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Abstract for Service Improvement Project 

Background: There is growing recognition of the potential of e-mental health to 

contribute to the delivery of mental health services. There are strong moral, political and 

health-economic arguments for involving service users in the development of mental 

health services.  

Aims: This paper describes a Service Improvement Project carried out within a 

Community Mental Health Service to bridge the gap between availability of online 

psychological resources and service users’ information needs about psychological 

support. Iterative development of a facilitative gateway - the ‘Online Roadmap of 

Psychological Support’ was carried out in collaboration with service users and other 

stakeholders.  

Methods: Development proceeded in three phases: (1) stakeholder consultation 

(2) feasibility study, including assessment of service user information needs and 

preferences; (3) discussion of findings to generate ideas for implementation and 

evaluation. Methods of data collection included informal interviews, focus groups and a 

postal survey. 

Results: Recommendations for the Online Roadmap were shared with key 

decision-makers and guided implementation as part of wider website redesign. The new 

service website provides accessible information about psychological support alongside 

service user narratives and hyperlinks to external psychological resources covering a 

range of mental health difficulties. 

Conclusion: The project illustrates how mental health services can harness the 

potential of e-mental health to meet service users’ information needs regarding 

psychological support within their local services and beyond. The discussion reflects on 

possible tensions between the constraints of statutory mental health services and the 

empowerment of service users as experts-by-experience.  

Keywords: e-mental health, online resources, service user involvement, 

psychological support, mental health service improvement 
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Abstract for Systematic Literature Review  

Background: Around 8% of men are estimated to experience childhood sexual 

abuse (CSA), but less is known about the male survivors’ experiences compared to 

females. Over the past two decades, a small stream of qualitative studies has started to 

explore men’s experiences of disclosing CSA in adulthood, but most studies are based on 

small and selective samples.  

Methods: Meta-synthesis provides a method for combining findings from original 

qualitative research to generate new understandings of a phenomenon that is greater 

than the sum of its parts. This paper article presents a systematic review and meta-

synthesis of peer-reviewed qualitative research on men’s experiences of disclosing 

childhood sexual abuse in adulthood.  Systematic searches were conducted on six 

databases and 927 abstracts retrieved for screening. 

Results: 20 studies, published from 1996 - 2016, were included in the review. 

Studies examined barriers and facilitators of disclosure and the impact of disclosure and 

non-disclosure in adulthood. Meta-synthesis of first- and second-order themes resulted in 

third-order constructs that suggest an understanding of (non-)disclosure as a 

communicative acts which constitutes a discursive re-positioning within a contested 

space characterised by competing discourses on masculinity, generational and gender 

roles and relationships. 

Conclusions: Limitations of the meta-synthesis and directions for future research 

are discussed. 

Keywords: childhood sexual abuse, male survivors, disclosure, qualitative 

methods, systematic review 
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Abstract for Main Research Project 

Individuals with Autism Spectrum Conditions (ASC) have been found to experience 

higher levels of paranoia than the general population. However, cognitive mechanisms 

involved in its development and maintenance may differ from those suggested for 

typically developed individuals with persecutory ideation. A reasoning bias in the form of 

reduced data-gathering (‘jumping-to-conclusions’, or JTC bias) has been proposed as a 

contributory factor for paranoia in people with psychosis and non-clinical populations. 

Data-gathering style was investigated in 39 adults with ASC and 64 typically developed 

controls using two probabilistic reasoning tasks: the beads task and an emotionally salient 

equivalent. Despite higher levels of paranoia, the ASC group requested more information 

and were less likely to show a JTC bias than the typically develop group. Results suggest 

that data-gathering style may not be a contributory factor for paranoia in autism, 

consistent with the proposal of a differential cognitive structure of paranoia in individuals 

with ASC. 

Keywords: autism, paranoia, jumping to conclusions, reasoning bias, decision-making 
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Executive Summary of Main Research Project 

Data-Gathering Style in People with Autism and Its Relationship with Paranoia 

Paranoia exists on a spectrum of severity in the general population. Many people 

hold a few paranoid beliefs, but people with Autism Spectrum Conditions have been 

found to experience higher levels of paranoia than most typically developed people. 

Social anxiety, which is associated with paranoia, has been found to occur in around half 

of all adults with autism.  

Psychological models of paranoia have identified attention and thought processes, 

beliefs, ways of reasoning and meaning-making which may contribute to the 

development and maintenance of paranoia. These psychological processes involved in the 

formation of paranoid ideas have been well-studied in people with psychosis and 

schizophrenia: they include a tendency to make decisions more hastily and on the basis of 

incomplete information. This tendency is referred to as “reduced data-gathering” and, in 

its most extreme form, has been referred to as the ‘jumping to conclusions’ bias.  

 

Figure A: Yellow and Blue Beads in Ratios of 60:40 and 40:60 Beads  

 

Data-gathering style and the ‘jumping to conclusions’ bias has typically been 

investigated using a task known as the Beads Task. This task involves making decisions 

under conditions of uncertainty. In the Beads Task, participants are shown a series of blue 

and yellow beads and are asked to decide which of two jars containing different 
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proportions of blue and yellow coloured beads (Figure A) the beads are likely to have 

come from.  Participants can ask to see as many beads as they like, up to a maximum of 

twenty beads, before making a decision.  

Some researchers have also used a task known as the Survey Task, which has the 

same logical structure as the Beads Task but uses emotionally-laden words instead of 

neutral beads, namely positive and negative words used to describe people in a survey 

(Figure B). 

 

Figure B: Visual Representation of the Survey Task  

Previous research has shown that people with paranoia and strongly held beliefs 

that they are being persecuted will ask to see fewer beads than people without mental 

health problems. Around two thirds of people with psychosis will request fewer than 

three beads. Psychological interventions based on the principles of cognitive behavioural 

therapy have been developed to target the ‘jumping to conclusions’ bias and have shown 

some success in correcting a reduced data-gathering style in people with schizophrenia.  

However, we don’t yet know whether the psychological mechanisms that 

contribute to paranoia in autism are similar or different to those in psychosis, and 

whether people with autism and high levels of paranoia will also show the ‘jumping to 

conclusions’ bias. A limited amount of research has looked at reasoning and data-

gathering style in people with autism and has found that they tend to gather more 

information than typically developed individuals before reaching decisions. In other 

words, they show the opposite pattern to jumping-to-conclusions.  One study used the 
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Beads Task as described above and found that people with autism asked to see more 

beads than a group of typically developed individuals. Another study also used the Beads 

Task and found that people with autism asked to see fewer beads than typically 

developed individuals and that one third of people with autism showed the jumping to 

conclusions bias and requested fewer than three beads.  

This study aimed to replicate aspects of the two conflicting studies to examine 

reasoning style in people with autism in relation to levels of paranoia and to gain greater 

clarity over whether people with autism ‘jump to conclusions’ under uncertain conditions. 

103 individuals were recruited via social media and autism-specific websites and 

mailing lists. 39 people with autism and 64 typically developed controls took part in an 

online survey and completed a series of questionnaires, which asked about autism traits, 

symptoms of paranoia and social anxiety, and the Beads and Survey Tasks as described 

above. Data were analysed with statistical methods and produced the following findings: 

 People in the autism group on average had higher levels of paranoia and social 

anxiety than the typically developed group.  

 People with autism on average asked to see more beads from a jar and words 

from a survey than the typically developed group.  

 Typically developed individuals were more than four times more likely to ‘jump to 

conclusions’ than people with autism on at least one of the two tasks.  

 The nature of task materials (i.e. neutral versus emotionally laden materials) did 

not seem to affect participants’ performance on the tasks, with no difference in 

the average numbers of beads requested by individuals in each group. 

 Paranoia was not found to be related to asking for fewer beads or words, i.e. 

reduced data-gathering, in either group. 

 Higher scores on the autism trait of ‘systemising’ was not related to asking for a 

greater number of beads or words, i.e. increased data-gathering, as had been 

found in a previous study.  

 Participants with autism did not differ significantly from typically developed 

individuals in the level of confidence they had in their decision, the time they took 

to complete the tasks, or the likelihood of choosing the logically correct jar.  
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The study had several methodological limitations, such as groups being unevenly 

matched in terms of age, gender and co-morbid mental health problems. Differences in 

IQ were not assessed and classification of participants as ASC or typically developed relied 

on self-report. However, participant numbers and methods of measurement were robust 

and analysis produced statistically significant and clinically meaningful differences in 

outcomes. 

It was concluded that reduced data-gathering style may not be involved in the 

development and maintenance of paranoia in people with autism. Instead, it may have 

different origins and may be experienced in qualitatively different ways from paranoia in 

typically developed individuals. More research is needed to understand these differences 

better and to gain insights that can help to adapt existing psychological therapies for 

paranoia for people with autism spectrum conditions. 
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Connecting Narrative 

After completing a PhD in Language and Communication Research in 2000, I had 

spent the last 14 years before starting clinical training working as a researcher in 

academic health services research on projects designed by other people. Consequently, 

the opportunity to finally design and execute my own research projects brought about 

feelings akin to the proverbial child in a sweet shop. My excitement and enthusiasm, 

combined with a lack of clarity about how much, or rather, how little, time would be 

dedicated to the research component of the course, made me want to cram as many 

sweets as possible into what turned out to be rather small pockets. In hindsight, my initial 

visions of what could be achieved, in particular with regard to my service improvement 

project, were clearly over-ambitious. Nevertheless, conducting the projects has been an 

extremely satisfying, if, at times, rather stressful, experience, and it was a privilege to be 

working with such knowledgeable and supportive supervisors. While there were a few 

changes en route from my initial research plans to their final destinations, I feel pleased 

with what it has been possible to achieve within the time available and the small but 

hopefully meaningful contribution I have been able to make, with the help of lots of other 

people, in each of my chosen areas of research.  

The two main therapeutic orientations of the Bath course are Cognitive 

Behavioural Therapy (CBT) and Systemic Therapy (ST). The ethos of the course reflects the 

core values of the NHS. It is committed to evidence-based and patient-centred practice, 

equality, diversity and the destigmatising and normalisation of mental distress through its 

psychological formulation. My choice of research projects has aimed to reflect these 

theoretical orientations and values. 

 

Service Improvement Project 

During my time as a postdoctoral researcher, I had worked on a number of 

projects with the Health Experiences Research Group at the University of Oxford, which 

resulted in the production of modules for the HealthTalk website 

(http://www.healthtalk.org/). HealthTalk provides free, reliable information about a 

broad range of physical and mental health issues, by sharing people's real-life 

experiences. The website presents peer testimony in the form of video- and audio-clips of 
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excerpts from rigorous research interviews with patients, which are integrated with 

research summaries and hyperlinked to factual information and resources (Kidd & 

Ziebland, 2016). The website has been accredited by the Information Standard and has 

won multiple awards for its role in empowering patients to feel more confident in 

managing their healthcare needs and their encounters with healthcare professionals.  

During my time as a researcher at the School of Social and Community Medicine at 

Social Bristol University, I had listened to my academic colleagues presenting promising 

results for computerised psychological interventions and self-help tools in the context of 

randomised controlled trials, but I was also aware of the low rates of uptake of these 

applications in clinical practice.  

When I joined the North Bristol Complex Psychological Interventions (CPI) team on 

my initial Working Age Adults placement in October 2014, I was struck by the team’s 

dilemmas in the wake of recent service recommissioning to create a psychologically 

informed environment at all levels of the service and to ensure equitable access to 

psychological interventions with extremely limited staff resources. In particular, the CPI 

team felt that the scope of and consistency of indirect working and psychology referral 

practices needed improvement, as did knowledge about types of psychological 

interventions available within the service amongst community mental health staff and 

service users. In my mind, the possibilities of the internet for psycho-education and the 

proliferation of freely available e-mental health tools in recent years provided possible 

solutions to some of these challenges. I envisaged that a website structure akin to the 

HealthTalk model, with narratives from local service users about their experience of 

psychological support scaffolding new service users’ engagement with online resources, 

could bridge the gap between e-mental health tools and lack of uptake. However, I felt it 

was crucial to involve service users in any service improvement activities in this area, to 

ensure that resulting changes would be experienced as feasible, acceptable and 

empowering from their points of view.  

At the time, my placement supervisor Julie Wilkinson was chairing a Service User 

Reference Group, which was set up as part of the recommissioning process, so this 

provided a way in for me to collaborate with a small group of highly motivated individuals 

and explore their priorities and ideas for service improvement alongside those of the CPI 

team.  



21 
 

Initial idea development and co-design with the reference group of a 

questionnaire to explore information needs and preferences about psychological 

therapies and other forms of support among a broader sample of Bristol Mental Health 

service users proceeded quickly and smoothly. The group also gave feedback on drafts of 

consent forms, information sheets and an interview schedule to collect audio/video-

recorded narratives about experiences of psychological support from local service users. I 

was lucky to find an enthusiastic collaborator in the service’s newly appointed 

Communications Officer, who helped me think through the technical possibilities for 

evaluating the potential impact of service improvement.  However, due to bureaucratic 

constraints on handling and storing audio- and video materials within the trust, cuts in 

funding and staff changes within the service, as well as time pressures on my part, it was 

not possible for me to gather and collate service user narratives myself as had originally 

been planned. After an eight month lull in activities due to the lack of a dedicated service-

internal contact for the SIP, the appointment of a new Communications Officer in May 

2016 meant that the final phase of the SIP could get re-started with several modifications 

to the original plans. Instead of collecting additional materials, it became possible to 

include service user narratives that had been produced for other purposes within the 

hyperlink structure of the new service website. In a series of meetings and focus groups, 

we were able to negotiate, how the recommendations emerging from the SIP could best 

be integrated and accommodated within the existing structures of the larger service 

website. This led to a distribution of the original components into separate web sections 

and made it difficult for their uptake to be independently evaluated. While it was 

disappointing that the SIP could not be implemented with full conceptual integrity, there 

were also considerable benefits of it becoming part of a larger structure, such as regular 

posts and email updates about news aspects of the website issued by the 

Communications Officer to Bristol Mental Health service users. 

Overall, I feel very pleased that the SIP recommendations contributed to the 

service’s website structure and contents in ways that will hopefully be experienced as 

user-friendly, destigmatising and empowering by service users, that can improve the 

understanding of mental health difficulties and evidence-based psychological 

interventions amongst service users and the wider public alike, and that may also help to 

raise the profile of psychological work within the Trust. 
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Systematic Literature Review  

For my literature review, I wanted to choose a topic that I could develop within a 

systemic perspective. Through personal and clinical experiences, I had become interested 

in the intergenerational transmission of mental health difficulties and cycles of violence 

and abuse.  

I developed a proposal for a critical literature review of research into children’s 

experiences of growing up with a parent with severe mental illness, with Attachment 

Narrative Therapy (Dallos, 2006; Dallos & Vetere, 2012; Vetere & Dallos, 2008) providing 

a conceptual framework for synthesising the available research evidence. The proposal 

was passed by the course, but when I repeated the systematic search process a few 

months later, I discovered that not just one, but two research syntheses on the topic of 

children’s experiences of parental mental illness had been published in the intervening 

months.  

In search of a new focus for my literature review, my placement experiences of 

working with clients with complex development trauma and my reading of two inspiring 

books on the subject - Judith Herman’s  (2015) ‘Trauma and Recovery’, originally 

published in 1992, and Bessel van der Kolk’s (2014)  - led me to review the literature on 

intergenerational patterns of child sexual abuse (CSA). I discovered that while the impact 

and experience of female CSA is a well-researched topic, there was a relative dearth of 

literature on male CSA. Existing studies seemed to suggest that male CSA was vastly 

under-reported and that many adult survivors continued to suffer in silence due to a 

culture of taboo and denial, similar to the one that had been described by Judith Herman 

in relation to female child sexual abuse and domestic violence a quarter of a century 

earlier. Furthermore, there appeared to be very little qualitative research on men’s 

experiences of disclosing sexual abuse in adulthood to further an understanding of the 

potential barriers and facilitators to disclosure. Existing studies had small, selective 

samples and often reported only on a narrow range of issues. I felt that these factors 

made the area a worthwhile topic for a qualitative meta-synthesis.  

My previous experience of working as a qualitative researcher and appraising 

qualitative literature made me feel competent to carry out this work, even though I did 



23 
 

not have access to a team of colleagues with whom to discuss and develop emergent 

themes as is customary in qualitative meta-synthesis. My project supervisor Catherine 

Butler and my fellow trainee Lucy Fiddick help me to implement rigorous methods by 

helping out with discussion of themes and screening of abstracts and full texts, 

respectively. The process of synthesising the identified studies felt emotionally draining, 

but the use of qualitative analysis software helped me to keep track of the large amount 

of data and to carry out the recoding of original themes in an orderly and systematic 

fashion. I hope that the literature review and meta-synthesis will contribute to a better 

understanding of the specific concerns that exist for male survivors of CSA in disclosing 

their experiences and that this can help to improve clinical and therapeutic practice and 

development of support services accessible to men. 

 

Main Research Project 

Coming from a research background, I have valued CBT as a therapeutic approach 

with a firm evidence base in empirical research on the involvement of specific cognitive 

mechanisms in the development and maintenance of mental health difficulties. I was 

keen for my main project to contribute to this evidence base in some small way. I was 

also keen for the project to have an experimental component instead of being purely 

based on self-report measures. 

Before starting training, I had worked as a local researcher on a large multicentre 

RCT of citalopram for negative symptoms of schizophrenia. This job involved many home 

visits to people with a diagnosis of schizophrenia, who had been identified by their care 

co-ordinators as experiencing negative symptoms, in order to assess their eligibility for 

the trial. It made me acutely aware of the poor quality of life, isolation and lack of social 

engagement experienced by this patient group. Reading Richard Bentall’s book ‘Madness 

Explained’ (2004) during my first term on the course and learning about experimental 

research on attentional and attributional biases in Bipolar Disorder to examine the 

hypothesis of mania as a defence to depression gave me the idea for a project to explore 

asociality in patients with negative symptoms of schizophrenia as a defensive reaction to 

experiences of social rejection and exclusion -  an idea that had already been put forward 

in previous research by Paul Grant and Aaron Beck (2009, 2010). With the support of 
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Lorna Hogg as an academic supervisor, I developed a full research proposal which was 

passed by the course in September 2015.  

However, over the following months I became increasingly concerned about the 

feasibility of recruiting a sufficient number of participants from this hard-to-reach patient 

group without having direct access to them on placement. As people with negative 

symptoms of schizophrenia in the absence of acute positive symptoms will often be 

discharged back to primary care, I was unsure whether I would be able to identify suitable 

participants through primary care routes without the funds to remunerate GPs for their 

assistance. Furthermore, five other trainees in my year had decided to conduct research 

projects with people with schizophrenia and trainees in the year above had struggled to 

recruit sufficient numbers of participants for their projects. The tipping point came in the 

summer of 2016, when I became at risk of losing my access to a car. I realised it would be 

impossible to recruit and visit a sufficient number of participants for my project without 

being able to drive. I had to come up with a new project! 

As it was late in the day for starting over, I knew that I had to choose a project that 

could go ahead without the lengthy process of NHS ethics review. I also decided to design 

the new project as an online study so that recruitment would not be affected by my 

potential lack of personal mobility. 

At the time, I was on my Learning Disabilities placement at Fromeside Secure 

Services working on a specialist ward for male offenders with autism and/or intellectual 

disabilities. My placement supervisor, Amy Canning, was extremely generous with her 

time and ideas to help me develop a clinically relevant project with adults with autism as 

a study group. From the perspective of forensic risk assessment, Amy was interested in 

the relationship between paranoia, anger rumination and aggressive behaviour in people 

with autism. While this idea proved unfeasible to pursue with participants recruited from 

the community via online methods, in my review of the existing literature on paranoia in 

autism, I came across recent research proposing a differential phenomenology of 

paranoia in autism compared to psychosis. In particular, I found two recent papers 

examining data-gathering style in autism and its possible links to persecutory delusions, 

which had produced apparently conflicting findings. Both studies had used the Beads Task 

paradigm, a probabilistic reasoning task that has been well-researched in the context of 

persecutory delusions in people with psychosis and schizophrenia. I felt that the findings 
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from the two studies presented an excellent opportunity for me to contribute to 

‘reproducible science’ (Munafò et al., 2017) by replicating aspects of previous research in 

this paradigm in a novel combination and with a, to date, under-researched client group. I 

also felt excited that findings from this research might be able to inform the further 

development and adaptation of CBT interventions for paranoia for people with autism 

spectrum conditions.  When I discovered that the lead author on one of the two 

conflicting studies was based at the University of Bath and could potentially be wooed as 

a co-supervisor, I decided to take the leap and design a new main research project.  

Gaining ethical approval for the study from the University of Bath ethics 

committee was straightforward and I was able to benefit from the experience of my 

fellow trainee, Roz Cooper, who had employed online recruitment methods in her 

research with people with Autism and generously shared her list of websites and 

organisations that had helped to advertise her research. Designing online versions of the 

questionnaires and experimental tasks was time-consuming but enjoyable. Feedback on a 

draft versions of the full online survey from a pilot participant with autism spectrum 

condition was invaluable in making the interface and survey flow more accessible to the 

target group, e.g. by adding visual representations to instructions, annotating some of the 

questions with explanations as to why they were being asked and revising questions that 

could be perceived as stigmatising by people with ASC. 

The project went live on social media at the start of April 2017, and by mid-May, I 

had recruited almost twice as many participants as required on the basis of my power 

calculations – with minimal effort on my part. While there are obvious drawbacks to 

online recruitment, such as lack of control over the composition of comparison groups, 

the experience means I will definitely to consider using online research methods in the 

realisation of future research projects where appropriate. 

 

Future Plans and Directions 

I believe that the various challenges I have encountered in realising my research 

plans have been a helpful learning experience to prepare me for continuing to carry out 

clinically relevant research within the constraints of a resource-limited NHS environment. 

I feel passionate about service development and innovation in collaboration with service 
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users and believe that my systemic training will be a valuable asset in helping me to 

integrate research evidence and stakeholder priorities in driving processes of 

organisational change. I have also come to appreciate the importance of writing up case 

studies as part of clinical work. While this was a much dreaded and painful process at the 

end of each placement, it was vital to my learning as a therapist, and I feel committed to 

carrying this practice forward in my future work to ensure that I stay attuned to new 

theoretical developments and theory-practice links.  
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The unfulfilled promise of e-mental health 

E-mental health is an area of growing research interest. The term refers to the use 

of information and communication technology to support and improve mental healthcare 

(Riper et al., 2010). The rise of the internet and associated technologies, such as smart 

phones and apps, have opened up new possibilities for providing information, support 

and treatment for mental health problems on a wide scale and at a low cost (Leigh & 

Flatt, 2015). The DoH Information Strategy (May 2012) consequently encourages NHS 

England services to exploit the potential of digital technologies to improve accessibility 

and effectiveness of health services and to increase health literacy and self-management 

amongst patients.   

But what is the potential of e-mental health for the delivery of psychological 

support? Provision of psycho-education and self-help resources via the internet has been 

found to be cost-effective, convenient and likely to reach more diverse social groups than 

face-to-face provision (Barak & Grohol, 2011). The evidence base for the clinical 

effectiveness of internet-based psychological self-help resources, such as c-CBT, 

administered within the context of clinical trials (Barak, Hen, Boniel-Nissim, & Shapira, 

2008; Christensen, Griffiths, & Farrer, 2009; van Spijker, van Straten, & Kerkhof, 2014) has 

been steadily growing. A recent meta-analysis of web-based psychological interventions 

found them to be as effective as face-to-face therapies (Barak et al., 2008).  

However, there is a relative dearth of research into service users’ views and 

preferences with regard to using e-mental health (Riper et al., 2010). Attrition from 

internet-based interventions is known to be high, and while this may be regarded as a 

natural feature of the medium (Eysenbach, 2005), little is known about predictors and 

service user reasons for drop-out or lack of engagement (Nicholas et al., 2010). Limited 

evidence from small scale studies suggests that concerns over privacy or general dislike of 

digital technologies may deter some service users from accessing self-help resources 

online (Proudfoot et al., 2010). In addition, amongst adolescents, intention to seek help 

for mental health problems online is associated with higher levels of health literacy and 

thus unlikely to be increased by provision of internet-based resources alone (Bradford & 

Rickwood, 2014).  
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Blaschke and colleagues (2009) identify attitudinal factors (e.g., doubts about 

benefit and/or low confidence in handling computers) and factors relating to training and 

support as two of the five barriers to accessing online resources specifically for older 

people. However, lack of confidence/competence in identifying trustworthy resources are 

likely barriers across all age groups.  

Qualitative studies with a range of patient groups with different psychological 

problems found that service users may feel unsure about what to expect from online self-

help and may doubt whether generic materials can be helpful to personal problems 

(Murray et al., 2003). They may also be unaware of the range of problems for which 

resources are available and may lack the confidence and motivation to go online to 

identify resources that would meet their needs (Aref-Adib et al., 2016). Especially during 

periods of acute distress and low mood and motivation, it can be challenging for those 

unfamiliar with using e-mental health to learn new behaviours. An increasing range of 

good quality resources are freely available on the internet, but it can be difficult for 

service users to find relevant material without signposting (Morahan-Martin & Anderson, 

2000).  

In summary, there remains a gap between the growing number of evidence-based 

psychological interventions currently available on the internet that have been found to be 

effective in the context of controlled studies, and the uptake of these resources  by those 

experiencing the mental health problems they have been designed to address.  

 

The promise of service user involvement in mental health services and the potential to 

bridge the gap 

UK health and social care policies have embraced the vision of patients as active 

partners in their care as a vital requirement for creating an economically sustainable 

healthcare system. Public health promotion aims to create fully engaged patients who 

make appropriate use of services and feel sufficiently informed and empowered to 

practise effective self-management of long-term conditions (Coulter, 2006). As part of the 

NHS modernisation agenda in the late 1990s, the National Service Framework for Mental 

Health (1999) promoted service user involvement as a strategy to ensure service design 

and delivery were responsive to patient needs. The 2001 Health and Social Care Act (DoH, 
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2001) created a statutory obligation for all NHS organisations to involve service users in 

the planning and evaluation of services to achieve genuinely patient-centred service 

provision. While a systematic review of patient involvement studies (Crawford et al., 

2002) failed to find evidence that service user involvement improves quality of healthcare 

or patient satisfaction, it also acknowledged the difficulty of demonstrating such effects. 

However, the review did find evidence that service user involvement can make a 

difference to how services are provided.  

 

Kirby (2004) identifies three different levels of service user involvement: 

consultation, collaboration and user-controlled research. Whereas consultation typically 

seeks service users’ views as a one-off activity to inform organisational decision-making 

without necessarily adopting the suggestions made, collaboration involves active, on-

going partnership with service users in the development of services. In user-controlled 

research, initiative for projects and powers of decision-making reside with service users, 

whilst service professionals and academic researchers act merely in a consultative 

capacity. Especially at the level of consultation, there is a risk that service user 

involvement will be perceived as tokenistic. Particularly in the field of mental health, the 

emancipatory interests of the mental health survivor movement have, at times, shown 

themselves to be irreconcilable with governmental policy agendas (Tait & Lester, 2005). 

Indeed, some critics have argued that the NHS agenda of seeking to involve service users 

as partners is a way of silencing and taking the wind out of the sails of the more radical 

and critical voices of the survivor movement (Noorani, 2013). Despite these tensions, 

organisations such as INVOLVE and SHAPING OUR LIVES have been set up with DoH 

funding to actively promote service user involvement in research and have developed 

criteria to ensure that service user involvement is an empowering rather than exploitative 

process (Beresford, 2005; Telford, Boote, & Cooper, 2004).  

 

Describing the benefits of service user involvement specifically in mental health, 

Tait and Lester (2005) argue that service user involvement can help to increase the 

understanding of mental distress, promote alternative approaches to understanding 

mental illness, can bring about greater social inclusion and can in itself have therapeutic 
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effects. Noorani (2013) employs the concept of ‘experiential authority’ to capture how 

self-help and support groups can become vehicles for mental health service users as 

‘experts-by-experience’ to exercise political power and challenge the disempowering 

effects of a reductionist medical model of mental illness.  The creation of platforms in the 

real and virtual world for mental health service users to share their experiences can help 

to erode the stigma around mental health. Furthermore, experienced mental health 

service users can act as therapeutic ‘coping models’ (Meichenbaum, 1971) to those who 

encounter formal mental health services for the first time. A systematic review of peer 

support workers within mental health services (Repper & Carter, 2011) concluded that 

peer support can improve self-esteem and a sense of self-efficacy amongst service users, 

convey hope in the possibility of recovery and promote greater self-management of 

mental health difficulties as well as help service users to increase their social networks. 

 

The ‘Online Roadmap of Psychological Support’ Service Improvement Project 

This paper reports on a Service Improvement Project (SIP) undertaken in a large 

community mental health service.  

