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Background: Blood eosinophilia is often associated with various dermatoses, such as atopic eczema, urticaria, drug eruption, bullous 
pemphigoid, and hypereosinophilic syndrome (HES). Differential diagnosis is very challenging due to the similarities of clinical and 
pathological characteristics.
Purpose: To investigate and analyze the clinical characteristics of dermatoses associated with blood eosinophilia (DABE) to further 
optimize disease management.
Patients and Methods: We conducted a retrospective analysis on 397 DABE patients with blood absolute eosinophil count (AEC) 
greater than or equal to 0.5×109/L. Clinical characteristics, laboratory values, treatment course, and associated diagnoses were 
evaluated. All DABE patients were grouped based on the severity of eosinophilia as mild group (0.5 ≤ AEC×109/L < 1.5), moderate 
group (1.5 ≤ AEC×109/L < 3), and severe group (AEC×109/L ≥ 3).
Results: Our study revealed three distinct patterns: (1) Mild eosinophilia associated with localized skin lesions, atopic history, mildly 
elevated total serum IgE level, diagnosed with eczema/dermatitis, and frequent antihistamines use. (2) Moderate eosinophilia has the 
characteristics of both mild group and severe group. (3) The severe eosinophilia group had a high proportion of elderly people without 
atopic history, but with acute onset, generalized skin lesions, and high level of lactate dehydrogenase, and the majority of them were 
diagnosed with systemic diseases (HES or tumor).
Conclusion: We summarize the clinical rules of dermatoses associated with blood eosinophilia, hoping to facilitate the diagnosis and 
treatment for patients.
Keywords: eosinophilia, diagnosis, eczema, psoriasis, drug eruption

Introduction
Eosinophils have a wide range of biological functions and play an important role in anti-infection, inflammatory 
response, anti-tumor, and tissue damage and repair.1,2 Eosinophils enter the blood circulation after maturation in the 
bone marrow. There are no eosinophils in normal skin tissue, and eosinophils are recruited from peripheral blood to skin 
tissue only when inflammation occurs.3 Most dermatoses associated with blood eosinophilia (DABE) belong to allergy- 
related skin diseases, such as atopic eczema, contact dermatitis, urticaria, prurigo, and drug eruption; Second, blood 
eosinophilia can also be seen in parasitic infections and autoimmune bullous diseases. The skin is also the first and most 
commonly affected organ of hypereosinophilic syndrome (HES).4,5

It is estimated that for every additional eosinophil in the blood, there is a corresponding increase of 100 eosinophils in 
the tissue.6 Potential mechanisms leading to eosinophilia are divided into primary intrinsic mechanisms and secondary 
reactive mechanisms.7,8 The clonal expansion of eosinophils mediated by FIP1L1-PDGFRA (F/P) fusion gene belongs to 
the primary disease, while the secondary eosinophilia is mainly caused by eosinophilopoietic cytokines (IL-3, IL-5 and 
GM-CSF).7,9 The continuous increase of eosinophils can secrete a series of cytotoxic mediators, such as eosinophil 
cationic protein (ECP), eosinophil-derived neurotoxin (EDN), and eosinophil peroxidase (EPO), leading to multiple 
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organ damage and possibly life-threatening.10 However, the evaluation and treatment of dermatoses with blood eosino
philia is challenging because of the significant clinical and histopathological overlap between different DABE diseases.

In this study, we divided DABE patients into three groups according to blood absolute eosinophil count (AEC) levels: 
mild eosinophilia group, moderate eosinophilia group, and severe eosinophilia group, and summarized the demographics, 
clinical characteristics, laboratory results, related diagnoses, and treatments, hope to help the differential diagnoses of 
DABE patients to further optimize disease management.

Methods
This is a retrospective cross-sectional study, including all inpatients with AEC greater than or equal to 0.5×109/L who 
visited the Department of Dermatology, Southwest Hospital of Army Military Medical University from January 2018 to 
January 2023. Since eosinophilia associated with dermatoses is usually not very high, the categorization used for HES 
does not make sense and important information in the mild to moderate group might have been overlooked.11 According 
to the degree of elevated blood AEC, patients were divided into the mild eosinophilia group (0.5 ≤ AEC×109/L < 1.5), 
moderate eosinophilia group (1.5 ≤ AEC×109/L < 3), and severe eosinophilia group (AEC×109/L ≥ 3). Electronic 
medical records were reviewed for all cases, and data collected included demographics, patient history, clinical 
manifestations, laboratory results, diagnoses, and treatment. The Ethics Committee of Southwest Hospital of Army 
Medical University approved this study (KY2023100). Patient consent is not required for this retrospective study. The 
study conformed to the ethical guidelines of the Declaration of Helsinki.

