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FIXED DRUG ERUPTIONS IN A 9-MONTH-OLD CHILD

Ramji Gupta

A 9-month-old child developed fixed drug eruptions due to co-trimoxazole.

Causative

agent was confirmed by repeated provocation tests,

Key words : Fixed dreg eruption, Co-trimoxazole, Nine-month-old child.

Thz incidsnce and causes of fixed drug
sruption (FDE) hav: been reported from all
over th: world.1-¢ Tn majority of thesz reports,
the patients have been adults. Recently, Kanwar
et al” reported a series of 23 cases of FDE in
children. The ages of the children in this series
were 3-12 years. The present case is probably
the first case of FDE occurring in a child at the
age of 9 months.

Case Report

On December 24, 1986, a 21-month-old child
was seen having generalised pigmented maculcs
of various sizes. History dated back to the age
of 9 months, when he had diarrhoea and vomi-
ting, and was given two different types of syrups.
After 4 hours, he developed three, erythematous,
itchy macules over his abdomen which turned
black during the next 10-12 hoars. The diarrhoca
and vomiting stopped along with the disappea-
rance of itching during the nsxt 2-3 days. Six
months later, he azain had a bout of diarrhoea
and vomiting and was given similar types of
syrups. There was reactivation of the old lesions
with erythema and itching, along with develop-
ment of a few new erythematous itchy macules
in other parts of the abdomen within 15
minutes. During the next 6 months, he was
repeatedly given the same syrups for similar
symptoms with reactivation of the old lesions
and development of a few new ones at each
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occasion. The lesions progressively increased
in size and number and involved almost the
entire body. In October 1986, he again developed
cough with diarrhoca and vomiting, be was given
some syrup, and was seen to develop erythe-
matous macules which turned into vesicles,
on his eyelids, lips, face and fingers. There were
a few ulcers in the oral mucosa. The lesions
were controlled in 7 days with systemic adminis-
tration of syrup ampicillin 500 mg, syrup
pheniramine maleate 22.5 mg and prednisolone
15 mg daily and local applications of calamine
lotion on the skin and boro-glycerine in the
mouth.

Provocation tests were started on Janaary
1, 1987, with salbatamol syrup, cough syrup
(diphenhydramine  hydrochloride 14.08 mg,
ammonium chloride 0.138 gm, sodium citrate
57.08 mg, chloroform 0.01 ml and mentho}
1.14 mg in each 5 ml of syrup), co-trimoxazole
(trimethoprim 40 mg, sulphamethoxazolz 200
mg in each 5 ml), B complex, paracstamol and
furazolidons as described by Gupta and Pasricha.8
Therc was no reactivation of the lesions with
salbutamol syrup, ccugh syrup, B complex,
paracetamol and furazolidone tablets. However,
all the lesions became red and started itching
within § hour after 5 ml co-trimoxazole syrup
which subsided spontancously by the next
morning. Provocation test was repeated on
January 7, 1987 with 5 ml syrup of co-trimoxa-
zole, Within % hour, itching started in all
the lesions, with erythema in a few lesions. All
the lesions became erythematous during the
next 1 hour. Erythema and itching subsided in
6 hours with 1 mg betamethasone given orally,
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Comments

Repeated reactivation of all the lesions with
co-trimoxazole syrup confirm that the child
was having FDE due to co-trimoxazole. Kanwar
et al” were the first to draw attention about thz
occurrenc: of FDE in children from Libya.
Th:y have recorded FDE in 2 children betwzen
the ages of 3 and 6 years. Majority of their
patients were between the age of 6-12 years.
Sehgal and Gangwani® in a review of FDE have
mentioned 4 cases between the ages of 1 and
10 years. Shah ¢t al'® havs recorded the
occurrence of FDE at the age of | year in their
series of 63 patients of all age groups. Olumide3
has reported 12 cases of FDE bztween the ages
of 6 and 50 years. Tn a series of 57 caszs recor-
ded by Chaudhary,? the youngzst patient was
a 9-year-old child.
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NEUROTIC EXCORIATIONS

K Srinivasan, S C Rajendran and E Thomas

A 35-year-old female presented with a pruritic plague on the dorsum of the left forearm.
During follow-up it came to light that the lesion was self-inflicted and served as a means
to seek help for the underlying psycho-social problem in the patient’s life.

