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Rezumat

Alopecia Frontalid Fibrozantd (AFF) este o afectiune de
naturd inflamatorie, cu mecanism autoimun suspectat, ce
determind alopecie cicatriceald progresivd, predominant la
femeile aflate la menopauzd [1, 2].

Cu toate acestea, cazurile diagnosticate la femei in
perioada fertild ridicd noi intrebdri privind factorii
patogenici si strategiile terapeutice. Prezentam cazul unei
paciente de 51 de ani, cu istoric de lichen scleroatrofic
vulvar, diagnosticatd histopatologic cu AFF. Evolutia sub
tratament si recdderea dupd intreruperea terapiei topice
subliniazd necesitatea unui protocol terapeutic sustinut si
individualizat.

Cuvinte cheie: alopecie cicatriceald, lichen plano-
pilar, autoimunitate, terapie imunosupresoare, progresie
alopecie.
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Summary

Frontal Fibrosing Alopecia (FFA) is an inflammatory
condition with a suspected autoimmune mechanism that
leads to progressive scarring alopecia, predominantly
affecting postmenopausal women [1, 2].

However, cases diagnosed in women of reproductive
age raise new questions regarding pathogenic factors and
therapeutic strategies. We present the case of a 51-year-old
female patient with a history of vulvar lichen sclerosus,
pathologically diagnosed with FFA. The patient’s response
to treatment and relapse following the discontinuation of
topical therapy highlight the need for a sustained and
individualized therapeutic protocol.

Keywords: scarring alopecia, lichen planopilaris,
autoimmunity, immunosuppressive therapy, alopecia
progression.
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Introducere

Alopecia Frontald Fibrozanta (AFF) consi-
deratd inca un subtip de lichen planopilar [3],
descrisa pentru prima datd de Kossard in 1994,
caracterizatd prin alopecie cicatriceald progresiva
localizata predominant la nivelul regiunilor
fronto-temporale [4].

Afectiunea este consideratd o dermatoza
inflamatorie cronicd, in care procesele autoimune
joacd un rol central, caracterizata prin inflamatie
perifoliculara cu alopecia sprancenelor in treimea
exterioard, alopecie axilard, pubiand, facial, iar
din punct de vedere histopatologic se remarca
infiltrat limfocitar perifolicular si in jurul
istmului, cu reducerea numarului de foliculi
pilosi care sunt inlocuiti de zone cu fibroza [5] .

Desi incidenta este in crestere, aparand in 83-
95% din cazuri in randul femeilor la menopauza
(caucaziene si asiatice) [3,6,7,8,9,11], in general
cu un debut in jurul varstei de 56-63 ani [3, 6, 10],
etiopatogenia ramane incomplet elucidata, fiind
implicati factori hormonali, autoimuni si genetici
[10]. AFF afecteaza preponderent femeile aflate la
menopauzd, cu o medie de varstd de 66 de ani,
dar existd si cazuri raportate la femei tinere,
barbati si, rareori, copii [11].

Prezentul articol documenteazd un caz de
AFF la o pacientd aflatd in perioada fertild,
punand in evidentd particularitétile clinice si
terapeutice.

Prezentare de caz
Date anamnestice si context medical

Pacienta, in varsta de 51 de ani, caucaziana,
s-a prezentat In Clinica de Dermatovenerologie a
SCJU ,Sfantul Apostol Andrei”, Constanta, in
octombrie 2023, acuzand pierderea progresiva a
parului din regiunea frontald si a sprancenelor.

Istoricul medical al pacientei include:

* Lichen sclero-atrofic vulvar, diagnosticat
histopatologic la 48 de ani si tratat chirur-
gical, fard recidiva

e Istoric familial: tata diagnosticat cu
psoriazis vulgar

¢ Simptomatologie: alopecie debutata la 48
de ani, cu afectarea initiald a sprancenelor,
urmata de pierderea progresiva a firelor de
par din regiunea frontala si fronto-
temporald.
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Introduction

Frontal Fibrosing Alopecia (FFA), still
considered a subtype of lichen planopilaris [3],
was first described by Kossard in 1994. It is
characterized by progressive scarring alopecia
predominantly affecting the frontotemporal
regions [4]. This condition is classified as a
chronic inflammatory dermatosis in which
autoimmune processes play a central role. It is
marked by perifollicular inflammation, eyebrow
alopecia (typically affecting the outer third),
axillary and pubic hair loss, as well as facial
involvement. Histopathologically, it presents
with perifollicular lymphocytic infiltrate around
the isthmus, along with a reduction in the
number of hair follicles, which are replaced by
fibrotic areas [5].

