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ABSTRACT
Background: Alopecia areata (AA) is associated with multiple 
comorbidities and shares a similar inflammatory signature with 
dementia. The great negative psychosocial impact of AA may result in 
poor social engagement, a typical risk factor for dementia. However, 
little is known about the association between AA and dementia.

Methods: Via the Taiwan National Health Insurance Research 
Database, 2,534 patients with AA (International Classification of 
Diseases, 9th Revision, Clinical Modification code: 704.01) aged ≥ 45 
years and 25,340 controls matched for age, sex, residence, income, 
dementia-related comorbidities, systemic steroid use, and annual 
outpatient visit were included between 1998 and 2011 for 
investigation of subsequent dementia from enrollment to the end 
of 2013. After controlling for potential confounders, stratified Cox 
regression analysis on each matched pair was applied to assess the 
dementia risk between the AA and control groups.

Results: Patients with AA were more likely to develop any dementia 
(adjusted hazard ratio [aHR]  = 3.24; 95% CI, 2.14–4.90), Alzheimer’s 
disease (aHR = 4.34; 95% CI, 1.45–12.97), and unspecified dementia 
(aHR = 3.36; 95% CI, 2.06–5.48) than the control cohort. Stratification 
analysis by age and sex revealed increased risks of any dementia and 
unspecified dementia in both age groups (ie, < 65 and ≥ 65 years) 
and both sex groups and increased risks of AD in male patients and 
in those with age at dementia onset ≥ 65 years. Sensitivity analyses 
after exclusion of the first year or first 3 years of observation showed 
consistent findings.

Conclusions: Patients with AA had a higher risk of developing 
dementia. Further studies are needed to elucidate the underlying 
pathophysiology between AA and dementia risk.
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A lopecia areata (AA) is a common autoimmune 
disease with an estimated lifetime prevalence of 

1.7%.1–4 It is typically characterized by small patches of 
baldness on the scalp and/or the body and may progress 
to alopecia totalis and alopecia universalis.5,6 Since hair 
is a vital part of one’s outward appearance with very high 
cosmetic concern, hair loss might have a significant 
negative emotional and psychosocial impact, leading to 
personal, social, and work-related problems.7 Anxiety 
and depression are common psychological problems in 
patients with alopecia areata.8 AA has been associated 
with other comorbidities such as atopic diseases and 
autoimmune diseases, including thyroid disease, psoriasis, 
systemic lupus erythematosus, and vitiligo.9–12 Although 
the exact pathogenesis remains unclear, the collapse of 
immune privilege of the hair follicle is thought to be a 
key driver of AA.5

Dementia is a common disorder characterized by a 
decline in at least one cognitive function that can impair 
the performance of daily activities.13 Alzheimer’s disease 
(AD) is the most frequent subtype and accounts for 60%–
80% of all dementia cases, followed by vascular dementia 
and other neurodegenerative dementias. Epidemiologic 
studies14–18 have found an association between dementia 
and systemic autoimmune diseases, including systemic 
lupus erythematosus, rheumatoid arthritis, and psoriasis. 
Evidence suggests that autoimmune and inflammatory 
mechanisms may play a role in the development of 
AD.19,20 Dementia, and AD specifically, has been shown to 
include an inflammatory component that may share some 
of the same mediators seen in AA, such as interleukin-1β 
(IL-1β), IL-6, and tumor necrosis factor–α (TNF-α).21–23 
In addition, the great negative psychosocial impact 
of AA might further lead to physical inactivity or less 
social engagement, which are significant risk factors of 
dementia according to one meta-analysis.24 Therefore, it 
is reasonable to hypothesize that AA might be associated 
with an increased risk of dementia. To evaluate whether 
or not patients with AA had higher dementia risks than 
controls, we conducted a nationwide cohort study.

METHODS

Data Source
We analyzed data from the National Health Insurance 

Research Database (NHIRD) in Taiwan. The National 
Health Research Institute (NHRI) is in charge of the entire 
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Clinical Points
 ■ Alopecia areata (AA) shares a similar inflammatory signature 

with dementia and has great psychological impacts that 
lead to poor social engagement. However, little is known 
about the association between AA and dementia.

 ■ Patients with AA had a higher risk of developing any 
dementia, Alzheimer’s disease, and unspecified dementia. 
Further studies are needed to elucidate the underlying 
pathophysiology.

insurance claims database and audits and releases the NHIRD 
for scientific and study purposes. Individual medical records 
included in the NHIRD are anonymous to protect personal 
privacy. The NHIRD provides comprehensive information 
on insured individuals, including demographic data, dates 
of clinical visits, disease diagnoses, and prescription. 
Details of the NHIRD have been described in our previous 
research.25–30 The accuracy of diagnosis of major diseases in 
the NHIRD, such as diabetes and ischemic stroke, has been 
validated.31–33 The diagnostic codes used were based on the 
International Classification of Diseases, 9th Revision, Clinical 
Modification (ICD-9-CM).

This study was approved by the Institutional Review 
Board of Taipei Veterans General Hospital (2018-07-016AC).

Study Sample
We included adults aged ≥ 45 years diagnosed with AA 

(ICD-9-CM code 704.01) at least twice by board-certificated 
dermatologists between January 1, 1998, and December 31, 
2011. To identify the incidence of dementia, we excluded 
patients if they had previous dementia or related diseases, 
invalid insurance status, unknown sex status, or unknown 
covariates. For each AA case, we randomly selected 10 
controls from the NHIRD Longitudinal Health Insurance 
Database after eliminating those individuals with prior 
diagnoses of AA and dementia. The case cohort and 
control cohort were matched with respect to age, sex, time 
of enrollment, medical comorbidities, income, and level of 
urbanization.

The index date for the AA group was the date when AA 
was diagnosed for the first time, whereas the index date for 
the control group was the date that AA was diagnosed in the 
corresponding matched patient with AA. For patients who 
developed an incident dementia, the length of follow-up 
was the period from the index date to the date of the first 
dementia diagnosis. The censored time for patients who 
did not have an incident dementia was the period from the 
index date to either December 31, 2013, or death, whichever 
occurred first.

