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Abstract
Alopecia areata (AA), an autoimmune inflammatory disorder causing non-scarring hair loss, predominantly
affects the adult population and is rarely encountered in young infants and neonates. The etiology of this
condition remains multifactorial, involving complex interactions between genetic, autoimmune, and
environmental factors. In this report, we present a notable case of a four-month-old infant who presented
with distinct band-like hair loss on the right inferior lateral forehead, left inferior lateral forehead, and
superior middle forehead following a culturally significant head-shaving ritual known as Chudakarana. This
unique presentation of ophiasis AA in an infant is an unusual occurrence and has been associated with a
poor prognosis. The patient received topical treatment with triamcinolone 0.1% lotion, resulting in
improvement of alopecia at the six-week follow-up, although complete resolution of symptoms was not
achieved. This case highlights the significance of recognizing atypical presentations of AA in the pediatric
population and underscores the complexities in associated cultural factors.
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Introduction
Alopecia areata (AA) is an autoimmune inflammatory process that results in the sudden onset of well-
circumscribed patches of non-scarring alopecia. This type of hair loss affects both men and women of
various racial and ethnic backgrounds. In AA, the immune system mistakenly attacks the hair follicles;
however, the etiology remains both controversial and unknown. Many researchers suspect a combination of
genetic and environmental factors [1]. The appearance of AA varies widely and can present in various
subtypes including patchy alopecia, ophiasis (band-like hair loss) alopecia, alopecia totalis (nearly all of the
hair on the head), and alopecia universalis (total hair loss everywhere). Overall, there is approximately a 2%
risk of developing AA over one’s lifetime [2]. The average age of onset is 32.2 years with a standard deviation
of 14.8 years [3]. Incidence among infants and newborns is quite rare [4]. To our knowledge, fewer than 10
cases of AA presenting in infants less than six months of age have been reported [5]. 

We present a case of patchy hair loss in a four-month-old female infant weeks after undergoing a newborn
shaving of the head, known as Chudakarana in Hindu tradition. The shaving of a newborn’s head is a
practice prevalent in numerous cultures and is particularly common among Islamic and Hindu followers.
There is no current evidence or studies that report hair loss subsequent to this ritual.

Case Presentation
A four-month-old female infant was referred to the Elkhorn Dermatology clinic for patches of alopecia on
the scalp. The patient was noted by her parents to have had a full head of hair at birth. She underwent a
traditional shaving of the scalp at one week of age, known as Chudakarana, and in the subsequent weeks
was noticed to have areas of poor hair growth relative to surrounding scalp hair. Parents were initially
concerned that the shaving practice damaged the scalp leading to alopecia.

On examination, the child had discrete alopecic patches with preservation of the follicular ostia and
terminal hairs in varying stages of regrowth distributed on the bilateral occipital scalp (ophiasis pattern)
surrounded by well-formed dense terminal hair growth on the rest of the scalp (Figure 1). Nail pitting was
absent and the remainder of the skin examination was unremarkable. The patient was delivered vaginally to
a 31-year-old primigravida at full term with a normal course of labor. No gestational or birth complications
were noted. No hair abnormalities were present at birth. Family history was significant for atopic dermatitis
in her father. There was no family history of AA, skin disease, or other autoimmune conditions.
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FIGURE 1: Initial visit: band-like pattern of hair loss in the (a) right and
(b) left parieto-occipital areas extending toward the temples.

Of note, the patient’s urine CMV was positive with over 140000 IU/mL at two months of age. This was
discovered after a visit to the pediatrician due to concerns of an upper respiratory infection. There was no
evidence that suggested congenital infection (such as chorioretinitis, intraventricular calcifications, hearing
loss, and rash).

The differential diagnosis at the time favored ophiasis pattern AA but neonatal occipital alopecia remained
in our differential. Therapy was initiated with triamcinolone acetonide 0.1% lotion applied twice a day to
affected areas of alopecia. At her six-week follow-up, the patient presented with additional terminal hair
regrowth (Figure 2).

FIGURE 2: Six-week follow-up: (a) right parieto-occipital and (b) left
parieto-occipital terminal hair regrowth with fairly even density and
hairs in varying stages of regrowth and length.

