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Marı́a José Torres*2

1Research Laboratory for Allergic

Diseases, Hospital Regional Universitario

de Málaga – IBIMA, Malaga, Spain
2Allergy Service, Carlos Haya Hospital,

Malaga, Spain

*Author for correspondence:

Tel.: +34 951 290 346

Fax: +34 951 290 302

mjtorresj@gmail.com

This review focuses on the epidemiology and different risk factors related to the development
of hypersensitivity reactions to antibiotics, with a focus on betalactams and fluoroquinolones,
the compounds most frequently involved in these reactions, due to their high level of
consumption. The true prevalence of allergic drug reactions is unknown and the
corresponding morbidity, mortality and associated economic costs are often underestimated.
It is reported that multiple risk factors, related to both the drug and the patient, can modify
the clinical expression of immune-mediated drug reactions. These include the chemical
properties, molecular weight and administration route of the drug and the age, gender,
concomitant diseases and genetic factors of the patient.
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Adverse drug reactions (ADRs) have been
defined by the WHO as “any noxious, unin-
tended, and undesired effect of a drug that
occurs at doses used for prevention, diagnosis or
treatment” [1]. ADRs account for 3–6% of all
hospital admissions and occur in 10–15% of
hospitalized patients. They can be classified
according to clinical, pharmacological and
chemical characteristics [2]. The pharmacological
classification proposed by Rawlins and Thomp-
son [3] is the most widely used, and include two
types: predictable (type A) and unpredictable
(type B) reactions. Type A reactions represent
around 80% of all ADRs; they are related to the
pharmacological action of the drug and are
dose-dependent. This group includes reactions
due to overdose, toxicity, side effects and inter-
actions with others drugs. Type B reactions are
generated by mechanisms unrelated to the phar-
macological action of the drug, independent of
the dose administered and represent 10–15% of
the total ADRs. Type B reactions include drug
intolerance, idiosyncratic reactions, pseudoaller-
gic reactions and ADRs with an immunological
basis (ADRIBs), also known as allergic reac-
tions [4]. They account for 6–10% of all ADRs.

According to the new World Allergy Organ-
isation (WAO) nomenclature, the term drug
allergy should remain restricted to those cases
with a proven immunological mechanism [4].

Allergic reactions can be further classified
according to the Gell and Coombs classifica-
tion system (TABLE 1) [5] into immediate-type
hypersensitivity reactions (mediated by drug-
specific IgE antibodies), cytolytic or cytotoxic
reactions and immune complex reactions (both
of which are mediated by drug-specific IgG or
IgM antibodies), and delayed-type hypersensi-
tivity reactions (mediated by drug-specific
T lymphocytes). The most common group of
drugs that cause these reactions is antibiotics,
particularly betalactams (BLs) [6].

This review will focus on different aspects
related to the development of hypersensitivity
to antibiotics. The epidemiology and risk fac-
tors related to BL (TABLES 2 & 3) and fluoroqui-
nolone (FQ) (TABLE 4) antibiotics will be
discussed in greater details, since they are the
drugs most frequently involved in these reac-
tions. Nowadays, there are no clear risk factors
related to the development of drug hypersensi-
tivity reactions that could help to predict
them. In this review, we summarize different
aspects that may be associated with the occur-
rence of drug allergic reactions.

Epidemiology
Incidence & prevalence

In spite of many articles dealing with this
issue, the true prevalence of allergic drug
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reactions is not well known, and the associated morbidity, mor-
tality and economic costs are often underestimated [7]. Some
systematic studies describe the prevalence and incidence of
allergic drug reactions in the general population by using data
taken from hospitalized patients and emergency units. From
these studies it has been deduced that allergic drug reactions
represent between 6 and 10% of all ADRs, however these per-
centages can vary depending on the methods used to confirm
the diagnosis [8]. Little data exist on the true frequency of mod-
erate reactions, which often go unreported.

Drugs involved

The prevalence of allergic reactions to a given drug in a popu-
lation varies according its level of consumption. Doña et al. [6]

observed that during the years 2005–2010, the frequency of
allergic reactions to BL antibiotics showed the same trend as
described in the 80s [9]: with a progressive decrease in the reac-
tions produced by benzylpenicillin (BP) and an increase in the
reactions induced by amoxicillin (AX). Importantly, there has
been a significant increase in the number of urticaria and ana-
phylaxis reactions induced by the new BL formula, consisting
of a combination of amoxicillin and clavulanic acid (AX-CLV),
the consumption of which has increased greatly in the last few
years [6,10]. An increase in the number of adverse reactions
induced by other non-BL antibiotics such as the quinolones
has also been observed [6,11]. Moreover, there has been a
decrease in the number of allergic reactions associated with the

sulfonamides and an increase in the reactions produced by
other compounds such as the iodinated contrast media [6].

Differences between adults & children

In general, there is much less information about the ADR inci-
dence in the pediatric population. Studies have estimated an
incidence of 10.9% for hospitalized children and 1.5% for out-
patient children, with a rate of hospital admission due to
ADRs of 2.1% [12]. Some studies have shown that the rates of
ADRs/drug allergy among children and adolescents are overes-
timated [13], because many reactions are not subsequently con-
firmed. In fact, drug hypersensitivity in children is 1.5-times
less likely to be confirmed than in adults, and it is particularly
lower in those with maculopapular exanthema [14].

