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Delphi Consensus Statement on Treatment
of Severe Alopecia Areata in US Adults
Samantha Gregoire, BS; Eliza Dewey, BS; Ursula Biba, BS; Katherine Sanchez, BS; Hanna Englander, BS;
Lana Salloum, BA; Sherry Ershadi, BS; Debby Cheng, BA; Basil Alex McIntosh, BS; Nikki Zangenah, BA;
Maria Vazquez-Machado, BS; Aneri Parekh, BS; Lisa Kam, BS; Nora Bensellam, BA, MS; Crystal Aguh, MD;
Wilma Bergfeld, MD; Valerie D. Callender, MD; Leslie Castelo-Soccio, MD, PhD; Brittany Craiglow, MD;
Dirk Elston, MD; Ronda Farah, MD; Jennifer Fu, MD; Carolyn Goh, MD; Emma Guttman-Yassky, MD, PhD;
Kathie P. Huang, MD; Ali Jabbari, MD, PhD; Chesahna Kindred, MD, MBA; Justin Ko, MD, MBA; Mark Lebwohl, MD;
Kristen I. Lo Sicco, MD; Amy McMichael, MD; Natasha A. Mesinkovska, MD, PhD; Paradi Mirmirani, MD;
Melissa Piliang, MD; Maryanne Senna, MD; Jerry Shapiro, MD; Jennifer Soung, MD; Susan Taylor, MD;
Antonella Tosti, MD; Benjamin Ungar, MD; Lisa Anderson, PhD; Elise A. Olsen, MD; Maria Hordinsky, MD;
Brett King, MD, PhD; Arash Mostaghimi, MD, MPH, MPA

IMPORTANCE Alopecia areata (AA) is an autoimmune hair loss disorder that affects more than
7 million people in the US. Before US Food and Drug Administration–approved trials of Janus
kinase inhibitors, numerous treatments had been explored, with variable efficacy and quality
of evidence. The absence of standardized treatment guidelines may lead to poor treatment
outcomes and payer coverage.

OBJECTIVE To establish a consensus on treatment for adults with severe AA in the US.

EVIDENCE REVIEW Systematic literature reviews for all known therapies used for treating AA
were performed in PubMed from inception to December 2024. Inclusion criteria required
studies to be randomized clinical trials or have an observational design, evaluate adult (�18
years old) participants with moderate to severe AA (defined by Severity of Alopecia Tool
scores >20%), and be published in English. Studies were excluded if they included patients
with non-AA hair loss or if they exclusively evaluated pediatric participants or those with mild
AA (Severity of Alopecia Tool scores �20%). Three rounds of anonymous, iterative online
surveys were administered from May through November 2025. Consensus was predefined at
an agreement threshold of 70% or greater. A definition of AA severity was proposed for
determining patient eligibility. Experts with recent AA-related research and extensive clinical
experience treating adults with severe disease indicated their agreement or disagreement
with the use of 29 treatments for adults with severe AA. Treatments that reached consensus
for inclusion were further explored with respect to therapeutic positioning, treatment
regimens, and long-term management.

FINDINGS Thirty-one US-based AA experts completed 3 rounds of iterative surveys.
Consensus was achieved on treatment of adults with severe alopecia areata, as defined by
the Alopecia Areata Scale. Oral Janus kinase inhibitors represented the primary, long-term
therapy for all patients, with dupilumab as an alternative option for patients with comorbid
atopy. Supplemental treatments included oral and topical minoxidil; intralesional, oral, and
high-potency topical corticosteroids; and topical Janus kinase inhibitors and prostaglandins,
with body site–specific indications. Patient support resources should be offered alongside
medical treatment.

CONCLUSION AND RELEVANCE This study defines expert-established consensus on treatment
of adults with severe AA in the US. Additional high-quality investigations are needed to
establish the efficacy of existing therapies in subpopulations and enable head-to-head
comparisons of new and existing interventions. These recommendations are not indicated for
children, pregnant patients, patients with mild to moderate disease, or those with underlying
comorbidities; additional research is needed to inform treatment guidelines for these specific
patient populations.

