HYPOTHETICAL PATIENT MANAGEMENT

ERYTHEMA



Trigger 1
         Patient with complaint of “erythema”



Questions:

1.	What is “Erythema”

ü	Redness of the skin produced by congestion of capillaries, which may occur from a variety of causes.
ü	Erythema is a nonspecific response of the skin to many stimuli, including drug reactions, viral illnesses, physical agents and many pharmacologic and other stimuli.




2.	What are the possible causes of Erythema

Organs/tissues involved
General condition/disorder
Specific condition/disease
Cutaneous blood vessels
Infection / Inflammation
§	Urticaria & Angioedema
§	Erythema multiforme
§	Erythema migrans
§	Erysipelas
§	Cellulitis
§	Erysepeloid




3.	What do you think are the more common / least common general and specific condition causing Erythema?


General condition/disorder
Specific condition/disease
More common	
Inflammation / Infection	
Urticaria                                                                                           Erythema multiforme
Least common	
Hereditary
Erythema palmare hereditatium	

4.	Select one common general or specific condition and diagram the pathophysiology leading to Erythema.

Introduction of Antigen
( virus, chemicals, drugs )

Ag-Ab complexes
( formed and deposited at the
small blood vessels of the skin )


          Complement                                           platelet                      Activation of
             activation                                           aggregation               Hageman factor


Chemotactic                            Anaphylatoxin                              microthrombi      
    Factors                                   generation                                   formation


Neutrophil                                                                                        Ischemia
Aggregation


Phagocytosis                           Release of
Of complexes                      vasoactive amines                                                Activation of            
                                                                                                                             Kinins
 
Release of lysosomal               Vasodilatation &                  
          enzymes                          edema of the
                                      upper dermis

                 Necrosis of
                             keratinocytes



Trigger 2
Pertinent history
                  A 32 year old male with a sudden onset of a red  painful macule. 
     Fever was also noted.	 
	Physical examination:
                   Iris or target lesions located on dorsa of hands, palms, feet and face

Questions:

1.	What is your primary and secondary diagnosis?
Primary diagnosis:   Erythema multiforme (EM)
Secondary diagnosis:  Toxic epidermal necrolysis (TEN)


2.	 What are the bases for your primary and secondary diagnoses?
Demonstrate use of pattern recognition with pathophysiology and prevalence


Primary diagnosis ( EM )
Secondary diagnosis ( TEN )
Mucosal lesions
Erosions usually at > two sites
Erosions usually at > two sites
Typical skin lesions
Small blisters on dusky purpuric macules or atypical targets; rare areas of confluence; detachment< 10% of body surface area
Individual lesions like those seen in EM; confluent erythema; outer layer of epidermis separates readily from basal layer with lateral pressure; large sheet of necrotic epidermis; total detachment of >30% of body surface area
Frequent S/Sx
10-30% of cases involve fever, lesions of the respiratory and gastrointestinal tracts.
Nearly all cases involve fever, “acute skin failure”, leukopenia, lesions of the rspiratory and GI tracts
Alternative causes not related to drugs
Postinfectious erythema multiforme major (especially in the case of infection with herpes simplex or mycoplasma





3.	Do you need more data (sign/symptom) to firm up your primary and secondary diagnosis?     YES
If yes, what?	
Ø	previous infection with Herpes simplex or Mycoplasma pneumonia
Ø	previous medication with any of the following: Sulfonamides, Phenytoin, Barbiturates, Phenylbutazone, Penicillin, Allopurinol.
Ø	Presence of mucous lesions

How will it firm up your diagnosis?
Ø	Approximately 90% of cases of Erythema mulforme minor follow outbreaks of herpes simplex & are marked by cutaneous involvement.  A few may follow infections caused by M. pneumoniae. 
Ø	In EM minor, there is little or no mucous membrane involvement, no bullae or systemic symptoms.  Eruption usually confined to extensor aspects of extremities, classic target lesions.
Ø	EM major (Stevens-Johnson syndrome) is marked by toxicity & involvement of usually two mucosal surfaces  (often oral & conjunctival), severe, extensive, tendency to become confluent and bullous.  There is systemic symptoms, fever and prostration. It is most often associated with drugs (sulfonamides, NSAID’s, phenytoin).

4.	Do you need a paraclinical diagnostic procedure?  YES
If yes, what?	Skin biopsy    If no, why?
Demonstrate use of
1.	certainty/uncertainty of primary and secondary diagnosis

2.	plan of management for primary and secondary diagnosis
¨	Primary diagnosis  
-	Management involves only symptomatic treatment because of the mild, self-limited nature of the disease.

¨	Secondary diagnosis 
-	Patients should be hospitalized, excellent nursing care and close observation are essential.
-	Potentially responsible or suspected drugs should be stopped immediately
-	Patients should be isolated to minimize exogenous infection and managed as those with severe burns by protecting the skin and denuded areas from trauma and infection & replacing fluid and electrolyte losses.
-	Systemic administration of corticosteroids ina dosage of 150-250 mg of prednisone/day is hepful; after new lesions cease to occur, the steroids are slowly tapered.


5.	If you need a paraclinical diagnostic procedure, what will you recommend?  Why?  Give at least 3 options and then compare using benefit, risk, cost, and availability factors.  Then select one demonstrating priority on the primary diagnosis.  Shotgun policy is NOT acceptable.

