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Abstract

Background: Psychosocial implications and effect on the quality of life of individuals

due to alopecia are underestimated. This article aims at highlighting its public health

ramifications by assessing the quality of life and various factors influencing it.

Methods: A descriptive cross‐sectional study was conducted among 800 adult pa-

tients visiting four dermatological clinics in Mumbai, Delhi, Kolkata and Bangalore.

Dermatology Life Quality Index (DLQI) scale and the Hair‐Specific Skindex‐29 (HSS‐

29) scale were used. Demographic characteristics affecting alopecia were noted and

Hamilton–Norwood and Ludwig's classification was used for baldness classification

in males and females respectively. SPSS software analyzed the data. Descriptive

analysis through frequency distribution was calculated. χ2 test was computed. Un-

paired t‐test compared the responses of males and females. p‐values < 0.05 were

considered significant.

Results: The mean DQLI score were 14.57 ± 4.15 in females and 13.15 ± 3.18 in

males. The mean HSS‐29 score for women (87.81 ± 15. 65) was significantly more

than for men (77.81 ± 13. 28). The HSS‐29 index is further categorized into three

domains. The “symptom” domain score for women was 19.89 ± 4.13 as opposed to

13.34 ± 2.86 of males. The “function” domain was more in males (34.71 ± 7.31) than

females (32.74 ± 3.45). Women (35.18 ± 3.17) scored higher than men (29.76 ± 8. 83)

in the “emotion” domain.

Conclusion: The psychosocial impact of alopecia was greater in women than men.

The mental health relevance and public health concern of alopecia need to be re-

cognized and an inter‐disciplinary approach should be adopted for its resolution.
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1 | INTRODUCTION

Alopecia can tear one's life asunder. For centuries, hair has been per-

ceived as the crown of glory symbolizing youth. Nearly every culture and

society across the globe associate luscious healthy‐looking hair with

beauty and good health. Though a physical phenomenon in itself, alopecia

or hair loss can potentially have a psychological impact in the form of

stress, anxiety, depression, loss of confidence, low esteem, suicidal idea-

tion, and social phobia.1 This was substantiated by the incidence reported

in Madhurai, India wherein depression due to baldness had been the
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reason behind an individual taking the grave step of putting an end to his

life. 2

Alopecia is prevalent and long‐established in our society. Approxi-

mately 50% of men and women irrespective of their age are affected by

it.3 It can be scarring or nonscarring type of alopecia occurring as a result

of several factors such as physical, chemical, hormonal factors, auto-

immune and inflammatory diseases, congenital diseases, infections, and

neoplasms.4 Stress and anxiety are considered factors that trigger

alopecia.5 Ironically, prior studies have also reported stress levels in

patients with alopecia to be similar to those with patients suffering from

chronic and severe life‐threatening diseases.3 Consequently, these in-

dividuals are stuck in a vicious cycle of stress, anxiety, and hair loss.

The social and psychological significance of hair, especially scalp hair,

is greater than its biological importance. It serves as an essential part of an

individuals' “body image” which can be defined as the perception of es-

thetics or sexual attractiveness of one's own body. Several individuals

associate scalp hair to their individuality and self‐identity. Hair loss has the

potential to turn every day of their life into a “bad hair day.” Several

studies have established an association between dermatological disorders

affecting the mental health of the patients thereby increasing the pre-

valence of psychiatric disorders among them.6,7 A comparative study by

Kacaret al.,8 has even reported self‐stigmatization to be greater in pa-

tients with alopecia than those with mental disorders. A study evaluating

the psychological features of men and women with androgenic alopecia

found their personalities to be elusive. It was also noted that as a con-

sequence of hair loss, men reportedly became more anxious or aggressive

while more women suffered from depression due to hair loss affecting

their physical appearance.9

The World Health Organization had taken cognizance of the “black

dog” a metamorphic term coined for depression. Depression is frightening

and debilitating but is largely preventable and treatable on timely re-

cognizing it and seeking help.10 Several studies have emphasized the

psychological impact of alopecia especially among women since they tend

to be more esthetic oriented.11 Regardless of these, the influence of

alopecia on the quality of life and mental health remains underestimated

and unexplored. Several factors such as age, gender, the severity of hair

loss, occupation, and marital status determine the psychological impact of

alopecia.

