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Multicentric reticulohistiocytosis 
(MRH): case report with review of literature 
between 1991 and 2014 with in depth analysis 
of various treatment regimens and outcomes
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Abstract 

Multicentric reticulohistiocytosis is a rare disease affecting skin and joints primarily and rarely other organs. We pre‑
sent a case report of this disease and an extensive review of the literature. We reviewed the data between 1991 and 
2014 and extracted 52 individual cases. Only articles in English were chosen after checking for relevance. The articles 
were studies and data was extracted into excel spread sheets and later used to compute such variables like frequency, 
mean and percentage of distribution of various clinical manifestations. The treatments used in these articles were 
critically analyzed and graded for their relative efficacy for skin and joint manifestations. The grades were 0 = worse, 
1 = no benefit/condition remained same, 2 = improvement without resolution, and 3 = resolution. This article also 
reports the demographic, clinical, laboratory and pathological data from the reviewed articles. Authors attempted to 
discuss the findings of this review in depth to help manage this condition and proposed a treatment algorithm to 
help clinicians approach this rare and challenging disease.

Keywords: Arthritis, Autoimmune disease, Skin disease, Immunosuppressive medications

© 2016 Tariq et al. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License 
(http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium, 
provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, 
and indicate if changes were made.

Background
Multicentric reticulohistiocytosis (MRH) is a rare sys-
temic disease that can produce skin changes (usually 
papulo-nodular eruption), mucosal lesions, and arthritis, 
generally with erosive. It can rarely affect internal organs 
such as the lungs (resulting in pleural effusion) and heart 
(case reports of pericardial effusion and congestive heart 
failure), in addition to rare cases of mesenteric lymphad-
enopathy and urogenital lesions (Islam et al. 2013).

MRH is classified as non-Langerhans cell histiocytosis-
class II b, per the Histiocyte Society recommendations 
(Zelger et  al. 1996). It was first identified as a separate 
disease entity by Weber and Freudenthal (1937) with 
the term being coined by Goltz and Laymon (1954). 

Barrow et al. (1969) provided the first working definition 
of MRH.

At this time, there is not published data on incidence 
and prevalence of MRH. It has only largely been reported 
in single case studies. There are approximately 300 cases 
of MRH reported (Lesher and Allen 1984), mostly in 
Western countries and Japan. However, MRH is likely a 
world-wide disease with increased awareness and report-
ing in these certain regions. A recent article quotes MRH 
to more commonly affect females (2–3:1) (Tajirian et al. 
2006) with mean presentation between 40 and 50 years of 
age (Luz et al. 2001).

Early and accurate diagnosis of MRH is crucial. When 
untreated, MRH can cause erosive arthritis with poten-
tial progression to arthritis mutilans. Skin manifestations 
may be the presenting, and sometimes only, sign of the 
disease. Biopsies from both skin and synovium may dem-
onstrate numerous histiocytes with multinucleated giant 
cells and ground-glass appearing eosinophilic cytoplasm. 
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The histiocytes contain periodic acid-Schiff (PAS) posi-
tive material.

We present a case of MRH and share our experience 
with treatment regimens. Additionally, we present a com-
prehensive review of the literature with attention to fre-
quency of clinical manifestations, comorbid conditions, 
treatments, and treatment outcomes/benefits. Based 
upon this data, we have developed a suggested treatment 
algorithm.

Case report
We present a case of a healthy 63-year-old Caucasian 
man who had simultaneous onset of skin lesions, joint 
pain, and morning stiffness of up to 2  h duration. He 
also reported a subjective fever, weight loss (10 lbs.), 
and weakness. On clinical exam, the patient had red-
brown macules and papules symmetrically distributed 
on the dorsum of hands, elbows, periocularly, and per-
iauricularly (Figs.  1, 2). Yellow translucent firm pap-
ules were noted on the helix of the left ear, glabella, and 
bilateral eyebrows. There was no lymphadenopathy. 
Joint examination revealed swelling and tenderness in 
proximal and distal interphalangeal joints (PIPs, DIPs), 

metacarpophalangeal joints (MCPs), elbows, shoulders, 
and knees.

An aspirate from his knee effusion revealed a total 
nucleated count of 5540/mm3 with 16  % neutrophils, 
54  % lymphocytes, and 30  % monocytes. Synovial fluid 
analysis did not reveal crystals and cultures were nega-
tive. Serum laboratory studies were unremarkable, 
including erythrocyte sedimentation rate (ESR), com-
plete blood cell counts, liver and renal function tests. His 
antinuclear antibody (ANA) and rheumatoid factor were 
negative.

Initial clinical differential diagnosis included dermato-
myositis, rheumatoid arthritis, and psoriatic arthritis. A 
skin biopsy demonstrated numerous multinucleated his-
tiocytes infiltrating between the collagen bundles in the 
superficial dermis (Fig.  3). There is a Grenz zone sepa-
rating the epidermis from the dermal tumor. The multi-
nucleated histiocytes are large with an eosinophilic and 
finely granular “ground-glass” cytoplasm. The nuclei are 
haphazardly arranged, but tend to favor the center of the 
cells (Fig. 4). Additionally, there are an increased number 
of blood vessels amongst the histiocytes, as well as scat-
tered lymphocytes. A CD163 stain was diffusely positive 
and the cells were focally PAS-positive diastase-resistant. 
The cells were negative for S100. Polarization did not 
reveal and polarizable material. These findings are diag-
nostic of MRH.

Radiographs of the hands showed erosions in the left 
third DIP and right second DIP, in addition to mild joint 
space narrowing with mild diffuse osteopenia. There 
were also erosions seen in the scaphoid bone with sur-
rounding soft tissue swelling (Fig.  5). Given the age of 

Fig. 1 The patient’s right dorsal hand with visible swelling of all the 
distal, proximal interphalangeal and metacarpophalangeal joints

Fig. 2 The right dorsal hand with multiple red-brown macules and 
papules
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the patient concomitant osteoarthritis is the most likely 
cause of joint space narrowing. The patient’s left shoul-
der X-ray showed marked glenohumeral joint space 
narrowing, small humeral head osteophytes, subchon-
dral sclerosis, subchondral cysts (Fig.  6), and large ero-
sions of the humeral head. The bones were diffusely 
demineralized. Magnetic resonance imaging (MRI) of 
the shoulder showed moderate glenohumeral joint effu-
sion with synovitis and well-demarcated erosions of the 
humeral head (Fig.  7). We performed an ultrasound on 

the second right MCP (Fig.  8) and first Interphalangeal 
joint which showed minimal effusion but marked syno-
vial proliferation with moderate Doppler flow, suggesting 
disease activity. An ultrasound of the knee showed a large 
anechoic effusion, echogenic synovial proliferation with 
grade 2 Doppler flow (Fig. 9).

