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Perianal streptococcal dermatitis (PSD) is a superficial bacterial infection of the parianal area.
PSD is usually caused by group A β -hemolytic streptococci and rarely, the group G β -hemolytic streptococci or staphylococcus aureus. Symptoms include perianal rash, itching and rectal pain; bloodstreaked stools may be also seen in one third of patients. It primarily occurs in children between 7
months and 11 years of age. We report a 6-year-old boy with PSD who developed desquamation of
his fingers and perioral skin. The desquamation developed concomitant with resolution of perianal
dermatitis. We propose that desquamation in this patient was due to PSD and its release of streptococcal exotoxin. Therapy by oral penicillin and topical mupirocin is effective. (Dermatol Sinica 21 : 142145, 2003)
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ᙥෂّֆܝಛϩቲ ( ۆPerianal streptococcal dermatitis ) ߏЯຏߖ A ཏ֓ιᏉҕّᙥ
ෂ ( group A β - hemolytic streptococci ) ጱֆܝಛϩቲّܑ̝ϩቲۆĄᓜԖ˯۞ܑனѣ
ࡓăᚧຏăֆ൭ćˬ̶̝˘۞ঽˠ̂ܮѣҕකĄѩঽр൴ ٺ7 ̂͡ ז11 ໐̂۞̈ޅĄ
дѩԧࣇಡӘ˘Ҝ 6 ໐۞շޅᎮଈᙥෂّֆܝಛϩቲۆĄѩঽଈགྷග̟˾ ڇpenicillin 
Ԋొ٠ mupirocin హჼޢஸᕽĂ҃ѩঽଈдঽիቤྋॡҡᐌன͘ϐბొࣼಛϩ
ቲ௲ϩ̝ன෪Ąԧࣇᄮࠎ௲ϩ̝ன෪ߏᙥෂγ߲৵͔ٙ۞Ą( ̚රϩᄫ21 : 142 -145,
2003 )
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INTRODUTION
Perianal streptococcal dermatitis ( PSD )
was first described by Amren et al in 1966.1 It
was initially described as a perianal cellulitis.
More recent reports have suggested using the
term perianal streptococcal dermatitis since that
its skin inflammation tends to be superficial.2
PSD is caused by group A β -hemolytic streptococci (GABHS). PSD in children is much more
prevalent than was previous thought. The disease is frequently misdiagnosed and treated
inappropriately. The typical clinical presentation includes well defined erythema arising in
the perianal area, perioral and acral scarletiniform desquamation. The clinical features are
being continually expanded as this disorder
becomes more widely recognized. We describe
a 6 - year - old boy with PSD who developed
desquamation of his fingers and perioral skin.

CASE REPORT
A 6-year-old boy presented with a 3-day
history of perianal rash with itching and painful
defecation. He denied fever, sore throat or other
skin rash. On physical examination his oropharynx and tongue was clear of erythema and exudate. The perianal area and gluteal cleft were
edematous and erythematous, with well demarcated margins and minimal desquamation (Fig.
1 ). A scant mucoid discharge was presented.
Digital examination of the rectum revealed soft
blood - streaked stools. Results of laboratory
examinations, including red and white blood

Fig. 2

Desquamation of the boy’s fingertips was noted
after 4 days of therapy.

Fig. 1

Fig. 3

The perianal area and gluteal cleft were edematous
and erythematous, with well demarcated margins
and minimal desquamation.

