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SUMMA R Y. Facially disfigured people can experience significant psychological problems, commonly relating
to difficulties in social interaction. The effect of social interaction skills workshops on the psychological wellbeing of 64 facially disfigured participants is described. Participants completed the Hospital Anxiety and
Depression Scale (HAD), the Social Avoidance and Distress Scale (SAD) and an open-ended questionnaire,
before a workshop and at 6 weeks and 6 months follow-up. The high levels of anxiety evident prior to the
workshop fell significantly 6 weeks post-workshop (HSD = 1.297, P< 0.01) and remained significantly lower
at 6 month follow-up (HSD = 1.563, PC 0.01). Similarly, SAD scores fell significantly at 6 weeks (HSD =
1.89, P < 0.05) and again at 6 month follow-up (HSD = 2.26, P < 0.01). 6 weeks post-workshop, participants
reported feeling more confident in the company of strangers (HSD = - 1.266, P~0.01) and about meeting
new people (HSD = - 1.159, P~0.01). This increase in confidence was maintained at 6 months (HSD =
- 1.068 and - 1.042 respectively, P~0.01 for both). 61% of those who experienced problems before the
workshop reported a positive change in these situations. The potential of these workshops as an addition to
surgical intervention is discussed. -

Facial disfigurement can be described as the physical
and psychological experience of a person whose face
is scarred, blemished or deformed due to congenital,
accidental, cancer-related, neurological or dermatological causes. Approximately
400 000 people in
Britain today are severely disfigured,‘,’ with many
more carrying minor markings. The types of facial
disfigurement are wide-ranging, the most common
ones being cleft lip and palate, birthmarks, burns,
traffic accident scars, acne scarring, facial palsies and
head and neck cancers.
Research has shown that facial disfigurement can
have far reaching psychosocial consequences.3,4
Wallace and Lees’ found 30-40X of burns patients
to be suffering from severe psychological problems
up to two years after injury yet, despite this, none of
these patients were receiving any professional help.
Similar findings have been reported elsewhere.6,7
The psychological problems experienced by facially
disfigured people are well documented in the literature
(see reference 3 or 8 for a review). Research has
consistently shown that the most common relate to
social interaction.8 First encounters are often particularly problematic; facially disfigured people report
difficulties in meeting new people, making friends,
developing
intimate relationships,
problems in
obtaining jobs and so on. Many attribute these problems to the negative reactions of others and complain
that they are avoided and rejected by the general
public.’
However, upon further examination of the processes of interaction,
Rumseyg discovered that
although many people avoid interaction with a facially disfigured person others react positively.

