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PREFACE 

 

 This doctoral portfolio consists of three elements: The Research Thesis, The Client 

Study and Process Report and the Publishable Paper. These three elements of the portfolio all 

reflect the process, therapeutic work, my interests and the training that I have undertaken to 

become a counselling psychologist. These elements of the portfolio also reflect the identity I 

have developed as a counselling psychologist and the continued evolvement of my identity, 

therapeutic approach and interest in the field of counselling psychology and in particular in 

clinical health psychology. The identity of the counselling psychologist is one that combines 

the researcher and the practitioner and the three components in this portfolio highlight these 

two adjacent roles and therefore reflect my journey as a counselling psychologist. While the 

three elements that make this portfolio are distinct pieces of work and highlight my personal 

and professional development, they also have underlying themes that bridge between them.  

The main theme which joins these components together is the study and exploration of 

the psychodermatology field within the field of counselling psychology. The field of 

psychodermatology strongly emphasises and focuses on the connection between the mind and 

the body which is a consistent and prominent theme within and across this portfolio. The theme 

of psychodermatolgy has been firmly explored within the field of counselling psychology and 

therefore from a counselling psychology lens and perspective.  

Another underlying theme is the psychological difficulties of managing the skin 

condition: Alopecia Areata (AA) and psychological therapy for people with AA. This theme is 

bridged across the components of the portfolio by addressing and reflecting on the issues 

presented for people with AA, from a holistic, biopsychosocial and counselling psychology 

view point, while also implementing and evaluating a psychological intervention for people 

with AA. This theme is prominent throughout the portfolio, by presenting and considering the 
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psychological and physical difficulties presented for people with AA and the impact and 

effectiveness of the psychological intervention on these presenting difficulties.  

 The final bridge that exists between all three components of this portfolio is the 

elements of therapeutic and reflective work as a counselling psychologist. These themes are 

the foundation and underpinning of this research and portfolio. The foundation of this portfolio 

and all three components are bridged together by the therapeutic work that has been presented, 

explored and evaluated within this portfolio. The therapeutic work as a counselling 

psychologist is a prominent theme within the portfolio due to the intervention that has been 

created, devised and implemented from a counselling psychology perspective. The 

effectiveness of the therapeutic work was investigated by the research project and the case 

study presented reflected upon the intervention within a counselling psychology perspective. 

The three components of this portfolio are each detailed below in further depth.  

Part A: The Research Project  

The research project presented in this portfolio investigated the effectiveness of a 

psychological intervention for people with AA. The study was implemented as a pilot study 

involving a randomised controlled trial. The psychological intervention that was offered in this 

trial incorporated Cognitive Behavioural Therapy (CBT) as the foundation therapeutic 

modality combined with the theories and approaches from Narrative Therapy and Mindfulness.  

The aim of the study was to establish whether there were found to be significant 

difference in psychological and physical symptoms associated with AA for people who 

received the intervention, compared to a waiting list control group. To investigate the 

psychological symptoms associated with AA, anxiety, depression, stress and quality of life 

were measured. For the physical symptoms, a scalp assessment, blood testing (thyroid 

functioning and Ferritin) and medical photography were implemented. The data was collected 

at the beginning of the trial and following the 12-week individual psychological intervention 
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or following a 12-week waiting period. The trial was a pilot study and therefore 15 participants 

took part in the study. The data was analysed using a mixed analysis of variance analysis to 

compare the two groups from the initial assessment and 12-week assessment.  

The findings of this research project revealed that the intervention group significantly 

improved in psychological measures of quality of life and depression in comparison to the 

control group who were found to worsen on these measures from the initial assessment to the 

12-week assessment. Additionally it was found that participants in the intervention group 

experienced significantly less hair loss compared to the participants in the control group who 

experienced significantly worsened hair loss. Lastly, participants in the intervention group 

reported significantly less distress experienced by the condition in comparison to the control 

group who experienced greater distress at the 12-week assessment.  

To the researchers’ knowledge, this research is the first randomised controlled trial to 

date to implement a psychological intervention for people with AA. Previous researchers have 

investigated the effectiveness of psychological interventions for people with a range of other 

similar psychodermatological conditions and found psychological and physical improvements 

(Lavda et al., 2012). This research extends the current literature, address a crucial gap in our 

knowledge, and has essential clinical implications and important considerations for future 

researchers.  

 

Part B: Combined Process Report and Case Study 

In this report I present my work with one client, Julie (all names have been anonymised 

for confidentiality purposes) who participated in the research trial presented in this portfolio. I 

worked with this client using the Integrative Cognitive Behavioural Therapy approach to 

support her with her skin condition of Alopecia Areata. Throughout this report I explore my 

challenges of working in a structured therapeutic approach and my dual role of a researcher 
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and psychologist within the research trial. The case study presents the intervention 

implemented within the research study and the practice of counselling psychology. This case 

study was chosen to demonstrate the challenges I experienced in the therapeutic work due to 

feeling that I was required to stick to a set agenda but also wanting to be flexible to allow for 

Julie’s reflections and explorations, which I felt were vital for Julie.  

During the chosen segment, we explore her difficulties of emotional expression and 

emotional regulation. This led to an important link with her communication and relationship 

with me which strongly linked to the challenges I experienced. I felt that this segment 

highlighted key challenges within the therapy and the project which felt meaningful to explore 

for my understanding and development within the project, for my relationship with Julie and 

for my development as a psychologist. This report also highlights the integrative approach 

implemented in the research project and the ways that Julie was supported by this integrative 

therapeutic modality.  

Part C: Publishable Paper  

This section of the portfolio is a publishable paper that has been written according to 

the guidelines for submission in the British Journal of Dermatology. This publishable paper 

provides a summary of the research project within this portfolio and presents the research 

findings, clinical implications and future research recommendations. The findings of the 

research project are considered crucial and necessary for expanding the research knowledge 

into the field of AA and psychodermatology. There are important clinical implications for the 

work conducted in dermatology and clinical health departments  
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ABSTRACT 

 

Background: Alopecia Areata (AA) is a stress related auto-immune condition. Majority of 

people with AA are found to experience anxiety, depression and an impact to their quality of 

life and are reported to have the highest suicide mortality rate amongst people with skin 

conditions. Due to the unknown causes of the condition, the design and efficacy of medical 

interventions are potentially impacted. However, to date, no randomised controlled trials have 

been implemented to evaluate psychological interventions for people with AA.  

Aims: This aim of this pilot research project was to investigate the effectiveness of an 

Integrative Cognitive Behavioural Therapy (ICBT) for people with AA. 

Method: 15 participants with AA were randomly allocated to receive 12-weeks of individual 

ICBT or a waiting list control group. Psychological and physical assessments were 

implemented at the beginning of the trial and after the 12-week intervention or waiting period.  

Results: Mixed analysis of variance tests were conducted to explore the effectiveness of the 

intervention. The findings revealed that quality of life and depressive symptoms improved 

significantly for participants in the treatment group in comparison to the control group from 

the initial assessment and 12-week assessment. The findings also revealed that participants in 

the intervention group presented significant improvements to the level of distress they 

experienced due to the condition. Lastly, participants in the intervention group were found to 

experience significantly less hair loss in comparison to those in the control group from the 

initial assessment and 12-week assessment.  

Discussion: The findings of this study provide important clinical implications for people with 

AA and other psychodermatological conditions. Larger scale studies are required to further 

investigate the impact of psychological interventions for people with AA. 
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CHAPTER 1: INTRODUCTION 

 

 

1.1. Overview 

Alopecia Areata (AA) is an auto-immune disorder that leads to non-scarring hair loss. 

Sufferers often present with distress and the condition is highly comorbid with a range of 

psychiatric disorders (Layegh, Arshadi, Shahriari, Pezeshkpour & Nahidi, 2010; Colon et at. 

1991; Ruiz-Doblado, Carrizosa & García-Hernández, 2003). The causes of AA are still greatly 

debated and remain unclear, hence impacting the effectiveness of treatment methods 

implemented, with medical treatments not reliably and significantly improving the condition 

(Delamere, Sladden, Dobbins, & Leonardi-Bee, 2008). Psychological interventions have been 

successfully employed alongside medical treatment in other chronic skin conditions such as 

psoriasis and atopic dermatitis (Lavda et al., 2012). However research on psychological 

interventions for AA have so far been scarce. This highlights the necessity to develop, 

implement and investigate the effectiveness of tailored psychological interventions for people 

with AA.  

The evidence base for the effectiveness of psychology interventions in the management 

of health conditions is limited. The following description of counselling psychology currently 

provided by the Society of Counselling Psychology (Division 17 of the American 

Psychological Association) states that:   

“Counselling psychology addresses the emotional, social, work, school and physical 

health concerns people may have at different stages in their lives, focusing on typical life 

stresses and more severe issues with which people may struggle as individuals and as a part of 
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families, groups and organizations. Counselling psychologists help people with physical, 

emotional and mental health issues improve their sense of well‐being, alleviate feelings of 

distress and resolve crises. They also provide assessment, diagnosis, and treatment of more 

severe psychological symptoms” (APA, 1996).  

Nevertheless, until the late 1980s counselling services were almost non-existent in 

primary healthcare settings (Foster, 2000). However, in the last decade, an increase to the 

presence of counselling psychologists working in locations such as hospitals and surgeries has 

been recorded (Jones Nielsen & Nicholas, 2016). Today the Society of Counselling Psychology 

(USA) explicitly seeks to integrate counselling psychology in health care:  

“The Health Psychology Section of APA Division 17 is dedicated to the science and 

practice of counselling psychology in health related contexts either through research with 

medical, rehabilitation, or related populations, direct service to individuals across their lifespan 

(e.g., prevention, adjustment to and recuperation from illness, healthy lifestyle changes, 

psychological concomitants of medical illnesses), teaching and training of graduate students or 

the education of other health care professionals, or involvement with health policy” (APA, 

1996).  

Despite this commitment, very few studies have trialled and tested counselling tailored 

interventions for the management of dermatological conditions (Lavda et al., 2012) and only 

one pilot study (Gallo et al., 2017) has applied a Mindfulness Based Stress Reduction (MBSR) 

intervention for the management of AA. Further research is required to address this gap in the 

literature by developing and testing psychological interventions for patients with AA.   

This chapter reviews the relevant theoretical models and research in the fields of 

counselling psychology, psychodermatology, and specifically on AA, with the aim of critically 

evaluating the strengths and weaknesses of current available treatments for the condition and 

identifying gaps.  
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1.1.1. The Biopsychosocial Model 

The Biopsychosocial Model presents the multimodal contributions of the biological, 

psychological and environmental factors that are associated with each other and jointly impact 

the development and maintenance of illnesses, and can aid or hamper the treatment of illnesses 

(Walker, Littlejohn, McMurray & Cutolo, 1999; Engel, 1977; George & Engel, 1980; 

Anagostopoulo, 2005). This model therefore offers a more inclusive approach for 

understanding health and illness. This perspective also emphasises the individual’s active role 

in the development of illness, while acknowledging the biological, psychological and social 

difficulties that individuals present.  

The biopsychosocial model has been particularly prominent within the field of 

psychodermatology, with research in the field emphasising the requirement for a 

biopsychosocial approach when treating people with skin conditions (Picardi & Pasquini, 

2007). Authors have also proposed that the development of services which combine medical 

and psychological consultation is mandatory for effective practice (Picardi & Pasquini, 2007). 

The biopsychosocial model highlights the need for a holistic approach to working with people 

with skin conditions which is indicated by the expansion of the literature advocating it in 

psychodermatology.    
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Figure 1.1: Biopsychosocial Model (Picardi & Pasquini, 2007) 

 

 

1.2. Psychodermatology 

Psychodermatology (also known as Psychoneurocutaneous Medicine) is the scientific 

field that covers all aspects that involve the connection between the mind and the skin and 

therefore bridges between the disciplines of psychology, psychiatry and dermatology 

(Jafferarny & França, 2016; Koo & Lebwohl, 2001). The skin is identified as the largest organ 

in the human body and therefore the most important connection between people and their 

environments (França & Jafferany, 2016). It has been recognised that due to this relationship 

between the individuals and the environment, the skin is highlighted to have a significant 

impact on personal appraisals and psychological wellbeing (Marhsall, Taylor & Bewley, 2016).  
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Within the field of psychodermatology, the patients’ presentations are defined by the 

following classifications: a) Psychophysiological disorders, b) Primary psychiatric disorders 

and c) Secondary psychiatric disorders (Koo & Lebwohl, 2001). Psychophysiological disorders 

are skin disorders (such as: alopecia, vitiligo, atopic dermatitis and psoriasis) that are triggered 

or maintained by stress. Primary psychiatric disorders are disorders whereby the skin disorder 

is primarily psychological and self-induced, such as: trichotillomania, dermatitis artefacts. 

Lastly, secondary psychiatric disorders are skin disorders that significantly impact an 

individual’s psychological wellbeing and have a substantial impact on their self-image, self-

esteem and quality of life such as alopecia areata, vitiligo, atopic dermatitis and psoriasis (Koo 

& Lebwohl, 2001).  

 

 

1.3. Psychodermatology: Research Trends 

The field of psychodermatology is considered to be a relvatively new field of medicine 

that has expanded significantly in the last decade (Jafferarny & França, 2016). The expansion 

of the field has occurred with the recognition that best outcomes are reported for patients with 

psychodermatological conditions when receiving multidiscplinary and psychological 

interventions (Locala, 2009; Marshall, Taylor & Bewley, 2006). This highlights the strong 

relationship between the mind and the body.      

 Research in the field of psychodermatology was reported to be primarily conducted in 

the form of observational research but in the last decade, the research has changed to 

implementing clinical trials (Marshall, Taylor & Bewley, 2016). An extensive review was 

conducted by Jafferany (2007) into the empirical research in psychodermatology (covering 

papers published between 1951 and 2004). It examined the psychological difficulties and 
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psychiatric disorders common in people with skin conditions. The review also explored the 

efficacy of the psychological and psychotropic treatment interventions offered to patients for 

their presenting psychiatric disorders (Jafferany, 2007). The results revealed that psychotropic 

and dermatological medication have been the main treatment interventions offered to patients 

to patients with dermatological conditions. The authors concluded that the most effective 

interventions for patients with dermatological conditions, are those that support the medical 

and psychosocial difficulties, simultaneously. The authors also emphasized that psychological 

interventions may be important to implement alongside medical interventions for people with 

skin conditions, and that the connection between the mind and the body has been undervalued 

(Jafferany, 2007).  

In the past two decades, the field of psychodermatology has seen a significant increase 

to research conducted and implemented (Jafferany, Ferreira & Patel, 2020). The expansion can 

be explained by the growing evidence on the relationship between psychological distress, stress 

and skin disorders, as well as the empirical evidence on the positive outcomes of psychological 

interventions implemented in this patient group (River, 2013). River (2013) argues that the 

clinical evidence on the relationship between the psychological disorders and skin conditions 

is undeniable, and can impact the development of disorders as well as treatment outcomes. The 

recent increase has been supported through a recent call by the Association of 

Psychoneurocutaneous Medicine of North American to promote further awareness and 

education into the field of psychodermatology (Jafferany & França, 2016). Nevertheless, 

research into psychological interventions is still limited and a greater emphasis is still placed 

on psychopharmacological interventions to support psychiatric difficulties rather than 

psychological interventions (Jafferany, 2007; Hunt & McHale, 2007; River, 2013). It can be 

proposed that the reason that psychopharmacological interventions were considered and 
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implemented more frequently than psychological interventions may be due to the emphasis on 

medical interventions provided within the field of dermatology.  

 With the expansion of the field, the type of skin conditions that are given attention to 

and researched in psychodermatology have also expanded. Psychodermatology research into 

psoriasis, acne and atopic dermatitis has seen an increase (Lavda, Webb & Thompson, 2012), 

while AA has been given limited attention in psychodermatology.  

 

 

1.4. Psychodermatology: Impact of Stress 

Stress is defined as psychological pressure or threat that interferes with the regular 

maintenance of an organism (França & Jafferany, 2016). The Transactional Model of Stress 

and Coping (Lazarus & Folkman, 1984) has extended this definition by explaining that stress 

occurs as a result of exposure to a particular demand, and that the experience of stress occurs 

when an individual perceives that the demands of the environment exceed their capacities or 

resources to meet these demands. Lazarus and Folkman (1994) clarify that whether the 

individual perceives the demand as a stressor, and whether stress response occurs is dependent 

upon cognitive appraisals.  Cognitive appraisal refers to the stage whereby the individual 

identifies and evaluates a demand as one that is potentially a threat, and assesses their ability 

to manage it (Lazarus & Folkman, 1984). Stress emerges when an individual considers that the 

demand is indeed a threat and that they do not have the resources to meet the demand. Once 

stress emerges, the individual engages with coping behaviours. Coping refers to the cognitive 

and behavioural strategies that an individual implements to manage the demands as well as the 

stress that is felt (Lazarus & Folkman, 1984). However, there are significant individual 

differences in the ways that individuals cope with stressors and stress that may considerably 
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impact their physical health and psychological wellbeing (Picardi et al., 2000; França & 

Jafferany, 2016).  

Evolutionarily, human beings have developed the ability to protect themselves from 

threat, and therefore needed to respond effectively to threat in order to survive. This is referred 

to as the “fight or flight” response (Lovallo, 2005; 2015). The fight or flight response is a short-

term acute physiological response to stress which signals to the person that they need to protect 

themselves from the threat that they are facing (Lovallo, 2005; LeDoux, 1994; 1998). This 

psychological stress responses releases stress hormones in the body including norepinephrine 

and epinephrine (Lovallo, 2005; 2015). The hormonal responses to stress in the body then 

activates the Hypothalamic Pituitary Axis (HPA) system (Oxington, 2005) which triggers the 

pituitary gland and adrenal gland through the secretion of adrenocorticotropic hormone 

(ACTH) and cortisol (Oxington, 2005). The effect of acute stress and the physiological 

responses can then lead to physical responses and indicators of stress in the body such as heart 

racing and shortness of breath (Harari & Legge, 2001). Acute stress is found to impact the 

immune system by activating immune mediators to support and protect the individual during 

the ‘fight or flight’ response (McEwen, 2017).  Once the episode of acute stress has ended, 

balance is restored both psychologically and physically through a recovery stage. However, 

acute stress differs significantly from chronic stress. When an individual experiences chronic 

stress, this can have a long term significant impact on the central nervous system, the immune 

system and the hippocampus (Oxington, 2005). In comparison to the impact of acute stress on 

the body which focuses on protection of the body, chronic exposure to the same stressor over 

an extended period of time has the opposite impact on the body (McEwen, 2017). Researchers 

have found that the over-stimulation of the HPA can lead to greater vulnerability to 

autoimmune conditions, since the secretion of cortisol suppresses the function of the immune 

system (Buford & Willoughby, 2008). Ample research into the impact of chronic stress on the 
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immune system supports these findings (Glaser & Kiecolt-Glaser, 2005). Research has found 

that individuals who were chronically stressed experienced weaker immune system function, 

greater vulnerability to illnesses and exacerbated existing health conditions, in comparison to 

those who were not experiencing stress (Glaser & Kiecolt-Glaser, 2005; Kiecolt-Glaser, 

McGuire, Robles, & Glaser, 2002; Segerstrom & Miller, 2004).  

A related field of study is psychoneuroimmunology, which explores the relationship 

between the immune system, psychological stress, behaviours, neurological brain chemistry 

and medical conditions (DeKeyser, 2003; Zachariae, 2009). The field focuses on the impact of 

stress on the immune system and the effect this has on people’s overall health and 

psychological wellbeing (DeKeyser, 2003; Goodkin & Visser, 2008). Research has been 

conducted to explore the impact of acute stress on the immune system and biological 

irregularities and found that Post Traumatic Stress Disorder (PTSD) was associated with 

cardiovascular conditions, psychiatric disorders and inflammatory illnesses (Wong, 2002). 

These findings are also supported by research on high comorbidity between autoimmune 

conditions, inflammatory illnesses and PTSD (Neigh & Ali, 2016). These studies highlight the 

impact of stress on the immune system and autoimmune conditions.  

While it is clear that stress can impact the immune system and trigger chronic health 

conditions, stress can also maintain and exacerbate chronic health and skin conditions 

(Alsamaeai & Aljubori, 2010). Research has been conducted into stress experienced by people 

with skin conditions and the findings revealed that individuals with Alopecia and other skin 

conditions experienced significantly more stressful events, family problems and personal 

problems in comparison to individuals without skin conditions (Manolache & Benea, 2007).  

 Further research provided supporting evidence for the role of stress in the exacerbation 

of skin conditions (Brajac, Tkalcic, Dragojevic & Gruber, 2003; Gupta & Gupta, 2003). 

Researchers concluded that trait-anxiety and stress may impact the onset and worsening of skin 
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conditions such as psoriasis and AA (Brajac et al., 2003; Gupta & Gupta, 2003). However, the 

authors also identified significant individual differences in how people cope with skin 

conditions which strengthen the associated between stress and skin conditions (Gupta & Gupta, 

2003). This suggests that stress significantly contributes to the triggering and maintenance of 

skin conditions, and the authors therefore argue that psychological interventions should be 

implemented to support patients with skin conditions (Brajac et al., 2003; Gupta & Gupta, 

2003).  

 

 

1.5. Coping with Chronic Skin Conditions 

Individuals living with chronic skin conditions have been found to report high levels of 

psychological distress, reduced quality of life and higher levels of anxiety, depression and 

suicidality rates (Sampogna, Taboli & Abeni, 2013; Liu, King & Craiglow, 2016; Rencz et al., 

2016; Davis & Callender, 2018; Tuckman, 2017). Authors have argued that individuals living 

with skin conditions require the development of cognitive and behavioural mechanisms to cope 

with the continuous stress that occurs due to the chronic skin condition (Walker & 

Papadopoulos, 2005).  

While the psychological difficulties associated with skin conditions are significant, the 

literature reports on a range of other stressors that accompany these difficulties including 

physical difficulties, the management of undergoing treatment interventions and their 

associated side effects (Sampogna et al., 2013; Liu et al., 2016; Rencz et al., 2016; Davis & 

Callender, 2018; Tuckman, 2017; Walker & Papadopoulos, 2005).  

Coping has been defined as cognitive and behavioural actions that individuals engage 

with in order to manage the demands presented to them, as well as moderate the stress that they 

are experiencing, when the demands are perceived as exceeding the means that they possess 
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(Lazarus & Folkman, 1984; Walker & Papadopoulos, 2005). Research has found that 

individuals with skin conditions vary in their ability to implement adaptive coping strategies, 

and these in turn impact their presentations of anxiety, depression, stress and quality of life 

(Scharloo et al., 2000).  

Researchers have proposed that coping with skin conditions can be impacted by the 

condition type, condition severity, the treatment, predisposing factors, social factors and 

cognitive and behavioural factors (Walker & Papadopoulos, 2005). 

 

1.5.1. Cognitive and Behavioural Factors  

The cognitive and behavioural factors that contribute to the individual differences in 

the coping and management of skin conditions are important to consider. These factors address 

the impact of illness perception and therefore the implementation of helpful coping 

mechanisms. Coping has been emphasised to depend on the appraisal of the circumstances that 

the person is facing and their capacity to manage them (Lazarus & Folkman, 1984). Coping 

behaviours can be broadly split into two types: a) problem-solving strategies or b) emotion-

focused strategies (Lazarus & Folkman, 1984).  

Problem-solving strategies include behaviours that aim to modify aspects of the 

situation that are in one’s control (Lazarus & Folkman, 1984; Thompson & Kent, 2001). 

Examples of problem-solving strategies may be seeking medical guidance, using medications, 

positive social interactions, educating others and managing situations in an assertive manner. 

Emotion-focused strategies are often used when individuals consider that the situation is not in 

their control and the strategies implemented are used to support the emotional impact of the 

circumstances presented. It involves attempts to reduce the emotional impact of the stress 

through the use of emotional strategies such as avoidance and isolating themselves (Walker & 

Papadopoulos, 2005; Lazarus & Folkman, 1984; Thompson & Kent, 2001). These different 
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coping strategies emphasise the role and helpfulness of the cognitive and behavioural factors 

to the adjustment and coping of skin conditions. Authors have described that emotional coping 

strategies may be perceived has helpful in the short term but may be problematic in the long 

term. For example, concealing the condition may enable the person to continue with everyday 

activities and therefore may be helpful in the short term, however, these behaviours do not 

enable the individual to develop new coping mechanisms, and challenge unhelpful beliefs 

(Walker & Papadopoulos, 2005). Assertive problem solving behaviours are those that are more 

proactive and challenging for the individual, and therefore support changes to their thought 

process, behaviours, perception and enable the individual to develop further helpful strategies 

(Walker & Papadopoulos, 2005).  

These adaptive or maladaptive approaches to coping have significantly different 

outcomes for people with skin conditions. When individuals tend to approach and confront the 

problem as it arises, this tends to be associated with better psychological coping and 

management (Krohne, 1993). Researchers have found that individuals with dermatological 

conditions who engaged in more helpful coping and confronting strategies were prescribed 

fewer treatments and had lower anxiety and depression scores (Scharloo et al., 2000). Further 

research into distress and coping strategies for people with skin conditions found that increases 

in anxiety and depression was associated with less adaptive coping mechanisms (Mazzotti et 

al., 2012). Illness appraisal and coping abilities are therefore emphasised as crucial for 

supporting the management of skin conditions and for psychological wellbeing.  

