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Abstracts 

Critical Review of the Literature (CRL) 

A Systematic Review of Beliefs, Meanings and Motivations in Acquisition of 

Possessions in Hoarding Disorder 

 

Purpose: Excessive acquisition is one characteristic of Hoarding Disorder (HD), 

alongside difficulties discarding and clutter.  The cognitive behavioural model of HD 

suggests that a number of beliefs might influence acquisition (Frost & Hartl, 1996). 

Research into HD, including studies investigating acquisition and its relationship with 

other factors, is increasing. However, our understanding of acquisition remains unclear. 

Therefore, the purpose of this review is to summarise the existing literature regarding 

motivations and beliefs about acquisition in HD, assess the findings in relation to 

current theory, and consider future directions for research and clinical practice.  

 

Method: In line with PRISMA guidelines, a systematic literature review was 

conducted. 25 studies were identified that investigated beliefs, meanings and 

motivations for acquisition in HD. Quantitative and qualitative studies were included 

where participants were aged <17; had a clinical diagnosis of HD or standardised 

psychometric measure of HD had been used to establish group membership. 

Quantitative studies were required to have used a validated measure of acquisition and 

qualitative methodologies had to report specifically on motivations for acquisition in 

their results.  

 

Findings: The beliefs, meanings and motivations most strongly related to 

acquiring behaviours in HD included: cognitive failures; insecure attachment; emotion 

regulation difficulties, including impulsivity and self-control; and beliefs about 

possessions regarding their use and aesthetic. Indecisiveness, distress tolerance, and 

perceived control were also found to be motivators for acquiring, but these relationships 

were comparative or weaker when compared to reasons for difficulties with discarding 

or clutter. The findings were also inconclusive regarding the role of intolerance of 

uncertainty and experiential avoidance in acquisition.  
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Conclusions: Whilst consistent with the cognitive-behavioural model, several of 

the factors described are not specifically currently included. Potential clinical 

implications include a focus in treatments on interpersonal relationships, cognitive 

restructuring around beliefs and an inclusion of feedback loops around emotions 

maintaining acquisition being included in conceptualisation and treatment. Further 

research using large heterogenous clinical samples and valid and reliable measures is 

required.   

 

Key words: acquisition; hoarding; beliefs; meanings; motivations; review 
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Service Improvement Project (SIP) 

Evaluating the Revised Anorexia Nervosa Care Pathway for Young People 

Receiving Inpatient Care at an Adolescent Unit   

Background: The importance of ensuring up-to-date, evidence based multi-

disciplinary care to adolescents with Anorexia Nervosa during inpatient admissions is 

well documented. This small-scale project aimed to evaluate the impact of changes 

made to the Revised Anorexia Nervosa Care Pathway at an adolescent inpatient unit. 

Methods: Young people who had stayed a year prior to pathway implementation 

and in the year following had their care records audited against the changes made to the 

pathway. Focus groups with staff were then facilitated to discuss reflections on these 

changes and their implementation.  

Results: Audit indicated that various aspects of the revised pathway were 

adhered to by staff, as well as evidence of these changes not being implemented in line 

with the pathway. Focus groups with staff identified themes of staff disempowerment, 

staff resistance to change, managing uncertainty and future hopes. 

Conclusions: The findings surrounding challenges to pathway implementation 

can be understood in terms of change management theory and recommendations were 

provided for enhancing staff adherence and the implementation of the care pathway.  

 

Keywords:  Anorexia Nervosa; Adolescent; Service Evaluation; Change Theory; 

Staff Disempowerment 
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Main Research Project (MRP) 

The role of intolerance of uncertainty, anxiety sensitivity and distress 

tolerance in Hoarding Disorder compared to OCD and healthy controls  

It is suggested that the different psychological vulnerability factors of 

intolerance of uncertainty (IU), anxiety sensitivity (AS) and distress tolerance (DT) 

feature in Hoarding Disorder (HD). However, the extent that these factors feature in HD 

compared to other anxiety disorders remains unclear. The current study therefore 

investigated differences in IU, AS and DT in HD compared to Obsessive Compulsive 

Disorder (OCD) and healthy controls (HCs). 188 participants (HD, n = 66; OCD, n = 

59; HC, n = 63) completed an online battery of standardised self-report questionnaires 

to assess IU, AS and DT. A MANOVA analysis indicated that there were statistically 

significant differences in IU, AS and DT between the clinical groups and HCs. Follow 

up analyses showed there were no statistically significant differences between the HD 

and OCD group for any of the three constructs. The results remained the same when 

controlling for the co-morbid effect of HD and OCD within the relevant clinical group. 

The results found no specific relationship between IU, AS or DT in HD. The differences 

between the clinical and non-clinical groups is consistent with existing research that 

implicates IU, AS, DT as being transdiagnostic constructs across anxiety disorders. The 

clinical and theoretical implications of the findings are discussed.  

 

Keywords:  Hoarding Disorder, Intolerance of Uncertainty, Anxiety Sensitivity, 

Distress Tolerance, OCD. 
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Introduction 

Acquisition in Hoarding Disorder 

Hoarding Disorder (HD) is characterised by acquisition of and failure to discard 

significant amounts of possessions which subsequently result in clutter which prevents 

the use of spaces in the manner for which they were designed (Frost & Hartl, 1996). HD 

is now a recognised distinct diagnosis in the DSM-5, and can be classified according to 

additional ‘specifiers’, of which one is the excessive acquisition of unrequired items or 

those for which there is no available space (American Psychiatric Association, 2013).  

Research indicates that of those with HD, 80-96% excessively acquire (Frost, 

Rosenfield, Steketee, & Tolin, 2013; Frost, Steketee, & Tolin, 2011; Frost, Tolin, 

Steketee, Fitch, & Selbo-Bruns, 2009; Mataix-Cols, Billotti, Fernandez de la Cruz, & 

Nordsletten, 2013). Further, it is suggested that excessive acquisition is often under-

reported by people with HD (DiMauro, Tolin, Frost, & Steketee, 2013), with one study 

reporting that whilst 61% of 878 individuals self-reported acquisition, 665 family 

informants indicated that of people with HD 95% excessively acquired (Frost et al., 

2009). It is also indicated that those who report excessive acquisition have more severe 

levels of HD symptomology, with earlier onset, higher impairment, and increased 

symptoms of co-morbid anxiety, Obsessive Compulsive Disorder (OCD) and depression 

(Frost et al., 2009). 

Whilst evident in other disorders, and not a required criterion for HD diagnosis, 

the process of acquisition is fundamental and one of three interacting constructs, 

alongside clutter and difficulty discarding, proposed in the cognitive behavioural model 

of HD (Frost & Hartl, 1996; Frost & Müller, 2014). The model suggests that individuals 

with HD hold specific beliefs about possessions regarding their usefulness, sentimental 

and aesthetic value, as well as beliefs about oneself, including lack control, 

vulnerability, responsibility and memory deficits. It is believed that these beliefs interact 

with positive and negative mood states which subsequently lead to HD behaviours 

including acquisition. It is posited that following the association of positive emotions 

with possessions, further acquisition and subsequent additional positive reinforcement 

through re-experiencing these emotions occurs. Simultaneously, negative reinforcement 

arises as individuals seek to avoid negative emotional states leading to the maintenance 

of HD. Figure 1.1 depicts the HD model.  
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Figure 1.1 Cognitive-Behavioural Model of Hoarding (Frost & Hartl, 1996; Steketee & 

Frost, 2006) 

 

Significant research into understanding the roles of beliefs, meanings and 

motivations in other anxiety disorders has been carried out, including in OCD 

(Salkovskis, 1999), panic (Clark, 1986), post-traumatic stress disorder (Ehlers & Clark, 

2000) and social anxiety (Wells et al., 1995). Improved understanding of these, and a 

focus on them during intervention, as evidenced strong treatment effect sizes and 

resulted in CBT now being a recommended first line intervention (National Institute for 

Health and Care Excellence, (NICE, 2005a, 2005b, 2011, 2013; Norton & Price, 2007). 

Research using an adapted exposure response treatment approaches in HD has 

evidenced moderate improvements following treatment, with a review finding that CBT 

provided individually, in a group setting and through the internet demonstrated modest 

success (Muroff, Bratiotis, & Steketee, 2011).  However, despite improvements post-

treatment, individuals with HD often remained above clinical thresholds, with a recent 

meta-analysis reporting that 35% of patients experienced clinically significant change 

(Tolin, Frost, Steketee, & Muroff, 2015). Furthermore, high drop-out rates between 10-

30% in HD intervention trials are reported, with one study reporting 27% with HD 

compared to 12% with OCD dropping out prematurely (Mataix-Cols, Marks, Greist, 

Kobak, & Baer, 2002; Steketee, Frost, Tolin, Rasmussen, & Brown, 2010; Tolin, Frost, 

& Steketee, 2007). As with the advances made in other anxiety disorder, enhanced 
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understanding of the role of beliefs, meanings and motivations in HD is required to 

improve interventions. This is also particularly pertinent with excessive acquisition 

being related to more severe HD and evidence suggesting that acquisition might be 

easier to treat than clutter or discarding difficulties (Frost & Müller, 2014). 

Aim of review 

Whilst previous research has reviewed the relationship between beliefs around 

emotional attachment to possessions and difficulties discarding in HD (Kellett & 

Holden, 2014), to date the current evidence base regarding acquisition in HD has not 

been reviewed. As understanding, awareness and research in the area of HD is 

increasing following its inclusion in the DSM-5 (APA, 2013), the current review is 

timely due to the need to comprehensively understand the existing literature as it 

pertains to acquisition in HD. The aim of the present review is therefore to synthesise 

and critically analyse the current literature in order to assess what is currently known 

about the beliefs, meanings and motivations underpinning acquiring behaviours in HD. 

It is anticipated that this will improve understanding and provide directions for further 

research and interventions.  

Methods 

Protocol registration 

The present review was registered on PROSPERO [CRD42017076417] prior to 

initiation of review in line with Preferred Reporting Items for Systematic Reviews and 

Meta-Analyses (PRISMA) recommendations (Moher, Liberati, Tetzlaff, and Altman, 

2009). The protocol is accessible at: 

https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=76417. 

 

Selection Criteria 

Table 1.1 shows the selection criteria used 
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Table 1.1. Study selection criteria 

PICO Inclusion criteria       Exclusion criteria 

Study type Research articles that have 

investigated beliefs, meanings 

or motivations in acquisition in 

HD.  

Clinical studies. 

Non-clinical studies (where 

validated measure of HD used) 

Analogue studies. 

Research not investigating beliefs, 

meanings or motivations in 

acquisition in HD. 

Non-research articles e.g. books, 

book chapters, review papers, 

conference abstracts, or 

guidelines. 

Studies reporting on 

neuropsychological assessments. 

Studies reporting on validation of 

psychometric scales. 

Studies not written or translated to 

English.  

 

Participants  >17 years old.* 

A clinically diagnosed HD 

sample. 

A sub-clinical group assessed 

using a validated HD measure. 

 

      <17 years old.* 

Diagnoses of a dementia or 

intellectual disability. 

 

Intervention   

 

Studies were not required to have reported on interventions. 

 

Comparators 

 

SI-R difficulties discarding and 

clutter subscales.  

Measure of motivations, 

beliefs, meanings. 

Comparison groups were not 

required but could be reported 

on e.g. OCD, collectors, 

controls.  

 

Studies not reporting on 

motivations, beliefs or meanings. 

 

Outcome Validated measure of 

acquisition. 

Qualitative findings 

specifically related to beliefs, 

meanings and motivations in 

acquisition. 

Studies not using a validated 

measure of acquisition. 

 

* Inclusion/Exclusion criteria changed from  >/< 18 year olds to 17 year olds at full 

text screening respectively  
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Inter-rating process 

All quantitative and qualitative studies that explored beliefs, meanings and 

motivations for acquisition in HD which were available or written in English published 

in peer-reviewed were included. Following the removal of duplicates, the researcher 

completed both stages of title and abstract, and full test screening. A second reviewer 

independently inter-rated 20% of the title and abstract screening, and 100% of the full 

text screening (n = 75). This allowed for validation of the inclusion and exclusion 

criteria used and how these had been applied across studies.   

In order to resolve any potential inter-rater discrepancies an a priori procedure 

was agreed. This involved that any disagreements about potential inclusions of a study 

would be discussed jointly with a third member of the research team, and the decision 

would be made based on the majority. The second reviewer was also involved at the 

data extraction stage providing stringent checks of reliability throughout this process.  

This review initially applied an exclusion criterion of over 18-year-old only. 

However, three studies were reviewed at full text screening which involved 17-year-olds 

in non-clinical samples (Oglesby et al., 2013; Taylor, Moulding, & Nedeljkovic, 2018; 

Timpano & Shaw, 2013). These papers had been included at title and abstract screening 

due to them meeting inclusion criteria but at this stage age of participants could not be 

established. At full text screening, both reviewers agreed that all inclusion criteria aside 

from age were met for these studies (including their focus on beliefs, meanings or 

motivations for acquiring in HD). Consequently, the papers were discussed with the 

third member of the research team in view of the inclusion and exclusion criteria.  It 

was agreed that as all other inclusion criteria were met, that the original protocol 

regarding age should be broken and that these studies should be included in the final 

results. This was based upon the rationale that the exclusion of the three papers had the 

potential to be detrimental to the quality of the findings if not considered, whereas there 

was no compelling reason to think that the results still wouldn’t apply to an adult 

population. In view of this, the previously excluded full texts were also re-reviewed to 

ensure that there were no other studies excluded solely on this basis. Only one other 

study included 17-year-olds in the sample, however this paper was excluded due to it 

not reporting on acquisition in hoarding and therefore meeting other exclusion criteria. 

No other studies were identified. 
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Search strategy 

A systematic literature search was conducted on the 11th of January 2019 using 

the following databases: PsycNET, PubMed and Embase. Searches were not restricted 

by time period. The search terms are outlined in Table 1.2. The search strategy involved 

the four stages of identification, screening, exclusion based on pre-determined criteria, 

and final inclusion for analysis.  

All study abstracts were reviewed and those that potentially met the inclusion 

criteria were retrieved and inspected in more detail. To ensure that no papers were 

overlooked, the reference sections of all included papers were examined and any papers 

that met the inclusion criteria were additionally retrieved for further examination. 

Contact was also made with 14 prominent researchers in the field of HD to enquire 

whether there were any unpublished articles that should be considered for inclusion. 

 

Table 1.2. Search terms 

Database  Search Term Variations  

Pubmed 

 

Hoarding Disorder [MeSH] OR Hoarding [MeSH] OR Hoard OR pack rat* OR 

packrat*AND Belief OR meaning* OR motiv* OR "self concept" OR 

incentive* OR attitude* OR feeling* OR thought* OR view* OR reason* OR 

opinion* OR sense OR Attitude[MeSH] OR Motivation[MeSH] OR Self 

concept [MeSH]. These were searched in the ‘any’ field and as MeSH subject 

heading terms. 

Psycnet 

 

Hoarding Behavior [Index Terms] OR Hoarding Disorder [Index Terms] OR 

hoard* OR packrat* OR “pack rat” OR “pack rats” AND belief* OR meaning* 

OR motiv* OR “self concept” OR incentive* OR attitude* OR feeling* OR 

thought* OR view* OR reason* OR opinion* OR sense OR 

"Motivation"[Index Terms] OR “Self-Concept” [Index Terms]. These were 

searched in the ‘any’ field and as Index Terms. 

Embase Hoarding Disorder [Emtree term] OR Hoarding [Emtree term] OR hoard* OR 

packrat* OR ‘pack rat’ OR ‘pack rats’ AND belief* OR meaning* OR motiv* 

OR “self concept” OR incentive* OR attitude* OR feeling* OR thought* OR 

view* OR reason* OR opinion* OR sense OR “Attitude” [Emtree term] OR 

“Motivation” [Emtree term] OR “self concept” [Emtree term]. These were 

searched in the ‘any’ field and as Emtree Terms. 

 

Data Extraction 

A data extraction spreadsheet was designed and used for the purpose of this 

study (Appendix A2). This was initially piloted using one of the included papers and 

amended accordingly based on the review questions. The primary researcher extracted 

the following information from each included study: authors; sample; design; measures 
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of hoarding; measures of beliefs, meanings or motivations for acquisition; and study 

results.   

 

Quality Assessment 

Each study was assessed using the Mixed Methods Appraisal Tool (version 

2018) at the data extraction stage (MMAT, Department of Family Medicine, McGill 

University, Montreal, QC, Canada). The MMAT is used for appraising quantitative, 

qualitative and mixed methods studies. The reviewer appraises and describes the quality 

of the methodology for each domain relevant to the study type (see Appendix A3). The 

purpose of the MMAT is to appraise the quality of methodology used in the studies as 

opposed to the quality of the reporting. In using the MMAT, it is not recommended to 

calculate an overall score from the ratings made. It is instead suggested that the 

presentation of ratings for criterion is more detailed to provide a better representation of 

the quality of the studies that have been included (Hong et al., 2018).  

 

Analyses 

Due to diversity in samples, measures, design and data, statistical assimilation of 

results through meta-analyses was not appropriate. To analyse the studies 

systematically, narrative synthesis was conducted. This approach relies primarily on the 

use of words to summarise and explain the findings of the synthesis (Popay, Roberts, & 

Sowden, 2006). This study therefore drew together the included studies and evaluated 

relationships between the data, assessment of quality, and methodological limitations in 

order to understand what is known about acquisition beliefs, meanings and motivations.  

 

Results 

Study Selection 

A total of 1186 citations were identified after excluding 465 duplicates. Two 

additional unpublished papers were provided by authors in the field and no additional 

studies were found through review of reference lists. After a title/abstract search 75 

studies were identified as potentially eligible for inclusion. The full text articles of 

eligible studies were retrieved and scrutinised for inclusion. 50 studies were then 

excluded resulting in the final 25 included in this review.  
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There were six studies where conflicts arose during inter-rating regarding final 

texts for inclusion and these were resolved through a joint discussion with a third 

independent researcher. Four were deemed appropriate to be included, with two of these 

studies including under 18’s as initial exclusion criteria and the other two requiring 

further in-depth discussion. It was agreed that the final two should be excluded as the 

findings did not relate specifically to acquisition. Figure 1.2 shows this process using 

the ‘Preferred Reporting Items for Systematic Reviews and Meta-Analyses’ (PRISMA) 

flow diagram including the exclusion criteria and associated number of studies excluded 

(Moher, Liberati, Tetzlaff, & Altman, 2009). 

