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Pityriasi rubra pilaris-like

\r

TasLE 2: Dermatological manifestation secondary to nutritional deficiencies.

Crusty-erythematous-squamous dermatitis localized to periorificial regions, genitals and flexures,

Zinc deficiency associated with diffuse alopecia, stomatitis, balanitis, vulvar, and proctitis
[ron deficiency Atrophy and dryness, itching, hair loss, atrophic glossitis, angular stomatitis, and koilonychia
Vitamin A deficiency Pytiriasis rubra pilaris-like

Vitamin B12 and folic acid deficiency ~ Angular stomatitis, glossitis, and oral mucosa ulcers, hyperpigmentation
Vitamin PP deficiency Pellagra




Anamnesi patologica

Ricovero presso altra Struttura a 58 giorni di vita per scarso accrescimento
e dermatite.

Nel sospetto di dermatite atopica, esequita terapia steroidea per os con
miglioramento lesioni dermatite e accrescimento ponderale.

- 6B 20.810

- PTL 764.000

- 6R 2.890.000 ; Hb 8.5 g/dl
- Peso corporeo: 3512 grammi (<3°percentile)
- Lunghezza: 56 cm (3°percentile)

- Colorito pallido

- Dermatite diffusa a volto, collo, podice e arti









Decorso

1° GIORNO (INGRESSO):

Hb 8 g/dl (10-13) > anemia
GB 14.680
PCR < 3 mg/dI

2° GIORNO:

Hb 7 g/dl |

GB 11.500 |

Albumina 28 g/l (38-54) > insieme allo scarso accrescimento evidenzia
stato di malassorbimento intestinale

Nel pomeriggio eseguito emocromo urgente > Hb 5.5 g/dl |

-Eseguiti Rx torace,Ecografia addome,Ecografia Transfontanellare: negativi

-Effettuata trasfusione con Globuli Rossi Concentrati



Decorso

1° GIORNO (INGRESSQ

Hb 8 g/dl (10-13) v DERMATITE
6B 14.680

PCR < 3 mg/dI
v SCARSO ACCRESCIMENTO

2° GIORNO:
v ANEMIA
Hb 7 g/dl |
GB 11.500 |
Albumina 28 g/I v IPOALBUMINEMIA o evidenzia
Nel pomerigg

-Eseguiti Rx torace,Ecografia addome,Ecografia Transfontanellare: negativi

-Effettuata trasfusione con Globuli Rossi Concentrati



Decorso

11° GIORNO:
e et
Steatocrito: 27 - 28 % (V.N.< 6 %) :__) Iniziata terapia con

Chimotripsina fecale: 1 U/g (V.N.> 5 U/g)! ENZIMI PANCREATICI
|

- INIZIA PROGRESSIVO MIGLIORAMENTO DEL QUADRO
CLINICO-LABORATORISTICO

- GRADUALE MIGLIORAMENTO DELLA DERMATITE
PRECEDUTO DA ESTESA DESQUAMAZIONE



Decorso

15°GIORNO:

:Indagini genetiche per Fibrosi Cistica: :
| ESITO POSITIVO PER OMOZIGOSI MUTAZIONE AF 508 |
|

Dopo aver comunicato il risultato ai genitori, Chiara viene trasferita
presso il Centro di Fibrosi Cistica dellOCM di Verona.

A 2 MESI DALLA DIAGNOST:

- Peso corporeo: 5900 grammi (25° percentile)
- Risoluzione completa della dermatite

- Parametri ematochimici stabili

Seguita regolarmente dal Centro di Fibrosi Cistica



ACRODERMATITE ENTEROPATICA
Deficit congenito di Zinco

Perafan-Riveroa C et al. Acrodermatitis Enteropathica: Case Report and Review of the Literature.
Pediatric Dermatology 2002 ,Vol. 19 N°5:426-431

Malattia rara, a trasmissione autosomica recessiva, dovuta a incapacita di
assorbire sufficienti quantita di zinco dalla dieta.

Manifestazioni cliniche:

- lesioni cutanee prevalentemente a livello regioni acrali e periorifiziali
- lesioni ungueali

- alopecia

- diarrea

- ritardo di crescita

- infezioni secondarie.



