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ABSTRACT
This study was conducted to explore and clarify the lived experiences of individuals with alopecia areata in the context of their

social relationships. This research adopted a phenomenological approach. Participants were selected through purposive sampling
from individuals diagnosed with alopecia areata who were either referred to a specialized dermatology hospital or were members
of the Iranian Alopecia Areata Association. The number of participants was determined based on the principle of data saturation.
In-depth, semi-structured interviews were conducted with 14 participants to gather rich and detailed data. Data were analyzed
using the content analysis method proposed by Strauss and Corbin (Strauss & Corbin, 1998), which allows for the systematic
identification of patterns and themes within qualitative data. The analysis of data concerning the experiences of individuals with
alopecia areata in their social relationships led to the emergence of five core themes, each containing multiple subthemes. These
included the psychological and social pressures experienced by individuals, the various forms of social support they received, the
role of social comparison in shaping their perceptions, the coping skills they employed to manage psychosocial stressors, and the
outcomes of their effective social interactions. These themes reflect the complex interplay of internal and external factors that
influence how individuals navigate their social worlds while living with alopecia areata. The findings of this study indicate that
individuals with alopecia areata encounter a range of psychosocial difficulties as they attempt to maintain their social enga gement.
Nevertheless, these individuals demonstrate resilience through the utilization of social support, the application of effective
interpersonal skills, and a reliance on their personal strengths in communicating and connecting with others. As a result, negative
experiences may be restructured into positive ones, fostering growth, increased success, and ultimately leading to experiential
well-being and an improved social position. Enhancing awareness among patients and society at large regarding the importance

of supporting individuals with alopecia areata is a critical necessity.
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Introduction

Health and illness are not merely biological or psychological phenomena; rather, they simultaneously possess social
dimensions and essences as well (Cuthrell & Jiménez, 2024). Social factors, just as they play an essential role in
creating, maintaining, and promoting health, also have a fundamental impact on the emergence, prevalence, and
continuation of illness (Raymond, 1997). As experiential well-being—which necessitates being free from discomfort
and isolation and possessing the capacity for growth—is defined through social relationships (1), illness, too, must be
understood as a social entity no less than a biological one (2).

Typically, illness is considered a temporary abnormal condition that must be overcome for a person to return to
normal life. However, in chronic illnesses, this goal is not easily attainable, requiring attention to the transformed
personal and social world of the patient (3). Alopecia areata is a chronic dermatological condition characterized by
sudden hair loss on the scalp and other parts of the body (Selgukoglu Kilimci et al., 2024). It is classified as an
autoimmune disorder in which the immune system becomes dysregulated and attacks hair follicles, leading to hair
loss from the scalp, face, and body (4).

Alopecia areata manifests in three clinical forms: patchy hair loss (alopecia areata), total hair loss of the scalp
(alopecia totalis), and complete loss of scalp, eyebrow, eyelash, and body hair (alopecia universalis) (5). Although many
patients experience no physical pain or lesions, the unusual and sudden pattern of hair loss causes emotional and
psychosocial distress (6). Previous research has acknowledged that while patients are physically healthy and not
impaired in physical functioning, alopecia areata is fundamentally an appearance-altering illness. The loss of hair—
especially eyelashes and eyebrows, which help define one’s facial identity—can cause individuals to appear drastically
different (Piraccini et al., 2024).

As such, the disease carries serious psychological consequences and leads to emotional, personal, social, and
occupational difficulties for patients (7). In a systematic review of 19 studies, Tucker (2009) reported that individuals
with alopecia experience psychological challenges, particularly in areas such as self-confidence, body image, and self-
esteem (8). Research has shown that the prevalence of anxiety, depression, and phobias is higher in these patients than
in the general population, which is also related to their coping skills and personality traits (9).

Hunt also investigated how individuals respond to alopecia areata and concluded that responses differ depending
on perceived body image, self-esteem, coping strategies, personality traits, and the support of social networks (7). In
another study, Hunt (2015) examined the coping methods used by adolescents in Pakistan, identifying negative
emotions and thoughts, physical and future-related concerns, both adaptive and maladaptive coping strategies, and
the emotional and social losses associated with the disease (10).

Recent studies have examined patients’ quality of life, highlighting restricted activity, concealment behaviors, and

various coping strategies. Socially, these studies suggest that patients’ engagement in activities becomes limited (11).

25| Page


https://doi.org/10.61838/mhlj.1.2.3

Zakipour et al.

Other similar investigations have also demonstrated that alopecia affects quality of life, with social functioning being
one of the most significantly impacted dimensions compared to control groups (7, 12-14).

