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Abstracts 

Critical Review of the Literature 

The current, first line treatment for Trichotillomania (TTM) is behaviour therapy (BT). 

Phenomenological research, and research outlining the relapse rates observed at 

follow up, suggest  BT is insufficient in conceptualising and treating TTM. A 

comprehensive and integrated cognitive behavioural model of TTM is yet to be 

developed. However, in response to these advances in the literature, enhanced versions 

of BT have been developed for TTM. The current review employed a scoping review 

methodology to investigate the theoretical rationales and assumptions underpinning 

these enhancements. The findings showed that BT had been enhanced through four 

therapeutic approaches: Acceptance and Commitment Therapy (ACT), Dialectical 

Behaviour Therapy (DBT), Meta-Cognitive Therapy (MCT) and hypnosis. The 

general consensus amongst the included studies was that traditional BT for TTM is 

insufficient in treating cognitive and affective components. These components are 

increasingly being understood as important in the maintenance of TTM. The proposed 

roles of cognitions and/or affect within TTM varied depending upon the theoretical 

assumptions of the enhanced treatment type. For example, within a DBT framework, 

hair-pulling was conceptualised as an attempt to restore emotion dysregulation.  The 

implications regarding updates to TTM’s conceptualisation and treatment are 

considered. Recommendations for future research and practice are made.  

 

Service Improvement Project 

The current study aimed to understand the barriers preventing healthcare professionals 

working in an NHS mental health service from attending their team’s group reflective 

practice.  Following this, the study aimed to make recommendations to the service to 

address these barriers and improve the level of engagement with the group. A 

qualitative design was used, with the research questions investigated via semi-

structured questionnaires and interviews.  Participant responses were analysed for 

themes. The findings of the current study showed that participants highly valued 

reflective practice and that there was very little about the group itself that acted as a 

barrier to attendance.  Instead, participants cited a lack of time and prioritising other 

work responsibilities. The impact of wider cultural norms on attendance was also 
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important.  Recommendations to improve attendance were made to the group 

facilitators based upon the findings and as informed by psychological theory.   

 

Main Research Project 

Phenomenological research has increasingly highlighted that trichotillomania (TTM) 

is a more complex disorder than previously thought.  One phenomenological aspect 

that has consistently been reported by large proportions of people with TTM is hair 

pulling rituals. In spite of these reports, and TTM’s re-classification as an Obsessive 

Compulsive Spectrum Disorder (OCSD), rituals have received little attention in the 

TTM literature.  The current study employed a qualitative methodology to investigate 

people with TTM’s experiences of their hair pulling episodes and corresponding 

rituals.  The findings showed that people with TTM experience their hair pulling 

episodes as satisfying and regulatory but also devasting in terms of the consequences 

of persistent hair pulling. Rituals appeared to serve as a means enhance the satisfying 

effects of hair pulling episodes; thus, potentially playing significant role in the 

disorder’s maintenance. Implications for future research and clinical practice as 

discussed.   
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Introduction 

 Trichotillomania (TTM) is defined in the Diagnostic and Statistical Manual of 

Mental Disorders: 5th Edition (DSM-5) as an obsessive-compulsive spectrum disorder 

(OCSD), in which recurrent hair-pulling persists despite attempts to stop (APA, 2013). 

The effects of persistent hair-pulling can be pervasive, resulting in significant hair loss, 

physical injury, emotional distress, and functional and occupational impairment (APA, 

2013; Christenson & Mansueto, 1999; du Toit et al., 2001; Stemberger et al., 2000; 

Woods et al., 2006). While a large-scale epidemiology study of TTM is yet to be 

conducted, two studies estimate the prevalence of TTM at 0.6% (Christenson, Pyle & 

Mitchell, 1991; Duke et al., 2009). However, this is likely to be a conservative estimate 

due to these estimates being based on the DSM-IV (APA, 2000) criteria which had 

been criticised for being too restrictive (Duke et al., 2009).  

 

 Despite the impact and prevalence of TTM there are currently no clinical 

guidelines for its treatment. The evidence suggests that psychological therapy is 

currently the most effective intervention, when compared to medication (Slikboer, 

Nedeljkovic, Bowe & Moulding, 2017).  Of the psychological interventions developed 

for TTM, behaviour therapy (BT) has the most empirical support (Slikboer et al., 2017; 

Bloch et al., 2007; Friman, Finney & Christophersen, 1984).  The core elements of BT 

for TTM are based upon Habit Reversal Therapy (HRT; Azrin & Nunn, 1973, 1980). 

HRT proposes that TTM is best formulated as a habit, which through reinforcement, 

has come to persist outside of awareness (Azrin & Nunn, 1973).  Correspondingly, 

HRT is designed to bring the hair-pulling behaviours, and their triggers, back into 

awareness so that an alternative behaviour can be engaged in.  The main treatment 

components include awareness training (to increase awareness of hair-pulling and 

triggers), followed by stimulus control (techniques designed to reduce the opportunity 

to hair-pull) and finally, competing response training (a behaviour incompatible with 

hair-pulling is practiced, e.g. clenching one’s fists) (Azrin & Nunn, 1973, 1980; Bloch 

et al., 2007; Franklin, Zagrabbe & Benavides, 2011).   
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 Several randomised controlled trials (RCTs) have found BT, comprised of 

HRT1, to be an effective intervention for TTM (Diefenbach et al., 2006; van Minnen 

et al., 2003; Azrin and Nunn, 1980). BT has been shown to be superior when compared 

to waitlist, pharmacological treatment (van Minnen et al., 2003) and therapist assisted 

support groups (Diefenbach et al., 2006). However, whilst significant improvements 

in TTM symptoms are observed at post-treatment, these gains are not always sustained 

over time. For example, Keijsers et al. (2006) found a significant reduction in TTM 

symptoms at post-treatment following BT. However, at three-month, and two-year 

follow up these gains had reduced by 49% and 70% respectively. Furthermore, 

Diefenbach et al., (2006) found that the superiority of BT compared to therapist 

assisted support groups was not maintained at six-month follow up. Such findings 

reflect patient reports regarding the lack of effective interventions for TMM. In a 

survey of 937 TTM sufferers, 53.7% reported the treatment2 they had received had 

either brought about no change or had made their symptoms worse (Woods et al., 

2006). Collectively, these findings suggest that TTM is more complicated than the 

behavioural conceptualisations posit and that, in the longer term, BT is not a sufficient 

intervention for TTM.   

 

Research focused on the phenomenology of TTM has more recently examined 

the role of cognitive and affective constructs in TTM. For example, amongst TTM 

participants, hair-pulling has been shown to bring about a reduction in negative affect 

and an increase in positive affect (Diefenbach, Tolin, Meunier & Worhunsky, 2008). 

Furthermore, difficulties with emotion regulation have been shown to be associated 

with hair-pulling severity (Shusterman, Feld, Baer & Keuthen, 2009). The recent 

emergence of studies investigating the possible role of cognitions and core beliefs in 

TTM have identified a number of beliefs which may be key in the development and 

maintenance of TTM. These include negative self-beliefs, permission giving beliefs 

 

 

1 Please note that henceforth BT for TTM, which is comprised of HRT, will be referred to 

synonymously as ‘BT’. 

2 This refers to both pharmacological and psychological treatments. The most common type 

of psychological treatment received was BT 
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and perfectionistic beliefs (Rehm, Nedeljkovic, Thomas & Moulding, 2015). It has 

also been proposed that there are two distinct types of hair-pulling. The first refers to 

an ‘automatic’ style, which aligns with Azrin and Nunn’s (1973) conceptualisation of 

TTM as a habit which has come to persist without awareness. The second style is 

conceptualised as ‘focussed’ pulling in which hair is pulled out with awareness, 

typically in response to aversive affective states or specific cognitions (Christenson, 

Ristvedt & Mackenzie, 1993; Flessner, et al., 2008b). 

 

 In response to these developments, ‘enhanced’ versions of BT have been 

developed with the aim of accounting for these phenomenological findings and 

improving treatment outcomes (e.g. Twohig & Woods, 2004). A meta-analysis found 

BTs enhanced with affective components were superior to traditional BT (McGuire et 

al., 2014); suggesting the efficacy of these treatment developments to be promising.  

However, a comprehensive and integrated cognitive behavioural model of TTM is yet 

to be established. This means such developments in the treatment of TTM, which have 

moved away from pure BT, have not been based upon a central, organising concept 

with testable components. This raises the question; “what was the theoretical rationale 

for developing enhanced versions of  BT for TTM?”. The answer to this question is 

imperative, as it will capitalise on the key learnings from these studies which can, in 

turn, inform the development of a comprehensive conceptualisation of TMM. Thus, 

the aim of this systematic scoping review is to address this question, via the following 

objectives: 

1. To assess and summarise the scope of enhanced versions of BT available for 

TTM 

2. To ascertain the theoretical underpinnings and assumptions of enhanced 

versions of BT 

3. To scope the constructs of TTM that included papers theorise should be treated 

in addition to those set out by behavioural models (e.g. Azrin & Nunn, 1973) 

4. To make recommendations for the direction of future research into the 

conceptualisation of and treatment for trichotillomania  
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Method 

Scoping Review 

 The methodology of a scoping review follows that of a systematic review, with 

regards to an a priori protocol and a transparent, systematic, and exhaustive search 

strategy (Munn et al., 2018). However, the outcomes differ. A systematic review aims 

to synthesise the evidence to inform practice, policy or further research. A scoping 

review is employed when key concepts in the literature need to be clarified and/or as 

a means to identify and analyse gaps in the knowledge base. Due to the broader focus 

of scoping reviews, the methodological quality of included studies is not assessed, as 

the aim is to produce a conceptual output. Given the nature of the research question, 

the review aims, and the state of the literature, a scoping review was determined as the 

most appropriate methodology for the current review. The methodology was 

employed in line with the Joanna Briggs Scoping Review Framework (Peters et al., 

2015) and the Prisma Extension for Scoping Reviews (Tricco et al., 2018).   

 

Protocol 

An a priori protocol was developed and registered on Open Science Framework: 

https://osf.io/v8ufg/  

 

Search Strategy 

 The search terms, outlined in Table 1.1, were determined by considering the 

core elements of the research question and in consultation with a research librarian.  

Literature searches were carried out via three electronic databases: APA PsycNET3, 

PubMed and Embase. All searches used the search string: 1) ‘Behaviour Therapy’, 2) 

treatment ‘enhancement’ and 3) ‘Trichotillomania’. Searches incorporated index 

terms, Boolean operators and truncations; these were adjusted according to the 

requirements of each database. Searches included ‘no set criteria’ and searched for 

 

 

3 Including APA PsycInfo, APA PsycArticles, APA PsycExtra and APA PsycTests. 

https://osf.io/v8ufg/
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terms within all fields, in order to fully scope the relevant literature. The reference 

lists of all included articles were screened further for relevant studies. Article authors 

were contacted when full texts could not be retrieved via inter-library loan, and to 

inquire about relevant unpublished papers. Initial searches began in March 2020 and 

ended in April 2020. All identified papers were uploaded to Covidence 

(https://www.covidence.org/reviews/79865).    

 

Table 1.1. 

Proposed Search Terms 

Search Item of Interest Search Terms 

Behaviour therapy Behavio* Therap* OR ‘BT’ OR Habit 

Reversal Training OR ‘HRT’ OR 

Habit Reversal Therap* OR Habit 

Reversal  

Ways in which behaviour therapy had 

been ‘enhanced’ 

Enhanc* OR Augment* OR Adjust* 

OR Adapt* OR Plus OR Combin* 

Trichotillomania Trichotillomania OR ‘TTM’ OR Hair 

pulling OR Hair pulling disorder OR 

‘HPD’ OR Body focussed repetitive 

behavio* OR ‘BFRB’ 

 

Study Selection 

 Duplicates of retrieved records were removed. All remaining papers were 

screened via title and abstract according to the exclusion criteria outlined in Table 1.2  

The full texts of papers were retrieved when the title and abstract did not clearly meet 

exclusion criteria. At both levels of screening, all papers were reviewed by the lead 

author and a research assistant. Conflicts were resolved in consultation with  the 

research supervisor. Findings were reported in line with PRISMA reporting guidelines 

(Moher et al., 2009).  

https://www.covidence.org/reviews/79865
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Table 1.2  

Inclusion and Exclusion Criteria 

Variable Included Excluded 

Date None None 

Participants Adults with TTM Children, adolescents. 

Treatment ‘Habit reversal therapy’ or 

‘behaviour therapy’ (as based 

upon the components set out in 

Azrin & Nunn, 1973;1980) 

enhanced with an additional 

psychological therapy.    

Pure habit reversal/behavioural 

interventions.   

Behavioural treatments 

enhanced with pharmacological 

or physiological interventions 

(e.g. electric shock wristbands, 

medication).  

Treatment 

Delivery 

1:1, face to face therapy 

Groups 

Telephone therapy 

Computer based therapy 

None 

Study 

Design 

Random control trials 

Controlled clinical trials 

Comparative Studies  

Cohort studies 

Single case experimental 

designs 

Case studies 

Theses 

Books 

Book chapters 

Review papers 
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Charting the Data 

 Data from included papers were charted by the lead researcher via the use of a 

data charting spreadsheet. The following information was charted from the included 

studies where available: 

 

 Characteristics of Included Studies. Data which would provide a context for 

interpreting enhancements to BT, including: 

 Study characteristics. Authors, year of publication, study location, 

methodology, study design and enhancement type.   

 Sample characteristics. Sample size, age, gender and whether the sample 

included  clinical or sub-clinical experiences of hair-pulling.    

 

 Characteristics of Treatment Enhancement. Data specific to the current 

study’s research question and aims were charted. Namely, the aims and rationales of 

for enhancing traditional BT, treatment type and delivery. Data regarding the 

theoretical underpinnings of the enhanced treatment component were recorded. This 

included the proposed construct of TTM that the enhancement was hypothesised to 

target.   

 

 Outcomes. Measures of TTM severity and measures used to assess the 

proposed TTM construct targeted via the enhancement were recorded. Treatment 

outcomes on these measures were charted to provide a context for interpreting the 

conceptual findings. Where effect sizes had not been provided by authors, they were 

computed by the lead researcher via Psychometrica software (Lenhard & Lenhard, 

2016). Proposed advancements to TTM’s conceptualisation, and recommendations for 

practice were also documented.  
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Results 

Searches 

Please see Figure 1.1 for an overview of retrieved, screened and included studies. 

 

Characteristics of Included Studies 

 Table 1.3 provides an overview of the characteristics of the 12 included 

studies. The year of publication ranged from 1984 to 2019. The majority of studies (n 

=10) were conducted in the United States of America (USA) and all studies used a 

quantitative method. Study designs ranged from case studies to RCTs, with sample 

sizes ranging from N=1 to 53. All studies included participants with clinically 

significant TTM according to the diagnostic criteria at the time of publication. 

Enhancements to BT included Acceptance and Commitment Therapy (ACT) (n =7), 

followed by Dialectical Behaviour Therapy (DBT) (n = 3), Meta-cognitive therapy 

(MCT) (n = 1) and hypnotherapy (n = 1).   

 

Characteristics of Enhanced Behaviour Therapy 

 Table 1.4 in Appendix 1A provides an overview of the characteristics of the 

enhanced versions of BT. Most studies delivered face to face individual therapy (n= 

10), with the exceptions of Lee et al. (2018) which delivered individual telephone 

therapy and Haaland et al. (2017) which delivered group therapy. Across studies, 

treatment was delivered via a range of therapists, from graduate psychology students 

to qualified psychologists. Two studies did not state who had delivered the 

intervention (Keuthen et al., 2012; Friman & O’Connor, 1984) and two did not specify 

the therapists’ level of training (Shareh, 2018; Keuthen & Sprich, 2012). The number 

of treatment sessions ranged from n=3 to 32; session lengths ranged from 30-180 

minutes. Most studies included a follow up point (n =10). The median follow-up point 

was 3 months (n= 7). The majority of studies, (n=8), delivered the behavioural and 

enhanced components sequentially. Three studies combined the treatment components 

(Haaland et al., 2017; Keuthen & Sprich, 2012; Boppana & Gross 2019) and Lee et 

al., (2018) did not provide details on the delivery of the components.
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Figure 1.1. PRISMA Flow Chart of the Screening Process 
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Table 1.3  

Characteristics of Included Studies 

ID Study Country Method Design Enhancement to 

BT  

Sample Characteristics 

 N Age 

M (SD) 

Gender  

 

01 Twohig & Woods 

(2004) 

USA Quantitative Multiple 

Baseline 

ACT 6 32.83 

(11.84) 

F (n= 5) 

M (n= 1) 

 

02 Woods, 

Wetterneck & 

Flessner (2006) 

USA Quantitative RCT ACT 

Waitlist control 

(WLC) 

25 Active: 

33.4 (9.1) 

Control: 

36.3 (11.3) 

N/P 
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03 Flessner, Busch, 

Heideman & 

Woods (2008) 

USA Quantitative Multiple 

Baseline 

ACT 2 40.5 (6.36) F (n= 2) 

 

04 Keuthen et al., 

(2010) 

USA Quantitative Pilot Trial DBT 10 30.5 (58.3) F (n= 10) 

 

05 Crosby, Dehlin, 

Mitchell & 

Twohig (2012) 

USA Quantitative Multiple 

Baseline 

ACT 5 25.8 (6.07) F (n= 3) 

M (n= 2) 

 

06 Keuthen et al.,  

(2012) 

USA Quantitative RCT DBT 

Minimal attention 

control condition4. 

 

38 30.71 (8.55) F (n= 31) 

M (n= 7) 

 

 

 

4 This included a weekly phone call from the study therapist to assess general wellbeing. 
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07 Shareh (2018) Iran Quantitative Case Series  Meta-cognitive 

therapy 

5 31.60 

(10.99) 

F (n= 2) 

M (n= 3) 

 

RCT MCT 

WLC 

34 Active  

32.06 (8.59) 

Active  

F (n= 7) 

M (n= 8) 

 

Control 

31.14 (9.21) 

Control 

N/P 

 

08 Lee et al., (2018) USA Quantitative RCT ACT 

WLC 

 

22 32.5 (8.3) F (n= 19) 

M (n= 3) 

 

      N Age Range Gender  

09 Haaland et al., 

(2017) 

Norway Quantitative Open Trial ACT 53 15-65 F (n= 49) 

M (n= 4) 
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      N Age Gender 

10 Friman & 

O’Connor (1984) 

USA Quantitative Case Study Hypnosis 1 24 F (n= 1) 

11 Keuthen & Sprich 

(2012) 

USA Quantitative Case Study DBT 1 46 F (n= 1) 

12 Boppana & Gross 

(2019) 

USA Quantitative Case Study ACT 1 20 F (n= 1) 

N/n = Number of participants; M  = Mean; SD = Standard deviation; F = Female, M = Male; N/P= Information not provided  

 



 

 

Theoretical Rationales of Enhancement  

 ACT. ACT is a psychological therapy based upon relational frame theory 

(RFT) (Hayes et al., 2006).  The model assumes that psychopathology occurs due to 

inflexible psychological responses to internal experiences. That is, suffering occurs 

when one tries to control and/or change unwanted thoughts, feelings or physical 

sensations; this is termed ‘experiential avoidance’. Experiential avoidance in turn 

restricts a person’s behaviour, meaning they are less likely to live a life in line with 

their values. ACT aims to reduce experiential avoidance through teaching skills in 

becoming observant and accepting of internal experiences. In the face of unpleasant 

internal events, the patient is encouraged to continue to behave in a way that is in line 

with their values, rather than behaviour being dictated by resistance to normal 

experiences (Hayes et al., 2006).   

 

 All seven of the included studies which had enhanced BT with ACT cited 

traditional BT as being insufficient in targeting internal experiences. Two studies 

(Twohig & Woods, 2004; Haaland et al., 2017) proposed that the relapse rates 

observed at follow up for BT were due to this limitation. With the exception of 

Haaland et al. (2017) all studies assumed that automatic, but not focussed, styles of 

pulling are targeted by BT. This assumption was based on previous research findings 

which suggested focussed pulling is more likely to occur in response to negative 

affective states (Christenson, Ristvedt & Mackenzie, 1993). Within an ACT 

framework, focussed hair-pulling was conceptualised as a form of experiential 

avoidance. Correspondingly, the ACT components of enhanced BT were designed to 

change the way in which participants related to aversive internal experiences. 

Treatment components, such as mindfulness, acceptance based work, cognitive 

diffusion and values work were employed to support participants to reduce 

experiential avoidance and increase their psychological flexibility. They theorised, 

that this in turn would reduce focussed hair-pulling in TTM and that the BT component 

would continue to effectively treat instances of automatic pulling.   
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 DBT.  DBT is a psychological therapy which incorporates cognitive and 

behavioural principles and is underpinned by a dialectical philosophical position 

(Linehan, 1993). A dialect refers to two (or more) things which co-exist in tension 

with one another. DBT was designed to facilitate a balance between acceptance and 

change based psychological interventions; hence, it is inherently dialectic. The model 

was originally developed for working with people with a diagnosis of borderline 

personality disorder (BPD) (APA, 2013) and correspondingly, assumes the patient has 

underlying difficulties with emotion regulation. Psychopathology, such as self-harm 

and suicidal behaviours, are formulated as behavioural attempts to reduce emotionality 

which, in turn, serve to further dysregulate the individual (Linehan, 1993). 

  

 Similarly to studies which enhanced BT with ACT, the DBT studies all sought 

to enhance BT in response to rates of relapse. Specifically, the authors’ rationale for 

incorporating DBT was to better target the affective components proposed to be 

involved in focussed hair-pulling; in addition to the way automatic pulling is proposed 

to be targeted by BT.  The authors referred to evidence which has demonstrated people 

with TTM to have underlying difficulties with emotion regulation skills (Shusterman, 

et al., 2009). Subsequently, they theorised that by increasing patients’ skills in emotion 

regulation, a reduction in focussed hair-pulling would occur. The DBT components of 

enhanced BT included teaching skills in both acceptance of distress and tools to 

manage dysregulation, such as mindfulness and distress tolerance.   

 

 MCT.  MCT is cognitive therapy based upon the self-regulatory executive 

function model (Wells, 2011; Wells & Matthews, 1996). MCT assumes that 

psychopathology is the result of meta-beliefs about aversive internal states. These 

meta-beliefs lead to a preservative thinking style called cognitive attentional syndrome 

(CAS). The person then engages with behaviours consistent with CAS, such as worry, 

which perpetuates distress.   

  

 The relapse rates observed within traditional BT, was stated as the rationale 

for utilising MCT as an enhancement (Shareh, 2018). In line with the ACT and DBT 
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enhanced studies, they hypothesised that these relapse rates were due to BT 

insufficiently treating ‘private events’. The specific rationale as to why MCT was 

selected to enhance BT was lacking within Shareh’s (2018) paper. The author 

referenced papers which had evidenced MCT as an effective treatment for OCD 

(Fisher and Wells, 2008; Rees and van Koesveld, 2008; Shareh, Gharraee, Atef-Vahid, 

& Eftekhar, 2010) and hypothesised that MCT would also be an effective intervention 

for TTM based upon it’s re-classification as an OCSD. The MCT component was 

designed to increase awareness of, and challenge, meta-cognitive beliefs about hair-

pulling and to increase flexible responses to hair-pulling urges by reducing instances 

of CAS. The MCT treatment component consisted of detached mindfulness, which 

involved observing triggering internal states, disengaging from preservative 

responses, and practicing alternative, flexible behaviours in the face of hair-pulling 

triggers.  

 

 Hypnotherapy.  The APA defines hypnosis as a state of altered consciousness 

in which the individual has an enhanced capacity to accept suggestions from others 

(Elkins, Barabasz, Council, & Spiegel, 2015).  Hypnotherapy involves the use of this 

altered state to treat medical or psychological difficulties. There was insufficient 

information provided within the included paper which had enhanced BT with 

hypnotherapy for a theoretical summary to be included here. The author’s rationale 

for incorporating hypnosis was to reinforce the behavioural component.  

 

Outcomes 

 The aim of the current review was not to establish the efficacy of enhanced 

treatments 5 , however, a descriptive summary of the included paper’s treatment 

outcomes and findings are presented for context. This summary is focused on findings 

relevant to the current review’s aims and research question. Please see Tables 1.5-1.18 

 

 

5 As is in keeping with a scoping review methodology (Peters et al., 2015).  
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in Appendices 1B and 1C, for a comprehensive documentation of relevant outcome 

measures and treatment outcomes.  

 

 ACT.  All included studies concluded that the enhanced treatment had been 

effective in reducing hair-pulling severity (n=7). The studies (n=4) which had had 

sufficient power to analyse for significant statistical differences all reported 

statistically significant reductions in hair-pulling severity at post-treatment (Twohig 

& Woods, 2004; Woods, Wetterneck & Flessner, 2006; Haaland et al., 2017; Lee et 

al., 2018). These reductions were maintained at follow up for three of the studies 

(Twohig & Woods, 2004; Haaland et al., 2017; Lee et al., 2018). The studies which 

had been able to analyse for statistical significance on measures of experiential 

avoidance (n=2), found statistically significant reductions at post-treatment and follow 

up; reductions in hair-pulling severity significantly correlated with reductions in 

experiential avoidance (Woods, Wetterneck & Flessner, 2006; Lee et al., 2018). The 

overall conclusion of the included papers was that experiential avoidance was likely 

to have a role in TTM maintenance. Tentative suggestions were made that targeting 

this through treatment may be an efficacious means to intervene with TTM and lead 

to lower relapse rates.  

 

 DBT. All included studies concluded that the enhanced intervention had been 

effective in reducing hair-pulling severity (n=3). The studies (n=2) which had had 

sufficient power to analyse for significant statistical differences both reported 

statistically significant reductions in hair-pulling severity at post-treatment and follow 

up (Keuthen et al., 2010; Keuthen et al., 2012). The studies which had been able to 

analyse for statistically significant change in emotion regulation (n=2), found 

significant reductions at post-treatment and follow up on at least one of the outcomes 

measures (Keuthen et al., 2010; Keuthen et al., 2012). Reductions in hair-pulling 

severity significantly correlated with improved emotion regulation capacity (Keuthen 

et al., 2010; Keuthen et al., 2012). The included studies concluded that their outcomes 

provided evidence for hair-pulling in TTM to be conceptualised as a dysfunctional 

coping mechanism engaged with to provide regulation of negative affect. They 

concluded that improvements in emotion regulation may act as a mechanism of change 
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in TTM severity. Correspondingly, they suggested that interventions for TTM should 

target aversive internal experiences associated with hair-pulling episodes and build 

skills in emotion regulation.   

 

 MCT. The only study (Shareh, 2018) which enhanced BT with MCT reported 

on the results of a case series and an RCT. With regards to the case series, they found 

a statistically significant reduction in TTM severity at both post-treatment and 12-

month follow up. With regards to the RCT, they found a statistically significant 

reduction in TTM severity at post-treatment but did not report on outcomes at follow 

up. They concluded MCT enhanced BT was an efficacious treatment for TTM. The 

author hypothesised that the MCT component may have facilitated the modification 

of unhelpful meta-cognitive hair-pulling beliefs and supported participants to be more 

flexible in their behavioural responses to hair-pulling triggers. It is of note, however, 

that Shareh (2018) did not include a measure of meta-cognitive awareness or CAS to 

assess if changes in these variables were associated with changes in hair-pulling 

severity.  

