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Abstracts 

 
Critical Review of the Literature 

Background: Literature on the evidence for using cognitive behavioural therapy (CBT) with 

transgender and gender nonconforming (TGNC) individuals is scarce and research in this area is still 

in its infancy.   

Objectives: This review aims to systematically review the existing literature to establish the current 

evidence base and make recommendations for using CBT with TGNC populations.  

Results: Nine published articles were included in the final review, and three major themes emerged; 

Effectiveness, Acceptability and Accessibility.   

Conclusions: Further research should look to recruit larger sample sizes, alongside comparison and 

control groups. Interventions should also collect follow up data to see if treatment gains are 

maintained. It would also be helpful to identify exactly which elements of adapted CBT interventions 

are particularly helpful. Clinicians and researchers should look to further build upon the small existing 

evidence base for adapting CBT with TGNC populations.  

 

Keywords: Transgender; gender nonconforming; cognitive behaviour therapy.  

 

Service Improvement Project 

Background: Anxiety and depression are common mental health difficulties experienced by 

University students, and can significantly impair social and academic functioning. Due to the size of 

student populations, treating mental health difficulties with individual therapy would be time 

consuming and expensive.  Therapist assisted computerised CBT (TA-cCBT) might be a useful and 

cost effective way to meet this need. However very little is understood about the factors that aid or 

limit engagement with this treatment modality.  

Aim: The aim of this study was to gauge the acceptability of the platform and investigate the 

perceived facilitators and barriers to engaging with Therapist Assisted-cCBT (TA-cCBT) from both 

the service users’ and service providers’ perspectives. 

Methods: Participants were recruited from the University of Bath counselling service. Phase one of 

the study recruited five service providers, who participated in a qualitative focus group. Phase two of 

the study recruited 17 student service users who had used and/or were using the TA-cCBT 

programme. They completed a brief quantitative questionnaire specifically designed to elicit their 

views on the platform.  

Results: Thematic analysis identified four main themes; counsellor beliefs and training, usability/fit 

for purpose, technology as a risk/worry and improvements for the platform. Results indicate that 
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service providers and service users indicated mixed views around the acceptability of the online 

platform.  

Conclusions: Despite both service users and service providers holding mixed views regarding the 

acceptability of the programme, both placed high importance on the utility of therapist assistance as 

a factor that warrants further exploration.  

 

Keywords: Computerised Cognitive Behaviour Therapy, Anxiety, Depression. 

 

Main Research Project 

Background: Our understanding of gender is continually evolving, helping us not only to make sense 

of who we are as a person, but also how we interact with other people in our relationships. We are all 

flooded with gender messages from the time we are born, and this is perhaps most evident in the 

relationships we form with family members, especially those between parents and children. 

Therefore, when a child is gender questioning, this can be very difficult for parents, and can trigger 

feelings of confusion and loss around their child’s role and identity within the family system. There 

is only very limited research around the emotional experiences of parents of children who are gender 

questioning, and yet parents and family members form an integral part of children and young people’s 

gender-related assessment and treatment in health services 

Aims: The current study seeks to explore the role of ambiguous loss upon parents of gender diverse 

childrens’ mental health, resilience and coping skills. 

Methods: A convenience sample of 37 primary caregivers of children between the ages of 10-16 

accessing the assessment service at the Gender Identity Development Service (GIDS) were asked to 

complete an online survey at the beginning of the assessment process. The survey included a 

demographic questionnaire, a measure of ambiguous loss and standardised measures of anxiety, 

depression, intolerance of uncertainty and resilience.  

Results: Statistical analysis showed that ambiguous loss does predict both anxiety and depression in 

parents of GDC, but this relationship is not mediated by resilience or intolerance of uncertainty. 

Thematic analysis of the ambiguous loss questionnaire identified three main themes; worry, loss and 

positioning.  

Discussion: This research confirms existing research that parents of gender diverse children 

experience dual ambiguous loss, and provides evidence that ambiguous loss is linked to anxiety and 

depression in these parents. Future research would do well to explore support for parents of gender 

diverse children, as currently this appears to be a very limited resource.  

 

Keywords: Gender diversity, parents, mental health 
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Abstract 

Background: Literature on the evidence for using cognitive behavioural therapy (CBT) with 

transgender and gender nonconforming (TGNC) individuals is scarce and research in this area is still 

in its infancy.   

Objectives: This review aims to systematically review the existing literature to establish the current 

evidence base and make recommendations for using CBT with TGNC populations.  

Results: Nine published articles were included in the final review, and three major themes emerged; 

Effectiveness, Acceptability and Accessibility.   

Conclusions: Further research should look to recruit larger sample sizes, alongside comparison and 

control groups. Interventions should also collect follow up data to see if treatment gains are 

maintained. It would also be helpful to identify exactly which elements of adapted CBT interventions 

are particularly helpful. Clinicians and researchers should look to further build upon the small existing 

evidence base for adapting CBT with TGNC populations.  

 

Keywords: Transgender; gender nonconforming; cognitive behaviour therapy.  
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Introduction 

Gray, Haynes & Richardson (1996) define evidence based practice as ‘the integration of best 

research evidence with clinical expertise and patient values’ (p. 147). Empirically supported 

interventions, such as cognitive behavioural therapy (CBT) are recognised as being the ‘gold 

standard’ treatment for a variety of mental health conditions (Chambless & Hollon, 1998; Chambless 

& Ollendick, 2001). This is reflective of CBT having an extensive evidence base, which supports it 

as being more effective than other psychological interventions (Weissman, 2005; NICE, 2004a; 

NICE, 2004b). Furthermore, the Increasing Access to Psychological Therapies (IAPT) programme 

means psychological interventions are available to more people than ever before. Despite this, there 

is only very limited research considering the effectiveness of CBT with Transgender and Gender 

Nonconforming (TGNC) individuals. For the purposes of this review TGNC can be defined as ‘an 

umbrella term for all people who cross gender boundaries, permanently or not,’ which is the definition 

used by the National Health Service (Department of Health, 2008, p. 2) and allows inclusion of 

individuals across the spectrum of gender identities. It is surprising that so little attention has been 

paid to the acceptability and the efficacy of CBT with TGNC individuals, given the reality that higher 

rates of depression, anxiety and trauma are consistently reported for this population (Clement-Nolle, 

Marx, Guzman, & Katz, 2001; Denny & Green, 1996; Tooru Nemoto, Bödeker, & Iwamoto, 2011; 

T. Nemoto, Luke, Mamo, Ching, & Patria, 1999) when compared to cisgender individuals (whose 

gender identity equals their assigned sex at birth).  

The National Transgender Discrimination Survey indicated that TGNC individuals also have 

significantly higher rates of attempted suicide than the general population, and this was increasingly 

evident in those who had experienced stresses resulting from being a member of a minority group or 

familial rejection (Grant, Mottet, Tanis, Harrison, Herman et al, 2011). More specifically, rates of 

suicide in the TGNC population reflect a likelihood that it is 9.2% higher than within the general 

population (Nock et al, 2008). In addition to this, Irwin, Coleman, Fisher & Marasco (2014, p. 1181) 

report that the rates of suicide in the TGNC population are approximately 62% higher than lesbian, 

gay and bisexual people. Despite this TGNC individuals often do not seek mental health support, for 

fear of experiencing insensitivity and bias among health care providers (Carroll & Gilroy, 2002; 

Maguen, Shipherd, & Harris, 2005). TGNC individuals are often subject to high levels of stigma, 

discrimination and isolation (Bradford, Reisner, Honnold, & Xavier, 2013; Clements-Nolle, Marx, & 

Katz, 2006; Hendricks & Testa, 2012; Tooru Nemoto et al., 2011; T. Nemoto et al., 1999). As a result 

of this, they are more vulnerable to mental health difficulties such as anxiety, depression, low self-

esteem and Post Traumatic Stress Disorder (Shipherd, Maguen, Skidmore & Abramovitz, 2011; 

Nemoto, Bödeker & Iwamoto, 2011).  
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Minority stress theory (Meyer, 1995, 2003) and the Gender Minority Stress Model (Testa, 

Habarth, Peta, Balsam & Bockting 2015) are the underlying frameworks for adapting CBT with 

TGNC populations, suggesting that the stresses associated with stigma, prejudice and discrimination 

will increase rates of psychological distress for TGNC individuals (Bockting, Miner, Swinburne 

Romine, Hamilton, & Coleman, 2013). The Minority Stress Model postulates that these stresses are 

specific to marginalised populations, and are maintained by a dissonance between a person’s internal 

sense of self and the expectations of the cultural, social and political environment (Meyer, 2003). 

Meyer’s minority stress model (1995) postulates three processes in which those with a minority 

identity, including TGNC individuals are subject to minority stress. Firstly, distal sources of stress 

which are external events such as discrimination, aggression or threat to a person’s safety. These 

stressors are both objective and observable. The next set of processes are more proximal and reflect 

the individuals expectation that stressful events will happen, which fosters a vigilance for and an 

expectation of rejection or recrimination due to ones TGNC identity. This leads to TGNC individuals 

feeling a need to conceal their identity in order to protect themselves from physical or psychological 

harm leading to further stress. In addition to this, are the processes where societal prejudice and 

negative attitudes are internalised so as to foster a sense of internalised transphobia. Although this 

process is not observable, theoretically it creates the most harm as it can reduce a person’s resilience 

for negative events and ability to cope in the face of these stressors (Meyer, 1995, 2003). Conversely, 

the model suggests that not all effects of minority stress have a negative impact. Accepting ones 

TGNC identity and being part of a minority group can allow the development of resilience and coping 

skills, as well as cohesiveness and group solidarity protecting against mental health difficulties. 

Individuals within the minority group become able to compare themselves to each other and to 

develop a positive view of themselves, rather than comparing themselves to those who may hold 

prejudice against them (McLemore, 2018).  

For TGNC individuals, who are frequently experiencing minority stresses in the form of 

transphobia, discrimination and stereotyping, this can lead to the development of behavioural and 

emotional difficulties (Austin & Craig, 2015). The Minority Stress Model allows these mental health 

inequalities to be considered and incorporated into treatment, which may often include enhancing 

problem solving skills, coping skills and social support, which are all important buffers against 

minority stress (Selvidge, Matthews, & Bridges, 2008). Given that TGNC individuals are so often 

subject to these stressful experiences, it is critical that CBT is adapted and goals are tailored 

specifically for each individual (Cardemil, 2010; Wenzel, Dobson, & Hays, 2016). Goethals & 

Schwiebert (2005) propose that CBT therapists are well placed to assist TGNC individuals as they 

are trained to provide evidence based interventions for many of the mental health difficulties arising 
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in this population (Maguen et al, 2005). In addition to this there is emerging evidence that CBT can 

be adapted to work sensitively with a growing number of minority populations (Cardemil, 2010).  

Austin & Craig (2015) reflect that CBT can be useful to address some of the negative thinking 

patterns which TGNC often develop as a result of transphobia, especially given that these negative 

thought patterns affect both behavioural and emotional responses. Using the CBT model to help 

clients develop alternative and more affirmative understandings of themselves, but also to understand 

and recognise the relationship between experiences of transphobic discrimination and mental health 

difficulties has the potential to reduce feelings of hopelessness, despair and anxiety, which in turn can 

decrease suicidality and substance misuse. Brown, Ten Have, Henriques, Xie, Hollander & Beck 

(2005) discuss one CBT strategy helpful to reduce feelings of hopelessness in suicidal TGNC 

individuals, which is a hope box. This allows the client and clinician to bring together items that 

represent reasons for living and positive life experiences, this is done alongside the development of 

new thinking strategies, which are modelled and reinforced throughout the work.    

More broadly, there are several clinical guidelines that support a culturally-adapted approach 

to working therapeutically with each individual’s distinctive and personal experience of gender (APA, 

2015; BPS, 2012, World Professional Association for Transgender Health, 2012). These guidelines 

broadly suggest that clinicians should enable information to be specifically adapted, so that it can be 

processed in ways that are useful for the person. For TGNC individuals, this may mean therapists 

need to adapt a CBT framework collaboratively and affirmatively to accommodate actual experiences 

of stigma, discrimination and other minority stresses to work with the feelings and behavioural 

responses, such as suicidality, which often result from these feelings.  

Currently there are no specific formal guidelines on adapting CBT for TGNC populations in 

order to enhance cultural sensitivity (Busa, Janssen & Lakshman, 2018). However, Austin & Craig 

(2015) have developed recommendations for a transgender affirming approach to CBT (TA-CBT). 

These recommendations include focussing upon the effects of transphobia, feelings of hopelessness, 

experiences of victimisation or discrimination and aiming to increase resilience. In addition to this, 

culturally-adapted CBT should be grounded in an understanding of structural and social oppressions. 

It should address the effects of transphobia on the many facets of wellbeing, whilst anchoring the 

intervention in a ‘culturally affirming worldview’ (Austin & Craig, 2015, p. 27). Issues specific to 

transgender individuals (challenging negative thoughts arising from transphobia) are also addressed 

well within a CBT framework (Austin & Craig, 2015). In addition to this, it is recommended that 

clinicians are proactive in educating themselves about TGNC terminology and experiences in order 

that they can successfully adapt CBT (Goethals & Schwiebert, 2005). 
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In addition to minority stress experience, TGNC individuals can often present with complex 

relational dynamics with those close to them (Austin & Craig, 2015). These experiences can lead to 

TGNC individuals feeling a need to hide their identity and/or expecting increased levels of 

discrimination and rejection (Applegarth & Nuttall, 2016). The presence of these additional stressors 

for TGNC individuals, often will require additional time to work through, which in many National 

Health Service settings is just not available (Ross, Doctor, Dimito, Kuehl, & Armstrong, 2007; 

Williams, 2015). This further highlights the necessity of adapting evidence based interventions, such 

as CBT, in order for clinicians to be able to effectively work with TGNC individuals, and address 

these minority stress factors. Therefore, this study aims to systematically review the current level of 

evidence regarding the acceptability and effectiveness of adapted CBT interventions with TGNC 

individuals. 

 
 
 
The key aims of this systematic review are: 
 

1. To review the evidence for the efficacy and acceptability of culturally adapted CBT in 

TGNC populations. 

2. To make recommendations for clinical practice and future research based on the 

evidence.  

 

Methods 

The PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) 

guidelines were adhered to for this systematic review (Appendix 1A). The protocol details were 

registered on PROSPERO (ID: CRD42018085825).  

 

 
Eligibility Criteria 

The following criteria had to be met in order for studies to be considered eligible for inclusion 

to this systematic review: (1) include an intervention using a CBT  modality or principles; (2) include 

a transgender population, and; (3) be obtainable in English (See Table 1.1). 

Table 1.1 
Eligibility Criteria 

Category Criteria 
Study population All races, ethnicities and cultural groups 

All ages 
Study settings and geography All nations, paper must  be written in English 
Time period Any time period 
Publication criteria Included: 
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- English 
- Articles in print 
- Grey literature and non-peer reviewed articles 

Not Included: 
- Articles not in English 

Admissible evidence (Study 
design and other criteria) 

- LGBTQ, individual and group Cognitive Behaviour Therapy. 
- All study designs are included, including observational 
studies including prospective and retrospective cohort studies 
and cases series, and case studies. 
- Studies describing any other intervention other than CBT 
were not included. 

 

Search Strategy 
Electronic searches of three databases were conducted, PsycINFO, Web of Science and 

Embase. Search terms were identified and devised to focus upon the two key concepts of Cognitive 

Behaviour Therapy and Transgender. Search terms differed slightly for each database due to variance 

in keyword structures, but included variations upon transgender/gender identity/gender 

dysphoria/gender nonconforming/gender minority/non binary/gender queer/Cognitive Behaviour 

Therapy/CBT/Cognitive Therapy/Behaviour Therapy/Cognitive Behavioural Therapy. These terms 

were combined using Boolean terms ‘OR’ and “AND’.  Search terms were checked by a TGNC 

individual who confirmed they were appropriate. No limits were applied to publication date and a 

restriction of “English language” was utilised (Appendix  1B). 

 

 

Study selection process and data collection 
Searches were run in October 2018 with the initial search yielding 2279 papers. All identified 

records were downloaded to Endnote and duplicate articles were removed, leaving 341 papers. 

Further to this, google scholar and reference lists of relevant articles were also searched, which 

yielded an extra 16 papers. These 357 articles were then added to the Covidence systematic review 

software, and the title and the abstract of each article was independently screened by both authors, 

which resulted in 100% agreement regarding data extraction. Following abstract screening, 66 were 

found to be eligible for full text review, and from this 9 fulfilled the inclusion criteria and were 

included within this review. This process is illustrated in Figure 1.1. Data was extracted from all 

relevant papers, and information, including author, journal, year and type of study, sample size, 

population and main findings for each study. This process is illustrated in Table 1.2.  
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Figure 1.1. A Flow chart representing the selection process for this review. 

  
 
 

Additional records identified through 
other sources 
(n= 16) 

• Searching references from relevant 
papers (n=11) 

• Google scholar (n=5) 

Records identified through 
database searching 
(n = 2279) 

• PsychInfo (n=916) 
• Embase (n=771) 
• Web of Science(n=592) 

 

Records screened by title and 
abstract: 
(n= 357) 

Records excluded: 
(n=291) 
 

Records after duplicates 
removed: 
(n=357) 

Records excluded: 
(n=0) 

Full text articles 
excluded with 
reasons: 
(n=57) 

• No transgender 
participants.  

• CBT not used. 
 

 

Studies included in final 
systematic review: 
(n=9) 

Full text articles assessed for 
eligibility: 
(n= 66) 

Eligibility 
Identification 

Screening 
 

Included 
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Quality Assessment   

The Critical Appraisal Skills Programme (CASP, 2011) tool was used to appraise the methodological 

quality, rigour and reliability of each study included in this systematic review. This tool consists of 

eight individual tools; for the purposes of this quality assessment the three tools best fitting the 

included papers were employed (Case Control Studies, Cohort Studies and Qualitative studies). As 

the studies included within this review were mostly exploratory pilot studies, a CASP score was not 

used. Instead applicable CASP criteria were applied to each paper and a short summary was written 

to evidence which points were addressed in terms of research quality, and which points were not. A 

second-rater also completed this process for all papers, resulting in 100% agreement regarding quality 

assessment (see Table 1.3.).  

 

 
Table 1.3 
Quality check of included studies based upon CASP criteria 

Author Year Population Quality check 
Austin, Craig 
& Dsouza 
 
 

2018 TGNC This pilot study explores the preliminary 
effectiveness of a group intervention, using 
affirmative CBT with transgender youth. 
Participants were recruited using purposive venue 
based sampling via an array of methods including; 
posters, Facebook, twitter and relevant youth 
agencies. Inclusion and exclusion criteria are clearly 
stated. Objective and validated measures were used 
and outcome accurately measured to minimise bias. 
Limitations are acknowledged and clearly 
discussed. The sample was small and there is no 
control group so it is not possible to determine if 
positive change was due to the intervention or other 
variables. The results are clearly discussed and the 
study addresses a critical gap in using adapted CBT 
group based interventions with transgender youth.  

Empson, 
Cuca, 
Cocohoba, 
Dawson-
Rose, Davis, 
& 
Machtinger. 

2017 TGNC This pilot study evaluates a 12 session seeking safety 
group using adapted CBT with transgender women 
living with HIV and history of substance 
use/violence. The sample was recruited from 2 HIV 
clinics and inclusion/exclusion criteria are clearly 
stated. Exposure and outcome were accurately 
measured to minimise bias, and measures were 
validated, appropriate and reliable. Confounding 
factors and limitations are discussed. These include 
a small sample size, lack of a control group, and lack 
of long term follow up data. The study findings are 
promising and the authors recommend that further 
larger scale studies are carried out.  

Perry, Chaplo 
& Baucom. 
 

2017 TGNC This case study does address a clearly focussed 
issue. It highlights some of the barriers that may 
arise when using CBT with TGNC clients with a 
complex minority stress history. The participant was 
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recruited appropriately through clinical work and 
objective, valid and reliable measures of change 
were used. All possible steps were taken to minimise 
bias in light of the fact this was a case study. The 
authors identify confounding factors in the 
limitation section, which include psychological 
comorbidity and discrimination. Confounding 
factors in the design were also discussed in the 
limitations and included the absence of a social 
anxiety measure. There was no follow up in this case 
study, which does not allow the reader to ascertain 
whether any treatment gains were maintained over 
time. The results are discussed and reported clearly, 
and it is suggested that there is a strong possibility 
that gender minority stress issues were critical to 
consider for the client’s functioning and the authors 
provide useful recommendations for adapting CBT 
when working with the TGNC population, and 
highlight the importance of affirmatively adapting 
CBT in this case.  

Ross, Doctor, 
Dimito, Kuehl 
& Armstrong 
 

2007 LGBT This pilot study tests an adapted Cognitive 
Behavioural group intervention for LGBT 
individuals with depression. Participants were 
recruited both through advertisements in LGBT 
publications and mental health professionals. 
Inclusion and exclusion criteria are listed fully. 
Exposure and outcome was accurately measured to 
minimise bias. Measures selected were appropriate, 
valid and reliable. Confidence intervals are reported. 
The authors identify and discuss confounding 
factors thoroughly. These include being an 
uncontrolled trial, so it cannot be ruled out that 
changes in depression scores may have happened 
over time regardless of the intervention. The sample 
size was also small. Booster sessions were offered 2 
months post intervention, but this cannot be deemed 
an appropriate follow up. This study provides 
evidence that a modified CBT intervention can be 
helpful in decreasing depression in this population.  

Heck 
 

2015 LGBTQ This pilot study aims to determine the 
feasibility/acceptability of a mental health 
promotion programme based on CBT principles for 
LGBTQ youth. The sample appears representative 
of the defined population, however details are not 
provided on how the sample was recruited. Exposure 
and outcome do not appear to be accurately 
measured to minimise bias. A non-validated 
questionnaire was used, and no clear rationale is 
provided as to why validated measures were not 
used, and this is not addressed in the limitations. 
Limitations and confounding factors for this study 
are not clearly addressed although the authors do 
acknowledge both study attrition and a small sample 
size.  

Craig & 
Austin. 
 

2016 SGMY  This pilot study explores the preliminary 
effectiveness of a group intervention, using 
affirmatively adapted CBT with SGM youth. The 



 21 

study used purposive and venue based sampling 
through the community and using online resources. 
Two SGM youth were also recruited as part of the 
research team. Outcome and exposure was 
accurately measured to minimise bias. Inclusion and 
exclusion criteria are clearly listed and validated, 
reliable appropriate outcome measures were 
employed. Confounding factors are identified in a 
small sample size, a lack of comparison group, no 
randomisation and only a brief follow up period with 
a low completion rate. The study supports the use of 
affirmatively adapted CBT in this population and the 
results are promising for a small pilot study. 
Suggestions are made for further research.  

Lucassen, 
Samra,  
Iacovides, 
Fleming, 
Shepherd, 
Stasiak & 
Wallace 
 

2018 LGBT+ and 
Mental 
Health 
Professionals  

This study explores how young LGBT+ people use 
the internet in relation to mental health. 
Professional’s views were also sought. The 
programme is a game based CBT adapted e therapy.  
Focus groups and interviews were used to ascertain 
the acceptability of this intervention. Inclusion and 
exclusion criteria were clearly stated. Recruitment 
was through social media and LGBT+ allied 
organisations. Data analysis is clearly described and 
validated, reliable appropriate outcome measures 
were employed. Limitations are clearly stated and 
discussed. They include having a small sample that 
may not be representative of the population. This 
study highlights the potential utility of an adapted 
CBT e therapy for this population although further 
research is needed.  

Heck, Croot 
& Robohm. 
 

2015 TGNC This study pilots a psychotherapy group using CBT 
principles for transgender clients and provide advice 
for a running a group as literature in this area is 
scarce. Recruitment was acceptable to the study 
design and encompassed several methods, including 
flyers, student groups, student radio, online and 
through mental health professionals. This allowed 
for a varied sample. The study does not measure 
exposure or outcomes accurately enough to control 
for bias. The study was looking at process issues and 
as such employed no outcome measures or control 
group, which means there is no indication as to 
whether the findings would generalise to LGBT 
individuals with mental health difficulties. The 
paper does not clearly discuss limitation so it is not 
clear whether confounding variables have been 
identified and considered. There was no follow up, 
however as no outcome measures were used this 
would not be appropriate. The study provides useful 
recommendations including the need for therapists 
to build trust with TGNC clients in groups. This pilot 
provides useful direction for running groups with 
this population and useful information for future 
research.  

Austin & 
Craig. 
 

2015 SGMY This study used a community based participatory 
research approach to adapt and evaluate an adapted 
CBT approach for SGM youth. Recruitment was 
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appropriate and carried out through flyers and 
GSA’s within the school. Focus groups were 
employed to assist in adapting an existing Group 
CBT intervention. Feedback on the adapted manuals 
was collected from clinicians. Limitations are 
addressed and discussed. These include 
generalisability and not having outcome data due to 
the adapted intervention not yet having been piloted.  

 
 

Thematic Synthesis 
A stepwise thematic synthesis approach was employed to appraise the studies (Thomas & 

Harden, 2008). This method was employed as it aims to look at specific review questions and to 

inform clinical practice. As there has not been any reviews within this area to date, the initial step 

required locating and integrating existing research. Three steps were followed and are described 

below.  

Step one: All studies were read several times by both authors to gain a comprehensive understanding 

of findings. To examine any relationships between the studies, verbatim text was inductively coded 

for themes according to content.  

Step two: Differences and similarities between the identified codes were reviewed by both authors. 

These codes were grouped and descriptive codes were allocated to each group.  

Step three: Analytical themes were generated from these descriptive codes in order to answer the 

review questions.  (see figure 1.2).  

 
 

Results 

Thematic synthesis, yielded three key analytical themes including; Acceptability, 

Effectiveness and Accessibility, and 5 descriptive subthemes (see Figure 1.2.).  These themes are 

discussed in more detail below.  
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Figure 1.2. A map representing the key themes for working with TGNC individuals 
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Effectiveness (importance of the specific adaptations, evidence base – what works and what does 

not) 

One of the key themes emerging from the data extraction process was the importance of 

the CBT intervention being effective. More specifically, this encompassed sub themes of ‘specific 

adaptations to CBT’ and ‘Evidence and outcomes – what works and what does not’.  

Austin and Craig (2016) conducted an open feasibility pilot study, looking at a 2 day group 

intervention using affirmative cognitive behavioural coping skills group intervention (AFFIRM) 

for SGMY (N=30). This study showed significant decreases in depression and threat appraisal as 

well as an increase in reflective coping ability between baseline and follow up. In the second 

AFFIRM study, only transgender youth were recruited (Austin, Craig, & D'Souza, 2018). This 

study was also a group intervention (N=8), using transgender specific affirmative cognitive 

behavioural coping skills. This study indicated that the intervention was effective in decreasing 

depression scores significantly, with these gains maintained at the three month follow up, although 

scores remained in the severe range. Interestingly, unlike the previous AFFIRM study, this study 

showed no increase in reflective coping skills. These results are encouraging, but as no control CBT 

group was included as a comparison, it is more difficult to ascertain whether the affirmative 

adaptations did in fact create the added value. Although qualitative results from both studies 

indicated that participants benefitted from the intervention, future controlled studies with larger 

numbers will be required to further explore the effectiveness of the AFFIRM program.  

Empson et al (2017) describe Seeking Safety, which is a 25 session manualised cognitive 

behavioural therapy program, addressing co-morbid PTSD and substance use. The program has 

demonstrated efficacy in several populations, but has not been specifically evaluated with the 

transgender population. This pilot study recruited transgender women living with HIV (N=7) for a 

12 session course of Seeking Safety.  Results indicate that a briefer intervention was effective at 

reducing substance use and PTSD symptoms in this population (Empson et al., 2017). Although 

numbers in this study are small, the promising findings justify larger studies of the Seeking Safety 

program in this population.  

A further uncontrolled trial examined a CBT based group intervention for LGBT people 

with a diagnosis of depression (Ross et al., 2007). Anti-oppression principles were employed in the 

delivery of this group (N=26), and sessions covered internalised homophobia and coming out. 

Results indicate that using an anti-oppressive framework to deliver the group was effective in 

increasing self-esteem and reducing depression severity among participants. However, the sample 

contained only a very small number of participants identifying as Transgender (N=1) and this 
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participant did not complete the group. Although the adapted CBT intervention, including anti-

oppressive approaches in addressing depression and the context in which it arises appears to 

demonstrate some efficacy for LGB people, only tentative conclusions can be drawn around the 

efficacy of this CBT group being effective for transgender populations. (Ross et al., 2007).  

Perry, Chaplo & Baucom (2017) describe a case study which describes some of the barriers 

that may arise when using CBT with transgender individuals. This study reflects the importance of 

considering the individual’s historic minority stress. The authors suggest that in order to increase 

effectiveness of the intervention, extended treatment duration or the addition of extra booster 

sessions may be necessary to increase or maintain any treatment gains. Perry et al (2017) 

recommend that clinicians adapt existing measures or develop a clinical interview which 

incorporates experiences of oppression when working with this population. 

For an intervention to be effective it is also necessary to make adaptations in order that it 

is both affirmative and inclusive of TGNC experiences and identities (Austin, 2015). It must 

validate the oppression and exclusion experienced by this population and build upon the resources, 

resilience, skills and support to traverse the relational, cultural and social contexts  that are 

embedded in cisgender privilege (Austin, Craig, & Alessi, 2017). Clinicians should engage clients 

with compassion, understanding and sensitivity, addressing both the risk and resiliency factors and 

‘Provide effective, equitable, understandable, and respectful quality care and services that are 

responsive to diverse cultural health beliefs and practices, preferred language, health literacy, and 

other communication needs’ (Narayan, 2002, p.77).  