JAMA Dermatol. doi:10.1001/jamadermatol.2026.2336
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A lopecia areata (AA) is a chronic, autoimmune, nonscar-
ring hair loss condition with high disease course variabil-
ity that affects 7 million people in the US.1,2 Clinical pre-

sentation ranges from focal, patchy hair loss to complete loss of
scalp, facial, and body hair.2 It is well established that AA is psy-
chosocially and financially burdensome, with detrimental overall
effects on quality of life.3-5

Historically, treatment options for severe AA have consisted of off-
label interventions with limited evidence and variable clinical efficacy.2

In 2022, baricitinib was the first drug approved for treating severe AA
by the US Food and Drug Administration (FDA), paving the way for the
subsequentapprovalofritlecitinibanddeuruxolitinibin2023and2024,
respectively.6 Despite these advances, robust data from active com-
parator, head-to-head trials are limited, hindering direct comparison
between new and historical treatments.

Through partnership with the National Alopecia Areata Foun-
dation (NAAF) and American Hair Research Society (AHRS), we
aimed to provide the first set of expert recommendations for
standardized treatment for adults with severe AA in the US.
These recommendations are intended to educate and guide
shared decision-making between clinicians and patients with
severe AA and promote equitable access to evidence-based, clini-
cally effective treatment.

Methods
This study was designed according to the Accurate Consensus
Reporting Document (ACCORD) reporting guidelines and was
approved by the Mass General Brigham institutional review
board. The Delphi method was used to allow for nonbiased, sys-
tematic, and iterative consensus to be reached in the setting of
limited existing, high-quality evidence for treating severe AA in
the US.7 US board-certified dermatologists were recruited via
email to participate in this Delphi consensus study, with a target
of 30 panelists to allow for a breadth of expertise and opinions.
Participants were chosen based on their affiliations with profes-
sional organizations, contributions to AA research, and extensive
clinical experience treating adults with severe AA. The Delphi
steering group organized panelist recruitment and was composed
of 2 panelist members representing NAAF (A.M. and B.K.) and
AHRS (E.O. and M.H.), respectively. The exercise materials
were piloted by the Delphi steering group and nonvoting
researchers (S.G. and E.D.). The study protocol was not prospec-
tively registered.

The Delphi exercise consisted of 3 rounds of anonymous,
individual online surveys (eFigure in the Supplement). Before
round 1, systematic literature reviews for all known therapies
used for the treatment of AA were performed on PubMed from
inception to December 2024. Inclusion criteria required studies
to be randomized clinical trials or have an observational design,
evaluate adult (�18 years) participants with moderate to severe
AA (defined by a Severity of Alopecia Tool [SALT] score >20%),
and be published in English. Studies were excluded if they
included patients with non-AA hair loss or if they evaluated pedi-
atric participants or those with mild AA (SALT �20%) exclusively.
A comprehensive overview of literature search terms and
included studies can be reviewed in eTable 1 in the Supplement.

The synthesized data, in addition to links to primary articles, were
peer reviewed by the Delphi steering group and presented for
panelist review at the beginning of the Delphi exercise. At the
conclusion of each round, anonymous results and comments
were collected and summarized by 2 independent, nonvoting
researchers (S.G. and E.D.) for presentation in subsequent
rounds. The threshold for consensus was 70%. Written informed
consent from expert participants was obtained at the beginning
of each round.

In the first round, the Alopecia Areata Scale (AASc) was pro-
posed to define severe AA. The AASc anchors disease severity by
the percentage of terminal scalp hair loss as determined by SALT
score, with the presence of certain factors increasing severity by 1
level (Table 1).8,9 Next, a comprehensive list of 29 unique AA
therapies was introduced, and experts indicated their current,
potential, and/or historical use of each therapy. Treatments that
achieved consensus for current or potential use were further

Table 1. Alopecia Areata (AA) Scale9

Baseline severity Extent of scalp hair loss
Mild AAa 20% or Less scalp hair loss

Moderate AAa 21%-49% Scalp hair loss

Severe AA 50%-100% Scalp hair loss

a If mild or moderate, increase AA severity rating by 1 level if 1 or more of the
following is present: (1) negative association with psychosocial functioning
resulting from AA, (2) noticeable involvement of eyebrows or eyelashes, (3)
inadequate response after at least 6 months of treatment, or (4) diffuse
(multifocal) positive hair pull test results that is consistent with rapidly
progressive AA. For the psychosocial effect evaluation, physicians should
engage with patients to determine the association of AA with their emotional
and psychological well-being, relationships, and lifestyle.