Statistical analyses were performed using SPSS Statistics (V22; IBM SPSS Corp., Armonk, NY, USA). All tests were 
considered significant at P < 0.05. The Kruskal–Wallis test was used to analyze variations in the age, duration of 
eosinophilia, serum total Immunoglobulin.E (IgE) values, and lactate dehydrogenase (LDH) values in different groups. 
Categorical data were analyzed using chi-square test or Fisher’s exact test, including sex ratios, medical history ratios, 
clinical manifestations (prevalence of pruritus, distribution of lesions, ratio of lesion types), diagnostic rates, and drug use 
rates.

Results
Demographics and History
A total of 397 DABE patients (267 males, 67.3%; median 59 years, range:45–70 years) were included and grouped 
according to blood AEC: mild eosinophilia, 0.5 ≤ AEC < 1.5 (n = 292, 73.6%); moderate eosinophilia, 1.5 ≤ AEC < 3 (n 
= 70, 17.6%); severe eosinophilia, AEC ≥ 3 (n = 35, 8.8%, Table 1).

There were statistically significant differences in the age distribution (P = 0.012) and the proportion of atopic 
history (P < 0.001) among the three groups. The severe eosinophilia group had a higher proportion (23/35, 71.5%) of 
old patients and a lower proportion (1/35, 2.9%) of atopic history. 18.2% (66/397) of the patients had lesions 
associated with elevated blood eosinophils due to drug exposure. The proportion of drug sensitization in the severe 
eosinophilia group (10/35, 32.3%) was higher than that in the other two groups, but the difference was not statistically 
significant (P = 0.076). The severe group had the shortest duration of eosinophilia compared with the mild and 
moderate groups (P = 0.005, Table 1).

Clinical Manifestations
Almost all DABE patients (383/397, 96.5%) exhibited pruritus symptoms, which were independent of blood eosinophil 
levels (P = 0.549). Localized skin lesions were more common in the mild eosinophilia group, while generalized skin 
lesions were observed in the moderate and severe eosinophilia groups (P < 0.001). The morphological spectrum of skin 
lesions in DABE patients was wide, and the most common lesions were erythema (348/397, 87.7%) and papules (208/ 
397, 52.4%). The incidence of skin vesicles was significantly higher in the moderate eosinophilia group than in the 
mild and severe groups (P = 0.03, Table 2). The incidence of other lesion types was independent of blood eosinophil 
levels.
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Laboratory Results
We selected two blood parameters, serum total IgE and LDH, to analyze their association with blood eosinophilia. Serum 
total IgE was elevated in 68.4% (132/193) of DABE patients, and LDH levels were elevated in 27.7% (67/242) of DABE 
patients. In the mild eosinophilia group, the serum total IgE median was significantly lower than those in the other two 
groups (P < 0.001). In contrast to mild and moderate groups, elevated LDH was more common in the severe group, and 
their LDH levels were also higher (P < 0.001, Table 3).

Table 1 Demographic and Historical Characteristics in the Study Groups

Characteristics Total n=397 
(100%)

Mild Eosinophilia 
0.5 ≤ AEC×109/L 

< 1.5 n=292 (73.6%)

Moderate 
Eosinophilia 1.5≤ 

AEC×109/L < 3 n=70 
(17.6%)

Severe 
Eosinophilia 

AEC×109/L ≥ 3 
n=35 (8.8%)

P

Male, n (%) 267 (67.3%) 189 (64.7%) 53 (75.7%) 25 (71.4%) 0.183
Age, M (P25, P75), y 59 (45,70) 57 (44,69) 64 (47,72) 62 (48,69) 0.148

Age group, n (%)
3–18 y 25 (6.3%) 22 (7.5%) 2 (2.8%) 1 (2.9%) 0.239
19–60 y 177 (44.6%) 137 (46.9%) 31 (44.3%) 9 (25.7%) 0.058

>60 y 195 (49.1%) 133 (45.5%) 37 (52.9%) 25 (71.4%) 0.012
History of drug allergy, n (%)

