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ABSTRACT

Hairpulling (Trichotillomania) is often linked to stressful circumstances and may produce feelings of guilt, shame and humiliation.  In a behavioural model of trichotillomania, affective experience was identified as an important maintaining factor, as both a cue and reinforcer.  Habit Reversal is considered as one of the more successful behavioural treatment options for trichotillomania. The present study evaluated the role of emotional arousal in the intensity of urges to pull hair in a teenaged patient with trichotillomania.  Using an experimental ABCD/DCBA reversal design, the patient used imagery to increasing her emotional arousal through the presentation of a manipulation script based on her own experience, after baseline and during a rumination, cognitive and a behavioural distraction phase.  Subjective measures of urge intensity were collected at 5 time points during completion of a task, and a tally was made of an overt hair touching behaviour operationalised as a hairpulling substitute behaviour. The patient experienced more intense urges to pull whilst ruminating on the arousal script when compared to either of the distraction phases. The findings support the view that the experience of negative emotional arousal can exacerbate and intensify the experience of urges to pull hair in patients with trichotillomania, and that both cognitive and behavioural distraction techniques have some effect in controlling them.  Demonstrating this to the patient aided engagement in treatment.
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INTRODUCTION

Trichotillomania is a disorder of impulse control with the essential feature of the recurrent pulling out of one’s own hair, resulting in noticeable hair loss (DSM-IV-TR, American Psychiatric Association 2000).  Feelings of relief  when pulling out hair is a diagnostic feature, as are feelings of tension immediately prior to hairpulling or attempts to resist urges to pull hair.  As with many other DSM-IV diagnoses, the behaviour causes clinically significant distress, or a significant impairment in social, occupational or other important areas of functioning should be present, and the hair pulling cannot be better explained by another mental disorder or general medical condition.

Prevalence rates vary, although it has been estimated to be less than 1% of referrals to mental health professionals (Mannino & Delgado, 1969).  The true prevalence among children and adolescents is unknown but is probably >1% (Tay, Levy & Metry, 2004).  Age of onset appears to be approximately 12 to 13 years of age (Christenson, Pyle & Mitchell, 1991, Tay, Levy & Metry, 2004), and follows a variable course and prognosis.  Among adults, TTM has predominantly been reported in females, although the genders are equally represented in children (Tay, Levy & Metry, 2004).

Clinical Picture

Trichotillomania (TTM) often results in full or patchy hair loss on the scalp (Christenson, MacKenzie & Mitchell, 1991).  Sites of hairpulling can include any hair-growing region of the body, although the most common sites are the scalp, eyelashes and eyebrows (APA, 2000).   The frequency and circumstances of hairpulling can vary across affected individuals.  It may occur briefly throughout the day, or in less frequent but more sustained incidences.  Hairpulling is often linked to stressful circumstances, but may also increase during periods of relaxation or boredom (Christenson, Ristvedt & Mackenzie, 1993).

TTM may produce feelings of guilt, shame and humiliation (Koran, 1999), along with strenuous efforts to avoid exposing the site of hairpulling.  Behaviour may be positively reinforced by the sensory stimulation of actual hairpulling, along with the specific tactile qualities of the hair, for example the texture or thickness of the hair (Miltenberger et al. 1998; Tay, Levy & Metry, 2004).  Negative reinforcement may be a maintaining factor associated with the provision of relief from hairpulling (Woods & Miltenberger, 1996; Hansen et al., 1990!).  In some cases, oral behaviours such as chewing the hair or biting off the root can be associated with TTM (Christenson, MacKenzie & Mitchell, 1991), which can occasionally lead to hairballs (trichobezoars) resulting in medical complaints such as bowel obstruction and abdominal pain.

Treatment

A number of treatment options have been explored for TTM.  Controlled trials of clomipramine have suggested that pharmacotherapy may be effective in controlling hairpulling behaviour in adults (Minichiello et al., 1994), although no investigations have been conducted in non-adult populations.  Psychotherapeutic approaches aimed at resolving clients’ underlying conflicts have at best produced mixed results (Mannino & Delagdo, 1969).  Behavioural interventions have been quite widely investigated over the years (Miltenberg, Fuqua & Woods, 1998).  The different specific techniques investigated have included covert sensitisation (Levine, 1976), extinction (Wolff, 1977), aversion (Corte, Wolf & Locke, 1971), overcorrection (Barrett & Shapiro, 1980), response prevention (Anthony, 1978) and habit reversal (Azrin & Nunn, 1973).  On the basis of studies of treatment efficacy, Habit Reversal is considered to be one of the more successful behavioural options for the treatment of TTM, and behavioural approaches are seen as the first line treatment in non-adults (Tay, Levy & Metry, 2004).

