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tion time was 62.2 (45-75) minutes. The flap design differed
from a conventional design (figure 1A) in that parallel lines
were vertically drawn from the lateral borders with a length
that was 1.0-1.5-fold longer than the vertical diameter of
defects (figure 1B), and the Burow’s triangles were excised
depending on tissue redundancy.
Relative to conventional design, our method is superior
with respect to the traction vector applied on the cheek
(figure 1A, B). In the field of aesthetic surgery, recent refine-
ments in rhytidectomy have yielded a simple but effective
technique termed “the minimal access cranial suspension
lift” [6]. This procedure takes advantage of the vertical
vector, as with our design, and avoids horizontal trac-
tion, whereas traditional rhytidectomy comprises horizontal
traction, similar to the conventional design and results in re-
draping in an oblique direction [6]. Moreover, due to greater
flap extensibility, a relatively smaller area of undermin-
ing was necessary compared with the conventional method,
which could prevent postoperative bleeding complications.
Although there may be controversy over vertically lined
parallel scars, our procedure follows the guiding princi-
ples that the surgical margins are hidden within the natural
borders of the cheek unit, and the vertical lines follow
relaxed skin tension lines [7]. In fact, skin laxity minimized
postoperative scar formation, resulting in superior cosmetic
acceptability, so long as it was performed in elderly patients
(figure 1C-E).
Since NMSCs are rarely fatal, there is an ongoing debate
as to whether short-life expectancy should be taken into
account in treatment decision-making [5]. However, the
fact that the periauricular area is an independent high-
risk factor for SCC should be considered [2]. Therefore,
the invasiveness of procedures should not be determined
based on patients’ age and a one-size-fits-all basis [5],
and complete disease control should always be sought
[2]. Indeed, we experienced two cases of local recur-
rence or lymph node metastasis after surgery; the former
(Case 4) (figure 1E) was managed by extended resec-
tion followed by chemoradiotherapy using fluorouracil plus
cisplatin for up to 30 months (figure 1E), and the latter
remains in complete remission, 10 months after cervi-
cal lymph node dissection (Case 7). Therefore, following
meticulous consideration and close observation, our simple
and efficient method could be an attractive reconstructive
option. �
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Successful treatment of pustulotic
arthro-osteitis with apremilast:
a case report with follow-up MRI

Pustulotic arthro-osteitis (PAO) is an inflammatory arthro-
osteopathy, which is seen in patients with palmoplantar
pustular psoriasis (PPP). Here, we report a case of bone
marrow oedema due to PAO, which was successfully treated
with apremilast.
A 65-year-old woman visited our department with palmo-
plantar exanthema and joint pain. During her childhood, she
underwent tonsillectomy for tonsillar hypertrophy. Twenty-
five years ago, pustules, erythema, and scales appeared on
her palms and soles, and her symptoms partially responded
to a combination treatment of topical corticosteroid and top-
ical vitamin D3. However, the symptoms persisted, and she
consulted our department for pain and itching on the palms
and soles.
Physical examination revealed pustules, erythema, and
scales on the palms and soles (figure 1A). Nail pitting, splin-
ter haemorrhage, Beau’s lines, and distal leukonychia were
also seen on the left middle and little fingers (figure 1F).
Her serum was negative for anti-cyclic citrullinated peptide
antibody on enzyme-linked immunosorbent assay (ELISA)
and rheumatoid factor on latex coagulating nephelometry.
Biopsy specimen obtained from the palm showed an
intraepidermal pustule.
Initially, the patient was treated with a combination of
topical steroid, topical vitamin D3, and excimer light.
Excimer light irradiation was administered 20 times
(total: 10.85 J/cm2). However, the symptoms persisted
(figure 1B). Seven months after her first visit to our depart-
ment, arthralgia appeared on her right knee, anterior chest,
and both feet. Magnetic resonance imaging (MRI) revealed
bone marrow oedema on the proximal femoral head of the
right tibia (figure 1D).
The patient was diagnosed with PAO and nail psoriasis
accompanying PPP and was treated with oral apremilast.
The rash on the palms and soles almost cleared within four
weeks of apremilast administration (figure 1C). Arthral-
gia on the right knee, bilateral transverse tarsal joints, and
sternoclavicular joints was relieved within a month. The
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Figure 1. Chronological changes of exanthema and MRI findings. A-C) Clinical photographs of the patient’s left palm; at her
first visit to our hospital, erythematous plaques with scales and pustules were seen (A); seven months after her first visit to our
hospital, oral apremilast was initiated, and topical steroid, vitamin D3, and excimer light irradiation (20 times; total: 10.85 J/cm2)
improved the pustules, however, the scaly erythema persisted (B); four weeks after initiation of oral apremilast, exanthema was
almost cleared (C). D, E) MRI of the patient’s right knee; seven months after her first visit to our hospital, oral apremilast was
initiated, and bone marrow oedema was seen in the proximal femoral head of the right tibia (D) (white arrowhead); eight months
after initiation of oral apremilast, bone marrow oedema disappeared (E). F-I) Clinical images of the nails of the patient’s left
middle finger (left column) and little finger (right column); seven months after her first visit to our hospital, oral apremilast was
initiated, and nail pitting, splinter haemorrhage, Beau’s lines, and distal leukonychia were seen (F); oral apremilast gradually
improved the nail symptoms, and the findings on the fingernails almost disappeared within 20 weeks (G-I).

