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Acute pancreatitis caused by

allergy to kiwi fruit

HE symptomatic spectrum of an allergic reac-
tion to a food item is variable. Despite the
frequent appearance of digestive symptoms, acute
pancreatitis in the course of an allergic reaction to
a food substance is rare. In fact, among the etio-
logic agents recognized in acute pancreatitis, food
allergy does not even appear (1). Nevertheless, it
has been known for many years that it is possible
to provoke acute pancreatitis experimentally in
dogs after inducing anaphylactic shock (2). More
recently, there have been published cases of this
occurring in man.
The kiwi (Actinidia chinensis) belongs to the Acti-
nidiaceae family. Spain has seen a significant rise in
the consumption of
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kiwi in the last few
years. Allergic reac-
tions upon its inges-
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A man of 48 years L

of age, with a past
history of duodenal
ulcer and two previous hospital admissions because
of upper digestive tract hemorrhage that did not
require surgery, allergy to pirazolones, rhinitis, and
bronchial asthma. He was a moderate alcohol
drinker.

In January 1993, after supper, he suddenly suf-
fered epigastric pain, vomiting, diarrhea, and facial
erythema, which resolved spontaneously. Two days
later, the patient went to the hospital when a
similar attack occurred after supper. In the emer-
gency room, physical examination revealed that the
abdomen was painful on deep palpation in the
epigastrium, without signs of peritoneal irritation.
Leukocytes were 13 000/mm® (78% N, 16% L, 4%
M, and 2% E), and serum amylase was 835 U/l
(N=60-190); other laboratory tests were normal.
The patient was admitted to the hospital, where he
was treated with a light diet, intravenous fluids,
antacids, and analgesics. Twelve hours later, serum
amylase was 445 U/I, and 48 h later it was 94 U/I
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and serum lipase was 61 U/l (N=0-200). Endo-
scopic examination of the upper digestive tract and
an abdominal sonogram were normal. The patient
was discharged with the diagnosis of acute mild
pancreatitis of alcohol origin.

Two weeks after the discharge, and 1h after a
meal (mashed potatoes, leeks, beef fillet, and one
kiwi), he experienced sudden abdominal pain in
the epigastrium, radiating to the back; vomiting;
pruritus; facial erythema; difficulty in breathing;
and conjunctival injection. Serum amylase was
232 U/IL. Two days later, serum amylase was 77 U/
I and serum lipase 290 U/I. Eosinophils were
increased. Urine tests of gastrinemia, 5-OH-indol-
acetic acid, histamine, and serotonine were found
to be within normal limits. ERCP showed normal
pancreatic ducts and biliary tract, and computed
tomography was normal. The abdominal pain
declined after 24 h with diet. Two days after hospi-
tal admission, the patient suffered another attack
with similar symptoms, 15 min after eating a kiwi.

A prick test was applied to the patient’s forearm
with a commercial battery of pneumoallergens
(Lab. Abell6, Madrid, Spain) and food allergens
(Lab. Leti, Barcelona, Spain). Twenty minutes
later, mites were found to be positive, and kiwi
revealed a papula similar to that of histamine
(5x4 mm). Total IgE was 257 Ul/ml (N=0-150).
Specific IgE to Dermatophagoides pteronyssinus
was 70.3 kU/l (N<0.35) but negative to kiwi (CAP
System, Pharmacia, Uppsala, Sweden).

The patient was diagnosed as having pancreatitis
because of allergy to kiwi. In the last 5 years,
avoiding ingestion of kiwi, he has not suffered any
attacks of pancreatitis or abdominal pain.

Among the known causes of acute pancreatitis
(1), those that stand out are gallstones (45%) and
alcohol (35%), followed by causes of idiopathic
origin (10%). The remaining 10% comprise miscel-
laneous causes which are less common (toxins,
drugs, infections, traumas, metabolic abnormalities,
vascular abnormalities, etc.).

The pathogenic mechanism of pancreatitis is not
yet well defined. It is classically proposed (3) that
the obstruction of the ampulla of Vater (as by a
gallstone) would allow reflux of bile into the
pancreatic ductal tree, and an inappropriate activa-
tion of zymogens.

Some cases of pancreatitis associated with food
allergy have been described: Carrillo et al. (4)
presented a case of pancreatitis as a complication




of mustard-induced anaphylaxis; de Diego et al. (5)
reported a 23-year-old man who suffered recurrent
pancreatitis caused by cow’s milk allergy; Matteo
& Sarles (6) reported two cases presumably attrib-
atable to food allergy; Boquien & Blain (7)
reported a man with hyperamylasemia after fish
consumption; and Flejou et al. (8) reported an
atopic woman with eosinophilic pancreatitis. Hypo-
thetically, hypersensitivity to a food substance
could cause an episode of pancreatitis through
obstruction of the ampulla of Vater by edema and
inflammation caused by the local allergic reaction
to the ingested substance. It is known that food
allergy can manifest itself clinically with exclusively
digestive symptoms, although frequently accompa-
nied by symptoms in other organs (9).

In the case of our patient, the predominant
symptom was abdominal pain. After the third
episode, alcohol was discarded as a possible causal
agent, as the patient had avoided its ingestion
during the previous weeks. The symptoms of ana-
phylaxis that had accompanied the last episode led
to the suspicion of an allergic cause. The accidental
serving of a kiwi in the hospital again produced the
same symptoms, and the suspicion was confirmed
upon obtaining a positive cutaneous prick test for
kiwi, a test which, in our experience, is more
reliable than the CAP System determination of
specific IgE in patients allergic to kiwi. The patient
had eaten kiwi before the attacks, and after 5 years
of a diet avoiding kiwi, he remains asymptomatic.

Finally, we believe it might be helpful to include
allergic reactions to food substances among the
causes capable of provoking episodes of acute
pancreatitis.
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Latex allergy in clinical practice

WE describe the case of a 9-year-old boy who
had complained since the age of 4 years of
nine episodes of eye itching and swelling, lacrima-
tion, and ocular hyperemia along with face and
neck urticaria, which occurred while he was waiting
in a dentist’s office. Symptoms typically appeared
a few minutes after the subject had entered the
waiting room; in a few cases, the onset of symptoms
had occurred only after the child had entered the
dental office. On none of the occasions had there
been direct contact with latex gloves or other latex
products. Symptoms disappeared spontaneously in
about 12-24 h (6-12h after terfenadine). Symp-
toms occurred in two different dentists’ offices.
The same symptoms occurred during hospitaliza-
tion the previous year, in a neurology department.

The past clinical history revealed that during the
patient’s first year of life there had been nine
surgeries for ventricular peritoneal shunt because
of hydrocephalus subsequent to meningoencepha-
litis caused Dby
Bacteroides fragilis.
No familial history
of atopy was
reported, nor previ-
ous personal atopic

Urticaria and
conjunctivitis in a

sensitized child

symptoms.
exposed to latex Skin prick test
aeroallergens in a (SPT) with the

more common aer-
oallergens was posi-
tive for house-dust
mites (Dermatopha-
goides pteronyssinus and D. farinae). SPT to natu-
ral rubber latex (NRL), performed with a
commercial NRL allergen (Lofarma S.p.A., Milan,
Italy), produced a wheal 2.5-fold the diameter of
the histamine wheal. Total IgE (PRIST, Pharmacia,
Uppsala, Sweden) antibodies were 98.7 kU/L. Spe-
cific IgE (CAP-RAST, Pharmacia) were positive
for NRL (31.2kU/, class 4). Specific IgE were
negative for some of the foods known to cross-react
with NRL (chestnut, banana, kiwi, and avocado).

dentist’s office.
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