
Test your diagnostic skills in our 
regular dermatology quiz. What  
is the cause of this widespread 
rash in a young man who is 
systemically well?

Case presentation
A 21-year-old man presents with a two-
week history of a widespread rash that is 
moderately pruritic. The rash started as 
separate papules and plaques but pro-
gressed to a more widespread state and, 
in some areas, the lesions have coalesced. 
He reports an episode of tonsillitis four 
weeks earlier that was managed with oral 
phenoxymethylpenicillin. He has no other 
significant medical history and is system-
ically well.

Prior to presenting, the patient had 
tried over-the-counter 0.5% hydrocorti-
sone ointment, sorbolene cream as an 
emollient and oral loratadine 10 mg daily, 

without significant improvement.
On examination, the patient is observed 

to have a widespread rash affecting his 
abdomen, back, hands, feet and legs  
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	 DERMATOLOGY CLINIC  PEER REVIEWED

Figures 1a to e. The case patient at presentation 
with a widespread rash of erythematous papules 
and plaques, some with silvery scale, affecting 
his abdomen (a), back (b), hands (c), feet (d) and 
legs (e). Confluence and excoriations are visible 
on his back. There are hyperkeratotic papules 
on the feet.
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(Figures 1a to e). Discrete, erythematous 
papules and plaques, some with silvery 
scale, are noted. The papules have  
coalesced into plaques on his upper  
back. His scalp is involved. Hyperkeratotic 
papules are observed on the dorsum of 
the feet. There is sparing of his palms, 
soles, face and mucosal surfaces.

Differential diagnoses
Conditions to consider among the differ-
ential diagnoses include the following.

Pityriasis rosea
Pityriasis rosea, a self-limiting cutaneous 
exanthem that typically lasts for six to 
10 weeks, can generally be diagnosed 
clinically on the basis of its history and 
presentation. Typically there will be an 
initial herald patch (up to 10 cm), followed 
by the development of numerous smaller, 
scaly, ovoid patches (2 to 5 cm) within a 
two-week period.1 The trunk and proximal 
extremities are most commonly affected. 
The lesions present along Langer’s lines, 
giving a characteristic ‘Christmas tree’ 
appearance.2 Generally, the patches have 
a fine scale that is most apparent at the 
peripheries of the lesions (collarette 
scaling). The patches may be asympto-
matic but can be mildly or moderately 
pruritic.1 The exact aetiology for pityriasis 
rosea is unknown but it is thought to be 
associated with reactivation of latent 
human herpesvirus-6 and herpesvirus-7 
infection.3

The case patient had no herald patch. 
Additionally, the history of recent ton-
sillitis, which is not a feature of pityriasis 
rosea, gives clues to the true diagnosis.

Viral exanthems
Viral exanthems, which are most com-
monly seen in infants and young chil-
dren, are usually associated with benign 
and self-limiting diseases.4 Significant 
morphological and distribution varia-
tion may occur, including presentations 
that are maculopapular, vesicular or 
even petechial in nature.5 Specific viral 
exanthems may exhibit a distinctive 

pattern – for instance, those caused by 
viruses such as rubella, roseola (herpes-
virus-6B), erythema infectiosum 
(parvovirus B19), measles (morbilli-​
virus) or chickenpox (varicella).6 However, 
many viral exanthems lack specificity 
and a clear causative virus may not be 
apparent.7 The cutaneous features of 
viral exanthems are typically accompa-
nied by flu-like symptoms, including 
fever and malaise.

Viral exanthems can usually be iden-
tified by considering the age of the patient 
and the distribution of the rash and 
its morphology.6 For the case patient, a 
careful history regarding his recent 
illness was helpful – viral exanthems 
usually present with a rash around the 
same time as systemic symptoms, but he 
experienced a two-week latent period 
between infective symptoms and the 
onset of the skin eruption. Furthermore, 
he falls outside the age range in which 
viral exanthems are usually observed.

Tinea corporis
Tinea corporis (‘ringworm’) is a super-​
ficial fungal infection of the skin pre
dominantly caused by Trichophyton or 
Microsporum species. Zoonotic fungal 
species may be transmitted from animals, 
including dogs, cats, horses and cattle.8 
Risk factors include immunosuppression, 
diabetes mellitus and hyperhidrosis.

Tinea corporis typically presents as a 
mildly pruritic, polycyclic or annular 
solitary plaque, but multiple plaques may 
be present. The plaques often have an 
erythematous, scaly ‘active edge’ that is 
sometimes papular or pustular and central 
clearing.8 Commonly affected areas are 
the groin, buttocks and feet.9

Tinea corporis can generally be diag-
nosed clinically. However, if there is 
diagnostic uncertainty then taking skin 
scrapings from the active edge for 
microscopy may be valuable.

