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INTRODUCTION
Alopecia areata is a common disorder of unknown 
etiology which has an estimated prevalence of 1 
in 1000 and accounts for 2% of new dermatologi-
cal outpatient attendances in Britain and United 
States and an incidence of 17.2 per 100,000 per 
year.1,2 There is no known race, sex, or occupa-
tional predilection for the development of alope-
cia areata. Alopecia areata can occur at any age 
with a mean age of onset of 20 years.3 

The clinical behavior of AA is unpredictable and 
the pathogenesis is not completely clear. Con-
cerned etiologic factors include patient’s genetic 
structure, the atopic state, nonspecific and organ-
specific immune reactions, and emotional stress.4 
There is mounting evidence that a T-cell-mediated 
autoimmune response directed at the hair follicles 
may be responsible for this disease process.5 The 
role of genetic factors in alopecia areata is sug-
gested by occurrence of familial cases, occurrence 
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in twins, and also by HLA studies.6 Reported fig-
ure of familial incidence vary from 10% to 50%.7 

The mode of inheritance was thought to be auto-
somal dominant with variable penetrance.8 There 
also have been reports of alopecia areata occur-
ring in monozygotic twins, sometimes, with con-
current onset.9,10 There are limited clinical studies 
on AA in Egyptian patients. The aim of this study 
was to review assess the clinical features and as-
sociations of alopecia areata in Egyptian patients.

PATIENTS AND METHODS
Patients with clinical diagnosis of alopecia areata 
during January 2007 to January 2008 who con-
sulted the dermatology outpatient clinic of Man-
soura University Hospital, Mansoura, Egypt were 
included in the study. Written informed consent 
was obtained from the all patients or their guard-
ians.
Diagnosis of alopecia areata was made on the ba-
sis of the definition of Olsen et al.11 Patient’s de-
tailed history regarding age of onset, duration of 
illness and associated symptoms, was taken. Per-
sonal and/or family history (first-degree relatives) 
of alopecia areata, atopy, thyroid disease, vitiligo, 
diabetes mellitus and other auto-immune disor-
ders were noted. Physical examination included 
evaluation of disease extent, presence of excla-
mation mark hairs, associated nail changes, and 
whole body examination for associated diseases. 
Laboratory tests were done in the light of physical 
examination where necessary.
Extent of hair loss was classified as scalp involve-
ment <25% (group 1, mild), scalp involvement 
25-75% (group 2, moderate), and scalp involve-
ment >75% including alopecia totalis and univer-
salis (group 3, severe). During the data collection 
main site of involvement, pattern, and extent of 

alopecia were recorded on a proforma for every 
patient which was a modification of the AA inves-
tigational assessment guidelines collated by Olsen 
et al.11 Descriptive statistics and frequencies were 
reported for the desired variables. Fisher’s exact 
probability test was used for statistical evaluation. 
A significance level of P< 0.05 was used

RESULTS
There were a total of 234 new cases of AA seen 
from January 2007 to January 2008. The total 
number of new dermatologic cases seen over this 
period was 7548. The incidence of AA was 3.1%.  
Out of the 234 patients studied, 122 were males 
and 112 were females. Age of onset varied from 
3 to 57 years with a mean age of onset of 24.3 
years. One hundred and ninety-four patients (194) 
(82.9%) experienced their first episode of AA 
within the first four decades of life. 
Duration of the illness varied from two weeks to 6 
years. One hundred and seventy patients (72.65%) 
patients presented with first episode, 46 patients 
(19.66%) with second episode and in 18 patients 
(7.69%), disease had been continuous with regu-
lar appearance of fresh patches. The disease was 
asymptomatic in all of the patients except for ten 
patients (4.27%) who had mild itching in the le-
sions. Scalp was the most common site affected; 
182 patients making up to 77.78% of the total had 
lesions over scalp, face and eye brows, while in 48 
(20.51%) patients, patches of alopecia were ex-
clusively confined to the face. (Table 1) 
Different patterns of alopecia areata seen dur-
ing this study are summarized in Table 1. In 21 
patients a combination of patchy, reticulate and 
ophiasis pattern were seen. Three patients with 
persistent patchy disease had past history of al-
opecia universalis.Of the patients with onset of 
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Character Number (%)
Sex :

Males 
Females

122 (52.14%)
112 (47.86%)

