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Appendix S1.
The English and German anonymous questionnaires were created with the following components:

Demographic data collected included age, gender, employment, education, marital status, and country of residence (U.S. or GS
country).

Diagnosis and disease severity covered participants’ diagnosis (AA, AGA), disease duration, family history and disease’s impact on
mood. Individuals with AA used clinical cartoons to self-assess disease severity across four stages[1], AGA individuals used adapted
pictures from the simplified Hamilton Norwood (4 stages) and Ludwig scale (3 stages) for men and women, respectively[2].

Disease-related QoL was evaluated by the 48-item Hairdex in functioning, emotions, symptoms, self-confidence, and stigmatization on
a 5-point Likert scale with higher values indicating lower QoL[3,4]. The U.S. questionnaire included the Dermatology Life Quality Index
(DLQYI) and the 20-ltem Short Form Survey (SF-20) to address the construct validity of the English Hairdex, which has not yet been
psychometrically tested [5,6].

Stigmatization was evaluated using the 21-item Perceived Stigmatization Questionnaire (PSQ), categorized into absence of friendly,
rigid/confused, and hostile behaviour and PSQ total scores. Stigma increased with increasing mean scores [7,8].

Social support was measured from 1 to 5 (high support) using the 20-item Contextual lllness Support Scale (CISS) for the U.S. and the
revised 20-item lliness-specific social support scale (ISSS; original 26-item) for the GS sample The Contextual lliness Support Scale
(CISS) is a disease-specific social support questionnaire that also captures stressful interactions. The questions capture positive as
well as negative aspects of social support specific to the situation of an illness.

Resilience was measured with the 6-item Brief Resilience Scale (BRS) evaluating an individual’s ability to recover from stress despite
adversity. Higher mean sum scores suggested resilience [11,12]. Happiness according to Ed Diener was measured by three
components: Satisfaction with life (SWL) [13], Positive (PA) and Negative Affect (NA) measured by the Scale of positive and negative
experience (SPANE) [14].



Mental health was assessed using the WHO-5 measuring well-being with lower scores suggesting depression [15,16] and the
Generalized Anxiety Disorder 7 (GAD-7) [17,18].
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Appendix S2.

The sociodemographic data, the Hairdex, Dermatological Life Quality Index (DLQI), Perceived Stigmatization Questionnaire (PSQ),
and social support analysis were restricted to complete cases only. Across the variables of the Brief Resilience Scale (BRS),
Satisfaction with Life Scale (SWL), Scale of Positive and Negative Experience (SPANE), Generalized Anxiety Disorder 7 (GAD-7),
WHO-5 percentage of missing values varied between 0 and 17%. No association in missing cases was found with gender, age,
severity, PSQ score. We looked at the values using multiple imputation for incomplete variables leading to 20 imputed datasets
obtaining similar results. When restricting the analysis to complete cases only, similiar results were obtained without lower p-values as
a favorable impact. Due to efficiency, it was decided to only use complete data cases in the end. Of those 549 German-speaking
participants, 8 cases were excluded because they stated to never experienced hair loss, and 16 were excluded because they reported
being diagnosed with other forms of alopecia. Of the U.S. sample 24 cases were excluded because of neither being diagnosed with AA
nor AGA.

Appendix S3.

The sociodemographic variables marital status, educational level and employment were categorized for the regression. Marital status
was categorized relationship (married, domestic relationship) and single (single, divorced, widowed). Educational level was
categorized into High (Postgraduate (Doctorate), Master’s, Bachelor’'s, Community college), Moderate (High school, Middle school,
Associate’s degree, Professional degree) and Low (No degree). Employment was categorized into employed, self-employed, student,
unemployed (including retired persons.)



Appendix S4.

The assumptions of linear regression were tested using the Durbin-Watson test for autocorrelation and tolerance levels as a measure
of multicollinearity. Plots of residual errors were used to check linearity, normality and heteroscedasticity.
Correlations (STable 1, 2) between individual variables were also taken into account for the analysis. For instance, Resilience (BRS),

SWL and WHO-5 and Hairdex subscale stigma correlated, showing not being independent and thus not included for reasons of
multicollinearity.



