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ORIGINAL REPORT
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Folliculitis decalvans and lichen planopilaris phenoty-
pic spectrum has been described as a form of cicatricial
alopecia. The aim of this study is to describe the clini-
cal and trichoscopic features and therapeutic manage-
ment of this condition in a series of patients. A retro-
spective observational unicentre study was designed
including patients with folliculitis decalvans and lichen
planopilaris phenotypic spectrum confirmed with biop-
sy. A total of 31 patients (20 females) were included.
The most common presentation was an isolated plaque
of alopecia (61.3%) in the vertex. Trichoscopy revea-
led hair tufting with perifollicular white scaling in all
cases. The duration of the condition was the only factor
associated with large plaques (grade III) of alopecia
(p=0.026). The mean time to transition from the clas-
sic presentation of folliculitis decalvans to folliculitis
decalvans and lichen planopilaris phenotypic spectrum
was 5.2 years. The most frequently used treatments
were topical steroids (80.6%), intralesional steroids
(64.5%) and topical antibiotics (32.3%). Nine clini-
cal relapses were detected after a mean time of 18
months (range 12-23 months). Folliculitis decalvans
and lichen planopilaris phenotypic spectrum is an in-
frequent, but probably underdiagnosed, cicatricial alo-
pecia. Treatment with anti-inflammatory drugs used
for lichen planopilaris may be an adequate approach.
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Folliculitis decalvans (FD) is an uncommon form
of neutrophilic cicatricial alopecia. The hair loss
and concomitant symptoms (pruritus and pain) cause
a significant negative impact in patients’ quality of life
(1). Trichoscopy may help to detect this condition, and
histopathological analysis confirms the diagnosis (2, 3).
There is no specific treatment, although oral antibiotics,
oral isotretinoin and intralesional steroids may be useful
to attain clinical remission (4).

SIGNIFICANCE

Folliculitis decalvans and lichen planopilaris phenotypic
spectrum is a rare, but probably underdiagnosed, presen-
tation of cicatricial alopecia. It deserves a careful corre-
lation between clinical, trichoscopic and histopathological
features. This study includes 31 patients with folliculitis
decalvans and lichen planopilaris phenotypic spectrum and
provides relevant data related to clinical and trichoscopic
characteristics. The presence of a single cicatricial patch
on the vertex with trichoscopic signs of lichen planopilaris
and hair tufting of 6 or more hair shafts should raise the
suspicion of a folliculitis decalvans and lichen planopilaris
phenotypic spectrum diagnosis. The treatment is not well
defined, but the use of therapies for classical lichen plano-
pilaris seems to be an adequate approach.

Occasionally, FD may share clinical and histological
characteristics with lichen planopilaris (LPP) (5). It
implies a significant diagnostic challenge and deserves
a careful correlation between clinical, trichoscopic and
histopathological features (6). Recent publications have
described small case series of patients with this entity,
and the term “FD and LPP phenotypic spectrum” (FD-
LPPPS) was proposed recently (7). However, the idea of
spectrum of FD/LPP is still debatable and several authors
consider that this clinical presentation may be the result
of LPP-like changes in late FD (5).

The aim of this study was to describe the clinical and
trichoscopic characteristics, and therapeutic management
in a series of patients diagnosed with FDLPPPS.

MATERIALS AND METHODS

A retrospective study was designed including patients diagno-
sed with FD between 2010 and 2021 at the Trichology Unit in
Hospital Ramon y Cajal, Madrid, Spain, who finally met criteria
for FDLPPPS. To confirm the diagnosis of FDLPPPS it was
necessary to have a well-recorded personal history of FD with
histopathological confirmation in all cases and an objective change
to LPP-like clinical features, according to Yip et al.’s criteria (5),
and trichoscopic features.

Data were collected regarding epidemiology, clinical presenta-
tion (size, number, shape and location of alopecic patches, presence
of pustules, yellow crusts, polytrichia and concomitant pityriasis
amiantacea), time to FDLPPPS presentation since previous diag-
nosis of FD, symptoms, trichoscopic findings (hair tufting of 2—-5
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hairs or >6 hairs, perifollicular erythema, perifollicular scaling,
interfollicular scaling, follicular haemorrhages, white dots, vas-
cular patterns and others) and therapeutic options.

Data relating to treatment (total of therapies used, treatments
received 3 months before the first presentation of FDLPPPS
clinical features, response to treatment and side-effects detected)
and time to relapse were also analysed.

