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Clinical Presentation,
Pathogenesis-Related Factors and
Response to Topical Metronidazole
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Abstract ' :
Background: Perioral dermatitis, a common skin disorder in young women, is

" rarely described in children. Objective: This study elaborates the clinical fea-

tures of perioral dermatitis in children as well as possible pathogenetic mech-
anisms and the response to topical metronidazole. Methods: Seven children
(4 females, 3 males between 4 and 12 years of age) were evaluated and derma-
tological examination was carried out. Pretreatment with topical corticosteroids
was documented. Skin prick test with a panel of six common aeroallergens was
performed in all children. All children were screened for gastrointestinal colo-
nization with Candida albicans. Patients were treated with topical metronidazole
1% during the first 2 weeks. From the 3rd week on 2% metronidazole was used.
Results: In all but one child topical corticosteroids had been used in the face
prior to the first presentation at our outpatient department suggesting a possible
pathogenetic role. An association with atopy or intestinal candida colonization
was not found. In all children skin lesions resolved after 3—6 months. The chil-
dren remained free of symptoms over an observation period of 2 years. Canclu-
sion: Perioral dermatitis has to be considered as differential diagnosis in chil-

. dren presenting with erythemato'us papules and papulovesicles in typical

locations. Metronidazole proved to be effective and safe in the treatment of
perioral dermatitis in children. Atopy and gastrointestinal colonization with
C. albicans do not seem to play a role in the pathogenesis of perioral dermatitis.

eeessendeesssssasre

scribed [3, 5-8]. As in adults an overuse of potent topical
corticosteroids is often associated with the development of

Periora] rosacea-like dermatitis is frequently reported in  skin eruptions. Treatment can be time-consuming, because
young women. Clinical features consist of erythematous there is usually a relapse. after discontinuation of cortico-
papules and papulopustules usually localized in the perioral ~ steroid therapy. Accepted treatment modalities includ € oral
region [1, 2]. In children perioral dermatitis is rarely de- as well as topical erythromycin [9, 10] and topical metro-
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nidazole 3, 11] for the childhood form of perioral dermati-
tis. The oral administration of tetracycline is contraindi-
cated in children,

We report 7 children with perioral dermatitis who were
carefully examined concerning possible etiologic factors
and treatment with a standardized treatment protocol for
topical metronidazole, :

Diagnostic and Clinical Investigations

Seven children (4 females, 3 males between 4 and 12
years of age) presented with facial erythematous papules

qu papulopustules with the typical appearance of perioral

~ lrmatitis within a period of 2 years (1991-93). Tablel lists
adividual patients’ data concerning localization of skin le-

-sions, previous therapeutic approaches, findings from aller-

gological and microbiological investigations as well as kind
and duration of therapy.

In all but 1 child lesions were localized around the
mouth with 5 children having additional lesions in other
sites (perinasal in 4, periocular in 3). The duration of symp-
toms before presentation ranged between 2 and 7 months.

All but 1 child had been pretreated with topical cortico-

steroids of moderate to strong potency. Class 3 cortico-

steroids [12] had been used in 3 children. Two children had
received mild corticosteroids. In 2 children hydrocortisone
had been applied previously. Some children had received
additional therapy with antibiotics before presentation.
Skin prick tests (SPT) using a panel of six common
aeroallergens (house dust mite Dermatophagoides ptero-
nyssimus (I and 11, dog dander, cat dander, grass pollen and
}: pollen allergen mixture, extracts: Allergopharma) were
srformed in all children and were negative in 6 of 8 chil-

" dren. The single sensitivity seen in 1 child was without

clinical relevance. Stool samplings for the presence of Can-
dida albicans which was performed for each child on 3 dif-

ferent occasions revealed a nonsignificant intestinal colo-

nization with C. albicans (<10° CFU/g stool) in 2 children,
In all patients therapy was started with topical metro-
nidazole 1% applied once daily for the Ist week. Metro-
nidazole was incorporated in two commercially available
oil-in-water cmulsi'ons.with varying lipid concentrations
and used according to individual skin sensitivity. During
the 2nd week metronidazole 1% was used twice a day.
From the 3rd week on treatment was performed with metro-
nidazole 2% twice a day until resolution of skin lesions.
All children showed a slow but significant amelioration
of skin lesions after 4-6 weeks of treatment, Time to com-
plete restitution was between 3 and 6 months. Treatment
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Fig. 1. Penorul dermnm)s with perioral, permnsul and periocular

" distribution of skin lesioris (patient No. 1).

was well tolerated without side effects. All patients re-
mained clear of symptoms over an observation period of
2 years.

