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Abstracts 

Literature Review 

 

How has CBT been adapted for adolescents with co-morbid depression and 

chronic illness? A Scoping Review.  

Background: The prevalence of adolescent depression is increasing. Around 10-

20% of adolescents have a chronic illness, and they are more likely to experience 

depression. There is emerging evidence for Cognitive Behaviour Therapy (CBT) 

interventions to treat depression in adolescents with chronic illnesses, yet no 

review has been undertaken of how these CBT interventions are delivered.  

Method: We conducted a scoping review to summarise how CBT has been 

delivered in adolescents with chronic illness and depression. Searches were 

carried out across Embase and PsycNET.  

Findings: The studies which met our inclusion criteria (n=12) included chronic 

illnesses such as diabetes (n=3), inflammatory bowel disease (n=3), polycystic 

ovary syndrome (n=2), chronic headache (n=1), chronic pain (n=1), chronic fatigue 

(n=1) and fanconi anaemia (n=1).  Adaptations made to the delivery of CBT 

included cognitive restructuring of illness-related thoughts, behavioural activation 

balancing illness-related and enjoyable activities, psychoeducation of the 

comorbidity and link between the chronic illness and depression, interpersonal 

relationship building, skills building and parental or familial involvement.   

Conclusion: CBT may require adapting for this population, and the nature of 

cognitions and behaviours targeted in CBT may typically depend on how the 

chronic illness presents. The presence of chronic illness does appear to 

necessitate adaptations in delivery whereby the presence of chronic illness can 

impact on delivery of CBT.  
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Service Improvement Project 

 

How can a sex offender programme adapted for people with learning 

disabilities better meet the needs of those with co-morbid autism?  

Sex offender treatment programmes (SOTPs) have successfully been adapted to 

meet the needs of people with learning disabilities (Cohen & Harvey, 2016; 

Loucks, 2007; Sturmey, 2004). However, little research exists that documents how 

people with comorbid learning disability and autism (PWLDA) experience these 

programmes. The aim of the current study was to explore how PWLDA experience 

SOTPs. Facilitators (n=4) and PWLDA (n=2) were interviewed about how PWLDA 

experience the SOTP. Interviews were transcribed verbatim and analysed using 

Thematic Analysis. Subthemes for facilitator interviews include connection, 

navigating relationships, sharing experiences, cognitive rigidity, other’s 

perspectives, behavioural rules, predictability, and adaptations. Subthemes for 

PWLDA include group relationships, sharing experiences, learning through 

relationships, and learning new behaviours. PWLDA may have unique challenges 

and consequently SOTPs may need to be further adapted. Recommendations for 

adapting SOTPs to better meet the needs of PWLDA are discussed.  
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Main Research Project 

 

Prerequisite skills for Cognitive Behaviour Therapy (CBT) in adolescents 

Background 

Developmental changes in metacognition throughout adolescence may impact the 

ability to access Cognitive Behaviour Therapy (CBT). Mental health symptoms are 

associated with lower levels of the skills considered important as pre-requisite for 

CBT. We aimed to develop and validate a CBT skills task to assess pre-requisite 

skills in adolescents and to use this measure to investigate the relationship 

between mental health problems and pre-requisite CBT skills. 

Method 

The vignette-based CBT skills task was developed and piloted with a group of 

young people (n=7). Participants (n=100) aged 12-16 (M = 13.58; SD = 1.16) 

completed The CBT skills task, Emotional Awareness Questionnaire (EAQ-30) 

and Revised Children’s Anxiety and Depression Scale (RCADS). Internal 

consistency and convergent validity of the CBT skills task were examined. 

Standard regression explored the relationship between mental health and pre-

requisite CBT skills.  

Results 

The task was feasible and demonstrated excellent internal consistency for total 

scores, but some individual test items demonstrated lower reliability across 

vignettes. For convergent validity, findings revealed association between two of 

the EAQ-30 subscales. There was no association between depression and anxiety 

and performance on the CBT skills task.  

Conclusions 

The CBT skills task showed initial psychometric strengths and weaknesses. More 

development is required to enhance internal consistency and explore convergent 

validity. The current findings do not support previous research that has found 

greater mental health symptoms predict poorer pre-requisite skills in children and 

adolescents. Future research is needed to explore the association of mental health 

and pre-requisite skills using a psychometrically sound measure. 
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Key Practitioner Message 

What is known? 

• There is no standardised measure to assess pre-requisite CBT skills in 

adolescents. 

• Poorer mental health predicts poorer pre-requisite CBT skills in children, but 

we don’t know if the same is true for adolescents.  

 

What is new? 

• Initial exploration of psychometric properties of our CBT skills task revealed 

promising findings. 

• The current study does not support previous evidence that has found a 

relationship between mental health and pre-requisite CBT skills 

 

What is significant for clinical practice? 

