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Chronic upper airway inflammation is amongst themost prevalent chronic disease entities

in the Western world with prevalence around 30% (rhinitis) and 11% (rhinosinusitis).

Chronic rhinitis and rhinosinusitis may severely impair the quality of life, leading to a

significant socio-economic burden. It becomes more and more clear that the respiratory

mucosa which forms a physiological as well as chemical barrier for inhaled particles, plays

a key role in maintaining homeostasis and driving disease. In a healthy state, the mucosal

immune system provides protection against pathogens as well as maintains a tolerance

toward non-harmful commensal microbes and benign environmental substances such

as allergens. One of the most important players of the mucosal immune system is

immunoglobulin (Ig) A, which is well-studied in gut research where it has emerged as

a key factor in creating tolerance to potential food allergens and maintaining a healthy

microbiome. Although, it is very likely that IgA plays a similar role at the level of the

respiratory epithelium, very little research has been performed on the role of this protein

in the airways, especially in chronic upper airway diseases. This review summarizes what

is known about IgA in upper airway homeostasis, as well as in rhinitis and rhinosinusitis,

including current and possible new treatments that may interfere with the IgA system.

By doing so, we identify unmet needs in exploring the different roles of IgA in the upper

airways required to find new biomarkers or therapeutic options for treating chronic rhinitis

and rhinosinusitis.

Keywords: rhinitis, rhinosinusitis, allergy, polyps, epithelium, mucosal immunity, IgA

INTRODUCTION

Chronic inflammatory upper airway diseases are among the most prevalent chronic disease entities
impacting the life of about 25% of the population in the Western World (1, 2). The most common
presentation form of upper airway disease is rhinitis, which is defined as an inflammation of
nasal mucosa, leading to symptoms of nasal blockage, rhinorrhea, sneezing and itch (3). Acute
rhinitis or common cold has mostly an infectious origin, while the most frequent cause of chronic
rhinitis is IgE-mediated allergic inflammation. When the inflammation extends to the mucosa of
the paranasal sinuses, it is addressed as rhinosinusitis, which has been shown to affect about 11%
of the European population (4). Chronic rhinosinusitis (CRS) is a very heterogeneous disease that
can present either with or without nasal polyposis (CRSwNP or CRSsNP, respectively). Recently,

https://www.frontiersin.org/journals/allergy
https://www.frontiersin.org/journals/allergy#editorial-board
https://www.frontiersin.org/journals/allergy#editorial-board
https://www.frontiersin.org/journals/allergy#editorial-board
https://www.frontiersin.org/journals/allergy#editorial-board
https://doi.org/10.3389/falgy.2022.852546
http://crossmark.crossref.org/dialog/?doi=10.3389/falgy.2022.852546&domain=pdf&date_stamp=2022-03-09
https://www.frontiersin.org/journals/allergy
https://www.frontiersin.org
https://www.frontiersin.org/journals/allergy#articles
https://creativecommons.org/licenses/by/4.0/
mailto:valerie.hox@uclouvain.be
https://doi.org/10.3389/falgy.2022.852546
https://www.frontiersin.org/articles/10.3389/falgy.2022.852546/full


Sánchez Montalvo et al. IgA in Upper Airway Disease

due to the development of novel biotherapeutics options, CRS
is being classified according to its inflammatory subtype (5, 6).
The majority of Caucasian CRSwNP patients present with an
eosinophilic type 2 inflammatory subtype, as well as 50% of the
CRSsNP population (2). Type 2 inflammation is characterized
by the presence of Th2 and ILC2 cells and the secretion of IL-
4, IL-5, and IL-13 leading to the accumulation of eosinophils
and mucus production. In this type 2 patient group, a substantial
proportion of patients (especially those with severe disease) are
colonized with Staphylococcus aureus and show a polyclonal
IgE response toward its enterotoxins (7). Yet, still a lot of
open questions remain regarding its pathophysiology and disease
modulation. The remaining half of CRSsNP patients, as well as a
minority of CRSwNP patients, are characterized by a non-type 2
inflammation (2). This consists of a mix of Th1, Th17, and Th22
cells, in the absence of IgE (2), leading to the secretion of IL-6,
IL-8, TNFα, and IFNγ resulting in neutrophilic inflammation.
The disease drivers and molecular mechanisms underlying this
non-type 2 CRS are even less understood than NP disease.

Currently, patients are frequently managed by corticosteroids,
antibiotics or, more recently, biologicals. Despite these
treatments, still a substantial number of patients remains
poorly controlled (8) and more insight in disease mechanisms
is needed to develop novel therapeutic options, with
less side-effects.

Although some light has been shed on the pathophysiology
of rhinitis and rhinosinusitis in the past decade, still a lot of
question marks remain regarding disease drivers and modifiers
of chronic inflammatory upper airway diseases. The nose and
sinuses are situated at the entrance of the airways, and therefore
encounter a plethora of inhaled agents each day, which need to
be dealt with by the nasal mucosal lining and its immune system.
In case of failure of this mucosal barrier to maintain tolerogenic
immune responses against environmental or microbiota-derived
antigens, chronic inflammation can arise leading to the above-
mentioned pathologies. Within the humoral immune system,
immunoglobulin E (IgE) receives most of the attention because
of its well-studied role in allergic rhinitis (AR) (3) and in CRS
with NP (CRSwNP) (9), however, the potential contribution of
other immunoglobulins in rhinitis and rhinosinusitis has been
very little studied. Interestingly, immunoglobulin A (IgA) is the
most abundant immunoglobulin in nasal secretions where it is
considered an innate immunoprotein that contributes to the
first-line immune defense toward inhaled antigens (10). Data on
the role of IgA and its receptors in the upper airways is partly
coming from individuals presenting with selective IgA deficiency
(SIgAD). SIgAD is defined as decreased or absent levels of IgA
in the serum (generally <7 mg/dl) with normal levels of IgG
and IgM. It is the most common immune deficiency worldwide
estimated to affect around 0.7% of the Caucasian population (4).
In addition to these low serum levels, it has been demonstrated
that these patients, show absent or very low production of IgA at
the level of their upper airways (11). Initially, the role of IgA in the
upper airways was considered passive, since these individuals do
not present with an overt infectious or inflammatory phenotype.
However, recent research suggests a more active role of IgA
in immunity (12), and disturbances in IgA biology have been

linked to the pathophysiology of rhinitis (13, 14) and chronic
rhinosinusitis (15).

In this review, we summarize what is currently known in
literature on the role of IgA in upper airway homeostasis as well
as disease. We discuss how current treatments for upper airway
pathology might interfere with IgA biology and which novel
opportunities might be explored to make upper airway disease
patients benefit from this immunoprotein.

IGA BIOLOGY

IgA was first described in 1953 and is the most abundant
immunoglobulin produced in external fluids (16). Human IgA
comprises two heavy and two light chains and it occurs in 2
isotype forms, IgA1 and IgA2. Serum IgA, which predominantly
consists of monomeric A1 (80%), is produced in the bone
marrow, while in secretory IgA there is an increased proportion
of IgA2, the subtype that is relatively more resistant to enzymatic
degradation (17).

Serum IgA is largely present as a monomer in humans and
it can bind to various receptors expressed by granulocytes,
monocytes, macrophages, dendritic cells (DC), and eosinophils,
including the myeloid-cell-specific type I Fc receptor for IgA
(FcαRI or CD89), the Fcα/Fcµ receptor, the asialoglycoprotein
receptor, and the transferrin receptor (18). The effector
functions of these receptors remain poorly understood and
involve both pro-inflammatory as well anti-inflammatory
pathways. Anti-inflammatory signals are generated by FcαRI
upon binding of monomeric IgA, whereas pro-inflammatory
FcαRI-dependent responses are induced by IgA immune
complexes (19).

Although IgA is present in the serum, its main known
functions are elicited at the mucosal level under the form of
secretory IgA (S-IgA) which is almost entirely produced locally
by plasma cells. The luminal epithelium is continuously exposed
to exogeneous antigens, which are taken up by subepithelial
antigen presenting cells (APC). These APCs then process
the antigens and induce mucosal immune responses in local
lymphoepithelial structures which are generally addressed as
mucosa-associated lymphoid tissue (MALT). At the mucosal
barrier of the upper airways, this MALT is contained in the
nasopharynx, across the nasal epithelium and at the level of
the tonsils and adenoids (Waldeyer’s ring), which is addressed
as the nasal-associated lymphoid tissue (NALT) (20). Generally,
in MALT, naïve B-cells are primed by T-cells that have been
activated by APCs that have processed their luminal antigen.
In response to this activation, B-cells in the follicles will
undergo somatic hypermutation leading to the development of
memory cells and the production of antigen-specific antibodies,
among which IgA. IgA production typically occurs in response
to transforming growth factor-β1 (TGFβ1), that activates the
specific promoters responsible for IgA class switching. This
makes TGFβ1 essential for the induction of T-cell-dependent
IgA class switching. In addition to TGFβ1, it has been described
that IgA switching can also occur through B-cell activation in
combination with other cytokines, such as interleukin-2 (IL-2),
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IL-4, IL-5, IL-6, and IL-10 (20–26). The MALT provides a unique
environment that promotes the development of IgA-producing B
cells (27), meaning that primed B-cells in the MALT system that
have encounter their cognate antigen, mature into conventional
B2 cells that produce antigen-specific IgA (28, 29). These cells
will then home to the sinonasal epithelium where they will
differentiate into IgA-secreting plasma cells and provide a specific
defense against harmful antigens.

On the other hand, to be able to provide an immediate IgA
response to inhaled antigens, B-cells can also be instructed to
produce non-specific, polyreactive IgA in a T-cell independent
way. Certain T-cell independent antigens do this by directly
activating B cells; e.g., lipopolysaccharide (LPS) via Toll-like
receptors (TLRs) (30) or polysaccharides through the BCR
(31). Also, retinoic acid has been shown to induce a selective
IgA class switch in B cells (32). Other T-cell-independent
antigens induce an IgA class switch in an indirect way, via
promoting the production of B-cell activating factor (BAFF),
and a proliferation-inducing ligand (APRIL) in DCs that lead
to the B-cell production of IgA1 and IgA2, respectively (33,
34). But also epithelial cells and local stromal cells may
contribute to T cell-independent production of local IgA by
secreting thymic stromal lymphopoietin (TSLP), IL-6, IL-10,
BAFF, and APRIL (35). TACI (transmembrane activator and
CAML interactor), a transmembrane receptor of the TNF
receptor family that is expressed on B-cells, binds BAFF and
APRIL and this interaction plays a major role in the class
switch to IgA. The B-cells that have been activated via this
T-cell independent system, are more of an innate type B-cell
(B1 cells) and they have been described in the gut to secrete
unmutated or “natural” IgA. This natural IgA shows spontaneous
antigenic specificities to naturally occurring epitopes at the
surface of erythrocytes, thymocytes and microorganisms such
as phosphorylcholine or LPS (35). These polyreactive antibodies
recognize multiple antigens with low affinity and are therefore
able to provide limited protection against a plethora of
pathogens (36–38).

