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Rezumat

Alopecia androgenogeneticd se intdlneste cu precddere
la barbati de peste 40 de ani (cu debut incd din primele doud
decade de viatd) dar si la femeile aflate in postmenopauzi
sau cu hiperandrogenism. [n etiopatogenia sa sunt
incriminati in primul rdand factori hormonali (androgenii),
dar joacd un rol important si cei genetici sau seboreea. (2)

Clinic, la bdrbati alopecia debuteazd in regiunea
fronto-temporali si se intinde cdtre vertex (2) in timp ce la
femei apare o rarefiere a parului la nivelul scalpului din
regiunea coronard. (1)

Pacientii cu alopecie androgenogeneticd precoce
prezintd frecvent valori serice modificate ale hormonilor
serici. (10) Dermatoscopia scalpului sau Tricoscopia
reprezintd o tehnicd valoroasd mnon-invazivd utild in
evaluarea pacientilor cu alopecie iar aspectele histo-
patologice sunt caracteristice, fiind esenfiale pentru
diagnosticul diferential de alte tipuri de alopecii. (1)

Ca si tratament sistemic, principalul medicament
indicat in alopecia androgenogeneticd la birbati este
Finasterida. La femei, se mai pot utiliza combinafii de
etinilestradiol 25 g si ciproteron acetat 2-5 mg/zi. (2).
Uneori sunt eficiente si suplimentele nutritive care contin
in general combinatii de Cistind, Metionind (aminoacizi
sulfurati), Arginindg, Vitamina B2, B5, B6, E si H, Zinc,
Fier, Magneziu.

Summary

Androgenetic alopecia (balding) is a frequent condition
in men aged over 40 (with an onset in the second decade of
life) but also in women at the post-menopausal period or
with hyperandrogenism. Its ethiopathogeny involves
genetic and hormonal factors (androgens) but also
seborrhea. (2)

Clinically, in men, alopecia starts in the fronto-
temporal region of the scalp and spreads to the vertex (2),
while in women rarefaction of the hair in the coronal area of
the scalp can be observed. (1)

The patients with early androgenetic alopecia often
present altered serum levels of hormons. (10)

Scalp dermoscopy or tricoscopy is a valuable and non-
invasive technique used in the evaluation of alopecic
patients which allows the visualization of the hair and scalp
at magnified dimensions. (3)

Histopathological aspects are characteristic and are
essential for the differential diagnosis of other alopecias. (1)

The main agent used systemic in androgenetic alopecia
in men is Finasteride. In women, there may also be used
combinations of ethynilestradiol 25 micrograms and
Cyproterone acetate 2-5 miligrams (between days 5-25 of
the menstruation). (2). Sometimes, supplements such as
cysteine, methionine, zinc, calcium, vitamins, which
simulate hair growth,may also be used.
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Topic, se indicd lotiuni cu minoxidil 2% sau 5%,
dermatocorticosteroizi (16), adenozind, lotiuni imbogitite
cu cafeind, cistind, vitamina B6, pirition zinc, viniferind,
siliciu, AHA (13) si sampoane sau lotiuni antiseboreice (2).
Se mai pot utiliza terapia laser cu frecventd joasd (18) si
implantul de fire de par din poliamidi (15), transplantul de
pir (1) sau PRP (platelet rich plasma) (22).

Cuvinte cheie: alopecie, androgenogeneticd, etio-
patogenie, tratament.
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The topical treatment includes minoxidil 2% or 5%,
dermatocorticosteroids (16), adenosine (13), lotions with
caffeine, vitamin B6, zinc pyrithione, silicium, viniferin,
AHA and anti-seborrheic shampoos or lotions. (2)

Low-frequency laser therapy (18), polyamide hair
implants (15) , hair grafts (1) or PRP (platelet rich plasma)
(22) may also be used.
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Introducere

Alopecia androgenogeneticd (seboreicd) afec-
teaza mai frecvent barbatii avand debut inca de la
20 de ani. Initial este afectatd regiunea fronto-
temporald (alopecia tip 1) cu extindere pand la
nivelul vertexului (tipul IV).(2)

La femei alopecia androgenogeneticd este o
cauzd frecventd de pierdere a parului la femei,
avand un impact mai ales psihologic in randul
acestora. (2) Aceasta apare ca o rdrire treptatd a
firelor de pédr la nivelul coroanei, regiunea
frontala fiind conservata. Dupd 50 de ani, calvitia
poate cuprinde intreaga calota (tip V). (1)