Affective Correlates of TTM

Qualitative descriptions of TTM suggest that hair pulling occurs in response to a range of negative affective states including boredom and anger (Mansueto, 1991). In a study investigating affective correlates of hair pulling in a non-clinical sample, Stanley et al. (1995) found that the most frequently reported feelings prior to hairpulling were ‘bored’, ‘angry’, ‘tense’ and ‘indifferent’.  Dimensional ratings of affective experiences revealed that actual hairpulling behaviour was associated not only with a decrease in tension, as per the DSM-IV criteria, but also with reductions in other negative affective states.  It was suggested that patients with TTM use hairpulling as a coping mechanism.  This supports earlier work in people with a diagnosis of TTM who pull their hair in response to situations associated with negative affect (Christenson, Ristvedt & Mackenzie, 1993).  Children have been noted to pull when emotionally distressed, and it has been suggested that this may produce a “counter irritation” that competes with the negative affect for central nervous system recognition (Christenson, Pyle & Mitchell, 1991).  TTM in this age-group may be triggered by a psychosocial stressor such as school-related problems (Oranje, Peereboom-Wynia & De Raeymaecker, 1986).

The aetiology of TTM is unclear, but a number of different models have been proposed, and central to many of them is the importance of emotional variables or stressful events in the exacerbation of TTM.  Studies such as those mentioned above suggest that hairpulling may serve to escape or avoid aversive private experiences, and that temporary reductions in such experiences maintain the behaviour through a negative reinforcement cycle (Begotka, Woods & Wetterneck, 2004).  Indeed, in a behavioural model of TTM, affective experience was identified as an important maintaining factor, as both a cue and reinforcer (Mansueto et al., 1997).

Case History

The present study concerned AS, a 16 year old female who had been referred to Clinical Psychology for the treatment of trichotillomania.  This was her first referral to psychology, although she had been previously seen by a dermatologist.  Initial assessment revealed a pattern of hairpulling behaviour that had been present for around five years, and which satisfied DSM-IV criteria for TTM.  The problem behaviour had developed at a time of stress in AS’s life, during the transition from primary school to high school.  During the summer break, she had gone on a foreign holiday and severely sunburnt her scalp.  This caused her hair to fall out and her central parting to widen.  On commencing high school, she had experienced some difficulties in her peer relationships, one of the effects of which was to make her self-conscious about her appearance.  As her hair began to grow back in, she felt it looked stupid with the short hairs sticking up and so she began to pull them out.  She discovered that this gave her some feelings of relief.

AS described ‘constantly’ pulling out hair from her scalp.  No other areas of her body were affected.  She found it difficult to determine what the triggers were for her hairpulling behaviour.    However, she did describe a sensation of ‘itching’ in her scalp, which brought on strong urges to pull out the hairs she thought were causing the itching.  She attributed these sensations to hair regrowth.    Another trigger she was able to identify was feeling ‘bored’.  She claimed that at these times she was in fact unaware of her hairpulling behaviour until after it had occurred.   After some exploration, another potential major trigger was identified. This was experiencing anger, particularly as a result of interpersonal conflict.  At times, she explained that she would ensure that she was alone and consciously pull out hair to vent her feelings. 

AS was able to describe the actual hairpulling behaviour with some prompting. She would feel the hair at the front of her head to find one that felt ‘weird’, by which she meant coarser with more ‘bumps’ on it.  This is in keeping with findings generally in children and adolescents (Tay, Levy & Metry, 2004).  She explained that this was because she did not want hairs that looked ‘different’ growing in.  She would then look at the root, and discard the hair on the floor.  This process would be repeated several times.  AS described feelings of tension immediately prior to pulling the hair, with a release of this tension and a degree of pleasure afterwards.  However, these feelings tended to be short lived, as AS would then experience feelings of disappointment that she had not resisted the urge, shame, and frustration at her behaviour and inability to control it.

Hair pulling tended to occur mostly when AS was alone, although could occasionally occur in the company of others if her attention was distracted.  Most frequently, it would occur when she was in bed at night or sitting at her dressing table.  She claimed to never be conscious of pulling her hair when with other people, only becoming aware when they pointed it out to her.    AS estimated the frequency of hair pulls to be at least once a day, varying in duration.  These tended to be later in the day when she was alone in her bedroom, after school or at bedtime.  She did not pull her hair when out socialising with friends or staying over at their houses.  High risk situations included reading, being alone in bed at night, or arguments with her mother leading to her being alone in her room.

