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ABSTRACT

Background: Canine eosinophilic folliculitis is a dermatological disease of acute onset with development of erosive to 
ulcerative papular lesions, especially on the nasal bridge, that may cause severe skin abnormalities leading to discomfort 
and pain to the patient. The aim of this report was to characterize a case of a canine eosinophilic folliculitis with papular, 
ulcerative and crusting dermatitis on the nasal bridge, papules on eyelid and pinna, with confirmed diagnosis based on 
aspiration cytology, history and response to immunosuppressive therapy with glucocorticoid.
Case: An 1-year-old intact Daschund was attended showing an acute onset (over 4 h) of generalized urticarial reaction 
and nonpruriginous lesion at the muzzle with mild serosanguineous exudate, which persisted for 96 h when the dog was 
evaluated. It was observed a papular and ulcerative dermatitis with serosanguineous exudate and hematic crusts at nasal 
bridge, papules measuring 2 mm in diameter in the medial and lateral canthus of the left eyelid, ulcerative papule with 
hematic crust in the border of left ear pinna, multifocal papules on the skin, dyskeratosis and generalized hair loss. The 
patient was anesthetized for blood sampling (CBC and serum biochemistry), lesions fine-needle aspiration, scraping and 
imprint for cytological examination, bacterial culture and nasal turbinates radiography. Fragments for histopathological 
evaluation were also collected. Erythrogram and platelet evaluation were unremarkable. Leukogram revealed leukocytosis 
(neutrophilia, lymphocytosis, monocytosis and eosinophilia). Serum biochemistry revealed hyperalbuminemia and discrete 
hyperproteinemia; values of alanine aminotransferase, creatinine and globulins were within normal range. In cytological 
examination, intense cellularity was observed with predominance of eosinophils (60%), neutrophils (35%), macrophages 
performing cytophagocytosis (5%) and degenerated cells. There was no bacterial growth within 48 h after incubation of 
nasal bridge lesion swab. There were no abnormalities identified at radiographic evaluation of nasal turbinates. As the 
patient was already with antibiotic therapy and steroidal anti-inflammatory, it was opted to maintain it, since interrup-
tion between the day of examination and laboratory results could cause more prejudice than benefit, corticosteroid dose, 
however, was readjusted (prednisone 2 mg/kg/per os/every 24h). After 1 week of treatment the owner reported significant 
improvement of clinical signs without any further complaint.
Discussion: Typically, type I hypersensitivity reactions such as insect bites do not exceed clinical signs of erythema, local 
edema and pruritus, with spontaneous remission of clinical signs within few hours after exposure to the antigen. Eosino-
philic folliculitis, however, may cause more severe clinical alterations, such as pain, apathy and hyporexia. Nasal bridge 
is the predominant site described to be affected in cases of eosinophilic folliculitis, being auricular pinna, thorax and limbs 
considered atypical presentations which can delay proper diagnosis, since in endemic regions for diseases such as visceral 
leishmaniasis, infectious etiology may be listed first. Differential diagnosis also includes superficial pyoderma, juvenile 
cellulitis, pemphigus foliaceus and pharmacodermia. The case described in this report emphasize the importance of an 
accurate diagnosis as well as an early and adequate treatment in order to promote satisfactory response. Also, highlights 
inadequate use of antimicrobials as a direct consequence of lack of laboratorial investigation.
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INTRODUCTION

Eosinophilic folliculitis or canine eosinophilic 
furunculosis (CEF) is an acute dermatological con-
dition associated with a hypersensitivity reaction to 
arthropods (mosquitoes, bees or spiders) and usually 
manifests with lesions in the nasal bridge (erythema, 
papules, crusts, ulcers), however, it can affect regions 
like periocular [8], axillary, limbs, chest and lips [6].

Physical examination and anamnesis informa-
tion are usually sufficient to confirm the disease, ho-
wever, cytological and histopathological examination 
are indicated for definitive diagnosis [3].