Lucassen et al (2018) completed an exploratory study using Rainbow SPARX, an online 

CBT fantasy game adapted for LGBT+ individuals to investigate the efficacy of computerised CBT 

in this population. The study completed focus groups and semi-structured interviews with LGBT+ 

participants (N=21), clinicians (N=4) and commissioners (N=2). Results of this study reflect the 

importance of a ‘personalised approach’ and emphasise how a ‘one size fits all’ approach is 

inadequate, given the diverse and sometimes divergent needs of this population. The authors note 

that there were too few transgender participants to identify if the intervention was effective for this 

group, which points to the need for potentially considering groups which are trans-specific in order 

that adaptations can be tailored to reflect specific minority stress histories  (Lucassen et al., 2018).  
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Acceptability (Personal feelings about the intervention, having a safe context, Process issues) 

A further theme that developed during data extraction was the importance of the CBT 

intervention being acceptable. For the purposes of this review acceptable pertains to the sub themes 

of ‘therapy within a safe context’ and the importance of ‘process issues’.  

The case study reported by Perry (2017) highlights how discrimination and stigma are 

frequently the barriers for transgender people accessing health care. In this case, the participant had 

several previous interventions that were unsuccessful, he also showed some ambivalence towards 

CBT, as previous therapy had been inconsistent and he worried it would be ‘too structured’. The 

authors suggest that even when transgender individuals are motivated to access psychological 

support, they still may struggle to access culturally competent care. If transgender people do  not 

‘buy in’ to the intervention, this is likely to affect how useful they perceive the intervention to be 

(Perry et al., 2017). Clinical guidelines can be useful in assisting clinicians working with 

transgender individuals, to consider cultural issues. However, it should not be assumed that those 

issues will be the same as those faced by sexual minority individuals (Perry et al., 2017). Although 

one study suggested that the adapted anti-oppressive framework applied to group CBT was effective 

in reducing the symptoms of depression, it  is still of note that this finding was not evidenced in the 

bisexual or transgender participants (Ross et al., 2007). It is possible that the needs in a mixed group 

(LGBTQ+) are so diverse that it is more difficult for facilitators to maintain an acceptable balance.  

Acceptability and effectiveness are inextricably linked, and the acceptability of an 

intervention is not only important to those accessing it, but also to those providing it. Lucassen et 

al (2018) indicate that although clinicians and commissioners found the Rainbow SPARX program 

acceptable, only 8/21 of the participants did. Rainbow SPARX was developed in New Zealand, and 

as such contains several South Pacific and Maori references. As participants were not from New 

Zealand, this reflects the importance of an intervention being culturally appropriate to those it is 

targeted at. Online interventions should also be adaptable enough to cover various age groups and 

levels of understanding and acceptance towards ones TGNC identity.  Interventions should be co-

designed and co-created by both community members and stakeholders alongside TGNC 

individuals within the same cultural environment. 

The importance of reflexivity and reflectiveness are also discussed. Both Ross (2007) and 

Heck, Croot & Robohm (2015) suggest that facilitators should seek to retain an awareness of their 

own ideas around sexuality and gender, as well as their own position of privilege, and not expect 

others to conform to these ideas. They should also be aware of their gaps in knowledge if they are not 
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themselves LGBTQ+ and seek to redress this wherever possible. Supervision, self-reflection and 

where available CPD events can be key processes in achieving this.   

Establishing a trusting therapeutic relationship is also a key aspect of an intervention being 

acceptable. Heck et al (2015) suggest that facilitators should bear in mind that individuals know their 

own experience best.  

 

Accessibility, Gender Minority Stress and barriers to accessing culturally competent 

mental health care. 
The final theme resulting from the data extraction process was accessibility of an 

intervention. All three themes; Effectiveness, Acceptability and Accessibility, are interwoven under 

the umbrella of the need to consider the importance of addressing the barriers to accessing culturally 

competent mental health care and considering the impact of Gender Minority Stress.   

The link between mental health and oppression in gender minorities, resulting in gender 

minority stress, is widely documented (Bradford et al., 2013; Clements-Nolle et al., 2006; Hendricks 

& Testa, 2012; Tooru Nemoto et al., 2011; T. Nemoto et al., 1999). It is also evidenced in every paper 

included in this review. TGNC individuals accessing healthcare often present with psychological 

comorbidity  in addition to an increased likelihood of chronicity and recurrence of mental health 

problems (Perry et al., 2017).  

The studies in this review suggest that TGNC individuals frequently encounter barriers to 

accessing culturally competent care. These barriers include, stigma and discrimination as well as 

finding service providers who are culturally competent and trained in adapting evidence based 

interventions for this population (Perry et al., 2017). This highlights the importance of interventions 

not only being available, but also being supported and accessible in terms of their appropriate 

dissemination (Lucassen et al., 2018). Research indicates that e-therapies are popular with the LGBT 

community, and this is indicative of a need for further development of culturally competent and 

accessible online interventions for this population. These online therapies could be developed in 

collaboration with TGNC community members or existing e-therapies could be appropriately adapted 

with consultation around the acceptability of these adaptations. A trusting therapeutic relationship is 

a key element which feeds acceptability, and e-therapies may be successfully facilitated by providing 

them in partnership with agencies trusted by the transgender communities (Lucassen et al., 2018). 

Being able to access therapy within a safe context is also an important facet of an intervention being 

acceptable. This is especially relevant in terms of implementing online interventions where 

cyberbullying and stalking may occur (Lucassen et al., 2018).  



 28 

 

 Austin et al (2017) provide evidence demonstrating that transgender-affirmative CBT (TA-

CBT) has been adapted to ensure an affirming stance towards gender diversity, recognition and 

awareness of transgender specific sources of stress and the delivery of CBT within an affirming and 

trauma-informed framework. Despite this, the anti-oppression approach creates some tension when 

used alongside a CBT approach. Anti-oppression approaches, by their very nature, seek to increase 

ones awareness of the link between structural issues and personal distress, and thereby assist the client 

in recognising the structural issues they can change. CBT approaches tend to adopt a ‘here and now’ 

focus where personal issues are focused upon and somewhat decontextualized from contextual causes 

(Perry et al., 2017).  Ross (2007) found that although improvements were evident on depression and 

self-esteem outcome measures following intervention, no significant changes were observed on the 

internalised homophobia outcome measure. This therefore begs the question of whether CBT can 

effectively target and reduce gender minority stresses that have been ingrained over an individual’s 

lifetime. In order to address this, it is possible that adaptations may need to include a longer duration 

of intervention to address societal and systemic minority stresses (Perry et al, 2017).  Using a 

culturally adapted CBT framework acknowledges and allows the often oppressive contexts in which 

TGNC individuals access mental health care to be challenged, as well as giving a space to develop 

identity and reflect upon unique experiences (Zapor & Stuart, 2016).   

 

 

Discussion 

CBT is now the first line treatment for a variety of mental health difficulties across the world. 

In England, CBT has been scaled up on a national level with projects such as IAPT (Clark, 2011). 

This is due to the strong evidence base and a strong record of training and dissemination. Despite this 

there is a dearth of evidence for adapting CBT with the TGNC population. This is reflected in the low 

number of studies included within this review. Although this review included only 9 studies, it 

highlights several different options for offering an adapted CBT based intervention to TGNC 

individuals, including online, group and individual interventions. The results from these studies 

generally suggest that CBT can successfully be adapted for use with TGNC individuals in these 

formats. However, participant numbers for many of these studies were very small and did not include 

a comparison or control group, meaning any conclusions drawn are tentative and further large scale 

research is needed.  

Despite the fact that the MSM (Meyer, 2015) was designed for the LGB population, research 

has indicated support for using it with TGNC individuals as they too experience high rates of minority 
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stress due to their gender identity (Clements-Nolle et al, 2006; Hendricks et al, 2012). Research has 

also examined the connection between distal stressors and mental health difficulties in the TGNC 

population, with experiences of discrimination and prejudice linked with increased levels of distress 

(Bockting et al, 2013).  Although research into the links between distal stressors and mental health 

difficulties in increasing, there is still a paucity of research looking at the relationship between 

proximal factors and mental health. There is also very limited research into how buffers such as 

community connection relate to mental health outcomes in this population (Testa, Michaels, Bliss, 

Rogers, Balsam & Joiner 2017). Whilst these studies are helpful in adding to the evidence base for 

using the MSM with the TGNC population, they also have limitations, including the use of different 

questions to understand the impact of minority stress. This potentially limits the ability to draw 

conclusions around the constructs underpinning the model. In addition to this, TGNC individuals, 

although likely to experience many of the same distal stressors as LGB people, may experience 

additional specific distal stressors, such as being unable to access appropriate bathrooms in public 

places (Budge, Katz-Wise & Garza 2016) or experiences of non-affirmation (Bockting & Coleman, 

2007). TGNC individuals also experience many of the proximal stressors LGB individuals do (e.g. 

internalised transphobia/homophobia), however as gender is less easily concealed than sexuality, 

issues around disclosure are more complicated for TGNC people. Testa et al (2015) have developed 

and evaluated the gender minority stress and resilience model (GMSR) which is based on the MSM 

and is more able to assess these constructs in the TGNC population, however future research would 

be useful to better understand the directionality of the associations between the distal and proximal 

stressors.  

In terms of specific interventions for this population, face-to-face interventions may be more 

beneficial in some ways than online interventions, in that they allow for more regular risk assessment. 

This is perhaps critical in light of the fact that TGNC populations face high levels of minority stress 

and rates of suicide are significantly higher than in the general population (Mathy, 2003). Several of 

the studies within this review used a group intervention. When the group contained only TGNC 

individuals, it appeared to be more effective, and more acceptable to individuals (both qualitatively 

and in terms of symptom reduction), than when groups were LGBTQ inclusive. This highlights the 

importance of adapting interventions to cover the minority stresses that are specific to TGNC 

individuals, rather than the broader minority stresses experienced by the LGBTQ communities. It is 

also possible that the group effect of being with other people who identify as TGNC was the element 

that facilitated change. There is evidence to suggest some of the benefits of group therapy over 

individual therapy include:  feeling less alone, gaining a sense of belonging, gaining a support 

network and learning new strategies (McRoberts, Burlingame & Hoag, 1998). These all fit with 

building resilience and coping mechanisms in the face of minority stress and learning new strategies 
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that corresponds with a CBT focussed approach. This also appears to be supported by the fact that 

studies on adapted CBT with individuals made recommendations for longer treatment sessions or 

booster sessions, which was not the case for the group interventions. This necessitates future research 

not only into whether adaptations are helpful, but also how they are helpful, and specifically which 

adaptations are helpful.  

Accessibility and confidentiality are also important factors, and online interventions may 

facilitate access for those who wish to seek help but remain anonymous. This is a particularly 

pertinent point when services are seen as stigmatising. Computerised CBT programs are an area that 

has the potential to meet the needs of TGNC individuals in this respect (Lucassen et al, 2018), 

however at the time of writing and to the author’s knowledge, no e-therapies are currently available 

specifically tailored to this population, and further research is required. Risk management would also 

remain an important consideration in terms of online interventions, and perhaps a therapist assisted 

online intervention would be more appropriate in this sense. 

As stigma is frequently internalised and can lead to feelings of guilt around gender identity 

in this population, it is essential that interventions are adapted to foster resilience and promote self-

acceptance. TGNC individuals often experience minority stressors, which in turn activate individual 

resilience (Kumpfer, 1999). How the person uses their environment, in terms of personal support and 

coping factors can mediate the impact of minority stress and increase resilience towards future 

stressors.  

Several interventions within this review incorporated CBT modules focusing upon resilience 

building, thus it could be argued that this is an important factor in assisting TGNC individuals to 

manage minority stress and improve clinical outcomes. This is in keeping with previous research 

suggesting that having minority identities may actually improve health outcomes, by helping 

individuals to improve resilience by repeatedly facing stressful situations (Meyer, 2010). The 

inclusion of resilience building within an adapted CBT approach would appear to support the potential 

efficacy of such an approach, in terms of CBT focusing upon problem solving and addressing negative 

thoughts and schemas within a minority stress framework.  

However, it must be acknowledged that the ‘here and now’ approach of CBT unavoidably 

creates tensions with the wider and deeper rooted systemic and structural oppressions that are 

minority stress. In the individual case study reported in this review, the individual held concerns that 

CBT would be too ‘structured’ based on previous experiences, and although this is the nature of this 

model, it does reflect the importance of making collaborative and specific adaptations for the TGNC 

population. Although there does appear to be some evidence for the efficacy of CBT in reducing 

symptomology, there is little evidence to suggest that CBT can operate at a wider systemic level. It 

is critical that clinicians working with TGNC individuals can identify the negative sociocultural 
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induced situations which impact upon the mental health of these people. Clearly further attention 

needs to be given to challenging and changing the oppressive cultural context in which TGNC 

individuals live. This would suggest that interventions need to challenge transphobia not only at an 

individual level, but also at a cultural level in order to encourage the social change needed to facilitate 

a more inclusive and accepting society. The Minority Stress Model (Meyer, 2003, 2005) appears to 

be a model which could be employed to develop wider strategies to challenge the effects of 

transphobia and stigma.  

Finally, this review also reflects the importance of the therapeutic relationship, and reinforces 

not only the necessity of an empathic, validating approach, but also holding a knowledge of TGNC 

specific issues prior to therapeutic intervention.  This is particularly salient in light of the micro 

aggressions faced by this population. Without reflexivity and self-awareness, clinicians face the 

possibility of contributing to their cisgender biases, which may impact upon the therapeutic alliance 

and in turn the efficacy of the intervention. If TGNC individuals are not able to access culturally 

competent care they are likely to feel ambivalent or negatively about accessing treatment in the future 

(Mathy, 2003). 

 

Strengths and Limitations 

Strengths of this systematic review include it being conducted and reported using PRISMA 

guidelines. The review also employed a comprehensive and rigorous search strategy and both authors 

were involved in the selection of studies, extraction of data and data synthesis to ensure accuracy and 

minimise bias. 

The study is limited in that the research was mostly conducted in the United States of America, mostly 

group based interventions and under half of the studies focused solely upon the TGNC population. In 

addition to this only a small number of studies were identified that met eligibility criteria. Three 

academic databases were searched under the advice of the academic librarian, and it is possible that 

searching a larger number of databases may have yielded further studies. It is also of consideration 

that the studies included were not assigned a score using the CASP and as such there could be a 

greater risk of bias. Finally, it is possible that there is a risk of publication bias, as studies with null 

findings may not have reached publication which could lead to a skewed account of the efficacy of 

adapted CBT with the TGNC population.  
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Future research and clinical recommendations 

Based on this review, several recommendations can be made for clinicians who may be 

working with TGNC clients.  Clinicians should consider adapting CBT for this population, to account 

for the minority stresses this population face, whilst more generally being empathic and validating of 

these experiences, and allowing the individual to lead the extent to which they want to explore these 

stressors. Clinicians should maintain a good awareness of the relationship between mental health 

difficulties, minority stress and gender identity as well as seeking to explore their own gender related 

biases and beliefs. Clinicians should also aim to keep up to date with current research, and read 

relevant guidelines including the WPATH standards of care (World Professional Association for 

Transgender Health, 2012). 

As the evidence base is limited in this area, future research should seek to recruit larger 

sample sizes, alongside comparison and control groups. Interventions should also collect follow up 

data to see if treatment gains are maintained. It would also be important to identify exactly which 

elements of adapted interventions are particularly helpful. This is particularly pertinent in terms of 

resilience, given research indicates this is an important factor in managing minority stress (Meyer, 

2010). Further research into the benefits and utility of online interventions may also be useful, as 

interventions for this population should be as accessible as possible, particularly for those in rural 

areas or those who are fearful of attending mental health services due to confidentiality fears.  

The aim of this review has been to establish the current evidence base and make 

recommendations for using CBT with TGNC populations. The studies reviewed have mainly covered 

adults, however it is also critical that this work is extended to children and young people (CYP). 

Given the developmental differences between CYP and adults, adaptations are also likely to be 

different. In addition to this, research should also seek to understand the various intersections of 

gender with other cultural identities such as race and religion. This is particularly key in light of the 

fact that TGNC individuals of colour are often subject to higher rates of discrimination and have 

higher rates of substance misuse than white TGNC individuals (Garofalo, Deleon, Osmer, Doll & 

Harper, 2006; Bockting et al, 2013). 

 

Conclusion 

As this review highlights, research in this area is limited, and as Clinical Psychology seeks 

to embrace diversity, more research into adapting CBT this area is needed.  Adaptations must take 

into account TGNC individuals’ experiences, values and beliefs whilst also acknowledging the impact 

that being in a minority group may have upon mental health, due to oppression and discrimination 
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(Austin & Craig, 2015). Holding true to CBT’s evidence based principles whilst balancing these 

adaptations, can be challenging, but the emerging evidence in this area would indicate that with 

empathy, validation, self-awareness and knowledge of relevant guidelines, it is indeed a possibility.   

 
 

References 

Austin, A. (2015). Empirically Supported Interventions for Sexual and Gender Minority Youth. 
Journal of Evidence-Informed Social Work, 12(6), 567-579. 

Austin, A., Craig, S. L., & Alessi, E. J. (2017). Affirmative Cognitive Behavior Therapy with 
Transgender and Gender Nonconforming Adults. Psychiatr Clin North Am, 40(1), 141-156. 

Austin, A., Craig, S. L., & D'Souza, S. A. (2018). An AFFIRMative Cognitive Behavioral 
Intervention for Transgender Youth: Preliminary Effectiveness. Professional Psychology-
Research and Practice, 49(1), 1-8. 

Austin, A., Craig, S. L., & D’souza, S. A. (2018). An AFFIRMative Cognitive Behavioral 
Intervention for Transgender Youth: Preliminary Effectiveness. Professional Psychology: 
Research and Practice, 49(1), 1-8. 

Bockting, W. O., & Coleman, E. (2007). Developmental stages of the transgender coming out 
process: Toward an integrated identity. Principles of transgender medicine and surgery, 1, 
185-208. 

Bockting, W. O., Miner, M. H., Swinburne Romine, R. E., Hamilton, A., & Coleman, E. (2013). 
Stigma, mental health, and resilience in an online sample of the US transgender population. 
American journal of public health, 103(5), 943. 

Bradford, J., Reisner, S. L., Honnold, J. A., & Xavier, J. (2013). Experiences of transgender-related 
discrimination and implications for health: results from the Virginia Transgender Health 
Initiative Study. American journal of public health, 103(10), 1820. 

Budge, S. L., Katz-Wise, S. L., & Garza, M. V. (2016). Health disparities in the transgender 
community: Exploring differences in insurance coverage. Psychology of Sexual Orientation 
and Gender Diversity, 3(3), 275. 

Cardemil, E. V. (2010). Cultural adaptations to empirically supported treatments: A research 
agenda.  (pp. 8-21.). The Scientific Review of Mental Health Practice. 

Carroll, L., & Gilroy, P. J. (2002). Transgender Issues in Counselor Preparation. Counselor Education 
and Supervision, 41(3), 233-242. 

Chambless, D. L., & Hollon, S. D. (1998). Defining empirically supported therapies. Journal of 
consulting and clinical psychology, 66(1), 7. 

Chambless, D. L., & Ollendick, T. H. (2001). Empirically supported psychological interventions: 
controversies and evidence. Annual review of psychology, 52, 685. 

Clement-Nolle, K., Marx, R., Guzman, R., & Katz, M. (2001). HIV prevalence, risk behaviors, health 
care use, and mental health status of transgender persons: Implications for public health 
intervention. American Journal of Public Health, 91(6), 915-921. 

Clements-Nolle, K., Marx, R., & Katz, M. (2006). Attempted suicide among transgender persons: 
The influence of gender-based discrimination and victimization. Journal of homosexuality, 
51(3), 53. 

Coleman, E., Bockting, W., Botzer, M., Cohen-Kettenis, P., Decuypere, G., Feldman, J., et al. (2012). 
Standards of Care for the Health of Transsexual, Transgender, and Gender- Nonconforming 
People, Version 7. International Journal of Transgenderism, 13(4), 165-232. 

Covidence systematic review software, Veritas Health Innovation, Melbourne, Australia. 
Available at www.covidence.org 



 34 

Craig, S. L., & Austin, A. (2016). The AFFIRM open pilot feasibility study: A brief affirmative 
cognitive behavioral coping skills group intervention for sexual and gender minority youth. 
Children and Youth Services Review, 64, 136-144. 

Denny, D., & Green, J. (1996). Gender identity and bisexuality. 
Empson, S., Cuca, Y. P., Cocohoba, J., Dawson-Rose, C., Davis, K., & Machtinger, E. L. (2017). 

Seeking safety group therapy for co-occurring substance use disorder and PTSD among 
transgender women living with HIV: A pilot study. Journal of Psychoactive Drugs, 49(4), 
344-351. 

Garofalo, R., Deleon, J., Osmer, E., Doll, M., & Harper, G. W. (2006). Overlooked, 
misunderstood and at-risk: Exploring the lives and HIV risk of ethnic minority 
male-to-female transgender youth. Journal of adolescent health, 38(3), 230-236. 

Glassgold, J. M. (2009). The Case of Felix: An Example of Gay-Affirmative, Cognitive-Behavioral 
Therapy. Pragmatic Case Studies in Psychotherapy, 5(4), 21. 

Goethals, S., & Schwiebert, V. (2005). Counseling as a Critique of Gender: On the Ethics of 
Counseling Transgendered Clients. International Journal for the Advancement of 
Counselling, 27(3), 457-469. 

Grant, J. M., Mottet, L., Tanis, J. E., Harrison, J., Herman, J., & Keisling, M. (2011). Injustice at 
every turn: A report of the national transgender discrimination survey. National Center for 
Transgender Equality. 

Heck, N. C., Croot, L. C., & Robohm, J. S. (2015). Piloting a Psychotherapy Group for Transgender 
Clients: Description and Clinical Considerations for Practitioners. Professional Psychology: 
Research and Practice, 46(1), 30-36. 

Hendricks, M. L., & Testa, R. J. (2012). A Conceptual Framework for Clinical Work With 
Transgender and Gender Nonconforming Clients: An Adaptation of the Minority Stress 
Model. Professional Psychology: Research and Practice, 43(5), 460-467. 

Lucassen, M., Samra, R., Iacovides, I., Fleming, T., Shepherd, M., Stasiak, K., et al. (2018). How 
LGBT+ Young People Use the Internet in Relation to Their Mental Health and Envisage the 
Use of e-Therapy : Exploratory Study. 

Lucassen, M. F. G., Merry, S. N., Hatcher, S., & Frampton, C. M. A. (2015). Rainbow SPARX: A 
novel approach to addressing depression in sexual minority youth. Cognitive and Behavioral 
Practice, 22(2), 203-216. 

McRoberts, C., Burlingame, G. M., & Hoag, M. J. (1998). Comparative efficacy of 
individual and group psychotherapy: A meta-analytic perspective. Group 
Dynamics: Theory, Research, and Practice, 2(2), 101. 

Maguen, S., Shipherd, J. C., & Harris, H. N. (2005). Providing Culturally Sensitive Care for 
Transgender Patients. Cognitive and Behavioral Practice, 12(4), 479-490. 

McLemore, K. A. (2018). A minority stress perspective on transgender individuals’ experiences with 
misgendering. Stigma and Health, 3(1), 53. 

Meyer, I. H. (1995). Minority Stress and Mental Health in Gay Men. Journal of Health and Social 
Behavior, 36(1), 38-56. 

Meyer, I. H. (2003). Prejudice, Social Stress, and Mental Health in Lesbian, Gay, and Bisexual 
Populations: Conceptual Issues and Research Evidence. Psychological Bulletin, 129(5), 674-
697. 

Nemoto, T., Bödeker, B., & Iwamoto, M. (2011). Social support, exposure to violence and 
transphobia, and correlates of depression among male-to-female transgender women with a 
history of sex work. American journal of public health, 101(10), 1980. 

Nemoto, T., Luke, D., Mamo, L., Ching, A., & Patria, J. (1999). HIV risk behaviours among male-
to-female transgenders in comparison with homosexual or bisexual males and heterosexual 
females. AIDS Care, 11(3), 297-312. 



 35 

Perry, N. S., Chaplo, S. D., & Baucom, K. J. W. (2017). The Impact of Cumulative Minority Stress 
on Cognitive Behavioral Treatment With Gender Minority Individuals: Case Study and 
Clinical Recommendations. Cognitive and Behavioral Practice, 24(4), 472-483. 

PROSPERO. York, England: Centre for Reviews and Dissemination, Univeristy of York., 
(www.crd.york.ac.uk/prospero).  

Ross, L. E., Doctor, F., Dimito, A., Kuehl, D., & Armstrong, M. S. (2007). Can Talking About 
Oppression Reduce Depression?: Modified CBT Group Treatment for LGBT People with 
Depression. Journal of Gay & Lesbian Social Services, 19(1), 1-15. 

Sackett, D. L., Rosenberg, W. M. C., Gray, J. A. M., Haynes, R. B., & Richardson, W. S. (1996). 
Evidence based medicine: what it is and what it isn't. BMJ, 312(7023), 71. 

Selvidge, M. D., Matthews, C., & Bridges, S. (2008). The Relationship of Minority Stress and 
Flexible Coping to Psychological Well Being in Lesbian and Bisexual Women. Journal of 
Homosexuality, 55(3), 450-470. 

Thomas, J., & Harden, A. (2008). Methods for the thematic synthesis of qualitative research in 
systematic reviews. BMC medical research methodology, 8(1), 45. 

Weissman, M. M. (2005). What Works for Whom? ( 2nd edition ). By A. Roth and P. Fonagy. (Pp. 
661; $60.00; ISBN 1572306505.) Guilford Publications, Inc.: New York. 2004, Psychol. 
Med. (Vol. 35, pp. 1379-1380). 

Wenzel, A., Dobson, K. S., & Hays, P. A. (2016). Culturally responsive cognitive behavioral therapy 
Cognitive behavioral therapy techniques and strategies. (pp. 145-160). Washington, DC, US: 
American Psychological Association. 

Williams, C. H. J. (2015). Improving access to psychological therapies (IAPT) and treatment 
outcomes: epistemological assumptions and controversies.  (Vol. 22, pp. 344-351.). Journal 
of psychiatric and mental health nursing. 

Zapor, H., & Stuart, G. L. (2016). Affirmative Cognitive Behavioral Therapy for a Male with 
Depression Following Sexual Orientation Discrimination. Clinical Case Studies, 15(2), 143-
156. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 36 

Service Improvement Project 

 

What makes Therapist assisted computerised Cognitive Behaviour 

Programmes (TA-cCBT) acceptable to both service users and service 

providers? A qualitative study investigating the barriers and 

facilitators of the SilverCloud platform.  

 
Author:      Lou Pryer 
      L.R.Pryer@bath.ac.uk 
Internal Supervisors:  Dr Josie Millar, Dr Charlotte Dack (University 

of Bath) 
External Supervisor  Andrew Ayers (University of Bath counselling 

and wellbeing service) 
Word Count:   4844 (excluding abstract, tables figures and 

references) 
Proposed Journal Submission:   Internet Interventions.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 37 

Abstract 

Background: Anxiety and depression are common mental health difficulties experienced by 

University students, and can significantly impair social and academic functioning. Due to the size 

of student populations, treating mental health difficulties with individual therapy would be time 

consuming and expensive.  Therapist assisted computerised CBT (TA-cCBT) might be a useful 

and cost effective way to meet this need. However very little is understood about the factors that 

aid or limit engagement with this treatment modality.  

Aim: The aim of this study was to gauge the acceptability of the platform and investigate the 

perceived facilitators and barriers to engaging with Therapist Assisted-cCBT (TA-cCBT) from 

both the service users’ and service providers’ perspectives. 

Methods: Participants were recruited from the University of Bath counselling service. Phase one 

of the study recruited five service providers, who participated in a qualitative focus group. Phase 

two of the study recruited 17 student service users who had used and/or were using the TA-cCBT 

programme. They completed a brief quantitative questionnaire specifically designed to elicit their 

views on the platform.  

Results: Thematic analysis identified four main themes; counsellor beliefs and training, 

usability/fit for purpose, technology as a risk/worry and improvements for the platform. Results 

indicate that service providers and service users indicated mixed views around the acceptability 

of the online platform.  

Conclusions: Despite both service users and service providers holding mixed views regarding 

the acceptability of the programme, both placed high importance on the utility of therapist 

assistance as a factor that warrants further exploration.  

 

Keywords: Computerised Cognitive Behaviour Therapy, Anxiety, Depression. 
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Introduction 

Background 
There is substantial evidence to support the use of low intensity Cognitive Behavioural 

Therapy (LI-CBT) in the treatment of anxiety and depression (Clark, 2011; Rodgers et al., 2012). 

The National Institute of Clinical Excellence (NICE) has published guidance recommending 

some computerised Cognitive Behaviour Therapy (cCBT) packages for use in mild to moderate 

anxiety and depression (NICE, 2004).  With high demand for low intensity interventions, 

therapist assisted computerised CBT (TA-cCBT) has the capacity to provide effective and 

acceptable health care for those who may otherwise remain untreated (Gavin, Pim, Michelle, 

Peter, & Nickolai, 2010).  

Several studies have indicated that TA-cCBT is as effective as traditional CBT (Carlbring, 

Nilsson-Ihrfelt, Waara, Kollenstam, Buhrman et al, 2005) and that the factor which makes the 

difference is the presence of therapist support, making TA-cCBT more effective than cCBT 

(Spek, Cuijpers, Nyklicek, Riper, Keyzer etal, 2007). In addition to this, there are now several 

meta-analyses providing evidence for the efficacy of TA-cCBT over control conditions in the 

treatment of mild anxiety and depression (Butler, Chapman, Forman, & Beck, 2006; Cuijpers et 

al., 2009; Cuijpers, van Straten, Andersson, & van Oppen, 2008). This highlights an increasing 

recognition of the need for new and innovative models of service delivery which are able to 

increase both the capacity of  and the access to services (Kazdin, 2015). 