In terms of the drugs involved, in a 10-year retrospective
cohort study of pediatric patients who experienced an ADR at a
community-based, tertiary care children’s hospital in the
USA [15], antibiotics were identified as the most common cause of
ADRs, followed by narcotic analgesics and anticonvulsants. BLs
are the most frequently prescribed drugs for children and hyper-
sensitivity is often reported by parents and pediatricians, though
confirmation after an allergological work-up varies from 7 to
60% of cases [16,17]. This wide range may be due to the mecha-
nism involved, as the possibility of confirming BL hypersensitivity
is higher for patients with IgE-mediated reactions than for those
with T-cell-dependent reactions, such as maculopapular exan-
thema, since it can be hard to distinguish T-cell-mediated reac-
tions from viral infections [14,16,17]; in this sense, a differential
diagnosis including serological viral studies and the analysis of the
specificity to the culprit drug by patch test, lymphocyte transfor-
mation test or ELISPOT should be included, although the drug
provocation test may be the confirming diagnostic test.

From all BLs involved in allergic reactions, AX and to a lesser
extent cephalosporins are currently the BLs most frequently
involved in ADRs among children [16,17]. However, this can be
subject to change, as happens in adults [10], with selective reac-
tions to CLV reported also in children [16,18]. These variations in
the BLs involved in allergic reactions are thus a reflection of the
changes in their pattern of prescription and consumption [6,9]. In
a recent study evaluating children with hypersensitivity reactions
to BLs, it was shown that although BLs were the drug most fre-
quently involved, only 8% of the children were finally confirmed
as allergic [ZAMBONINO MA, CORZO JL, MUÑOZ C ET AL. ALLERGY: DIAGNOSTIC EVALUA-

TION OF HYPERSENSITIVITY REACTIONS TO BETALACTAM ANTIBIOTICS IN A LARGE POPULATION OF

CHILDREN (2013), SUBMITTED].

Risk factors in drug allergy reactions
Several risk factors have been shown to modify the clinical
expression of immunological drug reactions. These can be
related to the drug or the patient.

Drug-related risk factors

Molecular weight & chemical properties

Immunogenicity may be related to molecular weight and
structural complexity [19]. However, most of the compounds

Table 1. Gell and Coombs classification of hypersen-
sitivity reactions to drugs.

Type of reaction
(mechanisms)

Clinical symptoms

Type 1 or immediate reaction

(IgE-mediated)

Urticaria

Angioedema

Anaphylaxis

Anaphylactic shock

Bronchial asthma

Rhinitis

Type 2 or cytotoxic reaction

(antibody-mediated)

Immune hemolytic anemia

Thrombocytopenia

Blood diseases

Organ-specific reaction

Type 3 or

immunocomplex reaction

(immunocomplex-mediated)

Serum sickness-like syndrome

Vasculitis

Organ-specific reaction

Type 4 or delayed reaction

(T-cell-mediated)

Maculopapular exanthema

Delayed urticaria

Stevens–Johnson syndrome

Toxic epidermal necrolysis

Organ-specific reactions

Acute generalized

exanthematic pustulosis

DRESS/DHIS

Fixed drug eruption

Contact eczema
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involved in ADRs have a molecular weight lower than
1000 Da and must bind to macromolecular structures in
order to interact with the immune system, according to the
hapten hypothesis [20]. Important efforts have been devoted
toward the understanding of the pathogenic role of protein
haptenation by drugs (mainly by BL antibiotics), the identifi-
cation of adducts formed and their ability to activate the

immune system. Because human serum albumin (HSA) is the
most abundant protein in serum, most works have attempted
the characterization of HSA adducts with different drugs, such
as BP, AX, flucloxacillin and piperacillin, formed either
in vitro or in the serum of patients [21–23]. Various studies
have shown that not only HSA, but also other plasma or cel-
lular proteins participate in the allergic reactions [24,25];

Table 2. Classification and chemicals structures of the most frequently used penicillins.

Penicillins

N

N S
H H

R
6
7

5
4

1
2

3

H

O
COOH

O

Penicillin type R Compound R Compound

Natural penicillins Penicillin G or benzylpenicillin O Penicillin V

Semisynthetic penicillins Aminopenicillins

HO

NH2 Amoxicillin NH2 Ampicillin

Penicillinase-resistant

Cl

N
O CH3

Cloxacillin Cl

Cl
N

O CH3

Dicloxacillin

Cl

F
N

O CH3

Flucloxacillin OCH3

OCH3

Methicillin

O
Nafcillin

N
O CH3

Oxacillin

Carboxypenicillins

COOH Carbenicillin

S

COOH Ticarcillin

Acylaminopenicillins

O

O

ON

N

NH

Piperacillin

O

N

N
S

O

OO

NH

Mezlocillin
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moreover, adducts formed by drugs with different structures
may display different stability in biological systems [26]. In
addition, databases can be searched to find information on
drug targets or biomarkers of different processes [27], to predict
proteins with affinity for various drugs or to predict drug tox-
icity and sensitization risks [28].

The chemical reactivity of drugs and drug metabolites deter-
mines their capacity for binding to carrier macromolecules.
However, many drugs only become reactive during their
metabolism process [29,30]. Although this process is normally
associated with a decreased toxicity, metabolites are sometimes
more toxic and reactive than the parent drug, and can induce
hypersensitivity reactions as have been demonstrated for sulfo-
namides [31,32], antiepileptic drug [33] and acetaminophen [34].
Reactive metabolites may also arise by mechanisms involving
oxidation or photoactivation. This happens in some non-
steroidal anti-inflammatory drugs (NSAIDs) such as ketopro-
fen, antibiotics such as FQs and platelet aggregation inhibitors
such as triflusal [35].

The pharmacological interaction concept (p-i concept) [36]

proposes that the steric configuration and capacity to react with
T-cell receptors can be the factors that confer the ability to
activate the immune system.

Mode of administration & dosage

It has been suggested that intermittent and repeated administra-
tions can be more sensitizing than an uninterrupted treatment.
Concerning the effects of dosage, it is well known that higher
drug concentrations are required for eliciting T-cell responses,
compared with IgE-mediated reactions [37,38].

Drug administration route

Drugs administered by a topical, intramuscular or intravenous
route are more likely to induce an ADR than those adminis-
tered orally. In the case of topical administration, this is due to
the efficiency of skin penetration; for intravenous and intra-
muscular administration it is because a high concentration of
circulating drugs is reached quickly.

