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Abstract
Background: Recurrent palmoplantar dermatitis is a a subtype of chronic 
hand eczema, presenting with deep-seated palmoplantar vesicles or 
bullae. Although demographics of recurrent palmoplantar dermatitis in 
the pediatric age group is obscure, the disorder was found to commonly 
affect children. Moreover, no standardized global diagnostic and treatment 
guidelines have been established yet. 

Case presentation: In this case report, we present a 5-year-old male 
patient, known case of nummular dermatitis, presenting with severe 
palmoplantar bullae and fever. 

Conclusions: To date, this is the first case presentation demonstrating 
a possible viral trigger in pediatric recurrent palmoplantar dermatitis. 
Further large-scale studies can potentially prove such etiology.
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Introduction
Recurrent Vesicular Palmoplantar Dermatitis (RVPD), previously known 

as dyshidrotic eczema (DE) or pompholyx [1,2], is a disorder categorized 
as a subtype of chronic hand eczema (CHE) [3]. Although demographics of 
RVPD in children is obscure [1,2,3], more than 1 in 20 children are affected by 
pediatric CHE (P-CHE) in the United States and Canada [3]. RVPD typically 
presents with symmetrical deep-seated vesicles or bullae on the lateral fingers, 
palms, or soles [1,2, 4, 5], usually preceded by itching or paresthesia [2,5]. 
First described by Fox as a disorder of sweat dysfunction [1], etiology remains 
mostly idiopathic [1,2,5]. Triggers include hyperhidrosis, dermatophytosis, 
and contact allergens [1, 2,5]. More importantly, most P-CHE and RVPD 
were associated with atopic dermatitis (AD) [3,4,5]. RVPD is a clinical 
diagnosis [1], and histopathology may confirm the disease [2, 4]. Mycological 
exam, patch testing, and immunofluorescence can rule out other differential 
diagnoses [1,2,3,6]. RVPD is generally successful to treatment, with treatment 
options ranging from topical corticosteroids to systemic therapies [3-5]. 

Because there is no established consensus on RVPD in children [1,2,3], 
this case aims to demonstrate a possible viral trigger. To date, this is the first 
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case presentation demonstrating RVPD presenting with tense 
bullae in a febrile, 5-year-old child with nummular dermatitis.

Case Presentation
A 5- year-old male, known case of nummular dermatitis, 

was admitted with fever and tender palmoplantar blisters, 
which were preceded by erythema and pruritus (Figure 1). On 
examination, the patient had a fever, measuring 38.6 degrees 
Celsius, tense palmoplantar bullae, and eczematous discoid 
patches on the extremities. Routine blood investigations were 
normal apart from a high eosinophil absolute count of 1.03 
x10 9/l and high erythrocyte sedimentation rate (ESR) of 
56. Bullous pemphigoid (BP) 180 and 230 immunoglobulin 
(Ig) G antibodies were negative. Ig A, E, D, G, and M were 
normal. Throat swab, urine culture, and serology for Coxackie 
and Enterovirus were normal. Skin biopsy confirmed RVPD 
(Figure 3 A & B). Sections demonstrated subepidermal 
bulla filled with scant mixed inflammatory cells, with the 
roof showing squamous epithelium exhibiting parakeratosis, 
patchy loss of granular layer and rare dyskeratotic cells. 
Periodic acid-Schiff (PAS) histochemical stain did not show 
fungus, and immunofluorescence studies for IgA, IgG, IgM, 
C1q, C3 and fibrinogen were all negative. No basement 
membrane or inter-cellular staining was noted. 

The patient was initiated on a mixture of Betamethasone 
Dipropionate and Fusidic acid cream, which resolved the 
lesions completely within two weeks (Figure 2).

Discussion
Since there is no established consensus on RVPD 

in pediatric patients, and data on clinical phenotype, 
epidemiology and management guidelines remain variable 
[1,2,3], this case serves an opportunity to clarify that RVPD 
may be triggered by a virus. Self-limited or recurrent severe 
eruption of symmetrical palmoplantar bullae on non-
erythematous base differentiated RVPD from dyshidrosiform 
eruptions, such as contact dermatitis, dermatophytosis, and 
drug eruptions [1, 2, 3, 5]. Moreover, the atopic status of our 
patient predisposed him to have RVPD, defined by his discoid 
eczematous patches. Hence, establishing atopic stigmas, such 
as eczematide-like patches, atopic family history, elevated 
serum IgE level or eosinophilia are clues to diagnosing 
RVPD, which according to a recent cross-sectional study, 
was associated with atopic dermatitis in 77.8% of patients 
[1].

Although Coxackie and Enterovirus viral serology were 
normal, RVPD could have been possibly triggered by a 
virus as confirmed by the high eosinophil count and high 
ESR. Furthermore, mycological exam and patch testing 
may be necessary to exclude dermatophytosis and contact 
allergy, respectively [2,3,5]. Because localized dyshidrotic 
bullous pemphigoid (BP) also presents with palmoplantar 
vesiculobullous lesions, direct immunofluorescence is 
necessary. Linear deposition of IgG at the dermo-epidermal 
junction is consistent with dyshidrotic BP [6].

Topical corticosteroids (TCS) remain the first line 
management for mild to moderate RVPD, and short course 
of oral prednisolone may be necessary [3,5]. Dupilumab 
yields complete clearance within four to six weeks in 
refractory RVPD [3,4]. Studies demonstrated successful 
outcomes with combination of Botulinum Toxin-A and TCS 
[5]. Alitretinoin and cyclosporine were discouraged due to 
premature epiphyseal closure and hypertension, respectively 
[3]. Complete remission was achieved with oral psoralen 
plus ultraviolet-A radiation (PUVA) as opposed to other 
radiotherapy modalities [5].

Figure 1: Symmetrical palmar bullae on non-erythematous base

Figure 2: Resolution of bullae

Figure 3 A & B: Skin biopsy shows subepidermal bulla with 
hyperkeratosis and parakeratosis [arrow], dyskeratosis (circle) 
and absent granular layer. (Hematoxylin & Eosin stain, A: x20 
magnification, B: x200 magnification).
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Conclusion
Despite no standardized phenotype, diagnosis, and 

management guidelines have been established [1,2,3], this 
case highlights the possibility of a viral trigger in RVPD. 
Atopy is highly associated with RVPD and can serve as a 
diagnostic clue when distinguishing RVPD.
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