Cuthrell and colleagues have shown that individuals with alopecia areata may be at increased risk for major
depression, anxiety disorders, and social phobia (15-18). Picardi and colleagues (2003) examined psychosomatic
factors at the onset of alopecia areata and found that compared to patients with other dermatological conditions,
individuals with alopecia exhibited greater avoidant attachment, higher levels of alexithymia, and lower levels of
perceived social support (19, 20).

By reviewing the literature on psychological issues and the effects of alopecia areata on patients’ quality of life, it
becomes evident that social factors and patients’ social concerns play a substantial role (21). This highlights the social
dimension of the illness—how it disrupts the natural and transparent manner in which individuals enter social
interactions—and reveals new social challenges that arise directly from the illness itself (Habif, 2005).

Although some previous studies have addressed social factors, the majority have utilized quantitative methods, and
none have specifically examined the patient’s own perspective and lived experience regarding social relationships and
the psychosocial aspects of the illness. Since gaining a deeper understanding of a phenomenon’s emotional, cognitive,
and subjective dimensions is best achieved through qualitative methods (Strauss & Corbin, 1998), and because
individuals’ experiences of receiving and offering support are shaped by the culture and societal conditions in which
they live, this study was conducted using a qualitative approach to explore the lived social experiences of individuals

with alopecia areata.

Methods and Materials

The present study is a qualitative investigation employing the grounded theory approach. Qualitative research is
utilized to examine ongoing processes in human interaction and to attain deep understanding of individual
experiences with the aim of acquiring the most comprehensive data possible. This study, using a phenomenological
perspective, aims to explore the lived experiences of individuals with alopecia areata in the context of social
relationships. Data were analyzed using Strauss and Corbin's grounded theory methodology. According to the
literature, this method has been widely used in nursing studies; therefore, adherence to the ontological and
epistemological assumptions of this version is crucial for maintaining macro-level quality in grounded theory research.
Grounded theory is a general research method aimed at generating theory. Grounded theory refers to theory that is
derived from data systematically collected and analyzed during the research process.

Participants were selected through purposive sampling from individuals diagnosed with alopecia areata who were
referred to a specialized dermatology hospital, as well as members of the Iranian Alopecia Areata Association. The
number of participants was determined based on data saturation. A total of 14 individuals (5 men and 9 women) aged
between 15 and 40 years participated in the study. The inclusion criteria for inviting individuals to participate in the
interviews were mental health stability, age, disease duration, and differential diagnosis. Since the first two years
following the onset of alopecia areata are typically marked by emotional crisis and grief, a disease duration of more
than two years was considered a necessary inclusion criterion. Differential diagnoses of alopecia areata include
trichotillomania, syphilis, telogen effluvium, particularly tinea capitis, androgenic alopecia (male and female pattern
baldness), and chemotherapy-induced alopecia, which were all considered during participant selection.

In terms of disease severity, participants had the universal form of alopecia areata (alopecia universalis),

characterized by complete loss of hair on the scalp, eyebrows, eyelashes, and body, resulting in the most dramatic
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changes in appearance. Some participants had experienced other forms or severities of the disease during different
periods.

Data collection was conducted through in-depth, semi-structured interviews aimed at acquiring detailed and
focused knowledge from those who had experienced alopecia areata. Verbal informed consent was obtained from all
participants prior to the interviews, and they were assured that their information would remain confidential.
Anonymity, confidentiality, and the right to withdraw at any time were key ethical principles observed in the study. At
the beginning of each interview, the researcher built rapport with the participant through a friendly introduction, and
then guided the conversation with open-ended questions about social relationships. Example questions included: "At
what age and stage of life did it occur—school, university, or employment?", "How did you feel?", "How did others
react and how did you respond?", "How were you in public or social settings?" When needed, participants were
encouraged to elaborate further by asking, “Can you explain that a bit more?” This approach encouraged participants
to express their experiences more freely. Based on participants’ narratives, exploratory questions were also asked to
deepen the exploration of their experiences. Interview durations ranged from 30 to 90 minutes. With participants’
permission, interviews were audio-recorded.

After each interview, a verbatim transcription was made to facilitate data analysis. In this strategy, data collection,
data analysis, and the theory ultimately derived from the data are closely interrelated. Coding was conducted in three
stages: open coding (identifying concepts in the data), axial coding, and selective coding. In grounded theory, data
analysis for theory generation involves theoretical coding. Initially, appropriate codes are assigned to different
segments of the data, and these codes are grouped into categories in a process known as open coding. Then, the
researcher reflects on different dimensions of these categories and identifies connections between them through axial
coding.

