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Abstract

Background/Aim: Alopecia areata (AA) is a common auto-
immune hair disorder which is characterized by noncicatri-
cial hair loss. AA commonly presents with localized patches
on the scalp and face but may affect any hair-bearing region
of the body leading to even more generalized involvement.
AA may affect any age group, gender, and race. The current
study investigates the demographic characteristics of the
patients with AA and subgroups of AA including alopecia
totalis (AT) and alopecia universalis (AU) and the prevalence
of disease, sex, and age distribution and seasonal variation
retrospectively in a tertiary dermatology clinicin Turkey. Ma-
terials and Methods: In this retrospective, cross-sectional
study, 1,641 patients diagnosed with AA, AT, and AU in the
dermatology clinic of a public university hospital were in-
cluded. The dermatology outpatient database was reviewed
retrospectively. The diagnosis of AA was based on patient
history, clinical examinations, and histopathologic findings.
Results: Fifty-four thousand one hundred sixty-eight pa-
tients were admitted to our outpatient clinic in 4 years time,

and 1,641 were diagnosed as having AA, AT, and AU. One
thousand three hundred ninety-two patients (84.8%) had
AA, 81 (4.9%) had AT, and 168 (10.2%) had AU. Among the
1,641 patients included in the study, 877 were females
(53.4%) and 764 were males (46.6%). The mean age was
29.86 + 14.48 years in AA, 29.50 £+ 16.18 in AT, and 32.81 +
14.48 in AU; 77.4,72.8, and 68.5% of patients were aged un-
der40years in AA, AT, and AU. There was no statistically sig-
nificant difference in seasonal presentation times. Conclu-
sion: AA is affecting approximately 2% of the general popu-
lation without any sex, race, or age group predilection. In this
study, we found a lower prevalence of AAin the pediatricage
group in comparison with adults. This finding may support
the hypothesis of the increasing prevalence of AA over time.
The higher ratio of AA regarding this study may support that
the frequency of AA and subtypes varies between regions.
© 2020 S. Karger AG, Basel

Introduction

Alopecia areata (AA) is a T-cell mediated, autoim-
mune disorder which is mainly affecting anagen hair fol-
licles and nails. Clinically, AA usually presents with local-
ized circumscribed patches of nonscarring hair loss [1].
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Table 1. Sex distribution of patients with AA, AT, and AU according to age

Age groups Sex

AA AT AU

male female total male female total male female total
0-9 41 43 84 5 2 7 0 4 4
% sex 6.4 5.7 6 15.6 4.1 8.6 0.0 5.0 2.4
10-19 149 122 271 8 9 17 16 10 26
% sex 23.1 16.3 19.5 25.0 18.4 21.0 18.2 12.5 15.5
20-29 158 226 384 10 17 27 33 15 48
% sex 24.5 30.2 27.6 31.3 34.7 33.3 37.5 18.8 28.6
30-39 173 165 338 2 6 8 19 18 37
% sex 26.9 22.1 24.3 6.3 12.2 9.9 21.6 22.5 22.0
40-49 79 98 177 5 7 12 12 20 32
% sex 12.3 13.1 12.7 15.6 14.3 14.8 13.6 25.0 19.0
50-59 42 81 123 1 8 9 8 11 19
% sex 6.5 10.8 8.8 3.1 16.3 11.1 9.1 13.8 11.3
>60 2 13 15 1 0 1 0 2 2
% sex 0.3 1.7 1.1 3.1 0.0 1.2 0.0 2.5 1.2
Total 644 748 1,392 32 49 81 88 80 168
% sex 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

AA, alopecia areata; AT, alopecia totalis; AU, alopecia universalis.

Alopecia totalis (AT) is a subtype of AA which is charac-
terized by total hair loss on the face and scalp, whereas
alopecia universalis (AU) is the other subtype of AA man-
ifesting with generalized hair loss on hair-bearing regions
of the body. AT and AU usually have poorer prognosis
than AA itself. In the literature, there are very few studies
about the clinical epidemiology of AA. In hospital-based
studies, the incidence of AA was found to range from 0.57
to 3.8%, and in general population studies, the lifetime
incidence of AA was reported to be 1.7-2.1% and preva-
lence was 0.1-0.2% [2, 3]. On the other hand, it is still
debated that AA prevalence may differ by age or other
demographic and clinical characteristics. The goal of this
study was to determine the differences of the demograph-
ic characteristics of the patients with AA, AT, and AU,
including the prevalence of disease, sex, and age distribu-
tion and seasonal variation retrospectively in a tertiary
referral center in Turkey.