After secretion by plasma cells homed to the lamina propria,
IgA forms dimers comprising two IgA monomers that are
covalently linked to a polypeptide known as the J-chain (39).
The J-chain of the dimeric IgA (d-IgA) can bind to the
polymeric immunoglobulin receptor (pIgR) that is expressed
at the basolateral site of nasal epithelial cells and the d-
IgA/pIgR complex is then transcytosed toward the mucosal
lumen. Once the apical site of the epithelium is reached, a
proteolytic cleavage occurs and d-IgA is released, bound to the
main and heavily glycosylated part of the extracellular domain
of pIgR, known as secretory component (SC), to form secretory
IgA (S-IgA). SC protects the complex from proteolysis. In the
gut, it has been shown that S-IgA binds to the mucus layer
covering the epithelial cells, reinforcing the mucosal barrier,
making it capable of neutralizing threats before they reach the
epithelial cells. It also mediates the transepithelial transport of
the bound antigen from the intestinal lumen to the MALT
where it is then internalized by DCs in the subepithelial region
(40). Figure 1 summarizes the most important pathways of the
IgA/pIgR system.

ROLE OF IGA IN UPPER AIRWAY
HOMEOSTASIS

In contrast to most other antibodies, IgA has both
immunosuppressive and pro-inflammatory characteristics.
Because of this feature, IgA is one of the most important
molecules in maintaining a homeostasis at the mucosal barrier,
which is permanently exposed to an enormous variety of both
harmful and harmless (even beneficial) antigens. In the gut, IgA
has shown to promote mucosal homeostasis in three different
ways: [1] by neutralizing potentially hazardous microbes, [2]
by shaping the composition of the commensal microbiota, and
[3] by preventing inappropriate inflammatory responses to
microbial and food antigens. Although, fewer data is available
on these functions of IgA in the airways, similar mechanisms
might be playing in respiratory mucosal homeostasis. Figure 2
summarizes the most important pathways of IgA in both
homeostasis and bacterial/allergen-induced inflammation.

Induction of Mucosal Tolerance Against
Harmless Antigens
Besides its role of a neutralizing antibody that excludes antigens,
S-IgA has also a function in antigen sampling, allowing a selective
transcytosis of antigens from the lumen to the MALT (40).
Not all encountered antigens form a threat for the host and
it is essential that not all antigens lead to an activation of the
immune system in order to avoid the development of aberrant
inflammatory responses. Ideally, this means that upon inhalation
of a harmless antigen, a suppression or down-regulation of the
immune effector cell responses is induced and this immune
suppressive effect is addressed as mucosal tolerance.

S-IgA is a key player in maintaining this mucosal tolerance,
mainly because of is its inability to trigger an inflammatory
response after binding its specific receptor FcαRI individually.
FcαRI, which is expressed by the myeloid cell compartment,
needs to collaborate with other receptors as mentioned above in
order to amplify or inhibit the production of certain cytokines.
The binding of IgA to its antigen leads to the formation of
immune complexes (ICs) and their capacity to induce either
tolerance or inflammation via the FcαRI depends on the absence
or presence of a second signal. In the absence of additional
signals, the recognition of ICs by FcαRI facilitates the uptake
of antigens which leads to only a partial activation of DCs
and does not trigger any proinflammatory responses (41). This
function is key in the induction of the development of mucosal
tolerance to, e.g., certain inhaled allergens where S-IgA seems to
play a role (see below), although still very little is known about
its mechanisms.

Protection Against Pathogenic Infections
In addition to maintaining the mucosal tolerance, S-IgA plays an
important role in the first-line immune defense against harmful
inhaled agents such as pathogenicmicrobiota. It is able to provide
this defense function through different mechanisms at different
locations within the mucosa.

IgA can bind microbes in both a canonical and non-canonical
way (42). Canonical binding includes Fab region-dependent
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FIGURE 1 | IgA biology. Isoforms of IgA are illustrated in upper-left square. In the Nasal Asocciated Lymphoid Tissue (NALT), antigen-specific and polyreactive IgA is

produced by B2 and B1 cells, respectively, and secreted in the lamina propria by plasma cells as dimeric IgA (dIgA). The polymeric immunoglobulin receptor (pIgR) is

responsible for its transepithelial transport toward the lumen, where dIgA is released bound to the secretory component (SC). The complex IgA/SC is what we know

as secretory IgA (S-IgA). In the lumen, S-IgA binds toxins and allergens in either a canonical and/or non-canonical way to perform its main roles: neutralization and

immune exclusion, preventing bacterial colonization by invasive species (panel inserts). Antigen-activated T-cells induce an IgA class switch in B-cells, typically in the

presence of Transforming Growth Factor beta (TGF-β), or other mediators secreted by dendritic cells (DC) or epithelium. T-cell independent IgA class switch occurs

either via direct antigenic activation of B-cells or via production of B cell activation factor (BAFF) and/or A proliferation inducing ligand (APRIL) by DCs. TSLP, thymic

stromal lymphopoietin; PRR, pattern-recognition receptor; TLR, toll like receptor; TACI, transmembrane activator and calcium modulating cyclophilin ligand interactor.

Created with BioRender.com.

binding of the antibody to the microbial antigen, while non-
canonical binding describes all other binding modalities that
are not determined by the complementarity determining regions
(CDR) at the end of the Fab arms.

One of the oldest functions attributed to S-IgA is immune
exclusion. Immune exclusion comprises of a series of events
being agglutination, mucus entrapment and clearance of the
airways (43). S-IgA first blocks the adherence of toxins and
bacterial surface antigens, such as adhesins or pili that promote
epithelial invasion by direct recognition of receptor binding
domains (44). Then, agglutination occurs via crosslinking of
IgA with microbial antigens, leading to the formation of
macroscopic clumps of pathogens. It has been shown in both
the gut as well as in the airways that those agglutinated
clumps are then entrapped in the epithelial mucus layer which
leads to their clearance out of the airways (45, 46). This

entrapment is mostly mediated thanks to the oligosaccharide
side chains of SC (47, 48) which emphasizes the advantages
of S-IgA over monomeric IgA in secretions. At the level
of the nasal mucosa, it has been shown that Fab-dependent
recognition of S-IgA of a specific Streptococcus pneumoniae
pilus protein, was required for binding to nasal fluid, leading
to bacterial agglutination and immune exclusion. Also in mice,
S-IgA treatment resulted in rapid immune exclusion of pilus-
expressing pneumococci from the airways (49). This S-IgA
function is addressed as passive immunity because it is able
to eliminate pathogens from the lumen without the initiation
of an adaptive immune response. In addition to eliciting this
passive immune function in the lumen, specific IgA antibodies
have also been shown to neutralize intracellular viruses (50)
or proinflammatory antigens such as LPS (51) while in transit
through the epithelium.
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FIGURE 2 | Suggested roles of IgA in homeostasis and disease. (A) Homeostasis panel: commensal bacteria colonize mucosal surfaces of the respiratory tract.

IgA-secreting plasma cells produce IgA that binds microbes with low affinity, preventing exclusion of coated bacteria. In this way, IgA coating controls the composition

of the microbiome by promoting growth of beneficial commensals. Isolated activation of FcαR on dendritic cells (DC) induces tolerance via the activation of T

regulatory cells. (B) Infection panel: pathogens that penetrate the epithelial layer will be opsonized by local dimeric IgA (dIgA) present in the subepithelial space. These

antibody-opsonized pathogens will activate DC by a double stimulation of both FcαRI and pathogen-recognition receptors (PRR), such as Toll-like receptors (TLRs).

This costimulation turns tolerogenic DCs into pro-inflammatory cells which induce an active adaptive immune response by activating T helper (Th) 1, Th17, and type 3

innate lymphoid cells (ILC). (C) Allergy panel: in atopic individuals, the uptake of allergens by DC results in an induction of a type 2 inflammatory environment with the

induction of Th2 cells and activation of ILC2 with an influx of eosinophils and production of antigen-specific IgE. In these sensitized individuals, re-exposure to

allergens causes a cross-linking of mast-cell bound IgE on mast cells, leading to their degranulation. Secretory IgA (S-IgA) is known to bind and activate eosinophils

and might promote this Th2 response. However, antigen-specific IgA is believed to act as a scavenger for allergen, preventing binding to its specific IgE. In the

pre-sensitization phase, antigen-specific S-IgA is believed to play an important role in inducing allergenic tolerance. BAFF, B cell activation factor; APRIL, A

proliferation inducing ligand; TSLP, thymic stromal lymphopoietin; PRR, pattern-recognition receptor; IgA-IC, IgA-immune complexes. Created with BioRender.com.

Nevertheless, although the rather poor complement activation
functions of IgA in comparison to IgG and IgM, subepithelial
dimeric (d) IgA is also able to activate an adaptive immune
response. Pathogens that penetrate the epithelial layer will be
opsonized by local d-IgA present in the subepithelial space.
Under homeostatic conditions, IgA-opsonized pathogens are
scarce in the lamina propria, but become very high on invasion
by microorganisms during infection. These antibody-opsonized
pathogens will not only activate FcαRI but also pathogen-sensing
receptors, such as Toll-like receptors (TLRs), providing a second
signal to the same immune cell. The combination of these two
signals can then co-activate otherwise tolerogenic DCs into pro-
inflammatory cells which induce an active adaptive immune
response by activating T helper (Th)17 cells and type 3 innate
lymphoid cell (ILC) responses (52).

The importance of IgA in the protective anti-bacterial
immune response seems clear, since bacteria evolved into
developing anti-IgA or anti-FcαRI bacterial proteins that prevent
IgA-FcαRI interactions in order to avoid phagocytosis by FcαRI-
expressing cells (53).

