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Introduction

Alopecia areata (AA) is the loss of hair from
part of the head. Alopecia totalis (AT) is the hair loss
from the entire head, whereas Alopecia Universalis
(AU) is losing hair from the whole body. AT/AU is the
massive form of AA. AA's pathogenesis is a chronic
autoimmune disease of the hair follicles that causes
hair loss without scarring. About 7% of AA patients will
develop AT or AU [1]. In population the prevalences of
AT, is 0.08%, AU 0.03% [2]. Based on clinical-based
study, insidens of AT 3.37%, AU 0.02% [2]. Based on
the appearance of alopecia symptoms, divided into 2,
namely: (1) Early-onset <13 years, and (2) Late-onset
=213 years. Compared to late-onset, early-onset were
more likely to have a family history of AA and atopic
dermatitis, nail dystrophy, especially in the AU group [3].

The allergic disease was more found in early-
onset (45.8%) than at late-onset (31.2%). In AU early-
onset, the prognosis is worse if there is a family history

of AA[3].

The purpose of this study was to show that
the cause of AT must be sought in as much detail as
possible to provide the best therapy and the importance

of regular treatment.

Abstract

BACKGROUND: Alopecia totalis (AT) represent the severe form of alopecia areata with a worse prognosis. In the
population, the prevalence of AT is 0.08%. This study shows that prosential, minoxidil 2%, and clobetasol propionate
0.05% could be considered hair loss treatment.

CASE PRESENTATION: A 5-year-old boy weighing 13.4 kg came to the hospital complaining of hair loss all over
his head, bald since 2 months before. The eyebrows, eyelashes, and nose hairs were also missing. The diagnosis
is AT. The patient was given Prosential therapy for 4 months. After 2 months of treatment, hair started to grow
slightly, evenly across the head, eyebrows, and eyelashes. After that, the patient was lost contact. Four months
later, the patient returned with hair loss complaints again. The patient’s vital signs are normal. Eyes, ENT, heart,
lungs, abdomen: normal. Skin: no hair. Laboratorium: Hb 12.1 g/dL, hypereosinophilia. Feces and urine analysis
were normal. Kidney and liver function were normal. Thyroid function: FT4: 1.1 ng/dL, TsHs 0.916 ulU/mL. The ANA
test was negative. Diagnosis: Idiopathic AT with hypereosinophilia. The therapy was prosential, minoxidil 2%, and
clobetasol propionate 0.05%.

CONCLUSION: The etiology of AT should be sought in as much detail as possible because alopecia management
requires a holistic approach, including psychosocial support. Hair loss is a significant factor affecting the self-esteem
of children.

Case Presentation

A 5-year-old boy weighing 13.4 kg came to the
hospital complaining of hair loss all over his head, bald
since 2 months before. The eyebrows, eyelashes, and
nose hairs were also missing. The diagnosis was AT.
The patient was given prosential therapy for 4 months.
After 2 months of treatment, hair started to grow slightly,
evenly across the head, eyebrows, and eyelashes. After
that, the patient was lost contact. Four months later, the
patient returned with hair loss complaints again.

The patient’s vital signs were normal. Eyes,
ENT, heart, lungs, abdomen: normal. Skin: no hair.
A series of laboratory examination was performed to
find the etiology of AT. Laboratorium: Hb 12.1 g/dL,
leukocytes 6480/uL, platelets 324,000/uL, hematocrit
35.5%, Diff Count: basophils 0%, eosinophils 22%,
stems 1%, segments 27%, Ilymphocytes 41%,
monocytes 9%. red blood cell 4.29 million/uL, MCV
82.8fL, MCH 28.2pg, MCHC 34.1%, RDW-CV 11.9%.
Routine feces: normal. Urinalysis was normal. Glucose
at 86 mg/dL, total cholesterol 128 m/dL, triglycerides
46 mg/dL. AST 30 U/L, ALT 11 UL, total bilirubin
0.41mg/dL, direct bilirubin 0.13 mg/dL, indirect
bilirubin 0.28 mg/dL. Total protein 5.74 g/dL, albumin
4.33 g/dL, globulin 1.41 g/dL. Ureum 21 mg/dL,
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creatinine 0.43 mg/d, uric acid 4.64 mg/dL. Thyroid
function: FT4: 1.1 ng/dL (N: 0.85-1.75), TsHs 0.916
ulU/mL (N: 0.70-5.97). The ANA test was negative.
Diagnosis: Idiopathic AT with hypereosinophilia. Then,
the patient has given Prosential, minoxidil 2% solution
and ointment clobetasol propionate 0.05%.

Figure 1: Before alopecia totalis

Discussion

AT and AU represents the most severe
subtypes of AA with more dramatic features and a
worse prognosis. Burroway et al. (2020) reported 375
alopecia patients (39 AT, 75 AU, 261 unspecified AT/
AU) followed for at least 5 years. Complete recovery
rate (almost all of the head was covered with hair)
experienced by AT/AU (32/375) 8.5%, specifically AT
7139 (17.9%) and AU 7/75 (9.3%) completely healed
[4].

