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Abstracts 

Critical Review of the Literature 

Effectiveness and adaptations of PTSD treatments for individuals with intellectual 

disability: A systematic review 

Purpose: Historically people with intellectual disabilities (ID) who experienced post-

traumatic stress disorder (PTSD) were offered pharmacological interventions due to 

‘challenging behaviours’. As recognition of PTSD in this population is improving, people 

with ID are accessing adapted psychological treatment.  However, it is not yet clear whether 

psychotherapeutic approaches are effective for treatment of PTSD in people with ID 

(PwID), what adaptations are required, and whether underlying theoretical models applied 

to PTSD and its treatment in the general population are applicable. The purpose of this 

review is to summarise the literature regarding effectiveness and adaptations of PTSD 

treatment in PwID, assess the applicability of existing theory and practice within the general 

population, and consider future directions/recommendations. Method: A systematic 

literature review was carried out, identifying 14 studies. Findings: There is preliminary 

evidence for the effectiveness of both EMDR and CBT informed approaches for PTSD in 

individuals with ID. There is variability across studies in terms of the adaptations being 

made to interventions. Conclusions: EMDR and CBT informed approaches may be 

effective in reducing symptoms of PTSD in PwID. However, there is a strong need for 

further controlled studies, with valid and reliable measures, longitudinal data and larger 

samples. Therapeutic techniques should be modified to accommodate the cognitive abilities 

of people with ID and family/carers should be involved in sessions where appropriate. 

Originality/value: The effectiveness and adaptations to therapeutic intervention for PwID 

and PTSD has not been previously examined in a literature review.  
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Service Improvement Project 

To disclose or not to disclose: factors influencing disclosure of personal experiences in 

trainee Clinical Psychologists 

 

Disclosure of personal experience of psychological difficulties is a hard decision for 

most.  There are a number of reported costs and benefits of disclosing, but there is little 

research into disclosure decisions among mental health professionals. In addition to 

accessing support, an important benefit of disclosure is the value of not having to keep it a 

‘secret’ and as such being able to present a true integrated sense of self. A questionnaire was 

used to examine what Clinical Psychology trainees perceived to be the barriers to disclosure 

in the context of their doctoral training programme. A total of 21 participants provided 

responses. Findings indicate that trainees perceive various barriers to disclosing and 

highlight that cultural change needs to happen within the structure of the course for trainees 

to feel more comfortable disclosing. Based on trainee responses, a number of suggestions 

for improving the current service are provided particularly from a pastoral perspective.  

 

 

 

 

 

 

 

 

 

 



       

13 

 

Main Research Project 

Specificity of sensitivity to betrayal and betraying others in Obsessive Compulsive 

Disorder and Depression 

 

Background Mental contamination (MC) describes subjective internal feelings of 

‘dirtiness’ which are experienced in the absence of direct physical 

contact/contaminants. There is evidence of a link between MC in Obsessive 

Compulsive Disorder (OCD) and the experience of past betrayals. However, the 

role of the perception that one might betray others is unclear. Aims This study 

aimed to replicate the previous finding of specificity of OCD for sensitivity to being 

betrayed, and to determine whether people with high MC OCD are also relatively 

more sensitive to the idea that they might betray others compared to those with low 

levels of MC OCD. The study also aimed to investigate the role of rumination and 

responsibility in MC. Method A cross-sectional, between-groups design was used. 

Four groups, high MC OCD (N= 60), low MC OCD (N=61), depression (N=28) and 

non-clinical controls (N=46) completed a series of measures via an online 

questionnaire. Participants were recruited through the National Health Service 

(NHS) and social media platforms. Results Relative to all groups including low MC 

OCD participants, the high MC OCD group had significantly higher scores both for 

betrayal sensitivity and sensitivity to betraying others. The depression group 

showed similar levels to low MC OCD in betrayal sensitivity but were significantly 

lower (and comparable to non-clinical controls) in terms of sensitivity to betraying 

others. Rumination and responsibility were both found to be associated with MC. 

Conclusions Betrayal appears to be an important construct for people with high MC 

OCD, and possibly general psychopathology as demonstrated by the depression 

group scores. There appears to be a specific link between high MC OCD and the 

perception of betraying others.  

Key words: ‘Mental Contamination’, ‘Betrayal’, ‘Obsessive Compulsive Disorder’  
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Abstract 

Purpose: Historically people with intellectual disabilities (ID) who experienced post-

traumatic stress disorder (PTSD) were offered pharmacological interventions due to 

‘challenging behaviours’. As recognition of PTSD in this population is improving, people 

with ID are accessing adapted psychological treatment.  However, it is not yet clear whether 

psychotherapeutic approaches are effective for treatment of PTSD in people with ID 

(PwID), what adaptations are required, and whether underlying theoretical models applied 

to PTSD and its treatment in the general population are applicable. The purpose of this 

review is to summarise the literature regarding effectiveness and adaptations of PTSD 

treatment in PwID, assess the applicability of existing theory and practice within the general 

population, and consider future directions/recommendations. Method: A systematic 

literature review was carried out, identifying 14 studies. Findings: There is preliminary 

evidence for the effectiveness of both EMDR and CBT informed approaches for PTSD in 

individuals with ID. There is variability across studies in terms of the adaptations being 

made to interventions. Conclusions: EMDR and CBT informed approaches may be 

effective in reducing symptoms of PTSD in PwID. However, there is a strong need for 

further controlled studies, with valid and reliable measures, longitudinal data and larger 

samples. Therapeutic techniques should be modified to accommodate the cognitive abilities 

of people with ID and family/carers should be involved in sessions where appropriate. 

Originality/value: The effectiveness and adaptations to therapeutic intervention for PwID 

and PTSD has not been previously examined in a literature review.  
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Introduction 

                Post-Traumatic Stress Disorder (PTSD) can occur when an individual has 

‘experienced/witnessed/learnt of events involving actual or threatened death, or serious 

injury/threat to physical integrity of self or others’. The traumatic event is persistently re-

experienced, with subsequent avoidance of trauma-related stimuli, negative thoughts/mood, 

and changes in arousal and reactivity. Symptoms last more than one month, with resulting 

distress and functional impairment (APA, 2013).  

Ehlers and Clark’s (2000) cognitive model is commonly used to explain 

maintenance of PTSD symptoms and associated distress. The model suggests that PTSD 

occurs when individuals process trauma in a way that leads to a ‘persistent sense of serious 

and current threat’. This occurs due to negative appraisals of trauma and its sequelae. The 

model outlines a disturbance of autobiographical memory due to ‘poor elaboration and 

contextualisation’, ‘strong associative memory’ and ‘strong perceptual priming’. 

Behavioural and cognitive strategies used to cope (e.g. avoiding or ruminating), prevent 

changes being made to negative appraisals and the trauma memory; consequently the trauma 

is re-experienced.  

Evidence suggests that people with intellectual disabilities are predisposed to 

developing certain psychiatric disorders, including PTSD (Cooper et al., 2007; Hollins & 

Sinason., 2000).  Part of the explanation for this might be that PwID experience more 

traumatic events compared to the general population (Horner-Johnson and Drum, 2006, 

Hughes et al., 2012, Jones et al., 2012, Leeb et al., 2012). A 16% prevalence of PTSD has 

been reported in PwID (Ryan, 1994) compared to 7.8% in the general population (Kessler et 

al., 1995) – though these data are over 20 years old so it is likely that rates are higher than 

this. However, research continues to show that exposure to traumatic life events are 

associated with and predict PTSD in PwID (Martorell et al.,2009; Wigham et al., 2011; 

Wigham et al., 2014).  

               In the general population, lower developmental level is linked with increased risk 

for PTSD and more severe symptoms, therefore developmental level alone in PwID is 

indicated to be a predisposing risk factor for developing PTSD (Macklin et al., 1998; 

McNally et al., 1995;Tomasulo & Razza, 2007;van der Kolk et al., 1996). Other factors 

which may contribute to higher levels of PTSD in this population could include impaired 

coping strategies (van Nijnatten and Heestermans., 2010) and information processing 

difficulties (Salmon and Bryant, 2002). Environmental factors such as hospital admissions 

and institutionalisation can also increase risk of PTSD (Tomasulo & Razza, 2007).  Lack of 

experience managing negative life events, and difficulty in seeking appropriate social 

support could also contribute to higher levels of PTSD. Furthermore, difficulties with 
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communication could mean that PwID may be less able to engage in discussions about 

traumatic events, both because of potentially limited understanding and the often 

unintentional hindering actions of carers/families (van Nijnatten and Heestermans, 2010). 

              Despite this increased risk of developing PTSD and more severe symptoms, there is 

a relative lack of awareness of how PwID may present if traumatised. Aggression, self-

harm, social isolation, and restlessness can be considered as symptoms of PTSD, but these 

behaviours are also seen in PwID without PTSD (APA 13). The manifestation of PTSD 

symptoms and communication of distress in ID populations can be more behavioural in 

nature, including aggression, non-compliance, self-injury, restlessness, and sleep difficulties 

(Sinason, 2002). Consequently, these behaviours are often attributed to the ID itself, rather 

than co-morbid mental health difficulties (Fletcher et al., 2007). ‘Overshadowing’ 

(“attributing problem behaviour as part of ID itself”) is common in the care of PwID. As 

such, previous studies have highlighted the importance of carers/family members to be 

attune to behavioural changes which may be indicative of distress in order to take action 

preventatively or therapeutically to reduce ongoing distress (Mevissen, 2010).  

Despite the incidence of exposure to traumatic events, higher levels of 

psychological distress and the increased vulnerability to PTSD, there is limited research and 

currently no evidence based treatments for PwID and PTSD. As yet, PTSD treatment for 

PwID it is still in its relative infancy in the research field. A review of assessment and 

treatment of PTSD in PwID was conducted which included articles up to the year 2008 

(Mevissen & de Jongh, 2010). Whilst this review demonstrated therapeutic improvements 

for PwID, it only included five psychotherapy-based treatments. The review critiques the 

research in regards to methodological aspects and gaps in the data, but does not specifically 

address the therapeutic processes and the adaptations required in order to draw strong 

conclusions about the effectiveness of these approaches. Since then this field of research has 

gained increased attention, including the development of previously lacking assessment 

measures.  

In the general adult population, the recommended treatments for PTSD are trauma-

focused cognitive behavioural therapy (TF-CBT) and eye-movement desensitisation and 

reprocessing (EMDR) (NICE, 2018); however, there are no PTSD-specific guidelines for 

PwID (NICE, 2016). Currently there is little data to indicate the benefit of one approach vs. 

the other in treatment outcomes in the general adult population (Cloitre, 2009), though 

treatment of children appears to favour EMDR (Rodenburg, Benjamin, de Roos, Meijer & 

Stams, 2009).  

 Research into psychotherapeutic approaches for other mental health difficulties in 

PwID have found moderate effect sizes (Vereenghoe & Langdon 2013; Prout & Nowak-
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Drabic, 2003). Research evidence highlights that PwID respond well to various 

psychotherapeutic treatments and that psychological approaches should be considered for 

this population as they would be in the general population (Ryan, 2000; Focht-New et al., 

2008; Vereenghoee & Langdon, 2013; McCarthy, 2001).  

There are however, mixed findings about the efficacy of CBT for PwID which 

could indicate uncertainty regarding the applicability of the underlying theoretical model. 

Vereenooghe & Langdon, (2013) found CBT to be efficacious for PwID with a moderate 

effect size, whereas Sturmey (2006) suggested that approaches described as ‘cognitive’ 

techniques tend to be based on behavioural analysis strategies instead.  As outlined in the 

cognitive model of PTSD (Ehlers & Clark, 2000), individuals may attempt to reduce 

symptoms and control the sense of threat by using certain ‘coping’ strategies. Within ID, 

behavioural avoidance and social isolation alongside communication difficulties could 

prevent memories from being processed and thus may contribute to maintenance of 

symptoms. Memory difficulties experienced in ID may also be important in the maintenance 

of symptoms, as suggested in the cognitive model (APA, 2013). Considering the inherent 

cognitive difficulties/impairments in PwID, it is possible that the cognitive model/theory has 

different applicability in this population and therefore may depend on the individual’s 

cognitive abilities and other factors such as memory/sensory needs.   

Clearly, further research is required alongside a synthesis of current research of 

treatment approaches as to whether their underlying theoretical models are applicable.  

Mevissen (2010) review indicated that a key first step would be to systematically evaluate 

the use of already established treatments such as trauma-focused CBT and EMDR.  

Timeliness, relevance and originality  

This review is timely because, despite more research in the field, NICE guidelines 

(NICE, 2018) do not address treatment of PTSD in ID populations. This lack of guidelines 

for treatment of PTSD in PwID is concerning, as in clinical practice the clinician must be 

competent not only to deliver but also adapt existing approaches. There are further 

challenges of ethically addressing PTSD in people with more severe ID. For example, it can 

be extremely difficult for clinicians to ensure that informed consent is obtained to engage in 

psychological therapy, as well as consent for subsequent treatment sessions; these factors 

can leave clinicians feeling overwhelmed and therefore PwID not receiving treatment and 

being underserved. The current evidence base needs to be reviewed to work towards and 

comprehensively inform effective, accessible and tailored interventions that clinicians feel 

confident to use with PwID. As part of this, the evidence base needs to demonstrate 
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effective interventions, and describe any adaptations which might be different from the 

general adult population.  

 

Aims 

The aims of this literature review were to: 

- Review the effectiveness of treatments for PTSD in ID populations 

- Identify adaptations to treatment for PTSD in ID populations 

- Consider the relevance of existing treatment approaches for PwID 

Synthesising current understanding of PTSD treatment in PwID will have 

significant clinical relevance, through providing a clear framework of understanding and 

treatment options for services where there is currently a worrying lack of specific 

guidelines. It is hoped that a review of effectiveness, adaptations and relevance of treatment 

approaches will lead to recommendations for the field as where to go next.  

Method 

The literature was reviewed using a systematic approach. A meta-analysis was not 

conducted due to the high proportion of case studies and case series. Studies to be included 

were articles written in English, treatment of adults, psychological approaches and 

participants meeting the criteria for global impairment as required for a diagnosis of an 

intellectual disability (APA, 2013). Studies to be excluded were review articles, articles that 

were not research papers e.g. book, book chapter, thesis, dissertation. Other exclusion 

criteria were articles not written in English, treatment of children/adolescents and 

pharmacological approaches. Specific learning difficulties (e.g. dyslexia/dyspraxia) were 

not considered for review as this does not meet the criteria for a diagnosis of intellectual 

disabilities (APA, 2013). 

 Search strategy 

A search was conducted incorporating research published between January 1990 

and November 2017. The search terms are outlined in Table 1. The search strategy involved 

four stages: identification, screening, exclusion based on inclusion and eligibility criteria for 

analysis. Figure 1. shows this process using the ‘Preferred Reporting Items for Systematic 

Reviews and Meta-Analyses’ (PRISMA; Moher, Liberati, Tetzlaff, & Altman, 2010) 
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Table 1. Search terms  

Database  Search Term Variations  

Pilots  

 

("treatment" OR "therapy" OR SU.EXACT("Psychotherapy") OR 

SU.EXACT("Cognitive Behavioral Therapy")) AND ("Mentally Retarded" OR 

"intellectual disability" OR "intellectually disabled")     

Pubmed 

 

("Stress Disorders, Post-Traumatic"[Mesh]) AND ((((("treatment" OR "therapy" 

OR "Psychotherapy" OR "Cognitive Therapy")))) AND (("Mentally Retarded" 

OR "intellectual disability" OR "intellectually disabled" OR “learning 

disorders”)))    

Psycnet 

 

"Posttraumatic stress disorder" OR "Post-traumatic stress 

disorder" OR  "PTSD" AND "Intellectual Development Disorder” OR "learning 

disability" OR "intellectual disability" OR "learning disabilities" OR "intellectual 

disabilities" AND "cognitive 

therapy" OR "psychotherapy" OR "therapy" OR "therapeutic" OR "treatment" 

Web of 

science/kno

wledge  

 

TOPIC: ("Post traumatic stress disorder" OR "Posttraumatic stress disorder" OR 

"PTSD") AND TOPIC: ("learning disability" OR "intellectual disability" OR 

"learning disabilities" OR "intellectual disabilities") AND TOPIC: 

("psychotherapy" OR "therapy" OR "therapeutic" OR "treatment") 
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Figure 1. PRISMA flow diagram outlines the four stages of the search strategy 

Identification. On 1st December 2017 the study search terms (Table 1) were entered into the 

Web of Science database, yielding 44 results, PsychNET database, with 47 results, PILOTS 

database with 35 results and Pubmed with 33 results. In total, 47 duplicates were removed. 

Screening. A total of 112 results were screened. The titles and abstracts were read and 

articles were excluded if they did not consider psychological treatment of PTSD in people 

with ID. At this stage, articles were also excluded if it was apparent that the eligibility 

criteria were not met. Thus, 77 results were excluded. 

Eligibility and inclusion. Full-texts were acquired for the remaining 35 articles. They were 

reviewed thoroughly to ensure they met eligibility criteria, resulting in 21 being excluded 

(see Table 2). References for all eligible articles were screened and no additional studies 

were found. A final number of 14 articles were included in the review. 
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Table 2. Exclusion criteria and number excluded for these reasons 

Reasons for exclusion  Number 

• The article was a review rather than an original research paper. 2 

• The study was not published in English. 3 

• The research was not a research article e.g. book, book chapter, thesis, 

dissertation,  abstract and guidelines 

12 

• Participants did not have an ID  4 

 

Data abstraction and analysis 

Data were abstracted from each the studies using an abstraction form (Appendix B). 

This was then summarised and is presented in separate tables; tables are grouped by data 

related to participants study design (Table 3) and adaptations and therapeutic techniques 

(Table 4). A synthesis and critical appraisal of the research quality is provided in the text. 

To support this process, the Centre for Evidence-Based Management’s (CEBM) checklist 

for critical appraisal of cases studies was used (Appendix C). It was considered to be the 

most appropriate appraisal tool, as most papers adopted a case study design. Based on this 

appraisal tool, study quality was categorised as either: poor, acceptable and good.  

Results 

Design  

The most common design was case study (n=7), followed by case series (n=6), and 

lastly one pilot study. Most of these studies were deemed to be ‘acceptable’ (n=8). Studies 

were also rated as ‘poor’ (n=2) and ‘good’ (n=4) quality based on CEBM’s checklist for 

critical appraisal of case studies. Generally, the studies failed on similar criteria, such as; not 

demonstrating the researcher’s perspective, lack of valid and reliable measures, lack of 

quality control, analysis and credibility of results.  As such, the conclusions drawn from the 

studies about the effectiveness of these approaches are limited by reliance on case 

series/studies. Case study/series methodologies results in a lack of robust data, with no 

control groups and subjective reporting by the researcher. The pilot study addressed some of 

these issues by using both quantitative and qualitative data (Kroese, 2016)   

Most of the included studies highlight the need for improved methodological 

design, including follow-ups, larger samples, standardised measures and objective 

researchers. Studies highlight the necessity of replication to ensure validity and reliability in 
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findings (n=14). As with smaller studies and case studies, it is argued that many of the 

reported improvements could in fact be associated with other non-specific therapy factors 

such as the client-therapist relationship rather than specific therapeutic factors (EMDR or 

CBT alone).  

Sample size  

Sample sizes were low as would be anticipated given that most of the studies were 

case studies (see Tables 3 and 4 for details of participant numbers). One study (Kroese., 

2016) offered a group intervention and therefore there were more participants. It should be 

noted that small sample sizes tend to limit generalisability. Though when considering the 

context of ID service settings, Oliver et al. (2002) highlighted that there is a limited client 

group to report from and this is a valid reason for small research samples when compared 

with similar research conducted by mainstream ‘general’ services.  

Demographic information  

Gender was reported in all studies, with both females (n=14) and males (n=12) 

represented. None of the studies investigated the role of gender on therapeutic 

outcomes/results. As this review had an exclusion criteria of over 18s only, the lifespan is 

not represented; ages ranged from 18 to 46 and it is therefore hoped that findings are 

applicable across the working adult ages. Most of the studies lacked information about 

ethnicity and socio-economic status, and this therefore may impact on generalisability.  

Outcome measures  

Standardised measures (see Table 3) were used for evaluating outcomes in (n=5) of 

the studies. Diagnostic tools such as The Impact of Event Scale–Revised (IES-R) (Weiss, 

1997), Beck Depression Inventory (Beck, et al., 1961), CRIES-8 (Smith et al. 2002), 

Posttraumatic Stress Diagnostic Scale (PDS) (Foa et al., 1997), IES-ID (Hall et al., 2014), 

CORE-LD, CRIES-13 (Perrin, 2005), DSM-IV-TR (Spitzer, 2002) were reported –though 

the frequency of measurement varied. Adapted Subjective Units of Disturbance Scale 

(SUDS) (Wolpe.,1958) and The Validity of Cognition (VoC) (Shapiro., 1989) were used in 

EMDR studies (n=4), as would be good practice in the general population. The data 

collection in a number of studies was derived from observations noted by carers/family 

members throughout the week (Mevissen, Lievegoed, Suebert, De Jongh, 2011; Mevissen, 

Lievegoed, de Jongh, 2011; Mevissen, Lievegoed, Suebert, De Jongh, 2012; Bakken, 2014). 

Whilst these forms of measurement are person-centred, they do not necessarily promote 

validity as they are subjective. In some settings, idiosyncratic scales were developed with 

patients to ascertain scales of distress (Fernando and Medlicott, 2009; Mevissen, Lievegoed, 
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de Jongh., 2011; Barrowcliff and Evans., 2015). The reasons for this may be variability in 

needs and abilities, meaning that it is difficult to find a measure which will be acceptable to 

all.  

