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Abstract. A 29-year-old woman developed a pulsating, 
fixed drug eruption following a year's course of both oral 
and parentera! administration of tetracycline for pharyn­
gitis. Patch tes ting of tetracycline powder under occlusion 
at the site confirmed the diagnosis. 
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Tetracycline must be a remarkably safe drug, when 

one considers that over a thousand tons of the 

antibiotic and its derivatives are consumed yearly 

(I). We are amazed that there are not more numer­

ous reported adverse cutaneous reactions; in fäet, 

dosages can approach 4 g daily for many months 

without apparent ill effect. Tn the early days of 

tetracycline therapy. black hairy tongue. nausea, 

diarrhea and candidial overgrowth were well 

known. Later, the tendency for tetracycline to stain 

developing teeth was discovered while photo­

sensitivity and onycholysis were subsequently 
added to the warning information on the p:1ckage 
insert. Only within the past decade, however, have 

scattered reports appeared incriminating tetra­

cycline as a cause of fixed drug eruptions (2-11). 

Recently, we have had the opportunity to study a 

patient with a most unusual form of fixed drug erup­

tion caused by tetracycline-a pulsating, fixed drug 

eruption. 

CASE REPORT 

A 29-year-old white woman was referred because of a 
pruritic eruption on her arm. She had been treated with 2 
ml of tetracycline intramuscularly in the area 2 weeks 
previous for pharyngitis. The pharyngitic condition had 
been alm ost constant for a year, requiring numerous 
courses of antibiotics, including tetracycline both by 
mouth and by injection. Within one hour after receiving 
the last injection, she developed ecchymosis at the site. 
The area gradually enlarged and became red and pruritic. 
Her physician, observing the erythema and local heat, 
prescribed tetracycline 250 mg q.i.d. for the possible cel-
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Fig. I. The lesion at 4 days, resembling erythema 
multiforme eruption. Pulsating nature not captured on 
photograph. 

lulitis. Halocinonide cream was recommended for the itch­
ing. When there was no improvement after 4 days, 
ampicillin 250 mg q.i.d. was introduced. 

Four days later she was seen by one of us (L. C. P.) at 
which time she had an 8 cm sharply defined red scaly and 
edematous plaque covering the anterior and lateral 
aspects of the right arm. Photography of the lesion (Fig. I) 
called attention to its pulsating nature, as the lesion moved 
in and out of focus with the arm restrained on the examin­
ing table. A complete blood count. erythrocyte sedimenta­
tion rate, and anti-streptolysin liter failed to reveal any 
evidence of an infectious process. Betamethasone 
benzoate gel was recommended for topical application 
t.i.d., and all oral medicines stopped. Four days later, the 
lesion had become less tender and red and had assumed 
more of the characteristics of a fixed drug eruption. Over 
thc ncxt fcw wccks thc lcsion involutcd, lcaving slight 

hyperpigmentation. 
A patch test with tetracycline powder applied to the 

pigmented area resulted in erythema, ulceration and 

Fig. 2. The lesion at 8 days, showing less pronounced 
erythema, resembling fixed drug eruption. 

Acta Dermatul'ener (Stockholm) 58 



546 Short reports 

Table 1. Patch /esls app!ied under occlusion 

Site 

Tetracycline capsule HCI Area 
(Achromycin V 250 mg of fix ed 
powder) drug eruption 

Ascorbic acid Back 
Lactose Back 

Magnesium chloride Back 
Tetracycline HCP USP Back 
Procaine HCL Back 
Magnesium s1eara1e Back 
Elhylenediamine Back 
Caine mix (control) Back 

AAD screening lray: 
27 chemicals representing 
the most common contactants Back 

Tet.racycline Area 
of fix ed 
drug eruption 

" Patch removed a1 24 hours by patienl. 

marked pruritus within 24 hours. Patch tes!, with the 
components of intramuscular tetracycline applied to nor­
mal skin were negative. as were the AAD screening tray 
(Table I). 

