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Rezumat:

Eritrodermia reprezintd o patologie severd a pielii
caracterizatd printr-o erupfie eritematoasd generalizatd
care implicd mai mult de 90% din suprafafa pielii. Este
asociatd cu diverse boli dermatologice si sistemice.
Diagnosticul implicd o anamnezd detaliatd, un examen
clinic complet si recoltarea probelor de laborator. Eritro-
dermia poate fi declansati de agravarea unor dermatoze
inflamatorii preexistente (de ex: psoriazis vulgar sau
dermatitd atopicd) sau de reactii adverse medicamentoase.
In cazurile severe, eritrodermia necesitd management
spitalicesc pentru a preveni complicatiile bolii, precum
deshidratarea, dezechilibrele electrolitice si infectiile.

Managementul include diagnosticul patologiei
subiacente, tratamentul suportiv precum administrarea de
fluide si ameliorarea simptomatologiei cu corticosteroizi
topici si antihistaminice. Diagnosticul precoce si trata-
mentul tintit sunt esentiale pentru reducerea mortalititii si
morbiditdtii asociate acestei urgente dermatologice.

Cuvinte-cheie: eritrodermie, dermatitd exfoliativd,
eritem.
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Summary:

Erythroderma is a severe skin condition characterized
by a generalized erythematous rash covering more than
90% of the skin surface. It is associated with various
underlying dermatological and systemic conditions.
Diagnosis involves a comprehensive medical history,
clinical examination and laboratory investigations.
Erythroderma can be caused by the exacerbation of pre-
existing skin conditions (e.g. psoriasis or atopic dermatitis)
or by a drug hypersensitivity reaction, among other
etiologies. In severe cases, it requires inpatient management
to prevent complications such as dehydration, electrolyte
imbalances and infections.

Treatment includes addressing the underlying cause,
supportive measures like fluid resuscitation and
symptomatic relief using topical corticosteroids and
antihistamines. Early diagnosis and targeted treatment are
crucial for reducing the mortality and morbidity associated
with this dermatological emergency.
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Introducere

Eritrodermia, cunoscuta si ca dermatita
exfoliativd, este o prezentare clinicdi a multor
patologii cutanate, dar si a unor afectiuni
sistemice. Este definitd ca o eruptie generalizata
sau cvasigeneralizatd eritematoasd ce ocupd mai
mult de 90% din suprafata tegumentara, asociind
descuamare in diverse grade de severitate.

Dermatita exfoliativd este cel mai des atri-
buita exacerbdrii dermatozelor inflamatorii
preexistente (psoriazis vulgar, dermatita atopica,
dermatitd de contact), neoplaziilor subiacente
(limfom cutanat cu celule T) si reactiilor de hiper-
sensibilitate postmedicamentoase. Alte etiologii
cunoscute includ tumorile maligne solide, bolile
inflamatorii si infectiile[1].

Studiile au demonstrat in general o pre-
dominantd masculind in epidemiologia eritro-
dermiei, cu un raport barbati:femei intre 2:1 si 4:1
si 0 varstd a pacientilor cuprinsa intre 41 si 60 de
ani, excluzand pacientii pediatrici[2], [3]. Dia-
gnosticul precoce al patologiei de bazd si
tratamentul tintit, in asociere cu tratamentul
suportiv al eritrodermiei, poate scddea morta-
litatea si morbiditatea acestei afectiuni.

Etiologie

Eritrodermia este o manifestare clinica rapor-
tatd in formele severe a unei game variate de
patologii, care pot fi in mare impartite In mai
multe categorii prezentate in tabelul de mai jos:
congenitale, infectioase, inflamatorii, imuno-
buloase, neoplazice, iatrogene si idiopatice (Tabel
1.). Cel mai frecvent, eritrodermia este cauzata de
agravarea dermatozelor preexistente, cum ar fi
psoriazisul vulgar sau dermatita atopica[4].
Agentii declansatori ai eritrodermiei in acest caz
sunt de cele mai multe ori intreruperea bruscd a
terapiei corticosteroide, tratamentul de fond sau
arsurile rezultate In urma fototerapiei[5].

