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e PSEUDOEPHEDRINE i$ a
sympathomimetic drug (SD), a widely
used as a nasal decongestant that seldom
causes an allergic reaction. We report a
patient who complained of a generalized
eczematous dermatitis after oral intake of
a drug containing pseudoephedrine.

A 77-year-old woman presented a
generalized, itchy erythematous eruption
after starting oral treatment with
Clamoxyl (amoxycillin) and Rinoebastel
(ebastine 10 mg plus pseudoephedrine
120 mg). The lesions cleared without
further desquamation within one week of
stopping this
medication. The
same symptoms
had occurred in
this patient twice
previously with
other drugs taken for a common cold.

Skin tests with penicilloyl polylysine
(PPL), minor determinant mixture
(MDM), penicillin G and amoxycillin,
and oral challenge with amoxycillin,
were negative. Patch tests were carried
out with Rinoebastel (0.1 and 1% in
petrolatum (pet.)) and elicited a negative
reaction at 48 and 96 h. A single-blind,
placebo-controlled oral challenge with
Rinoebastel was also performed. Within
five hours, the patient developed an
itchy erythematous generalized

Oral intake gave a
positive dermatitis

patch test.

micropapular rash, which disappeared
after treatment. Oral administration of
ebastine produced no reaction. A
posterior oral challenge with
pseudoephedrine hydrochloride

(60 mg) was also followed by similar
lesions.

Two months later the patient agreed
to be patch tested again with
pseudoephedrine (10% pet. and aqueous
solution (aq.)), phenylephrine (10% pet.
and aq.), epinephrine (1:1000),
terbutaline (1% aq.) and albuterol (0.5%
aq.). These tests revealed a positive
reaction (++), in both petrolatum and
aqueous solution, to pseudoephedrine,
ephedrine, and phenylephrine at
day 2, persisting to day 4. The
remaining tests were negative. Ten
healthy controls did not react to the
same patch tests. Subsequent
separated challenges were carried out
with epinephrine 1:1000 (0.3 ml),
terbutaline (2.5 mg), albuterol (2 mg),
ephedrine (40 mg) and phenylephrine
(20 mg). All were negative, except for
ephedrine, which provoked the same
symptoms.

Despite extensive oral use of
pseudoephedrine, allergic reactions seem
to be unusual3/4a nonpigmenting fixed
drug eruption being the most common
cutaneous reaction (1,2). Also reported
have been eczematous dermatitis (3,4),
an unspecified rash with joint swelling
(5), scarlatiniform eruptions (6), a
recurrent toxic shock syndrome (7) and
a vacuolar interface dermatitis (4). In
order to verify the cause of a suspected
drug eruption, a challenge test is usually
required. Patch tests are not usually a
reliable diagnostic method; a literature
search revealed only four cases of
positive patch tests to pseudoephedrine
(1,3,4). Positive results have been
obtained at 1% concentration and with
the use of petrolatum as a vehicle.
However, in our patient, the patch tests
were positive for both types of vehicles,
but only when a higher concentration
(10%) was used.

Cross-sensitivity among SDs has been
rarely reported. We have found cross-
reactivity between pseudoephedrine and
ephedrine, which have a closely related
chemical structure derived from the
phenylpropanolamine skeleton. On the
contrary, no cross-reaction has been
observed in provocation tests with other
SDs (phenylephrine, epinephrine/

adrenaline) which are
phenylethanolamine-derived. Although
our patient’s patch test with
phenylephrine was positive, she
tolerated it well. Thus (with the
exception of ephedrine) all SDs
should not be routinely prohibited in
cases of sensitization to
pseudoephedrine.

In summary, the challenge and
patch-testing results suggest a delayed
hypersensitivity mechanism to
pseudoephedrine in our patient’s
dermatitis. In our study,
pseudoephedrine 10% was a suitable
concentration with which to perform the
patch test.

*Plaza de la Constitucion, 21, 2°
04760 Berja

Almeria

Spain

Tel:+34 950 490321;+34 630 345516
Fax:+34 950 492565

E-mail: moreno.escobosa@terra.es

Accepted for publication 19 March 2002
Allergy 2002: 57:753

Copyright © 2002 Blackwell Munksgaard
ISSN 0105-4538

References

1. ALanko K, KANERVA L, MOHELL-
TavroLaHTI B, JoLANKI R, ESTLANDER T.
Nonpigmented fixed drug eruption from
pseudoephedrine. J Am Acad Dermatol
1996;35:647-648.

2. Garcia Ortiz JC, TERRON M, BELLIDO J.
Nonpigmenting fixed exanthema from
ephedrine and pseudoephedrine. Allergy
1997,52:229-230.

3. TomB RR. Systemic contact dermatitis
from pseudoephedrine. Contact Dermatitis
1991;24:86-88.

4. ViGa F, RosaLEs MJ, ESTEVE P, MoRcILLO
R, Panizo C, RODRIGUEZ M.
Histopathology of dermatitis due to
pseudoephedrine. Allergy 1998;53:218-220.

5. FrRankLAND AW. Allergy to
pseudoephedrine. Practitioner
1978;211:828-829.

6. TayLor BJ, DurriL MB. Recurrent
pseudo-scarlatina and allergy to
pseudoephedrine hydrochloride. Br J
Dermatol 1988;118:827-829.

7. Cavanan DK. Pseudoephedrine reaction
presenting as recurrent toxic shock
syndrome. Ann Intern Med
1993;119:302-303.

753