It is likely therefore that the application of several forms of measurement is 

indicated/suggested in ID populations to ascertain different areas of distress and hopefully 

areas of improvement more reliably. Some studies did not report clear outcome measures, 

and instead briefly explained observed improvement (Mevissen, Lievegoed, Suebert, De 

Jongh., 2011; Bakken, 2014). Whilst not always the most valid and reliable form of 

assessment it is important to state that lots of rich data can be gained through observation 

and noting, therefore there is balance to consider between rich data and potentially 

compromised validity.   

Setting  

Information about the service and participants is provided in Table 3. Of the 14 

studies identified, seven were from the United Kingdom (UK), three were from the 

Netherlands, two were from the United States (US), and one each from New Zealand and 

Norway. Studies were mostly completed in community ID teams (n=11) on an outpatient 

basis. The remaining studies were completed in psychiatric hospital (n=1), a high secure 

service for offenders (n=1) and a specialist inpatient service for PwID and ‘severely 

challenging behaviours’ (n=1). All the included studies were completed in clinical practice 

settings (as opposed to research settings), and so it is hoped this would be characteristic of 

services more generally. It is of note though that ID services involve a multidisciplinary 

approach and so it is likely that participants received other support in addition to 

psychological therapy. Whilst this doesn’t entirely compromise the findings reported, it 

would be worthwhile considering this as a possible threat to internal validity.  

ID ranges  

Most of the studies reported the ID ranges, though some did not highlight the 

assessment process by which this was determined. ID ranges for participants across all the 

included studies were; 17 in the mild range, four in the moderate range, one in the 

moderate/severe range and four in the severe range (Table 3).  Some studies clarified that ID 

diagnosis was based on a specific cognitive assessment (Dilly, 2014; Barrowcliff & Evans, 

2015) and alongside this was a criteria for accessing their services. Other studies indicated 

that the participating clients had an intellectual disability, but didn’t provide clear 

information about how this was determined (Barol & Seubert, 2010).  As some studies lack 

information regarding ID diagnoses and details of impairment, this can affect external 
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validity as the level of functioning required to engage with certain therapeutic techniques 

remains unclear.   

Delivery of approaches 

All but one of the studies were individually delivered, with one group intervention. 

Session numbers for EMDR varied between two and 20, CBT approaches had between one 

and 25. Whilst a key factor of both EMDR and CBT is that they can be relatively brief 

interventions, a number of studies highlight that PwID require additional sessions (Campbell 

et al., 2014). When therapeutic interventions were provided, care staff/family members were 

often present, though Kroese (2016) highlighted that care staff at times inhibited parts of the 

approach, and so future studies may benefit from training care staff. The experience of the 

authors varied, as some had many years specialising, whereas others were in their early 

training.  
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Overall adaptations to therapeutic approaches   

Adaptations were made to all therapeutic approaches, and these were generally 

consistent with overall recommendations for adjustments required to engage PwID in 

psychological therapy (Vereenooghe,& Langdon 2013; RCP, 2004). PwID were supported 

to the session, during and in-between sessions by carers and/or family members (Barol and 

Seubert, 2010).  Carers and/or family members supported patient understanding and 

communication with therapists, and also supported between session monitoring and tasks 

(Kroese, 2016). Measurement scales were also often adapted, using short scales, pictures 

and concrete examples (Fernando and Medlicott, 2009; Dilly, 2014). A number of studies 

highlighted that the therapist was more directive than they would be in other therapeutic 

settings (Mevissen, Lievegoed, de Jongh., 2011; Barol and Seubert., 2010).  It was noted 

that adaptation to therapy may include the omission of some elements, due to cognitive 

ability of client, the general sense was that if something within the generic treatment doesn’t 

work –it would either be adapted or eliminated (Mevissen, Lievegoed, de Jongh., 2011; 

Willner, 2004). Ways of describing PTSD and the interventions were adapted to the 

individuals’ level of understanding. Language in general was adapted to meet individual 

communication needs and cognitive ability, in particular with the use of past tense 

(Lemmon., 2002). Present tense talking is usually encouraged during trauma work to 

process the memory, but in these examples past tense was used across different therapeutic 

modalities most likely due to the cognitive demand of talking in present tense as if currently 

experiencing. Creative methods were used regularly to support the intervention such as 

drawing out the event and using visual prompts (Kroese and Thomas., 2005; Dilly., 2014; 

Barrowcliff and Evans., 2015).  Regarding the different therapeutic approaches, seven were 

informed by CBT, six were EMDR and the remaining study used a Mileu approach of 

stabilisation (Bakken, 2014).  

Approaches/Adaptations to CBT  

In addition to general adaptations, a number of CBT-specific adjustments were 

reported. Two of the studies followed a TF-CBT protocol as seen in the general adult 

population though used imaginal exposure  (Carrigan & Allez, 2017), and one used a group 

TF-CBT format for ‘stage 1’ intervention and so there was no exposure (Kroese, 2016). 

Lemmon (2002) used in-vivo exposure therapy (a form of CBT), and two studies used 

imaginal exposure (Fernando & Medlicott 2009; Davison, 1994).  Two of the studies 

involved imagery rehearsal therapy (IRT) in which the end of dreams/images are changed 

(Kroese and Thomas, 2006; Willner 2004).  

Fernando & Medlicott (2009) used positive coping statements as a metaphor for 

squashing negative thoughts, and used the example of a ‘shield’ to ‘protect’ against 
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thoughts. Dream sequences in IRT were told as story, rather than explicit changing of 

beliefs/cognitions. Willner (2004) found that endings of IRT were important to be ‘true’ and 

acceptable to the patient, new ‘facts’ were easier than changing beliefs. However, Kroese & 

Thomas (2016) found that characters in IRT can be fictional/magical but have to have some 

significance for client. 

Some studies showed support for changing of beliefs/modifying cognitions 

(Carrigan & Allez, 2017; Davison, 1994;Kroese., 2016), though other studies highlighted 

that belief change wasn’t necessary (Willner, 2004). This difference in approach could be 

for a number of reasons, such as the individual’s cognitive ability, the trauma beliefs alone 

or the way that the person’s memory had been processed. In these examples, all participants 

had ‘mild’ ID, however the heterogeneity of this group is vast and therefore their individual 

cognitive abilities could be extremely varied despite being identified as having ‘mild’ ID. 

Depending on the individuals cognitive abilities, their appraisals of the situation may or may 

not be accessible or they may not be able to communicate this with the therapist. On the 

other hand, it could be considered that the process of psychological therapy, or psycho-

education alone could serve to modify patient beliefs, even if therapy doesn’t explicitly 

involve ‘cognitive restructuring’.  

Overall, there were a number of adaptations to CBT informed interventions; 

however these interventions varied significantly. Whilst several interventions followed a 

TF-CBT protocol that would be seen in the general population, others drew upon CBT 

techniques such as imagery rehearsal, stabilisation etc. which were more varied. It is 

possible that a key adaptation of CBT informed approaches encompasses the selection of 

different aspects of CBT informed treatment/techniques. Based on the individual’s 

presentation they may be more suited to IRT, invivo exposure or imaginal exposure for 

example.  

Adaptations to EMDR  

A number of adaptations were used in EMDR treatment for PTSD when compared 

to treatment in the general population. All studies highlighted the importance of support 

from carers/families. Story telling method was also used in which the family/carer narrated 

events typically in third person with a positive ending (Mevissen, Lievegoed, Suebert, De 

Jongh, 2011; Mevissen, Lievegoed, de Jongh, 2011; Mevissen, Lievegoed, de Jongh, 2012; 

Barol & Seubert, 2010). Family/carers also had other important roles with EMDR such as 

holding apparatus, supporting the person in session and providing current and historical 

information to therapists (Mevissen, Lievegoed, de Jongh., 2011;Dilly., 2014). There were a 

number of adaptations to the EMDR process due to sensory and cognitive needs including; 



       

33 

 

external speakers, buzzers in hands, bilateral auditory stimulation, and bilateral tapping 

depending on the person’s needs (Mevissen, Lievegoed, Suebert, De Jongh., 

2011;Mevissen, Lievegoed, Suebert, De Jongh., 2012; Barol and Seubert.,2010; Barrowcliff 

and Evans., 2015). A number of studies drew out the memories, and this was done by either 

the therapist, client or family/carer (Mevissen, Lievegoed, de Jongh,. 2011; Mevissen, 

Lievegoed, de Jongh,. 2011; Barol & Suebert., 2010; Dilly 2014). Visual cues (such as 

images, faces, body movements, physical gestures) were used to support the therapeutic 

process (Barol & Seubert., 2010 - Barrowcliff and Evans., 2015). Between memory 

narrations one study highlighted that they used enjoyable games and relaxation in the 

session (Mevissen, Lievegoed, de Jongh., 2011). Other studies used imagined events and 

positive self-statements (Mevissen, Lievegoed, Suebert, De Jongh, 2011; Mevissen, 

Lievegoed, de Jongh, 2011). Researchers described using more verbal encouragement than 

they would in standardised EMDR protocol (Barol &Suebert., 2010). Most studies 

highlighted the need for more preparation and stabilisation before engaging with EMDR, 

this included safe place visualisations (Barol & Seubert 2010; Barrowcliff & Evans., 2015). 

 Overall, there were a number of adaptations to EMDR practice. The application of 

the bilateral stimulation was adapted based on the individual’s needs, family 

members/carers were involved in narrating, enjoyable activities were used to demonstrate a 

safe space, and researchers reported using more verbal encouragement than would be used 

in the general population.
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Effectiveness of approaches  

Reviewing the effectiveness of therapeutic approaches was a key aim for this 

literature review.  Only the group intervention (Kroese, 2016) reported a (moderate) effect 

size. Lack of effect size in other studies was due to case study designs and associated 

methodological limitations. In the ID literature, effectiveness is often interpreted through 

therapeutic outcomes due to mostly case studies. All the included studies demonstrated 

therapeutic improvements; key findings included reductions/eliminations of nightmares, 

reduction in objective levels of distress, and reduction in reported subjective levels of 

distress. Studies which employed formal outcome measures demonstrated effectiveness via 

reduction in scores out of clinical threshold on such measures (Davison., 1994; Carrigan and 

Allez., 2017; Dilly., 2014; Barrowcliff and Evans., 2015; Kroese., 2016). Effectiveness of 

approaches was also demonstrated at follow-ups which varied from six months to two years 

later (Dilly, 2014; Barrowcliff and Evans., 2015; Mevissen, Lievegoed, de Jongh., 2011). 

More objective indicators of change/improvement were reported such as ‘taking care of self 

more’ (Bakken, 2014). Mostly the studies relied on reports from family/carers, this often 

included reported nightmares or reductions in challenging behaviour (Mevissen, Lievegoed, 

Suebert, De Jongh., 2011; Willner., 2004).  

The challenges of rigorously measuring progress and improvement in a population 

which is so varied results in it being difficult to draw strong conclusions regarding 

effectiveness of approaches. However, observed and self-reported improvements are 

important to consider in this field as this often provides rich detail and alludes to the need 

for person-centred approaches to interventions. From the studies included in this review, the 

findings show that both EMDR and CBT approaches can be effective whilst working with 

PwID. This was demonstrated by reduced symptoms of PTSD, and PTSD symptoms no 

longer being present.  

From the findings of this review, there is tentative evidence which suggests that 

EMDR is effective for people with moderate-severe intellectual disability. There was 

evidence that adapted EMDR which is recommended by NICE for the general population, 

was well tolerated and beneficial for these individuals. Participants in EMDR case studies 

mostly had moderate-severe intellectual disability, with only two people with mild ID. 

Whereas the CBT informed case studies were all mild ID apart from two people with severe 

ID. Sensory deficits also were also accommodated for in EMDR approaches (bilateral 

tapping/buzzers) (Barrowcliff and Evans., 2015; Mevissen, Lievegoed, Suebert, De Jongh., 

2012) , and could support EMDR effectiveness for moderate-severe ID.  

When considering effectiveness of approaches, publishing bias should be held in 

mind; there may be a number of practicing clinicians/researchers who have tried approaches 
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without therapeutic benefit. Future researchers should consider publishing their findings 

even when therapeutic improvements are not observed.  

Additional Considerations  

Of the studies included in this review, there were a number of limitations which 

could impact on replicability, validity, reliability and generalisability (See Table 4). Often it 

was the same person who assessed the progress and outcomes that was also the therapist 

(Lemmon, 2002; Mevissen, Lievegoed, Suebert, & De Jongh., 2012). A number of the 

studies didn’t include a long-term follow up which was a limitation to the reliability of the 

findings (Lemmon, 2002; Kroese & Thomas 2006; Fernando & Medlicott, 2009; Barol & 

Seubert, 2010; Bakken, 2014; Barrowcliff & Evans, 2015). A number of the studies 

highlighted that it was difficult to ascertain if the individual was ‘re-experiencing’ or instead 

experiencing high levels of distress associated with the memory (Lemmon, 2002; Carrigan 

& Allez, 2017). This is a fundamental part of PTSD treatment and so inhibits 

generalisability if the researchers cannot confirm if the person was re-experiencing. A key 

limitation was that standardised measures of mood and PTSD were not used in some 

studies, baselines were not established and therefore it is difficult to track effect of 

therapeutic intervention alone and not the non-specific therapeutic factors (Willner, 2004; 

Mevissen, Lievegoed, Suebert, De Jongh, 2011; Mevissen, Lievegoed, de Jongh, 2011; 

Mevissen, Lievegoed, de Jongh, 2012; Barol & Seubert, 2010; Lemmon, 2002; Kroese & 

Thomas 2006; Fernando & Medlicott, 2009; Carrigan & Allez, 2017; Dilly, 2014) .  

Fernando & Medlicott (2009) highlighted that their use of the ‘shield’ could become 

a means of avoidant coping. In Davison’s (1994) study it was highlighted that the 

participant was also engaging in counselling and other factors such as vocational courses at 

the same time, therefore it cannot be concluded that the therapeutic benefits observed 

derived from the trauma treatment alone. It is likely that this is the case for a number of the 

studies as ID services often adopt a multi-disciplinary team approach. Treatment of a 

detained patient was also considered a limitation when considering the safety hierarchy of 

trauma treatment, and that when someone is in prison it is possible that they feel unsafe 

(Davison., 1994). Kroese (2016) was the only group intervention, and highlighted that non-

specific therapeutic factors of group participation could have had a positive effect alone. A 

key limitation of the cognitive therapeutic approach is that the beliefs may be modified, but 

the mechanism underlying this remains unclear and therefore may not be attributable to the 

therapeutic intervention alone.   

In summary, despite limitations in the field, there remains important findings and 

useful implications for future research within the current review  



 

 

40 

 

Discussion 

This literature review has aimed to provide an overview of the evidence base for 

psychological treatment approaches with people with ID and PTSD, particularly the 

effectiveness and adaptations required. The studies reviewed included six studies using 

EMDR and seven using CBT. The remaining study used mileu approach of stabilisation 

(Bakken, 2014). Studies provide preliminary support for not only the possibility of engaging 

people with ID and PTSD in psychological therapy but also the benefits of this and evidence 

of symptom reduction. In this review, the findings for CBT effectiveness were strongest for 

individuals in mild ID ranges as this was the most frequently recruited participant. The 

evidence for clients in the moderate and severe ID ranges was also promising, mostly for 

EMDR. The type of treatment/treatment choice that PwID and PTSD are offered should 

therefore hold in mind the cognitive demand required of that person.  

There is evidence to suggest that there are aspects of the cognitive model which 

might be relevant, such as in some cases modifying beliefs. It is likely that poor 

elaboration/contextualisation could contribute to traumatic symptoms in PwID, as different 

therapeutic techniques which aim to elaborate and modify this can lead to reduced 

symptoms. It is difficult as yet to conclude if the cognitive model is applicable in this 

population, but the current evidence base indicates that aspects of it may be applicable. 

However, further work is needed to develop this, as currently the findings reflect 

idiosyncratic accounts which vary between researchers. Researchers need to develop a 

clearer understanding of the factors which are targeted in therapeutic approaches to 

contribute to our understanding of the underlying mechanism/model.  

It is clear from the identified studies  that treatment approaches are likely to require 

adaptation; involving carers/family members in the room and between sessions, being 

creative and adapting their interventions according to the individual, and their cognitive 

abilities. This is in line with overall guidance for psychological approaches to highlight the 

importance of being person-centred, to think and work creatively to tailor interventions for 

PwID, (Vereenooghe,& Langdon 2013; RCP, 2004).  

Working therapeutically with PwID involves being person-centred and in this 

context this may include considering which parts of model and therapy overall are useful (as 

indicated by Vereenooghe & Langdon, 2013), PwID are a heterogeneous population and 

therefore this may require an idiosyncratic approach to therapeutic interventions.  
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Research implications  

The studies in this review were valuable in starting to establish the effectiveness of 

treatment for PwID, but the use of case studies and associated methodology impacts on the 

conclusions that can be drawn from this in regards to the effectiveness. This is the case not 

only for PTSD, but for the psychological therapies and mental health difficulties in general 

for PwID (Vereenooghe & Langdon, 2013; Willner, 2004). Authors have highlighted the 

limitations and difficulties in establishing good methodologically robust research with 

PwID, though also provide suggestions/ideas about how these can be overcome/managed 

(Vereenooghe & Langdon, 2013).  

Based on this literature review, there are some research implications particularly a 

need for studies with larger samples, longer follow-ups and clearer grouping of participants. 

Researchers should endeavour to clearly state the adaptations that were made to the 

therapeutic approaches, and whether consent was gained from participants, carers, or both. 

Whilst the difficulties of using standardised outcome measures with PwID are 

acknowledged, researchers should endeavour to use measures at follow up to support the 

effectiveness of the approaches.  Randomised control trials (RCTs) would support the 

evidence base; in particular it would be interesting to see a comparison study between 

EMDR and CBT. Studies should endeavour to use a number of outcome measures 

concurrently to cover various ‘bases’ – such as standardised and idiosyncratic measures, not 

only does this track client goals, but it provides clearer outcomes for the evidence base 

(McParland, 2015). It is also important to consider clinically meaningful change. Whilst 

there are many merits of standardised and idiosyncratic measures of mood, measuring day-

to-day functioning and clinically meaningful changes for PwID are also important to note.   

In order to reduce heterogeneity across research, researchers should aim to provide 

rich detail regarding participant ID/cognitive abilities; this would also support 

generalisability. It is important to acknowledge the heterogeneity in abilities and 

presentation for PwID, and to consider the idiosyncratic adaptations to therapeutic 

interventions which therapists may use. Importantly, methods/interventions should be 

detailed regarding treatment adaptations, with guidance for therapists and treatment integrity 

processes. Whilst it is acknowledged that adaptations are derived from a person-centred 

formulation, having rich information about these therapeutic decisions could help to inform 

future therapeutic interventions for other PwID with similar difficulties. There would also 

be great value in publishing further case studies for people with moderate-severe ID to 

establish CBT/EMDR effectiveness in this population.  
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Clinical implications   

Clinicians working with PwID have no guidelines for psychological trauma 

treatment specific to this population, and currently adaptations, in particular to CBT 

informed therapy, are so varied that it remains difficult for clinicians to appropriately select 

the type of intervention. There are also concerns regarding re-traumatisation and consent 

with PTSD treatment (BPS, 2018). It is hoped that further research and subsequent 

guidelines for clinicians will facilitate more PwID to access psychological therapy in the 

context of trauma. 

The identified studies demonstrate the potential benefits of psychological therapy 

for PTSD in PwID. Preliminary findings are of use for managers, practicing clinicians and 

clinical commissioners, about how psychological therapy for PwID can be optimally 

delivered in these settings. Findings from this review indicate that in the future, services 

could offer EMDR or CBT in adapted forms for PwID and PTSD, though rigorous future 

research would be needed to support these conclusions. Clinicians in the identified studies 

varied in their degree of clinical experience and training. It should therefore be considered   

that sufficiently qualified and competent clinicians are undertaking this complex work.  

Practically, it is important to consider that EMDR is not always available in clinical 

settings and requires further specialist training to deliver the intervention. EMDR appears to 

be a promising approach for trauma treatment in PwID and therefore it is important for 

services/commissioners to think about accessibility to EMDR practitioners. This may 

involve collaborations between EMDR clinicians and specialist services for PwID in order 

to provide the best standard of evidence-based, person-centred care. 

This review has highlighted that PTSD treatment of PwID is not a ‘one size fits all’, 

and with a person-centred approach it may be that clinicians draw upon a resource of 

adapted techniques to select from as appropriate. This approach would be in line with how 

professionals work with PwID in general across disciplines.  

This review and further research into PTSD treatment in PwID raises the ethical 

concerns of acquiescence in this population and power in the therapeutic setting. Often 

PwID will be taken to therapy, or therapy may be happening at their homes and so ethical 

concerns regarding choice and consent are to be clearly considered.  