To stratify the severity of FDLPPPS, this study applied the same
approach that was used for FD (3 grades according to the maxi-
mum diameter of the largest patch of alopecia; grade I: <2 cm,
I1: 2-4.99 cm, III: 5 cm or more) (8). The onset of FDLPPPS was
considered when they showed clinical (and trichoscopic) features
of this entity and no inflammatory flare-ups for a year. Relapses
were considered in either 3 situations: progression of the alopecia
was observed, clinical inflammatory flare-up (pustules, exudative
crusts with or without symptoms) and trichoscopic features of
activity (2 points or more in the FD Activity Scale) (2).

Statistical analysis

After data gathering statistical analysis was performed. For cate-
gorical variables, frequencies were reported. For continuous vari-
ables, mean and range were calculated. The relationship between
epidemiological, clinical and trichoscopic features and severity
groups was analysed. To assess the statistical significance of dif-
ferences observed between groups, we performed an univariate
analysis using the x> and Mann—Whitney U tests for categorical
and continuous variables, respectively. All tests were 2-sided
and statistical significance was considered with p<0.05. For all
statistical analyses, the statistical software package SPSS (Version
25.0. Armonk, NY: IBM Corp) was used.

RESULTS

A total of 31 Caucasian patients (20 females and 11
males) with a median age of 40 years (range 23—66 years)
were recruited. None of the patients had a family history
of FD or LPP. The median age of onset of the condition
was 34 years (range 22-51 years). The associated der-
matological comorbidities were: androgenetic alopecia
(17 patients, 54.8%), seborrhoeic dermatitis on the scalp
(9 patients, 29.0%), atopic dermatitis in 2 patients and
vulvar lichen sclerosus in 1 patient.

Clinically, 19 patients (61.3%) presented a unique
plaque of alopecia on the scalp and 12 patients (38.7%)
had 2 or more areas affected (Fig. 1). The most com-
mon location was the vertex (in 27 patients, 87.1%),
followed by parietal area (12 patients, 38.7%), occipital
area (5 patients, 16.1%) and the frontal area (2 patients,
6.5%). The mean size of the area affected was 20.6 cm?
(range 1-187 cm?). Three patients (9.7%) had a grade I
extension of alopecia, 11 patients (35.5%) grade II, and
17 patients (54.8%) grade-11I. An oval or round shape
was the most frequent clinical presentation (18 patients,
58.0%), followed by diffuse hair loss in 8 patients
(25.8%), a multifocal patchy hair loss in 3 patients and
a large wedge-shaped plaque of alopecia in 2 patients.
At the time of the shift to LPP-like features, all patients
presented polytrichia, 7 patients associated isolated
clinical characteristics of FD (6 patients had yellowish
crusts and 1 patient follicular pustules) and 4 patients
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Fig. 1. Clinical presentation of folliculitis decalvans and lichen
planopilaris phenotypic spectrum. A unique cicatricial plaque of alopecia
with hair tufts of 6 or more hair follicles.

had concomitant pityriasis amiantacea. Pruritus was
referred by 14 patients (45.2%) and trichodynia by 3
patients (9.7%).

Trichoscopy revealed hair tufting and perifollicular
white scaling in all cases (Fig. 2) (the remaining tricho-
scopic features are summarized in Table I).

After statistical analysis, the duration of the condition
was the only factor associated with grade III forms of
FDLPPPS (p=0.026). The presence of white dots on
trichoscopy was higher in grade I-II cases than in severe
forms of the disease (»p=0.015). No other clinical factors
were correlated with the severity of the disease.

Once the diagnosis of FDLPPPS was established, the
patients were followed for a mean of 2.9 years (range
1-9 years). A total of 18 patients (58.1%) changed over
to the FDLPPPS spectrum during the follow-up in our
department, and 13 patients (41.9%) had received a pre-
vious diagnosis of FD in another dermatological centre.
The mean time since the first diagnosis of FD was 5.2
years (range 1-22 years). Treatments used before and

Table I. Trichoscopic features of patients with folliculitis decalvans
and lichen planopilaris phenotypic spectrum

Trichoscopic sign N (%)
Hair shaft alterations
Hair tufting 31 (100)
e tufts =6 hairs 18 (58.1)
e tufts of 2-5 hairs 12 (38.7)
Perifollicular structures
Perifollicular white scaling 31 (100)
Perifollicular erythema 25 (80.6)
Perifollicular yellow scales 8 (25.8)
Follicular pustules 6 (19.4)