Incidenta si severitatea sa sunt mai mari la
barbatii caucazieni, medie la asiatici si afro-
americani si foarte scdzuta la americanii nativi.(1)

Alopecia androgenogenetica reprezintd un
factor de risc independent in dezvoltarea bolilor
cardiovasculare: hipertensiune, (6) accident vas-
cular cerebral (9), sindrom coronarian acut - mai
ales la cei cu alopecie de gradul doi sau mai mare
(7), ateroscleroza subclinicd - mai frecventd la
pacientii cu alopecie localizatd la nivelul
vertexului. (5). Totodata, s-a observat o incidenta
mai mare a fumatului in randul pacientilor cu
alopecie androgenogenetica (9).

De asemenea s-a observat o crestere a
grosimii stratului de grasime dintre miocard si
pericardul visceral la pacientii cu alopecie
androgenogenetica aflatd in stadii avansate. (8)

Cei cu alopecie androgenogenetica precoce si
profil hormonal asemadandtor femeilor cu
sindromul ovarelor polichistice (cu nivele scazute
de SHBG si FSH sau indice de testosteron liber
scazut) pot dezvolta o tolerantd alterata la
glucozd si chiar diabet zaharat de tip II. (10)
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Introduction

Androgenetic alopecia is more frequent in
men, with an onset around the age of 20. The
scalp of the fronto-temporal area is early affected
(type 1 alopecia) then the alopecia spreads to the
vertex. (Type 4) (2)

Women present a progressive rarefaction of
hair in the coronal area while the frontal region is
preserved. Over the age of 50, the baldness affects
the whole cap ((type V) (1)

Its incidence and severity are high in
caucasian men, medium in asians and afro-
americans and very low in native americans (1).

Androgenetic alopecia is an independent risk
factor for the development of cardiovascular
diseases: arterial hypertension (6), stroke (9),
acute coronary syndrome - especially in patients
with stage 2 or higher alopecia (7), subclinical
atherosclerosis (more frequent in patients with
alopecia localised on the vertex) (5).

The incidence of smoking is higher in
patients with androgenetic alopecia. (9)

It was also observed an incresed thickness of
the fat layer between the myocardial and visceral
pericardial in patients with advanced andro-
genetic alopecia (8).

The patients with early androgenetic alopecia
and a similar hormone profile as women with
polycystic ovaries syndrome (low serum levels of
SHBG and FSH or decreased free testosterone
index) may develop altered glucose tolerance or
even type 2 diabetes mellitus. (10)

Ethiopathogeny

The ethiopathogeny of androgenetic alopecia
includes genetic and hormonal factors
(androgens), but also seborrhea. (2)




Consideratii etiopatogenice

In etiopatogenia alopeciei androgenogenetice
sunt incriminati in primul rand factori hormonali
(androgenii), dar joacd un rol important si cei
genetici sau seboreea. (2)

Ca si mecanisme patogenice cresterea locald a
dihidrotestosteronului (DHT) poate determina
inhibarea proliferarii celulare la nivelul papilei si
a productiei locale de factor de crestere vascular
endotelial (VEGF). (2) Totodata cresterea activi-
tatii enzimei 5-alfa-reductaza care transforma
testosteronul liber in dihidrotestosteron, o forma
mult mai activd a testosteronului la nivelul
foliculilor pilosi sebacei, este un fenomen
secundar in alopecia androgenogeneticd la
barbati. (2)

La femei afectiunea debuteaza in jurul varstei
de 18 -20 ani, se instaleazd progresiv, in unele
cazuri debutul fiind brusc sau insotit de semne
ale hiperandrogenismului. (2) Mai poate apdrea
pe fondul insulinorezistentei si se poate asocia cu
sindromul de ovare polichistice sau tiroidita
Hashimoto. (2)

Hiperexpresia transforming growth factor-
BI(TGE-B1) la nivelul celulelor dermului papilar,
indusd de androgeni, determind inhibarea
epiteliala si fibroza parafoliculara. Sensibilitatea
foliculului pilos la androgeni este reglatd de o
proteina focald de adeziune numitd Hic-5
(coactivator al receptorilor pentru androgeni). Se
pare cd Hic-5 este activatd prin stimulare
mecanicd (fortd exercitatd de muschiul occipito-
frontal). (11)

