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Highlights
· Medium to large decreases were found over time for trichotillomania severity
· Medium to large decreases were found over time for trichotillomania distress
· Improvements over time were also found for general functioning
· Trichotillomania-related psychological inflexibility improved
· No significant effects were found for general or parent psychological inflexibility


Abstract

	Trichotillomania is a chronic and impairing disorder typically beginning in youth. There is growing research on the use of acceptance-enhanced behavior therapy (AEBT) for trichotillomania in youth. However, few studies explore long-term outcomes for youth who receive treatment for trichotillomania, particularly AEBT. The current study presents longitudinal data from a pilot randomized controlled trial utilizing AEBT for adolescents with trichotillomania. Twenty-eight adolescents and their caretakers completed measures at pre-treatment, post-treatment, three-, six-, and 12-month follow-up timepoints. Medium to large decreases were found over time for adolescent and parent-reported trichotillomania severity, trichotillomania-related distress, and mental health functioning. Results also indicated small and medium improvements in adolescent-reported trichotillomania-related psychological inflexibility. No significant effects were found for youth-reported general psychological inflexibility or parental psychological inflexibility. These results present preliminary and promising long-term outcomes following AEBT for trichotillomania in adolescents, adding to growing evidence that AEBT may be an appropriate treatment for youth with trichotillomania.
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Trichotillomania (hair pulling disorder) is a psychiatric condition characterized by repetitive hair pulling that results in noticeable hair loss from the pulling site (American Psychiatric Association [APA], 2013). Individuals may pull out hairs from any site on the body, but the most common areas include the scalp, eyebrows, and eyelashes (Woods & Houghton, 2006). In addition to hair-pulling, diagnostic criteria for trichotillomania includes unsuccessful attempts to control hair pulling and psychological distress and/or functional impairment associated with one’s hair pulling (APA, 2013). Symptoms of trichotillomania often emerge during childhood, with 10-13 years old as the average age of onset and an estimated prevalence of 1–3.5% (Christenson et al., 1991; Franklin et al., 2010). Children and adolescents with trichotillomania often report impaired executive functioning, general functioning, and elevated levels of depression and anxiety symptoms (Flessner et al., 2016; Lewin et al., 2009; Walther et al., 2014). However, research on the treatment of trichotillomania in young people is limited.
Research into effective interventions for trichotillomania in youth has increased over the past three decades, with habit reversal training (HRT) emerging as the gold standard treatment (Farhat et al., 2020). Although HRT has been demonstrated as effective in decreasing hair pulling across multiple clinical trials for youth (e.g., Rahman et al., 2017), many youth still report hair pulling symptoms at post-treatment and relapse is common (Franklin et al., 2011; Franklin et al., 2008). Theories suggest that the limitations of HRT may be due to a lack of targeted intervention strategies to address the internal experiences that often accompany hair pulling (e.g., emotional distress, urges, and cognitions). Thus, recent clinical trials have been exploring the use of adjunctive psychological interventions, such as dialectical behavioral therapy (DBT) or acceptance and commitment therapy (ACT), paired with HRT to address these concerns (Woods & Houghton, 2014). 
ACT paired with HRT has been the most widely studied adjunctive treatment approach for trichotillomania, often referred to as acceptance-enhanced behavior therapy (AEBT; Woods & Twohig, 2008). AEBT has been found as effective in reducing hair pulling severity, impairment ratings, and co-occurring psychological symptoms for youth with trichotillomania when delivered through an individual, in-person treatment format (Fine et al., 2012), an in-person group format (Haaland et al., 2017), and through individual telehealth sessions (Lee et al., 2018; Twohig et al., 2021). Additionally, Lee and colleagues (2018) found that many AEBT treatment responders continued to maintain their progress within the three months following treatment. Similarly, Haaland (2017) found that 60% of AEBT treatment responders reported maintaining their progress at one year follow-up.