Reactiile postmedicamentoase sunt o altd
etiologie frecventd a eritrodermiei. O varietate de
medicamente au fost raportate ca fiind asociate
cu eritrodermia, printre care peniciline, sulfo-
namide, carbamazepind, alopurinol si fenitoina
(Tabel 2.). Mai multe tipare de reactii post-
medicamentoase, de la eruptii maculopapulare
pand la DRESS sau necrolizd toxicd epidermicd,
se pot manifesta cu eritrodermie[6][7].

Introduction

Erythroderma, also known as exfoliative
dermatitis, is a clinical presentation of various
dermatological pathologies, as well as systemic
conditions. It is defined as a generalized or nearly
generalized erythematous rash that involves
more than 90% of the skin surface, associating
varying degrees of descuamation.

Exfoliative dermatitis is most commonly
attributed to the exacerbation of pre-existing
inflammatory skin conditions (psoriasis, atopic
dermatitis, contact dermatitis), underlying neo-
plasms (cutanous T-cell lymphoma) and adverse
drug reactions. Other known etiologies are solid
malignant tumors, inflammatory diseases and
infections|[1].

Studies have generally shown a male pre-
dominance in the epidemiology of erythroderma,
with a male to female ratio of 2:1-4:1 and an age
range of patients between 41 and 60 years,
excluding pediatric patients[2][3]. Early diag-
nosis of the underlying pathology and targeted
treatment, combined with the supportive
management of erythroderma, can reduce the
mortality and morbidity associated with this
condition.

Etiology

Erythroderma is a clinical manifestation
reported in severe forms of a wide range of
pathologies, which can be broadly categorized
into: congenital, infections, inflammatory, im-
munobulous, neoplastic, iatrogenic and idio-
pathic (Table 1.). Most commonly, erythroderma
is caused by the exacerbation of pre-existing
dermatoses, such as psoriasis vulgaris or atopic
dermatitis [4]. The triggers for erythroderma in
these cases are often the sudden withdrawal of
systemic corticosteroid therapy, the maintanance
therapy or photothereapy-induced burns[5].

Adverse drug reactions are another common
etiology of erythroderma. A wide range of drugs
have been reported to be associated with ery-
throderma, including penicilins, sulfona-mides,
carbamazepine, allopurinol and phenytoin
(Table2.). Various patterns of adverse drug re-
actions , ranging from macopapular eruptions to
drug reaction with eosinophilia and systemic
symptoms (DRESS) or toxic epidermal necrolysis,
can manifest with erythrodermal[6][7].
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Tabel 1. Etiologii asociate cu eritrodermia

Congenitale:

» Thtioze (de ex: sindrom CHILD, sindrom IFAP, ihtioza X-linkatd, ihtioza lamelara autozomal

recesivd, ihtioza Harlequin)
* Imunodeficiente ( de ex: sindrom Omenn, sindrom hiper-IgE)
= Sindroame metabolice ( de ex: ancrodermatita enteropaticd congenitala)
Inflamatorii:
* Psoriazis vulgar
* Dermatitd atopica
= Pitiriazis rubra pilaris
= Lichen plan
* Dermatid seboreica
Infectioase:
» Staphylococcus scalded skin syndrome
= Scabie
= Sindromul socului toxic
= HIV
Boli buloase autoimune:
* Pemfigus foliaceu
= Pemfigus vulgar
* Pemfigoid bulos
Neoplazice:
* Limfom cutanat cu celule T/ Sindrom Sezary
* Limfom cu celule B
* Leucemie
* Malignitdti hematologice sau solide (de ex: ovar, renal, hepatic, pulmonar)
Iatrogene (postmedicamentoase):
= DRESS
= Sindrom Steven-Johnson
= Necroliza toxicd epidermica
= AGEP
Altele:
* Mastocitozd cutanatd
* Sindrom hipereozinofilic
= Arsuri solare
Idiopatici (30%)

Table 1.Etiologies associated with erythroderma

Congenital:

* Ichtyosis (e.g. CHILD syndrome, IFAP syndrome, X-linked ichtyosis, autosomal recessive lamellar

ichtyosis, Harlequin ichtyosis)
* Immunodeficiencies ( e.g. Omenn syndrome, hyper-igE syndrome)
= Metabolic syndromes (e.g. congenital enteropathic anhidrosis)
Inflammatory:
= Psoriasis vulgaris
* Atopic dermatitis
= Pityriasis rubra pilaris
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* Lichen planus
= Seborrheic dermatitis
o Infectious:
= Staphylococcus scalded skin syndrome
* Scabies
= Toxic shock syndrome
= HIV
o Autoimmune bullous diseases:
* Pemphigus foliaceus
* Pemphigus vulgaris
= Bullous pemphigoid
o Neoplastic:
= Cutaneus T-cell lymphoma/ Sezary syndrome
= B-cell lymphoma
* Leukemia
= Hematological or solid malignancies (e.g. ovarian, renal, hepatic, pulmonary)
o Iatrogenic (drug-induced):
* Drug reaction with eosinophilia and systemic symptoms(DRESS)
= Stevens-Johnson syndrome
* Toxic epidermal necrolysis
* Acute generalized exanthematous pustulosis(AGEP)
o Others:
* Cutaneous mastocytosis
* Hypereosiniphilic syndrome
= Sunburn
o Idiopathic (30%)

Tabel 2. Cele mai frecvente medicamente implicate in etiologia eritrodermiei

¢ Antibiotice (penicilind, vancomicind, streptomicind, trimetoprim /sulfametoxazol)
e Anticonvulsivante (carbamazepind, fenobarbital, fenitoina)

e Antimalarice (hidroxiclorochin)

e AINS (piroxicam, diclofenac, naproxen)

e Inhibitori de pompa de protoni

e Inhibitori de JAK (imatinib)

e Retinoizi

o Altele: izoniazidd, sulfasalazing, talidomidd, eritropoietind, dapsona

Table 2. The most common drugs involved in the etiology of erythroderma

¢ Antibiotics(penicillin, vancomycin, streptomycin, trimethoprim/sulfamethoxazole)
e Anticonvulsants (carbamazepine, phenobarbital, phenytoin)

e Antimalarials (hydroxychloroquine)

e NSAIDs (piroxicam, diclofenac, naproxen)

e Proton pump inhibitors

e JAK inhibitors(imatinib)

e Retinoids

e Otheres: isoniazid, sulfasalazine, thalidomide, erythropoietin, dapsone
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Management

Eritrodermia poate fi o urgentd dermato-
logica, astfel incat cazurile severe necesita inter-
nare si monitorizare atentd. Evaluarea initiala a
pacientului trebuie sd cuprindd urmatoarele:

e Anamneza completd, pundnd accent pe

boli dermatologice anterior diagnosticate
si pe administrarea de medicamente;

e Examen clinic complet, incluzand moni-

torizarea tensiunii arteriale si a tem-
peraturii corporale;

o Intreruperea administrarii oricdrui medi-

cament care nu este strict necesar;

e Recoltarea probelor de laborator, urmarind

echilibrul hidroelectrolitic[8].

Pacientii trebuie plasati intr-un mediu optim
(30-32 grade Celsius) pentru a preveni hipo-
termia rezultatd In urma pierderii de caldura la
nivel tegumentar[9].

Hipovolemia rezultatd in urma pierderii de
apa transepidermice necesitd hidratare parente-
rald cu solutii cristaloide (bolus 500 ml in mai
putin de 15 minute) si monitorizarea investi-
gatiilor de laborator in vederea unui eventual
dezechilibru electrolitic ce trebuie corectat.

Daca pacientul prezintd semne de supra-
infectie bacteriand la nivel tegumentar se
recomandd prelevarea de culturi de la nivel local
in vederea tratamentului antibiotic.

La nivel local, refacerea barierei tegumentare
se poate realiza prin aplicarea de comprese
umede si de emoliente. Pentru tratamentul
simptomatic al inflamatiei si al pruritului se pot
administra corticoizi topici cu potentd joasa-
medie de 2-3 ori pe zi.

Antihistaminicele orale de generatia intai pot
ameliora pruritul (de ex: difenhidramina 25-50
mg p.o. la 4-6 ore).

