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Alopecia areata

Alopecia areata is common, affecting about 20,, of new patients
attending dermatology clinics in Britain and the United
States. Mostly the hair regrows spontaneously in six months;
but the extent of the patches of hair loss and the duration of
the attack vary, and a few patients do not recover.
The aetiology of alopecia areata remains obscure. The

process causes an arrest of hair synthesis without destroying
the follicles-which seem to be only "switched off," since
even many years later they may start to produce hair again.
Immunological mechanisms appear to take part in the process.
The hair bulb and outer root sheath ofthe follicle are infiltrated
at an early stage by mononuclear lymphoid cells, suggesting
a cell-mediated immunological reaction. Indeed, alopecia
areata may be associated with disorders of the immune
system, the strongest association being with the organ-specific
autoimmune diseases, particularly thyroid disease.1 2 Thus it
may itself be an autoimmune disease.3 Some workers have
found autoantibodies against thyroid,3 4 smooth muscle,5 and
gastric parietal4 and adrenal cells,4 though others have reported
no such associations.2 6 7 Patients have a family history not
only of alopecia areata but also of vitiligo and diabetes more
often than do controls. There is also an increased frequency
of alopecia areata in patients with Down's syndrome-60 out
of 1000 and 19 out of 214 in two series.3 8 Disturbances of the
immune system, particularly of T lymphocyte function, often
occur in Down's syndrome, and diminished numbers of
circulating T lymphocytes have been observed in patients
with alopecia areata.9

Attempts to find antifollicle antibodies have been few and
unsuccessful. Antifollicle antibodies of IgG, IgM, and IgA
classes and bound C3 and fibrinogen could not be found in
patients with persistent alopecia4 11; but possibly such anti-
bodies may occur regularly only early in the disease, as do
anti-islet cell antibodies in insulin-dependent diabetes.1
Moreover, we may need to look for antifollicle antibodies
with the more sensitive immunofluorescence techniques that
identified antimelanocyte antibodies in some patients with
vitiligo.'2

Corticosteroids, either injected locally or given systemically,
usually make the hair regrow. A single local injection of
triamcinolone hexacetonide 3 or a single high dose (2 g) of
prednisolone given intravenously14 has induced regrowth of
hair at a normal rate for some months. Possibly this all-or-none
response reflects a switch mechanism,14 the high concentrations

of steroids protecting follicles against the "switching-off"
action of the immune system. Unfortunately the regrowth is
often only temporary and the hazards of long-term treatment
with corticosteroids are not justified. Repeated local injections
of triamcinolone often induce atrophy of the scalp. In an
attempt to improve the efficacy of corticosteroids at lower
doses, Tofahrn gave methylprednisolone, 8-12 mg every
second day, and diaminodiphenyl sulphone (DDS), 200 mg
daily for 14 days and 100 mg thereafter.'5 Regrowth occurred
in 9 out of 11 patients. DDS is useful in diseases such as
dermatitis herpetiformis in which immunologically mediated
inflammation occurs. We need further evaluation of this
regimen.
A new form of treatment of alopecia areata with no obvious

rationale has had some success. Dinitrochlorobenzene (DNCB)
is used to induce allergic contact dermatitis in affected areas.
Partial or complete regrowth of hair has been reported in 6
out of 10, 33 out of 43, and 16 out of 26 patients so treated.'6-'8
The treatment appears to be effective only if appreciable
inflammation is produced by regular (usually weekly) applica-
tions of solutions of DNCB. Interestingly, in some patients
the hair regrew in untreated areas too, which may reflect a
more general immunological stimulation.

Several explanations for this effect are possible. Firstly (the
simplest explanation), non-immunological inflammation may
have a beneficial effect, though this has yet to be shown.
Secondly, eliminating an antigenic stimulus, viral or other,
might lead to remission, as suggested by Daman et al, who
postulated that the allergic response to DNCB in the treated
areas would facilitate the clearance of antigen by augmenting
the pool of T lymphocytes.'8 Thirdly, the allergic reaction to
DNCB might generate suppressor T lymphocytes that
non-specifically inhibit the autoimmune reaction against
hair follicle constituents.'7
Once we understand the pathogenesis of alopecia areata we

may hope to devise rational treatment. Meanwhile effective
empirical treatments may provide useful clues to the nature
of the disease.
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Bombs and hospitals
The continuing urban violence in Britain means that doctors
in all parts of the country need to know the steps to take in an
incident in which many injured people arrive at one hospital
without warning after an explosion.