Discussion
AA is an autoimmune-mediated form of nonscarring alopecia that is most often clinically diagnosed and
commonly appears as well-circumscribed patches of nonscarring hair loss [6]. Confirmation with biopsy and
histopathology can be of use in uncertain cases. Its prevalence has been reported at 0.1% with a lifetime
incidence of approximately 2% [7]. Recent studies suggest the prevalence of AA to be greatest among
pediatric populations; however, incidence among infants and newborns is considered to be quite rare with
few reported cases [4,8]. The appearance of AA varies widely and can present in several patterns including
patchy alopecia ophiasis, alopecia totalis, and alopecia universalis.

We report an additional rare case of AA in an infant, presenting uncommonly with the ophiasis pattern.
Ophiasis pattern AA is a subtype of AA that presents as band-like hair loss in the parieto-occipital area and
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extends toward the temples [9]. Its prevalence among adults and children was found to be quite rare at 0.02%
in a meta-analysis of the epidemiology of AA and its subtypes [2]. Ophiasis pattern AA has also reportedly
been associated with a poorer prognosis [10]. Age at onset, too, is an important prognostic indicator of AA,
with younger age at onset associated with greater disease severity and less favorable prognosis [10,11]. Given
the poor prognosis associated with young age and subtype, AA must be differentiated from other forms of
pediatric hair loss. These include neonatal occipital alopecia, friction-induced hair loss, and halo scalp ring,
which is associated with trauma. The timeline of hair loss development, the lack of history of localized
pressure to the occiput, and the improvement with topical corticosteroid therapy are all factors that point
toward AA. Dermoscopic findings such as yellow dots, exclamation point hairs, and nail pitting are
additional features that support a diagnosis of AA.

The exact pathogenesis of AA remains unknown; however, numerous genetic and environmental factors
including viral infections have been proposed to play a role. There is a strong association between AA and
other autoimmune diseases such as Graves disease, Hashiomoto’s thyroiditis, asthma, allergic rhinitis,
psoriasis, and vitiligo [3]. Viral infections in particular have been implicated to play a pathogenic role in
various autoimmune diseases. Studies have suggested cytomegalovirus and Epstein-Barr virus to be possible
triggers for AA; however, this association has been refuted and evidence is not strongly supportive due to
the lack of larger associated studies [12,13,14]. Although no strong correlation is present in current
literature, it is intriguing to consider whether CMV infection served as a trigger for our young patient’s hair
loss. Other environmental factors such as psychological stress have been implicated as a pathogenetic
trigger in AA. To our knowledge, hair shaving or other physical stimuli have not been documented as a
trigger of AA. The onset of alopecia following the patient’s ritualistic/traditional hair shaving is likely
coincidental and unassociated with this cultural practice. 

Conclusions
AA is a hair loss disorder that affects individuals of all ages and can present in various patterns, including
the rare ophiasis pattern. This report adds to the existing literature by presenting a rare case of ophiasis AA
in an infant with a history of neonatal ritual head shaving. Age of onset and subtype of AA can be important
indicators of prognosis, with younger onset and ophiasis pattern associated with more severe disease.
Understanding the various AA subtypes and maintaining a high index of suspicion for AA, even in atypical
presentations, is crucial for early recognition and treatment to prevent progression. Our patient was treated
with topical triamcinolone 0.1% lotion, resulting in an improvement of alopecia. Other factors indicative of
AA include nail pitting, the presence of exclamation point hairs, and histopathological findings.

Although various environmental factors have been implicated in the pathogenesis of AA, there are no
existing reports indicating that activities such as hair shaving or other physical stimuli can serve as triggers
for AA. The correlation between a patient's traditional hair shaving and the onset of alopecia is likely
coincidental, with no association to this cultural practice. Families can find comfort in knowing that the
condition is unlikely caused by this tradition.
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Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. U.S. Department of Health and Human Services. Alopecia areata. National Institute of Arthritis and

Musculoskeletal and Skin Diseases. (2022). Accessed: February 12, 2023: https://www.niams.nih.gov/health-
topics/alopecia-areata.

