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ABSTRACT 

 

 
 ARTICLE DETAILS

 
Alopecia areata is a relapsing chronic condition that causes hair loss without leaving scars. Alopecia 

areata's clinical history varies; the condition may resolve spontaneously, persist, recur, or advance. 

Alopecia areata sufferers are treated in numerous ways, including: 

Information about the progression and prognosis of alopecia areata 

Consideration of medical treatment continuation;  

Treatment selection (for individuals who desire to continue treatment);  

Provision of psychological support resources; and  

Discussion of aesthetic possibilities. 
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INTRODUCTION 

Alopecia areata is a recurrent, chronic inflammatory 

condition of the hair follicles that causes hair loss without 

scarring. The severity of the condition ranges from minor 

patches of alopecia in any location with hair to full hair loss 

on the scalp, brows, eyelashes, and body. 1 

Alopecia areata management include treating the patient's 

psychosocial needs and providing treatment to those who 

desire it. Alopecia areata has been treated with a range of 

topical, intralesional, and systemic medicines, as well as 

devices, but response to therapy varies greatly, and well-

designed clinical trials are scarce. The treatment of 

refrectatory illness will be described more below.2 

 

REFRACTORY DISEASE 

Oral Janus kinase inhibitors (JAK), dupilumab, 

immunosuppressants, oral sulfasalazine, or topical anthralin 

may be effective for individuals who have failed or are unable 

to receive early therapy. The ideal treatment for illness 

resistant to first therapy has not been determined, and other 

techniques may be appropriate. Treatment selection requires 

taking into account effectiveness and safety data, as well as 

patient preference and treatment availability.3 

In alopecia areata, Janus kinase (JAK) inhibitors stimulate 

hair growth. JAK inhibitors may have a favorable effect on 

alopecia areata by inhibiting T cell activation.4 

More research is needed, however, before judgments 

concerning long-term effectiveness and safety can be 

reached. The FDA has issued boxed warnings for oral JAK 

inhibitors due to the risk of severe infections, death, 

malignancy, substantial adverse cardiovascular events, and 

thrombosis. 5: 

Hair regrowth has been observed in people withal opecia 

areata who were treated with oral tofacitinib (a selective JAK 

inhibitor that principally inhibits Janus kinase 1 [JAK1] and 

Janus kinase 3 [JAK3]). Patients are often given 5 mg twice 

day. 6 

Oral Ruxolitinib: An open-label pilot research, case series, 

and case reports describing the use of oral ruxolitinib [57,72-

75] add to the evidence that JAK inhibitors may be useful in 

the treatment of alopecia areata. In an open-label trial, 9 of 12 

patients (75%) with moderate to severe alopecia areata who 

were given ruxolitinib 20 mg twice daily for three to six 

months saw at least 50% hair growth at the conclusion of 

therapy.7 

Data from the phase 2 study show that experimental oral JAK 

inhibitors such as ritlecitinib, brepocitinib, and CTP-543 are 

effective. 8 

The effectiveness of topical JAK inhibitors in alopecia areata 

is unknown. A 24-week experiment in which 39 people with 

alopecia areata (hair loss ranging from 25% to 100%) were 

randomly allocated to ruxolitinib 1.5% cream twice daily or 

vehicle revealed no significant difference between the two 

groups in the proportion of patients who obtained a 50% 

improvement in SALT scores. In a small randomized study 

(n = 31), topical delgocitinib, an experimental JAK inhibitor, 

was no more efficacious than the vehicle. Furthermore, some 

topical JAK inhibitor studies were ended early due to causes 

such as ineffectiveness, futility, or sponsor choice. 9 

https://doi.org/10.47191/ijmscrs/v3-i1-06
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Other research indicates a possible advantage. A 28-week 

phase 1 trial in which 16 adults with alopecia universalis 

applied 2% facitinib ointment, 1% ruxolitinib ointment, 

0.05% clobetasol dipropionate ointment, or vehicle to one of 

four randomized areas of the scalp and eyebrows twice daily 

found new hair growth in the treated area in 6, 5, 10, and 0 

patients, respectively. Furthermore, in a 24-week open 

research, hair regrew in three of ten persons with alopecia 

areata or alopecia totalis who used 2% tofacitinib ointment. 

In a case series of 11 children with alopecia areata, alopecia 

totalis, or alopecia universalis who were refractory to oral and 

topical corticosteroids, treatment with 2% tofacitinib 

ointment was associated with an improvement in SALT score 

in eight children, including three children who had enough 

hair growth to cover the scalp or hide residual areas of hair 

loss. 10 

During therapy with dupilumab, patients experienced 

improvement, onset, reactivation, and worsening of alopecia 

areata. More research is needed to assess the efficacy of 

dupilumab in the treatment of alopecia areata.11 

A baseline serum immunoglobulin E (IgE) level of at least 

200 international units/mL, a personal or family history of 

atopy, and a shorter time since previous hair regrowth were 

all linked with a higher chance of response. 11 

Dupilumab has also been shown to be beneficial in case 

reports and case series. Four of six children with active 

disease at the time of dupilumab beginning and at least four 

months of clinical follow-up improved in disease severity in 

a group of 16 children with both alopecia areata and atopic 

dermatitis treated with dupilumab (300 mg every two weeks). 