The primary study outcome was the occurrence of 
dementia (ICD-9-CM codes: 290.0–290.4, 294.1, 294.2, 
331.0–331.2, 331.82) ascertained by the board-certified 
psychiatrist or neurologist at least twice during the 
follow-up period. The occurrence of specific types of 
dementia, including AD and vascular dementia, was also 

identified. AD was defined either by the ICD-9-CM code 
331.0 without evidence of any cerebrovascular lesions 
or by the ICD-9-CM codes for dementia (290.0–290.3, 
294.1, 294.2) with concurrent medications for AD. 
According to the regulations of National Health Insurance, 
reimbursable medical therapies for AD are approved only 
for those without identifiable organic causes, which is 
a core diagnostic element of AD. Vascular dementia was 
defined by the specific ICD-9-CM code 290.4. Other types 
of dementia, including ICD-9-CM code 331.0 with evidence 
of any cerebrovascular lesions, were defined as unspecified 
dementia in our study.

The Charlson Comorbidity Index (CCI)34 score was used 
for clinical prognosis and comorbidities adjustments. Other 
dementia-related comorbidities included cerebrovascular 
diseases, traumatic brain injury, hypertension, dyslipidemia, 
diabetes mellitus, major depressive disorder, substance 
abuse disorder, and alcohol use disorder. Income-related 
insurance payment amount was classified into 0–500, 
501–800, and ≥ 801 US dollars. Residence was classified into 
5 levels of urbanization, with level 1 indicating the most 
urbanized area and level 5 the least urbanized area. Income-
related insurance payment amount and urbanization levels 
were used to represent socioeconomic status. To investigate 
the effects of systemic AA treatment on subsequent 
dementia risks, we also adjusted for the use duration of 
systemic corticosteroids. The use durations of systemic 
corticosteroids were categorized into < 30, 30 to 364, and 
≥ 365 days. The numbers of annual outpatient visit were 
categorized into < 5, 5 to 9, and ≥ 10.

Statistical Analysis
For between-group comparisons, t test or Wilcoxon rank 

sum test was used for continuous variables and the Pearson 
test was used for categorical variables. A Cox regression 
analysis was performed to compare the risk of developing 
dementia between patients with AA and the control group. 
As for confounders adjustment, we adjusted for age, sex, 
monthly premium, residence, comorbidities, Charlson 
Comorbidity Index score, systemic steroid use, and annual 
outpatient visit.

To assess the robustness of our results, sensitivity analyses 
were performed to minimize the influence of potential bias. 
We assessed the association between AA and dementia 
after excluding the first year of observation in model 1 
and excluding the first 3 years of observation in model 
2. A 2-tailed P value of < .05 was considered statistically 
significant. All data processing and statistical analyses were 
performed with Statistical Analysis Software version 9.1 
(SAS Institute; Cary, North Carolina).

Data Availability
As participants did not provide consent for their data 

to be publicly shared, even anonymized, data would be 
made available only to potential collaborators with ethical 
approval after they submitted a research proposal to the 
Bureau of the NHI (https://nhird.nhri.org.tw/).

https://nhird.nhri.org.tw/
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Table 1. Demographic Data for Subjects With Alopecia 
Areata and Matched Controlsa

Variable
AA 

(n = 2,534)
Controls 

(n = 25,340) P Value
Age at diagnosis of AA, mean 

(SD), y
53.9 (7.5) 53.9 (7.5) .974

Sex 1.000
Male 1,075 (42.4) 10,750 (42.4)
Female 1,459 (57.6) 14,590 (57.6)

Monthly premium, USD 1.000
0–500 750 (29.6) 7,500 (29.6)
501–800 893 (35.2) 8,930 (35.2)
≥ 801 891 (35.2) 8,910 (35.2)

Residence 1.000
1 (urbanized) 384 (15.2) 3,840 (15.2)
2 648 (25.6) 6,480 (25.6)
3 194 (7.7) 1,940 (7.7)
4 210 (8.3) 2,100 (8.3)
5 (rural) 1,098 (43.3) 10,980 (43.3)

Comorbidities
Cerebrovascular diseases 199 (7.9) 1,990 (7.9) 1.000
Traumatic head injury 41 (1.6) 410 (1.6) 1.000
Hypertension 818 (32.3) 8,180 (32.3) 1.000
Dyslipidemia 696 (27.5) 6,960 (27.5) 1.000
Diabetes mellitus 389 (15.4) 3,890 (15.4) 1.000
Substance abuse 63 (2.5) 630 (2.5) 1.000
Major depressive disorder 28 (1.1) 280 (1.1) 1.000
Alcohol use disorder 34 (1.3) 340 (1.3) 1.000

Charlson Comorbidity Index score < .001
0 532 (21.0) 7,095 (28.0)
1 647 (25.5) 6,527 (25.8)
2 549 (21.7) 4,805 (19.0)
3 362 (14.3) 2,965 (11.7)
≥ 4 444 (17.5) 3,948 (15.6)

Duration of systemic 
corticosteroids, d < .001
< 30 1,445 (57.0) 16,887 (66.6)
30–364 992 (39.1) 7,700 (30.4)
≥ 365 97 (3.8) 753 (3.0)

No. of annual outpatient visits < .001
< 5 658 (26.0) 8,864 (35.0)
5–9 554 (21.9) 5,262 (20.8)
≥ 10 1,322 (52.2) 11,214 (44.3)

aValues are shown as n (%) unless otherwise noted. 
Abbreviations: AA = alopecia areata, USD = United States dollars.

RESULTS

A total of 2,534 patients with AA and 25,340 control 
subjects were enrolled in our study (Table 1 and 
Supplementary Figure 1). The mean ± SD age across groups 
was 53.9 ± 7.5 years, and 56.7% were female. Groups were 
matched on age, sex, income-related monthly premium, 
level of urbanization, and comorbidities with no between-
group differences. Patients with AA had higher CCI scores 
(P < .001), longer systemic steroid use duration (P < .001), 
and higher numbers of annual outpatient visits (P < .001) 
than the controls.

