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fexofenadine (540 mg) in three divided doses at the end of 2 
weeks. Investigations revealed microcytic anemia in 5 patients 
and raised thyroid-stimulating hormone (TSH) in 3 patients. 
Appropriate treatment was given to these patients in the form 
of hematinics and thyroid supplements. Average daily UAS was 
3.6 at 0 weeks, which came down to 2.27 at the end of 1 week. 
At the end of 1 week, 26 patients out of 37 were symptomatic. 
We doubled the dose to 360 mg of fexofenadine in divided 
doses. At 2 weeks, UAS was 1.2. At the end of 2 weeks, 14 
out of 26 patients were symptomatic, whose dose was tripled 
to 540 mg of fexofenadine in three divided doses. At the end of 
4 weeks, UAS came down to 0.19. Difference between UAS at 
week 0 and that at week 4 was statistically significant (P value, 
< 0.05). At 540 mg dose of fexofenadine, 13 out of 14 patients 
were asymptomatic. Electrocardiographic study was done in 5 
patients who were on 540 mg of fexofenadine and was within 
normal limits. One patient required second-line treatment in 
the form of methotrexate.

Sedation was recorded as 0, mild, moderate or severe. One 
patient with 540 mg of fexofenadine complained of sedation, 
which was mild. Headache was reported in 2 patients with higher 
doses. Eleven, 12 and 13 patients became asymptomatic when 
administered 180, 360 and 540 mg fexofenadine, respectively. 
We have reported updosing with levocetirizine to control chronic 
urticaria in Indian patients.[4] The cardiovascular safety of 
fexofenadine has also been thoroughly investigated. These 
studies, involving approximately 6,000 patients, have shown 
that fexofenadine is not associated with cardiotoxicity; it does 
not inhibit cardiac K+ channels and has no apparent effect on 
heart rate or QT interval.[5] Fexofenadine HCl at single doses 
up to 800 mg once daily and multiple doses up to 690 mg 
b.d. for 28 days in healthy volunteers resulted in no increase 
in QTc interval. Recommended dose range of fexofenadine 
is 120-180 mg daily.[6] In a study comparing fexofenadine 
(360mg) versus promethazine (30mg), fexofenadine was found 
to be free from disruptive effects on aspects of psychomotor 
and cognitive function. The identification of antihistamine 
fexofenadine as being devoid of central effects even at 
supraclinical doses separates it from currently available first- 
and second-generation drugs, with no objective evidence of 
CNS side effects on cognition and psychomotor function.[7]

We found fexofenadine in higher doses effectively controlled 
urticaria in majority of the patients. Side effects were noted in 
the form of headache and sedation.
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Multiple coalescing Herald 
patches
Sir,
Pityriasis rosea is a self-limiting asymptomatic skin eruption that 
begins with a Herald patch followed in several days to weeks 
by multiple similar smaller lesions along the cleavage of trunk 
(Christmas tree pattern). It was first described by the famous 
Edinburgh dermatologist Robert Willan by another term in 1798. 
The term “Pityriasis rosea” was first used by Gilbert in1860 and 
means pink (Rosea) scales (Pityriasis).

A 10-year-old girl was brought to our outpatient department by 
her mother with complaints of asymptomatic skin lesions over 
abdomen which started 10 days back. Three plaques, two in 
the left lower abdomen and one over right lower abdomen were 
initially noted. All the plaques were gradually progressive in 
nature. Six days after the eruption of primary lesions, secondary 
plaques started erupting over abdomen and back. There was 
no history of similar complaints in the family. There was no 
fever prior to the evolution of lesions or any history suggestive 
of prior upper respiratory tract infection. The child was not on 
any drug prior to the onset of eruption.

Dermatological examination showed three primary lesions 
(mother patches) out of which two of twowere coalescing with 
each other [Figures 1 and 2]. The lesions were well defined, 
erythematous, and nearly ovalin shape with a typical collarette 
of scales at the margin.Secondary eruptions were oval, few 
in number, involving lower part of abdomen and back with 
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Atypical cases of PR may involve face, flexures, mucosa and 
palm-soles.[1] Hips and shoulders are predominantly affected 
in limb girdle PR.[2] Sometimes PR may be unilateral, inverse, 
papular, vesicular, lichenoid, or hemorrhagic.[1] Facial and 
scalp involvement, papular lesions and post inflammatory 
disorder of pigmentation have been reported in black  
patients.[3] PR with severe pruritus, burning sensation, and pain 
is known as PR irritata. PR with enormous plaque is known 
as Pityriasis rosea gigantea of Darier. In cases of papular PR, 
the lesions are very small.[2] Sometimes primary plaque may 
be the only manifestation. Occasionally secondary rash may 
be exclusively peripheral in nature. In this case, it is known 
as PR inversa. In the case of PR gigantea, lesions are few in 
number, usually develop in the vicinity of the primary plaque and 
is usually confined to the trunk. Lesions may be circinate and 
at times confluent, persisting for months (Pityriasis Circinata 
et Marginata of Vidal).[4]

We are reporting this case due to occurrence of multiple 
mother patches and their coalescence, which is a very unusual 
presentation of a very common disease. We suggest that this 
is Pityriasis Circinata et Marginata of Vidal.
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Figure 1: Multiple Herald patches with secondary patch

Figure 2: Coalescing Herald patches
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peripheral scaling. Oral and genital mucosa, palms and soles, 
face, groin, axillae were examined and they were normal.

Histopathological examination was not done since it is 
nonspecific in this condition and the patient was a child. Apart 
from typical manifestations of Pityriasis rosea with Herald 
and secondary patches, clinical picture may be different in 
about 20% cases, especially in children and young adults.[1] 


