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Alopecia areata is a prevalent autoimmune condition 
causing non-scarring alopecia, with significant impacts 
on quality of life. However, the long-term effects on 
major life-changing decisions remain understudied. 
A cross-sectional study was performed including 
patients with alopecia areata who attended the 
Dermatology Department of the Virgen de las Nieves 
University Hospital. Patients were asked to complete 
questionnaires to assess the impact of alopecia areata 
on major life-changing decisions and quality of life. A 
total of 70 patients were included: 71% were female 
and 29% were male. The mean age was 38.70 (SD 
14.32). The most affected major life-changing decisions 
were couple relationships and dressing; followed by job 
performance, social relationships, lifestyle changes, 
and sports practice. Female gender, higher therapeutic 
burden, or Dermatology Life Quality Index scores, and 
lower World Health Organization Five Well Being Index 
rating were significantly associated with greater major 
life-changing decisions impairment (p < 0.05). Disease 
severity and duration did not correlate with increased 
impact in most major life-changing decisions (p > 0.10). 
In conclusion, there are some major life-changing 
decisions that appear to be significantly affected in 
patients with alopecia areata. The identification of 
factors associated such us female gender, therapeutic 
burden, or alterations in mental well-being is crucial 
to explore and limit the long-term negative effects of 
the disease.

Key words: alopecia areata; major life-changing decisions; 
quality of life. 
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Alopecia areata (AA) is an autoimmune disease of the 
hair follicle that causes non-scarring alopecia and 

may affect more than 2% of the population (1). There 
are currently several treatment alternatives, some with 
very promising results, such as JAK inhibitors (2, 3). 
Despite these therapeutic developments, AA frequently 
has a significant negative influence on patients’ quality 

of life (QoL). The impact of AA on the different psy-
chosocial spheres of both patients and people who live 
with patients of AA has been extensively studied by 
several authors (4–7). These studies have been conduc-
ted following a traditional health-related QoL research 
model. This model is characterized by a cross-sectional 
approach to studying the physical, psychological, and 
social impact of the disease focusing exclusively on the 
weeks immediately preceding the clinical consultation. 
However, new directions in health-related QoL research 
are moving towards an approach that allows us to assess 
how certain diseases can have a potentially irreversible 
long-term impact on the patient’s QoL (8–10). 

Within this new perspective, the term Cumulative Life 
Course Impairment (CLCI) proposed by Kimball et al. 
has been used to refer to the progressive, cumulative 
consequences of a chronic condition over time, which 
may affect an individual’s psychological well-being and 
overall life trajectory. It is the result of an interaction 
between stigmatization, physical and psychological 
comorbidities of the disease, and coping strategies and 
external factors (11). This interaction often conditions a 
number of critical decisions in the patient’s life. Bhatti 
et al. define this set of decisions as Major Life Changing 
Decisions (MLCDs) (12). They encompass high-stakes, 
discrete decisions made at specific life stages such as 
pursuing a career, forming couple relationships, or deci-
ding to have offspring; as well as longer-term everyday 
choices (e.g., clothing, job performance) all of which 

SIGNIFICANCE
Alopecia areata is an autoimmune disease that causes hair 
loss, which has a significant impact on patients’ quality of 
life. A study of 70 patients revealed that alopecia area-
ta often affects important major life-changing decisions, 
especially couple relationships and dressing, but also job 
performance, social interactions, lifestyle, and sports prac-
tice. Women, people undergoing more lines of treatment, 
and those with poorer mental well-being reported grea-
ter impact on major life-changing decisions. Interestingly, 
severity or duration of illness was not associated with a 
greater impact on major life-changing decisions as might 
be expected. The results highlight the importance of add-
ressing emotional and social factors in alopecia areata care 
to minimize long-term effects.
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may be influenced, postponed, or even avoided due to the 
burden imposed by a chronic illness. Whereas MLCDs 
represent identifiable decision points, CLCI reflects the 
broader longitudinal burden that shapes the context in 
which these decisions are made and ultimately impacts 
their long-term outcomes. Subsequently, several studies 
have been carried out to assess the impact in this context 
on different dermatological conditions (13–16). 