ACRODERMATITE ENTEROPATICA
Diagnosi Differenziale

Cause secondarie di deficit di Zinco:

* Malnutrizione (nutrizione parenterale, anoressia, diete)

« Malassorbimento (malattie infiammatorie croniche, sindrome intestino corto,
celiachia, Fibresi Cistica)

« Aumentato metabolismo o escrezione di zinco (alcolismo, anemia falciforme,
stress, ustioni estese)

Altre malattie associate a “"Acrodermatitis enterophatica-like dermatitis”:
* Malattie metaboliche (fenilchetonuria, leucinosi, malattia di Hurtnup...),
« Pellagra

« Dermatite necrotizzante acrale da HCV

* Glucagonoma



RIMeL / 1JLaM 2007 3 45
Malattie autoimmuni nei primi anni di vita:
dai sintomi alla diagnosi di laboratorio
R. Tozzoli?, R. Perini®
Tabella L. Epidemiologia delle malattie autoimmum pediatriche.

Patologia Prevalenza (x 100.000)

Media Range
Tiroidite autoimmune 1.300 300-3.000
Malattia celiaca 1.000 500-1.300
Artrite idiopatica giovanile 200 10-400
Diabete di tipo 1 190 20-500
Malattie reumatiche autormmum (LES, DM, 5S¢, S5) 170 90-300
Rettocolite ulcerosa 150 100-200
Morbo di Crohn 70 30-100
Morbo di Graves 45 10-100
Epatite autoimmune 15 10-20
Morbo di Addison 8 4-10
Vasculit ANCA-associate i 3-10
Malattia di Werlhof 5 3-10
Altre 100 50-300
Totale 3.300 1.130-6.250




Mattia € un ragazzo di 11 anni, con diagnosi di Malattia di
Crohn nel 2009 (localizzazione colica e duodenale), posto
inizialmente in terapia con mesalazina con beneficio.
Nell'estate del 2011 riacutizzazione della sinfomatologia
intestinale, alla rivalutazione endoscopica interessamento
ileale e a livello di colon sx, sigma, retto. Esegue ciclo di
terapia cortisonica e intraprende terapia con azatioprina.
Benessere fino a giugno 2013 quando compare iperemia
cutanea in regione sovrapubica (cute iperemica, rilevata,
di consistenza aumentata), non responsiva a ripetute

terapie antibiotiche nel sospetto iniziale di cellulite.






Esegue quindi biopsia cutanea ("dermatite superficiale e profonda
con componente granulomatosa”) compatibile con manifestazione
cutanea correlabile alla malattia di Crohn.

Inizia terapia con Infliximab 5 mg /kg (schema 0,2,6 settimane e
poi ogni 8 settimane) ad agosto 2013, sospende azatioprina. Netto
miglioramento della sinfomatologia intestinale con regolarizzazione
dell'alvo gia dopo la prima infusione. Riduzione dell'edema e
dell'iperemia cutanea ipogastrica.

Remissione clinica intestinale e cutanea fino a inizio 2014; da marzo
comparsa di episodi ricorrenti di edema penieno a risoluzione
talvolta spontanea, talvolta dopo terapia steroidea locale. Per
episodio di importante edema penieno effettua ciclo di terapia
steroidea per os ad aprile 2014 ed incrementa la terapia con
Infliximab passando a dosaggio 10 mg/kg



Review Article

Celiac Disease and Dermatologic Manifestations:
Many Skin Clue to Unfold Gluten-Sensitive Enteropathy

r

Gastroenterology Researzh and Practice
Marzia Caproni,‘ Veronica BOIlCiOlil]i,l Volume 2012, Article ID 952753, 12 pages

.y . 5 doi:10.1155/2012/952753
Emiliano Antiga,"? and Paolo Fabbri!

TaBLE 1: Skin diseases associated with CD (adapted from Humbert et al. [3].

Proved Improvement in skin disease by gluten free-diet Fortuitous association
association  or/and presence of serologic markers in several data (sporadic cases reports)
IgA linear dermatosis
: - : Dermatomyositis
Autoimmune Dermatitis Alopecia areata romy
: : : - Vitiligo
diseases herpetiformis Cutaneous vasculitis
Lupus erythematosus
Lichen sclerosous
- Urticaria : :
Allergic diseases - - Prurigo nodularis
Atopic dermatitis
Palmoplantar pustolosis
Inflammatory — joprantat pstoio
: Psoriasis Pytiriasis rubra pilaris
diseases

Erythroderma

Necrolytic migratory erythema
Cutaneous amyloidosis

Annular erythema
Oral mucosa -
. : " Partial lipodystrophy
Chronic ulcerative stomatitis : : :
Generalized acquired cutis laxa
Ichthyosis

