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ABSTRACT

Introduction: Alopecia areata (AA) is an
autoimmune disease characterized by nonscar-
ring hair loss involving the scalp, face, and/or
body. Literature on the prevalence, patient
characteristics, management approaches, and
challenges faced by patients with AA across the
Middle East is limited. Therefore, a greater
understanding of the current AA landscape
within the region is needed. This cross-sectional
study surveyed dermatologists from four

countries to assess dermatologists’ perspectives
on the prevalence of AA within the Middle East,
as well as patient characteristics, unmet needs,
and management strategies.
Methods: This blinded, quantitative, observa-
tional study surveyed practicing dermatologists
in Egypt, Lebanon, Saudi Arabia, and the United
Arab Emirates. The survey was conducted
between September 2021 and January 2022 and
comprised 47 closed-ended, multiple-choice
questions as well as Likert scale responses. These
questions assessed the characteristics of physi-
cians and the patients in their practices, physi-
cians’ familiarity with treatment, and
physicians’ treatment approaches.
Results: The estimated prevalence of AA varied
across the region. Across all age groups treated
for AA, the majority of patients had AA of mild
severity (pediatric: 63%; adolescent: 60%; adult:
54%) and the scalp was reported as the most
affected area (65%). Potent topical corticos-
teroids were the most frequently used treatment
for mild to moderate and severe AA (92% and
78%, respectively). There was a lack of aware-
ness of investigative treatments, with only 33%
of dermatologists aware of these options. The
greatest unmet needs in treating AA included
long-term disease control, improved efficacy,
faster onset of action, and better safety profiles
(62%, 53%, 52%, and 51%, respectively).
Conclusions: This study provided insight into
the diagnosis and management of AA in the
Middle East. Treatment strategies were similar
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regardless of the severity of AA. Long-term dis-
ease control and improved efficacy and safety
profiles were identified as key unmet needs in
the treatment of AA.

Keywords: Alopecia areata; Corticosteroids; JAK
inhibitors; Middle East; Unmet needs

Key Summary Points

Why carry out this study?

Published literature on the overall
prevalence, patient characteristics, and
treatment landscape for alopecia areata
(AA) across the Middle East is limited.

This blinded, quantitative, observational
study surveyed practicing dermatologists
across four countries in the Middle East to
obtain a comprehensive understanding of
the current AA landscape in the region.

What was learned from this study?

Treatment strategies for patients with AA
were similar regardless of the severity of
the disease; potent topical corticosteroids
were the most frequently prescribed
treatment for both mild to moderate and
severe AA.

Overall, there was a lack of familiarity
among dermatologists on the use of
investigative treatments, particularly
Janus kinase (JAK) inhibitors. Key unmet
needs for AA treatment included long-
term disease control, faster onset, and
improved efficacy and safety profiles.

As the AA treatment landscape continues
to evolve, further education on novel
treatments is warranted to inform clinical
decision-making and ensure optimal
treatment for patients with AA across the
Middle East.

INTRODUCTION

Alopecia areata (AA) is an autoimmune disease
that has underlying immuno-inflammatory
pathogenesis and is characterized by nonscar-
ring hair loss ranging from small bald patches to
complete loss of scalp, face, and/or body hair
[1]. Approximately 10% to 35% of patients with
AA will progress to more extensive forms of AA,
including alopecia totalis (AT [complete loss of
scalp hair]) or alopecia universalis (AU [com-
plete loss of scalp, face, and body hair]) [2, 3].
Hair loss with AA is unpredictable, and patients
may experience relapse and remission or per-
sistence of the condition [4, 5].

The global prevalence of AA has been esti-
mated at approximately 2% [6], with both male
and female adults and children affected and
with no significant differences across ethnicities
[7, 8]. Patients with AA may experience psy-
chological and psychosocial symptoms that
may have a negative impact on their quality of
life (QOL) [9–16], including feelings of low self-
esteem, depression, and other mental health
issues. Additionally, AA can have a functional
impact on a patient’s career, relationships, and
education. Patients with AA are more likely to
present with other autoimmune comorbidities,
such as atopic dermatitis (AD), vitiligo, psoria-
sis, and thyroid disease [17].

