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Hand foot and mouth disease: 
Emerging epidemics

Sir,
The case report by Saoji VA about hand, foot and mouth 
disease in Nagpur, made very interesting reading.[1] We in 
Jorhat district of the state of Assam, India, also witnessed and 
managed an outbreak of hand foot mouth disease (HFMD). 
However, our observations differed in various respects from 
the above case report. We observed a sudden increase in 
referrals and direct presentation of children in the month 
of August and September 2007, with undiagnosed discrete, 
tender, non-itchy vesicular eruption over palms, soles, and 
buttocks; as well as oral erosions. 

A total of 34 children fully immunized for their age presented 
with the above complaints over a 4-week period. Boys 
accounted for 21 and girls for 13 of the total cases [Table 1]. 
The age of the children varied from 8 months to 11 years. 
Although a large number of children were less than 1 year of 
age (11 cases), we also had 3 children older than 10 years of 
age, which is uncommon.[2] Among the affected population, 
27 children had a sibling staying with them. Of these, 12 
were affected, though we could examine only 5 during their 
affliction.

All children reported within 48 hours of the onset of the 
eruption. Twelve children less than 3 years of age, as well as 
2 children aged 11 years, were more severely affected with a 
severe prodrome of constitutional symptoms, varying from 
a febrile illness associated with malaise, irritability, drooling 
of saliva, and refusal of feeds. These children seemed to 

have a longer duration of illness and a more severe oral 
involvement. 

On examination the lesions consisted of multiple discrete 
vesicobullous lesions on an erythematous base affecting the 
hands, feet, knees, and buttocks [Figure 1]. Oral involvement 
consisted of aphthous-like ulcers with sparing of other 
mucosae [Figure 2]. Older children had more severe oral 
involvement [Figure 3], while infants presented with more 
severe blistering on the skin [Figure 4]. The skin lesions 
progressed to form multiple erosions, which healed without 
scarring. The lesions lasted up to 13 days.

Table 1: Summary of cases 

S	 Age (yrs)	 Sib* 	 Prodrome	 Skin 	 Oral	 Duration 
No.	 / Sex		  (Md#, S@)	 involve-	 cavity 	 of illness  
				    ment**	 (Md#, S@)	 (days)
1	 6/M	  +	  Md	  H, F, B	  S	  <10 
2	 11/ F	  +	  S	  H, F	  S	  >10
3	 08m/F	  	  S	  H, F, B, K	  S	  >10
4	 1/M	  	  S	  H, F, B, K	  S	  <7
5	 1.5/M	  	  S	  H, F, B	  Md	  7-10 
6	 5/M	  +	  Md	  H, F, B	  Md	  7-10
7	 2/M	  +	  S	  H, F, B, K	  S	  7-10 
8	 1/F	  	 Md	  H, F, B	  S	  <7 
9	 4/M	  +	 Md	  H, F, B	  Md	  <7
10	 10m/F	  	 Md	  H, F	  S	  7-10
11	 11/M	  +	 S	  H, F,	  S	  11
12	 1/M	  +	 S	  H, F, B, K	  Md	  7-10
13	 9/M	  +	 Md	  H, F, B	  Md	  7-10
14	 7/F	  +	 Md	  H, F, B	  Md	  <7
15	 8/M	  	 Md	  H, F, B	  Md	 <7
16	 1/M	  +	  S	  H, F, B, K	  S	 7-10
17	 1/F	  	  S	  H, F, B, K	  S	  >10 
18	 3/F	  	  S 	  H, F, B, K	  S	  7-10
19	 5/F	  	 Md	  H, F, B	 Md	  7-10
20	 6/M	  +	 Md	  H, F, B	 Md	  <7
21	 3/M	  	 Md	  H, F, B	 Md	  <7
22	 2/M	  +	  S	  H, F, B, K	 S	  >10
23	 1/F	  +	 Md	  H, F, B	 S	  7-10
24	 7/M	  +	 Md	  H, F, B	 Md	  <7
25	 8/F	  	 Md	  H, F, B	 Md	  <7
26	 4/M	  +	 Md	  H, F, B	 Md	  7-10
27	 2/M	  	  S	  H, F, B	  Md	  >10
28	 1/M	  	  S	  H, F, B, K	  S	  >10
29	 3/F	  	  Md	  H, F, B	  Md	  <7
30	 1/M	  	  S	  H, F, B, K	  S	  7-10
31	 8/M	  	 Md	  H, F, B	  Md	  <7
32	 1/M	  +	 Md	  H, F, B, K	  S	  7-10
33	 3/F	  +	 Md	  H, F, B	 Md	  <7
34	 4/F	  	 Md	  H, F, B	 Md	  <7
*Sibs examined: S. No. 1, 2; 6, 7; 13, 14; 22, 23; 32, 33.  
#Mild, @Severe 
**H: Hand, F: Foot, K: Knee, B: Buttock.
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Figure 1A: Involvement of buttocks, thighs, and legs

Figure 1B: Foot lesions in a 2 year old

Figure 2: Aphthous like oral ulceration with perioral vesicles

Figure 3: Oral involvement in Case no 11 and Case No 2

Figure 4: Knee and foot lesions in a one year old child

Blood counts and Tzanck smears were done in all 
children.[3] Some smears revealed necrotic keratinocytes, 
while most revealed inflammatory cells. The cases were 
diagnosed to be suffering from HFMD after considering 
a differential diagnosis of varicella, herpes simplex 
infection, herpangina, aphthous stomatitis, and erythema 
multiforme. 

