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Abstract
Background: Atypical forms of pityriasis rosea are often noticed in Indian children.

Main observations: We describe a 9-year-old male child with predominant follicular
eruptions on trunk consistent with a clinical diagnosis of pityriasis rosea.

Conclusion: Follicular pityriasis rosea is an extremely rare presentation of the disease.
We propose a new classification of clinical variants of pityriasis rosea. (J Dermatol
Case Rep. 2012; 6(2): 36-39)
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Introduction
Pityriasis rosea (PR), is characterized by the initial erup-

tion of a herald plaque (mother patch), which is followed
by generalized scaly oval eruptions typically on the trunk
and proximal extremities along the Langer’s lines of cleava-
ge, giving the characteristic "Christmas tree appearance".
About 20% of the patients of PR are atypical clinical presen-
tations.1,2 Atypical features include atypical rash morpholo-
gy, size of lesions, number of lesions, rash distribution, mu-
cosal involvement, rash symmetry, disease duration, and
severity of symptoms. In our experience, Indian children are
more prone than Indian adults to present with atypical PR,
atopic background being possibly facilitative.

We describe here an Indian child with atypical presenta-
tion of follicular lesions of PR on the posterior trunk.

Case Report
A 9-year-old healthy boy suffered from an episode of low-

grade fever, malaise and sore throat of eight days, during
which no medical attention was sought by his parents. He
presented to us one week after the remission of his respi-
ratory symptoms with sudden eruption of a scaly, mildly

pruritic plaques on his abdomen, thighs and groins (Fig. 1).
Close observation of the most initial lesion on the abdomen
showed collarette scaling (Fig. 2).

Five days later, the child presented with sudden onset of
multiple scaly plaques on his posterior trunk. The orienta-
tions of most of the eruptions were along the Langer’s lines
(Fig. 3). Upon careful observation, we found that the mor-
phologies were strikingly follicular, with some lesions in gro-
ups and some lesions isolated (Fig. 4). The scaly lesions di-
splayed annular morphology with central clearing and peri-
pheral collarette scaling at places. Other anatomical areas
including trunk, neck, face, flexures, genitalia and mucous
membranes of nose, genitals and anus were uninvolved.

His throat was congested, with slight enlargement of his
left tonsil and congested mucous membrane. Left cervical
lymphadenopathy was noted. Systemic examination reve-
aled no abnormality otherwise.

We re-examined the history. Apart from the mother of our
patient with history of atopic dermatitis, there was no histo-
ry of our patient and his family members having skin dise-
ases including dermatophyte infection and psoriasis. There
was no history of asthma, urticaria, drug allergies, chronic
rhinosinusitis and genital ulceration for the child and his fa-
mily members.

Skin scrapings and KOH mount from the initial and
subsequent lesions were negative for fungus and yeasts.
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Figure 1
Scaly, mildly pruritic plaques on abdomen, thighs and groins.

Figure 3
The orientations of most of the eruptions on posterior trunkalong the Langer’s lines.

Figure 2
Close observation of the most initial lesion on the abdomenshowed collarette scaling.

Figure 4
A close view depicting the characteristic follicular morphologyof secondary eruptions on the posterior trunk.



herpes simplex viruses do affect pilosebaceous appara-
tus, presenting as viral-folliculitis.7 In our patient, there
was no clinical or laboratory evidence of active herpes sim-
plex infection.

The occurrence of herald patch on anterior trunk, thighs
and groins followed by widespread secondary eruptions on
follicular location on posterior trunk are atypical features for
PR in the case. We revealed the early literature describing
PR, and found that follicular PR is enlisted as a variant of po-
pular PR in one of the classifications in PR.8 (Table 1). Howe-
ver, we failed to retrieve more description of follicular PR
from the early era of PR up to now.

Amer et al. described in his series of black American chil-
dren, the natural history of pityriasis rosea quite different
from that mentioned in the textbooks.9

This case of PR is presented here for its unique clinical
features of secondary follicular eruptions on posterior trunk
in a child, as a rare clinical entity. We believe that apart from
the early classification, this is first formal report describing
the features of follicular PR in the English literature.

Complete blood counts, urinalysis and blood glucose le-
vel were normal. VDRL and HIV antibodies were negative.
ASO titre was not elevated. Throat swab for culture reve-
aled no growth of pathogenic bacteria. Lesional skin biop-
sy revealed acute spongiotic dermatitis with inflammatory
mononuclear dermal infiltrates around the hair follicles and
dermal blood vasculature. Exuded erythrocytes were noted
in upper papillary dermis (Fig. 5).

We made a presumptive diagnosis of PR. We managed
the patient with topical white petrolatum jelly and oral de-
sloratidine 5 mg once daily for ten days. All the scaly lesions
completely regressed in a span of two weeks, with slight
post-inflammatory hypopigmentation. No recurrence was
noted in next one year of follow up.