On a thorough literature search, a dearth of articles was identified

focusing on the assessment of the impact of alopecia on the quality of life

for both men and women. Today, alopecia can be aptly depicted by the

Iceberg Phenomenon in which the tip of the iceberg that is visible to the

clinicians and general public constitute of only the symptoms of alopecia

and thus, labeling it to be just an esthetic concern. However, what lies

underneath the line of clinical horizon are its ramifications on the mental

well‐being and quality of life of the individual which remain unresolved

(Figure 1).

The study attempts to highlight the public health ramifications of

alopecia by assessing the quality of life amongst the adult population of

India utilizing a standardized methodology while assessing various factors

influencing it.

2 | METHODS

The current study following a descriptive cross‐sectional study

design was conducted in accordance with the STROBE guidelines

issued for cross‐sectional studies.12 The duration of this study was

of 3 months from January 2020 to March 2020. The approval for

this study was obtained from the Institutional Review Board. It was

conducted among the patients visiting the outpatient department

at four dermatological clinics located in four geographically and

culturally different cities of Mumbai, Kolkata, Bangalore, and Delhi

in India. Ethics approval was taken from the Institutional Review

Board and written informed consent was obtained from the

participants of the study.

F IGURE 1 Iceberg phenomenon depicting
the impact of alopecia
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A pilot study was carried out among 30 patients to check for the

flaws and feasibility of the study. On the basis of the pilot study, the

sample size was determined via the G* Power statistic software to be

731 which was further rounded off to 800 and was calculated using

the following formula:

n z pq d z

p q p d

= / = 1.96, at 95% confidence level;

= 63; = 100 − = 37; = allowable error = 3.5%.

2 2

Convenience sampling technique was employed to obtain the

required sample. The inclusion criteria for the study was: (1) Male

patients with male patterned baldness (classified according to Grade

I–VII of the Hamilton–Norwood classification) and female patients

suffering from female pattern baldness (classified using Ludwig's

scale ranging from Stage I to III); (2) patients above 18 years of age;

and (3) patients willing to participate in the study and ready to give

written informed consent. The exclusion criteria were: (1) patients

who were suffering from any dermatological disease other than

alopecia and (2) patients who were unwilling to give an informed

consent.

The study tools used to measure the quality of life were Der-

matology Life Quality Index (DLQI) scale and the Hair‐Specific

Skindex‐29 (HSS‐29) scale which exhibit good content validity, in-

ternal consistency and test‐retest reliability.13,14 The DLQI ques-

tionnaire was used to assess the problems related to hair and scalp in

the past week and comprised of 10 close‐ended questions with four

alternative responses ranging from “not at all/not relevant” scored 0

to “very much” scored 3. The maximum score was 30 and minimum

was 0. HSS‐29 is a self‐administered instrument that makes it pos-

sible to evaluate hair related quality of life (HRQOL) in patients with

alopecia. It comprises of 29 close‐ended questions divided into three

domains: symptom (7 items), function (12 items), and the emotion

domain (10 items) with each question having a response scale ranging

from 1 (never) to 5 (all the time). The score for each domain is ob-

tained by converting the sum of all the responses into a linear scale

ranging from 29 (HRQOL showed no effect) to 145 (HRQOL had

maximum effect). The scores obtained from both the scales were

used for calculating the mean scores in males and females. For

convenient representation and description, these responses were

tabulated after segregating them into “Yes” and “No.” In the DLQI

questionnaire, responses of “not at all” and “not relevant” were ca-

tegorized under “No” while “very much,” “a lot,” and “a little” were

categorized under “Yes.” Similarly, responses of “never” and “rarely”

in the HSS‐29 questionnaire were included into “No” while “Some-

times,” “Often,” and “All the time” were considered as “Yes.”

