Allergy On Tap

F. Quataert, M.Grosber
Department of Dermatology UZ Brussel

CASE PRESENTATION:

The first patiént is a 56-year old male. After drinking specific types of beer and some types of wine, he
experienced itch in the throat after 5-10 minutes, then rhinorrhea and nasal congestion after 30
minutes with mild dyspnea. The symptoms disappeared after 3-4 hours. He never experienced
anaphylaxis. Pils beer and other alcoholic beverages were well tolerated and he had no history of food
allergy. He was known with allergic asthma and allergic rhinoconjunctivitis with type | sensitisation for
treepollen, graspollen, cat, dog and aspergillus fumigatus.

The second patient, a 37-year old male, developed pharyngeal itch, sputum production and subjective
feeling of dyspnea after drinking hop-heavy beer and specifically, 'India Pale Ale' variants. All other
alcoholoc beverages were well tolerated. He never experienced anaphylaxis. He is known with atopic
dermatitis and allergic rhinoconjunctivitis with type | sensitisation for house dust mite and alternaria
species. He has oral allergy symptoms after eating kiwi and shellfish, confirmed by positive prickt test
and specific IgE .

Allergy Work-up:

Patient 1 Patient 2

Blood analysis

Elevated total IgE (269 kIU/L)
Specific IgE positive for:
- Beeryeast 0.38 kU/L
- Barley 0.1 ku/L
Specific IgE negative for:

Elevated total IgE (454 kIU/L)
Positive for:
- Beeryeast 0.92 kU/L
- Malt0.13 ku/L
Specific IgE negative for:

cerevisiae yeast

- La Pic (beer)

- Tripel Karmeliet (beer)

- Seef (beer)

- Aspergillus

- Cladosporium

- Alternaria

Negative for:

- Blijgedacht (Rosé wine)

- Ballaturi (white wine)

- Ethanol (8.5%, 0.85%,
0.085%)

- Acetic acid (10%, 1%,
0.1%)

- Omega-5 gliadin - Gluten
- Wheat - Wheat
- Malt - Barley
- Rye - Rye
Skin prick testing Positive for: Positive for:
- Sacharomyces - Sacharomyces

cerevisiae yeast

- Delta IPA (beer)

- La Chouffe Houblon IPA
(beer)

- Duvel Tripel Hop (beer)

- Kerel IPA (beer)

- Aspergillus

Negative for

- Wheat

- Gluten

- Jupiler (beer)

- Stella Artois (beer)

Prick tests with culprit beers and Sacharomyces cerevisiae yeast were negative in 2 healthy controls.




Regarding patient 1: 'Blijgedacht’ was a rosé wine which provoked symptoms in the patient. He never
experienced symptoms after ingesting Ballaturi white wine.

DIAGNOSIS: We diagnosed in both patients an IgE-mediated allergy to beer and to beer yeast,
confirmed by positive prick tests to the culprit beer and Sacharomyces cerevisiae yeast

DISCUSSION: Although beer is consumed by millions of people worlwide, IgE-mediated allergic
reactions to beer are rarely reported. The majority of these cases present with generalized urticaria or
anaphylaxis. Beer allergy is most frequently due to wheat, barley, hops or yeast allergy, even though
added spices such as coriander have been reported as allergens.! In a study of 20 Chinese patients
with beer allergy, sorghum (type of grain) and/or sorghum malt were the most common allergens.!?

In many case reports of beer-induced anaphylaxis, LTPs have been identified as allergens.®!*! LTP of
barley (Hor v 7k) has been identified as causative allergen in one patient.