Another cognitive factor that has been found to contribute to the individual differences 

in the coping and management of skin conditions is alexithymia. Alexithymia is defined as the 

difficulty in emotional recognition and expression (Walker & Papadopoulos, 2005; Willemsen, 

Roseeuw & Vanderlinden, 2008). It has been found that individuals with skin conditions have 

increased levels of alexithymia (Picardi et al., 2003; Fortune et al., 2002). Research has also 
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shown that people with chronic skin conditions and high levels of alexithymia scored highly 

on measures of anxiety (Fortune et al., 2002). The literature presented emphasises the 

association between emotional difficulties, psychological difficulties and coping with skin 

conditions.  

 

1.5.2.    Illness Severity and Treatment 

The severity of the skin condition is an important consideration with regards to the 

impact and management of skin conditions. Researchers have found that psychological 

difficulties are strongly associated with the severity of the skin conditions (Sampogna, Tabolli 

& Abeni, 2007; Choi & Koo, 2003).  

Interestingly, findings suggest that when the severity of the skin condition improved, 

individuals reported no changes to their experiences of anxiety, stress and low mood (Fortune 

et al., 2002). Gupta, Long & Tillman (1999) also reported that some patients who experienced 

improvements to their skin conditions, reported worsened or similar scores on their perceived 

disability arising from the skin condition. However, the studies reported by Fortune et al. 

(2002) and Gupta, Long & Tillman (1999) were both conducted in people with psoriasis 

undergoing phototherapy which may have impacted these results. Phototherapy is a treatment 

choice for people suffering with psoriasis, with similarities to sunlight, phototherapy is used to 

normalise melatonin levels and treat the physical symptoms of psoriasis (Torales et al., 2020). 

Phototherapy can have significant unpleasant short term side effects such as painful 

inflammation, reddened skin, dry skin, blistering and increased experience of herpes simplex 

infections (Coelho & Apetato, 2016). Therefore, while the severity of the condition may 

improve from this treatment, the experience of the treatment’s side effects may also contribute 

to individuals’ experience of psychological distress and therefore their management and coping 

of the condition.  
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Research has been conducted into people suffering with AA and other types of hair loss 

and the impact of the severity of hair loss on their quality of life was investigated (Reid et al., 

2012). The authors concluded that patients rated their hair loss as worse than the dermatologists 

did, and that the severity of the patients’ hair loss was strongly associated with their reported 

quality of life, rather than the dermatologists’ rating of hair loss. This research adds important 

clinical understanding to the literature by suggesting that the perceived severity of the hair loss 

was strongly related to the impact on patients’ quality of life. Additionally, a gap was detected 

between the patients’ hair loss assessment and the dermatologists. This links with the stress 

models reviewed earlier, suggesting that appraisals of severity can influence patients’ stress 

levels, impacting their quality of life as well as their coping capacities. This research supports 

the relationship between appraisals of clinical severity and presented psychological difficulties. 

 

1.5.3.   Predisposing factors  

Several predisposing factors have been reported to impact patients’ capacity to manage 

and cope with skin conditions. Researchers have found that people with skin conditions who 

reported higher distress levels, and greater impact of the condition on their quality of life, also 

showed attachment avoidance style and attachment anxiety (Krasushka & Lavda, 2018). 

Insecure attachment styles were found to be associated with greater impact of the condition on 

the quality of life for people with atopic dermatitis and AA (Rabung et al., 2004; Dieris-Hirsche 

et al., 2012; Schmidt, 2013). The attachment style presented by people with a variety of skin 

conditions including AA, in particular, high attachment avoidance and high attachment anxiety 

has been linked to psychological distress, reduced quality of life, poor management of the 

condition, and maladaptive coping strategies (Walker & Papadopoilos, 2005; Schmidt et al., 

2002; Krasuska & Lavda, 2018; Picardi et al., 2003).  
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Individuals with skin conditions have also been identified and reported to experience 

frequent feelings of shame which have been reported to significantly impact self-esteem and 

body image, and the quality of intimate relationships (Jowett & Ryan 1985; Rzepa et al., 2013; 

Lahousen et al., 2016). It has been suggested that shame is a predisposing factor that is 

associated with early relationships, and cognitive processes developed by early experiences 

regarding self-esteem and an individuals’ perception of acceptance from others (Walker & 

Papadopoilos, 2005). 

 

1.5.4.    Social factors  

The management and coping with a skin conditions has been can be significantly 

impacted by social factors (Thompson & Kent, 2001; Walker & Papadopoilos, 2005). Social 

support has been described as the feeling and belief that one is cared for and valued by those 

around them (Cobb, 1976; Thompson & Kent, 2001). Social support may therefore contribute 

to an individual perceiving themselves as socially accepted by those around them (Thompson 

& Kent, 2001). The availability of social support is considered crucial for psychological 

wellbeing, especially when coping with an illness, as it facilitates better compliance with 

treatment, increased self-care and health promoting behaviours, faster recovery, enhanced 

quality of life, and even better survival rates in patients with life threatening illnesses (Holt-

Lunstad & Uchino, 2015). 

Research has reported that fewer psychological difficulties were found in patients with 

skin conditions who had higher levels of family support (Kalick et al., 1981). It is suggested 

that the relationship between social support and coping with the skin conditions can be 

explained by the sense of acceptance which individuals gain from their close relationships, 

which in turn supports their self-acceptance and self-esteem (Argyle, 1988; Thompson & Kent, 
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2001). Research also reported that poor social support increases the susceptibility of the onset 

and exacerbation of skin conditions (Picardi et al., 2005; 2003).  

Researchers have explored the significant psychological difficulties associated for 

people with skin conditions and reported that these impact patients’ psychological distress, 

physical impairments, social interactions and therefore on their quality of life (Rapp, Cottrell 

& Leary, 2001). Rapp et al., (2001) conducted a study into the social coping mechanisms 

implemented by people with psoriasis and the impact this has on their quality of life. The 

authors found that patients with psoriasis implemented strategies such as: covering the 

condition, avoiding social interactions, and discussing the condition with others around them. 

The patients who implement these coping mechanisms reported a greater negative impact of 

the condition on their quality of life. However, individuals who educated others around them 

about the condition were found to have less negative impact on their quality of life (Rapp et 

al., 2001). The authors concluded that social factors relating to the condition are strongly 

associated to the individuals’ quality of life and management of the condition.  

 

 

1.6. Theoretical frameworks: Psychodermatology 

While the field of psychodermatology strongly emphasizes stress as a trigger that can 

lead to the development and maintenance of skin conditions, it is important to acknowledge 

that individuals who experience stress do not all develop skin conditions, and those that do 

suffer with skin conditions experience their conditions in a range of manifestations and 

severities. It is therefore helpful to consider theoretical models that support the understanding 

into individual differences of the experience of skin conditions.   

 



32 
 

1.6.1.    Diathesis stress model  

The Diathesis Stress Model (DSM) is the theoretical framework that highlights the 

combined impact of stress and a genetic predisposition on the development of health conditions 

(Walker & Papadopoulos, 2005). When this model is considered with regards to skin 

conditions, authors propose that people with skin conditions have an inherited weak organ (the 

skin), which leads to the vulnerability to psychological and biological difficulties. This 

response occurs in an automatic nature and the effects are directed towards the weak organ 

(Walker & Papadopoulos, 2005). 

While the predisposition is considered a strong predictor of the emergence of skin 

conditions, another factor that is considered vital in the explanation of the onset of skin 

conditions is stress. The DSM highlights the interaction between the genetic predisposition and 

stress that can bring about the onset and development of skin conditions (Walker & 

Papadopoulos, 2005). 

The DSM is a prominent model within the field of psychodermatology due to the 

acknowledgement that the onset of skin conditions occurs due to the interaction between 

psychological and physical vulnerabilities. This highlights the important role of the 

psychological and physical underlying difficulties for people with skin conditions and is 

therefore a crucial theoretical framework underpinning research that is being implemented 

within the field of psychodermatology, to understand the onset and joint collaboration of the 

physical and psychological dispositions that develop skin conditions.  

  

1.6.2.   The Health Locus of Evaluation 

 The Health Locus of Control has been an important model to consider in 

psychodermatology as this highlights the active role of the individual, and the impact of their 
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beliefs on their behaviours. The ‘health locus of control’ concept (Rotter, 1954; Kassianos, 

Symeou & Ioannou, 2016; Wallston, Strudler Wallston & DeVellis, 1978) suggests that 

people’s beliefs regarding how much control they have in their own lives matters greatly in the 

health domain.  People with internal locus of control believe that they have significant control 

over their lives, while people with external locus of control believe they hold little control over 

their lives, and hence they believe that their lives are controlled by outside factors (such as 

other people, circumstances, God or luck).  

The theoretical framework suggests that individuals with skin conditions may 

experience psychological distress to differing degrees due to their locus of control. The locus 

of control is linked with their beliefs regarding their capacity to manage and impact their 

medical condition. Patients with an external health locus of control may believe that they hold 

less control over their health, while those with an internal locus of control may hold an opposite 

belief. 

This theoretical framework is particularly helpful within the field of 

psychodermatology, due to the consideration that people experiencing skin conditions and 

therefore psychological distress, may have a more externalized locus of control. Drawing on 

counselling psychology principles applied within the field of psychodermatology, research and 

interventions implemented for people with skin conditions should promote the development of 

an internal locus of control, by promoting a greater understanding into health related 

behaviours, and the connection between the mind and body.  

 

1.6.3.     The Self-Regulatory Model of Illness Behaviour 

The self-regulatory model of illness behavoiour (SRM) (Leventhal, Meyer & Nerenz, 

1980) highlights the active role of the individual and the impact of their illness perception on 
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their coping behaviours. The SRM model contends that there are three stages that contribute to 

a problem solving process: 1) interpretation of the problem and illness 2) coping and managing 

the problem and 3) appraisal that involves considering the effectiveness of the coping 

mechanisms implemented. These three stages are explained to occur in a cycle, and are 

maintained until the individual perceives that their strategies have been successful.  

The first stage of interpretation of the health condition refers to two internal processes 

that impact the interpretation: symptom perceptions and social perceptions. Symptom 

perceptions refer to the ways in which an individual interprets their symptoms, which can be 

influenced by a range of psychological experiences, thoughts and expectations. The social 

perceptions refer to how certain health conditions are considered socially which impact the 

person’s interpretations of health problems, and how the individual perceives their conditions.  

These interpretations of the health condition then impact coping and condition 

management behaviours, and the appraisal refers to how effective the individual perceives the 

coping mechanisms. If the person does not perceive these mechanisms as effective, the cycle 

of this model continues until the individual feels they have reached a state of equilibrium and 

successful self-regulation.  

Within the field of psychodermatology, the SRM highlights the prominent role of the 

individual and the impact of individuals’ perspective and evaluation of their skin condition and 

ongoing coping mechanisms. The model firmly underpins research and interventions within 

the field of psychodermatology, due to placing a focus on the role of the person’s perception 

and psychological state regarding their skin condition and coping mechanisms. This model is 

important to consider within the field of psychodermatology due to the individual differences 

presented in how people cope with skin conditions and therefore the different ways individuals 

may cope to psychological and physical interventions implemented within psychodermatology. 



35 
 

The theoretical perspectives presented above, each lend themselves to the research, 

interventions and therefore wider field of psychodermatology. While each of the theoretical 

perspectives highlight important contributions regarding individual differences when coping 

with skin conditions, a particularly strong theoretical perspective has been the DSM. The joint 

contributions of the biological and psychological contributions to the onset of a skin condition 

are crucial to acknowledge within the field of psychodermatology particularly when 

implementing research and interventions within this field.  

 

 

1.7. Theoretical Frameworks: Counselling Psychology 

Counselling psychology theories and therapeutic modalities have provided important 

contributions to the field of psychodermatology. The theories and therapeutic modalities 

presented below can explain the individual differences in the physical, psychological, social 

and emotional experiences of patients with skin conditions. They also provide a framework for 

psychological interventions which may support patients with skin conditions.  

Counselling psychology is a wide psychological field that encompasses the following 

three key psychological modalities: person-centered, psychodynamic and cognitive and 

behavioural approaches (Orlans & Scroyoc, 2008). When considering individual differences in 

coping and management of skin conditions, within the field of psychodermatology, the person-

centred approach and the cognitive and behavioural approach have been central. Furthermore, 

third wave interventions incorporating mindfulness and narrative therapy have also been 

explored in the literature. The three modalities are therefore examined below. 
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1.7.1.     Person-Centered Theory 

The Person-Centered theoretical framework and therapeutic modality within 

counselling psychology highlights the contributions of an individuals’ external and internal 

locus of evaluation in the experience of psychological difficulties and psychological wellbeing 

(Rogers, 1959). According to the person-centered theoretical underpinning, individuals who 

experience greater psychological difficulties tend to have a more externalized locus of 

evaluation (Rogers, 1959). An external locus of evaluation describes an individual who 

perceives their self-worth and self-evaluation as dependent on others around them (Mearns, 

Thorne & McLeod, 2013). An internalized locus of evaluation describes an individual to 

perceive their self-worth and evaluation of themselves as based on their own views and 

judgements rather than dependent on others around them (Mearns et al., 2013). Therefore, 

patients who are experiencing greater psychological difficulties with regards to their skin 

condition, may be experiencing these difficulties due to their external locus of evaluation. The 

person-centered therapeutic modality emphasizes the role of the therapist in helping patients 

develop a deep relationship between themselves and the client. This type of relational depth 

can support the individual in developing a more internalized locus of evaluation (Mearns & 

Cooper, 2005). To develop this type of therapeutic relationship, the person-centered approach 

highlights three key qualities that the therapist requires: empathy, unconditional positive regard 

and congruence (Mearns et al., 2013; Rogers, 1959).   

The therapeutic relationship is emphasised by all therapeutic modalities as a key and 

crucial element for all successful therapeutic outcomes (Paul & Charura, 2014). The person-

centered approach is a foundational approach in counselling psychology and therefore an 

underpinning approach in the field of Psychodermatology. When conducting research and 

interventions within the field of psychodermatology, it is crucial to focus on and consider the 

individual differences presented by the participants and their locus of evaluation. Therefore 



37 
 

emphasis should be placed on the relationship between the therapist and the individual to 

promote successful treatment outcomes.  

 

1.7.2.     Cognitive Behavioural Therapy 

Behavioural Therapy is considered to be ‘first wave’ of psychological therapy, while 

the ‘second wave’ refers to the merging of cognitive therapy and behavioural therapy which 

formed Cognitive Behavioural Therapy (CBT) (Greenberger & Padesky, 1995; Beck, 1967). 

CBT consider that individuals’ thoughts, behavioural, emotional and physical responses and 

behaviours are vital in understanding and supporting people with psychophysical conditions 

and psychiatric disorders (Greenberger & Padesky, 1995; Beck, 1967). CBT has been 

extensively researched for people with health conditions and other psychiatric difficulties and 

has been found to have significant effects and benefits (Lavda et al., 2012; Roth & Fongay 

2006). This therapeutic modality empathises supporting the individual with difficult thoughts, 

feelings, behaviours and physical experiences, which tend to interact and worsen psychological 

distress. The patient is encouraged to challenge maladaptive thoughts, and moderate behaviours 

and physical experiences to decrease the psychological distress and unhelpful negative cycles 

(Greenberger & Padesky, 1995; Beck, 1967). 

The CBT theoretical framework is considered to be consistent with the medical model 

and approach, due to the joint emphasis and focus on symptoms presented and symptom 

reduction (Hofmann et al., 2012). Therefore the CBT framework forms an important theoretical 

underpinning in the field of psychodermatology. CBT demonstrates that an individuals’ 

thought processes with regards to their skin condition has an impact on their emotions, 

behaviours, and therefore on the skin condition. These cognitions and emotions also affect 

other physical symptoms of stress which as noted earlier can trigger or maintain skin conditions 

(Greenberger & Padesky, 1995; Beck, 1967). The model presented in Figure 1.2 shows the 
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CBT model and the relationship between the thoughts, feelings, behaviours and physiological 

experiences. 

 

 

 

 

 

 

 

 

 

 

 

       Figure 1.2: Cognitive Behavioural Therapy Model (Beck, 1967) 

 

 

1.7.3.    CBT, Narrative Therapy and Mindfulness 

In the past decade, a ‘third wave’ of therapeutic modalities was developed which refers 

to psychological interventions that are seen as either new interventions or additions to CBT 

(Hayes, 2004; Ost, 2008). Mindfulness is considered a third wave intervention and is described 

as focusing one’s attention in the present moment in a non-judgemental manner. It aims to raise 

people’s awareness to their experiences, cognitions, emotions and bodily experiences, and 

teach them to break away from automatic maladaptive cognitive and behavioural patterns, by 
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staying present and learning to accept their experiences (Kabat-Zinn et al., 1998; Shapiro, 

Schwartz & Bonner, 1998; Segal, Williams & Teasdale, 2002). The principles of mindfulness 

as implemented within psychodermatology suggests that psychological difficulties occur in 

individuals with skin condition, due to the lack of awareness of one’s bodily experiences, 

cognitions and emotions, the triggering of automatic negative thought patterns, and difficulty 

in accepting their condition. These in turn generate additional stress and other psychological 

reactions that exacerbate the physical manifestation of their illness (Kabat-Zinn et al., 1998).  

When considering interventions implemented for people with chronic health 

conditions, the effectiveness of third wave mindfulness interventions have shown promising 

results (Qureshi et al., 2019; Khoo et al., 2019). A systematic review and meta-analysis was 

conducted to compare mindfulness- based interventions with CBT for people with chronic pain 

(Khoo et al., 2019). The authors concluded that there were no significant differences between 

the mindfulness intervention and the CBT intervention for chronic pain, and both have shown 

to be effective in reducing pain (Khoo et al., 2019). Other reviews have shown significant 

effects of mindfulness interventions for people with chronic physical health conditions such 

as: Irritable Bowel Syndrome (IBS), asthma, fibromyalgia, Tourette syndrome, tic disorder, 

tinnitus, pain, somatic conditions, insomnia and Multiple Sclerosis (MS) (Reese et al., 2015; 

Toivonen, Zernicke & Carlson, 2017; Simpson et al., 2014). MS is particularly similar to AA 

as it is also considered an auto-immune condition and is therefore is caused by the immune 

system attacking the brain and nerves in the body, which leads to symptoms such as blurred 

vision and mobility issues. Due to the similarities between these physical health conditions and 

AA, similar improvements could be expected in the application of both CBT and mindfulness.  

Another third wave theory and therapeutic approach that has been previously and 

successfully implemented for people with chronic health conditions is the Narrative approach 

(Ncube, 2006; Denborough, 2008). Narrative theory considers that individuals’ personal 
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narratives and stories are central to individuals’ experience of psychological distress (White, 

2007; White and Epston, 1990). The narrative theoretical approach suggest that people develop 

life narratives that define and give meaning to their experiences, difficulties and identifies 

(White, 2007; White and Epston, 1990). Within this theoretical framework, psychological 

difficulties are viewed as a construct of an individual’s life story. Narrative therapy is a 

therapeutic modality that aims to direct the client’s focus from their psychological deficits to 

their strengths, abilities and skills, to support clients to develop more meaningful and 

empowering life stories (Lopes et al., 2014; Angus & McLeod, 2004). Narrative therapy also 

formed the foundation of an approach known as the ‘Tree of Life’ which supports the individual 

to use a tree as a metaphor to incorporate their knowledge, skills, experiences, and weather 

conditions that signify changes that have occurred to their stories, to support and empower the 

individual (Ncube, 2006; Denborough, 2008).  

Within the field of psychodermatology, this theoretical framework and therapeutic 

modality is prominent, due to the psychological difficulties, identity and life meaning that 

people with skin conditions and AA often develop with regards to their conditions. As 

described above, the coping and management of skin conditions can differ significantly 

between people. Narrative theory claims that their difficulties in coping with their skin 

condition and experience of psychological distress is due to their focus on their condition and 

psychological difficulties, rather than their strengths and abilities that would support their 

improved psychological wellbeing and experience of the skin condition.  

Narrative therapy has been found to be effective for people with chronic health 

conditions (Ncube, 2006; Denborough, 2008). Narrative therapy and the ‘Tree of Life’ 

approach was firstly implemented with children who experienced losing their parents in 

Zimbabwe due to HIV and AIDS (Ncube, 2006; 2007). The ‘Tree of Life’ narrative therapy 

has also been implemented for refugee children and families in schools, and has been found to 
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be beneficial for both parents and children (Hughes, 2014). While Narrative therapy has been 

implemented in the past for people with chronic health conditions, it has not been implemented 

for people with skin conditions. Due to the shared experiences of coping with difficult life 

experiences and chronic health conditions, similar positive results are expected for patients 

with chronic skin conditions and AA. Importantly, narrative therapy been shown to support 

individuals with the management and acceptance of chronic health conditions by identifying 

and contributing to their individual narratives and highlighting patients’ strengths and 

resilience (Ncube, 2006; 2007; Hughes, 2014; Butera-Prinzi, Charles & Story, 2014).  

CBT, narrative therapy and mindfulness all incorporate the common theoretical 

perspective regarding the importance of cognitions and individual narratives, and the impact 

this has on an individual’s emotions, beliefs, perceptions, acceptance, behaviours, and physical 

experiences (Beck, 1979; Kabat-Zinn et al., 1998: Madigan, 2011; White, 2007; Beck, 1967; 

Greenberger & Padesky, 1995). These three approaches also highlight the importance of the 

collaborative therapeutic process, and places the relationship between the client and therapist 

as central to the work (Morgan, 2000; Richert, 2003; Dattilio & Hanna, 2012; Felder, Dimidjian 

& Segal, 2012; Greenberger & Padesky, 1995). They also emphasise the use of empathy and 

compassion, and validation of the clients’ strengths and difficulties (Gilbert & Leahy, 2007; 

Angus & McLeod, 2004). Additionally, these approaches highlight the importance of strength-

based narratives and emphasise awareness of the mind and body connection, and an acceptance 

of their experiences (White, 2007; Kabat-Zinn et al., 1998).  

The theoretical perspectives and therapeutic modalities presented above, within the 

field of counselling psychology, each lend themselves and provide important and unique 

contributions to the research and interventions implemented within the field of 

psychodermatology. When considering the theories and therapeutic modalities presented 

above, the CBT perspective and therapeutic intervention has been given the strongest emphasis 
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within the field of psychodermatology. This is due to the acknowledgement of the 

psychological and biological difficulties occurring for people with skin conditions and the 

prominent connection between the mind and the body. The third wave interventions of 

mindfulness and narrative approaches provide additions to the CBT approach. As presented 

below, CBT has been heavily implemented and researched within the field of 

psychodermatology and has presented the strongest evidence based research for people with 

skin conditions (Lavda et al., 2012). It is therefore recommended for research and interventions 

within the field of psychodermatology to continue to focus on the CBT perspective and 

interventions, while adding third wave interventions to support research evidence and treatment 

outcomes for people with skin conditions.  

 

 

1.8. Management of Skin Conditions: Psychological 

Interventions 

Psychological interventions have been implemented alongside medical interventions 

for individuals suffering with a range of skin conditions: psoriasis, atopic dermatitis, vitiligo 

and acne (Lavda, Webb & Thompson, 2012). However psychological interventions has been 

lacking for people with AA. Due to the shared psychophysiological and secondary psychiatric 

qualities of these disorders, it can be argued that psychological treatments may have similar 

positive effects for AA.  

Lavda and colleagues. (2012) conducted a meta-analysis to review the effectiveness of 

psychological interventions for treating skin disorders. The authors found that psychological 

treatments were trialed for the following skin disorders: atopic dermatitis, vitiligo, psoriasis 

and acne. The psychological treatments that were evaluated were: Habit reversal (aiming to 

change unhelpful scratching habits), CBT, Arousal Reduction (mindfulness and relaxation 
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techniques), Combined Group Therapy, Psychotherapy, Emotional disclosure and Imagery 

(emotional expression in various formats). The review did not include alternative treatments 

that are not based on psychological theory (aromatherapy, hypnosis and music therapy). The 

modes of delivery of these interventions varied between individual, group and self-help. The 

authors concluded that psychological interventions are effective for treating individuals’ with 

these skin conditions and that Habit reversal and CBT were the most effective interventions 

and did not significantly differ from each other (Lavda et al., 2012). Habit reversal was found 

to be significantly more effective than arousal reduction and combined interventions. The 

authors explained that while the interventions were found to be effective for treating skin 

disorders, the longer the follow-up period, the less the intervention effectiveness was 

maintained. This suggests that the effects of the treatments were not maintained long-term, but 

it was found that when booster sessions were offered between the end of treatment and the 

follow-up assessment, this increased the long-term effectiveness of the treatments (Lavda et 

al., 2012). Furthermore, the authors compared the psychological interventions with medical 

interventions for people with individuals with skin disorders with no treatment and active 

control groups receiving medication. The authors concluded that psychological interventions 

could be as effective or more effective than medical treatments (Lavda et al., 2012). This 

finding is also supported by meta-analyses which compared psychological and 

pharmacological treatment effectiveness in other clinical chronic health disorders such as 

chronic pain (Dixon et al. 2007), irritable bowel syndrome (Zijdenbos et al., 2009) and chronic 

fatigue (Sharpe et al., 1996). Findings in this meta-analysis provide strong support for the 

inclusion of psychological interventions for chronic skin conditions.  

As mentioned above, CBT has been found to be the most effective, evidence-based 

form of psychological intervention for improving skin disorders, in particular in psoriasis and 

atopic dermatitis (Lavda et al., 2012). This has been further explored and is supported by a 



44 
 

systematic review that explored psychological interventions implemented for people with 

psoriasis and found that CBT, mindfulness-based interventions, motivational interviewing and 

interdisciplinary treatments were most effective for supporting this patient group with the 

findings showing significant improvement in their psychological and physical symptoms 

(Qureshi et al., 2019). This has been further supported by Hedman-Lagerlof et al. (2019) for 

people with atopic dermatitis and by Goyonlo et al. (2020) for people with acne. The authors 

found that CBT showed significant improvements in self-reported physical and psychological 

symptoms of atopic dermatitis and acne (Hedman-Lagerlof et al., 2019; Goyonlo et al. 2020).  

