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Abstract
Background: As the incidence of frontal fibrosing alopecia (FFA) continues to rise, 
there is a need for an optimal treatment algorithm for FFA.
Objective: To produce an international consensus statement on the treatment 
modalities and prognostic indicators of FFA.
Methods: Sixty- nine hair experts from six continents were invited to participate in a 
three- round Delphi process. The final stage was held as a virtual meeting facilitated 
via Zoom. The consensus threshold was set at ≥66%.
Results: Of 365 questions, expert consensus was achieved in 204 (56%) questions 
following completion of the three rounds. Three additional questions were included 
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I N TRODUC TION

Frontal fibrosing alopecia (FFA) is a form of lymphocytic 
primary cicatricial alopecia. Following the first reports in 
1994,1 its incidence has risen rapidly,2 so much so that it is 
now regarded as the most common type of primary cicatri-
cial alopecia (Figure  1a–d). Despite considerable efforts to 
determine the aetiology, clinicopathological characteris-
tics and best therapeutic approach, guidelines (national or 
 international) are lacking. For the general dermatologist, 
management of this hair loss condition can be daunting. For 
this reason, there is a clear need for guidance on the treat-
ment of FFA by hair experts.

This paper describes international consensus findings on 
treatments, parameters for disease monitoring and prognos-
tic indicators for FFA from hair experts. While there remains 
a clear need for robust treatments for FFA,3 management can 
undoubtedly be challenging. Herein we provide guidance re-
garding existing and emerging therapies.4

M ETHODS

Expert panel selection

Sixty- nine dermatologists with recognized expertise in 
hair and scalp disorders were invited to participate in the 
statement from the frontal fibrosing alopecia international 
expert alliance (SOFFIA). Most experts had contributed to 
previous alopecia- related Delphis. Individual recommenda-
tions from colleagues regarding expertise in FFA were also 
considered. Importantly, global diversity and representation 
from the International Federation of Hair Research Societies 
(IFHRS) were prioritized.

Delphi survey

FFA was identified as a Delphi topic from an expert group 
poll. Experts submitted FFA treatment and prognosis- 
related questions that contributed to a preliminary question-
naire created by a core panel of six dermatologists (JL, NM, 
DW, BB, KY and RS) and one research scientist. Two further 
expert panels undertook further revisions.

Delphi process

The Delphi process facilitates the development of numerous 
core outcome and diagnostic criteria5–10 and is ideal where 
representation is required from geographically disparate 
participants.

Convergence of opinion through iterative rounds is fa-
cilitated anonymously, as each round enables revision of re-
sponses in the context of non- identifiable group voting.

SOFFIA involved two questionnaire rounds followed 
by a final Zoom meeting.11 Participants were instructed 
that questions pertained to female FFA patients. All ques-
tions utilized a five- point Likert scale (1 = strongly dis-
agree; 2 = disagree; 3 = neither agree nor disagree; 4 = agree; 
5 = strongly agree; or ‘not applicable’). For Round 3 only, a 
three- point scale (‘agree’, ‘disagree’ or ‘neither agree nor 
disagree’) was adopted. Participants were permitted to 
comment for all rounds. Anonymized comments for each 
question were viewable by all participants for all rounds and 
enabled submission of additional questions for Round 3 dis-
cussion. Live voting at the third round was permitted using 
PollEV software.12

at the final meeting. The category with the strongest consensus agreement was 
disease monitoring (9; 100%). Questions pertaining to physical therapies achieved 
the least category consensus (15; 40%), followed by systemic therapy (45; 43%).
Limitations: The study lacked sufficient representation from Africa and South 
America.
Conclusion: SOFFIA highlights areas of agreement and disagreement among experts. 
Robust research is warranted to provide evidence- based treatment recommendations.

K E Y W O R D S
consensus, Delphi, frontal fibrosing alopecia, therapeutic guideline

Why was the study undertaken?

To address the need for an optimal treatment 
algorithm for FFA.

What does this study add?