German-Sanchez et al. describe beer-induced anaphylaxis with sensitisation to sacharomyces
cerevisiae in a patient who was also sensitised to fungi. They postulate that fungi were the primary
allergen, whereas the beer yeast allergy is due to crossreactivity.® Another case report descibes a
patient with facial itching and severe urticaria with positive skin prick test to brewers yeast.!®

Beer is brewed using four ingredients: malt, barley, water and yeast. Malt is produced from germinated
and heated or roasted barley. The fermentation proces is instigated by adding brewers yeast
(specifically sacharomyces cerevisiae or related sacharomyces carlsbergensis). Hop is widely used to
add bitterness to the beer and to prevent bacterial contamination.”’ After the fermentation proces,
the product is filtered, thereby creating a clear product without yeast. However, in the proces of
brewing special types of beer (other than pils beer), additional yeast is added to the already bottled
product, thereby continuing the fermentation proces

Our 2 patients experienced oral allergy symptoms after drinking beer, but did not develop anaphylaxis
as frequently reported in the literature. Navarro et al. describe a patient who had pharyngeal pruritus
and mild dyspnea after drinking beer without any systemic symptoms. Five to six years later, this
patient developed beer-induced anafylaxis and LTP Hor v 7k found in barley was idententified as
causative allergen.

Our patients react only to certain types of beer (and wine in patient 1), but do not develop any
symptoms after drinking pils beer. They both have positive specific IgE towards beer yeast, positive
skin prick tests to sacharomyces cerevisiae and the culprit beer. We suspect the beer yeast as the
allergen of interest as our patients can tolerate pils beer which contains no added yeast to the bottle
after the filtration proces. . Sacharomyces cerevisiae is also frequently used as wine yeast!®, which
would explain why patient 1 also had symptoms after ingestion of certain wine, although this was not
confirmed in skin prick testing with the culprit wine.

BIBLIOGRAPHY:

1: Brussino L, Nicola S, Giorgis V, Rolla G. Beer anaphylaxis due to coriander as hidden allergen. BMJ
Case Rep. 2018 Aug 8;2018:bcr2018225562. doi: 10.1136/bcr-2018-225562. PMID: 30093499;
PMCID: PMC6088294.

2:Song Z, Chen W, Huang X, Zhou X, Luo J, Wang H, Darsow U, Becker T, Qian F, Hao F, Ring J.
Sensitization to beer ingredients in Chinese individuals with beer allergy: a clinical study of 20 cases.



Int Arch Allergy Immunol. 2014;163(2):135-41. doi: 10.1159/000356703. Epub 2013 Dec 14. PMID:
24356415.

3: Pita JS, Sousa N, Bartolome B, Loureiro C, Bom AT. Beer: an uncommon cause of anaphylaxis. BMJ
Case Rep. 2019 Jan 3;12(1):e227723. doi: 10.1136/bcr-2018-227723. PMID: 30610032; PMCID:
PMC6326336.

4: Navarro L, Lazo L, Pineda P, Labrador-Horrillo M, Roger A, Basagaiia M. Anaphylaxis Induced by
Beer. J Investig Allergol Clin Immunol. 2021 Jul 26;31(4):334-336. doi: 10.18176/jiaci.0643. Epub 2020
Sep 15. PMID: 32938573.

5: German-Sanchez A, Alonso-Llamazares A, Garcia-Gonzalez F, Matala-Ahmed B, Bartolome-Zavala
B, Antepara-Ercoreca |. Allergy to Beer and Wine Caused by Saccharomyces cerevisiae in a Patient
Sensitized to Fungi. J Investig Allergol Clin Immunol. 2022 Jul 22;32(4):311-313. doi:
10.18176/jiaci.0755. Epub 2021 Oct 18. PMID: 34661531.

6: Bansal RA, Tadros S, Bansal AS. Beer, Cider, and Wine Allergy. Case Reports Immunol.
2017;2017:7958924. doi: 10.1155/2017/7958924. Epub 2017 Mar 15. PMID: 28396809; PMCID:
PMC5371212.

7: Figueredo E, Quirce S, del Amo A, Cuesta J, Arrieta |, Lahoz C, Sastre J. Beer-induced anaphylaxis:
identification of allergens. Allergy. 1999 Jun;54(6):630-4. doi: 10.1034/j.1398-9995.1999.00827 .x.
PMID: 10435480.

