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Disclosures
• Clinical trials participation with institutional support from:

• Abbvie Inc (atopic dermatitis)
• Arcutis (atopic dermatitis)
• Palvella Therapeutics (pachyonychia congenita, lymphatic malformations)
• Amgen (psoriasis)
• Leo Pharmaceuticals (atopic dermatitis)

• Paid consulting or advisory board participation:
• Arcutis (atopic dermatitis)

• Palvella Therapeutics (pachyonychia congenita, lymphatic malformations)
• Sanofi/Regeneron (atopic dermatitis)
• Incyte Corporation (atopic dermatitis)

• Off-label use of medications
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Objectives

1. Increase awareness of urgent pediatric dermatology conditions

2. Discuss work-up and treatment recommendations for urgent 
dermatologic conditions

3. Review hemangioma referral guidelines
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Case 1
• 18-month-old male

• 2 days rash and fever, Tmax
101.4

• Day 8/10 Amoxicillin for AOM

• Fussy, non-toxic, well-hydrated

• Widespread edematous pink 
papules and plaques with 
ecchymotic patches

• No mucosal involvement

Dermatologic emergency?
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Urticaria Multiforme
• Acute urticarial hypersensitivity 

syndrome

• Response to infection 

• More common in children 4 
months to 4 years of age

• Self-limited, resolves in 8-10 
days

• Often mistaken for EM or serum-
sickness-like reaction

Shah, et al. Pediatrics. 2007. 
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Urticaria Multiforme

• Acute onset, blanchable annular, 
arcuate and polycyclic 
erythematous wheals
• Dusky, ecchymotic center

• Can have associated 
angioedema of the face, hands, 
feet

• Dermatographism
• Fever 1-3 days +/- symptoms of 

other illness
• Non-toxic appearing

Shah, et al. Pediatrics. 2007. 
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Urticaria Multiforme

• Treatment:
• Discontinue antibiotics if 

relevant/possible

• Scheduled antihistamines

• Supportive care

Shah, et al. Pediatrics. 2007. 
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Case 2

• CC: 8 YO male with a rash on the palms x 1 day

• He has crusting of his lips and reports a recent cold sore outbreak

• T 100.2
OHSU 
CPD



OHSU 
CPD



Erythema Multiforme

• Self-limited, mucocutaneous reaction 

• Most cases in children follow HSV1 infection outbreaks, usually 
by 3-14 days

• Hallmark is target lesion with papule, vesicle, or bulla centrally

• Symmetric, can be diffuse, predilection for hands and feet

• Most lesions asymptomatic

• Individual lesions are fixed for 7+ days

• Oral lesions are present in 25-50% children

• Persists x 2-4 weeks

• Does not progress to Stevens-Johnson syndrome
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Erythema Multiforme: Treatment

• Antivirals if infection is ongoing

• Symptomatic treatment
• Antihistamines, topical steroids, analgesics to relieve itch and discomfort

• Recurrence common
• Prophylactic acyclovir or valacyclovir
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Erythema Multiforme?
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Atypical target lesions

Target lesions
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Atypical target lesions

Target lesions
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Case 3

• 9-month-old male

• 2 days of fever (Tmax 102.5), 
worsening rash x 3 days

• Known history of atopic 
dermatitis

• Fussy, drooling

• Extensive crusted erosions on 
face, arms, hands, feet
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Eczema Herpeticum

• Rapid spread of HSV in individuals with atopic dermatitis
• Also seen with varicella, coxsackie virus (eczema coxsackium)

• Small, round umbillicated vesicles and punched out erosions

• Severity varies, but can be associated with high fever, widespread skin 
involvement (especially with primary HSV infection), risk for death

• New lesions may appear for 7-10 days

• Secondary bacterial infection common 
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Eczema Herpeticum: Work-up and treatment

• Ophthalmology consultation if near eye

• Admission for observation, management 
of fluid and electrolyte status

• HSV PCR or viral culture, bacterial culture 

• Systemic acyclovir for 7-10 days

• Antibiotics for secondary bacterial 
infection

• Treat the underlying atopic dermatitis!
• Bland emollients
• Topical steroids
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Impetigo vs. eczema herpeticumOHSU 
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Eczema coxsackium; bullous impetigo
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Case 4
• 15 YO Male, vaccinations UTD

• History VUR and double ureter, not 
on antibiotics

• Sore throat, fever (101F), poor PO 
intake, dysuria, oral and genital 
lesions

• Scant skin lesions (<5% BSA)

• HSV PCR neg

• Treated with Valacyclovir x 7 days

• Other med exposures: oxycodone, 
ibuprofen, acetaminophen
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Reactive Infectious Mucositis (RIME)

