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Reversible hair loss in a patient with cicatricial
alopecia: A case of regrowth associated with
pioglitazone use
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INTRODUCTION
Cicatricial alopecia describes hair loss wherein

inflammation targets and ultimately destroys the hair
follicle, resulting in the loss of follicular ostia.1

Though there is no cure, current first-line treatments
are aimed at terminating the inflammatory process to
prevent further hair loss and alleviate symptoms.
These include topical and intralesional corticoste-
roids, immunosuppressants, and 5-a reductase in-
hibitors.2 Auxillary therapies including low-dose oral
minoxidil can be utilized to increase the thickness of
unaffected hair and conceal adjacent alopecic areas.3

Hair regrowth is unexpected during the course of
treatment due to the conditions’ permanent destruc-
tion of multipotent follicular stem cells.4 Rare cases
of hair regrowth in patients with cicatricial alopecia
have been sporadically reported.1 The authors pre-
sent a remarkable case of hair regrowth achieved
with oral pioglitazone, topical clobetasol solution,
topical minoxidil foam, and low-level laser therapy
in a patient with multiple biopsies confirming a
diagnosis of lichen planopilaris (LPP).

CASE REPORT
A 52-year-old female with a history of anemia,

hypothyroidism, and basal cell carcinoma presented
to our clinic for evaluation of biopsy-confirmed LPP.
She reported significant hair shedding associated
with scalp erythema, pruritus, and flaking for over
1 year. Shewas initially treatedwith ketoconazole 2%
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shampoo thrice per week and clobetasol 0.05%
solution twice a day for 2 weeks and then to be
applied as needed. However, given a lack of
improvement after 8 months of this regimen, an
initial 3-mm punch biopsy was performed at the site
of involvement, revealing a scarring alopecia with
polytrichia, perifollicular fibrosis, a perifollicular
lymphocytic infiltrate, and largely preserved seba-
ceous gland lobules. Treatment was subsequently
escalated to include hydroxychloroquine 200 mg
twice a day, doxycycline 100 mg twice a day, and
topical minoxidil 5% foam twice a day. Three months
after following this regimen, she reported persistent
scalp pain and pruritus, prompting referral to our
clinic for further evaluation.

Physical examination revealed an alopecic area in
the centroparietal scalp, with trichoscopy showing
perifollicular hyperkeratosis and polytrichia. She
was instructed to continue all medications and
administered 2 cc of intralesional triamcinolone
acetonide at 10 mg/cc and 5 cc of platelet-rich
plasma. She received 5 total rounds of intralesional
triamcinolone injections and 3 total platelet-rich
plasma sessions. Four months later, she was found
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Fig 1. Gross images demonstrating hair regrowth in a patient with cicatricial alopecia before
(A) and 3 months after treatment with pioglitazone and LLLT (B). A, before treatment. B,
3 months after treatment. LLLT, Low-level light therapy.
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to have significant worsening of her alopecia and
persistent scaling and pruritus, prompting initiation
of oral prednisone 40 mg tapered over 8 weeks.

At a 6-month follow-up, a second, 4-mm punch
biopsy was performed due to the patient’s unremit-
ting symptoms and lack of response to conventional
therapy. Repeat biopsy was notable for polytrichia,
perifollicular fibrosis, follicular dropout, a mildly
dense lymphocytic infiltrate, and loss of sebaceous
glands, confirming the diagnosis of LPP. At this
6-month follow-up, the patient was started on oral
pioglitazone 30 mg daily and began using a near
monochromatic low-level laser therapy device every
other day. Six weeks later, her symptoms persisted
with continued hair loss and scalp pruritus, prompt-
ing initiation of oral methotrexate 15 mg once
weekly with a folic acid 1-mg supplement.
Hydroxychloroquine and doxycycline were discon-
tinued due to perceived lack of efficacy. One month
later, she was found to have minimal improvement
with residual mild itching, prompting discontinua-
tion of methotrexate. After 3 months, she was found
to have a remarkable increase in hair density at the
previously alopecic scarred area with resolution of
scalp pruritus (Fig 1). No signs of active inflammation
were observed on trichoscopy.

DISCUSSION
Though the pathogenesis of cicatricial alopecia

remains poorly understood, disease activity is
thought to be driven by hormonal and androgenetic
factors perpetuating autoinflammatory destruction
of the hair follicle.5 Current treatments are aimed at
reducing the inflammatory burden of disease;
however, the current literature lacks large random-
ized controlled trials to guide therapeutic decisions.
Corticosteroids, immunosuppressants, and 5-a
reductase inhibitors are among first-line treatment
options for scarring hair loss.2 Additional medica-
tions, including pioglitazone, are considered as
adjuvant therapies when first-line therapies fail to
control disease progression and alleviate symptoms.

Pioglitazone is a peroxisome proliferator-
activated receptor gamma agonist, conventionally
used as a hypoglycemic agent. However, pioglita-
zone’s recently uncovered immunomodulating
properties, as well as the revelation that decreased
peroxisome proliferator-activated receptor gamma is
implicated in the development of cicatricial alopecia,
have established its role in the management of
scarring hair loss.6 Pioglitazone has demonstrated
efficacy in reducing patient-reported symptoms and
objective signs of inflammation in LPP in oral doses
of 15 mg or 30 mg daily.5 A retrospective analysis of
23 patients with LPP revealed that 78% of patients
achieved stabilization or substantial improvement
with the addition of pioglitazone to their treatment
regimen.5 Though pioglitazone carries a black box
warning for an increased risk of bladder cancer, the
data in diabetic patients are conflicting, and no cases
of bladder cancer occurring with pioglitazone use for
the treatment of LPP have been reported.7

Low-level light therapy (LLLT) has been widely
studied for the management of inflammatory condi-
tions and is approved by the US Food and Drug
Administration for the treatment of androgenetic
alopecia and musculoskeletal pain. Though its exact
mechanism in inducing hair growth is unknown,
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LLLT is hypothesized to act on mitochondria to alter
cell metabolism, increase vasodilation, andmodulate
inflammation.8 LLLT has shown effectiveness in
reducing inflammation and causing some hair re-
growth after daily use for 3months in several patients
with LPP.9

Very few reported cases of significant hair re-
growth in patients with biopsy-confirmed primary
cicatricial alopecia exist. This unique case demon-
strates dramatic hair regrowth in the setting of twice
biopsy-confirmed cicatricial alopecia. This is the
first reported case describing hair regrowth in
cicatricial alopecia associated with pioglitazone
addition. The authors believe pioglitazone was
the main contributor in causing regrowth, as re-
growth was seen 4 months after incorporating
pioglitazone and prior therapies failed to control
disease activity. This case establishes that hair
regrowth following treatment for cicatricial alope-
cia is possible. However, further investigation into
the inflammatory process underlying disease path-
ogenesis is warranted to elucidate the mechanisms
by which these treatments work to cause regrowth
in scarred areas.4
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