The crude incidence rates (per 100,000 people per year) 
in the AA group for any dementia, AD, vascular dementia, 
and unspecified dementia during the follow-up period were 
201.5, 31.5, 25.2, and 144.8, respectively (Table 2). The mean 
age at diagnosis of any dementia was statistically younger 
in patients with AA than in controls (73.4 vs 78.9 years, 
P = .002).

After adjusting for potential confounders, patients with 
AA were more likely to develop dementia (adjusted hazard 
ratio [aHR] = 3.24; 95% CI, 2.14–4.90), AD (aHR = 4.34; 
95% CI, 1.45–12.97), and unspecified dementia (aHR = 3.36; 
95% CI, 2.06–5.48) in comparison to the controls (Table 3). 
Patients with AA had numerically higher risk of vascular 
dementia without statistical significance than the controls 
(aHR = 2.05; 95% CI, 0.64–6.63). Age-stratified analysis 
revealed a significant association between AA and an 
increased risk of any dementia and unspecified dementia in 
both age groups and an increased risk of AD in patients with 
age at dementia onset ≥ 65 years.

Sex-stratified analysis revealed a significant association 
between AA and an increased risk of any dementia and 
unspecified dementia in both sexes, and an increased 
risk of AD in male patients (Table 4). However, we 
observed no significant association between AA and risk 
of AD in female patients and vascular dementia in both 
sexes, potentially due to inadequate sample sizes in these 
subgroups. Sensitivity analyses after exclusion of the first 
year or first 3 years of observation yielded consistent findings 
(Table 5). We checked the proportional hazards assumption 
using graphical diagnostics of log minus log plots, which 
showed proportional hazards assumption generally holds. 
As to the interaction tests, we checked the analytic models 
incorporating the interaction term of AA × sex and AA × age, 
which showed nonsignificant results.

Table 2. Incidental Cases and Incidence Rates of Any 
Dementia and Different Dementia Subtypes

Variable
AA

(n = 2,534)
Controls

(n = 25,340)
P 

Value
Incidence of any dementia

Incidental case, n (%) 32 (1.3) 83 (0.3) < .001
Crude incidence rate/100,000 PY 201.5 52.2
Age at diagnosis of dementia, 

mean (SD), y
73.4 (9.3) 78.9 (7.8) .002

Duration between enrollment and 
dementia, mean (SD), y

7.2 (3.5) 7.6 (3.9) .678

Incidence of Alzheimer’s dementia
Incidental case, n (%) 5 (0.2) 10 (0.04) .001
Crude incidence rate/100,000 PY 31.5 6.3
Age at diagnosis of dementia, 

mean (SD), y
76.5 (6.2) 78.0 (9.9) .771

Duration between enrollment and 
dementia, mean (SD), y

9.6 (2.1) 7.5 (3.2) .206

Incidence of vascular dementia
Incidental case, n (%) 4 (0.2) 14 (0.1) .053
Crude incidence rate/100,000 PY 25.2 8.8
Age at diagnosis of dementia, 

mean (SD), y
74.9 (7.8) 80.3 (4.8) .103

Duration between enrollment and 
dementia, mean (SD), y

6.0 (4.4) 8.5 (3.7) .267

Incidence of other dementia
Incidental case, n (%) 23 (0.9) 59 (0.2) < .001
Crude incidence rate/100,000 PY 144.8 37.1
Age at diagnosis of dementia, 

mean (SD), y
72.4 (10.2) 78.7 (8.1) .005

Duration between enrollment and 
dementia, mean (SD), y

6.9 (3.4) 7.3 (4.1) .664

Follow-up time, mean (SD), y 6.3 (4.2) 6.3 (4.2) .909
Summed PY 15,879.4 159,047.6
Abbreviations: AA = alopecia areata, PY = person-years, USD = United States 

dollars.
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The Kaplan-Meier curves of the cumulative 
incidence rate of dementia indicated that 
patients with AA had a higher risk of 
developing dementia (P < .0001) than the 
controls (Figure 1).

To further elucidate the influence of each 
baseline variable to subsequent dementia 
risks, we conducted further analysis of the 
demographic data of subjects with and without 
dementia (Supplementary Table 1) and the 
results of dementia risk for alopecia areata and 
other patient characteristics (Supplementary 
Table 2).

DISCUSSION

Our study showed a significant association 
between AA and subsequent risk of developing 
any dementia, AD, and unspecified dementia 
after controlling for potential confounding 
variables. To our knowledge, this study is the 
first to investigate the association between 
AA and dementia risk. Sensitivity analyses 
showed similar results in this association, 
suggesting the robustness of our results. Our 
findings alert physicians of the importance 
of screening for dementia in patients with 
AA who are ≥ 45 years of age. In addition, 
the great negative psychosocial impacts 
AA brought cannot be overlooked. Poor 
social engagement and shared inflammatory 
cytokines might be important links between 
AA and dementia. Interventions targeting 
poor social engagement and inflammatory 
cytokines may be beneficial to AA-associated 
dementia prevention. Physicians should be 
more aware of this possible association, help 
reduce disease discrimination among the 
public, and encourage more social engagement 
for AA patients. Further studies are needed 
to elucidate this association and possible 
mechanisms underlying AA and dementia.

Because of the important cosmetic and 
communicational role of human hair, AA 
can have a significant negative emotional and 
psychological impacts on individual’s life.8 
In addition, AA-related psychological stress 
may further worsen the AA itself,35 resulting 
in a vicious cycle. A recent study36 has also 
proved a bidirectional association between AA 
and depression. Anxiety and depression are 
common comorbid psychological problems 
in patients with AA.8 The great negative 
psychosocial impact of AA might further lead 
to physical inactivity or less social engagement, 
which are significant risk factors of dementia 
noted in one meta-analysis.24 In summary, AA 
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resulted in great negative psychosocial impacts, which may 
further lead to the poor social engagement and subsequently 
increase the dementia risk.

