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Inflammatory masses

on boy’s scalp

The fact that our 8-year-old patient’s brother and sister
also complained of similar papules helped us make

the diagnosis.

AN 8-YEAR-OLD BOY was brought by his fam-  thematous macule with scales on his face, but
ily to our clinic for treatment of 2 pruriticc, no other symptoms. The boy’s brother and
inflammatory masses on his scalp. He'd had  sister also complained of pruritic, erythema-
the masses for one month, and they hadn’t tous papules on their arms and faces. The
responded to an unknown treatment ad- family denied raising or having any recent
ministered at a health center in Afghanistan.  contact with animals.

The edematous lesions were ulcerated with a

crust, and had a diameter of approximately O WHAT IS YOUR DIAGNOSIS?

6 cm and 4 cm on the frontal and occipital

scalp, respectively (FIGURE 1A AND 1B).

O HOW WOULD YOU TREAT THIS

The boy also had a well-demarcated, ery- PATIENT?

FIGURE 1A AND 1B
Inflammatory scalp lesions with ulcerated swelling and crust
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Oral antifungal
agents such

as griseofulvin,
itraconazole,
terbinafine,
and fluconazole
are all effective
treatments for
tinea capitis.
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Dx: Tinea capitis

and erythema nodosum

The patient was given a diagnosis of tinea
capitis (ringworm of the scalp) based on the
clinical presentation. (The patient’s brother
and sister were told that they had tinea cor-
poris and tinea faciei, which our patient also
had on his face.) Our patient’s diagnosis was
confirmed when he rapidly responded to
treatment with the antifungal fluconazole.
After the first week of this treatment, he
complained of tender, erythematous nod-
ules on the anterior surface of his lower legs,
which we diagnosed as erythema nodosum
(FIGURE 2).

I Tinea capitis is a fungal infection of
the scalp that usually starts as flaky and crusty
patches of skin, broken-off hair, erythema,
scaling, and pustules on the scalp. This can
quickly deteriorate into a boggy and pruritic
mass of inflamed tissue known as a kerion.
The kerion can become severely inflamed
and develop regional lymphadenopathy. Hy-
persensitive and highly inflammatory reac-
tions that look similar to a bacterial infection
may be found when the infection is caused by
a zoophilic dermatophyte.!

Tinea capitis primarily affects children
younger than age 10 years, with a peak inci-
dence among African American boys.” Be-
cause US public health agencies no longer

FIGURE 2
One week later ...

another development
F‘ - ; _—

A week after his initial visit for lesions on his scalp, our
patient developed tender, erythematous nodules on
the anterior surface of his lower legs.

require physicians to report cases of tinea ca-
pitis, its true incidence in the United States is
unknown, but it is believed to be increasing.?

I Erythema nodosum is the most fre-
quent form of panniculitis (inflammation of
the subcutaneous fat) and may be caused by
awide variety of stimuli, including infection,
medications, systemic illnesses such as sar-
coidosis, and malignancy.® In children, up
to 68% of cases are triggered by infections.?
Our patient’s skin lesions were limited to the
extensor surfaces of the lower legs, which
is the typical presentation of erythema no-
dosum. We assumed that this condition
was an immunologic reaction to his fungal
infection.

Differential diagnosis includes
bacterial infections, psoriasis
Bacterial infections can cause abscesses or
carbuncles on the scalp with tender and fluc-
tuant changes that can also be accompanied
by fever. However, because our patient was
afebrile and relatively well, and the scalp le-
sions were nontender and without pus, a bac-
terial infection was unlikely.

1 Scalp psoriasis appears as raised, ery-
thematous, dry and scaly patches, and not as
inflammatory boggy masses (as was observed
in our patient).

1 Skin cancer such as squamous cell
carcinoma can present as erythematous,
crusted, or scaly patches on sun-exposed
skin. However, our patient’s lesions were too
large to be malignant.” In addition, skin can-
cer israre in children.*

Oral antifungal medications
are usually first-line treatment
Tinea capitis is treated with systemic antifun-
gal medication. Oral antifungal agents, such
as griseofulvin, itraconazole, terbinafine, and
fluconazole, are effective.>®

Oral fluconazole is typically adminis-
tered at a dosage of 5 to 6 mg/kg/d for 3 to
6 weeks; an alternative regimen, 8 mg/kg
once weekly for 8 to 12 weeks, is safe, effec-
tive, and associated with high compliance.”
Short-duration therapy with fluconazole
6 mg/kg/d for 2 weeks is also effective.®
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1 Erythema nodosum usually resolves
without treatment, but should be observed
until the underlying cause is treated.?

1 Our patient was treated with oral fluco-
nazole 50 mg/d for 2 weeks and showed rapid
improvement. After 2 weeks of treatment with
oral fluconazole, he had hairless lesions on
his scalp (FIGURE 3). The tender, erythematous
nodules on his legs resolved spontaneously.
Fluconazole was continued at 150 mg weekly
for another 2 weeks, and our patient’s scalp le-
sions completely resolved after 6 weeks.

The patient’s siblings were initially treated
with topical itraconazole, without effect. They
were switched to oral fluconazole 50 mg/d
and improved. JFP
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FIGURE 3
Scalp lesions improved after
2 weeks of antifungal treatment

'

. Christenson L], Borrowman TA, Vachon CM, et al. Incidence
of basal cell and squamous cell carcinomas in a population
younger than 40 years. JAMA. 2005;294:681-690.

Kakourou T, Uksal U; European Society for Pediatric Derma-
tology. Guidelines for the management of tinea capitis in chil-
dren. Pediatr Dermatol. 2010;27:226-228.

. Gonzélez U, Seaton T, Bergus G, et al. Systemic antifungal
therapy for tinea capitis in children. Cochrane Database Syst
Rev. 2007;CD004685.

. Gupta AK, Dlova N, Taborda P, et al. Once weekly flucon-
azole is effective in children in the treatment of tinea capitis:
a prospective, multicentre study. Br J Dermatol. 2000;142:
965-968.

. Gupta AK, Adam P, Hofstader SL, et al. Intermittent short du-

ration therapy with fluconazole is effective for tinea capitis. Br

J Dermatol. 1999;141:304-306.

o

(=2

K

=]

AnticoagulatianHUB

The Anticoagulation Hub contains news,
conference coverage, and clinical review
articles for physicians seeking the most
up-to-date information on the rapidly evolving
treatment options for preventing stroke, acute
coronary events, deep vein thrombosis, and
pulmonary embolism in at-risk patients.
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