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Abstract: Alopecia areata is an immune-mediated, non-scarring alopecia that is not specific 

to cancer but may occur during the cancer trajectory, including diagnosis, active treatment, 

and survivorship. In oncology settings, hair loss is commonly framed as a temporary and 

expected consequence of chemotherapy, whereas alopecia areata follows a distinct and often 

unpredictable course. This narrative review synthesizes current evidence on the psychological 

burden of alopecia areata in patients with cancer, integrating findings from dermatology, 

psycho-dermatology, and psycho-oncology. We highlight how alopecia areata contributes to 

distress, anxiety, depression, body image disturbance, stigma, and impaired health-related 

quality of life, frequently in ways disproportionate to the visible extent of hair loss. Particular 

attention is given to the psychosocial significance of diagnostic uncertainty, illness identity 

disruption, and the reactivation of cancer-related vigilance when alopecia areata emerges 

during or after oncologic treatment. We discuss potential bidirectional interactions between 

psychological stress, immune dysregulation, and cancer treatment context, including immune 

checkpoint inhibitor–associated alopecia. Practical implications for psycho-oncology practice 

are outlined, emphasizing the importance of timely dermatologic differentiation, systematic 

psychosocial assessment, empathic communication, and integrated supportive care pathways. 

Finally, we identify key research gaps, including the need for cancer-specific epidemiological 

data, standardized psychological outcome measures, and intervention studies evaluating 

integrated dermatology–psycho-oncology models. Recognizing alopecia areata as a psycho-

oncological concern rather than a purely cosmetic issue is essential for person-centred cancer 

care and improved quality of life. 

Keywords: alopecia areata; psycho-oncology; psychological distress; body image; stigma; 

quality of life; cancer survivorship; supportive care 

1. Introduction 

Hair loss is among the most visible and emotionally salient changes 
encountered during the cancer journey. Within oncology care, alopecia has 
traditionally been discussed primarily in the context of chemotherapy-induced hair 
loss, which is often anticipated, temporally linked to cytotoxic treatment, and framed 
as a reversible side effect of therapy. Substantial evidence indicates that 
chemotherapy-induced alopecia is associated with distress, impaired body image, 
and reduced quality of life, particularly among women and individuals for whom 
hair is closely tied to identity and social roles [1,2]. However, considerably less 
attention has been given to alopecia areata (AA) within supportive oncology, despite 
its distinct clinical trajectory and psychosocial implications. 

AA is an immune-mediated, non-scarring alopecia characterized by patchy or 
diffuse hair loss that may involve the scalp, eyebrows, eyelashes, or other body sites. 
Unlike chemotherapy-induced alopecia, AA is often unpredictable in onset and 
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course, may recur, and is not reliably linked to a discrete treatment window [3,4]. In 
non-oncology populations, AA has been consistently associated with significant 
psychological morbidity, including elevated rates of anxiety and depressive 
symptoms, impaired quality of life, and experiences of stigma, regardless of 
objective disease severity [5,6]. These features suggest that AA may represent a 
qualitatively different psychosocial challenge when it occurs in patients with cancer. 

Although AA is not a cancer-specific condition, its occurrence along the cancer 
trajectory is clinically and psychologically meaningful for several reasons. First, AA 
may emerge during periods of heightened vulnerability, including diagnosis, active 
treatment, or early survivorship, when patients are already coping with uncertainty, 
fear of recurrence, physical symptoms, and disruptions to daily life [7–9]. Second, 
differentiating AA from other causes of hair loss commonly encountered in oncology 
such as chemotherapy-induced alopecia, endocrine therapy-related shedding, 
targeted or immune-related alopecia, nutritional deficiency, or neoplastic alopecia 
can be clinically challenging. Diagnostic uncertainty may heighten distress, 
particularly when hair loss is misinterpreted as a sign of cancer progression or 
treatment failure, a concern documented in case-based and clinical reports of 
alopecia in oncology settings [10,11]. 

Third, the psychological burden associated with AA may be amplified when 
layered upon cancer-related stress and altered self-concept. Studies in both oncology 
and dermatology populations indicate that the emotional impact of hair loss is not 
solely determined by its extent, but by its symbolic meaning, perceived visibility, 
and implications for identity and social functioning [1,6]. For patients with cancer, 
AA may undermine efforts to re-establish a sense of normality or recovery, 
particularly when hair loss occurs after completion of chemotherapy or during 
survivorship [12,13]. In this context, AA may function as a secondary psychosocial 
stressor, reinforcing illness identity and prolonging psychological distress beyond the 
active treatment phase. 

Despite these considerations, alopecia in oncology care is frequently framed as 
a cosmetic or appearance-related issue rather than a psycho-oncological concern. 
Clinical attention often focuses on physical management strategies such as wigs or 
scalp cooling, while systematic assessment of alopecia-related distress, body image 
disruption, or stigma remains uncommon [14,15]. This gap is particularly 
pronounced for AA, which may fall outside established oncology care pathways and 
be managed in parallel dermatology settings without integration of psychological 
support. 

Against this background, this narrative review examines the psychological 
burden of alopecia areata in patients with cancer, integrating evidence from 
dermatology, psycho-dermatology, and psycho-oncology. We conceptualize AA as 
an identity-disrupting condition that may interact with cancer-related vulnerability to 
exacerbate distress, anxiety, depression, stigma, and impairment in health-related 
quality of life. In addition, we explore potential mechanisms and moderators of 
vulnerability, including immune-related factors and illness perceptions, and outline 
practical considerations for assessment, communication, and integrated supportive 
care within oncology settings. 
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2. Alopecia areata as a distinct psychosocial challenge in oncology 

In oncology care, hair loss is most commonly interpreted through a biomedical 
lens as an expected and time-limited adverse effect of treatment. Chemotherapy-
induced alopecia, although frequently described by patients as distressing, is 
typically anticipated, temporally linked to cytotoxic exposure, and framed as a 
reversible trade-off for therapeutic benefit. Anticipatory counselling, peer 
normalization, and reassurance regarding hair regrowth often support patients in 
cognitively preparing for this experience [1,2]. Within this framework, hair loss is 
frequently positioned as a visible but finite component of cancer treatment. 

Alopecia areata (AA) differs fundamentally from this dominant narrative. Its 
onset may be delayed relative to cancer diagnosis or treatment, its course may be 
relapsing or chronic, and its outcome is often uncertain. In non-oncology 
populations, these features have been associated with substantial psychological 
morbidity, including anxiety, depression, stigma, and impaired quality of life, 
independent of objective disease severity [5,6]. When AA occurs in patients with 
cancer, these characteristics may be particularly destabilizing. 

From a psychosocial standpoint, the diagnostic label assigned to hair loss 
carries significant meaning. When hair loss is attributed to chemotherapy, patients 
may interpret it as an expected and necessary consequence of treatment, often 
contextualized within narratives of survival and recovery. In contrast, when hair loss 
is attributed to AA, patients may experience heightened uncertainty, fear of 
permanence, and loss of agency [16,17]. The unpredictability of AA can undermine 
patients’ assumptions about bodily recovery and control, particularly when it 
emerges outside the anticipated window of treatment-related side effects. In cancer 
survivors, AA may reactivate illness identity even after oncologic remission, 
disrupting efforts to re-establish a sense of normality and closure [18]. 