 

 Hypnosis. The study which enhanced BT with hypnosis (Friman & O’Connor, 

1984) did not report the use of any outcome measures but found hair-pulling to have 

reached almost complete cessation at post-treatment and 3 and 6-month follow up. 

They concluded that BT enhanced with hypnosis was an effective treatment for TTM.  

 

Discussion 

 The aim of the current study was to carry out a scoping review to ascertain the 

theoretical rationales for the development of enhanced versions of BT for TTM. The 

findings showed that BT for TTM had been enhanced through a number of different 

therapeutic approaches, the majority of which (ACT, DBT, MCT) are considered to 

be part of the ‘third-wave’ of cognitive behavioural therapies (Hayes, 2016). Most 

studies cited enhancing BT for TTM in response to the relapse rates evidenced at 

follow up.  Given the methodology of the current review, conclusions regarding 

treatment efficacy are appropriately limited. However, many of the included studies 
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demonstrated success in maintaining significant reductions in TTM severity at 3-12 

month follow up. The study’s key findings will now be discussed with reference to 

relevant literature, theory, and psychological models. 

 

 The included ACT studies conceptualised focussed hair-pulling as a form of 

experiential avoidance and posited that targeting this through treatment could lead to 

improved outcomes. Some of the included studies (Woods, Wetterneck & Flessner, 

2006; Lee et al., 2018) found reductions in experiential avoidance were associated 

with decreased hair-pulling severity. Whilst the direction of this relationship is yet to 

be determined, their findings and conceptualisations are supported by evidence in the 

literature. For example, a study of n=436 adults with TTM found increased levels of 

experiential avoidance to be positively correlated with TTM severity (Begotka, Woods 

& Wetterneck, 2004). Furthermore, experiential avoidance has been shown to mediate 

the relationship between TTM associated cognitions and TTM severity (Norberg, 

Wetterneck, Woods & Conelea, 2007). These collective findings suggest that 

experiential avoidance may play a role in TTM maintenance and that targeting it 

through treatment could lead to improved outcomes at follow up, if compared to 

traditional BT. Conceptually, this extends what was proposed by Azrin and Nunn 

(1973). In their model, they theorised that TTM may begin in response to a physical 

injury or psychological trauma, but neither cognitive nor affective components were 

proposed to play a maintaining role. What is still to be determined is how an increased 

tendency to engage in experiential avoidance might make someone vulnerable to 

developing TTM and how this construct is related to other possible maintaining 

variables.  

 

 The included DBT studies similarly conceptualised focussed pulling to be a 

means to cope with unpleasant internal experiences but proposed that this was 

underpinned by people with TTM having global deficits in emotion regulation skills. 

Some of the included studies (Keuthen et al., 2010; Keuthen et al., 2012) found 

improvements in emotion regulation skills were significantly correlated with 

reductions in hair-pulling severity and noted sustained outcomes at follow up. A recent 

study, which provides support for this conceptualisation, found people with TTM to 
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have significant difficulties with emotion regulation skills and poor tolerance of 

distress (Arabatzoudis, Rehm, Nedeljkovic & Moulding, 2017).  Furthermore, they 

found focussed, but not automatic, pulling to be significantly correlated with 

constructs of emotion regulation, suggesting automatic and focussed pulling may 

indeed be maintained by different mechanisms. Further support for the DBT enhanced 

studies’ conceptualisation of TTM comes from the emotion regulation model of body 

focussed repetitive behaviours (BFRB) (Roberts et al., 2013). This model posits that 

hair-pulling is engaged with to provide relief from negative affect, which in turn, 

negatively reinforces the behaviour.  This model expands behavioural 

conceptualisations (Azrin and Nunn 1973; Mansueto et al., 1997) by suggesting that 

underlying this is a general deficit in emotion regulation skills. It is this deficit, they 

propose, which makes someone vulnerable to responding to negative affect in a way 

that lends itself to the development of psychopathology, such as TTM. Subsequently, 

an emotion regulation hypothesis of focussed pulling in TTM has initial support in the 

literature. What this conceptualisation is not able to explain is the co-occurrence of 

automatic hair-pulling in people with TTM, which supposedly does not occur in 

response to affective cues (Christenson, Ristvedt & Mackenzie, 1993; Flessner, et al., 

2008b).   

 

 The included study which enhanced BT with MCT (Shareh, 2018) 

conceptualised hair-pulling as a preservative response to meta-cognitive beliefs. They 

theorised that by challenging these beliefs and encouraging patients to engage in 

flexible responses to hair-pulling urges, TTM severity would decrease. Whilst these 

potential mechanisms of change were not isolated and measured, the study found 

treatment led to a significant reduction in hair-pulling severity. Shareh’s (2018) 

conceptualisation of TTM extends that of the behavioural models (Azrin & Nunn, 

1973; Mansueto et al., 1997) For example, in the comprehensive behavioural model 

(ComB) of TTM, Mansueto et al., (1997) theorised cognitions to become conditioned 

stimuli which maintain TTM by acting as internal cues to hair-pulling. However, the 

ComB model cannot account for the content of triggering cognitions, meta-beliefs 

about pulling or preservative patterns of thinking. The role of cognitions in TTM is 

generally under-researched, with no studies having investigated the role of meta-

cognitions in TTM. Shareh et al. (2018) cited that part of the rationale for selecting 
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MCT as the enhancement was that it has been shown to be an effective treatment for 

OCD. However, it is important to note that questions have been raised about the 

conceptual similarities of TTM and OCD (Lamothe, Baleyte, Mallet, & Pelissolo, 

2020; Rozenman, Peris, Gonzalez & Piacentini, 2015). Therefore, whilst the initial 

findings of applying MCT to behavioural interventions for TTM appear promising, 

further research is needed to understand the role of cognitions in TTM; especially as 

they may not serve the same function as cognitions in OCD.   

   

Strengths and Limitations 

 A key strength of the current review was its use of a scoping review 

methodology to address the research question. This is because a scoping review 

methodology permits the reviewer to take a broader position, whereby data can be 

reviewed regardless of quality, in order to establish and collate key concepts. Unlike 

traditional literature reviews, which can also be employed to answer broad research 

questions, a scoping review follows a set methodology (Peters et al., 2015). As a 

consequence, scoping reviews are  replicable, transparent and include steps to reduce 

bias. However, there are limitations to be noted when employing a scoping review 

methodology. Namely, that due to the range in quality of papers permitted to be 

reviewed, they are unable to conclude on treatment efficacy and therefore, 

recommendations for practice are limited.   

 

 Another key limitation of the current review to note is that due to the poor 

definition of terms within the cognitive and behavioural literature for TTM, it is 

possible that the terms used in the search strategy may not have been entirely 

exhaustive. This lack of clarity in terms within the literature has created a risk of 

‘jingle and jangle’ fallacies occurring. A jingle fallacy  refers to when two (or more) 

things in the literature are assumed to refer to the same construct because they share 

the same name (Thorndike, 1904).  Whereas, a jangle fallacy refers to when two (or 

more) things in the literature are assumed to pertain to different constructs because 

they are named differently (Kelley, 1927).  To give an example of a risk of a jingle 

fallacy occurring, a meta-analysis which concluded BT is an efficacious treatment for 

TTM (McGuire et al., 2014) had included both enhanced and traditional versions of 
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BT. Meaning the review’s conclusion that BT was efficacious for TTM was based 

upon studies which did not have a unifying theoretical underpinning. An example of 

a risk of a jangle fallacy occurring, are the papers included in the current review by 

Keuthen and colleagues (Keuthen et al., 2010, Keuthen & Sprich, 2012; Keuthen et 

al., 2012) who referred to their treatment as ‘enhanced’ CBT. Full text screening of 

these papers identified that the ‘CBT’ component they were referring to, was in fact 

BT. In the absence of a full text screen, these papers could have been falsely rejected 

due to the terms used.  

 

 Grouping interventions with different theoretical assumptions under one name 

and/or referring to the same theoretically underpinned treatment with different names 

(e.g. BT or CBT) makes reviewing the literature exhaustively, challenging. It appears 

a broader, systematic review of TTM treatments and their components is warranted so 

that consistent and theoretically underpinned terms can be defined.  

  

Future Research Directions 

 The current review’s findings highlight that there are many aspects of TTM’s 

conceptualisation and treatment which require further research. Some of the 

maintaining mechanisms proposed to be better targeted by the enhanced components 

included in the current review were grounded in theory and supporting initial 

experimental evidence.  However, authors noted that additional research is needed to 

isolate and confirm the variables involved in TTM’s maintenance (Twohig & Woods, 

2004; Woods et al., 2006; Keuthen et al., 2012; Lee et al., 2018).  The identification 

of these variables through experimental research will allow for TTM treatments to 

have improved specificity.  

 

 A number of studies included within the current review based their treatment 

design on the assumption that only focussed styles of pulling are associated with 

cognitive and affective constructs (Christenson, Ristvedt & Mackenzie, 1993; 

Flessner, et al., 2008b). While there is some support for this distinction between the 

styles (Arabatzoudis, et al., 2017), phenomenological comparison studies are still in 

their infancy.  Furthermore, the direction of the relationship is not known. Research 
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has shown that increased rates of stress and anxiety are also associated with increased 

severity of automatic pulling (Flessner, et al., 2008b). Such findings suggest further 

research is needed to clarify if focussed and automatic pulling styles are indeed 

maintained by different mechanisms which require intervention via different treatment 

components.    

 

 There are a number of psychological models of TTM available (Azrin & 

Nunn,1973; Mansueto et al., 1997; Roberts et al., 2013). However, what is lacking 

within the TTM literature is an empirically grounded model which can conceptualise 

and integrate all of the current findings parsimoniously. Future research should look 

to develop such a model so advances in TTM understanding can be synthesised, rather 

than important knowledge continuing to be segregated.  

 

Clinical Implications 

 The findings of the current review have important clinical implications. 

Whether TTM is conceptualised through ACT, DBT or MCT, cognitions and affect 

appear to have an important role in the conceptualisation and treatment of TTM. In 

the absence of an integrated CBT model, individualised formulations should be 

developed by calling upon the models and evidence currently available. The use of a  

transdiagnostic cognitive behavioural formulation may be useful in the interim.  

 

TTM patients report a lack of effective long-term treatments (Woods et al., 

2006). These reports are in line with the rates of relapse following BT at 3-month to 

2-year follow up (Keijsers et al., 2006; Diefenbach et al. 2006). Correspondingly, there 

is a need for clinicians to keep up to date with the treatment advances in this field. 

This will enable theory practice links to be made promptly as conclusions regarding 

the most efficacious treatment for TTM advance.   
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Conclusion 

 The enhanced studies included in this review put forward a number of 

assumptions which illustrate the complexity of TTM in a way that a single existing 

model cannot currently account for. These assumptions, and the proposed components 

of TTM targeted via treatment, appeared to lead to effective, sustained outcomes. 

Further research is needed to experimentally establish the maintaining variables 

involved with TTM and to clarify if automatic and focussed pulling styles are 

maintained by two separate processes. The development of an integrated, empirically 

grounded model of TTM is imperative to encapsulate the current understandings of 

TMM. In addition, this would provide a framework for proposed components to be 

experimentally tested.  From this, evidence based and theoretically underpinned 

treatments for TTM can be developed.    
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Introduction 

There are many definitions of reflection and reflective practice within the 

literature. The Oxford dictionary defines reflection as giving something serious 

consideration (Stevenson, 2011). This captures the purposeful element of reflection 

which distinguishes it from other forms of thinking. In 1983, Donald Schön coined the 

term ‘reflective practitioner’, positing that reflection in the moment helps 

professionals to make decisions when faced with novel or complex problems in the 

workplace.  Within healthcare, this concept of the ‘reflective practitioner’ is now 

recognised as key in improving practice and service delivery.  All registered healthcare 

professionals in the United Kingdom (UK) need to evidence reflective practice as part 

of their ongoing registration requirements for the Health and Care Professions Council 

(HCPC, 2017).  This practice may take the form of keeping reflective logs, reflective 

discussions within clinical supervision or more formal and guided group practices of 

clinical reflection.   

 

 A systematic review of reflective practice noted that “its very nature… makes 

its quantification challenging” (Mann, Gordon & MacLeod, 2007). Consequently, few 

studies have experimentally investigated the effect of reflective practice upon clinical 

practice.  However, the evidence available suggests a variety of benefits.  For example, 

research has found engagement in reflective practice to improve communication and 

interview skills (Picknell, Cropleym, Mellalieu & Hanton, 2016), bridge the gap 

between theory and practice (McGrath & Higgins, 2006; Chong, 2009) and help 

professionals with identifying their strengths and areas that need improvement 

(Cirocco, 2007).  Literature has shown reflective practice to help professionals with 

managing the emotional demands of the work (O’Donovan, 2007) and to have a 

positive impact on the way individuals relate to, and value, their profession (Glaze, 

2001).    

 

 Despite the proposed benefits and professional requirements, reflective 

practice can be something healthcare practitioners find hard to engage with. Indeed, 

engagement with reflective practice has been shown to decrease with increased years 
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in practice (Mamede and Schmidt, 2005).  A number of barriers to engagement with 

reflective practice have been identified which span across individual, team and 

organisational levels, which will be described in turn.    

 

 From an individual perspective, barriers to engagement in reflective practice 

include differences in motivation to acquire reflective skills (Smith & Jack, 2005), the 

perceived value of reflective practice (Smith & Jack, 2005) and whether or not the 

emotions brought up by reflective practice are experienced as stressful (Baldwin & 

Lucas, 2012) or distressing (Knight, Sperlinger and Maltby, 2009).  Amongst group 

reflective practices a lack of a clear session structure, poor group facilitation and the 

sessions not feeling challenging enough have been identified as barriers to reflective 

practice being utilised (Platzer, Blake, & Snelling, 1997).  

 

 Further barriers to staff engagement with reflective practice have been 

identified when the service demands and priorities conflict with the time required for 

reflective practice.  The process of reflective practice requires active involvement with 

the content being reflected upon and therefore, dedicated time (Hyrkäs, Tarkka & 

Paunonen‐Ilmonen, 2008; Glaze, 2002).  It has been shown that professionals find it 

difficult to maintain reflective practice in the face of time constraints and a lack of 

support from superiors (Chong, 2009). Furthermore, within services where reflective 

practice is not embedded, professionals find it hard to carve out the time needed for 

reflection (O’Donovan 2007).   

 

 Finally, the top down impact of an organisation’s culture and how much value 

it holds for reflective practice has been shown to effect staff uptake and engagement.  

For example, research has found barriers exist where professionals perceive that new 

perspectives arrived at through reflection will not bring about any difference in the 

day to day experience of their practice due to wider systemic issues of power and 

hierarchy (Mantzoukas and Jasper 2004). Engagement with reflective practice has also 

been found to be lower within settings where a reflective style of thinking is not 

reinforced more broadly (Mamede and Schmidt 2005). 
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 It is of note that previous research into this area has consistently lacked a 

theoretical underpinning.  One psychological theory which could help with making 

sense of and overcoming barriers to reflective practice is the theory of planned 

behaviour (TPB; Ajzen, 1991).  The TPB is a way of understanding the factors which 

influence human, social behaviour.  It posits that behaviour is influenced by the 

individual’s attitude, cultural social norms and how much control an individual 

perceives themselves to have over actioning the behaviour (Ajzen, 1991).  The TPB 

has been widely applied to research investigating healthcare professional behaviour 

change (Côté et al., 2012; Kortteisto et al., 2010; Godin, Bélanger-Gravel, Eccles & 

Grimshaw, 2008). 

 

Service Context and Aims 

 The current study aimed to understand the barriers preventing healthcare 

professionals from a Later Life Community Mental Health team (LL CMHT) from 

attending and engaging with reflective practice.  The LL CMHT is a multi-disciplinary 

team based in the South of England working with older adults experiencing difficulties 

with their mental health.  The team consisted of around 20 healthcare professionals 

with varying professional backgrounds including psychiatry, occupational therapy, 

clinical psychology and mental health nursing.  In 2016, a team reflective practice 

group was set up.  The first session was attended by 10 members of the team on a 

voluntary basis.  Despite staff expressing interest in the group, attendance dropped 

over time.  The literature outlined above suggests various personal, professional and 

organisational factors can act as barriers to engagement with reflective practice in the 

workplace.  Therefore, the current study aimed to investigate the unique influencing 

factors affecting attendance within this team.  This was with the view to, in turn, make 

recommendations to the service to address these barriers and subsequently improve 

the level of engagement with, and/or value of, the reflective practice group.    

 

 The TPB (Ajzen, 1991) was applied to assist with making sense of identified 

barriers and developing service recommendations.  The TPB has been criticised due 
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to its focus on the individual rather than the complex systems professionals in 

healthcare settings practice in (Johnson & May, 2015).  Therefore, in the present study 

a more nuanced application of the TPB was called upon by ensuring attention was 

directed beyond the individual in order to make sense of the influence of complex 

systemic issues on group attendance.   

 

The following four research questions for the study were developed based on the 

literature and in consultation with the second researcher, a facilitator of the reflective 

practice group: 

1. What value does reflective practice have for LL CMHT staff? 

2. What are the barriers to attendance to group reflective practice? 

3. What do staff find helpful and unhelpful about the reflective practice group?  

4. How can the service improve the delivery of the reflective practice group for 

healthcare professionals in order to overcome barriers to attendance? 

 

Method  

Design 

 Through consultation with the second researcher, it was decided that a 

qualitative study design was the most appropriate in order to acquire rich, 

individualised data for the service.   

 

Participants and Recruitment 

 All members of the LL CMHT were invited to take part in the study regardless 

of whether they had attended the reflective practice group. The lead researcher 

recruited participants through attending team meetings, providing written information 

and email liaison.   
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Questionnaire  

 It was identified that, in order to facilitate engagement and make space for 

transparent responses, anonymity was important.  Therefore, an online semi-structured 

questionnaire was designed to assess the frequency with which participants attended 

the group and how much they valued it.  The questionnaire also enquired about 

possible barriers to attendance and ways in which they may like to see the group 

changed. To ensure anonymity of responses, participants’ professional background 

was not recorded.  The questionnaire was piloted with mental health professionals (N= 

2) from a different team and adjusted based upon their feedback prior to circulation to 

the LL CMHT.  A copy is available in Appendix 2A.  

 

Interview Schedule 

 An interview schedule was developed in order to access a greater depth of 

participant response where this hadn’t been achieved through the online questionnaire.  

Prospective interview questions were shared and developed through consultation with 

the second researcher.  A copy of the interview schedule is available in Appendix 2B.  

 

Procedure 

 The study was granted ethical approval by the University of Bath Psychology 

Ethics Committee (Ethics: 18-202) and the 2Gether Trust’s Research and 

Development team (REF: 18/018/2GTSE).  Participants were first shown an 

information sheet about the study and provided informed consent to take part in both 

the online questionnaire and a potential follow up interview. Participants completed 

the online questionnaire first.  Questionnaire responses were analysed to see if enough 

richness had been achieved.  Where a lack of depth in responses was identified, 

participants were contacted for a follow up interview. Interviews were conducted over 

the telephone and recorded with a digital recorder. All participants were presented 

with a debrief form.  Participants were offered a £5 electronic voucher as a thank you 

for their contribution.    
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Analysis 

 The interviews were transcribed and analysed alongside each participant’s 

corresponding questionnaire response.  Where participants had not taken part in an 

interview, analysis focussed on their questionnaire responses. Identifying information 

was removed. In line with the guidelines set out by Braun and Clarke (2006; 2013), 

an inductive thematic analysis of the questionnaire and interview data was carried out.  

Participant data was coded and analysed for themes.  There was an ongoing process 

of revising the theme definitions and the thematic map through consultation with the 

second researcher.  The final stage of the analysis occurred during the write up.  It was 

assumed that some discoverable ‘truth’ existed in order to allow for recommendations 

for improvement to be made.  However, the researchers acknowledge that the 

knowledge presented here is partial and was socially influenced.   

 

Recommendations  

 The findings were considered alongside the project aims, research questions 

and the TPB, in order to make recommendations to the service about how they could 

improve attendance to the reflective practice group.   

 

Results 

Participants 

 A total of eight participants took part in the project.  All participants completed 

the online questionnaire.  Four of the eight participants were also interviewed. All 

participants reported reflective practice to be valuable to them as healthcare 

professionals. Regardless of group attendance, all except one participant reported 

regular engagement with some form of reflective practice, such as reflection in private 

thought and through informal discussions with colleagues. Whilst participant 

professional backgrounds were not collected, it is of note that none of the participants 

included in the current study were psychologists. Therefore, this perceived value of 
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reflective practice may not simply reflect that of the included participants’ 

professional bodies and their corresponding professional training6.  

 

 Of the eight participants, all except one had attended the reflective practice 

group before; all four of the participants interviewed had attended the group.  The one 

participant who had not attended the group reported that this was due to not working 

the days the group was held and that they would be keen to attend the group if it were 

not for this conflict.   

 

 Of the seven participants who had prior experience of attending the group, four 

reported that they attended the reflective practice group ‘Often’ and three described 

attending the group ‘Sometimes’.  Most participants reported they ‘Probably’ attended 

the group as often as they would like to, with the exception of one participant who had 

reported they ‘Sometimes’ attended the group and that they ‘Definitely Did Not’ 

attend as often as they would like to.   

 

Identified Themes 

 Thematic analysis of the dataset identified four main themes: ‘Working 

Climate’, ‘What the Reflective Practice Process Requires’, ‘What the Reflective 

Practice Process Can Provide’ and ‘Deciding Whether or Not to Attend Reflective 

Practice’.  Please see Figure 2.1 for a copy of the thematic map.   

 

 Working Climate. 

 ‘Working Climate’ refers to the context within which participants carry out 

their work and decide whether to attend the reflective practice group.  Two sub-

 

 

6 Given that developing competencies in reflective skills and practice is a central component 

of the training of psychologists to an extent that often isn’t reflected in other healthcare 

professionals’ training and subsequent practice.  
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themes: ‘Political Pressures’ and ‘Work in Mental Health is Inherently Unpredictable 

and Requires Flexibility’ represent the dominant demands placed upon participants 

and how this was reported to affects reflective practice attendance.  
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Figure 2.1. Thematic Map of Themes and Sub-themes 
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 Political pressures.  The pressure of working as mental health professionals in the NHS 

was evident through mentions of large caseloads, complex work and staff shortages. 

Participants explained how this affects their attendance at group reflective practice. 

It’s about resources and pressure of work.  Umm, and because certainly here…we seem to be 

quite short staffed at the moment and so people take on…there’s pressure to take on more 

and to be way too busy to stop and do that [attend the reflective practice group] (P4) 

 

 Work in mental health is inherently unpredictable and requires flexibility.  In addition 

to the volume of work reported, participants described the work involved with being a mental 

health professional as inherently unpredictable and requiring adaptability. Participants 

explained how this can make it difficult to commit to attending the group reflective practice.  

Umm, well you book it [the reflective practice group] in your diary because it’s like, you 

know, we very often get an email with the dates that are coming up and you do try and block 

that out in your diary to have that time but, I, you know, mental health, you know, it’s very 

changeable isn’t it? (P1) 

 

 What the Reflective Practice Process Requires.  Two sub-themes illustrated what is 

required for someone to attend and make use of reflective practice: ‘Mental and Emotional 

Capacity’ and ‘Protected and Embedded Time and Space’.   

 

 Mental and emotional capacity.  Whilst participants rarely referenced the emotional 

impact of their roles directly, through the analysis it proved relevant to include a sub-theme 

regarding how mental and emotional availability is required in order to allow for engagement 

with reflective practice.   

I think workload commitment is one area. But I also think some days you may find it 

emotionally difficult to share your thoughts. (P1) 
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This concept of needing personal resources in order to be able to meaningfully ‘be’ with the 

reflective practice is mirrored by many participants citing how important the mindfulness 

exercise at the start of the group is.   

Practising mindfulness is also helpful to 'switch off' from the often-busy environment in the 

workplace. (P7) 

 

 Protected, and embedded, time and space.  Many participants defined reflective 

practice as an active and immersive process that subsequently required protected time. 

Thoughtful and considered reflection alone and in discussion when selected. (P8) 

 

Some participants commented on how the protected time required for reflective practice did 

not feel fully embedded within the team:  

[In an ideal world] it would be built in routinely and more frequently so that people could 

catch it.  There would be a culture of trying to prioritise it. It would be just part of what 

everybody does. (P4) 

 

 This sense that attendance to the group is not supported by the broader culture is also 

demonstrated through the solutions proposed by participants to overcome barriers to 

attendance. 

The option of different times [to attend the reflective practice group]. Potentially the option 

of a reflective group outside of work time (although I feel this is unlikely to be popular with 

others). (P6) 
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 What the Reflective Practice Process Can Provide.  Participants reported rich and 

plentiful benefits of engaging in reflective practice.  Six sub-themes were developed: 

“Navigating Challenges”, “Clinical Development”, “Staff Wellbeing and Stress Management”, 

“Working as a Team” and “Cultivating a Compassionate and Reflective Internal Culture in the 

Team”.   

 

 Navigating challenges.  Participants described the group as a uniquely useful space to 

discuss challenging cases.  There was a consensus that there was something about the reflective 

position which offered containment, perspective and clarity; all of which was reported to better 

prepare participants for moving forwards and tackling future challenges. 

I think it’s about trying to pick out the confusion of what is our role, what is somebody else’s 

role, are we missing something, could I change my approach or… I’m stuck, I don’t know 

where I’m going, am I missing something?  Being afforded that time to really unpick and look 

at things from a different perspective and angle, that you wouldn’t have within a multi-

disciplinary team meeting. (P2) 

 

 Clinical development.  Participants reported that reflective practice, either in the group 

session or in private, offered a space to learn and develop clinical skills.  There was a consensus 

across participants that reflective practice led to personal and professional insight which in turn 

improved practice. 

I think regular reflective practice makes me a better healthcare professional. (P6) 

 

 Staff wellbeing and stress management.  Participant responses indicated that the group 

reflective practice sessions offered something which helped with mitigating the stress of the 

job.  Many participants cited the mindfulness exercise at the start of the practice as helping 

them slow down and relax.  Participants reported leaving reflective practice feeling better than 

they did when they went in. 

It is an opportunity to take time out for myself (the meditation and relaxation at the start) but 

also an opportunity to support colleagues, reflect on positives (rather than focus on 

problems) and spend time in a different format with colleagues (builds team rapport). (P3) 
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 Working as a team.  Participants described the group as somewhere to hear other 

perspectives and be afforded the time to think together as a multidisciplinary group of 

professionals in a way that other forums, such as the team meeting, were not designed to 

support.  Participants spoke about it being a place to share knowledge, offer and receive support 

and share similar clinical experiences.   

Being an autonomous community team, we do not always get the chance to consider 

alternative methods, so it is a good platform for sharing ideas. And forming as a team. (P5) 

 

 Cultivating a compassionate and reflective internal culture in the team.  Participants 

reported that cultivating a supportive and reflective team beyond the group was just as 

important.  Some participants viewed the group as having facilitated the team to think with 

each other in a more reflective way outside of the group.   

