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Sir,

In 1952, Gammel reported on a 56-year-old woman

presenting with erythema in irregular wavy bands with a

collarette-type or marginal desquamation. The lesions

moved constantly at a rate of 1 cm/day. Further

examinations revealed a poorly differentiated adeno-

carcinoma of the breast. Ten days after resection of the

carcinoma the eruption cleared almost completely (1).

Other variations of figurate erythemas have been

observed in multiple skin diseases, for example, erythema

annulare centrifugum, neutrophilic figurate erythema of

infancy and necrolytic migratory erythema. An associa-

tion with different internal illnesses such as malignant

tumours, autoimmune diseases and infections is well

known. We describe here a patient with systemic lupus

erythematosus (SLE) and figurate erythemas, histologi-

cally characterized by a neutrophilic dermatosis.

CASE REPORT

A 69-year-old man presented with multiple reddish,

infiltrated plaques on the trunk. He had neither itching

nor pain, but had suffered from joint pain for many

years. Treatment of the arthritis included harpagophy-

tum extract, celecoxib and prednisone (5 mg).

Concerned about possible side effects from the medica-

tion, the general practitioner stopped all drugs. The skin

lesions persisted in spite of this intervention. One month

later, gyrate erythema appeared in addition on the legs.

The bizarre lesions with a varying reddish tinge were

arranged in a wood grain-like crescent pattern, changing

formation at short intervals, sometimes within a few

hours, leaving slight post-inflammatory hyperpigmenta-

tion (Fig. 1). Neither scaling nor elevation/oedema of

the lesions was observed.

Laboratory abnormalities included antinuclear anti-

bodies, 1/20 480 (normal value, 1/80); anti-dsDNA,

44 IU/ml (normal value, v40 IU/ml); positive histone

antibodies; anticardiolipin antibodies IgG, 21 GPL IU/

ml (normal value, v10 GPL IU/ml); pANCA 1/32

(normal value, v1/10); low C3c, 0.34 g/l (normal value,

0.9–1.8 g/l); low C4, 0.03 g/l (normal value 0.1–0.4 g/l),

leucocytopenia, 2.88/nl (normal value 4–10/nl) and a

nephritic sediment. An extensive search showed no

malignant growth, but a biopsy of the kidneys revealed a

diffuse proliferative lupus nephritis (WHO IVa).

Considering the American Rheumatism Association

(ARA) criteria (2), SLE was diagnosed. Skin biopsies from

the red plaques and gyrate erythema showed a diffuse

dermal neutrophilic infiltrate without signs of vasculitis or

epidermal involvement (Fig. 2). Immunohistology

revealed a dermo-epidermal lupus band.
The gyrate erythema and infiltrated plaques dis-

appeared after 2 weeks of treatment with local steroids.

Thereafter, the nephrologist started therapy with a

cyclophosphamide bolus (500 mg every 4 weeks) because

of the proliferative lupus nephritis. No relapse of the skin

lesions was observed during the following disease course.

DISCUSSION

We report a patient with SLE presenting reddish

crescent gyrate skin lesions on the legs, which resemble

erythema gyratum repens of Gammel (1), a rare disorder

that usually appears as a paraneoplastic condition. The

histopathological findings of erythema gyratum repens

are not specific; however, the neutrophilic dermatosis
found in our patient was not described. Furthermore,

Gammel reported slow movement of the erythema at a

rate of 1 cm/day instead of rapid changing of lesions and

Fig. 1. Curious lesions with a varying reddish tinge forming wood

grain-like crescent patterns on the legs.
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observation of linear desquamation, which was missing

in our case (1).

In Japanese patients with Sjögren syndrome, annular

erythema mimicking Sweets syndrome or erythema

gyratum repens have been reported (3). Lesions were

characterized by wide, elevated borders and central
pallor. Histologically, there was a coat sleeve-like

infiltration of lymphocytes around blood vessels

throughout the dermis, nuclear dust around the blood

vessels or between collagen bundles, marked oedema of

the papillary dermis and slight epidermal changes.

However, no neutrophilic infiltrate was observed.

In 1975, Helwitt et al. (4) introduced the term ‘lupus

erythematosus gyratum repens’ for another form of
cutaneous lupus erythematosus. However, in skin

biopsies dyskeratotic keratinocytes were prominent

while neutrophilic dermatosis was absent, and the

clinical features were clearly different from our case.