Rumsey’s findings suggested that this avoidance may
frequently be the result of lack of experience and fear
of embarrassment, rather than due to feelings of
repulsion or rejection. Studies of social interaction
show that difficulties may be compounded as the face
is the prime focus of attention during a social encounter.” Many facial disfigurements restrict the movement of the face which can mean that it loses its
normal signalling pattern. I1 If the normal pattern of
communication is disrupted, or may potentially be
disrupted, members of the general public become
unsure how to behave.
Rumsey et all2 examined the possibility that the
behaviour of facially disfigured people themselves is
in part responsible for the problems encountered
during social encounters. They noted that many disfigured people become preoccupied with their appearance and the possible effect that it may have on
others. Many become convinced (often with justification) that they are the object of unwelcome attention from other people. In anticipating negative
reactions from others they can behave defensively, in
an aggressive or shy manner. These communication
patterns in turn tend to elicit negative behaviour from
others.13 The idea that others perceive facially disfigured people in a negative way is therefore
reinforced and a cycle of spiralling problems may
begin.
The results of the preliminary study carried out by
Rumsey et a1.12 suggested that facially disfigured
people could achieve better quality social interaction
by strengthening
their social skills. Since the
mid-1970s there has been a huge amount of interest
in “social therapy” and its application to various
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problems concerned with social functioning. In parallel with developments in the understanding of verbal
and non-verbal communication, Argyle14 developed
an analogy between human social skills and motor
skills. The model emphasises the role that the environment plays in shaping an individual’s future behaviour; if the result of an attempt at interaction (for
example, establishing eye contact in order to start up
conversation with a new acquaintance) is negative, it
is less likely to be repeated. The model suggests that
problems experienced during social interaction can
be ameliorated by developing a new repertoire of
social behaviours, designed to elicit a more positive
response from others. Although this approach focuses
primarily on changing overt behaviour, positive feedback is likely to bolster a person’s feelings of selfworth. This in turn will be reflected in more rewarding
and effective social behaviour.r’
Social skills training has been shown to improve
the quality of life for various groups with problems
similar to those experienced by many facially disfigured people, e.g. those suffering from social
phobia. I6 The perceived quality of interactions
between those with spinal cord injury and others has
also been found to improve with the aid of social
skills training. i7 Like many disabled people, a facially
disfigured person often has to cope with potentially
difficult situations such as staring or personal questions. A repertoire of skilled behaviours is needed to
cope successfully with these situations and social
interaction training for facially disfigured people will
almost certainly involve developing skills that will
enable them to put the other party at ease. As early
as 1963, Goffman18 suggested that “individuals with
a stigma . . . may have to learn about the structure
of interaction . . . if they are to minimize the
obtrusiveness of their stigma”. More recently, other
writers have advocated the use of social skills training
for facially disfigured people.3,‘g,20
Interventions focused on improving social skills
thus offer the potential for facially disfigured people
to learn a more positive mode of social functioning.
Since 1992, the charity Changing Faces has been
running a programme of social interaction skills
workshops to help adults tackle the problems associated with facial disfigurement. This paper evaluates
the original 2-day Foundation workshop which aimed
to enhance the self-confidence of the 6-10 facially
disfigured people who attended. As well as the workshops, the charity also offers information, emotional
support and advice on a variety of issues.
The workshops have a strong emphasis on social
interaction skills to help participants to deal more
effectively with the reactions of other people. Group
members are given the opportunity to share their
experiences and difficulties in a safe atmosphere under
the auspices of a skilled facilitator. Using a combination of instruction, modelling, role-play, feedback
and open discussion, participants are encouraged to
discover more about the social interaction process
and how they can influence the reception they get
from others. The present study evaluates the impact
of these workshops on the psychological well-being
of participants and discusses the need for such a
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Participants and methods
Participants
Having established the format of the Foundation
workshop, the effects upon participants were evaluated. 112 people took part in one of a consecutive
series of 20 workshops. Each was made up of between
3 and 9 participants (mean= 5.6; SD = 1.88). Three
of those who took part were parents of facially
disfigured children and three were professionals
working with people with disfigurements. Data from
these participants was not included in the present
study.
The remaining 106 workshop participants were
asked to take part in the study which involved
completing a battery of assessment measures at three
points in time. Although all of these participants
agreed to take part and completed the first assessment, 23 failed to complete the second assessment
and a further 19 failed to complete the third. The
data presented here therefore relates to a sample of
64 participants who completed all three assessments.
The sample was made up of 23 males and 41
females and was a mixture of self-referrals (n =47)
and clinical referrals (n = 17). The age range of participants was 17 to 75 years (mean=37.84 years;
SD = 13.24). The minimum length of time for which
a participant had been disfigured was 2 months, the
maximum 65 years (mean length of time = 19.16 years;
SD= 14.94). Types of disfigurement were wideranging and included scarring from burns or scalds,
cleft lip/palate, birthmarks, facial palsies, cancerrelated disfigurements and those of a dermatological
nature including vitiligo and acne scarring. All but
two of these people were facially disfigured and 13
participants also had bodily disfigurements. Within
the sample, 22 were either unemployed or retired and
7 were studying at college or university. The remaining 35 were employed across a wide variety of
occupations,
Instruments
The following questionnaires
participant to complete:

were given to each

1. The Hospital Anxiety and Depression (HAD)
Scale.22 This self-assessment scale was initially
constructed using data collected from outpatients attending general medical clinics. It
consists of 14 items, each of which are rated on
a 4-point scale. It is quick and easy to complete
and has been found to be both valid, reliable
and suitable for assessing the levels of anxiety
and depression in patients and the change in
these emotional states over time.
2. The Social Avoidance and Distress (SAD)
Scale.23 This measures the experience of distress
and discomfort in social situations (e.g., “I am
seldom at ease in a large group of people”) as
well as the deliberate avoidance of social situ-
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skills

