QCTiCq,

®
:
JOURNAL /3
2 Y

(\7

Dermatology Practical & Conceptual

Trichoscopic Evaluation of Focal Non-Cicatricial
Alopecia in Egyptian Children

Gehad Mohammed Abdelaziz Ahmed', Sawsan Khalifa El-Sayed', Sara Ahmed Galal'

1 Dermatology and Venereology Department, Faculty of Medicine for Girls, El-Zahraa Hospital, Al-Azhar University, Cairo, Egypt

Key words: Trichoscopic, Focal non-cicatricial alopecia, Egyptian children

Citation: Ahmed GMA, El-Sayed SK, Galal SA. Trichoscopic Evaluation of Focal Non- Cicatricial Alopecia in Egyptian Children.
Dermatol Pract Concept. 2024;14(4):¢2024238. DOI: https://doi.org/10.5826/dpc.1404a238

Accepted: June 22, 2024; Published: October 2024

Copyright: ©2024 Ahmed et al. This is an open-access article distributed under the terms of the Creative Commons Attribution-
NonCommercial License (BY-NC-4.0), https://creativecommons.org/licenses/by-nc/4.0/, which permits unrestricted noncommercial use,
distribution, and reproduction in any medium, provided the original authors and source are credited.

Funding: None.
Competing Interests: None.
Authorship: All authors have contributed significantly to this publication.

Corresponding Author: Sara Ahmed Galal (MD), Assistant Professor of Dermatology and Venereology Department, Faculty of Medicine
(Girls), Al-Azhar University, Cairo, Egypt. Telephone number: +201008876877; Email address: drsaragalal@azhar.edu.eg

ABSTRACT Introduction: Dermoscopy is a noninvasive diagnostic tool that allows the recognition of morpho-
logic structures not visible to the naked eye. Trichoscopy is useful for the diagnosis and follow-up of
hair and scalp disorders.

Objective: The aim of the present study was to evaluate the causes of focal non-cicatricial alopecia
in Egyptian children and to assess the importance of the trichoscope in the diagnosis of each disease.

Methods: This study was done with 200 Egyptian pediatric patients aged from 2 to 18 years who
suffered from focal non-cicatricial alopecia. Clinical and dermoscopic evaluations were performed on
all patients, and informed consent was obtained from their parents.

Results: The most prevalent diagnoses were alopecia areata (42%) and tinea capitis (40.5%), fol-
lowed by trichotillomania (8 %) and tractional alopecia (7%). Congenital triangular alopecia (1.5%)
and patchy androgenetic alopecia (1%) were less common. Trichoscopy revealed distinct features in
alopecia areata cases, such as short vellus hair, exclamation mark hair, black dots, broken hair, pigtail
hair, and upright regrowing hair. The most common trichoscopic features of tinea capitis were comma
hair, corkscrew hair, broken hair, bent hair, zigzag hair, morse code hair, perifollicular scaling, and
diffuse scaling. These findings contribute to understanding the etiology and clinical presentation of
childhood alopecia, facilitating accurate diagnosis and appropriate management.

Conclusion: The routine use of trichoscopy in the clinical evaluation of scalp and hair disorders en-
hances diagnostic capabilities beyond simple clinical inspection. Trichoscopy reveals disease features
that contribute to accurate diagnosis and improved management.
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Introduction

Dermoscopy, a noninvasive diagnostic tool, allows for the
identification of morphologic structures not visible to the
naked eye. Trichoscopy has proven valuable in diagnosing
and monitoring hair and scalp disorders [1]. The predom-
inant form of alopecia in children is patchy alopecia, with
alopecia areata being the most common diagnosis. However,
patchy hair loss can also result from other causes such as
tinea capitis (TC), trichotillomania (TTM), tractional al-
opecia (TA), androgenetic alopecia (AGA), and temporal
triangular alopecia (TTA) [2]. Alopecia areata presents as a
distinct bald patch on the scalp [3], while tinea capitis is a
fungal infection affecting hair follicles and surrounding skin
[4]. Trichotillomania, characterized by repetitive hair pull-
ing, closely resembles alopecia areata [5] and exhibits addi-
tional trichoscopic features like flame hair, tulip hair, i hair,
V sign, and hair powder [6]. Tractional alopecia, caused by
unintentional hair pulling and stretching, primarily results in

hair loss at the hairline [7].