• Practitioners may not need to consider level of mental health difficulty to 

determine accessibility of CBT for adolescents 

• More research is required to explore this relationship alongside further 

psychometric development of the CBT skills task. 

 

Keywords:  adolescents, CBT, pre-requisite skills, mental health 
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Literature Review 

There has been a steady increase in the prevalence of emotional disorders 

like anxiety and depression in children and adolescents. Approximately 8% of 

children and adolescents have an emotional disorder, with prevalence rates of 

depression at 2.1% (Sadler et al., 2018). Depression is associated with 

behavioural, cognitive and physiological changes, including withdrawal from 

activities, negative thinking and reduced motivation as well as changes in sleep 

and appetite (American Psychiatric, 2013). In the short term, depression is 

associated with reduced school attendance (both absenteeism and unexcused 

absences) in children and adolescents (Finning et al., 2019). Longitudinally, 

adolescent depression is associated with depression in adulthood and potentially 

greater likelihood of suicidal ideation and suicide attempts (Fergusson, Horwood, 

Ridder, & Beautrais, 2005). Cognitive behavioural therapy (CBT) for depression 

seeks to improve mood through changing thoughts and behaviours; research has 

continually demonstrated that CBT is at least as effective as other treatments for 

adolescent depression (Goodyer et al., 2017; NICE, 2015) including interpersonal 

therapy (Eckshtain et al., 2019; Zhou et al., 2015). 

Chronic illness can be defined as a chronic or long-term health condition 

that has a duration of at least 3 months where a cure is unlikely and ongoing 

management in required (Moore et al., 2019). Approximately 10-20% of 

adolescents have a chronic illness (Jin, An, & Wang, 2017) and rates of 

depression in adolescents with chronic illness are higher compared to their healthy 

peers (Pinquart & Shen, 2011). For example, a recent study found that 26% of 

children and adolescents attending a cancer outpatient clinic met criteria for major 

depression disorder (Akimana, Abbo, Balagadde-Kambugu, & Nakimuli-Mpungu, 

2019). There are several potential reasons for this.   

Firstly, research suggests that chronic illness is associated with several 

behavioural, cognitive and physiological processes that may serve to facilitate and 

maintain depression (Rangel, Garralda, Hall, & Woodham, 2003; Yeo & Sawyer, 

2005). A young person with chronic fatigue, for example, is likely to have reduced 

energy levels and motivation and have reduced social contact compared to their 

healthy peers (Knight et al., 2014). Lack of motivation, lethargy and withdrawal 
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behaviours are also symptoms of depression (American Psychiatric, 2013) and 

can be part of the cognitive-behavioural ‘vicious cycle’ that maintains low mood 

(Moorey, 2010). Similarly, the physiological impact of epilepsy may impact on 

cognition and learning, budding negative beliefs about ability to engage with 

academia (Bennett, Heyman, Varadkar, Coughtrey, & Shafran, 2017) and thus 

contributing to low mood and depression.  

Secondly, it may be that biological processes which are implicated in the 

chronic illness also predispose an individual to developing depression. In a meta-

analysis, it was found that depression in adults is significantly associated with 

activation of inflammatory response system and the presence of inflammatory 

markers (e.g. cytokines) (Dowlati et al., 2010). Elevated levels of cytokines have 

also been found in children and adults with type 1 diabetes (Erbağci, Tarakçioğlu, 

Coşkun, Sivasli, & Namiduru, 2001; M. N. Pham et al., 2011).  It appears that the 

relationship between depression and inflammatory markers is bidirectional, with 

both impacting each other via the central nervous system, autonomic nervous 

system and the release of cortisol (Howren, Lamkin, & Suls, 2009; Kiecolt-Glaser 

& Glaser, 2002; Kop & Gottdiener, 2005). Thus, inflammation as part of the 

biological process associated with the chronic illness may leave the person 

vulnerable to developing depression.  

Thirdly, genetic factors which predispose individuals to developing a chronic 

illness (e.g. chronic pain) may also be related to those which predispose an 

individual to developing depression. A recent twin study which controlled for 

environmental factors found an increased co-occurrence between chronic 

widespread pain, cardiovascular disease and depression, suggesting a shared, 

genetically mediated aetiological pathway of the three conditions (Van Hecke et 

al., 2017).  

Fourthly, the physiological impact of the chronic illness may impact on 

mental health indirectly via disruption to biological processes such as sleep, or via 

the impact of treatment and related side effects on these processes. Sleep 

disturbance in youth with irritable bowel disease (IBD) is significantly higher 

compared to healthy controls; and is also significantly associated with abdominal 

pain, depression and anxiety (Benhayon et al., 2013). The authors postulate that 
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medical factors (e.g. medications and night-time bowel movements) may 

contribute to sleep disturbance and that cytokines may mediate the relationship 

between illness severity and sleep disturbance. However, the link between the 

chronic illness, physiological symptoms, sleep, and mood is complex. It has also 

been shown that whilst poorer sleep quality predicts daily pain intensity in children 

and adolescents with arthritis (and is mediated by mood), daily pain does not 

predict sleep quality (Bromberg, Gil, & Schanberg, 2012).  