Materials and Methods

This retrospective, cross-sectional study was conducted in the
dermatology clinic of a public university hospital. One thousand
six hundred forty-one patients diagnosed with AA, AT, and AU
were investigated. Diagnosis of AA was based on patient history,
clinical examinations, and histopathologic findings.

Alopecia Areata and Demographic
Characteristics

Statistical Analysis

Data analysis was performed using the NCSS statistical package
2007 (Kaysville, UT, USA). The results were analyzed by using per-
centile values and y* tests. Statistical significance was set at the
0.5% level.

Results

Clinical Characteristics and Patterns of AA

Of 54,168 dermatology outpatient clinic patients,
1,641 were diagnosed as having AA (3.02%), 1,392 had
patchy AA (84.8%), 81 had AT (4.9%), and 168 had AU
(10.2%). For patients who made recurrent presentations,
the first visit date was used. For all subtypes of AA, prev-
alence, age, and sex distribution and presentation times
were recorded and analyzed according to disease sub-
type. Treatment modalities were not analyzed in this
study.

Sex Distribution

Of the total 1,641 patients with alopecia, 877 (53.4%)
of the patients were female and 764 (46.6%) were male,
with a female to male ratio of 1.14:1. There were no sta-
tistically significant differences between AA, AT, and AU
groups (p = 0.138). Of the 1,392 patients with AA, 644

Skin Appendage Disord 2021;7:8-12 9
DOI: 10.1159/000510880



400

O Female
350 -{l Male
O Total

300

250

200

150 +

100

50

oa

0-9  10-19 20-29 30-39 40-49 50-59 60<

Color version available online

>0 O Female u

45 <l Male

40 O Total

35 []

30 ]

25

20

15 - E—

10 = E—
5 | -
0 |_|_|_| T T

09 10-19 20-29 30-39 40-49 50-59 60<

Fig. 1. Sex distribution of patients with AA according to age. AA,
alopecia areata.
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Fig. 2. Sex distribution of patients with AT according to age. AT,
alopecia totalis.

(46.3%) were male and 748 (53.7%) were female, with a
female to male ratio of 1.15:1. Eighty-one (4.9%) patients
were diagnosed as having AT, 32 (39.5%) of whom were
male and 49 (60.5%) were female, with a female to male
ratio of 1.53:1. One hundred sixty-eight (10.2%) patients
were diagnosed as having AU, 88 (52.4%) of whom were
male and 80 (47.6%) were female, with a female to male
ratio of 1:1.10.

Age Distribution

The mean age of patients with AA was 29.86 + 14.48
(range: 3-96) years. Patients were classified into 7 groups
according to age as 0-9, 10-19, 20-29, 30-39, 40-49, 50—
59, and >60 years (Table 1). AA was most common in the
30- to 39-year age group among men and the 20- to 29-
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Fig. 3. Sex distribution of patients with AU according to age. AU,
alopecia universalis.

Table 2. Seasonal variation of AA, AT, and AU

Winter Spring Summer  Autumn
AA, % 30.7 26.4 20.2 22.7
AT, % 32.1 28.4 24.7 14.8
AU, % 27.4 29.2 23.8 19.6

AA, alopecia areata; AT, alopecia totalis; AU, alopecia univer-
salis.

year age group among women. Three-quarters (77.4%) of
the patients with AA were aged younger than 40 years,
and only 1.1% were aged over 60 years. AA was more
common in males in the pediatric age group (0-19 years),
whereas it was more common in females in adults. In the
geriatric age group, AA was more common in females
(Table 1; Fig. 1).

The median age of the patients with AT was 29.50 +
16.18 (range: 3-84) years. The disease was most com-
monly seen in the 20- to 29-year age group in both sex.
Some 2.8% of the patients were aged younger than 40
years, and 1.2% were aged over 60 years. AT was more
common in males both in the pediatric and the geriatric
age groups (Table 1; Fig. 2).