8: Eldarov MA, Kishkovskaia SA, Tanaschuk TN, Mardanov AV. Genomics and Biochemistry of
Saccharomyces cerevisiae Wine Yeast Strains. Biochemistry (Mosc). 2016 Dec;81(13):1650-1668. doi:
10.1134/50006297916130046. PMID: 28260488.



‘Mickey Mouse’ in disguise causing several cases of severe
allergic contact dermatitis

Valerie Van Dam, Ella Dendooven, Olivier Aerts
University Hospital Antwerp (UZA)

Three female non-atopic patients were referred to the dermatology department of the
University Hospital Antwerp (UZA), all presenting with eczematous lesions on the face and
eyelids. Interestingly, in all three patients, the lesions had appeared after the use of facial
creams containing derivatives of resorcinol ( a “Mickey Mouse”-like chemical structure).
Resorcinol is a well-known yet rare true sensitizer in hair care products and topical medications
such as ophthalmic ointments, topical acne medications and anti-wart treatments. The
derivative resorcinol monobenzoate is also used as a UV light absorber in plastic materials such
as hearing aids and spectacle frames [1]. Resorcinol derivatives have been increasingly
reported as the cause of severe allergic contact dermatitis due to their presence in skin-
lightening products; examples include butyl resorcinol [2], phenylethyl resorcinol [3] and
acetyl resorcinol (synonym: resacetophenone) [4]. Concerning our cases, all three women
were using facial depigmenting creams containing two new resorcinol derivatives:
hexylresorcinol and isobutylamido thiazolyl resorcinol (synonym: thiamidol). Patch tests
showed positive reactions to these two new chemicals whereas other resorcinol derivatives
and resorcinol itself remained entirely negative. This suggests that cross-reactivity between

resorcinol and these derivatives, and among these derivatives, does not occur.
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The Scary in the Ordinary

Sofie Mingneau, Sara Huygens
Department of Dermatology, University Hospital Leuven (UZL), Leuven, Belgium

The intervention in the aging process has increasingly begun at younger ages, with social
media platforms like TikTok playing a significant role in this trend. Young girls are daily exposed
to beauty standards and skincare routines, which drive them to invest in products to improve
their skin and maintain a youthful appearance at an earlier age.

One of the popular products recommended for this purpose is a salicylic acid serum, a well-
established dermatological treatment known for its exfoliating and anti-inflammatory effects.
However, at our department, we have observed six young women who tested positive for this
product in patch testing. Surprisingly, they were not only allergic to the salicylic acid serum but
also to amidoamine and/or dimethylaminopropylamine.

‘Amidoamines’ or ‘fatty acid amidopropyl dimethylamines’ are chemical structures formed
from fatty acids and the diamine ‘3,3-dimethylaminopropylamine (DMAPA)’. They function
primarily as antistatic agents in cosmetic products, but they are also hair- and skin-conditioning
agents and possibly present in contact lens disinfecting solutions (1). Amidoamines (e.g.
cocamidopropyl dimethylamine) and DMAPA are both intermediates in the synthesis of
surfactants, such as cocamidopropyl betaine and are thus present as impurities in
cocamidopropyl betaine, which is frequently found in liquid soaps, shampoos, shower gels,
cleansing milks, bath foams, make up removers, and contact lens solutions (1,2). In the past
year, we have seen an increasing number of patients with positive patch test reactions to
amidoamines.

Upon closer inspection, The Ordinary Salicylic Acid 2% Solution (The Ordinary, DECIEM inc.,
Toronto, Canada) contains the amidoamine Cocamidopropyl Dimethylamine. Cocamidopropyl
dimethylamine (CAPDMA) and other amidoamines (AA) share similar allergenic properties,
with the key difference being the length of their carbon chain (1).

