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A case of temporal triangular alopecia
Temporal triangüler alopesi olgusu
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Abstract
Temporal triangular alopecia (TTA) is a non-cicatricial alopecia characterized by an alopecic patch, usually located in the frontotemporal region,
unilateral or bilateral, with an oval or narrow triangular base and no terminal hairs on it. It can manifest at birth or develop in the first years of
life. It is a rare condition and its exact etiology remains unknown. The diagnosis is based on its clinical appearance. The differential diagnosis
includes alopecia areata, trichotillomania, tractional alopecia and congenital aplasia cutis. Due to its rarity, misdiagnosis and unnecessary
treatments can be applied. Clinical and dermoscopic examination is sufficient in the diagnosis of the disease. A 3-year-old boy with a diagnosis
of TTA is presented as a case report.
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Öz
Temporal triangüler alopesi (TTA), genellikle frontotemporal bölge yerleşimli, unilateral veya bilateral olabilen, oval ya da tabanı dar bir üçgen
şeklinde, üzerinde terminal kıllar izlenmeyen alopesik bir yama ile karakterize bir non-skatrisyel alopesi tablosudur. Doğumda ya da hayatın
ilk yıllarında ortaya çıkar. Nadir izlenen bir tablodur ve etiyoloji halen belirsizdir. Tanı temelde klinik muayeneye dayanır. Ayırıcı tanıda alopesi
areata, trikotillomani, traksiyonel alopesi ve konjenital aplazi kutis yer almaktadır. Nadir izlenmesi nedeniyle yanlış tanı alıp gereksiz tedaviler
denenebilmektedir. Hastalığın tanısında klinik ve dermoskopik muayene yeterlidir. Burada TTA tanısı koyduğumuz 3 yaşında bir çocuk olgu
sunulmaktadır.
Anahtar Kelimeler: Alopesi, triangüler, temporal

Introduction

Case Report

Temporal triangular alopecia (TTA) is a type of non-cicatricial
alopecia that manifests at birth or develops in the first
years of life1. The disease can usually be diagnosed with a
careful dermatological examination, but sometimes it can
be confused with other diseases with alopecic patches.
Histopathological examination and scalp dermoscopic
examination provides useful data in differential diagnosis
with diseases such as trichotillomania, traction alopecia,
congenital aplasia cutis and alopecia areata2.

A 3-year-old boy applied to our clinic with an area of alopecia
in the left temporal region. The patient’s history revealed
that his hair in the scalp was sparse at birth and there was a
linear extension area on the left temporal area with no hair
on it. The family reported that the lesion had a proportional
growth with age. In several previous healthcare centers they
had visited, he had been diagnosed with alopecia areata
and recommended topical steroid treatments. However, the
patient did not benefit from the suggested treatments. In the
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dermatological examination of the patient, a triangular alopecic patch
with a diameter of 5x2 cm, extending from the left frontotemporal
region to the malar region, was located above the base. In the part of
the patch that intersected with the malar region, there were terminal
hairs in an area of approximately

1 cm. Inflammation, erythema and
atrophy were not observed in the lesion and its surroundings (Figure
1a, b). In the dermoscopic examination of the lesion, inanimate yellowwhite vellus-type hairs with differences in diameter (Figure 2a) and
mild superficial desquamation (Figure 2b) were observed. Because
dermatophyte infection was not considered, a fungal examination was
not performed. The patient’s teeth and nails were examined as normal.
His family did not accept the histopathological examination. The
a

b

Figure 1a, b. Alopecic patch without inflammation, erythema and
atrophy
a

patient was diagnosed with TTA in the light of clinical and dermoscopic
findings, and his family was informed about the disease and called for
control.
Informed consent was obtained.