Clinical differentiation between AA and other causes of hair loss encountered in 
oncology further contributes to psychosocial burden. Hair loss in cancer patients may 
result from chemotherapy, endocrine therapy, targeted agents, immune checkpoint 
inhibitors, nutritional deficiencies, radiation, or, in rare cases, neoplastic alopecia. 
Distinguishing among these etiologies is not always straightforward, and periods of 
diagnostic ambiguity may heighten distress, particularly when patients fear that hair 
loss reflects disease progression or treatment failure [19]. Case-based and clinical 
reports have highlighted the emotional impact of alopecia-related diagnostic 
uncertainty in oncology settings, underscoring that misattribution may itself function 
as a psychological stressor [10,11]. 

Beyond diagnostic considerations, AA carries symbolic and identity-related 
meanings that may be amplified in the context of cancer. Hair is closely tied to self-
perception, gender expression, cultural norms, and social identity. Studies in both 
oncology and dermatology populations indicate that the emotional impact of hair 
loss is shaped less by its extent than by its perceived visibility, symbolic meaning, 
and implications for social functioning [1,6]. For patients with cancer, AA may 
therefore represent not only a physical change but a disruption of personal identity, 
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including feelings of no longer resembling one’s former self or appearing perpetually 
“unwell” to others. 

As illustrated in Figure 1, alopecia areata may initiate a psychosocial cascade 
in patients with cancer, beginning with visible and unpredictable hair loss and 
progressing through disruption of self-confidence, body image, and personal identity. 
These identity-related changes contribute to psychological burden, encompassing 
distress, anxiety, depression, stigma, and reduced health-related quality of life 
[20,21]. Heightened psychological stress may subsequently interfere with patients’ 
cancer experience, coping capacity, and recovery, reinforcing the need for integrated 
psycho-oncological intervention alongside oncologic and dermatologic care [22]. 
Bidirectional interactions between psychological distress and stress-related 
biological or immune dysregulation may further sustain this cycle, although causal 
pathways remain incompletely understood [23,24]. 

Despite this substantial psychological impact, alopecia remains under-
recognized within routine oncology care. Hair loss is commonly addressed as an 
expected cosmetic side effect of chemotherapy, with clinical attention focused on 
physical management strategies such as wigs or scalp cooling rather than 
psychological sequelae. Systematic screening for alopecia-related distress, identity 
disruption, or stigma is uncommon, and referral to psycho-oncology services 
typically occurs only when patients explicitly report severe emotional symptoms 
[25]. Alopecia areata, in particular, is rarely conceptualized as a psycho-oncological 
concern, despite its unpredictable course and well-documented associations with 
anxiety, depression, and impaired quality of life [5,26]. This disconnects between 
patient experience and prevailing models of supportive cancer care underscores the 
need to more explicitly integrate alopecia areata into psycho-oncology frameworks. 

 
Figure 1. Conceptual model illustrating the psychosocial cascade through which alopecia areata contributes to 
psychological burden in patients with cancer. 

3. Clinical differentiation and diagnostic meaning 

Alopecia areata (AA) typically presents as well-demarcated patches of non-
scarring hair loss, although more extensive variants such as alopecia totalis and 
alopecia universalis may also occur. In oncology settings, however, the clinical 
presentation of hair loss is often heterogeneous, reflecting the wide range of 
treatments and systemic stressors encountered during the cancer trajectory [27,28]. 
Chemotherapy-induced alopecia is usually diffuse and temporally associated with 
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cytotoxic exposure, whereas endocrine therapies, targeted agents, immunotherapies, 
nutritional deficiencies, and radiation may produce diverse alopecia phenotypes with 
variable timing and distribution [29,30]. This clinical overlap contributes to frequent 
diagnostic uncertainty when hair loss emerges in patients with cancer. 

Among the differential diagnoses, distinguishing AA from neoplastic alopecia 
is of particular clinical and psychological importance. Neoplastic alopecia represents 
a rare form of secondary alopecia caused by cutaneous metastasis, most commonly 
associated with breast cancer, and may present as localized or patchy hair loss that 
closely mimics AA [31,32]. Classic clinicopathological descriptions and subsequent 
case series have demonstrated that neoplastic alopecia may occur in the absence of 
overt scalp nodules or inflammation, rendering clinical recognition challenging 
[33,34]. Because neoplastic alopecia may signal disease recurrence or progression, 
failure to recognize this entity carries both prognostic and emotional consequences. 

Beyond medical safety considerations, diagnostic uncertainty itself constitutes a 
significant psychological stressor for patients with cancer. Periods of ambiguity 
regarding the cause of hair loss may intensify anxiety, reinforce fears of recurrence, 
and undermine patients’ trust in bodily signals [35]. For individuals who have 
learned to monitor physical changes as potential indicators of cancer activity, 
unexplained alopecia may be interpreted catastrophically, even when objective 
evidence of disease progression is absent [36]. In this context, hair loss may function 
as a symbolic threat, reactivating cancer-related vigilance and distress. 

Timely dermatologic evaluation is therefore critical not only for diagnostic 
accuracy but also for psychological containment. Dermatologic assessment, 
including trichoscopy and, when indicated, scalp biopsy, can clarify etiology and 
reduce prolonged uncertainty. Clinical reports emphasize that histopathological 
confirmation is often necessary to differentiate AA from neoplastic alopecia or other 
secondary causes in oncology patients [33,34]. From a psycho-oncological 
perspective, diagnostic clarification may alleviate distress by restoring a sense of 
control and predictability, even when the diagnosis itself carries emotional weight. 

The emergence of immune checkpoint inhibitor–associated alopecia has further 
complicated diagnostic pathways in modern oncology. AA-like presentations have 
been increasingly reported in patients receiving immunotherapy, often occurring 
months after treatment initiation and sometimes accompanied by poliosis during 
regrowth [11]. Although immune-related AA is generally considered a manageable 
adverse event that does not necessitate discontinuation of cancer therapy, its delayed 
onset and autoimmune mechanism may be confusing for patients and clinicians 
alike. Patients may struggle to reconcile the appearance of new autoimmune 
symptoms with narratives of treatment success or remission, contributing to 
emotional ambivalence and uncertainty [37]. 

Importantly, the diagnostic label assigned to hair loss shapes its psychological 
meaning. When hair loss is attributed to chemotherapy, patients may frame it as an 
expected, time-limited consequence of treatment. In contrast, when hair loss is 
diagnosed as AA, patients may perceive it as unpredictable, potentially chronic, and 
disconnected from the cancer treatment timeline. This shift in meaning may 
exacerbate feelings of loss of control, fear of permanence, and concerns about 
ongoing bodily vulnerability. Studies across dermatology and oncology contexts 
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indicate that such illness perceptions are key determinants of psychological 
outcomes, often exerting greater influence than objective clinical severity [1,6]. 

