
W H Y  T H I S  R E P O R T

Hair-loss management becomes difficult when the visible
phenotype, underlying biology, and patient timeline stop lining up.
A patient may arrive with a familiar pattern of thinning, but the consultation can quickly move beyond routine pattern hair loss. Diffuse

shedding can overlap with androgenetic change. Alopecia areata can resemble other nonscarring conditions. Scarring disease can be

subtle before irreversible follicular loss is obvious. A patient may already have tried multiple topical or oral therapies, may be frustrated

by slow change, or may interpret continued shedding as proof that treatment has failed.

This report examines how dermatology clinicians navigate those points of friction. It follows the pathway from the phenotype that usually

starts the evaluation, through trichoscopy and biopsy, initial treatment, reasons for early failure, decisions made when hair loss persists,

the subgroups that change the pathway most, how long-term success is judged, and which developments clinicians believe could

reshape care over the next three to five years.

Survey note: The source report contains 64 total survey records, including 49 complete and 15 partial records, for a 76.6% completion rate. Country metadata
covers the USA, Italy, France, and Germany. Clinical question-level response counts vary, most commonly 51 or 52, because partial records can still contain
usable answers before survey exit.

M E T H O D O L O G Y

A focused clinician survey on real-world hair-loss decisions.
The survey asked dermatology clinicians about the hair-loss phenotype that most often drives evaluation, the findings that change

diagnostic workup, typical first treatment, reasons for initial treatment failure, next steps for persistent loss, subgroups that alter the

treatment pathway, signals that support long-term therapy, barriers to effective management, and future developments. One question

allowed up to two selections for diagnostic findings, and another allowed up to two selections for factors supporting long-term therapy.

Percentages shown in this report are the exact values from the response export.

The hidden country-punching field is used only for geographic metadata. Internal operational fields, required-text checks, and honeypot variables are excluded
from the report narrative.

E X E C U T I V E  S U M M A RY

Six signals define the hair-loss management pathway in this
clinician group.

0 1

65.4% · Pattern hair loss sets the default clinical frame.

Say androgenetic alopecia most often drives clinical evaluation.
Telogen effluvium is a distant second at 19.2%.

0 2

54.9% · Trichoscopy and biopsy are the biggest
diagnostic pivots.
Select trichoscopy abnormalities, while 47.1% select scalp biopsy
findings among the factors that most strongly change the workup.

0 3

66.7% · Topical minoxidil remains the dominant opening
move.

Typically initiate topical minoxidil first, while oral minoxidil is selected
by 21.6%.

0 4

49.0% · Adherence matters more than diagnostic error in
early failure.

Choose poor treatment adherence as the most common driver of
initial treatment failure, compared with 7.8% for incorrect diagnosis.

0 5

62.7% · The largest management obstacle is expectation-
setting.

Say unrealistic treatment expectations most limit effective hair-loss
management.

0 6

33.3% · Therapeutic innovation is prioritized over AI-
assisted diagnosis.

Choose regenerative follicle therapies, while novel follicle-targeted
therapies and JAK inhibitors for alopecia areata each receive 31.4%.

01
P H E N O T Y P E  ·  C L I N I C A L  S TA R T I N G  P O I N T

Androgenetic alopecia dominates the opening diagnosis, but it cannot
become a diagnostic shortcut.
65.4% say androgenetic alopecia most often drives their clinical evaluation.

C O N T E X T

Pattern hair loss is common, familiar, and often recognizable at first glance.

That familiarity creates efficiency, but it also creates a risk: a routine-looking
thinning pattern can coexist with diffuse shedding, inflammation, traction,

autoimmune disease, or early scarring.

W H AT  T H E  D ATA S H O W S

Androgenetic alopecia leads by a wide margin at 65.4%. Telogen effluvium

follows at 19.2%, alopecia areata at 11.5%, and scarring alopecia at 3.8%.

T H E  I N S I G H T

The common phenotype sets the starting probability, not the final diagnosis.

The low percentage for scarring alopecia should not be read as low

importance because later survey responses show that active scarring disease
changes the treatment pathway more than any other subgroup.