Salicylic acid serums are well-known for their potential irritating effects. However,
dermatologists must also be aware of the possibility of contact allergies when patients use
such products, especially those containing amidoamines. This highlights the growing need for
vigilance in the dermatological evaluation of products popularized by social media trends.
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Contact Allergy to Hearing Aids

Constance Groszmann MD, AF. Nikkels MD, PhD, B. Dézfoulian MD, PhD.
Dermatology Department, Liége University Hospital, Liege, Belgium

Introduction Hearing aids are commonly used to improve auditory function in individuals
with hearing loss, but their use can sometimes lead to dermatological issues, including contact
dermatitis. This case report discusses a 65-year-old male who developed contact dermatitis
due to the use of hearing aids and highlights the differential diagnoses for intolerance to
hearing aid components. The key differential diagnoses include skin intolerance to the hearing
aid tips, improper positioning of the tips, otitis externa, exacerbation of pre-existing
dermatoses, and contact dermatitis.

Case Report A 65-year-old male with a history of progressive hearing loss developed
erythema, itching, and scaling around the ear canal after using hearing aids resistant to the
various treatments used. The symptoms were localized to the areas in contact with the
hearing aid tips. The patient had a known history of occupational contact allergies to Amerchol
L101, octyl-isothiazolinone, lauryl glucoside, nickel, and acrylates (hydroxyethyl methacrylate,
hydroxypropyl methacrylate, ethyleneglycol dimethacrylate, tetrahydrofurfuryl methacrylate,
triethyleneglycol diacrylate), which had been identified through prior patch testing. After a
detailed evaluation and new patch tests, the patient was diagnosed with contact dermatitis
to components in the hearing aids:

He reacted to epoxy resin (present in glues and plastics), rubber vulcanizing agents (diethyl
and dibutyl thioureas, dodecyl mercaptan, cyclohexyltio phthalimide).

The patient reacted strongly to the 3 patch tested tips.

The treatment plan involved discontinuing the use of the current hearing aid tips. Gold was
chosen as an alternative because the patient showed no allergic response to it, making it a
suitable option to replace the plastic and rubber materials.

The complete resolution of eczema was finally obtained thanks to the suppression of these
allergens.

Discussion The differential diagnosis for ear discomfort and dermatitis caused by hearing aid
includes several conditions:

1. Skin Intolerance to Hearing Aid Tips: Skin intolerance occurs due to the
pressure and friction of the hearing aid tips on the skin, causing irritation. This
form of intolerance is distinct from an allergic reaction and typically resolves
spontaneously within 7 to 10 days.

2. Improper Positioning of Hearing Aid Tips: Improper positioning of the hearing
aid tips may lead to persistent pain and discomfort, which typically lasts for
more than 10 days. This condition resolves with readjustment by the
audiologist, which restores proper fit and alleviates pressure on the ear.

3. Otitis Externa: External otitis is an infection of the ear canal, often favored by
heat, humidity, and maceration due to inadequate ventilation. The wearing of
hearing aids can exacerbate this condition if the device is not well-maintained,



leading to moisture accumulation and poor air circulation in the ear canal.
However, in cases of persistent or recurrent otitis externa, especially with poor
treatment outcomes, an underlying otomycosis should be considered. Otitis
externa is typically treated with antibiotic ear drops.

Exacerbation of Pre-existing Dermatoses: Conditions like seborrheic
dermatitis, head and neck dermatitis or psoriasis can be exacerbated using
hearing aids, leading to flare-ups of pre-existing skin conditions.

Contact Dermatitis: The most likely diagnosis in this patient, contact dermatitis
occurs due to a direct immune response to an allergen present in his hearing
aids confirmed by Patch testing.

This case underscores the importance of considering multiple differential diagnoses when a
patient presents with ear canal irritation due to hearing aids, especially when distinguishing
between allergic and irritant reactions, infections, or exacerbations of pre-existing skin
conditions. Patch testing is a valuable diagnostic tool in confirming contact dermatitis.
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A Case To Highlight

Buyse H, Vankwikelberge E, Devocht B, Lapeere H
University Hospital Ghent (UZ Gent)

Case report
Hairdressers are at increased risk of developing occupational skin diseases due to frequent exposure
to detergents, hairdressing chemicals, and allergens (1). Most often these products provoke irritant or

contact allergic dermatitis, but type | allergy has also been described.