Age groups according to disease onset

0-10 years 
11-20 years
21-30 years
31-40 years
41-50 years
>50 years

48 (20.51)

34 (14.51)

70 (29.91)

42 (17.94)

31 (13.24)

9 (3.84)
Duration of illness

0-6 months 
6-12 months
1-5 Years
>5 Years

146 (62.39)
46 (19.66)
24 (10.26)
18 (7.69)

Extent of hair loss

Group I =<25% scalp involvement 150 (64.1)

Group II =25-75% scalp involvement 44 (18.8)

Group III group III=>75% scalp involve-
ment including alopecia totalis and 
universalis

40 (17.09) 

Patterns of alopecia areata

Patchy 
Reticulate
Diffuse 
Ophiasis
Alopecia totalis
Alopecia universalis

162 (69.23)
22 (9.40)
4 (1.71)

32(13.68)
10 (4.27)
4 (1.7)

Family history of alopecia 34(14.53)

Personal and family history of atopy 21 (8.97)

Nail changes 53 (22.64)

Thyroid disease 8 (3.42)

Vitiligo 4(1.71)

Diabetes mellitus 5 (2.13)

Table 1  Age groups, patterns, and associations of 
alopecia areata.

alopecia areata before the age of 40 years, 38 pa-
tients (38/194,19.58%) presented with extensive 
alopecia including AT and AU, compared with 2 
patients (2/40, 5%)  above the age of 40 years; the 
difference was statistically significant (P< 0.05) . 
Alopecia totalis and universalis occurred in 14 pa-

tients, all of them was before age of 40 except two.
Nail changes were seen in 53 (22.64%) patients; 
longitudinal ridging, fine pitting were the most 
common findings. Nail roughening and transverse 
ridging were also seen. No patient had severe nail 
dystrophy. (Table 1)
Personal and family history of atopy (atopic der-
matitis, asthma, and allergic rhinitis)  was found 
in 21 (8.97%) patients. Atopy was present in 17 
patients (17/194, 8.67%) with limited alopecia, 
compared with 4 patients (4/40, 10%) with se-
vere alopecia. The difference was not statistically 
significant (P> 0.05). A family history of alope-
cia areata was recorded in 34 (14.53%) patients. 
There was no relation between the frequency of 
occurrence of family members with AA and the 
severity of the disease. Family  history of alopecia 
areata was present in 28 patients (28/194, 14.4%) 
with limited alopecia, compared with 6 patients 
(6/40, 15%) with severe alopecia. The difference 
was not statistically significant (P> 0.05) Eight 
patients had thyroid disease (3.4%), 4 patients had 
vitiligo (1.7%), and 5 patients had diabetes mel-
litus in (2.13%). No other autoimmune diseases 
were reported. (Table 1)

DISCUSSION
There have been few clinical epidemiologic stud-
ies on AA worldwide.12,13 It accounts for about 
2% of new dermatology outpatient attendances 
in the West,14,15 0.7% in one report from India12, 
and  3.8% in Singapore.16 A study from Kuwait, 
reported that alopecia areata was observed to con-
stitute 6.7% of the total number of cases in pediat-
ric dermatology clinics.17 In our study, it accounts 
for 3.1 of new dermatology outpatients. 
Sex incidence in our study is almost equal, which 
agrees with other reports with the same sex 
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incidence.18,19 Most of our patients (82.9%) were 
in the first four decades of life and the mean age 
of onset was 24.3 years. This age of onset is con-
sistent with that of previous reports,3,12,14 where 
85.8% experienced their first episode of AA be-
fore the age of 40.On the average 20% patients of 
alopecia areata have been reported to have long 
term disease.2 In this study 42 patients (17.95%), 
however, had duration of disease greater than one 
year, while in 18 of them patients it was greater 
than 5 years. 
Various disease associations with AA were ex-
amined in our study. Personal  and family history 
of atopy was found in 21 of our patients(8.97%), 
which is lower than that of earlier studies which 
reported frequencies between 10 and 50%.12,13,20-23 
The lower frequency of atopy in our study may be 
a reflection to lower incidence of atopy in our lo-
cality which ranges between 7 to 9 % and may be 
attributed to genetic and environmental factors.24,25 
A study conducted in The Netherlands reported a 
positive significant correlation between atopy and 
the severity of AA.26 In our study, however, there 
was no significant correlation between a personal 
history of atopy and the extent of AA , which was 
similar to reports from  Singapore16 and India.27 
We found a family history of alopecia areata in 
14.53% of our patients. Review of literature, how-
ever has revealed variable results. Kavak et al.19 
have shown a positive family history in 24.1% of 
their patients in Turkey. A family history of AA 
was seen in 4.6% of AA patients in Singapore16, 
and in (1.7%) of an Indian population.12,27 In Chi-
na, Yang S, et al.,28 reported family history in 8.4% 
of patients. A stronger family history of AA (fre-
quency of 20-40%) was reported in the Western 
population.13,15,20 These differences may be due to 
the different genetic backgrounds.