Objective

The primary goal of this study was to evaluate different dis-
eases manifesting as focal non-cicatricial alopecia in Egyp-
tian children and to assess the significance of trichoscopy in

diagnosing each condition.

Methods

In this observational analytical cross-sectional study, 200
Egyptian children suffering from focal non-cicatricial al-
opecia were included. All patients were recruited from the
Dermatology Outpatient Clinic of our University Hospital
between April 2021 and February 2023. Informed consent
was obtained from parents, and the study received approval
from the Research Ethics Committee of the Faculty of Med-
icine with IRP 202104789. Patients presented with either

solitary or multiple lesions of patchy hair loss on the scalp.
A comprehensive history, including systemic or autoimmune
diseases, was obtained. General examination excluded asso-
ciated systemic diseases, and local dermatological examina-
tion covered hair, nails, mucous membranes, and hair loss in
other body areas.

Trichoscopic pictures were collected with DermLite IV
(3Gen) polarized mode with 10-fold magnification (dry and/
or wet) to identify trichoscopic findings for hair disorders.
Digital photography of patchy hair loss area was conducted
with DermLite IV dermoscopy from a 20-cm distance us-
ing REDMI NOT10 mobile 4G with a 64-megapixel camera
and a magnification power of 10X. Microscopic examina-
tion involved skin scraping and plucked hairs from the af-
fected area, mounted in 10% potassium hydroxide solution,
and examined under a microscope for the presence of spores
and hyphae.

Statistical analysis utilized Excel and SPSS software ver-
sion 22. Quantitative data are presented as mean = SD and
range while qualitative data are expressed as events and
percentages.

Inferential statistics, including ANOVA and chi-square
tests, facilitated multiple-arm comparison of quantitative
and qualitative data, respectively. A confidence level of 95%
was set, determining significance based on the p-value: sig-
nificant if P < 0.05, and highly significant if < 0.001.

Results

This observational analytical cross-sectional study involved
200 patients with focal non-scarring alopecia in childhood
from ages 2 to 18 years; 113 patients (56.5%) were males,
and 87 patients (43.5%) were females. The most common di-
agnosis in this study was alopecia areata (AA) (n=84, 42%),
followed by tinea capitis (TC) (n=81, 40.5%), trichotillo-
mania (TTM) (n=16, 8%), tractional alopecia (TA) (n=14,
7%), congenital triangular alopecia (n=3, 1.5%), and patchy
androgenetic alopecia (AGA) (n=2, 1%) (Table 1). Hair pull

Table 1. Sex Distribution of Patients in Each Disease.

Total
Female p-value | Number | Percentage
Alopecia areata 52 61.90% 32 38.09% 0.06 84 42
Patchy androgenetic alopecia 100% 0 0% 0.07 2 1
Congenital triangular alopecia 66.67% 33.33% 0.06 1.5
Tractional alopecia 14 100% 0 0 0.2 14 7
Tinea capitis 10 12.34% 71 87.65% 0.13 81 40.5
Trichotillomania 7 43.75% 9 56.25% 0.02 16 8
Total 87 43.50% 113 56.50% 200 100

p-value > 0.05: Non-significant; p-value < 0.035: Significant; p-value < 0.001: Highly significant.
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Table 2. Demographic Data and Characteristics of Studied Patients (n=200).

Risk Factors N N N N N

Contact with infected persons or tools 0 0 10 | 12.3 0 0 0| 0|O 0
Dealing with animals 0 0 71 | 87.6 0 0 0] 01O 0
Infection 4 4.76 0 0 0 0O 0|0 0
Stress 20 23.8 0 0 16 | 100 0 0] 01O 0
Hair traction 0 0 0 0 0 0|14 | 100 | O | O | O 0
Medical history

Atopy 7 8.33 0 0 0 0 0 0 0] 01]O 0
Down syndrome 0 0 0 0 0 0 11714 (0] 010 0
Familial Mediterranean fever 1 1.19 0 0 0 0 0 0 0O 0|0 0
Thyroid disease 0 0 0 0 0 0 0 0 0]01]O 0
Family history of similar condition 2 2.38 8 | 9.87 0 0 0 0 01 0| 2] 100
Past history 6 7.14 1| 1.23 0 0 0 0 0] 01O 0

Abbreviations: AA: alopecia areata; AGA: androgenetic alopecia; CTA: congenital triangular alopecia; TA: traction alopecia; TC: tinea
capitis; TTM: trichotillomania.

