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Introduction
Tufted hair folliculitis is a rare folliculitis of the 

scalp that resolves with patches of scarring alopecia 

within multiple hair tufts emerging from dilated fol-

OLFXODU�RULÀFHV������7XIWLQJ�RI�KDLU�LV�FDXVHG�E\�FOXVWHU-
LQJ�RI�DGMDFHQW�IROOLFXODU�XQLWV�GXH�WR�D�ÀEURVLQJ�SUR-

cess and to retention of telogen hairs within a dilated 

IROOLFXODU�RULÀFH������9DULRXV�SDWKRJHQHWLF�PHFKDQLVPV�
have been proposed including nevoid abnormalities, 

recurrent infections of the follicles, and retention of 

telogen hair in the tufts (3). We present a patient with 

tufted hair folliculitis who was effectively treated with 

antibacterial medications, verifying the infectious na-

ture of the disease.

Case report
A 37-year-old man was referred to our department 

ZLWK� D� KLVWRU\� RI� FKURQLF�� UHODSVLQJ� LQÁDPPDWRU\� OH-

VLRQV�RI�WKH�VFDOS�WKDW�KDG�EHHQ�SUHVHQW�IRU���\HDU��+H�
complained of intermittent itching and sticky hair in 

WKH�DIIHFWHG�DUHD��+H�KDG�QR�SDVW�PHGLFDO�KLVWRU\�DQG�
was generally healthy. The physical examination re-

vealed a circumscribed area of 10 cm in length and 8 

cm in width on the right temporo-parietal side of the 

VFDOS�WKDW�ZDV�FKDUDFWHUL]HG�E\�VWLFN\�KDLUV�DQG�DGKHU-
ent yellow-white crusts. On their removal, the scalp was 

HU\WKHPDWRXV�� LQÀOWUDWHG�� SDUWO\� HURVLYH�� DQG� VKRZHG�
livid, erythematous patches of scarring with consecu-

WLYH� DORSHFLD� VXUURXQGHG� E\� LQÁDPHG� PDUJLQV�� 7KH�
remaining follicular openings were enlarged and con-

tained 20 to 30 apparently normal hair shafts (Fig. 1). 

5HVXOWV�RI�EDFWHULRORJLFDO�VZDEV�RI�SXV�H[WUXGHG�IURP�
dilated follicular ostia revealed Staphylococcus aureus��+LV-
WRSDWKRORJLFDO� VWXGLHV� VKRZHG� SHULIROOLFXODU� LQÁDP-

mation of plasma cells, lymphocytes, and neutrophils 

around the upper portions of the follicles, sparing the 

hair root level. Some of the follicles were dilated and 
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A 37-year-old man presented with a one-year history of erythematous pruritic plaque on the parietal 

region of the scalp. Physical examination revealed multiple bundles of hair emerging from a single 

dilated follicular opening. Histological examination of tufted areas showed scarring in the papillary 

to mid-dermis with perifollicular acute and chronic inflammation. Staphylococcus aureus was fo-

und to be present in the bacterial cultures. The patient was treated with systemic antibacterial mo-

dalities that proved effective. The presented case shows a strong pathogenetic correlation between 

tufted hair folliculitis and staphylococcal infection, a finding that further supports infectious nature 

of the disease and classifies it as a subtype of folliculitis decalvans.
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deformed, containing an abundance of debris, keratot-

LF�PDWHULDO��DQG�EDFWHULD��)LJ������5RXWLQH�ELRFKHPLFDO�
and hematological investigations, including peripheral 

immunophenotyping of lymphomononuclear cells, im-

munoglobulins, and phagocytic capacity were normal.

$FFRUGLQJ� WR� FOLQLFDO� DQG� KLVWRSDWKRORJLFDO� ÀQG-

ings a diagnosis of tufted hair folliculitis was made and 

treatment with intravenous ceftriaxone was started at a 

dosage of 1,000 mg twice per day. After two weeks of 

therapy, the pustular lesions regressed completely. At 

the follow-up visit 6 months later a residual erythema-

WRXV�LQÀOWUDWHG�FLFDWULFLDO�DUHD�ZDV�VHHQ��ZLWK�VRPH�KDLU�
WXIWV�HPHUJLQJ�IURP�D�VLQJOH�RULÀFH�

Discussion
7XIWHG�KDLU�IROOLFXOLWLV�ZDV�ÀUVW�GHVFULEHG�E\�6PLWK�

and Sanderson in 1978 (4). Worldwide around 30 cases 

of tufted hair folliculitis have been reported to date. 

Most of the reported patients came from the United 

States and Europe. Four cases were found in Japan 

(5). The patients are 20 to 60 years old, with the great-

est proportion of those affected being in their 30s (6). 

There is a male preponderance. The sites of predilec-

tion are the occipital and parietal areas (7). Frequently 

reported subjective symptoms are pruritus and pain 

(8). Staphylococcus aureus infection is most often detected 

in the lesions (9).