AS described a noticeable area of depilation from her hairline to the crown of her head.  However, she made strenuous efforts to conceal this and continued to resist revealing this in session.  She only removed her wide hairband when she was actually in bed at night, and putting it on formed part of her normal morning routine, along with brushing her teeth, so she rarely saw it herself.  She described becoming particularly distressed by it when blowdrying her hair.  Other areas of avoidance included going to the hairdressers as that would be too ‘embarrassing’, and she had given up swimming which she had previously enjoyed as that would have meant removing her hair band.  This resulted in her losing her place on the school team.

AS lived at home with her mother, brother and stepfather and described her situation as good.  Her school situation had also improved over the years and she described a large circle of friends with a smaller core of close friends.  She was also performing well academically, staying on at high school to take Highers.  Anxiety and depression as measured by the Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983) were both within ‘minimal’ levels at the initial assessment.  Treatment was therefore targeted towards the TTM only, although anxiety and depression levels continued to be monitored throughout treatment on a weekly basis.

Treatment took the form of Habit Reversal Training (Azrin and Nunn, 1973) The approach is comprised of a number of components implemented successively in order to maximise reductions of the problem behaviour.  Since its introduction, HR has demonstrated efficacy in the treatment of a number of habits and tics, including TTM (Woods & Miltenberger, 1995; Azrin, Nunn & Franz, 1980; Rosenbaum & Allyon, 1981).  However, AS failed to make the expected treatment gains and it became apparent that, although initially accepting, she was fundamentally unconvinced by the model.  Her awareness of her behaviour remained quite low and she had difficulty in identifying high risk situations.

Research question and clinical relevance

It was hypothesised that, AS may become more accepting of the model and thus the rationale for treatment if it could be demonstrated to her.  She might then benefit from what is in the literature the treatment of choice for TTM.  

AS had difficulty in identifying potential high risk situations and it was felt that she might benefit from increased insight into the effects of high emotional arousal on hairpulling, and also the utility of distraction techniques.

It was also felt to be useful to directly investigate the effects of emotional arousal on urges to pull, as opposed to overt hairpulling behaviour.

It was anticipated that AS would experience increased urges to pull following the presentation of an emotionally arousing script than in a neutral condition.  It was furthermore anticipated that the distraction techniques would decrease these urges, with the behavioural technique (texting) being more effective than the cognitive technique (self-talk).  It was also anticipated that there would be an habituation effect over time with presentation of the emotionally arousing script.

As it would be unethical to attempt to provoke and then measure actual hairpulling behaviour in session, AS suggested that a specific behaviour of touching the hair at the front of her head under her headband be operationalised as a hairpulling substitute behaviour.  She felt that she engaged in this behaviour in public situations, such as school, where she could not actually pull hair.  It was anticipated that this behaviour would increase contingent on urges to pull hair.

DESIGN

An ABCD/DCBA reversal design was used to examine the effect of emotional arousal and distraction techniques on AS’s urges to pull hair and substitute hairpulling behaviour.  This design allowed for the methodical confirmation that urges and behaviour changed systematically with the conditions.  AS periodically verbally reported ratings of the intensity of urges to pull her hair whilst engaged in a simple writing task (describing scenes on emotions cards).  The purpose of the task was to simulate conditions in which AS normally experienced urges to pull her hair, often when engaged in tasks requiring little or no thought.  The neutral condition (A) served as baseline and no attempt to increase AS’s emotional arousal was made before this condition.  The rumination phase (B) consisted of AS listening to the emotionally arousing script, then engaging in the writing task and ruminating on the script.  The cognitive distraction phase (C) was similar but rather than ruminating, she engaged in positive self-talk about her ability to control the urges.  The behavioural distraction was again similar to this, but she distracted herself through texting (an ecologically valid distraction technique for AS).  The intensity of the urges was compared between the conditions, along with the substitute behaviour they provoked.

Manipulation Script

This was based on an actual event described by AS and produced collaboratively in order to ensure a real emotional trace that was effective at stimulating the desired imagery experiences and that it was acceptable to her. The script included affective, behavioural and physiological responses. The script lasted approximately three minutes and is presented in the appendix.  In summary, it describes her discovery of a perceived infidelity on the part of her boyfriend and her reactions to it.
Measures

Hospital Anxiety and Depression Scale (HADS)
The HADS (Snaith & Zigmond, 1983) is a brief standardised measure of present state anxiety and depression widely used in health settings.

