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Scarring alopecia

Frontal fibrosing alopecia (FFA) is a scarring alopecia first described in 1994. Due to its increasing incidence rate
in dermatology clinics, and the scarcity of approved specific treatments, the diagnosis and treatment of FFA can
be an increasingly common challenge for dermatologists in their routine daily practice.

This FFA management consensus was produced via a Delphi methodology involving 22 dermatologists from
the Spanish working group on trichology and onychology of the AEDV.

Because hair loss is irreversible, multimodal therapy with complementary mechanisms and routes should

be used starting with oral dutasteride along with topical and/or intralesional agents; if inflammation persists,
hydroxychloroquine should be added to the mix.

Introduction

Frontal fibrosing alopecia (FFA) is a scarring alopecia that causes
irreversible hair loss following a phase of variable inflammatory activ-
ity.! Since the publication of the first case in 1994,> the incidence
rate of FFA has been steadily increasing in dermatology consultations.>
However, despite its growing incidence, the definitive causes of FFA
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remain unclear, although evidence suggests a genetic basis influenced
by endocrine and environmental factors that trigger disease expres-
sion.*7 From an epidemiological standpoint, FFA primarily affects
postmenopausal women, although cases have also been reported in pre-
menopausal women and, rarely, in men.®°

Diagnosis of FFA is usually clinical, based on physical examina-
tion and trichoscopy, while biopsy is reserved for cases with diagnostic
uncertainty.'® Several clinical patterns have been described: type 1
(linear pattern), type 2 (diffuse pattern)—associated with a poorer
prognosis—and type 3 (double-line pattern); less common variants,
such as the “tiara” pattern, have also been reported.!'! Therapeu-
tic management relies on 2 main pillars: topical and intralesional
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Table 1
Recommendations for screening the most frequent comorbidities associated with
FFA (LE 5; GR D).

Actas Dermo-Sifiliogrdficas xxx (xxxx) 104486

Table 2
Recommendations for the treatment of eyebrow involvement in patients with
FFA.

For all patients:
« Request thyrotropin (TSH) levels.
« If there are any changes to thyrotropin levels, expand the study by
testing for antithyroid antibodies.

For patients with a personal or family history of autoimmune diseases:
« Request ANA levels and antithyroid antibodies.

For patients with a personal history of contact dermatitis, signs of lichen
planus pigmentosus, or facial eczema:
« Consider performing a patch test for allergic contact dermatitis.

FFA, frontal fibrosing alopecia; ANA, antinuclear antibodies; LE, level of evi-
dence; GR, grade of recommendation.

anti-inflammatory agents, and oral 5-alpha-reductase inhibitors.!*13

Additional treatments may include oral anti-inflammatory drugs such
as hydroxychloroquine,'* or injectable therapies such as platelet-rich
plasma (PRP).!> However, the absence of approved targeted therapies
and the scarcity of randomized clinical trials remain major challenges
for FFA management in dermatology practice.

Given the increasing number of new FFA diagnoses in our setting,
the aim of this document is to provide an updated guideline on the dia-
gnostic and therapeutic management of FFA, based on expert consensus
and the available scientific evidence.

Methods

This consensus was developed by members of the Spanish Group of
Trichology and Onychology (GETO-AEDV) of the Spanish Academy of
Dermatology and Venereology (AEDV) using a modified Delphi method.
A scientific committee composed of eight GETO-AEDV members—each
with over 5 years of experience in trichology—was formed. The project
was presented to the GETO-AEDV assembly, and volunteers with prior
scientific publications on FFA were invited to join the committee.
A qualitative literature review was, then, conducted, including arti-
cles published in Spanish and/or English since 2014. Afterwards, a
structured questionnaire was designed with 4 thematic blocks: general
aspects, diagnosis, treatment, and special situations. All GETO-AEDV
members were invited to participate as panelists. The questionnaire
included 106 statements and was distributed online to 22 Spanish
dermatologists, all GETO-AEDV members with extensive experience
managing FFA. The study was conducted in full compliance with the
principles outlined in the Declaration of Helsinki.

Two voting rounds were conducted in January and February 2025,
where panelists rated each statement using a 9-point Likert scale
(1 = strongly disagree, 9 = strongly agree). Responses were grouped as
disagreement (1-3), neutral (4-6), and agreement (7-9). A statement
was considered to have reached consensus if (1) the median score was
within 1-3 or 7-9; (2) fewer than one-third of votes fell outside that
range; (3) the interquartile range (IQR) was <3.

