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Casereport - Introduction:Scleroderma isa rareconnective tissuedis-
ease characterised by thickening and hardening of the skin resulting in
increasedcollagen production.The predominant type of childhood scle-
roderma is localised scleroderma (LSc) which primarily involves the skin,
fascia, muscle, and bone. En coup de sabre (ECDS) is a rare subtype
affecting the frontoparietal regionand ischaracterised byaunilateral ind-
uratedstreakintheshapeofasabreswordwound.
ECDS is also associated with extracutaneous features which can mani-
fest prior to the classical skin changes. We present the case of a 7-year-
oldboywithECDSpresentingwithneurologicalandocularfindings.
Case report - Case description: A seven-year-old boy presented with
severe headache followed by a twenty min right sided focal seizure. He
hada3-monthhistoryofheadachesassociatedwithvomitingsuggesting
raised intracranial pressure and ophthalmology review revealed bilateral
papilloedema. Viral studies, bacterial serology and autoimmune screen
were negative. He had normal inflammatory markers. Brain MRI demon-
strated left sided white matter changes, thought to be secondary to
inflammation.Theclinical impressionwas ofatypicalpseudotumorcere-
briandAcetazolamidewascommenced.
Intermittent headaches persisted, without vomiting but unilateral left
uveitis was identified. This was treated with Dexamethasone eye drops
and his Acetazolamide was switched to Topiramate. Further imaging
excludedmalignancyandMRAandMRVwerenegative forvasculitisand
sinus thrombosis. Neuro-Behcet’s was considered in the presence of
HLA-b51positivitybuthedidnotmeetdiagnosticcriteria.
His parents reported a transient knee swelling and an intermittent red line
on his forehead. The rest of systemic screen was negative. In the pres-
ence of raised pressure, inflammation on imaging and dexamethasone
dependant uveitis, he was commenced on a weaning course of oral
prednisolone.
On this treatment his papilloedema and uveitis resolved but his
Topiramate dose was increased due to intermittent brief focal seizures.
MRIchanges remained stable.Ayearafter firstpresentation,episodesof
left sided facial flushing became prominent associated with an injected
left eye and an asymmetrical reduction of subcutaneous depth devel-
oped. Infrared thermography revealed warmth on the left forehead in the
Blaschkoid distribution. The diagnosis was revised to ECDS with
neuroinflammation.
The patient was commenced on high dose steroids and Mycophenolate
Mofetil (MMF). Seizures resolved, uveitis and papilloedema remain
absentandhisskinstabilised.Recentlytherehasbeenconcernregarding
progression of a facial lesion on reducing to 5 mg of Prednisolone, and a
furtherprednisolonecourseandoptimisedMMFwereinitiated.
Case report - Discussion: ECDS is an unusual variant of linear sclero-
derma but causes significant cosmetic changes. The skin lesions can be
hard to treat and the choice of medication depends on response and
associatedextracutaneousfeatures.
Thelesionistypicallyerythematousduringtheacuteinflammatoryphase,
before exhibiting a sunken ivory appearance. It is usually unilateral, rare
below the forehead but can extend into the hairline. Asymmetrical facial
developmentcanoccur.
In a large multicentre study of 750 children with LSc the prevalence and
the clinical features of extracutaneous findings were identified. In 92% of
cases a skin lesion was the presenting feature of disease. 4% of cases
had neurological involvement. This increased to 18% in patients with
ECDS. The most frequent neurological symptoms were seizures and
headaches.Whenneuroimagingabnormalitiesare identified theyarepri-
marily ipsilateral totheskin lesion.
Ocular involvement is reported and in another large multicentre study of
children with LSc, the involvement of the anterior segment of the eye was
the second most frequent condition. Anterior uveitis was the most rele-
vantfinding.
In most patients the development of neurological symptoms follows the
recognition of cutaneous disease. In our case his headaches, seizures
anduveitiswerethepresentingfeaturepriortodevelopmentofthesclero-
derma lesion. The cutaneous features were initially intermittent and tran-
sient making diagnosis challenging and classical skinchanges may have
been slowed by the initial course of oral prednisolone for his neurological
and ocular disease. Access to infrared thermography proved to be a

helpful modality to confirm the inflammatory skin lesion and affirm the
diagnosis.