The data obtained from these questionnaires was coded and

entered into Statistical Package for Social Sciences (SPSS) (SPSS Inc,

version 17, IBM) software.15 Normality of the data was assessed

before analysis using Shapiro–Wilk's test. A priori analysis was car-

ried out setting α at 5% and β at 20%. Thus, the power of the study

(1 − β) is 80%. Descriptive analysis through frequency distribution

was calculated and χ2 test was applied. Unpaired t‐test was

computed to compare the responses of males and females. p‐values

of less than 0.05 were considered significant.

3 | RESULTS

Eight hundred patients responded to the study, out of which 442

were males and 358 were females. Their demographic characteristics

are specified in Table 1. On the basis of Hamilton–Norwood's clas-

sification, the most common type of hair loss in males is Grade 3

followed by Grade 2 whereas the in women the most common type

of hair loss wasType I according to Ludwig's classification. Both these

values were found to be statistically significant with p = 0.025 and

p = 0.032, respectively (Table 2).

The mean DQLI score for females is 14.57 ± 4.15 and for males is

13.15 ± 3.18 which was found to be statistically significant (0.015).

The mean HSS‐29 score for women (87.81 ± 15. 65) was more than

men (77.81 ± 13. 28) which was found to be statistically significant

(p < 0.0001). The HSS‐29 index is further categorized into three do-

mains. The “symptom” domain score for women was 19.89 ± 4.13 as

opposed to 13.34 ± 2.86 of males. The “function” domain was more in

males (34.71 ± 7. 31) than females (32.74 ± 3.45). Women

(35.18 ± 3.17) scored higher than men (29.76 ± 8. 83) in the “emo-

tion” domain (Table 3).

Table 4 depicts the responses of male and female participants

to various questions of the DQLI. On overall, alopecia affected the

daily life of females more than males as in terms of them feeling

more embarrassed and alopecia interfering with their work and

personal relationships. According to Table 4, in the majority of

patients symptoms of alopecia were absent. The social life, sex life,

and overall quality of life were compromised in the majority of the

respondents both males and females with females being affected

more than men.

4 | DISCUSSION

The loss of hair including thinning, loss of volume or and baldness has

a profound effect on the psychological and social sphere of one's life

since our society has set stereotypical standards around an in-

dividual's beauty and outward appearance it can unduly affect their

self‐esteem, emotional capacity and mental well‐being. Upon thor-

ough literature search, several studies acknowledged, alopecia to be

the leading cause of psychiatric issues.

Korabel et al.6 in their study have stated 30%–60% of derma-

tological patients suffer from some sort of psychiatric disorder. Koo

et al.7 too found a higher prevalence of psychiatric disorders in pa-

tients with alopecia when compared with the general population.

Schmitt et al.11 reported the perception of alopecia to be in-

dependently associated with a greater prevalence of symptoms of

depression, primarily in adult women up to the fifth decade of life

while also stressing upon the fact that to ascertain the association

KUMAR ET AL. | 3



TABLE 1 Sociodemographic characteristics of study participants

Sr. No. Demographic variables
Males
n = 442 (%)

Females
n = 358 (%)

Total
N = 800 (%) p‐value

1. Age (in years)

18–20 76 (9.5) 24 (6.6) 100 (12.5) 0.079

21–30 169 (21.1) 167 (20.9) 336 (42)

31–40 98 (12.3) 82 (10.2) 180 (22.5)

41–50 75 (9.4) 73 (9.1) 148 (18.5)

Above 50 24 (3) 12 (1.5) 36 (4.5)

2. Marital status

Married 173 (21.6) 175 (21.9) 348 (43.5) 0.035*

Unmarried 269 (33.6) 183 (22.9) 452 (56.5)

3. Urban/rural

Urban 276 (34.5) 308 (38.5) 584 (73) 0.033*

Rural 166 (20.8) 50 (6.2) 216 (27)

4. Level of education

Professional degree 26 (3.2) 33 (4.1) 59 (7.3) 0.085

Graduate/post‐graduate 112 (14) 116 (14.5) 228 (28.5)

Intermediate/post high
school diploma

276 (34.5) 167 (20.9) 443 (55.4)

High school certificate 22 (2.8) 35 (4.3) 57 (7.1)

Middle school certificate 0 (0) 2 (0.3) 2 (0.3)

Primary school certificate 6 (0.8) 2 (0.2) 8 (1)