Given the association of MRH with internal malig-
nancy (Trotta et  al. 2004), the patient underwent can-
cer screening. This screening included colonoscopy and 
chest/abdominal computed tomography (CT). Purified 

Fig. 3 Skin biopsy from a red-brown papule on the right dorsal hand 
(Fig. 2) demonstrated numerous multinucleated histiocytes (arrows) 
infiltrating between the collagen bundles in the superficial dermis. 
There is a Grenz zone separating the epidermis from the dermal 
tumor. Additionally, there are an increased number of blood vessels 
amongst the histiocytes, as well as scattered lymphocytes

Fig. 4 The multinucleated histiocytes (arrows) are large with an 
eosinophilic and finely granular “ground‑glass” cytoplasm. The nuclei 
are haphazardly arranged, but tend to favor the center of the cells. 
A CD163 stain was diffusely positive and the cells were focally PAS‑
positive diastase‑resistant

Fig. 5 Radiographs of the hands showed erosions in the left third DIP 
and right second DIP, mild joint space narrowing with mild diffuse 
osteopenia, and erosions of the scaphoid bone with surrounding soft 
tissue swelling

Fig. 6 Radiograph of the left shoulder revealing marked gleno‑
humeral joint space narrowing, small humeral head osteophytes, 
subchondral sclerosis, and subchondral cysts
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protein derivative (PPD) skin test was negative. He was 
initially started on prednisone and methotrexate 20 mg/
week with subsequent improvement in the appearance of 
his cutaneous disease. Due to continued pain and joint 
swelling after 3 months of treatment, he was started on 

adalimumab 40  mg subcutaneously every other week 
which was eventually increased to weekly dosing. Alen-
dronate (70 mg weekly) was also started because of evi-
dence in the literature of benefit in patients with MRH.

Over a follow-up period of 4 years the patient’s disease 
symptoms were largely controlled on the above medica-
tion regimen. However, imaging continued to show effu-
sions in the hand joints and marked synovial proliferation 
in multiple MCPs, PIPs, and DIPs. Also, despite most of 
his symptoms improving, he had continued prominent 
right shoulder pain, with progressive disease shown on 
MRI, requiring joint replacement. He continued the use 
of the above medication regimen, and was able to taper 
his prednisone to 3 mg daily. Throughout his course, he 
continued to have radiologic evidence of disease despite 
relatively good symptom control.

Methods
We performed a Pubmed search using the key words 
“multicentric reticulohistiocytosis” and limiting the 
results to those published between the years 1991–2014, 
yielding 227 articles. These articles were then individu-
ally screened for inclusion criteria including a diagnosis 
of MRH, written in the English language, and discussed 
treatment regimen and outcome. We reviewed the treat-
ment options available (Islam et  al. 2013; Zelger et  al. 
1996; Weber and Freudenthal 1937; Goltz and Laymon 
1954; Barrow and Holubar 1969; Lesher and Allen 1984; 
Tajirian et  al. 2006; Luz et  al. 2001; Trotta et  al. 2004; 
Havill et  al. 1999; Lonsdale-Eccles et  al. 2009; Muñoz-
Santos et al. 2007; Goto et al. 2003; Bennàssar et al. 2011; 
Iwata et al. 2012; Hiramanek et al. 2002; Sakamoto et al. 
2002; Cox et al. 2001; Flaming and Weigand 1993; Olson 
et al. 2015; Aouba et al. 2015; Eagle et al. 1995; Han et al. 
2012; Teo and Goh 2009; Kishikawa et  al. 2007; Valen-
cia et al. 1998; Shiokawa et al. 1991; Moreau et al. 1992; 
Lambert and Nuki 1992; Qureshi et  al. 1993; Gibson 
et al. 1995; Franck et al. 1995; Liang and Granston 1996; 
Kocanaogullari et al. 1996; Gorman et al. 2000; Morris-
Jones et al. 2000; Hsu et al. 2001; Saito et al. 2001; Santilli 
et  al. 2002; Blanco et al. 2002; Outland et al. 2002; Hsi-
ung et al. 2003; Matejicka et al. 2003; Liu and Fang 2004; 
Kovach et al. 2004; Shannon et al. 2005; Mavragani et al. 
2005; Malik et al. 2005; Gajic-Veljic et al. 2006; Adamo-
poulos et al. 2006; Chen et al. 2006; Chauhan et al. 2007; 
de Zwart-Storm et al. 2007; Codriansky et al. 2008; Satoh 
et  al. 2008; Kalajian and Callen 2008; Broadwell et  al. 
2010; Kaul et al. 2010; Fett and Liu 2011; Mun et al. 2012; 
Yeter and Arkfeld 2013) and have summarized them in 
Table 1.

The articles were then reviewed in depth with data 
collected including patient demographics, cutaneous 

Fig. 7 MRI of the shoulder showing moderate glenohumeral joint 
effusion with synovitis and large well‑demarcated erosions on the 
humeral head

Fig. 8 Color Doppler imaging demonstrating a minimal effusion but 
marked synovial proliferation with moderate Doppler flow

Fig. 9 Large anechoic effusion and echogenic synovial proliferation 
with hypervascularity
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and extra cutaneous manifestations, comorbid condi-
tions, histological biopsy findings, laboratory stud-
ies, treatment regimens, and treatment outcomes. We 
graded the treatment response for each medication 
used with special attention to skin and joint disease. 
The following system was used to indicate the treat-
ment responses; 0  =  worse, 1  =  no benefit/condition 
remained same, 2  =  improvement without resolution, 
and 3 = resolution.

Results
Patient demographics
Race and ethnicity Thirty-nine of the 52 cases reported 
race/ethnicity. Fifteen cases (29 %) noted ethnicity to be 
“White,” 13 cases (25  %) reported origin from the “Far 
East,” 6 cases (11.5  %) reported race as “Black,” 3 cases 
(5.7  %) reported race as “Hispanic,” 1 case reported 
“Indian” origin, and 1 case reported “Middle Eastern” 
origin.

Table 1 Summary of the different treatments used with relative benefit

Data not available for blank boxes

n = total number of patients

Medical treatments 
and indication

n total n (%) for score 3 = 
resolution of the 
condition

n (%) for score 
2 = improvement 
without resolution

n (%) for score 1 = no 
benefit/condition 
remained same

n (%) for score 0 = 
worse than prior to 
treatment

Methotrexate for arthritis 25 7 (28) 11 (44) 3 (12) 4 (16)

Methotrexate for skin 26 10 (38) 10 (28) 3 (11) 3 (11)

Hydroxychloroquine arthritis 7 0 (0) 1 (14) 3 (43) 3 (43)

Hydroxychloroquine skin 7 0 (0) 1 (14) 3 (43) 3 (43)

Thalidomide 1 1 (100)

Sulfasalazine arthritis 1 1 (100)

Sulfasalazine skin 1 1 (100)

Leflunomide arthritis 2 2 (100)

Leflunomide skin 2 2 (100)

Azathioprine arthritis 2 1 (50) 1 (50)

Azathioprine skin 2 1 (50) 1 (50)

Cyclophosphamide arthritis 10 2 (20) 4 (40) 4 (40)

Cyclophosphamide skin 11 3 (27) 5 (45) 3 (27)

Cyclosporine arthritis 1 1 (100)

Cyclosporine skin 2 1 (50) 1 (50)

Etanercept arthritis 6 3 (50) 2 (33) 1 (17)

Etanercept skin 6 3 (50) 2 (33) 1 (17)

Adalimumab arthritis 2 2 (100)

Adalimumab skin 2 2 (100)

Infliximab arthritis 3 1 (33) 2 (67)

Infliximab skin 3 1 (33) 2 (67)

Alendronate arthritis 4 1 (25) 2 (50) 1 (25)

Alendronate skin 4 2 (50) 1 (25) 1 (25)

Zolendronic acid arthritis 3 1 (33) 2 (67)

Zolendronic acid skin 2 1 (50) 1 (50)

Pamidronate arthritis 1 1 (100)

Pamidronate skin 1 1 (100)

Chlorambucil arthritis 1 1 (100)

Chlorambucil skin 1 1 (100)

Sodium aurothiomalate 1 1 (100)

Naproxen 1 1 (100)

Prednisone alone for arthritis 2 2 (100)

Prednisone alone for skin 2 1 (50) 1 (50)
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Authorship country affiliation The majority of the case 
reports came from the United States (18/35  %). The 
other cases originated from Japan (9/17  %), the United 
Kingdom (4/7.7  %), Spain (3/5.7  %), China (2/3.8  %), 
France (2/3.8 %), Ireland (2/3.8 %), India (1/1.9 %), Aus-
tralia (1/1.9  %), New Zealand (1/1.9  %), Italy (1/1.9  %), 
Turkey (1/1.9 %), the Netherlands (1/1.9 %), and Taiwan 
(1/1.9 %). In 5 cases it was unclear as to which country 
the authors were affiliated (Table 2).