It is important to note that during this coding process, the researcher engaged in theoretical sampling based on
emerging concepts from the data. This involved gathering additional data about individuals, events, and situations
that could provide a richer understanding of the resulting categories and concepts. Finally, during selective coding,
the categories were refined, and a theoretical framework emerged through this iterative process. Every effort was made
to adhere to these stages and conditions throughout the research. Constant comparison was conducted between the
codes to establish logical and coherent relationships among them. According to Strauss and Corbin (1998), credibility
and quality assessment in grounded theory research involve considerations of fit, workability, relevance, and
modifiability.

Findings and Results

Data analysis of the lived experiences of individuals with alopecia in their social relationships resulted in the
identification of five main categories, each encompassing several subcategories. These main categories include:
psychosocial pressures (social anxiety, unsuccessful social experiences, and illness-related social problems), social
support (support from significant others, organizational support, and support resources), social comparison (positive
self-evaluation, gratitude, and support groups), coping skills for psychosocial pressures (maladaptive coping, self-
esteem and self-affirmation, intimate relationships, and contradictory experiences), and outcomes of effective social

interactions (sense of self-efficacy, social status, social acceptance, and popularity).
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Table 1. The Results of Qualitative Study

Sample Participant Quotes Open Coding Axial Coding Selective
Coding

"One of my coworkers stares at my eyes a lot; his Beingobserved and evaluated, Social anxiety, Psychosocial
gaze is full of questions.""Everyone looks at Drawing attention, Rejection Unsuccessful social pressures
you.""They wouldn’t accept me in groups.”""Kids and exclusion, Being mocked, experiences, Illness-
mocked me, called me bald, and even stole my Physical and environmental related social
hat.""Sometimes I don’t go out due to extreme cold or  discomfort problems
heat."”
"My family, relatives, and friends are wvery Emotional support from Support from Social support
supportive. They lift my spirits.""My teacher treated family and friends, Equal significant others,
me the same as my classmate.""The gym manager’s treatment by  significant Organizational
acceptance helped me feel more comfortable at the individuals, Support from support, Support
gym and with others.""Had I not gotten into sports staff, Religious practice, book resources
and learned to deal with this, I would have never reading, artistic and physical
accepted my condition.""Reading the Quran gives me  activities, travel, nature
peace.” contact
"I compare myself to my peers and see how far I've  Self-assessment against Positive self-  Social
come.""It couldve been worse; were lucky our peers, Comparing the illness evaluation, Gratitude, comparison
disease isn’t painful.""When I came to this hospital,I  to other conditions, Support groups
felt uplifted because I realized I'm not alone." Interaction with fellow

patients
"I quit school. It was too hard to face society—I just Avoidance, Aggression, Self- Maladaptive coping, Coping skills
wanted to escape one hardship.""Sometimes I fight confidence, Self-respect and Self-esteem and self- for
back and retaliate."'I'm confident. I go self-love, Supportive, affirmation, Personal psychosocial
everywhere.""I don’t care what others think; I love intimate relationships, intimate pressures

myselfas I am.""My relationship with my husband is
great. I always share my worries and pains with
him. He always comforts me.""It’s like my hardships
and shortcomings are compensated by these
achievements."

"I always thought I couldn’t handle official work
because of my condition, but I managed.""Later, my
boss gave me a big responsibility—I really wanted to
succeed, and I did.""I always treat others
respectfully, and they treat me with respect.
Everyone in my family and workplace likes and
accepts me."

Achievements and progress

Self-confidence and belief,

Social responsibilities,
Enacting social roles,
Respectful and  friendly
interactions

relationships,
Contradictory
experiences

Sense of self-efficacy,

Social status, Social
acceptance and
popularity

Outcomes of
effective social
interactions

1. Psychosocial Pressures

Following the onset of diffuse hair loss, which alters their facial appearance, individuals face new challenges in

continuing social participation and public engagement. In addition to the psychological stress caused by the illness

and changes in appearance, they also endure significant psychosocial pressure in interactions with others and in social

relationships. These pressures can be categorized as follows:

Social Anxiety: The intense and scrutinizing gaze of others, or the feeling of being watched and judged, generates

anxiety. Most participants reported that the most distressing aspect of social gatherings—both private and public—

was the probing stares of others. Whether individuals concealed their condition with wigs and makeup or chose to

appear naturally, their presence attracted curiosity and questioning glances. One participant repeatedly said, “It was

hard—very hard.” When asked what was hard, she replied, “Just people’s looks!” Another woman shared: “When my

eyelashes started falling out, I'd draw eyeliner and go to work. A few lashes were still left. One colleague kept staring

at me like he had a million questions. I told him about my condition and said these last few lashes would fall out too—

don’t be surprised. He was shocked and said he had never heard of this illness.” A male participant noted: “I used to

wear a wig for a while. I'd get stressed thinking someone would say, ‘Hey, you're wearing a wig,” though they never did.

