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Nursing remains a vital source of 
support for people with alopecia

Sue Schilling

I am delighted to write a 
guest editorial for this British 

Dermatological Nursing Group 
(BDNG) supplement. It is encouraging 
that the BDNG has dedicated a whole 
supplement to alopecia, a condition 
that we know can have far-reaching 
psychosocial impacts for many who are 
affected. When we talk about ‘alopecia’ 
at Alopecia UK, we talk about all types 
of alopecia, including androgenetic 
alopecia, telogen effluvium, alopecia 
areata, scarring alopecia, traction 
alopecia, and others.

The psychosocial impacts of alopecia can 
be severe. Feeling shame from looking 
visibly different can affect every social 
interaction, resulting in a reluctance to 
go out and socialise, causing increased 
absenteeism from work, education and 
social interactions. For some people with 
alopecia, this can lead to social isolation, 
reinforcing mental health challenges, 
diminishing life outcomes, and even 
leading to suicidal ideation. 

Most of the people in touch with 
Alopecia UK have alopecia areata, an 
undertreated autoimmune disease. 
For decades, the only treatment 
options available have been ‘off-label’ 
treatments. I am greatly encouraged 

that, in February, NICE recommended 
ritlecitinib for routine commissioning on 
the NHS, the first licensed medicine for 
the treatment of severe alopecia areata 
for those aged 12 and above. NICE’s 
recommendation – validated by robust 
clinical trial data – gives hope to the 
patients who struggle greatly to live with 
the impacts of alopecia areata.

It can be extremely difficult for patients 
with alopecia to hear from their 
consultants and nurses that there are 
no treatment options available. I hope 
this recent NICE recommendation is 
the start of more treatment options 
coming through for alopecia patients. 

Our priority at Alopecia UK is 
ensuring that patients feel informed 
and empowered about their medical 
condition; informed to make the best 
decisions to access treatment pathways 
should they wish to go down that 
route, and empowered to live well with 
alopecia should they choose not to opt 
for treatment, or should treatment not 
work, or need to stop. 

I hope this supplement expands your 
learning and gives you the confidence 
in your understanding of alopecia to 
provide the best care possible for 
your patients. The articles included 
in this supplement explain about the 
different types of alopecia, the anatomy 
and physiology of hair growth, and 
provide insights into the emerging JAK 
inhibitor drugs, including the recently 
NICE-recommended ritlecitinib. Most 
important is the article written by Lynn 
Wilks, a Trustee of Alopecia UK. Lynn’s 
first-hand experience demonstrates 
the emotional toll and challenges that a 
patient with alopecia can face.

Dermatology nursing staff play a vital 
role in the care of patients in the 
alopecia community. Nursing staff are 
often the people who patients will 
feel most comfortable to share their 
experiences, feelings and struggles 
with. I wish to thank all the incredible 
nurses who offer empathetic and 
compassionate care to alopecia 
patients, recognising what a huge 
impact it can have on a patient’s 
mental health. I would also like to 
thank the BDNG and its members 
for their continued support of patient 
organisations, including Alopecia 
UK. We know from attending the 
BDNG conference each year that 
you appreciate the value of the work 
we do. 

Alopecia UK is the only national 
charity to support adults and children 
experiencing alopecia, and the families 
of those affected. We provide a 
supportive community, inclusive of 
all types of hair loss. We work to 
improve the lives of people affected 
by alopecia through our three aims of 
Support, Awareness, and Research. 
We are the only UK charity that funds 
research into the causes of alopecia 
and potential treatments

Please continue to signpost your 
patients to Alopecia UK, so they 
can benefit from the variety of peer 
support options we have available, 
including face-to-face and online 
support groups, regional and national 
events, and our website, which is full 
of information and advicel. We are 
regularly told that Alopecia UK is a 
‘lifeline’; please help your patients with 
all types of alopecia find the charity that 
can make a big difference in their lives.

Sue Schilling is CEO of Alopecia UK

Editorial
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Marta Teixeira

Hair growth is a complex process that is regulated by 
various physiological factors. The hair follicle, which 

is the structure responsible for hair growth, undergoes 
repetitive cycles of growth, regression, and rest. These 
cycles are divided into three main phases: anagen 
(growth phase), catagen (regression phase), and telogen 
(resting phase).1,2

During the anagen phase, which typically lasts for two-
to-six years, the hair follicle actively produces hair cells, 
resulting in hair growth. The rate of hair growth during this 
phase varies depending on factors such as age, genetics, 
and hormonal status.1,2 The catagen phase, also known as 
the transitional phase, is a short period lasting for about 
two-to-three weeks. During this phase, the hair follicle 
undergoes regression and the lower part of the hair follicle 
detaches from the surrounding dermal papilla. The catagen 
phase is followed by the telogen phase, which is the resting 
phase of the hair follicle. During telogen, the hair follicle 
remains dormant for approximately three-to-four months, 
before re-entering the anagen phase.1,2 

Hormones play a crucial role in regulating hair growth. 
Androgens, such as dihydrotestosterone (DHT), have been 
implicated in the development of androgenetic alopecia, 
which is the most common form of hair loss in both men 
and women.4

Blumeyer et al4 state that androgenetic alopecia is the 
most common form of hair loss in both men and women. 
The guideline mentions that androgenetic alopecia is 
characterised by a non-scarring progressive miniaturisation 
of the hair follicle in predisposed individuals, usually in a 
specific pattern distribution. The frequency of androgenetic 
alopecia increases with age, and by the age of 70 or beyond, 

approximately 80% of men and up to 42% of women of 
Caucasian ethnicity show signs of androgenetic alopecia.4

Alongside trichoscopy findings, androgenetic alopecia is 
often associated with a gradual onset of hair thinning at 
the crown and frontal scalp. Key diagnostic features include 
miniaturised hair follicles and increased hair shaft diversity 
observed through trichoscopy. Additional diagnostic 
indicators might include a positive pull test, where multiple 
hairs are easily plucked from the scalp, and a family history 
of similar hair loss. The pattern of hair loss often follows the 
Hamilton-Norwood classification for men and the Ludwig 
classification for women, which outline various stages of 
hair thinning.5

Androgens bind to androgen receptors in the hair follicles, 
leading to the miniaturisation of hair follicles, reduced 
hair growth, and eventual hair loss.1,6 On the other hand, 
oestrogens promote hair growth by prolonging the anagen 
phase and increasing the follicular size.1 

The hair follicle is a highly dynamic structure composed of 
multiple cell types, including epithelial cells, dermal papilla 
cells, and surrounding connective tissue cells. Epithelial 
cells give rise to the hair shaft, while dermal papilla cells 
play a crucial role in regulating hair growth through cell 
signalling and the secretion of various growth factors, such 
as insulin-like growth factor-1 (IGF-1).1 The dermal papilla is 
also responsible for supplying nutrients and oxygen to the 
growing hair follicle.2 The blood supply to the hair follicle is 
essential for supporting hair growth. The dermal vasculature 
provides oxygen and nutrients to the hair follicle, while the 
lymphatic system helps remove waste products. Disruption 
of blood supply or lymphatic drainage can lead to impaired 
hair growth or even hair loss.1 

Summary:�
This article considers the anatomy and physiology of hair growth, 
and looks at the role this has in several types of alopecia.
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The immune system also plays a role 
in hair growth and can influence the 
development of certain hair disorders. 
Alopecia areata, for example, is an 
autoimmune condition characterised 
by the attack of the immune system on 
hair follicles, resulting in patchy hair loss. 
The exact mechanisms underlying the 
development of alopecia areata are not 
fully understood, but it is believed to 
involve a combination of genetic and 
environmental factors.8

Trichoscopy: A 
comprehensive approach to 
evaluating hair loss and its 
diagnostic potential

Trichoscopy, a non-invasive imaging 
technique, can be used as a diagnostic 
tool for alopecia areata and other hair 
disorders, allowing for the visualisation 
of characteristic features associated 

Figure 2. 
Anatomy of hair7

Figure 1. 
The hair cycle3

Clinical review
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with these conditions.9-11 Diagnosis of 
alopecia with trichoscopy, also known 
as hair dermoscopy, has emerged as 
a valuable tool in the diagnosis and 
evaluation of various types of hair loss, 
including alopecia areata. It involves the 
examination of the scalp and hair follicles 
using a dermatoscope, a handheld device 
with a magnifying lens and a light source, 
which allows for detailed visualisation of 
the hair and scalp structures.11-13 

Alopecia areata is a form of non-scarring 
hair loss characterised by round patches 
of hair loss on the scalp or other areas 
of the body. This condition can present 
with sudden hair loss in well-defined 
round or oval patches. Patients might 
report a history of hair regrowth and 
recurrence in different areas. A positive 
“pull test” revealing easily pluckable 

hairs at the borders of affected areas is 
common. Nail abnormalities, like pitting 
or ridges, might also be observed.14

