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Roseala Infantum: A Common 
Cause of Infantile Convulsions

BY

J. RITCHKEN, m.d.
Salisbury, S. Rhodesia.

During recent years there has been a better 
recognition of the clinical entity roseala 
infantum, the disease which was first clearly 
described by Zahorsky in 1910. Roseala occurs 
with great frequency in Salisbury, both sporadi
cally and in epidemic forms. For some time the 
high incidence of convulsions in the earlier 
stages of the disease has attracted the author s 
attention. The frequency of convulsions in 
roseala has in fact been so high that at present 
convulsions in an infant who shows no abnormal 
physical signs or laboratory tests, apart from a 
high fever, is used as a diagnostic, almost 
pathognomonic feature of this illness.

When turning to the medical literature on 
this subject it was found, as is so usual in this 
type of clinical observation, that the frequency 
of convulsions in roseala has for long been well 
recognised. Zahorsky,1 who originally described 
the disease, writes that an initial convulsion is 
frequently observed and that this is often the 
cause of much unnecessary alarm. Almost all 
later authors comment on the high frequency of 
convulsions. Clemens,2 reporting on 80 cases, 
observed convulsions in five infants, all of whom 
had temperatures of 105° F. or over at the time 
of convulsion. He believed that the convulsions 
were the result of cerebral irritability due to 
the fever rather than from the disease. He 
noticed no convulsions once the fever had been 
controlled. In a recent review of 50 cases by 
Letchner3 in England, no convulsions were 
observed, though he states that the reported 
incidence in different series is given as 0.7 per 
cent, to 50 per cent. Febrile convulsions are 
also mentioned in a recent editorial4 as being 
the commonest though seldom a serious compli
cation of roseala. The only reference found to 
the disease in Southern Africa is that made by 
Walt,5 who described 16 cases seen in Durban. 
Three of them had convulsions, all at the onset 
associated with high temperatures.

Since 1926 there have been occasional reports 
suggesting that the nervous signs and symptoms 
noted in roseala may indicate an inflammatory 
reaction of the brain or meninges. Glanzmann 6 
noted a bulging fontanelle and Wallfield7 re
ported a case which had symptoms simulating 
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encephalitis, and Faber and Dickey 8 found that 
malaise, drowsiness, insomnia, headache, vomit
ing and severe convulsions could develop.

A case complicated by hemiplegia was reported 
by Rosenblum.9 The child, aged 19 months, 
had a sudden acute febrile illness with a rise of 
temperature to 103° F. During the next 24 
hours she had three convulsions. The following 
day she had a further convulsion, and lumbar 
puncture revealed a clear fluid under normal 
pressure. No cells were found. On the fourth 
day left-sided weakness was noted, the Babinski 
was equivocal, the knee reflexes active and the 
abdominal reflexes absent. Twelve hours later 
the rash of roseala infantum was noted. The 
weakness of the left arm and leg gradually im
proved, but six weeks later she was still dragging 
her left leg. She had fully recovered one month 
later. Rosenblum regarded encephalitis as the 
most likely cause of the hemiplegia.

Posson 10 describes three cases of roseala in 
infants of 15, 18 and 18 months in whom severe 
convulsions with consequent limb weakness 
occurred during the pre-eruptive stage of roseala. 
He comments on the frequency of convulsions 
and thinks that the causative agent may have a 
selective action on the brain tissues aside from 
the possible effect of the high temperature.

The relationship of the acute exanthemata to 
the development of an encephalomyelitis during 
convalescence is now well established. Holliday 11 
has recently drawn attention again to the occur
rence of serous meningitis, encephalitis and 
encephalomyelitis during the pre-eruptive stage 
of disease such as rubella, rubeola, roseala and 
varicella. He describes five patients suffering 
from roseala in whom he thinks there was evi
dence of central nervous involvement as dis
tinguished from “febrile convulsions.” One case 
showed athetoid movements for many days, the 
second a bulging anterior fontanelle with normal 
cerebrospinal fluid findings apart from an in
creased pressure; the third showed signs similar 
to the second case; the fourth showed neck 
rigidity and a cerebrospinal fluid in which 23 
white blood cells per cmm. were found (atypical 
monocytes were found in the peripheral blood, 
but the heterophil antibody test was negative) ; 
the fifth case had a bulging fontanelle, a fluid 
pressure of 350 mm. water and a cell count of 
40 mononuclears per cmm. In all these cases 
the diagnosis of roseala was made by the appear
ance of a typical roseala rash followed by com
plete recovery. The ages of these patients 
ranged from six to 16 months.
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Several points emerge from this brief review 
of the literature on this subject. All authors 
are agreed that convulsions are very common in 
this disease, but though most consider these to 
be merely related to tbe high fever, some would 
infer a more direct effect by the causative agent, 
probably a virus, on the brain. Experience with 
this disease would incline one to accept the 
latter view. Infants frequently show very high 
temperatures during the course of acute ton
sillitis, acute gastro-enteritis, malaria, pneumonia, 
measles, etc., but there is probably no common 
disease, excluding meningitis, where convulsions 
are as frequently seen as in roseala. Though 
temperatures usually range from 103° to 105° 
F., cases with repeated convulsions have been 
seen in whom the temperature range has been 
only 99° to 102° F. A further point in this 
connection is the severity of the convulsions. 
As in the case reported below, repeated and 
prolonged convulsions, often of Jacksonian type, 
are fairly frequent. The ordinary “febrile” con
vulsion usually soon passes over, but if not the 
question should be raised as to whether the child 
may be suffering from epilepsy.