ations (e.g., “I try to avoid situations which
force me to be very sociable”). This 28-item
scale is rated on a true/false basis. Despite recent
debate concerning the validity of this scale,24m26
it has been acknowledged to be useful in monitoring the magnitude of avoidance and distress25
and was therefore felt to be suitable for use in
the present study.
3. An open-ended questionnaire was developed on
the basis of previous research to tap issues
relating to participants’ motivation to attend,
expectations of the workshop and issues relating
to quality of life (degree of behavioural avoidance, other problems experienced, coping mechanisms employed, as well as social support).
Participants were asked to provide answers to
open-ended questions and, where appropriate,
to complete visual analogue scales.
Procedure
Assessment measures were administered before the
workshop (first assessment) and at 6 weeks and 6
months post-workshop (second and third assessment
points respectively). Practical and financial constraints meant that it was not feasible to administer
assessment measures to participants before the day
of the workshop; thus the questionnaires were distributed before the start of each workshop. Participants
were assured of the confidential nature of the study.
The Research Assistant was available to answer any
questions that arose whilst participants completed
their questionnaires. Participants were contacted by
post, at both follow-ups. They were asked to complete
the questionnaires as soon as possible and to return
them in the stamped addressed envelope provided.

Results

Non-respondents
It was thought possible that the lack of data from
the 42 participants for whom complete data was not
available may in some way lead to a bias in the
sample. t-tests and Chi squared tests** were therefore
used to determine whether there were any differences
between these participants and the sample of 64 upon
whom the analyses are based. As Tables 1 and 2
show, no significant differences were found on any
of the variables and the sample was therefore felt to
be representative of the group of participants
attending the workshops as a whole.

Statistical analysis
Scores from the standardised scales were analysed for
skew according to a procedure adapted from Dunlap
and Duffy. 27 The output was evaluated in sequence,
starting with the raw data to determine the minimum
transformation
yielding an approximation
to normality. Assessment of the data indicated that the
scores for the depression subscale of the Hospital
Anxiety and Depression Scale required a square root

The Hospital Anxiety and Depression Scale
Anxiety and depression scores can range from 0 to
21. A score of 7 or less on either subscale indicates

Table 1 Comparison
and demographic

of non-respondents
variables
Non-respondents
(n=42)

Pre-HAD:
Anxiety
Pre-HAD:
Depression
Pre-SAD
Current
age (yrs)
Time disfigured
( yrs)

transformation
to achieve normality. In addition,
participants’ current age was found to require a log
transformation and the length of time that they had
been disfigured required a square root transformation. All of these transformations were carried out
before undertaking analysis, although untransformed
data values are presented in the tables.
Repeated measures analyses of variance (using
SPSS for Windows) were employed to test for differences in anxiety, depression and social anxiety scores
over time. The following factors were then entered
into each of the models to see whether they had any
effect on psychological well-being: sex; type of disfigurement (whether it was a congenital disfigurement
or acquired before the age of 5, or whether it was a
disfigurement acquired later in life); living status
(whether they lived alone or with other people);
employment
status (whether or not they were
employed); and, finally, referral status (whether they
had referred themselves to a workshop or had been
referred by someone else). Where these factors were
not found to contribute significantly to the model,
they were omitted in the interests of conserving
power. Differences between specific means were determined using Tukey’s Honestly Significant Difference
(HSD) test.28

and respondents:

psychological

Respondents
(n = 64)

Mean

SD

Mean

SD

Signijicance

9.0
4.8
15.4
37.8
19.2

3.9
3.2
8.1
13.2
14.9

9.6
5.0
14.6
32.9
16.1

4.2
4.0
8.7
10.9
13.5

P>O.OS
P>O.O5
P>O.O5
P>O.O5
P>O.O5

Key: Pre = Scores from
assessment
made pre-workshop;
HAD:
Anxiety = Anxiety
scores from Hospital
Anxiety
and Depression
scale; HAD:
Depression
= Depression
scores
from
Hospital
Anxiety
and Depression
scale; SAD=Scores
from
Social
Avoidance
and Distress
Scale.
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Table 2

