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ABSTRACT

Background: Erythromelanosis follicularis faciei et colli (EFFC) is a rare dermatological disorder, first described by Kitamura et al., with an
unclear etiology. It presents as a triad of symmetrical reddish-brown pigmentation, erythema, and follicular papules primarily on the face and neck.
EFFC is often misdiagnosed due to its subtle presentation and resemblance to other dermatoses. Objective: To evaluate the clinical and
dermoscopic features of EFFC and highlight its diagnostic challenges and potential underrecognition. Methods: A cross- sectional descriptive
study was conducted on 15 patients attending the dermatology outpatient department (April 2024-March 2025). Clinical data, family history, and
dermoscopic findings were analyzed. Results: Females constituted 40% of cases. Positive family history was found in 26.6%. All patients
exhibited keratosis pilaris (KP), and 20% had a family history of KP. Dermoscopy revealed consistent presence of white rosettes. Conclusion:
EFFC may be more common than presumed. Dermoscopy enhances diagnostic accuracy, minimizing the need for invasive biopsies.
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INTRODUCTION involving mainly the face extending to sides of the neck.
A significant number of dermatological conditions are diagnosed
based solely on clinical evaluation, primarily due to their benign nature Patients who met the clinical criteria were subjected to dermoscopic
and the absence of definitive, noninvasive diagnostic modalities. This examination using a handheld dermoscope (ILLUCO IDS 1100).
reliance on clinical judgment can lead to diagnostic uncertainty and
varying interpretations among clinicians. Erythromelanosis The age of the patients ranged from 12 to 26 years. Male predominance
follicularis faciei et colli (EFFC) exemplifies such a rare entity, often was seen. Disease onset was between 9 and 16 years of age and mean
presenting a diagnostic challenge, particularly in its early stages, due to duration varied from 3 to 9 years. There was history of mild to
its subtle and nonspecific initial manifestations. moderate photosensitivity and itching in almost all patients. Clinical
examination revealed the classical triad of erythema, pigmentation,
First time described by Kitamura et al., is a rare disorder of unknown and follicular papules in all patients while telangiectasias were seen in
etiology, characterized by the clinical triad of sharply demarcated only 5 cases. Most common site of involvement was cheeks, followed
bilateral and symmetrical patches of hyperpigmentation by preauricular areas and extension of lesions to the submandibular
(reddish-brown pigmentation), erythema (with or without area and neck in 9 patients & to temporal areas in 6 patients. Another
telangiectasia), follicular papules (follicular plugging) that begin on associated feature, Keratosis pilaris that present as multiple keratotic
preauricular areas and cheeks and can gradually spread to the papules with perifollicular erythema was present on upper arms, back
submandibular areas of the neck (in this case, the disease is called and outer aspect of thighs in all patients, and 3 of them had positive
EFFC).[1] family history for the same. Dermoscopic examination showed
presence of whitish scales and numerous follicular keratotic plugs
It is not uncommon for EFFC to be misdiagnosed as other pigmentary against a reddish brown background in all the patients. Gray dots were
or erythematous dermatoses. Additionally, due to the benign nature of present in the perifollicular and interfollicular areas in all patients.

EFFC and the aesthetic implications of facial procedures, patients Telangiectasias were presentin 5 patients.
frequently decline invasive diagnostic interventions such as skin -
biopsy. In this context, dermoscopy serves as a valuable, noninvasive
diagnostic tool that can facilitate accurate identification of EFFC and
help resolve diagnostic uncertainty.

ET N

EFFC is a rare disorder and hereby we are reporting
aclinicodermoscopic study of EFFC in 15 patients presenting with the
classical triad.

Case Series

Cross-sectional descriptive study of fifteen consecutive patients with
presentation suggestive of EFFC came to dermatology, venereology,
leprosy outpatient department of JLN Medical College, Ajmer from
April 2024 to March 2025. After taking informed consent, patients
were enrolled after taking relevant history and performing clinical
examination. The main criteria for diagnosing EFFC includes the
presence of hyperpigmentation, erythema, and follicular papules

| 70 |—| International Journal of Scientific Research I




Volume - 14 | Issue - 06 | June - 2025

PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr

Figure 1.(A-D) : Clinical picture of Erythromelanosis follicularis
faciei et colli (EFFC). Classical triad of erythema, follicular papules,
and hyperpigmentation involving preauricular areas, cheeks, temporal
areas extending down to neck.