The evidence of actual encephalitis in these 
cases as reported in the literature is, however, 
most unconvincing. A bulging fontanelle merely 
reflects an increased cerebrospinal fluid pressure 
and this could also account for symptoms and 
signs such as headache, irritability, vomiting and 
neck rigidity. Meningismus or “meningism” is 
usually regarded as a condition in which symp
toms of meningeal irritation associated with a 
rise of cerebrospinal fluid pressure occur in the 
absence of infection in the central nervous sys
tem. The actual cause 12 of the increased pres
sure is thought to lie in biochemical changes 
in the blood mainly relating to chloride concen
tration. The presence of a pleocytosis or other 
fluid changes would naturally exclude such a 
diagnosis. Some of the cases reported as cases 
of cerebral involvement would fall into the 
category of meningismus. The other evidence 
rests on fluid changes wherein an excess of cells, 
usually mononuclear, are found and of the de
velopment of paralysis or paresis which, however, 
always passes off within days to months.

In the cases showing a cell increase in the 
spinal fluid the possibility of infectious mono
nucleosis has not been satisfactorily excluded. 
It is well known that glandular fever may pro
duce neurological signs of meningitis, and the 
rash that occasionally occurs in that disease is 
very similar to that seen in roseala. It is also 
now well known that typical cases of glandular 

fever may occur with negative blood changes 
and a negative Paul Bunnell reaction. The 
presence of temporary paralysis is also not good 
evidence of brain damage. Cases of idiopathic 
epilepsy with severe convulsions not infrequently 
have residual paralysis that may not clear up 
entirely for weeks—this is generally known as 
Todd’s paralysis. This was also noted in the 
present case report. The determining factor as 
to whether Todd’s paralysis will ensue appears 
to depend on the presence of a severe sustained 
Jacksonian seizure, the paralysed limbs being 
the ones subjected to prolonged clonic movement.

From these considerations it would appear 
reasonable to conclude that whilst convulsions 
occur with great frequency in roseala, their exact 
mechanism is as yet unknown. Although it is 
suspected that this mechanism entails more than 
that of a “febrile convulsion,” evidence incri
minating an inflammatory brain reaction is not 
acceptable. Further observation of this aspect 
of an already interesting disease should help to 
solve this problem. The subject cannot be left 
without reference to the importance in dealing 
with these cases of excluding cerebral malaria, 
meningitis and conditions such as post-pertussis 
vaccine convulsions, convulsions due to poisons, 
and other rare and serious conditions.

Illustrative Case
Child R.S., female, aged six months, was perfectly 

well until the 24th May, 1956, when at midday she 
appeared fretful and refused her food. The tempera
ture was 102° F. That evening her temperature rose 
to 103° F. and clinical examination was entirely nega
tive. Following a restless night, the next morning 
temperature was still 103° F., but the child appeared 
well and bright. The fauces was slightly reddened. 
At about midday she became cyanosed and had a severe 
generalised convulsion lasting 30 minutes. Sodium 
phenobarbitone gr. 1 was given by injection, followed 
by four-hourly doses of chloral syrup. Blood slides 
showed no malarial parasites and the differential count 
was normal. The same evening, despite heavy sedation, 
she again had a very severe convulsion, this time 
Jacksonian in type, affecting mainly the right side of 
the face and right upper extremity. After such locali
sation for about 15 minutes the convulsion became 
generalised. On recovery it was noted that the child 
did not move the right arm.

Physical examination at this time revealed a slightly 
reddened throat and slightly enlarged cervical and 
occipital lymph glands. The fontanelle felt full, but 
was not bulging. There was no neck rigidity. The 
right upper extremity was weak and flaccid. The 
rectal temperature was 101° F.

The following morning the temperature was 100° F. 
and the child appeared drowsy and lethargic, but was 
using its right arm. During the afternoon she became 
brighter, and on examination the rose red macules of 
roseala infant am were seen on the abdomen and chest. 
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The following day the child appeared to be fully 
recovered. About a week later the second child in 
the family, aged four years, developed a typical attack 
of roseala with no complications.

Summary
1. Convulsions have been frequently observed 

in roseala infantum, a common disease of in
fants in Salisbury.

2. A review of the literature shows that all 
workers recognise this frequency of convulsions 
in roseala. The cause of this nervous complica
tion is not known.

3. A case of roseala is reported in which severe 
convulsions were followed by a Todd’s paralysis.

REFERENCES
1. Zahorsky, J. (1948). In Brennemann Practice of 

Paediatrics. Hagerstown, Md. Vol. II, chapt. 21.
2. Clemens, H. H. (1945). J. Pediat., 26, 66.
3. Letchner, A. (1955). Lancet, 2, 1163.
4. Editorial (1950). Roseala Infantum. Brit. med. J., 

2, 876.
5. Walt, F. (1950). Roseala Infantum. S. Ajr. 

med. J., 24, 857.
6. Glanzmann (1926). Cited by Rosenblum.
7. Wallfield, M. J. (1934). loc. cit.
8. Farf.b, H. K. & Dickey, C. B. (1927). loc. cit.
9. Rosenblum, J. (1945). Amer. J. Dis. Child, 69, 234.

10. Posson, D. D. (1949). J. Pediat., 35, 235.
11. Holliday, P. B. (1950). J. Pediat., 36, 185.
12. Brain, W. R. (1952). Diseases of the Nervous 

System, 4th Ed. Oxford University Press, London.

Page Fifty-Two


