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Case 2: Zosteriform 
hypopigmented rash in a 
13-year-old girl

A healthy, 13-year-old Caucasian girl, residing in San Diego, 
California (USA), was referred to a paediatric dermatology 

clinic with a five-month history of progressive, asymptomatic, 
beige to yellowish-tan-coloured lesions on her right flank. She had 
no systemic complaints and denied experiencing fever, intestinal 
discomfort or coryzal prodromal symptoms before the onset of the 
rash. There were no family members with similar lesions and her 
dermatological history was otherwise unremarkable. 

Physical examination revealed the presence of multiple sharply 
demarcated, hypopigmented and slightly scaly oval patches, 
involving the lower region of her right flank with a zosteriform 
distribution pattern (Figure 1). Her chest, back and shoulders, as 
well as the rest of her abdomen, were completely preserved. Scalp 
and nails revealed unremarkable findings and no other cutaneous 
or mucosal lesions were identified. 
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Case 2 Diagnosis: Tinea versiColor alba
Differential diagnosis for the patient’s condition included the spec-
trum of acquired localized hypopigmentary disorders (1). For a pre-
adolescent who presents with circumscribed, finely scaling, 
hypopigmented plaques, pityriasis alba is probably the first diagnosis 
to consider. However, the sharply defined edges and photoprotected 
location of her lesions, along with the absence of a positive history for 
atopic dermatitis, made this entity less likely. The pityriasiform scaling 
observed during examination clinically excluded the diagnosis of a 
regional form of vitiligo (characteristically a nonscaling depigmented 
dermatosis) and was strongly suggestive of tinea versicolor. Therefore, 
although the distribution (unilateral zosteriform clustering) and loca-
tion (outside the classical seborrheic areas) observed in our patient 
was not the most common presentation of tinea versicolor, scrapings 
of several patches were performed before considering other less fre-
quent disorders, such as leprosy or atypical hypopigmented variants of 
mycosis fungoides and sarcoidosis, which could require more invasive 
procedures to make a conclusive diagnosis. Furthermore, the short 
duration (five months) of the rash made mycosis fungoides less likely. 

Direct examination of the scales with potassium hydroxide solu-
tion demonstrated many round spores and short septate hyphae, 
features considered characteristic of Malassezia species infection 
(Figure 2). Given the clinical and microscopic findings, our patient 
was diagnosed with tinea versicolor alba in a zosteriform distribu-
tion. A good response was obtained using ketoconazole 2% sham-
poo applied twice daily on lesions for 15 min before washing off, 
for two weeks.

Tinea versicolor, or pityriasis versicolor, is one of the most com-
mon superficial mycoses worldwide. Caused by lipophilic yeast and 
fungi of the genus Malassezia, this dermatophyte predominates in 
tropical areas and temperate climates, and is most commonly diag-
nosed during teenage years when sex hormones increase sebaceous 
secretion (1). It is characterized by the discrete and coalescent occur-
rence of asymptomatic or mildly pruritic, finely scaly, round to oval 
macules and flat patches, which typically vary in colour according to 
skin type. In Caucasian skin, the lesions may range from light pink 
to dark brown (hyperpigmented form), whereas in darker-skinned 
individuals they are commonly hypopigmented. Morphological 
variants also described include red-coloured macules (pityriasis 
versicolor rubra), black colored macules (pityriasis versicolor nigra) 
and hypopigmented lesions in Caucasians (pityriasis versicolor alba). 
In the vast majority of cases, the lesions are found almost invari-
ably on classical seborrheic areas: the medial regions of the chest, 
upper back and shoulders (1). According to published data, atypical 
presentations involving nonclassical locations, such as the scalp, 
face, flexures or penis, primarily occur in otherwise healthy patients 
with widespread infections or in conjunction with classical areas (2). 
Occasionally, highly atypical cases of pityriasis versicolor symmetric-
ally limited to the hands, feet, areolas, groin and axillary creases 
have been reported (2). However, the unilateral clustering confined 
to nonclassical locations observed in our patient appears to be 
extremely rare. This unique distribution could be merely the initial 
presentation of a more extensive rash similar to other dermatoses, 
such as pityriasis rosea, which commonly begins with isolated lesions 
(herald patch) and then spreads, or could be linked to individual 
factors from the patient. Development of the clinical disease depends 
on conversion from the yeast to the pathogenic, filamentous form 
of Malassezia (1,2). This fact is closely related to several well known 
predisposing factors (sebaceous gland activity, age, immunological 
status and environmental conditions), which may explain the typical 
features of tinea versicolor. Whether these or other additional factors 
play an important role in the development of unusual presentations 
of tinea versicolor remains unknown. 

CliniCal pearls
•	 Most	physicians	are	familiar	with	the	classical	picture	of	tinea	

versicolor – asymptomatic round to oval macules and flat 
patches on the chest, upper back and shoulders

•	 Atypical	presentations	may	give	rise	to	a	wide	differential	
diagnosis and become a challenge in daily clinical practice.

•	 Direct	examination	of	skin	scrapings	should	be	performed	
when lesions are morphologically suggestive of this condition, 
regardless of location and distribution of the rash. 
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figure 1) Clinical picture: unilateral and zosteriform distribution of the 
rash located to the right flank

figure 2) Microscopic view of scrapings exhibiting ‘spaghetti and meat-
balls’ (original magnification ×10)


