
Eicosanoids derived from arachidonic acid are important media-
tors of allergic inflammation. Furthermore, in the mechanisms of
AIU, a shift of arachidonic acid metabolism in favor of leukotrienes
by aspirin has been suggested.1 Therefore, our results of altered
arachidonic acid levels in patients with AIU during aspirin provo-
cation may support previous findings of altered arachidonic acid
metabolism in patients with AIU. Aspirin-induced arachidonic acid
may affect the formation of leukotrienes because the formation of
leukotrienes depends on the deacylation of arachidonic acid. A
relationship between AIU and arachidonic acid is suggested in this
study, but further investigation into the relationship between plasma
FA composition and leukotriene production is needed. In conclu-
sion, our results suggest that aspirin ingestion may affect a specific
pathway in FA metabolism and that arachidonic acid levels may be
related to aspirin intolerance in patients with AIU.
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UPPER RESPIRATORY TRACT INFECTIONS AND
SUBLINGUAL IMMUNOTHERAPY: PRELIMINARY
EVIDENCE
Allergic rhinitis (AR) is characterized by TH2 polarization with
consequent defective interferon � (IFN-�) production.1 Because
IFN-� is recruited to fight infections, it has been suggested that
allergic patients may be more susceptible to upper respiratory tract
infections (URIs) than nonallergic individuals.2 URIs are frequent in
the general population and constitute a demanding challenge for
physicians.3 Recently, it has been evidenced that allergic children
have more numerous and severe respiratory infections than nonal-
lergic children.4 It has also been confirmed that adult patients with
AR have more numerous and prolonged URIs than nonallergic
adults.5

AR management includes, when appropriate, allergen-specific
immunotherapy.6 The sublingual immunotherapy (SLIT) rationale is
based on evidence that oral administration of high-dose allergens
reduces and prevents IgE responses, achieving clinical tolerance to

the causal allergen. SLIT induces the appearance of allergen-specific
tolerance, associated with restored allergen-specific IFN-� produc-
tion.7 However, no studies have evaluated the possible effect of
SLIT on URIs. Therefore, this preliminary study was designed to
evaluate whether a 2-year preseasonal SLIT might affect the number
and the duration of URIs in AR patients.

Forty consecutive monosensitized patients (18 men and 22 wom-
en; mean age, 36.6 years) with AR due to pollen allergy were treated
with SLIT. Forty consecutive well-matched patients (19 men and 21
women; mean age, 36.1 years) with pollen AR (16 of them were
allergic only to Betula alba, 16 only to Parietaria judaica, and 8
only to Gramineae) were included in the study as controls because
they refused SLIT. AR was diagnosed according to validated criteria
provided by international guidelines.2,8 In addition, 40 healthy indi-
viduals (25 men and 15 women; mean age, 35.2 years; all of whom
were US Navy soldiers) were enrolled as controls on the basis of a
history negative for AR, clinical examination, nasal endoscopy, and
skin prick test results.

This was a prospective, longitudinal, observational study con-
ducted during a 3-year period. It was initiated after obtaining ap-
proval from the local ethics committee and written informed consent
from all participants. SLIT-treated patients were evaluated the year
before SLIT and during the 2-year preseasonal SLIT. All study
participants, both allergic patients and healthy controls, were visited
every 6 months for 3 years during the same period. In addition, a
diary card was provided to each participant. At each visit, study
participants had to report respiratory symptoms on a weekly basis.

Participants undergoing SLIT received either a B alba pollen
allergen extract (Anallergo, Florence, Italy; 17 cases, cumulative
dose was 60 �g), P judaica (15 cases, cumulative dose was 24 �g),
or a mix of 3 Gramineae (7 cases, cumulative dose was 24 �g) for
at least 3 months before the 2 pollen seasons, as preseasonal immu-
notherapy, for 2 consecutive years. The dose during the maintenance
phase was 5 drops 3 times per week. The diagnosis of URI was made
according to previously validated studies.4,5 The primary end point
was the comparison of the number of URI episodes recorded per
year among groups during the study period. The secondary outcome
was the comparison of the total duration of URI episodes (days per
year).