Dacéd afectiunea de bazd este descoperitd,
tratamentul tintit al patologiei va fi adaugat
schemei de tratament initiale. Daca diagnosticul
etiologic este cel mai probabil o reactie post-
medicamentoasd, toate medicamentele care nu
sunt strict necesare ar trebui intrerupte, iar
pacientul ar trebui sa fie supus unui tratament cu
corticosteroizi sistemici. Pacientii care prezinta o
exacerbare a psoriazisului vulgar pre-existent
necesitd terapii specifice, inclusiv metotrexat sau
ciclosporind. Dacd se suspecteazd un diagnostic
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Management

Erythroderma is dermatological emergency
and the severe cases require inpatient manage-
ment and careful monitoring. The initial assese-
ment of the patient should include the following;:

e Comprehensive medical history, focusing

on previously diagnosed dermatological
diseases and drug administration;

e Complete clinical examination, including

blood pressure and body temperature

monitoring;

e Discontinuation of any drug that is not
essential;

e Complete blood work, assesing the elec-
trolyte balance[8].

Patients should be placed in an optimal
environment (30 to 32 degrees Celsius) to prevent
hypothermia resulted from heat loss through de
skin[9].

Hypovolemia resulted from transepidermal
water loss requires fluid resuscitation with
crystalloid solutions (500 ml bolus in under 15
minutes) and monitoring of laboratory investi-
gations to address any electrolyte imbalance that
may need correction.

If the patient exhibits signs of secondary
bacterial skin infection, local cultures are recom-
mended in order to start systemic antibiotic
therapy .

Skin barrier function can be improved with
wet compresses and emollients. For the sympto-
matic treatment of skin inflammation and
pruritus, low to medium-potency topical cortico-
steroids can be applied 2-3 times a day.

Oral first-generation antihistamines can
relieve pruritus (e.g. hiphenhydramine 25-50 mg
p.o. every 4-6 hours).

If the undelying condition is identified,
targeted treatment for the condition will be
added to the initial treatment regimen. If an
adverse drug reaction is the most likely
diagnosis, all medication that is not necessary
should be discontinued and the patient should
undergo systemic corticosteroid treatment.
Patients who present with an exacerbation of pre-
existing psoriasis vulgaris require specific
therapies, including methotrexate or cyclo-
sporine. If a diagnosis of atopic dermatitis is
suspected, the patient should be administered
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de dermatitd atopicd, pacientul poate incepe
terapia cu agenti imunosupresori sau imuno-
modulatori, cum ar fi ciclosporina, metotrexatul
sau azatioprina. Pacientii diagnosticati cu sin-
dromul Sezary pot necesita terapii care vizeazd
celulele Sezary circulante, cum ar fi retinoizii
sistemici, metotrexatul, inhibitorii de histona
deacetilazd si mogalulizumab. In cazul pacien-
tilor cu eritrodermie idiopaticd care nu raspund
la tratamentele topice se recomanda cortico-
steroizi sistemici sau alti agenti imunosupresori.
Este preferatd terapia corticosteroida datorita
instaldrii mai rapide a efectului terapeutic (de ex:
prednison 0,5-1 mg/kgc pe zi, 7-10 zile cu o doza
maxima zilnica de 60 mg) cu reducerea dozelor
gradual pentru a evita efectul de rebound.
Pacientii trebuie atent monitorizati datorita
riscului crescut de complicatii: hipertensiune
arteriald, hiperglicemie, risc crescut pentru
infectii. In cazul in care existd contraindicatii
pentru terapia initiald cu corticosteroizi sistemici
se recomandd administrarea de ciclosporina (4-5
mg/kg pe zi) sau metotrexat (10-20 mg pe
sdptamana).

Prin controlul afectiunii de baza si prin
evitarea factorilor declansatori pot fi prevenite
recaderile. Cel mai frecvent factor declansator in
pacientii cu psoriazis si dermatitd atopica este
intreruperea terapiei cu corticosteroizi sau cu alti
agenti imunosupresori. Eritrodermia post-medi-
camentoasa se amelioreaza dupd 2-6 saptamani
de la Intreruperea administrarii medicamentului
declansator[10].

Caz clinic 1

Descriem cazul clinic al unui barbat in varsta
de 56 de ani, diagnosticat cu psoriazis vulgar cu
un an anterior interndrii in clinicd, care s-a
prezentat cu o eruptie eritematoasd cvasi-
generalizata, ocupand >90% din suprafata
tegumentard, intens pruriginoasd si cu o usoara
descuamare, in evolutie de doud saptdmani.

