Dermatology Lectures
Diseases of Hair and Nails

Chapter 20, 21
Hair disorders
I. Patient evaluation

A. History

a. Time of onset

b. Medications taken

c. Recent emotional or physical stress

d. Diet

e. Grooming techniques

f. Family history of baldness or hair disorders

B. Physical examination

a. Pattern

i. Patchy

1. Usually readily apparent

ii. Diffuse

1. May not be noticeable until patient has more than 50% hair loss

b. Scarring

i. Absent

1. Non- Scarring may be a temporary phenomenon
2. Diagnosis is usually able to be made without a biopsy

ii. Present

1. Scarring alopecia is permanent

2. Diagnosis may require a biopsy
II. Telogen Effluvium (Stress induced alopecia)

A. Definition

a. Diffuse hair loss due to the alteration in the normal hair cycle that is caused by emotional or physiologically stressful events.

b. Scalp is a mixture of anagen (growing) and telogen (resting) hairs

c. In this condition there is an early entry of hair into the telogen phase

B. Causes

a. High fever, chronic illness, hypothyroidism, anemia

b. Childbirth

c. Major surgery

d. Severe emotional disorders and crash diets

e. Drugs such as birth control pills, heparin and warfarin, lithium, ACE inhibitors and retinoids

C. Incidence

a. Most episodes are transient and minor and so the true incidence is not really known

D. History
a. Hair loss occurs 2-4 months after the physical or emotional stress

b. Most often it is females who are complaining of diffuse hair loss 

c. If the patient has not just given birth then a history of physical or emotional strength, dietary habits and medications are important

E. Physical examination

a. Patient has diffuse thinning of the hair that is not always immediately apparent

b. Scalp is normal with no scarring or erythema

c. Examination of the rest of the skin and the nails is normal

d. Diagnosis confirmed by the gentle hair-pull test

F. Differential diagnosis

a. Hyothyroidism

b. Nutritional deficiencies

c. Toxic drugs

G. Therapy

a. Usually all is needed is reassurance that the hair will grow back
H. Course and complications

a. Usually a self-limiting, reversible problem that resolves within 2 to 6 months

b. Middle aged women may have a condition that continues for 5 years without a recognizable initiating factor

III. Androgenetic alopecia (common baldness)

a. Definition

A. Postpubertal replacement of terminal hairs by miniaturized hairs and eventually atrophic follicles

B. Occurs particularly in males and females who are genetically predisposed

C. Clinically it is non-scarring and involves the vertex and frontotemporal regions of the scalp

C. Incidence

a. Prevalence varies depending on the population

b. Among male Caucasians it approximates 100% but the age of onset varies

c. Patterned hair thinning occurs in approximately 50% of women over age 40 years

d. Native Americans, Japanese and Chinese baldness is less common


D. History

a. Patient usually has a family history of baldness

b. Process begins any time after puberty, but usually begins during the 20’s or 30’s

c. Onset and progression is gradual

d. Women usually report see-through hair and noticing scalp skin.  It usually starts by a gradual widening of the part on the vertex of the scalp and there is a sparing of the frontal hairline

e. In men it usually begins with bitemporal regression followed by balding of the vertex
E. Physical examination

a. Pattern of balding is important

b. Scalp appears normal with no evidence of scarring or inflammation

F. Differential diagnosis

a. In men the diagnosis is usually obvious

b. In women it is more difficult

c. It is often a genetic trait

d. Hormonal abnormalities such as hypothyroidism

G. Therapy

a. Minozidil, 2% solution (rogaine) and 5% for men
Stops or reduces the rate of hair loss and reverses the miniaturization of the follicles.  This new hair growth is not permanent and cessation of treatment results in hair loss within a few months.

b. Finasateride, 1 mg a Type II 5α-reductase inhibitor
Five year data shows that 90% of men maintain their present hair and two thirds of men experience some degree of hair regrowth.  Contraindicated in women of childbearing potential because of its effects on male offspring

c. Surgical treatment with hair transplantation

d. Wigs

H. Course and complications

a. The balding process is gradual and most evident between the ages of 30 and 50 years, after that it slows down but continues through old age

I. Pathogenesis

a. Common baldness is genetically determined and androgen dependent

b. Androgens cause scalp baldness, but cause hair growth in other areas of the body

c. Hair follicles in bald areas of the scalp have increased levels and activity of 5α-reductase which causes increased levels of dihydrotestosterone that shortens the hair cycle and minimizes scalp follicles

IV. Trichotillomania

A. Definition- A traumatic, self –induced alopecia that results from compulsive plucking, twisting and rubbing that causes broken or epilated hair shafts
B. Incidence-  Occurs in both adults and children.  In children it affects both sexes equally and patients usually have no underlying psychological problem, however in adults it occurs most often in women who have underlying problems
C. History- there may be a history of psychological problems

D. Physical examination- usually the scalp is affected, however sometimes it may involve eyebrows and eyelashes.  The scalp is normal with no inflammation or scarring.  The lesions are irregular in shape and patchy.  Hairs around may be twisted or broken.

E. Differential diagnosis- Alopecia areata and tinea capitis

F. Therapy- In children often an explanation of what is happening and reassurance of parents and children is all that is required.  In adults there needs to be inquiries into the stresses that may be causing this habit and in patients with severe problems there may be need for psychological or psychiatric referral.  It has been suggested that this may be a type of obsessive compulsive disorder.

