- Letter to the Editor

Clinicodermoscopic Pattern of Beard Alopecia Areata: A Cross-Sectional

Study

Sir,

We welcome the comments raised by some of the esteemed
readers on the original study published in this journal titled
“Clinicodermoscopic pattern of beard alopecia areata:
A cross-sectional study”.l!’ We would like to take this
opportunity to issue clarifications on some of the points
raised by them.

The correspondents seem to have totally missed the points
acknowledged under “Limitations of the study” including
the one where the Fitzpatrick skin type of our patients was
stated as belonging to type IV and V.

At the outset, we would like to clarify to the
correspondents that this study aimed to document all the
observable dermoscopic findings within patches of alopecia
areata (AA) affecting the beard as the existing literature on
the normal pigmented skin is limited. Some of the findings
such as hem-like pigmentation, nonfollicular white dots,
and vascular pattern are considered normal.

I. In fact, as the correspondents have pointed out,
nonfollicular white dots, which they agree are surface
ductal openings of eccrine glands, are indeed observed
beyond the alopecic patches too in some of the patients.
The presumption that we have concluded all the observed
features as findings specific to the disease process of AA
alone is not correct, especially when histopathological
confirmation has not been carried out. We would also
like to make it clear that nowhere have we claimed in
the paper that nonfollicular white dots are a diagnostic
finding of beard alopecia areata (BAA)

2. The interpretation of yellow dots versus white dots is
mostly subjective, especially on pigmented skin. We are
of the opinion that those were yellow dots.

Figure 1: Beard alopecia areata under the chin. Representative lesion is
encircled in red

3. The following sentence in our original study — “Peripilar
sign, which was previously described only in lichen
planus pigmentosus was also seen in 17.39% of our
patients” should have read “Peripilar sign, which was
previously described in androgenetic alopecia (AGA),
was also seen in 17.39% of our patients”. We sincerely
regret the error, and the confusion it has caused.

The peripilar sign, also known as brown perifollicular
discoloration or perifollicular hyperpigmentation, is seen in
AGA, telogen effluvium, and also in healthy individuals.?!
Previously it was thought that “peripilar sign” was difficult

Figure 2: Dermoscopic image (x10 magnification polarized mode) from
the representative lesion encircled in red in Figure 1. Note the increased
perifollicular pigmentation in a tapering hair (pink arrow) and empty
follicles (green arrow)

Figure 3: Dermoscopic image (x10 magnification polarized mode) from
the representative lesion encircled in red in Figure 1. Note the increased
perifollicular pigmentation in a black dot (maroon arrow). Such a feature
is absent in the surrounding hairy margin (green circle) and the center of
the alopecic patch (yellow circle)
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Table 1: Dermoscopic findings based on activity

Features Active disease Nonactive disease P
Black dots Present 10 8 0.4
Absent 12 16
Total 22 24
Short vellus ~ Present 7 11 0.331
hair Absent 15 13
Total 22 24
Tapering hair Present 3 11 0.018
Absent 19 13
Total 22 24
Regrowing Present 4 10 0.084
hair Absent 18 14
Total 22 24
Yellow dots  Present 7 6 0.608
Absent 15 18
Total 22 24
White dots Present 0 9
(follicular) Absent 22 15
Total 22 24
Broken hair ~ Present 4 5 0.821
Absent 18 19
Total 22 24
Blotchy Present 0 8
erythema Absent 22 16
Total 22 24
Peripilar sign Present 0 8
Absent 22 16
Total 22 24
Vascular Present 0 3
network Absent 22 21
Total 22 24
Honeycomb  Present 0 2
pigment Absent 22 22
pattern Total 22 24
Coudability ~ Present 0 2
sign Absent 22 22
Total 22 24
I-hair Present 0 1
Absent 22 23
Total 22 24
Perifollicular  Present 0 1
hemorrhage  Absent 22 23
Total 22 24
Tulip hair Present 0 1
Absent 22 23
Total 22 24

to visualize in Indian skin, but a recent article from
South India has reported peripilar sign in 89.4% of male
patients of AGA and 40% of women with female pattern
hair loss.**“Peripilar sign” corresponds to the perifollicular
presence of inflammatory infiltrate. As AA is a disease
characterized by peribulbar lymphocytic infiltration, the
peripilar sign (annoted by purple arrow in Figure 4 of

original published article)!! is possibly due to this very
same reason! The scalp and the beard hair not only differ
morphologically and chemically, but there also exists
differences in their dermal papilla, specific biomarkers, and
response to androgens.[*% This combined effect may be the
reason for the thinning of hair shaft, and their eventual loss
from the follicles where this sign was observed.!”*

We also bring to the notice of the readers that findings
classically noted in sun-exposed scalp cannot all be
extrapolated to the beard region. Case in point, the area
under the chin which is anatomically spared in photo
distributed dermatitis. This is illustrated in the following
images sourced from the same patient. [Figures 1-3].