Follicular haemorrhages 1(3.2)
Interfollicular structures
Milky-red areas 15 (48.4)
White dots 9 (29)
Interfollicular scaling 7 (22.6)
Ingrowing hairs 4 (12.9)
Yellow structureless areas 1(3.2)
Vascular structures

Linear vessels 10 (32.3)
Thin arborizing vessels 8 (25.8)
Thick arborizing vessels 4(12.9)
Thick-root vessels 1(3.2)
Diffuse vascular network 1(3.2)
Total 31 (100)
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Fig. 2. Trichoscopy of folliculitis decalvans and lichen planopilaris
phenotypic spectrum. Loss of follicular openings and hair tufting. White
perifollicular scales and ingrowing hairs are visible. [AQ5]

after the first presentation of FDLPPPS spectrum and
during it are shown in Table SI. In 1 patient, no treatment
was started, as he referred stabilization of his alopecia
for 2 years. The side-effects recorded were 2 cases of
gastrointestinal discomfort due to oral doxycycline and
5 cases with temporary scalp atrophy due to intralesional
steroids. None of the side-effects was severe enough to
discontinue treatment.

Treatments used

3 months before the flare-up'

Topical

Patient 1 Clobetasol, minoxidil 5%

A total of 9 relapses of FDLPPPS were detected in 8
patients (25.8%) during follow-up. All of these patients
presented inflammatory clinical signs in isolated areas
of the alopecia plaque, except for 1 patient who had a
generalized FD flare-up. The flare-ups took place after
a mean time of 18 months (range 12—23 months) since
FDLPPPS diagnosis. Four of those relapses occurred
after an interruption of the medical treatment (all of
them only with topical treatment) for a mean time of 8
months due to the SARS-CoV-2 (COVID-19) pandemic.
The treatments that patients were receiving before the
flare-up, and to treat the flare-up, are shown in Fig. 3.

DISCUSSION

As highlighted in previous studies, FDLPPPS is a not
uncommon presentation for dermatologists specializing
in conditions affecting the hair. Triieb et al. (9) were
the first to report on the bi-phasic nature of FD based
on their sequential dermoscopic observations in FD.
Yip et al. (5) described this clinical presentation in 13
patients for the first time in 2019, Egger et al. (7) studied
7 patients shortly after, and Miiller-Ramos et al. (10)

Treatments used
for the flare-up'

Clobetasol

Cyclosporine 3.5 mg/kg/d

Clobetasol, dapsone 5%
Patient 2

Clobetasol

DXM 0.5 mg/kg twice a week

Clobetasol
HXQ 200 mg/d, minoxidil, finasteride

Patient 3

Clobetasol

Patient 4

Clobetasol

Doxycicline 100 mg/d 3 months

Patient 5° None

Dapsone 5%

Doxycicline 100 mg/d 3 months

Clobetasol

Clobetasol

Patient 6°

Clindamycin 300 mg + rifampicin 300 mg bid

Clobetasol

Patient 62* None

Clindamycin 300 mg + rifampicin 300 mg bid

Patient 72

Patient 8>
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Fig. 3. Treatments received by patients
before and during the flare-up. HXQ:
hydroxychloroquine; DXM: dexamethasone;

bid: twice a day. 'All patients also received
Betamethasone + fusidic acid intralesional steroids. 2Four patients

discontinued medical treatment due to the

Clobetasol SARS-CoV-2 (COVID-19) pandemic. *One
patient experienced 2 relapses.
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described 2 paediatric cases. However, some case reports
describing patients with clinical overlap between LPP
and FD (11-13) suggest that clinicians might encounter
FDLPPPS cases more often than currently believed. To
our knowledge, this study describes the largest series of
FDLPPPS in the literature to date.

Regarding clinical features, the most common pre-
sentation of FDLPPPS was a single plaque on the
vertex, a finding also observed in previous studies. The
presence of a single cicatricial patch on the vertex with
trichoscopic signs of LPP and hair tufting of 6 or more
hair shafts should raise the suspicion of a FDLPPPS
diagnosis. According to the severity-scale of FD, most
of the cases of FDLPPPS included in this study were
grade III. Both characteristics support the hypothesis
that most of the cases of FDLPPS are presentations of
long-term FD in chronic stages. In fact, this “LPP-like”
clinical presentation is rather a manifestation of a final
common pathway seen in diverse scarring alopecias,
including FD (5). It is important to take this into ac-
count, to avoid misdiagnosis and therapeutic errors by
confusion with primary LPP, whose immunological
differences have been demonstrated (14). As Triieb et
al. (9) proposed, the development of features of LPP
with time may be due to the disruption of hair follicles
in the course of the bacterial infection, with consecutive
exposure of follicular antigens ultimately giving rise to
autoimmunity targeting the hair follicle at critical sites.
In addition, there are other clinical presentations that
are different in distribution (multifocal or diffuse) and
location (parietal or occipital area). These situations may
reflect a disruption of the follicular immune-privilege
on the whole scalp, that it has been also demonstrated
in other cicatricial alopecias (15, 16).