This is the first large- scale international consensus 
on the treatment modalities and prognostic 
indicators of FFA.

What are the implications of this study for 
disease understanding and/or clinical care?

This international consensus identifies therapeutic 
strategies based on expert experience, but also the  
need for more effective, evidence- based treatments 
for FFA.

 1
4

6
8

3
0

8
3

, 0
, D

o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://o
n

lin
elib

rary
.w

iley
.co

m
/d

o
i/1

0
.1

1
1

1
/jd

v
.2

0
8

3
3

 b
y

 U
N

IV
E

R
S

IT
Y

 O
F

 S
H

E
F

F
IE

L
D

, W
iley

 O
n
lin

e L
ib

rary
 o

n
 [2

9
/0

7
/2

0
2
5
]. S

ee th
e T

erm
s an

d
 C

o
n
d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v

ern
ed

 b
y

 th
e ap

p
licab

le C
reativ

e C
o

m
m

o
n

s L
icen

se



   | 3MEAH et al.

Consensus threshold

Consensus threshold, based on prior eDelphi precedence, 
was set at ≥66% participant agreement (scores 4–5) or 
disagreement (scores 1–2), while a score of 3 was considered 
indeterminate. The consensus threshold for SOFFIA was 
selected taking into account the contentiousness of FFA 
among experts.

Questions achieving consensus or considered low proba-
bility of achieving consensus (≤33%) were excluded from the 
next round.

R E SU LTS

Expert panel

Of the 69 FFA experts invited, 61 (88%) completed Round 1, 
58 (84%) Round 2 and 42 (61%) attended the virtual Zoom 
meeting on 11 December 2020. Twenty- six (43%) work in 
public (+/−academic institutions) and private practice, 17 
(28%) exclusively in private and 14 (23%) exclusively in public 
practice. Participants were from Europe (27; 44%), Asia (5; 
8%), Australia (6; 10%), North America (16; 26%), South 
America (2; 3%) and Africa (3; 5%). Two experts did not state 
their country of practice. Years of clinical experience were 
not captured.

Delphi rounds

Figure 2 summarizes the SOFFIA Delphi process. Overall, 
365 questions related to treatment modalities, disease 
monitoring and prognostic indicators for FFA. Expert 

consensus was achieved in 204 questions (56%); with 66 
questions achieving consensus after Round 1, 68 after Round 
2 and 70 after Round 3 (Table S1). Three additional questions 
were submitted for Round 3.

Three hundred and forty- six questions related specifically 
to FFA treatment: topical therapy, intralesional treatment, 
systemic therapies, physical therapies and initiation, discon-
tinuation and usefulness of therapy. Table S2 summarizes the  
level of evidence for treatments (OCEBM criteria).13

Questions regarding regrowth were included. ‘Regrowth’ 
in the context of FFA refers to either viability of the inflamed  
FFA hair follicle or regrowth of other hairs, for example, co- 
existing androgenetic alopecia.14,15

CONSE NSUS OU TCOM E S

Key: CA—consensus agreement; CD—consensus disagree-
ment; NC—no consensus; AC—approaching consensus. 
Statements close to consensus termed: approaching consen-
sus (AC) from Round 3 were also included, defined as * ≥ 50% 
<60%, ** ≥ 60% < 66%.

Topical and intralesional therapies

Expert consensus for topical and intralesional treatments is 
summarized in Table 1.

Systemic therapies

One hundred and four questions were related to systemic 
treatment. Expert consensus was reached in 45 (43%).

F I G U R E  1  (a–c) Series of photos from a patient with frontal fibrosing alopecia (FFA). (a, b) Demonstrate frontotemporal recession. (c) Magnified 
view of the frontal hairline utilizing a TrichoLAB research tool showing perifollicular erythema, scale, single hairs, patchy hair loss and absence of vellus 
hair. (d) Trichoscopy shows single hairs, perifollicular scale and subtle perifollicular erythema.
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F I G U R E  2  Summary of results from all Delphi rounds: SOFFIA.

