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magnification, the 
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made up of 

spindle cells with 

a single nucleus, 

located between 
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Spinulosis as a Manifestation of Demodicosis
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To the Editor:
Hyperkeratotic spicules are rare skin lesions of 

unknown origin, defined by the presence of multiple 
areas of circumscribed hyperkeratosis formed of keratotic 
material that protrudes from the stratum corneum.1 The 

lesions are seen particularly on the face. The disorder may 
be idiopathic or associated with various diseases such as 
hypovitaminosis A, chronic renal failure, Crohn disease, 
lymphoma, monoclonal gammopathy, and multiple 
myeloma.1,2

In this letter, we would like to report the case of a 
43-year-old woman seen in our department with multiple 
hyperkeratotic spicules on the left cheek. Histopathology 
revealed keratotic material and multiple Demodex 
folliculorum in the dilated follicular infundibula.

The patient was a 43-year-old woman with a past history 
of depression and fibrocystic disease of the breast. She was 
seen for a 1-year history of multiple, asymptomatic lesions 
on the left cheek. The patient denied using cosmetics 
and had not performed any treatment except for facial 
cleansing with soap and water twice a day.

On examination, there were dozens of yellowish-white, 
filiform, follicular hyperkeratotic spicules of 1-to-3 mm in 
height on the left cheek (Figure 1). There was no diffuse 
facial erythema and there were no similar lesions on other 
areas of the body.

The laboratory studies performed included complete 
blood count, biochemistry, protein electrophoresis, alkaline 

Figure 1. Multiple, filiform, follicular hyperkeratotic lesion on the 

left cheek. 
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phosphatase, b2-microglobulin, autoantibodies, thyroid 
hormones, and serology for hepatitis B virus, hepatitis 
C virus, and human immunodeficiency virus (HIV); all 
results were normal or negative. A biopsy was taken, and 
histopathological study revealed follicular infundibula 
occupied by keratin and remnants of D folliculorum 
(Figure 2).

Complete resolution of the lesions was achieved by the 
daily application of 5% permethrin cream for 2 weeks.

D folliculorum is a saprophytic mite that lives in 
the hair follicles. Prevalence varies between 10% and 
50%, depending on the series.3 Predisposing factors for 
Demodex infestation include age (all elderly individuals 
are infested), certain hygiene habits, exposure to ultraviolet 
A and B radiation, the use of topical corticosteroids, 
metabolic disorders (diabetes mellitus), and states of 
immunosuppression (HIV, hematologic cancer, and topical 
or systemic immunosuppressants).4 Their presence in the 
skin is considered pathological when: a) they reach a density 
greater than or equal to 5 mites per cm2, b) they are located 
in the dermis, or c) there is a response to antidemodex 
treatment (topical treatments such as 0.75% metronidazole, 
5% permethrin, crotamiton, 10% benzyl benzoate, or 
salicylic acid, and oral treatments such as metronidazole, 
retinoids, or ivermectin).5 The clinical conditions with 
which infestation is associated are very variable: pityriasis 
folliculorum, rosacea-like demodicosis, demodicosis gravis 
(similar to severe granulomatous rosacea), rosacea, perioral 
dermatitis, blepharitis, pustular folliculitis (facial, though 
possibly more widespread in immunosuppressed patients), 
eosinophilic folliculitis, papulopustular rashes of the scalp, 
solitary granuloma, facial rash after phototherapy, facial 
hyperpigmentation, and others.3,5-7

Recently, there have been a number of reports of cases 
of facial spinulosis in which the histology has showed 

the presence of this mite and, curiously, all the patients 
described in the reports suffered from polycythemia vera 
(Table).8-10 The role of Demodex in the pathogenesis of 
this disorder is a source of controversy: in some cases no 
causative relationship was demonstrated due to the absence 
of clinical improvement with treatment and the presence 
of the mite in both healthy and diseased skin9; in another 
case, resolution of the skin condition was only achieved 
by the interruption of treatment with hydroxyurea, and 
the authors considered that Demodex infestation was the 
result of the immunosuppressive effect of this drug.10 In 
our patient, the main disorder included in the differential 
diagnosis was Demodex-induced pityriasis folliculorum. 
This is characterized by follicular papules in the form of 
follicular plugs associated with dry scaling and diffuse 
facial erythema, giving rise to pruritus and a burning 
sensation; it is more common in women with poor facial 

Figure 2. Follicular 

infundibulum occupied 

by keratotic material 

and remnants of 

Demodex folliculorum 

(hematoxylin-eosin, 

×100).