Anxiety and depression are common mental health difficulties experienced by University 

students, and can significantly impair both social and academic functioning (Bayram & Bilgel, 

2008). There is a demand on University counselling services to offer short-term therapeutic 

support (in keeping with the academic setting and timetable) to students presenting with anxiety 

and depression (Holm-Hadulla & Koutsoukou-Argyraki, 2015). There is currently only limited 

evidence for the efficacy of TA- cCBT in student populations (Osborne, 2003). However, it is a 

reasonable assumption that students would engage well with this modality of treatment, being 

highly proficient with and having access to digital technology (Mohr, Burns, Schueller, Clarke, 

& Klinkman, 2013).  

A recent feasibility study into the acceptability and usage of therapeutic technology 

(including mobile apps) in University mental health services highlighted how technology can be 

used in student services (Broglia, Millings, & Barkham, 2017). This study discussed some of the 

potential implications in supporting a rising student population with mental health support. The 

authors suggest that using technology may reduce waiting lists, increase engagement with therapy 

and improve therapeutic outcomes as well as having the potential to enrich face to face therapy 
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sessions (Broglia et al., 2017). Despite this, there is evidence to suggest that engagement with 

internet interventions can be difficult, and often attrition rates can be high (Proudfoot, Goldberg, 

Mann, Everitt, Marks et al, 2003; Van den Berg, Shapiro, Bickerstaffe & Cavanagh (2004). This 

highlights the importance of an intervention being acceptable both to those accessing the service, 

and to those providing it.  

Sekhon, Cartwright & Francis (2017) define acceptability as ‘a multi-faceted construct that 

reflects the extent to which people delivering or receiving a healthcare intervention consider it to 

be appropriate, based on anticipated or experienced cognitive and emotional responses to the 

intervention’ (p. 4). This definition can be enlisted for the purposes of measurement and a multi 

construct Theoretical Framework of Acceptability (TFA) of healthcare interventions has been 

developed, which evaluates both prospective and retrospective acceptability from the perspective 

of both service users and service providers (Sekhon, Cartwright, & Francis, 2017). Acceptability 

is a ‘necessary but not sufficient’ condition which is required for an intervention to be successful 

(Sekhon et al., 2017). This suggests that acceptability is a critical consideration when designing, 

evaluating and implementing new interventions, particularly due to the fact that cCBT platforms 

usually consist of multiple interacting modules (Sekhon et al., 2017).  

The TFA consists of seven different constructs: affective attitude, burden, perceived 

effectiveness, ethicality, intervention coherence, opportunity costs, and self-efficacy (Appendix 

2A). Effective implementation of the intervention is dependent upon its acceptability to both 

service providers and service users. If the intervention is considered acceptable, service users are 

more likely to adhere to treatment and experience improved clinical outcomes (Diepeveen, Ling, 

Suhrcke, Roland, & Marteau, 2013; Sekhon et al., 2017). However, if an intervention is perceived 

to have low acceptability by service providers, then it may not be delivered in the way it was 

intended, which can have an impact on how acceptable the service user finds the intervention and 

its overall effectiveness (Booth et al., 2007; Sekhon et al., 2017). Acceptability will not 

necessarily remain constant and may vary across the course of therapy. It is essential that 

University counselling services are able to develop innovative interventions to work 

therapeutically with students who are experiencing anxiety and depression, whilst ensuring these 

interventions are acceptable both to service users and to service providers. The TFA should be 

helpful in evaluating this.   

The SilverCloud programme for depression (Space from Depression) and anxiety (Space 

from Anxiety) is a TA-cCBT programme available to students with anxiety and/or depression 

who are studying at the University of Bath. Both programmes comprise of seven internet 

delivered modules, with service users also assigned a therapist to provide weekly feedback. This 
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project will add to the existing literature by improving understanding about how TA-cCBT can 

be best used by assessing what makes platforms ‘acceptable’ to both service users and service 

providers.  

 

Research Questions 

The aim of this study was to identify and investigate the barriers and facilitators to using TA-

cCBT for anxiety and depression within a University Counselling and Mental Health Service 

from the perspective of both student service users and service providers.  The following research 

questions were addressed: 

 

1. How acceptable do service providers find the SilverCloud platform and what do they 

think the barriers/facilitators to engagement with this platform are? 

2. How acceptable do student service users find the SilverCloud platform and what 

barriers/facilitators/improvements do they identify? 

 

 
Methods 

Participants 

Seven service providers (four counsellors and three CBT therapists) currently supporting 

students with the cCBT intervention at the University counselling service were invited through 

the service manager to participate in a focus group.  Of these, five agreed to participate (three 

counsellors and two CBT therapists, all of whom were white females). In addition to this, 330 

students using the SilverCloud platform were invited to complete a questionnaire upon 

completion of the treatment. 

 

Design  

A cross sectional exploratory study design was employed, and qualitative methodology 

alongside descriptive statistics were utilised.  

 
Materials  

Semi- structured interview for Focus group 

A semi structured focus group schedule was developed to explore and reflect the research 

questions. The schedule included nine key questions and exploratory probing questions regarding 

the acceptability of the programme to both service users and service providers. This included 
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questions around what service providers perceived as the barriers to accessing and engaging with 

the platform might be, both for themselves and for students. Service providers were also asked 

how improvements to the intervention could be made, as well as questions around perceived 

student characteristics in those who found the SilverCloud programme intervention acceptable. 

An example of one of these items was “In your opinion which aspects of the platform make it 

easier for students to access and use?” (Appendix 2B).  

Online questionnaires 

A brief online questionnaire was developed to evaluate student service user’s experience of 

the SilverCloud platform. The constructs from the TFA were used to guide the questions included 

in the 9-item measure, with participants asked to rate their agreement with seven different 

statements reflecting each of the constructs of the TFA (Affective attitude, Burden, Ethicality, 

Intervention coherence, Opportunity costs, Perceived effectiveness and Self efficacy). For each 

item participants were asked to rate their agreement with each statement on a 10-point Likert 

scale ranging from 0 ‘strongly agree’ to 10 ‘strongly disagree’, with a score of 5 indicated as 

‘neither agree nor disagree’. An example of one of these items was “I understood the treatment I 

was prescribed” (Appendix 2C). The final item on the questionnaire was an open text question 

and allowed participants to leave any further comments.   

The Patient Health Questionniare-9 (PHQ-9) and the Generalised Anxiety Disorder 

Questionnaire-7 (GAD-7), were completed online by all service users at the beginning and end 

of the TA-cCBT to assess symptoms of anxiety and depression. The PHQ-9 is widely reported to 

have good reliability as well as criterion, construct, factorial and procedural validity. Sensitivity 

and specificity are reported as 88% and 88% respectively (Kroenke, Spitzer & Williams, 2001). 

The GAD-7 also widely reported to have good reliability as well as criterion, construct, factorial 

and procedural validity. Sensitivity and specificity were reported as 89% and 82% respectively 

(Spitzer, Kroenke & Williams, 2006).  
 

Procedure 

The initial phase was qualitative. Seven service providers supporting students with the cCBT 

intervention at the University counselling service were invited to participate in a 2-hour focus 

group within the Psychology department at the University of Bath. The focus group was 

facilitated by the researcher and deemed pragmatic in terms of time constraints within the 

counselling service. Five service providers agreed to take part, and a suitable date was arranged 

via email. Prior to the focus group, participants were asked to read the information sheet and 

offered the opportunity to ask questions before signing the consent form. A semi structured focus 

group schedule was used to direct participants to reflect upon what they considered to be the main 
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barriers and facilitators to using the online platform. The focus group was audio recorded and 

transcribed verbatim. Participants were debriefed upon completion of the focus group.  

The second phase of the study was quantitative. A total of 330 student service users who had 

been prescribed the SilverCloud platform were sent an email inviting them to complete a brief 

questionnaire upon completion of the programme. This was included as part of the standard 

service feedback and asked users to rate their experience of the platform and to comment upon 

any aspects they found more helpful or less helpful to determine the platform’s level of 

acceptability. Ethical approval for this study was obtained from The University of Bath ethics 

panel (17-191).  

 
Analysis 

Thematic analysis informed by the method described by Braun & Clarke (2006) was 

employed to ascertain themes identified in the data. The decision to use thematic analysis was 

informed by the work of Braun & Clarke (2006), who postulate that this method of analysis is 

helpful in ‘identifying, analysing, and reporting patterns (themes) within the data’ as well as 

allowing an insightful analysis that answers particular research questions‘ (2006, p.79, p.97). The 

data was transcribed verbatim and coded manually. The codes were then grouped under 

preliminary themes. Transcripts of the raw data were provided to all authors for double checking 

of codes to ensure consistency. To ensure reliability of themes the transcript was read until no 

new thematic material emerged, and agreement was sought from the other two authors. Themes 

and subthemes were summarised, tabulated and connections highlighted on a thematic map 

(Appendix 2D). Questionnaire data was collected and tabulated by the SilverCloud platform, 

before being inputted into the Statistical Programme for Social Sciences (SPSS) and analysed 

using descriptive statistics. 

 

 

Results 

Phase 1 – Results from the thematic analysis of the focus group with Service Providers 

Thematic analysis revealed four main themes, the first was ‘counsellor beliefs and training’, 

which reflected how the therapeutic approach of service providers impacted upon their feelings 

towards the platform and its acceptability. The second theme was ‘usability/fit for purpose’ 

which covered the practicality of the platform, including its appearance and some of the features. 

The third theme was ‘technology as a risk/worry’, which broadly reflected service providers 

concerns around how the platform manages risk as well as counsellors own worries about holding 



 43 

the risk. The final theme was ‘improvements for the platform’ and included suggestions, 

thoughts and discussion around how the platform could develop and improve in the future.  

 

Counsellor beliefs and training 

The service providers who took part in the focus group had been trained in different 

therapeutic approaches. Three of them had been trained in a Rogerian humanistic approach 

(participants A, C and E) and two in a Cognitive Behavioural approach (participants B and D). 

This highlighted a divide in the participants, in that those favouring a Cognitive Behavioural 

approach appeared to find the intervention more acceptable than those who had trained under a 

humanistic approach.  The main barriers identified relating to therapeutic approach centered on 

there not being enough human contact and the intervention not “feeling like a treatment” 

(participant A). Counsellors with a Rogerian humanistic background also perceived themselves 

to be barriers due to their own lack of understanding of the Cognitive Behavioral model and the 

SilverCloud platform and felt that more training would be helpful.   

 

“I was just thinking about another barrier, actually I think I’m a barrier, I think there is some 
element of if we as staff are going to use it, a lot of work needs to be put into us” (Participant A,).  
 

These therapists also expressed both frustration and uncertainty around the platform due to 

the conflict with their training in a Rogerian humanistic approach, rather than a Cognitive 

Behavioural approach. 

 

"By necessity of the platform you have to be directive, and being directive is not therapy.. 
therapeutically, that’s not my modality” (Participant E). 
 

“It’s difficult for me to give them meaningful feedback because I can’t relate to them I don’t know 
what their eyes were saying or what the energy in the room was, all I know is what’s on that 
screen you know, so I find that really it’s, it’s disorientating and disconnecting for me as a 
therapist” (Participant C).  
 

The counsellors who were more familiar with a Cognitive Behavioural approach identified 

more facilitators for the platform. 

 

“It is an appropriate intervention, so like you were saying, it just should not being given to people 
who are too unwell for it” (Participant B).  
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Usability/fit for purpose  

The usability of the SilverCloud platform was one of the main themes which emerged from 

the focus group. Counsellors were mixed in their views on the usability of the platform, and those 

trained in a more humanistic approach felt that the appearance of the platform was likely to be 

one of the main barriers to its acceptability.  

 

“I don’t like the content, I have to be honest, I find it very basic, and um a little bit patronising” 
(Participant E).  
“It’s clunky and it’s quite old fashioned and it feels, you know, it just feels like something from 
the early nineties, you know it’s got that feel to it” (Participant C).  

Counsellors felt that there were alternative platforms or apps available which were more 

interactive and could offer a more up to date service for students.  

 

“It’s not doing any of the whizzy things that you know some of the apps can do when it’s in their 
pocket going beep beep look at me, it doesn’t do any of that so there isn’t any, there is nothing in 
the system that’s engaging, they [the students] have to actively decide to go on it” (Participant 
A). 
 

The facilitators of the platform were also discussed and several aspects emerged as being 

positive elements. The platform was thought to be easily accessible for service users, as it can be 

accessed through laptops and mobile telephones, and enables service users to access the service 

at any time.  

 

“They [the students] can tap into it whenever they want” (Participant E). 

One counsellor also felt that the platform’s appearance was a facilitator and that it had 

multiple uses.  

“I like the way it looks, what it does, it can be used in so many different ways” (Participant D). 

Motivation and engagement were also felt to be important factors as to whether service users 

found an intervention acceptable.  

 
“It’s people who really want to take on their own health and well-being, you know there is that 
impetus there to start with, so they are going to engage, you know they are going to engage” 
(Participant B). 

 
 

Technology as a risk/worry   

Another theme reflected counsellors’ concerns around the lack of human contact on the 

platform, and a lack of control over the therapy process. This was unanimously felt by all five 
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counsellors and the SilverCloud platform was compared to another platform, ‘The Big White 

Wall’, where service users were able to seek support from each other using a mental health forum.   

 

“It (SilverCloud) just exacerbates that feeling of isolation and loneliness whereas that was 
somewhat ameliorated by the big white wall because you had an online forum, you know you 
had other people you could talk to on that” (Participant C). 
“It’s rare isn’t it? Rare these days to have a technological platform that doesn’t involve 
interaction with other people apart from us. It feels really weird to me that there isn’t 
interaction with others, it feels very narrow” (Participant D).  

Counsellors also held some concerns around the level of risk, which was associated with the 

lack of human contact on the platform.  

“Although we prescribe, so we are monitoring and we might get risk flagged, if that’s flagged 
at 2 O’clock in the morning on a Friday, you know we’re not gonna see that til Monday”. 
(Participant A) 

 

 

Future directions and improvements for platform.  

The final theme focussed upon how the platform could potentially develop and improve. All 

Counsellors felt that normalising distress and moving towards a wellbeing focus was important. 

Counsellors had previously reflected that one of the barriers to using the platform might be its 

appearance and its lack of modern technology, and this was raised as an area in which 

improvements could be made. One idea raised several times was bio neuro feedback, which is a 

type of biofeedback which helps to restore brainwave patters to an ideal range of functioning by 

producing a signal that can be used as feedback to self-regulate brain function. 

“And just using really simple things that actually people respond to really really well with the 
kind of fitness apps and kinds of things like that. Bio neuro feedback or whatever would be 
brilliant, you know with a mood monitor you could be monitoring your heart rate.” (Participant 
B). 

Several counsellors also highlighted the importance of using technology to make the platform 

more interactive, for both service users and service providers. 

“I think you need to have reminders and things, you know, kind of on a level with social media a 
little bit more in terms of prompting you to do stuff and making it a little bit more exciting or 
incentivising it in different ways..” (Participant E).  
“Yeah something that flags up like the journal part could be a good part of the system.. something 
that says you were journaling a lot and we haven’t seen you for a few weeks.. something that says 
we’ve missed you” (Participant B).  

There was also a sense of creating a positive atmosphere and reducing some of the 

stigmatisation surrounding mental health. Counsellors suggested congratulating students for 

taking care of their mental health and normalising the process by showing how many other service 

users had used the platform that day.  
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“If there was something that shifted the focus from it being a bit more about wellbeing so it’s not 
so much about it being a problem, and you’ve got to talk about it to get through your problem.. 
It’d be really nice if it could be this platform where you could be congratulated for looking after 
your mental health, like well done, you’ve learnt this, you’ve learnt these skills as opposed to you 
are really depressed.” (Participant C).  
“A meditation app.. so even though you are doing meditation on your own in a little room in the 
middle of nowhere, you look at your thing afterwards and you meditated with 4500 people. It’s 
like wow!” (Participant A).  

 

Phase 2: Results from the descriptive analysis of evaluative questionnaires completed by 

Service Users 

The student service user sample consisted of 17 respondents who had used the new cCBT 

platform during semester one (September 2017-January 2018). These student’s completed the 

online questionnaire anonymously and the pattern of responses showed mixed views around the 

acceptability of the online platform. The service users in this sample used the platform for an 

average of seven sessions over a period of approximately three hours, with the average session 

length being 25 minutes.  Students had an average of two reviews with a counsellor and 49% of 

the sample showed a reliable change as measured by symptom change on the PHQ-9 (Kroenke, 

Spitzer &Williams, 2001) and GAD-7 (Spitzer, Kroenke, Williams & Lowe, 2006). 

 

The majority of the student service user sample agreed that they understood the online 

treatment (76.5%), however 64.7% disagreed that using an online treatment for psychological 

distress had been a good fit for them. Most students agreed that the time and effort required for 

the programme was manageable (70.6%) and that they were able to fit the treatment in with their 

lifestyle and interests (70.6%) whilst still meeting the requirements and demands of the online 

treatment (59.9%). Students were mixed in their views as to whether they felt the online treatment 

had helped them, with 41.2% agreeing it had, 35.3% disagreeing and 5.9% neither agreeing nor 

disagreeing. Students were also divided over whether they felt positive about the online treatment 

with 53% agreeing they did feel positive, 35.3% disagreeing and 11.8% neither agreeing nor 

disagreeing. Approximately half of the sample agreed that improvements could be made to the 

online treatment, and the majority of suggestions for this included increasing face to face contact 

with a therapist;  “More therapist involvement”, “I found it more beneficial to talk face to face 

with someone” “The lack of personal interaction made it difficult to motivate”. One student 

commented upon the appearance of the platform suggesting “Changing the layout of the online 

platform. It felt a bit clunky and old fashioned”. Students were also divided over their 
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expectations around the platform, with 47.1% agreeing it had been what they were expecting, 

35.3% feeling it was not what they expected. 

 

 

Discussion 
This study indicates that both service users and service providers hold mixed views around 

the acceptability of the computerised CBT platform SilverCloud. Service providers perceived the 

acceptability of the platform as relative to their own therapeutic beliefs and training, with those 

trained in a CBT approach perceiving the intervention as more acceptable than those who trained 

in a Rogerian approach. The majority of the student service agreed that the TA-cCBT programme 

was clear and manageable but still did not consider a good fit for them personally. Both service 

users and service providers were in agreement over the high importance of therapist presence. 

These key findings are discussed in more detail below. 

Counsellor beliefs and training, highlighted a divide between those who had been trained in 

a Rogerian humanistic approach, and those who had been trained in a CBT approach, with the 

latter identifying more facilitators to the platform. It is possible that this may have impacted upon 

the therapeutic alliance, with those trained in CBT naturally being more aligned with the 

techniques and approaches used by the platform (Du, Quayle, & Macleod, 2013).  This may also 

explain the mixed response from student service users, whose experience may have differed 

depending upon which therapist they were supported by. Further research would be needed to 

explore this dynamic more fully.    

‘Counsellor beliefs and training’ fits with several aspects of the TFA (Sekhon, 2017), 

highlighting the importance of the intervention fitting with the service providers’ individual value 

system, as well as the service provider feeling confident in how the intervention works. The 

service providers who had not been trained in CBT identified barriers including a lack of human 

contact and the intervention not feeling like a treatment. They also indicated that they considered 

themselves a barrier to the platform due to a lack of training and understanding of the CBT 

approach. Previous research has also indicated that therapists who are less open to new treatments 

or work from a particular model may be more resistant to TA-cCBT approaches (Becker & 

Jenson-Doss, 2013).  This appears to be reflected on a wider scale, as to the authors knowledge, 

there is currently no standard protocol to train therapists in TA-cCBT.  This finding is consistent 

with previous research which has demonstrated that 94% of therapists had not received any 

training in TA-cCBT and 92% had self-educated (Finn & Barak, 2010). Previous research has 

also indicated the importance of therapist support, as dropout rates in unsupported cCBT were 

78% whereas TA-cCBT had dropout rates of 28% which is comparable to face to face therapy 
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(Anderson & Cuijpers, 2009).  The results of this study also appear to reflect this finding, in that 

both service users and service providers unanimously advocated the importance of therapist 

support alongside computerised CBT.   

In this study, both service users and service providers cited concerns around the amount of 

face to face therapeutic contact provided when using TA-cCBT, which is indicative of the 

importance placed upon the therapeutic alliance. Bordin (1994) describes the therapeutic alliance 

as an emotional bond between the service user and the service provider, reflecting empathy, trust 

and warmth and allowing for mutually agreed goals (Lambert & Barley, 2001, Norcross, 2011).  

It is probable that the therapeutic relationship and the shared and individual expectations of both 

service users and providers will have an impact upon outcomes and engagement (Cavanagh, 

2010). However, Peck (2010) has argued that the therapeutic relationship in traditional face to 

face therapy, may not be the only mode of galvanising empathy, warmth and trust, and that self-

guided interventions, such as cCBT can also facilitate these common factors with the addition of 

therapist support, interactivity and feedback.  In addition, TA-cCBT may help to foster 

resourcefulness and empowerment (Barazzone, Kavanagh & Richards, 2012) in those who 

undertake it. It would appear that the therapeutic relationship may look slightly different for TA-

cCBT and traditional face to face therapy and further research is needed to explore this more 

fully. 

The notion that the alliance is created in the personal meeting between therapist and client is 

interesting in the case of cCBT, and it could be suggested that the strength of the alliance would 

be much lower. Knaevelsrud & Maercker (2007) found that 76% of participants receiving TA-

cCBT for PTSD were positive about their experience of online treatment and 86% experienced 

the interaction as ‘personal’.  Service users in the current sample were more divided, with only 

half of the sample feeling positive about the intervention, however it is of note that the sample in 

this study was extremely small.  

 

‘Usability of the platform’ also fits with several aspects of the TFA (Sekhon, 2017), with 

service providers holding mixed views, and largely attributing less usability with a lack of training 

in using this modality. Despite this, service providers indicated a desire for increased training to 

enable them to support service users to use the platform to the best of their ability.  Previous 

research has indicated a similar pattern with one study finding that therapists accredited by the 

British Association of Behavioural and Cognitive Psychotherapists (BABCP) had ambivalent 

attitudes and a reduced awareness of cCBT (Whitfield & Williams, 2004). The same study 

reported that therapists were keen to learn more about cCBT and would like training to 

incorporate this into their practice, despite believing that it would not be as effective as face to 
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face CBT (Whitfield & Williams, 2004). A further study indicated that therapists were more 

negative in relation to the barriers to the uptake of cCBT than service users (Waller & Gilbody, 

2009). It is difficult to reflect upon whether this was the case in the present study as the student 

service user sample was small.  

 

One of the most cited reasons for clinicians not supporting TA-cCBT is a preference for what 

is most familiar, which is often face to face therapy or counselling (Dunne, 2017). Service 

providers in the current study indicated a lack of knowledge and training around TA-cCBT, and 

given the modern day reliance on technology, this is perhaps surprising.  

Service providers in the current study felt that there may be alternative platforms or apps available 

which were more interactive and could offer a more up to date service for students, a similar view 

was held by service users.  

 

The third theme was ‘technology as a risk or a worry’, and reflected service providers’ 

concerns around the risks of using online technology, particularly the lack of human contact and 

lack of control over the therapy process. The literature indicates that this is a common concern 

from the perspective of both service users and service providers, that should they experience a 

crisis, they would not have human support to help them traverse this situation (Leibert & Archer, 

2005).  This was unanimously felt by all five counsellors and the SilverCloud platform was 

compared to another platform, ‘The Big White Wall’, where service users are able to seek support 

from each other as well as their counsellor using a mental health forum.  

 

The final theme arising from the focus group centred on how the platform could potentially 

develop and improve.  In terms of the aspects of TA-cCBT considered acceptable, service 

providers felt it to be helpful for students who may not have the time to access face to face therapy, 

or for those whom it may not be possible, for example those on a placement year. Convenience 

was also cited as an advantage, as students are able to access therapy where and when they are 

most comfortable (Rochlen, Zack & Speyer, 2004). Counsellors unanimously felt that 

normalising distress and moving towards a wellbeing focus was important and there was a sense 

of creating a positive atmosphere and reducing some of the stigmatisation surrounding mental 

health.  Both service providers and service users had previously reflected that one of the barriers 

to using the platform might be its appearance and its lack of modern technology, and this was 

raised again as an area in which improvements could be made. Wright, Wright, Albano, Basco, 

Goldsmith et al (2005) suggests that TA-cCBT fosters empowerment, reflection and anonymity, 

whilst also allowing individuals to record their progress and promote a sense of achievement, 
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which fits with service providers’ views of moving towards a wellbeing focus. More than a third 

of the service users in this sample felt that improvements could be made to the platform, with an 

increase in therapist involvement suggested most frequently.  

 

There has been significant research into the acceptability of cCBT from service users’ 

perspectives, and the most frequently reported positive aspects are a sense of self control, 

anonymity and ‘user friendly content’ (Richards & Timulak, 2013). The aspects service users’ 

liked least focussed upon not having their individual needs met and finding the platform 

complicated, impersonal or demanding (Richards & Timulak, 2013). This appears to fit with the 

limited data collected in the present study. The research literature has discussed several key 

advantages and disadvantages of TA-cCBT, with the focal points of an effective online 

intervention highlighting the importance of clinical training, disseminating the evidence base and 

incorporating therapist support (Eells, Barrett, Wright & Thase, 2014, Richards, Timulak & 

Hevey 2013).  

 

Limitations 

The present study has the following limitations. The quantitative service user sample was 

very small, and further research is needed to assess the acceptability of the TA-cCBT from the 

service users’ perspective.  It is also a limitation that the focus group was a small sample and as 

not all counsellors agreed to participate, views are not necessarily representative of all providers 

within the service. It should also be noted that the sample was a convenience sample based upon 

the time restraints of the service, which guided the use of a focus group over individual 

interviews. The use of this methodology itself may also have impacted upon the results as 

counsellors may have felt more able to speak more openly on a one to one basis. Demographic 

data from both service users and service providers was also incomplete. 

 

Conclusion and Service Recommendations 

Four main recommendations from the outcome of this service improvement project along 

with the direct feedback provided by the service manager are summarised in Table 2.1. 
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Table 2.1 
Recommendations and Service feedback 

Service Recommendations Service Feedback 

1. Modernising the platform. This may 
include updating the video content and 
updating the technology to include bio-
neuro feedback apps.  

“The platform and provider have started to make 
changes to the way in which the material is 
presented, and is exploring communal 
noticeboards. This is in the early stages of 
development, so your findings will be feedback to 
them, as they chime with some of the user feedback 
collected for the whole cohort of students whom 
have been offered and engaged with the 
programme.” 

2. Moving the platform ethos towards a 
wellbeing focus. This would serve to 
decrease stigma around using the 
platform, by creating a positive 
atmosphere. Ideas included showing 
how many users had logged on that day 
or having a communal online message 
board where users can chat and support 
each other.  

“Interestingly this semester we created a cloned 
version of the platform for the wellbeing team to 
use.  This has been the intention for some time, but 
we wanted to ensure, unlike the Community Mental 
Health team, training had taken place before 
launching.  The team were all orientated and trained 
in how to support people using the platform, and 
given the nature of contact and demand for 
wellbeing this offer of short self-directed 
programmes fits much better.” 

3. Providing training for Service providers. 
This would allow providers to have 
confidence in using the system and in 
supporting service users to maximise 
gains.  

“All relevant student service practitioners have 
received tailored training in how to support 
users.  This primarily involved orientation to the 
platform and its functionality, and how to conduct 
online support whilst someone is using it.  This is 
based upon the PWP training provision for IAPT 
services, so the training is very much focused on 
how you support. Taking the view the therapeutic 
change takes place within the programme, the 
supporter is viewed as the facilitator, to encourage 
engagement, and recommend/prescribe unlocked 
modules.” 

“Albeit the selection here is not large.  Reviewing 
your analyses, whether this training equips 
therapists (from different modalities) to feel more 
confident, aligned with the approach and concept is 
however a question still on point, even when there 
is a consensus of team purpose and shared 
values. This does however help with recruiting 
those that are more likely to become early adopters, 
who is more comfortable, and less affiliated or 
aligned to a specific approach, or whose role and 
engagement is better suited. It would be interesting 
to look at the service provider’s attitudes and views 
post training.” 

4. Increasing face to face therapeutic 
contact. This was suggested by all 
service providers and by the majority of 

“I’m very interested in exploring the impact of a 
blended approach, versus a virtual support, so given 
the feedback I will look to explore and blend some 
face to face contact as part of the review 
schedule.  It will be interesting to see what if any 
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service users as a potential 
improvement.  

impact this has on those therapists who are less 
comfortable with the digital compliment, how this 
works and in what context, so complimentary to 
face to face interventions, as a replacement for all 
online virtual checkpoints, how many and most 
importantly what if any difference this makes to the 
students outcomes, experience, and resourcing.” 