Prostaglandin-D-sintetaza este exprimata in
cantitdti crescute de catre mastocitele dermice din
scalpul alopecic al pacientilor cu alopecie
androgenogeneticd, ceea ce ar determina o
susceptibilitate mai mare a acestor zone din scalp
la pierderea firelor de par rezultand un pattern
caracteristic alopeciei androgenogenetice. (12)

Expresia receptorilor de vitamina D la
suprafata keratinocitelor este esentiald pentru
mentinerea unui ciclu normal al cresterii firului
de pdr mai ales in initierea fazei anagene. La
pacientii cu alopecie androgenogenetica dar si la
cei cu alopecie areata s-a observat un nivel scazut
al receptorilor de vitamina D atat in ser cat si in
tesuturi astfel incat nivelul acestor receptori
poate fi considerat un factor implicat in
etiopatogenia alopeciei. (17)
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The increased local level of dihydro-
testosterone may inhibit the papillar cell
proliferation but also the production of vascular
endothelial growth factor (VEGF) (2). Also, the
increased activity of 5-alpha-reductase enzyme,
which transforms the free testosterone in
dihydrotestosterone (a more active form of
testosterone) at the level of sebaceous hair follicle
is a secondary phenomenon in androgenetic
alopecia in men. (2)

In women, the onset of androgenetic alopecia
is around the age of 18-20 years, being
progressive and sometimes fast or associated
with signs of hyperandrogenism (2). It may also
appear as a result of insulin resistance or
associated with polycystic ovaries syndrome or
Hashimoto thyroiditis (2).

The TGF-beta 1 androgen induced hyper-
expression manifested by the papillary dermis
cells leads to epithelial inhibition and para-
follicular fibrosis. A focal adhesion protein
named HIC-5 (androgen receptor s co-activator)
regulates the hair follicle sensitivity to androgens
and is activated through mechanical stimulation
(the force exerted by the occipito-frontal muscle)
(11).

The dermal mast cells in the alopecic scalp of
the patients with androgenetic alopecia express
high quantities of prostaglandine D syntetase,
which may induce a higher susceptibility of these
areas to hair loss, leading to the characteristic
pattern of androgenetic alopecia (12).

The expression of vitamin D receptors
localised on the surface of the keratinocytes is
essential for the maintenance of a normal hair
growing cycle, playing an important role in the
initiation of the anagen phase.

A low level of vitamin D receptors was
observed in the serum and tissues of the patients
with androgenetic alopecia and alopecia areata,
so that these receptors may be considered an
ethiopathologic factor in androgenetic alopecia
(17).

Clinical

In both men and women, the evolution of
androgenetic alopecia is from terminal hairs
(thick, long and pigmented) to thin, short
unpigmented hairs. The telogen phase remains
constant. In time, it may appear a complete

123




DermatoVenerol. (Buc.), 61: 121-130

Tip I/Type | Tip I/Type I

Tip I/Type 1l

Tip IV/Type IV Tip V/Type V

Fig. 1. Alopecie androgenogeneticd la barbafi
Fig. 2 Androgenetic alopecia in men

Tablou clinic

La ambele sexe, evolutia bolii incepe de la
firele de par terminal (groase, lungi si
pigmentate) care se transforma treptat in fire de
pér subtiri, scurte, nepigmentate (tip vellus), ca o
expresie a scurtdrii fazei anagene. Faza telogena
rdmane constanti. In timp, se poate ajunge la o
denudare totald a ariilor afectate, mai pronuntata
la nivelul vertexului. (1)

La barbati, alopecia androgenogenetica
produce un pattern caracteristic cu alopecie la
nivelul vertexului si regresia parului in regiunile
temporale. In cazul pierderii complete a parului,
toate firele din wunitatea foliculard sunt
miniaturizate. (1)

Exista 5 tipuri de alopecie androgenogenetica
la barbati : tipul 1 apare in jurul varstei de 20 de
ani (afecteaza regiunea fronto-temporald); tipul I
apare in jurul varstei de 30 de ani (crestet, vertex);
tipul 1II la 40 de ani (frunte). La 50 de ani zona
peladica se intinde pana la vertex (tip IV) iar dupa
aceastd varstd apare asa numita “calvitie
hipocratica” (tipul V), ramanand pdr numai la
liziera. (2) fig.1.

