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FEBRILE MACULOPAPULAR EXANTHEM ASSOCIATED
WITH INFLUENZA A SUBTYPE H3N2 VIRAL INFECTION:
A RARE MANIFESTATION AND A REVIEW
OF THE LITERATURE
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Abstract. Background: Influenza A-associated cutaneous manifestations are rare in
adults and are poorly characterized, especially in infections, due to seasonal H3N2
strains. Awareness of influenza-related exanthems is clinically important because mis-
diagnosis may delay antiviral therapy and broaden unnecessary investigations. Case
presentation: We report a case of a previously healthy 21-year-old man presenting
with high-grade fever, pharyngitis, non-pruritic maculopapular rash, and pronounced
lymphopenia. An influenza A/H3N2 infection was identified by rapid antigen testing
and multiplex respiratory PCR. Further investigation ruled out other viral and bacterial
infections, as well as medications, as a cause of the exanthem. He had a rapid clinical
improvement with oseltamivir therapy, with complete resolution of fever and signifi-
cant regression of rash by day 5. Discussion: Adult-onset maculopapular exanthems
associated with influenza A infection are rare and might closely resemble other viral
exanthems, hypersensitivity reactions, or streptococcal diseases. This case broadens
the dermatologic spectrum of influenza A/H3N2 and highlights the need to consider
influenza as a cause of febrile rash syndromes during epidemic seasons. Review of
the literature shows limited, but consistent, documentation of similar presentations,
mainly attributed to H1N1 strains. Conclusion: Influenza A/H3N2 infection should be
considered in the differential diagnosis of acute febrile maculopapular rash in adults.
Early antiviral therapy may promote rapid clinical improvement and avoid unnecessary
procedures. This case underscores the need for greater recognition of dermatologic
manifestations related to influenza infection in order to enhance diagnostic precision
and patient care.
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INTRODUCTION

single-stranded RNA viruses belonging to the Or-

thomyxoviridae family. They are characterized by
two major surface glycoproteins, hemagglutinin (HA)
and neuraminidase (NA), which undergo frequent
antigenic drift and occasional antigenic shift, lead-
ing to recurrent seasonal epidemics and occasional
pandemics. Among influenza A subtypes, H3N2 vi-
ruses have been particularly associated with signifi-
cant morbidity in adults due to their rapid evolution-
ary dynamics and reduced vaccine effectiveness in
recent years. In adults, influenza A infection typically
manifests as an acute febrile upper respiratory tract
illness, but complications are not uncommon. Severe
pneumonia, acute respiratory distress syndrome
(ARDS), secondary bacterial infections, and cardio-
vascular events have all been reported, with hospi-
talization rates and mortality increasing with age and
comorbidities. Epidemiological data suggest that
seasonal influenza epidemics result in 3-5 million
cases of severe disease and up to 650,000 deaths
globally each year [1, 2].

I nfluenza A viruses are enveloped, negative-sense,

Cutaneous manifestations of influenza are rare but
have been documented. Reported rash types include
maculopapular, urticarial, and morbilliform eruptions,
occurring in both pediatric and adult populations.
The prevalence of rash in influenza A infection is es-
timated to be below 2%, with higher rates observed
in children than in adults [3]. In adults, maculopapu-
lar rashes are more commonly associated with other
infections, such as the Epstein—Barr virus, the West
Nile virus, the Zika virus, rubella, parvovirus B19, as
well as tick-borne illnesses and hypersensitivity reac-
tions, making influenza-related rash an unusual diag-
nostic consideration [4].