Conclusions and future directions 

This review has examined effectiveness and adaptations of psychological treatment 

of PTSD in ID populations. The findings are promising, though the field requires more 

methodologically sound research to draw strong conclusions. Research illustrates that 

EMDR and CBT informed therapy demonstrate potential benefits for treating PwID. A 
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number of adaptations to therapy were outlined, and may provide a useful resource for 

future research and clinical directions.  However, due to the evidence base being in its 

relative infancy and various methodological limitations, the conclusions drawn about the 

effectiveness of these approaches for PwID are limited. Further robust research is required, 

so that managers, commissioners and clinicians are encouraged to provide evidence-based 

therapy to PwID and PTSD.  
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Abstract:  

Disclosure of personal experience of psychological difficulties is a hard decision for 

most.  There are a number of reported costs and benefits of disclosing, but there is little 

research into disclosure decisions among mental health professionals. In addition to 

accessing support, an important benefit of disclosure is the value of not having to keep it a 

‘secret’ and as such being able to present a true integrated sense of self. A questionnaire was 

used to examine what Clinical Psychology trainees perceived to be the barriers to disclosure 

in the context of their doctoral training programme. A total of 21 participants provided 

responses. Findings indicate that trainees perceive various barriers to disclosing and 

highlight that cultural change needs to happen within the structure of the course for trainees 

to feel more comfortable disclosing. Based on trainee responses, a number of suggestions 

for improving the current service are provided particularly from a pastoral perspective.  
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Introduction 

Trainee mental health  

The role of a trainee clinical psychologist (TCP) is demanding, stressors include; 

balancing academic, clinical and research demands, evaluations, deadlines and a constant 

switching between roles (e.g. student, researcher and therapist). There are also inherently 

distressing elements of clinical work and demanding working environments, with post-

graduate students often experiencing significant life stressors whilst training (Vally et al., 

2018; British Psychological Society, 2014).   

Studies have found that among mental health professionals approximately two-

thirds report experience of mental health difficulties (Tay & Alcock 2018; Grice, Alcock, & 

Scior, 2018). Research also indicates that individuals with personal experience of mental 

health difficulties may be more likely to work in this field (American Psychological 

Association, 2010; Smith & Moss, 2009).  

Surveys of trainee psychologists found high numbers reporting clinical levels of 

psychological distress, with a large proportion attributing stress and/or deterioration in their 

mental health to the training itself (Cushway, 1992; Pakenham & Stafford-Brown, 2012; 

Kuyken, Peters, Power, & Lavender, 2003). Brooks, Holttum, and Lavender (2002) found 

that, compared to a normative sample, a sample of UK trainees scored higher on measures 

of low self‐esteem, anxiety and depression. Tay (2018) found two thirds of qualified and 

TCPs reported experiencing a significant mental health difficulty, with half of those 

reporting two or more mental health difficulties. Recent findings of a study examining 

clinical and counselling psychology trainees found that more than half of trainees reported 

experiencing distress which impaired their work and impacted on their learning (Vally, 

2018).  Some trainees had disclosed these difficulties to family and friends, but fewer had 

told colleagues/supervisors. In the context of a clinical psychology doctoral training 

programme where there is focus on the importance of help-seeking and decreasing stigma, 

the question as to why trainees may not feel comfortable enough to disclose such difficulties 

to course staff or supervisors is important to consider.  

Disclosure 

Disclosure is defined as “the process of communicating information about oneself 

verbally to another person” (Cozby, 1973, p.4). In the context of personal experience of 

psychological difficulties, it is likely that decisions to disclose will depend on a number of 

elements (e.g. to gain access to support, to share knowledge, or to promote openness/reduce 

stigma) (Greene et al, 2012; Thornicroft, 2012). Reported benefits of disclosure include 
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reduced distress and enhanced sense of identity and self-esteem, no longer needing to keep 

it a ‘secret’ (Frattaroli, 2006). However, the decision to disclose may be impacted by; fear of 

negative reaction, adverse impact on ‘identity’ and openness to stigma/discrimination 

(Corrigan, 2012; Pachankis, 2007). Previous studies have demonstrated that people are less 

likely to disclose to colleagues compared to loved ones due to a number of the 

aforementioned factors (Bos et al., 2009; Pandya, Bresee, Duckworth, Gay, & Fitzpatrick, 

2011; Hassan et al, 2009; Aina, 2015).  

Studies have found that decisions to disclose were influenced by various factors 

such as; who the recipient is (Bushnell et al., 2005; Ignatius & Kokkonen, 2007), whether a 

current or historic problem (Brohan et al., 2012), anticipated stigma (Rüsch, Brohan, 

Gabbidon, Thornicroft, & Clement, 2014); and specifically in trainee populations 

‘maladaptive’ perfectionism (Grice, Alcock & Scior, 2018; Kawamura & Frost, 2004).   

Stigma  

Self-stigma (the application of public stigma to the self) is commonly associated 

with the decision to disclose/not disclose (Clement et al., 2015; Rusch & Corrigan, 2009; 

Sartorius, 2007; Schomerus & Angermeyer, 2008). Previous studies have indicated that 

individuals who have not disclosed their difficulties show higher levels of self-stigma 

including a concern about negative judgement, negative impact on their career and self-

image. ‘Shame’ was a factor which also strongly influenced non-disclosure in the workplace 

(Vally et al., 2018; Tay et al., 2018). Findings demonstrate that public stigma of 

psychological difficulties is diminished most successfully through contact with people who 

disclose their experiences of mental health recovery and disclosure between people with and 

without mental health difficulties (Corrigan, 2015). 

Although perceived stigma can result in non-disclosure, Forrest, Shen Miller, & 

Elman (2008) found that trainees would disclose despite fear of stigma if they were 

motivated by other factors – such as a ‘need’ to disclose in relation to fitness to practice. 

With this, and other findings in mind, stigma does not appear to be the only factor involved 

in disclosure decisions.  

Transitions and social identity  

Given the requirements of doctoral training, trainees are likely to experience 

multiple life transitions (e.g. socially, geographically, professionally) and such transitions 

can be associated with psychological difficulties (Thomas, 2005) and can contribute to 

threats to social identity (Lee, 2007). Social identity, as defined within the context of social 

identity theory (SIT) is “a person’s sense of who they are based on their group 

membership(s)” (Tajfel & Turner, 1979, p.33). SIT highlights that categorisation between 
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‘in-group’ and ‘out-group’ results in discrimination which can impact an individual’s self-

image and self-esteem (Jelić, 2009).  

Attitudes towards disclosing have been associated with concerns about taking on a 

different identity in adopting the role of ‘patient’ and being seen as incompetent by 

employers and colleagues (Dearing, Maddux & Tangney, 2005; Walsh & Cormack, 1994). 

Fear of a negative impact on self-image and identity has been found to negatively influence 

the decision to disclose (Corrigan, 2004; Sirey et al., 2001). Other research has 

demonstrated that concealing mental health difficulties can exacerbate stress and feelings of 

isolation and shame, which could be understood within social identity theory and the 

potential importance of integrating identities (Pachankis, 2007). Being open about lived 

experience of mental health difficulties can add value to clinical work, and increasingly in 

recent years this is being recognised as an asset, with the value of lived experience enriching 

clinical work (Huet & Holttum, 2016; Roberts & Boardman, 2014). However, the various 

aforementioned factors highlight that the decision to disclose is complex, and it is likely that 

there are a number of influences which may prevent or inhibit trainees from sharing their 

experience of psychological difficulties.  

Amiot et al., (2007, p. 383) suggest that “different and potentially conflicting social 

identities […] change over time” and become integrated. How much one identifies with a 

stigmatised group, and how much one integrates this identity into their social identity, can 

influence self-esteem and levels of stress (Corrigan, 2013). Recent research indicates that 

developing new identities following a life transition and also the continuity of social identity 

through a life transition are beneficial to well-being. Importantly, increased compatibility 

between identities is associated with improved health and well-being (Haslam et al., 2018). 

Considering this in the context of Clinical Psychology, a trainee could belong to a variety of 

‘groups’, and therefore develop a sense of self from a number of different social identities.  

The extent to which a trainee identifies as someone who has personal experience of 

psychological difficulties could be influencing their decision to disclose. It is important to 

consider the challenges that integrating social identities of a mental health professional and 

someone with personal experience may present; having to be secretive about a part of 

themselves in a career/field which encourages genuineness and transparency.  

Aims 

The aim of the current study was to investigate the barriers to trainees disclosing 

psychological difficulties in the context of a Doctorate of Clinical Psychology Training 

programme. The results of the study will be used to make recommendations to the training 
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programme with regards to what they can do to improve and support disclosure decisions 

among trainees.  

The study was developed in consultation with the personal support co-ordinator for 

the Doctorate in Clinical Psychology programme.  The personal support co-ordinator 

highlighted that support is often ‘reactive’ in nature, and from a service perspective it would 

be of value to encourage a pro-active approach to trainee well-being and to work towards 

making improvements on a cultural level within the course, in which personal experience 

can be seen as an asset. In order to support this, the service needed to understand any 

barriers to disclosure and what the service can do to support disclosure decisions.  

This research aimed to offer recommendations for service improvement through the 

exploration and understanding of the following questions:  

1. What do trainees perceive to be the benefits and drawbacks of disclosing? 

2. What are the perceived barriers to disclosure in the context of the training 

programme?  

3. Do trainees feel comfortable with the ‘People with Personal Experience’ (PPE) 

identity? And what could the course do to support this?  

4. What do trainees perceive could be changed or implemented by the course to 

support trainees with making disclosure decisions?  

Method 

Participants  

Participants were eligible to take part in the study if they were currently enrolled in 

the Doctorate of Clinical Psychology programme at the University of Bath. A total of 43 

Clinical Psychologists in training were invited to take part via email. No exclusion criteria 

were applied.  

Service Context  

The study was conducted within The University of Bath Professional Doctorate in 

Clinical Psychology course. The course supports 3 cohorts of trainees, and each cohort 

includes approximately 14-16 trainees. The commissioner for the project was the course’s 

personal support co-ordinator. The study was approved by the University of Bath 

Department of Psychology Ethics Committee (Appendix E).  

Measures 

A questionnaire was developed specifically for this project consisting of a variety of 
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forced choice and open-ended response questions. The questionnaire was completed online 

via the Qualtrics platform and responses were anonymous. 

This project adopted the existing definition from the Bath Doctorate in Clinical 

Psychology Course for ‘people with personal experience’ (PPE); people with personal 

experience of conditions that clinical psychologists treat, and/or personal experience of 

psychological therapy. This includes people who might have physical health or neurological 

difficulties that cause distress and bring them into contact with clinical psychologists. This 

can also refer to someone who has cared for a loved one with any such difficulties. 

Questions were developed based on a review of the literature on disclosure of 

personal experiences and social identity. A PPE team member provided feedback on the 

draft questionnaire and further revisions were made accordingly. The final questionnaire 

was comprised of 21 questions which examined barriers to disclosing, how these barriers 

relate to the identity of someone who has disclosed, and sought participant suggestions on 

what the course could do to facilitate and support disclosure of personal experience 

(Appendix F).  

Analytic plan 

Descriptive statistics were employed for quantitative questions and content analysis 

was used for open-ended text answers. Content analysis was chosen as this method 

facilitates both qualitative and quantitative analysis and is suited for use in an inductive 

approach, to investigate areas where there has been little existing research (Elo & Kyngas, 

2008).  Content analysis requires a systematic and rigorous classification process of coding 

and identifying categories, allowing the researcher to analyse data qualitatively and at the 

same time quantify frequency (Grbich, 2012). Three phases of content analysis (preparation, 

organising and reporting) were used, as described by Elo & Kyngas (2007). The use of 

content analysis allowed the researcher to examine trends and relationships in the data. The 

units of analysis were words and sentences and were reported as percentages to demonstrate 

the percentage of the sample that reported the category. The primary researcher and a 

secondary researcher independently completed content analysis on all the data and 

subsequently discussed the categories and themes until a consensus was achieved.  The 

primary researcher was a Doctorate of Clinical Psychology trainee and the secondary 

researcher was a clinical psychologist. The main categories and their contents were 

discussed with the second author (a clinical psychologist) and revisions were made.  
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Results 

Participants  

Of the 43 participants invited, 21 took part giving a giving a response rate of 48.8%. 

To preserve anonymity, demographic details were not collected. Figure 1. illustrates who 

participants had disclosed to and Figure 2. illustrates those who they would feel comfortable 

disclosing to. 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. People within the context of the course (not family/friends) that trainees had 

actually disclosed to 

 

  

 

 

 

 

 

 

 

Figure 2. People within the context of the course (not family/friends) that trainees would 

feel comfortable disclosing to 
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Participants who had identified as experiencing a mental health difficulty, were 

asked if, due to their experience of this if they would consider themselves a person with 

personal experience (PPE). Of those asked, 33.3% said that they would identify themselves 

as PPE, 4.76% were unsure, and 14.3% would not identify as PPE. Interestingly, 47.6% 

reported that they had not considered it before but that the PPE definition fits their 

experience.  

Perceived benefits and drawbacks of disclosing 

When considering the perceived benefits of disclosing, two main categories were 

identified. The first main category was ‘Support’ (100%). Participants reported that 

disclosing was beneficial in terms of normalising their experience, acknowledging that it 

was helpful and healthy to talk openly about their experience and that it was ‘ok’ for them to 

be experiencing mental health difficulties. Practical support in terms of help with accessing 

services was also key. The second main category was ‘Reflecting an open self’ (67%). 

Participants reported that disclosing could provide an opportunity to reflect on how their 

experience could be viewed as a strength rather than a weakness. Participants reported that 

disclosing could be beneficial in their clinical work, as well as being open with themselves 

in their personal life.  

When considering the perceived drawbacks to disclosing, two main categories were 

identified.  The first main category was ‘Judgement’ (100%). Participants reported that 

disclosing could open them up to negative judgement in terms of stigma, non-empathic 

responses and perceived doubts about their abilities. Perceived judgement about the ‘type’ 

of difficulty disclosed was also reported. The second category was “Confidentiality” (10%). 

Participants expressed that a drawback to disclosing would be uncertainty about how their 

disclosure would be treated and what would happen next with their information.  

Perceived barriers to disclosure in the context of the training programme 

When considering perceived barriers to disclosing in the context of the course, three 

main categories were identified.  The first main category was “Negative Response” (52%), 

in which participants reported their concerns regarding being viewed with less respect 

and/or stigmatising views after disclosing their difficulties. Participants reported concerns 

that disclosing would impact upon their place on the course. The second main category was 

“Not a Part of Training” (71%), in which participants reported that there was no space/time 

allocated to share difficulties and that disclosing/reflecting on personal difficulties was not 

encouraged or embedded within the course. The final category was “Confidentiality” (14%) 

in which participants reported that a lack of clarity about what would be done with the 

information regarding their disclosure was a key barrier.  
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Trainees and the PPE identity  

When asked what impact disclosing would have on their identity, two main 

contrasting categories were identified. Firstly “Negative judgement” (67%). Participants 

reported that disclosing might not fit with the identity of being a TCP, with concerns about 

being viewed as less competent and judgements about coping abilities. The second main 

category was “Authentic as a person and practitioner” (48%) in which participants reported 

that disclosing could support their clinical practice as well as a sense of being open and true 

to who they are as a person.  

When considering the benefits of identifying as PPE, two main categories were 

identified. The first main category was “Breaking Down Barriers” (52%). Participants 

reported that a benefit of identifying as PPE would be normalising, to reduce the ‘us and 

them’ and that identifying as PPE might help people to be more open with themselves in 

valuing their experiences. The second main category was “Benefits to Clinical Practice” 

(29%). Participants reported that identifying as PPE could support their clinical work with 

service users in reflecting upon their own experiences.   

When considering the perceived drawbacks of identifying as PPE, two main 

categories were identified. The first main category was “Judgement” (100%). Participants 

reported that judgement about their identity, regarding coping, capability and skills was a 

concern. PPE member views about TCPs identifying as PPEs was also key.  Participants 

reported that a drawback of identifying as PPE would be the difficulty in being both TCP 

and PPE, with concerns about being viewed as PPE first. The second category was “Dislike 

of PPE definition” (14%). Participants reported that a drawback of identifying as PPE 

would be the title ‘PPE’ itself, some participants felt that this was labelling and that they 

would not wish to have a separate label to describe their experience.  

When considering what the course could do to support possible integration of 

identities, two main categories were identified. The first main category was 

‘Acknowledge/normalise’ (57%). Participants reported that to support integration of 

identities, it would be important to have some time and a space to discuss personal 

experience, to use more inclusive language and share experiences that normalise the 

experience of difficulties. The second main category was “Unsure about PPE definition” 

(14%), in which participants reported that the PPE role may be distinct from TCP and that 

the label of PPE might not be something that someone wishes to integrate into their identity.  

What the course can do to support trainees with disclosure decisions  

When considering what the course could do to support trainees with disclosure 

decisions, two main categories were identified. The first main category was 
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“Acknowledge/Normalise” (100%). Participants reported that the course could support 

disclosure decisions by having more open conversations about personal experience, 

ensuring that there is time to have these conversations and shifting the course culture to 

prioritise this. Openness among course staff and sharing of their experiences was also 

perceived as key to normalising and therefore supporting disclosure decisions. The second 

main category was “Information About How Disclosures are Treated’ (24%). Participants 

reported that to support trainees with disclosure decisions, there needs to be clear guidance 

about the processes of disclosure, including confidentiality and factors around perceived 

competence after disclosure.  

Feedback of results to service 

Based on the findings of this project, example responses were shared (Appendix G) 

and several recommendations were made to the course to support trainees to make 

disclosure decisions. These recommendations and the course responses are outlined in Table 

1.  

Table 1. Recommendations and course responses. 

Recommendations Course response to recommendations   

Detailed summary 

of the themes 

identified in 

response to research 

questions provided 

to the personal 

support co-

ordinator.  

The personal support co-ordinator reported being surprised to hear 

some of the feedback, although reported being pleased that trainees 

had been able to express their thoughts and experiences through the 

research. The personal support co-ordinator highlighted that this SIP 

is timely as the course is currently focussing on the issue of 

improving trainee welfare/pastoral support and this research provides 

further support for this work. It is acknowledged that this will signify 

the start of a process, in which difficulties may not be resolved 

immediately but will be worked upon as a part of a larger cultural 

shift over time. It was reported that having a report which directly 

captures trainee voices is vital.  

Clarification is 

required regarding 

the processes around 

sharing and 

confidentiality of 

information 

disclosed by 

trainees. 

In response to this recommendation, the course will endeavour to 

clarify processes around sharing and confidentiality of trainee 

information and for this to be documented more explicitly in the 

handbook.  

 

Actions to be taken 

to normalise 

experiences of 

psychological 

difficulties. 

The course will aim to remove identified barriers to trainees being 

open about their experiences. Action towards this is planned to 

include clear discussions around disclosures/sharing from course 

staff members and involving trainees. In addition, efforts will be 

made to develop the culture of the course through further discussions 

regarding the results and recommendations of this report. It was also 
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noted that concrete changes, such as reducing the workload, are in 

process with the aim of supporting and promoting trainee well-being.  

 

Benefits of personal 

experience to be 

highlighted and 

incorporated into the 

course ethos. 

The course will aim to address the positive aspects of having 

personal experience. This could be incorporated into teaching, as 

well as modelled by course staff to attempt to reduce ongoing 

stigma, and to contribute to positive stigma-reducing discussions 

regarding mental health difficulties.  

Evidence-based 

approaches to 

promoting 

disclosure decisions. 

The course agreed to consider the “Honest, Open, Proud” (HOP) 

(Corrigan, 2015) program which is an evidence-based peer-led 

programme developed to support people with their disclosure 

decisions (Mulfinger, 2018; Corrigan et al., 2015; Rusch, & 

Abbruzzese, et al., 2014). This programme recognises that non-

disclosure can be a positive and appropriate choice. HOP guides 

people through difficult decisions regarding disclosure, rather than 

encouraging people to disclose.  

 

Discussion 

This service improvement project aimed to increase understanding of the barriers to 

trainee disclosures in the context of the Doctorate in Clinical Psychology (DClin) training 

course, and to provide recommendations for improvement. Trainees reported mixed views 

with regards to disclosing. The potential benefits to clinical practice and a sense of 

normalising experiences was expressed. Conversely, trainees reported anticipating negative 

responses from staff and a lack of course structure to facilitate disclosures. Concerns 

regarding confidentiality were also key. 

Trainees reported that they perceived a number of benefits in sharing their 

experience of psychological difficulties specifically related to their identity and well-being. 

Trainees highlighted the benefits of lived experience in enriching skills and practice, this is 

in line with current research which highlights the benefits of lived experience (Huet & 

Holttum, 2016). Trainees also highlighted that the sharing of experiences opens up the 

opportunity to access support, and in addition models the breaking down of ‘us and them’ 

behaviours which serves to normalise the experience of psychological difficulties. This fits 

with SIT considering the potential psychological benefits of reducing in-group vs. out-group 

(us and them) (Jelić, 2009). Trainees also acknowledged the benefits of identifying as PPE 

and the importance of sharing experiences and the positive impact this can have. Trainee 

responses suggested that if one does not disclose there is inauthenticity and hiding of 

oneself in some circumstances. This would be in line with SIT and to be ‘open’ and not 
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hide, can present a true integrated sense of self which can lead to improved well-being 

(Amiot, 2007).  

Whilst trainees identified the importance and advantages of disclosing personal 

experience, findings from this study indicate that only some trainees are actually disclosing 

in the context of the course. Trainees were able to acknowledge the rationale and benefits of 

disclosure, but the barriers in the context of the course were perceived as too great for some 

trainees.  Research demonstrates the negative impact of non-disclosure; with those who had 

not disclosed experiencing poorer mental well-being and accessing less support (Frattaroli, 

2006).  Results from this study appear to be in line with existing research which highlights 

how difficult personal disclosure decisions are (Rusch, 2017).  