 

Study characteristics  

Design. The 25 included studies varied in design (Table 1.3). The most common 

was quantitative descriptive studies using self-report questionnaires (n = 21), followed 

by two mixed-methods design, one quantitative non-randomised experimental, and one 

qualitative study. The MMAT was used to critically appraise the studies. All the studies 

met the 2 screening questions, and sampling, measurements and analysis were deemed 

appropriate for all studies (n = 25).  

Most studies highlighted the need for improvements to design, including larger 

diverse clinical samples, clinical and control comparison groups, longitudinal design to 

investigate causal relationships and standardised psychometrically validated measures. 

Studies highlighted the need for replication to improve understanding.  

 

Sample size.  Of the total 25 included studies, 14 reported on non-clinical 

samples and 11 on clinical samples with sizes varying. Clinical sample sizes in the 

quantitative studies ranged between 33 (Wheaton, Fabricant, Berman, & Abramowitz, 

2013) and 887 (Frost, Tolin, Steketee, & Oh, 2011) and 29 and 217 in the clinical mixed 

methods studies (Frost, Steketee, Tolin, Sinopoli, & Ruby, 2015; Nordsletten, Fernández 

De La Cruz, Billotti, & Mataix-Cols, 2013). Clinical sample size in the qualitative study 

was 11 (Kellett, Greenhalgh, Beail, & Ridgway, 2010; Taylor, Theiler, Nedeljkovic, & 

Moulding, 2018).  

 

Demographic information. Gender was reported in all studies, with males 

represented in most (n = 23) and females represented in all (n = 25). Nevertheless, 

males were often under-represented and as epidemiological research suggests HD 
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prevalence is comparable across genders, samples were unlikely to accurately reflect 

HD population demographics (Lopez-Sola et al., 2014). Studies covered the lifespan 

from 17 to 86 years of age in a clinical sample (Dozier & Ayers, 2014). Many also 

included information about ethnicity (n = 16), with these varying in representation of 

ethnic backgrounds. 

 

 

Figure 1.2. PRISMA flow diagram demonstrates the four stages of the search strategy  
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Setting. Of the 25 included studies, 17 were from the USA, five were from 

Australia, and one each from France, Turkey and the UK. Studies utilising clinical 

participants recruited through outpatient clinics (n = 9) or online (n =2).  Non-clinical 

samples participated in studies through online survey (n = 8) or in person (n = 6).  

Diagnostic measures of HD. All but two used the Saving Inventory-Revised 

(SI-R; Frost, Steketee, & Grisham, 2004) to measure HD presence and severity. This 23 

item self-report measure uses a 4-point Likert-type scale to assess the three main 

features of HD: excessive acquisition, difficulties in discarding; and clutter. The SI-R is 

considered the ‘gold-standard’ HD measure of symptom severity and has good 

convergent validity and test-retest reliability (Frost et al., 2004). 

Two exceptions (Frost et al., 2009; Frost et al., 2011) used the Hoarding Rating 

Scale Self Report (HRS-SR), another widely used measure of HD which has high 

internal consistency, interrater reliability, and has been reliably used in distinguishing 

HD (Tolin, Frost, Steketee, Gray, & Fitch, 2008). 

Four of the studies additionally employed the SIHD (Nordsletten, Fernández De 

La Cruz, Billotti, & Mataix-Cols, 2013) to diagnose HD (Grisham et al., 2018; 

Nordsletten et al., 2013; K. R. Timpano & Schmidt, 2013; Wheaton, Abramowitz, 

Jacoby, Zwerling, & Rodriguez, 2016; Wheaton et al., 2013) and one used the 

DIAMOND (Tolin, Gilliam, et al., 2018) semi-structured clinical interview to assess for 

HD diagnosis (Tolin, Hallion, et al., 2018).   

Measures of reasons for acquisition. Constructs measured in relation to 

acquisition varied greatly. The most commonly used measures were the Savings 

Cognitions Inventory (SCI; n = 11), the Compulsive Acquisition Scale (CAS; n = 7), the 

Distress Tolerance Scale (DTS; n = 5) and the Frost Indecisiveness Scale (FIS; n = 4). 

Several of the previously referred to measures were used across two studies (n = 12). 

There were also 21 measures which were each used once.  

One of the mixed methods studies additionally utilised a semi-structured clinical 

interview based on a previous study by Pertusa et al., (2008) examining motivations for 

acquisition (Nordsletten et al., 2013). The other used a semi-structured interview 

designed specifically for the study which asked questions about motivations for 

acquisition (Frost et al., 2015).  

The one qualitative study included the SCI as a measure of beliefs, as well as 

semi-structured interview questions.  
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Narrative synthesis of results 

Beliefs about possessions. Three studies explored beliefs about possessions in 

relation to acquisition. Through inclusion of questions about reasons for acquiring in the 

demographics questionnaire, it was found that ‘usefulness of an object’ and an ‘object 

being aesthetically pleasing’ significantly and independently predicted acquisition 

measured by the SI-R-A (Dozier & Ayers, 2014). This was also found in another study 

which used an interview schedule based on one used previously by Pertusa et al., 

(2008), questions where participants were asked about the ‘collecting process’, 

including providing specific motivations for acquisition (Nordsletten et al., 2013). The 

most highly rated reason for acquiring was also ‘useful in the future’, with 93% of the 

HD sample reporting it. Other reasons included feeling ‘compelled to acquire’, ‘fearing 

a bad consequence’ and ‘compulsive shopper’. Whilst these reasons were endorsed in 

the sample of ‘collectors’, this was significantly less so for all motivations when 

compared to the HD sample. Through another semi-structured interview, questions were 

asked about reasons for acquiring, with the researchers calculating frequencies of these 

motivations (Frost et al., 2015). This study supported the previous findings, with 

aesthetic reasons being highly rated, along with avoiding waste and emotional reasons.   

These beliefs about possessions were understood to result in positive emotions, 

such as pleasure and pride, and subsequent acquisition. However, when compared in 

two of the studies with the other facets of HD, both evidenced a stronger relationship 

between ‘usefulness of an object’ and discarding than with acquisition (Dozier & Ayers, 

2014; Nordsletten et al., 2013). Despite these studies specifically investigating 

acquisition, the use of self-report measures and semi-structured interviews with focused 

questions limits the opportunity to capture other potential motivations for acquisition 

not explored in these studies. Additionally, whilst two of included large samples with 

wide age ranges and the other a smaller, yet clinically diagnosed sample, these were 

limited by the larger amount of women and lack of ethnic diversity (Frost et al., 2015) 

or ethnicity not being reported (Dozier & Ayers, 2014; Nordsletten et al., 2013). 

Indecisiveness. Impaired decision making is one of the main predisposing 

factors for HD in the model (Frost & Hartl, 1996). Indecisiveness was investigated in 

relation to acquisition across five studies, with four using the Frost Indecisiveness Scale 

(FIS; Frost, Kyrios, McCarthy, & Matthews, 2007; Frost et al., 2013; Frost et al., 2009; 
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Frost et al., 2011) and one using the Strategies in Decision Making Scale (Yorulmaz & 

Dermihan, 2015). All studies found that indecisiveness was significantly positively 

related to acquisition. Features of acquisition were assessed by either or both the CAS 

of SI-R-A. In studies where comparisons between acquisition, difficulty discarding and 

clutter were made, Frost et al., (2011), Frost et al., (2013) and Yorulmaz & Dermihan 

(2015) found that whilst indecisiveness was significantly related to acquisition, this was 

comparable to clutter, and less related with difficulties discarding.  

Cognitive failures. Individuals with HD report high levels of subjective 

cognitive deficits, including poor attention, memory and categorisation skills, with 

neuropsychological tests providing evidence in support of this (Grisham, Norberg, 

Williams, Certoma, & Kadib, 2010; Raines, Timpano, & Schmidt, 2014; Tolin, Hallion, 

et al., 2018). One study found that whilst indecisiveness was significantly related to 

acquisition, this relationship was stronger for cognitive failures (Frost et al., 2013). 

Concerns about memory, one cognitive failure, was significantly related to acquiring 

across all four studies, with acquisition understood as a way of avoiding associated 

negative emotions (Burgess, Graves, & Frost, 2018; Frost et al., 2013; Timpano & 

Shaw, 2013; Tolin, Hallion, et al., 2018). This relationship was also stronger than for 

both discarding and clutter. Additionally, concerns about memory mediated the 

relationship between anthropomorphism and acquisition, with those high in 

anthropomorphism who experienced increased concerns about memory reporting 

significantly more acquisition (Burgess et al., 2018; Timpano & Shaw, 2013).  It was 

suggested that memory concerns regarding forgetting events or information without an 

object as a reminder may be related to loss, and given the basic human desire for social 

connection, it would make sense that anthropomorphised objects are more frequently 

acquired to prevent these feelings. However, further research is required to investigate 

specific reasons why these two factors interact leading to acquisition. Whilst providing 

consistent findings, both studies used non-clinical student samples. One used a small 

non-clinical sample (n = 72) consisting of 60% females, whilst the other had a larger, 

primarily female sample (n = 232, 95%). Both also reported sample mean age to be 19 

or 20 years old and around 60% of the sample to be Caucasian. These studies are 

therefore limited in their ability to generalise findings across the HD population.  
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Emotion Regulation. Several factors of emotion regulation were explored 

across the included studies. These included Impulsivity, which was the most commonly 

reported specific factor related to acquiring (n = 4), as well as Distress Tolerance (DT; n 

= 3), Intolerance of Uncertainty (IU; n = 2), Self-Control (n = 2), general emotion 

regulation difficulties (n = 2) and Perceived Control (n = 1).  

Impulsivity. Negative urgency is the tendency to engage in impulsive behaviours 

when experiencing negative emotions (Taylor, Moulding, et al., 2018). Measured using 

the UPPS-P Impulsive Behaviour Scale, this was strongly correlated with acquisition 

over and above both discarding and clutter in two studies (Phung et al., 2015; Taylor, 

Moulding, et al., 2018). This pattern was also evident for impulsivity and difficulties 

with managing one’s behaviours when upset, as measured through the Impulse subscale 

of the DERS (Tolin, Levy, et al., 2018). Furthermore, impulse control was apparent in 

the qualitative study with participants speaking about difficulties with controlling 

impulses when acquiring which provided emotional gratification (positive urgency) 

(Taylor, Theiler, et al., 2018). Negative urgency was also apparent through individuals’ 

descriptions of acquiring to avoid negative feelings.  

 

Distress tolerance. DT is the ability to withstand negative emotional states, 

which are interpreted as uncontrollable and unbearable (Simons & Gaher, 2005). DT 

was another factor examined across 3 studies, with two using the DTS (Grisham et al., 

2018; Timpano et al., 2014) and one the DII, a measure derived from the DTS in 

combination with other scales assessing emotion regulation and tolerating negative 

emotions (Norberg et al., 2018). In one study, DT predicted acquisition severity 

comparative to discarding and better than clutter (Grisham et al., 2018), whilst in 

another DT more strongly correlated than discarding and clutter respectively (Timpano 

et al., 2014). These findings were similar in another study, although only on both the 

‘compulsive buying’ and ‘acquisition of free things’ subscales of the CAS and not on 

the SI-R-A (Norberg et al., 2018). The studies suggest that difficulties in tolerating 

negative emotions is linked to acquisition however, there were some inconsistencies in 

measurements and findings, and only one utilised a clinical sample thus limiting 

generalisability of results.  
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Intolerance of uncertainty. IU is defined as a cognitive bias which affects how 

uncertain situations are perceived and interpreted on cognitive, emotional and 

behavioural levels (Dugas, Schwartz, & Francis, 2004). Whilst one study found that IU 

did not significantly predict acquisition (Grisham et al., 2018), another indicated that IU 

significantly predicted acquisition above discarding and clutter (Wheaton et al., 2016). 

It was suggested that IU contributes to acquisition, with acquiring relieving discomfort 

attached to being uncertain about one’s actions. Whilst the latter findings were produced 

using a student sample, the former used a larger treatment seeking clinical HD group 

diagnosed using the SIHD. Whilst both studies used the same measures for HD, 

acquisition and IU they provided conflicting results. However, the findings produced by 

(Grisham et al., 2018) using a clinical HD sample provide stronger evidence about the 

role of IU in HD. The existing evidence suggests further research is required supporting 

these conflicting findings.  

 

Self-control. Another ER factor, self-control (also referred to as self-regulation) 

relates to one’s individual ability to exert control over one’s behaviour (Baumeister, 

Bratslavsky, Muraven, & Tice, 1998). Both studies found that it was significantly, 

negatively correlated with acquisition, and evidenced a stronger relationship when 

compared to both clutter and discarding respectively. Both used SI-R-A and the SCS, a 

standardised self-control measure found to have good psychometric properties 

(Tangney, Baumeister & Boone, 2004). However, whilst one investigated self-control in 

a large (n=369) clinical HD sample (Frost et al., 2013), the other used a large non-

clinical sample (K. R. Timpano & Schmidt, 2013) with the CAS as an additional 

acquisition measure which yielded the same results. Therefore, whilst the findings of 

Timpano & Schmidt (2013) suggest the importance of self-control, the results from 

Frost et al., (2013) provide more robust clinical evidence for this factor of emotion 

regulation playing a role in acquisition. 

 

General emotion difficulties regulation. Difficulties in emotion regulation, as 

measured using the DERS, was significantly related to acquisition in two studies using 

both a non-clinical and clinical sample respectively (Taylor, Moulding, et al., 2018; 

Tolin, Levy, et al., 2018). However, one study indicated that this relationship was 

stronger for discarding (Taylor, Moulding, et al., 2018), whilst the other supported that 

acquisition was most strongly related (Tolin, Levy, et al., 2018). 
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Perceived control. Perceived Control, defined as the extent to which events are 

viewed as within ones control (Rapee, Craske, Brown, & Barlow, 1996) was examined 

in one final study.  In a large non-clinical sample, the relationship of perceived control 

over emotions and potential external threats with the different facets of HD was 

examined (Raines, Oglesby, et al., 2014). Findings indicated that low levels of 

perceived control, as measured by The Anxiety Control Questionnaire were 

significantly associated with increased acquisition assessed through the SI-R-A. 

However, whilst this relationship was not present for clutter, there was a more 

significant association with difficulty discarding. This study suggested an increased 

anxiety and a sense of lacking control over results in the avoidance behaviour of 

acquisition. However, the findings suggest that perceived control plays a more 

significant role in difficulty discarding that the other two facets of HD.  

 

Experiential avoidance. Two studies explored EA in relation to HD. EA is 

defined as an attempt to prevent and avoid the experience of unpleasant thoughts, 

sensations and emotions (Hayes et al. 1996). Whilst one study found that EA 

significantly predicted acquisition, to a lesser extend clutter and did not significantly 

predict discarding (Wheaton, Abramowitz, Franklin, Berman, & Fabricant, 2011), the 

findings conflict with the second study where EA did not predict acquisition or either of 

the other symptoms of HD (Wheaton et al., 2013). However, the initial study used a 

student sample whilst the latter attempted to replicate these findings in a clinical HD 

sample with no evidence of the same finding. However, the clinical sample was small (n 

= 33) which is likely to have limited the power of analysis and may be unrepresentative 

of the HD community. The inconsistency in findings and lack of clinical evidence leave 

the role of EA in acquisition unclear.  

 

Attachment. Three studies found that attachment was related to acquisition 

(Danet & Secouet, 2018; Frost et al., 2007; Norberg et al., 2018). An insecure, anxious 

attachment style significantly predicted acquisition. Insecure attachment was also 

predictive of discarding but to a lesser extent, whilst significantly predicting clutter 

above both discarding and acquisition. A similar pattern was found whereby higher 

levels of anxious attachment, assessed through the Experiences in Close Relationships – 

Relationships Structure Questionnaire (ECR-RS; Fraley, Heffernan et al., 2011), were 

related to higher distress intolerance, increased anthropomorphising of objects and 
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subsequent acquisition (Norberg et al., 2018). The influence of early development and 

attachment style was also investigated in another study amongst several other factors 

including the aforementioned indecisiveness as well as self-ambivalence (Frost et al., 

2007). Uncertainty about ones-self measured through the HD and acquisition version of 

the Early Developmental Experiences Inventory (HEDII; Kyrios et al., 2005), as well as 

self-ambivalence were both significantly correlated with the SI-R-A. This was 

understood to function similarly to insecure attachment, with acquiring increasing a 

person’s sense of self-worth and security. Despite these studies providing similar results 

regarding the potential role of attachment and early experiences on acquisition, the 

findings are limited due to their highly imbalanced non-clinical samples (77-100% 

female). Whilst all used a reliable measure of acquisition, attachment and self-

ambivalence measures differed making it difficult to assess the similarities in findings 

across the studies.  

 

Quality Assessment. All of the quality criteria were met for the quantitative 

studies. This included that the sampling, measurements and analysis were appropriate. 

For both the qualitative and mixed methods studies, all quality assessment categories 

were also positively rated. The risk of non-response bias was rated low across all studies 

however the amount and detail of information provided to assess this varied. An 

example of ratings can be found in Appendix A4.  

 

Discussion 

Summary of findings 

The current study aimed to evaluate beliefs, meanings and motivations for 

acquiring possessions in HD. Based on the strength of study designs, there are several 

factors evidenced to be most strongly related to acquiring behaviours. These include 

cognitive failures, insecure attachment, emotion regulation difficulties, including 

impulsivity and self-control, and beliefs about possessions regarding their use and 

aesthetic. Other factors found to be motivators for acquiring included indecisiveness, 

DT, and perceived control. However, the relationships between these factors and 

acquiring were either comparative or weaker when compared to them as reasons for 

difficulties with discarding or clutter. Despite there also being some evidence for the 

role of IU and EA in acquisition in non-clinical samples, the findings were not 
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replicated in clinical samples resulting in understanding of these factors in acquisition in 

HD remaining unclear. 