After the first round, the committee reviewed non-consensual items
and revised wording where necessary. A second round of voting fol-
lowed. At the end, the committee drafted the final consensus document,
assigning each recommendation a Level of Evidence (LE) and Grade of
Recommendation (GR) according to the Oxford Centre for Evidence-
Based Medicine.'®

Results

In the first round, a total of 95 items achieved consensus. After
rewording 2 items, the second round yielded 8 additional consensual
recommendations, totaling 103 of 106 statements (97%) (Supplemen-
tary data, Tables 1-4 ).

« A topical calcineurin inhibitor (tacrolimus or pimecrolimus) is
recommended as first-line therapy for eyebrow involvement (LE 4; GR
Q).

« A short initial course of topical corticosteroids may be prescribed,
adjusting the dosage as needed to discontinue treatment based on the
patient’s progress (LE 4; GR C).

« Oral minoxidil should be considered in cases of eyebrow involvement
(LE 4; GR Q).

« Intralesional corticosteroid injections should be considered (LE 4; GR
Q).

« Topical minoxidil 5% and/or prostaglandin analogs may be
prescribed to enhance eyebrow hair growth and prevent progressive
loss (LE 4; GR C).

FFA, frontal fibrosing alopecia; LE, level of evidence; GR, grade of recommen-
dation.

Table 3
Recommendations for injectable treatment of FFA.

Intralesional corticosteroid injections
« Intralesional corticosteroid injections should be added to topical
therapy in patients with moderate or severe inflammation (LE 4; GR
Q).
» Triamcinolone acetonide is recommended due to its greater
efficacy vs other intralesional corticosteroids, with a similar safety
profile (LE 4; GR C).
o Inject <0.1 mL per injection at the dermal level (about 2 mm deep)
at inflammatory foci (LE 5; GR D).
« Local corticosteroid injections should be administered every 2-3
months within the first year (LE 5; GR D).
« Thereafter, they may be spaced every 6 months until inflammatory
activity is controlled, while monitoring for atrophy (LE 5; GR D).

PRP injections
« Local PRP injections may have anti-inflammatory effects in FFA
and may improve or prevent corticosteroid-induced and
disease-related atrophy (LE 4; GR C).
« PRP and corticosteroid injections can be administered in the same
session (LE 5; GR D).
« PRP may be injected into the dermis, or both the dermis and
subcutaneous tissue (LE 5; GR D).
« If PRP therapy is prescribed, sessions should be scheduled every 3
months (LE 5; GR D).

FFA, frontal fibrosing alopecia; PRP, platelet-rich plasma; LE, level of evidence;
GR, grade of recommendation.

Table 4
Criteria for hair transplantation in FFA (LE 5; GR D).

The ideal candidate for hair transplantation in a patient with FFA should
meet the following criteria:
« Realistic expectations regarding treatment outcomes.
« Awareness of the high risk of transplanted follicle loss in the
medium to long term.
« FFA stability for at least 12 months.
« Absence of inflammatory signs on trichoscopy.
« Small transplant areas (<1500 follicular units).

FFA, frontal fibrosing alopecia; LE, level of evidence; GR, grade of recommen-
dation.

Recommendations on the diagnosis of FFA

Based on current evidence, panelists agreed that certain drugs—such
as hormone replacement therapy, raloxifene, and oral contraceptives—
are associated with a higher risk of developing FFA in genetically
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predisposed individuals. In addition, endocrine disruptors present in
some cosmetic and sunscreen products may contribute to disease onset
in these patients.

Panelists agreed that FFA diagnosis should rely on clinical and tri-
choscopic criteria. Trichoscopy is highly valuable, not only for initial
diagnosis—recommended at the first consultation—but also for mon-
itoring treatment response. Biopsy should be reserved for diagnostic
uncertainty, such as atypical or early-stage presentations.

Given the possible association of FFA with other dermatologic and
autoimmune diseases, recommendations for screening comorbidities are
shown in Table 1.

Finally, the panel emphasized the importance of effective commu-
nication with patients regarding disease prognosis, to establish realistic
expectations about treatment outcomes.

