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ABSTRACT

Introduction: Pityriasis rosea (PR) is a widespread skin erythemato-squamous eruption, occur-
ring mostly in young adults. Case presentation: A 9-year-old patient presented with multiple 
lesions developed after streptococcal pharyngitis and erythema nodosum diagnosed and 
treated with penicillin prior to the PR. Conclusion: This unique case should be considered a 
coincidence of two consecutive diseases. 
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INTRODUCTION

Pityriasis rosea (PR) is a skin disorder characterized by higher prevalence in 
healthy young adults, occurring mostly during spring and fall, with self-limited 
course, rare relapses, associated with a possible viral etiology: human herpes 
virus 6 and human herpes virus 7, Epstein-Barr virus and cytomegalovirus.1,2

In classical cases of PR, a “herald” lesion precedes the eruption, being de-
scribed as a larger erythematous plaque sharply demarcated and covered by fine 
scales, followed after a couple of days by numerous erythematous scaly plaques 
distributed mostly on the trunk and proximal extremities. The typical distribu-
tion of the lesions along the cleavage lines of the skin creates the “Christmas 
tree” pattern characteristic for pityriasis rosea. Each plaque, of different size, is 
well delineated and covered by thin scales with a distinctive feature — a “collar-
ette” scale. The lesions heal spontaneously in 6–8 weeks; in rare cases, they can 
be accompanied by discrete pruritus.
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It is not a rare disease so, apart from classical type, many 
so-called atypical forms have been described, and thus pit-
yriasis rosea can become an enigma or a surprise.1

CASE PRESENTATION

A 9-year-old girl was seen in consultation at the Dermatol-
ogy Department for multiple erythematous scaly plaques 
scattered on the face, scalp, neck, and the presternal area. 
The patient had been hospitalized 6 weeks prior to this 
consultation for erythema nodosum on the inferior limbs. 
Family members described the presence of tender, ery-
thematous, subcutaneous nodules on the anterior surface 
of the lower extremities accompanied by fever, malaise, 
and upper respiratory tract infection. Nasopharyngeal and 
throat swabs were analyzed for beta-hemolytic streptococ-
ci and the result revealed group A beta-hemolytic Strepto-
coccus. Apart from high anti-streptolysin O (ASO) titer, 
all usual lab parameters were within normal limits, and 
chest X-ray was normal.

Streptococcal pharyngitis and erythema nodosum were 
admitted as diagnosis, and intramuscular benzathine peni-

cillin G was recommended for 10 days, with positive re-
sults: clearance of the skin lesions and negative throat cul-
ture. The child was closely followed-up by a pediatrician, 
and the lesions completely healed within the next 4 weeks.

Six weeks after the previous hospitalization, she was 
referred to the Dermatology Unit for asymptomatic ery-
thematous scaly plaques scattered on the face, scalp, neck, 
and presternal area (Figure 1, A–D). She was apparently in 
good condition, with no fever and no systemic complaints, 
and clinical examination failed to reveal pathological find-
ings. The total blood count, blood chemistry, and erythro-
cyte sedimentation rate were within normal limits. KOH 
examination and fungal culture did not reveal any fungal 
elements. Serological test for syphilis (rapid plasma regain, 
RPR) was negative. No drug intake was admitted at the 
moment of current hospitalization.

A skin biopsy was taken, and the histological report 
described hyperkeratosis, focal parakeratosis, discontinu-
ous hypergranulosis, moderate irregular acanthosis, exo-
cytosis, spongiosis, and minor lymphocytic infiltrate in 
the superficial dermis. A diagnosis of pityriasis rosea was 
established, based on the clinical examination and histo-

FIGURE 1. Erythematous scaly plaques scattered on the face (A and B), neck and the presternal area (C), 
and on the scalp (D).
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logical report, excluding guttate psoriasis, dermatophy-
tosis, secondary syphilis, lichen planus, or drug eruption. 
Emollients have been prescribed and the child was seen 
weekly for the following 6 weeks. No other lesions have 
been developed after the treatment, and previous lesions 
faded slowly. Informed consent for the publication of the 
case was obtained from the child’s mother.

DISCUSSION

PR commonly affects adolescents and young adults, cases 
reported in children being rarer.1 Although PR is not a rare 
disease, its etiology is still not completely understood. In-
fectious agents (human herpes virus 6 and human herpes 
virus 7, Epstein-Barr virus and cytomegalovirus), drugs 
(ACE inhibitors, hydrochlorothiazide, captopril, barbi-
turates, gold, metronidazole, allopurinol, nimesulide, 
rituximab) and environmental factors have been incrimi-
nated.1–4

Apart from the classical plaque type, atypical morpho-
logical variants of PR exist: urticarial, vesicular, bullous, 
lichenoid, purpuric, erythema multiforme-like, and exfo-
liative type.5,6 A history of preceding respiratory or gastro-
intestinal infection and isolation of beta-hemolytic strep-
tococcus in throat cultures were confirmed in PR.7 

CONCLUSIONS

The present case of PR is distinctive for the following ele-
ments: occurrence at a young age (9 years), plaque-type 
PR lesions distributed on the scalp, face, neck, and prester-

nal area, no “herald” lesion, and diagnosed 6 weeks after 
streptococcal pharyngitis and erythema nodosum treated 
with intramuscular benzathine penicillin G.

Among previously reported cases of PR we have not 
found any information concerning a possible link between 
streptococcal erythema nodosum preceding PR or any 
other similar reported cases. In these circumstances, we 
should probably consider the coincidence of two consecu-
tive diseases rather than a probable trigger factor for PR. 
More than 200 years after its first description, PR remains 
a clinical entity with many unclear facets.
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