DISCUSSTON 

Fixed drug e,·uptions are most commonly caused 

by phenophthalein and barbiturates. Acetanilid, 

acetophenetidin, aminopyrine, antimony salts, 

arsenicals, bismuth, cinespaen, chlortetracycline, 

emetine, gold salts. iodides. opecac, oxyte­

tracycline. para-aminosalicylic acid. penicillin. 

quinacrine. quinidine. salicylates. and sulfonamides 

are all less common causes (12. 13). Only infre­

quently is tetracycline the offending agent. In a 

combined practice period of 30 years, fewer than 10 

patients with fixed drug eruption due to tetracycline 

have been observed. 

Of interest was the marked reaction to 

tetracycline at the site of the fixed drug reaction. 

Patch-testing on the back did not cause any reac­

tion. This would suggest that the triggering sub­

stance remained at the site. After severnl weeks. 
less remained and the repeat patch test revealed 

diminished reactivity. This information made us 

discount the possibility of an Arthus type reaction 

or even an erythema multiforme-like drug reaction. 

Although we would have liked to have had 
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Time in 
week� from
onse1 of 
fixed drug 

Readings 

eruption 24h 48h 72h 

9 4+ 
(ulc.era-
tion) 

13 0 0 

0 0 

0 0 

0 0 

0 0 

0 0 

0 0 

0 0 

13 (Y' 0 

13 I+ I+ 
(redness) 
at 12 hours 

histopathological confirmation, the patient refused 

a cutaneous biopsy. 

To our knowledge, no one has ever reported a 

pulsating lesion before ( 14). We would attribute this 

to the intensity of the response. Whether this 

observation suggests a relationship to erythema 
multiforme is not known. but early reports of fixed 

drug eruptions were considered to be persistent 

erythema multiforme reactions with pigmentation 

( I 5. 16). 

Although the basic mechanism of the fixed drug 

eruption is usually stated to be allergic, this is still 

somewhat clinically inferential. Consistent with the 

allergic concept is the usual incubation period of 

from one to two weeks before sensitization be­

comes manifest. Once sensitization is established, 

subsequent use of the offending agent elicits the 

reaction within minutes to hours. In most instances, 

only the agent itself or a chemically related sub­

stance is capable of producing a fixed drug eruption 

on the sensitized person. The tendency to react in 

this fashion usually persists for years. When posi­

tive, patch tests furnish good presumptive evidence 

of an allergic mechanism (14). 

The most common sites for a fixed drug eruption 

are the trunk and proximal parts of the extremities. 

The mouth. eyes and urethra are less commonly 

involved. We feel that the trauma of injection de-



termined the target site in our patient. A similar 
mechanism was postulated in patients with fixed 
crug eruptions due to tetracycline administered for 
non-gonococcal urethritis (9). 
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Abstracr. Seasonal variations in skin diseases are most 
noticeable in those parts of the country with significant 
changes of seasons. For the past 5 years. I have noticed_ a_n 
unusual recurrent prurigo of the elbows wh1ch was ongi­
nally described by Sutton. This disease, which I feet is 
related to atopic eczema, usually occurs on the elbows of 
children during the first few weeks of good spring weath­
er. The disease appears as a papular eczematous der­
matitis which is usually limited to the elbows but may also 
affect the knees, hands and chest. It responds well to 
topical corticosteroids but has a tendency to recur each 
spring for several years. 

Key words: Seasonal dermatosis; Summer; Prurigo 

Few skin diseases are exclusively seasonal. Many, 
such as acne, atopic eczema and psoriasis, are in­
fluenced by seasonal changes in temperature, 
humidity and intensity of ultraviolet irradiation, but 
can persist throughout the year. During the past 5
years at the Children's Hospital of Buffalo, I have 
seen 13 patients with a distinctive, pruritic der­
matitis of the elbows that recurred yearly between 
April and June. This disease resolves spontane­
ously in 6 to 10 weeks and recurs every year at a 
time coinciding with the first prolonged spell of 
good spring weather. Since this disease is common 

Table I 

Black 
While 
Male 
Female 
Age (mean) 
Average no. of yearty 
recurrences 

Atopic eczema 
Distribution 
Elbows 
Knees 
Trunk 
Face 

No. of patients 

3 
10 

8 
5 
6 (4-10) 

3 
3 

13 
5 
3 
I 
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