Illiterate 0 (0) 3 (0.4) 3 (0.4)

5. Occupation

Professional 59 (7.4) 48 (6) 107 (13.4) 0.085

Semi‐Professional 198 (24.7) 95 (11.9) 293 (36.6)

Clerical/Shop/Farm 87 (10.9) 68 (8.5) 155 (19.4)

Skilled worker 46 (5.7) 10 (1.3) 56 (7)

Semi‐skilled worker 1 (0.1) 2 (0.3) 3 (0.4)

Unskilled worker 0 (0) 0 (0) 0 (0)

Unemployed 51 (6.4) 135 (16.8) 186 (23.2)

6. Socioeconomic status#

I – Upper 87 (10.9) 81 (10.1) 168 (21) 0.022*

II – Upper Middle 134 (16.7) 110 (13.8) 244 (30.5)

III – Lower Middle 121 (15.1) 55 (6.9) 176 (22)

IV – Upper Lower 94 (11.7) 106 (13.3) 200 (25)

V ‐ Lower 6 (0.75) 6(0.75) 12 (1.5)

7. Duration of hair fall (in years)

0–5 275 (34.4) 221 (27.6) 496 (62) 0.030

5–10 113 (14.1) 107 (13.4) 220 (27.5)

10–15 42 (5.2) 18(2.3) 60 (7.5)

15–20 12 (1.5) 12 (1.5) 24 (3)
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between these observations a specific study design and a larger

sample size would be more adequate. As reported in a study by Hunt

et al.,16 the public health and mental health relevance of alopecia

remains to be unexplored and underrated and the impact of alopecia

on a married woman's life was significant.

Hair loss is associated with youth, men suffering from hair loss

are often concerned about looking older and are more dissatisfied

with their appearance than those who do not suffer from alopecia as

reported by Girman et al.17 Though often mistaken to be primarily a

male disease, women are equally affected by it with devastating

consequences in their day‐to‐day life. The American Hair Loss

Association has even recognized it as a serious life‐altering condition

that can no longer be ignored by the medical community and society

especially in women.18 Balding or thinning hair can be more traumatic

for women in a society and culture where a bald man may be socially

acceptable but a bald woman is not with her hair being symbolic of

her femininity. In a study by Hunt and McHale,19 40% of women had

marital problems and 63% had career‐related problems as a

TABLE 1 (Continued)

Sr. No. Demographic variables
Males
n = 442 (%)

Females
n = 358 (%)

Total
N = 800 (%) p‐value

8. Family history of alopecia

Negative 185 (23.1) 143 (17.9) 328 (41) 0.001

Positive 257 (32.1) 215 (26.9) 472 (59)

9. History of alcohol consumption

Present 178 (22.3) 90 (11.2) 268 (33.5) 0.074

Absent 264 (33) 268 (33.5) 532 (66.5)

#Kuppuswamy Socioeconomic Scale 2020.

*Indicates Statistical Significance (p < 0.05).

TABLE 2 Grades and type of hair loss

Age groups (in years) Total p‐value*

Grades of hair loss 18–20 n 21–30 n 31–40 n 41–50 n >50 n N (%)

Grade 1 14 6 1 0 1 22 (2.8) 0.025

Grade 2 30 21 0 0 0 51 (6.4)

Grade 2a 8 37 0 0 0 45 (5.6)

Grade 3 4 32 4 21 7 68 (8.5)

Grade 3a 4 40 9 15 6 74 (9.2)

Grade 3 Vertex 7 19 38 12 3 79 (9.9)

Grade 4 0 5 22 11 0 38 (4.8)

Grade 4a 1 0 9 0 3 13 (1.6)

Grade 5 3 2 7 6 1 19 (2.4)

Grade 5a 5 1 6 2 0 14 (1.8)

Grade 6 0 6 0 0 0 6 (0.7)

Grade 7 0 0 2 8 3 13 (1.6)

Total N (%) 76 (9.5) 169 (21.1) 98 (12.3) 75 (9.4) 24 (3) 442 (55.3)

Type of hair loss

Type 1 17 114 41 55 4 231 (28.8) 0.032

Type 2 5 52 38 18 7 120 (15)