The coexistence of pharyngitis and rash in adults
reaches a broad differential diagnosis, including
streptococcal pharyngitis with scarlatiniform rash,
adenovirus infection, and viral pathogens [5]. There-
fore, recognition of influenza A as a potential cause
of maculopapular rash in adults is clinically relevant,
particularly in the context of seasonal epidemics.
Management of influenza A infection relies on early
initiation of neuraminidase inhibitors, such as oselta-
mivir, which have been shown to reduce disease du-
ration and complications when administered prompt-
ly. Preventive strategies remain centered on annual
vaccination, although vaccine effectiveness against
H3N2 strains has been variable due to antigenic drift
[6, 7]. Public health measures, including surveillance
and rapid diagnostic testing, are essential to mitigate
the burden of disease.

This case report aims to contribute to the scientific
literature by highlighting the diagnosis and manage-
ment of maculopapular rash associated with influen-
za A infection — an uncommon clinical presentation
in adults.

MATERIALS AND METHODS

A literature review of previously reported cases of
influenza-associated exanthems was conducted.
The search was carried out in PubMed, Scopus,
and Google Scholar from the date of inception until
December 2025, using a combination of keywords
and Boolean operators such as “influenza rash,”
“influenza A maculopapular,” “influenza exanthem,”
“H3N2 rash,” “viral exanthem influenza,” and “pan-
demic H1N1 rash.” The inclusion criteria were: (i)
the search must include case reports or case series,
(ii) there must be a laboratory-confirmed influenza
infection, (iii) there must be a description of cutane-
ous manifestations, and (iv) the research documents
should be in the English language. Reference lists
of included articles were manually searched for ad-
ditional publications. This strategy yielded a few re-
ports of adults due to the rarity and underrecognition
of dermatologic presentations of influenza infection.

CASE PRESENTATION

A 21-year-old male presented to the emergency de-
partment with complaints of fever, sore throat, and
rash of two days’ duration. He reported no history of
chronic iliness, medication use, drug allergy, or re-
cent travel. On physical examination, the patient was
febrile, with a temperature of 39.2 °C. A generalized
maculopapular eruption was noted, predominantly
on the dorsum, with a tendency to coalesce. The
lesions were non-pruritic. Respiratory sounds were
normal, and the remainder of the systemic exami-
nation was unremarkable. The pharynx appeared
hyperemic, and the patient had a nonproductive
cough. Thus, post-nasal drip was found. However,
there were no signs of tonsillitis or tonsillar crypts. In
spite of the absence of a focus for sepsis, the pres-
ence of fever led to a septic workup. Blood cultures
were drawn from two different veins in four different
sets, including aerobic and anaerobic cultures, as
well as a urine culture. No growth was found in the
culture media.

Microbiological examination of throat secretions was
performed, revealing no pathogenic bacterial growth
and only rare normal flora. Additionally, initial labo-
ratory evaluation demonstrated a white blood cell
(WBC) count of 8.3 x 10%/uL (reference: 4-10 x 10%
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pL) with marked neutrophilia (87.9%, absolute neu-
trophil count 7.2 x 10%uL) and profound lympho-
penia (absolute lymphocyte count 0.36 x 103/uL).
C-reactive protein (CRP) was elevated at 2.37 mg/
dL (normal range: < 0.5 mg/dL), while procalcitonin
(PCT) remained within normal limits (Figure 1a and
1b). The erythrocyte sedimentation rate (ESR) was
mildly increased at 20 mm/h. Alanine Aminotransfer-
ase, Aspartate Aminotransferase, Blood Urea Nitro-
gen, Creatinine, and electrolytes were all within nor-
mal reference ranges.

Furthermore, a rapid antigen combo test by Microcult
(Hangzhou AllTest Biotech Co., Ltd.), performed in
the emergency department, was negative for SARS-
CoV-2, respiratory syncytial virus (RSV), adenovirus,
and influenza B, but positive for influenza A. This
finding was subsequently confirmed using a fully in-
tegrated syndromic molecular assay performed with
the QlAstat-Dx Respiratory SARS-CoV-2 Panel on
the QIlAstat-Dx Analyser 1.0 (Qiagen, Germany),
which detected influenza A/H3, while all other respi-
ratory pathogens included in the panel were negative.
Additionally, serological testing for viral exanthema-
tous diseases was negative, including Parvovirus
B19 IgM, HIV Ag/Ab, Rubella IgM, Cytomegalovirus
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(CMV) IgM, Epstein—Barr virus (EBV) IgM, Trepo-
nema pallidum hemagglutination assay (TPHA), and
Measles (Rubeola) IgM. Weil-Felix testing for rickett-
sial infections was also negative. Rapid streptococ-
cal antigen testing and antistreptolysin O (ASO) titers
were within reference limits, excluding scarlet fever.

