Photo Quiz

Itchy Plaques on the Abdomen

The editors of AFP
welcome submission of
photographs and material
for the Photo Quiz depart-
ment. Contributing editor
is Dan Stulberg, M.D. Send
photograph and discussion
to Monica Preboth, AFP
Editorial, 11400 Tomahawk
Creek Pkwy., Leawood,

KS 66211-2672 (e-mail:
mpreboth@aafp.org).

A woman brought her nine-year-old son in
because of a pruritic rash on his abdomen
(see accompanying figure). The rash was iso-
lated to the abdomen, although the child had
incidental keratosis pilaris on his extensor
arms. There was a family history of atopy,
but the child was otherwise healthy.

Question
Based on the patient’s history and physical
examination, which one of the following is
the correct diagnosis?
‘1 A. Tinea corporis.
1 B. Allergic contact dermatitis.
4 C. Irritant contact dermatitis.
a D. Nummular eczematous dermatitis.
0 E. Fixed drug eruption.

See the following page
for discussion.
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Discussion

The answer is B: allergic contact dermatitis.
In this patient, the contact allergen is nickel,
arising from contact with the inside of the
nickel-containing metal snap on the button
of the child’s jeans. Pruritic dermatitis near
the umbilicus or on the earlobes almost
always is the result of nickel allergy. Sensiti-
zation to nickel in childhood is caused most
often by piercing of ears and insertion of
nickel-plated earrings.'

Contact dermatitis can be classified as
irritant contact, allergic contact, photo con-
tact, and contact urticaria. Once diagnosed,
most cases of contact dermatitis are self-lim-
ited and easily treated.

Allergic contact dermatitis occurs when a
genetically susceptible person has repeated
contact with an allergen, resulting in a type
IV hypersensitivity reaction.? The two dis-
tinct phases of a type IV hypersensitivity
reaction are the sensitization phase and the
elicitation phase. It affects approximately
20 percent of all children at some time, is
twice as common in females as in males, and
occurs more often in whites, especially those
with fair skin and red hair.’

The morbidity from allergic contact der-
matitis depends on its cause and the pos-
sibility of avoiding repeated or continued
exposures. Clinically, allergic contact der-
matitis usually is more severe and acute

in onset than irritant contact dermatitis,
and often is pruritic. It can present acutely
(bright red skin, edema, vesicles), subacutely
(less edema and erythema, minimal vesicu-
lation or serous drainage, excoriations), or
chronically (scaling, fissuring, lichenifica-
tion, mild erythema, excoriations).

Diagnosis usually is determined by a good
history and physical examination. Patch
testing may suggest or confirm the etiologic
agent in allergic contact dermatitis, but
biopsies are of little diagnostic help.

Once the correct diagnosis has been estab-
lished, many patients improve by avoid-
ing the allergen. Some ubiquitous allergens,
such as rubber or nickel, are impossible to
avoid completely. Exposure can be reduced
with careful instruction.* In the case of
nickel, avoiding jewelry containing nickel
and placing adhesive tape over the inside of
the jeans button can reduce exposure. How-
ever, occult exposures may produce chronic
or recurrent symptoms. Table I provides
clues to allergic contactants by location of
the reaction on the body.

Many cases of localized mild contact der-
matitis respond well to cool compresses
(with isotonic sodium chloride solution or
Burow’s solution) and adequate wound care.
Usually, potent topical steroids (e.g., class
II or III), applied twice daily for two to
three weeks, are effective for treating small

TABLE 1
Clues by Distribution of Reaction

Location Allergic contactant

Scalp and ears Shampoo, hair spray, hair dye, earrings, eyeglasses

Eyelids Cosmetics, sport goggles

Face Cosmetics, sunscreen, perfume

Lips Lip balms, lipstick, toothpaste, food

Neck Necklaces, perfumes, aftershave lotion

Trunk Sunscreens, clothing, metal belt or buckle, elastic waistband
Axillae Deodorant (axillary vault), clothing (axillary folds)