However, to date, scientific evidence regarding the 
long-term impact of AA on QoL remains scarce (17). 
Based on the hypothesis that AA exerts a significant 
CLCI and may condition several MLCDs, the objectives 
of the present study were: (a) to describe the impact of 
AA on MLCDs in a cohort of AA patients; (b) to explore 
the sociodemographic and clinical factors associated with 
the most affected MLCDs; and (c) to evaluate potential 
tools to predict deterioration regarding MLCDs in order 
to assess this aspect in real clinical practice.

MATERIALS AND METHODS

Study design
A cross-sectional study was performed including patients 
with AA who attended the Dermatology Department 
between December 2023 and December 2024. Sequential 
sampling was performed. Patients were asked to com-
plete a series of questionnaires to assess the impact of 
AA on QoL and mood disturbances. 

Inclusion criteria
Inclusion criteria were: (i) patients with a clinical diag-
nosis of AA, regardless of disease severity, duration, and 
previous or current treatments; (ii) being diagnosed with 
AA for almost 6 months; (iii) age 18 years or older; (iv) 
informed consent to be included in the study; (v) under-
standing of Spanish language so as to make it possible 
to complete the questionnaires.

Exclusion criteria
Exclusion criteria were: (i) patient’s refusal to participate 
in the study; (ii) patients who had any other major disease 
that may have impacted their mood or MLCDs.

Ethics
The current study was approved by the Research Ethics 
Committee of Granada and was performed in accordance 
with the principles of the Declaration of Helsinki.

Variables of interest
Main variables:
(a)  Variables related to MLCDs, QoL, and mood distur-
bances. The following validated questionnaires were 
collected:

(i) � MLCDs Questionnaire: Includes 29 closed ques-
tions with 4 possible answers (“Not at all”, “A 
little”, “Moderately” and “A lot”) corresponding 
to a Likert scale ranging from 1 to 4 (where 1 cor-
responded to “Not at all”, and 4 to “A lot”) (18). 
The questions are grouped into the following do-
mains similar to those proposed by Bhatti et al.: 
education, professional level, personal relations-
hips, reproductive desires and sexuality, housing 
and holidays choice, lifestyle changes and sports 
activity, and toxic habits (19). Two questions are 
also included to assess the self-perceived severity 
of AA at the time of the interview and the long-
term impact throughout the patient’s life. Finally, 
an open-ended question was included on what tools 
have helped the patient to reduce the negative effect 
of AA on QoL. 

(ii) � Dermatology Life Quality Index (DLQI): this 
index serves as a measure of the general derma-
tological well-being among individuals aged 16 
and above. The survey comprises 10 queries, rated 
on a Likert scale ranging from 0 to 3, where 0 
indicates minimal impairment and 3 indicates the 
most severe. The questions pertain to the preceding 
week (20, 21). 

(iii) � World Health Organization Five Well Being Index 
(WHO-5): It´s a tool to measure the mental well-
being experienced by the patient during the last 2 
weeks. It consists of 5 questions, with Likert-type 
scores (0–5), with a higher score corresponding to 
a greater feeling of well-being. The result of each 
question is multiplied by 4 and added to the rest to 
obtain a score of 0–100. Scores < 13 indicate low 
mental well-being (22, 23). 

(iv) � Hospital Anxiety and Depression Scale (HADS): 
This validated survey comprises 14 statements 
where patients express their level of agreement/
disagreement. Each question is rated on a Likert 
scale. It is divided into 2 sections, with odd-
numbered questions assessing anxiety and even-
numbered ones evaluating depression. A score of 
≥ 8 on either subsection indicates the presence of 
anxiety or depression, respectively (24, 25). 

(b)  Variables related to the severity and characteristics 
of the disease, as evaluated by doctors:
(i)  �  Severity of Alopecia Tool (SALT): This metric 

indicates the proportion of the scalp impacted by 
AA (26). 

(ii) � The existence of total or universal AA (AAT or 
AAU).

(iii) � Affection of special locations (eyebrows, eyelas-
hes, beard, body hair). 

