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CLINICAL IMAGE

Patchy Hair Loss

Caitlin Purvis MS'; Lindsay Tjiattas-Saleski DO, MBA, FACOEP!

"University of South Carolina School of Medicine Greenville, South Carolina

’Prisma Health, Greenville South Carolina

A 64-year-old male presented with a small patch of hair loss on
his left occipital scalp. He stated that it started about one-month
prior as a small quarter sized patch, which was initially recognized
by a barber. There was no scaling, itching, or other associated
symptoms. The patch progressively enlarged in size (Figure 1) and
more patches developed on the scalp. The hair loss stopped after
three months with no apparent regrowth. The patient was referred
to a dermatologist by his PCP for further evaluation. Prior to these
symptoms, the patient had typical male pattern baldness, which
he stated runs in the family. Patient denied previous episodes of
similar, or other hair loss. He denied pain or pruritis to the area,
rash, fevers, chills, or arthralgias.

FIGURE T1:

Hair loss on the left occipital scalp
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QUESTIONS

. What is the most likely diagnosis?
. Alopecia areata

. Alopecia neoplastica

. Lichen planopilaris

. Tinea capitis

m o N W » =

. Trichotillomania

N

. Which of the following statements is most correct?
A. Intralesional corticosteroids are usually the first line treatment.

B. This condition is often a side effect of treatment with Janus
kinase inhibitors.

C. This condition results from an underlying malignancy.

D. This condition will occasionally respond to behavior
modification therapy.

E. Wood's light examination sometimes shows florescence
of surrounding hairs.
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ANSWERS:

1. What is the most likely diagnosis?

Correct Answer:
A) Alopecia areata

This sharply demarcated patch of non-scarring hair loss is most
consistent with a diagnosis of alopecia areata. This may be difficult
to distinguish from trichotillomania, which results from habitual
pulling of hairs. However, in trichotillomania, patients are often not
able to pull all hairs completely, broken hairs are commonly seen,
and the distribution is usually in the frontotemporal scalp.”? In
tinea capitis, there is inflammation that is usually evident by scaling
in some types or frank abscesses (kerion) in others.? Scarring, never
seen in alopecia areata, is evident in lichen planopilaris, where the
follicular orifices are obliterated.* Alopecia neoplastica is alopecia
secondary to an underlying malignancy, usually metastatic, and is
also a scarring process.> Lesions may be single or multiple plaques
having a red-pink color and may be smooth or uneven and are
often associated with telangiectasia.®

2. Which of the following statements is most correct?

Correct Answer:
A) Intralesional corticosteroids are usually the first line treatment.

Unless the alopecia is very extensive or total, intralesional steroids
are usually the first option for treating alopecia areata.®’ Recent
reports have shown promise in the treatment of alopecia areata
with oral or topical Janus kinase inhibitors, but they have not
been thought to be implicated in triggering the disease.® Behavior
modification would be a more appropriate approach to the
management of trichotillomania but is not likely to be very effective
for alopecia areata.® Alopecia areata is not a scarring response
to a malignancy, although there have been cases of concomitant
malignancies such as lymphomas reported in association.>'°
Wood's light examination would not be expected to reveal
fluorescence in alopecia areata but would yield a green fluorescence
with a dermatophyte infection with Microsporum canis.?

DISCUSSION

Alopecia areata is estimated to affect 6.8 million people in the
United States and has a lifetime incidence of 2.1% worldwide.""'2
While not a particularly severe health threat, it can be cosmetically
disturbing as well as psychologically stressful for the patient.
Alopecia areata is a type of non-scarring hair loss which usually
involves well circumscribed patches of nearly complete hair loss, but
which can be more diffuse involving the entire scalp (alopecia totalis)
or the entire scalp and body (alopecia universalis).® The affected
skin can commonly present with slight redness but otherwise has
no other abnormalities. Frequently, “exclamation mark” hairs,
or short, broken hairs that are thicker at its damaged section and
thinner proximally as it enters the scalp, can be seen around the
margins of alopecia areata, specifically where it is expanding.®'> Nail
changes, such as grid-like nail pitting, can also be seen in patients
with alopecia areata.” It can be seen in all ages and there is no

known prevention, race, or sex dominance and also has a variable
occurrence of relapse.® A common practice in diagnosis involves
the use of dermoscopy, a noninvasive handheld instrument with a
transilluminating light source and magnifier, where one can see the
presence of “round yellow dots” around the areas of hair loss which
implies progression of alopecia areata.