Trainees perceived there to be a culture which defined sharing personal experience 

as not acceptable and essentially not a part of training. Key to this barrier were trainees 

concerns regarding how they would be perceived by staff, alongside the uncertainty about 

how the disclosed information would be shared. The competition to obtain a position on a 

DClin course is extremely high and with that comes a perceived level of expectation from 

those who are successful. This extends to trainees fearing that if they were to disclose a 

mental health difficulty that this may be perceived so unfavourably that they could lose their 

place on the course. This perceived ethos is at odds with the aim of the course being a 

‘clinical psychology training course’ and thus is of particular concern.  Underlying these 

concerns, the fear of stigma is prevalent and plays an important role in decisions regarding 

sharing/disclosure. This finding is consistent with the research of Tay et al, (2018) which 

found that the fear of stigma can play a key role in one’s decision to disclose. This also is at 

odds with the ethos of Clinical Psychology as a profession; the profession itself is 

synonymous with reducing stigma, accepting and normalising. To ensure that stigma is 

something that is not unintentionally perpetuated, proactive shifts are important e.g. 

modelled in the context of the course for trainee well-being. Whilst social factors outside of 

the course will still exist, it is important for the course to create an environment which 

makes it explicit that the experience of a mental health difficulty is acceptable and that 

support will be provided without judgement. 

The possibility of being both a PPE and TCP was something that many of the 

trainees had simply not considered. Other responses illustrated the difficulty of integrating 

distinct social identities, with some participants reporting to prefer two ‘separate’ identities 

or a ’hidden’ identity, as integrating PPE was perceived to be at odds with their ‘trainee 

identity’. It could be argued that as almost half of the participants stated that ‘PPE’ fits their 

experience but they had not considered this, perhaps the course had not highlighted to 

trainees that it was possible to identify as PPE and to normalise the fact that trainees may 
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have psychological difficulties. This finding is in line with other research evidence which 

indicates that the prevalence of mental health difficulties among mental health professionals 

is likely to be higher than the general population (Tay & Alcock, 2018).  It is proposed that 

if the culture of the course shifted, so that the ‘trainee identity’ is explicitly defined as one 

which can also be PPE, this may help to normalise trainee experience of psychological 

difficulties, and thus this overlap may not be so contentious. However, Rusch (2018) found 

that non-disclosure of mental health difficulties supported employment opportunities, and 

therefore decision not to disclose is likely to represent wider social discourses about mental 

health and well-being outside of the course.  

Although trainees perceived major barriers to disclosing to staff, reassuringly these 

barriers did not exist to the same extent with peers of their cohort. It is well documented that 

deciding to disclose is positively supported by social factors which decrease fear or stigma 

or discrimination (Mulfinger, 2018). It is likely that from a social identity perspective, 

trainees view their peers as friends rather than colleagues, which is supported by findings 

demonstrating the likelihood of disclosure to friends and family rather than colleagues 

(Vally, 2018). This finding also fits with social identity theory of in-group vs. out-group, 

with trainees viewing their own cohort as in-group and others (e.g. staff) as out-group (Jelić, 

2009). It could be that if there was less of a ‘staff’ vs. ‘trainee’ group divide, then some of 

the perceived drawbacks and barriers would be lessened and the possibility of disclosure 

may be perceived as less threatening and be less feared. Interestingly there was a perceived 

divide between trainees and PPE members, with trainees expressing concern regarding how 

PPEs would feel about trainees identifying as PPE.  Responses indicated that trainees want 

to see staff modelling someone who can talk about their own personal experience in an 

academic environment; it is possible this could reduce the ‘them and us’ barrier to 

disclosure.  

 This research explored TCPs views on personal experience and disclosure within 

the context of a Doctoral training course. This study has important implications for the Bath 

Doctoral course in supporting trainees with disclosure decisions and promoting well-being; 

which may be in the form of integration of social identities. Normalising personal 

experience of psychological difficulties was perceived as key and may lead to change on a 

cultural level in which the environment is one in which personal experience of 

psychological difficulties feels acceptable. If the course can endeavour to normalise 

personal experience, it is hoped that this will not only benefit individuals but have a wider 

impact.   
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Clinical implications  

This project has important clinical relevance. If TCPs are supported with their 

personal experience of psychological difficulties and their decisions regarding disclosure 

(and as part of this with the integration of their identity as someone with psychological 

difficulties with other identities such as a mental health professional), this could improve 

their well-being. Furthermore, it is likely to support them in doing a job that is 

psychologically demanding and impacts upon lives of others (Pakenham, 2015). Based on 

the findings of this project, the course is going to implement changes, which in turn are 

likely to improve trainee well-being and their work within the NHS.   

It is the responsibility of the course to provide an environment which celebrates 

personal experience as an asset in line with their described ethos. It is anticipated that such 

changes will support future trainees throughout the training course, but also as they progress 

into their career. The beliefs and attitudes engendered within a training programme will no 

doubt have an important influence throughout career progression. Therefore, if courses can 

create a culture in which disclosure is supported, this could have an enormous impact on 

trainees qualified career and quality of life when considering the potential to reduce ongoing 

distress.  

Limitations  

Although the results of this study provide useful information, it is important to be 

cautious when interpreting data. Generalisability of the results from this study is somewhat 

limited; whilst findings may be applicable to other courses, the responses were specific to 

the Bath course and it is likely that other training courses have different pastoral support 

processes in place. Limitations of this study also include the fact that it was conducted at a 

key time of change in the context of the Bath course (with a number of staff leaving 

including the course director), and therefore some of the findings may be different if it were 

to be conducted again. To ensure anonymity, demographic details were not collected, 

however an absence of information about participant details and diversity could limit 

generalisability. It is also important to note that sharing of difficulties was not 

operationalised, and therefore responses could represent a variety of meanings; course 

related stress vs. mental health difficulties, and the differences between sharing of individual 

experiences compared to disclosure regarding a loved one. Whilst the study had a good 

response rate (48.8%), it is important to consider the motivation of those who participated 

and those who did not; and importantly how this could influence results. 
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Future directions 

It is hoped that findings from this research will not only benefit the University of 

Bath Doctoral training programme, but encourage other doctoral courses to be attuned to 

trainees’ personal experiences and well-being. Findings could be held in mind when 

considering the general experience of trainees at Bath and how this might be applicable in 

other institutions. It is possible that other Doctoral courses may wish to collaborate with 

working groups to consider trainee personal experiences. There is scope for a research 

project measuring the planned changes based on the findings of this study, this would allow 

for follow-up and it would be important for measuring change.  

Lay summary  

There is a lot of research into why people may decide to share personal experience 

of psychological difficulties or decide to keep this to themselves.  There is little research 

into disclosure among mental health professionals. This research project looked at what 

stops people from talking about difficulties that they may be experiencing whilst they are 

undertaking a clinical psychology training course. It also looked at what the course could do 

to improve and support trainees to feel comfortable with disclosing difficulties. 

Additionally, this research looked at the role of our identity as someone who has or has not 

disclosed, and what the course can do to support people to feel comfortable with being both 

a trainee and someone with personal experience of psychological difficulties. What this 

project showed was that trainees often felt the course did not support sharing of personal 

experience, and that having personal experience of mental health difficulties conflicted with 

the identity of a trainee. Participants provided clear ideas for what the course could do to 

make it easier for them to share their experience, and these recommendations were made to 

course staff.  
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Abstract 

Background Mental contamination (MC) describes subjective internal feelings of 

‘dirtiness’ which are experienced in the absence of direct physical 

contact/contaminants. There is evidence of a link between MC in Obsessive 

Compulsive Disorder (OCD) and the experience of past betrayals. However, the 

role of the perception that one might betray others is unclear. Aims This study 

aimed to replicate the previous finding of specificity of OCD for sensitivity to being 

betrayed, and to determine whether people with high MC OCD are also relatively 

more sensitive to the idea that they might betray others compared to those with low 

levels of MC OCD. The study also aimed to investigate the role of rumination and 

responsibility in MC. Method A cross-sectional, between-groups design was used. 

Four groups, high MC OCD (N= 60), low MC OCD (N=61), depression (N=28) and 

non-clinical controls (N=46) completed a series of measures via an online 

questionnaire. Participants were recruited through the National Health Service 

(NHS) and social media platforms. Results Relative to all groups including low MC 

OCD participants, the high MC OCD group had significantly higher scores both for 

betrayal sensitivity and sensitivity to betraying others. The depression group 

showed similar levels to low MC OCD in betrayal sensitivity but were significantly 

lower (and comparable to non-clinical controls) in terms of sensitivity to betraying 

others. Rumination and responsibility were both found to be associated with MC. 

Conclusions Betrayal appears to be an important construct for people with high MC 

OCD, and possibly general psychopathology as demonstrated by the depression 

group scores. There appears to be a specific link between high MC OCD and the 

perception of betraying others.  

Key words: ‘Mental Contamination’, ‘Betrayal’, ‘Obsessive Compulsive Disorder’  
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Introduction 

Rachman (2006) introduced the term ‘mental contamination’ (MC) to characterise 

clinical observations in OCD patients where subjective feelings of ‘dirtiness’ are 

experienced in the absence of direct physical contact/contaminants. These feelings of 

‘internal or emotional dirtiness’ were noted as being linked to developmental experiences of 

being humiliated, violated or deceived by those the person trusts, and commonly involve a 

moral appraisal of the self as shameful or bad (Herba & Rachman, 2007).  MC is distinct 

from contact contamination (CC) as it can be triggered by thoughts or images alone 

(Rachman, 2006; Coughtrey, Shafran & Rachman, 2015), whereas feelings of ‘dirtiness’ in 

contact contamination are typically linked to a physical stimulus with a ‘real’ possibility of 

transmission of something toxic on the basis of ‘normal’ transmission or infection rules, 

even if exaggerated. However, it has been demonstrated that there is some overlap between 

both contact and mental contamination fears (Coughtrey, Shafran, Lee, & Rachman, 2012). 

As with CC, individuals with MC also compulsively wash. This is often described as an 

attempt to reduce distress/discomfort linked to ideas associated with the MC stimuli; to 

neutralise the MC, to be rid of the internal ‘dirt’ and to avoid or remove the thoughts which 

are considered unacceptable to the individual (Coughtrey et al., 2012; Rachman, 2006; 

2010; Warnock-Parkes, Salkovskis & Rachman, 2012; Radomsky, Coughtrey, Shafran & 

Rachman, 2018).   

The literature surrounding MC is predominantly in the field of OCD, but there is 

anecdotal clinical evidence of MC existing in other anxiety disorders including Post-

Traumatic Stress Disorder (PTSD) and phobias (Rachman, 2006). Coughtrey, Shafran, 

Knibbs, & Rachman, (2012) reported 46% of participants with OCD had MC, with 10.2% 

experiencing mental contamination without contact contamination. The severity of MC was 

linked to severity of OCD symptoms. Rachman (2006; 2010) suggested that MC in OCD is 

associated with the experience of betrayal.  

Betrayal 

Despite betrayal being a commonly encountered concept within society, culture, 

literature etc. little is known about betrayal as a psychological concept within applied 

psychological research. Ideas of “traumatic” violation of trust are central to the construct of 

betrayal. Rachman (2010, p. 304) defines betrayal as “[…] a sense of being harmed by the 

intentional actions, or omissions, of a person who was assumed to be a trusted and loyal 

friend, relative, partner, colleague or companion.  Many betrayals are unexpected events that 

come as a surprising shock; not infrequently, the betrayal is disbelieved at first.” Betrayal is 

further defined as falling into five common categories: harmful disclosure of confidential 
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information, disloyalty, infidelity, dishonesty and failure to offer expected assistance during 

significant times of need. Unsurprisingly the concept of betrayal is commonly noted by 

clinicians to be important to client difficulties and clinical formulations (Rachman, 2010). 

As yet, there is limited research and knowledge about the potential relevance of betrayal as a 

concept in the development, maintenance and treatment of mental health difficulties.  

There is some clinical evidence which suggests a link between MC OCD and the 

role of betrayal (Rachman, 2004; 2010; Warnock-Parkes, Salkovskis, & Rachman, 2012; 

Coughtrey et al., 2013). Rachman (2006) suggests that in some cases the perpetrators of 

these betrayal experiences can become the “human contaminant”, and individuals go to 

great lengths to avoid any reminder of the perpetrator (as also seen in PTSD), presumably as 

a protection against further harm. Rachman (2010) demonstrated that individuals who had 

experienced a betrayal reported feeling ‘degraded and humiliated’ which left them with a 

sense of being mentally ‘dirtied’. Interestingly, individuals associated these unpleasant 

feelings of being mentally ‘dirtied’ with feelings of physical discomfort commonly 

experienced after touching something ‘physically dirty’ such as soiled items or bodily 

fluids.  

Studies in non-clinical samples have sought to demonstrate that mental 

contamination can be acutely induced using imagined betrayal scenarios involving a non-

consensual kiss; this imagery resulted in reported feelings of mental contamination and 

subsequent washing (Fairbrother, Newth, & Rachman, 2005; Herba & Rachman, 2007; 

Rachman, Radomsky, Elliott, & Zysk, 2012; Radomsky & Elliott, 2009).  Waller & 

Boschen (2015) adapted the scenario in which participants imagined perpetrating a betrayal 

and, crucially, findings suggest that betraying someone else can also induce mental 

contamination. Kennedy & Simonds (2017) induced MC in ‘healthy’ participants via an 

imagined non-consensual kiss. It was found that manipulating the level of personal 

responsibility served to moderate components of MC (shame, urge to cleanse and dirtiness). 

This research indicates that there may also be a role for responsibility attributions in the 

experience of MC. Interestingly, Millar et al. (2016) found that the key factor in those 

studies may have been imagining the kiss (which involves contact and bodily fluid) rather 

than the specific element of betrayal. In Millar’s study betrayal not involving bodily fluids 

did not elicit feelings of mental contamination, and the element of betrayal had no impact on 

contamination feelings when a kiss was involved.  This suggests that the provocation of 

betrayal in imagined scenarios may not reflect the impact of the perception of historical 

betrayal.  

A recent study in clinical samples (Pagdin, 2015) provided support for the 

relationship between sensitivity to betrayal and MC in the context of OCD. Betrayal 
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sensitivity describes how sensitive someone is to experiences of betrayal and the subsequent 

negative impact of betrayal. This was measured using specific questionnaires developed to 

examine betrayal experiences and subsequent maladaptive perceptions of betrayal. Results 

demonstrated that individuals with MC OCD showed significantly higher scores of 

maladaptive perceptions of betrayal than all other groups. The study found scores 

representing sensitivity to betrayal to be a moderate predictor of the experience of mental 

contamination and to be uniquely elevated in a sample of participants with OCD. Taken 

together, the difference between clinical and non-clinical samples suggests that actual rather 

than ‘imagined’ betrayal may be crucial. Clinical observations (Salkovskis, personal 

communication) have highlighted the possibility that the person with OCD who is sensitive 

to being betrayed may, as a result, have a reduced threshold for perceiving themselves as 

being responsible for betraying others. If this is so, it may account for some elements of 

compulsive behaviours; currently the role of perceived “perpetration” in terms of betrayal 

remains empirically ambiguous.  

Rumination could also play a role in the experience/reporting of betrayal in MC 

OCD. Mills et al., (2014) found a relationship between bitterness (which is often linked to 

betrayal (Linden, Baumann, Rotter, & Schippan, 2007)), and “brooding” (a form of 

rumination). As yet, studies have not demonstrated if there is, or is not, a link between 

rumination and sensitivity to betrayal in MC OCD.  Individuals sensitive to the risk of being 

a ‘perpetrator’ may consequently overestimate the extent of their responsibility for 

preventing harm towards people who trust them. Inflated responsibility beliefs are 

considered key to the understanding of OCD from a cognitive perspective (Salkovskis et al, 

2000). Thus, it may additionally be that these individuals are more sensitive to the idea that 

they may have betrayed others due to these responsibility attributions.  

Theoretical underpinnings 

The Cognitive Behavioural Model of OCD (Salkovskis., 1985) outlines that 

responsibility interpretations (appraisals/meaning) are key in the understanding of OCD. 

The potential for harm and the responsibility for it (or to prevent it) can be physical, mental 

or moral, including “symbolic harm”. What appears to be different to other forms of OCD 

(checking/CC) is the harm element, although it is still related to neutralising/washing. MC 

OCD has links between perceived contamination and an aversive association (a memory); 

these associations are highly idiosyncratic and related to the experience of the individual, 

whilst at the same time following the same general principles as OCD. Typically, thoughts 

and interpretations about harm are socially and culturally determined and embedded in 

values; it is likely that this social context plays an important role in MC OCD. 
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Thought-Action Fusion (TAF), a cognitive bias frequently seen in OCD, is also 

thought to be related to MC (Shafran, Thordarson & Rachman, 1996).  TAF is described as 

“the belief that thinking about an unacceptable or disturbing event makes it more likely to 

happen, and the belief that having an unacceptable thought is the moral equivalent of 

carrying out the unacceptable or disturbing action” (Shafran et al., 1996; page 379). It is 

suggested that TAF contributes to the maintenance of MC by increasing estimations of the 

severity and likelihood of potential harm. This in turn contributes to the belief that 

contamination is present (Rachman, 2006).    

The theoretical explanation for MC OCD is consistent with the CBT model for 

OCD but is also consistent with that of PTSD. Some of the appraisal mechanisms in MC 

OCD could overlap with memory processing in PTSD; as yet it is not clear how such 

mechanisms are involved in MC. Evans et al., (2007) hypothesised that “similar 

mechanisms explain intrusive memories in victims and perpetrators of violence”, as 

commonly seen in PTSD. Rachman, Radomsky, Elliott, & Zysk, (2012) questioned whether 

the mechanisms that lead to unwanted intrusions in perpetrators, could resemble the 

mechanisms that generate unwanted intrusions in victims. Coughtrey et al., (2018) 

examined whether MC was specific to OCD, or whether MC is a feature seen in other 

disorders (as is the case for other features of OCD). It was found that MC was most strongly 

associated to OCD symptoms, but that MC was also present in people with eating disorder 

symptoms, anxiety and depression. A major gap in current understanding is the possible link 

between perpetration and MC.  

Main Aims 

This study aimed to replicate the previous finding of sensitivity to being betrayed 

being elevated in OCD whilst separating out high and low MC levels, and to determine 

whether people with high MC OCD are also relatively more sensitive to the idea that they 

have betrayed others compared to those with low levels of MC OCD.  

Hypotheses  

Primary Hypotheses  

- Those with high MC OCD will be more sensitive to betrayal than all other groups 

including low MC OCD.  

- People with high MC OCD will be more sensitive to the idea that they may have 

betrayed, or could betray, others in comparison to those with low MC OCD, 

depression and non-clinical controls. 
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- There will be an association for the OCD groups between the extent of perceived 

betrayal and the extent to which one considers oneself to have betrayed others, or 

being likely to do so in the future.   

Secondary hypotheses  

- Rumination will be higher in those with high MC OCD than those with low MC 

OCD. 

- Responsibility attributions will be higher in those with high MC OCD than those 

with low MC OCD.  

Tertiary Hypotheses 

- The previously observed link between OCD and perceived betrayal will be greater 

in people with high MC OCD than in those with low MC OCD. 

Method 

Design 

A cross-sectional, between-groups design was employed. The four specific groups 

were: high MC OCD, low MC OCD, depression and a non-clinical control group. 

Participants  

Clinical participants were recruited via mental health services (Avon and Wiltshire 

Partnership (AWP) NHS trust and 2gether NHS foundation trust), national charity websites 

(OCD-UK and OCD-Action) and social media. The non-clinical control group was recruited 

via social media. Participants were excluded if they were under 18, had a previous self-

reported diagnosis of bipolar disorder, psychosis or current substance abuse or dependence, 

or reported deliberate self-harm.  

 

Measures  

All participants completed the following measures (Table 1).   
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Table 1. Questionnaire Measures  

Measure  Information about the measure  

The Perception of Betrayal of others 

Scale (POBoS) (Adapted with 

permission from Pagdin, Warnock-

Parkes, Nathwani, Salkovskis 2015) 

 

 

The Perception of Betrayal Scale 

(POBS) (Pagdin, Warnock-Parkes, 

Nathwani, Salkovskis 2015) 

 

 

 

 

The Betrayal Screening Measure 

(BSM) (Pagdin, Warnock-Parkes, 

Nathwani, Salkovskis 2015) 

 

The Betrayal of others Screening 

Measure (BoSM) (Adapted with 

permission from Pagdin, Warnock-

Parkes, Nathwani, Salkovskis 2015) 

 

The Ruminative Responses Scale 

(Treynor, Gonzalez, & Nolen-

Hoeksema, 2003)  

 

 

 

 

The Vancouver Obsessional 

Compulsive Inventory - MC – 

Mental Contamination (VOCI-MC; 

(Thordarson et al., 2004) 

 

 

 

 

The Obsessive-Compulsive 

Inventory (OCI) (Foa et al., 1998) 

 

 

 

 

 

 

 

 

 

A 26-item questionnaire developed specifically for this 

study. Assesses the impact of perceived betrayal of others 

on different aspects such as self-perception, interpersonal 

relationships, and behaviour. In the current study, the 

internal consistency of the POBOS was α= .98. 

 

A 27-item questionnaire which assesses the impact of 

betrayal on different aspects such as self-perception, 

interpersonal relationships, and behaviour. This measure 

was found to have high reliability (internal consistency) at 

Cronbach’s α = .95. In the current study, the internal 

consistency of the POBS was α= .98. 

 

A 2-item screening questionnaire which asks people to 

evaluate whether they have been betrayed (yes/no) and 

whether that experience had a lasting impact on them. 

 

A 2-item screening questionnaire which asks people to 

evaluate whether they feel that they might have betrayed 

another person that trusted them (yes/no) and whether that 

experience had a lasting impact on them. 