Still, they whispered and stared. It didn’t feel good.”

Unsuccessful Social Experiences: All participants reported inappropriate interactions in social settings that

caused distress and anxiety. Recalling these painful experiences was often emotionally difficult. Examples include

being rejected by peers—“In school, I wasn’t accepted in groups because we were all kids”—feeling different—“People
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look at you in a way that makes you feel you're very different from those around you”—being mocked—“When I played
in the alley with friends, I'd catch neighbors staring or making snide remarks,” and “Kids mocked me, called me bald,
stole my hat, and I had to chase them.” Others spoke of being labeled or socially avoided—“They thought I had cancer
and avoided me,” or “In school, I sat alone. Kids stayed away thinking it might be contagious or fungal.” Some were
denied accommodations—“School was really tough. They wouldn’t let me wear a hat. I had to talk to each teacher
individually to get permission. It was so hard.” The fear of such encounters led some to withdraw—*“I was only afraid
people wouldn’t like me or would reject me because of this disease.”

Illness-Related Problems: Participants mentioned certain complications arising from the illness that caused
them to withdraw from desired social activities. For instance, one woman stated: “I used to play on a basketball team.
Everyone removed their scarves. I couldn’t wear a wig—I was afraid it’d fall off. Wearing a scarf was uncomfortable
too, so I quit basketball.” Another participant shared: “Now I realize that hair really protects your head from cold and
heat. Sometimes I avoid going out because of extreme temperatures.”

2. Social Support

Social support includes emotional, practical, or informational assistance from family, friends, and others. It helps
reduce stress, enhances one’s sense of self-worth, and supports personal adaptation and coping strategies. Every
participant, in various ways, reported receiving such support through interpersonal relationships.

Support from Significant Others: All participants emphasized the critical role of emotional support from
family and close friends, especially in the early stages of illness, in helping them regain confidence and participate in
social life. They stated: “My family and relatives were great. They supported me and lifted my spirits,” or “My whole
extended family knew, but no one made a big deal. That helped me feel comfortable in family gatherings.” Another
said: “My husband’s family was very supportive. They’d say it’s not an issue—we value who you are and your character.
They gave me hope and positive energy.”

An egalitarian view by important figures—treating individuals without regard to their illness or altered
appearance—served as a powerful source of support. It gave individuals the confidence to participate socially and build
meaningful relationships. As some noted: “My teachers treated me no differently from other students. That gave me
motivation,” or “My husband always says I haven’t changed for him—he loves me the same,” or “University was a great
experience. Both male and female classmates accepted me exactly as I was. It was like the issue didn’t even exist.”

Organizational Support: Participants also highlighted the role of societal and institutional support. Positive
interaction with school staff, medical personnel, administrative figures, and recreational and educational service
providers helped reduce stress during social encounters. Support in services, finances, information, and employment
can empower individuals to participate more actively in society. One participant shared: “I was anxious about joining
a gym, worried something might happen. But the gym manager asked about my condition. I explained, and he said it
wasn’t a problem. His acceptance helped me feel at ease with others there.” Another said: “It matters to me that there’s
an association that supports us. If they could ease bureaucratic burdens and offer more resources, the psychological
load would be much lighter.”

Supportive Resources: Whether they received the aforementioned types of support or not, many participants
also turned to alternative supportive resources to restore emotional balance and accept their condition. These included
religious practices, reading, artistic or athletic activities, travel, and contact with nature—either individually or in
groups—which encouraged social activity. One participant stated: “My illness led me to search for answers. I studied

facial analysis, philosophy, and read Nahj al-Balagha. I read books in three languages. I go to the gym and exercise,
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which boosts my mood and gives me a sense of pride. Without learning these things, I could never have accepted this
reality.” Another said: “When I feel down because of my condition, I read the Quran—it calms me. I visit martyrs’
graves, confide in them, and draw strength. Sometimes I walk in the fresh air and listen to music.”

3. Social Comparison

Participants emphasized that evaluating themselves and comparing their condition with others was highly
influential in adapting and improving their social lives. Social comparison is a central concept in social psychology,
and it played a substantial role in participants’ experiences. It helped restore self-esteem, supported social skill
development, and facilitated acceptance of the illness. This took three main forms:

Positive Self-Evaluation: Social comparison was closely tied to self-confidence and positive self-assessment.
Participants said: “I'm more beautiful than many,” or “Even though this disease set me back, I've made great progress.
When I compare myself to peers who had no health issues, I see that I've come so far while they haven’t.” Others noted:
“I've done everything normal people have done—the best trips, best friendships, happiest moments... Of course, I've
had bitter moments too, not just because of alopecia, but like everyone else.”

