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Perianal streptococcal dermatitis is an uncommon superficial cutaneous infection of the 
perianal area almost exclusively described in children. Perianal streptococcal dermatitis is caused 
by group A beta-hemolytic streptococci and occurs mainly in children between six months and ten 
years of age. Prior therapy with topical antifungal agents, topical corticosteroids, and oral 
preparations for pinworms either fails to improve or worsens patient’s symptoms. Early antibiotic 
therapy causes a dramatic and rapid improvement of symptoms. Treatment protocol consists of 
amoxicillin 40 mg/kg/day, divided into three doses, and/or topical application of mupirocin 2% 
ointment three times per day for ten days. We describe a four-year-old boy with perianal 
streptococcal dermatitis who was brought to our clinic with plaque type psoriasis. 

 
 Archives of Iranian Medicine, Volume 12, Number 6, 2009: 591 – 594. 
 

Keywords: Perianal cellulitis  plaque-type psoriasis  streptococcus 
 

Introduction 
 

erianal streptococcal dermatitis (PSD) is 
an uncommon superficial cutaneous 
infection of the perianal area almost 

exclusively described in children. Only few cases 
of PSD in adult patients are available in the 
literature. Several familial cases also have been 
reported.1–3 Communal bathing is thought to 
facilitate familial spread; however, the incidence of 
communal bathing did not reach statistical 
significance in one study.2 

PSD was first described in 1966 by Amren et 
al.4 as a perianal streptococcal cellulitis. It 
represents a superficial bacterial infection usually 
with group A beta-hemolytic streptococci 
(GABHS). Symptoms may last from three weeks 
to six months. Patients are frequently 
misdiagnosed.5 Initial treatment that delays 
effective treatment includes topical antifungal 

agents, topical steroids, and oral preparations for 
pinworms. We describe a four-year-old boy with 
PSD who was brought to our clinic with plaque-
type psoriasis. Early recognition, diagnosis, and 
treatment greatly decrease patient's discomfort and 
parental distress. Early antibiotic treatment results 
in dramatic and rapid improvement of symptoms. 

 
Case Report 

 
A four-year- old Iranian boy was brought to our 

clinic with complaints of rectal itching and 
burning, and pain on defecation. The patient was 
afebrile and extremely uncomfortable due to severe 
pruritus in the perianal region. 

Physical examination revealed a bright red, 
moist, edematous, and sharply demarcated rash 
that extended circumferencially for approximately 
3 cm around the perianal area (Figure 1). The 
patient had been previously treated for three 
months with topical antibiotics, topical steroids, 
and topical antifungal creams prescribed by other 
physicians without improvement. The patient also 
had a three-year history of a mildly pruritic rash on 
his trunk. He had no other symptoms such as a sore 
throat or other infections. His family history was 
negative for psoriasis. On physical examination, he 
had some plaques typical for plaque psoriasis on 
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his trunk and flank area (Figure 2). 
Results of laboratory examinations, including 

red and white blood cell counts, erythrocyte 
sedimentation rate, urine microscopy and 
sediment, and stool examination were within 
normal limits. A clinical diagnosis of SPD was 
made and confirmed with a rapid streptococcal 
screen of perianal region. Therapies with topical 
medications were discontinued, and the patient was 
given oral amoxicillin (40 mg/kg/day) for ten days. 
A dramatic clinical response was noted within 
three days, and symptoms completely resolved 
after three weeks. But his psoriatic lesions did not 
respond to the therapy. Perianal swab taken three 
weeks later was negative for GABHS. To the best 
of our knowledge, perianal streptococcal cellulitis 
associated with plaque-type psoriasis has not been 

reported previously. We report this case for two 
reasons: first, to make physicians aware of this 
condition and second, to emphasize the necessity 
of examining patients, particularly pediatric 
patients with PSD, very thoroughly for other 
possible associated conditions. 