The Massachusetts General Hospital (MGH) Hairpulling Scale 

The MGHS (Keuthen et al., 1995) is a self-rating scale that has been shown to demonstrate test-retest reliability, convergent and divergent validity and sensitivity to change in hairpulling symptoms (O’Sullivan et al., 1995).  It rates seven items on a 0-4 scale: 1) frequency of urges to pull, 2) urge intensity, 3) ability to control the urges, 4) frequency of hairpulling, 5) attempts to resist hairpulling, 6) control over hairpulling, 7) overall associated distress.   Higher scores are indicative of more severe hairpulling behaviour.  

Arousal and engagement with script scales

AS was asked to rate how emotionally arousing she felt in response to hearing the script and also how able she was to engage with it.  This was measured through the presentation of a Lickert-type scale (0=not at all, 1=slightly, 2=medium, 3=strong, 4=very strong).

Intensity of urges to pull hair and frequency of substitute hairpulling behaviour

AS was asked to engage in the writing task for three minutes during each condition, to match the length of the script presentation.  Whilst carrying out the task, she was asked to rate the intensity of her urges to pull at 5 time points, at the beginning and end of the task in each condition and at three equally distributed time points throughout.  This resulted in AS rating the intensity of her urges around every 45 seconds during the task. This was on a 10 point scale, from 0=no urges to 10=strongest ever.

During the task, AS was observed for the substitute hairpulling behaviour and a tally kept for each condition.

PROCEDURE

The HADS was completed with AS prior to the experiment in order to assess her level of anxiety and depression.  AS was informed that the purpose of the experiment was to assess the role of intense emotional arousal on her hairpulling urges and behaviour, and also to assess the role of different distraction techniques in countering these.  The rationale for the study and procedure was acceptable to AS and she had approved the experimental design.  AS was informed that the experiment consisted of blocks of a simple task preceded by either nothing or the emotionally arousing script, and that she would hear the script 6 times.  She was further informed that she would be asked to ruminate on the script, use self-talk or text, and that she would do each of these things twice.  She was told that each trial would last for three minutes following the script presentation and that 5 times during the task she would be asked to rate the intensity of her urges to pull hair using the 10 point scale above.  She was also informed that she would be observed for instances of her substitute behaviour.

During presentation of the emotionally arousing script, AS was asked to close her eyes and listen carefully, whilst trying to imagine the scene as vividly as possible, almost to recreate the feelings she had at the time.

Due to the reversal design, a total of 40 ratings of intensity of urges to pull hair were obtained during the experimental procedure.

At the beginning, middle and end of the experiment, AS was asked to complete the MGHS to indicate the strength of her urges.  The wording of the scale was slightly modified to reflect its repeated presentation, as it generally asks for ratings over the last week.  She was also asked to indicate how arousing she found the script and how vividly she imagined the scene presented.

At the end of the session a brief post-experimental debriefing was conducted and the preliminary results explained.

RESULTS

The results of each of the measures are presented in turn, starting with the scores on formal measures and the ratings of hair pulling intensity and observed frequency of the occurrence of the substitute behaviour.

1. Hospital Anxiety and Depression Scale
AS scored within the ‘normal’ range for both anxiety and depression symptoms.  This was consistent with her subjective report and clinical impression.

2. Massachusetts General Hospital Hairpulling Scale
Table 1 indicated that changes were reported between pre, mid and post ratings on some of the items on the scale.  These were generally indicative of a decrease in urges to pull over time.

TABLE 1 ABOUT HERE
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3. Arousal and engagement with script scales
AS indicated that she had consistently engaged with the script at both mid and post-experiment as ‘3=strong’.

Similarly, AS rated her emotional arousal following the script presentation at mid and post-experiment as ‘3=strong’.

4. Measurement of : a) frequency of substitute behaviour
The tally of observations of AS’s substitute behaviour are presented graphically in Figure 1.   The behaviour was fairly infrequent, but peaked during each rumination phase, and was at its lowest during both baseline and behavioural distraction phases.




       b) hairpulling urge intensity

The ratings of intensity of hairpulling urges were pooled in Figure 2 to enable visual inspection of the data.  The sum of the ratings for the neutral condition (A), rumination condition (B), cognitive distraction condition (C) and behavioural distraction condition (D) were 5, 45, 27 and 34 respectively. Thus AS experienced more intense urges when engaged in rumination, and of the two distraction techniques, experienced less intense urges while engaged in self-talk.

