Management of skin lesions

Do dermatological examination
Observe the type of lesion
Look at the distribution of the lesions over the body; isolated, clustered, linear, annular (in a ring).
Ask if the lesions are itchy.
Look for local or regional signs (secondary infection, lymphangitis, fever)
Consider the sanitary conditions of the family,
Look for a possible cause: insect bites; scabies, lice, other parasitic skin infections; contact with
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7. Ask about any past or ongoing treatment: topical, oral or parenteral.

Suspect scabies | | Suspect fungal | | Suspect allergic rash | Suspect other suspect autoimmune
1 l skin lesions skin lesion or
i unknown

1. Provide 5% permethrin | | 1. clean with soap and 1. Provide &

cream or 25% BZB water, antihistamine and +  SeeinMSF
2. Treat all close contacts | | 2. Keep dry and apply observe the lesion clinical guideline +  Refertothe
3. Advise personal miconazole 2% cream 2. Explore the specialist

hygiene or Whitfield's cintment possible causes

for 2 weeks
2 times/ day

» Patients with skin disease often present late. At this stage, primary lesions and specific signs may be masked by secondary infection.
» Inthese cases, itis necessary to re-examine the patient, after treating the secondary infection, in order to identify and treat the
underlying skin disease.

Type of lesions

* Macule: flat, non-palpable lesion, different in colour than the surrounding
skin

* Papule: small (< 1 cm) slightly elevated, circumscribed, solid lesion

* Vesicle (<1 cm), bulla (> 1 cm): clear fluid-filled blisters

* Pustule: vesicle containing pus

* Nodule: firm, elevated palpable lesion (> 1 cm) that extend into the dermis
or subcutaneous tissue

* Ulcer: loss of the epidermis and at least part of the dermis that leaves a
scar

* Erosion: loss of the epidermis that heals without leaving a scar

* Scale: flake of epidermis that detaches from the skin surface like psoriasis
or dry skin

* Lichenification: thickening of the skin with accentuation of normal skin
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Ordinary Scabies

ltching, worse at night, very suggestive of scabies if close contacts have

the same symptom

e Typical skin lesions:

e Scabies burrows (common): fine wavy lines (5 -15 mm); often in the
interdigital spaces of the hand and flexor aspect of the wrist, but may be
present on the areolae, buttocks, elbows, axillae. The back and the face
are spared. Burrows may be associated with vesicles.

e Scabies nodules (less
common): reddish-
brown nodules (2 - 20
mm), on the genitals in
men, persisting after
effective treatment
(they are not
necessarily indicative
of active infection)

e Secondary skin lesions: scratch mark, crusts from scratching, or super-

infection (impetigo)

Scabies burrows and
vesicles




Treatment of ordinary scabies:

1. Topical treatment:

» 5% permethrin cream (preferred)
in children = 2 months of age

» 25% benzyl benzoate (BZB); alternative

* one application, with a
contact time of 8 hours,
then rinse thoroughly.

Scabies nodules

* Repeat the application after 7 days.

Children Children Children > 12 | Pregnant
< 2years 2to 12 years | years and women
adults
Dilution 1 part 25% BZB 1 part 25% Use Use
lotion + 3 parts BZB undiluted undiluted
water lotion +1 25% lotion 25% lotion
part
water
Contact e 6hoursfor<6 | 24 hoursthen | 24 hours 12 hours
time months of age | rinse then then
* 12 hoursfor6 thoroughly rinse rinse
months — 2 thoroughly thoroughly
years of age,
then rinse
thoroughly
Number of | One application Two successive applications One
applications (apply for 24 hours apart, application
then a rinse and dry, apply
again for 24 hours)




applied over the entire body (including the scalp, post-auricular areas,
umbilicus, palms and soles),

avoiding mucous membranes and face, and the breasts in breastfeeding
women.

The recommended contact time should not be shortened or exceeded;
In children under 2 years, the hands must be wrapped to prevent
accidental ingestion of the product and contact with eyes.

Topical scabicides should not be applied to broken or inflamed skin.
Treat secondary bacterial infection (if present) 24 to 48 hours before use
of topical scabicides with cloxacillin PO for 7 days

Treatment effectiveness is judged on clinical grounds.

ltching may persist for 1 to 3 weeks after elimination of the parasite.
Persistent itching may be due to another condition, initially masked by
scabies.

Persistence of typical burrows beyond 4 weeks should lead to suspicion
of treatment failure or insufficient treatment, e.g. the scalp was not
included or washing hands during the treatment period, or missing to
treat contacts and environment).

o Inthese cases, patient and contacts should be retreated.