Transverse leukonychia




the cutaneous manifestation of gluten-dependent enteropa-
thy. DH, initially described by Louis Duhring in 1983 [4], is
considered an autoimmune skin disease with an estimated
prevalence range from 1,2 to 39,2 per 100.000 and an incid-
ence range of 0,4 to 2,6 per 100.000 per year with geograph-
ical variability. Males have a higher prevalence of DH [5]. In
fact, most population-based studies to date have found male-
to-female ratios ranging from 1,5: 1 to 2: 1 [6]. Interestingly,
the opposite has been shown about gender prevalence of CD,
with female-to-male ratios ranging from 2:1 to 4:1. The
time of onset of the disease is variable. Cases of childhood
DH are currently more often reported than in the past, but
the average age at presentation varies from 30 to 40 years

old [7, 8]. A recent epidemiological study conducted by
' BT




The rash of dermatitis
herpetiformis often appears on the
knees, elbows, forearms or buttocks.
The bumps or blisters are itchy.










Actas Dermosifiliogr. 2014;105(6):546-557

Cutaneous Manifestations in Children with Diabetes
Mellitus and Obesity™

E. Baselga Torres,*™* M. Torres-Pradilla®®

Skin Changes Caused by Skin Conditions Associated Skin Changes Associated Complications of Insulin
Diabetes with Diabetes with Insulin Resistance Therapy
Xerosis Granuloma annulare Acanthosis nigricans Localized rash
Keratosis pilaris Necrobiosis lipoidica Fibroepithelial polyps or Lipohypertrophy
Rubeosis faciei Diabetic dermopathy acrochorda Scarring
Limitation of joint Associated with Obesity Blisters
mobility autoimmune diseases: Hirsutism
Infections: a. Hypothyroidism Acne

a. Fungal b. Hyperthyroidism Seborrhea

b. Bacterial c. Celiac disease
Microangiopathy and d. Addison disease

neuropathy

e. Vitiligo




Table 2—Distribution of cutaneous lesions in 212 young type 1 diabetic patients and 196 age-
and sex-matched control subjects

The Prevalence of Cutaneous

Manifestations in IDDM Patients and Patients Control subjects
o o L
Their Association With Diabetes Risk P R
H - o Male/ Male/
Factors and Microvascular Complications A
_ — Skin manifestations associated with diabetes
DiaBeTES CARE, VOLUME 30, NUMBER 8, Aucust 2007 Xerosis (acquired ichthyosis) 47(222)* 2423 6(3) 3/3
Diabetic hand 5(2.3)t 5/0 0(0) 0
Rubeosis 15(7.1) 6/9 0(0) 0
Necrobiosis lipoidica 5(2.3) 1/4 0 (0) 0
Infections
Fungal 10 (4.7) 3/7 3(1.5)% 3/0
Tinea pedis 4(1.9) 2/2 1(0.5) 1/0
Table 1—Characteristics of the study group Onychomycosis 2(09) 2/0 0(0) 0/0
of 238 IDDM patients Candidosis 4(1.9) 173 0(0) 0/0
Viral warts 8 (3.7 4/4 4(2) 2/2
Bacterial 7(3.3)8 5/2 2(1) 0/2
Age (years) 235+ 7.6(12-44) Impetigo 3(1.4) 172 1(0.5) 0/1
Age at IDDM onset (years) ~ 10.6525.1 Folliculitis 3(14) 21 1(05) 0/1
MW 117121 Skin reactions to insulin therapy
Duration of diabetes 1322.5(5-37) Lipohypertrophy 4(1.8) 22 0(0) 0/0
{years) Lipoatrophy 2(0.9) 0/2 0 (0) 0/0
Complications of diabetes Other skin disorders
Nephropathy 55 Keratosis pilaris 27 (11.7)* 1314 3(15 3/0
Chicase contiol Pityriasis versicolor 2(0.8) 2/0 5(2.5) 4/1
Cumulative HbA, 1132 Cafe—au—llall macules 6 L.Z“?} 4!2 0 EO) 0/0
. Halo nevi 4(1.7) 22 0 (0) 0/0
nsulin dosage 0.83£02 Eczema 8(35) ¥ 2D 11
(U - kg™! - day™) Atopic dermatitis 1(0.4) 10 1(05) 1/0
Data are means + 5D (range) or n. Psoriasis 2(0.9) 71 000 0/0
Vitiligo 1(0.4) 1/0 2(1) 2/0
Alopecia areata 2(0.9) 2/0 00 0/0
Seborrheic dermatitis 6(2.6) 3/3 7(3.5) 5/2
Striae dystensae 3(13) 03 0(0) 0/0
Dermatitis herpetiformis/gluten 1(0.4) 0/1 0(0) 0/0
enteropathy

