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Rezumat

Introducere: Alopecia fibrozantd frontald este o forma
a alopeciei cicatriciale primare apdrutd la femei in
postmenopauzi si caracterizatd printr-o lipsd in bandd a
parului in zona fronto-parietald si mai putin frecvent de
alopecia sprancenelor, axilelor si zonei pubiene. Aceastd
asociere apropie alopecia fibrozantd frontald de sindromul
Piccardi-Lasseur-Graham-Little caracterizat de triada
alopecie cicatriciald multifocald a scalpului, alopecie
necicatriciald axilard si/sau pubiand si papule foliculare
keratozice.

Caz clinic 1: Femeie in virstd de 56 de ani cu
menopauza instalatd de la virsta de 51 ani prezintd o lipsd
simetricd a parului din zona fronto-parietald cu tendintd de
extindere preauriculard, asociatd cu absenta orificiilor
foliculare, atrofie tequmentard si eritem perifolicular la
marginile scalpului. Pacienta prezintd o pierdere partiald a
parului sprancenelor si axilar. Histopatologia evidentiaza o
reducere a numdrului de foliculi pilosi cu prezenta fibrozei
lamelare perifoliculare si a canalelor foliculare. De
asemenea este surprinsd si prezenta unui infiltrat
inflamator limfocitar localizat in jurul portiunii superioare
a foliculului pilos. Tratamentul a constat in corticoterapie
locald si generald.

Caz clinic 2: Pacienta in vdrstd de 37 de ani prezintd
de 2 ani o lipsd simetricd a parului sub forma unei benzi
alopecice in zona fronto-parietald, cu eritem perifolicular,
iar de 1 an si alopecia partiald a spincenelor cu prezenta
unui eritem  subiacent. Examenul  histopatologic
evidentiazd fibrozd lamelard perifoliculard si fibroza
canalelor  foliculare cu rare infiltrate limfocitare

Summary

Introduction: Frontal fibrosing alopecia is a primary
cicatricial alopecia affecting mainly postmenopausal
women and characterized by a bandlike area of symmetric
hair loss involving the frontal and parietal areas and less
frequently associated with alopecia of the eyebrows, axillae
and groin. This association approaches it to Piccardi-
Lasseur-Graham-Little syndrome which is characterized by
the triad of multifocal cicatricial alopecia of the scalp,
nonscarring alopecia of the axillae and/or groin, and
keratotic follicular papules.

Clinical case 1: A 56-year-old postmenopausal
woman has been presenting a symmetrically hair loss in
frontoparietal area with progressive extension in
preauricular region for 3 years, associated with loss of
follicular orifices, skin atrophy and perifollicular erythema
at the scalp margin. Histopathological examination showed
decrease in the number of hair follicles, perifollicular
lamellar ~ fibrosis, chronic  lymphocytic  infiltrate
surrounding the infundibular and the isthmus portions of
the hair follicles. Laboratory examinations including
routine biochemistry, thyroid function and antinuclear
antibodies were negative. The treatment consisted in topical
and systemic corticosteroids.

Clinical case 2: A 37-year-old female patient has been
noticed a bandlike area of symmetrically hair loss in her
frontoparietal area associated with perifollicular erythema
for 2 years and partial alopecia of the eyebrows with
subjacent erythema for 1 year. Histopathological
examination showed perifollicular lamellar and canalicular
fibrosis and rare perifollicular lymphocytic infiltrates. Seric
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perifoliculare. Nivelul seric al androgenilor a fost normal.
Tratamentul a constat in injectii intralezionale cu
corticoizi.

Concluzie: Alopecia fibrozantd frontald este o alopecie
cicatriciald cauzatd de distrugerea foliculului pilos de cdtre
un infiltrat inflamator limfocitar localizat in jurul portiunii
superioare a foliculului pilos, cu afectarea anumitor zone
androgen dependente si consideratd ca o variantd a
lichenului plan pilar.

Cuvinte cheie: alopecie cicatriciald, lichen plan pilar.

