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Tetracycline induced mucosal ulceration: A rare drug reaction 

Rakesh Kumar1*, Vivek Sharma2, Sukhbir Singh3, Hardeep4  

 The tetracyclines are broad-spectrum 

antibiotics with activity against aerobic and  

anaerobic gram negative organisms, rickettsiae, 

mycoplasmas and chlamydiae. Although the exact 

incidence of tetracycline use in oral infection is 

not known, still it is frequently used as an      

empirical therapy.  

 Various skin reactions including       

morbilliform rashes, urticaria, fixed dose eruptions, 

and generalized exfoliative dermatitis may    

follow the use of any of the tetracyclines, but 

they are rare. Other effects that have been     

attributed to hypersensitivity are burning of the 

eyes, cheilosis, atrophic or hypertrophic glossitis, pru-

ritus ani or vulvae, and vaginitis; these    effects 

often persist for weeks or months after cessa-

tion of tetracycline therapy. Although the side 

effect of tetracycline like GIT disturbance, 

hepatotoxicity, photosensitivity and staining of 

teeth are fairly common but dermatological    

reaction is rare.[1] We report the case of a      

patient with a rare manifestation of tetracycline 

induced mucosal ulceration.  

 A 34-year-male reported to the out    

patient department of periodontics, with com-

plaint    of pain in left side of jaw and difficulty 

in opening the mouth for last 4 days. Oral       

examination revealed partially erupted left   

mandibular last molar with inflamed pericoronal 

flap.  He was diagnosed as pericoronitis 38. His 

present and past medical and drug history was 

insignificant. He was prescribed cap. tetracycline 

250 mg four times daily along with 0.2%              

chlorhexidine mouthwash twice daily. Patient 

reported next day with intraoral lesions as well 

lesions on the glans penis. The lesions were 

multifocal, erosive covered with pseudomembrane 

and surrounded by erythema (Figure 1).  

 The tetracycline was immediately stopped 

and betadine 5% solution was prescribed to be    

applied on the lesions two times a day for         

three days. Concurrently no other medication 

was prescribed to the patient. Patient lesions 

disappeared after 7 days. Subgingival irrigation 

with 0.2% chlorhexidine was done consecutively 

for 3 days and pericoronal inflammation subsided.  
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Although the side effect of tetracycline like GIT disturbance, hepatotoxicity, photosensitivity and staining of teeth are 
fairly common but dermatological reaction is rare. In this article,  we report a case of tetracycline induced intraoral    

lesions as well lesions on the glans penis which subsided after the discontinuation of tetracycline.  
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Figure 1: Mucosal ulceration and erythema on the   
                 glans penis and in buccal cavity 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Tetracyclines are widely used in the 

treatment of periodontal disease. It is inexpensive 

and its ability to concentrate in the  gingival 

crevice is 5 - 7 times that in serum. The meta-

analysis of various studies has shown statisti-

cally  significant improvement in attachment 

loss   associated with periodontitis, when tetra-

cycline are given as an adjunct to scaling and 

root planning.[2]  Amoxycillin or    metronida-

zole or their combination may be used in  peri-

odontal infections  but we used tetracycline due 

to its lower cost and its property to inhibit con-

nective tissue breakdown.[3] 

 Several studies have demonstrated that 

tetracyclines at low gingival crevicular fluid 

(GCF) concentrations (2-4 µg/ml) are very   

effective against many periodontal pathogens.[4]         

In addition tetracyclines exert anticollagenase 

effect that can inhibit tissue destruction and 

may aid bone regeneration.[5] Tetracyclines have 

been investigated as adjuncts in the treatment 

of localized aggressive periodontitis (LAP).           

Actinobacillus actinomycetemcomitans is a 

frequent causative microorganism in LAP and 

is tissue invasive. Therefore mechanical          

removal of calculus and plaque from route             

surfaces may not eliminate this bacterium from 

the periodontal tissue. Systemic tetracycline 

can eliminate tissue bacteria and has been 

shown to arrest bone loss and suppress              

actinobacillus actinomycetemcomitans levels in   

conjunction with scaling and root planning.[6]  

 On the next day after starting tetracycline, 

Patient reported with intraoral lesions as well 

lesions on the glans penis. Patient was asked to 

discontinue the medicine and apply betadine on 

the lesion twice daily. Discontinuation of              

tetracycline results in stabilization and                   

ultimately disappearance of the rash by 7 days. 

The score on Naranjo adverse drug scale was 5 

indicating a probable relationship.[7] The score 

was obtained based on previous reports of           

reaction, appearance of adverse event after 

medication and improvement of lesions on           

discontinuation of drug.  

 The pathogenesis of most maculopapular 

rash is unknown. Hypersensitivity to tetracycline 

is much less common and anaphylaxis has    

occurred very rarely. The severity of dermato-

logical toxicity due to tetracycline is mild or 

moderate and relative frequency at which this 

antibiotic causes specific adverse reactions is 

least frequent.[8]    

 Systemic and local anti-infective can 

reduce the bacterial challenge in pericoronitis.  

83 

Tetracycline Induced Mucosal Ulceration  

DISCUSSION  



 

 

International Journal of Pharmacology and Clinical Sciences  September 2012  Vol.1  Issue 3       82-84  

Anti-infective therapy is only an adjunct to the 

mechanical plaque control measures which is 

achieved by disruption of bacterial biofilm on 

the teeth and by removal of factors responsible 

for plaque accumulation resulting in healing of 

pericoronitis and further prevention is taken by 

building the oral hygiene of the patient. In the 

present case the adverse effect of tetracycline 

may be due to variation among individuals in 

susceptibility to the drug. When side effects do 

occurs the offending drug must be stopped and 

treatment of drug side effects should be       

physically managed and if required is treated 

by prescribing drugs which are relatively free 

from side effects. The use of inexpensive and 

efficacious tetracycline should not be withheld 

but oral drug reactions should be kept in mind 

while prescribing tetracycline in various dental 

or medical conditions. 
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