W H Y I T  M AT T E R S

High-volume hair-loss care needs a deliberate off-ramp from the routine

pattern-hair-loss pathway. In practice, that means noticing symptoms and
signs that do not fit, documenting progression, and using trichoscopy or biopsy

when the visible pattern leaves unresolved questions.

Hair-loss phenotype most often driving clinical evaluation

Androgenetic alopecia 65.4%

Telogen effluvium 19.2%

Alopecia areata 11.5%

Scarring alopecia 3.8%

02
D I A G N O S T I C  W O R K U P  ·  W H E N  T H E  PAT T E R N  I S  N O T  E N O U G H

Trichoscopy and scalp biopsy are the strongest signals for changing the
workup.
54.9% select trichoscopy abnormalities; 47.1% select scalp biopsy findings.

C O N T E X T

The hair-loss consultation moves from recognition to investigation when the

phenotype becomes ambiguous. The practical question is not which test

exists, but which finding is strong enough to change the next decision.

W H AT  T H E  D ATA S H O W S

Trichoscopy abnormalities are selected by 54.9%, scalp biopsy findings by

47.1%, a positive hair-pull test by 39.2%, and hormonal or nutritional

abnormalities by 21.6%. Respondents could choose up to two findings.

T H E  I N S I G H T

The ranking places scalp-specific evidence ahead of systemic abnormalities. It

suggests that clinicians most often change direction when they see

morphology or histopathology that challenges the initial pattern-based
assumption.

W H Y I T  M AT T E R S

Current dermatology literature describes trichoscopy as an important part of

hair-loss consultation because it reveals hair shaft, follicular, perifollicular, and

scalp features that may not be obvious to the naked eye. Scalp biopsy
remains particularly valuable when the cause is unclear or scarring disease is

suspected.

Findings that most strongly change diagnostic workup

Trichoscopy

abnormalities
54.9%

Scalp biopsy findings 47.1%

Positive hair-pull test 39.2%

Hormonal / nutritional
abnormalities

21.6%

03
F I R S T- L I N E  T H E R A P Y  ·  T H E  M I N O X I D I L  D E FA U LT

Topical minoxidil remains the most common first treatment by a wide
margin.
66.7% typically initiate topical minoxidil first.

C O N T E X T

Once a treatable nonscarring pathway is established, the next challenge is

choosing a regimen that is evidence-based, tolerable, practical, and realistic

for long-term use.

W H AT  T H E  D ATA S H O W S

Topical minoxidil is selected by 66.7%. Oral minoxidil follows at 21.6%,

intralesional corticosteroids at 9.8%, and antiandrogen therapy at 2.0%.

T H E  I N S I G H T

The distribution reflects a strong topical default, with a smaller group already
using oral minoxidil as the opening move. It also reflects the mixed diagnoses

represented in hair clinics because intralesional corticosteroids are more

relevant to selected inflammatory or alopecia areata presentations than to
routine androgenetic alopecia.

W H Y I T  M AT T E R S

A 2026 review comparing recent guidelines and expert recommendations

continues to identify topical minoxidil and 5-alpha-reductase inhibitors as
conventional cornerstones for androgenetic alopecia, while low-dose oral

minoxidil is increasingly supported but still varies in formal guideline

positioning. That makes clinician judgment, patient selection, counseling, and
monitoring central to escalation.

Treatment typically initiated first

66.7%

Topical minoxidil

21.6%

Oral minoxidil

9.8%

Intralesional
corticosteroids

2.0%

Antiandrogen
therapy

04
I N I T I A L  FA I L U R E  ·  B I O L O G Y  V E R S U S  B E H AV I O R

Early treatment failure is most often attributed to adherence, not
incorrect diagnosis.
49.0% identify poor treatment adherence as the most common driver of initial failure.

C O N T E X T

Hair-loss treatment creates a difficult feedback loop. The patient must often

continue therapy before visible improvement is obvious, but the lack of
obvious improvement is exactly what makes daily treatment harder to sustain.

W H AT  T H E  D ATA S H O W S

Poor treatment adherence leads at 49.0%, followed by insufficient treatment

duration at 23.5%, progressive disease activity at 19.6%, and incorrect
diagnosis at 7.8%.

