the variable histologic features depending on the
site and duration of the lesion, the local tissue
eosinophilia, mast cell hyperplasia, a polytypic
lymphoplasmacytic infiltrate with reactive germinal
centers, and, in some cases, blood eosinophilia and
raised serum IgE level (6).

Our patient showed four nodules compatible with
angiolymphoid hyperplasia with eosinophilia in the
specific sites of immunotherapeutic vaccination. A
complete MEDLINE search yielded no similar cases.
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Allergy to marihuana

ARIHUANA is a derivative of the whole plant

Cannabis sativa. Despite the current wide-
spread use of marihuana, there have been few
reports of hypersensitivity responses to this plant
(1). This report documents the case of an atopic
patient with immediate rhinoconjunctivitis due to
the inhalation of marihuana in whom C. sativa
sensitization was demonstrated.

B The patient was a 22-year-old man with allergic
rhinoconjunctivitis

due to house-dust

The rhinoconjunctivitis

watery eyes, pharyngeal pruritus, and sneezing a
well as dry coughing. Symptoms persisted for
30 min, gradually subsiding after avoidance of expo-
sure. Other systemic or organic symptoms, chest
tightness, dyspnea, or wheezing were not recorded.

The patient was observed during the asympto-
matic period. Clinical examination was normal,
Complementary studies (hemogram, biochemical
parameters, and sinus and chest radiographs)
showed no alteration. Sputum cytology revealed no
cosinophils. Basal spirometric data were in the
normal range. The methacholine test revealed no
bronchial hyperresponsiveness. Total serum IgE was
159 kU/L.

W Skin prick tests with common inhalants (house-
dust mites, storage mites, molds, pollens, and epithe-
lia) were positive to Dermatophagoides pteronys-
sinus, D. farinae, and mugwort pollen

The skin prick test with a crude, unpurified
extract from fresh marihuana was performed. The
marihuana was extracted in saline solution w/v 1/10
for 1h; the supernatant was filtered and directly
tested by prick test. An immediate wheal of
13x 10mm diameter was observed. The same
extract was tested on six control subjects (three
sensitized to house-dust mites and three sensitized
to pollens) with negative results.

B An inhalatory bronchial provocation challenge
test was done with the patient’s consent during the
asymptomatic period. The method described by
Pepys & Hutcheroft (2) for dry powder was used.
The study was performed single blinded. The patient
was instructed to pour marihuana powder from one
tray to another placed 20 cm away for 10 min. The
appearance of symptoms was controlled, and FEV,
was recorded basally and 1, 5, 15, 30, 60, and
120 min after the challenge. Later, PEFR was
recorded every hour for the next 8 h.

Immediately after the 10-min marihuana expo-
sure, the patient exhibited pharyngeal pruritus, nose
and eye itching, lacrimation, rhinorrhea, nasal con-
gestion, sneezing, and irritative cough; physical
examination revealed acute rhinoconjunctivitis;
chest auscultation was normal and the FEV, did
not vary significantly. The reaction was spontan-
eously controlled in 60 min and no late reaction
was observed.

The same challenge failed to evoke any response
when carried out in four atopic controls (two hous

mites, pollens, and

caused by allergy to spices. Over the last

. year, wh r he

cannabis was probably ¢ oked  marihuana
IgE-mediated. cigarettes  or  we

near a  cannabis

plantation, he imme-
diately developed nose and eye itching, rhinorrhea,
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dust-mite-allergic patients and two sensitized to
mugwort pollen).

W We report an atopic patient with immediate
rhinoconjunctivitis induced by marihuana exposure.
The clinical history suggested the diagnosis. The
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challenge test confirmed that marihuana was the
cause, and even though it was not possible to
determine specific IgE antibodies to marihuana, the
positive prick test was consistent with an IgE-
mediated reaction to marihuana.

Marihuana (“kif”, “dagga™) is a derivative of
the whole plant of C. sativa. Cannabis has been
implicated in several respiratory occupational dis-
cases (3, 4). Despite its widespread use, hypersensi-
tivity reactions to marihuana have seldom been
reported (1, 5). While nonspecific irritation is the
most frequent cause of respiratory symptoms, mari-
huana is also a source of exposure to molds, mainly
Aspergillus, and storage mites (5). The present case
was tested against molds and storage mites with
negative results; although our patient had allergy
to house-dust mites, the negative result of the study
with marihuana in house-dust-mite-allergic controls
ruled out the possibility that marihuana used for
the study was contaminated with these antigens.

In 1971, Liskow et al. (1) reported the first case
of marihuana allergy. Tetrahydrocannabinol
(THC) was the allergen involved in this patient.
For the present study, we extracted the marihuana
in saline solution. The positive prick test with this
source indicates that, in our case, a water-soluble

allergen, different from THC, may be the respons-
ible agent, since THC has low water solubility and
can only be dissolved in ethanol.

These observations show that marihuana can
induce IgE-mediated reactions. Nevertheless, one
may assume that its allergenic potential is low in
view of the lack of reports of cannabis allergy
despite the widespread use of the drug throughout
the world.

B. ARIBARRO, J. L. FONTELA
Arzobispo Morcillo 42 9C
28029 Madrid

Spain
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