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Abstract: This is a 58-year-old woman who has had itching on her right back for 10 days; a month ago she developed blisters on her 
right back with no apparent cause and pain, and was diagnosed with “herpes zoster”. Erythema and blisters with itching reappeared 10 
days ago on the right side of the back, where the original blisters had subsided. The histopathological manifestations of the lesions 
were: mild hyperkeratosis of the epidermis, pustules within the stratum corneum, irregular proliferation of the spinous layer, 
spongiosis, local destruction of the basal layer, infiltration of eosinophils, neutrophils, histiocytes and scattered plasma cells in the 
dermis and subcutis. According to the medical history, clinical manifestations and histopathology of the lesions, the diagnosis was 
Wolf’s isotopic response after herpes zoster. 
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Clinical Information
The patient developed blisters with pain on the right side of the back without obvious precipitating factor 1 month ago. The 
patient went to the local hospital and was diagnosed as “herpes zoster”. After half a month of antiviral treatment, the pain was 
relieved and the blisters subsided. Ten days ago, erythema and blisters with itching appeared again at the site where the 
original blisters had subsided. She had a past medical history of hypertension for 10 years and she denied history of food or 
drug allergy. Dermatologic examination revealed scattered erythema with clusters of corn-sized papules, and pustules on the 
right side of the back, with no obvious ulceration, and the lesions distributed unilaterally (Figure 1a).

Examination and laboratory tests: Results of routine laboratory tests were all within normal limits, no bacteria growth 
on bacterial culture and HIV test was negative.

Histopathological manifestations: mild hyperkeratosis of the epidermis, pustules within the stratum corneum, 
irregular proliferation of the spinous layer, spongiosis, local destruction of the basal layer, infiltration of eosinophils, 
neutrophils, histiocytes and scattered plasma cells in the dermis and subcutis (Figure 2).

Diagnosis: Eosinophilic pustular folliculitis secondary to healed herpes zoster (Wolf’s isotopic response).
Treatment: Compound glycyrrhizin injection (40mg once/day) was given intravenously, compound polymyxin 

B ointment (2 times/day) was treated externally, and the affected area was irradiated with UVB light therapy (2 times/ 
week). After 7 days of treatment, the lesions improved and the patient was discharged. After 15 days of follow-up, the 
rash had basically subsided (Figure 1b). The follow up at 5 months showed no recurrence. We have followed up to find 
out that this woman did not have post herpetic neuralgia (PHN).

Discussion
In 1955, Wyburn Mason described for the first time that a new type of skin disease occurred at the site of a cured skin 
disease.1 It was not until 1995 that Wolf et al proposed the “Wolf’s Isotopic Response”.2 The pathogenesis of the disease 
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is still unclear. At present, studies believe that the pathogenesis of isotopic response has four hypotheses: viral, 
immunogenic, vascular and neurogenic. The most widely accepted of these is the neurogenic hypothesis that the 
Valicella-Zoster virus (VZV) causes damage to nerve fibers (myelinated group Aδ and unmyelinated group C) in the 
lower and middle dermis, causing neuropeptide release and nerve signal delivery through direct and/or indirect effects, 
which may be responsible for triggering Wolf’s isotopic response. These neuropeptides include substance P, bradykinin, 
5-hydroxytryptamine, vasoactive intestinal peptide (VIP), calcitonin gene-related peptide (CGRP), and alpha-melanocyte 
-stimulating hormone (MSH). However, the occurrence of new skin diseases still depends on the balance between the 
pro-inflammatory and anti-inflammatory effects of the neuropeptides themselves. Neuropeptides may produce symptoms 
such as itching and pain on their own, but their main effect is the abnormal activation of the immune system. This causes 
dysregulation of the immune system and the formation of isotopic responses. Common diseases currently found in Wolf’s 
homoeostasis are lichen planus, dermatitis herpetiformis, papular dermatitis, SJS, chronic graft-versus-host disease 
(GVHD), and acne.3

Wolf’s isotopic response is most commonly seen following the primary onset of herpes zoster, but no Wolf’s isotopic 
response of eosinophilic pustular folliculitis (EPF) following herpes zoster has been reported. Herpes zoster accompanied 

Figure 1 (a) Lesions on admission, showing clusters of papules and pustules on; (b) lesions at 15 days after discharge, no obvious papules or pustules, post inflammatory 
hyperpigmentation can be seen.

Figure 2 (a) HE staining*40; (b) HE staining*100, eosinophil and neutrophil infiltration be seen in the dermis and subcutis.
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with eosinophilic pustular folliculitis has been reported,4 the difference in this case is the occurrence of eosinophilic 
pustular folliculitis was at the site of the previous and already healed herpes zoster, which is a Wolf’s isotope reaction.

EPF is a rare skin disease with pruritic follicular papules and pustules as the main manifestation, first reported by 
Ofu-ji et al, and its etiology is unknown. The pathogenesis of EPF may be the result of a multifactorial immune response 
pattern to antigenic stimuli of various origins, which leads to altered immune homeostasis in the sebaceous microenvir
onment, resulting in the production of prostaglandin D2 (PGD2),5 the latter and its metabolites 15-deoxy-deta12, 14- 
prostaglandin12 induce up regulation of eotaxin-3 (a chemoattractant of eosinophils) in sebum and lead to eosinophil 
infiltration around the sebaceous glandular unit of the hair follicle.6,7 The typical EPF rash is characterized by an annular 
plaque over which follicular papules and aseptic pustules are seen, fading centrally and expanding peripherally. 
Histopathologically, an inflammatory cell infiltrate dominated by eosinophils was seen in the superficial dermis and 
around the sebaceous glandular units of the hair follicles. For the treatment of EPF, non steroidal anti-inflammatory drugs 
such as indomethacin (oral and topical) are preferred, but other methods such as glucocorticoids, antibiotics, dapsone, 
colchicine, etc. can also be tried. There are also some refractory cases where the use of phototherapy (UVA, UVB) and 
other methods are effective.8 It has also been reported that cyclooxygenase (COX) inhibitors, which are involved in 
prostaglandin synthesis, have been shown to be effective in the treatment of eosinophilic pustular folliculitis.9 We have 
learned that compounds isolated from licorice exert their anti-inflammatory activity by inhibiting COX, cytokines and 
their receptors and nuclear transcription factors, as well as by removing oxygen-free radicals, and in this case treatment 
with compound glycyrrhizin was used to treat eosinophilic pustular folliculitis.10

Conclusion
This disease should be differentiated from acne, impetigo herpetiformis, and dermatitis herpetiformis, etc. Therefore, 
relevant tests should be completed as early as possible to clarify the diagnosis and help shorten the treatment time.

Abbreviations
PHN, post herpetic neuralgia; VZV, Varicella-zoster virus; VIP, vasoactive intestinal peptide; CGRP, calcitonin gene- 
related peptide; MSH, alpha-melanocyte-stimulating hormone; GVHD, graft-versus-host disease; EPF, eosinophilic 
pustular folliculitis; PGD2, prostaglandin D2; COX, cyclooxygenase.
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