IgA and Microbiome Homeostasis
It is known that the nose and paranasal sinuses house a
diverse microbiome with both commensal and pathogenic
bacteria (54, 55). In healthy individuals, commensal microbes
form a symbiosis with the host and they can even contribute
to the mucosal barrier against incoming external pathogens.
One of the most important functions of the mucosal immune
system is to distinguish between pathogenic agents and
innocuous commensals.
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Because both commensals and invading pathogens often
express similar antigens, the recognition of microbial structures
by pathogen recognition receptors (PRR) such as TLRs is
insufficient to explain how the mucosal immune system can
discriminate commensals from invading bacteria (52). In view
of the immunomodulatory capacities of IgA, it is believed that
this antibody plays a crucial role in this distinction which
has been investigated largely in the gut. Here, it has been
reported that IgA might be responsible for the maintenance
rather than elimination of indigenous bacteria to keep the
diversity in gut (56). At the level of the intestinal mucosa, it
is known that IgA binds to the surface of certain members
of the intestinal microbiota (it has been estimated that up to
74% of bacteria in the gut lumen are coated with S-IgA) and
for the majority of these microbes, this does not lead to their
clearance from the intestinal system (57). Recent publications
have revealed new properties of this IgA coating, including
the control of the host’s tolerance toward certain commensals
(58). Why certain microbes are IgA-coated and others not, still
remains a question mark. It has been suggested that IgA can
directly or indirectly modulate the gene expression of microbes
(59, 60) leading to different responses from epithelial or other
cells toward the bacteria depending on their IgA-coating (60).
Another explanationmight be that bacterial IgA-coating depends
on and might even control the pathogenicity of the microbe;
Palm and colleagues combined both human and murine samples
of chronic inflammatory bowel disease and found that IgA-
coating of microbiota determined the “colitogenic” capacity of
the concerned bacteria (61). More prove to support this theory
is coming from patients suffering from SIgAD that seem to
present with a dysbiosis of the gut microbiota, characterized
by overrepresentation of certain pathogenic species, as well
as a simultaneous underrepresentation of certain beneficial
commensals (62–64). It has also been shown that S-IgA coating
of micro-organisms can facilitate the formation of a biofilm that
favors the growth of slow-growing commensals while attenuating
that of pathogens (65).

There is some minor evidence that similar pathways
may be playing in the airways. For example, pIgR−/− mice
that completely lack S-IgA, show a persistent activation of
innate immune responses to resident lung microbiota, driving
progressive small airway remodeling and emphysema (66).
Interestingly, it has recently also been shown that disrupted
SIgA-microbiota interactions in the gut are linked to an
increased risk of developing allergies and asthma in children
(67). This does not only emphasize the importance of IgA-
microbial interactions in the development of allergies, but also
the potential systemic signaling and interchangeability of the
different microbial compartments in the human body.

ROLE OF IGA IN UPPER AIRWAY DISEASE

Unlike gastro-intestinal diseases, the role of IgA in airway
disease remains largely understudied. Up till now, some articles
have reported on its function in chronic obstructive pulmonary
disease (COPD) (68), asthma (68), and cystic fibrosis (69). Data

on the role of IgA and its receptors in upper airway disease
are even more scarce and mostly linked to what is known
from patients presenting with SIgAD. Despite the seemingly
critical roles of S-IgA, the majority of patients diagnosed with
SIgAD are asymptomatic. This might be explained by either
inadequate diagnostic testing or compensation mechanisms by
other immunoglobulins. Nevertheless, these patients seem to
present with more frequent respiratory infections, allergies,
and auto-immune diseases compared to patients with normal
IgA levels (70, 71). Below, we list what is known about the
contribution of IgA and its receptor to the different types of upper
airway dysfunction.

Role of IgA in Recurrent Upper Airway
Infections
Viral rhinitis or common cold is one of the most
common conditions in the world. In case of bacterial
superinfection, rhinitis will virtually always evolve to a
bacterial rhinosinusitis.

Due to the important role of IgA in first line defense
against inhaled pathogens, leading to their neutralization and
elimination out of the respiratory tract, people presenting with
SIgAD are expected to suffer from recurrent airway infections.
Indeed, epidemiological studies haves shown that recurrent
infections of the respiratory system are the most common finding
in patients with SIgAD (72); upper airway infections, including
recurrent rhinitis and rhinosinusitis are found in 48–78% of these
patients (71–73). However, as mentioned above, not all patients
experience this problem and this might be due to a compensatory
function of IgM, which has functional similarities to IgA and is
often increased in these individuals.

IgA has shown to be very effective at tackling viruses in
virus-infected epithelial cells and in redirecting antigens to
the lumen when they enter the lamina propria (74). Upper
airway infection with certain viruses such as rhinovirus (75),
influenza (76), and SARS-CoV2 (77) has shown to induce an
increase of S-IgA in the nasal lavage and for influenza, it has
been proven that this nasal S-IgA plays an important role in
the protection against viral infection in humans (76). This is
supported by murine studies where transfer of nasal IgA from
immunized to naïve mice leads to protection against influenza
infection (78) and mice lacking S-IgA have increased viral
load after intranasal challenges (79). No articles are currently
discussing the role of IgA in the development of acute bacterial
rhinosinusitis, however, patients with cystic fibrosis and CRS
who were chronically infected with Pseudomonas aeruginosa,
showed increased S-IgA concentrations in their nasal secretions
(69, 80). At the level of the lower airways it has been shown that
reduced respiratory S-IgA production can lead to an increased
susceptibility toward P. aeruginosa (81). More proof of the
importance of S-IgA in the prevention of recurrent upper airway
infections is coming from endurance athletes. Strenuous exercise
has shown to decrease S-IgA production asmeasured in the saliva
and there is evidence that this decrease is linked to the occurrence
of increased upper respiratory tract infections witnessed in elite
athletes (82–84).
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Role of IgA in Allergic Rhinitis
Allergic rhinitis (AR) is the most common cause of chronic
rhinitis and its prevalence is situated between 23 and 30%
in Europe (85). In genetically predisposed atopic individuals,
DCs that are exposed to respiratory allergens induce an
immunological shift of T-cells toward the Th2 subtype with a
production of allergen-specific IgEs by activated B-lymphocytes.
After this sensitization phase, re-exposure leads to a crosslinking
of the allergen with the mast cell-bound specific IgEs which
causes mast cell degranulation and acute allergic symptoms (3).
Th2 related cytokines such as IL-4, IL-5, IL-13 attract eosinophils
to the nose that release cytotoxic granule proteins and other
products (such as lipids and extracellular traps) in the nasal
mucosa, giving rise to airway oedema, damage, and remodeling.

Several studies have shown that S-IgA is a potent stimulus
for eosinophils and among all immunoglobulins S-IgA even
represents the main trigger of eosinophil degranulation, possibly
due to eosinophils expressing a specific receptor for SC (86, 87).
Blood eosinophils incubated with S-IgA in vitro release large
amounts of eosinophil cationic protein, eosinophil peroxidase,
eosinophil-derived neurotoxin, as well as IL-4 and IL-5 (88,
89). In addition to eosinophils, basophils also degranulate on
activation by S-IgA and S-IgA may thus favor a Th2 profile
through the modulation of the cytokine response of these cells
(90). In AR patients, nasal allergen challenge induces a biphasic
increase of IgA in the nasal mucosa (91), similar to IgE, and
specific nasal IgA responses have been reported in patients with
AR sensitized to house dust mite (92), grass (93), ragweed (94),
birch pollen (95), and red cedar (96). In the latter study, IgA levels
in nasal lavages were shown to correlate with nasal symptoms
(96). Nevertheless, this view of the IgA response as a pathogenic
mechanism in AR acting along with IgE, is contested by several
observations: first, SIgAD or delayed serum IgA production in
childhood is a well-known risk factor for atopy (97, 98) and
patients with sIgAD suffermore frequently fromAR compared to
the general population (71, 72). Second, in contrast to the specific
IgE response, there is evidence that the production of allergen-
specific IgA seems to play a rather protective role leading to the
induction of tolerance toward the respiratory allergens. Healthy
individuals show for example allergen-specific IgA antibodies
but no IgE, and allergic patients show lower total IgA levels
and a relative deficiency in allergen-specific IgA antibodies in
their serum compared to healthy controls (13, 14). In neonatal
studies, S-IgA in breast milk has been linked to reduced risk
for developing atopic diseases (99–102). At a later age, high
salivary S-IgA levels were associated with less development of
allergic symptoms in a group of sensitized Swedish children
(103). Also, a biopsy study performed in adult AR patients
showed reduced levels of tissue IgA compared to healthy controls,
which was linked to a decreased pIgR expression at the level of
the epithelium (15). In addition to these human data, several
animal studies support this theory of a protective role of IgA in
AR.One study showed that intranasal administration of ragweed-
specific IgA protected against allergic inflammation in sensitized
mice (104). Another murine study showed that the production
of specific IgA in neonatal mice prevented the development of
cockroach allergy (105).

More evidence for this tolerance-inducing role of IgA is
coming from allergen immunotherapy (AIT) research as will be
discussed below. However, the mechanisms by which IgA can
prevent or modulate AR still need to be elucidated.

Role of IgA in Non-allergic, Non-infectious
Rhinitis
In about 20–30% of chronic rhinitis patients, no infection nor
IgE-mediated allergy can be demonstrated and this pathology
is addressed as non-allergic, non-infectious rhinitis or short
“NAR” (106). NAR comprises a heterogeneous group of chronic
rhinitis subtypes, such as drug-induced rhinitis, hormonal-
induced rhinitis and occupational rhinitis. However, in about
50% of the NAR patients, no specific causal factor can be found
and this is addressed as idiopathic rhinitis (IR) (107). The disease
mechanisms of NAR patients are much less studied than their
allergic peers and to our knowledge, no studies have investigated
the course nor the role of IgA in NAR.

Role of IgA in Chronic Rhinosinusitis
Regarding IgA in CRS, it has been reported that 16.7% of patients
with CRS have low levels of IgA with 6.2% of them matching
the definition of SIgAD (108). Conversely, SIgAD present more
frequently with CRS (up to 78%) compared to individuals with
normal antibody levels (72).