Furthermore, urticarial vasculitis can be considered as a

differential diagnosis in view of the clinical features.

However, histological findings in urticarial vasculitis with

papillary dermal oedema, slight perivascular infiltrates
with variable amounts of neutrophils, sometimes slight

leukocytoclasia, slight focal fibrin deposits of superficial

venules and haemorrhage are conspicuously distinct from

the histological features found in our patient.

The crescent erythematous rings of our case resemble

the lesions in a patient presented by Pique et al. in 2002

(5). They reported on a 38-year-old white woman

with SLE developing lesions arranged in a zebra-like
pattern. Histopathological study showed leucocytoclas-

tic vasculitis involving the small blood vessels of the

superficial dermis. A perivascular infiltrate of neutro-
phils, nuclear dust and fibrinoid degeneration of the

vessel walls were found (5). However, in contrast to our

case no distinct diffuse dermal neutrophilic infiltrate was

reported.

From a histological viewpoint Sweets syndrome

should be considered as a differential diagnosis (6).

However, following the diagnostic criteria initiated by

Su & Liu (7) for the diagnosis of acute febrile

neutrophilic dermatosis, our patient does not fulfil all

of the required conditions, which excludes classical

Sweets syndrome.

Further histological differential diagnoses presenting

with neutrophilic dermatosis, such as bowel-associated

dermatosis-arthritis syndrome (8), pyoderma gangreno-
sum (9), rheumatoid neutrophilic dermatosis (10),

Behcet’s syndrome and acute generalized pustulosis

(11), can easily be excluded by the clinical features.

This case seems to be the first report on a

characteristic neutrophilic dermatosis in SLE resembling

erythema gyratum repens of Gammel.

REFERENCES

1. Gammel JA. Erythema gyratum repens. Skin manifesta-
tions in a patient with carcinoma of breast. Arch Derm
Syphilol 1952; 66: 494–505.

2. Tan EM, Cohen AS, Fries JF, Masi AT, McShane DJ,
Rothfield NF, et al. The 1982 revised criteria for the
classification of systemic lupus erythematosus. Arthritis
Rheum 1982; 25: 1271–1277.

3. Teramoto N, Katayama I, Arai H, Eto H, Kamimura K,
Uetsuka M, et al. Annular erythema: a possible associa-
tion with Sjögren syndrome. J Am Acad Dermatol 1989;
20: 596–601.

4. Helwitt J, Benveniste M, Kaufmann P, Lessana-
Leibowitch M. Les eruptions figurees centrifuges au cours
du lupus erythematoux: a propos d’un case de lupus
erythematosus gyratum repens. Ann Dermatol Syph 1975;
102: 481–489.

5. Pique E, Palacios S, Santana Z. Leucocytoclastic vasculitis
presenting as an erythema gyratum repens-like eruption on
a patient with systemic lupus erythematosus. J Am Acad
Dermatol 2002; 47 (Suppl 5), S254–S256.

6. Driesch P. Sweets syndrome (acute febrile neutrophilic
dermatosis). J Am Acad Dermatol 1994; 31: 535–556.

7. Su WPD, Liu HNH. Diagnostic criteria for Sweets
syndrome. Cutis 1986; 37: 167–174.

8. Gregory B, Ho VC. Cutaneous manifestations of gastro-
intestinal disorders. Part II. J Am Acad Dermatol 1992;
26: 371–383.

9. Crowson AN, Mihm MC Jr, Magro C. Pyoderma
gangrenosum: a review. Cutan Pathol 2003; 30: 97–107.

10. Yamamoto T, Matsunaga T, Nishioka K. Rheumatoid
neutrophilic dermatitis, rheumatoid papules, and rheuma-
toid nodules in a patient with seronegative rheumatoid
arthritis. J Am Acad Dermatol 2003; 48: 634–635.

11. Lombardo M, Cerati M, Pazzaglia A. Acute generalized
exanthematous pustulosis induced by terbinafine. J Am
Acad Dermatol 2003; 49: 158–159.

Fig. 2. Histology (H&E stain) reveals a diffuse dermal neutrophilic

infiltrate (original magnification 630).
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