Although its incidence is increasing, FFA
occurs in 83-95% of cases among postmeno-
pausal women (predominantly Caucasian and
Asian) [3, 6, 7, 8, 9, 11], with an average onset
between 56 and 63 years of age [3, 6, 10].
However, its etiopathogenesis remains in-
completely understood, with hormonal, auto-
immune, and genetic factors implicated [10].
While FFA predominantly affects postmeno-
pausal women, with an average age of 66 years,
cases have also been reported in younger women,
men, and, rarely, children [11].

This article presents a case of FFA in a woman
of reproductive age, highlighting its clinical and
therapeutic particularities.

Case Presentation
Medical History and Clinical Context

A 51-year-old Caucasian female presented to
the Dermatology and Venereology Clinic of
“Saint Apostle Andrew” Emergency Clinical
County Hospital, Constanta, in October 2023,
complaining of progressive hair loss in the frontal
region and eyebrows.

The patient’s medical history includes:

® Vulvar lichen sclerosus, histopatho-
logically diagnosed at the age of 48 and
treated surgically, with no recurrence.

¢ Family history: Father diagnosed with
psoriasis vulgaris.

e Symptomatology: Alopecia onset at 48
years, initially affecting the eyebrows,
followed by progressive hair loss in the
frontal and frontotemporal regions.




Anterior, pacienta a urmat tratamente
dermatocosmetice si suplimente nutritionale
(vitamine, minerale), fard ameliorare clinica.

Examen clinic si investigatii

Examenul dermatologic (fig. 1 si fig 2):

Alopecie cicatriceald fronto-temporald bine
delimitatd

Tegument frontal cu elastoza solara, efelide
si lentigine solare

Alopecie cvasitotald la nivelul spran-
cenelor

Investigatii paraclinice:

Examen dermatoscopic (fig.3) — absenta
foliculilor pilosi in zonele afectate, eritem
perifolicular si teleangiectazii fine

Biopsie cutanatd — confirmare histopato-
logicd a diagnosticului de AFF si lichen
planopilar (fig. 4 si 5).

Analize de laborator — parametri hemato-
logici si biochimici in limite normale; anti-
corpi anti-tiroglobulina, ATPO, Ac anti-Ro,
Ac anti-La, Ac anti-ADNdc negativi
Evaluare reumatologica — fdra dovezi de
afectare articulara

Figura 1 — Aspect anterior de alopecie frontali si alopecia
sprincenelor

Figure 1 — Clinical aspect of frontal alopecia and eyebrow
alopecia (October 2023)
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Prior to presentation, the patient had
undergone dermatocosmetic treatments and
nutritional supplementation (vitamins, minerals),
with no clinical improvement.

Clinical Examination and Investigations

Dermatological examination (Fig. 1 and Fig. 2):

Well-demarcated frontotemporal scarring
alopecia

Frontal skin with solar elastosis, ephelides,
and solar lentigines

Near-total alopecia of the eyebrows

Paraclinical Investigations:

Dermoscopic examination (Fig. 3): Absence
of hair follicles in affected areas, peri-
follicular erythema, and fine telangiec-
tasias.

Skin biopsy: Histopathological confirma-
tion of FFA and lichen planopilaris (Fig. 4
and Fig. 5).

Laboratory tests: Hematological and
biochemical parameters within normal
limits; negative results for anti-thyro-
globulin antibodies, anti-TPO antibodies,
anti-Ro antibodies, anti-La antibodies, and
anti-dsDNA antibodies.

Rheumatologic evaluation: No evidence of
joint involvement.

Figura 2 — Aspect de Alopecie parieto-temporald, lateral

drept.

Figure 2 — Clinical aspect of parieto-temporal alopecia,

lateral right. (October 2023)
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Figura 3 — Imagine la dermatoscopie, lumina polarizatd. Eritem perifolicular, scuame perifoliculare si fine telengiectazii.
Figure 3 — Dermoscopic image under polarized light.Perifollicular erythema, perifollicular scaling, and fine telangiectasias.