Recommendations on the therapeutic management of FFA

Regarding the therapeutic management of FFA, the panelists reached
a consensus that, given the irreversible nature of hair loss in this condi-
tion, a combined treatment regimen should be used, employing drugs
with different mechanisms of action and routes of administration to
increase the likelihood of therapeutic success. After diagnosis, follow-up
visits should be scheduled every 3-4 months until inflammatory activ-
ity is controlled. Once inflammation has been stabilized, patients should
be seen every 6 months to monitor for new inflammatory flare-ups,
although this frequency should be individualized based on the patient’s
condition, clinical findings, and associated symptoms. This follow-up
scheme, along with specific recommendations for FFA monitoring at
each visit, is shown in Fig. 1 and Supplementary Fig. 1 (Supplementary
data).

Optimal medical therapy should be tailored according to the progres-
sion of alopecia and the degree of inflammation, always in agreement
with the patient and considering their preferences to improve treatment
adherence. Therapy should be maintained at least until stabilization of
alopecia and resolution of inflammatory signs. The recommendations
for considering discontinuation of medical treatment are presented in
Supplementary Table 5 (Supplementary data).

Topical treatment

The panelists agreed that the first-line therapy for FFA is topical
treatment with a very high-potency corticosteroid along with a cal-
cineurin inhibitor to reduce the risk of skin atrophy associated with
chronic topical corticosteroid use. The algorithm for topical treatment
along the frontal hairline is summarized in Fig. 2.

Regarding the treatment of eyebrow involvement, the panelists’ rec-
ommendations are summarized in Table 2.

Injected treatment

Intralesional corticosteroid injections should be added to topical
therapy in patients presenting with a moderate or severe degree of
inflammation. While triamcinolone acetonide was recommended for
its greater efficacy vs other intralesional corticosteroid options, there
was no consensus on the maximum concentration of this drug. How-
ever, concentrations equal to or greater than 8 mg/mL were discouraged
for the treatment of both the frontal hairline and the eyebrows.
Regarding other injectable treatments, local injections of platelet-rich
plasma (PRP) may have an anti-inflammatory effect, improving or pre-
venting both corticosteroid-induced atrophy and the disease-related
atrophy per se. PRP injections may be administered in the same ses-
sion as intralesional corticosteroid therapy. The recommendations for
injectable treatment of FFA are shown in Table 3.

Actas Dermo-Sifiliogrdficas xxx (xxxx) 104486
Oral treatment

Oral 5-alpha-reductase inhibitors should be prescribed as first-line
systemic therapy in combination with topical and/or intralesional
agents, unless contraindicated or declined by the patient. Dutasteride
0.5mg/day was recommended for its greater potency vs finasteride,
with a similar safety profile.

Regarding oral anti-inflammatory therapy, hydroxychloroquine at
an initial dose of 4.5mg/kg/day is considered the treatment of choice
in patients with FFA who show persistent inflammatory activity despite
first-line topical and intralesional therapy, or in those presenting with
poor prognostic factors at diagnosis. In exceptional cases, when hydrox-
ychloroquine treatment fails, the addition of other anti-inflammatory
agents such as cyclosporine, mycophenolate mofetil, or methotrexate
may be considered. Similarly, in patients with rapidly progressive FFA,
the panelists agreed on the possibility of prescribing a short course of
oral corticosteroids.

Regarding other oral therapies, oral minoxidil may be used as an
adjuvant treatment for FFA, and low-dose isotretinoin (20-35 mg/week)
may be prescribed in the presence of facial papules.

Reconstructive treatments

Concerning hair transplantation, the panelists agreed that this is not
a first-line technique for all FFA patients, due to the high risk of trans-
planted follicle loss in the mid-to-long term. Therefore, they emphasized
the importance of careful patient selection, as well as clear communi-
cation regarding long-term outcomes and ensuring that patients have
realistic expectations. The criteria for an ideal candidate for hair trans-
plantation as a reconstructive option in FFA are listed in Table 4.

It was also agreed that microblading may be a good esthetic option
for patients with partial eyebrow alopecia, as it carries fewer side effects
than micropigmentation and provides a more natural result. To per-
form microblading, the patient should be under treatment and free of
inflammatory signs. Patients should be informed that results may last a
shorter time than in the general population (approximately 6 months vs
1 year) and that color changes (from brown to gray) may occur. Microb-
lading, micropigmentation, and traditional micropigmentation are all
compatible with other FFA treatments.

Other treatments and recommendations

Consensus recommendations regarding other treatments, including
low-level laser therapy (LLLT) and excimer laser, are summarized in
Table 5 .