Yes 66 (18.2%) 43 (16.0%) 13 (20.3%) 10 (32.3%) 0.076

No 297 (81.8%) 225 (84.0%) 51 (79.7%) 21 (67.7%)
History of atopic diseases, n (%)

Yes 171 (43.1%) 141 (48.3%) 29 (41.4%) 1 (2.9%) <0.001
No 226 (56.9%) 151 (51.7%) 41 (58.6%) 34 (97.1%)

Duration of eosinophilia, 
months

12 (1,48) 12 (1,48) 6.5 (1,54) 3 (0.66,8) 0.005

Note: In the column of P in the table, bold indicates statistical significance. 
Abbreviations: y, years; AEC, absolute eosinophil count.

Table 2 Clinical Manifestations in the Study Groups

Clinical Manifestations Total n=397 
(100%)

Mild Eosinophilia 0.5 
≤ AEC×109/L <1.5 

n=292 (73.6%)

Moderate Eosinophilia 
1.5 ≤ AEC×109/L <3 

n=70 (17.6%)

Severe 
Eosinophilia 

AEC×109/L ≥ 3 
n=35 (8.8%)

P

Pruritus, n (%)
Yes 383 (96.5%) 283 (96.9%) 66 (94.3%) 34 (97.1%) 0.549

No 14 (3.5%) 9 (3.1%) 4 (5.7%) 1 (2.9%)
Lesions distribution, n (%)

Localized 224 (56.4%) 205 (70.2%) 13 (18.6%) 6 (17.1%) <0.001
Generalized 173 (43.6%) 87 (29.8%) 57 (81.4%) 29 (82.9%)

Lesions morphology, n (%)
Erythema 348 (87.7%) 250 (85.6%) 65 (92.9%) 33 (94.3%) 0.133

Papules 208 (52.4%) 157 (53.8) 40 (57.1%) 16 (45.7%) 0.54
Scales 67 (16.9%) 44 (15.1%) 12 (17.1%) 11 (31.4%) 0.051

Blisters 58 (14.6%) 35 (13.0%) 17 (24.3%) 6 (17.1%) 0.03
Lichenification 56 (14.1%) 40 (13.7%) 9 (12.9%) 7 (20.0%) 0.575
Erosion 26 (6.5%) 21 (7.2%) 4 (5.7%) 1 (2.9%) 0.746

Wheal 19 (4.8%) 16 (5.5%) 1 (1.4%) 2 (5.7%) 0.347

Note: In the column of P in the table, bold indicates statistical significance. 
Abbreviation: AEC, absolute eosinophil count.
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Then, we were interested in whether increased blood eosinophilia corresponded to eosinophilic infiltration in the skin 
and bone marrow. Histopathological examination of skin biopsies showed cutaneous eosinophilic infiltration in 71.9% 
(105/155) patients. There was no significant difference in skin eosinophil infiltration among the three groups (P = 0.629). 
The most common histopathologic characteristics are spongiosis and hyperplasia. Bone marrow biopsy histopathology 
showed that 93.2% (41/44) of DABE patients were accompanied by bone marrow eosinophil infiltration, and most of 
them were from the moderate or severe eosinophilia groups (Table 3). Screening for the F/P fusion gene, which has been 
associated with HES, was negative in 2 patients. For the immunophenotype analysis of peripheral blood lymphocytes, no 
abnormal T and B lymphocytes were found in all 3 patients.

Diagnosis
The most common diagnosis in DABE patients was eczema/dermatitis (207/397, 52.1%), followed by drug eruption (66/ 
397, 16.6%), systemic disease (50/397, 12.6%) including HES or tumor, autoimmune bullous diseases (34/397, 8.6%), 
psoriasis (23/397, 5.8%), and other diseases (17/397, 4.3%). The diagnosis of eczema/dermatitis was dominant in the 
mild eosinophilia group (P < 0.001), while the diagnosis of systemic disease (HES or tumor) was more common in the 
severe eosinophilia group (P < 0.001, Table 4).