The patient was treated with oseltamivir (75 mg
orally twice daily) and supportive therapy, including
intravenous paracetamol (1,000 mg three times dai-
ly) for fever control, 0.9% NaCl infusion (2,000 mL/
day) for hydration, and pantoprazole (40 mg intrave-
nously once daily) for gastric protection. No antibiotic
therapy was initiated, as there was no evidence of
bacterial superinfection. The patient showed clinical
improvement under this regimen. Afterwards, on day
2 of hospitalization, the WBC count remained with-
in normal limits, fever persisted around 38 °C, and
the rash showed partial regression. CRP increased
to 4.02 mg/dL, while PCT remained normal. By day
3, the patient became afebrile, the rash continued
to regress, CRP decreased to 3.38 mg/dL, and PCT
remained normal. A relative monocytosis was noted
(absolute monocyte count 1.40 x 10%/uL, 14.2%).
On day 5, the patient remained afebrile, the rash
had further regressed (Figure 2), CRP decreased to
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Fig. 1. (a) Serial measurements of white blood cell (WBC) counts, including neutrophils, monocytes, and lymphocytes, recorded
throughout the course of hospitalization. (b) C-reactive protein (CRP) levels were monitored during the same treatment period
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Fig. 2. Clinical appearance of the patient's maculopapular rash involving the dorsum, demonstrating changes in morphol-
ogy and distribution under treatment: day one, day two, day three, and day four, respectively

Febrile maculopapular exanthem associated with influenza...
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1.38 mg/dL, PCT remained normal, and complete
blood count parameters were within reference rang-
es, except for continuing monocytosis. The patient’s
clinical condition improved steadily, and he was dis-
charged in good health after the fever resolved and
the rash showed significant regression.

DISCUSSION

Cutaneous manifestations of influenza virus infec-
tion are rare and often underrecognized, particu-
larly in adults. While influenza A and B viruses are
primarily associated with acute febrile respiratory
iliness, sporadic reports have documented derma-
tologic involvement, including maculopapular and
petechial eruptions, especially in the pediatric pop-
ulation [13]. Viral infections can also provoke sys-
temic immune dysregulation beyond their primary
target organs. As demonstrated in SARS-CoV-2
infection, hyperimmune activation and cytokine-
mediated damage may result in complications,
such as encephalopathy and inflammatory demye-
lination [14]. Although such manifestations are un-
common in influenza, similar immunological mech-
anisms, including cytokine imbalance and vascular
inflammation, may contribute to extrapulmonary
findings such as cutaneous eruptions, suggesting
these are driven by immune responses rather than
direct viral effects.

Based on that, the present case illustrates a macu-
lopapular exanthem accompanied by pharyngitis in
an adult patient with confirmed influenza A infection,
thereby expanding the clinical spectrum of influenza-
associated presentations.

Influenza in the spectrum of viral exanthems

Maculopapular rashes are more commonly attributed
to measles, rubella, parvovirus B19, Epstein—Barr vi-
rus, cytomegalovirus, and arboviruses, such as Zika
and West Nile. In contrast, influenza A-related exan-

thems are estimated to occur in less than 2% of adult
cases, with influenza B implicated even more rarely
in the literature [9, 15, 16]. Nevertheless, both influ-
enza A and B should be considered in the differential
diagnosis of febrile exanthematous illnesses, particu-
larly during epidemic seasons. Misdiagnosis as drug
hypersensitivity or alternative viral exanthems may
lead to delayed antiviral treatment and inappropriate
clinical management.