Current treatment options for AA include
topical, intralesional, and systemic corticos-
teroids; topical calcineurin inhibitors, pros-
taglandin analogues, and minoxidil; systemic
cyclosporine, methotrexate, and azathioprine;
and phototherapy. However, response to cur-
rent therapies varies, and disease relapse in
patients is frequent, so there is a need for new
effective treatments. The underlying pathogen-
esis of AA involves multiple cytokines, includ-
ing interferon-gamma (IFN-c) and interleukin
(IL)-15, boh of which signal through Janus
kinases (JAKs) [18]; this discovery has led to the
investigation of JAK inhibitors for the treatment
of AA. Several JAK inhibitors are currently under
investigation, and recent data from clinical tri-
als support their use in the treatment of AA
[19–23]. Baricitinib demonstrated significant
hair regrowth in two phase 3 trials and has since
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been approved for the treatment of adults with
severe AA by the US Food and Drug Adminis-
tration (FDA) and European Medicines Agency
(EMA) [24–27]. Ritlecitinib, an oral JAK3/TEC
family kinase inhibitor, has also demonstrated
efficacy and safety in patients aged C 12 years
with AA. [20, 21].

A wide diversity of ethnicities and socioeco-
nomic conditions can be found across the
countries of the Middle East. However,
although a few studies have been conducted to
understand the distribution of AA in Saudi
Arabia [28, 29], the literature is limited regard-
ing the overall prevalence, patient characteris-
tics, and treatment patterns in AA across the
Middle East. As the treatment landscape for AA
continues to evolve, a current and more
detailed understanding of the population of
patients with AA, management approaches, and
challenges faced by dermatologists in these
countries is warranted. This study aimed to
investigate dermatologists’ perspectives of the
prevalence and clinical characteristics of
patients with AA, as well as current treatment
plans and management strategies used, across
four selected countries in the Middle East.

METHODS

Study Design

This was a blinded, quantitative, observational,
cross-sectional study of dermatologists practic-
ing in Egypt, Lebanon, Saudi Arabia, and the
United Arab Emirates (UAE), who were identi-
fied through the use of multiple databases. The
survey, developed in collaboration with a con-
sultant dermatologist in Lebanon, was con-
ducted between September 2021 and January
2022, and comprised 47 questions, including
closed-ended multiple-choice questions, multi-
select, and Likert scale measurement responses
using a 7-point scale (Electronic Supplementary
Material Text [ESM] S1). Questions assessed
physician characteristics (e.g., diagnostic
methods, referral patterns, and prescribing
information), patient profiles (e.g., prevalence
and severity of AA), and treatment approaches.
A total of 200 dermatologists were surveyed (50

from each geographic region). Data collection
was carried out through non-response emails to
dermatologists, and results were provided as
percentage ranges. Programming functionality
was checked to ensure that routing, ranges,
summations, and question functionality were as
indicated in the questionnaire, while quality
checks were performed on each individual
respondent’s data. This allowed for exclusion of
flat-liners (respondents providing the same rat-
ing scores to all or the majority of statements),
length of interview outliers (extraordinary high/
low values), inconsistent answers, poor/invalid
open-ended answers, random/pattern answers,
and duplicates.

This article reports data from the survey of
dermatologists. The study did not involve
intervention in human participants or animals
and was conducted in accordance with the
Declaration of Helsinki and its later amend-
ments. This study was considered to be exempt
from institutional review board approval
according to national legislations.

RESULTS

Participants

A total of 200 dermatologists were surveyed
from four countries across the Middle East:
Egypt (n = 50), Lebanon (n = 50), Saudi Arabia
(n = 50), and UAE (n = 50). Most participating
dermatologists had been practicing
for[ 10 years (68%) and worked predomi-
nantly in small independent private clinics
(33%) or academic hospitals (32%). Over one-
third of dermatologists surveyed (35%) indi-
cated that, in any given month, they man-
aged[200 medical dermatology patients for
whom they would be the primary treatment
decision-maker.