In thinking about how service users’ experiences of psychological support could be 

utilised to empower other service users with the confidence and skills to access online 

resources, a psychologically informed conceptual starting point was provided by the 

HealthTalk model (http://www.healthtalk.org). HealthTalk presents peer testimony in the 

form of video- and audio-clips of excerpts from rigorous research interviews with patients 

on a broad range of physical and mental health conditions (Kidd & Ziebland, 2016). 

Interview excerpts are contextualised with summaries that integrate the voices of lived 

experience with medical information and links to further resources and support. 

Vygotsky’s (1987) notion of the Zone of Proximal Development (ZPD) describes the 

difference between what individuals can achieve by themselves, and what they can 

master when assisted by a more competent peer or teacher. Following Vygotsky, Bruner 

and colleagues (1976) coined the term ‘scaffolding’ to describe how a supportive 

structure –  mediated verbally or non-verbally by a shared social practice  -  can facilitate 

the performance of a task that otherwise would have been beyond the novice’s reach. 

Drawing on the ZPD as a model for peer learning and modelling of behaviour change 
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(Chaiklin, 2003; Lave & Wenger, 1991), service users’ experiential accounts of using 

psychological therapy and other forms of psychological support can provide scaffolding 

and encouragement to novice mental health service users to access psychological 

resources for themselves. Placing experiential accounts of service user peers at the centre 

of a facilitative gateway to online resources might thus ‘bridge the gap’ between the 

potential of e-mental health and the barriers to its more wide-spread uptake by mental 

health service users. This project sought to consider this approach within the service. 

 

Service Context 

The community mental health service within which the project was conducted had 

recently been recommissioned, resulting in a new partnership between NHS services and 

third sector health and social care agencies.   The recommissioning brief required the new 

leadership to commit to co-production with service users in all aspects of service 

development. To facilitate this, a number of service user groups, called ‘reference 

groups’, were set up to collaborate with service staff on different work streams, including 

a group attached to the psychological therapies service which met monthly to advise on 

developments relating to the provision of psychological support.  

At the same time, the organisation prioritised a major redesign of the service 

website, which until then had featured minimal and primarily static content. Staff in the 

psychological therapies service were keen to use this opportunity to expand the team’s 

online representation in ways that would reflect their multiple roles and skills and that 

could provide information to community mental health practitioners (henceforth referred 

to as recovery staff) and service users alike about the range of psychological services and 

support options available within the service.
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Figure 1: Phases in the Iterative Service Improvement Process 

The SIP contributed to these ongoing developments through iterative cycles of 

problem definition, idea generation, data-gathering and analysis, feedback of findings, 

prioritising and further planning. This was done in consultation and collaboration with 

service users and staff, and proceeded in three phases (see Figure 1):  

(1) stakeholder consultation  

(2) feasibility study  

(3) dissemination of key findings and recommendations for implementation. 

Aims and methods for each phase and results taken forward into the next phase 

are described below.  
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Phase 1: Stakeholder consultation  

Aims 

The aims were: 

 To identify key concerns and possible targets for service improvement 

under the broad heading of improving information about psychological 

support within the service amongst psychological therapies staff, recovery 

staff and service users. 

 To stimulate discussion about how e-mental health might help to improve 

knowledge of and access to psychological support without the need for 

additional staff resources.  

 To invite feedback about the concept of an interactive internet gateway 

structured around service user experiential accounts to bridge the gap 

between existing online psychological resources and uptake of these by 

local service users. 

 To develop a way to assess the feasibility and acceptability of the concept 

with local service users.  

 

Methods 

Informal interviews were held with psychological therapies staff, recovery team 

staff and the service user reference group to explore their perceptions about current 

problems with regard to knowledge of and access to psychological information and 

interventions within the service.  Identified areas for improvement (Table 1) were 

discussed further at the psychological therapies team meeting and the service user 

reference group.  
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Findings  

Table 1: Potential Areas for Service Improvement Identified by Stakeholders 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 1 shows possible areas for improvement identified by the three stakeholder 

groups. Areas highlighted in green were taken forward into Phase 21. Areas shown in bold 

indicate corresponding areas for improvement identified across stakeholder groups. 

                                                      
1 Issues relating to psychological referral were not taken forward as improvement of the referral process 
had been identified as the target of a parallel SIP (Fiddick et al., in preparation). 
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The key concerns emerging from consultation with stakeholders centred around 

the need for greater clarity about forms of therapy available within the service and what 

they might involve, how to refer, increased understanding about necessary preconditions 

for psychological therapy and awareness about alternatives involving indirect work, as 

well as guidance on what service users and recovery staff could do to maximise gains 

from psychological intervention before, during and after therapy. Alongside these 

themes, discussions also suggested a relative lack of awareness of and or/confidence in 

accessing online resources amongst psychological therapies staff, recovery staff and 

service users alike.  

A decision was made to target information about psychological support directly at 

service users rather than indirectly via recovery staff and therefore, to link in with the 

redesign of the public website rather than the organisation’s internal webpages. This 

meant that potential website contents would have a broader reach, being accessible to 

both the public and those within service, but it also meant that the inclusion of 

experiential accounts and other forms of personally identifiable information needed to be 

considered with special care.  

To explore the acceptability and feasibility of ideas and priorities for improvement 

beyond the reach of the service user reference group, it was decided to conduct a city -

wide survey amongst local service users. A brief pen-and-paper survey questionnaire was 

collaboratively designed and piloted over a series of meetings with the reference group 

(Appendix 3). The group also advised on methods to maximise participation in the survey.  

The concept of a facilitative gateway based on a peer social learning paradigm received a 

positive response from all stakeholder groups and was renamed as the ‘Online Roadmap 

of Psychological Support’ (ORPS).   

Phase 2: Feasibility study 

Aims  

The aims for Phase 2 were:  

 to assess service users’ current levels of knowledge about locally available 

therapies and other forms of psychological support.  
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 to establish service users’ current use of online resources and preferences 

for accessing psychological information and support. 

 to elicit service user and psychological therapies staff priorities and 

suggestions for ORPS contents and hyperlinks.  

 to assess the feasibility of the ORPS in terms of internet access and 

gathering experiential accounts of using psychological support from local 

service users. 

 

Methods 

Ethical approval to conduct the research and development activities associated 

with the SIP was granted by the University Ethics Committee and the Trust’s Service 

Improvement Manager (Refs: 15-226; E2015.014; Appendix 2).  

 

Service user questionnaire survey. The survey was fronted by a letter of invitation 

providing a brief description of the SIP and the ORPS concept in the context of service 

recommissioning and website redesign (see Appendix 3). It employed a multiple-choice 

format with space for comments to volunteer additional information. Questions asked 

about current modes and preferences for accessing the internet and about service users’ 

experience and information needs regarding different types and formats of psychological 

support.  

To maximise uptake of the questionnaires by a broad range of service users, the reference 

group had recommended that CMHT staff should personally invite the service users on 

their caseload to take part by handing out copies of the survey with freepost reply 

envelopes attached whenever they met with service users. However, when the researcher 

approached CMHT teams for help with distributing the survey, it quickly became clear that 

the majority of staff felt unable to take on this role due to workload pressures. It was 

therefore decided to employ self-selection sampling instead. Boxes with questionnaires 

and envelopes were deposited in the reception areas of the four service sites across the 

city and posters were put up in waiting areas and toilets, inviting participants to complete 

questionnaires whilst waiting for their appointments. Participation was incentivised with 
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the opportunity to enter a prize draw for a £50 shopping voucher at the suggestion of the 

reference group.  Participation was anonymous, but the final section invited respondents 

to provide contact details if they were willing to consider taking part in an interview 

about their personal experiences of psychological support.  The survey was advertised 

with posters in the reception areas of four service sites. Copies of the postal survey with 

freepost reply envelopes attached were laid out next to posters. Receptionists, CMHT and 

psychology staff were encouraged to alert service users about the questionnaire. The 

survey ran from December 2015 to March 2016. 

 

Focus group with psychological therapies staff. A 45-minute focus group was held with 

members of the psychological therapies service (N=9) to discuss their views on the 

proposed ORPS structure and contents and identify possible concerns and barriers to its 

realisation. The focus group was audio-recorded and themes identified using Nvivo QSR 

qualitative analysis software. 

 

Findings from Service User Questionnaire Survey 

54 service users completed the questionnaire, representing around 2-3% of the total 

population. Due to reliance on self-selection sampling, it was not possible to establish 

exact response rates, but number of surveys returned from each site sites varied between 

9 and 21 and together accounted for 27% of the total of 200 questionnaire copies that 

had been distributed. Table 2 provides respondents’ demographic data. The mean age of 

respondents was 42.2 years (range 18-76, SD 14.8). Compared to the psychological 

therapies caseload for 2016, the survey sample included a greater proportion of older and 

male respondents (caseload 70% female and only 9% aged over 65). 
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Table 2: Demographics data for of service users completing the survey (N=54) 

 

 

 

 

 

 

 

 

 

 

 

 

Over three quarters of respondents (77.7%) had had previous experience of face-

to-face therapy (individual and/or group). While these experiences included therapies in 

IAPT services, third sector organisations and private therapies, it is worth noting that 

amongst the local service user population, in the year 2016, only around 15% of mental 

health service users were on the psychological therapies caseload, so the survey sample is 

likely to have been more psychologically interested and informed than the local service 

user population as a whole, reflecting a potential bias arising from self-selected 

recruitment.  

With regard to internet access (Figure 2), 5.5% of respondents stated that they did 

not currently have access to the internet. Of those with internet access, the majority used 

private modes of access via home Wi-Fi, phones and tablets. 20% said they accessed the 

internet in public places such as libraries, but only 5.5% did so without having private 

access as well.  
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Figure 2: How Do Respondents Currently Access the Internet? 

 

A significant minority of service users (27.5%) said that they did not want to use 

the internet to access information and support for mental health, and 86% of these said 

so despite having private access. People who did not want to access support online were 

of comparable age to those who did (mean age 45.5, range 25-60). The survey did not 

explore reasons for not wanting to use the internet in this way, but one respondent 

provided the following comment in the free-text section: 

“I'm paranoid about the internet and worried about being 

bullied or being accused of bullying in chat rooms. I would possibly use 

it if I had to log in, but not open access. Then I would only view 

statements. I am worried about the reliability of online resources.” 

 

Another service user explained their preference as follows:  

“I suffer from migraines and sitting for a long time viewing 

items online can bring on a migraine. I also struggle with 

concentration, so prefer to print things and read at my leisure. 

However, I feel this will be a really useful tool.” 

The majority of service users (61.8%) said they were already using the internet to 

access mental health information, but almost half of this group (29.4% of the total) said 

they would like help with finding trustworthy information. Another 11.8% of respondents 
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said they did not currently use the internet for this purpose because they did not know 

how to find relevant contents.  

Overall, these findings suggest that provision of psychological support online is a 

feasible option for the majority of service users, but that such provision needs to be 

scaffolded and signposted to facilitate optimal uptake of resources. Findings also indicate 

that there is a substantial minority of service users for who e-mental health is not an 

acceptable medium, clarifying the importance for services to offer resources in a range of 

modalities, if they do not want to risk excluding certain populations. 

Service users were asked to rate their knowledge about different types of 

psychological interventions available within the service, and to indicate which kinds of 

therapies they would like to know more about. CBT and mindfulness emerged as the two 

types of interventions that respondents felt most knowledgeable about, possibly 

reflecting the fact that for many service users the route into secondary mental health 

services is via IAPT services, which specialise in providing these interventions.  

 

Figure 3: Respondents’ Knowledge Ratings of Types of Therapy  

 

All other interventions, with the exception of art therapy, had mean scores of 

below 2 (“I know a little bit).  Respondents felt least knowledgeable about Mentalisation-

Based Therapy (MBT) and Acceptance and Commitment Therapy (ACT). These two 

interventions were also among the top four choices (receiving more than >10 votes each) 
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of therapies respondents wanted to know more about, alongside DBT and STEPPS. CBT 

and Family Therapy received the least amount of votes, with four votes each.   

 

In terms of respondents’ information needs regarding different formats of 

psychological support, preferences for additional information largely reflected 

respondents’ previous experiences (see Table X and Figure X below). For example, one-to-

one therapy received the highest number of votes (34) for wanting additional 

information, even though 75.9 % of the sample had had previous experience of this 

format. Information about online self-help media (such as cCBT) and online chat received 

less than 10 votes each, and only 20% and 11% of respondents, respectively, had 

experience of using these formats. Only one in four respondents had experience of using 

websites or peer support groups, and one in five had experience of using self-help media 

other than books, such as mood apps. An exception to this trend was a preference to 

learn more about websites for specific mental health problems, which ranked second (21 

votes) to individual therapy as a support format that respondents wanted to know more 

about. 14.8% of respondents stated that they knew all they wanted to know about the 

different formats for psychological support. 

Table 3: Percentage of Respondents with Experience of Types of Psychological Support  
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Figure 4: Formats of Psychological Support Respondents Want to Know More About 

 

Overall, these findings are encouraging and suggest that while a minority of local 

service users do not have information needs in this area and are currently accessing 

online psychological support in a range of formats, there is potential for the uptake of 

online resources to be substantially increased and there is significant interest amongst 

the majority of service users to learn more about the e-mental health options available to 

them. 

To establish priorities for contents with which to populate the ORPS, respondents 

were asked to indicate the kinds of psychological difficulties for which they wanted 

further information and support. They could select as many areas of difficulty as they 

wanted and could also provide additional suggestions. Figure 5 shows the difficulties 

respondents’ prioritised in descending order: Help with managing worry/anxiety and low 

mood received the most votes, followed by managing strong emotions, sleep problems, 

social anxiety and intrusive thoughts.    

Finally, the idea of conducting qualitative interviews with service users to produce 

peer testimony that could be used to scaffold access to online resources appeared highly 

feasible, with 27.7% of respondents indicating a willingness to be approached for an 

interview about their personal experiences of psychological support.  
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Figure 5: Information and support needs for psychological difficulties in order of priority 

 

Findings from Focus Group with Psychological Therapies Staff  

Nine psychological therapies staff participants took part in a 45 minute focus 

group. This included 6 clinical psychologists, two art therapist and one administrator and 

represented 22.5% of all staff. Table 4 summarises the key points emerging from focus 

group discussion. 

Participants expressed hopes that the ORPS could help to create more realistic 

expectations among service users about how therapy can be helpful and the 

requirements and preconditions service users might need to meet for particular types of 

therapies. Previous research suggests that such information can improve therapy 

engagement and attendance rates (Constantino, Ametrano, & Greenberg, 2012; 

Greenberg, Constantino, & Bruce, 2006). Participants were also keen for the ORPS to 

educate service users about why certain types of therapy might not be provided within 

the Trust and the factors that need to be considered in the timing of therapy and other 

forms of psychological support, provided indirectly or via self-help, during the course of 

recovery (e.g. stabilisation work required before addressing traumatic memories). 

Participants felt the ORPS should include video clips of interviews with service staff as 

well as service users to address these issues.  
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Table 4: Key Points from Psychological Therapies Staff Focus Group (N=9) 

 

 

 

 

 

 

 

 

 

 

 

 

In terms of structure, participants suggested an organisation around trans-

diagnostic symptoms and mental health difficulties (e.g. mood regulation, rumination, 

dissociation) as a psychologically-informed alternative to a structure of contents 

organised on the basis of psychiatric diagnostic groupings.  

 

Phase 3: Feedback of Findings and Recommendations  

Aims 

Aims for Phase 3 were: 

 To share findings from Phase 1 and 2 with service users and discuss ideas 

for implementation and evaluation.  
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 To share recommendations for structure and contents of the ORPS with 

key decision-makers within the service to guide implementation within the 

context of the redesign of the wider service website.   

Methods 

A summary of findings from Phase 2 was presented and discussed at a service user 

reference group meeting and the city-wide psychological therapies team meeting.  

Between September 2015 and July 2016, a series of meetings was held with 

members of the system leadership team, including consecutive website and 

communications officer. Meetings included interim discussion of findings and adaptation 

of original ideas for the ORPS in view of service constraints.  A draft version of 

recommendations was presented and discussed in two focus groups with service users 

held in June 2016. 

 

SIP Recommendations and Implementation 

 

 

Figure 6: Recommendations for Structure and Initial Content Priorities of the ORPS 
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Final recommendations for the ORPS were shared with the system leadership 

team in the form of bullet points for priority contents to produce and a list of external 

hyperlinks based on stakeholder preferences and suggestions. Figure 6 provides an at-a-

glance summary of these recommendations. Table 7 details how specific 

recommendations have been implemented as part of the service website redesign since 

June 2016. An impact statement from the website officer can be found in Appendix 7. 

Appendix 8 provides screenshots of the redesigned website to illustrate how the ORPS 

concept has been implemented structurally. 

The redesigned website features information about psychological services and 

support options available within the service and the wider local community, as well as 

links to external psychological resources (self-help tools, mood apps, and national 

websites and support groups). Written information is complemented by video narratives 

by psychological therapies staff to clarify the scope and breadth of psychological work. It 

was not possible to produce audio-visual recordings of service user peer testimony within 

the time- and resource frame of the SIP as had originally been planned. However, already 

existing peer testimony and written case studies featuring first-person narratives by local 

services are continually being added to the website contents. 
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Table 7: SIP Recommendations and Implementation  

 



49 
 

 

 

Discussion  

This report describes a successful example of carrying out service improvement 

activities in collaboration with mental health service users. The aims and methods of the 

SIP were developed iteratively in consultation with stakeholders and remained fluid and 
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responsive to service user suggestions and mental health service priorities and 

constraints throughout its course.  

However, not all of the original ambitions of the project could be fully realised and 

limitations of findings need to be considered.  

With regard to the aims of Phase 1, the SIP successfully managed to stimulate 

discussion amongst staff and service users about the potential of e-mental health to 

increase access to psychological information and self-help. It was able to identify hopes 

and concerns regarding improved knowledge amonst service users and CMHT staff about 

types and availability of psychological support and increased use of online resources in 

direct and indirect psychological work. Phase 1 clarified priorities for service 

improvement and helped to refine the focus and methods for Phase 2.  

Phase 2 aimed to assess service users’ information needs and preferences with 

regard to psychological support, to establish their current rates of accessing online 

resources and to examine the acceptability of the ORPS concept, and in particular, 

feasibility of collecting peer testimony about personal experiences of psychological 

support in an audio-visual format.  

The questionnaire survey was completed by 2-3% of the total population of 

mental health service users and included a reasonably diverse sample of participants. The 

use of self-selection sampling meant that it was not possible to assess exact response 

rates or to compare differences between responders and non-responders. Strategies to 

reduce response bias included incentivisation with a shopping voucher prize draw and the 

option to complete questionnaires anonymously. Nevertheless, self-selection bias in the 

form of a ‘volunteer effect’ is likely to have arisen, as individuals with an active interest in 

the topic under investigation are more likely to take part in research (Eysenbach & Wyatt, 

2002). Presence of such a self-selection bias amongst the survey sample is evident with 

regard to the large proportion of participants with previous experience of psychological 

therapies (78%) and the fact that 41% of participants followed the invitation to make 

additional comments to share their, often quite negative, experiences of accessing 

psychological support within the service.  

Findings from the survey provided useful information on information needs and 

preferences with regard to different types and theoretical models of psychological 
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support and also helped to establish priorities for improvement of information provision 

around specific transdiagnostic difficulties. However, due to the self-selection bias, it can 

be assumed that survey participants were more psychologically informed and therefore 

the high knowledge ratings for cognitive behaviour therapy, mindfulness and 

psychodynamic therapy should not be taken as representative for the service user 

population as a whole. It is also important to note that a significant minority of service 

users (27.5%) indicated that they did not wish to use the internet to access psychological 

information and support. It is important to ensure equity of access to relevant 

information and support for this group. 

Survey responses demonstrated the feasibility of collecting peer testimony about 

using psychological support in terms of service users’ willingness to share their personal 

experiences. However, organisation constraints  in terms of lack of financial and staff 

resources and governance restrictions meant that the production of audio-visual peer 

testimony was not feasible within the time frame of the SIP. 

Phase 3 aimed to share findings and recommendations for contents and structure 

of the ORPS with stakeholders and key decision-makers to guide implementation. This 

report describes a successful example of carrying out service improvement activities in 

collaboration with mental health service users. The aims and methods of the SIP were 

developed iteratively in consultation with stakeholders and remained fluid and responsive 

to service user suggestions and mental health service priorities and constraints 

throughout its course. The availability of resources for the parallel redesign of the wider 

service website and the creation of a dedicated Communications Officer post within the 

service made it possible for many of the recommendations for the ORPS to be 

successfully implemented within a relatively short space of time. However, it also meant 

that the ORPS concept, originally designed as a coherent structure, had to be broken up 

into separate headings and webpages to fit in with the overarching structure and style of 

the service website (see Appendix 9). This meant that the scaffolding element of peer 

service user testimony as an Ariadne’s Thread to guide novice website users’ access to 

online resources could not be fully realised and may thus have been reduced in its 

potential to bridge the gap between e-mental health and update by its target groups. 
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Limitations of the SIP 

Service improvement efforts should ideally include evaluation to demonstration 

that the service has indeed been improved. The ORPS aimed to increase service users’ 

knowledge of psychological support available within the service and promote their uptake 

of online resources. Unfortunately, it was not possible within the time and resource-

frame of the project to repeat the service user survey to gauge the impact of the ORPS. 

While recommendations included ideas for evaluation of online contents such as Like 

buttons, comment boxes and pop-up questionnaires, changes in staff and service 

priorities meant that these could not be realised within the time-frame of the project. 

Similarly, it was not possible to obtain data on website traffic for the specific subsections 

of the service website featuring the ORPS elements.    

 

Constraints on the Implementation of Recommendations 

Originally, the lead researcher had envisaged producing at least some of peer 

service user testimony as a prototype and had created consent documents and obtained 

ethical approval to gather such material (Appendix 5). However, alongside lack of 

resources, organisational constraints on recording and storage of audio-visual material 

meant that this aspect of the project could not be realised. While there was strong initial 

enthusiasm and dedication of resources to co-production in service redesign directly after 

recommissioning, excitement and funds gradually waned and some positions had to be 

cut, which constrained the full implementation of SIP recommendations. For example, 

there were concerns among the organisational decision-makers over who would be 

responsible for keeping online materials up to date and for responding to service user 

requests to remove or alter their contents.  More interactive forms of service user 

involvement in using the website (e.g. ability to comment on contents or add resource 

links) were also seen as potentially risky, in terms of the service having overall 

responsibility for website contents and insufficient resources to provide continuous 

monitoring and management of such ’live’ contents.  

Thus, while during Phase 1, the ORPS concept and the survey to assess its 

feasibility study achieved service user involvement at the level of collaboration, during 

Phase 2 and 3 involvement remained primarily at the level of consultation (Kirby, 2004). 
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The ORPS was developed with the intention to empower mental health service users, but 

its potential to do so was to some extent compromised by the way in which service 

priorities were imposed during its implementation, i.e. the need to conform to the 

structures of the wider website, which has multiple functions and audiences besides 

informing service users. Service users have the opportunity to feed back to the 

communications officer about their experiences of the website and newsletters regularly 

invite them to do so – however, control and development of, as well as responsibility for 

contents, remains firmly with the service.   

 

Challenges for Achieving Service User Empowerment within the Structures of Statutory 

Mental Health Services  

A recent UK survey of service user involvement in  mental health research 

(Patterson, Trite, & Weaver, 2014) found that a majority of respondents reported positive 

experiences of their involvement in research and service improvement: involvement 

could provide a sense of purpose, reduced self-stigma, enhance confidence and self-

respect and encourage the development of self-management strategies that promote 

mental well-being. However, only 50% said they felt that academic researchers valued 

their active participation and 70% felt marginalised in mental health research (2014:72). 

Providing service users with all the information they need to make informed 

decisions and substantial contributions to service development is time-consuming for 

researchers and service users alike. Many service users contribute to service 

improvement without financial remuneration. While the reference group members in this 

project got paid for their time and travel expenses as part of the service commitment to 

co-production, for survey respondents, resources only permitted for a prize draw 

incentive instead of individual reimbursement. However, some scholars have argued that 

remuneration of service users as quasi-employees of the service may curtail their ability 

to speak out on broader socio-political issues in the provision of mental healthcare 

beyond specific aspects of service delivery in isolation. Noorani (2013) describes how the 

survivor movement has gradually been transformed into service user roles and thereby 

become vulnerable to having its political power limited by service-imposed constraints on 

what that role can involve. He proposes that by sharing self-help practices and narratives 
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of distress service users can create spaces of authority external to both the medical and 

the psychological model of mental health and challenge the logic of ‘them and ‘us’ 

between mental healthcare providers  and its recipients. Local peer support initiatives 

and virtual spaces that allow service users to position themselves as experts-by-

experience by telling their stories of mental distress and its management in their own 

language can questions the assumptions of dominant discourses on mental health. 

However, such spaces may need to be created outside the remit of statutory mental 

health services to retain their emancipatory potential. 
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Appendix 2: Ethics and Research Governance Approval Letters  
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Appendix 3: Service User Questionnaire  
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Appendix 4: Focus Group Schedule for Psychological Therapies Staff 

Participant details: 

Job title /grade / main therapeutic approaches / How many years since qualified? 

How many years in this service? 

 

Key questions and prompts 

1. To what extend do you personally currently make use of online resources in your 
work with clients? 
 

For yourself? 

To direct clients to? 

What kinds of online resources  do you use regularly? e.g. psycho-

education about problems, information, selfhelp, worksheets, other…? 

 

2. At what points in therapy do you think online resources could be used most 
effectively? 

 

3. Views and possible concerns over clients’ engagement with online resources? 
 

4. For which psychological problems do you think it would be particularly helpful to 
have links to online psycho-education and self-help? 
 

5. Which therapies currently offered within CPI would you think it most helpful to 
have online information about? 

Factual info 

Peer testimony 

 

6. Views and concerns about service users who have had therapy telling others 
what it was like? 
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Appendix 5: Cover Letter, Consent Form, Information Sheet and Interview Schedule for 

Gathering Service User Experiences 

Cover Letter for Invitation to Take Part in an Interview about Personal Experiences of 

Psychological Support
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Participant Information Sheet
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Two-Stage Consent Form for Audio-Visual Recording 
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Appendix 6: Free-Text Comments from Service User Survey on Aspects of Service 

Delivery 

These comments were received In response to the question “Is there anything 
else you would like to tell us about using Bristol Mental Health Services?”. They were 
shared at meetings with the Service User reference Group and the System Leadership 
Service User Representative. 

Greater transparency around how to access 

psychological therapies 

 

 “[It would be important] to be 
realistic about waiting time before 
starting therapy. Difficult to find reliable 
information online - reliability of 
websites are very relevant to me now!” 

Female, 69 
 
“waiting times, assessment 

process” 
female,29 
 
"I have had much dealing with 

mental health for my son and myself on 
and off for many years. As a parent of a 
33 year old son with mental health 
problems I have come across lots of 
boundaries (means barriers?) which I feel 
needs to be addressed. 

Female, 54 
 
"As there is little to no 

psychological support to the majority of 
Bristol Mental Health service users, 
anything would be an improvement. As a 
service user I find that having a support 
worker means I am unable to access 
certain services, but I am not well enough 
to NOT have a support worker and NEED 
to access these services, e.g. LIFT. I can't 
get funding for therapies, so nothing 
changes. There needs to be a rethink 
about how service users can access 
psychological services and info to help 
with our slow recovery." 

Male, 51 
 

"Accessing help is awful. It has 
taken over two years for me to get help, 
which hasn't started yet. I have been 
pushed from pillar to post and it has 
made me worse. I started needing CBT, 
then told DBT, then told mood 
management, then told CBT or DBT, then 
told CAT, then maybe CAT or DBT, now 
I'm back to CAT. It was been the most 
awful experience of my life and 
everything needs to change. It is a very 
damaging process." 

Female, 37  “There are so many 
services and each refers you to the next. I 
think the services need to become more 
efficient and less bureaucratic. People 
with mental health problems just want to 
be helped in a crisis with practical (?) 
management and validation, rather than 
repeatedly being to make appointments 
with the right service.” 

Female, 19 
 
“In the 14 months I have been 

with Bristol Mental Health I still have 
NOT been given the opportunity of any 
free one to one psychological counselling. 
Neither am I told I am on a waiting list. 
My ill health justifies public funded 
counselling, but there are insufficient 
resources (finances £££) to make this 
happen. Talking therapies are an 
essential part of mental health 
treatment. My care co-ordinator (name) 
is brilliant as a practitioner and is giving 
me sessions to talk things through. That 
said, more funding for Bristol Mental 
Health = meds, counselling= better 
outcomes for longterm recovery. 
Inadequate resources for Bristol area of 
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Bristol Mental health -  Ecom group, 
please take note! 