Several studies have studied the IgA production in CRS
patients (Table 1). At the serum level, all studies seem to agree
that no significant differences are detected between CRS patients
and controls (111, 116). However, at the level of local IgA
production, differences are detected between CRS patients and
healthy controls. Four studies found higher levels of IgA (total
and/or IgA1) in sinus tissue from patients with CRSwNP (15,
109, 113, 115) and three of them showed increased numbers
of IgA+ plasma cells (109, 113, 115). Two studies reported
also on an overexpression of BAFF, an important inducer of
local IgA class switching, in CRSwNP patients (112, 115). These
findings indicate an increase in the local IgA production by type
2 inflamed polyp tissue (as is the case for IgE) and most of
the plasma cells detected in NP tissue are actually of the IgA
producing type (118). One recent article suggests the possibility
of local conversion of bacterial antigen-specific IgA to IgE that
might occur in a Th2 environment (110), but more insight is
needed to confirm its relevance.

With regards to S-IgA levels in nasal secretions, results are
a bit less straightforward; while a large study performed by
Tsybikov et al. (114) found increased S-IgA levels in 54 patients
with CRSwNP compared to 40 healthy controls, this increase
was not in keeping with the—smaller—study by Hupin et al.
(15). Although, they confirmed the previously described increase
in tissue IgA in CRSwNP patients, this was not translated
into higher S-IgA levels in the nasal secretions, but rather
due to an accumulation of IgA in the subepithelial tissue.
This could be explained by the fact that CRSwNP patients
showed significantly lower expression levels of pIgR on their
epithelium, leading to a reduced transepithelial transport of
the immunoglobulin. Although, no significant differences in
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TABLE 1 | Human studies investigating the role of IgA in CRS.

References Populations IgA expression in tissue IgA in serum IgA in secretions pIgR expression tissue

Aazami et al. (109) 36 CRSwNP, 12 CRSsNP,

and 22 healthy controls

- Increase of total IgA+ cells in the lamina

propia of both CRS groups

Not investigated Not investigated Not investigated

- Increase of total IgA+ cells in the

epithelium of patients with CRSwNP

- Increase of total IgA and IgA1 in patients

with CRSwNP (protein level)

Takeda et al. (110) 46 CRSwNP and 15 healthy

controls

- No significant differences in patients

with CRSwNP

Not investigated Not investigated Not investigated

- IgE class switching from IgA-producing

B cells in patients with CRSwNP

Aazami et al. (111) 10 CRSwNP, 10 CRSsNP,

and 10 healthy controls

Not investigated - No significant differences in

total IgA levels and subclasses

(IgA1, IgA2) in serum

among groups

Not investigated Not investigated

Dilidaer et al. (112) 25 CRSwNP, 12 CRSsNP,

and 10 healthy controls

- Increase of BAFF in patients

with CRSwNP

Not investigated Not investigated Not investigated

Sokoya et al. (113) 6 CRSwNP, 6 CRSsNP, and

6 healthy controls

- Increase of IgA+ cells in patients

with CRSwNP

Not investigated Not investigated Not investigated

- Increase of IgA expression in patients

with CRSwNP

Tsybikov et al.

(114)

54 CRSwNP, 46 CRSsNP,

and 40 healthy controls

Not investigated Not investigated - Increased sIgA in both

CRS groups, being more

pronounced in patients

with CRSwNP

Not investigated

Hupin et al. (15) 10 CRSwNP, 13 CRSsNP,

and 20 healthy controls

- Decrease of IgA in patients with

CRSwNP

Not investigated - No significant differences

among groups

- Decrease of pIgR in patients

with CRSwNP

- Decrease of specific IgA

vs S. aureus enterotoxin B

in patients with CRSwNP

- Decrease of SC concentration

in CRSwNP (in

nasal secretions)

Kato et al. (115) 60 CRSwNP, 39 CRSsNP,

and 30 healthy controls

- Increase of IgA in patients with CRSwNP Not investigated - Increase of BAFF in

patients with CRSwNP

Not investigated

- Increase of BAFF in patients

with CRSwNP

- Increase of BAFF in patients

with CRSwNP

Van Zele et al.

(116)

15 CRSwNP, 15 CRSsNP,

and 10 healthy controls

- Increase of IgA levels in patients

with CRSwNP

- No significant differences in IgA

levels among groups

Not investigated Not investigated

Tan et al. (117) 44 CRSwNP, 25 CRSsNP,

and 22 healthy controls

- Increase of total IgA levels in patients

with CRSwNP

Not investigated Not investigated Not investigated

Chee et al. (108) 78 patients with refractory

sinusitis

Not investigated - Below-normal range IgA levels

in 13 of 78 patients

Not investigated Not investigated

Sánchez-Segura

et al. (118)

19 CRSwNP, patients’

peripheral blood as control

- Increase of IgA-producing cells in nasal

polyp tissue

Not investigated Not investigated Not investigated
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S-IgA were detected, they did demonstrate reduced antigen-
specific IgA levels directed toward S. aureus Enterotoxin B
(SEB) (15), a powerful superantigen linked to the severity
of Th2 inflammation. Most of the other studies looking at
IgA levels in CRS did not characterize the specificity of IgA
in patients. However, other study found elevated mucosal
levels of autoreactive IgA to nuclear antigens, including double
stranded DNA and basement membrane components that might
contribute to the disease mechanism (117).

Very little additional information can be retrieved from
animal models, mostly due to the lack of well-established CRS
models. Only one article reported on increased S-IgA levels in
nasal secretions of mice with experimentally induced CRS (119).

ROLE OF IGA IN LOWER AIRWAY DISEASE

It is well-established that a close link exists between upper
and lower airway disease and that inflammation in one part
of the airway can influence the homeostasis of the other, a
phenomenon that is referred to as “global airway disease” (120).
Patients suffering from AR and especially eosinophilic CRS often
present with lower airway problems such as asthma, bronchial
hyperreactivity, or chronic obstructive pulmonary disease
(COPD) and overlap in disease mechanisms is frequently seen.

At the level of IgA research in the lower airways, most of the
studies have been performed in COPD. Is has been shown that
patients with COPD low serum IgA levels show a higher risk for
exacerbations (121). Seminal studies from two groups reported
a downregulation of bronchial epithelium pIgR expression in
patients with COPD (122–124) which correlated with airflow
limitation and neutrophilic infiltration (122, 123). Mechanisms
of this defect include a proteolytic degradation of the pIgR
by neutrophil-derived proteinases (125) and intrinsically altered
signaling pathways in the epithelium mediated by TGF-b1 and
Wnt/b-catenin (124, 126). Similar to what is seen in patients
with CRS, local IgA synthesis and production by B cells seems
is upregulated in lung tissue (127), but does not translate into
increased concentration of S-IgA in bronchial secretions due to
the defect in pIgR-mediated transepithelial transport.

In addition, one study showed a link between IgA and
eosinophils in patients with COPD, with lower eosinophil
numbers being related to lower IgA levels in the bronchoalveolar
lavage (BAL) fluid and higher abundance of pathogenic bacteria
(128). Also, antigen-specific antibody responses were affected
as patients with severe COPD showed a defective IgA response
against P. aeruginosa, which may contribute to chronic/recurrent
infections in such patients (129).

The role of IgA in asthma has been less explored. As is
the case for AR, SIgAD patients present more frequently with
allergic asthma, as well as with allergic sensitization to house
dust mite in general, compared to individuals with normal IgA
levels. Severe asthma patients present with lower serum IgA
levels compared to healthy controls and lower S-IgA levels were
negatively correlated with lung function and positively with
asthma symptoms (130). A recent study shows significantly lower
serum IgA levels in asthmatics with recurrent infections (131).

As shown in COPD, IgA levels were correlated to eosinophil
activation in previous studies, with correlations between IgA
(total and allergen-specific) and eosinophilic cationic protein
(ECP) as marker of eosinophil degranulation. This might be
due to direct S-IgA-induced eosinophil degranulation (88, 132)
since FcαR expression is increased on eosinophils from allergic
asthmatics (133) and eosinophils from asthmatic patients do not
need additional cytokine-priming to bind IgA in vitro (134).
Conversely, our group reported a reduced pIgR expression in the
bronchial epithelium from patients with asthma, with in vitro
experiments indicating that IL-4R activation (and thus a type 2
immune environment) may account for this epithelial defect in
asthma (68).

A further evidence of the complex interplay between
microenvironment and host regulation of epithelial pIgR
expression is coming from studies in CF, where our group showed
that in the dedifferentiated lower airway epithelium (135), the
intrinsic downregulation of pIgR expression seen upon CFTR
dysfunction, is upregulated and overcome in vivo, likely as
a result of the presence of opportunistic bacteria such as P.
aeruginosa (69). IgA immunity in CF was recently reviewed in
details (136).

TREATMENTS AFFECTING IGA BIOLOGY

When looking at the above-mentioned data, we can conclude
that still very little is known on the role and mechanisms of
IgA in the development of inflammatory upper airway disease.
Nonetheless, they also seem to implicate the immunomodulatory
role of this immunoglobulin in AR and CRS. Although strategies
aiming at increasing S-IgA levels might have the potential to
improve the respiratory microbiome composition, enhance the
defense against inhaled pathogens and induce tolerance toward
allergens, little therapeutic options are currently available that
specifically target the IgA production or its effects. Yet, several
well-known therapies for treating chronic inflammatory upper
airway disease are known to influence the IgA production and
they are listed below.

IgA Replacement Therapy
Patients presenting with agammaglobulinemia are successfully
treated with IgG replacement therapy, which reduces the
frequency of invasive bacterial infections. Due to the incapacity
of IgA to activate complement by itself, agammaglobulinemia
patients do generally not receive IgA replacement therapy,
nor do patients with SIgAD. However, agammaglobulinemia
patients on IgG treatment often still present with chronic
respiratory disease (137–139) and IgA-enriched immunoglobulin
preparations could offer a solution. A limited number of these
preparations, also containing IgM (Pentaglobin and Trimodulin)
have been tested in humans (140). These preparations showed
better opsonizing capacities toward certain pathogenic bacteria
compared to IgG replacement alone (141, 142) with better clinical
outcomes regarding respiratory infections. IgA-only enriched
IgG preparations have previously shown successful results in
treating intestinal infections in children (143, 144) but have
not been tested for the prevention or treatment of respiratory
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infections. Endonasal administration of serum-derived IgA in
children at risk for recurrent airway infections, reduced the
number of infectious episodes and increased their endogenous
IgA production compared to placebo (145). Although, these
results seem promising, the downside of these preparations is
that the enrichment is based on serum-derived IgA, which is less
resistant to bacterial proteases compared to S-IgA because of the
abundance of the IgA1 isoform and the absence of SC.

