
Ahealthy 24-year-old woman presented
with a recurrent, raised, red rash consist-
ing of targetoid lesions, one to two cen-

timetres in diameter, on the backs of both hands
(Figure 1A). The patient reported that the plaques
became blisters (Figure 1B) and faded to circular
violet patches, healing within one week with resid-
ual hyperpigmentation. The patient reported nine
similar episodes in the same location, and two
such episodes on her face. A typical episode began
with a burning sensation, followed by itching and
headache lasting 30 minutes to 24 hours. The
patient thought that the eruptions might be related
to the premenstrual phase of her cycle. She had no
history of infection with the herpes simplex virus.

Our differential diagnosis included fixed drug
eruption and erythema multiforme. Although fixed
drug eruption is primarily a clinical diagnosis, we
biopsied a bullous lesion and asked the patient to
construct a medication diary. Histopathology of
the biopsied tissue was consistent with fixed drug
eruption. The patient’s diary showed that the erup-
tions occurred after self-administered doses of oral
fluconazole for recurrent vaginal candidiasis asso-
ciated with the premenstrual phase of her cycle.
We suggested that she discontinue the medication.
Our patient had no further recurrences of the
lesions and declined rechallenge. She had no reac-
tion to the subsequent use of topical clotrimazole.

Fixed drug eruption accounts for about
11%–30% of all adverse drug reactions.1 Our
pa tient had a classic fixed drug eruption. The
hallmark of this reaction is the occurrence of
eruptions in the same location during each
episode, with additional lesions appearing upon
drug rechallenge. Typical locations for the le -
sions include the genitals, face, hands and feet.
Although fixed drug eruption is frequently con-
fused with erythema multiforme, the his to -
pathologies are different. Common causes of
fixed drug eruption include sulphonamide
drugs, tetracycline and nonsteroidal anti -
inflammatory drugs. Fluconazole is an uncom-
mon cause, with only 18 published cases.1,2

Cross-reactions may occur with structurally re -
lated agents, such as itraconazole.3

Fluconazole is a commonly used antifungal
agent, and fixed drug eruption should be consid-
ered a possible adverse effect of its use. Our
patient’s case highlights the importance of taking
a comprehensive history of medication use when
examining cutaneous adverse reactions.
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Figure 1: (A) Recurrent erythematous targetoid lesions on the hand of a 24-year-old woman with fixed drug eruption following oral
administration of fluconazole. (B) Early stages of the eruption showing a single erythematous edematous plaque with a central bulla.
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