Extensive subtypes of alopecia areata (AA) (totalis, universalis or multifocal) still have no approved and effective treatments in Europe, although Janus

Table 1: demographic, clinical data and main features and outcomes of

the treatment with dexamethasone

4 )
kinase inhibitors are promising treatments that have been recently approved by the FDA. Nowadays, the higher costs and the lower experience with N =45
Janus kinase inhibitors, provide more difficulties in its accessibility. In 2016, a new regimen of mini pulse corticosteroid therapy with oral dexamethasone Age, mean (SD) 42,8 (12,9)
(MPCT-0OD) 0.1mg/kg/day twice per week for adult patients with AA totalis or universalis, was reported to be effective with a lower rate of adverse < 35 years 13 (28,9%)

ffects 35 - 50 years 17 (37,8%)
€ . > 50 years 15 (33,3%)
Sex
Male 15 (33,3%)
Female 30 (66,7%)
Race
Caucasian 42 (93,3%)
We performed a retrospective and multicentric study to collect data from patients with extensive forms of AA who had received MPCT-OD (0.1 mg/kg/day Asian 3(6,7%)
twice weekly of dexamethasone) for at least 24 weeks. We included adult patients (> 18 years) with extensive forms of AA (SALT index > 10) that did Rl-imean (SD) . e o-S)
not respond to previous treatments. Results are shown in Table 1. Underweight 18 (40,0%)
Median baseline SALT score was 65.3% (range 9.5-100). After 24 weeks of MPCT-0OD, 88.9% (40/45) of the patients had an improvement in SALT score ., g:'t%m'e"gif:; 15.)6((1315;3/03)
with a median change in SALT of 71.1%. Of the patients that experienced an improvement in SALT score, 25% had a complete hair regrowth (10/40). Obese grade | 2 (4,4%)
Changes in EBA and ELA after 24 weeks were of 1 and 0.4 points, respectively. Median dose of dexamethasone was 6.8 milligrams (range 4-10) and :bbese ki i Eg;‘?;
. . . . . ese grade 2%
the median duration of the treatment was 8.5 months. Mean time of SALT reduction started at 3 months. Among the responders, 60% experienced a Classification Il &
relapse after discontinuation of the MPCT-OD within a median time of 3.5 months. MPCT-OD alone was the only treatment for 60% of the patients while Underweight 18 (40,0%)
for the other 40% it represented a bridge therapy to other treatments such as methotrexate or cyclosporine. N°r0mv1'rx::§m ﬁ giiz’;
Regarding safety, a total of 60% (27/45) suffered from any adverse effects and 5 of them required discontinuation due to an impairment in their quality AA** type |
of life. The adverse effects included: sleeping disorders (onset insomnia, maintenance insomnia) [29.6%], weight gain [18.5%], gastrointestinal symptoms OE::::; ig;g
[18.5%], mild infections [14.8%], acheiform eruptions [14.8%)], hirsutism or hypertrichosis [14.8%)], arthromyalgias [14.8%], psychiatric disorders (anxiety, Plaque 18 (40,0%)
mood changes) [11.1%], hypertriglyceridemia [3.7%], headache [3.7%], Cushing syndrome [3.7%], tachycardia [3.7%] and hypertension [3.7%]. N T°ta:i5 2‘1‘ Eig"‘?})
hiversalis 1%
We performed a bivariant statistical analysis between basal SALT, EBA and ELA and the rest of the variables and between SALT, EBA and ELA after 6 Alopecia duration (months), mean (SD) 80,2 (98,3)
months of treatment. We found an association between a greater SALT change after 6 months and the group of patients with alopecia areata universalis, (25(§ :: Eﬁﬂ:ﬂii 1:7:, g;gzﬁ’;
the group of patients with nail changes and the groups of patients with underweight or grade Il and Il obesity (p< 0.05). (>84 months) 15 (33:3%)
Family history of AA
No 35 (77,8%)
Yes 10 (22,2%)
Nail changes
No 29 (64,4%)
