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Pityriasis Rotunda Associated with Hepatocellular
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Pityriasis rotunda is an unusual disease characterized by perfectly circular or oval-shaped
dyschromic patches with a scaling surface. Histologically, the lesions resemble those of
ichthyosis vulgaris. They typically involve the abdomen, the trunk and extremities. The etiology
of the disease remains unknown. Pityriasis rotunda has been most commonly associated with
tuberculosis, nonlymphoproliferative neoplasms such as hepatocellular carcinoma and gastric
carcinoma, and malnutrition. Rarely, hepatic cirrhosis, leprosy, endometriosis, and familial
G6PD deficiency can be associated with pityriasis rotunda. We describe here a patient with
pityriasis rotunda associated with hepatocellular carcinoma. Pityriasis rotunda can be a
presenting sign of hepatocellular carcinoma in the setting of chronic liver cirrhosis.
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INTRODUCTION

Pityriasis rotunda is a rare skin condition that
manifests as scaly, round, hyperpigmented lesions on
the trunk, buttocks, and thighs. It is usually reported
in Far Eastern and South African people and in
West Indian blacks, but rare in Caucasians. Histolo-
gically, the lesions resemble those of ichthyosis
vulgaris. Malignancies are diagnosed in about 6% of
cases, with hepatocellular and gastric carcinoma
being the most frequent neoplasms.

We herein describe the patient who was a
hepatitis B virus carrier and had hepatocellular
carcinoma, and developed pityriasis rotunda on the
trunk.
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CASE REPORT

A 56-year-old man was refered for the evaluation
of numerous round patches on the trunk from the
department of internal medicine. He was admitted
for the transarterial chemoembolization of his
hepatocellular carcinoma diagnosed in July 2003. He
was a carrier of hepatitis B virus and diagnosed as
having liver cirrhosis seven years ago. He remem-
bered the skin condition had developed several days
ago and denied any itching sensation, pain or
tenderness. The family history was unremarkable.

On skin examination, multiple, well-demarcated,
1 to 10 cm-sized, atrophic, shiny, scaly, round,
confluent patches were found mainly on the anterior
trunk such as chest, abdomen and flanks (Fig. 1).
The lesions were sharply demarcated from the
surrounding normal skin. There was no erythema or
other signs of inflammation. A complete blood count
and serum chemistry panel were reminiscent of
decreased hepatic function. A potassium hydroxide
preparation and Sabouround's agar culture for fungus
gave negative results. Skin biopsy taken from the
abdominal lesion revealed compact orthokeratosis,



Pityriasis Rotunda Associated with Hepatocellular Carcinoma 43

atrophic epidermis with diminished or absent granu-
lar layer, slightly increased basal pigmentation, mild
basal vacuolar degeneration with pigment incon-
tinence, mild telangiectasia in the papillary and
reticular dermis (Fig. 2A and 2B). Considering the
history, morphology of the lesions, and histopatholo-
gical findings, a diagnosis of pityriasis rotunda was
made. During the work-up period for the lesions, the
patient died of hepatic failure due to his hepato-
cellular carcinoma.

DISCUSSION

Pityriasis rotur}ga was first described by Japanese
authors in 1906 °. Since then, its occurrence has
been reported in various ethnic groups. The large

Fig. 1. multiple, well-demarcated, 1 to 10 cm-sized,
atrophic, shiny, scaly, round, confluent patches on the
chest and abdomen

majority of the reported patients belonged to the
pigmented races. However, familial occurrence with
a possible autosomal dominant inheritance has been
reported exclusively in whites’. In about two thirds
of all reported pigmented patients, an association
with a systemic illness had been established. The
illnesses found to be most commonly associated with
pityriasis rotunda include tuberculosis, hepatocellular
and gastric carcinoma, and malnutrition®. Less severe
associated disorders included hepatic cirrhosis,
leprosy, endometriosis, and familial G6PD defi-
ciency"’.

Pityriasis rotunda affects both men and women.
The usual age at onset is between 20 and 45 years
(extremes are 7 and 76 years)s. Duration of the
disease varies from several months to more than 20
years. Our patient reported that the lesions had
developed several days ago but, the statement was
suspicious. Typically the symptomless lesions are
seen as perfectly circular patches that are hypopig-
mented in white patients and hyperpigmented in
black or Oriental patients. Oval patches have been
described in some patients. Typically the lesions
involve the trunk and extremities, but not the face.
Their diameter may vary from 0.5 to 28 cm, and the
total number of lesions is variable’. In black and
Oriental patients the number of lesions may vary
from 1 to 28 lesions; in white patients the lesions
are more NUMErous.

The disease has been classified into two groups
depending on whether the patient is white or
pigmented race. Type I disease in this classification
is composed of Black or Oriental patients, who have
less than 30 hyperpigmented lesions in a non-familial

Fig. 2. (A, B). compact orthokeratosis, atrophic epidermis with diminished or absent granular layer, slightly increased
basal pigmentation, mild basal vacuolar degeneration are seen (A: H&E x 40, B: H&E x 100)
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pattern and in association with systemic illness or
malignancies’. Type II disease is composed of white
patients with more than 30 hypopigmented lesions
with familial occurrence and with no association
with internal disease’.

In most reports, histopathologic examination
revealed hyperkeratosis with a thinned or absent
granular layer and increased pigmentation of the
basal layer. Slight pigment incontinence and a sparse
penvascular lymphocytic infiltrate have also been
described’. In our patient, the histopathologic
features were compatible with previous reports.
Vacuolar degeneration of basal cell layer and slight
pigment incontinence were also seen.

The cause of pityriasis rotunda is unknown. Some
authors suggested that it could be a variant of
acquired ichthyosis’, because they found histologic
features similar to ichthyosis vulgaris. Swift and
Saxe’ suggested that undernutrition was the cause,
but this theory needs further confirmation. An
infective cause is unlikely because investigations to
find orgambms have consistently had negative
findings”. In the immunohistological chamctcrlzauon
of a Japanese case, Hashimoto et al.’ said that there
was a marked decrease in filaggrin and loricrin
expression in the affected regions. The localized
downregulation of these proteins indicate that the
dysfunction of the terminal differentiation process
may play a significant role behind the patch forma-
tion of hyperkeratotic regions.

In the differential diagnosislo, tinea versicolor,
erythrasma, other dermatomycoses, leprosy, fixed
drug eruptions, pityriasis alba, and pityriasis rosea
must be considered.

Treatment of pityriasis rotunda is difficult. Some
patients respond to emollients. Others note a seaso-
nal variation in their condition, with improvement
durmg the summer and recurrence during the
winter'". Success with both topical and systemic
ret1n01ds has been reported'’. The lesions may also
resolve  spontaneously, particularly when the
associated systemic condition is treated'®. In our
patients, no therapy was instituted.

In Korean literature of dermatology, there was
three cases, of pityriasis rotunda associated with liver
cirrhosis'"'”. But, there was no case associated with
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hepatocellular carcinoma. To our knowledge, this is
the first case report of pityriasis rotunda associated
with hepatocellular carcinoma in Korea.
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