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ABSTRACT

Case Report

Erythema Elevatum Diutinum:
An Underdiagnosed Entity-

A Case Report

Erythema Elevatum Diutinum (EED), an uncommon form of chronic leukocytoclastic vasculitis presents as reddish-brown plaques
and papulonodules primarily affecting the extensor surface. It mimics various cutaneous disorders and hence poses diagnostic
difficulties. EED is predominantly seen in middle-aged individuals between fourth and sixth decade. EED can also have various
extracutaneous manifestations such as arthralgia, scleritis, panuveitis, ulcerative keratitis and neuropathy indicating circulating
immune complexes deposition in several organs. Thereby thorough clinical and systemic examination for early diagnosis and
comprehensive management of both skin and extracutaneous findings are essential to prevent complications and further progression.
The authors hereby report a case of 47-year-old female with long standing diabetes mellitus presenting with asymptomatic
papulonodular lesions over the extensor surface with sensory abnormalities, highlighting the diagnostic dilemma and emphasising
the importance of histopathological correlation in arriving at appropriate diagnosis.

CASE REPORT

A 47-year-old female reported to the Dermatology Outpatient
Department with the complaints of dark raised lesions over bilateral
elbows as well as hands for the past two years associated with
itching and burning sensation for the past one month. There was no
history of sensory loss, atopy or drug intake before the occurrence
of lesions. The patient was a known case of diabetes mellitus for the
past 12 years and was on treatment.

Cutaneous examination revealed hyperpigmented nodules ranging
from few millimetres to one centimetre over the extensor surface of
forearm, elbows and dorsal aspect of fingers [Table/Fig-1a,b].

[Table/Fig-1]: a) Clinical image showing multiple hyperpigmented nodules over the
extensor aspect of bilateral forearms and elbows; b) Clinical image showing multiple
hyperpigmented nodules over dorsum of the bilateral hands.

Few nodules with scaling were present over the palms and soles
[Table/Fig-2a,b].

[Table/Fig-2]: a) Clinical image showing nodules with scaling over the palms;
b) Clinical image showing nodules with scaling over the soles.
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Nodules were soft in consistency and tender on palpation. On
sensory examination, decreased sensation over bilateral feet was
present. Peripheral Nervous System (PNS) examination was normal.
Patient was diagnosed with axonal neuropathy of bilateral lower
limbs through a nerve conduction study before the occurrence of
skin lesions.

Clinically, diagnosis of EED, Hansen’s disease and multicentric
reticulohistiocytosis were considered.

Standard investigations like complete blood count, liver function
test, renal function test were within normal limits and viral markers
like Hepatitis B surface Antigen (HBsAg), Integrated Counselling
and Testing Centre (ICTC), Antibody to Hepatitis C Virus (HCV)
were negative. Glycosylated haemoglobin (HbA1c) was 6.5% and
post-prandial blood sugar levels were 277 mg/dL. Slit skin smear
was negative for acid fast bacilli. Interferon Gamma Release Assay
(IGRA) was negative and Ultrasonography (USG) abdomen was
normal.

Histopathology showed epidermis with flattened rete ridges and
superficial dermal infiltrate on low power view [Table/Fig-3].

[Table/Fig-3]: Histopathology showing epidermis with flattened rete ridges (black
arrow) and superficial dermal infiltrate (yellow arrow) in low power view H&E, 10x.
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In high power view, there was abundant neutrophilic infiltrate with a
few eosinophils and minimal histiocytes around blood vessels with
areas of leukocytoclasia and endothelial damage [Table/Fig-4].
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[Table/Fig-4]: High power view showing abundant neutrophilic infiltrate (yellow ar-
row) in dermis with a few eosinophils and histiocytes along with leukocytoclasia and
endothelial vessel wall damage (green arrow) (H&E, 40x).

A final diagnosis of EED was made based on clinicopathological
findings, following which the patient was prescribed tablet Dapsone
100 mg once aday and intralesional steroid (Triamcinolone acetonide
40 mg/mL). The patient was lost to follow-up.

DISCUSSION

The EED, an uncommon vasculitis falls under neutrophilic
dermatoses. EED was originally described in elderly men by
Hutchinson in 1888 and in 1899 by Bury. The term “EED” was first
coined by Henry Radcliffe-Crocker [1]. EED lesions typically present
as firm, violaceous, red-brown plaques or papulo-nodules that are
symmetrically distributed, particularly over the extensor surface of
the elbow, knees, ankles, hands and fingers [2]. However, atypical
sites such as truncal, retro-auricular, palmar and plantar areas
may also be involved [3]. The present case highlights the classical
symmetrical distribution of papulonodules over the extensors unlike
the other atypical sites. EED is typically asymptomatic but may
present with pruritus or burning as seen in the present case.

While EED primarily affects the skin, extracutaneous sites such
as eyes and joints can also be affected. Conditions like peripheral
keratitis, nodular scleritis, panuveitis, diffuse neuropathy were found
in patients with EED [4]. Axonal neuropathy found in the present
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case was associated with uncontrolled diabetes mellitus as it was
present before the onset of cutaneous lesions.