Special situations

Consensus recommendations for the treatment of FFA in special sit-
uations are summarized in Table 6 .

Discussion

This consensus document provides practical recommendations for
the diagnosis and therapeutic management of FFA in routine clini-
cal practice, based on both available scientific evidence and expert
opinion. Although FFA diagnosis can generally be made easily using
clinical and trichoscopic criteria, there may be diagnostic uncertainty in
certain cases—such as atypical presentations or male patients—where
the involvement of a dermatopathologist specialized in trichology is
essential.'”'® While endocrine disruptors have been involved in the
pathogenesis of FFA, controversy surrounds the use of cosmetic prod-
ucts containing such agents in patients with FFA.*19-2! Based on the
available evidence, the panel recommended avoiding products contain-
ing these substances, such as organic soluble filters (in sunscreens) or
benzyl salicylate (in other cosmetics).
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Diagnosis of FFA

Follow-up every
3 months until
inflammation is controlled.

Once inflammation is
controlled, follow-up every
6 months (individualize
according to each case)

At each visit, it is recommended
to perform a detailed evaluation
consisting of:

* Taking photographs.
* Measuring the scarring band.

* Performing trichoscopy to assess
the degree and intensity of
inflammation.

* Assessing and recording the
intensity of symptoms according
to the International Frontal
Fibrosing Alopecia Cooperative
Group (IFFACG) guide.

FFA: Frontal fibrosing alopecia

Fig. 1. Follow-up schedule for patients diagnosed with FFA.

Diagnosis of FFA

lotion or foam 2-3 times per
week
+
tacrolimus/pimecrolimus

Clobetasol propionate 0.05% |

on alternate days. |

Consider adding ammonium lactate
12%, topical hyaluronic acid, or vitamin
| E to reduce the risk of atrophy.

Consider new commercial topical
formulations or a custom compounded
solution to improve treatment
adherence.

Consider adding topical
JAK inhibitors
(delgocitinib, tofacitinib,
ruxolitinib) or topical
minoxidil.

Once inflammatory activity is

controlled, attempt to reduce

the frequency of treatment to
once weekly

FFA: Frontal fibrosing alopecia.

Prioritize reducing the frequency of
clobetasol propionate application, aiming
for discontinuation if possible

Fig. 2. Algorithm for the topical treatment of FFA.

Because of the rising incidence rate of FFA in dermatology practice,
it is likely that most dermatologists will eventually face the thera-
peutic challenge of managing this condition.® The lack of approved
targeted therapies and the limited scientific evidence supporting cur-
rent treatments were identified as major obstacles in this consensus.??
However, other aspects of management can also generate uncertainty—
for example, determining the optimal timing for treatment withdrawal.
Considering the risk of symptom recurrence,? the experts agreed
on criteria to guide treatment discontinuation, while leaving open
the possibility of indefinite chronic therapy, provided it is discussed

and agreed upon with the patient. As it happens with other tricho-
logic diseases, the panel emphasized the importance of clear patient
communication and accurate information sharing regarding disease
prognosis, to foster realistic expectations about potential treatment
outcomes.?*25

Regarding optimal medical therapy, and given the irreversible nature
of hair loss in FFA, the consensus advocates for a combined thera-
peutic approach from diagnosis, including systemic therapy from the
outset in patients with poor prognostic factors.!>13.23.26.27 Ag first-line
therapy, unless contraindicated or declined, the combination of high-
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Table 5
Recommendations for other treatments in the management of FFA.
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Low-level laser therapy (LLLT):

o LLLT may be useful as an adjuvant therapy to improve hair follicle thickness and growth and to reduce inflammatory signs (hyperkeratosis and

perifollicular erythema) (LE 4; GR C).

« As an adjuvant treatment, LLLT should be used 3-7 times per week for 6 months, then 1-2 times per week thereafter (LE 5; GR D).
» Home-use devices are recommended for easier long-term application (LE 5; GR D).

Excimer laser therapy:

« Excimer laser may be considered as an adjuvant treatment in FFA due to its anti-inflammatory and immunomodulatory activity (LE 5; GR D).
« If prescribed, excimer laser should be applied in-clinic 2 to 3 times per week for an initial period of 3 months (LE 5; GR D).

« Treatment may be extended beyond 3 months if necessary (LE 5; GR D).