Taken together, these considerations underscore that clinical differentiation of 
alopecia phenotypes in oncology is inseparable from their psychological 
interpretation. Accurate and timely diagnosis serves not only to guide medical 
management but also to shape patients’ emotional responses and coping strategies. 
Key clinical and psychosocial distinctions between chemotherapy-induced alopecia, 
alopecia areata, and immune checkpoint inhibitor–related alopecia is summarized in 
Table 1, highlighting why alopecia areata represents a distinct psychosocial 
challenge within oncology care. 

Table 1. Comparison of alopecia phenotypes encountered in oncology and their psychosocial implications. 

Feature Chemotherapy-induced alopecia Alopecia areata 
Immune checkpoint inhibitor–related 
alopecia areata 

Pathophysiology 
Cytotoxic damage to rapidly 
dividing hair matrix cells 

Autoimmune T-cell–mediated 
follicular attack 

Immune-related adverse event due to 
immune activation 

Onset 
Predictable, temporally linked to 
chemotherapy cycles 

Unpredictable; may occur during or 
after cancer treatment 

Often delayed (months after ICI 
initiation) 

Pattern Diffuse scalp hair loss 
Patchy or diffuse; may involve 
eyebrows, eyelashes, body hair 

Patchy AA or alopecia universalis; 
poliosis during regrowth reported 

Expected course 
Typically-reversible after treatment 
completion 

Chronic or relapsing course common 
Often reversible but may be persistent or 
severe 

Diagnostic meaning for 
patients 

“Expected trade-off” for cancer 
treatment 

Uncertainty; fear of permanence or 
recurrence 

Psychological paradox: distress vs 
perceived treatment success 

Psychological impact 
High distress but often temporally 
bounded 

High anxiety, depression, stigma 
independent of severity 

Distress compounded by uncertainty and 
symbolic meaning 

Psycho-oncology 
relevance 

Well recognized Under-recognized in oncology Emerging and clinically important 

4. Psychological burden domains 

4.1. Distress, anxiety, and depression 

Alopecia areata (AA) is consistently associated with elevated levels of 
psychological distress, anxiety, and depressive symptoms. Evidence from large 
observational studies and meta-analytic syntheses in non-oncology populations 
indicates that individuals with AA have significantly higher odds of anxiety and 
depression compared with controls, with psychological burden often present 
regardless of objective disease severity [5,6]. Importantly, these findings challenge 
the assumption that distress is proportional to the extent of hair loss and instead 
highlight the central role of subjective meaning, uncertainty, and perceived visibility. 

In patients with cancer, vulnerability to distress, anxiety, and depression is 
already heightened due to diagnosis-related shock, treatment toxicity, prognostic 
uncertainty, and existential concerns. When AA develops in this context, it may 
exacerbate pre-existing emotional strain or reactivate psychological vulnerabilities 
that had been partially managed during earlier phases of cancer care [38]. Cancer 
patients frequently experience fatigue, sleep disturbance, pain, and cognitive burden, 
all of which may interact with AA-related distress and reduce coping capacity. As a 
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result, even relatively limited or patchy hair loss may precipitate disproportionate 
emotional reactions. 

Evidence from psycho-oncology research on cancer-related alopecia further 
underscores the emotional salience of hair loss. Studies of chemotherapy-induced 
alopecia demonstrate that distress related to hair loss is among the most severe 
treatment-related concerns reported by patients, often exceeding distress associated 
with other physical side effects [1,2]. Although these studies do not specifically 
focus on AA, they provide important contextual evidence that hair loss represents a 
potent emotional stressor in oncology populations. When AA occurs, its 
unpredictable and potentially chronic nature may further intensify distress by 
undermining expectations of recovery or bodily normalization. 

Moreover, longitudinal evidence suggests a bidirectional relationship between 
AA and depression, in which psychological distress may increase vulnerability to 
autoimmune activity, while AA-related symptoms contribute to the persistence or 
worsening of depressive symptoms [5]. In oncology settings, where stress-related 
biological and immune perturbations are already present, this bidirectional 
framework offers a clinically useful lens for understanding how AA and 
psychological distress may reinforce one another without implying direct causality 
[39–41]. 

4.2. Body image and identity disruption 

Hair holds profound symbolic meaning related to identity, vitality, gender 
expression, and social belonging. Across cultures, hair functions as a marker of 
femininity, masculinity, youthfulness, and personal style, and its loss may therefore 
disrupt core aspects of self-concept [1,42]. In cancer populations, body image 
concerns frequently arise from surgical scars, weight fluctuations, ostomies, or other 
treatment-related bodily changes [43,44]). AA may compound these challenges by 
introducing an additional, highly visible alteration that is not clearly framed within 
the expected cancer treatment narrative. 

Studies in oncology populations demonstrate that hair loss is closely associated 
with impaired body image, shame, and reduced self-esteem, particularly among 
women [1,2]. Although these studies primarily address chemotherapy-induced 
alopecia, their findings are highly relevant to AA, as they underscore the emotional 
significance of hair for self-perception and social identity. In AA, the patchy or 
fluctuating pattern of hair loss may further complicate body image concerns, as 
patients may feel unable to predict or control changes in their appearance. 

Loss of eyebrows or eyelashes may be especially distressing, as these features 
play a central role in facial identity and emotional expression. Patients may report 
feeling that their face appears unfamiliar or “expressionless,” contributing to a sense 
of losing one’s former self [45,46]. Such experiences may undermine confidence in 
social interactions and intimacy, leading to avoidance behaviours and emotional 
withdrawal. In cancer patients, these identity disruptions may be particularly salient 
during survivorship, when individuals are attempting to reclaim a sense of normalcy 
and continuity with their pre-illness identity [18]. 

Importantly, body image disturbance in AA is not limited to internal 
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dissatisfaction but is often shaped by anticipated or actual social evaluation. Fear of 
being perceived as ill, fragile, or permanently altered may amplify self-
consciousness and reinforce negative self-appraisals. These processes highlight that 
AA-related body image concerns are relational as well as intrapersonal, unfolding 
within broader social and cultural contexts. 

4.3. Stigma, social functioning, and work life 

Stigma represents a central component of the psychological burden associated 
with AA. Individuals with visible or patchy hair loss may experience both perceived-
stigma, such as fear of negative judgment, and internalized stigma, characterized by 
shame or self-blame. Evidence from large AA cohorts indicates that stigma 
independently predicts poorer quality of life, anxiety, and depressive symptoms, 
even after controlling for disease severity [6]. 

In oncology settings, stigma related to AA may intersect with cancer-related 
stigma, compounding social vulnerability. Patients may fear that visible hair loss will 
prompt intrusive questions, unwanted sympathy, or assumptions about prognosis. As 
a result, some individuals avoid social gatherings, religious activities, or professional 
settings. In the workplace, concerns about appearance and credibility may be 
particularly salient in client-facing or leadership roles, where visible difference may 
undermine confidence or perceived authority [47]. 

Concealment strategies, including wigs, head coverings, cosmetic camouflage, 
or eyebrow solutions, may help some patients regain a sense of control and social 
confidence. However, these strategies also impose practical, emotional, and financial 
burdens. Time spent on appearance management, discomfort associated with 
prostheses, and costs not covered by insurance may contribute to cumulative 
psychosocial strain, particularly when layered onto existing financial toxicity related 
to cancer treatment [48]. 