 

A 22 item questionnaire which measures two aspects of 

rumination, (brooding and reflective pondering), items are 

rated on a four-point scale. The RRS has been found to 

have good validity and reliability (Parola et al., 2017). In 

the current study, the internal consistency of the RRS was 

α= .94. 

 

A 20-item scale that assesses aspects of mental 

contamination. The VOCI-MC has high reliability, validity 

and internal consistency (Radomsky, Rachman, Shafran, 

Coughtrey & Barber, 2014). Scores of over 40 suggest 

concern about MC (Coughtrey, Shafran, Lee, & Rachman, 

2012). In the current study, the internal consistency of the 

VOCI was α= .97. 

 

A 42-item questionnaire with 7-subscales including; 

Washing, Checking, Doubting, Ordering, Obsessing (i.e. 

having obsessional thoughts), Hoarding, and Mental 

Neutralising. Each item is rated on a 5-point (0- 4) scale of 

symptom distress. The OCI has good reliability and 

validity, differentiating well between individuals with and 

without OCD (Foa et al., 2002). In the current study, the 

internal consistency of the OCI was α= .97. 
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The Patient Health Questionnaire 9 

(PHQ-9) (Kroenke et al., 2001)  

 

 

 

 

The Generalised Anxiety Disorder 

Assessment 7 (GAD-7) (Spitzer et 

al., 2006) 

 

 

 

 

The Work and Social Adjustment 

Scale (WSAS) (Mundt et al., 2002) 

 

 

 

 

 

 

The Responsibility Attitudes Scale 

(RAS) (Salkovskis et al., 2000)   

 

 

 

A 9-item questionnaire which is a reliable and valid 

measure of depression severity. The PHQ-9 has been found 

to be a reliable and valid measure of depression severity 

(Kroenke et al., 2001). In the current study, the internal 

consistency of the PHQ-9 was α=.90. 

 

A 7-item questionnaire which is a valid and efficient 

measure for screening for anxiety and assessing its severity 

in clinical practice and research. The GAD-7 has good 

reliability, as well as criterion, construct, factorial, and 

procedural validity (Kroenke et al., 2007). In the current 

study, the internal consistency of the GAD-7 was α= .93. 

 

A 5-item patient self-report measure, which looks at the 

impact of a person’s mental health difficulties on their 

functioning in terms of work, home management, social 

leisure, private leisure and personal or family relationships. 

This measure has been found to have good reliability and 

validity (Mundt et al., 2002).  In the current study, the 

internal consistency of the WSAS was α= .89. 

 

A 26 item belief measure linked to responsibility 

assumptions characteristic of obsessive compulsive 

disorder. This measure has ben found to have good 

reliability and validity (Salkovskis et al., 2000). In the 

current study, the internal consistency of the RAS was α= 

.94. 

 

Procedure  

With both NHS trusts, recovery services and Improving Access to Psychological 

Therapies (IAPT) were contacted, in-patient settings were not contacted. Participants were 

also recruited through adverts on national OCD charity websites (OCD-UK and OCD-

Action) and social media. In NHS settings, participants were identified by clinicians in 

accordance with inclusion and exclusion criteria. Clinicians explained the study to service 

users with OCD and/or depression and gave potential participants an information sheet. 

Participants were given the option to contact the researcher should they have any questions 

about the study or wish to discuss the study further. If they agreed to take part, participants 

completed an online consent form and followed a link to the online questionnaire. 

Participants were also offered the option of completing the questionnaire on paper. A three-

pound charity donation was offered on behalf of the participant.  

Treatment of data  

Data was normally distributed. Some participant responses on the WSAS question 

number one were selected as “Not Applicable”, as such the means were prorated from the 
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four remaining questions and this was inserted as the score. It was decided a priori to group 

variables with low response rates for the purpose of statistical analysis; categories were 

concatenated for ethnicity (collapsed into ‘White-British’ and ‘other’) and relationship 

status reduced to ‘single’ or ‘in a relationship’.   

Whilst some clinical settings may interpret scores of over forty on the OCI as ‘case-

ness’, the OCI total does not correctly identify all participants experiencing clinical levels of 

obsessional problems. For instance, participants with high scores on a single focus symptom 

can have high scores on OCI subscales despite low total scores. As such, it was decided a-

priori that subscales would be broken down in order to create a composite group. It was 

decided a-priori that the Low and High MC OCD groups would be differentiated by VOCI-

MC scores. The standard error of VOCI was two in this sample, and therefore those scoring 

<28 were retained and formed the Low MC group and participants with a score of >31 were 

retained and formed the High MC group. This consequently left nine people who were 

removed for the between group analyses. Participants were allocated to the depressed group 

if they scored nine or above on the PHQ-9, but did not score above clinical cut-offs on the 

OCI total, OCI subscales and/or VOCI-MC. Participants were selected to the non-clinical 

control groups if their score was below nine on the PHQ-9 and below clinical cut-offs on 

OCI total, OCI subscales and/or VOCI-MC. 

Data is included in the table for the OCD combined group as the regression analyses 

include those nine people. Due to software error only nineteen out of the intended twenty-

six questions of the RAS were included – the original measure has high internal consistency 

and therefore responses were pro-rated by multiplying the actual score by 26 divided by 19 

(1.36842105) to allow broad comparability with the full-scale scores in other studies. Due to 

a technical error age was not collected; it was accidentally deleted after the survey went live. 

However, correlations from the previous study (Pagdin, 2015) found no correlation between 

age and the POBS and its subscales either taking whole group or OCD alone or depression 

alone (r (23)=-0.03, p>0.5).  

Ethical approval  

The study obtained ethical approval from the Oxford B NHS Ethics Research 

Committee (REC reference number: 18/SC/0256), and approval from 2gether Trust and 

AWP NHS Trust Research and Development departments, and the University of Bath Ethics 

Panel, reference 18-207. See Appendix H. 
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Table 2. Demographic characteristics of groups.  

 

Results 

Demographic and descriptive data are analysed to characterise the samples, 

followed by the detailed analysis of the clinical group comparisons of the main measures of 

betrayal sensitivity (POBS and POBOS).  

Participants  

Demographic characteristics of each group are summarised in Table 2. The total 

number of participants enrolling was 204, 60 in the high MC OCD group, 61 in the low MC 

OCD group, 28 in the depression group and 46 in the non-clinical group.    

Chi-square analysis was used to determine if there was a difference between the 

four groups on demographic variables. There was no significant difference between the 

groups in gender (p = .524) and ethnicity (p = .361). Significant associations were found 

between group in relationship (χ2 (3) = 9.47, p<.05) and occupational status (χ2 (3) = 0.23, 

p<.05). Using partitioned Chi-square analyses, it was found that the high MC OCD group 

were significantly less likely than controls to be in a relationship (χ2 (1) = 8.49, p<.05) and 

employed (χ2 (1) = 7.19, p<.05). The high MC OCD group were also significantly more 

likely to be unemployed than the depressed group (χ2 (1) = 5.68, p<.05). The low MC OCD 

were also significant less likely to be in a relationship than non-clinical controls (χ2 (1) = 

3.94, p<.05).  

 

 High MC OCD 

Group 

Total: n= 60 

N (%) 

Low MC OCD  

Group 

Total: n= 61 

N (%) 

Depression 

Group  

Total: n=28 

N (%)  

Non-clinical 

Group 

Total: n= 46 

N (%) 

Combined 

OCD group *  

Total n=130 

N (%) 

Gender  

Female 

Male 

Prefer not to 

say 

 

48 (80) 

12 (20) 

 

 

51 (83.6) 

9 (14.8) 

1 (1.6) 

 

20 (71.4)  

8 (28.6)  

 

37 (80.4) 

9 (19.6) 

 

109 (83.8) 

21 (16.2) 

Ethnicity  

White British 

Other 

 

52 (86.7)  

8 (13.3)  

 

57 (93.4) 

4 (6.6) 

 

23 (82.1) 

5 (17.9) 

 

42 (91.3) 

4 (8.7) 

 

117 (90) 

13 (10) 

Employment 

Status  

Employed  

Unemployed/

Other  

 

 

42 (70) 

18 (30)  

 

 

49 (80.3) 

12 (19.7) 

 

 

26 (92.9) 

2 (7.1) 

 

 

42 (91.3) 

4 (8.7) 

 

 

98 (75.4)  

32 (24.6)  
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Relationship 

Status  

Single 

In 

relationship  

 

 

38 (63.3) 

22 (36.7) 

 

 

33 (54.1) 

28 (45.9) 

 

 

12 (42.9) 

16 (57.1) 

 

 

16 (34.8) 

30 (65.2)  

 

 

77 (59.2)  

53 (40.8) 

 

 

* includes the participants who were removed for the high MC and low MC group division. 

Betrayal Screening Measures  

A summary of the betrayal screening measure (BSM) responses are presented in 

Table 3. There appears to be no clear differences with self-reported betrayal experiences 

between groups, (with 70% of non-clinical group reporting betrayal experiences and 54% 

betrayal of others). 

Table 3. Betrayal Screening Measures by group (percentage of group shown in parentheses) 

 High MC 

OCD Group 

n= 60 

N (%) 

Low MC 

OCD  Group 

n= 61 

N (%) 

Depression 

Group n=28  

N (%) 

Non-clinical 

Group n= 46 

N (%) 

Combined 

OCD group 

n=130* 

N (%) 

Have ever 

experienced 

betrayal  

53 (88.3) 56 (91.8) 25 (85.3) 32 (69.6)  116 (89.2)  

 

Lasting 

impact from 

that betrayal  

50 (83.3)  49 (80.3) 22 (78.6)  25 (54.3) 106 (81.5)  

Feel that 

might have 

betrayed 

others  

 

Lasting 

impact of 

possible 

betrayal of 

others  

41 (68.3)  

 

 

 

 

32 (53.3) 

44 (72.1) 

 

 

 

 

34 (55.7) 

13 (46.4)  

 

 

 

 

7 (25) 

25 (54.3)  

 

 

 

 

14 (30.4) 

91 (70)  

 

 

 

 

70 (53.8) 

* includes the participants who were removed for the high MC and low MC group division. 

Descriptive Psychopathology  

 The main descriptive mental health measures are shown by group in Table 4. One-

way Analyses of Variance (ANOVA) with planned comparisons (LSD) to compare group 

means were conducted for measures with a single score. A significant main effect of group 

was found on: the GAD-7 (F(3,191) = 62.40, p<.001); PHQ-9 (F(3,191) = 40.83, p <.001); the 

WSAS (F(3,191) = 55.12, p <.001) and the total score for the measure of obsession (OCI) 

(F(3,191) = 131.66, p<.001).  
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Post-hoc multiple comparisons using the LSD test demonstrated that the clinical 

groups varied from the non-clinical control group, with between clinical group scores being 

similar, except for the high MC OCD group on the OCI and GAD-7 which found 

significantly higher scores than other groups (p<.001 on all comparisons). These differences 

are summarised in Table 4.  

A mixed-model ANOVA was conducted for the OCI subscales for between the four 

groups. The ANOVA indicated a main effect of subscale type (F(3.2, 614) = 64.78, 

Greenhouse-Geisser p <.001). There was also a significant main effect of group (F(3,191) = 

138.88, p<.001). These main effects were modified by a significant group by subscale type 

interaction (F(9.6,614) = 15.25, Greenhouse-Geisser p <.001). Simple main effects analyses 

between groups were conducted and between groups differences are shown in Table 4.  

 

Table 4. Descriptive measure scores by group 

Note: abcMeans that do not share the same superscript horizontally are significantly different 

on multiple comparison (p< .05) 

 

 

 

 High MC OCD 

Group n= 60 

Mean (SD) 

Low MC OCD  

 Group n= 61 

Mean (SD) 

Depression 

Group n=28  

Mean (SD) 

Non-clinical  

Group n= 46 

Mean (SD) 

OCD 

combined 

groups n=130  

Mean (SD) 

Gad-7 20.93 a (6.14) 16.08 b (6.66) 15.68 b (5.87) 5.46 c (3.94) 18.18 (6.76)  

PHQ-9 15.4 a(6.35)  13.67 a (6.95) 13.86 a (4.45) 4 b (2.46) 14.23 (6.60) 

WSAS  

 

OCI  

 

OCI 

Subscales 

Washing 

 

Checking 

 

Doubting 

 

Ordering 

 

Obsessions 

 

Neutralising 

25.53 a (6.94)  

 

88.83a (29.51) 

 

 

 

17.67 a (9.31) 

 

17.62 a (8.85) 

 

7.50 a (3.14) 

 

9.62 a (5.11) 

 

21.22 a (7.13) 

 

10.35 a (5.85) 

20.26 a (8.91) 

 

52.57 b (23.67) 

 

 

 

6.05 b (6.83) 

 

10.36 b (7.31) 

 

4.41 b (3.43) 

 

5.87 b (5.30) 

 

15.44 b (8.12) 

 

7.11 b (5.05) 

21.14 b (7.39) 

 

19.32 c (9.29) 

 

 

 

2.39 c (3.16) 

 

3.68 c (2.99)  

 

1.43 c (1.43) 

 

2.39 c (2.41) 

 

5.25 c (3.30) 

 

2.21 c (1.93)  

7.02 c (6.24) 

 

10.43 c (9.56) 

 

 

 

1.07 c (2.09) 

 

2.28 c (2.93) 

 

0.96 c (1.56) 

 

1.04 c (1.53) 

 

2.63 c (3) 

 

1.43 c (1.60) 

22.54 (8.43) 

 

69.34 (31.89) 

 

 

 

11.68 (9.84) 

 

13.79 (8.74) 

 

5.87 (3.56) 

 

7.55 (5.43) 

 

17.92 (8.37) 

 

8.51 (5.66) 
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Primary outcome variables 

  The main analysis conducted were the four groups, looking at scores on betrayal 

sensitivity and sensitivity to betraying others (POBS and POBOS respectively). This was 

analysed with a mixed-model ANOVA with the scale type (POBS vs POBOS) as within-

subject and ‘diagnostic group’ as grouping variables.    

The ANOVA indicated a main effect of scale type (POBS and POBOS) (F(1,191) = 

63.18, p<001). There was also a significant main effect of group (F(3,191) = 23.44, p<.001). 

These main effects were modified by a significant group by scale type interaction, (F(3,191) = 

3.04  p<.05) (see Figure 1).   

 

 

 

 

 

 

 

 

 

Figure 1. Graph demonstrating participant scores on betrayal measures.  

As the interaction was significant, simple main effects analyses for the POBS and 

POBOS were conducted to decompose it. Results indicated a significant group effect for 

both the POBS (F(3,191) = 13.5, p<.001) and the POBOS (F(3,191)  = 18.8, p<.001). Post-hoc 

multiple comparisons (LSD) showed that the high MC group was significantly higher on 

both the betrayal measures than controls (POBS p<.001, POBOS p<.001), low MC (POBS 

p<.05, POBOS p<.05) and depressed (POBS p<.05, POBOS p<.001). The low MC and 

depression groups were comparable on POBS, whereas the depression group was 

comparable to controls on the POBOS (Table 5).  
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Table 5. Exploratory measure scores by group  

 High MC OCD 

Group n= 60 

Mean (SD) 

Low MC OCD  

Group n= 61 

Mean (SD) 

Depression 

Group n=28  

Mean (SD) 

Non-clinical 

Group n= 46 

Mean (SD) 

Combined 

OCD* 

n=130  

Mean (SD)  

VOCI-MC  

 

RRS 

 

POBS  

 

POBOS  

 

RAS  

52.60  (15.09) 

 

62.03 a (12.94) 

 

132.28 a (38.58) 

 

112.22 a (44.10) 

 

150.31 a (23.28) 

12.13 (7.82) 

 

57.25 b (11.77) 

 

113.89b (44.06) 

 

93.16 b (46.82) 

 

129.32b (28.61) 

7.54* (9.03) 

 

55.93 b (11.68) 

 

111.71 b (34.09) 

 

60.21 c (39.89) 

 

113.75 c (21) 

2.87 * (6.20) 

 

37.11 c (9.97) 

 

81.85 c (41.63) 

 

56.59 c (36.12) 

 

104.78 c (28.01) 

32.01* (22.74) 

 

59.38 (12.45)  

 

121.45 (42.18)  

 

100.22 (47.04) 

 

139.36 (27.67)   

*VOCI-MC comparisons; as OCD subgroups were separated on this variable, the 

appropriate analysis is the entire OCD group with the other groups. 

 

Mental Contamination 

As the low and high MC groups were defined by the VOCI-MC, a one-way 

ANOVA was conducted on the VOCI-MC score for three groups (OCD combined, 

depression and non-clinical). Results demonstrated a significant main effect of group (F(2,203) 

= 50.80, p<.001). Multiple comparisons (Table 5) using the LSD test indicated that the 

VOCI-MC score was significantly higher in the OCD group than the depressed group and 

non-clinical group (p<.001) which did not differ from each other.   

Rumination  

A one-way ANOVA was conducted for the total RRS score. Results indicated a 

significant between-group effect (F(3,191)  = 42.87, p =<.001).  Post-hoc comparisons using 

LSD test showed RRS total was significantly higher in the high MC OCD group than in the 

low MC (p<0.05), depression (p< 0.05) and non-clinical group (p<.001).   

 

Responsibility   

A one-way ANOVA was conducted for the total RAS score. Results indicated a 

significant effect of group (F(3,191) = 28.17, p<.001). Post-hoc comparisons using LSD test 

showed RAS was significantly higher in the high MC OCD group than all other groups 

(p<.001). The depression group was comparable to non-clinical controls (p<.001).  
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Multiple regression  

Multiple regression analysis was used to examine aspects of sensitivity to 

experiences of betrayal, in prediction of sensitivity to betraying others scores across the 

OCD combined group (F(2,127) = 9.54, p<.001). It was found that the POBS scale 

significantly predicted scores on the POBOS; adjusted R² was 0.117, indicating that it 

accounted for 11.7% of the variance.  

Multiple regression was also used to examine aspects of betrayal, rumination and 

responsibility in prediction of mental contamination in the OCD combined group (F(2,118) = 

6.64, p<.001). It was found that the RAS significantly predicted scores on the VOCI-MC; 

adjusted R2 was 0.156 indicating that 15.6% of the variance in VOCI-MC was accounted for 

by responsibility. As RAS is not a measure of MC, and betrayal measures didn’t enter, a 

correlation was carried out for the combined OCD group and found the RAS correlated with 

POBS (.39), POBOS (.31), and VOCI-MC (.41). Data adhered to collinearity requirements.  

Table 6. Multiple regression results for POBS predicting POBOS scores and RAS predicting 

VOCI-MC scores 

 

Variable Adjusted R2 Beta t value P value 

POBS .117 .272 2.88 .005 

RAS .156 .352 3.75 <.001 

 

Discussion 

The present study investigated the prior observation of high betrayal sensitivity 

specific to OCD, extending this by dividing those with OCD into high and low MC 

subgroups. It also examined the previously demonstrated relationship between OCD and 

MC.  The new hypothesis under investigation is that individuals with high MC OCD would 

also be more sensitive than those with low MC OCD, depressed and non-clinical controls 

not only to being betrayed but also to having betrayed others. Finally, this study aimed to 

understand if there is a relationship between rumination and mental contamination, as well 

as responsibility beliefs and mental contamination.  

Findings indicated that overall MC was elevated in those with OCD compared to 

both depressed and healthy control groups.  People with high MC OCD were not only 

significantly more sensitive to the idea of being betrayed compared to low MC OCD, 

depressed and non-clinical control groups, but also to betraying others. The low MC OCD 

group were comparable to the depressed group on betrayal sensitivity but not sensitivity to 
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betraying others. Sensitivity to betraying others was found to be elevated in the high MC 

OCD group but, by contrast, the depression group were significantly lower than the low MC 

OCD group, and in fact were comparable to controls for sensitivity to betraying others. In 

the OCD groups, there was a significant association between the extent of perceived 

betrayal and the extent of considering oneself to have betrayed others, or being likely to do 

so in the future. The general measure of rumination was higher in those with mental 

contamination in OCD than OCD controls as well as depressed controls.  A similar pattern 

was also found for responsibility beliefs. It was also found that, as in previous studies, 

obsessional symptoms were elevated in OCD participants with a significant component of 

MC. 

Although Rachman et al, (2012) noted that betrayal ‘perpetration’ can lead to 

mental contamination, fears of betraying others had not been previously investigated in 

clinical samples. The current finding is that people with high MC OCD were significantly 

more sensitive to the idea that they may have betrayed, or could betray, others and that this 

was specific to those with OCD. This is consistent with findings of non-clinical samples 

(Waller & Boschen, 2015; Kennedy & Simonds, 2017) where it was noted that imaginal 

perpetration of a non-consensual kiss can lead to feelings of mental contamination. Findings 

that betrayal sensitivity was greater in people with high MC OCD than in those with low 

MC OCD is also consistent with findings and predictions from previous clinical research 

(Pagdin, 2015). Interestingly, the self-reported experience of betrayal was not different 

between groups, with all groups reporting betrayal experience. This indicates that it might 

not be purely about having had lived experience of betrayals, but that the observed clinical 

differences might represent something else such as the type and extent of betrayal. Further 

to this, it is interesting that the self-reported lasting impact of betrayal events did not differ 

between the low and high MC OCD groups. This therefore further supports the theoretical 

underpinning of the cognitive model (i.e. that appraisals/interpretations of these events are 

critical), as would be predicted by the cognitive model of OCD (Salkovskis, 2000).   

