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SUCCESSFUL TREATMENT OF
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Abstract
First described in 1968 by Hitch and Lund. Disseminated and Recurrent infundibulofolliculitis (DRIF) is an uncommon eruption characterized
by recurrent, pruritic follicular papules commonly seen on the trunk and proximal extremities. Rarely limited to the neck. It is much more
common in black population but has also been reported in other ethnicities including Caucasians. Its etiology has constantly been debated with
a few authors describing it as a variant of atopic dermatitis while others have refuted the same as a family history of atopy is not present.
Various others have classified DRIF as variants of follicular eczema, along with lichen spinulosus and juxtaclavicular beaded lines. Its
treatment also varies with different authors claiming response to steroids, isotretinoin, UVA therapy, keratolytics and tetracyclines.
We describe a case of localized infundibulofolliculitis of the neck diagnosed in a 21 year old female who was successfully treated with a
course of topical tretinoin 0.025%. The presenting history, clinical findings, biopsy results and available literature are reviewed.
Streszczenie
Po raz pierwszy opisany w 1968 przez Hitch i Lund. Rozsiane i nawracające infundibulofolliculitis (DRIF) jest rzadkim schorzeniem
charakteryzującym się nawracającymi, swędzącymi grudkami przymieszkowymi powszechnie występującymi na tułowiu i proksymalnych
częściach kończyn. Rzadko ogranicza się do szyi. Jest o wiele bardziej powszechne wśród czarnej ludności, ale DRIF opisywano także u
innych narodowości, w tym u rasy kaukaskiej. Jego etiologia jest stale przedmiotem dyskusji kilku autorów opisujących go jako wariant
atopowego zapalenia skóry, podczas gdy inni twierdzą, że wywiad rodzinny w kierunku atopii nie jest obecny. Jeszcze inni klasyfikują DRIF
jako wariant rogowacenia mieszkowego, wraz z liszajem kolczystym i „juxtaclavicular beaded lines”. Również różnie podchodzi się do
leczenia DRIF; autorzy stwierdzają dobre odpowiedzi po sterydach, izotretynoinie, UVA terapii, środkach keratolitycznych i tetracyklinie.
Opisujemy przypadek zlokalizowanego infundibulofolliculitis na szyi rozpoznanego u 21 letniej kobiety, który został skutecznie leczony
kursem miejscowej 0,025% tretinoiny. Przedstawiana jest historia schorzenia, objawy kliniczne, wyniki biopsji i dostępna literatura.
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Introduction
First described in 1968 by Hitch and Lund [1].
Disseminated and Recurrent infundibulofolliculitis (DRIF)
is an uncommon eruption characterized by recurrent, pruritic
follicular papules commonly seen on the trunk and proximal
extremities. Rarely limited to the neck [2]. It is much more
common in black population [3] but has also been reported
in other ethnicities including Caucasians [4]. Its etiology has
constantly been debated with a few authors describing it as a
variant of atopic dermatitis [5] while others have refuted the
same [6] as a family history of atopy is not present. Various
others have classified DRIF as variants of follicular eczema,
along with lichen spinulosus and juxtaclavicular beaded
lines [7]. Its treatment also varies with different authors
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claiming response to steroids [1], isotretinoin, UVA therapy
[8], keratolytics and tetracyclines [9].
We describe a case of localized infundibulofolliculitis of the
neck diagnosed in a 21 year old female who was successfully
treated with a course of topical tretinoin 0.025%. The
presenting history, clinical findings, biopsy results and
available literature are reviewed.
Case Report
A 21 year old girl presented to our out patient
department with complaints of multiple tiny papules present
around the neck since 2 years. The lesions were not associated
with itching or pain.

She denied application of any topical agents or prolonged
exposure to sunlight. She did not give history of atopy.
On examination, multiple, discrete hyperpigmented
follicular keratotic papules and few discrete pustules were
present around the neck extending from the nape of the neck,
lateral and anterior aspects upto the supra sternal space (Fig.
1a,b). There were no other lesions anywhere on the body.
Examination of the mucus membranes, hair and nails were
normal.
Following differential diagnoses were considered:
1. Infundibulofolliculitis.
2. Pityrosporum folliculitis.
3. Kertosis Pilaris.
4. Pityriasis Rubra Pilaris.
5. Darier’s Disease.

Screening for HIV and Syphilis was negative.
Scrapings obtained for KOH examination were negative.
A punch biopsy of the lesion was obtained which showed
multiple polymorphs around the infundibular part of
the hair follicle (Fig. 2a,b) suggestive of diagnosis of
infundibulofolliculitis. Clinical findings and histopathology
report were suggestive of infundibulofolliculitis.
The patient was treated with a two week course of
topical tretinoin 0.025% followed by prompt resolution of
the lesions (Fig. 3).

Figure 1a,b. Composite photograph showing multiple,
discrete hyperpigmented follicular keratotic papules and
few discrete pustules localized to the neck

Figure 2a,b. Histopathology of biopsy H and E. (10x and 45x)
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Our patient presented with papular lesions
around the neck which on biopsy was suggestive of
infundibulofolliculitis. She was treated with a two-week
course of 0.025% topical tretinoin and responded well (Fig.
3). She is currently asymptomatic.
Recurrent
or
persistent
disseminated
infundibulofolliculitis remains a distinct entity best
understood as a specific clinicopathologic response to an
unknown cause or causes. Response to therapy is poor,
although we report successful therapy with.
Conclusions
1. This case is being reported for its rarity in Caucasian
females and only around the neck.
2. Successful therapy with topical tretinoin.

Figure 3. Photograph showing resolution of the lesions
following application of topical tretinoin

Discussion
DRIF is an uncommon pruritic follicular eruption
of unknown etiology that is predominantly seen in black men
[3]. This condition tends to affect the trunk and the upper
extremities and is usually unresponsive to local and systemic
treatment.
In 1968, Hitch and Lund coined the word
disseminated and recurrent infundibulofolliculitis for a
patient who had presented with a diffuse, pruritic, skin
colored, uniform follicular papular eruption with histologic
findings of a perifollicular lymphocytic infiltrate and edema
around the infundibular portion of the follicle [1]. Reports of
patients with similar symptoms have been described as early
as 1959 [1]. Because of the unique combination of clinical
and histologic features, a consensus regarding its etiology has
not been reached. An atopic etiology [5] has been suggested
but refuted by many [6], as a family history is not available.
An infectious etiology has also been considered [6] but given
that the lesions disappear without antibiotics, it is unlikely.
Also there is no evidence clinically or by biopsy of a fungal
infection.
DRIF has often been reported to be resistant to
treatment. Failure with bland topical agents, antihistamines,
tetracyclines, keratolytics and topical retinoin acid [9] has
been reported. Mixed results have also been reported with
oral vitamin A alone and in combination with vitamin E
[3,6]. Topical steroids [9] and tretinoin creams have shown
to be of variable effectiveness.
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