Comparison

Sei

Type of disfigurement
Living status
Referral status
Employment status

of non-respondents

Male
Female
Early
Late
Alone
Others
Referred
Self-referred
Employed
Unemployed

and respondents:

demographic

Non-respondents

Respondents

17
25
19
23
12
30
17
25
23
19

23
41
28
36
20
44
17
41
42
22
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variables
SigniJicance

P>O.O5
P>O.OS
P>O.O5
P>O.O5
P>O.O5

“non-caseness”, 8-10 “borderline”
and 11-21 represents a clinically significant “case” of anxiety or
depression.”
For anxiety, amongst the 53 possible interaction
effects produced by the analysis of variance
(ANOVA), 26 were related to interactions involving
the point of assessment and are therefore of interest
in determining whether factors had an effect on
participants’ scores across time. A single (Cway)
interaction effect was found between point of assessment (i.e. pre-workshop, 6 weeks or 6 month followup), sex, type of disfigurement and employment status
(F=3.38; df=2; P~0.05). This reflected a trend for
those with congenital or early acquired disfigurements, who had slightly higher anxiety scores preworkshop, to show lower levels of anxiety at 6 month
follow-up, compared to those with disfigurements
acquired later in life. Although employment status
was not found to significantly differentiate individuals
in terms of their levels of anxiety, those who were
employed showed a more substantial fall in anxiety
by 6 month follow-up. Although the response pattern
was the same for both sexes, female participants
maintained higher anxiety scores over time.
Repeated measures ANOVA indicated a highly
significant change in anxiety scores over time (F=
8.84; df= 2; P<O.O005), reflecting a mean decrease
from “borderline”
pre-workshop levels to reduced
scores at both 6 weeks and 6 month follow-up. The
mean anxiety score at 6 weeks follow-up had fallen
to just below borderline levels (see Table 3) to provide
a significant contrast with pre-workshop
levels
(HSD = 1.297, P<O.Ol), which was maintained at 6
month follow-up (HSD= 1.563, P~0.01).
Depression scores revealed a main effect of sex
(F=4.84; df= 1; P<O.O5), reflecting higher scores
amongst female participants. This was also found to
produce a significant interaction with referral status
(F = 5.47; df = 1; P < 0.05), indicating those who had

Scores on this scale can range from 0 to 28, with
higher scores indicating higher levels of social avoidance and/or distress.
Again, 26 of the 53 possible interaction effects
produced by the ANOVA related to interactions
involving the point of assessment and were therefore
of interest. However, none of these were found to
approach significance. Repeated measures ANOVA
revealed a highly significant change in SAD scores
over time (F=6.90; df=2; P<O.O05), reflecting a
mean decrease from fairly high levels pre-workshop,
to slightly lower levels at 6 week and 6 month followups. Mean scores at 6 weeks had fallen (see Table 3)
to produce a significant contrast to pre-workshop
levels (HSD = 1.89, P~0.05). Scores were found to
have fallen slightly between 6 week and 6 month

Table 3

and distress scores over time

Summary

of anxiety, depression
Pre-workshop

Anxiety
Depression
SAD

and social avoidance

been referred to have lower levels of depression, in
comparison to those who had self-referred, but for
this effect to be more pronounced for the female than
male participants. Significant interactions with assessment point, which are therefore of specific interest,
included those for living status (F=4.07; df =2;
P<O.O5), living status and type of disfigurement
(F = 4.25; df = 2; P < 0.05) and living status, referral
status and type of disfigurement (F = 3.41; df=2;
P~0.05). These interactions reflect a trend for those
living with others to show a slightly sharper decline
in depression levels over time compared to those
living alone.
Repeated measures ANOVA revealed a nonsignificant trend in depression scores (F = 2.93; df = 2, 124;
P>O.O5) which reflected a slight decrease across
assessments, although all mean scores were at a low
level of around 4.0 and therefore well within the
confines of “non-caseness” (see Table 3).