AA tends to be highly associated with psoriasis and atopic dermatitis (Chu et al. 2011) 

and all conditions present high levels of comorbid psychiatric disorders (Gupta & Gupta, 1998; 

Han, Lofland, Zhao & Schenkel, 2011; Yaghmaie, Koudelka & Simpson, 2013), traits of 

alexithymia (Willemsen at al., 2008), low self-esteem (Nguyen, Koo & Cordoro, 2016) and 

high suicidal risk (Gupta, Pur, Vujcic & Gupta, 2017). Given the similarities in these 

psychophysical skin disorders and their secondary psychiatric disorders, there is a clear gap in 

research to evaluate the effectiveness of CBT as adjunct treatment for managing the 

psychological and physical symptoms of AA. This could maximise the benefits that 

psychologists and other healthcare practitioners can deliver in the overall management of this 

patient group and add to the evidence base of the use of counseling interventions in the area of 

psychodermatology.  

CBT, stress reduction and third wave approaches such as mindfulness interventions 

have been found to be effective for supporting individuals with a range of similar 

psychodermatological conditions such as: psoriasis, dermatitis and eczema and significantly 

improved their quality of life, anxiety, depression and the overall condition presented by the 

participant (Fortune, 2002; Bundy et al., 2013; Lavda, Webb & Thompson, 2012; Kabat-Zinn 

et al., 1998; Fordman, Griffith & Bundy, 2013; Sijercic, Ennis & Monson, 2019). However, 
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research has not been implemented as a RCT to explore the impact of CBT and third wave 

psychological interventions for individuals with AA. Due to the similarities between the role 

of stress in triggering and maintaining these skin conditions and AA, as well as the association 

between the mind and the body, there is compelling evidence to expect similar outcomes in 

people with AA.  

Mindfulness meditation and relaxation techniques have been described as approaches 

that has been most commonly implemented for people with skin conditions, and the findings 

have suggested that these approaches had moderate effects on improving psychological 

difficulties and distress associated with the skin condition (Lavda, Webb & Thompson, 2012; 

Montgomery & Thompson, 2018). Further research studies have been conducted for people 

with chronic skin conditions and have found improvements in the physical symptoms 

associated with the skin condition (Kabat-Zinn et al., 1998; Fordham et al., 2015). Additionally, 

research has also found that higher levels of mindfulness practice was associated with lower 

levels of anxiety, depression and improvements to the level of the condition impacting the 

individuals’ quality of life (Montgomery, Norman, Messenger & Thompson, 2016).  

While the research into mindfulness implemented for people with skin conditions have 

found promising results, the research has been largely focused on people suffering with 

psoriasis (Montgomery & Thompson, 2018). Due to the limited research into mindfulness for 

people with differing chronic skin conditions, further research is needed to investigate the 

psychological and physical effectiveness of mindfulness meditation for people skin conditions 

and for people with AA.  

Another third wave intervention that has been previously implemented for people with 

psoriasis is schema therapy (Gojani, Masjedi, Khanleghipour & Behzadi, 2017). Schema 

therapy is an integrative third wave intervention that is based on the CBT theoretical framework 

and concepts but also incorporates approaches from object relations, gestalt therapy, 
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attachment model and psychoanalysis (Young, 1999; Martin & Young, 2010). Schema therapy 

focuses on three main elements: ‘schemas’, ‘coping styles’ and ‘modes’ (Young et al., 2003). 

Schemas are identified as internal attributes that influence behaviours and coping mechanisms 

and therefore schemas are the focus within schema therapy (Young, Klosko & Weishaar, 

2003). Maladaptive schemas have been explored for people with chronic skin conditions and 

found that people with psoriasis and eczema scored significantly higher on presence of 

maladaptive schemas in comparison to the control group (Mizara, Papadopoulos & McBride, 

2011). The research also found that maladaptive schemas were strongly related to 

psychological distress reported the participants with chronic skin conditions (Mizara et al., 

2011).  

Research has been conducted to explore the effectiveness of schema therapy for people 

with psoriasis and this intervention was then compared to the effectiveness of mindfulness or 

the control group (Gojani et al., 2017). The authors confirmed that schema therapy and 

mindfulness were equally effective in significantly improving maladaptive schemas, anxiety, 

depression, social functioning and general health in comparison to the control group (Gojani et 

al., 2017). This research suggests that both schema therapy and mindfulness were significantly 

effective in improving psychological symptoms for people with psoriasis, in comparison to the 

control group, showing no differences between the two interventions (Gojani et al., 2017).  

This research has been further supported by research provided for people with vitiligo 

that compared schema therapy, mindfulness based cognitive therapy and a control group 

(Shahmoradi, Khaleghipour & Masjedi, 2018). The authors concluded that schema therapy and 

mindfulness based cognitive therapy were both effective in reducing maladaptive schema’s for 

people with vitiligo and showed no significant difference between the therapeutic modalities 

(Shahmoradi et al., 2018). These results support the equal effectiveness of schema therapy and 

mindfulness based cognitive therapy in improving the psychological symptoms experienced by 
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people with skin conditions. However, these studies did not measure the effectiveness of the 

psychological interventions on the physical symptoms of the skin condition. Further research 

is required to confirm the effectiveness of psychological interventions on physical symptoms 

for people with skin conditions. Furthermore, schema therapy has not been conducted for 

people with other skin conditions or with AA. Due to the promising results, the similarities of 

these intervention and the similarities between the skin conditions, similar psychological 

improvements are expected for people with AA.  

Another psychological therapy intervention that has more recently been implemented 

and investigated for people with chronic skin conditions is reality therapy (Alipour, Oraki & 

Zarghami 2020). Reality therapy is a therapeutic modality that focuses on supporting the 

individual to take responsibility for their choices and actions (Wubbolding, 2017). Reality 

therapy is based on the CBT approach by focusing on the present rather than the individuals 

past experiences.   

Research has been conducted to investigate the effectiveness of CBT and reality therapy 

for people with seborrheic dermatitis, on the participants’ self-reported quality of life measure 

(Alipour et al., 2019).  The authors concluded that both interventions were effective for 

improving the quality of life ratings for people with skin conditions in comparison to the control 

group. However, the authors also found that CBT showed to be more effective on improving 

the participants’ quality of life rating (Alipour et al., 2019). This study supports the research 

evidence into the effectiveness of CBT but reality therapy also presents evidence for improving 

the quality of life for people with skin conditions. However, reality therapy has not been 

conducted prior to this study for people with skin conditions and did not present as strong 

results as the CBT intervention.  

Based on the research above, there has been growing and promising evidence into the 

effectiveness of CBT for people with skin conditions to support the psychological and physical 
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symptoms associated with skin conditions. Third wave interventions such as mindfulness and 

schema therapy have also shown promising results that support stress reduction and 

improvements in psychological and physical difficulties experienced by the condition. 

However, limited research has been conducted to investigate the effectiveness of psychological 

interventions for people with AA. Due to the evidence supporting the psychological 

interventions of CBT, mindfulness and third wave interventions for people with chronic skin 

conditions and due to the similarities between AA and other skin conditions, similar effective 

results can be expected for improving the psychological and physical symptoms of AA.  

 

 

1.9. Clinical Sample: Alopecia Areata 

Alopecia Areata (AA) is defined as a stress-related auto-immune skin disorder that is 

characterised by patchiness, non-scarring hair loss (França & Jafferany, 2016). AA can be 

presented as more severe forms of hair loss called: Alopecia Totalis (AT) and Alopecia 

Universalis (AU) (França & Jafferany, 2016; Pratt et al., 2017; Gilhar, Etzioni & Paus, 2012). 

AA, AT and AU are all auto-immune, inflammatory conditions that occur due to the hair 

follicles at the beginning stages of hair growth being targeted by the individuals immune 

system (Harries, Sun, Paus & King, 2010). AT is described as hair loss whereby all the hair on 

the entire scalp is impacted, and AU is where the hair on scalp and the whole body is lost 

(França & Jafferany, 2016).  

In terms of the incident rates, within dermatology departments in the UK and USA, 2% 

of new cases are identified with AA (Madani & Shapiro, 2000). A recent study (Mirzoyev at 

al., 2014) found a rise in AA as the prevalence of AA has been estimated to have a lifetime 

incidence risk of 2.1% in Olmsted County, Minnesota during a 20 year time frame (1990 – 

2009). AA has been found to impact 15 in every 10,000 people in the UK and approximately 
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2% of the general population (Delamere, et al., 2008; França & Jafferany, 2016; Pratt, 2017; 

Kalish & Gilhar, 2003; Lee et al., 2019). The incidence rates of AT and AU are more greatly 

debated with recent studies concluding 0.1% and 0.3% prevalence within the general 

population, respectively (Lee et al., 2019; Hunt & McHale, 2007). The authors highlight that 

there are discrepancy from the prevalence in the general population, in medical services and 

from different regions (Lee et al., 2019). Due to the growing rates presented worldwide, it is 

crucial to gain a better understanding of the causes and treatment of AA, AT and AU.   

 

 

    

 

 

 

 

 

 

Figure 1.3. Alopecia Areata, Alopecia Universalis and Alopecia Totalis 

 

1.9.1. Prognosis of AA  

The prognosis for people with AA has been investigated and research has found that 

approximately 50% of patients with AA experience regrowth within 12 months. However, a 

reoccurrence risk of 85% has been estimated (Finner, 2011). Furthermore, approximately 25% 

of patients with AA are reported to gradually experience the more severe forms: AT and AU 

(Pratt & King, 2017; Tosti, Bellavista & Iorizzo, 2006).  
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The prognosis of patients with AU and AT has been explored in a longitudinal study 

which found that 17% of patients with AU and AT experienced complete hair growth and 24% 

of patients reported some hair growth (over 90% hair growth) (Jang et al., 2017). However, 

65% of patients with AU and 20% of patients with AT showed no improvements (Jang et al., 

2017). In a recent review exploring the long-term prognosis for patients with AT and AU 

(Burroway, Griggs & Tosti, 2019), findings revealed that approximately 9% of patients with 

AT and AU achieved complete hair growth while the majority of patients experienced 

temporary partial or total hair growth (Burroway et al., 2019). The authors concluded that 

response to the treatment and long-term prognosis for patients with AT and AU is unpredictable 

and often disappointing (Burroway et al., 2019). 

 

1.9.2. Aetiology of AA  

The aetiology of Alopecia seems to be multifactorial. Genetic factors combined with 

environmental factors such as stress, hormones, trauma and significant life events are found to 

be implicated (Madani, 2000; Hunt & McHale, 2007; Dudda-Subramanya, Alexis, Siu & Sinha, 

2007; França & Jafferany, 2016). However, the relative contributions of these factors have 

been debated for decades (McElwee et al., 2013). Jackow et al. (1998) investigated the genetic 

and environmental factors of AA by assessing identical twins. The authors found 55% 

concordance rate between the twins. This supports the claim that both genetic and 

environmental factors contribute to the development of AA. McElwee and colleagues’ (2013) 

findings also supported this conclusion. Additional support for the genetic component in AA 

comes from studies which have shown that 10– 40% of cases with AA reported positive family 

histories (Yang et al., 2004; Green & Sinclair, 2000). 

Chu and colleagues (2011) conducted a nationwide population study to investigate the 

comorbid skin disorders that are associated with Alopecia. The authors found that AA was 
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significantly associated with other auto-immune and inflammatory skin conditions such as 

vitiligo, atopic dermatitis, psoriasis and thyroid disorders (Chu et al., 2011). This has been 

supported by multiple researchers that found that 26% of patients with AA also presented with 

psoriasis (Picardi et al., 2000).   

Stress is also proposed as a factor in the aetiology of AA (Gupta, Gupta & Wattel, 1997; 

Shenefelt, 2011).Trauma and significant life events have been recognised to trigger AA (Hunt 

& McHale, 2007). In a study by York, Nicholson & Minors (1998) the authors found that 

women who report high levels of stress have been found to be 11 times more likely to 

experience hair loss compared to those who do not report high levels of stress.  

Research has been conducted to explore the impact of stressful life events on the onset 

and maintenance of Alopecia. Researchers concluded that higher levels of stressful life events, 

(such as losing family members or experiencing emotional neglect) may have a significant 

impact on the onset and worsening of AA (Hunt & McHale, 2004; Sahiner et al., 2014; Taheri 

et al., 2012). However, it has been debated whether it is the stressful events or the perceived 

stress and personality traits of patients with Alopecia that is important to explore when 

considering the causes of AA (Picardi et al., 2003).  

The personality traits of people with AA have been explored and researchers have noted 

that people with AA who present difficulties in adjusting to the condition tend to have a 

dependent personality trait or antisocial personality trait (Ruiz-Doblado, Carrizosa & Garcia-

Hernandez, 2003). Other studies found that patients with AA presented an inability to express 

emotional experiences or cope with stressful life circumstances (Invernizzi et al., 1987). 

However, patients with AT and AU were not included in these studies and may present with 

further personality traits and difficulties than those with AA.  In another study patients with 

AA, AT and AU were measured using the Minnesota Multiphasic Personality Inventory 

(MMPI-2) (Alfani et al., 2012). The researchers concluded that participants presented high 
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levels of anxiety, depression, health concerns, hysteria, bizarre thoughts, psychopathic 

deviance, psychasthenia, schizophrenia and difficult family relationships in comparison to the 

control group (Alfani et al., 2012). However, other researchers argued that individuals with AA 

do not have negative personality traits. Using the NEO-Five Factor Inventory (NEO-FFI) 

questionnaire (Kim, Kim, Ko, Kim & Kim, 2016), the researchers concluded that extraversion 

and agreeableness were significantly higher in individuals with AA in comparison to the 

control groups (Kim et al., 2016). Further research found that AA was linked with high 

avoidance in relationships, high alexithymia and limited social support (Picardi et al., 2003). 

Alexithymia is a disorder that is characterised by individuals struggling to differentiate and 

describe feelings (Willemsen, Roseeuw & Vanderlinden, 2008) and can interfere with 

relationships and therefore reduce social support available for people with it. There is a lack of 

conclusive evidence on the personality traits that might be implicated in the onset and 

maintenance of AA. 

 

1.9.3.   Physical Symptoms of AA 

As described above, AA is usually characterised by small, round patches of baldness or 

complete hair loss on the scalp and around the body (França & Jafferany, 2016). The physical 

manifestations of the skin conditions is also manifested in blood abnormalities. Individuals 

with AA have been found to have irregularities to the thyroid function and ferritin levels 

(Cerman et al., 2014; Mandani & Shapiro, 2000; Esfandiarpour, Farajzadeh & Abbasadeh, 

2008; Lueking et al., 2005). However, limited research has been conducted to explore the 

effectiveness of psychological interventions for the physical symptoms of AA.  
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1.9.4. Psychological Symptoms of AA 

The psychological wellbeing of individuals with AA is significantly affected by the 

condition (Kassira, Korta, Chapman & Dann, 2017; Hunt & McHale, 2005). Sufferers usually 

describe it as a highly distressing disorder as it occurs and re-occurs spontaneously (Hunt & 

McHale, 2005) and is visibly disfiguring. Studies have been found that sufferers report a 

reduction in their physical, social and psychological wellbeing (Lorizzo & Tosti, 2015) and 

have the highest report of suicidal ideation and mortality risk among patients with skin 

disorders (Layegh et al. 2010). Furthermore, studies have found that 40% of women with AA 

reported marital problems and roughly 63% reported to have issues with their career (Hunt & 

McHale, 2004). Both patients and clinicians treating AA consider and describe the disorder as 

challenging, frustrating and time-consuming (Lorizzo & Tosti, 2015).  

Research on the psychiatric disorders that commonly occur in people with AA (Colon 

et at. 1991; Ruiz-Doblado, Carrizosa & García-Hernández, 2003; Hunt & McHale, 2005; 

Garcia-Hernandez, Ruiz-Doblado, Rodriguez-Pichardo & Camacho, 1999) found that 74% of 

patients with AA to have a single or multiple psychiatric disorders in their lifetime with 39% 

presenting with depression or anxiety. One study explored the psychiatric illnesses of relatives, 

and found that 58% presented with anxiety disorders, 35% with affective illnesses and 35% 

with substance dependency disorders (Colon et at. 1991). The authors concluded that patients 

with AA are at a higher risk for psychiatric disorders and that psychiatric screening should be 

encouraged for patients with AA. Supporting studies also found AA to be highly comorbid 

with adjustment disorders (Ruiz-Doblado et al., 2003; Hunt & McHale, 2005; Garcia-

Hernandez et al. 1999). Additionally, research has also found that patients with AA reported 

significantly more physically and emotionally traumatic events in their childhood and lifetime 

in comparison to individuals without AA (Willemsen et al., 2009). This suggests a significant 

association between psychiatric disorders and trauma and AA.  
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It has been suggested that treatment for psychiatric disorders in people with AA may 

result in improvements of both the psychiatric condition and the physical manifestation of AA 

(Garcia-Hernandez et al., 1999) and that psychological treatment should be offered to 

individuals with AA to reduce psychological distress and to support the management and 

adjustment to the condition (Tucker, 2009).  

 

1.9.5. Quality of Life 

Research has been conducted into the impact of the Alopecia on the individual’s quality 

of life (Liu, King & Craiglow, 2016; Rencz et al., 2016; Davis & Callender, 2018). Recent 

meta-analysis and systematic reviews were conducted into health-related quality of life for 

individuals with AA between 1946 and 2018 (Liu et al., 2016; Renz et al., 2016; Davis et al., 

2018). The authors concluded that individuals with Alopecia experience significant difficulties 

with regards to their health-related quality of life in comparison to the general population. The 

authors found that psychological difficulties have a negative impact on the patients’ quality of 

life, and therefore should not be overlooked when treating patients with AA (Davis et al. 2018).  

The Dermatology Life Quality Index (DLQI) has been the most commonly 

implemented measure within the literature when exploring health related quality of life for 

people with AA (Rencz et al., 2016; Finlay & Khan, 1992). Alopecia specific health-related 

dermatology of life questionnaires have been created and used in research such as: AA Quality 

of Life Index, AA Quality of Life and AA Symptom Impact Scale (Rencz et al., 2016; Shi et 

al. 2013; Endo, Miyachi, Arakawa, 2012; Fabbrocini et al., 2013). However, the authors 

concluded that none of the questionnaires have been validated (Rencz et al., 2016).  

In a study of patients with AA the authors explored whether their rating of their hair 

loss severity and clinical assessments of the severity by dermatologists were related to their 

quality of life (Reid et al., 2012). The authors found that the patients’ rating on their hair loss 
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severity was highly correlated to their self-reported quality of life scores, whereas the 

dermatologists’ ratings did not highly correlate to the patients’ quality of life scores (Reid et 

al., 2012). These results suggest that the subjective severity of AA and psychological impact 

as perceived by the sufferer are crucial and should be addressed when managing individuals 

with AA (Reid et al., 2012). 

 

 

1.10. Management of Alopecia: Medical Treatments 

Medical treatment is available for people with AA but these treatment methods have not 

been shown to be consistently or significantly effective in treating the condition and some 

present long-term adverse effects (Delamere, et al., 2008; Kassira, et al., 2017). The impact of 

implementing medical interventions with limited effectiveness often leaves sufferers with 

significant distress (Hunt & McHale, 2005). None of the medical treatments available for AA 

have been granted approval by Food and Drug Administration (FDA) (Wang, Harris & 

Christiano, 2017) which starkly demonstrates lack of effective and appropriate treatments 

available for people with AA. 

Delamere and colleagues (2008) conducted a Cochrane review to evaluate the range of 

medications that have been used to treat AA. The authors collected data from 17 randomised 

controlled trials and found that the following treatment options have been implemented to treat 

AA: Corticosteroids, Topical Ciclosporin, Topical Immunotherapy, Photodynamic Therapy, 

Topical Minoxidil, Cryotherapy, Aromatherapy, Anti-depressants and Anti-virals. The authors 

concluded that none of the above interventions were found to significantly improve the 

condition. Furthermore, the authors concluded that they could not find studies where the 

participants were assessed for their individual perspectives of their hair growth and their quality 

of life. This indicates that more research and trials are required to assess interventions to treat 



56 
 

AA and that patients’ self-assessment of their hair growth and quality of life should also be 

explored.   

A more recent review (Hordinsky & Donati, 2014) found that in addition to the 

interventions mentioned in the earlier review, more treatments have been explored and 

implemented, including: Anthralin, biologics, Calvineurin inhibitors, Prostaglandin analogs, 

Sensitizers, Azelaic Acid, Garlic Gel, Bexarotene, Triiodothyronine, Inosiplex and total 

Glucosides of Paeony. However, while some of these studies were found to be effective for 

treating AA, no treatment was found to be completely effective, and the trials conducted have 

been criticised for the quality of their methodologies (based on small number of participants, 

and lack of follow up to ensure positive long-term outcomes) (Hordinsky & Donati, 2014; 

Wang, Harris & Christiano, 2017; Kassira et al., 2017). Alopecia research guidelines have been 

published to help future studies with their study designs (Olsen et al. 1999; 2004). As there is 

still no FDA approval for any treatment of AA, it has been argued that further studies are 

needed to investigate the effectiveness of treatment options for AA, alongside an improvement 

to the quality of the research (Hordinsky & Donati, 2014; Kassira at al., 2017).  

The recognition of the connection between the mind and skin disorders as well as 

evidence showing that most individuals with AA have experienced stressful life events, 

psychotropic treatments such as antidepressants have been tested to explore their effectiveness 

in AA (Hordinsky & Donati, 2014; Willemsen, Vanderlinden, Deconinck & Roseeuw, 2006). 

Two randomised controlled trials have been conducted to treat AA with two types of selective 

serotonin reuptake inhibitors (SSRI): Imipramine and Paroxetine (Perini et al., 1994; Cipriani, 

Perini & Rampinelli, 2001). Individuals with AA who took Imipramine were found to 

experience significantly more hair growth after 6 months than individuals who were given a 

placebo (Perini et al., 1994). Cipriani and colleagues (2001) explored the effects of Paroxetine 

on hair growth in people with AA but reported that individuals did not significantly improve 
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in comparison to the control group, and therefore improvement could not be directly credited 

to the Paroxetine. Since this study, the effectiveness of antidepressants in AA have been 

explored further and it is concluded that they have shown to have some positive effects on 

people with AA (Abedini, Farshi, Mizabzadeh & Keshavarz, 2014). 

The psychological complexities and social difficulties associated with living with AA, 

highlight the importance of a holistic management, one that treats the physical manifestations 

of the illness as well as the psychological symptoms associated with the disorder. Structured 

psychological interventions could also have a pivotal role to play in the effective management 

of AA.  

 

 

1.11. Psychological Interventions for AA 

The research and literature presented above demonstrates the psychological difficulties 

presented for people with AA and the impact these difficulties have on their quality of life, 

stress and psychological difficulties. Surprisingly, psychological treatment interventions for 

people with AA is very limited. No randomised controlled trials have been conducted to date 

to investigate the effectiveness of psychological interventions for AA (Hunt & McHale, 2005). 

Researchers have expressed and emphasized the requirement of randomised controlled trials to 

be implemented for people with AA (Hunt & McHale, 2005). Psychological interventions for 

people with AA could potentially have significant improvements to the psychological on the 

psychological manifestations associated with AA and patients’ quality of life, given that such 

improvements have been registered for people with other skin conditions (Lavda et al., 2012)   

To the researchers’ knowledge, one experimental pilot study has been conducted into 

psychological intervention for people with AA. Gallo and colleagues (2017) conducted a pilot 

study to investigate the effectiveness of a group Mindfulness Based Stress Reduction (MBSR) 
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programme for people with AA. The authors concluded that people with AA who received the 

intervention showed significant improvements to their self-reported quality of life and to their 

self-reported perceived stress. The authors also concluded that there were no significant 

improvements to the hair condition in terms of hair loss in comparison to the control group 

(Gallo et al. 2017). However, due to the small sample size and the lack of randomisation to the 

intervention group and control group, the findings are considered inconclusive.  

A systematic review was since conducted to explore additional and complimentary 

interventions for people with AA (Tkachenko et al., 2019). The review included 15 journal 

articles and investigated physical and psychological interventions that were provided for AA. 

When focusing on the psychological interventions, the authors confirmed that hypnosis and 

mindfulness interventions were found to be effective in improving psychological symptoms of 

AA and quality of life (Tkachenko et al., 2019). This review provided promising and supporting 

evidence for the improvement of psychological symptoms for people with AA. However, the 

authors also caution that further, higher quality research is required to confirm these results.  

The impact of psychological treatment in the management of AA remains unclear and 

further studies are required to explore treatment outcomes (Hunt & McHale, 2005). However, 

the study by Gallo et al. (2017) and the review by Tkachenko et al. (2019) presents promising 

results regarding the effectiveness of third wave interventions for AA. To date and to the best 

knowledge of the author, no other psychological interventions have been implemented for 

people with AA. Further research is required to further investigate the effectiveness of 

psychological interventions for people with AA.  
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1.12. Rationale 

AA is one of the most common, universal, auto-immune disorder which significantly 

impacts patients’ wellbeing and quality of life and presents the highest suicidality risk within 

skin disorders (Layegh et al., 2010). Medical treatments currently available have not been 

found to be effective in controlling the condition (Delamere et al., 2008). This leaves suffers 

with an array of Psychological challenges and can impact their quality of life. For example, 

sufferers report how the condition has adversely impacted their life choices, their experience 

of high levels of stress, anxiety and depression (Liu et al., 2016; Rencz et al., 2016; Davis et 

al., 2018; Brajac et al., 2003; Colon et at., 1991). However, research into psychological 

treatments for people with AA has been limited. Skin disorders such as psoriasis and atopic 

dermatitis share similar characteristics to AA. Research in other skin conditions suggests that 

the psychological and physical symptoms associated with these conditions can be effectively 

reduced through the use of psychological treatment. CBT has been found to be particularly 

effective for physically and psychologically treating Psoriasis and Atopic Dermatitis (Lavda et 

al., 2012) which share strong similarities to AA.  

