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Abstract
Wells syndrome is an eosinophilic dermatitis, especially described in association with infections or after insect bites, rarely during a hematologic disease. Herein, we 
report a case of a 52 years old female, who had a six months’ history of a polymorphic eruption, made of bullous lesions and inflammatory skin closet on the trunk 
and lower limbs, relapsing remitting, in whom they had just diagnosed a lymphoma B MALT-type of the rectosigmoid. A skin biopsy performed at two sites showed 
a dermal infiltrate rich in eosinophils compatible with Wells syndrome. Biology did not reveal hyper eosinophilia.  A chemotherapy “R-CHOP” was indicated for 
her hematological malignancy. The evolution was marked by the disappearance of skin lesions after the 3rd course of chemotherapy. Through this case report, we 
highlight the importance of knowing this rare entity, which can reveal or accompany a hematologic malignancy. 
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Introduction
Wells syndrome is a rare condition of unknown cause. It is also 

called “eosinophilic cellulitis”. Herein, we report a new case of Wells 
syndrome associated with gastrointestinal lymphoma.

Clinical case
A 52 years old female, who presented with six months history of 

a polymorphic eruption, made of bullous lesions and inflammatory 
skin closet of the trunk and lower limbs (Figure 1,2), in whom they 
had just diagnosed a lymphoma B MALT-type of the rectosigmoid. A 
skin biopsy performed at two sites showed a dermal infiltrate rich in 
eosinophils compatible with Wells syndrome (Figure3). Biology did not 
reveal hyper eosinophilia. A chemotherapy “R-CHOP” was indicated 
for her hematological malignancy. The evolution was marked by the 
disappearance of skin lesions after the 3rd course of chemotherapy 
(Figure 4). 

Comments

First described by George C. Wells as “recurrent granulomatous 
dermatitis with eosinophilia” in 1971, and renamed as “eosinophilic 
cellulitis” and Wells’ syndrome in 1979 [1]. The exact pathogenesis 
is still unknown; however, local hypersensitivity to various triggers, 
such as arthropod bites and stings, viral and parasitic infections, drugs 
reactions and hematologic and non-haematological malignancies 
have been proposed [2]. Clinical manifestations include annular 

reddish plaques with oedema, urticaria or even blisters, vesiculae and 
hemorrhagic bullae, but also papules, nodules with a recurrent burning 
or itching sensation, and sometimes with fever [2-5]. Eosinophils play 
an important role in the typical histology of Wells syndrome, showing 
a dermal infiltrate of eosinophils with an admixture of lymphocytes 
and histiocytes. Flame figures, collagen fibres with eosinophil granules, 
are a hallmark of Wells syndrome, but can also be associated with 
other diseases, such as parasitic, viral, fungal or bacterial infections, 
arthropod bites, mastocytoma, drug reactions, eczema, various 
malignancies, urticaria, hypereosinophilic syndrome or Churg-Strauss 
disease [6]. 

There have been a few reported cases of Wells syndrome associated 
with non-haematological malignancies, such as one case each of : 
squamous cell carcinoma of the bronchus, adenocarcinoma of the 
lung, adenocarcinoma of the colon, and nasopharyngeal carcinoma, 
where skin lesions cleared after successful treatment of the underlying 
malignancy using either chemotherapy or surgical resection [7-10]. 

In summary, our observation emphasizes the importance of 
knowing this rare entity, which can reveal or accompany a hematologic 
malignancy. 

Figure 1. Inflammatory closet of the left forearm.

 

Figure 2. Damage bullous hemorrhagic content had the palmar surface of the right hand 
against the right knee.
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Figure 3. Dermal infiltrate rich in eosinophils degranulated contact fragmented collagen 
fibers and basophils, in favor of Wells syndrome.

Figure 4. The disappearance of lesions after the third cycle of chemotherapy.
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