Several studies have suggested that patients with AA may 
be more likely to suffer from neurologic comorbidities.37,38 
One population-based cohort study in Taiwan39 revealed 
that patients with AA were at a higher risk for stroke in the 
3-year follow-up period, which might explain the increased 
risk of vascular dementia in AA patients. Growing evidence 
has suggested a link between dementia and systemic 
autoimmune diseases such as systemic lupus erythematosus, 
rheumatoid arthritis, and psoriasis.14–18 For instance, a 
case-control study using the Clalit Health Care database in 
Israel18 showed a significant association between systemic 
lupus erythematosus and dementia. Another retrospective 
record-linkage cohort study in the UK17 disclosed a 1.20 
(95% CI, 1.19–1.21) rate ratio for dementia after admission 
for an autoimmune disease in comparison to a control 
cohort. Additionally, a cohort study in Taiwan16 disclosed a 
significantly higher risk of dementia in middle-aged patients 
with autoimmune rheumatic diseases. Since AA shares 
similar genetic and inflammatory signatures with 
autoimmune diseases, it follows that that AA might 
be associated with an increased risk of dementia.

Shared underlying inflammatory mechanisms 
between AA and dementia might explain the 
association between these 2 distinct diseases. 
Previous studies40–42 have found elevated serum 
levels of IL-1, IL-6, TNF-α, IL-17A, IL-21, IL-22, 
and IL-23 in AA patients, suggesting a functional 
role of these cytokines in the pathogenesis of AA. 
Similarly, emerging evidence suggests that systemic 
inflammation has a causal role in the development 
of AD.43 Previous studies have shown that IL-6 
promotes expression of β-amyloid (Aβ) precursor 
protein44 and also contributes to neurofibrillary 
tangle formation by inducing tau phosphorylation.45 
Griffin et al46,47 found that increased IL-1 and 
astrocyte-derived neuritogenic cytokine S100B 
expression was present prior to Aβ plaques or 
neurofibrillary tangles, indicating that dysregulated 
inflammation may precede the development of 
dementia. High levels of α1-antichymotrypsin, 
IL-6, and, to a lesser extent, C-reactive protein were 
associated with an increased risk of dementia.21 

Table 5. Sensitivity Analyses of Dementia Risk in Patients 
With Alopecia Areata Compared to Controlsa

Model cHR 95% CI P aHRb 95% CI P
Primary model 3.86 2.57–5.81 < .001 3.24 2.14–4.90 < .001
Model 1c 4.06 2.69–6.13 < .001 3.41 2.24–5.18 < .001
Model 2d 3.90 2.52–6.03 < .001 3.25 2.08–5.07 < .001
aBold type indicates statistical significance.
bAdjusted for age, sex, monthly premium, residence, comorbidities, 

Charlson Comorbidity Index score, systemic steroid use, and annual 
outpatient visit.

cModel 1: exclude the first year of follow-up.
dModel 2: exclude the first 3 years of follow-up.
Abbreviations: aHR = adjusted hazard ratio, cHR = crude hazard ratio.

Acute systemic inflammatory events and high baseline 
levels of TNF-α were also associated with increased rates 
of cognitive decline. Overall, these findings might partially 
explain the increased risk of dementia among patients with 
AA. However, further studies are needed to elucidate the 
exact mechanisms underlying the association between these 
two conditions.

The strengths of this study included a large sample size, 
reliable diagnoses made by dermatologists, and adjustments 
for potential confounding factors. Nevertheless, this study 
had several limitations. First, the incidence of dementia and 
prevalence of AA might be underestimated in the current 
study because only those seeking medical consultation and 
treatment were included. Despite the fact that the accuracy 
of diagnosis of AA and dementia had not been validated 
before, all diagnoses in our study were given at least twice by 
board-certificated dermatologists for AA and psychiatrists 
or neurologists for dementia, creating high diagnostic 
validity. The diagnosis of AD was defined with concurrent 
medications for AD. Reimbursable medical therapies for 
AD are approved only for those without identifiable organic 
causes, which is a core diagnostic element of AD, further 
enhancing diagnostic validity. Second, the NHIRD lacks 
some information on disease severity, the amount of topical 
or intralesional steroid used, and genetic and environmental 
factors. These include smoking, alcohol consumption, diet, 
body mass index, educational status, marital status, lifestyle, 
and family history, which were potentially unaccounted for 
as confounding variables. Third, coding errors are possible 
in any database, including the NHIRD. The accuracy of 
the identification algorithm in our study, including the 
AA diagnosis and the dementia diagnosis, has not yet been 
validated, which could have led to a misclassification bias. 

Figure 1. Cumulative Incidence of Dementia for Patients With 
Alopecia Areata and Controlsa 

aValues shown above the x-axis indicate numbers of subjects at risk at each time point.
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However, the diagnosis of dementia was confirmed by 
psychiatrists or neurologists and validated by medications 
for dementia, suggesting high accuracy within the 
dementia diagnoses. Fourth, in the current study, we used 
the longitudinal data to evaluate the temporal relationship 
between AA and incident dementia, which is important to 
infer a unidirectional association. Further studies would be 
required to investigate the prevalence of dementia in patients 
with AA or the prevalence of AA in patients with dementia. 

Finally, the small number of events for some outcomes (eg, 
AD) may reduce the statistical power and caused a wide 
confidence interval.

In conclusion, patients with AA who were ≥ 45 years 
of age had an increased risk of developing any dementia, 
AD, and unspecified dementia in comparison to the control 
group. Further studies are required to confirm our findings 
and clarify the possible pathophysiology between AA and 
dementia risk.

Submitted: February 7, 2021; accepted May 24, 
2021.
Published online: October 26, 2021.
Author contributions: Dr Li, Dr Tai, and Dr M.-H. 
Chen designed the study and wrote the protocol 
and manuscript. Dr Dai, Prof Bai, and Dr Tsai wrote 
the drafts and assisted with the preparation and 
proofreading of the manuscript. Dr M.-H. Chen, Prof 
Chang and Dr T.-J. Chen performed the analysis and 
provided advice on statistical analysis.
Potential conflicts of interest: None.
Funding/support: The study was supported 
by grant from Taipei Veterans General Hospital 
(V106B-020, V107B-010, V107C-181, V108B-012, 
V110C-025, V110B-002) and Ministry of Science 
and Technology, Taiwan (107-2314-B-075-063-
MY3, 108-2314-B-075-037, 110-2314-B-075-026, 
110-2314-B-075-024-MY3).
Role of the sponsor: The funding source had no 
role in any process of this study.
Supplementary material: Available at 
PSYCHIATRIST.COM