While research into the efficacy of AEBT for trichotillomania in youth is promising, limitations exist. Despite the growing understanding of trichotillomania as a disorder beginning in childhood and its associations with high rates of morbidity, comorbidity and functional impairment, research into early and effective interventions for pediatric samples is still nascent. A recent systematic review (Adler et al., 2020) and meta-analysis (Farhat et al., 2020) of empirical studies testing the efficacy of behavioral and/or pharmacological treatments for pediatric trichotillomania only identified six and five studies for inclusion, respectively. The findings of these reviews indicated that no psychopharmacological interventions examined to date have demonstrated efficacy in reducing trichotillomania symptoms in youth. Additionally, the results of trials examining behavioral interventions were largely mixed (e.g., 25–76% clinical responder status) and consisted of small sample sizes that limit their generalizability. Knowledge surrounding the maintenance of therapeutic gains following interventions for pediatric trichotillomania is even more limited, with only one randomized controlled trial looking at eight-week follow-up analyses (Franklin et al., 2011) and one open trial including six-month follow-ups (Tolin et al., 2007). 
The current study therefore seeks to contribute to the existent literature by presenting longitudinal follow-up data from a recent pilot randomized controlled trial (Twohig et al., 2021) on telehealth AEBT for adolescents with trichotillomania. The overarching purpose of this study is to provide more information regarding the maintenance of therapy gains in young people following AEBT for trichotillomania. We predicted that adolescents and their caregivers would report maintained and reduced trichotillomania symptoms, distress, and psychological inflexibility over time.
Methods
Participants
	Participants included 28 adolescents and at least one caregiver per participant. All participants were residents of [removed for masked review] and were located across the state. The majority of participants were female (68%), within an age range of 12 to 16 years old (M = 13.9; SD = 1.3). Sixteen participants (57.1%) met diagnostic criteria for at least one comorbid diagnosis, most commonly depressive (42.8%) and anxiety disorders (ranging from 7–10%). Approximately 40 percent of the participants were currently taking a selective serotonin reuptake inhibitor (SSRI) and 26% were taking a stimulant medication for attention deficit hyperactivity disorder (ADHD). Twenty-eight participants engaged in the study and variable numbers of participants completed data at the post-treatment and follow-up time points. Refer to Figure 1 for participant retention numbers at post-treatment, three-, six-, and 12-month follow-up timepoints. All participants lost to follow-up (ranging from 16-43%) were because participants were not responsive to contact via email or text. There did not appear to be differences between participants who did or did not complete follow-ups based on a non-statistical review of the data.
	Participants were recruited from online postings, advertisements in newspapers, and referrals from other healthcare professionals. Participants were eligible for the study if they: (a) met the Diagnostic and Statistical Manual of Mental Disorders, fifth edition, (DSM-5) diagnostic criteria for trichotillomania (APA, 2013), (b) were currently seeking treatment primarily for trichotillomania or problematic hair-pulling; (c) were between the ages of 12 to 17; (d) were fluent in English; (e) were not currently receiving psychotherapy or starting/changing any psychotropic medication in the past 30 days; (f) were residing in the state where the clinical supervisor was licensed.
General overview of study procedures
In brief, the study was a pilot randomized controlled trial comparing 10 sessions of online AEBT for trichotillomania to a waitlist control. Sessions were primarily spent with the adolescent, but the remaining 10 minutes were allotted for review of treatment skills and concepts with the parent, as appropriate. Those randomized to the waitlist received treatment following 12 weeks. For information on the randomization procedures, treatment materials, session outline, and therapists, refer to the original pilot trial (Twohig et al., 2021).
Measures