To date, no randomized controlled trials have been implemented in evaluating the 

effectiveness of psychological interventions for people with AA. Only one study has 

investigated so far the effectiveness of group MBSR for people with AA. Findings showed that 

improvements were reported by participants in perceived stress and their quality of life (Gallo 

et al. 2017). These findings suggest that psychological interventions for people with AA can 

improve the psychological difficulties associated with AA. This has provided the foundation 

for the rationale, aims and hypotheses of this research trial. However, the study did not find 

improvements to the physical manifestations of AA following the MBSR training, which does 

not align with earlier findings which reported that psychological interventions improved the 

psychological as well as the physical symptoms of a range of other skin conditions. There are 
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a number of a reasons that may have contributed to these findings. It may be that this finding 

occurred due to the differences in the nature of the skin conditions, or due to methodological 

differences in the research, such as the small sample size, the modality and nature of the therapy 

provided, or due to the lack of randomization to groups in this study. However, the scarcity of 

research conducted into this field raise questions as to whether psychological and physical 

symptoms can improve when implementing psychological interventions for people with AA.    

 

 

1.13. Aims 

The aim of this research was to address the current research gap presented with limited 

research currently implemented for psychological interventions for people with AA. A pilot 

RCT was implement to investigate the effectiveness of integrative CBT in reducing the 

physiological and psychological symptoms associated with Alopecia in comparison to the no 

treatment waitlist control group. To investigate the efficacy of the intervention, the 

physiological symptoms of AA (irregularities of iron and thyroid functioning) and 

psychological symptoms of AA (anxiety, depression, quality of life, stress and the impact of 

the condition) were measured before and after the integrative CBT intervention, due to the 

existing research on the symptoms experienced for people with AA.  One of the main goals of 

the current research was therefore to alleviate the psychological and physical difficulties 

experienced by AA suffers and support patients with the management of these symptoms.  

Another aim of the research study was to address the research gap by providing a novel 

psychological intervention that includes elements provided by the earlier research from Gallo 

and colleagues (2017) of MBCT. CBT has shown strong evidence for supporting people with 

skin conditions (Lavda et al., 2012) but to date, this modality has not been implemented as a 

RCT for people with AA, to the researchers’ knowledge. Mindfulness was chosen as an 



61 
 

additional theoretical approach and intervention in this trial to support individuals with AA in 

developing greater awareness of their physical difficulties, to promote acceptance of their skin 

conditions, and to support the management of their condition. This theoretical approach was 

chosen as the foundation of this research project, due to the strong emphasis between the 

connection between the mind and the body and due to the significant research evidence for this 

therapeutic modality, within the field of psychodermatology and for people with chronic health 

conditions.  

The therapeutic modality chosen aims to add to the literature by also implementing 

narrative therapy which has shown promising results for people with chronic conditions 

(Ncube, 2006; 2007). Narrative therapy was also chosen for this trial due to the significance of 

coping and management difficulties reported for people with the skin conditions and due to the 

research that has been found effective results for people with chronic health conditions. As 

narrative therapy has not been implemented for people with skin conditions, the current study 

aims to evaluate the effectiveness of psychological treatment modality that has not been 

previously implemented for people with skin conditions but has been implemented for people 

with chronic conditions and has shown promising results. Therefore, the CBT, mindfulness and 

narrative theoretical frameworks were chosen to underpin the psychological intervention 

implemented and this research trial.  

Lastly, this research trial also aimed to add valuable knowledge to the literature by 

providing the intervention as an individual therapy modality rather than a group intervention 

that has been previously implemented (Gallo et al., 2017). As an individual intervention had 

not been implemented previously for people with AA, it is crucial for this research to address 

this gap in the literature.  
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1.14. Hypotheses 

The trial evaluated the effectiveness of the targeted and tailored interventions of 

integrative CBT for people with AA by measuring and comparing the psychological and 

physical manifestations of the condition. The psychological manifestations were evaluated 

using psychological self-reported measures of anxiety, depression, stress and quality of life 

which are highlighted in the above review to be prominent for people suffering with Alopecia. 

The physical manifestations of AA were measured using a scalp assessment and medical 

photography to evaluate hair growth and blood tests measuring thyroid imbalances and Ferritin.  

The study investigated two hypotheses that were based on the previous research 

findings detailed above. Very limited research had been implemented for people with AA, 

however, the findings from the research indicated the following hypotheses can be predicted.  

The first hypothesis predicted that participants receiving the integrative CBT 

intervention (with and without medication) will present significant improvements to the 

psychological manifestations of AA in comparison to those on the waitlist control group who 

had not received psychological intervention.  

The second hypothesis predicted that participants receiving the integrative CBT 

intervention (with and without medication) will present significant improvements to the 

physical manifestations of AA in comparison to those on the waitlist control group.  
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CHAPTER 2: METHODOLOGY 

 

 

2.1. Overview 

This chapter describes the research methodology, design and procedures implemented 

for the investigation of the impact of Integrative Cognitive Behavioural Therapy (CBT) on 

symptoms associated with Alopecia Areata (AA). The causes of AA are still greatly debated, 

impacting the effectiveness of treatment methods, with medical treatments not significantly 

improving the condition (Delamere et al., 2008). Psychological interventions have been 

successfully employed as adjuncts to medical treatments in other chronic skin conditions such 

as Psoriasis and Atopic Dermatitis, however such interventions have not been implemented in 

AA. Cognitive Behavioural Therapy (CBT) has been found to be the most effective evidence-

based form of psychological intervention for improving skin disorders, in particular for 

Psoriasis, Atopic Dermatitis, Vitiligo and Acne (Lavda, Webb & Thompson, 2012). Due to the 

shared psychophysiological qualities of these disorders, it can be hypothesized that 

psychological treatments may have similar positive effects for Alopecia. While few studies 

measured patients’ psychological states while undergoing treatment for AA, to date there has 

only been one study (Gallo et al., 2017) implemented to investigate the effectiveness of a 

psychological intervention for people with AA. The impact of psychological treatment for AA 

therefore remains inconclusive.  

This chapter describes the research methodology, epistemological position that guided 

the research and the research procedures implemented for the investigation of the impact of an 

Integrative Cognitive Behavioural Therapy intervention on symptoms associated with AA. The 
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study was a randomised controlled trial, which compared two groups of participants with AA: 

1) participants who received the intervention and 2) those who were on a waiting list. The study 

aimed to explore differences between the two groups on the following physical variables: hair 

loss severity, iron levels and thyroid functioning using blood tests. The group differences were 

also explored according to psychological measures of anxiety, depression, the impact of the 

condition of their quality of life and rating scales exploring distress experienced by the 

condition in order to understand the impact and effectiveness of implementing a psychological 

intervention for people with AA.   

 

 

2.2. Epistemology 

Epistemology is a philosophical position that underpins research methodologies, and 

informs the choices that researchers make regarding the strategy, plan of action, process or 

design of a study. Therefore, it is essential for researchers to consider their ontological and 

epistemological stance, prior to embarking on a research project. Blaikie (2000) describes 

ontology as “claims and assumptions that are made about the nature of social 

reality……Ontological assumptions are concerned with what we believe constitutes social 

reality.” (p. 8). A researcher’s ontological position in a particular research project is therefore 

their response to the question: what is the nature of reality that is investigated? In psychology 

this could be a complex question since reality is, in most studies, what the participants are 

experiencing.  Blaikie (2000) goes on to describe epistemology as “the possible ways of gaining 

knowledge of social reality” (p. 8).  A researcher’s epistemological position is therefore their 

answer to the question: how can we acquire knowledge of this reality? Ontology and 
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epistemology are linked because the way we perceive reality informs the way we consider how 

we can acquire knowledge of this reality.  

The theoretical underpinning of this study was guided by the post-positivist paradigm, 

which is a combination of a positivist scientific and deductive stance, with an 

acknowledgement of the subjective elements that both the participants and the researcher bring 

with them to the research endeavor.  

The positivist perspective holds the view that the world and people’s experiences can 

be measured and understood by using quantifiable, objective measures (Blaikie, 2007). 

According to this paradigm, all human phenomena can be captured and identified through the 

use of scientific hypothetico-deductive methods (Cacioppo, Semin & Berntson, 2004; McGrath 

& Johnson, 2003; Ponterotto, 2005). This means that the positivistic perspective relies on 

querying predictions that can be quantified and aiming to explain the relationship between 

variables (Ponterotto, 2005).  

However, there are limitations associated with this theoretical perspective as the lives 

and personal experiences of the participants and interpretations of the researchers tend to not 

be explored (Creswell & Cark, 2007). Furthermore, as the personal experience cannot be or 

may not have been explored and quantified in the research, this may lead the personal 

experiences of the participants to be overlooked within the research (Ryan, 2006).  

Post-positivism which was developed later on (Ponterotto, 2005), acknowledges that 

gaining knowledge of reality only through quantifiable, objective measures, is often partial 

since it can never capture all of the details of the reality that is being investigated, and it may 

also be in some ways biased, due to intervening variables that cannot be measured or controlled 

(Ponterotto, 2005). Therefore some critical reflection is required on behalf of the researcher to 

acknowledge the limitations of their research. 



66 
 

Given that the current research explored the effectiveness of a psychological 

intervention implemented within the counselling psychology field, and the psychological 

distress that is often experienced by the condition of AA, it was necessary for the theoretical 

position taken by the researcher to take into account the subjective aspect of the research, and 

the impact of participants’ and the researcher’s subjective experience on the ways in which 

data is collected, and the ways in which that the intervention is applied.  

It should be noted however, that while the post-positivist approach is inclusive of the 

subjective experiences of those taking part in the study, it holds the view that the researcher 

should remain objective (Ponterotto, 2005). The use of questionnaires and medical tests to 

collect data is often seen as a main means to ensure the researcher’s objectivity. In comparison 

to the social constructionist and critical realist paradigms, the personal experience of the 

researcher will not lend itself to the research, but will be used to help them to remain objective, 

while critically acknowledging their experiences and how they may impact the research 

(Ponterotto, 2005). The post-positivist stance commonly requires quantitative research 

methods which is why quantitative methods were chosen for this study.   

 

 

2.3. Quantitative Methods 

A quantitative experimental design was chosen for this study to assess changes in 

disease severity and psychological distress among participants and therefore investigate the 

impact of an integrative CBT-focused intervention. Quantitative methods aim to measure the 

relationships between variables that can be described numerically, and therefore involve 

collecting data through quantifiable, reliable and validated means (Ponterotto, 2005; Denzin & 

Lincoln, 2000). Their aim is often to enable to detect causality as well as to generalise from a 

sample to a larger population (Toomela, 2010).  
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Within counselling psychology, it has been argued that quantitative methods play a vital 

role in providing evidence that support developments in the field and recommendations for 

effective (Gore-Felton, 2005). Quantitative methods are conducted for three purposes: 

experimentation (trialing new treatment), addressing questions about a phenomenon, and 

observing (Clark-Carter, 1997). Quantitative methodology meets the first two purposes of this 

study: it aimed to address unanswered questions regarding AA and to explore the impact of a 

psychological intervention when used for the care of AA.  

When deciding whether to use a quantitative or qualitative research design, several 

implications were considered. The research design was chosen to involve medical and 

psychological assessments, which cannot be conducted using qualitative methods (for 

example: scalp assessments and blood tests). Additionally, the study aimed to investigate and 

measure the effectiveness of an intervention, and therefore compare measures that have been 

administered before and after the intervention to determine this impact. Importantly, impact or 

effectiveness can only be measured using quantifiable, reliable and valid measures that can 

determine whether a change has occurred along the timeline of the study. While qualitative 

methods could be potentially used in this context for an in-depth exploration of feedback from 

the participants receiving the intervention, and the changes they experience, the impact 

measured in this manner will not be quantifiable nor comparable to other conditions or previous 

studies, therefore lacking the power to replicable results or generalise them.   

It may also be argued that such an intervention may benefit from a mixed method design 

and joint implementation of quantitative and qualitative methods. However, given that the main 

researcher was involved in the implementation of the intervention, it would be unethical for 

them to both deliver an intervention and then also conduct qualitative analyses such as 

interviews or focus groups with the same participants. Therefore, the only means of separating 

between the researcher’s dual role as therapist and researcher, was to use questionnaires and 
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other tests that can be collected by other staff, and therefore enable to maintain the researcher’s 

objective stance in the research. Furthermore, given the nature of the therapeutic intervention 

that is personal and private, it would be unethical to conduct a focus group with these 

individuals. Given these ethical considerations, quantitative methods were deemed mostly 

appropriate for this study. The chosen experimental design was therefore a randomised 

controlled trial (RCT) which is considered the “golden standard” for assessing the impact of 

interventions, which is also in line with the post-positivist paradigm (Ponterotto, 2005). 

 

2.3.1.     Randomised Controlled Trial (RCT) 

One of the critiques of early medical research is that it was unable to offer clear answers 

as to the effectiveness of treatments due to the way that is was designed, therefore research was 

described as ‘unpredictable’ (Meldrum, 2000). On the back of this critique, researchers in 

medicine and statisticians devised a model that would capture the multifaceted reactions 

experienced by participants when implementing therapeutic treatments (Meldrum, 2000). The 

model requires making comparisons between two or more groups, one of which must receive 

the intervention being trialled, while the other group is described as a control group and 

receives no intervention, treatment as usual or a placebo treatment. The second part of the 

model involves a statistical analysis which is used to examine the impact of the interventions. 

This is done by measuring patients’ conditions before and after the intervention and then 

assessing the changes that occur in patients’ conditions along this timeline. The combined 

methods enable researchers to assess changes that are occurring as a result of the intervention 

against a possibility of a change in participants’ condition occurring naturally (Meldrum, 

2000). The development of RCT was based on this model and involves the following 

characteristics: a comparison group (such as control or placebo group), randomisation of 

participants to the groups, the blinding of the participants to the intervention, and measuring 
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patients’ condition using the same measures several times along the trial timeline  (Meldrum, 

2000).  

Due to the novel and unique intervention implemented within this trial, it was 

considered whether it would be most appropriate to implement this research as a pilot study or 

feasibility study. A feasibility study is described as a piece of research that is questioning 

whether it is possible for the study to be conducted (Eldridge et al., 2016). A feasibility study 

is often implemented when the researchers are considering the following variables of the study: 

required sample size, willingness of clinicians and participants to participate, outcome 

measures chosen and implemented, whether there is sufficient time for the recruitment 

collection and data analysis (Eldridge et al., 2016). Alternatively, a pilot study is defined as a 

smaller version of the main research study to test whether it is possible for all the components 

to be implemented simultaneously and to investigate the initial results of the trial (Eldridge et 

al., 2016). The results of the pilot study may also be used to contribute to the final larger scale 

research study (Eldridge et al., 2016).  

While it was considered for this trial whether a feasibility study or pilot study would be 

most suitable, it felt that a pilot study would be most appropriate due to the reasons presented 

below. Firstly, the previous research designs, findings and implementation of psychological 

interventions for people with chronic skin conditions with similar psychophysical 

characteristics to AA provided a strong reason to proceed with a pilot study, as feasibility has 

already been shown in these earlier studies. The information required for the number of 

participants using the power analysis below meant that the sample size could be estimated 

appropriately. Additionally, research and similar types of interventions have been previously 

conducted within the department that hosted the research project. Therefore it felt it would be 

possible to recruit and randomise participants effectively to the groups but also receive support 

from the dermatology department. Lastly, the outcome measures implemented within this trial 
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are those that have been widely used, researched and validated within the field of 

psychodermatology. For the reasons specified above, it felt important to implement this 

research as a pilot study, as earlier research has been conducted in this manner for people with 

a range of chronic skin conditions. Furthermore, while the intervention that was chosen for this 

trial was uniquely devised for people with AA, previous research from Gallo et al (2017) 

implemented MBCT as a pilot study for people with AA. The study showed promising results 

for the effectiveness of CBT and third wave interventions for people with AA. For these reasons 

it felt most appropriate to progress with this research trial as a pilot study.  

 

 

2.4. Design 

This pilot study is an experimental RCT which aimed to assess the effectiveness of an 

integrative CBT intervention in the treatment of a group of AA patients. This experimental 

design aligns within the theoretical frameworks mentioned above of the biopsychosocial model 

and implements a quantitative research design that reflects the post-positivist theoretical 

perspective. Participants were randomly allocated to either an experimental group of 12-weeks 

individual Integrative CBT-focused intervention, or a wait list control group who received no 

treatment during the waiting period of 12 weeks.  

The randomisation of participants occurred on the timing of their recruitment: once a 

participant was identified as suitable and deemed willing to participant in the trial, they were 

allocated to a group based on equal numbers between the two groups and using the 

randomisation tool provided through the use of Excel Office. 

The research design chosen for this study was therefore a mixed method design. The 

psychological intervention (Integrative CBT-focused) was the between-subjects factor with 
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two levels: a) intervention (experimental) group, b) waiting list (control) group. The within-

subjects factor was time with two levels: a) pre-intervention assessment and b) the 12-week 

post-intervention assessment. The dependent variables for this research were the outcome 

measures by which improvement in AA was evaluated. The outcome measures were both 

medical and psychological. The measures were administered at the outset of the intervention 

for both groups and at the end of the intervention (after 12 weeks) for the experimental group 

and after the 12-week waiting period for the control group. Importantly, the participants’ pre-

existing medication has been considered but medical treatment was not manipulated in this 

trial. 

 

2.4.1.    Power analysis  

A power analysis was conducted to explore the required sample size for a larger study 

design, for a small to medium effect size of 0.4 - 0.5. The power analysis was conducted based 

on a meta-analysis of psychological interventions for skin conditions with similarities to AA 

(Lavda, Webb & Thompson, 2012), which reported that psychological interventions had a 

medium effect size of 0.5 for psychosocial outcomes and a low to medium effect sizes of 0.4 

on the skin condition. To achieve effect sizes of 0.4 – 0.5, the power analysis revealed that a 

total sample size of 39 - 58 participants would be required within a larger study. The power 

analysis was conducted through the use of the G*Power programme (Faul, Erdfelder, Lang & 

Buchner, 2007). Based on this assessment, sample size was calculated for this pilot study. It 

was based on confidence intervals, and on research previously conducted in 

psychodermatology which calculated that approximately 9% of the total sample size is needed 

as a minimum for a pilot study (Cocks & Torgerson, 2013). Therefore, as a minimum 

requirement, the pilot study aimed to recruit 6 participants in total. This was also supported by 

several earlier pilot studies. In a study that investigated the effectiveness of mindfulness-based 
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interventions for people with AA (Gallo et al., 2017) the researchers recruited 8 participants 

for the intervention group and 8 participants for the control group. Similar participant sample 

sizes were also reported in pilot studies that investigated the effectiveness of psychological 

interventions for people with atopic eczema and psoriasis (Horne, White & Varigos, 1989; 

Tausk & Whitmore, 1999). The researcher therefore aimed to recruit a sample size of 16 

participants in total, with 8 assigned to the intervention group and 8 assigned to the wait-list 

control group.  

 

 

2.5. Participants 

Fifteen participants were recruited of which eight participants received the integrative 

CBT-focused intervention and seven participants were allocated to the waiting list control 

group. The participants were randomly allocated into these groups. Once the participants in the 

control group completed the 12-weeks waiting time period, they were then offered the 

intervention, and their data were added to the experimental group. The participants were blind 

to their group assignment but the researcher and the other professionals within the team were 

aware of this allocation.  

 

2.5.1.    Inclusion criteria  

The inclusion criteria for the study were as follows:  

Firstly, the participants were required to have a diagnosis with Alopecia Areata (AA), 

Alopecia Universalis (AU) or Alopecia Totalis (AT) for a minimum of one year, as assessed 

by a GP or dermatologist. AA is diagnosed according to the presentation of patchy non-scaring 

hair loss experienced on the scalp and around the body (Madani & Shapiro, 2000). AT and AU 
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are more severe forms of Alopecia: patients with AT experience complete hair loss on the scalp, 

while patients with AU experience complete hair loss both on the scalp and around the body 

(Madani & Shapiro, 2000). It was decided to include participants with AA, AU and AT as 

approximately 25% of participants with AA are found to gradually develop the more severe 

forms Alopecia: AT and AU (Pratt & King, 2017; Tosti, Bellavista & Iorizzo, 2006) which was 

also evident among patients throughout the trial.  

The participants were required to have had a diagnosis of Alopecia for at least 1 year. 

This is because approximately 50% of patients with AA experience regrowth within 12 months 

(Finner, 2011; Tosti et al., 2006). In order to examine the impact of the intervention on hair 

growth, it was essential to recruit patients who had passed the usual re-growth period. The 

study therefore recruited patients with more severe and lasting forms of AA. This ensured that 

any changes that occurred following the intervention, were not caused by the conventional 

progression of the condition.  

Secondly, the participants were required to be over the age of 18 and were required to 

be able to consent to the study.  

Lastly, all participants were required to have an appropriate level of spoken language 

and fluency in English. The reason for this criterion is that participants who do not have a 

fluency in English may struggle with the language used for the intervention, which could be a 

confounding variable for the effectiveness of the intervention.  

 

2.5.2.    Exclusion criteria  

Individuals with another more dominant psycho-dermatological disorder, brain injuries, 

learning difficulties, dementia, a dominant, severe and enduring mental illness such as 

psychosis and personality disorders were excluded from the study. This is because the 

intervention may impact them differently and may require more support for their alternative 
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condition to patients who are diagnosed with AA as the dominant disorder. A second more 

dominant disorder would therefore become a confounding variable. Individuals with learning 

difficulties, brain injuries or dementia were excluded as these conditions may impact the 

effectiveness of the intervention which could also be a confounding variable.  

Individuals who were abusing drugs or alcohol were also excluded due to the potential 

that they may be intoxicated at times during the treatment, which may impact their participation 

and hence undermine the intervention.  

Another exclusion criterion was being pregnant. This is because pregnant women 

commonly experience hair loss due to the changes in hormones, and their hair returns to its 

pre-pregnancy state once hormone levels were restored (Pierard-Franchimont & Pierard, 2013). 

Therefore if these participants were included in the study, the effectiveness of the intervention 

on hair re-growth would be unclear as it could be associated with the changes of hormone levels 

during pregnancy.  

Lastly, it was decided to exclude individuals who had participated in therapy within 1 

year, as these participants may already have information and knowledge on the therapeutic 

modality which may impact the effectiveness of the intervention.  

 

2.5.3.    Medication  

During the study, 9 participants were receiving medical treatment and 6 participants 

were not on any medical treatment for their AA. Medication was not administered or 

manipulated through the trial and therefore use and adherence was not monitored. The 

following medications were used by participant: Topical Corticosteroids, Intra-lesional Steroid 

Injections, Methotrexate, Topical 5% Minoxidil, Diphencyprone (DPC) and Clobetasol 

Propionate, Prednisolone or a combination of these (Majid & Keen, 2012; Tosti, Piraccini, 

Pazzaglia & Vincenzi, 2003).  
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These medications were either prescribed or bought over the counter. They are available 

as injections, creams, shampoos and pills. There were also participants who changed their 

medication throughout the trial due to the lack of effectiveness of the earlier medication. 

Although the medication was not manipulated in this trial, its impact on the outcome measures 

was assessed and controlled for. 

 
 

 

2.6. Recruitment 

Following the ethics approvals received from City University London Ethics 

Committee, and from the NHS Stanmore Ethics Committee, and the confirmation of capacity 

and capability from the Royal Free Hospital (See appendix A, B and D), recruitment began in 

September 2018.  

Participants were recruited from the Psychodermatology Department at the Royal Free 

Hospital NHS Foundation Trust. They were recruited using advertisements placed in the 

department (Appendix E) or by being contacted if they were on the department’s waiting list 

to receive psychological therapy. Medical professionals identified potential participants who 

may be interested in the intervention, and agreed for the researcher to contact them to invite 

them to participate. The researcher assessed whether individuals were suitable for the study 

using an initial assessment (see details below).  

During the recruitment process, dermatologists from the Royal Free site referred 30 

participants to the trial in total. However, from those participants only seven participants agreed 

to participate by March 2019. Nine participants were recruited between April and September 

2019 from the Dermatology Service in the Barnet site, which is also part of the Royal Free 

Hospital NHS Foundation Trust. 
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2.6.1.    Attrition 

Overall, 45 patients were referred and approached for participating in the study. Due to 

various reasons such as lack of interest in participating in the trial, difficulties with work 

commitments, other personal commitments, psychological difficulties, physical difficulties and 

complications with contacting the participant, 17 participants were recruited and participated 

in the trial. During the trial, two participants dropped out from the intervention group. One 

participant dropped out due to having another more dominant psychological difficulty that 

worsened during the trial period and the second participant dropped out due to work 

commitments. Two participants who initially agreed to take part in the trial but prior to 

consenting to their participation had decided they no longer wanted to participate. None of the 

participants dropped out from the control group. The flow diagram below presents the 

recruitment and attrition that occurred within the trial (See Figure 2.1.)  

