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Facial Spinulate Demodicosis
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Abstract: Hyperkeratotic spicules are rare cutaneous lesions associated with underlying 
systemic illnesses. In more recent times, facial spinulate demodicosis has been suggested as 
an etiological factor. Demodicosis is a common dermatological condition characterized by 
the presence of Demodex mites in the pilocutaneous follicles. This report describes the case 
of a 40-year-old otherwise healthy woman who reported having undetected facial follicular 
spicules as a result of demodicosis. The diagnosis was confirmed by physical examination 
and skin punch biopsy. Initial treatment with 5% permethrin did not resolve the rash. As 
such, 1% Ivermectin was prescribed, after which the rash resolved completely within 3 
weeks. 
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Introduction
Hyperkeratotic spicules are relatively uncommon cutaneous lesions caused by 
various underlying pathologies, such as hypovitaminosis A,1 chronic renal 
failure,2 lymphoma, Crohn’s disease,3 monoclonal gammopathy, or other 
malignancies.4 Owing to their diverse clinical presentation, hyperkeratotic spicules 
have been given multiple names, including filiform hyperkeratosis5 and viral- 
associated trichodysplasia.6,7 Since these lesions are rare and can present with a 
variable clinical picture when coexisting with a systemic illness; as such, a definite 
etiology is not available. The characteristic appearance of a hyperkeratotic spicule 
is a confined area of hyperkeratosis with a column of keratotic material extending 
from the stratum corneum.8 The digitate keratoses represent a group of inherited 
and acquired conditions. The word digitate is used to define a minute fingerlike 
projection. In the current literature, a range of terms are used when describing 
digitate keratoses. These include “acuminate,” “aggregate,” “conical,” “filiform,” 
“music box spine,” “spiked”, and “spiny.” As such, there is no distinct definition of 
the form digitate keratoses take. Digitate keratoses, in itself, is described using 
a variety of terms, including arsenical keratosis, multiple filiform verrucae, post-
irradiation digitate keratosis, spiny keratoderma, phrynoderma, hyperkeratotic spi-
cules, trichodysplasia spinulosa, minute digitate hyperkeratosis, and multiple lichen 
spinulosus. Furthermore, digitate keratoses can be divided into two subgroups: 
localized and generalized.9

The term demodicosis describes a group of cutaneous illnesses caused by 
Demodex mites (natural commensals that live in the hair follicles). Facial spinulate 
demodicosis, which is also referred to as pityriasis folliculorum, describes the 
development of Demodex mites in high numbers within the pilocutaneous follicles 
of the face. Facial infestation of Demodex folliculorum is common and has recently 

Correspondence: Ahmed Zahr Allayali  
Department of Internal Medicine, Umm 
Al-Qura University, Makkah, Saudi Arabia  
Tel +966530041029  
Email ahmedz98@hotmail.com

Clinical, Cosmetic and Investigational Dermatology 2021:14 1211–1214                               1211
© 2021 Zahr Allayali. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms. 
php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the 

work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Clinical, Cosmetic and Investigational Dermatology                              Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 1 July 2021
Accepted: 30 August 2021
Published: 14 September 2021

http://orcid.org/0000-0001-6863-2774
mailto:ahmedz98@hotmail.com
http://www.dovepress.com/permissions.php
https://www.dovepress.com


been added to the list of systemic illnesses that lead to the 
development of hyperkeratotic spicules.10 However, the 
condition remains largely undiagnosed as it is generally 
found in otherwise healthy individuals. This paper 
describes the case of a healthy middle-aged woman who 
had undetected facial follicular spicules as a result of 
Demodicosis. Despite two years of treatment for her con-
dition, no remedy had been found.

Case Report
A 40-year-old woman presented to the JC Dermatology 
Clinic, Jeddah, Saudi Arabia, with a 24-month history of 
dryness/roughness around the right jawline and lower right 
cheek. The patient had previously sought medical assistance 
from several doctors and received multiple topical treatments 
(metronidazole gel, pimecrolimus, and urea-containing 
moisturizers); however, the situation had not improved.

The patient reported with dry skin with numerous 
follicular hyperkeratotic spicules with a rough consistency 
in the anterior aspect of the right jaw and across the mid- 
zone that could be palpated on physical examination 
(Figure 1). During the two years of prior treatment, no 
skin biopsy had been performed, and the treatment plan 
had followed that typically prescribed for rosacea, ie, 
topical drugs. However, this had only slightly improved 
the patient’s condition. Therefore, we performed a skin 
punch biopsy and sent the tissue for pathological analysis. 
A histological inspection of the tissue specimen revealed 
that the epidermis contained noticeable hair follicle dilata-
tion and numerous Demodex mites extruding from the 
surface surrounded by a ring of dense homogeneous eosi-
nophilic hyperkeratotic material.

The patient was initially prescribed a topical applica-
tion of 5% Permethrin cream twice daily; however, 
a three-week follow-up examination revealed only 70% 
improvement with evident follicular spicules (Figure 2). 
As a result, the treatment approach was modified to 1% 
Ivermectin cream (Soolantra) twice daily. The next three- 
week follow-up revealed that the follicular spicules had 
cleared entirely (Figure 3).

Discussion
Demodex mites are common ectoparasites carried by 
mammals. Of the various species of Demodex, D. brevis 
and D folliculorum are the only ones found on human 
skin.11 Notably, the age of the host human determines 
the distribution of Demodex mites in normal human hair 
follicles.12,13 Chen et al14 clinically classified demodicosis 
as primary or secondary. Primary demodicosis refers to the 
lesions that occur in people who do not have an underlying Figure 1 Facial follicular hyperkeratotic spicules on right anterior jaw line.