They were managed symptomatically. An active health 
education campaign, in which the local school authorities were 
also involved, was also undertaken to pick up early cases. 

In our study, all cases recovered without any complications 
or sequelae. There were no fatalities. The outbreak observed 
by us conformed to the expected seasonal pattern that has 
been seen in the past. However, the fact that older children 
were also affected and a tendency for siblings to be involved 
must alert the physician and probably advocate a follow-up 
of such cases to prevent serious systemic complications. The 
panic among parents observed by us also stresses the need 
for educating the general physician of this entity, which has 
already been brought out by Saoji[1] in their interesting case 
report.[1] 

The first major outbreak of hand, foot, and mouth 
disease in Sarawak in 1997 marked the beginning of a 
series of outbreaks in the Asia Pacific region. Some of 
these outbreaks had unusually high numbers of fatalities, 
prompting sentinel surveillance for areas endemic for 
enterovirus-71.[4] Similar sentinel surveillance for coxsackie 
virus and enterovirus may be warranted in our country to 
know the epidemiological trends of this disease as there 
are now increasing number of such cases since they were 
first reported.[5] 
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An atypical presentation of 
erythema induratum

Sir,
Erythema induratum (EI) and erythema nodosum (EN) are 
diverse entities in the group of panniculitides with distinct 
clinicopathological features. They have varying etiologies, 
of which tuberculosis is common to both. In majority of 
the patients, by meticulous history-taking, cutaneous and 
systemic examination, a fairly accurate clinical diagnosis 
can be made, which is further confirmed by histopathology. 
We present an unusual case of EI that clinically mimicked 
EN. The diagnosis was confirmed histologically. 

A 40-year-old woman presented with recurrent crops 
of erythematous subcutaneous tender nodules on 
bilateral shins, arms, and forearms since 4 months, 
each crop subsiding within 2 to 4 weeks, leaving 
behind hyperpigmentation. It was not associated with 
constitutional features or systemic complaints. There 
was no personal or family history of tuberculosis. On 
examination, she had multiple, discrete, erythematous, 
tender subcutaneous nodules, 1 to 2 cm in size; and dark- 
to light-brown post-inflammatory hyperpigmented macules 
on bilateral shins, extensors of both arms, and forearms. 
The results of systemic examination were within normal 
limits. There was no lymphadenopathy, pedal edema, or 
evidence of erythrocyanotic circulation. We made a clinical 

diagnosis of EN. Skin biopsy from a leg nodule revealed 
lobular panniculitis with caseous necrosis, epithelioid cell 
granulomas, and Langhans giant cells [Figure 1]. Small 
vessel vasculitis with extravasation of RBCs, fibrinoid 
degeneration of vessel wall, and karyorrhexis were also 
present. The histopathology was consistent with EI. 
Findings from her hemogram, liver and renal function 
tests, urine and stool examination, anti-nuclear antibody, 
anti-streptolysin O titer were within normal limits. Chest 
x-ray was normal, but findings from Mantoux test was 
strongly positive (45 mm induration with necrosis).

Based on these findings, we initiated four-drug antitubercular 
therapy (ATT). Within 3 weeks, the lesions resolved and no 
new lesions appeared. ATT was continued for 6 months.

The clinical manifestation of recurrent tender subcutaneous 
erythematous nodules on extensors of limbs that 
resolved with hyperpigmentation suggested EN. However, 
histopathology revealed granulomatous lobular panniculitis 
with vasculitis, which was consistent with EI. An underlying 
tubercular focus was suggested by a strongly positive 
Mantoux reaction and prompt clearance of lesions without 
any recurrence with ATT. 

EN and EI are facultative tuberculids in which M. tuberculosis/
bovis may be one of the several etiopathogenic factors. They 
are the most commonly encountered panniculitides in daily 
practice. In majority of the cases, clinical differentiation 
between EN and EI is possible.[1,2] EN is usually bilateral, 
with lesions developing on shins, knees, and ankles; 
and occasionally on the face, neck, trunk, arms, and 
thighs; while EI occurs more commonly on calves on the 
background of erythrocyanotic circulation. Lesions of EN 
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Figure 1: Lobular granulomatous panniculitis with infiltrate 
of epithelioid cells, Langhan’s giant cells, lymphocytes and 
histiocytes (H & E, ×100)
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