Box. Treatment and Resources for Adults With Severe AA

Primary Treatment
For all patients: oral JAK inhibitors

• For responders, treatment should be continuous, long term, and
uninterrupted, with the same drug and same dose

• Oral JAK inhibitors that are FDA approved for AA are preferred
• If response is incomplete after 6 months or longer of treatment,

dose adjustments, switching the oral JAK inhibitor agent, or
adjunctive therapies should be considered

Potential alternative for patients with atopic disease: dupilumab
• In patients with active atopic disease or a history of atopy, dupil-

umab may be considered for AA treatment

Patient Coping Resources
Cranial prostheses and camouflage

• If desired, adults with severe AA can elect to use cranial prosthe-
ses or camouflage as a primary or adjunctive therapy

Mental health evaluation
• The association of AA with patients’ mental health should be

explored, and, if indicated, patients should be referred to men-
tal health services

Patient advocacy organizations
• Adults with severe AA should be made aware of patient advo-

cacy organizations for education and support

Abbreviations: AA, alopecia areata; FDA, US Food and Drug Administration;
JAK, Janus kinase inhibitor.
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explored, and those not used and not considered for potential
use were excluded.

Round 2 included follow-up questioning and a proposition to in-
clude 3 unique patient coping resources. Treatments that reached
consensus for inclusion were assessed with respect to therapeutic
positioning, treatment regimens, and management decision mak-
ing. Treatments that did not reach consensus were again pre-
sented alongside aggregated round 1 results, anonymous com-
ments, and systematic review materials.

The third round aimed to develop a finalized set of standard-
ized treatment recommendations for adults with severe AA based
on results and comments from prior rounds. A summary of clinical
recommendations (Box and Table 2) and a longitudinal manage-
ment model (Figure10) were proposed. Specific treatment regi-
mens for included therapies were also explored.

Results
The Delphi exercise took place over 3 rounds of surveys adminis-
tered between May and November 2025. Thirty-seven AA experts
were invited to participate in the Delphi exercise, and 31 (83.8%) ac-
cepted. Experts were located throughout the US, with most having
academic institution affiliations (26 of 30 [86.7%]) and a smaller sub-
set working in private practice (8 of 30 [26.7%]). The mean (SD) du-
ration of dermatologic practice was 21.2 (11.6) years, with a mean (SD)
of 21.5 (11.3) years managing AA specifically. During the last 5 years,
14 of 30 (46.7%) of the expert cohort produced more than 10 AA-
focused publications, and 19 of 30 (63.3%) had delivered more than
10 AA-focused presentations (eTable 2 in the Supplement). Panel-
ist participation included 29, 30, and 27 experts in rounds 1, 2, and
3, respectively.

In round 1, consensus (26 of 29 [90%]) was met on the defini-
tion of severe AA as outlined by the AASc (Table 1).9 After 3 rounds,
consensus was reached for overall treatment of adults with severe
AA (24 of 27 [88.9%]) and a longitudinal management model (23
of 27 [85.2%]) (Box; Table 2; Figure).

Oral JAK inhibitors reached consensus for inclusion as a pri-
mary, long-term therapy, with agents that are FDA approved for
AA being preferred vs non–FDA-approved medications. Dupil-
umab also reached consensus as an alternative long-term,
AA-directed therapy for patients with AA who have a history of or
active atopic disease (defined as chronic allergic conditions,

including atopic dermatitis, asthma, allergic rhinitis, and/or envi-
ronmental allergies). In the absence of adverse effects or new-
onset safety concerns, use of oral JAK inhibitors and dupilumab
for patients who reached the treatment goal was recommended
to be continuous, long-term, and uninterrupted, with the same
drug at the same dose as long as the treatment response is main-
tained. JAK inhibitors and dupilumab should be given a trial
period of at least 6 months, with extended trial periods (9-12
months) considered based on risk-benefit analyses and shared
decision-making. For patients who do not experience the treat-
ment goal within the established time frame, increasing the dose
of the oral JAK inhibitor when multiple doses are available or
switching to a different oral JAK inhibitor was agreed to be
appropriate.