 
The results of the current study suggest that implementing a service that is acceptable to both 

service providers and service users is a complex and difficult process and mixed views indicate 

that a ‘one size fits all’ approach is not acceptable.  Although the results indicate that there are 

both service users and providers who are receptive to TA-cCBT, this treatment modality may be 

more widely accepted if therapist assistance is tailored to meet the needs of those using the 

service, alongside providing appropriate training to those providing the service. This could 

potentially increase both acceptability and effectiveness of the intervention for both users and 

providers, and enable the increased provision of mental health support in an ever growing student 

population.  
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Abstract 

Background: Our understanding of gender is continually evolving, helping us not only to make sense 

of who we are as a person, but also how we interact with other people in our relationships (Norwood, 

2013). We are all flooded with gender messages from the time we are born, and this is perhaps most 

evident in the relationships we form with family members, especially those between parents and 

children. Therefore, when a child is gender questioning, this can often be very difficult for parents, 

and can trigger feelings of confusion and loss around their child’s role and identity within the family 

system (Gregor, Hingley-Jones, & Davidson, 2015). There is only very limited research around the 

emotional experiences of parents of children who are gender questioning, and yet parents and family 

members form an integral part of children and young people’s gender-related assessment and 

treatment in health services 

Aims: The current study seeks to explore the role of ambiguous loss upon parents of gender diverse 

childrens’ (GDC)  mental health, resilience and coping skills. 

Methods: A convenience sample of 37 primary caregivers of children between the ages of 9-16 

accessing the assessment service at the Gender Identity Development Service (GIDS) were asked to 

complete an online survey at the beginning of the assessment process. The survey included a 

demographic questionnaire, a measure of ambiguous loss and standardised measures of anxiety, 

depression, intolerance of uncertainty (IoU) and resilience.  

Results: Statistical analysis showed that ambiguous loss does predict both anxiety and depression in 

parents of GDC, but this relationship is not mediated by resilience or IoU. Thematic analysis of the 

ambiguous loss questionnaire identified three main themes; worry, loss and positioning.  

Discussion: This research confirms existing research that parents of GDC experience dual ambiguous 

loss, and provides evidence that ambiguous loss is linked to anxiety and depression in these parents. 

Future research would do well to explore support for parents of GDC, as currently this appears to be 

a very limited resource.  

 

Keywords: Gender diversity, parents, mental health. 
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Introduction 

The World Professional Association for Transgender Health (WPATH) define gender 

nonconformity as ‘the extent to which a person’s gender identity, role, or expression differs from the 

cultural norms prescribed for people of a particular sex’ (Coleman et al., 2012).  Gender can be 

thought of as referring to the socially constructed characteristics of both women and men, including 

but not exclusive to roles, norms and relationships. We are all taught gender defined norms and 

behaviours from birth, and as such gender plays a fundamental role in the formation and development 

of our identity (Norwood, 2013). Not only does it inform understanding of who we are as a person, 

but also of how we believe we should behave within our relationships with other people (Warner & 

Shields, 2013). Ehrensaft (2011) suggests that rather than view gender as a binary construct, it should 

be viewed as being on a spectrum where gender fluidity is able to surpass the  societal expectations 

of being either male or female.  

Over the past few years, there has been a significant increase in the number of young people 

and children displaying gender based distress in the UK (Graaf, Giovanardi, Zitz, & Carmichael, 

2018), Canada (Wood, Sasaki, Bradley, Singh, Zucker et al, 2013) and the Netherlands (Aitken, 

Steensma, Blanchard, VanderLaan, Wood et al, 2015). Those accessing GIDS are able to explore 

their gender identity and engage in therapeutic work around associated emotional and relationship 

difficulties (Segal, 2000). The importance of the wider context is recognised, and work is not only 

with individuals, but also with families, and systems (Davidson & Eracleous, 2009). WPATH have 

emphasised the significance of family support for transgender youth, in terms of enhancing wellbeing 

(Coleman et al, 2012). As gender is a key way in which we understand and classify ourselves and 

each other, anything that digresses from this may be seen as uncomfortable, confusing or even 

intolerable (Norwood, 2013).  Therefore, it is perhaps unsurprising that societal intolerance for gender 

differences often results in these children being vulnerable to discrimination, segregation, invalidation 

and emotional distress (Dalton, 2017). However, it is not only GDC that face stigma and 

discrimination. Parents and family members are also often exposed to some degree of stigma and 

discrimination, and how they manage these experiences will unavoidably impact upon their coping 

skills and resilience (Menvielle & Hill, 2010). A survey completed in 2011 by the National Centre 

for Transgender Equality and National Gay and Lesbian Task Force (Grant et al., 2012) looking at 

the discrimination experienced by gender diverse individuals, indicated that parental support is one 

of the key factors directly linked to positive psychological outcomes for GDC (Hill, Menvielle, Sica, 

& Johnson, 2010).  

For parents, the bond formed with their child’s natal gender identity is special and unique 

(Norwood, 2013). Parents often feel a sense of loss around this relationship if their child expresses 

the desire to transition physically and/or socially so that their external representation is congruent 
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with their internal experience of gender (Riley et al., 2011). When this happens, parental expectations 

need to change and parents must learn to accept the ambiguity of their child’s often fluid gender 

identity (Norwood, 2013). This can leave both the parents and the child in a state of distress and 

confusion, and enduring this period of ambiguity can be uncomfortable and challenging for parents 

of GDC (Dalton, 2017).  If young people go onto want to physically transition then this is a lengthy 

process requiring extensive medical intervention. Therefore, the very process in itself can increase 

ambiguity and confusion for parents and family members (Bengtson & Allen, 2009) as they not only 

need to manage the challenges posed to their children, they must also cope with their own potential 

grief, fear and anxiety whilst simultaneously traversing medical, psychological and social decisions 

about how to best support their gender diverse child (Brill & Pepper, 2008; Pullen Sansfaçon, 2015). 

This journey inevitably necessitates the ability to tolerate an undefined period of uncertainty 

(Carleton, Norton & Asmundson, 2007). Parents and family members who find it difficult or 

impossible to tolerate this uncertainty are more likely to view the situation as dangerous (Heydayati, 

Dugas, Buhr & Francis, 2003). Therefore IoU has the potential to impair coping skills and increases 

the likelihood of stress reactions for parents and family members of GDC (Greco & Roger, 2003; 

Gray, Sweeney, Randazzo & Levitt 2016). Parents often are unable to imagine what the future holds 

for their GDC and in light of this uncertainty, Beeler & DiProva (1999, p. 451) reflect that parents 

may need to develop an “alternative vision of the future”. This uncertainty can make it more difficult 

to access support as parents may not be able to articulate what the difficulty is (Gregor, Hingley-Jones 

& Davidson, 2015). 

Parents of GDC may also find that their child’s new gender identity challenges their own 

existing beliefs about gender and sexuality. These beliefs are often influenced by a family member’s 

overall value system, which can include political beliefs, spirituality and religiosity (Zamboni, 2006). 

Cultural understandings of how gender is understood and valued will also have a significant impact 

upon how parents process and negotiate their child’s gender identity. If parents are of the belief that 

gender is a binary concept and that female and male are exclusive to one another, then their child’s 

gender fluidity may be incompatible with their value system. This may result in the belief that their 

child cannot transition and be the same person (Norwood, 2013). 

A helpful context for exploring changes in gender expression over time is Ambiguous loss 

theory, described by Boss (2007) as a ‘loss that remains unclear’ (p. 105). This provides a theoretical 

framework for examining the ways in which both individuals and families make meaning of gender 

as something that changes (McGuire, Catalpa, Lacey, & Kuvalanka, 2016). An ambiguous loss 

framework allows the exploration of both the physical and the psychological changes related to 

gender transitions while also taking direct account of resilience factors in the face of these stresses. 

Ambiguous loss theory can be used as a lens to enable resilience to be viewed as part of a supportive 
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framework. This allows the family adjustment process following transition to be seen as an ongoing 

process where the meanings associated with roles and relationships are fluid and changing (Boss, 

2007). Ambiguous loss can become psychologically difficult when feelings of hopelessness and 

depression develop, causing ambivalence, guilt and anxiety (Wahlig, 2015). This can feel 

irresolvable, and often has a significant impact upon coping skills, cognition, personal resilience and 

stress management (Boss, 1999). These symptoms are the result of the stress endured by families, 

forced to live with ambiguity and uncertainty. The persistence of these circumstances can lead to high 

levels of stress and potential dysfunction within the family system (Carroll, Olson, & Buckmiller, 

2007). Having the opportunity to understand ambiguous loss and realising that the source of stress is 

external rather than internal enables movement towards a position of resilience. Understanding that 

the goal is not to remove the ambiguity, but rather to learn to live well with it by developing coping 

skills and building resilience is central to the theory (Boss, 2006). Ambiguous loss has the potential 

to both immobilise by creating a situation of both absence and presence, but also to work towards 

regaining and developing resiliency through six main areas; meaning making, mastery, normalising 

ambivalence, identity reconstruction, revising attachments and building hope (Boss, 2006). How 

family members understand ambiguous loss is related to boundary ambiguity, which refers to an 

understanding of whether or not a person is part of the family and the higher the ambiguity 

surrounding this the more likely it is that resilience will diminish. High levels of boundary ambiguity 

can lead to high levels of depression and anxiety, and is therefore a barrier to working with ambiguous 

loss (Boss, 2006). 

Many parents hold the belief that the child they once knew is gone, which can lead to a deep 

sense of loss and sadness (Norwood, 2013; Wahlig, 2015). Boss (2004) proposes that there are two 

types of ambiguous loss that families can experience. The first is when a person is physically present, 

but psychologically absent, and the second when a person is physically absent, but psychologically 

present. It is thought that parents of GDC can experience both types of ambiguous loss, which is 

described by Wahlig (2015) as ‘dual ambiguous loss’. This is because parents of GDC still have the 

physical presence of their child, but may notice that their psychological existence as a certain gender 

is different or absent, whilst at the same time their physical presentation as a certain gender may also 

be changed or absent, yet their psychological presence may remain unchanged. Boss (2009, p. 20) 

suggests that ambiguous loss is theoretically ‘the most stressful loss people can face’ as it is a type of 

loss that cannot be resolved.  

 

The Current Study 
Given the significant increase in referrals to GIDS over the past few years (Graaf et al., 2018), 

the need for further research into the experiences of parenting GDC in a society which often does not 
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affirm or tolerate these experiences is paramount. This study aims to address this gap in the literature, 

with the aim of using Ambiguous Loss theory (Boss, 1999, 2004) to help understand differences in 

the responses of parents of GDC, which may in turn influence their coping ability, resilience and 

mood. The specific situation examined here is the initial assessment phase in a gender identity clinic, 

attended by the child and primary caregivers.  The study seeks to address how ambiguous loss impacts 

upon parental mental health, as well as seeking to understand whether the relationship between 

ambiguous loss and parental mental health is mediated by traits such as IoU and resilience. As there 

is currently no existing scale to measure ambiguous loss, the adapted Ambiguous Loss and Boundary 

Ambiguity scale has been revised, and the current study will use this as a preliminary measure to 

assess ambiguous loss. 

 

 

Method 

Participants 
 

Primary caregivers of children between the ages of  9 and 16 accessing the assessment service 

at GIDS at the Tavistock Clinic in London were invited to participate. Thirty seven agreed to 

participate.  Demographic information is represented in Table 3.1. 

 

Table 3.1.  
Demographic information 

Variable N % 
Age 26-34 2 5.4 

35-44 8 21.6 
45-54 24 64.8 
55-64 3 8.1 

Child age 9 1 2.7 
12 3 8.1 
13 5 13.5 
14 3 8.1 
15 9 24.3 
16 5 13.5 
17 11 29.7 

Other 
children 

Yes 30 81 
No 7 19 

How many 
other 
children 

1 17 56.6 
2 7 23.3 
3 5 16.6 
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4 1 3.33 
Gender Male 7 18.9 

Female 29 78.3 
Cisgender 1 2.7 

Education GCSE’s or equivalent 6 16.2 
A Levels or equivalent 6 16.2 
University undergraduate programme 14 37.8 
University postgraduate programme 9 24.3 
Doctoral degree 2 5.4 

Ethnic origin White English/Welsh/Scottish/Northern Irish 34 91.8 
Australian 1 2.7 
European 1 2.7 
Jewish 1 2.7 

Religion No religion 23 62.1 
Buddhism 1 2.7 
Christianity 11 29.7 
Atheism 1 2.7 
Christian (non-practicing) 1 2.7 

Area lived Large city 9 24.3 
Small city 6 16.2 
Suburban area 6 16.2 
Large town 8 21.6 
Small town 5 13.5 
Rural area 3 8.1 

Sexuality Heterosexual 34 91.8 
Bisexual 3 8.1 

 
 
Procedures 

Clinicians invited parents attending the initial assessment meeting at GIDS to participate in 

the study. Each participant was provided with an invitation leaflet containing an email address that 

included an online link to the study.  Through the online link, participants were able to read the 

information sheet and were invited to ask questions either via telephone or email. Following informed 

consent, participants were asked to complete a total of six outcome measures looking at depression, 

anxiety, resilience, IoU, levels of ambiguous loss and a demographic questionnaire. Participants were 

advised that once they had completed the survey, they would be unable to withdraw from the study 

as data would be anonymised. At the end of the survey, participants were fully debriefed.  

The survey was hosted by Qualtrics and took an average of 20 min to complete. The research 

protocol was approved by IRAS (237220, 18/LO/0913), The Tavistock and Portman NHS Trust and 

the University of Bath Ethics panel (18-175).  
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Demographic characteristics 
Participants were asked to complete 13 questions covering demographic information (Table 

3.1) These questions had multiple options including the option to specify if none of the options felt 

appropriate. There was also an option of prefer not to say.  Likert style questions also asked about 

political beliefs, previous contact with gender diverse individuals or support groups and knowledge 

around gender diversity. An example of one of these items was “Before starting this journey with my 

child I would place my amount of previous contact with gender diverse individuals and/or support 

groups on the following scale as being:” with the option of rating from 0 “very limited” to 100 “very 

experienced”. Participants were also given the option of responding with “prefer not to say” (Table 

3.2). 

 
Table 3.2.  
Participants’ political beliefs, previous contact with gender diversity and previous knowledge of 
gender diversity.  

Question Min Max M SD 
Political beliefs (0 very liberal – 100 very 
conservative) 
 

 0 70 28.09 19.57 

Previous contact with gender diversity (0 very 
limited – 100 very experienced) 

 0 100 22.49 23.31 

Previous knowledge of gender diversity (0 very 
limited - 100 very knowledgeable) 

 5 100 45.51 24.37 

 
 

Measures 

Depression 
 
Depression was assessed by the PHQ-9, which is a widely used measure. The total score is 

27 and higher scores are indicative of severe depression.  The cut off points are 5, 10, 15 and 20 for 

mild, moderate, moderately severe and severe depression, respectively (Kroenke, Spitzer & Williams, 

2001).  Participants were asked to rate 9 statements, (e.g. ‘feeling down depressed or hopeless’) on a 

likert scale ranging from ‘not at all’ to ‘nearly every day’.  The PHQ-9 is widely reported to have 

good reliability as well as criterion, construct, factorial and procedural validity. Sensitivity and 

specificity were reported as 88% and 88% respectively (Kroenke, Spitzer & Williams, 2001).  

 

Anxiety 
Anxiety was assessed using the GAD-7, which is also a widely used measure. The total score 

is 21 and higher scores indicate increased severity of anxiety.  The cut off points are 5, 10 and 15 for 
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mild, moderate and severe anxiety, respectively (Spitzer, Kroenke & Williams, 2006). Participants 

were asked to rate 7 statements (e.g. ‘not being able to stop or control worrying’) on a likert scale 

ranging from ‘not at all’ to ‘nearly every day’.  The GAD-7 is widely reported to have good reliability 

as well as criterion, construct, factorial and procedural validity. Sensitivity and specificity were 

reported as 89% and 82% respectively (Spitzer, Kroenke & Williams, 2006). 

 

 

Resilience 
The Brief Resilience Scale (BRS) was used to measure parental resilience. This is a 6 item 

measure, with items 1, 3 and 5 scored positively and items 2, 4 and 6 scored negatively. Participants 

were asked to rate each question (e.g.  ‘I tend to bounce back quickly after hard times’) on a scale 

from “strongly agree” to “strongly disagree” (Sinclair & Wallston, 2004). The BRS demonstrates 

good internal consistency with a Cronbach’s alpha ranging between .80-.91. and good test-retest 

reliability (Smith, Dalen, Wiggins, Tooley, Christopher & Bernard, 2008).  

 

Intolerance of Uncertainty 
A short version of the IoU scale (Carleton, Norton & Asmundson, 2007) was used to measure 

feelings around uncertainty, the future and ambiguous situations. Participants were asked to rate 12 

statements (e.g. ‘I can’t stand being taken by surprise’) using a likert scale ranging from 1, “not 

characteristic of me”, to 5, “entirely characteristic of me”. There are Scores range from 12-63, with 

higher scores indicating a lower ability to tolerate uncertainty. This scale demonstrates good internal 

consistency with a Cronbach’s alpha of .91 and good reliability (Carleton, Norton & Asmundson, 

2007). 

 

Ambiguous Loss 
The narrative interview schedule devised by Norwood (2010) was used as a basis to develop 

the Ambiguous Loss questionnaire for Parents/Caregivers of a gender diverse child. Items from the 

original interview schedule were re-worded and adapted to fit a questionnaire format. For example, 

‘Did you experience confusion or contradiction about your relationship with the transgender 

relative/partner?’ (Norwood, 2010) was changed to ‘I am experiencing confusion and/or contradiction 

around my relationship with my child since they began to question their gender’. Response options 

were provided using a likert scale for the first 11 questions asking participants to rate each statement 

from “strongly agree” to “strongly disagree” according to how they best feel. The questionnaire was 
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brief and more specific than the interview schedule. This was to ensure completion time was 

manageable for participants. 

On 9 of the 11 questions participants were invited to provide further qualitative information, 

for example, “can you say more about this”. This was to allow elaboration on specific feelings to 

allow an increased understanding of the feelings that may be associated with ambiguous loss. The 

final question was open ended, and also taken from Norwood’s Schedule (2010) ‘What advice would 

you give to other people or families in similar situations?’ (Appendix 3A for full questionnaire). 

 

Results 

Data analyses and hypotheses 
 

The data analysis for this study will be mixed method. A regression analysis will be employed 

to address the hypothesis that ambiguous loss (independent variable) has an impact upon parental 

mental health – anxiety and depression (dependent variables) and to assess whether parents with 

higher levels of ambiguous loss are likely to have higher levels of depression and anxiety.  A 

mediation analysis will be employed to test the hypothesis that the relationship between ambiguous 

loss and parental mental health is mediated by traits such as IoU and resilience. Free text boxes will 

be analysed using thematic analysis (Braun & Clark, 2006). 

 

Assumptions 
All assumptions were met to carry out a linear regression.  

1. Depression and anxiety levels are the dependent continuous variables and ambiguous loss is 

the continuous independent variable.  

2. Visual inspection was used to establish linearity of the scatterplot for anxiety and depression 

(Figures 3.1 and 3.2 below).  

3. There was independence of observations, as assessed by a Durbin-Watson statistic of 1.21 

for anxiety and 1.31 for depression. 

4. There is homoscedasticity, as assessed by visual inspection of a plot of standardised residuals 

versus standardised predicted values (Figures 3.1 and 3.2 below).   

5. There are no significant outliers in the data as measured by SPSS. 

6. The residuals of the regression line are approximately normally distributed as assessed by 

visual inspection of a normal probability plot (Figures 3.3 and 3.4 below). 
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Figure 3.1. Scatterplot of anxiety and   Figure 3.2. Scatterplot of Depression 
and ambiguous loss.     ambiguous loss. 
 

 
 
Figure 3.3. Normal probability plot of   Figure 3.4. Normal probability plot of  
Anxiety and ambiguous loss.      Depression and ambiguous loss. 
 
 
Correlation analysis 
 

Bivariate correlations among study variables and ambiguous loss are shown in Table 3.3. 

Pearson product moment correlations indicated a moderate positive correlation between ambiguous 

loss and depression, ambiguous loss and anxiety and ambiguous loss and IoU. Resilience was found 

to be negatively related to ambiguous loss. There was a statistically significant moderate positive 

correlation between depression and ambiguous loss r(32) = . 38, p <0.05, IoU and ambiguous loss 

r(32) = .37, p <0.05, and anxiety and ambiguous loss r(32) = .44, p <0.01. There was no statistically 

significant correlation between resilience and ambiguous loss r(32) = -2.8, p = .98. 
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Table 3.3. 
Pearson correlations for main study variables.  

  Ambiguous 
Loss 

 PHQ-9  GAD-7 BRS 

PHQ-9 .378*    
GAD-7 .439** .887**   
BRS -.276 -.405* -.339*  
IoU .370* .386* .492** -.477** 

 
**. Correlation is significant at the 0.01 level (2-tailed). 
*. Correlation is significant at the 0.05 level (2-tailed). 
 
Table 3.4. 
Descriptive statistics for main study variables 

 N Minimum Maximum Mean Std. 
Deviation 

PHQ-9 37 0 24 13.03 5.95 
GAD-7 37 0 21 10.49 4.98 
IoU 37 13 55 25.86 8.64 
Resilience 37 0 28 10.95 5.96 
Ambiguous loss 37 0 26 13.24 6.23 

 
 
Regression Analysis 
 

A linear regression was employed to understand the effect of levels of ambiguous loss upon 

levels of anxiety and depression in parents and caregivers of children accessing GIDS assessment 

service.  

 

Anxiety 
A regression analysis was used to test if there is a relationship between ambiguous loss and 

parental anxiety in parents of diverse children. The results of the regression indicated that ambiguous 

loss explained 17% of the variance (R2=.17, F(1, 35)= 8.36, p<.01) which is a medium effect size 

(Cohen, 1988).  

 

Depression 
The analysis was repeated to see if there is a relationship between ambiguous loss and 

depression in parents of diverse children. The results of the regression indicated that ambiguous loss 

explained 11.9% of the variance (R2=.12, F(1, 35)= 5.85, p<.05) which is a medium effect size 

(Cohen, 1988). 
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Mediation Analysis 
A mediation analysis was used to test the hypothesis that ambiguous loss (X) would indirectly 

have an influence upon depression and anxiety (Y) through the multiple mediators of IoU (M1) and 

resilience (M2) using PROCESS for SPSS (Preacher & Hayes, 2012). Ambiguous loss, depression, 

IoU and resilience should have the same direction of association. However, as the relationship could 

be bi-directional, cause and effect cannot be determined using this model. To assess the indirect and 

direct effects of ambiguous loss upon anxiety, coefficients were estimated using ordinary least square 

path analysis (Hayes, 2017). Regression was used to calculate the statistics for each path and 

bootstrapping was used to create a confidence interval for the mediation effect. The unstandardized 

coefficients for each pathway are shown in Figures 3.5 and 3.6.  

 

Anxiety 
Using Hayes PROCESS (2012, model 4) mediation analysis revealed that there is a relationship 

between Ambiguous loss (X) and anxiety (Y) (Figure 3.5, Path c’) (F(1,35) = 8.4, p = <0.1, R2 = 0.2. 

b = 0.14). There is also a relationship between Ambiguous loss and IoU (Figure 3.5, Path a1) (F(1,35) 

= 5.5, p = <0.5, R2 = 0.14. b = 0.26), but IoU was not found to have a relationship with anxiety (Figure 

3.5, path b1) (b= 0.23, t(3.0) = 2, p = >0.05). The indirect effect of ambiguous loss on anxiety via 

IoU was not significant; no mediation had occurred because the confidence interval included a zero 

(Figure 3.5, Path M1) (indirect=.061, SE=0.05, 95% CI (-.003, 0.17). No relationship was found 

between Ambiguous loss and resilience (Figure 3.5, path a2) (F(35,1) = 2.89, p = >0.5, R2 = 0.8. b = 

-0.11) nor was resilience found to have a relationship with anxiety (Figure 3.5, path b2) (b= -0.12, 

t(3.0) = -0.6, p = >0.05).The indirect effect of ambiguous loss on anxiety via resilience was not 

significant; no mediation had occurred because the confidence interval included a zero (Figure 3.5, 

Path M2) (b = 0.01, SE = 0.03, 95% CI (-0.04, 0.08). 
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Figure 3.5: The impact of ambiguous loss on anxiety when mediated by IoU and resilience.  

*. Correlation is significant at the 0.01 level (2-tailed) 
 
 

Depression 
Using Hayes PROCESS (2012, model 4) mediation analysis revealed that Ambiguous loss 

(X) is related to depression (Y) (Figure 3.6, Path c’) (F(1, 35) = 5.6, p < 0.1, R2 =0.14. b = 0.12). 

Ambiguous loss is also related to IoU (Figure 3.6, Path a1) (F(1,35) = 2.9, p = <0.5, R2 = 0.08. b = 

0.26), but IoU was not found to have a significant relationship with depression (Figure 3.6, path b1) 

(b = 0.13, t(3.0) = 1, p = >0.05). The indirect effect of ambiguous loss on depression via IoU was not 

significant; no mediation had occurred because the confidence interval included a zero (Figure 3.6, 

Path M1) (indirect=.03, SE=0.04, 95% CI (-0.02, 0.15). Ambiguous loss was not shown to be 

significantly related to resilience (Figure 3.6, path a2) (F(35,1) = 2.89, p = >0.5, R2 = 0.8. b = -0.11) 

nor was resilience found to have a relationship with depression (Figure 3.6, path b2) (b= -0.32, t(3.0) 

= -1.4, p = >0.05). The indirect effect of ambiguous loss on depression via resilience was not 

significant; no mediation had occurred because the confidence interval included a zero (Figure 3.6, 

Path M2) (b = 0.04, SE = 0.04, 95% CI (-0.03, 0.13).  
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Figure 3.6: The impact of ambiguous loss on depression when mediated by IoU and resilience. 

*. Correlation is significant at the 0.01 level (2-tailed). 
 
 
 
 
Qualitative Analysis: 
 

Analysis was undertaken by the author (a trainee psychologist) and primary supervisor (a 

clinical psychologist). This involved analysing the free text boxes contained within the ambiguous 

loss questionnaire. The author read the questionnaires and generated initial codes, which were then 

discussed with the primary supervisor, who has extensive experience of qualitative methodology and 

experience of working with gender diverse individuals. Thematic analysis (Braun & Clarke, 2006) 

was then used to identify and organise the key themes from the data, which were then organised 

within a thematic map (Figure 3.7). Three major themes were identified: Worry, Loss and Positioning. 

All identifying data and names have been changed to retain participant anonymity, and where text 

was not relevant to the research question, it was removed from the quote and replaced with ‘…’. Due 

to the nature of qualitative research, it must be considered that the authors’ experiences and values 

will have influenced the interpretation of the data in some way, and guidelines were followed in order 

to minimise this (Elliott, Fischer & Rennie, 1999). The first author identifies as a heterosexual 

cisgender woman, and as a parent of a young child. In order to minimise bias and understand the data 
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from the participants’ perspective, the results were discussed with the field supervisor (a clinician 

working with parents of GDC on a regular basis).  Surveys were given to all parents of GDC accessing 

GIDS, in the hope of gaining a representative sample (Table 3.1).  

Initially, all participants were asked to identify the emotions they were experiencing in 

relation to their child’s gender identity. Over three quarters of the sample identified feeling negative 

emotions, with a third of these specifically identifying worry, anxiety, fear, confusion and loss. 

However, a small number of participants identified more positive emotions, such as acceptance, love, 

compassion and pride (Figure 3.7).  

 

 
Figure 3.7: Thematic map. 
 
 
 
Worry 

 This theme holds two subthemes, 1. ‘Worry, for my gender diverse child’ and 2. ‘Worry for 

myself as a parent and my family’.  

1. Worry for my gender diverse child.  

There was a wide range of responses, indicating worry around several areas. Several parents 

talked about their worries for the future in relation to accessing hormone treatment and medical 

interventions, and more specifically, whether their children may later regret the decision.  

“I feel concerned that my child is going to be making potentially life changing decisions which may 
alter/affect him forever; I only want him to be happy, but whilst such decisions may enable current 
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improvement in happiness, I am concerned as to whether that will be the same as he matures into 
adulthood.” (P 6). 
“I worry that drug and surgical interventions will be traumatising and, because they are irreversible, 
that he may deeply regret them or the consequences of them, such as loss of fertility and difficulty in 
having a happy emotional and sex life, as he's too young to know what he may be jeopardising” (P 
33).  
The idea that children were too young to be making decisions about treatment was echoed by other 

parents.  

“I worry that they are not yet mature enough to fully understand their own body or mind” (P4).  

Parents also expressed worry for their children’s emotional and physical wellbeing, in terms 

of being bullied by others, “He took an overdose and self-harmed when being bullied at school” (P 

10) but also being hard upon themselves and the body they were born with. As one parent commented 

“he is the one that has to live life in a body that horrifies him” (P 32) 

Parents also reflected concerns over societal intolerance, in terms of accessibility to facilities 

“Dan won’t use public toilets and holds her urine due to not feeling happy choosing Male or female 

cubicles” (P 10). 

2. Worry for self as a parent and for family.   

A small number of parents expressed worry around feelings of guilt   

“I feel guilty that maybe I caused it due to becoming disabled approximately 4 years ago” (P 17) 

and the impact of gender diversity on the wider family, “I feel a lot of sadness and anger as Ben’s 

gender change has come with significant mental health issues and two overdoses which has put 

immense stress on the family” (P 40).  

 One parent also reflected that “I worry what others outside the family think” (P30). 

 

Loss 
This theme carries two sub themes; 1. Time, which covers feelings of loss across time: what 

had been, what is and what might have been. 2. Identity which carries two further sub themes; change 

which covers physical, social, emotional and psychological change and binary vs fluid which reflects 

how parents process and view these changes for their GDC.  

1. Time 

Past Losses: Bereavement, missing the child I had. This was a strong theme throughout the 

ambiguous loss questionnaire, with many parents talking of a sense of “loss” (P 9) and “heartbreak” 

(P 15) around losing the child they once knew.  

