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CONTACT DERMATITIS

Eyeglass frame allergic contact dermatitis: does

tacrolimus prevent recurrences?
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A 35-year-old man developed well-demarcated, oedematous and erosive erythematous lesions on
the nasal bridge and retroauricular regions bilaterally. His eyeglass frame was repaired by an
optician 2 weeks prior to symptom onset. Patch testing revealed a positive reaction to scrapings
of nose pads and temples of the frame in petrolatum. Because the patient did not take our
exhortation to change eyeglass frames, we advised him to cover their nose pads and temples with
vinyl tape to prevent direct skin contact. Although topical corticosteroid therapy produced clinical
resolution temporally, recurrences were not prevented. After starting tacrolimus ointment therapy,
recurrence has not occurred for 9 months. Tacrolimus may be effective for allergic contact derma-
titis patients who cannot avoid repeated allergen exposure, as it may not only reduce inflammation

but inhibit recurrences.
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Case Report

A 35-year-old, otherwise healthy man presented
at our Dermatology Department in February
2004, with 1-month history of pruritic face
lesions. His eyeglasses, consisting of metal frames
and plastic temples, were repaired by an optician
2 weeks prior to the onset of signs and symptoms.
Physical examinations revealed well-demarcated,
oedematous erythematous lesions of the nasal
bridge and erosions on retroauricular regions
bilaterally (Fig. 1). We diagnosed contact derma-
titis from nose pads and temples of the eyeglass
frames on the basis of morphology.

Course and Patch Testing

Topical corticosteroid therapy (0.1% hydrocorti-
sone butyrate cream) produced clinical resolution
2 weeks after his initial visit. After lesion healing,
we patch tested scrapings of the nose pads and
temples (as is) in petrolatum and the standard
series of the Japanese Society for Contact
Dermatitis (1). These were applied on the back
for 2 days, with vinyl plaster (Patch tester
TORII®, Torii Pharmaceutical Co., Ltd, Tokyo,
Japan). The results were read utilizing the
International Contact Dermatitis Research

Group scoring system 2 and 3 days after applica-
tion (2). Positive reactions to the scrapings and
1% paraphenylenediamine were seen. Because
the patient did not take our suggestion that he
change the frames, we advised him to cover the
nose and temple pads with vinyl tape to prevent
direct skin contact. New lesions developed, how-
ever, several times over the following 2 months.
Although those lesions were less oedematous
than the initial, e.g. without exudates, they were
regarded as recurrences because of the same ana-
tomic sites. Subsequently, we started 0.1% tacro-
limus ointment (Astellas Pharmaceutical Co.,
Tokyo, Japan) 11 weeks after his initial visit.
Figure 2 shows clinical feature 2 weeks after initi-
ating tacrolimus therapy. Except for mild pig-
mentation, no eczematous lesions were seen on
the nose and postauricular regions. Subsequently,
recurrences have been prevented for 9 months by
external application with tacrolimus ointment
mainly when he felt mild itching.

Discussion

Causes of eyeglass allergic contact dermatitis
include metals, plastics, dyes and waxes (3, 4).
Doherty and Freeman (5) reported spectacle
frame dermatitis due to paraphenylenediamine,
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to which our patient positively reacted. In our
case, however, paraphenylenediamine did not
seem to be an allergen because the nose pads
and temples were not black but transparent.
Because we did not test him to the plastic series,
the causative chemical was not identified. We
suspected that it was the additives of plastics,
e.g. plasticizers, solvents UV stabilizers, antioxi-
dant or acrylates.

Tacrolimus ointment is a topical immuno-
modulator designed specifically for atopic derma-
titis patients (6). Subsequently, reports have
demonstrated effectiveness for other inflamma-
tory skin disorders, e.g. lichen planus, psoriasis
vulgaris, alopecia areata (7), and allergic contact
dermatitis (8, 9). In addition, tacrolimus pretreat-
ment suppresses allergic contact dermatitis reac-
tions (10, 11). Tacrolimus inhibits not only T cells
but epidermal Langerhans’ cells (12).

Tacrolimus ointment is contraindicated in
eroded/ulcerous lesions, and for patients with
severe renal impairment or hyperkalemia, preg-
nancy and those under ultraviolet therapy (13).
In some countries, a black box warning may be
added because of malignancies in animal

Fig. 1. Edematous erythematous lesions
on both sides of the nasal bridge and
erosive erythema on both retroauricular
regions.

Fig. 2. Improvement 2 weeks after the
start of tacrolimus therapy.

carcinogenicity studies (14). Taken together,
tacrolimus may be considered as a useful method
for contact dermatitis patients, in particular for
those who cannot avoid repeated allergen expo-
sure, as it may not only reduce inflammation but
inhibit recurrences of contact dermatitis. This
case report and these references should not be
overgeneralized until more controlled experimen-
tal data become available.
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