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Case report

A 37-year-old man with no medical history presented to the 
Emergency Department (ED) with a two-week history of inter-
mittent fevers, joint pain, sore throat, and a diffuse salmon-col-
ored rash. The pruritic rash started on his abdomen and spread 
to his arms, back, and legs. The joint pains were intermittent 
but localized to bilateral knees and elbows. His history revealed 
no recent travel, sexual partners, or medication changes.

Upon examination, he had a diffuse rash with flat and raised 
lesions all over his skin, sparing the face, palms, and soles. Oral 
examination showed red spots in the oropharynx, with symmet-
ric joint swelling, and no other notable findings on respiratory, 
cardiovascular, neurologic, or abdominal examination.

In the ED, the patient presented with sepsis criteria, prompt-
ing initial treatment with IV Zosyn and Vancomycin. However, 
subsequent tests yielded no clear infectious source. Notewor-

thy findings included elevated ESR, CRP, liver function tests (AST 
460, ALT 847), and extremely high ferritin levels (peaking at 
92,999) [1]. 

Approach to diagnosis: Elevated ferritin levels and a maculo-
papular rash narrowed down multiple possible diagnoses. Life-
threatening conditions such as Hemophagocytic Lymphohis-
tiocytosis (HLH) were considered; however, the likelihood was 
low due to the absence of typical symptoms such as neurologic 
symptoms, multi-organ involvement, lymphadenopathy, hepa-
tosplenomegaly, cytopenia, and hypofibrinogenemia [2].

Infectious workup: Infections can raise ferritin levels as part 
of the acute phase response. Extensive testing ruled out various 
infectious diseases, all returning negative results.

1. HBsAg, HB core IgG, HB core IgM, HBV, HCV, and HIV DNA

2. EBV IgG, IgM, CMV IgG, IgM, Toxoplasma IgG, IgM, parvo-
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virus PCR, and Quantiferon-TB Gold. 

3. Brucella IgG, IgM, and Bartonella IgG.

4. Treponema Pallidum and GC, and Chlamydia Urine Ag.

5. Tick-born disease Ab panel.

6. Chikungunya IgG.

7. Urine Leptospira Ag, DNA.

8. Serological tests for streptococcal infection. 

9. Blood cultures, including fungal.

Hematologic workup: CT chest abdomen and pelvis scans 
showed no lymphadenopathy or hepatosplenomegaly. Serum 
Protein Electrophoresis (SPEP) and Urine Protein Electrophore-
sis (UPEP) were done, SPEP suggested inflammatory rather than 
malignant causes, ruling out lymphoma, leukemia, and solid tu-
mors.

Autoimmune workup: The negative infectious and hema-
tologic tests raised suspicion of Acute Rheumatic Fever (ARF), 
meeting Jones’ criteria. However, further tests, including echo-
cardiogram, ASO and ADB titers, streptococcal probe, and blood 
cultures, all returned negative, ruling out ARF. Rheumatoid ar-
thritis was improbable due to age, lack of metacarpophalan-
geal joint or proximal interphalangeal joint involvement, and 
negative X-ray. SLE was unlikely based on criteria and ANA titer. 
Inflammatory bowel disease and sarcoidosis were improbable 
due to the absence of GI and respiratory symptoms.

Other workup: Hemochromatosis, marked by excessive 
iron absorption and high ferritin levels, and Porphyria cutanea 
tarda, a metabolic disorder causing heme biosynthesis enzyme 
deficiency, were considered due to skin discoloration. Both can 
cause reddish-brown or bronze/salmon-colored rashes.

Diagnosing Adult-Onset Still’s Disease (AOSD) requires thor-
ough evaluation to rule out other conditions. In this case meet-
ing Yamaguchi criteria, while other infectious, hematologic, 
and autoimmune diseases were excluded [3]. For the skin rash, 
though non-specific, a skin biopsy was performed, showing 
perivascular dermatitis. The salmon-colored rash, while a non-
specific dermatologic finding, could benefit from novel AI tech-
nology using smartphone cameras to help narrow down the 
differential diagnosis, especially in areas with limited access to 
specialists [4].

Treatment: Initially, Naproxen 500 mg PO q12hrs was pre-
scribed for two weeks, but after seven days without improve-
ment, treatment intensified with three days of IV Methylpred-
nisolone 1 g daily with notable improvement, followed by 
prednisone for a few weeks. Methotrexate will be initiated after 
prednisone completion. See Figures 1 and 2 for rash progres-
sion before and after treatment.

Figure 1: Image on the left side shows rashes before treatment and 
image on the right shows clearing of rashes after treatment.

The cornerstone treatment for AOSD is anti-inflammatory 
drugs like glucocorticoids, which often yield a significant re-
sponse. However, concerns about adverse effects are growing. 
While other DMARDs have been used, Ilaris (canakinumab) 
injection is one FDA-approved option. It inhibits IL-1 effects, 
reducing inflammation in this disorder [5,6]. Additionally, AI-
driven computer vision technology shows promise in aiding 
dermatologic differential diagnosis, especially in resource-limit-
ed settings, for early detection and intervention [4].
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