2. Villasante Fricke AC, Miteva M: Epidemiology and burden of alopecia areata: a systematic review . Clin
Cosmet Investig Dermatol. 2015, 8:397-403. 10.2147/CCID.S53985

3. Chu SY, Chen YJ, Tseng WC, et al.: Comorbidity profiles among patients with alopecia areata: the
importance of onset age, a nationwide population-based study. J Am Acad Dermatol. 2011, 65:949-56.
10.1016/j.jaad.2010.08.032

4. Sharma VK, Kumar B, Dawn G: A clinical study of childhood alopecia areata in Chandigarh, India . Pediatr
Dermatol. 1996, 13:372-7. 10.1111/j.1525-1470.1996.tb00703.x

5. Crowder JA, Frieden IJ, Price VH: Alopecia areata in infants and newborns . Pediatr Dermatol. 2002, 19:155-
8. 10.1046/j.1525-1470.2002.00034.x

6. Strazzulla LC, Wang EH, Avila L, Lo Sicco K, Brinster N, Christiano AM, Shapiro J: Alopecia areata: Disease
characteristics, clinical evaluation, and new perspectives on pathogenesis. J Am Acad Dermatol. 2018, 78:1-
12. 10.1016/j.jaad.2017.04.1141

7. Mirzoyev SA, Schrum AG, Davis MD, Torgerson RR: Lifetime incidence risk of alopecia areata estimated at

2023 Shakhashiro et al. Cureus 15(9): e44920. DOI 10.7759/cureus.44920 3 of 4

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
https://www.niams.nih.gov/health-topics/alopecia-areata?utm_medium=email&utm_source=transaction
https://www.niams.nih.gov/health-topics/alopecia-areata?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2147/CCID.S53985?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.2147/CCID.S53985?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jaad.2010.08.032?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jaad.2010.08.032?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1525-1470.1996.tb00703.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1525-1470.1996.tb00703.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1046/j.1525-1470.2002.00034.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1046/j.1525-1470.2002.00034.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jaad.2017.04.1141?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jaad.2017.04.1141?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1038/jid.2013.464?utm_medium=email&utm_source=transaction


2.1% by Rochester Epidemiology Project, 1990-2009. J Invest Dermatol. 2014, 134:1141-2.
10.1038/jid.2013.464

8. Lee HH, Gwillim E, Patel KR, Hua T, Rastogi S, Ibler E, Silverberg JI: Epidemiology of alopecia areata,
ophiasis, totalis, and universalis: a systematic review and meta-analysis. J Am Acad Dermatol. 2020, 82:675-
82. 10.1016/j.jaad.2019.08.032

9. Finner AM: Alopecia areata: clinical presentation, diagnosis, and unusual cases . Dermatol Ther. 2011,
24:348-54. 10.1111/j.1529-8019.2011.01413.x

10. De Waard-van der Spek FB, Oranje AP, De Raeymaecker DM, Peereboom-Wynia JD: Juvenile versus
maturity-onset alopecia areata - a comparative retrospective clinical study. Clin Exp Dermatol. 1989, 14:429-
33. 10.1111/j.1365-2230.1989.tb02604.x

11. Yang S, Yang J, Liu JB, et al.: The genetic epidemiology of alopecia areata in China . Br J Dermatol. 2004,
151:16-23. 10.1111/j.1365-2133.2004.05915.x

12. Rodriguez TA, Duvic M: Onset of alopecia areata after Epstein-Barr virus infectious mononucleosis . J Am
Acad Dermatol. 2008, 59:137-9. 10.1016/j.jaad.2008.02.005

13. Skinner RB: Alopecia areata and presence of cytomegalovirus DNA . J Am Med Assoc. 1995, 273:1419-20.
10.1001/jama.273.18.1419

14. Offidani A, Amerio P, Bernardini ML, Feliciani C, Bossi G: Role of cytomegalovirus replication in alopecia
areata pathogenesis. J Cutan Med Surg. 2000, 4:63-5. 10.1177/120347540000400204

2023 Shakhashiro et al. Cureus 15(9): e44920. DOI 10.7759/cureus.44920 4 of 4

https://dx.doi.org/10.1038/jid.2013.464?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jaad.2019.08.032?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jaad.2019.08.032?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1529-8019.2011.01413.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1529-8019.2011.01413.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1365-2230.1989.tb02604.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1365-2230.1989.tb02604.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1365-2133.2004.05915.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1365-2133.2004.05915.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jaad.2008.02.005?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jaad.2008.02.005?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1001/jama.273.18.1419?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1001/jama.273.18.1419?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/120347540000400204?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1177/120347540000400204?utm_medium=email&utm_source=transaction

	Ophiasis Pattern Alopecia Areata in an Infant
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Initial visit: band-like pattern of hair loss in the (a) right and (b) left parieto-occipital areas extending toward the temples.
	FIGURE 2: Six-week follow-up: (a) right parieto-occipital and (b) left parieto-occipital terminal hair regrowth with fairly even density and hairs in varying stages of regrowth and length.

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