I think since the introduction of that [the reflective practice group], it’s made a big 

difference.  It’s interesting to see that some of that reflective way of working spills out into 

our multidisciplinary team meetings sometimes and into office discussions. (P2) 

 

 Deciding Whether or Not to Attend Reflective Practice.  This theme captures the 

point at which participants have to weigh up the demands of the role against the potential value 

of attending the group.  This theme was developed with two sub-themes: “Prioritise” and 

“Optimise”. 

 

 Prioritise.  Participants explained how the non-compulsory nature of the group affects 

how it is prioritised. 

I think because it’s not mandatory (not like your caseload supervision) people can dip in and 

out of it. (P1) 

It is my responsibility to make a decision about prioritising [the reflective practice group] 

alongside whatever else I’ve got going on.  It’s easier for that one to slip down my priority 
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list.  Whereas the clinical supervision, because I know that we’re required to do it so many 

times a year, umm, maybe that ends up having a slightly different feel. (P3) 

 

There was also a consensus that contact with patients took priority over attending the group. 

   

I try to always have them [reflective practice group dates] pencilled into my diary so that I’m 

aware and I don’t book a visit in, although sometimes it will be that it directly clashes with- 

I’ve had to prioritise booking in an actual contact with somebody because, you know, that’s 

the only time they could be seen or that’s the best time for them on that week or whatever, 

specifically I’ve needed to book it in over that so sometimes there will be a direct clash and I 

won’t attend. (P3) 

 

And you just don’t know if you have to go out because someone… and its balancing 

that up and for me, the patient will always come first. (P4) 

 

The pressure to prioritise administration tasks also came through. 

I think probably in terms of my overall workload demands the team reflective sessions pay 

the price… they don’t always get prioritised always because of my overall workload 

demands. (P3) 

 

 Optimise. Participants reported that due to time limitations it is important to know what 

will happen in the group session in advance and for the content discussed to be contained and 

focused.  In the absence of this knowledge, participants would sometimes not attend in case it 

did not turn out to be an optimal use of time.  

I think because there isn’t that agenda and it’s a space if you like…it’s easier to push that 

down the priority list because I think “well, it could be something that’s useful, it might not”- 

I can easily reason that away; whereas if I know I’m going with something specifically that is 

going to directly affect me, you prioritise differently I think. (P3) 

Occasionally that has put me off… if I know there’s only going to be one or two other people 

there… I suppose I’m making an assumption about how valuable the discussions are going to 

be. (P3) 
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 A looser, non-clinical, session allows a chance for people to express their feelings of 

work at the moment (e.g. have a vent) this can go either way in terms of ending on a positive 

note moving forward. (P5) 

 

Discussion 

 The findings of this study show that participants from the LL CMHT viewed reflective 

practice as a highly relevant and valued part of their roles. The varied benefits participants 

reported gaining from engaging in reflective practice fit with the findings of previous research 

into this area (O’Donovan, 2007, Cirocco, 2007, Glaze, 2001).  There was very little about the 

reflective practice group itself that participants reported as unhelpful; rather, the analysis 

identified that participants had to weigh up the perceived benefits of attending the group against 

the demands of their role.  The findings of the current study suggest there are several barriers 

which can get in the way of staff from the LL CMHT attending the group.   These barriers will 

now be discussed in turn.   

   

 Firstly, participants described reflective practice as an active process which requires 

dedicated time and mental space. The analysis highlighted that the demands placed upon 

participants can mean that, when it comes to the reflective practice group, these prerequisites 

are not met.  Therefore, it is understandable when participants decide to not attend.  This finding 

has been observed in previous studies (Hyrkäs, Tarkka & Paunonen‐Ilmonen, 2001; Glaze, 

2002) and can be understood as lack of perceived control influencing motivation to action a 

behaviour (Ajzen, 1991).   

 

 Secondly, the results highlight the pressures on participants and the need for time to be 

prioritised and optimised.  Through calling upon the TPB (Ajzen, 1991), we can see how 

participants’ attitudes towards the potential usefulness of group attendance fluctuated 

depending upon knowledge of how many other people were attending and what content would 

be covered.  This in turn can effect motivation to attend.   

 



62 

 

 Thirdly, the findings suggest the social norms of the organisational culture throw up 

barriers to group reflective practice attendance.  For example, participants cited the reality of 

having to action time limited administrative responsibilities.  In addition, despite the benefits 

participants reported gaining from reflective practice, for some participants attending the group 

over visiting a patient was not seen as prioritising patient care.  Finally, participants felt tension 

with regards to group attendance being completely optional as this meant they were 

accountable for the decision to prioritise group attendance over other responsibilities.  These 

findings indicate that the social norm experienced by participants is not to prioritise reflective 

practice despite their awareness of its benefits (Ajzen, 1991).  This reflects previous research 

which has found organisational factors can inhibit reflective practice (O’Donovan 2007, 

Mamede and Schmidt 2005, Mantzoukas and Jasper 2004). 

 

Recommendations 

 Based on the findings, the recommendations outlined in Table 2.1 were made with 

regards to the delivery of the reflective practice group itself and to support the team in 

overcoming barriers to attendance.  These recommendations were shared with the 

psychologists who facilitated the reflective practice group7.  

 

 

7 Please note that due to the impact of the Covid-19 pandemic, the project’s findings and service 

recommendations have currently only been shared over email. A virtual meeting to discuss the 

recommendations and their implementation is scheduled for July 2020.   
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Table 2.1.  

Service Recommendations 

Barrier Recommendation 

Lack of dedicated time and 

mental space for 

reflection. 

• The reality of this difficulty should be named and validated with the team.  

• Activities which facilitate a transition to the reflective practice group are important.  The 

mindfulness exercise at the start of the group should continue.   

• Furthermore, previous research has highlighted that attending to difficult feelings 

associated with reflections is important, but this needs to be contained within the session 

(Binks, 2013). Given the potential lack of mental space participants could arrive at the 

group with, there is a need for the group facilitator to ensure that the discussion does not 

further contribute to stress levels.  To help with this, it could be useful to consider 

carrying out a second transition exercise at the end of the group.    

• Containment could also be established through other methods, such as always holding 

the group in the same room 

Service pressures mean 

participants need to 

prioritise and optimise 

how they use their time. 

• It is recommended that facilitators share with prospective group attendees the likely 

content to be covered in the group prior to attendance.   

• To keep the group’s agenda ‘live’ in between sessions, it could also be helpful to keep 

an open channel of communication of ideas for content to be discussed in the next group.  

In this way, participants are not reliant on thinking of something to bring to the group 

on the day. 
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The social norms of the 

organisational culture 

create barriers to group 

reflective practice 

attendance. 

• One recommendation to overcome this barrier would be to integrate staff behaviours 

which are already in line with the cultural social norms.  For example, individuals who 

would like to attend the group, but who struggle to consistently do so, could set 

reflective aims with line managers or supervisors to be reviewed at  set timepoints. This 

may help participants with connecting with and remembering the benefits they gain 

from the group. Furthermore, through reviewing reflective aims, managers and 

supervisors will model that, within the team, the social norm is that reflective practice 

is a valued use of time.  

• Some participants reported that the group would need to be compulsory for them to be 

able to attend it as often as they would like to.  Due to the nature of reflective practice, 

there are understandable ethical implications with making attendance compulsory.  

Instead, the findings of the current study should be fed back to team managers so that 

they are aware of the impact the organisational culture has on staff decisions regarding  

group reflective practice attendance.       
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Strengths and Limitations 

 Given the nature of the research questions, one strength of the current study 

was its qualitative design, which acquired rich, individualised data for the service.  

Due to the complex nature of the barriers affecting staff attendance to the group, it is 

difficult to see how a quantitative method would have been able to access this 

knowledge.   

 

 Another strength of the current study was that it was able to make some 

tangible recommendations to the service.  The analysis highlighted that many of the 

difficulties the team were experiencing with regards to group attendance were likely 

to be the product of much higher, organisational influences. However, through 

psychological theory, some actionable recommendations were made to the team to 

improve attendance within this context. 

   

 A key limitation of this study was that most of the participants had attended 

the group reflective practice session before and most thought they were ‘probably’ 

attending the group as often as they would like to.  As a consequence, the current 

study’s findings may underrepresent the perspectives of staff who are dissatisfied with 

their current level of attendance.  Furthermore, the findings of this study do not 

represent the perspectives of staff who perhaps do not value reflective practice or do 

not want to attend the group.  It is possible that the same barriers which affect such 

staff members from engaging in group reflective practice also affected their 

recruitment into the study.  Therefore, the findings of the current study are unlikely to 

represent the full range of barriers which influence staff attendance to group reflective 

practice amongst members of the LL CMHT.    

 

 Another limitation was the use of semi-structured questionnaires.  Through 

analysing the questionnaires, the lead researcher identified that much of the data 

retrieved was too shallow for thematic analysis.  Using interviews only and 

interviewing more participants would have produced richer data.  Feasibility was one 

factor that had deterred lead researcher from using this as methodology, however, with 
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hindsight, the process of contacting participants to engage in supplementary 

interviews probably took more time.   

 

 Furthermore, within the current study, a limited scope of actionable 

recommendations were made to the team.  The analysis indicated that there was very 

little about the group or its facilitation that was acting as a barrier to attendance.  

Rather, participants cited difficulties with, and the reality of, their workloads.  These 

barriers represent complex cultural influences which mirror the experiences of many 

healthcare professionals working within the current NHS climate.  Therefore, a 

significantly broader shift would be required culturally to reduce the impact of these 

barriers on staff attendance to group reflective practice.   

 

Conclusion 

 In conclusion, the findings of this study mirror the experience of the 

participant: the context they find themselves in, what needs must be met to allow for 

meaningful reflective practice group attendance, the benefits participants recognise 

they gain from reflective practice but, finally, the processes of deciding if they can 

justify attendance.  The identified barriers found to  effect staff from the LL CMHT 

attending the reflective practice group are complex.  There is a reality that the 

participants’ included in the current study reported a busy working context within 

which they face many demands. The evidence shows us that cultural influences are 

significant determinants for staff engagement with reflective practice (Platzer, Blake 

& Ashford 2000; Mantzoukas and Jasper 2004; Mamede and Schmidt 2005) and 

therefore, a top down recognition of what is required to meaningfully be a reflective 

practitioner must be accommodated. In addition to this, implementing the 

recommendations made here and making changes to what is within the LL CMHT’s 

sphere of control will optimise their chances of overcoming the complex barriers 

which make being a reflective practitioner in the current NHS climate so challenging.   
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Introduction 

 Trichotillomania (TTM) is a psychological disorder conceptualised in the 

Diagnostic and Statistical Manual of Mental Disorders (DSM-5) (APA, 2013) as an 

Obsessive-Compulsive Spectrum Disorder (OCSD). People with TTM experience 

persistent difficulties with pulling out their hair despite attempts to stop. The impact 

of TTM should not be underestimated. Persistent hair pulling can lead to physical 

difficulties such as permanent hair loss, repetitive strain injuries and, amongst those 

who ingest their hair, the development of trichobezours8
 (Christenson & Mansueto, 

1999; Gorter et al., 2010; Ventura et al., 2005). Furthermore, the strong feelings of 

shame and guilt people with TTM experience (du Toit et al., 2001) can lead them to 

avoid seeking medical care, social activities, and sexual intimacy with partners 

(Stemberger et al., 2000; O'Sullivan, Keuthen, Jenike & Gumley, 1996). Large scale 

epidemiological studies of the prevalence of TTM are yet to be conducted, however, 

the lifetime prevalence of TTM is estimated at 0.6% (Christenson, Pyle & Mitchell, 

1991) with the estimated average age of onset as 13 years (Duke et al., 2010a).   

 

 People with TTM may pull hair from anywhere on their body. The scalp, 

eyelashes and eyebrows have been found to be the most common pulling sites 

(Franklin et al., 2008; Woods et al., 2006). Pulling hair from the pubic area was 

previously thought to be rare. However, a study which employed an anonymous online 

survey found that over 50% of their sample (N =1697) reported pulling from this site 

(Woods et al., 2006). Typically, hair pulling is considered to occur in episodes, 

however, what constitutes a discrete ‘episode’ is difficult to define. Large variability 

is found in the time spent pulling, the number of hairs extracted, and the number of 

episodes engaged in across a given day (Duke et al., 2010b; du Toit et al., 2001). 

 

 

 

8 A trichobezour is a mass of hair trapped in the gastrointestinal system which if left 

untreated can be fatal.   
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 The most established theoretical conceptualisations of TTM are behavioural. 

Azrin and Nunn (1973) conceptualised TTM as a habit disorder whereby hair pulling 

comes to persist outside of one’s awareness through a process of conditioning. 

Treatment is designed to bring hair pulling back into conscious awareness so that an 

alternative, competing behaviour can be engaged with (Azrin & Nunn 1973). 

Behavioural treatments have been shown to result in short term improvements for 

TTM (Bloch et al., 2007; McGuire et al., 2014; Slikboer, Nedeljkovic, Bowe & 

Moulding, 2017). However, follow up studies have identified that these gains decrease 

below significance over time (Keijsers et al, 2006; Diefenbach et al. 2006). This 

suggest that behavioural models of TTM may be insufficient in conceptualising and 

treating the disorder.  

 

 Research focused on the phenomenology of TTM increasingly suggests the 

disorder is more complex than previously thought. It has been found that whilst many 

people with TTM engage in hair-pulling automatically, without awareness, there is 

also a ‘focussed’ style of hair pulling in which the person pulls their hair deliberately 

(Christenson, Ristvedt & Mackenzie, 1993; du Toi et al., 2001; Flessner et al., 2008a; 

Flessner et al., 2008b).  Focussed hair pulling is assumed to be more goal orientated 

in nature, occurring in response to specific hair pulling urges and to negative internal 

states (Christenson, Ristvedt & Mackenzie, 1993; Flessner, et al., 2008a).  

 

 It has been theorised that people with TTM have underlying difficulties with 

regulating their internal experiences and consequently, hair pulling behaviours are 

engaged in to provide stimulation and emotional regulation (Penzel, 2003; Roberts, 

O’Connor & Bélanger, 2013). This theory has been supported through research 

demonstrating that people with TTM score highly on measures of emotion 

dysregulation, distress intolerance and avoidance of internal experiences 

(Arabatzoudis, Rehm, Nedeljkovic & Moulding, 2017). Engagement in hair-pulling 

has been shown to decrease feelings of boredom, sadness, anger, and tension, whilst 

also increase states of relief and calm (Diefenbach, Mouton-Odumb & Stanley, 2002, 

Diefenbach et al., 2008). This reduction in aversive states is thought to provide 
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negative reinforcement of the hair-pulling behaviours (Roberts, O’Connor & 

Bélanger, 2013).  

 

 Due to the nature of TTM, a physiological component is also proposed. Those 

with greater TTM severity are more likely to pull in response to certain physiological 

sensations or to achieve a certain bodily sensation (Woods et al., 2006). Interestingly, 

many people with TTM decline hair pulling as painful, instead reporting a pleasurable 

experience (Christenson, Mackenzie & Mitchell, 1991; Diefenbach et al., 2008; 

Meunier, Tolin, & Franklin, 2009).  

 

 Little research has been conducted into the role of cognitions in TTM. With 

regards to hair-pulling behaviours, anecdotal and phenomenological reports indicate 

that attention is focused on specific hairs that are deemed problematic or different in 

some way to other hairs (Mansueto et al., 1997; Duke et al., 2010b). Beliefs which 

identify hair-pulling as being irresistible or justifiable are thought to play a role in hair-

pulling behaviours being permitted (Mansueto et al., 1997; Maas et al., 2015; Rehm, 

Nedeljkovic, Thomas & Moulding, 2015).  

 

 One component of TTM which may span these physiological, affective, 

cognitive and behavioural maintaining mechanisms are the ‘hair-pulling rituals’ 

people with TTM commonly report engaging in (Duke et al., 2010b; Christenson, 

Mackenzie & Mitchell, 1991; du Toit et al., 2001). Hair-pulling rituals refer to the 

specific behaviours engaged in before, during and after hair pulling. For example, 

people with TTM may search pulling sites for the ‘right’ kind of hairs to pull 

(Mansueto et al., 1997). These are typically hairs that are different in some way, such 

as in colour, length or thickness (Mansueto et al., 1997; Duke et al., 2010b). Hairs are 

typically removed one by one (Christenson, Pyle & Mitchell, 1991). Following 

extraction, many people with TTM engage in post-pulling behaviours such as 

examining the hair and/or the hair root, rubbing the hair between their fingers and 

running the hair and/or root across their face (Walther et al., 2010; Duke et al., 2010b).  

Oral rituals, such as touching the hair to the lips, biting the hair root off, biting the hair 
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into pieces and swallowing the hair, have been shown to occur in 48 - 72% of people 

with TTM (Christenson, Mackenzie & Mitchell, 1991; du Toit et al., 2001).  Ritualistic 

tendencies are not only focussed on the hairs of the individual with TTM. Falkenstein 

and Haaga (2016) found 54% of their participants (N = 670) also experienced urges to 

pull hair from other people for reasons including when a hair appeared ‘different’.  

 

 The visual, tactile, and oral components of hair pulling rituals are suggested to 

reinforce hair pulling behaviour by providing sensory stimulation and distraction from 

aversive internal experiences (Walther et al., 2010; Rapp et al., 1999; Mansueto et al., 

1997).  Due to its goal orientated and potentially regulatory nature, hair pulling rituals 

are assumed to occur more when someone is pulling their hair in a focussed manner 

(Flessner, et al., 2008a; Duke et al., 2010a). However, few studies have focussed on 

developing a rich understanding of the role of these rituals within hair-pulling 

episodes. This is surprising given that TTM has been re-formulated as an OCSD and 

rituals performed in Obsessive Compulsive Disorder (OCD) are known to hold 

significant meaning imperative to its conceptualisation and treatment (Salkovskis, 

1985). Therefore, furthering our understanding of ritualistic behaviours in TTM is 

imperative. A better understanding could lead to advances in the conceptualisation, 

assessment, and treatment of TTM.  

 

 The aim of the current study was to gain an in-depth understanding of how 

people with TTM experience their hair pulling ‘episodes’, with specific attention given 

to understanding the role of hair pulling rituals. The following specific research 

questions were investigated as informed by cognitive behavioural theory:  

1. How do people with TTM experience their hair pulling ‘episodes’? 

2. What role do hair pulling rituals play within hair pulling ‘episodes’? 

 

 Furthermore, in line with the proposed theorising that hair pulling rituals may 

provide a regulatory function, the findings of the current study will be considered in 

relation to hair-pulling styles and individual differences in emotional regulation.     
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Method 

Design 

 A qualitative methodology was selected as the most appropriate to investigate 

how people with TTM experience their hair pulling episodes and associated hair 

pulling rituals.   

 

Participants and Recruitment 

 Participants were deemed eligible if they were aged 18 or older, met TTM 

diagnostic criteria as defined in the DSM-5 (APA, 2013), considered TTM to be their 

main difficulty and were proficient in English.  Exclusion criteria included active 

suicide ideation, current substance misuse difficulties and people with a diagnosis of 

psychosis and/or bipolar disorder.  Participants were recruited via advertisement on 

social media sites, online TTM communities and the London Body Focussed 

Repetitive Behaviours support group.  The clinical characteristics of one participant 

were excluded due to their self-report that their scores were inaccurate and the lead 

researcher being unable to obtain repeated ratings from the participant.     

 

Measures 

 Demographic questionnaire.  A self-report questionnaire was designed to 

retrieve participant demographic information.  This included questions about 

participant experiences of treatment, TTM duration and impact (Appendix 3A).   

 

 Diagnostic screen.  A series of questions in line with the TTM DSM-5 

diagnostic criteria (APA, 2013) were completed via a self-report questionnaire 

(Appendix 3B). These questions were designed to confirm that participants 

experienced recurrent pulling of their hair which had resulted in hair loss, that they 

had repeatedly tried to stop pulling their hair, that their hair pulling could not be better 

explained by another mental health condition, that their hair loss couldn’t be better 

explained by a medical condition and that their hair pulling and/or hair loss resulted 

in psychological distress and functional impairment.   
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Standardised measures.  

 Massachusetts general hospital hairpulling scale (MGH-HPS).  The MGH-

HPS is a seven-itemed self-report measure of TTM severity (Keuthen et al., 1995).  

On a five-point Likert scale, participants are asked to rate the severity of hair pulling 

urges and behaviours, perceived level of control over pulling and associated distress 

for the preceding week.  Higher scores indicate increasing severity; the highest 

possible score is 28.  The MGH-HPS has been shown to have good internal 

consistency, α = 0.89, (Keuthen et al., 1995) and test–retest reliability, r =0.97 

(O'Sullivan et al., 1995). 

 

 The Milwaukee inventory for styles of trichotillomania–adult report (MIST-

A). The MIST-A (Flessner, et al., 2008b) is a self-report measure designed to assess 

automatic and focused styles of pulling.  Participants rate 15 statements on a ten-point 

Likert scale where ‘0’ means “not true for any of my pulling” and ‘9’ means “true for 

all of my pulling”.  Total scores on the subscales are calculated separately to provide 

two ratings, one of focussed and one of automatic pulling. The highest possible score 

on the focussed subscale is 90 and 45 on the automatic subscale. Higher scores indicate 

an increased tendency to pull in that style.  The MIST-A has been shown to have good 

construct and discriminant validity and adequate internal consistency; α = 0.77 and 

α = 0.78 for the focussed and automatic pulling subscales respectively (Flessner et al., 

2008b). 

 

 The difficulties in emotion regulation scale (DERS). The DERS (Gratz & 

Roemer, 2004) is a self-report measure of difficulties in emotion regulation.  

Participants rate the frequency with which 36 statements are applicable to them on a 

5-point Likert scale where ‘1’ means “almost never” and ‘5’ means “almost always”.  

Higher scores indicate increasing difficulties with emotion regulation.  The DERS has 

been shown to have high internal consistency α = 0.93, good test-rest reliability and 

adequate construct and predictive validity (Gratz & Roemer, 2004).  
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 The distress tolerance scale (DTS). The DTS (Simons & Gaher, 2005) is a 

self-report measure of difficulties in distress tolerance.  Participants are asked to think 

about a time they have felt upset and then rate 15 statements according to how much 

they reflect their beliefs about being distressed.  Responses are rated on a 5-point 

Likert scale where ‘1’ means “strongly disagree” and ‘5’ means “strongly agree”.  

Higher scores indicate increasing difficulties with tolerating distress.  The DTS has 

been shown to demonstrate good convergent, discriminant and criterion validity 

(Simons & Gaher, 2005).   

 

 The patient health questionnaire (PHQ-9). The PHQ-9 (Kroenk, Spitzer & 

Williams, 2001) is a nine-item self-report measure where a higher score indicates 

increasing severity of depression.  Responses are totalled into one score which is 

compared to the recommended clinical cut off points: 0-4 ‘minimal’, 5-9 ‘mild’, 10-

14 ‘moderate’, 15-20 ‘moderately severe’ and 20-27 ‘severe’. It has been found to be 

a reliable and valid measure of depression with internal reliability ranging between α 

= 0.86 and α = 0.89 (Kroenk, Spitzer & Williams, 2001). 

 

 The generalised anxiety disorder scale (GAD-7). The GAD-7 (Spitzer, 

Kroenke, Williams & Löwe, 2006) is a seven-item questionnaire where a higher score 

indicates increasing severity of anxiety. Responses are totalled into one score which 

is compared to the recommended clinical cut off points: 5-9 ‘mild’, 10-14 ‘moderate’, 

15-21 ‘severe’.  The GAD-7 has been shown to have excellent internal consistency, α 

= 92, as well as criterion, construct, factorial, and procedural validity (Spitzer et al., 

2006). 

 

Interview 

 Interview Schedule.  A semi-structured interview was designed to serve as a 

guide for conversations with participants about their experience of TTM (Braun & 

Clake, 2013). The initial questions were agreed following discussion between the lead 

researcher, a trainee Clinical Psychologist, and the research supervisor, a Clinical 

Psychologist. The lead researcher was unable to secure input from someone with 
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personal experience of TTM, however, feedback was incorporated from a research 

assistant with personal experience of OCD. Adjustments were made to the wording 

and sequencing of questions. All participants were asked to elaborate on their 

responses. Prompts were provided when needed and clarifying questions asked.  

Reflexivity was maintained across interviews by seeking participant feedback and 

making further adjustments to the schedule accordingly. A copy of the schedule is 

included in Appendix 3C. 

 

Procedure 

 Ethical approval was granted from the University of Bath Psychology 

Research Ethics Committee (19-082). Prospective participants contacted the lead 

researcher by email and were provided with further information and a link to the online 

questionnaire. Participants were first asked to read an information sheet about the 

study. If they wished to participate, they provided informed consent electronically.  

Participants then completed the diagnostic screen. This part of the questionnaire was 

coded in a way that stopped the questionnaire if participant responses suggested they 

did not meet diagnostic criteria for TTM. In such cases, a message was presented to 

the participant to inform them of this, encouraging them to contact the researcher if 

they had any concerns or questions. Eligible participants then completed the series of 

questionnaires and selected a time for the interview. All interviews were conducted 

via telephone or Skype for Business. Interviews were recorded with a digital audio-

recorder and transcribed verbatim, with identifying information removed. All 

participants were presented with a debrief form, with further signposting provided if 

indicated. Participants were also presented with the option of completing a closing 

mindfulness exercise to reduce any potential triggering effect of participation.  

Participants were provided with a £5 electronic voucher as a thank you for their 

contribution.    

 

Data Analysis 

 The dataset comprised 14 completed questionnaire batteries and 15 interviews. 

Descriptive statistics were used to summarise the demographic and clinical 
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characteristics of the sample. Reflexive thematic analysis (Braun and Clarke, 2006, 

2013) was used to analyse the transcribed interviews. This method was selected as it 

allows for themes and patterns of experiences and meaning to be identified across 

datasets (Braun and Clarke, 2013). The analysis was carried out from a critical realist 

position, where it was assumed that some ‘truth’ could be discovered to further 

enhance our understanding of TTM. Nevertheless, it was acknowledged that this 

‘truth’ would only be partially accessible and would be influenced by the subjectivity 

of the lead researcher.  Due to this inherent subjectivity, the lead researcher maintained 

reflexivity through reflective logs (Appendix 3D) and supervision.   

 

 Analysis was predominantly carried out by the lead researcher9 and followed 

the six phase process outlined by Braun and Clarke (2006). The lead researcher 

familiarised themselves with the transcriptions through reading, re-reading and noting 

initial ideas. Inductive coding was then employed, meaning that the codes were formed 

out of the data rather than through applying a pre-existing theory and structure. 

However, due to the lead researcher’s clinical background aspects of deductive coding 

were likely incorporated within this process.  Codes were mapped visually to facilitate 

the identification of candidate themes which were reviewed in supervision and revised. 

Candidate themes were then cross referenced with participants’ descriptive statistics 

so as to confirm that themes which commented on clinical characteristics, such as 

emotion regulation skills, were reflective of the sample’s characteristics. From this the 

overarching themes and subthemes were clarified and defined.   