As in previous research (Pagdin, 2015), people with high MC OCD reported higher 

instances of experiencing betrayal. The interaction between perceived betrayal and the 

extent of considering self to have betrayed others for both OCD groups and controls is a 

new finding, and the fact that the depressed group showed relatively high scores in terms of 

increased sensitivity to being betrayed but not to betraying is especially interesting. The 

depression group was included in the design to examine if reported experiences of betrayal 

was a specific (to OCD) or non-specific effect as this had not been previously investigated. 

The finding that people experiencing depression demonstrate similar levels of betrayal 

sensitivity relative to those with low MC OCD is consistent with the idea that betrayal 
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sensitivity could be a generalised contributor/factor in mental health difficulties. Betrayal is 

likely to be a particularly intense adverse life event, sensitising those experiencing it to 

future betrayals in a particularly unhelpful way. The finding that the depressed group scored 

comparably to controls on the sensitivity to betrayal of others is consistent with observations 

regarding the clinical features which differentiate depression and OCD (Salkovskis, 2000). 

People with OCD can have an inflated sense of responsibility (to keep self/others safe from 

harm) whereas this is not a clinical feature of depression. It is possible that responsibility 

attributions are key in this observed clinical group difference. For instance, it is likely that 

depressed participants do not experience responsibility attributions about harming/betraying 

others as OCD participants do. This would be consistent with Kennedy & Simonds (2017) 

who found that manipulating levels of personal responsibility moderated components of 

MC.  

The finding that the high MC OCD group scored higher than low MC OCD and 

depressed controls on the rumination measure indicates that rumination may have an 

important role in the presentation of MC and betrayal experiences; that is, that dwelling on 

ideas of betrayal may amplify its effects. This would be consistent with previous studies 

indicating a link between betrayal and rumination (Mills et al, 2014). This finding is also 

consistent with research demonstrating high levels of rumination in people with OCD (Wahl 

et al., 2011). Results from regression analyses in the combined OCD group indicate that 

RAS scores are more predictive of mental contamination than betrayal and rumination.  

 

Limitations 

Due to a technical error, age of participants was not collected. This limitation 

impacts on being able to define the group by age as there is missing demographic 

information. However, the previous research demonstrated no correlations between age and 

betrayal sensitivity measures (Pagdin, 2015).  Measures of psychopathology were used to 

ascertain participant mental health difficulties, as these were self-selecting groups, results 

relied on questionnaire responses which are not as accurate as comprehensive clinical 

screening tools. This limitation could have been reduced with a more rigorous tool such as 

the Structured Clinical Interview for DSM-IV Axis I Disorders (First et al., 2002).   

The POBOS was adapted from an existing validated measure (POBS) (Pagdin, 

2015), however, as the POBOS itself was not directly validated; further research is required 

to fully validate this measure. The Cronbach’s alpha (α= .98) was good in this sample. The 

responsibility assumptions measure did not include all the original questionnaire items due 

to software error, and therefore is a limitation as it is not representative of the validated full 

measure. Information was not gathered to ascertain where participants were recruited from 
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or had heard about the research, and therefore it remains unclear which recruitment methods 

were most successful. Another limitation which is important to consider relates to the 

differences between the high and low MC OCD groups, particularly that their scores on OCI 

subscales were significantly different and that the OCD groups scored highly on depressive 

symptomatology. When comparing groups from a methodological perspective, it is useful to 

have groups as similar as possible. However, as this is a clinical population this is often not 

what is reflected in clinical groups. These differences could pose a limitation as the groups 

differ, the differences are likely to reflect impairment, but nevertheless may be clinically 

meaningful and may require further investigation. Whilst there are the aforementioned 

limitations to this study, this research has an adequately powered sample size and 

contributes to an emerging evidence base examining the role of betrayal in mental health 

difficulties.  

Clinical Implications  

MC is known to be a ‘hard to treat’ form of OCD. The current research replicated 

previous findings of elevated betrayal sensitivity in OCD, suggesting specificity to those 

high in MC. The addition of sensitivity to betrayal of others is consistent with the clinical 

observation that some people with MC OCD generalise their experience of being betrayed 

to the idea that they may be at risk of betraying those who trust them; a specific type of 

inflated responsibility. Current treatments emphasise working with the historical ‘betrayal’ 

experience; however this study demonstrates that some people with high MC have an 

increased sensitivity to the sense of being a ‘perpetrator’. Consequently, this might also 

need to form part of the focus of treatment to ensure the best possible therapeutic outcomes. 

Specifically for OCD, it is possible that the experience of previously being betrayed results 

in increased current sensitivity to being a ‘betrayer’. The focus of clinical work could be to 

redefine these difficulties by reappraising beliefs regarding experience of betrayal and the 

likelihood of betraying others. 

Another key clinical consideration is the sensitivity to betrayal experiences in 

people with depression, as elevated levels of betrayal sensitivity were found in this 

participant group.  

Future research  

Despite betrayal being frequently reported as a key construct in clinical literature as 

a key relationally relevant life event, it remains an under-researched domain. The present 

study highlights a number of questions and avenues for further research which may inform 

treatment approaches and support the assumption that experiences of betrayal are to be 

incorporated into therapeutic approaches for people with MC. The other clinical group 
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where betrayal appears to be central is for people with complex trauma presentations; future 

investigation of this clinical group is likely to be revealing. It remains unclear whether 

specific types of betrayal are key in the experience of mental contamination, this could be 

explored using Single Case Experimental Design studies. Qualitative research would also be 

invaluable in examining the complexity of betrayal events and their impact both in terms of 

sensitivity to betrayal and betraying others. Further investigation of the role of responsibility 

attributions and rumination with the use of additional measures could also support/inform 

therapeutic approaches and improve understanding of MC. The present study was not 

primarily designed to evaluate the role of responsibility and rumination; mediational studies 

designed to examine this directly would be helpful. It would also be of value to further 

explore maladaptive appraisals/interpretations of betrayal events, particularly between those 

with low MC OCD and high MC OCD.  

Conclusion/Summary  

This is the first study measuring sensitivity to having betrayed others in clinical and 

non-clinical groups. Results are consistent with the view that betrayal appears to be an 

important construct for people with high MC OCD, and possibly general psychopathology 

as demonstrated by depression group scores. There appears to be a strong link between high 

MC OCD and perception of betraying others. Rumination and responsibility also appear to 

be related to this phenomenon. These findings have important implications for informing 

psychological therapy though further research is required to understand the underlying 

mechanisms.  
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Mental contamination (MC) was introduced by Rachman (2006) to describe 

subjective feelings of ‘dirtiness’ which are experienced in the absence of direct physical 

contact/contaminants. These feelings of ‘internal/emotional dirtiness’ are often linked to 

experiences of being humiliated, violated or deceived, and commonly involve a moral 

appraisal of the self as shameful or ‘bad’ (Herba & Rachman, 2007). Despite betrayal being 

a commonly encountered concept within society, culture, literature etc. little is known about 

betrayal as a psychological concept within applied psychological research. There is evidence 

which indicates that elevated perception of having been betrayed is associated with both 

Obsessive Compulsive Disorder (OCD) and feelings of MC (Rachman, 2004; 2010; 

Warnock-Parkes, Salkovskis, & Rachman, 2012; Coughtrey et al., 2013). 

A recent study in clinical samples (Pagdin, 2015) provided support for the 

relationship between sensitivity to betrayal and MC in the context of OCD. Through the use 

of specific questionnaires targeting betrayal experiences, results demonstrated that 

individuals with MC OCD showed significantly higher scores of maladaptive perceptions of 

betrayal than all other groups. The study found scores representing sensitivity to betrayal to 

be a moderate predictor of the experience of mental contamination and to be uniquely 

elevated in a sample of participants with OCD. Taken together, the difference between 

clinical and non-clinical samples suggests that actual rather than ‘imagined’ betrayal may be 

crucial. Clinical observations (Salkovskis, personal communication) have highlighted the 

possibility that the person with OCD who is sensitive to being betrayed may, as a result, 

have a reduced threshold for perceiving themselves as being responsible for betraying 

others. If this is so, it may account for some elements of compulsive behaviours; currently 

the role of perceived “perpetration” in terms of betrayal remains empirically ambiguous.  

The current study aimed to replicate the previous finding of sensitivity to being 

betrayed, and to determine whether people with high MC OCD are also relatively more 

sensitive to the idea that they have betrayed others compared to those with low levels of MC 

OCD. Alongside this, the study aimed to investigate the role of rumination and 

responsibility. The hypotheses were that firstly, people with high MC OCD will be more 

sensitive to the idea that they may have betrayed, or could betray, others. Secondly, that 

there would be an association between the extent of perceived betrayal and the threshold for 

considering oneself to have betrayed others, or being likely to do so in the future. Thirdly, 

rumination and responsibility will be higher in those with high MC in comparison to OCD 

controls. Finally, that the previously observed link between OCD and betrayal will be 

greater in people with high MC OCD those with low MC OCD. 

An objective of this project was to contribute to our clinical understanding of the 

role of betrayal in mental contamination OCD, which is known to be a ‘hard to treat’ form 
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of OCD. It is hoped that a better understanding could inform psychological treatment, the 

development of which is still in its infancy for this subtype of OCD.  

The study adopted a cross-sectional, between-groups design. An anonymous online 

questionnaire was completed by participants; including betrayal specific measures. 

Participants were recruited through NHS sites and social media platforms to one of four 

groups; high MC OCD (N= 60), low MC OCD (N=61), Depression (N=28) and non-clinical 

controls (N=46). Participants completed questionnaire measures assessing symptoms of 

depression, work and social functioning, general anxiety, OCD, mental contamination, 

rumination, responsibility attitudes, betrayal experiences and betrayal of others.  

Findings indicated that, as predicted, people with high MC OCD were significantly more 

sensitive to the idea of being betrayed compared to low MC OCD, depressed and non-

clinical control groups; sensitivity to betraying others was also higher in this group than the 

other groups. It was found that the low MC OCD participants were comparable to the 

depressed group in this variable. There was a similar pattern for sensitivity to betraying 

others; this was elevated in the high MC OCD group but, by contrast, the depression group 

were significantly lower than the low MC OCD group, and in fact were comparable to 

controls. For the OCD groups, there was a significant association between the extent of 

perceived betrayal and the extent of considering oneself to have betrayed others, or being 

likely to do so in the future. The secondary hypotheses were also confirmed that rumination 

and responsibility were higher in those with mental contamination in OCD than OCD 

controls as well as depressed controls. Regression analyses found that responsibility was a 

predictor of MC in OCD participants.  

This is the first study measuring sensitivity to having betrayed others in clinical and 

non-clinical groups. Results further support that betrayal appears to be an important 

construct for people with high MC OCD, and possibly general psychopathology as 

demonstrated by the MC scores of the depression group. There appears to be a strong link 

between high MC OCD and perception of betraying others. The roles of rumination and 

responsibility also appear to be important in this phenomenon. This study contributes to an 

increasing body of research investigating the impact of betrayal on psychopathology. These 

findings have important implications for informing psychological therapy, and it is possible 

that betrayal experiences may need to be reappraised. Further research is required to 

understand the underlying mechanisms. Qualitative research investigating betrayal 

experiences and beliefs about betrayal could yield interesting findings otherwise unknown 

in quantitative measures.  
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Connecting Narrative  

Prior to training, my experience was mostly clinical, having only undertaken 

research in the context of my undergraduate dissertation, data collection for an experimental 

study, and audit in the work place. As such, the research aspect of training has been the 

most challenging and whilst I have learnt a lot, it was very stressful at times.  

Case Studies  

Clinical work is the key reason that I was initially interested in Clinical Psychology 

and I found the case-studies to be particularly rewarding pieces of work. Case studies were 

due at the end of placements, which was alongside several other submissions and 

requirements, as such the write up of case studies was usually quite time pressured. 

Nevertheless, I found it really valuable to review the literature and re-assess the evidence-

base as a way of supporting the approach and reflecting/improving my practice. Having to 

write a Single Case Experimental Design case study involved a lot of planning and 

preparation, though I felt that this rigorous approach really benefitted the findings and write 

up. It especially highlighted to me the importance of bridging the scientist-practitioner and 

reflective-practitioner aspects of Clinical Psychology. The case studies provided an 

opportunity to consider theory-practice links. All my case studies were CBT based, with 

adaptations for complex presentations.  

I feel that case studies are important and invaluable for practicing clinicians to look 

at particularly in a field with little research (my literature review relied solely on an 

examination of case studies). I feel that the case studies I have written demonstrate the 

vastly different/diverse clinical presentations that I have worked with over the three years.  

Main Research Project  

I have been interested in OCD for as long as I can remember. I approached tutors on 

the course with a particular interest in OCD to discuss potential projects. A number of ideas 

were discussed, my previous internal supervisor Paul Salkovskis and I developed the project 

based on further exploring a previous trainees project. This process helped to form the 

project into specific research questions. I spent a substantial amount of time refining the 

research design and a few changes were made based on the PAS feedback.  

I met with a PPE member for input in developing the questionnaire measure. This 

consultation session was invaluable in considering the use of language as well as the overall 

experience of someone participating in research projects.  

Seeking NHS ethical approval was an arduous task, particularly having to do so 

alongside a number of other academic requirements and life events I was experiencing. The 
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process of completing the IRAS forms took a significant amount of time, as I had to wait for 

feedback from my supervisor and so it took especially long to get this stage completed. The 

REC panel stated that I had to attend a full review due to the nature of the project, which 

involved asking people potentially difficult/upsetting questions. A panel meeting with 

Oxford B REC was set up. Importantly, I was asked about the measures in place should 

participants become distressed during the questionnaire and appropriate measures were in 

place accordingly. There was a suggestion that I should provide a 24-hour helpline to 

participants, which I highlighted would not be possible due to various factors. As I was 

recruiting participants anonymously online, there was concern from the panel members if 

participants clicked off the questionnaire they would not be directed to the appropriate 

support information. This was taken on board and a pop-up option with detailed support 

information was added to the online questionnaire. After amendments were made, the 

project was approved in June 2018. Subsequently I applied for R&D approval from the two 

NHS trusts, (AWP and 2gether NHS Foundation Trust). Dr Josie Millar took over 

supervision when Paul Salkovskis left the course, and Josie was instrumental in supporting 

the recruitment process and keeping the project on track.  

I really enjoyed promoting my research project at OCD conferences. Firstly the 

OCD-UK conference in Brighton and then the OCD-Action focus day in Bristol. I think that 

attending these conferences really helped with recruitment. I met numerous individuals with 

OCD willing to take part and met people that ran community groups who were keen to 

promote the research on my behalf. I also spent time visiting and liaising with different 

NHS services, from Bath to Cheltenham and therefore these service visits were very time 

consuming. Nevertheless, it was really useful to meet the teams who had agreed to advertise 

the study, and I also think it was good for them to meet me – to put a face to the research. 

Some teams were very enthusiastic about the project and so this was encouraging during the 

later stages when recruitment had slowed down somewhat.  

NHS services were very busy and pressured, I was aware that identifying 

participants is another task/burden for clinicians, but I hope that I made this process as easy 

as possible for them. Some services felt that secondary care was not a suitable team to 

recruit from, however I felt passionately that it was important to provide people with the 

opportunity to participate in research and not be ‘blocking’ of their choice and the option to 

take part. I was very thankful for a few NHS clinicians who were really supportive of the 

research project and really urged their teams to help out. It shows how even if just one team 

member is enthusiastic about research, this can filter through the team.  

In hindsight, something that I wish I had done was to have a question which asked 

where participants had heard about the study. This could have evidenced which recruitment 
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method was most successful. I felt very grateful for all the kindness of participants and 

people online who shared the word about the study. I am pleased that I recruited participants 

online as I think it would have been far more difficult to meet participants/send out full 

questionnaires and get the paper responses back. I had enough participants by the end of 

February, and decided to close recruitment for the main project. It was a difficult decision, 

as I thought that if I kept promoting the research I may have been able to get more 

participants, but for my own well-being I think closing recruitment was the best decision. Dr 

Josie Millar and Professor Paul Salkovskis supported me with the data analysis and gave me 

useful feedback on the final draft, which I hope reflects a project of publishable quality. 

Writing up the research, and in particular writing the results and discussion was a reminder 

of why Clinical Psychologists scientific-practitioner approach can lead to real-life clinical 

practice changes.  

Service Improvement Project 

My SIP was based in the Doctorate in Clinical Psychology Department, focusing on 

disclosure of psychological difficulties in trainees. This was the first project to start but it 

possibly took the longest to complete. My interest in this SIP stemmed from being a trainee 

invited to be on the PPE panel, but at the time there appeared to be little consideration that 

trainees ourselves may also have personal experience. As someone with personal experience 

of psychological difficulties and an awareness that mental health professionals with personal 

eperience are still caught up in feelings of shame and are often ‘hidden’ – it felt like a really 

important area to explore. I wasn’t sure if the SIP could be conducted in a non-NHS setting, 

but when I approached Lorna Hogg (my previous supervisor) to discuss my interest in the 

project she reassured me that this was acceptable and we started to develop the project. 

During the consultation process in the earlier stages of the project, I liaised with a 

PPE member to gather their advice and expertise regarding the development of the 

questionnaire. This process was invaluable in fine tuning the language I was using in the 

questionnaire; it was also a great opportunity to discuss trainee wellbeing with someone 

who was passionate about everyone’s experience being valid and important. Initially the 

questionnaire we developed was extensive, but with the advice of previous trainees I scaled 

the project back somewhat as to not overwhelm myself and create a project that was too big 

within the structure of the course. 

Obtaining ethical approval for the SIP was much easier than the MRP, as I only 

required Department of Psychology ethical approval. This process was relatively quick, and 

once approval was gained I was authorised to send out the questionnaire.  
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It took a little while to get responses from trainees, but after a couple of months we 

reached the anticipated numbers and so I closed the project. In hindsight I think I could have 

gained some more participants with more directive and persistent recruiting. However, it 

was an uncomfortable position I was in as I could appreciate that a barrier to participation 

was work overload/being too busy. As the trainees were my peers, I was aware not to 

‘hassle’ them too much with the project.  

In the early stages of the project it was suggested that thematic analysis would be 

the qualitative approach to use, however when I started to attempt thematic analysis it was 

clear that it would not represent the various factors and research questions that we were 

trying to answer. Fortunately I received some fantastic supervision from an experienced 

qualitative researcher who advised me that content analysis would be the most appropriate 

and useful approach considering the number of research questions as well as the number of 

questionnaire questions. This process was somewhat frustrating as I had initially immersed 

myself in thematic analysis and had read up a lot about the process and what was required. I 

then had to do the same for content analysis but could immediately see its relevance and 

applicability to this project. Whilst the process of having to change the original analytic plan 

was frustrating, I see it as a valuable learning experience of taking agency in research and 

gave me a sense of confidence to stop something when I know it wasn’t the right way 

forward.  

The process of conducting content analysis was very time consuming and required 

significant attention and concentration. However, the process facilitated me to become very 

familiar/immersed in with the data. This was my first experience of qualitative analysis and 

I enjoyed the process more than quantitative statistics. As a visual person, I used many 

sheets of plain paper and different colourful pens during the content analysis process. Josie 

helped me to refine the categories further and was really supportive in guiding me through 

the process.  

I completed the write up of the SIP in December 2018, and the service were really 

pleased that the project had gone ahead. The course has taken on board a number of the 

suggestions from the SIP which I was really pleased about. During the time frame of 

analysing the data and writing up the SIP, there had been significant changes within the 

course and I wonder how different the responses would be should the SIP be conducted 

again. This is the project which I felt most passionately about, and even in the midst of 

writing it up, I felt a connection with the importance of the findings.  

Critical Review of the Literature (CRL)  

I had a particular interest in PTSD prior to the course, and so was keen to 

incorporate trauma into one of my research projects. Having examined the evidence base, 
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there was little research about PTSD in people with intellectual disabilities (PwID) and as 

such I contacted Dr Cathy Randle-Phillips as an LD specialist. Cathy was encouraging 

about the importance and need for a review in this field to address the gaps in the literature. 

We started to plan the review format and, as the field includes mostly case studies, it was 

decided that a systematic review would be optimal.  

After a substantial amount of time spent writing up the proposal, at the PAS session 

my initial CRL proposal was felt to be too broad in scope and subsequently needed to be 

refined. At the approval session it was felt that the original plan to include both assessment 

and treatment would be too vast, and as such the CRL subsequently focused solely on 

treatment. The systematic approach alongside the PRISMA guidance fitted well for me in 

providing a structure and clarity, at times when other projects did not feel clear. I was 

extremely anxious to conduct the search, for fear that I might be doing something wrong. 

The process of developing search terms alongside inclusion/exclusion criteria was lengthy, 

and with the support of our librarian I learnt a lot about the different requirements of 

different databases. I learnt a lot about a new methodology that I hadn’t experienced before. 

Whilst this process was very lengthy, it allowed me to immerse myself in the potential terms 

and familiarise myself with the workings of the databases in order to receive the optimal 

responses.  

Cathy helped in being a second person to assess the identified studies. Whilst there 

were only 14 studies found, it was time consuming to familiarise myself with every project 

and try to recall which each study represented.  

The progress of the CRL was very slow, as I was being pulled in a number of 

different directions with other projects. As such, the CRL would often fall by the wayside. 

When I allocated time to screen, extract and analyse, I oddly quite enjoyed the process as it 

was very methodical. Whilst I could draw some initial tentative conclusions, it was 

somewhat disappointing that the methodological issues in the field seemed to inhibit any 

strong conclusions or recommendations being made.  

