
Comment. The trumpet is a musical instrument made
of brass, an alloy of varying combinations of copper and
zinc.2 Contact allergies to both of these metals is very rare,3

and most reported cases of trumpet cheilitis have been
due to nickel contact allergy.4,5 Nickel and other metal-
lic substances, although technically not part of the brass,
are sometimes added to the alloy to achieve various effects.

Sound from a trumpet is produced by blowing air
through tightly closed lips through the mouthpiece of the
instrument. Because the mouthpiece was not well fit-
ting in the present case, the patient was applying extra
force to keep the instrument in close contact with his lips,
and in the process he gradually injured his lips. In ad-
dition, he was playing the instrument for long hours ev-
ery day without conditioning. These findings were clini-
cally suggestive of mechanical trauma rather than allergic
reaction. Moreover, the hand with which he was hold-
ing the trumpet showed no signs of the inflammation that
should have been present had he been allergic to any com-
ponent of the instrument material. Therefore, patch test-
ing to confirm nickel or any other allergy was not per-
formed, and the patient remained asymptomatic thereafter
in spite of regularly playing the trumpet with the new,
well-fitting mouthpiece.

It is very important to remind practicing clinicians as
well as music trainers that proper conditioning and er-
gonomic modification of musical instruments are im-
portant to avoid mechanical injuries.

Correspondence: Dr Raza, PAF Hospital Faisal, Shahrah
e Faisal, Karachi, Pakistan (naeemraza561@hotmail
.com).
Financial Disclosure: None reported.

1. Gambichler T, Boms S, Freitag M. Contact dermatitis and other skin condi-
tions in instrumental musicians. BMC Dermatol. 2004;4:3.

2. Brass. http://en.wikipedia.org/wiki/Brass. Accessed May 1, 2007.
3. Beck MH, Wilkinson SM. Contact dermatitis: allergic. In: Burns T, Breathnach

SM, Cox N, Griffith C, eds. Rook’s Textbook of Dermatology. Oxford, En-
gland: Blackwell Science; 2004:20.1-20.124.

4. Nakamura M, Arima Y, Nobuhara S, Miyachi Y. Nickel allergy in a trumpet
player. Contact Dermatitis. 1999;40(4):219-220.

5. Thomas P, Rueff F, Przybilla B. Cheilitis due to nickel contact allergy in a
trumpet player. Contact Dermatitis. 2000;42(6):351-352.

Carcinoid Syndrome
With Angioedema and Urticaria

T he term carcinoid syndrome stands for a wide group
of endocrine symptoms related to the presence of
disseminated neuroendocrine cancer, such as di-

arrhea, flushes, and abdominal pain; infrequently wheez-
ing and bronchial asthma; and rarely skin manifestations
due to secretion of a variety of biogenic amines and pep-
tides.1 We report herein a rare case of carcinoid syn-
drome with angioedema and urticaria as the first symp-
toms of liver metastases of neuroendocrine cancer.

Report of a Case. A 52-year-old woman with diarrhea,
abdominal pain, flushes, and dyspnea was admitted to
the hospital in 2001. Well-differentiated neuroendo-

crine carcinoma of the cecum was diagnosed by laparos-
copy, and she underwent chemotherapy based on doxo-
rubicin hydrochloride and an ileocolostomy. All
symptoms of carcinoid syndrome disappeared. In Feb-
ruary 2002, angioedema of the upper lip and tongue with
concomitant urticaria on the back and extremities ap-
peared (Figure 1). There was no history of atopy or as-
pirin hypersensitivity. Results of typical diagnostic tests
for urticaria (skin tests, fecal examination, a provoca-
tion aspirin test, test for complement components, thy-
rotropin evaluation, and testing for thyroid antibodies)
proved negative. There was no response to antihista-
minic drugs or glucocorticoids.