Table 3. Clinical Examination of the Studied Patients (n=200).

\ N \
Erythema 17 1202 39 |48.1| O 0 10 (714 O 0 0 0 0.02
Pustules 3 1357 28 |345] O 0 2 [142] O 0 0 0 0.025
Scaling 1 [1.19] 65 [80.2] O 0 4 [285| O 0 0 0 0.7
Pruritus 9 |110.7] 58 |71.6| O 0 6 (428] O 0 0 0
Nail changes 2 | 23 0 0 0 0 0 0 0 0 0 0 0.034
Hair fall in other sites 4 |4.76 0 0 0 0 0 0 0 0 0 0 0.02
Hair pull test (positive) 21 25 69 (851 O 0 0 0 0 0 0 0 0.012
KOH test 0 0 75 1926 0 0 0 0 0 0 0 0 0.002

p-value > 0.05: Non-significant; p-value < 0.05: Significant; p-value < 0.001: Highly significant. Abbreviations: AA: alopecia areata; AGA:
androgenetic alopecia; CTA: congenital triangular alopecia; TA: traction alopecia; TC: tinea capitis; TTM: trichotillomania.

test was positive in patients with tinea capitis and alopecia  tractional alopecia, the most common findings were interfol-
areata. Hair fall in other sites and nail changes were found  licular erythema and vellus hair appeared in 100% of cases
only in alopecia areata patients (Table 2). As regards the site  (Figure 3). In congenital triangular alopecia, clusters of vel-
of lesion, the vertical region was the most common site in  [us hair and peripheral terminal hair appeared in all patients
our study in AA, TC, TTM, and AGA (65.47%, 61.72%,  (Figure 4). In patchy androgenetic alopecia, hair diameter
50%, and 100%, respectively). KOH test was positive in  diversity, single hair pilosebaceous unit, and vellus hair were
92.65% of patients with tinea capitis (Table 3). reported in 100% of patients (Figure 4).
Dermoscopic Findings of the Studied Patients (Table 4).

In alopecia areata, the most frequent trichoscopic der-  Relation Between Trichoscopic

moscopic findings were vellus hair and exclamation mark Findings and Diagnosis
hair, in 39.28% and 36.9%, respectively (Figure 1). In TC,

the most reported finding was broken hair, which was found ~ Regarding the relation between trichoscopic findings and di-
in all cases (Figure 2). In trichotillomania, the most com-  agnosis, there was a high statistically significant presentation
mon trichoscopic dermoscopic finding was broken hair at  of pigtail hair, regrowing hair, and Pohl-Pinkus constriction

different levels, which appeared in 93.75% (Figure 3). In  with alopecia areata only, with percentages of 14.28%,25%,
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Table 4. Dermoscopic Findings. Empty hair follicle 3 21.4%
Exclamation mark 31 36.9% Diffuse scaling 1 7.14%
Tapered hair 12 14.28% Perifollicular pustules 2 14.2%
Pigtail hair 12 14.28% Perifollicular erythema 14 100%
Regrowing hair 21 25% Coiled hair 2 14.2%
Pohl-Pinkus constriction 3 3.57% Alopecia
Broken hair 14 | 16.66% Vellus hair 3 100%
Black dots 25 | 29.76% White hair 1 33.3%
Yellow dots 2 2.38% Dermoscopic Findings in Patchy Androgenetic
Empty hair follicle 23 | 27.38% Glepetis
e 13 15.5% Peripheral terminal hair 3 100%

Hair diameter diversity 2 100%
Broken hair 31 100% Vellus hair >20% 2 100%
Comma-shaped 33 46.91% Single hair pilosebaceous unit 2 100%
Corkscrew hair 21 25.9%

