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Cheilitis is an inflammatory process affecting the 
lips. It could be due to various causes, such as extreme 
temperatures, malignant conditions (actinic cheilitis), 
nutritional deficiencies, infections, atopic dermatitis, and 
contact dermatitis [1]. Isolated cases of cheilitis due to 
contact dermatitis caused by sensitization to wood have been 
reported in wind instrument players [2-5]. Allergic contact 
dermatitis is the most frequently reported allergic condition 
affecting violinists and violists [6].  

A 15-year-old boy consulted in 2017 for recurrent episodes 
of cheilitis. He had been treated with repeated cycles of a 
potent topical corticosteroid (clobetasol), and his clinical 
condition improved. Nevertheless, cheilitis relapsed when the 
treatment was stopped. He also reported that several months 
previously, he had experienced a self-limiting episode of 
labial angioedema while eating a pork loin sandwich. When 
specifically asked about his hobbies, he told us that he had 
played the clarinet since the age of 8 years using a wooden 
mouthpiece (Arundo donax). He also reported a personal 
history of allergic rhinoconjunctivitis due to sensitization 
to the fungus Penicillium and had rhinoconjunctivitis that 
was related to exposure to a fish tank in his bedroom. His 
symptoms resolved when the fish tank was removed. He had 
also been diagnosed with allergic rhinoconjunctivitis due to 
grass pollen allergy that had improved notably after 4 years of 
sublingual immunotherapy with a 5-grass extract. The physical 
examination was unremarkable, except for upper and lower 
lip cheilitis (Figure).

Skin prick tests with a locally adapted battery of 
aeroallergens were positive to Penicillium species and grass 
pollen. Specific IgE results (ImmunoCAP, Thermo Fisher 
Scientific) were as follows: Penicillium notatum (7.13 kUA/L 

and 13.4 kUA/L, 5 years ago and at present, respectively) and 
Phleum pratense (65.1 kUA/L). Total IgE was 357 kU/L. 

Culture of the mouthpiece was performed by the 
Department of Medical Microbiology on blood agar plates 
and Sabouraud dextrose agar with chloramphenicol for the 
selective isolation of fungi. A fungus had grown at 48 hours 
and was identified as P notatum using matrix-assisted laser-
desorption ionization–time-of-flight mass spectrometry [10]. 
The microbiologist did not know that the patient was sensitized 
to P notatum.

We advised the patient to change the mouthpiece for a 
plastic one and to wash it with a disinfectant solution after 
use. At his 1-year check-up, the patient reported that he had 
not experienced any further episodes of cheilitis. 

We present the case of an atopic clarinet player who 
developed recurrent episodes of cheilitis. He had previously 
experienced rhinoconjunctivitis due to P notatum. We were 
able to demonstrate the growth of P notatum in the wooden 
mouthpieces that he used when playing the clarinet. Cheilitis 
due to contact dermatitis caused by the wood used in wind 
instruments has been reported by several authors [2-5]. Ruiz 
Hornillos et al [2] and McFadden et al [3] both reported a 
case of cheilitis in a clarinetist who used a cane reed nozzle. 
Inoue et  al  [4] reported a case with similar symptoms in a 
saxophonist, also due to a cane reed mouthpiece. None of 
those patients were sensitized to molds. Van der Wegen-
Keijser et al [5] reported cheilitis in a saxophonist, although 
the mycological culture of the nozzle was negative for molds. 
In the present case, we were able to rule out the wood of the 
mouthpiece as the culprit factor because the patient had later 
been playing the same clarinet using a plastic mouthpiece 
that he disinfected after every use without relapse of cheilitis. 

Concerning the mechanism of the reaction, it is clear 
that the fungus P notatum was present in the mouthpiece. 
It seems that the organic nature of the mouthpiece, together 
with the humidity provided by the saliva, provides a favorable 
substrate for the growth of the fungus. Nevertheless, we 
cannot say whether an IgE-mediated mechanism (protein 
contact dermatitis, as the patient was sensitized to P notatum, 
demonstrated by skin prick test and sIgE) or a type IV contact 

Figure. Upper and lower lip cheilitis.
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mechanism is involved (as in other case reports with similar 
symptoms due to type IV sensitization to woods) [2-7]. Finally, 
the episode of lip angioedema when eating pork loin could be 
explained by the fact that processed cold meat is stuffed into 
casing with mold cultures to enhance flavor and aroma [8-9]. 

To the best of our knowledge, we report the first case of 
cheilitis due to P notatum.
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Omalizumab, an anti-IgE monoclonal antibody, is used 
as an adjuvant in hymenoptera venom immunotherapy and 
in induction of oral tolerance in food allergy [1,2]. In each of 
the few cases of desensitization to platins where omalizumab 
was used, the authors applied a different regimen [3-5]. 
We present a case of successful oxaliplatin desensitization 
achieved after a single initial dose of omalizumab in a patient 
with elevated IgE levels upon reintroduction of oxaliplatin and 
after severe hypersensitivity reactions (HSRs) during previous 
desensitization attempts.

A 57-year-old man diagnosed with metastatic sigmoid colon 
adenocarcinoma was initially treated in 2014 with 9 cycles of 
folinate, oxaliplatin, and 5-fluorouracil. In 2016, he received 
8 cycles of folinate, irinotecan, and 5-fluorouracil. Later that 
year, his treatment was replaced with gemcitabine, oxaliplatin, 
and bevacizumab. He tolerated 1 cycle of this regimen. During 
the second cycle, after receiving gemcitabine and while 
receiving oxaliplatin, he experienced generalized erythema, 
cough, dyspnea, and oxygen desaturation. Intradermal testing 
to oxaliplatin (0.5 mg/mL) was positive (negative prick 
test, 5 mg/mL). The results of prick tests (38 mg/mL) and 
intradermal tests (0.38 mg/mL) to gemcitabine were negative. 
Oxaliplatin was replaced with irinotecan while gemcitabine 
and bevacizumab were maintained. He tolerated 3 cycles of 
this new regimen. During the fourth cycle, however, while 
receiving irinotecan, he presented with anaphylaxis (facial 
erythema, dyspnea, and pharyngeal pruritus). Intradermal 
testing with irinotecan (2 mg/mL) was positive (negative prick 
test, 20 mg/mL). 

In 2018, the patient was assigned treatment with folinate, 
oxaliplatin, 5-fluorouracil, and bevacizumab owing to 
progression of his tumor. A first 12-step desensitization [6] 
to oxaliplatin was completed without adverse effects. 
Premedication with acetylsalicylic acid (ASA) was avoided for 
this protocol because the patient had a history of angioedema, 