Organising the management of mass casualties may be as
important as the actual details of treatment. Both must be
considered in the light of lessons from the past. Every hospital
with a department large enough to receive mass casualties
should have a plan, though this must be elastic because
different incidents provide different problems. A rota is
needed to specify which senior surgeon should be called
first when casualties arrive. He should summon the required
members of staff, and alert the blood bank, the x-ray depart-
ment, and the senior nursing officer. An ex-directory line
should be provided at a known place in the hospital so that
outgoing calls can be made without trouble, while anxious
relatives can ring the main switchboard. One ward and the
intensive care unit should be emptied, so that all the patients
can be concentrated there. This is the best way of carrying
out triage-and avoiding the error, all too common in disasters
in the past, by which patients have been distributed round
as many as eight wards, making decisions about priorities
immensely difficult.
Too many volunteers may arrive after a big disaster, some

too old and others too young; and superfluous helpers may
be embarrassing. A good plan is for the surgeon in charge to
alert such of his consultant colleagues as he chooses and for
them to summon their registrars or house surgeons, or both,
whose telephone numbers they should always have with
them. At an early stage someone must be stationed at the
front of the hospital to discourage unnecessary helpers,
anxious members of the public, and would-be blood donors.
One of the administrative staff is often the most tactful
person for this job. A senior doctor should be sent to the
accident department to sort the patients as they arrive, into
those who can have local treatment before going home, those
who should be admitted but whose treatment is not urgent,
and those who must be dealt with at once by either urgent
operation or intensive care. These are mainly the patients with
blast lung, penetrating thoracoabdominal wounds, and head
injuries. The same doctor should remain in the reception area
to carry out his triage function and direct the junior staff in
treating the less severely injured. Large badges will be needed
by everyone taking part in the action to prevent confusion.
They need say only "surgeon," "doctor," "anaesthetist,"
"porter," or "nurse."

As soon as the first patient has been admitted, another
senior surgeon should be posted to the reception ward,
to establish priorities. He must stay here; for it may be
necessary to rediagnose patients, to observe deterioration, and
to alter the order of priorities when a more urgent case
appears. He should stay where he is and not be tempted to
undertake operations-continuity is all-important. It is
useful to have a radiologist present to report on every case
taken to the casualty department and to help the less
experienced doctors. Many x-ray examinations can be deferred,
and the senior doctor in the casualty department should advise
about priority.

In explosions in confined areas the incidence of blast lung
is greater than in the open, because the pressure waves from
the explosion may be reflected from wall, ceiling, or floor.
Pulmonary contusion needs urgent ventilation treatment. An
early tracheostomy is often needed in management of open
chest injuries and many head injuries, though it may be
delayed by the passage of an endotracheal tube with a cuff.
Wounds may be contaminated or caused by flying glass,

pieces of furniture, and falling masonry (besides bomb
fragments), and in many of these the safest treatment is
delayed primary suture. Patients with burns, unless these are
very slight, should be transferred to a burns unit at once,
though in severe cases it may be necessary to start intravenous
treatment before the patient is moved. If there is no burns
unit in the hospital or near by, part of a separate ward should
be turned into a temporary unit rather than have burned
patients nursed among the multiply injured in the admission
ward, where they may soon become infected.

Is there a hyperkinetic
syndrome?
For many years teachers and parents have followed clinicians
in deciding that certain children suffer from the "hyperkinetic
syndrome"-especially, it seems, in the United States, where
the diagnosis is made in between 4 and 10,', of all school-age
children. The well-known nursery character, fidgety Phil, has
to show besides his hyperactivity some other features as
impulsivity, distractibility, and excitability. Since all normal
children move, are impulsive, can be distracted, and become
excited-and since they learn better control of themselves as
time passes-boundaries have to be drawn, varying with age
and maturity, between what may be regarded as normal
behaviour and what is not.
The story began 40 years ago when Charles Bradley'

observed the effect of amphetamine on a group of boys with
neurological and behaviour disorders in a residential home.
Half improved, notably in their school wotk; some became
subdued; but three became agitated, noisy, defiant, and
difficult to manage. Ounsted2 took up the story in 1955 among
70 children with epilepsy, distractibility, fluctuation in mood,
aggressive outbursts, and a short attention span, which he
tried to measure. Given dexamphetamine, one-quarter
improved. In 1957 Laufer and Denhoff3 reported on the
"hyperkinetic behaviour syndrome" in a group of children
with normal intelligence and without known neurological or
other disorder. The children seemed on the move all the time.
Associated with hyperactivity were difficulty in concentrating
on one thing; variable and unpredictable behaviour; and low
tolerance to frustration, so that reaction to delay in gratification
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