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and diabetic patients where the Zygomycetes 
infections are usually encountered, this occurred in a 
healthy adult. She could have acquired the infection 
from the soil contaminated bamboo stick prick. This 
case should alert both clinicians and microbiologists 
to consider Syncephalastrum species a possible cause 
of such types of lesions. 
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Contact dermatitis to parthenium 
simulating lichen nitidus

Sir, 
A 20-year-old male manual laborer sought dermatology 
consultation for itchy minimally red eruptions over 
dorsum of hands, elbows and feet, present for 2.5 years. 
The lesions started appearing on dorsum of hands and 
then progressed to other areas. They were itchy and 
non-oozy. There was no history of seasonal variation 
in severity of disease. He gave history of aggravation 
after work with cement, farming and exposure to sun. 
There was no personal or family history of atopy. On 
cutaneous examination, there were multiple well 
defined, discrete flat topped erythematous to skin 

colored papules with a shiny surface and the lesions 
were arranged in clusters [Figure 1]. No lesion was 
present elsewhere including genitalia. Previous use 
of topical steroids, antihistamines and emollients was 
of some help. Based on the morphology of lesions, 
provisional diagnosis of lichen nitidus, polymorphous 
light eruptions and contact dermatitis was considered. 
A biopsy specimen was obtained from one of the 
papules, which on histopathological examination 
revealed hyperkeratosis, spongiosis and lymphocytic 
dermal infiltrate consistent with spongiotic dermatitis 
[Figure 2]. Patch test was done with Indian standard 
series and plant antigens including parthenium. The 
patch test was positive for cobalt (±) and parthenium 
(++) on day 2 and day 4 [Figure 3] according to  the 
International Contact Dermatitis Research Group 
Criteria. Considering his occupation, we reached 
a diagnosis of contact dermatitis to parthenium. 
Temporary change in occupation along with a short 
course of oral prednisolone 40 mg/day, topical steroids 

Figure 1: Grouped skin colored to erythematous papules over 
dorsa of hands

Figure 2: Photomicrograph showing hyperkeratosis, spongiosis 
and marked papillary dermal edema with mixed inflammatory 
infiltrate (H & E, ×280)
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(clobetasol propionate 0.05%), antihistamines and 
photo protection led to substantial recovery after four 
weeks of therapy. 

Parthenium hysterophorous, a member of the 
family compositae, is an exotic weed introduced 
accidentally in India in 1956 through imported wheat. 
Characteristically, parthenium causes air borne contact 
dermatitis (ABCD) which starts from the exposed sites 
of face, neck and flexures with erythema, papules, 
occasional blistering and intense pruritus resulting 
later in skin thickening, hyperpigmentation and 
development of leonine facies. Apart from ABCD, other 
patterns of manifestation are photodermatitis, atopic 
dermatitis, seborrheic dermatitis and photosensitive 
lichenoid dermatitis. [1] 

Hand dermatitis as a pattern of parthenium dermatitis 
has also been recorded especially in gardeners after 
contact with the weed. [2] Such wide varieties of 
patterns cannot be explained only on the basis of 
delayed type IV hypersensitivity. Therefore, combined 
type I and IV hypersensitivity to parthenium has 
been recently postulated. In case of atopic, Type I 
hypersensitivity mediated by IgE antibody is thought 
to initiate and perpetuate the dermatitis. [3] Parthenium 
hysterophorous may precipitate or exacerbate the atopic 
dermatitis which presents with photo aggravation, 
heat intolerance and flexural involvement. In atopics, 
apart from the usual patterns of parthenium induced 
dermatitis, prurigo nodularis and chronic actinic 
dermatitis can be observed. [4, 5] The morphology 
of lesions in our patient resembled lichen nitidus, 
which was excluded by histopathological examination 
and patch test. In case of non-eczematous contact 
dermatitis patch test reaction patterns are more often 

Figure 3: Patch test (++) to parthenium and (±) to cobalt

eczematous as was seen in our patient. It is important to 
consider a diagnosis of parthenium dermatitis in every 
patient who has occupational exposure to parthenium 
and present with eruptions in exposed parts of the 
body. This is imperative because parthenium contact 
dermatitis presents with widely variable morphology. 
Diagnosis should be substantiated by histopathology 
and patch test.
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Occupational allergic contact 
dermatitis due to teak wood

Sir,
Plants are one of the major causes of contact dermatitis 
in India; parthenium being the commonest.[1] Though 
dust from tropical hardwoods such as teak can cause 
both Type I and Type IV allergy, contact dermatitis due 
to teak has rarely been reported. Various procedures 
such as sawing, machining, sanding and turning of 
wood produce fine dust which may results in skin and 
mucosal symptoms.[2]

A 52-year-old timber merchant presented with itchy 
skin lesions over the face, back and extremities of 
one year duration. A school teacher for 20 years, 
he quit this job five years back to look after the saw 
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