Contaminating & excipient substances

Trace macromolecular contaminates and excipients that facilitate
drug solubility may also have a role in acute drug allergy [39].

Patient-related risk factors

Age

Most drug allergic reactions are induced in 20- to 50-year-old
patients [12,40]. In general, allergic drug reactions are less

Table 3. Classification and chemicals structures of the most frequently used cephalosporins.

Cephalosporins

N
H H

R1
H

O
O

S

N R2

67
8 5

1 2

4
3

3´

COOH

Generation R1 R2 Compound R1 R2 Compound

First

HO

NH2 —H Cefadroxil
S O

O CH3 Cephalotin

NH2 —H Cefalexin NH2 Cefprozil

Second NH2 —CL

(3’)
Cefaclor OH

S N
N

N N

SO3H Cefonocid

OH

S

H
N N

NN

Cefamandole OCH3

O

N
O

O

NH2 Cefuroxime

Third OCH3

H2N
N

N

S

S N

S

COOH

Cefodizime
N+

—H Ceftizoxime

OCH3

H2N
N

N

S

CH3O

O

Cefotaxime
N

N

S

OCH3

H2N

N
N

N

O

OS

H3C
Ceftriaxone

Fourth OCH3

H2N
N

N

S

N+

H3C
Cefepime
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frequent during childhood due to several factors that include
the immaturity of the immune system, a less frequent exposure
to drugs and the administration of doses lower than those used
in adults [41]. On the other hand, allergic drug reactions are
less frequent in subjects older than 65 years than in younger
adults, in spite of higher drug consumption. This could be
related to the immunosenescence process of aging that is char-
acterized by lymphocyte changes that render the immune sys-
tem less reactive [42]. Moreover, clinical manifestations of drug
allergy in elderly hospitalized patients appear to be similar to
those of the non-elderly, however severe reactions are less
common [43].

Gender

There are also differences depending on the gender of the sub-
jects with females being more susceptible to develop an allergic

drug reaction than males. Several epidemiological studies have
shown 65–70% of subjects who suffer an allergic drug reaction
to be female [7,44]. However, no significant differences have
been found in the clinical manifestations and mortality between
genders [45].

Prior history of allergic reactions to the same drugs or cross-

reactive drugs

In some patients, a history of allergic reactions to unrelated
drugs also carries an increased risk, especially for IgE-dependent
reactions.

Atopy

The prevalence of atopic diseases (eczema, rhinitis and asthma)
is increasing worldwide [46] and although atopy has not been
generally regarded as a risk factor for most hypersensitivity

Table 4. Classification and chemicals structures of the most frequently used quinolones.

Generation Chemical structure Compound Chemical structure Compound

First

N N

O

COOH

Nalidixic acid

Second

NN

N

O

F COOH

O

Ofloxacin

NN

HN

O

F COOH

Norfloxacin

NN

HN

O

F COOH

Ciprofloxacin

N NN

HN

O

F COOH

Enoxacin

Third

NN

N

O

F COOH

O

Levofloxacin

Fourth

NN

O

F COOH

HN

H

H

OCH3

Moxifloxacin
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drug reactions [47], this position is now being reconsidered. In
fact, it has been speculated that exposure to haptens may have
contributed to this increase, leading to the so-called hapten-
atopy hypothesis [48]. Supporting this connection, it has been
recently reported than atopic diseases are associated risk factors
for immediate reactions to BLs [49], as well as biological and
genetic determinants of atopy [50]. On the other hand, the
association between cross-intolerance to NSAIDs and an aller-
gen sensitization, mainly to house dust mites is well known [51].
In a recent study from our group, which included the largest
series of patients with hypersensitivity reactions to NSAIDs
studied to date, atopy was found in 60% of cases with cross-
intolerance, compared with a lower percentage in healthy
controls [52].

Concomitant diseases

It has been observed that some concomitant diseases may pre-
dispose a patient to the development of an allergic drug reac-
tion. This observation has been described in patients suffering
from viral infections such as infections caused by herpesvirus
6 [53,54], Epstein–Barr virus [54], cytomegalovirus [54] and human
immunodeficiency virus [55], as well as for other diseases such
as asthma [56] and systemic erythematosus lupus [57]. Moreover,
it has been observed that certain viral infections can induce an
increase in the duration and severity of the symptoms of some
clinical entities [58,59].

Genetic factors

Recent years have seen an increase in the study of the genetic
factors in drug allergy, made possible by improvements in the
available technology. Studies have shown an association
between severe hypersensitivity reactions and some haplotypes
of the HLA in different ethnic and geographical populations.
There is an important variability in the association between
ethnic groups, which considers relation between HLA-B*1502
and HLA-B*5801 alleles and the risk of developing severe
ADRs to antiepileptic drugs (such as carbamazepine) or
allopurinol [60–62]. However, the relation between HLA-B*5701
and abacavir-induced allergic reactions is observed worldwide
independent of the ethnic group [63,64]. Unfortunately, no such
risk factor has been found for antibiotic adverse reactions.
Apart from HLA associations with severe drug allergies, other
genetic associations have also been reported such as IL-4, IL-13
and IL-4R [65–68] and a family predisposition to develop allergic
reactions has also been described [69].

Betalactam allergy
BL antibiotics are the largest family of antimicrobials. They
include a great number of chemical compounds (natural and
semisynthetic) and are characterized by the presence of a BL
ring in their chemical structure. They have a slow bactericide
action, independent of the plasma drug concentration, a low
toxicity for humans and a broad spectrum of action, which has
been increasing through the years due to the incorporation of
new molecules. These attributes have led to BLs being currently

the most widely used antimicrobial in clinical practice, both in
primary attention and hospital centers.