 

Results 

Participants 

 A summary of participant demographic and clinical characteristics is outlined 

in Table 3.1.  The mean age of TTM onset within the sample, 10.90 (4.08), was 

 

 

9 The research supervisor provided supervision on the analysis and coded one transcription 

for comparison with the coding of the lead researcher. Similarities and discrepancies were 

discussed.   
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younger than the estimated average (Duke et al., 2010a). On average, participants 

reported a lag of several years between TTM onset, significant impact of symptoms, 

15.27 (3.81), and discovering the diagnostic term, 15.6 (3.07). All participants (N=15) 

reported having sought help for their TTM from a health care professional. None of 

the participants reported that this input had been effective in resolving their TTM 

difficulties. On average, participants reported moderately severe symptoms of TTM 

as measured by the MGH-HS (Keuthen et al., 1995) and subjective severity ratings.  

In line with Flessner and colleagues (2008a), a median split procedure was used to 

calculate high and low rates of focussed and automatic hair pulling styles in the 

sample, as measured by the MIST-A (Flessner, et al., 2008b). Table 3.1 shows that 

within the current sample, it was most common for participants to be high in both 

focussed and automatic styles of pulling. On average, participants reported moderate 

difficulties with emotion regulation and distress tolerance. However, Table 3.1 shows 

the variability in these self-reports across the sample. Participants reported mild 

symptoms of depression, 9.50 (6.70), and anxiety, 6.57 (4.35), as measured by the 

PHQ-9, (Kroenk, Spitzer & Williams, 2001) and the GAD-7 (Spitzer et al., 2006).  
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Table 3.1.  

Participant demographic and clinical characteristics  

Participant Demographics N (%) 

Gender Female 

Gender non-conforming 

Transgender 

13 (86.70) 

1 (6.70) 

1 (6.70) 

Self-Identified Ethnicity Arab 

British 

Canadian 

White 

2 (13.33) 

1 (6.70) 

1 (6.70) 

11 (73.33) 

Education A-Levels or equivalent 

Diploma 

Postgraduate degree 

Undergraduate degree 

3 (20) 

2 (13.33) 

4 (26.70) 

6 (40) 

Employment   In full-time work 

In part-time work 

Student 

7 (46.70) 

5 (33.33) 

3 (20) 

 M (SD) 

Age 27.4 (8.60)  

Participant Clinical Characteristics  

Self-reported TTM severity as reported on a 100 point Likert 

scale 

67.67 (13.92) 

MGH-HPS 16.97 (6.95) 

DERS 93.43 (24.91) 

DTS 41.64 (12.82) 

 N (%) 

MIST-A   High Focussed, High Automatic 

High Focussed, Low Automatic 

Low Focussed, High Automatic 

Low Focussed, Low Automatic 

5 (35.71) 

3 (21.43) 

3 (21.43) 

3 (21.43) 

 

N = Number of participants; M  = Mean; SD = Standard deviation 
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 Table 3.2 provides an overview of participants’ specific hair pulling 

behaviours. The dominant pulling site reported was the scalp. More than half of 

participants (n = 6) who pulled from their scalp reported pulling only from a specific 

site. Most participants pulled with their fingers.  Participants who pulled with tweezers 

reported wanting to pull hairs with increased specificity. All participants reported 

engaging in behaviours beyond simply pulling. The most common ritualistic 

behaviour reported was only pulling out hairs that met a specific criterion. Over half 

(n = 8) reported specifically pulling out hairs which they perceived as giving them the 

best chance of extracting the whole hair root. Both tactile (e.g. playing with the hair 

after it was extracted) and oral rituals (e.g. biting and eating the hair and/or the hair 

root) were reported. Finally, participants described ‘visually stimulating’ rituals, 

including studying the hair and/or hair root post-pull and collecting multiple hairs to 

study.   
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Table 3.2.  

Behavioural Characteristics of Participant’s Ritualistic Hair Pulling. 

Hair Pulling Characteristics N (%) 

Hair pulling 

location 

Scalp 

Specific site on scalp 

Eyelashes 

Eyebrows 

Face 

Body 

10 (66.67) 

6 (40) 

5 (33.33) 

5 (33.33) 

1 (6.67) 

2 (13.33) 

How hair is 

pulled 

Fingers 

Tweezers 

12 (80) 

3 (20) 

Specific 

hair pulling 

behaviours 

Touching the pulling site and not pulling  

Playing with hair before extraction 

Playing with hair after extraction 

Pulling hair that only meets specific criteria 

Pulling focussed on extracting the whole hair root 

Studying the hair/hair root 

Running hair root across lips/face 

Biting/eating the hair root 

Eating the hair 

Collecting pulled hairs 

Pulling site is also picked (comorbid 

dermotillomania) 

 

2 (13.33) 

5 (33.33) 

3 (20) 

14 (93.33) 

8 (53.33) 

4 (26.67) 

2 (13.33) 

5 (33.33) 

1 (6.67) 

2 (13.33) 

2 (13.33) 

N = Number of participants 

 

Thematic Analysis 

 The analysis of participant interviews identified six overarching themes: 1) 

Conflict, 2) The Power of the Urge, 3) This Will Regulate Me, 4) Muscle Memory, 5) 

Hair Pulling Rituals: A Honed Means to Satisfy Urges and 6) Oh no…What have I 

Done?. Figure 3.1 shows a map of overarching themes and corresponding subthemes. 
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Figure 3.1. Thematic Map Representing the Overarching Themes and Subthemes 

 

The Power of the Urge This Will Regulate 

You Don’t Just 

Pull Any Hair, 

From Anywhere 

I Can’t Get No 

(Sustained) 

Satisfaction 

Oh No... What Have I 

Done?! 

Conflict 

Muscle Memory 

Hair Pulling Rituals: A 

Honed Means to Satisfy 

Urges 

 

I Can’t Resist It 

I Must Fix It 



 

 

 

Conflict 

 This theme encapsulates the conflict that is always present when hairpulling. 

Participants reported being aware of the damage they are causing by pulling and that it is 

something they ‘should not’ be doing. Alongside this, participants explained how strongly 

they become consumed by the need to pull, and keep pulling, their hair. Participants 

described the battle of having two parts of themselves wanting different things. The TTM 

wants the short term gratification hair pulling provides. The person with TTM wants to 

avoid causing the negative consequences associated with hair pulling. These two parts sit 

uncomfortably together creating a feeling of internal conflict.   

You're fighting like, an emotion that’s making me feel good but then an aftermath that 

makes you feel bad. (P11) 

In the moment I’m like: “hey, I’m allowed to this, I can play with my eyebrows”… and 

then the thoughts come back to me like: “no, this is what makes them look bad and you 

don’t like this” and it’s this weird… two things in my head that are not agreeing. (P12) 

 

 Participants reported that if this the conflict were not there, the TTM would take 

over: it is the individual’s awareness of the negative consequences which prevents the 

TTM from being totally in control. 

I don’t want it to be acceptable. I don’t know that I would ever be able to stop it if 

everybody knew about it and if everybody was fine with it. My off button is knowing that 

tomorrow I’m going to need to try and cover it up, so if I don’t have that, how would I 

ever stop. (P11) 

 

The Power of the Urge 

 This overarching theme captures how powerful participants reported their hair 

pulling urges to be and illustrates one of the pathways into the beginning of a hair pulling 

episode. This theme is comprised of two sub-themes: I Can’t Resist It and I Must Fix It.  



 

88 

 

 I Can’t Resist It.  This sub-theme reflects participant experiences of hair pulling 

urges as irresistible. Urges can be interpreted in a deterministic fashion due to it feeling 

so difficult and unpleasant to resist them. Urges become increasingly hard to resist as 

impulse control means are reduced by factors such as tiredness.   

I find it really difficult- to the extent I’ve gone out in my lunch break at work to buy 

tweezers before because I have been so distracted in work by finding a hair on my chin. 

(P8) 

It starts with like an urge and it’s kind of sets off a feeling of almost despair because I 

know that I won’t… I’ve kind of already given in, and I know I won’t be able to stop it. 

(P15) 

It’s easier to not stop myself, especially if I’m tired. It requires a lot of brain power to 

concentrate on not doing it. (P13) 

 

 I Must Fix It.  This sub-theme refers to the corrective urges some participants 

reported experiencing. For example, a physical sensation on the hair pulling site may be 

noticed and perceived as evidence that the hair needs to be extracted in order to feel better 

again; the pain felt on extraction serves as confirmation that the hair was ‘wrong’.   

The skin is almost activated and feels more intense and it’s pulling out that one eyelash 

which will relieve it. (P14) 

The pain, yes. Even if it makes your eyes water or whatever, because with pain you feel 

like you’ve got rid of what’s not meant to be there. (P13) 

 

Additionally, participants reported identifying hair as ‘wrong’ and needing to be 

extracted based on visual or tactile evidence.   

P6: There’ll be a bit of hair that looks a bit weird and I’ll be like: “that needs to go”. 

(P6) 

I’m happier because I know there’s less irrational hairs in there. (P5) 
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If I feel there’s a ridge in my hair… I snap it. It’s like it’s not meant to be. The problem 

is, the more you pull your hair out, the more you damage it… so you have more 

damaged hair. (P13) 

 

This Will Regulate Me 

 This theme illustrates how hair pulling has become a means for participants to 

restore the homeostasis of their internal experiences. For some participants, this means 

hair pulling is engaged with when they feel distressed or uncomfortable, as a learnt means 

to feel better.   

The more neutral my feelings are, the more I don’t really care about the pulling. (P2) 

If something distressing has happened or I’m feeling emotionally wrought then it’s 

almost like I go to do it automatically, because doing that has a calming effect on me 

and brings about almost relaxation.  It anchors me back to feeling a bit calmer. (P15) 

That feeling of… euphoria, where you’re getting rid of the stresses. Even though I’m 

aware that those daily stresses are still there. It just felt like something I had 

control of, like I could control my stresses by pulling my hair. (P3) 

 

Some participants described a soothing quality derived from hair pulling which facilitates 

relaxation.  

I had just come back from work and I was just trying to get into a relaxation mode. (P4) 

It’s just like feeling relaxed and not necessarily thinking about anything. It’s almost like 

pressing pause and not thinking about the things you need to do, just like momentary 

relaxation when you’re doing this one thing. (P15) 
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 Some participants had learnt that the less they engage in self-care, the worse the 

hair pulling will become; further suggesting that hair pulling is providing regulation of 

internal experiences.   

When I’m having a bad phase [of hair pulling] it’s like, okay, what habits am I not 

doing that I have found helpful… and it will be drinking water and probably sports and 

things like that. Things that are helpful with my stress and mental health. (P7) 

 

Muscle Memory 

 This theme encapsulates the automatic way a hair pulling episode can begin and 

act to maintain the disorder. Participants described how a hair pulling episode can occur 

whilst in a trance like state, where the individual is just going through the motions of 

pulling their hair without awareness.  

It’s an automatic response, I won’t notice I’m doing it straight away. (P10) 

I'm in like a daze watching TV or something and then I catch myself doing it rather than 

knowing that I'm doing it. (P1) 

I’m in that zone when I’m pulling, sometimes I would be in my own world when I am 

pulling. So, when someone’s coming into the room, it’s more they're breaking that 

feeling that I’m in my own zone. (P4) 

 

 The now ‘automatic’ behaviour of TTM was reported by some participants to have 

emerged at a difficult point in their life and once served to provide regulation. However, 

overtime it had become a habit they perceived they no longer ‘needed’ but were unable to 

stop.   

I was a teenager and it was a rough time, so I don’t know whether it coincided with that, 

but I did have a perm, the first perm. I got that curl and started twiddling with that 

curl. It coincided with a difficult period, so I think that’s what started it and it 

never went away. (P9) 
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I don’t think there’s a pattern. I literally do it in any sort of emotional state. I think 

because I’ve done it for so long now, I don’t think it’s caused from emotions, I think it’s 

more of an ingrained habit. (P13) 

 

Hair Pulling Rituals: A Honed Means to Satisfy Urges 

 This overarching theme represents that there are successful and unsuccessful ways 

to hair pull. Participants reported having honed hair pulling rituals over time to best satisfy 

urges. Two sub-themes comprise this overarching theme: 1) You Don’t Just Pull Any 

Hair, From Anywhere and 2)  I Can’t Get No (Sustained) Satisfaction.  

 

 You Don’t Just Pull Any Hair, From Anywhere.  This sub-theme reflects how 

participants do not pull their hair randomly. Hair pulling behaviours are focussed onto 

specific hairs which meet a set criterion to be pulled.  For example, a hair may be pulled 

due to how likely it is perceived to provide the ‘just-right’ feeling, required to satisfy the 

urge.  This judgement may be based upon specific tactile or visual qualities the hair has 

and/or how likely the person perceives it will bring out the entire hair root.   

You’re looking for that wiry hair, or that hair with the big root on it. (P11) 

It feels different to the other eyelashes it feels like when I’m going to pull it out it’s 

going to have that satisfying feeling. (P14) 

I’ll look for coarse wire-y hair…through experience those are the types of hair that you 

get the best type of root with. I would always look for that exact same type of hair to try 

and get the root that comes with it because I like the sharp feeling of when it’s pulled 

out. (P15) 

 

Participants explained that hairs will only provide the ‘right’ sensation if they are pulled 

from specific sites.   
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When I pull my hair I only do it in a certain area. I pull hair from my head and there’s 

only certain areas that you get the feeling that you want, so you can’t just pull it from 

any area in your head. (P11) 

 

If something is going ‘wrong’ with pulling a targeted hair, it can be deeply frustrating 

and subsequently, pulling will persist until the urge is, temporarily, resolved.   

There have been times if I have found a damaged hair, and I can’t get it, and say I really 

needed the toilet or something like that. I would put off going to the toilet. (P13) 

Sometimes with my ex, he used to pull my hand away from doing it, I would get really, 

really frustrated that I’d lose this one hair I was looking for. A few times he’d made me 

cry because “I was trying to get that out, and you stopped it, and now I wouldn’t be able 

to find it again”. (P4) 

It’s almost quite deflating if you pull a hair and it’s not what you want it to be. It’s 

deflating, so you just keep looking. (P15) 

 

 I Can’t Get No (Sustained) Satisfaction. This sub-theme captures the fleeting 

nature of the satisfaction gained from hair pulling; even when ‘successful’ hair pulling 

strategies had been honed.  ‘Successful’ hair pulling was described to be a pleasurable 

experience, referred to by some participants as ‘euphoric’.  Hair pulling was not 

reported to be painful or done with the intention to cause harm.   

It’s almost like scratching an itch, it feels satisfying to do it. (P12) 

I get an intense sense of relief. (P8) 

If it didn’t feel good, I don’t think I would do it as much. Once I start it’s really 

satisfying to do it. (P14) 
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This satisfaction was reported to be short lived and consequently, episodes would persist 

in the hunt for sustained satisfaction.  

When I was learning about OCD, when I was doing psychology, I learnt the anxiety 

goes but then it comes back again. I relate to that. It’s a short quick satisfaction that 

goes quite quickly. (P5) 

I’m just doing it, even though you don’t necessarily want to be, you haven’t felt you’ve 

got that final release of whatever it is that you’re looking for. (P11) 

 

The pre and post-pulling rituals reported by participants appeared to serve as a means to 

further extend satisfaction within hair pulling rituals.   

I’ll play with the hair a little bit,  and then the root a little bit, and run the root of the 

hair on my top lip and I bite the end off of the hair. (P15) 

I started pulling in a certain way… it would usually be putting more pressure when I am 

pulling to make sure the hair follicles were coming out from the scalp. (P4) 

Biting my hair roots or essentially eating the hair roots that wasn’t something that was 

there from the beginning. It was more something that I discovered. (P3) 

  

Oh no…What have I Done? 

 This theme captures the participant experience as they become increasingly 

connected to the part of them that does not want to be pulling. Participants described that 

this shift may be induced by fatigue from pulling, an increase in anxiety regarding the 

damage caused or the pulling episode being interrupted by someone, and shame 

preventing them from continuing. This shift may lead to the pulling episode coming to an 

end.   

I’ve just become so exhausted. Sometimes my fingertips and my scalp start bleeding and 

I keep going but then eventually... it just drains me. (P2) 
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Sometimes I will more consciously think, “stop it, you’ve got to stop it!”, I might sit and 

drop ten hairs on the floor and then think, “oh my God, you’re going to have no hair 

left”. (P9) 

 

Post-pulling, participants described feelings of remorse, guilt, shame, and low self-worth.  

Blame is directed towards the self for having done something they ‘shouldn’t’ have. 

I don’t like the bald patches because it does make me feel insecure. In the moments 

where I feel the bald patches, because there is regrowth which I’m proud of...but there 

are still bald patches, which make me feel a bit sad. With Trichotillomania there’s 

always elements of shame. Especially for my culture, my family, hair is viewed as 

beauty. You go to a gathering and hair is seen as a very important part of it- especially 

how a woman looks. For me sometimes… I’m embarrassed. I realise the damage I’ve 

done and caused to my hair. (P4) 

 

 Participants reported attempting to employ strategies that would prevent them 

from pulling. (e.g. asking a family member to help, changing location and utilising 

physical barriers). Such strategies were reported to help in the short term but, in the face 

of a strong urge, were often abandoned. Participants described their frustration about the 

lack of effective professional interventions available.   

I’ll go for a walk or I’ll wash my face and redo my eyebrows and mascara or eyeliner or 

whatever I had on and that’ll give me a fresh start. (P14) 

I’ll tell my partner, yes, it’s okay to interrupt me, if he sees it’s happening or something, 

if he notices me. But even though I give him permission sometimes I feel really resentful 

if he interrupts me. I feel a bit like “I just want to do this, leave me alone”. (P8) 

When I had a hair piece, so like the intra-lace, they won’t really talk to you about 

managing it. It’s putting a physical barrier to stop you doing it but there’s not a support 

framework around it. There just isn’t any support. There’s no NHS funded support 

group…there’s nothing. (P11) 
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Discussion 

 The main aim of the current study was to carry out an in-depth analysis of how 

people with TTM experience their hair pulling ‘episodes’ with particular attention paid to 

the role of hair pulling rituals. The findings demonstrate that hair pulling episodes are 

experienced as complex and multifaceted. Participants described a conflicting experience 

whereby they both wanted and/or needed to pull their hair but were also anxious and 

ashamed of these behaviours and their consequences. Furthermore, a number of 

participants felt pulling had outlived its usefulness and was persisting as an unwelcome, 

automatic habit. The findings also suggest that hair pulling behaviours are not random. 

The majority of participants reported engaging in a least one type of hair pulling behaviour 

that could be considered ritualistic; even when participants reported pulling 

predominantly without awareness. The overarching theme ‘Hair Pulling Rituals: A Honed 

Means to Satisfy Urges’ encapsulates the purposeful way in which participants reported 

to pull their hair in order to best satisfy urges and in turn, feel better. The study’s key 

findings will now be discussed in turn with reference to relevant literature and theory.  

 

 The theme ‘This Will Regulate Me’ demonstrated that, participants’ hair pulling 

occurred in response to both positive and negative affective, and physiological, states.  

This finding is supported by the Stimulus Regulation (SR) Model of TTM (Penzel, 2003).  

The SR model proposes that hair pulling occurs due to people with TTM experiencing 

difficulties with establishing homeostasis of their internal experiences. Subsequently, hair 

pulling is employed as an external means to regulate of states of under and over-

stimulation. Thus, the same person with TTM may pull their hair when they are happy or 

anxious as it is the level of stimulation that is important, not the valence.  Evidence that 

hair pulling in TTM occurs in response to, and subsequently regulates states of under and 

over-stimulation, has been demonstrated in previous studies (Siwiec & McBride, 2016; 

Shusterman, Feld, Baer & Keuthen, 2009). Furthermore, recent research has demonstrated 

that people with TTM score highly on measures of sensory over-responsivity, suggesting 

that people with TTM are more likely to process sensory input in a way that is over-

stimulating and requiring of regulation through external means (Falkenstein, Conelea,  
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Garner & Haagad, 2018). Given that the results of the current study provide additional 

support for the SR model, further research is needed to test the principles it sets out.  

 

 The results also showed that most participants experienced pulling in both an 

automatic and focussed manner. This is consistent with phenomenological literature 

which has conceptualised distinct hair pulling styles in TTM (Christenson, Ristvedt & 

Mackenzie, 1993; Flessner, et al., 2008a; Flessner et al., 2008b). The thematic analysis, 

however, suggested that these two styles of pulling may not be as conceptually different 

as previously proposed. Indeed, previous researchers have also suggested that whilst it is 

‘conceptually convenient’, automatic and focussed styles of pulling rarely occur 

discretely (Flessner, et al., 2008a; Duke et al., 2010a). The theme ‘You Don’t Just Pull 

Any Hair, From Anywhere’ captures how participants’ attention would be intensely 

focussed onto hair pulling in a way that meant it felt near impossible to shift focus away 

from pulling until it felt ‘right’. Thus, highlighting how hair pulling can be automatic and 

focussed at the same time. This phenomenon was reflected further by the theme ‘Oh No… 

What Have I Done?’ whereby participants reported that at the end of an episode they 

would come to realise their hair pulling and its consequences, even if they had been 

‘aware’ of their pulling. Of interest is how similar these descriptions sound to that of 

dissociative states. Dissociation can be defined as an entire or partial loss of control over 

mental processes which are normally within conscious awareness (Cardeña & Carlson, 

2011). Few studies have investigated dissociative experiences in TTM; however, findings 

suggest that they are common (Lochner, Seedat et al., 2005; Lochner, Simeon et al., 2002).  

It is therefore possible that automatic and focussed pulling can be better explained as 

occurring on a spectrum of dissociation, reflecting entire through to partial loss of 

awareness. 

  

 Participants within the current sample reported that ‘successful’ hair pulling can 

achieve a number of positive consequences, such as feelings of pleasure, relief, and 

relaxation. ‘Successful’ hair pulling was also reported to resolve unwanted physical 
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sensations and alleviate the discomfort associated with thoughts that a hair was ‘wrong’.  

Furthermore, the post-pulling rituals participants reported engaging with spanned visual, 

tactile, and oral components; thus, providing significant sensory stimulation. In addition 

to this, unwavering focus was reported to be involved with completing a hair pulling ritual 

‘successfully’. Consequently, hair pulling focussed on achieving a particular outcome is 

a highly distracting and an effective means to avoid unwanted internal experiences. These 

findings provide significant support for previous postulations that the consequences of 

hair pulling positively and negatively reinforce the behaviour (Rapp et al., 1999; 

Mansueto et al., 1997) and suggest that ritualistic behaviours, which have been honed to 

maximise the chance of ‘successful’ pulling, serve to further amplify these reinforcement 

procedures. Furthermore, it is likely that the intermittent way in which hair pulling 

consequences are reinforced, as demonstrated through participant reports of ‘successful’ 

and ‘unsuccessful’ pulling, motivates people with TTM to develop rituals which are 

increasingly guaranteed to bring about ‘success’ (Mansueto et al., 1997).  

 

 In relation to this, one way in which participants described rituals to have been 

honed over time was through learning the ‘best’ types of hairs and locations to pull from.  

Participants reported focussing hair pulling onto specific locations and hairs deemed 

‘different’ in some way. Some participants explained that this was due to the hair feeling 

wrong and that removing it from their body would feel corrective; a cognitive process 

synonymous with those observed within body dysmorphic disorder (BDD) (APA, 2013). 

However, a number of participants explained that they had learnt that ‘different’ hair were 

more likely to provide the ‘right’ sensation, which was typically associated with extracting 

the whole hair root. Participants reported understanding that the more they pulled their 

hair from a focussed site, the more likely it would be that hair would grow back 

increasingly damaged and therefore ‘different’, resulting in the hair being pulled again. 

This phenomenon of pulled hair growing back with increasingly different visual and 

textural qualities, is perpetually triggering for people with TTM. In addition to this, it is 

worth briefly mentioning that when a hair is in its growing phase, the hair root is visibly 

larger (Alonso & Fuchs, 2006). Therefore, participants were correct in their learning that 
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these sites will continuously give them the best chance of extracting the largest roots as 

long as the hair is continuing to grow back. To the best of the authors knowledge, these 

vicious cycles are yet to be comprehensively investigated through collaborative 

psychological and dermatological research. 

 

Future Research Directions 

 A number of models of TTM exist (e.g. Azrin and Nunn, 1973; Mansueto et al., 

1997; Penzel, 2003). These models posit the behavioural, physiological, cognitive and 

affective components involved in the maintenance of TTM. Despite this, a comprehensive 

and testable cognitive and behavioural model of TTM is yet to be developed.  The findings 

of the current study further cement the idea that TTM is a complex disorder with multiple 

maintaining components (Duke et al., 2010a; Penzel, 2003; Mansueto et al., 1997). 

Correspondingly, future research directions should include the development of a cognitive 

behavioural model of TTM which can account for these various components.  

Subsequently, experimental testing of the proposed maintaining components is required 

so that, in turn, an evidence based model of TTM is developed.  Following on from this,  

psychological interventions for TTM can be augmented or re-designed in order to improve 

treatment outcomes.  Participant reports in the current study highlight how imperative this 

is.   

 

 Within OCD, compulsions are engaged with in order to ‘prevent’ an obsession 

from happening, which in turn reduces anxiety (Salkovskis, 1985). The findings of the 

current study suggest that hair pulling, including ritualistic behaviours, may have a multi-

faceted relationship with the cognitive components of TTM. For example, hair pulling 

might be employed in response to: 

• corrective cognitions 

• cognitions about hair pulling being needed for regulation 

• and cognitions about hair pulling being irresistible.   
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 Research into the role of cognitions in TTM is relatively new but has already 

identified a number of beliefs about hair pulling, the self, and emotional experiences to 

have an important role in TTM (Rehm et al., 2015). Further research is needed to enhance 

our understanding of the role of cognitions in TTM and how these relate to specific hair 

pulling behaviours, such as rituals.  

 

Clinical Implications 

 The current findings demonstrate that many people with TTM engage in a 

complex series of ritualistic behaviours when pulling their hair.  Whilst further research 

is needed to clarify the role of these rituals, it is important for clinicians to assess, 

normalise and formulate their role within a person’s TTM.  Behaviour therapy comprised 

of Habit Reversal Therapy (HRT) (Azrin & Nunn, 1973) continues to be the dominant 

therapy employed for people with TTM.  One central component to HRT is training the 

person with TTM to engage in a competing response when they experience an urge to pull 

their hair.  The effectiveness of HRT could be improved if the specificity of competing 

response training is increased through tailoring it around the individual’s hair pulling 

rituals.   

 

 Furthermore, participant reports in the current study clearly set out that a 

significant part of the problem people with TTM face is how pleasurable hair pulling can 

be.  It is essential that clinicians look beyond the damage that can be caused by TTM to 

ask the individual about the personal meaning behind their hair loss and not assume that 

it has been done with the intention of causing harm. 

 

Limitations 

 At present, there is no validated measure or clinical interview designed to screen 

for TTM in line with DSM-5 diagnostic criteria (Woods and Houghton, 2014; APA, 

2013).  Therefore, one limitation of the current study was that participant inclusion was 

based upon individual interpretation of the questions presented in the Diagnostic Screen.  

TTM diagnosis was subsequently confirmed by the lead researcher, who carried out the 
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interviews. As a consequence, there was a degree of subjectivity involved with 

determining eligible participants. 

