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Definition
e Eczematous dermatitis in individuals as manifestation
of atopic diathesis

Clinical features

Epidemiology

¢ Affects those with atopic tendency (associated with
allergic rhinitis and asthma)

e Familial predisposition

e Typically arises in infancy or childhood; delayed
onset in adulthood less common

Presentation

* Eczematous reaction pattern with classically dry,
scaly, pruritic patches and plaques

e Often symmetrically distributed

e Infancy: extensor involvement

e Childhood: flexural involvement of arms and legs,
trunk, face (with sparing of nose—"“headlight sign”)

e With chronicity, lichenification and dyspigmentation
occur

Prognosis and treatment

e Lifelong tendency, although many improve over time

e Risk for superinfection (impetiginization or eczema
herpeticum)

® Dry skin care important part of management

¢ Therapeutic regimen includes topical corticosteroids,
topical calcineurin-inhibitors, antihistamines,
systemic immunosuppressives (e.g., methotrexate,
cyclosporine), phototherapy

Pathology

Histology

* Acute: mild acanthosis, epidermal spongiosis, lym-
phocytic exocytosis, superficial dermal perivascular
lymphohistiocytic infiltrate sometimes accompanied
by eosinophils

* Subacute: parakeratosis, acanthosis, variable epidermal
spongiosis, superficial dermal chronic inflammation

e Chronic: hyperkeratosis, psoriasiform epidermal
hyperplasia, hypergranulosis, spongiosis less promi-
nent or absent

Immunopathology (including
immunohistochemistry)
¢ Not contributory

Main differential diagnoses

¢ Other spongiotic dermatitides including nummular
eczema, contact dermatitis

e Seborrheic dermatitis

¢ Spongiotic drug eruption

e Dermatophytosis

Fig 1. Atopic dermatitis. Pruritic, dry, scaly, ill-defined atches
symmetrically distributed in the bilateral antecubital fossae.

Fig 2. Atopic dermatitis. Numerous few-millimeter erythema-
tous eczematous papules, several excoriated, over the left medial
thigh.

Fig 3. Atopic dermatitis. Focally crusted, fairly discrete, hyperker-
atotic, pink erythematous, nummular plaque in a patient with
atopic dermatitis.



Atopic Dermatitis

Flg 4 Atoplc dermatms There is hyperkerat051s parakeratosm Fig 5. Atoplc dermatms Intraepldermal Langerhans cell micro-
and psoriasiform hyperplasia associated with mild spongiosis in granuloma with surrounding spongiosis.
this example of subacute atopic dermatitis.

»&V"

y ) ; . Bk ‘ 'O’ _‘yﬂﬁw ’/_( D .J.ﬂ 'W o =) i
Flg 6. Atoplc dermatltls Spong1051s and lymphocy'ac exocytosns Fig 7. Atopic dermatitis. In the dermis, there is a lymphocytlc
infiltrate with an eosinophil and melanophages.

Flg 8. Chronic spongiotic dermatitis. Hyperkerat051s with crust- Flg 9. Chronic sponglotlc dermatitis. There is parakeratosis and
ing and acanthosis. Note the superficial perivascular chronic focal spongiosis with lymphocytic exocytosis.
inflammatory cell infiltrate.



Definition
e Common papulosquamous skin condition affecting
sebum-rich areas of the body

Clinical features

Epidemiology

¢ Predilection for whites

e May arise in infancy but more common in adults,
beginning with puberty

e Can be particularly prominent in AIDS patients and
patients with neurologic disorders

Presentation

e Greasy, scaling erythema in a seborrheic (sebum-rich)
distribution: scalp, eyebrows, perinasal region, beard
area, presternal chest, axillae, and groin

e Scalp involvement prompts patient’s complaint of
dandruff and pruritus

¢ In particularly inflammatory areas, erythematous
2- to 4-mm papules sometimes seen

e Affected areas can be pruritic or burning

e Erythroderma rare: occurs in AIDS and patients with
neurologic disorders

Prognosis and treatment

* Benign process with waxing-waning course

e Topical steroids or topical calcineurin-inhibitors (e.g.,
tacrolimus, pimecrolimus) to calm inflammation

e Antiseborrheic shampoos (containing ingredients
such as zinc pyrithione, selenium sulfide, tar prepara-
tions, keratolytics)

¢ Topical or, if indicated, oral, ketoconazole, or other
antifungals (e.g., other azoles or allylamines)

e Certain medications may flare condition (e.g., lithium,

buspirone, chlorpromazine, gold)
e Occasional superinfection can occur

Pathology

Histology

e Features of subacute spongiotic dermatitis: mildly
spongiotic epidermis topped by mounded parakera-
tosis (often perifollicular), lymphocytic exocytosis,

mild superficial perivascular infiltrate of lymphocytes,

histiocytes, and scattered eosinophils

e Irregular epidermal hyperplasia

¢ Intracorneal neutrophilic collections (often
perifollicular) may be present

* Intracorneal pityrosporum organisms sometimes
found

Immunopathology
* Not contributory

Main differential diagnoses
e Other subacute spongiotic conditions
e Psoriasis

%

Fig 1. Seborrheic dermatitis. Erythema and marked scaling
affecting the beard area.
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Fig 2. Seborrheic dermatitis. Hyperkeratosis with characteristic

perifollicular parakeratosis. A superficial perivascular lymphohis-
tiocytic infiltrate is present.