Measures were given to adolescents and caregivers at pre-treatment, post-treatment, three-month, six-month, and twelve-month follow-up timepoints. All measures were given using an online survey platform. Participants were sent two links at each data collection time point, one survey battery for parents and one for the adolescents.
	Trichotillomania Scale for Children – Youth and Parent Versions (TSC-Y & TSC-P; Tolin et al., 2008). The TSC-Y and TSC-P are self-report measures for youth and parent-rated trichotillomania symptoms with subscales for severity and distress/impairment. For each of the 12 items, the youth or parent chose the best fitting response from a range of multiple options. Example items include “During the last week, how guilty do you feel about hair pulling?” and “During the last week, how upset at him/herself did your child get because of hair pulling or bald patches?” The responses are rated from 0 to 2, summed into two subscales, and divided by five or seven for the severity or distress/impairment subscales respectively. Higher scores indicate greater trichotillomania symptoms. The TSC-Y and TSC-P have demonstrated good internal consistency in the current sample (s = .89 for each) and acceptable validity, internal consistency, and reliability in previous research (Tolin et al. 2008). Additionally, a recent meta-analysis found that the TSC-Y and TSC-P were both sensitive to change (Farhat et al., 2020). Both the caregiver and adolescent completed the TSC-P AND TSC-Y, respectively, at all timepoints.
	Youth Outcome Questionnaire 30.2 Self-Report and Parent-Report Versions (YOQ-C & YOQ-P; Burlingame et al., 1998). The YOQ-C and YOQ-P are each 30-item measures of self- and parent-rated youth distress and well-being. Example items include “I am sad or unhappy” and “My child’s emotions are strong and change quickly.” Items are rated on a five-point, Likert-type scale (0 = never or almost never to 4 = always or almost always) and these responses are summed into a total score (range = 0 to 120). Scores for the YOQ-C of 30 or higher and scores on the YOQ-P of 29 or higher are considered clinically significant. The YOQ-C and YOQ-P both demonstrated excellent internal consistency in the current sample ( = .95 for each) and have good internal consistency, test-retest reliability, and concurrent validity in past research (Ridge et al., 2009). Previous outcome research has also demonstrated that the YOQ is sensitive to change over time (e.g., Ricard et al., 2013; Russell et al., 2018). Both the caregiver and adolescent completed the YOQ-P and YOQ-C, respectively, at all timepoints.
Acceptance and Action Questionnaire for Trichotillomania (AAQ-TTM; Houghton et al., 2014). The AAQ-TTM is a measure of psychological flexibility specifically designed for trichotillomania-related internal experiences. Examples of questions from the AAQ-TTM include, “Urges to pull are bad,” and “When I feel the urge to pull, I am unable to take care of my responsibilities.” The nine items in the AAQ-TTM are rated on a seven-point Likert-type scale (1 = never true to 7 = always true) and are summed into a total score (range = 7 to 63), with higher scores indicating higher levels of psychological flexibility (i.e., lower levels of psychological inflexibility). The AAQ-TTM demonstrated excellent internal consistency in the current study ( = .91); previous samples indicate adequate reliability and validity (Houghton et al., 2014), along with sensitivity to change (e.g., Lee et al., 2018). Only the adolescent completed the AAQ-TTM at all timepoints.
Avoidance and Fusion Questionnaire for Youth – short form (AFQ-Y8; Greco et al., 2008). The AFQ-Y8 is an eight-item self-report measure of youth psychological inflexibility, specifically assessing avoidance and fusion. Example items assessing avoidance and fusion from the AFQ-Y8 are “I am afraid of my feelings,” and “The bad things I think about myself must be true.” Each item is rated on a five-point, Likert-type scale (0 = not at all true to 4 = very true). All items are summed for a total score ranging from 0 to 32, with higher scores indicating higher levels of psychological inflexibility. The AFQ-Y demonstrated good internal consistency in the current sample ( = .87) and acceptable reliability and validity in past samples (Greco et al., 2008). Previous trials have demonstrated the AFQ-Y8 is sensitive to change (e.g., Hancock et al., 2018). Only the adolescent completed the AFQ-Y at all timepoints.