Discussion

The presented cases of perioral dermatitis in children
illustrate the difficulties concerning the correct diagnosis.
The clinical picture with grouped erythematous papules and
papulopustules is very typical. A granulomatous variant o f
perioral dermatitis that shows a preference for black chil-
dren has been described and has to be differentiated fronn
sarcoidosis (6, 8]. In children skin lesions often show a
perinasal and periocular distribution in addition to the clas-
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Table 1. Individual data of children with perioral dermatitis included in the study
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1 4 M perioral, class2 erythromycin 3 negative negative 4
perinasal, (topical and systemic)
periocular

2 5 M perioral class 1 tetracycline (topical) 4 102 negative 3

3 7 F |, perioral class 3 . fucidine acid (topical) 6 negative negative 6

4 6 F ¢ perioral, no " no 2 negative cat 3

' periocular dander

5 8 F perioral,  class2 ; tetracycline (topical) 2 101 negative 4
perinasal ' erythromycin (systemic)

6 9 F perioral, class 3 tetracycline (topical) 3 negative negative 3
perinasal ' :

7 10 "M perioral class 1 clindamycin 7 negative negative S
perinasal (topical and systemic)
periocular

' According to classification of Niedner.
1 Duration of symptoms until first consultation.

3 Intestinal colonization with C. albicans.

sical perioral site [3, 8]. In our series a minority of children
(2 out of 7) had perioral lesions only. In addition 6 of them
had lesions in other sites (perinasal in 4, periocular in 3
cases). '

There are only a few reports of perioral dermatitis in
children {3, 5-8]. In a large series of 203 cases only 15 chil-
dren were described [4]. As in adults perioral dermatitis in
childhood seems to prefer the female sex but the percentage
of male patients (3 out of 8 patients in this series) seems to
be higher than in adults, Our findings concerning the sex
ratio are in agreement with other'repons [3, 4, 8).

Among the suspected causes of perioral dermatitis the
use of potent topical corticosteroids is the best documented
{2, 3, 5, 13]. In the presented series 2 children had been pre-
treated with corticosteroids of class 3 (according to the
classification of Niedner [12]. Two others had received a
therapy with corticosteroids of class 2. In 2 children hydro-
cortisone had been used before. The role of hydrocortisone
in the pathogenesis of perioral dermatitis is doubtful, be-
cause hydrocortisone proved to be a successful treatment
in perioral dermatitis [3, 14]). We were not able to find an
association of perioral dermatitis and gastrointestinal colo-
nization with C. albicans in our patients. Negative SPT in
6 out of 7 children suggest that atopy does not predict a
higher risk for suffering from perioral dermatitis.

The first step in therapeutic management should be the
discontinuation of all topical corticosteroids, which, how-

Perioral Dermatitis in Children

ever, leads usually to a relapse of skin lesions. Oral tetracy-
cline to prevent poststeroid flare is contraindicated in chil-
dren younger than.11 years old. Therapeutic modalities
suggested are topical application of erythromycin [9, 10) or
mettonidazole [11, 15]. The therapy with 0.75% metronida-
zole gel in adults and children with perioral dermatitis has
been shown to be effective and safe. In the reported series
metronidazole was used in a concentration of 1 respectively
2% in an oil-in-water emulsion according to individual skin
sensitivity. Compared to previous reported cases by Man-
ders and Lucky [3) time to restitution was significantly
longer in our series. Significant amelioriation was observed
after 4-6 weeks of treatment. Time to restitution was 3-6
months. All children remained free of symptoms in the fol-
low-up period.

Metronidazole proved to be safe. Side effects were not
seen in our patients throughout the study. When top ically
applied only small amounts of metronidazole are absorbed
(16]. Terato- and carcinogenicity could not be shown in hu-
mans {17]. The response of perioral dermatitis to metro-
nidazole is rather the result of the drug’s anti-inflamm atory
and immunosuppressive effects and not a direct antimicro-
bial action [16, 18]. -
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