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PHN GUIDELINE:  DERMATITIS/CONTACT

(POISON OAK, IVY, ETC.)
I. DEFINITION:

A.
Skin inflammation due to irritants (irritant contact dermatitis) or allergens (allergic contact dermatitis).  

B.
Irritant contact dermatitis

1. Damage to one of the components of the water protein lipid matrix of the outer layer of the epidermis of the skin caused by irritants including chemicals, dry, cold air, and friction.

2. An eczematous response in the skin is produced that is non-allergic in origin.

C. Allergic contact dermatitis:  A form of cell mediated immunity that occurs in 2 phases.

1. The sensitization phase which occurs when allergens penetrate the epidermis and produce proliferation of T-lymphocytes (sensitization phase; and takes days or months)

2. In the elicitation phase, the antigen specific T-lymphocytes present in the skin combine with the subsequent exposures to the allergen to produce inflammation. 

II.
ETIOLOGY:


Direct contact with the leaves of the plant is the most common cause; however, it may be obtained by digging in the ground that contains the growing plant, smoke of the burning plant, unwashed clothes, dried plants, or pets.  Usually manifests itself several hours to 10 days after exposure and has a 7-10 day course which is self-limiting in most cases.

III.
CLINICAL FEATURES (Diagnostic Criteria):

A.
Signs and Symptoms:

1.
Irritant contact dermatitis

a. Hands are commonly affected in adolescents

b. Intensity of inflammation is related to the concentration of the irritant, the exposure time, and the state of the epidermal barrier

c. Acute irritant contact dermatitis is characterized by papules and/or vesicles on a erythematous patchy background with weeping and edema; burning usually predominates over itching

d. Persistent, chronic dermatitis is characterized by lichenification, patches of erythema, and fissures in the skin

e. Frequent hand washing is a very common cause in adolescents

f. Irritant diaper dermatitis is the form most commonly seen in infants

2.
Allergic contact dermatitis

a. Much less common than irritant contact dermatitis

b. A genetically predisposed hypersensitivity reaction

c. May correspond exactly to skin contact with an allergen (e.g. fabric treatments, clothing, nickel in jewelry, latex in gloves, ingredients in cosmetics or topical medications, etc.)

d. Hands, forearms, and face are common sites

e. Skin findings include vesicles, edema, erythema, and pruritus

f. Poison ivy, oak, and sumac are by far the most common causes in the  United States.

1) In classic presentation, vesicular lesions on erythematous base are in a linear distribution on exposed skin caused from leaves brushing skin or from streaking oleoresin when scratching

2) Extreme pruritus is usually present

3) Diffuse patterns may occur when oleoresin is contacted from contaminated pets or smoke from burning plants

3. Distribution often provides clues to diagnosis

a. Scalp and ears: hair care products, jewelry

b. Eyelids: cosmetics, contact lens solution

c. Face/neck: cosmetics, cleansers, medications, jewelry

d. Trunk/axilla: clothing, deodorants

e. Arms/hands: Poison oak, ivy, sumac, soaps, detergents, frequent hand washing, jewelry, rubber gloves

f. Legs/feet: clothing and shoes

g. Preservatives in OTC and prescriptive topical products may produce dermatitis at area of application

B.
Laboratory Studies:


None.

C.
Differential Diagnosis:



Other contact dermatitis, insect bites, or reaction to drugs, impetigo, herpes zoster, herpes simplex, chickenpox.

D.
Complications:


Secondary bacterial infections, respiratory problems, or nephritis.

IV.
MANAGEMENT PLAN:

A.
Treatment:

1.
Acute, Weeping, Pruritic Phase:

See PHN ORDER:  DERMATITIS/CONTACT (POISON OAK, IVY, etc.)

2.
Healing Phase:

Barrier creams may provide protection against agents causing contact dermatitis.  Limited use of topical corticosteroid creams, lotions, and ointments may be useful with chronic lesions.  (Instruct patient to limit the use prescribed or over the counter corticosteroid medications to two weeks at the maximum.) 

B.
Prevention:

1.  Instruct client on the appearance of the plants and how to avoid them.

2.  Wash all clothes worn at the time of the contact.

3.  If known exposure occurs in the future, immediately wash contact area with cold running water to prevent or minimize clinical symptoms.

C.
Consultation/Referral:

1.  For cases involving the eyes, face, mucous membranes, and genitalia or covering a large area (≥ 10%) of the body surface, refer to physician.

2.  Refer any child with signs of infection.

3.  Refer child with any signs of respiratory problems.

D.
Follow-up:

1.  See private physician if there is no improvement.

2.  Determine tracking priority utilizing professional judgment.
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Treatment in acute, weeping, pruritic phase:

1.  Soak the affected area in saline or Burow’s solution, if this can be done easily, or use cold compresses for 20 minutes, 4 to 6 times a day.

2.  Apply a drying lotion such as Calamine after each soak or cold compress, or if not weeping apply Hydrocortisone ½ - 1% ointment TID to affected area for up to 1 week.  Do not use hydrocortisone on face or genitalia.  Instruct to apply steroid thinly. 
3.  Use Benadryl 12.5 mg/teaspoon, 5 mg/kg/day, divided in 3-4 doses, max. 200 mg/day, for itching for first 2 days until local treatment begins to take effect.  (See Benadryl schedule).

4.  Keep nails short and wash hands often to avoid secondary infection.

BENADRYL DOSAGE SCHEDULE

DRUG NAME:


BENADRYL (Diphenhydramine) Oral Elixir

USUAL DOSAGE:

5 mg/kg/24 hours P.O., divided in 3-4 doses, PRN

Maximum daily dose should not exceed 200 mg

HOW SUPPLIED:

12.5 mg Diphenhydramine/5 ml (2.5 mg/ml)

PERTINENT INFORMATION:
May give to children greater than 10 kg (22 lbs)

	DOSAGE SCHEDULE BY WEIGHT

(Calculations based on usual dosages)

	POUNDS
	KILOGRAMS
	DOSAGES IN mg.
	DOSAGES IN ml.

	23 - 27
	10.45 - 12.27
	12.5 mg qid
	5.0 ml or 1 tsp. qid

	28 - 38
	12.73 - 17.27
	19.0 mg qid
	7.5 ml or 1 ½ tsp qid

	39 - 49
	17.73 - 22.27
	25.0 mg qid
	10.0 ml or 2 tsp. qid

	50 - 60
	22.73 - 27.27
	31.0 mg qid
	12.5 ml or 2 ½ tsp. qid

	61 - 71
	27.73 - 32.27
	37.5 mg qid
	15.0 ml or 3 tsp. qid

	72 - 82
	32.73 - 37.27
	44.0 mg qid
	17.5 ml or 3 ½ tsp. qid

	83 - 93
	37.73 - 42.27
	50.0 mg qid
	20.0 ml or 4 tsp. qid

	94 - 104
	42.73 - 47.27
	50.0 mg qid
	20.0 ml or 4 tsp. qid

	105 - 115
	47.73 - 52.27
	50.0 mg qid
	20.0 ml or 4 tsp. qid

	116 - 126
	52.73 - 57.27
	50.0 mg qid
	20.0 ml or 4 tsp. qid

	127+
	57.73+
	50.0 mg qid
	20.0 ml or 4 tsp. qid
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