Figura 4 (col. HE, ob x5) si Figura 5 (col. HE, ob x20): Fragment cutanat cu cicatrici foliculare si infiltrat inflamator
perifolicular cu limfocite si histiocite care inconjoard unele dintre unitdtile pilare restante preponderent la nivelul segmentului
infundibular. Foliculii pilosi afectati prezintd fibrozd concentricd perifoliculard, cu degenerare vacuolard a celulelor epiteliale
bazale si celule epiteliale necrotice. Modificdrile histopatologice reprezintd alopecie cicatriciald compatibilid cu alopecie fibrozantd
frontald, dar si cu lichen plan pilar.

Figure 4 (col. HE, ob x5) and Figure 5 (HE staining, ob x20): Skin fragment with follicular scarring and perifollicular
inflammatory infiltrate composed of lymphocytes and histiocytes, surrounding some of the remaining pilosebaceous units,
predominantly at the infundibular level. Affected hair follicles exhibit concentric perifollicular fibrosis, vacuolar degeneration of
basal epithelial cells, and necrotic epithelial cells. The histopathological changes are consistent with scarring alopecia,
compatible with both frontal fibrosing alopecia and lichen planopilaris.
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Management terapeutic si evolutie
Protocol terapeutic initial

In martie 2023, s-a initiat urmatoarea schema
terapeutica:

Tratament sistemic:

* Hidroxiclorochina (Plaquenil) 200 mg/zi,
cu evaluare oftalmologica si cardiologica
anterior initierii si reevaluare oftalmo-
logicd la 6 luni

Tratament local:

¢ Triamcinolon acetonid (Kenalog 40 mg/ml,
injectabil intradermic, 1 sedintd/luna, 4
cure)

* Minoxidil 5% spray (1 aplicare/zi, seara)
Dupa 5 luni de tratament, s-a observat o
stagnare a progresiei bolii, cu o toleranta
bund la terapie si fard efecte adverse
semnificative.

Reevaluare si progresia bolii

Din septembrie 2023 pand in Februarie 2025,
pacienta nu se prezintd pentru controalele
periodice dermatologice, dar a continuat
tratamentul general cu Plaquenil si local cu
Minoxidil 5%, iar in februarie 2025, la
reevaluarea clinicd s-a constatat o progresie a
alopeciei cu 1 cm fatd de momentul initial al
diagnosticului (fig. 6 si 7). Aceasta sugereaza
necesitatea unui regim terapeutic mai agresiv si a
unei monitorizdri continue.

Discutii
Factori de risc si aspecte patogenetice

Desi AFF este intalnitd in principal la femeile
aflate la menopauzd, cazul prezentat ridica
intrebdri asupra mecanismelor patogenetice la
pacientele mai tinere. Rolul predispozitiei gene-
tice este sustinut de istoricul familial de psoriazis,
sugerand un posibil teren autoimun, ipoteza
sugerata si in cadrul studiului clinic desfasurat pe
o perioadd de 26 ani la Clinica Mayo, SUA si
publicat in 2018, in cadrul cdruia se evidentiaza
frecventa asociere a AFF cu alte afectiuni
autoimune precum tiroidita autoimund, serologie
sanguind cu autoanticorpi antitiroidieni, anti-
corpii antinucleari prezenti [12]. Acelasi studiu
aduce in discutie si implicarea psihoemotionald,
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Therapeutic Management and Disease
Progression

Initial Therapeutic Protocol

In March 2023, the following treatment
regimen was initiated:

Systemic treatment:

¢ Hydroxychloroquine (Plaquenil) 200 mg/day,
with ophthalmologic and cardiologic
evaluation prior to initiation and follow-
up ophthalmologic assessment at six
months.

Topical treatment:

¢ Triamcinolone acetonide (Kenalog 40 mg/mL),
intradermal injections, one session per
month for four cycles.

* Minoxidil 5% spray, applied once daily in
the evening. After five months of treat-
ment, disease progression stabilized, with
good tolerance to therapy and no signi-
ficant adverse effects.

