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Dermacase

Answer to Dermacase continued from page 712

4. Gianotti-Crosti syndrome
Gianotti-Crosti syndrome, also known as infantile pap-
ular acrodermatitis or papular acrodermatitis of child-
hood, is a common, self-limiting dermatosis that occurs 
worldwide. It affects infants and children between 
the ages of 6 months and 12 years of age, with peak 
incidences ocurring from ages 1 to 6 years.1 In 1955, 
Gianotti and Crosti initially described the syndrome as a 
distinct infectious exanthem associated with the hepati-
tis B virus.2 Today, however, Gianotti-Crosti syndrome is 
considered a cutaneous reaction pattern associated with 
viruses, bacteria, and vaccines.

The pathogenesis of Gianotti-Crosti syndrome is still 
unclear. Colombo et al suggested that either circulat-
ing viruses or immune complexes are responsible for 
the skin findings3; however, neither viral particles nor 
viral antigens have been observed in the lesions asso-
ciated with Gianotti-Crosti syndrome. As such, it is 
accepted that pathogenesis could be due to the imma-
ture immune systems of infants and children resulting in 
different responses to viral infections.4

Diagnosis
Gianotti-Crosti syndrome is characterized by the acute 
onset of multiple monomorphous, flat-topped or dome-
shaped, nonhyperkeratotic, red-brown papules and 
papulovesicles. The papules are distributed symmetri-
cally on the cheeks, extensor surfaces of the extremi-
ties, and the buttocks. The trunk, palms, and soles 
are usually, but not always, spared. The rash can be 
slightly pruritic. The cutaneous manifestations might 
be preceded by an upper respiratory tract infection. 
Constitutional symptoms, including malaise, low-grade 
fevers, and diarrhea, are sometimes observed at pre-
sentation, but are usually mild.

Diagnosis of Gianotti-Crosti syndrome is usually 
made clinically. If there are elevations in liver enzymes, 
evaluation for hepatitis or Epstein-Barr virus should 
be performed. In the vast majority of cases, Gianotti-
Crosti syndrome is a self-limiting, benign process, which 
usually resolves without scarring within 10 to 60 days. 
Rarely does postinflammatory hypopigmentation or 
hyperpigmentation occur.5,6

Differential diagnosis
Hand, foot, and mouth disease is a systemic infection 
caused by an enterovirus, and is characterized by ulcer-
ative oral lesions and a vesicular exanthem on the dis-
tal extremities. It is associated with fever, malaise, a 
sore mouth, diarrhea, and joint pain. Cutaneous lesions 
appear as tiny macules or papules that quickly evolve 
to vesicles. These vesicles contain a clear fluid with 
a watery appearance or yellowish hue; some lesions 
rupture with the formation of erosions and crusts. 

Characteristically, lesions arise on the palms and soles, 
especially on sides of fingers and toes, and on the but-
tocks.7

Pityriasis rosea is an acute exanthematous eruption. 
At first, a primary or “herald” plaque (oval, slightly raised 
plaque, 2 to 5 cm in length, salmon-red in colour, with 
a fine collarette scale at periphery) develops, usually on 
the trunk. One or 2 weeks later a generalized secondary 
eruption (fine-scaling papules and plaques with a mar-
ginal collarette) develops in a typical distribution pat-
tern (along the long axes of the oval lesions, following 
the lines of cleavage in a “Christmas tree” pattern). The 
entire process remits spontaneously within 6 weeks.7

Molluscum contagiosum is an epidermal poxvirus 
infection characterized by discrete pearly white or skin-
coloured round or oval papules, 2 to 5 mm in diameter, 
which are slightly umbilicated. It spreads by touching, lead-
ing to autoinoculation. Individual lesions last 6 to 8 weeks 
and usually resolve spontaneously without scarring.7

Scabies is caused by an infestation of the mite 
Sarcoptes scabiei. It is characterized by severe general-
ized pruritus, which usually worsens at night; symptoms 
include excoriated papules, burrows, and nodules over 
the webs of fingers, wrists, elbows, axillae, buttocks, 
and genitalia. Face, and head are usually spared.8

Management
As Gianotti-Crosti syndrome is self-limiting, no treat-
ment is necessary except for symptom relief. Oral anti-
histamines or topical anti-itch creams can alleviate 
severe pruritus, while topical steroids applied once daily 
for 1 to 2 weeks might decrease the duration of lesions. 
Systemic corticosteroids have been reported as effective 
in severe cases.9 
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