Gender Female cases predominated (37/71  %) above 
male cases (13/25 %), with a ratio of approximately 3:1 of 
women to men. In 4  % of cases the patient gender was 
not clearly noted (Fig. 10).

Age The mean age of reported disease onset was 46 years, 
while the mean age at diagnosis was 47.5  years. The 
youngest recorded case of disease onset was 8 years old 
from the Netherlands (Havill et  al. 1999). The oldest 
recorded case of disease onset was 74 years old from the 
UK (Lonsdale-Eccles et al. 2009).

Clinical features
Associated clinical features included cutaneous involve-
ment in 50 cases (96 %), arthritis in 43 (82 %), weight loss 
in 10 (19 %), weakness in 8 (15 %), dysphagia in 5 (9.6 %), 
fatigue in 5 (9.6 %), fever in 5 (9.6 %), tenosynovitis in 3 
(5.75 %), hoarseness in 3 (5.75 %), dry eye in 3 (5.75 %), 
myalgia in 2 (3.8 %), muscle atrophy in 2 (3.8 %), mucosal 
lesions in 2 (3.8  %), and pleural effusion in 2 (3.8  %) 
(Table  3). Additionally, nodules were noted in epiglottis 
in 3 cases and in the larynx in 2 cases (3.8 %). Other fea-
tures noted (1 occurrence each) were pseudoptosis, mac-
roglossia, upper respiratory infection symptoms, parotid 
enlargement, positive PPD, lymphadenopathy, Raynaud’s 

Table 2 Regional distribution of MRH cases

Countries n = 52

United States 18

Japan 9

China 2

United Kingdom 4

Spain 3

France 2

Ireland 2

India 1

New Zealand 1

Autralia 1

Italy 1

Turkey 1

Netherlands 1

Taiwan 1

Male  
25% 

Female  
71% 

unknown  
4% 

n=52 

Fig. 10 Gender distribution of the cases. Majority of the reported 
cases were female (71 %) while the rest were male. In few of the cases 
gender was not clearly reported

Table 3 Frequency of  different clinical features in  MRH 
reported

Clinical features n = 52

Arthritis 43

Erosive disease 23

Arthralgia 5

Arthritis mutilans 4

Tenosynovitis 3

Skin lesions 50

Pseudoptosis 1

Weight loss 10

Weakness 8

Dysphagia 5

Fatigue 5

Fever 5

Nodules on epiglottis 3

Hoarseness 3

Sicca 3

Nodules in larynx 2

Muscle atrophy 2

Myalgia 2

Mucosal lesions 2

Macroglossia 1

Parotid enlargement 1

URI symptoms 1

PPD+ 1

Lymphadenopathy 1

Raynaud’s phenomenon 1

Splenomegaly 1
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phenomenon, and splenomegaly. Concomitant medical 
conditions included Sjogren’s syndrome (3 cases), thyroid 
disease (2), hepatitis B (1), systemic lupus erythematosus 
(1), hypercholerstrolemia (1), cardiac failure (1), ulcera-
tive colitis (1), primary biliary cirrhosis (1), and multiple 
sclerosis (1).

Eleven cases (21  %) were associated with malignancy, 
but temporality with the diagnosis of MRH was not 
clearly stated. These malignancies included breast cancer 
(3), ovarian adenocarcinoma (2), ovarian neuroectoder-
mal tumor (1), cutaneous squamous cell carcinoma (1), 
melanoma (1), papillary serous endometrial cancer (1), 
nasopharyngeal cancer (1), and hepatocellular carcinoma 
(1). Additionally, 2 patients had reported prior history of 
cancer, including cervical and colon origin.

Cutaneous involvement
Of the 50 cases with cutaneous involvement, the skin 
lesions were described as “papulonodular” 28 (56  %), 
“reddish brown” nodules 16 (32  %), “papular” 7 (14  %), 
“plaque-like” 4 (8  %), “macular” 2 (4  %), “erythematous 
rash” not otherwise specified 7 (14  %), “red confluent 
non-pruritic papules” 4 (8 %), and verrucoid 1 (2 %). Three 
(6 %) cases also had papules on the eyelids, described as 
firm, nontender, and mobile (Eagle et al. 1995) (Fig. 11).

Five cases documented a skin eruption with features 
similar to those seen in dermatomyositis. For exam-
ple, one case reported pruritic and photodistributed 
erythema with telangiectasias on the trunk and neck 
(simulating the poikiloderma associated with dermato-
myositis), in addition to erythematous-to-violaceous 
papules over the extensor surfaces of the fingers (simu-
lating Gottron’s papules). This patient also had Raynaud’s 
phenomenon. However, only histopathology allowed the 
diagnosis of MRH (Muñoz-Santos et al. 2007).

Additional cutaneous findings included periungual 
papules with a coral bead appearance in 14 (28 %) cases, 
periungual telangiectasias in 2 (4  %), pruritus in 11 
(22 %), oral mucosal nodules in 7 (14 %), xanthelasma in 
5 (10 %), photodistributed erythema in 4 (8 %), bleeding 
tendency within the rash in 1 (2 %), tenderness in 1 (2 %) 
and neurofibroma-like nodules 1 (2 %) case.

Musculoskeletal involvement
Findings of inflammatory arthritis from 43 cases showed 
finger involvement in 42 (97 %). DIPs were involved in 22 
(51 %) cases, PIPs in 22 (51 %), MCPs in 12 (25 %), and 
carpometacarpal (CMC) in 4 (9 %) of cases (Fig. 12).

Other articular sited involved included the knees in 33 
(77 %), wrists in 21 (49 %), shoulders in 19 (44 %), elbows 
in 16 (37 %), ankles in 10 (23 %), hips in 6 (14 %), joints of 
foot in 5 (11.6 %), and acromioclavicular joints in 2 (4.6 %).

Erosions were seen within the radiographs in 23 (55 %) 
cases and arthritis mutilans was reported in 4 (9.3  %) 
cases. Arthralgia alone was reported in 5 (11.6 %) cases 
while tenosynovitis was seen in 3 (7 %) cases. Periarticu-
lar osteopenia was seen in 3 (7 %), while flexion deformi-
ties from long standing disease were seen in 6 (14 %) of 
cases of arthritis.

Laboratory findings
Laboratory values were reported in 38 of the 52 cases. 
Mean values included hemoglobin = 10.16 mg/dl, white 
blood cell count  =  4581.66/mm3, ESR  =  40.64  mm/h, 
C-reactive protein  =  2.46  mg/dl, and creatinine 
kinase = 318 IU/ml. Rheumatoid factor was positive in 3 
cases, anti-cyclic citrullinated peptide (CCP) was positive 
in 1 case, ANA was positive in 7 cases(the titer and dilu-
tion not recorded), anti-Ro was positive in 4, anti-La was 
positive in 1, anti-double-stranded DNA antibody was 

56% 

32% 

40% 

28% 

14% 

8% 

14% 

10% 

22% 

14% 

8% 

6% 

Papulo-nodular

Reddish brown nodules

Periungual telengiestasias

Periungual papules " coral bead appearance "

Papules

Plaques

Nonspecific erythematous rash

Xanthelasma

Pruri s

Mucosal lesions

Photosensi ve rash

Eye lid lesions

Cutaneous Manifesta�ons of MRH  

Fig. 11 The most common skin manifestation of MRH was papulonodular rash followed by periungual telengiectasis. Classic coral bead appear‑
ance was seen in 28 % cases
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positive in 1, and perinuclear anti-neutrophil cytoplas-
mic antibodies (P-ANCA) were positive in 1 case. Low 
C-3 and CH50 were noted in 1 case each. A positive PPD 
was seen in only 1 case.