Allergen Immunotherapy
Allergen immunotherapy (AIT) is unlike anti-allergic drugs the
only disease-modifying treatment option for AR, which has
been shown to have long-term benefits (146). AIT is based
on the administration of the causal allergens in high dosages
in order to modulate the immune response of the allergic
patient via an immune deviation of Th2-cell response toward
a Th1-cell response with the consequent suppression of Th2
cells, induction of regulatory T and B cells and induction of
IgG-blocking antibodies (104). Although, we know that both
the subcutaneous (SCIT) and sublingual (SLIT) administration
routes are very effective in treating AR, several unanswered
questions remain regarding its mechanisms. Successful AIT is
associated with an increase in IgA responses (100); in a 2-year
double blind trial, grass pollen AIT induced a shift in allergen-
specific antibody response toward IgA2, which correlated with
increased local TGF-β expression and induced monocyte IL-
10 expression (147). A recent study comparing subcutaneous
and sublingual grass pollen AIT reported mainly increases in
allergen specific IgA after sublingual AIT compared to the
subcutaneous form, suggesting a more important role of this
immunoglobulin in the mechanism of SLIT compared to SCIT
(101). It is believed that IgA acts as a scavenger that binds the
allergens in the mucosal lumen before they can trigger pro-
inflammatory signals by binding their specific mast-cell bound
IgE. Data to support this is coming from murine experiments; it
has been shown that intranasal treatment of mice with antigen-
specific monoclonal IgA antibody prevented increases in airway
hyperreactivity, tissue eosinophilia, and IL-4 and IL-5 production
after allergen challenge (104), suggesting that neutralization of
aeroallergens by IgA is a protective mechanism achieving a form
of molecular allergen avoidance.

Bacterial Lysates
It has been postulated that exposure to bacterial products early
in life, reduces the risk of developing allergies and airway
infections by increasing the immune response efficacy. Based on
this concept, oral bacterial lysates have been tried and proven
successfully in the prevention of recurrent viral respiratory tract
infections (148–150). The effect is believed to be elicited by
the modulation of DC activity, monocyte-macrophages, B-cells,
regulatory T cells, and airway epithelial cells (151). One of the
studies that showed a beneficial effect of oral bacterial lysate on
recurrent airway infections in patients at risk, demonstrated an
increase in serum and S-IgA levels, which coincided with the
administration of the bacterial lysate (151). More studies are
needed to investigate the clinical relevance of this S-IgA increase
and its potential consequence on the nasal microbiome.

Antibiotics
Antibiotics are widely used in the treatment of acute and chronic
rhinosinusitis, even in more chronic protocols, in spite of the
restricted indications mentioned in the European guidelines (5).
The use of antibiotics is known to affect the intestinal and
respiratory microbiota, possibly leading to an imbalance of their
microbiome by over- or under-growth of certain species. One
study combining both murine and human data showed that
antibiotic use led to a microbial shift that reduced the TLR-
and APRIL-dependent respiratory S-IgA production, leading to
an increased susceptibility toward certain pathogens such as P.
aeruginosa. In mice, the nasal application of polyclonal intestinal
IgA attenuated the severity of P. aeruginosa infection and its
mortality, after an antibiotic-induced decrease in IgA (81).

FUTURE PERSPECTIVES

Boosting the Endogenous IgA Production
Several studies mentioned above have indicated that a rich
microbial environment can contribute to mucosal tolerance and
protective IgA responses, leading to an improved protection
against respiratory infections and inflammation. This has
brought forward the idea of using a microbial-derived molecule
as a potential candidate to stimulate protective IgA responses
and preventing the development of infections and allergy.
Cholera toxin is the most widely experimentally used mucosal
adjuvant, which is capable of inducing an IgA response through
TLR-primed DCs. Studies in mice have shown that the co-
administration of an experimental allergen and cholera-toxin
prevents sensitization to the allergen (152, 153). Others found
that intratracheal administration of cholera toxin can suppress
allergic inflammation through the induction of airway luminal
IgA secretions, an effect that was not seen in mice lacking S-
IgA (154). This has led to the hypothesis that the administration
of cholera toxin to patients with impaired IgA synthesis could
contribute to a broader antibody repertoire with increased
mucosal IgA levels leading to an improved mucosal immunity
and local homeostasis (155). Nonetheless, this remains to be
further explored in human disease.

S-IgA Replacement Therapy
In comparison to serum IgA, S-IgA is much less sensitive to
proteolytic activity of bacteria and the SC contributes to the
efficiency of its immune exclusion capacity (47). Therefore, local
replacement therapy of S-IgA might be more effective in patients
suffering from agammaglobulinemia, SIgAD and other immune
deficiencies, at preventing recurrent infections compared to
replacement therapy using serum IgA. Anecdotal studies in mice
have suggested that local application of S-IgA can be protective
against certain infections (81, 156) and this is a potential track to
be explored for treating refractory or recurrent infections.

Passive Allergen Immunotherapy With
Allergen-Specific IgA
Although AIT has shown to provide long-lasting beneficial effects
for a substantial number of AR patients, SCIT still carries a
risk of important adverse reactions and SLIT is susceptible to
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failure due to therapeutic compliance issues. Also, it shows
variable efficacy between patients, and generally takes 3–5 years
to induce tolerance. For these reasons, researchers have been
looking for alternative ways to induce allergen tolerance. One
of the possibilities is the administration of a so-called passive
AIT under the form of antigen-specific immunosuppressive
antibodies that have the ability of competing with IgE for
allergen binding and functionally preventing the immediate
hypersensitivity response. This hypothesis has been tested in both
cat- and birch-allergic patients, receiving subcutaneous injections
with a pre-selected allergen-blocking IgG against the respective
major allergens showing beneficial results for over 2 months
after only one injection (157, 158). Because of the mucosal
advantage of IgA over IgG, a similar therapeutic potential may
lie in the local administration of isolated allergen-specific IgA,
which has been shown to be effective in an in vivo mouse
model of airway allergy (104). Nonethesless, the efficacy and
applicability of this approach in allergic patients needs however
to be studied.

CONCLUSION

The role of IgA in upper airway homeostasis and disease is
complex and remains controversial. This is probably due to

its dual role combining both suppression and activation of the
local immune response depending on the environmental context.
Although, this immunoglobulin has shown to play a major role
in developing tolerance against allergens and beneficial microbes
in the gut, it remains largely understudied in the airways.
Several studies however, indicate similar pathways in the field
of respiratory allergies, infections and chronic inflammation. For
this reason, more studies investigating its role and its potentially
disease-modifying actions are needed in order to invest in
potential therapeutic targets that interfere with its production.

AUTHOR CONTRIBUTIONS

AS: drafting, writing, and revising manuscript. SG and
PR: writing and revising manuscript. CP: conceptualizing,
writing, and revising manuscript. VH: conceptualizing, drafting,
writing, and revising manuscript. All authors contributed to the
article and approved the submitted version.

FUNDING

SG, VH, andCP are postdoctoral specialists of the FondsNational
de la Recherche Scientifique (grants 1R60121F, 1R20221F, and
1R01618, respectively), Belgium.

REFERENCES

1. Bousquet J, Anto JM, Bachert C, Baiardini I, Bosnic-Anticevich S,
Walter Canonica G, et al. Allergic rhinitis. Nat Rev Dis Primers. (2020)
6:95. doi: 10.1038/s41572-020-00227-0

2. Bachert C, Marple B, Schlosser RJ, Hopkins C, Schleimer RP, Lambrecht
BN, et al. Adult chronic rhinosinusitis. Nat Rev Dis Primers. (2020)
6:86. doi: 10.1038/s41572-020-00218-1

3. Greiner AN, Hellings PW, Rotiroti G, Scadding GK. Allergic rhinitis. Lancet.
(2011) 378:2112–22. doi: 10.1016/S0140-6736(11)60130-X

4. Hastan D, Fokkens WJ, Bachert C, Newson RB, Bislimovska
J, Bockelbrink A, et al. Chronic rhinosinusitis in Europe–
an underestimated disease. A GA²LEN study. Allergy. (2011)
66:1216–23. doi: 10.1111/j.1398-9995.2011.02646.x

5. Fokkens WJ, Lund VJ, Hopkins C, Hellings PW, Kern R, Reitsma S, et al.
European position paper on rhinosinusitis and nasal polyps 2020. Rhinology.
(2020) 58(Suppl. S29):1–464. doi: 10.4193/Rhin20.600

6. De Greve G, Hellings PW, Fokkens WJ, Pugin B, Steelant B, Seys SF.
Endotype-driven treatment in chronic upper airway diseases. Clin Transl

Allergy. (2017) 7:22. doi: 10.1186/s13601-017-0157-8
7. Tomassen P, Vandeplas G, Van Zele T, Cardell L-O, Arebro J, Olze

H, et al. Inflammatory endotypes of chronic rhinosinusitis based on
cluster analysis of biomarkers. J Allergy Clin Immunol. (2016) 137:1449–
56.e4. doi: 10.1016/j.jaci.2015.12.1324

8. Van Der Veen J, Seys SF, Timmermans M, Levie P, Jorissen M, Fokkens WJ,
et al. Real-life study showing uncontrolled rhinosinusitis after sinus surgery
in a tertiary referral centre. Allergy. (2017) 72:282–90. doi: 10.1111/all.12983

9. Van Zele T, Gevaert P, Watelet JB, Claeys G, Holtappels G, Claeys C,
et al. Staphylococcus aureus colonization and IgE antibody formation to
enterotoxins is increased in nasal polyposis. J Allergy Clin Immunol. (2004)
114:981–3. doi: 10.1016/j.jaci.2004.07.013

10. Mestecky J. The common mucosal immune system and current strategies
for induction of immune responses in external secretions. J Clin Immunol.

(1987) 7:265–76. doi: 10.1007/BF00915547
11. Brandtzaeg P, Karlsson G, Hansson G, Petruson B, Björkander J, Hanson LA.

The clinical condition of IgA-deficient patients is related to the proportion

of IgD- and IgM-producing cells in their nasal mucosa. Clin Exp Immunol.

