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Abstract
Background: Ritlecitinib, an oral JAK3/TEC family kinase inhibitor, demonstrated 
efficacy over 48 weeks in patients with alopecia areata (AA) in the ALLEGRO phase 
2b/3 study.
Objectives: This post hoc analysis evaluated individual Severity of Alopecia Tool 
(SALT) score trajectories in patients who received ritlecitinib 50 mg and rolled over 
from Phase 2b/3 into the ongoing, open-label, Phase 3 ALLEGRO-LT study to de-
scribe long-term response patterns and associated baseline disease characteristics.
Methods: Patients aged ≥12 years with ≥50% scalp hair loss received ritlecitinib 
50 mg once daily in both studies. SALT score trajectories from baseline to Month 24 
were used to categorise patients as early (SALT score ≤20 at Week 24 and Months 12 
and 24), middle (≤20 at Months 12 and 24) or late responders (≤20 by Month 24) or 
as partial responders (maintained 30% improvement), relapsers (achieved but did not 
maintain 30% improvement) or non-responders (did not achieve 30% improvement). 
The proportions of patients achieving sustained response (achieved and maintained 
SALT score ≤20 at all subsequent available time points through Month 24) and com-
plete response (SALT score 0 at ≥1 time point through Month 24) were evaluated. 
Multivariable logistic regression assessed variables associated with response.
Results: Of 191 patients treated with ritlecitinib 50 mg, 87 (45.5%) were respond-
ers (SALT score ≤20), 24 (12.6%) were partial responders, 24 (12.6%) were relapsers 
and 56 (29.3%) were non-responders. Of 87 patients categorised as responders, 81 
(93.1%) sustained their clinical response and 47 (46.0%) achieved complete response. 
Factors associated with treatment response included female sex and less extensive 
and shorter duration of hair loss.
Conclusions: Approximately 45% of patients were SALT score responders, with up to 
11% requiring >1 year of ritlecitinib treatment to achieve response, highlighting the 
importance of extended treatment duration.
Clini​calTr​ials.​gov Registration: ALLEGRO phase 2b/3 study (NCT03732807); 
ALLEGRO-LT study (NCT04006457).
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I N TRODUC TION

Alopecia areata (AA) is an autoimmune disease character-
ised by nonscarring hair loss ranging from small alopecic 
patches to complete loss of scalp, face and/or body hair,1 and 
is estimated to affect approximately 2% of the global popu-
lation.2 Between 4.5% and 36.1% of patients with AA may 
experience progression to extensive forms of the disease, in-
cluding alopecia totalis (AT, characterised by complete scalp 
hair loss) or alopecia universalis (AU, involving complete 
loss of scalp, face and body hair).3–5 AA is associated with 
impairment of quality of life and patients may experience 
anxiety and/or depression.6–9

The pathogenesis of AA involves the loss of immune priv-
ilege at the hair follicle and recognition of exposed hair fol-
licle autoantigens by T-cell receptors on autoreactive CD8+ T 
cells.10–12 Interferon-γ and interleukin-15, considered import-
ant drivers of AA, transduce signals through the Janus ki-
nase (JAK)–signal transducer and activator of transcription 
(STAT) signalling pathway and are involved in the activation 
and proliferation of autoreactive T cells.13–15 Downstream 
signalling by exposed hair follicle autoantigens via T-cell re-
ceptors involves the tyrosine kinase expressed in hepatocellu-
lar carcinoma (TEC) family of kinases, which have also been 
implicated in the pathogenesis of AA.15–18

Two oral treatments for AA have recently been approved: 
baricitinib, a JAK1/2 inhibitor approved to treat adults with 
severe AA,19 and ritlecitinib, a selective dual JAK3/TEC fam-
ily kinase inhibitor approved for the treatment of severe AA 
in patients aged ≥12 years.20 In the ALLEGRO phase 2b/3 
study (ALLEGRO-2b/3), ritlecitinib demonstrated efficacy 
and an acceptable safety profile at up to 48 weeks in patients 
aged ≥12 years with AA.21

Limited literature exists concerning the overall tempo-
ral pattern of clinical response to treatment in patients with 
AA.22 Such information may be important in guiding clini-
cal decisions and effectively managing patient expectations. 
This analysis of the pivotal ALLEGRO-2b/3 study and the 
ongoing, open-label, Phase 3 ALLEGRO-LT study describes 
trajectories of clinical response over 24 months from treat-
ment initiation in patients with AA who received ritlecitinib 
50 mg, with the goal of describing long-term response pat-
terns and associated baseline characteristics.

M ATER I A L S A N D M ETHODS

Study design

This post hoc analysis included pooled data from 
the pivotal, international, randomised, double-blind, 
placebo-controlled, dose-ranging ALLEGRO-2b/3 study 
(NCT03732807) and the long-term, open-label, Phase 3 
ALLEGRO-LT study (NCT04006457). The design and 
primary results of ALLEGRO-2b/3 have been previously 
described.21 ALLEGRO-LT is ongoing and has enrolled pa-
tients in two arms: (1) rollover patients who received study 

intervention in the ALLEGRO phase 2a study (NCT02974868) 
or ALLEGRO-2b/3 and (2) de novo patients who had not re-
ceived treatment in any other ALLEGRO study (Figure  1). 
The data cut-off for this analysis was 28 February 2022. 
Interim results are subject to change as additional data are 
collected and analysed in the ongoing ALLEGRO-LT study.

Analysis populations

This analysis included patients from the rollover cohort who 
received ritlecitinib 50 mg once daily (QD) in ALLEGRO-2b/3, 
including those who received placebo for the initial 24 weeks. 
These patients subsequently rolled over into ALLEGRO-LT, 
where they continued to receive ritlecitinib 50 mg QD for 
up to 36 additional months (Figure  1). Patients were aged 
≥12 years and had ≥50% scalp hair loss, including AT and 

Key points

Why was the study undertaken?

•	 Alopecia areata (AA) can be chronic and progress 
to severe forms like alopecia totalis or alopecia 
universalis affecting quality of life, yet limited lit-
erature exists on the long-term clinical response 
patterns to treatment, which is crucial for guiding 
clinical decisions.

What does the study add?

•	 Six distinct and clinically relevant response pat-
terns were identified in patients with AA treated 
with ritlecitinib 50 mg daily, revealing deep and 
durable responses over nearly 2 years.