Introducere

Alopecia fibrozantd frontald (FFA), descrisa
pentru prima datd de Kossard [1] in 1994, este o
formd de alopecie cicatriciald caracterizatd prin
afectarea parului din regiunea fronto-parietald a
scalpului. Afectiunea apare la femei in perioada
de postmenopauzd, acestea prezentand deseori
pe langa banda alopecica fronto-parietald si o
lipsd marcata a sprancenelor. Factorul hormonal
nu are rol In aceastd afectiune. Histologia,
imunofluorescenta si imunohistochimia din FFA
sunt identice cu cele ale lichenului plan pilar
(LPP). Prezentam cazurile a doud paciente cu
alopecie fibrozantd frontala.

Cazul clinic 1

Pacientd in varstd de 56 de ani se prezintd la
consultatie pentru pierderea parului din zona
fronto-parietald observatd de aproximativ un an.
Antecedentele personale heredo-colaterale si
personale erau fdrd importantd iar menopauza s-
a instalat de la varsta de 51 de ani.

Examenul dermatologic a evidentiat o lipsd a
parului din zona fronto-parietald cu tendinta la
extindere preauriculard, asociatd cu atrofie
tegumentard, absenta orificiilor foliculare si
eritem perifolicular la marginile scalpului (fig. 1).
Pacienta prezenta si o pierdere partiald a parului
sprancenelor si axilar fara leziuni cicatriciale
reziduale.

Histopatologia evidentiazda o reducere a
numdrului de foliculi pilosi cu prezenta
fibrozei lamelare perifoliculare si a canalelor
foliculare. De asemenea este surprinsa si
prezenta unui infiltrat inflamator limfocitar
localizat in jurul portiunii superioare a
foliculului pilos (fig. 2).
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level of androgens was normal. Treatment consisted in
intralesional steroids.

Conclusion: Frontal fibrosing alopecia is a cicatricial
alopecia doe to destruction of hair follicles by an
inflammatory lymphocytic infiltrate that is localized
around the upper portion of the hair follicles with selective
involvement of certain androgen-dependent areas and it is
considered a form of lichen planopilaris.

Key words: cicatricial alopecia, lichen planopilaris.

Introduction

Fibrosis frontal alopecia (FFA), described for
the first time by Kossard [1] in 1994, is a scar form
of alopecia characterized by the loss of fronto-
parietal region of the scalp. The disease occurs in
women during menopause, often presenting
them in addition to fronto-parietal alopecia band
and a marked lack of eyebrows. The hormonal
factor has no role in this disorder. Histology,
immune-fluorescence and  immune-histo-
chemistry of FFA are identical to those of lichen
planus Pilar (LPP). We present the cases of two
patients with fibrosis frontal alopecia.

Clinical case 1

Patient aged 56 years has presented on the
consultation for hair loss in the fronto-parietal
area observed approximately one year ago.
Personal and personal hereditary-side history
was insignificant and the menopause has gone at
the age of 51 years.

Dermatological examination revealed a lack
of hair fronto-parietal area prone to pre-auricular
extension associated with a skin atrophy, absence
of follicular and openings peri-follicular
erythema at the edges of the scalp (fig. 1).
Patients had a partial loss of eyebrow hair and
axillary without scar residual lesions.

Histopathology shows a reduction in the
number of hair follicles with the presence of
lamellar fibrosis peri-follicular and follicular
canals. Also is captured and the presence of a
lymphocytic inflammatory infiltrate located
around the upper portion of the hair follicle (fig.
2). The biological examinations of blood and
urine were normal. Antinuclear and anti-DNA
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Fig. 1. Bandi de alopecie cicatriciald in zona fronto-parietald
cu tendintd de extindere preauriculard (caz clinic 1)
Fig. 1. Band of scar alopecia with fronto-parietal area with
preauricular extension trend (clinical case 1)

Examindrile biologice ale sangelui si urinei
au fost in limite normale. Anticorpii antinucleari
si anti-ADNdc au fost absenti. Nivelul seric al
androgenilor si testele functionale tiroidiene au
fost normale.