REFERENCES

 1. Dai YX, Chen TJ, Chang YT. Ambulatory practice 
of dermatologists in Taiwan: a nationwide 
survey. J Chin Med Assoc. 2018;81(8):729–734. PubMed CrossRef

 2. Dai Y-X, Chen T-J, Chang Y-T. Skin care services 
and disease prevalence in Taiwan: a nationwide 
study. Zhonghua Pifuke Yixue Zazhi. 
2018;36(3):124–130. CrossRef

 3. Safavi KH, Muller SA, Suman VJ, et al. Incidence 
of alopecia areata in Olmsted County, 
Minnesota, 1975 through 1989. Mayo Clin Proc. 
1995;70(7):628–633. PubMed CrossRef

 4. Phototherapy for vitiligo. Drug Ther Bull. 
2017;55(6):65. PubMed

 5. Pratt CH, King LE Jr, Messenger AG, et al. 
Alopecia areata. Nat Rev Dis Primers. 
2017;3(1):17011. PubMed CrossRef

 6. Dai Y-X, Yeh C-P, Chen C-C. Efficacy and safety 
of tofacitinib therapy in Asian patients with 
severe alopecia areata. Dermatological Sinica. 
2020;38(1):3–8.

 7. Titeca G, Goudetsidis L, Francq B, et al. ‘The 
psychosocial burden of alopecia areata and 
androgenetica’: a cross-sectional multicentre 
study among dermatological out-patients in 13 
European countries. J Eur Acad Dermatol 
Venereol. 2020;34(2):406–411. PubMed CrossRef

 8. Marahatta S, Agrawal S, Adhikari BR. 
Psychological impact of alopecia areata. 
Dermatol Res Pract. 2020;2020:8879343. PubMed CrossRef

 9. Lee S, Lee H, Lee CH, et al. Comorbidities in 
alopecia areata: a systematic review and meta-
analysis. J Am Acad Dermatol. 
2019;80(2):466–477.e16. PubMed CrossRef

10. Barahmani N, Schabath MB, Duvic M; National 
Alopecia Areata Registry. History of atopy or 
autoimmunity increases risk of alopecia areata. 
J Am Acad Dermatol. 2009;61(4):581–591. PubMed CrossRef

11. Chu SY, Chen YJ, Tseng WC, et al. Comorbidity 

profiles among patients with alopecia areata: 
the importance of onset age, a nationwide 
population-based study. J Am Acad Dermatol. 
2011;65(5):949–956. PubMed CrossRef

12. Dai YX, Tai YH, Chang YT, et al. Increased risk of 
alopecia areata among patients with 
endometriosis: a longitudinal study in Taiwan. 
Dermatologica Sinica. 2021;39(1):41–44.

13. Gale SA, Acar D, Daffner KR. Dementia. Am J 
Med. 2018;131(10):1161–1169. PubMed CrossRef

14. Atzeni F, Pipitone N, Iaccarino L, et al. 
Rheumatic diseases and autoimmune vascular 
dementia. Autoimmun Rev. 
2017;16(12):1265–1269. PubMed CrossRef

15. Li X, Sundquist J, Zöller B, et al. Dementia and 
Alzheimer’s disease risks in patients with 
autoimmune disorders. Geriatr Gerontol Int. 
2018;18(9):1350–1355. PubMed CrossRef

16. Lin TM, Chen WS, Sheu JJ, et al. Autoimmune 
rheumatic diseases increase dementia risk in 
middle-aged patients: a nationwide cohort 
study. PLoS One. 2018;13(1):e0186475. PubMed CrossRef

17. Wotton CJ, Goldacre MJ. Associations between 
specific autoimmune diseases and subsequent 
dementia: retrospective record-linkage cohort 
study, UK. J Epidemiol Community Health. 
2017;71(6):576–583. PubMed CrossRef

18. Gendelman O, Tiosano S, Shoenfeld Y, et al. 
High proportions of dementia among SLE 
patients: a big data analysis. Int J Geriatr 
Psychiatry. 2018;33(3):531–536. PubMed CrossRef

19. D’Andrea MR. Add Alzheimer’s disease to the 
list of autoimmune diseases. Med Hypotheses. 
2005;64(3):458–463. PubMed CrossRef

20. Sardi F, Fassina L, Venturini L, et al. Alzheimer’s 
disease, autoimmunity and inflammation: the 
good, the bad and the ugly. Autoimmun Rev. 
2011;11(2):149–153. PubMed CrossRef

21. Engelhart MJ, Geerlings MI, Meijer J, et al. 
Inflammatory proteins in plasma and the risk 
of dementia: the rotterdam study. Arch Neurol. 
2004;61(5):668–672. PubMed CrossRef

22. Holmes C, Cunningham C, Zotova E, et al. 
Systemic inflammation and disease 
progression in Alzheimer disease. Neurology. 
2009;73(10):768–774. PubMed CrossRef

23. Tazi-Ahnini R, McDonagh AJ, Cox A, et al. 
Association analysis of IL1A and IL1B variants in 
alopecia areata. Heredity. 2001;87(pt 
2):215–219. PubMed CrossRef

24. Penninkilampi R, Casey AN, Singh MF, et al. The 
association between social engagement, 
loneliness, and risk of dementia: a systematic 
review and meta-analysis. J Alzheimers Dis. 
2018;66(4):1619–1633. PubMed CrossRef

25. Dai YX, Wang SC, Chou YJ, et al. Smoking, but 
not alcohol, is associated with risk of psoriasis 
in a Taiwanese population-based cohort study. 
J Am Acad Dermatol. 2019;80(3):727–734. PubMed CrossRef

26. Li CY, Dai YX, Chen YJ, et al. Cancer risks in 
vitiligo patients: a nationwide population-
based study in Taiwan. Int J Environ Res Public 
Health. 2018;15(9):1847. PubMed CrossRef

27. Lo PC, Li CY, Huang WF, et al. Risk of fractures 
in vitiligo patients treated with 

phototherapy—a retrospective population-
based cohort study. J Dermatol Sci. 
2016;82(3):197–203. PubMed CrossRef