One case recorded the urine excretion of deoxypyridi-
noline in nM/mM as 19.3(normal range being 3.20 ± 0.75 
(mean ± SD) nmol/mmol creatinine and 4.55 ± 1.22 nmol/
mmol creatinine), N-telopeptide of type I collagen (NTX) 
in nM, bone collagen equivalents (BCE)/mM creatinine 
as 102.1 (normal range for men over 18 is 21–66 and for 
women is 19–63), bone alkaline phosphatase as 19.1 units/l, 
and osteocalcin as 6.6 ng/ml (Goto et al. 2003).

Bennassar et al., recorded elevated cytokine serum lev-
els; tumor necrosis factor (TNF)-alpha level as 60 pg/ml 
(normal range 0–15 pg/ml), IL-6 as 525 pg/ml (0–5 pg/
ml); IL-8 as 23 pg/ml (0–15 pg/ml); and IL-1β as 69 pg/
ml (0–15 pg/ml) (Bennàssar et al. 2011).

Iwata et  al., recorded the serum TNF-alpha level as 
16.3  pg/ml and monocyte chemoattractant protein 
(MCP-1) level as 2790  pg/ml (normal 200–722  pg/ml) 
before treatment with infliximab 3 mg/kg. After the sec-
ond infusion of infliximab the MCP-1 level decreased to 
1350  pg/ml but the TNF-alpha level had increased (no 
values given) (Iwata et al. 2012).

Histologic analysis
Synovial biopsy was done in 6 cases. Consistent find-
ings included nodular infiltrate of plump histiocytes with 
abundant finely granular eosinophilic cytoplasm and 
multinucleated giant cells, and usually PAS positivity, 
diastase-resistant. Other finding noted cells with CD68 
immunoreactivity, which failed to stain with S100 or 
CD1a (Hiramanek et al. 2002). One case mentioned that 
there was villous hypertrophic synovitis. Some degree of 
fibrosis was also noted in one case (Sakamoto et al. 2002).

Skin biopsy findings were recorded in 49 cases. The skin 
biopsy was done in vast majority of cases because of ease 

of access. The skin biopsies had similar histology to the 
synovial biopsies, in addition to absence of Birbeck gran-
ules on electron microscopy, positive staining for vimen-
tin and lysozyme, prominent elastophagocytosis, and 
negative staining for Factor XIII-a, CD68 (KP-1), CD34, 
procollagen I, pan-actin, P75, CD45-RO, CD45-RA (Cox 
et al. 2001). Alcian blue stain failed to reveal interstitial 
mucin deposition in one case. Rare cases also noted posi-
tivity to alpha 1 anti-trypsin, and macrophage antigen 
compound (MAC)-387 stains (Cox et al. 2001). Addition-
ally, CD1a and S100 stains were negative, indicating that 
the histiocytes are not Langerhans cells.

Muscle biopsy was done in 2 cases, one of which was 
normal and the other showed lipid laden uniform histio-
cytes with foamy cytoplasm in nodular aggregates (Flam-
ing and Weigand 1993). Biopsy of epiglottis nodules in 1 
case showed lipid laden uniform histiocytes (Flaming and 
Weigand 1993). Hypopharyngeal nodules were biopsied 
in 1 case showing findings consistent with MRH.

Treatment comparison
The following medications were used with the number of 
instances in parentheses: prednisone (32), methotrexate 
(29), cyclophosphamide (12), nonsteroidal anti inflamma-
tory drugs (NSAIDS) (11), bisphosphonates (9), hydroxy-
chloroquine (8), etanercept (6), methylprednisolone (4), 
leflunomide (3), cyclosporine A (3), carboplatin (3), inf-
liximab (3), azathioprine (2), adalimumab (2), intra-artic-
ular steroid injection (1), sulfasalazine (1), mycophenolate 
mofetil (1), chlorambucil (1), thiotepa (1), thalidomide 
(1), cisplatin (1), paclitaxel (1), sodium aurothiomalate 
(1), and minocycline (1). References (Islam et  al. 2013; 
Zelger et  al. 1996; Weber and Freudenthal 1937; Goltz 
and Laymon 1954; Barrow and Holubar 1969; Lesher and 
Allen 1984; Tajirian et  al. 2006; Luz et  al. 2001; Trotta 
et al. 2004; Havill et al. 1999; Lonsdale-Eccles et al. 2009; 
Muñoz-Santos et  al. 2007; Goto et  al. 2003; Bennàssar 
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25% 

77% 

49% 44% 
37% 

23% 
14% 11.60% 

fingers DIP PIP MCP knee wrist Shoulders Elbow ankle Hip foot

Ar�cular Involvement Reported in MRH  

Fig. 12 Hand involvement was the most common region with almost equal involvement of distal and proximal interphalangeal joints. Knee was 
the second most commonly involved joint with MRH
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et al. 2011; Iwata et al. 2012; Hiramanek et al. 2002; Saka-
moto et al. 2002; Cox et al. 2001; Flaming and Weigand 
1993; Olson et  al. 2015; Aouba et  al. 2015; Eagle et  al. 
1995; Han et al. 2012; Teo and Goh 2009; Kishikawa et al. 
2007; Valencia et al. 1998; Shiokawa et al. 1991; Moreau 
et al. 1992; Lambert and Nuki 1992; Qureshi et al. 1993; 
Gibson et  al. 1995; Franck et  al. 1995; Liang and Gran-
ston 1996; Kocanaogullari et al. 1996; Gorman et al. 2000; 
Morris-Jones et al. 2000; Hsu et al. 2001; Saito et al. 2001; 
Santilli et al. 2002; Blanco et al. 2002; Outland et al. 2002; 
Hsiung et  al. 2003; Matejicka et  al. 2003; Liu and Fang 
2004; Kovach et  al. 2004; Shannon et  al. 2005; Mavra-
gani et al. 2005; Malik et al. 2005; Gajic-Veljic et al. 2006; 
Adamopoulos et  al. 2006; Chen et  al. 2006; Chauhan 
et al. 2007; de Zwart-Storm et al. 2007; Codriansky et al. 
2008; Satoh et al. 2008; Kalajian and Callen 2008; Broad-
well et al. 2010; Kaul et al. 2010; Fett and Liu 2011; Mun 
et  al. 2012; Yeter and Arkfeld 2013) and summarized in 
Table 1.

In cases using methotrexate for arthritis (25 cases), 
treatment resulted in a score of 3 (complete resolution of 
symptoms) in 28 % cases, a score of 2 (partial response) in 
44 % of cases, a score of 1 (no benefit) in 12 % cases, and 
worsening of symptoms (score = 0) in 16 %. When treat-
ing for skin involvement (26 cases), treatment resulted in 
a score of 3 in 38 %, a score 2 in 28 %, a score of 1 in 11 %, 
and a score of 0 in 11 % of cases.