Several studies reported motivations for acquisition that are already included in 

the model as being a way of avoiding unwanted negative emotions. Cognitive failures, 

including negative beliefs about memory, were found to be significantly related to 

acquiring across four studies. This was also superior to the relationships evidenced 

between cognitive failures and difficulties discarding or clutter. These studies suggested 

that when concerns about memory are high, including forgetting important information 

or events without an object as a reminder, there are associated feelings of loss. In an 

attempt to avoid such negative states, acquisition of objects subsequently takes place 

(Burgess et al., 2018).  

The role of beliefs related to attachment patterns was also discussed across three 

studies. These indicated that following childhood experiences, individuals fear loss and 

abandonment which results in a tendency to look for security from objects through 

acquiring possessions (Danet & Secouet, 2018). Acquisition may therefore be 

understood as a way of increasing one’s feelings of self-worth and sense of security as 

possessions serve to act as “attachment figures” (Frost et al., 2007). This is in line with 

the current cognitive behavioural model of HD, whereby early experiences lead to 

beliefs about vulnerability and a lack of safety, subsequent experience of negative 

emotions, and consequent acquisition (Frost & Hartl, 1996; Frost, Hartl, Christian, & 

Williams, 1995). These findings again support the notion that acquisition could play a 

role in the avoidance of unwanted negative feelings.  

General emotion regulation difficulties, negative urgency and lack of impulse 

control were also apparent through individuals’ descriptions of acquiring to avoid 

negative emotions (Phung et al., 2015; Taylor, Moulding, et al., 2018; Taylor, Theiler, et 

al., 2018; Tolin, Levy, et al., 2018). The findings from two other studies investigating 

self-control also support its role in acquisition, with both indicating lower self-control 

was associated with increased acquisition over and above both discarding and clutter 

(Frost et al., 2013). These findings also support the present model in which it is 

suggested that beliefs about control, or lack thereof, result in negative emotions (such as 

fear) and subsequent acquisition.  

Whilst indecisiveness and decision-making difficulties are posited to be a 

vulnerability factor leading to clutter in the model, the link between indecisiveness, 

negative emotions and acquisition is not currently included in the model (Frost & Hartl, 
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1996; Steketee & Frost, 2006). This relationship was found across five studies, and 

whilst the strength of relationship was superior to discarding, this was often comparable 

to clutter. It is suggested that indecisiveness may lead to negative emotions when a 

decision cannot be made, which in turn leads to acquisition as an avoidance behaviour. 

The current evidence suggests that further research is required investigating the 

relationships between indecisiveness and acquisition and that the model be reviewed 

regarding this link (Frost & Hartl, 1996).  

There was also preliminary evidence that other factors not currently included in 

the model may be related to acquisition, but that they may be more strongly be involved 

in difficulties with discarding. This pattern was evident for DT across three studies, 

whereby reduced abilities to manage distress and difficulties experiencing negative 

emotions lead to acquisition (Timpano et al., 2014). However, this relationship was 

found to be comparative, if not more significant, with discarding. Similarly, one study 

indicated that a lack of perceived control was significantly associated with acquisition, 

but this relationship was also stronger with difficulty discarding (Raines, Oglesby, et al., 

2014). Whilst these factors were evident in HD, the role they play in acquisition relative 

to discarding and clutter needs further exploration.  

The review also suggested that IU leads to acquiring as a way of relieving the 

discomfort attached to uncertainty. However, results from the two studies conflicted and 

as a relationship was only produced in a student sample the findings are limited 

(Wheaton et al., 2016). Similarly, two further studies investigated EA which by its very 

definition, is an attempt to avoid the experience of unpleasant emotions (Hayes et al. 

1996). Whilst one found EA to be significantly associated with acquisition over and 

above the other HD features in a student sample, the second study found no relationship 

between EA and HD (Wheaton et al., 2011; Wheaton et al., 2013).  These findings leave 

the roles of IU and EA in HD, and in particular acquisition, unclear and in need of 

further research.  Whilst these factors could be understood as emotion regulation 

vulnerability factors for acquisition in HD, the extent of their role remains uncertain and 

thus they should only be tentatively included in the model in the absence of further 

research. 

As with avoidance of negative emotions, motivations for acquisition as a way of 

inducing positive emotions and maintaining acquisition is not currently included in the 

model. However, the current review suggested that there may be such a maintaining 

cycle, with studies reporting acquisition as a way for individuals to feel pleasure. 
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Research has evidenced beliefs about possessions as significant predictors of acquisition 

(Dozier & Ayers, 2014; Frost et al., 2015; Nordsletten et al., 2013; Wheaton et al., 

2013). Beliefs included that objects may be of some use or that they were viewed as 

beautiful or aesthetically pleasing. Steketee & Frost (2006) proposed that these beliefs 

lead to feelings of excitement (the thrill of getting a bargain) and pride, pleasure and 

improvements in self-esteem (feeling generous, clever, accepted by others). It is 

suggested that this may lead to subsequent excessive acquisition as a way to continue to 

experience positive emotions (Taylor, Theiler, et al., 2018; Wheaton et al., 2013). 

Consistent with this, research investigating acquisition in compulsive buying has shown 

that this process may serve to emotionally regulate and improve self-esteem, with 

similar beliefs about attractiveness of objects and the thrill of finding a bargain (Claes, 

Muller & Luyckx, 2016; Black, 2007). Neurobiological theories have also focused on 

the role of dopamine creating a ‘reward dependence’ in ‘behavioural addictions’ 

including compulsive buying, which may also play a role in acquisition in HD (Holden, 

2001). Despite providing valuable information about the process of acquiring, further 

exploration of this outside of HD was beyond the scope of the present review.  

This review synthesised existing literature that has investigated acquisition in 

HD. However, caution should be used in drawing strong conclusions from the results 

due to the limitations of the included studies. Over half used homogenous, non-clinical 

samples, and the research using clinical HD populations often had small sample sizes 

and unequal gender and ethnic backgrounds of participants. Many also only reported 

findings about acquisition as a small part of the research or found that significance of 

relationships for acquisition were comparable or less significant than difficulties 

discarding and clutter.  

Nevertheless, the findings support several aspects of the current HD model, 

including that vulnerability factors and beliefs result in emotional reactions and 

acquisition. The findings also offer an insight into several different constructs and 

motivations for acquisition which would benefit from further, robust research in large 

clinical samples. Whilst not currently included in the model, evidence suggests that the 

process of acquisition reinforces HD specific beliefs and associated experience of 

emotional reactions, resulting in maintenance of this behaviour. The findings also 

suggest that acquisition serves as a way of emotionally regulating. This has several 

research and clinical implications discussed below. 
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Research Implications 

One key implication is that further research is required investigating acquisition. 

This review suggests that it is possible that in the context of different vulnerability 

factors and beliefs, acquisition acts as a way of avoiding negative emotions. Studies 

suggest that this serves as a temporary relief of the unwanted feeling, but consequently 

reinforces this pattern occurring. The same maintenance process is also posited to take 

place through inducing sought after positive emotional states. Such feedback loops 

feature in current cognitive models of other anxiety disorders, including health anxiety 

(Warwick & Salkovskis, 1990) and panic disorder (Salkovskis & Clark, 1993) however, 

they do not feature in terms of reinforcing in the current HD model. A potential model 

of acquisition adapted from Steketee & Frost (2003) including the factors discussed in 

this review and their relationships with emotions and acquisition is presented in Figure 

1.3.   

Figure1.3. Model of acquisition 

 

It has previously been suggested in the cognitive-behavioural model that 

difficulty discarding may serve as an avoidance behaviour to avoid the worry of a 

mistake having been made or avoiding the decision to discard altogether (Frost & Gross, 

1993; Frost & Hartl, 1996). It has since also been posited that acquiring acts as a form 

of avoidance behaviour aimed at preventing the distress associated with not acquiring an 

item (Raines, Oglesby, et al., 2014; Steketee & Frost, 2003). The results of the current 

review support this, suggesting that there may be a relationship between acquisition and 

indecisiveness which future research should seek to investigate. For example, an 
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individual sees an object but experiences difficulties with decision making about 

whether they would like or need it. It is believed that this may lead to feelings of 

negative emotions, including anxiety and fear about making the decision as well as 

worry about what might happen if the wrong decision is made. This subsequently leads 

to acquisition as a way of avoiding the negative feelings experienced in the moment and 

feared future negative feelings if they did not acquire and experienced a sense of regret. 

In order to avoid these unwanted feelings again, the individual continues to acquire. 

Despite having been linked to acquisition, in the current model, decision making deficits 

lead specifically to clutter, and not either acquisition or discarding (Frost, 2013). Future 

research should explore this, as well as the other factors and emotional processes 

involved in maintaining acquisition discussed in this review. Inclusion of these factors 

in conceptualisation could also improve the understanding of the maintenance of 

acquisition within HD which could subsequently be targeted more efficiently in 

treatment. However, it remains unclear as to the cause and effect nature of these factors 

which required investigation through experimental and longitudinal research.  

Research is also required in larger clinical samples with a consistent use of 

screening and construct measures. Furthermore, as studies specifically investigating 

motivations for acquisition are lacking, future research should seek to explore this, 

which fits with previous research recommendations (Frost et al., 2009). Replication of 

studies should be sought whereby several of the different factors discussed above are 

investigated in HD samples to assess the relationship of these reasons for acquisition. 

Use of comparison groups, such as collectors or compulsive buyers which were 

employed in some of the included studies, aid to understand the uniqueness of this 

process within HD and provide context regarding the process of acquisition in other 

presentations. This would improve the current evidence and support the initial 

conclusions made from this review.  

 

Clinical Implications 

In light of the findings of this review there are various aspects that should be 

considered in clinical practice. In depth discussion with patients engaging in treatment 

regarding their acquiring behaviours, history of these, and current motivations will help 

with joint conceptualisation (Frost et al., 2009). Furthermore, looking specifically at the 

ways in which emotions are linked to acquisition and possible ‘feedback loops’ that may 

occur could help individuals to understand how these are involved in the maintenance of 
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HD and need to focus on in treatment. For example, given the findings of this review, 

intervention might work on cognitive restructuring around beliefs about possessions as 

studies have indicated that these may be related to positive emotions and acquisition to 

maintain these sought after, positive feelings.  

As acquisition was found related to anxious attachment, a focus on improving 

interpersonal relationships through interventions such as Dialectal Behaviour Therapy 

(Linehan, 2015) or Interpersonal Psychotherapy (Weissman, Markowitz, & Klerman, 

2018) could be used. With anthropomorphism also being related to acquisition, 

cognitive restructuring could be used to challenge thoughts regarding the human 

characteristics of possessions, as well as increasing other forms of gaining comfort and 

a sense of safety (Norberg et al., 2018). Increased feelings of security and a reduction in 

associated negative emotions may then consequently reduce acquiring previously used 

as a way of avoiding difficult feelings. Similarly, as the findings suggested that 

acquisition may be related to impulsivity and inhibited self-control, interventions which 

include practice in this area may subsequently reduce excessive acquisition (Frost et al., 

2013). 

 

Limitations  

The current review has several limitations. Despite significant time refining the 

search strategy, it is possible that potentially relevant studies were missed in comparison 

to other studied mental health disorders, the HD literature remains limited and initial 

searches studies were reviewed for any key words that would help to identify studies 

during the final search. Any relevant search terms were then included. However, the 

findings identified constructs related to motivations for acquisition that were not 

included as particular terms used in the initial search. It is therefore possible that 

inclusion of these constructs as search terms, such as anthropomorphism, might identify 

additional papers that were not retrieved in the original search. Nonetheless, due to 

‘acqui*’ and synonyms being used in the search, confidence in this having retrieved 

studies where acquisition is reported as an outcome variable is strengthened which 

resulted in the search being over, rather than under-inclusive. 

Only five studies used diagnostic interviews during screening to identify the 

presence of the excessive acquisition specifier in HD as defined in the DSM 5 (APA, 

2013). Although the SI-R acquisition subscale was used in the majority of the studies as 

the indicator of acquisition in the absence of diagnostic interview. Due to this being a 
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criticism of the current state of the literature, this also limits the findings of the current 

review regarding its findings about motivations for acquiring. Future research therefore 

requires inclusion of diagnostic interviews and reporting of these specifiers as standard 

to improve the quality of research in the field of HD and in particular to improve 

understanding of acquisition.  

The MMAT was the quality assessment tool used due to the varied nature of 

study designs. However, use of a tool which provides a more rigorous measure of 

quality would improve the strength of the conclusions made in the current review. There 

was one study which was assessed which used a qualitative design which included on 

quote in the paper about a reason for acquiring (Kellett et al., 2010). Nevertheless, as 

the paper did not focus on the process of acquisition and made no further comments on 

this, the study was excluded as it did not provide further information or understanding 

about motivations for acquiring behaviours. Addition of inter-rating at data extraction 

and quality analysis would also have reduced any possible bias and improved rigour of 

these stages.  

Studies were also identified where the investigation of beliefs, meanings or 

motivations for acquiring in HD were central to the study but the sample used included 

17 year olds (n = 3; Oglesby et al., 2013; Taylor, Moulding, et al., 2018; Timpano & 

Shaw, 2013). The reviews’ exclusion criteria included samples under 18-year olds and 

the inclusion of these studies therefore broke protocol. However, it was felt that the 

findings of these studies were pertinent to this review and it was agreed between the 

reviewers that these studies should not be excluded based on the somewhat arbitrary 

nature of age. Re-review of excluded full texts was therefore carried out with this 

revision to inclusion criteria and no further studies were identified.  

 

Conclusions  

There is a lack of high-quality studies specifically investigating beliefs, 

meanings and motivations for acquisition in HD. Generally, study samples were small 

and unrepresentative and findings about acquisition were often a small part of the study. 

There were also cases where motivations for acquisition were evident but did not vary 

considerably to difficulty discarding or clutter, therefore suggesting a lack of specificity. 

Nevertheless, the overall findings of the 25 studies provide support for the model of HD 

and provide implications for clinical practice and research.  
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Background 

Anorexia Nervosa (AN) is categorised as a Feeding and Eating Disorder and is 

based on assessment against 3 criteria (APA, 2013). These are: a weight loss below the 

World Health Organisation (WHO, 2019) definition of underweight (minimum Body 

Mass Index [BMI] of <18.5 kg/m2) or failure to gain weight as expected in young 

people (YP); an intense fear of and behaviours to prevent weight gain; and a disturbance 

in how the individuals body shape or weight is perceived, extensive self-evaluation, or 

the failure to acknowledge being significantly underweight and the serious implications 

of this (APA, 2013). AN is a life-threatening illness with a mortality rate estimated at 3 

times that of any other psychiatric illness (Nielsen, 2001). AN has significant adverse 

effects on physical health, psychological well-being (including increased co-morbidity), 

and social functioning (Franko et al., 2018; Walsh, 2013). AN has a prevalence rate of 1 

in 250 females and 1 in 2000 males, with research indicating an increase in the number 

of registered cases and demand for services (Hoek & van Hoeken, 2003; NICE, 2004). 

There has been in shift in the understanding and treatment of AN over the past 

70 years. It was previously understood that due to the negative effects of starvation on 

the body and cognition, interventions should prioritise returning weight to ‘normal’ 

range before other therapeutic support is offered (Keys, 1950). However, recent research 

has indicated that there are inconsistent findings regarding the cognitive impairments of 

YP with AN and that the impact of weight loss on cognitive functioning differs on an 

individual basis (Garner & Garfinkel, 1997). Furthermore, cognitive abilities of 

individuals with AN do not differ significantly compared to those with affective 

disorders or matched controls (Kingston, Szmukler, Andrewes, Tress, & Desmond, 

2009). 

In view of this, guidelines currently recommend individualised care which 

alongside weight restoration should also include access to therapeutic support, 

education (Peterson, Becker, Treasure, Shafran, & Bryant-Waugh, 2016; Treasure, 

Schmidt, & Van Furth, 2003), and manualised family-based treatment for AN (Lock, 

Grange, Agras, & Dare, 2001; Watson & Bulik, 2013). With AN having the highest 

mortality rate of any adolescent mental health disorder, provision of effective and timely 

intervention is imperative (NICE, 2004).  
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Local Context: The Adolescent Inpatient Anorexia Nervosa Care Pathway 

The Riverside Unit is a thirteen-bed Tier 4 mental health inpatient unit for YP 

between the ages of 12 and 18 who require intensive help with a range of severe mental 

health problems including AN. The staff team are made up of qualified nurses, 

consultant psychiatrists, healthcare assistants, clinical psychologists, a dietician, an 

occupational therapist and a family therapist. A revision of the AN care pathway was 

carried out in October 2016 in consultation from multi-disciplinary leads within Avon & 

Wiltshire Partnership and national specialists in eating disorders (ED) from Great 

Ormond Street and the South London and Maudsley Hospital (Appendix B2).  

The new AN care pathway was written in line with recent evidence and national 

guidance regarding treatment of adolescents with AN at the time of revision. The 

National Institute for Health and Care Excellence (NICE, 2004) guidelines for ED 

recommend that ‘treatment planning will require co-ordinated, multidisciplinary, 

physical, psychological and service interventions’ (NICE, 2004). Whilst these 

guidelines have since been updated, they continue to recommend this process involves 

the YP and carers, assessment and management of risk, and other considerations 

required when treating AN (NICE, 2017). Additionally, the revised AN care pathway 

drew from guidance on how to assess and manage the medical risk of AN and guidance 

on using the Mental Health Act in treatment (Treasure, 2009). However, whilst these 

guidelines provide useful recommendations these documents were not written 

specifically for treating adolescents with AN. In view of this, the Junior MARSIPAN 

(Royal College of Psychiatrists, 2012) report was developed and was heavily drawn 

upon in the AN pathway revision. This document provided specific and in-depth 

recommendations for treating AN in YP due to the differences compared to adults in 

how weight should be assessed, other risks, consent and capacity and organisation of 

other child and paediatric services (Royal College of Psychiatrists, 2012). Furthermore, 

revisions to the AN pathway were made utilising the Maudsley Family Approach for 

treatment of adolescent AN (Eisler, 2005; Eisler, Lock, & le Grange, 2010). This 

included the use of multi-family day treatment, whereby families gather for several 

consecutive days of an intense treatment programme where they share their experiences. 