                        Benefit	       Risk       Cost      Availability
Option 1       skin biopsy	             ++++	        +++	               ++++
Option 2       Direct IF: IgM, C3          +++ 	          +	                             +++		


6.	Suppose the patient agreed to your recommendation of the paraclinical diagnostic procedure and suppose it was done.
What results will firm up your primary diagnosis?
Skin biopsy result:
v	Lymphocytic vasculitis
v	Subepidermal edema, fibrin deposition, and cleavage spongiosis, 
v	Intraepidermal cell necrosis

What results will make you shift to your secondary diagnosis as the primary diagnosis?
Skin biopsy result:
v	TEN:  lower epidermal cell necrosis, vesiculation (early)
v	Epidermal and superficial dermal necrosis (late)

Trigger 3
	A paraclinical diagnostic procedure was done.

	A     Skin biopsy      was done.      
v	Lymphocytic vasculitis
v	Subepidermal edema, fibrin deposition, and cleavage spongiosis, 
v	Intraepidermal cell necrosis

Questions:

1.	Examine the result of the paraclinical diagnostic procedure and then interpret.
Decide whether the result is informative and non-informative.
Informative, why?   YES
	
2.	After the paraclinical diagnostic procedure, what is now your primary and secondary diagnosis?         Why?
Demonstrate use of pattern recognition with pathophysiology and prevalence.

¨	Primary diagnosis:   Erythema multiforme
¨	Secondary diagnosis:  toxic epidermal necrolysis


Primary diagnosis
Secondary diagnosis
§	Target or iris lesion
+
+/-
§	Fever
+/-
+
§	Mucosal lesion
Less frequent
90% of patients
§	Male predominance
+
-
§	Self limiting
+
-
§	Fibrin in dermal vessels
+
-
§	Disease incidence peaks in the 2nd to 3rd decade of life
+
-
§	Sites of predilection: dorsa of hands, palms & soles; forearms; feet; face & elbows, & knees; penis & vulva
+
+


3.	Do you need to firm up your diagnosis before you proceed to treatment?  If yes, how?
What data do you need?

History?                                                   -  Duration of lesions
		Physical exam?                                       -  Presence of mucous lesions
		Other diagnostic procedure?                 -  Direct IF : IgM, C3     
		Observation and monitoring?


4.	What is your pretreatment for primary and secondary diagnosis?
Ø	withdrawal of the suspected drugs / agents

5.	State the goals of treatment for your primary diagnosis?
Ø	To eliminate the inflammatory process
Ø	To prevent development of recurrent erythema multiforme
Ø	To prevent secondary infection

6.	Decide on a treatment modality after comparing the options based on benefit, risk, cost, and availability factors.


Benefit
risk
cost
Availability
Symptomatic therapy
++++
-

++++
Systemic corticosteroids
++
+++

++++
Avoidance/elimination of provocative agents
++++
-

++++


7.	Describe the things need to be done during the pretreatment, intratreatment, and posttreatment phase.
Ø	Management involves only symptomatic treatment because of the mild, self-limited nature of the disease.
Ø	Provocative agent should be sought when feasible
Ø	When associated with Mycoplasmal pneumonia – treat with Tetracycline
Ø	Local treatment depends on the type of lesion.  Simple erythema often needs no treatment.
Ø	Vesicles & bullous or erosive lesions can be treated with intermittent tap water compresses.


8.	Decide how you would evaluate the results or outcome of your proposed treatment.
Ø	Advise the patient to come back within 2 to 3 weeks after the treatment


Trigger 4
	The diagnosis of the patient’s health problem is
			Erythema multiforme 


Questions:

1.	Advice the patient and relatives on the pathophysiology of the disease.  Use diagram.
ü	Erythema multiforme is a distinct hypersensitivity disorder with characteristic cutaneous features.  It is immunologically mediated, most likely by an immune complex mechanism.

2.	Advice the patient and relatives on screening of the disease.
ü	EM often presents with a prodrome of fever, malaise, and respiratory symptoms suggesting a flulike illness.  Cutaneous lesions begin as symmetric, acral, erythematous papules.  Vesiculation and necrosis are seen centrally (blue-gray coloration), surrounded by an erythematous border (target lesion).  In more severe cases, blistering is widespread, and the mucous membranes are affected.  There are erosions in the mouth and a hemorhagic crusting of the lower lip.  Ocular findings most commonly include conjunctivitis; corneal ulceration, anterior uveitis, and panophthalmos may also occur.

3.	Advice the patient and relatives on early detection of the disease
ü	EM  is an acute, self-limited eruption of the skin and mucous membranes, characterized by the distinctive target or iris lesion. EM is relatively common, accounting for up to 1% of dermatologic outpatient visits.
ü	The disease incidence peaks in the second to third decade 
ü	About 60% of those affected are male
ü	Seasonal epidemics are common, presumably caused by common provoking agents such as adenovirus, mycoplasmas, herpes virus infections, or deep fungi.


VI.  REFERENCES:
·	Color atlas and synopsis of Clinical Dermatology,  3rd Ed.,  1997 by  T. B. Fitzpatrick, et. Al.,    P.  332-335    
·	A practical approach to EMERGENCY MEDICINE, 2nd Ed., 1994 by Robert J. Stine and Carl R. Chudnofsky, P.771-775
·	Current Medical Diagnosis and Treatment  36th Ed., 1997 by Appleton & Lange,  P.  145-146
·	Harrison’s Principle of Internal Medicine 14th Ed., McGraw-Hill Companies, Inc. 1998.  
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