
 

 

 

 

 

CONTACT DERMATITIS 
 

Introduction 

 

Contact dermatitis is caused by skin contact with a wide range of external agents. 

 

It is also sometimes termed exogenous dermatitis, (as opposed to endogenous dermatitis 

that does not have an external environmental cause). 

 

Pathophysiology 

 

Contact dermatitis can have two basic causes: 

 

1. A direct irritant cause: 

 

 ● This will be the cause in at least 70% of cases. 

 

2. A true allergic reaction: 

 

● Allergic contact dermatitis is caused by a delayed type of hypersensitivity 

(type IV) reaction. 

 

● After initial sensitisation, small amounts of the agent can cause dermatitis. 

 

It is difficult, however, to separate the irritant from the allergic causes by clinical or even 

histological features.  

 

The mediators of inflammation in irritant and allergic dermatitis also overlap.  

 

Irritants may cause damage by either once-only exposure to a high concentration of a 

highly irritating chemical (which will occur in most people with sufficient exposure) or, 

more commonly, repeated exposures to weaker irritants (particularly affecting those with 

sensitive skin).  

 

With weak irritant exposures (eg hands performing repeated wet tasks around the home), 

dermatitis only presents once there is sufficient cumulative damage to the epidermal 

barrier. In hand dermatitis due to domestic duties, it usually takes months or years of 

exposure before there is sufficient epidermal barrier damage to cause dermatitis. Thus 

dermatitis due to weak irritants can appear relatively suddenly, without a change in 

cleaning agents or other irritant exposures. 

 

The presence of irritant dermatitis will increase the risk of developing contact allergy.  

 



The coexistence of endogenous and irritant and allergic contact dermatitis is not 

uncommon. 

 

Exogenous contact reactions most commonly present as dermatitis but can have other 

manifestations including: 

 

● Urticaria. 

 

● Photosensitivity. 

 

● Purpura or petechiae, (rarely). 

 

Causes 

 

There is a very wide range of agent capable of causing contact dermatis.  

 

Some of the most potent include: 

 

1. Cosmetic dyes: 

 

The most well known is the dye, phenylene diamine (PPD) used to produce a 

dark brown or black colouring. 

 

 It is used especially in: 

 

 ● Black hair dyes. 

 

 ● Tattoos. 

 

2. Plants, in particular: 

 

● Toxicodendron: 

 

Toxicodendron dermatitis is an allergic contact dermatitis (allergic 

phytodermatitis) that occurs from exposure to members of the plant genus 

Toxicodendron, such as “poison ivy” or “poison oak” or “poison sumac”. 

 

The toxic agent in these species is uroshiol. 

 

● Colophony (or rosin): 

 

This is a resin obtained from pines and some other plants mostly conifers, 

used in a wide variety of products including adhesive tapes. Reactions to 

adhesive tape are usually caused by an allergy to colophony 

 

3. Metals: 

 



● Nickel in particular. Approximately 4.5% of the population is allergic to 

nickel. 

 

In the past this was notoriously caused by the buckles of women’s 

suspender belts. Today reactions to skin piercings are more commonly 

seen.  

 

3. Chemical agents: 

 

 In particular: 

 

● Again in cosmetics. 

 

● Fragrances. 

 

● Soaps. 

 

 ● Detergents. 

 

● Industrial chemicals. 

 

4. Latex: 

 

● Seen especially in association with latex gloves. 

 

5. Rubber. 

 

6. Photosensitivity: 

 

● Photoallergic dermatitis is caused by a delayed-type hypersensitivity to a 

topically applied or, less commonly, to a systemically ingested drug in 

conjunction with ultraviolet exposure. The most common topical allergens 

in this regard are sunscreens. 

 

Clinical Features 

 

Dermatitis involving the hands is the most common presentation.  

 

Reactions to hairs dyes or plants is seen less commonly 

 

Important points of history: 

 

1. Exposure to a known group of agents known to cause contact dermatitis. 

 

● Contact dermatitis is by far the most common form of occupational skin 

disease. So type of occupation is important. 