	Parental Acceptance Questionnaire (6-PAQ; Greene et al., 2015). The 6-PAQ is an 18-item self-report measure that was designed to assess six processes that are believed to contribute psychological flexibility among parents. Examples of items from the 6-PAQ include, “When interacting with my child, I focus on our time together” and “If someone criticizes my parenting, I must be a bad parent.” The six subscales are acceptance, defusion, being present, self as context, values, and committed action in relation to parenting practices. Each item is rated on a four-point, Likert-type scale (1 = strongly disagree/never to 4 = strongly agree/almost always). Items 1, 2, 5, 7, 10, 15, and 18 are reverse scored and then all items are summed for a total score. Lower scores indicate higher levels of parental psychological flexibility (i.e., low psychological inflexibility). The 6-PAQ demonstrated unacceptable internal consistency in the current sample ( = .57). However, past research has found reliability and validity of the 6-PAQ to be ranging from acceptable to good (Greene et al., 2015). Previous research on parenting interventions indicated good sensitivity to change (e.g., Flujas-Contreras et al., 2021). Only the caregiver completed the 6-PAQ at all timepoints.
Statistical analyses
	All analyses were conducted using R in RStudio, version 4.1.1 (R Core Team, 2021). The following packages were used in analyses: tidyverse (Wickham et al., 2019), furniture (Barrett & Brignone, 2017), dplyr (Mailund, 2019), ggplot2 (Wickham, 2011), cowplot (Wilke et al., 2019), magrittr (Bache et al., 2020), stringr (Wickham & Wickham, 2019), effectsize (Ben-Shachar et al., 2020), texreg (Leifeld, 2013), and lmerTest (Kuznetsova et al., 2017). Because this paper is reporting results from a previously published pilot randomized controlled trial (Twohig et al., 2021), the waitlist and treatment groups were combined to evaluate effects of treatment over time. For the present study, the waitlist group’s pre-treatment point used the “post-waitlist” measures, as this timepoint was right before beginning treatment and presented the most conservative method (as opposed to using the pre-waitlist timepoint).
	Multilevel models (MLM) were used to evaluate change over time in an intention-to-treat sample for the main outcomes of parent and youth-rated trichotillomania severity, trichotillomania-related distress, and mental health functioning. MLMs were also used to evaluate process outcomes of youth psychological inflexibility, trichotillomania-specific psychological inflexibility, and parental psychological inflexibility. Parent and youth outcomes were all tested in separate models. Each model contained a fixed effect of time (i.e., weeks) and a random intercept for each participant. Final models used maximum likelihood criteria and p values are based Satterthwaite’s method. Effect sizes using Hedges’ g were also calculated for within-group changes across timepoints (pre-treatment to posttreatment, pre-treatment to three-month follow-up, etc.). For effect sizes, .2 is considered a small effect, .5 a medium effect, and .8 a large effect.
Results 
	Means and standard deviations for all outcomes and timepoints for youth and parent measures can be found in Table 1. Estimated marginal means and 95% confidence intervals for youth models can be found in Table 2 and in Table 3 for parent models. Effect sizes for youth and parent outcomes can be found in Table 4. Figure 1 illustrates participant retention across follow-up timepoints. 
Trichotillomania severity and distress
	Models for both parent- and youth-reported trichotillomania severity had a significant effect of time. There was a significant decrease in both parent- and youth-reported trichotillomania severity over time (See Figure 2). For the youth report, there were large effects from pre-treatment to posttreatment (Hedges’ g = 1.27), three-month follow-up (1.04), six-month follow-up (1.34), and 12-month follow-up (1.09). For the parent report, there were medium to large effects from pre-treatment to posttreatment (Hedges’ g = 1.08), three-month follow-up (.71), six-month follow-up (.99), and 12-month follow-up (1.01). 
Models for both parent- and youth-reported trichotillomania-related distress had a significant effect of time. There was a significant decrease in both parent- and youth-reported trichotillomania severity over time (See Figure 2). For the youth report, there were medium effects for pre-treatment to posttreatment (Hedges’ g = .67), three-month follow-up (.62), six-month follow-up (.75), and 12-month follow-up (.55). For the parent report, there were medium to large effects for pre-treatment to posttreatment (1.04), three-month follow-up (.62), six-month follow-up (1.02), and 12-month follow-up (.82). 
