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We report a case of coexistent Staphylococcus
aureus and herpes simplex virus (HSV) infections
responsible for a bullous and vesicular eruption
on a chi ld’s distal phalanx. Bl istering distal
dactylitis (BDD), a superficial infection of the dis-
tal portion of the finger, is seen most commonly in
children and is caused by either �-hemolytic
streptococci or S aureus. Herpetic whitlow, also
a blistering infection found on children’s distal
f ingers,  is  a bacter io logic ster i le infect ion
caused by HSV-1 or HSV-2. In this report, we
note that these infections may coexist on the 
distal phalanx. This case has implications for
diagnosis and treatment of children’s blistering
hand diseases.

Blistering distal dactylitis (BDD) is a superficial
blistering lesion over the anterior fat pad of
the distal portion of a finger or thumb. The

lesion may have paronychial extension, which is
usually caused by �-hemolytic streptococci.1

Staphylococcus aureus is increasingly reported as the
pathogenic cause in case reports.2,3 BDD caused by
S aureus is more likely to involve multiple fingers,
but etiologic distinction can be made only by Gram
stain and culture.3

Clinical characteristics of BDD include a large,
tense, and superficial but painful bulla with a base
that is sometimes erythematous.2 The bullae are
usually filled with thin white pus.1 Two- to 16-year-
olds are most commonly affected.2 Treatment
involves draining the blister and prescribing a
course of antibiotics known to be effective against
the isolated species.1

Herpetic whitlow is a herpes simplex virus
(HSV) infection characterized by erythema,
swelling, and nonpurulent vesicle formation of the
distal phalanx; these symptoms can be painful.4 The
patient may present with systemic complaints of
fever, lymphangitis, and local adenopathy.4,5 In
children, herpetic whitlow is often found secondary
to autoinfection from HSV gingivostomatitis or
after exposure to adults’ oral herpes.4 Herpetic whit-
low is diagnosed by a positive Tzanck test or viral
culture of cellular material extracted from the base
of the ruptured vesicle. The infection resolves
within 14 days. If the infection is diagnosed early,
acyclovir may be helpful in shortening its course.4

Therefore, BDD and herpetic whitlow are unique
clinical entities that can usually be distinguished by
history and physical examination alone. We present
the case of a bullous and vesicular eruption on a
child’s distal phalanx; cultures of this eruption
tested positive for S aureus and HSV.

Case Report
A 1-year-old girl was referred to our dermatology
clinic several days after developing a bullous and
vesicular eruption on her right index finger. The
girl’s mother had a recent outbreak of orolabial
HSV infection, the first episode in her life. Several
days after the mother’s outbreak, the girl developed
a blister on her finger. Clinical diagnoses were
BDD on the lateral nail fold and herpetic whitlow
near the proximal nail fold (Figure). Tzanck test
results of fluid extracted from the lesions showed
no multinucleated giant cells. Bacterial and viral
cultures of the lateral nail-fold lesion were positive
for S aureus and HSV. The girl was not treated
then, as the time for antiviral treatment of herpetic
whitlow was thought to have passed. The girl’s
local doctor was informed of the sensitivities of her
bacterial culture to antibiotics, and her BDD was
treated with a cephalosporin. The lesions resolved.
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Comment
BDD and herpetic whitlow are similar diseases in
presentation and epidemiology. Both are blistering
infections of the distal phalanx, and both are found
primarily in children. Previously, these diseases
were thought to be mutually exclusive. We have
presented a case of coexistent S aureus and HSV
infections that induced bullous and vesicular
lesions on a child’s finger. This case has implica-
tions for diagnosis and treatment of childhood blis-
tering hand diseases.

