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Abstract
Erythema elevatum diutinum (EED) is a chronic and rare variant of leukocytoclastic vasculitis of unknown etiology that is
being reported nowadays frequently. It clinically manifests as asymptomatic to tender erythematous papules, plaques and nodules,
usually with acral distribution and is rarely accompanied by systemic complaints other than arthralgia. Here, we report a case of a
22 year old pregnant woman with a history of joint pain for 3 years, presenting with erythematous raised plaques on extensors.
Histopathological analysis revealed leukocytoclastic vasculitis. Laboratory test revealed hypothyroidism. We report the case
because of its rarity, with subsequent review of the literature.

Introduction
The Erythema Elevatum Diutinum (EED) is a rare
chronic cutaneous vasculitis of unknown etiology
characterised by the absence of systemic vasculopathy.
It was first described by Hutchinson in 1878 and by Bury
in 1889. Its name was given by Radcliffe-Crocker and
Williams in 1894. It has been reported to occur in
association with variety of conditions including
autoimmune diseases, such as rheumatoid arthritis,
celiac disease, systemic lupus erythematosus, Sjögren
syndrome, antiphospholipid antibody syndrome,
pyoderma gangrenosum, diabetes mellitus type 1 and
hypothyroidism; infectious diseases, hematologic
diseases, such as monoclonal gamopathy, non-Hodgkin
lymphoma, chronic lymphocytic leukemia and multiple
myeloma; neoplastic diseases, as breast and lung cancer;
and infectious diseases, as streptococcus infection, HIV
and hepatitides. Here we report a case occurring in
association with hypothyroidism and rheumatoid
arthritis.
Case Report
A 22 year old pregnant female presented with
erythematous persistent plaques over dorsum of hands
and both elbows and extensor aspect of both legs for 6
months. Lesions initially started as erythematous papules
over both lower legs which gradually progressed to form
plaques which later ulcerate and heal with
hyperpigmentation as well as atrophic scarring. History
of similar episode 3 years back and was symptom free
for one and a half year between the two episodes. There
was also a history of joint pain in both knees for 3 years
and complain of amenorrhea for 5 months.
On examination there were symmetric, moderately
firm, thick erythematous plaque over dorsum of joints of
both hands and on both elbows along with few crusted
lesions over both lower limb with areas of
hyperpigmented macules and atrophic scarring.(Fig. 1)

Based on history and clinical examination a
tentative diagnosis of Erythema elevatum diutinum
(EED) was made which was substantiated further by a
skin biopsy from a representative lesion showing
moderate hyperkeratosis, acanthoss, focal parakeratosis,
with underlying marked dermal sclerosis, hyalinised
collagen, focal moderate chronic inflammation, few
neutrophills, eosinophills.

Routine laboratory investigations were normal
except elevated erythrocyte sedimentation rate (55 mm
at the end of 1st hour), serum thyroid stimulating
hormone was raised (26 IU/L) and rheumatoid factor
positive (40 IU/L). Retroviral and hepatotropic viral
serologies were negative. Mantoux test was negative.
Other immunological and serological tests were also
negative. Her pelvic ultrasound demonstrated a single
live fetus of gestational age 20 weeks.
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Fig. 1: Erythematous plaque on extensor aspect of
first metacarpophalangeal joint of left hand and
interphalangeal joint of right hand and both elbows

Fig. 2: Lesions healing with hyperpigmentation and
atrophic scarring
Patient was started on 100 mg dapsone per day with
considerable clearing up of cutaneous lesions within a
couple of weeks’ time and the patient was lost to followup after 2 months.
Discussion
Clinically, EED manifests as tender reddish-brown
papules, nodules, or plaques. Lesions are typically
distributed symmetrically with a predilection for the
extensor surfaces of the joints, including the hands, feet,
elbows and knees, and the buttocks and Achilles tendons.
The affected areas may be asymptomatic or painful,
often exhibiting a burning sensation after exposure to
cold environments. Patients are often systemically well,
but symptoms such as arthralgia and myalgia may occur
in some cases.(2) Histologically, a spectrum from
Leukocytoclastic vasculitis to vessel occlusion and
dermal fibrosis may be observed.(3) EED may occur at
any age, typically affecting adults age 30 to 60, although
1 case series reported 2 peaks of incidence: 1 in the sixth
decade with an equal sex ratio and 1 in childhood with a

