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Abstract Introduction: Cutaneous adverse drug reactions (ADR) are most common types of adverse reaction to drug therapy, 

almost any drug can induce skin reactions. Cutaneous ADR is any undesirable change in the structure or function of the 

skin, its appendages or mucous membranes and encompass all adverse event related to drug eruption, regardless of 

etiology. Aims and objectives: 

Method: Study was conducted after obtaining permission from Institutional ethical committee. The study was carried out 

in the Department of Dermatology at tertiary care hosp
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INTRODUCTION 
Cutaneous adverse drug reactions (ADR) are most 

common types of adverse reaction to drug therapy, almost 

any drug can induce skin reactions. Cutaneous ADR is 

any undesirable change in the structure or function of the 

skin, its appendages or mucous membranes and 

encompass all adverse event related to drug erup
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Cutaneous adverse drug reactions (ADR) are most common types of adverse reaction to drug therapy, 

any drug can induce skin reactions. Cutaneous ADR is any undesirable change in the structure or function of the 

skin, its appendages or mucous membranes and encompass all adverse event related to drug eruption, regardless of 

Aims and objectives: To Study cutaneous adverse drug reaction at tertiary care hospital. 

Study was conducted after obtaining permission from Institutional ethical committee. The study was carried out 

in the Department of Dermatology at tertiary care hospital from July to Jan 2015 Result :The most common suspected 

drug was found were Oral Antimicrobials - 23.14% followed by Injectable Antimicrobials - 20.25%,

Anti-epileptics - 7.02%, Anti- Tubercular - 4.55%, Topical clobetasole with Gentamicin 

2.89%, Iron with Multivitamins - 2.07%, Blood and its products - 1.24% ,

Prevalence of Various cutaneous adverse drug reactions i.e. Maculopapular Rashes

in 17.36%, Fixed drug eruption in 14.46%, Alopecia in 12.81 %, Steven Johnson syndrome

8.68%, Erythema Multiforme-7.85, Facial swelling with itching in 6.20%, Toxic epidermal necrolysis 

 2.89, Acneform eruptions in 1.65%, Steroid induced Cushing syndrome 

0.83%, Miscellaneous in 0.83 Respectively. Conclusion: The most common suspected 

Oral Antimicrobials, Injectable Antimicrobials, NSAID’S, Topical 

most common cutaneous adverse drug reactions were Maculopapular Rashes

Alopecia, Steven Johnson syndrome respectively. 

Cutaneous adverse drug reaction, Maculopapular Rashes, Acute Urticaria, Steven Johnson 

Pharmacology, Government Medical College, Nagpur, Maharashtra, INDIA.

1/2017 Accepted Date: 10/02/2017 

(ADR) are most 

common types of adverse reaction to drug therapy, almost 

Cutaneous ADR is 

any undesirable change in the structure or function of the 

skin, its appendages or mucous membranes and 

related to drug eruption, 

regardless of etiology.
1 
It affect 2

patient.
2 

These reactions arises as a result of 

immunological non-immunological mechanism.

severity of the cutaneous ADR may be varies from mild 

itching to a life threatening Stevens

(SJS). There are various predisposing factors for the 

occurrence of an cutaneous ADR like extremes of age 

like in neonates and elderly, the liver and kidney enzymes 

necessary for drug metabolism and elimination are not 

optimally functional. Women are expected to have a 

higher incidence of ADRs than men. Patients with past 

history of ADRs are more likely to develop an ADR. 

Genetic factors also play a role

ADR.
4
According to WHO, an adverse drug reaction i

defined as “a response to a drug that is noxious and 

unintended and occurs at doses, used in man for 

prophylaxis, diagnosis, or therapy of a disease or for 

modification of physiological function 

ADRs are the most common ADRs and have become
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Cutaneous adverse drug reactions (ADR) are most common types of adverse reaction to drug therapy, 

any drug can induce skin reactions. Cutaneous ADR is any undesirable change in the structure or function of the 

skin, its appendages or mucous membranes and encompass all adverse event related to drug eruption, regardless of 

cutaneous adverse drug reaction at tertiary care hospital. Material and 

Study was conducted after obtaining permission from Institutional ethical committee. The study was carried out 

The most common suspected 

20.25%, NSAID’S- 18.60% , 

Topical clobetasole with Gentamicin - 

1.24% , Anti-cancer - 0.83 % 

ashes were found in 21.49% 

12.81 %, Steven Johnson syndrome 

6.20%, Toxic epidermal necrolysis in 3.72%, 

induced Cushing syndrome in 1.24%, 

The most common suspected drug forcutaneous 

NSAID’S, Topical Steroids, Anti-epileptics, 

Maculopapular Rashes, Acute Urticaria, 

Steven Johnson syndrome. 

