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ABSTRACT
Adverse reactions to medications are extremely common and display a characteristic clinical morphology such as fixed drug eruption
(FDE), Stevens-Johnson syndrome, urticaria, morbilliform exanthem,
hypersensitivity syndrome, pigmentary changes, lichenoid, derma-

titis, acute generalized exanthematous pustulosis, photosensitivity,
vasculitis etc. Here we report a case of a 60 year old male who
presented to us with multiple bullous eruptions over both the hands
and feet after oral ingestion of ciprofloxacin.
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introduction
The prevalence of drug eruptions has been reported in the range
of 2-5% [1]. Fixed drug eruptions may account for as much as 1621% of all cutaneous drug eruptions. Several variants of fixed drug
eruption have been described, based on their clinical features and
the distribution of the lesions [2,3,4,5,6,7] like generalized or mul
tiple,linear,bullous,urticarial, pigmenting, nonpigmenting, wandering, eczematous, psoriasiform, erythema dyschromicum perstans–
like, vulvitis and oral fixed drug eruption. Here we describe a case
of bullous fixed drug eruption to ciprofloxacin which is a widely
used quinolone antibiotic. The drug is known to cause cutaneous
adverse reactions in 1% to 2% of the treated patients [8]. Fluoroquinolones commonly cause a morbilliform rash and/or photosensitivity, but rarely result in FDE [9]. The few cases of fluoroquinoloneinduced FDE reported in the literature are typically localized FDE.
A case of a generalized FDE following treatment with ciprofloxacin
and levofloxacin has also been reported [10]. Manifestations most
commonly attributed to the drug are urticaria, angioedema, maculopapular exanthem and photosensitivity [11]. However, there have
been reports of a few cases in which ciprofloxacin has been implicated in fixed drug eruption, Steven Johnson Syndrome or toxic
epidermal necrolysis. Here we describe a case of bullous variety of
fixed drug eruption induced by ciprofloxacin as this type of presentation due to any drug is in itself very rare.

[Table/Fig-1]: Bullous lesion of right hand

CASE SUMMARY
A 60 year old male presented to us with 2 day history of multiple
fluid filled purplish blisters over both the hands and feet [Table/Fig1,2 &3]. He stated that the lesions appeared within a few hours of
taking a single dose of oral ciprofloxacin which was prescribed to
him post operatively after his cataract surgery by a private practioner. Also, he had been using ciprofloxacin eye drops for the same.
He began itching over both the hands and feet followed by burning
sensation and the subsequent development of multiple fluid filled
purplish lesions. He also developed erosions over the lips. He had
no significant past medical or surgical history. There was no history
of any other oral drug intake. His physical examination revealed
multiple purplish-livid bullae over the fingers of both the hands and
over the feet. Erosions with crusting were evident over his lips.
There was congestion and swelling over his left eye, the one operated for cataract. He had no genital lesions though he complained
of itching over the genitals. He was afebrile and his vitals were
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[Table/Fig-2]: Bullous lesion on instep of right foot

[Table/Fig-3]: Bullous lesion on instep of left hand
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[Table/Fig-4]: Acute interface dermatitis with prominent vacuolar change
and individual necrotic keratinocytes within the epidermis

within the normal range. He was treated with oral corticosteroids
with an advice to strictly avoid the drug in future. The diagnosis of
bullous fixed drug eruption was made on clinical and histopathogical grounds along with the fact that he had past history of a similar
but milder reaction to the drug 6 months back which he had taken
for upper respiratory tract infection. However, oral provocation test
and patch testing with ciprofloxacin could not be done as the patient did not consent for the same. The histopatholgical findings
were consistent with those of fixed drug eruption with interface
dermatitis along with vacuolar changes and Civatte bodies. The
dermal inflammatory infiltrate consisted of eosinophils, a few neutrophils along with dermal oedema [Table/Fig-4].

DISCUSSION
Way back in 1889, Bourns described a series of sharply demarcated hyperpigmented lesions on the lips and tongue of a patient
after oral ingestion of 20 g of antipyrine. Years later, Brocq coined
the French term, eruption erythemato-pigmentee fixe, meaning
“fixed drug eruption” [12].The most characteristic findings of a fixed
drug eruption are the recurrence of similar lesions at the same sites
that heal with residual hyperpigmentation which may persist for
months and years. The residual hyperpigmentation serves as an
indicator of site recognition. The diagnosis of fixed drug eruption
is not always easy; as in the case of nonpigmenting fixed drug
eruptions, which do not have any residual hyperpigmentation. The
development of molecular biology may help to unfold the exact
pathogenesis of fixed drug eruptions, but as of now the reason for
their recurrence on the same sites is still unknown. Importantly, the
causative drug and cross-reactants should be avoided to prevent
recurrence. Till date, rechallenge is the most reliable method of
identifying causative drugs, but increasingly the use of skin tests
has gained the attention of many investigators [13]. A genetic susceptibility to developing a fixed drug eruption with an increased
incidence of HLA-B22 has been reported [14, 15].
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Ciprofloxacin, the drug in question in the present case is in use
since 1986 [15]. The drug has good tolerability profile and finds
extensive usage in more than 56 countries. Due to its broad spectrum activity against gram positive and gram negative organisms,
excellent tissue penetration, good results in skin and soft tissue
infections and easy dosage schedule; ciprofloxacin remains the
most popular antibacterial among the dermatologists. Nonetheless, the drug is not exempted form adverse reactions like rashes
and photosensitivity. A single case of fixed drug eruption (FDE) due
to ciprofloxacin has been reported earlier in a Japanese patient
[16]. A novel case of bullous FDE in a twenty year old Indian pharmacist way back in 1995 has been reported [17]. Another case
report of a similar bullous fixed drug eruption due to the drug in a
57 years old female has been on the records [18].
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