•	 Some patients achieved SALT ≤20 responses only 
after more than 1 year.

•	 Female sex, less extensive and shorter duration of 
hair loss were associated with a higher likelihood 
of a response to ritlecitinib treatment.

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

•	 Some patients with AA may require over a year of 
treatment with ritlecitinib to achieve significant 
hair regrowth, highlighting the importance of ex-
tended treatment duration and avoiding premature 
therapy discontinuation for optimal outcomes.

•	 While initiating treatment before the onset of se-
vere hair loss and early in an episode of severe dis-
ease may enhance the chances of hair regrowth, 
further research is needed to confirm this and to 
determine the most effective intervention timing.
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      |  3KING et al.

AU (defined as baseline SALT score 100 and designated AT 
or AU by the investigator), with current episode of hair loss 
≤10 years. Neither study had an upper age limit exclusion 
criterion. Exclusion criteria applied to patients who received 
other systemic treatments that could affect AA within 8 weeks 
of the first dose of the study drug or within five half-lives of 
that systemic treatment, whichever was longer.23

Assessment schedules and re-baselining

To align time points within and across groups for summari-
sation, visit schedules were calculated as time since the first 
ritlecitinib dose and groups were re-baselined. Since the visit 
schedule for ALLEGRO-2b/3 was based on weeks and the 
schedule for ALLEGRO-LT was based on months, 1 month 
in ALLEGRO-LT was considered equivalent to 4 weeks in 
ALLEGRO-2b/3, and all data are reported in months.

Outcomes

Severity of Alopecia Tool (SALT) score trajectories were gen-
erated for individual patients up to Month 24 of treatment 
with ritlecitinib or until the last visit with available SALT 
score data. Trajectories that did not extend to Month 24 re-
flect patients who had not reached this time point at the data 
cut-off or who had discontinued from the study. Patients 
were categorised into six mutually exclusive groups based on 
response trajectories. Patients achieving a SALT score ≤20, 
indicating ≤20% scalp hair loss, were considered responders. 
These patients were then categorised as early (SALT score 
≤20 at Week 24 and Months 12 and 24), middle (SALT score 
≤20 by Month 12 and at Month 24) or late responders (SALT 
score ≤20 by Month 24). Patients who did not achieve a SALT 
score of ≤20 were categorised as partial responders (achieved 
30% improvement that was maintained), relapsers (achieved 
but did not maintain a 30% improvement) or non-responders 
(did not achieve 30% improvement). Definitions for each 

responder group are shown in Table  S1. The proportions 
of patients who achieved sustained response (achieved and 
then maintained SALT score ≤20 at all subsequent available 
time points through Month 24, where ‘available’ indicates 
that the SALT score was not missing) and complete response 
(SALT score 0 at ≥1 time point through Month 24) were also 
assessed. Patient demographics and baseline disease charac-
teristics were assessed by response pattern.

Statistical analysis

Analyses were conducted in the full set of patients treated 
with ritlecitinib 50 mg, irrespective of treatment duration, 
using as-observed data. Day 1 was defined as the first day of 
ritlecitinib 50 mg treatment. A multivariable logistic regres-
sion using all variables, forward selection, backward elimi-
nation and stepwise selection methods was used to assess 
the association of patient demographics, baseline disease 
characteristics and the presence of comorbidities with the 
likelihood of achieving response (combining early, middle 
and late responders) or non-response (using the definitions 
in Table S1); patients in the relapser and partial responder 
groups were excluded from this analysis. Variables used as 
covariates in the model included age (continuous), sex (male 
vs. female), race (White vs. other), body mass index (con-
tinuous), current AA episode duration (defined as the time 
since the patient last had substantial scalp hair, regardless of 
whether that hair growth occurred spontaneously or was the 
result of interventional treatment, with a maximum duration 
of ≤10 years; continuous), AA disease duration (continuous), 
duration of significant (≥50%) scalp hair loss (continuous), 
SALT score at baseline (continuous), eyelash assessment 
(ELA) scores at baseline, eyebrow assessment (EBA) scores 
at baseline, hair loss pattern (AU vs. AT, other vs. AT), num-
ber of episodes of AA, prior drug treatment for AA (yes vs. 
no) and comorbid conditions (including asthma, autoim-
mune thyroiditis, atopic dermatitis and allergic rhinitis). All 
analyses were implemented using R software (glm function 

F I G U R E  1   Analysis populations. Data while patients were receiving placebo were not included in this analysis; data from patients in Group G were 
re-baselined from the start of treatment with ritlecitinib.

ALLEGRO-LT
(NCT04006457)

ALLEGRO phase 2b/3
(NCT03732807)

Long-term study 
(36 months)

Extension 
(24 weeks)

Maintenance
(20 weeks)

Loading
(4 weeks)

50 mg50 mg50 mg200 mgGroup A
(n = 131)

50 mg30 mg30 mg200 mgGroup B
(n = 129)

50 mg50 mg50 mg50 mgGroup C
(n = 130)

50 mg30 mg30 mg30 mgGroup D
(n = 132)

50 mg10 mg10 mg 10 mgGroup E
(n = 61)

50 mg50 mg200 mgPlacebo PlaceboGroup F
(n = 63)

50 mg50 mgPlacebo PlaceboGroup G
(n = 61)

50 mg 200 mgDe novo group
(N = 447)

Rollover cohort:
Ritlecitinib 50 mg
combined  

Groups not
assessed in this
analysis   
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4  |      RESPONSE PATTERNS TO RITLECITINIB IN AA

of the stats package for logistic regressions); odds ratios and 
95% confidence intervals are reported. Quartile differences 
(Q3–Q1) were used to quantify the odds ratio per increase in 
quartile difference for significant continuous covariates to 
better contextualise how variations in these covariates im-
pacted the likelihood of treatment response.

R E SU LTS

Patients

A total of 191 patients were part of the rollover cohort, which 
comprised 130 patients who received ritlecitinib 50 mg QD 
throughout ALLEGRO-2b/3 and ALLEGRO-LT and 61 pa-
tients who received placebo for 24 weeks in ALLEGRO-2b/3 
before switching to ritlecitinib 50 mg QD. Among patients 
in the ritlecitinib 50-mg combined group, mean (standard 
deviation) age was 33.2 (14.4) years and 107 (56.0%) were fe-
male. Abnormal EBA and ELA scores at baseline were ob-
served in 154 (80.6%) and 139 (72.8%) patients, respectively, 
and 78 (40.8%) had AT or AU. The overall mean SALT score 
at baseline was 90.8, and the mean current AA episode dura-
tion was 3.3 years (Table 1).