 

 A further limitation of the current study was that it did not screen for comorbid 

and related psychological disorders such as OCD or BDD (APA, 2013).  Given the nature 

of the study, this is especially important as it could mean that the ritualistic behaviours 

outlined in the results are not specific to TTM. The effect of this may have been partially 

accounted for through participants being asked to confirm that they perceived TTM to be 

their main difficulty and the interview questions being designed to specifically focus on 

experiences of hair pulling. However, without a screen for comorbid diagnoses, it is 

difficult to say with certainty that themes such as ‘I Must Fix It’ could not have been better 

explained by the presence of another disorder such as BDD.    

 

 Lastly, the current findings provide useful insights into individual experiences of 

TTM and highlight important implications for future research and clinical practice, 

however, TTM is clearly a highly heterogenous disorder.  It is therefore possible that a 

different sample of people with TTM would report experiences that would be better 

encapsulated under entirely different themes. Correspondingly, the results of the current 

study are appropriately limited in their generalisability due to the qualitative 

methodology employed.   

 

Conclusion 

 The findings of the current study suggest that for people with TTM, hair pulling 

episodes are experienced as inherently complex and conflicting experiences. Related to 

this, participants described that, whilst in the midst of a hair pulling episode, they are 

disconnected to the longer term consequences of the hair pulling and instead are intensely 

focussed on satisfying hair pulling urges. A host of negative consequences are reported 

once the individual connects with the damage the pulling episode has caused. Participant 

reports suggested there are multiple routes into a pulling episode, including pulling in 
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response to specific urges and in pulling in response to life stressors and dysregulated 

affect. The current study suggested that for people with TTM, hair pulling serves a 

restorative function whereby it regulates states of over and under-stimulation.   

 

 Hair pulling rituals within TTM were found to be common in the current sample 

and performed for a multitude of reasons. The overarching theme for performing rituals 

suggested that they are employed as a means to amplify and sustain the restorative effect 

hair pulling has. This in turn further maintains the disorder. Given the prevalence of hair 

pulling rituals identified within the current and other studies (Duke et al., 2010b; 

Christenson, Mackenzie & Mitchell, 1991; du Toit et al. 2001), it is undeniable that they 

should be targeted via treatment. Future research should look to furthering our 

understanding of the role of ritualistic behaviours in TTM. Specifically, studies should 

investigate the relationship between hair pulling cognitions and ritualistic behaviours in a 

way that is akin to the research which has already been conducted for other obsessive 

compulsive conditions.   
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Critical Review of the Literature 

Executive Summary 

 Trichotillomania (TTM) is a psychological disorder considered to sit on the 

obsessive compulsive spectrum.  People who are affected by TTM experience persistent 

and powerful urges to pull out their hair.  The consequences of chronic hair pulling can 

include permanent hair loss, physical injuries associated with repetitive movements and 

psychological distress. TTM can also cause relational difficulties and interfere with day 

to day functioning. There are currently no treatment guidelines for clinicians working 

with TTM.  Psychological treatment has been shown to be the most efficacious 

intervention for TTM.  Specifically, behavioural therapy (BT), comprised of habit 

reversal, has the most evidence for successfully treating TTM. The behavioural 

conceptualisation of TTM is that hair pulling behaviours have become conditioned 

overtime and subsequently occur without awareness.  However, BT post-treatment gains 

are not maintained at follow up.  This has led researchers to conclude that the 

behavioural formulation and treatment of TTM may not be sufficient.  Alongside this, 

research has been advancing our understanding of the variables which might be 

maintaining TTM. For example, affective and cognitive components are increasingly 

being shown to have a role in TTM. Furthermore, it has been demonstrated that two 

discreet hair pulling styles may exist.  One of these styles is considered to fit with the 

behavioural formulation. This style is referred to as ‘automatic’ hair-pulling and thought 

to occur without awareness.  The other style, ‘focussed’ hair-pulling, is thought to be 

triggered by specific affective and cognitive cues and carried out with awareness.  

 

 In response to these developments in the literature, researchers have developed 

enhanced versions of BT for TTM, designed to better target affective and cognitive 

components and to improve treatment outcomes at follow up.  It is of note, however, 
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that these enhanced treatments have been developed in the absence of a psychological 

model which can account for and integrate the various maintaining mechanisms which 

are increasingly being proposed to be involved in TTM. Therefore, the current review 

aimed to establish the theoretical rationales of the enhanced versions of BT so that key 

developments in the conceptualisation and treatment of TTM could be captured.   

 

 The current review employed a scoping review methodology.  A scoping review 

methodology is a systematic approach to scoping all available literature which can 

answer a conceptual question.  Unlike a systematic review, the goal of a scoping review 

is not to comment on treatment efficacy. A scoping review was chosen as the most 

appropriate method due to the heterogenous nature of the literature in this area, the 

current review’s research question and the project’s aims.  

 

 A systematic search of the literature was conducted in line with scoping review 

guidance. Searches were conducted across electronic databases, through reviewing 

included papers’ references and by contacting key authors.  Papers were screened 

according to pre-set inclusion and exclusion criteria. Screening was carried out by two 

reviewers with conflicts resolved by a third.  Screening resulted in 12 papers being 

included in the review.  These papers were then extracted for data relevant to answering 

the research question and meeting the project aims.  The key findings were subsequently 

presented via a narrative summary.   

 

 The findings showed that BT had been enhanced through a range of therapeutic 

approaches, such as Acceptance and Commitment Therapy (ACT), Dialectical 

Behaviour Therapy (DBT), Metacognitive Therapy (MCT).  The most common 

rationale for enhancing BT was due to it being perceived as insufficient in treating the 

cognitive and affective components hypothesised to be involved in TTM. Some of the 

included papers had assumed that BT successfully targets automatic pulling but not 

focussed pulling. This assumption was based on phenomenological research and 



 

111 

 

evidence which shows most people with TTM display both pulling styles.  As a 

consequence of this assumption, many of the included studies had designed the 

behavioural component to treat automatic pulling and the enhanced component to treat 

focussed pulling.   

 

 The proposed cognitive and/or affective maintaining mechanisms thought to 

occur within focussed pulling varied according to the theoretical assumptions of the 

enhanced treatment type. For example, the studies which had enhanced BT with ACT 

assumed that focussed pulling occurred as a consequence of experiential avoidance, an 

assumption which has some experimental support in the literature.  The studies which 

had enhanced BT with DBT assumed that focussed pulling occurred as a consequence of 

a global deficit in emotion regulation skills and formulated focussed pulling as an 

attempt to regulate affect.  Again, this assumption has some experimental support in the 

literature. The study which had enhanced BT with MCT viewed all pulling to occur as a 

consequence of hair-pulling meta-cognitive beliefs triggering inflexible behavioural 

responses. To the best of the author’s knowledge there is currently no experimental 

support for this assumption. All papers designed their enhanced treatment components 

to correspondingly treat these assumed maintaining mechanisms.   

 

 Interestingly, whilst no generalizable conclusions about efficacy could be drawn 

from this review due it’s methodology, the enhanced treatments appeared to lead to 

efficacious, sustained outcomes.  This suggests that their theoretical assumptions may be 

telling us something important about the variables involved in TTM’s maintenance.  

Future experimental research is needed to investigate these assumptions, including to 

clarify if automatic and focussed pulling styles are indeed maintained by two separate 

processes which warrant different interventions. Related to this, the development of an 

integrated psychological model of TTM is imperative to capture current understandings 

of TMM and to provide a framework for components to be experimentally tested. This 
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will facilitate the development of interventions for TTM with enhanced specificity 

which, in turn, should lead to sustained treatment outcomes.   
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Service Improvement Project 

Executive Summary 

 Reflective practice within healthcare settings refers to the purposeful way in which 

professionals consider issues they may have been affected by in their practice and/or 

complex problems that cannot be resolved from direct theory/practice links. Within the 

United Kingdom (UK) all registered healthcare professionals need to evidence that they 

have engaged in some form of reflective practice as part of their ongoing registration 

requirements for the Health and Care Professions Council (HCPC, 2017). This may be 

through keeping reflective logs, clinical supervision, or guided group sessions.  

 

Research suggests that professionals can reap a variety of benefits from engaging in 

reflective practice, such as: 

• Improved communication skills 

• Having the gap between theory and practice bridged 

• Increased emotional resilience 

• and a richer professional identity 

 

 Despite these gains, healthcare professionals regularly face a number of barriers 

which can make consistent engagement in reflective practice difficult. Thinking 

reflectively is an active process which requires protected time and space. Research has 

found that many healthcare professionals report not having enough time to meaningfully 

engage with reflective practice.  This may be due to workload demands and/or due to what 

the organizational culture prioritises. Healthcare professionals are also less likely to 

engage in reflective practice when they believe the process will leave them feeling 

distressed, stressed, or insufficiently challenged.      
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 The current study focused on a multi-disciplinary team of healthcare professionals 

working in an NHS mental health service. Within the team, a reflective practice group 

had been set up by the psychologists. The group was well attended initially but over time 

this had reduced. The current study aimed to understand the unique barriers affecting the 

team from attending the group and to subsequently use psychological theory to make 

recommendations to the group facilitators about ways to improve attendance. A 

qualitative methodology was selected as the most appropriate means to meet these aims.  

 

Staff members from the team were invited to take part in the study which had two parts:  

1) A semi structured questionnaire, which was designed to assess the frequency 

with which participants attended the group and how much they valued it.  The 

questionnaire also enquired about possible barriers to attendance and ways in 

which they may like to see the group altered.  

2) A semi-structured interview, which was designed to gather further information 

when questionnaire responses did not offer enough detail.  

 

 Participant responses across the questionnaires and interviews were combined and 

analysed for themes. The findings showed that participants highly valued reflective 

practice and that there was little about the group itself which had been acting as a barrier 

to attendance. Instead, participants cited a lack of time and prioritising other work 

responsibilities. Furthermore, the themes suggested that whilst the team’s culture valued 

reflective practice, the priorities of the wider organisation did not reflect this.   

 

 Theoretically informed recommendations were made to the group facilitators 

based upon the findings. Due to participants reporting lack of time and pressure to 

prioritise other work tasks, it was suggested that this be validated with the team and efforts 

made to ensure the group served as a containing space which didn’t further contribute to 

stress. It was also recommended that staff should be informed about the content to be 
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covered within a group session in advance so that informed decisions about what to 

prioritise could be made. Furthermore, to better embed the group within the values of the 

wider organisation, it was suggested that interested staff members be offered the chance 

to set reflective practice engagement aims with line managers. Finally, it was 

recommended that the identified cultural barriers were escalated accordingly, due to them 

being less amenable to changes made at the team level.   
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Main Research Project Executive 

Summary 

Trichotillomania (TTM) is a psychological disorder whereby people persistently 

pull out their hair despite attempts to stop. On average, people with TTM’s difficulties 

with hair pulling begin in early adolescence. For those whose TTM has persisted into 

adulthood, the course of the disorder tends to be chronic with the potential impact, of the 

TTM on the individual, stark. First and foremost, people with TTM have to cope with and 

manage hair loss and associated physical problems. This can have an understandably 

negative impact on wellbeing and self-esteem. Additionally, many people with TTM 

spend a significant amount of time and money hiding the damage their TTM has caused 

through cosmetic means. TTM can have a negative effect on relationships, including 

causing arguments between spouses and decreased sexual intimacy due to concerns about 

appearance.  There are also many day to day things people with TTM avoid due to 

concerns about their hair loss becoming visible, such as going outside when it is windy or 

going swimming.   

 

TTM was previously considered to be a rare habit, however, research is 

increasingly demonstrating that TTM is common and far more complex than previously 

thought. In recent years, phenomenological research has highlighted that hair pulling can 

occur both with and without awareness, that hair pulling may serve to provide regulation 

of difficult emotions, and that many people with TTM find pulling out their hair 

pleasurable. One phenomenological aspect of TTM which has received little attention in 

the literature is hair pulling rituals. This is surprising given that they are commonly 

reported by people with TTM. Furthermore, TTM is now classified as an obsessive-

compulsive spectrum disorder (OCSD). Within other OCSDs, rituals are well understood 

and evidenced as key to their conceptualization.  
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Therefore, the aim of the current study was to further our understanding of people 

with TTM’s experiences of their hair pulling episodes with specific attention paid to the 

role of hair pulling rituals within them. A qualitative methodology was chosen as the most 

appropriate way to investigate this.  

 

People with TTM were invited to take part in the study, which had two parts: 

 

1) An online questionnaire which included a diagnostic screen for TTM, a 

demographic questionnaire and standardised measures to gather information 

about participants’ TTM and emotional experiences.  

2) A semi-structured interview which was designed to gather rich information 

about hair pulling episodes and any corresponding ritualistic behaviours.  

 

 A total of 15 people with TTM took part in the current study. Responses on the 

online questionnaires were interpreted and presented through statistics.  Interviews were 

transcribed and then analysed for themes regarding experiences of hair pulling episodes 

and the role of rituals within them. The analysis revealed a number of key findings: 

1) Hair pulling episodes were experienced as conflicting.  On the one hand, 

pulling was described as a pleasurable experience, which provided satisfaction 

and emotional relief.  On the other hand, people described not wanting to pull 

their hair and having to cope with the negative aftermath of a pulling episode.  

This sense of conflict about whether or not to pull was present across pulling 

episodes.   

2) Hair pulling episodes appeared to help people stay in a calm and relaxed state.  

For this reason, people pulled their hair when they became distressed, but they 

also pulled it when they wanted to relax.  

3) We previously thought people pulled their hair either with or without 

awareness. The current study’s finding suggested the experience of hair 

pulling is not so black and white and that awareness of hair pulling may sit on 

a spectrum. 
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4) Hair pulling rituals were commonly reported.  People disclosed only pulling 

out hairs based on specific criteria, such as if a hair was predicted to bring the 

‘right’ kind of feeling if pulled out. Visual, oral and tactile rituals were also 

reported, such as eating hair roots and studying hoarded hairs.   

5) Hair pulling rituals appeared to have developed over time as a way to 

maximise the satisfaction and relief associated with hair pulling.   

 

 These findings have a number of important clinical and research implications. 

Firstly, in the absence of treatment guidelines, the current front line treatment for TTM is 

habit reversal therapy (HRT).  One key component of HRT is for people with TTM to 

engage in behaviours which ‘compete’ with hair pulling behaviours. HRT has been shown 

to lose its effectiveness in treating TTM over time.  One way to improve its effectiveness 

might be to increase the specificity of competing behaviours by replicating the sensory 

components involved in a person’s rituals.  

  

 A limitation of the current study was that it did not screen for other OCSDs.  

Therefore, future research into hair pulling rituals should include a screen to confirm that 

the rituals reported by people with TTM cannot be better explained by another condition. 

In addition to this, future research needs to investigate the role of thoughts in hair pulling 

rituals.  The link between thoughts and rituals is well understood within other OCSDs.  

Furthering our understanding of this will be a step in the right direction towards 

developing a model of people with TTM’s cognitive and behavioural experiences. 
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Reflective Narrative 

 

 As I come to the end of my training, my overarching reflection is that the work of 

the clinical psychologist is complex, there is still so much I want to learn and that this will 

be a career filled with ongoing professional and personal development.  Looking back at 

when I began training, I wonder how comfortable I would be to hear that this is my closing 

perspective.  Whilst I would have never held the position that training would offer a ‘one 

stop shop’ for everything I needed to know, I did hold onto one belief: that training could 

offer me certainty.  This did not turn out to be my experience.  Yet, through teaching, 

supervision and reflective practice, training has left me with a position of compassionate 

curiosity which grants me a sense of safe uncertainty to keep on discovering.  I will now 

present my main reflections from training.   

 

Clinical Reflections 

 The clinical component of training has been the part which has held the most 

professional and personal meaning for me.  Pre-training I had an interest in working with 

complexity, trauma and social injustice.  All of my placements have offered opportunities 

to learn more about these interests, but my learning disability and complex trauma 

placements were especially central to this.  Working with some of the most marginalised 

people in society and witnessing how they had adapted to survive adversity and trauma 

was a grounding and humbling experience.  These experiences have provided me with a 

greater sense of connection to, and compassion for, humanity.  They have taught me the 

importance of attending to context and issues of power; not only when practicing as a 

psychologist, but as a citizen.  I increasingly consider the ‘problems’ people bring to 

services as the best survival strategy they had at a given time.  This incredible resilience 

of the people who access our services is so often lost; and whilst I acknowledge there is 

distress and suffering which needs to be tended to, I have found things feel far more 
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hopeful (and validating!) when you empowering your clients to consider how they have 

already survived.   

 

 It goes without saying that clinical supervision has been a central part of my 

training and development as a clinical psychologist.  Across placements, supervision has 

been space where I have been able to learn, reflect and challenge myself.  It has also been 

a space for me to learn what good supervision feels like and to think about the type of 

supervisor I would like to be.  Throughout training, I have become less avoidant in 

supervision and more willing to open myself up to constructive criticism so that I can 

learn and improve.  This process has been hard but has ultimately taught me that failure 

is a normal part of the learning process and that nobody benefits from avoidance in the 

long run.  Indeed, I have noticed that in supervisions where I have been able to own the 

things that haven’t gone well, my clinical skills have had the chance to really improve.   

 

 The part of my clinical work which I have found most challenging has been 

observing the effects of austerity cuts on the people I work with.  Clinical supervision has 

been an invaluable place to discuss these issues and the ethical dilemmas they throw up.  

For example, in my learning disability placement, many people’s referral’s for mental 

health difficulties were directly related to insufficient social care input.  When such issues 

are raised it feels very difficult to work out where the efforts of the psychologist should 

be.  My clinical supervisors have offered me such wisdom with regards to working across 

all contexts whilst being guided by our core values and skills as psychologists.  Such 

supervision has offered me a framework to work with the complex systems which affect 

all of us.   
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Academic Reflections 

 The academic component of training will be what I will miss most come qualified 

life.  It has been such a privilege to come into university each week to attend teaching and 

I am so grateful to every lecturer for their knowledge and insights.  I found the problem-

based learning (PBL) sessions particularly useful for developing core professional 

competencies and for learning about my approach to work.  It feels cliché to reflect upon 

perfectionism here, but truly, the PBL sessions highlighted just how high my expectations 

for myself were (read: are!).  The key thing I learnt from PBL was about how to apply 

yourself in especially busy, challenging and under resourced settings, to deliver 

something ‘good enough’ that would otherwise be forgotten about if one was to always 

wait until there was enough time to execute it perfectly.  These experiences have re-

framed my idea of what is possible, if you just start where you are, use what you have and 

do what you can.   

 

Research Reflections 

 The part of training I found most challenging, was the research component.  This 

wasn’t because I necessarily found the research harder than other aspects of the role, it 

was more because it was the part of training that felt like more of a measure of me.  On 

placement, or in teaching, it was easier to accommodate failures and be reflective and 

learn from them, because these new insights would lead to better gains for my clients.  

With my research, I found it much harder to see my failures as opportunities for new 

insights and instead would interpret them as measures of my self-worth.  Because of this 

appraisal, it meant sitting down to work on my projects meant facing up the risk of 

discovering I wasn’t good enough.  This was such a mental challenge and I am proud of 

the courage I have demonstrated in sitting down and getting the work done anyway.   

 

 Another aspect of the research component I found challenging was that, apart from 

supervision, it could be quite a lonely experience.  It was up to me to get the work done 

and this could mean spending long periods of time on my own focussed on something that 
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few others shared a depth of understanding of.  I am incredibly close to my family and 

friends and this was the first time I was immersed in something that I couldn’t discuss 

with them on an equal level.  My cohort were an immense source of support and 

comradery in this.  I also found speaking to, non-DClinPsy, PhD students valuable and 

appreciated the feeling of connection this gave me with the wider research team here at 

Bath.  These experiences provided me with the resilience to keep going with my research, 

even when it was difficult.   

 

 My main research project focussed on trichotillomania, a disorder which is under-

represented in the literature and for which there is little in the way of an effective 

psychological intervention.  I was touched by how many people with trichotillomania got 

in touch with me to express their gratitude that the disorder was being researched and that 

a light was being shined on their difficulties.  This highlighted to me how important it is 

for clinical psychologists to maintain an active research role so that we can contribute to 

developing our understanding of psychological difficulties at the broadest level and, in 

turn, improve treatments.  This experience has led me to think about the cyclical nature 

of the scientist-practitioner and I have noticed myself reflecting on how themes I have 

observed in practice could be researched and vice versa.  I hope to continue to nurture this 

reflexive curiosity in qualified life.  

 

Future Aspirations 

 As I finish training, I feel inspired, motivated and excited.  It is such a privilege to 

work as a clinical psychologist and I feel grateful for having had the opportunity to train 

as one.  Training has validated for me that this is a career I am attuned to and care about.  

Whilst I am not sure about which area I would like to begin working in, my interests of 

working with complexity, trauma and social injustice have only grown and so I hope to 

continue to embrace these passions.  I see myself working across systems, from individual 

therapy work, continuing to develop my skills in supporting staff and (eventually) leading 

trauma-informed initiatives.  I also want to continue to research as I have learnt how 
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important it is to advocate for, and develop our understanding of, our client’s needs.  

Overall, I just feel really pleased that all of these interests are encapsulated within the role 

of the clinical psychologist and am eager to see what the next chapter of my career holds. 
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Appendix 1A: Characteristics of Enhanced Behaviour Therapy 

Table 1.4 

Characteristics of Enhanced Behaviour Therapy 

ID Enhancement Delivery 

Format  

Therapist(s) Number of sessions 

(length in minutes) 

Follow up 

point 

Components 

Integrated or 

Sequential 

01 ACT Face to face, 

individual 

treatment. 

x2 therapists both trained in 

ACT and HRT. 

7 (n= 5 of 60 minutes, 

n= 2 of 30 mins) 

3 months Sequential  

02 ACT 

 

Face to face, 

individual 

treatment. 

Masters level therapist 

trained in HRT and ACT. 

10 (not specified) 

 

3 months Sequential 

03 ACT Face to face, 

individual 

treatment. 

Masters level therapist 

trained in HRT and ACT. 

10 (50) No FU Sequential 
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04 DBT Face to face, 

individual 

treatment. 

x2 Psychologists 11 (50) 3 months Sequential 

05 ACT Face to face, 

individual 

treatment. 

x2 Psychologists 8 (60-90) 3 months Sequential 

06 DBT 

 

Face to face, 

individual 

treatment. 

Not reported 11 (50) 3 months 

and 6 

months 

Sequential  

07 MCT 

 

Face to face, 

individual 

treatment. 

Case series: assistant 

professor in clinical 

psychology with experience 

of MCT and HRT. 

8 (45-60) 1,6 & 12 

months 

Sequential 

   RCT: Three trained 

therapists (level 

unspecified) 
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08 ACT 

 

Individual 

telephone 

sessions. 

x2  Advanced graduate 

students 

10 (60) 3 months Difficult to 

interpret.  

09 ACT Group 

(3-7 people 

per group) 

2 therapists per group; 6 

psychologists, 1 psychiatric 

nurse, 1 psychiatrist 

10 (180) 1 year Integrated 

10 Hypnosis Face to face, 

individual 

treatment 

Not reported 11 (60) 3 months 

and 6 

months 

Sequential 

11 DBT Face to face, 

individual 

treatment 

x2 therapists (level of 

training not specified) 

3 (not specified) 

 

2,5 &6 

months 

Integrated 

12 ACT Face to face, 

individual 

treatment 

Psychology graduate 

student 

32 (not specified)  No FU Integrated 

n= number 
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Appendix 1B: Details of Outcome Measures 

Table 1.5.  

Details of Outcome Measures Used in Included Studies 

Outcome Measure Description 

Massachusetts General Hospital Hairpulling Scale 

(MGH-HPS) (Keuthen et al., 1995) 

The MGH-HPS is a seven-itemed self-report measure of TTM severity. 

Higher scores indicate greater levels of symptom severity. The MGH-HPS 

has been shown to have good internal consistency, α = 0.89, (Keuthen et 

al., 1995) and test–retest reliability, r =0.97 (O'Sullivan et al., 1995). 

National Institute of Mental Health Trichotillomania 

Severity Scale (NIMH-TSS) (Swedo et al., 1989) 

The NIMH-TSS is a clinician-rated scale of hair pulling frequency, urges, 

associated distress and interference. Internal consistency has been shown 

to be inadequate (α = .63). Tests of convergent validity have yielded 

mixed results (Stanley et al., 1999). 

National Institute of Mental Health Trichotillomania 

Impairment Scale (NIMH-TIS) (Swedo et al., 1989) 

The NIMH-TIS is a clinician rated scale of impairment caused by TTM. 

The NIMH-TIS has demonstrated adequate inter-rater reliability (r =.71), 

and has been shown to significantly correlate with other clinician rated 

measures of global TTM severity (r = .87) (Stanley et al.,1999) 
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Yale–Brown Obsessive Compulsive Scale-

Trichotillomania version (Y-BOCS-TM) (Stanley, et 

al., 1993) 

The Y-BOCS-TM is a clinician administered interview for assessing TTM 

symptom severity. It has been shown to have excellent inter-rater 

reliability (α = .91–.93) and moderate internal consistency (α = .70) 

(Stanley, et al., 1993). 

Clinical Global Impression Scale for TTM (CGI-

TTM) (Diefenbach et al., 2005; 2005; Guy, 1976) 

The CGI -TTM is a clinician rated measure of TTM symptom severity. To 

the best of the authors knowledge, the TTM version is not validated.  

Acceptance and Action Questionnaire (AAQ) (Hayes 

et al., 2004) 

The AAQ is a 9-item questionnaire that assesses a person's experiential 

avoidance. Higher scores reflect greater experiential avoidance. It has 

been shown to have acceptable internal consistency (α = 0.70) and have 

good convergent, divergent and discriminant validity (Hayes et al., 2004).  

Difficulty in Emotion Regulation Scale (DERS) 

(Gratz & Roemer, 2004)  

The DERS is a self-report measure of difficulties in emotion regulation. 

Higher scores indicate increasing difficulties with emotion regulation. The 

DERS has been shown to have high internal consistency (α = 0.93) good 

test-rest reliability and adequate construct and predictive validity (Gratz & 

Roemer, 2004). 

Generalized Expectancy for Negative Mood 

Regulation Scale (NMR) (Catanzaro & Mearns, 

1990) 

The NMR is a 30-item self-report scale used to assess expectations that 

specific behaviours or cognitions will reduce aversive affect. Higher 

scores reflect improved functioning. It has been shown to have acceptable 
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internal consistency, temporal stability and discriminant validity 

(Catanzaro & Mearns, 1990). 

Affective Regulation Rating (ARR) (Keuthen et al., 

2012) 

The ARR is self-report scale designed to measure perceived ability to 

modulate TTM-related affective states. Higher scores reflect improved 

functioning. This measure is not validated.  

Acceptance and Action Questionnaire for 

Trichotillomania (AAQ-TTM) (Houghton et al., 

2014).  

The AAQ-TTM is a nine-item self-report measure of psychological 

inflexibility designed for trichotillomania populations. Higher scores 

indicate greater levels of psychological inflexibility. The AAQ-TTM has 

demonstrated good internal consistency (α=.84) (Houghton et al., 2014). 

Experience of Shame Scale (ESS) (Andrews, Qian, & 

Valentine, 2002). 

