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. MACROLIDES are among the safest

antibiotics; their low indices of toxicity

make them useful agents for the treatment

of upper respiratory tract and skin and

soft-tissue infections caused by

susceptible organisms.

Adverse reactions to macrolides appear

to be very rare (1). Only a few cases of fixed

drug eruption

(FDE) (2–4)

and urticaria

(5,6), due to the

administration

of different antibiotics from this group,

have been reported. All cases of FDE do

not show any evidence of cross-reactivity

among macrolides on the basis of the patch

test results (2–4).

However, in a unique patient with

proven IgE-mediated hypersensitivity due

to erythomycin, we have documented a

partial cross-reactivity with midecamycin

through RAST-inhibition experiments

(5).

We report a case of a 64-year-old man,

who had been treated for respiratory tract

infection with erythromycin 500 mg, and

developed pruritic blisters on the penis,

with local hyperpigmentation, 6 h after

the intake of this antibiotic. The

cutaneous lesions disappeared after

approximately 15 days. Previously he also

referred two similar episodes upon

administration of erythromycin, at the

same localization.

One month later, after the patient had

given written informed consent,

epicutaneous patch tests were carried out

on unaffected skin using different

macrolides (erythromycin,

clarithromycin, roxithromycin,

midecamycin and azithromycin). The

drugs were prepared at 10% concentration

in dimethylsulfoxide. Positive (3+) results

to all drugs (except azithromycin) were

noted at 48 h (Table 1). Controlled oral

challenges with increasing doses of

Fixed drug eruption

due to cross-reactivity.

Table 1. Patch-test results with different

macrolide antibiotics

Agent Results*

Erythromycin

Clarithromycin

Roxithromycin

Midecamycin

Azithromycin

3+
3+
3+
3+
–

*. Epicutaneous patch tests were read at
48 h intervals.
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. CARISOPRODOL (isopropylmeproba-

mate) is a skeletal muscle relaxant

belonging to the carbamate group which

includes meprobamate, methocarbamol,

and mebutamate. It is used alone or in

association with analgesics (1). We report

an exceptional case of urticaria induced by

carisoprodol in which reactivity to the

related meprobamate was also

demonstrated.

A 53-year-old woman received, for

sciatica, carisoprodol 350 mg (Mio-

Relax1, Belmac S.A., Madrid, Spain) and

diclofenac 50 mg (Voltaren1, Novartis,

Barcelona, Spain). Four hours after the

first dose of both drugs (taken together)

she developed a generalized itching

erythema which

resolved with

intramuscular

methylpredni-

solone and

dexclorfeniramine. The patient had

previously tolerated diclofenac but she

had not taken any nonsteroidal anti-

inflammatory drug after the reported

reaction.

The patient gave written consent to the

following allergological study performed

in our Allergy Unit following a single-

blind placebo-controlled procedure. The

administration of aspirin (up to 1000 mg)

was well tolerated. Skin prick tests (SPT)

(25 mg/mL), intradermal tests (IDT)

(0.25 mg/mL) and patch tests (10% in

petrolatum) with diclofenac and

carisoprodol were negative. The patient

tolerated increasing doses of diclofenac

up to 50 mg. Eight hours after the

administration of 175 mg of

carisoprodol, a pruritic erythema and

hives appeared in the forearms, inguinal

area, and abdomen, which resolved with

oral dexclorfeniramine and prednisone.

As meprobamate is a related carbamate

and one of the metabolites of

carisoprodol (1), reactivity to this drug

was investigated. SPT and IDT (25 and

0.25 mg/mL, respectively) with

meprobamate were negative, as well as

patch test (10% in petrolatum). Five

hours after the administration of 100 mg

of meprobamate, urticarial lesions

appeared in forearms and abdomen,

which subsided with ebastine.

Carisoprodol is an old (.40 years) and

widely used drug which has been very

infrequently involved in skin adverse

reactions (1,2,3). There is one reported

fixed drug eruption induced by both

carisoprodol and meprobamate (2). In the

present urticaria to carisoprodol, we have

demonstrated reactivity to meprobamate

by means of an oral provocation. These

two drugs have similar chemical

structures (Fig. 1) and might give rise to

the same metabolite(s) which could

induce the immunologic response leading

to the urticaria. This would also explain

the negativity of the skin tests performed

with the native drugs.
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