BDD was first defined by Hays and Mullard1 in
a 1975 report of 13 children with blistering hand
diseases. Incision of these tender blisters typically
yielded a thin white pus. The lesions were unilocu-
lar and involved the lateral and proximal nail folds.
All lesions that were cultured grew �-hemolytic
streptococci; 3 of these lesions also grew staphylo-
cocci. None of the lesions was sterile. Incision and
drainage, plus the appropriate antibiotic, proved
curative in all cases. Hays and Mullard defined
BDD as “a distinct clinical entity manifested by a
superficial blistering lesion over the anterior fat
pad of the distal portion of a finger or thumb.”
Clinically, BDD presents as tense painful bullae.2

Although BDD has been described as relatively
rare, in 1982, Schneider and Parlette6 reported an
average of 24 cases diagnosed annually in a derma-
tology clinic. This disease appears almost exclu-
sively in 2- to 16-year-olds, but cases in adults have
been reported.7 The increasing incidence in isola-
tion of Staphylococcus from cases of BDD suggests a
change in pathogenic patterns.2,3 These bacterial

pathogens can be distinguished only by Gram stain
and culture. Patients with staphylococcal infec-
tions have responded well to a 10-day course of
dicloxacillin, a penicillinase-resistant antibiotic
that is well absorbed orally and well tolerated.2

Historically, BDD was treated successfully with a
10-day course of penicillin or erythromycin.1 The
disadvantage of these treatments is increased bac-
terial resistance in staphylococcal species.2

In 1959, Stern et al8 coined the term herpetic
whitlow to describe an HSV-caused finger infection
in medical personnel. Although herpetic whitlow
blisters seem to contain pus, manipulation shows
only a small amount of clear fluid.4 Since 1959,
there have been fewer reports of herpetic whitlow
in medical personnel, presumably because protec-
tive gloves are being used more.5 Most cases now
occur secondary to autoinfection with HSV gin-
givostomatitis (in children) and secondary to HSV
gingivostomatitis or genital infections (in
adults).5,9,10 Gill et al9,10 reported an incidence of
2.4 cases per 100,000 population in one year.
Thumb or finger sucking is the most common mode
of autoinfection in 1- to 3-year-olds.9 Infants are
often exposed while using their fingers to explore
the mouths of adults.5 Systemic complaints (eg, fever,
lymphangitis, local adenopathy) are further evi-
dence of an HSV infection.4 Patients also may
recall a prodrome of pain and tingling or burning in
a distal phalanx, followed by digital swelling and
erythema.10 Vesicles typically appear after the pro-
drome and systemic symptoms. Multiple vesicles
can coalesce, and the skin surrounding the vesicles

One-year-old girl’s right
index finger with coexistent
blistering distal dactylitis
and herpetic whitlow.
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may become necrotic.4 The characteristic nonpu-
rulent fluid and vesicular-to-confluent multilocular
bullae distinguish herpetic infection from BDD.
Vesicles remain about 10 days; then, peeling and
replacement with normal skin occur within one
week.4 Recurrences, generally less severe than the
original infection and lasting only 7 to 10 days,
occur in as many as 20% of patients.5,10

Diagnosis involves “unroofing” the vesicle and
performing a Tzanck test of the base of the lesion
or culturing the lesion for HSV. The Tzanck test is
quick but detects only 70% of infections later con-
firmed by culture.4 A culture is the most sensitive
test; however, test results may not prove positive
until 48 hours after inoculation.4 Herpetic whitlow
is a self-limited disease that usually resolves with-
out treatment within 14 days.9 Early treatment
with acyclovir, however, has been successful for
decreased pain and healing time9,10; surgical inci-
sion or debridement is not necessary for treatment
and should be used only to relieve pain.10

Differential diagnoses of children’s blistering
hand diseases include traumatic, thermal, or chem-
ical burns; HSV infections; BDD; and staphylococ-
cal bullous impetigo. Except for bullous impetigo,
all these conditions can usually be distinguished by
history alone. Bullous impetigo, like BDD, is
caused by staphylococcal bacterial infection. The
blisters of impetigo, however, are extremely super-
ficial compared with those of BDD.2 Differentia-
tion of BDD and herpetic whitlow involves using a
Tzanck test, a Gram stain, and bacterial and viral
cultures to evaluate the lesions. If lesions of both
infections show up clinically, confirmation of
which infection is present is needed to select
appropriate treatment. We have presented a case of
coexistent infections. Because herpetic whitlow
and BDD are treated differently, determining

whether an infection is bacterial, viral, or both is
important. A case of herpetic whitlow can be man-
aged with antiviral agents; a case of BDD requires a
course of an appropriate antibiotic. In conclusion,
simultaneous bacterial and viral infections should
enter the differential diagnosis of any distal pha-
lanx infection manifested by simultaneous bullous
and vesicular lesions.
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