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Discussion
Since its introduction in 1990 (8), the SL mix has been
incorporated into our standard series. However, its abil-
ity to detect all Compositae allergy has been questioned
(9–11). By adding the Compositae mix (9, 11), we are
diagnosing allergic contact dermatitis in food handlers
that would otherwise be missed. With the exception of
case nos. 5 and 6, none of these patients were gardeners
and their sole exposure to Compositae was occu-
pational, the 1 factor common to all 6 being the han-
dling of lettuce. In 4 of the 6 cases, dermatitis resolved
with allergen avoidance. This group of patients is much
younger than the typical Compositae-allergic patient,
who is over 60 years and a gardener. In addition, all
cases presented with hand dermatitis rather than an air-
borne distribution (12). Compositae dermatitis in food
handlers may be commoner than recognized and the
Compositae mix may detect previously unsuspected al-
lergies.
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Photosensitivity is a known cause of acquired hyperpig-
mentation. Cutaneous side-effects of tricyclic antide-
pressents are rare and photosensitivity is an even more
uncommon reaction (1). Protriptyline and imipramine
are the tricyclics which have been implicated as photo-
sensitizers (1).

Case Report
A 45-year-old woman, on alprazolam 0.5 mg and ami-
triptyline hydrochloride 25 mg oral daily for the past
year, presented with a 1-month history of diffuse
hyperpigmentation over exposed areas of the back and
left side of the abdomen (areas not covered by the sari).
Furrows and skin folds were spared. She did not recall
any erythema, scaling or burning sensation. Blood and
urine examinations were within normal limits.
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Photopatch testing was performed, patch test ma-
terials being prepared by extracting the active ingredient
(a.i.) from the commercially available preparation. The
a.i. was separated from the exipients by first dissolving
the tablets in suitable solvents. It was then filtered using
41 Whatman filter paper, dried at 40æC, and finely pow-
dered with a mortar and pestle. 1%, 2%, 5% and 10%
amitriptyline hydrochloride and 1% and 2% alprazolam
were made up in an aqueous cream base. The allergen-
charged Van der Bend chambers were applied in dupli-
cate on either side of the back. Patch test readings at D2
were negative on both sides. The left side was then ex-
posed to 15 J/cm2 UVA. 1 day after irradiation, readings
on both sides were negative, but after 2 days, amitripty-
line 10% and 5% showed a positive reaction on the UVA-
exposed site only, suggesting photosensitivity to the
drug. Amitriptyline was stopped and the patient was re-
commended topical sunscreens. Patch testing in 8 and
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photopatch testing in 7 controls with 5% and 10% ami-
triptyline was negative.

Comment
Phototoxic reactions may be difficult to distinguish from
photoallergic reactions, though the former tend to be
more obvious after 1 day (2). In this patient, the unir-
radiated side remained negative while the irradiated side
showed a positive reaction 2 days post irradiation, thus
suggesting photoallergy to amitriptyline. Photosensit-
ivity to alprazolam is very rare, with only 1 case having
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Case Report
A 36-year old woman was treated with subcutaneous
(s.c.) injections of b-interferon (BetaferonA) for multiple
sclerosis. By the 14th of 22 injections, she noticed a tran-
sient erythema (appearing after 3–5 days), and after 5
non-consecutive injections (4 in the arm, 1 in the abdo-
men), she showed infiltrated, red, vesicular, itchy lesions
at all 5 injection sites, which healed in 3–4 weeks. She
never experienced these reactions when the injections
were made in the thighs.

She was patch tested with the European standard
series (fragrance mix π, Amerchol L-101 π, wool wax
alcohols ?π), BetaferonA (ª), isopropanol-impregnated
tissue, used before and after injection (ª), and isopro-
panol (ª). An intradermal (i.d.) test with BetaferonA

was negative after 20 min, but positive after 2 days.

Discussion
The most common adverse reaction to s.c. injections of
b-interferon (b-IF) is local erythema and infiltration (1)
at the injection site (65%) (2). Local necrosis has also
been reported (2, 3). Similar reactions with a-interferon
are well-known. Although, clinically, an allergic reaction
is suspected, no specific allergic reaction Types I or IV
has yet been found. The immediate i.d. reactions are re-
producible in healthy control subjects (4), though they
are negative after injection of less than 200,000 IU/ml b-
IF, so this is the recommended test concentration for
predicting an IgE-mediated hypersensitivity (4). The re-

been reported (3), and is unlikely here as the photopatch
test was negative.
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actions do not occur after each injection and can disap-
pear after a few months (3). They are currently thought
to be local non-specific inflammatory responses (3, 4) to
b-IF, and to be influenced by the depth of the injection,
which is why the injection site is important in eliciting
the symptoms. In general, symptoms often occur after
injections in the arms or thighs, and less frequently after
those in the buttocks or abdomen, although our patient
never had reactions after injections in the thigh. After
the patient learned to inject herself properly, the symp-
toms faded away.

Schering (the supplier of BetaferonA) now provides a
long injection needle, recommends not refrigerating the
solvent, and advises the application of ice cubes after
injection to minimize the local reaction.
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