Bent hair 47 58% and 3.57%, respectively (P=0.001). Tapered hair showed a
Zigzag hair 238 34.5% significant difference with a percentage of 14.28% (P=0.01).
Morse code hair 22 27.16% Exclamation marks showed highly statistically signif-
I hair 4 4.93% icant presentation with alopecia areata and trichotilloma-
Black dots 16 19.70% nia, with percentages of 36.90% and 18.75%, respectively
Empty hair follicle 1.23% (P=0.001).
Hair cast 2 2.46% Comma-shaped, corkscrew, bent hair, zigzag hair, and
Diffuse scaling 61 75.30% morse code hair showed highly statistically significant
Perifollicular scaling 59 72.8% presentation with tinea capitis only, with percentages of
Perifollicular erythema 44 $4.32% 46.90%, 25.90%, 58%, 34.50%, and 27.10%, respectively
Perifollicular pustules 28 34.56% (P:O.QOl). o . ) o
— ; : . ; Trichoptilosis and flame hair showed a highly statisti-
cally significant presentation in trichotillomania (43.75%)
Bl oninih 3 L0 for both; tulip hair and mace sign were 25% and 18.75%,
Broken hair at different level E 93.75% respectively (P=0.001). Broken hair at different levels,
V-shaped hair 8 50% V-shaped hair, hair powder, burnt matchstick sign, and
Tulip hair 4 25% hook hair showed statistically significant presentation with
Trichoptilosis 7 43.75% trichotillomania, with percentages of 93.75%, 50%, 50%,
Flame hair 7 43.75% 43.75%, and 18.75%, respectively (P=0.01).
Hair powder 8 50% The i-shaped hair showed statistically significant pre-
Mace sign 3 18.75% sentation with tinea capitis and trichotillomania, with per-
Burnt matchstick sign 7 43.75% centages of 94% and 31.25%, respectively. while coiled hair
T Thefe S 31.25% showed a statistically significant presentation in TTM and
Clofiled] etz 1 6.25% tractional alopecia, with percentages of 6.25% and 14.28%,
Hook hair 3 18.75% respectively (P=0.01).
Black dots 1 759 Hair diameter diversity and single hair pilosebaceous
Empty hair follicle 1 6.25% unit showed highly statistically significant presentation with
patchy AGA, with a percentage of 100% (P=0.001).
: . Yellow dots showed a statistically significant presenta-
Coiled hair 2 14.2% L .
— — tion in AA, with a percentage of 27.38% (P=0.05).
Hair diameter diversity 8 S7.14% Black dots showed statistically non-significant presenta-
Vellus hair 14 100% tion in AA, TC, TTM, and TA, with percentages of 29.76%,
Black dots 1 7.14% 19.70%, (75%, and 7.10%, respectively (P=0.054). Empty
4 Original Article | Dermatol Pract Concept. 2024;14(4):e2024238



Figure 1. (A) A 16-year-old male patient complained of focal alopecia. (B) Trichoscopic view shows black
dots (red arrow), pigtail hair (blue arrow), and short vellus hair (green arrow). Diagnosis: Alopecia areata.

Figure 2. (A) A 9-year-old male patient presented with a single rounded patch of hair loss of 3 weeks’ du-

ration, measuring about 8 ¢cm in diameter. (B) Trichoscopic view shows diffuse scaling (yellow arrow) and
perifollicular scaling (red arrow). (C) The trichoscopic view shows zigzag-shaped hair (black arrow), morse
code hair (green arrow), and short broken hair (white arrow). Diagnosis: Tinea capitis.

hair follicles also showed a statistically non-significant pre-  respectively (P=0.06), while vellus hair showed a non-
sentation in AA, with a percentage of 2.38% (P=0.06). Bro-  significant presentation in all patients with TA, CTA,
ken hair showed non-significant presentation in AA, TC, and AGA, with a percentage of 100%, and in AA with a
and TTM, with percentages of 16.60%, 100%, 93.75%,  percentage of 39.28% (P=0.08).
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Figure 3. (A) A 7-year-old female patient complained of bizarre-shaped patchy hair loss. (B) Trichoscopic view shows broken hair at different
lengths (green arrow), black dots (white arrow), V sign (black arrow), mace sign (red arrow), hook hair (blue arrow), and burnt matchstick
sign (yellow arrow). Diagnosis: Trichotillomania. (C) A 13-year-old female patient complained of patchy alopecia. (D) Trichoscopic view
shows perifollicular casts (white arrow), hair diameter diversity (yellow arrow), vellus hair (white arrow), perifollicular scales (blue arrow),

and interfollicular erythema (green arrow). Diagnosis: Tractional alopecia.

