
PMH: 
Rosacea, 
Raynauds, 
hypothyroidism,
migraines,back 
pain scoliosis, 
OSA 
Meds:
Minocycline, 
levothyroxine, 
gabapentin, 
valacyclovir, 
sumatriptan, 
topical 
metronidazole

Fam Hx:

Soc Hx: Central valley, 
CA. Gardening, no 
animal exposure

Health-Related 
Behaviors:
No alcohol or drugs. No 
recent sexual history

Allergies:
None

CC:  64 y/o woman with fever and rash
 
HPI:  While gardening she had a cut on right 
foot. She developed tenderness, 
erythema-->Cellulitis. Tx with Cephalexin & 
Minocycline for 30 days. Three days before, 
worsening of rash over right and left great 
toe. Rash on back and lower legs. Fever 101.5, 
neck stiffness, upper back pain, eye redness 
bilaterally. URI 2 weeks prior and oral herpes 
bout recently.

Vitals: T:38.3 HR: 112 BP:145/71 RR: SpO
2
:97 %on RA 

Exam:
Gen: Thin, comfortable
HEENT: Non purulent conjunctivitis, neck stiffness, no 
kernig/brudzinski
CV: nl
Pulm: 
Neuro: CN normal,
Extremities/Skin: Bl erythema and swelling of MTP, normal 
ROM, knee swelling. Erythema on rt lateral foot, MTP, bl achilles 
tendon. Scattered pustules/papules on arms, legs, and hands 
sparing palms, chest ,face, neck

Notable Labs & Imaging:
Hematology: 
WBC:16 (polymorphs predominant) Hgb:13.6 Plt:275k    
Chemistry:
Na:134  K:3.6  Cl: 99 CO2: BUN: Cr:0.52 glucose:125 Ca: Phos: 
Mag:
AST: ALT: Alk-P: T. Bili:  Albumin:  
ESR-65 CRP-276
BCx- negative, LP- Glu-80, Protein-36, Wbc and Rbc 1
HIV, gono, chlamydia, laryngeal & skin swab negative. HSV CSF 
PCR and skin swab-. Adeno, VZV, Cocci- ANA and ANCA-. 
Peripheral smear - normal.
CT brain,spine and chest- normal. Skin biopsy- negative gram, 
koh, AFB, cultu- nega.
Path- Neutrophilic infiltration in superficial dermis consistent 
with Sweet syndrome

Final dx- Sweet Syndrome

   

Problem Representation: 64 y/o woman with fever, widespread 
pustules, and non purulent conjunctivitis after minocycline. 

Teaching Points (Gabriel):
● Fever + rash: Infection, Malignancy, Drugs, Autoinmune. Inquire for 

travel, season, exposures, host. Look the rash for distribution, 
characteristics, progression, associated symptoms (usually rash is not 
the center of gravity, if it is think of skin diseases)
○ Non missing infectious-diagnosis: RMSF, necrotizing fasciitis, 

meningococcemia, TSS, endocarditis. 
● PO antibiotic failure: wrong drug, bug, diagnosis (autoinmune, 

malignancy, drug), natural history.
● Connecting the dots

○ Minocycline derm side effects:  hypersensitivity angiitis, drug 
induced lupus, hypersensitivity reaction

○ Recent oral HSV bout: look for targetoid lesions
○ Pustules +
■ Sexual history reported + arthritis → Disseminated 

gonorrhea.
■ Drug exposure → AGEP (acute generalised erythematous 

pustulosis). Usually appears within 2 days of exposure. 
Associated drugs: tetracyclines, sulfas, terbinafine.

■ Gardening and previous trauma report: think of endemic 
fungi (Central valley is cocci home)

■ Recent URI episode → MIRM (Mycoplasma induced Rash & 
Mucositis). Ocular and GU mucosal involvement are 
common. 

■ Neutrophilic dermatosis → Sweet syndrome. Causes: 
idiopathic, Drugs (TMP-SMX, thalidomide, topotecan, 
ipilimumab, hydralazine and minocycline), Malignancy, 
Autoinmune. Rx: Steroids
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