4.4. Health-related quality of life 

The psychological impact of AA extends beyond discrete emotional symptoms 
to broader impairments in health-related quality of life (HRQoL). Studies using 
validated instruments demonstrate that AA is associated with significant reductions 
in HRQoL across emotional, social, and role-functioning domains, with many 
patients reporting moderate to severe impact on daily life [6]. Notably, HRQoL 
impairment is often poorly correlated with clinician-rated disease severity, 
reinforcing the importance of patient-reported outcomes. 

In oncology care, AA-related quality-of-life impairments may accumulate 
alongside treatment demands, frequent medical appointments, fatigue, and financial 
stress. Patients may limit participation in meaningful activities, delay returning to 
work, or withdraw from intimate relationships due to concerns about appearance and 
stigma. Sexual well-being may also be affected, as body image concerns and reduced 
self-confidence interfere with intimacy and desire [49,50]. 

Taken together, these findings underscore that the psychological burden of AA 
in patients with cancer is multidimensional and pervasive, affecting emotional well-
being, identity, social functioning, and quality of life. The key psychological 
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domains associated with AA and cancer-related alopecia are summarized in Table 2, 
which synthesizes evidence across distress, anxiety and depression, body image 
disturbance, stigma, and HRQoL, and highlights why alopecia areata warrants 
explicit consideration within psycho-oncology frameworks. 

Table 2. Psychological burden domains associated with alopecia and alopecia areata across oncology and dermatology 
contexts. 

Psychological domain Evidence Population/context Key findings relevant to psychological burden 

Distress [1,2] 
Breast cancer patients receiving 
chemotherapy 

Alopecia consistently ranked among the most distressing treatment 
side effects; distress persisted despite anticipatory counselling and 
exceeded many physical toxicities 

Anxiety [5,51] 
Alopecia areata patients (general 
population) 

AA associated with ~2.5-fold higher odds of anxiety; anxiety 
prevalent across disease severities and not proportional to extent of 
hair loss 

Depression [5,51] Alopecia areata patients 
AA associated with ~2.7-fold higher odds of depression; 
bidirectional relationship suggested between AA and depressive 
disorders 

Christ Body image 
disturbance 

[1,2] Cancer patients with alopecia 
Hair loss associated with impaired body image, shame, reduced 
femininity/masculinity, and disrupted self-identity 

Stigma [1,51] Alopecia areata patients 
High levels of perceived and internalized stigma; stigma 
independently predicted poorer quality of life, anxiety, and 
depression 

5. Mechanisms and moderators of vulnerability 

Alopecia areata (AA) is an immune-mediated condition characterized by 
autoimmune targeting of the hair follicle, resulting in non-scarring hair loss [23]. 
Although definitive causal relationships remain difficult to establish, a bidirectional 
framework is increasingly used to conceptualize the relationship between 
psychological distress and AA, wherein stress-related immune perturbations may 
contribute to disease activity, and AA-related symptoms may in turn intensify 
psychological distress [5]. 

In patients with cancer, this bidirectional model may be particularly salient. 
Cancer itself represents a profound biological and psychological stressor, associated 
with systemic inflammation, hypothalamic–pituitary–adrenal axis activation, and 
immune dysregulation. Anticancer treatments further introduce immune 
perturbations through cytotoxic effects, hormonal modulation, or targeted immune 
activation [52]. When AA develops in this context, it may reflect the convergence of 
underlying autoimmune susceptibility, treatment-related immune shifts, and 
heightened psychological stress. While mechanistic pathways linking cancer, stress, 
and AA remain incompletely understood, this integrative framework provides a 
clinically useful lens for understanding why AA may emerge or worsen during the 
cancer trajectory without implying direct causation [53]. 

The increasing use of immune checkpoint inhibitors (ICIs) has added further 
complexity to this landscape. AA and alopecia universalis have been documented as 
immune-related adverse events in patients receiving ICIs, often developing months 
after treatment initiation and occasionally accompanied by poliosis during regrowth 
[11]. Importantly, immune-related AA is generally considered manageable and does 
not typically necessitate discontinuation of oncologic therapy. However, its 
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psychological implications may be substantial. For some patients, the emergence of 
AA during immunotherapy creates a paradox in which visible hair loss symbolizes 
both effective immune activation and personal distress. This dual meaning may 
generate emotional ambivalence, complicating coping and meaning-making during 
treatment [54,55]. 

Beyond biological mechanisms, individual and contextual factors play a critical 
role in shaping psychological vulnerability to AA. Evidence from large AA cohorts 
indicates that psychological outcomes are strongly influenced by illness perceptions, 
stigma, and perceived consequences, often to a greater extent than clinical severity 
[6]. In oncology settings, additional moderators may include age, gender identity, 
pre-existing mental health conditions, coping style, and perceived social support. 
Adolescents and young adults, for example, may be particularly vulnerable to 
appearance-related distress due to developmental and social factors [56]. 

Cultural norms regarding hair, femininity, masculinity, and visibility also shape 
responses to AA. In some cultural contexts, head coverings or wigs may be 
experienced as empowering or socially acceptable, whereas in others they may be 
perceived as stigmatizing or restrictive. Socioeconomic factors, including access to 
high-quality camouflage options and supportive services, further influence 
psychological outcomes. These moderators underscore that vulnerability to AA-
related distress is not uniform and must be understood within broader social and 
cultural contexts [57]. 

Taken together, these mechanisms and moderators suggest that AA-related 
psychological burden in cancer patients arises from the interaction of immune 
processes, stress responses, treatment context, and individual meaning-making. 
Recognizing this complexity supports a move away from purely biomedical 
explanations toward integrated psycho-oncological models that address both 
biological vulnerability and psychosocial context. 

6. Assessment and communication in psycho-oncology 

Assessment of alopecia areata (AA) in patients with cancer should extend 
beyond dermatologic severity to encompass psychological and functional domains 
that shape patient experience. Evidence from AA cohorts indicates that distress, 
anxiety, depression, stigma, and quality-of-life impairment are often poorly 
correlated with clinician-rated disease extent, underscoring the limitations of relying 
solely on visible hair loss as an indicator of burden [5,6]. In oncology settings, where 
multiple competing symptoms are present, AA-related psychological distress may 
therefore remain unrecognized unless it is explicitly assessed. 

A pragmatic assessment framework within psycho-oncology practice includes 
screening for emotional distress, anxiety and depressive symptoms, body image 
concerns, perceived stigma, social avoidance, and health-related quality of life. Brief 
screening tools can be integrated into routine oncology workflows, with positive 
screens prompting more detailed evaluation or referral. Although condition-specific 
instruments such as the Chemotherapy-Induced Alopecia Distress Scale (CADS) 
were developed for treatment-related hair loss, their conceptual domains emotional, 
functional, and relational distress are highly relevant to AA in cancer populations 
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[2]. Selection of assessment tools should balance clinical feasibility with sensitivity 
to appearance-related distress [58]. 

Importantly, AA-related distress may not be volunteered spontaneously by 
patients. Studies in oncology populations suggest that appearance-related concerns 
are often minimized or deprioritized during clinical encounters, either because 
patients perceive them as trivial relative to cancer or because clinicians focus on 
biomedical priorities [1]. As a result, reliance on patient-initiated disclosure may 
underestimate psychological burden. Routine inclusion of appearance-related 
questions within distress screening protocols may therefore help identify patients 
who would benefit from psycho-oncological support [59]. 