Families are encouraged to reflect upon their existing resources with a focus on finding 

their own solutions, as well as exploring how the ED and familial interactional patterns 
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have become entwined and subsequently prevented the family in moving forward on the 

normal developmental course (le Grange, 2005).  

The Planned Approach to Management of Change 

The implementation and impact of the revisions to the AN care pathway can be 

understood in the context of how change is managed. Change management is a familiar 

concept in most organisations, with its roots in the early 1900s and particular growth in 

large organisations including the National Health Service (NHS) taking place after the 

Second World War (Isles & Sutherland, 2001). It is defined as “modifying or 

transforming organisations in order to maintain or improve their effectiveness” (Hayes, 

2018). Organisational change management and its impact vary significantly, and it has 

been proposed that those which “handle change well thrive, whilst those that do not may 

struggle to survive” (NHS Wales, 2012). Various approaches, models and tools exist 

which can be used to understand and manage change. One such model is that of 

transitional change, which seeks to move to a known desired state which differs from 

the current one in a planned and structured way. The transitional change model is the 

most widely used in organisational change research and practice and is considered the 

fundamental approach to managing change (Cummings, Bridgman, & Brown, 2015). It 

has its origins in Lewin’s (1947a, 1947b) three stage approach to change which was 

conceptualised as the phases of ‘unfreeze-change-refreeze’. Lewin’s (1947) ‘changing 

as three steps’ (CATS) framework was also further developed by Schein (Schein, 1985) 

with a more in-depth exploration of each stage.  

It is proposed that unfreezing occurs through destabilising the equilibrium in 

order to discard the old behaviour and adopt the new one, with Schein further arguing 

that “unless sufficient psychological safety is created, the disconfirming information 

will be denied or in other ways defended against, no survival anxiety will be felt, and 

consequently, no change will take place” (Schein, 1996). The second step of change, or 

moving to a new position, involves building upon motivation, implementing and 

trialling change, and will include gathering further information through research, action 

and learning (Batras, Duff, & Smith, 2016). It has been suggested that employee 

involvement, whereby members input in to decisions is vital in overcoming resistance, 

create commitment to making change, and is the most effective strategy in planning and 

implementing high quality change (Hussain et al., 2018). It is also suggested that this 

move is accomplished through identification with a new leader who role models this 



 

58 

 

process and provides a sense of stability (Isles & Sutherland, 2001). The third and final 

step of refreezing involves stabilising a new state of equilibrium, where the new 

approach is congruent and integrated into individuals’ behaviours as well as the 

environment to prevent regression to the discarded approach (Burnes, 2004). It is argued 

that this phase requires changes to the norms, practices, policies and culture of an 

organisation (Cummings & Huse, 1989). This model has been used extensively in 

organisational change within the NHS where new ways or practice and changes to 

clinical pathways have been made (Askew, Cowan, Michael, & Semple, 2014; Bowers, 

2011; Lumbers, 2018). 

 

Methods 

Aims 

As for other changes made within the NHS context, the approach used to implement 

the revised AN Care Pathway can be understood in the context of change management 

theory. The project comprised of two phases. The first phase utilised an audit of client’s 

electronic files to evaluate this new way of providing care and assess the impact of 

changes to the pathway on length of stay and clinical outcomes. This phase aimed to 

address the following two questions:  

 

1) Have the changes made to the AN care pathway effected length of stay on the 

unit for YP?  

2) Have the changes made to the AN care pathway effected clinical outcomes on 

routine measures for YP? 

It was hypothesised that YP on the new pathway would have a shorter length of stay 

compared to those on the old pathway, and that YP on the new pathway would show a 

greater change in clinical outcomes compared to those on the old pathway. 

The second phase used focus groups in order to gain a better understanding of 

stakeholders’ experiences and views regarding further improvements that may be 

beneficial. This phase aimed to address the question:  

 

1) What are staff views of the new care pathway, and are there improvements that 

they would like to see? 



 

59 

 The results of these phases were combined to provide recommendations for 

improving the pathway and its implementation, as well as determining what resources 

and support were available to meet these needs.  

 

Scoping 

Following pathway revision in October 2016, evaluation of changes and their 

impact was required by the service. It was anticipated that this would provide 

information about the pathway’s effectiveness and views of stakeholders involved in 

order to make further improvements. This service improvement project was granted full 

ethical approval by the University of Bath Psychology Departmental Ethics Board 

(Reference 17-294; Appendix B3) and Avon and Wiltshire NHS Trust Research and 

Development (Reference E2017.023; Appendix B4). 

To gain the views of YP within the service about the projects aims and 

methodology, the researcher met with two adolescents are the unit. The YP were provided 

with information about the proposed project and consented to discussing their thoughts 

on this. Both YP were over sixteen years of age and therefore did not also require parental 

consent to be gained (BPS, 2010). The feedback provided included that focus groups 

would provide a better forum for feedback about the changes (as opposed to interviews 

or questionnaires), and comments were made on the proposed questions to be included in 

the semi-structured focus group.  

The project was a mixed methods study and had two phases. The first was an audit 

of YP’s data to assess this in line with the revised pathway. The second phase involved 

two focus groups facilitated by the researcher and attended by different multi-disciplinary 

staff within the service. Both phases were carried out within 10 months of each other. 

 

Phase 1: Evaluating Adherence to the Revised Anorexia Nervosa Pathway 

Design 

For this phase of the study an audit was employed. This enabled a review of the 

new pathway implementation and identified aspects requiring further work.  

Sample 

A total of 16 anonymous YP with AN had been admitted to the adolescent 

inpatient unit in the 24-month period that the research included. 5 were discharged at the 

end of the year prior to the new pathway being implemented and represented the old 

pathway. 3 YP’s stay spanned both pathways and their data was not included in the audit 
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as they could not be allocated independently to one of the groups. 8 had been admitted 

following care pathway revision and had their care audited against this.  

Materials 

A protocol was created in order to audit the YP’s files against the changes made 

to the pathway (Appendix B5). This included reviewing length of stay, clinical outcomes, 

use of bed rest, and access to education, psychological therapy and multi-family therapy 

(MFT). The outcome measures used at the service were the Health of the Nation Outcome 

Scale (HoNOSCA; Gowers et al., 1999), the Children’s Global Assessment Scale (CGAS; 

Shaffer et al., 1983), and the Strengths and Difficulties Questionnaire (SDQ; Goodman, 

2001). All are highly reliable and valid measures for measuring children’s psychological 

and social functioning and wellbeing (Appendix B6).  

Procedure 

The protocol was used as each of the sixteen YP’s files were audited through the 

online patient records system. Paper outcome measures of the YP were also reviewed 

upon admission and discharge from the unit. All data were kept securely. 

Results 

 Descriptive Statistics. The total mean score for length of stay for a YP on the 

old AN pathway was 139 days, whilst this was 38 days less during the revised pathway 

at 101 days. The measures also indicated changes. There was a lower mean HoNOSCA 

score for YP during care under the revised pathway indicating further improvement than 

during the old care pathway. Conversely, the mean CGAS score was lower during the 

revised pathway than the old pathway indicating slightly more improvement on the old 

pathway when compared to the new. The SDQ was not included due to incompletion of 

measure upon discharge and subsequent inability to assess changes. Further information 

is detailed in Table 2.1. 

 

Table 2.1. Comparisons of length of stay and outcome measures on both the Old 

and Revised AN pathway. 

  Old Pathway Mean (SD) 

Revised Pathway 

Mean (SD) 

Length of Stay (Days) 139.4 (83) 101 (53) 

HoNOSCA 19.6 (27) 9.25 (12.5) 

CGAS 27.8 (8.4) 13.1 (9.3) 
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 Other parts of the pathway that were audited included support that was offered 

as part of the revised pathway. Of the 8 YP’s files audited against the revised pathway, 7 

were offered Psychology and only 1 did not receive this due to a quick transition to a 

specialist ED unit. This was the same for accessing education and MFT. All 8 had the 

Hunger for Understanding workbook discussed with them by their named nurse, and no 

cases of bed rest were documented.   

The number of times that BMI and Weight for Height (WFH) were recorded was 

also audited (Table 2.2). There were several incidences of both BMI and WFH being 

documented concurrently with no rationale provided.  

  

Table 2.2: Number of times BMI and WFH reported in notes. 

Young Person BMI reported in notes WFH reported in notes 

1 1 6 

2 23 56 

3 25 182 

4 69 190 

5 70 199 

6 59 88 

7 18 71 

8 41 58 

 

The audit of weighing frequency indicated a variation in the number of weeks 

where YP were weighed twice weekly as per the revised AN pathway. There were no 

cases where this occurred consistently for a YP and no rationale was provided in the 

notes where twice weekly weighing did not take place. Further information is provided 

in Table 2.3, with the length of stay in weeks provided for context and comparison.  
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Phase 2: Identifying Staff’s Perceptions of the Implementation of the 

Revised Anorexia Nervosa Pathway. 

Sample  

8 staff in total took part in total across the two focus groups, with 3 in focus 

group one (F1) and 5 in focus group two (F2). 

Materials 

A semi-structured interview schedule developed in collaboration with the 

researcher’s supervisors was used (see Appendix B7). Both focus groups were audio-

visual recorded. 

Procedure 

A study information sheet was disseminated to staff and those interested were 

asked to contact the researcher or her supervisor at the service. Recruitment also took 

place at the beginning of each focus group with staff on shift.  

Following recruitment, participants read an information sheet and provided 

written informed consent (Appendix B8). Each focus group was 1 hour long. Staff were 

provided with debrief forms which contained further details about the study and the 

researchers’ contact details (Appendix B9). 

Data analysis  

 Inductive thematic analysis approach was used to identify themes within 

participants experiences (Braun & Clarke, 2006). This approach has previously been 

criticised regarding a lack of clear methodological guidelines resulting in a lack of 

Table 2.3. Number of twice weekly weighing and length of stay on the revised AN pathway 

Young person Length of stay (weeks) No. of weeks where weighed twice weekly 

1 2 1 

2 11 9 

3 22 11 

4 25 14 

5 21 14 

6 14 1 

7 9 4 

8 12 6 
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information being detailed by some researchers regarding data analysis (Attride-Stirling, 

2001). It was therefore considered important that the methodology employed was 

transparent and replicable. The present study followed the six phases detailed to 

produce a thematic analysis (Braun & Clarke, 2006). This provides researchers with 

clear procedural guidelines whilst also ensuring that the flexible nature central to the 

epistemological position of the approach is maintained.  

The researcher takes the position that acknowledges the desire to understand 

individuals’ experiences and the meanings attributed to them whilst also considering the 

influence of social context. This is described as a ‘contextualist’ or ‘critical realist’ 

position, with the view that reality can be understood through individual’s descriptions 

of their experiences within their own reality (Braun & Clarke, 2006; Clarke, Braun, & 

Hayfield, 2015). This research aimed to understand staffs’ experiences of the revised 

ED pathway and draw themes from the data while acknowledging the social context.  

Following transcription, the researcher read the material and made notes about 

the main concepts present in the data. Following this, the data was coded. This process 

was also carried out about another researcher, and the two sets of codes were discussed 

and reflected upon. The codes were then bought together under the themes presented in 

this paper, which were also reflected upon with the second researcher. Whilst the 

contextualist position of the researcher means that inter-rater reliability was not sought 

and it is recognised that thematic analysis inevitably includes the researchers own 

interpretation, the discussions with a second researcher aided the process of engagement 

with and immersion in the data. 

Results 

 The following four key themes were identified from the focus groups: ‘staff 

disempowerment’, ‘staff resistance to change’, ‘managing uncertainty’ (staff seeking 

containment and impact of staff confidence on others) and ‘future hopes’ (including 

programme practice links and documentation, experience exchanges and training, 

building on the success of multi-family therapy and continuing positive change) (Figure 

2.1). All themes were present across both focus groups.  
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Staff Disempowerment. One topic staff discussed at length was how disempowered 

staff felt upon pathway implementation and that they were left ‘feeling at sea whereas 

people previously had known exactly what they were doing’ (F1). Due to lack of 

involvement staff felt confused and “deskilled by the new programme” (F1). This was 

noted in particular to changes in managing meal plans and the involvement of a 

dietician. Staff across both groups discussed feeling that their autonomy was removed, 

“felt disempowered to make any changes” (F2) and were unable to use their own 

initiative:  

“staff are feeling deskilled by the new programme as they feel everything 

has changed” (F1). 

“you’re not that sure of the boundaries, everything keeps changing” (F2). 

 

Staff resistance to change. Staff reported challenges in implementing the changes, in 

particular the move from recording of BMI to WFH and the frequency of weighing 

taking some time to implement. Staff also felt that YP were not gaining weight as they 

had previously. Staff spoke about holding the view that “the old pathway was a plan 

that worked, and if it worked don’t touch it” (F2) and “people felt that the old 

programme worked and had a reputation… as traditionally it was always very 

successful” (F1). Having to manage issues that arose whilst having faith in the old 

programme led to a sense of resistance to the changes being made and “not believing 

this new programme” (F1). This is further demonstrated below: 

Figure 2.1. Thematic Map 
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“you had people who have been here for a while who because the old 

system worked wanted to revert to the old system but at the same time were very 

skilled in dealing in response to anorexia and those staff weren’t feeling 

particularly confident in knowing all the bits and pieces of the new programme 

or agreeing with it” (F1). 

 

Managing Uncertainty. Staff reflected that there was uncertainty for all stakeholders 

and in particular that the move to more individualised care and choice for YP resulted in 

increased anxiety and fewer boundaries. For staff, this lack of certainty resulted in 

reduced confidence in their practice:  

“Feeling underconfident and kind of not knowing what is going on it 

kind of just undermines everything really” (F1).  

It was also felt that the staff’s uncertainty also negatively impacted on the YP 

and their families: 

“as soon as they think we’re really chaotic they just lost a bit of faith 

really” (F1). 

“I think they would just feel more contained, I mean if we as staff know 

what we’re doing, they feel that, you know, they can trust us more” (F1). 

 

Future Hopes. Participants in both focus groups spoke about their hopes for the future. 

Staff commented that they would benefit from further training ‘which was about 

sharing the experience and skill that was still in the team” (F1), as previous 

opportunities to share experiences were valued. Staff also believed this would help to 

prevent drift from the model as both groups felt that this was a particular risk:  

“with the sort of turnover with staff that we are having….it’s a constant 

need to keep revisiting and thinking about it” (F1).  

“I think some of that is because people haven’t been given the training, 

and also people aren’t necessarily sure what to do” (F1). 

It was similarly felt that re-writing the programme document itself to make it ‘a 

bit more user friendly’ (F1) was required, and that this should be succinct and accessible 

to all stakeholders. Both groups spoke about wanting to be able to give feedback on 

future pathway changes:  
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“I think one of the big swinging points was when it was stopped, and we 

thought we have to make changes and we did…so we took the best bits of the 

old programme and put them in to this programme” (F2) 

“just having really regular meetings, E.D. pods, meetings….where 

people can take things. ‘cos it just needs constant tweaking.” (F1) 

There was a strong sense of the power and worth of MFT with multiple benefits 

highlighted. Staff reflected that there were logistical challenges in running MFT which 

felt important to manage, with one participant explaining that ‘when we’ve run them 

they’ve worked really, really well” (F1). There was a sense that families reconnected 

through MFT and that this was a place for reparation of relationships which was 

acceptable to all involved: 

“the young people, the feedback generally about the multi family therapy 

generally has been that they really enjoy it and certainly get on board with the 

activities, really engaged and really thoughtful throughout. They seemed to get a 

lot of the benefit `from it” (F1). 

Both groups also recognised many additional positive benefits of the pathway 

and there was a drive to further develop these. Staff believed various changes had 

benefitted YP and that this was reflected in YP preferring the new pathway:  

“yeah I think it’s a really valuable part of the eating disorder programme 

actually is the eating awareness group, and that’s something that has changed 

over time” (F2). 

 “the access to education and to therapy as well as been really beneficial. 

Um….I think the weight for height has been quite good, I think that change, 

once you get your head around it” (F1). 

 

Service Improvement: In what ways can the AN Care Pathway be Improved? 

Whilst various amendments to the revised pathway have already been made 

since its implementation, several recommendations were provided. These were 

presented to the management team and the findings were well received. It was agreed at 

this meeting which recommendations would be implemented and the practicalities of 

these which are discussed further below. A feedback document was also provided to 

disseminate the findings to the staff team (Appendix B10).  
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Discussion  

This study investigated the effects of the changes made following the revision of 

the AN care pathway at an adolescent unit in order to provide recommendations to the 

service. The life-threatening nature of AN, high mortality rate, and significant impact on 

all domains of living reinforces the importance of providing efficient care in line with 

best practice for YP as outlined in national policy documents (APA, 2013; Franko et al., 

2018; NICE, 2017; Nielsen, 2001; Walsh, 2013).  

The way in which the revised pathway was received by staff can be understood 

in terms of Lewin’s change theory. Staff felt disempowered and unheard throughout the 

process, and that this was particularly pertinent to their lack of involvement at the 

unfreezing stage. Staff did not understand the rationale for the changes and thus were 

unable to comprehend the disconfirming evidence required at this stage. Managing 

uncertainty emerged as a theme as this was felt to be a challenge throughout the process 

being revised and implemented with staff seeking containment. This could be 

interpreted as not experiencing sufficient psychological safety, and that this alongside a 

lack of understanding could cause a defence against change, evident in the theme of 

staff resistance to change (Schein, 1996). Employee involvement is key in overcoming 

resistance and promoting a commitment to transformation at the second stage of this 

change model (Hussain et al., 2018). It was identified during the feedback meeting that 

understanding the feelings of staff disempowerment, resistance to change and feelings 

of uncertainty around implementation were the main areas of learning from the project 

taken forward.  