In case of cyclophosphamide use for the arthritis (10 
cases), a treatment score of 3 was seen in 20 % cases, a 
score of 2 in 40 % of cases, and a score of 1 in 40 % cases. 
Use for skin lesions (11 cases), demonstrated treatment 
scores of 3 in 27 % cases, a score of 2 in 45 % cases, and a 
score of 1 in 27 % cases.

Hydroxychloroquine was used in 7 cases for both 
arthritis and skin lesions. No patients reached a treat-
ment score of 3. A score of 2 was seen in 14 % of patients, 
a score of 1 in 43 % cases, and score of 0 in 43 % cases.

Azathioprine was used in 2 cases. One case had a score 
of 3 for skin and arthritis symptoms. The other case had 
a score of 2 for the skin symptoms and a score of 1 for 
the arthritis. Leflunomide was used in 2 cases and yielded 
score of 3 for skin and arthritis in both cases. Sulfasala-
zine use in 1 case resulted in a worse outcome (score 0) 
for skin and arthritis. Thalidomide use in 1 case resulted 
in partial response (score 2). Gold salts (sodium aurothi-
omalate) were used in 1 case with no benefit (score 1). 
Similarly chlorambucil use was found to be ineffective, 
in fact worsening the disease in 1 case (score 0). Nap-
roxen use in 1 case of pediatric disease onset resulted 
in complete resolution of symptoms. Although steroids 
were widely used, in 2 cases prednisone was used with-
out any disease modifying anti-rheumatic drugs DMARD 

resulting in complete skin resolution in 1 case and partial 
response in the other. In both of these cases, the treat-
ment for arthritis symptoms were partially beneficial 
without complete resolution (score 2).

Biological agents used included etanercept, adali-
mumab and infliximab. Etanercept was used in 6 cases 
giving complete response in 3, partial response in 2 and 
no benefit in 1 case. Adalimumab was used in 2 cases, 
resulting in complete response in both cases (score 3). 
Infliximab was used in 3 cases with complete response in 
1 and partial response in 2 cases.

A recent case report mentions using Anakinra (IL-1 
inhibition), which allowed control of the disease (score 3) 
(Aouba et al. 2015).

Bisphosphonates used included alendronate, zolen-
dronic acid and pamidronate. Alendronate was used in 4 
cases with scores for arthritis as follows: a score of 3 in 
1 case, a score of 2 in 2 cases, and a score of 3 in 1 case. 
For skin lesions, treatment resulted in a score of 3 in 2 
cases and a score 2 and 1 in 1 case each. Zolendronic acid 
use for arthritis resulted in treatment scores of 3 in 1 case 
and 2 in 2 cases. The use for skin symptoms resulted in a 
score of 3 in 1 case and a score of 2 in 1 case. Pamidronate 
use in 1 case resulted in score of 2 for arthritis, but only a 
score of 1 for skin symptoms.

Combination drug use and second line therapies In 18 
cases methotrexate was initiated either after or concomi-
tant with prednisone. This combination alone seemed to 
be successful in 10 cases (score of 3). Other medications 
were also combined with methotrexate, including 1 case 
with cyclophosphamide which controlled disease (score 
3), 3 cases with hydroxychloroquine which did not pro-
vide sufficient disease control (score 2). The addition of 
cyclophosphamide or chlorambucil was also sub opti-
mally effective and finally combination of methotrexate 
and etanercept controlled the disease. In two cases after 
using methotrexate alone, etanercept was added and was 
suboptimal (score 2), subsequent switching to inflixi-
mab was found effective in one case (score 3) and in the 
other leflunomide was combined with etanercept with an 
improved response (score 3). In 1 case each, using clo-
dronate and zoledronic acid plus methotrexate was effec-
tive (score 3) after methotrexate alone was suboptimal 
(score 2). In 1 case of MRH associated with ovarian can-
cer, a combination of surgical excision of the cancer and 
chemotherapy lead to resolution of the MRH.

Prednisone alone was started in 6 patients with control 
of symptoms in 2 cases (3 score). In the rest, concomi-
tant use of cyclophosphamide was successful (1 case with 
score of 3), methotrexate was effective in 3 cases (score 
3), and cyclophosphamide plus methotrexate was use-
ful in 1 case (score 3). In 1 case, use of prednisone with 
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cyclosporine was of benefit (score 3) after suboptimal 
response with cyclophosphamide (score 2).

In one case with suboptimal benefit on the combina-
tion of etanercept and methotrexate (score of 2), use of 
adalimumab yielded better disease control (score 3).

In 4 cases with concomitant malignancy using chemo-
therapy and surgery for the primary cancer resulted in 
MRH remission as well (Han et  al. 2012; Teo and Goh 
2009; Kishikawa et al. 2007; Valencia et al. 1998).

Discussion
Our results indicate that MRH is a worldwide disease 
with cases from around the globe and from various eth-
nic/racial backgrounds. More reports in White patients 
from Western countries may be attributed to higher 
awareness of the disease in these populations. MRH is 
easy to mistake for other inflammatory joint conditions 
such as rheumatoid arthritis or psoriatic arthritis, but the 
distinctive clinical, radiographic, and histologic features 
can aid in differentiating these diseases. Early disease 
may be difficult to diagnose prior to development of bone 
erosions. As the disease progresses, joint space narrow-
ing of the distal interphalangeal DIPs, marginal erosions, 
and absence of new bone formation is a unique feature 
of MRH. Joint space narrowing and periarticular osteo-
penia may be present. Arthritis mutilans may be seen in 
untreated advanced disease (Islam et al. 2013). Although 
hands are affected most commonly, we found almost all 
the appendicular joints can be affected including wrists, 
elbows, shoulders, hips, knees, ankle, and the feet con-
sistent with earlier reports (Barrow and Holubar 1969).

Our review found a significant female predominance 
with a ratio of 2.84:1 female to males, consistent with 
prior reports. The mean age of disease onset as 46 years, 
consistent with prior estimates, with the youngest case 
being an 8-year-old girl and the oldest age was 74 years. 
Since the conclusion of our review, a recent case report 
mentioned the occurrence of MRH in a 2-year-old girl 
(Olson et al. 2015).

Almost all the cases had either preceding or simultane-
ous cutaneous lesions which were variably described as 
“reddish brown nodules” or “papulo-nodular” in most 
cases. Other patterns described included “macular,” “pap-
ular,” and rarely “verrucoid.” A nonspecific “erythematous 
rash” was seen in few cases. In our case, and prior reports 
in the literature, the cutaneous eruption can mimic the 
findings seen in dermatomyositis such as findings that 
can be mistaken for poikiloderma, Gottron’s papules, and 
a heliotrope rash. Appropriate clinical, radiographic, and 
histologic correlation is necessary for accurate diagnosis 
of MRH.

At this time, if skin lesions are present, skin biopsy is 
the best test to diagnose MRH due to an absence of any 

unique biomarker for this disease. Generally there is 
negativity for rheumatoid factor, anti-CCP, ANA, and 
ANCA. ESR is typically elevated (mean of 40 mm/h), as is 
CRP (mean of 2.46 mg/dl.

Previously proposed treatment regimens have sug-
gested use of NSAIDS in early and mild disease, or when 
treating the pediatric populations. However, given the 
general aggressive nature of this disease, early use of 
DMARD should be initiated once the diagnosis is made. 
Early use of steroids should be strongly considered, as 
there is evidence of benefit in this review with prednisone 
alone or in combination with other agents. Prednisone 
may be used initially in a moderate dose (7.5–≤30  mg/
day) and then tapered to a lower dose (≤7.5  mg/day) 
based on clinical activity. Chronic low doses of pred-
nisone may be required to control disease.