Male, 49 
 

Shortcomings of support received 

“They helped me a little bit with 
daily living but nothing much. I have 
been with them for years and I don't get 
much health. I do not have 
psychotherapy- I don't even have proper 
meds. I feel bad, stuck and a lot worse 
when my mental condition is how 
(downward arrow) paranoia, depression, 
anxiety, psychosis, etc.” 

Female, 26 
 
“In the past, I was referred for 

psychological support by my GP and after 
a brief face to face assessment (20 
minutes) they would call me weekly and 
ask the same questions and wanted me 
to score the answers between 1 and 10. I 
found this depressing and unhelpful as 
it's hard to put my feelings into a score 
and found it wasn't addressing my 
problems. After a few weeks I stopped 
answering my phone." 

Male, 42 
 
“It is not sufficiently joined up 

with social needs and issues. Operates 
sometimes in a sort of vacuum. 
Psychological and social work experts 
need to talk to each other and put 
together a plan - "whole person" and 
"whole situation" 

Gender not specified, 70 
 
“I am a survivor of childhood 

abuse, and more recently, rape. Because 
of this I have developed BPD and PTSD. I 
am chronically suicidal, I have attempted 
8 times. And constantly experience mood 
fluctuations, flashbacks, uncontrollable 
anger.  There are not enough NHS 
services- here are so many and I have 
been bounced around multiple referrals 
and assessments but have never actually 

been given help in managing my PTSD.” 
Female, 19 
 
"It takes a long time to access 

psychological support, whether it is 
through statutory or voluntary services. 
Psychological services, when statutory, 
the rooms are too clinical and not 
inviting, too formal. Voluntary 
psychological services: info is too basic 
and too short. This is my opinion." 

Female, 39 
 
"The lack of resources makes it 

very difficult to see someone and get 
help in the actual time of crisis" 

Female, 40 
 
“I think people should be able to 

choose their own therapist.” 
Female, 49 
 

Things that have made a difference 

"I was apprehensive about 
starting CAT but I'd say it was massively 
helpful and I miss that space to speak 
openly about myself in confidence. My 
therapist (name) at (site) was fantastic. 
She helped me learn so much about 
myself and behaviours and why I might 
have developed them, so I can see 
patterns and look for ways to change. 
She also introduced me to mindfulness 
which has been very helpful. I would 
definitely recommend the service. 

Female, 36 
 
"I find doing things (activities, 

exercise) helps my mental state of mind. 
If I'm doing nothing with my life, my 
mental state of mind can get worse. I 
think it is important to understand 
problems and work with things to 
overcome what could be really difficult. 
And I think people can turn their lives 
around from being on a real low. I think 
people should not dwell on things 
because it could drive you up the wall. 
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Male, 28 
 
"I feel that mental health services 

replied quickly after my referral. Thanks." 
Female, no age given 
 
"I received a lot of information 

about my diagnosis from Mind. I also 
researched to find good reading material 
for me and my family. It is very rare to 
get info booklets given to you but they 
are available to pick up or if you request 
them. Link House give you a lot of 
information, handouts etc. 

Female, 26 
 
“Mental Health Services feel like 

the Cinderella of the NHS, though over 
the years I have had CBT, art therapy and 
psychotherapy on the NHS, so I have 
been "lucky". I have also had a good 
psychiatrist for about 8-9 years.I have a 
good "recovery navigator" at present, 
too." 

Female, 68 
 
“One example of a service that 

has really helped me is the Sanctuary at 
Old Market. Even though they are not 
officially a rape service when I came to 
them chronically suicidal because of my 
PTSD they do not tell me to go 
somewhere else. The listen and talk to 
me with compassion and respect. They 

talk to me face to face.” 
Female, 19 
 
“I think the Bristol Mental Health 

website is clear and good to use as it has 
all the services listed and explained. I 
think it should be where every single 
group, website, service is listed, by 
category."  

Female, 19 
 
More information on support 

groups, carer groups and funding. My 
partner took lots of unpaid time off work 
due to my illness and we didn't - still 
don't-  if we could gain help with rent etc. 
Financially information and support 
would be amazing!  

More groups for trauma aftercare 
- for nice settings and possibly 
drug/homelessness awareness. As a 
student I have noticed lack of 
understanding and support in these 
areas. 

Female, 23 
 
"I have found psychological 

support sadly lacking at time though 
through the NHS I have had CBT, art 
therapy and 6 months of psychological 
one to one therapy. I am trying 
hypnotherapy at present. 

Female, 69 
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Appendix 7: Impact Statement from the Mental Health Service Communications Officer 
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Appendix 8: Screenshots of the Current Service Website 
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Case study  

  

Carol discusses her experience of being a carer for her 
daughter and her involvement in projects to improve 
mental health care.   

  

I’ve got four children, two sons and two daughters. My youngest daughter Laura 

became mentally unwell about three years ago, when she was 16. It was horrendous at 

the time.   

  

She wasn’t herself and seemed very depressed. She got counselling through her 

doctor and Child and Adolescent Mental Health Services (CAMHS) but eventually had to 

be sectioned. She was diagnosed with a form of bipolar and was in and out of hospital for 

two years.   

 After being discharged she was supported by the Early Intervention In Psychosis 

(EI) Team who were brilliant. They saw us at home or in cafes, rather than in a hospital 

environment, which felt more comfortable and family-centred. Laura missed two years of 

school and sixth form but managed to catch up. Now she’s at university and doing really 

well. She’s still under the care of the EI Team and sees a Community Psychiatric Nurse 

which helps.  

 Since my daughter’s been unwell I’ve got involved in different projects to help 

improve mental health care. I’ve been helping Joining the Dots (JtD) for almost a year 

now. It’s a co-produced project involving BMH, service users and Otsuka Health Solutions 

that looks at supporting the provision of recovery focused care in Bristol services.   

 I’m part of the JtD service user carer group that meets every couple of weeks. I’m 

helping to develop a digital care planning tool, which we’re designing to help health care 

http://bristolmentalhealth.org/services/early-intervention-in-psychosis/
http://bristolmentalhealth.org/services/early-intervention-in-psychosis/
http://bristolmentalhealth.org/services/early-intervention-in-psychosis/
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professionals and service users to work together to produce care plans. We’re also 

involved in organising training to support service users to use the tool. I‘ve appeared on a 

panel at an event Joining the Dots held too, where I spoke about my experiences as a 

carer. I like the way the project works. I feel fully involved in its development.  

 I’ve also taken several courses relating to caring and mental health, and joined 

groups about this too. I took part in a carers’ course about dealing with psychosis, joined 

a Rethink course about coping as a carer and completed an online course about caring for 

people with psychosis and schizophrenia that I’d recommend. This helped me as my 

daughter had experienced psychotic episodes. It felt empowering to get involved with 

these courses.  I currently run my own small business but am hoping that I can work in the 

mental health field or with families more in the future.   

 

 

 

https://www.futurelearn.com/courses/caring-psychosis-schizophrenia
https://www.futurelearn.com/courses/caring-psychosis-schizophrenia
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"Because in speaking the words, you release the shame."  

The Oprah Show (“200 Adult Men Who Were Molested Come Forward”, screened on US TV, 5th Nov. 2010) 

 

Childhood Sexual Abuse of Males 

While public awareness about childhood sexual abuse (CSA) and its psychological 

impact has massively increased over the last 50 years and has led to the development of 

CSA-specific support services for women, until very recently, these developments have 

focused almost exclusively on female survivors (Easton, 2013). The sexual abuse of boys, 

previously believed to be rare (Browne & Finkelhor, 1986), has only gradually entered 

public awareness after various high profile scandals involving CSA in institutional contexts 

such as the Catholic Church, boarding schools, children’s homes, the Boy Scouts 

movement and most recently, football coaching, across Europe, the US and Australia over 

the last decade (see e.g. BBC News 2010, 2017, Der Spiegel, 2010, The Guardian, 2016). 

Various researchers have suggested that recognition of widespread CSA of boys has also 

been hindered by societal attitudes that have viewed the sexual abuse of boys as a 

somewhat lesser concern, which - especially in case of female-perpetrated CSA - is 

frequently reframed as early sexual experimentation and a normal part of male 

socialisation (Deering & Mellor, 2011; Dhaliwal, Gauzas, Antonowicz, & Ross, 1996; Sally 

V. Hunter, 2009, 2010; Kia-Keating, Grossman, Sorsoli, & Epstein, 2005). Changing 

definitions of what constitutes CSA and difficulties in creating bias-free sampling methods 

have led to a wide variation in prevalence estimates for male CSA, ranging from 3-37% in 

studies conducted in the Anglo-American world (Dhaliwal et al., 1996). A more recent 

meta-analysis of CSA prevalence worldwide reports an overall prevalence of 7.6% for 

male CSA overall, with lowest rates in Asia (4.1%) and highest in Africa (19.3%), suggesting 

that around one third of CSA survivors are male (Stoltenborgh, Van Ijzendoorn, Euser, & 

Bakermans-Kranenburg, 2011). 

 

Male Disclosure of CSA and Cultural Codes of Silence  

Male CSA is thought to be under-reported in both childhood an adulthood 

(Dhaliwal et al., 1996). It has been estimated that only 10-33% of boys report CSA in 
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childhood, compared to 66% of girls (Holmes & Slap, 1998).  A US national survey of 

adults (David Finkelhor, Hotaling, Lewis, & Smith, 1990) found that 42% of male survivors 

had never told anyone about their abuse, compared to 33% of females. A more recent US 

study based on a large anonymous online survey of 487 men recruited via the websites of 

three larger male survivor networks (Easton, 2013) found that 97% of respondents had 

disclosed their abuse at some point in their life, but that the majority of men made 

delayed disclosures in middle adulthood, with a mean of 21 years between the 

experience of CSA and initial disclosure. Only a quarter of respondents said they had 

disclosed abuse in childhood and only 15% said they had ever reported it to authorities. 

Various authors have suggested that it may be harder for men to make disclosures 

of CSA as a result of gender socialisation (Alaggia & Millington, 2008; Dhaliwal et al., 

1996; Kia-Keating et al., 2005). They argue that masculine norms of dominance, stoicism, 

strength and control over emotions act as barriers for men to disclosing traumatic 

experiences associated with intense distressing emotions and feelings of powerlessness 

and vulnerability. A view of men as victims of sexual abuse is incompatible with dominant 

socially constructed representation of men as aggressors and initiators of sexual activity, 

which precludes the supposedly feminine traits of passivity, helplessness and 

emotionality. This leads to culturally reinforced denial and avoidance of male CSA and a 

code of silence that makes it difficult for male survivors to develop integrated and 

functional gender and sexual identities (Kia-Keating et al. 2005). This dissonance between 

dominant discourses of stereotypical masculinity and personal lived experience may lead 

male survivors to adopt hyper-masculine behaviours as coping behaviours to reassert 

their maleness, including extreme aggression, homophobia, hypersexuality, over-control, 

emotional restriction or becoming perpetrators of physical or sexual violence themselves 

(Lisak, 1995).  

 

Impact of CSA and Disclosure on Psychological Wellbeing 

According to findings from a US national survey 20-40 % of male CSA survivors do 

not have “assessable psychological dysfuction” (Finkelhor et al., 1990).  However, studies 

that examine the psychological impact of CSA consistently report poor mental health 

outcomes for a majority of male CSA survivors (Dhaliwal et al., 1996). 
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While many of the psychological sequelae of CSA, such as elevated rates of 

anxiety, depression, PTSD symptoms and feelings of shame, guilt and self-blame, are 

shared between male and female survivors, a number of researchers have suggested 

consequences of CSA that are more specific to men’s experiences and thought to be 

compounded by dominant discourses of masculinity: these include homophobia, social 

isolation and emotional detachment, sexual dysfunction and confusion over sexual and 

gender identities (Dhaliwal et al., 1996; O'Leary & Gould, 2010). Briere, Evans, Runtz and 

Wall (1988) have argued that similar rates of mental health problems between men and 

women in view of comparatively less severe forms of CSA for boys suggest that males 

experience CSA as more traumatic and that this may be linked to lower disclosure rates. 

Empirical studies comparing men and women have found men to be more likely than 

women to express their emotional suffering through externalising behaviours and to use 

substances as a coping strategy (Sigurdardottir, Halldorsdottir, & Bender, 2012; 2014; 

O'Leary, Coohey, & Easton, 2010). Comparing mental health outcomes for male survivors 

and community controls, O’Leary and Gould (2008) found a tenfold increase in suicidal 

ideation and significantly higher rates of drug and alcohol misuse, violent and aggressive 

behaviour, anxiety, self-blame, loneliness and hopelessness.  

There is a general assumption that disclosure of CSA is helpful and healing for 

survivors of abuse. However, helpfulness of disclosure crucially depends on quality of the 

response received. The traumagenic dynamics model (D Finkelhor, 1988) proposes that a 

supportive and validating response to disclosure is crucial to contain the traumatic 

negative effects of CSA. Conversely, dismissive, minimising or disbelieving responses to 

disclosure can re-traumatise survivors and further compound their sense of hopelessness, 

isolation and stigma. While in childhood, disclosure is usually an attempt to seek help and 

make the abuse stop, motivations for delayed disclosure in adulthood are likely to be 

different.  Evidence from a mixed sample of CSA survivors suggest that while avoidant 

coping styles may be protective in childhood an adolescents, in adulthood non-disclosure 

and delayed disclosure were associated with more negative mental health outcomes 

(Sigmon et al., 1996, cited in Easton, 2013). Ullman and Filipas (2005, cited in Easton, 

2013) found that the level of detail provided in CSA disclosure and negative social 

reactions were related to greater PTSD symptoms for both male and female CSA 

survivors.  The fact that disclosure of abuse can in itself be re-traumatising is well-
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documented in studies of sexual assault and has been labelled the second assault 

phenomenon (Washington, 1999).  

 

Models of CSA Disclosure 

Various scholars have sought to classify different types of disclosure according to 

their quality, context, motivation or intended consequences.  

Alaggia (2004), based on a qualitative study with 24 male and female CSA 

survivors, focuses on disclosure in childhood and differentiates between accidental, 

intentional/ purposeful and prompted/elicited kinds of disclosure, as well as behavioural 

and indirect verbal attempts to communicate the presence of abuse and the intentional 

withholding of information in response to queries. Other scholars have emphasised that 

disclosure is an interactive process embedded within a pre-and post-disclosure stage 

(Staller & Nelson-Gardell, 2005, cited in Hunter 2011): the decision to tell is bound up 

with hopes and fears about the possible consequences of telling. 

Adopting a perspective on disclosure as a life-long process, Hunter (2011) extends 

Allagia’s typology of disclosure into adulthood and argues that the model need to include 

the addressee of disclosure and the motivation behind telling: telling the police is 

different from telling family members, which is different again from telling an intimate 

partner, friend, or therapist. Accordingly, Hunter distinguishes between purposeful 

disclosure made to authorities or family members with the intention of changing the 

relationship with the perpetrator, and selective disclosures made in the context of 

confiding in intimate relationships and friendships. A further distinction has been drawn 

between task-specific disclosure (i.e. identifying oneself as a CSA survivor to alert health 

professionals to specific needs and vulnerabilities, e.g. in the context of physical 

examinations) and general disclosure which involves sharing aspects of the CSA  

experience in greater depth, e.g. in the context of therapy (Teram, Stalker, Hovey, 

Schachter, & Lasiuk, 2006).  

The conceptual utility of these distinctions is affirmed by a recent review on the 

dialogical process of disclosure in childhood (Reitsema & Grietens, 2016). The authors 

argue that disclosure is not a unidirectional transmission of information but an interactive 
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process in which the tellers’ tentative expression is likely to be adjusted and modulated in 

response to the reactions of the addressee. This dialogical understanding of disclosure as 

an interactional process that unfolds over time in particular relational and social contexts 

and with relational and social consequences is in line with a social constructionist 

understanding of disclosure as a communicative act which has the potential to 

renegotiate social relationships and to bring about shifts in self-and other-

understandings, or positionings (Van Langenhove & Harré, 1993). Within the social 

constructionist perspective (Shotter & Gergen, 1989), disclosure and non-disclosure can 

be understood as discursive practices that lay claim to particular social roles and subject 

positions whilst rejecting others, thereby contributing the narrative and interactional 

construction of identity (Bucholtz & Hall, 2005). The historical shift in terminology, 

referring to “survivors” instead of “victims” of sexual abuse provides an illustrative 

example of such discursive repositioning. 

 

Quantitative Findings on Male CSA Disclosure in Adulthood  

Easton’s (2013) study presents the most comprehensive quantitative investigation 

on male CSA disclosure in adulthood to date. Based on an anonymous online survey with 

a non-clinical US sample of 487 male survivors aged 18-84, the study sought to move 

beyond disclosure as a binary ‘yes/no’ event and instead explored contextual aspects of 

disclosure across the life-course, including timing, delay, depth, purpose and initial 

addressees of disclosures, types of response received and links to mental health status.  

The study differentiated between telling about the abuse and discussing it in-

depth and found that the mean duration for participants between initial telling and in-

depth discussion of the CSA experience was seven years. Older age of respondent and 

familial abuse were associated with greater delays in disclosure. Comparing response to 

disclosure in childhood and adulthood, a higher proportion of respondents said they had 

felt believed (96% vs 57%) and supported (34% vs (84%) when disclosing as adults. 

Partners and mental health professionals were the most frequently named initial 

addressees for disclosure (27 and 20%, respectively), whereas survivor organisations only 

accounted for 1%. While two thirds of respondents said they had discussed the abuse 

with a partner, 42% indicated that their most helpful discussion of the abuse had been 
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with a mental health professional. The study also found a positive correlation between 

number of years of delay until initial disclosure and levels of mental distress (measured as 

symptoms of depression, anxiety and suicidality) as well as greater levels of distress for 

those who had received unhelpful responses to initial disclosures and those who had not 

been able to discuss their abuse with partners. 

While Easton’s sample has limited representativeness (62% of respondents were 

abused by clergy; lower socio-economic and ethnic minority groups were 

underrepresented), it provides a helpful overview of overall patterns of male CSA 

disclosure in adulthood and highlights the important role played by mental health 

professionals as initial addressees and supportive discussants of disclosure. It also 

highlights the fact that male CSA survivors are a heterogeneous group and that 

participant demographics as well as type and context of CSA are likely to influence the 

disclosure process. 

 

Meta-Synthesis of Qualitative Research 

While there is now a growing body of epidemiological research on the impact of 

male CSA that is starting to close the gap with research on females, there is still a relative 

dearth of qualitative studies exploring men’s experiences. Quantitative research is limited 

in its ability to advance a more nuanced understanding of men’s experiences of the 

disclosure process and factors that may act as barriers and facilitators to disclosure, as it 

employs predefined, often binary or mutually exclusive categories in the attempt to 

objectively measure aspects of CSA and disclosure, such as severity of abuse or length of 

time of disclosure delay. Yet, it is the subjective meaning that male survivors assign to 

their CSA experiences and the beliefs and expectations they hold about others’ 

perceptions of themselves and their possible reactions, as well as the impact of disclosure 

on their sense of self and relationships that will inform their decisions about whether to 

tell or not to tell.  

Recognition that these issues are best suited to be explored within a qualitative 

paradigm, has led to a small but noticeable stream of qualitative studies on the 

experience of male CSA survivors over the past two decades. However, the majority of 

published studies that examine male survivors’ experiences tend to involve selective and 
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predominantly clinical samples frequently recruited via a single route and are typically 

based on relatively small sample sizes. This makes men’s experiences of CSA disclosure in 

adulthood a suitable topic for a meta-synthesis of existing qualitative research.   

Meta-synthesis of qualitative research is a relatively recent approach with growing 

significance (Dixon-Woods, Booth, & Sutton, 2007) that fulfils parallel functions to 

quantitative meta-analysis in terms of summarising the current knowledge base on a 

given topic, but has important epistemological differences. Its aim is to synthesise 

findings from original research to generate a new understanding of a phenomenon that is 

greater than the sum of its parts (Campbell et al., 2003). Its techniques are interpretative 

rather than aggregative and deductive, seeking to describe, explain and understand 

phenomena instead of attempting to increase certainty about cause and effect 

relationships (Walsh & Downe, 2005). 

 

Aims of the Review 

This review provides a meta-synthesis of qualitative research on men’s 

experiences of disclosing childhood sexual abuse in adulthood. Relevant terms were 

defined as shown in Table 1. Adopting a perspective on disclosure as a life-long and 

dialogical process (Hunter, 2011; Reitsema & Grietens, 2015), the review aimed to 

synthesise available qualitative data to address the following questions:  

What are the barriers and facilitators to men’s disclosure of CSA? What factors 

motivate and enable men to disclose in adulthood and what hinders them?  

How do male survivors experience the process of CSA disclosure in adulthood 

across different contexts?  

What is the impact of disclosure and non-disclosure for men’s self-understandings, 

sexual and gender identity, social relationships and developmental trajectories towards 

healing from CSA? 
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Table 1: Definitions 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Methods 

Search Procedure 

The search terms, screening process and inclusion and exclusion criteria for the 

literature review were specified a priori. Due to the relative dearth of qualitative research 

on the topic of male CSA, the search terms for the initial retrieval of abstracts were kept 

deliberately broad to capture any studies that explored the experiences of male CSA 

survivors. It was assumed that perceptions and experiences relating to disclosure were 

likely to feature prominently in the accounts of CSA survivors, even if they did not 

constitute the main theme of the paper. The screening process therefore included a 
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second stage for which full texts were retrieved for all studies that reported on the 

experiences of male survivors to assess their relevance to the theme of CSA disclosure in 

adulthood. Screening was carried out by two raters independently. Instructions for the 

second rater provided detailed examples of types of papers and how to classify them on 

the basis of their relevance to the theme of disclosure (see appendix).  

Electronic searching of six major literature databases was conducted using the 

following search string: ((male OR men) AND (survivor* OR victim* OR adult*) AND child* 

AND sex* AND abuse* AND (qualitative OR interview*)). Specified terms were searched 

for in abstracts, titles and keywords. Further information on the rationale for the search 

string and choice of databases can be found in the appendix. 

Identification of papers for inclusion in the meta-synthesis proceeded in three 

stages:  

1. Systematic search of key databases and retrieval of citations (titles and 

abstracts) matching the search string criteria. 

2. Screening of all downloaded citations following pre-specified inclusion and 

exclusion criteria by two raters independently to identify studies for full-text 

retrieval.  

3. Screening of retrieved full-text papers against the more specific inclusion and 

exclusion criteria to establish (a) relevance to the theme of CSA disclosure in 

adulthood and (b) feasibility of extracting data specific to the experiences of 

male survivors in case of mixed samples.  

Figure 1 presents a flowchart the number of articles retrieved and included or 

excluded during the search process and first and second round screening of abstracts and 

full-text papers, respectively.  Included are all peer-reviewed publications identified by 

search string and articles identified from hand searching of references of key papers 

published up until 31st December 2016.  Endnote reference software version 8 and QSR 

NVivo software version 11 were used to assist the screening process.  

Citations from electronic searching were downloaded and duplicates removed, 

resulting in 910 abstracts which were screened independently by two researchers (KB and 
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LF) according to criteria as specified in Table 2. Inter-rater agreement for abstract 

screening was 94.8% and full-text papers were retrieved for all cases of disagreement. 

Following the system proposed by Dixon Woods and colleagues (2007), during 

second round screening, the 76 full-text papers were assigned to one of four categories 

according to their relevance: key paper (N=8), satisfactory  paper (N=12), fatally flawed 

paper (N=38) and irrelevant  paper (N=18). 16 papers (20% of full texts) were double-

coded by a second researcher to ensure consistency. Inter-rater agreement was 100%. 

Full details of second round screening criteria and category descriptions can be found in 

the appendix.  
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Figure 1: Flowchart of Search Procedure  
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Table 2: Inclusion and exclusion criteria for screening of abstracts 
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Quality Appraisal of Included Papers  

Whether the quality of studies that have been identified for a qualitative meta-

synthesis should be formally appraised prior to their inclusion, and what may be the most 

suitable approach to objectively assess study quality remain contested topics amongst the 

qualitative research community (Dixon-Woods, Shaw, Agarwal, & Smith, 2004; Walsh & 

Downe, 2005). Several formal checklists and assessment frameworks have been drawn up 

which vary in prescriptiveness and comprehensiveness (Katrak, Bialocerkowski, Massy-

Westropp, Kumar, & Grimmer, 2004). Regardless of choice of framework, Walsh and 

Downe argue that published reviews should include a list of the appraisal criteria 

employed as well as descriptive tables of summarises the aims, theoretical framework, 

design, and key findings of included studies. Such a table is provided in the results 

section. 

Dixon-Woods and colleagues (2007) have demonstrated that quality appraisal 

employing established tools such as the Critical Appraisal Skills Programme (CASP) does 

not increase the reliability of outcomes. They advocate the use of prompt sheets tailored 

to the needs of the study at hand that can critical assessment of study components with 

methodological neutrality (i.e. not favouring any particular qualitative methodology) as 

the most parsimonious solution to the challenge of appraising qualitative research rooted 

within different theoretical traditions. Table 3 shows the aspect of study design and 

execution that were considered during quality appraisal and provides scores for the 

included studies. The prompt sheet used for quality appraisal is included in the appendix.  

Unlike quantitative research, poorly executed qualitative research may still 

contribute relevant findings via the inclusion of themes arising from first order constructs 

(i.e. verbatim quotes from participants) even if the authors’ analysis of the data is overly 

speculative or otherwise flawed. For this reason, no studies were excluded from this 

review on the basis of poor quality scores. 
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Table 3: Quality Appraisal of Included Papers  
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Table 3: Quality Appraisal of Included Papers (continued)
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Data Extraction and Synthesis Process 

Qualitative meta-synthesis of the 20 included papers, reporting on findings from 

sixteen studies, employed an adapted version of meta-ethnography (Noblit & Hare, 

1988). Included papers were uploaded into NVivo qualitative analysis software and coded 

into initial themes (second-order constructs) closely linked to those identified by the 

authors, alongside verbatim quotes (first-order constructs) to illustrate each theme. 

Themes identified across different papers were revised into a hierarchy of second-order 

themes and all papers were re-checked for second-order themes identified by other 

papers. Codes based on second-order constructs were further reviewed and mapped in 

relation to each other to aid the synthesis of overarching themes (third-order constructs) 

that sought to integrate the variability and potential contradictions present amongst 

second-order themes. For example, a second-order construct identified by several papers 

as a disclosure barrier was fear of being thought homosexual. However, one paper 

reported how male survivors who identified as homosexual were wary to disclose their 

abuse experiences as they did not want others to think that their sexual preference was 

‘caused’ by their abuse experience. Men also worried that others might view them as 

potential perpetrators of CSA. The third order construct synthesised from these different 

themes was “fear of others perceiving adult sexual preferences as defined by the CSA 

experience” as a disclosure barrier. Table 5 in the appendix lists examples of second- and 

third-order constructs with illustrative quotes of first-order constructs. 

Results  

The synthesis of findings from the 20 included papers published in peer-reviewed 

journals between 1996 -2016 and based on 16 original studies, is reported below.  Table 4 

provides full details regarding country of study, aims, methodology, sample 

characteristics and key findings. Papers are referenced by their ID numbers. 

Collectively, the included studies reported on the experiences of 692 male 

survivors of CSA, with ages ranging from 19-84 years2. It can be inferred that the majority 

of male survivors in these studies experienced CSA before 1985, a time when male CSA 

was not recognised as a significant issue. 460 participants came from one large 

                                                      
2 Due to some papers only reporting age ranges, it was not possible to calculate an exact mean age across 
studies; however, where this information was provided, the majority of participants appeared to be in their 
late thirties and forties. 
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quantitative online community survey, which produced two papers (19, 74) based on 

qualitative analysis of participants’ written responses to open-ended questions. The 

majority of studies included participants from a range of ethnic and socio-economic 

backgrounds, with different sexual orientations, living and family circumstances. 

However, less well-educated individuals and those from lower socio-economic and Black 

and Minority Ethnic (BME) backgrounds were under-represented in the sample as a 

whole. This may reflect the differential access to and utilisation of support services for 

these groups, especially in countries where psychotherapy has to be paid for. 

Four studies purposefully selected participants to explore specific abuse contexts: 

female perpetrators (12); maternal abuse (20) and abuse by clergy (22,37). Twelve studies 

included participants who had been abused in a range of different contexts by both male 

and female perpetrators, inside and outside of family relationships. Studies varied greatly 

in the amount of details about the abuse provided as part of describing the sample but all 

employed selection criteria congruent with the definition of contact child sexual abuse. 

Only eight of the included papers actually reported on men’s experiences of 

making CSA disclosures, but all twenty reported on barriers to disclosure and thirteen 

considered the impact of disclosure and non-disclosure. The most thoroughly explored 

contexts of disclosure were psychotherapy (five papers) and other healthcare settings (six 

papers). Disclosure to partners or friends was mentioned rather than explored in details 

in six and four papers, respectively. Only three papers described instances of disclosure to 

family members in adulthood.  