Trichoscopy can aid in the diagnosis 
of alopecia areata by revealing specific 
features associated with the condition. 
These include upright regrowing 
hairs, pigtail (circle) hairs, Pohl-Pinkus 
constrictions, yellow dots, black 
dots, exclamation mark hairs, short 
vellus hairs and other less commonly 
reported features.9,12 However, it is 
important to note that there is no 
pathognomonic trichoscopic marker 
for alopecia areata, and the most 
common trichoscopic features are not 
the most specific.9

In paediatrics, alopecia areata and 
tinea capitis are thought to be the 

most frequent causes of scalp lesions 
without hair. Trichoscopy has recently 
emerged as a helpful diagnostic tool 
for alopecia areata and tinea capitis, 
especially in sceptic cases, as lab 
investigations, like fungal culture or 
biopsy, may take several weeks. Tinea 
capitis, especially the non-scaly type, 
may have the same clinical appearance 
as alopecia areata.15

Trichoscopy has been found to be useful 
in rapidly diagnosing alopecia areata in 
paediatric patients.15,16

In addition to alopecia areata, 
trichoscopy can also be used to 
differentiate other hair disorders, such as 
tinea capitis (fungal infection of the scalp) 
and compulsive hair pulling (previously 
known as trichotillomania).12,18

Pohl-Pinkus constriction (×10) Yellow dots (×10)

Pigtail hairs (×10) Black dots (red arrow), broken hairs (blue arrow), and tapering hairs (green arrows) (×10)

Figure 3. 
Features of alopecia areata17
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In addition to trichoscopy findings, 
patients with compulsive hair pulling 
usually admit to the compulsive habit 
of pulling out their own hair. They might 
also describe sensations of tension 
before pulling and relief afterward. 
Irregular areas of hair loss with different 
lengths of hair can be observed.19

Tinea capitis can show redness, scaling, 
and pustules on the scalp, often 

accompanied by itchiness. Wood’s lamp 
examination might reveal fluorescence 
under UV light due to fungal infection. 
Microscopic examination of hair 
(KOH mount) can help identify fungal 
elements.20

In tinea capitis, trichoscopy can reveal 
specific patterns, such as comma hairs, 
corkscrew hairs, and zigzag hairs, which 
are indicative of fungal infection.12 

In compulsive hair pulling, trichoscopy 
can help differentiate it from other 
forms of hair loss by revealing 
characteristic features such as broken 
hairs, black dots, and angulated hairs.18,22 

In androgenetic alopecia, trichoscopy 
reveals characteristic findings such as 
hair shaft thickness heterogeneity (A), 
multiple thin and vellus hairs (D), yellow 
dots (BD), perifollicular discoloration (B), 

Corkscrew (A), zigzag (B), comma hairs (C), pigtail (D), and morse code (band) (E) 
can be appreciated all in one slide (copyright: ©2016 Elghblawi)

Figure 4. 
Hairs seen in tinea capitis21

A B

A – Branched hair (blue arrow) and concentric hair (green arrow).  
B – Tulip hair (orange arrow), mace hair (blue arrow), exclamation mark hair (white 
arrow), black dot (green arrow), flame hair (red arrow)

Figure 5.  
Characteristics of compulsive hair pulling23

Figure 6.  
Characteristics of androgenetic 
alopecia28
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and a predominance of follicular units 
with only one hair (C,D). Vellus hairs 
were found to be the most common 
finding on trichoscopy in this condition.24 
Trichoscopy can also aid in differentiating 
between androgenetic alopecia and 
other forms of alopecia, such as telogen 
effluvium.25 

Telogen effluvium or diffuse hair loss 
often follows a triggering event (e.g., 
surgery, childbirth, trauma) and results 
in diffuse hair shedding without distinct 
patches of hair loss. Patients may report 
increased hair loss when shampooing or 
combing.26

Furthermore, trichoscopy has both 
diagnostic and prognostic value in 
androgenetic alopecia.27

Additionally, trichoscopy can assist 
in making differential diagnoses in 
challenging cases, such as distinguishing 
between androgenetic alopecia and 
frontal fibrosing alopecia in men.29 

Scarring alopecia is characterised by 
areas of permanent hair loss with 
visible scarring. Trichoscopy might show 
areas devoid of follicular openings. 
Skin biopsy is often necessary to 
determine the underlying cause of 
scarring alopecia.30 Trichoscopy reports 
revealed empty follicles and a lack of 
follicular ostia as symptoms of cicatricial 
alopecia. Inflammatory symptoms like 
perifollicular erythema and perifollicular 
hyperkeratosis were present, and single 
hairs were visible. Trichoscopic signs had 
no relationship to the severity of the 

illness, but clinical signs of inflammation 
like perifollicular erythema and 
perifollicular hyperkeratosis did.31

By examining the scalp, trichoscopy can 
provide valuable information to assess 
disease severity in female-pattern hair 
loss, which is a common form of hair 
loss in women.32

Trichoscopy can also provide valuable 
information about the activity and 
progression of hair disorders.  For 
example, in lichen planopilaris (LPP), a 
type of scarring alopecia, trichoscopy 
can reveal features such as loss of 
follicular ostia, erythema, white macules, 
blue-grey dots, and tufted hair, which 
can aid in the diagnosis and assessment 
of disease activity.10,33 

In addition to trichoscopy findings, LPP 
might present with redness, scaling, 
and possible itching on the scalp. Skin 
biopsy can reveal characteristic features 
of lichenoid inflammation around hair 
follicles.34

Trichoscopy can also be used to 
evaluate the response to treatment 
and monitor the efficacy of therapeutic 
interventions.33 Furthermore, 
trichoscopy can assist in the diagnosis 
of other conditions that can cause hair 
loss, such as syphilis. In cases of syphilitic 
alopecia, trichoscopy may not show 

Figure 7.  
Trichoscopy of a female affected by frontal fibrosing alopecia31

Figure 8.  
Trichoscopy showing perifollicular scales (black stars), white dots (red stars) and blue-grey 
dots (yellow arrows) around the follicular structures were seen as a “target” pattern19

Figure 9.  
Hair shaft variability and broken hairs 
(arrows) of different length, but no 
yellow dots or exclamation mark hairs36
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specific features typically seen in alopecia 
areata, such as exclamation mark hairs, 
which can help differentiate between the 
two conditions.35 

In summary, trichoscopy is a valuable 
tool in the diagnosis and evaluation 
of various forms of hair loss. It allows 
for the visualisation of specific features 
associated with different hair disorders, 
aiding in accurate diagnosis and 
differentiation from other conditions. 
Trichoscopy also provides information 
about disease activity and treatment 
response, making it an essential tool in 
the management of hair disorders.
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Leila Asfour

Hair loss or alopecia can be very common, affecting all 
genders, age groups and ethnicities. There are several 

types of alopecia, typically categorised as scarring or non-
scarring. Concurrent diagnoses can co-exist; therefore, 
clinical diagnosis can sometimes be challenging. Hair can 
be a vital part of our identity, sexuality, overall confidence 
and in certain cases can be associated with cultural and/or 
religious significance. Therefore, all types of alopecia have 
been associated with an adverse impact on quality of life 
and mental health.1

This article provides an overview of the different hair 
disorders. 

To better understand the causes behind hair loss, it is 
beneficial to know the processes of normal hair growth. In 
summary, vellus hair is present on the whole-body surface 
area, except for palms and soles. Terminal hair makes up 
the eye lashes, eyebrows and scalp hair ; and after puberty, 
pubic, axillary and central chest in men, as a response to 
androgens. In the bulge region of the hair follicle reside 
multiple stem cell populations and an intrinsic cycle of 
regeneration. This has led to the hair follicle becoming a 
useful model to study stem cell biology.2

In contrast to animals, who shed their entire coat, 
human hair grows in asynchronous cycles, meaning 
that individual hairs are in different stages of growth. 
Growth phases include: 

1.	 Anagen – the longest phase. Determines the length of 
the hair, e.g. the duration for scalp hair is several years, in 
contrast to body hair where it lasts for one-to-six months. 

2.	 Catagen – short 10-21-day phase of arrested growth 
and hair follicle involution. 1-3% of hairs. 

3.	 Telogen – resting phase of three-to-four months;  
10-15% of hair. 

4.	 Kenogen – latent period of a variable duration, during 
which the hair follicle is empty.

More information on the lifecycle of hair can be found in 
Marta Teixeira’s article on page 3.

Non-scarring alopecia

Non-scarring alopecias are very common and affect a great 
proportion of the general population. Non-scarring alopecia 
include diagnoses such as pattern hair loss and alopecia 
areata. In non-scarring alopecia, the hair follicle is preserved 
enabling the possibility for hair regrowth.