Fig 3. Seborrheic dermatitis. High-power view showing peri-
follicular parakeratosis, focal spongiosis, and lymphocytic
exocytosis.



Definition
¢ Cutaneous delayed hypersensitivity reaction to exog-
enous antigen

Clinical features

Epidemiology

e Affects any age, either sex

e Common contactants include nickel, Rhus (uroshiol),
fragrance, neomycin/bacitracin, formaldehyde, qua-
ternium-15

Presentation

¢ Eczematous reaction pattern at areas in contact with
the offending antigen, so characteristically linear or
in geometric pattern

e Acutely, exposed areas may be weepy, blistering,
brightly erythematous edematous papules and
plaques, often with excoriation, sometimes with
crusting

e With time, areas become xerotic, develop more promi-
nent scale, and may leave postinflammatory hyper/
hypopigmentation

Prognosis and treatment

e Classically self-limited over days to weeks after
removal of causative agent

¢ Treatment with topical and systemic corticosteroids

¢ Immunosuppressive treatment may blunt histologic
features

e Secondary impetiginization can occur, may require
treatment with topical/oral antibiotics

Pathology

Histology

e Acute: prominent epidermal spongiosis often with
vesiculation, lymphocytic exocytosis, conspicuous
epidermal Langerhans cells, may form microabscesses,
superficial dermal perivascular lymphohistiocytic
infiltrate with eosinophils, papillary dermal edema

e Subacute: focal parakeratosis, epidermal spongiosis less
conspicuous, mild epidermal hyperplasia, superficial
dermal chronic inflammation

e Chronic: focal parakeratosis, psoriasiform epidermal
hyperplasia, spongiosis much less prominent or
absent, papillary dermal fibrosis

Immunopathology (including
immunohistochemistry)
¢ Not contributory

Main differential diagnoses

e Other spongiotic dermatitides (e.g., seborrheic derma-
titis, spongiotic drug eruption)

¢ Insect bite reaction

e Sézary syndrome

e Mycosis fungoides may resemble the subacute and
chronic forms of dermatitis

lesion showing diffuse vesiculation.
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Fig 2. Allergic contact dermatitis. Eczematous scaly erythema-
tous plaque on the chest with sharp demarcation at the inferior
border, representing allergic contact dermatitis to perfume.

Fig 3. Allergic contact dermatitis. Fairly well-demarcated plaque
formed by a coalescence of erythematous few-millimeter pap-
ules, with areas of focally crusted erosion in the infraumbilical
area as a result of nickel allergy in a belt buckle.
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Allergic Contact Dermatitis

.Ifig 4. Allergic contact dermatitis. Crusting, psoriasiform hyper- Fig 5. Allergic contact dermatitis. Spongiosis and marked lym-
plasia, and spongiosis with vesiculation. phocytic exocytosis.

L e Mt Sl WL e
Fig 6. Allergic contact dermatitis. Dermal edema with a super-
ficial perivascular lymphohistiocytic infiltrate. Note the eosino-
phils.
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Fig 8. Allergic contact dermatitis. Chronic lesion showing
hyperkeratosis, focal mild parakeratosis, psoriasiform hyperpla-
sia, and fibrosis of the papillary dermis.



Definition
e Recurrent vesicular dermatitis of the hands and feet

Clinical features

Epidemiology

e Most commonly presents in adults in the third to fifth
decades of life, but children, teens, and elderly also
affected

e More often seen in females

* No clear racial predilection

Presentation

e Pruritic eruption of 1- to 2-mm deep-seated, tapioca
pudding-like vesicles embedded in the palms, along
the finger sides, and soles

e Background variable scaling erythema

e Hyperhidrosis may be seen

e Typically lasts 2 to 4 weeks, but, not uncommonly,
can experience recurrent episodes

e Longitudinal furrowing of nails sometimes occurs

Prognosis and treatment

* Topical (or intralesional or systemic) corticosteroids,
topical calcineurin inhibitors, PUVA (topical soaks or
with hand/foot unit) form the mainstay of therapy

e Botulinum toxin now being offered

Pathology

Histology

* Epidermal spongiosis with intraepidermal spongiotic
macrovesiculation

e Superficial perivascular lymphocytic inflammation

e Occasional eosinophils

Special stains/immunopathology
e Not contributory

Main differential diagnoses
e Dermatophyte infection
* Acute contact dermatitis

Fig 1. Dyshidrotic eczema. Erythematous papulovesicles on the
palm.

Fig 2. Dyshidrotic eczema. Scanning view showing multiple
large intraepidermal vesicles.

Fig 3. Dyshidrotic eczema. High-power view showing spongi-
otic vesicle. In view of the conspicuous neutrophils, a secondary
infection should be excluded.