Findings from individual studies (second order constructs) were synthesised into 

third order constructs3 and reorganised under four headings as below. The presentation 

of findings under each heading aims to provide an indication of the relative saturation of 

second order themes contributed by the individual studies. A more detailed breakdown 

of initially identified themes and the number of studies that identified each theme has 

been included in the appendix (Table A). 

                                                      
3 Where the paper’s focus of analysis was different from disclosure, first order constructs (i.e. participants’ 

verbatim quotations) were translated directly into third order constructs). 
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Table 4: Details of Included Studies (N=16) 

ID 

(pap

ers)  

Study Country Aims /Focus Methodological 

framework 

Participant details Type of 

data  

Key findings with regard to CSA 

disclosure in adulthood 

    Numbers and 

diversity 

Age 

range 

Recruitment 

methods 

Sample 

type 

Abuse context   

2 Alaggia 
(2005) 

Canada To provide a 
qualitative 
exploration of 
the dynamics 
surrounding the 
disclosure of 
male and 
female CSA in 
childhood and 
adulthood 

Long interview 
method 
(McCracken 1988) 
and grounded 
theory approach 
to data analysis 

 11 men , 29 
women, 6% 
LGBT, 32% BME 
background, 
economically 
diverse 

18-65 
(for total 
sample) 

Snowball 
sampling  via 
community 
agencies and 
universities 

Men and 
women, 
communi
ty sample 

Abused by family 
member or by 
trusted adult with 
ongoing relationship 
(e.g. teacher) 

One-off, in-
depth 
interviews 

Barriers to men disclosing CSA in 
adulthood include homophobia and 
not wanting to be seen as a victim. 
Men are less concerned than 
women about being believed or 
being blamed for the abuse 
(questionable). 

4  Alaggia 
& 
Milling
ton 
(2008) 

Canada To understand 
the lived 
experience of 
men sexually 
abused as boys 
and what life is 
like for them as 
CSA survivors in 
adulthood 

Long interview 
method 
(McCracken 1988) 
Phenomenologica
l reduction (Van 
Maanen 1997) 

14  

(8 Caucasian, 6 
BME; 5 living 
with partner, 9 
single/divorced, 
10 
heterosexual, 4 
homosexual, 6 
fathers) Men 
with serious 
mental health 
concerns were 
excluded 

28-65 
(Mean 
41.1) 

Snowball 
sampling, 
recruited via 
service agencies 

Men 
only, 
Clinical 
sample  

Familial abuse (8); 

Abused outside the 
family (10) 

Male perpetrator 
(14) 

Female perpetrator 
(4) 

Multiple 
perpetrators (4) 

All aged<9 when 
first abused 

One-off, in-
depth 
interviews 

Repressed or fragmented 
memories, confusion around 
complicity and (fear of) 
homophobia in case of male 
perpetrators are barriers to male 
disclosure in adulthood. Therapists 
have a responsibility to ask male 
clients about CSA when this is not 
the presenting problem. 
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12 Denov 
(2003) 

Canada To explore the 
experiences of 
male and 
female CSA 
survivors of 
disclosing 
female-
perpetrated 
abuse to 
professionals 

Thematic analysis 
- no specific 
framework 
identified (citing 
Mason; Glaser 
and Strauss, 
Huberman) 

7 (of 14) 23-59 for 
total 
sample 

Referral by 
professionals 
working in CSA 
and self-
selected in 
response to 
posters in 
service 

Men and 
women, 
clinical 
sample 

Abuse by female 
perpetrator. Details 
for participants of 
both genders: 

female relatives (10) 
un-related females, 
e.g. babysitter (4) 
single events (2) 
ongoing abuse (12)  

One-off 
semi-
structured 
interviews 

Quality of response to ADC has 
crucial impact on survivors’ 
wellbeing. Supportive responses 
including validation of CSA 
experience. Minimising and 
disbelieving responses result in 
secondary traumatisation. Findings 
confirm professional ambivalence 
to female sex- offending found in 
previous studies. 

14 Dorahy 
& 
Clearw
ater 
(2012) 

New 
Zealand 

To examine the 
experiences of 
shame and guilt 
in adult male 
survivors of CSA 

Interpretive 
Phenomenologica
l Analysis (IPA, 
Smith and 
Osborn, 2003) 

7 (all White 
European 
descent; 2 
married , 2 
single, 2 
separated  

37-64 
(mean 
age 45.9) 

convenience 
sample (pre-
existing therapy 
group) 

Men 
only, 
clinical 
sample 

Mixed (5 familial, 2 
non-familial, 5 male 
perpetrator only, 2 
male and female 
familial 
perpetrators) 

One off 
focus group 
(90 
minutes) 
held with 
existing 
group 
therapy 
members 

Shame inhibits help-seeking.  

Avoidance of close relationships 
and social isolation is motivated by 
fear of exposure.  

Negative past responses to 
disclosure and uncertainty about 
response act as barriers to 
disclosure both in informal and 
professional settings. 

17, 
72 

Drauck
er & 
Petrovi
c 
(1996, 
1997 

US (17) to generate 
a framework of 
healing by male 
CSA survivors 

 

(72) to describe 
and summarise 
the advice male 
CSA survivors 
would give to 
therapists 

Open-ended 
/unstructured 
interviews; 
grounded theory 
approach to 
analysis 

 

(72) thematic 
content analysis 

19 (2 Hispanic, 
7 married, 4 
divorced, 8 
single, 9 
fathers, several 
homosexual) 

23-55 via treating 
clinicians and 
public adverts 

Men and 
women, 
clinical 
and self-
help 

Mixed (familial, 
trusted adults, 
stranger) 

Mix of one-
off 
individual 
interviews 
(8 face to 
face, 2 
telephone) 
and group 
interviews  
with 
existing 
therapy 
groups(2) 

(17) Integrates the themes 
emerging from interviews into 
metaphor of male healing from CSA 
as ‘breaking free from the 
dungeon’. Highlights implications 
for clinical practice, such as special 
attention to men’s language and 
depth of emotion. 

(72) Describes male survivors’ 
experiences of positive and 
negative responses to disclosure in 
therapy context via a typology of 
therapist types. 
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19, 
74 

Easton 
et al. 
(2013) 

United 
States 

(19) To describe 
turning points 
in life-course 
trajectories, in a 
large 
community 
sample of male 
CSA survivors 

(74) To examine 
barriers to 
disclosure of 
CSA  in the 
same sample 

Qualitative 
Content Analysis 
(Miles and 
Huberman, 1994) 
of written 
responses to 
open-ended 
question in online 
survey 

460 men, 10% 
BME members, 
68% living with 
partner 

19-84 
(mean 
50.7) 

Purposive 
sample of 460 
men (10% BME) 

Men 
only, 
communi
ty sample 
(85% 
were 
members 
of 
survivor 
organisat
ions) 

 

62% abuse by 
clergy, 5% female 
perpetrator, 11% 
familial abuse, 20% 
other ongoing 
relationship with 
perp, 10% 
perpetrator was 
aged <18 

Written 
responses 
to 
question: 
“why may 
it be 
difficult for 
men to tell 
someone 
about the 
sexual 
abuse?” 

(19) Identifies three broad 
categories of turning points: 
influential relationships, new 
meanings and insights (including 
cognitive realisation of abuse and 
necessity to change and action-
oriented communication (including 
disclosure and pursuit of justice) 

(74) Identifies three overlapping 
domains of barriers to disclosure: 
personal (e.g. shame, naming 
experience as abuse), interpersonal 
(e.g. mistrust, past responses) and 
socio-political (masculinity 
discourse, limited resources). 

20 Etherin
gton 
(1997) 

UK To describe 
male survivors’ 
psychological 
defence 
mechanisms 
and to argue 
how prevalence 
and outcomes 
of male CSA are 
affected by 
male 
socialisation  

Not specified in 
paper (refers to 
book) 

7 men (5 
heterosexual, 1 
bisexual, 1 
asexual; 1 
married, 2 
single, 4 
divorced, no 
BME)  

29-56 
(mean 
age 39.8) 

Purposive 
subsample 
drawn from 
larger study, 
clinical sample 

Men 
only, 
clinical 
sample 

Maternal abuse One-off, in-
depth 
interviews 

Male socialisation creates 
additional barriers to disclosure for 
men abused by their mothers in 
terms of recognising the abuse and 
fears of being judged. 

22 Fater & 
Mullan
ey 
(2000) 

United 
States 

To describe the 
lived 
experience of 
male survivors 
of CSA by clergy 

Phenomenology 7 men, 5 
married, 1 re-
married, 1 
single (no 
further 
demographic 
info) 

28-48 Self-selected, 
Recruited via 
abuse survival 
network 

Men 
only, 
communi
ty sample  

Abuse by male 
clergy (same 3 
perpetrators for 7 
participant 
survivors); abuse 
duration: one off 
experience to many 
years 

6 face to 
face and 
one 
telephone 
interview, 
conducted 
by a pair of 
researchers 

Adult non-disclosure rooted in 
punitive responses to childhood 
disclosure and continued fear of 
reprisals. Repressed memories, 
feelings of complicity and status of 
the church as barriers, wanting to 
protect others as motivations for 
adult disclosure. 
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23 Gagnie
r & 
Collin-
Vézina 
(2016) 

Canada To explore the 
diversity in 
disclosure 
process of male 
CSA survivors 

Phenomenology 
and interpretative 
method 

17 men 
(subgroup of 
larger mixed 
sample of 69), 8 
with degrees 
(no info on 
ethnicity, family 
status or sexual 
orientation) 

19-67 
(mean 
47)  

Purposive 
subsample, 
recruited via 
community and 
mental health 
organizations 
for CSA victims 
in 4 cities 

Men 
only, 
clinical 
sample 

Multiple 
perpetrators (8) 
male perpetrator 
(9), female perp (6) 
abuse started <=age 
10 

Telephone 
interviews, 
lasting 
between 
30-90 
minutes 

Summarised themes under 
disclosure trajectories and 
disclosure experiences: Negative 
stereotypes contribute to delayed 
disclosure of abuse in adulthood. 
Qualities of positive and negative 
responses to disclosure across 
contexts are described. 

30 Gill & 
Tutty 
1999 

Canada To explore the 
beliefs of male 
CSA survivors  
with respect to 
their 
victimisation in 
ways that can 
inform clinical 
practice 

Atheoretical 
(using grounded 
theory sampling 
strategy and 
content analysis 
methods for data 
analysis) 

10 (8 
heterosexual, 2 
homosexual, 6  
living with 
partner, 4 
single)  

27-50 
(mean 
37) 

Referred from 
local 
counselling 
services 

Men 
only, 
clinical 
sample 

First abused 
between age 4-10, 
duration 3 months – 
7 years. Male 
perpetrators (9) 
female perpetrator 
(5),   multiple 
independent 
perpetrators (8). 

One-off 
face to face 
two hour 
interviews 

Society’s refusal to accept men as 
victims provides a barrier to CSA in 
adulthood. Men often don’t 
disclose even to intimate partners 
and experience difficulties forming 
close relationships, isolation and 
sexual difficulties as a result. 
Therapists need to enable men 
seeking help for relationship 
problems or substance misuse to 
disclose possible CSA. 

33, 
35 

 

Hunter 
(200 

8, 
2011) 

Australia (33) to explore 
how men and 
women 
construct a 
sense of self 
through 
narrative  
following early 
sexual 
experiences 
that meet 
criteria for CSA 

(35) to develop 
a fuller 
understanding 
of the process 
of CSA 
disclosure 
throughout the 
lifecourse 

Purposive sample, 
Narrative Inquiry 
(Fischer-
Rosenthal, 2004) 

13 (of 21, mixed 
male/female 
sample) 

aged 25-
70 
(informat
ion 
whole 
sample) 

Self-selected in 
response to 
press release 
and radio 
adverts 

Men and 
women, 
non-
clinical 
sample  

Mixed- sexual 
contact with an 
adult aged 15 or 
younger. 
Participants did not 
necessarily label 
their experiences as 
CSA. 

One-off, in-
depth 
narrative 
interviews 

(33) Identifies four types of 
narratives about early sexual 
experience and highlights gender 
differences in making sense of 
these. Increased public awareness 
and media reports of CSA 
prompted some participants to 
reappraise their experiences and 
possible links to difficulties they 
had experienced. 

 



 1
1

1
 

37 Isely et 
al. 
(2008) 

United 
States 

To examine the 
impact of CSA 
on men 
assaulted by 
Catholic clergy 
and give voice 
to this group 

Not described 9 men from 
middle-class 
Catholic 
backgrounds, 
college-
educated 

31-67 Recruited via 
network of 
survivors of 
abuse by priests 
(no further 
detail provided) 

Men 
only, 
communi
ty sample 
but 8 of 9 
had had 
therapy  

Abused by ordained 
Catholic ministers 
aged 15 or younger 

“audio-
recorded 
conversatio
ns” (no 
further 
details) 

CSA by clergy is a developmental 
insult with life-long negative effects 
for victims. Barriers to disclosure in 
adulthood included fragmented 
memories, wanting to forget, 
shame and fear of reprisal. 

61 O'Leary 
& 
Gould 
(2010) 

Australia To illuminate 
previously 
identified 
variables  
associated with 
men’s  long-
term coping 
and explore 
what helps men 
in  recovering 
from CSA 

Thematic analysis 
(atheoretical) 

39 (men only), 
no info on 
diversity 

No info 
provided 

Self-selected, 
opportunistic 
clinical sample, 
recruited via 
support 
services for CSA 
survivors 

Men 
only, 
clinical 
sample 

Mixed – not further 
specified 

One off 
face to face 
interviews, 
lasting 
between 
15-60 
minutes 

Disclosure can facilitate switch 
from use of unproductive to 
productive coping strategies, advice 
given to other men and to health 
professionals of how to better 
support male CSA survivors. 

53 Sigursd
ottir et 
al. 
2012 

Iceland To explore how 
male survivors’ 
experience of 
CSA has 
affected their 
health and well-
being in 
adulthood 

Phenomenologica
l analysis based 
on Vancouver 
School  

7 men, all 
fathers (6 non –
custodial)  

30-55 Self-selected via 
adverts in CSA 
survivor 
services 

Men 
only, 
clinical 
sample  

Not specified. 
Abused started age 
4-5 

In-depth 
interviews 
x 2, 1-4 
months 
apart 

Men lived in repressed silence with 
intense feelings of shame and self-
blame, which made them feel 
isolated, unable to form close 
relationships and suicidal. Fear of 
being perceived as a potential 
perpetrator was key barrier to 
disclosure. 

55 Sorsoli 
et al. 
(2008) 

United 
States 

To examine 
barriers to 
disclosure 
across multiple 
domains of 
experience and 
across the life-
span. 
(Participants 
were part of a 
larger sample 
recruited to 
explore 
resiliency). 

Constructivist-
interpretivist 
(Ponterotto, 
2005)  and  
feminist 
orientation, 
grounded theory 
approach adopted 
for coding data 

16 (9 
heterosexual, 5 
homosexual, 2 
bisexual)5 BME 
background, 14 
with tertiary  
education 

24-61 Recruited via 
therapists and 
via flyers in 
community and 
mental health 
services for 
survivors of 
CSA.   

Men 
only, 
clinical 
sample 

Abuse occurring in 
ongoing 
relationships (12 
familial, 4 
professional care-
takers, e.g. teacher) 

Interviewe
d twice one 
week apart, 
interviews 
lasted 2-3 
hours each 

Participants described personal 
(lack of awareness or emotional 
readiness, avoidance, shame), 
relational (fear of negative 
repercussions, isolation) and socio-
cultural (homophobia, male 
victimisation as sociocultural 
taboo) reasons for their struggles 
with disclosure - barriers exist 
across multiple domains of 
experience and across the lifespan. 
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56, 
65 

Teram 
et al. 
2006, 
Hovey 
et al. 
2011 

Canada To provide a 
gender-based 
analysis of the 
healthcare 
experiences of 
male CSA 
survivors  to 
help inform 
sensitive 
healthcare 
practice  

(56) no 
theoretical 
framework 
specified 

(65) grounded 
theory and action 
research 

49 men (7 BME 
background; 
50% living with 
partner, 50% 
single) 

24-61 
(mean 
age 41) 

Self-selected 
sample, 
Recruited via 
posters in 
counselling and 
support 
agencies 

Men 
only, 
clinical 
sample 

No information 
provided 

Interviews 
and focus 
groups 

Gender-based difference exist 
relating to perceptions of 
victimhood and manhood: guilt, 
shame, homophobia and 
expression of vulnerability.  Male-
centric communication by 
healthcare staff is proposed as a 
way of addressing the healthcare 
needs and barriers to seeking care 
for male CSA survivors. Includes 
guidance for therapists. 
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Barriers to Disclosure in Adulthood 

The biggest most frequently identified barrier to male disclosure of CSA were 

feelings of shame and self-blame, which were highlighted in all papers. While these 

emotions are well-documented in the literature on female CSA survivors, shame was 

described as more pervasive for men and closely linked to homophobia and dominant 

discourses of masculinity. Six papers described this shame as arising from a deeply rooted 

cultural taboo around male CSA (53,55,74) and the perception of a violation of cultural 

norms for victims themselves and society at large (20,61,56). Men’s accounts suggested 

that their feelings of shame and self-blame had been further exacerbated by invalidating 

responses to previous disclosure attempts in both childhood and adulthood (23,55,74). 

Ten papers reported on male survivors’ fear of being labelled as homosexual if 

they were to disclose abuse by a same-sex perpetrator. Related fears included being seen 

as  weak, a victim, not a ‘proper’ man (eight papers), and fear of being blamed for the 

abuse (three papers) or judged and stereotyped in other undesirable ways (six papers). A 

couple of papers mentioned survivors’ doubts and fears over their own possible 

homosexual orientation as a further barrier specific to men (2,74) Two papers (4,56) 

made links between men’s confusion over their role in the abuse – i.e. feelings of self-

blame and complicity - and the visible physical signs of male arousal –erection and 

ejaculation - which led male survivors to believe that they must have wanted the abuse to 

happen or that it must have meant they secretly desired homosexual relations. Seven 

papers specifically commented on men’s fears of being seen as potential child abusers 

themselves as a huge barrier to disclosure.  However, men abused by female perpetrators 

were also reported to worry about being ridiculed and having their painful experiences 

minimised, dismissed or reframed as desirable (12,56)  

Fear of not being believed was identified as a barrier to disclosure more typical 

amongst female than male survivors (2). However, it was highlighted as a significant 

barrier in the accounts of men abused by clergy, who were also the only group that 

mentioned fear of reprisals as a barrier to disclosure in adulthood (22,74). Several other 

studies mentioned fear of uncertain consequences and loss of control as barriers (14,65) 

including uncontrollable emotions in themselves as well as fear of causing upset to 

others, e.g. elderly family members (74,33,35,55).  
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Before adult survivors of CSA can consider disclosure, they need to (a) remember 

their CSA experiences with a degree of certainty and (b) recognise the nature of these 

experiences as abusive. Eight papers identified male survivors’ repressed or fragmented 

memories of abuse as a barrier to CSA disclosure. Three papers (14,37,74) reported how 

some men felt doubtful about whether their memories were accurate and described 

them as having a “surreal quality”. Some said they had repressed memories for many 

years as associated emotions had been too painful. Not being able to tell a coherent story 

about the abuse thus became a barrier to disclosure. Three papers (4,33,74) described 

substance misuse as a common method for male survivors to block out painful abuse 

memories. Conversely, recovery from substance misuse was described as a triggers for 

the surfacing of repressed memories. Importantly, men in these studies also said that 

they had required the support of therapists or significant others to link their difficulties as 

adults in the realms of substance misuse, close relationships and sexual functioning to 

their experience of CSA.  

Five studies highlighted men’s difficulties to recognise and label what had 

happened to them as CSA, in particular if they were abused by a female perpetrator 

(20,56) or by a member of the clergy (37). Men abused by female perpetrators described 

societal stereotypes of females as “nurturers not abusers”, and males as the instigators of 

heterosexual sexual activity as barriers to disclosure. Some men abused by their mothers 

found it difficult to perceive them as perpetrators and preferred to describe the abuse as 

“over-loving” (20). Similarly, the societal status of the clergy and its association with 

godliness, along with male survivors’ deep sense of shame and complicity made it difficult 

for male survivors of clergy-perpetrated abuse to name their experiences as CSA (37,74). 

Some participants in the online community survey (19,74) and the study that had 

recruited for “early sexual experiences” instead of CSA (33,35) stated that they had 

interpreted their experiences as a normal part of growing up and did not feel personally 

affected by the abuse, therefore disclosure of these experiences in adulthood did not 

seem relevant to them.  
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Facilitators of Disclosure 

The motivation to disclose CSA will be influenced by adult survivors’ beliefs about 

how CSA has affected them and what is to be gained by sharing this information. 

Interestingly, Hunter’s study identified another group of participants, who acknowledged 

that they had been deeply affected by their CSA experience, but nevertheless actively 

decided against disclosure as a way of rejecting a ‘survivor’ identity and the societal 

assumptions attached to this label. Conversely, studies based on clinical samples reported 

gradual realisation of the personal impact CSA had had on them and the belief that 

disclosure constituted an essential step towards healing as a key motivation for men to 

come forward and disclose their CSA experiences in psychotherapy and self-help groups 

(4,17,22,61,56). A couple of studies reported how life-course events, such as death of the 

perpetrator or birth of a child, could act as turning points for male survivors, prompting 

them to want to actively engage with their CSA experience instead of continuing to avoid 

it (4,33). 

Other motivations for men’s disclosures in adulthood included: fear of becoming a 

perpetrator (2), helping others to face up to abusive experiences (23,30) and helping 

themselves to form positive survivor identities by “finding a voice” in writing and public 

speaking (23), bringing perpetrators to justice (35,61), wanting to effect change in family 

relationships (17,55) and on a practical level, using selective disclosure to inform health 

professionals that touch during physical examinations might be triggering (56).  

Several studies described CSA disclosure in adulthood as a painful and terrifying, 

though ultimately rewarding process - one study employed metaphors of “escape from 

the dungeon” and “the perilous road to freedom” (17). They emphasised the amount of 

trust and courage men required to disclose in view of the previously discussed barriers 

and identified a number of factors that could help to ease disclosure for male survivors. 

These included: presence of close trusting relationships and social support (53,61), 

clinicians proactively asking about CSA when male clients present for other problems and 

men’s confidence that recipients could handle the information (30,53,56,65), contact with 

other male survivors who had successfully disclosed (14,23,61), increased public 

awareness and media reports about CSA (22,23,33,61,65) and visibility of CSA survivor 

services that were explicitly inclusive of men (56). 
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Positive and Negative Experiences of Disclosure 

Only five papers reported on positive disclosure experiences, all within a 

therapeutic context. Participants in these studies described qualities of supportive 

responses which included: being believed and validated (12, 14, 23, 61), empathic 

attitude (12), treating the abuse seriously (12), conveying a spirit of hope for recovery 

(61), transparency over therapeutic boundaries (72), help to reword abuse accounts to 

move away from self-blame (23) and making the client feel in control of the pace and 

depth of the disclosure process (72). 

Eleven papers described negative disclosure experiences; contexts included 

disclosure to family, friends, clergy, health and mental health professionals, including 

therapists. Participants provided some shocking examples of dismissive, unhelpful and 

harmful responses. Denial, disbelief or pervasive doubt from the recipients of disclosure 

were described as destabilising and re-traumatising: this included having descriptions of 

CSA interpreted as signs of psychosis (14) or in the case of abuse by priests, as acts of 

blasphemy (22). Several studies described how participants had been silenced and 

dismissed by family members in response to disclosure attempts in childhood and how 

the trauma of not being believed in the past had rendered them hypersensitive to even 

subtle signs of doubt from professionals in the here and now (14,23,37). Within the 

therapy context, a few participants described how neutral and detached responses from 

therapists as well as long silences or attempts to control the pace and direction of 

conversation had made them feel rejected, uncomfortable or as if they were ‘on trial’ 

(30,72). Other unhelpful experiences included therapists appearing overwhelmed, ill at 

ease or inexperienced with discussing CSA (72). Two studies reported men abused by 

female perpetrators as particularly vulnerable to receiving minimising and trivialising 

responses to their disclosure (12,56) though men abused by males also recounted 

experiences of being told to ‘get over it’ and ‘man up’ by health professionals (30, 56). 

Other punitive responses to disclosure included professionals jumping to conclusions 

about men’s sexual orientation or risk of sexual offending (53,56), and loss of control, 

when partners or friends that men had confided in threatened to tell others against their 

wishes (23). 
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Psychological Impact of Disclosure and Non-disclosure  

Thirteen papers reported on the psychological impact of CSA disclosure and non-

disclosure in adulthood.  

Four papers described how for men who had received unsupportive responses, 

disclosure in adulthood had further exacerbated their sense of powerlessness and despair 

(12,32,37,72), adding a sense of loss of control over their personal information (14). 

However, all thirteen papers also reported on the positive, healing and potentially 

transformative impact of supportive responses to disclosure. They described processes of 

re-evaluation and personal growth (23,55,61,72). Several papers emphasised the 

importance of language and story-telling (17,23,33,56): the disclosure process was 

described as enabling men to heal by putting words to experiences that had previously 

felt to shameful to be spoken about. Being signposted to survivor networks and support 

groups was reported to facilitate the process of finding a voice. 

Disclosure was described to lead to increased self-understanding by enabling men 

to ‘join the dots’ between their CSA experiences and difficulties with substance misuse, 

intimacy, aggression, trust in relationships, homophobic attitudes or unusual sexual 

preferences (33). However, greater awareness of problems did not necessarily result in 

better coping strategies, and participants in three studies described depression or feeling 

overwhelmed by powerful emotions in aftermath of disclosure (17,33,37).  

Four papers reported men voicing regret and a sense of guilt over not disclosing or 

disclosing with many years delay, blaming themselves for a lack of courage and worrying 

over whether they could have protected other children by speaking out earlier 

(23,33,35,55).  

Disclosure to partners and family members was described as having the potential 

to develop more trusting relationships and break longstanding patterns of loneliness and 

social isolation (17,61). For participants in two studies, disclosure to intimate partners 

ultimately led to them accessing professional help (19,61).  

Conversely, twelve papers outline the negative consequences of continued silence 

about CSA into adulthood. Participants who had felt unable to disclose their CSA 
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experience to partners, family or friends described the burden associated with keeping 

the secret. Men in these studies described a sense of alienation from friends and family, a 

pervasive sense of fear and paranoia and inability to trust or get close to others (4,14). 

They reported a sense of lack of control over their lives, loneliness, isolation and a false 

sense of self. Several papers described the coping strategies by men who had chosen not 

to disclose as trying to preserve a sense of masculinity by wearing a mask, a façade of 

toughness and stoicism, rejecting victimhood and taking opportunities to demonstrate 

macho toughness through driven or risky work and leisure activities. (17,3,53,56,74). Only 

one study reported positive accounts of the decision not to disclose (33,35): in this study 

some participants were described as adopting ‘defiant narratives’ that acknowledged the 

impact of CSA on their lives but had made a conscious decision not to disclose it as part of 

their refusal to be defined by the experience.  

 

Discussion 

Summary of Findings 

  This review has summarised and synthesised findings from sixteen 

qualitative studies examining the experiences of male CSA survivors by reviewing twenty 

papers based on these study which reported themes of relevance to disclosure in 

adulthood.  

This systematic literature review and meta-synthesis aimed to explore (1) barriers and 

facilitators to men’s disclosure of CSA in adulthood, (2) men’s experience of the disclosure 

process across different contexts and (3) the impact of disclosure and non-disclosure on 

men’s developmental trajectories towards healing, including repercussions for their 

health, identity and social relationships.  

Taken together, the studies included in this review provided rich and detailed information 

on a broad range of barriers and facilitators to disclosure that were reported by samples 

of men of different ages, ethnicities and sexualities. The majority of included studies also 

provided extensive data on the transformative and eventually healing impact of 

disclosures that received supportive responses and the overwhelmingly negative impact 

of continued non-disclosure for the participants in these studies. The review was thus 

able to adequately address aims (1) and (3), though potential limitations regarding the 
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exhaustiveness and generalisability of identified themes arising from selectivity of 

participant samples are discussed below.  

Amongst the included studies, there was a dearth of papers that explored the actual 

process of CSA disclosure in any depth, and the few studies that provided rich detail and 

examples of experiential accounts of disclosure were limited to the therapy context. 

While several studies made reference to men’s positive and negative disclosure 

experiences with partners, friends, work colleagues, health professionals and family 

members, none of them explored the process, interactional unfolding and relational 

impact of disclosure in these contexts in any depth. It was therefore not possible to fully 

address aim (2) of the review.  