Key words : Neurotic excoriations.

Psychosomatic skin disordars are occasic-
nally seen in ths dermatology clinics. Amongst
the psychosomatic skin disorders, neurotic
excoriations and dermatitis artefacta are s:lf-
inflicted lesions.! In neurotic excoriations the
r2patitiva sIf excoriations arz usually initiated
by an itch, or bzcauss of an urge to excoriate
a benign irregularity on the skin?? One study
reported an incidence of 2% of this disorder
among the dermatology patients.? It predo-
minantly affects the female sex with a peak age
of onset between 30-45 years.® The lesions are
found on the forearm and other accessible areas
and are generally crusted or scarred with post-
inflammatory hypo or eg hyper-pigmentaticn.
Depression and suicide are the most common
psychiatric complications.®

In this report we present on= such case of
neurotic excoriations.

Case Report

A 35-vear-old female, developed a pruritic
plaque on thedorsum of the left forearm. The
lesion had been slowly increasing in size during
6 months. She had been to many doctors and
prescribed various ointments but found no relief.
The lesion was rais=d and circumscribed. It was
about 4 cm in diameter with a—few papules
in the central area of the lesion. A provisional
diagnosis of lupus vulgaris was made and a
biopsy was taken from the Jesion. Histopa-
thology study revealed it to be a keloid with no

From the Departments of Psychiatry and Dermatology,
St John’s Medical College Hospital, Sarjapur Road,
Bangalore-560 034, India.

Address correspondence to : Dr K Srinivasan.

evidence to suggest lupus vulgaris. Intralesional
corticosteroid on one occasion, had no discer-
nible effect on thz lesion. A few days later, the
patient developéd rectilinzar deep cxcoriated
lesions on the dorsum of the left forearm in
close proximity to the pruritic plaque. These
were similar to the marks made by a sharp
instrument or a finger nail. At this juncture, the
patient was referred to psychiatry for an
evalaation.

The patient was married 15 years ago, but
had szparated from her husband two years
later on grounds of mutual incompatibility.
There was opposition from her parents and
siblings to her separation. This prompted her
to move to an Ashram against her parents’
wishes. Both these had been a source of chronic
stress to her.

Detailed enquiry revealed that the patient
had been leading a reasonabiy well adjusted life
at the Ashram, until about 6 months ago, when
she had had a serious disagreement with one of
her senior.. Following this, the patient felt
distressed and sad. Around the same time, she
developed small vesicles on the dorsum of the
left forearm. In spite of various ointments and
medications prescribed by  doctors, these
gradually increased in size in 6 months.

Repeated efforts to get a member from the
Ashram or household proved futile as the
patient steadfastedly refused to let us contact
them. Hence, it was decided to keep the therapy
focussed on her present problem and bring about
symptomatic relief. After repeated interviews,
the patient admitted to self inflicted skin lesions
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and attributed it to an irresistible arge to scratch
the afflicted area. Tt was then pointed out to
the patient, in a non-confrontational manner,
that such s:lf-injurious behaviour was probably
related to  tha various stresses sh: had to
cope with. After these issues were discussad she
stopped inflicting fresh lesions. A month
Iat.er, the patiznt was doing well and the skin
lesion was hzaling. Subs:quently, the patient
did not report for fellow up.