Tratamentul a constat In corticoterapie locala
si generala.

Cazul clinic 2

Pacientd in varstd de 37 de ani a fost
consultata pentru o pierdere progresiva a parului
din zona fronto-parietald aparutd in urma cu 2
ani, iar de 1 an si a sprancenelor. Antecedentele
heredocolaterale si personale erau fara patologie
semnificativd, cu mentiunea cd pacienta prezenta
cicluri menstruale regulate.

La examenul dermatologic se observa o
bandd alopecica cu prezenta unui eritem
perifolicular localizatd smetric in zona fronto-
parietald precum si alopecia partiala a spran-
cenelor pe fondul unui eritem subiacent (fig. 3, 4).

Examenul histopatologic a evidentiat fibroza
lamelard perifoliculard si fibroza canalelor
foliculare cu rare infiltrate limfocitare perifo-
liculare. Nivelurile serice ale hormonilor sexuali
erau normale corespunzatoare varstei pacientei.
Nu au fost depistate alte anomalii ale
examindrilor de laborator.

Tratamentul a constat in injectii intralezionale
cu corticoizi.

Fig. 2. Aspect histopatologic (HE) - fibrozi lamelard
perifoliculard si a canalelor foliculare cu reducerea
numdrului de foliculi pilosi, infiltrat inflamator limfocitar
localizat in jurul portiunii superioare a foliculului pilos
(caz clinic 1)

Fig. 2. Histopathological Layout (HE) — peri-follicular
lamellar fibrosis and follicular channels to reduce the
number of follicles pilous, lymphocytic inflammatory
infiltrate located in around the upper portion of the hair
follicle (clinical case I)

antibodies were absent. Serum levels of
androgens and thyroid function tests were
normal.

Treatment consisted in general and local
cortico-therapy.

Clinical case 2

Patient aged 37 years was found for a gradual
loss of hair from fronto-parietal area occurred
two years ago and for a year at the eyebrows
level. Heredo-collateral personal history and
pathology were not significant, except that the
patients had regular menstrual cycles. On
dermatological examination is seen a band with
the presence of erythema alopecia peri-follicular
smetric located in fronto-parietal area and partial
alopecia of eyebrows amid an underlying
erythema (fig 3, 4).

Histopathology showed fibrosis lamellar
peri-follicular and the fibrosis follicular channels
with rare lymphocytic infiltrates peri-follicular.
Serum sexual hormone levels were normal age-
appropriate of patient. No other abnormalities
were detected by laboratory examinations.

Treatment has consisted of intra-lesion
injections with steroids.
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Fig. 3. Bandd alopecicd fronto-parietald cu eritem
perifolicular (caz clinic 2)
Fig. 3. Fronto-parietal alopecia band with erythema
perifolicular (clinical case 2)

Discutii

Din 1994, cand Kossard [1] a descris pentru
prima datd caracteristicile clinice ale FFA, au fost
publicate mai multe cazuri in diferite tari,
ardtand cd afectiunea nu este atat de rard, aceasta
fiind mai degraba necunoscutd. Publicata si sub
numele de alopecia fibrozantd frontald
postmenopauzd, FFA este consideratd o varianta
a LPP cu distributie caracteristicd, afectand
femeile dupd menopauzi [1, 2, 3] indiferent daca
aceasta este naturald sau indusd chirurgical.
Afectiunea a fost descrisd la putine femei inainte
de menopauza [2, 3, 4] si la un singur barbat [5].
Nivelul seric al androgenilor este normal [1, 2, 6],
iar rolul hormonilor rdmane obscur in aceasta
afectiune, evolutia nefiind influentatd de terapia
hormonala.