 
Discussion  

 
PSD is caused by GABHS and occurs mainly in 

children between six months and ten years of age.6 

Although uncommon, PSD has also been reported 
as being caused by Staphylococcus aureus.7,8 In 
one study, the incidence was reported to range 
from one in 218 to one in 2000 pediatric outpatient 
visits.2 Signs and symptoms in this study included 
perianal dermatitis (90%), perianal itching (78%), 
rectal pain (52%), and blood-streaked stools 
(35%).2 Intra-family spread has been reported in 
50% of possible cases. Prior therapy with topical 
antifungal agents, topical corticosteroids, and oral 
preparations for pinworms either fails to improve 
or worsens patient's symptoms.5 This type of 
therapy frequently delays definitive diagnosis and 
treatment. Children with streptococcal pharyngitis 
have a 6% anal carriage rate.9 It is thought that 
gastric acid in a healthy host eliminates most of the 
swallowed pharyngeal bacteria; therefore, other 
sources of transmission are likely. Digital 
contamination from an infected oropharynx or 
other sites of streptococcal infection (i.e., 
impetigo) may be the source. 

Clinically, this entity presents itself most 
commonly as a superficial perianal well-
demarcated rim of erythema; sometimes fissuring 
may also be seen. Pain or tenderness, especially 
prominent on defecation, may lead to fecal 
retention in affected patients. Subcutaneous 
involvement, suggestive of cellulitis, is normally 
absent. The absence of fever and systemic signs 
and symptoms also support the superficial location 
of rash.2 It may also affect the vulvar and penile 
tissues.1,9–11 The association between PSD and 
guttate psoriasis has been reported by some 
authors,12,13 but its association with plaque- type 
psoriasis has not been reported. The association 
between (guttate and plaque) psoriasis and 
streptococcal infections has been known for a long 
time and is well-documented. The mechanisms, 
however, are still a matter of investigation and 
several findings indicate a possible role for various 
bacterial proteins and/or toxins serving as 

Figure 1. Perianal rash 

Figure 2. Plaque type lesions on trunk and flank 
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superantigens.14 More recently,  Tonkovic-Capin et 
al. and Stricker et al. found an association between 
PSD and streptococcal vulvovaginitis in a 41-year-
old women, a condition usually encountered in 
prepubertal girls.15,16 

Although the clinical picture of a sharply 
demarcated erythema is very characteristic, PSD is 
often misdiagnosed for long periods of time and 
patients receive treatments for a variety of other 
diagnoses, including candidiasis, seborrheic 
dermatitis, psoriasis, atopic dermatitis, diaper rash, 
sexual abuse, local trauma from heavy wiping, and 
inflammatory bowel disease or pinworm 
infestation. A rapid streptococcal test or a culture 
of the perianal area may elucidate the diagnosis. 
Relapses have been noted in up to 39% of cases; 
thus, close follow-up is indicated.2 

Early antibiotic therapy causes a dramatic and 
rapid improvement in symptoms. As the vast 
majority of infections are due to streptococci, a 
systemic penicillin or erythromycin combined with 
a topical antiseptic or antibiotic is the treatment of 
choice. The duration of the disease should be 14 to 
21 days, depending on the clinical response. Post-
treatment swabs and urine analysis to monitor for 
poststreptococcal glomerulonephritis are 
recommended. Although penicillin is generally 
recommended for the treatment of GABHS 
infection, amoxicillin is often better tolerated in 
pediatric population because of its better-tasting 
suspension.17 Treatment protocol consists of 
amoxicillin 40 mg/kg/day, divided into three doses, 
and/or topical applications of mupirocin 2% 
ointment three times per day for ten days.6,13 

Penicillin, clindamycin phosphate, and 
erythromycin have also been used.18 Although 
Medina et al. suggested topical mupirocin 
monotherapy for PSD caused by GABHS, others 
believe that systemic antibiotics such as penicillin, 
erythromycin, roxithromycin, or azithromycin 
should be the treatment of choice.19 Therapy 
should be monitored by post-treatment perianal 
and throat swabs as well as urine analysis to 
monitor for poststreptococcal glomerulonephritis. 

 
Conclusion 

 
Culture from the affected area should always be 

prepared in patients with persistent perianal 
erythema. SPD can masquerade as many other 
diseases. Perirectal tenderness and pain during 
defecation can result in constipation, particularly 

when the diagnosis is not considered and effective 
therapy is delayed for months. Therapy should be 
monitored by post-treatment perianal and throat 
swabs as well as urine analysis to monitor for post-
streptococcal glomerulonephritis. To the best of 
our knowledge, combination of psoriasis and PSD 
has not been previously described in the literature, 
and whether it is merely a chance occurrence or an 
actual association remains to be seen. 
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