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ATYPICAL PITYRIASIS ROSEA: A CASE REPORT AND A REVIEW OF LITERATURE
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Aim: Pityriasis rosea (PR) is a common acute inflammatory skin disease characterized by pruritic erythematous
papulosquamous eruption that is self-limited which can rarely pose a diagnostic challenge. In this report, we
present a rare presentation of PR.

Method: the case was completely evaluated including laboratory works and a final diagnosis of erythema
multiforme-like PR was reached. Besides, we reviewed all atypical presentations of PR that are reported in the
medical literature.

Results: our patient has a morphological variant of PR which is erythema multiforme-like. The presence of a
herald patch and the rapid resolution of the symptoms supports our diagnosis. This variant is considered rare and
to our knowledge, this is the seventh case of erythema multiforme-like PR reported in the medical literature.

In conclusion: we report a case of erythema multiforme-like PR. It is important that physicians recognize the wide
spectrum of PR variants so that appropriate management can be arranged
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Poorcesuii nuwaii (PJI) — ye eocmpe 3ananvhe 3aX60pPHO6AHHA WIKIPU, U0 XAPAKIMEPUZYEMbC ePUMEMANOIHUM
NAnyI0CK8AMO3HUM GUCUNAHHAM, SIKe € CAMOOOMENCEHUM, I, IK NPAsu1o, 3HuKae npomszom 8—10 muoicnis. Hezsa-
Jrcarouu Ha Kaacuuri yasnenns, PJI mosce npedcmagnsimu diaenocmuuny npoonemy. ¥ yiii cmammi mu npeocmag-
JIAEMO BUNAOOK OOHOPIYHOI OI6UUHKU, AKULL A6 CODOI0 NOTIMOPQHY epumemy, K 6UCUNAHHA, MA 6 KiHYe8oMY
niocymxy 6ys nocmasnenuti diaenosz PJ/I. Obeosoproromuvca npobiemu ma aimepamypa 3 amunogozo PJI

Kntouosi cnosa: posicesuii nuwiail, nonimop@ua epumema, nanyiock6amo3Hi GUCUNAHHA, MAMEPUHCHKA OTAWIKA,

nypnypa

1. Introduction

Pityriasis rosea (PR) is a self-limiting papulos-
quamous skin disorder the etiology of which is unclear.
However, an infectious mechanism is proposed based
on its seasonal occurrence, clustering of cases and
presence of prodromal symptoms [1-3]. Recently DNA
of human herpes virus 6 (HHV-6) and human herpes virus
7 (HHV-7) have been isolated from skin, peripheral blood
mononuclear cells, serum and saliva samples of patients
with PR [4].In addition, PR and PR-like eruption can occur
in association with drugs. Clinical characteristic of the
disease includes the initial appearance of an initial plaque
described as a single round or oval, sharply demarcated
lesion occurring in up to 90 % of the cases [5]. This
heralds the appearance of a secondary eruption occurring
mostly over the trunk and proximal extremities and hence
is termed “herald patch”. The secondary rash is of similar
shape to the mother patch but is widely distributed and
symmetrical along the lines of skin cleavage. The disease
can also present atypically with a vesicular, pustular,
urticarial, or purpuric rash. Here, we are reporting a rare
case of PR presenting in a one year old infant with an
erythema multiforme-like rash.

2. The case

A one-year-old girl presented to the allergy and
dermatology clinic at king Fahad hospital of the university,
Al-Khobar, Saudi Arabia with a one week history of fever
and a sudden eruption of a severely pruritic generalized
skin eruption. The rash was preceded by an upper
respiratory tract infection 2 weeks prior. In addition, one
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week prior to the appearance of this generalized rash, a
round shaped single scaly lesion measuring 3 centimeter
in diameter appeared on the right thigh. This lesion was
completely resolved within a week but was followed
by eruption of a wide spread rash of a similar shape but
intensely pruritic. There was no history of eczema in the
child or family members, and no family history of atopy,
psoriasis or immunodeficiency. There was no recent
vaccination, and drug history was negative.

On examination the child was healthy, active but
irritable. She had a low grade fever of 38 degrees Celsius.
Her systemic examination was unremarkable with no
lymphadenopathy. Skin examination revealed widespread
erythematous papules and plaques ranging in size from
4—10 mm in diameter present over the trunk, and upper and
lower extremities (Fig. 1). A significant number of lesions
had collarete scale while others showed central necrotic
areas covered with crusts resembling target lesions observed
commonly in erythema multiforme (Fig.2). The lesions
were widespread and therefore their distribution along the
line of cleavage was not appreciated. The rash spared on the
face, scalp, palms, soles and mucous membranes.

Laboratory investigation was unremarkable.
This included a complete blood count, liver and renal
function tests, and urine analysis. Immunoglobulin levels
were within normal range. Mycoplasma titer and HSV
serology were negative. Histopathological examination
of lesional skin biopsy revealed spongiotic dermatitis.
No characteristic features of erythema multiforme were
found. Based on this presentation, a clinical diagnosis of
erythema multiforme like pityriasis rosea was made.
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Fig. 1. Erythema multiforme-like eruption of pityriasis rosea on the trunk

Fig. 2. Targetoid lesions on the knee area
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The patient was managed with mild topical
steroid and oral antihistamine. At a two weeks follow
up appointment, the rash was resolving with no newly
occurring lesions and the child was symptom free. By the
5t week the rash had completely resolved and secondary
post-inflammatory hyperpigmentation was noted.