Various diseases that are found to be associated with EED include
celiac disease, Human Immunodeficiency Virus (HIV), Hepatitis-B,
tuberculosis, Paraproteinaemia, malignancies like non-Hodgkin’s
lymphoma, and connective tissue disorders [5]. Hence, serological
workup like HBsAg, anti HCV, ICTC was done in the present case
to rule out HIV, Hepatitis B,C and IGRA was done to rule out
Tuberculosis. USG abdomen was also done to rule out internal
malignancies.

On histopathological examination, predominant neutrophilic
infiltrate with leukocytoclastic vasculitis can be appreciated in the
early stages. In late stage of the disease extracellular cholesterolosis
(cholesterol deposition in extracellular tissues) and fibrosis of the
vessels with endothelial damage can be appreciated [6)].

Multicentric  reticulohistiocytosis, Hansen’s disease, tuberous
xanthoma, rheumatoid nodule, Sweet’s syndrome can be considered
as probable differentials for EED. The differentials which were
considered in the current case were multicentric reticulohistiocytosis
and Hansen’s disease. In multicentric reticulohistiocytosis, the
nodules will be associated with extracutaneous manifestations like
anaemia, elevated Erythrocyte Sedimentation Rate (ESR), severe
arthropathy and histopathology will show characteristic dermal
infiltration of histiocytes, lymphocytes and a few multinucleated
giant cells with eosinophilic ground glass cytoplasm, thus ruling out
this condition in the current case [7]. In Hansen’s disease, though
the current case had nodules pointing towards Histoid Hansen'’s or
lepromatous spectrum, staining for acid fast bacilli was negative and
histological findings such as sheets of foamy histiocytes (Virchow
cells), Grenz zone and the characteristic spindle shaped histiocytes
of Histoid Hansen’s were absent, ruling out these conditions. In
case of rheumatoid nodule, rheumatoid factor will be positive and
symptoms like arthritis will be present. In case of tuberous xanthoma,
the characteristic nodules will be firm and yellowish occurring over
the pressure sites and Fasting Lipid Profile (FLP) will be elevated. In
Sweet’s syndrome, there will be associated constitutional symptoms
like fever and joint pain with plump nodules, plaques and pseudo-
vesicles, and histology will show diffuse nodular and perivascular
neutrophilic infiltrate without evidence of vasculitis [6,7].

The comparison of the findings of the present case with previous
similar case reports is shown in [Table/Fig-5] [1,5,8,9].

Oral Dapsone is considered as the mainstay treatment. Topical or
intralesional corticosteroids can be used to minimise the size of the
lesions. In cases resistant to dapsone, niacinamide in combination

Variables/Authors

Sabooniha F [8] (2022)

Kumar NA et al., [1] (2023)

Qiao J et al., [5] (2024)

Ps K et al., [9] (2025)

Present case (2025)

past 8 years.

dorsum of fingers for the
past 18 months

buttocks for the past 15
years

Age and gender 32-year-old male 54-year-old female 61-year-old male 56-year-old female 47-year-old female
Multiple painful, dark . . . . . .
Tender raised skin lesions coloured raised lesions Painful skin lesions over the Multiple painful swellings Asymptomatic raised
. ) ! face, back, hands, elbows, over the back and )
History over the right hand for the | over bilateral feet, arms and lesions over extensors for

extremities for the past 2
years

the past 2 years

Clinical features

Well defined firm red-
brown papulonodule
over the proximal
interphalangeal joint of
the third finger of the right
hand

Multiple red brown coloured
nodules were seen over the
extensor aspect of the arms,
forearms, dorsal aspect of
hands, bilateral feet, over the
elbow and knees.

Purple-red firm papules
and plaques over the dorsal
aspect of hands, elbows,
thighs, gluteal region

Multiple tender, soft nodules
over the posterior and
medial aspect of the right
elbow, dorsal and plantar
aspect of the left foot

Hyperpigmented nodules
over extensors of B/L
elbows and knees

Diagnostic work-

CRP, ESR, plasma
electrophoresis,
HBsAg, Anti HCV, HIV,

CBC, peripheral smear,
ESR, CRP, Fasting lipid
profile, HIV, X ray of the

CBC, LFT, RFT, slit lamp
examination, serum IgA

CBCG, LFT, FLP, RFT, ESR,
CRP, biopsy, autoimmune

CBC, LFT, RFT, HBsAg,
Anti HCV, ICTC, IGRA,

[Table/Fig-5]: The comparison of the present case with other similar case reports from literature [1,5,8,9].

up h . hands and feet, USG ; S
Rheumatplogm profile, abdomen, skin biopsy, nerve levels, biopsy workup USG abdomen, skin biopsy
biopsy .
conduction study
Excision with split thickness Oral dapsone 100 mg OD
Treatment Oral dapsone 100 mg BD Oral dapsone 100 mg OD Triamcinolone 12 mg P Intralesional Triamcinolone

skin grafting.

acetonide

CBC: Complete blood count; LFT: Liver function test; RFT: Renal function test; IgA: Immunoglobulin A
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with tetracycline, colchicine and even intermittent plasmapheresis
can be considered. Newer treatment options include 5% topical
dapsone preparation [10].