La femei, exista un pattern cu alopecie difuza
la nivelul scalpului din regiunea coroanei, cu
miniaturizarea neuniforma a firelor de péar de la
nivelul unitatii foliculare. Fig. 2 (1)

Este probabil ca predominantd la nivel frontal
si al vertexului “alopecie de tip feminin”,
observatd uneori mai ales la femeile varstnice
(aproape jumatate din femeile de peste 50 de ani),
sd fie legatd de un efect de sumare a doud
tulburdri: pierderea androgenodependentei
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balding of the affected areas, especially of the
vertex (1).

In men, androgenetic alopecia produces a
characteristic pattern with alopecia on the vertex
and hair regression on the temporal areas. In case
of complete balding, all hairs of the follicular unit
are miniaturized (1). There are 5 types of
androgenetic alopecia in men: type 1 (around the
age of 20) is localised on the fronto-temporal area;
type 2 (around the age of 30) affects the vertex
and the coronal area; type 3 characterises the men
of 40 years old and is localised on the forehead; at
the age of 50 the balding spreads to the vertex
(type 4) and men over this age develop the
,hipocratic baldness”, with hair remaining only
on the edges (type 5) fig.1

In women, there is a pattern of diffuse
alopecia localised on the coronal scalp, with
uniform miniaturization of hair in the follicular
unit (1) fig. 2. This is the main cause of hair loss
in women, having a mostly psychological impact
on them (2).

It is probable that the alopecia localised on
frontal and vertex scalp (women pattern
alopecia) observed in old women (almost half of
the women aged over 50) to be related to the loss
of androgeno-dependence and age-related
diffuse hair loss or rarefaction. This alopecia can
hardly be stopped, needing a sustained and long-
term treatment. In the alopecic areas, no
therapeutic procedure could lead to complete
hair growth (2).

Paraclinical

Patients with early androgenetic alopecia
present a lower serum levels of SHBG,
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Fig. 2. Alopecie androgenogeneticd la femei
Fig. 2. Androgenetic alopecia in women

(cvasifiziologicd) si pierderea difuza sau
rarefactia dependentd de varstd a firelor de par.
Aceasta alopecie poate fi cu greu oprita din
evolutie necesitdind un tratament sustinut si
indelungat. In zonele alopecice, nicio procedura
terapeuticdi nu mai poate sd ducd la cresterea
completa a parului. (2)

Tablou paraclinic

Pacientii cu alopecie androgenogenetica
precoce prezintd valori serice mai scizute ale
SHBG, testosteron-ului, epitestosteron-ului si
FSH-ului, cu valori usor crescute ale 17-hidroxi-
progesteronului si prolactinei. (10)

La nivelul firelor de pdr ale pacientilor cu
acest tip de alopecie s-a observat un deficit de
zinc si cupru, carente care pot fi accentuate prin
asocierea obezitatii. (4)

Dermatoscopia scalpului sau tricoscopia
reprezintd o tehnicd valoroasa non-invaziva utila
in evaluarea pacientilor cu alopecie care permite
vizualizarea la dimensiuni madrite a pdrului si a
pielii de la nivelul scalpului. (3) Se poate realiza
cu ajutorul unui dermatoscop manual (cu putere
de mérire de 10 ori) sau a unui videodermatoscop
care permite o madrire de pana la 1000 de ori.
Aceasta metodd permite facilitarea diagnosticarii
atat a alopeciei androgenogenetice cat si a
alopeciei areata, efluviului telogen, tricotilo-
maniei, alopeciei triangulare congenitale,
alopeciei cicatriceale, tinea capitis si a altor
afectiuni fungice ale firelor de par. Avantajele
acestei metode sunt superioare biopsiei de scalp
fiind simpld, rapidd, usor de efectuat, bine
toleratd de pacienti si utild In monitorizarea
tratamentului si evolutiei bolii. (14)

Ca si aspecte histopatologice, se pot observa o
miniaturizare a firelor de pdr, diminuarea
diametrului firelor de pdr, cresterea moderatd a
raportului telogen-anagen, iar in timp, aparitia
unui infiltrat inflamator perifolicular. (1)

testosterone, epitestosterone and FSH and
slowly higher levels of 17-hydroxyprogesterone
and prolactine. (10).

Hair of patients with androgenetic alopecia
presents a deficit of zinc and copper, especially if
obesity is associated (4).

Scalp dermoscopy or trichoscopy is a
valuable and non-invasive technique used in the
evaluation of alopecic patients which allows the
visualization of the hair and scalp at magnified
dimensions. (3) It may be performed using a
manual dermoscope (with a 10 times power of
magnification) or a video dermoscope (with a
1000 times power of magnification).