Clinical responder status. Both TSC-Y and TSC-P total scores were examined for responder status from pre-treatment to each follow-up point. Based on previous research, a participant was considered a responder if they reported a 25% reduction in TSC-Y scores and/or a 45–50% reduction in TSC-P scores (Farhat et al., 2020). Thus, percent reductions in total TSC scores were calculated for both parent and youth total ratings (see Table 5). Across timepoints, 52–63% of adolescents reported reductions within the clinical responder range. For parents, 16–44% reported reductions within the clinical responder range across timepoints.
Mental health functioning
The model for parent- reported mental health functioning (YOQ-P) had a significant effect of time, with significant decreases from pre-treatment to 12-month follow-up (see Figure 3). For the parent report, there were medium to large effects from pre-treatment to posttreatment (Hedges’ g = .58), three-month (Hedges’ g = .76), six-month (.66), and 12-month follow-up (.86). 
The model for youth-reported mental health functioning (YOQ-C) did not have a significant effect of time (see Figure 3). The effect sizes from pre-treatment to three-month follow-up (.39) and six-month follow-up (.25) were small. Pre-treatment to posttreatment and to 12-month follow-up effect sizes were negligible. 
Psychological inflexibility
	The model for AAQ-TTM, trichotillomania-specific psychological inflexibility, had a significant effect for time, indicating decreases in youth trichotillomania-specific psychological inflexibility from pre-treatment to 12-month follow-up. There were small to medium effects from pre-treatment to posttreatment (Hedges’ g = .41), to three-month (.43), to six-month (.53), and to 12-month follow-up (.47). 
	The model for AFQ-Y8, general youth psychological inflexibility, did not have a significant effect for time. The effect sizes from pre-treatment to all follow-up timepoints were negligible. The model for parental psychological inflexibility (6-PAQ) did not have a significant effect of time. All effect sizes were negligible except for pre-treatment to 12-month follow-up, which was small (g = .31).
Discussion
The results of this follow-up study provide evidence that treatment gains from online-delivered acceptance-enhanced behavior therapy (AEBT) for adolescents with trichotillomania may have been maintained up to one year later. The study results suggest improvement in outcome and process variables from pre-treatment to three-, six-, and 12-months as reported by the adolescent participants and their parent. Moreover, it appears that treatment gains were generally maintained over the 12-month follow-up period with only slight worsening in some scores over time. Treatment studies of youth trichotillomania are very limited with only four trials currently published, one of which includes a mixed adult and adolescent sample (Franklin et al., 2011; Lee et al., 2018; Tolin et al., 2007; Twohig et al., 2021). Of those, only two incorporated follow-up assessments at eight weeks and six months. Thus, this study presents important findings, particularly because follow-up data is especially scarce in this population and has not been examined past a six-month period.
	With regard to trichotillomania symptoms, both parents and adolescents on average reported large effects of treatment at all points of follow-up. They likewise reported medium to large effects of treatment with regard to trichotillomania-related distress. However, parent and adolescent ratings of trichotillomania recovery (i.e., responder status) often differed, with varying percentages of parents and adolescents reporting recovery (e.g., adolescent and parent responder status at 58% to 30%, respectively, at six-month follow-up). Similarly, parents reported medium to large improvements in mental health functioning over the 12-months of follow-up, while adolescents reported small to negligible improvements. Reductions in symptom severity coincided with increased mental health functioning; however, on average, parent and adolescent reports also disagreed on the amount of change. 