Din istoricul pacientului mentionam prezenta
de aproximativ 3 ani a unei plici eritemato-
scuamoase cu diametrul de 3-4 cm la nivelul
toracelui posterior, confirmatd histopatologic in
2022 ca psoriazis vulgar. In urma cu doud sapta-
mani dezvoltd o eruptie eritematoasa localizata la
nivelul scalpului si al fruntii, pentru care

immunosuppressant or immunomodulatory
drugs, such as cyclosporine, methotrexate or
azathioprine. The patients diagnosed with
Sezary syndrome may require therapies that
target the circulating Sezary cells, such as
systemic retinoids, methotrexate, histone deace-
tylase inhibitors and mogamulizumab. In
patients with idiopathic erythroderma who do
not respond to topical treatments, systemic
corticosteroids or other immunosuppressive
agents are recommended. Systemic corticosteroid
therapy is preferred due to its faster onset of the
therapeutic effect (e.g. prednisone 0,5-1mg/kg
per day for 7-10 days with a maximum daily dose
of 60 mg) with slow tapering to avoid rebound
adverse reactions. Patients should be closely
monitored due to the increased risk of compli-
cations such as hypertension, hyperglicemia and
an elevated risk of infection. If there are any
contraindications for initial systemic cortico-
steroid therapy, the use of cyclosporine (4-5
mg/kg per day) or methotrexate (10-20 mg per
week) is recommended.

By controlling the underlying condition and
avoiding triggering factors, relapses can be
prevented. The most common triggering factor in
patients with psoriasis and atopic dermatitis is
the discontinuation of corticosteroid therapy or
other immunosuppressive agents. Drug hyper-
sensitivity reactions typically improve 2-6 weeks
after the withdrawal of the triggering medi-
cation.[10].

Case presentation 1

We describe the clinical case of a 56-year-old
man diagnosed with psoriasis vulgaris one year
before admission to the clinic. He presented with
a nearly generalized erythematous rash, covering
>90% of the skin surface, intensely pruritic and
accompanied by mild scaling, evolving over the
past two weeks.

From the patient’s history we note the
presence for 3 years of an erythematous-
squamous plaque with a diameter of 3-4 cm on
the back, confirmed through histopathological
examination as psoriasis vulgaris in 2002. Two
weeks prior to admission he developed an
erythematous rash localized on the scalp and
forehead, for which he received topical anti-
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urmeaza tratament anti-fungic topic si din care
este prelevatd o biopsie in vederea relizdrii exa-
menului histopatologic, confirmandu-se rezul-
tatul de psoriazis vulgar. Simultan incepe extin-
derea eruptiei la nivelul corpului care, in ciuda
tratamentului corticosteroid topic, se agraveaza
pe parcursul urmadtoarelor sdptdmani. Pacientul
relateazd In urmd cu cateva saptamani si
simptome de viroza cu stare generald alteratd,
pentru care si-a autoadministrat antiinflamatoare
nesteroidiene.

La examenul clinic general la momentul
interndrii nu se observd modificéri, iar examenul
tegumentar relevd o eruptie cvasigeneralizata
eritematoasd, ce ocupa >90% din suprafata tegu-
mentard, intens pruriginoasd si o usoara
descuamare, fard modificiri la nivelul anexelor
sau al mucoaselor (Fig. 1,2,3,4 ).

S-au prelevat probe de laborator care nu au
evidentiat modificdri importante, cu exceptia
valorilor crescute ale LDH-ului (813 U/L) si ale
IgE totale (497,6 TU/ml). In ciuda acestor para-
metrii modificati, pacientul nu iIntruneste
criteriile diagnostice pentru dermatitd atopicd asa

Figura 1. Eruptie eritemato-scuamoasd localizati la nivelul
membrelor inferioare
Figure 1. Erythematous-squamous rash on the lower
limbs
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fungical treatment. A biopsy was taken for
histopathological examination, confirming the
diagnosis of psoriasis vulgaris. The rash became
generalized over the following weeks, involving
the whole body surface, despide the topical
corticosteroid treatment. The patient also
reported flu-like symptoms a few weeks before
for which he was administered nonsteroidal
antiinflammatory drugs.

During the clinical examination at the time of
admission no significant changes are observed.
The skin examination reveals a nearly gene-
ralized erythematous rash, covering >90% of the
skin surface, intensely pruritic and accompanied
by mild scaling. There are no changed noted in
the mucous membranes. (Fig. 1,2,3,4 ).