T H E  I N S I G H T

The two leading responses are poor adherence and insufficient treatment

duration rather than diagnostic error. These are not the same problem, but
both can make an appropriate regimen look ineffective before its therapeutic

window has been fairly tested.

W H Y I T  M AT T E R S

American Academy of Dermatology guidance notes that topical minoxidil may
take about six to twelve months to show how well it is working. That long

horizon makes expectation-setting a clinical intervention, not merely a

communication extra.

Most common driver of initial treatment failure

49.0% 23.5% 19.6% 7.8%

Poor treatment adherence Insufficient treatment duration

Progressive disease activity Incorrect diagnosis

05
P E R S I S T E N T  L O S S  ·  W H AT  H A P P E N S  N E X T

When hair loss persists, most clinicians escalate pharmacotherapy before
adding a procedure.
54.9% choose pharmacotherapy escalation as the primary next step.

C O N T E X T

Persistent hair loss creates a fork in the pathway. The clinician can intensify

therapy, repeat non-invasive assessment, add a procedure, or reopen the
diagnosis with biopsy.

W H AT  T H E  D ATA S H O W S

Escalating pharmacotherapy leads at 54.9%. Scalp biopsy is next at 25.5%,

while repeat trichoscopic assessment and procedural treatment are each
selected by 9.8%.

T H E  I N S I G H T

The dominant response is therapeutic escalation, but one quarter pivot back to

tissue diagnosis. That split is clinically important because "not improving" can

mean inadequate intensity, inadequate duration, the wrong target, or a
different disease process.

W H Y I T  M AT T E R S

A useful persistent-loss pathway therefore needs two checks in parallel: has

the patient actually had an adequate trial, and does the diagnosis still explain
the course? Escalation without the second check risks treating the wrong

process more aggressively.

Primary next step for persistent hair loss

Escalate
pharmacotherapy

54.9%

Perform scalp biopsy 25.5%

Repeat trichoscopy 9.8%

Add procedural treatment 9.8%

06
H I G H - R I S K  S U B G R O U P S  ·  W H E N  R O U T I N E  C A R E  N O  L O N G E R  F I T S

Active scarring alopecia changes the treatment pathway more than any
other subgroup.
54.9% identify active scarring alopecia as the subgroup that most changes their pathway.

C O N T E X T

Not all hair-loss diagnoses carry the same urgency. In nonscarring conditions,

delayed optimization may mean continued loss or frustration. In active

cicatricial disease, ongoing inflammation can permanently destroy follicles and
change the achievable endpoint.

W H AT  T H E  D ATA S H O W S

Active scarring alopecia leads at 54.9%. Severe alopecia areata follows at

23.5%, refractory androgenetic alopecia at 15.7%, and female-pattern hair
loss at 5.9%.

T H E  I N S I G H T

The subgroup ranking reframes the earlier phenotype result. Scarring alopecia

is uncommon as the usual starting phenotype, but it carries disproportionate
pathway impact when present.

W H Y I T  M AT T E R S

That urgency is consistent with evolving specialty guidance. The 2026

European Academy of Dermatology and Venereology task force position on

classic lichen planopilaris emphasizes individualized management in a field
where randomized evidence remains limited. For clinicians, diagnostic

certainty, disease activity, and timely inflammation control remain central.

Subgroup that most changes treatment pathway

Active scarring alopecia 54.9%

Severe alopecia areata 23.5%

Refractory androgenetic
alopecia

15.7%

Female-pattern hair loss 5.9%

07
L O N G - T E R M  T H E R A P Y  ·  W H AT  C O U N T S  A S  P R O G R E S S

Long-term persistence is supported by multiple signals, not density alone.
51.0% select objective density improvement, but reduced shedding, patient-reported
benefit, and stable disease activity also matter.

C O N T E X T

Hair-loss outcomes can be difficult to make visible. Regrowth may be gradual,

stabilization may be a meaningful success, and different diagnoses demand
different endpoints.

W H AT  T H E  D ATA S H O W S

Objective density improvement is selected by 51.0%, reduced hair shedding

by 45.1%, patient-reported treatment benefit by 39.2%, and stable disease
activity by 35.3%. Respondents could choose up to two factors.