The Social Avoidance and Distress (SAD) Scale

6 weeks post-workshop

6 months

post-workshop

Mean

SD

Mean

SD

Mean

SD

9.0
4.8
15.4

3.9
3.2
8.1

7.7f
4.4
13.5*

3.9
3.4
8.5

7.5t
4.1
13.2t

4.2
3.2
9.1

* Scores significantly lower than pre-workshop levels (P < 0.05).
t Scores significantly lower than pre-workshop levels (P~0.01).
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follow-up, increasing the significance of the contrasts
from pre-workshop levels (HSD =2.26, P< 0.01).
Scatterplots were used to examine the changes in
anxiety, depression and social avoidance and distress
scores over time. These suggested large individual
differences in the degree to which scores rose or fell
over time; however, no consistent trends were found
to explain these changes. Possibilities for further
research concerning individual differences are outlined in the discussion.
Effects of age and length of time disfigured

Pearson’s product moment correlation coefficients2’
were used to examine the relationships between participants’ current age and the length of time that they
had been disfigured and pre-workshop levels of anxiety, depression and social anxiety. None of these
correlations were found to be significant.
Visual analogue scale (VAS) jindings

VAS responses were scored in such a way that higher
scores reflected higher levels of confidence in the
situations described below. Mean VAS scores are
summarised in Table 4.
Repeated measures ANOVA indicated highly significant changes in reported levels of confidence in
the company of strangers across time (F=7.31; df=
2; P < O.OOS),reflecting a mean increase in confidence
from pre-workshop to 6 week and 6 month levels.
The contrast between mean pre-workshop scores and
those reported at 6 week follow up was found to be
significant (HSD = - 1.266, P < 0.0 1) and to be maintained at 6 month follow-up
(HSD = - 1.068,
P<O.Ol).
Similarly repeated measures ANOVA found a
significant effect of time on reported levels of confidence about meeting new people (F=5.87; df=2;
P < 0.005). Compared to pre-workshop levels, participants were found to report feeling significantly more
confident about meeting new people 6 weeks postworkshop (HSD= -1.159,
P<O.Ol),
with this
Table 4

increase in confidence being maintained at 6 month
follow-up (HSD= - 1.042, P<O.Ol).
Since the visual analogue scales were felt to be
measuring some degree of social anxiety, it was of
interest to compare participants’ VAS and SAD scale
scores for each of the three points in time. Pearson’s
product moment correlation coefficients were therefore used and the coefficients were found to be highly
significant across the three points in time. These are
summarised in Table 5. At each point in time the
visual analogue scales were found to be significantly
correlated with SAD, indicating that an increased
social anxiety score was associated with lowered levels
of confidence measured by the visual analogue scales.
Summary of open-ended questionnaire findings
Presenting problems. 84% of participants (n = 54)
reported themselves to be experiencing problems
related to their disfigurement before the workshop.
Social situations appeared to be the most problematic
with 61% (n = 39) reporting difficulties in one or more
of these situations. One woman wrote “I feel that I
look so unattractive that I shouldn’t be mixing with
other people-it’s
as if I’m letting the side down . . .
left to me I would not venture out except for workeven then at times I’ve wanted to hide in a cornerthe thought of meeting anyone new upsets me a great
deal”. Indeed, socialising with strangers and meeting
new people was frequently mentioned as problematic
(n=20).
Fourteen (22%) found meeting/mixing with members of the opposite sex difficult. Twelve of these
avoided any such contact altogether and a few seemed
to have lowered their expectations to the extent that
they did not feel that they would ever enjoy a
heterosexual relationship. Three reported difficulty
meeting old friends or people that they had only
spoken to over the telephone before, who were
unaware of their altered or unusual appearance.
Situations where they were in the public gaze were
reported as problematic for many, with 44% (n = 28)
of the sample outlining one or more problems of this

Visual analogue scale findings
Pre-workshop

Company
Meeting

of strangers
new people

*Scores

significantly

higher

6 weeks post-norkshop

6 months

post-workshop

Mean

SD

Mean

SD

Mean

SD

4.4
4.4

2.8
2.7

5.4*
5.6*

2.8
2.7

5.3*
5.4*

2.6
2.1

than

pre-workshop

levels

(PcO.01).

