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Abstract
Background: Patients with Alopecia areata (AA) have a greater proportion of depressive symptoms than the general population, but 
the degree of association depends on age, sex, disease severity, and cultural setting, and limited literature is available in Pakistan 
regarding AA depression burden.
Objective: To determine the frequency of undiagnosed depression and its severity among alopecia areata patients visiting 
dermatology clinics.
Methods: The cross-sectional study was conducted in a dermatology outpatient clinic at Dow University Hospital of Health Sciences, 
Ojha Campus, Karachi, from December 2022 to May 2023, enrolling a total of 177 patients. The Beck Depression Inventory was used 
to assess depression, which was classified as minimal (0- 13), mild (14-19), moderate (20-28), and severe (29-63).
Results: The mean age was 32.1±9.07 years. Most patients were male (61.6%). Only 14.1% patients were found to have depression. 
Out of 25 patients with depression, the frequency of mild, moderate, and severe depression was 24%, 28%, and 16%, respectively. 
The frequency of depression showed a linear trend with increasing disease duration, with significantly higher depression in those 
with disease duration >10 years (p<0.001). Patients with facial area involvement had a higher likelihood of depression than those 
with scalp and body involvement (p=0.007). Depression frequency was seen to be higher in patients having a family history of AA 
(p=0.007) and depression (p<0.001).
Conclusion: The findings suggest that depression was frequently seen in alopecia areata patients and seems to be more dependent 
on clinical and family factors than sociodemographic aspects. The results highlight the value of regular psychological evaluation and 
specific mental health care in the treatment of AA.
Keywords: Alopecia areata, dermatology clinic, depression, mental health, psychological burden, Pakistan.

INTRODUCTION
Alopecia areata (AA) is a chronic dermatological disorder 
that presents when T-cell-mediated immune attack 
targets anagen hair follicles, resulting in bald patches 
in a small area or at numerous sites, such as the head, 
face, and skin. It is a worldwide disorder affecting about 
2 percent of the population [1, 2]. It has three variations: 
patchy AA, total AA, and universal AA; most cases have 
been observed in individuals under 30 years of age [3]. 
Though AA does not expose the individual to the risk 
of death, the ambiguity of responding to a relapsing-
remitting course and inability to forecast prognosis and 
response are highly distressing emotionally and result in 
worse quality of life [4, 5].

Sy et al. found in a large population-based study of 
the United States of America that the point prevalence 
of AA was 0.21%, and among the racial and ethnic 
groups, Asian, Black, and Hispanic individuals had 
higher prevalence rates than white individuals. The 
cases of alopecia totalis (2%) and alopecia universalis 
(3%) were also rare, but clinically important and 

revealed race and ethnic differences in the disease 
burden [6]. AA in some countries, like Pakistan, is 
related to significant psychosocial consequences. A 
cross-sectional investigation at Faisalabad indicated 
that patients lacked sufficient knowledge of the disease 
and faced social difficulties, which are indicative of poor 
misconceptions and stigma [7]. Another local study 
established the existence of high rates of appearance 
anxiety and loneliness in patients, mediated through 
sensitivity to rejection by others, with the apparent 
emotional and social burden of visible hair loss in the 
Pakistani sociocultural context [8].

One of the most commonly reported psychiatric 
comorbidities in patients with AA is depression, which 
is characterized by consistent poor mood, anhedonia, 
cognitive disturbances, and functional deficiency [9]. 
As observed internationally, people with AA have an 
increased rate of depressive symptoms, which appear 
to be larger depending on age, gender, the severity 
of the disease, and the cultural context [10]. Stronger 
relationships have been found between younger 
people and females across several Asian cohorts, 
indicating that the stage of development and gender-
specific sociocultural anticipations could be sources of 
psychological susceptibility [11]. According to national 
data compiled in Pakistan, the development of AA at 
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an early age is strongly linked with low self-esteem, 
regardless of gender. Moreover, a study of 84 patients 
with alopecia (mostly AA) conducted in Karachi in 2023 
found that 53.6% of participants had an abnormal score 
on the depression scale, with higher levels of anxiety 
(52.4%) and low self-esteem (48.8%) [12]. These 
findings highlight the high mental health burden in local 
clinical groups.

Although AA is a problem receiving increased global 
interest due to its psychological impact, there is a 
gap in further investigations into it in South Asia, and 
these studies are diverse in their approaches (i.e., 
evaluation tools, sampling approaches, and definitions 
of their findings), rendering comparisons challenging. 
The dermatology case services provided in Karachi, 
a large urban city with a high number of patients 
visiting dermatology clinics, focus on managing the 
clinical symptoms of cutaneous disease without 
treating depression or formally referring patients to a 
psychiatrist as part of dermatological practice. This 
deficiency of solid, in-office estimations of the frequency 
of depression among patients with AA influences the 
capacity of researchers to carry out studies to enhance 
comprehension of the problems faced by such patients 
in the framework of comprehensive patient care and 
affords researchers an absence of evidence to adopt 
the development of clinical multidisciplinary therapy 
plan; have the capacity to detect at-risk patients earlier; 
institute treatment plans that ignite both psychological 
and dermatological concerns. Thus, we planned 
this study intending to determine the frequency of 
undiagnosed depression and its severity among alopecia 
areata patients visiting dermatology clinics.