Moore et al (2019) carried out a systematic review, exploring the efficacy of 

interventions for young people experiencing mental health difficulties with a 

chronic illness. Although tentative, the review suggests that CBT may be effective 

at reducing mental health symptoms in young people with inflammatory bowel 

disease, chronic pain, and epilepsy. This review gives weight to cognitive-

behavioural framework being used to conceptualise and treat depression in 

adolescents with chronic illness. However, delivering CBT in the context of chronic 

illness may be complicated, as it can be difficult for therapists to disentangle which 

symptoms are due to the chronic illness and which are due to depression (DeJong 

& Fombonne, 2006; Knight et al., 2014). Further, symptoms and impact of chronic 

illness and side effects of treatment regimens such as low energy or lack of sleep 

may act as a barrier to engaging with CBT. Therefore, practitioners may need to 

adapt treatment with such barriers in mind (NICE, 2010). 

To guide practitioners, a review of the delivery of CBT in CYP with chronic 

illness is needed. There is one existing comprehensive review, that of Moore et al 

(2019) summarised and discussed adaptations used when delivering CBT to treat 

mental health in the context of paediatric chronic illness. They found that 

interventions tended to emphasise healthy illness cognitions and behaviours, 

developing coping strategies and identifying specific stressors related to the 

chronic illness. In addition, they found that families tended to appreciate the 

intervention being delivered in familiar settings, accounting for travel and cost. The 

authors highlighted the value of families developing skills to further support the 

adolescent’s mental health, whilst acknowledging the tensions arising from 

adolescent’s being empowered to manage their own mental and physical health 

needs. However, Moore et al (2019) review only included Randomised Control 
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Trials (RCTs) or qualitative studies published up to 2016. Furthermore, they did 

not specifically focus on depression. A more focused, up to date and detailed 

review of the literature is needed, including a wider variety of methodologies to 

capture small scale studies and single case experimental designs. 

We aimed to describe the content and process of CBT interventions for 

depression in adolescents with chronic illnesses. The specific review question 

was: how has CBT been adapted for adolescents with co-morbid depression and 

chronic illness?  A scoping review was chosen as the appropriate methodology 

due to its applicability to broad research questions (Briggs, 2015). Scoping reviews 

can be particularly useful to map or summarise a given concept, or to report 

evidence that answers questions about clinical practice (Briggs, 2015). Scoping 

reviews are also deemed suitable methodology when the included studies are 

heterogeneous in nature (Briggs, 2015). Given that chronic illnesses are varied, 

and the papers included in this review include distinctly different health conditions, 

the scoping review methodology was identified as the most appropriate to answer 

the research question. 

 

Method 

For the purpose of this review, the definition of chronic illness was 

developed from the NHS data dictionary and a recent review exploring 

interventions for young people with chronic illnesses (Moore et al., 2019). Chronic 

illness (which can also be referred to as long term physical illness) is defined as a 

chronic condition with a duration of at least 3 months, where ongoing management 

in required and a cure is unlikely (Moore et al., 2019; NHS, 2020) In line with 

Moore et al, we did not conceptualise mental health problems as chronic illnesses. 

A list of chronic illnesses was developed using this definition, chronic illness 

described in Taylor et al (2014) and searching websites such as www.NHS.net  

(see documented literature search in Appendix A1-4 for full list of conditions). 

Eligibility criteria 

Inclusion and exclusion criteria (see Table 1.1) were developed following 

refinement of the chronic illness definition and using Population, Interest, Context 

(PIC) framework (Libguides, 2020). Population is adolescents with depression, 

http://www.nhs.net/
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Interest (a defined event or activity) is CBT, and Context (distinct characteristics) is 

chronic illness. 

Table 1.1 

Inclusion and exclusion criteria for relevant articles 

 Inclusion Exclusion 

Population 

(adolescents with 

depression) 

• Participants must be 

assessed for depression 

using a reliable and valid 

measure 

• Baseline depression 

scores for all participants 

must be above a clinical 

threshold OR a primary 

aim of the study must be 

to address depressive 

symptoms 

• Participants must be 

adolescents aged 11-19 

OR participants’ mean 

age must fall between 

11-19 

 

• Participants depression 

scores not above 

clinical threshold AND 

does not state that 

primary aim is to 

address depression 

• Mean age falls outside 

11-19 

 

Interest (CBT) • The intervention must be 

CBT and can include 

group, 1:1, inpatient/ 

outpatient, where the 

child is the main client 

(e.g. not just the parent) 

 

• Adult or predominately 

adult focused 

interventions (e.g. 

parent interventions) 

• Interventions that are 

not predominantly CBT 

• Observational studies 

where no intervention is 

provided 

 

Context (chronic 

illness) 

• Participants must have a 

chronic health condition 

of at least 3 months 

duration 

• No chronic illness 

• Life-limiting conditions 

(e.g. terminal cancer) 

OR conditions that one 

can recover from 

 

Other • Articles published in 

English 
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To include as broad a range of evidence as possible, any study design 

which met the above criteria (e.g. randomised control trials, case studies) were 

included.  