Gratitude: Participants reflected on how their condition compared to more severe or painful diseases and
expressed gratitude. “It could have been worse—I could’ve had a painful illness. I'm thankful ours isn’t. That helped
me accept it more easily and boosted my confidence,” said one. Another shared: “When I compare my situation to
others with serious problems, I appreciate what I have more. Sometimes I even see this disease as a blessing.”

Support Groups (Shared Suffering): Most participants noted that meeting others with similar conditions at
treatment centers or through the Iranian Alopecia Areata Association had a powerful impact. These support groups
met individuals’ needs for affiliation, reducing anxiety, and information-sharing. One said: “When I came to the
hospital and saw others with the same issue, I felt so much better. There are many of us. We talk, and we understand
each other. In other places, people don’t understand.” Another added: “Since joining the association, I've felt more
energized. I've found myself again and feel more comfortable in group settings. I learn from others’ experiences and
gain awareness of treatments and side effects. We share and support one another.”

4. Coping Skills for Psychosocial Pressures

Maladaptive Coping: In response to social anxiety and unsuccessful social experiences, participants
demonstrated two primary behaviors: avoidance and aggression. Since these behaviors often result from a lack of
effective coping skills and are typically situational and temporary, they are considered as forms of defensive and
maladaptive responses in this study. Some participants preferred to avoid anxiety-inducing situations: Avoidant
behavior: “When you notice people acting like you're different, you pull away yourself,” “I don’t attend parties or

” «

weddings. It’s not worth the stress. If I don’t go, I won’t be anxious,” “Since I lost my hair and lashes, I haven’t gone to
work. I'm always afraid my wig might fall off or someone will sit next to me and ask, ‘What happened to your lashes?’”
“I became isolated. Even though I was doing well academically, I stopped going to school. It was just too difficult to re-
enter society, so I thought I'd at least escape one hardship.”

Aggressive behavior: “Ilose my temper quickly. I'm kind with my family, but in public, even small things make me
angry or confrontational,” “When kids mocked me or distanced themselves, I mocked everyone back. It became a
grudge. I'd retaliate at the slightest provocation (said angrily),” “Over the years, just a few people have behaved badly
and tried to remind me that 'm bald. Sometimes I retaliate—not out of malice, just so they realize their words are

hurtful.”
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Self-Esteem and Self-Affirmation: Participants considered confidence and self-esteem the most crucial and
sensitive aspects of coping with their illness. All stated that the first thing impacted by the onset of alopecia, and also
the most useful personal resource, was their self-confidence. Maintaining a positive self-image and regaining
confidence are personal, social, and psychological competencies. These skills support individuals in forming and
sustaining interpersonal relationships, engaging in social activities, and coping effectively with illness-induced stress.
One male participant said, “The most important part of this issue (alopecia) is self-confidence. At first, I wore a wig,
and it helped me feel confident. But later, I stopped wearing it—even hats. Back then, I didn’t have the confidence I do
now,” Another added, “I'm very confident. I go everywhere and don’t hold back. I attend parties, gyms, and university
comfortably and interact with everyone.”

Some participants indicated that self-affirmation, rather than seeking approval from others, helped them to
recognize their strengths and adjust their social functioning. Studies show that those who affirm themselves have lower
social anxiety. “I avoided parties and friend gatherings for a while because I knew their looks and curiosity would
bother me. But that didn’t last long. Eventually, I regained my spirit. I told myself people’s opinions don’t matter. What
matters is that God sees me as beautiful this way. I love myself like this. That helped me cope and accept this condition
(alopecia) more easily.”

Intimate Personal Relationships: Strengthening interpersonal bonds and having close personal relationships
provided participants with safe spaces to express their anxieties and find comfort. The sense of personal worth and
respect that emerges from intimate relationships helped individuals withstand the most intense psychological
pressures. Participants highlighted the importance of their relationships with their mother, spouse, or a close friend
and how these connections provided emotional peace and satisfaction. “My mom used to say, ‘You're prettier this way.’
I often confide in her,” “My relationship with my husband is great—I always share my worries and pain with him. He
always comforts me and says, ‘I love you just the way you are,” “My friends are amazing—they’re always there for me.
One friend gives me hope and boosts my morale and confidence whenever we talk. She doesn’t let me dwell on sorrow.”

Contrasting Experiences with Stress: Some participants spoke with pride and satisfaction about their
achievements and personal growth. These successes, and the positive feedback they received, provided motivation and
a sense of purpose. The joy of accomplishment served as a driving force for self-discovery, overcoming social fears and
limitations, and accepting the illness and current circumstances. One participant shared, “Despite all the hardships,
I've had successes and progress that make me feel proud. Sometimes I even forget my problems. It’s like these
achievements compensate for my difficulties and shortcomings. They give me energy to keep striving.”

