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ABSTRACT

An 11-year-old girl previously treated for tinea capitis presented a 3-month history of continuous decrease in hair 
density on the vertex, frontal, and parieto-temporal areas of the scalp. Hair pull test was negative. Trichoscopic 
findings showed black dots, micro-exclamation point hairs, regrowing vellus hair, and zigzag hairs. Histopathology 
showed CD3+ peribulbar lymphocytic infiltrates and occasional eosinophils around the anagen hair follicle consistent 
with a non-scarring alopecia. A diagnosis of diffuse alopecia areata was made. Patient was given methylprednisolone 
(0.5 mg/kg/day) for 2 weeks and noted marked increase in hair density except on focal areas of the scalp. Patient 
eventually admitted to occasional hair pulling. Trichoscopy revealed trichoptilosis, V-sign, tulip hairs, and multiple 
broken hairs of varying length while a second biopsy showed trichomalacia and pigment casts consistent with 
trichotillomania. In this case, where co-existence of alopecia areata and trichotillomania is considered to be 
uncommon, trichoscopy proved to be an important tool in differentiating hair disorders with similar presentation. 
Knowing key features of hair diseases can help elucidate the diagnosis when presented with an atypical case.
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INTRODUCTION

Alopecia in pediatric patients is due to a range of 
congenital and acquired conditions that can either be cicatricial 
or non-cicatricial.1 Etiology may range from disorders of 
the hair shaft or hair follicle, to infectious and autoimmune 
diseases. A thorough history provides information regarding 
acuity and pattern of hair loss, associated comorbidities, and 
nutritional status. Physical examination may reveal signs 
of inflammation and the extent of hair-bearing regions 
involved, while maneuvers such as the tug test and hair pull 
test provide a measure of hair fragility and disease activity, 
respectively. Trichoscopy allows for a non-invasive analysis 
of several follicular patterns as well as hair signs and shaft 
features that can help narrow down differential diagnoses 
among hair disorders that present similarly.2 Furthermore, 
it can be utilized to monitor disease activity and therapeutic 
response. The utility of trichoscopy is highlighted in this case 
where co-existence of alopecia areata and trichotillomania 
was uncovered after correlating clinical and histologic 
findings with the trichoscopic patterns.

CASE DESCRIPTION

An 11-year-old girl previously treated for atopic 
dermatitis and tinea capitis presented with a 3-month 
history of continuous decrease in hair density on the vertex 
and fronto-parieto-temporal areas of the scalp (Figure 1A, 
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B, C, D) associated with occasional pruritus. Hair pull test 
was negative. Trichoscopic findings showed black dots, 
micro-exclamation point hairs, regrowing vellus hair, and 
zigzag hairs (Figure 2A, B, C). Thyroid function tests and 
hematologic work-up were unremarkable. The initial biopsy 
section (Figure 3A, B, C, D) showed peribulbar CD3+ 
lymphocytic infiltrates and occasional eosinophils around 
the anagen hair follicle. A diagnosis of diffuse alopecia 
areata was made. Patient was initially given a 2-week course 
of oral methylprednisolone (0.5 mg/kg/day) and noted 
marked increase in hair density except on focal areas of the 
scalp. Patient eventually admitted to occasional hair pulling. 
Repeat trichoscopy revealed trichoptilosis, V-sign, tulip hairs, 
and multiple broken hairs of varying length (Figure 2D, E, 
D). A second biopsy on the focal alopecic area of the scalp 
showed trichomalacia and pigment casts (Figure 3E, F) 
consistent with trichotillomania. Patient was then referred 
to psychiatry for behavioral management. While tapering 
her methylprednisolone dose, she was lost to follow-up.

DISCUSSION

Diffuse alopecia areata is a special variant of alopecia 
areata (AA) that presents with acute onset of widespread 
hair rarefaction as compared to the focal alopecic patches of 
the typical AA.3 Current studies regarding pathophysiology 
involve an autoimmune process that targets the anagen 
stage hair follicles, thereby causing dystrophic hair growth.4 
All age and ethnicities are equally affected, but a female 
preponderance was noted for diffuse AA.5 Based on the data 
available from the Philippine Dermatological Society-Health 
Information Systems (PDS-HIS), there were only 10 cases 
of diffuse AA noted from 2011–2018, with more women 
affected than men. At present, the cumulative lifetime 
incidence of AA is 2.1%.6 Autoimmune diseases such as atopy,  
vitiligo, and diabetes increase the risk of developing AA.5,7 

Clinically, diffuse AA presents with a brief course of 
rapid generalized thinning of the parietal and anterior-
temporal regions, and a positive hair pull test.5,8 The hallmark 
trichoscopic features of AA are regularly distributed micro–