Discussion
The prodrome, clinical progress and resolution occurred

in this patient in a time frame of few weeks. We believe that
PR represents the most appropriate diagnostic label for this
patient, fulfilling the diagnostic criteria of PR.3 Differential
diagnoses such as follicular lichen planus, keratosis pilaris,
atopic dermatitis with a follicular element, dermatophyto-
sis, psoriasis, secondary syphilis, drug eruption, erythema
multiforme, acral necrolytic erythema, and erythema annu-
lare centrifugum seem unlikely.

Follicular distribution of secondary eruptions in PR is it-
self a very rare presentation. One case of follicular lesions in
a recent epidemiological in PR study from India has been re-
ported.4 However, it is unclear whether such were isolated
or widespread like ours and whether the follicular lesions
were seen in primary or secondary eruptions in that study.4

A hypothesis of viral origin in pityriasis rosea has been
presented in many recent epidemiological and microbial su-
rveys, Human Herpes virus being the most likely etiologi-
cal agent.5 It may be speculated that our patient had had a
viral upper respiratory infection and may have resulted in
the clinical syndrome of PR.

A 5-year-old immunosuppressed boy with spiny follicular
papules on face, labeled as virally-induced trichostasis spi-
nulosa, has been recently reported, which responded to oral
gancyclovir.6 However, we were not in a position to inve-
stigate our patient from virological perspectives. Once the
lesions showed evidence of clinical regression, we conside-
red that antiviral therapy was not warranted. It is known for
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Figure 5
Skin biopsy revealed acute spongiotic dermatitis with inflam-matory mononuclear dermal infiltrates around the hair folliclesand dermal blood vasculature. Exuded erythrocytes were no-ted in upper papillary dermis.

Table 1. The early classification of pityriasis rosea.8
According to rash morphology

Macular – PunctateGuttateNummularCircinate
Urticarial – Pityriasis rosea urticata of VornerUrtiée pityriasis rosea of Hallopeau
Papular – MaculopapularFollicularMiliary – Large, small
Vesicular – Pityriasis rosea with vesiculation

According to rash distribution
BilateralUnilateralGeneralisedLocalised
Confluentand diffuse – Pityriasis rosea gigantean of DarierPityriasis circiné et marginé of Vidal
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Table 2. Proposed new classification of pityriasis rosea.*

Axis 1 – Prodromal symptoms and herald patch
Prodromal symptoms – Present (Coryza, fever, generalized muscle pain, fatigue, malaise, arthralgias, gastrointestinal symp-toms), Transient/barely noticeable, Absent or unreliable history from patient.
Herald patch – Absent, obscure, single, multiple, gigantic, lonely (herald plaque only as manifestation; the disease does notprogress beyond the herald plaque).

Axis 2 – Number and distribution of lesions
Number – Few lesions (less than five, oligo-lesional), many lesions, sub-erythrodermic, erythroderma due to PR.
Distribution – Relatively unilateral, absolutely unilateral, localized, regional, mucosal (mainly oral and genital), acral, PR inver-sus (PR mainly involving many flexures), shoulders and hips (limb-girdle PR), fewer but larger lesions localized to axillae andgroins (pityriasis circinata et marginata of Vidal)**, actinic (photo-distributed), photo-spared.
Axis 3 – Size, morphology, and orientation of lesions
Size – Gigantic (PR gigantea of Darier) vs miniature.
Morphology – Papular, papulo-squamous, papulo-vesicular, vesicular, lichenoid, urticarial, EM-like, punctuate/ purpuric/ he-morrhagic, follicular.***
Orientation – Typical i.e. along the lines of skin creases (Lines of Langer), – Atypical i.e. not along lines of skin creases: Scat-tered, Blaschkoid (along lines of Blaschko), Segmental (along a dermatome).
Axis 4 – Symptoms and clinical course
Symptoms – Severely pruritic (PR irritata), slightly pruritic, moderately pruriticNon-pruritic/asymptomatic
Clinical course – Too short (less than two weeks), too long (more than six months)
Recurrent PR----------------------------------------------------------------------------------------------------------------------------------------------------------------------
Axis 5: Seasonal morphological variationspsoriasiform in summer, crusted/haemalis form in winter

* ICD-10, pityriasis rosea is coded L42X00. Pityriasis rosea due to drug is coded L44X01, signifying that PR-like rash related todrugs is now considered a distinct condition. This classification scheme therefore excludes PR or PR-like rashes likely to be rela-ted to drugs.
** In ICD-9-CM, pityriasis circinata et maculata was listed as a synonym of PR. In ICD-10, pityriasis circinata, pityriasis circinataet marginata of Vidal, and Gibert’s disease are all listed as synonyms of PR. Some of the variants described in the literature asPR inversus might actually be PR of Vidal.
*** Follicular PR is the topic of discussion in the current manuscript.




