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C O R R E S P O N D E N C E

A case of eosinophilic pustular folliculitis presenting as 
papuloerythroderma of Ofuji-like eruption

Dear Editor,
A 70-year-old Japanese man presented with a 7 month history of 
disseminated pruritic red-to-brown papules on the face, trunk, and 
extremities and scaly erythema on the soles (Figure 1A). He had 
no medical history. Previous treatments of minocycline 200 mg/
day and betamethasone butyrate propionate ointment had been 
ineffective. A skin biopsy from a follicular red papule on the upper 
forearms showed inflammatory infiltrates of lymphocytes and 
eosinophils around the blood vessels in the upper dermis and in 
the hair follicles and sebaceous glands (Figure 1B-D). A laboratory 
examination revealed normal blood eosinophil counts (250/µL), 

elevated serum levels of immunoglobulin E (IgE; 269 IU/mL) and 
thymus and activation-regulated chemokine (TARC; 6127 pg/mL). 
Serological tests for HIV and human T-lymphotropic virus type I 
were negative. Under a diagnosis of eosinophilic pustular folliculi-
tis (EPF), treatments with oral indomethacin farnesyl (IMF), which 
is a prodrug of indomethacin, and topical tacrolimus on the face 
were started. Topical tacrolimus was effective, but neither IMF 
nor topical corticosteroid improved the cutaneous symptoms. The 
papules gradually expanded and subsequently coalesced into large 
erythematous plaques, and several sterile pustules developed on 
the palms and soles (Figure 1E,F). The erythematous lesions spared 
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F I G U R E  1   (A) Disseminated pruritic red-to-brown papules on the trunk. (B-D) Inflammatory infiltrates of lymphocytes and eosinophils 
around the blood vessels in the dermis (B) and in the hair follicles (C) and the sebaceous glands (D) (hematoxylin–eosin [HE], original 
magnifications, B ×100; C ×200; D ×200). (E) Erythroderma-like lesions which spared the skin folds (deck-chair sign) on the abdomen. (F) 
Pustular lesions on the right palm. (G) Multilocular pustules containing neutrophils and a few eosinophils (HE, original magnifications, ×200)
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the skin folds on the abdomen and covered up to 80% of the total 
body surface area. The cutaneous presentation resembled that of 
papuloerythroderma of Ofuji (PED) except for the palmoplantar 
pustular lesions. A skin biopsy from a pustular lesion on the right 
palm showed multilocular pustules containing neutrophils and a 
few eosinophils (Figure 1G), which was compatible with EPF.1 A 
laboratory examination again revealed increased blood eosinophil 
counts (2686/µL) and highly elevated serum levels of IgE (1809 IU/
mL) and TARC (48,414 pg/mL).2 Internal and hematological ma-
lignancy was excluded by examinations with computed tomog-
raphy (CT) of the chest and abdomen, gastroscopy, colonoscopy, 
and bone marrow aspiration. Treatment with oral cyclosporine 
200 mg/day significantly improved the cutaneous symptoms as 
well as the laboratory abnormalities. The cyclosporine dose was 
gradually tapered and discontinued without recurrence of cuta-
neous symptoms.

The diagnosis of EPF is sometimes challenging, as EPF may 
show atypical clinical presentations or share clinical appearances 
or histopathological findings with other diseases.2,3 The high re-
sponse rates of oral indomethacin therapy can facilitate the diag-
nosis of EPF, although the efficiency of IMF is relatively low, as in 
our case3.

Papuloerythroderma is characterized by a pruritic erythro-
derma-like eruption formed by coalescing flat-topped red-to-
brown papules that spare the skin folds (deck-chair sign).4 While 
some characteristic features of PED, including pruritic erythrod-
erma-like eruption with deck-chair sign, peripheral eosinophilia, 
and elevated serum levels of IgE and TARC,4,5 were observed, our 
patient also showed resistance to topical corticosteroid therapy, 
nonbacterial palmoplantar pustular lesions and histologically eo-
sinophil infiltration in the pilosebaceous units, which are the main 
findings of EPF.1,3

To our knowledge, this is the first case of EPF that clinically mim-
icked PED. If topical corticosteroid-resistant PED-like eruption is 
observed, it is necessary to take EPF into consideration and utilize 
serial sections to assess the presence of eosinophil infiltration in pi-
losebaceous units.
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