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1/3 QUIZ SECTION

Unilateral Maculopapular Rash in a Child: A Quiz
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A 2-year-old Caucasian boy presented with a 4-day duration 
of rash localized on the left side of his body. The eruption 
commenced abruptly on the left side of the abdomen, subse-
quently coalescing and extending along the lateral thoracic 
wall to the left axilla. The rash then progressively spread to 
involve the left upper and lower limbs. On physical exami-
nation, the patient exhibited multiple erythematous macules 
and papules on the left abdominal region, left lateral chest, 
left axilla, left arm – coalescing around the left cubital 
fossa – and the proximal portion of the lower limb (Figs 1 
and 2). The patient’s parents reported an episode of upper 

respiratory tract infection approximately 2 days before the 
onset of the rash, with associated symptoms of low-grade 
fever (37.2°C), cough, and rhinitis. Additionally, the patient 
experienced an itch of moderate intensity.

What is your diagnosis?
Differential diagnosis 1: Contact dermatitis 
Differential diagnosis 2: Gianotti–Crosti syndrome
Differential diagnosis 3: Asymmetric periflexural exanthem 
of childhood (APEC)
Differential diagnosis 4: Atypical pityriasis rosea
See next page for answer.

Fig. 1. Numerous erythematous macules and papules on the left 
side of the patient’s body. 

Fig. 2. Erythematous macules coalescent on the proximal part of the 
left lower limb.
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Diagnosis: Asymmetric periflexural exanthem of 
childhood (APEC) 

Asymmetric periflexural exanthem of childhood (APEC), 
also referred to as unilateral laterothoracic exanthem (ULE) 
or superimposed lateralized exanthem, represents a rare and 
distinctive exanthematous eruption primarily observed in 
early childhood. This condition is characterized by its asym-
metric and unilateral distribution, alongside a self-limiting 
clinical course. APEC exhibits a predilection for female 
children, with a reported female to male ratio of approx-
imately 2:1, and the majority of cases have been reported 
within the Caucasian population (1). The typical onset of 
symptoms occurs at a mean age of 27.5 months, with an 
age range extending from 1 to 5 years (2); however, isola-
ted cases of APEC have also been observed in both infants 
and adults (3). Familial occurrence has occasionally been 
observed, suggesting a potential genetic predisposition. 
Furthermore, APEC demonstrates a seasonal variation in 
its prevalence, with a marked increase in cases during the 
late winter and early spring months (4).

Clinically, APEC typically manifests as discrete eryt-
hematous macules and papules, ranging from 1 to 4 mm 
in diameter. These lesions are characterized by a granular 
texture on palpation and exhibit a tendency to coalesce 
into larger plaques. Pale haloes may be observed around 
the larger lesions. In addition to the primary erythematous 
lesions, other dermatologic manifestations may be noted, 
including eczematous or scarlatiniform eruptions, morbilli-
form patches, as well as annular and reticulate patterns. The 
diversity of these patterns contributes to the heterogeneity 
of clinical presentation (3, 5). APEC typically develops 
unilaterally, with the lesions often first appearing in the 
axillary region. Less frequently, the eruption may involve 
the groin area. Over time, the rash extends to the adjacent 
trunk and the medial surface of the corresponding lower or 
upper limb. In rare cases, the eruption may also spread to 
more distant areas, including the face, genitalia, and palmo-
plantar surfaces. The distribution of the eruption is generally 
centrifugal, with lesions radiating outwards from the initial 
site of involvement. While progression to the contralateral 
side may occur (2), unilateral predominance is typically 
maintained in most cases. There is no significant left- or 
right-sided predilection in the distribution of the rash. The 
exanthem in APEC is often associated with moderate itch, 
which may lead to varying degrees of discomfort. Regional 
lymphadenopathy is also commonly observed, suggesting 
an inflammatory response. Approximately 75% of affected 
children report prodromal symptoms, including mild fever, 
diarrhoea, and rhinitis, which are indicative of an underlying 
viral or gastrointestinal infection (6). These prodromal signs 
typically precede the onset of the cutaneous eruption by se-
veral days, which can complicate the differential diagnosis, 

particularly in the context of viral or bacterial infections that 
present with similar systemic manifestations.

Although the exact aetiology of APEC remains elusive, 
viral infections are frequently implicated as potential trig-
gers. Various viruses, including but not limited to Epstein–
Barr virus, adenovirus, parvovirus B19, and SARS-CoV-2, 
have been suggested as possible precipitants (1, 7–9). 
Despite these associations, further research is necessary to 
establish definitive causal relationships and elucidate the 
underlying pathophysiological mechanisms of this intri-
guing dermatological entity.

The diagnosis of APEC is primarily based on clinical 
manifestation (4), and skin biopsy is generally not re-
quired. Histopathological findings, when obtained, are 
nonspecific, typically revealing a superficial perivascular 
lymphohistiocytic infiltrate, which tends to cluster around 
dermal blood vessels or eccrine glands and ducts, without 
involvement of the secretory coils. The differential diagno-
sis of APEC encompasses a range of conditions, including 
viral exanthems, allergic contact dermatitis, drug-related 
eruptions of a nonspecific nature, dermatophyte infections, 
atypical pityriasis rosea, miliaria, scarlet fever, scabies, and 
Gianotti–Crosti syndrome. The prognosis for this condi-
tion is generally favourable, with the majority of lesions 
resolving spontaneously within 4 to 6 weeks. Residual 
findings, such as mild hyperpigmentation or desquamation 
(6), typically resolve without long-term sequelae (2). As 
the rash is self-limited, pharmacological intervention is not 
routinely required. In symptomatic individuals, however, 
oral antihistamines and topical corticosteroids may be used 
to alleviate pruritus and reduce inflammatory response. In 
the case of our patient, treatment included the use of emol-
lient soap and cetirizine syrup, which successfully led to 
the resolution of itch.

Early recognition of APEC and its differentiation from 
other common paediatric dermatoses is critical. Accurate 
diagnosis not only allows for appropriate reassurance of 
parents but also helps to avoid unnecessary diagnostic 
procedures and interventions in the paediatric population, 
thereby minimizing the potential for overtreatment and 
reducing associated healthcare burdens.
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