Roughly 20% of people with alopecia areata have a family history
of the disease, therefore, it is believed that there is a genetic
predisposition to the disease.” The direct cause of alopecia is
unknown. Theories suggest that there is an autoimmune destruction
of hair follicles due to chronic inflammation as evidenced by
histopathologic examination, which reveals a dense lymphocytic
infiltrate of T lymphocytes around the anagen follicular bulb
referred to as a “swarm of bees” appearance.’>'® There have
been multifactorial associations with a variety of genes, including
major histocompatibility complex (MHC) and cytokine genes.''"”
Melanocytes, which are active during the anagen phase, could be
responsible for the immune response against the hair follicles by
expressing an autoantigen.'® Since alopecia areata is associated with
many autoimmune diseases, such as autoimmune thyroid disease,
it is further believed that alopecia areata may be autoimmune in
nature.’

The differential diagnosis of localized hair loss is vast. Compared to
trichotillomania, an impulse-control disorder which can be mistaken
for alopecia areata, the broken hairs are firmly attached to the scalp
and remain in the growing phase (unlike exclamation mark hairs).6
Unlike alopecia areata, the scalp in tinea capitis is often inflamed,
erythematous, and scaly where hair loss is present.?® Androgenetic
alopecia, commonly known as male or female-pattern baldness,
is distinguished by diffuse thinning of hair with either the frontal
hairline still intact (female pattern) or an M pattern of hair loss (male)
with both displaying a negative pull test away from hair loss.?® A pull
test is used to diagnose hair loss and involves grasping 40-60 hairs
at the base using the thumb, index, and middle fingers and gently
applying traction away from the scalp while lightly pulling on the
hairs.2! This process is usually repeated in two other areas of the
scalp for confirmation.?" A positive pull test results when more than
10% of hairs (4-6 hairs) are pulled from the scalp, indicating that
the hair is actively shedding.?' Telogen effluvium is a nonscarring
and noninflammatory alopecia that presents suddenly but subtly
involving hair loss on the entire scalp and primarily affects women
ages 30-60 years.” Telogen effluvium is most commonly caused
by physiologic changes in health status (infection, chronic illness,
medication exposure, surgery, pregnancy, hypothyroidism) or even
emotional stress that, once removed, hair typically regrows.'820.22
Trichorrhexis nodosa occurs when hairs break due to trauma, i.e.
traction with tight braids, straightening, or hair product overuse.?
Lastly, anagen effluvium is a diffuse hair loss caused most commonly
by chemotherapy, which disrupts the mitotic activity of hair follicles.?

TREATMENT/PREVENTION

Patients may initially present to the family practitioner once
they start to experience hair loss. It is recommended that a
dermatologist evaluate more advanced hair loss cases or refractory
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cases when necessary® Since the hair follicles are preserved in
nonscarring alopecia areata, recovering hair growth is possible in
most cases, even in longstanding disease.® A study performed in
Japan reported that spontaneous remission within a year was seen
in 80% of patients who had small numbers of patches of hair loss.®
Almost all patients with this disease will experience more than one
episode of alopecia areata hair loss and 14-25% of these patients
can progress to alopecia totalis or even alopecia universalis where
treatment becomes more complex and a full recovery is difficult
to achieve (< 10%).24?°> Furthermore, the prognosis becomes even
less favorable when the onset of alopecia areata develops during
childhood as well as in ophiasis, or a wave-like presentation of hair
|055.24, 26-28

The first line treatment for alopecia areata is multiple intralesional
injections of corticosteroids every 4-8 weeks in the mid dermis,
specificallytriamcinolone acetonide (2.5-5mg/mL)orhydrocortisone
acetate (25 mg/mL)(5), which are given at monthly intervals.6,7,29
Studies report an injection of 0.05-0.1 mL will produce an area
of regrowth of hair approximately 0.5 cm in diameter.6,7,29 This
is most effective when treating patchy patterned hair loss with
a limited extension, as well as for areas of cosmetic concern i.e.
eyebrows, however, this practice is limited by patient discomfort.6
Needleless devices, such as a Dermajet™ exisit which make it more
practical for diverse practitioner utilization.® High concentrations
of corticosteroids should not be used in order to avoid excess
skin atrophy at the sites of injection.® Systemic corticosteroids are
sometimes given when the alopecia is exceptionally rapid.>* A
small study reported 30-47% of patients treated for 6-weeks with
oral prednisolone (40 mg daily) showed 25% or more hair regrowth,
but continued treatment was needed for maintaining the new
growth.?°3" Topical steroids and calcineurin inhibitors such as oral
cyclosporine and topical tacrolimus are sometimes used but tend
to be less beneficial as are topical retinoids and anthralin (0.5-1%
cream applied daily). &323° Reports of successful treatments with
topical immunotherapeutic agents dinitrochlorobenzene (DNCB),
diphenylcyclopropenone (DPCP), and squaric acid dibutylester
(SADBE) have also been published.®4%4! Recently, there have been
reports of alopecia areata responding to oral and topical Janus
kinase inhibitors such as tofacitinib and ruxolitinib but relapse
post discontinuation is a concern.'®4243 Patients can expect variable
response to these treatment options. Comfort and supporting the
patient is important during treatment in attempts to eliminate
stress. If the patient does not retain hair growth, wigs, plugs, and
distracting accessories such as eyeglasses can be recommended in
concordance with the patients concern. Support groups (National
Alopecia Areata Foundation) are also an option for discussion for
patients suffering from psychological trauma from the hair loss.