Purpuric dermatosis 1(0.4) 1/0 0(0) 0/0
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Brief report

Granuloma annulare as first clinical manifestation
of diabetes mellitus in children: A case report

Lucia Spicuzza, Stefania Salafia, Antonino Capizzi, Giovanna Vitaliti,
Novella Rotolo, Salvatore Leonardi °, Mario La Rosa

Department of Pediatrics, University of Catania, Italy

Granuloma annulare (GA) is a skin manifestation of unknown
etiology, presenting as nodular lesions, unique or multiple,
with variable dimensions, histologically characterised by a
granuloma with a central focus of necrosis or necrobiosis.
Clinically GA appears as a painless, enlarging, firm subcuta-
neous mass commonly localized on the dorsal surface of the
fingers, hands, head, ankles and buttocks. This skin manifes-
tation has been widely described in adults in association with
a number of systemic diseases such as viral and bacterial
infections, type 1 diabetes mellitus (T1DM), rheumatoid
arthritis, sarcoidosis and autoimmune thyroiditis [1]. However
the incidence of GA in childhood is low and its relationship
with systemic disorders remains unclear [2].




The New England
Journal of Medicine

ECopyrighy, 1976, by te Massachusens Medscal Sociery

Jolume 294 APRIL 1, 1976 Mumb

THE SYNDROMES OF INSULIN RESISTANCE AND ACANTHOSIS NIGRICANS
Insulin-Receptor Disorders in Man

C. Rovato Kamx, M.D,, Jereney S. Fues, M.D., Rosert S. Bag, M.D.,
JuaraTa h Arcuer, M.D., P:m.ur Gorpexn, M.D., Marcows M. Marmin, M.D.,
anD Jesse Roti, M. D

A\bstract In six patients with acanthosis nigricans  insulinemia. The clinical featuras shared by

rariable degrees of glucose intolerance, hypearinsu-
inemia and marked resistance to exogenous insulin
vare found. Studies of insulin receptors on ciroulat-
ng monocytes suggest that the insulin resistance in
hese patients was due to a marked decrease in Insu-
in binding to its membrane receptors. When these
atients were lasted, there was a fall in plasma insu-
in but no increase in insulin binding, suggesting that
he receptor defect was not secondary to the hyper-

NSULIN resistance, an uncommon complication of dia-

betes mellitus,” can almost always be ascribed to the de-
elopment of anti-insulin antibodies, to an intercurrent in-
ection, or to development of another endocrine disorder,
nsulin resistance also occurs in many patients with obesity,
cromegaly, or Cushing’s syndrome.? Although the exact
athogenesis of the insulin resistance in such cases is un-
ertain, recent studies suggest that alterations in the inter-
ction of insulin with its membrane receptor may play a
napor part.** In addition, peripheral tissue resistance to in-
ulin action has been suggested in several patients with un-
sual forms of “diabetes, ™!

We have recently had the opportunity to study six pa-
ients with marked insulin resistance and the skin disorder,
canthosis nigricans. The common features exhibived by
hese cases, and some similar ones reported in the litera-
are suggest the existence of two elinical syndromes. In all
hese patients there is a marked decrease in insulin binding
» its receptor sites, suggesting that the insulin resistance in
his disorder is due to an alteration in the insulin-receptor
weraction. Furthermore, in one group the defect in the in-

i rrrnd ettt arvraars bm e paen e in sbrean

cases and several similar ones pravigusly rep
may be divided into two unique clinical syndra
Type A, a syndrome in younger females with sig
virllization or accelarated growth, In whom tha re
tor defect may be primary, and Type B, a synd
in older females with signs of an immunologic
ease, in whom circulating antibodies to the in
receptor are found. (N Engl J Med 294:73%
1976)