The dermatologists surveyed treated a variety
of dermatological conditions. Across the four
countries, the dermatologists surveyed indi-
cated that AA was the area of greatest specialist
interest (88%), followed by AD (85%), psoriasis
(83%), and vitiligo (74%).
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Prevalence and Patient Characteristics

Estimates of AA prevalence in the general pop-
ulation were varied, without a consensus
among the surveyed dermatologists. Overall,
responses were evenly distributed between the
four prevalence categories of 1–3%, 4–6%,
7–10%, and[ 10%. Over one-third of derma-
tologists in Egypt estimated the prevalence of
AA to be[10% in the general population,
while 42% of dermatologists surveyed in Saudi
Arabia estimated a prevalence of 7–10%
(Fig. 1a). The participating dermatologists pre-
dominately treated adult patients with AA
(58%), although adolescent (24%) and pediatric
(18%) patients were also managed (Fig. 1b).
Overall, 61% of patients across all age groups
were male, and the sex distribution was similar
across all four countries (Fig. 1c).

Criteria of the Alopecia Areata Scale, an
assessment tool designed to evaluate the sever-
ity of AA in clinical practice, were used to clas-
sify the severity of AA into three groups at the

following thresholds: mild AA: B 20% scalp
hair loss; moderate AA: 21–49% scalp hair loss;
and severe AA: 50–100% scalp hair loss. Across
all age groups, most patients treated had mild
forms (mild severity) of AA: 63%, 60%, and 54%
of pediatric, adolescent, and adult patients,
respectively (Fig. 1d). Almost 95% of dermatol-
ogists indicated that they treated or managed
patients with moderate to severe AA instead of
referring them to a different physician (7%)
(ESM Fig. S1).

The most frequently affected area was the
scalp, with 65% of patients diagnosed with AA
experiencing hair loss at this site. Other affected
sites included beard (28%), eyebrows (12%),
eyelashes (9%), and extremities (8%) (Fig. 2a).
Most patients received a diagnosis of patchy AA
(55%), with other diagnoses including diffuse
AA (14%), AT (10%), ophiasis alopecia (9%),
and AU (7%) (Fig. 2b). The proportion of
patients with AT or AU was similar across all
four countries.

Fig. 1 Dermatologists’ perception of prevalence, patient
characteristics, and disease severity of patients with AA.
a Dermatologists’ perspective of AA prevalence across

countries, b patient age distribution, c patient gender
distribution, d AA severity by age group. AA alopecia
areata, AD atopic dermatitis, UAE United Arab Emirates
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Fig. 2 Characteristics of AA. a Sites affected by AA in diagnosed patients, b types of AA diagnosed in patients, AA alopecia
areata, UAE United Arab Emirates.

Dermatol Ther (Heidelb) (2023) 13:1801–1815 1805



The dermatologists surveyed reported psy-
chological factors to be the greatest contribut-
ing risk factor to AA (81%), closely followed by
genetic risk factors (75%), environmental fac-
tors (52%), and innate and adaptive immunity

(50%) (Fig. 3a). Most dermatologists (83%)
indicated that comorbidities were common in
patients with AA; the most frequently reported
comorbidities in patients with mild to moderate
AA included thyroid disease (65%), AD (54%),

Fig. 3 Risk factors and comorbidities for AA. a Contributing risk factors, b common comorbidities in patients with mild
to moderate AA, AA alopecia areata, AD atopic dermatitis, UAE United Arab Emirates.
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vitiligo (49%), and mental health problems,
including anxiety and depression (38%)
(Fig. 3b). Over one-half of all patients with AA
seen by the surveyed dermatologists (55%)
reported bullying behavior from within their
community (ESM Fig. S2A). Across all countries,
most patients ([ 80%) were receiving treatment
for psychological disorders (ESM Fig. S2C), and
more than two-thirds of the dermatologists
surveyed (71%) reported referring patients for
further psychological support (ESM Fig. S2B).

Diagnosis

For the diagnosis of AA, nearly one-half of all
dermatologists (47%) performed in-house der-
moscopies versus referring the patient to other
clinics for the procedure. However, over one-
quarter of dermatologists in Saudi Arabia (28%)
reported neither performing dermoscopies nor
referring patients for dermoscopies (ESM
Fig. S3A). Overall, 60% of dermatologists per-
formed scalp biopsies at their primary work
center when required for diagnosis. However,
this was much less common in Egypt, where
only 30% of those surveyed reported perform-
ing this procedure (ESM Fig. S3B).