28. Dai YX, Chen CC, Tai YH, et al. Increased risk of 
major depressive disorder among probands 
with psoriasis and unaffected siblings: a 
nationwide population-based study. J Eur Acad 
Dermatol Venereol. 2020;34(7):1510–1515. PubMed CrossRef

29. Dai YX, Tai YH, Chen CC, et al. Bidirectional 
association between alopecia areata and major 
depressive disorder among probands and 
unaffected siblings: a nationwide population-
based study. J Am Acad Dermatol. 
2020;82(5):1131–1137. PubMed CrossRef

30. Li CY, Dai YX, Chang YT, et al. Prenatal exposure 
to acetaminophen increases the risk of atopic 
dermatitis in children: a nationwide nested 
case-control study in Taiwan. Pediatr Allergy 
Immunol. 2021;32(5):1080–1088. PubMed CrossRef

31. Lin CC, Lai MS, Syu CY, et al. Accuracy of 
diabetes diagnosis in health insurance claims 
data in Taiwan. J Formos Med Assoc. 
2005;104(3):157–163. PubMed

32. Cheng CL, Kao YH, Lin SJ, et al. Validation of the 
National Health Insurance Research Database 
with ischemic stroke cases in Taiwan. 
Pharmacoepidemiol Drug Saf. 
2011;20(3):236–242. PubMed CrossRef

33. Hsieh CY, Chen CH, Li CY, et al. Validating the 
diagnosis of acute ischemic stroke in a National 
Health Insurance claims database. J Formos Med 
Assoc. 2015;114(3):254–259. PubMed CrossRef

34. Charlson ME, Pompei P, Ales KL, et al. A new 
method of classifying prognostic comorbidity 
in longitudinal studies: development and 
validation. J Chronic Dis. 1987;40(5):373–383. PubMed CrossRef

35. Matzer F, Egger JW, Kopera D. Psychosocial 
stress and coping in alopecia areata: a 
questionnaire survey and qualitative study 
among 45 patients. Acta Derm Venereol. 
2011;91(3):318–327. PubMed CrossRef

36. Vallerand IA, Lewinson RT, Parsons LM, et al. 
Assessment of a bidirectional association 
between major depressive disorder and 
alopecia areata. JAMA Dermatol. 
2019;155(4):475–479. PubMed CrossRef

37. Colón EA, Popkin MK, Callies AL, et al. Lifetime 
prevalence of psychiatric disorders in patients 
with alopecia areata. Compr Psychiatry. 
1991;32(3):245–251. PubMed CrossRef

38. Ghanizadeh A. Comorbidity of psychiatric 
disorders in children and adolescents with 
alopecia areata in a child and adolescent 
psychiatry clinical sample. Int J Dermatol. 
2008;47(11):1118–1120. PubMed CrossRef

39. Kang JH, Lin HC, Kao S, et al. Alopecia areata 
increases the risk of stroke: a 3-year follow-up 
study. Sci Rep. 2015;5(1):11718. PubMed CrossRef

40. Tembhre MK, Sharma VK. T-helper and 
regulatory T-cell cytokines in the peripheral 
blood of patients with active alopecia areata. 
Br J Dermatol. 2013;169(3):543–548. PubMed CrossRef

41. Atwa MA, Youssef N, Bayoumy NM. T-helper 17 
cytokines (interleukins 17, 21, 22, and 6, and 
tumor necrosis factor-α) in patients with 

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29459223&dopt=Abstract
https://doi.org/10.1016/j.jcma.2018.01.003
https://doi.org/10.1016/j.dsi.2017.11.001
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=7791384&dopt=Abstract
https://doi.org/10.4065/70.7.628
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28566323&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28300084&dopt=Abstract
https://doi.org/10.1038/nrdp.2017.11
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31465592&dopt=Abstract
https://doi.org/10.1111/jdv.15927
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33424962&dopt=Abstract
https://doi.org/10.1155/2020/8879343
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30031145&dopt=Abstract
https://doi.org/10.1016/j.jaad.2018.07.013
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19608295&dopt=Abstract
https://doi.org/10.1016/j.jaad.2009.04.031
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21616562&dopt=Abstract
https://doi.org/10.1016/j.jaad.2010.08.032
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29425707&dopt=Abstract
https://doi.org/10.1016/j.amjmed.2018.01.022
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29037904&dopt=Abstract
https://doi.org/10.1016/j.autrev.2017.10.011
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30044040&dopt=Abstract
https://doi.org/10.1111/ggi.13488
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29304089&dopt=Abstract
https://doi.org/10.1371/journal.pone.0186475
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28249989&dopt=Abstract
https://doi.org/10.1136/jech-2016-207809
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29114974&dopt=Abstract
https://doi.org/10.1002/gps.4819
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15617848&dopt=Abstract
https://doi.org/10.1016/j.mehy.2004.08.024
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21996556&dopt=Abstract
https://doi.org/10.1016/j.autrev.2011.09.005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15148142&dopt=Abstract
https://doi.org/10.1001/archneur.61.5.668
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=19738171&dopt=Abstract
https://doi.org/10.1212/WNL.0b013e3181b6bb95
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=11703512&dopt=Abstract
https://doi.org/10.1046/j.1365-2540.2001.00916.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30452410&dopt=Abstract
https://doi.org/10.3233/JAD-180439
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30528570&dopt=Abstract
https://doi.org/10.1016/j.jaad.2018.11.015
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30150564&dopt=Abstract
https://doi.org/10.3390/ijerph15091847
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26988075&dopt=Abstract
https://doi.org/10.1016/j.jdermsci.2016.02.010
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31989673&dopt=Abstract
https://doi.org/10.1111/jdv.16225
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32007291&dopt=Abstract
https://doi.org/10.1016/j.jaad.2019.11.064
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=33544946&dopt=Abstract
https://doi.org/10.1111/pai.13465
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15818428&dopt=Abstract
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21351304&dopt=Abstract
https://doi.org/10.1002/pds.2087
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=24140108&dopt=Abstract
https://doi.org/10.1016/j.jfma.2013.09.009
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=3558716&dopt=Abstract
https://doi.org/10.1016/0021-9681(87)90171-8
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=21290087&dopt=Abstract
https://doi.org/10.2340/00015555-1031
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=30649133&dopt=Abstract
https://doi.org/10.1001/jamadermatol.2018.4398
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=1884604&dopt=Abstract
https://doi.org/10.1016/0010-440X(91)90045-E
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=18986440&dopt=Abstract
https://doi.org/10.1111/j.1365-4632.2008.03743.x
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26114569&dopt=Abstract
https://doi.org/10.1038/srep11718
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=23607748&dopt=Abstract
https://doi.org/10.1111/bjd.12396


Yo
u 

ar
e 

pr
oh

ib
it

ed
 fr

om
 m

ak
in

g 
th

is
 P

D
F 

pu
bl

ic
ly

 a
va

ila
bl

e.

