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Abstract 
Polymorphic eruption of pregnancy

(PEP) is a benign self-limiting dermatoses
that occurs during pregnancy and/or the
postpartum period. Etiology is unknown
and evidence suggest a relationship
between excessive maternal weight gain,
cesarean deliveries, skin overdistension,
multiple gestation and male fetuses. We pre-
sent a case of PEP in a 26-year-old woman
with twin pregnancy. We recommend
prompt evaluation and diagnosis of a preg-
nant woman with primary skin lesions and
pruritus to differentiate between the benign
polymorphic eruption of pregnancy and
other dermatosis which are associated with
increased fetal morbidity.

Introduction
Dermatoses of pregnancy are a group of

inflammatory dermatoses that occur during
pregnancy or in the postpartum period. This
group of dermatoses includes pemphigoid
gestationis, polymorphic eruption of preg-
nancy (PEP), atopic eruption of pregnancy,
intrahepatic cholestasis of pregnancy and
pustular psoriasis of pregnancy.1

PEP, also called pruritic urticarial
papules and plaques of pregnancy, is a
benign self-limiting dermatoses usually
seen in primiparous women in the postpar-
tum period or the third trimester of pregnan-
cy.2,3 According to the available literature,
PEP occurs in approximately 1 in 160 to
300 pregnancies.4-6 Although, the etiologi-
cal cause of PEP remains unknown, evi-
dence suggest a relationship between
increased skin distension, cesarean deliver-
ies, multiple gestation and male fetuses.7,8

Clinical manifestation of PEP includes
intense pruritic erythematous papules aris-
ing within striae in the third trimester and/or
the postpartum period. The most common
initial site is the abdominal striae while the
eruption can spread to the lower extremi-
ties, buttocks and chest. Importantly, face,
palms, soles and periumbilical areas are
spared.9,10 The diagnosis of this condition is

clinical and based on physical examination
and usually skin biopsy is not mandatory
for diagnosis. Other pruritic inflammatory
dermatoses of pregnancy, as well as
anaplastic large cell lymphoma, scabies,
viral exanthem and impetigo herpetiformis
should be considered in the differential
diagnosis of PEP.11 The general treatment
(emollients, wet soaks) and topical corticos-
teroids are the mainstay of therapy. Oral
antihistamines may be helpful in symptom
alleviation and only in severe cases sys-
temic corticosteroids that can quickly
relieve symptoms are indicated.4 PEP gen-
erally resolves within 4-6 weeks, recurrence
is rare and it is not associated with increased
fetal or maternal morbidity.10-12

Case Report
We report one case of PEP with typical

clinical features presenting in the third
trimester of pregnancy.

A 26-year-old woman G1 P0 A0 at 37+2
weeks with twin gestation presented with a
4-day history of pruritic erythematous
papules and plaques initially starting on the
abdomen (Figure 1). In the following days
the rash spread to the lower extremities,
buttocks and chest (Figures 2-6). Palms,
soles and periumbilical areas were spared.
Fetal distress or systemic maternal symp-
toms were not noted. Patient delivered by
cesarean section with 38+5 days because of
obstetric indications. She delivered two
healthy female babies weighing 2660 gr and
2260 gr. Patient had proper antenatal care
and denied any previous skin lesions,
including infection with herpes simplex
virus. On physical examination multiple
erythematous papules appeared initially in
the stretch marks of the abdomen while
periumbilical area was spared (Figure 1). In
the following days the rash spread to the
back and buttocks (Figure 2) and to lower
extremities with the appearance of large red
urticated confluent plaques (Figures 3-6).
Upper extremities, palms, soles and perium-
bilical areas were spared. Genital mucosal
involvement was excluded. Complete blood
count as well as all complete metabolic
panel were within normal reference values.
Skin biopsy with immunohistochemical and
immunofluorescence studies were not indi-
cated in this case after a consultation with a
dermatologist. She was treated with topical
corticosteroids and general treatment mea-
sures and she had positive clinical response.
She was discharged in the fifth postopera-
tive day in a general good condition.
Complete resolution of dermatologic
changes occurred four weeks postpartum.

Discussion 
Among a heterogeneous group of preg-

nancy dermatoses, the most common one is
atopic eruption of pregnancy. PEP is the
second most common dermatoses of preg-
nancy and pemphigoid gestationis (herpes
gestationis) is a rare autoimmune disease.3
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PEP has been reported in the literature also
as toxemic erythema of pregnancy, toxemic
rash of pregnancy and late-onset prurigo of
pregnancy.1

Patients with PEP present intense pru-
ritic papules within the abdominal stretch
marks, usually sparing the periumbilical
area and affecting later on buttocks, thighs,
arms and legs. Face, palms and arms are
usually spared, as in our presented case.2,3

Etiology of PEP is unknown but a high-
er prevalence of multifetal pregnancy
(11.7%) among patients with pruritic
papules and plaques of pregnancy high-
lights the role of multiple gestation.13

As previously reported, excessive
maternal weight, multiple gestation, primi-
parity and cesarean delivery are associated
with PEP, which is in line with our patient
features.8-13 Our patient was primiparous,
with twin gestation and had pregravid body
weight of 57 kg which rose to 80 kg at the
end of pregnancy. Therefore, abdominal
skin overdistension during late pregnancy is
a possible associated factor of PEP.14

Regarding the association of male fetus-
es with PEP, in our presented case both
babies were female. A case-control study
conducted by Regnier et al. reported an
association of PEP with male fetuses.8
However, in their observational study,
Serrano et al. identified three patients with
PEP and 2 neonates were female and only
one was male.7

The diagnosis of PEP is based on histo-
ry and physical examination and is neces-
sary to distinguish between the polymor-
phic eruption of pregnancy and pemphigoid
gestationis since the urticarial phase of
pemphigoid can mimic clinical manifesta-
tion of PEP.15

Therefore, skin biopsy and direct
immunofluorescence staining is indicated if
diagnosis is uncertain and pemphigoid ges-
tationis is suspected.9,16 

The diagnosis of atopic eruption of
pregnancy is based on clinical features and
personal or family history of atopy. Pustular
psoriasis of pregnancy is characterized by
severe systemic symptoms and usually
absent pruritus.17 Intrahepatic cholestasis of
pregnancy is characterized by generalized
pruritus without primary skin changes.18

PEP has a good prognosis for mother
and fetus, it is a self-limited disorder and
recurrence is rare.5,10 Treatment is directed
towards the symptom relieve using general
measures and topical corticosteroids.
Systemic corticosteroids are reasonable
only for severe cases. Chlorpheniramine,
loratadine and cetirizine are usually pre-
scribed to alleviate pruritus.4,9

Conclusions 
In conclusion, a pregnant woman with

primary skin lesions and pruritus needs
prompt evaluation and diagnosis to differ-

entiate between the benign PEP and other
dermatoses which are associated with
increased fetal morbidity, namely pem-
phigoid gestationis and intrahepatic
cholestasis of pregnancy.

                             Case Report

Figure 2. Erythematous papules distrib-
uted in the back and buttocks.

Figure 1. Erythematous papules within
abdominal striae, note that periumbilical
area is spared.

Figure 4. Large red urticated confluent
plaques in lower extremities in woman
with PEP. 

Figure 3. Large red urticated confluent
plaques in lower extremities in woman
with PEP. 

Figure 6. Erythematous papules and
plaques are also visible on the dorsum of
foot.

Figure 5. Large red urticated confluent
plaques in the posterior compartment of
the leg.
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