Clasic afectiunea apare la femei dupd 40 de
ani si mai ales dupd instalarea menopauzei [2]
caracterizandu-se clinic printr-o alopecie
cicatriciald a zonei fronto-parietale, uneori
pruriginoasd [3]. Zona afectatd are aspectul unei
benzi strdlucitoare, uniform palide, avand o
latime variabild de la 1 cm la 8 cm, prezentand o
pierdere incompletd a parului, contrastand astfel
de tegumentul afectat solar al partii superioare a
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Fig. 4. Alopecie partiali a sprancenelor cu eritem subiacent
(caz clinic 2)
Fig. 4. Partial Alopecia eyebrows with underlying
erythema (clinical case 2)

Discussion

Since 1994, when Kossard [1] has first
described the clinical features of FFA, several
cases have been published in various countries,
showing that disease is not so rare, it is rather
unknown. Published under the name of
postmenopausal frontal alopecia fibrosis, FFA is
regarded as a variant of LPP with characteristic
distribution, affecting women after menopause
[1, 2, 3] whether it is natural or surgically
induced. Condition was described in a few
women before menopause [2, 3, 4] and one man
[5]. Serum levels of androgens is normal [1, 2, 6],
and the role of hormones in this disease remains
obscure, the evolution not being influenced by
the hormonal therapy:.

Classic disease occurs in women after 40
years and especially after menopause [2]
clinically characterized by scar alopecia fronto-
parietal area, sometimes pruritic [3]. The affected
area looks like a brilliant band, uniformly pale,
with a width varying from 1 cm to 8 cm, with an
incomplete loss of hair, contrasting such solar
damaged skin of the upper forehead and thereby
to assume original edge location of hair [2, 4].
New skirt of hair often have peri-follicular
erythema and follicular hyperkeratosis similar to
those found in LPP. Eyebrows are often thin or
absent and rarely have an underlying erythema
[2, 6,7, 8]. Often in the face the follicular papules
are present. Symmetrical alopecia non
inflammatory and non scar axillary and limbs is




fruntii si permitand astfel sa se presupund
localizarea lizierei originale a parului [2, 4]. Noua
lizierd a pdrului prezintd deseori eritem
perifolicular si hiperkeratoza foliculara identice
cu cele gasite iIn LPP. Sprancenele sunt adesea
subtiri sau lipsesc si rareori prezintd un eritem
subiacent [2, 6, 7, 8]. Deseori la nivelul fetei sunt
prezente papule foliculare. Alopecia simetrica
necicatriciala si neinflamatorie axilara si a
membrelor nu este rard. De asemenea in FFA se
pot intalni si pierderea genelor si parului pubian.
Rareori, in momentul diagnosticarii FFA sau
ulterior, pot fi prezente si leziuni de tip LPP ale
scalpului si leziuni extracraniale de lichen plan
[2, 3, 4, 9]. Evolutia FFA este insidioasd dar poate
fi si limitatd sau progresiva [2].

Histopatologia FFA este de alopecie
cicatriciald datoritd distrugerii foliculului pilos.
Daca prezenta infiltratului limfocitar localizat in
jurul portiunii superioare a foliculului pilos nu
este obligatorie, in schimb este prezenta fibroza
lamelard perifoliculard si fibroza canalelor
foliculare. Inflamatia perivasculard si peri-
anexialad este absentd. Imunofluorescenta directa
evidentiazd depozite de fibrinogen si Ig M si mai
rar Ig A si C; localizate de-a lungul membranei
bazale foliculare. Aspectul histopatologic,
imunofluorescenta directa si imunohistochimia
din FFA sunt identice cu cele intdlnite in LPP.
Examinadrile de sange sunt normale.

Etiopatogeneza FFA rdmane necunoscutd,
dar multi o considerd o variantd a LPP [1, 10].
Desi cele doud afectiuni difera clinic, in LPP
apdrand multiple plédci alopecice cicatriciale la
nivelul scalpului, cele doud afectiuni nu pot fi
diferentiate histologic si imunohistopatologic [1,
10] ambele apadrand dupd instalarea menopauzei.
Totusi ipoteza cd FFA este o variantd a LPP este
pusa sub semnul intrebdrii de doua situatii.
Prima este subtierea sau lipsa sprancenelor in 50-
81% din cazurile de FFA, aceasta neputand fi
justificatd de LPP sau lichenul plan cutanat [2,
11]. A doua situatie constd in asocierea LPP cu
lichenul plan cutanat si mucos in 50% din cazuri,
pe cand FFA este rar asociatd cu leziuni de lichen
plan (tabelul I).

