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SUMMARY
There have been several reports of unusual skin conditions
producing genital lesions that can be mistaken for sexual
abuse. We report on another unusual skin condition, well
known to dermatologists, that can again lead to potential mis-
diagnosis of sexual abuse.
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Introduction

WITH the increased awareness of sexual abuse among the
public, more potential cases are being referred to paediatri-

cians.1 Approximately 30% of sexually abused children present
with physical trauma.2 Sexual abuse arises as a possible differen-
tial diagnosis for all unexplained genital injuries and unusual
vulval or perineal skin conditions. We report two cases of an
unusual skin condition which produces genital lesions that could
lead to a mistaken diagnosis of sexual abuse.

Case one
A healthy 5-year-old girl, known to social services and previous-
ly the subject of child protection proceedings, presented with
vulval blistering. Her parents reported a previous episode, which
appeared to have responded to antibiotics prescribed by the gen-
eral practitioner (GP).

Examination revealed erythematous and oedematous vulval
perineal and perianal areas with marked vesiculation and crusting
spreading to the upper thighs (Figure 1). The introitus was oede-
matous and inflamed. A clinical diagnosis of genital herpes was
made and the child admitted for further investigation and treat-
ment. It was felt important to exclude the possibility of sexual
abuse, particularly with the child’s past history. Detailed perineal
examination revealed normal prepubertal anatomy, with intact
hymen and small vaginal opening. The child made no disclosure
of sexual abuse.

The lesions resolved with antiviral therapy but recurred shortly
afterwards. Laboratory investigations did not confirm herpetic
infection. A dermatolgical opinion was requested and led to a
diagnosis of chronic bullous disease of childhood (CBDC),
which was subsequently confirmed by skin biopsy. Lesions
responded to treatment with sulphapyridine but relapsed two
months into treatment. Dapsone produced a good response. Five
years later the child was free of disease.

Case two
A healthy girl aged 3 years and 10 months presented with a five-

week history of vulval and perineal blistering. This had initially
appeared to respond to antibiotics prescribed by her GP, who
raised the possibility of sexual abuse with the child’s parents. On
direct questioning by her parents the child implicated a lodger.
However, a joint interview by police and social services led to no
disclosure. The alleged perpetrator was no longer living in the
family home so the case was not pursued. The disease became
more extensive, necessitating hospital admission.

Examination revealed multiple, painless, non-pruritic blisters.
These were of different stages of healing and were situated over
the labia majora, buttocks, and inner thighs. Areas of superficial
skin loss were evident over the labia majora. There were no other
genital abnormalities (Figure 2).

A dermatologist confirmed the clinical diagnosis of CBDC by
skin biopsy. Treatment was started with sulphapyridine and a good
response obtained. The child’s condition relapsed several months
into treatment, with the development of widespread infected
lesions necessitating readmission to hospital for treatment. The
child is currently well and maintained on sulphapyridine.

Discussion
Chronic bullous disease of childhood is an unusual but well-doc-
umented cause of blistering in children. First described in 1961,3

it remains a skin disease of unknown aetiology, characterized by
blisters around the genitalia, lower abdomen, and (though not in
either of our cases) periorally. Pruritus is mild and may be
absent. Superinfection may occur. New bullae cluster around an
old lesion producing the classic ‘cluster of jewels’ sign.4 Healing
is rapid and generally without scarring.

The diagnosis can be made clinically and confirmed by skin
biopsy. Histology merely reveals the presence of subepidermal
bullae that are not in themselves diagnostic. However,
immunoflouresence studies of perilesional skin demonstrate lin-
ear IgA deposits along the basement membrane and are diagnos-
tic of this condition.5 In most patients, CBDC is self-limited and
remits spontaneously around puberty. Treatment is usually with
sulphapyridine or dapsone. Corticosteroids have been used either
as a single agent or in conjunction with the above agents in resis-
tant cases.

There have been a number of reports of dermatological condi-
tions being mistaken for child abuse — both physical and
sexual.6-10 The consequences of such a misdiagnosis are far-
reaching, generating great anxiety and distress for affected fami-
lies.11 It is therefore essential that all doctors working with chil-
dren are aware of these conditions and consider them in the dif-
ferential diagnosis. CBDC should be added to the list.
Paediatricians should have easy access to a dermatological opinion
when unusual perineal or perianal lesions are present. This will
help to minimize the risk of misdiagnosis of sexual abuse and
ensure that appropriate treatment is initiated as early as possible.
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Figure 1. Erythematous and oedematous vulval perineal and peri-
anal areas with marked vesiculation and crusting spreading to the
upper thighs (5-year-old girl).

Figure 2. Multiple, non-pruritic blisters over the labia majora (superfi-
cial skin loss evident), buttocks, and inner thighs (girl aged 3 years
and 10 months).