 

2. If photosensitivity is suspected: 



 

 ● Medications 

 

 ● Recent sun exposure 

 

3. Past history of eczema or dermatitis. 

 

Important points of examination: 

 

1. Rule out generalized systemic symptoms: 

 

● Ensure that the patient is not systemically unwell, and that there is no 

element of a generalized anaphylactoid or frank anaphylactic reaction 

 

2. Linear welts is suggestive of plant dermatitis, (where the plant has been brushed 

against). 

 

3. Dermatitis involving only sun exposed areas suggests a photodermatitis. 

 

4. Characteristics of contact dermatitis include: 

 

● Erythema 

 

● Edema 

 

● Welts 

 

● Vesicular or even bullous lesions. 

 

● Open weeping lesions. 

 

● Intense itching. 

 

Differential diagnosis: 

 

Differential diagnoses may include: 

 

● Endogenous dermatitis, (such as psoriasis, atopic dermatitis and seborrhoeic 

dermatitis). 

 

● Infective causes (such as tinea or candidiasis). 

 

Investigations 

 

There are none necessary when the diagnosis is clear on clinical grounds, but some 

investigation may be necessary in order to rule out alternative diagnoses. 

 

 



Patch testing: 

 

This is performed by dermatologists to identify or confirm the allergens involved in 

allergic contact dermatitis.  It measures cell-mediated immunity (a type IV response). 

 

Allergic contact dermatitis carries a worse prognosis than irritant dermatitis unless the 

allergen is identified early and avoided.  

 

It is thought that chronic ongoing dermatitis can occur despite allergen withdrawal, 

particularly if the duration of allergen exposure and active dermatitis is prolonged. 

 

Photo patch testing: 

 

Photo patch testing is needed to diagnose a photoallergic contact reaction. 

 

Management 

 

1. Avoidance of the causative agent once identified: 

 

● A low-grade cumulative irritant contact dermatitis can occur after a few 

months or several years, depending on the nature of the irritant and the 

sensitivity of the skin. This usually recovers slowly or incompletely 

because of the inability to fully protect the hands against all irritants. 

 

● An acute irritant dermatitis to a more highly irritant substance will usually 

recover rapidly once that substance is removed and the dermatitis treated.  

 

● All contaminated clothing and articles should be thoroughly washed. 

 

2. In the case of hair dye reactions, the dyed hair should be cut off as far as possible. 

 

3. Washing: 

 

● Thorough washing with water of any chemical agents left on the skin. 

 

4. Wet dressings (acute phase). 

 

5. Antihistamines: 

 

● These may be useful for the relief of itching symptoms. 

 

6. Steroids: 

 

 Topical steroids: 

 

● Moderately potent to very potent topical agents are generally required 

 

● These are useful for localized regions giving severe symptoms. 



 

 Oral steroids: 

 

● Oral prednisolone will be necessary in severe cases. 

 

7. Antibiotics: 

 

● These are given for any secondary infective cellulitis. 

 

General Healing Advice: 

 

● Healing of the skin and restoration of skin barrier function after contact dermatitis 

 is often slow, and cannot be fully assessed by skin appearance and feel. 

 

● Damaged skin may remain more sensitive to irritation for weeks or months 

 after visible healing. 

 

● Return to pre-injury tasks should not be solely based on a normal look and feel to 

 the skin.  

 

● The time after visible healing during which skin damaged by contact dermatitis 

 remains abnormal and more susceptible to damage is almost always 

 underestimated by the patient, medical attendants and work supervisors.  

 

● Protective practices must be followed long after the skin looks and feels normal, 

 and may be required long term. 

 

● Failure to observe these simple principles is a major reason for the guarded 

 prognosis of occupationally induced skin disease, particularly for people with 

 occupational hand dermatitis. 

 

Disposition: 

 

Dermatological consultation may be required when: 

 

● Cases are very severe 

 

● Allergy testing is considered to be warranted 

 

● The diagnosis is unclear 

 

● There has been a lack of adequate response to treatment. 
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