Figure 4. (A) A 5-year-old female patient complained of patchy hair loss since birth. (B) Trichoscopic view

shows vellus hair (red arrow) and peripheral terminal hair (blue arrow). Diagnosis: Congenital triangular
alopecia. (C) A 16-year-old female patient complained of patchy hair loss. (D) Trichoscopic view shows
vellus hair (black arrow) and hair diameter diversity (red arrow) and single hair pilosebaceous unit (blue
arrow). Diagnosis: Patchy androgenetic alopecia.
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White hair showed significant presentation with CTA,
with a percentage of 33.3% (P=0.01).

Hair cast showed statistically significant presentation
with TC and TA, with percentages of 2.47% and 28.57%,
respectively (P=0.01). Perifollicular scaling and diffuse scal-
ing showed high statistically significant presentation with
TC, with percentages of 72.84% and 75.30%, respectively
(P=0.001).

Perifollicular erythema showed highly statistically signif-
icant presentation with AA, TC, and TTM, with percentages
of 15.40%, 54.30%, and 100%, respectively (P=0.001),
while perifollicular pustule showed statistically significant
presentation with AA, TC, and TTM, with percentages
of 3.57%, 34.50%, and 14.20%, respectively (P=0.025)
(Table 5).

Discussion

Because the causes of focal non-cicatricial alopecia in pediat-
ric patients are diverse, this poses a formidable challenge for
dermatologists to accurately diagnose and treat individuals in
order to mitigate further hair loss [8]. Among children, com-
mon culprits for localized alopecia include alopecia areata,
tinea capitis, trichotillomania, and traction alopecia [9].
Within the study cohort, comprising 113 male patients
(56.50%) and 87 female patients (43.50%), alopecia areata
emerged as the predominant diagnosis (42%), followed
closely by tinea capitis (40.5%), trichotillomania (8 %), trac-
tional alopecia (7%), congenital triangular alopecia (1.5%),
and patchy androgenetic alopecia (1%). In alignment with
our findings, Cortés et al. [10] and Conti et al. [11] reported
alopecia areata as the most prevalent, succeeded by tinea
capitis. Conversely, Sharma et al. [8] and Shetty et al. [12]
reported tinea capitis as the primary disorder, followed by al-
opecia areata. A noteworthy observation was a solitary case
(1.19%) of alopecia areata linked with familial Mediterra-
nean fever (FMF). FMF, an inheritable autoinflammatory
disease marked by periodic fever and serositis, exhibited a
connection with alopecia areata in three cases, as reported
by Atig et al. [13]. This suggests a potential convergence
of genetic predisposition and immune system involvement
in the pathogenesis of both FMF and alopecia areata, both
classified as MHC Class I-related diseases. The association
between atopic dermatitis and alopecia areata manifested in
8.33% of cases, mirroring the findings of Shetty et al. [12],
who reported a 4.7% prevalence of alopecia areata in atopic
children. Positive family history was noted in 2.38% of alo-
pecia areata cases, 9.87% of tinea capitis cases, and 100% of
cases with patchy androgenetic alopecia, which is supported

by previous findings by Sharma et al. [8].
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Asymptomatic hair loss emerged as the predominant
presentation in our study, aligning with the observations of
Shetty et al. [12], Cortés et al. [10], and Nnoruka et al. [14].
Additionally, 4.76% of patchy alopecia areata patients ex-
hibited associated hair loss from eyelashes and eyebrows, a
phenomenon also noted by Sharma et al. [8], who reported
hair loss in multiple areas, including eyelashes, eyebrows,
and pubic hair, in patients with alopecia universalis.

