe in very
young children.

was given continuously. The adminis-
tration was by oral means. The first
doses were given at the pediatrician’s
office. Parents were carefully instructed
on how to administer SLIT, and a
physician was always available for
telephonic contact.

Parents had to fill a diary card at
each dose. Side effects were subdivided
into: eye symptoms, rhinitis, asthma,
gastrointestinal (nausea, vomiting,
abdominal pain), urticaria, angioedema,
anaphylaxis. The severity was graded as:
low (no treatment/dose adjusting),
moderate (need for drugs/medical advice/
discontinuation), and severe (life-
threatening/hospitalization/emergency
care) (3). Mild transient oral itching
requiring no intervention was not
considered. At the end of the treatment,
the parents indicated if symptoms had
worsened, improved or not changed.

All parents gave their consent and the
study was approved by the Ethical
Committee.

Thirty-six children (33 males), aged
between 1 year 11 months and 3 years
10 months (mean 3 years 2 months) were
enrolled: 17 had persistent asthma, 12
intermittent asthma and 33 rhinocon-
junctivitis. Nineteen patients received
mite-SLIT and 17 grass-SLIT. The mean
follow-up was 22.2 months (1-3 years),
and the number of doses was about
25 200. One episode of abdominal pain
occurred in two children (5% of patients;
0.071 per 1000 doses) during the main-
tenance phase. One episode was mild and
transient ( <30 min) and one was mod-
erate, requiring a temporary adjustment
of the dose. In this latter case, the
maximum maintenance dose was reached
after few days without problems. In 30 of
the 36 children, the omitted doses were
<10/year (85%). The most frequent
reasons for skipping doses wereaccidental
omission and febrile episodes. The eva-
luation by parents was: highly improved
in 21 children, moderately improved in
nine, slightly improved in four and un-
changed in two.

Allergen immunotherapy is the only
treatment capable of modifying the nat-
ural history of allergy (4, 5), and it is

reasonable to expect that, when used as
early as possible, the clinical outcome is
more favorable. In our survey, the num-
ber of patients is small, and rare events
could not be detected; nevertheless, the
data were obtained by a rigorous follow-
up in a real-life setting. Thus,

the present observation suggests that
SLIT could also be safely administered to
very young children.
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