Incidence

The prevalence and incidence of allergic reactions to BL
antibiotics in the general population is not fully known.
Prevalence varies between different studies, with results overes-
timated when patients are diagnosed using medical history
only, and underestimated when patients with allergic reactions
are not referred to specialized centers. Epidemiology studies
carried out in large series of patients with cutaneous symp-
toms have shown that only 19% of cases were finally con-
firmed as having an immediate allergic reaction to BLs [7].
Recently, in a study by Doña et al., it was reported that the
immediate allergic reactions to BLs represented 16.07% of all
drug hypersensitivity reactions and were responsible for 2.6%
of delayed T-cell-mediated reactions mainly maculopapular
exanthema [6].

Risk factors

Drug-related risk factors

BLs are intrinsically reactive haptens that bind spontaneously to
carrier proteins generating immunogenic adducts [70,71].

The prescription habits of BLs are subjected to changes that
influence the frequency of the allergic reactions to these drugs.
Thus, AX is nowadays the most frequent drug implicated in
allergic reactions to BLs because of its very high consump-
tion [6,9]. In recent years, the consumption changes toward the
combination AX-CLV have led to an increase in the prevalence
of allergic reactions to CLV [10].

Patient-related risk factors

Females have been shown to have higher rates of ADRs, and
the association between female sex and penicillin allergy has
been reported in a study carried out by Park et al. [72]. In this
study, 1921 patients with a history of penicillin allergy were
evaluated and it was observed that 83% of the patients with
positive penicillin skin test were females.

Several studies have shown the importance of the IgE-
mediated pathway in BL allergy, with the involvement of IL-4,
IL-13 and the IL-4 receptor-a chain [73]. By focusing on these
mechanisms, a number of genetic associations with allergic
reaction to BL antibiotics have been shown. These include the
E237G variant of FceR1b (high affinity IgE receptor b chain)
gene, IL-4RaQ576R polymorphism and IL-4-IL-13-SNP poly-
morphisms in Chinese populations [65,67], IL-13 (R130Q and
-1055C > T variants) and IL-4RA (150V, S478P and Q551R
variants) polymorphisms in Italian population [66], and Ile75Val
variant of IL-4Ra gene two linked IL-10 promoter gene poly-
morphisms (-819C > T and -592C > A) in Caucasians [68].
A further study in an Italian population reported a higher fre-
quency of HLA-A2 and DRw52, as well as a lower prevalence
of DR4 in patients with delayed hypersensitivity reactions to
BLs [74].
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Fluoroquinolones allergy
The consumption of FQs has increased over the years, in par-
ticular for derivatives like ciprofloxacin, levofloxacin and more
recently moxifloxacin [75–77]. FQs can induce hypersensitivity
reactions through several mechanisms, mostly IgE and T-cell-
dependent reactions, with most hypersensitivity reactions being
of the IgE type, such as urticaria and anaphylaxis [75–77].

Incidence

In parallel with the increase in consumption, the frequency of
hypersensitivity reactions to these drugs has grown in the last
decade, and they are becoming the most frequent non-BL anti-
biotics involved in allergic drug reactions [6,75,76,78]. A German
study has shown that the total number of cases of anaphylaxis
induced by FQs has increased since 2000 [75]. Similar results
have been shown in Spain where the number of hypersensitiv-
ity reactions due to FQs rose from 0.54 to 6.85% [6]. T-cell-
dependent reactions like maculopapular exanthema, fixed drug
eruptions, acute generalized exanthematic pustulosis, Stevens–
Johnson syndrome and toxic epidermal necrolysis have been
reported less frequently [11].

Risk factors

Drug-related risk factors

Interestingly, the increase in FQ anaphylaxis reported in Ger-
many was mainly related to the introduction of moxifloxacin
to the market, with it being involved in 54% of cases, followed
by levofloxacin (15%), ciprofloxacin (13%) and ofloxacin
(10%) [75]. These results are supported by recent studies carried
out in Spain on a large group of patients with IgE reactions to
FQs, where moxifloxacin was involved in 63.2% of cases, fol-
lowed by ciprofloxacin in 28.9% and levofloxacin in 7.9% [76].
Moreover, reactions induced by moxifloxacin were more severe,
with 75% of reactions comprising anaphylaxis or anaphylactic
shock, versus 54% in those induced by ciprofloxacin [76].
A multivariate analysis showed that one factor associated with
the development of hypersensitivity reactions to FQs was the
presence of reactions induced by moxifloxacin (odds ratio
[OR]: 3.091; 95% CI: 1.160–8.239; adj OR: 13.610; 95% CI:
2.419–76.565) [79]. Reasons for this have not been identified,
although it is tempting to speculate that differences in FQ
chemical structure may induce metabolites that may differen-
tially react with proteins forming covalent hapten–protein con-
jugates capable of interacting with the immune system [30]. In
fact, the amino-heterocyclic moieties at C-7 appear to be the
major target for biotransformation, and for example the diaza-
bicyclic ring at C-7 in moxifloxacin is more reactive than
piperazine or a methyl-modified piperazine moiety at C-7 in
ciprofloxacin and levofloxacin, respectively [79].

Patient-related risk factors

We have recently evaluated whether certain host conditions such
as gender, age, a previous confirmed allergy to BLs or to other
drugs were factors contributing to the development of hypersen-
sitivity to FQs and moreover the frequency of different types of

reactions, the time interval between the reaction and the study
and the type of symptoms [79]. We found that patients were more
likely to be confirmed as having a hypersensitivity reaction when
anaphylaxis was the clinical entity, the reaction appeared within
1 h after the drug administration and when the patient had pre-
vious hypersensitivity to BLs. In the multivariate analysis imme-
diate reactions (< 1 h) (OR: 52.493; 95% CI: 6.621–416.200;
p = 0.001) were the most prevalent reactions and only previous
hypersensitivity reactions to BLs (OR: 23.654; 95% CI: 1.529–
365.853; p = 0.024) were identified as risk factor.