Clinicodemographic profile of EFFC patients

Age/ |Fam|Unila|Itchi/Phot |Kerat [Eryt|Folli [Treatment
Sex ily |teral/|ng |osens|opilarihem |cular{Oral |Topical
histo|Bilate itivit |s a papu|Retin |Retinoi
ry |ral y les |oids |ds
12YM [+ |B/L [+ |+ + + + + +
15Y/M |- B/L [+ |+ + + + + +
17Y/M |- B/L |- + + + + - +
22Y/M |- B/L [+ [+ + + + + +
25Y/M |- B/L [+ [+ + + + + +
18Y/F |+ |UL [+ |+ + + |+ + +
14Y/F |- B/L [+ |+ + + + - +
19Y/M |- B/L |+ + + + + - +
24Y/F |- B/L |+ [+ + + + - +
20Y/F |- B/L |+ [+ + + + - +
18Y/F |- UL [+ |+ + + + + +
26Y/M |- B/L [+ |+ + + + - +
17Y/F |+ B/L |+ + + + + - +
21YM [+ |[B/L [+ |+ + + + + +
23Y/M |- B/L [+ |+ + + + + +
Dermoscopic Findings of EFFC
Age/ |Reddish brown|Follicular|Gray|Scali |Rosett | Telangie
Sex background papules |dots [ng es ctasia
12Y/M |+ + + + + -
I1SY/M |+ + + + + H
17Y/M |+ + + + - +
22Y/M |+ + + + - -
25Y/M |+ + + + -
18Y/F |+ + + + -
14Y/F |+ + + + -
19Y/M |+ + + + - -
24Y/F |+ + + + + +
20Y/F |+ + + + + -
18Y/F |+ + + + + -
26Y/M [+ + + + - +
17Y/F |+ + + + + -
21Y/M [+ + + + - +
23Y/M [+ + + + - -

Figure 2 (A-D) : Dermoscopy of Erythromelanosis follicularis faciei
et colli. Numerous Follicular keratotic plugs over a reddish brown
background (red arrows).

Perifollicular and interfollicular gray-brown dots and granules (black
circles). Whitish scales, mainly perifollicular in distribution (blue
arrows). Rosettes (yellow arrows). Telangiectasias (red circles).

DISCUSSION

The dermoscopic finding of EFFC was reported by Errichetti et al for
the first time and our findings were consistent with their study [2].
Mouni et al [3] later on revealed similar findings in their patients.
Similar dermoscopic findings can be seen in erythrosis pigmentosa
peribuccalis which is considered to be a variant of this disease by few

authors [4]. EFFC can be differentiated from many close differentials
on dermoscopy.

Dermoscopy of melasma reveals light to dark brown uniform patches
with capillary network while brownish pseudonetwork along with
gray dots and granules with telangiectatic vessels seen in Reihl
melanosis [4,5]

The findings on dermoscopy of follicular plugging, scaling, and
reddish brown background correspond to histopathological findings of
hyperkeratotic hair follicles, orthokeratosis, and ectatic vessels
respectively.

Gray-blue Dots And Granules

correlate with the presence of pigmentary incontinence and dermal
melanophages in the upper dermis respectively [2,3]. White rosettes,
though encountered in a few cases, are not a specific finding and have
been reported in many dermatological disorders like basal cell
carcinoma, melanomas, actinic keratosis, seborrheic keratosis, and
lichen planus like keratosis [6]. In conditions where there is hair
follicle and perifollicular involvement, it has been suggested that the
optical effect between polarized light and follicular structures at the
infundibular keratin layer leads to formation of rosettes [6].

Narrowing of infundibula or blockage by keratin has been postulated
to result in rosette formation by some authors, while others proposed
that rosettes correspond to an alternating focal hyperkeratosis and
normal corneal layer and keratin-filled acrosyringeal openings [7].

EFFC is frequently associated with KP. A family history of KP has also
been reported in the literature [8,9,10]. Similarobservations were made
in a cross-sectional, descriptive study by Rather et. Al where all
(100%) patients had KP on different parts of the body [11].

Strong genetic relation between these two conditions is suggested due
toit's coexistence and familial occurrence .

Treatment for EFFC has always given satisfactory results, posing a
therapeutic challenge. Various options have been explored but lesions
recur once the treatment is discontinued. Topicals keratolytic agents
such as ammonium lactate (12%),

tretinoin cream (0.05%, 1%), salicylic acid 2%, metronidazole,
hydroquinone 4%, chemical peel has been tried [12,13].

Intermittent oral isotretinoin, and long-pulsed dye laser are other
treatment options being considered [13,14,15].

Additionally, patient is advised to avoid sun exposure, do
photoprotection with the use of sunscreen on a regular basis with
moisturizer if there is dryness.

CONCLUSIONS

Of the 15 patients diagnosed to have the disease, 6 (40%) were
females. Family history was positive in 4 (26.6%) patients. Two
(13.3%) had unilateral presentation. Additional atypical sites involved
were temples, forehead, and upper lip. KP was present in all (100%)
and family history of KP was present in 3 (20%) patients.

EFFC may be more prevalent than previously recognized.

Although some cases appear within families—suggesting a potential
genetic component— the precise cause remains uncertain. Given that
EFFC typically presents with mild cosmetic concerns and tends to
follow an asymptomatic course, most individuals with the condition do
not seek medical intervention. Additionally, the disorder is often
overlooked by healthcare providers. Increasing awareness among
dermatologists and improving recognition of its clinical features are
essential for accurate diagnosis and for developing more effective
treatment strategies.Dermoscopy serves as a valuable tool in
enhancing the diagnostic precision of EFFC, potentially reducing the
reliance on invasive methods such as skin biopsies. It also aids in
distinguishing EFFC from clinically similar conditions. The presence
of white rosettes under polarized dermoscopy in EFFC aligns with
previous findings, suggesting that rosettes are not unique to a specific
disorder. Instead, they are considered optical artifacts produced by
crossed polarization involving follicular and perifollicular structures.
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