As the design did not return to baseline between experimental conditions and there were only five data points per phase, examination of the data using a statistical package such as ITSACORR was felt to be inappropriate as there would be insufficient power, a possible carry-over effect and underestimation of autocorrelation.

The ratings are displayed in Figure 3.

FIGURE 1 ABOUT HERE
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FIGURE 2 ABOUT HERE

FIGURE 3 ABOUT HERE

DISCUSSION

The present study aimed to examine whether experimentally manipulating arousal levels would affect the intensity of AS’s urges to pull hair.  This was of clinical importance as it was felt that this would enable AS to engage more with the treatment model and increase her awareness of high-risk situations.

The data appeared to be consistent with the main hypothesis of the experiment demonstrating the effect of emotional arousal on urges to pull.  Visual inspection indicated that engaging in the manipulation script resulted in stronger, more intense urges when compared to the baseline condition.  Although there are few data to base conclusions on, the hairpulling substitute behaviour occurred more frequently in response to the manipulation script than in the baseline condition.  This was consistent with previous research findings that negative affective experience can act as a cue for hairpulling urges and behaviour (Stanley et al., 1995; Christenson, Ristvedt & Mackenzie, 1993).

As expected, rumination produced the greatest urges to pull.  This is in keeping with the findings of Begotka et al. (2004) and the association between negative affective and ‘focused’ hairpulling, characterising TTM as a possible form of experiential avoidance.

However, there did not appear to be any clear difference between the intensity of the urges to pull hair during either of the two distraction conditions, the cognitive distraction phase (positive self talk) or the behavioural distraction phase (texting).   Indeed the behavioural distraction phase produced slightly greater intensity of urges than the cognitive distraction phase. 

There does not appear to be a clear explanation for this finding.  It may be that the behavioural task (texting) was sufficient to control overt behaviour such as actual hairpulling, or in this case the substitute behaviour.  However, it could be argued that it does not control the covert urges to pull hair in response to negative emotional arousal.  It would appear in this case that the cognitive distraction technique, positive self-talk about AS’s ability to control the urges, was effective in just that.  However, although the data are limited, she did appear to engage in the substitute behaviour more often during the cognitive phase.

AS did report that during the behavioural distraction phase, she was texting her friends about the content of the manipulation script.  As this was based on AS’s actual experience, her friends would have been familiar with this and she may have served to actually increase its arousing effect.  It may be that the action of texting prevented her from engaging in the hairpulling substitute behaviour, but the context of her texts increased her experience of the intensity of the urges to pull.  It should be noted that there is a degree of overlap between the two distraction conditions.  The behavioural distraction phase, although occupying her hands, contained a cognitive element in that she was considering the script and the experiment.  
Although no formal statistical examination of the data was performed due to its nature, visual inspection would suggest that both of the distraction techniques had some degree of efficacy in controlling AS’s urges to pull her hair, and although there is really insufficient data to draw firm conclusions, also on the overt substitute behaviour.  

AS’s ratings of the intensity of the urges to pull that she experienced in response to the script always began high and decreased more or less speedily dependent on the condition.  This would suggest a notable lack of habituation to the script.  Her ratings of emotional arousal and engagement with the script were consistently high.  This may be due to the very personal nature of the material on which the manipulation script was based, and the fact that the events described had happened fairly recently and were still fresh in her mind.  

Clinical Implications
The findings of this experiment highlighted to AS the impact that the experience of negative emotional arousal had on the intensity of her urges to pull her hair, and that situations that brought about this arousal acted as potential triggers for her urges and thus behaviour.  In hindsight, she was able to think of the interpersonal conflicts that had often precipitated her deliberately finding herself alone and pulling her hair in a ‘focused’ manner (Christenson & Crow, 1996).  Furthermore, the experiment raised AS’s awareness of both her urges and overt behaviour, and demonstrated to her that there were techniques available to her that gave her at least some degree of control of her hairpulling.