Table 5 Correlation coefficients (r) between visual analogue scale responsesand social
avoidance and distress scores

Company
Meeting
* P<O.Ol.
tP<o.ool

of strangers
new people

Pi?
workshop

6 weeks post-workshop

6 months

-0.33%
-0.607

-0.567
-0.561

-0.577
- 0.67t

post-workshop
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nature. Supermarket queues, waiting rooms, public
transport, crowded cafes and hairdressing salonsplaces where they felt strangers were looking at
them-were
avoided by many if at all possible. In
writing “People looking at me; people asking me
questions” one person echoed the difficulties experienced by many others.
Eleven participants reported finding situations
involving children and groups of teenagers extremely
difficult and many of them would cross the road to
avoid the comments, stares and taunting that these
groups often inflicted upon them.
Avoidance seemed to be the main coping strategy
in many of these situations. Only a minority were
able to describe practical strategies that they were
using. These included taking a friend to social engagements for moral support, avoiding eye contact with
people, or hiding the disfigurement with make-up,
hairstyle or by adopting a certain posture.
Findings post-workshop. In general there was an air
of confidence about the responses reflected in the 6
week follow-up questionnaires. One young man wrote
“I feel more confident as a result of the workshop,
also more determined not to let facial disfigurement
get the better of me”. Another wrote “I can handle
situations a lot better . . . I get a lot more smiles and
have regained a certain amount of my confidence and
self-esteem”.
Participants at 6 weeks were much more able to
describe their coping strategies than they had previously been able to do. The range of responses given
indicated that respondents were tackling social interaction problems by selecting and using those techniques which felt comfortable. Many reported using
these strategies to good effect at 6 month follow-up.
When asked at 6 month follow-up about the social
situations they had previously experienced as difficult,
61% (n=39) reported these to be less problematic.
The workshop had prompted two participants to take
on voluntary work. One wrote “One of my main
fears was being with small children. At the workshop
I learnt how to cope with children’s questions . . . now
I am now working at a primary school”. Three
participants, who had reported interviews as posing
particular difficulty for them before the workshop,
had since gained full-time employment.
91% (n= 58) of the sample reported that they
found the workshop helpful. In particular, many took
away a lowered sense of isolation and had valued the
opportunity to share experiences with people on the
workshop. The majority had found meeting and
sharing experiences with other people in the same
situation as themselves a great relief; for some this
had been the first time that they had been able to
talk openly about how they had been feeling.
Those who did not find the workshop beneficial
appeared either to be content with their pre-existing
interpersonal strategies or felt that they need more
ongoing support to enable them to make the necessary
changes in their behaviour. Indeed the need for
ongoing contact is supported by the finding that 77%
(n=49) expressed an interest in attending future
workshops. However, practical constraints were men-
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tioned by seventeen of these as a barrier to undertaking further work.
Discussion
Pre-workshop measures of psychological well-being
demonstrated high levels of anxiety amongst workshop participants compared to population norms,
which is consistent with previous research findings. 5*6,2gThe mean anxiety level was found to have
fallen from borderline levels to just below this 6
weeks post-workshop, with this drop in anxiety being
maintained at 6 month follow-up. Depression levels
were found to be well within the confines of ‘noncaseness’ at all three points in time and fell slightly,
though not significantly, after the workshop.
Mean scores indicated high levels of social avoidance and distress in participants before the workshop,
with a large amount of variability in scores being
exhibited between individuals at all three assessment
points. Although scores were still rather high postworkshop, they had fallen significantly 6 weeks postworkshop and dropped slightly further at 6 month
follow-up, increasing the significance of the difference
from pre-workshop levels.
Although slight, the continued decrease in social
anxiety between 6 week and 6 month follow-up
suggests that the workshop had a continued effect on
participants’ social experience. This is supported by
the qualitative data which indicated that at 6 month
follow-up many were using techniques they had
learned on the workshop, with 61% reporting the
situations they had previously found difficult to be
easier at this time.
Significant correlations were found between social
anxiety scores measured by the SAD scale and VAS
responses, lending support to the finding that participants were finding social interactions less difficult
post-workshop. Participants reported feeling more
confident in the company of strangers and about
meeting new people 6 weeks post-workshop. These
raised levels of confidence were maintained at 6
month follow-up. These findings are particularly
encouraging since these were two of the most commonly reported difficulties mentioned spontaneously
by participants before the workshop.
It could be argued that by administering the HAD
scale on the morning of the workshop, the responses
might have reflected anxiety about the workshop
rather than generalised anxiety. The researchers