T H E  I N S I G H T

Clinicians appear to use a portfolio of progress markers. This matters because

a single endpoint can understate benefit, particularly in conditions where
stabilizing activity is more realistic than restoring prior density.

W H Y I T  M AT T E R S

Standardized photographs, trichoscopic documentation, shedding history,

symptoms, and patient-reported goals can make progress more legible. The
aim is not to create a universal score for every patient, but to define what

success means before treatment begins and then measure against that

expectation.

What most supports maintaining long-term hair-loss therapy

51.0%
Objective density improvement

45.1%
Reduced hair shedding

39.2%
Patient-reported treatment
benefit

35.3%
Stable disease activity

08
E X P E C TAT I O N S  ·  T H E  L A R G E S T  M A N A G E M E N T  B A R R I E R

Unrealistic treatment expectations outweigh affordability, limited
diagnostics, and adherence as the main management limitation.
62.7% identify unrealistic treatment expectations as the single biggest limitation.

C O N T E X T

Hair-loss care is unusually exposed to visual self-monitoring. Patients can

inspect the problem every day, while treatment often works on a biological
timeline measured in months.

W H AT  T H E  D ATA S H O W S

Unrealistic treatment expectations lead at 62.7%. Poor treatment adherence

follows at 17.6%, treatment affordability at 15.7%, and limited diagnostic

resources at 3.9%.

T H E  I N S I G H T

The survey separates adherence from expectations, yet the two are likely

connected in practice. Expectations influence whether slow or partial

improvement is interpreted as progress, disappointment, or a reason to stop.

W H Y I T  M AT T E R S

A practical expectation conversation should define the likely time horizon, the

realistic degree of regrowth or stabilization, what temporary shedding may

mean, what would count as inadequate response, and when the plan will be
reassessed. This is especially important when the therapeutic goal differs by

diagnosis.

What most limits effective hair-loss management

Unrealistic treatment
expectations

62.7%

Poor treatment
adherence

17.6%

Treatment affordability 15.7%

Limited diagnostic

resources
3.9%

09
F U T U R E  C A R E  ·  W H AT  C L I N I C I A N S  WA N T  N E X T

Future optimism is concentrated in new therapies, while AI-assisted
trichoscopy ranks far behind.
33.3% choose regenerative follicle therapies, with two therapeutic categories close behind
at 31.4% each.

C O N T E X T

The survey asks respondents to look three to five years ahead and identify the

development that could most transform hair-loss care.

W H AT  T H E  D ATA S H O W S

Regenerative follicle therapies lead at 33.3%. Novel follicle-targeted therapies
and JAK inhibitors for alopecia areata each receive 31.4%. AI-assisted

trichoscopy is selected by 3.9%.

T H E  I N S I G H T

Respondents are primarily asking for better therapeutic options rather than
better diagnostic automation. The three leading choices together point toward

disease modification, follicular regeneration, and targeted immune treatment.

W H Y I T  M AT T E R S

The JAK category needs current context: JAK-pathway therapies are already
part of severe alopecia areata treatment in the United States, including FDA

approvals for ritlecitinib and deuruxolitinib. The survey selection therefore

likely reflects continued expansion, refinement, access, and real-world
integration rather than a technology that has not yet entered practice.

Development that could most transform hair-loss care within 3-5
years

33.3%

Regenerative
follicle therapies

31.4%

Novel follicle-
targeted therapies

31.4%

JAK inhibitors for
alopecia areata

3.9%

AI-assisted
trichoscopy

O P E N  R E S P O N S E  L E N S

The difficult cases are difficult because more than one problem is often
present at the same time.
The open-ended question asked clinicians to describe a challenging hair-loss case, what created uncertainty, how management
evolved, and what remained unresolved. Responses were provided in multiple languages and ranged from short notes to

detailed case descriptions. They are interpreted qualitatively here without assigning percentages to themes.

Several themes recur across the comments. The value is not that every clinician reported the same problem. It is that the

responses show how routine categories break down in practice when disease overlap, scarring, prior therapy, patient
preference, or treatment resistance complicates the pathway.

Refractory androgenetic alopecia

Clinicians describe pattern hair loss that remains resistant despite topical and
oral modalities, raising questions about next-line combinations and realistic
endpoints.

