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Anaphylactic reaction to castor
bean seeds
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® CASTOR bean (Ricinus communis) seeds
contain castor bean oil, which is

nonallergenic and

nontoxic; a toxic A case of initial pollen

albumin called sensitization reaction
ricine; and a after oral contact.

globulin which

causes allergic reactions.
This seed has a highly sensitizing effect
upon occupational workers and residents

living close to castor-oil-processing factories

(1). Case reports and epidemiologic
observations have discussed asthma in
relation to inhalation of castor bean dust.
There are a few case reports of severe
symptoms and even death occurring after
castor bean seeds were chewed by children and
even by adults who attempted to use the
whole bean, instead of the oil, as a purgative.
Ingested ricin may prove fatal in a dose of 0.03
gm. In contrast, in 1943, Spies & Coulson
demonstrated that the castor bean allergen is a
nontoxic, heat-stable polysaccharide-protein
fraction representing 1.8% of defatted castor
bean meal (2). Allergic reactions to the seeds
are very uncommon. In the literature, we
found one report (3) describing two cases in
which the ingestion of a single bean produced
edema of the mouth, pharynx, and glottis,
followed within 5 min by generalized urticaria
with giant wheals, which was readily relieved
by epinephrine.

After moving to a new home in June 1991,
Mrs Cor, born in 1955, developed severe
asthma. Skin tests demonstrated allergy to
house-dust mite, cat dander, and cypress
pollen. A few weeks later, asthma attacks
became intermittent and spirometric
measurements went back to normal values.

In early July 1998, Mrs Cor, while playing
with her son, chewed a castor bean seed.
Within a few minutes, she developed giant
urticaria lesions and became drowsy. An
emergency unit was called. Her blood pressure
was 6 mmHg. She was dyspneic and had
Quincke’s edema. After receiving
epinephrine, intravenous steroids,
antihistamines, and intravenous fluids, she
quickly recovered. One month later, blood
analysis demonstrated CAP-RAST
(Pharmacia-Upjohn) to castor bean of 8o-100
1U/]; i.e., class s.

This paper deals with an anaphylactic
reaction to castor bean seed. In addition to a
suggestive history, RAST, which is a very
reliable diagnostic tool (4), was strongly
positive.

Retrospectively, the occurrence and rapid

improvement of asthma noticed in 1991 was
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probably due to castor bean-pollen allergy.
When the patient moved into her new house,
the many castor bean plants growing there
were immediately removed. The castor bean
plant pollinates from May to October in
southern France. Its pollen is considered to be
a low sensitizer. There is cross-reactivity

between castor bean pollen and seed (5).
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® ALLERGIC respiratory diseases (asthma and

rhinitis) represent a problem with high and
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increasing prevalence: international
consensus statements on their treatment

and management

have been More than one-third of

published in allergic patients use

recent years (1, 2). ynproven therapies.

Despite informa-

tive and

educational efforts, studies have shown that
these guidelines are generally ignored (3, 4).
Several general explanations of this state of
affairs have been reported: poor patient
compliance, lack of patient/physician/
specialist relationships, and inadequate
patient education. The use of
unconventional or “alternative’” medicine
represents an additional and underestimated
factor contributing to poor disease
management in the general population (s5)
and in asthmatics in particular (6). In this
survey, we aimed to evaluate the
prevalence, characteristics, and outcomes of
unconventional therapies in allergic
patients.

The investigational population included 970
consecutive outpatients referred to four
different allergy units. They were asked to
answer a simple questionnaire of 18 questions

covering the following items:

1) demographic data

2) current (or within the last 3 years) use of
unconventional remedies

3) type of unconventional treatment used (i.e.,
homeopathy, herbalism, acupuncture,
chiropractics, hypnosis, ajurvedic
medicine, or relaxation techniques

4) disease to be treated

Table 1. Demographic data

5) duration of the treatment

6

clinical outcome (excellent, good,
moderate, poor, or ineffective) and side-

effects

7) whether the general practitioner had been
informed

8

reasons for choosing the treatment.

The distribution analysis was performed by
chi-square test.

Exactly 274 patients (28 % of the population)
reported the use of unconventional medicine.
The use of unconventional treatments was
significantly more common in women (76 %)
and in people aged 16-40 years (Table 1).
Housewives used alternative medicine
preferentially (P<o.02). Homeopathy (50%),
herbalism (33%), and acupuncture (11 %),
alone or in combination also with other
alternative treatments, were the most
commonly used remedies. Such therapies
were chosen more frequently for allergic
(32.8%), psychological (21.1%), and
gastrointestinal (19%) disorders. Some 52% of
patients did not inform their physician about
their use of alternative remedies. The duration
of treatments was generally short (less than
1 month in 47% of subjects and less than
1 year in 39%). The treatment itself was
reported to be ineffective or poorly effective in
39%, moderate in 29%, and good or excellent
in 32% of cases. The majority of the subjects
(94%) reported no side-effect. The use of
alternative therapy had generally been
suggested by the news media (30%) or by
relatives and friends (34%), but 23% of
subjects had been recommended such therapy

by a physician. Finally, the lack of side-effects

Users Nonusers
Number 274 696
Sex M/F 65/209  373/323 P<0.001 users
Age range
5-15 4 27
16-40 156 428 P<0.01
41-60 102 194
>60 12 47
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(47%) and a distrust of physicians and
conventional medicine (32%) were the most
frequent reasons for choosing alternative
remedies. Unfortunately, no reliable
information about the cost of unconventional
treatments is available in our survey, since the
patients usually refused to provide this
information. It is noteworthy that 71% of the
696 ““nonusers’” judged unconventional
medicine to be as effective as conventional
medicine.