Figure 2 Facial follicular hyperkeratotic spicules after three weeks of treatment 
with 5% permethrin.

Figure 3 Fully resolved follicular hyperkeratotic spicules after treatment with 1% 
Ivermectin cream for three weeks.
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systemic illness that may impact innate immunity resulting 
in a reduced normal commensal activity, while secondary 
demodicosis occurs in individuals with a systemic condi-
tion leading to immunosuppression or a history of inflam-
matory dermatosis. Chronic renal failure, phototherapy, 
calcineurin inhibitors, topical glucocorticoids, and treat-
ment with epidermal growth-factor-receptor inhibitors are 
all potential causes of secondary demodicosis.15,16

Ayres and Ayres16 documented two types of cutaneous 
lesions linked with D. folliculorum. One of these was 
frequently observed in middle-aged and elderly females 
who used a lot of make-up powder and/or cream but rarely 
used soap to clean their faces. The most prevalent symp-
toms of dermal eruptions were diffuse face erythema, dry 
skin, a rough look with follicular scaling, and a feeling of 
“skin burning or itching.” This combination of symptoms 
is frequently referred to as “Pityriasis folliculorum.” 
The second variant was symptomatically similar to the 
first; however, additional rosacea-like lesions were 
observed.17 Dominey et al17 further described pityriasis 
folliculorum in six patients who reported “irritation or 
burning” in the affected areas. Notably, each patient stated 
that they only used soap and water to wash their faces 
every day, and they did not apply any heavy make-up oil 
or cream. During palpation, the skin had a sandpaper-like 
texture, homogeneous erythema, and blocked follicular 
orifices.17

In other studies, where the patient was receiving hydro-
xyurea for polycythemia, such as Faria et al10 and Boutli 
et al,12 no topical therapy worked for facial Demodex 
spinulosis until the patient stopped taking hydroxyurea. 
Fariña et al10 reported a positive response to the prescrip-
tion of 1% permethrin in their patient. Tamer et al15 also 
recorded a case of Demodex mite infestation with hyper-
keratotic follicular spicules emerging from the trunk, neck, 
and face that responded to treatment.

Certain alternative hyperkeratotic spicular lesions may 
mimic the lesions observed in cases of demodicosis. Trager 
et al18 reported on four individuals with follicular mucinosis 
of the neck and head, which were similar to folliculotropic 
mycosis fungoid. Likewise, Tomasini et al19,20 described 
a subgroup of follicular mycosis fungoides that mimic 
numerous follicular disorders. These lesions were spiky 
and/or keratosis-pilaris-like that represented the primary, 
and almost predominant, clinical manifestation of the fun-
goides; however, these lesions had a favorable prognosis. 
Other rare clinical findings of folliculotropic mycosis fun-
goides were described by Mitteldorf et al21 to include 

follicular hyperkeratosis, referred to as “spikes,” which are 
an early sign of folliculotropic mycosis fungoides. In 1944, 
Heidenström et al4 described follicular hyperkeratotic spi-
cules as a rare, but highly characteristic, dermatosis that is 
associated with multiple myeloma. Subsequently, Tomasini 
et al22 described eruptive ulcerative follicular spicules her-
alding the progression of active multiple myeloma. Another 
entity, the case of multiple minute digitate hyperkeratoses, 
was described by Caccetta et al.9 Multiple minute digitate 
hyperkeratoses is predominantly a non-follicular digitate 
keratosis affecting the trunk and the limbs, while the face 
and palmoplantar surfaces are not affected.

The patient in the current case report was in good 
health and did not wear heavy make-up on a regular 
basis. She cleansed her face daily with soap and water. 
A complete resolution of the condition was achieved only 
after using topical Ivermectin. Lichen spinulosis and 
numerous minute digitate hyperkeratosis are two addi-
tional disorders linked to spinulosis—the former affects 
the face, while the latter has spicule development but no 
follicular involvement. Since lichen spinulosis is an 
uncommon variety of dermatosis with an unknown origin, 
the majority of researchers regard it as a clinically distinct 
form of keratosis pilaris. The most common symptoms of 
this illness are follicular papules with a keratotic horny 
spine gathered in large patches symmetrically throughout 
the extensor surfaces of the neck, face, trunk, and 
limbs.23,24 These lesions present in the form of dilated 
follicular infundibula packed with keratotic plugs as visua-
lized on microscopic inspection. Lichen spinulosis-like 
lesions have been identified in miliary papular syphilis, 
lymphoproliferative diseases, seborrheic dermatitis, and 
individuals who have received thallium, arsphenamine, 
gold thiosulphate, or those who are HIV positive or have 
acne conglobate.25,26

To summarize, this report describes a case of facial 
follicular spinulosis that was discovered during a physical 
examination and verified by a skin biopsy, which revealed 
a large number of follicular mites. The fact that the first 
treatment with 5% Permethrin creams only partially 
removed the spicules further corroborates the pathogenic 
action of Demodex mites. However, a subsequent applica-
tion of 1% Ivermectin cream removed the rash completely.

In conclusion, Pityriasis folliculorum caused by 
Demodex mites is a common dermatological condition 
that many dermatologists are not familiar with; hence, 
the condition is often misdiagnosed or undiagnosed. The 
present case study adds to the growing body of evidence 
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for demodicosis by highlighting its importance in the 
differential diagnosis of facial eruptions in the form of 
follicular spicules.

Consent for Photos and Publication 
and Institutional Approval
The patient provided written consent for photos and pub-
lication of the details of her case on the condition of 
anonymity. Institutional approval was not required to pub-
lish the case.

Disclosure
The author reports no conflicts of interest in this work.
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