(iv) � Age of onset, disease duration, previous and current 
treatments for AA. 

http://medicaljournalssweden.se/actadv
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(v) � Therapeutic burden: score obtained from the sum of 
the different treatments carried out by the patients 
up to the time of the consultation. The higher the 
score, the more lines of treatment performed by the 
patient, as in other dermatological diseases (27). 

Other variables: 
Sociodemographic, biometric, and clinical variables 
(including age, sex, educational level, employment and 
marital status, tobacco use, and comorbidities) were col-
lected through a multiple-choice section included at the 
beginning of the self-administered patient questionnaires.

Statistical analysis
Descriptive statistics were used to evaluate the charac-
teristics of the sample. The Shapiro–Wilk test was used 
to assess the normality of the variables. Continuous 
variables are expressed as mean and standard deviation 
(SD). Likert scale scores are expressed as median and 
interquartile range (IQR). Qualitative variables are ex-
pressed as relative and absolute frequency distributions. 
The χ2 test or Fisher’s exact test, as appropriate, were 
used to compare nominal variables, and Student’s t-test 
or the Wilcoxon–Mann–Whitney test were used to com-
pare nominal and continuous data. To explore possible 
associated factors, simple linear regression was used 
for continuous variables. The β coefficient and SD were 
used to predict the log odds of the dependent variable. 
Statistical significance was considered if p-values were 
less than 0.05. Statistical analyses were performed using 
JMP version 14.1.0 (SAS Institute, Cary, NC, USA).

RESULTS

Sociodemographic and clinical features of the sample
One hundred patients were invited to join the study. Fi-
nally, a total of 70 patients were included: 71% (50/70) 
were female and 29% (20/70) were male with a female-
to-male ratio of 2.5. All patients had Caucasian skin type. 
The mean age was 38.7 (SD 14.3) and the mean age of 
debut was 31.4 (SD 15.2) years old. The majority of 
participants were non-smokers (71%, 50/70), with uni-
versity education (63%, 44/70) and active employment 
(61%, 43/70). Concerning AA, the most frequent form 
of disease was multiple plaques (55.7%, 39/70), with 
a mean SALT of 39.3% (SD 39.9) and a mean time of 
evolution of 7.2 (SD 7.6) years. AA total or universal 
was present in 25.7% (18/70) of the sample, and 50% 
(35/70) of the patients presented with alopecia in special 
locations (eyebrows, eyelashes, beard, or body hair). 
The most commonly used treatments at the time of con-
sultation were minoxidil 48.6% (34/70), JAK inhibitors 
47.1% (33/70), and topical corticosteroids 35.7% (25/70) 
respectively. Detailed information is given in Table I.

Subjective evaluation of alopecia areata and the impact 
on Major Life Changing Decisions

Patients were shown to have a median perception that the 
severity of their AA was moderate (median [IQR] score 
3 [2–4]), and that the long-term impact on their lives had 
been severe (3 [2–4]). Of the 16 participants who answe-
red the open-ended question, 50% (8/16) reported that 

Table I. Sociodemographic and clinical features of patients with alopecia areata (AA) in the sample

Sociodemographic features of the patients with AA (n = 70)
Age (years) 38.7 (SD 14.32)
Sex Female 71% (50/70)

Male 29% (20/70)
F:M ratio 2.5 (50/20)

Tobacco (%) Smokers 29% (20/70)
Non-smokers 71% (50/70)

Educational level No studies 11% (8/70)
Basic studies 26% (18/70)
Professional or university studies 63%(44/70)

Occupation Student 17% (12/70)
Employed 61% (43/70)
Unemployed 16% (11/70)
Retired 6% (4/70)

Marital status Single 41% (29/70)
Married 41% (29/70)
Divorced 18% (12/70)

Clinical characteristics of the patients with AA (n = 70)
Evolution time of the disease (years) 7.2 (SD 7.6) Current treatments for AA
Age of debut (years) 31.4 (SD 15.2)
Basal SALT score (%) 39.3% (SD 39.9) Intralesional corticosteroids: 15.7% (11/70) Topical corticosteroids: 35.7% (25/70)
Multiple plaques AA (%) 55.7% (39/70) Topical or oral minoxidil: 48.6% (34/70) Oral corticosteroids: 15.7% (11/70)
AA total or universalis (%) 25.7% (18/70) Immunosuppressive agents: 2.9% (2/70) Anthralin/diphencyprone: 0% (0/70)
Special locations (%) Eyebrows/eyelashes 49% (28/70)