T A B L E  1  Expert consensus for topical and intralesional treatments in FFA.

Treatment Expert consensus was achieved in the following

Topical corticosteroids • Topical steroids are effective for symptom control and in halting disease progression. They do not promote 
regrowth.

• Daily frequency is the optimal usage and trialled for at least 3–6 months, not greater than 6 months.
• The optimal strength (for anterior hairline involvement) is high potency/ultra- potent not low/mid- potency.
• Topical steroids can be ceased when the patient is asymptomatic together with resolution of perifollicular 

erythema/scale and hair pull test negative or, when the hairline is determined to be stable together with 
resolution of perifollicular erythema/scale.

• Preferably, topical steroid use should not be ceased if perifollicular erythema/scale is present even if the scalp is 
asymptomatic and hair pull test negative, and the hairline is determined to be stable.

• Ideally topical steroids should be weaned prior to cessation.

Topical calcineurin inhibitors • Topical calcineurin inhibitors as a group are effective for symptom control and in halting disease progression. 
They do not promote regrowth.

• Tacrolimus is an effective treatment option for FFA with an optimal therapeutic strength of 0.1% not 0.03%.

Topical minoxidil • Topical minoxidil is not effective to halt progression/ induce remission but may be effective in promoting 
regrowth.

• Topical minoxidil can be applied to the whole scalp or the involved scalp margin.
• Topical minoxidil can be applied to eyebrows and has an optimal strength of 5% not 2%.

Topical prostaglandins • Topical bimatoprost 0.03% or topical latanoprost 0.005% can be applied to the eyebrows.
• Topical bimatoprost 0.03% or topical latanoprost 0.005% is not an effective treatment option for scalp FFA and 

should not be applied to the whole scalp, nor the involved scalp margin.

Topical miscellaneous • Topical tretinoin, topical 1% dithranol (anthralin) or topical antihistamines are generally not effective treatment 
options for FFA.

Intralesional Therapy • Intralesional corticosteroid is an effective treatment option for FFA of the scalp/ FFA of the eyebrows in initial 
stage disease not late- stage disease.

• Intralesional corticosteroids should be considered in patients with clinical signs of activity (e.g. peripilar 
scaling/ erythema) +/− presence of positive hair pull test.

• Intralesional corticosteroids should be considered in patients with clinical signs of activity in patients with 
progressive hair loss (e.g. on serial photography), even in the absence of visible scalp inflammation.

• For use on the scalp: intralesional corticosteroids have an optimal dose of 5 mg/mL not 10 mg/mL.
• For use on the eyebrows: intralesional corticosteroids have an optimal dose of 2.5 mg/mL not 10 mg/mL.
• The recommended interval between injections to the scalp or eyebrows is 6–8 weekly.
• Intralesional corticosteroid treatment can favourably influence FFA prognosis.
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Immune modulation

Hydroxychloroquine (HCQ)
Hydroxychloroquine is effective for symptom control and 
halting disease progression but does not promote hair re-
growth. It is optimally dosed at 5 mg/kg/day16 and indicated 
in patients with moderate–severe disease (Physician Global 
Assessment), clinical signs of activity (e.g. peripilar scaling/ 
erythema), irrespective of a positive hair pull test. It is also 
indicated in progressive hair loss (e.g. on serial photography) 
even in the absence of visible scalp inflammation. It is not 
indicated in all patients routinely.

Systemic corticosteroids
Systemic corticosteroids are an effective treatment option 
for FFA, but use should be limited.

The optimal dosing of prednisolone equivalent was not de-
termined. However, there was expert agreement that it was not  
<0.25 mg/kg daily nor 1 mg/kg daily. AC for 0.5 mg/kg daily*.

The duration of treatment with systemic corticosteroids 
before weaning was not determined; however, there was 
agreement that it should not be before 1 or 2 weeks.

Antibiotics
Doxycycline 100 mg once daily or mino cycline 50 mg twice 
daily are effective treatment option.