Clinical communication plays a central role in mitigating AA-related distress. 
Clear explanations that AA is distinct from chemotherapy-induced alopecia and not 
necessarily a sign of cancer progression can reduce catastrophic interpretations and 
uncertainty. Case-based evidence highlights that misattribution of alopecia in 
oncology settings may heighten anxiety and reinforce fears of recurrence, 
emphasizing the importance of timely diagnostic clarification [10,11]. 
Communication should be patient-centred and iterative, allowing space for emotional 
reactions rather than focusing exclusively on reassurance. 

Empathic validation is particularly important. Minimizing hair loss as a 
cosmetic issue or emphasizing that “it will grow back” may inadvertently invalidate 
patients’ experiences and discourage disclosure of distress. Instead, clinicians should 
acknowledge the emotional and identity-related impact of hair loss while providing 
balanced information about prognosis and management options [47]. Such 
communication strategies align with psycho-oncological principles and may 
facilitate adaptive coping, engagement with supportive services, and trust in the care 
team [60]. 

7. Integrated management and supportive care 

Optimal care for patients with cancer who develop alopecia areata (AA) 
requires interdisciplinary collaboration across oncology, dermatology, and psycho-
oncology. In current clinical practice, management of alopecia in oncology settings 
is often fragmented, with dermatologic evaluation, oncologic treatment, and 
psychological support occurring in parallel rather than in coordination. This 
fragmentation may contribute to prolonged diagnostic uncertainty, inconsistent 
messaging, and under-recognition of psychological burden. An integrated 
dermatology–psycho-oncology care pathway is therefore essential to address both 
the medical and psychosocial dimensions of AA. 

As outlined in Figure 2, early identification and diagnostic clarification 
represent the first critical step. New or atypical alopecia in patients with cancer 
should prompt timely dermatologic evaluation to differentiate AA from 
chemotherapy-induced alopecia, immune-related alopecia, endocrine therapy–
associated shedding, and neoplastic alopecia. Accurate diagnosis not only guides 
appropriate dermatologic management but also reduces anxiety associated with 
uncertainty and fear of cancer recurrence, which have been documented in cases of 
alopecia misattribution in oncology settings [10,34]. From a psycho-oncological 
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perspective, diagnostic clarity functions as an intervention in its own right by 
reducing catastrophic interpretations. 

 
Figure 2. Integrated clinical and psycho-oncology care pathway for alopecia areata 
in cancer patients. 

Concurrent with dermatologic assessment, psycho-oncological screening should 
be initiated to evaluate distress, anxiety, depressive symptoms, body image concerns, 
perceived stigma, social avoidance, and health-related quality of life. Evidence from 
AA cohorts indicates that psychological burden is frequently disproportionate to 
clinical severity, reinforcing the need for systematic screening rather than reliance on 
visible hair loss or patient-initiated disclosure [5,6]. Integration of brief screening 
tools into oncology workflows enables early identification of patients who may 
benefit from supportive interventions. 

Management should proceed in a coordinated and stepped manner, integrating 
dermatologic treatment with patient-centred communication, psychoeducation, and 
psychosocial support. Dermatologic therapies may include topical or intralesional 
corticosteroids, observation, or referral for specialized care depending on disease 
extent and treatment context. Importantly, dermatologic management should be 
accompanied by clear communication regarding prognosis, uncertainty, and 
treatment expectations. Patients benefit from understanding that AA is distinct from 
chemotherapy-induced alopecia and is not necessarily indicative of cancer 
progression or treatment failure [11]. 

Psychoeducation represents a foundational component of supportive care. 
Education should address the unpredictable nature of AA, normalize emotional 
reactions, and emphasize that distress related to hair loss is common and valid. 
Studies in oncology populations demonstrate that normalization and anticipatory 
guidance can mitigate distress associated with appearance-related changes [1,2]. For 
AA, psychoeducation may help patients reframe uncertainty and reduce self-blame 
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or catastrophic thinking. 
Targeted psychosocial interventions should be offered based on symptom 

severity and patient preference. Cognitive-behavioural approaches may assist 
patients in identifying and modifying maladaptive cognitions related to appearance, 
stigma, and permanence, while acceptance-based strategies may support coping with 
chronic uncertainty and loss of control [61,62]. These approaches align with broader 
psycho-oncological principles and may be delivered individually or in group 
settings. Peer support groups, whether condition-specific or cancer-focused, may 
further normalize experiences and provide practical coping strategies [61]. 

Appearance-related support, including wigs, scalp prostheses, eyebrow 
solutions, and cosmetic camouflage, should be discussed as optional resources rather 
than obligations. Framing concealment strategies as tools to restore agency and 
choice, rather than as requirements to conform to social expectations, is essential to 
avoid reinforcing stigma. Financial and practical barriers to accessing appearance-
related resources should also be acknowledged, particularly in the context of cancer-
related financial toxicity [63,64]. 

Referral to specialized psycho-oncology services, counselling, or psychiatry is 
indicated when patients experience clinically significant anxiety, depression, or 
functional impairment. Integrated care pathways facilitate timely referral and reduce 
the burden on patients to navigate multiple services independently. An overview of 
psycho-oncology aligned management strategies for AA in cancer patients is 
summarized in Table 3, highlighting interventions across assessment, education, 
psychosocial support, and follow-up. integrated management recognizes AA not 
merely as a dermatologic condition but as a psychosocial stressor embedded within 
the cancer experience. Coordinated care pathways that combine diagnostic accuracy, 
empathic communication, and targeted psychosocial intervention are likely to 
provide the greatest benefit for patients navigating the dual challenges of cancer and 
alopecia areata. 

Table 3. Psycho-oncology–aligned management strategies for alopecia areata in cancer patients. 

Care domain Strategy Evidence Psycho-oncology rationale 

Diagnostic clarification 
Early dermatology referral; biopsy if 
atypical 

[33,34] 
Reduces uncertainty, prevents misdiagnosis of neoplastic 
alopecia, mitigates fear of recurrence 

Psychological screening 
Anxiety, depression, distress, QoL 
assessment 

[2,51] 
Psychological burden not predicted by hair loss extent; 
screening identifies high-risk patients 

Clinical communication 
Clear explanation of AA vs 
chemotherapy alopecia 

[1,2] Diagnostic meaning shapes distress more than physical severity 

Psychoeducation 
Normalize emotional reactions; address 
unpredictability 

[51] 
Improves illness understanding; lower anxiety associated with 
better illness coherence 

Cognitive-behavioural 
strategies 

Address catastrophizing, avoidance, 
stigma 

[5,51] Targets key drivers of anxiety and depression 

Appearance-related 
support 

Wigs, eyebrow solutions, camouflage 
options 

[1,2] 
Restores agency and social confidence without medicalizing 
appearance 

Interdisciplinary care 
Dermatology–psycho-oncology 
collaboration 

[10,11] 
Addresses biological and psychological dimensions 
simultaneously 
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8. Research gaps and future directions 

Despite growing recognition of the psychological burden associated with 
alopecia areata (AA), cancer-specific evidence remains limited and fragmented. 
Most existing data on AA-related psychological outcomes are derived from general 
dermatology populations, with few studies explicitly examining AA within oncology 
cohorts. As a result, the prevalence, timing, and clinical correlates of AA across 
different cancer types and treatment phases remain poorly characterized. This gap 
limits clinicians’ ability to anticipate risk, counsel patients effectively, and design 
targeted supportive care interventions. 