Summary:
Hair can be a vital part of our identity, sexuality, overall 
confidence and, in certain cases, can be associated with 
cultural or religious significance. All types of alopecia have been 
associated with an adverse effect on quality of life and mental 
health. It is important when assessing patients with hair loss 
to distinguish between scarring versus non-scarring processes. 
In cases with diagnostic uncertainty, scalp biopsies can aid 
with understanding underlying diagnosis. Pharmacotherapies 
for hair disorders are rapidly expanding, with the first-ever 
licensed systemic treatment for severe alopecia areata, 
ritlecitinib (Litfulo) being recommended by NICE for routine 
commissioning on the NHS this year.
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Alopecia areata
Alopecia areata (AA) is an immune-
mediated inflammatory hair disorder 
involving scalp, facial and body hair, which 
can affect all genders and age groups. 
It can present as circular patches of 
hair loss or extend to cause complete 
scalp hair loss called alopecia totalis. If 
patients lose scalp, facial and body hair 
it is called alopecia universalis. A UK-
based epidemiology study has shown 
AA point prevalence in 2018 was 1 in 
170 people. AA onset peaked at age 
25-29 years for both sexes, although the 
peak was broader in females. People of 
non-white ethnicity were more likely 
to present with AA, especially those 
of Asian ethnicity.3 A UK-based study 
has demonstrated that AA patients 
were more likely to be diagnosed with 
depression and/or anxiety, be signed 
off work or registered as unemployed, 
with higher rates of antidepressant 
prescriptions compared to controls.4

On examination, there are typically 
visible hair follicles seen as yellow dots 
in the skin and a characteristic feature of 
exclamation hairs can be seen. In active 
disease, their hair pull can be positive with 
large volumes of anagen hairs shedding. 
The skin tends to be normal. 

Treatment options depend on the 
degree of hair loss.5 In patchy disease, 
patients can experience spontaneous 
regrowth. Treatments for patchy disease 
include potent topical corticosteroids 
or intralesional steroid injections. 
In more extensive hair loss, contact 
immunotherapy, if available, can be an 
option; however, there are a limited 
number of centres able to provide this. 
A six-12-week course of prednisolone 
can help regrow the hair in extensive 
cases; however, there is a high risk of 
relapse on completing the treatment. 
Several immunosuppressive therapies 
such as ciclosporin, methotrexate, 
azathioprine and mycophenolate mofetil 
have been trialled on an unlicensed 
basis with variable results. We have had 
a landmark moment in the management 
of alopecia areata in recent years with 
two targeted therapies called Janus 
kinase inhibitors achieving licensing for 
alopecia areata, specifically baricitinib6 
and ritlecitinib. Ritlecitinib has now been 

approved by NICE for NHS funding for 
patients with severe alopecia areata of 
over 50% scalp involvement aged 12 
and above.7

More information on treatments can 
be found in Melanie Sutherland’s article 
on page 17, while Rod Tucket’s focus on 
ritlecitinib and baricitinib can be found 
on page 21.

Pattern hair loss/androgenetic 
alopecia 
Pattern hair loss, male or female 
(FPHL/MPHL), otherwise known as 
androgenetic alopecia (AGA) is strongly 
linked to local effects of androgens 
in men, mainly dihydrotestosterone 
(DHT), on hair follicles. MPHL is the 
most common form of hair loss in 
men, affecting 30-50% of men by age 
50. It occurs in a highly reproducible 
pattern, preferentially affecting the 
temples, vertex and mid-frontal scalp.8 
The pathogenesis appears to be more 
complex in women, and while androgens 
may play a role, non-androgenetic 
factors may also be implicated.9 A FPHL 
twin study has suggested that there 
are environmental factors contributing 
to the pathogenesis.10 The majority of 
women with FPHL will have normal 
serum hormone profiles. However, 
it is important to explore other 
features of hyperandrogenism such as 
hirsutism, acne/sebhorrea and review 
if investigation for polycystic ovaries 
is indicated.11 FPHL typically presents 
with hair thinning on the frontal scalp, 
also known as Christmas Tree frontal 
accentuation. However, FPHL can also 
have diffuse thinning, and in rare cases 
present with the male phenotype 

of bitemporal recession and vertex 
involvement.

The hair growth cycle is disturbed 
in AGA, as the active growth phase 
(anagen) becomes shorter, contributing 
to shorter hair with each cycle. Anagen 
to telogen hair ratio is reduced to 5:1. 
Hair follicles become smaller, undergoing 
a process called ‘miniaturisation’.12

Treatments are similar in men and 
women, including the licensed treatment 
of topical minoxidil 5% which can be 
bought over the counter. Treatment of 
MPHL is not commissioned on the NHS. 
FPHL can be associated with significant 
psychological morbidity, which can be 
higher compared to other hair disorders.13 
In mild FPHL, women can consider using 
a contraceptive with low androgen 
index alongside topical minoxidil. For 
moderate to severe cases, FPHL can be 
treated with unlicensed treatments such 
as oral minoxidil, antiandrogens such as 
spironolactone and finasteride.  

Chemotherapy-induced alopecia
During chemotherapy, patients will often 
develop diffuse hair loss with rapid 
hair shedding due to anagen effluvium. 
Patients whose hair loss persists for more 
than six months post-chemotherapy 
treatment are diagnosed with permanent 
chemotherapy-induced alopecia. Clinical 
presentation resembles AGA with diffuse 
thinning and miniaturisation of hair. 
Treatments trialled in these patients are 
like those in cases of AGA.14 

Telogen effluvium
Effluvium comes from a latin word 
‘effluere’, meaning ‘to flow out’. Telogen 
and anagen effluvium describe states 
where the hair literally flows out. In 
telogen effluvium (TE), the trigger results 
in a higher-than-normal proportion of 
anagen hair entering the resting telogen 
phase at the same time. The Sinclair scale 
of hair shedding is a validated measure 
utilised in monitoring these patients.15 
Hair fall occurs around three months 
after the event. There are several causes 
of TE, and these are outlined in Table 1. 
It is worth carrying out blood tests to 
investigate for any underlying causes or 
deficiencies which could be contributing 
to the hair shedding. Once the inducing 

“Non-scarring 
alopecias are 
very common 
and affect a 

great proportion 
of the general 
population”
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factor is withdrawn, telogen effluvium 
settles within three to six months. 
However, it might unmask underlying 
pattern hair loss in certain cases who 
describe chronic telogen effluvium 
with persistent hair shedding for over 
six months.16 

Traction alopecia
Traction alopecia (TA) occurs due to 
repetitive pulling of hair in a specific 
area. This is often due to hair styles 
and headwear such as tight buns or 
ponytails, extensions, weaves, braids, 
or religious/occupational traumatic 
hairstyling.17,18 The hair loss can occur 
on any area of the scalp depending on 
the hairstyle that is driving the process. 
On examination, broken hairs can often 
be seen, and rarely pustules within 
the hair follicles. The main treatment 
is to stop the hair practices that are 
driving the process. If persistent tension 
on the hair follicle continues without 
appropriate intervention, then TA can 
progress into an irreversible scarring 
alopecia. Patients sometimes report 
scalp tenderness, itching, paraesthesia 
(tingling) in the affected areas. 

Compulsive hair pulling 
(previously known as 
trichotillomania)
Compulsive hair pulling can affect scalp 
or facial hair and can be seen in adults 
and children. They develop an urge to 
pull out their own hair and do not always 
have insight into the problem. In adults, 
it is more common in women. It can be 
associated with low mood or anxiety. 
In children, there can be underlying 
psychosocial triggers driving their habit. 
On examination, they have hairs of 
different lengths, and on closer inspection 
short, fractured hairs can be seen. It 
can resolve spontaneously, however, it 
is important to address any underlying 
mood or anxiety-related issues.19

Scarring alopecia

Scarring alopecia is also known as 
cicatricial alopecia and is defined by 
the permanent destruction of the 
hair follicle. There are several types of 
primary cicatricial alopecia (PCA) which 
are classified based on their histology 
findings. These can be challenging to 
diagnose clinically.20 Table 2 outlines the 

PCA diagnoses. Below we provide the 
most common presentations of scarring 
alopecia seen in clinics. 

Infections: Tinea capitis and 
kerion
Tinea capitis presents with circular 
patches of hair loss and associated 
erythema/scaling of the skin. A secondary 
bacterial infection can develop creating 
increasing weepiness or yellow crusting 
and boggy swelling called kerion. Delays 
in treatment for the underlying fungal and 
bacterial infections can lead to permanent 
hair loss in adults and children. A hair 
sample taken from the root and sent for 
mycology can confirm the dermatophyte. 
If there is a high clinical suspicion for a 
fungal infection, then systemic antifungals 
such as griseofulvin or terbinafine should 
be initiated. These require a course of 
treatment between four and eight weeks. 
Topical antifungals cannot penetrate 
enough to clear this type of infection. 
If concurrent kerion is suspected, then 
patients will also require oral antibiotics 
targeted at skin-related bacteria 
depending on patients’ allergy status.21

Lichen planopilaris/frontal 
fibrosing alopecia
Lichen planopilaris (LPP) is a variant 
of lichen planus of the scalp which can 
present with localised/solitary patches 
or a more diffuse picture. There are 
areas of smooth, shiny skin in the 

scarred patches with loss of follicular 
ostia. If active, there can be evidence 
of perifollicular scaling and erythema. 
Patients can describe itch and pain as 
associated symptoms. It can sometimes 
affect the body as well.22 It is considered 
an autoimmune condition characterised 
by the loss of the hair follicle’s immune 
privilege at the bulge region.23

Frontal fibrosing alopecia (FFA) is 
considered a variant of LPP based on 
histological similarities. It presents with 
fronto-temporal recession that is very 
gradual. The skin appears shiny and 
smooth due to loss of follicular ostia. 
They can have associated irreversible 
hair loss of the eyebrows and body 
hair. Initially thought to be a condition 
affecting post-menopausal women, in 
recent times, FFA has been diagnosed 
in pre-menopausal women and 
men. There are several theories and 
hypotheses in relation to the underlying 
cause of FFA including genetics, 
environmental, sunscreen/facial product 
use and many more.  