Laboratory investigations did not reveal
significant changes, except for elevated LDH
levels (813 U/L) and total IgE levels (497.6
Ul/ml). Despide these altered parameters, the
patient does not meet the diagnostic criteria for
atopic dermatitis. Following the clinical
examination, medical history and previous
histopathological examination, the diagnosis of

Figura 2. Eruptie eritemato-scuamoasd localizatd la nivelul
trunchiului si al membrelor superioare
Figure 2. Erythematous-squamous rash on the upper lims,
chest and abdomen
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Figura 3. Eruptie eritemato-scuamoasd localizati la nivelul
trunchiului
Figure 3. Erythematous-squamous rash on the back and
upper limbs

cd, In urma examenului clinic, a anamnezei si a
examenelor histopatologice anterior efectuate s-a
stabilit diagnosticul de eritrodermie cauzata, cel
mai probabil, de agravarea psoriazisului vulgar
preexistent. Pe parcursul interndrii s-a admi-
nistrat terapie simptomaticd corticosteroida
sistemica cu o evolutie clinica favorabila, urmand
ca la externare pacientul sd initieze terapia cu
metotrexat 15 mg/sdptdmand s.c, cu evaluarea
lunara a probelor hepatice si a hemoleucogramei.
Pacientul a rdmas In urmadrirea Clinicii de
Dermatologie, iar evolutia a fost in continuare
favorabila sub tratament cu metotrexat.

Caz clinic 2

Prezentdm cazul unei paciente de sex feminin
in véarstd de 67 de ani, cunoscutd cu leucemie
cronicd mieloidd, in tratament cu imatinib 400
mg/zi de aproximativ 2 luni, care se prezinta
pentru o eruptie eritematoasa generalizata, aco-
perind >90% din suprafata tegumentara insotita
de o usoard descuamare si prurit generalizat,
debutatd in urma cu 2 saptamani.

Din istoric pacienta relateaza debutul
leziunilor la nivelul trunchiului, cu tendinta

Figura 4. Eruptie eritemato-scuamoasd localizatd la nivelul
membrelor inferioare
Figure 4. Erythematous-squamous rash
on the lower limbs

erythroderma was established, most likely
caused by the exacerbation of preexisting
psoriasis vulgaris.

Case presentation 2

We present the case of a 67-year-old female
patient with chronic myeloid leukemia,
undergoing treatment with imatinib 400 mg per
day for approximately 2 months. She presents
with a generalized erythematous rash involving
>90% of the skin surface, associated with mild
scaling and intense pruritus, evolving for two
weeks.

From the patient’s medical history, she
reports the onset of lesions on the trunk with a
rapid involvement of the whole body associated
with intense itching (Fig. 5,6). Laboratory tests,
including liver and kidney function tests, did not
reveal significant changes .

Considering the patient’s medical history, the
complete clinical examination and the results of
the laboratory tests, the diagnosis of erythro-
derma due to imatinib administration was
established as a grade 3 adverse drug reaction.
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Figura 5. Eruptie eritemato-scuamoasd generalizati
Figure 5. Generalized erythematous-squamous rash

rapidd la generalizare, asociind prurit intens. La
examenul clinic general nu se identificdi modi-
ficari, iar la nivel cutanat prezintd o eruptie
eritematoasd generalizata la nivelul trunchiului,
al membrelor si al fetei, asociatd cu prurit intens
(Fig. 5,6). Probele de laborator, incluzand probele
functionale hepatice si renale nu au evidentiat
modificari.

Avand in vedere istoricul pacientei, examenul
clinic complet si rezultatele probelor biologice,
s-a pus diagnosticul de eritrodermie datoratd
administrarii de imatinib, reactie adversa de grad
3. Tratamentul cu imatinib a fost oprit si s-a
recomandat administrarea de medrol 0,5 mg/
kgc/zi, cu reducerea dozei gradual pe parcursul
mai multor sdptamani, aplicarea de comprese
umede si emoliente local. Dupd o sdptamana de
tratament, evolutia a fost favorabila cu amelio-
rarea eruptiei si a pruritului, cu o remisiune
completd dupa 4 saptdmani. S-a recomandat
schimbarea terapiei oncologice, pacientul
rdmanand sub observatia clinicii de hematologie.