The children who improved had ophiasis pattern (two), 

alopecia universalis (one), or patchy alopecia areata (one); the 

two who did not react had alopecia universalis.12 

Immunosuppressants like as methotrexate, azathioprine, and 

cyclosporine are occasionally used to treat refractory alopecia 

areata. These medicines have little efficacy data, and therapy 

with these medications necessitates frequent laboratory 

monitoring owing to possible toxicity. 13: 

Methotrexate may be useful, according to a systematic review 

and meta-analysis of mostly retrospective observational 

studies, especially when administered in adults or in 

combination with systemic glucocorticoids. Patients were 

often given dosages ranging from 7.5 to 25 mg per week. 63% 

of patients had an excellent or full response (at least 50% hair 

regrowth). The first signs of hair growth with methotrexate 

may appear after approximately 3 months, and it may take 6 

to 12 months of medication to fully recover. However, 

recurrence appears to be prevalent when methotrexate levels 

steadily decline. 14 

Small, uncontrolled trials show that azathioprine stimulates 

hair growth in some people with moderate to severe alopecia 

areata. Six individuals had their hair regrown under therapy 

with azathioprine (2.5 mg/kg per day adjusted for thiopurine 

methyltransferase [TPMT] levels) in a prospective trial of 14 

adult patients with alopecia universalis, with all attaining 

regrowth in 75 percent or more of the scalp. Responses 

occurred four to six months after treatment beginning, and 

four of the six responders continued to improve after therapy 

was discontinued. Adverse symptoms (diarrhoea, increased 

liver enzymes, pancreatitis, or bone marrow suppression) 

occurred in 5 of the 14 individuals, prompting four patients 

to discontinue treatment. 15 

Cyclosporine can stimulate hair growth in alopecia areata 

sufferers. Cyclosporine treatment, on the other hand, is 

accompanied with the likelihood of substantial side effects 

that limit long-term therapy. As a result, we generally avoid 

using cyclosporine to treat alopecia areata.16 

Cyclosporine efficacy data are few. A 12-week experiment in 

which 36 individuals with moderate to severe alopecia areata 

(including 21 adults with alopecia totalis or alopecia 

universalis) were randomly assigned to cyclosporine (4 

mg/kg per day) or placebo discovered a non-statistically 

significant trend in favor of cyclosporine's effectiveness. At 

week 12, 31% of patients treated with cyclosporine vs 6% of 

patients treated with placebo improved their SALT score by 

at least 50%. Further research with bigger sample sizes or 

longer treatment durations may be valuable in verifying 

cyclosporine's efficacy. 17 

Data from case studies and uncontrolled research support the 

use of cyclosporine with or without systemic glucocorticoids. 

Doses of cyclosporine more than 4 mg/kg have also been 

utilized. Alopecia areata has also been described as a side 

effect of cyclosporine medication.17 

Sulfasalazine is an immunosuppressive and 

immunomodulatory medication. Uncontrolled research and a 

retrospective assessment of medical records revealed that 

around one-quarter of individuals with alopecia areata 

received therapeutic treatment. Relapse rates of up to 45 

percent have been documented, however. Sulfasalazine side 

effects may include gastrointestinal discomfort, headache, 

fever, rash, and, less often, haematological problems and 

hepatotoxicity.18 

Starting treatment at a low dosage may help to alleviate 

gastrointestinal issues. Patients can be given 0.5 g twice daily 

for one month, then 1 g twice daily for one month, and 1.5 g 

twice daily for at least three months. Complete blood cell 

counts and liver function tests should be regularly monitored 

during the first three months of treatment and then every three 

to six months after that. 19 

Anthralin is a skin irritant. Case studies with insufficient 

controls provide evidence of effectiveness for alopecia areata. 

Anthralin appears to be less effective than intralesional 

corticosteroids and topical immunotherapy. Children may 

also have difficulties tolerating anthralin discomfort. 20 

Brown hair, skin, and clothes will be stained by anthralin. 

Patients should promptly wash their hands with cold or warm 

water after application. 21 
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CONCLUSION 

Alopecia areata hair loss is typically stressful for sufferers. 

The doctor's awareness of the psychological effect of hair loss 

is a crucial aspect of the therapeutic interaction. Psychosocial 

support options, such as a clinical or behavioral health 

psychologist or psychiatrist and the National Foundation for 

Alopecia Areata, may also be beneficial. 

Cosmetic procedures can help some individuals. Wigs, 

hairpieces, scalp shaving, and other therapies for scalp hair 

loss are available. Temporary tattoos can aid with brow loss. 

False eyelashes can be beneficial for lash alopecia. 
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