Antihistamines
Oral antihistamines are generally not an effective treatment 
option for FFA.

Naltrexone
There was no consensus for naltrexone effectiveness and 
dosing.

Steroid sparing therapies

Steroid sparing therapies are considered in patients with ac-
tive progressive disease.

Ciclosporin
Ciclosporin is an effective treatment option for FFA and is 
optimally dosed at 3 mg/kg/day.

Methotrexate (MTX)
There was no consensus for MTX as an effective treatment op-
tion. If prescribed, optimal dosing of 15 mg weekly was agreed, 
not 25 mg nor 30 mg weekly (AC 10 mg**, 20 mg* weekly).

Mycophenolate mofetil (MMF)
There was no consensus for MMF as an effective treatment 
option. If prescribed, it should not be dosed below 1 g/day 
(AC 2–3 g/day*).

Janus kinase inhibitors (ruxolitinib, tofacitinib)
There was no consensus for JAKi effectiveness and dosing.

Hormonal modulation

5- alpha reductase inhibitors
5- alpha reductase inhibitors (5ARIs) are effective treatments 
for FFA, regardless of co- existent androgenetic alopecia.  
They halt disease progression/induce remission but do not 
promote hair regrowth. 5ARI may be considered in patients 
with clinical signs of activity (e.g. peripilar scaling/ erythema).  
They may be considered in patients with progressive hair 
loss (e.g. on serial photography) even in the absence of  visible 
scalp inflammation. 5ARI should not be reserved only for 
FFA patients with concomitant androgenetic alopecia. 
Finasteride is optimally dosed at 2.5 mg daily, not 1, 1.25, 2, 
3 and 4 mg daily. (AC 5 mg* daily). Dutasteride is optimally 
dosed at 0.5 mg daily, not 0.5 mg weekly.

Flutamide, Bicalutamide, Spironolactone
There was no consensus for effectiveness and dosing.

Others

Retinoids
Isotretinoin is an effective treatment option. The optimal 
dosing is 0.25 mg/kg/day, not 0.5 nor 1 mg/ kg/day (AC 
<0.25 mg/kg/day*). There was no consensus for acitretin 
effectiveness and dosing.

Pioglitazone
There was no consensus for pioglitazone's effectiveness and 
dosing.

Minoxidil
Oral minoxidil is an effective treatment option. It is most 
effective as an adjunct when used in combination with other 
treatments.

Physical therapies

Thirty- eight questions related to physical therapies. Expert 
consensus was reached in 15 (40%).

Surgical

Hair transplantation (HT)
Hair transplantation can be considered in patients with 
FFA if the disease is inactive. The optimal timing is after 
≥24 months of inactivity. There was consensus disagreement 
for inactivity of 6 months duration (AC after 12 months of 
inactivity**). It can be considered in the absence of symp-
toms, perifollicular erythema/ follicular hyperkeratosis and 
positive hair pull test. Hair transplantation should not be 
considered based on the absence of progressive hair loss on 
serial photography alone, regardless of other signs. It should 
not be considered if signs of activity are present, even if 
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performed while continuing medical therapy. HT may reac-
tivate disease, and patients should be counselled accordingly. 
Typically, HT results in loss of >50% of the transplanted hairs 
>5 years post- operatively* (AC). FFA HT patients should be  
maintained on medical therapy indefinitely.

Hairline lowering surgery
This can be considered in patients with FFA if the disease is 
inactive. It is optimally timed following >24 months of inac-
tivity. There was a CD for inactivity of 6 months duration.

Micro needling
There was no expert consensus in this category.

Laser and light

There was NC for any questions regarding laser and light 
therapy in FFA. AC: Fractional ablative CO2 laser is not an 
effective treatment option for FFA*.

Usefulness of therapy

In this section, experts selected useful therapies in FFA 
(Table  2). Expert consensus was reached in 26 of 55 
questions (47%).

Cosmetic camouflage and counselling

Eight questions featured in this category. Expert consensus 
was reached in 5 (63%).

