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Allergy to adhesive plaster

FORMERLY, allergic contact dermatitis due to
adhesive plaster was usually related to the

presence of colophony or rubber components in
the adhesive (1). Although the replacement of such
compounds by acrylic polymers has reduced the
frequency of allergic reactions to some newer types
of adhesive plaster, specific reactions are still often
reported by patients. Obviously, there are as yet
unidentified allergens present in adhesive plasters.

Here we report two cases of skin reactions
to adhesive plasters.
Patch testing with — — — — — — — — ^
chemicals used in
the manufacture of
one of these plasters
yielded strongly pos-
itive reactions to
A',A''-disalicylidene-

A chelating agent in

the adhesive cross-

reacted strongly with

ethylenediamine., a

reaction which could

be of importance for

p^^/^nr^ with asthma

treated with

1,2-diaminopropane,
a chelating agent in
the adhesive. Both
patients also showed
strong reactions to
chemically related
ethylenediamine in aminophylline.
the standard series.
Tests were perfor-
med with TRUE test, Pharmacia AB, and Finn
chambers on "Scanpor" tape. The tests were left
on the skin for 2 days, and were read at 3 and
7 days.

Case I. A 52-year-old man presented with a
history of intermittent facial dermatitis and strong
reactions to adhesive plasters. He was patch-tested
with the standard series and with compounds used
in the manufacture of the plaster. In the standard
series, he showed reactions to formaldehyde, p-
phenylenediamine, and neomycin sulfate, and a
strong reaction to ethylenediamine. In the supple-
mentary tests, he showed strong reactions to N,N'-
disalicylidene-l,2-diaminopropane and 1,2-diamino-
propane (both 1% in petrolatum).

Case 2. A 35-year-old woman with a history of
atopic dermatitis and of reactions to metal products
had an eczematous reaction to the adhesive plaster
placed in the antecubital space after an ordinary
blood donation. Patch testing with the standard

series yielded reactions to nickel sulfate and to
ethylenediamine. Supplementary tests with compo-
nents used in the manufacture of the plaster
yielded strong reactions to A',A^'-disalicylidene-l,2-
diaminopropane and to 1,2-diaminopropane.

Chemical analysis and information from the
manufacturer established the presence of N,N'-
disalicylidene-l,2-diaminopropane in the adhesive
plaster used. When N,A^'-disalicylidene-1,2-diamino-
propane was added to buffer solution at pH 7.5, we
registered a fast and quantitative hydrolysis, yield-
ing salicylaldehyde and 1,2-diaminopropane. which
in chemical terms is a methyl derivative of ethyl-
enediamine (Fig. 1).

We then routinely tested other patients manifest-
ing reactions to ethylenediamine in the standard
series with MA''-disalicylidene-l,2-diaminopropane
and 1,2-diaminopropane, and found that all of them
reacted to these two compounds, though none of
them reacted to salicylaldehyde. As controls, we
used persons negative to ethylenediamine. None of
them showed a positive reaction to A ,̂A '̂-disaIicyli-
dene-l,2-diaminopropane or 1,2-diaminopropane.

Ethylenediamine is one of the most common
contact allergens (2). A common explanation ofthe
sensitization is the use of a corticosteroid or anti-
biotic cream containing ethylenediamine as an
emulsifier (3). However, many patients deny using
any such cream; in such cases, no explanation is
apparent. The findings reported here suggest a new
explanation of the widespread sensitization to

CH3

CH=N-CH-CH,-N=CH—\\ />

A/.W-disalicylidene-i ,2-diaminopropane

CH=O

salicylaldehyde 1,2-cliaminopropane

FIGURE 1 Products formed at hydrolysis of N,N'-
dLsalicylidene-l,2-diaminopropane. Molecular structure
of ethylenediamine is H2N-CH2-CH2-NH2.
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ethylenediamine derivatives. A high frequency of
sensitization to 1,2-cliaminopropane is plausible
due to the greater penetration capacity of its
carrier, the nonionic, highly lipophilic NN'-disa\i-
cylidene-l,2-diaminopropane. as compared to the
(at physiologic pH) protonated ethylenediamine.

Sensitivity to ethylenediamine is also important
in asthmatic patients treated with aminophylline.
since this preparation is a complex formed of
theophyUine and ethylenediamine. Patients sensi-
tive to ethylenediamine have been reported to
manifest systemic reactions when treated with such
preparations (4).
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Non-lgE-mediated anaphylaxis to
sesame

SESAME (Sesamum indicum. Pedaliaceae family)
is grown extensively for its seeds throughout the

tropics and subtropics in the Middle East, the USA,
China, Asia, and Latin America. Sesame is cur-
rently used for the production of whole seeds,
extracted oil, and seed paste (tahini). Common
foods containing sesame seeds are vegetarian
burgers. Oriental food, bread, cakes, pastries, top-
pings, spice mixtures, salad dressings, and diet food.
The presumed low antigenicity of sesame oil has
led to its use in the pharmaceutic and cosmetic
industries as a vehicle for parenteral and local
therapeutics. This increasing consumption of ses-

ame might explain the growing frequency of
reported cases of immediate-type systemic reac-
tions after ingestion and/or inhalation of sesame
seeds and/or oil in recent years (1-8).

• We present a patient with recurrent anaphylactic
reactions after ingestion of sesame, although no
evidence of an IgE-mediated mechanism was
found. A 45-year-old woman had facial erythema,
flushing, generalized pruritus, and conjunctivitis
after she had eaten crackers. Similar symptoms
occurred several times after ingestion of sesame oil
in different preparations. Within minutes after
ingestion of sesame-dressed chicken, she had
flushing, generalized itching, nausea, vomiting, and
dizziness. She had no personal or familial history
of allergic and atopic disorders. Routine skin prick
and intracutaneous tests were all negative for a
standard series of common inhalant allergens and
for an extensive panel of food allergens. Prick and
scratch tests with poppy seeds, carob-bean flour,
german wheat, flaxseed, pine nuts, mustard seeds,
and sunflower seeds were negative. Prick and
scratch tests performed with native sesame oil
(cold-pressed and heat-extracted) and raw, peeled,
crushed, and unpeeled sesame seeds did not show
any skin reaction. The total serum IgE level was
13.1 kU/1. Specific IgE antibodies could be
detected neither against sesame seeds nor against
a panel of common inhalant allergens (sxl)
(Pharmacia CAP System, Uppsala, Sweden). A
double-blind, placebo-controlled food challenge
(DBPCFC) was carried out in the outpatient clinic
with full facilities for resuscitation. The challenge
was performed with crushed sesame seeds (10 g)
and sesame oil (10 g) masked in bread. The
placebo bread was baked with hazelnut (15 g) and
hazelnut oil (10 g). No adverse reaction was
observed to the oral intake of hazelnut-containing
bread. Two hours after provocation, no raised
value of tryptase in serum (Pharmacia CAP Sys-
tem) or jV-methyl-histamine in urine was found.
Ten minutes after ingestion of two mouthfuls of
sesame-containing bread, the patient developed
generalized flushing, itching, and conjunctival
symptoms. The symptoms disappeared within 20
min after treatment with intravenous antihista-
mine and steroids. The urine analysis (2 h after
exposure) demonstrated a markedly elevated
level of /V-methyl-histamine (10 920 |jLg/g creati-
nine, normal range 70-160 |xg/g creatinine). No
elevated level of serum tryptase was detected
(11 fjLg/1, normal range 5.6-13.5 fig/l). The later
scratch test with the above-mentioned bread
remained negative. Serologic analysis 8 weeks
after the DBPCFC did not show any sesame seed-
specific IgE antibodies.
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