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Erythema Annulare Centrifugum Associated with Mantle B-cell Non-Hodgkin’s Lymphoma
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Sir,

Figurate erythemas are classified as erythema annulare
centrifugum (EAC), erythema gyratum repens, erythema
migrans and necrolytic migratory erythema. Differential
diagnoses are mycosis fungoides, urticaria, granuloma
annulare and pseudolymphoma.

EAC consists of recurrent and persistent erythematous
eruptions or urticarial papules forming annular or serpen-
tiginous patterns with an advancing macular or raised
border and scaling on the inner aspect of the border.

EAC was first described by Darier in 1916, and classi-
fied in 1978 by Ackerman into a superficial and a deep
type (1, 2). EAC can be associated with a wide variety
of triggers including infections, food and drug ingestion,
endocrinological conditions and as a paraneoplastic
sign. A diagnosis of EAC should be followed by
diagnostic work-up because it may result in the
discovery of an underlying disease. We describe here a
68-year-old man affected by EAC who developed small
B-cell non-Hodgkin’s lymphoma 7 years later.

CASE REPORT

In October 2006, a 68-year-old man presented with
EAC on his trunk and extremities (Fig. 1). EAC had
occurred 6 years before, as determined by skin biopsy.
A new skin biopsy confirmed the diagnosis EAC of

Fig. 1. Erythemato-infiltrated annular lesions on legs.
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superficial type (Fig. 2). Previous investigations were
normal, but as the lesions persisted further investi-
gations were carried out. Hepatic, pancreatic, renal
function and blood pictures were normal. The lymph
nodes on the left side of his neck were approximately
4.5 cm in diameter.

A lymph node biopsy revealed a small B-cell non-
Hodgkin’s lymphoma. The neoplastic cells were
positive for CD20/79a and cyclin d1. A bone marrow
investigation showed scattered CD20/79a-positive
lymphocytes. GeneScan analysis and heteroduplex on
polyacrylamide gel analysis showed a monoclonal B
lymphocyte population.

DISCUSSION

EAC is a figurate erythema of unknown aetiology. It has
been associated with many different entities, including
infections (bacterial, viral, parasitic or fungal), food
allergy and drug reactions (spironolactone, amitryptiline,
ampicillin, cimetidine, hydrochlorothiazide, salicyla-
tes), haematological conditions (polycythemia vera,
cryoglobulinaemia, myelodysplastic syndrome, hyper-
eosinophilic syndrome), endocrinological conditions
(hyperthyroidism, Hashimoto thyroidities, autoimmune
progesterone dermatitis), hepatic diseases and malig-
nant neoplasms (3, 4). Malignant diseases associated
with EAC include myelomatosis, Hodgkin’s lymphoma,

Fig. 2. Skinbiopsy: papillomatosis, hyperkeratosis parakeratosis, perivascular
infiltrate of lymphocytes confined to the superficial dermis and fragmentation
of elastic fibers.
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acute leukaemia, prostatic adenocarcinoma, nasopha-
ryngeal carcinoma and histiocytosis. The relationship
with non-Hodgkin lymphoma is rare. EAC appears
equally in female and male patients and at any age.

There are two types of EAC: a deep type with indu-
rated borders, without desquamation and rarely itching.
There is a lymphocytic infiltration in the mid and deep
dermis. A superficial type with desquamation following
the advancing border and itching is more frequent.
Epidermal changes, such as focal epidermal spongiosis
and focal parakeratosis, and perivascular lymphocytic
infiltrate are present (4, 5).

It is not clear whether these represent two separate
diseases or a continuous range. In fact, clinically it
has been stated that the superficial variant differs only
by the presence of a delicate annular rim of scale that
trails behind the advancing edge of erythema. EAC is
characterized by slowly migrating, recurrent, annular
erythematous eruptions. It can begin as a single lesion
or as multiple erythematous lesions with urticaria-like
papules that enlarge by peripheral extension to form
round arcuate or polycyclic figures with central clearing.
Lesions tend to appear on the trunk, proximal parts of
the extremities and, more frequently, in the superficial
type appear especially on the buttocks (3, 5).

EAC is currently considered to be a distinctive hyper-
sensitivity reaction that may be triggered by many
different antigens and disappears after 1-2 weeks.
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The skin eruption may be the presenting sign of an
underlying disease. In the case described here cutaneous
lesions of EAC were not responsive to topical steroid
therapy but only after chemotherapy (5, 6).

Only one published case was found of EAC persisting
for 2 years associated with non-Hodgkin’s lymphoma
(5). We therefore want to emphasize that EAC can ap-
pear many years before the onset of lymphoma.

In conclusion, a diagnosis of EAC should lead to
considerations of an underlying disease.
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