The theme of future hopes for continuation of good practice emerged from staff 

reflections. These included ensuring that education and psychology are offered 

consistently and to continue building on the success of MFT by ensuring regular 

facilitation. It was reflected following feedback that the project prompted the service to 

revisit implementing MFT opportunities as the feedback from staff had been so positive 

and MFT was currently not being offered.  

There were also no instances of bed rest being used in the audit, and instead it 

should be ensured that restful time in the therapeutic milieu continue to be provided 

instead. Individualised meal plans were found to be working, however as this previously 

had such significant implications when difficulties arose these should be a standing item 

for review. During the audit, there were also instances where weighing was carried out 

either more or less frequently than the recommended twice weekly, and these were often 
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documented in BMI or both BMI and WFH. It was recommended that this be discussed 

during staff meetings to increase the consistency within the team. It was also 

recommended that any challenges to required pathway implementation be reviewed and 

discussed between management.  Programme practice links and documentation was also 

identified as a subtheme, leading to a recommendation that the pathway itself is re-

written to a user-friendly document for staff and YP.  

Staff described the importance of having various opportunities for experience 

exchanges, as well as more regular chances for formal training sessions. This should be 

offered regarding AN and its management. These sessions should be provided to new 

staff but also accessible to experienced staff who would like a refresher.  

It was discussed during the feedback meeting that a working group and 'pod' 

meeting for the pathway was in action which fits with these recommendations. These 

provide staff with a way in which to feedback and be involved in consultation around 

changes made, improving their involvement and collaboration. This would also likely 

reduce staff’s resistance to changes. This move to increased staff involvement is key in 

aiding the process towards the final step of refreezing whereby the new method of 

practice becomes integrated in to individuals’ behaviours and the norms and culture of 

the organisation (Burnes, 2004; Cummings et al., 2015; Cummings & Huse, 1989). The 

above findings and recommendations are being taken to the Units Strategic Operational 

Management team to consider in terms of forth-coming changes to treatment pathways 

that will need to be embedded within the unit in the coming months.  

 

Limitations  

One limitation is that it was only possible to carry out two focus groups 

facilitated by the same researcher. Additional participants may have meant a more 

representative sample and further support the assumption that saturation had been met. 

The quantitative findings are also limited due to the small sample size. Due to project 

timing following pathway revision, only 8 YP’s files were audited. If additional YP had 

files included, this would have allowed more in-depth analysis to take place. This also 

resulted in data being skewed, with wide data ranges indicating that findings were not 

best represented through means.  

The outcome measures were inconsistent in what they indicated. One possible 

explanation is that staff members were not trained in using the measures which would 

invalidate the findings. It is also possible that improvements on the HoNOSCA could be 
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attributed to other external factors such as the introduction of the community services 

ED pathway and other types of therapies.  

Whilst seven YP had shorter lengths of stay compared to the five included on the 

old care pathway, there was one incidence where length of stay was shorter due to the 

negative impact of the revised pathway meal plans which resulted in subsequent transfer 

to a specialist ED unit as opposed to faster improvement. Another audit and comparison 

of those admitted at the beginning of the pathway to those admitted over the following 2 

years later may be of interest to the service. 

Further work could also be carried out investigating YP and their families’ 

experiences as due to restrictions with the scope of this project these were not 

investigated. This also fits with recommendations for research involving YP and 

families in service planning (Gowers & Bryant-Waugh, 2004).  

 

Conclusions 

In conclusion, the impact of the implementation of the revised AN care pathway 

was investigated through audit of YP’s files and focus group discussions with staff. The 

pathway was found to have had some challenges in its implementation and has since 

required amendments which were already underway. Recommendations were made 

following the findings including how staff could be better supported in the care they 

provide.  
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Introduction 

Hoarding Disorder (HD) is recognised as a distinct diagnosis in the DSM-5 

(APA, 2013). Diagnostic criteria include a perceived need to save possessions, and a 

persistent difficulty and associated distress when discarding possessions despite their 

actual value. This results in an accumulation of possessions which clutter living areas 

compromising safety and the intended use of living space, alongside significant 

impairment in social and occupational functioning. Recent epidemiological research 

indicates a prevalence rate of 1.5% in adults of working age (Nordsletten et al., 2013). 

The cognitive behavioural model of HD (Frost & Hartl, 1996) proposes that 

beliefs about the meaning and utility of possessions leads to individuals having 

significant difficulties in making decisions regarding acquisition and discarding of 

possessions. Furthermore, behavioural avoidance is thought to contribute to HD, with 

decisions being avoided to prevent negative and undesirable emotional states often 

associated with loss (Steketee & Frost, 2003). It has been suggested that multiple 

variables may underlie avoidance behaviours, including anxiety sensitivity (AS; 

Timpano, Buckner, Richey, Murphy, & Schmidt, 2009), distress tolerance (DT; Norberg, 

Keyan, & Grisham, 2015) and Intolerance of Uncertainty (IU; Mathes et al., 2017). 

Whilst sharing similarities, there are conceptual distinctions between these emotional 

vulnerability factors (Schmidt, Richey, Cromer, & Buckner, 2007). AS is defined as a 

distinct fear of anxiety related bodily sensations and associated harmful consequences 

(Timpano et al., 2009), with low DT (an aspect of emotional dysregulation) being 

defined as the inability to withstand any negative emotional state and feelings of distress 

being interpreted as uncontrollable, unbearable and unacceptable (Leyro, Zvolensky, & 

Bernstein, 2010; Simons & Gaher, 2005). Furthermore, IU is a negative cognitive bias 

that affects how a person perceives, interprets and responds to uncertain situations on 

cognitive, emotional and behavioural levels (Dugas, Schwartz, & Francis, 2004; 

Freeston, Rhéaume, Letarte, Dugas, & Ladouceur, 1994). Those high in IU experience 

uncertainty about the future as stressful and upsetting, which results in impairments in 

functioning and subsequent avoidance (Buhr & Dugas, 2002; Grenier, Barrette, & 

Ladouceur, 2005). Although these constructs haven’t been explicitly included in the 

model, their relationship with HD has been investigated in preliminary research. 

There is emerging evidence from cross-sectional studies using student and non-

clincal samples for the relationship between HD and emotional vulnerability factors. AS 

has been evidenced as having  a strong relationship with HD symptoms (Coles, Frost, 
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Heimberg & Steketee, 2003; Medley, Capron, Korte & Schmidt, 2013), with DT 

similarly being found to predict saving behaviours in HD through a behavioural HD 

paradigm (Shaw & Timpano, 2016). IU has also been found to be a signficant predictor 

of HD symptom severity after controlling for general levels of worry, depression and 

non-hoarding obsessive compulsive symptoms in a student sample (Oglesby, 2013). 

Research has additionally exmained these factors together in non-clinical samples, with 

findings suggesting that HD was robustly associated with both DT and AS (Timpano et 

al., 2009).Furthermore, there was an interaction between AS and DT. This suggested 

that DT may play a less important role among individuals with low AS, whilst DT 

appeared to increase vulnerability to symptoms of hoarding among individuals with 

higher levels of AS (Timpano et al., 2009). 

These findings have also been replicated in clinical HD samples suggesting that 

people with HD may experience multiple emotional vulnerabilities. IU has been found 

to be significantly positively associated with the HD components of acquisition and 

difficulties discarding, independent of anxiety and depression (Castriotta, Dozier, 

Taylor, Mayes, & Ayers, 2019). Both IU and DT have been found significantly 

associated with HD, with these factors independently predicting HD symptoms in a 

clinical outpatient sample (Mathes et al, 2017). IU was the only significant predictor of 

HD, with DT not predicting symptoms of HD. Conversely, one recent cross-sectional 

study which used a treatment-seeking clinical HD sample investigated the role of AS, 

DT and IU as predictors of hoarding symptoms and found that only DT predicted HD 

symptoms (Grisham et al., 2018).Whilst having important theoretical and clinical 

implications, this study lacked a clinical comparison or HC group. One further study has 

also provided supporting evidence that IU predicts HD symptoms (Wheaton, 

Abramowitz, Jacoby, Zwerling, & Rodriguez, 2016). However, in addition to this, 

results indicated that those with HD had higher levels of IU compared to HC’s and other 

anxiety disorders including GAD, Panic and SAD, but that these were comparable to 

those with OCD (Wheaton et al., 2016).  

Despite increasing evidence regarding the association between these emotional 

vulnerability factors and HD, findings are limited due to the largely non-clinical 

samples used. The present study draws on the research by Wheaton et al., (2016) which 

compared IU in HD to OCD and extends this through the addition of both a HC group, 

as well as the inclusion of AS and DT as additional emotional vulnerability factors. No 
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research thus far has directly examined the constructs of AS, DI and IU independently 

or synergistically in HD and compared this to other clinical groups and HC’s. 

The aim of the present study were therefore to further understand the roles and 

relative importance of these psychological vulnerability factors within HD, and how this 

compares to their occurrence in OCD and HC’s. It was hypothesised that there would be 

differences in AS, DI and IU across the three groups of HD, OCD and CC. Based on the 

evidence discussed above, it was expected that there would be increased AS and IU, and 

lower DT, in the clinical groups compared to the non-clinical group. Furthermore, if 

these psychological constructs have greater specificity to HD, it was expected that IU 

and AS would be significantly higher, and DT significantly lower, in the HD group 

relative to the OCD group.  

 

Methods 

Participants 

A total of 188 participants (HD n = 66; OCD n = 59; HC n = 63) were recruited 

to take part in the study. Thirty-four respondents who did not meet group criteria were 

excluded at the screening stage. Clinical samples were recruited through advertisements 

(Appendix C2) on HD and OCD charity websites and a database of participants from 

previous research studies who had agreed to be contacted about participating in future 

research. Recruitment for the HC sample was through research recruitment websites 

such as ‘call for participants’, a departmental community research participant database, 

and snowball recruitment methods.  

All participants were excluded if they were: <18 years of age or disclosed 

another mental health diagnosis (aside from HD or OCD), brain injury or neurological 

disorder. For inclusion in the HD group, participants were required to score 14 or above 

on the Hoarding Rating Scale Self-Report (HRS-SR; Tolin, Frost, & Steketee, 2010; 

Appendix C3) or to score above 41 on the Saving Inventory Revised (SI-R; Frost, 

Steketee, & Grisham, 2004; Appendix C4). For inclusion in the OCD group, 

participants were required to score above the clinical cut-off of 21 on the OCI-R (Foa et 

al., 2002; Appendix C5). If participants scored above clinical thresholds on either of the 

HD measures and above cut-off on the OCI-R participants were asked to report on 

which one was their primary difficulty. Control participants were excluded if they 

scored above clinical cut off of 10 on the Generalised Anxiety Disorder measure (GAD-

7; Spitzer, Kroenke, Williams, & Löwe, 2006; Appendix C6) and/or above 10 on the 
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Patient Health Questionnaire measure of depression (PHQ-9; Kroenke, Spitzer, & 

Williams, 2001; Appendix C7), scored above clinical cut-offs on the HD and OCD 

measures or self-reported a current mental health problem. 

The present study was approved by the Psychology Department Ethics Review 

Board at the University of Bath (approval number 17-232; Appendix C8). 

 

Measures of Psychopathology  

Hoarding Disorder Rating Scale-Self Report (HRS-SR; Tolin et al., 2010). 

The HRS-SR is a 5-item questionnaire which can be administered in self-report or 

interview form. Participants rate their experience of excessive acquisition, difficulty 

discarding, clutter, impairment and distress on 0 (no problem) to 8 (extreme) scales. 

Scores of 14 and above indicate clinically significant symptoms. The scale has 

evidenced excellent test-retest reliability and internal consistency (α = 0.96; Tolin et al., 

2010), and in the present study demonstrated excellent internal consistency (α = 0.95).   

 

Saving inventory-revised (SI-R; Frost et al., 2004). The SI-R is a self-report 

questionnaire containing 23 items assessing the severity of acquisition, difficulty 

discarding, and clutter based on scores ranging from 0 (no problem) to 4 (very severe). 

Scores increase according to HD severity, with scores of 41 and above indicating 

clinically significant symptoms. The scale has previously demonstrated high internal 

consistency (α = 0.94) and test-retest reliability (0.86; Frost et al., 2004), and evidenced 

excellent internal consistency (α = 0.97) in the present study.  

 

Obsessive Compulsive Inventory Revised (OCI-R; Foa et al., 2002). The 

OCI-R is an 18-item measure of obsessive-compulsive symptoms with a clinical cut-off 

score of 21 and over. Research indicates that the OCI-R has good test–retest reliability 

(0.82), internal consistency (α = 0.72) and both discriminant and convergent validity 

(0.90; Foa et al., 2002). In the present study, the OCI-R was found to have excellent 

internal consistency (α=0.95). 
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Patient Health Questionnaire (PHQ-9; Kroenke et al., 2001). The PHQ-9 is a 

widely used 9 item measure of depression symptoms, with scores ranging from 0 (not at 

all) to 3 (nearly every day) and higher total scores reflecting more significant depressive 

symptoms and 10 being used as clinical cut-off indicating moderate levels of 

depression. In the current study, the PHQ-9 demonstrated strong internal consistency (α 

= 0.92) and has previously evidenced good test-retest reliability, internal consistency (α 

= 0.89), criterion and construct validity (Kroenke et al., 2001). 

 

Generalised Anxiety Disorder (GAD-7; Spitzer et al., 2006). The GAD-7 is a 

7-item questionnaire measuring anxiety symptoms. Scores range from 0 (not at all) to 3 

(nearly every day), with higher total scores indicating more severe anxiety and 10 

denoting moderate levels of anxiety. The GAD-7 evidenced strong internal consistency 

in the present study (α = 0.92) and has previously demonstrated excellent internal 

consistency (α = 0.92), and good test-retest reliability (0.83), criterion, construct, 

factorial, and procedural validity (0.83; Spitzer et al., 2006). 

 

Measures of Emotional Vulnerability Factors 

Anxiety sensitivity index-3 (ASI-3; Taylor et al., 2007; Appendix C9). The 

ASI-3 is an 18-item self-report measure of fear of arousal-related sensations, as well as 

the possible unpleasant consequences. Scores range from 0 (very little) to 4 (very 

much). The ASI-3 has been found to have good test-retest and internal reliability (α = 

0.73 - 0.91), as well as discriminant, convergent and criterion validity (Taylor et al., 

2007). The ASI-3 demonstrated excellent internal consistency in the present study (α = 

0.96). 

 

Distress tolerance scale (DTS; Simons & Gaher, 2005; Appendix C10). The 

DTS is a 15-item self-report measure of ability to tolerate psychological distress. It 

contains four subscales: tolerance, absorption, appraisal, and regulation, as well as an 

overall measure of emotional DT. Items are scored from 1 (strongly agree) to 5 

(strongly disagree). Mean scores were calculated for each subscale and subsequently 

averaged to provide a final score. The scale showed good internal consistency (α = 0.95) 

in the present study and has previously demonstrated both good internal consistency (α 

= 0.89) and test-retest reliability (0.61; Simons & Gaher, 2005). 
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Intolerance of uncertainty scale (IUS; Freeston et al., 1994; Appendix C11). 

The IUS is a 27-item self-report measure of ability to tolerate the uncertainty of 

ambiguous situations, behavioural and cognitive responses to uncertainty, along with 

attempts to control the future. Scales range from 1 (not at all characteristic of me) to 5 

(entirely characteristic of me). The measure has been shown to have good test-retest 

reliability (0.78) and internal consistency (α = 0.94; Buhr & Dugas, 2002), and in the 

present study also demonstrated high internal consistency (α = 0.97).  

Design 

A between groups cross-sectional design was employed. The independent 

variable was group, with the three groups of HD, OCD and HC. The dependent 

variables were the three emotional vulnerability factors of IU, AS and DT.  

 

Procedure 

Participants responding to recruitment procedures were sent a secure, single-use 

link to complete the study questionnaires online. Upon following the link, participants 

were presented with an information page to read (Appendix C12) prior to providing 

informed consent (Appendix C13). Participants then completed the symptom screening 

questionnaires. Any individual meeting exclusion criteria was screened out of the 

survey. All other participants completed the battery of self-report questionnaires. 

Measures were presented in a random order to prevent a response order effect, followed 

by a debrief page (Appendix C14). All participants received a £5 gratuity (Appendix 

C15).  

 

Data analytic plan 

This study was powered to detect a medium effect size (β = .95, α = .05). 

Approximately 45 participants were needed for each of the three groups (total = 134). 

GPower was used for this calculation.  

Preliminary assumption testing was conducted to check for normality, linearity, 

univariate and multivariate outliers, homogeneity of variance-covariance matrices and 

multicollinearity.  Four univariate outliers from the HD group on DTS were imputed 

using the mean (see Pallant, 2010). Homogeneity of variance-covariance matrices was 

violated and two extreme multivariate outliers were removed from the data, one from 
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the HD and one from the OCD group (see Pallant, 2010; Tabachnick & Fidell, 2007). 

No other serious violations were noted.  

Descriptive analyses (means, standard deviations, frequencies, percentages and 

analysis of variance) were performed to explore participants’ demographic data. Zero-

order correlations were used to assess for the MANOVA assumption of multicollinearity 

between the dependent variables. To test the study hypotheses a one-way between-

groups Multivariate Analysis of Variance (MANOVA) was performed with group (HD, 

OCD, and HC) as the independent variable and IU, AS and DT as the dependent 

variables. Follow up Tukey's Honestly Significant Difference (HSD) post-hoc tests were 

used to investigate patterns in group differences.  

 

Results 

Sample Descriptives 

Demographic and sample description details are presented in Table 3.1. Ages 

ranged between 18 and 72. A one-way ANOVA indicated that there were no significant 

group differences in respect to age, F (2, 185) = 0.15, p = 0.86. Likewise, Chi square 

analysis indicated that there were no statistically significant differences between the 

groups for gender χ(2) = 3.841, p = .147 (p = 1.47) or education χ(6) = 10.280, p = .113. 