The provision of laboratory facilities in der-
matologists’ primary work center varied
between countries. Most dermatologists in
Saudi Arabia (90%) reported access to laborato-
ries at their primary center of work compared
with only 24% in Lebanon and 54% in Egypt
(ESM Fig. S3C). Only two-fifths of dermatolo-
gists (39%) reported conducting therapeutic
drug monitoring for biological treatments in
their primary work center (ESM Fig. S3D).

The surveyed dermatologists reported using
either physical examination alone (43%) or in
combination with trichoscopy (46%) to ensure
an accurate diagnosis of AA (ESM Fig. S4B). The
hair pull test was the most common additional
workup procedure used in the diagnosis of AA
(62%); others included complete blood count
(CBC) tests (61%), hormonal tests (45%), scalp
biopsies (31%), and the venereal disease
research laboratory test (16%) (ESM Fig. S4A).
Differential diagnosis included the exclusion of
other similar conditions, including

trichotillomania (76%), tinea capitis (71%),
telogen and anagen effluvium (47%), and loose
anagen hair (29%) (ESM Fig. S4C).

Current Treatments

Overall, most dermatologists (68%) reported
following treatment guidelines when managing
patients with AA. This was less frequent in the
UAE, where over a one-third of those surveyed
(38%) reported that there is limited evidence
and guidance available for AA management
(ESM Fig. S5A). Less than one-third of derma-
tologists reported personally prescribing
advanced treatments to their patients with AA
(32%), with the remaining dermatologists
referring patients to other physicians (37%) or
neither prescribing advanced treatments nor
referring them for these treatments (32%) (ESM
Fig. S5B). Referrals were substantially higher in
Egypt and Saudi Arabia (62% and 56%, respec-
tively) than in the UAE and Lebanon (18% and
10%, respectively), where most dermatologists
prescribed advanced treatments (ESM Fig. S5B).

For the management of mild to moderate
AA, dermatologists reported using potent topi-
cal corticosteroids (92%), topical minoxidil
(73%), intralesional corticosteroids (72%), oral
corticosteroids (48%), and topical calcineurin
inhibitors (48%). Treatments were similar irre-
spective of severity; moderate to severe AA was
also treated with topical corticosteroids (78%),
topical minoxidil (70%), oral corticosteroids
(67%), intralesional corticosteroids (65%), and
topical calcineurin inhibitors (35%). Off-label
use of JAK inhibitors was low in patients with
mild to moderate AA (9%), and slightly higher
in patients with moderate to severe AA (15%)
(Table 1).

Overall, potent topical corticosteroids were
the preferred first-line treatment for AA,
regardless of disease severity (Table 1). The most
frequently used proactive treatment option for
mild to moderate AA was topical minoxidil
(41%), while topical calcineurin inhibitors were
the least commonly used (1%) (ESM Fig. S6).
Other proactive treatment options used were
platelet-rich plasma injections (26%) and topi-
cal corticosteroids (24%). Of the dermatologists
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surveyed, 23% stated they do not use any
proactive treatments. When questioned on the
hesitance of patients to use steroid treatments,
[ 90% of dermatologists reported steroid pho-
bia from patients and/or caregivers (ESM
Fig. S7A). However, 72% of dermatologists
indicated that they would share information
regarding treatment options with their patients
(ESM Fig. S7B).

Across the region, there was a lack of
awareness of investigational drugs for the
treatment of AA, with only one-third of der-
matologists surveyed (33%) aware of investiga-
tive treatment options (Fig. 4a). Overall, 58%
and 24% of dermatologists indicated prior
knowledge and awareness of ritlecitinib or bre-
pocitinib, respectively (Fig. 4b). Dermatologists
from the UAE were found to be the most likely
dermmatologists to use systemic JAK inhibitors
once approved for the treatment of AA, while
dermatologists in Egypt indicated that they

were least likely to prescribe JAK inhibitors
(Fig. 4c).

Assessment of the severity of hair shedding
was the most common (47%) method used by
the dermatologists surveyed, followed by repe-
ated photography (36%), QOL scores (10%),
and Severity of Alopecia Tool (SALT) score (5%).
Approximately one-third of dermatologists
(33%) reported using all of the measures listed
(ESM Fig. S8A), and the majority reported that it
was more difficult to determine treatment
response than disease severity (ESM Fig. S8B, C).