This method allows the diagnosis of
androgenetic alopecia, alopecia areata, telogen
effluvium, trichotillomania, congenital triangular
alopecia, scar alopecia and other hair conditions.
The advantages of this method are superior to
scalp biopsy, being simple, fast, easy to perform,
well tolerated by the patients and useful for the
monitoring of the treatment and evolution of the
patients (14). Histopathological aspects include
the miniaturization of the hair, a decrease of hair
shaft diameter, an increased telogen-anagen ratio
and in time, the apparition of a perifollicular
inflammatory infiltrate. (1)

Evolution. The evolution of patients with
androgenetic alopecia is variable. Some patients
may lose all their hair while others manifest only
a narrowing of the hair, their number remaining
constant (1).

As psychological consequences, patients may
develop depression (especially the women), or
aggressivity and anxiety (more frequent in men)
(2). In men, androgenetic alopecia may be
associated with a high risk of myocardial
infarction or benign prostate hypertrophy (1).

Differential diagnosis can be made
especially with other non-scarring hair loss
conditions: alopecia areata, trichotillomania, tinea
capitis, traction alopecia, felogen effluvium, drug-
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Evolutia pacientilor cu alopecie androgeno-
geneticd este variabild. Unii pot pierde toate firele
de pdr, in timp ce altii inregistreazd o subtiere a
acestora, numarul lor ramanand constant. (1) Ca
si consecinte psihologice, pot apdrea depresia
(mai ales la femei) sau agresivitatea si anxietatea
(la barbati). (2)

De asemenea, la pacientii de sex masculin
alopecia androgenogeneticd se mai poate asocia
cu un risc crescut de infarct miocardic sau
hipertrofie benigna de prostata. (1)

Diagnosticul diferential se face in principal
atat cu alte alopecii necicatriciale: alopecia areata,
tricotilomania, tinea capitis, efluviul de tractiune,
efluviul telogen, alopecii post-medicamentoase
(citostatice), si alopecia din sifilisul secundar, dar
si cu alopecii cicatriciale: lupus eritematos cronic
cutanat, lichen planopilaris, pseudopelada Brocq,
alopecia cicatriciala centrala centrifugd, alopecia
mucinoasa.

» Alopecia areata se manifestd prin aparitia unor
placi alopecice bine delimitate, rotunde sau
ovalare, cu diametru variabil (0.5-5 cm), fara
leziuni cutanate, tegumentele din zonele de
alopecie rdmanand de culoare normalg,
lucioase, hipotone, fira scuame sau cruste. La
periferia placilor alopecice firele de par pot fi
uneori smulse cu usurinta, fara durere, si au un
aspect caracteristic de “semn de exclamare”.

* Tricotilomania si alopecia de tractiune prezinta pe
zonele alopecice sau la periferia lor fire de par
rupte, datoritd factorului mecanic care
contribuie la producerea alopeciei.

 Tinea capitis poate produce placi alopecice de
dimensiuni variabile, insd fatd de alopecia
areata, tinea capitis afecteaza in special copiii si
sunt prezente scuame la nivelul pldcilor.

* Efluviul telogen produce alopecie difuza; este
cea mai frecventa cauza de alopecie feminina si
apare mai ales la persoanele care au avut in
trecutul recent (ultimele 2-3 luni) istoric de
sarcing, lactatie, boli febrile severe, interventii
chirurgicale majore.

 Alopecia din sifilisul secundar este “tn luminisuri”,
iar serologia este intotdeauna pozitiva (un test
netreponemic de tip RPR/VDRL si un test
treponemic de tip TPHA/FTA). (20)

o Alopecia din lupusul eritematos cronic cutanat:
prezintd la nivelul scalpului eritem, atrofie,
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induced alopecia (chemotherapy), alopecia in

secondary syphilis and some scarring alopecias

(chronic cutaneous lupus erythematosus, lichen

planopilaris, pseudopelade of Brocq, central

centrifugal  cicatricial alopecia, alopecia
mucinosa).

o Alopecia areata presents as many round or oval
alopecic patches, well defined, with a diameter
varying between 0,5 — 5 cm. Alopecic patches
are normally-coloured, glossy, hypotonic,
without epidermal change and without scaling
and crusting and at the periphery of alopecic
patches, the hair can be pulled out easily,
without pain. Hair follicles have the
characteristic aspect of “exclamation point”.