We present a case of a 30-year-old woman who developed acute generalized urticaria and respiratory
symptoms after using a hair bleaching product. The patient had a history of atopic conditions and had
been bleaching her own hair for over 10 years using professional products, including the same
bleaching agent (mixture of Fanola No Yellow Ultra Lightener (containing ammonium and potassium
persulfate) and Fanola Perfumed Cream Developer 30 Vol. (containing hydrogen peroxide)) for the last
3 years. Within 10 minutes of application, she experienced intense pruritus on the scalp and hands,
facial edema, and respiratory symptoms. She sought medical attention at the emergency department,
where acute generalized urticaria was documented. Her symptoms resolved within 30 minutes after
treatment with intravenous methylprednisolone (125 mg) and intramuscular promethazine (25 mg).
Since the incident, the patient has refrained from using hair bleaching products. Upon inquiry, the
patient reported experiencing increased pain on the scalp during the last few hair bleaching sessions.

However, the patient attributed this to the bleaching process itself.

Four months after this episode, the patient presented herself at the Department of Dermatology at the
University Hospital in Ghent. Given the rapid onset of her symptoms, a type 1 (immediate type) allergic

reaction was initially suspected.

To confirm the diagnosis, an open application test was performed using ammonium persulfate 2.5%
pet. and her own bleaching powder-developer mixture in a 2:1 ratio (see Figure 1). No positive reaction
was observed after 15 minutes. Subsequently, skin prick tests (SPT) were conducted. The SPT revealed
a positive result for the powder-developer mixture in a 2:1 ratio (4 mm), as well as for the bleach
powder diluted in water ratio 1:10 (6 mm). In contrast, the bleach developer alone yielded a negative
result. Control tests showed a positive reaction to histamine (8 mm) and a negative reaction to saline

(2 mm).



Patch testing was conducted using the European
standard series, including both core and extended
sets, along with Belgian additions, cosmetics,
pharmaceuticals, metals, adhesive patches, and a
hairdresser series. Given the positive results from
the SPT, ammonium persulfate was not included in
the patch testing. The patch tests yielded negative
results at both 48 and 96 hours.

Based on the positive SPT results for the bleaching
powder and the patient's clinical history, a diagnosis
of an immediate-type hypersensitivity reaction to
the bleaching powder was made. This reaction was
likely triggered by persulfates present in the

product.

Persulfates

Figure 1: negative open application testing for ammonium
persulfate (circle 1) and bleaching powder-developer
mixture (circle 2). White tape shows skin prick testing. 1
Histamine (8mm). 2 Control (2mm). 3 Bleach powder and
developer mixed in radio 2:1 (4mm). 4 Bleach powder
diluted in water 1:10 (6mm). 5 Bleach developer (0 mm). 6
not conducted.

Persulfates, including ammonium, sodium, and potassium persulfate, are inorganic salts commonly

employed as oxidizing agents in various industries. These include hair bleaching, flour bleaching,

cosmetics, textiles, pharmaceuticals and pool/spa water disinfectants (see Figure 2) (2). In the

hairdressing industry, persulfates are primarily used to accelerate the bleaching process, making hair

more receptive to subsequent dyeing (3). Typically, they are found in formulations containing mixtures

of different persulfates, often at concentrations of up to 60% (3,4). Due to their strong oxidative

properties, persulfates are frequently associated with occupational skin diseases in both hairdressers

and their clients. A North American review reported a 1,8% positivity for ammonium persulfate in

patients that were referred for patch-testing (3).