5. Outcomes of Effective Social Interactions

Given the visible nature of alopecia, patients inevitably experience stress and anxiety in social situations.
Nevertheless, to fulfill their material and emotional needs, they must engage with society and build social
relationships. All participants' social experiences—from how they interact with others to how they interpret those
interactions—reflect the complex relationship between the individual and their social context. One of the major
findings of this study is the identification of positive and desirable outcomes from these complex social interactions.

Sense of Self-Efficacy and Social Status: A sense of self-efficacy—gained through effective social interaction—
refers to confidence in one’s abilities and expectations of success in tasks. Higher self-efficacy can be a motivational
force that boosts performance and confidence. By engaging in socially functional roles, individuals can achieve

recognition and a social position within the community.
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One participant described their work and social experiences: “I had to go to work, but I couldn’t face strangers.
Thankfully, my acquaintances supported me, and I performed well. That got me back into society. Interacting with
colleagues helped improve my social skills. I always thought I couldn’t handle office tasks because of my condition, but
I did. Later, my boss gave me a big responsibility. It was important and challenging, but it gave me purpose. I was
determined to succeed—and I did. I gave it my all to prove myself. That opportunity helped me move forward and
grow. With encouragement from coworkers, I even resumed my studies.” Another participant added, “Even without
hair, I was always one step ahead of my friends. That gave me a lot of energy. I learned shooting—with all kinds of
guns.”

Social Acceptance and Popularity: Most participants expressed that they had developed good social
relationships. Their ability to connect with others, maintain respectful and friendly behavior, and observe social
etiquette helped them to sustain those relationships and gain social acceptance and popularity. Though their
interactions were sometimes limited or interrupted in certain settings, their interpersonal skills enabled them to
reengage with society. As one participant put it, “I'm very sociable—I get along with everyone and have never had
problems,” or “I have strong social relationships and enjoy visiting people,” or “Since childhood, I've been a good
communicator. Though I faced setbacks because of this, I still have that potential. I always treat others respectfully,
and they do the same. I have so many close friends—they’re more comfortable with me than with anyone else. If I don’t

attend an event, they keep calling and say, ‘If you don’t come, we're not going either.”

Discussion and Conclusion

The findings of this study revealed that individuals with alopecia areata face numerous challenges within the social
context, and their social relationships and participation undergo significant changes following the onset of the disease.
The results showed that psychosocial pressures arising from being observed and experiencing social failures increase
individuals' anxiety, and illness-related complications make active participation in social life more difficult. Several
studies have likewise reported the psychological distress and social difficulties faced by individuals with alopecia
areata. Hunt, for example, examined the psychological effects of the condition on social functioning and reported that
40% of women with alopecia areata experienced marital problems, and 63% encountered professional difficulties (10).
Sellami et al. also reported a high prevalence of anxiety and psychological complications among patients (22).

Participants in this study frequently mentioned the emotional support from family members and social support
from others as key elements that helped them regain strength and resilience. The importance of perceived social
support for both healthy and ill individuals has been highlighted in numerous studies. Some researchers have
emphasized the necessity of supporting patients (23) and the moderating role of social support for individuals with
alopecia areata (24). One particularly strong form of support is peer support groups, where individuals’ needs for
connection are met, problems are expressed in a safe and friendly environment, anxiety is reduced, information about
the disease and treatments is shared, and a form of social comparison takes place (25).

Furthermore, participants utilized social comparison strategies by positively evaluating themselves, reflecting on
their achievements, and comparing their illness with more severe conditions, resulting in greater gratitude and
increased self-confidence. Similar findings in other studies have emphasized the impact of contact with peers and the
role of shared experiences (26, 27).

The findings also revealed that participants employed various coping strategies to manage the psychological stress

resulting from changes in appearance and social obstacles. One of the initial but maladaptive responses, attributed to
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the lack of appropriate skills when encountering negative behaviors or unsuccessful experiences, was avoidance or
aggression. Many studies on coping strategies in individuals with chronic illness have similarly reported social
avoidance, social isolation and anger (28), and avoidance of social interactions due to anxiety and discomfort in public,
all of which contribute to reduced social participation (13, 29) and decreased daily functioning (7).

In contrast, adaptive and positive coping strategies—viewed as effective social skills—enable individuals to manage
psychosocial stress while also fostering interpersonal communication and meaningful relationships. The most
significant skill reported was self-confidence and self-affirmation. Although previous research has indicated that
alopecia areata, by altering body image, negatively impacts self-esteem (7, 10, 25), the present findings show that this
reduction in confidence is temporary. Consistent with other research, the study suggests that regaining self-confidence
facilitates adjustment, enhances the sense of control over the illness, and fosters the development of relationships.

