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Chapter 46
Dissecting Folliculitis of the Scalp

Qaira Anum, Tofrizal, Dwi Sabtika Julia, and Sherly Birawati

A 17-year-old Indonesian male was referred to the Department of Dermatology and 
Venereology with painful nodules with coexisted scarring alopecia on the scalp. The 
lesions started on the vertex and spread to the occipitial area. The patient suffered 
from acne conglobata and obesity. He was a smoker.

On physical examination painful, multiple, fluctuating, confluent nodules on the 
vertex and occipital scalp with coexisted scarring alopecia were observed (Fig. 46.1). 
Bacterial culture showed that Staphylococcus epidermidis. In histopathological 
examination, an extensive inflammatory reaction at the subcutaneous plane, causing 
disruption of subcutaneous adipose tissue, as well as at the perifollicular area in the 
upper dermis and around the sebaceous glands was observed (Fig. 46.2).

Based on the case description, clinical picture, histopathological examination 
and bacterial culture the presented patient was diagnosed with dissecting cellulitis. 
He was initially treated with intralesional triamcinolone acetonide injections 10 mg/
mL every four weeks and oral ciprofloxacin at 500 mg twice a day. After three 
months of treatment, clinical examination revealed a good clinical improvement, 
with hair regrowth (Fig. 46.3). Treatment was well tolerated, and no adverse effects 
were noted on the follow-up visits.
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Fig. 46.1 Multiple, fluctuating, confluent nodules on the vertex and occipital scalp with coexisted 
scarring alopecia
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Fig. 46.2 Histology shows an extensive inflammatory reaction at the subcutaneous plane (C), 
causing disruption of subcutaneous adipose tissue, as well as at the perifollicular area in the upper 
dermis (B) and around the sebaceous glands: (a) Inflammatory infiltrate consists mainly of lym-
phocytes (arrow) mixed with neutrophils and some plasma cells; inflammatory cells infiltrate the 
follicular epithelium (F) and are around sebaceous gland (S): (b) Granulomas containing histio-
cytes as well as giant cells (arrow head) (c) Box B and C in (a) indicates area of (b) and (c), respec-
tively. Haematoxylin-eosin, bars (a) 500 μm, (b and c) 100 μm
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Fig. 46.3 A clinical improvement (a) 2 months after the treatment initation (b) 3 months after the 
treatment initation

Differential Diagnoses
 1. Dissecting folliculitis.
 2. Folliculitis decalvans.
 3. Keloid.
 4. Cylindroma.
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Diagnosis
Dissecting cellulitis.

 Discussion

Dissecting cellulitis is a rare, chronic, suppurative disease which predominantly 
occurs in black young men with the age range between 10 and 17 years. The disease 
belongs to the follicular occlusion triad. Follicular occlusion, androgens, seborrhea, 
secondary bacterial infections and abnormal host response to bacterial antigens 
seem to play an important role in pathogenesis of dissecting cellulitis. Moreover, the 
role of environmental factors including smoking, obesity, high carbohydrate diet, 
and humidity is also suggested [1–4].

Dissecting cellulitis is mostly found on the vertex and occipital areas. It is char-
acterized by painful fluctuating and suppurative nodules, abscesses and sinuses with 
purulent discharge. Chronic and relapsing courses result in cicatricial alopecia [1–6].

Characteristic histopathological features of early stages of dissecting cellulitis 
include an intra- and perifollicular neutrophilic infiltrate with follicular occlusion 
along with lymphocytes, plasmocytes, eosinophils and giant cells [1, 6]. At more  
advanced stages the typical findings are sinus tracts lined by squamous epithelium, 
follicular perforation and perifollicular and deep dermal abscesses [1].

There is no consensus regarding the optimal management of dissecting cellulitis 
[6]. Chaw-Ning et al. proposed the therapeutic algorithm based on severity and 
activity of the disease (Fig. 46.4) [7].

The first-line therapy includes topical and systemic antibiotics (such as erythro-
mycin, tetracyclines, clindamycin, minocycline, cloxacillin, cephalosporin with or 
without rifampicin), intralesional corticosteroids, and oral prednisolone. In moder-
ate to severe refractory disease, isotretinoin at a dose of 0.5–1 mg/kg/day, may be 
considered [1, 8–11]. Biologic agents, photodynamic or laser therapy are consid-
ered as the second-line therapeutic options in patients with moderate to severe 
refractory disease [10]. A X-ray epilation and surgical excision should be consid-
ered in patients with very severe disease [10].

Key Points
• Dissecting folliculitis belongs to the follicular occlusion triad.
• The role of environmental factors such as smoking, obesity, high carbohydrate 

diet, humidity in pathogenesis of dissecting cellulitis is suggested.
• Dissecting cellulitis is mostly found on the vertex and occipital scalp and it is 

characterized by painful, fluctuating and suppurative nodules, abscesses and 
sinuses with purulent discharge.
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Fig. 46.4 The therapeutic algorithm for dissecting cellulitis according to Chaw-Ning et al. [7]. DC 
dissecting cellulitis
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