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Erythema migrans in Lyme disease

David A. Wetter MD, Colin A. Ruff MD

47-year-old man presented with a two-

week history of an enlarging red patch

on his left thigh, associated with low-
grade fever. Although he had recently spent
time outdoors while at his cabin in northern
Minnesota, he did not recall any injury or insect
bite to his leg. His thigh had a large patch of
homogeneous erythema with central darkening
and focal areas of hemorrhage, vesiculation and
necrosis (Figure 1). Microscopic examination of
a skin biopsy specimen showed papillary edema
with extravasated red blood cells, and dense
superficial and deep perivascular and interstitial
mononuclear inflammation of the dermis. Stains
(including a Gram stain) were negative for mi-
croorganisms, and tissue cultures were negative
for bacterial, fungal and mycobacterial infec-
tion. Polymerase chain reaction testing of the
skin biopsy tissue was positive for Borrelia
burgdorferi. Because we had suspected Lyme
disease, the patient had already been given a
three-week course of doxycycline, and his fever
and skin findings resolved.

Although erythema migrans, the earliest cuta-
neous finding of Lyme disease, may present as
slowly expanding erythema with partial central
clearing forming the classic “target lesion,” homo-
geneous erythema may be the most common pre-
sentation in North America, with target lesions
reported in less than 10% of instances." About
50% of people with Lyme disease also have
influenza-like symptoms.' Primary lesions related
to erythema migrans are usually more than 5 cm
in diameter.” Central hemorrhage, necrosis and
bulla formation, as seen in our patient, occur less
commonly.’ A skin biopsy and tissue culture can
help to exclude infection in equivocal cases.
Although serologic testing (and, less commonly,
polymerase chain reaction testing and tissue cul-
ture) can be helpful in the diagnosis of Lyme dis-
ease, the distinctive features of erythema migrans
allow a clinical diagnosis in the absence of labora-
tory confirmation.” Because serologic testing in
the initial two weeks of infection has a sensitivity
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Figure 1: Homogeneous erythematous patch with central darkening and focal
areas of hemorrhage, vesiculation and necrosis on the left thigh of a 47-year-
old man, who also presented with a two-week history of low-grade fever after
spending time outdoors in northern Minnesota.

of only 40%, patients from endemic areas with
clinically suspected Lyme disease should receive
appropriate antibiotics such as doxycycline (100
mg twice per day) or amoxicillin (500 mg 3 times
per day) for 14 days.**
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