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Chronic vegetative lesions in both subtypes 
reveal hyperkeratosis, acanthosis, papillomatosis 
and a suprabasal cleft with eosinophils. Direct 
immunofluorescence shows IgG deposits usually 
associated with C3 on the keratinocyte cell surface; 
however, coexistence of IgA anti‑Dsg3 antibodies has 
also been described.[6] Systemic corticosteroids are 
considered the mainstay of treatment of pemphigus 
vegetans. Adjuvant immunosuppressants and 
immunomodulatory agents including azathioprine, 
cyclophosphamide, cyclosporine, intravenous 
immunoglobulin, nicotinamide with tetracycline, 
dapsone, and retinoids may be required to enhance 
the treatment response.[2] Our patient responded well 
to oral prednisolone and azathioprine, consistent 
with the expected clinical behavior of Hallopeau 
type. The present case was unusual as the lesions 
were non‑flexural in distribution and oral mucosa 
was not involved. The eosinophilic microabscesses 
seen on histopathology corresponded to the pustules 
in the periphery of the hypertrophic plaques, 
thereby confirming the diagnosis of pemphigus 
vegetans (Hallopeau type).
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Extrafacial rosacea with 
predominant scalp involvement

Sir,
Extrafacial rosacea is infrequent. It usually 
accompanies the most serious cases of rosacea, but 
may also appear with only mild facial lesions.[1]

A 42‑year‑old male presented with a 4‑day history of 
pruritic lesions on the scalp and cheeks. There was 
history of similar outbreaks in the past 3 years with 
worsening of lesions on sun exposure. He had not 
received any oral or topical treatment for the condition. 
There were no ocular symptoms. Examination revealed 
multiple tiny papules and non‑follicular pustules 
coalescing into an erythematous plaque over the scalp 
and cheeks [Figure 1a and b]. Microbiological culture 
of pustules were sterile. Biopsy of the scalp lesion 
revealed non‑caseating epithelioid granulomas in the 
dermis, solar elastosis and Demodex folliculorum in 

some hair follicles [Figure 2]. Based on the clinical 
and histological features, a diagnosis of extrafacial 
rosacea with predominant scalp involvement was 
made. Oral doxycycline, 100 mg daily and topical 
metronidazole were administered for 20 days 
with marked improvement, leading to remission 
in 6 weeks [Figure 3a and b]. In addition, rosacea 
improved with daily use of sunscreen. The patient 
was followed up for 6 months without relapse. He 
has sometimes needed to use topical metronidazole 
since.

Rosacea is a common, chronic inflammatory entity 
with a wide range of clinical features such as 
telangiectasias, papules, pustules and erythema 
primarily affecting the “T‑zone” (forehead and nose) 
and cheeks. It is more frequent in pale‑skinned 
people, affecting up to 5% of the North American 
Caucasian population even though any ethnicity may 
be affected. Pathogenesis remains uncertain. Several 
factors have been implicated such as disorders 