Treatments for LPP and FFA are 
similar, with mild cases treated with 
topical potent corticosteroids, topical 
calcineurin inhibitors and intralesional 
corticosteroids. In moderate cases, first 
line treatment can include a prolonged 
course of tetracycline antibiotics and/
or hydroxychloroquine. In severe cases 

Table 1. Causes of telogen effluvium
Medications 	l Hormone-based (OCP, HRT, testosterone 

replacement)
	l Antihypertensives (Beta-blocker, ACE inhibitors)
	l Anticoagulants (Heparin, warfarin)
	l Systemic Retinoids
	l Anti-depressants (Lithium, SSRIs)
	l Lamotrigine

Thyroid disorders Hypothyroid/hyperthyroid

Nutritional/ 
dietary

	l Iron deficiency
	l Zinc deficiency
	l Crash diets
	l Anorexia nervosa

Other causes 	l High fever
	l Surgery
	l Postpartum
	l Emotional stress
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not responding to these treatments, 
immunosuppressive therapies can be 
considered.

Central centrifugal cicatricial 
alopecia
Central centrifugal cicatricial alopecia 
(CCCA) is a chronic progressive 
lymphocytic scarring alopecia which 
begins at the vertex and expands 
outward symmetrically, eventually 
affecting the entire scalp. CCCA typically 
presents in the third-fourth decade, 
and predominately affects women 
of African descent.24 The underlying 
cause of CCCA has not been fully 
elucidated. It has been associated with 
certain hair practices such as hot comb, 
traction styles such as hair braids/
weaves and chemical hair relaxants.25 
However, genetic mutations to PADI3 
have also been associated in CCCA.26 
It is likely that CCCA pathogenesis is 
multifactorial.27 Patients may describe 
symptoms of itch and pain with clinical 
signs of inflammation, but this is not 

evident in all cases. Therefore, it can be 
challenging to diagnose as it clinically 
resembles several other hair disorders 
such as LPP, alopecia areata and FPHL.  
Scalp biopsies can help with the diagnosis; 
however, CCCA and LPP have similar 
histopathology features. Treatments are 
similar to those used in LPP.

How and when to investigate 
hair and scalp disorders

Most hair disorders can be diagnosed 
on their clinical history and presentation. 
However, sometimes there can be 
diagnostic uncertainty in atypical 
presentations or if there is concurrent 
hair disorder. In these cases, a scalp 
biopsy can help in clarifying the 
underlying pathogenesis. There are 
two different protocols depending on 
the clinical suspicion on whether it is a 
scarring versus non-scarring diagnosis.28 
In cases of scarring alopecia, the biopsy 
is best taken from the edge of the hair 
loss patch where there is most evidence 
of inflammation. In non-scarring alopecia, 

if AGA is suspected, then horizontal and 
vertical sections are required. 

The role of wigs or hair pieces, 
hair cosmetics and psychology

All types of hair loss can have a 
tremendous psychosocial impact on 
patients which by extension can affect 
their work and relationships. Wigs or 
hair pieces can be a vital treatment 
for some patients in helping them 
regain confidence but the availability 
and provision of wigs are very variable 
across the UK. Alopecia UK and the 
British Association of Dermatologists 
have tried to address this by creating a 
Charter for Best Practice for NHS Wig 
Provision. This charter advocates for 
all patients with alopecia who require 
a wig to be offered a minimum of two 
acrylic wigs a year.29

Hair fibres or cosmetics can be bought 
online or over the counter which 
can help camouflage the hair loss. 
Microblading for eyebrows can help in 

Table 2. Scarring Alopecia: Summary of Primary Cicatricial Alopecia based on the North 
American Hair Research Society Classification
Inflammatory 
infiltrate Diagnosis Clinical presentation

Lymphocytic FFA/LPP Described in manuscript.

Discoid lupus 
erythematosus

Scaly, erythematous well demarcated plaques on the scalp with skin 
atrophy/scarring and hyperpigmentation. 

Pseudopelade du Brocq Tends to present with multiple small patches of scarring that coalesce. 
The small areas of scarring have been described as “footprints in the 
snow”. Skin can be slightly atrophic. No perifollicular inflammation is 
seen.

Central centrifugal cicatricial 
alopecia (CCCA)

Hair loss usually begins at the vertex and expands outward 
symmetrically, eventually affecting the entire scalp. This has been noted 
in afro-textured hair patients.

Neutrophilic Folliculitis decalvans Patients present with weeping/painful scalp. There is presence of 
perifollicular pustules, scaling and erythema. They have characteristic 
tufting of hair also known as “dolls-hair”.

Dissecting cellulitis of the 
scalp

Multiple enlarging painful and fluctuant nodules and abscesses on the 
scalp. They can have sinus tracts on the scalp with purulent discharge. 
They develop hypertrophic scarring with permanent hair loss. 
The condition is associated with hidradenitis suppurativa, acne 
conglobata and pilonidal sinus.

Mixed Acne keloidalis nuchae It presents with firm, dome-shaped, inflammatory papules and pustules 
over the nape of the neck. Over time, the papules coalesce to create 
keloidal plaques. It is typically seen in men.

Erosive pustular dermatoses 
of the scalp

It typically affects elderly patients. They present with extensive pustular 
lesions, erosions, and crusts located on the scalp.
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cases of severe or permanent eyebrow 
loss. There are also temporary eyebrow 
transfers available that can be used daily 
by men and women. 

Finally, it is important to address the 
psychological impact hair loss has on 
patients and consider referring to local 
counselling services, or in severe cases, 
consider hospital-based psychology 
teams if available. Psychological therapies 
such as mindfulness and cognitive 
behavioural therapy have been found 
to be beneficial. There are online 
sources for support such as psychology 
services,30 or valuable peer support can 
be found via various options provided 
by the charity Alopecia UK.

Conclusion

Most hair disorders can be diagnosed 
clinically, but it is important to consider 
if there is a concurrent process going 
on. All types of alopecia can have a 
significant psychosocial impact; therefore, 
it is vital to address any mood- or 
anxiety-related disorders and consider 
holistic management including wigs 
or hair pieces, hair camouflage and 
psychological therapies. Our knowledge 
on the pathogenesis of all these hair 
disorders is constantly evolving which 
is enabling us to rapidly expand future 
therapeutics for these patients.  
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Lynn Wilks

I have alopecia universalis, which 
means I have no hair on my scalp 

and body, including no eyelashes or 
eyebrows. Please don’t say, ‘Oh, what a 
relief not to have to shave or wax your 
legs for summer’. I would love to have 
to shave my legs again and I celebrate 
every little hair, on my big toe or 
underarm, that somehow manages to 
beat my autoimmune condition.

What helped me accept and come to terms with living 
with alopecia was finding Alopecia UK, the charity which 
provides support for people with alopecia through 
face-to-face and online peer-support groups, various 
social media channels and events; many of which provide 
help to young children and families. I am now a Trustee 
and volunteer with Alopecia UK, acting as the ‘expert 
patient’ for our patient organisation submissions to NICE, 
advocating for the new Janus kinase (JAKs) inhibitor drugs 
to be made available to patients who need them. 

In this article, I will share my personal experiences of the 
psychosocial impact of living with alopecia areata, as well 
as what we hear and see at Alopecia UK.

What is the impact of being diagnosed with 
alopecia areata?

I first had patchy hair loss on my scalp 23 years ago, 
when I was 35. This was diagnosed as telogen effluvium, 
probably related to hypothyroidism. I was devastated at 

the time, but I could hide my bald patches, which were 
around my hair line, with scarves and bandanas. My hair 
recovered within 18 months. 

When, in 2020, I lost all my head hair within three months, 
I think I was in shock and quickly fell into bouts of anger and 
depression. I was glad it happened in lockdown, as I did not 
have to go out socially; I did not want anyone to see me. 
I did not want to face the fact that this was possibly going 
to be permanent. When I lost my eyelashes and eyebrows 
at the end of the year, I felt I had lost my identity. I felt I 
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didn’t really look human anymore. I was 
worried my husband would not find 
me attractive and would leave me. Not 
only was I feeling unattractive, but I was 
angry and depressed, there were gallons 
of tears. And coming to terms with wigs 
– the different types, different costs and 
getting one that is comfortable, really fits 
you and won’t just blow off… it was all 
too much, too traumatic.