 

2.6.2.    Assessment 

Every participant on the trial received an initial assessment to assess their suitability for 

inclusion in the study. Regarding the AA, the assessment explored the factors that may have 

contributed to the alopecia aspects of their identity, body image and relationships. The 

assessment also explored background information, occupation, hobbies, family background 

and support available for the participant, history of any drug and alcohol dependency and 

experience of previous therapy. Once the information was gathered, the trainee psychologist 

and the participant collaboratively set treatment goals to direct the therapeutic work. See 

Appendix L for the Assessment structure. 
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2.7. The intervention: 

Integrative Cognitive Behavioural Therapy (CBT) focused for 

AA: Nurturing the Roots 

 Participants in the Integrative CBT focused intervention group were given 12 weeks of 

60-minute individual sessions at the Psychodermatology service at the Royal Free Hospital. 

The intervention was implemented by the trainee psychologist and principal investigator of the 

project. The intervention was novel and was created for this trial by the researcher and 

supervisors tailored for people with AA by drawing on CBT interventions implemented for 

people with similar skin disorders (such as psoriasis and atopic eczema) (Lavda et al., 2012). 

The intervention and project was initiated and conceptualised by the Psychodermatology 

Department at the Royal Free Hospital who had a strong research interest into psychological 

interventions, particularly CBT and third wave interventions for people with a range of skin 

conditions. Once the project was initiated, the design of the project and intervention was further 

chosen, developed and shaped by the joint collaboration between the principal investigator, the 

research supervisors and medical professionals working with the Dermatology Department at 

the Royal Free Hospital. As the chosen intervention is a tailored intervention, every participant 

was assessed for their individual difficulties, treatment goals and needs. Once the participant’s 

individual needs were gathered, the protocolled intervention was implemented. 

The chosen modality fits within the Assimilative Integration category. Assimilative 

Integration refers to the therapeutic modality that implements a main and foundation theoretical 

model and incorporates additional theories and techniques from other modalities (Messer, 

1992; 2001, Lampropoulos, 2001). The chosen foundation theoretical model was CBT, and 

integrated additional theories and techniques from mindfulness and narrative therapy (Lavda 

et al., 2012; Ncube, 2006; Hughes, 2014; Kabat-Zinn et al., 1998; Lampropoulos, 2001).  
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Mindfulness had been chosen to support the participants to develop an awareness and 

acceptance of their thoughts, beliefs, emotions, behaviours and their body, which has been 

found to be beneficial for individuals with chronic skin conditions (Kabat-Zinn et al., 1998). 

The CBT third wave approaches, which incorporate CBT and mindfulness have been found to 

be effective for individuals with a range of psychodermatological conditions such as: psoriasis, 

eczema and significantly improved their quality of life, anxiety, depression and the overall 

condition (Fortune, 2002; 2004; Bundy et al., 2013; Lavda, Webb & Thompson, 2012; Kabat-

Zinn et al., 1998; Fordham, Griffith & Bundy, 2013; Wetherell et al., 2011). Lastly, narrative 

therapy had also been integrated as it has been shown to support individuals with the 

management and acceptance of chronic health conditions, by identifying and contributing to 

their life narratives and highlighting their strengths and resilience (Ncube, 2006; 2007; Hughes, 

2014; Butera-Prinzi, Charles & Story, 2014).  

The intervention implemented targets the following areas: self-esteem, body image, 

anxiety, low mood, identity, grief, loss and compassion, as research suggests that individuals 

with AA particularly struggle with these areas (Hunt & McHale, 2005).  

The intervention was planned and implemented for 12 sessions. The therapeutic 

intervention was structured in four phases which mapped onto specific session plans that are 

presented in the protocol. The general protocol structure of the intervention and a session plan 

for each session can be viewed in Appendix M. At times during the intervention, the participant 

may have brought aspects to the sessions that may have diverted from the original phases. The 

researcher and trainee psychologist was flexible during these instances to ensure the 

participants needs and specific difficulties were addressed. All aspects of the intervention was 

implemented for every participant but they may have been covered at different times, in a 

different order or with greater emphasis on a certain phase than others, depending on the 

participant and their individual needs. The four phases are presented below: 
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Phase 1 – Assessment, goals and building rapport  

The first phase included exploring difficulties and offering the participant the space to 

discuss their difficulties and acknowledge the direction of the work. This phase included 

highlighting difficulties with the condition by using the narrative therapy interventions of 

therapeutic letter writing to the condition and identifying the components that make up their 

identity using the identity circle to acknowledge and validate their current identity challenges 

with and without the condition (Kimsey-House et al. 2010; White & Murray, 2002; Morgan, 

2000). Goals for the therapy were collaboratively constructed using the SMART goals model 

(which require goals to be Specific, Measurable, Achievable, Realistic and Timely) (Morrison, 

2010; Williams, 2012). This intervention phase therefore focused on and involved: 

psychoeducation, highlighting and acknowledging difficulties with the condition by letter 

writing and the identity circle, SMART goals and collaboratively agreed goals for the 

treatment. 

 

Phase 2 – Cross-sectional formulation and plan  

During this phase, the participant and the therapist discussed the cross-sectional 

formulation, acknowledged the unhelpful coping mechanisms and thinking styles that may be 

causing distress in their everyday lives. This phase focused on third wave CBT concepts and 

introducing CBT techniques and therefore introduced breathing exercises, progressive muscle 

relaxation, thought records, behavioural experiments, graded exposure, postponing worry and 

SMART goals to challenge unhelpful cognitions and behaviours and worked to implement 

more supportive coping mechanisms (Beck, 1979: Greenberger & Padesky, 1995).  
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Phase 3 – CBT tree formulation and plan  

The third phase involved discussing and completing the CBT tree formulation to 

understand the roots, strengths, development and maintenance of their difficulties. The CBT 

tree also incorporated techniques and tools within narrative therapy by identifying and 

reframing the individual’s narratives and acknowledging their strengths and resilience. During 

this phase, the therapist and participant continued the treatment plan to implement techniques 

and methods of challenging negative automatic thoughts (NAT) through thought records, 

SMART goals and behavioural experiments (Greenberger & Padesky, 1995; Padesky, 1993; 

Clark & Beck, 2009; Morrison, 2010; Williams, 2012). Furthermore, mindfulness was 

introduced within this phase. Mindfulness was implemented to support the awareness and 

acceptance of the condition, stress and emotional regulation and to reinforce the association 

between the mind and the body (Kabat-Zinn et al., 1998). This phase therefore involved 

collaboratively completing the CBT Tree Formulation (See Appendix M for CBT Tree 

Formulation within the protocol) and using the formulation to explore progress in the treatment 

at this time and reconstructing goals for the remainder of the sessions. This phase also involved 

introducing and practicing mindfulness. 

 

Phase 4 –Mindfulness and relapse prevention  

During this final phase, the therapist and participant worked to prepare the ending of 

the work with acknowledging progress and difficulties. This phase particularly focused on 

maintaining the tools learnt, addressing barriers in the therapeutic work and discussing the 

maintenance of the changes made and maintaining the mindfulness practice. This phase also 

included relapse prevention, a recap of tools and discussing and highlighting the learning, 

techniques and progress made. It also incorporated the exploration and highlighting the 

importance of maintaining the changes made for the future, once therapy is complete. An 
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additional focus on this phase was to address the ending of the work and therefore the 

therapeutic relationship.  

 

2.7.1.     Waitlist Control Group 

The waiting list control group received the physical and psychological measures at the 

beginning of the trial. Participants were then informed that following the 12-week period of 

time, they would then be asked to attend the next set of physical and psychological measures. 

Once the control group participants completed the waiting list period and received their final 

assessment, these participants were then offered psychological therapy and if they accepted the 

therapy, they were asked whether they would be willing to continue with the psychological and 

physical assessments so that this can be assessed after the therapeutic intervention was 

complete. If they agreed, their data was added to the participant intervention group. This 

research design has been consistent with other trials in dermatology that following the waiting 

list period the intervention was offered to the control group and then added the data to the 

intervention group (Bundy et al., 2013).  

 

 

2.8. Psychological and Physical Measures 

To assess the differences between the participant groups who received the intervention 

in comparison to the participants who were in the control group, psychological and physical 

assessments were implemented as detailed below. The participants were all administered 

measures at two points in time: at the beginning of the trial and at the end of the 12-week 

intervention for the intervention group or at the beginning of the trial and at the end of the 12-

week waiting period for the control group. The psychological and medical measures were all 
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carried out within the Royal Free Hospital. All the medical measures were administered by the 

dermatologists at the Royal Free Hospital. For some of the participants, the psychological and 

medical measures did not occur on the same day but occurred up to a month after the time-

period that was scheduled. These time differences occurred due to the patients not attending 

the physical assessments or due to the lack of resources and time availability from the 

dermatologists within the service, due to the demands of the service.  

 

2.8.1.     Psychological Measures 

2.8.1.1.    Screening Measure 

The participants were initially screened to assess whether they were suitable for the 

research by the lead investigator of the trial (see Screening questions in Appendix K). This 

measure was a novel measure that was created for this trial that was based on the exclusion and 

inclusion criteria of the study. The participants were asked how long they have been diagnosed 

with Alopecia, whether they have another skin condition and if so, whether they feel the 

Alopecia is their most dominant skin condition. The participants were also questioned whether 

they were fluent in written and verbal English, whether they were pregnant and whether they 

have any learning difficulties, dementia or severe and enduring mental illnesses. The screening 

also involved an assessment for alcohol and drug dependency. The participants were firstly 

questioned whether they drink alcohol or use recreational drugs and if they respond positively, 

they were then screened for alcohol or drug dependency. The tool CAGE – Adapted to Include 

Drugs (CAGE-AID) was implemented and required asking the following four questions:  

 “C – Have you ever felt you ought to cut down on your drinking or drug use?  

A – Have people annoyed you by criticising your drinking or drug use?  
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G – Have you ever felt bad or guilty about your drinking or drug use?  

E – Have you ever had a drink or used drugs first thing in the morning to steady your 

nerves of to get rid of a hangover? (Eye-opener)” 

(Dhalla & Kopec, 2007; Brown & Rounds. 1995) 

 

If a participant responded positively to two or more questions, this indicated a potential 

for alcohol and drug dependency (Fiellin, Reid, Carrington & O’Connor, 2000; Brown & 

Rounds. 1995). Participants who fulfilled the criteria were spoken to about their alcohol and 

drug use and their participation in the study was evaluated with the researcher and supervisor 

on an individual basis. The participants were then notified that their alcohol and drug 

dependency would be monitored and that if there were any concerns in their engagement in the 

study, their continued participation in the study would be considered. 

 

2.8.1.2.    Demographic Questionnaire  

A demographic questionnaire that included 16 questions was implemented to collect 

information about the participants’ gender, age, marital status, ethnicity, psychiatric and 

physical conditions, current medication or treatment, drug and alcohol use, employment and 

education status. This measure was a novel questionnaire that was created for this trial. See 

Appendix F. Participants were asked about their skin condition, including the areas affected, 

when they first received their diagnosis of Alopecia and to specify if they are using any 

medication to treat their Alopecia and if so, which type of medication.  

The questions also asked about the participants’ alcohol intake, smoking and drug use, 

psychiatric medication and whether they have ever received psychological help. Lastly, the 
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participants were asked whether they feel they have social support to cope with the condition. 

The participants were required to respond with an either ‘yes’ or ‘no’ for these questions.  

The participants were also asked three questions regarding how distressing their skin 

condition is to them, how much of a problem their skin condition is to them and how satisfied 

do they feel with their hair. These three questions were presented on a Likert scale from 0 to 

10, 0 indicating ‘no at all’ and 10 indicating ‘extremely’. 

 

2.8.1.3.    Hospital Anxiety and Depression Scale (HADS)  

The HADS is a 14-item self-reported questionnaire that assess anxiety and depressive 

symptoms experienced over the previous week and was devised by Zigmond and Snaith (1983). 

The questionnaire includes 7 items relating to anxiety symptom and 7 questions exploring 

depressive symptoms. Answers are presented on a Likert scale ranging between 0-3, with the 

higher score indicating higher severity. The scores are then added for each subcategory and the 

higher the score, indicates a greater self-reported symptomology of anxiety or depression, with 

a maximum score of 21. A total score between 0 and 7 for anxiety or depression indicates 

normal experiences of anxiety or depression, a score between 8 and 10 indicates borderline 

above average difficulties for anxiety or depression, and a score between 11 and 21 indicates 

that significant self-reported symptomology of anxiety or depression and therefore above the 

average population (Zigmond & Snaith, 1983).  

The validity and reliability of the HADS has been heavily researched and has found 

good internal consistency, construct validity and test-retest reliability (Hermann, 1997; 

Bjelland, Dahl, Haug & Neckelmann, 2002). The internal consistency of the measure using the 

Cronbach’s alpha score was found to range for anxiety between 0.68 and 0.98 and for 

depression between 0.67 and 0.90 which indicates an acceptable to high internal consistency 
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(Bjelland, Dahl, Haug & Neckelmann, 2002). As the current research study has been conducted 

as a pilot study, the internal consistency could not be calculated for the HADS due to the small 

sample size. The construct validity has been measured between the HADS and other measures 

of anxiety and depression (Snaith & Taylor, 1985; Aylard, Gooding, McKenna & Snaith, 

1987). The research found that the HADS presents a moderate to strong correlation with other 

self-report measures of anxiety and depression: The Irritability Depression Anxiety Scale and 

the General Health Questionnaire (Snaith & Taylor, 1985: Aylard et al., 1987).  

Furthermore, research has been conducted to evaluate the criterion validity of HADS 

by comparing the HADS and the General Health Questionnaire when assessing for 

psychological difficulties amongst patients with dermatological conditions (Lewis & Wessely, 

1990). The findings revealed that no differences were found between the questionnaires in the 

ability to detect psychological difficulties and therefore the HADS revealed strong criterion 

validity (Lewis & Wessely, 1990). 

 

2.8.1.4.    Dermatology Life Quality Index (DLQI)  

The DLQI is a 10-item self-report questionnaire developed by Finlay and Khan (1994) 

which evaluates the degree to which an individual’s skin problem has impacted their quality of 

life, over the last week. Nine of the questions ask the participant how much their skin condition 

has impacted their quality of life during the last week, with the following options of severity: 

Not relevant, not at all, a little, a lot, very much. The results are then calculated based on the 

responses as ‘Not relevant’ or ‘not at all’ scoring 0 with the maximum score of 3 indicating 

‘very much’. Therefore, the maximum score that can be achieved is 30. Question number 7 

asks “Over the last week, had your skin prevented you from working or studying?” with a ‘yes’, 

‘no’ or ‘not relevant’ options available for responses. An indication of ‘yes’ for this question 
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scores the participant a score of 3 and ‘no’ is scored as 0. The higher the total score indicates a 

higher impact of the participants’ skin disorder on their quality of life. The total score is then 

interpreted on a five-point scale from ‘no effect at all on the patient’s life’ if they score between 

0 and 1, ‘small effect on patients life’ if they score between 2 and 5, ‘moderate effect on the 

patient’s life’ for scores between 6 and 10, very large effect between 11 and 20 and extremely 

large effect is indicated for scores between 21 and 30.  

The Cronbach’s alpha score was calculated the investigate the internal consistency of 

the DLQI for patients with alopecia and the measure revealed a score of 0.881 which indicates 

strong internal consistency for the DLQI (Qi, Xu, Sheng & Yang, 2015). Due to the small 

sample size of this research trial, the internal consistency could not be calculated for the DQLI. 

The DLQI was re-tested and the authors concluded that test-rest reliability was high (Finlay & 

Khan, 1994). A review was conducted to investigate the content validity, construct validity and 

criterion validity (Basra et al., 2008). The review concluded that the content validity, construct 

validity and criterion validity were all established for the DLQI (Basra et al., 2008).  

 

2.8.1.5.    The Perceived Stress Scale (PSS) 

 The PSS is a 10-item questionnaire developed by Cohen, Kamarch and Mermelstein 

(1983) that measure the participants perceived stress levels over the previous month. The 

participant is required to score each question with a 4-point scale from 0 indicating that they 

never experienced the questioned perceived stress or 4 indicating that they experience the 

particular perceived stress very often. The PSS also had reversed scoring for question 4, 5, 7 

and 8 which question positive questions such as “In the last month, how often have you felt 

things were going your way?”. The minimum score on the PSS is 0 and the maximum score is 



88 
 

40. The total score of the PSS is interpreted within three categories: low stress, moderate stress 

and high stress for scores between 0-13, 14-26 and 27-40, respectively.  

The PSS was investigated and the Cronbach’s alpha score was found to range between 

0.72 and 0.83 (Ezzati et al., 2014; Khalili et al., 2017). Further research has been conducted 

and found that the internal consistency and construct validity of the PSS was supported and 

established (Roberti, Harrington & Storch, 2006). However, due to the small sample size, the 

internal consistency could not be assessed for the PSS within this trial. A review was conducted 

to evaluate the validity and reliability of the PSS (Lee, 2012). The researchers concluded that 

the PSS was moderately or highly correlated with a range of similar measures which indicated 

a strong criterion validity for the PSS (Lee, 2012). Furthermore, the test-retest reliability was 

found to be highly correlated and reliable by multiple studies based on a 2-day, 2-week and 6-

week time difference (Lee, 2012).  

 

2.8.1.6.    Feedback Questionnaire  

The 11-item feedback questionnaire was a novel measure that was created for the trial 

and was implemented to investigate how the participants who received the intervention, 

evaluated the intervention. The questionnaire was offered only to the experimental group after 

the intervention was completed. The participants were required to complete the a 5-point Likert 

scale to indicate the perceived impact the intervention had on their wellbeing, their symptoms 

and their adjustment to their skin condition  and their relationships. A score of 1 indicating ‘not 

at all’ and 5 indicating ‘definitely’ for each question. The participants were also required to 

complete a short description of what they feel worked well from the intervention, what did not 

feel worked well from the intervention and what they believe could be improved by the 

intervention and whether they would recommend the intervention to a friend with hair loss. 
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There is also a section that allows for the participant to write anything else they would like to 

add regarding the intervention. 

 

2.8.2.    Medical measures 

2.8.2.1.    Severity of Alopecia Tool (SALT)  

To assess the impact on the Alopecia on the participants scalp, the Severity of Alopecia 

Tool (SALT) Scalp Assessment was implemented by the Dermatologists within the 

Dermatology Department at the Royal Free Hospital (Olsen et al., 2004). The SALT 

assessment required for the assessor to visually assess the scalp of the participant, within four 

viewpoints of the scalp (as demonstrated below) and then the dermatologist was required to 

score the location a percentage of hair loss presented on the scalp for the participant (Olsen et 

al., 2004). The higher the percentage, the greater hair loss experienced with 0% indicating no 

hair loss and 100% indicating that there is no hair on that section of the scalp (Olsen et al., 

2004). Once the area is located on the diagram and a percentage is allocated to that location, 

the percentage score is then multiplied by the number allocated to that area of the scalp. For 

example, if a participant is assessed by the dermatologist and scored their left side of the scalp 

‘80%’ indicating 80% of hair loss, the score is then equated in the following way:  

 

 

 

 

Figure 2.2. Calculation for SALT assessment for each location on the scalp 

 

 

Percentage hair loss scored x percentage of area of scalp = SALT Percentage for that area 

80% hair loss in area shown x 18% due to the location of left hand side / 100 = 14.4% 

80 x 0.18 = 14.4% 
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The results of each location are then added together to present a total SALT score for 

each participant. Each participant will receive a SALT assessment at the beginning of the 

assessment and at the end of the 12-week intervention or at the 12-week waiting period. The 

scores from the baseline and end of trial are then compared. For example, if a participant 

received a baseline SALT score of 80% and a second SALT score of 55%. The change in SALT 

scores are equated and the regrowth for that area is also equated. The two calculations are 

presented below. 

For the trial, each participant has been presented the following SALT scored: A baseline 

SALT score, a Time 2 SALT score following the intervention or waiting time for the control 

group, a Regrowth SALT score and a Change in SALT scores.  

 

 

 

 

 

 

 

 

 

Figure 2.3. Severity of Alopecia Tool (SALT) Assessment View Points (Olsen et al., 2004) 
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Figure 2.4. Calculation for SALT assessment for Change in SALT and Regrowth  

 

 

2.8.2.2.    Medical Photography 

Medical photography was implemented by phototherapy team within the Royal Free 

Hospital. This measure was implemented to visually assess the impact of Alopecia. Due to the 

subjective element of the SALT assessment, the SALT guidelines recommend for medical 

photography to also be implemented alongside the SALT assessment to improve the reliability 

of the measure (Olsen et al., 2004).  

 

2.8.2.3.    Blood Tests 

Blood tests were conducted by the medical staff within the Royal Free Hospital to 

assess for the following physical manifestations associated with AA: TSH thyroid functioning 

and Ferritin. The reason these tests were conducted is that people with AA are often found to 

be experience irregularities to their TSH thyroid functioning and iron levels (Cerman, Solak & 

Altunay, 2014; Mandani & Shapiro, 2000; Esfandiarpour, Farajzadeh & Abbaszadeh, 2008; 

Equation 1: SALT assessment differences:  

Second SALT Assessment - Baseline SALT Assessment = Change in SALT Assessment Percentage 

 

For example: 80% - 55% = 25%  

 

Equation 2: SALT Assessment Regrowth:  

(Second SALT Assessment - Baseline SALT Assessment) / Baseline SALT Assessment  

x 100 = Percentage of Regrowth  

 

For example:  

(80 – 55)/ 80  

25 / 80 x 100 = 31% 
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Lueking et al., 2005). Therefore, changes experienced to the condition of AA may also appear 

in these blood results. If participants received blood test results of thyroid functioning and 

ferritin within a month period of time, this information was collected so that they did not need 

to have another blood test.  

 
 
 
 

2.9. Missing Data 

Throughout the research, there was missing data that is important to acknowledge 

and consider. There was missing data for both the psychological measures and the physical 

measures that were administered and the reasons are considered below. 

In terms of the physical measures, there was missing data that occurred for multiple 

reasons that have been identified. As described above, the physical measures required for the 

participants to have the following measures: SALT assessment, blood test and medical 

photography. During the trial, there were some participants that did not have blood tests 

conducted on the same day as the other measures due to the phlebotomy service being 

overcrowded. This required for the participants to return on an alternative date and time. It may 

have been that the participants may have forgotten or did not want to attend the blood test 

session.   

For the medical photography, one of the participants felt that the medical photography 

was anxiety provoking and exposing of their condition. This was discussed between the 

researcher and supervisors for this individual case and their continued participation in the study 

was considered. It was decided that for this participant and others on the trial, they would be 

allowed to not participate in the medical photography due to the increase of stress and anxiety 

that the measure was causing. It was considered unethical to exclude the participants from the 

research for these reasons.  
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Lastly, there were also SALT assessments which were missing from the data 

collection. This occurred due to the initial set up of the research when the dermatologists and 

researchers were considering the exclusion criteria for the study. If participants experienced 

hair growth at the time of the initial SALT assessment due to the medication, they were 

included in the study and this caused some confusion amongst the dermatologists. This led to 

missing data with the SALT assessment for one participant.  

When considering the psychological measures, there were two cases whereby the 

demographic questionnaire was not completed for some sections. Due to the questionnaire 

being double sided, it was considered whether the participants missed these pages by accident. 

Another reason for this missing data may have been that the participants may have found this 

section particularly difficult to complete due to the questions regarding their feelings regarding 

the Alopecia which may have evoked difficult emotional responses for these participants.  

 
 
 
 

2.10. Procedure 

 The participants were recruited from September 2018 until September 2019. The 

participants were recruited by being offered the study by their allocated dermatologist or they 

were contacted by the researcher. The participants were then given verbal information 

regarding the study and asked whether they are interested in joining the study. Once they were 

deemed interested to participate in the study, the participants were screened for the intervention 

using a phone call from the researcher to determine their suitability for the study according to 

the inclusion and exclusion criteria. They were allowed a month to decide whether they would 

like to participate in the study, if they felt unsure if they wanted to participate in the study.  
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Once the participant was considered suitable and interested in participating in the study, 

the participants were then required to attend an initial assessment for one hour to assess their 

difficulties and to enable an individual and tailored Integrative CBT intervention for the 

participants. The participants were then given verbal information about the trial, a written 

information sheet and were given a consent form to sign regarding their participation in the 

study and the interventions as well as details of next of kin in case there were concerns and 

gave their consent to be able to contact their next of kin in these circumstances (see Appendix 

G, H and I).  

The participants were randomly allocated into one of the following groups, depending 

on their pre-existing medication: Integrative CBT intervention group or waiting list group. 

Participants allocated to the Integrative CBT intervention groups were required to take part in 

12 weekly 60-minute individual sessions of integrative CBT. All participants in the 

experimental group and in the control group were required to undergo the psychological and 

medical assessments described above at the beginning of the study and after the 12-week 

intervention or the 12-week waiting list. Once the study was complete, the participants were 

then debriefed to the aims of the study (Appendix J) and asked whether they would like to be 

contacted in the future for the findings of the study. The participants who received the 

intervention were given a feedback questionnaire to evaluate the intervention. Participants in 

the control group were then offered the intervention and asked whether they would be willing 

to continue the medical and physical assessments. If the participants agreed, their information 

was added to the data.  
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2.11. Ethical Considerations 

There were several ethical considerations within the current study. One consideration 

was that individuals undertaking this study may have experienced psychological or emotional 

discomfort difficulties due to the nature and sensitivity of the Integrative CBT intervention 

being trialled. To mitigate this, their psychological and emotional distress was monitored by 

the researcher and trainee psychologist who delivered the intervention. During the trial and 

intervention, two participants experienced psychological difficulties which led to their 

disengagement from the intervention. In these instances, their continued participation with the 

study was considered with the participant, researcher and supervisors. These participants were 

offered and referred to psychological support from the Psychodermatology service or to a local 

psychology service.  