Beard 50% (10/20)
Body hair 25.7% (18/70)
Total 50% (35/70)

JAK inhibitors: 47.1% (33/70) Therapeutic burden: Median 3.5 IQR (2–5)

Self-perceived severity
(Likert scale 0–5)

Median 3 IQR (2–4) Self-perceived impact over the life course
(Likert scale 0–4)

3 (2–4)

SD: standard deviation; IQR: interquartile range.

http://medicaljournalssweden.se/actadv
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medical treatment had contributed to lessening the impact 
of AA; and 25% (4/16) had relied on social relationships.

In terms of MLCDs, it was observed that those most 
affected in patients with AA were dressing and couple 
relationships (median score 2 [1–4]). Other MLCDs that 
were significantly affected were job performance, social 
and family relationships, changes in lifestyle, sports 
practice, and the choice of holiday destination (median 
score 2 [1–3] for all of these). The percentage of patients 
having moderate or severe impact of disease on most 
affected MLCDs is shown in Fig. 1.

On the other hand, AA seemed to have a negative 
effect on MLCDs related to leaving work, educational 
attainment, reproductive desires, housing choice, or ha-
ving toxic habits, although with a lower intensity than 
those previously mentioned (mean score 1 [1–1] for all 
of these). Detailed information is presented in Table II.

Sociodemographic factors association

Univariate analyses were performed to explore the 
sociodemographic factors associated with the most com-
monly affected MLCDs in patients with AA. Only the 
most frequently affected MLCDs were included in the 
analysis: couple relationships, choice of clothing and 
holiday destination, job performance, social and family 
relationships, changes in lifestyle, and sports practice. 

Female gender was statistically significantly related 
to all of the most affected MLCDs (p < 0.05), with the 
exception of couple relationships, which were highly 

affected regardless of gender. Concerning the rest of the 
sociodemographic variables, a greater impact on couple 
relationships was observed in patients with AA who were 
younger, single, and smokers (p < 0.05). No statistically 
significant association was observed between the rest of 
the MLCDs and demographic features (p > 0.10). 

Clinical factors association

No statistically significant associations were observed 
between the most commonly affected MLCDs and disease 
duration, severity measured by SALT index, universal 
or total types of AA, or involvement of special locations 
(p > 0.10). Patients with higher therapeutic burden scores 
and those undergoing treatment with JAK inhibitors exhi-
bited a greater impact on social and couple relationships, 
clothing, holiday choices, and sports practice (p < 0.05).

Association between measures of quality of life, mental 
well-being, and mood disturbances with the most 
commonly affected Major Life Changing Decisions in 
patients with alopecia areata

Lower scores on the WHO-5 well-being index were asso-
ciated with greater impact on work performance, family 

Fig. 1. Percentage of alopecia areata patients with moderate or 
severe involvement of each of the Major Life Changing Decisions 
evaluated.

Table II. Overview of mean scores of Likert scales for each major 
life-changing decision (MLCD) explored in the study

MLCD explored Median (IQR)

MLCD related to job:
Impact of AA on career choice 1 (1–3)
Impact of AA on job performance 2 (1–3)
Impact of AA on job-promotion opportunities 1 (1–2)
Impact of AA on absenteeism days 1 (1–2)
Impact of AA on salary 1 (1–2)
Impact of AA on losing/leaving job 1 (1–1)
Impact of AA on early retirement 1 (1–1)

MLCD related to education
Impact of AA on educational performance 1 (1–2)
Impact of AA on level of education achieved 1 (1–1)

MLCD related to relationships:
Impact of AA on family relationships 2 (1–3)
Impact of AA on social relationships 2 (1–3)
Impact of AA on couple relationships 2 (1–4)
Impact of AA on selection of partner 1 (1–1)
Impact of AA on sexual activity 1 (1–2)