Cosmetic products:

« There is no evidence to support the use of current nutricosmetics for improving FFA (LE 5; GR D).
« Patients with FFA should avoid cosmetic products containing endocrine disruptors such as benzyl salicylate (LE 4; GR C).
« Sunscreens containing insoluble inorganic (mineral) filters are recommended, while those with soluble organic filters should be avoided (LE 4; GR C).

FFA, frontal fibrosing alopecia; LLLT, low-level laser therapy; LE, level of evidence; GR, grade of recommendation.

Table 6
Recommendations for the treatment of FFA in special situations (LE 5; GR D).

Recommendations for treating FFA in men:

« Involvement of the beard and sideburns, body hair loss, association with lichen planus, or the presence of facial papules should raise suspicion of

FFA in men.

» Treatment of FFA in the beard area should include a topical calcineurin inhibitor, limiting topical corticosteroids due to the risk of skin atrophy.
« Local corticosteroid injections may be used in the beard area with caution and on a case-by-case basis.

Recommendations for treating FFA in premenopausal women:

« In premenopausal women, reproductive plans and potential pregnancy should be carefully considered when selecting therapy.
« In premenopausal women desiring pregnancy, hydroxychloroquine may be prescribed as first-line systemic therapy along with topical clobetasol

and a calcineurin inhibitor.

» Pregnancy should be avoided during dutasteride therapy and for 6 months after discontinuation.
» Pregnancy should be avoided during isotretinoin therapy and for 1 month after discontinuation.
« During pregnancy, if needed and after individual assessment of risks and benefits, topical clobetasol, local triamcinolone injections, and

platelet-rich plasma may be continued.

« Topical calcineurin inhibitors and oral minoxidil may be initiated and maintained during breastfeeding.

FFA, frontal fibrosing alopecia; LE, level of evidence; GR, grade of recommendation.

potency topical corticosteroids with a calcineurin inhibitor and oral
dutasteride was recommended.?®-%° Intralesional corticosteroid injec-
tions may be added in cases with moderate or severe inflammatory
activity. Among other oral agents, hydroxychloroquine was positioned
as the anti-inflammatory drug of choice in patients with severe inflam-
matory activity or poor prognostic indicators at diagnosis. In these
cases, ophthalmologic monitoring is important due to the potential risk
of retinopathy.? While there is some evidence supporting the use of
topical JAK inhibitors as adjuvant therapy, no clinical trials have yet
evaluated the safety and efficacy profile of oral JAK inhibitors for FFA
treatment.>!-32 However, it is possible that these agents may become
part of the therapeutic arsenal in the future.>?

This study has several limitations, including the lack of random-
ized clinical trials evaluating FFA treatments, which reduces the level
of evidence and strength of recommendations for most of the state-
ments included in this consensus. Furthermore, the selection criteria
used to include panelists—restricted to GETO-AEDV members—could
have introduced a selection bias.

Conclusions

Given the increasing incidence rate of FFA in dermatology prac-
tice and the scarcity of approved specific treatments, managing this
condition is likely to become an increasingly common challenge for
dermatologists. This national consensus document aims to serve as a
guideline for the diagnosis and management of FFA in routine clinical
practice.
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Appendix B. Supplementary data

Supplementary data associated with this article can be found, in the

online version, at doi:10.1016/j.ad.2025.104486.

References

10.

11.

12.

13.

14.

. Kam O, Na S,

. Kerkemeyer KLS, Eisman S, Bhoyrul B, Pinczewski J, Sinclair RD. Frontal fibrosing

alopecia. Clin Dermatol. 2021;39:183-193.

. Kossard S. Postmenopausal frontal fibrosing alopecia: scarring alopecia in a pattern

distribution. Arch Dermatol. 1994;130:770-774. Available from: https://jamanet-
work.com/journals/jamadermatology/fullarticle/555809 [cited 16.3.25].

. Mirmirani P, Tosti A, Goldberg L, Whiting D, Sotoodian B. Frontal fibrosing alope-

cia: an emerging epidemic. Skin Appendage Disord. 2019;5:90-93. Available from:
https://doi.org/10.1159/000489793 [cited 4.9.24].

. Moreno-Arrones OM, Saceda-Corralo D, Rodrigues-Barata AR, et al. Risk factors asso-

ciated with frontal fibrosing alopecia: a multicentre case—control study. Clin Exp
Dermatol. 2019;44:404-410. Available from: https://doi.org/10.1111/ced.13785
[cited 4.9.24].