3. Discussion

PR is a common cutaneous disease reported in all
races with an incidence of 6.8 per 1000 dermatological
cases [6]. Atypical variants of PR, with respect to
morphology, size, distribution, number, site, and course
of disease can occur in almost 20 % of cases [7]. The
atypical vesicular PR usually appears as a generalized
eruption of 2—6 mm vesicles, each having a central
bulla, or a rosette of vesicles and bullae. This form is
commoner in children and young adults, and may be
extensive and severely pruritic. Purpuric rash, on the
other hand, appears as macular purpuric lesions that may
involve the palate while urticarial appearing PR usually
presents as raised lesions resembling urticarial wheals
accompanied by intense pruritus [8—11]. Other atypical
forms of PR reported in the literature included plaque;
lichenoid; erythrodermic and erythema multiforme-like
rashes [7, 12-23].

Atypical size of lesions in PR have been reported
and include the presence of enormous plaques, a
condition termed PR gigantea of Darier, and papular PR
with numerous small papules ranging between 1-2 mm
in diameter [17, 18]. Atypical distribution of PR lesions
include PR inversus which affects the face, axillae and
groin while sparing the trunk [18]. The limb-girdle
type is considered another type of atypically distributed
PR in which the eruption is restricted to the shoulders
or hips [18]. In addition, cases with asymmetrical
rash distribution, or strictly right-sided or left-sided
distribution have been reported [12]. Atypical site of
lesions with involvements of the face, scalp, hands and
feet, finger and toe tips, scalp, eyelids and penis have
been reported [13, 17]. The oral cavity is another atypical
site for PR lesions [14]. PR is usually associated with
pruritis. However, a specific type; PR irritate, describes
a type of PR in which patients complain of severe itch,
pain and burning sensation not typically occurring with
the classical PR [15]. Drug-induced PR-like rashes have
been reported in relation with captopril, gold, isotretinoin,
non-steroidal anti-inflammatory agents, omeprazole,
terbinafine and tyrosine kinase inhibitor [24, 30].

Histopathological findings of PR are relatively
nonspecific and represent those of a subacute or chronic
dermatitis. Typically, focal parakeratosis, diminished
granular layer, spongiosis and exocytosis are seen in
the epidermis. In addition, small spongiotic vesicles
are infrequently observed [32]. The papillary dermis
shows edema and mild-to-moderate lymphohistiocytic
perivascular infiltrate [32]. Characteristic findings of
PR include the presence of extravasation of erythrocytes
in the dermis and dyskeratotic cells in the epidermis as
described by Okamoto et al [32—34].
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It is worth mentioning that erythema multiforme
lesions show many similar histological features with
PR. This includes findings of spongiosis, vacuolar
degeneration of stratum basale, lymphocytic exocytosis
into the epidermis, papillary dermal edema, dense
mononuclear infiltrate, and extravasation of erythrocytes.
However, Satellite cell necrosis is a distinguishing
feature seen only in erythema multiforme cases.

There are various symptomatic treatment
modalities for PR. Sharma et al., achieved complete
response resolution of the rash within 2 weeks of
treatment with erythromycin compared to none in the
placebo group [35]. UVB phototherapy can alleviate the
severity of PR [36]. In a randomized controlled study, a
good response to acyclovir was observed in PR, while
one case had been treated successfully with dapsone
[37-39].

We believe that the patient presented above has
a morphological variant of PR which presented as an
erythema multiforme-like lesion. The presence of a
herald patch that preceded the onset of a secondary widely
distributed rash along with the presence of collarete
scales are both considered typical features observed in
patients with PR. In addition, the rapid resolution of the
symptoms supports our diagnosis of PR. This variant is
considered rare and to our knowledge, this is the seventh
case of erythema multiforme-like PR reported in the
literature.

In conclusion, we report here a case of erythema
multiforme-like PR. Diagnosis was based on the clinical
history and examination. The histopathological findings
were suggestive but not conclusive. Supportive treatment
and close follow up of the patient further confirmed
our diagnosis. It is important that physicians recognize
the wide spectrum of PR variants so that appropriate
management can be arranged.
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JJIUTEJBbHOCTH HEJIEP)KAHUSI MOYM MTOCJIE PAIUKAJIBHON
MPOCTATOKTOMMUHU U DPOEKTUBHOCTHh TPEHUPOBKH MBIIIIILL TA3A IO/
KOHTPOJIEM BUOJIOTUYECKOM OBPATHOM CBSI3U

© 10. JI. lemuako, A. 3. Bunapos, JI. M. Panoniopt, B. A. I'puropsn, E. A. Be3pykos,
. B. Bytnapy, JI. C. demuako, C. A. Mauuuk, T. b. Co0aupoB