Sindromul Piccardi-Lasseur-Graham-Little
(PLGLS) afecteazd de asemenea femeile in
postmenopauza. Acest sindrom este caracterizat
prin triada pléci alopecice cicatriciale multifocale
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not rare. In the FFA can also meet loss of
eyelashes and pubic hair. Rarely, when the FFA
diagnosis or subsequently, may be present and
the type LPP of the scalp lesions and lesions of
lichen planus extra-cranial [2, 3, 4, 9]. The FFA
developments are insidious but may be limited or
progressive. [2]

Histopathology FFA of scar alopecia is due to
the destruction hair follicles. If the presence
lymphocytic infiltrate located around the upper
portion of the hair follicle is not mandatory,
however peri-follicular lamellar fibrosis is
present and follicular fibrosis channels. Peri-
vascular and peri-axillary inflammation is absent.
Direct immunofluorescence shows deposits of
fibrinogen and Ig M and rarely Ig A and C3 often
located along the follicular basement membrane.
The histopathological appearance, direct
immunofluorescence and immunohistochemistry
of FFA are identical to those found in LPP. Blood
examinations are normal.

FFA etiopathogenesis remains unknown, but
many consider it a variant of LPP [1, 10].
Although the two diseases differ clinically in LPP,
occurring in multiple plates scar alopecia on the
scalp, the two diseases cannot be differentiated
histologically and imunohistopatologic [1, 10]
both occurring after menopause. Yet the
hypothesis that FFA is a variant of LPP is
questioned by two situations. The first is thinning
or absence of eyebrows in 50-81% of cases of FFA,
these cannot be justified by LPP or cutaneous
lichen planus [2, 11]. The next event is the
association of LPP with lichen planus skin and
mucous in 50% of cases, while FFA is rarely
associated with lesions of lichen planus (table I).

Piccard-Lasseur-Graham-Little syndrome
(PLGLS) also affects postmenopausal women.
This syndrome is characterized by the triad of
multifocal plaque on the scalp scar alopecia,
alopecia non scar axillary and / or pubic area and
follicular papules keratosis located on the trunk
and extremities. Non scar alopecia of follicular
papulele eyebrows and facial impairment can be
found in this syndrome. A possible relationship
between FFA and PLGLS was suggested by
Kossard et al. [2] in 1997, the two conditions may
not overlap.

The differential diagnosis must be made to:

253



DermatoVenerol. (Buc.), 55: 249-256

[euoISSa[-enur dDTWR)SAS 10 [edrdoy
Aderay-0013100 o) 03 asuodsar poos) e

NI o

eI o

SP1051}1050on[3 31} 03 asuodsayy

%0S 03 dn e

Apa1ey o

ApIey o

SNodNUW 10 UDJS JT YHM UOLIRIDOSSY

SOIIWAIIXS PUB MUILL}
ay uo Apyuenbarg e

20eJ 9} UO A[oIey o
SOT}IWIDIIXS PUR YUILL], o
:2Inyeay Suruge

20ej ) uo Apyuenbarg e
SAMTUIAIIXd PUE YUNI} 9y} U0 A[oIey] e

sanded remorog

ON e

A[uouruooun SMoIqaAy e
u1013 pue AIR[[IXY e
:2Inyea) Surugeg

SaTTWAIIXD UL} ‘Soudf :A[orey o
(%6 g 03 dn) Areqxy o
(%18-05) SMOIGRAT o

[enLed-uou epadory

[eoonMIA eadory e
:21nyeay Suruye(]