. Rayinda T, McSweeney SM, Christou E, et al. Gene-environment interaction between

CYP1B1 and oral contraception on frontal fibrosing alopecia. JAMA Dermatol.
2024;160:732-735. Available from: https://pubmed.ncbi.nlm.nih.gov/38809548/
[cited 25.10.24].

Guo W, Tejeda CI, Kaufmann T. Frontal fibrosing
alopecia and personal care product use: a systematic review and meta-
analysis. ~Arch Dermatol Res. 2023;315:2313-2331. Available from:
https://pubmed.ncbi.nlm.nih.gov/37014396/ [cited 3.9.24].

. Aldoori N, Dobson K, Holden CR, McDonagh AJ, Harries M, Messenger AG. Frontal

fibrosing alopecia: possible association with leave-on facial skin care products and
sunscreens; a questionnaire study. Br J Dermatol. 2016;175:762-767. Available from:
https://pubmed.ncbi.nlm.nih.gov/26987767/ [cited 3.9.24].

. Ormaechea-Pérez N, Lopez-Pestaiia A, Zubizarreta-Salvador J, Jaka-Moreno A,

Panés-Rodriguez A, Tuneu-Valls A. Frontal fibrosing alopecia in men: presentations
in 12 cases and a review of the literature. Actas Dermo-Sifiliogrdficas (English Edition).
2016;107:836-844.

. Imhof RL, Chaudhry HM, Larkin SC, Torgerson RR, Tolkachjov SN. Frontal fibrosing

alopecia in women: the mayo clinic experience with 148 patients, 1992-2016. Mayo
Clin Proc. 2018;93:1581-1588.

Porrifio-Bustamante ML, Pinedo-Moraleda FJ, Ferndndez-Flores A, Montero-Vilchez
T, Fernindez-Pugnaire MA, Arias-Santiago S. Frontal fibrosing alopecia: a
histopathological comparison of the frontal hairline with normal-appearing scalp.
J Clin Med. 2022;11. Available from: https://pubmed.ncbi.nlm.nih.gov/35887885/
[cited 25.10.24].

Rocha VB, Machado CJ, Contin LA. Uncommon subtypes of frontal fibrosing alope-
cia: retrospective analysis of clinical characteristics and prognosis. An Bras Dermatol.
2022;97:260-262. Available from: https://pubmed.ncbi.nlm.nih.gov/34895787/
[cited 25.10.24].

Ho A, Shapiro J. Medical therapy for frontal fibrosing alopecia: a review and clinical
approach. J Am Acad Dermatol. 2019;81:568-580.

Dina Y, Aguh C. Algorithmic approach to the treatment of frontal fibrosing alope-
cia: a systematic review. J Am Acad Dermatol. 2021;85:508-510. Available from:
http://www.jaad.org/article/S0190962218328135/fulltext [cited 5.9.24].

Saber M, Farokhshahi M, Fatemi Naeini F, Mohaghegh F, Asilian A. Clinical effective-
ness of finasteride versus hydroxychloroquine in the treatment of frontal fibrosing
alopecia: a randomized controlled trial. J Cosmet Dermatol. 2024;23:576-584. Avail-

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

20.

30.

31.

32,

33.

Actas Dermo-Sifiliogrdficas xxx (xxxx) 104486

able from: https://onlinelibrary.wiley.com/doi/full/10.1111/jocd.15993 [cited
16.3.25].

Garcia A, Navarro MR, Ramirez A, et al. Plasma rich in growth factors as an
adjuvant treatment for the management of frontal fibrosing alopecia: a retrospec-
tive observational clinical study. J Cutan Med Surg. 2023;27:340-349. Available
from: https://journals.sagepub.com/doi/abs/10.1177/12034754231177599 [cited
16.3.25].

Oxford Centre for Evidence-Based Medicine: Levels of Evidence (March 2009)
— Centre for Evidence-Based Medicine (CEBM), University of Oxford [Internet].
Available from: https://www.cebm.ox.ac.uk/resources/levels-of-evidence/oxford-
centre-for-evidence-based-medicine-levels-of-evidence-march-2009 [cited 29.7.23].
Poblet E, Jiménez F, Pascual A, Piqué E. Frontal fibrosing alopecia versus lichen
planopilaris: a clinicopathological study. Int J Dermatol. 2006;45:375-380. Available
from: https://onlinelibrary.wiley.com/doi/full/10.1111/j.1365-4632.2006.02507.x
[cited 16.3.25].