Additional therapies reached consensus for inclusion as adjunc-
tive or supplemental therapies to the primary treatment. These treat-
ments may be initiated concurrently with the primary treatment or
sequentially to augment response, depending on individual pa-
tient goals. Oral minoxidil should be initiated at a dose range of 0.625
to 2.50 mg, and topical minoxidil should be initiated at a concen-
tration of 5% for scalp, beard, and eyebrow hair loss. Intralesional
corticosteroids achieved consensus as an adjunctive therapy for
scalp, eyebrow, and beard hair loss, with triamcinolone acetonide
as the preferred agent at concentrations of 2.5 to 5.0 mg/mL
administered at 4- to 8-week intervals. High-potency topical corti-
costeroid use was agreed on as an adjunctive therapy for scalp hair
loss only. Oral corticosteroids also reached consensus for inclusion
as an adjunctive therapy, favoring a short-term (<30 days), high-
dose (>10 mg) bridge approach, or pulse therapy (1-12 days per
month) for 3 months or shorter. Lastly, topical prostaglandins and
JAK inhibitors achieved consensus as an adjunctive therapy for eye-
brow, eyelash, and beard hair loss given their safety for use on the
face; however, these therapies were excluded for treating scalp hair
loss due to limited data supporting their efficacy.

Three patient coping resources also reached consensus for in-
clusion. Cranial prostheses and camouflage reached consensus for
inclusion as a primary or adjunctive therapeutic option if desired by
the patient. Clinicians may assist patients in obtaining insurance cov-
erage for camouflage options by writing letters of medical neces-
sity that recognize these items as durable medical equipment. The
association of AA with patients’ psychosocial functioning and men-
tal health should be explored in routine practice, and, if appropri-
ate, patients should receive referrals to mental health services. Pa-

Table 2. Adjunctive and Supplemental Treatments for Adults With Severe Alopecia Areataa

Treatment Scalp Facial hair Eyebrows Eyelashes
Minoxidil

Low-dose oral minoxidil (0.625-5.0 mg, daily) Yes Yes Yes Yes

Topical minoxidil (5% for men and women) Yes Yes Yes No

Corticosteroids

Intralesional corticosteroids (triamcinolone
acetonide, 2.5-5.0 mg/mL, at 4-8 wk intervals)

Yes Yes Yes No

High-potency topical corticosteroids Yes No No No

Oral corticosteroids (limit to <3 mo
total treatment duration)

Yes Yes Yes Yes

Topical prostaglandins No Yes Yes Yes

Topical JAK inhibitors No Yes Yes Yes

Abbreviation: JAK, Janus kinase
inhibitor.
a These treatments may be

considered as adjunctive or
supplemental therapies to the
primary alopecia areata treatment,
with site-specific indications.
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tients should also be made aware of patient advocacy organizations,
such as NAAF, for education and support.

The use of continuous, high-dose (>10 mg) oral corticosteroids for
longer than 3 months and long-term, low-dose systemic corticoste-
roids as primary monotherapy achieved consensus for exclusion. Other
historictherapiesthatachievedconsensusforexclusionincludemetho-
trexate,mycophenolatemofetil,hydroxychloroquine,azathioprine,cy-
closporine, dietary supplements, ezetimibe-simvastatin, low-level light
therapy, and UV phototherapy (Table 3). For scalp hair loss, topical JAK
inhibitors, topical prostaglandins, and midpotency topical corticoste-
roids also achieved consensus for exclusion due to limited data sup-
porting their efficacy.

Therapies that failed to reach the consensus threshold for in-
clusion or exclusion included antihistamines (16 of 29 [55.2%] fa-
vored exclusion), anthralin (19 of 29 [65.5%] favored exclusion), in-
tramuscular corticosteroids (17 of 29 [58.6%] favored exclusion),
topical immunotherapy (diphenylcyclopropenone, squaric acid di-
butyl ester; 17 of 29 [58.6%] favored exclusion), excimer laser therapy
(19 of 28 [67.9%] favored exclusion), platelet-rich plasma injec-
tions (19 of 28 [67.9%] favored exclusion), and inosiplex and inter-
leukin-2 (18 of 27 [66.6%] favored exclusion). Complete round-by-
round results are available in eTable 3 in the Supplement.