Discussion
TTA is a rare, sharply limited form of non-scarring alopecia, usually
located in the frontotemporal region. The condition was first described
by Sabouraud in 19053. Lesions are 80% unilateral and 20% bilateral,
and are observed equally in both sexes4. In a series, it was reported
that 36.5% of the cases were diagnosed at birth, 55.8% between the
ages of 2-9, and 3.8% at adult ages, and the incidence of the disease
was 0.11%2. Dermatological examination of the lesions is characterized
by an alopecic patch, usually in the form of an oval or narrow base,
located in the frontotemporal region. Erythema, inflammation, atrophy,
scar and discoloration are not detected in the lesion area. There are
no terminal hairs on the lesion, but vellus hairs are observed. Alopecic
patch remains stable for life and vellus hair is not expected to turn
into terminal hair4. Clinical examination is generally sufficient in the
diagnosis of the lesion. Dermoscopic and histopathological examination
also provide valuable data. In the histopathological examination of the
lesion, a normal number of follicles are observed in the superficial
dermis, in which the vellus hair is dominant and terminal hair is rarely
observed. Inflammation and/or scarring are not observed1. Alopecia
areata, trichotillomania, traction alopecia are diseases that should be
especially evaluated in the differential diagnosis. However, since the
reported number of cases is small, there is no consensus on detailed
histopathological data for diagnosis. White hairs, diameter changes,
vellus hairs, empty follicles, branching vascular pattern, fine epidermal
scales, and broken hairs can be observed in dermoscopy5. The presence
of normal follicular openings on the lesion supports the diagnosis of
TTA. Vellus hairs are observed in the follicles on the lesion, while normal
follicular orifices with terminal hairs are observed around the lesion.
White hairs, empty follicles, diameter changes, thin vellus hairs, and
fine scales were observed in the trichoscopic examination of our case.
A biopsy could not be taken and a histopathological examination could
not be done because his family did not allow it. The dermoscopic

Table 1. Dermoscopic findings of diseases characterized
by local alopecic patches
b

Figure 2a. Inanimate yellow-white vellus type hairs, diameter
differences in hair shafts, 2b. Mild süperficial desquamation on
alopecic patch
www.turkderm.org.tr

Dermatological
diagnosis

Dermoscopic findings

Temporal triangular
alopecia

Short vellus hairs, vellus hair length diversity,
white hairs and dots, and more rarely
honeycomb pigment pattern, arborizing red
lines, epidermal scale6

Alopecia areata

Yellow dots with short vellus, dystrophic and
tapered hairs, black dots7

Tinea capitis

Broken hair shafts with desquamation, comma
hairs, corkscrew hairs, blotchy pigmentation,
erythema, desquamation, pustules6,7

Trichotillomania

Hair shafts of variable length, longitudinal
splitting of hair shafts, coiled fractured hair8

Traction alopecia

Hair loss and weak-thin, lifeless hairs1

Aplasia cutis
congenita

Complete lack of skin appendages, translucent
appearance9
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findings of the diseases diagnosed in the differential are indicated in
the table (Table 1).
While peribulbar lymphocytic inflammation is prominent in alopecia
areata, inflammation and erythema are not observed in TTA. The lesion
does not tend to expand, except for enlargement proportional to the
growth of the face as the child grows. In traction alopecia, applying
traction or repeated trauma to the hair causes follicular scarring and
a decrease in hair density. Another feature is that the hair is broken
at the border of the scalp, thus, different lengths of hair are seen in
trichotillomania10.
In 2011, in a study by Inui et al.1 the following diagnostic criteria have
been proposed by the clinical and dermoscopic parameters for TTA:
1. Triangular or spear-shaped alopecic patch observed in the
frontotemporal region of the scalp.
2. Alopecic patch surrounded by normal terminal hair, with
dermoscopically vellus hair and normal follicular openings.
3. Dermoscopically no yellow/black spots, dystrophic hairs and
decreased follicular openings.
4. Confirmation of the presence of vellus hairs dermoscopically and
clinically and subsequent absence of growth and transformation into
terminal hairs during follow-ups.
The etiopathogenesis of TTA is not fully known. Some cases showing
familial transition have been reported in the literature11. Observation of
neurological problems in some familial cases suggests a neuroectodermal
differentiation disorder in the embryonic period. In some cases,
accompanying mental retardation, heart anomalies, epilepsy, dental
disorders support the views on neuroectodermal developmental
disorder12,13. In our case, no additional systemic anomaly was detected.
In the literature, topical steroids and minoxidil were used in some cases
for the treatment, but no results could be obtained5. Currently, if the
area is small, surgical resection looks like the only treatment method;
however, if the area is large, scalp graft transplantation appears to be
the only treatment. There are case reports in the literature that were
successfully treated with scalp graft transplantation14,15.
Here, we presented a 3-year-old male patient diagnosed with TTA
clinically and dermoscopically, who was misdiagnosed and tried to be
treated with topical and intralesional steroids before. We reported this
case by thinking that it may help in the early recognition of the lesion
and prevention of unnecessary treatments.
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