Folliculitis decalvans and lichen planopilaris

phenotypic spectrum
(FDLPPPS)

The scarce symptoms associated with this condition
are also notable. Pruritus was found in less than the half
of our patients and trichodynia in only 3 cases. This is
much less frequent than symptoms associated with FD
(68% of the patients have associated pruritus and 30%
trichodynia).

The use of oral antibiotics in FD is controversial due
to increasing antibiotic resistance (17); in our series,
most of the patients were taking oral doxycycline or
the combination of oral clindamycin and rifampicin.
Both options have demonstrated to induce a significant
improvement in FD during 4.8—7.2 months, respectively
(8, 18). Oral antibiotics could be necessary to induce a
prolonged remission in acute stages of FD that, at some
point, is followed by a definitive change to the chronic
lichenoid stages of FDLPPPS.

The treatment may be different once the FDLPPPS is
established. Recent investigations have shown that the
role of Staphylococcus aureus might be less relevant
in FDLPPPS forms, and anti-inflammatory treatments
should be prioritized (19). In the current study, the op-
tions most used were topical and intralesional steroids,
followed by topical antibiotics. The oral treatment is
not well defined, but immunomodulatory therapeutic
options are used more often (e.g. oral isotretinoin, hy-
droxychloroquine, dexamethasone and cyclosporine).
In our experience, FDLPPPS is easier to control than
the FD or the LPP classical forms, which means a
better prognosis for patients in this stage. The authors
propose a therapeutic approach in Fig. 4 that combines
those used in FD and classic LPP, based on the degree
of inflammatory activity and the course of alopecia.
The low number of cases of reactivation of FD do not
allow further analysis. However, the treatment in those

Topical steroid and/or topical antibiotic 2-3 times a week
+

Intralesional triamcinolone 8-12 mg/ml every 3 months

Good response Progression
(no hair loss of hair loss

Progression)*

Consider add immunomodulatory
A therapies such as:
Baitai forts ¢ Oral dexamethasone (0.5-1 mg/Kg,
year more :
: 1-2 times a week)

i ¢ Hydroxichloroquine 200 mg/day

¢ Oral retinoids (isotretinoin 20
mg/day or acitretin 20 mg/day)
¢ Cyclosporine 3.5-4 mg/Kg daily

Consider spacing intralesional
injections and tapering topical
treatment
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Consider oral antibiotics:

¢ Doxycycline 100 mg/day for 2-3 months

¢ Clindamycin 300 mg + Rifampicin 300 mg
twice daily for 10 weeks

*Add minoxidil (topical or oral) and 5-alpha inhibitors if concomitant androgenetic alopecia.

Inflammatory
flare-up (FD-like)

Fig. 4. Proposal of therapeutic algorithm
for folliculitis decalvans and lichen
planopilaris phenotypic spectrum
(FDLPPPS). This therapeutic algorithm is a
proposal by the authors.
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patients was almost stopped and totally interrupted in
4 cases.

Limitations

This study has some limitations. First, the retrospective
design of the study might entail loss of some relevant
data. It is likely that some patients were missed, who had
visited our department during the previous decade, as
there was no knowledge about this clinical presentation.
Secondly, it was not possible to assess the efficacy of the
treatment in stopping the progression of the alopecia.
However, it was possible to identify information useful
for clinicians, such as the therapeutic approaches used
in clinical practice that might avoid new inflammatory
outbreaks.

Conclusion

FDLPPPS is a rare, but probably underdiagnosed, pre-
sentation of cicatricial alopecia that should be suspected
in patients with long-standing classical FD with clinical
and trichoscopic changes to LPP, or in patients with
concomitant features of both entities. Most of the cases
in the current study were the result of chronic FD after
several courses of medical therapies, frequently with
oral antibiotics. The treatment is not well defined, but
the use of therapies for classical LPP seems to be an
adequate approach.
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