Future research should prioritize prospective study designs that capture the 
dynamic nature of AA and its psychological impact across the cancer trajectory, 
including diagnosis, active treatment, survivorship, and recurrence. Longitudinal 
approaches would allow examination of temporal relationships between hair loss, 
psychological distress, and adaptation, as well as identification of periods of 
heightened vulnerability. Stratification by cancer type, stage, and treatment modality 
including chemotherapy, endocrine therapy, targeted agents, and immune checkpoint 
inhibitors is particularly important, given emerging evidence that immune-related 
alopecia may follow distinct clinical and psychological patterns [11]. 

Standardization of psychological outcome measures represents another critical 
need. Studies to date have used heterogeneous instruments, limiting comparability 
and synthesis. Incorporation of validated measures assessing distress, anxiety, 
depression, stigma, body image, and health-related quality of life would strengthen 
the evidence base and facilitate integration of alopecia-related outcomes into psycho-
oncology research frameworks. Importantly, outcome selection should reflect patient 
priorities rather than clinician-rated severity alone, as psychological burden is often 
disproportionate to objective hair loss extent [6]. 

Intervention research remains notably sparse. There is a need for trials 
evaluating integrated models of care that combine dermatologic management with 
psycho-oncological interventions, such as psychoeducation, cognitive-behavioural 
strategies, acceptance-based approaches, and peer support [65,66]. Stepped-care 
models embedded within oncology services may be particularly feasible and 
scalable. Evaluation of appearance-related support interventions, including access to 
wigs or cosmetic resources, should also consider psychological outcomes rather than 
cosmetic satisfaction alone [30]. 

Finally, qualitative research is essential to deepen understanding of how 
patients with cancer interpret and assign meaning to AA. Narrative and 
phenomenological studies can illuminate identity disruption, stigma experiences, 
cultural norms surrounding hair, and barriers to help-seeking that are not captured by 
quantitative measures. Such work is critical for informing culturally sensitive, 
patient-centred care and ensuring that future interventions align with lived 
experience rather than clinical assumptions thereby improving overall support 
systems for cancer patients [41,67,68]. 

9. Conclusion 

Alopecia areata represents a meaningful yet under-recognized source of 
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psychological burden in patients with cancer. Distinct from chemotherapy-induced 
alopecia, its unpredictable onset, fluctuating course, and uncertain prognosis 
challenge patients’ expectations of recovery and bodily control. When alopecia 
areata emerges during or after cancer treatment, it may disrupt identity, reactivate 
illness-related vigilance, and generate disproportionate distress that is not adequately 
explained by the visible extent of hair loss alone. This narrative review highlights 
that alopecia areata functions not merely as a dermatologic condition but as a 
psycho-oncological stressor that intersects with distress, anxiety, depression, stigma, 
body image disturbance, and impaired quality of life. Diagnostic ambiguity and 
misattribution may further intensify psychological burden, underscoring the 
importance of timely dermatologic evaluation and clear communication. At present, 
alopecia-related distress is often framed as a cosmetic concern within oncology care, 
resulting in underassessment and delayed psychosocial support. Integrating 
dermatologic expertise with psycho-oncology informed assessment, empathic 
communication, and stepped supportive care offers a pragmatic pathway to mitigate 
suffering and support adaptive coping. Recognizing alopecia areata as both a medical 
and psychological condition aligns with person-centred oncology and addresses a 
gap between patient experience and existing supportive care models. Greater 
attention to alopecia areata within psycho-oncology has the potential to improve 
quality of life, enhance survivorship care, and ensure that visible yet overlooked 
sources of distress are not neglected in comprehensive cancer care. 

Funding: None. 

Ethical approval: Not applicable. 

Informed consent statement: Not applicable. 

Conflict of interest: The author declares no conflict of interest. 

References 

1. Dua P, Heiland MF, Kracen AC, et al. Cancer related hair loss: A selective review of the alopecia research literature. Psycho-

Oncology. 2017; 26(4): 438–443. doi: 10.1002/pon.4039 

2. Choi EK, Kim IR, Chang O, et al. Impact of chemotherapy induced alopecia distress on body image psychosocial well-being 

and depression in breast cancer patients. Psycho-Oncology. 2014; 23(10): 1103–1110. doi: 10.1002/pon.3531 

3. Burroway B, Griggs J, Tosti A. Alopecia totalis and universalis long term outcomes: A review. Journal of the European 

Academy of Dermatology and Venereology. 2020; 34(4): 709–715. doi: 10.1111/jdv.15994 

4. Legiawati L, Anissa L. Relapse in alopecia totalis after successful treatment with intralesional corticosteroid and oral 

immunomodulator. Journal of Skin and Stem Cell. 2020; 7(1): e104841. doi: 10.5812/jssc.104841 

5. Okhovat JP, Marks DH, Manatis-Lornell A, et al. Association between alopecia areata anxiety and depression: A systematic 

review and meta-analysis. Journal of the American Academy of Dermatology. 2023; 88(5): 1040–1050. doi: 

10.1016/j.jaad.2019.05.086 

6. van Dalen M, Muller KS, Kasperkovitz-Oosterloo JME, et al. Anxiety depression and quality of life in children and adults 

with alopecia areata: A systematic review and meta-analysis. Frontiers in Medicine. 2022; 9: 1054898. doi: 

10.3389/fmed.2022.1054898 

7. Muffly LS, Hlubocky FJ, Khan N, et al. Psychological morbidities in adolescent and young adult blood cancer patients 

during curative intent therapy and early survivorship. Cancer. 2016; 122(6): 954–961. doi: 10.1002/cncr.29868 

8. Keller MC, Wolfe J, Baker JN, et al. Shooting for the STARS: implementing an evidence-based program to meet the end of 

treatment needs of childhood cancer survivors and their families. Palliative Care and Social Practice. 2024; 18: 1–12. doi: 



Psycho-Oncologie 2026, 20(1), 5693.  

16 

10.1177/27527530241245636 

9. Mehnert‐Theuerkauf A, Goerling U, Zimmermann T, et al. Early cancer survivorship distress trajectories associated with 

socioeconomic status and age: Findings from a multicenter prospective study. Cancer Medicine, 2025, 14(15): e71076. doi: 

10.1002/cam4.71076 

10. Motl SE, Fausel C. Recurring chemotherapy associated alopecia areata: case report and literature review. Pharmacotherapy. 

