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We report a retrospective study of patch testing in patients with discoid eczema. 48 patients with
persistent or severe discoid eczema were patch tested. The mean age of patients was 45 years and
the median duration of symptoms was 6 months. 24 patients (50%) had positive patch tests, and
16 of these (33%) were considered to be clinically relevant. The most common allergens implicated
were rubber chemicals, formaldehyde, neomycin, chrome, nickel (5, 2, 2, 2, 2, 2 reactions, respec-
tively). 13 of 16 patients were followed up by telephone in 1996, and 8/13 (61%) stated they had
benefited from patch testing. This study suggests allergic contact dermatitis is relatively common
in persistent discoid eczema, and allergen avoidance may be of benefit. We recommend patch
testing should be considered for all patients with severe or persistent discoid eczema.
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Discoid or nummular eczema was first described
by Rayer in 1845 (1). It is a clinical entity char-
acterized by circular or oval plaques of eczema
with a clearly defined border (2). It often overlaps
with other clinical types of eczema, but has no spe-
cific histological features (3). Despite this, it is
readily recognized by dermatologists, and the term
continues to be commonly used. The aetiology is
obscure (1, 2, 4). A number of factors have been
proposed as causative agents, but there are no
studies of the relevance of contact allergy in dis-
coid eczema.

Patients and Methods

From 1981 to 1993, patients with discoid eczema
in dermatology departments in the Argyll and
Dumbarton districts of Scotland were referred for
patch testing to the Contact Dermatitis Investiga-
tion Unit in Glasgow, if their condition did not
respond to treatment after 1 outpatient appoint-
ment. This practice permitted the opportunity to
study retrospectively the role of patch testing in
this group of patients.

196 patients with discoid eczema were identified.
163 case records were available for review. 48 pa-
tients had persistent or severe disease and were
patch tested by the same consultant in the same
unit. The case records of these patients were ana-

lysed for information on initial symptoms, dur-
ation of symptoms, sites of onset and spread, pre-
cipitating factors, presence of atopic diseases, fam-
ily history of atopy, relevant medical history,
occupation, investigations, treatment and clinical
progress.

Patients who had been patch tested were con-
tacted by telephone in 1996. After an explanation
of the purpose of the study, patients were asked
the question "Do you think your skin benefited
from patch testing?", with possible responses;
definitely, probably, possibly, probably not or
definitely not. Answers were arbitrarily scored;
definitely=5, probably=4, possibly=3, probably
not=2, definitely not=l. Scores were compared
between positive and negative groups by chi-
squared tests.

Results
The mean age of those patch tested was 45 years
(range 14-83 years). The MOAHL index for these
patients is given in Table 1. The condition com-
menced on the legs in 10, arms in 11, arms and
legs in 5, hands in 8, trunk in 5, feet in 2, limbs
and trunk in 4, face and neck in 2 patients, respec-
tively (1 not recorded). The course of the disease
was continuous in 33 patients, intermittent in 7 pa-



262 FLEMING ET AL

Table 1. MOAHL index for patients patch tested («=48)

Male

54

Occupational
dermatosis

10

% patients

Atopy

12 (7 patients
not recorded)

Hand
dermatitis

25

Leg ulcer/
stasis

dermatitis

0

tients and not recorded in 8 patients. The median
duration of symptoms was 6 months (range 1-168
months). 9 patients had a family history (9/48 not
recorded) of atopic eczema, hayfever, asthma or
conjuctivitis. The commonest occupations (7 not
recorded) were; retired (7), housewife (6), joiner
(3), nurse (2), school student (2), driver (2), and
book keeper (2). All those studied had heen treated
with potent topical corticosteroids, and most with
antihistamines and emollients.

16 patients (33%) had at least 1 clinically rel-
evant positive patch test, and a further 8 had posi-
tive patch tests which were clinically irrelevant or
of uncertain relevance. The details of patients with
positive patch tests are given in Table 2. The most

common positive patch tests were to rubber chemi-
cals, nickel, formaldehyde, neomycin, chrome,
Dowicil 200 (5, 3, 2, 2, 2, 2, respectively). The me-
dian age of those with positive patch tests was 33
years (range 14-68 years), and 11/16 positive patch
tests were in females. In 2 of these patients, there
was a history of atopic disease. The commonest
occupations were; housewife (5) and school (2).
There was no clear relationship between positive
patch tests and body site of discoid eczema,

13 of 16 patients with clinically relevant positive
patch tests were contacted by telephone (Table 2).
The median follow-up time from the date of patch
testing was 120 months (range- 54 to 174 months),
and the total questionnaire score was 44 (out of
maximum possible 65),

18 of 25 patients with negative patch tests were
interviewed hy telephone. The median follow-up
time was 114 months (range-36 to 169 months),
and the total questionnaire score was 25 (out of
maximum possible 90). There was a highly signifi-
cant difference between the total scores of the
negative and positive patch-tested groups (/^,
/7<0.001), suggesting that from the patient's per-
spective, patch testing had been worthwhile.