G. Pathogenesis- In children this may be related to problems at home or in school, sibling rivalry, mental retardation and hospitalization.  In adults there may be an underlying psychiatric disorder.

V. Alopecia areata

A. Definition- An idiopathic disorder characterized by well-circumscribed, round or oval patches of non-scarring hair loss.

B. Incidence- occurs in 1.7% of Americans by age 50 years
C. History- Acute onset of hair loss that is sometimes associated with emotional stress, but more often the emotional stress is caused by the hair loss.  Approximately 25% of patients have some type of autoimmune disorder, others may have atopic dermatitis and 20-25% have a family history of this disorder

D. Physical examination- Well circumscribed patches of hair loss leaving a normal appearing scalp underneath.  The periphery of the patches show “exclamation point hairs” because they are shaped like the punctuation mark.  These are fractured hairs that are 2-3 mm in length and tapered at the base.  Most often occurs on the scalp although there may be loss of hair anywhere on the body.  Sometimes there is loss of all scalp hair (alopecia totalis) or hair all over the body (alopecia universalis).

E. Differential diagnosis- secondary syphilis, trichotillomania and fungal infection.

F. Course and complications- most patients with localized disease have recovery, but relapses are common.  Duration of more than 1 year and extensive hair loss are poor prognostic signs.  Fewer than 5% of patients with totalis or universalis show hair regrowth.

G. Therapy- there is no treatment for this condition.

VI.
Systemic lupus erythematosus and discoid lupus

VII.
Dermatophyte (tinea) infections 

Infections caused by dermatophytes–fungi that invade only dead tissues of the skin or its appendages (stratum corneum, nails, hair). 

• Tinea is a fungal skin infection with three common molds: Microsporum, Trichophyton, and Epidermophyton. The lesions, commonly referred to as 'ringworm', manifest as a flat, scaly, inflamed spot with a raised border. As the border spreads outward in a ringlike fashion, the center becomes hypopigmented. The infection is named for the region of the body affected: 

tinea corporis = body 

tinea capitus = scalp 

tinea barbae = beard 

tinea manuum = hands 

tinea unguium = nails 

tinea cruris = 'jock itch' 

tinea pedis = 'athlete's foot' 

Nail disorders 

Paronychia 

Acute or chronic infection of the periungual tissues. 

• Paronychia is an infection of the nail fold near the cuticle, usually with Staphlococcus aureus. An ingrown toenail, often caused by improper nail trimming, is an example of paronychia. 

Felon 

• A felon is an infection of the pulp on the palmar surface of the finger pad. Because of the fibrous septa within the finger pad, these infections may form an abscess requiring incision and drainage. 

Onychomycosis 

• Onychomycosis, or tinea unguium, is a fungal infection of the nail. It is very common, occuring to some degree in most elderly people. Nails with fungal infection usually have a yellow brown crumbling appearance. 

Psoriatic nails 

• Psoriasis is a systemic condition, and up to 50% of psoriasis sufferers manifest psoriatic nail lesions. Onycholysis is separation of the nail from the underlying nail bed. In addition to manifesting onycholysis, psoriatic nails appear pitted with an 'oil staining' appearance of the nail and adjacent skin. 

Digital clubbing

Enlargement of the terminal digital phalanges with loss of the nail bed angle.  When viewed from the side, the angle formed where the nail joins the cuticle is approximately 160 degrees. When an individual is hypoxic, such as with chronic heart or lung disease, the base of the nail becomes edematous and this angle increases to greater than 180 degrees. The finger pads also appear enlarged and swollen, and the nail manifests a downward curve toward the distal edge. 

Longitudinal ridging 

• Longitudinal ridging, parallel to the long axis of the finger, is a relatively common finding in the elderly, considered to be a normal variant. However, many nutritional doctors consider longitudinal ridging to represent a subclinical deficiency of hydrochloric acid, calcium, or zinc. Occasionally longitudinal brown streaks are seen under the nails. These streaks, caused by capillary bleeding under the nail, are referred to as 'splinter hemorrhages' and are classically associated with subacute 

bacterial endocarditis. 

Beau's lines (transverse ridging) 

• Beau's lines are transverse ridging or grooves parallel to the end of the nail. As the nail grows out from the matrix, illness or infection can impair nail growth which manifests as a transverse ridge. Typically Beau's lines affect multiple nails. If just one nail is affected, trauma to the matrix is a more likely cause, such as when the individual repetitively picks at the cuticle causing 'habit-tic dystrophy'. 

Terry's nails 

• The proximal white portion of the nail plate, the lanula, is normally narrow. When a patient has hypoalbuminemia, such as with liver failure, the nail bed becomes edematous, thus enlarging the lanula. This enlargement, leaving just a narrow band of pink at the distal nail, is referred to as Terry's nails. 

Lindsay's nails 

• Lindsay's nails appear similar to Terry's nails. They are also known as 'half-and-half' nails because the proximal half of the nail is white and the distal half is pink. Lindsay's nails are classically associated with uremia and chronic renal failure. 

Koilonychia 

• Koilonychia is when the nail becomes thin and curves upward in a spoon-like fashion. This condition is classically associated iron deficiency anemia. 
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