Another consideration was for the participants within the control group, who may have 

felt that they were not receiving sufficient treatment and hence emotional and psychological 

difficulties may have arose. Similar to the above case, their continued participation would have 

been considered if these difficulties arose. Once the intervention was complete, the participants 

within the control group were offered the psychological intervention to manage this ethical 

concern.  

A third concern was the participants’ right of withdrawal. Participants were all informed 

of their right to withdraw from the study at any point. Once the participants withdrew from the 

study, their medical data was not included in the study, and their questionnaires were destroyed.  

Confidentiality of the participants’ data was another important ethical consideration. 

The participants’ names were anonymised using ascending numerical values. The participants 

were therefore identified using their date of birth, gender and intervention group. The data 

collected was stored using a locked cabinet in the Psychodermatology department at the Royal 

Free Hospital. The anonymised database was stored and will continue to be stored using a 
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password protected computer belonging to the student researcher. The data will be stored for 

up to 3 years and once the research is complete, the data will be destroyed. The reason for the 

3-year time period is that the study may want to be extended into a larger randomised controlled 

trial in the future.  

The participants all signed an informed consent and were informed and debriefed of the 

process required for their participation. The researcher ensured all participants received a 

participant information sheet and that the participants understood their agreed consent and their 

involvement in the research. During the research, the participants were blind to their allocation 

of intervention group or control group. Once the research is complete, the participants were 

debriefed on the purpose and their involvement in the study.   

 

 

2.12. Ethical Approval 

The study required both City University London ethical approval and National Health 

Service (NHS) ethical approval as the participants were recruited and the intervention was 

implemented within the Royal Free Hospital NHS Foundation Trust. The study received 

approval by the City University London Ethics Committee on 29th June 2018, reference 

number: PSYETH (P/F) 17/18 117 and received NHS ethics approval by Stanmore London 

Ethics Committee, IRAS reference number: 231865 and REC Code: 18/LO/0366 on 21st May 

2018. City University London were the acting sponsors for this research. See Appendix A, B 

and C.   
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2.13. Reflexivity 

My interest in this particular research topic began due to my experience of working 

with people with eating disorders and those with significant body image concerns. The concept 

of body image deeply interests me, and in both eating disorders and living with hair loss this 

is a key aspect of the disorder. I feel that women experience strong societal pressures around 

appearance, and indeed at times I feel this pressure too. I believe that my passion for this topic 

stemmed from my own awareness of these societal pressures and my desire to be able to 

support individuals who feel this pressure and in particular those who have AA and cope with 

hair loss, which is a dominant feature in women’s body image.  

I am also particularly interested in medical disorders that can be treated by 

psychological therapy. I was particularly struck by the lack of trials on AA that test the efficacy 

of psychological interventions. Also, research indicates that current medical treatments for 

Alopecia are not highly effective which suggests that alternative treatments should be tested. I 

feel that this research was very fulfilling for me, as I felt a strong sense of commitment to be 

able to address the research gap and create an integrative CBT treatment protocol for people 

with AA with the overall aim of improving the effectiveness of treatment interventions for this 

population.   

It has been argued that when conducting research within clinical health, there are three 

roles that are required of the research practitioner, these are the following: incorporating the 

research into their own work and practice, investigating the efficacy of the practice 

implemented and the required combined role of the researcher and practitioner (Hayes, Barlow 

& Nelson-Grey, 1999). I feel that these roles strongly represent the roles that I undertook within 

my research project. Within the trial, I held these multiple roles as I was managing and 

conducting the research trial, implementing the therapeutic intervention within the trial, 

implementing my own practice alongside the trial and investigating the effectiveness of the 
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intervention that I was providing within the trial and with the use of the trial. The research also 

involved my combined role of researcher and trainee counselling psychologist. I believe these 

multiple roles are important to acknowledge, to be able to highlight and learn from the strengths 

and challenges that arose regarding the subjectivity and objectivity of the trial. I felt it was 

important to remain as objective as possible when managing the trial but I also felt a tension 

and conflict at times due to the requirement of subjectivity within the psychological 

intervention that I was delivering. However, I also believe that these combined roles were very 

unique for me and had a strong impact on my determination and passion for my work. I believe 

it was important for me to make sure I could also distance myself from the research to be able 

to remain objective in my work as this was challenging at times but these challenges and 

conflict is something that I continually explored with my supervisors, colleagues and therapist.  

 

 

2.14. Data Analysis  

The data collected through the questionnaires and medical tests was inputted into SPSS 

Version 25 for Windows. Alpha levels of significance were established as p<0.05. As 

previously described, all questionnaire scores were calculated according to their individual 

methods. All scores were entered and analysed by the researcher. The data was analysed by 

comparing the results of the medical and psychological measures from beginning of the trial to 

the end of the trial. Participants who received the intervention were compared to those who did 

not receive the intervention.  
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2.14.1.    Analytic Strategy 

To investigate which methods of analyses were suitable for the data presented, met the 

assumptions of the analyses and did not contain outliers, preliminary analyses were conducted 

and presented below.  

Normality tests and descriptive statistical analyses were conducted for each measure 

and presented below. For the measures that met the assumption of normal distribution, multiple 

mixed design analyses of variance (MANOVA) testing were conducted and mixed design 

ANOVA testing were implemented. The mixed ANOVA test was chosen to investigate the 

differences in the outcome measures between the two groups as well as between the two-time 

points. Effect sizes had also been calculated for each measure to indicate the impact of the 

intervention. For the measures that did not meet the assumption of normality, non-parametric 

Mann Whitney U testing was implemented. It was considered whether to transform the data to 

enable the data to meet the assumptions of normality. However, researchers have recommended 

that when analysing data with small sample sizes within RCTs, non-parametric analyses are 

preferred to manage violations in the assumptions of normality, rather than data 

transformations (Vickers, 2005).  

Further investigations have also been conducted to assess whether number of years with 

the AA diagnosis, type of AA, gender and medication impacted the effect of the intervention 

on the outcome measures. All descriptive and inferential statistics have been conducted using 

the SPSS software package.  
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CHAPTER 3: RESULTS 

 

 

 

 

3.1. Preliminary Analysis  

Preliminary analyses were conducted to investigate whether the data was normally 

distributed and to assess the skewness and kurtosis of the data. To assess whether the data was 

normally distributed, the Shapiro-Wilk test was chosen as it has been recommended for small 

sample sizes (Elliott & Woodward, 2007; Kim, 2013). Tables 3.1 and Table 3.11 indicate that 

the measures of HADS, PSS and DLQI were all normally distributed for both time points and 

that the skewness and kurtosis of these measures was not significantly directed and was 

therefore not problematic for the data. The participants were also asked to rate how distressing 

they found the AA and their hair satisfaction. These measures were also found to be normally 

distributed and the skewness and kurtosis was also not significantly directed. However, the 

participants’ self-reported scores of how problematic they find the AA was also not normally 

distributed. These results are presented by Table 3.2 and Table 3.21 below.  

The preliminary analyses showed that the blood test measure for TSH Thyroid 

functioning and the SALT scalp assessments, SALT regain and SALT regrowth were found to 

not be normally distributed and were significantly directed. The blood test results for TSH 

Thyroid Functioning and Ferritin also showed to be significantly skewed and directed. These 

results are presented in Table 3.3 and Table 3.31. For these reasons, non-parametric tests were 

performed when the assumption of normality was not met and the data was shown to be 

significantly directed and skewed. The parametric statistics were performed when the 

normality assumption has been met and when the data was not significantly directed or skewed. 
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Table 3.1. Shapiro-Wilk test findings for Psychological Measures at the two time points 

 

Measure and time-point Group Shapiro-Wilk Normality 

Testing 

HADS Anxiety Time 1 Intervention Group 

Control Group 

D(4) = 0.899, p=.425 

D(4) = 0.863, p=.272 

HADS Anxiety Time 2 Intervention Group 

Control Group 

D(4) = 0.941, p=.659 

D(4) = 0.905, p=.458 

 

HADS Depression Time 1 Intervention Group 

Control Group 

D(4) = 0.944, p=.677 

D(4) = 0.945, p=.683 

 

HADS Depression Time 2 Intervention Group 

Control Group 

D(4) = 0.895, p=.406 

D(4) = 0.984, p=.926 

 

PSS Time 1 Intervention Group 

Control Group 

D(4) = 0.948, p=.702 

D(4) = 0.829, p=.164 

 

PSS Time 2 Intervention Group 

Control Group 

D(4) = 0.853, p=.235 

D(4) = 0.863, p=.271 

DLQI Time 1 Intervention Group 

Control Group 

D(4) = 0.831, p=.172 

D(4) = 0.840, p=.195 

 

DLQI Time 2 Intervention Group 

Control Group 

D(4) = 0.895, p=.406 

D(4) = 0.984, p=.926 

Note: p indicates significance with a significance level of p<.05 

Table 3.11. Skewness and Kurtosis found for Psychological Measures at the two time points 

Measure and time-point Skewness  Skewness 

Standard Error 

Kurtosis  Kurtosis 

Standard Error  

HADS Anxiety Time 1 -0.094 0.580 -0.599 1.121 

HADS Anxiety Time 2 -0.002 0.580 

 

-1.162 1.121 

HADS Depression Time 1 0.046 0.580 

 

-0.593 1.121 

HADS Depression Time 2 1.079 0.580 

 

0.598 1.121 

PSS Time 1 0.059 0.580 

 

-0.034 1.121 

PSS Time 2 -0.629 0.580 

 

-0.125 1.121 

DLQI Time 1 0.727 0.580 

 

-0.762 1.121 

DLQI Time 2 1.238 0.580 0.654 1.121 
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Table 3.2. Shapiro-Wilk test findings for the Distress Experienced by AA at the two time 

points 

Measure and time-point Group Shapiro-Wilk Normality 

Testing 

AA Problem Time 1 Intervention Group 

Control Group 

D(4) = 0.828, p=.163 

D(4) = 0.865, p=.279 

AA Problem Time 2 Intervention Group 

Control Group 

D(4) = 0.993, p=.972 

D(4) = 0.630, p=.001 

AA Distressing Time 1 Intervention Group 

Control Group 

D(4) = 0.971, p=.850 

D(4) = 0.895, p=.406 

AA Distressing Time 2 Intervention Group 

Control Group 

D(4) = 0.895, p=.406 

D(4) = 0.945, p=.683 

Hair Satisfaction Time 1 Intervention Group 

Control Group 

D(4) = 0.993 p=.972 

D(4) = 0.982, p=.911 

Hair Satisfaction Time 2 Intervention Group 

Control Group 

D(4) = 0.848 p=.220 

D(4) = 0.953, p=.734 

Note: p indicates significance with a significance level of p<.05 

Table 3.21. Skewness and Kurtosis found for Distress Experienced by AA at the two time 

points 

 

Measure and time-point Skewness  Skewness 

Standard Error 

Kurtosis  Kurtosis 

Standard Error  

AA Problem Time 1 

 

-0.815 0.616 0.466 1.191 

AA Problem Time 2 -0.767 0.580 0.242 1.121 

 

AA Distressing Time 1 

 

-0.646 

 

0.616 

 

0.843 

 

1.191 

 

AA Distressing Time 2 

 

-0.706 

 

0.580 

 

-0.889 

 

1.121 

 

Hair Satisfaction Time 1 

 

-0.016 

 

0.616 

 

-1.029 

 

1.191 

 

Hair Satisfaction Time 2 

 

-0.022 

 

0.580 

 

-0.682 

 

1.121 
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Table 3.3. Shapiro-Wilk test findings for the Physical Measures at the two time points 

Measure and time-point Group Shapiro-Wilk Normality 

Testing 

SALT Time 1  Intervention Group 

Control Group 

D(4) = 0.749, p=.038 

D(5) = 0.658, p=.003 

 

SALT Time 2 Intervention Group 

Control Group 

D(4) = 0.692, p=.009 

D(5) = 0.792, p=.019 

 

SALT Difference Score Intervention Group 

Control Group 

D(4) = 0.721, p=.020 

D(5) = 0.757, p=.035 

 

SALT Regrowth Score Intervention Group 

Control Group 

D(4) = 0.756, p=.044 

D(5) = 0.891, p=.362 

 

Ferritin  Time 1 Intervention Group 

Control Group 

D(4) = 0.931, p=.601 

D(5) = 0.996, p=.995 

Ferritin Time 2 Intervention Group 

Control Group 

D(4) = 0.784, p=.076 

D(5) = 0.952, p=.752 

 

TSH  Time 1 Intervention Group 

Control Group 

D(4) = 0.729, p=.024 

D(5) = 0.858, p=.220 

 

TSH Time 2 Intervention Group 

Control Group 

D(4) = 0.988, p=.949 

D(5) = 0.822, p=.121 

Note: p indicates significance with a significance level of p<.05 

Table 3.31. Skewness and Kurtosis found for Physical Measures at the two time points 

 

Measure and  

time-point 

Skewness  Skewness 

Standard Error 

Kurtosis  Kurtosis 

Standard Error  

SALT Time 1  0.634 0.597 -1.832 1.154 

SALT Time 2 0.109 

 

0.580 -2.258 1.121 

SALT Difference Score -2.170 

 

0.597 3.424 1.154 

SALT Regrowth Score -1.444 

 

0.597 0.759 1.154 

Ferritin  Time 1 3.370 

 

0.616 11.724 1.191 

Ferritin Time 2 2.225 

 

0.687 5.812 1.334 

TSH  Time 1 1.174 

 

0.616 2.634 1.191 

TSH Time 2 0.914 0.661 0.091 1.279 
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3.2. Outliers  

Outliers were explored to limit the errors within the dataset. Box plots statistical 

analyses were conducted to explore whether there were outliers in the data that needed to be 

accommodated and managed. The results indicated some data outside of the box plots. For this 

reason, further analyses were conducted to assess whether these outliers needed to be removed. 

Outliers were identified by checking the z-scores for each measure at each time point and 

ensuring that the z-score is not greater than a score of 3.29 (Tabachnick & Fidell, 2007). Table 

3.4, Table 3.41 and Table 3.42 below present the highest and lowest z-scores found for each 

measure and time point. The results revealed that the z-scores for each measure were found to 

not exceed a score of 3.29 and that there were no outliers within the data that needed to be 

removed.  

 

Table 3.4. z-scores for the psychological measures at two-time points 

 

Measure and time-point Minimum z-score  Maximum z-score 

HADS Anxiety Time 1 -1.647 1.776 

 

HADS Anxiety Time 2 -1.354 1.636 

 

HADS Depression Time 1 -1.384 1.918 

 

HADS Depression Time 2 -1.263 2.032 

 

PSS Time 1 -1.852 2.009 

 

PSS Time 2 -2.282 1.480 

 

DLQI Time 1 -1.168 1.983 

 

DLQI Time 2 -0.938 2.372 
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Table 3.41. z-scores for Distress Experienced by AA measures at two-time points 

 

Measure and time-point Minimum z-score  Maximum z-score 

AA Problem Time 1 -2.147 1.502 

AA Problem Time 2 -2.282 1.480 

AA Distressing Time 1 -2.262 1.349 

AA Distressing Time 2 -1.976 1.238 

Hair Satisfaction  Time 1 -1.323 1.687 

Hair Satisfaction Time 2 -1.463 1.564 

 

 

 

Table 3.42. z-scores for the physical measures at two-time points 

 

Measure and time-point Minimum z-score  Maximum z-score 

SALT Time 1  -0.859 1.288 

SALT Time 2 -1.031 1.030 

 

SALT Difference Score -2.374 0.696 

 

SALT Regrowth Score -2.261 0.783 

 

Ferritin  Time 1 -0.474 3.263 

 

Ferritin Time 2 -0.899 2.594 

 

TSH Time 1 -0.754 2.532 

 

TSH Time 2 -1.040 2.075 
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3.3. Demographics 

Descriptive statistics shown in Table 3.5 present the participants’ gender, marital status, 

ethnicity and employment status for the intervention and control groups. The numbers indicate 

the frequency of the demographic characteristic in the given group and the percentage of those 

participants out of the total participants in the study. Descriptive statistical analyses of 

participants’ demographic data found that the 15 participants were between the ages of 20 and 

63, with a mean age of 41. Their diagnosis duration varied between 3 and 56 years with a mean 

of 11 years. Table 3.6 presents the means and standard deviations of participants’ age and 

chronicity for each group. Levene’s statistical homogeneity of variances test indicated that the 

assumption of equality of variances was met for age (F = 2.389, p= 0.146), gender (F = 0.141, 

p= 0.713) and chronicity (F = 0.022, p= 0.885). Therefore, a one-way t-test was chosen to 

investigate whether there were significant differences between the two groups. Analyses 

revealed that there were no significant differences between the groups in their age and 

chronicity. The results are presented in Table 3.6. 

The descriptive statistics for AA characteristics of the type of AA diagnosis, age of AA 

onset and medication type for the two groups (the integrative CBT intervention group vs the 

waiting-list control group) are presented in Table 3.7 below. 
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Table 3.5: Frequency and percentages of demographic characteristics of participants’  

 Intervention 

Group 

Control 

Group  

Gender   

  Male 3 (20%) 3 (20%) 

  Female 5 (33%) 4 (27%) 

Marital Status   

  Single 4 (27%) 3 (20%) 

  In Relationship 1 (7%) 1 (7%) 

  Married 3 (20%) 3 (20%) 

Ethnicity   

  White British 2 (13%) 2 (13%) 

  White Other 4 (27%) 2 (13%) 

  Asian British 

Employment Status 

  Full-time Employment 

  Part-time Employment 

  Unemployed  

  Student 

2 (13%) 

 

3 (20%) 

3 (20%) 

1 (7%) 

1 (7%) 

3 (20%) 

 

6 (40%) 

1 (7%) 

0 

0 

 

 

Table 3.6: Comparison of means and standard deviations of participants’ age and number of 

years with diagnosis of AA 

 

  Intervention 

Group  

Control 

Group 

Group statistics 

Age 

(years) 

37.50  

(4.95) 

44.25 

(18.84) 

t(13)=-1.983 

p=.069 

Chronicity 

 (years) 

4.50  

(2.12) 

17.50 

(25.68) 

t(13)=-0.202 

p=.843 

Note. Values present above: Mean (standard deviation).  

Group statistics present results from t-test.  

p indicates significance with a significance level of p<0.05 
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Table 3.7: Frequency and percentages of characteristics of participants’ Alopecia and 

treatment 

 Intervention 

Group 

Control 

Group  

Diagnosis   

  Alopecia Areata  5 (33%) 5 (33%) 

  Alopecia Universalis 2 (13%) 1 (7%) 

  Alopecia Totalis 1 (7%) 1 (7%) 

Age of Onset  

   0 – 13 years  

  14 – 19 years 

  20 – 29 years 

 

7 (47%) 

0 

0 

1 (7%) 

 

6 (40%) 

0 

0 

1 (7%) 

Medication   

  Steroid Injections 2 (13%) 0 

  Topical Corticosteroid 2 (13%) 2 (13%) 

  Methotrexate 0 1 (7%) 

  Minoxydil 0 1 (7%) 

  Prednisolone 1 (7%) 0 

  Combination  1 (7%) 1 (7%) 

   None 3 (20%) 2 (13%) 
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3.4. Effectiveness of the Intervention on  

Psychological Well-being 

The study predicted that individuals in the group that received the intervention will 

present a significant improvement in the psychological measures: HADS, DLQI and PSS in 

comparison to the waitlist control group when compared at the initial assessment (Time 1) and 

the 12-week end time (Time 2). These measures were also compared between the two groups 

across the two time points. 

 To investigate these effects, a two-way mixed MANOVA was conducted to explore 

the impact of the group allocation over time. Mauchly’s test indicated that the assumption for 

sphericity was met for all the measures. Using the Pillai’s Trace test, the results of the main 

effect revealed that there was a not a significant main effect of time (F(4,10)= 1.136, p= .394, 

ηp2 = 0.312) and group (F(4,10)= 1.961, p= .117, ηp2 = 0.440) on the psychological measures. 

However, there was found to be a main significant effect presented between the two groups 

when comparing the initial assessment and 12-week assessment for the psychological 

measures, F(4,10)= 4.047, p= .033, ηp2 = 0.618. To explore where the differences are presented 

in the data, mixed two-way ANOVA analyses were conducted for each measure.  

To investigate whether the duration of living with the diagnosis, the type of AA and 

medication had a significant impact on the outcome measures, the years of AA, the diagnoses 

of AA and the medication were entered in the ANOVA as covariates. The results revealed that 

all variables did not have a statistically significant impact on any of the psychological 

measures. 
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3.4.1.    Anxiety and Depression 

The descriptive and inferential statistics for HADS Anxiety and HADS Depression 

scores for the intervention group and the control group are presented in Table 3.8 below, 

presenting the key findings of the study.  

Further comparative analyses were implemented to compare the participants’ mean 

HADS scores for the initial assessment (Time 1) and 12-week end assessment (Time 2) for the 

two groups. The results are presented in Table 3.6. The higher scores on the HADS indicate 

higher presence of symptomology of anxiety and depression. The results revealed that there 

was a significant difference between the two groups in the HADS depression scores both in 

time 1 and 2:  the intervention group scored higher than the control group in time 1, but lower 

in time 2. A moderate effect was found of the integrative CBT intervention on the HADS 

depression scores, revealing that while the intervention group depression levels improved, the 

control group depression scores slightly worsened. These findings support the initial prediction 

that the integrative CBT intervention group will show significant improvements in their 

depression symptoms in comparison to the control group. 

The analyses of the HADS anxiety scores showed that there was not a significant 

difference between the intervention group and the control group. These results do not support 

the initial prediction which predicted improvements in HADS anxiety scores in the intervention 

group. 

 

3.4.2.    Quality of Life  

The descriptive and inferential statistics for DLQI quality of life mean total scores are 

presented in Table 3.8. The higher scores on the DLQI indicate higher negative impact of AA 

on the participants’ quality of life. Comparisons of participants’ mean DLQI scores for the 
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initial assessment (Time 1) and 12-week end assessment (Time 2) are presented in Table 3.8 

below. 

A two-way mixed-ANOVA design was conducted to investigate whether there were 

significant differences between the two groups at the two-time points. The results indicate that 

there were significant differences between the groups in their quality of life scores when 

comparing in the two time points: The intervention group scored higher than the control group 

in time 1, but lower in time 2. A moderate effect was found of the intervention on the quality 

of life scores, revealing that while the intervention group quality of life improved, the control 

group’s scores worsened.   

These results support the initial prediction that the participants in the integrative CBT 

intervention group will have significantly improved on the DLQI from Time 1 to Time 2 

compared to the control group.  

 

3.4.3.    Perceived Stress  

 

Descriptive statistics were conducted for PSS perceived stress mean total scores, and 

presented below in Table 3.8. The higher scores indicate higher stress levels. To compare the 

participants mean PSS scores between the initial assessment (Time 1) with the 12-week end 

assessment (Time 2), a mixed-design ANOVA was conducted. The findings are presented in 

Table 3.8. The findings revealed there was not a significant difference between the intervention 

group and control group on PSS scores from the initial assessment and 12-week assessment. 

These results therefore do not support the initial prediction that the participants the integrative 

CBT intervention group will show improved PSS scores from Time 1 to Time 2 in comparison 

to the control group. 
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Table 3.8. Key findings for the comparisons of Psychological Measures, Distress from AA 

and Physical Measures for the initial assessment and 12-week end assessment for the 

intervention and the control groups 

Note. Values presented above: Mean (standard deviation or M=Median  

Group statistics present results from ANOVA testing and Mann Whitney U testing. 

p indicates significance with a significance level of  p<0.05 

r or ηp2  indicates the effect size presenting the impact of intervention on the measure 

 

 

 

  Time 1 Time 2 Group statistics  

Anxiety  Intervention Group  

Control Group 

8.69 (5.40) 

8.71 (4.11) 

6.88 (4.36) 

8.07 (3.81) 

F (1,13) = .425, p= .526,  ηp2 = 0.032 

Depression Intervention Group 

Control Group 

7.00 (4.90) 

4.57 (3.21) 

3.88 (3.86) 

5.43 (3.60) 

F (1, 13) = 6.025, p= .029,  ηp2 = 0.317 

Quality of Life Intervention Group  

Control Group 

8.88 (7.86) 

5.71 (3.90) 

2.25 (1.98) 

9.57 (6.88) 

F (1, 13) = 7.788, p= .015, ηp2 = 0.375. 

 

 

 

F (1, 13) = 3.291, p=.093, ηp2= 0.202. 
Perceived Stress Intervention Group  

Control Group 

20.00 (4.63) 

21.36 (4.96)  

14.25 (5.65) 

21.00 (3.27) 

     

     

Distress of 

Condition 

Intervention Group 

Control Group 

M=8.00 

M=7.00 

M=5.00 

M=9.00 

U= 1.00, p= .005, z=2.801 r=-0.78 

Problematic 

Assessment 

Intervention Group 

Control Group 

M=6.50 

M=7.00 

M=4.50 

M=8.00 

U= 12.50, p= .266, z=-1.112 r=-0.31 

     

Hair  

Satisfaction 

Intervention Group  

Control Group 

2.38 (2.26)  

4.20 (2.17) 

4.63 (2.62)  

3.40 (2.70) 

F (1, 11) = 4.610, p=.055. ηp2= 0.295. 

