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Dear editor
I hope this message finds you well. I am writing to address the inquiries raised by scholars regarding our recently published article 
on the successful use of abrocitinib for treating persistent pityriasis rosacea (PPR). The scholars believe that our diagnostic process 
does not definitively exclude guttate psoriasis (GP). In fact, GP and PPR share many clinical and histological similarities but also 
exhibit some distinctions.1 For instance, GP tends to have a longer disease course compared to PPR. Additionally, GP more 
commonly affects the scalp than PPR. Additionally, the skin lesions of PPR typically exhibit a typical centripetal distribution and 
align parallel to the Langer lines, characteristics that are not observed in GP. The onset of GP is often associated with bacterial 
infections, accompanied by precursor symptoms like pharyngitis and tonsillitis, whereas PPR is typically an immune response 
following viral infection. The lesions of PPR may exhibit itching symptoms, whereas the lesions of GP typically does not cause 
significant itching. Furthermore, in terms of disease progression, PPR and GP differ. While GP may achieve partial remission with 
treatment, most patients eventually progress to plaque-type psoriasis. In contrast, PPR is a self-limiting disease with a variable 
duration. Histologically, GP is characterized by hyperkeratosis and dilated papillary dermal capillaries at a higher frequency than 
PPR, with clustering of Langerhans cells in the epidermis. Conversely, PPR exhibits a higher probability of extravascular red 
blood cells and a greater number of dermal CD1a-positive cells and Langerhans cells compared to GP.1 However, the patient’s 
refusal of biopsy prevented us from definitively excluding other diagnoses, which is a limitation of our study.

Regarding the question of unreported systemic symptoms, I can responsibly inform the scholars that we conducted 
detailed inquiries with the patient and confirmed the absence of fever, fatigue, headache, insomnia, or other systemic 
symptoms during the illness period. Additionally, there were no signs of oral involvement. It is important to note that 
while most patients with PPR experience systemic symptoms and oral involvement, this occurrence is not 100%,2 and 
there remains a small subset of individuals with PPR who do not exhibit these symptoms during the course of the disease.

As for why signs of human herpesvirus 6 (HHV-6) and/or human herpesvirus 7 (HHV-7) reactivation testing was not 
conducted, I must clarify that in our country, these tests are not part of the standard hospital diagnostic protocols, and we do not 
have the capability to offer this examination to patients. Furthermore, based on our literature review, there is a positive 
correlation between viral load and the appearance of systemic symptoms.3 Given that our patient did not exhibit any systemic 
symptoms, we deemed the testing for signs of human HHV-6 and/or human HHV-7 reactivation to be unnecessary.

Finally, these scholars have cited a literature report describing cases of herpesvirus infection following the use of 
abrocitinib, leading them to advise caution when using abrocitinib in patients with PPR.4 Firstly, the article they referenced 
involved patients who continuously used abrocitinib for twelve weeks. Secondly, among 156 patients receiving abrocitinib at 
100mg for 12 weeks and 154 patients receiving abrocitinib at 200mg for 12 weeks, only 5 and 6 patients, respectively, 
experienced herpesvirus infections.4 It’s important to note that during the treatment period, patients were not living in 
completely sterile environments, and further investigation is required to establish the correlation between viral infections 
and the use of abrocitinib. Moreover, herpesvirus infection is transient, and PPR is the result of an ongoing immune response 
following viral infection, with the viral infection mostly resolved by the time symptoms appear. We consider the use of 
abrocitinib at this stage to be safe and effective, and the facts have indeed confirmed our assessment.

Clinical, Cosmetic and Investigational Dermatology 2024:17 1265–1266                               1265
© 2024 Wu et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms.php 
and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the work 

you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Clinical, Cosmetic and Investigational Dermatology                              Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 10 May 2024
Accepted: 17 May 2024
Published: 30 May 2024

C
lin

ic
al

, C
os

m
et

ic
 a

nd
 In

ve
st

ig
at

io
na

l D
er

m
at

ol
og

y 
do

w
nl

oa
de

d 
fr

om
 h

ttp
s:

//w
w

w
.d

ov
ep

re
ss

.c
om

/
F

or
 p

er
so

na
l u

se
 o

nl
y.

http://orcid.org/0009-0003-6230-662X
http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


Disclosure
The authors report no conflicts of interest in this communication.

References
1. Yoon JH, Park EJ, Park HR, Kim KJ, Kim KH. Histological and immunohistopathological differentiation between guttate psoriasis and pityriasis 

rosea. Australas J Dermatol. 2020;61(4):e481–e484. doi:10.1111/ajd.13370
2. Eslick GD. Atypical pityriasis rosea or psoriasis guttata? Early examination is the key to a correct diagnosis. Int J Dermatol. 2002;41(11):788–791. 

doi:10.1046/j.1365-4362.2002.01627.x
3. Drago F, Broccolo F, Ciccarese G, Rebora A, Parodi A. Persistent pityriasis rosea: an unusual form of pityriasis rosea with persistent active HHV-6 

and HHV-7 infection. Dermatology. 2015;230(1):23–26. doi:10.1159/000368352
4. Simpson EL, Sinclair R, Forman S, et al. Efficacy and safety of abrocitinib in adults and adolescents with moderate-to-severe atopic dermatitis 

(JADE MONO-1): a multicentre, double-blind, randomised, placebo-controlled, Phase 3 trial. Lancet. 2020;396(10246):255–266. doi:10.1016/ 
S0140-6736(20)30732-7

Dove Medical Press encourages responsible, free and frank academic debate. The contentTxt of the Clinical, Cosmetic and Investigational Dermatology ‘letters to the editor’ section does 
not necessarily represent the views of Dove Medical Press, its officers, agents, employees, related entities or the Clinical, Cosmetic and Investigational Dermatology editors. While all 
reasonable steps have been taken to confirm the contentTxt of each letter, Dove Medical Press accepts no liability in respect of the contentTxt of any letter, nor is it responsible for the 
contentTxt and accuracy of any letter to the editor.  

Clinical, Cosmetic and Investigational Dermatology                                                                          Dovepress 

Publish your work in this journal 
Clinical, Cosmetic and Investigational Dermatology is an international, peer-reviewed, open access, online journal that focuses on the latest 
clinical and experimental research in all aspects of skin disease and cosmetic interventions. This journal is indexed on CAS. The manuscript 
management system is completely online and includes a very quick and fair peer-review system, which is all easy to use. Visit http://www. 
dovepress.com/testimonials.php to read real quotes from published authors.  

Submit your manuscript here: https://www.dovepress.com/clinical-cosmetic-and-investigational-dermatology-journal

DovePress                                                                                 Clinical, Cosmetic and Investigational Dermatology 2024:17 1266

https://doi.org/10.2147/CCID.S477678

Wu et al                                                                                                                                                               Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1111/ajd.13370
https://doi.org/10.1046/j.1365-4362.2002.01627.x
https://doi.org/10.1159/000368352
https://doi.org/10.1016/S0140-6736(20)30732-7
https://doi.org/10.1016/S0140-6736(20)30732-7
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Dear editor
	Disclosure