Comparative analysis with previous reports

Our findings share important similarities and differ-
ences with prior case reports (Table 1). Compared
with these reports, our case is distinguished by: sub-
type context; H3N2 rather than pandemic H1N1 clini-
cal profile; prominent pharyngitis and cough, absent
ocular or gastrointestinal involvement, morphology;
non-petechial and maculopapular, laboratory: lym-
phopenia, neutrophilia, and CRP course, compre-
hensive serological and microbiological differential
diagnosis; excluding other exanthematous viruses
and bacterial causes, strengthening attribution to in-
fluenza A/H3N2. All reports converge on the recogni-
tion that influenza can present with atypical cutane-
ous features and should be included in the differential
diagnosis of febrile rash syndromes.

Therapeutic implications

Early administration of neuraminidase inhibitors,
particularly oseltamivir, remains the cornerstone of
influenza management. Randomized controlled tri-
als have demonstrated that oseltamivir reduces
symptom duration, viral shedding, and complications
when initiated promptly [17]. In our patient, oseltami-
vir therapy was temporally associated with rapid de-
fervescence, regression of rash, and normalization of
inflammatory markers, mirroring favorable outcomes
reported in the aforementioned cases.

This report has several strengths: comprehensive
diagnostic workup with fully integrated syndromic
molecular assay, extensive serological testing, exclu-

Table 1. Literature review of previously reported Influenza A-related exanthems

Case Virus subtype Rash morphology Therapy Age group
Rosenberg et al., 2010 (CMAJ) [3] A(H1N1) Maculopapular Oseltamivir Adult
Koul et al., 2013 (Case Reports) [8] A (HIN1) Maculopapular Oseltamivir Adult
Fretzayas et al., 2011 (Children) [9] A (HINT) Maculopapular Oseltamivir Pediatric
Shachor-Meyouhas & Kassis, 2010 (Pediatr Inf Dis J) [10] A(HIN1) Petechiae Oseltamivir Pediatric
Huber et al., 2010 (Intensive Care Med) [11] A(HIN1) Maculopapular Oseltamivir Adult
Urso et al., 2011 (J Med Case Reports) [12] A (HIN1) Purpura Oseltamivir Adult
CDC, 2012 (MMWR, Ohio H3N2v) [15] A(H3N2) Not specified Not specified Mixed
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sion of common viral and bacterial exanthems, and
sequential laboratory monitoring correlating with clin-
ical evolution. The photographic documentation also
carries the visual characterization of the rash and its
resolution. Moreover, in our case, the microbiological
examination of throat secretions did not confirm the
growth of pathogenic bacteria, which points towards
a viral etiology of the infection, although neutrophilia
was present. This example shows again that hema-
tologic findings like neutrophilia can occur in viral in-
fections as well [18]. On the other hand, limitations
include a lack of skin biopsy, which, though seldom
performed in uncomplicated viral exanthems, might
have provided further histopathological details. Fur-
thermore, findings are related to only one patient,
which restricts generalization. Long-term follow-up
was not possible. However, the patient was dis-
charged with complete remission.

CONCLUSION

This is a case report about an unusual presenta-
tion of influenza A/H3N2 infection in the form of a
febrile maculopapular exanthem in a young adult.
While influenza is often considered a pure respira-
tory pathogen, clinicians must be aware of its atypi-
cal dermatological manifestations. The inclusion of
influenza into the differential diagnosis of the febrile
rash syndromes, especially in the epidemic seasons,
can avoid misdiagnosis and enable early antiviral
therapy. Our case findings, supplemented by a tar-
geted literature review, broaden the clinical spectrum
of influenza-associated exanthems and emphasize
the value of recognizing cutaneous involvement in
optimizing patient outcomes.
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