The process of completing the CRL was both challenging and rewarding 

academically. In particular, the process of quality checking the selected studies was complex 

as I noticed myself wanting to get the most from the articles, whilst at the same time feeling 

deflated at the quality of some of the papers. It was reassuring to have discussions with 

Cathy about the quality of the selected studies, and I feel that these discussions helped to 

support the conclusions I made.  

It has been really valuable to think critically about a specific field and provide some 

brief suggestions for further research and practicing clinicians. I felt that the CRL had real 

clinical importance; when myself and other trainees were on our LD placements it was 
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frequently reported that there was little guidance for trauma work. This highlighted to me 

the real-life clinical relevance of reviews such as this, that there are clinicians working in the 

field with people with these difficulties and have no guidelines to refer to.  

Summary  

Overall, I had underestimated the difficulties that I would encounter in the process 

of conducting research. Having not had a lot of research experience, it was a steep learning 

curve. The strict time constraints of the course whilst also working full-time, in often 

distressing settings resulted in me finding it very difficult to prioritise aspects of the 

research projects - this process was stressful at times. I have valued the opportunity to 

explore various interesting fields and it was particularly rewarding conducting the SIP 

where I was able to directly feedback and see the changes made based on the project. 

Consultation with people with personal experience was a key factor in my enjoyment and 

enthusiasm for research projects. It was at these meetings that I learned a lot about 

experience of participating in research, and how to ensure that the individual experience 

isn’t ‘lost’ to the science.  

Having learnt a lot about research, I am keen to continue with this knowledge and 

experience in my career. Time and resources in NHS settings are incredibly limited, but I 

hope that I can find opportunities to practice research whilst in a predominantly clinical 

post. I feel that Clinical Psychologists should be able to uphold research, service evaluation 

and consultation within their roles as these are key factors within our training. I hope that I 

can engage in clinically relevant research including service projects, consultancies and case 

studies.  I hope to continue applying my research knowledge and experience for evaluation 

and development purposes, and continuing to disseminate psychological thinking in both 

clinical and academic platforms.  

 I hope to publish work as I progress through my career. As a starting point, I would 

like to publish my research projects that I have completed as part of this course. Whilst the 

challenges of research have been upsetting, frustrating and overwhelming, I have learnt a lot 

about research and research processes in the NHS particularly. I have also learnt a lot about 

myself, and my own tendencies to doubt myself and question my research ability. I hope to 

hold onto my learning and remind myself that I am capable of more than I think.  
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Research Appendices 

Appendix A – Instructions for Authors - Advances in Mental Health & Intellectual 

Disabilities  

FORMAT Article files should be provided in Microsoft Word format. LaTex files 

can be used if an accompanying PDF document is provided. PDF as a 

sole file type is not accepted, a PDF must be accompanied by the 

source file. Acceptable figure file types are listed further below. 

ARTICLE LENGTH Articles should be between 3000 and 6000 words in length. This 

includes all text including references and appendices. Please allow 350 

words for each figure or table. 

ARTICLE TITLE A title of not more than eight words should be provided. 

AUTHOR DETAILS All contributing authors’ names should be added to the ScholarOne 

submission, and their names arranged in the correct order for 

publication.  

• Correct email addresses should be supplied for each author in 
their separate author accounts 

• The full name of each author must be present in their author 
account in the exact format they should appear for 

publication, including or excluding any middle names or 
initials as required 

• The affiliation of each contributing author should be correct in 
their individual author account. The affiliation listed should be 
where they were based at the time that the research for the 

paper was conducted 

BIOGRAPHIES AND 

ACKNOWLEDGEMENTS 

Authors who wish to include these items should save them together in 

an MS Word file to be uploaded with the submission. If they are to be 

included, a brief professional biography of not more than 100 words 

should be supplied for each named author. 

RESEARCH FUNDING Authors must declare all sources of external research funding in their 

article and a statement to this effect should appear in the 

Acknowledgements section. Authors should describe the role of the 

funder or financial sponsor in the entire research process, from study 

design to submission. 

STRUCTURED 

ABSTRACT  

Authors must supply a structured abstract in their submission, set out 

under 4-7 sub-headings (see our "How to... write an abstract" guide for 

practical help and guidance):  

http://www.emeraldgrouppublishing.com/authors/guides/write/abstracts.htm?part=1#2
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• Purpose (mandatory)  
• Design/methodology/approach (mandatory)  

• Findings (mandatory)  
• Research limitations/implications (if applicable)  

• Practical implications (if applicable) 
• Social implications (if applicable) 
• Originality/value (mandatory) 

Maximum is 250 words in total (including keywords and article 

classification, see below). 

 

Authors should avoid the use of personal pronouns within the 

structured abstract and body of the paper (e.g. "this paper 

investigates..." is correct, "I investigate..." is incorrect). 

KEYWORDS Authors should provide appropriate and short keywords in the 

ScholarOne submission that encapsulate the principal topics of the 

paper (see the How to... ensure your article is highly downloaded 

guide for practical help and guidance on choosing search-engine 

friendly keywords). The maximum number of keywords is 12. 

 

Whilst Emerald will endeavour to use submitted keywords in the 

published version, all keywords are subject to approval by Emerald’s in 

house editorial team and may be replaced by a matching term to 

ensure consistency. 

ARTICLE 

CLASSIFICATION  

LITERATURE REVIEW. It is expected that all types of paper cite any 

relevant literature so this category should only be used if the main 

purpose of the paper is to annotate and/or critique the literature in a 

particular subject area. It may be a selective bibliography providing 

advice on information sources or it may be comprehensive in that the 

paper's aim is to cover the main contributors to the development of a 

topic and explore their different views.  

HEADINGS Headings must be concise, with a clear indication of the distinction 

between the hierarchy of headings.  

 

The preferred format is for first level headings to be presented in bold 

format and subsequent sub-headings to be presented in medium 

italics.  

NOTES/ENDNOTES Notes or Endnotes should be used only if absolutely necessary and 

must be identified in the text by consecutive numbers, enclosed in 

square brackets and listed at the end of the article. 

FIGURES All Figures (charts, diagrams, line drawings, web pages/screenshots, 

and photographic images) should be submitted in electronic form.  

 

http://www.emeraldgrouppublishing.com/authors/guides/promote/optimize1.htm
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All Figures should be of high quality, legible and numbered 

consecutively with arabic numerals. Graphics may be supplied in 

colour to facilitate their appearance on the online database.  

TABLES Tables should be typed and included in a separate file to the main 

body of the article. The position of each table should be clearly 

labelled in the body text of article with corresponding labels being 

clearly shown in the separate file.  

 

Ensure that any superscripts or asterisks are shown next to the 

relevant items and have corresponding explanations displayed as 

footnotes to the table, figure or plate.  

REFERENCES References to other publications must be in HARVARD style and 

carefully checked for completeness, accuracy and consistency. This is 

very important in an electronic environment because it enables your 

readers to exploit the Reference Linking facility on the database and 

link back to the works you have cited through CrossRef. 

 

You should cite publications in the text: (Adams, 2006) using the first 

named author's name or (Adams and Brown, 2006) citing both names 

of two, or (Adams et al., 2006), when there are three or more authors. 

At the end of the paper a reference list in alphabetical order should be 

supplied: 

For books  Surname, Initials (year), Title of Book, Publisher, Place of publication. 

e.g. Harrow, R. (2005), No Place to Hide, Simon & Schuster, New York, 

NY.  
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Appendix B - Data abstraction form  
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Appendix C - Critical Appraisal of a Case Study (Centre for Evidence Based Medicine) 

 

 

 

 

 

 

 

 

 

 

 

The transferability and descriptive quality of the research (research question, setting and 

sample, authors perspective) was determined using questions 1, 3, 4 and 10. The robustness 

of the study methodology (design, methodology and analysis used) was evaluated using 

questions 2, 5, 6, 7, 8 and 9. For the purposes of this literature review, quality was 

categorised as poor, acceptable, good and very good.  
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Appendix D – Author guidelines The British Journal of Clinical Psychology  

1. SUBMISSION  

Authors should kindly note that submission implies that the content has not been 

published or submitted for publication elsewhere except as a brief abstract in the 

proceedings of a scientific meeting or symposium. 

Once the submission materials have been prepared in accordance with the Author 

Guidelines, manuscripts should be submitted online at 

http://www.editorialmanager.com/bjcp  

Click here for more details on how to use Editorial Manager. 

All papers published in the British Journal of Clinical Psychology are eligible for Panel A: 

Psychology, Psychiatry and Neuroscience in the Research Excellence Framework (REF). 

2. AIMS AND SCOPE 

The British Journal of Clinical Psychology publishes original research, both empirical and 

theoretical, on all aspects of clinical psychology: 

• clinical and abnormal psychology featuring descriptive or experimental studies 

• aetiology, assessment and treatment of the whole range of psychological disorders 

irrespective of age group and setting 

• biological influences on individual behaviour 

• studies of psychological interventions and treatment on individuals, dyads, families 

and groups 

For specific submission requirements, please view the Author Guidelines. 

The Journal is catholic with respect to the range of theories and methods used to 

answer substantive scientific problems. Studies of samples with no current psychological 

disorder will only be considered if they have a direct bearing on clinical theory or 

practice. 

The following types of paper are invited: 

• papers reporting original empirical investigations; 

• theoretical papers, provided that these are sufficiently related to empirical data; 

• review articles, which need not be exhaustive, but which should give an interpretation 

of the state of research in a given field and, where appropriate, identify its clinical 

implications; 

• Brief Reports and Comments. 

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS 

•        Articles should be no more than 5000 words (excluding the abstract, reference 

list, tables and figures) and any papers that are over this word limit will be 

http://www.editorialmanager.com/bjcp
http://www.wileyauthors.com/editorialmanager
https://onlinelibrary.wiley.com/page/journal/20448260/homepage/forauthors.html
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returned to the authors. Appendices are included in the word limit; however 

online appendices are not included.  

In exceptional cases the Editor retains discretion to publish papers beyond this 

length where the clear and concise expression of the scientific content requires 

greater length (e.g., explanation of a new theory or a substantially new method). 

Authors must contact the Editor prior to submission in such a case. 

•        Please refer to the separate guidelines for Registered Reports. 

•        All systematic reviews must be pre-registered.  

4. PREPARING THE SUBMISSION 

Contributions must be typed in double spacing. All sheets must be numbered. 

Main Text File 

As papers are double-blind peer reviewed, the main text file should not include any 

information that might identify the authors. 

The main text file should be presented in the following order: 

         i.          Title 

       ii.           Main text  

      iii.           References 

      iv.           Tables and figures (each complete with title and footnotes) 

        v.          Appendices (if relevant)  

Supporting information should be supplied as separate files. Tables and figures can be 

included at the end of the main document or attached as separate files but they must 

be mentioned in the text.  

References 

References should be prepared according to the Publication Manual of the American 

Psychological Association (6th edition). This means in text citations should follow the 

author-date method whereby the author's last name and the year of publication for the 

source should appear in the text, for example, (Jones, 1998). The complete reference list 

should appear alphabetically by name at the end of the paper. Please note that for 

journal articles, issue numbers are not included unless each issue in the volume begins 

with page 1, and a DOI should be provided for all references where available. 

For more information about APA referencing style, please refer to the APA FAQ. 

Tables 

Tables should be self-contained and complement, not duplicate, information contained 

in the text. They should be supplied as editable files, not pasted as images. Legends 

should be concise but comprehensive – the table, legend, and footnotes must be 

understandable without reference to the text. All abbreviations must be defined in 

footnotes. Footnote symbols: †, ‡, §, ¶, should be used (in that order) and *, **, *** should 

https://onlinelibrary.wiley.com/page/journal/20448260/homepage/registeredreportsguidelines.htm
http://www.apastyle.org/search.aspx?query=&fq=StyleTopicFilt:%22References%22&sort=ContentDateSort%20desc
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be reserved for P-values. Statistical measures such as SD or SEM should be identified in 

the headings.  

Figures 

Although authors are encouraged to send the highest-quality figures possible, for peer-

review purposes, a wide variety of formats, sizes, and resolutions are accepted. 

Click here for the basic figure requirements for figures submitted with manuscripts for 

initial peer review, as well as the more detailed post-acceptance figure requirements.  

Legends should be concise but comprehensive – the figure and its legend must be 

understandable without reference to the text. Include definitions of any symbols used 

and define/explain all abbreviations and units of measurement.  

Colour figures. Figures submitted in colour may be reproduced in colour online free of 

charge. Please note, however, that it is preferable that line figures (e.g. graphs and 

charts) are supplied in black and white so that they are legible if printed by a reader in 

black and white. If an author would prefer to have figures printed in colour in hard 

copies of the journal, a fee will be charged by the Publisher.  

Supporting Information 

Supporting information is information that is not essential to the article, but provides 

greater depth and background. It is hosted online and appears without editing or 

typesetting. It may include tables, figures, videos, datasets, etc. 

Click here for Wiley’s FAQs on supporting information.  

Note: if data, scripts, or other artefacts used to generate the analyses presented in the 

paper are available via a publicly available data repository, authors should include a 

reference to the location of the material within their paper. 
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Appendix E – SIP Ethical Approval  

RE: Ethics 17-211 Disclosure of personal experiences 
in trainee Clinical Psychologists - Approved  

psychology-ethics  
Mon 18/09/2017 09:30  
To: Sarah Howkins <S.Howkins@bath.ac.uk>;  

Dear Sarah, 

Thank you for this clarification. I am happy to confirm that you have full ethical 
approval for this application. Please use the code 17-211 as proof of ethical approval 
on all internal documentation. 

Best of luck with your research,  

Dr. Nathalia Gjersoe 

Chair, Psychology Ethics Committee 
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Appendix F – SIP Questionnaire Measure 

‘Personal experience’ refers to ‘personal experience of conditions that clinical 

psychologists treat or of caring for a loved one with such difficulties’.   

The ‘course’ refers to the Doctorate in Clinical Psychology training programme at the 

University of Bath.  

Do you consider yourself to have personal experience as defined above?  

Yes          No        Unsure   

Have you disclosed current personal experience to anyone connected with the course? 

Yes            No   

 

Have you disclosed previous personal experience to anyone connected with the course? 

Yes              No   

 

If you have disclosed any personal experience, was this something that you personally 

experienced, or the experience of a loved one?  

My own experience      Experience of a loved one       Both my own and a loved one  

 

If you have disclosed current or previous personal experience, at what stage of the course 

did you disclose? 

 

First year  Second year  Third year    uring admission process/application to course    

N/A    

 

 If you have disclosed personal experience, who did you disclose to? 

 

(Examples are provided below and you can select more than one. If you select 'other' – 

please specify who, but be careful not to provide identifiable information)   
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 Please select as appropriate (1) 

- Clinical tutor (1)  ▢  

-Personal Support Tutor (PST) (2)  ▢  

- Buddy (3)  ▢  

- Trainee within same cohort (4)  ▢  

- Trainee in another cohort (5)  ▢  

- PPE member involved with the programme 

(6)  ▢  

- Cohort tutor (7)  ▢  

- Placement supervisor (8)  ▢  

- Other programme members of staff 

(clinical) (9)  ▢  

Other programme members of staff (admin) 

(10)  ▢  

- External lecturers (11)  ▢  

- Reflective practice facilitator within 

reflective practice sessions (12)  ▢  

- Other university support services (e.g. 

student support, student counselling) Please 

state below (13)  ▢  

Other (14)  ▢  
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N/A - i haven't disclosed (15)  ▢  

 

Would you feel comfortable disclosing personal experience to the following people? (please 

select as appropriate) 

 Yes (1) No (2) Unsure (3) 

- Clinical tutor (1)  o  o  o  
- Personal Support 

Tutor (PST) (2)  o  o  o  

- Buddy (3)  o  o  o  
-Trainee within the 

same cohort (4)  o  o  o  
- Trainee in a 

different cohort (5)  o  o  o  
- PPE member 

involved with the 

programme (6)  
o  o  o  

- Cohort tutor (7)  o  o  o  
- Placement 

supervisor (8)  o  o  o  
- Other programme 

members of staff 

(clinical) (9)  
o  o  o  

Other programme 

members of staff 

(admin) (10)  
o  o  o  

- External lecturers 

(11)  o  o  o  
- Reflective practice 

facilitator within 

reflective practice 

sessions (12)  
o  o  o  
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- Other university 

support services (e.g. 

student support, 

student counselling) 

Please state below 

(13)  

o  o  o  

 

What for you would be the pros or benefits of disclosing personal experience in the context 

of the course?  (Please provide as much information as possible)  

________________________________________________________________ 

________________________________________________________________ 

 

What for you would be the cons or drawbacks of disclosing personal experience in the 

context of the course? (Please provide as much information as possible)  

________________________________________________________________ 

________________________________________________________________ 

 

If you were going to disclose your personal experience in the context of the course (i.e. 

to someone associated with the course rather than family members or friends), what for you 

would be the purpose of disclosing?   (Please provide as much information as possible)  

________________________________________________________________ 

________________________________________________________________ 

 

 What effect do you think that disclosing personal experience would have on your identity 

as a trainee clinical psychologist? (Please provide as much information as possible)  

________________________________________________________________ 

________________________________________________________________ 

 

Are there any barriers to disclosing personal experience in the context of the course, and if 

so what are they? (Please provide as much information as possible)  

________________________________________________________________ 

________________________________________________________________ 
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 Is there anything you feel that the course could/should do to support trainees to be able to 

discuss/disclose their personal experience? (Please provide as much information as 

possible)  

________________________________________________________________ 

 

The definition of 'People with Personal Experience ' (PPE) is as follows: “People with 

personal experience of conditions that Clinical Psychologists treat, and/or personal 

experience of psychological therapy’. This includes people who might have physical health 

or neurological difficulties that cause distress and bring them into contact with clinical 

psychologists. This can also refer to someone who has cared for a loved one with any such 

difficulties. 

Considering the provided definition of PPE, do you identify yourself as PPE? 

Yes      No    Unsure   I hadn't considered it before, but the definition fits my experience   

Do you see any benefits in identifying as PPE?   (Please provide as much information as 

possible)  

________________________________________________________________ 

 

Do you see any drawbacks in identifying as PPE?   (Please provide as much information as 

possible)  

________________________________________________________________ 

 

 What could the course do to support trainees to feel comfortable with the PPE 

identity?   (Please provide as much information as possible)  

________________________________________________________________ 

 

 Do you consider any way that the course could benefit from trainees disclosing personal 

experience?  

 

Yes      No       Unsure   

 

If you answered yes or unsure – in what ways do you think the course could benefit from 

trainee disclosure?   

(Please provide as much information as possible)  

________________________________________________________________ 
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Appendix G: Example participant responses 

 

Main categories Example evidence 

Support 
“accessing support” “can be normalising to know others are finding 

things difficult too”  

Reflecting an open self 

“enable me to reflect openly and honestly on the links between my 

own experience and my clinical practice” "modelling" how to talk 

about mental health openly and honestly” “sometimes I feel like I am 

'hiding' something” 

Judgement  

“There feels like there is still a stigma, “doubts about suitability for 

training” “concern that staff may not be empathic or understanding” 

“unclear what types of current and previous personal experience are 

deemed as 'acceptable' by the course” 

Confidentiality “that it stays on my record” “concern about being discussed outside of 

the training course”  

Negative response “ Being viewed with less respect by others (i.e. course staff) or being 

a burden to others” “fear that it might affect my place on the course” 

“interfere with perceived suitability to train” 

Not a Part of Training “I've always felt like we aren't encouraged to do it” “this isn't 

embedded practically throughout the training” “course doesn't openly 

support reflective practice or any disclosure of difficulties or 

struggles”  

Confidentiality  “staff also communicate everything to each-other so it feels as though 

these conversations aren't ever confidential” “documented on my 

record” 

Negative Judgement “Perhaps make me look less competent” “ideas about being unable to 

cope, 'weak'” “threatening to that way of identifying yourself” 

Authentic as a person 

and practitioner  

“make me feel more authentic and empowered” “make me feel more 

'legitimate' as I would be working in a way that is true to who I am as 

a person” “use my experiences to enhance my practice.”  

Breaking Down 

Barriers 

“Help break down the us and them barrier” “normalising experiences” 

“would help me be more open with myself. It could help if I do 

relapse.” “owning experience and the value it has to our identity” 

Benefits To Clinical 

Practice 

“experience to draw on in clinical work” “Increased understand and 

empathy when working clinically” 

Judgement  “worry about being seen as not as capable as others” I would worry 

how PPEs would feel about this” “difficult to hold both professional 

and personal identities ” “others would view me as PPE first rather 

than a TCP” 
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Dislike of PPE 

definition 

“The term 'PPE' is also quite labelling” “definition of PPE really must 

include millions of people. When it becomes so broad I worry that it 

loses meaning.” 

Acknowledge/normalise  “Acknowledging that trainees may identity as PPE as well ” “This has 

never been discussed as a possibility or as an option to identify 

oneself in this way” ”normalise it” “More use of 'we' over 'they' when 

discussing human difficulties.” 

Unsure about PPE 

definition  

“PPE's support teaching, and are qualitatively different from trainees” 

“Maybe there’s a different term we can use than the label of PPE” 

Acknowledge/normalise “spoken about more openly” “Making time for these conversations” 

“create an environment where this can be talked about” more 

openness amongst staff”  

Information about how 

disclosures are treated 

“clearer information about how disclosures would be treated (i.e. 

confidentiality of these, how would be judged in terms of 

competence)” 
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Appendix H - Instructions for Authors, Behaviour and Cognitive Psychotherapy 

Preparing Your Manuscript 

ARTICLES MUST BE UNDER 5,000 WORDS AT THE POINT OF SUBMISSION, 

EXCLUDING REFERENCES, TABLES AND FIGURES (please see separate instructions 

for Brief Clinical Reports and Study Protocols). Manuscripts describing more than one 

study may exceed this limit but please make this clear to the editorial office in your cover 

letter. 