A particularly novel contribution of this study, not extensively discussed in prior research, is the role of intimate
relationships and success in professional and social activities as catalysts for better adjustment, improved social
relationships, and increased achievements. When individuals perceive themselves—and are perceived by others—
based on their capabilities rather than their illness, this leads to effective mutual relationships. Consequently, fulfilling
assigned responsibilities and playing constructive social roles leads to a sense of self-efficacy and recognition in the
community.

Bandura’s social cognitive theory posits that a high level of self-efficacy can serve as motivation for social
participation, enhance chances of success, and boost confidence (26). Hunt (2015) also identified self-efficacy as a
strong mediating factor for stress and, in line with Bandura, suggested that self-efficacy may influence immune system
regulation, potentially impacting the progression of alopecia areata (10).

An important consideration is that the age of onset, the life stage at which the illness occurs (childhood, adolescence,
early adulthood, pre- or post-marriage), the duration of the illness, its severity, the time span of its progression, and
the treatment phases all psychologically affect individuals in varied ways. These variables significantly shape
individuals’ social experiences and the intensity of the psychosocial pressures they endure, making the lived
experiences of alopecia highly diverse and complex.

The results of this study contribute to a deeper understanding of the social relationships and psychosocial
dimensions of life for individuals with alopecia areata. The findings show that after the onset of the disease—especially
following the loss of scalp, eyebrow, and eyelash hair—due to noticeable changes in facial appearance, individuals face
difficulties and negative experiences in continuing their social life and suffer considerable psychosocial stress.
However, with adequate social support from significant others and diverse sources, and through the use of effective
communication and social skills, they adapt to new conditions and cope with the illness. Over time, grounded in their
abilities and well-being, individuals reestablish connections with society and participate in social activities.

Negative experiences transform into positive ones, and maladaptive responses evolve into adaptive strategies,
leading individuals to attain experiential well-being and appropriate social standing. This study, with its focus on
participants’ social experiences and the mutually beneficial interaction between society and effective communication
skills, emphasized the positive aspects of these experiences. Nonetheless, understanding the obstacles and challenges
is essential for professionals—policymakers, counselors, healthcare providers, and support groups—to better assist in

overcoming social and communication barriers.
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The study ultimately emphasizes the importance of raising individual and public awareness and calls for targeted
education and support to empower patients. Through such support, individuals can attain meaningful experiences,
greater achievements, active social presence, and ultimately, experiential well-being.

Acknowledgments

The authors express their deep gratitude to all participants who contributed to this study.

Authors’ Contributions

All authors equally contributed to this study.

Declaration of Interest

The authors of this article declared no conflict of interest.

Ethical Considerations

The study protocol adhered to the principles outlined in the Helsinki Declaration, which provides guidelines for
ethical research involving human participants. Written consent was obtained from all participants in the study.
Transparency of Data

In accordance with the principles of transparency and open research, we declare that all data and materials used in
this study are available upon request.
Funding

This research was carried out independently with personal funding and without the financial support of any

governmental or private institution or organization.

References

1. Baer H. Medical Anthrophology and the World System: a Critical Perspective. London: Bergin & Garvey; 1997.

2. Matin P. Anthropology in medicine. Tehran: Safir Ardahal; 2010.

3. Carel H. Illness: the cry of the flesh. London: Acumen publishing; 2008.

4. Courtney A, Su JCW. Wigs and Alopecia Areata: Psychosocial Impact and Economic Considerations. Cosmetics.

2024;11(2):55. doi: 10.3390/cosmetics11020055.

5. Habif T. Diagnosis and treatment skin disease Thomas P. Habif 2005. Tehran: Asar Sobhan; 2008.

6. Yu N, Guo Y. Association between alopecia areata, anxiety, and depression: Insights from a bidirectional two-sample
Mendelian randomization study. Journal of Affective Disorders. 2024;350:328-31. doi: 10.1016/j.jad.2024.01.152.

7. Hunt N, McHale S. The psychological impact of alopecia. The Psychologist. 2007;20(6):362-4.

8. Tucker P. The Psychosocial Impact of Alopecia Areata. J Health Psychol. 2009;14(1):142-51. doi:
10.1177/1359105308097954.

9. Perera E, Yip L, Sinclair R. Alopecia Areata2014. 118 p.

10. Hunt N. Experiences and coping behaviours of adolescents in Pakistan with alopecia areata: An interpretative
phenomenological analysis. Int J Qual Stud Health Well-being. 2015;10:10. doi: 10.3402/qhw.v10.26039.

11. Endo Y, Miyachi Y, Arakawa A. Development of a disease-specific instrument to measure quality of life in patients with
alopecia areata. European Journal of Dermatology. 2012;22. doi: 10.1684/€jd.2012.1752.