“I always wanted a daughter and was euphoric when she was born. I am heartbroken that she is gone, 

though I love my son, it has felt like a bereavement” (P 33). 

Other parents reflected a sense of guilt in feeling this loss  
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“Sometimes I feel guilty for mourning my daughter, as I know this is what my son wants, but I do 
miss my daughter” (P 15). 
“This comes with feelings of guilt that I still have a healthy child, whilst others really do have children 
die” (P 33). 
Whilst other parents talked of losing the “happy” “kind” or “gentle” child they had, and now having 

a child who is “unhappy”, “needy” “angry” or “emotionally cold” 

“I feel I have lost my confident, beautiful and very happy little girl. She is now is very unhappy and 
emotionally needy” (P 15).  
 
Present Losses: Changes in emotional and physical closeness. In addition to past losses, parents 

reflected upon some of the losses they were currently experiencing. Several parents spoke of a loss 

of physical closeness; 

“The total rejection of any physical contact with me was incredibly painful because he was so tactile 
when he was female” (P 22).  
“Gender dysphoria has affected physical contact as he is not comfortable in his own skin” (P 6).  
But also a loss of emotional closeness in terms of having less in common with each other 

“The relationship has changed as I no longer have my daughter. She is gone. We won't do things like 
shop for dresses, and I feel less able to give advice” (P 29). 
“As a female, my child was tactile, sociable, kind, gentle, funny. He's still funny and can be kind but 
he is sometimes angry, physically and verbally aggressive and emotionally cold. This is heart-
breaking” (P 34). 
 
Future Losses: Losing the future I imagined for/with my child. In addition to past and present loss, 

parents also talked of losses related to what might have been. This was especially prominent in terms 

of roles, for example potential loss of being a grandparent, or loss of a specific relationship such as 

‘mother-daughter’.  

“The thought I may not have grandchildren from my only female biological daughter & have the 
saying "Your son is your son until he finds a wife, yet your daughters your daughter for the rest of 
your life" I had such a close relationship with my mum as an adult, especially during pregnancy… I 
feel like the mother/daughter relationship as late teens/adults has been taken from me” (P 10). 
 

2. Identity 

Change: While the sub theme of time mostly reflects losses for the parent, the data also 

reflected themes of loss in relation to a child losing or changing their identity, physically, socially 

and emotionally. Many parents used the expression “not the same person” (P 8, 13, 15, 19, 21, 34, 

37)  and this was reflected in changes in their appearance , for example “wearing boxer shorts” (P 

10) or “Cutting her lovely long blonde hair short” (P 13), name changes “His old name being 

described as a dead name that got to me” (P 17) and psychological and emotional changes, “She also 

is feeling very low” (P 15).   

Fluid vs Binary interpretations of gender. This theme links with loss, in that all parents 

perceived their child had lost or changed their identity. However, this identity change appeared to be 
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experienced differently in that some parents were able to process this as a more uncertain and fluid 

change, whilst others viewed the change as a more binary change, held in the certainty of being either 

male or female . 

Uncertainty: gender as a fluid construct.  

Some parents talked of viewing gender as a “fluid construct” (P 6) and reflected the 

importance of allowing their child a space to allow them to “explore” (P 6) and “fluctuate” (P 34).  

“When presented with a bodily form opposite to my sons gender as he sees it, this causes me to 
question whether he still needs time to explore his gender further as I see gender as a more fluid 
construct rather than fixed like my child” (P 6).  
“I struggle to understand the whole concept of gender identity as I don't see gender as defining or 

limiting anyone. I struggle with the need to categorise on gender or sexuality”, and another framed 

gender fluidity as a positive thing, “…Over the past years that she has identified as trans I notice 

when she has been happier she has been more creative and less gender stereotypically male with her 

clothing choices” (P 15). 

Certainty: gender as a binary construct.  

Many parents reflected their difficulty in accepting their child’s changed gender identity in 

terms of either being male or female, or a daughter or a son.  

“I still find it hard to not be able to talk about my daughter, and to get used to the fact I now have a 
son” (P 30).  
It seems that some parents found holding gender as a binary concept more associated with loss, 

whether for others this certainty helped them process feelings of loss. 

“I missed my daughter very much for the first 18 months - but now, I can barely remember having 

one. My sense of loss has been lessened by the fact that my son is now much happier living as a male” 

(P 33). This seems to suggest that holding a more binary view of gender was helpful in being able to 

process feelings of loss around their child’s identity. 

 

 Positioning 
 This theme reflects how parents took a variety of positions in relation to their child’s gender 

changes:  

1. Ally.  

Several parents spoke from a position of love and support in relation to their child’s gender identity.  

“I love my son unconditionally and want him to be happy, above all else” (P 6). 

“They are my child no matter what. I just want the best for them” (P 7). 

2. Not accepting. 



 74 

Other parents felt less able to understand and/or accept their child’s gender identity, 

expressing that “It is difficult to see changes” (P 18) and “I try to support, but find it very difficult to 

accept my Childs gender identity” (P 25).  One parent also questioned the permanence of their child’s 

gender expression “I sometimes feel my child is always looking for a new label” (P 13). Some parents 

expressed a lack of understanding “I can't understand why they can’t be happy just being who they 

are” (P 3), some expressed anger “I sometimes feel angry about what is happening” (P 12) and others 

expressed disappointment “It’s a rejection of the person I knew and loved and had hopes and dreams 

for” (P 19) and surprise “He’s male. Wants to be female. That’s not what any of us want or expected. 

We miss what we all had” (P 22). 

 

3. Feeling Conflicted  

  Some parents identified both ‘external conflict’, with partners or family members arising 

from their child’s gender identity, and other parents spoke of ‘internal conflict’  between how they 

thought they should be feeling and how they actually were feeling. Some parents identified feeling 

both external and internal conflicts.  

 

Internal conflict  

One parent spoke of feeling a mismatch between “what they need from me” and “how I feel” 

(P 22). Another spoke of conflict in holding a desire to support their child, but having difficulty in 

accepting their child’s gender identity “I try to support, but find it very difficult to accept my Childs 

gender identity” (P 25). In addition to this, the theme of internal conflict and struggle was also evident 

throughout the narrative of the ambiguous loss questionnaire, with parents often writing ‘conflicting 

statements’ prominent by the inclusion of a ‘but’. These parents were conflicted in that they hold both 

the ‘ally’ position and the ‘not accepting’ position at once.  

“I accept the gender identity, but have concern over the long term effects” (P 27). 

 “I feel happy for Thomas but I feel sad I've lost my daughter” (P 17). 

“Sadness that I don't have the teenage daughter I thought I would have. But loving the smart young 

man I do have who is healthy and happy” (P 8). 

“I grieve my daughter, but embrace my son” (P 24). 

 

External Conflict 

In addition to experiencing internal conflict, several parents spoke of external conflicts with their 

children, “As a result of wanting to adopt a more masculine appearance I have run into conflict with 
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my child and this has made our relationship a bit more tense” (P 4) or conflicts within the family, “It 

has caused an undercurrent of conflict and stuckness within the family” (P 15). 

In addition to this, parents within a family also held conflicting positions, “There are negative 

feelings which I feel I have to suppress for my child and because I feel caught between my child and 

my partner” (P 19). 

 

Discussion 

To the author’s knowledge, this study is the first to look at how ambiguous loss impacts upon 

parental mental health, and whether this is mediated by IoU and resilience. This study confirms 

existing research that parents of GDC experience dual ambiguous loss (Wahlig, 2015) whilst adding 

evidence that ambiguous loss is linked to anxiety and depression in these parents, but this relationship 

is not mediated by resilience or IoU. This study also demonstrates how using an ambiguous loss 

framework can be helpful in understanding the experiences of parents of GDC, showing that it is 

positively correlated with and related to depression and anxiety. It can be used to reframe and create 

a context to help parents understand and process difficult emotions, such as loss and worry, as 

expressed by parents in this study, whilst enabling them to view these feelings as an understandable 

response to the situation. This reflects the need for parental support which could be achieved with 

support groups, enabling parents to experience validation and support from other parents of GDC in 

the same or similar situations which may in turn impact upon the mental health and relational 

experiences of their children.  

Although previous research has suggested the importance of resilience in managing 

ambiguous loss, the current study found no relationship between the two. Boss (2004) suggests that 

resilience holds a specific function with relation to ambiguous loss, that being the ability to tolerate 

uncertainty.  Although the evidence for intolerance of uncertainty as a factor of resilience in 

parents/relatives of GDC is very limited, studies in other areas have shown support for intolerance of 

uncertainty being an aspect of resilience (Kale-Cheever, 2015). This enables those with a higher 

tolerance level for uncertainty to flourish in ambiguous situations. In addition to this, the inability to 

tolerate uncertainty has been associated with higher levels of depression and anxiety (Bardi, Guerra 

& Ramdeny, 2009).  

Boss (2007) has suggested that the ability to tolerate uncertainty encourages the development 

of resilience for families who experience ambiguous loss. Although the findings from the present 

study do not reflect a relationship between intolerance of uncertainty and resilience, the inverse 

correlation does potentially support the idea that intolerance of uncertainty is a factor of resilience as 

tolerating uncertainty may allow parents of GDC to flourish despite the high levels of ambiguity 

around their child’s journey. It is also possible that resilience is what follows experiences of 
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ambiguous loss, and as parents process ambiguous loss and learn to re-understand their child’s gender 

identity, they move towards a position of resilience by increasing their ability to tolerate uncertainty.  

The parents in this study were recruited at the initial assessment appointment and as such 

were potentially still in the early stages of processing their feelings of ambiguous loss. This fits with 

the idea that loss and grief are the main inhibitors of resilience (Zamboni, 2006).However, it is crucial 

to hold in mind that how an individual appraises the loss is what defines its particular meaning for 

that person (Boss, 2007), which is reflected in the many of the experiences spoken about by the 

parents in this study. This factor may be more important than how parents tolerate uncertainty. 

Although Boss (2007) suggests that the ability to tolerate uncertainty is a form of natural resilience 

in families who are experiencing ambiguous loss, the outcome for this is not defined. The current 

study aimed to identify whether intolerance of uncertainty or resilience mediated the relationship 

between ambiguous loss and parental mental health, however the ability to tolerate uncertainty may 

provide other benefits to parents of GDC in being able to manage feelings of ambiguous loss and to 

develop resilience, for example wellbeing and coping strategies.  

Some of the parents in this study may not have been able to put a name to the stress they were 

experiencing, and as such may have been less able to tolerate uncertainty. This in turn may have 

contributed to and perpetuated the feelings of ambiguous loss as parents may have been unaware of 

what exactly they had lost, which in turn may have impeded their resilience. It is possible that as 

parents move through the assessment process and are supported to name some of these losses, 

resilience may develop.  

Most parents reported experiencing some form of loss, either related to time or identity. These 

experiences all possibly reflect a sense of ‘stuckness’ in that they were rooted in a sadness around 

gender related rites of passage or memories and dreams of the past. Ehrensaft (2011) suggests that 

parents may adopt the ‘ally’ position rather than be seen as ‘not accepting’ or their child seeing them 

as ‘not accepting’. It is thought that this ‘mourning process’ is important, and an understandable 

response to ‘losing the child that parents had always held in mind’ (Ehrensaft, 2011, p.539) and 

without this psychological difficulties are more likely for parents. In this study, parents displayed a 

mixture of positions and it is possible that they were at varied levels of acceptance. Many of the 

parents reflected feelings of uncertainty and concern around their child’s future both in terms of the 

irreversibility of medical interventions and fears for their child’s safety. This may have perpetuated 

feelings of ambiguous loss by exacerbating feelings of worry that cannot be answered. The way in 

which parents reported managing these fears included seeking support, increasing their own 

knowledge and affirming their child’s gender identity, which are all factors associated with positive 

psychological functioning (Aramburu Alegría, 2018). Several of the themes uncovered in the 

thematic analysis, reflect the multitude of emotions experienced by parents, and the impact this may 
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have on the relationship with their child. Some parents spoke of a dissonance with their child’s gender 

fluidity, and this confusion and conflict could be seen as one of the key ingredients of ambiguous 

loss. 

In addition to ambiguous loss, parental mental health may also be affected by feelings of 

uncertainty around the availability of support. Given the current lack of support for parents, it is 

perhaps unsurprising that many of the parents in this study experienced clinically significant levels 

of anxiety and depression. Another factor to consider is how society creates and maintains the idea 

of gender as something that needs to be experienced and understood as a binary. It is possible that if 

gender were more able to be understood as a non-binary then this may alleviate some of the anxiety 

and depression. Butler, Joiner, Bradley, Bowles, Bowes et al, (2019, p. 7) found that those identifying 

as ‘transgender’ were more likely to have been bullied, experienced depression and to have thoughts 

of self-harm than those identifying as ‘other’. These findings not only highlight the importance of 

understanding gender as a non-binary construct, but also the challenges that parents experience whilst 

protecting and supporting their GDC. Many parents in this study appeared to experience more loss if 

they held gender as a binary concept than those who saw it as more fluid. This further indicates the 

need for increased recognition, understanding and support for these parents. This is in line with 

previous research that demonstrates the importance of an empowering and supportive space in 

facilitating change for both GDC and their parents, by challenging the oppression which maintains 

isolation, ambiguity and in turn potentially mental health difficulties (Pullen, Sansfacon, Robichaud 

& Dumais-Michaud, 2015). 

It is possible that discomfort with the ongoing uncertainty of gender fluidity, contributes to 

ambiguous loss, which predicts parental anxiety and depression. The idea of a non-binary gender 

identity or a fluid binary identity perhaps complicates these feelings of loss and worry, which fuels 

the need for a constant binary certainty to relieve these feelings. However, this reflects the need for 

societal beliefs to change and for increased education and acceptance of non-binary gender identities. 

This could facilitate and support parents to be able to tolerate uncertainty and feelings of loss without 

a negative impact upon their own mental health. Recent research has also reflected the increasing 

number of people who do not identify as ‘transgender’ with high numbers instead identifying as 

‘other’. It is unclear what this means, but it highlights the importance of remaining open to a diverse 

range of non -binary gender identities (Butler, Joiner, Bradley, Bowles, Bowes et al, 2019).  

 
Limitations 

A limitation of this study is that no apriori power calculation was completed. In addition to 

this, the sample recruited for this study was modest, and this reflects some of the challenges in finding 

a large and diverse sample with very specific inclusion criteria, as was the case for this study. 
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Participants within this study were already accessing support through GIDS, and it is therefore likely 

that they were accepting and supporting of their gender-diverse child. Therefore findings cannot be 

generalized to all parents of GDC. Further research should seek to include parents of GDC who have 

not already sought help and perhaps are less supportive towards their child’s desire to transition. 

Furthermore, the demographic information reflected that the sample was not particularly diverse as 

the majority of respondents within this study were Mothers from a white British background and it 

would be useful to explore the experience of Fathers, particularly in light of the fact that research 

suggests that Fathers may be less understanding of having a gender diverse child (Riggs & Due, 2015) 

and also to explore the experiences of those from black and minority ethnic backgrounds.  

An additional limitation of the study is the use of multiple testing using several different 

statistical tests, which increases the risk of the results being due to chance, and therefore weakens the 

likelihood that findings could be generalised to independent data.  

 

 
Future Research 

This study highlights several important factors relating to the relationship between 

ambiguous loss and parental mental health, however there are several areas where further research is 

necessary. The Ambiguous loss questionnaire is a preliminary measure which was adapted for this 

study, and although this provided useful insights into the experiences of parents, it would be important 

to validate this scale in order that these experiences can be captured and analysed meaningfully. In 

addition to this, only one question asked parents about methods of coping and support, and given that 

existing support for parents of GDC is extremely limited, future research needs to expand upon this. 

 
Conclusion and Clinical Implications 

This study highlights the impact of ambiguous loss upon the mental health of parents of GDC 

who are accessing assessment at GIDS. This is a unique situation and there is very scant literature 

around the support provided to parents of GDC. It is crucial to understand parental experiences fully 

in order for clinicians and those working with the family to be able to provide appropriate support, 

and given the impact of ambiguous loss upon parental mental health, it is important for clinicians to 

encourage families to be able to talk about this loss. Family therapy could assist parents in 

understanding and processing feelings of ambiguous loss, but it is crucial that clinicians recognise the 

importance of working with the whole system as placing the emphasis solely upon the child may 

potentially instil the belief in them that there is something wrong with them (Ehrensaft, 2012). 

Services must also be able to identify the difficulties faced by parents, and be able to provide 

adaptable services that recognise a range of gender identities outside of the binary influenced model 
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of care. As indicated by parents in this study, peer support and knowledge around gender diversity is 

crucial, and clinicians should be able to assist with this, perhaps as GIDS do by offering support 

groups or facilitating networking. This is especially pertinent as 54% of parents in this sample were 

met the threshold for clinical anxiety with 13.5% of these being severely anxious, and 70.2% of 

parents met the threshold for clinical depression, with 32.4% of these being severely depressed. In 

light of this services should be able to screen parents for anxiety and depression in order to refer them 

to a gender diversity aware therapist to explore and process these feelings.  

In conclusion, as referrals to gender identity services increase, clinicians need to be able to 

offer support not only to GDC, but also to their parents who are likely to be experiencing ambiguous 

loss, and with this significant levels of anxiety and depression. If clinicians are able to support parents 

to understand and process these feelings, then this will ultimately benefit their GDC.  
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Executive Summary of Main Research Project 
Parenting a gender diverse child: the role of ambiguous loss and resilience in parental 

coping. 
 

Background 
Our understanding of gender is continually evolving, helping us not only to make sense of 

who we are as a person, but also how we interact with other people in our relationships. We are all 

flooded with gender messages from the time we are born, and this is perhaps most evident in the 

relationships we form with family members, especially those between parents and children. 

Therefore, when a child is gender questioning, this can be very difficult for parents, and can trigger 

feelings of confusion and loss around their child’s role and identity within the family system. 

Referrals to specialist gender services continue to increase, and with this there is an emerging 

recognition of the importance of not only working with the individual, but also working with families, 

and systems (Graaf, Giovanardi, Zitz, & Carmichael, 2018; Davidson & Eracleous, 2009).Parents of 

gender diverse children are subject to experiences of stigma and discrimination, and how they manage 

these experiences can impact upon their coping skills and resilience, and in turn their relationship 

with their child. Parents can often feel a sense of dual ambiguous loss around their relationship with 

their child when they express the desire to transition physically and/or socially (Wahlig, 2015).  This 

is because parents of gender diverse children still have the physical presence of their child, but may 

notice that their psychological existence as a certain gender is different or absent, whilst at the same 

time their physical presentation as a certain gender may also be changed or absent, yet their 

psychological presence may remain unchanged. This can become psychologically difficult for parents 

when feelings of hopelessness and depression develop, causing ambivalence, guilt and anxiety. This 

can feel irresolvable, and often has a significant impact upon coping skills, cognition, personal 

resilience and stress management (Boss, 1999).  

 

Aims: 
To investigate how ambiguous loss impacts upon parental mental health, as well as seeking 

to understand whether the relationship between ambiguous loss and parental mental health is 

mediated by traits such as intolerance of uncertainty and resilience. The study also aims to adapt the 

Ambiguous Loss and Boundary Ambiguity scale to form the Ambiguous Loss Questionnaire as a 

preliminary measure to assess and further understand parental experiences of ambiguous loss. 
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Methods: 
Clinicians invited the primary caregivers of children between the ages of  9 and 16 accessing 

the Gender Identity Service (GIDS), Tavistock & Portman NHS Trust, to participate in the study at 

the point of assessment. Each participant was provided with an online link to the study. Following 

informed consent, participants were asked to complete a total of six outcome measures looking at 

depression, anxiety, resilience, intolerance of uncertainty, levels of ambiguous loss and a 

demographic questionnaire. At the end of the survey, participants were fully debriefed. 

This was a mixed methods study, and questionnaire data was analysed statistically using the 

Statistical Programme for Social Sciences (SPSS). The free text boxes in the Ambiguous Loss 

Questionnaire were analysed using thematic analysis.  

 

Hypotheses:  
The primary hypothesis was that ambiguous loss would have an impact upon parental mental 

health. 

A secondary hypotheses was that parents with higher levels of ambiguous loss were more likely to 

have higher levels of depression and anxiety, and this relationship would be mediated by traits such 

as intolerance of uncertainty and resilience.  

 

Results: 
Statistical analyses revealed ambiguous loss does significantly predict both anxiety and 

depression in parents of gender diverse children, but this relationship is not mediated either by 

resilience or intolerance of uncertainty for anxiety and depression. Thematic analysis of the free text 

within the ambiguous loss questionnaire identified three main themes; worry, loss and positioning. 

Worry related to worries for both themselves and their children. Loss related to time, including 

feelings of loss around experiences from the past, from the present and feelings of loss around what 

might have been in the future. This theme also covered feelings of loss around identity relating to 

both social, emotional and physical changes and fluidity/binary. The final theme reflected where 

parents positioned themselves in terms of being  an ally, not accepting their child’s gender identity or 

feeling conflicted either internally or externally around their child’s gender identity. 

 

 

Conclusion: 
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This study highlights the impact of ambiguous loss upon the mental health of parents of 

children who are accessing assessment at GIDS. It is crucial to understand parental experiences fully 

in order for clinicians and those working with the family to be able to provide appropriate support, 

and given the impact of ambiguous loss upon parental mental health, it is important for clinicians to 

encourage families to talk about this loss. In addition to this services must be able to identify the 

difficulties faced by parents, and be able to provide adaptable services that recognise a range of gender 

identities outside of the binary influenced model of care. As indicated by parents in this study, peer 

support and knowledge around gender diversity is crucial, and clinicians should also be able to assist 

with this, perhaps by offering support groups or facilitating networking. This is especially pertinent 

as 54% of parents in this sample were met the threshold for clinical anxiety and 70.2% of parents met 

the threshold for clinical depression. In light of this therapy with a gender diversity aware therapist 

would be a useful intervention to explore and process these feelings. In conclusion, as referrals to 

gender identity services increase, clinicians need to be able to offer support not only to gender diverse 

children, but also to their parents who are likely to be experiencing ambiguous loss, and with this 

significant levels of anxiety and depression. If clinicians are able to support parents to understand and 

process these feelings, then this will ultimately benefit their gender diverse children.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 85 

Connecting Narrative 

I had been interested in the area of gender diversity prior to training, but this interest in has 

grown stronger over the course of training, mainly due to some of the clinical work I have undertaken 

on placement. I believe gender diversity is a prominent theme within this narrative, connecting two 

of my projects and several of my case studies. Below I reflect upon my experiences of each project 

and each of my case studies, before concluding with a summary of my post training research 

aspirations. 

 

Critical Literature Review 
 I was lucky enough to find my literature review question with relative ease. Whilst working 

on my first placement, I found myself working with a young transgender male who had been referred 

into the service to work on low self-esteem, anxiety and depression. The evidence base points towards 

CBT, so this was where we began. Almost immediately I noticed that the model just did not take 

account of some of the wider societal factors which had been crucial predisposing factors and 

continued to maintain his difficulties. Despite endless amounts of searching, the literature around 

using CBT with Transgender and Gender Non-Conforming (TGNC) individuals was almost non-

existent, and I found myself using a mixture of supervision and clinical judgement to adapt the 

intervention.  It felt (and still feels) like such an important area, and given I had already done so much 

ground work, I decided that I wanted to research this properly and systematically review the existing 

evidence in order to provide some clinical guidance for clinicians working therapeutically with TGNC 

individuals, and so my Literature review was born. I felt satisfied, and actually quite proud that my 

research question had arisen from my own clinical practice, and within an area in which I held a 

strong interest.  

 I managed to get the proposal through the PAS without difficulty. The next step was to decide 

upon the search terms, a process I found particularly challenging. I remembered sitting in the library 

during the first week of training and listening to Justin Hodds talk about search terms and Boolean 

operators and other such terms that flew right over my head at the time! After several one to one 

meetings with Justin, we had managed to refine the terms and could run the searches. However, 

instead of getting on with it and running the searches, I put this project down and picked up another 

(I’ve noticed that this continues to be a theme for me). I didn’t actually pick my literature review back 

up until I was in my final year. I think in retrospect I should have stuck with it instead of jumping 

from one project to another, as when I did pick it up, it took me a while to get my head back in to 

what I was supposed to be doing. When I finally came to running the searches, it did not yield too 

many papers, which initially I saw as a blessing, until I reflected whether there would actually be 
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enough for a review! I realise now that this highlights the importance of this review even more. I 

decided to use the Covidence program to screen the existing papers, which I found extremely useful 

in keeping track of my decisions. My supervisor, Catherine Butler, was then able to repeat the process 

to ensure inter-rater reliability. There were several papers where further discussion was needed, and 

this highlighted the importance of having at least one other reviewer. Finally I got it down to nine 

papers. As this area is still in its infancy, most of these papers were pilot studies.  I initially used the 

Critical Appraisal Skills Programme (CASP) to extract, synthesise and interpret the data. It took a 

long time to complete the quality checks, especially given the existing tools did not fit the remit of 

most of my papers. Following discussion with Catherine, we realised that we needed to find a way 

around this, which although challenging, highlighted the need for a validated tool to quality check 

pilot studies. Eventually we decided to write a qualitative account of how each paper met and did not 

meet the criteria established within the CASP. This was a learning curve in terms of the importance 

of research projects adhering to standardised approaches to research design, but also a stark reminder 

of the importance of being able to evaluate these smaller pilot studies when there is no standardised 

research. The results of this review were extremely interesting and I hope to submit this for 

publication. I believe it offers some useful clinical implications and I hope that clinicians in my 

position who may be searching for information on how to adapt CBT for TGNC populations will find 

the review useful.  

 It was really helpful to have Catherine Butler as my supervisor for this project, when times 

did get tough, which they so frequently did over the course of training, it was great to have somebody 

who was so positive and enthusiastic about the project to keep me going. I was really pleased with 

this piece of work, despite it feeling at times like it would never come together. For me, this really 

project really brought home the importance of practice based evidence.  

 

Service Improvement Project (SIP) 
 In all honesty, my SIP was probably the project in which I held the least interest. I was finding 

it difficult to find a project, so when one came up in the University of Bath counselling service, I 

decided to take it. The project was looking at how acceptable both students and therapists deemed the 

University based therapist assisted CBT programme. I initially met with Megan Wilkinson-Tough, 

who was to be the internal supervisor and Andrew Ayers, the head of the counselling service, to learn 

a little more about what the service hoped to gain from this project. As the methodology was mixed 

methods, and because there were essentially two phases to the project, collecting the views of 

therapists and collecting the views of student service users, I was required to complete the ethics 

process on two separate occasions. This was because phase 1 of the research informed the design of 
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phase 2. Thankfully, the ethical approval was relatively straightforward and only required an 

application to the University ethics, which following some minor changes was approved quickly.  

 Phase 1 involved conducting a focus group with therapists from the counselling service. 

Arranging a time to get as many as possible of them together was probably one of the most 

challenging parts of this project! I think eventually Andrew scheduled it into their day in order that 

they could attend, I remember feeling slightly uncomfortable about this as it felt like they had not had 

the option to say no. I decided to provide them with lots of chocolate biscuits, cake and tea! Prior to 

running the group, I had felt really worried, thinking ‘what if nobody talks?’ I needn’t have worried, 

everybody had plenty to say, and I ended up with some really rich data. I also felt very worried that 

the recording wouldn’t work, and perhaps in retrospect four recording devices was overkill, but it had 

taken me months to get these people in a room together and better safe than sorry!  

 The transcription took a long time, and looking back I’m glad I did this straight away, while 

the focus group was fresh in my mind. This work definitely re-affirmed that I feel more comfortable 

working qualitatively, and I quite enjoyed the process of reading the transcripts and identifying 

themes and subthemes on a thematic map. After Megan Wilkinson-Tough left her post, Josie Millar 

kindly agreed to take over supervision of the project along with Charlotte Dack. We met and spent 

some time thinking about the themes and ensuring we all agreed.  

 Following ethical approval for phase 2, the project felt like it was slowing down. I was finding 

it increasingly difficult to arrange meetings with Andrew to discuss making the online survey live for 

student service users. This was frustrating, but reflected the normality and the challenge of service 

related research, where clinicians and managers are often extremely busy. I am not usually very 

forthcoming with chasing people, and I learned a great deal about the value of chasing people up, 

especially when they invite and even welcome you to do so! Towards the end of the project, as I was 

about to start the analysis of the quantitative data, I eventually learned that the service had in fact 

deleted a substantial amount of the collected data. This felt like a disaster after all the hard work 

which had gone into developing and piloting the questionnaires. Thankfully after an opportunity to 

vent my frustration, my level headed and very supportive supervisors worked with me to find a way 

to utilise and meaningfully incorporate the data we did have. It wasn’t the project as we had planned 

it, but it still held some very valuable ideas for development of the service. I felt extremely relieved 

to have finished this project, but I did learn the value of mixed methods research, despite being time 

consuming, I believe the richest data came from the qualitative analysis, and without this there would 

not have been a project at all. 
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Main Research Project 
 I think I knew right at the beginning of training that I wanted to complete a main 

research project in the area of gender diversity. Luckily with Catherine Butler as my tutor, this was 

pretty easy to arrange. I had already been working with a young transgender person on my placement 

and had already decided to conduct my literature review in this area. I knew Bath were keen for us to 

have our research projects in different areas, but I had hoped this was different enough! I spent a great 

deal of time immersing myself in the literature, and I began to notice how much research there was 

into the mental health experiences of TGNC individuals in comparison to the mental health 

experiences of parents of gender diverse children. This area was completely sparse and already having 

an interest in experiences of ambiguous loss, I decided it would be interesting to think about how 

these feelings of loss might impact upon parental mental health. For me this felt extremely important 

given the link between parental wellbeing and child wellbeing. Catherine and I had several meetings 

to refine the idea, and we also managed to get Tilly Langton from the Gender Identity Development 

Service (GIDS) on board with the project. I quickly learned that this was a very political area, and 

one in which I would need to be very sensitive and careful. 