Our review shows that the most effective initial 
DMARD to use is methotrexate, which controlled arthri-
tis symptoms (score 3) in 28  % cases and skin lesions 
in 38  %. Additionally, it showed partial disease control 
(score 2) in joints in 44 % and skin lesions in 28 % cases 
respectively. Other DMARDs such as leflunomide or 
azathioprine may be considered in cases with a contrain-
dication to methotrexate. Other agents like hydroxychlo-
roquine and sulfasalazine were not of significant benefit. 
Hydroxychloroquine may be considered as a combined 
agent.

Cyclophosphamide was found to be of significant ben-
efit with 20  % of cases with complete (score 3) arthritis 
resolution and 27  % cases of skin lesions. Additionally 
partial arthritis and skin disease control (score 2) was 
seen in 40 and 45 % cases respectively. Today given the 
era of biologics, with relatively less systemic side effects 
and hassle of monitoring side effects, this powerful agent 
may be kept in reserve for refractory diseases or in cases 
of major extra-articular manifestations.

As new biologics are becoming available in rapid suc-
cession, it is prudent to incorporate these agents into our 
armamentarium to treat MRH. However, given the low 
number of case reports it is difficult to assess superiority 
of one biologic over another. Etanercept use was reported 
most often (6 cases) with clear disease control achieved 
in 3 cases and partial control in 2 cases. Adalimumab 
(2 cases) and infliximab (3 cases) were also shown to be 
effective. MRH is associated with elevations in TNF lev-
els and therefore it seems logical to use anti-TNF agents 
to antagonize the disease pathway. It seems reasonable 
to combine these agents to help treat early aggressive 
disease with polyarticular or erosive disease with ele-
vated inflammatory markers. Consideration should also 
be given to adding these agents when first line agents 
are unable to achieve any significant disease control in 
4–6  weeks of follow up after initial visit. A recent case 



Page 11 of 13Tariq et al. SpringerPlus  (2016) 5:180 

report mentions using anakinra (IL-1 inhibition), which 
allowed control of the disease (Aouba et al. 2015).

Bisphosphonates should be considered as “add-on” 
agent in cases of poor disease control or in cases of con-
comitant osteopenia (or osteoporosis) and/or steroid 
use. Our review suggests clear benefit from use of these 
agents. While it would be helpful to add these agents in 
the background of other DMARDs/biologics, their use 
alone would be hard to justify. Using zoledronate may 
be considered in a patient with continued disease activ-
ity while on DMARDs, biologics, and alendronate. Bone 
turnover markers, like urine NTX, may be checked 

before starting any bisphosphonate and then monitored 
to assure adequate efficacy. These markers may cor-
relate with disease activity and may guide the choice of 
anti-resorptive agent. Elevated levels of bone turn over 
markers were shown at baseline in one case report, with 
a subsequent decrease after successful use of a bisphos-
phonate. The authors propose a treatment algorithm for 
MRH on the basis of literature review (Fig. 13).

Ultrasound can also be used to help guide treatment 
in MRH. In the current case being reported, using ultra-
sound we were able to see development of synovial pro-
liferation and increased Doppler flow, both suggestive of 

Papulo-nodular erup�on and joint 
pain +/-other cons�tu�onal 

symptoms , rasied ESR/ CRP , 
nega�ve RF, CCP or ANA  

Skin / Synovial biopsy showing non -
langerhans his�ocytes, 

mul�nucleated giant cells with 
ground glass cytoplasm , PAS + , 

diastase resistant , CD 68 + , an� S-
100 and an� CD1a nega�ve 

Definite Diagnosis of MRH  

 #1 Mild Disease  :Prednisone (low - 
medium dose ) +/- Methotrexate (or 

other DMARD)   +/- 
NSAIDS   

Subop�mal control  --> go to box #2 

#2 Moderate disease  DISEASE : 
Prednisone +Methotrexate  (or other 

DMARD)+/- Biologic  (an� - TNF 
alpha)  

Subop�mal response  go to #3 

#3  Severe   Disease : Prednisone 
+Methotrexate + Biologic   

Disease s�ll ac�ve consider adding 
bisphosphonate  

S�ll ac�ve , consider chainging to 
other DMARDS/ Biologic  (other than 

an�-TNF agents may consider 
abatacept , Rituximab, or IL-6 

inhibitor or possibly IL-1 inhibitor 
(based on clinican preference)  

Fig. 13 The algorithm summarizes the proposed treatment algorithm. For mild cases NSAIDs can be started but the disease is aggressive in most 
cases requiring steroids in varying doses and DMARDs. The Methotrexate can be used once the diagnosis is secured with biopsy. Given the erosive 
nature of the disease with possibility of joint mutilation and good response to biologic agents seen in multiple case reports especially the anti TNF 
agents, step up therapy should be considered in patients with suboptimal response to DMARDs
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continued disease activity. Additionally, ultrasound can 
help to objectively give information on erosions and soft 
tissue details of synovial and periarticular tissues.

The workup for a patient with MRH should always 
include age/gender appropriate cancer screening given 
the high association with malignancy. If concomitant 
malignancy is found, then treatment of the cancer may 
lead to resolution of the MRH (4 cases) (Eagle et al. 1995; 
Han et al. 2012; Teo and Goh 2009; Kishikawa et al. 2007). 
Additionally, the chemotherapy regimen in many cases, 
included cyclophosphamide, can also effective in treating 
MRH. Tuberculosis (TB) has an ill-defined association 
with MRH. Since we encountered only 1 case of latent 
TB, we cannot recommend routine screening. However, 
this may remain a wise exam to perform especially when 
using immunosuppressive agents to treat the disease. In 
our case, testing for TB was negative.

Given the association of MRH with osteopenia it is 
reasonable to consider a dual energy X-ray absorptiom-
etry (DEXA) scan to establish a baseline level and to treat 
appropriately with the first sign of disease. Consideration 
for bisphosphonates should be given with high Fracture 
Risk Algorithm (FRAX) scores, osteopenia, or osteopo-
rosis. Also, patients on chronic corticosteroids, even low 
dose, may receive benefit from this intervention added to 
calcium and vitamin D supplementation.

Conclusion
MRH is a rare disease but with work wide prevalence. It 
is easily possible to confuse this with other more com-
mon autoimmune inflammatory conditions like rheuma-
toid arthritis or psoriatic arthritis. This disease has some 
unique clinical and radiographic features that set it apart 
from other inflammatory arthropathies. Prompt recogni-
tion and treatment of this disease is essential because if 
left untreated this can lead to progressive joint destruc-
tion and disability. In the absence of epidemiological 
studies or randomized control data, the authors hope 
that this systemic review of literature and the treatment 
algorithm will help the clinicians better identify and treat 
this condition (Fig. 13).

Authors’ contributions
ST concept of the study, literature review, primary authorship. ST reviewing 
the manuscript, editing, mentorship. SAH‑A reviewing, pathology slides, edit‑
ing. HT data analysis, assistance with charts and tables. All authors read and 
approved the final manuscript.

Author details
1 Division of Rheumatology, Department of Medicine, Indiana University 
School of Medicine, 1120 West Michigan Street, Room CL 370, Indianapolis, IN 
46202, USA. 2 Dermatopathology Division, Department of Pathology, Indiana 
School of Medicine, Indianapolis, IN, USA. 3 Department of Histopathology,  
AFIP (Armed Forces Institute of Pathology) , Rawalpindi, Pakistan. 

Competing interests
The authors declare that they have no competing interests.

