
products may contain standard contact allergens, photocontact
allergens, and coumarins.
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Tocopherol Allergic Dermatitis Masquerading as
Lifelong Atopic Dermatitis

Rebecca Chen, BA,* Jodie Raffi, BA,*†
and Jenny E. Murase, MD*‡

PRECÍS

We present a pediatric patient diagnosed with lifelong moderate
to severe allergic dermatitis (AD) whose dermatitis in his early
teenage years was ultimately attributed solely to allergic contact
dermatitis (ACD).

DISCUSSION

A 13-year-old adolescent boy with history of poorly controlled AD
since early childhood presented with widespread dermatitis on the
face, neck, scalp, and back. Treatment for many years included top-
ical ammonium lactate, “hypoallergenic” emollients recommended
by dermatologists, hydrocortisone ointment, and fluocinolone oint-
ment with minimal relief. Topical steroids had been applied to the
patient's skin at least on a weekly basis since infancy.

Because of lack of improvement with topical emollients and cor-
ticosteroids, the patient was patch tested to the North American
Comprehensive 80 series as well as the Sunscreen, Fragrance, and
Emulsifier series (Chemotechnique Diagnostics, Vellinge, Sweden).
Results included 1+ to cobalt(II) chloride hexahydrate, 1+ to hydro-
peroxide of limonene, and 2+ to tocopherol. The patient was
counseled to avoid tocopherol in his diet and personal care prod-
ucts. Limonene was also avoided in topical products. Tocopherol
avoidance resulted in dramatic improvement of his widespread

Figure 1. Left, scaly pink papules and edema of the superior and posterior helix at initial patch test consult. Right, resolution after allergen avoidance
at 3-month follow-up.
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previously presumed “atopic dermatitis” 2 to 3 months after initial
patch testing and counseling. When he attempted to reintroduce di-
etary products high in tocopherol, his dermatitis recurred, and re-
moval of the allergen again led to resolution of his rash.

Allergic dermatitis and ACD can be difficult to differentiate
based on history and clinical appearance alone and can also occur
simultaneously. Failure to recognize the possibility of superimposed
ACD and perform the appropriate diagnostic testing contributes to
incorrectly labeling the patient as having “treatment-resistant” AD,
resulting in unnecessary chronic therapies.1 Although this patient's
AD could have resolved after patch testing, response to allergen
avoidance was dramatic and quick, pointing to ACD as the more
likely cause of his dermatitis.

Patch testing in atopic dermatitis patients should be considered
in individuals with dermatitis that worsens or fails to improve with
topical therapy, atypical distribution of dermatitis, therapy-resistant
hand eczema in the working population, adult or adolescent onset of
atopic dermatitis, or severe dermatitis before initiating systemic immu-
nosuppression.2 Despite early findings suggesting reduced prevalence
of sensitization in individuals with AD, a recent systematic review
found an increased prevalence of contact sensitization in AD patients
versus the general population, with other studies showing increased risk
ofACD to specific antigens, such as allergens in topical therapy used for
AD or allergens in personal care products traditionally considered
“hypoallergenic” and routinely recommended for AD patients.2

Vitamin E and its derivatives (tocopherol, tocopherol acetate,
and tocopheryl linoleate) are often found in topical cosmetics, sun-
screens, and skincare products, as the antioxidant properties are
proposed to accelerate wound healing.3 These compounds are found
naturally in vegetables, nuts, and seeds and are often added to

fortified breakfast cereals. Despite the widespread use in cosmetics
and food products, ACD to tocopherol and its derivatives remains
fairly uncommon. Besides one study of 905 patients with ACD to
topical tocopherol linoleate, individual case reports in the literature
are sporadic, and systemic contact allergy to tocopherol-containing
foods is evenmore rare.4,5 Dermatologists should have a low thresh-
old of suspicion for ACD to tocopherol when patients have refrac-
tory atopic dermatitis, and this allergen needs to be routinely
screened for when patch testing AD patients.

PEARL

It is important to consider ACD in chronic AD patients, especially
in individuals with long-standing AD that fails to improve with
topical therapy.
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