The next stage was the Project Assessment Session (PAS), a sort of mini viva, where I 

presented my proposal to two members of the research team and one person with personal experience 

(PPE). This was a huge learning curve for me, especially given I had managed to get my other two 

projects through the PAS without too much difficulty. This was a very different experience, and Paul 

Salkovskis and James Gregory pointed out several difficulties with the project, I remember Paul 

laughing out loud at my G Power calculation. Although they were kind, and offered me some sound 

advice on how to tighten up the project, it did feel disheartening to fail my final PAS. However, over 

the course of training, I have learned the value and utility in getting the design right from the start, 

and consulting those with experience is key in facilitating this process! I remember feeling incredibly 

frustrated as my research question fitted a qualitative design, but due to Bath’s remit a quantitative 

element was necessary and unnegotiable. Catherine and I decided to bring Kate Cooper on board, 

who also has an interest in gender identity, and had agreed to supervise the quantitative aspect, I 

wonder if she realised what she was letting herself in for at the time! We worked together to firm up 

a new proposal based on the recommendations given by Paul and James and I began to feel more 

confident in the project. This time it passed.  

Following PAS approval, Catherine, Tilly and I held several meetings to think about 

implementation, often over some really lovely food and wine, which of course helped the ideas to 

flow! The project started to come together, and Catherine and I journeyed up to London to present 

the idea to the (very large) research team. Although slightly terrifying, the research team received the 

project favourably and offered some useful ideas to further refine the project. This really highlighted 
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the importance of being able to engage and involve clinicians with your research right from the 

beginning, in order that they will be able to then engage service users.  

It felt extremely important to involve PPE in the project, and although this was thought about 

and planned right from the beginning, due to the availability and location the of PPE Tilly had been 

involved with, it never quite happened. Although the ideas were carefully discussed and all measures 

examined carefully with the GIDS team who work with gender diverse children and their families on 

a daily basis, it is not the same. From this I have learned the importance of prioritising and organising 

PPE involvement at the earliest opportunity.  

This project started off as a longitudinal design, with the hope of collecting online data from 

parents at the beginning middle and end of the assessment process with their child in order to see if 

ambiguous loss was present, but also how it changes over time. This project was recruiting solely 

from the NHS, meaning I needed the dreaded IRAS approval, I had heard a lot from trainees in the 

years above about how long this process was, and I decided to try and make enough time for this. 

However, it still took nearly a year in total from beginning the application to final approval, and was 

incredibly frustrating and disheartening. Although I learned a lot from this process, it did make me 

reflect upon the reality of seeking IRAS approval for post-qualified research in a busy NHS service 

and I still wonder how this is managed. It was not only IRAS I needed in terms of ethical approval. I 

also needed University approval and R&D approval from the Tavistock and Portman Trust. This 

added another few weeks onto the process and time crept on.  

So following a very long process of obtaining ethics, the survey went live, and this felt 

incredibly satisfying. Clinicians at the GIDS were asked to start mentioning the study to parents, and 

over the next few months responses started to slowly trickle in. I was very aware that I needed 171 

participants within the next month or two in order to meet my power calculation and for a longitudinal 

design to be feasible. It quickly became apparent that this design was not going to be possible within 

the remit of the DClinPsy. This was a blow, as one of my main research questions had been to look 

at changes in ambiguous loss over time. Following discussion with Catherine and Tilly, we decided 

to examine the data at one time point for the purpose of a DClinPsy project, but to continue collecting 

data to investigate the longitudinal aspects of the study post qualification. In February 2019, I had 

only 8 participants which was highly alarming. Following a discussion with Tilly, it was agreed that 

she would offer paper packs of the questionnaires to the parents she was assessing to be completed at 

the clinic. This was great, and by May 2019, 37 participants had completed the study. This highlighted 

for me the importance of having a dedicated field supervisor, who is committed to and engaged with 

the research, and I hope I can take this skill forward with me post-training.  

The next stage was data entry and data analysis. Data entry was not too arduous, as over half 

of the respondents were already entered into the Qualtrics programme. This was where the most 
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challenging part of my research began, statistical analysis. I have always accepted that I do not have 

a mathematical mind and have tended to shy away from statistics in my pre-training research. 

However, Kate and YouTube were great teachers, and I soon learned that I was able to understand 

the theory behind the numbers, which made it ever so slightly less daunting. It was also very helpful 

to be able to take the statistical plan to a consultation session with the Bath University Research Team 

- Pamela Jacobs, Gemma Taylor and Josie Millar who were able to reassure me that the statistical 

approach I had chosen was appropriate. The next stage was qualitative analysis of the open text boxes 

from the adapted ambiguous loss questionnaire. I hadn’t realised how much data there would be, and 

although this was exciting, it was also terrifying to be completing a thematic analysis a few weeks 

before my hand in date! Catherine and I met to work through the themes I had identified and to try to 

minimise bias. I had initially been reluctant to undertake this part for the DClinPsy project, but 

looking back now, I am really glad that I did as the qualitative data adds a richness to the project and 

brings the participants voices into the data. This again reinforced the value of mixed methods research 

for me.  

Although this project has several strengths and offers several useful clinical implications, it 

also has several limitations. Nonetheless, I am proud of it and I hope to publish this research, in order 

that parental experiences and the importance of providing support for these parents will have a 

stronger voice within the evidence base. I have learned the importance of thorough planning from the 

beginning alongside PPE, consulting with other researchers and clinicians and engaging with the 

clinicians recruiting in health settings. However my biggest realisation has been that I can do clinical 

research alongside a very demanding clinical role, and I hope that I will continue to do so. 

 

Case Studies 
 I had never written a case study prior to training, and in all honesty did not have the first clue 

where to begin! I will summarise each of them briefly along with my main learning points. 

Case study 1: (Working age adults). This case was with a young transgender male who 

presented with low self-esteem, anxiety and depression. This was a single case experimental design 

(SCED), and from this I learned the importance (and the limitations) of using outcome measures 

regularly to measure progress. Services often do not implement such rigorous use of measures, and 

this was an interesting dynamic. This work highlighted many things for me, including the importance 

of the alliance, the ability to adapt interventions appropriately and the importance of including 

idiosyncratic measures! 

Case study 2: (Older adults). I really enjoyed this piece of work with an older adult 

experiencing anxiety and depression around a diagnosis of spinal stenosis. As spinal stenosis is quite 

rare and the symptoms are medically unexplained, it felt important to write this case up. This was 
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also written up as a SCED, and again I reflected upon the importance of idiosyncratic measurement 

and adapting interventions, as well as the utility of creatively using behavioural experiments.  

Case study 3: (Learning difficulties). This case was with a young transgender female with 

autism, who presented with low self-esteem, anxiety and depression. This case was really interesting, 

and I noticed I was able to use some of my previous learning around adapting CBT and working with 

gender diversity, which I believe helped with strengthening our therapeutic alliance.   

Case study 4: (CAMHS). This was another CBT case study with a teenage boy with a 

diagnosis of Obsessive Compulsive Disorder (OCD). My main learning from this case was the need 

to include the system when working with younger people, but also to be able to balance this with 

fostering a sense of independence and ownership for the young person.  

Case study 5: (Complex adult mental health). This was my final case study, and was with a 

young lady with Post Traumatic Stress Disorder (PTSD) and OCD. This was a really complex case, 

and I think my struggle to write it up reflected the nature of the work. I learned that secondary care is 

often complicated and this can necessitate the need to think on your feet in order to draw upon and 

integrate several models.  

 

I have enjoyed working with each and every one of these people, and I’m sure in part that is 

why I chose these particular cases to write up. From completing these case studies, although arduous 

at the time, I have learned the importance of this type of research (having used case studies frequently 

over the last three years to guide my thinking) and I strongly hope that I will be able to continue to 

generate practice based evidence post-training.  

 

Future Research Aspirations 
 I have gradually realised over the course of the past three years, that I would really like to 

continue to conduct research in the area of gender diversity, and I look forward to continuing data 

collection for my main research project. I am pleased to have made several contacts (and hopefully 

friends) within this field, which I hope will be the beginning of a useful network post-training.  One 

thing I have noticed, is that many clinicians simply do not engage in research alongside their busy 

and demanding clinical roles, and I hope that I will be able to find a way to negotiate this balance. I 

have even surprised myself to be writing this, as prior to training, my main focus was to be a clinician, 

and I am surprised that the stressful demands of four research projects and five case studies has not 

completely put me off research! I suppose if I can complete the combined demands of research and 

clinical practice on training, then surely anything is possible?! 
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Appendix 1A 

 
Preferred Reporting Items for Systematic reviews and Meta-Analyses 
extension for Scoping Reviews (PRISMA-ScR) Checklist 

SECTION ITEM PRISMA-ScR CHECKLIST ITEM REPORTED 
ON PAGE # 

TITLE 
Title 1 Identify the report as a scoping/systematic 

review. 10 

ABSTRACT 

Structured 
summary 2 

Provide a structured summary that includes (as 
applicable): background, objectives, eligibility 
criteria, sources of evidence, charting methods, 
results, and conclusions that relate to the review 
questions and objectives. 

11 

INTRODUCTION 

Rationale 3 

Describe the rationale for the review in the 
context of what is already known. Explain why the 
review questions/objectives lend themselves to a 
scoping review approach. 

14 

Objectives 4 

Provide an explicit statement of the questions 
and objectives being addressed with reference to 
their key elements (e.g., population or 
participants, concepts, and context) or other 
relevant key elements used to conceptualize the 
review questions and/or objectives. 

14 

METHODS 

Protocol and 
registration 5 

Indicate whether a review protocol exists; state if 
and where it can be accessed (e.g., a Web 
address); and if available, provide registration 
information, including the registration number. 

14 

Eligibility criteria 6 

Specify characteristics of the sources of evidence 
used as eligibility criteria (e.g., years considered, 
language, and publication status), and provide a 
rationale. 

14 

Information 
sources* 7 

Describe all information sources in the search 
(e.g., databases with dates of coverage and 
contact with authors to identify additional 
sources), as well as the date the most recent 
search was executed. 

15 

Search 8 
Present the full electronic search strategy for at 
least 1 database, including any limits used, such 
that it could be repeated. 

15 and 
Appendix 1A 

Selection of 
sources of 
evidence† 

9 
State the process for selecting sources of 
evidence (i.e., screening and eligibility) included 
in the scoping review. 

16 

Data charting 
process‡ 10 

Describe the methods of charting data from the 
included sources of evidence (e.g., calibrated 
forms or forms that have been tested by the team 
before their use, and whether data charting was 
done independently or in duplicate) and any 
processes for obtaining and confirming data from 
investigators. 

20 
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SECTION ITEM PRISMA-ScR CHECKLIST ITEM REPORTED 
ON PAGE # 

Data items 11 
List and define all variables for which data were 
sought and any assumptions and simplifications 
made. 

18-19 

Critical appraisal 
of individual 
sources of 
evidence§ 

12 

If done, provide a rationale for conducting a 
critical appraisal of included sources of evidence; 
describe the methods used and how this 
information was used in any data synthesis (if 
appropriate). 

20 

Synthesis of 
results 13 Describe the methods of handling and 

summarizing the data that were charted. 20 

RESULTS 
Selection of 
sources of 
evidence 

14 

Give numbers of sources of evidence screened, 
assessed for eligibility, and included in the 
review, with reasons for exclusions at each stage, 
ideally using a flow diagram. 

17 

Characteristics of 
sources of 
evidence 

15 
For each source of evidence, present 
characteristics for which data were charted and 
provide the citations. 

20-23 

Critical appraisal 
within sources of 
evidence 

16 If done, present data on critical appraisal of 
included sources of evidence (see item 12). 20-23 

Results of 
individual sources 
of evidence 

17 
For each included source of evidence, present 
the relevant data that were charted that relate to 
the review questions and objectives. 

23 

Synthesis of 
results 18 

Summarize and/or present the charting results as 
they relate to the review questions and 
objectives. 

23-24 

DISCUSSION 

Summary of 
evidence 19 

Summarize the main results (including an 
overview of concepts, themes, and types of 
evidence available), link to the review questions 
and objectives, and consider the relevance to key 
groups. 

25-29 

Limitations 20 Discuss the limitations of the scoping review 
process. 29 

Conclusions 21 

Provide a general interpretation of the results with 
respect to the review questions and objectives, 
as well as potential implications and/or next 
steps. 

32 

FUNDING 

Funding 22 
Describe sources of funding for the included 
sources of evidence, as well as sources of 
funding for the scoping review. Describe the role 
of the funders of the scoping review. 

NA 

JBI = Joanna Briggs Institute; PRISMA-ScR = Preferred Reporting Items for Systematic reviews and Meta-
Analyses extension for Scoping Reviews. 
* Where sources of evidence (see second footnote) are compiled from, such as bibliographic databases, social 
media platforms, and Web sites. 
† A more inclusive/heterogeneous term used to account for the different types of evidence or data sources 
(e.g., quantitative and/or qualitative research, expert opinion, and policy documents) that may be eligible in a 
scoping review as opposed to only studies. This is not to be confused with information sources (see first 
footnote). 
‡ The frameworks by Arksey and O’Malley (6) and Levac and colleagues (7) and the JBI guidance (4, 5) refer 
to the process of data extraction in a scoping review as data charting. 
§ The process of systematically examining research evidence to assess its validity, results, and relevance 
before using it to inform a decision. This term is used for items 12 and 19 instead of "risk of bias" (which is 
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more applicable to systematic reviews of interventions) to include and acknowledge the various sources of 
evidence that may be used in a scoping review (e.g., quantitative and/or qualitative research, expert opinion, 
and policy document). 
 
 

From: Tricco AC, Lillie E, Zarin W, O'Brien KK, Colquhoun H, Levac D, et al. PRISMA Extension for Scoping Reviews (PRISMA-
ScR): Checklist and Explanation. Ann Intern Med. ;169:467–473. doi: 10.7326/M18-0850 
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Appendix 1B 

 
PubMed 
transgender* OR gender identit* OR gender dysphori* OR gender non conform* OR 
gender 
nonconform* OR gender minorit* OR “non binary” OR nonbinary OR “gender queer” OR 
genderqueer OR gender varian* 
AND 
cognitive therap* OR behavior therap* OR behaviour therap* OR behavioral therap* OR 
behavioural 
therap* OR cognitive behavior therap* OR cognitive behaviour therap* OR cognitive 
behavioral 
therap* OR cognitive behavioural therap* 
PsycINFO 
transgender* OR “gender identit*” OR “gender dysphori*” OR “gender non conform*”OR 
“gender 
nonconform*” OR “gender minorit*” OR “non binary” OR nonbinary OR “gender queer” 
OR 
genderqueer OR “gender varian*” 
AND 
“cognitive therap*” OR “behavio?r therap*” OR “behavio?ral therap*” OR “cognitive 
behavio?r 
therap*” OR “cognitive behavio?ral therap*” 
Web of Science 
transgender* OR “gender identit*” OR “gender dysphori*” OR “gender non conform*”OR 
“gender 
nonconform*” OR “gender minorit*” OR “non binary” OR nonbinary OR “gender queer” 
OR 
genderqueer OR “gender varian*” 
AND 
“cognitive therap*” OR “behavior therap*” OR “behaviour therap*” OR “behavioral 
therap*” OR 
“behavioural therap*” OR “cognitive behavior therap*” OR “cognitive behaviour therap*” 
OR 
“cognitive behavioral therap*” OR “cognitive behavioural therap*” 
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Appendix 1C 

Behaviour Research and Therapy - Guide for Authors 
The major focus of Behaviour Research and Therapy is an experimental psychopathology 
approach to understanding emotional and behavioral disorders and their prevention and 
treatment, using cognitive, behavioral, and psychophysiological (including neural) methods 
and models. This includes laboratory-based experimental studies with healthy, at risk and 
subclinical individuals that inform clinical application as well as studies with clinically 
severe samples. The following types of submissions are encouraged: theoretical reviews of 
mechanisms that contribute to psychopathology and that offer new treatment targets; tests of 
novel, mechanistically focused psychological interventions, especially ones that include 
theory-driven or experimentally-derived predictors, moderators and mediators; and 
innovations in dissemination and implementation of evidence-based practices into clinical 
practice in psychology and associated fields, especially those that target underlying 
mechanisms or focus on novel approaches to treatment delivery. In addition to traditional 
psychological disorders, the scope of the journal includes behavioural medicine (e.g., chronic 
pain). The journal will not consider manuscripts dealing primarily with measurement, 
psychometric analyses, and personality assessment. 
 
SUBMISSION CHECKLIST  
You can use this list to carry out a final check of your submission before you send it to the journal 
for review. Please check the relevant section in this Guide for Authors for more details.  
ENSURE THAT THE FOLLOWING ITEMS ARE PRESENT: One author has been designated as 
the corresponding author with contact details: 
• E-mail address 
• Full postal address  
All necessary files have been uploaded: 
Manuscript: 
• Include keywords 
• All figures (include relevant captions) 
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Subdivision - unnumbered sections  
Divide your article into clearly defined sections. Each subsection is given a brief heading. 
Each heading should appear on its own separate line. Subsections should be used as much 
as possible when cross-referencing text: refer to the subsection by heading as opposed to 
simply 'the text'. 
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in front of the appropriate address. Provide the full postal address of each affiliation, 
including the country name and, if available, the e-mail address of each author. 
• Corresponding author. Clearly indicate who will handle correspondence at all stages of 
refereeing and publication, also post-publication. This responsibility includes answering 
any future queries about Methodology and Materials. Ensure that the e-mail address is 
given and that contact details are kept up to date by the corresponding author. 
• Present/permanent address. If an author has moved since the work described in the 
article was done, or was visiting at the time, a 'Present address' (or 'Permanent address') 
may be indicated as a footnote to that author's name. The address at which the author 
actually did the work must be retained as the main, affiliation address. Superscript Arabic 
numerals are used for such footnotes. 

Highlights  
Highlights are mandatory for this journal. They consist of a short collection of bullet points 
that convey the core findings of the article and should be submitted in a separate editable 
file in the online submission system. Please use 'Highlights' in the file name and include 3 
to 5 bullet points (maximum 85 characters, including spaces, per bullet point). You can 
view example Highlights on our information site. 
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A concise and factual abstract is required with a maximum length of 200 words. The 
abstract should state briefly the purpose of the research, the principal results and major 
conclusions. An abstract is often presented separately from the article, so it must be able to 
stand alone. For this reason, References should be avoided, but if essential, then cite the 
author(s) and year(s). Also, non-standard or uncommon abbreviations should be avoided, 
but if essential they must be defined at their first mention in the abstract itself. 
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Graphical abstract  
Although a graphical abstract is optional, its use is encouraged as it draws more attention to 
the online article. The graphical abstract should summarize the contents of the article in a 
concise, pictorial form designed to capture the attention of a wide readership. Graphical 
abstracts should be submitted as a separate file in the online submission system. Image size: 
Please provide an image with a minimum of 531 × 1328 pixels (h × w) or proportionally 
more. The image should be readable at a size of 5 × 13 cm using a regular screen resolution 
of 96 dpi. Preferred file types: TIFF, EPS, PDF or MS Office files. You can view Example 
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Authors can make use of Elsevier's Illustration Services to ensure the best presentation of 
their images and in accordance with all technical requirements. 
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APA list of index descriptors. These keywords will be used for indexing purposes. 
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Appendix 2B 

University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Contact name: Lou Pryer 
Tel:  
Email: L.R.Pryer@bath.ac.uk 
 

Semi-structured interview schedule for focus group 
What makes Therapist assisted computerised Cognitive Behaviour 

Programmes (TA-cCBT) acceptable to both service users and service 
providers? 

Thank you for agreeing to take part in this focus group which is being held to gain your views on the 
computerised support platform offered to students who are experiencing anxiety or depression at the 
University of Bath. I am interested in hearing your experiences and views upon this platform, and to 
discuss what you feel some of the barriers are to students engaging with this platform. We will also 
talk about which aspects of the platform you believe work well, and reflect on why this might be. 
I have a few questions to help guide this discussion, but please feel free to interject at any time.  I am 
going to both video record and audio record this discussion so that I can listen to what you have said 
at a later date.  The recording will be transcribed verbatim but all identifiable details will be removed 
or edited at this stage.  If you want to leave the group at any time you can.  All the information you 
provide will be anonymised.  If you are unsure about any questions, please do not hesitate to stop me 
and ask for clarification.   
 
Participant questions 

• How do people find supporting students to use the current 
computerised platform at the moment?  

-Tell me more about this? 
 

• This project is looking at what makes online computerised 
platforms to support students with anxiety and depression more or 
less ‘acceptable’. What does ‘acceptable’ mean to you in this 
context?  

- What might that look like? 
-    What do you find/ have you found ‘acceptable’ about using 
this platform? 
-    Is there anything in the way in which you work with students that 
you found particularly helpful? 

 
• In your opinion, which aspects of the platform make it easier for 

students to access and use? 
- Why do you think this might be? 
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• And what about the barriers? The things that might make it more 
difficult for students to access or use this platform? 

- Why do you think this might be? 
-  

• Are you aware of any parts of the platform that tend to be accessed 
more by students?  

- Why do you think this might be? 
- What do you think it is about those parts/that part that makes 

them more acceptable to students? 
- What do you think your student service users would say have been 

the most helpful things about using the platform? 
 

• Are you aware of any parts of the platform that tend to be accessed 
less by students?  

- Why do you think this might be? 
- What do you think it is about those parts/that part that makes 

them less acceptable to students? 
- What do you think your student service users have found most 

challenging about using the platform?  
- Do you have any worries or concerns about using this platform? 

What has enabled/hindered you in your work with students? 
 

• Are there certain characteristics or values you notice in the 
students who find the platform more acceptable? 

-Why might this be?  
• Are there certain characteristics or values you notice in the 

students who find the platform less acceptable? 
-Why might this be? 
 

• Are there any improvements that could be made to the platform or 
to the system in general? 

 
- What have you found unhelpful/challenging about using this 

platform? 
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Appendix 2C 

 
University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Contact name: Lou Pryer 

 
Email: L.R.Pryer@bath.ac.uk 

 
Evaluative Feedback Questionnaire 

What makes Therapist assisted computerised Cognitive Behaviour 
Programmes (TA-cCBT) acceptable to both service users and service 

providers? 
1. Ethicality – The extent to which the intervention has a good fit with the 

individual’s value system. 
• Do you feel the treatment you have been prescribed has been a good fit 

for you?  
Yes �  No �  Don’t know � 

• Was the treatment what you were expecting? 
Yes �  No �  Don’t know � 

• Were there any parts which you felt worked well? 
Yes �  No �  Don’t know � 
Tick all that apply?  

• “I have found using an online treatment for psychological distress has 
been a good fit for me” 
Please rate the above statement on a scale of 1-10 with 10 being ‘strongly 
agree’ and 1 being ‘strongly disagree’  

0 1 2 3 4 5 6 7 8 9 10 
  Strongly   Neither agree    Strongly 
  agree    nor disagree    disagree 
 

2. Intervention coherence – The extent to which the individual understands the 
intervention and how it works. 
• Did you understand the treatment you were prescribed, and how it 

worked? 
Yes �  No �  Don’t know � 

• Were there any parts which you understood less? 
Yes �  No �  Don’t know � 
Tick all that apply? 

•  “I understood the treatment I was prescribed” 
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Please rate the above statement on a scale of 1-10 with 10 being ‘strongly 
agree’ and 1 being ‘strongly disagree’  

0 1 2 3 4 5 6 7 8 9 10 
  Strongly   Neither agree    Strongly 
  agree    nor disagree    disagree 
 

3. Affective attitude – How an individual feels about the intervention. 
• Were you satisfied with the treatment you were prescribed?  

Yes �  No �  Don’t know � 
• Did you feel participating in this treatment was helpful?  
• Yes �  No �  Don’t know � 
• Did you like the format of the treatment? 

Yes �  No �  Don’t know � 
•  “I felt very positive about the treatment I was prescribed” 

Please rate the above statement on a scale of 1-10 with 10 being ‘strongly 
agree’ and 1 being ‘strongly disagree’  

0 1 2 3 4 5 6 7 8 9 10 
  Strongly   Neither agree    Strongly 
  agree    nor disagree    disagree 
 

4. Burden – The perceived amount of effort that is required to participate in the 
intervention. 
• Did you feel the amount of time and effort you needed to put into the 

treatment was manageable?  
• Yes �  No �  Don’t know � 
• Do you feel the amount of time and effort given was worth the result?  

Yes �  No �  Don’t know � 
•  “The time and effort I put into this treatment was manageable” 

Please rate the above statement on a scale of 1-10 with 10 being ‘strongly 
agree’ and 1 being ‘strongly disagree’  

0 1 2 3 4 5 6 7 8 9 10 
  Strongly   Neither agree    Strongly 
  agree    nor disagree    disagree 

5. Opportunity costs – The extent to which benefits, profits or values must be 
given up to engage in the intervention. 

• Do you feel this treatment fitted in well with your lifestyle and 
commitments? 
Yes �  No �  Don’t know � 

• Did you find that you needed to drop any of your usual activities to 
engage in the treatment? 
Yes �  No �  Don’t know � 
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• “I was able to fit this treatment in with my lifestyle and interests” 
Please rate the above statement on a scale of 1-10 with 10 being ‘strongly 
agree’ and 1 being ‘strongly disagree’  

0 1 2 3 4 5 6 7 8 9 10 
  Strongly   Neither agree    Strongly 
  agree    nor disagree    disagree
    

6. Perceived effectiveness – the extent to which the intervention is perceived as 
likely to achieve its purpose. 

• Do you feel engaging with this treatment has been helpful? 
Yes �  No �  Don’t know � 

• Do you think the treatment has elicited positive change? 
Yes �  No �  Don’t know � 

•  “I believe this treatment has helped me” 
Please rate the above statement on a scale of 1-10 with 10 being ‘strongly 
agree’ and 1 being ‘strongly disagree’  

0 1 2 3 4 5 6 7 8 9 10 
  Strongly   Neither agree    Strongly 
  agree    nor disagree    disagree 
 

7. Self-efficacy – The participant’s confidence that they can perform the 
behaviour(s) required to participate in the intervention.  

• Did you feel that you were able to meet the requirements/demands of 
the treatment you were prescribed? 
Yes �  No �  Don’t know � 

• Did you feel motivated to engage with this treatment? 
Yes �  No �  Don’t know � 

• Were there any aspects of the treatment programme with which you 
felt more engaged? 
Yes �  No �  Don’t know � 
Tick all that apply? 

• “I felt confident that I was able to meet the requirements and 
demands of the treatment” 
Please rate the above statement on a scale of 1-10 with 10 being ‘strongly 
agree’ and 1 being ‘strongly disagree’  

0 1 2 3 4 5 6 7 8 9 10 
  Strongly   Neither agree    Strongly 
  agree    nor disagree    disagree 
Any other comments:         
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Thank you again for participating. If you would like to speak to us about the project or if 
you have any questions or concerns please get in touch. 
Email: L.R.Pryer@bath.ac.uk  Phone –  

 Wilkinson-Tough 
Email : M.J.Wilkinson-tough@bath.ac.uk Phone: 01225 385091 
Our address is: Department of Psychology, University of Bath, Claverton Down Bath, BA2 

7AY 
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Appendix 2E 

 
University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Contact name: Lou Pryer 
Contact telephone:   
Email: L.R.Pryer@bath.ac.uk 
 

Information Sheet for Focus Group  
What makes Therapist assisted computerised Cognitive Behaviour 

Programmes (TA-cCBT) acceptable to both service users and service 
providers? 

Before you decide to take part in this study, it is important for you to understand why the 
research is being done and what it would involve. Please take time to read the following 
information carefully and discuss it with colleagues if you wish. Ask us if there is anything 
that is not clear or if you would like more information. Take time to decide whether you wish 
to take part. 
 
Who am I? 
My name is Lou Pryer and I am a trainee clinical psychologist conducting research in the 
Department of Psychology at the University of Bath. I am conducting this study with the 
hope of improving understanding about how online platforms can be best used, and what 
makes this type of help acceptable to both student service users and counsellors.  
This study is supervised by Dr Megan Wilkinson-Tough (Lecturer at the University of Bath: 
M.J.Wilkinson-Tough@bath.ac.uk); Dr Charlotte Dack (Lecturer at the University of Bath: 
C.N.Dack@bath.ac.uk) and Andrew Ayers (Head of Student Counselling and Mental Health 
Service at University of Bath: A.D.Ayers@bath.ac.uk).  
 
What is this study about? 
This is a study to look at the factors which make online platforms acceptable to both student service 
users and counsellors. There is high demand for the counselling and mental health service at the 
University of Bath, and the most frequent difficulties reported are anxiety and depression.  Some 
students experience difficulties engaging with this type of treatment and the extent and nature of these 
difficulties is not currently fully understood.  

This study aims to understand what counsellors perceive the difficulties to be for students in engaging 
with this platform as well as the aspects which are felt to be helpful.  

I would like to talk to counsellors currently working in the student mental health services at 
the University of Bath who are working together with students and offering treatment for 
anxiety and depression alongside the online platform. This focus group is being conducted 
to gain your views on what you consider to be the helpful aspects of the platform, but also 
what you consider to be the less helpful aspects of the platform, and the reasons behind this. 
The main aim of this research is to investigate how student service users engage with this 
platform, and identify any areas where changes might be made 
 
What would I need to do? 
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I would like you to come along to a focus group with some (3-6) of your colleagues.  We 
would talk together about the current online platform, and discuss what you feel some of the 
barriers are to students engaging with this platform. We would also talk about which aspects 
of the platform you believe work well, and reflect on why this might be. If you agree to 
participate you will receive a copy of the questions to be discussed in advance of the focus 
group.  
The focus group will be held at the University of Bath at a time and location convenient to 
the counselling service. The focus group itself will last approximately 1-2 hours. The 
discussion will be both audio recorded and video recorded so that I can catch everything that 
you say and transcribe the conversation later. 
 