attempted to reduce the likelihood of this by
reminding participants to respond to the items as
they had been feeling in the past week, as specified in
the questionnaire, rather than how they were feeling
at the present time.
It is also worth noting that levels of social anxiety
as measured by the SAD scale were found to be high
before the workshop. The items in this scale are much
more general in nature and responses were unlikely
to have been contaminated by the pressure of the
workshop. Although designed to measure social anxiety, the scale items are considered to reflect a degree
of general anxiety. The high pre-workshop SAD
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scores lend support to the notion that the high levels
of anxiety reported on the HAD were not unduly
inflated by pre-workshop “nerves”.
Although it would have been preferable to carry
out face-to-face assessments before the workshop,
financial, practical and geographical constraints prevented this. It was felt that sending the scales by post
before the workshop might be off-putting to participants and it was therefore decided that the best
option was to assess participants
prior to the
workshop.
A great deal of individual variation was observed
in the extent to which scores changed over time.
Further research should concentrate on identifying
those factors which contribute towards such variation. The present study suggests several factors
which may have influenced changes in anxiety and
depression levels and which are worthy of further
investigation.
The results suggest that sex, type of disfigurement
and employment status contributed towards changes
in anxiety levels over time. For this sample, it appears
that being employed and having a congenital or early
acquired disfigurement positively influenced adjustment, in particular for the male participants. These
results should be interpreted with caution, since subgroups were very small and differences in the change
over time between groups were minimal. However, it
is possible that the role of employment status in
adjustment may be related to the social support
provided by colleagues. The possibility that those
participants who have other people around them gain
the workshop
warrants
further
more
from
investigation.
Females were found to have significantly higher
depression scores than males (although the difference
between the sexes was only just significant). In the
present sample just over two thirds of those who
referred themselves to a workshop were women. To
date, little research in the area of facial disfigurement
has focused directly on the effects of gender. Those
researchers who have examined the possibility of a
gender difference within their sample have failed to
find any consistent differences. Some have pointed
out that in our society a high value is placed on
personal appearance and a disproportionate amount
of pressure is directed at women.30 Thus one could
speculate that facially disfigured women are more
likely to experience psychological distress than their
male counterparts.
Men have been found to be less likely to disguise
their disfigurement using camouflage make-up than
women.31 This may mean that men adopt alternative,
possibly more effective coping strategies resulting in
better psychological adjustment. An alternative explanation might be that although men worry about their
appearance, they suppress these feelings as they consider them a sign of weakness. Indeed Macgregor32
found men were more reluctant to admit that they
were concerned about their appearance than women.
It is interesting to note that the change in
depression scores shown over time by those living
alone compared
to those living with others.
Participants living with family or friends showed
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more of a positive change in levels of depression than
those who lived on their own. Living with other
people may therefore be an important factor in
psychological adjustment post-workshop. This possibility is supported by current findings in the field of
health psychology relating to the role played by social
support in ameliorating the effects of stress (see
reference 33). It may be that the adjustment of those
participants who lived with others was facilitated by
the encouragement of those around them. Support
for this idea is offered by Browne et a1.34 who found
the maladjusted burn injured adults in their sample
to perceive less support from family and friends than
the better adjusted adults.
Those who referred themselves to a workshop
tended to report higher levels of depression than
those who were referred by someone else, with this
effect appearing to be more pronounced for the
females in the sample. However, depression was
found to be low for the sample as a whole, with only
22% of the sample reporting borderline or severe
levels. This compares with previous studies which
have found 23-61X of burns patients to report moderate levels of depression and 19-30% to be considered to be experiencing
severe levels of
depression. 35 In the present sample, clinically significant levels of depression were found to be less frequent than anxiety, which is consistent with other
studies of people with disfigurements.5,6
There was no main effect of type of disfigurement
on any of the measures, nor was the length of time
that participants had lived with their disfigurement
found to correlate with levels of psychosocial distress.
This would appear to support previous findings that
it is not how long a person has lived with his/her
visible difference that is important,
as much as
whether or not the person has been able to develop
effective methods of coping.34 Similarly, participants
presented with a whole variety of disfigurements,
