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Case report

Fixed eruption caused by ciprofloxacin
without cross-sensitivity to norfloxacin
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: report the case of a female patient v\ho presented fixed exanthema
lowing administration of ciprofloxacin. To our knowledge, only one c
fixed exanthema in response to this agent has appeared in the
•rature, and it was associated with cross-sensitivitv t(̂  norfloxacin.
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The quinolones arc a group of antibiotics that can
produce not onl\ igH-niediated hypersensitivit\. but
late reactions sticli as fixed exanthema as well. Cross-
reactivit\ does not al\va\s exist between the differ-
ent qtiinolones; thus, they should not be prohibited
as a rule of thumb in cases of hypersensitivity.

We report tlie case of a female patient who pre-
sented tixed exanthema following administration of
ciprotloxacin. To our knowledge, onh one case of
hxed exanthema in response to this agent has ap-
peared in the literature, and it was associated with
cross-sensiti\ it\ to nortloxacin (2).

Case report

We present the case of a 53-year-old white female
with no medical history of interest. Four months
before coming to our department, she had had an
upper airwa\ infection, for which her physician pre-
scribed Belmadina^' (ciprofloxacin 500 mg). Having
taken the first tablet, following a latency period of
12 h, she presented intensely pruritic, confluent, mac-
ular erythematous lesions measuring approximately
2 cm in diameter, located on the backs and in the
interdigital spaces of both hands and on the neck.
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Despite the onset of these lesions, the patient took
a second dose, which was followed by the formation
of blisters containing fluid and blood at the same
sites.

Ciprofloxacin was discontinued and the patient
received parenteral corticosteroids for 3-4 days. The
clinical picture evolved to residual hyperpigmenta-
tion of the lesions and, at examination, cafe au lait
spots measuring 2 cm in diameter persisted on the
backs of her hands and on her neck. The patient
tolerated subsequent norfloxacin administration.

Skin prick tests with up to 2 mg ml of intravenous
ciprofloxacin solution were positive, but the same
tests performed in the control group also proved
positive in some subjects; therefore, the tests were
considered to be nonspeciflc.

Skin prick tests with up to 400 mg/ml norfloxacin
were negative.

Patch testing with 10°o ciprofloxacin in dimethyl-
sulfoxide w as negative both at the site of previous
lesions and on normal skin. Oral challenge with
125 mg of ciprofloxacin was positive and, after 1 h,
the previously described lesions reappeared.

Oral challenge with 400 mg of norfloxacin was
negative.



Discussion

Ciprofloxacin has been proved to cause a variety of
skin lesions, but the onset of fixed exanthema is
exceptional, despite the extensive clinical use of this
agent. In the literature reviewed, there was only one
report of fixed exanthema in response to this drug,
involving a case in which norfloxacin cross-reactivity
was also detected (2).

There are studies demonstrating the existence of
cross-sensitivity between quinolones, a logical de-
duction, given their highly similar structures (3, 4, 6).

It is advisable to avoid administering all quinolo-
nes to patients who have presented an allergic reac-
tion to any one of these substances (3), although in
the case we report, despite the fact that the patient
presented fixed exanthema after ciprofioxacin ad-
ministration, she tolerated norfloxacin. Thus, further
studies are necessary to confirm the existence of
cross-sensitivity among quinolones.

Fixed eruption caused by ciprofloxacin

Controlled oral challenge seems to be the only
way to determine the diagnosis and to demonstrate
cross-reactivity since prior studies based on patch
tests have been inconclusive (1, 5).
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