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developed multiple discrete and conß uent white scaly 
lesions with raised erythematous margins over the 
trunk, chest, and limbs [Figure 2]. The morphology of 
the lesions was suggestive of psoriasoform eruption.

Histology of the skin biopsy showed hyperkeratosis, 
parakeratosis, loss of granular layer, irregular 
acanthosis of the epidermis, and a perivascular 
inÞ ltrate composed of mononuclear cells in the upper 
dermis. Patient was discontinued of valproate and was 
started on oxcarbazepine. The eruption completely 
disappeared in four months [Figures 3 and 4]. At 12 
months follow up he was absolutely normal without 
any relapse of skin lesions.

Development of psoriasiform eruption with the 
initiation of valproate and subsequent remission of 
the lesions with the discontinuation of the drug and 
subsequent course clearly suggests a causal relation 
between valproate and skin lesions.

Various types of drug-related cutaneous eruptions 

Unusual cutaneous reaction 
with sodium valproate

Sir
Cutaneous eruptions are one of the most common 
type of drug-related adverse reactions and accounted 
for 2-3% in hospital-based series.[1.2] About 10% of 
patients receiving antiepileptic drug therapy develop 
skin allergy.[1] Among the AEDs, sodium valproate is 
relatively free from skin allergy. This report describe 
a patient who developed sevee psoriasiform eruption 
with sodium valproate.

A 14 years boy was started on sodium valproate (extended 
release preparation) 500 mg per day for recurrent left 
focal onset complex partial seizures following traumatic 
brain injury. Four months after starting sodium valproate 
he developed hair fall with white scaly scalp lesions. 
Gradually these lesions enlarged involving almost 
entire head and periauricular areas [Figure 1]. He also 

Figure 2: Abdominal wall with psoriasiform eruptions

Figure 3: Recovery after drug cessation Figure 4: Recovery of scalp lesions

Figure 1: Scalp reaction with white scaly lesions
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include: Maculopapular rash, Þ xed drug eruption (FDE), 
erythema multiforme (EM), toxic epidermal necrolysis 
(TEN), Stevens-Johnson syndrome (SJS), urticaria, and 
erythroderma.[1] Maculopapular rash is the most common 
skin lesion with AEDs. The serious skin allergies include 
SJS and TEN. Skin allergies have been described more 
often in patients receiving carbamazepine, phenytoin 
and lamotrigine.[2] Cutaneous eruptions are least with 
valproate compounds. Review of English literature 
showed only report of two cases of psoriasiform eruption 
with valproate.[3,4]

Drug treatment may result in exacerbation of pre-existing 
psoriasis, can induce psoriatic lesions on clinically 
uninvolved skin in patients with psoriasis, or can 
precipitate the disease in predisposed individuals.[5] Our 
patient had no past or family history of psoriasis and no 
relapse of lesions at one year of follow up, thus suggesting 
that the psoriasiform eruption in him were probably 
related to valproate treatment. The knowledge of the drugs 
that may induce, trigger, or exacerbate psoriasis, is of 
importance in clinical practice. The drugs that may induce 
psoriasis include lithium, beta-adrenergic antagonists, 
antimalarial, non-steroidal anti-inflammatory drugs 
(NSAIDs) and rarely tetracycline.[6] To this list we should 
add valproate and valproate should be used with caution 
in individuals with pre-existing psoriasis.
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Tuberculous brain abscess in 
a child with tetralogy of Fallot

Sir,
A two-year-old boy, a known case of tetralogy of Fallot 
(TOF), presented with fever and projectile vomiting of 
15 days duration. There was no history of seizures, ear 
discharge, or altered sensorium. No history of contact 
with tuberculosis. On examination, his vital signs were 
stable. His weight was 10 kg and height was 85 cm. 
He was plethoric with central cyanosis and grade II 
clubbing. He had a BCG scar. Cardiovascular system 
examination revealed a single second heart sound 
and ejection systolic murmur in the pulmonary area. 
Ocular fundi were normal. Neurological examination 
was otherwise normal, except for neck stiffness and 
bilateral plantar extensor.

Investigations revealed: Hemoglobin 15.8 gm/dL, 
total WBC count 15600 cells cu.mm with differential 
of neutrophils 68% and lymphocytes 25%. Mantoux 
test and HIV ELISA were negative. Echocardiogram 
did not reveal any vegetation. Chest X-ray was within 
normal limits. CT brain demonstrated two brain abscess 
measuring 3 × 3.5 cm in the left fronto-parietal region 
with perilesional edema and mass effect [Figure 1]. 
A left parietal burr hole was made and 15 ml of pus 
was aspirated from a depth of 1.5 cm from the cortical 
surface. Cefotaxime, metronidazole, and cloxacillin 
were instituted initially. Gram stain of pus did not 
reveal any organism and aerobic culture was sterile. 

Figure 1: Computed tomography of the brain in a child with tetralogy of 
Fallot demonstrating two brain abscess in left fronto-parietal region
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