Do I have to take part? 
Taking part in this research is entirely voluntary, and you are free to make your own choice 
about whether you want to participate. If you agree to take part, you can choose not to answer 
any questions that you do not want to and you are free to withdraw at any time. I will ask you 
to confirm your consent after participating. After this time, you will not be able to withdraw 
your data as this information will be anonymised as soon as it is transcribed.  
 
Will my taking part in this research be kept confidential? 
Any information that is collected about you during this research will be kept strictly 
confidential. No information that could identify you will be given out to anyone else. Only 
myself (Lou Pryer) and the lead academic supervisor (Megan Wilkinson-Tough) will review 
the recordings of the focus group; the other supervisors will only see the fully anonymous 
transcripts. Other people in the group will hear what you say but I will ask all group members 
to respect the confidentiality of what is said in the group. Nothing that you say in the focus 
group will be heard or discussed with anyone else in your workplace. The only exception to 
this is if you tell me that you are at serious risk to yourself or someone else, in which case I 
will have to inform an appropriate person. 
 
What will happen to the information I provide? 
Should you decide to take part the discussion group will be audio and video recorded. These 
recordings will then be typed up and the files stored on an encrypted password-protected 
computer.  Any potentially identifying details, including your name, will be removed. These 
documents will not be linked to any contact details that you provide and will be stored 
separately so you cannot be identified. Once the focus group is typed up the recordings will 
be destroyed.  
Once the project is completed, the information you have given to me will be kept safely by 
the University of Bath in accordance with the Data Protection Act (1998). If you give your 
consent, it may be used by other genuine researchers, with the University of Baths’ approval, 
under the strict rules governing the confidentiality of your information. So again, your name, 
or any material that might identify you, will never be used or given to anyone. 
What will happen to the results of this research? 
What you tell me will inform how the current online platform, provided to student service 
users, by the University of Bath counselling service is developed. I may use extracts taken 
from what you have told me, however these would not identify you to anyone. The findings 
of the research may also be published in research journals or used in presentations. If you 
would like to be sent a summary of the findings please let me know by emailing 
L.R.Pryer@bath.ac.uk and I will arrange for this.  
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What do I do if I would like to take part or have any more questions? 
You can contact me, Lou Pryer, to arrange a suitable time or to discuss any questions you 
might have.  
Email: L.R.Pryer@ Bath.ac.uk     Phone:  
You can also speak to the supervisor of the project, Dr Megan Wilkinson-Tough 
Email: M.J. Wilkinson-Tough@bath.ac.uk Phone: 01225 38 5091 
If you have any concerns about the ethics of this research study, please contact the Bath 
University Psychology Department Research Executive Officer, Dr. Nathalia Gjersoe 
Email: psychology-ethics@bath.ac.uk Phone: 01225 38 4322 
Our address is: 
Department of Psychology 

University of Bath,  

Claverton Down, Bath, BA2 7AY 

 

Many thanks for taking the time to read this. I would be delighted if you would be willing 
to take part. 
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Appendix 2F 

University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Contact name: Lou Pryer 
Contact telephone:   
Email: L.R.Pryer@bath.ac.uk 
 

Consent Form 
What makes Therapist assisted computerised Cognitive Behaviour 

Programmes (TA-cCBT) acceptable to both service users and service 
providers? 

Please answer the following questions to the best of your knowledge 

      YES
           NO 

DO YOU CONFIRM THAT YOU:   
• are currently working as a counsellor, supporting students  

to use the online platform at the University of Bath        □
      □ 

       
      □
  
HAVE YOU:   

• been given information explaining about the study?        □
      □ 

• had an opportunity to ask questions and discuss this study?         □
      □ 

• received satisfactory answers to all questions you asked?         □
      □ 

• received enough information about the study for you to make a decision  
about your participation?         □
      □ 

 
DO YOU UNDERSTAND: 
  

• That you are free to withdraw from the study and free to withdraw your data prior to final consent at 
any time without having to give a reason for withdrawing?        □
      □ 

• That during the focus group you will be both audio and video recorded        □
      □ 

 
I hereby fully and freely consent to my participation in this study 

 
I understand the nature and purpose of the procedures involved in this study. These have 

been communicated to me on the information sheet accompanying this form. 
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I understand and acknowledge that the investigation is designed to promote scientific knowledge and help 
improve the service offered by the student counselling service. The University of Bath will use the data I 
provide for no purpose other than research and to inform service improvements.  

I understand recordings will be stored securely, transcribed and anonymized. One transcribed the recordings 
will be deleted and only anonymized transcripts will be retained.   

I understand that the University of Bath may use the data collected for this study in a future research project 
but that the conditions on this form under which I have provided the data will still apply.   

 

Participant’s signature: _____________________________________  Date:  ________________ 

Name in BLOCK Letters: _____________________________________  
 

Final consent 
Having participated in this study 

I agree to the University of Bath keeping and processing the data I have provided during the 
course of this study. I understand that these data will be used only for the purpose(s) set out in 
the information sheet, and my consent is conditional upon the University complying with its 
duties and obligations under the Data Protection Act. 

 

Participant’s signature: _____________________________________  Date:  ________________ 

Name in BLOCK Letters: _____________________________________  
 
If you have any concerns related to your participation in this study please direct them to the Department of 
Psychology Research Ethics Committee, via Nathalia Gjersoe, Research Ethics Officer (Tel: 01225 38 3251 
email: N.Gjersoe@bath.ac.uk). 
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Appendix 2G 

University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Contact name: Lou Pryer 
Contact telephone:   
Email: L.R.Pryer@bath.ac.uk 

 
Debrief Sheet  

 
What makes Therapist assisted computerised Cognitive Behaviour 

Programmes (TA-cCBT) acceptable to both service users and service 
providers? 

Thank you for taking part in this project. We hope you are satisfied by your experience of 
participation. Your support in this project will assist the University counselling service in 
improving the acceptability of the online platform for both student service users and the 
counsellors who support them.    
If you would like to receive a written summary of the findings of the project when that 
becomes available, please email L.R.Pryer@bath.ac.uk to request this. 
Thank you again for participating. If you would like to speak to us about the project or if 
you have any questions or concerns please get in touch. 
Email: L.R.Pryer@bath.ac.uk  Phone – 

 Megan Wilkinson-Tough 
Email : M.J.Wilkinson-tough@bath.ac.uk Phone: 01225 385091 
Our address is: Department of Psychology, University of Bath, Claverton Down Bath, BA2 

7AY 
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Appendix 2H 

 
University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Contact name: Lou Pryer 
Contact telephone:   
Email: L.R.Pryer@bath.ac.uk 
 

Information Sheet for Questionnaire  
What makes Therapist assisted computerised Cognitive Behaviour 

Programmes (TA-cCBT) acceptable to both service users and service 
providers? 

You are invited to take part in a service evaluation. Before you decide to take part in this 
study, it is important for you to understand why the evaluation is being done and what it 
would involve. Please take time to read the following information carefully and discuss it 
with others if you wish. Ask us if there is anything that is not clear or if you would like more 
information. Take time to decide whether you wish to take part. 
 
Who am I? 
My name is Lou Pryer and I am a trainee clinical psychologist conducting research in the 
Department of Psychology at the University of Bath. I am conducting this study with the 
hope of improving understanding about how online platforms can be best used, and what 
makes this type of help acceptable to both student service users and counsellors.  
This study is supervised by Dr Megan Wilkinson-Tough (Lecturer at the University of Bath: 
M.J.Wilkinson-Tough@bath.ac.uk); Dr Charlotte Dack (Lecturer at the University of Bath: 
C.N.Dack@bath.ac.uk) and Andrew Ayers (Head of Student Counselling and Mental Health 
Service at University of Bath: A.D.Ayers@bath.ac.uk).  
 
What is this study about? 
This is a service evaluation looking at the factors which make online platforms acceptable to both 
student service users and counsellors. There is high demand for the counselling and mental health 
service at the University of Bath, and the most frequent difficulties reported are anxiety and 
depression.  The University of Bath counselling service uses online delivery of therapy to make 
treatment available to those for whom this is appropriate. We would like to understand experience of 
this form of therapy so that the service can continue to improve the treatment it provides.  

This evaluation aims to understand the effectiveness and acceptability of the current online treatment 
to student service users, as well as understanding what they feel could be improved.  

I would like to gain feedback from students who are currently using or have previously used 
the online platform offered by student mental health services at the University of Bath for 
anxiety and depression. The main aim of this research is to investigate how student service 
users engage with this platform, and identify any areas where changes might be made 
 
What would I need to do? 
You will be asked to complete a short feedback questionnaire regarding your experiences of 
what you consider to be the most helpful aspects of the platform, but also what you consider 
to be the less helpful aspects of the platform.  
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The questionnaire will either be available to complete online or you will be given a paper 
copy to complete. The questionnaire itself will take approximately 3-5 minutes to complete. 
Providing you give your consent we will also use the responses you gave in other 
questionnaires you complete on Silvercloud to assess how effective this online treatment is 
at helping people experiencing anxiety or depression.  
 
There are no direct advantages in taking part in this service evaluation, other than the 
knowledge that you are contributing to the ongoing development and improvement of the 
support services for students at the University of Bath. There are no disadvantages to 
participating in this evaluation other than the very short time taken to complete the 
questionnaire.  
 
Do I have to take part? 
Taking part in this service evaluation is entirely voluntary, and you are free to make your 
own choice about whether you want to participate. If you agree to take part, you can choose 
not to answer any questions that you do not want to and you are free to withdraw at any time.  
 
Will my taking part in this research be kept confidential? 
Any information that is collected about you during this evaluation will be kept strictly 
confidential. No information that could identify you will be given out to anyone else.  
 
What will happen to the information I provide? 
Should you decide to take part your questionnaire will be stored on an encrypted password-
protected computer.  Any potentially identifying details, including your name, will be 
removed. These documents will not be linked to any contact details that you provide and will 
be stored separately so you cannot be identified.  
Once the project is completed, the information you have given to me will be kept safely by 
the University of Bath in accordance with the Data Protection Act (1998). If you give your 
consent, it may be used by other genuine researchers, with the University of Baths’ approval, 
under the strict rules governing the confidentiality of your information. So again, your name, 
or any material that might identify you, will never be used or given to anyone. 
The information collected by means of questionnaires during your online treatment may be 
used to look at the effectiveness of the online treatment (routine audit of effectiveness). All 
data will be fully anonymized and will only be used if you have given consent.  
 
What will happen to the results of this research? 
What you tell me will inform how the current online platform, provided to student service 
users by the University of Bath counselling service, is developed. I may use extracts taken 
from what you have told me, however these would not identify you to anyone. The findings 
of the research may also be published in research journals or used in presentations. If you 
would like to be sent a summary of the findings please let me know by emailing 
L.R.Pryer@bath.ac.uk and I will arrange for this.  
 
What do I do if I would like to take part or have any more questions? 
You can contact me, Lou Pryer, to arrange a suitable time or to discuss any questions you 
might have.  
Email: L.R.Pryer@ Bath.ac.uk     Phone:  
You can also speak to the supervisor of the project, Dr Megan Wilkinson-Tough 
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Email: M.J. Wilkinson-Tough@bath.ac.uk Phone: 01225 38 5091 
If you have any concerns about the ethics of this research study, please contact the Bath 
University Psychology Department Research Executive Officer, Dr. Nathalia Gjersoe 
Email: psychology-ethics@bath.ac.uk Phone: 01225 38 4322 
Our address is: 
Department of Psychology 
University of Bath, Claverton Down, Bath, BA2 7AY 
 

Many thanks for taking the time to read this. I would be delighted if you would be willing 
to take part. 
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Appendix 2I 

University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Contact name: Lou Pryer 
Contact telephone:   
Email: L.R.Pryer@bath.ac.uk 
 
 

Consent Form  
 

What makes Therapist assisted computerised Cognitive Behaviour 
Programmes (TA-cCBT) acceptable to both service users and service 

providers? 
 

Please answer the following questions to the best of your knowledge 

       YES
           NO 

DO YOU CONFIRM THAT YOU:   
• are a student at the University of Bath who has used the  

online treatment platform.        □
      □ 

        
    
  
HAVE YOU:   

• read the information explaining the study?        □
      □ 

• had an opportunity to ask questions and discuss this study?         □
      □ 

• received satisfactory answers to all questions you asked?         □
      □ 

• received enough information about the study for you to make a decision  
about your participation?         □
      □ 

 
DO YOU UNDERSTAND: 

• That you are free to withdraw from the study and free to withdraw your data prior to final consent at 
any time without having to give a reason for withdrawing?        □
      □ 
        
       

 
I hereby fully and freely consent to my participation in this study 
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I understand the nature and purpose of the procedures involved in this study. These have 
been communicated to me on the information sheet accompanying this form. 

I understand and acknowledge that the investigation is designed to promote scientific knowledge and help 
improve the service offered by the student counselling service. The University of Bath will use the data I 
provide for no purpose other than research and to inform service improvements.  

I understand that all data collected will be anonymized and stored securely.   
I understand that the University of Bath may use the data collected for this study in a future research project 

but that the conditions on this form under which I have provided the data will still apply.   
 

Participant’s signature: _____________________________________  Date:  ________________ 

Name in BLOCK Letters: _____________________________________  
 

Final consent 
Having participated in this study 

I agree to the University of Bath keeping and processing the data I have provided during the 
course of this study. I understand that these data will be used only for the purpose(s) set out in 
the information sheet, and my consent is conditional upon the University complying with its 
duties and obligations under the Data Protection Act. 

 

Participant’s signature: _____________________________________  Date:  ________________ 

Name in BLOCK Letters: _____________________________________  
 
If you have any concerns related to your participation in this study please direct them to the Department of 
Psychology Research Ethics Committee, via Nathalia Gjersoe, Research Ethics Officer (Tel: 01225 38 3251 
email: N.Gjersoe@bath.ac.uk 
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Appendix 2J 
Emails re ethical approval 
 
Dear Lou, 
  
Apologies for the delay. Responses were sent out on Friday but some seem not to have been 
delivered. Thank you for chasing this up.  
  
Reference number 17-191: What makes Therapist assisted computerised Cognitive Behavioural 
Programmes (TA-cCBT) acceptable to both service users and service providers. 
  
The ethics committee have considered your application for the study above and have given it 
conditional ethical approval. 
  
The committee have raised the following points which they would like you to attend to before 
giving the study full ethical approval: 
  

1.      Please consider defining what you mean by “acceptable” in the interview or provide a 
justification for why you are not defining this. 

Please reply to this email with the required information. Please follow the instructions on the 
Psychology Ethics Moodle page to do this:  
All amendments must be noted on the application form and highlighted in yellow, 
The amended ethics application should be attached to your response 
The ethics code should be preserved in the subject line of the email and 
Your cover email should detail how you have responded to each point.  
 
Yours sincerely, 
Dr Nathalia Gjersoe 
Chair, Psychology Research Ethics Committee 
 
 
Dear Lou, 
  
Thank you for taking the time to make these amendments and clarifications. I am happy to 
confirm that you have full ethical approval for this amended application. Please use the code 17-
191 as proof of ethical approval on all internal documentation. 
  
Best of luck with your research,  
Dr. Nathalia Gjersoe 
Chair, Psychology Ethics Committee 
 
 
Dear Lou, 
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Reference number 17-237: What makes Therapist assisted computerised Cognitive Behaviour 
Programmes (TA-cCBT) acceptable to both service users and service providers? 
  
The ethics committee have considered your application for the study above and have given it full 
ethical approval.   
  
Best wishes with your research. 
  
Yours sincerely, 
Dr Nathalia Gjersoe 
Chair, Psychology Research Ethics Committee 
 
 
Dear Lou, 
  
Yes, this sounds fine. Thank you for the clarification. I am happy to confirm that you have 
received full ethical approval, via Chair’s Action. Your file will be updated to include these 
changes.  
  
Best of luck with your research, 
Dr. Nathalia Gjersoe 
Chair, Psychology Ethics Committee 

 
From: Lou Pryer  
Sent: 05 December 2017 13:04 
To: psychology-ethics <psychology-ethics@bath.ac.uk> 
Subject: Re: Ethics amendment for research project reference number 17-237 
  
Dear Thalia, 
  
I'm sorry, I didn't explain myself very well at all in my previous email! 
  
Recruitment would still be voluntary and anonymous as the email would be sent out by 
Andrew Ayers (the head of the counselling service) and at no point would any identifying 
information be shared outside of the counselling service.  
  
The plan would be for Andrew to email an advert for the evaluation (using the text I 
previously attached) with a sentence reading; 
  
"Dear Silvercloud user, please see below for an advert for a service evaluation being 
currently run"  
This would enable recruitment to remain both anonymous, voluntary and attached to the 
online platform.  
  
I think if Andrew sends the advert, we would still fall within the protocol  
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Kind Regards, 
  
Lou 
 
Lou Pryer 
Trainee Clinical Psychologist 
University of Bath 

 

From: psychology-ethics 
Sent: 04 December 2017 11:27 
To: Lou Pryer 
Cc: Megan Wilkinson-Tough 
Subject: RE: Ethics amendment for research project reference number 17-237 
  
Dear Lou, 
  
My understanding from your previous application is that recruitment would be 
anonymous and voluntary, attached to the online treatment. This seems to be a different 
recruitment strategy which is not anonymous, as you are contacting students directly 
using their email accounts. I am a little concerned that students who have sought out the 
treatment may be upset about being identified like this. Have they given consent to be 
approached like this. If so, please could you send the consent details they have agreed to 
and some clarification that you have considered these issues?  
  
All the best, Thalia  

 

From: Lou Pryer  
Sent: 04 December 2017 10:21 
To: psychology-ethics <psychology-ethics@bath.ac.uk> 
Cc: Megan Wilkinson-Tough <M.J.Wilkinson-Tough@bath.ac.uk> 
Subject: Ethics amendment for research project reference number 17-237 
  
Dear Nathalia, 
  
We have recently obtained ethical approval for the following research project; Reference 
number 17-237: What makes Therapist assisted computerised Cognitive Behaviour 
Programmes (TA-cCBT) acceptable to both service users and service providers? 
  
We would like to send an email to students who have/are currently using the platform 
to invite them to participate in the study. We would also like to potentially send a second 
reminder email if recruitment numbers are low. I wonder if we might be able to get these 
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emails approved through the chair in order that we can begin recruitment as soon as 
possible.  
  
I have attached both emails in a word document. 
  
Thank you for your time, 
  
Kind Regards, 
  
Lou 
  
Lou Pryer 
Trainee Clinical Psychologist 
University of Bath 
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Appendix 2K 

Initial email: 
Hello,  
My name is Lou Pryer and I am a trainee clinical psychologist conducting research in the 
Department of Psychology at the University of Bath. I am writing to invite you to take part 
in a service evaluation as you are currently using or have previously used the Silvercloud 
platform offered by student mental health services at the University of Bath. This evaluation 
aims to improve understanding about how online platforms can be best used, and what makes 
this type of help acceptable to both student service users and counsellors.     
If you would like to take part, you will be asked to complete a short online feedback 
questionnaire regarding your experiences of what you consider to be the most helpful aspects 
of Silvercloud as well as what you consider to be the less helpful aspects of Silvercloud.  The 
questionnaire should take no longer than 5-10 minutes to complete and your participation, 
although entirely voluntary, would be greatly appreciated.  
Your participation would be kept completely confidential. Further information is available 
in the information sheet which I have attached to this email. 
Kind regards 
Lou Pryer. 
Trainee Clinical Psychologist 
University of Bath 
 
Reminder email: 
Hello,  
My name is Lou Pryer and I am a trainee clinical psychologist conducting research in the 
Department of Psychology at the University of Bath. I previously contacted you inviting you 
to take part in a service evaluation as you are currently using or have previously used the 
Silvercloud platform offered by student mental health services at the University of Bath. We 
are conducting a service evaluation with the aim of improving understanding about how 
online platforms can be best used, and what makes this type of help acceptable to both student 
service users and counsellors.     
If you would like to take part, you will be asked to complete a short online feedback 
questionnaire regarding your experiences of what you consider to be the most helpful aspects 
of Silvercloud as well as what you consider to be the less helpful aspects of Silvercloud.  The 
questionnaire should take no longer than 5-10 minutes to complete and your participation, 
although entirely voluntary, would be greatly appreciated.  
Your participation would be kept completely confidential. Further information is available 
in the information sheet which I have attached to this email 
Kind regards 
Lou Pryer. 
Trainee Clinical Psychologist 
University of Bath. 
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Appendix 2L 

Internet Interventions Guidelines for authors 

Article structure 

Subdivision - numbered sections  
Divide your article into clearly defined and numbered sections. Subsections should 
be numbered 1.1 (then 1.1.1, 1.1.2, ...), 1.2, etc. (the abstract is not included in 
section numbering). Use this numbering also for internal cross-referencing: do not 
just refer to 'the text'. Any subsection may be given a brief heading. Each heading 
should appear on its own separate line. 

Introduction  
State the objectives of the work and provide an adequate background, avoiding a 
detailed literature survey or a summary of the results. 

Material and methods  
Provide sufficient details to allow the work to be reproduced by an independent 
researcher. Methods that are already published should be summarized, and 
indicated by a reference. If quoting directly from a previously published method, 
use quotation marks and also cite the source. Any modifications to existing 
methods should also be described. 

Theory/calculation  
A Theory section should extend, not repeat, the background to the article already 
dealt with in the Introduction and lay the foundation for further work. In contrast, a 
Calculation section represents a practical development from a theoretical basis. 

Results  
Results should be clear and concise. 

Discussion  
This should explore the significance of the results of the work, not repeat them. A 
combined Results and Discussion section is often appropriate. Avoid extensive 
citations and discussion of published literature. 

Conclusions  
The main conclusions of the study may be presented in a short Conclusions 
section, which may stand alone or form a subsection of a Discussion or Results 
and Discussion section. 

Appendices  
If there is more than one appendix, they should be identified as A, B, etc. Formulae 
and equations in appendices should be given separate numbering: Eq. (A.1), Eq. 
(A.2), etc.; in a subsequent appendix, Eq. (B.1) and so on. Similarly for tables and 
figures: Table A.1; Fig. A.1, etc. 
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Essential title page information  
 
• Title. Concise and informative. Titles are often used in information-retrieval 
systems. Avoid abbreviations and formulae where possible. 
• Author names and affiliations. Please clearly indicate the given name(s) and 
family name(s) of each author and check that all names are accurately spelled. 
You can add your name between parentheses in your own script behind the 
English transliteration. Present the authors' affiliation addresses (where the actual 
work was done) below the names. Indicate all affiliations with a lower-case 
superscript letter immediately after the author's name and in front of the 
appropriate address. Provide the full postal address of each affiliation, including the 
country name and, if available, the e-mail address of each author. 
• Corresponding author. Clearly indicate who will handle correspondence at all 
stages of refereeing and publication, also post-publication. This responsibility 
includes answering any future queries about Methodology and Materials. Ensure 
that the e-mail address is given and that contact details are kept up to date 
by the corresponding author. 
• Present/permanent address. If an author has moved since the work described 
in the article was done, or was visiting at the time, a 'Present address' (or 
'Permanent address') may be indicated as a footnote to that author's name. The 
address at which the author actually did the work must be retained as the main, 
affiliation address. Superscript Arabic numerals are used for such footnotes. 

Abstract  
 
A concise and factual abstract is required. The abstract should state briefly the 
purpose of the research, the principal results and major conclusions. An abstract is 
often presented separately from the article, so it must be able to stand alone. For 
this reason, References should be avoided, but if essential, then cite the author(s) 
and year(s). Also, non-standard or uncommon abbreviations should be avoided, 
but if essential they must be defined at their first mention in the abstract itself. 

Keywords  
 
Immediately after the abstract, provide a maximum of 6 keywords, using American 
spelling and avoiding general and plural terms and multiple concepts (avoid, for 
example, 'and', 'of'). Be sparing with abbreviations: only abbreviations firmly 
established in the field may be eligible. These keywords will be used for indexing 
purposes. 

Abbreviations  
Define abbreviations that are not standard in this field in a footnote to be placed on 
the first page of the article. Such abbreviations that are unavoidable in the abstract 
must be defined at their first mention there, as well as in the footnote. Ensure 
consistency of abbreviations throughout the article. 

Acknowledgements  
Collate acknowledgements in a separate section at the end of the article before the 
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references and do not, therefore, include them on the title page, as a footnote to 
the title or otherwise. List here those individuals who provided help during the 
research (e.g., providing language help, writing assistance or proof reading the 
article, etc.). 

Formatting of funding sources  
List funding sources in this standard way to facilitate compliance to funder's 
requirements: 

Funding: This work was supported by the National Institutes of Health [grant 
numbers xxxx, yyyy]; the Bill & Melinda Gates Foundation, Seattle, WA [grant 
number zzzz]; and the United States Institutes of Peace [grant number aaaa]. 

It is not necessary to include detailed descriptions on the program or type of grants 
and awards. When funding is from a block grant or other resources available to a 
university, college, or other research institution, submit the name of the institute or 
organization that provided the funding. 

If no funding has been provided for the research, please include the following 
sentence: 

This research did not receive any specific grant from funding agencies in the 
public, commercial, or not-for-profit sectors. 

Footnotes  
Footnotes should be used sparingly. Number them consecutively throughout the 
article. Many word processors can build footnotes into the text, and this feature 
may be used. Otherwise, please indicate the position of footnotes in the text and 
list the footnotes themselves separately at the end of the article. Do not include 
footnotes in the Reference list. 

Tables  
 
Please submit tables as editable text and not as images. Tables can be placed 
either next to the relevant text in the article, or on separate page(s) at the end. 
Number tables consecutively in accordance with their appearance in the text and 
place any table notes below the table body. Be sparing in the use of tables and 
ensure that the data presented in them do not duplicate results described 
elsewhere in the article. Please avoid using vertical rules and shading in table 
cells. 

References  
 
Responsibility for the accuracy of bibliographic citations lies entirely with the 
authors. 



 128 

Citation in text  
Please ensure that every reference cited in the text is also present in the reference 
list (and vice versa). Any references cited in the abstract must be given in full. 
Unpublished results and personal communications are not recommended in the 
reference list, but may be mentioned in the text. If these references are included in 
the reference list they should follow the standard reference style of the journal and 
should include a substitution of the publication date with either 'Unpublished 
results' or 'Personal communication'. Citation of a reference as 'in press' implies 
that the item has been accepted for publication. 
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Appendix 3A 

Ambiguous Loss questionnaire for Parents/Caregivers of a gender diverse child. 
 
(Adapted version from Norwood, K, 2010) 
 
The following statements are about your thoughts, feelings, emotions, reactions and 
experiences as a parent/caregiver of a gender questioning child.  
Using the scale provided as your guideline, choose the number that best reflects how you 
feel. There are no right or wrong answers. 
 
Year of child’s birth:           __________ 
Year child disclosed that they were questioning their gender identity:  __________ 
 

1. When I discovered my child was gender questioning I experienced many different 
emotions 

1= Strongly Disagree 
2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
What were the emotions you experienced?       
            
            

 

2. I would describe my feelings about my child’s gender identity as mostly positive 

1= Strongly Disagree 
2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
 

3. When I discovered my child was gender questioning I experienced conflicting emotions/I 
am experiencing conflicting emotions? 

1= Strongly Disagree 
2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
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4. I have experienced confusion or contradiction or ambiguity about my child’s 
identity 

I am experiencing confusion or contradiction or ambiguity about my child’s identity 
1= Strongly Disagree 
2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
Can you say more about this?         
            
             

  

5. I have experienced confusion or contradiction around my relationship with my child?  

I am experiencing confusion or contradiction around my relationship with my child?  

1= Strongly Disagree 
2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
Can you say more about this?         
            
             

 

6. I have experienced some tension between what I feel and what I think I should be feeling.  

1= Strongly Disagree 
2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
Can you say more about this?         
            
             

 

7. I have experienced feelings of grief or loss in relation to my child?  

I am experiencing feelings of grief or loss in relation to my child? 

1= Strongly Disagree 
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2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
What do you think made you feel this loss?        
            
             

 
8. These feelings of grief or loss happened around significant changes in my child’s trans identity? 

1= Strongly Disagree 
2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
These changes were:           
             
 
9. There were some identity changes that my child underwent that I struggled to accept or that made 
me experience negative emotions? 

1= Strongly Disagree 
2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
Can you say more about this?          
            
            

 

 

10. There were some identity changes that my child underwent which I feel have changed my 
relationship with that person? 

1= Strongly Disagree 
2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
Can you say more about this?          
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11. There have been times when I have felt as though my child is not the same person I have always 
known?  

1= Strongly Disagree 
2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
Can you say more about this?          
            
            

 

12. My feelings about my child have not changed in any way throughout this experience 

1= Strongly Disagree 
2= Moderately Disagree 
3= Somewhat Disagree 
4= Somewhat Agree 
5= Moderately Agree 
6= Strongly Agree 
 

13. What advice would you give to other people or families in similar situations?  

            
            
             

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 133 

Appendix 3B 

Norwood, K. M. (2010). Here and gone: Competing discourses in the communication of families 
with a transgender member. 
 
Interview schedule.  