METHODS
The study used a cross-sectional design and was 
conducted at a dermatology outpatient clinic at Dow 
University Hospital of Health Sciences, Ojha Campus, 
Karachi. The study duration was December 2022 to May 
2023. This study was commenced with the approval 
of the Institutional Ethical Committee (Ref#IBS/CM/
MA/2023#6229). Adult patients aged 18 years and older, 
of both sexes, who visited a dermatology clinic with a 
known history of AA were included. The study excluded 
patients who already used antidepressant drugs and/
or had made any psychiatric or mental diagnosis. 
Patients who were on dermatological drugs that had 
the potential to cause depressive symptoms were also 
disqualified. Moreover, pregnant and lactating females 
were not allowed to participate. Individuals who came 
to dermatology clinics solely for aesthetic or cosmetic 
reasons were not included in the study.

The study included 177 patients in the sample, 
calculated using the online calculator Open-Epi, based 
on the 13.2% prevalence of depression in AA [13] at a 
95% confidence level and a 5% margin of error. The 

study participants were enrolled using a non-probability 
consecutive sampling method.

The Beck Depression Inventory (BDI), which is a self-
reported measure (21 items), was used to determine 
depression among patients. It has been validated 
and was developed by Beck et al. [14] to assess the 
severity of depressive symptoms. A rating of 0 to 3 on 
each item yields a total score of 0 to 63, with higher 
scores indicating greater symptom severity. There were 
standard cut-off scores that were used to classify the 
level of depression as minimal (0- 13), mild (14-19), 
moderate (20-28), and severe (29-63) depression. 
The questionnaire was initially translated from English 
into the native language by an independent bilingual 
expert and subsequently back-translated into English 
by another bilingual translator to ensure conceptual 
consistency and accuracy.

The study team contacted eligible patients after standard 
outpatient dermatology visits, and a full description of the 
research purpose and procedures was provided to them. 
Participants who agreed to take part in the study were 
invited to a structured, face-to-face interview conducted 
in a confidential, comfortable setting. The demographic 
data, medical history, and clinical variables were 
documented systematically during the interview; the 
standardized BDI instrument was also used to assess 
depression status. The answers from every patient 
were recorded properly, and necessary information 
was collected from medical records to supplement the 
interview results.

SPSS version 27 was used to conduct statistical analysis 
of the data. Categorical variables were summarized 
using frequencies and percentages, whereas means ± 
standard deviations were used to summarize numerical 
variables. Frequencies of features of patients with 
depression status (yes/no) were compared using the chi-
square test. P-value <0.05 and lower was considered to 
be statistically significant. Findings were given in tabular 
and graphical formats.

RESULTS
Mean ± SD of age was 32.1±9.07 years. Most of the 
patients were males (61.6%), married (43.5%), and 
living in urban areas (74.0%). Nearly one-third have 
received education up to graduation (34.5%), are 
employed (37.3%), and have a family monthly income 
between Rs. 25,000 and 50,000 (32.2%). The scalp side 
was found in 52% of patients, the face side in 19.2%, 
and the body side in 28.8%. Family history of AA was 
seen 36.2% patients (Table 1).

Table 1: Summary of patients’ features.

Variables Frequency Percentage
Gender
Male 109 61.6
Female 68 38.4
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Variables Frequency Percentage
Marital status
Single 59 33.3
Married 77 43.5
Divorced 19 10.7
Separated 22 12.4
Residence
Urban 131 74.0
Rural 46 26.0
Educational status
Uneducated 9 5.1
Primary 16 9.0
Middle 15 8.5
Matriculation 23 13.0
Intermediate 46 26.0
Graduate 61 34.5
Postgraduate 7 4.0
Occupational status
Employed 66 37.3
Unemployed 52 29.4
Housewife 18 10.2
Student 41 23.2
Monthly income
10,000 – 15,000 PKR 24 13.6
15,000 – 25,000 PKR 37 20.9
25,000 – 50,000 PKR 57 32.2
50,000 – 100,000 PKR 48 27.1
>100,000 PKR 11 6.2
Disease duration
1 – 6 months 37 20.9
6 – 12 months 43 24.3
1 – 5 years 81 45.8
5 – 10 years 10 5.6
>10 years 6 3.4
Area involved
Scalp 92 52.0
Face 34 19.2
Body 51 28.8
Family history of alopecia areata
yes 64 36.2
no 113 63.8
Family history of depression
yes 49 27.7
no 128 72.3

A total of 25 (14.1%) patients reported depression. 
Severity of depression suffered minimal depression in 
6 (24%) patients, mild depression in 8 (32%), moderate 
depression in 7 (28%), and severe depression in 4 (16%) 
patients.