The association between allergy to BLs and other antibiotics
was described more than 20 years ago and termed multiple drug
allergy syndrome. It was found that 21% of allergic patients to
penicillins later developed allergy to non-BL antibiotics com-
pared with just 1% of those non-allergic patients [80]. Reasons for
that could be an increase of FQ prescription in those allergic
patients to BLs or a genetic predisposition. However, no associa-
tion between FQ allergy and other drugs such as NSAIDs has
been detected.

Expert commentary
ADRIBs account for 6–10% of ADRs and this number is
growing due to increased prescriptions and the introduction of
new compounds. Classical approaches for their diagnosis con-
sist of in vivo and/or in vitro tests, depending on the immuno-
logical mechanisms involved. Because these tests do not have
optimal sensitivity, controlled drug administration test has been
extensively developed in the last years, for assessing drugs toler-
ance and to confirm/exclude many drug allergies. Further pro-
cedures need to be performed, particularly for the evaluation of
those drug hypersensitivity reactions where skin testing is of no
value such as quinolone immediate reactions. In this particular
case, the basophil activation test has shown to be a useful com-
plementary alternative. Furthermore, novel drug prototypes
have been developed in order to include them in the in vitro
diagnosis of hypersensitivity reactions, particularly those medi-
ated by specific IgE antibodies. Pharmacogenetic studies are
now being considered for identifying genetic factors that are
predictive of drug allergy. Although they have been useful for
non-antibiotic drugs, the results of a number of ongoing stud-
ies will be required to determine if genetic markers can be
identified that predict the risk for developing ADRIBs to BLs
and quinolones.

New antibiotics from the BL group, such as CLV, are gain-
ing importance in the induction of hypersensitivity drug reac-
tions, particularly for immediate reactions, and there is now
evidence that they are IgE mediated. With regard to the quino-
lones, moxifloxacin has emerged as one of the most important
drugs in this group for inducing hypersensitivity reactions.

As ADRIBs to antibiotics will continue to appear in the
future, further efforts are required for their diagnosis. Reactions
can be either specific to any of the drugs in these groups or to
several drugs (cross-reactivity), therefore a precise diagnosis is
required in order to ensure that the correct culprit drug is
detected and thus the ADRIB can be managed appropriately.
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Five-year view
Within hypersensitivity reactions to antibiotics, BLs and quino-
lones will continue to be the most relevant groups of drugs
involved. For BLs, AX will be the drug most frequently respon-
sible worldwide, with a high tendency for inducing side chain
specific reactions. Because of its low usage, BP allergy will con-
tinue to decrease while CLV will increase. Diagnostic methods,
both in vivo and in vitro, will be developed with the aim of
determining whether hypersensitivity reactions to BLs are selec-
tive for one drug only or caused by several chemically related
compounds. Similarly, for quinolones, it is expected that in the

next few years, novel in vitro prototype tests will be available
for the diagnosis of hypersensitivity reactions.
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Key issues

• Multiple risk factors have been shown to modify the clinical expression of immunologic drug reactions. These factors can be related

with the drug or with the subject.

• Drug-related risk factors are: molecular weight and chemical properties, mode and route of administration, contaminating and

excipient substances.

• Host-related risk factors are: age, gender, prior history of allergic reactions, atopy, concomitant diseases, genetic factors.

• Beta-lactams (BLs) are the antibiotics most frequently involved in immunologic drug reactions. The consumption changes toward the

combination amoxicillin and clavulanic acid (AX-CLV) has led to an increase in the prevalence of allergic reactions to CLV.

• Hypersensitivity to fluoroquinolone (FQ) antibiotics have shown an important increase mainly related with their very high consumption.

• Several studies have shown an association between female sex and penicillin allergy and a number of genetic associations with

immediate allergic reaction to BL antibiotics related with IL-4, IL-13 and the IL-4 receptor-a chain gene.

• Patients who had previous hypersensitivity to BLs are more likely to be confirmed as having immediate hypersensitivity to FQs.
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Garcia Muñoz E, Tallon Guerola M.

Hypersensitivity to clavulanic acid in

children. Allergol. Immunopathol. (Madr).
36(5), 308–310 (2008).

19 Hasdenteufel F, Luyasu S, Hougardy N

et al. Structure-activity relationships and

drug allergy. Curr. Clin. Pharmacol. 7(1),
15–27 (2012).

20 Landsteiner K, Jacobs J. Studies on the

sensitization of animals with simple

chemical compounds. J. Exp. Med. 61(5),
643–656 (1935).

21 Meng X, Jenkins RE, Berry NG et al.
Direct evidence for the formation of

diastereoisomeric benzylpenicilloyl haptens

from benzylpenicillin and benzylpenicillenic

acid in patients. J. Pharmacol. Exp. Ther.
338, 841–849 (2011).

22 Jenkins RE, Meng X, Elliott VL,

Kitteringham NR, Pirmohamed M,

Park BK. Characterisation of flucloxacillin

and 5-hydroxymethyl flucloxacillin

haptenated HSA in vitro and in vivo.
Proteomics Clin. Appl. 3, 720–729 (2009).

23 Whitaker P, Meng X, Lavergne SN et al.
Mass spectrometric characterization of

circulating and functional antigens derived

from piperacillin in patients with cystic

fibrosis. J. Immunol. 187, 200–211 (2011).

24 Carey MA, van Pelt FN. Immunochemical

detection of flucloxacillin adduct formation

in livers of treated rats. Toxicology 216,
41–48 (2005).

25 Park BK, Laverty H, Srivastava A,

Antoine DJ, Naisbitt D, Williams DP.

Drug bioactivation and protein adduct

formation in the pathogenesis of

drug-induced toxicity. Chem. Biol. Interact.
192, 30–36 (2011).