     

Thyroid 

Functioning 

Intervention Group  

Control Group 
M=1.08 

M=1.02 

M=2.34 

M=1.06 

U= 9.00, p= .610, z=-0.64 r=-0.20 

Iron Intervention Group  

Control Group 
M=69.50 

M=51.00 

M=65.00 

M=49.00 

U= 8.00, p= .730, z=-.49 r=-0.16 
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3.5. Reported Distress 

Each participant was asked to rate the degree to which they found AA problematic, and 

the degree to which they found AA distressing. They were also asked how satisfied they were 

with their hair. These ratings were collected at the initial assessment and at the 12-week end 

assessment. As the assumption of normality was only met by the results of the hair satisfaction, 

therefore a mixed MANOVA could not be conducted. The data was analysed using the mixed 

method ANOVA for the parametric methods and using the Mann-Whitney U test for those 

variables that did not meet the assumption of normality.  

 

3.5.1.    AA Experienced as Problematic  

Descriptive statistics were conducted for the median scores of the degree to which they 

found AA problematic, these results are presented in Table 3.8 above. Higher scores indicate 

that the participant is experiencing AA as more problematic.The preliminary tests indicated 

that this variable was not normally distributed, and therefore the data was analysed using the 

Mann Whitney U testing to accommodate violation of the assumption of normality. The results 

showed that there was not a significant difference between the intervention group and the 

control group from Time 1 to Time 2. However, the results showed a moderate effect size 

indicating a moderate impact of the intervention on the problematic rating of AA. The lack of 

significance found for these results may have occurred due to the small sample size of this 

study. The findings are presented above in Table 3.8. As the results were not significant, these 

results do not support the initial prediction that the participants in the integrative CBT 

intervention group will show significantly improved scores on how problematic they 

experienced the condition from Time 1 to Time 2, in comparison to the control group.  

 



114 
 

3.5.2.    AA Experienced as Distressing 

Descriptive and inferential statistics were conducted for reported mean scores of 

distress, and are presented above in the key findings Table 3.8. The higher scores on the 

descriptive statistics indicate that the participants’ experienced higher distress levels due to 

their AA condition. The preliminary analyses revealed that the distress assessment met all 

assumptions of normality, however, these assumptions were not met when conducting the 

mixed-design ANOVA. For this reason, the Mann Whitney U testing was implemented to 

manage these violations. The results shown in Table 3.8 indicate that there was a statistically 

significant difference between the intervention group and control group from Time 1 to Time 

2 for the reported distress level scores experienced due to their condition. The results show that 

the participants in the intervention group improved on their distress levels while the distress 

scores of control group worsened from Time 1 to Time 2.  The results indicated a large effect 

size of the integrative CBT intervention on the distress that participants experienced due to the 

condition. These results support the prediction that the intervention will significantly improve 

the distress experienced by people with AA in the treatment group in comparison to the control 

group in Time 2 when compared to Time 1.  

 

3.5.3.    Hair Satisfaction 

Descriptive analyses were conducted for self-reported scores of how satisfied the 

participants were with their hair (see Table 3.8). The higher scores indicate higher satisfaction 

with their hair. To compare the participants mean scores from the initial assessment (Time 1) 

and 12-week end assessment (Time 2), a mixed-design ANOVA was conducted. The results 

revealed that there was not a significant main effect of time (F (1, 11) = 1.042, p=.329. ηp2= 

0.087) or the group allocation (F (1, 11) = 0.062, p=.807. ηp2= 0.006) on the results of hair 
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satisfaction. The results shown in Table 3.8 indicate that there was not a statistically significant 

difference between the intervention group and control group from Time 1 to Time 2 for their 

self-reported hair satisfaction. Nevertheless a moderate effect size was revealed for the impact 

of the integrative CBT intervention on hair satisfaction in the intervention group in comparison 

to the control group. These results may have therefore been impacted by the small sample size 

of this pilot study.  

 

 

3.6. Effectiveness of Intervention on Physical Aspects of 

the Condition 

The study predicted that individuals in the intervention group will present a significant 

improvement in the physical measures: SALT Assessment and the blood testing for Ferritin 

(Iron) and Thyroid functioning (TSH) in comparison to the waitlist control group when 

comparing the initial assessment (Time 1) with the 12-week assessment (Time 2). The data for 

the physical measures did not meet the normality assumptions. To investigate the effect of the 

intervention on these measures, the non-parametric Mann Whitney U testing was implemented. 

To investigate whether the duration of living with the diagnosis, the type of AA 

diagnosis and receiving medication had any significant impact on the physical outcome 

measures (SALT and blood testing for Ferritin and Thyroid Functioning), the years of living 

with AA, the diagnosis of AA and the type of medication were entered into Spearman’s 

correlational analyses and Chi-Squared analyses. The results revealed that these variables did 

not have a significant correlation with any of the physical measures.  

 



116 
 

Table 3.9 Comparisons of physical measures of AA of the Scalp assessment for time 1 and 

time 2 for the intervention group and the control group  

 Group Median  Group statistics  

Scalp 

Assessment 

Difference 

Intervention Group  

Control Group 

-0.12 

-12.28 

 U= 5.00, z=-2.503 p= .012 , r=-0.67 

Scalp 

Assessment 

Regain 

Intervention Group  

Control Group 

-25.00 

-229.00 

 U= 9.00, z=-1.989 p= .047, r=-0.53 

Note. Values present above: M=median. 

Group statistics present results from Mann Whitney U testing. 

p indicates significance with a significance level of p<0.05 

r indicates the effect size presenting the impact of intervention on the measure 

 

3.6.1. Scalp Assessment 

Descriptive statistics were conducted on the SALT scalp assessment results and these 

are presented in Table 3.9 above and Figure 3.1 below. The higher scores on this assessment 

indicate higher percentages of hair loss. Scores were assessed and documented by a 

dermatologist. The data for the SALT assessment difference and SALT regain were found to 

not meet the assumptions for normality. For this reason, the Mann Whitney U testing was 

implemented. Comparisons of the median SALT scores difference and SALT regain 

percentages from the two groups are presented in Table 3.9 above.  

The Mann-Whitney U Test results indicated there were significant differences between 

the two groups for the SALT assessment difference and SALT regain scores with significantly 

greater hair loss and differences indicated in the control group in comparison to the intervention 
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group. The results show a large effect of the intervention of the SALT difference and SALT 

regain scores.  

These results support the initial prediction that the participants in the integrative CBT 

intervention group will score significantly improved scores on the SALT assessment from 

Time 1 to Time 2 in comparison to the control group. Participants in the intervention group 

showed significant differences in comparison to the control group and were found to experience 

less hair loss in comparison to the control group.  

 

Figure 3.1. Median SALT scores (hair loss) for participants at Time 1 and Time 2 for the 

intervention and control groups 

 

 

3.6.2. Thyroid Functioning  

The blood tests examined thyroid (TSH) functioning for the participants at the two-time 

points. A healthy range of TSH thyroid functioning is between 0.34 – 5.6 mlU/L and as people 

with AA are often found to have thyroid dysfunction, their scores may be either above or below 

this range (Kasumagic-Halilovic, 2008; Lyakhovitsky, Shemer & Amichai, 2014). The 

improvement that was predicted is that the participants’ scores will become closer to the normal 
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range. The descriptive statistics for the median scores of thyroid functioning blood tests are 

presented in Table 3.8 above. Further comparisons were conducted to compare the two groups 

at the two-time points, and these are presented in Table 3.8 above.  

The results revealed to not be normally distributed. The data was therefore analysed 

using Mann Whitney U testing. The results showed that the groups did not significantly differ 

in their scores on thyroid TSH functioning at the two-time points. The initial prediction was 

not supported as the participants receiving the integrative CBT intervention did not differ 

significantly to the control group at the two-time points in their TSH scores.  

 

3.6.3. Iron Deficiency 

Descriptive analyses were conducted on the blood testing for Iron (Ferritin), and these 

are presented in Figure 3.2 and 3.21 below. The healthy range of Ferritin is reported between 

10 – 250 ng/ml for adult males and 10 – 150 ng/ml for adult females (Leggett et al., 1990). As 

people with AA are found to have dysfunctions to their Ferritin levels in comparison to the 

healthy population (Kantor, Kessler, Brooks & Cotsarelis, 2003; Esfandiarpour, Farajzadeh & 

Abbaszadeh, 2008), this may be either above or below this range. Due to the assumption of 

normality that was not met for the results of Ferritin, the data was analysed using the Mann 

Whitney U testing. The improvement that was predicted is that the participants’ scores will 

become closer to the normal range presented which would indicate less dysfunction of their 

Ferritin levels. Comparisons of participants’ median Ferritin results for the two-time points are 

presented in Table 3.8 above.  
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Figure 3.2. Median Ferritin scores for Female participants at time 1 and time 2 for the 

intervention and control groups 

 

 

Figure 3.21. Median Ferritin scores for Male participants at time 1 and time 2 for the 

intervention and control groups  

 

The results revealed found that the intervention group did not significantly differ in 

their scores on the blood test for Ferritin in comparison to the control group from Time 1 to 

Time 2. There was found to be a small effect of the integrative CBT intervention on the results 

for Ferritin. These results do not support the prediction that participants in the intervention 

group would show significant improvements from Time 2 in comparison to Time 2 when 

compared to the control group. Due to the difference in the healthy ranges between males and 
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females for Ferritin scores, Spearman’s correlational analyses were conducted to explore the 

association between gender and the Ferritin results. The results revealed that gender was not 

significantly associated with the results of Ferritin.  

  

3.7. Patient Feedback on Effectiveness of the Intervention  

Participants were asked to rate the impact they felt the intervention had on their 

wellbeing, stress management, condition, relationships and management of AA. Ratings were 

between 0 and 5, with 0 indicating the intervention did ‘not at all’ have an impact on the above 

areas and 5 indicating that the participant ‘definitely’ felt the intervention had an impact on the 

above areas. The participants were also asked to rate how well they feel the intervention 

worked. Ratings were between 0 and 5, with 0 indicating that the intervention ‘did not work 

well’ and 5 indicating that the intervention ‘worked well’. Descriptive statistics are presented 

below for all participants who completed the intervention (see Figure 3.3). The findings suggest 

that the patients who completed the intervention on average rated a score of 4 or 5 on the impact 

of the intervention on their wellbeing, stress management, relationships and management of 

AA and whether the intervention worked well. The results also suggest that patients on average 

rated a score of 3 on how they found the intervention impacted the condition.  
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Figure 3.3. Mean Feedback scores for Intervention group at the 12-week assessment 

 

Lastly, the participants were also asked whether they would recommend the 

intervention to a friend with AA. The findings revealed that 100% of participants who took 

part in the intervention rated that they would recommend the intervention to a friend with AA.   
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CHAPTER 4: DISCUSSION 

 

 

4.1. Overview  

The main aim of this study was to investigate the effectiveness of a psychological 

intervention for people with Alopecia Areata (AA). To date, no randomised controlled trial 

(RCT) has been conducted to investigate the impact of implementing a psychological 

intervention for people with AA (Lavda et al., 2012). To address this research gap, a pilot study 

was conducted to assess a novel individual, 12 week Integrative CBT (ICBT) intervention. The 

effectiveness of the intervention was evaluated through the use of validated and widely 

implemented psychological and physical measures. The measures were collected before and 

after the intervention, from participants in the intervention group, and in a waitlist control 

group. 

Overall the findings for this study suggest that depressive symptoms and patients’ 

quality of life significantly improved for the intervention group compared to the control group, 

showing a moderate effect size of the intervention on both measures. The rating scale of how 

distressing the participants experienced the AA were also found to significantly differ between 

the intervention group and control group, with the intervention group scoring lower distress 

after the intervention compared to the control group who presented greater distress. Lastly, the 

physical measure of the scalp assessment (SALT) showed significantly less hair loss for the 

intervention group in comparison to the control group a strong effect size. Several other 

measures did not present statistically significant differences between the two groups and time 

points. Further discussions and the implications of these results are explored below.  
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4.2. Management of Psychological symptoms of AA 

The study predicted that participants receiving the ICBT intervention will present 

significant improvements for psychological symptoms (stress, depression, anxiety, and quality 

of life) associated with AA in comparison to participants within the control group.  

The present study showed that participants in the intervention group presented poorer 

quality of life at the initial assessment, compared to the control group. In the second 

assessment, the intervention group presented significantly improved quality of life scores in 

comparison to the control group whose quality of life results have significantly worsened from 

the initial assessment to the second assessment. The results also revealed a moderate effect of 

the intervention on participants’ quality of life results.  

When previous research is considered, reviews and meta-analyses conclude that people 

with AA experience significant difficulties and report a negative impact on their quality of life 

in comparison to the general population (Liu et al., 2016; Rencz et al., 2016; Davis et al., 2018). 

The current study supports these findings, as participants both in the intervention and control 

group presented moderate to severe impact of the condition on their quality of life at the outset. 

These findings indicate that psychological interventions can improve health related quality of 

life symptoms experienced by people with AA, and that without psychological support, the 

quality of life for people with AA may worsen.  

The present research also found that all participants presented average to above average 

mean scores for anxiety and depression, with most participants showing borderline scores for 

clinical depression and anxiety. Following the intervention the experimental group presented 

with significantly improved scores for depressive symptoms in comparison to the control 

group, who were found to have worsened when comparing the initial assessment with the 12-

week assessment. As for anxiety scores, these scores did not present a statistically significant 

improvement when comparing between the groups and the two measurement points.  
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Research shows that the majority of people with AA present with a single or multiple 

psychiatric disorders, with anxiety disorders or depression being the most prevalent (Ruiz-

Doblado et al., 2003; Hunt & McHale, 2005; Layegh et al., 2010). The results of this study 

therefore align with earlier studies showing that participants in this study began with borderline 

clinical symptoms of depression and anxiety. Earlier research found that psychological 

interventions improved symptoms of anxiety for people with AA but did not improve 

symptoms of depression (Gallo et al. 2017). However similar improvements of anxiety and 

depressive symptoms have been found when implementing psychological interventions for 

people with a range of other skin conditions (Lavda et al., 2012). The findings of this research 

therefore do not align with the previous research with regards to anxiety scores but do align 

and expand the research with regards to depressive symptoms.  

The finding that anxiety scores did not differ significantly between the two groups may 

be due to several reasons. Firstly, the small sample size implemented in this study may have 

impacted the lack of significance. Additionally, research has previously found that individuals 

with AA experience a higher prevalence of trauma in their lifetimes, which are proposed to 

impact the onset and exacerbation of AA (Hunt & McHale, 2007; Willemsen et al., 2009). It 

may have been that participants in this study experienced higher incidents of trauma which 

may have in turn impacted their anxiety results, however the intervention did not focus on 

supporting patients with trauma, which could offer an explanation to the lack of significance 

of the findings.  

As mentioned above, the present findings showed improvement in depressive 

symptoms for people with AA which was supported by research into psychological 

interventions for people with a range of skin conditions. However this was not supported by 

previous research for people with AA as depressive symptoms were not found to significantly 

improve (Gallo et al., 2017). These differing results may be due to the differences in the 
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intervention implemented. It may be that the addition of narrative therapy and the format of the 

intervention may have contribute to these results. The findings provide important contributions 

to the knowledge of the impact of psychological interventions for people with AA.  

Participants in both groups reported moderate level of stress at the first assessment. 

These results are in aligned with previous research which reported that people with AA 

experience significantly more stressful events, family difficulties and personal problems, and 

researchers have emphasised the central role of stress in the exacerbation of the condition 

(Brajac, Tkalcic, Dragojevic & Gruber, 2003; Alsamaeai & Aljubori, 2010; Manolache & 

Benea, 2007). However, the differences between the groups from time 1 and time 2 assessment 

were not statistically significant. The lack of significance for these results could be explained 

multiple reasons. One reason for these findings may be due to the small sample size. 

Given that participants in the waitlist control group worsened their quality of life and 

depression during the 12 week period, an intriguing question is why participants in the control 

group did not report worsening stress levels. One explanation could be a placebo effect due to 

the design of the study. All participants were seen for two assessments by the researcher and 

trainee psychologist to complete psychological and physical assessments. It may be that during 

these meetings, the control group experienced a placebo effect: improvements to their stress 

levels prompted by discussing their condition and perhaps feeling heard and validated, and 

knowing that they will soon be offered psychological treatment. To improve the study design 

for future research, it would be useful to include a no-treatment control group who do not 

anticipate any further meetings, support or treatments, to enable further comparisons and 

explorations into the placebo effect.   

Further research is needed to understand the relationship between anxiety, stress and 

AA. Present findings highlight the importance of psychological therapy in supporting people 

with AA to alleviate depressive symptoms. Psychological difficulties associated with AA have 
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been found to be significant for AA patients reporting the highest level of suicidal ideation and 

suicidal attempts amongst patients with skin conditions (Layegh et al., 2010). These findings 

highlight the crucial role of psychological interventions for supporting people with AA, and 

the importance of conducting further research to explore the impact of psychological 

interventions for people with AA.  

As noted, to date, no RCT has been conducted to investigate the effectiveness of 

individual psychological interventions for people with AA. Only one experimental pilot study 

has been conducted to evaluate the effectiveness of an 8-week group Mindfulness Based 

Cognitive Therapy (MBCT) programme for people with mild to moderate AA (Gallo et al., 

2017). The authors reported that the participants in the intervention group presented significant 

improvements in the Quality of Life index and improved their anxiety levels as measured on 

the Brief Symptom Inventory for Anxiety, compared to the control group. The authors did not 

find significant improvements to depressive symptoms. The results of the present study support 

these findings as similar improvements in participants’ quality of life were found and added to 

this research by finding significant improvements to depressive symptoms. However, the 

current study could not fully support Gallo et al.’s (2017) findings on anxiety.  

While RCTs investigating the effectiveness of psychological interventions have not 

been implemented for people with AA, RCTs have been conducted for people with a range of 

other skin conditions. A meta-analysis (Lavda, et al., 2012) found that psychological 

interventions for people with atopic dermatitis, vitiligo, psoriasis and acne were effective for 

improving the psychological and physical symptoms associated with these skin conditions. The 

authors concluded that psychological interventions may be as effective as or more effective 

than medical treatments (Lavda et al., 2012). Similar findings were reported for other chronic 

health conditions such as chronic pain and irritable bowel syndrome, which highlights the 

important contribution of psychological interventions for people with chronic health conditions 
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(Zijdenbos et al., 2009; Dixon et al. 2007). The findings of this pilot study therefore support 

previous research by showing improvements in both psychological and physical measures for 

people with AA.  

 
 
 
 

4.3. Management of Reported Distress  

Experienced by People with AA  

Participants were asked to rate their experience of hair satisfaction and the degree they 

experienced distress from the condition and the level they experience the condition as 

problematic at the initial assessment and after the 12-week intervention. The findings revealed 

that participants in the intervention group improved significantly on their rating of distress from 

the first to the second assessment point in comparison to the control group who were found to 

worsen in their reported distress levels. These results showed a strong effect of the intervention 

on these scores.  

The findings for participants scoring on how problematic they experience the condition 

and on hair satisfaction did not show a significant improvement from the initial assessment to 

the 12-week assessment and when comparing the two groups. The rating scales questioned the 

level of ‘distress’ experienced by the condition, how ‘problematic’ they find the condition and 

the hair satisfaction experienced by the participants. It may be that participants rating of distress 

improved according to their emotional responses and difficulties with the condition. This may 

have also improved alongside their rating of improvement in stress management which was 

taught within in the intervention implemented.   

However, the rating of ‘problematic’ may have not improved as significantly as they 

may have related this question to the level of inconvenience or difficulty they feel from the 
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condition such as wearing a wig, taking medication or needing to apply creams which may be 

the reason that the groups did not differ significantly on this measure.  

When the question of hair satisfaction is considered more closely, it is important to 

consider how people with AA may also perceive this question. It may be difficult for people 

with AA to feel they can rate this highly as they may wish they no longer experienced AA and 

so they may only rate the highest score of ‘10’ if they no longer have AA. Therefore it may be 

that even if participants experience a greater acceptance of the condition, this may not impact 

their hair satisfaction. However, the moderate effect sizes indicated by the problematic scores 

and hair satisfaction scores suggest that the small sample size may have impacted the 

significance of these results. It has been argued that effect sizes is more of a reliable assessment 

of differences between groups than p value, due to the impact of sample size on significance 

levels (Sullivan & Feinn, 2012). For this reason, the moderate effect size has been considered 

a reliable and important finding for this research. Further research with larger scale studies are 

required to confirm these results.  

 

 

4.4. Management of Physical Symptoms of AA 

The present study aimed to investigate the physical symptoms of AA and whether these 

manifestations were found to significantly change by receiving the psychological intervention 

in comparison to the control group. The study predicted that participants in the intervention 

group will present significantly improved physical symptoms of AA in comparison to the 

control group from the initial assessment to the 12-week assessment. To investigate these 

changes, the physical symptoms of AA were investigated using a SALT scalp assessment to 

assess hair loss, and two blood tests:  TSH thyroid functioning and Ferritin levels.   
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The scalp assessment for hair loss results found that participants in the intervention 

group lost significantly less hair in comparison to participants in the control group from the 

first assessment to the end of the trial. A strong effect size indicated that the intervention had a 

significant impact on the hair condition. Furthermore, medication was also accounted for with 

these findings and found that medication did not contribute to these results. Future research is 

recommended to explore the impact of psychological interventions on hair growth as the large 

effect size presented indicates promising results.  

These findings do not align with Gallo et al.’s (2017) findings, as the authors reported 

that the patients with AA receiving a mindfulness group intervention did not improve their hair 

loss. The results of this trial therefore provide important clinical implications for the 

management and treatment of AA with psychological and medical interventions to be 

implemented alongside each other.  

Previous research into psychological interventions for people with other skin conditions 

found psychological as well as physical improvements in the manifestations of these conditions 

(Lavda et al., 2012). The results of the present study support these findings and suggest that 

further longitudinal and larger scale studies are required to validate these results.  

Another investigation within this research was for the blood tests of TSH thyroid 

functioning and Ferritin. The TSH thyroid functioning and ferritin blood test found that there 

were no significant differences between the intervention group and control group. When the 

results of the Ferritin and TSH scores are explored more thoroughly, it was identified that the 

participants in the beginning of the intervention did not present with irregularities to the thyroid 

functioning TSH scores or in their Ferritin levels. This may be due to the location of the 

recruitment. As the participants were recruited from the Royal Free Hospital NHS Foundation 

Trust, they were recruited from dermatologists who had seen these patients prior to being 

referred to the trial. This meant that participants were supported medically, and may have been 
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given health recommendation or medications to regulate their TSH and Ferritin levels. These 

results do not support previous research as the patients on the trial were not found to present 

irregularities to the thyroid functioning or Ferritin levels.  

 

 

4.5. Efficacy of an Integrative CBT  

Intervention for AA  

The intervention implemented within this research was a novel intervention protocol 

that was designed for the purpose of this research. As noted earlier, the only other research to 

date for a psychological intervention for people with AA implemented a group MBCT 

intervention that incorporates mindfulness and CBT (Gallo et al., 2017). This suggests that the 

current intervention has added important research knowledge into benefits for people with AA, 

and that the addition of narrative therapy and implementing the intervention in an individual 

format rather than group format may have contributed to the further improvements presented 

within the study. This research found additional clinical findings in comparison to the Gallo et 

al. (2017) study which results in a moderate impact of the intervention to the hair loss which 

suggests that the addition of narrative therapy and the individual format may have contributed 

to these clinical findings.  

The underpinning of the therapeutic intervention within this research and within 

counselling psychology field stems from a person-centred approach which emphasises the 

importance of active listening, empathy, unconditional positive regards and congruence which 

supports the individual develop a more internalised locus of evaluation and reduce emotional 

distress (Mearns, Thorn & McLeod, 2013). These key elements may have heightened the 

differences between the group therapy and individual therapy format.  
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Research has been conducted into experiences of group therapy and suggested that 

adverse effects can occur due to the limitations of group interventions (Roback, 2000). While 

adverse effects are also reported in individual therapy, group therapy has been suggested to 

have limitations and considerations regarding the group dynamic and confidentiality issues 

(Roback, 2000). The authors emphasise that research is limited into the qualitative differences 

between individual and group therapy (Roback, 2000). Research has since been conducted to 

investigate the differences and preferences for the format of therapeutic interventions 

(Shechtman & Kiezel, 2016). The authors confirmed that the participants expressed a 

preference for individual therapy in comparison to group therapy due to reasons such as feeling 

safer and more privacy, and also expressed limitations such as feeling that they would be 

dependent on the therapist, the length of the therapy feeling longer than group therapy and the 

cost (Shechtman & Kiezel, 2016). This suggests that there may be a preference for individual 

therapy in comparison to group therapy which may have impacted the differences found in this 

research compared to previous studies. The present research did not investigate the advantages 

and limitations of the intervention experienced by participants in this trial due to the ethical 

considerations (discussed below). Valuable information of what elements of the therapy were 

particularly important, would have enabled a greater understanding into which elements were 

felt to be more effective and beneficial to the participants.   

 

 

4.8. Clinical Implications 

The present research findings provide important implications for the field of 

psychodermatology. These findings highlight the positive impact of psychological 

interventions on people with AA. They highlight the use of integrative psychological 

interventions and incorporating evidence based interventions of CBT but also third wave 
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interventions of mindfulness and narrative therapy. The clinical implications of this study are 

as followed: 

The first important clinical implication of this research is that this is the first study to 

investigate the effectiveness of a psychological intervention for people with AA using a RCT. 

Furthermore, this trial also contributed to the research literature by implementing a novel 

psychological intervention.  