2003; 23(1): 104–108. doi: 10.1592/phco.23.1.104.31918 

11. Antoury L, Maloney NJ, Bach DQ, et al. Alopecia areata as an immune related adverse event of immune checkpoint 

inhibitors: A review. Dermatologic Therapy. 2020; 33(6): e14171. doi: 10.1111/dth.14171 

12. Rajoo Y, Wong J, Cooper G, et al. The relationship between physical activity levels and symptoms of depression anxiety and 

stress in individuals with alopecia areata. BMC Psychology. 2019; 7(1): 48. doi: 10.1186/s40359-019-0324-x 

13. Rencz F, Gulácsi L, Péntek M, et al. Alopecia areata and health related quality of life: A systematic review and meta-

analysis. British Journal of Dermatology. 2016; 175(3): 561–571. doi: 10.1111/bjd.14497 

14. Nangia JR, Wang T, Osborne C, et al. Effect of a scalp cooling device on alopecia in women undergoing chemotherapy for 

breast cancer. Journal of the American Medical Association. 2017; 317(6): 596–605. doi: 10.1001/jama.2016.20939 

15. Kopatz V, Gschwind L, Henkel C, et al. Micro and nanoplastics breach the blood brain barrier: Biomolecular coronas role 

revealed. Nanomaterials. 2023; 13(8): 1404. doi: 10.3390/nano13081404 

16. Masmoudi J, Sellami R, Ouali U, et al. Quality of life in alopecia areata: A sample of Tunisian patients. Dermatology 
Research and Practice. 2013; 2013: 983804. doi: 10.1155/2013/983804 

17. Muntyanu A, Litvinov IV, Netchiporouk E, et al. The burden of alopecia areata: a scoping review focusing on quality of life 

mental health and work productivity. Journal of the European Academy of Dermatology and Venereology. 2023; 37(8): 

1490–1520. doi: 10.1111/jdv.18926 

18. Ganz PA, Kwan L, Stanton AL, et al. Physical and psychosocial recovery in the year after primary treatment of breast 

cancer. Journal of Clinical Oncology. 2011; 29(9): 1101–1109. doi: 10.1200/JCO.2010.28.8043 

19. Werner B, Mulinari-Brenner F. Clinical and histological challenge in the differential diagnosis of diffuse alopecia: Female 

androgenetic alopecia, telogen effluvium and alopecia areata-part I. Anais Brasileiros De Dermatologia, 2012, 87: 742–747. 

doi: 10.1590/S0365-05962012000600010 

20. Tan IJ, Jafferany M. Psychosocial impact of alopecia areata in paediatric and adolescent populations: A systematic review. 

Journal of Paediatrics and Child Health. 2024; 60(12): 778–782. doi: 10.1111/jpc.16678 

21. 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 

22. Maloh J, Engel T, Natarelli N, et al. 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 

23. Ahn DH, Kim H, Lee B, et al. Psychological stress induced pathogenesis of alopecia areata: autoimmune and apoptotic 

pathways. International Journal of Molecular Sciences. 2023; 24(14): 11711. doi: 10.3390/ijms241411711 

24. Kim HS, Cho DH, Kim HJ, et al. Immunoreactivity of corticotropin releasing hormone adrenocorticotropic hormone and 

alpha melanocyte stimulating hormone in alopecia areata. Experimental Dermatology. 2006; 15(6): 515–522. doi: 

10.1111/j.1600-0625.2006.00003.x 

25. Zwahlen D, Tondorf T, Rothschild SI, et al. Understanding why cancer patients accept or turn down psycho oncological 

support: A prospective observational study. BMC Cancer. 2017; 17(1): 385. doi: 10.1186/s12885-017-3362-x 

26. Van Cauwenberghe L, Janssen CR. Microplastics in bivalves cultured for human consumption. Environmental Pollution. 

2014; 193: 65–70. doi: 10.1016/j.envpol.2014.06.010 

27. Gomes EE, Santos M, Ramos C, et al. Breast cancer cutaneous metastasis after scalp cooling for alopecia prevention. Journal 

of Cancer Therapy. 2020; 11(11): 735–741. doi: 10.4236/jct.2020.1111064 

28. Wikramanayake TC, Villasante AC, Mauro LM, et al. A novel rat model for chemotherapy induced alopecia. Clinical and 

Experimental Dermatology. 2012; 37(3): 284–289. doi: 10.1111/j.1365-2230.2011.04239.x 

29. Roe H. Chemotherapy induced alopecia: advice and support for hair loss. British Journal of Nursing. 2011; 20(Suppl 5): S4–

S8. doi: 10.12968/bjon.2011.20.sup5.s4 

30. Apalla Z, Nikolaou V, Fattore D, et al. European recommendations for management of immune checkpoint inhibitor derived 

dermatologic adverse events. Journal of the European Academy of Dermatology and Venereology. 2021; 36(3): 332–350. 



Psycho-Oncologie 2026, 20(1), 5693.  

17 

doi: 10.1111/jdv.17855 

31. De Oliveira FL, Silveira LKCDB, Moraes TS, et al. Alopecia neoplastica: An uncommon presentation of metastatic breast 

carcinoma. Journal of Surgical Dermatology. 2020; 6(1): 30–33. doi: 10.18282/jsd.v6.i1.77 

32. Skafida E, Rallis E, Verros C, et al. Secondary alopecia neoplastica mimicking alopecia areata following breast cancer. 

Dermatology. 2020; 236(4): 356–360. doi: 10.1159/000507694 

33. Schorr WF, Swanson PM, Gomez F, et al. Alopecia neoplastica: Hair loss resembling alopecia areata caused by metastatic 

breast cancer. Journal of the American Medical Association. 1970; 213(8): 1335–1337. doi: 10.1001/jama.213.8.1335 

34. Flanagan KE, Stewart C, Bunker C, et al. Primary alopecia neoplastica: A novel case report and literature review. 

Dermatology. 2021; 237(6): 1037–1042. doi: 10.1159/000516650 

35. Podbury B, Gurgenci T, Huggett G, et al. Psychological distress and physical symptoms in advanced cancer a cross-sectional 

study. BMJ Supportive and Palliative Care. 2024; 14(2): e4940. doi: 10.1136/spcare-2024-004940 

36. Montgomery K, White C, Thompson AR. A mixed methods survey of social anxiety, anxiety depression and wig use in 

alopecia. BMJ Open. 2017; 7(4): e015468. doi: 10.1136/bmjopen-2016-015468 

37. Kaur A, Doberstein T, Amberker RR, et al. Immune related adverse events in cancer patients treated with immune 

checkpoint inhibitors. Medicine. 2019; 98(37): e17348. doi: 10.1097/MD.0000000000017348 

38. Akizuki N, Akechi T, Nakanishi T, et al. Development of a brief screening interview for adjustment disorders and major 

depression in patients with cancer. Cancer. 2003; 97(10): 2601–2607. doi: 10.1002/cncr.11358 
39. Evilia W, Wahyuni AAS, Aryani LA. Immune system and its relation to depression: A literature review. Journal of 

Psychiatry and Social Psychology. 2021; 10(2): 78–85. doi: 10.20473/jps.v10i2.28416 

40. Farzi A, Fröhlich EE, Holzer P. Gut microbiota and the neuroendocrine system. Neurotherapeutics. 2018; 15(1): 5–22. doi: 

10.1007/s13311-017-0600-5 

41. Nunes-Zlotkowski K, Shepherd HL, Butow PN, et al. Psycho-oncology clinicians’ perceptions of blended psychological 

therapy for the treatment of anxiety and depression in patients with cancer. Journal of Psychosocial Oncology Research and 

Practice. 2025; 7(1): e0163. doi: 10.1097/OR9.0000000000000163 

42. Carelle N, Piotto E, Bellanger A, et al. Changing patient perceptions of the side effects of cancer chemotherapy. Cancer. 