symptoms on her fingernails almost disappeared within 20
weeks (figure 1G-I). Follow-up MRI at eight months after
the initiation of oral apremilast showed disappearance of
bone marrow oedema on the proximal femoral head of the
right tibia (figure 1E).
PPP is also known as palmoplantar pustulosis, and PPP and
PAO are closely related to psoriasis and psoriatic arthri-
tis [1]. However, whether PPP is a variant of psoriasis or a
distinct condition remains controversial [2]. Severe cases of
PPP are treated with oral retinoid, cyclosporine, methotrex-
ate, and colchicine [3]. In 2019, Eto et al. reported three
cases of PPP successfully treated with apremilast, which is
a PDE-4 inhibitor broadly used for the treatment of psori-
asis [4]. Similar to the previous report, in the present case,
apremilast was found to improve palmoplantar exanthema
and nail psoriasis.
PAO is associated with 10-30% of PPP cases in the Japanese
population [5]. Adamo et al. [6] reported a case of PAO
treated with apremilast in 2018, and mentioned that sup-
pression of proinflammatory cytokines by apremilast may
lead to pan-cytokine and multi-cell immunomodulation.
However, no report describes the detailed radiologi-
cal features of arthritis in PAO patients treated with
apremilast.
To our knowledge, this is the second case report of PAO
treated with apremilast and is the first to describe the
radiologically-proven improvement of PAO by apremilast.

Regarding costs and adverse effects, oral apremilast may

be superior to biologics. Therefore, oral apremilast can be
a useful therapeutic option for refractory arthro-osteitis, nail
deformity, and palmoplantar exanthema in patients with
PPP and PAO.
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Treatment of atopic dermatitis with
dupilumab in Taiwan: dynamic changes
of IgE levels as a potential response
biomarker

Atopic dermatitis (AD) is an inflammatory skin condition
affecting a significant percentage of the population [1].
Dupilumab is a targeted biologic agent approved by the
FDA and EMA for the treatment of moderate-to-severe
AD. Dupilumab targets IL-4 receptor � and inhibits the
IL-4 and IL-13-related cascades that are critically involved
in the pathogenesis of AD, including inflammation, pruri-
tus, and IgE production. Although dupilumab demonstrated
efficacy in different clinical studies, a biomarker that corre-
lates with its therapeutic response is currently unavailable.
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Figure 1. The clinical and laboratory profiles of the patients in this study. Each column represents the profiles of each individual
patient.

In this study, we enrolled seven adult Taiwanese patients
with AD for three months with dupilumab treatment. Our
results confirm that dupilumab has a good therapeutic and
safety profile for treating AD, and suggest that dynamic
changes of total IgE levels may serve as a biomarker reflect-
ing therapeutic response to dupilumab treatment.
Patients older than 20 years of age with inadequately
controlled moderate-to-severe AD for more than three
years were recruited (KMUHIRB-F (I)-20180044). Patients
received a dupilumab 600-mg loading dose and subsequent
300-mg dupilumab dose every two weeks for 12 weeks.
Scores for Eczema Area and Severity Index (EASI) and
Dermatology Life Quality Index (DLQI), as well as pruritus
assessed by numerical rating scale (NRS) were documented
at baseline and every two weeks during the study. Labo-
ratory data, including haemogram, biochemistry, and IgE,
were evaluated. Systemic antihistamine and topical steroid
use were allowed if they were part of the regular regimen at
baseline. No systemic immunosuppressant including corti-
costeroid was allowed.
Overall, 6/7 achieved EASI-75 after 12 weeks of treat-
ment (figure 1). This efficacy is better than previous reports
[2, 3]. Allowing baseline regimen use likely contributed to
this higher efficacy. Besides Patient 1 (who stopped taking
antihistamines six weeks after dupilumab treatment initi-
ation), no other patients modified their medication during
the study. A disparity between EASI and NRS scores before
the initiation of treatment was noted.
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