Case Report

Kaposi’s varicelliform eruption complicating
irritant contact dermatitis
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ABSTRACT

Kaposi’s varicelliform eruption (KVE) or eczema herpeticum is a disseminated viral infection
superimposed on pre-existing dermatosis. It is frequently caused by Herpes simplex and certain
other viruses. It may result on life-threatening viraemia with multiorgan involvement and
secondary infections. We report a 34-year old female patient with KVE which is caused by
herpes virus developed on irritant contact dermatitis because of its rare occurrence.
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INTRODUCTION

Kaposi’s varicelliform eruption (KVE) or
eczema herpeticum describes acute, disseminated
cutaneous eruption caused by herpes simplex virus
type 1 and 2, and rarely vaccinia virus or Coxsackie
Al16 virus that infect persons with preexisting
dermatosis.! Most commonly it is associated
with atopic dermatitis.> Multiple skin disorders
have been less frequently associated with KVE. It
may progress to fulminating and can have severe
sequelae so antiviral treatment should be instituted
without delay to avoid significant morbidity and
mortality.
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CASE REPORT

A 34-year old woman presented with diffuse
vesiculopustular eruption along with fever and
malaise. The eruption had begun on the lower
lip and gradually spread to the entire face, trunk
and extremities. She had pre-existing eczematous
dermatitis as irritant contact dermatitis and she was
not having any treatment.

Physical examination revealed an umblicated
vesiculopustuler rash on her face, trunk and
extremities (Fig.1, Fig.2, Fig.3). She had erythema on
bothwrists (Fig.4). The ophthalmologicinvolvement
of herpetic infection was negative. Bilateral servical
lymphadenopathy was palpated. The rest of her
physical examination was unremarkable.

Laboratory examination including complete
metabolic panel, blood count, urinalysis and liver
function studies revealed neutrophilia and high
sedimentationrate (60 mm/h). A Tzanck preperation
from an umblicated vesicle showed multinucleated
giant cells along with the acantholytic cells. The
vesicle fluid was positive for HSV-1 on direct
immunofluorescence test. Her serum anti HSV-1
IgM antibody was found to be positive. Histologic
examination of an umblicated vesicle taken from
the forearm showed intraepidermal vesicle and
pustule formation with ballooning degeneration in
the periphery.
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Fig-1: Diffuse vesiculopustuler rash on her legs.

The diagnosis of the KVE on pre-existing irritant
contact dermatitis was supported by Tzanck test in
addition to histologic evaluation, and confirmed by
the detection of anti HSV- 1 IgM. The patient was
treated with bed rest, rehydration and acyclovir
(15mg/kg) three times a day by intravenous route
for 10 days. Oral ampicillin-sulbactam treatment
was added to decrease the probability of secondary
infection. In addition to systemic treatment,
antiseptic wet dressing was applied. Lesions
rapidly responded to the treatment. All crusted
vesiculopustular lesions showed a complete healing
within two weeks.

DISCUSSION

KVE is a potentially life-threatening secondary
viral infection that affects patients in the setting
of primary skin conditions.? It occurs with various

Fig-3: Umblicated vesiculopustular eruption on her face.
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Fig-2: Diffuse vesiculopustuler rash on her trunk.

skin diseases, such as atopic dermatitis, Wiskott-
Aldrich syndrome, pemphigus foliaceus, ichthyosis
vulgaris, bullous pemphigoid, seborrheic dermati-
tis, psoriasis, irritant contact dermatitis and Dari-
er’s disease.'* Mycosis fungoides, burns, traumatic
facial abrasions may very rarely be complicated by
KVE.>7

Disruption of the epidermal barrier and impair-
ment of humoral or cellular immunity have been
proposed to explain the development of Kaposi’s
varicelliform eruption.® Topical calcineurin inhibi-
tors, which are commonly used to treat atopic der-
matitis, have been associated with development of
KVE. Our patient did not have a story of topical or
systemic drug use.

KVE usually begins as vesiculopustules which
are umblicated on skin affected by a pre-existing
dermatitis and may be accompanied by fever,
chills and malaise. The vesiculopustules rapidly

Fig-4: Irritant contact dermatitis on her both wrists.



become painful hemorrhagic, crusted, punched-out
erosions.! It may progress to fulminating and can
have severe complications, including superimposed
bacterial infections, permanent visual impairment
due to herpes keratitis, and disseminated infection
with visceral involvement and death.?

Irritant contact dermatitis is a non-specific in-
flammatory dermatosis, mainly due to the toxicity
of chemicals on the skin cells. Chapped skin from
handwashing due to frequent exposure to water
and detergent is a typical example. '

In our case, KVE was associated with irritant con-
tact dermatitis which occurred after detergent con-
tact. The herpes simplex virus infection appeared
first on the lower lip and then spread simultaneous-
ly through healthy skin. Our diagnosis was made
based on clinical features, Tzanck smear, serology
and histological examination. The patient respond-
ed adequately to antiviral and antibacterial therapy.
In conclusion, early recognition of Kaposi's vari-
celliform eruption and appropriate treatment with
antiviral drugs and antibiotics are paramount for
preventing complications.

Kaposi’s varicelliform eruption
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