CASE SUMMARIES

A-1, & 13-year-old black girl, was the product of a full-t
complicated pregnancy and delivery, At birth she was noted ¢
# marked increase in body hair and an enlarged chtoris, At
of 12, she was found to have glycosuria on a routine urine scry
at school, The fasting blood glucose was 203 mg per decilin
ireatrment was begun with 20 units of isophane insulin susp
(NPH insulin). Over a few weeks the insulin dose was gradua
creased, with little effect on blood glucose, glycosuria or ac
ria. Plagma growth hormone and cortisel were found to be
normal limits. Chlorproparmide was given a brief trial, but
without effect. Ower the next few months the patient was gi
creasing amounts of insulin up to 48,000 U per day. During
riod of insulin therapy plasma levels of immunoreactive i
reached values as high as 43,000 gl per milliliter, and urinas
els as high as 580 1F per day. Omn these very high doses acen
disappeared, and blood glucose was reduced. Tests for insuli
body were negative, and trials of ACTH and prednisone failed
duce the patient’s insulin requirement. Insulin therapy was
discontinued in March, 1972

In Chcrober, 1972, the plllml wad relerred to the National
wites af Health. Physical examination revealed a tall, thin, ‘.
girl with a masculine habitus and coarse features who was 164
1all and weighed 53.5 kg. She had well developed breasts and.
and axillary hair. The external genitalia were normal exeept v .



INTItial Mmanirtestations and clinical course ot systemic
onset juvenile idiopathic arthritis: A ten-year
retrospective study

Hu-Yuan Tsai, Jvyh-Hong Lee, Hsin-Hui Yu, Li-Chieh Wang, Yao-Hsu Yang,
Bor-Luen Chiang™

Department of Pediatrics, National Taiwan University Hospital, Taipei, Taiwan, Republic of China
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*CRVD: central retinal vein occlusion

Figure 2 Initial manifestations of SoJIA. The most common
presentations were fever (100%), arthritis (89.3%), and skin
rash (67.9%).



Systemic-onset juvenile idiopathic arthritis (Still's disease)

An exanthem is present in up o 90% of patients with the acute febrile presentation
of SoJIA, and it is often preceded or accompanied by arthralgias predating joint
involvement by several years.

The eruption is typically transient, non-pruritic and erythematous, and it coincides
with fevers. There is a predilection for the axillae and waist, and linear lesions
secondary to the Koebner phenomenon are often observed.

Other less common cutaneous features include persistent plaques (which also may be
linear) and periorbital edema and erythema.


https://www.inkling.com/read/dermatology-bolognia-jorizzo-schaffer-3rd/chapter-45/figure-45-2

A COMPARATIVE STUDY OF SUBCUTANEOUS NODULES IN
RHEUMATIC FEVER AND RHEUMATOID ARTHRITIS*}

By M. H. DAWSON, M.D.

(From the Department of Medicine of the College of Physicians and Surgeons,
Columbia University, and the Arthritis Clinic of the Presbyterian Hospital,}
New York)

Rheumalic Fever

Frequency.—Various authors state that the
frequency of nodules in rheumatic fever
varies between 10 per cent and 25-50
per cent.

Sttuation.—In a series of 73 cases Findlay
gives the distribution of nodules as fol-
lows:

Elbows................ ... 56
Knees.........oovvvenvnn. 37
Ankles. .................... 16
Occiput.................... 16
Knuckles. ................. 14
Spine of vertebrae.......... 4
Spine of scapulae........... 3

Rheumatoid Arthritis

Frequency.—In the Arthritis Clinic of the
Presbyterian Hospital, 245 patients
suffering from rheumatoid arthritis have
been examined for the presence of
nodules. They were found in 66
patients, an incidence of 25 per cent.

Situation.—The nodules in rheumatoid
arthritis occur in the same situations as
those observed in rheumatic fever, ex-
cept that they show a relatively greater
predilection for the region of the elbows.

The distribution in 66 cases was as
follows:

Elbows........ooovevion... 60
Knees..................... 8
Ankles..................... 6
Occiput....ooovvvvununnanas 2
Knuckles.................. 6

Spine of vertebrae (sacral
b ==+ 10) 1) [ 3



Noduli sottocutanei del ginocchio e del gomito

Noduli sottocutanei del dorso



Annals of the

RHEUMATIC
DISEASES

Differential diagnosis in patients with subcutaneous nodules

Features RA associated rheumatoid  Rheumatoid nodulosts Rheumatic fever nodules  Bemign rheumatord nodules — Granuloma annulare
nodules
Localisation Extensor sites Extensor sites or any other  Extensor sites, also over Extensor sites, pretibial,  Extensor site or any other site
site the processus spinosi  feet, scalp
of vertebrae