The variations in parent-adolescent agreement could be attributed to contextual experiences of trichotillomania symptoms and/or mental health functioning. For example, an adolescent may be less aware of their pulling at home when they are with the parent, thus contributing to higher severity ratings from the parent who may not witness the adolescent resisting at school or other places. Alternatively, variables such as parental psychopathology, mood, gender, income, and more have been associated with parent-youth disagreement across a variety of domains (e.g., Abate et al., 2017; Poulain et al., 2020). Additionally, some researchers have explored measurement invariance as a possible explanation for differences between parent and youth reports; one study found differences in item function as a possible influence on dyadic agreement on anxiety symptoms (Olino et al., 2018). While this study does not account for such variables, future research should consider both demographic and psychometric factors in parent-youth disagreement.
Lastly, adolescent-rated and trichotillomania-specific psychological inflexibility demonstrated small to medium decreases throughout the follow-up period. However, the general measure of youth psychological inflexibility (AFQ-Y8) and parental psychological inflexibility (6-PAQ) demonstrated no meaningful changes. The lack of change in general youth psychological inflexibility and parental psychological inflexibility was not completely unexpected, as previous research has demonstrated the value of condition-specific psychological inflexibility measures in similar studies (e.g., Ong et al., 2019). Furthermore, the 6-PAQ did not support adequate reliability in the present sample, suggesting possible limitations in measure functioning and interpretation.
On average, the participants in the current study saw significant treatment gains. However, there are individuals who did not experience these gains and those who may have only seen a portion of the progress they were looking for. Further examination of individual-level processes of change could help to better tailor the treatment to the individual and their parent and home. This is especially relevant for the adolescent participants who reported smaller mental health functioning gains than their parents. Perhaps there are person-level concerns that are not being addressed as well as they could be via a structured treatment package, even a flexible one such as AEBT. Individualized care could also impact maintenance, as reasons for symptom relapse are surely varied and personal. Ongoing aftercare that includes periodic personalized check-ins and/or self-training resources could potentially help better maintain treatment gains and even foster further recovery and increase quality of life.
	The limitations of the original treatment study remain, including lack of objective measurement, different developmental stages of participants, and a need for a more diverse sample (removed for masked review). However, with regard to collecting and reporting the follow-up data, only a few additional study limitations were introduced. First, we did not collect information on therapy or medication changes during the follow-up period. We also did not collect information on previous treatment using ACT and HRT prior to study participation. This important information would have allowed for better discernment of treatment effects over time; without this information, our findings are significantly limited. Additionally, we lost some participants over the course of the yearlong follow-up. We were pleased that our efforts to retain participants were largely successful, with average retention rates of 80% (parents) and 68% (adolescents) across the three follow-up points. However, the loss of participants over time reduces the sample size and thus the power of the study and findings. Lastly, the follow-up period was uncontrolled, thus bringing into question how much the improvement is related to time as opposed to treatment maintenance. Ultimately, it would be important for future research to focus on increased sample sizes with clinician-rated follow-up measures in order to better inform treatment outcomes and understand long-term maintenance of gains.
	 The current findings are generally promising, with parents and adolescents reporting significant, meaningful treatment gains from pretreatment to 12-months posttreatment. While this study demonstrates the utility of AEBT for adolescents with trichotillomania, it is only one of very few studies on the topic. There remains a dearth of data regarding trichotillomania treatment, especially for youth. There is much room for the continued study of youth trichotillomania and how we can best improve and tailor treatments to provide lasting change.
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Table 1
Means and standard deviation for youth and parent-rated outcomes
	