Discussion
This joint NAAF and AHRS Delphi consensus statement establishes
expert-informed clinical treatment recommendations for adults with
severe AA in the US. This clinical framework aims to improve equity
and access to effective AA treatment by establishing a standard of
care to inform patients, clinicians, payers, and the medical indus-
try. At the core of these treatment recommendations, shared deci-
sion-making is emphasized to empower patients throughout the pro-
cess of AA treatment.11 Identifying outstanding gaps within this
framework may help inform ongoing research to address unmet
needs among the AA patient population and strengthen future rec-
ommendations.

Thisconsensusstatementwasdesignedspecificallyforadultswith
severe AA as defined by the AASc criteria, a holistic measure that builds
on the SALT score by incorporating psychosocial effects, nonscalp hair
loss, disease course, and treatment response into the determination
of severity. To date, registrational clinical trials have enrolled patients

with severe scalp hair loss, as defined by the Alopecia Areata Investi-
gator Global Assessment scale, which accounts only for a percentage
of scalp hair loss.12 Although this reductive definition of severity does
not capture the full effect of AA on patients, it has been broadly ad-
opted by payers, limiting access for patients with less scalp hair loss
but a high disease burden. Formally adopting the AASc as the foun-
dation for determining disease severity, which has also been incorpo-
rated into other international AA treatment guidelines, is a critical step
in evolving our classification of AA as our understanding of the dis-
ease and its effects matures.13,14

As the only treatment class approved by the FDA for AA, oral JAK
inhibitors have the most well-established safety and efficacy profile for
treating severe AA.15-17 Yet, step therapy requirements and coverage
delays or denials commonly create barriers for patients to assess these
effective treatments.18-20 This consensus statement establishes oral
JAK inhibitors as the first-line, primary treatment for adults with se-
vere AA, serving as the standard for disease management. This first-
line positioning of oral JAK inhibitors for severe AA is consistent with
other international expert recommendations.14 While the lack of head-
to-head comparator trials undermines the ability to compare efficacy
between oral JAK inhibitor agents, drugs that are FDA approved for
AA are preferred vs off-label oral JAK inhibitors due to a better under-
standing of their safety and efficacy in AA, especially with long-term
use.15-17 As with all treatments, a thoughtful evaluation of individual pa-
tient risk profiles should be balanced alongside consideration of treat-
ment benefits, and safety monitoring protocols should be followed ac-
cording to up-to-date guidelines.

Given the documented loss of efficacy with oral JAK inhibitor
withdrawal and dose reduction,21,22 treatment for responders
should be long term and uninterrupted, with the same drug and
dose, as long as the treatment response is maintained and contin-
ued treatment is deemed safe by the clinician. Treatment failure
with one oral JAK inhibitor does not predict failure with a differ-
ent oral JAK inhibitor,23-26 and patients who have not reached the
treatment goal while taking one oral JAK inhibitor may consider
switching within the treatment class after an appropriate trial
duration. Yet, the emotional and psychological effect of multiple
treatment failures should be considered, and it is crucial that
expectations for outcomes within specific time frames be dis-
cussed as early as possible. Excluding new-onset comorbidities
and adverse drug effects, treatment response should be assessed
no sooner than 6 months after treatment initiation. Waiting up to

Figure. Flowchart of Longitudinal Management of Adults With Severe Alopecia Areata

Initiate primary
± adjunctive

treatment

Offer patient coping resources

Continue treatment

Optimize oral JAK inhibitor dose if applicable

Add or adjust supplemental/adjunct therapies

Optimize oral JAK inhibitor dose if applicable
Initiate trial of a different primary agent
Add or adjust supplemental/adjunct therapies

Satisfactory response

Partial response

Limited or no response

Trial duration of at least 6 moa

aOral Janus kinase (JAK) inhibitors
may require extended trial durations
of up to 12 months to exhibit
efficacy.10

Clinical Review & Education Consensus Statement Delphi Consensus Statement on Treatment of Severe Alopecia Areata in US Adults

E4 JAMA Dermatology Published online September 2, 2026 (Reprinted) jamadermatology.com

© 2026 American Medical Association. All rights reserved, including those for text and data mining, AI training, and similar technologies.