Depth Subcutaneous Subcutaneous Subcutaneous Subcutaneous Intradermal (subcutaneous)
Pathology Central necrosis, palisading Central necrosis, palisading Central necrosis, little ~ Central necrosis, palisading Central necrosis, palisading

mononuclear cells, mononuclear cells, histiocytic/lymphocytic - mononuclear cells, histiocytes

perivascular lymphocytic  perivascular lymphocytic  infiltration perivascular lymphocytic

infiltrations infiltration infiltrates
Age of onset Adult Adult Children Children Children, young adults
Persistence Chronic Chronic Limited Limited Unpredictable
Rheumatoid factor Present Present Absent Absent Absent
Concomitant joint  Yes None (may precede Yes None None

disease polyarthritis)

Bone erosions  Present Sometimes present Absent Absent Absent




N

Group A Streptococcal Infections. Rheumatic
fever nodules over the extensor surface of the
elbow in a 10-year-old white female. These
pea-sized subcutaneous nodules are firm, non-
tender, and occur most commonly

A

Subcutaneous nodules of acute rheumatic
fever are seen in this 8-year-old girl. Three
painless nodules on the ventral surface of the
wrist were noted after ...



A Child with Interstitial Granulomatous

Dk Do VL1 No. 6 77 Dermatitis and Juvenile Idiopathic Arthritis

Abstract: We describe a case of interstitial gran-
ulomatous dermatitis (IGD) with juvenile idiopathic
arthritis (JIA) in an 11-year-old girl. She complained of
erythematous plaques on her thighs and polyarthritis
for 1 year. Histopathologic examination revealed the
features of IGD. This case indicates that IGD with
arthritis can occur in children and should be consid-
ered in the differential diagnosis of cutaneous lesions
associated with arthritis in children.

Interstitial granulomatous dermatitis (IGD) is a rare
skin disease characterized by erythematous plaques,
papules, and nodules. Ackerman first described it in
1993, and approximately 65 cases have been reported
(1). Histopathologically IGD reveals an infiltration of
the reticular dermis by interstitial histiocytes with
areas of collagen degeneration (2). Here we report a




Panel: Diagnosis of ARF***S

Jones criteria (1992)***

Two major or one major and two minor manifestations must be present, plus evidence of

antecedent group A streptococcus infection

Chorea and indolent carditis do not require evidence of antecedent group A streptococcus

infection

Recurrent episode requires only one major or several minor manifestations, plus evidence

of antecedent group A streptococcus infection

Major manifestations Eritema marginatum
Carditis

Polyarthritis

Chorea

Erythema marginatum

Subcutaneous nodules

Minor manifestations

Arthralgia

Fever

Raised erythrocyte sedimentation rate or C-reactive protein concentrations
Prolonged PR interval on electrocardiogram




Clinical characteristics and cardiac outcome of acute
rheumatic fever in Italy in the last 13 years

A. Grassi!, V. Fesslova’, V. Carnelli', E. Boati', L. Dell'’Era’, P. Salice?,
M. Bardare!, E. Corona’

Clinical and Experimental Rheumatology 2009; 27: 366-372.

Table I. Prevalence of Jones major criteria in 135 ARF patients.

Total All patients Group 1 (107 pts) Group 2 (28 pts)
no. % 1no. % no. %
Carditis 102 75.6 81 75.7 21 75
Arthritis 71 52.6 71 66.4 0 0
Chorea 29 215 10 7.5 19 67.9
Erythema marginatum 8 5.9 8 7.5 0 0

Subcutaneous nodules 1 0.7 1 09 0 0



Erythema marginatum (one type of annular erythema) — This is a characteristic
skin rash that occurs in about 10% of first attacks of ARF in children; it is very rare
in adults. The rash can be difficult to detect in dark-skinned people. When present,
it is found on the trunk and upper arms and legs, but almost never on the face.
The rash appears as pink or red macules (flat spots) or papules (small lumps),
which spread outwards in a circular shape. As the lesions advance, the edges
become raised and red, and the centre clears. The lesions are not itchy or painful,
and sometimes go unnoticed by the patient.



http://www.dermnetnz.org/reactions/annular-erythema.html
http://www.dermnetnz.org/reactions/annular-erythema.html