The psychological impact of AA for people managing the condition has been reported 

to be significantly distressing, and results in reduced psychological wellbeing and quality of 

life (Renz et al., 2016; Davis et al., 2018). Stress has been shown to have a significant impact 

on the onset and exacerbation of the condition (Brajac, et al., 2003; Alsamaeai & Aljubori, 

2010). Furthermore, people with AA have been found to present significant psychological 

difficulties with majority of patients found to meet the clinical benchmark for diagnosis for 

anxiety and depression (Ruiz-Doblado et al., 2003; Hunt & McHale, 2005; Layegh et al., 2010). 

People with AA have been found to show the highest suicidal mortality rate amongst people 

with skin conditions (Layegh et al., 2010). Therefore, it is clear that psychological therapy 

could significantly support people with AA. However, psychological interventions have mainly 

been implemented and researched for people with chronic skin conditions such as psoriasis and 

dermatitis (Lavda et al., 2012). The results suggest that by treating people with AA with 

Integrative CBT, patients with AA experience significant improvements to their psychological 

wellbeing as well as in the physical symptoms of their condition. Further larger scale studies 

are necessary in order to expand the research knowledge into the psychological and physical 

benefits of the intervention for people with AA.  

The results also contribute to the field of psychodermatology by supporting the 

association between the mind and the body. The relationship between psychological distress 

and medical conditions, in particular in dermatology, is one that has been emphasised in the 
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literature (Moon, Mizara & McBride, 2013; Lavda et al., 2012). This research highlights and 

strongly supports the work implemented within psychodermatology, by providing further 

evidence that improving the psychological distress and overall psychological wellbeing of 

patients can lead to improvement in dermatological conditions.  

The research findings of this trial support and highlight the need for multidisciplinary 

input within dermatology services. While the input of psychology within health services have 

increased in the last decade, the rates of psychologists in the UK working in healthcare services 

has been reported to be 4% (BPS, 2007). The current findings present evidence and promising 

results into the support and impact that psychological interventions can provide for people with 

AA and within psychodermatology. To support the increased employment of psychologists in 

health care services, it is recommended that universities and other training institutions for 

clinical and counselling psychology should consider providing more extensive knowledge and 

training into the psychological work with people with chronic health conditions. It is also 

recommended for the clinicians, dermatologists and medical staff within dermatology and 

clinical health departments to strongly consider multidisciplinary input, as this research 

highlights the further need for this in health services. Previous research has reported that best 

outcomes are found from multidisciplinary input and when psychosocial factors are considered 

for the patients accessing services (Jafferany, 2007). This research support these findings which 

recommend to further expand the psychological services across dermatology and health 

services. Furthermore, this research also encourages embedding psychological input into 

medical specialisation training for those working with dermatology patients and other chronic 

health conditions.  

The findings from this study also provide important directions for medical and 

psychological staff. People with AA have been reported to experience a range of psychiatric 

disorders and difficulties such as anxiety and depression, high suicidality risk and a high 
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incidents of trauma which is an important consideration for anyone working with people with 

AA (Lavda et al., 2012; Gupta et al., 2017; Willemsen et al., 2009). Due to the limited research 

available on psychological interventions for people with AA, the knowledge that was gained 

from this research is that psychological interventions are an important component of the 

management of AA, and should be offered to patients to support their psychological and 

physical symptoms of AA. It should also be considered whether other psychological 

interventions and modalities may be more suitable and effective to support people with AA 

with their histories of trauma. Therefore the findings of this trial provide important 

considerations for choosing the modality and format of a psychological intervention within this 

field.  

 

 

4.9. Contributions to Counselling Psychology 

This research trial provides important contributions to the field of counselling 

psychology given its emphasis, focus and rationale on psychological wellbeing and health. The 

scope of counselling psychology has been explicitly extended to cater for health conditions, by 

the American Psychological Association (APA) (Division 17) by presenting the field of 

Counselling Health Psychology (Richardson, 2009). However, historically the work of 

counselling psychologists in health care was considered non-traditional (Kagan et al., 1988), 

Although today the contributions of counselling psychological in health care have been 

acknowledged, in the UK it has found that only 4% of psychologists were working with clients 

with physical health problems (BPS, 2007). This suggests the growing need to expand the field 

of counselling psychology in health care.  

The field and role of counselling psychology focuses on the implementation of research 

and therapeutic practice (Karademas, 2009). However, as noted earlier, research provided by 
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counselling psychologists in health care is still limited (Mrdjenovich & Moore, 2004; 

Karademas, 2009). Furthermore, the authors noted that the majority of the research within the 

field of counselling psychology has provided theoretical work or reviews rather than empirical 

research and experimental designs (Mrdjenovich & Moore, 2004). Researchers therefore 

emphasized the necessity to expand the research within the field of counselling psychology 

into health care (Mrdjenovich & Moore, 2004). Furthermore, the core underpinning of 

counselling psychology is focused on the therapeutic delivery and the therapeutic relationship 

that are key within any psychological intervention (Paul & Charura, 2014).  

This trial therefore contributes significantly to the expansion of empirical counselling 

psychology research within health care, by providing research in the form of an experimental 

RCT design. The trial also implemented a novel psychological intervention for people with a 

chronic skin condition to support their coping and management of the condition, and hence this 

trial has important contributions to the field of counselling psychology. The underpinning of 

this research and novel intervention implemented is placed firmly within the counselling 

psychology discipline by the emphasis that counselling psychologists should keep their 

psychotherapeutic training as a foundation for their work by a continuous focus on the client 

as a ‘person’, while keeping updated with new knowledge and skills and integrating their 

specialties to provide the most effective interventions and care (Hudson-Allez, 2000; 

Karademas, 2009). The intervention evaluated in this research therefore contributes to the field 

of counselling psychology by presenting and evaluating the core principles of counselling 

psychology and contributing to the valuable field of counselling psychology in health care.  

This trial has important contributions to and several implications for the field of 

counselling psychology which are necessary to consider.  

The present study contributes to the field of counselling psychology by adding to the 

knowledge for people with AA and other skin conditions. This research therefore widens the 
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research that has been conducted for people with skin conditions and the ways that people with 

AA can be supported and treated to help manage the condition more effectively.  

This research widens the scope of what is considered to be the normative remit of 

counselling psychology. It therefore has implications for training in counselling psychology. 

As noted earlier, the application of counselling psychology treatment and research within 

healthcare was non-existent until 1980s with the presence of counselling psychologists 

increasing in hospitals only in the past two decades (Karademas, 2009; Foster, 2000 

Mrdjenovich & Moore, 2004). Therefore this research emphasises the important contribution 

that counselling psychologist could make in healthcare services and the impact that these 

interventions can have on the quality of life and wellbeing of people accessing health services, 

and particularly for people with chronic health conditions, AA and a range of other skin 

conditions.  

The underpinning of this research and novel intervention implemented is placed firmly 

within the counselling psychology discipline by implementing a psychological intervention 

that emphasises the foundation of therapeutic work of focusing on the client as a ‘person’ while 

implementing and integrating newly developed interventions to support the individual in the 

most effective way (Hudson-Allez, 2000; Karademas, 2009). The study therefore provides 

important learnings for future counselling psychologists working within the clinical health field 

to apply the core principles of counselling psychology and at the same time tailor the work to 

the condition being targeted and the individual.  
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4.10. Limitations  

4.10.1.    Sample  

An important limitation of the study was that the research was implemented as a pilot 

study containing a small sample of participants. Sample size is a known factor that can 

influence the statistical significance levels found for various analyses (Sullivan & Feinn, 2012). 

The findings indicated significant differences between the groups for quality of life, depressive 

symptoms, rating of distress experience by AA and hair loss. Other analyses did not present 

statistically significant differences between the two groups, despite mostly showing changes in 

the hypothesised direction. This may be due to the small sample size of this study. Recent 

claims have been made by scholars that the p value is not always an adequate means to assess 

impact of interventions without effect size as small sample sizes can render the p value 

insignificant (Sullivan & Feinn, 2012). The authors strongly recommend that the effect size is 

more of a reliable method to interpret results due to these difficulties. Despite these limitations, 

the findings provide an important foundation for larger scale studies.  

 

4.10.2.    Selection Bias  

This research was implemented within the Royal Free Hospital NHS Foundation Trust. 

Participants were therefore recruited from Dermatology services which meant that a larger 

proportion of participants were receiving medical support for the AA. While this study provides 

important insights, it also highlights the difficulties and benefits of implementing psychological 

support for patients with AA alongside medical treatment, as the results cannot be readily 

generalised to people with AA who are not receiving medical support within dermatology 

services. Some of the participants within this study were not receiving medication but 
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continued to have appointments within the service to be monitored and supported. It may be 

that the participants chosen for this study were more supported than those who are not accessing 

services which may indicate that either other patients with AA may be experiencing greater 

difficulties than those who participated in this trial or that those who participated in this trial 

were more distressed and experienced more difficulties than other people with AA who were 

not accessing services.  

Another important consideration for selection bias is the participants who agreed to 

participate in the intervention and the participants who dropped out of the research. It may have 

been that those who agreed to participant and completed the trial may have been more 

motivated to engage in the intervention or may have presented with greater difficulties with 

regards to the AA in comparison to those who declined their participation in the trial. For this 

reason, the research presented may not represent the patients with AA who are not as motivated 

to make changes and engage in the intervention, and those who are not interested in receiving 

a psychological intervention. The recruitment process found that out of the 46 participants who 

were referred to the study 26 declined to participate and 2 dropped out. This may have been 

due to a lack of interest in the intervention, or aim of the investigation of the trial.  

Another consideration of the study is that it required participants to commit either to 

the 12-weekly individual sessions of psychological therapy and commit to attending further 

meetings to conduct the psychological and physical assessment sessions. These were offered 

during the usual working hours which clashes with work and other life commitments for most 

of the participants. Furthermore, the participants who declined may not have been interested in 

attending psychological therapy and may have considered this to be emotionally difficult which 

may add to their emotional distress experienced by the condition. There were also two 

participants who dropped out of the intervention before it was completed. This might be an 

indicator of the difficulties that can be experienced for people undergoing psychological 
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therapy. Psychological therapy can be demanding in terms of time commitment and 

psychological demands. The drop out of participants during the intervention suggests that as 

they were volunteering and did not seek a referral from a medical professional for 

psychological therapy, this may have led to challenges for these participants with perhaps them 

not being as prepared for this or not feeling as motivated or committed to engaging in the 

intervention.  

 

4.10.3.    Researcher bias 

One of the limitations that the Integrative CBT intervention was conducted by a trainee 

counselling psychologist. This meant that the person conducting the intervention had not fully 

completed their training at the time of the intervention which may have been a confounding 

variable and impacted the effectiveness of the trial. This was managed by the trainee 

psychologist receiving regular supervision by counselling and clinical psychologists. While the 

benefits of the intervention and the feedback rating scales suggest that this limitation was not 

problematic, it may be that further benefits or improvements may have been found if the 

therapy was provided by a fully qualitied psychologist.  

The trainee counselling psychologist that implemented the intervention was also the 

researcher of this research trial. This dual role led to some difficulties by having to lead the 

research as well as conduct the intervention. This may have also lead to an increased motivation 

of the researcher and trainee counselling psychologist for the research to succeed which may 

have impacted the intervention in comparison to having a psychologist implement the 

intervention who was not also involved in the management of the trial.  

 

 



140 
 

4.10.4.    Physical Assessments 

4.10.4.1    Blood Tests   

During the trial, the participants were required to undertake blood tests for Ferritin and 

TSH Thyroid functioning at the beginning of the study and after the 12-week intervention or 

12-week waiting period. To receive this blood test, participants were asked by the 

Dermatologists to attend the phlebotomy department within the hospital and were told that if 

there was a queue, they may find it easier to return another day. However, this led to limitations 

in the trial as it required the participant to leave the hospital and perhaps return another day or 

time. At times the results were not available for participants which lead to missing data. The 

missing data indicates that there may have been participants who did not wish to have the blood 

tests and may have avoided it due to the discomfort of the test. Throughout the trial, the 

researcher tried to manage this limitation by reminding participants to undertake the blood test.   

 

4.10.4.2.    SALT Assessment 

The SALT assessment is a scalp assessment that requires the Dermatologists to visually 

assess the scalp and place a percentage score of the area based on their clinical judgement. As 

the rating provided are based on the subjective opinion of the scalp, this may cause variability 

between the dermatologists who conducted the SALT assessments. The variability that occurs 

between the assessors has been noted by the authors and creators of the SALT assessment 

(Olsen et al., 2014). To manage this limitation, the authors suggest to implement teaching 

sessions amongst the dermatologists to increase the reliability of the scores. Furthermore, the 

authors also recommend for assessors to implement the SALT assessment for one patient by 

two assessors so that this can be used for cross-referencing and interrater reliability. However, 
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due to the limited time and resources of the project, this could not be facilitated in the current 

study. For future research this would be an effective method to ensure the subjectivity of the 

assessments are considered and controlled for within the research.  

 

4.10.4.3.    Medical Photography 

Medical photography was implemented within the trial to increase the reliability and 

validity of the SALT assessment. However, there was one participant in the trial who reported 

that this assessment was particularly anxiety provoking and asked to not participate in this 

assessment. The researcher and supervisors discussed and considered this case and whether to 

enable the participant to continue with the trial due to this lack of measure. The researcher 

decided that this could be managed within the trial and accepted that this measure was not 

collected for this participant. 

 

4.10.5.    Medical Adherence  

The medications that were taken by participants were not measured or monitored within 

this trial. For this reason, it may have been that participants did not continue to take their 

medication consistently. This may have had an impact on their physical and psychological 

symptoms of AA. However, within the research analyses conducted, medication was explored 

as a covariate. The results indicate that the medication did not contribute to the measures 

investigated and did not contribute to the significant findings between the two groups and time-

points. Therefore, medication adherence did not significantly impact the results of this study.   
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4.10.6.    Response Bias 

Participants in the intervention group were asked to complete a feedback questionnaire 

at the end of the intervention to consider the impact of the intervention on various aspects of 

their wellbeing with regards to the AA. As the researcher was also the trainee counselling 

psychologist that delivered the intervention, the feedback questionnaire was handed to the 

researcher which may have led to the participants responding in a favourable way as they were 

aware this would be seen by the person who delivered the intervention. This could have been 

managed by appointing another member of the research team to collect the feedback 

questionnaires to manage this potential response bias. However, this may have led to missing 

data as it was collected following the last session of the intervention. Due to the limited 

resources of this study, this could not be facilitated. Another alternative to manage this 

limitation may have been to implement the use of online feedback questionnaires to reduce the 

potential of response bias from the participants.  Furthermore, to reduce the possibility of 

missing data, reminders and prompts could have been implemented. 

 

4.10.7.    Intervention  

4.10.7.1. Intervention Delivery  

The intervention was delivered with consistency and following a protocol to direct the 

researcher and trainee psychologist in the delivery of the intervention. However, as the 

intervention was a novel and tailored intervention to each participant, this lead to the researcher 

delivering the intervention with greater flexibly. While all components of the intervention were 

delivered to each participant, the order of the protocol was at times adjusted to suit the needs 

of the participants accessing the trial and their individual needs. At times, there were some 

aspects of the therapeutic modality that may have been more greatly emphasised in the work, 
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depending on the needs of the participants. This may have led to inconsistencies in the delivery 

of the intervention and therefore led to confounding variables regarding the delivery and 

consistency in the intervention delivered.  

 

4.10.7.2. Participant Adherence  

The intervention was delivered across 12-weeks of 60 minutes individual therapy. 

However, there were times when participants were unable to attend due to illness or unforeseen 

circumstances. This led to variability in the adherence to the intervention. While all participants 

in the intervention group completed the 12-week intervention, this may have been over a longer 

period of time for some participants in comparison to others.  

 

 

4.11. Reflexivity 

Within the field of counselling psychology and within research, it is important to 

consider the impact and role of the researcher and be able to explore the researchers own 

subjective experiences, thought processes, hopes and responses as these can also significantly 

contribute to the research process and findings (Seale, 2004). The ability and implementation 

of reflection for a psychologist is considered key in the field of counselling psychology to 

improve and build on the researchers’ investigation and for psychological practice (Brewer, 

1994). For this reason, it felt important to reflect on my experience and process throughout this 

research trial as I feel it contributed significantly to my overall development and learning for 

the field of psychodermatology and as a counselling psychologist.  

I feel that one of the most prominent aspects of this research has been the dual role that 

I faced as a trainee counselling psychologist implementing the psychological intervention and 

as a Researcher implementing the trial. I felt very proud of the research that I was implementing 
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contributing the first RCT for people with AA. Simultaneously, I felt I was very motivated for 

the research to succeed but I was also very aware that I was a Trainee and felt this was a 

weakness of mine within this trial and that this may contribute to the downfall of the trial and 

that the intervention may therefore not be successful. These concerns were at times exacerbated 

when there were understandable challenges throughout the research or when participants 

dropped out. While I felt this sense of concern, in particular during the beginning of the trial, I 

found that as the trial progressed and the participants reported positive improvements and I 

built strong therapeutic relationships with the participants, my concern for this lessened. I feel 

that I developed a sense of confidence in myself and my abilities in this trial which I feel is 

also very reflective of my general progress and process to the development as a counselling 

psychologist.   

The dual role of the researcher and trainee psychologist within this project was also 

particularly challenging when implementing the therapeutic modality for the participants on 

the trial. I feel it is important to reflect on these conflicting roles and the difficulties of 

remaining objective as a researcher, while being involved in the subjective experience of the 

therapeutic relationship. I feel that at first, this was a particularly challenging and felt that the 

two roles were conflicting. I also felt that I was conscious and aware of the need for the 

therapeutic modality to be a subjective and relational experience but also the need for me to 

remain objective as the lead researcher of the trial. This tension was particularly reflecting the 

want I had for the therapeutic modality to be successful but also the want I had for the trial to 

be managed successfully. As the trial progressed, I felt that this dual role became easier to 

manage. I feel that this evolved and improved as I developed in my practice, my confidence 

and my ability to manage the roles. I felt that the roles eventually did not feel as conflicting 

and felt to gradually merge into one role. I feel that this process significantly reflects my 

journey as a counselling psychologist and my personal and professional development. As with 
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becoming a counselling psychologist, eventually I realised that my most congruent self was the 

most important aspect to the successful management of these roles.  

During the research project, I felt and noticed that my confidence increased over time. 

However, I felt that my expectations and hopes for the research to succeed were consistent 

throughout. I felt I was certainly motivated for the research and intervention to succeed as I 

strongly wanted positive changes to be experienced by the participants who kindly agreed to 

participate in the trial but also for my trial to succeed to feel a sense of achievement at the end 

of the research. This sense of hope and expectations for the trial may have consciously or 

unconsciously also been passed onto the participants and researchers in the trial. The 

participants of the trial were all explained the aims of the trial and previous research conducted 

into psychological interventions for people with skin conditions. Throughout the research I 

held the concern of building hope for the participants in the trial which may in turn lead to 

disappointment if they did not achieve physical and psychological improvements for 

difficulties they experience due to the condition. To manage my concerns for this, I worked to 

emphasise to the participants the fact that the trial is the first to be conducted for people with 

AA and explained that it is not clear if the trial will present improvements. I realise this would 

have continued to build hope for them for potential improvements from the trial. However, 

reflecting on this process enables me to realise that when participants volunteer for research or 

a trial of this kind, there are often expected benefits which encourage their participation. 

Similarly to when clients attend therapy with a psychologist and expect benefits. I realise that 

my trial mirrors and reflects important process in counselling psychology and within 

therapeutic work.  

When I continue to reflect on my journey within the Professional Doctorate in 

Counselling Psychology and within this trial, I also felt that this trial contributed significantly 

to my understanding of working with people with skin conditions and AA in particularly. I was 
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particularly struck by the level of trauma that the participants that received the trial had 

experienced. I had previously considered the work within psychodermatology to be more 

focused on supporting people to manage the condition and stress that exacerbates the condition. 

However, the trial and working with people with AA has significantly altered my view. I found 

that participants often reported underlying trauma which also took time to uncover in the 

therapeutic work. I have wondered and reflected on this process and whether there is a link 

between people with AA and trauma but also their process of managing trauma. I have noted 

that people with skin conditions and AA in particular have presented similarities between them 

as the clients and participants often presented difficulties with emotional regulation and 

emotional expression. For this reason, it may be that psychological therapy supported these 

individuals to develop skills of emotional regulation which is why they experienced 

psychological and physical benefits to the condition.  

While I faced challenges throughout the research and trial, I feel that the research 

significantly contributed to my personal and professional development as a counselling 

psychologist. I feel that the research mirrored and reflected on challenges that I experienced as 

a psychologist and within my therapeutic work and enabled me to learn about myself, my work 

with clients and the way I would like to continue and progress as a counselling psychologist.  

 

 

4.12. Implications for Future Research 

The research findings presented above and the discussion of the previous findings 

alongside this research have provided important implications and recommendations for future 

research in the field of AA and psychodermatology that are important to discuss.  

The present study found psychological and physical improvements for the intervention 

group in comparison to the control group from the first assessment to the second assessment. 
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In particular depression, quality of life and hair loss was found to significantly improve while 

stress, thyroid functioning and iron were not shown to significantly improvement. The ratings 

of how problematic participants experienced the condition and hair satisfaction was not found 

to significantly improve for the intervention group in comparison to the control group but there 

was a moderate effect size indicating a moderate impact of the intervention on these measures. 

The small sample size implemented in this research was a limitation to this study. Further larger 

scale psychological interventions are necessary to implement to progress research knowledge 

into the psychological and physical benefits for people with AA.  

It is recommended for future research to implemented larger scale studies to determine 

whether the sample size impacted the results of the present findings and to further expand the 

limited research currently implemented for psychological intervention for people with AA. 

Furthermore, it is also recommended for future studies to implemented longitudinal studies to 

investigate whether these changes were maintained long term. As the condition of AA and 

other skin conditions are frequently changing, the long-term effectiveness of the intervention 

is important to explore.  

Another important consideration for future research is the impact of the intervention 

and explore qualitatively the impact of the intervention. While the psychological and physical 

measures present the symptoms associated with AA, further exploration into the experience of 

the intervention would be valuable to be able to understand whether there are alternative 

psychological interventions that may be implemented in the future to further support people 

with AA. As discussed above, people with AA are reported to experience a range of psychiatric 

disorders such as anxiety, depression, high suicidality risk and a high incident rating of trauma 

(Lavda et al., 2012; Colon et at. 1991; Ruiz-Doblado et al., 2003; Gupta et al., 2017; Willemsen 

et al., 2009). It is therefore recommended to focus future research on psychological 
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interventions which may support individuals with a range of presenting difficulties such as 

trauma which was not targeted in this research trial.  

 

 

 

4.13. Conclusion 

The present research study aimed to investigate the effectiveness of a novel, integrative 

CBT intervention designed for people who live with AA. It is the first RCT to explore the 

effectiveness of a psychological intervention for people with AA and explore psychological 

and physical benefits for people with AA. The findings showed that the psychological 

intervention resulted in improvements with regards to symptoms of depression and the 

participants’ quality of life in comparison to participants who did not receive the intervention. 

The study also showed the physical symptoms of AA of hair loss was significantly less for the 

participants who received the intervention in comparison to those in the control group with a 

strong effect size. This means that the physical manifestations of the AA were significantly and 

strongly impacted by the psychological intervention. Lastly, the study showed significant 

improvements and a strong impact of the intervention on the experience of distress due to the 

AA. Hair satisfaction and the experiences of AA as problematic was also found to be 

moderately effected by the intervention. These measures were not found to be significantly 

different between the intervention group and control group. However, the effect size has been 

argued to be a more reliable form of analysis as it is not impacted by the sample size. Larger 

scale studies are required to confirm these findings.  

These results indicate significant implications for the management and treatment of AA 

and the impact of psychological therapy that supports patients with AA with being able to 

manage the condition. Findings should be considered with caution as there were limitations to 
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the research mainly with the assessment methods implemented for the physical assessments 

and the small sample size. Further research is needed to explore the impact of the intervention 

for psychological and physical difficulties with AA. As this study was a pilot study, further 

larger scale studies and RCTs are required to confirm these results and further deepen the 

research literature into psychological interventions for people with AA. These findings 

promote and support the expansion of counselling psychology in healthcare, to more effectively 

support patients suffering with chronic health conditions.  
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APPENDICIES 

 

This section has been removed for data protection purposes 
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Abstract 

Background  

Alopecia Areata (AA) is a stress-related autoimmune condition. The causes of the condition 

remain unknown thus impacting the design and potential efficacy of medical interventions. 

Psychological interventions have been trialled with other stress-related skin conditions and 

were found to be effective in improving both physical and psychological symptoms. However, 

to date, no randomised controlled trial has designed and evaluated psychological interventions 

for people with AA.  

Objectives 

To examine the effectiveness of a tailored Integrative Cognitive Behavioural Therapy (ICBT) 

on the psychological and physical manifestations of AA. 

Methods  

15 adults with AA participated in a randomised controlled trial and were randomly allocated 

to the intervention group or control group. All participants completed psychological and 

physical assessments at the beginning of the trial and 12-weeks after the intervention or at the 

end of the 12-week waiting list.  

Results 

Multiple mixed analysis of variance tests were implemented to investigate the effectiveness of 

the intervention. Significant differences were found between the intervention group and the 

control group between the initial assessment and 12-week assessment for the self-report 

measures of dermatology Quality of Life, depression and levels of distress associated with AA. 

The physical measure of the scalp assessment also showed significantly less hair loss for the 

intervention group in comparison to the control group from the initial assessment and 12-week 

assessment.  

Conclusions  

These findings have important clinical implications for treatment for people with AA. Larger 

scale studies are needed to further investigate the impact of psychological interventions for 

people with AA. 

ClinicalTrial identifier: NCT04205214  
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