12. Buontempo MG, Shapiro J, Sicco KL. Psychological Outcomes Among Patients With Alopecia Areata. JAMA

dermatology. 2023;159(9):1013-. doi: 10.1001/jamadermatol.2023.1784.

Page | 34



Mental Health and Lifestyle Journal 1:2 (2023) 24-35

13. Ghaderi R, Saadatjoo SA, Khoshzaher S. Comparison Quality of life for patients with alopecia areata and healthy
individuals. Journal of Birjand University of Medical Sciences. 2011;17(3):200-9.
14. Okhovat JP, Marks DH, Manatis-Lornell A, Hagigeorges D, Locascio JJ, Senna MM. Association between alopecia

areata, anxiety, and depression: a systematic review and meta-analysis. Journal of the American Academy of Dermatology.
2023;88(5):1040-50. doi: 10.1016/j.jaad.2019.05.086.

15. Cuthrell KM, Jiménez LA. Alopecia Areata's Psychological Impact on Quality of Life, Mental Health, and Work
Productivity: A  Scoping Review. International Neuropsychiatric Disease Journal. 2024;21(1):48-58. doi:
10.9734/indj/2024/v21i1420.

16. Mahadewi A, Latiefa EA, Agustin M, Febriana SA. Alopecia areata, anxiety and depression: Are they related? A
systematic review. Journal of Pakistan Association of Dermatologists. 2023;33(4):1346-52.
17. Maloh J, Engel T, Natarelli N, Nong Y, Zufall A, Sivamani RK. Systematic review of psychological interventions for

quality of life, mental health, and hair growth in alopecia areata and scarring alopecia. Journal of clinical medicine.
2023;12(3):964. doi: 10.3390/jcm12030964.

18. Mesinkovska N, Craiglow B, Ball SG, Morrow P, Smith SG, Pierce E, et al. The invisible impact of a visible disease:
psychosocial impact of alopecia areata. Dermatology and therapy. 2023;13(7):1503-15. doi: 10.1007/s13555-023-00941-z.

19. Picardi A, Pasquini P, Cattaruzza MS. Psychosomatic factors in first-onset alopecia areata. Psychosomatics.
2003;44:374-81. doi: 10.1176/appi.psy.44.5.374.

20. George P, Jagun O, Liu Q, Wentworth C, Napatalung L, Wolk R, et al. Prevalence of autoimmune and inflammatory
diseases and mental health conditions among an alopecia areata cohort from a US administrative claims database. The Journal
of Dermatology. 2023;50(9):1121-8. doi: 10.1111/1346-8138.16839.

21. Rudnicka L, Trzeciak M, Alpsoy E, Arenberger P, Alper S, Benakova N, et al. Disease burden, clinical management and
unmet treatment need of patients with moderate to severe alopecia areata; consensus statements, insights, and practices from
CERTAAE (Central/Eastern EU, Russia, Tiirkiye AA experts) Delphi panel. Frontiers in Medicine. 2024;11:1353354. doi:
10.3389/fmed.2024.1353354.

22. Sellami R, Masmoudi J, Ouali U, Mnif L, Amouri M, Turki H, et al. The relationship between alopecia areata and
alexithymia, anxiety and depression: A case-control study. Indian J Dermatol. 2014;59:421. doi: 10.4103/0019-5154.135525.

23. MacDonald Hull S, Wood M, Hutchinson P, Sladden M, Messenger A. Guidelines for the management of alopecia
areata. The British Journal of Dermatology. 2003;149(4):692-9. doi: 10.1046/j.1365-2133.2003.05535.x.

24, Bhargava K. Alopecia areata and its impact on young people. Dermatological Nursing. 2015;14(1):24-31.

25. Luok B. Social Psychology. Tehran: Savalan; 2010.

26. Prickitt J, McMichael AJ, Gallagher L, Kalabokes V, Boeck C. Helping Patients Cope with Chronic Alopecia Areata.
Dermatology Nursing. 2004;16(3):237-41.

27. McKillop J. Management of autoimmune associated alopecia areata. Journal of Art and Science Dermatology.
2010;24(36):42-6. doi: 10.7748/ns.24.36.42.549.

28. Fox J. Case study of alopecia universalis and web-based news groups. British Journal of Nursing. 2003;12(9):550-8.
doi: 10.12968/bjon.2003.12.9.550.

29. Firooz A, Firoozabadi MR, Ghazisaidi B, Dowlati Y. Concepts of patients with alopecia areata about their disease.

BioMed Central Dermatology. 2005;5(1). doi: 10.1186/1471-5945-5-1.

35| Page



