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Woolly Hair Associated with Loose Anagen Hair

Sir,

Loose anagen hair syndrome is a form of alopecia that was first
described in 1986 (1, 2). Subsequently, >60 cases have been
reported (3 - 14). This syndrome features sparse scalp hair that
does not grow long, and which can be easily and painlessly
extracted from the scalp. Although children of both sexes are
affected, the syndrome predominates in girls, most of whom are
blond, although children with hair of all colors and from all parts
of the world may be affected. Loose anagen hair syndrome
usually presents in childhood, most commonly between the ages
of 2 and 7. Although hair density and length increase with time
and hair color usually darkens, the looseness persists.

It is useful to classify loose anagen hair into 2 categories. In
the first category, there are no associated abnormalities: this
category includes the loose anagen hair syndrome and
sporadic loose anagen hair that may be found in normal
scalps. In the second category, loose anagen hair may be
associated with developmental defects including nail-patella
syndrome, Noonan’s syndrome, EEC (ectrodactyly, ectoder-
mal dysplasia, cleft lip/palate) (7), tricho-rhino-phalangeal
syndrome, ocular coloboma (8) and hypohidrotic ectodermal
dysplasia (9). We report here the first association of loose
anagen hair with woolly hair.

CASE REPORT

A fair-haired girl first presented with woolly hair at 1 year with no
family history of woolly hair. Initially her hair was noted to be short,
fine and sparse over the entire scalp. At age 17 her hair was still short
and fine in the frontoparietal and vertex regions (Fig. 1a), but thicker,
longer, twisted, straighter and darker in the occipital region (Fig. 1b).
The main concern of the parents was that the hair was still easy to
pull from the scalp. A hair mount from the frontoparietal region
showed that the hair had twisted bulbs and absent inner root sheaths
and, as ruffled cuticles distal to the bulb were not seen, we sent some
hairs for electron microscopic examination. This confirmed the
presence of twisted anagen bulbs, loss of sheaths and ruffled cuticles.

DISCUSSION

When a patient presents with a history of easily extractable
hairs or when this finding is demonstrated by the physician
during a hair pull test it is necessary to examine the hairs using
light microscopy. If easily extracted hairs have the character-
istic features of twisted anagen bulbs, absent root sheaths and
ruffled cuticles, then a diagnosis of loose anagen hair can be
made. Ruffled cuticles may be absent if the pull test is done
rapidly or if performed with dressing forceps.

(a)

(b)

Fig. 1. Woolly hair in a 17-year-old woman: (a) hair is very fine in texture, sparse and lightly pigmented in the frontoparietal region, allow-
ing the scalp to be visible (woolly hair); (b) in the occipital region, hair is thicker, twisted, more darkly pigmented and can be easily pulled

from the scalp (loose anagen hair).
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The pathogenesis is probably related to the vacuolization of
Huxley’s layer, intercellular edema and dyskeratotic changes of
Henle’scells (11, 13, 14). Cuticle cells of both the inner root sheath
and the hair shaft also showed dyskeratotic changes. The
structural abnormalities of the inner root sheath appeared to
disturb the normal interdigitation between cuticle cells of the
inner sheath and those of the hair shaft, altering the anchoring
function of the inner sheath. Ultimately this alteration allows
anagen hairs to be easily pulled out from the follicle.
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Leukotriene Inhibitor May Be Effective in Treatment of Psoriasis

Sir,

It is reasonable to suppose that a systemic inhibitor of
leukotriene synthesis may inhibit the inflammatory process
observed in psoriasis. Szmurlo (1) attempted to use a topical
leukotriene inhibitor in the treatment of psoriasis but
unfortunately the results were not encouraging. Nevertheless,
other preliminary studies suggest that leukotriene inhibitors
may be effective in the treatment of other skin diseases (2).
Recently, two leukotriene inhibitors, zafirlukast and monte-
lukast, have become available in the USA for the treatment of
asthma. We report here a case where zafirlukast (Accolate®)
induced improvement in a patient with psoriasis.

CASE REPORT

A 58-year-old woman with a long-standing history of severe psoriasis
was recently diagnosed with systemic lupus erythematosus (SLE). Her
psoriasis was initially controlled with PUVA treatments; however,
they were later discontinued because of her SLE. The antinuclear
antibody level was elevated at 1:640 with a homogenous pattern. The
patient was administered prednisone by her rheumatologist; however,
despite the use of moderate doses of the drug the psoriasis worsened.
At the request of the primary care physician, skin biopsies were
performed to confirm that the skin lesions were indeed psoriasis.
The patient completed a trial of topical calcipotriene, oral calcitriol
and tazarotene gel without improvement. She was subsequently
administered methotrexate 50 mg/week for several weeks. Following

an elevation in liver enzymes methotrexate was discontinued. At this
time we decided to administer zafirlukast 20 mg b.i.d. Within 4 weeks,
there was a dramatic improvement in the psoriasis. The patient
tolerated zafirlukast without any side-effects. She maintained this
regimen for over 2 years with satisfactory results. In the spring of 1998
the patient ran out of zafirlukast and, 2 months later, there was a
severe flare-up of her psoriasis. Zafirlukast was restarted and the
psoriasis resolved.

Zafirlukast was the primary therapy used to control this patient’s
psoriasis. Zafirlukast has been available in the USA for over 3 years
and has an excellent safety profile, comparable to that of placebo (3).
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