The range of findings from studies sometimes appeared contradictory at the level 

of second order themes (e.g. studies reporting same-sex or female perpetrated abuse, 

institutional or familial abuse as more difficult to disclose; homophobia was mentioned as 

a barrier to disclosure by both heterosexual and homosexual men).  However, it is 

proposed that these contradictions  can be resolved and third-order themes can be 

integrated into a coherent perspective if we adopt an understanding of men’s decisions 

about and acts of CSA disclosure as discursive positionings (Van Langenhove & Harré, 

1993) within a contested space that is characterised by competing discourses on 

masculinity and generational and gender roles and relationships. This is illustrated in 

Figure 2.  

Within this perspective, disclosure of CSA can be seen as taking place in a 

contested space between historically dominant and emergent alternative discourses on 

masculinity, gender roles and sexual equality and diversity. By disclosing CSA in different 

settings, male survivors take the risk of opening up a space to re-negotiate and challenge 

previous self- and other understandings about the meanings of the abuse and what it 

means for their sense of self, social, sexual and gender identities. Supportive responses to 

disclosure can help male survivors to negotiate more positive identities by challenging the 

internalised dominant discourse and gradually socialising them into alternative ways of 

meaning making. Conversely, punitive responses to disclosure can be seen to reaffirm and 

reinforce the shameful self-positionings afforded by historical discourses. 
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Figure 2: CSA Disclosure as Discursive Positioning 
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It is important to note that disclosure may not be an essential requirement for 

male survivors to contemplate new self-understandings: as suggested by Hunter’s study 

(2009, 2011) some survivors may be able to transform or transcend their CSA experience 

without sharing their personal CSA experiences. However, all male survivors, whether 

they choose to disclose or not, need to be able draw on the available competing 

discourses to be able to challenge the negative and shameful positionings that historically 

dominant discourses have created for them. Access to role models in the form of other 

male survivors who have found a voice and access to male-specific CSA resources and 

services are therefore vital to create a horizon of possibility for men whose self-

understandings have become defined and confined by the historically dominant 

discourse. The literature suggests that many male survivors, once they have achieved 

alternative self-understandings as survivors and thrivers (Littleton, Buck, Rosman, & 

Grills-Taquechel, 2012), want to contribute to these emergent discourses and the 

empowerment of other men with experience of CSA by raising public awareness, 

promoting male survivor services and finding a voice to speak about what previously was 

felt to be unspeakable. 

 

Limitations 

Pragmatic adaptation of meta-synthesis methods. Due to the small number of 

papers that examined male CSA disclosure in adulthood as a main topic, a decision was 

made to include studies examining disclosure alongside other aspects of men’s 

experiences alongside the eight key papers (cf. Wark and Vis, 2016 for a similar approach 

in this subject area). This meant that at times first order constructs had to be directly 

translated into third order constructs where second order themes identified by the 

authors had had no relevance to the theme of disclosure. Coding and translation of 

second order into third order themes was done by the author and not cross-checked or 

discussed with a research team as recommended by Noblit and Hare (1988). Instead, a 

table with examples of first, second and third order themes and how they were translated 

has been included in the appendix for transparency.  

Methodological heterogeneity of included studies. The synthesis draws together 

study findings carried out within a range of methodological frameworks and ignores 
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differences in study quality, epistemological and ontological assumptions and in primary 

data types (interviews, focus groups, written responses). Some scholars have cautioned 

against synthesising research based on different methodologies (e.g. grounded theory vs. 

phenomenology) as this might create incongruent results (Florczak, 2013). This review has 

adopted a pragmatist approach, carefully considering the data within the context of each 

study’s purpose and highlighting how selective sampling and other aspects of study 

design and focus may have constrained possible findings.  

Poor study quality. The synthesis was further limited by the quality of the included 

papers: only six papers were rated as ‘good quality’ and three were rated as ‘poor’. Poor 

quality across the sample was apparent particularly in terms of atheoretical study design, 

overly descriptive analysis, lack of reporting on saturation of themes and lack of 

consideration of possible bias and limitations. Several papers adopted top-down methods 

of coding and remained overly descriptive and aggregative in their approach to analysing 

qualitative data: these studies appeared stuck in a quasi-quantitative paradigm (e.g. 

reporting percentage of respondents who reported or did not report a particular 

experience) and failed to make the most of the richness of qualitative data in terms of 

exploring the factors that were highlighted in participants’ own meaning-making of their 

experiences. It should be noted though that several studies referenced methodological 

details published elsewhere - poor quality ratings may thus partly reflect tight word limits 

for publication and, for the seven papers with an explicitly applied focus (12, 72, 20, 30, 

61, 56/65), on presenting findings with an emphasis on clinical implications rather than 

methodological rigour.  

Saturation of themes in primary studies. Inadequate data saturation has been 

identified as a threat to the content validity of primary qualitative research (Fusch & Ness, 

2015). Quality appraisal (Table 3) judged only three of the twenty included papers as 

providing detailed information on the relative saturation of identified themes and eight 

papers lacked any such information. It was therefore not possible to ascertain to what 

extent these studies may have reached data saturation for the themes they contributed 

to the meta-synthesis. Within the qualitative research community, no consensus view 

seems to have emerged yet as to how poorly saturated themes within primary studies 

should be treated within meta-synthesis. In contrast to quantitative meta-analysis, 

qualitative meta-synthesis does not rely on exhaustive inclusion of all available research 
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finding. Its aims are not aggregation and prediction, but interpretive explanation and 

conceptual integration of a purposive maximum variation of original studies (Doyle, 

2003). The meta-synthesis process privileges ‘conceptual saturation’ and translation of 

themes across studies over numerical /aggregative saturation of themes. Thus, several 

scholars have asserted that the aims of meta-synthesis are unlikely to be compromised by 

the inclusion of topically relevant but poorly executed or reported individual studies, as 

long as overall heterogeneity of original samples and settings can be achieved (Dixon-

Woods, Sutton, et al., 2007; Thomas & Harden, 2008), just as diversity of participant 

characteristics and experiences increases chances of data saturation in primary research 

(Fusch & Ness, 2015). This review has sought to address the issue of saturation with 

regard to third order themes by including a saturation grid for the initially identified 

second order themes from primary studies (see appendix, Table A). 

Selectivity of participant samples. All but one of the sixteen studies were 

conducted in Anglo-American countries.  There was an overall under-representation of 

participants from lower socio-economic and BME backgrounds. Twelve of the sixteen 

studies were based on clinical samples – i.e. men who experienced long-term 

psychological adverse effects and had accessed therapy. Experiences of male survivors 

who defined their CSA experience in alternative ways, who either did not disclose or 

disclosed only to family/ partners but did not access professional help, were under-

represented. Findings from this meta-synthesis thus are less likely to be representative of 

male survivors who have not come into conduct with mental health services, from 

minority cultures and from lower socio-economic groups.  

 

Directions for Future Research 

Most papers explore barriers to adult disclosure and the emotional cost of 

continued silence, whereas the dialogical process of disclosure and its dynamic unfolding 

within relationships of power and interdependence was not described in much detail, 

with the exception of the therapy setting. Given that alongside therapists, partners and 

family members are prime addressees for men’s CSA disclosures in adulthood (Easton, 

2013), surprisingly few studies described experiences of disclosure in informal settings, 

even though repercussions and impact on family and intimate relationships are likely to 
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be huge, especially for familial abuse. Some researchers have started to examine the 

systemic impact of male CSA survivors as partners and parents (Jacob & Veach, 2005; 

Price-Robertson, 2012). Future research should seek to explore men’s disclosure 

experiences in informal settings with a view to establishing support needs in this area, 

such as facilitation of family communication about CSA and therapeutic post-disclosure 

support for the family system.  

 

Conclusions 

Are We Witnessing Change in Discourses of Masculinity? 

In the 1970s, feminist and women’s rights movements started to break the silence 

around female childhood sexual abuse. It has taken around 40 years for similar 

developments to get off the ground and for society to reach out to male survivors of CSA. 

A moving instalment of the Oprah Winfrey Show was screened in 2010, when 200 men 

disclosed their CSA history holding photographs of themselves as boys at the ages when 

their abuse began. As a society, we are ready and able to recognise young boys as 

deserving nurture and protection, but somewhere along the way to adulthood, males 

seem to be denied the recognition that they too can be hurt and violated - and are likely 

to need help and support from others to cope with and heal from these experiences. 

There are currently still many more services geared exclusively towards female survivors 

of CSA than dedicated services for men. 

The disclosure of CSA is likely to remain a gendered experience (Sorsoli, Kia-

Keating, & Grossman, 2008) for the foreseeable future and both qualitative and 

quantitative research on male and female experiences of CSA disclosure has consistently 

found that the gender of the recipient of disclosure – therapists or other service 

professionals - is an important consideration for many survivors.  Whether we need 

gender-specific CSA survivor services rather than gender-general ones, or whether the 

issue is better addressed through ensuring that service staff are well-trained, open-

minded, compassionate and aware of the diverse needs of CSA survivors is an interesting 

question for future research.  
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Can it be hoped that the recent recognition of greater diversity in sexual identities, 

such as introduction of transgender as a category in its own right, will also have an impact 

on how we view men who have experienced sexual violence? The idea of a gender 

continuum goes along with a growing awareness that ideas of masculinity and femininity 

are socially constructed and limited in their historical reach and validity.  

Almost thirty years ago, Finkelhor (quoted in Gill & Tutty, 1999:21) stated “As a 

result of dissonances between reality and gender stereotyping, many of the problems 

experienced by sexually abused males lie in the cognitive realm of beliefs and cultural 

prescriptions.” It can be speculated whether in the intervening decades, the challenge to 

binary views of gender through the LGBT community and the emergence of alternative 

discourses of masculinity in the media and the public domain (see e.g. (McBee, 2014) has 

opened up a greater array of possibilities for male survivors of CSA to articulate their 

experiences in ways that allow for the construction of positive identities and self-

understandings as strong and manly as well as  vulnerable and affected by past injuries at 

the same time. The findings from this review suggest that overall, many members of past 

generations sexually abused as boys struggled to break the silence over their distressing 

experiences, sometimes even in the context of therapeutic support, due to deep-seated 

shame and self-blame and fears of punitive responses to disclosing the abuse that 

continued into adulthood. Implications for clinical practice from these findings have been 

outlined in the hope that future generations of male survivors will come to experience 

and expect more compassionate and validating responses from mental health services 

and society at large. 
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Target Journal Information  

Health Communication: Impact Factor 1.46 (5 year impact factor 1.97) 
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Rationale for Design of the Search String  

Childhood sexual abuse is a topic associated with societal taboo, secrecy, stigma 

and shame for those who have experienced it. Perceptions and experiences relating to 

disclosure and non-disclosure are therefore likely to feature prominently in the accounts 

of CSA survivors. As the qualitative literature on the experience of male CSA survivors is 

still relatively small, it was decided not to specify the topic of disclosure in the search 

string, so as not to inadvertently exclude studies that did not identify disclosure as the 

main focus of study, but might nevertheless include themes relevant to disclosure as part 

of their analysis.  

The search string therefore only specified participants (synonyms of men), topic 

area (childhood sexual abuse) and methods (qualitative research) and after initial piloting 

was operationalised as follows: ((male OR men) AND (survivor* OR victim* OR adult*) 

AND child* AND sex* AND abuse* AND (qualitative OR interview*)), to be searched for in 

abstracts, titles and keywords.  
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Table of Databases Included in the Search Process 

This table describes lists the databases that were searched using the search string, 

their scope, number of hits and additional notes on how the search was executed. 

 

Database Scope Notes Number of hits 

APA Psych 
Net 

searches across PsycINFO (articles, 
books and dissertations),  

PsycEXTRA (grey literature),  

PsycTESTS (tests and measures) and 
PsycARTICLES PsychInfo. 

Filtered by index 
terms: Child abuse,  
sexual abuse and 
filtered by 
publication type:  

 peer-reviewed 
journal: 

144 

Scopus The world’s largest abstracts and 
citations database of peer-reviewed 
journals, searching across health, life, 
physical, social sciences, engineering 
and humanities. 

Limiters set to 
publication type:  
journal articles and 
reviews and to  

Keyword: child 
abuse, sexual 

365 

IBSS International Bibliography of the 
Social Sciences - database covering 
social science books and journals. 

n/a 22 

PubMed Free version of Medline which 
indexes journal articles for medicine, 
nursing the healthcare system and 
preclinical sciences. 

n/a 219 

Social Policy 
and Practice 

Simultaneously searches databases 
including AgeInfo, ChildData and Soci
al Care Online: a large proportion of 
its references relate to grey literature 
e.g. reports, legislation, local/national 
government documents, 
organisations, policies, press 
coverage and service user knowledge 
- the focus is on applied research & 
practice. 

n/a 78 

Web of 
Science 

Core collection: includes a wide 
variety of topics. 

n/a 489 
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Description of the Three-Stage Searching and Screening Process 

 

Stage 1: Systematic searching of databases  

Endnote reference software version 8 and QSR Nvivo software version 11 were 

used to assist the screening process. 

Citations from the six searched databases (Table xxx) were downloaded with titles 

and abstracts into separate endnote databases. References were then merged into a 

single database and duplicate references were removed. This resulted in a list of 910 

abstracts references for screening.  

 

Stage 2: Screening of abstracts 

Abstracts were screened independently by two researchers (KB and LF) according 

to first round screening criteria as specified in Table 2. Each references was scrutinised 

using the following series of screening questions:  

Does the study report on contact sexual abuse (i.e. involving bodily contact 

between victim and perpetrator as opposed to e.g. indecent images)? No => exclude; Yes 

or unable to tell=> continue. 

Did the abuse occur in childhood (i.e. before age 18)? No => exclude; Yes or 

unable to tell=> continue. 

Is it a qualitative study? No => exclude; Yes or unable to tell => continue. 

Does the sample include adult men abused as children as interview participants? 

No=> exclude; Yes or unable to tell  

=> mark as INCLUDE if all 5 criteria are ‘yes’, or as ‘retrieve to decide’ if at least 

one criterion is ‘unable to tell’.  

The table below provides an overview of the criteria for including and excluding 

papers and for or deferring the decision until a full text could be retrieved.  
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Table of Inclusion and Exclusion Criteria for First Round Screening of Abstracts 

 

Agreement between raters for first round screening of abstracts to identify 

references for which to retrieve full-text papers was 94.76%. In case of disagreement 

between raters, full-text versions were retrieved. A total of 76 full text papers were 

retried. 
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Stage 3: Second Round Screening of Full-text Papers 

Following Dixon-Woods et al. (2007), screening of full-text papers resulted in each 

paper being assigned to one of four categories:  

Included papers (N=20): 

1. Key Paper (KP, N=8)): if disclosure of CSA in adulthood is main focus of paper AND 

male survivors are either the only group or a clearly identified subgroup of 

participants. 

2. Satisfactory paper (SAT, N=15): if disclosure of CSA in adulthood is covered as one 

of the themes of analysis AND male survivors are either the only group or a clearly 

identified subgroup of participants. 

Excluded papers (N=56): 

3. Fatally flawed paper (FF, N=38): means fatally flawed for the purpose of this 

review, i.e. findings for male survivors not reported separately AND/OR methods 

of analysis not qualitative. 

4. Irrelevant paper (IRR, N=18): paper meets inclusion criteria but focus of paper 

and reported findings are not relating to disclosure of CSA in adulthood 

20% of full-text papers were double-coded by a second rater with experience in 

qualitative research methods (LF-yet to be done!). The Table below summarises the 

screening criteria for full-text papers. 
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Table with Criteria for Second Round Screening of Full-Text Papers
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Quality Appraisal Checklist 

Purpose 

This list aims to provide a rough instrument to assess the quality of study 

reporting, study design and study execution of the included papers. Quality ratings based 

on this list are provided for all included papers in Table 3 in the main text. Study findings 

have been considered as part of the synthesis even if they originated from studies with 

low quality scores. However, the quality rating has been taken into account in the relative 

weight assigned to findings. 

Please rate each criterion as either good=2; satisfactory=1; poor or absent=0 

Recruitment and Data collection (max. 8 points) 

 Description of a methodological framework for the study (e.g. grounded theory) 

 Description of methods of participant recruitment (e.g. self-selected, through 

therapists) 

 Description of participant demographics (age, gender etc) 

 Description of methods of data collection (e.g. who did the interviews, what 

questions were asked, audio-recorded? Transcribed verbatim?) 

 

Data Analysis (max. 8 points) 

 Description of methods of data analysis (e.g. linked to a framework? Description 

of the process) 

 Use of measures to increase validity and reliability of data analysis (e.g. use of 

analysis software, second coder, themes discussed in team, etc.) 

 Provision of verbatim quotes to illustrate themes from a range of study 

participants 

 Analysis provides information regarding the saturation of themes (i.e. is this a 

repeated theme across participants or a one-off mention?) 

Conceptual integration (max. 6 points) 

 Interpretations are grounded in the empirical data (i.e. not overly speculative or 

just the expert opinion of the authors) 

 Authors consider possible biases and limitations of their methods and how they 

may have impacted on the generated data (e.g. arising from selective recruitment, 

focus of questions asked) 

 Paper provides a conceptual integration of identified themes (e.g. linking back to 

theories and/or previous findings from previous research) 

Total Score ___ of 22 points 
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Table A: Saturation of Themes Across the Sample of Included Studies (N=16) 

Screenshots from QSR Nivvo Qualitative Analysis Software, showing the number of 

sources (studies) that contributed to the identified themes across studies. Themes listed 

in the tables below were initially closely reflected the labelling of second order themes in 

the original studies but were further regrouped and, where possible, synthesised into 

third order themes (see Table B) for presentation in the written results section.  
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Table B: Examples of First, Second and Third-Order Themes  

Third Order Constructs Second-Order Constructs First-Order Constructs 

Barriers to disclosure 

Denial / lack of 

awareness / failure 

to recognise 

experiences as abuse 

Fragmented, vague or 

repressed memories  

 

Pervasive doubt 

 

 

Making sense of the abuse 

in alternative ways 

 

 

Belief that ‘it has not 

affected me’ 

“I simply did not remember the 
abuse until my perp died” 

 

“I’ve found that very difficult [to 
fully accept my abuse history]. Did 
this really happen or didn’t it? I get 
that sort of doubt in my mind, did 
it happen? Well of course it 
happened. I don’t know why the 
doubt keeps creeping back 
when...the abuser actually came 
and told me it happened. And I 
thought, that’s confirmation 
enough but I still don’t completely 
believe it.” 

 

“Abuse is a word used for both 
beating and physical assault and 
for sexual activity and in my case 
there was no question of assault of 
any kind. Sexual abuse now carries 
overtones of wickedness, prison 
and that kind of thing and I don't 
like applying that, for example, to 
my mother.” 

 

Bert (who had sexual experiences 
with an older man at the age of 
11) described his choice not to talk 
to friends about what happened: 
“The reason that I haven’t 
discussed it, I think, is that I’m 
afraid of their reaction, because I 
don’t think that I’ve been 
traumatized by this event.” 

Shame and self-

blame 

Confusion around 

complicity in abuse 

 

Conflicted feelings 

 

“I wanted it. I mean I stayed there. 

I let it happen, it felt good. I mean 

although something told me it was 

wrong and, you know, when I 

ejaculated it felt great. But then 

after I’d feel, like, sick to my 

stomach.’’ 
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Social stigma – fear of 

being judged by others 

 

Experiences to shameful 

to articulate  

 

 

“And even though it’s fractured, I 

do have some memories of going 

back to my father ... and I feel 

horrible about that but I 

understand also that he loved me. 

I mean it was this affection time.” 

Amhad also referred to the ways 
disclosure felt shameful. He added 
that he wanted to minimize the 
experience, “make it less,” or just 
not say the words that described 
what had really happened.  
 

“What normal male wants to tell 
others that he was abused by an 
old man, a teacher, or a priest?”  

 

“It’s more difficult for me to talk 

about the [female perpetrated] 

incest than the incest by my father. 

It was really hard to come forward 

and say that I was sexually abused 

by a woman. Those were hard 

times for me”  

Not wanting to be 

defined by CSA 

experience  

 

 

Homophobia / Fear of 

being thought homosexual 

Fear of being seen as 

unmanly /effeminate 

Fear of being 

judged/stereotyped 

Narratives of defiance  

Fear of others making 

assumptions about 

(origins of) sexual 

orientation or preferences 

Loss of control over 

personal information 

feared impact on identity 

as ‘damaged goods’ 

“My biggest fear was being seen 
as gay...that was one of my 
biggest fears about talking about 
it.” 

 

“I was a very thin child with very 
curly light brown hair and I was 
called a f—–, a girl, um, a sissy, 
um... . And that just destroyed 
myself, my sense of self, just I 
mean brutal [trails off].’’ He 
further explained that for him to 
have disclosed sexual abuse would 
have meant to be further 
characterized by this undesirable 
trait of being a victim and 
feminine-like. 
 
“Men don’t want to talk about 
these things, ‘cause we’re already 
in a society where it’s easy for us 
to be accused as rapists or 
violators.”  



 

150 
 

 

“In my day [men were] taught to 
be tough … don’t show emotions … 
that kind of thing, right, that’s only 
for weaklings, and, and fairies or 
whatever.”  

 

“If they knew I was sexually 
abused, they may think that I will 
sexually abuse their children.” 

Violation of cultural 

norms  

Protecting others from 

their lack of 

understanding 

 

Homophobia  

 

 

Female-perpetrated abuse 

as ultimate taboo subject 

 

“Sexual abuse, especially between 
a male perpetrator and male 
victim is problematic... because it 
tends to be a societal statement 
about a person’s manhood and 
sexual orientation. That is, gay 
sex=bad. Abuse=bad. Gay 
abuse=really bad. I think many 
men who were abused by men 
assume that people will think that 
they are gay even when they are 
not.” 

 

“The reaction of professionals when 

I would talk about the sexual abuse 

by my mother was ‘we don’t want 

to hear about that.’ I would be shut 

down. I was told I was ‘changing 

the subject’ and told ‘just how bad 

could that have been?’ These were 

horrible experiences. I went to 

different groups, but I would get the 

same reaction”. 

 

Fear of unsupportive, 

judgmental or 

punitive response 

View of female-

perpetrated abuse as 

trivial /not harmful  

 

Previous experience of 

punitive responses and 

victim-blaming 

“Who are you going to report 

female abuse to? The police? They 

laugh at you. I’ve had that happen 

... . There’s nobody you can turn 

to” 

 

Told to ‘man up’ 

Uncertainty and fears 

over social and 

personal 

Silence can feel safer  

Fear of unsettling existing 

relationships 

I would be very careful about 
telling anyone; in all but two cases 
(therapist and second wife) it came 
back to haunt me. 
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consequences of 

disclosure 

 

 

Fear of reprisals 

 

Fear of loss of control over 

information 

 

Unleashing powerful 

emotions of grief and 

anger avoided for years 

‘My parents are still alive. They’re 
in their nineties you know. And I 
wouldn’t want to create any hurt 
by raising the issue at this late 
stage of their lives.’ 

“I think that these things happened 

to us and it would be good if we 

could talk freely about how shit our 

childhood was. But there are also 

concerns, I have concerns about 

whether [others are] in the right 

space, or I’m in the right space to 

talk about that. What the 

appropriate forum is, it’s like 

everyone’s dealing with their own 

little bit of it but none of that’s 

integrated.” 

 

 

Lack of public 

awareness 

lack of CSA services for 

men 

“Society has gone to great 

lengths to get the issue of 

women’s abuse out of the 

closet, and out in to the open. 

The notion that men can be 

victims has unfortunately not 

evolved in the same way. In my 

early explorations about 

possibly seeking help I can’t tell 

you how many sexual assault 

centers simply do not provide 

services to men with historical 

abuse” 

Facilitators to disclosure 

(a) Triggers and 

enablers 

Experience of flashbacks 

after ceasing substance 

misuse  

 

Recovered memories 

“My first experience with alcohol 
was that, boy, I didn’t have to 
remember anything ugly… I had 
now been dealing with all my 
memories of my childhood that 
had been flooding in from the 
understanding that this is not 
normal. Umm, all of a sudden [in 
recovery] I was flooded with 
information that I had blocked 
out.” 

 

“I drank heavily for many years to 
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keep the memories suppressed. 
When I decided to get sober, the 
memories came back and I realized 
that I would never maintain 
sobriety unless I dealt with the 
abuse.”  

Recognising 

experience as abuse 

Cognitive realisation 

Shift in meaning-making 

Role models in media or 

literature 

 

 Presenting in therapy for 

other problems  

 

Hospitalisation 

 

Breakdown and crises 

“When I first started to disclose, I 

had just (pause)… at 37, my wife 

had left me. I had a major 

breakdown. I was a drug addict 

and alcoholic at the time.’’ 

 

What stopped them from 

committing suicide was revealing 

to others what happened to them. 

They were at rock bottom when 

they stood on the precipice and told 

someone of their experiences and 

held onto life. 

 

Availability of Social 

Support 

Familial and structural 

factors 

 

Access to support groups 

and networks 

“In the last seven years things have 

changed. I gave up drugs. In the 

light of the truth of what actually 

happened, I was helped to see it 

wasn't my fault. It happened when 

a guy raped my niece and she 

confided in me, it all came flooding 

back to me, and I got help. I wasn't 

alone.” 

 

 

Experience of /access 

to others speaking 

out  

Media reports of CSA 

 

Examples in literature 

 

 

Receiving abuse 

disclosures from others 

“On the way home from the 
therapist, I heard [a] breaking 
story on NPR about the scandal in 
the Boston Archdiocese. For the 
first time, I knew I was not alone. 
This was the turning point” 
 
“I had decided to keep quiet until 
my mother came and sat with me 
and told me “it also happened to 
me”… it hadn’t just happened to 
me … then I knew that since she 
understood what I had 
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Personal knowledge of 

other CSA survivors  

 

Increased Public 

Awareness 

experienced, I could tell her my 
story.” 
 
“The fact that my friend … had also 

been a victim, and that three of her 

ex-boyfriends, guys [also had been 

abused], it sort of authorized me to 

talk about it.” 

(b) Motivations Disclosure seen as 

essential step towards 

healing  

Breaking the silence 

Finding a voice  

Making links with other – 

recognition “I’m not 

alone” 

 

Wanting to change 

existing relationships 

Referral for couple 

counselling / threat of 

marital break-up 

Seeking validation from 

Confronting the 

perpetrator 

 

Wanting to protect 

others 

Advocacy and raising 

publicity 

Becoming a parent 

Pursuing legal action 

Fear of becoming an 

abuser 

‘‘And then you know I said even 
though I seem well adjusted I just 
didn’t want things coming back 
from my past to haunt me and you 
know. My kids were actually the 
biggest fear. That was my biggest 
fear, sexually abusing my girls.’’ 
Another participant described it 
this way: ‘‘What scared me is am I 
capable of doing what my father 
did to me? Am I capable of doing 
what my uncles did?’’  
 
 

Experiences of disclosure 

(a) Qualities of helpful 

responses 

Validation 

 

“To validate that experience 
because you don’t know how much 
you’ve been there, how hard it is to 
keep that buried for 20 years and 
then bring it out and start talking 
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Supportive, calm and 

unfazed listening 

 

Abuse treated seriously  

 

Healing  

 

Sign-posting to support 

 

Instilling hope for the 

future 

about it and then look across and 
see a look of what you might 
perceive to be disbelief in 
somebody’s eyes and you’re 
wondering inside yourself, you 
know about, maybe I am crazy and 
it didn’t really happen or it wasn’t 
like that or, you’re supposed to be 
a man and it wasn’t that bad and 
just shake it off and carry on.” 
  

“[The second professional] took 

the sexual abuse by my mother 

very seriously. He said my mother 

acted completely inappropriately. I 

had never heard [a professional] 

say that ... I felt such a sense of 

relief. It reinforced that what I was 

feeling was real”  

 

“I was very close to killing myself. 

The police officer was wonderful 

and understanding. I told her 

everything. She gave me my 

current therapists’ number” 

 

“The main thing that helped was 

talking about it [the sexual abuse] 

and knowing that I was believed. 

He [the counsellor] gave me hope 

that I can overcome the cards that 

have been dealt to me, and become 

something I want to become.” 

(b) Qualities of 

unsupportive 

responses  

Trivialising /ridicule over 

of female-perpetrated 

abuse 

  

controlling, manipulative 

and intrusive therapists 

 

inexperienced and 

overwhelmed therapists 

 

“Well no, they’re not saying, “I 

don’t believe you.” Some of them 

will say to you, “Well you know—

sexual experimenting.” And I told 

them, “Well look, I was sexually 

abused by someone who was 18 

years old approximately, and I was 

about 11. There’s no sexual 

experimentation there, not on my 

part. I was abused. I wasn’t 

experimenting. I didn’t even know 

what the hell sex was.” 
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Being dismissed, silenced, 

rejected and judged 

 

Punitive and threatening 

responses 

 

 

“I [told] my therapist: ‘my mother 

fellated me in the bathtub.’ I got 

really emotional. [He] tried to 

change the subject. He was 

obviously very nervous about it. He 

didn’t want to hear about abuse by 

a woman”.  

