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CASE REPORT

This study is a case report of a 23-year-old woman with a of sulfamethoxazole-trimethoprim (every two months) and topical
medical condition of a difficult to control eczema, which she has mupirocin for bacterial decolonization. Patient follow-up identified
had since childhood, and a medical history of skin sepsis caused by neurological symptoms of the difficulty to walk, urgency, and uri-
Staphylococcus aureus (SA) in 2011. She presented erythematous-ex- nary incontinence.

udative plaques on the outer ear, armpits, groin, and inframamma-
ry region; flaky scalp; erythematous papules spread throughout
the trunk and limbs; in addition to nasopharyngitis and scabs on
the nostrils (Figures 1 and 2). The exams revealed an increased
erythrocyte sedimentation rate (ESR). The culture of the secretion
of the lesions revealed: Staphylococcus aureus, Klebsiella pneumoniae,
and Acinetobacter baumannii multissensiveis; seropositive status for
HTLV-1 (confirmed by Polymerase chain reaction- PCR). The skin
biopsy showed hyperkeratosis, acanthosis, foci of spongiosis, corne-
al microabscesses, and perivascular and perifollicular lymphocyte
infiltrate (Figure 3). The patient received cephalexin and a topical
corticoid, presenting a significant improvement (Figure 4). After
many recurrences, the chosen treatment was with an oral intake

FIGURE 2: Papular rash on the trunk

FiGure 3: Skin biopsy showing hyperkeratosis, acanthosis, spongiosis,

Ficure 1: Erythematous-exudative plaques in the and perivascular and perifollicular lymphocyte infiltrate (Hematoxy-

armpit region lin & eosin, X20)
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FiGURE 4: Excellent result after short application of
cephalexin

DISCUSSION

Infective dermatitis, associated with HTLV-1 (DIH) appears
with eczematous and exudative eruptions, associated with rhinitis
and conjunctivitis. Infection by SA and/or Streptococcus 8 hemoliti-
co (SBH) is common (1,2), and tends to appear at 18 years of age,
though there are reports of its appearance in early adulthood (2). In
1998, La Grenade et al. (3) set diagnostic criteria for DIH, the most
important of which are: 1) Eczema on the scalp, armpits, groin, ear
canal, retroauricular region, eyelids, paranasal regions, and neck;
2) Chronic rhinorrhea or scabs on the nasal vestibule; 3) Recurring
chronic dermatitis with immediate response to antibiotic treatment
and recurrence after suspension; 4) Early onset in childhood; 5) Se-
ropositive for HTLV-1. The diagnosis is performed under four crite-
ria, with criteria 1, 3, and 5 being mandatory. For criterion 1, at least

three sites are necessary, including the scalp and retroauricular re-
gion. The minor criteria for SA and/or SBH, papular rash, lymphad-
enitis, anemia, increase in ESR, hypergammaglobulinemia (IgD and
IgE), and increase in CD4 and CD8.2*#>The pathogenesis is multifac-
torial, though not totally known, and involves individual suscepti-
bility, immunological deregulation, bacterial superinfection, chronic
antigenic stimulation, and persistent skin inflammation.>® The his-
topathology is not diagnostic and is similar to other eczemas. The
predominant lymphocyte infiltrate is CD8+.° The main differential
diagnoses include atopical dermatitis (AD) and seborrheic dermati-
tis (also more prevalent in patients infected by HTLV-1*%). Different
from AD, in DIH, the lesions are more infected and more exuberant,
pruritus is more intense, and nasal scabs, papular rash, and con-
junctivitis can be observed. Treatment consists of antibiotics, with a
good response to sulfamethoxazole-trimethoprim, cephalexin, and
erythromycin. This treatment is applied for 3 to 12 months, with a
full dose reestablished in cases of recurrence.’ Professionals should
pay attention during follow-up, given that studies show that DIH
increases the risk of leukemia and T-cell lymphomas in adults (ATL)
and myelopathy associated with HTLV-1/tropical spastic parapa-
resia (HAM/TSP).>*578 The high levels of DIH antibodies and the
important role of humoral immunity in HAM/TSP reinforce this
relationship.” Considering that the main transmission pathways of
HTLV-1 are sexual and vertical, it is important to test relatives and
partners, and offer medical advice when necessary. The neurologi-
cal medical condition of this patient is compatible with HAM/TSP,
and she is currently undergoing propaedeutic procedures. d

Abstract: Infective dermatitis associated with HTLV-1 (IDH) is the main cutaneous marker of HTLV-1 infection. This disease oc-
curs primarily in children and should be differentiated from other eczemas, especially from atopic dermatitis. The largest series
of IDH are from Jamaica and Brazil. There are an estimated 15 to 20 million infected people in the world, and Brazil is one of the
endemic regions. Studies suggest that IDH in children may be a marker for the development of T-cell leukemia/lymphoma (ATL)
or myelopathy associated with HTLV-1/tropical spastic paraparesis (HAM / TSP) in adulthood.
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