Cosmetic camouflage should be discussed with all pa-
tients. Patients should be counselled not to avoid using 

sunscreen completely and not to selectively avoid chemical 
or physical sunscreens. Counselling advice to use alternative 
modes of sun protection, for example, hat. AC: to avoid sun-
screen use on the forehead/ eyebrow region**.

Treatment initiation and potential 
discontinuation

Fifty- six questions related to this category. Expert consensus 
was reached in 34 (61%).

Objective monitoring is appropriate for asymptomatic 
patients with a good history of stability.

Consider treatment at the time of diagnosis, even if signs 
of clinical inflammation are absent. FFA treatment regimen 
to include topical and systemic therapy if no contraindi-
cations (Table  2), AC: not necessarily routinely include an 
intralesional agent**. FFA patients require aggressive (i.e. 
systemic) treatment, but this should be dependent on, and  
tailored to, patient factors (expectations of impact on QoL).

Active treatment is expected to improve patient out-
comes. In general, combination treatment is more effective 
than monotherapy.

Treatment should be trialled for 6 months (AC up to 
12 months**; CD 3, 18, 24, >24 months) before determin-
ing effectiveness (i.e. if ineffective at that stage consider 
cessation).

Treatment discontinuation may be considered where FFA 
is inactive after 24 months (CD 3, 6 months or never) with 
5ARI therapy (finasteride/dutasteride), 12 months (CD 3, 6,  
18, 24 months or never) with anti- malarial therapy (hydroxy-
chloroquine), 6 months (CD 3, 24 months or never) with ci-
closporin, 6 months (CD 3 months or never) with retinoids.

While it was agreed that treatment with MTX or 
MMF should not be continued indefinitely, there was no 

T A B L E  2  Expert consensus agreement for useful FFA treatment.

Category Useful Not useful

Topical therapy • Topical corticosteroids
• Topical tacrolimus
• Topical minoxidil

• Topical 1% dithranol (anthralin)
• Topical antihistamines
• Topical tretinoin

Intralesional therapy • Intralesional corticosteroid injections as monotherapy
• Intralesional corticosteroid injections combined with topical minoxidil
• Intralesional corticosteroid injections combined with oral agent

• Interferon- alpha

Systemic therapy • Hydroxychloroquine
• Tetracyclines (lymecycline, doxycycline, minocycline)
• Systemic corticosteroids
• Ciclosporin
• Methotrexate
• Finasteride
• Dutasteride
• Isotretinoin
• Oral minoxidil

• Oral antihistamines

Physical therapy • Hair transplantation • Fractional ablative CO2 laser
• Fractional non- ablative laser
• Micro- needling
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agreement for the specific timing of treatment discontin-
uation in women with inactive FFA. However, there was 
CD regarding stopping MTX/MMF prematurely, that is, 
after only 3 months of disease inactivity (inactivity for 
this period indicating disease remission.) and discon-
tinuing MMF after prolonged disease inactivity, that is, 
after 2 years.

Disease monitoring

Nine questions featured in this category. Expert consensus 
was reached in all 9 (100%).

Acceptable objective measures of improvement include 
the following: Frontal Fibrosing Alopecia Severity Index 
FFASI,17 Frontal Fibrosing Alopecia Severity Score FFASS,18 
serial measurement of the frontal hairline,3,19 serial photog-
raphy, trichoscopy20 and video- trichoscopy.

Reliable measures of ongoing activity include the pres-
ence of symptoms, clinical inflammation (e.g. peripilar scal-
ing/erythema) and a positive anagen hair pull test.

Prognostic factors and natural disease course

Eighteen questions featured in this category. Expert 
consensus was reached in 12 (67%).

Factors affecting prognosis include the presence of symp-
toms, clinical inflammation (peripilar scaling/erythema), a 
positive anagen hair pull test, facial papules, non- scalp in-
volvement (axillary, pubic and body hair loss [The authors 
acknowledge that axillary and pubic hair loss can also occur 
with physiological ageing]), diffuse FFA pattern and pseudo- 
ophiasis FFA pattern.