Scarring disease and irreversible loss

Comments describe scarring alopecia, lichen planopilaris, frontal fibrosing
alopecia, and already-scarred areas where regrowth remains limited or
impossible.

Overlapping diagnoses

Some cases combine scarring and nonscarring disease or present with patterns
that resemble telogen effluvium, alopecia areata, or traction-related loss, making
a single-label pathway inadequate.

Diagnostic uncertainty

Respondents mention unclear trichoscopy, uncertain histology, and cases where
the clinical pattern does not fully match the expected diagnosis.

Patient preference and adherence

At least some cases are constrained not only by biology but by reluctance to
pursue injections, systemic therapies, or sustained treatment, even when the

clinician has escalation options.

Prior-treatment complexity

Several responses describe patients who have already seen other dermatologists
or tried multiple modalities, which can blur the untreated baseline and make

response attribution harder.

What the open responses add: The quantitative survey shows where clinicians usually start and what they usually do next. The qualitative comments show
why difficult cases do not stay linear. Hair-loss management often becomes a process of revisiting the diagnosis, redefining the goal, and negotiating what the

patient is willing and able to continue.

P E O P L E  A L S O  A S K  ·  T O P I C  FA Q

Frequently asked questions about hair-loss diagnosis and treatment.
What is trichoscopy and how is it used in hair-loss diagnosis?

Trichoscopy is dermoscopic examination of the hair and scalp. It helps dermatologists identify patterns that may not be obvious on visual inspection alone and can support
differentiation among common scarring and nonscarring alopecias. It is usually interpreted alongside history, examination, hair-pull findings, and other tests when needed.

When is a scalp biopsy used for hair loss?

A scalp biopsy is generally considered when the diagnosis remains uncertain, when scarring alopecia is suspected, or when clinical and trichoscopic findings do not fully
explain the pattern of hair loss. The biopsy site and technique matter because active margins can be more informative than end-stage scarred areas.

Is topical minoxidil a common treatment for androgenetic alopecia?

Yes. Topical minoxidil remains a widely used treatment for pattern hair loss. Response varies, treatment is usually continued long term if effective, and patients need realistic
counseling that visible improvement takes time rather than days or a few weeks.

How long can minoxidil take to show visible results?

For pattern hair loss, visible improvement may take several months. American Academy of Dermatology patient guidance notes that topical minoxidil can take about six to
twelve months to show how well it is working, which makes adherence and expectation-setting important early in treatment.

How are scarring and nonscarring alopecia different clinically?

Nonscarring alopecias preserve the follicular opening and may allow regrowth when the underlying process is controlled. Scarring, or cicatricial, alopecias destroy follicles
and can cause permanent loss, so identifying active disease and controlling inflammation early can be especially important.

Are JAK inhibitors now used for alopecia areata?

Yes, for selected patients with severe alopecia areata. In the United States, oral JAK-pathway therapies have received FDA approvals for severe alopecia areata in adults,
and some options also include adolescents. Treatment choice depends on disease severity, age, comorbidities, risks, monitoring needs, and local regulatory status.

D E R M AT O L O G Y  P R A C T I C E  L E N S

What this means at four points in the hair-loss care pathway.
The survey suggests that durable hair-loss care depends on moving deliberately between diagnostic confidence, treatment adequacy, disease urgency,
and patient confidence rather than treating each as a separate problem.

C L O S I N G  P E R S P E C T I V E

The next improvement in hair-loss care may come from making
the pathway more explicit, not simply making the treatment
stronger.
This survey captures a familiar clinical contradiction. Hair loss is visible, but the biology that drives it is often not. Treatment can be

straightforward, but the diagnosis may not be. A regimen can be reasonable, but the patient may stop before it can be judged. And when the

disease is scarring or refractory, the objective can shift from regrowth to stabilization even while the patient is still hoping for restoration.

The data begin with androgenetic alopecia, the most common clinical starting point in this group. Yet the report quickly moves beyond pattern recognition. Trichoscopy

and biopsy are the strongest workup pivots, and active scarring alopecia is the subgroup most likely to change the treatment pathway. These findings reinforce the

importance of knowing when a common phenotype no longer explains the course.