Authors who want a blind review should indicate this at the point of submission of their 

article, omitting details of authorship and other identifying information from the main 

manuscript. Authors who do not omit this information will be assumed as submitting a non-

blinded manuscript. Submission for blind review is encouraged. 

All submissions should be submitted via this portal: http://mc.manuscriptcentral.com/babcp 

Style 

APA style should be followed throughout. http://www.apastyle.org/ 

Abbreviations where used must be standard. The Systeme International (SI) should be used 

for all units. Probability values and power statistics should be given with statistical values 

and degrees of freedom (e.g. t(34) = 2.39, p<.001), but such information may be included in 

tables rather than in the main text. Spelling must be consistent within an article, using either 

British spelling (The Shorter Oxford English Dictionary), or American (Webster’s New 

World College Dictionary). However, spelling in the list of references must be literal to 

each publication. 

References cited in the text with two authors should list both names. References cited in the 

text with three, four, or five authors, list all authors at first mention; with subsequent 

citations include only the first author's last name followed by et al. References cited in the 

text with six or more authors should list the first author et al. throughout. In the reference 

section, for works with up to seven authors, list all authors. For eight authors or more, list 

the first six, then ellipses followed by the last author's name. 

Details of style not specified here may be determined by reference to the Publication 

Manual of the American Psychological Association. 

Manuscripts Should Conform to the Following Scheme 

1. TITLE PAGE 

http://mc.manuscriptcentral.com/babcp
http://www.apastyle.org/
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The title should phrase concisely the major issues. Author(s) to be given with departmental 

affiliations and addresses, grouped appropriately. A running head of no more than 40 

characters should be indicated and carried through the document as a header. This should be 

uploaded as a separate file. 

2. MAIN MANUSCRIPT 

A. ABSTRACT. Unless a Study Protocol (see separate guidelines), a 250 word abstract 

should be structured under the following five headings: Background, Aims, Method, 

Results, and Conclusions. Include up to six key words that describes the article. 

B. MAIN TEXT. Following APA guidelines, this should contain the sections Introduction 

(including overview and theoretical background), Method (participants, design and data 

analyses), Results (described in detail with summary figures and tables), Discussion 

(including conclusions and limitations). 

C. REQUIRED SECTIONS 

Acknowledgements 

You may acknowledge individuals or organizations that provided advice, support (non-

financial). Formal financial support and funding should be listed in the following section.  

Ethical statements 

All papers should include a statement indicating that authors have abided by the Ethical 

Principles of Psychologists and Code of Conduct as set out by the APA 

http://www.apa.org/ethics/code/. Authors should also confirm if ethical approval was 

needed, by which organisation, and provide the relevant reference number. If no ethical 

approval was needed, the authors should state why. 

Conflict of Interest 

Please provide details of all known financial, professional and personal relationships with 

the potential to bias the work. Where no known conflicts of interest exist, please include the 

following statement: “(Authors names) have no conflict of interest with respect to this 

publication”. 

Where conflict of interest, ethical statements and acknowledgements would compromise 

blind review, these may be anonymized from the main manuscript, but should be included 

in full on the separate title page which is not seen by reviewers. During the review process 

within the main text it is acceptable to replace identifiable information by using XXXXXX 

or similar. 

https://www.apa.org/ethics/code/
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D. REFERENCES. References should be consistent with the Publication Manual of the 

American Psychological Association (6th Edition), but with the additional requirement that 

author names be listed in BOLD FACE. 

If a DOI has been assigned to an article that you are citing, you should include this after the 

page numbers for the article. If no DOI has been assigned and you are accessing the 

periodical online, use the URL of the website from which you are retrieving the periodical. 

Manual, Diagnostic Scheme, etc.:  

AMERICAN PSYCHIATRIC ASSOCIATION. (2013). Diagnostic and statistical manual 

of mental disorders (5th ed.). Arlington, VA: American Psychiatric Publishing. 

Authors are encouraged to make use of referencing software packages (e.g. Endnote, 

Mendeley, Reference Manager etc.) to assist with formatting - extensions for APA 

formatting are easily accessible. However, you are also reminded to check citations and 

reference lists in detail and not to rely on software packages to format references correctly. 

Authors are also reminded to use BOLD FACE for author names in the reference list. 

Detailed guidelines on the APA citation and referencing style can be obtained online from 

sources including the Purdue University Online Writing Lab, among others. 

E. FOOTNOTES. The first, and preferably only, footnote will appear at the foot of the first 

page of each article, and subsequently may acknowledge previous unpublished presentation 

(e.g. dissertation, meeting paper), financial support, scholarly or technical assistance, or a 

change in affliction. 

3. TABLES AND FIGURES 

Manuscripts should not usually include more than five tables and/or figures. They should be 

supplied as separate files, but have their intended position within the paper clearly indicated 

in the manuscript. They should be constructed so as to be intelligible without reference to 

the text. 

FIGURES. Tints and shading in figures may be used, but colour should be avoided unless 

essential. Although colour is possible in the online version, when designing a figure please 

ensure that any line variation/distinction demonstrated by colour can still be noted when in 

black and white. Colour figures are free of charge for online published articles but if authors 

wish figures to be published in colour in the print version the cost is £200. Numbered figure 

captions should be provided. All artwork should be submitted as separate TIFF format files. 

The minimum resolution for submission of electronic artwork is: 

• Halftone Images (Black and White Photographs only): 300 dpi (dots per inch). 

https://owl.purdue.edu/owl/research_and_citation/apa_style/apa_formatting_and_style_guide/reference_list_articles_in_periodicals.html
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• LineTone (Black and White Photographs plus Line Drawings in the same figure): 600 

dpi. 

 

TABLES should be provided in editable Word format. They should be numbered and given 

explanatory titles. 

4. APPENDICES. If any, are intended for inclusion in the printed version of the manuscript 

and should be kept to a minimum. Please consider the use of supplementary information 

instead. 

and tables within the text. There is no word limit for supporting online information. 

Ethical Standards 
Behavioural and Cognitive Psychotherapy is committed to actively investigating any cases 

of suspected misconduct, even in the event of the manuscript being withdrawn. All 

manuscripts are screened for plagiarism before being accepted for publication. All editors 

and reviewers are asked to disclose any conflict of interest when they are assigned a 

manuscript. If deemed necessary, alternative or additional opinions will be sought in order 

to maintain the balance of fair and thorough peer review. 

The journal is a member of COPE. 

RETRACTIONS 

Behavioural and Cognitive Psychotherapy follows the COPE guidelines on retractions. 

Open Access 

Upon acceptance of your paper, you may choose to publish your article via Gold Open 

Access (following payment of an Article Processing Charge). Current APC rates for 

Behavioural and Cognitive Psychotherapy can be found here. 

Please note: APC collection is managed by Rightslink, who will contact authors who have 

elected to publish via Open Access. 

 

 

 

 

 

 

https://www.cambridge.org/core/services/open-access-policies
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From: Shovelton, Claire <Claire.Shovelton@awp.nhs.uk> 
Sent: 26 July 2018 16:02 
To: Sarah Howkins 
Cc: PAGDIN, Rowena (AVON AND WILTSHIRE MENTAL HEALTH PARTNERSHIP NHS TRUST); 
Paul Salkovskis; Pro-Vice-Chancellor for Research; ANTONIADES, Hannah (AVON AND 
WILTSHIRE MENTAL HEALTH PARTNERSHIP NHS TRUST); NOONAN, Krist (AVON AND 
WILTSHIRE MENTAL HEALTH PARTNERSHIP NHS TRUST); GOODFELLOW, Thomas (AVON 
AND WILTSHIRE MENTAL HEALTH PARTNERSHIP NHS TRUST) 
Subject: AWP R&D confirmation - 1054AWP 
  
Dear Miss Howkins, 
  
Title of study: A questionnaire study examining the link between experiences of betrayal 
and emotional responses 
AWP ref: 1054AWP                                                                         
R&D confirmation date: 26th July 2018                    
Recruitment end date:  1st September 2019 

Study end date: 1st September 2019                                                        
Clinical Teams for which confirmation granted: Recovery Teams and IAPT 

  
Thank you very much for applying to undertake your research in AWP, we pride ourselves 
on a straight forward and rapid process for research governance. 
  
We are pleased to advise we are able to grant R&D Confirmation at Avon and Wiltshire 
Mental Health Partnership NHS Trust (“the Trust”) to cover the locations as stated 
above. Please find attached the AWP logo to use on any local documents you will be 
issuing i.e. information sheets and consent forms.   
  
Under the conditions of approval, you are required to:  
  

1.       Document any study activity on RiO for the relevant patient records, if 
applicable. If you do not have access to RiO and only need to update service user’s 
records as above, you can ask a member of the clinical team to do this for you. 
Please ensure the attached procedures are still adhered to. If you need access to 
RiO for any other reason, please advise the AWP R&D office using the contact 
details below. 

  
2.       Update recruitment figures regularly via EDGE (a Clinical Management System). 

This enables us to keep a clear track of all Trust-wide study activity, which we need 
to report to our research funders. Failure to comply with this will result in your 
research being suspended, so please make sure you complete this on a monthly 
basis. We will set up an account for you, and your login instructions will be emailed 
to you. 

  
3.       Notify us if you plan to recruit participants from any clinical team not outlined 

above. 
  

4.       To meet AWP R&D audit requirements and adhere to Good Clinical Practice 
guidelines, you will also need to ensure you create and manage a study site file. If 
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you need more information on this please contact the AWP R&D department or 
visit the NIHR website: 
http://www.crn.nihr.ac.uk/learning-development/good-clinical-practice/gcp-
resources-templates-and-reference-documents/ 

  
The R&D Management Permission in the Trust is valid until 1st September 2019. If you 
require any extension to this in the future please contact us to arrange.   
  
We hope you are successful in your recruitment aims and objectives.  
  
Study Amendments: 
For further information regarding how to notify us of any amendments to your study 
please refer to the amendments guidance found at: 
http://www.hra.nhs.uk/research-community/during-your-research-project/amendments/ 

  
Event reporting: 
You are reminded you must report any adverse event or incident whether or not you feel it 
is serious, quoting the study reference number. This requirement is in addition to 
informing the Chairman of the relevant Research Ethics Committee. 
  
At the end of your research: 
You are required to submit to the Associate Director of Research and 
Development (Hannah Antoniades) a final outcome report on completion of your study, 
and if necessary to provide interim annual reports on progress. Should publications arise, 
please also send copies for inclusion in the study’s site file.  This way we can ensure those 
involved within the Trust are aware of your findings and can consider your 
recommendations.  Please send a copy of your final report to awp.research@nhs.net. 
  
General Research Governance Information: 
You must also abide by the research and information governance requirements for any 
research conducted within the NHS: 

• Work must be carried out in line with the UK Policy Framework for Health & Social 
Care Research which details the responsibilities of everyone involved in research. 

• You must comply with the Data Protection Act 1998 and where required, have up 
to date Data Protection Registration with the Information Commissioners Office. 
Where staff are employed, this includes having robust contracts of employment in 
place and ensuring that staff are made aware of their obligations through training 
and similar initiatives. 

• You must ensure that you understand and comply with the requirements of the 
NHS Confidentiality Code of 
Practice:  (http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/Public
ationsPolicyAndGuidance/DH_4069253) 

• You must have appropriate policies and procedures in place covering the security, 
storage, transfer and disposal of information both personal and sensitive, or 
corporate sensitive information. Any information security breach must be reported 
immediately to the Trust. 

• Where access is granted to sensitive corporate information, this must not be 
further disclosed without the explicit consent of the Trust unless there is an 
override required by law. Where disclosure is required under the Freedom of 
Information Act 2000, the Trust will assist you in processing the request. 

http://www.crn.nihr.ac.uk/learning-development/good-clinical-practice/gcp-resources-templates-and-reference-documents/
http://www.crn.nihr.ac.uk/learning-development/good-clinical-practice/gcp-resources-templates-and-reference-documents/
http://www.hra.nhs.uk/research-community/during-your-research-project/amendments/
mailto:awp.research@nhs.net
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4069253
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4069253
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Please note that, as a public authority, the Trust is obligated to comply with the provisions 
of the Freedom of Information Act 2000, including the potential disclosure of information 
held by the Trust in connection with this study. Where a request for potential disclosure of 
personal, corporate sensitive, or contract information is made under the Freedom of 
Information Act 2000, due regard shall be made to any duty of confidentiality or 
commercial interest. 
  
Best wishes, 
  
Hannah Antoniades 
Associate Director of Research and Development 

Avon and Wiltshire Mental Health Partnership NHS Trust 
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Appendix J: The Betrayal Screening Measure and Perception of Betrayal Scale (POBS)  

BSM 

This questionnaire is going to ask you some questions about betrayal.  

Betrayal is when someone you trust does something on purpose that causes you emotional harm.   

The most common forms of betrayal are given below, with an example of each kind of betrayal.  

• Disloyalty For example, if a close friend is cruel or laughs about you to others 

behind your back 

• Infidelity For example, if a partner has an affair with someone else 

• Dishonesty or deception For example, if a close friends lies to you about something important 

• Disclosing confidential 

information 

For example, if a close friend tells other people things you have asked 

them to keep secret 

• Sexually inappropriate 

behaviour 

For example, if a trusted friend makes ‘a pass’ at you when you are 

feeling vulnerable 

• Failing to help you when 

you need help 

For example, if you have been falsely accused of a crime and your 

friend fails to help you even though they could.  

 

PART One:  This part is about times when you yourself have been betrayed.  

Question 1A: Have you ever experienced what we have described here as betrayal, by a person 

that you trusted? (Please tick which applies) 

Yes, I have experienced betrayal  

No, I have never experienced betrayal  

 

Question 1B: If you answered yes to Question 2A, do you think that experience had a lasting 

impact on you? 

Yes, it had a lasting impact on me  

No, It did not have a lasting impact on me  

 

PART 2 Question B:  

POBS 

The questions below ask you to think about times when you have experienced betrayal. Betrayal is 

when someone you trust does something on purpose that causes you emotional harm.    

The most common forms of betrayal are given below, with an example of each kind of betrayal.  

• Disloyalty For example, if a close friend is cruel or laughs about you to others 

behind your back 

• Infidelity For example, if a partner has an affair with someone else 
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• Dishonesty or deception For example, if a close friends lies to you about something important 

• Disclosing confidential 

information 

For example, if a close friend tells other people things you have asked 

them to keep secret 

• Sexually inappropriate 

behaviour 

For example, if a trusted friend makes ‘a pass’ at you when you are 

feeling vulnerable 

• Failing to help you when 

you need help 

For example, if you have been falsely accused of a crime and your 

friend fails to help you even though they could.  

 

Please select how much you agree with the statements below, when thinking about yourself 

and how your experiences have had an impact on you. 

1 My thoughts are often 

preoccupied with past 

betrayals 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

2 My experience of betrayal 

has changed the way I think 

about the world in general 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

3 I know that I have to rely on 

myself in a crisis because 

other people will let me 

down 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

4 When thoughts or memories 

of past betrayals come to 

mind, I turn then over and 

over in my head 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

5 My experience of betrayal 

has changed how I think 

about myself 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

6 I am careful about getting 

close to people for fear they 

will let me down 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

7 When I think about my 

experiences of betrayal, I 

still feel shocked that this 

happened to me 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

8 I worry more than other 

people about how likely it is 

that people will betray my 

trust 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

9 Thoughts or memories of 

past betrayals often come to 

my mind out of nowhere 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

10 When I am reminded of past 

betrayals I feel the urge to 

do something in response 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 
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11 It’s best not to rely on others 

as you never know when 

they’re going to let you down 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

12 My experience of past 

betrayals interferes with my 

ability to form close 

relationships 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

13 Images or pictures of past 

betrayals often come to my 

mind out of nowhere 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

14 When I think about past 

betrayals, I feel tainted 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

15 I find myself thinking about 

past acts of betrayal more 

than I should 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

16 The choices I make about 

my life have changed as a 

result of betrayals I have 

experienced 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

17 My experience of betrayal 

has changed how I think 

about people 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

18 When I think of past 

betrayals I feel distressed 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

19 My experience of betrayal 

has changed how I react to 

other people 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

20 My experience of betrayal 

has affected my judgement 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

21 My experience of betrayal 

has reduced my ability to 

trust other people 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

22 My experience of betrayals 

has changed how others see 

me 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

23 I spend a lot of time trying to 

understand why the betrayal 

happened to me 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

24 I frequently find myself 

thinking about past betrayals 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 



       

135 

 

25 

 

I often think about punishing 

the person / people who 

have betrayed me 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

26 When I think about my 

experiences of betrayal, I 

feel very angry 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

27 When I think about my 

experiences of betrayal, I 

still find it hard to believe it 

really happened.  

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 
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Appendix K: The Betrayal Screening Measure and Perception of Betraying Others Scale 

(POBOS)  

This questionnaire is going to ask you some more questions about betrayal, but this time if 

there have been any times that you feel you might have betrayed others.  

Betrayal is when someone you trust does something that causes you emotional harm.   The most 

common forms of betrayal are given below, with an example of each kind of betrayal.  

• Disloyalty For example, if you laugh about a close friend behind their back 

• Infidelity For example, if you have had an affair with someone else 

• Dishonesty or deception For example, if you lie to a close friend about something important 

• Disclosing confidential 
information 

For example, if you tell other people things that a close friend has 
asked you  to keep secret 

• Sexually inappropriate 
behaviour 

For example, trying to kiss a platonic friend.  

• Failing to help you when 
you need help 

For example, if your friend has been falsely accused of a crime and 
you fail to help even though you could.  

 

PART One:  This part is about times when you yourself might have betrayed others.  

Question 1A: Do you feel that you might have betrayed another person that trusted you? 

(please tick which applies)  

Yes,   

No,   

 

Question 1B: If you answered yes to Question 2A, do you think that experience had a lasting 

impact on you? 

Yes, it had a lasting impact on me  

No, It did not have a lasting impact on me  

 

POBOS 

The questions below ask you to think about times when you think or feel that you might have betrayed 

others. Betrayal is when you do something to someone who trusts you causing them actual or 

emotional harm.   

The most common forms of betrayal are given below, with an example of each kind of betrayal.  

• Disloyalty For example, if you laugh with others about a close friend   behind 

their  back 

• Infidelity For example, if you  had an affair with someone else 

• Dishonesty or deception For example, if you lie to a close friend about something important 
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• Disclosing confidential 

information 

For example, if you tell other people things that a close friend has 

asked you to keep secret 

• Sexually inappropriate 

behaviour 

For example, trying to kiss a platonic friend. 

• Failing to help someone 

when they need help 

For example, if your friend was falsely accused of a crime and you fail 

to help you even though you could.  

 

Please select how much you agree with the statements below, when thinking about yourself 

and how your experiences have had an impact on you. 

1 My thoughts are often 

preoccupied with past 

times/instances in which I 

may have betrayed others 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

2  The idea that I may have 

betrayed others has 

changed the way I think 

about the world in general 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

3 Others should not rely on 

me in a crisis because I will 

let them down  

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

4 When thoughts or memories 

of times that I might have 

betrayed others  come to 

mind, I turn then over and 

over in my head 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

5  The possibility that I have 

betrayed others has 

changed how I think about 

myself 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

6 I am careful about getting 

close to people for fear I will 

let them down 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

7 When I think about times 

when I might have betrayed 

others I feel shocked that I 

did this.  

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

8 I worry more than other 

people about how likely it is 

that I will betray other 

people’s trust 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

9 Thoughts or memories of 

times that I may have 

betrayed others often come 

to my mind out of nowhere 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

10 When I am reminded of 

times that I may have 

Strongly Disagree Disagree Neither 

agree or 

Agree a Agree Strongly 
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betrayed others I feel the 

urge to do something in 

response 

disagree a little disagree little agree 

11 It’s best for others not to rely 

on me as I might let them 

down  

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

12 My experience that I might 

have betrayed others 

interferes with my ability to 

form close relationships 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

13 Images or pictures of times I 

might have  betrayed others 

often come to my mind out 

of nowhere 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

14 When I think about times I 

might have  betrayed others, 

I feel tainted 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

15 I find myself thinking about 

times I may have betrayed 

others  more than I should 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

16 The choices I make about 

my life have changed as a 

result of times/instances 

where I may have betrayed 

others 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

17 The possibility that I have 

betrayed others has 

changed /how others think of 

me 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

18 When I think of past times 

that I might have betrayed 

others I feel distressed 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

19 My view that I might have 

betrayed others has 

changed how I react to other 

people 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

20 My view that I might have 

betrayed others has affected 

my judgement 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

21 I think that other people trust 

me less because of times 

when I might have betrayed 

them. 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

22 My experience of instances 

that I may have betrayed 

others has changed how 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

Agree a 

little 

Agree Strongly 

agree 
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others see me disagree 

23 I spend a lot of time trying to 

understand why I might have 

betrayed others  

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

24 I frequently find myself 

thinking about times I may 

have betrayed others  

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

25 

 

I often think I should be 

punished because I may 

have betrayed others 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 

26 When I think about the 

possibility   that I may have 

betrayed others, I feel very 

angry with myself 

Strongly 

disagree 

Disagree Disagree 

a little 

Neither 

agree or 

disagree 

Agree a 

little 

Agree Strongly 

agree 
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Appendix L: Participant Information Sheet and Advert  
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