My story is common, and what we 
hear from so many in the alopecia 
areata community. Research studies and 
charity experience have shown that: 

	l Alopecia areata (AA) is not just 
cosmetic, it is an autoimmune 
condition

	l People with alopecia areata 
describe feelings of shock, trauma, 
and disrupted identity.1 Like any 
other trauma, this can often lead 
to unhealthy coping strategies and 
lasting effects on behaviours and 
life potential. These are costly to 
the individual, society at large and 
the NHS

	l Patients with AA experience 
clinically significant levels of anxiety 
(35.5%) and depression (29%)2

	l People feel ‘hopeless’ as alopecia 
areata is still poorly understood 
with no cure. Today, there are two 
licensed treatments, and just one of 
those, ritlecitinib, is recommended 
for routine commission on the NHS 
for people with severe alopecia 
areata (more than 50% hair loss). 
The rest of NHS patients are left 
with no effective treatments. The 
few that that are available are 
general, not licensed for alopecia and 
have limited access on the NHS

	l 25% of people with alopecia said 
that hair loss has negatively affected 
their close, intimate relationships2

	l There are debilitating mental health 
conditions (depression and anxiety) 
and psychosocial impacts (isolation, 
panic, absenteeism, diminished 
life outcomes and even suicidal 
ideation) associated with AA. One 
study reported rates of mental 
health challenges as high as 47.5% in 
people with alopecia2

	l Up to 40% of people with alopecia 
areata have other associated 
autoimmune conditions and 
co-morbidities which they are 
managing, such as hypothyroidism, 
lupus and eczema

	l People with alopecia universalis 
and alopecia totalis can struggle 
with temperature regulation and 
report being cold all the time. 
With no eyelashes, you often suffer 
irritation or dust in the eyes. With 
no nasal hair, you can suffer from 
an embarrassing runny nose, where 
nasal secretions suddenly drip, as 
there is no hair to trap mucus.

At Alopecia UK, we understand that 
there are higher incidences of alopecia 
areata in certain ethnic populations, 
for example, in people from Southern 
Asian backgrounds, and in lower socio-
economic groups. 

In some minoritised ethnicities there is 
social and religious stigma associated 
with hair loss. As an example, one of 
Alopecia UK’s ambassadors, who is a 
young Sikh man explains: “For a Sikh, you 

have 5 K’s, and ‘Kesh’, (the practice of 
allowing one’s hair to grow naturally) is one 
of them, so losing my hair almost felt like 
losing some of my Sikh identity.”

For men, male pattern baldness is 
considered ‘normal’, so some assume that 
men are less affected by alopecia areata. 
However, we hear the same feelings of 
trauma and mental health challenges in 
men with alopecia areata, and it is not so 
easy for them to access and wear wigs. 
Many men tell us they feel they must ‘put 
on a brave face’, but they suffer the same 
psychosocial challenges. 

There is one piece of research I am 
aware of on stigma, which found that 
lay people would stigmatise bald images, 
which could affect the quality of life of 
people with alopecia.3 

At Alopecia UK, we have recently heard 
from two mothers with sons who will no 
longer go to school, after they were bullied 
for being bald. Both those young men 
have considered suicide and are currently 
missing out on education and a life. It is 
heart-breaking to hear of such an impact. 

Of course, alopecia affects people from all 
professions. Here is a story from someone 
within the nursing community: “Alopecia 
has completely ruined my life and ruined me 
as a person. Prior to this condition I was an 
outgoing, reasonably confident girl. I am a 
nurse within the NHS and love my job. I am 
very active and thrive in all sporting activities. 
I used to love attending social events with 
friends and family. Now, since my alopecia, 
I have become something of a recluse. I 
find it extremely difficult to leave this house 
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and feel full of anxiety every single day. I 
find tasks that I used to do easily extremely 
difficult and daunting. I love to run and found 
this as my ‘therapy’ for anything. But since my 
alopecia, I find this hard to do, as wearing a 
wig and running is extremely uncomfortable. 
I don’t feel confident enough to leave the 
house without wearing a wig, even if it means 
a sweaty head, pressure sores and general 
discomfort. I continuously have sweat running 
into my eyes due to the lack of eyebrows 
and eyelashes, and my nose is constantly 
streaming. In conclusion, it has completely 
ruined my life!”

How can healthcare 
professionals support people 
with alopecia?

I was lucky. Even though it was during the 
lockdown in 2020, I had excellent GPs 
who did a full range of blood tests and 
were very supportive from my first visit 
to them. In total, I made seven visits to 
my GP during my first year of alopecia. 
The thought was that it could have been 
linked to my underactive thyroid, as my 
thyroid-stimulating hormone was way too 
high for someone on thyroxine. 

I was also referred to dermatology, but 
because of COVID, it took nine months 
before I was offered a telephone 
appointment. This was with a locum 
dermatologist, who basically said there 
was nothing that could be done and 
that it was unlikely my hair would grow 
back. I was sent back to my GP for three 
months of steroid cream and told that 
was the end of my referral. I have private 
health insurance through work, but as in 
most cases, alopecia appointments are 
not covered. I paid £180 for a private 
dermatology appointment – and I was 
glad I did – just to learn more about 
alopecia and the treatment options, even 
though most are ineffective. However, 
what was most valuable at that time 
was just to have 45 minutes with a 
healthcare professional who listened to 
me, gave me support and let me cry. 
Although he did say ‘Looks like you have 
already got yourself a nice wig, you will be 
fine’ – at which point I did just want to 
scream at him ‘But, I am not fine!’

What needs to change?

From research we have done at 
Alopecia UK, people with alopecia 

would love to see the following 
improvements in healthcare: 

	l Reduced wait times and easier 
referrals: Only one in four people 
are referred to dermatology and 
waiting list times are often beyond 
12 months. Some Trusts are even 
rejecting referrals for alopecia. We 
wish there was a standard patient 
pathway for alopecia areata.

	l Be better informed: GPs and 
general dermatology departments 
seem not to be up to date on the 
different types of alopecia and 
the treatment options that should 
be available. (It’s great to see this 
supplement in BDNG journal!)

	l Improved communication: Most 
patients want to have a detailed 
conversation around diagnosis, 
testing, prognosis, and treatments. 
Patients ask for honesty and most 
importantly time for a discussion 
and to feel supported.

	l Be more caring: In a survey 
from 2019, 19% of people 
described their first dermatology 
appointment as caring, but 32% 
felt they received an unkind 
and uncaring response. We 
ask healthcare practitioners to 
show empathy, support and 
understanding for the psychological 
and emotional impact of alopecia. 

	l Access to counselling services: We 
wish there was access from the NHS. 
We hear that many people are having 
to fund this support themselves.

What next?

The alopecia areata community is excited 
and hopeful hearing about ritlecitinib 
(Litfulo) having been approved by The 
National Institute for Health and Care 
Excellence (NICE). I was an ‘expert 
patient’ for the baricitinib and ritlecitinib 
health technology appraisals and I am 
proud and humbled to be an advocate 
for people with alopecia. 

I just hope that the NHS budget process 
through the Integrated Care Systems 
(ICS) and the formulary process 
doesn’t take too long, so that the few 
people who manage to be referred to 
secondary care dermatology can try the 
new JAK inhibitors.

Could there be a bigger role for 
dermatology nurses? How about 
dermatology nurses doing triage 
appointments by phone or video? 
Having a conversation with a healthcare 
professional to understand the condition 
was certainly helpful for me.

Living well with alopecia 
areata

For the people who remain in that ‘black 
hole’ or continue ‘on the rollercoaster’, 
I hope that the NHS will give them the 
time, support, and treatments to help 
the psychosocial impacts. I feel it is a 
journey to acceptance of living with a 
visible difference. While I still think ‘why 
me, why now’, shed a few tears and 
feel I am still putting on a brave face in 
social occasions, I am one of the 65% of 
people with alopecia areata who only 
feel comfortable out wearing a wig, 
even when it’s too hot to wear a wig 
or I am frightened of it blowing off.  
But I will not let alopecia stop me 
leading a normal life.

Luckily for me, I found the peer-to-
peer support from the Alopecia UK 
Facebook page and the regional support 
groups amazingly helpful, and they have 
enabled me to learn about the condition 
and how to manage the practical and 
emotional challenges. In March 2023, 
Alopecia UK arranged a Big Weekend 
event with a series of workshops, talks 
and fun, and I left feeling empowered 
and understood by others around me. 

I am humbled to now be a Trustee and 
volunteer with Alopecia UK and ask 
that you signpost your patients and 
colleagues to the website www.alopecia.
org.uk for more information.
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Melanie Sutherland

Hair loss can have huge effect on patients 
psychologically and socially. Therefore, finding the 

correct treatment can lead to potential positive outcomes 
for patients with hair loss. According to Richard et al, 
taking a thorough history is the most essential component 
of the clinical assessment.1 This will help establish the 
cause, as treatments may vary depending on the diagnosis 
of the alopecia.

