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Figure. Right extremity rash

A 31-year-old Caucasian female presented to the
emergency department (ED) with chief complaint of a
gradually progressive right extremity rash for past two
days. The patient described a warm, red area over the
dorsum of her forearm. The lesion began as a small
spot that overnight came to involve most of the arm.

The patient, who had similar episodes in the past on her
back, stomach, and legs, had been on multiple topical
and systemic steroids and antihistamines for this same
presentation and had just finished a prednisone taper.

Physical exam revealed a tender, erythematous
blanching plaque with associated dermal edema (Figure).
Careful examination of the arm revealed no signs of
ulceration, skin breakdown, streaking, or lymphadenitis.
There was no adenopathy. Although the patient had
tenderness and subjective paresthesias of that extremity, she
had intact two-point sensation distal to the affected area.
The decision was made not to Stryker her compartments for
fear of spreading the infection into the subcutaneous tissue
and muscle. There were intact distal pulses and adequate
capillary refill while in the ED. Pain control was achieved
while in the department, and the patient was given systemic

steroids and antihistamines. Dermatology was consulted,
and the patient was given a tentative diagnosis of Wells
syndrome.

Wells syndrome was first described in 1971 as
“recurrent granulomatous dermatitis with eosinophila.
Affected individuals typically present with pruritic
erythematous plaques over a two- to three- day period.
These plaques will then resolve without scarring over the
next two to eight weeks.? Although the lesions will heal
without medication, it has been shown that treatment with
systemic corticosteroids will decrease the duration of
symptoms. Wells syndrome is also a benign condition that
usually does not have systemic manifestations. Patients
may describe malaise and arthralgias but rarely fever.

Histopathologically, biopsy of the plaques demonstrate
heavy eosinophilic infiltration. The lesions are very
edematous and contain a complex mixture of degranulating
and degenerating eosinophils.? As the lesions resolve, one
can observe a grayish and atrophic appearance of the skin.*
This eosinophilic cellulitis will usually recur multiple
times in a patient’s lifetime. Different reviews speculate
that arthropod bites, fungal infections, immunological
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disorders, myeloproliferative conditions, such as lymphoma
and leukemia, and drug reactions may all be linked as
possible associated conditions in patients with Wells.>*

Wells syndrome is an important disease entity for
emergency physicians to consider in a patient who presents
with recurrent puritic lesions. The differential diagnosis
includes common processes such as bacterial cellulitis,
contact dermatitis, envenomations, and drug reactions,’
as well as less common entities including erysipelas,
hypereosinophilic syndrome, chronic urticaria, granuloma
annulare, and Churg-Strauss syndrome.’

Wells’ syndrome is a rare condition with about 80 cases
reported in the literature. Prognosis is excellent and most
recover without difficulty, although lesions may recur later.
Lesions take weeks to months to resolve, usually without
scarring. Dermatology should be consulted for skin biopsy
if considering this diagnosis.
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