Nail changes were discerned in 2.3% of alopecia areata
cases, consistent with findings by Sharma et al. [8] and Shetty
et al. [12], who reported nail changes in 26.41% and 16.5%
of cases, respectively.

Trichoscopic findings in alopecia areata in our study re-
vealed exclamation mark hairs in 36.9% of cases, in agree-
ment with Waskiel et al. (39%) [15] and Rakowska et al.
(36%) [16]. Although exclamation mark hairs are consid-
ered a characteristic feature of active alopecia areata, they
can also be present in other conditions such as trichotilloma-
nia and chemotherapy-induced alopecia [18].

Broken hairs were identified in 16.66% of the cases in
our study, while Inui et al. [17] reported their presence in
45.7% of alopecia areata cases. Likewise, black dots were
observed in 26.76% of our cases; Mane et al. (67.7%) [19]
and Karadag and Gileg (27.1%) [20] also reported black
dots. The concurrent presence of exclamation mark hair,
broken hair, and black dots serves as indicators of disease
activity and severity [21].

Tapered hairs were evident in 51% of our cases, a fig-
ure echoed in the study by Inui et al. [17], where they were
reported in 31.7% of alopecia areata cases. Pohl-Pinkus
constrictions, a feature associated with the active stage of
the disease, were observed in 1.57% of our cases, a finding
corroborated by Waskiel et al. [15], who noted them in 4%
of cases [4].

Yellow dots were identified in 2.38% of our cases, dis-
playing a lower prevalence compared to studies by Lacar-
rubba et al. [21], Kibar et al. [22], Mane et al. [19], and
Khunkhet et al. [23], where yellow dots ranged from 6% to
100%. This disparity may be attributed to the active stage
and short duration of the disease in our study, as Miteva and
Tosti [24] suggest that yellow dots are absent in children due
to underdeveloped sebaceous glands before puberty.

Short vellus hairs were present in 39.6% of our cases,
aligning with findings in studies by Ekiz et al. (50%) [25]
and Waskiel et al. (61%) [15]. Considered a potential sign
of spontaneous remission or successful treatment, short vel-
lus hairs indicate the non-destructive nature of the disease.
Pigtail hairs were noted in 14.28% of our cases, akin to the
observations in studies by Waskiel et al. (21%) [15] and Ra-
kowska et al. (23%) [16].



Table 5. Relationship Between Trichoscopic Findings and Diagnosis.