This article will discuss some of the common treatments 
depending on the diagnoses. The causes of alopecia have 
been divided into five groups, as set out in Table 1. 

Interruption in hair cycle 

Hair loss occurs during a specific phase of the hair cycle. 
Telogen effluvium and anagen effluvium occurs during 
the stage of that hair cycle hence the name. Treating the 
underlying cause will often reverse the hair loss. 

Common causes for telogen effluvium are often seen 
in endocrine disorders such as thyroid dysfunction or in 
severe infection, chronic illness, crash diets and stress.2

The main cause of anagen effluvium is chemotherapy, 
however, it can also, rarely, be caused by fungal or bacterial 
scalp infections. Kanwar and Narang report that hair loss 
is reversible and suggest that once chemotherapy has 
been completed the hair will regrow – although it can 
take one-three months post treatment.3 Therefore, no 
pharmacologic intervention has any proven benefits. 

Hormone-related hair loss

Hormone-related hair loss is known as androgenetic 
alopecia or male or female pattern hair loss. It is common 
to see it run in families; therefore, genetic factors can play 
their part in this type of hair loss.2 

Minoxidil is considered first-line treatment and is available 
as an oral tablet or a topical solution. However, the oral 
tablet is not readily prescribed for alopecia through the 
NHS, as it is prescribed off license. 

Topical solution is available to buy over the counter at 
strengths of 5% or 2%, either as a liquid or foam. It is 
suggested to help slow down the progression of hair 
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Table 1
Interruption in 
hair cycle Hormone-related Inflammatory-related 

scarring
Inflammatory-
related non-scarring Trauma-related 

Anagen effluvium Male pattern hair loss Lichen planopilaris Alopecia areata Traction alopecia 

Telogen effluvium Female pattern hair loss Frontal fibrosing alopecia Tinea capitis Trichotillomania

Discoid lupus erythematous Syphilis 

Dissecting folliculitis

Folliculitis decalvans
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loss by causing vasodilation of the 
blood vessels, increasing blood flow 
around the hair follicles, and therefore 
encouraging hair regrowth. Topical 
minoxidil in the first few weeks can 
increase hair loss as it stimulates the 
hair follicle from the resting phase 
into the anagen phase. It is, therefore, 
important to warn patients of this.4,5

The 5% solution is only licensed for men, 
but can be recommended by a specialist 
for use in women. 

Side effects can include skin reaction, 
such as dryness, erythema, scaling 
or itchiness as it can cause localised 
irritation. Reducing the strength to 2% 
can reduce these side effects. General 
use is once a day for at least six months 
to note any improvement. If little or 
no response, then treatment should 
stop after 12 months.  However, if the 
treatment has been successful, it can be 
continued long term.

Systemic treatments include anti-
androgenic drugs called finasteride 
or spironolactone. These can 
inhibit and reduce the levels of 
dihydrotestosterone, a hormone that 
in high levels can shrink the hair follicle 
and shorten the hair growth cycle, 
therefore contributing to hair loss. 
Decreasing dihydrotestosterone levels 

encourages the hair to regrow and 
appear stronger and fuller. 

Finasteride can be given in both men and 
women, however it is prescribed off-label 
for women. Spironolactone is used off 
licence to treat women only. It is also 
important to warn of possible side effects, 
which can include mood changes, irregular 
menstrual periods, enlarged breast tissue, 
acne and sexual dysfunction, with reports 
of irreversible erectile dysfunction in men.6 
It can take three-six months before seeing 
a benefit, so it is important to manage the 
patient’s expectations. 

Hair transplantation is an option for 
patients with androgenetic alopecia, 
although this would need to be privately 
sourced as it is not available under the 
NHS. Hair follicles are taken from areas of 
the scalp with hair and transplanted into 
the patches of hair loss. It is important to 
seek an experienced practitioner. 

Inflammatory hair loss

Inflammatory hair loss is divided into 
scarring and non-scarring conditions. 

Scarring: Scarring conditions include 
lichen planopilaris, frontal fibrosing alopecia, 
discoid lupus erythematous, dissecting 
folliculitis and folliculitis decalvans. 

Scarring alopecia must be recognised 
early and treated appropriately as it 
often results in permanent hair loss. 
The aim of treatments is to stop the 
progression of the disease, not for hair 
to regrow.7 

Treatments for lichen planopilaris, 
frontal fibrosing alopecia and discoid 
lupus erythematous include very 
potent topical scalp corticosteroids, 
intralesional corticosteroids and/or 
specific systemic treatments. Systemic 
treatments may include:

	l Doxycycline, an antibiotic which acts 
as an anti-inflammatory to aid in 
reducing the erythema 

	l Acitretin, an oral retinoid medication 
however it has higher risks of hair 
shedding

	l Hydroxychloroquine, an antimalarial 
medication which may act on the 
immune response a slow or halt the 
progression of hair loss. 

Treatments for folliculitis decalvans 
consist of daily antimicrobial shampoo 
and often a longer course of systemic 
antibiotics. The aim is to lessen the 
staphylococcus organism and reduce the 
inflammatory response. Antibiotics such 
as doxycycline for two-three months 
can lead to improvement, however, 
Wolff, Fischer and Blume-Peytavi 
report recurrence of the organisms are 
common.8 Furthermore, reports suggest 
that a combination of rifampicin and 
clindamycin for up to three months of 
treatment has higher efficacy and better 
longer-term outcomes. 

Non-scarring: Non-scarring conditions 
include tinea capitis, syphilis and 
alopecia areata. 

Tinea capitis can cause patches 
of alopecia and must be treated 
systemically with oral antifungals such as 
terbinafine, itraconazole and fluconazole. 
Topical antifungals are often unsuccessful 
due to low penetration to the hair 
follicles.9 

Alopecia can be seen in patients with 
syphilis with a motheaten pattern hair 
loss. Regrowth is often seen within three 
months of appropriate treatment.10

The British Association of 
Dermatologists has written guidelines 
on the management of alopecia areata, 
although this is little out of date.11 
However, the guidelines are currently 
being updated. 

First-line treatment is very potent 
topical corticosteroid scalp lotions, 
creams or ointments. This can 
easily be prescribed and initiated 
in primary care. Mild to moderate 
topical corticosteroids can be useful 
for eyebrow or beard hair loss. 

“Scarring alopecia 
must be recognised 

early and treated 
appropriately as 
it often results in 

permanent hair loss”

“Contact immunotherapy using 
diphenylcyclopropenone is the most  

effective treatment topical immunotherapy  
for extensive alopecia areata”

	 l 
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The aim of topical treatment is to 
dampen the inflammation, which can 
then encourage the hair to regrow. 
However, the efficacy of topical 
corticosteroids is limited as it is often 
needed for longer periods there is a 
higher risk of skin atrophy.12 

More specialised treatment can include 
intralesional steroid injections. This is 
often used if there is patchy hair loss of 
less than 50%. 

The main mechanism of action is to 
immunosuppress. Kumaresan indicate 
that corticosteroids suppress the 
T-cell-mediated immune attack on 
the hair follicle, therefore encouraging 
hair re-growth.13 However, the efficacy 
can be variable depending on certain 
factors. The injections may have a 
higher success rate with patients with 
less than 75% hair loss and with a 
shorter duration. There have been 
various studies to conclude that 
patients with less than 50% hair loss 
can achieve regrowth in between 60-
90% of cases.11 

Prednisolone is a tablet corticosteroid 
option and is often used in the very 
early stages of rapidly progressive 
alopecia to halt the hair loss. However, 
the hair loss often follows stopping 
the prednisolone.11 Adverse effects 
from prednisolone can include 
diabetes, weight gain, hypertension, 
osteoporosis, adrenal suppression, 
striae, acne and hypertrichosis. 

Other systemic medication for 
alopecia areata may include 
medications such as Methotrexate and 
Ciclosporin. It is suggested that the 
immunosuppressant agent of these 
drugs supresses the immune response. 
This group of medication may be more 
reserved and used in more extensive 
hair loss such as alopecia totalis or 
universalis. 

However, the limited studies on the 
use of these drugs are variable, with 
success rates for ciclosporin predicting 
good hair growth whilst on the 
treatment, but as soon as discontinued, 
the majority of patients relapsed.11 
Adverse effects include hypertension, 
nephrotoxicity and hypertrichosis. 

Methotrexate studies also present varied 
outcomes, with a one reporting showing 
slower response of hair regrowth in 
patients – in some cases up to three 
months to see a positive response.14 
Adverse effects include gastrointestinal 
symptoms such as nausea, diarrhorea and 
vomiting, and increased liver enzymes 
leading to potential liver fibrosis. 