• Formerly “Mycoplasma-Induced Rash and Mucositis” (MIRM)

• Young, mean age 11.9 

• 66% male

• Prodromal sx: cough, malaise, fever, preceding by ~1 week

• Skin: acral or extremity distribution most common (46%), 
generalized (31%), and truncal (23%)

• Oral lesions (94%): isolated erosions, ulcers, vesiculobullous 
lesions, significant denudation

• Ocular involvement (82%)

• Urogenital lesions (36%)
Canavan, et al. J Am Acad Dermatol. 2015.
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Reactive Infectious Mucositis (RIME)
• Eruptions are diverse

–Mucositis alone 
– Prominent mucositis with sparse cutaneous involvement (most common)
–Mucositis with moderate skin involvement (least common)

• Characterized as vesiculobullous, targetoid, atypical targets, or macules

• M. pneumoniae is a common cause (“MIRM”)

Canavan, et al. J Am Acad Dermatol. 2015.
Ramien. Clinical and Experimental Derm. 2021
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Reactive Infectious Mucositis (RIME)

• Pathophysiology

• Unclear

• Immune complex deposition 
and complement activation?

• Molecular mimicry?

• Genetic susceptibility suggested

• Work-up
• Mycoplasma PCR or culture

• HSV PCR

• Respiratory virus panel

Canavan, et al. J Am Acad Dermatol. 2015.
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Reactive Infectious Mucositis (RIME)
• Treatment

• No evidence-based guidelines
• Systemic immunosuppression (steroids)
• Antibiotics (macrolides or doxycycline)

• Supportive care
• Analgesics, fluids, nutrition
• Consultations: ophthalmology, urology

• Outcome
• Full recovery 81%
• Post-inflammatory pigmentation changes 6%
• Mucosal complications 10%
• Recurrence 8%

Canavan, et al. J Am Acad Dermatol. 2015.
Vujic, et al. JEADV. 2015.  
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Case 5

• 13-month healthy male

• Hand, foot and mouth 3 weeks prior

• 4 days fever (103 F), diarrhea, and 
rash, diagnosed with RIME

• Transferred from OSH for worsening 
skin blistering

• Medications include acetaminophen 
prior to onset, azithromycin at OSH
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Case 5
• Exam: 

• Fussy, tachycardic, tachypneic

• Extensive red-brown macules and patches

• Overlying vesicles and large flaccid bullae 

• Lips with crusting and vesicles

• Urethral meatus, glans penis and scrotum with 
erythema, crusting, superficial erosions

• Labs:
• HSV, enterovirus PCR neg

• Respiratory viral panel negative

• Na 130, K 4.6, Cl 94, Co2 18 (gap 18) BUN 8, 
total protein 5.1, albumin 2.6, alk phos 826, 
ALT 264, AST 210, WBC 5.6, Hb 14.1, plt 239
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Stevens Johnson Syndrome/Toxic Epidermal 
Necrolysis
• Almost all cases due to medication

• 1-3 weeks after starting medication (can be 
later)

• Immune-mediated, life-threatening 
inflammatory blistering

• Two mucosal surfaces + cutaneous blistering

• SJS = < 10% BSA detachment

• TEN = > 30% BSA detachment

• Erythematous, dusky red or purpuric macules 
coalescing → gray hue → necrotic epidermis 
detaches = blisters (flaccid) and denudation
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Stevens Johnson Syndrome/Toxic Epidermal 
Necrolysis
• Skin and mucosal pain
• Erythema and erosions of buccal, ocular, genitourinary, and anal mucosae
• Respiratory and GI epithelium can be involved
• Systemic: fever, lymphadenopathy, hepatitis and cytopenias

• Mortality up to 35% adults and children

• As BSA increases, risk of electrolyte loss “Score of Toxic Epidermal 
Necrosis” (SCORTEN) created 2000 to predict outcome (adults)

• ~17-50% SJS/TEN patients are children

• Known risk factors for mortality:
• History of malignancy and/or stem cell transplant
• Body surface area
• Abnormal labs

OHSU 
CPD



Stevens Johnson Syndrome/Toxic Epidermal 
Necrolysis
Treatment:
• Discontinue medication ASAP and avoid 

forever
• No gold standard 
• Decision between supportive care and 

immunosuppression challenging
• Supportive care (usually ICU or burn 

center)
• Wound care, fluids, nutrition, 

infection control, consultants
• Immunsuppression

• IVIG +/- steroids, cyclosporine, 
infliximab, etanercept, JAK-I
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Case 5