 Trichotillomania and traction alopecia present
broken hair on alopecic patches and at the
periphery of these areas, because of the
mechanical factor that contributes to alopecia.

» Tinea capitis usually presents with alopecic
scaly patches, with various dimensions and
affects especially the children.

» Telogen effluvium produces diffuse alopecia; it is
the most frequent cause of alopecia in women,
it appears in persons with recent history (last
2-3 months) of pregnancy, breastfeeding,
severe febrile diseases, major surgery.

o Alopecia in secondary syphilis is “in clearings”
and serology is always positive (a non
treponemal test RPR/VDRL and a treponemal
test TPHA/FTA). (20)

o Chronic cutaneous lupus erythematosus presents
in the scalp erythema, atrophy, hypopigmen-
tation, follicular keratotic plugs.

»  Alopecia in lichen planopilaris appears as
perifollicular erythema or the scalp may present a
violaceous discoloration. Furthermore, it presents
keratotic follicular papules.

* Pseudopelade of Brocq presents as areas of alopecia,
irreqularly shaped, smooth, soft, slightly depressed,
pink, initially looking like ,moth-eaten” or
,footprints-in-the-snow” on the scalp and then they
can coalescence into patches ; the evolution is slow
(15-20 years) to total alopecia

» Central centrifugal cicatricial alopecia is a type of
alopecia  of the wvertex, pink-colored, non-
inflammatory, that spreads centrifugal, but there
are areas with normal hair.




hipopigmentatie variabild, dopuri keratozice
foliculare.

« 1n alopecia din lichenul planopilaris apare eritem
perifolicular sau scalpul poate prezenta o
modificare de culoare, cu o tentd violacee a
acestuia. In plus, se evidentiazd papule
keratozice foliculare la nivelul scalpului.

* Pseudopelada Brocq prezintd la nivelul scalpului
arii alopecice imprecis delimitate, netede, moi
si usor deprimate, de culoare roz, cu aspect
initial “mancat de molii” sau de “pasi pe
zdpadd” si coalescenta ulterioard in placi;
evolutia este lentd (15-20 ani) spre alopecie
totala.

* Alopecia cicatriciald centrald centrifugi reprezintd
un tip de alopecie de forma circularda a
vertexului, roz, non-inflamatorie, care
progreseazd centrifug, insd se pot intalni si
zone de par neafectat.

» Alopecia mucinoasd prezinta pldci eritematoase
sau zone alopecice initial pe scalp si fata. (21)

Tratament

Sistemic

Principalul medicament indicat in alopecia
androgenogeneticd este Finasterida., care este un
inhibitor de 5-alfa reductaza. Se administreaza 1
mg/zi, pe cale orald, pe o duratd de cel putin 6
luni, doar la barbati, avand un efect de diminuare
a progresiei alopeciei androgenetice si uneori de
stimulare a cresterii parului. (2) Sunt studii
privind utilizarea sa si la barbati, dar rezultatele
lor nu sunt concludente. La femei, se mai pot
utiliza combinatii de etinilestradiol 25 micro-
grame si ciproteron acetat 2-5 mg/zi (zilele 5-25
ale ciclului menstrual) cu efecte benefice. Se mai
pot adauga Spironolactona 100-200 mg/zi (23)
sau suplimente nutritive pentru stimularea
cresterii parului. (2)

La ambele sexe aceste suplimente nutritive au
rol adjuvant de stimulare a cresterii parului cu
impiedicarea cdderii sale. Ele contin in general
combinatii de Cistind, Metionind (aminoacizi
sulfurati), Arginind, Vitamina B2, B5, B6, E si H,
Zinc, Fier, Magneziu.

Topic
Minoxidilul 2% sau 5% este indicat in

cazurile cu alopecie cu evolutie de mai putin de
10 ani sau care afecteazd sub 10 cm? din suprafata
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 Alopecia mucinosa presents as erythematous areas
or patches, that appear initially on the scalp and
face. (21)

Treatment

As systemic treatment, the main agent used
in androgenetic alopecia is Finasteride which is a
5-alpha-reductase inhibitor. It is administrated
orally, 1 mg/ day, for at least 6 months, only in
men. There are some studies for its use in women
but their results are not concluding. The
treatment may diminish the progression of
androgenetic alopecia and sometimes it may
simulate the hair growth (2).

In women, combinations of ethynilestradiol
25 micrograms and Cyproterone acetate 2-5
micrograms (between days 5-25 of the
menstruation) may be used (25).

Spironolactone 100-200 mg/day (23) can also
be indicated.

At both genres, there may also be used
nutritive supplements which stimulate the hair
growth, preventing its fall. These supplements
contain combinations of cysteine, methionine
(sulphated aminoacids), arginine, vitamins B2,
B5, B6, E and H, zinc, calcium, iron, magnesium.

The topical treatment is as important as the
systemic one.

Minoxidil 2% or 5% is indicated in cases of
androgenetic alopecia with less than 10 years of
evolution or which affects less than 10
centimetres of the scalp surface. It can be
associated with topic retinoic acid.

Topical adenosine (lotion) simulates the
growth of thick hair (with a diameter of over 60
micrometers) being superior to Niacinamide and
having no side effects (13).

Caffeine in association with vegetal extracts
(for example Phyto- caffeine complex) prevents
the testosterone to attack the hair root and to limit
the energy intake, combating the hair fall,
especially after the onset of the menopause.

Other combinations include zinc- pyrithione
formulas, which limit the hair fall, increasing the
hair density, cysteine and B6 vitamin precursors,
which protect the hair bulb against external
aggressions, hyaluronic acid, which avoids the
excessive scalp dryness and the occurrence of
irritations and/ or Viniferine, a grape wine
extract which prolongs the life of the hair bulb.
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scalpului, putdnd fi asociat cu acidul retinoic
topic

Adenozina topicd (lotiune) stimuleaza
cresterea unor fire de par groase (peste 60
micrometri in diametru) avand efect superior
Niacinamidei, fiind lipsitd de efecte secundare
notabile. (13).

Cafeina prezentd 1in diverse complexe
impreund cu extracte vegetale (ex. Complexul
Phyto-Caffeine) impiedica testosteronul sa atace
rddacina firului de par si sd limiteze aportul de
energie, combatind astfel eficient cdderea
parului, mai ales dupa instalarea menopauzei.

Alte combinatii includ formule pe bazd de
pirition zinc care franeazd cdderea parului,
crescand densitatea acestuia, precursori de cistina
si vitamina B6, care protejeaza bulbul pilos contra
agresiunilor exterioare, acid hialuronic, care evita
uscarea excesiva a scalpului si aparitia iritatiilor
sau/si Viniferina, extract de vitd de vie, care
prelungeste durata de viatd a celulelor bulbului
pilos.

Siliciul organic a fost demonstrat ca
restabileste schimbul celular, reactiveaza
circulatia, stimuleaza zona germinativa a parului.

Lipoproteinele de ovdz formeazd un film
protector pe firul de par, pe care il revitalizeaza.

Alfa-hidroxi acizii (AHA) stimuleaza
reinnoirea celulard si oxigenarea scalpului.

In cazul asocierii cu seboree, mitreatd sau
eczemd se indica wutilizarea lotiunilor sau
sampoanelor antiseboreice, cu zinc-pirition,
antifungice (ketoconazol, ciclopiroxolamina), sau
anti-peliculare (cu Pirocton-Olamind), care
reduce inflamatia scalpului indusd de
microorganisme (Malassezia furfur). (2)

Dermatocorticoizii topici reprezinta un
tratament eficient, pe o perioada scurtd de timp,
pentru dermatita seboreicd a fetei si scalpului
fara diferente intre cei cu potentd medie si cei
puternici. Tratamentul cu azoli si inhibitori de
calcineurind prezintd o eficientd asemandtoare cu
cea a dermatocorticoizilor, insd inhibitorii de
calcineurind pot determina mai multe reactii
adverse. Sarurile de litiu s-au dovedit a fi mai
eficiente decat azolii In tratamentul dermatitei
seboreice a scalpului si fetei. (16)

Tratamentul cu laser de intensitate scizuta
determind o Imbundtdtire In ceea ce priveste
numadrul de fire crescute si grosimea acestora.
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The organic silicium re-establishes the
cellular shift, reactivates the circulation and
stimulates the germinative area of the hair.

Oat lipoproteins form a protective film on the
hair, revitalising it.

Alpha-hydroxy-acids (AHA) stimulate hair
renewal and scalp oxigenation.

In case of association with seborrhea
dandruff or eczema, it is indicated the use of
antiseborrheic lotions or shampoos, with zinc-
pyrithione, or antifungal (ketoconazole,
ciclopiroxolamine) or anti-pellicular (with
Pirocton-Olamine) agents, which reduce the scalp
inflammation induced by microorganisms
(Malassezia furfur) (2).

