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xanthem: often offers
2 etiology of a patient's illness

n examir f'J‘ o) 4 fLJwJJ, it is difficult to
entiate a “rash™ from a systemic
tion vs primary cutaneous (local)
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Important Aspects in the Diagnosis
of Exanthematous lliness

Type of rash
Distribution of rash

Progres:; sion of rash
I

Enanthem
Dther zjssuc]a teo

s exanthems ,
Laboratory tes

tionship of rash to




Erythematous Macular Exanthems

LhiectioussAgent iliness

Human herpes virus 6, 7 P.o;‘zqu Infiantum
Epstein-Barr virus hfectious mononucleosis
Parvovirus cr‘/“rrlzmq infectiosum
Co, sackie viruses B -

hoviruse
1 9 30 _
Enterovirus 71 Dengue Fever
Dengue virus -

Mycoplasma pneumoniae epticemia and toxic shock
d

Staphylococcus aureus SyNne
SaJmorlzJJq “r/rn] Typhoid Fever
Leptospira species Leptospirosis

IVphoIdEEVer

e, anorexia, malaise, abdominal
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e ‘o et ) 9)
2ss on chest and back

-4mm erythematous macular lesions




Erythematous Maculopapular Exanthems
Infectious Agent Iliness

WIEEH EH GO ELIE)

EV Coryza,

maculopapular rash,
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Airborne precautions L untili 4
J”/" after the onset of
rash and the duration of
iliness rvr’ immuno-
compromised patients

German Measles
(Rubella)

> Mild, slight fever,
maculopapular rash,
generalized
lymphadenopathy
Rash:

J

— cephalocaudal

-
— Last:

JJJ”/fVFJ
sl approx. 3 days




GermanivieasiesRUbEella)

Adolescent females
commonly with
polyarthralgia/polyarthritis

Droplet
until 7
onset of rash

Roseola infantum

(ExanthemsubitimpHumantherpesviiisio)

High fever (3-7 days), rJHo‘

d by maculopapular rash
lasting for hours to J”/J 1

/e With sei /lJr“;‘)

we
0-
Lymphaden ’)JJ'UU/, JLF/JiF xs, inflamed lympani
membrane, +/- bulging anterior fontanelle

5

Virus may persist and reactivate




Roseola infantum

(Exanthemisubitum) Human herpesvirus6)

Standard precautions

Vesicular Exanthems

Infectiousy Agent; Illhess
Herpes| simplex virus| type 1 and 2 | Cold sores, genitall herpes, or neonatal
Varicella-zoster virus Chickenpox or herpes zoster
Orf virus mallpox
i cthyma contagiosum

Atypical mea
Impetigo

Papulonecrotic tuberculids
Candida albicans Congenital cutaneous: candidia

Necator americanus Hookworm di




Chickenpox
(Varicella zoster)

Cli precautions -
fter onset of

Herpes simplex
1 and 2

Most common clinical

s p ' Lo . L e
manifestation in children
= gingivostomatifis
(fever, irritability, tender
submandibular' adenopathy,
ulceratiive enanthem on gingiva and
mucous membranes! of mouth, and
perioral vesicular lesions)

-




HErpessimplex
1andiZ

Contact precautions
during duration of illne

Handj FootandiVieuth'Syndrome

in the anterior of the mouth and on the

J

+/- fever, sore mouth, anorexia, malaise, abdomina
| 4

.
Enteroviruses, HSV, but commonly Coxsackievirus Al




HandyEeotandiVieuth Syndrome

Infectiousy Agent; Illhess
luman Parvovirus B19 Glove and! socks| syndrome:
ricella-zoster virus Hemorrhagic chickenpox

Congenitall cytomegalovirus: infection

lemorrhagic or atypical me;
pyogenes Scarlet fever or septicemia
S pneumoniae Pneumococcal septicemia
ia gonorrheae Gonococcemia
ia meningitidis Weningococcemia
aemophilus’ influenzae Influenzae: septicemia
Pseudomonas: aeruginosa iyma gangrenosa

Bartonella henselae ati-scratch fever

C
Treponema pallidum Congenital syphilis

Tloxoplasma gondii Congenital toxoplasmosis




Meningococcemia

(n

r'JJ

cofﬂzﬂ,

within 48 hrs ':)/ a ras

in 70-907 of patients

> petechial/purpuric 60-707
> maculopapular in 10-157

> purpura fulminans in 5-107

Chemoprophylaxis for those at high risk warranted within 24 hours of diagnosis of case.