There was no significant difference in depression 
prevalence by age (p=0.533), gender (p=0.132), marital 
status (p=0.081), residence (p=0.807), education 
(p=0.964), occupation (p=0.135), or monthly income 
(p=0.278). The frequency of depression showed a 
linear increase across the period of increasing disease 
duration (p<0.001). Depression likelihood significantly 

varied based on area of involvement (p=0.004), family 
history of AA (p=0.007), and family history of depression 
(p<0.001) (Table 2).

Table 2: Comparison of patients’ features among those with and 
without depression.

Variables
Depression

p-valueYes
n(%)

No
n(%)

Age groups
18-30 years 10(12.3) 71(87.7)

0.533
>30 years 15(15.6) 81(84.4)
Gender
Male 12(11) 97(89)

0.132
Female 13(19.1) 55(80.9)
Marital status
Single 6(10.2) 53(89.8)

0.081
Married 10(13) 67(87)
Divorced 2(10.5) 17(89.5)
Separated 7(31.8) 15(68.2)
Residence
Urban 19(14.5) 112(85.5)

0.807
Rural 6(13) 40(87)
Educational status
Uneducated 1(11.1) 8(88.9)

0.964

Primary 2(12.5) 14(87.5)
Middle 2(13.3) 13(86.7)
Matriculation 3(13) 20(87)
Intermediate 7(15.2) 39(84.8)
Graduate 8(13.1) 53(86.9)
Postgraduate 2(28.6) 5(71.4)
Occupational status
Employed 6(9.1) 60(90.9)

0.135
Unemployed 12(23.1) 40(76.9)
Housewife 3(16.7) 15(83.3)
Student 4(9.8) 37(90.2)
Monthly income
10,000 – 15,000 PKR 3(12.5) 21(87.5)

0.278
15,000 – 25,000 PKR 5(13.5) 32(86.5)
25,000 – 50,000 PKR 8(14) 49(86)
50,000 – 100,000 PKR 5(10.4) 43(89.6)
>100,000 PKR 4(36.4) 7(63.6)
Disease duration
1 – 6 months 2(5.4) 35(94.6)

*<0.001
6 – 12 months 4(9.3) 39(90.7)
1 – 5 years 7(8.6) 74(91.4)
5 – 10 years 5(50) 5(50)
>10 years 5(83.3) 1(16.7)
Area involved
Scalp 13(14.1) 79(85.9)

*0.004Face 10(29.4) 24(70.6)
Body 2(3.9) 49(96.1)
Family history of alopecia areata
yes 15(23.4) 49(76.6)

*0.007
no 10(8.8) 103(91.2)
Family history of depression
yes 16(32.7) 33(67.3)

*<0.001
no 9(7) 119(93)
*Significant at p<0.05
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DISCUSSION
The current case study reported the prevalence of 
depression in patients having AA as 14.1%, with 24% 
having minimal symptoms, 32% mild, 28% moderate, 
and 16% severe depression. This is lower than what has 
been reported in some of the regional and international 
studies. As an example, a Pakistani clinical study 
showed that over half of patients with AA had abnormal 
depression scores on HADS [12]. In the same vein, 
Ghalamkarpour et al. [15] concluded that the mean 
HADS depression score was 8.24±5.20, which is 
indicative of mild depression, and a multicenter Chinese 
study signaled that the prevalence of depression was 
40.3% [16]. Rates were even higher in Nepal, where 
Marahatta et al. [17] reported depression in 66.7% of the 
patients using the BDI tool, although the majority had 
a mild category. The prevalence was also 30.2% and 
36.3% in studies conducted in Turkey [18] and India [19], 
respectively.

In a large study of primary care in the UK, Macbeth et al. [20] 
showed that the prevalence of depressive episodes was 
higher in those with AA (19.4%) than in the rest of the 
population. Conversely, a meta-analysis conducted 
by Lauron et al. [10] estimated the pooled prevalence 
of depressive disorders to be 9%, with a high level 
of methodological heterogeneity between studies. 
However, a study in Iran [21] discovered no significant 
difference in stress levels of AA patients and controls, 
which indicates that the psychological impact might be 
different in different populations.

Our study established a smaller prevalence of 
depression compared to the previous reports. This 
could be attributed to our stringent exclusion criteria, 
especially the elimination of patients with pre-existing 
mental disorders or on antidepressants. By reducing 
these confounding factors, our results are probably 
a better estimate of the depression acquired by AA in 
specific.

