
IL‑6, IL‑8 ad IL‑17.[5] Thalidomide is known to 
inhibit TNF‑α and IL‑8, and also causes alteration 
of lymphocytic response from Th1 to Th2.[6] These 
mechanisms may help in other allergic contact 
dermatitis (ACD) patients as well and suggests a role 
for thalidomide in cases which are either refractory to 
systemic glucocorticoids and immunosuppressants or 
where avoidance of such agents is desired, provided 
that its benefits outweigh the risk of serious side effects.
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Letters to the Editor

Does contact allergy to 
benzocaine cause orodynia? 

Sir,
Contact dermatitis to topical anesthetics is a 
well‑known entity and manifests as a wide spectrum 
of irritant and allergic reactions. Herein, we report two 

cases with unusual presentations of contact allergy to 
benzocaine, a commonly prescribed anesthetic gel for 
relief from pain in various mucosal conditions.

A 52‑year‑old lady presented with a highly pruritic 
erythematous rash on her lips and perioral area, with 
predominant involvement of the angles of mouth 
since 2 weeks. She also had similar lesions on her 
right index finger and the lateral aspect of her right 
middle finger since 1 week. She had extreme burning 
and stinging in her oral cavity, in spite of regular 
application of benzocaine 20% gel and triamcinolone 
acetonide 0.1% paste for oral lichen planus. Her past 
records revealed drug allergies to sulphasalazine  
and dapsone with which she had developed 
acute generalized exanthematous pustulosis and 
generalized maculopapular rash, respectively around 
1 year back. She denied any other drug intake known 
to cause orodynia such as angiotensin‑converting 
enzyme inhibitors, anticoagulants, antipsychotics, 
antidepressants or anti‑retroviral drugs. The patient 
was otherwise well and in good mental health. 
On examination, multiple erythematous papules 
coalescing to form ill‑defined plaques were present on 
the lips, perioral area and right index and middle fingers. 
Desquamation occurred particularly over lips, angles of 
mouth and web space of the second finger [Figure 1a]. 
On the contrary, oral mucosa was relatively normal 
with no clinical signs of inflammation except 
subsiding lesions of oral lichen planus [Figure 1b]. An 
eczematous eruption temporally correlating with the 
application of medicaments suggested a diagnosis of 
contact dermatitis to the local application(s). To confirm 
our suspicion, we performed patch tests with Indian 
Standard Series (ISS) and corticosteroid series (both 
from Chemotechnique DiagnosticsR), using aluminium 
chambers premounted on hypo‑allergenic adhesive 
tape. Readings were taken  at 48 and 96 hours by the 
same clinician according to the International Contact 
Dermatitis Research Group grading. Benzocaine 

Figure 1: (a) Erythematous rash on lips, angles of mouth and 
perioral area with similar involvement of right index finger and 
lateral aspect of right middle finger; (b) oral mucosa showing no 
evidence of erythema or erosions
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