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Anine-year-old boy, with no significant
past medical history, presented to his

GP with a two-day history of fever, malaise,
rash and sore throat. His symptoms had
begun abruptly with fever of 39.5°C and
sore throat. In the following 36 hours a
maculopapular rash had developed on his
neck, becoming more florid and extending
to his trunk and arms prior to presentation.
Mild abdominal pain, in the absence of
other gastrointestinal symptoms, and gen-
eralised myalgia were also reported.

On examination, the boy was tachy-
cardic and febrile. His face was flushed
with circumoral pallor and he had pro-
nounced tender cervical lymphadenopa-
thy. A fine erythematous rash was noted
over his neck, trunk and upper limbs,
becoming more defined in his axillary and
anticubital flexures (see Figure 1). It was
blanching, nonpruritic and nontender and
was noted to have a rough texture on pal-
pation. Oral examination revealed a red,
oedematous tongue that had apparently
been covered in a white membrane until
the day prior to presentation. 

A full history was taken that included
a detailed drug, allergy and immunisation
history and a review of school and family
contacts.

The list of differential diagnoses was
broad, including those of viral (rubella,
parvo virus B19, measles. enterovirus,
adeno virus, Epstein-Barr virus), bacterial
(Streptococcus pyogenes, Staphylo coccus
aureus, Arcanobacterium haemolyticum,
Haemophilus influenza) and noninfectious
(allergy, Kawasaki disease, acute lupus
erythematosus) aetiologies. 

Blood and urine samples were taken for
routine biochemical analysis, bacterial cul-
ture and viral serology. Throat swabs were
taken for bacterial culture and viral poly-
merase chain reaction (PCR). Routine blood
tests revealed a leucocytosis of 14 000 per
ml with a neutro philia and raised C-reactive
protein. Liver function tests and the blood
urea and electrolytes were within normal
parameters. Urinalysis was unremarkable. 

Prior to microbiological results
becoming available, and on the clinical
diagnosis of scarlet fever, antimicrobial

therapy with oral penicillin V was com-
menced with a view to shortening illness
duration, reducing the risk of sequelae
and limiting the spread of infection. 

In addition Public Health England (PHE)
was notified and it was advised that the boy
be kept from going to school until he had
received 24 hours of antimicrobial therapy.

Antibiotic treatment was continued
for 10 days, during which time the patient
was reviewed and found to have desqua-
mation of the palms and fingers that
resolved during the following two weeks. 

The clinical diagnosis was supported,
though not confirmed, by the isolation of S.
pyogenes from throat swab cultures. This
finding was communicated to PHE. An anti-
streptolysin O titre (ASOT) was not meas-
ured given this result and the absence of
other positive microbiological findings.

The boy was followed up three weeks
later to ensure that he was fit and well
and had no evidence of poststreptococcal
sequelae, such as glomerulonephritis
and rheumatic fever.

By Dr Christopher Ramsey, a specialty
registrar in medical microbiology at
Bristol Royal Infirmary

A sore throat, fever and rash

Scarlet fever rash affecting the neck, trunk
and arms (library picture)

KEY POINTS

n The organism
S. pyogenes is a Gram-positive coccus with an
incubation period of two to four days. The pres-
entation of infection may vary from sore throat
to severe invasive disease. Exotoxin production
may be manifested in a constellation of symp-
toms that can continue to develop despite
appropriate antimicrobial therapy. 

Additionally, immunological crossreactivity
can initiate poststreptococcal complications such
as glomerulonephritis and rheumatic fever.
Therefore patient follow-up is essential.

n The diagnosis is clinical
S. pyogenes colonises the pharynx of about 10
per cent of all children. Therefore the isolation
of S. pyogenes does not in itself define the diag-
nosis of scarlet fever.

n The diagnosis is notifiable
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