Disease course

The tendency is for slow progression then spontaneous 
stabilization. Disease reactivation may occur after treat-
ment withdrawal following a period of stabilization. 
Treatment has the potential to achieve hair regrowth on 
the eyebrows. AC: treatment has the potential to achieve 
regrowth on the scalp **.

PR EFER R E D TR E ATM E N T

Experts were asked to list in order their choice of first, 
second-  and third- line treatment for FFA.

The most common systemic agent utilized by the ex-
pert group was 5ARIs followed by hydroxychloroquine 
(Figure 3). The most frequent topical/physical modality used 
as first- line treatment, alone or in combination with a sys-
temic agent, was topical corticosteroids followed closely by 
intralesional corticosteroids (Figure S1).

FFA eyebrow alopecia

Intralesional corticosteroids were most commonly reported 
as the preferred treatment for FFA- induced eyebrow alopecia, 
followed by topical calcineurin inhibitors (Figure S2).

FFA facial papules

Oral isotretinoin was most commonly reported as the 
preferred treatment for FFA- induced facial papules, followed 
by topical retinoids (Figure S3).

DISCUSSION

SOFFIA, one of the largest eDelphi consensus exercises to 
date, explores diverse FFA treatment options. The goal of 
management in FFA is to arrest disease progression, reduce 
inflammation, control symptoms and manage expectations. 
The permanent hair loss with FFA prompted consensus that 
topical and systemic therapy is commenced early, even in the  
absence of overt clinical inflammation and in seemingly sta-
ble patients. Although hair regrowth can occur in exceptional 
cases, especially if treatment is initiated early, the expert group 
concurred that hair growth is typically not to be expected.21

5ARIs were considered effective for FFA (finasteride 2.5 
daily or dutasteride 0.5 mg daily) and the preferred first- 
line systemic treatment. This corroborates with existing 
studies demonstrating effectiveness and disease stabiliza-
tion as mono/combination therapy.22,23 While limited data 
raised breast cancer risk concern,24 a recent large- scale, 
confounder- adjusted study of 1000 patients confirmed no 
evidence of an association between finasteride use and male 
breast cancer.25

Low- dose oral minoxidil (LDOM) is increasingly being 
used in many alopecias at doses up to 2.5 mg/day, and con-
sensus agreement was reached for LDOM as an adjunct 
in FFA and a useful therapy (Table 2). Although the exact  
mechanism is incompletely understood, reversal of minia-
turization with anagen prolongation, optimizing overall 
hair density, may contribute in FFA. This is particularly true 
for FFA patients with co- existing androgenetic alopecia.

Systemic corticosteroids were considered an effective 
treatment in rapidly progressive frontal fibrosing alopecia 
(RPFFA). While considered to be useful (Table 2) in unsta-
ble inflammatory disease, optimal dosing was not agreed 
upon, though there was agreement that high- dose therapy 
(1 mg/kg/day) and very low- dose therapy (<0.25 mg/kg/day) 
were both inappropriate. The consensus trend was towards  
0.5 mg/kg/day, gradually tapered. Importantly, experts 
deemed this to be a short- term measure, not a long- standing 
maintenance treatment.

Hair transplantation suitability is of significant interest to 
FFA patients. Acknowledging limited data, the group agreed 
that with careful selection, counselling, disease stability for 

 1
4

6
8

3
0

8
3

, 0
, D

o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://o
n

lin
elib

rary
.w

iley
.co

m
/d

o
i/1

0
.1

1
1

1
/jd

v
.2

0
8

3
3

 b
y

 U
N

IV
E

R
S

IT
Y

 O
F

 S
H

E
F

F
IE

L
D

, W
iley

 O
n
lin

e L
ib

rary
 o

n
 [2

9
/0

7
/2

0
2
5
]. S

ee th
e T

erm
s an

d
 C

o
n
d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v

ern
ed

 b
y

 th
e ap

p
licab

le C
reativ

e C
o

m
m

o
n

s L
icen

se



8 |   SOFFIA 2024

at least 2 years and continuation of medical therapy to pre-
vent koebnerization/disease reactivation, transplantation 
may be an option.26