Eritema nodoso in sarcoidosi




Incidence of vitiligo in children with Graves’
disease and Hashimoto's thyroiditis

Prindaville and Rivkees International Journal of Pediatric Endocrinology 2011, 2011:18

Results: Of the total 333 children and adolescents, 9 (2.7%) were noted to have vitiligo. Four patients (44%) had
Graves' disease and 5 patients (66%) had Hashimoto's thyroiditis. For patients with Graves' disease and vitiligo, the
average age of onset of thyroid disease was young at 4 + 0.7 years, and the diagnosis of vitiligo usually preceded
that of thyroid disease. For children with Hashimoto's thyroiditis and vitiligo, thyroid disease was diagnosed at an
average age of 1325 + 2.8 years.

Conclusion: In our population, 4.6% of children with Graves' disease and 2.0% of children with Hashimoto's
thyroiditis had vitiligo. Interestingly, when vitiligo presents with Graves' disease, it occurs in younger rather than

older children.




CASE REPORT

Autoimmune thyroid disease in anti-Ro/SS-A-positive children

with annular erythema: report of two cases

British Journal of Dermatology 2004; 150: 1005-1008.

Eritema annulare ricorrente
associato con la presenza di
anticorpi anti-Ro/ SS-A (con o
senza anticorpi anti-La / SS-B)
e stato riconosciuto come
manifestazione cutanea
caratteristica di Sindrome di
Sjogren nei bambini

Figure 1. Annular erythema on the face (patient 1).



ACOQUIRED ICHTHYOSIS IN A CHIIL.D
WITH AUTOIMIMUUNE THYROIDITIS

Abstract: Acquired ichthyosis is a rare cutaneous
disorder characterized by dry, rough skin with promi-
nent scaling, that involves symmetrically the trunk and
limbs and especially on the extensor surfaces. It ap-
Ppears most commonly in adults in association with
malignant, autoimmune, metabolic, endocrine, and
infectious diseases. We describe a child with acquired
ichthyosis in whom an autoimmune hypothyroidism
was detected: furthermore, replacement therapy with -
thyroxine resulted in complete remission of ichthyosis.

VALERIA BRAZZELLI, M.D.*

DANIELA LARIZZA, M.D.f

FRANCESCA MUZIO, M.D *

LUISA FORNARA, M.D.*

VALERIA CALCATERRA, M.D.f
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Figure 1. Patient 1: (A) hyperkeratosis and scaling on the
trunk; (B) remission of ichthyosis after replacement therapy
with L-thyroxine.




Chronic urticaria and autoimmunity: Associations found in a
Iarge population studv (J Allergy Clin Immunol 2012;129:1307-13.)

Ronit Confino-Cohen, MD,*® Gabriel Chodick, PhD,”* Varda Shalev, MD,>* Moshe Leshno, MD, PhD,” Oded Kimhi, MD
and Arnon Goldberg, MD*® Kfar Saba and Tel Aviv, Israel

TABLE . Autoimmune diseases in patients with CU and control subjects

Total population (n = 12,778 patients Female subjects (n = 8,472 patients Male subjects (n = 4,306 patients
with CU and 10,714 control subjects) with CU and 9,188 control subjects) with CU and 1,526 control subjects)

Disease OR 95% Cl P value OR 95% Cl P value OR 95% Cl Pvalue
Hypothyroidism 17338 1351222 <0005 2307  17.80-29.91 <0003 157 3331721 <0005
Hyperthyroidism 28.81 [5.40-54.25 <0005 3498  18.00-67.99 <0003 1973 272-14269 <0005
RA [3.2 1.39-23.76 <0003 19686  10.15-38.92 <0003 296 0.89-9.83 06
Type [ diabetes mellitus 1.703 4.78-12.63 <0005 12.92 6.53-25.53 <0003 24 L1547 01
Sjogren syndrome [5.17 5.54-14.54 <0005 2330 1.31-74.20 <0003 283 0352271 30
Celiac disease 26.96 6.6-110.17 <0005  57.83 19941829 <0005 390 0.50-30.27 16