MLCD related to paternity/maternity:
Impact of AA on selection of having children 1 (1–1)
Impact of AA on number of children 1 (1–1)

MLCD related to housing and holidays:
Impact of AA on actual home 1 (1–1)
Impact of AA on selection of place to live 1 (1–1)
Impact of AA on selection of living abroad 1 (1–1)
Impact of AA on selection of place of national holidays 2 (1–3)
Impact of AA on selection of place of international holidays 1 (1–2)

MLCD related to sports and lifestyle habits:
Impact of AA on changing habits or lifestyle 2 (1–3)
Impact of AA on selection of clothing 2 (1–4)
Impact of AA on sports practice 2 (1–3)

MLCD related to toxic habits:
Impact of AA on tobacco consumption 1 (1–1)
Impact of AA on alcohol consumption 1 (1–1)
Impact of AA on anxiolytic, anti-depressant, or sleeping pills 
consumption

1 (1–2)

Impact of AA on drug consumption 1 (1–1)

AA: alopecia areata; IQR: interquartile range.

http://medicaljournalssweden.se/actadv
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and social relationships, choice of holidays, lifestyle 
changes, and sports practice (p < 0.05). No association 
was shown with greater impact on clothing and couple 
relationships (p > 0.10).

Higher impairment in social and family relationships, 
choice of holidays, changes in healthy habits, sports prac-
tice, and dress were statistically significantly associated 
with higher scores on the DLQI questionnaire and the 
presence of depressive symptoms assessed by the HADS-
D questionnaire scores (p < 0.05), with no association 
observed with a deterioration in work performance or 
couple relationships (p > 0.10). Anxiety symptoms asses-
sed by the HADS-A scores were statistically significantly 
associated with all the most affected MLCDs in patients 
with AA (p < 0.05).

Evaluation of potential clinical tools to predict 
impairment of Major Life Changing Decisions

We evaluated the correlation between the impact on all 
MLCDs and some variables that could serve as tools 
in real clinical practice to assess the long-term impact 
of AA. All the results for this section are available in 
Fig. 2 and Table III.

Regarding clinical variables, the SALT index was not 
statistically significantly correlated with any MLCDs 
(p > 0.05), and the disease duration was only associated 
with less sports practice (p < 0.05). The therapeutic 
burden showed a statistically significant correlation 
with more than one-third of MLCDs explored (34.5% 
[10/29]; (p < 0.05).

Fig. 2. Evaluation of potential clinical tools to predict impairment of Major Life Changing Decision (MLCD): observed correlations between 
some sociodemographic, clinical, and quality of life variables with self-perceived severity and long-term impact and with the MLCDs 
assessed in this study. 

http://medicaljournalssweden.se/actadv
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Female gender had a significantly greater impact on 
MLCDs related to manner of dressing, losing the job, 
family relationships, choice of holiday destination, and 
lifestyle habits including sports practice (p < 0.05). An 
additional analysis regarding differences between the 
sexes has also been performed to assess possible sex-
adjusted differences in respect of the main predictor 
variables studied. It was observed that female patients 
had a longer duration of illness, with significantly lower 
SALT scores, but still had a significant loss of mental 

well-being compared with males (p < 0.05). Detailed 
information is given in Table IV.

On the other hand, higher scores on the DLQI corre-
lated with a significantly greater impact on the MLCDs 
mentioned above in the gender dimension, in addition to 
educational performance, all forms of relationships asses-
sed, sexual dysfunction, and tobacco or recreational drug 
use (p < 0.05). Lower scores on the WHO-5 well-being 
index showed the strongest correlation with the impact 
on MLCDs (68.9%, 20/29), particularly in work-related 

Table III. Univariate analysis of potential clinical tools to predict impairment of major life-changing decisions (MLCDs): observed 
correlations between some sociodemographic, clinical, and quality of life variables with self-perceived severity and long-term impact 
and with the MLCDs assessed in this study

Disease duration Basal SALT score DLQI Therapeutic burden WHO-5 Female gender

Beta (SE)
p- 
value Beta (SE)

p- 
value Beta (SE)

p- 
value Beta (SE)

p- 
value Beta (SE)

p- 
value

Difference (female-
male)/(difference SE)

p- 
value

Choice of career –0.037 
(0.019)

