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LETTER TO THE EDITOR

Gestational Pityriasis Rosea: Suggestions for
Approaching Affected Pregnant Women

Dear Editor,

Pityriasis rosea is a common, acute, and self-limit-
ing dermatosis, which is associated with the endog-
enous systemic reactivation of human herpesvirus
(HHV)-6 and/or HHV-7 (1). It predominantly affects
individuals of both sexes in their second or third de-
cade of life and is clinically characterized by the oc-
currence of an initial erythematosquamous plaque
followed by the appearance of disseminated similar
but smaller lesions one or two weeks later. Several
patients develop systemic symptoms such as nausea,
anorexia, malaise, headache, fever, arthralgia, and
lymphadenopathy that may precede or accompany
the eruption; the latter follows the cleavage lines of
the trunk creating the configuration of a Christmas
tree and spontaneously resolves within 4 to 8 weeks.

Mainly based on the nature of the underlying viral
reactivation, pityriasis rosea is classified into five dif-
ferent forms (2): 1) Classic and 2) Relapsing (charac-
terized by sporadic and relapsing HHV-6/7 systemic
reactivation, respectively), 3) Persistent (persistence
of HHV-6/7 viremia), 4) Pediatric (longer activity of
HHV-6/7 infection; recent primary infection) and 5)
Gestational (HHV-6/7 reactivation and possible intra-
uterine transmission).

Clearly, the inevitable impairment of immune re-
sponse in pregnancy favors viral reactivation and pos-
sibly also the intrauterine transmission of HHV-6/7.
Indeed, it is well known and documented that pityria-
sis rosea more frequently occurs in pregnant women
(18%) as compared to the general population (6%)
(3). However, the literature concerning the possible
effect of pityriasis rosea on the outcome of pregnan-
cy is surprisingly sparse. Only an Italian group, Drago
et al (4,5), has systematically investigated the impact
of this disorder on pregnant women. They found that
22 out of 61 women (36%) who developed pityriasis
rosea during pregnancy had unfavorable outcomes,
whereas 8 others miscarried (13%). None of the latter
had any risk factors, other than pityriasis rosea, for in-
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trauterine fetal death. All miscarrying women report-
edly revealed an aggressive course of widespread
eruption and severe constitutional symptoms; all of
them had HHV-6 DNA in the plasma, placenta, skin
lesions, and fetal tissues, whereas HHV-7 DNA was
detected in the plasma and skin lesions in 3 out of 8
(37.5%) miscarrying women. HHV-6 DNA was found
only in the plasma of 2 out of 31 women (6.45%) with
normal pregnancy, whereas HHV-7 DNA was detect-
ed in the plasma of 3 (9.45%) and in the skin lesions of
2 women (6.45%) with normal pregnancy.

The total abortion rate in women who developed
pityriasis rosea during their pregnancy (13%) does
not differ from that observed in the general popula-
tion. Nevertheless, it is markedly higher in cases af-
fected during the first 15 gestational weeks (57%)
(4,5). Surprisingly, this devastating impact of pityria-
sis rosea on the outcome of pregnancy is almost com-
pletely unknown not only to the public but also to
many members of the medical community. It is also
largely unknown that, particularly during the first 15
gestational weeks, all pregnant women should avoid
any contact with patients known to have pityriasis ro-
sea. Since we have received a considerable number
of requests for consultation with pregnant women
with pityriasis rosea over the last few years, our group
has compiled suggestions approaching the affected
patients:

1. If an eruption suggestive for pityriasis rosea
occurs in a pregnant woman, the following factors
should be excluded:

a. Exposure to drugs prior to the development of
the rash (biologic agents, captopril, clonidine, hydro-
chlorothiazide, atenolol, lamotrigine, nortriptyline,
barbiturates, metronidazole, terbinafine, omeprazole,
non-steroidal anti-inflammatory drugs, and isotreti-
noin), which are capable of inducing a pityriasis ro-
sea-like eruption (6) and

b. Disorders included in the differential diagnosis
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(syphilis and infections due to parvovirus, herpes vi-
rus, cytomegalovirus, and Epstein-Barr virus).

2. The clinical diagnosis of pityriasis rosea should
be made according to the morphological criteria (pe-
ripheral collarette scaling with central clearance on at
least two lesions) put forth by Chuh (7).

3. Since specific anti-HHV-6 and -7 IgM antibod-
ies are detected only in a low percentage of infected
pregnant women (8), HHV-6 and -7 DNA should be
assessed in plasma by nested PCR. Especially during
the first 15 gestational weeks, pregnant women with
positive PCR results deserve, apart from close moni-
toring, appropriate information about the existing
risks in order to be able to make informed decisions.

4. Reliable and definite data from adequate and
controlled human studies on the safety of acyclovir
or valacyclovir in pregnant women and their efficacy
in pityriasis rosea are lacking. Thus, the decision on
whether these antiviral compounds will be adminis-
tered should be tailored to each individual pregnant
woman, subsequent to a meticulous assessment of
the potential risks and their balancing against the po-
tential benefits.
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