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Refractory dissecting Cellulitis of the Scalp 
Successfully controlled with Adalimumab
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Dissecting cellulitis of the scalp (DCS) is an uncommon inflammatory disease that 
often results in scarring alopecia. Numerous therapies have either proved ineffective 
or only temporarily effective in the management of this condition. Recent reports 
show adequate responses to tumor necrosis factor (TNF) inhibitors in cases of DCS. 
We report a case of severe recalcitrant DCS successfully treated with adalimumab. 
[P R Health Sci J 2015;34:102-104]
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Dissecting cellulitis of the scalp (DCS) is an uncommon 
chronic and relapsing inf lammator y disease 
predominantly occurring in the scalp of young black 

or Hispanic men. The pathophysiology of DCS has been 
linked to the other disorders of the follicular occlusion triad 
(1). Secondary bacterial infection can occur in DCS but is not 
a primary event (2). Early clinical findings include the presence 
of follicular-centered erythematous papules and pustules that 
will later evolve into fluctuating nodules with interconnecting 
sinuses, due to abnormally increased follicular keratinization 
leading to follicular obstruction, dilatation, and rupture. 
Expulsed follicular contents attract inflammatory molecules 
with eventual formation of foreign-body-like granulomas. In 
time, this chronic inflammation will lead to sinus tracts, follicular 
destruction, and disfiguring scarring alopecia. 

DCS has proven to be persistent or recurrent to different 
therapies. These include topical, intralesional, and systemic 
steroids, incision and drainage, antibiotics (3), zinc sulfate 
(4), isotretinoin (5), dapsone (6), wide surgical excision 
with split-thickness grafting (7), and laser surgery including 
photoepilation (8).

Successful treatment of pathophysiologically-associated 
diseases such as hidradenitis suppurativa (HS) with tumor 
necrosis factor (TNF) inhibitors have been reported previously, 
although responses are not consistent (9). Recent reports 
document successful management of patients with DCS with 
TNF inhibitors (2, 10-12). We report a patient with recalcitrant 
DCS who was successfully treated with adalimumab. 

Case Report

A 30-year-old Hispanic man with a fifteen-year history of 
DCS presented with scattered tender fluctuant nodules on 
the scalp with associated overlying alopecia (Figure 1.A). 
Previous treatments included intralesional corticosteroids, 
antibiotics, and several courses of isotretinoin. He reported 
that isotretinoin was very helpful in controlling the condition 
but the disease returned after discontinuation of treatment. 

The patient was started on doxycycline 100 mg twice a day for 
two months without improvement and was then switched to 
ciprofloxacin 500 mg twice a day, along with incision, drainage, 
and intralesional triamcinolone injections with minimal 
improvement after three months. 

After obtaining a negative skin culture, purified protein 
derivative, chest x-ray, hemogram, chemistry panel, and hepatitis 
B and C serologies, adalimumab (80 mg on day 0, 40 mg on 
day 7, 40 mg every other week thereafter) was started. After 
one month the patient reported a significant decrease in pain 
and swelling of the lesions, which progressively improved. At 
seven months of therapy, the patient was completely clear of 
inflammatory lesions (Figure 1.B). The treatment has been well 
tolerated by the patient for more than two years without adverse 
events. He continues on adalimumab 40 mg every other week.

Discussion

Encouraged by recent reports of successful treatment of 
hidradenitis suppurativa (HS) with TNF inhibitors, Sukhatme 
et. al. (11) first reported the use of adalimumab in a 39-year old 
male with refractory DCS. His condition also failed antibiotics, 
intralesional steroids, and oral isotretinoin. The condition 
then recurred after surgical excision. One month after starting 
adalimumab the patient experienced a significant reduction 
in suppuration and pain. After two months of therapy there 
was complete resolution of erythema and suppuration and 
by five months of therapy the patient achieved clearance with 
hair regrowth. More recently, Navarini et. al. (2) reported 
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the successful use of adalimumab in three young white male 
patients with disease duration ranging from one to seven years. 
All patients previously received different antibiotic courses 
and two patients received isotretinoin “without success” (2). 
All the patients experienced symptom improvement within 
eight weeks of therapy, and by three months there was effective 
reduction in both subjective symptoms and clinical activity. 
Histopathologic evaluation performed in two patients showed 
decreased inflammation during adalimumab treatment when 
compared with pre-treatment biopsies. 

To the best of our knowledge, we report the fifth patient (first 
Hispanic/Puerto Rican) with DCS successfully managed with 
adalimumab. Our case is similar to previous reports. All were 
treated with similar doses of adalimumab and all experienced 
rapid subjective (4-8 weeks) and objective responses with 
major reduction in inflammation and/or clearance of lesions 
within three to seven months of therapy. As reported in patient 
three of Nevarini et. al. (2), we expect that discontinuation of 
adalimumab will result in recurrence of the disease. Similar 
to psoriasis, TNF inhibitors are not expected to cure DCS, 
and continued treatment will be necessary to maintain 
adequate responses. Although serious adverse events have 
never been reported in patients with DCS treated with TNF 
inhibitors, increased vigilance for infections and malignancies 
is recommended. 

Studies evaluating the pathogenesis of DCS are notably absent 
in the literature but recently reported studies of HS may help 
to direct future research efforts. An increased expression of 
TNF-alpha in lesional and perilesional skin as reported in HS 
by Van der Zee et. al. (13), would explain the positive results 
obtained with TNF inhibitors. Studies should also explore 
possible alterations in the innate immune system, possible 
involvement of interleukin-1β, the inflammasome, and the role 
of the IL-23/Th-17 pathway in DCS as suggested in recent 
studies of HS (14-15). 

In conclusion, we believe that reports on the successful and 
safe use of new or established medications for the treatment 
of DCS should be welcomed. Patients with this morbid 
and potentially disfiguring condition often present with 
uncontrollable, persistent, or recurrent disease despite receiving 
different medical and/or surgical therapies, associated with 
untoward medical or cosmetic side effects. As mentioned 
above, immunohistochemical and molecular studies should be 
undertaken to try to unfold the pathophysiologic mechanisms 
of DCS in order to directly target the associated processes and 
eventually discover a cure for the disease. Controlled studies 
should be performed to adequately evaluate the efficacy and 
safety of adalimumab in DCS. We recognize the economic 
burden associated with TNF inhibitor therapy and believe 
that it should be instituted only in carefully selected patients. 

Figure 1. Refractory dissecting cellulitis. A, Before treatment: tender fluctuant nodules with overlying alopecia. B, After seven months of 
treatment.
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Based on the reports noted above from studies of HS, it would 
be interesting to investigate a possible role of ustekinumab 
and anakinra in the management of both diseases. For now, 
we believe that TNF inhibitors such as adalimumab represent 
a reasonably effective and safe therapeutic alternative for the 
treatment of patients with refractory DCS. 

Resumen

Celulitis disecante del cuero cabelludo es una enfermedad 
inflamatoria crónica poco común que en muchas ocasiones 
ocasiona alopecia cicatricial. Las terapias disponibles para esta 
condición potencialmente desfigurante solo brindan alivio 
temporero. Recientemente algunos reportes han destacado 
la efectividad de agentes inhibidores del factor de necrosis 
tumoral en esta enfermedad. Reportamos un paciente con 
celulitis disecante del cuero cabelludo manejado exitosamente 
con adalimumab.
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