For reprints or permissions, contact permissions@psychiatrist.com. ♦ © 2021 Copyright Physicians Postgraduate Press, Inc.

It is illegal to post this copyrighted PDF on any website.

     e7J Clin Psychiatry 82:6, November/December 2021

Alopecia Areata and Dementia

alopecia areata: association with clinical type 
and severity. Int J Dermatol. 
2016;55(6):666–672. PubMed CrossRef

42. Loh SH, Moon HN, Lew BL, et al. Role of T 
helper 17 cells and T regulatory cells in 
alopecia areata: comparison of lesion and 
serum cytokine between controls and 
patients. J Eur Acad Dermatol Venereol. 
2018;32(6):1028–1033. PubMed CrossRef

43. Heneka MT, Carson MJ, El Khoury J, et al. 
Neuroinflammation in Alzheimer’s disease. 
Lancet Neurol. 2015;14(4):388–405. PubMed CrossRef

44. Ringheim GE, Szczepanik AM, Petko W, et al. 

Editor’s Note: We encourage authors to 
submit papers for consideration as a part of 
our Focus on Geriatric Psychiatry section. 
Please contact Jordan F. Karp, MD, at  
jkarp@psychiatrist.com, or Gary W. Small, MD, 
at gsmall@psychiatrist.com.

See supplementary material for this article at . 

Enhancement of beta-amyloid precursor 
protein transcription and expression by the 
soluble interleukin-6 receptor/interleukin-6 
complex. Brain Res Mol Brain Res. 
1998;55(1):35–44. PubMed CrossRef

45. Quintanilla RA, Orellana DI, González-Billault C, 
et al. Interleukin-6 induces Alzheimer-type 
phosphorylation of tau protein by 
deregulating the cdk5/p35 pathway. Exp Cell 
Res. 2004;295(1):245–257. PubMed CrossRef

46. Griffin WS, Barger SW. Neuroinflammatory 
cytokines—the common thread in Alzheimer’s 
pathogenesis. US Neurol. 2010;6(2):19–27. PubMed CrossRef

47. Griffin WS, Stanley LC, Ling C, et al. Brain 
interleukin 1 and S-100 immunoreactivity are 
elevated in Down syndrome and Alzheimer 
disease. Proc Natl Acad Sci U S A. 
1989;86(19):7611–7615. PubMed CrossRef

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=26235375&dopt=Abstract
https://doi.org/10.1111/ijd.12808
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=29283462&dopt=Abstract
https://doi.org/10.1111/jdv.14775
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25792098&dopt=Abstract
https://doi.org/10.1016/S1474-4422(15)70016-5
mailto:jkarp%40psychiatrist.com?subject=
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=9645958&dopt=Abstract
https://doi.org/10.1016/S0169-328X(97)00356-2
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=15051507&dopt=Abstract
https://doi.org/10.1016/j.yexcr.2004.01.002
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=22408651&dopt=Abstract
https://doi.org/10.17925/USN.2010.06.02.19
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=2529544&dopt=Abstract
https://doi.org/10.1073/pnas.86.19.7611


It is illegal to post this copyrighted PDF on any website. ♦ © 2021  Copyright Physicians Postgraduate Press, Inc.
© Copyright 2021 Physicians Postgraduate Press, Inc. 

Supplementary Material 
Article Title: Association of Alopecia Areata and the Risk of Dementia: A Nationwide Cohort Study 

Author(s): Cheng-Yuan Li, MD, MSc; Ying-Hsuan Tai, MD, MSc; Ying-Xiu Dai, MD; 
Yun-Ting Chang, MD, PhD; Ya-Mei Bai, MD, PhD; Shih-Jen Tsai, MD; 
Tzeng-Ji Chen, MD, PhD; and Mu-Hong Chen, MD, PhD 

DOI Number: https://doi.org/10.4088/JCP.21m13931 

List of Supplementary Material for the article 

1. Table 1 Demographic data of subjects with and without dementia 

2. Table 2 Cox proportional-hazards regression analyses of dementia risk for alopecia areata and 
other patient characteristics 

3. Figure 1 Flowchart of the study 

Disclaimer 
This Supplementary Material has been provided by the author(s) as an enhancement to the published article. It 
has been approved by peer review; however, it has undergone neither editing nor formatting by in-house editorial 
staff. The material is presented in the manner supplied by the author.  



It is illegal to post this copyrighted PDF on any website. ♦ © 2021  Copyright Physicians Postgraduate Press, Inc.