Search strategy 

Two databases were searched for the purpose of this review: PsycNET and 

Embase across all years. PsycNET and Embase were chosen as collectively, 

these databases hold articles from clinical psychology, health psychology, medical 

and paediatric journals. All PsycNET searches include PsycEXTRA, which is part 

of the database where grey literature is stored.  

The search terms (see Appendix A2-5) were developed with the assistance 

of a librarian at the University of Bath. The search strategy followed three stages 

(Briggs, 2015). First, a preliminary search was carried out across PsycNET and 

Embase and the researcher made note of any additional keywords or index terms 

that could aid future searches. A second search was then carried out including the 

newly identified keywords (see Appendix A2-5 for search string). Finally, reference 

lists of all identified articles were screened for any additional papers. The search 

strategy employed was comprehensive; broad searches were carried out using 

Index and Free Text Terms of chronic illness, in addition to searches for specific 

chronic illnesses such as diabetes (see Appendix A2-5).  

Searches were carried out between 30TH May and 23RD August 2019. The 

title and abstract of articles were screened to determine suitability for the current 

review, based on the inclusion and exclusion criteria (n=5441). The full text of all 

identified articles was then screened (n=128) to ensure eligibility. Where no full 

text was available (on either Embase, PsycNET or Google Scholar), the author 

was contacted twice over a one-month period to try and source the full text (n=7). 

This resulted in four responses. Where no response was received, the paper was 

excluded from the review (n=3). Of the papers where the author was contacted, 

one paper was received and did not meet criteria as there was no aim to address 

depression and not all participants met criteria for diagnosis of depression and two 

were follow up papers from a previous study already excluded.   

Data extraction and synthesis 

An excel spreadsheet was devised to summarise the data using guidelines 
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from (Briggs, 2015). Headings included: author, chronic illness, country of study, 

population and sample size, design, aims, depression assessment and 

intervention used/methodology (including adaptations). Papers were reviewed in 

full to extract the content of CBT intervention and how it was delivered (see Table 

1.3). When the intervention content or adaptations were unclear or not included in 

sufficient depth in the published paper(s), authors were initially contacted by email 

(n=1) and asked to clarify the nature of their intervention with the following 

questions: a) what adaptations (if any) were taken into account in terms of 

delivering the intervention in the context of chronic illness? and b) How did the 

chronic illness impact the content of the intervention or how the intervention was 

delivered? 

 The principles of thematic analysis were applied to the extracted information to 

synthesise the findings, as has been advised for scoping reviews (Briggs, 2015).  

Thematic analysis was used to assist with this process and extract common 

themes (Braun & Clarke, 2012). The data was read for frequent themes such as 

interventions techniques and content across the interventions and is presented in 

Table 1.3 and Table 1.4.  
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Results 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1.1. PRISMA flowchart demonstrating search strategy  

After duplicates were removed (n=18), 110 articles were screened in full text 

(see figure 1.1). Articles were excluded (n=91) for the following reasons: 

participants mean age was outside the range of 11-19 years (n=36), the paper did 

not aim to address depressive symptoms or not all participants met criteria for 

diagnosis of depression (n=46), the paper’s inclusion criteria did not specify 

diagnosis of chronic illness for at least 3 months (n=2), the intervention was not 

CBT (n=3), the paper was a protocol (n=3), or the article was not published in 
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English (n=1). Papers were excluded if they were an abstract from a conference 

(n=4) or a follow up of a previous study (n=1), however two papers were follow ups 

of papers that met inclusion criteria (Szigethy et al., 2006; Szigethy et al., 2015). In 

this case, both the original and follow up papers were read in full to document all 

details about the intervention. Fourteen articles met the full inclusion criteria 

covering 12 studies that are presented in Table 1.2. 

Papers were selected at random (10%) from the 110 papers read in full text. To 

assess reliability of the inclusion criteria, a second rater read these papers (n=11) 

and determined suitability for the review based on the same criteria. Inter-rater 

reliability was 90%; any disagreements (n=1) were resolved through discussion.
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Table 1.2 

Characteristics of included papers 

     

Author(s)  Chronic illness Country of 

study 

Study population* Study design and aims Assessment of 

depression 

Outcome Comparator 

Cumba-

Aviles (2017) 

 

 

Type 1 Diabetes 

Mellitus  

Puerto-Rico 

 

n = 5 (3 males; 2 

females) 

Age range: 13-17 

(M = 15; SD=2) 

Group case study. 