Figure 1. (A) Posterior view of the scalp showed diffuse alopecic patch with varying lengths of broken hairs on the vertex. (B) 
Top view emphasized the varying length of broken hair up to the frontal area and some erythematous papules. (C, D) 
Decrease in hair density was also observed with focal areas of alopecia on the temporo-parietal area of the scalp. (E) 
After 1 month of methylprednisolone (0.5 mg/kg/day), there was marked increase in hair density. However, there were 
still focal alopecic areas for which the patient admitted to hair pulling. (F) Continued intake of methylprednisolone for 
another month and hair pulling restriction resulted to almost complete regrowth of hair on the scalp.
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exclamation mark hairs, yellow dots, black dots (or cadaverous 
hairs), broken hairs, and regrowing vellus hairs.9 In contrast, 
diffuse AA do not present with all of these characteristics 
features. Alessandrini et al.8 concluded that among Italian 
patients with diffuse AA, the most frequent trichoscopic 
patterns were black dots, dystrophic hairs, and empty yellow 
dots. Recently, other subtypes of diffuse AA have been 
identified albeit without consensus criteria. Rebora10 coined 
the term alopecia areata incognito (AAI), which presents like 
telogen effluvium with a positive pull test and scalp dysesthesia 
(trichodynia), but absent hair rarefaction. Alessandrini and 
colleagues8 further differentiated this from diffuse AA with 
the common location being at the occipital and parietal 
regions, and with the trichoscopic features of empty yellow 
dots, yellow dots with vellus hair, small regrowing hair, and 
pigtail hair. Another subtype is called acute diffuse and 
total alopecia (ADTA), which presents as diffuse hair loss 
and then total alopecia of the scalp within 2 days.11 Most 
patients are female who may complain of scalp pruritus or 
burning sensation prior to disease manifestation. Allergy and 
tissue eosinophilia are prominent features. Like AAI, nail 
changes and micro-exclamation mark hairs are uncommon. 
As with all types of diffuse AA, ADTA heralds a good 
prognosis and can spontaneously resolve without treatment.12

Trichotillomania (TTM) is a condition manifested as 
repetitive hair pulling from the scalp and other hair-bearing 
areas.13 The peak age is from 9 to 13 years and affecting 
mostly girls. The latter data is consistent with PDS-HIS data 
which showed male-female ratio of 1:4.3. From 2011-2018, 
a total of 146 cases have been recorded. Patients with TTM 
usually present with focal non-scarring alopecic patches with 
uneven borders, minimal to absent secondary lesions, varying 
lengths of broken strands, and a negative hair pull test. The 
occiput is frequently spared due to the pain of hair pulling on 
this area. The typical trichoscopic features include irregularly 
broken hairs, trichoptilosis on short hairs, contracted and 
coiled hairs, hair powder or residue, black dots, flame hairs, 
V-sign, and tulip hairs.9,14 Black dots may also be seen similar 
to that of AA. Although micro-exclamation mark hairs are 
uncommon in TTM, its presence is distinguished from that 
of AA by the blunt distal ends in contrast to the irregular 
frayed distal ends of the latter.9 

Co-occurrence of AA and TTM is uncommon.15-18 
Focal AA may present similarly with TTM and should be 
distinguished based on the trichoscopy findings mentioned 
earlier. In our case, TTM was not initially considered 
due to the diffuse hair rarefaction of the patient and the 
presence of micro-exclamation mark hairs and black dots. 

Figure 2. (A) Trichoscopy showed multiple broken hairs with different lengths. Increased fragility of the hair strands was demon-
strated by the zigzag hair (purple circle). Other findings include (B) two micro-exclamation mark hairs (light blue circles), 
a regrowing vellus hair (dark blue circle), (C) multiple black dots (pink circles), (D) trichoptilosis on short hair strands 
(green circles), (E) V-sign formed when two hair shafts emerging from one follicular unit were pulled and broken at the 
same length above the scalp surface (red circle), and (F) tulip hair formed from a diagonally fractured hair (orange circle).
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Reviewing the trichoscopic findings, however, did point to 
early signs of TTM such as broken hairs of different lengths, 
trichoptilosis on short hairs, V-sign, and tulip hairs. This 
diagnosis was also further supported by biopsy findings of 
trichomalacia and pigment casts. A negative hair pull test 
was inconsistent with diffuse AA in literature but marked 
hair growth response after a month of methylprednisolone 
verified the autoimmune etiology of the hair disease. The 
negative hair pull test may also be explained in part by few 
peribulbar lymphocytic and occasional eosinophilic infiltrates, 
indicating that the disease may be in the subacute stage or 
recovery stage.19,20 Lastly, a positive CD3 immunostaining 
of peribulbar lymphocytes distinguished our patient’s case 
from that of non-autoimmune hair diseases such as telogen 
effluvium and female pattern baldness.20 

CONCLUSION

Co-existence of alopecia areata and trichotillomania 
is uncommon. Trichoscopy and pathological features are 
important diagnostics in differentiating hair disorders with 
similar presentation. Knowing key features of hair diseases 
can help elucidate the diagnosis when presented with an 
atypical case.
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