Topical dermatocorticosteroids are an
efficient treatment for seborrheic dermatitis of
face and scalp. On short term-treatment, there are
no differences between medium and high-
potency dermatocorticosteroids. The treatment
with azoles and calcineurin inhibitors has a
similar efficiency to dermatocorticosteroids,
although calcineurin inhibitors may present more
side effects. Lithium salts are more efficient than
azoles in the treatment of seborrheic dermatitis of
face and scalp (16).

Low-intensity laser treatment leads to the
improvement of the number and thickness of the
new-grown hairs. This procedure represents an
efficient monotherapy of androgenetic alopecia
and is recommended for the patients who do not
tolerate the medical treatment or surgical
procedures (18).

As surgical procedures, hair transplant may
be performed using auto-grafts from patients
with more than 40 follicular units per centimetre
square, the election area for the hair prelevation
being the occipital region (1). The implant of
polyamide hairs (Biofibre) may be considered an
efficient surgical technique which leads to
immediate estethic results, being secure and well
tolerated by the patients (15).

Platelet-rich plasma (PRP) is a new and
efficient treatment for androgenetic alopecia
without major adverse reactions. PRP represents
an autologous concentration of human platelets
in a small volume of plasma having 4-7 times the
platelet concentration above the normal blood,
that is injected subcutaneously into the area of
alopecia. Platelets release many types of platelet-




Procedura poate reprezenta o monoterapie
eficientd a alopeciei androgenogenetice
recomandatd pacientilor care nu tolereaza
tratamentul medical sau tehnicile chirurgicale.
(18)

Ca si procedurd chirurgicald, se poate efectua
transplantul de par utilizand autogrefe de la
pacienti cu mai mult de 40 unitati foliculare/cm
patrat, zona de electie de recoltare fiind regiunea
occipitald. (1)

Implantul realizat cu fire de par din
poliamida (Biofibre®) poate fi considerat o
tehnica chirurgicala eficienta ce permite rezultate
estetice imediate fiind sigurd si bine toleratd de
cdtre pacienti. (15)

PRP (Platelet Rich Plasma) - tratamentul cu
plasméa autologd imbogatitda cu trombocite este
un tratament nou si eficient In alopecia
androgenogenetica fara efecte adverse majore.
PRP reprezintd o concentratie autologa de
trombocite umane intr-un volum mic de plasma
fiind de 4-7 ori mai mare decdt concentratia de
trombocite din sangele normal. Acest super-
natant se injecteazd subcutanat in zonele
alopecice. Trombocitele elibereaza multe tipuri de
factori de crestere derivati din plachete (PDGFaa,
PDGFbb, PDGFab), care imbundtitesc functia
folicului pilos si stimuleaza regenerarea parului.
In concluzie, o concentratie crecutd de factori de
crestere este injectata la nivelul scalpului, iar
acestia produc proliferarea celulelor dermului
papilar. Pacientii care nu pot beneficia de terapia
cu PRP sunt cei care au primit in ultimile 3 luni
un tratament pentru alopecia androgenogenetica,
care au antecedente de malignitate, de tulburari
trombocitare, anemie, hemoragii, femei
insdrcinate sau femei care alapteaza. Tratamentul
nu este indicat pentru pacientii necooperanti,
pacienti pozitivi HIV, infectati cu virus hepatitic
B sau C, pacienti care au o boala activa sau o
infectie la nivelul ariei care urmeaza sa fie tratata.
PRP este un tratament sigur, eficient si non
alergizant pentru alopecia androgenogenetica.
(22)
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derived growth factors (PDGFaa, PDGFbb,
PDGFab) that improve the function of hair
follicle and stimulate hair regrowth. In
conclusion, a high concentrations of growth
factors are injected into the scalp and they induce
the proliferation of dermal papilla cells. The
patients who should not receive PRP treatment
are those who have been treated for androgenic
alopecia in the last 3 months, patients who have
history of malignancies, platelets disorders,
anemia or bleeding disorders, women who are
pregnant or breastfeeding. The treatment is not
indicated for uncooperative patients, patients
who are known to be HIV, hepatitis B or C
positive or patients who have active skin diseases
or skin infections at the intended treatment area.
PRP appears to be a safe, effective and non-
allergic treatment for androgenetic alopecia.
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