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Two cases of perianal streptococcal dermatitis
(PSD) occurred in a brother and sister, aged
4 and 6 years, respectively. The diagnosis was
confirmed by the detection of group A -hemolytic
streptococci in the perineal area and pharynx of
both patients. We emphasize the importance of a
quick and accurate diagnosis of the infection
because PSD is frequently confused with other
perianal diseases of infancy.

Perianal streptococcal dermatitis (PSD) was first
described in 1966 by Amren et al1 as streptococcal
perianal cellulitis. PSD is characterized by erythema with clearly defined borders on the perianal
area. Sometimes, anal fissures, mucous-purulent
secretion, and function disorders also are present.
Often, the infection is caused by group A
-hemolytic streptococci.2 Cases of perianal infection caused by group A -hemolytic streptococci3
and Staphylococcus aureus4 have been published.

Case Report
A brother and sister, aged 4 and 6 years, respectively, presented with severe erythema in the perianal area. Both siblings had been treated with local
and oral antifungal drugs for 4 months, without
result. Skin examination showed some bright red
erythematous lesions in the perianal area with
clearly defined borders that were covered by a
mucous-purulent secretion (Figure). The girl also
had genital area involvement.
Both children had burning and intense pain
during defecation, with reactive constipation. We
applied a pharyngeal and perianal swab to the
affected areas and discovered the presence of group
A -hemolytic streptococci.
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Perianal streptococcal dermatitis in a 4-year-old boy
shows bright red erythematous lesions with clearly
defined borders.

We started antibiotic therapy with intramuscular administration of G penicillin (for the boy,
1 injection of 600,000 IU every 7 days; for the girl,
1 injection of 1,200,000 IU every 7 days). A local
treatment using mupirocin 2% cream also was
administered. Complete resolution occurred within
4 weeks, resulting in negative cultures. A 3-month
follow-up examination showed no relapse.

Comment
Infections caused by group A -hemolytic
streptococci occur frequently and include impetigo,
ecthyma, erysipelas, and scarlet fever. The same
bacterium also can be responsible for other more
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serious diseases, such as toxic shock syndrome and
necrotizing fasciitis.5,6
There are many factors that could influence the
development of the PSD infection. Some are
related to streptococcal factors, others to human
resistance. Factors responsible for human resistance include: resident flora of the skin and the
presence of long-chain fatty acids, which inhibits
the growth of infective organisms; trauma and
abrasion of the skin, which removes the stratum
corneum and allows infection to more easily occur;
excessive use of detergents; and poor hygiene.7
Some studies illustrate the important role played
by a contemporary streptococcal infection in the
development of PSD.8,9 The bacterium pass the gastric obstacle (possibly because of an acid resistance
of Streptococcus) and settle in the perianal area,
causing the development of PSD.8
PSD is a superficial infection of the perianal
area that can involve the external genital area.9
It mainly affects children and is very rare in
adults.10,11 Clinical examination shows a severe,
bright red, perianal erythema, with clearly defined
borders, covered by a mucous-purulent secretion.9-12
Common associated symptoms are pain during
defecation and itching.
It is very difficult to diagnose PSD in its early
phase; in fact, it is often confused with fungal infection, seborrheic eczema, or intestinal parasitism and
is treated accordingly. The misdiagnosis permits the
development of the disease, which involves the
deeper folds of the skin. Two studies demonstrate
the benefit of using a pharyngeal swab.10,11
Treatment of PSD is based on both local and
general therapy. The choice of antibiotics is based on
laboratory results and often consists of G penicillin
or erythromycin. Treatment must be administered
for at least 2 weeks to avoid relapse. Studies have
underlined the efficacy of local treatment with
mupirocin 2%13 or erythromycin cream only.14
We believe that PSD is an underdiagnosed
disease, and a simple swab and culture examination
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could be sufficient for a correct diagnosis and a
quick recovery.
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