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Ten clinical clues for the diagnosis of  frontal 
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Frontal fibrosing alopecia was described by Kossard as 
a progressive scarring alopecia along the frontotemporal 
hairline.1 It was initially thought to occur with postmenopausal 
women,1‑3 however, the description of its occurrence in 
premenopausal women has been on the rise.4 Its incidence 
in male patients has rarely been described.5‑8 Although it is 
considered a variant of lichen planopilaris due to the similarity 
of the prominent histopathological findings, the pathogenesis 
of frontal fibrosing alopecia is not completely elucidated 
yet.1,5‑7,9‑11 It is believed that an autoimmune reaction against 
the pilosebaceous unit, as well as hormonal factors, may be 
involved in the etiopathogenesis of the disease.12 However, 
reports of familial cases suggest a genetic susceptibility with 
probable environmental triggers.5,6,13,14

The association of frontal fibrosing alopecia with androgenetic 
alopecia and autoimmune diseases such as hypothyroidism, 
vitiligo, Sjögren’s syndrome and chronic cutaneous lupus 
erythematosus has been reported in global literature.3,5,15,16 A 
relationship between frontal fibrosing alopecia and the use of 
facial cosmetics was recently postulated.17 Facelifts and hair 
transplantion also, reportedly, trigger the disease.18,19

Clinically, frontal fibrosing alopecia affects the 
frontotemporal hairline, making its differentiation from 
male androgenetic alopecia and marginal alopecia areata in 

that location, difficult. Frontal fibrosing alopecia can also 
generate areas of alopecia in the auricular margins and, less 
frequently, may affect the occipital region.2,3,5,7,10

Patients may present loss of eyebrows in 50–80% of 
cases, involvement of eyelashes in 15% and can present 
with progressive and generalized disappearance of body 
hair.2,3,5,11,20,21 Typically, loss of eyebrows and body hairs 
does not exhibit the classical inflammatory signs of 
erythema and perifollicular scaling.

Most patients are asymptomatic, although pruritus, pain 
and burning can be observed at affected sites.5 As a primary 
cicatricial alopecia with a potential for irreversible damage 
to affected scalp areas, biopsy and histopathological 
confirmation is essential. Trichoscopy  (dermoscopy of the 
scalp) and its findings increase diagnostic accuracy, and are 
useful in determining the best site for scalp biopsy, proving 
to be a valuable tool to assess disease activity, on follow‑up 
consultations. The characteristic findings in trichoscopy of 
frontal fibrosing alopecia are erythema with perifollicular 
scaling in the peripheral part of the alopecic area, absence 
of vellus hairs and reduction of the number of follicular 
ostia. In addition, the presence of branched capillaries, 
honeycomb pattern of pigmentation and white dots have been 
described.6,7,22,23

Due to its insidious course, in some cases the late recognition 
of the disease and consequent delay in the institution of 
treatment could affect the evolution and prognosis of cases.24

The purpose of this study is to describe and illustrate 10 
clinical clues that can facilitate the identification of frontal 
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