[econmiA eadory e
:a1njesy Suruys(]

eadore
[eooygnux pue ade) ss] e
resarred-ojuory
uor3ar pueq eadory e
:a1nyeay Suruyaq

1ed>s dyeoss ayj Jo ewadory

w1 Te[id

QWIOIPUAS THTJ

epadore sisoxqy rejuory

[ZL] 3uamgvasg ayz 03 asuodsas s1ay3 puv ‘uvyd uaysyy wwpd puv ‘auospufis
I T-WVYV D) -PAVILJ-4ISSVT v1oadoqv s1s04qrf [vuoLf Jo spoadsp (varurld ayj Jo uostivduro) °1 ajqur

LOTWD)SIS NES B[eUOIZa[erjul

‘eo1doy erdessooniod ef ung sundsey e qers e qers e a1dera}0on100 ey (nsundsey
%08 B BUeJ o eIy o eIy o S0ONUI Nes Jeueind JT Nd LIIOSY
viey ad rey .

HRInuanxe 18 ryounty od ajuaAdL] e

HRITWLXa TS TYDUNI], o
:9LI0JTUTAP BOT)SLId)ORIRD)

viey od ajuandaI] o
Heiruanxe 18 ryouny od arey e

arernorjoy ayndeg

nN e

juaAdayy urind rew susdueidg e
R[RUTYSUL I$ RIP[IXY o
'DLIOJIULP BONSLIdJORIED)

Heypuwenxe Tyouny ‘auad ey e
(%5’2¢ 1 pued) Ie[IXY o
(%18-08) duddueids e

prepLyesnau apadory

preoojinw 9102dory e
:DLIOJULIP BOIISLIDORIE))

preoojinw 9109dory o
:SLIOJIULIP BONSLIaJORIR))

presoynw

1$ epUueq Uur oadore IeI TR e
erejarredojuory

eaunidar ug gpueq ut 912dory e

:9LIO}IUYDP BOTSLIBIORIRY)

mndyess e erepuyesn aadory

xeqid uwaypr]

TO1d [MuoIpuls

e[ejuoiy ejuezoiqiy enadory

[ZI] 1mawvgvay v] 40] (nsundsp.a 1$ wpid uvyd mynuayoy] 1$
IV T- WMDYV -ANISSVT-LPADIOLJ IN]NUL0APULS “d]vJuosf aquvzoiqrf 1a1adojv apv ao1u1]d ajagoadsv asgur arjvavdwo) T (njaquy,

254



la nivelul scalpului, alopecie necicatriciala axilara

si/sau a zonei pubiene si papule foliculare

keratozice localizate pe trunchi si exteremitati.

Alopecia necicatriciala a sprancenelor si papulele

foliculare cu afectarea fetei pot fi intalnite si in

acest sindrom. O posibild relatie intre FFA si

PLGLS a fost sugeratd de Kossard si colab. [2] in

1997, cele doud afectiuni putdnd sa se suprapuna.

Diagnosticul diferential trebuie facut cu:

— Pelada in care pierderea parului este localizata
pe partile laterale si posterioare ale scalpului.

— Lupusul eritematos in care sunt prezente placi
alopecice cicatriciale, cu par rupt, localizate
frontal. Placile prezintd arii hiperpigmentate si
hipopigmentate, cu depresiuni cauzate de
lipoatrofie. Biopsia evidentiaza un infiltrat
limfocitar care se extinde subcutanat si in jurul
glandelor sudoripare.

— Alopecia tractionala poate cauza o pierdere a
parului de la nivelul lizierei frontale cu
ruperea parului si lungime inegald a acestuia.

— Familial poate exista o liziera frontald a parului
mai inaltd. Aceasta de obicei apare la o varsta
timpurie si nu este asociata cu cicatrice, fara
pierderea sprancenelor si fdrd eritem
perifolicular la zona lizierei parului.