We compared our series with two other reported series in which patients received the same dosage of dexamethasone (Table 2). Our data showed a e = Yes 16 (35,6%)
higher mean age, family history, duration of AA and eyebrow and eyelash involvement. We first reported the weight of AA patients undergoing MPCT- B icHes No 30 (66,7%)
OD which we considered that is an important data due to the adjustment of dexamethasone dosage. Our patients experienced more adverse events, Yes 15 (33,3%)
probably because of the higher mean dexamethasone dose. We also detailed the eyebrow and eyelash response to MPCT-OD. The rate of relapse after Hypothyroidism
. : . o . o . - : . No 40 (88,9%)
treatment discontinuation was of 60% of the patients, very similar to the series of Vano et al., suggesting the need of searching the lowest and safest Yes 5 (11,1%)
effective dose that keeps a good efficacy. The duration of AA, suffering from hypothyroidism did not affected to the response of the treatment. Dexamethasone dose (milligrams) 6,8 (1,6)
4 6 (13,3%)
Table 2: comparison between the main series of patients treated with PCT-OD for extensive types of AA 6 17 (37,8%)
~ N\ 7 1 (2,2%)
Vaiié et al. Sanchez-Diaz et al. Lobato-Berezo et al. 8 18 (40,0%)
10 3 (6,7%)
Number of patients 31 40 45 Relapse after treatment discontinuation
Mean age (years) 35.2 32.28 42.8 No 27 (60,0%)
Family history of AA (%) Not reported 17.5 22.2 Yes 18 (40,0%)
Subtype of alopecia areata (%) Adverse events
Universalis 71 46.7 No 18 (40%)
Totalis 29 Not reported 8.9 Yes 27 (60%)
Multifocal 40 Overlap with other treatments
Ophiasic 2.2 No 27 (60,0%)
DIffuse/incognito 2.2 - Yes 18 (40,0%)
AA duration (years) Not reported 51 6.7 Basal alopecia indexes
Body mass index Not reported Not reported 25.5 SALT, mean (SD) 65,3 (33,2)
Previous treatments (%) EBA, mean (SD) 1,3 (1’30)
Topical corticosteroids 100 77 0 19 (42’20@
Topical minoxidil 80 66.6 1 B (%)
Intralesional corticosteroids 60 31.1 g 1::; (3’37;’;
Oral corticosteroids 52.5 24.4 A - 1(7 i 2°)
Contact immunotherapy 39% (fail to previous systemic 42.5 24.4 g=an(5h) 7 (4, o)
Methotrexate therapy, not specified) 10 13.3 ; . 0)
’ il 11 (24,4%)
UVA- phot.otherapy 11.1 D, 5 (11,1%)
Cyclosr?orlrje- 10 4.4 3 18 (40,0%)
Ol m'_nOX'd" A 24 weeks alopecia indexes after MPCT-OD* **
Hypnosis 2.2 SALT, mean (SD) 24 8 (28,8)
AEAELLEET i EBA, mean (SD) 2,3(0,9)
Hypothyroidism (%) Not reported 27.5 11.1 0 3 (6,7%)
Basal SALT (%) Not reported 70,78 65.3 1 4 (8,9%)
Eyebrow/eyelash involvement (%) Not reported 56.4 66.7 2 13 (28,9%)
Mean dexamethasone dose (mg) 8 2.72 6.8 3 25 (55,6%)
Therapeutic response (%) 80.6 Stratified 88.9 ELA, mean (SD) 20(1,1)
Eyebrow alopecia response (%) Not reported 63.63 48.9 0 6 (13,3%)
Eyelash alopecia response (%) Not reported 24.4 1 6 (13,3%)
Mean time until response (months) 1.55 Not reported 3 2 13 (28,9%)
Mean duration of therapy (months) 12.9 12.22 8.5 3 20 (44,4%)
Relapse (%) 68 Not reported 60 " J/
Mean time until relapse (months) Not reported Not reported 3.5 *BMI: body mass index
Adverse events (%) 32 40 60 **AA: alopecia areata
\_ Y, ***MPCT-OD: pulse corticosteroid therapy with oral dexamethasone

In conclusion, we report a large multicentric series of patients treated with MPCT-OD. We highlight the important rate response in SALT (70%) and a significant persistent response rate (40%) after 24 weeks
of treatment. The MPCT-0D is safe although an important number of mild adverse events were recorded, which mostly did not require treatment discontinuation. While JAK inhibitors seem a promising therapy
for AA, MPCT-OD continues being a more accessible treatment option for extensive forms of AA.
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