TINIDAZOLE - INDUCED FIXED DRUG ERUPTION
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Two cases of” fixed drug eruption with tinidazole are reported. As far as we are aware this is the first
such published report with this drug.

CASE 1

A 52 year old retired engineer, was seen with multiple violaceous erythematous itchy and well-
demarcated lesions on dorsa of hands and penis, which occurred six hours after administration of a 300
mg tablet of Fasigyn (tinidazole). He was admitted to two similar episodes during the last one and a
half year on the same sites, with tablet Fasigyn (tinidazole). Both the eruptions settled down gradually
within a few wceks. He was advised topical betamethasong¢ valerate cream, and oral antazoline. The
lesions faded within three weeks.

After the settlement of his lesions, he was challenged with tinidazole 300 mg t .d .s. Five hours later, he
developed burning and tingling sensation in the previously affected areas. The erythema and dusky red
pigmentation developed few hours later on the same sites. His complete blood picture, liver function
tests, bleeding and clotting time, blood sugar, stool and urine examinations were normal before and
after the pro vocation.

The patient was diabetic and had right sided hemiplegia some five years back. At the time of
examination he was on the following drugs tab. Dipyridamole 25 mg,tab. Glibenclamide 5 mg; tab.
Aspirin 300 mg, tab. Ergoloid 15 mg, tab. Pyritinol 100 mg, tab. Buflomedil 150 mg, tab. Xanthinol
500 mg tab. B-complex, tab. Lorazepam 03 mg, tab. Cavinton and tab. Nicergoline. As far as he was
aware he never took metronidazole. Despite the fact that he continued to take these drugs after stopping
tinidazole he did not have a recurrence of fixed drug eruption.

CASE 2:

A 45 year old surgeon developed fixed drug eruption on his hands, lips and glans penis after taking
Fasigyn (tinidazole) for dysentery. He did not receive any other medicine during the last thirty days.
The lesions cleared spontaneously after three weeks with no pigmentation. Two months later, he took
one tablet of Fasigyn (tinidazole) alone for recurrence of dysentery. Within four hours he noticed
tingling in the previously affected areas, followed by dusky rounded patches, surrounded by erythema.
No bullae were noticed. He did not take any further

tinidazole. The lesions settled down with topical betamethasone valerate cream and oral antazoline 1
t.d.s. for two weeks. Mild pigmentation was left behind. There was no history of previous exposure to
metronidazole. Complete blood picture, liver function tests, bleeding and clotting time, blood sugar,
urine and stool examinations were.normal.

DISCUSSION

Fixed drug eruption (FDE) is characterized by recurrence of localized post-inflammatory pigmentation
in identical skin sites, following the oral or parenteral administration of certain drugs.

Although FDE was first described by Brocql and little is known about its pathogenesis, both

immunological and toxic mechanisms have been involved, but conclusive evidence is 1acking.2 The
reaction is never seen after the first exposure to the drug, but usually occurs seven to ten days after the

second, third or more exposures to the same drug.3 It has been reported with increasing frequency, as



the number of drugs is mounting. Following drugs cause FDE more commonly:

Suiphonamides, Tetracycline, Barbiturates, Pyrazolone derivative, phenazone derivatives etc.* Haroon?

and Pasriclia®, in their separate studies have incriminated metamizole and suiphonamides, as the most
common causes of FDE in this part of the world.

Although FDE has been rarely reported with metronidazole’, which belongs to a group of 5
-nitroimidazoles, but never with the structurally related compounds e.g. tinidazole and nimorazole.
Pruritus and non specific skin rash, glossitis, stomatitis, urticaria and dry mouth have, however, been

reported with these compoundsg.
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