Therefore, in view of 1) lack of similar findings around
the follicles at the center of the alopecic patch and 2)
lack of histopathological confirmation, we disagree with
the correspondents that the perifollicular pigmentation is
secondary to prolonged sunlight exposure.

4. We would like to reiterate again that the “hem-like”
dermoscopic morphology described in our study has not
been projected as a feature specific to BAA alone.

5. For the benefit of readers, Table 1 provides the
dermoscopic findings based on activity.

No doubt dermoscope is a handy tool in our day-to-day
practice but the gold standard for diagnosis of AA
remains histopathology. Dermoscopy at best remains
corroborative. Thus, in the absence of large-scale studies
from multiple researchers from different parts of the world
that conclusively attributes each and every dermoscopic
finding to corresponding presence or absence of underlying
histopathological features, it is detrimental to have fixed
ideas.

Medical science is continuously advancing. What is
established as standard practice today, may not necessarily
be so in the future. The basis of understanding of a
disease entity evolves over time only when we constantly
seek to update the existing knowledge database. We
sincerely hope our article stimulates others to take
up large-scale studies on this and add to the existing
literature.

Financial support and sponsorship
Nil.

Conflicts of interest

There are no conflicts of interest.

Delanthimar Joshika Bhandary,
Banavasi Shanmukha Girisha,
Basanna Nagargund Mahadevappa,

Department of Dermo-Cosmetology, Lilavati Hospital and Research
Centre, Mumbai Department of Dermatology, K.S. Hegde Medical
Academy, Mangalore, Karnataka, India

632 Indian Dermatology Online Journal | Volume 12 | Issue 4 | July-August 2021



Letter to the Editor

Address for correspondence:

Dr. Banavasi Shanmukha Girisha

Department of Dermatology, K.S. Hegde Medical Academy, Mangalore,
Karnataka, India.

E-mail: drgirishbs@gmail.com

References

1. Bhandary DJ, Girisha BS, Mahadevappa BN. Clinicodermoscopic
pattern of beard alopecia areata: A cross-sectional study. Indian
Dermatol Online J 2019;10:644-9.

2. Rakowska A, Slowinska M, Olszewska M, Rudnicka L.
Androgenetic alopecia. In: Rudnicka L, Olszewska M,
Rakowska A, editors. Atlas of Trichoscopy. London:
Springer-Verlag; 2012. p. 221-35.

3. Ummiti A, Priya PS, Chandravathi PL, Kumar CS. Correlation
of trichoscopic findings in androgenetic alopecia and the disease
severity. Int J Trichol2019;11:118-22.

4. Elliott K, Messenger AG, Stephenson TJ. Differences in hair
follicle dermal papilla volume are due to extracellular matrix
volume and cell number: Implications for the control of
hair follicle size and androgen responses. J Invest Dermatol
1999;113:873-7.

5. Thornton MJ, Hamada K, Messenger AG, Randall VA.
Androgen-dependent beard dermal papilla cells secrete autocrine
growth factor (s) in response to testosterone unlike scalp cells.
J Invest Dermatol 1998;111:727-32.

6. Rutberg SE, Kolpak ML, Gourley JA, Tan G, Henry JP,
Shander D. Differences in expression of specific biomarkers
distinguish human beard from scalp dermal papilla cells. J Invest
Dermatol 2006;126:2583-95.

7.  Yazdabadi A, Whiting D, Rufaut NW, Sinclair R. Miniaturized
hairs maintain contact with the arrector pili muscle in alopecia
areata but not in androgenetic alopecia: A model for reversible
miniaturization and potential for hair regrowth. Int J Trichol
2012;4:154-7.

8. Whiting DA. Histopathologic features of alopecia areata: A new
look. Arch Dermatol 2003;139:1555-1559.

This is an open access journal, and articles are distributed under the terms of the
Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows
others to remix, tweak, and build upon the work non-commercially, as long as
appropriate credit is given and the new creations are licensed under the identical terms.

Access this article online

Quick Response Code

Website:
www.idoj.in

DOI:
10.4103/idoj].IDOJ_106_20

How to cite this article: Bhandary DJ. Girisha BS, Mahadevappa BN.
Clinicodermoscopic pattern of beard alopecia areata: A cross-sectional
study. Indian Dermatol Online J 2021;12:631-3.

Received: 24-Feb-2020. Revised: 01-Nov-2020.
Accepted: 19-Mar-2021. Published: 14-Jul-2021.

© 2021 Indian Dermatology Online Journal | Published by Wolters Kluwer - Medknow

Indian Dermatology Online Journal | Volume 12 | Issue 4 | July-August 2021 633



