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Fixed drug eruptions (FDEs) represent 16% to 21% of all cutaneous

adverse reactions to drugs.1,2 Here we present a rarely reported case

of FDE caused by norfloxacin with cross-reactivity to ciprofloxacin.

CASE REPORT

A 63-year-old female schoolteacher presented to our emergency

department with multiple tender erythematous-violaceous oval

plaques on the neck, diameters ranging from 3 to 6 cm, with 48 hours

of progression. She also reported polyarthralgia, malaise, and fever

developing at the same time. The patient had been medicated with an

antibiotic she could not recall 2 weeks ago, due to cystitis, and com-

pleted treatment 1 week prior to admission. She denied any relevant

medical history, other current or prior medication, or known allergies.

No abnormalities were found in hemogram or blood biochemistry

tests. A provisional diagnosis of FDE was made, and the patient was

asked to clarify the name of the antibiotic and not to take it again. She

was also prescribed prednisolone 20 mg qd for 5 days, after which all

her complaints resolved except residual hyperpigmentation.

The patient returned 3 months after initial presentation with

identical complaints (Figure 1). She admitted taking the same antibi-

otic, which was now identified as norfloxacin, 2 days before, due to a

new episode of cystitis, despite our previous advice. Skin biopsy was

performed and a new cycle of prednisolone as before was prescribed,

which led to resolution of the FDE.

Patch tests were performed after 3 months with the Portuguese

Group for the Study of Contact Dermatitis (GPEDC) baseline series

(Chemotechnique Diagnostics, Vellinge, Sweden), norfloxacin 10%

pet., and ciprofloxacin 10% pet. (Chemotechnique Diagnostics), both

tested in previously affected and in nonaffected skin, in occlusion

under IQ Ultra chambers (Chemotechnique Diagnostics) for 24 hours.

Positive reactions (+) were seen on day (D) 2 in the previously

affected skin area to both norfloxacin and ciprofloxacin (Figure 2),

whereas nonlesional areas remained negative on D2 and D4 for any

allergen. The histopathology was compatible with FDE.

DISCUSSION

We describe an unusual case of FDE, where the diagnosis was con-

firmed by an unintentional oral challenge test, which remains the gold

F IGURE 1 Clinical presentation of the acute fixed drug eruption
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standard for diagnosis of FDE. The implicated drug was norfloxacin,

which has been rarely described in the literature as a causative agent

of FDE.3,4 In this case, the patch tests were not necessary for diagno-

sis, but provided additional evidence and allowed to identify cross-

reactivity to ciprofloxacin, another drug of the same pharmacological

class, thus supporting a recommendation for future avoidance of

quinolones.

Quinolones have rarely been implicated in FDE. In the published

cases, patch test positivity is variable, as is the evidence for cross-

reactivity to other drugs from the same pharmacological class.3-5

In the presence of suggestive symptoms and clinical picture, FDE

must always be considered in the differential diagnosis and an exhaustive

medical history is paramount for successful identification of the culprit.

Patch testing is of benefit in these situations as positivity may obviate the

need for oral challenge tests and may help clarify potential cross-reactiv-

ities. As patch test positivity is variable, a negative result must never be

considered as evidence for drug safety, or to exclude a diagnosis of FDE.
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F IGURE 2 Patch test results on (A) day (D) 0 and (B) D2. The hyperpigmented residual lesions become infiltrated and erythematous-
violaceous in the sites of application of norfloxacin 10% pet. (*) and ciprofloxacin 10% pet. (#) in occlusion for 24 hours
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