Total Number \ test | p-value | S
Tapered hair 12 (1428 0| O 0 0 0| 0 0| 0 |0 0| 12 | 0.01 S
Pigtail hair 12 (1428 0| O 0 0 0| 0 0| 0 |0 0| 20 | 0.001 |HS
Regrowing hair 21 25 0| 0 0 0 0| 0 0| 0 |0 0| 22 | 0.001 |HS
Pohl-Pinkus constriction 3135710 0 0 0 0 0 o 0 |0 0] 40 0.001 | HS
Exclamation mark 31 {3690 0| O 3(1875| 0| O 0| 0 |0 0| 20 | 0.001 |HS
Comma shaped 0 0 [38[46.90| 0 0 0| 0 0| 0 |0 0| 11 0.001 | HS
Corkscrew hair 0 0 [21(2590| 0 0 0| 0 0| 0 |0 0| 33 | 0.001 |HS
Bent hair 0 0 |47]58.00| 0 0 0| 0 0| 0 |0 0| 45 | 0.001 |HS
Zigzag hair 0 0 [28(34.50(| 0 0 0| 0 0| 0 |0 0| 35 | 0.001 |HS
Morse code hair 0 0 |22(2710| 0 0 0| 0 0| 0 |0 0| 63 | 0.001 |HS
Vellus hair 33 13928 0| O 0 0O |14] 100 | 3 | 100 | 2 |100| 8 | 0.08 |NS
White hair 0 0 0 0 0 0| 0 113330 0 0.01 S
Broken hair 14 | 16.60 | 81 | 100 |15 |93.75 0| 0 |0 0.06 |NS
Broken hair at different 0 0 0 0 15193.75]| 0 0 o 0 |0 0| 15 0.01 S
levels
V-shaped hair 0 0 0| 0 8| 50 0| 0 0| 0 |0 0| 18 | 0.01 S
Tulip hair 0 0 0| 0 41 25 0| 0 0| 0 |0 0| 24 | 0.001 |HS
Trichoptilosis 0 0 0| 0 714375 0 O 0| 0 |0 0| 24 | 0.001 |HS
Flame hair 0 0 0| 0 714375 0] O 0| 0 |0 0| 24 | 0.001 |HS
Hair powder 0 0 0| 0 8| 50 0| 0 0| 0 |0 0| 15 | 0.01 S
Mace sign 0 0 0| 0 311875 0| O 0| 0 |0 0| 20 | 0.001 |HS
Burnt matchstick sign 0 0 0 0 7143.75| 0 0 0o 0 |0 0| 7| 0.01 S
I hair 0 0 41490 | 5131251 0| O 0] 0 |0 0| 14 | 0.01 S
Coiled hair 0 0 0| O 11625 | 214281 0| 0 | O 0 12 | 0.01 S
Hook hair 0 0 0| O 311875 0| O 0] 0 |0 0| 14 | 0.01 S
Hair diameter diversity 0 0 0| O 0 857140 | O |2 |100| 19 | 0.001 |HS
Single hair pilosebaceous 0 0 0| O 0 0000 |0]| O |2]100] 19 | 0.001 |HS
unit
Black dots 25 [29.76 |16 | 19.70 |12 | 75 11710 |0 | O | O 0 0.054 | NS
Yellow dots 21238 0| O 0 0 0| 0 0| 0 |0 0 0.05 S
Empty hair follicle 23 (2738 1| 123 | 1|625 | 3(2140|0| 0 | O 0 0.06 |NS
Hair cast 0] 000 2|247 | O 0 41285710 0 |0 0 10 | 0.01 S
Perifollicular scaling 0| 0.00 [59| 72.8 | O 0 0| O 0] 0 |0 0| 22 | 0.001 |HS
Diffuse scaling 0| 0.00 |61] 753 | O 0 11710 0| 0 | O 0| 17 | 0.001 |HS
Perifollicular erythema 13 | 15.40 |44 | 54.30 | O 0O |[14| 100 |O| O | O 0| 20 | 0.001 |HS
Perifollicular pustule 3| 3.57 |28(34.50| 0 0 2(14201 0| 0 | O 0221 0025 | S

p-value > 0.05: Non-significant; p-value < 0.05: Significant; p-value < 0.001: Highly significant. *Chi-square test. Abbreviations: AA: alope-
cia areata; AGA: androgenetic alopecia; CTA: congenital triangular alopecia; TA: traction alopecia; TC: tinea capitis; TTM: trichotillomania.

Upright regrowing hairs were observed in 23% of our In our study, tinea capitis emerged as the second most
cases, consistent with the findings of Rakowska et al. [16],  prevalent diagnosis (40.5%), with gray patch being the pre-
who reported them in 44% of cases. dominant type, followed by black dot and kerion. Similar

The presence of short vellus hairs, pigtail hairs, and up-  patterns were reported by Abu El-Enin et al. [26], though
right regrowing hairs collectively signifies ongoing hair re-  Grover et al. [27] identified the black dot as the most com-

growth [16, 21]. mon clinical type. Variations in clinical type prevalence
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may be attributed to differences in race, culture, or climate
conditions.

In our study, 5% of the cases exhibited more than one
clinical type of tinea capitis, categorized as the mixed type.
Grover et al. [27] and Sharma et al. [8] also reported mixed
patterns in 10% and 6% of cases, respectively. Tinea capi-
tis was more prevalent in males, consistent with Ayaya et
al’s [28] study in Kenya. This higher prevalence among boys
may be attributed to factors such as shorter hair, facilitating
easier spore spread, and the use of infrequently disinfected
barbing instruments and cap exchange [29].

In TC patients, short broken hairs were universally de-
tected in all cases (100%) in our study, mirroring Ekiz et al.’s
[25] findings. Rakowska et al. [16] reported broken hairs in
87% of cases, suggesting that short broken hairs may be a
non-specific trichoscopic finding in tinea capitis but could
indicate disease severity [30].