2. Oral treatment: Ivermectin PO (200 micrograms/kg single dose)

more practical than topical treatment (e.g. in the case of an epidemic or
for treating contacts)

can be started right away in the case of secondary infection.

A single dose may be sufficient; a second dose 7 days later reduces the
risk of treatment failure.

Ivermectin is not recommended for children < 15 kg or pregnant women
(safety not established).

Weight 15to24 kg | 25to35kg | 36to50 kg | 51 to 65 kg

Ivermectin 3 mg tab | 1tab 2 tabs 3 tabs 4 tabs




In all cases:

Crusted (Norwegian) Scabies

Fungal skin infection

Close contacts of the patient are treated simultaneously, even in the
absence of symptoms.

Clothing and bedding (including that of contacts) are changed after each
treatment.

washed at 2 60 °C then dried in the sun, or exposed to sunlight for 72
hours, or

sealed in a plastic bag for 72 hours

Thick, scaly, erythematous plaques,
generalized or localized, resembling
psoriasis, with or without itching (50%

of cases).
Delay in diagnosis may lead to a scabies epidemic.

Treatment of Crusted (Norwegian) Scabies

simultaneous administration of oral ivermectin and topical scabicide at
regular intervals, e.g. every week for 2 to 3 weeks or more, according to
severity and clinical response.

Crusts should be softened (salicylic acid ointment) and removed before
applying local treatment (otherwise, local treatment is ineffective).

As exfoliated skin scales may spread the parasite, the patient should be
isolated during the treatment, staff should use protection (gloves,
gowns and hand washing after contact), and environment (bedding,
floors and surfaces) should be decontaminated.

Erythema of the perianal area with

peripheral desquamation and
sometimes pustules.
Secondary infection may develop.



Name Tropical treatment Oral treatment

Scalp Shave hair short around the lesions. | Itraconazole PO (if

ringworm . . . local treatment
.g . Miconazole 2% cream: 2 times daily )
(Tinea capitis) fails)

for 2 weeks or longer

Adult: 200 mg OD

Ringworm of | Treatment of secondary bacterial
for 2 to 4 weeks

the body infection first if present. (cloxacillin

(Tinea PO for 7 days) Children:3to 5

corporis) mg/kg OD for4 -6
weeks

Folds

Tinea pedis

, Remarks: Reserve

(athlete’s - "

foot) ora an.tl ung'a s for
extensive lesions

Tinea cruris

» Must be kept clean (ordinary soap and water) and dry.
» Avoid humidity, wearing loose clothes



Other skin lesions

Herpes Simplex

* Recurrent viral infection of the skin and
mucous membranes due to the Herpes
simplex virus.

+ Recurrent lesions have a different
presentation than primary infection

l

+ Clean with soap and water 2 times daily
+ Antibiotic for 2nd bacterial infection as
impetigo

! '

Oral herpes: Genital herpes:

» aciclovir PO for 5 to 7 days +  First episode: 400 mg 3 times
within the first 96 hours of daily for 7 days within 5 days of
symptoms onset, symptoms onset

+ Children under 2 years: 200 + Recurrence, the same dose for
mg 5 times daily 5 days, but treatment is

+ Children 2 years and over effective only if initiated within
and adults: 400 mg 5 times 24 hours of symptoms onset.
daily

Herpes Zoster

Acute viral infection due to the varicella-
zoster virus.

Unilateral neuralgic pain followed by an
eruption of vesicles on a erythematous
base, that follow the distribution of a nerve
pathway.

|

Acyclovir 800 mg five times daily for seven
to 10 days

Analgesic for pain

Amitriptyline post-herpetic neuralgia
Antibiotic for 2" bacterial infection as
impetigo MSF clinical guideline 2024 (Pg.
124)

Furuncles Carbuncles
red, warm, painful nodule with a » a cluster of interconnected
central pustule, usually around a furuncles,
hair follicle. + sometimes with fever and
Necrotizing perifollicular peripheral lymphadenopathy.
Staphylococcus aureus infection + |tleaves a depressed scar

Cellulitis
« Warm, tender, swollen well-
demarcated erythematous
plaque.
+ Fever, lymphadenopathy and

lymphangitis

amoxicillin/clavulanic acid (co-amoxiclav) PO
The dose is expressed in amoxicillin:
Children < 40 kg: 25 mg/kg 2 times daily
Children 2 40 kg and adults: 1000 mg 2 times daily

Hospitalize
+ Children younger than 3 months,
» critically ill patient ,
+ debilitated patient or non-
compliance with or failure of
outpatient treatment.




