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ABSTRACT
The authors present the case of a 30-year-old male patient with a severe and long-standing dissecting cellulitis of the scalp.

The disease did not respond to conventional treatment, including oral antibiotics, isotretinoin, and prednisolone. Quality of
life was significantly impaired. After introduction of anti-tumor necrosis factor-alpha treatment (infliximab), the malodorous
discharge stopped, inflammation was reduced significantly, nodules became flat, and pain decreased. The treatment was well
tolerated although he developed a temporary psoriasiform rash after the second intravenous infusion. In conclusion, anti-
tumor necrosis factor-alpha treatment is a new therapeutic option in this severe and recalcitrant disorder.
(J Clin Aesthet Dermatol. 2012;5(4):36–39.)
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Dissecting cellulitis (DC) has been described as
perifolliculitis capitis abscedens et suffodiens.1 DC
can occur in association with acne conglobata and

inverse acne as part of the follicular occlusion triad. The
early lesions are sterile follicular pustules.2

Follicular hyperkeratosis leads to the occlusion of the
follicle ostium followed by a perifollicular inflammatory
infiltrate with predominant neutrophils, histiocytes, and
lymphocytes. Ongoing inflammation will produce deep
abscesses and foreign body granulomas with hair
remnants. The formation of sinus tracts is a characteristic
phenomenon of advanced disease. Eventually, a scarring
alopecia develops, sometimes with keloids as well.
Secondary bacterial infection may occur but infection is
not a primary event in DC.3

The course is usually chronic with relapses. This rare
disease is seen in younger adult men, mostly African
Americans and Caucasians. Smoking may be an
aggravating factor such as in acne inversa, but exact data
are missing. The same is true for prevalence and incidence
of DC.2

Treatment is often disappointing. Topical and systemic
antibiotics, dapsone, and systemic retinoids are used with
isotretinoin showing the best efficacy. Despite temporary

success, relapses are common, and permanent complete
remission is rare.2,4–9 Surgical-wide excision may be
necessary in advanced cases.10 Squamous cell carcinoma
(SCC) can be a consequence of longstanding severe
inflammation, as in acne inversa.11

The authors present a young male patient with severe
DC responding to the intravenous tumor necrosis factor-
alpha (TNF-α) antibody infliximab.

CASE REPORT
A 30-year-old male patient presented with a one-year

history of progressive, severe, inflammatory lesions on his
scalp and face. He was a heavy smoker and had type 2
diabetes mellitus.

On examination, the authors observed a widespread
scalp inflammation with painful nodules (some soft and
oozing; others dense) and a malodorous discharge from
multiple enlarged pores of the scalp, cheeks, and
mandibular region. Patches of scarring alopecia and
keloid-like scars were also present (Figure 1). Nuchal and
submandibular lymph nodes were painful and swollen.

The authors performed diagnostic biopsies from the
scalp that demonstrated follicular occlusion, perifollicular
lymphoplasma cellular infiltrates with some mast cells. In
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the deeper dermis putrid abscess formation, fistulations
and fibrosis were observed.  

Laboratory investigations. Laboratory results were
as follows: blood sedimentation rate of 28mm in the first
hour, leukocytosis of 12.8Gpt/L (normal range
3.8–11.0Gpt/L), C-reactive protein 14.2mg/L (normal
range <5mg/L).

Microbiological investigations. Microbiological
investigations showed mostly leukocytes and sparse gram-
positive cocci. The diagnosis DC with acne conglobata was
confirmed based on clinical and laboratory data.

Treatment. Initially, the authors treated the patient
with 300mg rifampicin, 50mg prednisolone, and 30mg/d of
isotretinoin. The pred-nisolone dose was tapered down.
The patient responded with a mild improvement. During

the following months, pain severity
increased again. The pain medication,
as suggested by the authors’ pain
management clinic, comprised 600mg
ibuprofen three times per day, 20gtt/d
metamizol four times per day, and 25mg
amitriptylin at night. Minor surgery was
performed for the most painful nodules.
Eventually, scarring alopecia and
malodorous discharge continued. The
patient reported problems in the family
and at work and was experiencing
suicidal ideation. He felt severely
stigmatized and isolated. Quality of life
was significantly reduced.

After informed consent and negative
tuberculosis (TB) screening (x-ray of
the lungs and TB-spot), the authors
started intravenous (IV) therapy with
infliximab (Remicade®; MSD, Munich,
Germany) 5mg/kg body weight at Weeks

0, 2, and 6. They observed a significant improvement with
marked reduced inflammation, secretion, and pain and
reduction of nodules even after the first treatment (Figure
2). C-reactive protein level dropped from 19.1mg/L to
2.6mg/L. There was further improvement thereafter and
the lymph node swelling completely disappeared. The
patient’s mood improved and the scarring process
stopped. After the second treatment, he developed
a mixed lichenoid and vesicular exanthema.
Histopathological examination revealed psoriasiform
spongiotic dermatitis with leukocyte-rich pustules. The
differential diagnosis was psoriasiform exanthema induced
by TNF-α inhibitor. The rash healed completely within
several days by topical prednicarbate ointment. The third
IV infusion of infliximab was well tolerated and improved

Figure 1a. Dissecting cellulites of the occipital scalp (A) and lateral face (B) Figure 3. Three weeks after partial scalp 
excision with split-skin mesh graft

Figure 2. Presentation after intravenous infliximab therapy with significant clinical 
improvement; occipital (A); temporofrontal (B)
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the situation further so that surgery could be performed
(Figure 3).

DISCUSSION
Infliximab is a chimerical monoclonal human/mouse

antibody inhibiting both soluble and transmembraneous
forms of TNF-α.12 Infliximab and other TNF-α inhibitors
have been used successfully in several patients with acne
inversa.13 Since DC is characterized by abscess formation
and fistulation, it is noteworthy that complex perianal
fistulas in Crohn’s disease seem to heal faster and relapse
later when infliximab is added to surgery.14

The authors used infliximab in a 30-year-old male
patient with DC who was not responding to standard
treatment with antibiotics, minor surgery, and retinoids.
The primary goal was to control suppurative
inflammation. During treatment, it became clear that
another option for TNF-α inhibition in this stigmatizing
disease is to minimize surgery. In this case, the patient
would not have responded to anti-TNF-α therapy, a wide
excision of his scalp skin with split-skin mesh graft
transplantation would have been necessary, but there
were more lesions on his face and neck to be treated. The
rapid and profound response to TNF-α-inhibition was
beneficial for him. Nevertheless, anti-TNF-α therapy is
not curative, but palliative. Therefore, wide excision with
primary closure was performed eventually. Healing was
fast and uncomplicated.

Between the second and third IV infusion, a rash
developed with psoriasiform features. It is known from
other indications that all TNF-α can induce psoriasiform
exanthemata and palmoplantar psoriasis. The mechanism
for this is not well understood.15 One other case report has
been published on successful infliximab use for the
treatment of DC (Table 1) with complete remission that
was stable for at least 12 months after drug withdrawal.16

In conclusion, infliximab has been used successfully in
the patient with severe recalcitrant DC described in this
case. It both promoted fast healing and prevented the
patient from having to undergo extensive surgery of the
scalp. 
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