On measures of psychopathology one-way ANOVA’s indicated significant difference by 

group for HRS, SIR, OCI, PHQ9 and GAD7. Tukey’s post hoc indicate that differences 

are statistically significantly when comparing the control group to either the HD or 

OCD group. Tukey’s post hoc indicated that there are statistically significant differences 

between the HD and OCD groups on HRS, SIR and OCI. There were no statistically 

significant differences between HD and OCD on the PHQ-9 or GAD-7. 

 

Zero-Order Correlations 

 Table 3.2 presents the zero-order correlations among the study variables. The 

correlations were run to assess whether the dependent variables of AS, DT and IU met 

the assumptions of multicollinearity and singularity for MANOVA. MANOVA performs 

best when the dependent variables are moderately correlated, with weak correlations or 

values above .8 being advised as a concern (Pallant, 2010). The correlations between the 

dependent variables in the present study were all below .8 and in the moderate range, 

thus the dependent variables were considered to meet the assumptions of 
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multicollinearity and singularity. All correlations between variables were significant and 

evidenced moderate to strong relationships.  

 

Table 3.1. Group characteristics 

 Hoarding Disorder n = 66 OCD n = 59 Healthy Control 

n = 63 

Mean age (SD) 35.24 (13.79) 34.74 (12.39) 36.07 (14.38) 

No. female (%) 33 (50) 36 (61) 42 (67) 

Education (%)  

  General 

Education 

8 6 9 

  ‘A’ levels 19 18 14 

  UGrad Degree 26 27 18 

  PGrad Degree 13 8 22 

HRS (M, SD) 23.97 ᵃ (5.73) 10.92 ᵇ (10.433) 3.33 ᶜ (3.116) 

SI-R (M, SD) 54.36 ᵃ (13.187) 31.81 ᵇ (19.573) 18.46 ᶜ (7.620) 

OCI-R (M, SD) 31.79 ᵃ (15.821) 39.95 ᵇ (10.099) 5.57 ᶜ (4.686) 

GAD-7 (M, SD) 8.33 ᵃ (4.996) 10.05 ᵃ (5.618) 2.16 ᵇ (2.302) 

PHQ-9 (M, SD) 9.82 ᵃ (6.144) 10.47 ᵃ (6.730) 2.89 ᵇ (2.417) 

Note: Means with different superscripts (ᵃ ᵇ ᶜ) differ based on one-way ANOVA (p 

<0.001); HRS = Hoarding Rating Scale; SI-R=Saving Inventory-Revised; OCI-R = 

Obsessive Compulsive Scale Revised; PHQ-9 = Patient Health Questionnaire; GAD-7 = 

Generalised Anxiety Disorder 

 

Main Analysis 

A MANOVA revealed a significant multivariate effect of group on the dependent 

variables F (6, 368) = 24.16, p < .01; Pillai’s Trace = 0.565, partial η2= .28. Univariate 

between subjects ANOVA showed that group (HD, OCD, Control) had a statistically 

significant effect on both IU (F (2, 185) = 88.96; p < .01; partial η2 = .490), AS (F (2, 

185) = 52.11; p < .01; partial η2 = .360) and DT scores (F (2, 185) = 50.78; p < .01; 

partial η2 = .354). 
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Table 3.2. Pearson correlations between self-report measures  

Variable HRS SI-R OCI-R PHQ-9 GAD-7 IU ASI-3 DTS 

HRS 1        

SI-R 0.93** 1       

OCI-R 0.53** 0.55** 1      

PHQ-9 0.55** 0.55** 0.66** 1     

GAD-7 0.54** 0.52** 0.68** 0.89** 1    

IU 0.63** 0.62** 0.67** 0.65** 0.67** 1   

ASI 0.51** 0.53** 0.78** 0.72** 0.74** 0.71** 1  

DTS 0.51** 0.53** 0.54** 0.45** 0.50** 0.73** 0.58** 1 

Note: ** p < 0.01 level (2-tailed). 

HRS = Hoarding Rating Scale; SI-R = Saving Inventory-Revised; OCI-R = Obsessive 

Compulsive Scale Revised; PHQ-9 = Patient Health Questionnaire; GAD-7 = 

Generalised Anxiety Disorder; IUS = Intolerance of Uncertainty Scale; ASI-3 = Anxiety 

Sensitivity Index 3; DTS = Distress Tolerance Scale.  

 

Table 3.3. Means and standard deviations for emotional vulnerability measures 

 Hoarding 

Disorder 

n = 66 

OCD 

n = 59 

Healthy 

Control 

n = 63 

ASI (M, SD) 30.96 ᵃ 

(17.459) 

34.80 ᵃ 

(17.143) 

9.65 ᵇ 

(7.584) 

DTS (M, SD) 2.37 ᵃ 

(0.595) 

2.47 ᵃ 

(1.010) 

3.68 ᵇ 

(0.798) 

IUS (M, SD) 88.08 ᵃ 

(20.007) 

82.51 ᵃ 

(24.306) 

45.46 ᵇ 

(12.926) 

Note: Means with different superscripts (ᵃ ᵇ) differ based on one-way ANOVA (p < 

0.001); IUS = Intolerance of Uncertainty Scale; ASI-3 = Anxiety Sensitivity Index 3; 

DTS = Distress Tolerance Scale. 

 

Tukey’s Honestly Significant Difference (HSD) post-hoc tests indicated mean 

scores for both IU (42.62, p = .000) and AS (21.21, p = .000) were statistically 

significantly higher, and DT was statistically significantly lower (-1.30, p = .000) in the 

HD group compared to controls. Similarly, compared to controls, the OCD group for 
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both IU (37.05, p = .000) and AS (25.15, p = .000) were statistically significantly 

higher, and DT was statistically significantly lower (-1.20, p = .000). There was no 

statistically significant difference between the HD and OCD groups for IU (5.57, p 

= .252), AS (3.93, p = .300) or DT (0.09, p = .781). The means and standard deviations 

are shown in Table 3.3.  

 

Group Sensitivity analysis 

The clinical samples included participants who had scored above clinical cut off 

for either HD or OCD where their primary difficulty was different (i.e. HD with OCD or 

OCD with HD). This is important due to the results of the study potentially being 

attributable to the effect of HD in the OCD group or vice versa. In order to explore this 

possibility, the clinical groups were split in to participants with pure HD, pure OCD, 

comorbid (where participants had scored above clinical threshold for both HD and 

OCD), and Primary (HD and OCD; where participants had both problems but indicated 

which was primary).  

A one-way MANOVA was initially conducted with four groups (Pure HD; Pure 

OCD; Comorbid; Controls). The MANOVA across groups remained significant F (9, 

552) = 19.04, p < .01; Pillai’s Trace = 0.711, partial η2 = .24. As in the main analysis, 

Tukey’s HSD post-hoc tests indicated that there were no significant differences between 

the pure HD and pure OCD groups. For IU, there was a significant difference between 

the pure OCD (M = 74.89, SD = 26.25) and comorbid group (M = 92.02, SD =17.92) 

but not pure HD group (M = 81.67, SD = 22.40). For AS, there was a significant 

difference between both pure groups (HD M = 19.50, SD = 13.40; OCD M = 26.30, SD 

= 13.42) and comorbid group (M = 40.77, SD = 16.67). Conversely, for DT there was no 

significant difference between pure (HD M = 2.43, SD = 0.78; OCD M = 2.72, SD = 

1.12) or comorbid group (M = 2.25, SD = 0.54). 

Additional sensitivity analysis was run with a five-group one-way MANOVA 

(Pure HD; Pure OCD; Primary HD; Primary OCD; Controls). As with the previous two 

analyses, the MANOVA across groups remained significant F (12, 549) = 16.05, p 

< .01; Pillai’s Trace = 0.779, partial η2 = .26. Likewise, Tukey’s HSD post-hoc tests 

indicated that there were no significant differences between the pure HD and pure OCD 

groups.  

For IU, there was a significant difference between the pure OCD (M = 74.89, SD = 

26.25) and both primary comorbid groups (Primary HD, M = 90.33, SD = 19.83; 
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Primary OCD M = 95.32, SD = 13.24). For AS, there was a significant difference 

between both pure groups (Pure HD M = 20.30, SD = 13.09; Pure OCD M = 26.30, SD 

= 13.42) and both of the primary comorbid groups (Primary HD, M = 36.51, SD = 

16.97; Primary OCD M = 49.09, SD = 12.70). As in the previous additional analysis, 

there was no significant difference in DT between the pure groups (Pure HD M = 2.39, 

SD = 0.76; Pure OCD M = 2.72, SD = 1.12) and either of the primary disorder comorbid 

groups (Primary HD M = 2.36, SD = 0.48; Primary OCD M = 2.05; SD = 0.59).  

 

Discussion 

The current study investigated and compared IU, AS and DT across HD, OCD and 

HC’s. It was hypothesised that there would be increased AS and IU, and lower DT, in 

the HD and OCD groups compared to the HC group. The results supported this 

hypothesis, evidencing statistically significant differences between the clinical and non-

clinical groups across the three constructs. It was also hypothesised that if these 

emotional vulnerability factors had greater specificity in HD, that IU and AS would be 

significantly higher, and DT significantly lower, in the HD group relative to the OCD 

group. The results indicated that there were no statistically significant differences 

between the clinical HD and OCD groups. These results also remained the same when 

examining the potential confounding effect of comorbidity. The findings from the 

present therefore suggest that whilst IU, AS and DT are present in HD, there is no 

evidence to indicate that they have greater specificity in HD compared to other anxiety 

disorders such as OCD. These findings have several important clinical and research 

implications discussed below.  

For IU, the current findings are in line with previous research. This which 

indicated that whilst the HD group had significantly higher levels of IU compared to 

controls, these were comparable to that reported in OCD (Norr et al., 2013; Wheaton et 

al., 2016). However, these findings are inconsistent with other studies using HD 

samples. One study found that DT was associated with HD over and above AS and IU 

(Grisham et al., 2018), whilst other research reported IU to be a more unique predictor 

of HD symptomology (Mathes et al., 2017; Shaw & Timpano, 2016). It is possible that 

the variance in study samples explains the difference in these findings. Previous studies 

have used analogue, mixed clinical, primary diagnosis of hoarding and treatment 

seeking HD samples which differ from the present study’s community HD sample. 

Similarly, Grisham et al (2018) found that the overall low mood and distress in their 
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treatment-seeking HD sample was higher than in the present sample and previous 

research involving students. It was suggested that this could explain why DT was the 

most important predictor of HD symptoms, with participants recruited from a mental 

health clinic being likely to have increased insight and associated distress compared to 

the non-treatment seeking community HD population sampled in the present study. 

Likewise, student samples have reported higher DT than both the present study and 

previous research using a clinical HD sample (Shaw & Timpano, 2016). Such findings 

are as expected given that the non-clinical population are less likely to have experienced 

stressful and traumatic life events associated with mental health difficulties, thus 

explaining why HD symptoms were better predicted by IU (Landau et al., 2011). It is 

therefore possible that the role of these factors is comparable in community HD samples 

as found in the present study. This also offers explanation as to why none of the 

constructs were found to be more prominent than another. The present findings would 

benefit from replication using a community HD sample where group membership is 

based upon the gold standard DSM-5 diagnostic interview (SIHD; Nordsletten et al., 

2013), as well as additional clinically diagnosed comparison groups. 

The results are in line with the model of HD regarding vulnerability factors and 

their impact on the subsequent development and maintenance of hoarding (Frost & 

Hartl, 1996; Steketee & Frost, 2006, 2013). Whilst AS is denoted under personal traits 

in the current model, neither IU nor DT specifically feature but have been discussed and 

researched as related factors (Steketee & Frost, 2006, 2013). As both of these factors 

have been evidenced in the current and previous studies to be equally present in HD, it 

is suggested that these be incorporated in the model to better understand their impact on 

HD behaviours (Castriotta et al., 2019). The current understanding of AS in HD is that 

maladaptive hoarding behaviours are used in order to avoid feared anxiety-related 

sensations and their negative consequences (Timpano et al., 2009). Previous research 

has suggested that IU may increase difficulties with discarding of possessions due to 

concerns around the IU of making a wrong decision (e.g. “what if I need this at some 

other time?”) subsequently resulting in clutter (Wheaton et al., 2016). It is also posited 

that IU may lead to acquisition to relieve discomfort experienced around  IU (“what if I 

don’t get this now and I never get another opportunity to do so?”) however research is 

limited regarding its role in acquisition (Wheaton et al., 2016). A previous study found 

that low DT predicted beliefs about possessions (e.g.” I need possessions to feel 

comforted”), which subsequently predicted hoarding severity indicating the indirect 
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effect of DT on symptoms via HD specific beliefs (Grisham et al., 2018). Consistent 

with the model, this implies that low levels of DT and feared feelings of distress 

associated with not acquiring or discarding possessions, alongside HD specific beliefs 

about objects, leads to avoidance and clutter (Simons & Gaher, 2005). The current 

findings are in line with previous evidence that these emotional vulnerability factors are 

present and elevated in HD compared to the non-clinical population. However, these 

were comparable to those reported in OCD. These findings therefore support previous 

evidence of these constructs being transdiagnostic vulnerability factors which likely 

play a role alongside disorder specific beliefs in HD (Raines, Allan, Oglesby, Short, & 

Schmidt, 2015).  

Previous research has found IU, AS and DT to be important transdiagnostic 

features across other anxiety disorders. IU has been found to significantly higher than 

HC’s but comparable across large samples of clinically diagnosed anxiety disorders 

including OCD, GAD, MDD, Social Anxiety Disorder (SAD) and Panic Disorder (PD; 

Carleton et al., 2012; Shihata, McEvoy, & Mullan, 2017; Shihata, McEvoy, Mullan, & 

Carleton, 2016). Likewise, comparable levels of DT have been found in OCD, GAD, 

SAD and PD suggesting it to is a transdiagnostic construct (Laposa, Collimore, Hawley, 

& Rector, 2015; Michel, Rowa, Young, & McCabe, 2016). AS has also been found to 

play a key role in the development and maintenance of several anxiety disorders 

including OCD, GAD, SAD, PD and Post-Traumatic Stress Disorder (Olatunji & 

Wolitzky-Taylor, 2009; Ouimet, Kane, & Tutino, 2016; Schmidt, Zvolensky, & Maner, 

2006; Wolitzky-Taylor et al., 2015). The present findings are in line with the existing 

literature around the transdiagnostic nature of these psychological vulnerability factors 

within various mental health conditions, with no significant differences between the 

clinical HD and OCD groups evident. The findings of this study therefore provide 

evidence for HD being included as a disorder where these transdiagnostic constructs 

play a role in the development and maintenance of presenting difficulties, sitting 

alongside other anxiety disorders including OCD, GAD and PD. 

Research into these psychological vulnerability factors suggests that they are 

related yet empirically distinguishable and functionally unique (Keough, Riccardi, 

Timpano, Mitchell, & Schmidt, 2010; Norr et al., 2013; Schmidt et al., 2007; 

Zvolensky, Vujanovic, Bernstein, & Leyro, 2010). The results of the present study 

indicated that whilst there were no significant differences between the HD and OCD 

groups, that levels of IU and AS increase with comorbidity. The way in which the self-
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reported levels of these constructs varied in the present study, such as AS being 

significantly higher in both comorbid groups but DT not differing, provides evidence of 

these being related yet distinct constructs. 

The relationships between these psychological vulnerability factors were also 

evidenced through the zero-order correlational analysis between the measures, which 

was conducted when checking that the study data met the assumptions for a MANOVA. 

Correlations between the emotional vulnerability measures of AS, DT and IU ranged 

between 0.58 - 0.73. Whilst indicating moderate to strong relationships, these are 

consistent with the only previous study of these variables investigated together within a 

clinical HD population, which similarly evidenced correlations ranging from 0.50 - 0.67 

between the same measures (Grisham et al., 2018). These correlations reflect the current 

theoretical understanding of these constructs, with research suggesting that these factors 

are related but can be organised conceptually based on their distinct focus, including the 

focus on aversive emotional states in DT compared to the focus on aversive physical 

states in AS (Bernstein, Zvolensky,Vujanovic & Moos, 2009). 

A very strong positive correlation of 0.93 was further evident between the HRS 

and the SI-R in the present study. This is as expected, with both being measures of HD 

symptomology and severity. During initial validation of the HRS, correlations of 0.91-

0.94 were also reported between the HRS and SI-R (Tolin et al., 2010). The consistency 

in the strength of this relationship reported in the present and previous research provides 

further evidence of these tools equally measuring the presence and severity of HD. A 

high correlation between these measures is also not relevant to the MANOVA, with 

these measures being used screening of group participants.  

In addition, the moderate to strong relationships between other measures are in line 

with previous research, which has similarly indicated significant positive correlations 

between the ASI-3 and measures of OCD (Blakey et al., 2017; Timpano et al., 2009) 

and strong correlations between the PHQ-9 and GAD-7 (Spitzer et al., 2006).  

 

Clinical implications 

This study provides important evidence of the transdiagnostic nature of AS, DT 

and IU and suggests that they play no unique role in HD compared to other types of 

anxiety disorders. These findings contribute to the continued refinement of the model of 

HD whereby IU and DT be considered alongside AS as vulnerability factors (Steketee 

& Frost, 2006, 2013; Wheaton, 2016). These results also suggest that the field would 
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benefit from future research which aims to replicate and extend these findings. Such 

studies should seek to compare clinically diagnosed or clinician screened HD samples to 

other anxiety disorders such as panic or GAD alongside HC’s.  

The present findings also indicate the need to evaluate treatments of HD which 

may be improved by the introduction of CBT methods focused on changing AS, DT and 

IU to reduce maladaptive behaviours such as avoidance. This has been successful in 

other anxiety disorders, including GAD, panic, and social anxiety where AS, IU and DT 

have been reduced through CBT (Boswell, Thompson-Hollands, Farchione, & Barlow, 

2013; Katz, Rector, & Laposa, 2017; Ladouceur, Gosselin, & Dugas, 2000; Smits, 

Berry, Tart, & Powers, 2008). Advances made in treating other anxiety disorders, 

including OCD, panic and GAD, have resulted from improved understanding of 

disorder specific characteristics. As the present results are supportive of the presence of 

IU, AS and DT in HD, they also suggest that further research is required to identify 

disorder specific treatment targets. As each construct has also been implicated as a 

distinct mechanism of change in CBT it is possible that researching and including these 

constructs in the treatment of HD could improve therapeutic changes made and 

maintained (Bomyea et al., 2015; Gallagher, 2017; Gallagher et al., 2013; Nowakowski, 

Rowa, Antony, & McCabe, 2016). However, a recent study suggested that a focus on 

emotional distress tolerance constructs including IU were not mechanisms of change in 

an HD intervention (Worden et al., 2019). It is therefore possible that the focus instead 

should be on understanding the beliefs that are thought to drive the emotional states and 

behaviours in HD, which is consistent with recent mediational analysis of trial dating 

providing evidence of beliefs as a mechanism of change (Levy et al., 2017).  

