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 Letter to the Editor 

ment with oncocarbide and anagrelide. She was also receiving an-
ticoagulant therapy following an episode of pulmonary embolism 
secondary to deep vein thrombosis 2 years before.

  Our initial differential diagnosis included an ischemic necrosis 
and an anticoagulant-induced hematoma.

  Laboratory tests showed neutrophilia and an increased eryth-
rocyte sedimentation rate. Other blood tests were within the nor-
mal value, including antinuclear antibody, extractable nuclear an-
tibody, and anti-double-stranded DNA and coagulation factors.

  One week later, the patient developed multiple tender, painful, 
red papules and nodules on the limbs, with a pseudovesicular ap-
pearance. Histologic examination of a skin lesion showed a spon-
giotic epidermis with a dense diffuse infiltrate of neutrophils in the 
upper dermis ( fig. 2 ). Based on the clinical and histologic findings, 
we performed a final diagnosis of SS related to the underlying my-
eloproliferative disorder. The temporal relationship between the 
involvement of the third right digit and the onset of other skin le-
sions raised the hypothesis that the former represented the initial 
presentation of SS. This was confirmed by the prompt improve-
ment of both cutaneous and nail lesions under steroid treatment.

  Initial lesions of SS appear as asymmetric, painful, red or pur-
ple-red papules or nodules. Later lesions of SS have a transparent, 
vesicle-like appearance because of the pronounced edema in the 
upper dermis. Differential diagnoses include systemic infections, 
other neutrophilic dermatoses, and vasculitis.

 Dear Sir, 
 Sweet’s syndrome (SS) is a neutrophilic dermatosis character-

ized by fever, peripheral neutrophil leucocytosis, and tender ery-
thematous cutaneous lesions  [1] . We describe a peculiar, never-
reported, initial localization of SS involving a single phalanx.

  A 54-year-old female presented with a 5-day history of a bluish 
swelling of the third right finger ( fig. 1 ).

  At the time of our clinical consultation, we observed an ery-
thematous, violaceous-based, hemorrhagic, vesicular lesion local-
ized on the distal phalanx of the third digit of the right hand, char-
acterized by the complete involvement of the nail bed. The patient 
complained of severe pain, fever, and arthralgia, which prompted 
her to seek medical advice.

  The patient’s medical history was remarkable for a 3-year his-
tory of essential thrombocythemia for which she received treat-
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  Fig. 1.  Single lesion of SS involving the distal phalanx of the third 
finger of the right hand. 

  Fig. 2.  Low magnification of the histologic analysis from a popular 
lesion showing focal epidermal necrosis, subepidermal edema, and 
diffused neutrophils and lymphocytes in the reticular dermis. HE. 
×10. 
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  Typical SS usually starts after an upper respiratory tract infec-
tion; however, SS can also be related to drugs or associated with 
malignancy. In this latter form, it can occur as a paraneoplastic 
syndrome in patients with an established cancer or can be corre-
lated with a hematologic dyscrasia  [1] .

  Systemic corticosteroids are the therapeutic gold standard for 
SS, with a common response, consisting of a rapid improvement 
of both the skin lesions and the general symptoms after initiation 
of treatment. Topical application of high-potency corticosteroids 
or intralesional corticosteroids may be effective for treating local-
ized lesions. Other second-line oral systemic agents are potassium 
iodide, colchicine, indomethacin, clofazimine, cyclosporine, and 
dapsone.

  Although the initial lesions typically involve the upper extrem-
ities, face, and neck, a number of unusual different localizations 
have been reported, including wounds  [2] , scars  [3] , areas of 
lymphedema  [4] , and areas of radiotherapy  [5] . Viseux et al.  [6]  
described a case of SS and subungual erythema, but to the best of 
our knowledge, this is the first case describing an entire phalanx 
involvement as the initial sign of SS.

  We would like to draw attention to a new possible site as the 
first localization of SS, an anticipatory event of a diffuse whole-skin 
manifestation of the disease.
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