Contact immunotherapy using 
diphenylcyclopropenone is the 
most effective treatment topical 
immunotherapy for extensive alopecia 
areata.15 The mechanism of action is to 
induce a contact allergic dermatitis to 
inhibit the responsible T lymphocytes 
affecting the hair loss. Following 
this allergic dermatitis, hair may be 
encouraged to regrow but can take 
three-six months.

Additionally, this treatment requires 
regular attendance for weekly 
applications and only a few NHS Trusts 
offer this as a treatment. 

A systematic review by Jang et al 
concluded positive outcomes using 
diphenylcyclopropenone, however, 
better designed randomised control 
trials are needed.16 

Side effects may include severe 
contact dermatitis causing blisters, 
hyperpigmentation, lymphadenopathy, 
intense itching, urticaria, oedema to scalp 
and widespread autoeczematisation. 

Janus kinase inhibitors (JAK) which have 
been around to help treatment atopic 
eczema had an incidental finding and 

found to be successful for hair regrowth 
and show promising results for patients 
with alopecia areata.

There is also a no treatment option for 
patients. Up to one third of patients with 
limited patchy hair loss will demonstrate 
a spontaneous remission within the first 
year of initial manifestation.8,11 

Trauma-related hair loss

Trauma-related hair loss includes 
traction alopecia and trichotillomania. 

Trichotillomania is caused by self-
induced excessive pulling or twisting 
of the hair. It is more commonly 
seen in children but can also affect 
adults. It can coexist with mental 
health concerns or a habit behaviour 
problem. Often, the hair loss can be 
seen on one side, normally the side 
of the dominant hand which reveals 
twisted and fragmented broken 
hairs of differing lengths. Treatment 
may include treating any underlying 
psychogenic disorder, which may 
include behavioural therapy, such as 
habit reversal, to prevent hair pulling. 
Cutting the hair close to the scalp, or 
wearing gloves or socks to cover the 
hands can be useful tips to prevent 
excessive trauma. 

Traction alopecia occurs after years 
of hair styling that causes traction 
or pulling of the hair. The hair loss 
generally affects the temporal/frontal 
scalp line. Regrowth of the hair can 
be reversed if stopped early but can 
be permanent if not addressed early 
enough due to destruction of the hair 
follicle. Treatment options include the 
use of minoxidil, wigs, or camouflage 
products.

Non-medical treatments 

Alopecia UK endorsed a Charter for 
Best Practice for NHS Wig Provision.17 
The need for the charter came after 
identification of the huge challenges 
and disparity in provision that patients 
accessing wigs via the NHS had 
experienced for many years. Therefore, 
Alopecia UK set out to work with 
NHS England to produce a Best 
Practice Charter for patients to have 
fair access to wigs. 

“Trichotillomania 
is caused by self-

induced excessive 
pulling or twisting 

of the hair. It is more 
commonly seen in 

children but can also 
affect adults”
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The charter made three 
recommendations to NHS decision-
makers: 

1.	 All NHS Trusts/Health Boards set 
up a ‘Best Practice Wigs Policy’ so 
that all people with alopecia who 
need and want a wig can receive 
wig prescriptions or vouchers in a 
way that is as easy and timely as 
possible, whilst reducing pressures 
on secondary care.

2.	 All people with alopecia who need 
and want a wig should be offered 
the right number of wigs for their 
condition based upon the support 
they need, and how and when they 
wear wigs.

3.	 All people with alopecia who need 
and want a wig should be offered 
a suitable choice and quality of 
wigs, whatever their race, natural 
hair colour, age and preferences, 
and be supported with face-to-face 
consultations with a wig supplier.

In addition to the Charter, Alopecia 
UK recommends that best practice is 
for each patient to receive up to four 
synthetic fibre wigs per year, or one 
human hair wig per year. The absolute 
minimum patients should receive is two 
synthetic wigs per year.

Other non-medical means could be the 
use of head coverings, such as scarves 
or bandanas. Alternatively, the use of 
camouflage, such as coloured hair root 
touch-up spray or dry shampoo of the 
same colour as your hair, can make 
the patches look less apparent. For 
those with extensive hair loss, scalp 
micropigmentation can help patients to 
feel more confident. 

Signposting patients to support 
groups can ensure they have access to 
emotional support. Alopecia UK has 
a huge amount of information on its 
website for patients, including many 
peer support options. The charity 
offers both face-to-face and online 
support. Speaking to others in the 
same situation can often provide 
support and help patients. Whilst 
peer support is not for everyone, 
Alopecia UK is a great resource to 
signpost patients to. 

Beyond peer support, some patients 
with alopecia may benefit from 
professional psychological help. 
Counselling and talking therapies can 
go a long way to help those struggling 
to come to terms with their new 
appearance. 

In Summary 

When treating patients with hair 
disorders it is important to correctly 
diagnose the type of alopecia to 
offer the right treatment. A detailed 
consultation, providing patients with 
information so that they can make an 
informed choice is essential. 

It is important to remember that 
not every patient will want a medical 
intervention. Providing information 
and supporting the patient throughout 
their journey by offering psychological 
support and a person to talk to who 
understands alopecia can have positive 
outcomes for patients. 

There are limited studies on medical 
treatments for alopecia with varied 
outcomes, and it is important to relay 
this information to patients. 
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Rod Tucker

Alopecia areata (AA) is an autoimmune disease 
associated with non-scarring hair loss due to an 

inflammatory response in the hair follicles.1 Clinically, AA 
presents with patches of hair loss on the scalp although any 
hair-bearing area can be affected.2 In addition to hair loss, 
around 30% of patients with AA experience nail changes 
characterised by pitting and trachyonychia.3 The course 
of AA is unpredictable and may progress to the most 
severe forms, alopecia totalis (complete loss of scalp hair) 
or alopecia universalis (complete loss of scalp and body 
hair).4 More information on the anatomy and physiology of 
alopecia can be found on page 3.

Despite this potential transition, spontaneous regrowth 
of hair occurs in around 80% of patients within a year.5 In 
the UK, the point prevalence estimate of AA in adults is 
0.58%, with a peak onset between the ages of 25 and 29. 
Moreover, the same study suggested that AA was three 
times more common among those of Asian ethnicity.6 
Although AA has been largely considered medically benign, 
it does have a significant impact upon sufferers, with one 
review finding that the disease negatively impacted upon 
health-related quality-of-life scores and this reduction 
was comparable to that seen with other long-term skin 
conditions such as atopic eczema and psoriasis.7

Although the underlying cause of AA remains unclear, 
both genetics and immune-related changes are likely to 
play an important role. This uncertainty has led clinicians 
to explore a variety of treatments including topical 
and intralesional corticosteroids, dithranol, minoxidil 
and photo-chemotherapy.2 But a breakthrough in the 
understanding of the pathophysiology in 2014 provided 
a rationale for the use of Janus kinase (JAK) inhibitors in 
the management of the disease. More information on 
treatments for alopecia can be found on page 17.

The role of JAK signalling in alopecia areata

In mouse models of AA, it became clear that the 
disease was associated with the over-expression of 
several pro-inflammatory cytokines such as interferon-γ 
(INF-γ) released from CD8+ cytotoxic T lymphocytes.8 
Furthermore, research identified that INF-γ signalled 
via both Janus kinase-1 and 2 and in turn, this action 
stimulated the release of inteulukin-15 (IL-15) which also 
signalled via JAK1 as well as JAK3.9 The fact that INF-γ had 
a pivotal role in AA had been known since 2006, when 
it was observed that INF-γ-deficient mice were unable 
to develop the condition.10 But in 2014, a study in mice 
models of AA demonstrated that antibody-mediated 
blockage of INF-γ and IL-15, with the JAK inhibitor 
ruxolitinib, prevented development of the disease.11 In 
addition, the researchers found that the use of ruxolitinib 
2mg twice daily in three patients with moderate to 
severe AA, produced near complete hair regrowth within 
three to five months. Other evidence for the role of JAK 
inhibition in AA came from a case report in 2014 of a 
male patient with both psoriasis and alopecia universalis. 
In pondering whether tofacitinib might help both his 
psoriasis and alopecia, clinicians used the drug at a dose 
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of 15mg daily. Remarkably, after eight months, there 
was full regrowth of hair at all body sites, as well as an 
improvement in his psoriasis.12 

Following these initial positive reports, several more 
cases and clinical studies were undertaken. The potential 
role of JAK inhibitors in AA was summarised in a 
2017 systematic review which identified 17 studies in 
196 patients. Based on the available data, the authors 
concluded that although JAK inhibition appeared to be a 
promising approach, more clinical trials were needed to 
confirm these preliminary results.13