With up to 90% of FFA patients reporting eyebrow loss, 
preceding scalp alopecia in 39% of cases, site- specific treat-
ment is important.17,22,27 Consensus agreement and limited 
data suggest regrowth potential with some therapies.15,28,29 
Intralesional corticosteroids were the most frequent expert- 
selected therapy for this site (36; 29%); administered as 
intralesional triamcinolone 2.5 mg/mL every 6–8 weeks 
(Figure S2). Topical calcineurin inhibitors were also consid-
ered effective (23;18%).

In line with SOFFIA findings, low- dose oral isotretinoin 
has been shown to improve facial papules in FFA and may 
also benefit the hairline.30

The use of validated measures of disease activity, such as 
the FFASI17 and FFASS,18 was recommended, though it was 
acknowledged practicality may preclude use in all clinical  
settings. Serial photography and serial measurements3,19 were 
also considered reliable methods of disease monitoring.

SOFFIA findings indicate that cautious attempts to 
cease systemic therapy can be made if disease remission 
is confidently established or if there are drug safety con-
cerns prohibiting long- term use. Longer durations of 
disease inactivity were recommended for 5ARIs and an-
timalarial therapy, but nephrotoxicity and hypertension 
should limit ciclosporin treatment duration. Limited data 

likely contributed to a lack of consensus regarding JAKi  
(e.g. tofacitinib, ruxolitinib) therapy in FFA.

Though a strength of the study was global representation, 
limited availability of therapies in some countries (e.g. lyme-
cycline is unavailable in Australia) prohibited voting by all 
members for certain therapies. Given the COVID- 19 restric-
tions, forty- two (61%) experts participated in the final stage 
of the Delphi process. Further limitations included dispro-
portionately low representation from South America (3%) 
and Africa (5%), restricted capacity to assess all therapies 
in detail, for example, apremilast,31 not capturing experts' 
years of clinical practice, the effect of COVID- 19 on data 
collection and consensus threshold of ≥66%. While qual-
ity treatment data are currently lacking (Table S1), SOFFIA 
identifies the pressing need for more robust evidence- based 
treatments for FFA.

CONCLUSION

SOFFIA provides a unique opportunity to draw on the ex-
pertise of geographically disparate clinicians; minimising 
peer influence to provide consensus, where possible, on con-
tentious/debated treatments in FFA, while acknowledging 
that local factors, for example, availability of services will 
ultimately impact decision- making. Overall, topical ster-
oids were the preferred first- line topical therapy. Preferred 

F I G U R E  3  Expert opinion: First- , second-  and third- line systemic treatment for FFA.
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systemic treatments were 5ARIs, followed by hydroxychlo-
roquine. Multiple factors can affect FFA prognosis, includ-
ing the presence of symptoms, facial papules and non- scalp 
involvement.

The findings from SOFFIA provide a framework for the 
development of local guidelines for FFA. Figure 4 is a sum-
mary of the consensus points on management.

AU T HOR C ON T R I BU T IONS
Nekma Meah: conceptualization, data acquisition, analy-
sis, drafting the article for intellectual content, approval of 
final manuscript. Jane Li: conceptualization, data acquisi-
tion, analysis, drafting the article for intellectual content, 
approval of final manuscript. Dmitri Wall: conceptualiza-
tion, data acquisition, analysis, drafting and critical review 
of the article for intellectual content, approval of the final 
manuscript. Katherine York: conceptualization, data ac-
quisition, analysis, drafting and critical review of the arti-
cle for intellectual content, approval of final manuscript. 
Bevin Bhoyrul: conceptualization, data acquisition, analy-
sis, drafting and critical review of the article for intellectual 
content, approval of final manuscript. Laita Bokhari: 