 

To describe a CBT 

intervention for Latino 

adolescents with 

T1DM and depressive 

symptoms (CBT-DM). 

 

Children Depression 

Rating Scale Revised 

(CDRS-R) scores >/= 44 

or  

Children's Depression 

Inventory (CDI) scores 

>/= 13 

 

 

All participants 

showed decrease in 

CDI and CDRS-R 

scores at 6 months 

follow up. 

None 

Rossello & 

Jimenez-

Chaffey 

(2006) 

 

Type 1 Diabetes 

Mellitus 

Puerto-Rico 

 

n= 11 (2 males; 9 

females) 

Age range: 12-16 

(M = 14.1; SD = 

2.8) 

 

Pilot study; within-

group design. 

 

Aim: to pilot a group 

CBT intervention for 

Puerto-Rican 

adolescents with 

depression, adapted 

for T1DM. 

 

The aim of the 

intervention was to 

target both depressive 

symptom and increase 

diabetes care (e.g. 

glycaemic control). 

 

Children Depression 

Inventory (CDI) was 

used to measure 

depressive symptoms. 

No apparent threshold 

was detailed in the 

inclusion criteria. 

Significant 

improvement in 

depressive 

symptomatology post 

intervention. 

None 
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Szigethy et al 

(2004) 

 

Inflammatory 

bowel disease 

(IBD), including 

chron’s disease 

or ulcerative 

colitis 

USA 

(Boston). 

 

n= 11 (4 males; 7 

females) 

Age range: 12-17 

(M = 14.8; 

SD=1.7) 

 

Pilot study; within-

group design. 

 

To assess the 

feasibility of CBT for 

depression in 

adolescents with IBD. 

Minor depression 

assessed by children's 

global assessment scale 

<60. Major depression 

assessed by Children's 

Depression Inventory 

(CDI) >/=12 and clinical 

interview using DSM-IV 

criteria for depression. 

 

 

Significant 

improvements found 

for parent and child 

CDI scores. 

None 

Szigethy et al 

(2014) 

Inflammatory 

bowel disease 

(IBD), including 

chron’s disease 

or ulcerative 

colitis 

USA 

(Boston). 

 

n= 217 (across 

treatment and 

SNDT) 

Age range: 9-17 

(M=14.3; SD=2.4) 

Pilot RCT 

To explore changes in 

depression over time 

across treatment and 

control groups. 

CDI score >/= 10 and a 

DSM-IV-TR diagnosis of 

major/minor depression. 

Significant reduction 

in CDRS-R post-

treatment for both 

conditions; no 

significant between 

group differences 

. 

 

Supportive 

non-directive 

therapy 

(SNDT) 

Rofey et al 

(2009) 

Polycystic Ovary 

Syndrome  

USA 

(Pittsburgh). 

 

n = 12 (12 

females) 

Age range: 12-18 

(M=15; SD=1.8) 

 

Pilot study; within-

group design. 

 

To explore the efficacy 

and feasibility of a 

CBT intervention 

targeting obesity and 

depression in 

adolescents with 

CDI score >/=10 and 

DSM-IV criteria for 

minor/major depression. 

Significant reduction 

in CDI scores post 

intervention. 

None 
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PCOS. 

 

 

Hickman, 

Jacobson & 

Melnyk 

(2015) 

 

 

 

 

Chronic daily 

headaches 

USA 

(Arizona). 

 

n=36 

COPE-HEP 
(n=16) 

Control (n=16) 

 

Age range: 13-17 

COPE-HEP (M = 
15.38; SD = 0.96) 

Control (M=14.8; 
SD=1.17) 

 

Females = 23 

Males =9 

 

 

Pilot RCT. 

To explore the efficacy 

of a cognitive theory 

driven intervention 

(Creating 

Opportunities for 

Personal 

Empowerment-

Headache Education 

Programme (COPE-

HEP)), for adolescents 

with mild-moderate 

depression and 

chronic daily 

headaches. 

 

Beck Youth Depression 

Inventory with scores 

indicating mild -

moderate depression 

(scores ranging between 

55-69). 

Significant decrease 

in depression scores 

across both 

treatment and control 

group; no statistically 

significant between 

group differences. 

Headache 

education 

comparison 

control group 

Loades 

(2015a) 

Chronic Fatigue 

Syndrome 

(CFS) 

United 

Kingdom 

n=1 

Aged 16 

Female 

Case study. 

 

To describe the 

psychological 

intervention used to 

treat a young person's 

depression in the 

context of CFS. 

The Revised Children's 

Anxiety and Depression 

scale (RCADS) was 

administered. The 

client's T score on the 

depression subscale 

was elevated and 

clinically significant 

(>80). 

Clinically significant 

decrease in 

depression subscale 

score on RCADS. 

