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convenience sampling of best-selling baby wipes available on
popular online retailers, MI is no longer commonly used in baby
wipes, despite the lack of any new MI-related regulation. In con-
trast, other leave-on products such as lotions and sunscreens still
contain ML These data reinforce previous studies that indicate a
general decrease in MI use in wet wipes® and an increase in clin-
ically relevant MI ACD from non-wet wipe products.® Clini-
cians should be aware that patients with MI allergy may not
have baby wipe-related ACD or an ACD distribution associated
with baby wipe use. Accordingly, other leave-on products such
as lotions and sunscreens may be more likely MI ACD-—
eliciting culprits. Of note, only 1 of 7 lotions and 0 of 9 sun-
screens containing MI also contained MCI, suggesting that
the combination MCI/MI preservative is infrequently used.
Phenoxyethanol, sodium benzoate, and sorbic acid derivatives
were frequently used as preservatives in these products, in line
with previous studies.” However, these allergens are relatively
weak sensitizers, and their relevance to baby wipe—related ACD
to date is low. Iodopropynyl butylcarbamate allergy preva-
lence in North America has nearly doubled in the past decade
and was found in approximately 6% of baby wipes.” Baby
wipes contain other nonpreservative allergens such as decyl
and lauryl glucosides and fragrances. Clinicians should query
patients with MI contact allergy on all personal care product
use—current relevance of baby wipe use in MI-positive patch
test patients may be low.
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Herpes simplex-like Fixed Drug Eruption
Induced by Fluconazole Without Cross-reactivity
to Itraconazole

To the Editor:

Fixed drug eruption (FDE) consists of reddish plaques
appearing on the same locations after repeat administration of
a drug. The eruption can affect mucosae, where the lesions
can be misdiagnosed as herpes simplex lesions.

A 20-year-old woman was referred to our department because
of burning, recurrent, facial and labial, and genital mucosa lesions.
The lesions resolved without any treatment, leaving post-
inflammatory hyperpigmentation. She was receiving monthly
prophylactic treatment with fluconazole and famciclovir for recur-
rent vaginal candidiasis and genital herpes simplex, which was con-
firmed by immunoglobulin G against herpes simplex virus 1+2
seroconversion in peripheral blood. Lesions on the labial mu-
cosa began after starting treatment with both drugs.

Physical examination showed a purpuric red plaque on her left
cheek and grouped vesicles on an erythematous base on her lower
lip (Fig. 1). The lesions were located on the same site as previous
episodes and started within 60 to 120 minutes after intake of flu-
conazole and famciclovir. After a 4-week pause, a systemic provo-
cation test was negative to famciclovir and positive to fluconazole,
with identical lesions appearing on the same locations 24 hours af-
ter oral intake of fluconazole 150 mg. Because of recurrent candidi-
asis, after a negative provocation test with itraconazole, she was
prescribed this azole with good tolerance and continued famciclovir
without new episodes in the next 4 months.

Fixed drug eruptions are most commonly caused by systemic an-
tibiotics, metamizole, nonsteroidal anti-inflammatory drugs, paracet-
amol, and allopurinol, whereas naproxen and cotrimoxazole are
the most common drugs related to FDE on mucosae.' Diagnosis
can be performed by patch testing the suspected drug on lesional
skin or by systemic provocation test.” Because the first method is
safer and its efficacy has been proved, it should be performed
first, except when location of the lesions makes impractical this
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Figure 1. Labial and cheek fixed drug eruption after fluconazole intake
in our patient.

trial, as in our patient. Regarding mucosal FDE, different mor-
phologies have been described, including bullous/erosive and
aphthous forms, the most easily misdiagnosed as herpes simplex
lesions.! Since 1994, various cases of FDE to fluconazole have
been described, some of them with herpes simplex labialis—like
lesions, as our patient presented.’ Establishing if the lesions are
herpes simplex lesions or FDE mucosal lesions is critical to avoid
wrong diagnosis and treatment.

Severity and course of FDE have been related to viral infections
through a subtype of CD8" T cells called tissue-resident memory T
cells. These cells may appear after viral skin infections, and they
stay circumscribed to the original location for at least 6 months.
Because of cross-reactive drug antigens, these cells may be re-
sponsible for FDE.*

Only 1 case of FDE to itraconazole has been described with
cross-reaction to fluconazole, but recently, a lack of in vitro
cross-reactivity between these 2 triazoles has been described in
another patient.” Thus, itraconazole may be a safe option for
recurrent candidiasis in fluconazole-sensitive patients, and oral
challenge should be performed to rule out cross-reactivity.

In conclusion, we would like to draw attention to misdiagno-
sis of FDE to fluconazole as herpes simplex labialis to prevent
unnecessary treatments. Itraconazole would be a therapeutic al-
ternative in these patients.
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Alopecia Areata After Treatment with Dupilumab

To the Editor:

Dupilumab, an IL-4 and IL-13 blocking antibody, is the first targeted
biologic therapy approved for the treatment of atopic dermatitis (AD)."

A meta-analysis investigated the safety of dupilumab and found
that a severe adverse event was uncommon in both the dupilumab
treatment group (2.0%, 36/1789) and the control group (4.0%,
37/916). Nasopharyngitis, headache, upper respiratory tract in-
fection, injection site reactions, conjunctivitis, herpes infections,
and AD exacerbation were the most common adverse events.?

A case report has described alopecia areata (AA) as a possible
adverse reaction to dupilumab treatment.’

We hereby describe the second case worldwide, a patient
treated with dupilumab for AD who developed AA within 1 week
of first injection.

Our 24-year-old male white patient was diagnosed with severe
AD and was treated with dupilumab. He had no history of alopecia.
Dupilumab was started at 600 mg subcutaneously on day 0, followed
by 300 mg every 2 weeks. After 4 weeks, the patient experienced signif-
icant improvement of AD. After 1 week of treatment, the patient no-
ticed a rapidly increasing number of bald patches in his scalp (Fig. 1).
He was examined after 8 weeks of treatment. A significant clinical
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