Clinical response patterns

Of the 191 patients, 45.5% (87/191) were responders through 
Month 24; 18.3% (35/191) were early, 16.8% (32/191) were 
middle and 10.5% (20/191) were late responders (Figure 2a–
c). There were 24 (12.6%) partial responders, 24 (12.6%) re-
lapsers and 56 (29.3%) non-responders (Figure 2d–f). Of the 
87 responders, 46.0% (40/87) were complete responders and 
93.1% (81/87) sustained their clinical response (Figure  3). 
Median SALT scores decreased through Month 24 in all re-
sponder groups. In early responders, the median SALT score 
reached 0, indicative of complete response, by Month 12. For 
middle responders, the median SALT score was also very low 
and approached 0 by Month 12. SALT score trajectories are 
shown in the Interactive dynamic plot.

Compared with other responder groups, early responders 
were predominantly female (91.4%) with less severe AA at 
baseline, characterised by lower mean baseline SALT score 
(79.9). The early responder group also included a lower 
proportion of patients with AT or AU (14.3%) and a lower 
proportion of patients with abnormal EBA or ELA scores at 
baseline (60.0% and 57.1%, respectively) than were present in 
the overall population (Table 2). Mean disease and current 
AA episode durations were lower in early responders (8.7 
and 2.3 years, respectively) than in non-responders (11.1 and 
4.1 years, respectively).

The baseline disease characteristics of male and female 
patients were investigated. A higher proportion of male pa-
tients had AT or AU, more extensive hair loss and longer du-
rations of both the current AA episode and significant (≥50%) 
scalp hair loss at baseline (Table  S2). Of the independent 

covariates analysed in multivariable logistic regression mod-
els, younger age, female sex, shorter duration of significant 
(≥50%) scalp hair loss and lower baseline SALT score were 
independent factors associated with increased likelihood of 
treatment response versus non-response (Figure 4; Table S3). 
Holding all other variables constant, a 21-year increase in 
age would reduce the likelihood of response by 63.6%. A 3-
year increase in duration of significant (≥50%) scalp hair loss 
would reduce the likelihood of response by 46.5%, while a 
15-unit increase in baseline SALT score would reduce the 
likelihood of response by 63.5% (Table  S4). However, pa-
tients achieving a SALT score ≤20 were observed across all 
three response categories (Figure  2a–c). The presence of 

T A B L E  1   Baseline demographic and disease characteristics in 
rollover patients treated with ritlecitinib 50 mg QD.

Ritlecitinib 
50 mg QD 
combined 
(N = 191)

Age, mean (SD), years 33.2 (14.4)

12–17 years, n (%) 27 (14.1)

≥18 years, n (%) 164 (85.9)

Female, n (%) 107 (56.0)

Race, n (%)

White 123 (64.4)

Other 68 (35.6)

BMI, mean (SD), kg/m2 24.9 (5.8)

Type of AA, n (%)

ATa 37 (19.4)

AUa 41 (21.5)

Other 113 (59.2)

Baseline SALT score

Mean (SD) 90.8 (14.1)

SALT score ≥ 50, n (%) 191 (100)

Abnormal EBA score at baseline, n (%)b 154 (80.6)

Abnormal ELA score at baseline, n (%)b 139 (72.8)

Duration of AA since diagnosis, mean (SD), years 9.8 (10.5)

Duration of current AA episode, mean (SD), years 3.3 (2.8)

Duration of significant (>50%) scalp hair loss, mean 
(SD), years

2.8 (2.7)

Prior pharmacological treatment for AA, n (%) 145 (75.9)

Comorbid conditions, n (%)

Asthma 22 (11.5)

Autoimmune thyroiditis 11 (5.8)

Atopic dermatitis 31 (16.2)

Allergic rhinitis 20 (10.5)

Abbreviations: AA, alopecia areata; AT, alopecia totalis; AU, alopecia universalis; 
BMI, body mass index; EBA, eyebrow assessment; ELA, eyelash assessment; QD, 
once daily; SALT, Severity of Alopecia Tool.
aParticipants in the AT and AU categories had a SALT score of 100 (complete scalp 
hair loss) at baseline and a clinical diagnosis of AT or AU by the investigator.
bPatients with abnormal EBA or ELA scores had a score of 0–2 (no eyebrows/
eyelashes to moderate eyebrows/eyelashes).
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      |  5KING et al.

atopic comorbidities and autoimmune thyroiditis was not 
associated with treatment response (Table S3).

DISCUSSION

In this post hoc analysis in rollover patients in the 
ALLEGRO-LT study who received the approved 50-mg 
dose of ritlecitinib, trajectories of clinical response include 
six distinct and clinically relevant response patterns. This 
population exhibited severe disease at baseline, character-
ised by a high mean SALT score and had an average cur-
rent AA episode duration of approximately 3 years; over 70% 

of patients had eyebrow and/or eyelash hair loss. Of the 191 
patients, 45.5% achieved a response through 2 years of treat-
ment. The low median SALT scores observed, particularly in 
early and middle responders, indicate that several patients 
achieved full or almost full hair regrowth. Notably, 10.5% of 
patients achieved response only after >1 year of treatment, 
suggesting the potential benefit of extended treatment for 
those with an initial suboptimal response and emphasizing 
the importance of avoiding premature treatment discontin-
uation. Of patients who achieved a SALT score ≤20 response 
in this study, over 90% sustained a SALT score ≤20 and 46% 
achieved a complete response (SALT score 0), indicating full 
hair regrowth at ≥1 time point through 24 months. These 

F I G U R E  2   SALT score trajectories in the rollover cohort treated with ritlecitinib 50 mg QD (N = 191). QD, once daily; SALT, Severity of Alopecia 
Tool. Red lines indicate the median SALT score trajectory. Trajectories that do not extend to Month 24 reflect patients who had not reached this time 
point at the data cut-off (February 2022) or who were discontinued from the study. Data are as-observed. SALT score trajectories are shown in the 
Interactive dynamic plot.
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data highlight a substantial and consistent treatment effect 
of ritlecitinib 50 mg over an extended period (>1 year).