Table. Patients With Facial Spinulosis Associated With Multiple Demodex folliculorum in Dilated Follicular Infundibula 

Reference Age/Sex Past History Intervala Site Treatment (Response)

Fariña et al8 78 y/F Polycythemia vera 2 wk Face (mostly on the 
cheeks)

1% permethrin cream (FR)

Ballestero Díez et al9 76 y/F Polycythemia vera, 
hypertension and DM

2 y Face (mostly on the 
temporal and frontal 
regions, cheeks, chin, 
and ears)

5% permethrin cream (NR), 
0.75% metronidazole 
cream (NR). Metronidazole 
po (NR)

Boutli et al 10 71 y/M Polycythemia vera 6 m Both cheeks 1% metronidazole cream 
(NR). Metronidazole po 
(NR). Argon laser (NR). 
Isotretinoin po (NR). 
Withdrawal of hydroxyurea (R)

Monteagudo et al 
(present case)

43 y/F Depression and fibrocystic 
disease of the breast

1 y Left cheek 5% permethrin cream (FR)

Abbreviations: DM, diabetes mellitus; F, female; FR, favorable response to treatment; M, male; NR, no response to treatment.
a Time course of the lesions.
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hygiene or inappropriate use of soaps, makeup-removing 
solutions, and creams.4,6

In conclusion, we present a new patient with follicular 
spicules on the face, with the presence of Demodex on 
histological study. We consider there to be a proven 
causative relationship because of clinical resolution after 
the application of permethrin.
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Cutaneous Sclerosing Perineurioma
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To the Editor:
The perineurium is a structure that surrounds and 

protects nerve fascicles, and is formed of groups of flattened 
cells well organized into 1 or more layers. These cells are 
characterized by expression of epithelial membrane antigen 
(EMA), vimentin, collagen IV, laminin, and CD99, 
and they are negative for S-100 and neurofilaments. 
Ultrastructurally, they present pyknotic vesicles, elongated 
cytoplasmic processes with a discontinuous basal lamina, 
scattered intermediate filaments, and rudimentary 
intercellular junctional complexes. Perineurioma is a rare, 
benign neoplasm first described in 1978.1 It is derived from 
the perineural cells in the absence of other elements of the 
nerve sheath. There are 2 main variants, intraneural and soft-
tissue perineurioma, which share cytologic, ultrastructural, 
and immunohistochemical features with perineural cells, 
but present significant clinical and histological differences. 
Recently, a third variant called cutaneous sclerosing 
perineurioma has been described; this tumor typically 
affects the fingers and palms of young patients.

We present the case of a 54-year-old woman with no 
past history of interest. She was seen for a common wart 

on the palm of the right-hand, which had been treated by 
electrocoagulation. On examination, 2 fibrous papules of 
3 mm diameter were also observed on the palmar surface 
of both thumbs (Figure 1). The patient stated that they 
had been present for more than 20 years and that she had 
not sought medical care because they were stable and 
asymptomatic. Excision biopsy of the 2 papules showed 
similar findings: a well-defined but nonencapsulated 
proliferation formed of nodules (Figure 2) that, on 
greater magnification, showed a concentric (onion skin) 
pattern of spindle-shaped cells and a few epithelioid 
cells, with no atypia, in a dense collagen stroma (Figure 
3A). Immunohistochemical analysis showed similar 
patterns in the cells making up the 2 nodular whorls, with 
intense EMA (Figure 3B) and vimentin expression. The 
other antibodies studied—cytokeratins, S-100, smooth-
muscle actin, desmin, CD31, CD34, and factor XIIIa—
were negative. The diagnosis was of multiple cutaneous 
sclerosing perineurioma.

Cutaneous sclerosing perineurioma is a benign tumor first 
described in 1997 by Fetsch and Miettinen.2 Approximately 
40 cases have been reported in the English-language 