DermatoVenerol. (Buc.), 68(3): 139-149

Figura 6. Eruptie eritemato-scuamoasd generalizati
Figure 6. Generalized erythematous-squamous rash

Imatinib therapy was discontinued and the
patient started treatment with methylpredni-
solone (0,5 mg/kg/day) tapered over several
weeks, along with the application of wet
compresses and local emollients. After one week
of treatment, the evolution was favorable with
improvement of the rash and itching, achieving
complete remission after 4 weeks. The patient
was changed to an alternative oncological
medication and remains under observation by
the hematology department.

Discussions

Erythroderma manifests as generealized
erythema accompanied by scales and it is a
clinical presentation caused by numerous
pathologies. Diagnosing the underlying etiology
and initiating targeted treatment in overall
management remains the key element in the
management of erythroderma, reducing the
mortality rate of the disease, which is reported to
be between 18-64% [8].
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Discutii

Eritrodermia se manifesta ca eritem genera-
lizat insotit de scuame si este prezentarea clinicd
cauzatd de numeroase patologii. Recunoasterea
etiologiei de baza si tratamentul tintit integrat in
managementul general rdméne elementul cheie
in managementul eritrodermiei si poate scddea
mortalitatea asociatd acestei patologii, raportata
ca fiind intre 18-64%|8].

Eritrodermia reprezintd o urgenta dermato-
logicd datoritd complicatiilor grave care pot
apdrea secundar pierderii functiei de barierd a
pielii. Pierderea integritdtii cutanate duce la
deshidratare, ce poate rezulta in injurie renald
acutd, dezechilibru electrolitic si hipoalbumi-
nemie asociatd cu edeme. Dezechilibrul termic
(hipotermie/hipertermie) duce la vasodilatatie
perifericd, putand cauza insuficientd cardiaca.
Datorita alterdrii barierei cutanate, pacientii au o
susceptibilitate crescutd la infectii sistemice,
catabolism crescut si risc de hiperglicemie.

Managementul eritrodermiei include o
anamnezd amanuntitd si un examen clinic
complet. Trebuie evidentiate orice patologii
cutanate preexistente, debutul simptomatologiei,
simptome sistemice asociate, istoricul medicatiei
recent administrate si expunerea posibild la
alergeni. Principiile managementului imediat
includ administrarea de fluide pentru reglarea
echilibrului hemodinamic, antibiotice sistemice
pentru combaterea infectiilor prezente si menti-
nerea unei temperaturi corporale optime.

Concluzii

Eritrodermia este o patologie complexda a
carui prognostic depinde de etiologia de baza si
este consideratd o urgentd dermatologica ce
necesita interventie terapeuticd imediata. Dia-
gnosticul etiologiei si al complicatiilor asociate cu
eritrodermia este elementul cheie In manage-
mentul bolii si duce la scdderea morbiditatii si a
mortalitédtii asociate. Tratamentul individualizat
bazat pe patologia de baza ar trebui combinat cu
managementul suportiv al eritrodermiei pentru a
atinge un rezultat optim.

Erythroderma represents a dermatological
emergency due to the severe complications that
can occur as the result of the loss of the skin
barrier function. The loss of skin integrity leads to
dehydration, which can result in acute kidney
injury, electrolyte imbalance and hypoalbumi-
nemia associated with edema. The fluctuation in
body temperature (hypothermia/hyperthermia)
leads to peripheral vasodilatation, potentially
causing heart failure. Due to the impairment of
the skin barrier, patients have an increased
susceptability to systemic infections, increased
catabolism and a risk of hyperglicemia .

The management of erythroderma involves a
detailed medical history and a comprehensive
medical examination. Any pre-existing skin
pathologies, the onset of symptoms, associated
systemic symptoms, the history of recently
administered medication and possible exposure
to allergens should be highlighted. Immediate
management includes fluid resuscitation to
regulate hemodynamic imbalance, systemic
antibiotics to combat infection and maintaining
optimal body temperature.

Conclusions

Erythroderma is a complex pathology and its
prognosis depends on the underlying etiology. It
is considered a dermatological emergency
requiring immediate therapeutic intervention.
Diagnosing the etiology and the complications
associated with erythroderma is a key element in
disease management and results in the reduction
of the morbidity and mortality associtated with
this pathology. Individualized treatment based
on the underlying cause should be combined
with the supportive management of erythro-
derma to achieve an optimal outcome.
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