(1987) 67:626–36.
12. Hansen IS, Baeten DLP, den Dunnen J. The inflammatory function of human

IgA. Cell Mol Life Sci. (2019) 76:1041–55. doi: 10.1007/s00018-018-2976-8
13. Stokes CR, Taylor B, Turner MW. Association of house-dust and grass-

pollen allergies with specific IgA antibody deficiency. Lancet. (1974) 2:485–
8. doi: 10.1016/S0140-6736(74)92014-5

14. Bahceciler NN, Arikan C, Taylor A, Akdis M, Blaser K, Barlan IB, et al.
Impact of sublingual immunotherapy on specific antibody levels in asthmatic
children allergic to house dust mites. Int Arch Allergy Immunol. (2005)
136:287–94. doi: 10.1159/000083956

15. Hupin C, Rombaux P, Bowen H, Gould H, Lecocq M, Pilette C.
Downregulation of polymeric immunoglobulin receptor and secretory IgA
antibodies in eosinophilic upper airway diseases. Allergy. (2013) 68:1589–
97. doi: 10.1111/all.12274

16. Kerr MA, Mazengera RL, Stewart WW. Structure and function of
immunoglobulin A receptors on phagocytic cells. Biochem Soc Trans. (1990)
18:215–7. doi: 10.1042/bst0180215

17. Kerr MA, Loomes LM, Bonner BC, Hutchings AB, Senior BW. Purification
and characterization of human serum and secretory IgA1 and IgA2 Using
Jacalin.Methods Mol Med. (1998) 9:265–78. doi: 10.1385/0-89603-396-1:265

18. Mkaddem SB, Christou I, Rossato E, Berthelot L, Lehuen A, Monteiro
RC. IgA, IgA receptors, and their anti-inflammatory properties. Curr Top
Microbiol Immunol. (2014) 382:221–35. doi: 10.1007/978-3-319-07911-0_10

19. Bakema JE, Van Egmond M. The human immunoglobulin A Fc receptor
FcαRI: a multifaceted regulator of mucosal immunity. Mucosal Immunol.

(2011) 4:612–24. doi: 10.1038/mi.2011.36
20. Brandtzaeg P. Immunobiology of the tonsils and adenoids. In: Mestecky J,

Strober W, Russell MW, Kelsall BL, Cheroutre H, Lambrecht BN, editors.
Mucosal Immunology. Amsterdam: Elsevier (2015). p. 1985–2016.

21. Muramatsu M, Nagaoka H, Shinkura R, Begum NA, Honjo T. Discovery of
activation-induced cytidine deaminase, the engraver of antibody memory.
Adv Immunol. (2007) 94:1–36. doi: 10.1016/S0065-2776(06)94001-2

22. Cerutti A, Zan H, Schaffer A, Bergsagel L, Harindranath N, Max EE, et
al. CD40 ligand and appropriate cytokines induce switching to IgG, IgA,
and IgE and coordinated germinal center and plasmacytoid phenotypic

Frontiers in Allergy | www.frontiersin.org 11 March 2022 | Volume 3 | Article 852546

https://doi.org/10.1038/s41572-020-00227-0
https://doi.org/10.1038/s41572-020-00218-1
https://doi.org/10.1016/S0140-6736(11)60130-X
https://doi.org/10.1111/j.1398-9995.2011.02646.x
https://doi.org/10.4193/Rhin20.600
https://doi.org/10.1186/s13601-017-0157-8
https://doi.org/10.1016/j.jaci.2015.12.1324
https://doi.org/10.1111/all.12983
https://doi.org/10.1016/j.jaci.2004.07.013
https://doi.org/10.1007/BF00915547
https://doi.org/10.1007/s00018-018-2976-8
https://doi.org/10.1016/S0140-6736(74)92014-5
https://doi.org/10.1159/000083956
https://doi.org/10.1111/all.12274
https://doi.org/10.1042/bst0180215
https://doi.org/10.1385/0-89603-396-1:265
https://doi.org/10.1007/978-3-319-07911-0_10
https://doi.org/10.1038/mi.2011.36
https://doi.org/10.1016/S0065-2776(06)94001-2
https://www.frontiersin.org/journals/allergy
https://www.frontiersin.org
https://www.frontiersin.org/journals/allergy#articles


Sánchez Montalvo et al. IgA in Upper Airway Disease

differentiation in a human monoclonal IgM+IgD+ B cell line. J Immunol.

(1998) 160:2145–57.
23. Zan H, Cerutti A, Dramitinos P, Schaffer A, Casali P. CD40 engagement

triggers switching to IgA1 and IgA2 in human B cells through induction
of endogenous TGF-beta: evidence for TGF-beta but not IL-10-dependent
direct S mu–>S alpha and sequential S mu–>S gamma, S gamma–>S alpha
DNA recombination. J Immunol. (1998) 161:5217–25.

24. Snapper CM, Zelazowski P, Rosas FR, Kehry MR, Tian M, Baltimore D,
et al. B cells from p50/NF-kappa B knockout mice have selective defects
in proliferation, differentiation, germ-line CH transcription, and Ig class
switching. J Immunol. (1996) 156:183–91.

25. Zhang K, Mills FC, Saxon A. Switch circles from IL-4-directed epsilon class
switching from human B lymphocytes. Evidence for direct, sequential, and
multiple step sequential switch from mu to epsilon Ig heavy chain gene. J
Immunol. (1994) 152:3427–35.

26. Fagarasan S, Honjo T. T-Independent immune response: new aspects
of B cell biology. Science. (2000) 290:89–92. doi: 10.1126/science.290.
5489.89

27. Craig SW, Cebra JJ. Peyer’s patches: an enriched source of precursors for
IgA-producing immunocytes in the rabbit. J Exp Med. (1971) 134:188–
200. doi: 10.1084/jem.134.1.188

28. Stashenko P, Nadler LM, Hardy R, Schlossman SF. Characterization of a
human B lymphocyte-specific antigen. J Immunol. (1980) 125:1678–85.

29. Bhan AK, Nadler LM, Stashenko P, Mccluskey RT, Schlossman SF. Stages
of B cell differentiation in human lymphoid tissue. J Exp Med. (1981)
154:737–49. doi: 10.1084/jem.154.3.737

30. Peng SL. Signaling in B cells via Toll-like receptors. Curr Opin Immunol.

(2005) 17:230–6. doi: 10.1016/j.coi.2005.03.003
31. Mond JJ, Vos Q, Lees A, Snapper CM. T cell independent antigens.Curr Opin

Immunol. (1995) 7:349–54. doi: 10.1016/0952-7915(95)80109-X
32. Seo GY, Jang YS, Kim J, Choe J, Han HJ, Lee JM, et al. Retinoic acid acts

as a selective human IgA switch factor. Hum Immunol. (2014) 75:923–
9. doi: 10.1016/j.humimm.2014.06.021

33. Hardenberg G, van Bostelen L, Hahne M, Medema JP. Thymus-independent
class switch recombination is affected by APRIL. Immunol Cell Biol. (2008)
86:530–4. doi: 10.1038/icb.2008.17

34. He B, Xu W, Santini PA, Polydorides AD, Chiu A, Estrella J, et al. Intestinal
bacteria trigger T cell-independent immunoglobulin A(2) class switching by
inducing epithelial-cell secretion of the cytokine APRIL. Immunity. (2007)
26:812–26. doi: 10.1016/j.immuni.2007.04.014

35. Berland R, Wortis HH. Origins and functions of B-1 cells with
notes on the role of CD5. Annu Rev Immunol. (2002) 20:253–
300. doi: 10.1146/annurev.immunol.20.100301.064833

36. Franco MA, Greenberg HB. Immunity to rotavirus in T cell deficient mice.
Virology. (1997) 238:169–79. doi: 10.1006/viro.1997.8843

37. Macpherson AJ, Uhr T. Induction of protective IgA by intestinal
dendritic cells carrying commensal bacteria. Science. (2004) 303:1662–
5. doi: 10.1126/science.1091334

38. Wijburg OL, Uren TK, Simpfendorfer K, Johansen FE, Brandtzaeg
P, Strugnell RA. Innate secretory antibodies protect against
natural Salmonella typhimurium infection. J Exp Med. (2006)
203:21–6. doi: 10.1084/jem.20052093

39. Vincent C, Bouic P, Revillard JP, Bataille R. Complexes of alpha 1-
microglobulin and monomeric IgA in multiple myeloma and normal
human sera. Mol Immunol. (1985) 22:663–73. doi: 10.1016/0161-5890(85)
90096-3

40. Corthésy B. Roundtrip ticket for secretory IgA: role in mucosal homeostasis?
J Immunol. (2007) 178:27–32. doi: 10.4049/jimmunol.178.1.27

41. Golebski K, Hoepel W, van Egmond D, de Groot EJ, Amatngalim GD,
Beekman JM, et al. FcγRIII stimulation breaks the tolerance of human nasal
epithelial cells to bacteria through cross-talk with TLR4. Mucosal Immunol.

(2019) 12:425–33. doi: 10.1038/s41385-018-0129-x
42. Pabst O, Slack E. IgA and the intestinal microbiota: the

importance of being specific. Mucosal Immunol. (2020) 13:12–
21. doi: 10.1038/s41385-019-0227-4

43. Mantis NJ, Forbes SJ. Secretory IgA: arresting microbial
pathogens at epithelial borders. Immunol Invest. (2010) 39:383–
406. doi: 10.3109/08820131003622635

44. Williams RC, Gibbons RJ. Inhibition of bacterial adherence by secretory
immunoglobulin A: a mechanism of antigen disposal. Science. (1972)
177:697–9. doi: 10.1126/science.177.4050.697

45. Boullier S, Tanguy M, Kadaoui KA, Caubet C, Sansonetti P, Corthésy B, et al.
Secretory IgA-mediated neutralization of Shigella flexneri prevents intestinal
tissue destruction by down-regulating inflammatory circuits. J Immunol.

(2009) 183:5879–85. doi: 10.4049/jimmunol.0901838
46. Michetti P, Mahan MJ, Slauch JM, Mekalanos JJ, Neutra MR. Monoclonal

secretory immunoglobulin A protects mice against oral challenge with the
invasive pathogen Salmonella typhimurium. Infect Immun. (1992) 60:1786–
92. doi: 10.1128/iai.60.5.1786-1792.1992

47. Phalipon A, Cardona A, Kraehenbuhl JP, Edelman L, Sansonetti
PJ, Corthésy B. Secretory component: a new role in secretory
IgA-mediated immune exclusion in vivo. Immunity. (2002)
17:107–15. doi: 10.1016/S1074-7613(02)00341-2

48. Brandtzaeg P. Mucosal and glandular distribution of immunoglobulin
components: differential localization of free and bound SC in secretory
epithelial cells. J Immunol. (1974) 112:1553–9.