conceptualization, data acquisition, analysis, critical re-
view of the article for intellectual content, approval of final 
manuscript. Lachlan Coulthard: conceptualization, data 
acquisition, analysis, critical review of the article for intel-
lectual content, approval of final manuscript. Leila Asfour: 
data acquisition, analysis, critical review of the article for 
intellectual content, approval of final manuscript. Leonardo 
Spagnol Abraham: data acquisition, critical review of the 
article for intellectual content, approval of final manu-
script. Daniel Asz- Sigall: data acquisition, critical review of 
the article for intellectual content, approval of final manu-
script. Wilma F Bergfeld: data acquisition, critical review of 
the article for intellectual content, approval of final manu-
script. Regina C. Betz: data acquisition, critical review of 
the article for intellectual content, approval of final manu-
script. Ulrike Blume- Peytavi: data acquisition, critical re-
view of the article for intellectual content, approval of final 
manuscript. Valerie Callender: data acquisition, critical re-
view of the article for intellectual content, approval of final 
manuscript. Vijaya Chitreddy: data acquisition, critical re-
view of the article for intellectual content, approval of final 
manuscript. Andrea Combalia: data acquisition, critical 

F I G U R E  4  SOFFIA: consensus assessment and management algorithm. AC, approaching consensus; FFA, frontal fibrosing alopecia; FFASI/
FFASS, frontal fibrosing alopecia severity index/scale; HCQ, hydroxychloroquine; OD, once daily; SOFFIA, statement from the frontal fibrosing alopecia 
international expert alliance.*Despite dose optimization. **Note for contraindications/interactions.

HISTORY 

Enquire about:

• Slowly receding frontal hair line

• Onset after the menopause

• Scalp symptoms & trichodynia

• Non-scalp involvement 

• Family history of FFA 

• Symptoms of hypothyroidism

CLINICAL ASSESSMENT

• Trichoscopic evaluation

• Hair pull test 

• FFASI or FFASS score

• Baseline photography  

• Hair line measurement 

Scalp FFA

Commence:

• Systemic therapy 

(e.g., 

finasteride 2.5mg 

OD, dutasteride 

0.5mg OD or HCQ 

5mg/kg/day)

• Topical agent 

(e.g., high 

potency/ultra 

potency topical 

steroid)

Consider:

• Topical 5% 

minoxidil / oral 

minoxidil as an 

adjunct

Eyebrows FFA

• Intralesional 

corticosteroids 

(2.5mg/mL)

• Topical 

calcineurin 

inhibitors 

(tacrolimus 0.1%/

pimecrolimus)

Facial papules

• Low dose 

isotretinoin  

• Topical retinoids 

NEW FOLLOW-UP

INVESTIGATION

• Confirmatory biopsy is generally, 

not indicated 

• Consider thyroid function tests in 

relevant cases

• Sex hormone profiling is 

generally, not indicated

MANAGEMENT 

General advice:

• Safe to dye hair

• Continue with sunscreen use +/- 

forehead avoidance (AC) 

• To photo protect e.g., hats

• Discuss cosmetic camouflage

CLINICAL ASSESSMENT

• Enquire about scalp symptoms & 

trichodynia

• Trichoscopic evaluation

• Hair pull test 

• FFASI or FFASS score

• Serial photography comparison   

• Hairline measurement comparison 

MANAGEMENT

General advice: 

• Safe to dye hair

• Continue with 

sunscreen use +/- 

forehead avoidance 

(AC) 

• To photo protect e.g., 

hats

• Discuss cosmetic 

camouflage

Specific measures:

• If stable for defined 

period consider drug 

taper/ discontinuation

• If inactive >24 

months discuss 

hair transplantation; 

counsel on limited 

data

MANAGEMENT

Consider: 

• Second, then 

third line options 

(figure 3)

• Expert consensus 

useful therapies 

for FFA (table 2)

• Cautious 

combination 

therapy**

STABLE PROGRESSIVE*

FFA PATIENT
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