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 Letter to Dermatology 

  Lyme serology was positive for both IgG and IgM (ELISA, En-
zygnost Borreliosis � , Siemens, Dade Behring, Germany, and blot, 
Euroline WB � , Euroimmun, Germany).   A punch biopsy of a pap-
ule showed a dermal perifollicular ( fig. 2 ) – and occasionnally 
perineural – infiltrate of lymphocytes and plasma cells, consistent 
with a borrelial infection.    Borrelia burgdorferi  DNA was ampli-
fied from fresh tissue obtained from a skin biopsy performed on 
a peripilar papule, using a specific real-time PCR according to 
Mäkinen et al.  [1]  (culture not performed).   The erythema resolved 
after a 3-week doxycycline treatment whereas arthralgia and dys-
esthesia persisted.

  Erythema chronicum migrans (ECM) is usually the earliest 
manifestation of Lyme borreliosis. It occurs a few days, sometimes 
a few weeks, after the tick bite. Lyme disease is caused by an infec-
tion with the spirochete  B. burgdorferi,  which is transmitted by 
ixodid ticks. ECM usually begins as a macule or papule at the site 
of the tick bite and evolves as a centrifugally growing annular 
erythematous plaque with central clearing. It is usually asymp-
tomatic, but localized pruritus, pain, hyperesthesia or dysesthesia 
have occasionally been reported  [2] . It spontaneously disappears 
within several weeks, occasionally several months; antibiothera-
py shortens the evolution and prevents secondary dissemination 
which can cause neurological, rheumatological, cardiac, ophthal-
mological and late cutaneous complications  [3] . Posttreatment as-
sessment is clinical  [4] . Numerous atypical presentations have 
been described for ECM: mini erythema migrans  [5] , erythema 
with no central clearing, erythema with central induration  [6] , 
vesicles  [7] , ulceration, necrosis or purpura  [1] , alternating bands 
of erythema, confluent red or red-blue lesion without central 
clearing, and even triangular, rectangular or linear lesion  [6, 8] .
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 A 56-year-old woman was referred to our department for an 
eruption on the front side of the left thigh present for 6 months, 
accompanied more recently by arthralgia and localized subjective 
neurological symptoms. The eruption started a few days after an 
insect bite by a red papule which secondarily enlarged. The ery-
thema was of variable intensity. Clinical examination revealed 
peripilar red papules of the thigh from the groin to the knee 
( fig. 1 ). The patient had no remarkable contralateral keratosis pi-
laris.
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  Fig. 1.  Erythematous perifollicular papules of the thigh.   Fig. 2.  Lymphoplasmacytic perifollicular infiltrate.  ! 20. 
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  Although diagnosis is usually clinical (serology is often nega-
tive at the time of ECM), culture, PCR and histopathology can 
help to diagnose atypical presentations.

  Although the histopathological presentation varies according 
to the part of the lesion biopsied, skin biopsies typically show su-
perficial and deep angiocentric, neurotropic and eccrinotropic 
lymphocytic infiltrates, often accompanied by plasma cells and 
eosinophils, the former at the periphery and the latter in the cen-
ter of lesions. 

  The presentation of ECM in our case was both clinically and 
pathologically original. Such a clinical and histopathological pre-
sentation with perifollicular papules due to a perifollicular tro-
pism of the infiltrate has to our knowledge never been described 
yet. 
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