2002; 95(1): 155–163. doi: 10.1002/cncr.10630 

43. Kang D, Park H, Kim IR, et al. Distress and body image due to altered appearance in post treatment and active treatment 

breast cancer patients and general population controls. Palliative and Supportive Care. 2017; 15(5): 547–556. doi: 

10.1017/S1478951517000062 

44. McGarvey EL, Baum LD, Pinkerton R, et al. Psychological sequelae and alopecia among women with cancer. Cancer 

Nursing. 2001; 24(6): 435–442. doi: 10.1111/j.1523-5394.2001.96007.x 

45. Sanchez K, Sinclair R, Harries M, et al. Components of severity in alopecia areata. Dermatology. 2025; 241(1): 1–9. doi: 

10.1159/000545861 

46. King B, Ohyama M, Kwon O, et al. Development of the alopecia areata scale for clinical use: results of an academic industry 

collaborative effort. Journal of the American Academy of Dermatology. 2022; 86(3): 630–637. doi: 

10.1016/j.jaad.2021.08.043 

47. Melissant HC, Jansen F, Eerenstein SEJ, et al. Body image distress in head and neck cancer patients: What are we looking at. 

Supportive Care in Cancer. 2020; 29(4): 2161–2169. doi: 10.1007/s00520-020-05725-1 

48. Thom B, Benedict C. The impact of financial toxicity on psychological well-being coping self-efficacy and cost coping 

behaviors in young adults with cancer. Journal of Adolescent and Young Adult Oncology. 2019; 8(3): 236–242. doi: 

10.1089/jayao.2018.0143 

49. Fourie S, Norton C, Jackson D, et al. Grieving multiple losses: Experiences of intimacy and sexuality of people living with 

inflammatory bowel disease: a phenomenological study. Journal of Advanced Nursing. 2023; 79(6): 2105–2116. doi: 

10.1111/jan.15879 

50. Hayes AE, Wardell DW, Engebretson J, et al. Psychosexual responses to BRCA gene mutations in women of childbearing 

age. Journal of the American Association of Nurse Practitioners. 2023; 35(4): 242–251. doi: 

10.1097/JXX.0000000000000850 

51. Christou E, Lalagianni N, McSweeney SM, et al. Psychosocial burden and the impact of illness perceptions and stigma on 

quality of life anxiety and depression in alopecia areata: results from the alopecia plus me study. British Journal of 

Dermatology. 2025; 193(3): 458–467. doi: 10.1093/bjd/ljaf189 



Psycho-Oncologie 2026, 20(1), 5693.  

18 

52. Salicru AN, Sams C, Marshall GD. Cooperative effects of corticosteroids and catecholamines upon immune deviation of the 

type one type two cytokine balance. Brain Behavior and Immunity. 2007; 21(4): 454–464. doi: 10.1016/j.bbi.2007.02.006 

53. Zhang X, Yu M, Yu W, et al. Development of alopecia areata is associated with higher central and peripheral hypothalamic 

pituitary adrenal tone. Journal of Investigative Dermatology. 2009; 129(6): 1527–1535. doi: 10.1038/jid.2008.371 

54. Willemse H, Van Der Doef M, Van Middendorp H. Applying the common sense model to predicting quality of life in 

alopecia areata. Journal of Health Psychology. 2018;23(11):1424–1436. doi:10.1177/1359105317752826. 

55. Davey L, Clarke V, Jenkinson E. Living with alopecia areata: An online qualitative survey study. British Journal of 

Dermatology. 2019; 180(6): 1377–1389. doi: 10.1111/bjd.17463 

56. Akechi T, Mishiro I, Fujimoto S. Risk of major depressive disorder in adolescent and young adult cancer patients in Japan. 

Psycho-Oncology. 2022; 31(8): 1287–1294. doi: 10.1002/pon.5881 

57. Lax ES, Novak SA, Webster GD. Maternal functioning and psychological distress during the COVID nineteen pandemic. 

Journal of Women’s Health. 2023; 32(2): 155–164. doi: 10.1089/jwh.2021.0588 

58. Tuinman MA, Gazendam-Donofrio SM, et al. Screening and referral for psychosocial distress in oncologic practice. Cancer. 

2008; 113(4): 870–878. doi: 10.1002/cncr.23622 

59. Anderson JL, Slade AN, McDonagh PR, et al. The long-lasting relationship of distress on radiation oncology specific clinical 

outcomes. Advances in Radiation Oncology. 2019; 4(2): 354–361. doi: 10.1016/j.adro.2018.11.001 

60. Dilworth S, Higgins I, Parker V, et al. Patient and health professionals perceived barriers to the delivery of psychosocial care 
to adults with cancer. Psycho-Oncology. 2014; 23(6): 601–612. doi: 10.1002/pon.3474 

61. Grassi L, Watson M. Psychosocial care in cancer: an overview of psychosocial programmes and national cancer plans. 

Psycho-Oncology. 2012; 21(10): 1027–1033. doi: 10.1002/pon.3154 

62. Kaneko M, Hasegawa T, Yamada Y, et al. Nurses’ recognition of the mental state of cancer patients and their own stress 

management. Psycho-Oncology. 2012; 22(7): 1624–1629. doi: 10.1002/pon.3191 

63. Altice CK, Banegas MP, Tucker-Seeley RD, et al. Financial hardships experienced by cancer survivors: A systematic review. 

Journal of the National Cancer Institute. 2017; 109(2): djw205. doi: 10.1093/jnci/djw205 

64. Edward JS, Tucker-Seeley RD, Yabroff KR, et al. Interventions to address cancer related financial toxicity: 

Recommendations from the field. The Journal of Rural Health. 2021; 38(4): 817–826. doi: 10.1111/jrh.12637 

65. Aburizik A, Raque-Bogdan TL, Spitz N, et al. Responding to distress in cancer care: Increasing access to psycho-oncology 

services. Psycho-Oncology. 2023; 32(11): 1675–1683. doi: 10.1002/pon.6217 

66. Kusch M, Keller M, Grochtdreis T, et al. Integrated cross sectoral psycho-oncology: a new form of care for newly diagnosed 

cancer patients in Germany. BMC Health Services Research. 2022; 22(1): 778. doi: 10.1186/s12913-022-07782-0 

67. Thompson JF, Butow PN, Sharpe L, et al. Short-term effectiveness of a stepped care model to address fear of cancer 

recurrence. Psycho-Oncology. 2024; 33(12): e7041. doi: 10.1002/pon.70041 

68. Frasquilho D, Matos MG, Marques A, et al. Protocol for the implementation and assessment of MoodUP: A stepped care 

model assisted by a digital platform. International Journal of Environmental Research and Public Health. 2021; 18(9): 4629. 

doi: 10.3390/ijerph18094629 