Interim results from the ALLEGRO-LT study, based on 
the most recent data cut-off, support the potential of ex-
tended treatment with ritlecitinib, as the proportion of pa-
tients who achieved SALT score ≤20 responses continued 
to increase from Month 12 to Month 24, including among 
patients with AT/AU.24 While extended treatment with ri-
tlecitinib may have potential benefits in difficult-to-treat 
patients, including refractory AT/AU, it is important for 
physicians to manage treatment expectations as outcomes 
may vary. Given the higher discontinuation rate observed 

among patients with AT/AU, primarily due to a lack of effi-
cacy, compared with patients without AT/AU,24 it is import-
ant to inform patients about their likelihood of achieving a 
sustained SALT ≤20 response over 24 months.

Approximately 13% of patients were categorised as partial 
responders, and 13% of patients were relapsers; some of the 
partial responders and relapsers achieved a SALT score ≤20 
that was not subsequently maintained throughout the study 
period. In clinical practice, where adjunctive therapies may 
be considered in combination with JAK inhibitors, there 
is potential for partial responders to achieve and sustain 
SALT score ≤20. In a small case series, the use of combined 

F I G U R E  3   Proportions of rollover patients treated with ritlecitinib 50 mg QD who achieved SALT score ≤20 and (a) sustained response and 
(b) complete response. QD, once daily; SALT, Severity of Alopecia Tool. Percentages are based on n/N1, where n = the number of patients with sustained 
or complete response, and N1 = total number of patients who were classed as responders. Patients with sustained response achieved and then maintained 
a SALT score ≤20 at all subsequent available time points through Month 24, where ‘available’ indicates that the SALT value was not missing. Patients who 
never achieved SALT score ≤20 and patients who achieved SALT score ≤20 but a score of >20 at subsequent time points were excluded. Patients classed as 
complete responders achieved a SALT score 0 at ≥1 time point through Month 24. Data are as-observed.
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systemic corticosteroids and baricitinib led to rapid hair re-
growth in all patients with AA, suggesting that such com-
bination therapy could accelerate positive outcomes and 
potentially reduce the time required to observe SALT score 
≤20.25 Further research, including randomised controlled 
trials, is needed to evaluate the benefit–risk ratio of combi-
nation therapies for AA.

Early responders comprised patients with less severe 
AA at baseline. These patients had lower mean baseline 
SALT scores, and there were lower proportions of patients 
with AT or AU and abnormal EBA or ELA scores than the 
overall study population. Analysis of response trajecto-
ries in patients treated with baricitinib for up to 52 weeks 
in the BRAVE-AA studies also showed that early response 

(defined as ≥30% improvement from baseline in SALT score 
by Week 12) was more frequent among patients with lower 
baseline SALT scores (50–94) compared with those with very 
severe hair loss (SALT score 95–100).22 Less extensive hair 
loss (lower baseline SALT scores) was significantly associ-
ated with increased likelihood of treatment response in this 
analysis of ritlecitinib. These data add to a growing body 
of evidence indicating that patients with more severe hair 
loss (higher SALT scores), in particular those with AT or 
AU, respond less well to treatment compared with patients 
with more limited disease.26–34 Additionally, in the present 
analyses, shorter duration of significant (≥50%) scalp hair 
loss was significantly associated with treatment response. 
This is consistent with previous studies indicating that 

T A B L E  2   Baseline demographic and disease characteristics in rollover patients treated with ritlecitinib 50 mg QD (N = 191) by response status.

Early responder 
(n = 35)

Middle responder 
(n = 32)

Late responder 
(n = 20)

Partial responder 
(n = 24)

Relapser 
(n = 24)

Non-responder 
(n = 56)

Age, mean (SD), years 32.1 (13.0) 31.0 (13.9) 34.6 (14.4) 33.5 (14.7) 29.0 (13.0) 36.4 (15.7)

Female, n (%) 32 (91.4) 21 (65.6) 12 (60.0) 10 (41.7) 13 (54.2) 19 (33.9)

Race, n (%)

White 21 (60.0) 18 (56.2) 18 (90.0) 13 (54.2) 12 (50.0) 41 (73.2)

Other 14 (40.0) 14 (43.8) 2 (10.0) 11 (45.8) 12 (50.0) 15 (26.8)

BMI, mean (SD), kg/m2 24.4 (6.3) 24.0 (4.8) 23.9 (5.1) 25.5 (9.1) 24.3 (5.1) 26.1 (4.5)

Type of AA, n (%)

ATa 2 (5.7) 5 (15.6) 3 (15.0) 6 (25.0) 2 (8.3) 19 (33.9)

AUa 3 (8.6) 9 (28.1) 6 (30.0) 5 (20.8) 5 (20.8) 13 (23.2)

Other 30 (85.7) 18 (56.2) 11 (55.0) 13 (54.2) 17 (70.8) 24 (42.9)

Baseline SALT score, mean 
(SD)

79.9 (17.0) 93.4 (9.5) 87.5 (17.3) 93.6 (10.4) 89.5 (15.3) 96.8 (9.4)

Abnormal EBA score at 
baseline, n (%)b

21 (60.0) 26 (81.3) 17 (85.0) 22 (91.7) 19 (79.2) 49 (87.5)

Abnormal ELA score at 
baseline, n (%)b

20 (57.1) 21 (65.6) 16 (80.0) 19 (79.2) 16 (66.7) 47 (83.9)

Duration of AA since 
diagnosis, mean (SD), 
years

8.7 (11.4) 8.6 (9.2) 10.8 (12.8) 10.7 (10.4) 8.5 (6.6) 11.1 (11.3)

Duration of current AA 
episode, mean (SD), years

2.3 (2.2) 2.5 (2.4) 3.1 (2.7) 4.0 (3.0) 3.1 (2.3) 4.1 (3.1)

Duration of significant 
(≥50%) scalp hair loss, 
mean (SD), years

2.1 (2.6) 2.2 (2.1) 1.9 (2.0) 3.2 (2.7) 3.1 (2.6) 3.6 (3.0)

Prior pharmacological 
treatment for AA, n (%)

29 (82.9) 25 (78.1) 15 (75.0) 16 (66.7) 20 (83.3) 40 (71.4)

Comorbid conditions, 
n (%)

Asthma 4 (11.4) 1 (3.1) 1 (5.0) 3 (12.5) 5 (20.8) 8 (14.3)

Autoimmune thyroiditis 2 (5.7) 2 (6.2) 1 (5.0) 4 (16.7) 0 2 (3.6)