49. Binsker U, Lees JA, HammondAJ,Weiser JN. Immune exclusion by naturally
acquired secretory IgA against pneumococcal pilus-1. J Clin Invest. (2020)
130:927–41. doi: 10.1172/JCI132005

50. Fujioka H, Emancipator SN, Aikawa M, Huang DS, Blatnik F, Karban T, et
al. Immunocytochemical colocalization of specific immunoglobulin A with
sendai virus protein in infected polarized epithelium. J Exp Med. (1998)
188:1223–9. doi: 10.1084/jem.188.7.1223

51. Fernandez MI, Pedron T, Tournebize R, Olivo-Marin JC, Sansonetti
PJ, Phalipon A. Anti-inflammatory role for intracellular dimeric
immunoglobulin a by neutralization of lipopolysaccharide in epithelial
cells. Immunity. (2003) 18:739–49. doi: 10.1016/S1074-7613(03)00122-5

52. Hoepel W, Golebski K, van Drunen CM, den Dunnen J. Active control of
mucosal tolerance and inflammation by human IgA and IgG antibodies. J
Allergy Clin Immunol. (2020) 146:273–5. doi: 10.1016/j.jaci.2020.04.032

53. Aleyd E, Heineke MH, van EgmondM. The era of the immunoglobulin A Fc
receptor FcαRI; its function and potential as target in disease. Immunol Rev.

(2015) 268:123–38. doi: 10.1111/imr.12337
54. Ramakrishnan VR, Feazel LM, Gitomer SA, Ir D, Robertson CE, Frank DN.

The microbiome of the middle meatus in healthy adults. PLoS One. (2013)
8:e85507. doi: 10.1371/journal.pone.0085507

55. Mahdavinia M, Keshavarzian A, Tobin MC, Landay AL, Schleimer RP. A
comprehensive review of the nasal microbiome in chronic rhinosinusitis
(CRS). Clin Exp Allergy. (2016) 46:21–41. doi: 10.1111/cea.12666

56. Holmgren J, Adamsson J, Anjuère F, Clemens J, Czerkinsky C, Eriksson
K, et al. Mucosal adjuvants and anti-infection and anti-immunopathology
vaccines based on cholera toxin, cholera toxin B subunit and CpG DNA.
Immunol Lett. (2005) 97:181–8. doi: 10.1016/j.imlet.2004.11.009

57. Sterlin D, Fadlallah J, Adams O, Fieschi C, Parizot C, Dorgham K, et al.
Human IgA binds a diverse array of commensal bacteria. J Exp Med. (2020)
217:1–17. doi: 10.1084/jem.2018163501152020c

58. Bunker JJ, Bendelac A. IgA responses to microbiota. Immunity. (2018)
49:211–24. doi: 10.1016/j.immuni.2018.08.011

59. Peterson DA, Mcnulty NP, Guruge JL, Gordon JI. IgA response to symbiotic
bacteria as a mediator of gut homeostasis. Cell Host Microbe. (2007) 2:328–
39. doi: 10.1016/j.chom.2007.09.013

60. Peterson DA, Planer JD, Guruge JL, Xue L, Downey-Virgin W, Goodman
AL, et al. Characterizing the interactions between a naturally primed
immunoglobulin A and its conserved bacteroides thetaiotaomicron species-
specific epitope in gnotobiotic mice. J Biol Chem. (2015) 290:12630–
49. doi: 10.1074/jbc.M114.633800

61. Palm NW, de Zoete DR, Cullen TW, Barry NA, Stefanowski J, Hao L, et al.
Immunoglobulin A coating identifies colitogenic bacteria in inflammatory
bowel disease. Cell. (2014) 158:1000–10. doi: 10.1016/j.cell.2014.08.006

62. Catanzaro JR, Strauss JD, Bielecka A, Porto AF, Lobo FM,
Urban A, et al. IgA-deficient humans exhibit gut microbiota
dysbiosis despite secretion of compensatory IgM. Sci Rep. (2019)
9:13574. doi: 10.1038/s41598-019-49923-2

63. Fadlallah J, El Kafsi H, Sterlin D, Juste C, Parizot C, Dorgham K, et al.
Microbial ecology perturbation in human IgA deficiency. Sci Transl Med.

(2018) 10:eaan1217. doi: 10.1126/scitranslmed.aan1217

Frontiers in Allergy | www.frontiersin.org 12 March 2022 | Volume 3 | Article 852546

https://doi.org/10.1126/science.290.5489.89
https://doi.org/10.1084/jem.134.1.188
https://doi.org/10.1084/jem.154.3.737
https://doi.org/10.1016/j.coi.2005.03.003
https://doi.org/10.1016/0952-7915(95)80109-X
https://doi.org/10.1016/j.humimm.2014.06.021
https://doi.org/10.1038/icb.2008.17
https://doi.org/10.1016/j.immuni.2007.04.014
https://doi.org/10.1146/annurev.immunol.20.100301.064833
https://doi.org/10.1006/viro.1997.8843
https://doi.org/10.1126/science.1091334
https://doi.org/10.1084/jem.20052093
https://doi.org/10.1016/0161-5890(85)90096-3
https://doi.org/10.4049/jimmunol.178.1.27
https://doi.org/10.1038/s41385-018-0129-x
https://doi.org/10.1038/s41385-019-0227-4
https://doi.org/10.3109/08820131003622635
https://doi.org/10.1126/science.177.4050.697
https://doi.org/10.4049/jimmunol.0901838
https://doi.org/10.1128/iai.60.5.1786-1792.1992
https://doi.org/10.1016/S1074-7613(02)00341-2
https://doi.org/10.1172/JCI132005
https://doi.org/10.1084/jem.188.7.1223
https://doi.org/10.1016/S1074-7613(03)00122-5
https://doi.org/10.1016/j.jaci.2020.04.032
https://doi.org/10.1111/imr.12337
https://doi.org/10.1371/journal.pone.0085507
https://doi.org/10.1111/cea.12666
https://doi.org/10.1016/j.imlet.2004.11.009
https://doi.org/10.1084/jem.2018163501152020c
https://doi.org/10.1016/j.immuni.2018.08.011
https://doi.org/10.1016/j.chom.2007.09.013
https://doi.org/10.1074/jbc.M114.633800
https://doi.org/10.1016/j.cell.2014.08.006
https://doi.org/10.1038/s41598-019-49923-2
https://doi.org/10.1126/scitranslmed.aan1217
https://www.frontiersin.org/journals/allergy
https://www.frontiersin.org
https://www.frontiersin.org/journals/allergy#articles


Sánchez Montalvo et al. IgA in Upper Airway Disease

64. Jørgensen SF, Holm K, Macpherson ME, Storm-Larsen C, Kummen M,
Fevang B, et al. Selective IgA deficiency in humans is associated with
reduced gut microbial diversity. J Allergy Clin Immunol. (2019) 143:1969–
71.e11. doi: 10.1016/j.jaci.2019.01.019

65. Bollinger RR, Everett ML, Wahl SD, Lee YH, Orndorff PE, Parker W.
Secretory IgA and mucin-mediated biofilm formation by environmental
strains of Escherichia coli: role of type 1 pili. Mol Immunol. (2006) 43:378–
87. doi: 10.1016/j.molimm.2005.02.013

66. Richmond BW, Brucker RM, Han W, Du R-H, Zhang Y, Cheng D-S,
et al. Airway bacteria drive a progressive COPD-like phenotype in mice
with polymeric immunoglobulin receptor deficiency. Nat Commun. (2016)
7:11240. doi: 10.1038/ncomms11240

67. Dzidic M, Abrahamsson TR, Artacho A, Björkstén B, Collado MC, Mira
A, et al. Aberrant IgA responses to the gut microbiota during infancy
precede asthma and allergy development. J Allergy Clin Immunol. (2017)
139:1017–25.e14. doi: 10.1016/j.jaci.2016.06.047

68. Ladjemi MZ, Gras D, Dupasquier S, Detry B, Lecocq M, Garulli
C, et al. Bronchial epithelial IgA secretion is impaired in asthma.
Role of IL-4/IL-13. Am J Respir Crit Care Med. (2018) 197:1396–
409. doi: 10.1164/rccm.201703-0561OC

69. Collin AM, Lecocq M, Noel S, Detry B, Carlier FM, Aboubakar Nana F,
et al. Lung immunoglobulin A immunity dysregulation in cystic fibrosis.
EBioMedicine. (2020) 60:102974. doi: 10.1016/j.ebiom.2020.102974

70. Yel L. Selective IgA deficiency. J Clin Immunol. (2010)
30:10–6. doi: 10.1007/s10875-009-9357-x

71. Aytekin C, Tuygun N, Gokce S, Dogu F, Ikinciogullari A. Selective IgA
deficiency: clinical and laboratory features of 118 children in Turkey. J Clin
Immunol. (2012) 32:961–6. doi: 10.1007/s10875-012-9702-3

72. Aghamohammadi A, Cheraghi T, Gharagozlou M, Movahedi M,
Rezaei N, Yeganeh M, et al. IgA deficiency: correlation between
clinical and immunological phenotypes. J Clin Immunol. (2009)
29:130–6. doi: 10.1007/s10875-008-9229-9

73. Burgio GR, Lanzavecchia A, Plebani A, Jayakar S, Ugazio AG. Ontogeny of
secretory immunity: levels of secretory IgA and natural antibodies in saliva.
Pediatr Res. (1980) 14:1111–4. doi: 10.1203/00006450-198010000-00004

74. Brandtzaeg P. Induction of secretory immunity and memory at mucosal
surfaces. Vaccine. (2007) 25:5467–84. doi: 10.1016/j.vaccine.2006.12.001

75. Igarashi Y, Skoner DP, Doyle WJ, White MV, Fireman P, Kaliner
MA. Analysis of nasal secretions during experimental rhinovirus
upper respiratory infections. J Allergy Clin Immunol. (1993)
92:722–31. doi: 10.1016/0091-6749(93)90016-9