The dermatologists indicated that the great-
est unmet needs in the treatment of moderate
to severe AA were long-term disease control
(62%), improved efficacy profiles (53%), faster
onset of action (52%), and better safety profiles
(51%); systemic monotherapies, novel mecha-
nisms of action, and favorable dosing schedules
had the lowest priority. Similar unmet needs
were identified for the treatment of mild to
moderate AA: faster onset (51%), long-term

Table 1 Preferred treatments for alopecia areata and order of prescribing

Preferred treatments and
preferred order of prescribing
different therapies

Mild to moderate AA Moderate to severe AA

Total Egypt Lebanon Saudi
Arabia

UAE Total Egypt Lebanon Saudi
Arabia

UAE

Preferred therapy for AA (% of dermatologists surveyed)

Potent topical corticosteroids 91.5 43 48 48 44 77.5 44 37 40 34

Topical minoxidil 72.5 43 38 32 32 70.0 42 34 35 29

Intralesional corticosteroids 71.5 29 36 38 40 64.5 22 28 39 40

Oral corticosteroids 47.5 26 27 22 20 67.0 38 31 36 29

Topical calcineurin inhibitors 47.5 19 26 16 34 34.5 20 20 11 18

Oral JAK inhibitors 9 3 4 2 9 14.5 4 7 4 14

Preferred order of prescribing different types of therapya

Potent topical corticosteroids 1.6 1.8 1.5 1.5 1.4 1.6 1.7 1.6 1.7 1.6

Topical prostaglandin analogues 1.9 2.0 1.5 2.3 - 2.0 4.0 1.6 2.0 –

Intralesional corticosteroids 2.0 2.4 2.0 1.8 1.8 1.9 2.3 1.9 1.7 1.9

Topical minoxidil 2.3 2.1 2.2 2.2 2.8 2.5 2.1 2.6 2.3 2.8

AA Alopecia areata, JAK Janus kinase, UAE United Arab Emirates
aNumerical values represent order in which treatments are prescribed, with 1 being the most favored treatment and 4 being
the least favored treatment
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control (44%), and improved efficacy profiles
(42%) were highlighted as the areas of greatest
unmet need (Fig. 5a, b). Prior to prescribing any
new treatments to their patients with AA, der-
matologists indicated the main factors they
would evaluate were improvements in patient
QOL, a tolerable safety profile, and both short-
and long-term efficacy (Table 2).

Across the region, only 34% and 18% of
dermatologists were aware that patient educa-
tion initiatives and active support groups,
respectively, were available to patients within
their institution (ESM Fig. S9A, B). However,
dermatologists expressed high levels of interest

in informing their patients of these resources
going forward (ESM Fig S9C).

Overall, the proportions of prescriptions that
were reimbursed were similar across all four
countries. Although 26% and 23% of derma-
tologists reported that their patients were not
reimbursed for systemic therapies and topical
therapies, respectively, approximately one-third
of dermatologists (20%–30%) reported that all
prescriptions for systemic or topical therapies
received reimbursement (ESM Fig. S10A, B).

Fig. 4 Awareness of new and investigative treatments for
AA. a, b Percentages of dermatologists aware of investiga-
tive treatments for AA (a) and of JAK inhibitors for the
treatment of AA (b). c The likelihood of the dermatol-
ogists surveyed to prescribe JAK inhibitors (on a scale of 1

[least likely] to 7 [extremely likely]; (average likelihood to
prescribe JAK inhibitors is shown at end of bars). AA
alopecia areata, JAK Janus kinase, UAE United Arab
Emirates.