Tpenupoeka mviiiy maza OMHOCUMC K NePEOU IUHUU JIe4eHUs HeQEePICANUS MOUU NOCILEe PAOUKATIbHOU NPOCIAMIK-
momuu. buonoeuyeckas obpamuas cesnsze 3nauumo nogviuaem sghgpekmusnocms aevenus. Pannee u omcpouennoe
npuMeHeHue mpeHuposKY Mully masa nod KOHMPOoLeM OUOIOSUYeCcKot 00pamuoll céa3u 0onadaem CpagHUMOLl
appexmuernocmoio. Tpenuposra mvluiy maza AKMUSUPYem CO3HAMENbHbIIL KOHMPOLb MEXAHUIMA YOEPAHCAHUS
Knrwouegvie cnosa: paouxanvuas npocmamakmomus, Hedepoicane Moyu, Ouoi1o2udeckas oopamuas césnss

Aim. Comparing the urine incontinence duration after prostatectomy and efficiency of training of pelvic floor
muscles.

Methods. We applied training of pelvic floor muscles under control of biofeedback at 142 patients. Up to 2 months

after operation 78 patients had an urine incontinence. 64 patients had an urine incontinence more than 2 months .

Result. Terms of restoration of urine continence after training of pelvic floor muscles in groups had no significant
distinctions (p=0,371)

Conclusions. Training of pelvic floor muscles under control of biofeedback allows to activate functional ways of

continence of urine

Keywords: radical prostatectomy, urine incontinence, biofeedback

1. Beenenne

TpeHnpoBKa MBIIII] TA30BOTO AHA OTHOCUTCS K Iep-
BOI1 IMHUY JIEUEHUS HEAEP )KaHUSI MOYH TIOCJE MPOCTATIK-
ToMHHU. D(HPEKTUBHOCTH TAKOTO JICYCHUS! CHIILHO 3aBUCHT
OT TepIEeHUs MAlUEHTa U BBIPA)KEHHOCTH €r0 MOTUBAIUU
[1, 2] Meton peabunuTanuyu, TP KOTOPOM YEJIOBEKY C
TIOMOIIIBIO AJIEKTPOHHBIX TPHOOPOB B PEXKUME PEATHLHOTO
BPEMEHH MPEAOCTABIICTCS HH(POPMAIHs O HU3HOIOTHYC-
CKUX IOKa3aTeNax AEATEIbHOCTU €ro BHYTPEHHUX Opra-
HOB MOCPEICTBOM BHU3YaJIbHBIX MM 3BYKOBBIX CHUTHAJIOB,
Ha3bIBaeTCs OMOJIOrHYecKast 00paTHasi CBS3b.

OTMe4YeHO 3HAaUNMO pAaHHEE BOCCTAHOBIECHUE
(GYHKIMU ynep)KaHus y MalueHToB, 3aHUMAIOIINXCS Tpe-
HUPOBKOM MBIIII] TA30BOI'0 JIHA 110 CPAaBHEHUIO C MallUEH-
TaMHU KOTOpbIE€ TaKOW TPEHHPOBKOHM HE 3aHUMANUCH [3].
UYepes roj, 3HAYNMOHN pa3HHIBI MEXKAY TpynmaMu 00Jb-
HBIX He OTMedeHOo. KoXpaHOBCKMI aHanM3 HE IMOKa3all
3HAUMMOW pasHMIBI MEXIY d(P(PEKTUBHOCTBIO TPEHUPO-

BOK C NIPUMEHEHHEM OMOJOTHYECKO 0OpaTHOM cBs3M U
6e3 nee [3-5]. [Tokazano, 9To GyHKUIHUS yAep:KaHHUS MOYH
y TaI[EHTOB, BHIMOIHSABIINX TPEHUPOBKY MBIIII Ta30BO-
TO JJHAa C IPUMEHEeHNeM U 0e3 Grnonornieckoii oopaTHon
CBsI3H, OblIa Jydllle, YeM y MalWeHTOB, KOTOPHIC HE BbI-
MOJHSIIN TPEHUPOBOK [6].

2. JIuteparypHbIii 0030p

Cucrema ynpaxHenui, pazpadorannas J[. H. Ara-
oexoBbM U A. Kerenewm (1949), HanpaBiieHa Ha TIOBBIIIIC-
HHE TOHYCa IPON3BOJIBHBIX MBIIIII Ta3a ¥ PA3BUTHE CHIIb-
HOTO pe(IEKTOPHOTO COKPAIICHHS B OTBET HA BHE3AITHOE
MOBBIIIEHHE BHYTPUOpPIOMIHOTO faBieHus. CriocoOHOCTh
CO3HATEJIFHO YNPABISITh MBIIIIAMH Ta30BOTO JIHA TO3BO-
JSIET HE TOJIBKO YBEJIMYMBATH 3aMBIKATEIBHYIO CIIOCO0-
HOCTh C(MHKTEPHBIX MEXAaHM3MOB, HO W MOJABJISATH He-
MPOM3BOJILHBIE COKpalIeHus aeTpy3opa. I[Ipupona storo
SBJICHUSI HE BIIOJIHE SICHA. BO3MOXHO, COKpalieHue Io-
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