Additionally, black dots were observed in 19.70% of
our tinea capitis cases, akin to Ekiz et al’s [25] findings of
13.3%. However, it is crucial to note that black dots and
short broken or dystrophic hairs are non-specific to tinea
capitis and can also be present in conditions like alopecia
areata and trichotillomania [4]. Comma-shaped hairs were
identified in 46.91% of our cases, a finding consistent with
studies by Rakowska et al. (50% of cases) [16] and Ekiz
etal. (66.7% of patients) [25]. Spiral or corkscrew hair man-
ifested in 25.9% of our cases, aligning with observations
by Ekiz et al. (80.0% of patients) [25]. Zigzag-shaped hairs
were evident in 34.5% of our cases, mirroring the findings
of Rakowska et al. [16], who reported a similar occurrence
in 50% of cases. I-hairs were observed in a low percentage
(4.93%) of cases in our study, consistent with the results re-
ported by Amer et al. [31], who found i-hairs in 5% of tinea
capitis cases. However, these hair features are not exclusive
to tinea capitis and can also be present in patients with alo-
pecia areata and trichotillomania [32 ]. Diffuse scaling was
prevalent in 75.3% of our cases, while perifollicular scaling
was observed in 72.8% of cases, aligning with a study by
Park et al. [18], where perifollicular scaling was found in
88.9% of cases and diffuse scaling in 100% of cases. Perifol-
licular erythema and pustules were present in 54.32% and
34.56% of cases in our study, respectively.

In our study, the KOH test yielded positive results in
92.6% of tinea capitis cases, nearly mirroring the findings
of Grover et al. [27]. This concordance may be attributed
to the potential for false-negative KOH tests, even among
experienced observers, due to inadequate sample collection
or artifacts [33].

Trichotillomania accounted for 8% of cases in our study,
with a slight male predominance, contradicting previous
reports that predominantly affect females [34 ]. The atyp-

ical sex distribution in our cases may be attributed to the
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small sample size analyzed. Trichotillomania trichoscopic
findings included broken hair at different levels and black
dots in 93.75% and 75%) of our patients, respectively. This
aligns with Elmas & Metin [35 ] study, which found similar
trichoscopic findings in trichotillomania patients, including
broken hairs (100%) and black dots ( 85%). Other findings,
such as tulip hairs, mace hairs, flame hair, V-sign, and burnt
matchstick sign, were also noted in trichotillomania cases.

Tractional alopecia trichoscopic findings included vellus
hair and interfollicular erythema in 100% of cases, peri-
follicular casts in 28.57% of cases, black dots in 7.14% of
cases, hair diameter diversity in 57.14% of cases, empty hair
follicles in 21.4% of cases, and coiled hair and perifollicu-
lar pustules in 14.2% of cases. Mualla [36] reported similar
findings, with vellus hair observed in 100% of tractional
alopecia cases, broken hairs in 68%, yellow dots in 68%,
and black dots in 48%. However, Tosti et al. [37 ] reported
a higher occurrence of perifollicular casts (81%) compared
to our results.

Congenital triangular alopecia accounted for 1.5% of
cases in our study, with all cases being unilateral, consistent
with Yin Li and Yesudian’s [38 ] reported predominance of
unilateral involvement. The most common findings in con-
genital triangular alopecia were vellus hair length diversity
in 100% of cases and white hairs in 33.3% of cases, visible
only through trichoscopy. Karadag et al. [20] found short
vellus hair, vellus hair length diversity, and white hair in
100% of their cases.

Androgenetic alopecia trichoscopic findings included
hair diameter diversity in affected areas, with more than
20% vellus hair and the presence of single hair bilosebaceous
units. These findings aligned with other studies diagnosing
androgenetic alopecia in children, such as Rossi et al. [39
], where hair shaft miniaturization and hair shaft diameter
diversity greater than 20% were diagnostic criteria for an-

drogenetic alopecia.

Conclusion

In conclusion, the routine use of trichoscopy in the clinical
evaluation of scalp and hair disorders will enhance diagnos-
tic capabilities beyond simple clinical inspection by revealing

specific features of disease, leading to better management.
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