None 

Hilliard, Fanconi USA (Ohio). n=1 Case study. CDI score (T=50) in the Depression scores None 
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Ramey, 

Rohan, 

Drotar & 

Cortina 

(2011) 

Anaemia  Aged 18 

Female 

 

To describe an 

intervention used to 

treat comorbid 

depressive and anxiety 

symptoms and 

improve medication 

adherence. 

 

normal range 

(subthreshold). 

 

Family described 

significant impairment 

due to mood and anxiety 

symptoms. 

 

 

did not change from 

intake to 12 months 

follow up. 

McGrady & 

Hood (2013) 

 

 

Type 1 Diabetes 

Mellitus 

USA (Ohio & 

San 

Francisco). 

 

n=9 (6 males; 3 

females) 

Age range 13-18 

(M= 15.77; SD 

1.44) 

 

Pilot study 

Within-subjects 

design. 

 

To pilot an evidenced 

based CBT 

intervention designed 

to address depressive 

symptoms, adapted for 

adolescents with type 

1 diabetes. 

 

Children Depressive 

Inventory (CDI) scores 

within the subclinical 

range (raw score of 5-

13). Participants who 

scored <5 or >13 were 

excluded. 

Significant decrease 

in depressive 

symptoms (CDI and 

CDRS-R) post 

intervention. 

None 
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*Study population: sample size and demographics. 

Loades 

(2015b) 

 

 

Chronic pain United 

Kingdom 

 

n=1 

Age 17 years 

Female 

Case study.  

To address both 

depression and 

anxiety using Fennel's 

(1997) low self-esteem 

framework. 

RCADS depression 

subscale T score in 

clinical range. 

Clinically significant 

reduction in RCADS 

depression subscale 

score. 

None 

Correa, 

Sperry & 

Darkes 

(2015) 

 

Polycystic Ovary 

Syndrome 

USA 

(Florida) 

 

n=1 

Age 19 years 

Female 

Case study. 

To establish the 

efficacy of CBT to 

address depression, 

anxiety, and 

problematic eating. 

Beck Depression 

Inventory (BDI-II) score 

in the clinical range. 

 

Client met DSM-5 

criteria for moderate 

persistent depressive 

disorder. 

Significant reduction 

in depression score 

(BDI-II) post 

intervention. 

None 

Szigethy et 

al. (2007) 

 

Inflammatory 

bowel disease 

(IBD), including 

chron’s disease 

or ulcerative 

colitis 

USA 

 

Treatment 

condition n=19; 

TAU n= 21 (51% 

female) 

Age range: 11-17 

(M= 14.99; SD= 

2.01) 

RCT. 

To establish efficacy of 

a CBT intervention in 

reducing depressive 

symptoms among 

adolescents with IBD. 

The aim of PASCET-

PI is to reduce 

depression. 

Participants scoring 

>/=9 on CDI and/or CDI-

P (Koracs, 1992). 

Significantly greater 

improvement in CDI 

depression score 

post intervention 

compared to control 

group. 

Control 

group 

treatment as 

usual. 
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Table 1.3. 

Description of intervention content and process 

Paper Group/on

e-to-one  

Sessions 

(n) 

Family involvement Telephone sessions Additional adaptations Session content 

Cumba-

Aviles (2017) 

Group 14   - Shortened worksheets due 

to fatigue that presents in 

adolescents with comorbid 

depression and diabetes. 

- Adolescents were provided 

with healthy food and drink 

choices; regular bathroom 

breaks when needed.  

 

Thoughts module 

-Challenging diabetes related negative thoughts (e.g. 

"nobody can be happy having diabetes")    

-Diabetes related examples of negative thoughts and 

associated behaviours (e.g. stop doing pleasant activities)  

- Additional material on how diabetes and mood affect each 

other, and how each one affects thoughts feelings and 

behaviours 

 

Activities module 

- Self-care/problem-solving skills when managing diabetes 

- Strategies e.g. rewards for doing pleasant/constructive 

activities/exercising safely  

 

People module 

- Conflict resolution with diabetes-related situations (e.g. 

situations that involve parents) 

- Addressed parent -youth relationship  

- Encouraged adolescents to develop positive and 

collaborative relationships with Health Care Practitioners. 

 

Final module (termination session) 

- Essential skills e.g. healthy recipes. 
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General revisions 

- Included effects of stress on mood & glucose levels, 

stressors faced by youth, strategies for reducing stress to 

improve mood and health e.g. exercises/healthy nutrition 

and handout on reading food labels, counting carbs & 

healthy meal plan. 

 

Rossello & 

Jimenez-

Chaffey 

(2006) 

Group 12 Final session offered to 

parents and adolescent 

to provide therapeutic 

feedback and 

recommendations. 