Reevaluation and Disease Progression

Between September 2023 and February 2025,
the patient did not attend regular dermatological
follow-ups but continued systemic treatment
with Plaquenil and topical Minoxidil 5%. At the
clinical reevaluation in February 2025, a 1 cm
progression of alopecia was observed compared
to the initial diagnosis (Fig. 6 and Fig. 7). This
finding underscores the need for a more
aggressive therapeutic regimen and continuous
monitoring.

Discussions

Risk Factors and Pathogenetic Aspects

Although FFA primarily affects postmeno-
pausal women, the present case raises questions
about the pathogenetic mechanisms in younger
patients. The role of genetic predisposition is
supported by the patient’s family history of
psoriasis, suggesting a possible autoimmune
background. This hypothesis is also proposed in
a 26-year clinical study conducted at the Mayo
Clinic, USA, and published in 2018, which
highlights the frequent association of FFA with
other autoimmune diseases, such as autoimmune
thyroiditis, positive serology for thyroid auto-
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Figura 6 (octombrie 2023) si Figqura 7 (februarie 2025). Aspect anterior si lateral drept: conform mdsurdtorilor progresia
alopeciei a fost de 1 cm in decurs de un an si 3 luni. Se remarcd de asemenea alopecia la nivelul sprincenelor.
Figure 6 (October 2023) and Figure 7 (February 2025) — Anterior and right lateral view: Measurements indicate a 1 cm
progression of alopecia over a period of one year and three months. Eyebrow alopecia is also evident.

pénd la o treime din pacienti confruntandu-se cu
depresie.

Teoria implicdrii factorilor autoimuni este
prezentata si in lucrarea de tip review, publicata
in 2021 [13], potrivit cdreia 9.7% pana la 30% din
pacientii cu AFF, majoritatea femei, prezintd
afectiuni autoimune asociate (tiroiditd auto-
imund, hipotiroidie, lupus eritematos sistemic,
vitiligo, lichen planopilar, psoriazis, Sindrom
Sjogren, Sclerodermie, Artritd reumatoida).

Un alt aspect de luat in calcul este implicarea
factorilor hormonali, cum este de altfel mentionat
in studiul retrospectiv al lui Ranasinghe G.C et
al. si care indica existenta unui exces de hormoni
androgeni sau DHEAS in cazul lichenului

antibodies, and antinuclear antibodies [12]. The
same study also discusses the psychological and
emotional impact of the disease, with up to one-
third of patients experiencing depression.

The autoimmune involvement hypothesis is
further supported by a review article published
in 2021, which reports that 9.7% to 30% of FFA
patients, mostly women, have associated auto-
immune conditions, including autoimmune
thyroiditis, hypothyroidism, systemic lupus
erythematosus, vitiligo, lichen planopilaris,
psoriasis, Sjogren’s syndrome, scleroderma, and
rheumatoid arthritis [13].

Another important aspect to consider is the
role of hormonal factors, as highlighted in the
retrospective study of Ranasinghe G.C et al.

38



planopilar si un deficit al acestor hormoni in
Alopecia frontald fibrozanta [17].

Consideratii terapeutice

e Eficacitatea terapiilor imunosupresoare —
in cazul prezentat s-a inregistrat un
raspuns favorabil cu oprirea progresiei
bolii cu antimalarice de sintezd si corti-
costeroizi injectabili [6]. Recdderile sunt
adesea citate in cadrul opririi tratamen-
tului cu corticosteroizi topici sau injec-
tabili, aceastd clasda terapeutica fiind si
prima optiune de tratament utilizatd la
scara largd, in ciuda rezultatelor in-
constante [13].

* Recdderea post-tratament — progresia bolii
dupd intreruperea corticosteroizilor injec-
tabili sugereazd necesitatea unei terapii de
mentinere — cu posibilitatea de a asocia noi
mijloace terapeutice precum:

— Bimatoprost 0.03%, analog de prosta-
glandine, pentru tratamentul spran-
cenelor,

— terapie sistemica cu Prendnison 0.5-1
mg/kgc/zi pe o perioadd de la 3 la 18
luni,

— Finasterida 2.5-5 mg/zi, un inhibitor de
izoenzimd II de 5-alfa reductaza, pre-
cum si Dutasteridd 0.5 mg/sapt asociate
cu Triamcinolon injectabil.

Toate acestea au ardtat rezultate promitatoare

pana la 56 %cazuri [13, 14, 15, 16, 19 ].