Desquamation of the perioral skin was also noted.
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cell counts, erythrocyte sedimentation rate,
urine microscopy and sedimentation as well as
stool examination were within normal limits.
Cultures were obtained both from the perianal
skin and the oropharynx. The perianal swab culture grew for GABHS. The throat swab culture
was negative for GABHS. The antistreptolysinO (ASLO) test was positive at 1:320 (normal <
1:160 ). Oral penicillin and topical mupirocin
ointment ( Bactroban ) were prescribed. Four
days following the initiation of antibiotic therapy, his perianal erythema and painful defecation
had resolved. Then, the boy began to have
desquamation of his fingertips and perioral area
(Fig. 2 and Fig. 3).
After a 14 - days course of treatment, further bacteria culture by perianal and throat
swabs were negative growth of GABHS.
Regular urine analysis to follow up poststreptococcal glomerulonephritis was suggested.
DISCUSSION
A distinctive perianal eruption caused by
GABHS was initially described by Amren et
al.1 However, little attention was paid to it until
1985 when Spear et al.2 described 14 children
with the condition and designated it cellulitis.
Increased awareness of this entity has fostered
better understanding of the clinical features.
More recently, reports have suggested using the
term perianal streptococcal dermatitis, since
that its inflammation tends to be superficial.3
In one study, the incidence was reported to
range from one in 218 to one in 2000 pediatric
outpatient visits.4 Probably PSD is more frequent than previously thought, possibly because
it is often misdiagnosed. It is usually seen in
children aged 7 months to 11 years. However, it
has been described in adults.5 For unknown reasons, this condition is more commonly found in
males than in females.1, 3, 4 Familial cases of PSD
have been reported but the disease is rarely contagious.6
The causative agent of PSD is the GABHS
and rarely, the group G β -hemolytic streptococci ( GGBHS ) or staphylococcus aureus.7, 8 The
GABHS is a frequently identified bacteria in
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the pharynx and tonsils of children, especially
as a consequence of streptococcal throat infection or scarlet fever. It is likely that the GABHS
descends from the throat into the stomach,
where it survives the acid habitat, reaches the
lower intestinal tract and colonizes the perianal
area.3 Infection is also possible through digital
contamination from an infected oropharyx or
other site infected by GABHS.
The clinical presentation is quite constant
with well-defined erythema which always arising in the perianal area. It can be inflammatory
and edematous with induration and tenderness.
The most common features include dermatitis
( 90 % ), perianal itching ( 78 % ), rectal pain
(52%), and blood-streaked stools (35%).3 It is
often associated with anal fissure, painful defecation, constipation and even protocolitis.
Rarely, febrile cases of PSD had been reported.9
Its course can be chronic and relapsing.
Although most skin lesions of PSD do not
spread, sometimes involvement of the perianal
region as well as the genitalia resulting in vulvovaginitis or balanitis can be observed. 2, 6
Symptoms and signs can persist for weeks or
months, since the diagnosis is generally late and
the condition is frequently misdiagnosed.10
Digital desquamation was first reported by
Michael J. et al. in 2000.11 The patient that we
described eventually developed desquamation
not only of his fingers but also perioral skin,
which to our knowledge, has not been heretofore described with PSD. Digital desquamation
is well known following scarlet fever and streptococcal pharyngitis, resulting from the production of exotoxins. The timing of the desquamation in our case was in keeping with that seen
following other streptococcal infections. It was
developed concomitant with treatment and resolution of perianal dermatitis. We propose that
desquamations in this patient of his fingers and
perioral skin were due to PSD and its release of
exotoxin since no other source of streptococcal
infection was found.
Although the clinical picture of a sharply
demarcated erythema is very characteristic,
PSD is often misdiagnosed for long periods and
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patients are subjected to treatments for a variety
of diagnoses. The differential diagnosis
includes cellulitis, erysipelas, intertrigo, candidiasis, contact dermatitis, seborrheic dermatitis, psoriasis, sexual abuse and pinworm infection. Kawasaki disease shares some clinical features with the PSD, including perineal erythema
and periungual desquamation. Nevertheless, the
absence of conjunctival injection, strawberry
tongue, erythematous induration of limbs, and
lymphadenopathy argues against a diagnosis of
Kawasaki disease.
For many years, the preferred treatment
has been a 14 - day course of oral penicillin.
Medina et al 12 suggested topical 2 % mupirocin
alone or in addition to oral penicillin for PSD.
Other treatment options include oral erythromycin and topical erythromycin could be considered.13 Carrier status of streptococcus or poststreptococcal glomerulonephritis should be
checked at follow-up visits.
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