Our Patient received intralesional triamcinolone acetonide
(Kenalog - 10) injections, from 1ml to 2.5ml once a month in the
patches of hair loss starting from the front (the most noticeable)
then working towards the back. He received about 20 to 30 small
injections around a patch each month until the full dose was
administered. It took about 3 treatments (or about 3 months) in
each patch site before hair started to grow and he received these
injections for about a year.

FIGURE 2:
Regrowth

AUTHOR DISCLOSURE:
No relevant financial affiliations

REFERENCES:

1. Grant JE, Chamberlain SR. Trichotillomania. The American journal of
psychiatry. 2016;173(9):868-874. doi:10.1176/appi.ajp.2016.15111432.

2. Ankad, B. S., Naidu, M. V,, Beergouder, S. L., & Sujana, L. (2014).
Trichoscopy in trichotillomania: a useful diagnostic tool. International
journal of trichology, 6(4), 160-3.

3. Hay RJ. Tinea Capitis: Current Status. Mycopathologia. 2017;182(1):87-
93.d0i:10.1007/s11046-016-0058-8.

4, Soares VC, Mulinari-Brenner F, de Souza TE. Lichen planopilaris
epidemiology: a retrospective study of 80 cases. Anais Brasileiros
de Dermatologia. 2015;90(5):666-670. doi:10.1590/abd 1806-
4841.20153923.

5. Kim J-H, Kim M-J, Sim W-Y, Lew B-L. Alopecia Neoplastica due to Gastric
Adenocarcinoma Metastasis to the Scalp, Presenting as Alopecia: A Case
Report and Literature Review. Annals of Dermatology. 2014;26(5):624-
627.d0i:10.5021/ad.2014.26.5.624.

6. Messenger AG, McKillop J, Farrant P, McDonagh AJ, Sladden M. British
Association of Dermatologists’ guidelines for the management of alopecia
areata 2012. Br J Dermatol 2012; 166: 916-926.

7. Porter D, Burton JL. A comparison of intra-lesional triamcinolone
hexacetonide and triamcinolone acetonide in alopecia areata. Br J
Dermatol 1971; 85:272-3.

8. Mackay-Wiggan, J., Jabbari, A., Nguyen, N., Cerise, J. E., Clark, C., Ulerio,
G.,...Clynes, R. (2016, September 22). Oral ruxolitinib induces hair
regrowth in patients with moderate-to-severe alopecia areata. Retrieved
from https://insight.jci.org/articles/view/89790



Purvis, Tjiattas-Saleski

Patchy Hair Loss

39

10.

11

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.
27.

28.

29.

30.

31.

32.

Pratt, C. H., King, L. E., Messenger, A. G., Christiano, A. M., & Sundberg,
J.P.(2017). Alopecia areata. Nature reviews. Disease primers, 3, 17011.
doi:10.1038/nrdp.2017.11

Ramot, Y., Gural, A., & Zlotogorski, A. (2016). Alopecia Areata as a
Manifestation of Systemic Lymphoma: Report of Two Cases. Skin
appendage disorders, 2(1-2), 63-66.

FAQ's. (n.d.). Retrieved from https://www.naaf.org/fags

Villasante Fricke, A. C., & Miteva, M. (2015). Epidemiology and burden of
alopecia areata: a systematic review. Clinical, cosmetic and investigational
dermatology, 8, 397-403. d0i:10.2147/CCID.S53985

Spano F, Donovan JC. Alopecia areata: Part 1: pathogenesis, diagnosis, and
prognosis. Canadian Family Physician. 2015;61(9):751-755.

McDonagh AJG, Messenger AG. The pathogenesis of alopecia areata.
Dermatol Clin 1996;14:661-70.

Gilhar A, Ullmann'Y, Berkutzki T et al. Autoimmune hair loss (alopecia
areata) transferred by T lymphocytes to human scalp explants on SCID
mice. J Clin Invest 1998;101:62-7.

Rapini, R. P.(2012). Practical Dermatopathology. Elsevier Health Sciences.

