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The prevalence of latex allergies has been on the increase along with the greater use of rub-
ber products in daily life, medical, dental and occupational settings. Allergic reactions to latex
can take two clinical forms of either contact dermatitis or immediate hypersensitivity reactions,
which are provoked by the natural latex proteins or chemical additives used in the manufacturing

process, respectively.

A 25-year-old female, an operating room nurse, complained of recurrent pruritic erythematous
wheals on both hands after the wearing of latex rubber gloves. The prick test and the usage test
to the latex gloves were positive, and the RAST was class 3. To the best of our knowledge, this
is the first case report of contact urticaria from latex rubber gloves in Korean dermatologic lit-

erature. (Ann Dermatol 11(4) 260~262, 1999).
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Allergy to natural latex affects people routinely ex-
posed to rubber products. As the use of rubber
products has increased recently, the incidence of
latex allergy has been greatly increased. Hypersen-
sitivity reactions to rubber could result in ur-
ticaria, contact dermatitis, rhinitis, conjuctivitis,
angioedema, anaphylaxis, and even death. Be-
cause of the potential risk of severe problems
caused by a latex allergy, dermatologists should be
aware of the prevalence, symptoms, diagnosis, and
the management of latex allergies.

Herein we report a case of contact urticaria
caused by hypersensitivity reaction to latex.

CASE REPORT

A 25-year-old female, an operating room nurse,
complained of recurrent pruritic, erythematous
wheals on both hands for 3 years, which occured sev-
eral minutes after wearing surgical gloves. The
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eruption cleared when she was away from work
and recurred during her job. She has a past history of
hand eczema and atopy and denied any food aller-
gies. Family history was non contributory. There
was no abnormality in physical examination. At
the time of the first evaluation, there was no skin le-
sion except some scratch marks on the dorsum of the
hands (Fig. 1). She had positive patch tests to
cobalt, nickel, fragrance mix, captan in the European
standard patch test series, but was negative to rubber
series. Scratch patch tests to rubber additives (thiu-
ram mix, mercaptobenzothiazole, and carbamate
mix) and latex rubber itself were also negative. A
routine prick test was negative. A prick test with a
latex solution, prepared by the incubation of
twenty pieces of lem’ sized latex glove in 5ml of nor-
mal saline for 24 hours, elicited 4+, which meant a
greater reaction than histamine (Fig. 2). A usage test,
wearing a rubber glove on a wet hand, showed
several localized pruritic wheals with flare on her
hands within 20 minutes. The prick test for some
foods which might be cross-react with rubber protein,
such as banana, wheat grain, spinach, and tomato,
were negative (Fig. 2). The latex RAST result was
class 3, and the concentration was 4.08.
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Fig. 1. The prick test showed a positive reaction to the
latex solution and a negative reaction to other possible
cross-reactants and rubber additives (arrows; wheal, ar-
row heads; erythema).

DISCUSSION

Natural latex, the milky fluid from Hevea
brasiliensis tree, contains approximately 33% of
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rubber (cis 1,4-polyisoprene), 2% resin, 65% water
and 1.8% protein'. During the manufacturing
process of glove production, many chemicals in-
cluding antioxidants, accelerators, stabilizers and
vulcanizers are added to improve its properties’.
Such additives and latex protein (rubber particles, lu-
toids, Frey Wyssling particles) could be the cause of
latex allergies.

Two types of allergic reactions to rubber prod-
ucts are now known: type [ (immediate type)
and type IV (delayed type hypersensitivity). Type |
reaction is provoked by small latex protein
through Ig E-mediated mechanism and the diag-
nosis is usually made by Prick test or RAST. Type IV
reaction is caused by manufacturing additives
through the cell-mediated mechanism and can be di-
agnosed by patch testing’.

Anaphylactic reactions have most often been
caused by exposure to surgeon’s latex gloves, during
abdominal or genitourinary surgery or by other
sources of mucosal exposure to latex such as barium
enema catheter tips or endotracheal ballooning4. La-
tex is known to cause at least 10% of all intraoper-
ative anaphylactic reactions’.

Contact dermatitis through delayed hypersensi-
tivity reaction usually develops several hours to
days after exposure to latex. The symptoms of con-
tact dermatits to latex, including itching, redness,
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Fig. 2. Usage test; (A) before test, (B) multiple, pruritic, erythematous wheals develop 20 minutes after the applica-

tion of latex gloves.
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and occasional blistering in areas of direct con-
tact, are similar to that of other contact dermatitis
which is caused by nickel or poison ivy®.

The prevalence of latex sensitivity in the general
population was reported as 0.13% to 7.9% according
to diverse references’”’. Among the health care
workers and operating room nurses, the preva-
lence rate is known to be 12% and 11%, respec-
tively®".

Groups at high risk to latex allergies are those
with occupational exposure to latex such as medical
personnel and rubber industry workers, patients
who have undergone multiple surgical procedures
from congenital anomalies, and persons who have
had repeated enema or condom users. And the in-
cidence of latex allergy increases in persons with
preexisting hand eczema, a personal history of
atopy or a fruit allergy and female’.

Several foods share a cross-reactivity with latex, es-
pecially avocados, bananas, chestnuts, kiwis,
peaches, mangoes'', and some inedible plant proteins
such as profilin and ficin also show a cross-reac-
tion with latex'*".

Physicians, nurses, and dentists are at greater
risk of becoming allergic to latex because of many
medical instruments made of latex. These medical
instruments include surgical and examination
gloves, catheters, intubation tubes, anesthesia
masks, baloons, tourniquets, and dental dams. Ac-
cording to Jones et al, about 70% of symptomatic
medical personnel show latex sensitivity'.

There are many kinds of tests for the diagnosis
of latex allergy, which include the prick test,
RAST, the use test, the rub test, the scratch
chamber test, the intradermal test, the patch test,
and latex specific antibody assays. Among these,
the prick test is the most sensitive. Therefore, it is
suggested to be the standard method to detect latex
allergy’.

The management of latex allergy includes avoid-
ance of direct contact with latex proteins, the use of
latex substitutes such as Tactylon, the use of powder-
free gloves to reduce aeroallergens, and the relief of
symptoms with topical steroids and oral antihista-
mines.

Nowadays, the greater use of rubber materials in
daily products and medical instruments brings
with it the higher chance of exposure to latex.
Much concentration has been focused on latex al-
lergies because it may lead to unexpected occupa-
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tional problems or even death. Dermatologists
should be aware of the importance of the latex al-
lergy and try to find the exact antigen of latex al-
lergy, and the methods of prevention, for the ef-
fective management of latex allergy.
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