Comments

Self-injurious b:haviour is often initiated
by an itch? and the skin lesions are generally
found in accessible areas like the forzarm.
D_eprcssion is often the most common psychia-
tric complication.® Our subject did complain
of a depressod mood, but other concomitants of
a depressive syndrome  (sleep, appetite distur-
bance, crying spells and suicidal idcas) were
abs:nt and hence no madication was prescribed.
Psychothzrapy, which initially needs to be
focusszd on alleviating the symptoms, is generally
effective.  However, if the nature of these
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lesions go unrecognised, some cases may even
progress to plastic surgery or, very rarely,
amputations® because of severe disfigurement.
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ACQUIRED CUTIS LAXA

Anil Kumar Gaikwad and M Y Khedker

A 40-year-old male started developing increased folds of skin on the face, 15 days after

an attack of measles.

lower eye lids, grade 2 piles and moderate anemia.

He had entropion of the upper eye lids and ectropion of the

There were no other systemic abnormalities.

Key words : Acquired, Cutis laxa.

Cutis laxa is charactzrised by increassd
laxity of skin. Itis also termed as dermatolysis,
dermatochalasia, cutis hyperelastica and cutis
pendulata.! The condition can be congenital
or acquired.? The congenital type manifests
at an early agz,it is extensive and often associated
with severe involvement of the internal organs.?-*
The acquired type is generally seen after some
iliness and it is associated with only mild to
moderate involvement of the internal organs.
A cass of acquired cutis laxa following enteric
fever has been reported from Indial We
observed a case of cutis laxa occurring after an
attack of measles.

Case Report

A 40-year male was in good health upto 30
years of age, when he developed moderate fever
which was followed by an erythematous rash
all over the body. There was mild pruritus.
During the erythematous stage, the patient also
had malaise, fever, myalgia, anorexia, conjunc-
tival congestion and dry cough. The illness
was diagnosed as measles. The patient was
given oral tetracycline 500 mg three times daily
and analgin 500 mg two times daily for seven
days. With this the recovery was uneventful.
Fifteen days later, he noted deepening of the
naso-labial folds, laxity of ear lobules and
burning pain in both the eyes which went on
increasing gradually for the next five years.
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Therc was also involvement of the skin of the
facz and neck. Suspecting it to bz leprosy, the
patient was given dapsone 100 mg daily for 6
months, but it was cmitted later due to lack of
response. Entropion of the upper eye lids and
ectropion of th= lower eye lids resulted in burning
in the eyes and spill-over of the tears. He also
had bleeding piles for the last 6 months. The
family history was negative. The patient had
no addiction. There was no histcry of any
major illness in the past. Patient’s photograph
at the age of 12 years (Fig. 1) revealed no abnor-
mality of skin. Currently, there was increase
in the skin folds on the face, neck and ear lobules
(Fig. 2). There was minimal redundancy of the
skin on the scalp, chest, abdomen and perineum.
There was mild conjunctival congestion and
excessive lacrimation. Proctoscopic examination
revealed grade 2 piles. Hemogram showed
moderate anemia and urine analysis was normal.
X-ray chest, skull, intravenous pyelography and
barium studies of gastro-intestinal tract revealed
no abnormality. Histopathological examination
of the skin from neck and face showed normal
epidermis and collagen fibresin the dermis. The
clastic fibres were scanty, fragmented and
clumped. There were plenty of sebaceous
¢lands. The findings were consistent with the
diagnosis of cutis laxa.

Comments

Acquired cutis laxa generally starts at the age
of 5 to 50 years and it closely resembles the
congenital type clinically, mcrphologically and
pathologically.®® It has been reported in asso-
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Fig. 1. Clinical appearance at the age of 12 years.

ciation with vesicular eruptions,®? persistent
urticaria, ¢ erythema multiforme,>® eczematous
darmatitis’ and multiple myeloma® It has
occasionally bzzn reported following typhoid
fever! and op:zrative trauma8 The exact
etiopathogznzsis of cutis laxa is not known
though Zenker’s degeneration in typhoid fever
has been postulated.! Several systemic abnor-
malities are known in association with acquired
cutis laxa. Thz common onss baing emphy-
sema., 23 trachzobronchomsagaly and pneumo-
thorax* and hernia.®3 Th: coursz of acquired
cutis laxa is variable and the commonest cause
of death has bzen congastive cardiac failure.2>®
There is no drug to halt the progress of the
disease.
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