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A 53-year-old man presented with a 5-day history of a diffuse scaly rash and reported a sore throat and fever 2 weeks earlier.
Distinctively after the rash onset, he began presumptively receiving penicillin V potassium for streptococcal pharyngitis because of a
culture-positive family contact. The patient reported worsening of the rash despite therapy. Our physical examination was remarkable
for a pink maculopapular scaly rash, most prominent on the trunk and extremities, sparing the palms and soles (Figures 1 and 2). His
antistreptolysin O titer level was 571 IU/mL (reference range �200 IU/mL).

Figure 1. Maculopapular rash.

Figure 2. Scaly rash. Used with permission of Jody A.
Vogel, MD, Department of Emergency Medicine, Denver
Health Medical Center, Denver, CO.
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Prescription Opioid Exposures in Children Bailey et al
Illinois Poison Center, Chicago, IL: Carol Ann DesLauriers,
PharmD, CSPI

Indiana Poison Center, Indianapolis, IN: James B. Mowry,
PharmD, DABAT, FAACT

Iowa Statewide Poison Control Center, Sioux City, IA: Sue
Ringling, RN, BSN, CSPI

Kentucky Regional Poison Center, Louisville, KY: Henry A.
Spiller, MS, DABAT

Long Island Regional Poison and Drug Information Center,
Mineola, NY: Thomas R. Caraccio, PharmD, RPh, DABAT

Louisiana Poison Center, Shreveport, LA: Mark Ryan,
PharmD

Maryland Poison Center, Baltimore, MD: Suzanne Doyon,
MD, FACMT

Mid-America Poison Control Center, Kansas City, KS: Jen-
nifer Lowry, MD

Nebraska Regional Poison Center, Omaha, NE: Marcia Ras-
mussen, RN, CSPI

New Jersey Poison Information and Education System, New-
ark, NJ: Bruce Ruck, PharmD, RPh

North Texas Poison Center, Dallas, TX: James Garrison, RN, BSN
Northern New England Poison Center, Portland, ME: Karen

E. Simone, PharmD, DABAT
Oklahoma Poison Control Center, Oklahoma City, OK: Scott
Schaeffer, RPh, DABAT

424 Annals of Emergency Medicine
Pittsburgh Poison Center, Pittsburgh, PA: Denise Kurta, RN,
CSPI

Regional Poison Control Center, Birmingham, AL: Ann P.
Slattery, RN, RPh, DrPH, CSPI, DABAT

Regional Center for Poison Control and Prevention serving
MA and RI, Boston, MA: Alfred Aleguas, PharmD, DABAT

Ruth A. Lawrence Poison and Drug Information Center,
Rochester, NY: John G. Benitez, MD, MPH

Tennessee Poison Center, Nashville, TN: Suparna Kumar,
MD, CSPI

Texas Panhandle Poison Center, Amarillo, TX: Jeanie Jara-
millo, PharmD

Virginia Poison Center, Richmond, VA: S. Rutherfoord Rose,
PharmD, FAACT

Washington Poison Center, Seattle, WA: Noemi Hastings, BS
Pharm, RPh

West Texas Regional Poison Center, El Paso, TX: Salvador H.
Baeza III, PharmD, DABAT

West Virginia Poison Center, Charleston, WV: Lynn F. Dur-
back-Morris, RN, MBA, DABAT

Western New York Poison Center, Buffalo, NY: Prashant
Joshi, MD

Wisconsin Poison Center, Milwaukee, WI: Ernest S. Stremski,

MD
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DIAGNOSIS:
Guttate psoriasis. The patient was diagnosed with guttate psoriasis, which is most commonly observed in

children and young adults. It is strongly associated with antecedent or concomitant streptococcal infection1 and
often occurs 1 to 2 weeks after streptococcal pharyngitis or a viral upper respiratory infection.2 Typically, this rash
manifests as scaly, droplike pink papules appearing primarily on the trunk and the extremities, sparing the palms
and soles.2,3 Guttate psoriasis can be mistaken for a drug rash if the patient is evaluated before the development of
scale, particularly in individuals who have been treated with antibiotics for the streptococcal infection.1 Throat
cultures to evaluate for streptococcal infection should be obtained, and increased antistreptolysin O titer levels are
common.2 Guttate psoriasis may resolve spontaneously in a few weeks or may require phototherapy to expedite
resolution.3 The patient’s rash spontaneously resolved within 6 weeks of onset.
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