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Case Report

Large Plaque Parapsoriasis in a Child: A Rare Entity in Pediatric

Oncology

Abstract

Parapsoriasis is exceedingly rare in children. The presentation, course, and prognosis of parapsoriasis
in children have not yet been completely elucidated. Here, a case of large plaque parapsoriasis in
10-year-old boy is reported who was diagnosed recalcitrant pediatrics eczema for about 5 years. Other
clinicians had previously treated him with emollients and topical corticosteroids with temporary relief
but without improvement. The erythematous scaly patches were situated on the trunk and flank. On
skin biopsy, the lymphocytic infiltrate was composed mainly of CD4+ and CD45RO+ lymphocytes.
No T-cell receptor gene rearrangements were found. The paucity of knowledge about the evolution
of this entity in childhood and its relationship to mycosis fungoides makes follow-up critical.
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Introduction

Parapsoriasis is a group of uncommon
disorders, characterized by persistent, scaly,
and inflammatory eruptions. There are two
main types: small plaque parapsoriasis
and large plaque parapsoriasis (LPP).lY
Clinically, LPP lesions are oval-shaped or
irregular-shaped asymptomatic or mildly
pruritic patches or very thin plaques,
with most lesions bigger than 5 cm in
diameter, fine wrinkles, and scanty scales;
telangiectasia and mottled pigmentation
may also be observed. They are found
mostly on the bathing trunk, flexural areas,
extremities, and upper trunk, especially
breasts in women.

Parapsoriasis is more common in
middle-aged and elderly individuals; it
peaks during the fifth decade of life and
occurs in all racial groups and geographic
regions.!?! Moreover, younger adults with
parapsoriasis report onset of symptoms

during  adolescence.”” The literature
regarding parapsoriasis in childhood is
limited.

There is an unresolved controversy whether
LPP is precursor of mycosis fungoides (MF)
or early MF from the outset,*¥ and
association between MF and parapsoriasis
in children has not yet been completely
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elucidated. Here, a case of parapsoriasis in
10-year-old boy was reported.

Case Report

A 10-year-old boy presented with pruritic
erythematous patch and plaques over lower
trunk, flank, and buttocks from 5 years ago
[Figure 1]. He was initially diagnosed with
recalcitrant pediatrics eczema for about
5 years and was treated with topical steroids
and emollient by his family physician
that was with minimal improvement.
Topical steroids, urea, and emollients
gave temporary relief. Review of systems
was otherwise negative. The patient’s
past medical history has otherwise been
unremarkable. On examination, he had some
irregular erythematous scaly patches on the
lower trunk and buttocks and a well-defined
erythematous 8 cm X 6 cm patch over left
flank [Figure 2], involving <10% of the skin.
No lymphadenopathy was noted. General
examination was unremarkable. Skin biopsy
was obtained from a macule on the left
flank and showed atypical lymphocytic
infiltrate in lower and upper dermis with
sporadic epidermotropism [Figure 3]; no
atypical cells were seen. Lymphocytes were
CD3 and CD4 positive and negative for
CDS, CD20, and CD30. No T-Cell receptor
gene rearrangements were found.

Although our patient fulfilled the clinical
criteria of early diagnosis of MF illustrated
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by the International Society of Cutaneous Lymphoma,
histopathological criteria were not met.”) Thus, on the basis
of clinical, histopathological, and immunophenotypical
findings, a diagnosis of LPP was made.

He was treated with topical carmustine for 3 months which
resulted in good response [Figure 4]. We advised our
patient to return regularly for follow-up.

Discussion

It is now well established that at least some cases of LPP
and its variants are manifestations of the patch stage of
MF. The possibility of cases presenting clinically as LPP
to progress to malignant end, i.e., to MF, is about 10% per
decade to 35% in some studies.!"

Even in patients with very early stage disease with lesions
clinicopathologically consistent with LPP, trafficking of
MF tumor cells has been detected. Hence, at least in some
cases, LPP is a monoclonal proliferation of T-cells having
the capacity to traffic between skin and extracutaneous
sites.l”!

This progress often takes place over many years; hence,
the need of prolonged and careful follow-up in all cases of

Figure 1: Large plaque parapsoriasis. Erythematous scaly patches on the
lower trunk and buttocks

Figure 3: Histopathological feature of large plaque parapsoriasis. Sporadic
epidermotropism of lymphocytes, mostly in basal layer and dermis and mild
interstitial infiltrate of small lymphocytes (H and E, x100)
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LPP.I"! Patients with LPP require a close clinical monitoring
because of the substantial risk of evolution to MF.[*!%

There are no guidelines suggesting how often patients with
LPP should be rebiopsied to detect a possible progression
to MF; however, significant clinical change (e.g., thicker
plaques, increased atrophy, nodules, ulceration, an “ugly
duckling” lesion) is an indication for biopsy.!®!

This is well documented in adults; however, this
progression rarely occurs in the pediatric population.
Menni et al. reported a boy aged 15 years and a girl aged
8 years with different clinical features of parapsoriasis
who were followed clinically and histologically for
about 4 years. The infiltrate was composed mainly of
CD4+ and CD45+ lymphocytes in the first patient such
as our case and conversely of CD8+ and CD45+ in the
second."! Das ef al. also reported a 5-year-old female
child presented with LPP with extensive erythematous
slightly itchy scaly small macules developing for the past
4 years.["!

Figure 2: Large plaque parapsoriasis. Erythematous scaly patches over
the left flank (site of skin biopsy)

Figure 4: Large plaque parapsoriasis. After treatment with topical
carmustine for 3 months
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LPP treatment options include topical steroids, topical
bexarotene, phototherapy, and nitrogen mustard. Treatment
options for children with parapsoriasis are generally the
same as that of classic parapsoriasis. All therapeutic
approaches are based primarily on uncontrolled case series,
case reports, or anecdotal evidence. The use of topical
corticosteroids for the treatment of LPP has not been
evaluated in randomized trials. Indirect evidence of efficacy
in inducing lesion regression is derived from observational
studies of patients with patch stage MF.['*'* If no response
is observed after 12 weeks of treatment with topical
corticosteroids, it should be stopped. Such as our case
that the use of topical corticosteroids stopped to potential
adverse effects. Patients who do not respond to topical
corticosteroids may be treated with another options.!']

Although there is good prognosis for LPP with treatment
modalities and a low mortality rate, progression to MF
is possible.’! Hence, prolonged follow-up is needed in
patients with parapsoriasis association between MF.

Awareness of the association between MF and parapsoriasis
by clinicians and pathologists may lead to improved
diagnosis, treatment, and follow-up.

The paucity of knowledge about the evolution of
parapsoriasis in childhood and its relationship to aggressive
form of MF requires treatment and long-term carful
follow-up.

Conclusion

Persistent or unusual erythematous scaly patch lesions
should be subjected to biopsy to avoid delay in the
diagnosis of parapsoriasis in children to lead to improved
diagnosis, treatment, and follow-up.
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