The patient’s serum serotonin level was high at 1852
ng/mL (normal range, up to 450 ng/mL), and 5-hydroxy-
indoleacetic acid daily excretion was 33.5 mg/24 h (nor-
mal range, 2-8 mg/24 h) (to convert serotonin to micro-
molesper liter,multiplyby0.000568;5-hydroxyindoleacetic
acid to µmol/d, multiply by 5.23). The catecholamine ana-
logue metaiodobenzylguanidine (131I-MIBG) scintigraphy
revealed pathologic focal uptake in the liver metastases
(Figure 2). On the basis of the diagnostic scintigraphy,
therapeutic 131I-MIBG was administered with palliative in-
tent. Angioedema and urticaria were completely retreated
with no additional pharmacotherapy. However, 11 months

Figure 1. Urticaria of the lower limb.

Naeem Raza, FCPS
Nasser Rashid Dar, FCPS

(REPRINTED) ARCH DERMATOL/ VOL 144 (NO. 5), MAY 2008 WWW.ARCHDERMATOL.COM
691

©2008 American Medical Association. All rights reserved.
 at Bibliosan, on May 23, 2008 www.archdermatol.comDownloaded from 

http://www.archdermatol.com


after the beginning of therapy, progression of the carci-
noid syndrome symptoms was noticed, and urticaria symp-
toms (without angioedema) returned. The patient died in
2004 of progressive cancer.

Comment. Carcinoid syndrome with concomitant an-
gioedema has been described in a few studies but never
with urticaria.2-4 Carcinoid syndrome is caused by en-
docrine secretion of active peptides and amines that are
synthesized and released by tumor cells. They appear in
the circulation and cause symptoms only after develop-
ment of liver metastases, which are drained by the he-
patic vein. Active substances produced by the primary
tumor located at the portal vein confluence are quickly
metabolized by liver cells containing a large amount of
monoamine oxidase and other enzymes. Thus, the ac-
tive substances released by the tumor are inactivated un-
til carcinoid syndrome spreads to the liver and releases
them into the systemic circulation.3-5 Serotonin and, to
a lesser extent, histamine are involved in the pathogen-
esis of angioedema and presumably also urticaria in car-
cinoid syndrome.

Feldman and Jones4 reported cases of carcinoid syn-
drome with angioedema without liver metastases. This is
possible when the tumor discharges the biogenic prod-
ucts directly into the systemic circulation and circum-

vents hepatic metabolism. The history of neuroendocrine
tumor in our patient was essential for prompt understand-
ing of the causes of urticaria, which were confirmed by bio-
chemical tests and 131I-MIBG scintigraphy.1 Lack of effec-
tiveness of typical pharmacotherapy with antihistaminic
drugs or low doses of glucocorticoids could be attributed
to the very high concentration of biogenic amines in the
circulation. In this case, 131I-MIBG therapy caused tempo-
raryclinical improvement includingalleviationof skinmani-
festations. To our knowledge, this is the first recorded ob-
servation of urticaria symptoms caused by a carcinoid tumor
with improvement after 131I-MIBG treatment.
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Classic Mediterranean Kaposi’s Sarcoma
Regression With Sirolimus Treatment

R eplacement of mycophenolate mofetil, cyclo-
sporine, or tacrolimus by sirolimus results in re-
gression of Kaposi’s sarcoma (KS) in organ trans-

plant recipients.1-3 In these patients, clearance from KS
might result either from reduced immunosuppression or
from the direct antiangiogenic effects of sirolimus.

Report of a Case. Herein we describe a 62-year-old man
with disseminated Mediterranean KS that regressed
almost completely during sirolimus therapy at a blood
concentration of 6 ng/mL. The heterosexual, immuno-
competent patient tested negative for both human im-
munodeficiency virus 1 and human immunodeficiency
virus 2. However, he had 17 disseminated KS lesions that
continuously erupted after excision of 2 single KS le-
sions that tested positive for human herpesvirus 8 and
the D2-40 antibody (which is raised against M2A, an on-
cofetal antigen, and has been used as a marker for lym-
phatic endothelium). Owing to the large number of KS
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Figure 2. The catecholamine analogue metaiodobenzylguanidine
scintigraphy revealed pathologic focal uptake in the liver metastases.
AP indicates anterior view; PA, posterior view.
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