Persulfate Chemical formula | Sources of exposure

Ammonium (NH.)25204 e Hair bleach

persulfate e Hairdye
e (Cleaner for prosthesis and dental implants
e Brewer’s yeast
e Additives

Sodium persulfate Na.S:0s e Shock treatment pool/ spa

e Hair bleach

Potassium persulfate K2S:0s e Hairbleach
e Hairdye
e Shock treatment pool/ spa

Potassium KHSOs e Shock treatment pool/ spa
peroxymnosulfate e Detergents and disinfectants

Figure 2: persulfates and sources of exposure translated from French (4)

Mechanisms of dermatitis

Persulfate-induced dermatitis involves both irritant and allergic mechanisms. Initially, persulfates cause
direct skin irritation due to their strong oxidative properties, leading to inflammation and disruption of
the skin barrier. With repeated exposure, sensitization can develop, causing more severe reactions. The
mechanism may involve immediate or delayed hypersensitivity reactions, or a combination of both

(4,5).

Persulfates are known to cause immediate-type reactions, including contact urticaria, generalized
urticaria, angioedema, and anaphylaxis (2-4). Bleaching products often contain non-dust-free powders,
which can lead to airborne allergic contact dermatitis and respiratory symptoms, such as rhinitis and
asthma (5). Type | reactions are particularly common among occupationally exposed individuals,

possibly due to continuous airborne exposure to persulfates (6).

Cross-Reactivity and Testing

Cross-reactivity between persulfates is common, as they share similar chemical structures (4). The
exact risk of cross-reactivity between persulfates remains unclear. However, Gilligan et al. (7) reported
a series in which 5 out of 6 patients exhibited positive reactions to both potassium persulfate and
ammonium persulfate. While cross-reactivity is expected, there is one reported case of a type 1 allergy
to ammonium persulfate with no reaction to potassium persulfate (8). Given the potential for cross-
reactions, testing with ammonium persulfate can be used as a screening tool for hypersensitivity to
persulfates. If a patient tests positive for ammonium persulfate, all persulfates should be avoided in

the future (4).



Prevention and management

To reduce the risk of occupational dermatitis and respiratory issues, hairdressers should always wear
gloves when coloring or bleaching hair, regardless of the product used (1,5). However, glove usage
remains low, and improper use is common. A recent German survey found that only 77.9% of
hairdressers consistently wears gloves during the bleaching procedures (5).

The use of dust-free bleaching powders - such as granules, microencapsulated, or oil-mixed
formulations - can significantly reduce airborne particles and is associated with a lower incidence of
bronchial asthma (5). Despite this, non-dust-free powders are still in circulation, and even dust-free
formulations can trigger respiratory symptoms. Bleaching creams offer an alternative, though a
German study found that only 8.3% of hairdressers prefer this formulation (5). Additionally, proper
salon ventilation can further mitigate respiratory symptoms (5). Finally, it is recommended that hair

and skin be thoroughly rinsed after the application of bleaching or dyeing agents to minimize exposure

(5).

Conclusion

This case highlights the importance of recognizing type 1 allergic reactions in patients exposed to
hairdressing chemicals, particularly persulfates. Given the strong association between persulfates and
immediate-type hypersensitivity reactions, including urticaria, angioedema, and respiratory symptoms,
it is crucial for clinicians to consider these compounds as potential causal agents in individuals with
occupational exposure. Early identification through appropriate diagnostic testing, such as skin prick
tests, can aid in confirming persulfate hypersensitivity and guide effective management strategies,
including avoidance of these chemicals. Awareness of this occupational hazard is vital for both
hairdressers, clients and healthcare providers to prevent recurrent episodes and minimize long-term

health impacts.
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A Not So “Paclital” Case

Boulakhrif N. !, Dupire G.2
1 Department of Dermatology, Brugmann Hospital, ULB, Brussels, Belgium
2 Department of Immuno-Allergology, Brugmann Hospital, ULB, Brussels, Belgium

Introduction Paclitaxel, a member of the taxane family of chemotherapies, is one of the first-line
treatments for breast cancer. Is widely used and frequently responsible of hypersensitivity reaction
representing potent global health problem in cancer therapy. Herein we illustrate a case consecutive
delayed and severe IgE-mediated anaphylaxis to Paclitaxel triggered by cremophor EL.