Differential diagnosis in the early stages mainly 

includes folliculitis decalvans, folliculitis keloidalis 

nuchae, kerion Celsi, perifolliculitis capitis abscedens 

HW�VXIIRGLHQV��+RIIPDQQ���WULFKRVWDVLV�VSLQXORVD��IRO-
licular lichen planus, and relapsing staphylococcal 

folliculitis (10). On the other hand, the presence of 

keloidal plaques in acne keloidalis nuchae, the coalesc-

ing nodules discharging purulent material in dissect-

ing cellulitis of the scalp, the erythematous plaques 

covered by pustules replete with fungal elements in 

kerion Celsi, and the absence of follicular pustules 

in follicular lichen planus distinguish these diseases 

from tufted hair folliculitis.

Based on the clinicopathological data from a group 

of 44 patients with scarring alopecia, Annessi conclu-

ded that tufted hair folliculitis could be differentiated 

IURP�IROOLFXOLWLV�GHFDOYDQV�RQO\�E\�ÀQGLQJ�VHYHUDO�KDLU�
tufts scattered within patches of scarring alopecia (1). 

+LV�SUHVXPSWLRQ�KDV�EHHQ�FRQÀUPHG�E\�3RZHOO�HW�DO��
who performed lymphocyte staining on affected scalp 

biopsies and found no differences (11). These authors 

concluded that the two entities formed part of a spec-

trum of a single disease. According to Trueb et al. (3) 

staphylococcal infection is the initial causative factor. 

Underlying differences in follicular anatomy or host 

response may be important in determining which reac-

tion pattern occurs in an affected individual (12). The 

development of atrophy 

with loss of hair struc-

tures (in folliculitis de-

calvans) or of hair tufts 

(in tufted folliculitis) 

depends upon the depth 

and destructive poten-

WLDO�RI�WKH�LQÁDPPDWRU\�
process. Tufted hair fol-

liculitis has been de-

scribed following a scalp 

injury (13), pemphigus 

vulgaris on the scalp 

(14, 15), and as a conse-

quence of tinea capitis 

infection (16). These ob-

servations contradict the 

classic infectious patho-

genetic hypothesis and 

accentuate the crucial 

UROH� RI� D� VSHFLÀF� KRVW�
response dysfunction. 

+RZHYHU�� 3RZHOO� HW� DO��
GLG� QRW� ÀQG� DQ\� HYL-
dence of local immune 

suppression or failure 

that could explain the 

abnormal host response 

to a certain presumptive 

superantigen (S. aureus, 
desmoglein, etc.) (11).

The cutaneous 

pathologic examination 

shows polymorphous 

LQÁDPPDWRU\� LQÀOWUDWH�
with abundant plasma 

cells in the upper and 

mid dermis, which is 

mostly perifollicular, 

and the presence of normal and independent follicles 

in the deep dermis, which, while ascending, converges 

to a common dilated follicular channel (3). Our patient 

showed numerous cocci in the dilated follicles due to 

WKH�LQÁDPPDWLRQ��7KLV�ÀQGLQJ�FRUUHVSRQGV�WR�REVHU-
vations by Trueb, et al. on the infectious nature of the 

GLVHDVH��7KH�VSDUVH�LQÁDPPDWRU\�LQÀOWUDWH�PD\�EH�LQ�
FRQFRUGDQFH� ZLWK� DQ� LQVXIÀFLHQW� LPPXQRORJLF� KRVW�
UHVSRQVH�HYROYLQJ�LQWR�WKLV�VSHFLÀF�UHDFWLRQ�SDWWHUQ�

The therapeutic approach is problematic. All re-

ported topical treatments have been unsuccessful. 

1DGLÁR[DFLQ��D�QHZ�TXLQRORQH�DQWLELRWLF�ZLWK�D�EURDG�
spectrum antibacterial effect and little resistance, has 

been proven effective in a single patient (17). It could 

be used to prevent the spread of lesions or recurrence. 

2UDO� DQWLELRWLFV� PD\� VWDELOL]H� WKH� GLVHDVH�� KRZHYHU��

Figure 1. Scalp, right temporo-parietal side: ery-

thematous, infiltrated plaque of scarring alopecia 

with dilated follicular openings with tufts contain-

ing 20 to 30 apparently normal hair shafts.

Figure 2. Dilated follicle containing keratotic 

material, debris, and numerous cocci. Scattered 

perifollicular mixed cell inflammation of plasma 

cells, lymphocytes, and neutrophils.
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their long-term use should be avoided to prevent pos-

VLEOH�KHSDWLF�RU�UHQDO�VLGH�HIIHFWV��5LIDPSLFLQ��DV�RQH�
of the best antibiotics active against S. aureus, has been 

proven as the most effective therapeutic modality to 

control the pustular phase of the disease, as well as to 

SUHYHQW�SRVVLEOH�UHODSVHV�������0RUH�GHÀQLWLYH�UHVXOWV�
have been reported after surgical excision of the in-

volved area (19). This therapeutic option corresponds 

with another pathogenetic presumption, according to 

ZKLFK�D�QHYRLG�PDOIRUPDWLRQ�GHÀQHV�WKH�DUHD�RI� LQ-

ÁDPPDWLRQ�DQG�FRQVHFXWLYH�VFDU�IRUPDWLRQ�LQ�WXIWHG�
hair folliculitis.

We have presented an anecdotal case of tufted 

hair folliculitis as a consequence of a chronic bacterial 

infection that was effectively treated with antibiotic 

drugs. More clinical observations and further studies 

are needed to further evaluate the pathogenetic rel-

evance of the infectious nature of this disease.
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