Meningococcemia

k 7 C—" J © Martin Myers, MD

A

_JI‘QJJJ/J“ precautions until 24 hours after
litiation of effective antimicrobial therapy




Hemorrhagic
Chickenpox

Hemorrhagic varicella
common in

Immunocompromised

DIAGNOSTIC
CHALLENGE

AND RASH

1 IN

MA. CARMEN NIEVERA, MD, DPIDSP MA. TERESITA GABRIEL, MD, FPDS

Pediatric Infectious Disease Specialist Dermatologist




Acute, febrile, self-limit

In
0 \/

Ssymptoms.

Dr. Tomisaku Kawasaki 1967

“febrile oculo-oro-cutaneo-acrodesquamatous syndrome
with or' without nonsuppurative cervical lymphadenitis™




EpIcemiology.

and commumtywv]de epidemic forms
of all rac

mm | susceptibilit
h parents who also had KI

rJ odds for + sibling 5 (OR 6.94)
g of onset younger than parents

y ruf recurrence, retreatment,
complicat

Uehara R. et al. Clinical Features of Patients with Kawasaki Disease

Whose Parents Had the Same Disease. Arch Pediatr Adolesc Med. 2004
Dec; 158 (12): 1166-9.

* Usua
5to 1.7) >girls (1)
20,

1 3
ed = D70

\ate in a sibling: 2.1% (within 1 year)

— US: winter and early spring
associations with:
L respira 'rory illness
0 carpet-cleaning fluids, rugs, tatami ma
Pree
Using hLJm]cJ]ﬂar
Living near standing body of water

Chang et al. Epidemiologic Features of Kawasaki Disease in Taiwan,
1Q0A.2NNIJ Dadiatrire 2NNA Nar: 114 (R)\:aR7R-R9




Diagnosis, Treatment, and Long-Term Management of Kawasaki Disease: A
Statement for Health Professionals From the Committee on Rheumatic Fever,
Endocarditis, and Kawasaki Disease, Council on Cardiovascular Disease in the
Young, American Heart Association

KAWASAKI DISEASE
Diagnostic Criteria
Persistent fever (>5 days)= > 38.3 °C

—+100%
Plus 4 out of 5 conditions:

1. Bilateral conjunctivits (non-purulent) - 92%

2. Oral mucosa involvement: -+100%
(injected or fissured lips,injected pharynx or
strawberry tongue)
3. Peripheral extremity changes -+ 72%

4. Rash (polymorphous) —-+100%
i \ = T2%

TS ALy P\ eV RIV VISR V) 3
W Pediatrics 2004:114;1708-1733

lly) present for at |
explanation

f 11 days (may




Clinical and Laboratory Findings

(atileastionelofitherollowing):

=UAcUtelphase:

> Erythema of palms/and so| %)

* Firm, painful induration of hands and/or feet (67%))
— Juszdii= (2 te 3 weeks after, onset ofifever):

* Desquamation of fingers andtoes (29%)

* Periungual region = palms and soles
— guy)\zllg39d5ic (1-2 months after onset of fi

> Beau’s lines (deep transverse grooves across the nails)

(l/,







Clinical and Laboratory Findings

— Appears within 5 days of fever

— Various forms:
* Nonspecific, diffuse, maculoepapular. (common)
* Others :
— Urticarial exanthem
Scarlatiniform rash
Erythroderma
Erythema-multiforme-like rash
Fine micropustular eruption

NOT DESCRIBED: bullous, vesicular

— Face, trunk, extremities, perineal accentuation

Vé-
(JJ:







Clinical and Laboratory Findings

D

Bilateral, painless

Spares limbus
NOT SEEN: exu:
corneal ulcera

Resolves rapidly.

94%: percentage of U.S. patients manifesting
this clinical sign within the first ten days after
onset of fever.

Burns, et al.,




Clinical and Laboratory Findings

(atileastione ofithe following):

— Lips: erythema, dryness, fissuring,
peeling, cracking, and bleeding (70%)
“strawberry tongue™ (71%)

]‘f‘fuse oropharyngeal erythema without

sions (70%)

: ulcerations and exu




Clinical and Laboratory Findings

st common (42%)
Usually unilateral
Anterior cervical tria
>1 lymph node that is cm in diam.
Firm, nonfluctuant, non-suppurative
No associated erythema

— Nontender or slightly tender

Etherclinicaliandlaborateorn/ Hndings

Congestive heart failure, myocarditis, pericarditis, valvular regurgitation
Coronary artery abnormalities

Aneurysms of medi noncoronary art

(subclavian, brachial; axillary, iliac, femoral, abdominal aorta, renal arteries)
Raynaud’s phenomenon:

Peripheral gangrene

Arthritis, arthralgia

larrhea, vomiting, abdomina
Lic dysfunction, obstruc

of'gallbladder:




Other clinical and laboratory findings

treme irritability
pticimeningitis

Facial nerve palsy
Urethritis/meatitis

Erythema, induration at BCG inoculation site

Anterior uveitis (mild)
Desquamating rash in groin

Laboratory findings in Acute Kawasaki disease

normal plasma lipids
ypoalbuminemia

|
|

yponatremia
|

Thrombocytosis after week 1

terile pyuria
serumtransaminases

m m

z serum|gamma glutamyl transpef

leocytosis of cerebrospinalfluid
ukocytosis in synovial fluid




Laboratory findings in Acute Kawasaki disease:

500,000 to > 1 million/mm?
Mean: 700,000/mm?
Usually in 279 week

Peaks in 3™ week

Returns toinormal by 4 to 8weeks

May beia sign|of' DIC

Risk factor for' coronary aneurysms

Clinical Phases of llIness:

2 10y 42 weeks 6) 1o 8iweeks




VTV

Recommended:
v IVIG - 2g/kg over 10 to 12 hours as a single dose combined with ASA -
Old dosaging - 400 mg/kg/day over 2h x 4 consecutive days

v’ Aspirin (ASA)
- 80mg to 100 mg/kg/day in four divided doses
- 3 to 5 mg/kg/day continued for 6 to 8 weeks after onset of illness
- indefinitely for coronary artery abnormalities

v Emollients for desquamating skin
v'Antihistamine for pruritus
v IV Methyprednisolone
- pulse dose of 30mg/kg for 30 days (if fever persists after two or three
doses of IVIG.

v'CURRENT STANDARD:
- IVIG 2 g/kg plus salicylates before day 10 of fever

Treatment
(Acute and Subacute Stages)

Aspirin

Highidese

oW A GSE




Treatment
(Acute and Subacute Stages)
2. Intravenousigammaiglobuliny(IViG)

Complicaliong

1. Coronary Artery Aneurysm
Untreated = 20-25%
Treated =2%

2. Neurologic

1-30% of cases

Aseptic meningitis (26-50%)
Seizures

Increased ICP

Ataxia




COMPICAINS

Death - 1-2 % of all cases
- within 2 months of DX.
- Acute myocarditis
- Cardiac arrhythmia
- Myocardial Infarction
Early recognition
Prompt management
- reduce morbidity
( reduce inflammation in the myocardial wall)
- prevent mortality (prevent coronary thrombosis)




Meningococcal Disease

Neisseria meningitidis (gsram negative diplococcus)

1 —10/daysi (< 4 days)

Most cases of meningococcal disease are e
<5% associated with outbreaks

A, B, C, Y, W-135 most commonly implica

worldwide

Peak ages of attack:

5—18

* <1 yearoldand 15—

Meningococcal Disease

purpura, limb ischemia, coaguloyf rny,
pulmonary edema, shock, coma Jg; th
within hours

ssxs Indistinguishable ”r DM mening
d C

'J\/J pneumoniae and other J’J’J*’IJJI

pathogens




Meningococcal Disease

= young age, absence of meningitis, coma, hypotension,
leukopenia, thrombocytopenia
10%

* Less common:
— onaLJerJJ:J, febrile occu

Jf"J’JfJ“J_J, chronic menin

arthritis JJ/Jf-JrrJ] LIS, ; is, endophthalmitis
—19%

g loss, neurologic bility, digit or limb amput
SKIn J,;JffJIJ—’

Meningococcal
Disease

— Indistinguishable from rash) ofi
other viral infections
DCCUrs in

an;, ]chJLJ ding

progression: rapid !




Meningococcal Disease

(may be helpful)
ial/purpuric scraping, CSF
fty coat smear of blood
[diagnostic)
* Petechial/purpuric lesion scraping
JpJ"J';Jf/IJj':‘EJ swab — not helpful
ial antigen detection
f cJJnchJJJy compatible

of clinical' specimens when available

Meningococcal Disease

> Treat shock and raised intracraniall pressure!
- Empiric tx:
J Etiology confirmed:
)
0 250, JJJ~3UJ D00 U/kg/day max: 12 mil U/day
div. q 4-6 hours
natives:
J 5 to7 days antimicrobia
— most cost effective
J nursing time, single
 CSF rapidly:

 nasopharyngeall carria;




Meningococcal Disease

Standard precautions

.

precautions unti
e antimicrobial' t

Chemoprophylaxis

Invasive Meningococcal Disease:
Case Definitions

Clinically compatible case, and

Isolation of' Nimeningitidis from ajsterile site (blood,
CSF, pleuralifluid, skin/lesions)

Clinically compatible case, and

+antigen test/immunohistochemistry/PCR

Clinically compatible case and gm(-) stain in any
sterile rJlurJ (CSF, synovial fluid) or skin lesion
|