	Pretreatment
	Posttreatment
	Three-month follow-up
	Six-month follow-up
	12-month follow-up

	TSC-Y Severity
	1.3 (0.4)
	0.6 (0.6)
	0.8 (0.5)
	0.7 (0.5)
	0.7 (0.6)

	TSC-Y Distress
	0.8 (0.5)
	0.5 (0.5)
	0.5 (0.6)
	0.4 (0.5)
	0.5 (0.6)

	AFQ-Y8
	6.1 (6.0)
	5.8 (4.7)
	5.4 (5.6)
	7.2 (8.0)
	7.2 (7.0)

	AAQ-TTM1
	42.0 (12.7)
	47.5 (13.5)
	47.8 (13.0)
	49.1 (13.7)
	48.3 (13.6)

	YOQ-C
	25.0 (21.5)
	22.1 (14.9)
	17.4 (13.7)
	19.8 (19.0)
	22.1 (18.7)

	TSC-P Severity
	1.3 (0.4)
	0.9 (0.5)
	1.0 (0.5)
	0.9 (0.5)
	0.8 (0.7)

	TSC-P Distress
	0.9 (0.4)
	0.5 (0.4)
	0.6 (0.6)
	0.4 (0.5)
	0.5 (0.6)

	6-PAQ
	31.6 (4.9)
	31.2 (5.5)
	31.4 (6.4)
	32.5 (6.2)
	29.9 (6.1)

	YOQ-P
	30.6 (18.1)
	20.7 (15.3)
	18.3 (11.4)
	19.2 (15.3)
	16.6 (13.2)


Note. TSC-Y = Trichotillomania Scale for Children (Youth-Report); AFQ-Y8 = Avoidance and Fusion Questionnaire for Youth; AAQ-TTM = Acceptance and Action Questionnaire for Trichotillomania; YOQ-C = Youth Outcomes Questionnaire (Youth-Report); TSC-P = Trichotillomania Scale for Children (Parent-Report); YOQ-P = Youth Outcomes Questionnaire (Parent-Report); 6-PAQ = Parental Acceptance Questionnaire
1Higher scores indicate greater improvement.

Table 2
Regression coefficients and 95% confidence intervals from multilevel models for youth-rated outcomes
	 
	TSC-Y Severity
	TSC-Y Distress
	YOQ-Y
	AAQ-TTM
	AFQ-Y8

	(Intercept)
	1.03 [ 0.85; 1.21]*
	0.69 [ 0.49; 0.88]*
	23.51 [17.38; 29.64]*
	43.98 [39.34; 48.62]*
	6.04 [ 3.92; 8.16]*

	Weeks
	-0.01 [-0.01; -0.00]*
	-0.00 [-0.01; -0.00]*
	-0.03 [-0.11; 0.05]
	0.06 [ 0.01; 0.11]*
	0.02 [-0.01; 0.04]

	AIC
	190.01
	126.27
	855.39
	773.91
	640.41

	BIC
	200.67
	136.93
	866.00
	784.53
	651.06

	Number of observations
	106
	106
	105
	105
	106

	Number of participants
	28
	28
	28
	28
	28


* 0 outside of confidence interval
Note. TSC-Y = Trichotillomania Scale for Children (Youth-Report); YOQ-C = Youth Outcomes Questionnaire (Youth-Report); AAQ-TTM = Acceptance and Action Questionnaire for Trichotillomania; AFQY = Avoidance and Fusion Questionnaire for Youth; AIC = Akaike Information Criterion; BIC = Bayesian Information Criterion.


Table 3
Regression coefficients and 95% confidence intervals from multilevel models for parent-rated outcomes
	 
	TSC-P Severity
	TSC-P Distress
	YOQ-P
	PAQ

	(Intercept)
	0.71 [ 0.55; 0.88]*
	1.15 [ 0.98; 1.31]*
	26.33 [21.26; 31.40]*
	31.85 [29.91; 33.78]*

	Weeks
	-0.00 [-0.01; -0.00]*
	-0.01 [-0.01; -0.00]*
	-0.13 [-0.21; -0.05]*
	-0.01 [-0.04; 0.01]

	AIC
	153.35
	178.61
	884.45
	650.85

	BIC
	164.12
	189.41
	895.25
	661.65

	Number of observations
	109
	110
	110
	110

	Number of participants
	28
	28
	28
	28


* 0 outside of confidence interval
Note. TSC-P = Trichotillomania Scale for Children (Parent-Report); YOQ-P = Youth Outcomes Questionnaire (Parent-Report); PAQ = Parental Acceptance Questionnaire; AIC = Akaike Information Criterion; BIC = Bayesian Information Criterion.

