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ABSTRACT

An 82-year-old man with a past medical history of numerous non-melanoma skin cancers
(NMSCs), including unresectable squamous cell carcinoma of the right temple treated with
radiation therapy and cemiplimab, presented with worsening erosive pustular dermatosis of
the scalp (EPDS). This had initially onset four years prior in the setting of 5-fluorouracil and
photodynamic therapy for actinic keratoses. He had failed topical ultra-potent steroids,
tacrolimus, and dapsone as well as oral dapsone, doxycycline, and acitretin. The condition’s
chronicity and radiation to the area likely exacerbated his EPDS. We pursued serial
debridement, followed by clobetasol propionate 0.05% ointment twice daily. The patient
reported marked improvement with stable condition between treatments. Upon better control
of his EPDS, a suspicious ulcerative lesion under a previously affected area was identified
and biopsied, revealing atypical fibroxanthoma. EPDS is an inflammatory dermatosis
characterized by pustules, erosions, and crusting, often caused by sun damage, local trauma,
and topical medications. First-line treatment is topical corticosteroids. We show that serial
debridement is effective for treating recalcitrant EPDS. We emphasize the importance of
maintaining adequate control of EPDS to avoid masking suspicious lesions, as the patient
demographic affected by EPDS is at high risk for NMSCs.

INTRODUCTION

Erosive pustular dermatosis (EPD) is a rare
dermatologic condition of the scalp
characterized by pustules, erosions, and
thick yellow-brown crusting and often
resulting in scarring alopecia.” Risk factors
for EPD include sun damage and local
trauma including physical injury, burns,
surgery, and procedures; topical medications
and autoimmune conditions including
Hashimoto’s thyroiditis, Takayasu’s arteritis,
autoimmune hepatitis, rheumatoid arthritis,
and myasthenia gravis have also been
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associated.? EPD is most commonly seen in
elderly women but affects men as well, and
occasionally children.?

The histopathology is nonspecific but may
show hyperkeratosis, parakeratosis, and
diffuse mixed inflammatory infiltrate, and is
thought to be inflammatory with resulting
cutaneous atrophy.3® Typical treatments for
EPD include ultrapotent topical steroids,
topical tacrolimus, and topical dapsone.’
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An 82-year-old man with a past medical
history of numerous non-melanoma skin
cancers (NMSCs), including unresectable
squamous cell carcinoma (SCC) of the right
temple treated with radiation therapy and
cemiplimab, presented with worsening
erosive pustular dermatosis of the scalp
(EPDS). Initial onset was four years prior in
the setting of topical 5-fluorouracil and
photodynamic therapy for actinic keratoses.
He had failed topical ultrapotent steroids,
topical tacrolimus and topical dapsone, as
well as oral dapsone, doxycycline,
niacinamide, and acitretin. He presented to
clinic following a course of radiation therapy
for the abovementioned squamous cell
carcinoma of the right temple. Physical exam
revealed a very large, eroded plaque with
overlying thick yellow-brown crust covering
the right scalp and right temple (Figure 1).
Serial debridement was pursued every 3
weeks, followed by clobetasol propionate
0.05% ointment twice daily. The patient
experienced marked improvement, without
subsequent progression between
treatments.

Upon better control of his EPDS, a suspicious
ulcerated plaque under a previously affected
area was identified and biopsied (Figure 2).
The biopsy revealed dermal proliferation of
highly  atypical spindle-shaped cells,
histiocyte-like cells, and clear to foamy cells
which had severe nuclear pleomorphism and
prominent mitotic activity.
Immunohistochemical stains showed the
lesional cells to be negative for p40, S100,
MelanA, desmin, CD34, and ERG, and a
diagnosis of atypical fibroxanthoma was
made.

DISCUSSION

EPDS is a rare condition that can be caused
by dermatologic therapies including radiation,
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photodynamic therapy, and topical 5-
fluorouracil, as in the present case.?®
Awareness of EPDS is crucial for
dermatologists, because many medications
and procedures provided by dermatologists
may be associated with EPDS.?

This patient's EPDS was complicated by
locally advanced, unresectable SCC of the
right temple and cheek treated with radiation
therapy, which likely exacerbated the
condition. His EPDS did not respond to usual
therapies such as topical ultrapotent steroids,
tacrolimus, and dapsone. The chronicity of
this patient's EPDS and the cutaneous
atrophy from his long-term use of topical
steroids likely made his condition more
difficult to treat over time, as atrophy is
involved in the pathogenesis of EPDS.” Here,
serial debridement is shown to be an
effective treatment option for recalcitrant
EPDS, as it greatly reduced the disease
burden for this patient.

Debridement has previously been used as
part of EPDS management with varying
success. In one case, a patient with severe
ulcerating EPDS, superimposed soft tissue
infection, and possible skull osteomyelitis
was unsuccessfully treated with multiple
rounds of intravenous (IV) and oral antibiotics
but improved following three serial
debridements and topical steroids.® In a
second, similar case of EPDS with
superimposed soft tissue infection and
chronic skull osteomyelitis, the patient was
treated with a single debridement; however,
this patient did not experience
improvement.'® These cases highlight the
need for further study of the role of
debridement for EPDS.

Therapies that the present patient has not
tried that may be effective for EPDS include
photodynamic therapy and fractional ablative
laser therapy. However, these treatments
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have also been implicated as causes of
EPDS, so their use remains controversial.!!
There have also been reports of oral JAK
inhibitors used in EPDS, but this was
contraindicated for this patient with active
SCC."?

EPDS can be easily confused with other
dermatologic conditions such as SCC and
actinic keratosis (AK), and they are not
mutually exclusive. EPDS, SCC, and AKs all
can present with hyperkeratosis and erosion
as a crusted plaque.’ Because patients with
EPDS are also at high risk for NMSCs, it is
important to maintain adequate control of
EPDS to avoid masking suspicious lesions,
such as the atypical fibroxanthoma
discovered in this patient.
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Figure‘1. Before first debridement. I-_érg,' eroded plaque with overlying yellow-brown crust on
the right scalp and temple consistent with EPDS.

Figure 2. Right frontal scalp following three serial debridements with an ulcerative lesion, later
biopsied and identified as atypical fibroxanthoma.
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