greater incidence in females.(4) The natural history of
EED is of a chronic course with spontaneous remissions,
although duration of disease has been reported to be
variable. One series of 13 patients reported that 4 patients
had no further episodes after their initial presentation,
whereas one patient’s condition persisted for 39 years.(4)
EED occurs in association with a number of conditions
including hematologic disease (IgA gammopathy,
multiple myeloma), infectious disease (tuberculosis,
HIV, streptococcal infection), immunologic disease
(rheumatoid arthritis, inflammatory bowel disease), and
malignancy (squamous cell carcinoma, breast cancer, Bcell lymphoma).(1,3) A typical case is reported, from the
anatomo-clinical point of view, of EED associated with
hypothyroidism, corroborating a report in the literature
of Hashimoto thyroiditis as a possible autoimmune
disease related to EED.(13) Screening for associated
disease, particularly hematologic disorders, is crucial to
ensure that appropriate treatment is initiated early.
EED is a chronic, recurrent condition, and the
treatment of choice is dapsone, which is reported to be
effective in 80% of cases.(2) However, colchicine,
mycophenolate
mofetil,
hydroxychloroquine,
tetracycline or sulphonamide antibiotics, systemic and
intralesional corticosteroids, and cyclophosphamide may
also be beneficial.(1-7) Due to the disease’s chronic
nature, stopping treatment may cause the skin lesions to
recur. Therapy is found to be more effective in earlier
lesions and less effective in chronic fibrotic lesions. In
patients with an associated disease, treatment is more
successful if the underlying disease is also targeted such
as treating HIV with an antiretroviral, or celiac’s disease
with a gluten free diet.(12)
Usually the patient’s general state of health is not
affected, and the systemic involvement is almost
inexistent.(8) Joint pain is the most common systemic
symptom, and there have been reports of severe burning
pain in the cutaneous areas involved, pruritus, and
constitutional symptoms.(9) In our case, there was
important arthritis in the wrists, elbows, and knees in
association with an elevation in the inflammatory
activity assay (erythrocyte sedimentation rate) along
with raised RA factor. The major rheumatological
diseases reported in association with EED are as follows:
rheumatoid arthritis; relapsing polychondritis; systemic
lupus erythematosus; Sjögren’s syndrome; and juvenile
idiopathic arthritis.(8,10) Such associations are most often
seen in young female patients.(11) Although no
rheumatological disease was characterized in the case
reported, arthritis was severe and caused patient’s initial
consultation.
The
histopathologic
findings
are
not
pathognomonic, although they can be highly
suggestive.(8) The early lesions of EED evidence signs of
a leukocytoclastic vasculitis, with fibrin, neutrophils and
fragments of neutrophils in the wall of small vessels of
the middle and superficial dermis. All such elements are
compatible with the description of our patient’s
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histopathologic findings. In late lesions, the findings
include the combination of granulation or scar tissue
along with proliferation of fusiform cells in the dermis,
and the possible association with multinucleated giant
cells. The deposition of circulating immune complexes
in perivascular dermis triggers the inflammatory
cascade, which causes vascular injury and consequent
fibrosis. Some rheumatological diseases, such as
Behçet’s disease, cryoglobulinemic vasculitis, HenochSchönlein purpura, and hypersensitivity vasculitis, can
show the histopathologic findings of leukocytoclastic
vasculitis in association with characteristic cutaneous
manifestations, and should always be considered in the
differential diagnosis of EED. The typical distribution
pattern of the skin lesions in that pathology helps to
confirm the diagnosis.(8)

and
antiphospholipid
antibodies. J
Dermatol. 2005;52:165–166.

Am

Acad

References
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

Galeone M, Arunachalam M, Bassi A, Scarfi F, Difonzo
EM. Erythema elevatum diutinum. QJM. 2014;107:227228.
Momen SE, Jorizzo J, Al-Niaimi F. Erythema elevatum
diutinum: a review of presentation and treatment. J Eur
Acad Dermatol Venereol. 2014;28:1594-1602.
Wahl CE, Bouldin MB, Gibson LE. Erythema elevatum
diutinum:
clinical,
histopathologic,
and
immunohistochemical characteristics of six patients. Am J
Dermatopathol. 2005;27:397-400.
Wilkinson SM, English JS, Smith NP, Wilson-Jones E,
Winkelmann RK. Erythema elevatum diutinum: a
clinicopathological study. Clin Exp Dermatol. 1992;17:8793.
Wallach D. Erythema elevatum diutinum. Available at
Orphanet:
http://www.orpha.net/consor/cgibin/OC_Exp.php?lng=EN&Ex pert=90000. Accessed
December 13, 2016.
Maruthappu T, Tharakaram S, Calonje E, Shirlaw PJ,
Setterfield J. Erythema elevatum diutinum with oral
ulceration. Br J Dermatol. 2012;167:222-224.
Evans AV, Sabroe RA, Setterfield J, Greaves MW.
Erythema elevatum diutinum/Sweet’s syndrome overlap
with gastrointestinal and oral involvement. Br J Dermatol.
1999;141:766-767.
Antonio JR, Antonio CR, Balau JP, Miguel D, d’Ávila
SCGP. Eritema elevatum diutinum: relato de caso e
revisão da literatura. An Bras Dermatol 2002; 77(4):481–
7.
Sachdev DS, Kharkar VD, Mahajan SA, Gupte PD.
Erythema elevatum diutinum. J Postgrad Med 2002;
48(4):310–1.
Pereira IA, Andrade J, Zeni PR, Heinisch LM, Baião J.
“Eritema
elevatum
diutinum”:
uma
vasculite
leucocitoclástica crônica rara. Rev Bras Reumatol 1993;
33(4):157–8.
Tomasini C, Seia Z, Dapavo P, Soro E, Addese C, Pippione
M. Infantile erythema elevatum diutinum: report of a
vesico-bullous case. Eur J Dermatol 2006; 16(6):683–6.
Sharma, V., Mahajan, V. K., Mehta, K. S., Chauhan, P. S.,
& Chander, B. (2013). Erythema elevatum diutinum.
Indian Journal Of Dermatology, Venereology And
Leprology,
79(2),
238-239.
doi:10.4103/03786323.107646.
Yamamoto T, Nakamura S, Nishioka K. Erythema
elevatum diutinum associated with Hashimoto's thyroiditis

Indian Journal of Clinical and Experimental Dermatology, July-September 2017;3(3):129-131

131