Table 4
Hedges’ g effect sizes from pre-treatment within the sample for youth and parent measures across timepoints 
	
	Post-treatment
	Three-month
	Six-month
	12-month

	TSC-Y Severity
	1.27
	1.04
	1.34
	1.09

	TSC-Y Distress
	.67
	.62
	.75
	.55

	YOQ-Y
	.15
	.39
	.25
	.14

	AAQ-TTM
	-.41
	-.43
	-.53
	-.47

	AFQ-Y8
	.05
	.12
	-.15
	-.16

	TSC-P Severity
	1.08
	.71
	.99
	1.01

	TSC-P Distress
	1.04
	.62
	1.02
	.82

	YOQ-P
	.58
	.76
	.66
	.86

	6-PAQ
	.08
	.04
	-.15
	.31


Note. TSC-Y = Trichotillomania Scale for Children (Youth-Report); YOQ-C = Youth Outcomes Questionnaire (Youth-Report); AAQ-TTM = Acceptance and Action Questionnaire for Trichotillomania; AFQ-Y8 = Avoidance and Fusion Questionnaire for Youth; TSC-P = Trichotillomania Scale for Children (Parent-Report); YOQ-P = Youth Outcomes Questionnaire (Parent-Report); 6-PAQ = Parental Acceptance Questionnaire.



	
	Pre-treatment to post-treatment
	Pre-treatment to three-month follow-up
	Pre-treatment to six-month follow-up
	Pre-treatment to 12-month follow-up

	
	Youth
(n = 27)
	Parent
(n = 25)
	Youth
(n = 17)
	Parent
(n = 18)
	Youth
(n = 17)
	Parent
(n = 20)
	Youth
(n = 21)
	Parent
(n = 21)

	TSC Severity (%)
	19 
(70.4)
	8 
(32.0)
	9 
(52.9)
	2 
(11.1)
	11 
(64.7)
	4 
(20.0)
	14 
(66.7)
	9 
(42.8)

	TSC Distress (%)
	13 
(48.1)
	13 (52.0)
	7 
(41.2)
	9 
(50.0)
	9 
(52.9)
	9 
(45.0)
	10 
(47.6)
	12 
(57.1)

	TSC Total (%)
	17 
(62.9)
	11 (44.0)
	9 
(52.9)
	3 
(16.7)
	10 
(58.8)
	6 
(30.0)
	11
(52.4)
	9 
(42.8)


Table 5
Parent and child clinical responder classifications for trichotillomania severity and distress






















Note. TSC = Trichotillomania Scale for Children.
Figure 1. Diagram of participant retention over follow-up timepoints. Starting N = 28; participants lost at each follow-up point were unresponsive to experimenter prompts.
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Figure 2. Estimated marginal means and error ribbons from the models for A) TSC-Y severity, B) TSC-Y distress, C) TSC-P severity, and D) TSC-P distress. TSC-Y = Trichotillomania Scale for Children (Youth-Report) and TSC-P = Trichotillomania Scale for Children (Parent-Report). 
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Figure 3. Estimated marginal means and error ribbons from the models for A) YOQ-C (Youth Outcomes Questionnaire Youth-Report) and B) YOQ-P (Youth Outcomes Questionnaire Parent-Report). 
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Figure 4. Estimated marginal means and error ribbons from the models for A) AFQ-Y8 and B) AAQ-TTM. AFQ-Y8 = Avoidance and Fusion Questionnaire for Youth and AAQ-TTM = Acceptance and Action Questionnaire for Trichotillomania. Higher scores indicate greater psychological flexibility (i.e., improvement) for the AAQ-TTM and psychological inflexibility for the AFQ-Y8.
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Figure 5. Estimated marginal means and error ribbons from the model for the 6-PAQ (Parental Acceptance Questionnaire). 
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