Received: 13 October 2015   Accepted: 16 February 2016

References
Adamopoulos IE, Wordsworth PB, Edwards JR, Ferguson DJ, Athanasou NA 

(2006) Osteoclast differentiation and bone resorption in multicentric 
reticulohistiocytosis. Hum Pathol 37(9):1176–1185 (epub 2006 July 18)

Aouba A, Leclerc‑Mercier S, Fraitag S, Martin‑Silva N, Bienvenu B, Georgin‑
Lavialle S (2015) Assessment and effective targeting of Interleukin‑1 in 
multicentric reticulohistyocytosis. Joint Bone Spine 82(4):280–283

Barrow MV, Holubar K (1969) Multicentric reticulohistyocitosis. A review of 33 
patients. Medicine (Baltimore) 48:287–305

Bennàssar A, Mas A, Guilabert A, Julià M, Mascaró‑Galy J, Herrero C (2011) 
Multicentric reticulohistiocytosis with elevated cytokine serum levels. J 
Dermatol 38(9):905–910

Blanco JJ, Hernández FJ, Cerezo JG, García IS, Rubio FC, Rodríguez JJ (2002) 
Multicentric reticulohistiocytosis. The long course of a rare disease. Scand 
J Rheumatol 31(2):107–109

Broadwell AW, Calamia KT, Kransdorf MJ, Ginsburg WW (2010) Healing of ero‑
sive disease in multicentric reticulohistiocytosis. J Rheumatol 37(6):1366–
1367. doi:10.3899/jrheum.091329

Chauhan A, Mikulik Z, Hackshaw KV (2007) Multicentric reticulohistiocyto‑
sis with positive anticyclic citrullinated antibodies. J Natl Med Assoc 
99(6):678–680

Chen CH, Chen CH, Chen HA, Liao HT, Lin HY (2006) Multicentric reticulo‑
histiocytosis presenting with destructive polyarthritis, laryngopharyn‑
geal dysfunction, and ahuge reticulohistiocytoma. J Clin Rheumatol 
12(5):252–254

Codriansky KA, Rünger TM, Bhawan J, Kantarci A, Kissin EY (2008) Multicentric 
reticulohistiocytosis: a systemic osteoclastic disease? Arthritis Rheum 
59(3):444–448. doi:10.1002/art.23320

Cox N, West N, Popple A (2001) Multicentric reticulohistiocytosis associated 
with idiopathic myelofibrosis. Br J Dermatol 145(6):1033–1034

de Zwart‑Storm EA, van Marion AM, Gorter SL, Frank J, Kelleners‑Smeets NW 
(2007) Multicentric reticulohistiocytosis: case report. Int J Dermatol 
46(Suppl 3):39–41

Eagle R, Penne R, Hneleski I (1995) Eyelid involvement in multicentric reticulo‑
histiocytosis. Ophthalmology 102(3):426–430

Fett N, Liu RH (2011) Multicentric reticulohistiocytosis with dermatomyositis‑
like features: a more common disease presentation thanpreviously 
thought. Dermatology 222(2):102–108. doi:10.1159/000323254 (epub 
2011 Jan 20)

Flaming J, Weigand D (1993) Unusual, case of multicentric reticulohistiocytosis. 
Int J Dermatol 32(2):125–127

Franck N, Amor B, Ayral X, Lessana‑Leibowitch M, Monsarrat C, Kahan A et al 
(1995) Multicentric reticulohistiocytosis and methotrexate. J Am Acad 
Dermatol 33(3):524–525

Gajic‑Veljic M, Nikolic MM, Bukilica M, Bonaci‑Nikolic B (2006) Multicentric 
reticulohistiocytosis—a case with inimal articular changes. J Eur Acad 
Dermatol Venereol 20(1):108–110

Gibson G, Cassidy M, O’Connell P, Murphy GM (1995) Multicentric reticulohis‑
tiocytosis associated with recurrence of malignant melanoma. J Am Acad 
Dermatol 32(1):134–136

Goltz RW, Laymon CW (1954) Multicentric reticulohistyocitosis of the skin and 
synovial; reticulohistyocitoma or ganglioneuroma. AMA Arch Dermatol 
Syphilol 69:717–731

Gorman JD, Danning C, Schumacher HR, Klippel JH, Davis JC Jr (2000) Mul‑
ticentric reticulohistiocytosis: case report with immunohistochemical 
analysis and literature review. Arthritis Rheum 43(4):930–938

Goto H, Inaba M, Kobayashi K, Imanishi Y, Kumeda Y, Inui K et al (2003) Suc‑
cessful treatment of multicentric reticulohistiocytosis with alendronate: 
evidence for a direct effect of bisphosphonate on histiocytes. Arthritis 
Rheum 48(12):3538–3541

Han L, Huang Q, Liao K, Chen L, Kong W, Fu W et al (2012) Multicentric reticu‑
lohistiocytosis associated with liver carcinoma: report of a case. Case Rep 
Dermatol 4(2):163–169

Havill S, Duffill M, Rademaker M (1999) Multicentric reticulohistiocytosis in a 
child. Australas J Dermatol 40(1):44–46

http://dx.doi.org/10.3899/jrheum.091329
http://dx.doi.org/10.1002/art.23320
http://dx.doi.org/10.1159/000323254


Page 13 of 13Tariq et al. SpringerPlus  (2016) 5:180 

Hiramanek N, Kossard S, Barnetson R (2002) Multicentric reticulohistiocytosis 
presenting with a rash and arthralgia. Australas J Dermatol 43(2):136–139

Hsiung SH, Chan EF, Elenitsas R, Kolasinski SL, Schumacher HR, Werth VPJ 
(2003) Multicentric reticulohistiocytosis presenting with clinical features 
of dermatomyositis. Am Acad Dermatol 48(2 Suppl):S11–S14

Hsu S, Ward SB, Le EH, Lee JB (2001) Multicentric reticulohistiocytosis with 
neurofibroma‑like nodules. J Am Acad Dermatol 44(2 Suppl):373–375

Islam A, Naguwa S, Cheema G, Hunter J, Gershwin M (2013) Multicentric 
reticulohistiocytosis: a rare yet challenging disease. Clin Rev Allergy 
Immunol 45(2):281–289

Iwata H, Okumura Y, Seishima M, Aoyama Y (2012) Overexpression of mono‑
cyte chemoattractant protein‑1 in the overlying epidermis of multicentric 
reticulohistiocytosis lesions: a case report. Int J Dermatol 51(4):492–494

Kalajian AH, Callen JP (2008) Multicentric reticulohistiocytosis successfully 
treated with infliximab: an illustrative case and evaluation ofcytokine 
expression supporting anti‑tumor necrosis factor therapy. Arch Dermatol 
144(10):1360–1366. doi:10.1001/archderm.144.10.1360

Kaul A, Tolat SN, Belgaumkar V, Mhaske CB (2010) Multicentric reticu‑
lohistiocytosis. Indian J Dermatol Venereol Leprol 76(4):404–407. 
doi:10.4103/0378‑6323.66598

Kishikawa T, Miyashita T, Fujiwara E, Shimomura O, Yasuhi I, Niino D et al (2007) 
Multicentric reticulohistiocytosis associated with ovarian cancer. Mod 
Rheumatol 17(5):422–425 (epub 2007 Oct 19)

Kocanaogullari H, Ozsan H, Oksel F, Ozturk G, Kandiloglu G, Ustun EE et al 
(1996) Multicentric reticulohistiocytosis. Clin Rheumatol 15(1):62–66