There was no statistically significant difference in the 
prevalence of depression among various age groups 
in the present study. This implies that the psychological 
effects of AA can be relatively the same across age 
groups. Even though it has been argued that some 
studies indicate that younger patients can be more 
psychosocially distressed because of the fear of being 
seen and not being accepted by society, there are 
varying results. For example, the meta-analysis by 
Lauron et al. [10] noted substantial heterogeneity in 
the depictions of depression across age groups without 
identifying any common age-specific pattern. On the 
same note, Macbeth et al. [20] found the general burden 
of depressive events to be higher in AA; however, age 
was not an independent determinant. These results 
confirm our observation that depression in AA may not 
be different according to age.

The prevalence of depression among male and female 
patients with AA was not statistically significantly different 
in our study. This implies that, among our cohort, the 
probability of depressive symptoms was not dependent 
on gender. Nevertheless, some of the international 
studies have reported gender-based disparities. In a 
meta-analysis involving a huge sample of countries 
(n=649), it was observed that AA and depression had 
positive, significant correlations in females younger than 
55 years of age in China, India, and Brazil, but never 
found such relationships in males of various ages and 
nationalities [11]. Moreover, the UK population-based 
study by Macbeth et al. [20] showed that there is a total 
increased burden of depressive episodes in AA but 
indicated differences in demographic subpopulations.

In our research, the marital status, the place of 
residence, and the occupational status did not 
substantially relate to depression in patients with AA. 
The frequency of depressive symptoms was not different 
between married and unmarried people, urban and rural 
people, and various occupational groups. The findings 
of this study indicate that sociodemographic factors 
were not independent predictors of depression risk in 
our cohort. Despite this, although a few studies have 
hypothesized that unemployment, social isolation, or 
lack of social support may contribute to the worsening 
of psychological distress in dermatological conditions, 
evidence in AA remains inconsistent. A meta-analysis by 
Lauron et al. [10] indicated variability in the methods used 
across studies and heterogeneity in the demographics of 
different studies, which may explain the differing findings 
on sociodemographic determinants.

Our results suggest that the psychological weight of 
AA is more closely related to disease-related aspects 
than to sociodemographic traits. Some of the clinical 
characteristics of depression had a significant relationship 
in our cohort. The longer the period of disease, the 
higher the burden of depression. In the same way, the 
region affected the prevalence of depression, with facial 
involvement (29.4%) higher than scalp involvement 
(14.1%) and body involvement (3.9%). It was also found 
that family history of AA (23.4% vs. 8.8%) and family 
history of depression (32.7% vs. 7.0%) were significant. 
These findings are generally in line with the existing 
literature. Ghalamkarpour et al. [15] observed that the 
patients of AA with a greater degree of involvement or 
a longer duration of disease were more likely to submit 
a higher score in HADS on depression. Likewise, 
Marahatta et al. [17] established an association between 
disease chronicity and severity and higher BDI scores. A 
meta-analysis by Lauron et al. [10] also pointed out that 
clinical heterogeneity, such as lesion extent, duration, 
and family history, affected variability in the prevalence 
of depression across studies. On the whole, these 
findings support the idea that clinical and familial factors 
have a significant impact on the psychological effects of 
AA, rather than sociodemographic variables.
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Several limitations of this study must be taken into 
account when interpreting the results. First, it was a 
cross-sectional design and can only be used to assess 
associations and not to determine causal relationships 
between depression and alopecia areata. Second, the 
study was conducted at a single center in Karachi, which 
may limit the generalizability of the results to other groups 
or geographic locations. Third, the use of self-reported 
questionnaires like BDI can also lead to reporting bias, 
and it might not be able to reflect the presence of clinical 
diagnoses of depression that have been confirmed 
through psychiatric assessment. Moreover, the study’s 
statistical power might be limited by the relatively small 
sample size, which may make it difficult to detect less 
significant differences across subgroups, including age, 
gender, or sociodemographic characteristics. Lastly, we 
have not evaluated other possible confounding factors 
like coping strategies, social support, and comorbid 
chronic diseases, which might affect psychological 
outcome in AA.

CONCLUSION
The current paper shows that depression is a major 
comorbidity among patients with alopecia areata, with 
higher prevalence rates seen with longer history of the 
disease, facial involvement, and positive family history 
of AA or depression. The sociodemographic variables 
that included age, gender, marital status, residence, and 
occupational status did not have a significant difference 
between patients with and without depression. This 
information indicates that clinical and familial factors are 
the main determinants of the psychological burden of 
AA, rather than underlying demographic factors. Prior 
identification and specific mental health treatment of 
patients with a high-risk clinical profile could be used to 
alleviate the psychosocial burden of the condition.
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