Clinical purpura fulminans without + culture




Disease Risk for Contacts of People with
Meningococcal Disease

(close contacts)
(specially children <2yrs)

)

(kissing, sharing toothbrushes,
eating utensils) within 7 days ofionset of illness
during ET intubation
within 7 days of illness
as patient within 7 days of illness)
Passengers during airline flights lasting > 8

hrs

Disease Risk for Contacts of People with
Meningococcal Disease

no direct exposure to patient’s secretions
only contact Is with high-risk contact, no
t with patient

should'be administered only after consultation with local
public health authorities




Recommended Chemoprophylaxis for
High RiskiGontacts and People’with
Invasive Meningococcal Disease
Age of Dose Duration’ Efficacy
child/Aadult ()
90-95
5mg/kg g 12h PO

10mg/kg (max
500mg) g 12h PO

RecommendediChemoprophylaxisiior:
High Risk Contacts and People with
Invasive Meningococcal Disease

Ageof:chnld/" iDose Duration™ | Efficacy
adult (V)
90-95
20mg/kg (max |[Single
500mg) PO dose
10mg/kg (max |Single
500mg) PO dose




RecommendediVieningococcal\Vaccines
I EreviousiVURimmunizediPecplerto
Prevent Invasive Meningococcal Disease

General population:

outb
military recruits

PFV 2009: smgle dose > 2yrs old at h|gh risk for dlsease (outbreak mfants 3mos-2yrs old may
be given 2 doses at least 3mos apart; revaccination if w continued risk 3-5 yrs later.




Varicella Zoster (Chickenpox)

US fam]y
16 days (1U~21 days)
2 days before onset of

: o'f all lesions

)

rash to crustin

Varicella disease: chickenpox

Primary infe
varicella (c

papular rask
in various yzaga—;

Usually accompanied by fever
+ other systemic symptoms




Varicella complications

Majority of complications; in

Pneumonia

Bronchitis
Meningitis Thrombocytopenia

ntral facial palsy

Ce
-

syndrome

in up to
20% of patients 270 years of
age' "

‘




Diagnostic tests for VZV Infection

Varicella Zoster (Chickenpox)

Standard precautions
Airborne
rashunti

Airborne Ca (8'to 21 daysi until after exposure

to index patient)
Airborne and Contact precautions for duration of illness

\utions until all'lesions are crust




Varicella Zoster (Chickenpox)

— Consider: host factors, timeline, extent of infection, initial response to
therapy

— Antiviral drugs:

Given

> modest decrease!i
Considerediin healthy people at increasedri

— >12'yrs of:
Chronic/cutaneous or pulmonary disorders.
Long term salicylate therapy:
Short, intermi’ t, or aerosolize
Secondary householdica

Pregnant women,in 2"

Varicella Zoster (Chickenpox)
tment:

—\/arice

.

llaiin >2 yr old immunocompetent h




Varicella Zoster (Chickenpox)

* [reatment:

* Immunocompromised patients
* Chronic corticosteroids
Give within 24 hrs of rash onset
L

ligh-dose oral acyclovir, valacyclovir, famcyclovir
elected immunocompromised pxs at lower risk)

— Given shortly after exposure

— Not effective once disease is established

ella Zoster (Chickenpox)

J

osed unimmunized people:

 after exposure)
* V/ZIG: 125 units/10kg IM (max 625 units)
* |VIG: 400mg/kg IV

pends on:
— Likelihood of no/immunity te varicella
— Probability that exposure will result in/infection

= Likelihood of complications
— Prophylactic oral Acyclovir beginning 7 days
eXposure




How effective is Varicella Vaccination
as Post Exposure Prophylaxis?

“Effectiveness of Varicella Vaccines as Post Exposure

Prophylaxis

— Brotons M. et al. PIDJ Vol 29, no. 1, 2010

4

— Prospective Cohort Study
— Varilrix™ (GSK) or Varivax™ (Sanofi Pasteur; MSD)

— May 2002 to 2007

b pxs > 13/yrs old

Varicella Vaccination:

Live-attenuated monovalent varicella vaccine (VV)
— 12 months or older:

Quadrivalent measles-mumps-rubella-varicella(:
— 12 months to 12 years

Dose: 0.5ml SQ

' arhi 5 1 TalV
pproaching 1007
‘

akthrough varicella

O




Varicella Vaccination:

» 2-dose schedule

—recommended by AAP, PFV (with PIDSP and
PPS)

Varicella Vaccination:

Recommendations:

» 1t dose: 12-15 months old
» 279 dose: 4-6 years old
* Minimum interval: 3 months
2 doses SQ

28 days interval




Summary