0.06 0.003 
(0.004)

0.53 0.006 
(0.024)

0.81 0.088 (0.070) 0.21 –0.030 
(0.024)

0.22 –0.200 (0.326) 0.54

Job performance –0.017 
(0.018)

0.33 0.001 
(0.004)

0.92 0.023 
(0.021)

0.287 0.057 (0.063) 0.374 –0.049 
(0.021)

0.02 0.450 (0.288) 0.12

Job promotion 0.002 
(0.016)

0.92 –0.003 
(0.003)

0.32 0.022 
(0.020)

0.27 0.068 (0.058) 0.24 –0.067 
(0.018)

< 0.01 0.375 (0.266) 0.16

Absenteeism –0.014 
(0.014)

0.34 0.001 
(0.003)

0.89 0.039 
(0.016)

0.02 0.031 (0.050) 0.53 –0.042 
(0.017)

0.01 0.275 (0.230) 0.24

Salary –0.015 
(0.015)

0.30 –0.002 
(0.003)

0.41 –0.012 
(0.017)

0.49 0.081 (0.051) 0.12 –0.017 
(0.018)

0.36 0.000 (0.241) 1.00

Losing job 0.001 
(0.012)

0.99 –0.001 
(0.003)

0.70 0.017 
(0.015)

0.25 0.090 (0.042) 0.04 –0.015 
(0.015)

0.31 0.386 (0.195) 0.05

Early retirement –0.005 
(0.009)

0.59 0.001 
(0.002)

0.55 0.007 
(0.009)

0.42 –0.025 (0.030) 0.41 –0.017 
(0.010)

0.11 0.130 (0.140) 0.36

Educational 
performance

–0.008 
(0.017)

0.64 0.001 
(0.003)

0.92 0.049 
(0.020)

0.02 0.079 (0.056) 0.16 –0.050 
(0.019)

0.01 0.667 (0.273) 0.81

Level of education 
achieved

0.007 
(0.014)

0.63 –0.002 
(0.003)

0.57 0.040 
(0.017)

0.02 0.101 (0.457) 0.03 –0.034 
(0.016)

0.04 0.147 (0.229) 0.52

Familial relationships 0.018 
(0.018)

0.34 –0.002 
(0.004)

0.63 0.065 
(0.021)

< 0.01 0.065 (0.061) 0.29 –0.063 
(0.021)

< 0.01 0.796 (0.283) < 0.01

Social relationships 0.017 
(0.019)

0.37 –0.001 
(0.004)

0.91 0.096 
(0.019)

< 0.01 0.130 (0.061) 0.04 –0.066 
(0.021)

< 0.01 0.492 (0.302) 0.108

Couple relationships 0.007 
(0.021)

0.74 0.002 
(0.004)

0.65 0.049 
(0.025)

0.05 0.180 (0.067) < 0.01 –0.043 
(0.025)

0.08 0.029 (0.340) 0.93

Selection of partner 0.008 
(0.013)

0.57 0.001 
(0.002)

0.57 0.017 
(0.015)

0.25 –0.010 (0.044) 0.82 –0.037 
(0.015)

0.02 –0.174 (0.215) 0.42

Genesic desire[see 
AQ1]

0.006 
(0.012)

0.63 0.001 
(0.002)

0.79 0.002 
(0.016)

0.89 0.042 (0.040) 0.30 0.005 
(0.015)

0.76 0.011 (0.197) 0.96

Have offspring 0.007 
(0.007)

0.30 –0.001 
(0.002)

0.47 0.007 
(0.011)

0.54 0.047 (0.023) < 0.05 0.005 
(0.010)

0.59 0.079 (0.115) 0.50

Number of children 0.008 
(0.010)

0.42 –0.002 
(0.002)

0.35 –0.001 
(0.013)

0.95 0.070 (0.031) 0.03 –0.005 
(0.013)

0.72 0.211 (0.157) 0.19

Sexual dysfunction 0.013 
(0.017)

0.45 0.002 
(0.003)

0.49 0.096 
(0.018)