SLE 14.59 4.56-46.73 <0005 2671 0.49-10990 <0003 106 0.11-10.22 96




More common associatons:
- Addison’s disease
- Alopecia areata
- Atopic dermatitis
- Atrophic gastritis
- Autoimmune thyroid disease
- Chronic urticaria
- Diabetes mellitus
V.t.l. t . d- - Halo IlE"u:l _ _
1t 190 dSd Sys emic aisedse - Hemolytic anemia (autoimmune)
- Hypoacusis
- Hypoparathvroidism
- Ichthvosis
- Lymphoma
- Melanoma
- Metabolic syndrome
- Mitochondrial myopathy, encephalopathy,
and stroke (MELAS) syndrome
- Morphea
- Multiple sclerosis
- Myasthenia grawvis
- Nail dystrophy
- Nonmelanoma skin cancer
- Ocular abnormmalities
- Pemphigus vulgans
- Pemicious anemia
- Polvendocrinopathy
- Psoriasis
- Rheumatoid arthritis
- Sarcoidosis
- Schmidt syndrome
- Systemic lupus erythematosus
- Turner syndrome
- Twenty-nail dystrophy
- Vogt—Kovanagi—Harada syndrome

Torello Lotti, MD®, Angelo Massimiliano D'Erme, MD"*




Clinical features of vitiligo associated with
comorbid autoimmune disease: A prospective
survey

Table I. Comorbid autoimmune disorders in adults and children with physician-diagnosed vitiligo

Adults (n = 2273) Children (n = 371)
Variable No. (") Rank No. (%) Rank
Comorbid autoimmune disorders 790 (34.8) - 31 (8.4) —
Hyperthyroidism/hypothyroidism 540 (23.8) 1 20 (5.4) 1
Rheumatoid arthritis 82 (3.6) 2 4(1.1) 2
Pernicious anemia 80 (3.5) 3 0 (0.0) -
Type 2 diabetes mellitus 69 (3.0) 4 1(03) 7
Alopecia areata 1(2.7) 5 3(0.8) 4
Psoriasis 59 (2.6) 6 4(1.1) 2
Chronic urticaria 46 (2.0) 7 2 (0.5) 5
Type 1 diabetes mellitus 2? (1.2) 8 1(03) 7
Lichen sclerosus et atrophicus 3 (1.0) 9 0 (0.0) -
Ulcerative colitis 19 (0.8) 10 0 (0.0) —
Celiac disease 18 (0.8) 11 2 (0.5) 5
Sjogren disease 18 (0.8) 11 0 (0.0) -
Raynaud phenomenon 16 (0.7) 13 0 (0.0) -
SLE 15 (0.7) 14 0 (0.0) -



Relevance of autoimmune thyroiditis in children and
adolescents with vitiligo

Sibel Uncu?, MD, Savas Yayhi*, MD, Sevgi Bahadir®, MD, Aysenur Okten*, MD and
Koksal Alpay*, MD

Results The mean age at onset of vitiligo was 7.26 + 4.43 years. The duration of vitiligo
was 2.26 + 2.95 years. Vulgaris-type vitiligo was the most common form in our patients
(56%), and 42% reported at least one family member with thyroid disorder, autoimmune
disease, or both. Overt hypothyroidism or hyperthyroidism were not detected. We found a
significant association between autoimmune thyroiditis and both sex and disease duration
(P =0.046 and P = 0.07, respectively), but no association between autoimmune thyroiditis
and age, age at onset of vitiligo, halo nevi, poliosis, mucosal involvement, disease activity,
or family history of vitiligo, autoimmunity, or thyroid disorders.

Conclusions Children with vitiligo show an increased incidence of autoimmune thyroiditis.
Children with vitiligo, especially girls and subjects with generalized/vulgaris-type vitiligo,
should be screened annually for thyroid function and antithyroid antibodies to assist in the
early diagnosis and therapy of autoimmune thyroiditis.






bambina che ha avuto una vasculite orticariode con
edema alle articolazioni in corso di infezione

-
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Sierologia per EBV, CMV Parvovirus,
TAS tutto negativo. Si sta aspettando
sierologie per agenti pneumotropi
anche perche lei ha sviluppato
sintomatologia respiratoria.



Segni cutanei di
Malattie sistemiche

Diego Peroni Conclusioni

1- La cute e frequentemente coinvolta nelle m.
autoimmuni

2-In alcuni casi le lesioni sono patognomoniche,
comunque spesso rappresenta una spia che indirizza
verso la diagnosi

3- in presenza di una lesione cutanea suggestiva
di m. autoimmune ricordarsi che ci troviamo di
fronte ad un possibile ventaglio di patologie che
spesso coesistono

4-opportuno un approccio multidisciplinare



