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ABSTRACT

Disseminate and recurrent infundibulofolliculitis (DRIF) is a pruritic papular eruption that predominantly affects young adults with
Fitzpatrick skin types 4-6. Due to DRIF's rarity and underrecognition, no standardized treatment guidelines exist. However, several oral
agents have been used, including vitamin A, antibiotics, and retinoids. Topical agents, such as calcineurin inhibitors and mid-potency
steroids, can also be efficacious. This brief communication summarizes treatments for DRIF in the published literature.
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isseminate and recurrent infundibulofolliculitis (DRIF)
D is a rare skin condition of unknown etiology first

reported by Hitch and Lund in 1968." In our clinical
practice, we have encountered this condition infrequently,
but it poses a significant therapeutic challenge. Characterized
by skin-colored follicular papules on the trunk and proximal
extremities, DRIF is more prevalent among young men of
African descent and those with Fitzpatrick skin types 4-6." The
papules are pruritic and can demonstrate trichosis and become
pustular.”® DRIF is often self-limiting; however, the pruritic
component can be bothersome.

The etiology of the condition is not known, and it is often
misdiagnosed or underrecognized as a clinical entity. However,
the pathophysiology is similar to other folliculitis disorders
with an inflammatory infiltrate affecting the infundibulum.'?
As a consensus is lacking on standardized treatment of DRIF,
clinician preference often drives treatment. The aim of this brief
communication is to summarize effective treatments for DRIF

METHODS

A search was conducted using the PubMed database.
The following keywords were searched in batch phrases:
disseminate, recurrent, infundibulofolliculitis, and treatment.

A variety of treatments have been used and have demonstrated
success at alleviating DRIF symptoms (Table 1)."°
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DISCUSSION

Treatment of DRIF remains widely anecdotal. Oral vitamin
A and isotretinoin can be efficacious due to their promotion
of decreased follicular turnover and slower keratinization.?¢8
A combination of oral vitamins A and E appears to have
beneficial outcomes as well. However, oral retinoids are often
limited by their systemic side effects and resultant laboratory
abnormalities. Although topical retinoids have not been trialed
in literature, we contend that they would likely also be beneficial
given similar mechanisms of action.

Alternative treatments with smaller sample sizes include light
therapy, topical steroids, and topical calcineurin inhibitors.
Narrow-band ultraviolet B therapy and methoxypsoralen plus ul-
traviolet A therapy(PUVA) promote altered cytokine expression,
which can result in apoptosis and increased immunosuppression
of Langerhans cells. Both topical steroids and calcineurin-based
inhibition promote decreased inflammation and irritation. An-
tibiotics with added anti-inflammatory properties can reduce
DRIF-associated infundibular swelling.’*™

With only a handful of DRIF cases documented, knowledge
regarding disease maintenance and time course for treatment
is limited. However, improvement typically occurs within 4 to
8 weeks. Relapse can occur, and it is unclear based on existing
literature if repeat treatment with the same modality or adjunct
therapy is necessary.

Ultimately, DRIF remains an uncommon and underdiagnosed
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Summary of DRIF Treatment Methods from Past Research Studies

Shakoei et al. Case Report 1 Oral doxycycline 100 mg QD
Owen and Wood? Case Series 5 Oral vitamin A 50,000 units BID
PUVA: oral 8-methoxypsoralen then
ultraviolet A exposure 2 hours later (start at
Ravikumar et al.® Case Report 1 2 J and increase slowly to 8 J). Initial treat-
ment three times a week. After 3 weeks,
treatment twice a week for maintenance
Fluocinonide cream (0.05%) QD.
Hinds and Heald* Case Report 1 After 2 months, fluocinonide cream
once a week for maintenance
Narrow-band ultraviolet B
H 5
Nair et al. Case Report ! and topical tacrolimus (0.1%)
Calka et al.® Case Report 1 Oral isotretinoin 0.5 mg/kg QD
. Oral isotretinoin 10 mg QD for 15 days,
7
Aroni et al. Case Report ! then 30 mg QD for 2 months
Aroni et al.8 o 1 Oral isotretinoin 0.6 mg/kg QD
for 4 months
Diphenhydramine hydrochloride
Thew and Wood?® Case Report 1 50 mgTID and triamcinolone cream
(0.025%) locally
Patient 1: Methdilazine
hydrochloride 8 mg BID
Hitch and Lund™ Case Report 2

Patient 2: Trimeprazine and methdilazine
hydrochloride (unspecified dose)

Significant improvement in pruritus and
pustular lesions after 3 months

Significant subjective and objective
improvement after 4 to 8 weeks

Significant improvement in lesions after 3 weeks

Significant improvement in lichenification,
pruritus, papules, and pustules after 2 months

Moderate improvement after 8 weeks

Significant improvement in lesions
after 3 months

Remission after 45 days

Remission after 4 weeks

Significant improvement after 3 weeks.
Two subsequent flares over following year;
both spontaneously self-resolved

Patient 1: Asymptomatic after 2 weeks.
Complete resolution after 5 months

Patient 2: Questionable benefit
but asymptomatic after 5 months

Legend: QD = Everyday, BID =Twice Daily, TID =Thrice Daily

disorder. A question that should arise in clinicians’ minds when
they encounter a patient with DRIF is whether the condition
requires treatment. Factors such as the severity of the patient’s
DRIF and its impact on the patient’s quality of life should be
considered due to the often benign and self-limiting course
of the condition.? Systemic therapies should be reserved for
prolonged or recalcitrant disease.

This brief communication summarizes effective treatments for
disseminate and recurrent infundibulofolliculitis and highlights
a barrier to standardizing DRIF treatment. DRIF is often under
recognized, and identification is paramount for efficacious
treatment. Clinicians should be aware that this skin condition
can spontaneously resolve and the variety of modalities
available for treatment.
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