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Rapidly developing
vesicular eruption

The patient’s previously diagnosed dermatologic
condition, paired with her recent exposure history, led to

the diagnosis in this case.

A 23-MONTH-OLD GIRL with a history of well-
controlled atopic dermatitis was admitted to
the hospital with fever and a widespread ve-
sicular eruption of 2 days’ duration. Two days
prior to admission, the patient had 3 episodes
of nonbloody diarrhea and redness in the dia-
per area. The child’s parents reported that the
red areas spread to her arms and legs later that
day, and that she subsequently developed a
fever, cough, and rhinorrhea. She was taken
to an urgent care facility where she was diag-
nosed with vulvovaginitis and an upper respi-
ratory infection; amoxicillin was prescribed.
Shortly thereafter, the patient developed more
lesions in and around the mouth, as well as on
the trunk, prompting the parents to bring her
to the emergency department.

The history revealed that the patient had
spent time with her aunt and cousins who had

FIGURE 1
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23-month-old girl with vesicles on an erythematous base

“red spots” on their palms and soles. The pa-
tient’s sister had a flare of “cold sores,” about
2 weeks prior to the current presentation. The
patient had received a varicella zoster virus
(VZV) vaccine several months earlier.

Physical examination was notable for
an uncomfortable infant with erythematous
macules on the bilateral palms and soles and
an erythematous hard palate. The child also
had scattered vesicles on an erythematous
base with confluent crusted plaques on her
lips, perioral skin (FIGURE 1A), abdomen, back,
buttocks, arms, legs (FIGURE 1B), and dorsal
aspects of her hands and feet.

O WHAT IS YOUR DIAGNOSIS?

O HOW WOULD YOU TREAT THIS
PATIENT?
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Prompt diagnosis
and treatment
for eczema
coxsackium is
critical to prevent
unnecessary
antiviral therapy.
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Diagnosis:
Eczema coxsackium
Given the history of atopic dermatitis; pro-
dromal diarrhea/rhinorrhea; papulovesicular
eruption involving areas of prior dermatitis
as well as the palms, soles, and mouth; recent
contacts with suspected hand-foot-mouth dis-
ease (HFMD); and history of VZV vaccination,
the favored diagnosis was eczema coxsackium.
1 Eczema coxsackium is an atypical form
of HFMD that occurs in patients with a history
of eczema. Classic HFMD usually is caused by
coxsackievirus Al6 or enterovirus 71, while
atypical HFMD often is caused by coxsacki-
evirus A6.*?* Patients with HFEMD present with
painful oral vesicles and ulcers and a papu-
lovesicular eruption on the palms, soles, and
sometimes the buttocks and genitalia. Patients
may have prodromal fever, fussiness, and diar-
rhea. Painful oral lesions may result in poor
oral intake."?

Differential includes

viral eruptions

Other conditions may manifest similarly to ec-
zema coxsackium and must be ruled out be-
fore initiating proper treatment.

1 Eczema herpeticum (EH). In atypical
HFMD, the virus can show tropism for active
or previously inflamed areas of eczematous
skin, leading to a widespread vesicular erup-
tion, which can be difficult to distinguish from
EH.! Similar to EH, eczema coxsackium does
not exclusively affect children with atopic der-
matitis. It also has been described in adults
and patients with Darier disease, incontinen-
tia pigmenti, and epidermolytic ichthyosis.*®

In cases of vesicular eruptions in eczema
patients, it is imperative to rule out EH. One
prospective study of atypical HFMD compared
similarities of the conditions. Both have a pre-
dilection for mucosa during primary infection
and develop vesicular eruptions on cutaneous
eczematous skin.! One key difference between
eczema coxsackium and EH is that EH tends to
produce intraoral vesicles beyond simple ery-
thema; it also tends to predominate in the area
of the head and neck.”

1 Eczema varicellicum has been report-
ed, and it has been suggested that some cases
of EH may actually be caused by VZV as the 2
are clinically indistinguishable and less than

half of EH cases are diagnosed with laboratory
confirmation.?

Confirm Dx before you treat

To guide management, cases of suspected ec-
zema coxsackium should be confirmed, and
HSV/VZV should be ruled out.® Testing mo-
dalities include swabbing vesicular fluid for
enterovirus polymerase chain reaction (PCR)
analysis (preferred modality), oropharyngeal
swab up to 2 weeks after infection, or viral iso-
late from stool samples up to 3 months after
infection.>*

I Treatment for eczema coxsackium
involves supportive care such as intravenous
(IV) hydration and antipyretics. Some stud-
ies show potential benefit with IV immuno-
globulin in treating severe HFMD, while other
studies show the exacerbation of widespread
HFMD with this treatment.”*°

Prompt diagnosis and treatment for ec-
zema coxsackium is critical to prevent un-
necessary antiviral therapy and to help guide
monitoring for associated morbidities includ-
ing Gianotti-Crosti syndrome-like eruptions,
purpuric eruptions, and onychomadesis.

1 Our patient. Because EH was in the dif-
ferential, our patient was started on empiric
IV acyclovir 10 mg/kg every 8 hours while
test results were pending. In addition, she
received acetaminophen, IV fluids, gentle
sponge baths, and diligent emollient applica-
tion. Scraping from a vesicle revealed negative
herpes simplex virus 1/2 PCR, negative VZV
direct fluorescent antibody, and a positive
enterovirus PCR—confirming the diagnosis
of eczema coxsackium. Interestingly, a viral
culture was negative in our patient, consistent
with prior reports of enterovirus being difficult
to culture."

With confirmation of the diagnosis of
eczema coxsackium, the IV acyclovir was
discontinued, and symptoms resolved after
7 days. JFP
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