Response to treatment with JAK inhibitors 
in alopecia areata

With the evidence for JAK inhibitors in AA largely derived 
from case reports and single arm, open label trials, a 
randomised, double-blind, placebo-controlled trial was 
required to better understand the role of these drugs 
in AA. Nevertheless, in the absence of randomised 
trial evidence, in 2019 – using the somewhat limited 
available evidence – Australian researchers undertook an 
analysis of the expected response rate to a JAK inhibitor 
in patients with AA. The team defined a response to 
treatment as ‘any response’ (i.e., 5-100% hair regrowth), a 
‘partial response’ (5-100%) and a ‘good response’ (50-
100% regrowth). For their analysis, the team included 
30 studies with 289 cases and the findings proved highly 
informative. For example, the use of a JAK inhibitor led to 
initial hair growth after a mean of 2.2 months. But more 
importantly, the results suggested that over two-thirds of 
patients (72.4%) were likely to respond to JAK inhibitor 
therapy, with 21.4% experiencing a partial response and 
45.7% a good response.14 

Baricitinib 

With a large proportion of patients likely to respond to 
JAK inhibition, the first phase 2 randomised controlled 
trial in adults with AA (BRAVE-AA1) was undertaken with 
baricitinib in 2021.15 The study enrolled 110 adult patients 
with scalp hair loss, defined in terms of the Severity of 
Alopecia Tool (SALT), as either severe (i.e., 50-94% scalp 
hair loss) or very severe (95-100% hair loss). Participants 
were randomised 1:1:1:1 to receive baricitinib 1mg, 
2mg, 4mg once daily or placebo and the trial lasted for 
36 weeks. The primary endpoint was the proportion of 
patients who achieved a SALT score of less than 20, i.e., 
less than 20% scalp hair loss, at week 36. The response to 
the 1mg dose was inadequate and not included in the final 
analysis. At week 36, the proportion of patients achieving a 
SALT score of greater than 20% was 33.3% with baricitinib 
2mg and 51.9% with the 4mg dose, both of which were 
statistically superior to placebo.

The BRAVE-AA1 trial also included a phase 3 arm and 
in 2022, the findings of this arm together with a second 
randomised trial, BRAVE-AA2, were published together.16 
The combined trials enrolled a total of 1,200 participants 

who were randomised 3:2:2 to receive baricitinib 4mg, 2mg 
or placebo. The proportion of participants from each trial 
achieving the primary endpoint, which was a SALT score of 
less than 20%, is shown in Figure 1.

With regards to safety, a similar proportion of participants 
across all treatment arms experienced at least one adverse 
event. For example, adverse events were reported by 
59.6% of those taking baricitinib 4mg, 50.8% and 51.3% of 
placebo patients. Although investigators assessed that the 
adverse events were predominately mild to moderate in 
severity, there was no independent adjudication of severity 
and no scale or measure for severity in the study protocol. 
The most common adverse events were upper respiratory 
tract infection, nasophyngitis and headaches. 

The difference between both doses of baricitinib and placebo 
were statistically significant (p < 0.001 for both trials).

Following the publication of the two BRAVE studies, 
baricitinib (Olumiant) was approved for the use in the 
treatment of severe AA by the Medicines and Healthcare 
products Regulatory Agency (MHRA) in October 2022, 
following a similar approval by the US Food and Drug 
Administration (FDA) in June 2022. 

Ritlecitinib

Research has also uncovered how selective inhibition of 
JAK3 is sufficient to reverse AA-associated inflammation 
and induce hair regrowth.17 One such selective agent is 
ritlecitinib, but the drug also irreversibly inhibits the tyrosine 
kinase expressed in the hepatocellular carcinoma (TEC) 
kinase family, although the relevance of this in relation to 
the therapeutic effectiveness is currently unclear.18 
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Figure 1.  
Proportion of patients with AA achieving a SALT score < 20% 
with baricitinib. Dara adapted from reference 16
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The efficacy and safety of ritlecitinib has been evaluated 
in a 24-week phase 2a randomised, placebo-controlled 
study19 and a more recent phase 2b-3 trial in patients 
aged 12 years and older.20 In this latter trial, patients were 
randomised to receive either a four week loading dose of 
200mg of ritlecitinib, followed by a maintenance dose of 
30mg or 50mg, for 20 weeks, or 10mg, 30mg and 50mg 
alone, i.e., without a loading or placebo. The primary 
outcome was the proportion of patients achieving a SALT 
score of 20 or less at week 24. 

The results showed that among those receiving a 200mg 
loading dose, 31% of 124 patients given 50mg and 22% 
of 121 given 30mg, achieved a SALT score of 20 or less. 
Similarly, 23% and 14% of patients given 50mg and 30mg 
without a loading dose achieved a SALT score of 20 or less. 
In each case, the result was statistically superior to placebo, 
apart from the 10mg dose. 

The safety of ritlecitinib has been recently evaluated in 
an analysis of 1,294 patients with AA, receiving the drug 
from four trials.21 The analysis revealed how 70.2% to 
75.4% of patients given ritlecitinib experienced adverse 
events compare to 69.5% of those assigned to placebo. 
However, most adverse events were deemed to be mild to 
moderate in severity and included headaches, COVID-19 
infection and nasopharyngitis. The authors concluded 
that ritlecitinib is ‘well tolerated and has a safety profile 
appropriate for chronic clinical use’.

Other JAK inhibitors

Baricitinib and ritlecitinib are just two of several JAK 
inhibitors which have been explored as a treatment 
for AA and in 2023, Chinese researchers summarised 
the findings of the available randomised, double-blind, 
placebo-controlled trials in patients with AA. The review 
included a total of seven trials with 1,710 patients 
and with two topical JAK inhibitors (ruxolitinib and 
delgocitinib) and four oral agents, baricitinib, ritlecitinib, 
brepocitinib and deuruxolitinib.22 The overall mean 
SALT score in the trials ranged from 59.5 to 87.9. The 
authors examined the proportion of patients achieving 
a 30%, 50% and 90% improvement in SALT score from 
baseline, the change from baseline in SALT score and 
treatment-related adverse events as their outcomes of 
interest. While it was clear that oral JAK inhibitors (but 

not topical agents) gave rise to significant reductions in 
SALT scores and therefore hair regrowth, the certainty 
of evidence ranged from moderate to very low, due to 
several reasons including imprecision, incomplete data 
and inconsistency. Fortunately, treatment-related adverse 
events were acceptable though the authors did call for 
fur ther trials to consider the safety of JAK inhibitors 
over the longer term.

Since the approval of baricitinib, a second oral agent, 
ritlecitinib, which specifically targets JAK3,23 has also been 
approved in the UK for the treatment of severe AA, based 
on the results of the ALLEGRO phase 2b-3 trial.20

Endorsement from NICE 

Despite the evidence of efficacy, NICE made the decision 
not to recommend baricitinib for the treatment of severe 
alopecia areata in adults.24 This conclusion was reached 
based on evidence from trials that the drug did not 
show a meaningful improvement in most of the health-
related quality-of-life assessments, together with some 
uncertainty over the cost-effectiveness estimates, which 
were higher than what would normally be considered 
by the organisation. It is also apparent that JAK inhibition 
is not curative and requires long-term treatment. In fact, 
following treatment cessation, relapse of AA occurs within 
three months.14 Furthermore, even dose reductions lead 
to a loss of treatment efficacy. This was observed in an 
open-label extension trial with baricitinib. When patients 
who had responded to the 4mg after 52 weeks were 
down-titrated 2mg, by week 104, 45.2% of patients had 
lost their original treatment benefit.25 

NICE initially recommended against the use of ritlecitinib 
for the treatment of severe AA in people aged 12 years 
and older, again due to higher than acceptable cost-
effectiveness estimates.26 However, in February 2024, NICE 
reversed its earlier decision and recommended the use of 
ritlecitinib as a treatment for patients from 12 years of age 
with severe AA, publishing draft guidance for its use.27 

Ritlecitinib is the first treatment available on the NHS with 
this mode of action. NICE’s committee decision reflected the 
arguments by the patient experts, concluding that a licenced 
treatment for AA is needed, saying that it represents “an 
innovative medicine” and that “JAK inhibitors provide a new 
mechanism of action for treating severe alopecia areata”.27 

In April 2024, The Scottish Medicines Consortium (SMC) 
followed NICE’s lead by recommending the use of ritlecitinib.

Treatment warning

JAK inhibitors appear to have a good safety profile, with 
no significant difference (compared to placebo) with 
the incidence of treatment-related adverse effects.28 
Nevertheless, in April 2023, warnings were issued by the 
UK’s MHRA on the use of JAK inhibitors for the treatment 
of chronic inflammatory disorders.29 This follows similar 
advice from both the Food and Drug Administration in 
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the US and the European Medicines Agency. In short, the 
advice is that JAK inhibitors should be avoided unless there 
are no suitable alternatives for patients 65 years and older, 
smokers (including former smokers), and those with other 
risk factors for cardiovascular disease or malignancy.

Conclusion

The available evidence supports the use of JAK inhibitors 
as an effective first-line treatment for patients with 
severe alopecia areata. There are currently several JAK 
inhibitors undergoing phase 2 trials,30 hopefully these – 
and the later phase 3 trials – will provide robust health-
related quality-of-life data that JAK inhibitors can be 
considered as the first-line treatment for patients with 
severe alopecia areata. In the meantime, the approval of 
ritlecitinib is a positive and welcome first step.
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