The ESS is a 25-item measure of shame. Higher scores indicate increasing 

frequency of experiences of shame.  

The ESS has demonstrated excellent internal consistency (α=.92) , test-

retest reliability (r=.83), convergent and divergent validity (Andrews, 

Qian, & Valentine, 2002). 

 

 

 



 

 

 

Appendix 1C: Summary of Included Studies’ Outcomes 

Table 1.6 

Summary of Outcomes for ID01: Twohig & Woods (2004) 

ID N Design TTM Severity Enhanced Component Targeted TTM 

Severity/ 

Enhanced 

Component 

Interaction 

Outcome 

Measure 

M (SD) Pre/Post 

Statistical 

Difference 

(ES) 

Outcome 

Measure 

M (SD) Pre/Post 

Statistical 

Difference 

(ES) 

01 6 Multiple 

Baseline 

MGH-HPS Pre 19 

(2.61) 

 AAQ Pre 32.50 

(9.35) 

 N/C 

 Post  7 

(4.94) 

p<.027 (η2=0.90) Post 26.50 

(10.02) 

N/C (η2=0.33) 

 FU 9 

(4.12) 

p<=.042 

(η2=0.87) 

FU  26.40 

(9.74) 

N/C (η2=0.36) 

FU= Follow up; N = Number of participants; M  = Mean; SD = Standard deviation; ES= Effect Size p= p value; η2=eta-squared; N/C = not able to be calculated to due insufficient 

power. 
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Table 1.7 

Summary of Outcomes for ID02: Woods, Wetterneck & Flessner (2006) 

ID N Design TTM Severity Enhanced Component Targeted TTM Severity/ Enhanced 

Component Interaction 
Outcome 

Measure 

M (SD) Comparison 

Statistic (ES) 

Outcome 

Measure 

M (SD) Comparison 

Statistic (ES) 

02a 25 RCT MGH-HPS 

 

Pre 18.3 

(4.0) 

 AAQ Pre 37.6 

(9.7) 

 Decreases in MGH-HPS 

scores significantly related to 

decreases in AAQ score at 

post-treatment, r=.59, p<.01. 

 

 Post  10.1 

(3.3) 

p <.01 (η2
p 

=0.52) 

Post  32.8 

(9.1) 

p<.01 (η2
p 

=0.35) 

 FU 13.9 

(4.9) 

Not maintained FU 31.9 

(8.3) 

Maintained 

  NIMH-TIS Pre 6.4 

(1.4) 

     

 Post  4.3 

(1.5) 

p<.05 (η2
p 

=0.20) 

 

 FU 4.64 

(1.9) 

Maintained  

FU= Follow up; N = Number of participants; M = Mean; SD = Standard deviation; ES= Effect Size; p= p value; η2
p= partial eta-squared; r= Pearson correlation. 

a= Study only reported data to one decimal place. 

  



 

140 

 

Table 1.8 

Summary of Outcomes for ID03: Flessner, Busch, Heideman & Woods (2008) 

ID N Design TTM Severity Summary of Findings 

Outcome 

Measure(s) 

Mean (SD) pre-post 

reduction 

03 2 Multiple 

Baseline 

MGH-HPS 

 

13.67 (1.15) 65.3% symptom reduction in hair pulling severity at post-treatment 

as measured by MGH-HPS. 

N = Number of participants; M  = Mean; SD = Standard deviation 
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Table 1.9 

Summary of Outcomes for ID04: Keuthen et al., (2010) 

ID N Design TTM Severity Enhanced Component Targeted TTM Severity/ Enhanced 

Component Interaction 
Outcome 

Measure(s) 

Median Pre/Post 

Statistical 

Difference 

(ES) 

Outcome 

Measure(s)  

Median Pre/Post 

Statistical 

Difference 

(ES) 

04 10 Pilot 

Trial 

MGH-HPS 

 

Pre 18.50  DERS 

 

Pre 75.50  At post-treatment and FU 

changes in MGH-HPS 

scores were significantly 

correlated with changes in 

DERS:  

rs=.69, p< .027  

rs=.67, p<.035 

and ARR: 

rs =-.85 p<.002  

rs =-.69 p<.027 

 Post 7.00 p<.011 

(η2=0.65) 

Post 60.50 p<.007 

(η2=0.73) 

 NIMH-TIS Pre 6.50  NMRa Pre 106.00  

 Post 1.00 p<.043 

(η2=0.41) 

Post 119.00 p< .021 

(η2=0.53) 

     ARRa Pre 7.00  

 Post 12.50 p< .005 

(η2=0.79) 

N = Number of participants; ES= effect size; p= p value; η2=eta-squared; rs= Spearman's rank correlation coefficient.a=Higher scores reflect improved functioning 
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Table 1.10 

Summary of Outcomes for ID05: Crosby, Dehlin, Mitchell & Twohig (2012) 

ID N TTM Severity Enhanced Component 

Targeted 

Findings Summary 

Outcome 

Measure(s) 

M Outcome 

Measure(s)  

M 

05 5 MGH-HPS Pre 

Post  

FU 

16.20 

10.00 

16.00 

AAQ 

 

Pre 

Post  

FU 

40.40 

39.60 

33.20 

38.3% reduction in hair pulling severity as measured on the 

MGH-HPS at post-treatment. 

n=2 participants sustained their gains at FU. Average MGH-

HPS score returned to clinical level FU.  

 

 

FU= Follow up; N = Number of participants; M  = Mean 
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Table 1.11 

Summary of Outcomes for ID06: Keuthen et al., (2012) 

ID N Design TTM Severity Enhanced Component Targeted TTM Severity/ Enhanced 

Component Interaction 
Outcome 

Measure 

M (SD) Pre/Post 

Statistical 

Difference 

(ES)a 

Outcome 

Measure 

M (SD) Pre/Post 

Statistical 

Difference 

(ES)a 

06 38 RCT MGH-HPS 

 

Pre 16.71 

(4.04)  

 DERS  Pre 74.68 

(18.52)  

 At 6-month FU, improved 

ER capacity was 

significantly correlated 

with reduced TTM 

severity across multiple 

measures (6/9 significant 

interactions).  

 Post  7.30 

(4.03) 

p< .001 

(η2=0.66) 

Post  71.15 

(19.13) 

Not 

significant 

 FUs 8.93 

(3.44) 

8.83 

(4.51) 

Maintained 

 

FUs 67.90 

(17.69) 

68.45 

(16.58) 

Not 

significant 

   NIMH-

TSS 

 

Pre 15.71 

(3.49)  

 NMRb Pre 107.08 

(12.18)  

 

 Post  6.06 

(4.64) 

p< .001 

(η2=0.66) 

Post  111.42 

(13.99) 

p<.001 

(η2=0.31) 
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 FUs 6.33 

(4.65) 

6.93 

(4.70) 

Maintained 

 

FUs 110.38 

(15.97) 

111.93 

(14.20) 

Maintained 

   NIMH-TIS Pre 7.11 

(1.52) 

 ARRb Pre 7.82 

(1.69)  

 

 Post  4.67 

(2.17) 

p<.001 

(η2=0.51) 

Post  11.12 

(2.30) 

p< .001 

(η2=0.52) 

 FUs 3.67 

(2.45) 

3.63 

(2.63) 

Maintained FUs 11.03 

(2.17) 

10.76 

(2.40) 

Maintained 

 

 

 

      AAQ Pre 32.84 

(6.97)  

 

 Post 30.79 

(7.20) 

p< .02 

(η2=0.15) 

 FUs 29.59 

(7.73) 

29.17 

(7.72) 

Maintained 

 

FU= Follow up; N = Number of participants; M  = Mean; SD = Standard deviation; ES= Effect Size; p= p value; η2=eta-squared. a= Data presented here was based on combined 

statistics due to intention to treat analysis.; b= Higher scores reflect improved functioning  
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Table 1.12 

Summary of Outcomes for ID07a: Shareh (2018) 

ID N Design TTM Severity 

Outcome Measure M (SD) Pre/Post Statistical Difference 

(ES) 

 

07 5 Case Series MGH-HPS Pre 18.20 (2.58)  

 

 Post 7.20 (2.13) p< .042 (η2=0.82) 

 

 FU 7.20 (1.80)a Maintained 

   Y-BOCS-TM Pre 29.80 (8.17)  

 Post  7.40 (1.52) p< .042 (η2=0.82) 

 FUs 7.40 (1.82) 

8.80 (3.27) 

Maintained 

FU= Follow up; N = Number of participants; M  = Mean; SD = Standard deviation; ES= Effect Size; p= p value; η2=eta-squared. 

a=6 month FU data not reported 

 

 



 

146 

 

Table 1.13 

Summary of Outcomes for ID07b: Shareh (2018) 

ID N Design TTM Severity 

Outcome Measure M (SD) Comparison Statistic (ES) 

07 5 RCT MGH-HPS 

 

Pre 19.13 (2.64)  

Post 

 

8.20 (2.36)a p< .001 (dppc2 =4.54) 

   Y-BOCS-TM Pre 32.80 (6.89)  

 Post 7.40  

(1.84)a 

p< .001 (dppc2 =3.62) 

 

 

 

 

N = Number of participants; M  = Mean; SD = Standard deviation; ES= Effect Size; p= p value; dppc2= Cohen’s d, Pre-test, post-test, control.  

a=FU data not reported 
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Table 1.14 

Summary of Outcomes for ID08: Lee et al., (2018) 

ID N Design TTM Severity Enhanced Component Targeted TTM Severity/ Enhanced 

Component Interaction 
Outcome 

Measure 

M (SD) Comparison 

Statistic (ES) 

Outcome 

Measure 

M (SD) Pre/Post 

Statistical 

Difference 

(ES)a 

08 22 RCT MGH-

HPS 

Pre 15.58 

(5.20)  

 AAQ-

TTM  

Pre 40.17 (8.16)  Changes in psychological 

flexibility significantly 

correlated with changes in 

TTM severity, r=.55, 

p<.016,  at post treatment. 

 Post 9.00 

(4.52) 

p< .001 

(ω2=.473) 

Post 32.30 (10.86) p<.001  

(d=0.28) 

 FU 9.25 

(4.24) 

Maintaineda FU 29.26 (11.17) Maintained 

       ESS Pre 59.36 (18.98)   

Post 54.45 (19.69) Not 

significant 

FU 58.30 (17.73) p<.002 

(d=0.02). 

FU= Follow up; N = Number of participants; M  = Mean; SD = Standard deviation; ES= Effect size; p= p value; r= Pearson correlation; d= Cohen’s d, ω2= omega squared. 
a=Please note TTM Severity FU and all Enhanced Component statistics were based on combined scores due to intention to treat analysis.  
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Table 1.15 

Summary of Outcomes for ID09: Haaland et al., (2017) 

ID N Design TTM Severity 

Outcome Measure M (SD) Pre/Post Statistical Difference 

(ES)a 

09 

 

 

 

53 Open 

Trial 

MGH-HS Pre 17.86 (5.02)  

 Post  8.58 (5.52)  

 FU 11.70 (6.83) p<.000  

(d= 1.03) 

 NIMH-TSS Pre 16.46 (4.15)   

 Post  6.23 (5.50)  

 FU 8.52 (6.21) p<.000 (d=1.51) 

 CGI-TTM Pre 4.73 (0.73)  

 Post  2.32 (1.27)  

 FU 3.07 (1.47) p<.000 (d=1.43) 

FU= Follow up; N = Number of participants; M  = Mean; SD = Standard deviation; ES= Effect size; p= p value; d= Cohen’s d.   

a=Please note data presented here is based on combined statistics due to intention to treat analysis. 
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Table 1.16 

Summary of Outcomes for ID10: Friman & O’Connor (1984) 

ID N Design TTM 

Severity 

Enhanced 

Component 

Targeted 

Findings Summary 

10 1 Case 

Study 

No outcome measures reported. Almost complete cessation of hair pulling at post-treatment and FU.  One experience 

of going to pull hair absentmindedly but hair no longer provided the soothing feeling 

and the urge to pull was gone. 
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Table 1.17 

Summary of Outcomes for ID11: Keuthen & Sprich (2012) 

ID N Design TTM Severity Enhanced Component 

Targeted 

Findings Summary 

Outcome 

Measure(s) 

Scaled 

Scores 

Outcome 

Measure(s)  

Scaled 

Scores 

11 1 

 

Case 

Study 

MGH-HPS 

 

Pre 

Post  

FUs 

21.00  

3.00 

3.00 

0.00 

NMRa 

 

Pre 

Post  

FUs 

91.00 

120.00 

104.00 

110.00 

Severity of pulling and associated impairment 

reduced at post-treatment with gains maintained at 

FU. 

Improvement in emotion regulation skills at post-

treatment with gains maintained at FU. 

 NIMH-TSS Pre 

Post  

FUs 

16.00 

2.00 

0.00 

0.00 

ARRa Pre 

Post  

FUs 

6.00 

15.00 

15.00 

15.00 
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ID N Design TTM Severity Enhanced Component 

Targeted 

Findings Summary 

Outcome 

Measure(s) 

Scaled 

Scores 

Outcome 

Measure(s)  

Scaled 

Scores 

 NIMH-TIS Pre 

Post  

FU 

6.50 

1.00 

0.00 

0.00 

DERS Pre 

Post  

FU 

100.00 

53.00 

76.00 

63.00 

FU= Follow up; N = Number of participants  

a= Higher scores reflect improved functioning 
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Table 1.18 

Summary of Outcomes for ID12: Boppana & Gross (2019) 

ID N Design TTM Severity Summary of Findings 

Outcome 

Measure(s) 

Raw 

Scores 

12 1 Case 

Study 

MGH-HPS 

 

Pre 15 Post treatment time spent hair pulling decreased by 75% as measured by self-

monitoring.   
Post 0 

N = Number of participants 

 

 

 

 

 

  



 

 

 

Appendix 1D: Author Guidelines of Submission 

Description 

Clinical Psychology Review publishes substantive reviews of topics germane to clinical 

psychology. Papers cover diverse issues including: psychopathology, psychotherapy, 

behavior therapy, cognition and cognitive therapies, behavioral medicine, community 

mental health, assessment, and child development. Papers should be cutting edge and 

advance the science and/or practice of clinical psychology. 

Reviews on other topics, such as psychophysiology, learning therapy, experimental 

psychopathology, and social psychology often appear if they have a clear relationship to 

research or practice in clinical psychology. Integrative literature reviews and summary 

reports of innovative ongoing clinical research programs are also sometimes published. 

Reports on individual research studies and theoretical treatises or clinical guides without 

an empirical base are not appropriate. 

 

Benefits to authors 

We also provide many author benefits, such as free PDFs, a liberal copyright policy, 

special discounts on Elsevier publications and much more. Please click here for more 

information on our author services. 

Please see our Guide for Authors for information on article submission. If you require 

any further information or help, please visit our Support Center 

 

Audience  

Psychologists and Clinicians in Psychopathy 

 

Impact Factor 

2018: 9.904 © Clarivate Analytics Journal Citation Reports 2019 



 

154 

 

 

Submission checklist 

You can use this list to carry out a final check of your submission before you send it to 

the journal for review. Please check the relevant section in this Guide for Authors for 

more details. 

Ensure that the following items are present: 

One author has been designated as the corresponding author with contact details: 

• E-mail address 

• Full postal address 

All necessary files have been uploaded: 

Manuscript: 

• Include keywords 

• All figures (include relevant captions) 

• All tables (including titles, description, footnotes) 

• Ensure all figure and table citations in the text match the files provided 

• Indicate clearly if color should be used for any figures in print 

Graphical Abstracts / Highlights files (where applicable) 

Supplemental files (where applicable) 

 

Further considerations 

Manuscript has been 'spell checked' and 'grammar checked' 

All references mentioned in the Reference List are cited in the text, and vice versa 



 

155 

 

Permission has been obtained for use of copyrighted material from other sources 

(including the Internet) 

A competing interests statement is provided, even if the authors have no competing 

interests to declare 

• Journal policies detailed in this guide have been reviewed 

Referee suggestions and contact details provided, based on journal requirements 

Ensure manuscript is a comprehensive review article (empirical papers fall outside the 

scope of the journal) 

Ensure that reviews are as up to date as possible and at least to 3 months within date of 

submission 

For further information, visit our Support Center. 

 

Ethics in publishing 

Please see our information pages on Ethics in publishing and Ethical guidelines for 

journal publication. 

 

 

 

Declaration of interest 

All authors must disclose any financial and personal relationships with other people or 

organizations that could inappropriately influence (bias) their work. Examples of 

potential competing interests include employment, consultancies, stock ownership, 

honoraria, paid expert testimony, patent applications/registrations, and grants or other 

funding. Authors must disclose any interests in two places: 1. A summary declaration of 

interest statement in the title page file (if double-blind) or the manuscript file (if single-



 

156 

 

blind). If there are no interests to declare then please state this: 'Declarations of interest: 

none'. This summary statement will be ultimately published if the article is accepted. 2. 

Detailed disclosures as part of a separate Declaration of Interest form, which forms part 

of the journal's official records. It is important for potential interests to be declared in 

both places and that the information matches. More information. 

 

Submission declaration and verification 

Submission of an article implies that the work described has not been published 

previously (except in the form of an abstract, a published lecture or academic thesis, see 

'Multiple, redundant or concurrent publication' for more information), that it is not under 

consideration for publication elsewhere, that its publication is approved by all authors 

and tacitly or explicitly by the responsible authorities where the work was carried out, 

and that, if accepted, it will not be published elsewhere in the same form, in English or 

in any other language, including electronically without the written consent of the 

copyright-holder. To verify originality, your article may be checked by the originality 

detection service Crossref Similarity Check. 

 

Preprints 

Please note that preprints can be shared anywhere at any time, in line with Elsevier's 

sharing policy. Sharing your preprints e.g. on a preprint server will not count as prior 

publication (see 'Multiple, redundant or concurrent publication' for more information). 

 

Use of inclusive language 

Inclusive language acknowledges diversity, conveys respect to all people, is sensitive to 

differences, and promotes equal opportunities. Articles should make no assumptions 

about the beliefs or commitments of any reader, should contain nothing which might 

imply that one individual is superior to another on the grounds of race, sex, culture or 



 

157 

 

any other characteristic, and should use inclusive language throughout. Authors should 

ensure that writing is free from bias, for instance by using 'he or she', 'his/her' instead of 

'he' or 'his', and by making use of job titles that are free of stereotyping (e.g. 

'chairperson' instead of 'chairman' and 'flight attendant' instead of 'stewardess'). 

 

Author contributions 

For transparency, we encourage authors to submit an author statement file outlining 

their individual contributions to the paper using the relevant CRediT roles: 

Conceptualization; Data curation; Formal analysis; Funding acquisition; Investigation; 

Methodology; Project administration; Resources; Software; Supervision; Validation; 

Visualization; Roles/Writing - original draft; Writing - review & editing. Authorship 

statements should be formatted with the names of authors first and CRediT role(s) 

following. More details and an example 

 

Changes to authorship 

Authors are expected to consider carefully the list and order of authors before 

submitting their manuscript and provide the definitive list of authors at the time of the 

original submission. Any addition, deletion or rearrangement of author names in the 

authorship list should be made only before the manuscript has been accepted and only if 

approved by the journal Editor. To request such a change, the Editor must receive the 

following from the corresponding author: (a) the reason for the change in author list and 

(b) written confirmation (e-mail, letter) from all authors that they agree with the 

addition, removal or rearrangement. In the case of addition or removal of authors, this 

includes confirmation from the author being added or removed. 

Only in exceptional circumstances will the Editor consider the addition, deletion or 

rearrangement of authors after the manuscript has been accepted. While the Editor 

considers the request, publication of the manuscript will be suspended. If the manuscript 



 

158 

 

has already been published in an online issue, any requests approved by the Editor will 

result in a corrigendum. 

 

Author Disclosure Policy 

Authors must provide three mandatory and one optional author disclosure statements. 

These statements should be submitted as one separate document and not included as part 

of the manuscript. Author disclosures will be automatically incorporated into the PDF 

builder of the online submission system. They will appear in the journal article if the 

manuscript is accepted. 

The four statements of the author disclosure document are described below. Statements 

should not be numbered. Headings (i.e., Role of Funding Sources, Contributors, Conflict 

of Interest, Acknowledgements) should be in bold with no white space between the 

heading and the text. Font size should be the same as that used for references. 

 

Statement 1: Role of Funding Sources 

Authors must identify who provided financial support for the conduct of the research 

and/or preparation of the manuscript and to briefly describe the role (if any) of the 

funding sponsor in study design, collection, analysis, or interpretation of data, writing 

the manuscript, and the decision to submit the manuscript for publication. If the funding 

source had no such involvement, the authors should so state. 

Example: Funding for this study was provided by NIAAA Grant R01-AA123456. 

NIAAA had no role in the study design, collection, analysis or interpretation of the data, 

writing the manuscript, or the decision to submit the paper for publication. 

 

Statement 2: Contributors 

Authors must declare their individual contributions to the manuscript. All authors must 

have materially participated in the research and/or the manuscript preparation. Roles for 



 

159 

 

each author should be described. The disclosure must also clearly state and verify that 

all authors have approved the final manuscript. 

Example: Authors A and B designed the study and wrote the protocol. Author C 

conducted literature searches and provided summaries of previous research studies. 

Author D conducted the statistical analysis. Author B wrote the first draft of the 

manuscript and all authors contributed to and have approved the final manuscript. 

 

Statement 3: Conflict of Interest 

All authors must disclose any actual or potential conflict of interest. Conflict of interest 

is defined as any financial or personal relationships with individuals or organizations, 

occurring within three (3) years of beginning the submitted work, which could 

inappropriately influence, or be perceived to have influenced the submitted research 

manuscript. Potential conflict of interest would include employment, consultancies, 

stock ownership (except personal investments equal to the lesser of one percent (1%) of 

total personal investments or USD$5000), honoraria, paid expert testimony, patent 

applications, registrations, and grants. If there are no conflicts of interest by any author, 

it should state that there are none. 

Example: Author B is a paid consultant for XYZ pharmaceutical company. All other 

authors declare that they have no conflicts of interest. 

 

Statement 4: Acknowledgements (optional) 

Authors may provide Acknowledgments which will be published in a separate section 

along with the manuscript. If there are no Acknowledgements, there should be no 

heading or acknowledgement statement. 

Example: The authors wish to thank Ms. A who assisted in the proof-reading of the 

manuscript. 

 



 

160 

 

 

 

Copyright 

Upon acceptance of an article, authors will be asked to complete a 'Journal Publishing 

Agreement' (see more information on this). An e-mail will be sent to the corresponding 

author confirming receipt of the manuscript together with a 'Journal Publishing 

Agreement' form or a link to the online version of this agreement. 

Subscribers may reproduce tables of contents or prepare lists of articles including 

abstracts for internal circulation within their institutions. Permission of the Publisher is 

required for resale or distribution outside the institution and for all other derivative 

works, including compilations and translations. If excerpts from other copyrighted 

works are included, the author(s) must obtain written permission from the copyright 

owners and credit the source(s) in the article. Elsevier has preprinted forms for use by 

authors in these cases. 

For gold open access articles: Upon acceptance of an article, authors will be asked to 

complete an 'Exclusive License Agreement' (more information). Permitted third party 

reuse of gold open access articles is determined by the author's choice of user license. 

 

Author rights 

As an author you (or your employer or institution) have certain rights to reuse your 

work. More information. 

 

Elsevier supports responsible sharing 

Find out how you can share your research published in Elsevier journals. 

 

 



 

161 

 

Role of the funding source 

You are requested to identify who provided financial support for the conduct of the 

research and/or preparation of the article and to briefly describe the role of the 

sponsor(s), if any, in study design; in the collection, analysis and interpretation of data; 

in the writing of the report; and in the decision to submit the article for publication. If 

the funding source(s) had no such involvement then this should be stated. 

 

Open access 

Please visit our Open Access page for more information. 

 

Elsevier Researcher Academy 

Researcher Academy is a free e-learning platform designed to support early and mid-

career researchers throughout their research journey. The "Learn" environment at 

Researcher Academy offers several interactive modules, webinars, downloadable guides 

and resources to guide you through the process of writing for research and going 

through peer review. Feel free to use these free resources to improve your submission 

and navigate the publication process with ease. 

 

Language (usage and editing services) 

Please write your text in good English (American or British usage is accepted, but not a 

mixture of these). Authors who feel their English language manuscript may require 

editing to eliminate possible grammatical or spelling errors and to conform to correct 

scientific English may wish to use the English Language Editing service available from 

Elsevier's Author Services. 

 

 



 

162 

 

 

Submission 

Our online submission system guides you stepwise through the process of entering your 

article details and uploading your files. The system converts your article files to a single 

PDF file used in the peer-review process. Editable files (e.g., Word, LaTeX) are 

required to typeset your article for final publication. All correspondence, including 

notification of the Editor's decision and requests for revision, is sent by e-mail. 

 

Peer review 

This journal operates a single blind review process. All contributions will be initially 

assessed by the editor for suitability for the journal. Papers deemed suitable are then 

typically sent to a minimum of two independent expert reviewers to assess the scientific 

quality of the paper. The Editor is responsible for the final decision regarding 

acceptance or rejection of articles. The Editor's decision is final. More information on 

types of peer review. 

 

Use of word processing software 

It is important that the file be saved in the native format of the word processor used. The 

text should be in single-column format. Keep the layout of the text as simple as possible. 

Most formatting codes will be removed and replaced on processing the article. In 

particular, do not use the word processor's options to justify text or to hyphenate words. 

However, do use bold face, italics, subscripts, superscripts etc. When preparing tables, if 

you are using a table grid, use only one grid for each individual table and not a grid for 

each row. If no grid is used, use tabs, not spaces, to align columns. The electronic text 

should be prepared in a way very similar to that of conventional manuscripts (see also 

the Guide to Publishing with Elsevier). Note that source files of figures, tables and text 

graphics will be required whether or not you embed your figures in the text. See also the 

section on Electronic artwork. 



 

163 

 

To avoid unnecessary errors you are strongly advised to use the 'spell-check' and 

'grammar-check' functions of your word processor. 

 

Article structure 

Manuscripts should be prepared according to the guidelines set forth in the Publication 

Manual of the American Psychological Association (6th ed., 2009). Of note, section 

headings should not be numbered. 

Manuscripts should ordinarily not exceed 50 pages, including references and tabular 

material. Exceptions may be made with prior approval of the Editor in Chief. 

Manuscript length can often be managed through the judicious use of appendices. In 

general the References section should be limited to citations actually discussed in the 

text. References to articles solely included in meta-analyses should be included in an 

appendix, which will appear in the on line version of the paper but not in the print copy. 

Similarly, extensive Tables describing study characteristics, containing material 

published elsewhere, or presenting formulas and other technical material should also be 

included in an appendix. Authors can direct readers to the appendices in appropriate 

places in the text. 

It is authors' responsibility to ensure their reviews are comprehensive and as up to date 

as possible (at least to 3 months within date of submission) so the data are still current at 

the time of publication. Authors are referred to the PRISMA Guidelines 

(http://www.prisma-statement.org/) for guidance in conducting reviews and preparing 

manuscripts. Adherence to the Guidelines is not required, but is recommended to 

enhance quality of submissions and impact of published papers on the field. 