< 0.01 –0.023 (0.056) 0.68 –0.062 
(0.020)

< 0.01 0.282 (0.270) 0.30

Housing choice –0.006 
(0.011)

0.60 –0.002 
(0.002)

0.32 0.007 
(0.014)

0.59 0.071 (0.036) 0.05 –0.022 
(0.013)

0.09 0.233 (0.175) 0.19

City choice –0.005 
(0.008)

0.52 –0.001 
(0.002)

0.59 –0.004 
(0.010)

0.70 0.014 (0.027) 0.60 –0.006 
(0.010)

0.55 0.117 (0.129) 0.37

Living abroad –0.002 
(0.008)

0.80 0.001 
(0.002)

0.68 0.032 
(0.010)

< 0.01 0.053 (0.027) 0.05 –0.011 
(0.010)

0.28 –0.125 (0.135) 0.36

Vacation national spot 0.022 
(0.020)

0.27 0.001 
(0.004)

0.92 0.097 
(0.021)

< 0.01 0.148 (0.064) 0.02 –0.078 
(0.022)

< 0.01 0.813 (0.306) 0.01

Abroad vacation spot 0.011 
(0.019)

0.58 –0.002 
(0.004)

0.56 0.088 
(0.021)

< 0.01 0.099 (0.064) 0.12 –0.060 
(0.022)

< 0.01 0.679 (0.302) 0.01

Lifestyle changes 0.024 
(0.019)

0.21 –0.001 
(0.004)

0.73 0.094 
(0.021)

< 0.01 0.098 (0.064) 0.13 –0.084 
(0.021)

< 0.01 0.842 (0.297) < 0.01

Clothing 0.024 
(0.021)

0.25 –0.001 
(0.004)

0.84 0.104 
(0.022)

< 0.01 0.081 (0.070) 0.25 –0.056 
(0.025)

0.03 0.896 (0.325) < 0.01

Sports practice 0.051 
(0.018)

< 0.01 0.002 
(0.004)

0.54 0.095 
(0.023)

< 0.01 0.148 (0.062) 0.02 –0.057 
(0.023)

0.02 0.654 (0.302) 0.03

Tobacco consumption 0.001 
(0.013)

0.95 –0.002 
(0.003)

0.46 0.037 
(0.015)

0.02 –0.062 (0.043) 0.16 –0.030 
(0.015)

0.06 0.083 (0.213) 0.70

Alcohol consumption 0.006 
(0.012)

0.65 –0.001 
(0.002)

0.87 0.024 
(0.014)

0.098 0.025 (0.041) 0.54 –0.056 
(0.013)

< 0.01 –0.150 (0.196) 0.45

Sedative drug 
consumption

–0.009 
(0.019)

0.63 –0.004 
(0.004)

0.30 0.041 
(0.022)

0.07 0.009 (0.062) 0.88 –0.074 
(0.020)

< 0.01 0.279 (0.297) 0.35

Recreational drug 
consumption

–0.002 
(0.006)

0.80 0.002 
(0.001)

0.07 0.015 
(0.008)

< 0.05 –0.010 (0.021) 0.63 –0.007 
(0.007)

0.33 0.011 (0.101) 0.91

SALT: Severity of Alopecia Tool; DLQI: Dermatology Life Quality Index; WHO-5: World Health Association Well Being Questionnaire; SE: standard error. 
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aspects, all types of relationships evaluated, clothing, 
lifestyle changes, vacation destination choice, and toxic 
substance consumption (p < 0.05). 

Finally, most of the variables studied as potential 
predictive tools demonstrated a strong correlation 
with patient-perceived severity and long-term impact 
(p < 0.05). 

DISCUSSION

The results of our study suggest that AA exerts a conside-
rable CLCI, influencing a range of MLCDs that patients 
must make throughout their lives. Some variables, such 
as female sex, a greater number of treatments and the 
lower sense of well-being as measured by the WHO-5 
scale, seem to correlate with a greater deterioration of 
MLCDs in general terms. 