Table 2. Details of patients with positive patch tests

Age (years)

32
33
36
36
26
53
22
52
33
67
54
16
14
32
33
41
68
18
in29
28
26
44
53

62

Sex

M
F
F
F
M
M
F
F
F
M
F
M
F
M
M
M
F
F
F
F
M
M
F

F

Atopy

N
N
N
N
Y

DK
N
N

DK
N

DK
Y
Y
N
N
N

DK
N
N
N
N

DK
N

N

Occupation

dustman
nurse
housewife
baker
DK
electrician
nurse
housewife
housewife
retired
DK
school
school
gillie
joiner
librarian
retired
housewife
DK
housewife
plumber
DK
housewife

police

Sites of discoid eczema

limbs/trunk
limbs/trunk/face
limbs/trunk
ars/trunk
legs
limbs
limbs/trunk
limbs/trunk/face
hands/legs
limbs/trunk
limbs/trunk
arms/hands
arms/hands/face
limbs/trunk
limbs
legs, flexures
legs, trunk, neck
flexures, trunk
hands/feet
limbs/trunk
limbs/trunk
limbs/trunk/face
legs/hands/trunk

arms/trunk

Positive patch tests

Ni
black rubber mix
Dowicil 200
Dowicii 200, textile resins, form
Neo, B.Cb, carba mix* Ni*
carba mix, DPG
Chr, fragrances, Co, Ni
Ni, Co, benzoic acid
black rubber mix
caine mix
Germail 115, Bronopol
Ni*
colophony, perfumes
black rubber mix, carba mix
Form
Form, German 115
etbylenediamine
fragrances, bydroxycitronellal
Cbr
Ni
carba mix*
Ni, Neo, colopbony, Chr*
Ni, Cbr, Neo, balsam of Peru,
ethylenediamine
cinnamaldehyde (urticarial
reaction)

Benefit

5
5
3
4
5

_
5

4

1
4
1

3
DK
DK

4

DK
2

_

^ Bold typeface: relevant reaction; normal typeface: irrelevant or uncertain relevance;* irritant reaction
Form: formaldehyde; B,Ch,: benzalkonium chloride; Ni:nickel; Chr: chrome; Co: cobalt; Neo: neomycin; DPG: 1,3 diphenylguani-

'' DK: not known or recorded,
^ Benefit: telephone survey results: "do you think your skin benefited from patch testing? "definitely=5 probablv=4 Dossiblv=3

probably not=2, definitely not=l, J 'f i '



PATCH TESTING IN DISCOID ECZEMA 263

Discussion

The aetiology of discoid eczema is obscure, and
many causative factors have been proposed. Early
workers felt that nutrition was important, and sug-
gested that sufferers ate insufficient meat and veg-
etables and large amounts of fats and concentrated
carbohydrates (5),

Bacterial colonization or infection may be im-
portant. Staphylococcus aureus is often isolated
from lesions (1), and there may be co-existent in-
fection in patients (6). In addition, elevated antis-
treptolysin and antistaphoiysin levels have been
demonstrated in patients, and there may be lower-
ed lymphocyte transformation after incubation
with phytohaemagglutinin (1). Treatment with
antibiotics is often advocated, but lesions do not
always respond to antimicrobials, and no specific
immune deficits have been described.

The relationship of discoid eczema to atopy has
been keenly debated (1). It has been proposed that
discoid eczema is a variant of atopic dermatitis, as
the 2 conditions show many common features (7),
and in one study, a link between generalized num-
mular eczema and atopy has been described.

In our study, only 12% of patients had atopy,
defined by the presence of atopic eczema, hayfever,
asthma or conjunctivitis. This finding is consistent
with the majority of studies, which suggest atopy
is not associated with discoid eczema,(4-6). In ad-
dition, nummular eczema patients have signifi-
cantly lower IgE levels than atopic eczema patients
(9), suggesting no common role for IgE in the 2
conditions.

Other factors have been implicated in the aeti-
ology of the condition. Irritant contact dermatitis
may present with discoid lesions, and discoid ec-
zema has been stated to occur more commonly in
housewives as a result of housework (1). Trauma
(4), insect bites (4), drug reactions, varicose veins,
lower leg oedema (10) and emotional factors (4)
have also been implicated.

There are few studies of contact allergy in dis-
coid eczema. Discoid lesions have been described
in case reports of hypersensitivity to aloe (11), sol-
uble oils (12), and ethylenediamine (13). In one
study of discoid eczema, 5 patients had previous
nickel dermatitis (4). In a review of 4825 patients
patch tested by 10 dermatologists in 7 European
countries (14), approximately 100 patients had
nummular dermatitis. Of these, 17% had relevant
positive reactions. No details of allergens were
given, and it is difficult to derive a clear message
from this combined data.

In this study, allergic contact dermatitis was di-
agnosed in 1/3, and positive patch tests were re-
corded in 1/2, of patients with persistent discoid

eczema. This suggests allergic contact dermatitis
is relatively common in persistent discoid eczema.
Evidence of benefit from patch testing came from
the follow-up study, where 8 of 13 patients with
previous positive pateh tests felt their skin had
definitely, or probably, benefited from patch test-
ing. Patients with negative patch tests, in contrast,
did not perceive benefit from patch testing
(/7<0.001). These results may reflect, in part, a pla-
cebo effect of positive patch testing.

The main groups of allergens implicated by
patch testing were rubber chemicals, formaldehyde
and formaldehyde-releasers, and metals. The
prevalence and nature of positive pateh tests in the
discoid eczema group broadly reflects that of the
overall population patch tested at the Glasgow
Contact Dermatitis Investigation Unit, although
the prevalence of rubber chemical hypersensitivity
is higher in the discoid group. More females than
males had relevant positive patch tests, although
there was no difference between sexes in the types
of allergens involved. There was no association be-
tween anatomical site and allergen type in patients
with relevant positive patch tests, although the
number of patients was perhaps insufficient.

This study is hampered by the usual problems
associated with retrospective work, and prospec-
tive studies are required to confirm our obser-
vations. However, all evaluations were undertaken
by the same experienced clinicians, using a consist-
ent approach.

In summary, allergic contact dermatitis is com-
mon in persistent discoid eczema, and a significant
proportion of patients benefit from patch testing.
We recommend patch testing should be considered
for all patients with severe or persistent discoid ec-
zema.
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