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A five-month-old child with a history of dry palms, and soles were spared. There was no

skin presented with a spreading rash that began lymphadenopathy.

two days earlier. The patient had one day of fever .

up to 103°F (39.4°C). The rash began on the Question

patient’s cheek and then spread over the trunk Based on the patient’s history and physical

and extremities. The patient was feeding welland  examination findings, which one of the follow-

had no vomiting or diarrhea. The patient was ing is the most likely diagnosis?

delivered vaginally at full term and was up to date A

on routine immunizations. B
Physical examination revealed that the

patient was ill-appearing but nontoxic, with

a temperature of 104.3°F (40.3°C). There were [ D. Impetigo.

diffuse, eroded, and coalescing vesicles on the [J E. Primary varicella.

right cheek, chest, abdomen, back, extremi-

ties, and scalp (Figures 1 and 2). The genitals, See the following page for discussion.

Eczema coxsackium.
Eczema herpeticum.
[J C. Eczema vaccinatum.

The editors of AFP welcome submissions for Photo Quiz. Guidelines for preparing and submitting a
Photo Quiz manuscript can be found in the Authors’ Guide at https://www.aafp.org/afp/photoquizinfo.
To be considered for publication, submissions must meet these guidelines. Email submissions to
afpphoto@aafp.org.

This series is coordinated by John E. Delzell Jr., MD, MSPH, associate medical editor.
A collection of Photo Quiz published in AFP is available at https://www.aafp.org/afp/photoquiz.
Author disclosure: No relevant financial affiliations.

Downloaded from the American Family Physician website at www.aafp.org/afp. Copyright © 2021 American Academy of Family Physicians. For the private, noncom-
mercial use of one individual user of the website. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.



Discussion

The answer is B: eczema herpeticum (also known as Kaposi
varicelliform eruption). Eczema herpeticum is a serious com-
plication in patients with chronic skin disease, primarily atopic
dermatitis, and is caused by herpes simplex virus 1 infection.
Atopic dermatitis, which has a prevalence of up to 17%, results
in disruption of the epidermal barrier and impaired cell-
mediated immunity.' This leads to intensely pruritic, inflamed
skin and allows for microbial infection.?

Eczema herpeticum is a potentially life-threatening ill-
ness that can cause blindness if the eyes are involved and
death if severe or untreated. Patients with eczema herpeti-
cum present with herpetic vesicles, usually on the face, neck,
and upper trunk. The involved skin has monomorphic pap-
ulovesicular lesions that rupture to form small, punched-
out, crusted ulcers overlying an erythematous base. Patients
may have associated symptoms, such as fever, malaise, and
lymphadenopathy.

Diagnosis of eczema herpeticum is typically clinical,
and treatment should be initiated immediately. Polymerase
chain reaction testing, culture, or Tzanck smear can con-
firm the diagnosis and distinguish the infection from simi-
larly appearing etiologies.

Eczema herpeticum is mainly treated with acyclovir. Sys-
temic antiviral medications and hospitalization are recom-
mended for patients who are immunocompromised or who
have severe disease. Because secondary bacterial infections,
such as Staphylococcus aureus infection, are common, pro-
phylactic antibiotics (e.g., cephalexin [Keflex], clindamycin,
doxycycline, trimethoprim/sulfamethoxazole) are often
administered.’

Eczema coxsackium presents as papulovesicular lesions
that progress to erosions localized to regions of chronic
skin disease. The lesions are similar to eczema herpeticum
but less pruritic. Eczema coxsackium typically affects the
hands, feet, and oral mucosa, similarly to classic hand-foot-
and-mouth disease. Eczema coxsackium leads to no serious
long-term sequelae. Treatment is typically supportive and
similar to an eczema exacerbation.*

Eczema vaccinatum is a rare complication of smallpox
vaccination. The rapidly developing, generalized, vesiculo-
papular rash can occur in susceptible patients with atopic
dermatitis who receive the smallpox vaccine or are exposed
to a household contact who received the vaccine. Treat-
ment is largely supportive, with hospitalization based on
severity. Vaccinia immune globulin is the only approved
treatment.’

Impetigo is a superficial skin infection, typically with
S. aureus, that primarily affects children two to five years
of age. The lesions manifest as papules with surrounding
erythema that progress to vesicles and rupture, forming
thick, adherent, honey-colored crusts, most commonly on
the face. The rash is treated with topical or oral antibiotics.®
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MMARY TABLE

Condition Characteristics

Eczema
coxsackium

Papulovesicular lesions that progress to
erosions localized to regions of chronic skin
disease; typically affects the hands, feet, and
oral mucosa

Eczema
herpeticum

Monomorphic papulovesicular lesions that
rupture to form small, punched-out, crusted
ulcers overlying an erythematous base; usually
occurs on the face, neck, and upper trunk;
spares the hands and feet, with minimal oral
involvement; caused by herpes simplex virus 1
infection in the setting of atopic dermatitis

Eczema
vaccinatum

Generalized, vesiculopustular lesions in
uniform stages of development; can occur in
susceptible patients with atopic dermatitis who
are exposed to smallpox vaccine

Impetigo Papules with surrounding erythema that
progress to vesicles and rupture, forming thick,
adherent, honey-colored crusts; most com-
mon on the face; caused by Staphylococcus
aureus infection

Primary
varicella

Disseminated, pruritic, erythematous macules
and papules that form vesicles ("dewdrops

on a rose”), then crust over; lesions appear

in various stages of development; caused by
varicella-zoster virus infection

Primary varicella can occur in children younger than one
year who are not immunized against varicella-zoster virus
infection. Varicella is characterized by disseminated, pru-
ritic, vesicular lesions on an erythematous base in different
stages of development on the face, trunk, and extremities.
The lesions, ranging from a few to an average of 500, occur
in crops and progress from macules and papules to vesicles
(“dewdrops on a rose”), then crust over. Treatment is typi-
cally supportive but may include acyclovir in individuals at
high risk of complications.”
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