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ABSTRACT
Background: Pityriasis rosea is an acute, benign, self-limiting, disorder that most commonly affects teenagers and
young adults. The eruption has a characteristic pattern. It is a mild inflammatory exanthema characterized by
Salomon-colored papular and macular lesions usually preceded by herald patch. Aim of the study: The aim of this
study to evaluate the clinical pattern of pityriases rosea in Baquba city. Patients and methods: A total number of
one hundred patients with various degree of severity, types and distribution of pityriasis rosea were seen in the
outpatients clinic department of dermatology in Baquba Teaching hospital, Diyala, Iraq. From January 2017 to
October 2017. All patients examined thoroughly to determine the site, shape, severity of the lesions. Result: A
total number of 100 patients aged from 9 months to 63 years with mean age of 21years.52 males’ 48 females’
patients, Most age group between 11-20 years, The herald patch was present in only 67 patients. 72%of secondary
lesion was scaly erythematous lesion,22% of patients pityriasis preceded by flu like illness.66%had mild itching.
KEYWORDS: Pityriasis rosea, Baquba.
INTRODUCTION
Pityriasis rosea (PR) is a papulosquamous disorder first
described by Robert Willan in 1798 but under another
terminology.[1]
PR is an acute, benign, self-limiting, disorder that most
commonly affects teenagers and young adults. The
eruption has a characteristic pattern.[2] It is a mild
inflammatory exanthema characterized by Salomoncolored papular and macular lesions that are first discrete
but may become confluent. The individual patches are
oval or circinate and converted with finely crinkled, dry
epidermis, which often desquamates leaving a collarate
of scaling when stretched across the long axis,the scales
tend to fold across the lines of stretch.[3] Its
distinguishing clinical characteristics are the presence of
an initial red scaling patch (herald patch) followed 7-14
days by a more generalized eruption on the non-sunexposed areas of the body. The disease is frequently
asymptomatic, although pruritus may be present in few
patients. P R can occur throughout the year, but more
commonly is observed during the autumn and spring,[4]
The incidence is highest between age 15 and 40 and
women are more frqunttly affected than men.[2] The
lesions are distributed mainly on the trunk and proximal
limbs, however, the secondary skin eruptions may also
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present on the face and extremities.[5] Mucous membrane
lesions occur in 16% of all PR cases, but due to lack of
symptoms, these oral lesions are often overlooked and
are rarely recorded.[6] an exact cause for this has not been
found.[7] But various hypotheses have been postulated;
incriminating infective agents such as viruses, bacteria,
spirochete and non-infective etiologies such as atopy and
autoimmune causes have also been investigated.[8] The
epidemiological evidence for a possible infective
etiology consists of the following[9]
1- Seasonal variation in incidence.
2- The occurrence of mild prodromal symptoms.
3- The strong association with recent upper respiratory
tract infection preceding the cutaneous rash in PR.
Various microorganisms including fungi, spirochetes,
streptococci and viruses have been implicated in many
studies.[10,11]
Human herpes virus 6 and 7 have been extensively
studied.[12] some demonstrated active replication of
human herpes virus type 6 and type 7 in mononuclear
cells of lesional skin as well as identifying the viruses in
serum samples of patient including women who
experienced miscarriage in association with PR.[13]
The histopathology of PR characterized by mounds of
parakeratosis, Focal spongiosis beneath parakeratosis,
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lymphocytic exocytosis, edema
extravasated erythrocytes, a few
papillary dermis, a sparse to
perivascular lymphohistiocytic
occasional eosinophil.[14]

of dermal papillae,
melanophages in the
moderate superficial
infiltrate with an

MATERIALS AND METHODS
The aim of this study to evaluate the clinical pattern of
pityriases rosea in Baquba city.
A total number of one hundred patients with various
degree of severity, types and distribution of pityriasis
rosea were seen in the outpatients clinic department of
dermatology in Baquba Teaching hospital, Diyala, Iraq.
From January 2017 to October 2017.
All patients were asked about their age, occupation,
preceding illness, drug conception, duration of illness,
appearance of herald patch, use of irritant during bath.
All patients examined thoroughly to determine the site,
shape, severity of the lesions. And screened for syphilis
by VDRL (venereal disease research laboratory) to
exclude syphilis.
RESULTS
A total number of one hundred patients aged from 9
months to 63 years with mean age of 21years.52 males’
patients with mean age 22 years and 48 females’ patients
with mean age 18 years as show in table (1).
Table 1: Number and sex of the patients.
No.
52
48

%
52%
48%

Sex
Male
Female

Table 3: Site of herald patch.
Site
abdomen
Chest
Upper limb
Back
Thigh
Neck
Buttock
Lion
Elbow
Near moth angle

No. of patients
15
12
11
9
8
6
2
2
1
1

%
22
18
16
13
12
9
3
3
1
1

The types of secondary lesions were as follows: 72%
scaly erythematous lesion, 20% scaly erythematous and
papular lesions, scaly erythematous and bullous1%,
papular lesions only 5%, herald lesion 2% and
bullus1%.as show in table (4).
Table 4: The type of secondary rash.
Type of lesion
Scaly erythematous macular
Scaly erythematous and papules
Scaly erythematous and bullous
papular
Bullous
Herald patch only

No.
72
20
1
5
1
1

The commonest site for secondary lesion is the trunk (79
patients) followed by upper limbs and lower limbs (18
patients), upper limbs only in (16 patients), neck
involved in 14 patients, face involved in 12 patients, the
palms and soles involved in only 3 patients.
A generalized rash spreading all over the body is seen in
3 patients. As show in figure (1)

Most age group between 11-20 years (38 patients)
followed by age group 21-30 year (24 patients) as show
in table(2).
Table 2: Age groups.
Age group
0 - 10
11 - 20
21 - 30
31 - 40
41 - 50
51 - 60
61 - 70

No. of patients
20
38
24
8
6
2
2

Male
5
22
14
4
3
1
1

Female
15
16
10
4
3
1
1
Figure 10: The site of secondary rash.

The herald patch was present in only 67 patients.
The site of herald patch 22% in abdomen,17% in the
chest, 16% in the upper limb, in back 13%,, thigh
12%,and less in neck, buttock, lion, elbow and near angle
of the mouth as show in the table (3).

www.wjpls.org

The total number of site of secondary rash is more than
the number of total patients because in one patient there
may be more than one site involved.
History of preceding illness is detected in 23 patients, the
commonest illness is influenza like illness (22 patients),
one patient with gasteroenteritis.
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Itching was present in78 patients (15 moderate to sever,
mild in 63) and absent in 22 patients.as show in
figure (2).
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15% had severely itching, this compatible with most
other reports.
We conclude that PR in Baquba city is mostly
compatible with clinical pattern with other sites in the
world and we should be further evaluated by doing long
term follow up on larger samples especially those which
concern associated with mucosal involvement.
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