76. van Riet E, Ainai A, Suzuki T, Hasegawa H. Mucosal IgA responses in
influenza virus infections; thoughts for vaccine design. Vaccine. (2012)
30:5893–900. doi: 10.1016/j.vaccine.2012.04.109

77. Russell MW, Moldoveanu Z, Ogra PL, Mestecky J. Mucosal immunity in
COVID-19: a neglected but critical aspect of SARS-CoV-2 infection. Front
Immunol. (2020) 11:611337. doi: 10.3389/fimmu.2020.611337

78. Tamura S, Funato H, Hirabayashi Y, Suzuki Y, Nagamine T, Aizawa C, et al.
Cross-protection against influenza A virus infection by passively transferred
respiratory tract IgA antibodies to different hemagglutinin molecules. Eur J
Immunol. (1991) 21:1337–44. doi: 10.1002/eji.1830210602

79. Asahi Y, Yoshikawa T, Watanabe I, Iwasaki T, Hasegawa H, Sato Y, et
al. Protection against influenza virus infection in polymeric Ig receptor
knockout mice immunized intranasally with adjuvant-combined vaccines. J
Immunol. (2002) 168:2930–8. doi: 10.4049/jimmunol.168.6.2930

80. Aanaes K, Johansen HK, Poulsen SS, Pressler T, Buchwald C, Høiby N.
Secretory IgA as a diagnostic tool for Pseudomonas aeruginosa respiratory
colonization. J Cyst Fibros. (2013) 12:81–7. doi: 10.1016/j.jcf.2012.07.001

81. Robak OH, Heimesaat MM, Kruglov AA, Prepens S, Ninnemann J, Gutbier
B, et al. Antibiotic treatment-induced secondary IgA deficiency enhances
susceptibility to Pseudomonas aeruginosa pneumonia. J Clin Invest. (2018)
128:3535–45. doi: 10.1172/JCI97065

82. Fahlman MM, Engels HJ. Mucosal IgA and URTI in American college
football players: a year longitudinal study. Med Sci Sports Exerc. (2005)
37:374–80. doi: 10.1249/01.MSS.0000155432.67020.88

83. Gleeson M, Pyne DB. Respiratory inflammation and infections
in high-performance athletes. Immunol Cell Biol. (2016)
94:124–31. doi: 10.1038/icb.2015.100

84. Turner SEG, Loosemore M, Shah A, Kelleher P, Hull JH. Salivary
IgA as a potential biomarker in the evaluation of respiratory tract
infection risk in athletes. J Allergy Clin Immunol Pract. (2021) 9:151–
9. doi: 10.1016/j.jaip.2020.07.049

85. Bousquet J, Schünemann HJ, Togias A, Bachert C, Erhola M, Hellings
PW, et al. Next-generation Allergic Rhinitis and Its Impact on
Asthma (ARIA) guidelines for allergic rhinitis based on Grading
of Recommendations Assessment, Development and Evaluation
(GRADE) and real-world evidence. J Allergy Clin Immunol. (2020)
145:70–80.e3. doi: 10.1016/j.jaci.2019.06.049

86. Lamkhioued B, Gounni AS, Gruart V, Pierce A, Capron A, Capron M.
Human eosinophils express a receptor for secretory component. Role
in secretory IgA-dependent activation. Eur J Immunol. (1995) 25:117–
25. doi: 10.1002/eji.1830250121

87. Motegi Y, Kita H, Kato M, Morikawa A. Role of secretory IgA, secretory
component, and eosinophils in mucosal inflammation. Int Arch Allergy

Immunol. (2000) 122(Suppl. 1):25–7. doi: 10.1159/000053627
88. Abu-Ghazaleh RI, Fujisawa T, Mestecky J, Kyle RA, Gleich GJ. IgA-induced

eosinophil degranulation. J Immunol. (1989) 142:2393–400.
89. Dubucquoi S, Desreumaux P, Janin A, Klein O, Goldman M, Tavernier

J, et al. Interleukin 5 synthesis by eosinophils: association with granules
and immunoglobulin-dependent secretion. J Exp Med. (1994) 179:703–
8. doi: 10.1084/jem.179.2.703

90. Pilette C. Mucosal immunity in asthma and chronic obstructive pulmonary
disease: a role for immunoglobulin A? Proc Am Thorac Soc. (2004) 1:125–
35. doi: 10.1513/pats.2306032

91. Terada N, Terada Y, Shirotori K, Ishikawa K, Togawa K, Konno
A. Immunoglobulin as an eosinophil degranulation factor: change in
immunoglobulin level in nasal lavage fluid after antigen challenge. Acta
Otolaryngol. (1996) 116:863–7. doi: 10.3109/00016489609137942

92. Nahm D-H, Kim H-Y, Park H-S. Elevation of specific
immunoglobulin A antibodies to both allergen and bacterial
antigen in induced sputum from asthmatics. Eur Respir J. (1998)
12:540–5. doi: 10.1183/09031936.98.12030540

93. Aghayan-Ugurluoglu R, Ball T, Vrtala S, Schweiger C, Kraft D, Valenta
R. Dissociation of allergen-specific IgE and IgA responses in sera
and tears of pollen-allergic patients: A study performed with purified
recombinant pollen allergens. J Allergy Clin Immunol. (2000) 105:803–
13. doi: 10.1067/mai.2000.104782

94. Peebles RS, Liu MC, Adkinson NF, Lichtenstein LM, Hamilton RG.
Ragweed-specific antibodies in bronchoalveolar lavage fluids and serum
before and after segmental lung challenge: IgE and IgA associated with
eosinophil degranulation. J Allergy Clin Immunol. (1998) 101(2 Pt 1):265–
73. doi: 10.1016/S0091-6749(98)70392-6

95. Benson M, Reinholdt J, Cardell LO. Allergen-reactive antibodies are
found in nasal fluids from patients with birch pollen-induced intermittent
allergic rhinitis, but not in healthy controls. Allergy. (2003) 58:386–
92. doi: 10.1034/j.1398-9995.2003.00113.x

96. Suzuki M, Yokota M, Ozaki S, Matsumoto T, Nakamura Y. Japanese cedar
pollen-specific IgA in nasal secretions and nasal allergy symptoms. Ann Otol

Rhinol Laryngol. (2019) 128:330–7. doi: 10.1177/0003489418823791
97. Lúdvíksson BR, Eiríksson TH, Ardal B, Sigfússon A, Valdimarsson

H. Correlation between serum immunoglobulin A concentrations
and allergic manifestations in infants. J Pediatr. (1992) 121:23–
7. doi: 10.1016/S0022-3476(05)82535-1

98. Taylor B, Norman AP, Orgel HA, Stokes CR, Turner MW, Soothill JF.
Transient IgA deficiency and pathogenesis of infantile atopy. Lancet. (1973)
2:111–3. doi: 10.1016/S0140-6736(73)93060-2

99. Machtinger S, Moss R. Cow’s milk allergy in breast-fed infants: the role of
allergen andmaternal secretory IgA antibody. J Allergy Clin Immunol. (1986)
77:341–7. doi: 10.1016/S0091-6749(86)80115-4

100. Shamji MH, Larson D, Eifan A, Scadding GW, Qin T, Lawson K, et al.
Differential induction of allergen-specific IgA responses following timothy
grass subcutaneous and sublingual immunotherapy. J Allergy Clin Immunol.
(2021) 148:1061–71.e11. doi: 10.1016/j.jaci.2021.03.030

101. Järvinen KM, Laine ST, Järvenpää AL, Suomalainen HK. Does low IgA in
human milk predispose the infant to development of cow’s milk allergy?
Pediatr Res. (2000) 48:457–62. doi: 10.1203/00006450-200010000-00007

Frontiers in Allergy | www.frontiersin.org 13 March 2022 | Volume 3 | Article 852546

https://doi.org/10.1016/j.jaci.2019.01.019
https://doi.org/10.1016/j.molimm.2005.02.013
https://doi.org/10.1038/ncomms11240
https://doi.org/10.1016/j.jaci.2016.06.047
https://doi.org/10.1164/rccm.201703-0561OC
https://doi.org/10.1016/j.ebiom.2020.102974
https://doi.org/10.1007/s10875-009-9357-x
https://doi.org/10.1007/s10875-012-9702-3
https://doi.org/10.1007/s10875-008-9229-9
https://doi.org/10.1203/00006450-198010000-00004
https://doi.org/10.1016/j.vaccine.2006.12.001
https://doi.org/10.1016/0091-6749(93)90016-9
https://doi.org/10.1016/j.vaccine.2012.04.109
https://doi.org/10.3389/fimmu.2020.611337
https://doi.org/10.1002/eji.1830210602
https://doi.org/10.4049/jimmunol.168.6.2930
https://doi.org/10.1016/j.jcf.2012.07.001
https://doi.org/10.1172/JCI97065
https://doi.org/10.1249/01.MSS.0000155432.67020.88
https://doi.org/10.1038/icb.2015.100
https://doi.org/10.1016/j.jaip.2020.07.049
https://doi.org/10.1016/j.jaci.2019.06.049
https://doi.org/10.1002/eji.1830250121
https://doi.org/10.1159/000053627
https://doi.org/10.1084/jem.179.2.703
https://doi.org/10.1513/pats.2306032
https://doi.org/10.3109/00016489609137942
https://doi.org/10.1183/09031936.98.12030540
https://doi.org/10.1067/mai.2000.104782
https://doi.org/10.1016/S0091-6749(98)70392-6
https://doi.org/10.1034/j.1398-9995.2003.00113.x
https://doi.org/10.1177/0003489418823791
https://doi.org/10.1016/S0022-3476(05)82535-1
https://doi.org/10.1016/S0140-6736(73)93060-2
https://doi.org/10.1016/S0091-6749(86)80115-4
https://doi.org/10.1016/j.jaci.2021.03.030
https://doi.org/10.1203/00006450-200010000-00007
https://www.frontiersin.org/journals/allergy
https://www.frontiersin.org
https://www.frontiersin.org/journals/allergy#articles


Sánchez Montalvo et al. IgA in Upper Airway Disease

102. Orivuori L, Loss G, Roduit C, Dalphin JC, Depner M, Genuneit J, et al.
Soluble immunoglobulin A in breast milk is inversely associated with atopic
dermatitis at early age: the PASTURE cohort study. Clin Exp Allergy. (2014)
44:102–12. doi: 10.1111/cea.12199
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