 

“The reaction of professionals 

when I would talk about the sexual 

abuse by my mother was ‘we don’t 

want to hear about that.’ I would 

be shut down. I was told I was 

‘changing the subject’ and told 

‘just how bad could that have 

been?’ These were horrible 

experiences. I went to different 

groups, but I would get the same 

reaction.” 

 

“The reaction of professionals when 

I would talk about the sexual abuse 

by my mother was ‘we don’t want 

to hear about that.’ I would be shut 

down. I was told I was ‘changing 

the subject’ and told ‘just how bad 

could that have been?’ These were 

horrible experiences. I went to 

different groups, but I would get the 

same reaction”. 

Impact of disclosures which received helpful responses 

Integrating previously 

shameful and avoided 

aspects of self into new 

narratives 

Recognising impact of 

abuse 

 

Improved self-

understanding 

 

Making connections 

 

Joining the dots 

 

Finding a voice 

“Once I committed to long-term 

therapy, I began to see how the 

process of opening up and feeling 

the pain and having someone 

witness it, and the stories connected 

with that pain, were vital to 

healing.” 

 

For one survivor, the road to 
recovery began with overcoming 
the homophobia he had 
internalized. I felt dirty. I felt like I 
was becoming gay because I was 
sexually abused and that sort of 
thing. I’ve come to understand 
myself better in that respect now.  
 
I ended up becoming used to, you 
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Telling the story -  going 

public 

know, telling that [disclosure] as 
part of my narrative, like it was 
part of my life.” Similarly, Daniel 
explained that disclosing had 
become easy for him: “I’m used to 
telling my story so [it’s not] hard 
anymore.” 

Narrative and 

interactional 

repositioning from 

“victim” to “survivor” 

and “thriver” 

Positive re-interpretation  

 

Personal growth 

 

 

Healing through talking 

 

 

Transformative power of 

disclosure 

 

 

 

“Seeking help has helped me see 
myself as courageous rather than 
a victim.” 

'see things in perspective' and 

'recognise the strength that it has 

taken to survive'. 

“I’ve found for my own self, great 
healing power in truth. When I’m 
someplace where I actually tell the 
truth about what really happened, 
it transforms, it changes my body 
chemistry.” Shame, he said, “is 
something that tends to evaporate 
when you talk about it.” 

All of the thirty-nine men suggested 

that speaking about experiences of 

sexual abuse is the hardest but 

most important step in productive 

coping. Breaking away from 

suppression and self-blame was 

often central to men's advice about 

how others could cope best with the 

abuse. 
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Impact of disclosures 

which received 

unsupportive responses 

Shutting down 

/abandoning help-seeking 

 

 

Sense of distrust and 

betrayal 

 

 

Further destablisation  

 

 

Feeling re-traumatised 

 

 

Anger, confusion and 

doubt 

 

 

Questioning and denying 

the sexual abuse 

 

 

 

 

 

 

“After seeing the [psychologist] ... 

and having him laugh in my face 

about the abuse by my female 

baby-sitter ... . I decided that I 

didn’t want to go back and see a 

counselor’ (Male #6).  

“At the time [of disclosure], I felt 

crazy. The [negative professional] 

reaction made me feel more crazy 

... 

”being made to feel like a freak” 

“[Having abuse denied] creates 

shame, because I’m not being 

believed and this is actually my 

reality . . . it’s a really shattering 

experience . . . the first person I told 

didn’t believe me. That probably led 

to me going completely insane.” 

“then you look across and see a 
look of what you might perceive to 
be disbelief in somebody’s eyes 
and you’re wondering inside 
yourself, you know about, maybe I 
am crazy and it didn’t really 
happen or it wasn’t like that or, 
you’re supposed to be a man and it 
wasn’t that bad and just shake it 
off and carry on.”  

“I thought that the professionals 

were right—the sexual abuse by 

my mom and sister couldn’t have 

been that bad. It seemed like more 

trouble than it was worth trying to 

deal with it. [The reaction] silenced 

me ... it shut me down”  

“The message that I got from the 

psychologist was there’s no 

problem and that I should consider 

myself lucky that I had sexual 

contact with a woman at such a 

young age [6]. [After the 

appointment] I told myself, just 

shut up, and don’t worry about it. 

For the following 4 to 5 years, I 

tried to convince myself that I 

didn’t have a problem.” 
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Impact of non-disclosure 

Remaining stuck and out 
of touch with true self 

Burden of secrecy  

 

Fear of discovery 

 

Nondisclosure as isolation 

and unable to move 

forward 

 

False /alienated sense of 

self 

 

Wearing a mask 

 

“When you have a secret, like a 
heavy burden on your shoulders, 
there is always a kind of wall 
between you and the rest of the 
world.”** 

“It is probably the time I look the 
toughest is the time I am the most 
scared ... I express a lot of my 
emotions through other things like 
clothing, you know, stuff like that. 
I’ve even had more people come 
up to me and say that’s a mask for 
me.” 

‘‘I just saw that my life was, was 

slipping by me, and I had already 

alienated myself from my family. 

There was no family, no friends.’’  

 ‘‘I mean I’ve been packing this stuff 

around for a long, long time. And 

I’ve been running from it and I’ve 

been afraid and I am, you know, 

running out of time. My life is 

passing me by.’’ 

Relationship difficulties Lack of trust  - unable to 

confide in partner 

 

Problems with intimacy 

and sexual dysfunction 

‘I always felt very bad about this, 
not being able to reveal what 
happened… I felt I was lying to her 
and hiding something and that is 
not conducive to a relationship’. 

“The biggest thing for me growing 
up in my late twenties was the 
ability to develop a relationship 
with the opposite sex. You wanted 
to get married, but you couldn’t 
say anything.” 

Regret over previous 

non-disclosure  
Regret over not doing 

more to stop the abuse at 

the time 

Regret over not taking 

legal action 

Regret over not being 

honest with loved ones 

“I wish I would have been able to, 
uh, been open and honest with her 
[late mother], and, and, I also 
want, I also wonder why she didn’t 
know or, uh, supposedly didn’t 
know, and didn’t do anything 
about it.” 

“I blamed myself not having the 
courage to tell my parents, um, 
[not having] the courage to tell 
someone.” 
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Paranoia, defined as the presence of unfounded beliefs that others intend to harm 

the self, exists on a continuum in clinical and non-clinical populations. Paranoid thoughts 

are regularly experienced by 10-15% of the general population and range from mild 

threat beliefs and ideas of reference to persecutory delusions which in their most strongly 

held, distressing and preoccupying form present symptoms of acute psychosis (Daniel 

Freeman, 2007).  

While few studies to date have investigated paranoia in people with Autism 

Spectrum Conditions (ASC), a recent systematic review of seven empirical studies (Spain, 

Sin, & Freeman, 2016) found  evidence for higher levels of paranoia in people with ASC 

than the general population. People with ASC have also been found to have higher levels 

of social anxiety (Maddox & White, 2015), private self-consciousness (Blackshaw, 

Kinderman, Hare, & Hatton, 2001), social cynicism  (Pinkham et al., 2012) and persecutory 

delusions (Abell & Hare, 2005). According to the continuum model of psychosis (Van Os, 

Linscott, Myin-Germeys, Delespaul, & Krabbendam, 2009) these characteristics are 

implicated in  a hierarchy of paranoia (D. Freeman et al., 2005), with paranoid delusions 

building on the more commonly held evaluation concerns and ideas of reference found in 

people with social anxiety.  

Psychological models of paranoia (Bentall, Corcoran, Howard, Blackwood, & 

Kinderman, 2001; Salvatore et al., 2012) and delusions (P. A. Garety & Freeman, 1999) 

propose a number of cognitive mechanisms that are thought to contribute to the 

development and maintenance of persecutory delusions in psychosis and schizophrenia. 

These include low self-esteem and negative beliefs about the self (Chadwick, Trower, 

Juusti-Butler, & Maguire, 2005), theory-of-mind (ToM) deficits, i.e. difficulty with inferring 

others mental states (Frith & Corcoran, 1996), attentional and attributional biases 

(Bentall & Kaney, 1989; Bentall, Kinderman, & Kaney, 1994; Lyon, Kaney, & Bentall, 1994) 

and reasoning biases in the form of reduced data-gathering (P. Garety, Hemsley, & 

Wessely, 1991).  

To date, there is insufficient evidence to ascertain whether these cognitive 

mechanisms also contribute to the development and maintenance of paranoia and 

persecutory delusions in people with autism, or whether distinct ASC-specific 

vulnerability factors may result in a qualitatively different cognitive structure of paranoia 

in autism (Pinkham et al., 2012; Spain et al., 2016). For example, it has been proposed 
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that in autism, ToM deficits may combine with frequent negative experience of social 

interactions, rejection, victimisation and bullying, known to be high for children with ASC 

(Schroeder, Cappadocia, Bebko, Pepler, & Weiss, 2014) to produce persecutory ideation. 

Lack of belief flexibility (i.e. high conviction) and being overly detail-focused (weak central 

coherence) may then make it harder to challenge these ideas (Spain et al., 2016). Previous 

research comparing individuals with ASC, psychosis and non-clinical TD controls has 

confirmed higher levels of private self-consciousness amongst people with ASC  

(Blackshaw et al., 2001; Jänsch & Hare, 2014) but has been unable to find evidence for a 

contribution of attributional biases (Blackshaw et al., 2001; Craig, Hatton, Craig, & Bentall, 

2004).  

Reduced data-gathering has most commonly been investigated with a probabilistic 

reasoning task known as the beads task (Phillips & Edwards, 1966). In this experimental 

task, individuals are shown two jars containing 100 beads each in two colours with 

reverse proportions. Participants are told that beads will be drawn from just one of the 

jars at random, shown to them and then returned to the jar. Participants can ask to see as 

many beads as they like up to a maximum of twenty, before making a decision as to 

which jar the beads come from. ‘Easy’ and ‘hard’ versions of the task employ colour ratios 

of 85:15 and 60:40 beads, respectively.  The task has been used to assess differences in 

data-gathering style between individuals with and without delusions (Huq, Garety, & 

Hemsley, 1988). The most commonly measured variable using the beads task paradigm is 

draws to decision (DtD). This variable has been dichotomised into presence of a ‘jumping 

to conclusions’ (JTC) bias for individuals who request less than three beads (P. Garety et 

al., 1991).  

Other researchers have employed logical equivalents of the beads task using 

alternative materials. Notably, two studies compared the performance of individuals with 

persecutory delusions, non-deluded psychiatric and non-clinical controls on the beads 

task and an emotionally salient equivalent using positive and negative personality trait 

words instead of beads. Both found that all groups made hastier decisions on the 

emotionally salient version of the task and concluded that reduced data-gathering is 

amplified by personally meaningful material (REJ Dudley, John, Young, & Over, 1997; 

Young & Bentall, 1997).  
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The JTC bias is people with psychosis is now a well-established  phenomenon and 

has been targeted in cognitive-behavioural interventions (Moritz, Vitzthum, Randjbar, 

Veckenstedt, & Woodward, 2010). Two recent meta-analyses of research based on the 

beads task have confirmed that strength of delusional ideation, measured as  a 

continuous variable on the Peters Delusions Inventory (PDI) (Peters, Joseph, & Garety, 

1999), is negatively associated with data-gathering in healthy controls and clinical 

populations (Ross, McKay, Coltheart, & Langdon, 2015) but also suggest that the JTC bias 

is not a trans-diagnostic phenomenon beyond psychosis (So, Siu, Wong, Chan, & Garety, 

2016). It seems important to understand whether the JTC bias is involved in the 

development and maintenance of paranoia in people with ASC to ensure that cognitive-

behavioural interventions can target the appropriate mechanisms (Spain, Sin, Chalder, 

Murphy, & Happe, 2015). 

Research on reasoning style and the presence of data-gathering biases in 

individuals with ASC has been sparse to date (Brosnan, Lewton, & Ashwin, 2016). 

However, Brosnan, Chapman and Ashwin (2014) used the 60:40 ratio of the beads task 

with a group of adolescents with ASC and age-matched controls and found evidence of a 

‘circumspect reasoning’ bias, with the ASC group requesting an average of 9.95 beads 

compared to 6.87 in the control group. They also found a positive correlation between 

number of beads requested and strength of autism traits in both groups, measured as a 

five-item systemising factor (Hoekstra et al., 2011). Elsewhere, Brosnan, Lewton and 

Ashwin (2016) have explained the circumspect reasoning bias shown by individuals with 

autism in terms of a dominance of deliberative Type 2 reasoning over ‘fast and frugal’ 

intuitive Type 1 reasoning: using a self-report questionnaire and a performance measure 

of deliberation and intuition, they showed that both, people with a diagnosis of autism 

and those high in autism traits, show a pattern of deliberative over intuitive reasoning, 

i.e. a data-gathering style in the opposite direction of the JTC bias. Brosnan and 

colleagues link their findings to Crespi and Badcock’s (2008) neuropsychological model of 

psychosis and autism as diametrical disorders of the social brain. 

While Brosnan et al.’s account of circumspect data-gathering style in autism 

seems persuasive, a second study examining the performance of a clinical group of 

individuals with ASC on the beads task found conflicting results. Jänsch and Hare (2014) 

examined links between paranoia, autism and reduced data-gathering and found that 
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33% of their ASC sample showed a JTC bias on the 60:40 ratio version of the beads task, 

while no individuals in the non-clinical group showing this bias. The ASC group were found 

to request a median number of 5 beads (IQR=6) compared to 10 beads (IQR=3) in the 

control group. Both differences were found to be statistically significant. While Jänsch and 

Hare also found significantly higher paranoia scores in the ASC group, intriguingly, the 

negative correlation between paranoia scores and draws to decision did not reach 

significance when the groups were analysed separately, though correlation coefficients 

showed a medium effect size (r>-0.3) for the relationship between paranoia and draws to 

decision in each group. 

In light of these recent conflicting findings, this study seeks to clarify the direction 

of a possible data-gathering bias on the beads task in individuals with ASC and to examine 

its association with paranoia. While Brosnan et al. recruited their sample from a specialist 

ASD school unit and reported participants to have no known psychiatric co-morbidities, 

Jänsch and Hare’s study recruited a clinical sample of ASC individuals, many of whom had 

high levels of mental health co-morbidity, including paranoid ideation. If Brosnan et al’s 

(2014) finding that adolescents individuals with ASC show increased rather than reduced 

data-gathering compared to TD controls is correct and also holds for adults with ASC (i.e. 

ASC individuals will request more and not less beads before reaching a decision), could 

the presence of paranoia act as a moderator on this relationship and lead to individuals 

with ASC and high levels of paranoid ideation reducing their data-gathering in favour of a 

more hasty decision-making style? One recent study (Larson et al., 2015) reported an 

empathsising bias (i.e. higher emphasising and lower systemising scores on the AQ-50) for 

ASC individuals with a diagnosis of psychosis compared to ASC individuals without 

psychosis. This suggests that presence of psychosis is associated with a more intuitive 

(Type 2) reasoning style in individuals with ASC. However, if it can be shown that the 

‘circumspect reasoning bias’ proposed by Brosnan et al. persist in the presence of high 

levels of paranoia, this would provide initial evidence that reduced data-gathering is not a 

contributory factor for paranoia  in ASC in the same way as it has been suggested to 

contribute to paranoia in TD individuals. This study seeks to measure paranoia, social 

anxiety and degree of systemising (as a proxy for presence of a more deliberative (Type 1) 

reasoning style, so that their influence on the relationship between ASC status and data-

gathering style can be examined.  
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Furthermore, the study seeks to establish whether the effect of task design 

(neutral versus emotionally salient stimuli) on amount of data-gathering that has 

previously been reported for individuals with psychosis and non-clinical TD controls might 

extend to individuals with autism. While TD  individuals with and without persecutory 

delusions have been found to make decisions based on less information if the task 

materials are emotionally salient (REJ Dudley et al., 1997; Young & Bentall, 1997), it may 

be speculated whether the data-gathering approach of ASC individuals will be informed 

by the logically equivalent structure of the two tasks rather than any surface differences 

in design. Arguably, if impairment in intuitive reasoning leads people with ASC to use a 

deliberative approach to decision-making (Brosnan et al., 2016), the emotionally salient 

nature of task materials should not affect performance. Conversely, weak central 

coherence in individuals with ASC may lead to perceptual salience of current over 

previous information and result in a greater effect of emotionally laden over neutral 

stimuli on hasty decision-making, as previously reported for TD populations. 

The main research hypothesis for this study is thus formulated as follows: Data-

gathering style (measured as draws to decision) will differ between people with and 

without autism and according to task type (neutral vs emotionally salient stimuli), 

independent of levels of paranoia, social anxiety and systemising. 

 

 

Methods 

Participants 

Two groups of participants were recruited for the study:  

(1) Adults with an Autism Spectrum Condition (ASC).  This was defined to 

include individuals with a diagnosis of Asperger Syndrome, High 

Functioning Autism, Autism, Atypical Autism, Pervasive Developmental 

Disorder (PDD) and PDD not otherwise specified).  

(2) Adults without ASC diagnosis, henceforth referred to as the typically 

developing group (TD).  
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Exclusion criteria. All participants:  (1) under 18 years of age;  (2) completion time 

<5 minutes or > one hour; (3) multiple entries by the same participant. 

ASC group participants: no formal diagnosis of autism. 

TD group participants: positive autism screen on the AQ10. 

Recruitment. Participants for both groups were recruited via adverts on social 

media, including Twitter, Facebook groups, websites targeted at people with Autism, 

mailing lists of the National Autism Society and posters with QR codes displayed in public 

places. (Refer to Appendix 1 for a list of recruitment sites and the study advert). 

Analysis Plan. To test the main hypothesis, a Repeated Measures Multiple Analysis 

of Covariance (MANCOVA) will be conducted, with presence /absence of ASC as the 

binary factor, paranoia (GPTS score) as the covariate and draws to decision on the Beads 

Task and the Survey Task as the two paired response variables. 

Preliminary analysis will assess the performance of the clinical measures for each 

group and will check for collinearity between paranoia, social anxiety and systemising 

scores, to decide whether social anxiety and systemising make a sufficiently independent 

contribution to reduced data- gathering and therefore should be controlled for as 

confounders by adding them as additional covariates to the MANCOVA. 

Sample size and power. As resources for estimating sample size for MANCOVA 

could not be identified, a power calculation for a repeated measures MANOVA was 

conducted using G*Power (Faul, Erdfelder, Lang, & Buchner, 2007), based on the 

rationale that the addition of covariates reduces degrees of freedom, therefore the 

sample size to achieve the same level of power for MANCOVA is slightly smaller than that 

for MANOVA (Dattalo, 2008). For the sample size calculation (included in Appendix B) 

alpha and beta were set to conventional levels at .05 and 0.8., respectively and a 

correlation co-efficient of 0.8 was assumed between the two repeated measures. The 

sample size required to detect a small to medium effect size (F= 0.25) was calculated as 

116 participants in total. For a multiple regression of draws to decision with three 

predictors (paranoia, social anxiety and systemising) a required sample size of 124 

participants was calculated to achieve 80% power to detect a small effect size (r=0.10) for 

a two tailed test.  
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Questions on Demographic and Diagnostic Information 

All participants were asked to provide information on their age, gender, highest 

educational qualification, past mental health diagnoses, current mental health difficulties 

and whether they identified as having an ASC. Participants who identified as having an 

ASC were asked further questions to establish details of when and where they had 

received their diagnosis (see Appendix 1 for details).  

 

Clinical Measures 

All measures used in this study are freely available and have been included in 

Appendix 1. 

Autism-Spectrum Quotient Screening Tool (AQ-10). The AQ10 is a brief ten-item 

questionnaire which was developed to provide a ‘red flag’ for autism sufficiently brief to 

be used in primary care practice (Allison, Auyeung, & Baron-Cohen, 2012). It is currently 

recommended as a screening tool in the NICE guideline on Diagnosis and Management of 

Autism Spectrum Disorder in Adults (CG142, 2012). The questionnaire is composed of the 

top two most discriminatory items from the AQ-50 and as such is not designed to be 

internally consistent. The AQ-10 has been reported to have a sensitivity of 79.87% [CI 

95%: 69.13% to 90.60%] and a specificity of 87.31% [CI 95%: 76.87% to 95.52%]. It has 

been judged to perform reasonably similar to the full AQ-50 (Booth et al., 2013). 

The AQ-10 was included to enable screening out of possible undiagnosed cases of 

ASC from the control group. 

Autism-Spectrum Quotient (AQ50) - Systemising Factor. The five-item 

numbers/patterns subscale of the AQ50 (Baron-Cohen, Wheelwright, Skinner, Martin, & 

Clubley, 2001) was used to measure respondents’ degree of “systemising“.  The subscale 

was explored by Hoekstra and colleagues (2011), with each item rated on a four point 

response scale ranging from 0 to 3. The numbers/patterns factors has previously been 

shown to correlate strongly with the Systemising Quotient Questionnaire (SQ, Wakabashi 

et al., 2006, cited in Brosnan et al., 2014:515) and has been suggested to be linked to 

dominance of Type 2 reasoning style in individuals with ASC.  The AQ-50 systemising 

factor was included to enable comparison with previous research (Brosnan et al., 2014), 
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which found a positive correlation between systemising scores and number of draws to 

decision on the beads task for ASC and TD individuals (Brosnan et al., 2014). 

Green et al. Paranoid Thoughts Scale (GPTS). The GPTS is a 32-item self-report 

measure composed of two subscales containing 16 items each, measuring ideas of social 

reference and persecution, respectively. It was developed to provide a measure of 

paranoia as a continuous variable in clinical and non-clinical populations (Green et al., 

2008). Respondents are asked to rate each symptom statement on a scale ranging from 1 

(“not at all”) to 5 (“totally”). Total score ranges from 32 - 160. The GPTS has been shown 

to  have good test-retest-reliability (intraclass correlation coefficient = .87) and excellent 

internal consistency (Cronbach’s α = 0.90 - 0.95) in clinical and non-clinical populations 

alike (Green et al., 2008). In line with the continuum model of paranoia, there is no 

suggested clinical cut-off, but mean scores are reported as 48.8 (SD 18.7) for the non-

clinical group and as 101.9 (SD 29.8) for the clinical group. 

The scale was chosen because it is a widely used assessment of paranoia with 

strong psychometric properties, and it fits with the continuum model of paranoia (D. 

Freeman et al., 2005). It is clearly worded and has good convergent validity with two 

other measures of paranoia and delusions frequently used in association with the beads 

task paradigm: the Peters et al. Delusions Inventory (Peters et al., 1999) and the Paranoia 

Scale (PS, Fenigstein and Vanable, 1992). Significant correlations between the GPTS and 

these scales are reported as Spearman’s ρ=0.43 to 0.39 for the PDI and 0.71 to 0.81 for 

the PS (Green et al., 2008). The GPTS has been used in previous research examining the 

performance of ASC individuals on the beads task (Jänsch & Hare, 2014).  

Social Anxiety Interaction Scale (SIAS). The SIAS (Mattick & Clarke, 1998) is a 20-

item self-report measure designed to tap into the construct of fear of social interaction. It 

asks respondents to rate their thoughts and feelings in social situations on a five-point 

scale ranging from 0 (not at all characteristic of me) to 4 (extremely characteristic of me) 

in line with diagnostic criteria for social phobia and social anxiety. It was developed to 

assess prevalence, severity, and treatment outcomes of social phobia and social anxiety 

disorders. The total maximum score is 80 and clinical cut-offs have been suggested as 

=>34 for social phobia and =>43 for generalised social anxiety. The authors report good 

internal consistency with Cronbach's alphas ranging from 0.88-0.93 and a test-retest 

reliability of 0.90.  



 

168 
 

A measure of social anxiety was included in view of the high levels of social anxiety 

reported for adults with ASC.  The SIAS focuses on fears associated with social interaction 

rather than fear of negative evaluation or ideas of reference and therefore has minimal 

overlap with the item statements included in the GPTS.  

 

Experimental Tasks 

Beads Task. 

This study adapted the 60:40 version of the beads task for computerised 

presentation (see Appendix 1). The point at which participants opted to make a decision 

was recorded as a continuous variable (draws to decision, DtD). Decisions made after 

seeing less than three beads/words were classed as ‘jumping to conclusions’ and 

recorded as a categorical variable (JTC bias). After participants had chosen a jar, they 

were asked to rate how confident they felt in their decision by dragging a slider onto a 

value between 0 and 100. This was recorded as a continuous variable ‘confidence’. 

Completion time for the task and whether participants chose the correct jar was also 

recorded. 

Survey Task. An emotionally salient and logically equivalent computerised version 

of the beads task was created based on the instructions and materials employed in two 

previous studies (REJ Dudley et al., 1997; Young & Bentall, 1997). The survey task 

presents participants with a series of positive and negative personality traits words (e.g. 

generous, annoying). They are informed that the words are drawn at random from one of 

two surveys, one survey describing Person A, who is mostly liked and has been described 

with positive trait words by 60 out of a 100 people who took part in the survey, and 

Person B, who is mostly disliked and has been described with negative trait words by 60 

out of 100 people. Participants were shown a visual representation of the two surveys 

and the order of positive and negative words was equivalent to the order of different 

coloured beads. The survey task generated the same variables as the classic beads task to 

enable within-group comparisons. 

In both versions of the task, the beads /words previously taken from the 

jar/survey were displayed in order at the bottom of the screen to eliminate the need for 
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participants to remember previous draws. (Full instructions for both tasks, order of 

beads/words and screen shots are included in Appendix 1.) 

 

Procedure 

All materials were presented online using the Qualtrics online platform to ensure 

consistency of administration. Order of task type (survey/beads) and task version 

(blue/yellow beads and positive/negative personality traits) was counterbalanced using 

the inbuilt randomisation function. After completing the final task, participants were 

invited to rate their enjoyment of each task on a scale from -10 to +10 and provide 

qualitative feedback on their experience of the tasks. An overview of the procedure and a 

flowchart of the order of measures, tasks and randomisation points are provided in 

Appendix 1.   

 

Ethics 

Ethical approval for the study was obtained from the University of Bath Ethics 

Committee (ref 16-298) which applies the ethical code endorsed by the British 

Psychological Society. Draft versions of the study materials were piloted with three 

adults, including an individual with ASC, to gauge approximate completion time, ensure 

intelligibility of materials and adjust the presentation of tasks to the needs of individuals 

with ASC.  Participants were made aware of their right to withdraw from the study at any 

point and were assured that no personally identifiable would be stored. On completion, 

participants received debrief information about the rationale behind the experimental 

tasks and were provided with links to further information and support for mental health 

difficulties (PIS, consent form and debrief information are provided in Appendix 1).  

 

Results 
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Figure 1: CONSORT Flowchart 

Results from 39 participants with an ASC and 64 typically developed controls were 

included in the analysis. Table 1 shows participant characteristics and differences 

between groups. The ASC and TD groups differed in age with the TD group being slightly 

older (TD mean age in years=38.0, sd=11.9; ASC mean age in years 31.9, sd=13.0; 

t(101)=2.43, p=.019, 95% CI [1.22,10.73]. The odds of having been diagnosed with a 

mental health problem and for currently experiencing mental health difficulties were 2.4 

and 5.6 times higher, respectively, for individuals in the autism group. 

Descriptive Data 

Figure 1 provides a CONSORT diagram to show flow of participants through the 

study. Dependent variables comprised scores on clinical measures which were all 

continuous (GPTS, SIAS, PDI-persecutory ideation item and AQ50-systemising factor) and 

variables measuring performance on the experimental tasks (DtD, confidence at decision 

and completion time as continuous variables, and JTC bias and correct jar/survey choice 

as a categorical variable). 
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Table 1: Participants’ Demographic and Diagnostic Details (N=103)

 

Reliability of clinical measures was very good for paranoia (GPTS) and social 

anxiety (SIAS) measures and satisfactory for the systemising factor (AQ50) for each group 

and for the sample as a whole (see Table 2).  

Table 2: Performance of Clinical Measures (Cronbach’s alpha) 
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Preliminary Data Checks and Revised Analysis Plan 

When data were assessed for outliers, normality, linearity and homogeneity of 

variances through inspection of histograms, boxplots, frequencies and P-P and Q-Q plots, 

significant skewness and kurtosis were evident in a number of the dependent variables. 

Non-normality was also confirmed statistically using the K-S test and Levene’s test (see 

Appendix 2). 