• Transferred to PICU 

• Received single dose of etanercept 0.8 mg/kg

• Skin stabilized

• 1 week later, developed bloody diarrhea

• Gastrointestinal SJS/TEN, hospitalized 36 days
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Case 6

• Previously healthy 15-year-old 
female 

• Started isoniazid 4 weeks prior for 
latent TB after routine PPD +

• Rash, facial edema, fever (39 C), 
lymphadenopathy, arthralgias, and 
abdominal pain

• Admitted to the ICU in fulminant 
hepatic failure
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Drug Induced Hypersensitivity Syndrome
• Formerly called Drug Rash with 

Eosinophilia and Systemic Symptoms 
(DRESS)

• Adverse drug reaction
– Antiepileptics, allopurinol, 

sulfonamides, antibiotics
–Onset 2-6 weeks following drug

• Rare, can be life threatening
• Features:

–Multi-organ involvement
– Lymphocyte activation

• Lymph node enlargement, lymphocytosis 
(atypical)

– Eosinophilia
Kardaun, et al. BJD. 2013. 
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Cacoub, et al. Am J Med. 2011
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Drug Induced Hypersensitivity Syndrome
• Management:

• Immediate withdrawal of offending drug
• Lab work-up: CBC, CMP, CPK, LDH, ferritin, TSH PCR for HHV6 and7, CMV, EBV, others 

depending on risks factors and presenting sx
• Supportive care
• Start prednisone 1 mg/kg/day, topical steroids

• Most complete recovery
• Estimated mortality: 10%, hepatic necrosis is most common cause of 

death, in kids seems lower at 3-5%
• Children recover more quickly and completely
• Poor prognostic indicators: 

– AEC >6000, thrombocytopenia, pancytopenia, hx renal insufficiency, multi-organ involvement, 
multiple underlying diseases

• Poor outcomes: 
– Tachycardia, leukocytosis, tachypnea, coagulopathy, GI bleeding, SIRS
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Case 7

• 4 week old

• Full term

• Several scattered vascular papules on 
scalp, trunk and extremities

• Otherwise healthy
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Infantile Hemangiomas

• Most common vascular tumor in infancy
• Affect 3-5% children

• Increased incidence: 
• Caucasians

• Females

• Premature infants

• Multiple gestation

• Majority sporadic, some with family history

• Characteristic growth pattern
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Infantile Hemangiomas

• May have faint pink patch/telangiectasias at birth

• Rapid proliferation starts in first weeks of life, maximizes between 5-8 
weeks of age

• 80% of growth occurs within 3 months

• Most hemangiomas fully formed by 5 months of age

(Large and deep hemangiomas grow longer)

• Mean age of presentation to a dermatologist is too late

• Interventions are substantially less effective after 3 months of age

• Ideal referral age = 4 weeks
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Infantile Hemangiomas

• IH involute at rate of 10% per year
• 30% involuted at 3 years

• 50% involuted at 5 years

• Some with normal-appearing skin

• Many with
• Residual telangiectasia

• Fibrofatty tissue

• Scarring

• Atrophy
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AAP Referral RecommendationsOHSU 
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Infantile Hemangiomas

• Retrospective review

• Enrolled ~500 infants

• Referral time for high-risk lesions decreased from 11.9 weeks to 9.5 
weeks of age
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Return to Case 7

• Presented to dermatology 9/18, 4 weeks of age

• US 9/19:OHSU 
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Other Infantile hemangioma urgencies

• Segmental IH, beard distribution
• Risk of airway involvement

• Croup-like cough, hoarseness, stridor
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PHACE Syndrome

• Segment one = highest risk of PHACE

• Posterior fossa malformations

• Hemangiomas

• Arterial anomalies

• Cardiac abnormalities/coarctation of the aorta

• Eye abnormalities

• Refer to pediatric dermatology
• ECHO
• Brain and neck MRI/MRA
• Ophthalmology examination
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Lumbosacral hemangioma

• Lumbosacral hemangiomas, early US spine (by 12 weeks)

• Tethered cord or other spinal dysraphism
• Not thoracic or cervical spine OHSU 
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Hemangioma urgencies and referrals

• If you are not sure, please refer!

• Multiple hemangiomas (5 or greater), early US liver (~4 weeks)

• Lumbosacral hemangiomas, early US spine (by 12 weeks) 

• Beard distribution, segmental hemangiomas of head and neck and 
diaper area
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Summary

1. Increased concern for rash +:
• Mucosal involvement (oral, ocular, genital)
• Blistering
• Fever
• Medication exposure

2. Drug-induced reactive mucositis has a more severe course and 
worse prognosis

3. Refer high-risk infantile hemangiomas early

Questions?
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