The objective of this report was to characterize 
the clinical presentation, evolution and response to tre-
atment in a canine patient with CEF, detailing comple-
mentary exams used for diagnostic confirmation. Also, 
it highlights inadequate use of antimicrobials without 
appropriate confirmation of bacterial involvement.

CASE

A 1-year-old canine male patient, Daschund, 
was attended with history of generalized urticarial 
reaction and nonpruritic lesions in the muzzle with 
mild serosanguinolent exudate.

The condition had an acute onset with derma-
tological signs progressing over a 4 h period, lasting 
for 96 h, time of the consultation. Sensitivity and 
discomfort with worsening of clinical signs was also 
reported. The patient lived in a rural environment, 
with a canine cohabitant without similar signs and had 
sporadic contact with stray felines from neighboring 
properties. Initially, treatment with prednisone1 [0.6 
mg/kg/per os/every 24 h] and cephalexin2 [18 mg/kg/
per os/every 12 h] and after 72 h, no improvement of 
clinical signs was observed.

On physical examination, it was identified pa-
pular and ulcerative dermatitis with serosanguinolent 
exudate and hematic crusts in the nasal bridge, papules 
measuring 2 mm in diameter in the nasal and temporal 
cantus of the left eyelid (Figure 1A), ulcerative papule 
with hematic crust on the edge of the left auricular pin-
na (Figure 1B) and multifocal papules and dyskeratosis 
with generalized hair loss.

After the patient was anesthetized with propo-
fol3 [4 mg/kg/intravenously] associated with midazo-
lam3 [0.2 mg/kg/intravenously], blood samples were 
collected for CBC and serum biochemistry. Lesion 
samples were acquired with sterile cotton swabs and 

stored in Stuart media4 for transport and bacterial 
culture. Scraping, imprinting and swab scarification 
were made for cytological examination. Finally, nasal 
turbinates radiography was performed.

Two fragments were collected for histopatho-
logical analysis, however, the samples were considered 
insufficient for processing. Erythrogram and platelet 
values were within reference range. Leukogram re-
vealed leukocytosis 21,800 mm3 (reference 6,000 to 
17,000 mm3), neutrophilia 13,952 mm3 (reference 
3,000 to 11,500 mm3), lymphocytosis 5,014 mm3 (re-
ference 1,000 to 4,800 mm3), monocytosis 872 mm3 
(reference 0 to 850 mm3) and eosinophilia 1,962 mm3 
(reference 0 to 1,500 mm3). Altered serum biochemis-
try included hyperalbuminemia 3.7 g/dL (reference 
2.6 to 3.3 g/dL) and mild hyperproteinemia 7.2 g/
dL; alanine aminotransferase, creatinine and globulin 
values were within normal range.

In cytological examination, there was intense 
cellularity with predominance of eosinophils (60%), 
neutrophils (35%), mild presence of macrophages 
performing cytophagocytosis (5%) and degenerated 
cells (Figure 1C). There was no bacterial growth in a 
48 h period of incubation on blood agar plate of nasal 
skin swabs. No radiographic changes were identified 
for nasal turbinates.

Considering the interval between sampling and 
test results, it was preferred to continue the treatment 
with antibiotic therapy, once cytology and bacterial 
culture did not confirm bacterial involvement, cephale-
xin was discontinued. The steroidal anti-inflammatory 
treatment with prednisone was readjusted [to 2 mg/kg/
per os/every 24 h/for 7 days] with gradual reduction 
after 20 days. After one week of treatment, the owner 
reported significant improvement of clinical signs 
without any other complaints (Figure 1D). After 75 
days there was complete remission of the initial cli-
nical signs.

DISCUSSION

Commonly, type-I hypersensitivity reactions 
such as insect bites, do not go beyond clinical signs of 
local erythema, edema and pruritus, with remission of 
clinical signs within few hours after exposure to the an-
tigen [1]. However, CEF can cause more serious clinical 
changes, and, as in the case described, there are reports 
of patients with local painful sensitivity (nasal bridge), 
including complaints of apathy and hyporexia [4,7,8].
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Nasal bridge is the predominant site of injury 
described in cases of CEF [4,7,10], with atypical pre-
sentations including auricular pinna, chest and limbs 
[7,11]. Clinical features of unusual signs can hinder 
diagnosis, especially in endemic regions for diseases 
such as visceral leishmaniasis, which could be the 
primary differential, therefore delaying initiation of 
appropriate therapy.