 

 

  Module 1 (4 sessions): How thoughts affect mood 

- Defining depression & common depressive thinking 

- Understanding the relationship between diabetes and 

mood, including symptoms that diabetes and depression 

have in common 

-Cognitive restructuring of diabetes related thoughts and 

common negative thoughts/worries in adolescence 

 

Module 2 (4 sessions): How activities affect mood 

-  Explained cycle of depression and reduced activity 

- Understanding the importance of balance between 

pleasant activities and completing activities involving 

responsibility; explored strategies such as time 

management 

- Explored barriers to enjoying positive activities (e.g. 

diabetes), and how to overcome these barriers  

- Understanding diabetes burnout and setting goals for self-

care. 

 

Module 3 (2 sessions): How interpersonal relationships 

affect mood 
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- Importance of social support network to help deal with 

difficult circumstances including managing diabetes 

- Developing communication skills for meeting new people 

& maintaining interpersonal relationships 

- How and what to tell others about having diabetes 

- Exploring issues related to adolescence and diabetes 

management e.g. peer pressure, alcohol, and drugs. 

 

 

Szigethy et 

al (2004) 

One-to-

one 

13 

(individual)

; 3 family  

Three family sessions 

offered to: establish 

family’s chronic illness 

narrative, enhance social 

skills, psychoeducation of 

depression and chronic 

illness.  

 

Parents involved at the 

each of each individual 

session to review 

homework tasks.  

Four adolescents 

received at least one 

telephone session. 

 

Three adolescents 

received at least two 

sessions during hospital 

appointments. 

 Session: 

1. Psychoeducation: comorbid depression/chronic illness 

2. Exploring chronic illness narrative; problem solving skills 

to cope with illness 

3. Choosing enjoyable solo activities 

4. Planning social activities; developing social problem-

solving skills 

5. Relaxation techniques (e.g. guided imagery) to manage 

painful IBD symptoms  

6. Showing positive self 

7. Developing talents 

8. Identifying negative cognitive distortions 

9. Cognitive restructuring around negative attributions 

related to the chronic illness 

10. Practicing positive reframing using thoughts, distracting 

activities, and social support 

11-13: Review of skills learned,  
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Szigethy et 

al (2014) 

One-to-

one 

12 

(individual)

3 family 

Three parent sessions 

delivered to: establish the 

parent’s perspective of 

the adolescent’s 

depression and chronic 

illness, parents to 

reinforce practice.  

Parents involved after 

each individual session 

with the adolescent to 

review homework tasks.  

 

. 

 

>62% of sessions were 

delivered via telephone. 

 

 Exploration of the person's a) sense of identity in the context 

of their illness, b) understanding of their illness aetiology, c) 

beliefs about illness duration d) anticipated impact of the 

illness and e) perceived sense of recovery and control over 

the IBD.  

-Relaxation techniques to counter pain/anxiety in social 

situations and for IBD symptoms,  

-Behavioural activation (develop talents and skills; choose 

enjoyed activities)  

-Cognitive restructuring particularly for NATs related to the 

IBD.  

-Problem-solving approach was used as well as improving 

social skills.  

 

 

Rofey et al 

(2009) 

One-to-

one 

8 

(individual)

3 family 

Three family sessions 

offered to:  establish 

family’s chronic illness 

narrative/experience, 

psychoeducation of 

depression and chronic 

illness, validation of the 

grieving process 

associated with ill health 

and supporting the family 

to make meaning of the 

physical illness related 

adversity.  

 

Parents involved at the 

beginning and end of 

Some sessions were 

delivered via telephone to 

decrease participant 

burden. 

 

 Session: 

1) Psychoeducation about comorbidity between chronic 

illness/depression, eliciting lifestyle changes/goals 

2) Exploring the young person's chronic illness narrative, 

using the problem-solving approach to manage PCOS, 

assessment of sleep disturbances, logging food/physical 

activity, reading food labels and avoiding food traps.  

3) Choosing enjoyable solo activities such as physical 

exercise, avoid 'sneak eating' and learning the difference 

between psychological and physiological hunger.  

4) Planning ahead for healthy meals, special occasions and 

eating out. 

5) Body image development, increased physical activity 

and decreasing sedentary behaviours 
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each individual session. 

 

7) Modifying NATs regarding health, emotions, and 

physical self; coping with barriers e.g. teasing, bullying and 

moodiness.  

8) Practicing thought challenging, distraction, social 

support, review of skills and staying on track. 

 

 

Hickman et 

al (2015) 

One-to-

one 

7  Three 30-minute office 

sessions and four 20-

minute telephone 

sessions scheduled at 

the adolescent's 

convenience (e.g. in the 

evening). 

 

 

 The aim of COPE-HEP is to turn negative thoughts into 

positive thoughts, learn to effectively communicate with 

others, identify headache triggers, improve and manage 

stress, and problem solving.  

 

Session: 

1.Thoughts, feelings, behaviours, and headache triggers 

(e.g. dietary/sleep habits). Discussion around how thoughts 

about headaches affect behaviour/response to the 

headaches.  

