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cause of TF: folliculitis decalvans, central centrifugal cica-
tricial alopecia (CCCA), pemphigus vulgaris, folliculitis keloidalis,
dissecting cellulitis, lichen planopilaris, discoid lupus, and tinea
capitis.® TF has already been described in a patient treated with cy-
closporine and in two women having chemotherapy to treat breast
cancer, one using lapatinib and the other, trastuzumab.

One cause of confusion is that most authors use the terms
TF and polytrichia as synonyms.? Polytrichia is defined as mul-
tiple (5 or more) hairs emerging from the same follicular open-
ing. By defining TF only according to this pattern, it is easy to
understand it just as a final stage of different diseases. Under this
perspective, the use of the two terms for the same condition is
a cause for confusion. The term TF could be abolished from the
medical vocabulary in favor of polytrichia, which is semantically
more appropriate.

However, the authors who see TF as a specific diagnosis
understand that the term could not be used for all the patients with
polytrichia, but should be reserved just for those cases of inflamed
hair scalp with pustules that grow S. aureus (as in Smith’s original
description). As such, TF would be a subset of folliculitis decalvans.*

Despite this controversy, TF is frequently observed in pa-
tients with folliculitis decalvans. In a retrospective multicenter re-
view study with 82 patients with folliculitis decalvans, 88% of them
presented with TE.® Huge tufts with more than 10 hairs are charac-
teristic of this condition. Q
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Dear Editor,

Psoriasis is one of the most common inflammatory der-
matoses and, in most patients, presents with erythematous scaling
plaques on extensor areas. Classically, several clinical subtypes are
described, such as plaque, inverted, guttate, palmoplantar, erythro-
dermic, and pustular. A minor variant discussed and reported is
follicular psoriasis (FP), with only 25 reports in the international lit-
erature to date. Thus, the present article describes the first Brazilian
case and revises concepts of this little known entity.

A 58-year-old female diabetic type 2 patient presented with
erythematous, keratotic, exclusively follicular non-pruritic papules
measuring 2-3mm in diameter. The lesions were generalized, but
with higher density in the gluteal and proximal regions of the thighs
(Figures 1 and 2). Still, few isolated follicular pustules could be seen.
Palms of the hands and soles of the feet were unchanged. The le-
sions appeared 4 years ago in the lower limbs with later gradual
spread. Diagnostic hypotheses were pityriasis rubra pilaris (PRP)
and keratosis pilaris with secondary infection. Previous histopatho-
logical examination of biopsy specimens revealed a diagnosis of
follicular porokeratosis. Histopathological review showed para-
keratosis and numerous intact and degenerate neutrophils within
the lumens and in the epithelium of the follicular isthmus, where
they formed a spongiform pustule. In addition, mild regular peri-
follicular acanthosis was also present (Figure 3). Grocott’s staining
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revealed no fungal elements. We decided to use cephalexin for 10
days as a therapeutic test for primary bacterial folliculitis or impe-
tiginization with no success. A second biopsy was also performed
with similar results to the first. Confronting clinical and histopatho-
logical findings, we concluded by the diagnosis of follicular psori-
asis. We started treatment with acitretin with improvement after 2
months.

Although FP was first described in 1920 by McLeod, only
25 cases were reported in the literature.! The largest series of cases,

FiGURE 1:
Erythematous,
keratotic,
exclusively
follicular
papules, 2-3mm
in diameter

FiGURE 2: Detail of follicular papules
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Ficure 3: Numerous intact and degenerate neutrophils within
the lumen and in the epithelium of the follicular isthmus. Mild
perifollicular acanthosis is also present (Hematoxylin & eosin, x100)

published in 1981 by Stankler and Ewen, served as the basis for the
division into adult and child types.2 The former has a predilection
for black and diabetic women, with follicular papules concentrated
mainly on the thighs, while the latter presents itself with follicular
keratotic papules located on bony prominences or with disseminat-
ed lesions simulating PRP. More recently, Cuong et al. surveyed the
published cases and found that 78% of the patients reported were
black, corroborating the classic description.® FP follows a chronic
course with some authors suggesting that it may be an early stage
of psoriasis since it may evolve into other forms of the disease.* The
clinical picture of our patient fulfills the criteria of adult-type follic-
ular psoriasis since, besides her high pigmentation level and diabe-
tes, the most affected areas were the thighs.

The predominant histopathological findings are paraker-
atosis with neutrophils, as well as acanthosis of the infundibular
epithelium with hypogranulosis. Both clinically and mainly histo-
pathologically, infected follicular keratosis is an important differen-
tial diagnosis. However, onset age of 54 years makes this possibility
unlikely. In addition, regarding the histopathology of FP, Arps et al.
(2013) suggest that minimal spongiosis, little serosity in the paraker-
atotic scale, and sparse perifollicular inflammation, as seen in our
patient, differentiate FP from bacterial folliculitis.> A clinical alter-
native to differentiate FP from bacterial folliculitis is the therapeutic
test with antibiotics. In cases of FP, as in our patient, no improve-
ment is observed.

We believe that psoriasis - like other dermatoses, such as
lichen planus, follicular porokeratosis, and atopic dermatitis - also
has a follicular variant. It is likely that follicular involvement in pso-
riasis is neglected, especially in countries such as Brazil, where a

large part of the population is of African descent. O
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Dear Editor,

Onycholysis is a common complaint in dermatologic clinics
and consists of the separation of the nail plate from its distal bed.
Due to its several etiologies (e.g. onychomycosis, neoplasia, trauma,
contact dermatitis, psoriasis, lichen planus, and medications), it re-
quires an intensive semiological practice and clinical suspicion prior
to the definition of its therapeutic strategy.!

Chronic onycholysis leads to keratinization of the nail bed
and may cause a disappearing nail bed, defined as the shortening
of the nail plate by more than 20% compared to an unaffected con-
tralateral finger. In addition, subclinical bacterial proliferation may
occur (e.g. Pseudomonas sp.), which makes chronic onycholysis even
more challenging.?®

This is the first report of successful treatment of chronic on-
ycholysis by surgical avulsion of the onycholytic portion of the nail,
followed by the application of topical tretinoin on the nail bed.

A 49-year-old female patient, without comorbidities or use
of medications, presented with yellow-greenish fingernail discolor-
ation of the right third finger, and shortening of the nail plate of the
right first finger six years ago (Figure 1). The patient showed no
improvement after successive previous oral (fluconazole) and topi-
cal (ketoconazole 2% cream and ciprofloxacin 0.3% eye drops) treat-
ments. Mycological examination, culture, and nail clipping were
all negative, leading to the hypothesis of chronic onycholysis and
disappearing nail bed. Our therapeutic option was avulsion of the
affected area (Figure 2) and daily treatment with tretinoin 0.025%
gel on both nail beds, which resulted in complete improvement of
the condition at a three-month follow-up (Figure 3).

Since onychomycosis represents the main cause of ony-
cholysis and demands a long term specific treatment with poten-
tial toxicity, diagnostic investigation of onycholysis should be con-
ducted with direct mycological exams, culture, and nail clipping.*
Dermoscopy and biopsy of nail plate and nail bed are additional
elements for the diagnostic investigation.

FiGure 1: Onycholysis with yellowish-green discoloration
suggesting underlying bacterial proliferation
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