The clinical implications of these findings were significant.  Following a feedback session, AS reported that she was more accepting of the treatment rationale, more self-aware and, importantly, more optimistic regarding treatment.  Thus the experiment served to increase her engagement.  In more general clinical terms, this study serves to highlight the importance of collaboration and engagement with the therapeutic model to really bring adolescent clients on board with treatment.  Approaches such as this help clients build a connection between emotional arousal and urges to pull, leaving her more accepting of the formulation and favourably disposed for treatment
Limitations of the present study and implications for future research

The principal hypotheses of the experiment were supported by the results.  However, as the findings reported above are derived from a single case, the conclusions are necessarily tentative and must therefore be interpreted with a degree of caution.  Despite the success of Habit Reversal training in the treatment of TTM, the most significant component of which appears to be Competing Response, the behavioural distraction phase was the less successful.  However, this may be due to the nature of the distraction (texting) and the possible additive effect on emotional arousal.

Criticisms may include the design omitting a neutral phase after each arousal phase, although this would have drawn out the experiment and been less acceptable to AS.  Also, given the script was presented six times, it should probably have been recorded to ensure the presentation was identical each time.  Criticisms can also be levelled at eh degree of overlap between the phases.  The writing task may also have acted as a behavioural distraction, which may have interfered with the cognitive distraction phase by introducing a behavioural element to it.  Also, as mentioned above, the behavioural distraction technique also contained a cognitive element.  This would have been improved by utilising a purer behavioural technique, however, this may have been less acceptable to AS.
Many of the studies investigating TTM and treatments have been conducted in adult samples, many of which have been non-clinical.  Given that TTM profiles and course may differ throughout the lifecycle, it may be prudent for future researchers to more fully investigate the disorder in an adolescent population.   As rumination resulted in the greatest urges to pull hair, further exploration of this in TTM may prove useful.  In other disorders such as depression, rumination is considered to be a mediator between personality and symptoms of depression (Roelofs et al, 2008) and in depression, rumination is considered to be a multi-component process. Therefore examination of the different components of rumination and the different elements of TTM (urges, actual pulling) may help explain, for example, the results of the behavioural distraction phase of this study.
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Table 1. Scores on the MGHS

	Item
	Pre-Measure
	Mid-Measure
	Post-Measure

	Frequency of 

urges
	1
	1
	1

	Intensity of 

urges
	2
	1
	1

	Ability to control the urges
	2
	1
	1

	Frequency of hairpulling
	2
	1
	1

	Attempts to resist hairpulling
	2
	1
	1

	Control over hairpulling
	2
	1
	1

	Associated

 distress
	2
	0
	1
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[image: image2.wmf]Figure 2. Total ratings of intensity of hairpulling urges across conditions
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[image: image3.wmf]Figure 3. Rating of hairpulling urge intensity  across the conditions
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Appendix 1

Emotional Imagery Script

You are away on holiday without your boyfriend.  You have been having some worries and suspicions for a while but can’t quite put your finger on why.  You decide to text your friend at home and tell her that you think he might be cheating on you.   As you send the text, you realise that you have sent it to your boyfriend instead of your friend.  You feel your face going hot and butterflies in your stomach.  Almost immediately, he texts back.  From the text, it sounds like he’s raging.  It says if you don’t trust him, why do you go out with him?  You feel really guilty and upset – you don’t have any real reason not to trust him.  You text him back and try to make it up to him, but he’s potentially ended it with you.  You feel terrible, especially when you have to wait for him to text back.

After a while he stops replying to any more texts and you are left feeling that way.  Your friend from home tries to get hold of you, phoning a couple of times but you miss the calls.  Then she texts you to say it’s really urgent that you speak to her.  Your first thought is that she has got off with your boyfriend.  You feel upset and then angry, and feel your hands clenching.   However, you find out through texting that your boyfriend has got off with another girl while you’ve been away, and they’ve slept on the same couch.  Your friend tells you there’s a picture of the two of them on the couch on another girl’s website.   You know this other girl hates you and you think that that’s why she put the picture on the website, to humiliate and hurt you.

You go on the computer and look at the website.  You can’t believe it – your boyfriend gave you so much grief and made you feel so bad over not trusting him, and there he is on the couch with this other girl.  You sit and stare at the screen and feel the anger rising in you.  You want to be alone, but the people you’re staying with on holiday are sitting down to dinner and call you to the table.  This is the last thing you want but you have to go.  You go and sit down with the family, but you can barely sit still.  There’s no way you can face eating anything.  Your thoughts are racing, all you want to do is speak to your boyfriend and let him know how you feel, what he’s done to you.  It’s no good, you can’t sit at the table any longer.  You have to get up, be alone.  You excuse yourself and leave the room.  As soon as you get out the door, you start shaking.  You decide to call him, and wait and wait for him to pick up.  You can barely think about what you’re going to say to him, you’re so angry.
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