 

It affect 2-3% of hospitalized 

These reactions arises as a result of 

immunological mechanism.
3
 The 

severity of the cutaneous ADR may be varies from mild 

Stevens-Johnson syndrome 

There are various predisposing factors for the 

occurrence of an cutaneous ADR like extremes of age 

like in neonates and elderly, the liver and kidney enzymes 

necessary for drug metabolism and elimination are not 

ally functional. Women are expected to have a 

higher incidence of ADRs than men. Patients with past 

history of ADRs are more likely to develop an ADR. 

Genetic factors also play a role for pre-disposition to 

According to WHO, an adverse drug reaction is 

defined as “a response to a drug that is noxious and 

unintended and occurs at doses, used in man for 

prophylaxis, diagnosis, or therapy of a disease or for 

on of physiological function 
5
. Cutaneous 

ADRs are the most common ADRs and have become 
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very common in recent times 
6
. They are thought to occur 

up to 3% of medical inpatients 
7
. There are several 

important predisposing factors for ADRs. Genetic factors 

may have an important role and patients who have a 

reliable history of drug allergy always need to be 

carefully monitored on the initiation of any drug, but 

particularly, those drugs which are commonly implicated 

in skin reaction. Hepatic disease, renal disease, systemic 

lupus erythematosus (SLE) and acute immunodeficiency 

syndrome (AIDS) are some of the disease states, 

associated with an increased risk of skin reactions 
8
.  

In some cases, determination of serum or blood levels of 

drug may be useful to confirm the over dose of drug, at 

the time of ADR. Dechallenge (improvement after 

stopping of drug) and rechallenge (recurrence or 

exacerbation of reaction after reexposure to the offending 

drug) are also important to document. If no ADR occurs 

upon rechallenge, the drug can be continued, if clinically 

indicated. If an ADR does occur, both the severity of 

reaction and the need for the drug use should be assessed 

before a decision is made about its continuation or 

discontinuation 
9,10

.  

A wide clinical spectrum of cutaneous ADRs, ranging 

from mild purpura to serious Stevens Johnson syndrome 

(SJS) can be produced by many drugs. The incidence of 

developing cutaneous ADR increases with the number of 

drugs taken and some drug interactions may also 

contribute to the development of skin eruptions 
11
. ADRs 

can also occur with herbal drugs. The use of herbal 

supplements has increased dramatically in recent years 
12
. 

The centre for disease control and prevention reported 

that in 1999, 10% of adults used herbal medicines 
13
. 

 

MATERIAL AND METHOD 
Study was conducted after obtaining permission from 

Institutional ethical committee. Informed consent was 

taken from study subjects. Information regarding the 

etiological agent, drug history, temporal correlation with 

the drug, duration of the reaction, associated mucosal or 

systemic involvement, improvement of the lesion on 

withdrawal of drug and laboratory investigations were 

recorded in a carefully pre-designed proforma and by 

using CDSCO WHO ADR reporting form  

Suspected ADR reporting form: The diagnosis of the 

cutaneous ADRs was in accordance with the definition of 

ADR provided by the WHO, A plausible time 

relationship between the introduction of the drug and the 

onset of a reaction, Improvement in the condition of the 

patient after dechallenge/withdrawal of the suspected 

drug, Ayurvedic, herbal, homeopathic medicines, All age 

groups , Gender-male and female were included into 

study while Cases associated with vaccines, Drug over 

dosage, Cutaneous manifestation of systemic diseases, 

were excluded from study. The study was carried out in 

the Department of Dermatology at tertiary care hospital 

from July to Jan 2015 During one year period Total 242 

patients were included into the study.  

 

RESULT 
Table 1: Showing suspected drug for Cutaneous ADR 

Causative Drug Number of cases Percentage 

Oral Antimicrobials 56 23.14 

Injectable Antimicrobials 49 20.25 

NSAID’S 45 18.60 

Topical Steroids 38 15.70 

Anti-epileptics 17 7.02 

Anti- Tubercular 11 4.55 

Topical clobetasole with Gentamicin 9 3.72 

Oral steroids 7 2.89 

Iron with Multivitamins 5 2.07 

Blood and its products 3 1.24 

Anti-cancer 2 0.83 

Total 242 100.00 

The most common suspected drug was found were Oral 

Antimicrobials - 23.14% followed by Injectable 

Antimicrobials - 20.25%, NSAID’S- 18.60%, Topical 

Steroids - 15.70%, Anti-epileptics - 7.02%, Anti- 

Tubercular - 4.55%, Topical clobetasole with Gentamicin 

- 3.72%, Oral steroids - 2.89%, Iron with Multivitamins - 

2.07%, Blood and its products - 1.24% , Anti-cancer - 

0.83 % respectively.  