CONCLUSION(S)

The present case report highlights the typical clinical features,
diagnostic workup and therapeutic options of EED in detail. EED
is an under-diagnosed condition which can mimic other common
dermatological conditions. Hence, detailed history, thorough
clinical examination and diagnostic workup are required to arrive
at accurate diagnosis and effective treatment, thereby preventing
disease progression.

REFERENCES

[1] Kumar NA, Dhanaraj M, Srinivasan S, Narendra RR. Erythema elevatum diutinum
with lower limb neuropathy: A rare presentation. J Family Med Prim Care.
2023;12(8):1713-15. Doi: 10.4103/jfmpc.jfmpc_378_23.

[2] Wahl CE, Bouldin MB, Gibson LE. Erythema elevatum diutinum: Clinical,
histopathologic, and immunohistochemical characteristics of six patients. Am J
Dermatopathol. 2005;27(5):397-400. Doi: 10.1097/01.dad.0000175526.89249.be.

[3]
[4]

[5]

[6]

[7]

(8]
[9]

[10]

G Sukanya et al., Erythema Elevatum Diutinum- An Underdiagnosed Entity

Ly H, Black MM. Atypical presentation of erythema elevatum diutinum. Australas
J Dermatol. 2005;46(1):44-46. Doi: 10.1111/].1440-0960.2005.00137 .X.
Sandhu JK, Albrecht J, Agnihotri G, Tsoukas MM. Erythema elevatum diutinum
as a systemic disease. Clin Dermatol. 2019;37(6):679-83. Doi: 10.1016/j.
clindermatol.2019.07.028.

Qiao J, Jia QN, Qu T. A case of erythema elevatum diutinum associated with
peripheral ulcerative keratitis. Indian J Dermatol Venereol Leprol. 2024;90:364-
66. Doi: 10.25259/IJDVL_780_2022.

Kanitakis J, Cozzani E, Lyonnet S, Thivolet J. Ultrastructural study of chronic
lesions of erythema elevatum diutinum: “Extracellular cholesterosis” is a
misnomer. J Am Acad Dermatol. 19983;29:363-67. Doi: 10.1016/0190-
9622(93)70197-2.

XuXL, Liang XH, LiuJ, Deng X, Zhang L, Wang ZG. Multicentric reticulohistiocytosis
with prominent skin lesions and arthritis: A case report. World J Clin Cases.
2022;10(22):7913-283. Doi: 10.12998/wjcc.v10.i22.7913.

Sabooniha F. Unilateral solitary erythema elevatum diutinum. Egypt Rheumatol
Rehabil. 2022;49:45. Doi: 10.1186/s43166-022-00139-9.

Ps K, Manimaran R, Kanchana K, Srinivasan C, Swarnkar A. Erythema elevatum
diutinum: A rare case with atypical presentation. Cureus. 2025;17(4):e82719.
Doi: 10.7759/cureus.82719.

Frieling GW, Wiliams NL, Lim SJ, Rosenthal SlI. Novel use of topical dapsone
5% gel for erythema elevatum diutinum: Safer and effective. J Drugs Dermatol.
2013;12(4):481-84.

PARTICULARS OF CONTRIBUTORS:

1. Professor, Department of Dermatology, Venereology, and Leprosy (DVL), Sree Balaji Medical College and Hospitals, Chennai, Tamil Nadu, India.

2. Senior Resident, Department of Dermatology, Venereology, and Leprosy (DVL), Sree Balaji Medical College and Hospitals, Chennai, Tamil Nadu, India.

3. Associate Professor, Department of Dermatology, Venereology, and Leprosy (DVL), Sree Balaji Medical College and Hospitals, Chennai, Tamil Nadu, India.
4. Junior Resident, Department of Dermatology, Venereology, and Leprosy (DVL), Sree Balaji Medical College and Hospitals, Chennai, Tamil Nadu, India.

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Dr. NR Vignesh,

Associate Professor, Department of Dermatology, Venereology and
Leprosy (DVL) Sree Balaji Medical College and Hospitals,

Chromepet, Chennai-600044, Tamil Nadu, India.

E-mail: drvigneshnr@gmail.com

AUTHOR DECLARATION:
¢ Financial or Other Competing Interests: None
¢ Was informed consent obtained from the subjects involved in the study? Yes

e For any images presented appropriate consent has been obtained from the subjects. Yes

Journal of Clinical and Diagnostic Research. 2026 May, Vol-20(5): WD01-WDO03

PLAGIARISM CHECKING METHODS: 1n*etall

ETYMOLOGY: Author Origin

e Plagiarism X-checker: Dec 23, 2025

e Manual Googling: Feb 03, 2026

EMENDATIONS: 6

e iThenticate Software: Feb 06, 2026 (1%)

Date of Submission: Oct 14, 2025
Date of Peer Review: Dec 26, 2025
Date of Acceptance: Feb 09, 2026
Date of Publishing: May 01, 2026