Ma SA, Imadojemu S, Beer K, Seykora JT. Inflammatory features of frontal fibrosing
alopecia. J Cutan Pathol. 2017;44:672-676. Available from: https://onlineli-
brary.wiley.com/doi/full/10.1111/cup.12955 [cited 16.3.25].

Robinson G, McMichael A, Wang SQ, Lim HW. Sunscreen and frontal fibrosing alope-
cia: a review. J Am Acad Dermatol. 2020;82:723-728.

Noakes R. Frontal fibrosing alopecia. An example of disrupted aryl hydro-
carbon receptor-mediated immunological homeostasis in the skin? Clin Cos-
met Investig Dermatol. 2020;13:479-484. Available from: https://www.tandfon-
line.com/action/journallnformation?journalCode = dcci20 [cited 16.3.25].
Leecharoen W, Thanomkitti K, Thuangtong R, et al. Use of facial care
products and frontal fibrosing alopecia: coincidence or true association?
J Dermatol. 2021;48:1557-1563. Available from: https://onlineli-
brary.wiley.com/doi/full/10.1111/1346-8138.16063 [cited 16.3.25].

Messenger AG, Asfour L, Harries M. Frontal fibrosing alopecia: an update. Am
J Clin Dermatol. 2024;26:155-174. Available from: https://link.springer.com/arti-
cle/10.1007/540257-024-00912-w [cited 16.3.25].

Gamret AC, Potluri S, Krishnamurthy K, Fertig RM, Sumanth Potluri V. Frontal
fibrosing alopecia: efficacy of treatment modalities. Int J Womens Health.
2019;11:273-285. Available from: https://www.tandfonline.com/action/journalln-
formation?journalCode = djwh20 [cited 5.9.24].

D S, C P, OM M. Health-related quality of life in patients with frontal fibrosing
alopecia. JAMA Dermatol. 154:479-80.

Cook MK, Perche PO, White JC, Feldman SR, Strowd LC. Psychosocial bur-
den of frontal fibrosing alopecia: a qualitative interview study. Br J Dermatol.
2022;187:1013-1015. Available from: https://doi.org/10.1111/bjd.21786 [cited
16.3.25].

Beyzaee AM, Goldust M, Patil A, Ghoreishi B, Ghahremanloo T, Rokni GR. Treatment
of frontal fibrosing alopecia. Dermatol Ther. 2023;2023:3856674. Available from:
https://onlinelibrary.wiley.com/doi/full/10.1155/2023/3856674 [cited 16.3.25].
Récz E, Gho C, Moorman PW, Noordhoek Hegt V, Neumann HAM. Treatment of
frontal fibrosing alopecia and lichen planopilaris: a systematic review. J Eur Acad
Dermatol Venereol. 2013;27:1461-1470.

Seo HM, Oh SU, Kim S, Park JH, Kim JS. Dutasteride in the treatment
of frontal fibrosing alopecia: systematic review and meta-analysis. J Eur
Acad Dermatol Venereol. 2024;38:1514-1521. Available from: https://onlineli-
brary.wiley.com/doi/full/10.1111/jdv.19802 [cited 16.3.25].

Heymann WR. Confronting frontal fibrosing alopecia. J Am Acad Derma-
tol. 2021;85:319-320. Available from: https://www.jaad.org/action/showFull-
Text?pii=S5019096222100997X [cited 16.3.25].

Yusuf IH, Charbel Issa P, Ahn SJ. Hydroxychloroquine-induced retinal toxicity. Front
Pharmacol. 2023;14:1196783.

Williams KN, Perez SM, Burroway B, Tosti A. Topical ruxolitinib in the management
of frontal fibrosing alopecia and/or lichen planopilaris: a single-center retrospective
cohort study. J Am Acad Dermatol. 2025;92:170-172.

Martin A, Sharma D, Su M, Kreytak C, Senna MM. A review of Janus kinase inhibitor
use in scarring alopecia. JAAD Rev. 2025;3:190-195. Available from: https://link-
inghub.elsevier.com/retrieve/pii/S2950198925000078 [cited 16.3.25].

Dunn C, Griffith V, Coican A, et al. Janus kinase inhibition for the treatment of
refractory frontal fibrosing alopecia: a case series and review of the literature. JAAD
Case Rep. 2023;40:47-52.

