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erythematosus. The incidence is
estimated to range from 2.3% to 3.3%.7
Some cases burn out after one to two
years, but others continue to progress
for many years.  

Cutaneous lupus is worsened by
exposure to ultraviolet radiation, and so
photoprotection with a hat or high SPF
sunscreen is important. 

Potent topical corticosteroids,
intralesional triamcinolone and 
systemic prednisolone may halt disease
progression. Hydroxychloroquine 
200-400 mg/day is frequently
effective, producing remission within
three months in the majority of cases.
Oral retinoids such as acitretin are as
effective as antimalarial treatment in
randomised controlled trials.7

DIFFUSE ALOPECIA
Telogen effluvium
In telogen effluvium an increased
number of hairs enter the telogen
(resting) phase of the hair cycle from
the anagen (growing) phase and are
subsequently shed three months later.
It is normal to shed around 100 hairs
every day, but in telogen effluvium this
rate significantly increases and 30-50%
of scalp and body hair can be lost.8

It may be precipitated by severe
illness, injury, surgery, psychological
stress, extreme dieting, childbirth and
drugs. Drugs that may cause this
condition include: antidepressants,
antithyroid agents, hormonal
preparations (e.g. oral contraceptive
pills, HRT, androgens), anticonvulsants,
anticoagulants, beta-blockers, 
ACE inhibitors and lithium.4 No cause is
found in a third of cases.

Patients may report an increased
number of hairs in their hairbrush or in
the shower and thinning of the hair 
in their scalp, axillary and pubic areas. 
A careful history may reveal a
precipitating event three months prior
to onset. On examination there is
generalised hair loss with a positive hair
pull test, see box 1, above right,
indicating active hair shedding,
especially at the vertex and scalp
margin. Telogen effluvium is managed
by removing any underlying stressor or
correcting any precipitating medical
conditions.

Androgenetic alopecia
Androgenetic alopecia is the most
common form of alopecia and has a
typical male and female pattern.
Women present with hair thinning over
the central area of the scalp and
widening of the midline parting but
with preservation of the frontal hairline,

see figure 8, p27. Most will have normal
androgen levels but if there is a history
of abnormal menses, infertility,
hirsutism, unresponsive cystic acne,
virilisation or galactorrhoea then a
targeted endocrine work-up for
hyperandrogenism should be done.
Iron deficiency and thyroid disease
should be considered as these
conditions can contribute to hair
thinning or generalised hair loss.
Treatment with minoxidil 2% can be
tried, but has limited efficacy. Where
there is a hyperandrogenic state,
endocrinological assessment will be
necessary. 

In male pattern hair loss the
androgen-sensitive follicles are
affected, starting with bitemporal
recession, spreading to thinning of the
vertex and frontal regions in a classic 
M-shaped pattern. Men with lower
levels of dihydrotestosterone tend to
have less hair loss. 

Topical minoxidil (2% and 5%) and
oral finasteride are potential
treatments. The patient should be
warned of possible side effects
including decreased libido, impotence
and ejaculation disorders with
finasteride. Starting treatment early can
help maximise success and patients
can hope to see results after 
3-6 months, although dense regrowth
is unlikely. Hair transplant can be
effective but is not available on the NHS. 

DIAGNOSIS  
In primary care the first step is to
establish whether hair loss is focal or
diffuse and if focal whether it is scarring
or non scarring. It is usually possible to
establish the pattern of hair loss from a
combination of the history and clinical
examination. 

Dermatoscopic examination and pull
testing can be useful in confirming the
diagnosis. If hair loss is accompanied by
scaling or significant inflammation it is
important to exclude infective causes
by mycology and testing for bacteria.
Histological examination with a skin
biopsy is sometimes necessary. 
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Alopecia affects up to 50% of men and women at some
time in their lives. In primary care the first step is to
establish whether hair loss is focal or diffuse and if focal
whether it is scarring or non scarring. It is usually possible
to establish the pattern of hair loss from a combination of
the history and clinical examination. Dermatoscopic
examination and pull testing can be useful in confirming the
diagnosis. If hair loss is accompanied by scaling or significant
inflammation it is important to exclude infective causes by
mycology and testing for bacteria. Histological examination
with a skin biopsy is sometimes necessary. 

Androgenetic alopecia is the most common form of 
alopecia and has a typical male and female pattern.
Women present with hair thinning over the central area of
the scalp and widening of the midline parting but with
preservation of the frontal hairline. Most will have normal
androgen levels but if there is a history of abnormal
menses, infertility, hirsutism, unresponsive cystic acne,
virilisation or galactorrhoea then a targeted endocrine
work-up for hyperandrogenism should be done. Iron
deficiency and thyroid disease should be considered as
these conditions can contribute to hair thinning or
generalised hair loss.

Alopecia areata is a chronic inflammatory non-scarring 
condition that leads to hair loss ranging from small, well
defined patches to complete loss of scalp hair (alopecia
totalis). Total loss of all hair (alopecia universalis) can also
occur. Men and women are equally affected and, although
it can occur at any age, the most common presentation is
in children and young adults, 60% of patients experience
their first episode of hair loss before 20 years of age. 
In 80% of affected individuals there is spontaneous
regrowth within a year, but further episodes of hair loss are
common. Children are most likely to be affected by tinea
capitis. It typically presents with a round patch of hair loss
associated with scaly erythema of the scalp that may
fluoresce under Wood’s light depending on the fungal
species. Lymphadenopathy is often present.

There are numerous types of scarring (cicatricial) 
alopecia including central centrifugal cicatricial alopecia,
folliculitis decalvans, dissecting cellulitis and acne
keloidalis nuchae. However, the two most commonly
identified patterns among Caucasians are frontal
fibrosing alopecia, a form of follicular lichen planus, and
cutaneous lupus erythematosus.  

GPs should refer patients in the following circumstances:
extensive alopecia; scarring alopecia; diagnostic
uncertainty; the patient would like to consider a hair piece
or wig; significant associated psychological distress.

Box 1

How to perform a hair pull test

•Grasp 40-60 hairs between
thumb and forefinger
•Apply steady traction 
•Note the number of hairs that are
pulled out:  < 10% is considered
normal,  ≥ 10% is indicative of a
pathologic process


