
Figure 1: 
Extensive areas 
of cicatricial 
alopecia with 
polytrichia

Figure 3: 
Dermatoscopic 
image of a 
tuft showing 
retained 
hairs within 
the involved 
follicular units

Figure 2: Dermoscopy shows multiple hairs emerging from the 
same follicular orifice

Dear editor,
A 40-year-old African-American man reported a 5-year his-

tory of pustules and crusts on the scalp. Physical examination re-
vealed extensive atrophic patches of cicatricial alopecia and polytri-
chia (Figure 1). Dermatoscopy of a single tuft showed more than 30 
hairs emerging from one follicular orifice (Figure 2). Dermatoscopic 
imaging of a tuft removed via punch reveals the hairs retained with-
in the involved follicular units (Figure 3). Histopathological exam-
ination showed polytrichia, peri- and intrafollicular infiltrate with 
neutrophils, lymphocytes, and histiocytes, which were most intense 
in the upper half of the dermis. Therefore, we reached the diagnosis 
of folliculitis decalvans. 

There is a controversy concerning whether tufted follicu-
litis (TF) is a specific disease, a subset of folliculitis decalvans, or 
a common manifestation of different causes of alopecia. The term 
was first used by Smith in 1978 to describe a case of a patient with 
cicatricial alopecia who presented with hair tufts associated with in-
tense inflammatory signs and follicular pustules. Culture from scalp 
biopsy revealed growth of S. aureus.1 In this first article, the author 
already pointed out many similarities between that case and the one 
described by Brocq in 1888 as folliculitis decalvans.

TF is caused by clustering of adjacent follicular units due to 
a fibrosing process that happens when the infundibular epithelia of 
damaged follicles heal leading to the formation of a common infun-
dibulum. Telogen hairs can not detach and stay retained within the 
involved follicular units.2 Several diseases have been described as 
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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 

tcause of TF: folliculitis decalvans, central centrifugal cicatricial alo-
pecia (CCCA), pemphigus vulgaris, folliculitis keloidalis, dissecting 
cellulitis, lichen planopilaris, discoid lupus, and tinea capitis.3 TF 
has already been described in a patient treated with cyclosporine 
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.3 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.4 

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 TF.5 Huge tufts with more than 10 hairs are charac-
teristic of this condition. q
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