1) Tell me your story. I’m interested in your experience as a family member (or partner) of 
a transgender person. You can start your story from any point. As you recount the events of 
the story, try to focus on telling me about your thoughts, emotions, feelings, and reactions 
to those events.  

Probe: When did you find out? 
Probe: How did you find out? 
Probe: How did you feel when you found out? 
Probe: What were the emotions you experienced? 
Probe: Would you say your feelings were mostly negative, mostly positive or equally 
mixed? 
 

Probe: Did you ever experience conflicting emotions? 
Probe: Do you think you would have felt differently if the person had revealed that he or 
she was gay instead of transgender? 
Probe: What was your reaction when you found out? 
Probe: Did you speak to anyone about your feelings? 
Probe: Did you express your feelings to your transgender relative? 

 
2) Did you ever experience confusion or contradiction or ambiguity about your transgender 
relative’s/partner’s identity? Probe: What were you confused about?  

Probe: Did you resolve your confusion or contradiction? How?  

3) Did you ever ask your transgender relative/partner for an explanation of his or her 
identity?  

Probe: How did your relative respond?  

4) Did you experience confusion or contradiction about your relationship with the 
transgender relative/partner?  

Probe: What were you confused about? 
Probe: Did you resolve your confusion or contradiction? How? 
 

5) Did you ever experience tension between what you were feeling and what you thought 
you should be feeling at the time?  
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Probe: Please explain.  

6) Did you ever feel one way and act another way toward your transgender relative/partner?  

Probe: Please explain.  

7) Did you ever experience feelings of grief or loss in relation to your transgender family 
member?  

Probe: What do you think made you feel loss? 
Probe: Why do you think you felt grief if the person had not died? 
Probe: Did these feelings of grief or loss happen around any significant changes  

in the trans-identified person’s identity? 
Probe: Did you ever feel like [name] was not the same person you’d always known? 
Probe: How do you make sense of having had [name] as a [family role] and now having 
[name] as a [family role]? 

 
8) How do you describe your experience to others, if you discuss your transgender relative 
with others? If you do not discuss the person and his or her identity, what keeps you from 
doing so?  

Probe: If you do not discuss it with others, how would you describe it to me?  

Probe: Has anyone ever asked you to explain your experience or the identity shift of your 
relative? What did you say to them? What would you say to them if you had to explain?  

9) Did your other family members discuss the transgender relative with you? Did they 
discuss their feelings and thoughts about the relative? What kinds of things did you talk 
about?  

10) Do you think that your family’s reaction to the trans-identity of you relative has been 
positive? Negative? Mixed? How so?  

11) What do you think are the most significant moments, events, or turning points in your 
experience of the transgender identity of your family member?  

Probe: What changed as a result of this event or turning point? 
Probe: Why do you think this event or experience stands out? 

 
12) Were there any identity changes that your relative underwent that you struggled to 
accept or that made you experience negative emotions? 
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13) Were there any identity changes that your relative underwent that you feel changed 
your relationship with that person? 
Probe: Has your relationship changed in any way? 
 

14) How would you describe your family’s communication about your transgender relative 
and this experience? 
Probe: What did you talk about it? What was not talked about? 
Probe: Who talked the transgender identity and/or transition in your family? Who did not? 
Probe: Where was did discussions occur? (physical or spatial location) Probe: Under what 
circumstances, or why did you communicate about the transgender identity when you did? 

15) I would like to know what you think about the way you and your family adjusted to the 
changes that took place in terms of the transgender transition. And more generally, how do 
you see the family’s adjustment to the transgender identity overall?  

Probe: How was this experience different from other events or experiences you have had to 
adjust to as a family?  

Probe: What kinds of things did your family do or not do in order to adjust to the changes?  

16) What are the challenges, if any, about having someone in your family who is 
transgender?  

Probe: Tell me a story about a significant time or experience that was challenging in 
dealing with transgender identity in your family.  

Probe: What do you do or say to manage the challenges that you have had to deal with?  

17) Are there any times you can recall when you felt as though your transgender family 
member was not the same person you’d always known?  

Probe: Tell me about as many of those occasions as you can. (Get details) Probe: What 
happened to make you think or feel that way? 
Probe: What did you do in response to feeling that way? 
 

18) Are there times when you felt you had to relate to or communicate with your 
transgender family member differently than you did before he or she transitioned? Probe: 
What made you think or feel that way? 
Probe: What about your family member’s behavior or communication made you feel that 
way? 
Probe: What other emotions did you experience during these times? 
 

19) Are there any times when you felt you had to talk about your transgender family 
members to others in different ways than you did before he or she transitioned?  
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Probe: What made you think or feel that way?  

Probe: What about your family member’s behavior or communication made you feel that 
way?  

Probe: What other emotions did you experience during these times?  

20) Right now at this time, how do you feel about your family member’s transgender 
identity and transition?  

Probe: Have your feelings about your transgender relative changed in any way throughout 
this experience? How?  

Probe: If so, what do you think changed your feelings about your family member?  

21) [if supportive] What do you think separates your family from families who are not able 
to be supportive of transgender relatives?  

22) What advice would you give to other people or families in similar situations?  
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Appendix 3C 

  
 
 
 
Miss Lou Pryer  
Department of Clinical Psychology  
10 West, University of Bath  
Claverton Down, Bath  
BA2 7AY  

Email: hra.approval@nhs.net  
Research-permissions@wales.nhs.uk  

 
 
 I am pleased to confirm that HRA and Health and Care Research Wales 
(HCRW) Approval has been given for the above referenced study, on the basis 
described in the application form, protocol, supporting documentation and any 
clarifications received. You should not expect to receive anything further relating to 
this application. 
 
 
Yours sincerely  
Miss Lauren Allen  
Senior Assessor  
Email: hra.approval@nhs.net 
Copy to:  

Professor Jonathan Knight  
Ms Mabel Saili, Research and 
Development manager, Noclor  

 
 
London - Dulwich Research Ethics Committee  
Health Research Authority  
Skipton House  
80 London Road  
London  
SE1 6LH  
Tel: 02071048052  
Please note: This is the favourable opinion of the REC only and does not 
allow the amendment to be implemented at NHS sites in England until the 
outcome of the HRA assessment has been confirmed.  
13 September 2018  
Miss Lou Pryer  
Department of Clinical Psychology  
10 West, University of Bath  
Claverton Down, Bath  
BA2 7AY  
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Dear Miss Pryer Study title:  Parenting a gender diverse child: 
the role of ambiguous loss and 
resilience in parental coping.  

REC reference:  18/LO/0913  
Protocol number:  N/A  
Amendment number:  1  
Amendment date:  29 August 2018  
IRAS project ID:  237220  
 
 Approval was sought for the following points:  
The use of the questionnaires on qualtrics only allows a maximum of 28 days to 
send a reminder and participants need to receive reminders to complete the 
questionnaires again after 2 months and 4 months and the system does not 
support this. This means the study will no longer be completely anonymous and 
the Chief Investigator will need to have the email address of participants in order to 
email them and remind them to complete the questionnaires at both T2 and T3. 
This document will be kept completely separate from the questionnaires on a 
password protected file which only the CI will access. 
The consent forms, participant information sheet, demographic questionnaire and 
research protocol have been amended to reflect these changes.  
The above amendment was reviewed at the meeting of the Sub-Committee held on 
12 September 2018 by the Sub-Committee in correspondence.  
Ethical opinion  
The members of the Committee taking part in the review gave a favourable ethical 
opinion of the amendment on the basis described in the notice of amendment form 
and supporting documentation.  
Yours sincerely  
Dr Michael Philpot  
Chair  
E-mail: nrescommittee.london-
dulwich@nhs.net Enclosures:  

List of names and professions of 
members who took part in the review  
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Appendix 3D 

 
Demographic questionnaire for Parents/Caregivers of a gender 
diverse child. 
 
If you would prefer not to answer any questions, please tick the ‘prefer 
not to say’ box or leave the text boxes blank.  
 
Please provide your email address below, in order that a reminder to 
complete questionnaires can be sent to you.  
 
_______________________________________________________
_ 
 
 
 

1. What is your age? 
 
• Under 25 (specify) 
• 26-34 
• 35-44 
• 45-54 
• 55-64 
• 65 or over (specify) 
• Prefer not to say 
 
 
2. What is the age of your child? 
 
• Under 11 (specify) 
• 11 
• 12 
• 13 
• 14 
• 15 
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• 16 
• Over 16 (specify) 

 
 
3. Do you have any other children? If so how many? 
 
• Yes (specify) 
• No 
• Prefer not to say 
 
 
If you answered yes, what age(s) are they? 
 
Please specify: 

 
 

4. How would you describe your gender? Please tick all that 
apply: 

 
• Male 
• Female 
• Agender 
• Gender non-binary 
• Gender fluid 
• Intersex 
• Cisgender 
• Transgender 
• Other (specify) 
• Prefer not to say 

 
 

5. What is the highest level of education you have completed? 
 
• No schooling 
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• Primary school 
• GCSE’s or equivalent 
• A-Levels or equivalent 
• University Undergraduate Programme 
• University Postgraduate Programme 
• Doctoral Degree 
• Prefer not to say 

 
 

6. How would you best describe your ethnic origin? 
 

• White English/Welsh/Scottish/Northern Irish 
• White Irish 
• White gypsy/Irish traveller 
• Roma gypsy 
• Other white (specify) 
• Jewish 
• Asian British 
• Asian other (specify) 
• Arab 
• Black British 
• Black African 
• Black Caribbean 
• Mixed ethnicity (specify) 
• Other 
• Prefer not to say 

 
 

7. Do you practice a religion, and if so, which one? 
 
• No religion 
• Buddhism 
• Christianity 
• Hinduism 
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• Islam 
• Judaism 
• Sikhism 
• Other (specify) 
• Prefer not to say 

 
 

8. What type of area do you currently live in? 
 
• Large city 
• Small city 
• Sub urban area 
• Small town 
• Rural area 
• Other (specify) 
• Prefer not to say 

  
 

9. Which of the following best describes your sexual 
orientation? Please tick all that apply. 

 
• Heterosexual 
• Lesbian 
• Gay 
• Bisexual 
• Pansexual 
• Asexual 
• Other (specify) 
• Prefer not to say 

 
 
10. Who lives at home with you? Please tick all that apply.  
 
• Alone 
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• With my partner  
• With 1 child 
• With 2 children  
• With 3 children 
• With more than 3 children (specify how many) 
• With a stepchild 
• With stepchildren (specify how many) 
• With a foster child 
• With foster children (specify how many) 
• With my parent(s)  
• With family members who are not my parent(s) (please 

specify e.g. Aunt, Uncle, sibling etc) (Specify) 
• With others not specified above (please specify - e.g. lodger, 

friends etc) 
• Prefer not to say 

 
 
 

11. On the following scale, I would place my political 
beliefs as being: 
 
0 1 2 3 4 5 6 7 8 9 10 
 
Very Liberal      Very 
Conservative 
 
No political beliefs 
Prefer not to say 

 
 

12. Before starting this journey with my child I would 
place my amount of previous contact with gender diverse 
individuals and/or support groups on the following scale as 
being: 
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0 1 2 3 4 5 6 7 8 9 10 
 
Very Limited      Very Experienced 
 
Prefer not to say 
 

 
 
 
 

13. On the following scale, I would place my knowledge 
about gender diversity as being: 
 
0 1 2 3 4 5 6 7 8 9 10 
 
Very Limited     Very Knowledgeable 
 
Prefer not to say 
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Appendix 3E 

 
University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Contact name: Lou Pryer 
Contact telephone: 0   
Email: L.R.Pryer@bath.ac.uk 
 

Consent form  
Parenting a gender diverse child 

Please answer the following questions to the best of your knowledge 

Please 
initial box  

1. I confirm that I am the parent or caregiver of a child using the GIDS service. 

2. I confirm that I have read and understand the information sheet for the above 
study. I have had the opportunity to consider the information, ask questions and 
have had these answered satisfactorily.  
 

3. I understand that my participation is voluntary and that I am free to withdraw at  
Any time without giving any reason, without my assessment at GIDS being affected.  

 
4. I understand that my data will be stored securely on an encrypted password-protected  

Computer, at the University of Bath in accordance with the Data Protection Act (1998). 
 

5. I understand that my name, or any material that might identify me, will be removed  
from questionnaires and never be used or given to anyone. 
 

6. I understand that the results of this study will be written up for publication and  
potentially presented at a conference, and I give permission for this to be done.  
 

7. I understand that my email address will be accessed by the chief investigator of 
the study and used to send a reminder to complete the questionnaire.  
 

8. I understand my email address will be stored on a separate document from my  
study data and kept securely on a password protected drive.  
 

9. I hereby fully and freely consent to my participation in this study. 
 
 

Participant’s signature: _____________________________________  Date:  ________________ 

Name in BLOCK Letters: _____________________________________  
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Appendix 3F 

 
 
 

Invitation to participate in a research project 
Parenting a gender diverse child. 

You are invited to take part in a research study looking at what it is like for parents of a 
gender diverse child, who are beginning the assessment process at GIDS. We are seeking to 
understand whether a sense of loss has an impact upon the journey taken by parents, and 
whether such a feeling of loss has any effect upon coping skills or mood.  
 

What would I need to do? 
You will be asked to complete several short online questionnaires at no more than three time 
points over the duration of your child’s assessment at GIDS. These questionnaires will look 
at coping skills, mood and your experience of loss.   
To thank you for your time given to participate in this study, you will receive either a £5.00 
Amazon gift voucher or the opportunity to donate £5.00 to a charity of your choosing. You 
will also be contributing to the very limited existing research on what the parent journey 
through the GIDS assessment process is like, and this information will be fed back to the 
GIDS team to help with their ongoing support of parents, caregivers and families of gender 
diverse children.   
 
PARTICIPATION IS VOLUNTARY AND WILL NOT AFFECT CARE AT GIDS 
 
What do I do if I would like to take part or have any more questions? 
If you would like to participate please use the following link: 
https://bathpsychology.eu.qualtrics.com/WRQualtricsControlPanel/?ClientAction=Ed
itSurvey&Section=SV_3wVAGb1R9VmTdSl&SubSection=&SubSubSection=&Page
ActionOptions=&TransactionID=1&Repeatable=0 
 
You can also contact me, Lou Pryer (L.R.Pryer@ Bath.ac.uk) if you have any questions.  

Many thanks for taking the time to read this. I would be delighted if you would be 
willing to take part. 
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Appendix 3G 

 
 
 
University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Contact name: Lou Pryer 
Contact telephone: 0   
Email: L.R.Pryer@bath.ac.uk 
 

Information Sheet  
Parenting a gender diverse child. 

You are invited to take part in the following piece of research which is being undertaken as 
partial fulfilment of the Doctorate in Clinical Psychology. Before you decide to take part in 
this study, it is important for you to understand why the research is being done and what it 
would involve. Please take time to read the following information carefully and discuss it 
with others if you wish. Please feel free to contact me if there is anything that is not clear or 
if you would like more information.  
 
What is this study about? 
Previous research has suggested that that some parents of gender diverse children can experience 
many different emotions if their child begins to question their gender identity.  

Existing research is extremely limited and it is hoped this study will increase understanding of what 
it is like for parents of a gender diverse child, who are beginning the assessment process at GIDS. We 
are seeking to understand the journey taken by parents, and whether these experiences and emotions 
have any effect upon coping skills or mood. The research also aims to look at whether these feelings 
change over the assessment process in a gender identity clinic.  

 

What would I need to do? 
You will be asked to complete several short online questionnaires at no more than three time 
points over the duration of your child’s assessment at GIDS. These questionnaires will look 
at coping skills, mood and your experiences. We will also collect some routine demographic 
information about you.  You will be asked to provide your email address and you will be 
emailed a reminder to complete the questionnaire each time.  
These questionnaires will take approximately 5-10 minutes to complete.  
To thank you for your time given to participate in this study, you will receive either a £5.00 
Amazon gift voucher or the opportunity to donate £5.00 to a charity of your choosing. You 
will also be contributing to the very limited existing research on what the parent journey 
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through the GIDS assessment process is like, and this information will be fed back to the 
GIDS team to help with their ongoing support of parents, caregivers and families of gender 
diverse children.   
 
Do I have to take part? 
Taking part in this research is entirely voluntary, and you are free to make your own choice 
about whether you want to participate. If you agree to take part, you can choose not to answer 
any questions that you do not want to and you are free to withdraw at any time. You are under 
no obligation to complete the questionnaires at all three time points. 
 
 
What will happen to the information I provide? 
Should you decide to take part your questionnaires will be stored on an encrypted password-
protected computer.  Any potentially identifying details, including your name, will be 
removed. These documents will not be linked to any contact details that you provide and will 
be stored separately so you cannot be identified.  
Your email address will be stored separately from your data and will be kept securely on a 
password protected file, on an encrypted password-protected computer. 
Once the project is completed, the information you have given to me will be kept safely and 
securely by the University of Bath in accordance with the General Data Protection Regulation 
(2018) details of which are outlined below.  
 

1. Patient information and health and care research 

All NHS organisations (including Health & Social Care in Northern Ireland) are expected 
to participate and support health and care research. The Health Research Authority and 
government departments in Northern Ireland, Scotland and Wales set standards for NHS 
organisations to make sure they protect your privacy and comply with the law when they 
are involved in research. Our research ethics committees review research studies to make 
sure that the research uses of data about you are in the public interest, and meet ethical 
standards. 

Health and care research should serve the public interest, which means that research 
sponsors have to demonstrate that their research serves the interests of society as a whole. 
They do this by following the UK Policy Framework for Health and Social Care 
Research. They also have to have a legal basis for any use of personally-identifiable 
information. 

2. How patient information may be used for research 

When you agree to take part in a research study, the sponsor will collect the minimum 
personally-identifiable information needed for the purposes of the research project. 
Information about you will be used in the ways needed to conduct and analyse the 
research study. NHS organisations may keep a copy of the information collected about 
you. Depending on the needs of the study, the information that is passed to the research 
sponsor may include personal data that could identify you. You can find out more about 
the use of patient information for the study you are taking part in from the research team 
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or the study sponsor. You can find out who the study sponsor is from the information you 
were given when you agreed to take part in the study. 

For some research studies, you may be asked to provide information about your health to 
the research team, for example in a questionnaire. Sometimes information about you will 
be collected for research at the same time as for your clinical care, for example when a 
blood test is taken. In other cases, information may be copied from your health records. 
Information from your health records may be linked to information from other places 
such as central NHS records, or information about you collected by other organisations. 
You will be told about this when you agree to take part in the study. 

3. Keeping information for future research 

Information about you that is collected during a research study may be kept securely to 
be used in future research in any disease area, including research looking at social and 
economic factors affecting health. This may include combining it with information about 
you held by other health or government organisations such as NHS Digital. Usually the 
information is combined together by matching information that has the same NHS 
number. Doing this makes maximum use of the information you have provided and 
allows researchers to discover more. 

Researchers may not be able to specify all the possible future uses of the information they 
keep. It could include providing the information to other researchers from NHS 
organisations, universities or companies developing new treatments or care. Wherever 
this happens it will be done under strict legal agreements. The information about you will 
be depersonalised wherever possible so that you cannot be identified. Where there is a 
risk that you can be identified your data will only be used in research that has been 
independently reviewed by an ethics committee. 

On rare occasions NHS organisations may provide researchers with confidential patient 
information from your health records when we are not able to seek your agreement to 
take part in the study, for example because the number of patients involved is too large 
or the NHS organisation no longer has your contact details. Researchers must have 
special approval before they can do this. 

4. Your choices about health and care research 

If you are asked about taking part in research, usually someone in the care team looking 
after you will contact you. People in your care team may look at your health records to 
check whether you are suitable to take part in a research study, before asking you whether 
you are interested or sending you a letter on behalf of the researcher. 

It’s important for you to be aware that if you are taking part in research, or information 
about you is used for research, your rights to access, change or move information about 
you are limited. This is because researchers need to manage your information in specific 
ways in order for the research to be reliable and accurate. If you withdraw from a study, 
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the sponsor will keep the information about you that it has already obtained. They may 
also keep information from research indefinitely. 

If you would like to find out more about why and how patient data is used in research, 
please visit the Understanding Patient Data website. 

https://understandingpatientdata.org.uk/what-you-need-know 

5. What to do if there is a problem 

If you wish to raise a complaint on how any research organisation has handled your 
personal data, you can contact the relevant Data Protection Officer who will investigate 
the matter. If you are not satisfied with their response or believe they are processing your 
personal data in a way that is not lawful you can complain to the Information 
Commissioner’s Office (ICO). 

 
What will happen to the results of this research? 
The findings of this research will be fully anonymized and presented to GIDS. Findings may 
also be written up and submitted for publication in relevant psychological research journals 
and submitted to conferences for presentation.  
If you would like to be sent a summary of the findings, please let me know by emailing 
L.R.Pryer@bath.ac.uk and I will arrange for this. Please be assured that your data will not be 
identifiable in any version of results submitted for publication or presentation. 
 
This research study has been approved by the London-Dulwich Research Ethics 
Committee and the Health Research Authority. 
 
People involved in the study: 

o Lou Pryer, University of Bath – Main researcher 
o Dr Catherine Butler, University of Bath – Main supervisor 
o Dr Kate Cooper – University of Bath – Secondary supervisor 
o Dr Tilly Langton – Clinical psychologist at GIDS, Field supervisor 

 
What do I do if I would like to take part or have any more questions? 
You can contact me, Lou Pryer, to arrange a suitable time or to discuss any questions you 
might have. Email:  
L.R.Pryer@ Bath.ac.uk.     01225 38 5506 
You can also speak to the supervisor of the project, Dr Catherine Butler 
Email: C.A.Butler@bath.ac.uk. Phone: 01225 38 5506 
 

Many thanks for taking the time to read this. I would be delighted if you would be 
willing to take part. 
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Appendix 3H 

 
 
 
 
University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Contact name: Lou Pryer 
Contact telephone: 0   
Email: L.R.Pryer@bath.ac.uk 
 

Debrief Sheet  
Parenting a gender diverse child: the role of ambiguous loss and 
resilience in parental coping. 
 
Thank you for taking part in this study looking at the role of ambiguous loss and resilience 
in parental coping.  We really value your participation and hope that the outcomes of this 
research project will improve our understanding and enable us to improve the help and 
support offered to parents, caregivers and families whilst going though the assessment 
process at GIDS. 
What happens next? 
On completion of the project, a summary of the findings will be made available to 
participants who wish to receive them.  If you would like to receive a written summary of 
the findings when that becomes available, please email L.R.Pryer@bath.ac.uk to request 
this. 
Where can I access support? 
We recommend that you contact your General Practitioner (GP) if you feel distressed and 
are worried about your emotional well-being after taking part in this study.  If you have 
found it upsetting to answer questions about your experiences, you may wish to seek some 
support.   
We have prepared a list of resources for participants who have taken part in the project so 
that you are aware of what options are available if you feel you would like some additional 
support. Please note that we do not expect you to be looking for support but we wanted to 
keep this list as comprehensive as possible. The list is not exhaustive however and we 
cannot specifically recommend each website/organisation or guarantee the quality of each.   
The following list of organisations may be able to provide you with help, both practical and 
in terms of understanding how you are feeling: 
 
 
Gendered Intelligence 
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Gendered Intelligence works with trans 
community and all those who impact on 
trans lives and specialises in supporting 
young trans people 8-25. Our vision is of a 
world where people are no longer 
constrained by narrow perceptions and 
expectations of gender, and where diverse 
gender expressions are visible and valued. 
  

            Website: 
www.genderedintelligence.co.uk 
  
 

  
Samaritans 
 
Available 24 hours a day to provide confidential emotional support for 
people who are 
experiencing feelings of distress or despair. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

         
Website: 
samaritans.
org.uk 
         
Helpline: 
116 123 
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Appendix 3I 
Dear Lou 

 
On behalf of the Committee, I am pleased to confirm that the Committee 
would be happy to provide a favourable ethical opinion of the amendment 
to the above research on the basis described in the application form and 
supporting documentation. 
  
If you intend to display recruitment posters/materials, please ensure you 
obtain the appropriate permission to do so from those who manage the 
location(s) you choose. 
  
Please inform PREC about any substantial amendments made to the study 
if they have ethical implications. 
  
Please make sure you quote your unique PREC code, 18-175, in any future 
correspondence. 
 
Rebecca Wise 
On behalf of Psychology Research Ethics Committee 
 
 
Dear Lou 

  
On behalf of the Committee, I am pleased to confirm that the Committee 
would be happy to provide a favourable ethical opinion of the amendment 
to the above research on the basis described in the application form and 
supporting documentation. 
  
If you intend to display recruitment posters/materials, please ensure you 
obtain the appropriate permission to do so from those who manage the 
location(s) you choose. 
  
Please inform PREC about any substantial amendments made to the study 
if they have ethical implications. 
  
Please make sure you quote your unique PREC code, 18-175, in any future 
correspondence. 
 
Rebecca Wise 
On behalf of Psychology Research Ethics Committee 

Full title of study: Parenting a gender diverse child: the role of ambiguous loss and resilience in parental 
coping. 
PREC reference number: 18-175 Amendment 

Full title of study: Parenting a gender diverse child: the role of 
ambiguous loss and resilience in parental coping. 
PREC reference number: 18-175 Amendment 
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Appendix 3J 

The International Journal of Transgenderism - Guide 
for Authors 

Types of article  
Contributions falling into the following categories will be considered for 
publication: Original research papers, reviews, letters to the editor and 
short communications. Please ensure that you select the appropriate article 
type from the list of options when making your submission. Authors 
contributing to special issues should ensure that they select the special 
issue article type from this list. 

Contact details for submission  
Authors may send queries concerning the submission process, manuscript 
status, or journal procedures to the Editorial Office at: INVENT, Editorial 
Office, ELSEVIER.  

Submission checklist  
You can use this list to carry out a final check of your submission before 
you send it to the journal for review. Please check the relevant section in 
this Guide for Authors for more details.  

Ensure that the following items are present: One author has been 
designated as the corresponding author with contact details: 
• E-mail address 
• Full postal address  

All necessary files have been uploaded: 
Manuscript: 
• Include keywords 
• All figures (include relevant captions) 
• All tables (including titles, description, footnotes) 
• Ensure all figure and table citations in the text match the files provided 
• Indicate clearly if color should be used for any figures in print 

Further considerations 
• Manuscript has been 'spell checked' and 'grammar checked' 
• All references mentioned in the Reference List are cited in the text, and 
vice versa 
• Permission has been obtained for use of copyrighted material from other 
sources (including the Internet) 
• A competing interests statement is provided, even if the authors have no 
competing interests to declare 
• Journal policies detailed in this guide have been reviewed 
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• Referee suggestions and contact details provided, based on journal 
requirements 

Article structure 
Subdivision - numbered sections  
Divide your article into clearly defined and numbered sections. Subsections 
should be numbered 1.1 (then 1.1.1, 1.1.2, ...), 1.2, etc. (the abstract is not 
included in section numbering). Use this numbering also for internal cross-
referencing: do not just refer to 'the text'. Any subsection may be given a 
brief heading. Each heading should appear on its own separate line. 

Introduction  
State the objectives of the work and provide an adequate background, 
avoiding a detailed literature survey or a summary of the results. 

Material and methods  
Provide sufficient details to allow the work to be reproduced by an 
independent researcher. Methods that are already published should be 
summarized, and indicated by a reference. If quoting directly from a 
previously published method, use quotation marks and also cite the source. 
Any modifications to existing methods should also be described. 

Theory/calculation  
A Theory section should extend, not repeat, the background to the article 
already dealt with in the Introduction and lay the foundation for further 
work. In contrast, a Calculation section represents a practical development 
from a theoretical basis. 

Results  
Results should be clear and concise. 

Discussion  
This should explore the significance of the results of the work, not repeat 
them. A combined Results and Discussion section is often appropriate. 
Avoid extensive citations and discussion of published literature. 

Conclusions  
The main conclusions of the study may be presented in a short Conclusions 
section, which may stand alone or form a subsection of a Discussion or 
Results and Discussion section. 

Appendices  
If there is more than one appendix, they should be identified as A, B, etc. 
Formulae and equations in appendices should be given separate numbering: 
Eq. (A.1), Eq. (A.2), etc.; in a subsequent appendix, Eq. (B.1) and so on. 
Similarly for tables and figures: Table A.1; Fig. A.1, etc. 
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Abstract  
A concise and factual abstract is required. The abstract should state briefly 
the purpose of the research, the principal results and major conclusions. An 
abstract is often presented separately from the article, so it must be able to 
stand alone. For this reason, References should be avoided, but if essential, 
then cite the author(s) and year(s). Also, non-standard or uncommon 
abbreviations should be avoided, but if essential they must be defined at 
their first mention in the abstract itself. 

Keywords  
Immediately after the abstract, provide a maximum of 6 keywords, using 
American spelling and avoiding general and plural terms and multiple 
concepts (avoid, for example, 'and', 'of'). Be sparing with abbreviations: 
only abbreviations firmly established in the field may be eligible. These 
keywords will be used for indexing purposes. 

Abbreviations  
Define abbreviations that are not standard in this field in a footnote to be 
placed on the first page of the article. Such abbreviations that are 
unavoidable in the abstract must be defined at their first mention there, as 
well as in the footnote. Ensure consistency of abbreviations throughout the 
article. 

Tables  
Please submit tables as editable text and not as images. Tables can be 
placed either next to the relevant text in the article, or on separate page(s) 
at the end. Number tables consecutively in accordance with their 
appearance in the text and place any table notes below the table body. Be 
sparing in the use of tables and ensure that the data presented in them do 
not duplicate results described elsewhere in the article. Please avoid using 
vertical rules and shading in table cells. 

References  
Responsibility for the accuracy of bibliographic citations lies entirely with 
the authors. 

 
 
 
 
 