Treatment
In this study, we also evaluated the response to therapeutic drugs in three groups with elevated blood eosinophils. 
Glucocorticoids (370/392, 93.2%) were the most commonly used drug to treat DABE, followed by antihistamines (322/ 
397, 81.1%), immunosuppressants (129/392, 32.5%), antibiotics (14/392, 3.5%), retinoids (14/392, 3.5%), biologics (5/ 
392, 1.3%), other drugs (7/392, 1.8%). In the mild eosinophilia group, the usage rate of antihistamines was significantly 
higher than that in the moderate and severe groups (P = 0.032), while the usage rate of antibiotics was opposite (P < 
0.001, Table 5). There was no statistically significant difference in the usage rate of other drugs among the three groups.

Table 3 The Laboratory Results in the Study Groups

Laboratory Results Total n=397 (100%) Mild Eosinophilia 0.5 
≤ AEC×109/L <1.5 

n=292 (73.6%)

Moderate 
Eosinophilia 1.5≤ 

AEC×109/L <3 n=70 
(17.6%)

Severe 
Eosinophilia 

AEC×109/L ≥ 3 
n=35 (8.8%)

P

Elevated total IgE, n (%)
Yes 132 (68.4%) 87 (63.5%) 28 (75.7%) 17 (89.5%) 0.042
No 61 (31.6%) 50 (36.5%) 9 (24.3%) 2 (10.5%)

Total IgE level, Iu/mL
M (P25, P75) 816 (353, 2375) 519(286, 1520) 1540(707, 4010) 3290(1340, 7075) <0.001

Elevated LDH, n (%)
Yes 67 (27.7%) 20 (12.3%) 27 (47.4%) 20 (87.0%) <0.001
No 175 (72.3%) 142 (87.7%) 30 (52.6%) 3 (13.0%)

LDH level, U/L
M (P25, P75) 463.0 (360.5, 686.0) 424.75 (317.7, 564.5) 463.5 (321.7, 586.0) 538.95 (390.3, 830.7) 0.05

Skin eosinophilia, n (%)
Yes 105 (71.9%) 70 (73.7%) 29 (78.4%) 12 (85.7%) 0.629

No 41 (28.1%) 25 (26.3%) 8 (21.6%) 2 (14.3%)

Bone marrow 
eosinophilia, n (%)

Yes 41 (93.2%) 7 (87.5%) 18 (100.0%) 16 (88.9%) 0.388

No 3 (6.8%) 1 (12.5%) 0 (0.0%) 2 (11.1%)

Note: In the column of P in the table, bold indicates statistical significance. 
Abbreviations: AEC, absolute eosinophil count; IgE, immunoglobulin E; LDH, lactate dehydrogenase.
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Discussion
An elevated level of blood eosinophils may be the first important clue in a laboratory result. We analyzed in detail the 
demographics, clinical characteristics, laboratory results, related diagnoses and treatments in DABE patients. Our results 
demonstrated that blood eosinophil level is associated with different clinical types in DABE patients. Blood eosinophil 
level plus other information such as age, history of atopy, history of drug sensitization, disease duration, distribution of 
skin lesions, and abnormal blood parameters may be helpful for further diagnosis.

Our study revealed three distinct patterns: (1) Mild eosinophilia associated with localized skin lesions, atopic history, 
mildly elevated total serum IgE level, diagnosed with eczema/dermatitis, and frequent antihistamines use. (2) Moderate 
eosinophilia has the characteristics of both mild group and severe group. (3) The severe eosinophilia group had a high 
proportion of elderly people without atopic history, but with acute onset, generalized skin lesions, and high blood LDH 
levels, and the majority of them were diagnosed with systemic diseases (HES or tumor) (Figure 1).

The predominance of eosinophils in eczema is not surprising since T helper 2 (Th2) lymphocytes always induce the 
recruitment of eosinophils in inflamed areas.12 Dermatological results showed that eosinophil activation and toxic 
granule protein deposition were involved in the acute and chronic lesions of atopic eczema.13 Cetinkaya et al suggested 
that transient, mild eosinophilia in children is associated with atopic eczema, whereas persistent, severe eosinophilia may 
be associated with congenital immune deficiency.14 This is similar to our data, where patients under the age of 18 were 
mostly clustered in the mild eosinophilia group and were diagnosed with eczema. Our results also show that atopic 
eczema is often related to mild blood eosinophilia, and this relation is more pronounced when accompanied by atopic 
history and mildly elevated serum total IgE.15

Table 4 Final Diagnoses in the Study Groups

Diagnoses, n (%) Total n=397 
(100%)

Mild Eosinophilia 0.5 
≤ AEC×109/L <1.5 

n=292 (73.6%)