Kovach BT, Calamia KT, Walsh JS, Ginsburg WW (2004) Treatment of multicen‑
tric reticulohistiocytosis with etanercept. Arch Dermatol 140(8):919–921

Lambert CM, Nuki G (1992) Multicentric reticulohistiocytosis with arthritis and 
cardiac infiltration: regression following treatment forunderlying malig‑
nancy. Ann Rheum Dis 51(6):815–817

Lesher JL Jr, Allen BS (1984) Multicentric reticulohistiocytosis. J Am Acad 
Dermatol 11(4 Pt 2):713–723

Liang GC, Granston AS (1996) Complete remission of multicentric reticulohis‑
tiocytosis with combination therapy of steroid, cyclophosphamide, and 
low‑dose pulse methotrexate. Case report, review of the literature, and 
proposal for treatment. Arthritis Rheum 39(1):171–174

Liu YH, Fang K (2004) Multicentric reticulohistiocytosis with generalized sys‑
temic involvement. Clin Exp Dermatol 29(4):373–376

Lonsdale‑Eccles A, Haworth A, McCrae F, Young‑Min S (2009) Successful treat‑
ment of multicentric reticulohistiocytosis with leflunomide. Br J Dermatol 
161(2):470–472

Luz FB, Gaspar TAP, Kalil‑Gaspar N, Ramos‑e‑Silva M (2001) Multicentric reticu‑
lohistiocytosis. J Eur Acad Dermatol Venereol 15(6):524–531

Malik MK, Regan L, Robinson‑Bostom L, Pan TD, McDonald CJ (2005) Proliferat‑
ing multicentric reticulohistiocytosis associated with papillary serous 
carcinoma of the endometrium. J Am Acad Dermatol 53(6):1075–1079

Matejicka C, Morgan GJ, Schlegelmilch JG (2003) Multicentric reticulohistiocy‑
tosis treated successfully with an anti‑tumor necrosis factor agent: com‑
ment on thearticle by Gorman et al. Arthritis Rheum 48(3):864–866

Mavragani CP, Batziou K, Aroni K, Pikazis D, Manoussakis MN (2005) Allevia‑
tion of polyarticular syndrome in multicentric reticulohistiocytosis with 
intravenous zoledronate. Ann Rheum Dis 64(10):1521–1522

Moreau E, Truchetet F, Friedel J, Grandidier M, Cuny F (1992) Unusual digital 
nodules. Multicentric reticulohistiocytosis (MRH). Arch Dermatol 
128(6):847, 850

Morris‑Jones R, Walker M, Hardman C (2000) Multicentric reticulohistiocytosis 
associated with Sjögren’s syndrome. Br J Dermatol 143(3):649–650

Mun JH, Ko HC, Kim MB (2012) Multicentric reticulohistiocytosis masquerading 
as dermatomyositis: similar and different features. J Dermatol 39(1):104–
107. doi:10.1111/j.1346‑8138.2011.01276.x (epub 2011 Sept 23)

Muñoz‑Santos C, Sàbat M, Sáez A, Gratacós J, Luelmo J (2007) Multicentric 
reticulohistiocytosis‑mimicking dermatomyositis. Case report and review 
of the literature. Dermatology 214(3):268–271

Olson J, Mann J, White K, Cartwright V, Bauer J, Nolt D (2015) Multicentric 
reticulohistiocytosis: a case report of an atypical presentation in a 2‑year‑
old. Pediatr Dermatol 32(3):e70–e73

Outland JD, Keiran SJ, Schikler KN, Callen JP (2002) Multicentric reticulohistio‑
cytosis in a 14‑year‑old girl. Pediatr Dermatol 19(6):527–531

Qureshi F, Leong P, Quinlan CD, Cunnane K (1993) Multicentric reticulohistiocy‑
tosis—a case report. Ir J Med Sci 162(8):313–314

Saito K, Fujii K, Awazu Y, Nakayamada S, Fujii Y, Ota T et al (2001) A case of 
systemic lupus erythematosus complicated with multicentric reticulohis‑
tiocytosis (MRH): successfultreatment of MRH and lupus nephritis with 
cyclosporin A. Lupus 10(2):129–132

Sakamoto A, Nagamine R, Maeda T, Shuto T, Hirata G, Nakashima Y et al (2002) 
Multicentric reticulohistiocytosis with hydrarthrosis in both knee joints: 
disease stabilization with synovectomy, and medication with a steroid 
and low‑dose methotrexate. Mod Rheumatol 12(2):155–159

Santilli D, Lo Monaco A, Cavazzini PL, Trotta F (2002) Multicentric reticulohistio‑
cytosis: a rare cause of erosive arthropathy of the distal interphalangeal 
finger joints. Ann Rheum Dis 61(6):485–487

Satoh M, Oyama N, Yamada H, Nakamura K, Kaneko F (2008) Treatment 
trial of multicentric reticulohistiocytosis with a combination of pre‑
donisolone, methotrexate and alendronate. J Dermatol 35(3):168–171. 
doi:10.1111/j.1346‑8138.2008.00438.x

Shannon SE, Schumacher HR, Self S, Brown AN (2005) Multicentric reticulohis‑
tiocytosis responding to tumor necrosis factor‑alpha inhibition in a renal 
transplantpatient. J Rheumatol 32(3):565–567

Shiokawa S, Shingu M, Nishimura M, Yasuda M, Yamamoto M, Tawara T et al 
(1991) Multicentric reticulohistiocytosis associated with subclinical 
Sjögren’s syndrome. Clin Rheumatol 10(2):201–205

Tajirian AL, Malik MK, Robinson‑Bostom L, Lally EV (2006) Multicentric reticulo‑
histiocytosis. Clin Dermatol 24(6):486–492

Teo H, Goh B (2009) Multicentric reticulohistiocytosis in association with naso‑
pharyngeal carcinoma. Clin Exp Dermatol 34(7):e347–e348

Trotta F, Castellino G, Lo MA (2004) Multicentric reticulohistiocytosis. Best Pract 
Res Clin Rheumatol 18(5):759–772

Valencia I, Colsky A, Berman B (1998) Multicentric reticulohistiocytosis associ‑
ated with recurrent breast carcinoma. J Am Acad Dermatol 39(5):864–866

Weber FP, Freudenthal W (1937) Nodular non‑diabetic cutaneous xanthoma‑
tosis with hypercholesterolemia and atypical histological features. Proc R 
Soc Med 30:522–526

Yeter KC, Arkfeld DG (2013) Treatment of multicentric reticulohistiocytosis with 
adalimumab, minocycline, methotrexate. Int J Rheum Dis. 16(1):105–106. 
doi:10.1111/j.1756‑185X.2012.01762.x (epub 2012 June 7)

Zelger B, Sidoroff A, Orchard G, Cerio R (1996) Non‑Langerhans cell histiocy‑
toses. Am J Dermatopathol 18(5):490–504

http://dx.doi.org/10.1001/archderm.144.10.1360
http://dx.doi.org/10.4103/0378-6323.66598
http://dx.doi.org/10.1111/j.1346-8138.2011.01276.x
http://dx.doi.org/10.1111/j.1346-8138.2008.00438.x
http://dx.doi.org/10.1111/j.1756-185X.2012.01762.x

	Multicentric reticulohistiocytosis (MRH): case report with review of literature between 1991 and 2014 with in depth analysis of various treatment regimens and outcomes
	Abstract 
	Background
	Case report
	Methods
	Results
	Patient demographics
	Clinical features
	Cutaneous involvement
	Musculoskeletal involvement

	Laboratory findings
	Histologic analysis
	Treatment comparison

	Discussion
	Conclusion
	Authors’ contributions
	References