26 Lin D, Saleh S, Liebler DC. Reversibility of

covalent electrophile-protein adducts and

chemical toxicity. Chem. Res. Toxicol. 21,
2361–2369 (2008).

27 Saha S, Harrison SH, Chen JY. Dissecting

the human plasma proteome and

inflammatory response biomarkers.

Proteomics 9, 470–484 (2009).

28 Enoch SJ, Roberts DW, Cronin MT.

Mechanistic category formation for the

prediction of respiratory sensitization. Chem.
Res. Toxicol. 23, 1547–1555 (2010).

29 Uetrecht J. Immune-mediated adverse drug

reactions. Chem. Res. Toxicol. 22, 24–34
(2009).

30 Andreu I, Mayorga C, Miranda MA.

Metabolomics in drug intolerance. Curr.
Drug Metab. 10, 947–955 (2009).

31 Roychowdhury S, Vyas PM, Reilly TP,

Gaspari AA, Svensson CK. Characterization

of the formation and localization of

sulfamethoxazole and dapsone-associated

drug-protein adducts in human epidermal

keratinocytes. J. Pharmacol. Exp. Ther. 314,
43–52 (2005).

32 Lavergne SN, Whitaker P, Peckham D,

Conway S, Park BK,Naisbitt DJ. Drug

metabolite-specific lymphocyte responses in

sulfamethoxazole allergic patients with cystic

fibrosis. Chem. Res. Toxicol. 23, 1009–1011
(2010).

33 Roller SG, Dieckhaus CM, Santos WL,

Sofia RD, Macdonald TL. Interaction

between human serum albumin and the

felbamate metabolites 4-Hydroxy-5-phenyl-

[1,3]oxazinan-2-one and 2-phenylpropenal.

Chem. Res. Toxicol. 15, 815–824 (2002).

34 Damsten MC, Commandeur JN, Fidder A

et al. Liquid chromatography/tandem mass

spectrometry detection of covalent binding

of acetaminophen to human serum

albumin. Drug Metab. Dispos. 35,
1408–1417 (2007).

35 Andreu I, Mayorga C, Miranda MA.

Generation of reactive intermediates in

photoallergic dermatitis. Curr. Opin. Allergy
Clin. Immunol. 10, 303–308 (2010).

36 Pichler WJ. Pharmacological interaction of

drugs with antigen-specific immune

receptors: the p-i concept. Curr. Opin.
Allergy Clin. Immunol. 2(4), 301–305
(2002).

37 Blanca M, Romano A, Torres MJ et al.
Update on the evaluation of hypersensitivity

reactions to betalactams. Allergy 64(2),
183–193 (2009).

38 Brockow K, Garvey LH, Aberer W et al.
Skin test concentrations for systemically

administered drugs – an ENDA/EAACI

Drug Allergy Interest Group position paper.

Allergy 68(6), 702–712 (2013).

39 Smith H, Dewdney JM, Wheeler AW.

A comparison of the amounts and the

antigenicity of polymeric materials formed

in aqueous solution by some beta-lactam

antibiotics. Immunology 21(3), 527–533
(1971).

40 Mazzeo F, Capuano A, Avolio A,

Filippelli A, Rossi F. Hospital-based

intensive monitoring of antibiotic-induced

adverse events in a university hospital.

Pharmacol. Res. 51(3), 269–274 (2005).

41 Demoly P, Bousquet J. Epidemiology of

drug allergy. Curr. Opin. Allergy Clin.
Immunol. 1(4), 305–310 (2001).

42 Pawelec G, Barnett Y, Forsey R et al. T
cells and aging, January 2002 update. Front.
Biosci. 7, 1056–1183 (2002).

43 Chng HH, Leong KP, Cheng YK et al.
Elderly inpatients have drug allergy

manifestations and outcome similar to the

non-elderly but serious reactions are less

common: results of a 9-year prospective

study. Allergy 63(Suppl. 88), 379 (2008).

44 Gamboa PM. The epidemiology of drug

allergy-related consultations in Spanish

Allergology services: Alergologica-2005.

J. Investig. Allergol. Clin. Immunol. 19
(Suppl. 2), 45–50 (2009).

45 Thong BY, Tang CY, Chng HH. Drug

allergy in a general hospital: results of a

novel prospective inpatient reporting system.

Ann. Allergy Asthma Immunol. 90(3),
342–347 (2003).

46 Wisniewski J, Agrawal R, Woodfolk JA.

Mechanisms of tolerance induction in

allergic disease: integrating current and

emerging concepts. Clin. Exp. Allergy 43(2),
164–176 (2013).

47 Haddi E, Charpin D, Tafforeau M et al.
Atopy and systemic reactions to drugs.

Allergy 45(3), 236–239 (1990).

48 McFadden JP, Dearman RJ, White JM,

Basketter DA, Kimber I. The Hapten-Atopy

hypothesis II: the ’cutaneous hapten

paradox’. Clin. Exp. Allergy 41(3), 327–337
(2011).

49 Kurt E, Demir AU, Cadirci O, Yildirim H,

Pinar Eser T. Immediate-type drug

hypersensitivity and associated factors in a

general population. Allergol. Immunopathol.
(Madr) 39(1), 27–31 (2011).

50 Cornejo-Garcia JA, Gueant-Rodriguez RM,

Torres MJ et al. Biological and genetic

determinants of atopy are predictors of

immediate-type allergy to betalactams, in

Spain. Allergy 67(9), 1181–1185 (2012).

51 Sanchez-Borges M, Acevedo N, Caraballo L,

Capriles-Hulett A, Caballero-Fonseca F.

Increased total and mite-specific

immunoglobulin E in patients with

aspirin-induced urticaria and angioedema.