331
332
333
334
335
336
337
338
339
340
341
342
343
344
345
346
347
348
349
350
351
352
353
354
355
356
357
358
359
360
361
362
363
364
365

Q366
367
368
369
370
371
372
373
374
375
376
377
378
379
380
381
382
383
384
385
386
387
388
389
390
301
392
393
394
395


http://dx.doi.org/10.1016/j.ad.2025.104486
https://jamanetwork.com/journals/jamadermatology/fullarticle/555809
https://jamanetwork.com/journals/jamadermatology/fullarticle/555809
https://jamanetwork.com/journals/jamadermatology/fullarticle/555809
https://doi.org/10.1159/000489793
https://doi.org/10.1111/ced.13785
https://pubmed.ncbi.nlm.nih.gov/38809548/
https://pubmed.ncbi.nlm.nih.gov/37014396/
https://pubmed.ncbi.nlm.nih.gov/26987767/
https://pubmed.ncbi.nlm.nih.gov/35887885/
https://pubmed.ncbi.nlm.nih.gov/34895787/
http://www.jaad.org/article/S0190962218328135/fulltext
https://onlinelibrary.wiley.com/doi/full/10.1111/jocd.15993
https://journals.sagepub.com/doi/abs/10.1177/12034754231177599
https://www.cebm.ox.ac.uk/resources/levels-of-evidence/oxford-centre-for-evidence-based-medicine-levels-of-evidence-march-2009
https://www.cebm.ox.ac.uk/resources/levels-of-evidence/oxford-centre-for-evidence-based-medicine-levels-of-evidence-march-2009
https://www.cebm.ox.ac.uk/resources/levels-of-evidence/oxford-centre-for-evidence-based-medicine-levels-of-evidence-march-2009
https://onlinelibrary.wiley.com/doi/full/10.1111/j.1365-4632.2006.02507.x
https://onlinelibrary.wiley.com/doi/full/10.1111/cup.12955
https://onlinelibrary.wiley.com/doi/full/10.1111/cup.12955
https://onlinelibrary.wiley.com/doi/full/10.1111/cup.12955
https://www.tandfonline.com/action/journalInformation?journalCode=dcci20
https://www.tandfonline.com/action/journalInformation?journalCode=dcci20
https://www.tandfonline.com/action/journalInformation?journalCode=dcci20
https://onlinelibrary.wiley.com/doi/full/10.1111/1346-8138.16063
https://onlinelibrary.wiley.com/doi/full/10.1111/1346-8138.16063
https://onlinelibrary.wiley.com/doi/full/10.1111/1346-8138.16063
https://link.springer.com/article/10.1007/s40257-024-00912-w
https://link.springer.com/article/10.1007/s40257-024-00912-w
https://link.springer.com/article/10.1007/s40257-024-00912-w
https://www.tandfonline.com/action/journalInformation?journalCode=djwh20
https://www.tandfonline.com/action/journalInformation?journalCode=djwh20
https://www.tandfonline.com/action/journalInformation?journalCode=djwh20
https://doi.org/10.1111/bjd.21786
https://onlinelibrary.wiley.com/doi/full/10.1155/2023/3856674
https://onlinelibrary.wiley.com/doi/full/10.1111/jdv.19802
https://onlinelibrary.wiley.com/doi/full/10.1111/jdv.19802
https://onlinelibrary.wiley.com/doi/full/10.1111/jdv.19802
https://www.jaad.org/action/showFullText?pii=S019096222100997X
https://www.jaad.org/action/showFullText?pii=S019096222100997X
https://www.jaad.org/action/showFullText?pii=S019096222100997X
https://linkinghub.elsevier.com/retrieve/pii/S2950198925000078
https://linkinghub.elsevier.com/retrieve/pii/S2950198925000078
https://linkinghub.elsevier.com/retrieve/pii/S2950198925000078

	Consensus Document on the Clinical Management of Frontal Fibrosing Alopecia: Recommendations From Spanish Working Group on Trichology and Onychology of the AEDV
	Introduction
	Methods
	Results
	Recommendations on the diagnosis of FFA
	Recommendations on the therapeutic management of FFA
	Topical treatment
	Injected treatment
	Oral treatment
	Reconstructive treatments
	Other treatments and recommendations
	Special situations

	Discussion
	Conclusions
	Conflicts of interest
	Appendix 1. Members of the Spanish Working group on trichology and onychology
	Appendix B. Supplementary data