Hands Soaps and detergents, foods, cement, gloves, poison ivy, solvents
Wrists Hand contactants, watch, watchband, bracelets

Genitals Poison ivy, condoms

Legs Dye in socks, topical medications (e.g., lanolin, benzocaine [Americaine])
Feet Rubber, leather, glues, dyes, topical medications

NOTE: Some contactants elicit allergic and irritant contact reactions. Sites of body piercings also are included.
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TABLE 2

Selected Differential Diagnosis of Periumbilical Pruritic Plaques

Condition Characteristics

Tinea corporis
Allergic contact dermatitis
Irritant contact dermatitis

Annular, erythematous, and slightly scaly plaque that expands over time
Pruritic erythematous and edematous plaques with excoriations
Erythema, mild edema, and scaling with resultant symptoms of pain,

stinging, or discomfort

Nummular dermatitis
Fixed drug eruption

Discrete, round, pruritic plaques in random locations
Solitary, red to purple patches or plagues with recurrences at the same

site, temporal relation to medication

areas of moderate allergic contact dermatitis
(stopping too quickly can cause rebound
dermatitis).’ The new topical immunomod-
ulators such as tacrolimus (Protopic) and
pimecrolimus (Elidel) have shown benefit
but remain second-line therapies. Antihis-
tamines, such as hydroxyzine (Atarax) or
diphenhydramine (Benadryl), can be use-
ful in patients with severe pruritus and
impaired sleep. Systemic steroids are indi-
cated only when more than 10 percent of the
body surface area is involved.?

Tinea corporis is a superficial dermato-
phyte infection that often begins as an annu-
lar, erythematous, and slightly scaly plaque
that expands over time. It is not particularly
pruritic.

Irritant dermatitis is inflammation of
the skin characterized by erythema, mild
edema, and scaling with resultant symptoms
of pain, stinging, or discomfort. Pruritus
is a minor feature at most. The most com-
mon causes are soaps and detergents; other
irritants include acids, alkalis, plants, and
chlorine.

Nummular (“coin-like”) eczematous der-
matitis is an idiopathic disease that mani-
fests as discrete, round, pruritic plaques in
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relatively random locations (rather than in
a specific area).

Fixed drug eruptions are solitary, red to
purple patches or plaques that are occasion-
ally bullous. They recur at the same site in
response to an offending medication. A dif-
ferential diagnosis of periumbilical pruritic
plaques is provided in Table 2.

BENJAMIN BARANKIN, M.D.

Division of Dermatology
University of Alberta
Edmonton, Alberta T6G 2G3

REFERENCES

1. Standard allergens—nickel. In: Marks GJ Jr, Elsner P,
Deleo V, eds. Contact and occupational dermatology.
3d ed. St. Louis: Mosby, 2002:113.

2. Freedberg IM, Eisen AZ, Wolff K, Austen KF, Goldsmith
LA, Katz SI. Allergic contact dermatitis. In: Fitzpatrick
TB, Freedberg IM, eds. Fitzpatrick's Dermatology in
general medicine. 6th ed. New York: McGraw-Hill,
2003:1165.

3. Weston WL, Bruckner A. Allergic contact dermatitis.
Pediatr Clin North Am 2000;47:897-907.

4, Rietschel RL, Fowler JF Jr. Nickel—the ubiquitous con-
tact allergen. In: Rietschel RL, Fowler JF Jr, Fisher AA,
eds. Fisher's Contact dermatitis. 5th ed. Philadelphia:
Lippincott Williams & Wilkins, 2001:648-9.

5. Bruckner AL, Weston WL. Allergic contact dermatitis
in children: a practical approach to management. Skin
Therapy Lett 2002;7:3-5.

www.aafp.org/afp

Photo Quiz

American Family Physician 873



Copyright of American Family Physician is the property of American Academy of Family Physicians
and its content may not be copied or emailed to multiple sites or posted to a listserv without the
copyright holder's express written permission. However, users may print, download, or email
articles for individual use.