The median age of patients with AU was 32.81 + 14.48
(range: 4-77) years. The disease was more common in the
20- to 29-year age group in males and in the 40- to 49-year
age group in females. Some 17.9% of the patients were in
the pediatric age group, and 1.2% were aged over 60 years.
AU was more common in females both in the pediatric
and the geriatric age groups (Table 1; Fig. 3).
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Presentation Times

The seasonal variation of AA, AT, and AU is summa-
rized in Table 2. There were no statistically significant
differences in the presentation times between all groups
(p>0.05).

Discussion

AA is a common noncicatricial hair disorder that neg-
atively impacts the health-related quality of life of chil-
dren and adults. AA may affect both sex and may occur
atany age. Unfortunately, almost 10-15% of patients with
AA are predicted to progress into complete scalp (AT) or
scalp and body (AU) hair loss forms [4, 5].

In previous observational studies, the global preva-
lence of AA was reported to be approximately 2%, with
significant regional variability [2]. In our study, the prev-
alence of AA was found as 3.02% of all dermatoses. We
think that the prevalence of AA may be increasing over
time. Being a referral center of our clinic also may affect
this high prevalence ratio.

In the literature, it was reported that most of the AA
patients have limited-patchy lesions on the face and scalp,
14-25% have AT, and less than 10% have AU [5]. Simi-
larly, in our study, 84.8% of patients had patchy AA, 4.9%
had AT, and 10.2% had AU.

AA may affect both women and men [5-7]. In most of
the observational studies, AA has been reported to be
more common in females; however, there are few studies
in which AA was reported to be more common in males
[8-16]. In this study, we found female predominance in
patients with AA and AT. This may also support the gen-
eral female predominance in autoimmune disorders [17].
AU was more common in males in this study. Male gen-
der was reported to be one of the poor diagnosis criteria
of AA in the literature [7].

In the literature, AA was reported to be more common
in the younger age groups of children/adolescents than
adults overall [2, 18]. In our study, prevalence of AA was
higher in adults than the pediatric age group. Almost
25.5% of the patients with AA, 29.6% of AT, and 17.9% of
AU were in the pediatric age group. Presentation of pedi-
atric patients to general practitioners or pediatricians
may affect these ratios.

In adults, AA was reported to be more common in pa-
tients aged under 40 years. Similarly, in our study, 77.4%
of patients with AA, 72.8% of those with AT, and 68.5%
of patients with AU were younger than 40 years of age.
AA was more common in female patients aged under 40

Alopecia Areata and Demographic
Characteristics

years. AT and AU were more common in male patients
younger than 40 years. In our study, all AA subtypes were
more common in male patients aged under 20 years.
These findings may support the hypothesis of the worse
progression of AA in male patients, as reported in the lit-
erature [9, 17].

In the literature, Seyrafi et al. [10] reported the median
age of patients with AA as 24.05 + 9.98 and Kavak et al.
[7] reported it as 24.32 + 0.54 years [7, 18]. In our study,
AA, AT, and AU were most commonly seen in the 20- to
29-year age group with a median age of 29.86 + 14.48 in
AA, 29.50 £ 16.18 in AT, and 32.81 + 14.48 in AU. The
higher median age of AA may be related to the progres-
sive course of AA to AU by time.

In our study, when we compared the seasonal presen-
tation times of the patients, although there were no statis-
tically significant differences, AA and AT patients were
mostly admitted in winter and AU patients were admitted
in spring. In the literature, there are few studies about
seasonal application time, and no seasonal difference was
reported in AA; yet in some studies, disease activity was
reported to increase during winter [11, 16]. We think that
the increased prevalence of AA and AT during winter
may be related to the triggering role of psychological dis-
tress in AA pathogenesis. The role of stressful events such
as school and work life may have an extra role in disease
activity. Also, seasonal activity has been reported in atop-
ic patients with AA in the literature [2, 15, 19]. This coex-
istence may also have a role in the worsening of both
atopic dermatitis and AA during the winter time.

Limitations

Limitations of our study include its retrospective na-
ture and the fact that in many cases skin physical exam
findings or a treatment plan have not been recorded.

Conclusion

AA is a one of the skin disorders that is garnering at-
tention due to research about novel treatment modalities
and pathogenesis. As the global prevalence of AA is esti-
mated to be approximately 2%, it appears to be increasing
over time, as found in this study. We would like to con-
tribute to the literature with epidemiologic data.
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