The use of unconventional therapies seems
to be quite common. In the considered
population of patients referred for allergic
diseases, about 33% were using (or had used)
alternative remedies, generally without
medical supervision; nevertheless, these
treatments were sometimes suggested/
prescribed by physicians. It is noteworthy that
the most frequent reason given for choosing
these therapies was the absence of side-effects,
although serious doubts of the safety of such
treatments have been raised (7). The sample
herein analyzed does not fully represent the
general population, since the patients were
selected only in allergy units; this fact
explains why we believe that the use of
unconventional medicine is generally
underestimated. As far as allergy is
specifically concerned, more than 33% of
patients used unconventional therapies to
treat their allergy, although a demonstration
of the efficacy of these treatments is lacking
(8). This fact suggests that a defect in patient
education and information may be a reason for
the nonoptimal treatment of allergic diseases.
Finally, we urge further trials in various
countries to evaluate the global European
impact of such treatments for allergic

diseases.
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Long-term treatment of asthma
with fB,-agonists
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® OuT of 25000 patients with chronic
bronchial asthma treated in the years 1980-8

at the allergology

outpatient clinic of With this therapy,

the Grochow there is a risk of
Hospital in Warsaw, impaired clinical
condition and sudden

death.

the following four

groups of patients

were isolated:

Group I) 123 patients aged 18—45 years,
including 73 women aged 18-45 (mean 30)
years treated at the time of observation

beginning with inhalations of adrenocortical

steroids (Beclocort or budesonide) 0.2-1.3 mg
daily, mean dose 0.8 mg/day, and with
methylxanthines 600-700 mg daily and
expectorants.
Group II) 118 patients aged 20-50 (mean 38)
years, including 68 women aged 19-46 (mean
39) years, treated at observation beginning
with similar doses of steroids 0.4-1.0 mg daily
(mean 0.6 mg) with short-acting adrenergic
receptor agonists (fenoterol) 0.6-1.2 mg (mean
0.8 mg) daily, and expectorants.
Group III) 108 patients aged 20-50 (mean 38)
years, including 42 women aged 19-31 years.
They received steroids 0.2-1.2 mg, mean
0.7 mg daily, drugs from the atropine group
(Atrovent) in daily doses of 0.075-0.15 mg
(mean 0.12 mg), and expectorants, like the
other group.
Group IV) 58 patients aged 29—42 years, mean
38 years, including 28 women aged 3041
(mean 36 years), treated at observation
beginning with inhaled steroids in daily doses
of 0.4-1.2 mg (mean 0.8) with
methylxanthines 600-80o mg daily, and
B,-adrenergic receptor agonists (fenoterol)
0.6 mg daily. They were also given
expectorants.

The diagnosis of bronchial asthma was
based on history data, spirometric
measurements, and treatment with steroids

for at least 2 years. The doses of steroids were
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chosen by the patients, who were told to
increase them until no dyspnea at rest was
experienced. B,-adrenergic receptor agonists
and atropine derivatives were taken
systematically only by patients not tolerating
methylxanthines. These patient groups were
observed for 7 years with the following control
examinations repeated at 2-3-month
intervals: physical examination and
spirometric determination of serum
potassium, sodium, and magnesium levels.
Morphologic evaluation of blood and chest
radiography were done once a year. The steroid
doses taken by the patients daily were noted in
diaries, and the doctor confirmed and
prescribed them during control examinations.
The obtained results were analyzed by
Student’s t-test.

As shown in Table 1, after 7 years of follow-
up in the group of patients treated with
adrenal corticosteroids and B,-adrenergic
agonist, pulmonary spirometric indices were
statistically significantly decreased: FVC from
3.33 to 2.1 (P<o.01) and FEV, from 2.8 to 1.5
(P<o.01). Similar worsening of pulmonary
spirometric indices was observed in group III
of the patients treated with steroids and
atropine derivatives: FVC from 3.04 to 1.8
(P<o.01) and FEV] from 2.3 to 1.01 (P<o0.01).
No worsening of pulmonary spirometric

indices was observed in the group of patients

Table 1. Sudden deaths, spirometric parameters, and mean daily doses of

corticosteroids with investigated patients

Spirometric corticosteroids

parameters
Investigated 1 year 7 years 1 year after 7 years Sudden death
n=407 x+SD x+SD mg/day mg/day

X+SD x+SD

Group | Fvai 3.01(1.2) 3.0(1.3) 0.8 (0.4) 0.7 (0.5)
n=123 FEV4/l  2.40 (0.9) 2.86 (0.9)
Group I FVdI 3.33(1.2) 1.89 (1.3) 0.6 (0.4) 4.2 (2.8) 6 patients
n=118 FEV4/l  2.80(1.34)  1.50(0.9)
Group I FVdI 3.04 (1.2) 1.70 (0.8) 0.7 (0.5) 3.7 (2.1) 3 patients
n=108 FEV4/l  2.30(1.1) 1.80 (0.9)
Group IV Fvai 3.98 (1.9) 3.0 (2.1) 0.4 (0.6) 0.6 (0.6)
n=58 FEV4/l  2.80 (1.1) 2.36 (1.4)
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