Observation A 75-year-old woman treated with paclitaxel, carboplatin, and pembrolizumab for breast
cancer developed a maculopapular rash after the second chemotherapy session. A check point
inhibitor immune skin reaction was suspected. She was then treated by paclitaxel alone and
experienced severe grade |l anaphylaxis requiring intensive care. Hypersensitivity to paclitaxel or its
excipient Cremophor EL (CrEL) was suspected, Skin prick tests for macrogols, polysorbate 80 (PS80),
taxanes with and without CrEL (paclitaxel, docetaxel and Abraxane) were negative, but urticarial
plaques appeared right after intra-dermal test at 1072 dilutions of taxane with CrEL resolved within
hours suggesting CrEL sensitization. Twenty-four hours reading of Intradermal testing was positive for
CrEL. Basophil activation test was also positive. These findings confirm our case as IgE-mediated
anaphylaxis and delayed hypersensitivity to paclitaxel involving CrEL.

Discussion We report a complex case of both immediate and delayed hypersensitivity reactions to
paclitaxel, a drug often limited by its high incidence of reactions (44% mild, 10% severe) (1). These
reactions can be immediate or delayed, with some patients experiencing immediate reactions upon
re-exposure, as seen in our patient. The excipient Cremophor EL, rather than paclitaxel itself, is often
responsible for these reactions. Allergologists played a crucial role in ruling out other causes, ensuring
the appropriate management of the patient’s reaction, and avoiding delays in the cancer treatment.
A rapid histological analysis could have expedited decision-making and therapeutic adjustments by
differentiating it from the lichenoid drug reactions often seen with anti-PD1 therapies. Management
depends on reaction severity, with desensitization or alternative treatments like Abraxane (free of
Cremophor EL and polysorbate 80) being considered for at-risk patients. The sequence of delayed then
immediate hypersensitivity is not well understood but immune stimulation induced by ICI could play
a role in developing multiple ways of sensitization.

Conclusion This case highlights the complexity of hypersensitivity reactions to paclitaxel, including
both delayed and immediate responses. It underscores the importance of prompt diagnosis and
management. Given the risk of immediate reactions in patients with delayed hypersensitivity,
alternatives like Abraxane or desensitization protocols should be considered to ensure patient safety.
Additionally, it emphasizes the underestimated risks of PEG sensitization and cross-sensitization to
PEGylated drugs and related derivatives. Allergologal assays could be useful in these cases with
immediate and late readings.
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Watch The Clock

Stefan Kerre!, Annelies Vandenbergh?
1 Dermatologie Imelda-ziekenhuis Bonheiden
2 Pneumologie Imelda-ziekenhuis Bonheiden

CASE PRESENTATION:

A young female patient, who developed a maculo-papular rash and facial oedema while on
treatment for lung cancer with brain metastasis is presented.

Using the protocol based on clinical presentation and the typical delay between intake and
onset of symptoms, the culprit drug was identified and later on confirmed by testing.

However, this protocol has its limitations and exceptions have be taken in account .

Our patient, who reacted to iobitridol , presented a difficult to classify clinical presentation
(MPE, mini-DRESS, DRESS) , a very short delay between exposition and onset of the symptoms
and also the testing revealed rather unusual and surprising results regarding cross-reactions
among ICM from different classes (group A with a N- (2,3-dihydroxypropyl carbamoyl side
chain, group B with a N- (2,3-dihydroxypropyl)-N -methylcarbamoyl side chain , and group C
with both type of sidechains) .

This case report stresses the need to take into account all medication taken by/ administrated
to the patient, a correct clinical diagnosis and the interest in the use of a wide allergo-

logical work-up that includes ICM of different classes in addition to the incriminated ICM in
particular after a severe CADR.

Indeed, the determination of a safe alternative ICM cannot be based only on the
recommendation of the use of an ICM from

another class.