Prediction of hypersensitivity to antibiotics Review

www.expert-reviews.com 1287

E
xp

er
t R

ev
ie

w
 o

f 
C

lin
ic

al
 I

m
m

un
ol

og
y 

D
ow

nl
oa

de
d 

fr
om

 in
fo

rm
ah

ea
lth

ca
re

.c
om

 b
y 

U
ni

ve
rs

ity
 o

f 
L

iv
er

po
ol

 o
n 

10
/2

6/
14

Fo
r 

pe
rs

on
al

 u
se

 o
nl

y.

www.ncbi.nlm.nih.gov/pubmed/16882807?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16882807?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21535179?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21535179?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21535179?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19178402?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19178402?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19178402?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19080805?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19080805?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22299766?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22299766?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19870383?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19870383?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19870383?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21680886?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21680886?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21680886?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21680886?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21136982?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21136982?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21136982?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21606251?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21606251?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21606251?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21606251?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16112790?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16112790?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16112790?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20846520?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20846520?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20846520?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19548357?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19548357?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19548357?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19105179?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19105179?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19105179?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20677741?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20677741?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19149477?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19149477?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20214587?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15784651?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15784651?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15784651?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15784651?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15784651?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20481640?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20481640?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20481640?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20481640?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12067249?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12067249?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12067249?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12067249?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17510247?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17510247?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17510247?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17510247?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20585243?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20585243?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12130944?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12130944?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12130944?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19133923?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19133923?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23617635?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23617635?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23617635?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/5568328?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/5568328?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/5568328?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/5568328?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15661578?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15661578?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15661578?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/11964705?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/11964705?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19530418?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19530418?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19530418?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12669899?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12669899?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12669899?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23331558?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23331558?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23331558?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21255157?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21255157?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21255157?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20675031?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20675031?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20675031?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22764749?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22764749?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22764749?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/22764749?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20461968?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20461968?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20461968?dopt=Abstract


J. Investig. Allergol. Clin. Immunol. 20(2),
139–145 (2010).

52 Dona I, Blanca-Lopez N,

Cornejo-Garcia JA et al. Characteristics of
subjects experiencing hypersensitivity to

non-steroidal anti-inflammatory drugs:

patterns of response. Clin. Exp. Allergy
41(1), 86–95 (2011).

53 Hubiche T, Milpied B, Cazeau C, Taieb A,

Leaute-Labreze C. Association of

immunologically confirmed delayed drug

reaction and human herpesvirus 6 viremia

in a pediatric case of drug-induced

hypersensitivity syndrome. Dermatology 222,
140–141 (2011).

54 Ozcan D, Seckin D, Bilezikci B, Arslan H.

The role of human herpesvirus-6,

Epstein-Barr virus and cytomegalovirus

infections in the etiopathogenesis of

different types of cutaneous drug reactions.

Int. J. Dermatol. 49, 1250–1254 (2010).

55 Phillips E, Mallal S. Drug hypersensitivity

in HIV. Curr. Opin. Allergy Clin. Immunol.
7(4), 324–330 (2007).

56 Lang DM, Alpern MB, Visintainer PF,

Smith ST. Increased risk for anaphylactoid

reaction from contrast media in patients on

beta-adrenergic blockers or with asthma.

Ann. Intern. Med. 115(4), 270–276 (1991).

57 Petri M, Allbritton J. Antibiotic allergy in

systemic lupus erythematosus: a case-control

study. J. Rheumatol. 19(2), 265–269 (1992).

58 Aihara Y, Ito SI, Kobayashi Y, Yamakawa Y,

Aihara M, Yokota S.

Carbamazepine-induced hypersensitivity

syndrome associated with transient

hypogammaglobulinaemia and reactivation

of human herpesvirus 6 infection

demonstrated by real-time quantitative

polymerase chain reaction. Br. J. Dermatol.
149(1), 165–169 (2003).

59 Kano Y, Inaoka M, Shiohara T. Association

between anticonvulsant hypersensitivity

syndrome and human herpesvirus

6 reactivation and hypogammaglobulinemia.

Arch. Dermatol. 140(2), 183–188 (2004).

60 Chung WH, Hung SI, Hong HS et al.
Medical genetics: a marker for

Stevens-Johnson syndrome. Nature
428(6982), 486 (2004).

•• This work provides evidence of a strong

association in Han Chinese between the

HLA-B*1502, and Stevens–Johnson

syndrome induced by carbamazepine.

61 Man CB, Kwan P, Baum L et al.
Association between HLA-B*1502 allele and

antiepileptic drug-induced cutaneous

reactions in Han Chinese. Epilepsia 48(5),

1015–1018 (2007).

62 Kaniwa N, Saito Y, Aihara M et al. HLA-B

locus in Japanese patients with

anti-epileptics and allopurinol-related

Stevens-Johnson syndrome and toxic

epidermal necrolysis. Pharmacogenomics
9(11), 1617–1622 (2008).

63 Mallal S, Phillips E, Carosi G et al.
HLA-B*5701 screening for hypersensitivity

to abacavir. N. Engl. J. Med. 358, 568–579
(2008).

64 Saag M, Balu R, Phillips E et al. High

sensitivity of human leukocyte

antigen-b*5701 as a marker for

immunologically confirmed abacavir

hypersensitivity in white and black patients.

Clin. Infect. Dis. 46, 1111–1118 (2008).

65 Qiao HL, Yang J, Zhang YW. Relationships

between specific serum IgE, cytokines and

polymorphisms in the IL-4, IL-4Ralpha in

patients with penicillins allergy. Allergy
60(8), 1053–1059 (2005).

66 Gueant-Rodriguez RM, Romano A,

Beri-Dexheimer M, Viola M, Gaeta F,

Gueant JL. Gene-gene interactions of

IL13 and IL4RA variants in immediate

allergic reactions to betalactam antibiotics.

Pharmacogenet. Genomics 16(10), 713–719
(2006).