Bacterial skin diseases such as superficial pyo-
derma is also a diagnostic differential and can manifest 
as papules, pustules, crusts, plaques and areas of alopecia 
and erythema [8]. As in any case of dermatitis with bac-
terial involvement, the clinical presentation can be acute 
and be similar in evolution and clinical manifestation as 
CEF, however, most of them regress with antimicrobial 
therapy [5]. In addition, no bacteria were observed in 
lesion cytology and culture was negative.

Juvenile cellulitis, another skin disease inclu-
ded in the differential, commonly manifests in puppies 
between five weeks to four months of age, being more 
common in Daschunds, Golden Retrievers and Labra-
dor Retrievers, with clinical signs that vary between 
papular, pustular, vesicular lesions and alopecic disease 
most prevalent on lips, snout and eyelids [9]. Unlike 

CEF, the inflammatory cell pattern characteristic of ju-
venile cellulitis is a pyogranuloma, with predominance 
of macrophages [9]. Despite the similarity regarding 
clinical signs of juvenile cellulite and CEF, the regions 
affected in this case do not match, as well as age and 
mainly, cytological difference, being unlikely a juve-
nile cellulitis diagnosis in this case.

According to Balda et al. [2], pemphigus fo-
liaceus can cause secondary lesions such as erosions 
and crusts in nasal bridge and ear buds that can later 
evolve to mucocutaneous involvement and generalized 
lesions. Cytology with pustular content (very common 
in pemphigus foliaceus) reveals acantholytic cells [2], 
unlike cases of CEF in which the lesions are usually 
focal with a cytological pattern of predominance of 
eosinophils [6].

Adverse reactions to medications should also 
be considered, since pharmacodermias, although un-
common, can be manifested by individual hypersen-
sitivity reactions, varying widely in terms of clinical 
presentation as well as time of onset of clinical signs 
[12]. The possibility of pharmacodermia was ruled out 
by excluding any possibility of contact with drugs and/
or chemical substances from anamnesis.

Figure 1. A- Papular lesion with extensive ulcer, presence of serosanguinolent exudate and hematic crusts in the nasal bridge (arrow) of a canine patient 
with eosinophilic folliculitis. Note papules of 2 mm in diameter in nasal and temporal canthus of left eyelid (arrow heads). B- Papular lesion with ulcer 
and hematic crust in the edge of left auricular pinna. C- Cytology of nasal bridge lesion (400x). Note marked presence of eosinophils (black arrows). 
D- Patient after seven days of treatment. Note complete remission of eyelid’s papules (white arrows).
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Thus, exclusion of other differentials to an 
appropriate and adequate prognosis is crucial. Mostly 
important, indiscriminate use of antimicrobials not only 
seems a self-medication issue among general population, 
but it also appears to be a recklessness present among 
health care professionals, given the fact that in many 
cases it is formally prescribed. Despite gross appearance 
of lesions associated with CEF mislead the clinician to 
presume bacterial involvement, that is not commonly 
true [7]. As the patient of this report already used ce-
phalexin for three consecutive days since time of swab 
sampling, there is a probability of absence of bacteria 
in response to that treatment. Nevertheless, it is not re-
commended such approach for lesions that classically 
are known to be aseptic, specially when no purulent 
discharge is present or cytology don’t find bacteria.

Considering clinical evolution, history and 
complementary exams in this case, the diagnosis was 
of CEF. The importance of a wide approach in the 
differential of dermatological diseases is emphasized, 
due to the variability and overlap of clinical signs, 
since accurate diagnosis helps in the establishment of 
an early therapy, with respect to doses and frequencies 
recommended for the species and disease.
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