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Pseudoephedrine-induced cutaneous adverse effects are 
uncommon. Fixed drug eruption accounts for the majority of 
the cases. However generalised papular and papulovesicular 
eruption, erythroderma, systemic contact dermatitis, acute 
generalised exanthematous pustulosis, pseudo-scarlatina 
and recurrent toxic shock syndrome have also been de-
scribed 1-6.

Pseudoephedrine belongs to the phenylamine family of 
compounds and shares with ephedrine a common phenylpro-
panolamine skeleton. Phenylephrine is also a phenylamine 
but has a phenylethanolamine skeleton. Allergic contact 
dermatitis has been reported to phenylephrine eye-drops 7 
and ephedrine containing anti-catarrhal preparations 8. Giv-
en that cross-reaction between these two drugs and pseu-
doephedrine has been described previously 9 it would be 
prudent to patch test patients whenever pseudoephedrine 
allergy is suspected. No restrictions were made concerning 
other sympathomimetic drugs in our patient as no cross-sen-
sitivities were found.
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Snail allergy without house dust mites 
sensitisation

To the Editor:

Snail consumption is frequent in the Mediterranean area as 
a delicacy, mostly in Portugal, Spain, Italy and France 1. It 
has been recognized as a food allergy with a signifi cant rela-
tion with house dust mite (HDM) sensitisation (associated or 
not with respiratory symptoms). This fact is usually due to 
cross-sensitisation to the major allergen, tropomyosin, 
present in HDM, seafood, snail and cockroach 2,3. Snail aller-
gy can induce several clinical presentations namely asthma, 
urticaria, angio-oedema, anaphylaxis or even death 1. There 
have been very few case-reports of isolated snail allergy, in 
the absence of HDM sensitisation.

The authors report a 49 year old man, who was admitted 
to the Immunoallergology Department in 2006 with a fi rst 
episode of bilateral eyelid oedema, itchy lip and throat, and 
dysphonia thirty minutes after snail ingestion, although de-
nying either urticaria or dyspnoea. He had no history of res-
piratory symptoms (namely rhinitis or asthma) suggestive of 
HDM or any other aeroallergens allergy; he also denies prior 
food allergy.

The patient was submitted to skin prick tests (SPT) with 
HDM and other aeroallergens namely cockroach, which were 
all negative. SPT with snail extract (Helix aspersa- Bial Aris-
tegui®) and prick-to-prick with cooked and raw snail were 
positive and negative to all other food allergens, namely 
shrimp, crab, lobster, clams, cuttlefi sh, and squid. Specifi c 
IgE (Unicap-Phadia®) to HDM and tropomyosin were negative 
(< 0.35 kUA/L) and positive to snail-Helix aspersa (0.89 kUA/L 
— class II). Total IgE was 66.0 kU/L.

Immunoblotting and inhibition tests of serum sample from 
the patient were performed in Sweden (MIAB-Phadia®), us-
ing Novex® (USA) XCell miniCell, Novex® nitrocellulose blot-
ting membranes and NuPAGE 4-12 % running buffer and 
rabbit anti-IgE, biotin labelled, in-house, MIAB®. Other 
equipment used was biotin labelled protein standard, low 
molecular weight range (phosphorylase b 97 kD, bovine se-
rum albumin 66KD, ovalbumin 45 kD, carbonic anhydrase 
31 kD, soybean trypsin Inhibitor 21 kD, Lysozym 14 kD), 
colorimetric development (BCIP/NBT), BioRad and strepta-
vidin-alkaline phosphates, Zymed®, USA. Two bands, a dis-
tinct one at 55 and a faint one at 95 kDa were identifi ed, 
which were not paralleled by similar bands on the in-house 
control sample (in-house human pool of sera from snail sen-
sitised patients and our patient samples were immunoblot-
ted against SDS-PAGE separated serial dilutions of extracts 
from f314 snail, MIAB), i.e. they were specifi c for the pa-
tient (Fig. 1).

The absence of HDM sensitisation was confi rmed with the 
determination of native protein of Dermatophagoides ptero-

nyssinus (n Der p1) and tropomyosin which was negative. 
Lack of HDM sensitisation was also supported by inhibition 
tests, where the IgE binding to snail was inhibited by snail 
extract but not by the HDM extract.

The peculiarity of this case-report is based on the fact 
that snail allergy without cross-sensitisation with HDM is 
very uncommon. Some authors have described some bands 
of this species of snail (Helix aspersa), but in this patient 
one (55 kDa) and probably two (95 KDa) new bands were 
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identifi ed, not referred in the literature until now. Accord-
ing to their molecular weight we can say that they are dif-
ferent from the already described Helix aspersa major 
allergen (Hel a), which is a myosin protein, and weights over 
208 kDa, but we cannot tell what kind of proteins these are. 
They are, probably, minor allergens possibly responsible for 
snail allergy in this patient. In order to elucidate the impor-
tance of this protein, it will be useful to perform immunob-
lotting in further patients with isolated snail allergy.

References

1. Martins LM, Peltre G, da Costa Faro CJ, Pires EM, da Cruz Inacio 
FF. The Helix aspersa (brown garden snail) allergen repertoire. 
Int Arch Allergy Immunol 2005;136:7-15.

2. Meglio P, Plantamura M, Arabito E, Falagiani P, Torre A, Rossi P. 
Does SIT to Der p protect from snail sensitization? Allergy 2002: 
57:868-9.

3. Pajno GB, La Grutta S, Barberio G, Canonica GW, Passalacqua G. 
Harmful effect of immunotherapy in children with combined 
snail and mite allergy. J Allergy Clin Immunol. 2002;109(4): 
627-9.

Joana Caiadoa,*, Maria Lundbergb, Elisa Pedroa, 
Maria Conceição Pereira-Santosc 

and Manuel Pereira Barbosaa

aImmunoalergology Department, 

Santa Maria Hospital, Lisboa, Portugal
bMIAB-Phadia, Upsala, Sweden

cClinical Immunology Unit, 

Molecular Medicine Institute, 

Faculty of Medicine, Lisboa, Portugal

*Corresponding author.
E-mail: joanacaiado@hotmail.com (J. Caiado).

Figure 1. SDS-PAGE and immunoblotting with snail extract 

were performed with the patient sample (Pat) and an in-house 

sample (Ctrl) with     identifi cation of two bands, a distinct one at 

55 and a faint at 95 kDa.
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