Downloaded from jamanetwork.​com by University of California - Irvine user on 11/​06/​2026

https://jamanetwork.com/journals/jama/fullarticle/10.1001/jamadermatol.2026.2336?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamadermatol.2026.2336
http://www.jamadermatology.com?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamadermatol.2026.2336


12 months is appropriate if progress is promising, as data have
shown that a partial response (�30% scalp hair regrowth from
baseline) at 6 to 9 months is associated with complete or near-
complete scalp hair regrowth at 12 months.27 Similarly, eyebrow/
eyelash regrowth in partial scalp hair responders may be associ-
ated with eventual complete or near-complete scalp hair
regrowth.28

Dose-dependent efficacy has been demonstrated with barici-
tinib, ritlecitinib, and deuruxolitinib,15-17,21 with baricitinib having 2
doses approved for AA. A partial or limited response while taking the
lower dose of baricitinib will frequently be followed by complete or
near-complete hair regrowth when the dose is increased29; there-
fore, dose optimization of baricitinib should be considered in pa-
tients who exhibit a partial or limited response with the lower dose.

When evaluating the treatment response, the decision to label hair
regrowth as satisfactory, partial, or limited to no response was left in-
tentionally ambiguous. Given that an acceptable result to one patient
may be unacceptable to another, clinicians should engage in shared de-
cision-making with patients, with consideration for objective clinical
findings (SALT score, AASc severity) and patient feedback (personal
hair regrowth satisfaction, individual goals) to determine success. Fu-
ture work should aim to develop clinical assessment tools that com-
bine objective clinical findings with patient-reported satisfaction to
quantify these terms with greater precision.

Case reports, case series, and a relatively small, randomized, pla-
cebo-controlled clinical trial have supported the efficacy of dupil-
umab in some patients with AA, particularly for those with comor-
bid atopy and/or elevated baseline serum immunoglobulin E levels.30

As such, this consensus statement excluded dupilumab for treat-
ing patients with nonatopic AA, which was consistent with other in-
ternational guidelines,13 and its inclusion within this treatment frame-
work as a primary AA-directed therapy is specific to patients with
AA with active or historic atopic disease. However, as oral JAK in-
hibitors have a greater quality of evidence and demonstrated supe-
riority to dupilumab in network meta-analyses, they have re-
mained the preferred primary treatment for all patients with AA,
regardless of comorbid atopy.31

Many treatments have limited or low-quality evidence sup-
porting their efficacy in AA but can be considered as supplemen-
tal or adjunctive treatments to the primary AA therapy. Such
treatments include topical minoxidil,32-42 oral minoxidil,43-46

intralesional corticosteroids,47- 5 0 high-potency topical
corticosteroids,51-55 oral corticosteroids,56-59 topical JAK
inhibitors,60-62 and topical prostaglandins,63,64 each with site-
specific considerations based on efficacy, safety, and feasibility of
application (Box and Table 2). Given the paucity of available data
on combination therapy for treating severe AA, supplementary
treatments may be administered in tandem or in sequence with
the primary therapy, with shared decision-making guiding treat-
ment selection and duration. It is generally recommended to
maximize efficacy through use of concurrent primary and adjunc-
tive therapies before deeming any singular agent a treatment fail-
ure. However, more data are needed to support this recommen-
dation. Future studies should evaluate the safety and efficacy of
combination therapy for patients with severe AA.

Within these treatment recommendations, we believe it is
important to highlight the role of patient coping resources. Con-
sistent with other international treatment guidelines,13 patients

may elect to use cranial prostheses and/or camouflage as a pri-
mary or supplemental therapy given their capacity to restore and
enhance social confidence and quality of life for patients with
AA.65-67 Clinicians can support patients by providing letters of
medical necessity for cranial prostheses to assist with insurance
coverage in light of high out-of-pocket costs.5,18 Given the known
association between psychiatric comorbidities and AA,3,4 it is rec-
ommended that physicians should explore the global association
of AA with emotional and psychological well-being, relationships,
and lifestyle,9 and, when indicated, patients should be offered
referrals to appropriate mental health services.