Petukhova L, Duvic M, Hordinsky M et al. Genome-wide association study
in alopecia areata implicates both innate and adaptive immunity. Nature
2010;466:113-17.

Bolognia, J., Cerroni, L., & Schaffer, J. V. (2018). Dermatology (Fourth ed.,
Vol. One). Philadelphia: Elsevier.

Saif GAB. Severe subtype of alopecia areata is highly associated with
thyroid autoimmunity. Saudi Medical Journal. 2016;37(6):656-661.
doi:10.15537/smj.2016.6.13777.

Phillips TG, Slomiany WP, Allison R. Hair loss: common causes and
treatment. Am Fam Physician 2017; 96(6):371-378.

Gordon, K. A., & Tosti, A. (2011). Alopecia: evaluation and treatment.
Clinical, cosmetic and investigational dermatology, 4, 101-6.

Springer, Karyn, et al. “Common Hair Loss Disorders.” AAFP Home, 1 July
2003, www.aafp.org/afp/2003/0701/p93.html.

Spano, F., & Donovan, J. C. (2015). Alopecia areata: Part 2: treatment.
Canadian family physician Medecin de famille canadien, 61(9), 757-61.

Walker SA, Rothman S. Alopecia areata: a statistical study and
consideration of endocrine influences. J Invest Dermatol 1950;14:403-13.

Gip L, Lodin A, Molin L. Alopecia areata. A follow-up investigation of
outpatient material. Acta Derm Venereol1969;49:180-8.

Anderson |. Alopecia areata: a clinical study. Br Med J 1950;2:1250-2.

Muller SA, Winkelmann RK. Alopecia areata. Arch Dermatol 1963;
88:290-7.

De Waard-van der Spek FB, Oranje AP, De Raeymaecker DM et al.
Juvenile versus maturity-onset alopecia areata - a comparative
retrospective clinical study. Clin Exp Dermatol 1989;14:429-33.

Kubeyinje EP. Intralesional triamcinolone acetonide in alopecia areata
amongst 62 Saudi Arabs. East Afr Med J 1994; 71:674-5.

Olsen EA, Carson SC, Turney EA. Systemic steroids with or without 2%
topical minoxidil in the treatment of alopecia areata. Arch Der- matol
1992;128:1467-73.

Winter RJ, Kern F, Blizzard RM. Prednisone therapy for alopecia areata. A
follow-up report. Arch Dermatol 1976;112:1549-52.

Tosti A, lorizzo M, Botta GL et al. Efficacy and safety of a new clob- etasol
propionate 0A05% foam in alopecia areata: a randomized, double-blind
placebo-controlled trial. J Eur Acad Dermatol Venereol 2006; 20:1243-7.

33.

34.

35.

36.

37.

38.

39.

40.
41.

42.

43.

Charuwichitratana S, Wattanakrai P, Tanrattanakorn S. Randomized
double-blind placebo-controlled trial in the treatment of alopecia areata
with 0A&25% desoximetasone cream. Arch Dermatol 2000; 136:1276-7.

Tosti A, Piraccini BM, Pazzaglia M et al. Clobetasol propionate 0.05%
under occlusion in the treatment of alopecia totalis/univer- salis. J Am
Acad Dermatol 2003; 49:96-8.

Gupta AK, Ellis CN, Cooper KD et al. Oral cyclosporine for the treatment
of alopecia areata. A clinical and immunohistochemical analysis. J Am
Acad Dermatol 1990; 22:242-50.

Price VH, Willey A, Chen BK. Topical tacrolimus in alopecia areata. J Am
Acad Dermatol 2005; 52:138-9.

Fiedler-Weiss VC, Buys CM. Evaluation of anthralin in the treatment of
alopecia areata. Arch Dermatol 1987; 123:1491-3.

Nelson DA, Spielvogel RL. Anthralin therapy for alopecia areata. Int J
Dermatol 1985; 24:606-7.

Schmoeckel C, Weissmann |, Plewig G et al. Treatment of alopecia areata
by anthralin-induced dermatitis. Arch Dermatol 1979; 115:1254-5.

Rosenberg EW, Drake L. Alopecia areata. Arch Dermatol 1976; 112:256.

Rokhsar CK, Shupack JL, Vafai JJ et al. Efficacy of topical sensitizers in the
treatment of alopecia areata. J Am Acad Dermatol 1998; 39:751-61.

Crispin MK, Ko JM, Craiglow BG, et al. Safety and efficacy of the JAK
inhibitor tofactinib citrate in patients with alopecia areata. JCI Insight
2016;1:89790.

Mackay-Wiggan J, Jabbari A, Nguyen N, et al. Oral ruxolitinib induces hair
regrowth in patients with moderate-to-severe alopecia areata. JCI Insight
2016;1:¢89790.