Review of extreme scores did not suggest obvious reasons for the exclusion or 

adjustment of these scores, Removal of extreme scores was not feasible as one of the 

outcomes of interest, the JTC bias, is defined as an extreme score. It was also not possible 

to transform the data to make it normally distributed The decision was therefore taken to 

conduct analyses using non-parametric tests (Spearman’s rho, Mann-Witney U test, 

Wilcoxon’s Signed Rank Test and Pearson’s Chi Square).  

The initial research hypothesis was split into five individual hypotheses as 

specified below to adjust to the constraints placed on analysis arising from the use of 

non-parametric tests. 

1. The ASC group will differ from the TD group in number of draws to decision 

on both versions of the task.  

2. The proportion of individuals showing a JTC bias will differ between the TD 

and ASC groups.  

3. Task design will affect performance for the TD group but not the ASC 

group, with the TD group predicted to show hastier decision-making (less 

DtD) on the emotionally salient version of the task (survey task). 

4. Paranoia will be negatively associated with draws to decision on the beads 

task in both groups. 

5. Scores on the systemising traits factor (AQ50) will be associated with 

draws to decisions on the beads task in both groups.  

 

The data met assumptions for non-parametric tests in terms of independent 

observations.  Bootstrapping will be used where possible to increase robustness of tests 

and take into account the non-nromal distribution of the sample data. Bootstrapped and 

bias corrected 95% confidence intervals for parameters are reported in square brackets. 
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Comparison of Clinical Measures between Groups 

Bootstrapped t-tests were conducted for normally distributed AQ10 and AQ50 

scores and Mann-Witney U tests for GPTS and SIAS scores due to their high levels of skew.  

As expected, scores for autism traits (AQ10) and for systemising (AQ50 five-item 

factor) were higher in the ASC than the TD group, with mean differences in scores of 3.96 

points and 5.09 points, respectively. Paranoia and social anxiety were also higher in the 

ASC group, with median difference in scores of 9 and 31 points, respectively. All between-

group differences were highly statistically significant (Table 3). 

Paranoia was significantly positively correlated with social anxiety in both groups. 

For the TD group, Spearman’s rho was calculated as: rs.=.52, BCa CI [.284,.702]; p<.001 

and for the ASC group: rs.=.37, BCa CI [.061, .623]; p=.01. GPTS and SIAS scores thus 

account for 27% of variance in the ranks of scores in the TD group (R2=0.27) and for 14% 

of variance for the ASC group. 

Table 3: Performance of Clinical Measures 

 

 

Planned Comparisons  

Statistical results of between-group comparisons on continuous task performance 

variables are summarised in Table 4. 



 

174 
 

 

Hypothesis 1: The ASC group will differ from the TD group in number of draws to 

decision on both versions of the task.  

The ASC group requested a greater number of beads on both versions of the task, 

with a median group difference of 1.5 beads for the beads task and 3.5 words for the 

survey task. Both differences were statistically significant. Beads task: U=1,595.50, z= 

2.38, p=.017, r=0.24. Survey task: U=1,659.00, z=2.84, p=.005, r=0.28. 

 

 

Table 4: Continuous Dependent Variables Derived from Task Performance 
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Figure 2: Percentage of individuals jumping to conclusions 

 

Hypothesis 2: The proportion of individuals showing a JTC bias will differ between 

the TD and ASC groups.  

There was a significant negative association between autism and the JTC bias 

(defined as drawing less than 3 beads) on both versions of the task. Based on the odds 

ratio, the odds of jumping to conclusions were 4.6 times higher for individuals in the TD 

group than the ASC group (3.7 times on beads task; 4.9 times on the survey tasks). Results 

are shown in Figure 2 and Table 5.  

Table 5: JTC Bias on Tasks for TD and ASC Groups 
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Hypothesis 3: Task design will affect performance for the TD group but not the 

ASC group, with the TD group predicted to show hastier decision-making (less DtD) on the 

emotionally salient version of the task (survey task). 

Wilcoxon’s Signed Rank Test was used to compare the groups (ASD and TDC) on 

the two task versions.  Task design was not found to significantly affect performance in 

either group. TD group: T=220, p=.407, r=-.007; ASC group: T=110, p=.851, r=.006.  For 

the TD group, mean and median of DtD decreased by 0.44 and 1.5 beads, respectively, on 

the survey task. In the ASC group, mean and median of DtD increased by 0.18 and 0.5 

beads, respectively, on the survey task.   

 

Hypothesis 4: Paranoia will be negatively associated with draws to decision on the 

beads task in both groups. 

There was no discernible correlation between paranoia and DtD on the beads task 

for either group: TD group, rs=-170 BCa CI [.-387, .080], p=.180; ASC group rs=-.135 BCa CI 

[-.444, .208], p=.413.  

 
 

Figure 3: Scatterplot of Paranoia Scores and Draws to Decision on the Beads Task 
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Visual inspection of the scatterplot (Figure 3) for performance on the beads task 

suggests that individuals who showed a JTC bias did not have higher levels of paranoia 

than those who did not.  

 

Hypothesis 5: Scores on the systemising traits factor (AQ50) will be associated 

with draws to decisions on the beads task in both groups.  

There was no statistically significant relationship between systemising and DtD on 

the beads task for either group, (TD group rs=-.060 BCa CI [.-299, .201], p=.318; ASC 

group, rs=-303 BCa CI [-.551, -.015] p=.064. 

 

Exploratory Analysis 

Posthoc exploratory analysis found no significant differences in degree of 

confidence at decision or in completion time between groups (Table 4). There was also no 

difference in the proportion of individuals who chose the correct jar between the TD and 

the ASC group, 2(1)=.302, p=.741. 

 

Discussion 

Summary of Findings 

Data-gathering style was investigated in 39 adults with ASC and 64 typically 

developed controls using two probabilistic reasoning tasks: the beads task and an 

emotionally salient equivalent. Despite higher levels of paranoia and social anxiety, the 

ASC group requested more information and were less likely to show a JTC bias than the 

TD group on both tasks. Results suggest that data-gathering style may not be a 

contributory factor for paranoia in autism, consistent with the proposal of a differential 

cognitive structure of paranoia in individuals with ASC. 

The nature of task materials (i.e. the neutral beads task versus the emotionally 

salient survey task) did not seem to affect performance, with no difference between 

draws to decision between tasks. 
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Contrary to previous findings (Brosnan et al., 2014), higher scores on the AQ50 

systemising factor were not associated with greater number of draws to decision. 

However, in line with Brosnan et al.’s previous findings, exploratory analysis found no 

difference in confidence at decision between the two groups. This suggests that 

individuals with ASC make decisions at similar thresholds of certainty compared to TD 

individuals, but required a greater amount of information to reach certainty. 

 Surprisingly, and in contrast to previous findings for TD individuals with 

persecutory ideation, there was no association between paranoia scores and draws to 

decision for either of the groups. These findings conflict with Jänsch and Hare’s (2014) 

study, which found that 33% of their ASC sample showed a JTC bias on the 60:40 version 

of the beads task. Levels of paranoia were slightly higher and more widely distributed in 

their ASC sample (Mdn=58, IQR=63), however, it seems unlikely that a 10 point difference 

in GPTS median scores would account for the observed difference in task performance 

between the two studies.  

This study found a comparatively high percentage of individuals (36%) in the TD 

group demonstrating a JTC bias. Previous research typically reports presence of a JTC bias 

for between 10-20% of non-clinical controls groups on the 60:40 version of the beads task 

(Fine et al, 2007). While high levels of mental health comorbidities in the TD group (50% 

had received at least one previous mental health diagnosis) may have contributed to a 

greater proportion of the group jumped to conclusions on either version of the task, it 

should also be considered whether the medium of task administration, i.e. anonymous 

online completion, may have impacted on participants’ level of engagement with the 

tasks. In other words, did fewer individuals commit to responding to task instructions and 

the decision-making tasks with due levels of diligence, or did the absence of a co-present 

investigator being present lead people to terminate the tasks prematurely? The high 

internal consistency achieved for the social anxiety measure (SIAS) in both groups, which 

included a number of reverse scored items and which participants were asked to 

complete between the two tasks, suggests that participants made considered choices on 

questionnaire items. High degrees of correlation between amounts of information 

requested and confidence ratings at point of decision-making for the two tasks further 

suggest that participants were adequately engaged with the tasks themselves. Arguably, 

absence of a co-present researcher removes the risk of participants feeling pressurised to 
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reach a decision quickly due to demand characteristics. It is therefore unlikely that the 

high proportion of TD individuals found to show a JTC bias in this study is attributable to 

the tasks being administered online.  

There was a statistically significant difference in age between the two groups, with 

individuals in the TD group being on average 6.1 years older than those in the ASC group. 

Some scholars (Lunt et al., 2012) have suggested that jumping to conclusion may 

represent a cognitive deficit rather than a bias and may be associated with impairments 

in temporal sequencing or working memory (Robert Dudley, Cavanagh, Daley, & Smith, 

2015). As working memory reduces with age, age should be considered as a potential 

confounding factor for task performance. However, meta-analysis of by Ross et al. (2013) 

of 38 clinical and non-clinical samples did not identify age as a sample-level moderator to 

be a statistically significant predictor of effect size. In the present study, age did not show 

a significant correlation with draws to decision on task performance in either group (TD 

group, rs=.073, BCa 95% CI [.-177, .310], p=.565. and ASC group, rs=-.024, BCa 95% CI [.-

534, .063], p=.851) and therefore is unlikely to have confounded between-group 

differences in task performance. 

The here presented findings conflict with a host of previous research which has 

found a dose-response relationship of paranoia and delusions with reduced-data-

gathering and presence of a JTC bias (Ross et al., 2015; So et al., 2016). These findings are 

difficult to explain and warrant further investigation. Individuals with ASC do not present 

a homogenous group and future studies may want to differentiate between different 

autism profiles, in particular with regard to the presence of alexithymia. If circumspect 

reasoning style and a logical approach to decision-making result from impairments in 

intuitive Type 1 reasoning, as proposed by Brosnan et al. (2016), it is possible that 

individuals with ASC but intact interoceptive abilities may make hastier decisions on the 

tasks than their alexithymic counterparts (Shah, Catmur, & Bird, 2016). 

However, the here presented findings, and in particular, the null findings, should 

be treated with caution due to issues of statistical power and multiple comparisons, 

which may have increased risks of Type 2 and Type 1 errors, respectively.  The analysis 

only had 69% power to detect a statistically significant small to medium effect size (>0.3) 

of an association between paranoia and draws to decision in the TD group for a two-tailed 

hypothesis. For the ASC group, the power to find a statistically significant small effect size 
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was 48%. Revisions to the original analysis plan that were required in view of the non-

linear and non-normal distribution of the data meant that several non-parametric tests 

had to be employed to examine aspects of the original research hypothesis separately 

instead of being able to employ a single test (MANCOVA).  This resulted in multiple 

comparisons being made and therefore inflated the likelihood of a Type 1 error. Five 

planned comparisons (3 x Chi square and 2 x Mann-Whitney U) were required to test for 

between-group differences in data-gathering on the two tasks between ASC and TD 

individuals.  Four planned comparisons tested for correlations between clinical measures 

(paranoia and systemising) and draws to decision on either task.  A further four posthoc 

tests were carried out to compare task performance between groups with regard degree 

of confidence at decision-making and completion time.   

Methods to keep the likelihood of Type 1 error at an acceptable level despite 

multiple tests being carried out on the same data include selection of boot-strapping 

when carrying out statistical tests in SPSS and the Bonferroni correction (Field, 2013). The 

Bonferroni correction is applied by dividing the customary alpha level of .05 by the 

number of comparisons carried out on the same data.  

If a Bonferroni correction was applied to the tests carried out in this study, only 

alpha level of >.01 should be considered statistically significant, thereby keeping the 

likelihood of a Type 1 error at the conventional level of 1 in 20. Such a correction would 

have resulted in rendering the difference between the ASC and TD groups for draws to 

decision and presence of JTC bias on the beads task statistically nonsignificant, whereas 

statistically significant differences on the   survey task would have been upheld.  

The null findings with regard to an association between paranoia or systemising 

and draws to decision on either version of the task should be interpreted carefully in view 

of the reduced power of non-parametric compared to parametric tests and the fact that 

the actual sample size only provided 50% and 70% power for the ASC and TD groups, 

respectively, to detect a small to medium effect size of 0.3. Nevertheless, visual 

inspection of scatterplots mapping paranoia and systemising scores against draws to 

decision confirm the absence of even a non-significant trend for both groups with regard 

to systemising and in the ASC group with regard to paranoia.  
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Limitations of this Study 

This study was designed as an anonymous online survey to maximise recruitment 

of community samples of people with ASC and typically developed controls within a short 

time-frame. Self-selection of participants resulted in unequal groups with regard to 

sample size, age and gender. While the online format ensured consistency in the 

administration of the experimental tasks, removed demand characteristics with regard to 

draws to decision and reduced missing data, it meant that participants’ understanding of 

instructions and engagement with the tasks could not be observed or corrected. 

Materials were piloted with an ASC participant and revised to improve readability, but 

qualitative feedback given at the end of the survey (Appendix 1) suggests that a couple of 

participants may nevertheless have struggled with comprehending the task instructions. 

Miscomprehension has been highlighted as a potential confounder for the beads task 

(Balzan, Delfabbro, & Galletly, 2012) and while other participants’ responses suggested 

that they had understood the instructions, assessment of comprehension may be 

desirable to include in future research using this paradigm. 

Autism Spectrum Disorder as a diagnostic category is characterised by substantial 

heterogeneity, with recent changes in DSM-5 codes and criteria reflecting diversity in the 

possible combination of impairments in the areas of communication, social interaction 

and social imagination and thought flexibility Researchers are now starting to pay closer 

attention to how severity of specific impairments in relation to each other may influence 

individual performance on social and non-social tasks. In this study, participants who 

identified as having an ASC were not differentiated further into subtypes of Autism 

Spectrum Disorder. Reliance on online recruitment methods also meant that accuracy of 

autism diagnosis could not be independently verified. Instead, validity of self-reported 

ASC status was assessed using a series of carefully designed questions and a short autism 

screening instrument: those without formal ASC diagnosis and those scoring positive on 

the screen were excluded from the ASC group and TD group, respectively. It is therefore 

not possible to assess to what extent the findings of this study are representative of 

individuals with different subtypes of autism.  
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There was gender imbalance between groups, with the TD group having a higher 

proportion of female participants than the ASC group. While this difference did not reach 

statistical significance, the proportion of females in the ASC group was also high (49%) 

and not representative of the 4:1 ratio of males to females currently diagnosed with 

autism in the general population. However, with regard to reasoning style, Brosnan et al.  

(2016) suggest that autism traits are distributed similarly for males and females with an 

autism diagnosis. Similarly, gender has not been identified as a relevant variable for 

performance on the beads task in previous research. 

The study relied on self-report measures of social anxiety, paranoia and presence 

of persecutory delusions that while also employed in other studies with ASC participants 

have not been validated in this population. However, reliability data on the performance 

of these measures within the two groups and the entire sample were shown to have good 

internal consistency. 

There is currently no appropriately validated instrument for measuring levels of 

paranoia in autism. While previous studies using instruments such as the PS, PDI and 

GPTS have consistently report higher levels of paranoia for individuals with ASC, it might 

be argued that higher scores on these measures simply reflect that individuals with ASC 

are more likely to struggle with inferring other people’s social intentions due to 

impairments in Theory of Mind skills and are more likely to have experienced negative 

social interactions, bullying and marginalisation from peer groups (Maddox & White, 

2015; Schroeder et al., 2014). Affirmative responses to questionnaire items that ask about 

experiences of being judged, being laughed at, and of others dropping hints, being hostile 

or trying to annoy the person (GPTS items A3, A4, A6, B5, B15) thus may represent 

accurate descriptions of  the social experiences of individuals with ASC instead of 

indicating presence of ideas of reference and persecutory ideation. Furthermore, the fact 

that ASC is characterised by greater cognitive rigidity and fixity of beliefs means that 

questionnaire items that ask about level of conviction are likely to elicit maximum scores 

from individuals with ASC. When piloting the study materials, a participant with ASC 

identified a problem with the question ‘how true do you think this belief is?” as the idea 

of holding a belief without also believing that it was true appeared nonsensical to this 

individual. Therefore, there is a possibility that the higher levels of paranoia observed for 

individuals with ASC are an artefact arising from criterion contamination. Future research 
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should employ observational measures of paranoia (Daniel Freeman et al., 2008) in 

addition to standardised measures when examining paranoia in individuals with ASC.  

The study did not include a measure of IQ. Previous research in the context of first 

episode psychosis has suggested that neurocognitive functioning, and specifically working 

memory deficits, may affect task performance (Falcone et al., 2014), while meta-analysis 

of 38 studies (Ross et al., 2015) examining the relationship between the JTC bias and 

delusions did not find evidence for an indepdent effect of IQ itself. This study included a 

visual aid memoir of previously drawn beads and words to minimise demands on working 

memory. Nevertheless, future research should investigate the possible impact of working 

memory deficits on the JTC bias. 

 

Directions for Future Research 

This study presents some preliminary evidence that CBT interventions targeting 

reasoning style as a contributory factor in paranoia may need to be adapted for 

individuals with ASC, as reduced data-gathering does not seem to be an issue for this 

group. Regarding an alternative conceptualisation of paranoia in autism, it may be 

speculated on the basis of clinical presentations whether paranoia in ASC has more of a 

‘social anxiety feel’ to it, i.e. a general sense of threat from others rather than well-

developed ideas about conspiracy theories or specific harmful people, plots and 

consequences (Stopa, Denton, Wingfield, & Taylor, 2013). Large longitudinal studies as 

well as qualitative research methods may be helpful in exploring the aetiology of paranoia 

in autism, e.g. tracing the influence of adverse life experiences such as e.g. bullying, social 

interaction difficulties and isolation.  

Regarding the finding of higher than average levels of paranoia in individuals with 

ASC, for which this study has provided further evidence, Freeman et al. (2008) have 

identified anomalous experiences, and in particular, chemo-sensation, as a possible 

predictor for the development of paranoia beyond social anxiety in some individuals (D 

Freeman et al., 2008). This is an interesting consideration in the context of autism, as 

many individuals with ASC report sensory sensitivities, and warrants further investigation 

as a vulnerability factor for the development of paranoia.  
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Letter of Approval from University of Bath Ethics Committee 
 

Dr Nathalia Gjersoe 

Chair, Psychology Ethics Committee 

E-mail: psychology-ethics@bath.ac.uk 

 

 

 

Department of Psychology 

 

Bath BA2 7AY ∙ United Kingdom 

 

31st January 2016 

Dear Kristina, 

Reference number 16-298: Social confidence and decision-making in autism 

I am writing to confirm that the Psychology Ethics Committee has provided full ethical approval 

for the above project. 

Best wishes with your research. 

Dr Nathalia Gjersoe  

Chair, Psychology Research Ethics Committee 
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Study Documents 

Study Advert 

 

List of Recruitment Sites and Channels 

Participants will be recruited via email lists, autism-specific websites and social media 

(Facebook). Participants with autistic spectrum conditions will be targeted via the following 

autism specific mailing lists and websites: 

·         National Autistic Society (NAS), South Wiltshire Branch Facebook group) 
·         NAS Avon and Bristol Branch mailing lists 
·         NAS Bristol Branch mailing list 
·         AspiesCentral.com  
·         Reddit.com – Autism subreddit  
·         Asperger and ASD UK Online Forum 
·         Ambitiousaboutautism  
·         Autism UK Forum 
·         WrongPlanet 

Participants without autistic spectrum conditions will be recruited in the same manner as 

the autism group and also as a convenience sample via social media (Facebook and 
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Twitter) and may be targeted more selectively to ensure that they are matched as closely 

as possible to the autism group with regard to age and gender (i.e. the study advert will be 

modified to specify a more narrow age range or gender, if required). 

The outlined approach involving the listed websites and mailing lists has worked well for 

previous clinical psychology projects conducted at Bath University seeking to recruit these 

groups online. 

 

Participant Information Sheet 
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Consent Form 
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Debrief Information Sheet 

Many thanks for taking part in this study! Your response has been recorded. 
Your participation will contribute to our understanding of the links between social confidence and 

decision-making, and how this may be different for people with and without autism spectrum 

conditions (ASC). 

Which jar did the beads come from? 
We hope you have enjoyed completing the beads task and the person survey task. There is no 

right or wrong answers to these tasks.  

Statistically speaking, there is a greater likelihood of the beads or words coming from one of the 

jars or one of the person surveys and this likelihood changes during the process of drawing more 

beads or words. What we were interested in in this study is how many beads or words people ask 

to see before they feel sufficiently confident to make a decision or ‘best guess’ in the two 

different tasks. We also want to know whether the type of task itself makes a difference to how 

people approach the decision. 

People use different data-gathering strategies 
Previous studies using these tasks have found that people with ASC want to see more beads - that 

is, gather more information - before making up their mind than people without ASC.  

Previous research has also shown that people who feel anxious about social situations and worry 

that others might think or talk badly about them, or even try to harm them, tend to want to see 

only very few beads or words before making up their minds. 

Only one study so far has looked at how people with ASC who are socially anxious or worry that 

others might try to harm them make decisions on the beads task. There have not been any 

studies which have looked at how the nature of the task itself –beads or personality traits - may 

affect people’s decision-making strategies.  

Psychological therapies can help balance unhelpful strategies  
Psychological therapies can help people who lack social confidence or worry about others trying 

to harm them.  By learning more about our data-gathering and decision-making styles, we can 

become aware of problematic patterns and work towards a more helpful balance. This study 

seeks to understand the links between data-gathering style and degree of social confidence in 

people with and without ASC. We hope that insights gained from this work can help us adapt 

standard psychological therapies for people with ASC. Thank you for your contribution to this 

work.  

 

Feeling worried about other people or social situations? 
If you are somebody who feels anxious in social situations or someone who worries about other 

people talking badly about you or wanting to harm you - you are NOT alone. AND, there is help 

available.  

Similarly, if you have felt upset about any of the questions you were asked as part of this study, 

the following websites can provide helpful further information and support as well as contact 

details for people you can talk to. 
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Social Anxiety UK    http://www.social-anxiety.org.uk/ 

Social anxiety affects around 10% of people without ASC and around 40-50% of people with ASC 

at some point in their lives. You can find more information and support for social anxiety 

following the above link. 

You can download a free self-help guide for social anxiety here: 

http://www.moodjuice.scot.nhs.uk/shynesssocialphobia.asp 

 

Samaritans  http://www.samaritans.org/ 

Samaritans provides confidential non-judgemental emotional support, 24 hours a day for 

people who are experiencing feelings of distress or despair, including those which could 

lead to suicide. 

UK: 08457 90 90 90 / ROI: 1850 60 90 90    Email: jo@samaritans.org 

 

Sane   http://www.sane.org.uk/SANEline 

SANEline is a national out-of-hours telephone helpline offering emotional support and 

information for people affected by mental health problems. 

Further questions or want to be informed about the findings?  
If you have any further questions about the study, please contact Kristina Bennert at 

k.bennert@bath.ac.uk. 

If you would like to be notified if this study is published in a scientific journal or you would like to 

receive a lay summary of the findings, please also contact Kristina Bennert at 

k.bennert@bath.ac.uk.   

 

Demographic and Diagnostic Questions 

About Yourself 

1. Your age (enter in years) 

2. Your gender (please tick) 

 male    female  

 other   prefer not to say 

 

3. What is your highest educational qualification? 

 None 

http://www.social-anxiety.org.uk/
http://www.moodjuice.scot.nhs.uk/shynesssocialphobia.asp
http://www.samaritans.org/
http://www.sane.org.uk/SANEline
mailto:k.bennert@bath.ac.uk
mailto:k.bennert@bath.ac.uk
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 GSCEs or equivalent 

 A-levels or equivalent 

 University first degree (e.g. BA, BSc)  

 Postgraduate qualification (e.g. MA, PhD) 

 Other (please state) 

 Prefer not to say 

 

4. (a) Do you identify as having an autism spectrum condition? (This includes 

Asperger Syndrome, mild autism or high functioning autism.) 

 yes        no     go to Question 5. 

↓ if yes 

(b) Who gave you your autism spectrum diagnosis? (please tick all that apply) 

 Self-diagnosed / friends and family 

 School teacher /GP 

 Paediatrician /Speech and Language Therapist 

 Child Mental Health Service 

 Specialist Child Autism Service 

 Adult Mental Health Service 

 Specialist Adult Autism Service 

 Other (please state ) _________ 

 

(c) Roughly at what age did you first get an autism spectrum diagnosis? (please 

tick one box only) 

 Before age of 5 / preschool 
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 Age 5 -11 / during primary school 

 Age 12-17 /during secondary school /college 

 Age 18 or over  

 

5. (a) Have you ever been diagnosed with mental health difficulties?  

Yes No  or    Prefer not to say   go to question 6. 

If yes ↓ 

(b) Please tell us which mental health difficulties you have been diagnosed 
with? (Please tick all that apply.) 

 Depression 

 Anxiety 

 Social anxiety 

 OCD 

 Psychosis / schizophrenia 

 Other  

6.  Are you currently experiencing any mental health difficulties?  

Yes No or Prefer not to say  go to Part 1b (AQ10 + 4 and PDI Q1) 

If yes ↓ 

Please tell us which mental health difficulties you are currently experiencing 

 Depression 

 Anxiety 

 Social anxiety 

 OCD 

 Psychosis / schizophrenia 
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 Other (please state) 

 

Clinical Outcome Measures 

Autism Quotient Screening Instrument (AQ10) and AQ50 Systemising Factor (5 items) 

Below are a list of statements. Please read each statement carefully and rate how strongly you 

agree or disagree with it by ticking the appropriate box. 

1. I often notice small sounds when 
others do not. 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

2. I usually concentrate more on the 
whole picture, rather than the small 
details. 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

3. I find it easy to do more than one 
thing at once. 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

4. If there is an interruption, I can 
switch back to what I was doing very 
quickly. 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

5. When I’m reading a story, I find it 
difficult to work out the characters’ 
intentions. 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

6. I find it easy to “read between the 
lines” when someone is talking to 
me. 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

7. I know how to tell if someone 
listening to me is getting bored. 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

8. I find it easy to work out what 
someone is thinking or feeling just 
by looking at their face. 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

9. I like to collect information about 
categories of things (e.g. types of 
car, types of bird, types of train, 
types of plant, etc.). 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 
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10. I find it difficult to work out people’s 
intentions. 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

11. I notice patterns in things all the 
time 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

12. I am fascinated by dates 
definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

 

13. I usually notice car number plates or 
similar strings of information 

definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 

 

14. I am fascinated by numbers 
definitely 

agree 

slightly 

agree 

slightly 

disagree 

definitely 

disagree 
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Green Paranoid Thoughts Scale (GPTS) 
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Social Interaction Anxiety Scale (SIAS) 

For each item, please tick the box to indicate the degree to which you feel the 

statement is characteristic or true for you. 

Characteristic of me…. 
Not 

at all Somewhat Moderately Very Extremely 

1. I get nervous if I have to speak with 
someone in authority (teacher, boss, 
etc.). 0 1 2 3 4 

2. I have difficulty making eye contact 
with others. 

0 1 2 3 4 

3. I become tense if I have to talk about 
myself or my feelings. 0 1 2 3 4 

4. I find it difficult to mix comfortably with 
the people I work with. 0 1 2 3 4 

5. I find it easy to make friends my own 
age. 

0 1 2 3 4 

6. I tense up if I meet an acquaintance in 
the street. 

0 1 2 3 4 

7. When mixing socially, I am 
uncomfortable. 

0 1 2 3 4 

8. I feel tense if I am alone with just one 
other person. 

0 1 2 3 4 

9. I am at ease meeting people at 
parties, etc. 

0 1 2 3 4 

10. I have difficulty talking with other 
people. 

0 1 2 3 4 

11. I find it easy to think of things to talk 
about. 

0 1 2 3 4 

12. I worry about expressing myself in 
case I appear awkward. 0 1 2 3 4 

13. I find it difficult to disagree with 
another’s point of view. 0 1 2 3 4 

14. I have difficulty talking to attractive 
persons of the opposite sex. 0 1 2 3 4 

15. I find myself worrying that I won’t 
know what to say in social situations. 0 1 2 3 4 

16. I am nervous mixing with people I 
don’t know well. 

0 1 2 3 4 

17. I feel I’ll say something embarrassing 
when talking. 

0 1 2 3 4 
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18. When mixing in a group, I find myself 
worrying I will be ignored. 0 1 2 3 4 

19. I am tense mixing in a group. 0 1 2 3 4 

20. I am unsure whether to greet 
someone I know only slightly. 0 1 2 3 4 

 

 

Peters Delusions Inventory (PDI) - Item for Persecutory Ideation 

Do you ever feel as if you are being persecuted in some way? 

(a) Yes       No  go to next questionnaire 

       ↓ 

(b) How distressing is this belief for you? 

Not at all distressing   1  2  3  4  5   Very Distressing  

(c) How often do you think about this belief? 