Patchy alopecia areata was the most common pat-
tern seen in 162 (69.23%) patients followed by 
ophiasis in 32 (13.68%) patients. Ophiasis pat-
tern was often associated with chronicity of the 
disease.. In accordance with earlier studies,12,13,26 
most of  severe forms of AA in our study affected 
young individuals. Of the patients with onset of 
alopecia areata before the age of 40 years, 38 pa-
tients (38/194,19.58%) presented with extensive 
alopecia including AT and AU, compared with 2 
patients (2/40, 5%)  above the age of 40 years; the 
difference was statistically significant (P< 0.05). 
Alopecia totalis and universalis occurred in 14 
patients ( 5.98% of the total), all of them was be-
fore age of 40 except two. Seyrafi H, et al.18 have 
shown very high percentage of severe forms of 
disease.
Association of alopecia areata with autoimmune 
diseases is well established. In our study, the fre-
quency of most associated autoimmune diseases 
(thyroid diseae and vitiligo) was relatively low 
compared with that in other reports. A study done 
exclusively for the purpose of finding autoimmu-
nity in children with alopecia areata has found 
statistically significant association of thyroiditis, 
as well as family history of other autoimmune dis-
eases.29 These findings have been shown by many 
other researchers.18,23. Some reports have shown 
an incidence of 8-28% of AA patients with thy-
roid disease.13,15 Our results, however, are on the 
contrary. Only eight (3.42%) of our patients had 
thyroid disease. Our finding of lower frequency of 
associated thyroid disease is similar to that from 
India, Singapore, and Netherlands and.12,16,26 One 
reason could be that thyroid function tests were 
not done as a routine in this study. These were 
requested on clinical suspicion; thus some sub- 
clinical cases may have been missed.
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The frequencies of associated vitiligo were 1.8% 
reported by an Indian group;12 3% by Snellow 
et al.,20 4% by Muller and Winkelmann13,16% 
by Cunliffe et al.15 and 4.1% by Tan  et al.16 The 
frequency of associated vitiligo was 1.71% in 
our study. Again, these differences can be attrib-
uted to different genetic factors in different races. 
Type I DM reportedly occurs more often in family 
members than in AA patients themselves, while 
no difference has been reported for type II DM.15 

Reports generally show a < 1% rate of DM in AA 
patients. Goh et al,23 showed a rate of 0.6% in their 
AA patients. Tan et al,16 reported that 3.2% of their 
AA patients and 6.8% of their family members 
had diabetes mellitus. In our study, only 5 patients 
(2.13%) had diabetes mellitus. It is not clear from 
our data whether patients or their family members 
had type I or type II DM.
Nail changes were observed in 53 (22.64%) pa-
tients in this study. Nail involvement in alope-
cia areata has been variably reported from 7% to 
66%.1 Sharma et al.,12 from India, have reported 
20% chance of having nail changes in their pa-
tients. They also found a significant association 
of nail changes with disease severity. Ahmed et 
al.30 found nail changes in 35% of their Pakistani 
patients. 

CONCLUSION
Alopecia areata is a psychologically debilitating 
disease for which no cause has yet been found. 
Disease pathogenesis has been unraveled in the 
last few decades and polygenic inheritance poten-
tial has been suggested. Among various races no 
large differences are apparent in the clinical fea-
tures and associations of alopecia areata. Similar 
to that reported in the Western and Asian litera-
ture, AA is predominantly a disease of the young, 

with most of severe forms occurring in first three 
decades of life. In contrary, a lower percentage of 
our patients had associated atopy, and thyroid dis-
ease. Further studies are recommended to validate 
our results and to better understand the disease 
process.
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