 
Table 2: Prevalence of Various cutaneous adverse drug reactions 

Maculopapular Rashes 52 21.49 

Acute Urticaria 42 17.36 

Fixed drug eruption 35 14.46 

Alopecia 31 12.81 

Steven Johnson syndrome 21 8.68 

Erythema Multiforme 19 7.85 

Facial swelling with itching 15 6.20 

Toxic epidermal necrolysis 9 3.72 

Steroid induced purpura 7 2.89 

Acneform eruptions 4 1.65 

Steroid induced Cushing syndrome 3 1.24 

Angioedema 2 0.83 

Miscellaneous 2 0.83 

Total 242 100.00 

Prevalence of Various cutaneous adverse drug reactions 

i.e. Maculopapular Rashes were found in 21.49% 

followed by Acute Urticaria in 17.36% , Fixed drug 

eruption in 14.46%, Alopecia in 12.81 %, Steven Johnson 

syndrome in 8.68%, Erythema Multiforme-7.85, Facial 

swelling with itching in 6.20%, Toxic epidermal 

necrolysis in 3.72% , Steroid induced purpura in 2.89, 

Acneform eruptions in 1.65%, Steroid induced Cushing 

syndrome in 1.24% ,Angioedema in 0.83%, 

Miscellaneous in 0.83 Respectively.  
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DISCUSSION 
Drugs can be remarkably beneficial, lengthen life and 

improve its quality by reducing symptoms and improving 

well-being. However, all drugs have adverse effects and 

carry the potential for causing injury, even if used 

properly. WHO Defines an adverse drug reaction (ADR) 

is defined as “a response to a drug that is noxious and 

unintended and occurs at doses, used in man for 

prophylaxis, diagnosis or therapy of a disease or for 

modification of physiological function.
14
 The skin and the 

mucosa are the commonest sites for initial presentation of 

many ADRs. Cutaneous ADRs affect 2-3% of 

hospitalized patients.
15
 These reactions can arise, as a 

result, of immunologic or non-immunologic mechanisms. 

In addition to their human costs, ADRs are expensive to 

the health-care system. The severity of the cutaneous 

ADRs may vary from mild itching to a lifethreatening 

Stevens-Johnson syndrome (SJS). ADRs can also occur 

with herbal drugs. The use of herbal supplements has 

increased dramatically in recent years.
16 
In our study we 

have found that The most common suspected drug was 

found were Oral Antimicrobials - 23.14% followed by 

Injectable Antimicrobials - 20.25%, NSAID’S- 18.60%, 

Topical Steroids - 15.70%, Anti-epileptics - 7.02%, Anti- 

Tubercular - 4.55%, Topical clobetasole with Gentamicin 

- 3.72%, Oral steroids - 2.89%, Iron with Multivitamins - 

2.07%, Blood and its products - 1.24% , Anti-cancer - 

0.83 % respectively. This was similar to Bharani Kalpana 

R et al
17
 Amongst 231 cases observed, oral 

Antimicrobials-17.75%, Injectable Antimicrobials- 

17.32%, NSAID’s- 17.32% and Topical Steroids 

(Betnovate)-15.58 %. were the leading cause. 

Antiepileptics- 7.79%, Anti-cancer drugs- 5.63%, Blood 

and its products 5.19% and Topical clobetasol with 

Gentamicin- 4.33%, Oral Steroid- 3.46% , Anti-

tubercular drugs-3.46% and iron and multivitamins - 

2.16% were responsible for remaining cases also similar 

C. Kumari Bai et al
18
. Prevalence of Various cutaneous 

adverse drug reactions i.e. Maculopapular Rashes were 

found in 21.49% followed by Acute Urticaria in 17.36% , 

Fixed drug eruption in 14.46%, Alopecia in 12.81 %, 

Steven Johnson syndrome in 8.68%, Erythema 

Multiforme-7.85, Facial swelling with itching in 6.20%, 

Toxic epidermal necrolysis in 3.72% , Steroid induced 

purpura in 2.89, Acneform eruptions in 1.65%, Steroid 

induced Cushing syndrome in 1.24% ,Angioedema in 

0.83%, Miscellaneous in 0.83 Respectively. This was 

similar to Bharani Kalpana R et al. cutaneous drug 

reactions, 95 cases were of maculopapular rashes 

(41.12%), next being steroid damaged face in 42 

(18.18%) followed by acute urticaria in 20 (8.65%) 

patients. Other reactions were fixed drug eruption in 18 

(7.79%), Alopecia in 11 (4.76%) and Injection site 

redness and itching in 8 (3.46%) patients. 7 case were of 

Erythema multiforme constituting about (3.03%) of all 

cases, 4 of Stevens Johnson syndrome (1.73%), 3 each of 

facial swelling with itching (1.29%) and Acneform 

eruptions (1.29%). Toxic epidermal necrolysis, 

angioedema and steroid induced purpura each were seen 

in 2 cases (0.86%).Steroid induced Cushing syndrome 

was also observed in 2 of the cases (0.86%). 
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