67 Huang CZ, Yang J, Qiao HL, Jia LJ.

Polymorphisms and haplotype analysis of

IL-4Ralpha Q576R and I75V in patients

with penicillin allergy. Eur. J. Clin.
Pharmacol. 65(9), 895–902 (2009).

68 Guglielmi L, Fontaine C, Gougat C et al.
IL-10 promoter and IL4-Ralpha gene SNPs

are associated with immediate beta-lactam

allergy in atopic women. Allergy 61(8),
921–927 (2006).

69 Pirmohamed M, James S, Meakin S et al.
Adverse drug reactions as cause of admission

to hospital: prospective analysis of

18820 patients. BMJ 329(7456), 15–19
(2004).

70 Adkinson NF Jr, Essavan D, Gruchalla R

et al. Task force report: future research

needs for the prevention and management

of immune-mediated drug hypersensitivity

reactions. J. Allergy Clin Immunol. 109(3),
461–478 (2002).

71 Britschgi M, Von Greyerz S, Burkhart C,

Pichler WJ. Molecular aspects of drug

recognition by specific T cells. Curr. Drug
Targets 2003. 4(1), 1–11 (2003).

72 Park MA, Matesic D, Markus PJ, Li JT.

Female sex as a risk factor for penicillin

allergy. Ann. Allergy Asthma Immunol. 99(1),
54–58 (2007).

73 Zurawski SM, Vega F Jr, Huyghe B,

Zurawski G. Receptors for

interleukin-13 and interleukin-4 are

complex and share a novel component that

functions in signal transduction. EMBO J.
12(7), 2663–2670 (1993).

74 Romano A, De Santis A, Romito A et al.
Delayed hypersensitivity to aminopenicillins

is related to major histocompatibility

complex genes. Ann. Allergy Asthma
Immunol. 80(5), 433–437 (1998).

75 Sachs B, Riegel S, Seebeck J et al.
Fluoroquinolone-associated anaphylaxis in

spontaneous adverse drug reaction reports in

Germany: differences in reporting rates

between individual fluoroquinolones and

occurrence after first-ever use. Drug Saf.
29(11), 1087–1100 (2006).

76 Aranda A, Mayorga C, Ariza A et al. In
vitro evaluation of IgE-mediated

hypersensitivity reactions to quinolones.

Allergy 66(2), 247–254 (2011).

77 Seitz CS, Brocker EB, Trautmann A.

Diagnostic testing in suspected

fluoroquinolone hypersensitivity. Clin. Exp.
Allergy 39(11), 1738–1745 (2009).

78 Johannes CB, Ziyadeh N, Seeger JD et al.
Incidence of allergic reactions associated

with antibacterial use in a large, managed

care organisation. Drug Saf. 30(8), 705–713
(2007).

79 Blanca-Lopez N, Ariza A, Doña I et al.
Hypersensitivity reactions to

fluoroquinolones: analysis of the factors

involved. Clin. Exp. Allergy 43(5), 560–567
(2013).

80 Sullivan TJ, Remedio C, Ong MD,

Gilliam LK. Studies of the multiple drug

allergy syndrome. J. Allergy Clin. Immunol.
83, 270 (1989).

Review Ariza, Fernández, Mayorga, Blanca & Torres

1288 Expert Rev. Clin. Immunol. 9(12), (2013)

E
xp

er
t R

ev
ie

w
 o

f 
C

lin
ic

al
 I

m
m

un
ol

og
y 

D
ow

nl
oa

de
d 

fr
om

 in
fo

rm
ah

ea
lth

ca
re

.c
om

 b
y 

U
ni

ve
rs

ity
 o

f 
L

iv
er

po
ol

 o
n 

10
/2

6/
14

Fo
r 

pe
rs

on
al

 u
se

 o
nl

y.

www.ncbi.nlm.nih.gov/pubmed/21155908?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21155908?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21155908?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21155908?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21389685?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21389685?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21389685?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21389685?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21389685?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21038542?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21038542?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21038542?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/21038542?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17620824?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17620824?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/1629825?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/1629825?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/1629825?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12890212?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12890212?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12890212?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12890212?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12890212?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12890212?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/14967790?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/14967790?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/14967790?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/14967790?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15057820?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15057820?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17509004?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17509004?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17509004?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19018717?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19018717?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19018717?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19018717?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19018717?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18256392?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18256392?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18444831?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18444831?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18444831?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18444831?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/18444831?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15969687?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15969687?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15969687?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15969687?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17001290?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17001290?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17001290?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19421745?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19421745?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19421745?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16867043?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16867043?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/16867043?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15231615?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15231615?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/15231615?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12528985?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/12528985?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17650830?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17650830?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/8101483?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/8101483?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/8101483?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/8101483?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/9609616?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/9609616?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/9609616?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17061914?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17061914?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17061914?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17061914?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17061914?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20722637?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20722637?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/20722637?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19735271?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/19735271?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17696583?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17696583?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/17696583?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23600547?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23600547?dopt=Abstract
www.ncbi.nlm.nih.gov/pubmed/23600547?dopt=Abstract

	Epidemiology
	Incidence & prevalence
	Drugs involved
	Differences between adults & children

	Risk factors in drug allergy reactions
	Drug-related risk factors
	Molecular weight & chemical properties
	Mode of administration & dosage
	Drug administration route
	Contaminating & excipient substances

	Patient-related risk factors
	Age
	Gender
	Prior history of allergic reactions to the same drugs or cross-reactive drugs
	Atopy
	Concomitant diseases
	Genetic factors


	Betalactam allergy
	Incidence
	Risk factors
	Drug-related risk factors
	Patient-related risk factors


	Fluoroquinolones allergy
	Incidence
	Risk factors
	Drug-related risk factors
	Patient-related risk factors


	Expert commentary
	Five-year view
	Financial & competing interests disclosure