— Alopecia androgenicd a femeilor respectd de
obicei liziera frontald a parului. Dupa
menopauzd poate apdrea o pierdere progresiva
a pdrului din zona bitemporala a scalpului in
absenta androgenizdrii. In aceste cazuri nu
apare cicatrice, eritem perifolicular sau lipsa
sprancenelor. Biopsia scalpului evidentiaza o
miniaturizare progresivd a foliculului si
inflamatie superficiald perivasculara nespecifica.

— Diagnosticul diferential trebuie facut si cu
keratosis follicularis spinulosis decalvans.

Cele doud cazuri prezentate corespund FFA
la una dintre cele doud paciente afectiunea
debutdnd inainte de instalarea menopauzei.

Tratamentul FFA nu este clar stabilit. Evolutia
afectiunii ar putea fi oprita prin aplicatii de
dermatocorticoizi cu potentd medie de doua ori
pe zi [4, 8] ramanand totusi imprevizibila.

Administrarea prednisonului poate incetini

temporar progresia bolii [2, 7]. Au mai fost

utilizate injectii intralezionale cu triamcinolon

acetonid [2], isotretinoin [2], acitretin [3],

griseofulvina [2], minoxidil 2% [2, 7] si topice cu

acid retinoic [2] dar fara succes.
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- Pelada in which the hair loss is located on the
sides and back of the scalp.

- Lupus erythematosus in which there are
present plate scar alopecia with broken hair,
frontal. Hyperpigmented areas and
hipopigmentate boards with depression
caused by lipoatrophy. Biopsy shows a
lymphocytic infiltrate that extends around the
skin and sweat glands.

- Tractioned alopecia can cause loss of hair from
the front edge with hair tearing and unequal
length.

- Family there may be a hair higher front skirt.
This, usually occurs at an early age and is not
associated with scars, without loss of eyebrows
and no redness at the edge perifolicular hair.

- Women androgenic alopecia usually meet the
front edge of hair. After the menopause may
experience a gradual bitemporald loss of hair
from the scalp in the androgenizarii absence.
In these cases there is not scar, redness or lack
perifolicular eyebrows. Scalp biopsy shows a
progressive miniaturization of hair and non-
specific perivascular superficial inflammation.

- Differential diagnosis must be made and with
keratosis follicularis decalvans spinulosis.

The two cases presented correspond FFA to
one of the two disease patients making his debut
before menopause.

The FFA treatment is not clearly established.
Evolution of disease could be halted by
dermatocorticoizi applications with an average
potency twice daily [4, 8] remaining unpre-
dictable. The Administration of prednisone may
temporarily slow progression [2, 7]. Have been
used intra-lesion injection with triamcinolone
acetonide [2], isotretinoin [2], acitretin [3],
griseofulvin [2], minoxidil 2% [2, 7] and topical
retinoic acid [2] but without success.

After some authors the finasteride
combination with 2% minoxidil may stop
alopecia extending after 12 to 18 months
treatment [11]. Tests with dutasteride, an
inhibitor of 5-a-reductase inhibitors that block
both isoenzymes I and II, are promising. It is 3
times more potent than finasteride in inhibiting
5-o-reductase type Il and 100 times more effective
in inhibiting 5-a-reductase type 1.
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Dupd unii autori asocierea finasteridei cu
minoxidil 2% ar putea opri extinderea alopeciei
dupéd 12-18 luni de tratament [11]. Incercirile cu
dutasteride, un inhibitor al 5-a-reductazei care
blocheaza ambele izoenzime I si II, sunt
promitdtoare. Acesta este de 3 ori mai potent
decét finasteride in inhibarea 5-o-reductazei de
tip II si de peste 100 de ori mai eficient in

Conclusions

FFA is an insufficiently known disease,
possibly a variant of lichen planus Pilar, whose
treatment is not clearly established.

Received: 2.03.2010

inhibarea 5-a-reductazei de tip L.

Concluzii

FFA este o afectiune insuficient cunoscuta,

posibil o variantd a lichenului plan pilar, al carui
tratament nu este clar stabilit.

Intrat in redactie: 2.03.2010
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