Patients may also benefit from resources available through pa-
tient advocacy organizations, such as NAAF, for education, commu-
nity, and support. Finally, it is important to highlight the role of ac-
tive nonintervention. After receiving counseling on available
treatment options, some patients may elect to not pursue medical
intervention, and they should be supported in their choice. When
patients are deciding whether to pursue medical treatment vs ac-
tive nonintervention, a thoughtful discussion about the risks and ben-
efits of both management routes is vital, including counseling on hair
regrowth expectations and consideration of the emotional effect of
repeated treatment failures or disease relapse after temporary treat-
ment success.

Equally critical to the treatments recommended for inclusion are
those that did not reach consensus for inclusion. In light of the lim-
ited evidence for efficacy and safety of older medications used
for AA treatment, their risk/benefit ratio should be reconsidered and
their use minimized (Table 3). These therapies may be deemed
appropriate in specific clinical settings as determined by patients
with AA and clinicians but should not serve as required steps to
achieve coverage eligibility for expert consensus-recommended
treatments.

Other low-evidence AA treatments were excluded for treat-
ment of adults with severe AA. Exclusion of older immunosuppres-
sive agents, including methotrexate, azathioprine, cyclosporine, and

Table 3. Treatments That Did Not Reach Consensus
or Were Excluded From Treatment Recommendations

Consensus Treatment
Consensus not reached (<70%) Intramuscular corticosteroids

Anthralin
Diphenylcyclopropenone
Squaric acid dibutyl ester
Low-level light therapy
Platelet-rich plasma injections
Antihistamines
Inosiplex
Interleukin-2

Consensus reached (≥70%): exclude
from treatment recommendations

Methotrexate
Cyclosporine
Mycophenolate mofetil
Azathioprine
Hydroxychloroquine
Excimer laser therapy
UV phototherapy
Ezetimibe simvastatin
Dietary supplements
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mycophenolate mofetil, is a divergence of this US consensus state-
ment from other international guidelines, which weakly recom-
mend these agents for severe AA or consider them to be second-
line, third-line, or fourth-line options.13,14 While these treatments
have been used historically for AA treatment, high-quality evi-
dence establishing their safety and efficacy in AA is lacking; as such,
these agents have been excluded from this consensus statement in
favor of effective, evidence-based interventions. These guidelines
are not intended to limit patient options, and individualized pa-
tient circumstances may lead to selection of these agents based on
specific clinical scenarios.

These treatment recommendations represent the consensus
of 30 dermatologists with extensive AA clinical experience and
research achievements but may not reflect the broader perspec-
tives of other clinicians or researchers. Many AA treatments have
weak or limited clinical trial evidence, and as a result, the
strengths of these recommendations are limited. More data from
randomized, placebo-controlled trials are needed to establish
long-term efficacy and safety of AA therapies, and head-to-head
comparator trials are needed across and within drug classes to
better establish treatment superiority. As the treatment arma-
mentarium expands and head-to-head clinical trials establish
comparative efficacy, consensus recommendations are subject to
change. Future work may be strengthened by including patients
within the consensus process to reflect core treatment outcome
domains from a patient perspective. These recommendations

were not designed for children, pregnant patients, patients with
comorbidities, or patients with mild to moderate AA; further
research is needed to inform guidelines in these distinct patient
populations.

Conclusions
This joint NAAF and AHRS Delphi consensus statement introduces
the, what is to our knowledge, first standardized treatment recom-
mendations for adults with severe AA in the US. This clinical frame-
work aims to inform and guide clinicians to improve treatment out-
comes and enhance accessibility to effective AA treatment. Oral JAK
inhibitors are the first-line, primary treatment for severe AA, and their
use should be long term and uninterrupted. Dupilumab represents
an optional, alternative AA therapy for patients with well-
documented comorbid atopy. Supplementary treatments include mi-
noxidil, corticosteroids, topical JAK inhibitors, and topical prosta-
glandins, each with site-specific indications. Many treatments did
not reach consensus or were excluded from these recommenda-
tions in light of limited efficacy and/or low-quality evidence. These
recommendations are not designed for pediatric patients, preg-
nant patients, or those with mild to moderate disease. Further in-
vestigations are warranted to advance and expand the AA thera-
peutic repertoire and establish comprehensive treatment guidelines
for all patients with AA.
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