 

Limitations 

Whilst this study’s strengths include the well-matched groups on age and gender 

and the HD sample size exceeding that of much of the previous research indicated to 

range between 6-41 participants (Tolin, Frost, Steketee, & Muroff, 2015), there are 

several limitations. These include that ethnicity was not collected as part of the 

demographic details, and future research should aim to capture this information.  

The measures used in this study were found to be moderately to strongly 

correlated, reflecting relationships between the three factors of IU, DT and AS. 

Research exploring this has however evidenced that whilst related, these constructs are 

conceptually distinct and moderate to strong correlations have been similarly evidenced 
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in previous HD research (Grisham et al., 2018; Leyro et al., 2010; Tolin et al., 2010). 

Furthermore, such correlations were required to meet the assumptions of the data 

analysis used, thus reflecting the conceptual link between these distinct constructs. 

Another limitation is the use of self-report measures of symptomology and 

severity which compared to clinician administered measures, may be more subject to 

bias. For example, diagnostic interviews such as the Structure Interview for Hoarding 

Disorder (SIHD; Nordsletten et al., 2013) or the Diagnostic Interview for Anxiety, 

Mood and OCD and related Neuropsychiatric Disorders (DIAMOND; Tolin et al., 2018) 

were not used in the process of screening. Despite this, the score for the HD group in 

the current study was comparable to other research for both the SI-R and HRS when 

compared to previous studies which used a clinical HD sample and diagnostic 

interviews for screening (Frost et al., 2004; Grisham et al., 2018). Similarly, the mean 

OCI-R score was only slightly increased in both the current OCD and HD groups than 

previous studies, and equivalent for HC’s (Blom et al., 2011; Michel, 2016; Muroff et 

al., 2013). The present group samples were therefore comparable to previous studies 

which used diagnostic interview screening methods and are thus deemed likely to be 

representative of these clinical populations. Nevertheless, the use of clinician-

administered diagnostic interviews for screening participants into groups would be 

beneficial in future studies.  

Several barriers have been described in those with HD accessing treatment and 

engaging with services, including recognising and accepting HD as a clinical problem, 

shame, and stigma (Seedat & Stein, 2002; Whitfield, Daniels, Flesaker, & Simmons, 

2012). Whilst being a non-treatment seeking community sample, participation in this 

study required individuals to recognise their problems with HD and so may not be fully 

representative of the general HD population where insight is often low (Frost, Tolin, 

Steketee, Fitch, & Selbo-Bruns, 2009). It was however anticipated that online 

recruitment and participation may have improved accessibility for those who have 

recognised difficulties but other barriers to participation (Eysenbach & Wyatt, 2002). 

Whilst online methodology has also been criticised in terms of its potential negative 

impact on data validity, it is possible that the anonymous nature of online data collection 

may improve engagement with research, as well as reduce the social desirability bias 

that can occur in face to face data collection (Danet & Secouet, 2018). However, it is 

possible that a sample recruited through the internet is unrepresentative of the entire HD 
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population, particularly with older adults who are potentially restricted in their access 

and familiarity with computers (Frost et al., 2009).  

 

Conclusion  

In conclusion, this study adds to the existing literature investigating the roles of AS, 

DT and IU in HD. The findings suggest that whilst these emotional vulnerability factors 

may be present and significantly higher than in HC’s, they have no specificity to HD 

and are comparable in their presence in OCD. Future research is required to extend 

these findings in comparison to other clinical presentations, as well as to investigate the 

impact of targeting these factors in HD treatments.  
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Executive Summary of Main Research Project 

Hoarding Disorder (HD) is characterized by a need to acquire possessions, with 

difficulties in then discarding these and distress associated with this process. This results 

in significant clutter and compromises the intended use of living space and safety. Those 

with HD also experience impairments to social and occupational functioning. 

The cognitive behavioural model of HD (Frost & Hartl, 1996) proposes that 

avoidance might contribute to HD, with individuals acquiring or avoiding discarding of 

possessions to avoid negative emotional states. It has been suggested that  

Anxiety Sensitivity (AS), Distress Tolerance (DT) and Intolerance of Uncertainty (IU) 

may underlie these avoidance behaviours and are understood to be ‘emotional 

vulnerability’ factors. AS is defined as a fear of anxiety related bodily sensations, DT is 

the inability to experience negative emotional states, whilst IU affects how one 

perceives situations, with uncertainty leading to distress.  

Research using clinical and non-clinical samples has shown that these emotional 

vulnerability factors both individually and in varying combinations are present and play 

a function in HD. It is suggested that those with HD experience high levels of AS and 

IU and lower DT than individuals with no mental health condition. Studies have 

differed in their findings regarding the importance of these factors over and above each 

other in HD. No research has yet investigated these three factors together in a clinical 

HD sample and compared this with a clinical comparison OCD sample and healthy 

controls (HC’s).  

Aims 

This research sought to understand the roles and relative importance of AS, DT 

and IU in HD, and how this compared to their occurrence in OCD and HC’s. Based on 

previous research, it was believed that there would be higher levels of AS and IU, and 

lower DT in the HD and OCD groups compared to the HC’s. The purpose of this 

research was also to see if these factors played a special role in HD. 

Method 

We recruited a total of 188 participants aged 18-72 to complete a set of online 

questionnaires. Participants were recruited online through charities, email distribution 
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lists and word of mouth. There were 66 participants in the HD group (50% female), 59 

in the OCD group (61% female), and 63 HC’s (67% female).   

Findings 

The results showed that there were higher levels of AS and IU, and lower DT, in 

the clinical HD and OCD groups compared the healthy controls groups. However, the 

levels of AS, DT and IU in the HD and OCD groups were the same. When these clinical 

HD and OCD groups were split again to remove participants who had co-morbid HD or 

OCD (to leave groups where participants only had one of the conditions), the results 

remained the same.  

Another interesting finding was that when these groups were split further, there 

were higher levels of AS and IU, and lower DT, in the co-morbid groups. This 

suggested that those with additional co-morbid mental health difficulties are more likely 

to be sensitive to anxiety and intolerant of uncertainty and are less able to tolerate 

distress.  

Overall, the results show that IU, AS and DT do not feature differently in HD 

when compared to OCD. Research shows that these are transdiagnostic features which 

occur across other anxiety disorders. This study suggests that HD should be added to the 

mental health conditions where these factors are known to occur.   

Clinical Applications 

This study provides important evidence of AS, DT and IU being transdiagnostic 

features which play no unique role in HD compared to other types of anxiety disorders. 

These findings can be used in further refinement of the model. It is also suggested that 

future research should be carried out to replicate and extend these findings, including 

using other clinical comparison samples. The results of this study also suggest that 

utilizing methods focused on changing AS, DT and IU in HD interventions may reduce 

avoidance behaviours and improve results. Evidence has shown that this has been done 

successfully in other anxiety disorders, including OCD, generalized anxiety, panic and 

social anxiety.  

Limitations 

Although the sample was a good size, ethnicity was not collected as part of the 

demographic details. Self-report measures were used instead of clinicians interviewing 

to screen in to the groups. However, the samples compared well to previous research 
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which has used clinician diagnostic screening and are therefore believed to represent the 

clinical populations. Using online surveys has also been criticised as potentially 

impacting on the validity of data. However, due to their being barriers to the HD 

population engaging with services due to lack of insight and shame, it was believed that 

online survey improved accessibility. It is possible however that this methodology may 

have meant that those who are unfamiliar with computers, such as older adults, may not 

have participated and thus the sample may not be fully representative.  
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Connecting Narrative 

 

Prior to training, the majority of my experience had been within the field of 

Intellectual Disabilities and Autism Spectrum Conditions (ASC). I previously 

completed my research project for my MSc in Clinical Psychology investigating 

obsessions and compulsions in ASC and worked as an Assistant Psychologist for three 

years in a Community Learning Disabilities team, gaining clinical and research 

experience through service evaluations and audit. Whilst these areas continued to be of 

interest to me, I wanted to use the opportunity of training to further my knowledge and 

explore areas that I was not as familiar with. I believe the range of areas that I chose to 

conduct my research in demonstrates my motivation to develop across different areas. 

Likewise, I was keen to further my confidence in using a variety of research techniques 

and thus my research designs have utilised both quantitative and qualitative approaches. 

 

Service Improvement Project (SIP) 

My SIP (as well as my consultancy project) was in the area of child and 

adolescent mental health. Due to my limited experience of child work prior to training, I 

found myself becoming particularly interested in this area during the 1st year research 

fair. It was there that Dr Lucy Maddox presented a possible research idea of evaluating 

the implementation of the recently revised Anorexia Nervosa Care Pathway at a local 

adolescent unit. Having discussed the service and potential for this project with Lucy 

after the research fair I quickly agreed to take this forward as my SIP. As there was not 

an obvious member of the clinical team to approach as internal supervisor having read 

about their interests, I discussed this with my clinical tutor Dr Cathy Randle-Phillips. 

On my behalf, Cathy sent emailed the team to see who might be interested in 

supervising and I was fortunate that Dr Megan Wilkinson-Tough offered to supervise.  

Initial scope for the project included investigating the young people, their 

parents or carers, and staff’s views about the changes made to the pathway. However, 

this was reviewed at length during a Project Approval Session (PAS) where it was 

decided that the scope of the project was too large. It was agreed that instead the project 

needed to focus on one of these groups of stakeholders and include an audit of the 

implementation of these changes. This was fed back to the service during a research 

supervision meeting where it was agreed that given the challenges in implementing the 

care pathway and potential for rapid changes, that the focus on gaining staff views and 
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feedback would be most beneficial to the service at this timepoint. It was therefore 

agreed that this would be the focus moving forward. I made significant efforts to gain 

the views of People with Personal Experience (PPE) who were currently staying at the 

unit in the design of the project and really valued their feedback and involvement in this 

process. I felt in some ways disappointed that the focus became the staff team as I had 

hoped to have more contact with the young people using the service during my research 

as I believed that gaining their views on the care they received was incredibly valuable. 

However, I had to acknowledge that my time was restricted and that unfortunately it 

would not be me undertaking this aspect of the evaluation.  

After a year of Megan’s supervision of the SIP she explained that due to her own 

time restrictions and amount of involvement with other research studies that she would 

need to withdraw as my supervisor. I was informed that Dr Anna Strudwick has kindly 

agreed to supervise my project, and I was pleased as I already had a good relationship 

with Anna from contact during my first placement and her subsequently taking on the 

role as my clinical tutor. Anna’s knowledge and experience of thematic analysis in 

particular has been incredibly useful in guiding the process, sign posting me to helpful 

resources and helping me to improve my qualitative analysis skills. 

One of the most difficult aspects of the SIP was keeping up with the pace of 

changes made within the service. Unfortunately, due to the time constraints of the 

course and lack of frequent study days, it was difficult to make progress with the SIP as 

quickly as the service and I might have liked. Despite managing to complete the audit at 

the end of the first year, it had proved challenging to find a suitable time to complete the 

focus groups with staff and these subsequently needed to then be planned in the study 

days that I had into second year. As a result, the service continued to make ongoing 

changes to the pathway whilst the project was being carried out, and I felt disappointed 

that many of the recommendations that I could see may be valuable might be completed 

ahead of time. However, during the feedback meeting it was reflected that the research 

had been interesting and clinically useful to the service which I was happy to hear. I was 

also reminded that it would have been difficult to undertake this research during 

clinicians’ already restricted time and that they were grateful that I had been able to 

carry this out with them.  
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Main Research Project (MRP) 

As with the challenges experienced in research in services, an area that currently 

lacks research is Hoarding Disorder (HD). I first became interested in HD through Dr 

James Gregory’s presentation at the 1st year research fair where he spoke about the lack 

of research in the area and a small movement that was taking place within the course to 

change this. Having read up on this area and the many different avenues that a research 

focus could take, I became particularly intrigued by intolerance of uncertainty (IU) and 

the role that this might play in HD. Through seeing how this may fit with the most 

frequently cited model of HD, I was keen to further investigate this construct through 

comparing high and low IU groups. However, through further discussion with James 

who had fortunately agreed to be my supervisor, it was soon apparent that manipulating 

this factor was in a way ‘jumping ahead’, and that actually the current state of the 

literature called for a better understanding of whether intolerance of uncertainty (IU) 

played a role in HD and the uniqueness of this to HD compared to another closely 

related clinical group of OCD and a control group. Other factors had also been 

described in the literature in separate studies and different types of samples, and so the 

inclusion of these other variables (anxiety sensitivity and distress tolerance) also felt 

important in better understanding these constructs both individually and combined in 

HD.  

Due to the difficulties faced in recruiting to previous HD research, I was keen to 

find a way of engaging with this clinical population in a way that increased 

accessibility. Use of an online survey platform seemed to hold the potential to be able to 

do this and having been approved through university ethics early on meant that 

recruitment could be ongoing for over a year. Despite some initial challenges and survey 

refining to ensure that fraud was prevented, it was a steady process of recruitment. I was 

pleased with the final recruitment numbers and felt that these reflected the hard work I 

had put in to advertising, frequent (often daily) checking of the survey inbox, and 

sending of personalised survey links.  

As the research was an extension of the existing studies in the area of HD, I was 

limited in that the measures used in the current evidence base were what currently the 

best available for measurements of the constructs investigated. I was fortunate to have 

PPE input at my PAS session where we discussed the rationale for the project and also 

online recruitment. As this was deemed acceptable, I went on to create the online survey 

with a plan to involve PPE after this point. This was to gain opinions on how this is 
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presented, what it is like to take and any aspects that could be changed. Unfortunately, 

one of the two PPE identified was unable to be involved in the project at late notice. The 

feedback from the PPE who participated was incredibly valuable and constructive and it 

was good to hear the positive aspects of this including that the videos were motivating 

and a nice additional touch. However, difficulties were noted with one particular 

questionnaire and the nature of the questions assessing distress tolerance. Unfortunately, 

this was the most widely used measure of distress tolerance and despite searches a better 

alternative was not available. My confidence in the project was somewhat knocked 

through this feedback as I was concerned that other participants would feel the same and 

may discontinue participation or become distressed through the survey. Through 

supervision with James, we spoke about the value in having feedback but also the 

limitations in the current measurement of the construct, as well as the difficulties in not 

having at least one other PPE to compare feedback from. In future research, I would aim 

to have contact with at least three or four PPE earlier in the project development stages 

to gain wider feedback and avoid a similar situation. 

I was keen that participants received payment as a way of demonstrating that I 

valued their time and effort in taking the survey. I believe that this also helped with 

recruitment in gaining potential participants interest in the study with this being a 

possible incentive alongside the small charity donation made on their behalf. However 

some participants completed the study and declined payment. This did however provide 

an additional challenge with this leading to fraudsters being motivated to take advantage 

of this when they may not have should there not have been financial recompense. I felt 

frustrated and upset when this happened as I had hoped, perhaps naively, for honesty 

and that no one would carry out such actions to benefit inappropriately. I valued James 

supervision in helping me to think through my frustrations with this but also the reasons 

that I had wanted to have this in my project from the start. This was also a time-

consuming process as the data was provided anonymously. However, there was a 

pattern within the collected data whereby fraudulent completions could be identified. 

Despite this challenge, the survey recruitment successfully increased soon after 

amendments to the platform to prevent further fraud were made.  

I felt excited and eager to begin analysis when the data had been collected and 

have been really pleased with the final results. Finding that there were no differences in 

the constructs between the clinical HD and OCD groups was interesting and fits well 

with the transdiagnostic literature about these factors across other anxiety disorders. As 
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interventions for other clinical presentations are often more successful than those used 

in HD, I hope that my research contributes to improving understanding of these factors, 

further research in this area, and enhancements to treatment.  

The project presented many challenges at different points and taught me about 

aspects that I would need to consider in future research. These included thinking about 

the current evidence base and gaps in the existing literature; the value of PPE input at 

different stages of the project; the advantages and disadvantages of recruiting online; 

and managing payment of participants. This has also been an exercise in challenging my 

own perfectionism, reminding me that despite some inevitable limitations, the findings 

are important, valuable and add to the current evidence base which remains lacking.  

As is the plan for my other research, I hope to publish this research and have 

sought other opportunities to share the results. I am proud that the project has been 

accepted as part of a symposium in HD at the BABCP conference in September, and I 

very much look forward to the opportunity to disseminate these exciting findings to 

colleagues there.  

 

Critical Review of the Literature (CRL) 

I was very keen from the beginning of the course that my review would be the 

same area as my MRP. I wanted to be able to really immerse myself in this field and felt 

that this would help this to take place. Having already spoken to James about 

supervising my MRP, I discussed the potential for a CRL in HD and with his existing 

knowledge of the field, areas within this that I might be able to look further in to. 

Acquisition of possessions was one such area and having carried out some project 

scoping I was drawn to looking at beliefs and meanings to better understand the 

motivations for acquiring. The possible methodologies were discussed, and it was 

decided that a clear systematic approach would be the best fit. This approach, alongside 

the PRISMA guidance, suited the research question and ensured clear inclusion and 

exclusion criteria were formed and utilised.  

