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by methylisothiazolinone in paint
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the first cases of cosmetic-related MI contact allergy were
published (2—5). Previously, MCI/MI was frequently used
to preserve paints, and in some cases this chemical caused
airborne allergic contact dermatitis (6—8). In a study by
Garcia-Gavin (4), two patients experienced airborne con-
tact dermatitis probably caused by either MCI/MI or MI
in a carpet glue or wall paint. A recent study showed that
painters constitute nearly half of occupational dermati-
tis cases caused by MI, a finding that may indicate that
MI is used frequently in paints (5). In this case report,
we present the first cases of airborne allergic contact
dermatitis caused by paint preserved with MI.

Case 1

A 36-year-old non-atopic man was referred in 2009
for a second opinion because of suspected occupational
contact dermatitis. The patient worked as an assistant
manager in a casino. In November 2007, he developed
dermatitis on the legs that spread to the face, shoulders,
back, abdomen, and arms. He complained about peri-
ods with intense headache. The symptoms worsened at
work, but improved on days off. During 4 weeks of holi-
day, dermatitis and headache almost disappeared. Patch
testing showed a positive reaction (++) to formaldehyde
(2% aqua) and doubtful (4?) reactions to fragrance and
MI (0.2% aqua). Formaldehyde and fragrance contact
allergy were considered not to be of clinical relevance fol-
lowing screening of personal and occupational products,
whereas MCI/MI was found in a liquid soap at work, and
MI alone was found in wall paint that had been used
on several occasions in the casino. The liquid soap was
not considered to be of clinical relevance, as his hands
were not affected. The patient returned to work full time
in the casino from April to October 2010 after 2.5 months
of sick leave, during which the dermatitis had disap-
peared. In October 2010 he resigned, and shortly after
this he moved into a newly refurbished apartment. Two
days, later, symptoms reoccurred: headache, dermatitis
on the abdomen and left eyelid, and a burning sensation in
the face. An investigation of the different products used in
the refurbishment showed that the apartment had been
painted with wall paint containing MI. The symptoms
continued for about 1 month when the patient lived in
the apartment. For a period of 3 weeks, he was only in
the apartment over the weekends. Dermatitis and the
burning sensation improved in this period, but he expe-
rienced flare-ups during the weekends, when he stayed
in the apartment. Three months after the patient moved
into the apartment, the burning sensation in the face and
dermatitis on the abdomen disappeared. However, eyelid
dermatitis and occasional headache remained.
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Case 2

A 57-year-old non-atopic man, a heavy smoker with
no previous chest symptoms but a long history of hand
eczema and contact allergy (positive patch test reactions
to formaldehyde, quaternium-15, DMDM hydantoin,
p-phenylenediamine, melamine formaldehyde, urea
formaldehyde, MCI/MI, and MI), participated in a
clinical investigation on the dose—response relationship
of MI in MiI-allergic patients(9). During the study
period, he and his wife began to paint the walls in
their house. The patient used an isolation paint that
contained benzisothiazolinone (BIT), MI, and MCI/MI.
The concentrations of BIT, MI and MCI/MI in this
product were 8.5, 1.2 and 0.3 ppm, respectively. All three
isothiazolinones were used to preserve the ingredients in
the paint, and they were not added to the finished products
as preservatives; hence the low concentrations. The
patient’s wife painted with two other types of wall paint,
also containing BIT, MI, and MCI/MI. The concentrations
of BIT, MI and MCI/MI in one of the paints were 172,
113 and 0.91 ppm, respectively. BIT and MI were added
as preservatives in the finished product, whereas MCI/MI
was a residue from one of the ingredients in the products.
In the final product, the concentrations of BIT, MI and
MCI/MI were 187, 187 and 10 ppm, respectively. All
three isothiazolinones were added as preservatives to the
finished product. After a few days, the patient developed
facial erythema, cough, and difficulty in breathing. He
was hospitalized because of the skin and respiratory
problems. Oral prednisolone (25 mg/day) and cetirizine
(10 mg/day), as well as low-dose inhaled corticosteroid,
were initiated. The patient recovered quickly, and was
discharged after only one night. He stayed in his house
over the weekend, but did not feel well. For these
reasons, he moved out of the house for the following
3 weeks, and, during this period, the dermatitis and
respiratory problems improved. After agreement with
his general practitioner, he stopped prednisolone therapy
and returned to his home. Three days later, all symptoms
reoccurred, including dermatitis reactions at the sites
where he had been exposed to MI in the dose—response
patch test study 2 months earlier and around the eyes
(Fig. 1). He took prednisolone 25 mg, and was now seen
atthe allergy ward, presenting with severely reduced lung
function, with both obstructive and restrictive patterns,
even after inhaled 82 agonist: forced expiratory volume
in1s(FEVy), 1.41(39% of expected); forced vital capacity
(FVC), 2.21(47% of expected), an elevated concentration
of NO in exhaled air (85 ppb), indicating eosinophilic
bronchial inflammation (normal value, <25 ppb), but
normal diffusion capacity. He had almost total nasal
obstruction. The dose of prednisolone was increased,

177



Contact Dermatitis ¢ Contact Points

AIRBORNE ALLERGIC CONTACT DERMATITIS TO MI o LUNDOV ET AL.

Fig. 1. Reactions to airborne exposure to methylisothiazolinone
(MI) in case 2. (a) Reactions around the eyes. (b) Flare-up of MI
dose—response patch test reactions 2 months after application.

he was put on high-dose inhaled and nasal corticos-
teroid, and he returned to his home, where ventilation
in the painted rooms was increased. After 2 weeks, his
lung function had doubled (FEV, 3.0; FVC, 4.01), the
concentration of NO in exhaled air was normal, he had
no respiratory symptoms, and he showed clear nasal
improvement. He again stopped taking prednisolone, and
this time had no relapse of asthma and rhinitis. Symp-
toms and lung function at follow-up after 2 weeks were
unchanged.

Discussion

We present two severe cases of airborne allergic contact
dermatitis caused by exposure to wall paint preserved
with, among other substances, MI. MCI/MI has long been
recognized as a source of airborne contact dermatitis,
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