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ACADEMIC: CASE REPORT

An unusual case of enterovirus causing 
Gianotti Crosti syndrome

Natalie Allen

Abstract
A 15-month-old child presented to the emergency department with 
a papular acrally distributed erythematous rash of unknown cause. 
The eruption was unusually florid but consistent with a diagnosis of 
Gianotti Crosti syndrome, a self-limiting skin condition of childhood. 
The child had not been unwell, nor recently vaccinated, but tested 
positive for enterovirus polymerase chain reaction (PCR). Although 
numerous viruses, such as Epstein-Barr and Coxsackie B, have been 
associated with Gianotti Crosti syndrome, this is one of the few pub-
lished cases specifically discussing the presentation of enterovirus-in-
duced Gianotti Crosti syndrome.

Introduction
Gianotti Crosti syndrome (also called papular acrodermatitis) is a be-
nign self-limiting skin condition of childhood. It usually presents as a 
monomorphous, purpuric rash, commonly appearing on the extensor 
surfaces of the extremities.1 Though frequently attributed to hepati-
tis B and Epstein-Barr virus, the syndrome is most often idiopathic.2 
There are also European cases connecting atopy as well as recent 
vaccination with Gianotti Crosti syndrome.3,4 The pathogenesis of this 
condition is not well understood, but is likely immune-mediated and 
complex.3 This report hopes to draw attention to enterovirus as a 
cause of Gianotti Crosti syndrome, as well as a potential diagnosis 
for an unknown rash in children with no overt history of virus or 
recent vaccination.

Case Report

Figure 1. Bilateral foot rash 

Rash as seen in dermatology clinic, two weeks after initial appearance. 
Desquamation and erythema still present despite hydrocortisone cream 
and amoxicillin use. 

A 15-month-old male Māori infant presented to the Waikato Hospital 
Dermatology Department following referral from paediatrics. He had 
a two-week history of bilateral foot rash (Figure 1). The rash was 
initially managed in the community and emergency department with 
oral amoxicillin and hydrocortisone cream, which provided no bene-
fit. Initially, the rash presented as erythematous desquamation of the 
feet, which then transformed into small white blisters. Following this, 
he developed papules on the extensor elbows, knees, buttocks, and 
around the mouth. He had no lymphadenopathy or mucosal involve-
ment. There were no target lesions or intact vesicles. The child had a 
fever, but otherwise no coryzal or gastrointestinal symptoms. He had 
no history of recent illness or vaccinations in the last three months. 
He did have a history of upper respiratory tract infections, with two 
presentations to the emergency department at the age of 6 weeks 
and 5 months, alongside suspected dairy intolerance.

Differential diagnosis included acropustulosis of infancy, pityriasis 
rubra pilaris, and hand, foot, and mouth disease. His rash was most 
consistent with Gianotti Crosti syndrome. A complete blood count, 
antistreptolysin O, liver function enzymes, hepatitis and Epstein-Barr 
serology, and a throat swab were ordered. All results came back unre-
markable except for the throat swab, which revealed presence of en-
terovirus. Management of Gianotti Crosti syndrome is conservative; 
the patient was prescribed fatty cream three times daily and followed 
up after one week. At this appointment, he improved significantly and 
was discharged from dermatology.

Discussion
Gianotti Crosti Syndrome was initially described in the 1950s in Rome 
and was previously thought to be associated with hepatitis B infection 
in children.6 A papular urticarial rash in a child lasting longer than ten 
days is considered the most predictive diagnostic indicator, as rashes 
consistent with Gianotti Crosti syndrome last between two and four 
weeks.5 The clinical features can be very variable, but usually include 
a symmetric papular eruption over the buttocks, feet, cheeks, and 
extensor surfaces of limbs. This rash may progress to vesicles and is 
often pruritic, though not in all cases. The incidence of Gianotti Crosti 
syndrome is difficult to predict, primarily due to underdiagnosis and 
the limited number of case studies. It is believed to occur predomi-
nantly in children between the ages of one and six years.6

Despite the variety of potential causes, the pathogenesis of Gianot-
ti Crosti syndrome remains unclear. The virus appears to be the key 
driver behind the skin changes, with secondary immunomodulation 
necessary to induce the rash.7 Despite using immunohistochemistry 
and electron microscopy, no viral antigens have been identified in the 
skin lesions of children presenting with Gianotti Crosti syndrome in at 
least three studies so far.7 The implications of this are that the devel-
opment of the rash is unlikely due to local interactions between viral 
antigens and the skin, but rather some unknown systemic process.6

N Z Med Stud J, Issue 29, pp. 23–24, Nov 2019



nzmsj The New Zealand Medical Student Journal  Issue 29 • November 2019

 24   24 

The introduction of hepatitis B vaccination in 1965 challenged the 
aetiology of this condition, and over time numerous additional causes 
were identified. Epstein-Barr virus is now considered to be the pre-
dominant precursor to Gianotti Crosti syndrome in the developed 
world.1 Other known viral agents include hepatitis A, cytomegalovirus, 
rotavirus, parainfluenza, mumps, coxsackie, and respiratory syncytial 
viruses.6 Bacterial causative agents such as Mycoplasma pneumoniae and 
haemolytic Streptococci have also been reported.7 Vaccination has also 
been recorded as an inducer of Gianotti Crosti syndrome, though it 
has been speculated that afflicted children also had a viral infection at 
the time of immunisation.4,6 Alongside these infective cases, many cases 
are idiopathic.8 It also appears as though children with a history of au-
toimmunity are at a greater risk than their non-atopic peers.3

Enterovirus has previously been included in the general list of 
causes.8 Regarding this specific case, the patient has no indications of 
enterovirus infection. This raises the question: how many idiopathic 
cases of Gianotti Crosti syndrome have an occult viral cause? The fre-
quency of idiopathic presentation,8 coupled with asymptomatic viral 
infection discussed in this case may suggest that the development of 
Gianotti Crosti syndrome is not directly correlated with the severi-
ty of infection. A stronger understanding of the pathogenesis of this 
syndrome is necessary to understand how a variety of pathogens 
may cause similar presentations in young children. Therefore, this case 
report highlights the necessity for additional research with respect 
to the prevalence and presentation of enterovirus-induced Gianotti 
Crosti syndrome.
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