Fig. 5 Unmet needs in the treatment of mild to moderate (a) and moderate to severe (b) alopecia areata.
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DISCUSSION

In this study, 200 dermatologists from across
the Middle East were surveyed to assess their
perception of the overall prevalence of AA,
identify patient characteristics, and evaluate
management strategies employed in the region,
with the overall aim of identifying any unmet
needs in AA. Prevalence estimates varied across
the dermatologists surveyed, with no clear
consensus. Over one-third of dermatologists in
Egypt estimated the prevalence of AA to exceed
10%, while nearly one-half of the dermatolo-
gists surveyed in Saudi Arabia reported a slightly
lower prevalence of 7–10%. The scarcity of
published data on the prevalence of AA in the
Middle East makes it challenging to assess the
accuracy of these estimates. However, preva-
lence estimates from the dermatologists sur-
veyed in this study are notably higher than
either global prevalence estimates (2%) [6] or
estimates from a retrospective, cross-sectional
study conducted at the King Abdulaziz Medical
City in Riyadh, Saudi Arabia (2.3%) [28]. Studies
from the USA have previously reported that
physicians often overestimate the diagnosis or
probability of disease in their patients [30], so it
is likely that physicians also may overestimate
the prevalence in the general population.

The dermatologists surveyed treated a range
of patients with AA, most of whom presented
with mild to moderate AA, although those with

more severe forms of AA, including AT and AU,
were also treated. The scalp was the most
affected area of patients with AA, and patchy AA
was the most common form presented by
patients; a small proportion of patients with AA
(\20%) also had AT or AU. These data are
consistent with those from published reports
from other regions [5, 6].

In this study, comorbidities, including thy-
roid disease, AD, and vitiligo, were common
among patients with AA treated by the derma-
tologists. It has also previously been reported
that patients with AA have presented with sev-
eral systemic comorbidities, such as metabolic
syndrome and hypertension, which may play a
role in the pathogenesis of AA [31, 32]. In
addition, mental health disorders, including
depression and anxiety, were frequently identi-
fied in patients, further highlighting that the
impact of AA extends beyond that of hair loss. It
is well established that patients with AA expe-
rience psychological and psychosocial symp-
toms, such as depression, anxiety, anger, social
withdrawal, embarrassment, and low self-es-
teem due to their hair loss, and that these
symptoms can have a substantial negative
impact on their quality of life
[10, 12, 14, 16, 33]. Low self-esteem and higher
levels of dissatisfaction with their appearance
can impact personal, social, and work-related
activities and engagement [34]. Patients with
AA often report functional impairment related

Table 2 Factors to consider when evaluating new alopecia areata treatments

Factors to be considered Total Egypt Lebanon Saudi Arabia UAE

Improvement in QOL 5.6 5.0 5.9 5.9 5.5

Tolerable safety profile 5.4 5.3 5.5 5.5 5.5

Short-term and long-term efficacy 5.4 4.8 5.6 5.8 5.3

Fast onset of action 5.1 4.8 5.3 5.4 5.0

Positive effect on co-morbidities 4.7 4.1 4.9 5.2 4.6

Works as monotherapy 4.5 3.5 4.3 5.2 4.8

Route of administration 4.4 3.8 4.4 4.7 4.6

Numerical values represent scale of the importance of factors in new AA treatment, with 1 being the least important and 7
being extremely important; values shown in table are averages
AA alopecia areata, QOL quality of life, UAE United Arab Emirates
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to decreased work productivity (presenteeism)
and increased absenteeism [12, 35]. This
increases the financial burden of AA and further
contributes to the overall patient burden [12].

The use of treatment guidelines in clinical
practice was inconsistent across the region.
Specifically, over one- third of dermatologists in
the UAE indicated that guidance for the man-
agement of AA was limited. Although treatment
guidelines are available in certain countries
outside the Middle East [4, 36, 37], limited
guidance exists in the region for the treatment
and management of AA. While over one-half of
dermatologists reported consulting treatment
guidelines when treating their patients, due to
the survey design and binary response selection,
no additional information was provided on
which treatment guidelines were frequently
used. However, dermatologists indicated that
they prescribed topical corticosteroids, topical
minoxidil, or intralesional corticosteroids as
first-line treatments, consistent with established
treatment algorithms outlined in published AA
treatment guidelines [4, 36, 37]. Given that
prescribed treatments were similar irrespective
of AA severity, this highlights the unmet need
for effective treatments for more severe forms of
AA. Additionally, approximately one-third of
dermatologists reported prescribing advanced
treatments. Although guidelines and consensus
statements support the use of advanced sys-
temic treatments for AA, the present study
found a low rate of utilization; across the
region, off-label use of JAK inhibitors was low,
ranging from 9% to 15%. This may reflect
physicians’ reluctance to prescribe such treat-
ments, given that at the time this study was
conducted, there were no approved JAK inhibi-
tors for AA and off-label treatments are not
reimbursed by third-party payers. Together,
these factors may limit patient access to new
and advanced treatments for AA.

