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Given the lack of success of standard of care and the clinical 
presentation, particularly the multiple sterile pustules, the clin-
ical diagnosis of EPDL was made. At this point, acitretin 25mg 
daily was started, and full 4-layer compression was continued. 
After eight weeks of treatment, the lesions were improving 
(Figure 1B); however, a bioengineered skin substitute (Apli-
graf®) was applied to accelerate healing. Full epithelialization 
of the wounds was achieved six weeks later (Figure 1C). 

 DISCUSSION
Lanigan et al. first described EPD involvement of the legs7 
(EPDL). They identified EPDL changes in patients with long-
standing atrophic cutaneous damage, especially those with 
history of ulcers. Our patient had underlying skin atrophy 
due to scars of previously healed VLUs. He presented with 
multiple small ulcerations and pustules that resembled white 
lakes, description frequently considered quintessential for this 
condition. This clinical presentation, in the setting of negative 
tissue cultures, is quintessential for the diagnosis of EPDL. 

The success of high-potency topical corticosteroids and topi-
cal calcineurin inhibitors have been reported.2 However, in 
the setting of chronic lower extremity ulceration where com-
pression wrappings are crucial, frequent application of topical 
medications becomes a challenge. Other treatments such as 
photodynamic therapy have conflicting evidence, proven ef-
ficacy in some cases but aggravating EPD in others.8,9 To our 

 INTRODUCTION

Erosive pustular dermatosis (EPD) is a rare inflammato-
ry skin disorder typically of the scalp in older patients 
characterized by crusted erosions, sterile pustules, skin 

atrophy, and scarring alopecia.1-3 However, few cases of leg in-
volvement have been reported.4 EPD of the leg (EPDL) has been 
associated with venous leg ulcers (VLUs), venous insufficiency, 
and skin atrophy.1,5,6 It is rare with less than 20 cases of EPDL 
reported, and management can be challenging.  We describe a 
refractory patient with EPDL and VLU successfully treated with 
an oral retinoid (acitretin) and a bioengineered skin substitute 
(Apligraf®, Organogenesis, Canton, MA) with successful results. 

 CASE REPORT
A man in his 70s presented to our wound clinic complaining 
of multiple ulcerative lesions in his left leg. He had numer-
ous successfully treated VLU in the past; however, the present 
wounds had not healed in over a year of treatment. He re-
ported his wounds were exudating and itchy. Prior treatments 
included compression wraps and topical medications (ie, an-
tibiotic ointments). His past medical history was positive for 
venous insufficiency, VLUs, and Type 2 Diabetic Mellitus. On 
skin examination he had multiple scattered superficial ulcers 
and erosions on the anterior leg surrounded by edematous, 
red/purple, and macerated patches (Figure 1A). Also, numer-
ous small pustules were present, some of them coalescing 
into lakes. Venous studies showed venous insufficiency and a 
tissue culture did not grow any microorganisms.

Erosive pustular dermatosis is a rare inflammatory skin disorder characterized by crusted erosions, sterile pustules, skin atrophy, and 
scarring alopecia. Cases of involvement of lower extremities, with or without scalp lesions, have been scarcely reported in the litera-
ture, and have been denominated Erosive Pustular Dermatosis of the Legs. The disorder usually affects elderly patients associated with 
chronic venous insufficiency and venous dermatitis. Topical corticosteroids and topical calcineurin inhibitors have been reported to be 
effective. On the other hand, several treatments have also failed to achieve appropriate results; hence we present a case of erosive pus-
tular dermatosis of the leg, who was unresponsive to compression and antibacterial ointments, but successfully treated systemically 
with an oral retinoid and locally with the application of a bioengineered bi-layered skin substitute. This condition may be overlooked, 
which represents its low prevalence in literature.
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knowledge, this is the first report of an oral retinoid is used for 
EPDL. Retinoids regulate keratinocyte differentiation and have 
anti-inflammatory properties,10 potential therapeutic target in 
this case. Additionally, the ease of administration simplifies 
the treatment approach.

We also used a bi-layered bioengineered skin substitute consti-
tuted of human foreskin-derived keratinocytes and fibroblasts 
sitting over bovine collagen I matrix.11 This skin substitute is 
FDA approved for treatment of VLUs and DFUs; and with ben-
efit in wounds of other etiologies. 

EPDL should be considered in a patient with erosive and 
ulcerative lesions, especially in the setting of chronic cuta-
neous atrophy induced by VLUs. In our case, the use of an 
oral retinoid, in combination with a skin substitute resulted in 
resolution. 
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FIGURE 1. (A) Left anterior leg with multiple scattered superficial ulcers 
and erosions surrounded by edematous, red/purple, and macerated 
patches. (B) Left anterior leg after the application of the bi-layered 
bioengineered skin substitute. (C) Left anterior leg fully healed fourteen 
weeks after starting acitretin and six weeks following the application of 
the bioengineered skin substitute.
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