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Case Report

Pityriasis rosea-like eruptions due to mustard oil application
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ABSTRACT

A young man employed in a construction company, presented with cutaneous lesions clinically simulating pityriasis
rosea. Satisfactory and complete response to corticosteroids and antihistamines was followed by recurrence. Multiple
recurrences within a short span of time arose a suspicion of alternative diagnosis. Site visit helped us to rule out
occupational contact dermatitis. Further history taking revealed that he was recently using mustard oil for body massage.
Subsequent patch testing confirmed contact hypersensitivity to mustard oil. Avoidance of the contact with mustard oil
arrested appearance of further skin lesions. We stress the importance of taking a good history in clinical practice in
disclosing a possible contactant.
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INTRODUCTION

Mustard oil is an amber-colored, volatile liquid derived
from the seeds of the mustard plant.l" It is used as a
flavoring agent in foods, soaps, as a rubefacient or
counterirritant in folk medicine, fungicide, repellent
for cats and dogs, in ointments and as a fumigant.!'?
Itis also commonly used for cooking as well as for body
and hair massage in certain parts of India. Mustard oil
is also found in the other plants such as cooked
cabbage, cauliflower, horseradish, broccoli and
nasturtium.?B! Pityriasis rosea (PR) is a viral disease
characterized by the sudden appearance of scaly
lesions, mainly involving the trunk, along the lines of
cleavage. The disease is self-limiting and various clinical
patterns of morphology and distribution are
recognized.

CASE REPORT

A 25-year-old unmarried male manual worker involved

in cutting flooring material by an electrically operated
saw, presented with multiple, scaly, pruritic lesions of
acute onset since one week on the trunk, arms and
thighs. There was history of fever and coryza four
weeks ago, for which no treatment was sought and
which subsided within a week. His past health was good
and there was no known sensitivity to drugs nor was
there a past history of contact dermatitis. There was
no history of sexual contact, sexually transmitted
disease or any relevant drug intake. Earlier treatment
by his family physician with topical miconazole did not
help his eruption.

On examination, there were multiple, well-demarcated,
erythematous, scaly plaques of oval shape of variable
sizes, ranging approximately from 0.5-3 cm in width
and 1-5 cm in length. These were present along the
cleavage lines on the anterior [Figure 1] and posterior
trunk [Figure 2]. There were a few such plaques on the
arms [Figure 2|, the thighs and the lower back. There
were a few scaly, erythematous papules that had
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coalesced at places, in addition to tiny excoriations and
zones of diffuse erythema between the plaques at some
places, especially on the anterior trunk [Figure 1].
However, there was no recognizable herald patch and
only occasional collarette scales. There were no lesions
over his feet, hands, legs and face. General and systemic
examinations were unremarkable. His investigations,
including blood counts, urinalysis, VDRL test, HIV
antibodies, blood sugar, liver and kidney function tests
and fungal scrapings, were either normal or negative.

Considering the clinical presentation, he was tentatively
diagnosed as a case of atypical PR. His eruption cleared

Figure 1: Oval, scaly, erythematous plaques along the cleavage lines
anterolaterally on the chest wall

Figure 2: Similar lesions on cleavage lines on the posterior trunk
and the arms
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with a short course of oral prednisolone (20 mg/day),
oral hydroxyzine hydrochloride 20 mg/day, and a topical
emollient cream within 5 days. He was lost to further
follow-up.

He presented again three weeks later with similar
lesions. On questioning, he admitted the recent use of
mustard oil for body massage after bathing but not for
any preceding dermatitis. Contact dermatitis to the
mustard oil was suspected and he was asked to
withhold mustard oil application on the body. The
lesions cleared within a week after topical application
of betamethasone dipropionate 0.05% cream, applied
twice daily. He was again lost to follow-up before patch
testing could be done. He visited us again two months
later complaining of the recurrence of similar but fewer
lesions 12 hours following the use of mustard oil. He
had applied the oil in a limited area to test whether he
was really sensitive to mustard oil.

Having considered and clinically ruled out a possibility
of contact dermatitis to nickel, cement and tile dust at
the work place, we considered patch testing with
mustard oil, diluted with coconut oil. The patch test
concentrations were 0.05%, 0.1%, 0.5%, 1% and 5%;
coconut oil was used as a control. He tested positive
to all the concentrations of the mustard oil at the end
of 96 hours. An irritant reaction was ruled out. The
control and tile dust did not evoke any inflammatory
response. Similar patch tests on five healthy volunteers
did not show an inflammatory reaction. A skin biopsy
could not be performed. He was diagnosed as having
contact allergic dermatitis to the mustard oil. Avoiding
skin contact of mustard oil since then, he has remained
clear of his dermatitis for more than one year.

DISCUSSION

The mustard plant belongs to the family Brassicaceae
(formerly Cruciferiae). Allylisothiocyanate is the chief
antigen in mustard oil, which is a volatile chemical,
capable of inciting a contact dermatitis.!"l2I5]
Eczematous and vesicular dermatitis are known to
occur after contact with mustard oil, irritant reaction
being much more common than allergic dermatitis.?
Pasricha et al reported contact hypersensitivity to
mustard khal and oil.”' Contact dermatitis to synthetic
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oil of mustard has also been reported by Gaul.”! Despite
its widespread use in India, reports of contact
dermatitis due to mustard oil are infrequent. Hence,
we believe that mustard oil contact hypersensitivity may
be relatively uncommon in India.

We were deceived by the initial pityriasis rosea-like
clinical presentation of sudden onset progressive
pruritic lesions along the cleavage lines, following an
episode of fever and coryza. Recurrence in PR is well-
recognized but exceedingly rare,'* and multiple
recurrences are certainly exceptional,” especially in
such a short span of time. Interestingly, our patient
never had lesions on the legs and feet, where mustard
oil had not been applied. PR-like eruptions are
recognized following therapy with drugs like captopril,
gold, metronidazole, barbiturates, clonidine and
ketotifen® but our patient had not taken any of these
drugs. Only after the recurrence of the eruption was
the history of recent contact with mustard oil elicited
and subsequent patch testing proved the diagnosis of
contact dermatitis to mustard oil. Thus, this case
signifies the importance of a detailed history for a
possible contactant, especially in unexplained recurrent
eczematous eruptions. Likewise, it should be borne in
mind that a seemingly atypical case of PR may actually
represent a contact reaction.
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Why the lesions developed such a strange clinical
pattern is intriguing. It may be speculated that repeated
massaging of mustard oil over the bony surfaces of the
ribs could facilitate the eruption on the trunk. However,

this does not explain the appearance of plaques on
the thighs and other areas.
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