Type 3 2 1 3 0 1 7 (0.9)

Total N (%) 24 (3) 167 (20.9) 82 (10.2) 73 (9.1) 12 (1.5) 358 (44.7)

*χ2 test applied, p < 0.05 is statistically significant.
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consequence of alopecia. A previous study conducted by Gupta

et al.20 assessed the quality of life of patients with androgenic alo-

pecia (AA) reporting a DLQI mean score of 13.52 ± 3.15 and HSS‐29

mean score of 75.62 ± 13.78. Another study by Bade21 conducted

among male patients with AA observed an HSS‐29 mean score of

83.05 ± 15.68 and DQLI of 13.5 ± 4.4. The HSS‐29 obtained in the

current study is in contrast with their findings21 but similar to a study

conducted by Bade et al. Another study corroborating the increas-

ingly felt need to conceal or treat alopecia is the study carried out by

Montgomery et al.22 among patients with alopecia reporting 46%

opting to wear wigs to conceal their hair loss. The study also noted

the negative impacts of wearing wigs to be the constant worry of

people noticing the artificial hair or the wig falling off.22

In spite of prior studies having proven psycho‐social ramifications of

alopecia, the health professionals seem to be not completely aware of the

potential impact of hair loss on the patient's quality of life.23‐26 The

studies so quoted have findings in congruence to the current study,

wherein the women reported statistically significant higher mean DQLI

(14.57 ±4.15> 13.15± 3.18) and HSS‐29 (87.81± 15. 65> 77.81± 13.

28) scores than men. They were also emotionally more impacted than

men with the majority of them feeling ashamed, embarrassed, frustrated,

humiliated, or annoyed due to their alopecia and the HSS‐29 mean scores

for “emotion” domain being 35.18 ±3.17 as compared with 29.76 ±8.83

of men.

The current study reported alopecia interfering with the sex life of

72% women as compared with 63% men. For 73% of women as com-

pared with 61% of men alopecia posed a problem for the people they

love. Alopecia, however, took a toll on the professional life of both men as

well as women. The current study has been conducted only among pa-

tients of AA as opposed to the current study focusing on alopecia in

general. There is increased and perpetual influence of social media,

fashion, public image, and strive for achieving the set beauty standards in

the recent years which could have evoked feelings of insecurity and self‐

deprecation among patients of alopecia. The majority of the participants

preferring to stay home (71% females and 63% males) and blaming alo-

pecia for having affected their social life (88% females and 81% males) is

indicative of the influence of these factors.27,28

A link between genetic and hereditary characteristics and hair loss

has been established in previously conducted twin studies. Similar to the

findings of Bade21 (51%), the present study too noted a positive familial

history of alopecia in the majority of the participants (59%). A noteworthy

finding has been the diverse socioeconomic status, age groups, and

education of the respondents. This is indicative of the increased aware-

ness and felt need for the treatment of alopecia among all strata of the

population.

Since the current study design is cross‐sectional in nature, it may be

innately subjected to response‐related bias. Since the people's self‐

perception may vary and their outlook towards Alopecia and its impact on

their emotional and social well‐being could differ in the extent of severity

the study may also face social desirability bias, considering that the study

is primarily subjective.

With alopecia being labeled as a “Cosmetic Concern” and having

not recognized its implications on mental health and quality of life,

the treatment modalities so available seem restricted in terms of

sensitivity and economy.29‐30 In several countries, including India,

getting hairloss treatment or seeking cure for alopecia is still con-

sidered as an ‘elective procedure’, with a considerable surcharge

(such as Goods and Services tax) levied by the government on such

treatments/procedures. Untreated alopecia can be reminscent of

past distress related episodes ‐ chemotherapy induced alopecia as

well as alopecia secondary to Poly Cystic Ovarian Syndrome.31‐32

What is not on the head, i.e. hair, cascades into affecting what is

there inside the head ‐ confidence, body image and self‐esteem. Gov-

ernments across the globe should have a compassionate and empathetic

stance towards this construct; and the first step towards this would be

classifying those with hair loss as patients and not as consumers, which

would inturn organically annihilate the levying of these taxes on non‐

surgical and surgical alopecia related treatments.