Secondary syphilis
Although rare, secondary syphilis is 
important to consider because of the 

potential public health ramifications. 
The dermatological presentations are 
varied and encompass a wide variety of 
muco​cutaneous lesions. Typically, how-
ever, there will be an initial macular rash 
followed by a symmetrical papular erup-
tion. Generally, this involves the entire 
trunk and extremities, including the 
hands and soles of the feet. Papules usu-
ally have a scale but may also have folli-
cular, smooth or pustular morphology.10 
The rash is not commonly pruritic. The 
disease generally presents as a systemic 
illness characterised by malaise, head-
aches, weight loss, fevers and myalgias, 
alongside dermatological manifestations. 
Lymphadenopathy is present in most 
cases.10

Secondary syphilis generally occurs four 
to 10 weeks after the primary infection. 
About 22% of cases of syphilis present at 
the secondary stage.11 In Australia, cases 
of syphilis have been steadily rising among 
men who have sex with men, Aboriginal 
and Torres Strait Islander people and 
women of reproductive age.12 Secondary 
syphilis can be diagnosed through a pos-
itive cardiolipin antibody result, which 
can be detected through the rapid plasma 
reagin or venereal diseases research 
laboratory  serological tests.10

Guttate psoriasis
This is the correct diagnosis. Guttate 
psoriasis is an acute variant of psoriasis 
that is typically triggered by acute strepto
coccal infection of the tonsils.13 The term 
‘guttate’ refers to the classical drop-like 
appearance of the papules and plaques, 
which are typically well demarcated 
and about 2 to 6 mm in size. The plaques and 
papules are salmon-pink to erythematous 
in colour and may also have a silvery scale. 
Koebnerisation phenomenon is associated 
with guttate psoriasis, wherein lesions 
may develop in areas of friction or 
irritation.14

Guttate psoriasis typically develops 
one to three weeks after a streptococcal 
infection.15 Rarely, the condition may be 
triggered by TNF-alpha inhibitor therapy 
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or streptococcal infection to another 
location of the body (such as a perianal 
streptococcal infection).16,17

Guttate psoriasis accounts for 2% of 
psoriasis presentations.18 Children and 
adolescents are most commonly affected; 
the incidence is equal across sexes.13 It is 
generally a self-limiting condition, but 
about one-third of patients will go on to 
develop long-term chronic plaque 
psoriasis.19

Clinically, secondary syphilis may 
resemble guttate psoriasis but can be 
distinguished by evaluating for systemic 
symptoms, lymphadenopathy and 
assessing for palmoplantar involvement. 
When multiple plaques are present in 
tinea corporis, these are usually more 
sparsely distributed than in guttate 
psoriasis.

Pathophysiology
The exact pathophysiological correlation 
between streptococcal infection and gut-
tate psoriasis remains elusive, but there is 
a complex interplay between genetic and 
environmental factors. It has been postu-
lated that the guttate eruption might result 
from an immune reaction to the strepto-
coccal infection in individuals who have 
susceptible genotypes. These include 
associations with human leukocyte anti-
gen (HLA) genes, with the HLA-Cw*0602 
allele in particular appearing to increase 
risk for guttate psoriasis.20

Diagnosis
Guttate psoriasis can usually be diag-
nosed clinically on the basis of a careful 
history and examination. If there is diag-
nostic uncertainty, testing for antistrep-
tolysin O, anti-DNase B or streptozyme 
antibody titres may be beneficial – these 
are often elevated, indicating recent strep-
tococcal infection.15 Skin biopsy is rarely 
indicated unless the diagnosis is still 
uncertain.21

Management
Guttate psoriasis typically responds well 
to topical management measures and 

phototherapies. A moderate to potent 
topical corticosteroid may be beneficial, 
such as methylprednisolone aceponate 
0.1% fatty ointment or mometasone furo-
ate 0.1% ointment, applied once or twice 
daily until symptoms settle. Topical appli-
cation of calcipotriol and betamethasone 
foam can also be beneficial for symptom 
management. For some patients, several 
weeks of graded sun exposure to affected 
areas can be helpful.

For patients with more severe cases of 
guttate psoriasis, referral to a dermatolo-
gist for consideration of phototherapy may 
be beneficial. Broadband or narrowband 
ultraviolet B (UVB) phototherapy may  
be used, typically two or three times per 
week for six to 12 weeks or until remission 
occurs.15

Although guttate psoriasis is often 
triggered by streptococcal infection, there 
is currently no compelling evidence of a 
role for tonsillectomy or antibiotic treat-
ment in management.22

Outcome
The case patient was managed with 
methylprednisolone aceponate 0.1% oint-
ment twice-daily, emollients and narrow-
band UVB therapy (three times weekly 
for six weeks). His rash responded well to 
treatment and cleared completely.�   MT
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