ALLERGYMAGE

Um diagnostico diferencial de urticaria
— Sindrome de Wells

A differential diagnosis of urticaria — Wells syndrome
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Figura |. Leses eritemato-violaceas, papulosas, com
centro claro, de diferentes didmetros e bordos mal
definidos

Figure I. Erythematous plaques, with clear centre and dif-
ferent diameters and poorly defined borders
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COMENTARIO

As autoras apresentam o caso clinico de uma mulher
de 30 anos, previamente saudavel, observada por lesoes
papulares eritematosas de inicio subito, ha menos de
24 horas, com atingimento do antebrago esquerdo,
que concomitantemente provocavam sensagao de quei-
madura e prurido. Sem outras queixas sistémicas, no-
meadamente mal-estar geral, febre ou poliartralgias.
Negava conhecimento de fator desencadeante, trauma,
viagens recentes, picadas de inseto ou medicagao de
novo.

Ao exame objetivo apresentava lesées eritemato-
-violaceas, papulares, com centro claro, de diferentes
diametros (10-50 mm), bordos mal definidos e evanes-
centes, sem adenomegalias palpaveis (Figura I).

Do estudo realizado destaca-se eosinofilia perifé-
rica de 850 cél/mm?3, restante hemograma, velocidade
de sedimentagio, proteina C reativa, fungdo renal/
/hepatica/tiroideia, analise sumaria de urina tipo Il, imu-
noeletroforese de proteinas, estudo do complemento
e doseamento de autoanticorpos sem alteracoes de
relevo. Testes cutianeos por picada para aeroalergénios
e alergénios alimentares negativos.

Dada a atipia das lesGes e o inicio subito foi reali-
zada biopsia cutanea e medicada com prednisolona 2
mg/kg/dia durante 7 dias com boa resposta (I).

Uma vez que a lesao nao apresentava comprome-
timento da barreira cutdnea, ferida identificavel como
porta de entrada ou abcesso, sinais inflamatérios, ex-
sudado ou secregao purulenta e nao tinha alteragoes
analiticas compativeis com infecao, nao foi medicada
com antibiético, dado que a celulite infeciosa é um
diagnéstico diferencial possivel.

A histologia das lesoes foi compativel com celulite
eosinofilica.

Portanto, dados os achados clinicos e histopatolo-
gicos concluimos tratar-se de uma sindrome de Wells
ou celulite eosinofilica, uma dermatose rara com re-

solugao autolimitada, sem lesao residual, cuja recor-

réncia é comum. Pode ser acompanhada de sintomas
sistémicos e em 50% dos casos associa-se eosinofilia
periférica (2).

A etiologia ainda nao é clara, sendo que a maioria
dos especialistas defende que se trata de uma reagao
de hipersensibilidade do tipo IV desencadeada por di-
versos fatores, como por exemplo farmacos, picada de
insetos, doengas mieloproliferativas ou infegoes viricas,
bacterianas ou parasitarias; em individuos suscetiveis
(com um desequilibrio da resposta Thl/Th2), com au-
mento de células Th2 em circulagdo com consequente
aumento da producao de IL-5 estimulando a desgranu-
lagdo eosinofilica (3).

A sindrome de Wells tem como diagnostico dife-
rencial a urticaria, a vasculite urticariforme e a celuli-
te infeciosa, pelo que apesar de rara é um diagnoéstico
diferencial a considerar perante casos atipicos de lesdes

eritemato-papulosas.

COMMENT

The authors present the case of a healthy 20-year-old
female who presented to the Emergency Department with
an acute onset (less than 24 hours) of pruritic erythematous
plagues and minor swelling of her left forearm. She also
experienced a burning sensation.

She was afebrile, and her other vital signs were within
normal limits. She denied any history of trauma, recent
travel, arthralgia, insect bites, the introduction of a new
medication, or intravenous drug use.

Physical examination showed erythematous plaques,
with a clear center and different diameters (10 to 50mm),
and poorly defined borders, which disappeared with digital
pressure. She had no signs of adenomegalies. Laboratory
findings revealed peripheral eosinophilia (850 cellsimm?).
White cell count, C-reactive protein, erythrocyte sedimen-
tation rate, urine analysis, renal, hepatic, thyroid function,
and immunology study were unremarkable. Prick tests for

aeroallergens and food allergens were negative.
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A skin biopsy was performed, given the atypia of the le-
sions, and she started on oral prednisolone 2 mglkgl/day for
7 days, with complete remission of signs and symptoms (I).

Since the lesions did not show any skin barrier disruption
signs, abscesses, or any other signs of infection, and labora-
tory findings did not suggest inflammation/infection, the de-
cision was not to treat with antibiotics. Nevertheless, infectious
cellulite is a differential diagnosis one should always consider.

Histology revealed findings consistent with eosinophilic
cellulitis.

The clinical presentation and histologic findings con-
firmed the diagnosis of Wells Syndrome, also known as
eosinophilic cellulitis, a rare inflammatory dermatitis, au-
to-limited, in which recurrence is common. It may be ac-
companied by systemic symptoms and up to 50% of cases
have concomitant peripheral eosinophilia (2).

The etiology of Well Syndrome is unclear, and it is be-
lieved to be a type IV hypersensitivity reaction triggered by
several factors such as drugs, insect bites, myeloprolifera-
tive diseases or infections (caused by viruses, bacteria, or
parasites) in susceptible individuals showing an imbalance
of Thl/Th2 response. The elevated Th2 pathway will lead
to an enhanced IL-5 production with consequent stimulation
of eosinophilic degranulation (3).

Wells Syndrome is often misdiagnosed and thus, incor-
rectly treated. It is part of the differential diagnosis of
urticaria and urticariform vasculitis. Despite its rarity, the
diagnosis of eosinophilic cellulitis should be suspected in

the presence of atypical erythematous papules.
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