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Green Pityriasis Versicolor — A Novel Presentation
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Abstract: Pityriasis versicolor may present as hypopigmented, hyperpigmented, concomitantly hypo- and
hyperpigmented, erythematous, and atrophic subtypes. We report a 15-year-old boy with pruritic greenish plaques on his
anterior abdominal wall. Examination under Wood’s light and skin scrapings for KOH smear examination substantiated
pityriasis versicolor. We found no extraneous cause for the greenish pigmentation. The eruptions and the discolouration
subsided four weeks after systemic fluconazole treatment. We believe that this represents the first case of such

presentation of pityriasis versicolor. The mechanism of the strange colouration is unknown.
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BACKGROUND

Pityriasis versicolor (PV) is caused by Malassezia
spp, lipophilic yeasts found in the sebaceous glands,
the commonest species being M. globosa, M.
sympodialis, M. restricta, and M. furfur [1-4]. PV is
classically described as pink, coppery brown, reddish
brown, tan, pale, or while patches which might be scaly
or non-scaly. Under Wood’s light, a golden yellow
fluorescence is characteristic. However, the lesions
being greenish under normal room light have not been
reported. We report the first case of microscopically-
confrmed PV for which a greenish colour led to
convolutions in the diagnostic workup.

CASE REPORT

A 15-year-old boy student was brought to consult us
for mildly pruritic, non-painful lesions over his trunk for
three weeks. The rash was first noticed by the boy
himself, and was progressively becoming more
intensely-coloured and larger over three weeks. His
school life was affected by the pruritus, which was
aggravated on exercise and on profuse sweating. His
parents were concerned as to whether this rash could
be contagious to the siblings, and the school teachers
were concerned if the rash was contagious to other
classmates of the patient.

His past history for major illnesses was
unremarkable. There was no indication of any systemic
disease or immunodeficiency. He has no history of
clinically diagnosed PV. The duration and strength of
sun exposure over past few weeks were similar to such
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exposure in the past. His mother and elder sister had
history of PV several months ago, being treated by
other medical practitioners. The family had no history of
dermatophytic infections over the past two years. Our
patient was not a swimmer. He and his mother
specifically denied the use of any topical or systemic
medications, including over-the-counter remedies and
herbal remedies, before and during eruption of the skin
rash.

Our examination revealed multiple well-demarcated
pale-green-coloured scaly plaques with fine scaling on
his anterior abdominal wall (Figure 1). The lesions were
multiple, annular and oval in shape, some plagues
were irregular. The finger nail sign revealed the typical
furfuraceous scales.

Figure 1: Multiple well-demarcated, pale-green plaques with
fine scaling on the anterior abdominal wall.
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The orientations of the patches seemed to be
random, and were not along the skin lines of Langer or
Blaschko's lines. No peripheral collarette scaling
configuration was noted. His scalp showed mild
seborrhoeic dermatitis. However, the other skin regions
including extremities and palmoplantar surfaces were
unaffected. Mucosal surfaces were normal. Fingernails
and toenails were normal. His throat was not
inflammed. There was no regional or generalised
lymphadenopathy.

Examination under Wood’s light revealed yellow
fluorescence over the plaques. Unaffected skin areas
showed no fluorescence. His inner garments did not
fluoresce under Wood'’s light. Re-examination one-day
later upon a nice bath with adequate soaps revealed
the same fluorescence and no change in the colour or
configuration of the lesions was noted after cleansing
the lesions. We also examined this patient for a
possibility of green chromhidrosis but this was not seen
even after active exercise to the point of profuse
sweating, wearing bright white thin cotton inner truncal
clothing.

His complete blood count, fasting and post-prandial
blood glucose, liver function tests, and creatinine were
normal. HIV antibodies and VDRL were negative. Skin
scraping from one of the most prominent lesions for
potassium hydroxide smear revealed multiple slender
non-septate  hyphae with clumps of spores
demonstrating a “meatball-and-spaghetti’ appearance
(Figure 2). Skin scrapings were also submitted for
fungal culture on Sabouraud's medium enriched with
olive oil revealed tiny growth at the end of six weeks.
The colony sample also confirmed spherical yeast like
forms, further confirmed the diagnosis of PV, but there
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Figure 2: KOH study revealed several slender, non-septate

hyphae with spores, typical “meatball-and-spaghetti”
configuration.

was no evidence of pathogenic dermatophytic fungal
infection. As the patient did not consent for the skin
biopsy, we could not study the histopathological
features in this case.

Our clinical diagnosis substantiated by laboratory
findings was thus PV. We prescribed oral fluconazole
400 mg once a week for three weeks and topical
ketoconazole cream applied twice daily for four weeks.

We saw the patient at the end of weeks two and
four. His liver function remained unaffected. Pruritus
disappeared, colour became dull and the scales
reduced by two weeks. The plaques, scaling and
discolouration completely subsided with slight post-
inflammatory hypopigmentation. The fears of the
parents and school teachers were allayed. We saw the
patient again 12 weeks later. Complete resolution of
the plagues was seen. By then, we had examined his
household members. There was no evidence of green
pityriasis versicolor in any of them. There was no
recurrence until six months after the complete
resolution. Later, the patient was lost for the follow up.

DISCUSSION

PV is named such because of its wide variations in
hyper- and hypopigmentation. It is caused by
Malassezia spp, lipophilic yeasts found in the
sebaceous glands. The distributions of various
Malassezia spp causing PV in different geographic
regions can be different. The commonest species are
M. globosa, M. sympodialis, M. restricta, and M. furfur
[1-4]. In patients with extensive PV, the presence of
more than one species is common [5]. Owing to
constraints in resources, we could not undertake
species identification in our patient.

Several coloured morphological variants are
reported in PV, including hypopigmented (alba) [6],
hyperpigmented (black, brown or fawn), red-tan or
erythematous appearances [7, 8], and atrophic subtype
[9]. There is no strict correlation between the
malassezia species concerned and whether the lesions
are hyper- or hypopigmented [10].

The classical fluorescence of PV under Wood’s light
is believed to be due to a bisindolyl compound known
as pityrialactone [11]. This is however unrelated to the
colour of rash under normal sunlight or room lighting.

Proposed mechanisms for hypopigmentation in PV
include screening effect of scales, release of
metabolites toxic to melanocytes, and inhibition of
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tyrosinase by dicarboxylic acids including azelaic acid.
Recently, pityriacin, an UV absorbing substance, has
been implicated in the causation of hypopigmentation.
This and other tryptophan induced fluorochromes are
postulated to render yeasts less sensitive to ultraviolet
light [12].

As for hyperpigmentation, cytokine production
induced by Malassezia spp may lead to pigmentary
changes in hyperpigmented variants. M. furfur is known
to be able to produce melanin or melanin-like
compounds both in vitro and in vivo, thus causing
hyperpigmentation [13]. Vascular dilatation has also
been shown to be implicated in hyperpigmented PV
and PV rubra [14, 15].

To our best knowledge, there has been no
previously reported case with green coloration in PV.
This coloration was starkly different from other patients
with PV within and beyond our locality. The cause of
such appearance is unknown. Having ruled out
artefact- related reasons of the green colour of the
lesions, we believe that the skin colour change was
intrinsically related to the malassezia infection, possibly
with the immunopathological changes. The mechanism
for such is yet unknown to us. We urge our readers to
look out for patients with this variant of PV to elucidate
more  information  regarding its  occurrence,
susceptibility factors, pathogenesis for the specific
colouration, and outcomes of this variant of PV.
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