Only SLIT-treated allergic patients had a significant reduction in
incidence rate (IR) during the 3-year period (P � .001, Friedmann
test), whereas both untreated allergic patients and healthy controls
did not show significant IR variation (P � .60 and P � .90,
respectively) as reported in Figure 1A. With the group of untreated
allergic patients as a reference, the IR for the treated group was 0.98
(95% confidence interval [CI], 0.73 to 1.33; P � .94) during the year
before treatment, 0.81 (95% CI, 0.60 to 1.11; P � .18) during the
first year of treatment, and 0.66 (95% CI, 0.47 to 0.90; P � .01)
during the second year; this result indicates a significant decrease in
the URI episode rate after 2 years of treatment.

Also regarding the mean duration of URI episodes, only SLIT-
treated allergic patients had a significant reduction in IR during the
3-year period (P � .001, Friedmann test), whereas no heterogene-
ities were found in the other 2 groups of patients (P � .50 and P �
.60, respectively, Fig 1B). SLIT-treated patients had a mean differ-
ence in duration of �0.1 day compared with untreated patients
during the year preceding treatment (95% CI, �2.1 to 1.92; P �
.92), �3.5 days during the first year (95% CI, �5.1 to �1.7; P �
.001), and �5.7 (95% CI, �7.1 to �4.2; P � .001) during the
second year.Disclosures: Authors have nothing to disclose.
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Therefore, this preliminary study provides the first evidence that
2-year preseasonal pollen SLIT may be able to reduce the number
and duration of URIs in AR patients. These findings are clinically
relevant; a possible explanation for this progressive effect might be
attributable to modulation of the TH2-polarized immune response in
SLIT-treated patients as previously evidenced.7 However, this pre-
liminary study is an open-label study and should be followed by a
controlled trial with a much larger cohort on this issue.
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CUTANEOUS ALLERGY TO COTTON
Traditionally, allergy to cotton has always been related to occupa-
tional asthma,1 exposure to airborne cotton dust that could lead to
byssinosis, or airway obstruction due to exposure to a mixture of
materials derived from processing the cotton and natural contam-
inants (bacteria, endotoxins, and molds).2 The occurrence of an
immediate skin reaction to textiles is extremely rare. Most re-
ported cases occurred after occupational exposure to chemicals.3

Cotton clothing occasionally causes itchy skin or erythema, but
this is usually due to skin irritation.

A 24-year-old woman reported, during the last 3 years, itchy skin
within minutes after wearing any cotton clothing and a flat
erythematous eruption in the places where pure cotton brushed
the skin; this reaction subsided within 20 minutes once the cotton
was removed. She did not have any occupational exposure to
cotton or contact with cotton-fabric workers. In addition, she
reported a history of seasonal rhinoconjunctivitis due to pollens.

Skin prick tests (SPTs) to commercial common aeroallergens, to
latex, and with cotton extract (60 �g/mL; Inmunotek Lab, Madrid,
Spain) were performed. The findings included a positive result to
grass pollens (wheal �3 mm) and negative results to dust mites,
molds, danders, and latex. An SPT to cotton fiber extract showed a
wheal of 4 � 4 mm with surrounding flare. The result of an SPT to
cotton extract tested in 5 nonatopic patients was negative. A rub test
with sanitary cotton on the skin of the volar surface of the arm was
performed, prompting a well-defined flat erythematous pruritic
eruption. To identify IgE-reactive protein components, in vitro as-
says were performed. The crude extract was separated by sodium
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Figure 1. Incidence rates (IRs) and average durations of upper respiratory tract infections (URIs). A, IRs (95% confidence intervals [CIs]) of URI episodes
for the 3 groups of study participants (healthy controls are represented by squares, sublingual immunotherapy (SLIT)–treated allergic patients by circles, and
untreated allergic patients by triangles) during the year before treatment and during the first and the second years of treatment. B, Average duration of URI
episodes for the 3 groups of study participants during the same period.
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