 

Appendices 

If there is more than one appendix, they should be identified as A, B, etc. Formulae and 

equations in appendices should be given separate numbering: Eq. (A.1), Eq. (A.2), etc.; 



 

164 
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spelling and avoiding general and plural terms and multiple concepts (avoid, for 

example, 'and', 'of'). Be sparing with abbreviations: only abbreviations firmly 

established in the field may be eligible. These keywords will be used for indexing 

purposes. 

 

Abbreviations 

Define abbreviations that are not standard in this field in a footnote to be placed on the 

first page of the article. Such abbreviations that are unavoidable in the abstract must be 

defined at their first mention there, as well as in the footnote. Ensure consistency of 

abbreviations throughout the article. 

 

Acknowledgements 

Collate acknowledgements in a separate section at the end of the article before the 

references and do not, therefore, include them on the title page, as a footnote to the title 

or otherwise. List here those individuals who provided help during the research (e.g., 

providing language help, writing assistance or proof reading the article, etc.). 

 

Formatting of funding sources 

List funding sources in this standard way to facilitate compliance to funder's 

requirements: 

Funding: This work was supported by the National Institutes of Health [grant numbers 

xxxx, yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant number zzzz]; 

and the United States Institutes of Peace [grant number aaaa]. 

It is not necessary to include detailed descriptions on the program or type of grants and 

awards. When funding is from a block grant or other resources available to a university, 
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college, or other research institution, submit the name of the institute or organization 

that provided the funding. 

If no funding has been provided for the research, please include the following sentence: 

This research did not receive any specific grant from funding agencies in the public, 

commercial, or not-for-profit sectors. 

 

Footnotes 

Footnotes should be used sparingly. Number them consecutively throughout the article. 

Many word processors can build footnotes into the text, and this feature may be used. 

Otherwise, please indicate the position of footnotes in the text and list the footnotes 

themselves separately at the end of the article. Do not include footnotes in the Reference 

list. 

 

Electronic artwork 

General points 

• Make sure you use uniform lettering and sizing of your original artwork. 

• Embed the used fonts if the application provides that option. 

• Aim to use the following fonts in your illustrations: Arial, Courier, Times New 

Roman, Symbol, or use fonts that look similar. 

• Number the illustrations according to their sequence in the text. 

• Use a logical naming convention for your artwork files. 

• Provide captions to illustrations separately. 

• Size the illustrations close to the desired dimensions of the published version. 

• Submit each illustration as a separate file. 
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• Ensure that color images are accessible to all, including those with impaired color 

vision. 

 

A detailed guide on electronic artwork is available. 

You are urged to visit this site; some excerpts from the detailed information are given 

here. 

Formats 

If your electronic artwork is created in a Microsoft Office application (Word, 

PowerPoint, Excel) then please supply 'as is' in the native document format. 

Regardless of the application used other than Microsoft Office, when your electronic 

artwork is finalized, please 'Save as' or convert the images to one of the following 

formats (note the resolution requirements for line drawings, halftones, and line/halftone 

combinations given below): 

EPS (or PDF): Vector drawings, embed all used fonts. 

TIFF (or JPEG): Color or grayscale photographs (halftones), keep to a minimum of 300 

dpi. 

TIFF (or JPEG): Bitmapped (pure black & white pixels) line drawings, keep to a 

minimum of 1000 dpi. 

TIFF (or JPEG): Combinations bitmapped line/half-tone (color or grayscale), keep to a 

minimum of 500 dpi. 

Please do not: 

• Supply files that are optimized for screen use (e.g., GIF, BMP, PICT, WPG); these 

typically have a low number of pixels and limited set of colors; 

• Supply files that are too low in resolution; 

• Submit graphics that are disproportionately large for the content. 
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Color artwork 

Please make sure that artwork files are in an acceptable format (TIFF (or JPEG), EPS 

(or PDF), or MS Office files) and with the correct resolution. If, together with your 

accepted article, you submit usable color figures then Elsevier will ensure, at no 

additional charge, that these figures will appear in color online (e.g., ScienceDirect and 

other sites) regardless of whether or not these illustrations are reproduced in color in the 

printed version. For color reproduction in print, you will receive information regarding 

the costs from Elsevier after receipt of your accepted article. Please indicate your 

preference for color: in print or online only. Further information on the preparation of 

electronic artwork. 

 

Figure captions 

Ensure that each illustration has a caption. Supply captions separately, not attached to 

the figure. A caption should comprise a brief title (not on the figure itself) and a 

description of the illustration. Keep text in the illustrations themselves to a minimum but 

explain all symbols and abbreviations used. 

 

Tables 

Please submit tables as editable text and not as images. Tables can be placed either next 

to the relevant text in the article, or on separate page(s) at the end. Number tables 

consecutively in accordance with their appearance in the text and place any table notes 

below the table body. Be sparing in the use of tables and ensure that the data presented 

in them do not duplicate results described elsewhere in the article. Please avoid using 

vertical rules and shading in table cells. 
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References 

Citations in the text should follow the referencing style used by the American 

Psychological Association. You are referred to the Publication Manual of the American 

Psychological Association, Sixth Edition, ISBN 1-4338-0559-6, copies of which may be 

ordered from http://books.apa.org/books.cfm?id=4200067 or APA Order Dept., P.O.B. 

2710, Hyattsville, MD 20784, USA or APA, 3 Henrietta Street, London, WC3E 8LU, 

UK. Details concerning this referencing style can also be found at 

http://humanities.byu.edu/linguistics/Henrichsen/APA/APA01.html 

 

Citation in text 

Please ensure that every reference cited in the text is also present in the reference list 

(and vice versa). Any references cited in the abstract must be given in full. Unpublished 

results and personal communications are not recommended in the reference list, but may 

be mentioned in the text. If these references are included in the reference list they should 

follow the standard reference style of the journal and should include a substitution of the 

publication date with either 'Unpublished results' or 'Personal communication'. Citation 

of a reference as 'in press' implies that the item has been accepted for publication. 

 

 

Web references 

As a minimum, the full URL should be given and the date when the reference was last 

accessed. Any further information, if known (DOI, author names, dates, reference to a 

source publication, etc.), should also be given. Web references can be listed separately 

(e.g., after the reference list) under a different heading if desired, or can be included in 

the reference list. 

 

Data references 
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This journal encourages you to cite underlying or relevant datasets in your manuscript 

by citing them in your text and including a data reference in your Reference List. Data 

references should include the following elements: author name(s), dataset title, data 

repository, version (where available), year, and global persistent identifier. Add [dataset] 

immediately before the reference so we can properly identify it as a data reference. The 

[dataset] identifier will not appear in your published article. 

 

References in a special issue 

Please ensure that the words 'this issue' are added to any references in the list (and any 

citations in the text) to other articles in the same Special Issue. 

 

Reference management software 

Most Elsevier journals have their reference template available in many of the most 

popular reference management software products. These include all products that 

support Citation Style Language styles, such as Mendeley. Using citation plug-ins from 

these products, authors only need to select the appropriate journal template when 

preparing their article, after which citations and bibliographies will be automatically 

formatted in the journal's style. If no template is yet available for this journal, please 

follow the format of the sample references and citations as shown in this Guide. If you 

use reference management software, please ensure that you remove all field codes 

before submitting the electronic manuscript. More information on how to remove field 

codes from different reference management software. 

Users of Mendeley Desktop can easily install the reference style for this journal by 

clicking the following link: 

http://open.mendeley.com/use-citation-style/clinical-psychology-review 

When preparing your manuscript, you will then be able to select this style using the 

Mendeley plug-ins for Microsoft Word or LibreOffice. 
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Reference style 

References should be arranged first alphabetically and then further sorted 

chronologically if necessary. More than one reference from the same author(s) in the 

same year must be identified by the letters "a", "b", "c", etc., placed after the year of 

publication. References should be formatted with a hanging indent (i.e., the first line of 

each reference is flush left while the subsequent lines are indented). 

Examples: Reference to a journal publication: Van der Geer, J., Hanraads, J. A. J., & 

Lupton R. A. (2000). The art of writing a scientific article. Journal of Scientific 

Communications, 163, 51-59. 

Reference to a book: Strunk, W., Jr., &White, E. B. (1979). The elements of style. (3rd 

ed.). New York: Macmillan, (Chapter 4). 

Reference to a chapter in an edited book: Mettam, G. R., & Adams, L. B. (1994). How 

to prepare an electronic version of your article. In B.S. Jones, & R. Z. Smith (Eds.), 

Introduction to the electronic age (pp. 281-304). New York: E-Publishing Inc. 

[dataset] Oguro, M., Imahiro, S., Saito, S., Nakashizuka, T. (2015). Mortality data for 

Japanese oak wilt disease and surrounding forest compositions. Mendeley Data, v1. 

http://dx.doi.org/10.17632/xwj98nb39r.1 

 

Video 

Elsevier accepts video material and animation sequences to support and enhance your 

scientific research. Authors who have video or animation files that they wish to submit 

with their article are strongly encouraged to include links to these within the body of the 

article. This can be done in the same way as a figure or table by referring to the video or 

animation content and noting in the body text where it should be placed. All submitted 

files should be properly labeled so that they directly relate to the video file's content. In 
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order to ensure that your video or animation material is directly usable, please provide 

the file in one of our recommended file formats with a preferred maximum size of 150 

MB per file, 1 GB in total. Video and animation files supplied will be published online 

in the electronic version of your article in Elsevier Web products, including 

ScienceDirect. Please supply 'stills' with your files: you can choose any frame from the 

video or animation or make a separate image. These will be used instead of standard 

icons and will personalize the link to your video data. For more detailed instructions 

please visit our video instruction pages. Note: since video and animation cannot be 

embedded in the print version of the journal, please provide text for both the electronic 

and the print version for the portions of the article that refer to this content. 

 

Supplementary material 

Supplementary material such as applications, images and sound clips, can be published 

with your article to enhance it. Submitted supplementary items are published exactly as 

they are received (Excel or PowerPoint files will appear as such online). Please submit 

your material together with the article and supply a concise, descriptive caption for each 

supplementary file. If you wish to make changes to supplementary material during any 

stage of the process, please make sure to provide an updated file. Do not annotate any 

corrections on a previous version. Please switch off the 'Track Changes' option in 

Microsoft Office files as these will appear in the published version. 

 

Research data 

This journal encourages and enables you to share data that supports your research 

publication where appropriate, and enables you to interlink the data with your published 

articles. Research data refers to the results of observations or experimentation that 

validate research findings. To facilitate reproducibility and data reuse, this journal also 

encourages you to share your software, code, models, algorithms, protocols, methods 

and other useful materials related to the project. 
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Below are a number of ways in which you can associate data with your article or make a 

statement about the availability of your data when submitting your manuscript. If you 

are sharing data in one of these ways, you are encouraged to cite the data in your 

manuscript and reference list. Please refer to the "References" section for more 

information about data citation. For more information on depositing, sharing and using 

research data and other relevant research materials, visit the research data page. 

 

Data linking 

If you have made your research data available in a data repository, you can link your 

article directly to the dataset. Elsevier collaborates with a number of repositories to link 

articles on ScienceDirect with relevant repositories, giving readers access to underlying 

data that gives them a better understanding of the research described. 

There are different ways to link your datasets to your article. When available, you can 

directly link your dataset to your article by providing the relevant information in the 

submission system. For more information, visit the database linking page. 

For supported data repositories a repository banner will automatically appear next to 

your published article on ScienceDirect. 

In addition, you can link to relevant data or entities through identifiers within the text of 

your manuscript, using the following format: Database: xxxx (e.g., TAIR: AT1G01020; 

CCDC: 734053; PDB: 1XFN). 

 

Mendeley Data 

This journal supports Mendeley Data, enabling you to deposit any research data 

(including raw and processed data, video, code, software, algorithms, protocols, and 

methods) associated with your manuscript in a free-to-use, open access repository. 

During the submission process, after uploading your manuscript, you will have the 
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opportunity to upload your relevant datasets directly to Mendeley Data. The datasets 

will be listed and directly accessible to readers next to your published article online. 

For more information, visit the Mendeley Data for journals page. 

 

 

Data statement 

To foster transparency, we encourage you to state the availability of your data in your 

submission. This may be a requirement of your funding body or institution. If your data 

is unavailable to access or unsuitable to post, you will have the opportunity to indicate 

why during the submission process, for example by stating that the research data is 

confidential. The statement will appear with your published article on ScienceDirect. 

For more information, visit the Data Statement page. 

 

Online proof correction 

To ensure a fast publication process of the article, we kindly ask authors to provide us 

with their proof corrections within two days. Corresponding authors will receive an e-

mail with a link to our online proofing system, allowing annotation and correction of 

proofs online. The environment is similar to MS Word: in addition to editing text, you 

can also comment on figures/tables and answer questions from the Copy Editor. Web-

based proofing provides a faster and less error-prone process by allowing you to directly 

type your corrections, eliminating the potential introduction of errors. 

If preferred, you can still choose to annotate and upload your edits on the PDF version. 

All instructions for proofing will be given in the e-mail we send to authors, including 

alternative methods to the online version and PDF. 

We will do everything possible to get your article published quickly and accurately. 

Please use this proof only for checking the typesetting, editing, completeness and 

correctness of the text, tables and figures. Significant changes to the article as accepted 
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for publication will only be considered at this stage with permission from the Editor. It 

is important to ensure that all corrections are sent back to us in one communication. 

Please check carefully before replying, as inclusion of any subsequent corrections 

cannot be guaranteed. Proofreading is solely your responsibility. 

 

Offprints 

The corresponding author will, at no cost, receive a customized Share Link providing 50 

days free access to the final published version of the article on ScienceDirect. The Share 

Link can be used for sharing the article via any communication channel, including email 

and social media. For an extra charge, paper offprints can be ordered via the offprint 

order form which is sent once the article is accepted for publication. Both corresponding 

and co-authors may order offprints at any time via Elsevier's Author Services. 

Corresponding authors who have published their article gold open access do not receive 

a Share Link as their final published version of the article is available open access on 

ScienceDirect and can be shared through the article DOI link. 

Visit the Elsevier Support Center to find the answers you need. Here you will find 

everything from Frequently Asked Questions to ways to get in touch. 

You can also check the status of your submitted article or find out when your accepted 

article will be published. 
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Appendix 2A: Copy of Semi-Structured Questionnaire
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Appendix 2B: Copy of Interview Schedule 

 Thank you for speaking with me today.  Before we start, I just want to check a few 

things with you.  You have previously participated in part one of this study by completing 

an online questionnaire; when you consented to the questionnaire, there was a section 

asking you for permission to contact you for a telephone interview if we wanted to hear a 

bit more about participant thoughts.  This is why we’re speaking today.   Before you 

participated in part one of this study, you provided consent via a consent form.  May I 

please confirm with you if you still consent to take part in this telephone interview?   

 

 Thank you, the consent form also stated that the telephone interview would be 

recorded so that we can type up your responses so they can be analysed anonymously.  

The consent form that you completed in part one of this study indicates that you consent 

to the interview being recorded.  May I please confirm if you still consent to have this 

interview recorded today?  Thank you, I’m going to turn on the recording device now, 

could you please confirm your consent again so that I have it on record?   

 

 Thank you, do you have any queries or questions for me before we begin the 

interview?  Feel free to ask me any questions you have at any point during the interview.  

If you want to stop or take a break at any time that is absolutely fine, just let me know.  

You have the right to terminate this interview and withdraw from the study at any point.  

If at any point during the interview, you start to feel upset or distressed by the content of 

what we are talking about, do let me know and, again, we can take a break or stop the 

interview completely.   

  

 So, the online questionnaire you completed asked you questions about your 

experience of reflective practice as a professional, attending the group in your service and 

about possible barriers that may affect you engaging in reflective practice.  I’ve got a few 

questions today, same as the questionnaire, please just offer as much information as you 

like and to feel you have answered the question to your satisfaction.  The questions today 
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are going to think more about the things that may affect a professional from engaging in 

reflective practice.    

 

1. In an ideal world, what would reflective practice in your workplace look like for 

you? 

2. What is getting in the way of that right now? 

3. What about the workload gets in the way of engaging in reflective practice? 

 

 Thank you so much, before we finish, I wondered if there was anything else you 

wanted to add that we have spoken about?  How have you found the interview today?  Do 

you have any questions?   

 

 Okay so I now need to read you a formal debrief:  Thank you for taking part in 

this telephone interview as part of our research looking into beliefs about reflective 

practice and reflective practice group improvement.  Your contributions are incredibly 

valuable and appreciated.   

 

 This telephone interview was conducted so that I could understand your beliefs 

about reflective practice and group reflective practice in more detail.  Your responses will 

help us in understanding what reflective practice means to you and your professional 

work.  It will help us understand the different forms of reflection professional partake in.  

It will help us understand how best to support those individuals who would like to attend 

reflective practice but for whom barriers come up that make it hard to do so.  It will help 

us think about ways in which the reflective practice group currently run could be 

improved.  Furthermore, your responses will contribute to the literature available on 

reflective practice in the health sector, which is an under-researched area.   
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 As outlined in your information sheet and consent form, all the information you 

provide is confidential and, after the data collection has finished, will also be anonymous.  

Any data shared with the project supervisor or disseminated via publication or 

conferences will be completely anonymous.   

 

Contact details 

If you would like further information about this study please contact Erin Waites at 

ErinSIP@bath.ac.uk  

If you wish to complain about this project, please contact the head of University of Bath’s 

psychology ethics department: Nathalia Gjersoe: N.Gjersoe@bath.ac.uk 

 

 

 

  

mailto:ErinSIP@bath.ac.uk
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Appendix 2C: Author Guidelines 

 

Aims and Scope 

 Journal of Clinical Psychology  

 Founded in 1945, the Journal of Clinical Psychology is a peer-reviewed forum 

devoted to research, assessment, and practice. The Journal is published eight times a 

year, on topics such as Intervention Research, Critical Reviews, Regular Articles and 

occasionally, Training and Professional Issues. From time to time, the Journal publishes 

Special Sections, featuring a selection of articles related to a single particularly timely or 

important theme; individuals interested in Guest Editing a Special Section are 

encouraged to contact the Editors.  

 

 Journal of Clinical Psychology: In Session  

 The challenge for mental health practitioners is to deliver treatments that are 

informed by research and recent advances in the field. Today, the availability of a rich 

repertoire of approaches and techniques provides increased opportunities for clinicians 

to deliver specific, well-targeted treatments for clients with specific problems and 

disorders.  In parallel, knowledge has expanded greatly about the process of building 

and maintaining therapy relationships in ways that minimize ruptures and foster hope 

and motivation.  One unique means for therapists to learn about and incorporate this rich 

body of knowledge is through case reports. In Session, a branch of the Journal of 

Clinical Psychology, focuses on the clinical challenges confronting psychotherapists, in 

the form of either a distinct patient population or a therapeutic dilemma. Published four 

times a year, each issue of In Session features original articles illustrated through case 

reports by expert clinicians, aware of the state-of-the-art in their field, and informed by 

research reviews translated into clinical practice. Each issue examines a variety of 

theoretical orientations and treatment formats in jargon-free language. Case examples, 
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clinical recommendations, and relevant research findings are combined to facilitate the 

selection and integration of effective methods.  

 

Manuscript Submission 

Authors should kindly note that submission implies that the content has not been 

published or submitted for publication elsewhere except as a brief abstract in the 

proceedings of a scientific meeting or symposium.  Once the submission materials have 

been prepared in accordance with the Author Guidelines, manuscripts should be 

submitted online at https://mc.manuscriptcentral.com/jclp     

 

Manuscript Preparation 

 All Journal of Clinical Psychology: In Session articles are published by 

invitation only. Individuals interested in nominating, organizing, or guest editing an 

issue are encouraged to contact the editor-in-chief.  

• Format: Manuscripts should be word-processed double-spaced with a 1" margin 

on all sides. Number all pages of the manuscript sequentially (top right hand 

corner).  

• Style: Please follow the stylistic guidelines detailed in the Publication Manual of 

the American Psychological Association, sixth edition, available from the 

American Psychological Association.  

• Length: Due to space constraints, we ask that you limit your manuscript to 25 

double-spaced typewritten pages, including title page, abstract, references, and 

tables.  

• Avoid Theoretical Jargon:  Although theory-based jargon provides a rich network 

of meaning when speaking with like-minded colleagues, it can serve to obfuscate 

meaning for those with differing theoretical backgrounds.  When preparing your 

manuscript, please keep in mind that the journal addresses a broad professional 

audience with a variety of theoretical orientations.   In short, we ask authors to 
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refrain, as much as possible, from technical “jargon” (i.e., terms from a particular 

theoretical perspective that don’t translate easily to other perspectives).  Wherever 

possible, please translate your own orientation's language system into ordinary 

English. For example, "dynamic focus" may be reworded as referring to the 

patient's ongoing thematic interpersonal conflict; "genuineness" may be depicted 

as the therapist's open and honest expression of thoughts and feelings.  It may be 

helpful to show a draft of your manuscript to a colleague from a different 

orientation, asking her to flag any terms or phrases that need "translation." 

• Reader-Friendly Style: The editorial team tries to make each journal issue as 

practical and reader-friendly as possible. We try to reduce what James Joyce called 

“the true scholastic stink” to bearable levels. For example, we do not publish 

footnotes, which tend to impede the flow of articles.  Incorporate important 

content into the text; list acknowledgements and funding sources on the bottom of 

the title page. For another example, we highlight the central findings and clinical 

implications of a study, as opposed to highlighting the researcher’s name.  

Whenever possible, place an author’s names in parentheses.   

• In a related vein, we aim to keep the reporting of statistics to a minimum; we also 

discourage the use of statistical tables. Thus, if stats are included in your article, 

keep them simple. The primary goal of your article—even if based on research—

is to translate findings (or cases) into principles that will be helpful to practitioners. 

Thus, discussion of “further research directions” is almost always the wrong path; 

discussion of “implications for practitioners” is almost always the right path.   

• Furthermore, because our primary readership consists of practitioners interested 

in how research or theory can be translated or best used in the service of clinical 

practice, we ask that you restrict the number of references cited. Unlike most 

journals wherein the task is to document and cite references extensively and 

thoroughly, this journal is aimed at practitioners who, in contrast to most 

academics, tend not to be interested in an exhaustive list of references. In fact, this 

journal’s policy is to list only up to 20 references in this section.    
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Manuscript Elements 

• Title Page: The title page should include the following information: Title of the 

article; author's name, highest degree, and affiliation; corresponding author's 

complete mailing address and e-mail address.  

• Abstract: Abstracts are required for all articles. Abstracts are to be 150 words or 

less, and should be intelligible without reference to the text. 

• Keywords: Kindly list five or six keywords for indexing purposes on the Abstract 

page.  

• Text: To promote uniformity of presentation, we ask that each article typically 

contain the following sections: Introduction (untitled); Case Illustration (including 

separate sections on Presenting Problem & Client Description, Case Formulation, 

Course of Treatment, Outcome and Prognosis); Clinical Practices and Summary; 

and Selected References & Recommended Readings.  Each of these elements is 

described below. 

• Introduction (untitled): The introductory section should provide a concise 

overview (approximately 1/3 of the length of the manuscript) of the therapeutic 

approach being illustrated.  Please include a brief discussion of the theoretical 

foundations and treatment principles. Summarize the outcome research in a 

paragraph or two.    

• Case Illustration: The topic of the thematic issue and your therapeutic experience 

will, no doubt, influence the case presentation.  However, we would ask that each 

presentation include the following headings (you may include additional 

subheadings if needed): 

• Presenting Problem & Client Description: Concise summary of the presenting 

problem, and a description of the client's history, background, and life 

experiences.  All identifying client details must be altered to prevent recognition.  

Please complete the Case Illustration Checklist indicating the client details that 

have been altered. The Checklist must be submitted with your final manuscript.  

• Case Formulation:  In light of the presenting problem, describe how you 

formulated the case and how the formulation impacted on your treatment 

selection.  Please avoid the use of jargon.   
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• Course of Treatment: Describe the therapeutic process, focusing on the therapist's 

observations, the therapy relationship, specific interventions, and client reactions. 

Please use examples of therapist-client interactions to illustrate your approach.  

You may either reconstruct prototypical exchanges or use excerpts from actual 

transcripts.   

• Outcome and Prognosis: Case presentations should conclude with a summary of 

the treatment outcome and a discussion of the client's prognosis.  Pre-post 

measures of change are particularly encouraged. Authors may also elect to 

integrate personal reflections on the course of treatment and the therapeutic 

outcome in this section.  

• Clinical Practices and Summary: In this conclusion section, please discuss the 

implications of the case for future applications of the therapeutic approach and 

dealing with this type of patient in the future.   

• References: For In Session, we ask that you provide no more than 20 references). 

For both journals, please adhere to stylistic guidelines set forth in the APA 

Publication Manual (sixth edition) when preparing your reference list. Journal or 

monograph series titles should not be abbreviated.   

  

 The journal recognizes the many benefits of archiving research data. The journal 

expects you to archive all the data from which your published results are derived in a 

public repository. The repository that you choose should offer you guaranteed 

preservation (see the registry of research data repositories at https://www.re3data.org/) 

and should help you make it findable, accessible, interoperable, and re-useable, 

according to FAIR Data Principles 

(https://www.force11.org/group/fairgroup/fairprinciples).   

 

   

 All accepted manuscripts are required to publish a data availability statement to 

confirm the presence or absence of shared data. If you have shared data, this statement 
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will describe how the data can be accessed, and include a persistent identifier (e.g., a 

DOI for the data, or an accession number) from the repository where you shared the 

data. Authors will be required to confirm adherence to the policy.  If you cannot share 

the data described in your manuscript, for example for legal or ethical reasons, or do not 

intend to share the data then you must provide the appropriate data availability 

statement. The journal notes that FAIR data sharing allows for access to shared data 

under restrictions (e.g., to protect confidential or proprietary information) but notes that 

the FAIR principles encourage you to share data in ways that are as open as possible 

(but that can be as closed as necessary). Sample statements are available 

http://authorservices.wiley.com.  If published, all statements will be placed in the 

heading of your manuscript.   

 

Illustrative Material 

• Tables: All tables should have descriptive titles or captions and clearly worded 

column headings.  Tabular material should be organized as simply as possible, 

eliminating vertical rules and (where possible) special typography (e.g., Greek).  

Indicate in the text where tables should be inserted.   

• Figures: Any necessary figures should be submitted in a form suitable for direct 

reproduction.  Identify each figure by number, either on an overlay or written with 

a soft pencil on the back (e.g., "Fig. 3").  All illustrations should be numbered 

consecutively within the article.  Figures should be separated from the text.  

 

Permissions 

 Reproduction of an unaltered figure, table, or block of text from any non-federal 

government publication requires permission from the copyright holder.  

Acknowledgment of source material cannot substitute for written permission.  It is the 

author's responsibility to obtain such written permission.   All direct quotations should 

have a source and page citation.  If the material being quoted is lengthy and is not in the 

public domain, you may have to obtain such written permission from both the publisher 
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of the work and the author.  Only the form of presentation is covered by copyright 

protection, not the content, so permission is necessary only when material is being 

reproduced without change. You may quote facts, express them in your own words, or 

construct a table or figure from published data without permission. Manuscripts 

submitted for publication must be unique; previously published manuscripts are not 

acceptable.    