Moderate 
Eosinophilia 1.5 ≤ 

AEC×109/L <3 n=70 
(17.6%)

Severe 
Eosinophilia 

AEC×109/L ≥ 3 
n=35 (8.8%)

P

Eczema/Dermatitis 207 (52.1%) 190 (65.1%) 15 (21.4%) 1 (2.9%) <0.001
Drug eruption 66 (16.6%) 43 (14.7%) 13 (18.6%) 10 (28.6%) 0.103

Systemic diseases 50 (12.6%) 5 (1.7%) 27 (38.6%) 19 (54.2%) <0.001
Autoimmune bullous diseases 34 (8.6%) 21 (7.2%) 10 (14.3%) 3 (8.6%) 0.175
Psoriasis 23 (5.8%) 22 (7.5%) 1 (1.4%) 0 (0.0%) 0.052

Other 17 (4.3%) 11 (3.8%) 4 (5.7%) 2 (5.7%) 0.582

Note: In the column of P in the table, bold indicates statistical significance. 
Abbreviation: AEC, absolute eosinophil count.

Table 5 Treatment in the Study Groups

Treatment, n (%) Total n=397 
(100%)

Mild Eosinophilia 0.5 
≤ AEC×109/L <1.5 

n=292 (73.6%)

Moderate Eosinophilia 
1.5 ≤ AEC×109/L <3 

n=70 (17.6%)

Severe 
Eosinophilia 

AEC×109/L ≥ 3 
n=35 (8.8%)

P

Glucocorticoids 370 (93.2%) 273 (93.5%) 65 (92.9%) 32 (91.4%) 0.841

Antihistamines 322 (81.1%) 244 (83.6%) 55 (78.6%) 23 (65.7%) 0.032
Immunosuppressants 129 (32.5%) 89 (30.5%) 29 (41.4%) 11 (31.4%) 0.212

Antibiotics 14 (3.5%) 3 (1.0%) 7 (10.0%) 4 (11.4%) <0.001
Retinoids 14 (3.5%) 14 (4.8%) 0 (0.0%) 0 (0.0%) 0.093
Biologics 5 (1.3%) 3 (1.0%) 1 (1.4%) 1 (2.9%) 0.398

Other 7 (1.8%) 7 (2.4%) 0 (0.0%) 0 (0.0%) 0.52

Note: In the column of P in the table, bold indicates statistical significance. 
Abbreviation: AEC, absolute eosinophil count.
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The skin is one of the organs most commonly affected by adverse drug reactions (ADRs). Eosinophils play a key role 
in drug-induced lesions.16 The incubation period for drug exposure can vary from days to years. Correspondingly, the 
duration of drug eruption includes acute exacerbation and chronic relapse. Our study showed that 16.6% (66/397) of the 
patients had lesions and different degrees of elevated blood eosinophils due to drug exposure. The incidence of drug 
sensitization was 14.7%, 18.6%, and 28.6% in the mild, moderate, and severe eosinophilia groups, but there was no 
statistical difference among the three groups. Severe eosinophilia with organ damage of the heart, liver, and kidney is 
associated with more serious systemic adverse drug reactions, such as drug eruption with eosinophilia and systemic 
symptoms (DRESS).17 Similar to the study of Yang et al, we suggested that the circulating eosinophil count was 
positively correlated with the severity of drug eruption, and the circulating eosinophil count could also be a prognostic 
indicator of drug eruption.18 Therefore, any patient with unexplained eosinophilia must obtain a detailed medication 
history.

Mild Eosinophilia Moderate Eosinophilia Severe Eosinophilia

Yes

Blood AEC

Age

Atopic

Drug Allergy

≤ 60 years 60 years

No

Eczema/Dermatitis
Mild drug eruption
Psoriasis
Parasitic infection

Yes / No

Duration Chronic Acute

Symptom Pruritus

Distribution Localized Generalized

Morphology Polymorphism (Erythema / Papules / Scales / Blisters / Lichenification / Wheal)

Laboratory 
results

IgE IgE 

LDH 

Biopsy of skin and bone marrow 
FIP1L1-PDGFRA fusion gene screening
Blood lymphocyte immunophenotype analysis 