The process of the review spanned the entire three years of the course. I initially 

registered the review on PROSPERO during the first year to evidence an ‘a priori’ 

approach and set out my plans for the review. The project was then put aside in favour 

of focus on the completion of the SIP due to service timescales and to start MRP 

recruitment. I then returned to the CRL at the end of the second year to begin generating 

and operationalising the search terms. I met on several occasions with Justin Hodds, our 
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subject librarian, for support with use of the database searches. These sessions were 

incredibly helpful in improving my understanding and skills in this area and I am 

grateful for the time that Justin took to support me. James also supported me in my 

desire to ensure that the review was as robust as possible. Due to the nature of my 

fellow trainees being at different stages in their projects, I was unable to find a second 

rater for my title and abstract, and full text screening. I was grateful that James sourced 

the support of Rachel Prosser for this, and am thankful for the time and energy she put 

in to help strengthen the review. 

The CRL has been the most challenging project for me. I have felt that despite 

reading examples and information about how these are conducted, I struggled to fully 

understand this unfamiliar methodology. Getting to grips with the processes involved 

took a considerable amount of time and energy, and I think the nature of the review 

question meant that this was often different to the types of systematic reviews currently 

in the literature. This has felt frustrating and overwhelming as I understood that this was 

a project that would require substantial time, and was often the first to get side-tracked 

when I needed to focus instead on my other projects. I was however driven to persevere 

as I was interested in the literature itself and was surprised to find myself enjoying the 

process when I had the time to fully immerse myself in the reading. The use of a mixed 

methods quality analysis tool was new for me and I learnt a lot through this process. 

The findings of the review have also been really interesting to pull together. Both the 

process and results has improved my understanding of beliefs and motivations in 

acquisition in HD and I hope that others will feel similarly. Overall, the CRL, in 

combination with my MRP, has fuelled my curiosity in the area of HD and I am hopeful 

to continue to build up specialist knowledge of this interesting area.  

 

Case Studies 

The process of writing case studies during each placement has been a mixed 

journey. At times, I questioned whether this course requirement was an additional 

burden that could have been removed given the amount of other research I was 

undertaking. However, through my three years I have come to appreciate the usefulness 

and reasons for completing case studies. In particular; thinking about whether I am 

working in line with the literature; any adaptations that might need to be made; ensuring 

clearly defined goals; choosing measures that will effectively track any change; and 
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adhering to the model. This process also reminded me to really appreciate the trust it 

takes each person to share their story. 

These aspects are important to continue to reflect on in clinical work following 

completion of the DClinPsy course. Reviewing each case study has prompted me to 

reflect on the wide variation in clinical work that I have had the opportunity to 

undertake, and yet how the diversity of this work often isn’t reflected in the literature. 

This has led me to think about the value in disseminating case studies to fill some of 

these gaps and has encouraged me to submit my paediatric health and learning 

disabilities case studies for publication. 

 

Overall Reflections  

At the beginning of training I was most excited about the opportunities to 

develop my clinical skills and felt that the research aspect of my doctorate would be less 

important and enjoyable for me. Whilst at times both challenging and overwhelming, I 

have developed a better understanding of the valuable role that research has in the 

profession and have been surprised by how much I have enjoyed the process of 

developing research and adding to the field.  

Through my research journey I have reminded myself about how I best time 

manage and that I work best when I am able to focus and prioritise one or two projects, 

as opposed to trying to spin too many plates at once. I will endeavour to use find ways 

to creatively utilise my skills in research in meaningful and feasible ways in clinical 

practice. I am fortunate enough to have secured a job upon completion of the doctorate 

in the child and adolescent mental health team that I was in for my third placement. I am 

really excited at the opportunity before me and have already had discussions about ways 

in which I would be able to ensure time to engage in research amongst the competing 

demands of my new role.  

 

 

 

 

 

 



 

108 

 

 

This page is intentionally blank 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

109 

Acknowledgements 

I would like to thank all my research and clinical supervisors who have taken the 

time to help me develop both personally and professionally. A particular thanks to Dr 

Megan Wilkinson-Tough for helping me to progress my SIP at the outset, and to Dr 

Kate Willcocks for making time to support me in implementing my SIP. To Dr Anna 

Strudwick, for being a wonderful, supportive clinical tutor and for taking on supervision 

of my SIP when it was needed. To both Justin Hodds and Rachel Prosser for their 

contribution in shaping my systematic literature review. And a special thanks to Dr 

James Gregory, for taking the time to develop and supervise two of my projects, for the 

thought-provoking conversations, frequent availability, and encouraging me to have 

confidence in my own abilities.  

 

I am also incredibly grateful to all of the participants who took the time to 

participate in my studies, without whom I would have no research, and to each person 

who trusted me as a therapist throughout my training. These experiences have shaped 

the clinician I am today, and I have learnt so much from each individual that I will take 

forward to life as a qualified clinical psychologist.  

 

On a more personal note, I want to thank all of the most important people in my 

life. Thank you to my incredible family, friends and partner for supporting me 

throughout this journey. I am so grateful to each and every one of you for your words of 

wisdom, patience, care, and love. Thank you for always believing in me, particularly 

when I didn’t believe in myself. 

 

Finally, I would like to thank my exceptional cohort. I couldn’t have imagined 

making this journey with a better group of humans. Thank you for helping me to get 

through the course in one piece, and for being the all-round superstars that you are.  

 

 

 

 

 



 

110 

 

 

This page is intentionally blank 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

111 

Appendix A: Critical Review of the Literature Appendices 
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Appendix B: Service Improvement Project Appendices 

Appendix B1: Submission Guidelines for Authors 
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Appendix B2: Care Pathway Changes 

 

Old Care Pathway New Care Pathway Rationale for change 

BMI used  ‘Weight for height’  BMI is not an accurate measure 

for children and YP so weight 

for height is a more accurate 

measurement of progress 

(Gowers & Bryant-Waugh, 

2004). 

 

Unable to access 

psychological therapy 

when at very low weight 

Able to access 

psychological therapy when 

felt individually ready rather 

than based on weight 

Individualised decisions should 

be made on medical safety, 

weight for height improvement 

and other markers of recovery. 

Psychological therapy to 

initially involve assessment and 

formulation and nurse-led use 

of Hunger for Understanding 

workbook. 

 

Unable to access education 

until attain particular 

weight. 

Able to access education 

based on individualised 

decisions. 

Individualised decisions should 

be made on medical safety, 

weight for height improvement 

and other markers of recovery 

 

Frequency of weighing 

daily. 

Weighing twice weekly  Small fluctuations in daily 

weight are normal and daily 

weighing encourages micro 

management of weight 

 

Bed rest for all at particular 

stages of pathway 

Stop bed rest and encourage 

YP to be restful in the 

lounge 

Due to concerns about 

unnecessary deprivation of 

liberty and not wanting to use a 

primarily behavioural approach 

due to poor evidence base for 

inpatient behavioural 

management of AN. 

 

No specific AN family 

therapy offered 

Multi family groups offered 

monthly and additional 

individual family sessions 

with a focus on eating 

disorders offered 

Following evidence based 

practice 
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Appendix B3: Confirmation of Ethical Approval from the University of Bath 
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Appendix B4: Confirmation of Ethical Approval from Avon and Wiltshire 

Partnership NHS Trust 
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Appendix B5: Audit Protocol 
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Appendix B6: Measures with information 

Outcome measures with rationale, reliability and validity information  

Measure Rationale, reliability and validity Reference 

Health of the Nation 

Outcome Scales for 

Children and 

Adolescents 

(HoNOSCA) 

A measure of general health and 

social functioning used in child and 

adolescent mental health services for 

children between 5 and 18 years old. 

Includes 15 items to be completed by 

practitioners. The HoNOSCA has 

satisfactory reliability and 

satisfactory to good validity.  

 

(Gowers et al., 1999; 

Gowers, Levine, 

Bailey-Rogers, Shore, 

& Burhouse, 2002; 

Pirkis et al., 2005) 

Children’s Global 

Assessment Scale 

(CGAS) 

Adapted from the Global Assessment 

Scale for adults, this measure 

requires the clinician to rate the 

functioning of the child or young 

person (aged between 6-17 years 

old). A score between 1 and 100 is 

attributed to the child or young 

person based on the clinician’s 

assessment of social and 

psychological functioning. This 

score corresponds to one of ten 

categories ranging from ‘extremely 

impaired’ (1-10) to ‘doing very well’ 

(91-100). The measure has high 

inter-rater reliability and both high 

concurrent and discriminant validity. 

 

(Shaffer et al., 1983) 

Strengths and 

Difficulties 

Questionnaire (SDQ) 

The SDQ is a brief behavioural and 

emotional screening questionnaire 

designed to capture the perspective 

of YP and their parents. It includes 5 

scales comprising of 5 items each 

assessing emotional, psychological 

and social problems. Research 

indicates moderate to good reliability 

and good concurrent and 

discriminant validity.  

(Goodman, 2001; 

Lundh, Wangby-

Lundh, & Bjarehed, 

2008; Muris, 

Meesters, & van den 

Berg, 2003; Yao et al., 

2009) 
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Appendix B7: Focus Group Interview Schedule 
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Appendix B8: Consent Form 
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Appendix B9: Debrief Form 
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Appendix B10: Project Summary Feedback for Staff Team 

 

Evaluation of the Revised Anorexia Nervosa Care Pathway 

 

Aim of the Service Improvement Project 

To understand staff experiences and views regarding further improvements that may be 

beneficial to the AN pathway. This phase aimed to address the question:  

1. What are staff views of the new care pathway, and are there improvements 

that they would like to see? 

The results of these phases were combined to provide recommendations for improving 

the pathway and its implementation, as well as determining what resources and support 

were available to meet these needs.  

 

Results 

The following four key themes were identified from the focus groups: ‘staff 

disempowerment’, ‘staff resistance to change’, ‘managing uncertainty’ (staff seeking 

containment and impact of staff confidence on others) and ‘future hopes’ (including 

programme practice links and documentation, experience exchanges and training, 

building on the success of multi-family therapy and continuing positive change). All 

themes were present across both focus groups.  
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Staff Disempowerment 

One topic staff discussed at length was how disempowered they felt when the 

revised pathway was implemented and that they were left ‘feeling at sea whereas people 

previously had known exactly what they were doing’ (F1). Due to lack of involvement 

staff felt confused and “deskilled by the new programme” (F1). This was noted in 

particular to changes in managing meal plans and the involvement of a dietician. Staff 

across both groups discussed feeling that their autonomy was removed, “felt 

disempowered to make any changes” (F2) and were unable to use their own initiative:  

“staff are feeling deskilled by the new programme as they feel everything has 

changed” (F1). 

“you’re not that sure of the boundaries, everything keeps changing” (F2). 

 

Staff resistance to change 

Staff reported challenges in implementing the changes made, in particular the 

move from recording of BMI to WFH and the frequency of weighing taking some time 

to implement. Staff also felt that YP were not gaining weight as they had previously. 

Staff spoke about holding the view that “the old pathway was a plan that worked, and if 

it worked don’t touch it” (F2) and “people felt that the old programme worked and had 

a reputation… as traditionally it was always very successful” (F1). Having to manage 

issues that arose whilst having faith in the old programme led to a sense of resistance to 

the changes being made and “not believing this new programme” (F1). This is further 

demonstrated below: 

“you kind of had a mixture of people who have been here for a while 

who because the old system worked wanted to revert to the old system but at the 

same time were very skilled in dealing in response to anorexia and those staff 

weren’t feeling particularly confident and knowing all the bits and pieces of the 

new programme or agreeing with it” (F1). 

 

Managing Uncertainty  

Staff reflected that there was a sense of uncertainty for all stakeholders and in 

particular that the move to more individualised care and choice for YP resulted in 

increased anxiety and fewer boundaries. For staff, this lack of certainty resulted in 

reduced confidence in their practice:  
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“Feeling underconfident and kind of not knowing what is going on it 

kind of just undermines everything really” (F1).  

It was also felt that the staff’s uncertainty also negatively impacted on the YP 

and their families: 

“as soon as they think we’re really chaotic they just lost a bit of faith really” 

(F1). 

“I think they would just feel more contained, I mean if we as staff know what 

we’re doing, they feel that, you know, they can trust us more” (F1). 

 

Future Hopes 

Participants in both focus groups spoke about their hopes for the future of the 

AN pathway. Staff commented that they would benefit significantly from further 

training ‘which was about sharing the experience and skill that was still in the team” 

(F1), as previous opportunities to share experiences was valued and benefitted both new 

and experienced staff in maintaining best practice. Staff also believed this would help to 

prevent drift from the model, as both groups felt that this was a particular risk: 

“with the sort of turnover with staff that we are having….it’s a constant 

need to keep revisiting and thinking about it” (F1).  

“I think some of that is because people haven’t been given the training, 

and also people aren’t necessarily sure what to do” (F1). 

It was similarly felt that re-writing the programme document itself to make it ‘a 

bit more user friendly’ (F1) was required, and that this should be succinct and accessible 

to all stakeholders. It was discussed in both groups that staff previously had little 

involvement in pathway revisions, and that they would like to be able to continue to 

give feedback:  

“I think one of the big swinging points was when it was stopped, and we 

thought we have to make changes and we did…so we took the best bits of the 

old programme and put them in to this programme” (F2) 

  “just having really regular meetings, E.D. pods, meetings….where 

people can take things. ‘cos it just needs constant tweaking.” (F1) 

There was a strong sense of the power and worth of MFT, with multiple benefits 

highlighted. Staff reflected that there were logistical challenges in running MFT which 

felt important to work through, with one participant explaining that ‘when we’ve run 

them they’ve worked really, really well” (F1). There was a sense that families 



 

133 

reconnected through MFT and that this was a place for reparation of relationships which 

was acceptable to all involved: 

“the young people, the feedback generally about the multi family therapy 

generally has been that they really enjoy it and certainly get on board with the 

activities, really engaged and really thoughtful throughout. They seemed to get a 

lot of the benefit `from it” (F1). 

 Participants across both groups also recognised that there were many 

additional positive benefits of the pathway revisions and there was a drive to maintain 

and develop these. Staff believed various changes had benefitted YP and that this was 

reflected in YP preferring the new pathway:  

“yeah I think it’s a really valuable part of the eating disorder programme 

actually is the eating awareness group, and that’s something that has changed 

over time” (F2). 

“access to education for people at a lower weight has continued and I 

think has again been really positive…and I think that has been really helpful, 

you know, in connection with life really” (F1). 

“the access to education and to therapy as well as been really beneficial. 

Um….I think the weight for height has been quite good, I think that change, 

once you get your head around it” (F1). 

 

Recommendations  

 That education and psychology continue to be offered, and if there are 

challenges to this being done consistently, that they be reviewed and discussed 

between management in view of the pathway and recommended provision of 

care.  

 Build on the success of MFT by ensuring regular facilitation.  

 Ensure that restful time in the therapeutic milieu continue to be provided instead 

of bed rest (of which there were no instances). 

 Individualised meal plans were found to be working better following 

amendments, however as this previously had such significant implications when 

difficulties arose these should be a standing item for review by the management 

team.  
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 During the audit, there were also instances where weighing was carried out 

either more or less frequently than the recommended twice weekly, and these 

were often documented in BMI or both BMI and WFH. It is recommended that 

this be discussed during staff meetings to increase the consistency within the 

team in terms of both twice weekly weighing and recording only using WFH.  

 Re-write the pathway in to a more user-friendly document for staff and YP to 

access.  

 Provide various opportunities for experience exchanges where staff could share 

good practice, as well as more regular chances for formal training sessions. This 

should be offered regarding AN and its management and may be particularly 

beneficial for staff who are new to the inpatient unit. These sessions should also 

be accessible for staff who are more experienced in the area but feel that they 

might benefit from a refresher.  

 Training sessions regarding the rationale for the revisions made to the pathway 

to give staff further information about the theory practice links and examples of 

other settings where this has been successfully used should also be provided.  

 Staff had also reflected that the working groups and ‘pods’ were an important 

and valued change, and these should continue to be frequently used. These also 

provide staff with a way in which to feedback and be involved in consultation 

around changes made, improving their involvement and chance to collaborate in 

changes.  
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Appendix B11: Lay (Plain English) Summary 

 

This project investigated the changes that were made to how YP with a type of 

Eating Disorder (Anorexia) were cared for during an inpatient stay. This was carried out 

by looking through young people’s files after their stay to see if the new way of care 

was being done as planned. This showed that YP were getting the new way of care, and 

that there were some improvements linked to this including staying as an inpatient for 

less time.  

 

The researcher also met with two groups of staff from the team to hear their 

thoughts on the changes that were made. General themes from these discussions were 

identified and described. Staff found the process of change hard because they didn’t 

fully understand why and how they were doing things in a different way. However, they 

did think that lots of positive changes had been made which they hoped would carry on. 

Based on what was found, recommendations were made to the team. 
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Appendix B12: List of Abbreviations 

AN=Anorexia Nervosa 

BMI= Body Mass Index 

CGAS= Children’s Global Assessment Scale 

ED= Eating Disorder 

HoNOSCA= Health of the Nation Outcome Scale 

Junior MARSIPAN= Management of Really Sick Patients under 18 with 

Anorexia Nervosa 

NICE= National Institute for Health and Care Excellence 

NHS= National Health Service 

SDQ= Strengths and Difficulties Questionnaire 

WFH= Weight for Height 

WHO= World Health Organisation 

YP= Young People 
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Appendix C: Main Research Project 

Appendix C1: Submission guidelines for authors 
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Appendix C2: Study Advertisement 
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Appendix C3: The Hoarding Rating Scale (HRS-SR)  
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A ppendix C4: Saving Inventory-Revised (SI-R) 
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Appendix C5: Obsessive Compulsive Inventory-Revised (OCI-R) 
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Appendix C6: Generalised Anxiety Disorder-Assessment (GAD-7) 
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Appendix C7: Patient Health Questionnaire (PHQ-9) 
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Appendix C8: Confirmation of Ethical Approval from the University of 

Bath 
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Appendix C9: Anxiety Sensitivity Index-3 (ASI-3) 
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Appendix C10: Distress Tolerance Scale (DTS) 
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Appendix C11: Intolerance of Uncertainty Scale (IUS) 

 

 

 

 

 



 

158 

 

 

 

 

 

 

 

 

 



 

159 

Appendix C12: Study Information Page 
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Appendix C13: Consent Form 
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Appendix C14: Study Debrief Page 
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Appendix C15: Collection of Participant Email to Send Gratuity 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