Atopic dermatitis 7 (20.0) 5 (15.6) 1 (5.0) 5 (20.8) 7 (29.2) 6 (10.7)

Allergic rhinitis 5 (14.3) 4 (12.5) 1 (5.0) 5 (20.8) 3 (12.5) 2 (3.6)

Note: Grey cells indicate responder populations.
Abbreviations: AA, alopecia areata; AT, alopecia totalis; AU, alopecia universalis; BMI, body mass index; EBA, eyebrow assessment; ELA, eyelash assessment; QD, once daily; 
SALT, Severity of Alopecia Tool.
aParticipants in the AT and AU categories had a SALT score of 100 (complete scalp hair loss) at baseline and a clinical diagnosis of AT or AU by the investigator.
bPatients with abnormal EBA or ELA scores had a score of 0–2 (no eyebrows/eyelashes to moderate eyebrows/eyelashes).
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8  |      RESPONSE PATTERNS TO RITLECITINIB IN AA

patients with long-standing AA tend to be more refractory 
to treatment.27,29,30 Longer duration of current AA episode 
(≥4 years) and more extensive AA (SALT score 95–100) were 
more common among non-responders in a 52-week analysis 
of baricitinib 2 and 4 mg.22 In a previous study of the JAK in-
hibitor tofacitinib in AA, treatment response was negatively 
correlated with the duration of the current episode of AA.30 
AA episode duration of <1 year was found to be significantly 
associated with SALT score ≤20 response in a post hoc anal-
ysis of the ALLEGRO-2b/3 study.35 Together, these analyses 
suggest that intervention before very severe hair loss occurs 
and early in an episode of severe disease may improve the 
chances of treatment success, particularly in cases where the 
disease shows resistance or significant progression. This is 
consistent with European expert consensus on the systemic 
treatment of AA, which underscores that a ‘wait-and-see’ 
approach is not advisable for patients eligible for systemic 
therapy given the low chance of spontaneous hair regrowth 
and the better response to systemic therapy in patients with 
a shorter disease duration.36

A new finding in this study is a disproportionately greater 
treatment response in female patients compared with male 
patients. Although more women than men were enrolled in 
the ALLEGRO-2b/3 study (446 vs. 272, respectively),21 men 
had more severe disease at baseline, which may account for 
the lower treatment efficacy in these patients. Concomitant 
unrecognised androgenetic alopecia in men, which could 
prevent achievement of SALT score ≤20, may also explain 
the disproportionate response in women.

Previous studies have reported an association between AA 
and atopic diseases, particularly atopic dermatitis, allergic rhi-
nitis and asthma.37–39 Indeed, in this analysis, of the 191 patients, 
38.2% had at least one atopic disease and 5.8% had autoimmune 
thyroiditis. The presence or absence of atopic comorbidities or 

autoimmune thyroiditis was not associated with clinical re-
sponse to ritlecitinib treatment.

This analysis is not without limitations. Response pat-
tern definitions in this analysis diverge from the clinical 
endpoint assessments conducted in ALLEGRO-2b/3,21 and 
because the analyses in this study are of as-observed data, 
the proportions of responders cannot be directly compared 
with those published previously. Acknowledging that treat-
ment success in AA is ultimately patient-specific and may 
depend on factors such as sex, hair style and cultural back-
ground, there is no clinical consensus on this matter. While 
SALT score ≤20 may be considered a therapeutic goal,40 
further improvement to SALT score ≤10 may be necessary 
to enhance quality of life.41 Additionally, the small patient 
numbers in certain response groups may limit the interpre-
tation of these results. The ALLEGRO-LT study is ongoing 
and will provide additional data on long-term response pat-
terns in patients with AA treated with ritlecitinib. The full 
safety profile of ritlecitinib across the Phase 2 and 3 studies 
of the ALLEGRO clinical programme has been reported 
previously and supports the chronic use of ritlecitinib in 
patients aged ≥12 years with AA.42

In conclusion, these analyses described six response pat-
terns among patients with AA treated with ritlecitinib 50 mg 
QD and revealed deep and durable responses over almost 
2 years of treatment, although some patients achieved SALT 
score ≤20 responses only after >1 year of treatment. Of the 
191 patients, 45.5% achieved a response and 93.1% of these re-
sponders sustained this response through 24 months. Patient 
demographics and baseline disease characteristics, including 
female sex, less extensive scalp hair loss and shorter duration 
of hair loss, were found to be associated with an increased 
likelihood of response to ritlecitinib treatment. These analy-
ses highlight the importance of extended treatment duration 

F I G U R E  4   Association of patient demographics, baseline disease characteristics and comorbidities with treatment response in rollover patients 
treated with ritlecitinib 50 mg QD. CI, confidence interval; OR, odds ratio; QD, once daily; SALT, Severity of Alopecia Tool. Multivariable logistic 
regression models evaluated the non-responder and responder (SALT score ≤20, irrespective of early, middle and late response) populations only; patients 
in the relapser and partial responder groups were excluded from this analysis. Independent covariates of interest that were significant in the stepwise 
models are shown. *Continuous variable in which a change in the variable (1 year for age, duration of significant [≥50%] scalp hair loss, episode duration 
and disease duration; 1 unit for baseline SALT score) is associated with the likelihood of response. †The latter is the reference category.

OR (95% CI)Variable Response

Increased likelihood
of non-response

Increased likelihood
of response

0.95 (0.92, 0.98)

0.17 (0.06, 0.40)

0.94 (0.89, 0.97)

0.81 (0.69, 0.95)

Sex (Male vs Female)†

Duration of significant (≥50%) scalp hair loss* 

Baseline SALT score*

Age* 0.003

<0.001

0.009

0.001

p

0 1 2
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and avoiding premature therapy discontinuation for optimal 
outcomes. While initiating ritlecitinib treatment before the 
onset of very severe hair loss and early in an episode of severe 
disease may enhance the chances of hair regrowth, further 
research is needed to confirm this possibility and to deter-
mine the most effective timing for intervention.

AU T HOR C ON T R I BU T IONS
UK, DW, RIA, SHZ and AL contributed to the concept 
and design of the study. All authors contributed to data 
analysis and interpretation and critical revision of the 
publication, and all authors read and approved the final 
manuscript.