The patient experienced gradual hair loss in
the 2 months previously. Starting from one part of the
back of the head, then to the other part of the head, and
in the end, all the head hair fell out, bald. Finally, the
lashes, eyebrows, and nose hair are gone. The patient
does not feel hair-itching. Because the family could not
afford the funds, the supporting examination to look for
the etiologic alopecia could not be performed at that
time. The diagnosis is AT. The patient treatment is only

Figure 2: Alopecia totalis

Prosentials. During 2 months of treatment, fine hair
began to grow on almost all of the head.

Nevertheless, because they felt the hair would
grow back to normal and at no cost, the treatment
stopped. Had this patient continued therapy, it was
possible to have a complete regrowth. Tosti et al.
(2006) reported that 67/69 (97.1%) AT/AU patients who
had undergone a 15-year therapy program ended up
discontinuing treatment due to inadequate response
to treatment [5]. Jang et al. (2017) reported that 48 of
58 (82.8%) AT/AU patients who did not respond or only
partially responded to hair growth ended up stopping
treatment [6].

Four months later, the patient came with hair
loss complaints all over the head, eyebrows, eyelashes,
nose hair. The patient does not complain of hair-itching,
and does not pull out his hair, bathes using ordinary
soap, not using shampoo. No one in the family has
alopecia. The patient’s father had bronchial asthma.
A series of laboratory examination is performed to
find the etiology of AT. In this case, the possibility of
pica pulling out and eating hair (trichophagia) can be
excluded due to the patient’s hemoglobin being normal,
not iron deficiency anemia [7].

No scars were found on the scalp, and also
did not feel itchy, meaning that it was purely not due to
tinea capitis [8]. The patient’s hair before and after AT
can be seen in Figures 1 and 2, respectively.

On laboratory examination, hypereosinophilia
was found, which indicates that the patient has allergies
orhas afamily history of atopy [9]. This hypereosinophilia
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can also be caused by worms. Jiero et al. reveal that
the mean eosinophil count correlated significantly with
soil-transmitted helminthiasis infection intensity [10]. In
this case, the patient had an atopic family history, and
the stool examination did not find worms.

Basically, AT is an autoimmune disease. The
current understanding is that the condition represents
an organ-specific autoimmune disease of the hair follicle
with a genetic background. Genome-wide association
studies provide evidence for their involvement of both
innate and acquired immunity in the pathogenesis,
and mechanistic studies in mouse models of AA
have specifically implicated an IFN-y-driven immune
response, including IFNy, IFN y-induced chemokines,
and cytotoxic CD8 T cells as the main drivers of disease
pathogenesis [11].

In this patient, the ANA test was negative, so
the possibility of SLE and other autoimmune diseases
were excluded [12], [13]. Screening practices for thyroid
dysfunction in children with AA vary widely among
clinicians [13]. Patel et al. reported that out of 298 AA
patients (patchy (68%), ophiasis (13%), totalis (9%),
Universalis (10%), 59 patients (20%) had abnormal
thyroid function test results, with the most common
cause being hypothyroid (49%), Hashimoto’s thyroiditis
(41%) [14]. This patient’s thyroid function is normal.

Because the ANA test is negative, the thyroid
function is normal, so the cause is not known. The
diagnosis is idiopathic AT. Considering that the patient
had previously been given Prosential for 2 months and
the patient’s head had started to grow thin, thin hair all
over the head, now the patient is also given prosential
therapy. This strategy is suited with what Van Galvan
reported that there were 14% of patients who responded
well to the second attempt of treatment with the same
therapy regimen [15].

This patient was given a topical clobetasol
propionate 0.05% for 6—14 weeks, which is widely used
and useful in pediatric patients with alopecia [16]. Tosti
et al. reported that 28 AT patients were given clobetasol
propionate ointment 0.05% for 6—-14 weeks on the
right side of the head by occlusion technique (a plastic
sheet is attached over the head that has been given the
ointment). Five (17.8%) patients experienced long-term
hair growth. The hair growth only on the head given
clobetasol propionate ointment showed that hair growth
occurred locally, not systemically [17]. This patient was
also given a 2% minoxidil solution. Wang et al. stated
that a 2% topical minoxidil solution is recommended for
children with alopecia to minimize side effects [18].

The atopic family history and the patient’s
parents’ financial limitations will lead to the possibility
of failure of the patient’s therapy. If there is a case like
this, it is necessary to emphasize the prognosis of
therapy and the efforts that must be made to maintain
long-term treatment to obtain maximum hair regrowth.
It should also be emphasized on parents to support

psychological strengthening so that patients do not feel
inferior in front of friends with normal hair.

Conclusion

The etiology of AT should be sought in as
much detail as possible because alopecia management
requires a holistic approach, including psychosocial
support. Hair loss is a significant factor affecting the
self-esteem of children. Prosential, minoxidil 2% and
clobetasol propionate 0.05% therapy for hair loss could
be considered.
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