1 

 

 

 

  Supplementary Table 1. Demographic data of subjects with and without dementia 

  Dementia cases 

n = 115 

Non-dementia 

cases 

n = 27,759 p value 

AA, n (%) 32 27.8  2502 9.0  <.001 

Age at diagnosis of AA (years), mean (SD) 69.9 9.4  53.8 7.4  <.001 

Sex, n (%)     0.082  

   Male 58 50.4  11767 42.4   

   Female 57 49.6  15992 57.6   

Monthly premium (USD), n (%)     <.001 

   0-500 82 71.3  8168 29.4   

   501-800 24 20.9  9799 35.3   

   ≥ 801 9 7.8  9792 35.3   

Residence, n (%)     0.374  

   1 (urbanized) 15 13.0  4209 15.2   

   2 36 31.3  7092 25.6   

   3 5 4.4  2129 7.7   

   4 7 6.1  2303 8.3   

   5 (rural) 52 45.2  12026 43.3   

Comorbidities, n (%)      

   Cerebrovascular diseases 60 52.2  2129 7.7  <.001 

   Traumatic head injury 3 2.6  448 1.6  0.399  

   Hypertension 88 76.5  8910 32.1  <.001 

   Dyslipidemia 47 40.9  7609 27.4  0.001  

   Diabetes mellitus 39 33.9  4240 15.3  <.001 

   Substance abuse 0 0.0  693 2.5  0.123  

   Major depressive disorder 1 0.9  307 1.1  0.809  

   Alcohol use disorder 0 0.0  374 1.4  0.412  

Charlson Comorbidity Index     <.001 

   0 2 1.7  7625 27.5   

   1 6 5.2  7168 25.8   

   2 11 9.6  5343 19.3   

   3 11 9.6  3316 12.0   

   ≥ 4 85 73.9  4307 15.5   

Duration of systemic corticosteroids (days), n (%)    <.001 

   < 30 47 40.9  18285 65.9   

   30 - 364 57 49.6  8635 31.1   

   ≥ 365 11 9.6  839 3.0    

Annual outpatient visit, n (%)     <.001 
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   < 5 4 3.5  9518 34.3   

   6-9 11 9.6  5805 20.9   

   ≥ 10 100 87.0  12436 44.8    

Abbreviation: AA, alopecia areata; SD, standard deviation; USD, United States Dollar 
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Supplementary Table 2. Cox proportional-hazards regression analyses of dementia risk for 

alopecia areata and other patient characteristics 

Patient characteristic cHR (95% CI) p aHR† (95% CI) p 

Alopecia areata  3.86  2.57 - 5.81 <.001 3.24  2.14 - 4.90 <.001 

Age at diagnosis of alopecia areata  (years) 1.17  1.15 - 1.20 <.001 1.17  1.14 - 1.20 <.001 

Sex, male vs. female 1.38  0.96 - 1.99 0.085  1.01  0.68 - 1.51 0.945  

Monthly premium (USD)   <.001 0.00   0.769  

   501-800 vs. 0-500 0.32  0.20 - 0.50 <.001 0.89  0.55 - 1.46 0.653  

   ≥ 801 vs. 0-500 0.12  0.06 - 0.24 <.001 1.20  0.54 - 2.69 0.658  

Residence, n (%)   0.565  0.00   0.765  

   2 vs. 1 1.43  0.78 - 2.60 0.249  0.87  0.46 - 1.65 0.679  

   3 vs. 1 0.78  0.28 - 2.14 0.628  0.58  0.20 - 1.70 0.321  

   4 vs. 1 0.96  0.39 - 2.35 0.921  0.69  0.27 - 1.80 0.453  

   5 vs. 1 1.27  0.71 - 2.25 0.422  0.99  0.54 - 1.81 0.964  

Comorbidities       

   Cerebrovascular diseases 8.85  6.13 - 12.78 <.001 2.05  1.37 - 3.08 0.001  

   Traumatic head injury 1.77  0.56 - 5.58 0.328  0.42  0.12 - 1.43 0.164  

   Hypertension 5.07  3.29 - 7.81 <.001 0.83  0.51 - 1.35 0.455  

   Dyslipidemia 1.46  1.01 - 2.12 0.047  1.07  0.70 - 1.64 0.757  

   Diabetes mellitus 2.19  1.48 - 3.22 <.001 0.81  0.53 - 1.22 0.309  

   Substance abuse 0.00  0.00 - . 0.975  0.00  0.00 - . 0.981  

   Major depressive disorder 1.18  0.16 - 8.43 0.872  3.09  0.42 - 22.92 0.270  

   Alcohol use disorder 0.00  0.00 - . 0.975  0.00  0.00 - . 0.988  

Charlson Comorbidity Index   <.001 0.00   <.001 

   1 vs. 0 2.80  0.56 - 13.85 0.208  1.45  0.29 - 7.27 0.648  

   2 vs. 0 6.40  1.42 - 28.85 0.016  2.15  0.47 - 9.84 0.326  

   3 vs. 0 9.63  2.13 - 43.46 0.003  2.59  0.56 - 11.98 0.224  

   ≥ 4 vs. 0 49.20  
12.10 - 

200.05 
<.001 6.52  1.52 - 27.95 0.012  

Duration of systemic corticosteroids (days)   <.001 0.00   0.909  

      30 - 364 vs. < 30 2.30  1.56 - 3.38 <.001 1.05  0.70 - 1.56 0.822  

      ≥ 365 vs. < 30 4.13  2.14 - 7.97 <.001 0.91  0.46 - 1.80 0.783  

Annual outpatient visit, n (%)   <.001 0.00   0.013  

   6-9 vs. < 5 3.61  1.15 - 11.33 0.028  3.00  0.94 - 9.58 0.064  

   ≥ 10 vs. < 5 14.76  5.44 - 40.09 <.001 4.55  1.58 - 13.07 0.005  

Abbreviation:  aHR, adjusted hazard ratio; cHR, crude hazard ratio; CI, confidence interval; 

USD, United States Dollar. 
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†Adjusted for age, sex, monthly premium, residence, comorbidities, Charlson Comorbidity Index, 

systemic steroid use, and annual outpatient visit. 
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Supplementary Figure 1. Flowchart of the study 

Taiwan NHIRD (n=3,000,000) 

Patients aged ≥ 45 years (n=2,785)

Patients with AA diagnosis by 
dermatologists between 1998 and 2011

(n= 10,092)

Dementia diagnosis prior to AA (n=19)
Age < 44 years (n=7,288)

Control candidates (n=2,834,357)

Subjects with uncertain demographic 
data (n=93,607)
Subjects with AA by any physician 
(n=24,528)
Dementia diagnosis prior to enrollment 
(n=47,508)

Cases (n=2,534) Controls (n=25,340)

Dementia diagnosis by neurologists or psychiatrists up to 2013  

1: 10 age-, sex-, enrollment time-, 
income level-, urbanization level of 
residence- and comorbidities-matched

Subjects who were 
not matched (n=251)