The results of our study suggest that there is
limited knowledge among dermatologists in the
Middle East of the JAK1/TYK inhibitor brepoci-
tinib or the JAK3/TEC family kinase inhibitor
ritlecitinib. However, dermatologists were not
asked about their knowledge or awareness of
other JAK inhibitors, including baricitinib,
which was in late-stage development for the

treatment of AA when this study was con-
ducted. Therefore, these results may not accu-
rately reflect physician knowledge of JAK
inhibitors for treating AA. Given the recent FDA
and EMA approval of baricitinib for the treat-
ment of adults with severe AA [25, 26] and
positive results from the ALLEGRO phase 2b/3
study [20], awareness and clinical use of JAK
inhibitors is likely to increase throughout the
region. However, the results of the present
study highlight the need for additional physi-
cian education on novel and investigative
treatment strategies for AA, including JAK
inhibitors, to inform their use in clinical
practice.

Patients with AA frequently report high
levels of dissatisfaction with commonly used
treatment options due to ineffectiveness and
adverse effects [12, 16, 38]. Therefore, a sub-
stantial unmet need exists for safe and effective
treatments for patients with AA. In this study,
long-term disease control, improved efficacy
and safety profiles, and faster onset of action
were identified as the greatest unmet needs in
the treatment of AA. The ongoing development
of JAK inhibitors, including baricitinib and
ritlecitinib, may address the unmet need for
new treatments in AA. Both baricitinib and
ritlecitinib have demonstrated efficacy up to 36
and 48 weeks, respectively, and both have a
tolerable safety profile [20, 24]. The ongoing
ALLEGRO-LT study (ClinicalTrials.gov identi-
fier: NCT04006457) will further investigate the
long-term efficacy and safety of ritlecitinib in
adult and adolescent patients with AA and
C 25% hair loss [39].

Although mental health disorders were
identified as one of the most common comor-
bidities in patients with AA, the provision of
psychological support appeared to be limited
across the region. Most dermatologists were
unaware if patient education initiatives or
active support groups were available within
their institution. Together, these results suggest
there is an unmet need for the management of
the psychosocial implications in patients with
AA and that the provision of psychological
support, group support, and education initia-
tives is warranted.

Dermatol Ther (Heidelb) (2023) 13:1801–1815 1811



This study had a number of limitations,
including its subjective nature and possible
selection bias, both typical for surveys of
physicians. Although a moderate response rate
was obtained, the data are based on the indi-
vidual responses of dermatologists and may
incorporate some elements of bias. The survey
results presented here are also regionally limited
due to the inclusion of dermatologists from
only four Middle Eastern countries. Addition-
ally, the sample size of dermatologists surveyed
was relatively small, which may not give an
accurate representation of the overall perceived
AA treatment and management landscape
within the region; as with any local study, this
may impact the generalizability of these results
because physicians’ views, knowledge, and
clinical practices may differ according to their
educational background and training. Finally,
the survey design which included closed-ended,
multiple-choice questions, multi-select, and
Likert scale measurement responses may limit
the interpretation of these results as no addi-
tional context was provided for specific
responses.

CONCLUSION

In conclusion, this cross-sectional study sur-
veyed dermatologists across the Middle East to
provide insights into the overall perceived
prevalence, treatment, and management of AA
in this region. Although dermatologists fol-
lowed established treatment guidance for pre-
scribing topical or intralesional corticosteroids
or topical minoxidil, there was limited knowl-
edge of investigative treatments for AA, specifi-
cally JAK inhibitors, despite these showing
promise in clinical development. Long-term
disease control and improved efficacy and safety
profiles were identified as key areas of unmet
need in the treatment of AA. As the treatment
landscape for AA continues to evolve, further
education regarding novel treatments is war-
ranted to inform clinical decision-making and
ensure optimal treatment for patients with AA
across the Middle East.
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