ranging from severe burns to more minor, even
intermittent conditions, e.g. psoriasis. There was no
evidence for a relationship between the degree of
distress and the extent of the disfigurement, a notion
which has been widely reported elsewhere.3~20,36-3s
The suggestion in the literature that psychological
problems associated with disfigurement may be more
severe during adolescence39 and early twenties4’ was
not reflected in these data. Social support may also
play a role here. Orr et a1.41 found this to be an
important variable in the psychological adaption of
teenagers and young adults following burn injury. In
the present sample, 13 of the 15 participants under
27 years of age (the top of the age range used by Orr
et al.) were living with family or friends. However,
there is insufficient data to investigate whether this
was in fact a contributing
factor to psychological
adjustment in the present study.
Difficulties described by participants before the
workshop were found to be consistent with previous
researchs~9,31~42and related to difficulties in social
situations and being in the public eye. Correspondence was found between those things people
hoped to gain from the workshop and the progress
they thought they had made 6 weeks later. Many
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said that they welcomed the opportunity to meet
others with similar predicaments, with most participants reporting that they felt much better in the
knowledge that they were not alone. Participants
were able to discuss their problems with others who
could empathise, but more than this they were able
to take away with them some ideas and strategies for
daily living. Several participants reported that the
workshop had made them more aware of the way
strangers feel when they meet a visibly disfigured
person, In some cases, this understanding seems to
have contributed to greater tolerance of the other
party and a desire to help to put other people at ease
using techniques learnt on the workshop.
A great deal of effort is required to change long
established patterns of behaviour. Having been “on
guard” for so long, to deflect stares, evasion and
intrusive questions, the barrier between many facially
disfigured people and others around them can become
like a “high voltage wire”,43 which then takes courage
and determination to break down. Changing Faces
recognises the need to offer support and to encourage
participants to put what they have learnt into practice. Thus, although the content of the 2-day
Foundation workshop has remained broadly the
same, it is now run as two separate days, spaced one
month apart. This allows participants to acquire and
develop a variety of social interaction skills on the
first day. They are then encouraged to put these skills
into practice in their everyday lives, before returning
as a group a month later to evaluate their effectiveness
and refine them further. The study has also highlighted the need to undertake a comprehensive assessment of every person before participation in a
workshop. This assessment is now routinely conducted by the workshop leader.
Although results from the present study are encouraging, it must be recognised that a package of help
has been evaluated as a whole. Social interaction
skills training is just one element of this package and
it is supplemented by information,
support and
advice. The workshops are run by staff skilled at
handling the group process-the precise content is
driven by the needs of the participants and will vary
accordingly. As is the case in other similar cognitivebehavioural programmes (for example, pain management and stress management), further research will
be necessary to unpack the effects of the different
elements of the intervention, as well as to establish
more precisely the types of individuals that are likely
to benefit most from the service as a whole.
The present study has highlighted a very real
continuing need to address the psychosocial issues
surrounding facial disfigurement. Pre-workshop questionnaires reveal that as many as 66% of the sample
were suffering considerable anxiety before the workshop and nearly 61% were finding social situations
distressing. Macgregor3 pointed out that the difficulties experienced by facially disfigured people in the
late 1980s were the same as they were three decades
earlier-they
centred around their interactions with
others. Yet care provision does not presently address
these problems. Surgery plays an important part in
the social reception that facially disfigured people

encounter but often it is not the complete answer.
Psychological problems can remain after surgical or
medical treatment has been completed29g44 and
research has shown that if these are left untreated,
they can persist for many years.’
The participants in the workshops evaluated in this
paper were self-referred or referred by specialists. The
sample cannot therefore be considered to be representative of the whole population of those with disfigurements. In order to examine the more general
application of this type of intervention, Changing
Faces is funding a pilot Disfigurement Support Unit
located at a major NHS hospital in Bristol. The Unit
aims to develop a working NHS-based model of a
service which offers information, psychosocial support and interventions to patients with disfigurements. To reinforce the point made by Shaw45 in
198 1, there is a need to provide a more comprehensive
service for people with disfigurements over and
beyond that of surgical intervention. If the Unit is
successful in meeting the needs of patients experiencing problems related to a disfigurement, it is hoped
that it will serve as a model for the establishment of
further centres around the country.
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