Hardly ever think about it   1  2  3  4  5   Think about it all the time 

(d) How true do you think this belief is? 

I don’t believe it’s true      2  3  4       5   I believe it is absolutely true 
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Research Procedure Overview 

Steps Measures and materials 

Recruitment Study advert distributed via NAS mailing lists, 
autism online groups and social media  

Consent 1: Information Online Participant Information Sheet  

Consent 2: Agreement Electronic Consent Form: confirming all 
statements and clicking ‘I agree’ takes participants 
to the first questionnaire page 

Part 1a 
 
 
Part 1b 

Participant details 
(no personally 
identifiable 
information) 

Demographic data (age, gender, education)  
Information about autism and mental health 
diagnoses 

Autism Screen to 
validate self-
reported status 

AQ10 +  4 questions from AQ50 ‘systemising 
factor’  
Item 4 from PDI with distress, frequency and 
conviction rating 

Part 2 Experimental Task 
1 

Beads Task (randomised version A or B) or Survey 
Task (randomised version A or B) 

Part 3 
 

Questionnaires (52 
items in total) 

Social Interaction Anxiety Scale (20 items) 
Green Paranoid Thoughts Scale Part 1 (16 items) 
Green Paranoid Thoughts Scale Part 2 (16 items) 

Part 4 Experimental Task 
2 

Beads Task (randomised version A or B) or Survey 
Task (randomised version A or B) 

Part 5 Feedback on tasks How did you find the beads task / survey task? 
[Analogue scale from distressing over neutral to 
enjoyable 
Is there anything else you would like to tell us 
about your experience of completing: 
the beads task? [open comment] 
the survey task? [open comment] 
 

Debrief Electronic debrief sheet with support agency info 
(to print off if needed) and researcher contact 
details 
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Task Design 

Beads Task Instructions 

 

 

Order of Beads (based on Dudley et al. 1997, 60:40 ratio version) 

Blue Condition: B Y Y B B Y B B B Y B B B B Y Y B Y Y B  
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Yellow Condition: Y B B Y Y B Y Y Y B Y Y Y Y B B Y B B Y  

Survey Task Instructions 
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Order of Words for Survey Task (based on Dudley et al. 1997) 

Positive Traits Condition 

1) generous 

2) annoying  

3) unreliable  

4) cheerful 

5) kind 

6) offensive 

7) amusing 

8) bright  

9) honest 

10) selfish 

11) wise 

12) gentle  

13) considerate 

14) helpful 

15) envious 

16) pessimistic  

17) polite 

18) mean  

19) cold-hearted 

20) friendly  

Negative Traits List  

1) annoying  

2) generous 

3) cheerful 

4) unreliable  

5) offensive 

6) kind 

7) selfish 

8) inconsiderate 

9) envious 

10) amusing 

11) cold-hearted 

12) pessimistic  

13) mean  

14) dishonest 

15) bright  

16) wise 

17) rude 

18) helpful  

19) gentle  

20) unfriendly 

Screenshot: Decide or Continue – Beads Task
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Screenshot: Deice and Rate Confidence –Beads Task 
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Screenshot: Decide and Rate Confidence –Survey Task 
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Screenshot: Halfway Message 
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Screenshot: Rating of Task Enjoyment and Feedback Invitation 
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Survey Flow
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Debrief Information 
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Participant Feedback on Taking Part 

TD Group Comments 

Is there anything else you would like to tell us about your experience of 

completing the two tasks? 

1. A bit anxious  

2. It was a guess based on probability - I could not be certain because the comment/ 

bead may have been from the other jar/ survey.  

3. They were basically the same task, presented differently  

4. They were the same task - one was about people, the other about beads but the 

task was exactly the same logic. 

5. For me it was a question of mathematical probability and level of certainty rather 

than a guessing game and level of confidence 

6. I felt more confident in the beads jar because i had had experience of doing the 

one before and also because it was more visual - the colours of the beads matched 

so it made me more certain whereas the adjectives i needed to interpret and then 

group, it wasn't as easy as just looking at the matching colours and 'knowing'. 

7. The bead task is harder to give an answer to as there are only 2 colours of beads 

whereas the words used to describe the people are all different and can be 

connective therefore a decision is easier to make 

8. Making a decision based on colour was easier, because no interpretation was 

needed in the way it was for the words. The colours were just there: bam. In both 

cases I drew ten words/beads to ensure a statistically representative sample. 

9. I essentially ended up guessing as it would take a long time to have enough 

beads/words to be certain. 

10. For the task of relating descriptive words to people who are 'mostly liked' or 

'mostly disliked', I think that it is not really possible to choose as there is no way of 

truly knowing. Just because people find somebody annoying at times, it doesn't 

mean that they dislike them or vice versa. 
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11. There was more doubt with the second task in my opinion, as the word when first 

shown seemed negative, however it could have easily been used for the positive 

person, by the 40% who were negative about that person. /  / The objects in a 

container were based more on facts and probabilities. 

12. It is only on new surroundings and among new people places  

13. N/A 

14. Confused about what they are designed to find out  

 

 ASC Group Comments 

1. No 

2. I'm not sure if I chose the correct education option. I am Canadian and completed 

a university streamed high school program and 3 out of 4 years of an Bachelors in 

education 

3. In the second test I thought that there was no indication: i.e. the jars contained the 

same number after extraction... 

4. They felt identical to me 

5. I approached both tasks the same way. I asked for 5 examples, then picked the 

person/jar based on which one got three or more — that is 60% — of the of the 

appropriate elements. /  / The first task had a complication since I had to first 

classify if a word was positive or negative, which required additional knowledge or 

vocabulary, word connotations and what's generally considered a positive or 

negative trait. By contrast, distinguishing between blue and yellow was much more 

straightforward and required no additional knowledge. /  / Beyond that, though, 

the two tasks were essentially interchangeable. /  

6. It seemed that page load times in the bread task were longer (possibly due to 

loading images farther than words), which made it less enjoyable.  Might be an 

effect of my network connection. 

7. i dont like the thought of people thinking or talking bad about each other 
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8. Perhaps judged the word one too quickly as annoying can be used in a positive way 

on occasion but I took it literally as negative. 

1. It's fairly obviously a binomial distribution (well, actually only approximately binomial 

since you are not replacing the token each time but the numbers are large enough for 

the approximation to be quite good, I think) / 2. Maximising the sample size is the 

obvious strategy for obtaining the best estimate of the probability. / 3. Once I'd 

realised the nature of the problem the social meaning of the first task disappeared for 

me; I found deriving the best estimate of P more interesting than thinking about 

feelings and words. 

9. Exactly the same = simply a matter of mathematical probability. 

10. Very frustrating to have to click "show me one more" again and again. Maybe 

"show all" should be an option for people like me who want to take a rational 

approach? 

11. No.  

12. Confused   

13. Words was harder because you can't just look and see it, you had to count good 

and bad 

14. N/a 

15. I did not understand the first one at all and found it confusing. /  / The second one I 

did understand, but I could not click on anything and did not like the fact that it 

was not fast enough. 

16. Beads from the jar could be done by counting.  I counted 40 blue remaining in the 

left-hand jar, so (unless I miscounted!) the blue bead must have been removed 

from the right-hand jar.    /  / Unless I didn't read the rubric carefully enough, the 

words problem was could only be done by probabilities. Since "generous" seems to 

be a positive word, the probability was 60% that it was used to describe the more 

popular person. (If I got my figures right!) 

17. I did not understand the instructions on the jellybean task.  I thought I was 

supposed to be comparing a before and after picture that would only change by 1 

jellybean at a time.  I have difficulty with written instructions alone without seeing 
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a task done then mimicking it and take longer than most people to understand.  It 

wasn't until the 2nd task that I figured out what to do.  Draw 10 items, seperate 

the words into two categories (positive and negative) and add up each category 

and mutliply by 10 to see which person is being described. 

18. They struck me as very similar.  

19. I find it confusing when you first asked something like "do you think you have been 

prosecuted?" I was bullied in middle school but I don't think people around me now 

are trying to prosecute me. So all my answers under that (15a I believe?) are about 

my feelings towards the bullying in middle school instead of feelings about being 

prosecuted now. Thanks. 

20. much harder to do second task, having to read the list each time and count the 

positive words vs the negative words. Much easier with colours in first task. If the 

intention was that I would be able to create a virtual persona based on all the 

qualities of the words given, that was not possible because they were conflicting, it 

was only possible to do it mathematically. 

21. I found the task about words describing people harder as it is more ambiguous. 
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Appendix 2: SPSS Outputs from Statistical Analysis 

POWER CALCULATIONS  

CHECKS FOR RANDOMISATION ACROSS SAMPLES 

PRELIMINARY TESTS AND CHECKS FOR BIASES IN THE DATA 

Histograms and Frequency Table 

Autism Quotient Screening Tool (AQ10 Scores). 

Autism Quotient Systemising Factors (AQ50- 5 Items). 

Paranoia (GPTS Scores). 

Social Anxiety (SIAS Scores). 

Checks for Outliers: P-P plots and Boxplots 

Table with standardised scores for skew and kurtosis in the distribution of clinical 

measures 

Tests for Normality for Distribution of Scores on Continuous Variables: Kolmogorov-

Smirnov Test and Q-Q Plots 

Tests of Homogeneity of Variance on Scores Between Groups: Levene’s Test 

BETWEEN-GROUP COMPARISONS FOR CLINICAL MEASURES 

Paranoia scores (GPTS) 

Social Anxiety Scores (SIAS) 

PLANNED COMPARISONS ON TASK PERFORMANCE VARIABLES 

HYPOTHESIS 1: SPSS OUTPUT 

Mann Witney U Test for Draws to Decision on the Beads Task for ASC and TD Groups 

Mann Witney U Test for Draws to Decision on the Survey Task for ASC and TD Groups 
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HYPOTHESIS 2: SPSS OUTPUT 

Chi Square for Autism * JTC bias 

HYPOTHESIS 3: SPSS OUTPUT 

Wilcoxon Singed Rank Test for Within Group Comparison of Task Performance between 

the two task versions: output for TD group and ASC group 

HYPOTHESIS 4: SPSS OUTPUT 

Spearman’s Bivariate Correlation, one-tailed, for Paranoia and Draws to Decision 

HYPOTHESIS 5: SPSS OUTPUT 

Spearman’s Bivariate Correlation, one-tailed, for Systemising and Draws to Decision 

SPSS OUTPUT FOR POSTHOC EXPLORATION OF TASK PERFORMANCE VARIABLES 

Mann Witney U Test for Confidence at Decision Beads Task and Survey Task 

Mann Witney U Test for Completion Time: Beads Task and Survey Task 

Chi Square Tests for Correct vs Incorrect Choice of Jar /Survey by Group 

Chi Square Test for Presence of Persecutory Ideation (single item from PDI) 
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Power Calculations 

Power calculation for original main research hypothesis: MANOVA (for MANCOVA)  
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Power Calculation for Multiple Regression with Three Predictors 
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Power Calculations for Revised Analysis Plan 

Posthoc power calculation  

Main comparison: draws to decision (Mann Witney U test): 
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A priori power calculation for bivariate correlation (Paranoia and Draws to decision) 

To detect a small to medium effect size (=>0.3), 84 cases are required (in each group) for 

a two-tailed hypothesis. For a medium effect size (=0.5), 29 in each group and for a large 

effect size (=0.7) 13 in each group. 
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Checks for Randomisation Across Samples 

 

task version beads * autism Crosstabulation 

Count   

 

autism 

Total no yes 

task version beads blue 37 26 63 

yellow 36 27 63 

Total 73 53 126 

 

 

task version survey * autism Crosstabulation 

Count   

 

autism 

Total no yes 

task version survey  negative traits 39 24 63 

positive traits 34 29 63 

Total 73 53 126 

 

 

task order * autism Crosstabulation 

Count   

 

autism 

Total no yes 

task order survey first 33 29 62 

beads first 40 24 64 

Total 73 53 126 
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Preliminary Tests and Checks for Biases in the Data  

 

Histograms and Frequency Table 

Autism Quotient Screening Tool (AQ10 Scores). 

 

Figure: Distribution of AQ10 Scores for TD and ASC Group 

 

 

Autism Quotient Systemising Factors (AQ50- 5 Items). 

 

Figure: Distribution of AQ50 Systemising Factor Scores for TD and ASC Group 
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Paranoia (GPTS Scores). 

 
 

Figure: Distribution of GPTS Scores for TD and ASC Group 

 

Social Anxiety (SIAS Scores). 

 
 

Figure: Distribution of GPTS Scores for TD and ASC Group 
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Table: Summary of Standardised Scores for Skew and Kurtosis in Clinical Measures 
Scores 

 zs zs zs zs 

AQ10 screen 0.742 -0.593 -1.714 1.224 

AQ50-factor 2.074* 0.202 -1.601 1.009 

GPTS 7.428*** 8.746*** 3.458** 1.109 

SIAS 2.231* -0.639 0.090 1.281 

 

 

Checks for Outliers: P-P plots and Boxplots 

  
 

Figure: P-P Plots for AQ10 – TD group and ASC Group 

 

  

Figure: P-P Plots for AQ50- Systemising Factor  – TD Group and ASC Group 
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Figure: P-P Plots for GPTS – TD group and ASC Group 

  
 

Figure: P-P Plots for SIAS – TD group and ASC Group 

 

 

 

Figure: Boxplots for GPTS – TD group and ASC Group 
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Figure: Boxplots for SIAS – TD group and ASC Group 

 

 

Figure: Boxplots for AQ50 – TD group and ASC Group 

 

 

Figure: Boxplots for Draws to Decision Beads Task– TD group and ASC Group 
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Figure: Boxplots for Draws to Decision Survey Task– TD group and ASC Group 

 
Tests for Normality for Distribution of Scores on Continuous Variables: Kolmogorov-

Smirnov Test and Q-Q Plots  

Tests of Normality 

 

autism 

Kolmogorov-Smirnova Shapiro-Wilk 

 
Statistic df Sig. Statistic df Sig. 

GPTS_total no .236 64 .000 .710 64 .000 

yes .204 38 .000 .838 38 .000 

SIAS_total no .151 64 .001 .935 64 .002 

yes .078 38 .200* .961 38 .203 

AQ50_sysfactor no .111 64 .047 .953 64 .015 

yes .138 38 .066 .955 38 .126 

DtD_beads no .174 64 .000 .876 64 .000 

yes .131 38 .097 .918 38 .009 

DtD_survey no .238 64 .000 .836 64 .000 

yes .095 38 .200* .937 38 .034 

confidence beads all no .198 64 .000 .911 64 .000 

yes .120 38 .187 .979 38 .685 

confidence survey all no .152 64 .001 .772 64 .000 

yes .127 38 .129 .944 38 .055 

total time beads no .287 64 .000 .387 64 .000 

yes .131 38 .097 .883 38 .001 

total time survey no .292 64 .000 .388 64 .000 

yes .131 38 .099 .883 38 .001 

*. This is a lower bound of the true significance. 

a. Lilliefors Significance Correction 
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Significant values were returned on the K-S test for all continues variables measured in 

the TD group and for paranoia scores in the ASC group. Visual inspection of Q-Q plots and 

histograms confirmed that the data violated assumptions of normality.  

  

Figure: Normal Q-Q Plots for GPTS – TD group and ASC Group 

 

  

Figure: Normal Q-Q Plots for SIAS – TD group and ASC Group 

 

 

Figure: Normal Q-Q Plots for AQ50 – TD group and ASC Group 
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Figure: Normal Q-Q Plots for Draws to Decision on Beads Task – TD group and ASC 

Group 

  
 

Figure: Normal Q-Q Plots for Draws to Decision on Survey Task – TD group and ASC 

Group 

 

  

Figure: Normal Q-Q Plots for Confidence Beads Task – TD group and ASC Group 
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Tests of Homogeneity of Variance on Scores Between Groups: Levene’s Test 

Test of Homogeneity of Variance 

 

Levene 

Statistic df1 df2 Sig. 

GPTS_total Based on Mean .997 1 100 .321 

Based on Median .795 1 100 .375 

Based on Median and with 

adjusted df 
.795 1 99.776 .375 

Based on trimmed mean 1.050 1 100 .308 

SIAS_total Based on Mean 1.620 1 100 .206 

Based on Median .810 1 100 .370 

Based on Median and with 

adjusted df 
.810 1 96.288 .370 

Based on trimmed mean 1.458 1 100 .230 

AQ50_sysfactor Based on Mean .694 1 100 .407 

Based on Median .554 1 100 .458 

Based on Median and with 

adjusted df 
.554 1 99.838 .458 

Based on trimmed mean .609 1 100 .437 

DtD_beads Based on Mean .724 1 100 .397 

Based on Median .769 1 100 .383 

Based on Median and with 

adjusted df 
.769 1 87.968 .383 

Based on trimmed mean .786 1 100 .378 

DtD_survey Based on Mean .198 1 100 .657 

Based on Median .189 1 100 .665 

Based on Median and with 

adjusted df 
.189 1 88.582 .665 

Based on trimmed mean .200 1 100 .656 

confidence beads all Based on Mean 3.814 1 100 .054 

Based on Median 1.456 1 100 .230 

Based on Median and with 

adjusted df 
1.456 1 87.465 .231 

Based on trimmed mean 3.396 1 100 .068 

confidence survey all Based on Mean .446 1 100 .506 

Based on Median .375 1 100 .542 

Based on Median and with 

adjusted df 
.375 1 88.528 .542 

Based on trimmed mean .379 1 100 .540 

total time beads Based on Mean .108 1 100 .743 
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Based on Median .167 1 100 .684 

Based on Median and with 

adjusted df 
.167 1 75.667 .684 

Based on trimmed mean .173 1 100 .679 

total time survey Based on Mean .103 1 100 .749 

Based on Median .157 1 100 .692 

Based on Median and with 

adjusted df 
.157 1 75.575 .693 

Based on trimmed mean .163 1 100 .687 

 

Variances were found to be equal between groups on all continuous variables, with all p 

values for Leven’s test > .05 in both groups. 

Between-Group Comparisons for Clinical Measures 

Paranoia scores (GPTS) 
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Social Anxiety Scores (SIAS) 
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Planned Comparisons on Task Performance Variables 

 

Hypothesis 1: SPSS Output 

Hypothesis 1: The ASC group will differ from the TD group in number of draws to decision 

on both versions of the task.  

Error bars 

Draws to Decision on the Beads Task for ASC and TD Groups 
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Draws to Decision on the Survey Task for ASC and TD Groups 
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Hypothesis 2: SPSS Output 

Hypothesis 2: The proportion of individuals showing a JTC bias will differ between the TD 

and ASC groups.  

Chi Square for Autism * JTC bias 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. (2-

sided) 

Exact Sig. (1-

sided) 

Pearson Chi-Square 7.958a 1 .005   

Continuity Correctionb 6.745 1 .009   

Likelihood Ratio 7.849 1 .005   

Fisher's Exact Test    .007 .005 

Linear-by-Linear 

Association 
7.877 1 .005   

N of Valid Cases 98     

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 11.70. 

b. Computed only for a 2x2 table 

 

JTC bias on beads task * autism Crosstabulation 

 

autism 

Total no yes 

JTC bias on beads taks no Count 41a 34b 75 

Expected Count 46.6 28.4 75.0 

% within JTC bias on beads 

taks 
54.7% 45.3% 100.0% 

% within autism 64.1% 87.2% 72.8% 

Standardized Residual -.8 1.1  

yes Count 23a 5b 28 

Expected Count 17.4 10.6 28.0 

% within JTC bias on beads 

taks 
82.1% 17.9% 100.0% 

% within autism 35.9% 12.8% 27.2% 

Standardized Residual 1.3 -1.7  

Total Count 64 39 103 

Expected Count 64.0 39.0 103.0 

% within JTC bias on beads 

taks 
62.1% 37.9% 100.0% 

% within autism 100.0% 100.0% 100.0% 
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Each subscript letter denotes a subset of autism categories whose column proportions do not differ 

significantly from each other at the .05 level. 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance (2-

sided) 

Exact Sig. (2-

sided) 

Exact Sig. 

(1-sided) 

Pearson Chi-Square 
6.542a 1 .011   

Continuity Correctionb 
5.426 1 .020   

Likelihood Ratio 
7.065 1 .008   

Fisher's Exact Test    .012 .008 

Linear-by-Linear 

Association 
6.479 1 .011   

N of Valid Cases 
103     

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 10.60. 

b. Computed only for a 2x2 table 
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Hypothesis 3: SPSS Output 

Hypothesis 3: Task design will affect performance for the TD group but not the ASC group, 

with the TD group predicted to show hastier decision-making (less DtD) on the 

emotionally salient version of the task (survey task). 

SPPS output for TD group 

 

Effect size calculation for TD group 

r= standardised test statistic= -.830 divided by square root of number of observations 

(128)=11.314 

r=-.007 
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SPSS output for ASC group 

 

 

Effect size calculation for ASC group 

r= standardised test statistic= .851 divided by square root of number of observations 

(78)=8.832 

r=-.006 
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Hypothesis 4: SPSS Output 

Hypothesis 4: Paranoia will be associated with draws to decision on the beads task in both 

groups. 

Test: Spearman’s Bivariate Correlation 

autism 

GPTS_tot

al 

DtD_bead

s 

no Spearman's 

rho 

GPTS_tota

l 

Correlation Coefficient 1.000 -.170 

Sig. (2-tailed) . .180 

N 64 64 

Bootstrapc Bias .000 .008 

Std. Error .000 .129 

BCa 95% Confidence 

Interval 

Lower . -.418 

Upper . .120 

DtD_beads Correlation Coefficient -.170 1.000 

Sig. (2-tailed) .180 . 

N 64 64 

Bootstrapc Bias .008 .000 

Std. Error .129 .000 

BCa 95% Confidence 

Interval 

Lower -.418 . 

Upper .120 . 

yes Spearman's 

rho 

GPTS_tota

l 

Correlation Coefficient 1.000 -.135 

Sig. (2-tailed) . .413 

N 39 39 

Bootstrapc Bias .000 .001 

Std. Error .000 .169 

BCa 95% Confidence 

Interval 

Lower . -.461 

Upper . .216 

DtD_beads Correlation Coefficient -.135 1.000 

Sig. (2-tailed) .413 . 

N 39 39 

Bootstrapc Bias .001 .000 

Std. Error .169 .000 

BCa 95% Confidence 

Interval 

Lower -.461 . 

Upper .216 . 

c. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
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Hypothesis 5: SPSS Output 

Hypothesis 5: Scores on the systemising traits factor (AQ50) will be associated with draws 

to decisions on the beads task in both groups.  

Test: Spearman’s Bivariate Correlation 

autism 

AQ50_sysfa

ctor 

DtD_bead

s 

no Spearman's 

rho 

AQ50_sysfact

or 

Correlation Coefficient 1.000 -.060 

Sig. (2-tailed) . .637 

N 64 64 

Bootstrap

c 

Bias .000 .001 

Std. Error .000 .130 

BCa 95% Confidence 

Interval 

Lower . -.294 

Upper . .196 

DtD_beads Correlation Coefficient -.060 1.000 

Sig. (2-tailed) .637 . 

N 64 64 

Bootstrap

c 

Bias .001 .000 

Std. Error .130 .000 

BCa 95% Confidence 

Interval 

Lower -.294 . 

Upper .196 . 

yes Spearman's 

rho 

AQ50_sysfact

or 

Correlation Coefficient 1.000 -.303 

Sig. (2-tailed) . .061 

N 39 39 

Bootstrap

c 

Bias .000 .000 

Std. Error .000 .146 

BCa 95% Confidence 

Interval 

Lower . -.564 

Upper . -.014 

DtD_beads Correlation Coefficient -.303 1.000 

Sig. (2-tailed) .061 . 

N 39 39 

Bootstrap

c 

Bias .000 .000 

Std. Error .146 .000 

BCa 95% Confidence 

Interval 

Lower -.564 . 

Upper -.014 . 

c. Unless otherwise noted, bootstrap results are based on 1000 bootstrap samples 
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SPSS Output for Posthoc Exploration of Task Performance Variables 

The Mann-Witney U test was used for all between-group comparisons.  

 

Figure: Confidence Ratings for Beads Task 
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Figure: Confidence ratings for Survey Task 
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Figure: Time in Seconds for Completing the Beads Task 
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Figure: Time in Seconds for Completing the Survey Task 
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Chi Square Tests for Correct vs Incorrect Choice of Jar /Survey by Group 

Case Processing Summary 

 

Cases 

Valid Missing Total 

N Percent N Percent N Percent 

correct jar * autism 103 100.0% 0 0.0% 103 100.0% 

correct survey * autism 103 100.0% 0 0.0% 103 100.0% 

 

 

Crosstab 

 

autism 

Total no yes 

correct jar 0 Count 6 5 11 

Expected Count 6.8 4.2 11.0 

% within correct jar 54.5% 45.5% 100.0% 

% within autism 9.4% 12.8% 10.7% 

1 Count 58 34 92 

Expected Count 57.2 34.8 92.0 

% within correct jar 63.0% 37.0% 100.0% 

% within autism 90.6% 87.2% 89.3% 

Total Count 64 39 103 

Expected Count 64.0 39.0 103.0 

% within correct jar 62.1% 37.9% 100.0% 

% within autism 100.0% 100.0% 100.0% 

 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. 

(2-sided) 

Exact Sig. 

(1-sided) 

Point 

Probability 

Pearson Chi-Square .302a 1 .583 .744 .405  

Continuity Correctionb .049 1 .826    

Likelihood Ratio .296 1 .586 .744 .405  

Fisher's Exact Test    .744 .405  

Linear-by-Linear 

Association 
.299c 1 .585 .744 .405 .216 

N of Valid Cases 103      

a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 4.17. 

b. Computed only for a 2x2 table 

c. The standardized statistic is -.546. 
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Crosstab 

 

autism 

Total no yes 

correct survey 0 Count 9 4 13 

Expected Count 8.1 4.9 13.0 

% within correct survey 69.2% 30.8% 100.0% 

% within autism 14.1% 10.3% 12.6% 

1 Count 55 35 90 

Expected Count 55.9 34.1 90.0 

% within correct survey 61.1% 38.9% 100.0% 

% within autism 85.9% 89.7% 87.4% 

Total Count 64 39 103 

Expected Count 64.0 39.0 103.0 

% within correct survey 62.1% 37.9% 100.0% 

% within autism 100.0% 100.0% 100.0% 

 

 

Chi-Square Tests 

 Value df 

Asymptotic 

Significance 

(2-sided) 

Exact Sig. (2-

sided) 

Exact Sig. (1-

sided) 

Point 

Probability 

Pearson Chi-Square .318a 1 .573 .762 .406  

Continuity Correctionb .067 1 .796    

Likelihood Ratio .326 1 .568 .762 .406  

Fisher's Exact Test    .762 .406  

Linear-by-Linear 

Association 
.315c 1 .574 .762 .406 .212 

N of Valid Cases 103      

a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 4.92. 

b. Computed only for a 2x2 table 

c. The standardized statistic is .561. 
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Chi Square Test for Presence of Persecutory Ideation (single item from PDI) 

 

Case Processing Summary 

 

Cases 

Valid Missing Total 

N Percent N Percent N Percent 

Persecutory Ideation 

present * autism 
98 100.0% 0 0.0% 98 100.0% 

 

Persecutory Ideation present * autism Crosstabulation 

 

autism 

Total no yes 

Persecutory Ideation present 0 Count 48a 19b 67 

Expected Count 41.7 25.3 67.0 

% within Persecutory 

Ideation present 
71.6% 28.4% 100.0% 

% within autism 78.7% 51.4% 68.4% 

Standardized Residual 1.0 -1.3  

1 Count 13a 18b 31 

Expected Count 19.3 11.7 31.0 

% within Persecutory 

Ideation present 
41.9% 58.1% 100.0% 

% within autism 21.3% 48.6% 31.6% 

Standardized Residual -1.4 1.8  

Total Count 61 37 98 

Expected Count 61.0 37.0 98.0 

% within Persecutory 

Ideation present 
62.2% 37.8% 100.0% 

% within autism 100.0% 100.0% 100.0% 

Each subscript letter denotes a subset of autism categories whose column proportions do not differ 

significantly from each other at the .05 level. 
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Chi-Square Tests 

 Value df 

Asymptotic 

Significance (2-

sided) 

Exact Sig. (2-

sided) 

Exact Sig. (1-

sided) 

Pearson Chi-Square 7.958a 1 .005   

Continuity Correctionb 6.745 1 .009   

Likelihood Ratio 
7.849 1 .005   

Fisher's Exact Test    .007 .005 

Linear-by-Linear 

Association 
7.877 1 .005   

N of Valid Cases 98     

a. 0 cells (.0%) have expected count less than 5. The minimum expected count is 11.70. 

b. Computed only for a 2x2 table 

 

 

 