A F F I L I AT IONS
1Dermatology Physicians of Connecticut, Fairfield, Connecticut, USA
2The Permanente Medical Group, Vallejo, California, USA
3The Ronald O. Perelman Department of Dermatology, New York University 
Grossman School of Medicine, New York, New York, USA
4Department of Dermatology, Hadassah Medical Center, Jerusalem, Israel
5The Faculty of Medicine, Hebrew University of Jerusalem, Jerusalem, Israel
6Sinclair Dermatology, Melbourne, Victoria, Australia
7The Dermatology Centre, Salford Royal Hospital, Salford, UK
8Department of Dermatology, Henri Mondor University Hospital and EpiDermE, 
Paris, France
9Department of Dermatology, Toulouse University and CHU, Toulouse, France
10The Department of Dermatology, Kyorin University Faculty of Medicine, Tokyo, 
Japan
11Health Services Consulting Corporation, Boxborough, Massachusetts, USA
12Engineering Ingegneria Informatica, Milan, Italy
13Pfizer Pharma GmbH, Berlin, Germany
14Pfizer, Inc, New York, New York, USA
15Pfizer, Inc, Collegeville, Pennsylvania, USA
16Pfizer, Inc, Groton, Connecticut, USA
17Pfizer, Inc, Paris, France

ACK NOW L E DGE M E N T S
This study was funded by Pfizer, Inc. Medical writing sup-
port was provided by Hannah Humphries, PhD, and Hannah 
Avery, PhD, of Nucleus Global and funded by Pfizer, Inc. 
The authors thank the study participants and their families 
and caregivers, as well as all investigators.

F U N DI NG I N FOR M AT ION
This study was sponsored by Pfizer, Inc.

C ON F L IC T OF I N T E R E ST STAT E M E N T
BK has served on advisory boards, is a consultant, is a clini-
cal trial investigator and/or is on a data monitoring com-
mittee for AbbVie, AltruBio, Inc., Almirall, AnaptysBio, 
Arena Pharmaceuticals, Aslan Pharmaceuticals, 
Bioniz Therapeutics, Bristol Meyers Squibb, Concert 
Pharmaceuticals, Inc., Equillium, Horizon Therapeutics, Eli 
Lilly and Company, Incyte Corp, Janssen Pharmaceuticals, 
LEO Pharma, Merck, Otsuka/Visterra, Inc., Pfizer, 
Inc., Q32 Bio, Inc., Regeneron, Sanofi Genzyme, Sun 
Pharmaceutical, TWi Biotechnology, Inc., Viela Bio and 
Ventyx Biosciences, Inc.; and has served on speakers bu-
reaus for AbbVie, Incyte, Eli Lilly, Pfizer, Regeneron and 
Sanofi Genzyme. PM received investigator grants and/or 
research funding from Concert Pharmaceuticals, Pfizer, 
Inc. and Eli Lilly. KL served as an investigator, advisory 

board member and consultant for Pfizer, received edu-
cational grant funding from Pfizer and has been a con-
sultant for Aquis. YR served as consultant, speaker, or 
investigator for AbbVie, Bristol Myers Squibb, Boehringer 
Ingelheim, Pfizer, Pepticom, Novartis, Janssen, Neopharm, 
Giuliani S.p.A, Dexcel Pharma, Eli Lilly, Sanofi, Taro and 
Monasterium Laboratory; and serves as the CMO of MII 
Labs. RS has provided professional services to Aerotech, 
AbbVie, AstraZeneca, Akesobio, Amgen, Arcutis, Arena, 
Ascend, Bayer, BMS, Boehringer Ingelheim, Celgene, 
Coherus BioSciences, Connect, Cutanea, Demira, Eli Lilly, 
Galderma, GSK, Janssen, LEO Pharma, MedImmune, 
Merck, MSD, Novartis, Oncobiologics, Pfizer, Regeneron, 
Reistone, Roche, Samson Clinical, Sanofi, Sun Pharma 
and UCB. LA has served as a consultant for AbbVie and 
L'Oreal. KE has served as a consultant for and/or received 
investigator grants from Abbvie, Almirall, Incyte, L'Oreal, 
La Roche Posay, Pfizer, Pierre Fabre, Sanofi and Viela Bio. 
CP has served as a consultant for Almirall, Amgen, AbbVie, 
Apogee Therapeutics, BMS, Boehringer Ingelheim, Celgene, 
Galderma, GSK, Eli Lilly, IQVIA, Janssen, Leo Pharma, 
Merck, Mylan, Novartis, Pfizer, Pierre Fabre, Sanofi and 
UCB Pharma. MO is a medical advisor for and receives ad-
visory fees from Pfizer Japan, Inc., Taisho Pharmaceutical 
Co, Eli Lilly Japan KK, ROHTO Pharmaceutical Co, Bristol 
Myers Squibb Japan and AbbVie GK; receives lecture fees 
from Eli Lilly Japan KK and Pfizer Japan, Inc.; and re-
ceives research grants for projects not related to this study 
from Maruho Co, Sun Pharma Japan Ltd., Advantest Corp 
and Shiseido Co. RAE is an employee of Health Services 
Consulting Corporation and received consultancy fees from 
Pfizer in connection with this study. GB is an employee of 
Engineering Ingegneria Informatica, a paid sub-contractor 
to Health Services Consulting Corporation, in conjunction 
with this analysis. UK, DW, RIA, SHZ and AL are employ-
ees of and hold stock or stock options in Pfizer, Inc.

DATA AVA I L A BI L I T Y STAT E M E N T
Upon request, and subject to review, Pfizer will provide the 
data that support the findings of this study. Subject to cer-
tain criteria, conditions and exceptions, Pfizer may also pro-
vide access to the related individual de-identified participant 
data. See https://​www.​pfizer.​com/​scien​ce/​clini​cal-​trials/​trial​
-​data-​and-​results for more information.

ET H IC A L A PPROVA L
The protocols were reviewed and approved by the institu-
tional review boards or ethics committees of the participating 
institutions. The studies were conducted in accordance with 
the International Ethical Guidelines for Biomedical Research 
Involving Human Subjects (Council for International 
Organizations of Medical Sciences 2002), ICH Guideline for 
Good Clinical Practice and the Declaration of Helsinki.

ET H IC S STAT E M E N T
Written informed consent was obtained from each patient, 
parent or the patient's legal representative.