 

PDF's and Copyright Transfer Form 

 The Journal, through its publisher (Wiley), requires that authors sign up for 

“Author Services,” whereby authors can track their articles through the production 

process, receive notification when published, and download PDF’s of their articles. This 

sign-up process occurs after their article is accepted, rather than during submission. 

Authors will get an email requesting them to register for Author Services and sign 

necessary copyright forms electronically. Authors are given the option of choosing 

either the “OnlineOpen” option, if their article was funded, or the standard copyright 

transfer agreement. The majority of authors will probably choose the latter options, and 

there are FAQs just in case they aren’t sure.  

 

Release for Transcript Use 

 In keeping with ethical guidelines, Journal of Clinical Psychology: In Session 

requires that all identifying details about the client (e.g., name, age, occupation) be 

disguised to prevent identification. If the case presentation includes verbatim excerpts 

from transcripts of therapy sessions, then it may be advisable to obtain a signed release 

from the client.  Because the identity of patients may be confidential, we ask that you do 

not submit the signed release forms with the manuscript; you must, however, keep them 

in your files.  By signing the Copyright Transfer Agreement, you acknowledge that you 

have obtained all necessary written releases.    

Case Illustration Checklist 
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 If you are presenting case material, please also complete and sign the Case 

Illustration Checklist, indicating which client details have been altered.  The Case 

Illustration Checklist should be submitted to the Guest Editor with the final manuscript.    

 

Contact 

Timothy R. Elliott, Editor-in-Chief 

gy  

4225 TAMU 

Texas A&M University  

College Station, TX 77843-4225  

Email: timothyrelliott@tamu.edu   

 

 All Journal of Clinical Psychology: In Session articles are published by 

invitation only. Individuals interested in nominating, organizing, or guest editing an 

issue are encouraged to contact the editor-in-chief:  

Giancarlo Dimaggio, Editor-in-Chief 

In Session  

Centro di Terapia Metacognitiva Interpersonale  

Piazza dei Martiri di Belfiore, 4, 00195 Roma RM, Italy  

Email: gdimaje@gmail.com 

mailto:gdimaje@gmail.com
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Appendix 2E: Proof of Trust Ethical Approval for Service Improvement Project 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

Appendix 3A: Demographics Questionnaire 

Please note that these questions will be inputted into Qualtrics so that participants can 

tick to indicate their response.  There will be space to type for questions that require 

qualitative information to be inputted.   

 

1. How old are you? 

 

2. What is your gender 

a. Male 

b. Female 

c. Transgender 

d. Gender non-conforming 

e. Other (please describe) 

 

3. How would you describe your ethnicity? 

eg. white, black British, mixed ethic background ect 

 

 

4. What is the highest level of qualification you have? 

 

School not completed 

CSEs or equivalent 

GCSEs or equivalent 

A levels or equivalent 

Diploma 

Undergraduate 

Postgraduate 

 

 

5. Are you currently employed? 
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a. Yes 

i. Full time or part time? 

b. No 

c. Not able to work for health reasons 

d. Unemployed 

e. Student 

f. Employed (part time) 

g. Employed (full time) 

h. Retired 

i. Other (please briefly describe e.g. carer, homemaker)  

_______________________ 

 

 

6. How old were you (approximately) when your trichotillomania began? 

 

 

7. How old were you (approximately) when you first found out your problem was 

trichotillomania? 

 

8. How old were you (approximately) when your trichotillomania started to 

significantly interfere with your life? 

 

9. Have you ever asked for help for your trichotillomania from your GP or any 

other mental health service or health professional? 
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10. If yes, how helpful was the treatment you received in helping you tackle your 

trichotillomania? 

 

Not at all helpful                                  Somewhat helpful                                              

Very helpful 

 

 

11. How severe do you perceive the trichotillomania to be?   

Participants will be asked to indicate this on a 0-100 scale with 100 being the most 

severe.   
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Appendix 3B: Diagnostic Screen 

 

The following questions are going to ask you more about your experience of hair-

pulling.  These questions are based on the diagnostic criteria.   

 

1. Do you find yourself frequently pulling your hair? 

 

2. Has your hair pulling resulted in hair loss? 

 

3. Have you made multiple attempts to try and stop pulling your hair or to decrease 

the amount you are pulling your hair? 

 

4. Do you experience another mental health difficulty you think may better explain 

the hair pulling? 

a. For example, some people pull their hair because they want to change 

and/or improve their appearance 

 

5. Do you have a medical condition that may better explain the hair loss?  

a. Such as a dermatological condition? 

 

6. Does the hair pulling and/or hair loss cause you distress?   

 

7. Does the hair pulling and/or hair loss have a negative impact upon your life?   

 

a. Such as your social life, work or any other parts of your life that are 

important to you.   
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Appendix 3C: Semi-structured interview 

 

Thank you for speaking with me today.  Before we start, I just want to check a few 

things with you.  You have previously participated in part one of this study by 

completing an online questionnaire; this telephone interview today is part two of the 

study.   

 

Before you participated in part one of this study, you provided consent via a consent 

form.  May I please confirm with you if you still consent to take part in this telephone 

interview?   

 

Thank you, the consent form also stated that the telephone interview would be recorded 

so that we can type up your responses so they can be analysed anonymously.  The 

consent form that you completed in part one of this study indicates that you consent to 

the interview being recorded.  May I please confirm if you still consent to have this 

interview recorded today?   

 

Thank you, do you have any queries or questions for me before we begin the interview?  

Feel free to ask me any questions you have at any point during the interview.  If you 

want to stop or take a break at any time that is absolutely fine, just let me know.  You 

have the right to terminate this interview and withdraw from the study at any point.  If at 

any point during the interview, you start to feel upset or distressed by the content of 

what we are talking about, do let me know and, again, we can take a break or stop the 

interview completely.   

 

1. Can you tell me a bit about a recent time you’ve pulled   your hair? 

a. Prompts:  

i. What was happening right before you pulled? 

ii. How were you feeling at that time? 

iii. What feelings were you experiencing?  How intense were they? 

iv. What happened during? 
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v. How long for?   

vi. How did the pulling come to stop? 

vii. What happened after you had stopped pulling?    

 

2. Is there anything difficult about trying to describe what a pulling episode is like 

for you? 

a. What about when you are pulling?  Does it feel clearer then? 

 

 

3. Is there anything particular you do when you pull your hair? 

a. Prompts:  

i. Where do you tend to pull from? 

ii. How do you pull your hair?   

iii. Some people with trich report specific things they either do 

before, during or after they’ve pulled, such as playing with the 

hair, searching for a particular hair, eating the hair follicle, is 

there anything particular you do? 

iv. is that something you do each time? 

v. What would happen if the ritual didn’t go to plan?  

vi. Have you ever done anything different? 

 

4. What would happen if someone interrupted you mid-pull? 

a. Prompts:  

i. what would happen after that person has left again? 

ii. what if the person does not leave? 

 

5. Are the specific pulling behaviours you carry out important/significant to 

you/your trich? 

a. Prompt: 

i. In what way?  

ii. Have the specific things you do changed at all over time? 
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6. Can you tell me about your emotional experience across a pulling episode?  

a. Prompts: 

i. What feelings come up? 

ii. What feelings go away? 

iii. Does the intensity of your emotional experience change when you 

pull? 

iv. How do you feel immediately after? 

v. Do these feelings last? 

 

 

Thank you so much, before we finish, I wondered if there was  anything else you wanted 

to add that we have spoken about?  

How have you found the interview today?  Do you have any questions?   

I would like to remind you of the services we mentioned on the debrief form when you 

participated in the online questionnaire.  Would you like any of this information sent to 

you again? 

When you participated in the online questionnaire, there was an opportunity to take part 

in an exercise to help people transition out of the study and manage any difficult 

feelings it may have brought up?  I am wondering if you would like me to guide you 

through a 5-minute exercise to signify this study coming to an end?   

What are your plans for the rest of the day/what can you do to take care of yourself?  

Thank you for taking part in this project which has been investigating the role of hair 

pulling rituals in trichotillomania.  Your contribution is very much appreciated.   
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Appendix 3D: Reflexivity: What do we bring to the data and why does that matter? 

 

What is reflexivity? 

“Reflexivity begins with an understanding of the importance of one’s own values and 

attitudes within the research process and this begins prior to entering the field. 

Reflexivity means taking a critical look inward - a reflection on one’s own lived reality 

and experiences, a self-reflection or journey. How does your own biography impact the 

research process? What shapes the questions you chose to study and your approach to 

studying them? How does the specific social, economic, and political context in which 

you reside impact the research process at all levels?” (Hess-Biber, 2007, p. 129).  

 

What do we bring? 

It is essential to think about the various ways your ‘position’ in society impacts the way 

you observe and perceive others in your daily life. What particular ‘values ‘or ‘biases’, if 

any, do you bring to and/or impose on your research?  

 

Why does it matter?  

Thinking about what your bring to the data is important in all elements of the research 

process from conception through to analysis, reporting and discussing you data/ 

findings. What you bring can influence the design, materials you choose to use as well 

as developing the questions you will ask during your data collection. It will also shape 

what you notice in terms of different aspects with the data and what you may zoom in 

on during the interview process (e.g. similarities or differences in experiences/ risks of 

overlooking aspects of the data). 

 

Please consider each of the following in relation to your research topic and makes 

notes for your personal reflection: 

 

Socio-demographic positioning’s (i.e. Marginality/ privilege, age, sex/ gender/ 

sexuality, race, class, ability etc.) 

 



 

203 

 

Personal background and life experiences (e.g. rural upbringing vs. the suburbs etc.) 

 

Research training and research experiences 

 

Political and ideological framework  (overt and implicit) 

 

Theoretical/epistemological/methodological assumptions 

 

Personal experiences of, and assumptions about, the topic you are researching 

.  
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Appendix 3F: Author Guidelines for Submission to Qualitative Health Research 

Qualitative Health Research This Journal is a member of the Committee on Publication 

Ethics This Journal recommends that authors follow the Recommendations for the 

Conduct, Reporting, Editing, and Publication of Scholarly Work in Medical Journals 

formulated by the International Committee of Medical Journal Editors (ICMJE).  

Please read the guidelines below then visit the Journal’s submission site 

https://mc.manuscriptcentral.com/qhr to upload your manuscript. Please note that 

manuscripts not conforming to these guidelines may be returned. Remember you can log 

in to the submission site at any time to check on the progress of your paper through the 

peer review process. Only manuscripts of sufficient quality that meet the aims and scope 

of Qualitative Health Research will be reviewed. There are no fees payable to submit or 

publish in this journal. As part of the submission process you will be required to warrant 

that you are submitting your original work, that you have the rights in the work, and that 

you have obtained and can supply all necessary permissions for the reproduction of any 

copyright works not owned by you, that you are submitting the work for first publication 

in the Journal and that it is not being considered for publication elsewhere and has not 

already been published elsewhere. Please see our guidelines on prior publication and 

note that Qualitative Health Research may accept submissions of papers that have been 

posted on pre-print servers; please alert the Editorial Office when submitting (contact 

details are at the end of these guidelines) and include the DOI for the preprint in the 

designated field in the manuscript submission system. Authors should not post an 

updated version of their paper on the preprint server while it is being peer reviewed for 

possible publication in the journal. If the article is accepted for publication, the author 

may re-use their work according to the journal's author archiving policy. If your paper is 

accepted, you must include a link on your preprint to the final version of your paper.  

1. What do we publish?  

1.1 Aims & Scope  

Before submitting your manuscript to Qualitative Health Research, please ensure you 

have read the Aims & Scope.  

https://mc.manuscriptcentral.com/qhr
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1.2 Article types  

Each issue of Qualitative Health Research provides readers with a wealth of information 

—, commentaries on conceptual, theoretical, methodological and ethical issues 

pertaining to qualitative inquiry as well as articles covering research, theory and 

methods.  

1.2.1 What types of articles will QHR accept?  

QHR asks authors to make their own decision regarding the fit of their article to the 

journal. Do not send query letters regarding article fit.  

• Read the Mission Statement on main QHR webpage.  

• Search the QHR journal for articles that address your topic. Do we publish in 

your area of expertise?  

• Ask these questions: Does it make a meaningful and strong contribution to 

qualitative health research literature? Is it original? Relevant? In depth? 

Insightful? Significant? Is it useful to reader and/or practitioner?  

• Note the sections: General articles, critical reviews, articles addressing 

qualitative methods, commentaries on conceptual, theoretical, methodological, 

and ethical issues pertaining to qualitative inquiry.  

• QHR accepts qualitative methods and qualitatively-driven mixed-methods, 

qualitative meta-analyses, and articles addressing all qualitative methods. • QHR 

is a multi-disciplinary journal and accepts articles written from a variety of 

perspectives including: cross-cultural health, family medicine, health 

psychology, health social work, medical anthropology, medical sociology, 

nursing, paediatric health, physical education, public health, and rehabilitation.  

• Articles in QHR provide an array of timely topics such as: experiencing illness, 

giving care, institutionalization, substance abuse, food, feeding and nutrition, 

living with disabilities, milestones and maturation, monitoring health, and 

children's perspectives on health and illness.  

• QHR does NOT publish pilot studies.  
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Look Out for These Regular Special Features  

Pearls, Pith and Provocation: This section fosters debate about significant issues, 

enhances communication of methodological advances and encourages the discussion of 

provocative ideas.  

Mixed Methods: This section includes qualitatively-driven mixed-methods research, and 

qualitative contributions to quantitative research.  

Advancing Qualitative Methods: Qualitative inquiry that has used qualitative methods in 

an innovative way.  

Evidence of Practice: Theoretical or empirical articles addressing research integration 

and the translation of qualitatively derived insights into clinical decision-making and 

health service policy planning.  

Ethics: Quandaries or issues that are particular to qualitative inquiry are discussed. 

Teaching Matters: Articles that promote and discuss issues related to the teaching of 

qualitative methods and methodology.  

1.3 Writing your paper  

The SAGE Author Gateway has some general advice and on how to get published, plus 

links to further resources.  

1.3.1 Make your article discoverable  

For information and guidance on how to make your article more discoverable, visit our 

Gateway page on How to Help Readers Find Your Article Online  

2. Editorial policies  

2.1 Peer review policy  

Qualitative Health Research strongly endorses the value and importance of peer review 

in scholarly journals publishing. All papers submitted to the journal will be subject to 

comment and external review. All manuscripts are initially reviewed by the Editors and 

only those papers that meet the scientific and editorial standards of the journal, and fit 
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within the aims and scope of the journal, will be sent for outside review. QHR adheres 

to a rigorous double-blind reviewing policy in which the identity of both the reviewer 

and author are always concealed from both parties. Ensure your manuscript does not 

contain any author identifying information. Please refer to the editorial on blinding 

found in the Nov 2014 issue: http://qhr.sagepub.com/content/24/11/1467.full. QHR 

maintains a transparent review system, meaning that all reviews, once received, are then 

forwarded to the author(s) as well as to ALL reviewers. Peer review takes an average of 

6–8 weeks, depending on reviewer response. As part of the submission process you may 

provide the names of peers who could be called upon to review your manuscript. 

Recommended reviewers should be experts in their fields and should be able to provide 

an objective assessment of the manuscript. Please be aware of any conflicts of interest 

when recommending reviewers. Examples of conflicts of interest include (but are not 

limited to) the below: 

• The reviewer should have no prior knowledge of your submission 

• The reviewer should not have recently collaborated with any of the authors 

• Reviewer nominees from the same institution as any of the authors are not 

permitted  

You will also be asked to nominate peers who you do not wish to review your 

manuscript (opposed reviewers). Please note that the Editors are not obliged to 

invite/reject any recommended/opposed reviewers to assess your manuscript.. 

Qualitative Health Research is committed to delivering high quality, fast peer-review 

for your paper, and as such has partnered with Publons. Publons is a third party service 

that seeks to track, verify and give credit for peer review. Reviewers for QHR can opt in 

to Publons in order to claim their reviews or have them automatically verified and added 

to their reviewer profile. Reviewers claiming credit for their review will be associated 

with the relevant journal, but the article name, reviewer’s decision and the content of 

their review is not published on the site. For more information visit the Publons website.  

The Editor or members of the Editorial Board may occasionally submit their own 

manuscripts for possible publication in the journal. In these cases, the peer review 

http://qhr.sagepub.com/content/24/11/1467.full
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process will be managed by alternative members of the Board and the submitting 

Editor/Board member will have no involvement in the decision-making process.  

2.2 Authorship  

Papers should only be submitted for consideration once consent is given by all 

contributing authors. Those submitting papers should carefully check that all those 

whose work contributed to the paper are acknowledged as contributing authors. The list 

of authors should include all those who can legitimately claim authorship. This is all 

those who:  

(i) Made a substantial contribution to the concept or design of the work; or 

acquisition, analysis or interpretation of data,  

(ii) Drafted the article or revised it critically for important intellectual content 

(iii) Approved the version to be published,  

(iv) Each author should have participated sufficiently in the work to take 

public responsibility for appropriate portions of the content.  

 

Authors should meet the conditions of all of the points above. When a large, multicentre 

group has conducted the work, the group should identify the individuals who accept 

direct responsibility for the manuscript. These individuals should fully meet the criteria 

for authorship. Acquisition of funding, collection of data, or general supervision of the 

research group alone does not constitute authorship, although all contributors who do 

not meet the criteria for authorship should be listed in the Acknowledgments section. 

Please refer to the International Committee of Medical Journal Editors (ICMJE) 

authorship guidelines for more information on authorship. 

2.3 Acknowledgements  

All contributors who do not meet the criteria for authorship should be listed in an 

Acknowledgements section. Examples of those who might be acknowledged include a 

person who provided purely technical help, or a department chair who provided only 

general support. Please do not upload or include the acknowledgments during the initial 
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submission and review. IF your article is going to be accepted, you will be instructed to 

“unblind” the manuscript, and then you may add this section to your document.  

2.3.1 Writing assistance  

Individuals who provided writing assistance, e.g. from a specialist communications 

company, do not qualify as authors and so should be included in the Acknowledgements 

section. Authors must disclose any writing assistance – including the individual’s name, 

company and level of input – and identify the entity that paid for this assistance. It is not 

necessary to disclose use of language polishing services.  

2.4 Funding  

Qualitative Health Research requires all authors to acknowledge their funding in a 

consistent fashion under a separate heading. Please visit the Funding 

Acknowledgements page on the SAGE Journal Author Gateway to confirm the format 

of the acknowledgment text in the event of funding, or state that: This research received 

no specific grant from any funding agency in the public, commercial, or not-for-profit 

sectors.  

2.5 Declaration of conflicting interests  

It is the policy of Qualitative Health Research to require a declaration of conflicting 

interests from all authors enabling a statement to be carried within the paginated pages 

of all published articles. Please ensure that a ‘Declaration of Conflicting Interests’ 

statement is included at the end of your manuscript, after any acknowledgements and 

prior to the references. If no conflict exists, please state that ‘The Author(s) declare(s) 

that there is no conflict of interest’. For guidance on conflict of interest statements, 

please see the ICMJE recommendations here  

2.6 Research ethics and patient consent  

Medical research involving human subjects must be conducted according to the World 

Medical Association Declaration of Helsinki Submitted manuscripts should conform to 

the ICMJE Recommendations for the Conduct, Reporting, Editing, and Publication of 

Scholarly Work in Medical Journals:  
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• All papers reporting animal and/or human studies must state in the methods 

section that the relevant Ethics Committee or Institutional Review Board 

provided (or waived) approval. Please ensure that you blinded the name and 

institution of the review committee until such time as your article has been 

accepted. The Editor will request authors to replace the name and add the 

approval number once the article review has been completed 

• For research articles, authors are also required to state in the methods section 

whether participants provided informed consent and whether the consent was 

written or verbal.  

 

Information on informed consent to report individual cases or case series should be 

included in the manuscript text. A statement is required regarding whether written 

informed consent for patient information and images to be published was provided by 

the patient(s) or a legally authorized representative. Please do not submit the patient’s 

actual written informed consent with your article, as this in itself breaches the patient’s 

confidentiality. The Journal requests that you confirm to us, in writing, that you have 

obtained written informed consent but the written consent itself should be held by the 

authors/investigators themselves, for example in a patient’s hospital record.  

 

Please also refer to the ICMJE Recommendations for the Protection of Research 

Participants  

 

2.7 Clinical trials  

Qualitative Health Research conforms to the ICMJE requirement that clinical trials are 

registered in a WHO approved public trials registry at or before the time of first patient 

enrolment as a condition of consideration for publication. The trial registry name and 

URL, and registration number must be included at the end of the abstract.  

 

2.8 Reporting guidelines  

The relevant EQUATOR Network reporting guidelines should be followed depending 

on the type of study. For example, all randomized controlled trials submitted for 
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publication should include a completed CONSORT flow chart as a cited figure and the 

completed CONSORT checklist should be uploaded with your submission as a 

supplementary file. Systematic reviews and meta-analyses should include the completed 

PRISMA flow chart as a cited figure and the completed PRISMA checklist should be 

uploaded with your submission as a supplementary file. The EQUATOR wizard can 

help you identify the appropriate guideline. Other resources can be found at NLM’s 

Research Reporting Guidelines and Initiatives  

 

2.9. Research Data  

At SAGE we are committed to facilitating openness, transparency and reproducibility of 

research. Where relevant, The Journal encourages authors to share their research data in 

a suitable public repository subject to ethical considerations and where data is included, 

to add a data accessibility statement in their manuscript file. Authors should also follow 

data citation principles. For more information please visit the SAGE Author Gateway, 

which includes information about SAGE’s partnership with the data repository Figshare.  

 

3. Publishing Policies  

 

3.1 Publication ethics  

SAGE is committed to upholding the integrity of the academic record. We encourage 

authors to refer to the Committee on Publication Ethics’ International Standards for 

Authors and view the Publication Ethics page on the SAGE Author Gateway  

3.1.1 Plagiarism  

Qualitative Health Research and SAGE take issues of copyright infringement, 

plagiarism or other breaches of best practice in publication very seriously. We seek to 

protect the rights of our authors and we always investigate claims of plagiarism or 

misuse of published articles. Equally, we seek to protect the reputation of the journal 

against malpractice. Submitted articles may be checked with duplication-checking 

software. Where an article, for example, is found to have plagiarized other work or 
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included third-party copyright material without permission or with insufficient 

acknowledgement, or where the authorship of the article is contested, we reserve the 

right to take action including, but not limited to: publishing an erratum or corrigendum 

(correction); retracting the article; taking up the matter with the head of department or 

dean of the author's institution and/or relevant academic bodies or societies; or taking 

appropriate legal action.  

3.1.2 Prior publication  

If material has been previously published it is not generally acceptable for publication in 

a SAGE journal. However, there are certain circumstances where previously published 

material can be considered for publication. Please refer to the guidance on the SAGE 

Author Gateway or if in doubt, contact the Editor at the address given below.  

3.2 Contributor’s publishing agreement  

Before publication, SAGE requires the author as the rights holder to sign a Journal 

Contributor’s Publishing Agreement. SAGE’s Journal Contributor’s Publishing 

Agreement is an exclusive licence agreement which means that the author retains 

copyright in the work but grants SAGE the sole and exclusive right and licence to 

publish for the full legal term of copyright. Exceptions may exist where an assignment 

of copyright is required or preferred by a proprietor other than SAGE. In this case 

copyright in the work will be assigned from the author to the society. For more 

information please visit the SAGE Author Gateway  

3.4 Open access and author archiving  

Qualitative Health Research offers optional open access publishing via the SAGE 

Choice programme. For more information please visit the SAGE Choice website. For 

information on funding body compliance, and depositing your article in repositories, 

please visit SAGE Publishing Policies on our Journal Author Gateway.  

4. Preparing your manuscript  

4.1 Article Format  
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(see previously published articles in QHR for style): 

• Title page: Title should be succinct; list all authors and their affiliation; 

keywords. Please upload the title page separately from the main document.  

• Blinding: Do not include any author identifying information in your manuscript, 

including author’s own citations. Do not include acknowledgements until your 

article is accepted and unblinded.  

• Abstract: Unstructured, 150 words. This should be the first page of the main 

manuscript, and it should be on its own page. 

• Length: QHR does not have a word or page count limit. Manuscripts should be 

as tight as possible, preferably less than 30 pages including references. Longer 

manuscripts, if exceptional, will be considered.  NB: when margins are lifted, 

the current project fits within this recommended limit. 

• Methods: QHR readership is sophisticated; excessive details not required.  

• Ethics: Include a statement of IRB approval and participant consent. Present 

demographics as a group, not listed as individuals. Do not link quotations to 

particular individuals unless essential (as in case studies) as this threatens 

anonymity.  

• Results: Rich and descriptive; theoretical; linked to practice if possible. • 

Discussion: Link your findings with research and theory in literature, including 

othergeographical areas and quantitative research.  

• References: APA format. Use pertinent references only. References should be on 

a separate page.  

Additional Editor’s Preferences: Please do not refer to your manuscript as a “paper;” 

you are submitting an “article.” The word “data” is plural.  

 

4.2 Word processing formats  

Preferred formats for the text and tables of your manuscript are Word DOC or PDF. 

The text should be double-spaced throughout with standard 1 inch margins (APA 

formatting). Text should be standard font (i.e., Times New Roman) 12 point.  
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4.3 Artwork, figures and other graphics  

• Figures: Should clarify text.  

• Include figures, charts, and tables created in MS Word in the main text rather 

than at the end of the document.  

• Figures, tables, and other files created outside of Word should be submitted 

separately. Indicate where table should be inserted within manuscript (i.e. 

INSERT TABLE 1 HERE).  

• Photographs: Should have permission to reprint and faces should be 

concealed using mosaic patches – unless permission has been given by the 

individual to use their identity. This permission must be forwarded to QHR’s 

Managing Editor.  

o TIFF, JPED, or common picture formats accepted. The preferred 

format for graphs and line art is EPS.  

o Resolution: Rasterized based files (i.e. with .tiff or .jpeg extension) 

require a resolution of at least 300 dpi (dots per inch). Line art should 

be supplied with a minimum resolution of 800 dpi. 

o Dimension: Check that the artworks supplied match or exceed the 

dimensions of the journal. Images cannot be scaled up after 

origination.  

• Figures supplied in color will appear in color online regardless of whether or 

not these illustrations are reproduced in color in the printed version. For 

specifically requested color reproduction in print, you will receive 
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Contributor ID. ORCID provides a unique and persistent digital identifier that 

distinguishes researchers from every other researcher, even those who share the same 

name, and, through integration in key research workflows such as manuscript and grant 

submission, supports automated linkages between researchers and their professional 

activities, ensuring that their work is recognized. The collection of ORCID IDs from 

corresponding authors is now part of the submission process of this journal. If you 

already have an ORCID ID you will be asked to associate that to your submission 

during the online submission process. We also strongly encourage all co-authors to link 

their ORCID ID to their accounts in our online peer review platforms. It takes seconds 

to do: click the link when prompted, sign into your ORCID account and our systems are 

automatically updated. Your ORCID ID will become part of your accepted publication’s 

metadata, making your work attributable to you and only you. Your ORCID ID is 

published with your article so that fellow researchers reading your work can link to your 
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Please also ensure that you have obtained any necessary permission from copyright 
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