The main MLCDs affected in patients with AA were 
couple relationships and manner of dressing. Recent 
studies support this impact on relationships, which are 
largely affected irrespective of gender because of the 
feelings of shame, anxiety, and loss of self-esteem that 
are common in patients with AA (28). On the other hand, 
hair is identified as a symbol of gender, age, beauty, sta-
tus, and health, among others (29). For all these reasons, 
hair loss can condition the way in which patients tend to 
dress, forcing them to use camouflage measures to reduce 
the negative impact (30). 

Job performance, social and family relationships, 
changes in lifestyle habits, sports practice, and choice 
of holiday destination were the other MLCDs most af-
fected in the cohort of patients evaluated. This is con-
sistent with other studies showing how patients with AA 
have a higher risk of absenteeism, unemployment, and 
loss of work productivity in relation to the presence of 
physical symptoms, eyebrow/eyelash involvement, and 
perceived severity of the disease, especially in women 
(31–33). As with couple relationships, social and family 
relations are also affected in patients with AA (32). 
In previous studies, patients reported social isolation, 
reduced interactions with friends, and withdrawal from 
leisure activities due to feelings of rejection, intimida-
tion, and embarrassment about their appearance. At 
the family level, even explaining AA to children was 
emotionally challenging, as children expressed distress 

and fear of experiencing the same loss in the future as 
their parents (34). 

In terms of clinical factors associated with greater 
long-term impairment, the impact of AA on MLCDs ap-
pears to be greater in women than in men, despite having 
less severe forms of the disease in the cohort studied. 
This is consistent with what has been observed in other 
pathologies such as atopic dermatitis, psoriasis, or hidra-
denitis suppurativa, where being female has been found 
to predispose to certain outcomes such as higher rates 
of mental illness that accentuate the suffering caused by 
the disease (35). We will have to pay special attention 
to this group of patients to try to fight this gender gap. 

On the other hand, objective severity as measured by 
the SALT index or years of evolution will not serve as 
tools to explore CLCI in patients with AA. However, 
having a higher therapeutic burden or having required 
treatment with JAK inhibitors should alert us to ask 
specifically about this long-term impact, as correlations 
were observed with up to one-third of the MLCDs as-
sessed. It is possible that cumulative fatigue, frustration, 
and anxiety due to failure to respond to various lines of 
treatment may contribute to increased CLCI. 

Finally, the WHO-5 well-being questionnaire proved 
to be a useful, quick and easy tool to explore the impact 
of most MLCDs. There are no studies to date asses-
sing the impact on quality of life using the WHO-5 in 
patients with AA. Patients with altered scores on this 
questionnaire, especially if they have mood disturbances 
or altered scores on other tests such as the DLQI, should 
be specifically questioned to try to detect and at least 
alleviate this long-term impact.

The main limitations of the current study are: its cross-
sectional nature, which makes it impossible to assess 
causality, the probable overrepresentation of patients 
with more severe disease, and the limited sample size, 
especially for men, which could have led to limited de-
tection of statistical differences.

In conclusion, there are some MLCDs that appear 
to be significantly affected in patients with AA such as 
social relationships, clothing, job performance, chan-
ges in lifestyle, or sports practice. The identification 
of factors associated with a greater impact on MLCDs 
like female gender, therapeutic burden, or alterations 
in mental well-being is crucial to explore and limit the 
long-term negative effects of the disease. Further studies 
are needed to understand the multidimensionality and 
CLCI of the disease in order to provide holistic care for 
patients with AA. 
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Table IV. Comparison between male and female patients regarding 
different clinical variables

Women (n = 50) Men (n = 20) p-value

SALT Score (%) 33.93 (SD 5.90) 53.73 (SD 9.79) 0.08
Disease duration (years) 8.10 (SD 1.06) 4.76 (SD 1.72) 0.10
Therapeutic burden 3.58 (SD 0.31) 3.60 (SD 0.49) 0.97
Significant DLQI Impairment 
(DLQI > 10)

16.00% (8/50) 5.00% (1/20) 0.269

WHO-5 score 12.66 (SD 0.85) 15.90 (SD 1.35) 0.046

SALT: Severity of Alopecia Tool; DLQI: Dermatology Life Quality Index; WHO-5: 
World Health Association Well Being Questionnaire.
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