 14683083, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jdv.20547 by Inserm

 D
isc Ist, W

iley O
nline L

ibrary on [19/02/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://www.pfizer.com/science/clinical-trials/trial-data-and-results
https://www.pfizer.com/science/clinical-trials/trial-data-and-results


10  |      RESPONSE PATTERNS TO RITLECITINIB IN AA

ORCI D
B. King   https://orcid.org/0000-0002-4576-4616 
K. Lo Sicco   https://orcid.org/0000-0002-5219-9803 
R. Sinclair   https://orcid.org/0000-0001-6751-1428 
K. Ezzedine   https://orcid.org/0000-0002-5468-4589 

R E F E R E N C E S
	 1.	 Islam N, Leung PS, Huntley AC, Gershwin ME. The autoimmune 

basis of alopecia areata: a comprehensive review. Autoimmun Rev. 
2015;14(2):81–9.

	 2.	 Lee HH, Gwillim E, Patel KR, Hua T, Rastogi S, Ibler E, et  al. 
Epidemiology of alopecia areata, ophiasis, totalis, and universa-
lis: a systematic review and meta-analysis. J Am Acad Dermatol. 
2020;82(3):675–82.

	 3.	 Cranwell WC, Lai VW, Photiou L, Meah N, Wall D, Rathnayake D, 
et  al. Treatment of alopecia areata: an Australian expert consensus 
statement. Australas J Dermatol. 2019;60(2):163–70.

	 4.	 Tosti A, Bellavista S, Iorizzo M. Alopecia areata: a long term follow-up 
study of 191 patients. J Am Acad Dermatol. 2006;55(3):438–41.

	 5.	 Mostaghimi A, Gao W, Ray M, Bartolome L, Wang T, Carley C, et al. 
Trends in prevalence and incidence of alopecia areata, alopecia totalis, 
and alopecia universalis among adults and children in a US employer-
sponsored insured population. JAMA Dermatol. 2023;159(4):411–8.

	 6.	 Liu LY, King BA, Craiglow BG. Health-related quality of life (HRQoL) 
among patients with alopecia areata (AA): a systematic review. J Am 
Acad Dermatol. 2016;75(4):806–812.e3.

	 7.	 Liu LY, King BA, Craiglow BG. Alopecia areata is associated 
with impaired health-related quality of life: a survey of affected 
adults and children and their families. J Am Acad Dermatol. 
2018;79(3):556–558.e1.

	 8.	 Okhovat JP, Marks DH, Manatis-Lornell A, Hagigeorges D, Locascio 
JJ, Senna MM. Association between alopecia areata, anxiety, and de-
pression: a systematic review and meta-analysis. J Am Acad Dermatol. 
2019;88(5):1040–50.

	 9.	 Lauron S, Plasse C, Vaysset M, Pereira B, D'Incan M, Rondepierre F, 
et  al. Prevalence and odds of depressive and anxiety disorders and 
symptoms in children and adults with alopecia areata: a systematic 
review and meta-analysis. JAMA Dermatol. 2023;159:281–8.

	10.	 Bertolini M, McElwee K, Gilhar A, Bulfone-Paus S, Paus R. Hair 
follicle immune privilege and its collapse in alopecia areata. Exp 
Dermatol. 2020;29(8):703–25.

	11.	 Paus R, Ito N, Takigawa M, Ito T. The hair follicle and immune privi-
lege. J Investig Dermatol Symp Proc. 2003;8(2):188–94.

	12.	 Wang EHC, Yu M, Breitkopf T, Akhoundsadegh N, Wang X, Shi FT, 
et al. Identification of autoantigen epitopes in alopecia areata. J Invest 
Dermatol. 2016;136(8):1617–26.

	13.	 Triyangkulsri K, Suchonwanit P. Role of janus kinase inhibitors in the 
treatment of alopecia areata. Drug Des Devel Ther. 2018;12:2323–35.

	14.	 Gilhar A, Paus R, Kalish RS. Lymphocytes, neuropeptides, and genes 
involved in alopecia areata. J Clin Invest. 2007;117(8):2019–27.

	15.	 Howell MD, Kuo FI, Smith PA. Targeting the Janus kinase family in 
autoimmune skin diseases. Front Immunol. 2019;10:2342.

	16.	 Smith SE, Neier SC, Reed BK, Davis TR, Sinnwell JP, Eckel-Passow JE, 
et al. Multiplex matrix network analysis of protein complexes in the 
human TCR signalosome. Sci Signal. 2016;9(439):rs7.

	17.	 Solimani F, Meier K, Ghoreschi K. Emerging topical and systemic JAK 
inhibitors in dermatology. Front Immunol. 2019;10:2847.

	18.	 Passeron T, King B, Seneschal J, Steinhoff M, Jabbari A, Ohyama M, 
et al. Inhibition of T-cell activity in alopecia areata: recent develop-
ments and new directions. Front Immunol. 2023;14:1243556.

	19.	 King B, Ohyama M, Kwon O, Zlotogorski A, Ko J, Mesinkovska NA, 
et  al. Two phase 3 trials of baricitinib for alopecia areata. N Engl J 
Med. 2022;386(18):1687–99.

	20.	 Xu H, Jesson MI, Seneviratne UI, Lin TH, Sharif MN, Xue L, et al. PF-
06651600, a dual JAK3/TEC family kinase inhibitor. ACS Chem Biol. 
2019;14(6):1235–42.

	21.	 King B, Zhang X, Harcha WG, Szepietowski JC, Shapiro J, Lynde C, 
et al. Efficacy and safety of ritlecitinib in adults and adolescents with 
alopecia areata: a randomised, double-blind, multicentre, phase 2b-3 
trial. Lancet. 2023;401:1518–29.

	22.	 King B, Shapiro J, Ohyama M, Egeberg A, Piraccini BM, Craiglow 
B, et  al. When to expect scalp hair regrowth during treatment of 
severe alopecia areata with baricitinib: insights from trajectories 
analyses of patients enrolled in two phase III trials. Br J Dermatol. 
2023;189:666–73.

	23.	 Clinical.trials.gov. PF-06651600 for the Treatment of Alopecia Areata 
(ALLEGRO-2b/3). 2018 Available from: https://​clini​caltr​ials.​gov/​ct2/​
show/​NCT03​732807

	24.	 Piliang M, Soung J, King B, Shapiro J, Rudnicka L, Farrant P, et al. 
Efficacy and safety of the oral JAK3/TEC family kinase inhibitor rit-
lecitinib over 24 months: integrated analysis of the ALLEGRO phase 
2b/3 and long-term phase 3 clinical studies in alopecia areata. Br J 
Dermatol. 2025;192(2):215–27.

