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ment (8). 
In conclusion, this is the first case reporting
the successful treatment of GBS following
gold therapy with high dose IVIG. 
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Cutaneous vasculitis associated
with mixed cryoglobulinemia in
adult Still’s disease

Sirs,
Adult Still’s disease (ASD) is a systemic
inflammatory disorder of unknown origin,
characterized by high spiking fever, arthral-
gias or arthritis, sore throat, and an evanes-
cent rash often occurring during the fever
spikes (1-3). We describe a 47-year-old man
fulfilling the diagnostic criteria of ASD (1,
3, 4) who is unique in having developed
m i xed cryog l o bu l i n e m i a , l e u ko cy t o cl a s t i c
cutaneous vasculitis and mild mesangi a l
g l o m e ru l o n ep h ritis during the phase of

active disease. 
Our patient had a 10-day history of high
fever (> 3 9 . 5 º C ) , d i ffuse art h a l gias and
myalgias, and an evanescent salmon pink
rash prior to admission, as well as a one
month history of sore thro at , l ow - gra d e
fever, mild abdominal pain and weight loss
of 5 kg. Remarkably, at the age of 6 and 8
years he had two episodes of high fever and
arthralgias which fully resolved after a 3-
month treatment with high doses of aspirin.
On admission he also had hep at o s p l e n -
o m ega ly, a n e m i a , l e u ko cy t o s i s , s t ri k i n g ly
elevated C-reactive protein and ferritin lev-
els, mild liver dysfunction and normal renal
function. Serum immunoglobulins IgG and
IgA were elevated, IgM was normal, while
complement levels were at the lower limit
of normal. Rheumatoid factor, antinuclear
antibodies, antineutrophil cytoplasmic anti-
bodies and an extensive work-up for infec-
tion were all negative. Of note, cryoglobu-
lins were detectable as polyclonal IgG, IgA,
and IgM.
On the second day of hospitalization a mild
m i grat o ry, i t chy, m a c u l o p apular rash ap -
peared on the head, upper trunk, back, but-
tocks and groins. The rash evolved into pur-
p u ric plaques after two days and disap-
peared soon after. On the fifth day several
annular purpuric plaques on the ankles and
dorsal area of the feet and a symmetric con-
fluent purpuric plaque on the shins were
observed (Fig.1). Skin biopsy findings were
compatible with leukocytoclastic vasculitis.
In the following days his general condition
deteriorated to the point that he was unable
to wa l k , cutaneous lesions became fi xe d,
and renal dysfunction demonstrated by the
p resence of gra nular casts, mild py u ria and
h e m at u ria and elevated serum ure a , wa s
o b s e rve d. Renal biopsy revealed ra re ve s s e l
hyaline dep o s i t s , m e s a n gial alterations and
mild hy p e rc e l l u l a rity with C3 and IgM
d eposits on immu n o fl u o re s c e n c e. Bone mar-
row and liver biopsy findings were unre-
m a rk abl e. At the 10th day methy l p re d-
nisolone (72 mg/day) and methotrex at e
(17.5 mg/week) were started (5); during the

following days a dramatic clinical response,
including remission of skin vasculitis, was
o b s e rve d. By the seventh week he had
resumed all of his daily activities, treatment
was discontinued at the 14th month and he
did extremely well during the following 6
months. Laboratory examinations, includ-
ing rep e ated determ i n ation of cryog l o bu-
lins, were unremarkable. 
Clearly, our patient fulfilled the diagnostic
criteria of ASD (1, 3, 4), which was con-
fi rmed during the 20-month fo l l ow - u p .
Because of his childhood episodes of fever
and arthralgias the diagnosis of Still’s dis-
ease of childhood onset is tempting; howev-
er, since he denied any similar episodes for
the next 40 years, he was classified as hav-
ing an adult-onset disease (1, 6, 7). We sys-
tematically excluded viral infections, sep-
sis, tuberculosis, sarcoidosis, malignancies,
systemic connective tissue diseases (1, 2),
and Sch n i t ze l ’s syndrome (8), not only
because ASD is a relatively rare disease, but
also because of the atypical coexistence of
both skin and renal involvement. Cutaneous
vasculitis and glomeru l o n ep h ritis in the
course of ASD have been described only
once and twice in the past, respectively (9,
10). To the best of our knowledge no previ-
ous cases of ASD associated with mixed
cryoglobulinemia have been reported. Per -
haps clinicians are overlooking a possibly
not uncommon aspect of this disease, since
during the course of a severe, acute inflam-
m at o ry response such as ASD tra n s i e n t
cryoglobulin formation is not unexpected.
This case suggests that ASD should be
included in the list of systemic conditions
that may be complicated with mixed cryo-
globulinemia.
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Dactylitis involving most of the
fingers

Sirs,
Dactylitis or “sausage-like” digit is a clini-

cal hallmark of spondyloathritis (SpA) (1-
3). Although more frequent in psori at i c
a rt h ritis (PsA) (1, 4 ) , dactylitis has been
observed in all forms of SpA including the
undifferentiated forms (1-3). Recent studies
using ultrasound and magnetic resonance
i m aging (MRI) have established that
dactylitis is due to flexor tenosynovitis and
arthritis of the interphalangeal and metacar-
p o p h a l a n geal (or metat a rs o p h a l a n ge a l )
joints is not a condition sine qua non for the
“sausage-shaped” feature (5-7). Dactylitis
is usually asymmetric and involves few fin-
gers and/or toes. 
We have recently come across a 37-year-old
man suffe ring from PsA and show i n g
dactylitis of most of his fingers. His family
history was negative for SpA and psoriasis.
His medical history revealed that he had
been suffering from psoriasis for 18 years.
Four months befo re the consultation he
developed “sausage-like” swelling of most
fi n ge rs together with A chilles enthesitis.
Physical examination disclosed dactylitis of
the second, third and fourth fingers of the
right hand and of the first, third, fourth and
fifth left fingers. There was also a soft tissue
swelling along his left Achilles tendon and
at his calcaneal insertion. The only aspect
of the laboratory evaluation worthy of note
was a C-re a c t ive protein level of 20.6
mg/liter (normal < 5). HLA typing showed
A 2 , A 3 0 , B 3 8 , and B51. Magnetic re s o-
nance imaging revealed fluid in the syn-
ovial sheaths of all the dactylitic fingers

(Fig. 1). Ultrasonography showed a moder-
ate diffuse thickening of the left Achilles
tendon together with an enlarged bursa. The
patient was given methotrexate at a dose of
10 mg/day and diclofenac at a dose of 100
mg/day with good results.
The present report emphasizes that dactyli-
tis may simultaneously involve most of the
fingers.
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Fig. 1. (a) T2-weighted image at the level of the proximal interphalangeal joints showing fluid in the
synovial sheaths of the 3rd, 4th and 5th left fingers and in the 2nd, 3rd and 4th right fingers. (b) T2-
weighted image at the level of the metacarpophalangeal joints showing also the involvement of the 1st
left finger (arrow).
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