TABLE 3 DQLI and HSS 29 score

Score Gender Mean ± SD Median Maximum Minimum Range p‐value*

DQLI Male 14.57 ± 4.15 14.00 24 15 9 0.015*

Female 13.15 ± 3.18 13.00 22 7 15

HSS‐29 score Male 77.81 ± 13. 28 76 125 56 69 <0.0001*

Female 87.81 ± 15. 65 86 114 49 65

Symptom Male 13.34 ± 2.86 13 23 10 13 <0.0001*

Female 19.89 ± 4.13 22 31 7 24

Function Male 34.71 ± 7. 31 35 42 20 22 <0.0001*

Female 32.74 ± 3.45 32 47 15 32

Emotion Male 29.76 ± 8. 83 30 38 25 13 <0.0001*

Female 35.18 ± 3.17 35 46 20 26

Abbreviations: DLQI, Dermatology Life Quality Index; HSS 29, Hair‐Specific Skindex‐29.

*Unpaired t‐test applied, p < 0.05 is statistically significant.
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TABLE 4 DQLI questions and symptoms of alopecia

Sr. no. Questions

Responses of females
n = 358 (%)

Responses of males
n = 442 (%)

Yes No Yes No

1 Over the last week, how itchy, sore, painful, or stinging has your skin been? 42 58 47 53

2 Over the last week, how embarrassed or self‐conscious have you been

because of your skin?

64 36 61 39

3 Over the last week, how much has your skin interfered with you going
shopping or looking after your home or garden?

37 63 33 67

4 Over the last week, how much has your skin influenced the clothes you wear? 12 88 7 93

5 Over the last week, how much has your skin interfered your social or leisure
activities?

57 43 55 45

6 Over the last week, how much has your skin made it difficult to do any sports? 23 77 34 66

7 Over the last week, has your skin prevented you from working or studying? 54 56 52 48

8 Over the last week, how much has your skin created problems with your
partner or close friends or relatives?

48 52 45 55

9 Over the last week, how much has your skin caused any sexual difficulties? 61 39 47 53

10 Over the last week, how much of a problem has the treatment of your skin
been for example making your home messy or taking up time?

58 42 55 45

Symptoms of alopecia

1. My scalp hurts 32 68 33 67

2. My alopecia affects how well I sleep 14 86 18 82

3. I worry that my alopecia may be serious 59 41 61 39

4. My alopecia makes it hard to work or do hobbies 54 46 56 44

5. My alopecia affects my social life 88 12 81 19

6. My alopecia makes me feel depressed 69 31 67 33

7. My scalp burns or stings 23 77 28 72

8. I tend to stay at home because of my alopecia 71 29 63 37

9. I worry about getting scars because of my alopecia 42 58 40 60

10. My scalp itches 38 62 41 59

11. My alopecia affects how close I can be with those I love 65 35 64 36

12. I am ashamed of my alopecia 84 16 62 38

13. I worry that my alopecia may get worse 76 24 75 25

14. I tend to do things by myself because of my alopecia 45 55 50 50

15. I am angry about my alopecia 51 49 52 48

16. Water bothers my scalp (bathing, washing hands) 33 67 28 72

17. My alopecia makes showing affection difficult 57 43 41 59

18. My scalp is irritated 27 73 24 76

19. My alopecia affects my interactions with others 52 48 54 46

20. I am embarrassed by my alopecia 69 31 66 44

21. My alopecia is a problem for the people I love 73 27 61 39

22. I am frustrated by my alopecia 80 20 62 38

23. My scalp is sensitive 6 94 11 89

(Continues)
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It is the need of the hour to recognize the gravity of this issue of

alopecia grappling a large population across the globe to stimulate

necessary private, public, and government initiatives towards

awareness about its psycho‐social impact and mental wellness.

5 | CONCLUSION

Interdisciplinary approach needs to be adopted to ensure equitable and

affordable treatment of these patients suffering from alopecia and related

mental disorders. The current study is unparalleled as it compares the

perceptions of males and females with a multifactorial approach to

alopecia.
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