Concluzii

Cazul prezentat ilustreaza complexitatea AFF
la o pacienta in perioada fertila si provocarile
terapeutice asociate. Progresia bolii dupa intre-
ruperea corticoterapiei locale sugereaza nece-
sitatea unei abordari terapeutice personalizate,
pe termen lung, precum si necesitatea unei
aborddri integrate, incluzand suport psihologic,
pacienta a raportat un declin semnificativ al
calitatii vietii in ultimele 6 luni.

Directii viitoare:

e Continuarea terapiei cu corticosteroizi
injectabili si posibila introducere a Fina-
steridei 0,1% in preparatul topic cu Mino-
xidil 5%, luarea in calcul de introducere a
Finasteridei 2.5 mg/zi ca terapie sistemica
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which indicates an excess of androgens or
DHEAS in lichen planopilaris, while FFA is asso-
ciated with a deficiency of these hormones [17].

Therapeutic Considerations

¢ Efficacy of Inmunosuppressive Therapies —
In the presented case, synthetic anti-
malarials and injectable corticosteroids led
to a favorable response, halting disease
progression [6]. However, relapses are
frequently reported following the dis-
continuation of topical or injectable
corticosteroids, despite their wide-spread
use as a first-line treatment, albeit with
inconsistent results [13].
¢ Post-Treatment Relapse — The progression
of the disease after discontinuing injectable
cortico-steroids suggests the need for
maintenance therapy. This could involve
the integration of additional therapeutic
options, such as:
— Bimatoprost 0.03%, a prostaglandin
analog, for eyebrow treatment,
— Systemic therapy with Prednisone
(0.5-1 mg/kg/day) for 3 to 18 months,
— Finasteride (2.5-5 mg/day), a 5-alpha
reductase type II inhibitor, and Duta-
steride (0.5 mg/week), both in combi-
nation with injectable Triamcinolone.
These therapeutic approaches have demon-
strated promising results, with efficacy rates
reaching up to 56% of cases [13, 14, 15, 16, 19].

Conclusions

The presented case illustrates the complexity
of Frontal Fibrosing Alopecia (FFA) in a patient of
reproductive age and the associated therapeutic
challenges. Disease progression following the
discontinuation of local corticosteroid therapy
highlights the need for a personalized, long-term
treatment approach. Additionally, an integrated
management strategy, including psychological
support, is essential, as the patient reported a
significant decline in quality of life over the past
six months.

Future Directions:

¢ Continuation of therapy with injectable
corticosteroids and potential introduction
of Finasteride 0.1% in the topical Minoxidil
5% formulation. If the addition of a 5-alpha
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finantare externa.

in cazul lipsei de eficientd a introducerii
inhibitorului de 5-alfa reductaza in terapia
topicd.

Complicatiile alopeciei fibrozante frontale
se extind dincolo de preocupadrile cosme-
tice, cuprinzand suferinta psihosociald din
cauza alopeciei vizibile si potentialul de
cicatrizare ireversibild care poate duce la
cdderea permanentid a parului. In plus,
alopecia fibrozata frontald este asociatd cu
implicarea oculara si faciald, inclusiv
pierderea sprancenelor, eritem periorbital
si ectropion cicatricial. Diagnosticul si
monitorizarea necesitd adesea o abordare
multidisciplinara care implicd dermato-
logi, endocrinologi si, ocazional, oftalmo-
logi pentru a gestiona afectiunea in mod
cuprinzdtor si a aborda diversele mani-
festari [17, 18, 19, 20, 21].

reductase inhibitor to topical therapy
proves ineffective, systemic therapy with
Finasteride 2.5 mg/day should be
considered.

Complications of Frontal Fibrosing
Alopecia (FFA) extend beyond cosmetic
concerns, encompassing psychosocial
distress due to visible alopecia and the risk
of irreversible scarring, which can lead to
permanent hair loss. Additionally, FFA is
associated with ocular and facial
involvement, including eyebrow loss,
periorbital erythema, and cicatricial
ectropion. Diagnosis and monitoring often
require a multidisciplinary approach,
involving dermatologists, endocrino-
logists, and, occasionally, ophthalmo-
logists, to comprehensively manage the
condition and address its diverse mani-
festations [17, 18, 19, 20, 21].
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