LDH (-) LDH 

Diagnosis
Eczema/Dermatitis
Autoimmune bullous
Systemic diseases

Systemic diseases
Severe drug eruption

Figure 1 The characteristics of demographics, history, lesion manifestation, examination, and diagnoses in DABE patients with mild, moderate, and severe blood 
eosinophilia. (-) The laboratory result was negtive. ↑The laboratory result was mildly elevated. ↑↑ The laboratory result was dramatically elevated. 
Abbreviations: DABE, dermatoses associated with blood eosinophilia; IgE, immunoglobulin E; LDH, lactate dehydrogenase.
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Although eosinophilia is generally considered to be insignificant in psoriasis, our results showed 22 cases of psoriasis 
with mild eosinophilia, including 14 cases of vulgaris, 5 cases of pustulosa, 3 cases of erythrodermic. Retinoids are the 
first-line drugs for the treatment of psoriasis. Correspondingly, the use of retinoids is clustered in the mild eosinophilia 
group. There are no published reports investigating the overall incidence of eosinophilia associated with psoriasis. In 
psoriasis patients, the number of eosinophils labeled with ECP polyclonal antibody was significantly higher than that in 
healthy controls.19 Sueki et al reported a case of psoriasis vulgaris in which peripheral blood eosinophilia paralleled with 
the Psoriasis Area and Severity Index (PASI) score, and improvement in psoriasis was directly correlated with decline in 
eosinophilia.20 Another study showed that peripheral blood eosinophilia appears to be associated with severe forms of 
psoriasis, such as generalized pustulosa and erythrodermic forms.6 In conclusion, the combination of mild blood 
eosinophilia and psoriasis appears to be a relatively common condition. It would be significant to further investigate 
this association in a larger series of cohorts.

Although parasitic infection is one of the most important causes of eosinophilia,21 only 1% (4/397) of DABE in our 
study were caused by parasitic infection (including 1 case of hookworm infection, 1 case of insect bite dermatitis, 2 cases 
of scabies) and both were from the mild eosinophilia group. It was reported that 1.0% of children with eosinophilia had 
parasitic infections, compared with 4.8% of non-parasitic infections.14 In another study, the frequency of parasitic 
infections in hypereosinophilia was 5.7%.22 Differences between these studies may be strongly related to various 
socioeconomic levels. Based on the epidemiological importance of parasitic infection, we suggest that for DABE patients 
with a history of travel to endemic areas and persistent eosinophilia, it is necessary to develop further stool and 
dermatoscopy to detect eggs and parasites.

Peripheral blood eosinophilia has been reported in 61% of bullous pemphigoid (BP) cases and 46% of pemphigus 
cases.23,24 In our study, 8.6% (34/397) of DABE patients were diagnosed with autoimmune bullous diseases. Research 
has shown the strong relation between circulating eosinophil counts and the classic phenotype of BP (vesicles and 
erosions).25 There was a positive correlation between the severity of BP and peripheral blood eosinophils in the study of 
Gore Karaali et al.26 Diagnosis of autoimmune bullous disease was mostly in the moderate eosinophilia group through 
semantic connectivity map analysis.27 Unfortunately, we did not detect these patterns, which may be due to the lack of 
enough patients with autoimmune bullous disease in our cohort.

In the severe eosinophilia group, DABE patients were more diagnosed with systemic diseases (HES and tumor), and 
they had a lower proportion with atopic history and a higher proportion of older age. Severe blood eosinophilia was 
associated with higher levels of IgE and LDH. HES is a diagnosis of exclusion, excluding allergies, infections, 
rheumatism, and other diseases.28 In various studies, more than 50% of patients with HES develop pleomorphic skin 
lesions, often delaying diagnosis and treatment.29,30 Khallaayoune et al reported a case diagnosed with BP who showed 
resistance to conventional treatment and persistent eosinophilia, and finally this patient was considered as BP-associated 
HES.31 Patients with HES should be carefully examined, especially bone marrow biopsy, F/P fusion gene, and 
immunophenotyping of peripheral blood lymphocytes. Because HES with the fusion gene is at risk of developing to 
the malignant end, eventually progressing to eosinophilic leukemia. It is worth noting that some HES patients have 
allergies, rhinitis, asthma, and other comorbidities at the same time, which is difficult to distinguish from atopic 
eczema.30

Conclusion
This study could help to better understand the relationship between dermatoses and blood eosinophilia, potentially 
improving diagnoses and treatments for patients. The level of blood eosinophilia corresponds to different dermatoses, and 
careful history and targeted examination are crucial for differential diagnosis.
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