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Background Discussion & Conclusion

Case Presentation

A 46-year-old Hispanic man presented with major depressive
disorder, generalized anxiety disorder, and chronic back pain with
radiculopathy. He was initially prescribed duloxetine 30 mg nightly
and trazodone 50 mg nightly for depression and hydroxyzine 25 mg
three times a day as needed for anxiety. At one-month follow-up,
duloxetine was increased to 30 mg twice a day with continuation of
his other medications. After two months, patient reported markedly
improved symptoms of depression, but new complaint of a circular
region of non-scarring hair loss 1.5 cm in diameter near the left
temple (Figure). The patient denied any history of dermatological and
endocrinological conditions or previous difficulty with hair loss. A
diagnosis of AA was made based on clinical exam.

Duloxetine was determined to be the offending agent and
discontinued. Nortriptyline 25 mg daily was started with a gradual
increase to 75 mg over one month. Additionally, the trazodone dose
was increased from 50 mg to 100 mg. After three weeks, the patient
reported hair regrowth to the pre-duloxetine level in the affected area.

Alopecia areata (AA) is an autoimmune dermatological condition
characterized by single or multiple circular patches of hair loss. AA
can be differentiated clinically from drug-induced alopecia, which
presents with widespread hair loss of the head. There are several
reports of psychotropic drug-induced alopecia; however, few
documented cases exist of AA induced by or associated with
psychotropic drugs.1 Duloxetine is a serotonin-norepinephrine
reuptake inhibitor (SNRI) used in the treatment of major depressive
disorder, generalized anxiety disorder, diabetic neuropathic pain, and
chronic musculoskeletal pain. Herein we present a rare complication
of duloxetine use.

Clinical Photograph 

Figure. 1.5 cm2 non-scarring hair loss consistent with AA in the left
temporal region.
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Duloxetine and several psychopharmacological agents exert their
effects on presynaptic serotonin and norepinephrine transport
proteins, inhibiting the reuptake of the neurotransmitters. The exact
mechanism of AA is still unknown. However, it is believed serotonin
plays a role in the actions of T cells and effector cells, creating cell-
mediated immune responses.2 Medications that disrupt homeostasis
of serotonin impact these responses. In a study using enzyme
immunoassays to compare the concentrations of serotonin in whole
blood from patients with AA to control patients, researchers
discovered significantly higher concentrations of serotonin in the AA
group.3 It is postulated that duloxetine creates immunological
disturbances through the monoaminergic system, triggering AA.2,4

A literature review of AA associated with psychopharmacological
agents yielded a limited number of cases. Of the findings, imipramine,
lithium, haloperidol, and zotepine were reported to cause AA.4-7 The
only SNRI-associated hair loss cases found involved venlafaxine, but
had no association to AA.8-10 We believe our patient’s hair loss
constitutes AA induced by duloxetine, as the dosage was increased
prior to onset of symptoms and subsided after discontinuation.

Treatment involves discontinuation of the offending agent with routine
follow-up for renewed hair growth. Hair growth can be expected to
return one month after ceasing medication use. If no regrowth is
noted, a biopsy and detailed immunological work-up is recommended.

Given duloxetine’s wide use in psychotherapy, it is prudent to discuss
the potential side effect of AA with patients. Further investigation is
required to explore the pathogenesis of AA. Although the side effect
profile of psychotropic drugs is largely systemic, providers should be
aware of this potential cutaneous manifestation.
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