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Editorial

Editorial: Alopecia areata: small areas conferring 
larger impacts
Alopecia areata (AA) is a common type of hair losing 
disorders affec�ng about 2% of world popula�on with an 
es�mated life�me risk of alopecia areata 1.7–2.1%.1-2 
”Alopecia” means hair loss and the word “areata” means 
patchy- because the disease cause patchy hair loss, it is 
called alopecia areata.2 AA affects people irrespec�ve of 
age and gender and approximately 20% of cases are 
children. 3 This is a disease of mul�factorial background 
with gene�cs, autoimmunity, and environmental 
influences. This autoimmune mechanism mostly targets 
the anagen hair follicles leading to non-scaring alopecia. It 
also affects nails, and, some�mes the re�nal pigment 
epithelium.4 AA has a wide range of disease severity from 
single or few patches of hair loss to universal loss of hair 
from the whole of the body including the scalp called 
alopecia universalis (AU). A good propor�on of cases 
experience spontaneous resolu�on though it is followed 
by an unpredictable relapse from unknown triggers.5 AA 
significantly lowers pa�ent's quality of life, social 
func�oning, and psychological well-being imposing an 
extra financial burden for treatment costs.6 In decision 
making for management of this complex disease a 
comprehensive understanding of the disease process, its 
psychosocial impact and available treatment op�ons is 
crucial. Management modali�es for AA are diverse 
ranging from non-pharmacological interven�ons 
(observa�on and wai�ng for spontaneous remission, 
using camouflage techniques, psychotherapy, 
microblading) to pharmacotherapy as the newer 
immuno-modula�ng Janus Kinase (JAK) inhibitors. 
Regarding pharmacotherapy for AA, most of the available 
therapeu�c modali�es lack sa�sfactory efficacy and 
safety records and s�ll, there is no cura�ve treatment. In 
many situa�ons, long-term immunosuppressive therapy 
is required to prevent recurrence. Physicians have to play 
a predominant role in both educa�ng pa�ents and 
offering emo�onal support. More prospec�ve studies are 
essen�al to evaluate the safety of newer agents JAK 
inhibitor therapy especially major cardiac events and 
malignant poten�ali�es.

Prof. Dr. Muhammad Munir Rashid
Chairman, Dept. of Dermatology and venereology, 
Bangabandhu Sheikh Mujib Medical University (BSMMU),
Dhaka-1000, Bangladesh.
Munir47@gmail.com 

1. Kahn G, Rywlin AM. Acropustulosis of infancy. 
Arch Dermatol. 1979 Jul. 115(7):831-3
2. Dromy R, Raz A, Metzker A. Infan�le 
acropustulosis. Pediatr Dermatol. 1991 Dec. 
8(4):284-7.
3.  Larralde  M,  Boldrini  MP,  Luna  PC,  Abad  ME, 
Marian  CC.  Infan�le acropustulosis.  Dermatol 
Argen�na. 2010; 16:268-71.
4. Ghosh S. Neonatal pustular dermatosis: an 
overview. Indian J Dermatol. 2015 Mar-Apr. 60 
(2):211.
5. Prendiville JS . Infan�le acropustulosis: how o�en 
is it a sequela of scabies? Pediatr Dermatol 1995; 12 
: 275 – 6.
6. Vicente J, Espana A , Idoate M , et al. Are 
eosinophilic pustular folliculi�s of infancy and 
infan�le acropustulosis the same en�ty? Br J 
Dermatol 1996; 135: 807– 9.
7. Minkis K, Aksen�jevich I, Goldbach-Mansky R, et 
al. Interleukin 1 receptor antagonist deficiency 
presen�ng as infan�le pustulosis mimicking infan�le 
pustular psoriasis. Arch Dermatol. 2012 Jun. 
148(6):747-52.
8. DeLeon SD, Melson SC, Yates AB. Crawling Toward 
a Diagnosis: Vesicles and Thrombocytopenia in a 
Neonate. Hosp Pediatr. 2015 Oct. 5 (10):555-7.
9. Infan�le acropustulosis. Larralde M, Boldrini MP, 
Luna PC, Abad ME, Marín CC. Dermatología 
Argen�na. 2013. 16(2010):268-71.
10. Dromy R, Raz A, Metzker A. Infan�le 
acropustulosis. Pediatr Dermatol. 1991 Dec. 
8(4):284-7.
11. Truong AL, Esterly NB. Atypical acropustulosis in 
infancy. Int J Dermatol. 1997 Sep. 36(9):688-91.
12. Kimura M, Higuchi T, Yoshida M.  Infan�le 
acropustulosis treated successfully with topical 
maxacalcitol. Acta Derm Venereol. 2011; 91:363-4.

References:


