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o CoRrTICOSTEROIDS (CS) are widely used in
the treatment of allergic reactions. The
prevalence of adverse reactions due to CS
hypersensitivity is about 0.3% in systemic
administration. Urticaria/angioedema,
bronchospasm, and anaphylaxis have been
reported, especially with hydrocortisone and
methylprednisolone. Some authors (2-5)
have reported positive skin tests with those
CS and others such as paramethasone,
prednisolone, and dexamethasone,
suggesting an IgE-mediated mechanism.

Cross-reactivity

among systemic No cross-reactivity
CS is variable, with

and classification  methylprednisolone.

into groups by
this criterion is not possible. In contrast,
topical CS have been classified into four
groups by chemical structure and cross-
reactivity.

A 26-year-old woman, diagnosed as
having allergic rhinoconjunctivitis and mild
and intermittent asthma, received an
intramuscular dose of methylprednisolone
sodium hemisuccinate (s.h.) due to broncho-
spasm secondary to airway infection. After
10 min, she developed facial pruritus,
angioedema of the lips and face, and hives.
She was treated with hydrocortisone sodium
phosphate (s.p.), and the clinical picture
resolved in 1 h. We carried out the following
study after receiving her informed consent.
Skin prick tests with methylprednisolone s.h.
(40 mg/ml), prednisolone s.h. (25 mg/ml),

hydrocortisone s.p. (25 mg/ml), dexametha-

sone s.p. (4 mg/ml), and deflazacort (22 mg/
ml) were negative. Intradermal tests were
positive (7X5 mm) with methylprednisolone
s.h. (4x107* mg/ml) and negative with
prednisolone s.h., hydrocortisone s.p.,
dexamethasone s.p., and deflazacort. Seven
atopic and nonatopic controls were negative.
Single-blind, placebo-controlled challenge
tests (SBPCCT) performed with prednis-
olone s.h., hydrocortisone s.p., dexametha-
sone s.p., and deflazacort were negative.
SBPCCT with methylprednisolone s.h. were
performed with intramuscular doses of 1, 5,
and 10 mg separated by 1 h. By 30 min after
the last dose, the patient developed nasal
blockage, rhinorrhea, dry cough, and macu-
lar exanthema on her neck and abdomen.
She received epinephrine and dexclorphenir-
amine. Challenge tests with excipients of
methylprednisolone s.h. were negative. To
investigate the possible high specificity of her
sensitization, as related to the succinate
group, we performed an oral challenge test
with methylprednisolone, with negative
result.

Severe adverse reactions to systemic CS
have been reported more frequently with the
parenteral route. Some cases (1) of
bronchospasm have occurred with
hydrocortisone s.h. in asthmatic patients
with ASA intolerance . Hydrocortisone and
methylprednisolone (2-5) are the more
frequently implicated CS in adverse
reactions with a probably IgE-mediated
mechanism. CS sodic succinate has
produced more severe reactions than CS s.p.
or acetate. This fact suggests that the
succinate group has a certain immunogenic
role. Doezema (2) reported a severe
respiratory reaction after intravenous
administration of methylprednisolone
sodium succinate. The skin tests performed
were positive. Methylprednisolone acetate
was negative in the skin test. Fernandez
et al. (4) reported a case of bronchospasm
induced by methylprednisolone s.h. Skin

tests were positive with methylprednisolone
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s.h. and negative with hydrocortisone s.p.
The patient tolerated this steroid and various
CS s.p. Asakawa et al. (5) reported a case of
bronchospasm worsened by hydrocortisone
s.h. and methylprednisolone s.h. Skin tests
performed with both CS were positive. In
this case, skin and challenge tests with
betamethasone s.p. were negative.

In our case, the clinical picture and
positive skin test suggest an IgE-mediated
hypersensitivity to methylprednisolone s.h.
The remarkable specificity of the patient’s
sensitization was demonstrated after the
tolerance of methylprednisolone. Moreover,
the immunogenic role of the succinate group
was evidenced, as in previous reports. Cross-
reactivity is variable among systemic CS, and
skin and challenge tests are necessary in

patients with adverse reactions.
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