The treatment story is equally layered. Topical minoxidil is the dominant first treatment, but persistent loss most often prompts pharmacologic escalation. The greatest

early failure signal is poor adherence, followed by insufficient treatment duration. That makes the later expectation finding especially important: nearly two thirds

identify unrealistic treatment expectations as the largest limitation to effective management.

This does not mean patient expectations are the cause of every poor outcome. It means the clinician and patient can be working with different definitions of time and

success. For the clinician, stabilization may be meaningful. For the patient, anything short of visible regrowth may feel like no benefit. For the clinician, six months may

be an appropriate interval to judge a therapy. For the patient, six weeks can already feel like a long time. Making that difference explicit can protect both adherence

and trust.

The open-ended cases show what happens when the pathway becomes even more complex: overlapping diagnoses, scarring plus nonscarring disease, treatment

resistance, unclear histology, patient reluctance, prior therapies, and presentations that mimic more familiar conditions. These are not edge cases to be simplified

away. They are reminders that hair-loss care often requires repeated reassessment rather than a single diagnostic label followed by a fixed regimen.

Future therapeutic development may widen the options, particularly for alopecia areata and for targeted or regenerative approaches. But innovation will not remove

the need for clinical judgment. The next step still depends on the same core questions: Is the diagnosis secure? Is the disease active? Has the treatment had an

adequate trial? Is the patient seeing the same definition of progress as the clinician? And if the answer to any of those changes, should the pathway change with it?

1 · Define the diagnosis and the off-ramp
Begin with the most likely phenotype, but document the signs that would trigger
trichoscopy, biopsy, targeted testing, or a different treatment pathway.

2 · Set the treatment horizon before day one
Explain how long a meaningful trial may take and which early changes are expected,
reassuring, or concerning.

3 · Separate nonresponse from nonadherence
Before escalating, check exposure, consistency, duration, tolerability, and whether the
patient is still following the original plan.

4 · Treat scarring disease as a different urgency
When follicular destruction is possible, prioritize diagnostic certainty and disease control
rather than applying a routine regrowth pathway.

5 · Use more than one progress marker
Combine density, shedding, standardized images, disease activity, symptoms, and
patient-reported benefit according to the diagnosis.

6 · Revisit expectations as treatment evolves
Goals should change when the diagnosis changes, when scarring limits regrowth, or
when stabilization becomes the most meaningful outcome.
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At the first evaluation

Diagnostic lens. Start with the most likely phenotype, but actively look for
features that do not fit. Use trichoscopy to refine morphology and decide when a
hair-pull test, targeted laboratory work, or biopsy could change management.

When starting treatment

Expectation lens. Explain the likely time horizon, what counts as early
progress, and what treatment can realistically achieve for that diagnosis. A
patient who expects fast regrowth is more likely to interpret normal delay as
failure.

When hair loss persists

Escalation lens. Separate inadequate adherence or duration from inadequate
biological response. Escalate therapy when the diagnosis still fits, but reopen the
workup when the course is atypical or scarring disease is possible.

During long-term follow-up

Outcome lens. Track more than density. Shedding, standardized images,
symptoms, disease activity, and patient-reported benefit can all help show
whether the plan is working and whether the treatment goal still makes sense.

T H E  G L O B A L  P U L S E  O F  H E A LT H C A R E  ·  D E R M AT O L O G Y  &  H A I R  H E A LT H  I N S I G H T  R E P O R T

Hair Loss Management in Dermatology:
Diagnosis, Treatment and Adherence
Challenges
Responses from dermatology clinicians on the diagnostic signals, first-line treatment choices, treatment failures, escalation

decisions, scarring-disease concerns, success measures, and future developments shaping real-world hair-loss care.

Context → Signal → Judgement → Action

64
Survey records

4
Countries represented
USA · Italy · France · Germany

76.6%
Completion rate

9011815
SGID

Help future dermatology insights reflect the cases that do not fit a simple
hair-loss pathway.
Join MDForLives to share clinical perspectives on diagnosis, treatment escalation, adherence, scarring disease, and emerging hair-loss
therapies.
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