	25.	 Hébert V, Joly P. Major improvement of very severe alopecia areata 
in patients treated with the combination of baricitinib and low 
doses of corticosteroids: an eight-case series. Clin Exp Dermatol. 
2023;48(11):1258–9.

	26.	 Alkhalifah A, Alsantali A, Wang E, McElwee KJ, Shapiro J. Alopecia 
areata update: part II. Treatment. J Am Acad Dermatol. 2010;62(2):191–
202, quiz 3–4.

	27.	 Im M, Lee SS, Lee Y, Kim CD, Seo YJ, Lee JH, et al. Prognostic factors 
in methylprednisolone pulse therapy for alopecia areata. J Dermatol. 
2011;38(8):767–72.

	28.	 Jabbari A, Cerise JE, Chen JC, Mackay-Wiggan J, Duvic M, Price V, 
et al. Molecular signatures define alopecia areata subtypes and tran-
scriptional biomarkers. EBioMedicine. 2016;7:240–7.

	29.	 Kumaresan M. Intralesional steroids for alopecia areata. Int J 
Trichology. 2010;2(1):63–5.

	30.	 Liu LY, Craiglow BG, Dai F, King BA. Tofacitinib for the treatment of 
severe alopecia areata and variants: a study of 90 patients. J Am Acad 
Dermatol. 2017;76(1):22–8.

	31.	 Pratt CH, King LE Jr, Messenger AG, Christiano AM, Sundberg JP. 
Alopecia areata. Nat Rev Dis Primers. 2017;3:17011.

	32.	 Harries MJ, Sun J, Paus R, King LE. Management of alopecia areata. 
BMJ. 2010;341:c3671.

	33.	 Gordon KA, Tosti A. Alopecia: evaluation and treatment. Clin Cosmet 
Investig Dermatol. 2011;4:101–6.

	34.	 Taylor S, Korman NJ, Tsai TF, Shimomura Y, Feely M, Dutronc Y, 
et al. Efficacy of baricitinib in patients with various degrees of alope-
cia areata severity: post-hoc analysis from BRAVE AA1 and BRAVE 
AA2. Dermatol Ther (Heidelb). 2023;13:3181–91.

	35.	 King B, Bergfeld W, Brzewski P, Askin O, Passeron T, Randhawa 
S, et al. Impact of disease history on the efficacy of ritlecitinib (PF-
06651600) in patients with alopecia areata: post hoc analysis of the 
ALLEGRO phase 2b/3 study. 31st Annual Meeting of the European 
Academy of Dermatology and Venereology (EADV). 2022.

	36.	 Rudnicka L, Arenbergerova M, Grimalt R, Ioannides D, Katoulis AC, 
Lazaridou E, et al. European expert consensus statement on the sys-
temic treatment of alopecia areata. J Eur Acad Dermatol Venereol. 
2024;38(4):687–94.

	37.	 Huang KP, Mullangi S, Guo Y, Qureshi AA. Autoimmune, atopic, and 
mental health comorbid conditions associated with alopecia areata in 
the United States. JAMA Dermatol. 2013;149(7):789–94.

	38.	 Lee S, Lee H, Lee CH, Lee WS. Comorbidities in alopecia areata: 
a systematic review and meta-analysis. J Am Acad Dermatol. 
2019;80(2):466–77.e16.

	39.	 Goh C, Finkel M, Christos PJ, Sinha AA. Profile of 513 patients with 
alopecia areata: associations of disease subtypes with atopy, auto-
immune disease and positive family history. J Eur Acad Dermatol 
Venereol. 2006;20(9):1055–60.

	40.	 King BA, Senna MM, Ohyama M, Tosti A, Sinclair RD, Ball S, 
et  al. Defining severity in alopecia areata: current perspectives 
and a multidimensional framework. Dermatol Ther (Heidelb). 
2022;12(4):825–34.

 14683083, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jdv.20547 by Inserm

 D
isc Ist, W

iley O
nline L

ibrary on [19/02/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://orcid.org/0000-0002-4576-4616
https://orcid.org/0000-0002-4576-4616
https://orcid.org/0000-0002-5219-9803
https://orcid.org/0000-0002-5219-9803
https://orcid.org/0000-0001-6751-1428
https://orcid.org/0000-0001-6751-1428
https://orcid.org/0000-0002-5468-4589
https://orcid.org/0000-0002-5468-4589
https://clinicaltrials.gov/ct2/show/NCT03732807
https://clinicaltrials.gov/ct2/show/NCT03732807


      |  11KING et al.

	41.	 McSweeney SM, Rayinda T, McGrath JA, Tziotzios C. Two phase III 
trials of baricitinib for alopecia areata: a critically appraised research 
paper. Br J Dermatol. 2023;188(2):195–7.

	42.	 King B, Soung J, Tziotzios C, Rudnicka L, Joly P, Gooderham M, et al. 
Integrated safety analysis of ritlecitinib, an oral JAK3/TEC family ki-
nase inhibitor, for the treatment of alopecia areata from the ALLEGRO 
clinical trial program. Am J Clin Dermatol. 2024;25(2):299–314.

SU PP ORT I NG I N FOR M AT ION
Additional supporting information can be found online in 
the Supporting Information section at the end of this article.

How to cite this article: King B, Mirmirani P, Lo 
Sicco K, Ramot Y, Sinclair R, Asfour L, et al. Patterns 
of clinical response in patients with alopecia areata 
treated with ritlecitinib in the ALLEGRO clinical 
development programme. J Eur Acad Dermatol 
Venereol. 2025;00:1–11. https://doi.org/10.1111/
jdv.20547

 14683083, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/jdv.20547 by Inserm

 D
isc Ist, W

iley O
nline L

ibrary on [19/02/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1111/jdv.20547
https://doi.org/10.1111/jdv.20547

	Patterns of clinical response in patients with alopecia areata treated with ritlecitinib in the ALLEGRO clinical development programme
	Abstract
	INTRODUCTION
	MATERIALS AND METHODS
	Study design
	Analysis populations
	Assessment schedules and re-baselining
	Outcomes
	Statistical analysis

	RESULTS
	Patients
	Clinical response patterns

	DISCUSSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT
	ETHICAL APPROVAL
	ETHICS STATEMENT
	ORCID
	REFERENCES