Case report - Key learning points: This case highlights to clinicians the
importance of assessing for extracutaneous features of linear sclero-
derma of the face. The case further highlights that these findings, includ-
ing focal seizures associated with non-specific unilateral inflammatory
neurological lesions, raised intracranial pressure, and unilateral uveitis
can be presenting features before the typical skin changes are visible.
Intermittent erythema in a longitudinal linear distribution may be the first
indication of cutaneous disease and repeated thorough cutaneous
examinationisvital.
Anterior uveitis can be completely unrelated to the site of LsC and is
asymptomatic. Ophthalmic monitoring is recommended for all patients
and is mandatory in those with lesions on the face and/or CNS involve-
ment. ECDS should be considered in the differential for all patients pre-
sentingwithunilateralanterioruveitis.
The cutaneous outcome for children with ECDS is variable and some
lesions remain refractory to the most used disease modifying treatments
including methotrexate and MMF. In some cases, the inflammation self
terminates but loss of subcutaneous tissue and asymmetrical facial
development remains. Fat transplant remains an option in for some
cases. The lesions can be very disfiguring and can cause significant psy-
chological distress and we recommend early referral to clinical psychol-
ogywithinthepaediatricrheumatologyteam.
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Casereport- Introduction:15 yearoldgirlwith thediagnosisofgranulo-
matosis polyangiitis (GPA) managed with induction regimen of intrave-
nous cyclophosphamide and whilst on maintenance mycophenolate
mofetil (MMF) developed multiple cavitating lung lesions with the large
cavityabuttingpulmonaryveinandbilateralsegmentalpulmonaryembo-
lism(PE)posingcomplexmanagementdilemmas.
Case report - Case description: 15-year-old girl presented with being
unwell for 3 months with malaise, lethargy, joint pains, significant weight
loss (10 kg), mouth ulcer and significant hearing loss. Investigations
showed anaemia, raised inflammatory markers, and impaired kidney
function (estimated glomerular filtration rate eGFR 40). Her ANCA was
positive,hearingtestshowedsignificantmixedhearinglossandCXRwas
normal. The renal biopsy confirmed pauci-immune ANCA associated
glomerulonephritis with 70% crescents. She was initially managed with
intravenouspulseofsteroids followed byoralweaning regime, double fil-
trationplasmapheresisandcommencedoninductionregimenof intrave-
nous cyclophosphamide. She received 6 doses of cyclophosphamide
500 mg/m2 and following good recovery with normalising kidney func-
tion;wascommencedonmaintenanceMMF.
At this point she developed new onset earache, sore throat, and hoarse-
nessofvoicewithraisedinflammatorymarkersandworseningsymptoms
despite antibiotics. This was presumed to a flare of vasculitis and hence
was given further pulse of steroids and increased the dose of MMF. The
ENT assessment did not reveal any subglottic stenosis. After few weeks,
symptoms recurred with cough/hoarseness of voice and associated
tiredness. Bloods showed raised inflammatory markers; CXR revealed
cavitatinglunglesionsandaCTchestwasarranged.
CT chest showed apical sub pleural lung nodule and a large thick-walled
cavity measuring 6.6x 4.4 cm abutting the pulmonary vein on the right
side and bilateral segmental pulmonary emboli. The child was systemi-
cally stable with no respiratory distress and oxygen saturations were
100%inair.
Casereport -Discussion: Themanagement ofGPAwas furthercompli-
cated by the pulmonary embolism and cavitating lung lesions abutting
pulmonaryvein.
The management included escalation of immunosuppression with pulse
of steroids, further dose of cyclophosphamide and commence
Rituximab .The key challenges with the immediate management were
risk of bleeding associated with the anticoagulation, treating the pulmo-
nary embolism, risk of diffuse alveolar haemorrhage and managing the
patient inasafesettingequippedwithall theexpertiserequired.
The child was screened for cardiolipin antibodies on multiple occasions
and these were negative. An ECHO was done to look for evidence of clot
at theendofcentral line tip,but thiswasnormal.Deepvenousthrombosis
of legs was ruled out by Doppler scanning. There was no clear source of
emboli identified.
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