2. Self-esteem and using positive self-talk as a strategy.  

3. Stress and coping (e.g. healthy/unhealthy coping 

behaviours in response to headaches) 

4. Problem solving skills for headache specific scenarios 

5. Dealing with emotions; effective communication.  

6. Dealing with stressful everyday encounters (school) 

7. Review 

 

 

Loades 

(2015a) 

One-to-

one 

6   The client did not always 

complete homework 

between sessions due to 

Session 1-4 (weekly): 

- Identifying thoughts, feelings, behaviours, unhelpful 
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difficulties with fatigue and 

therefore homework was not 

always set. 

 

Sessions were shorter (40 

minutes) and there was an 

option for breaks to account 

for fatigue and concentration 

difficulties associated with 

CFS. 

thinking habits; thought challenging 

- Summarising the client's positive qualities 

- Psychoeducation of thought biases; considering the pros 

and cons of negative thinking  

 

Session 5-6: 

- Review of goals and symptoms; summary of the sessions 

- Sleep issues  

 

The intervention was driven by the psychological 

formulation, which included the link between the client’s 

chronic fatigue and depression (e.g. CFS as a trigger).  

The behavioural activation targets were smaller and set 

within the client’s appropriate activity levels.   

 

 

Hilliard et al 

(2011) 

One-to-

one 

35 Client’s mother 

participated in nearly all 

therapy sessions 

including: 

-Coaching the client to 

implement CBT 

strategies at home 

-Providing effective cues 

for medication 

administration 

-Generating solutions as 

part of problem-solving 

skills and parental 

modelling of positive 

 Client received 35 therapy 

sessions. This was more 

than planned, however 

additional sessions were 

needed due to multiple 

hospital stays and chronic 

illness difficulties. 

 

CBT, electronic monitoring, and motivational interviewing to 

improve medication adherence. CBT was used to help the 

client implement desired health behaviour, by targeting 

both the health behaviour and depression/anxiety 

symptoms contributing to poor medication adherence.  

CBT strategies to promote medication adherence: 

- Psychoeducation about cognitions, behaviours, and 

emotions relevant to health behaviours and mood 

- Identifying barriers/facilitators of medication adherence 

- Goal setting and problem-solving skills  

- Behavioural strategies to promote adherence (e.g. 

rewards/enjoyable activities) 
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coping skills.  

 

The client’s sister also 

took part in some 

sessions and provided 

ideas and general 

support. 

 

- Use of cognitive restructuring and relaxation techniques to 

reduce client’s anxiety of administering medication. 

 

CBT strategies to treat depression and anxiety: 

- Psychoeducation and awareness of cognitions, 

behaviours, emotions, and physiological signs of distress 

- Cognitive restructuring, relaxation, and problem-solving 

skills. 

 

 

McGrady & 

Hood (2013) 

One-to-

one 

12    Each session comprised of 3x20 minute components: 

1) Agenda, review homework, mood, and current stressors. 

2) Skills teaching e.g. goal setting, mood monitoring, 

increasing pleasant activities, problem solving, recognizing, 

and challenging negative automatic thoughts, and 

relaxation (progressive muscle relaxation and guided 

imagery). 

3) Discuss unresolved current stressors disclosed in part 1 

and set homework. 

 

- Intervention includes diabetes specific topics 

- Thought challenging included address diabetes-specific 

negative thoughts 

- Intervention addressed diabetes burnout 

- The negative effects related to blood glucose monitoring 

were discussed and improving communication with parents 

about BGM frequency 

- Intervention was delivered by practitioners with 

experience in working with adolescents with diabetes 
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Loades 

(2015b) 

One-to-

one 

20 Treatment reviews were 

held at session 6, 12 and 

20 with family members.  

  CBT adapted for Autism Spectrum Disorder (ASD).  

- Recognizing negative thoughts and thinking patterns (e.g. 

mind-reading) and unhelpful behaviours 

- Anxiety management strategies (sensory box, calm 

breathing, positive self-talk, guided imagery, relaxation) 

- Social skills e.g. role play (to address social challenges 

part of ASD) 

- Developing alternative beliefs about herself 

- Chronic pain impacted the client's ability to engage with 

behavioural activation for depression. An idiosyncratic 

formulation was developed with the client, referencing the 

impact of chronic pain on anxiety and mood symptoms 

(e.g. negative thinking "people will judge me negatively for 

my mobility problems").  

- Negative thinking and cognitive distortions related to 

chronic pain were addressed 

- Realistic negative thoughts related to chronic pain were 

addressed using problem solving techniques 

- Engaged in behavioural experiments targeting the 

maintenance cycles in the formulation 

 

 

Correa et al 

(2015) 

One-to-

one 

14 One family therapy 

session was delivered to:  

address the client's 

anxieties about familial 

relationships, her 

increasing independence, 

and ways that lifestyle 

  CBT addressed behavioural, physiological, and cognitive 

PCOS related symptoms.  

-Psychoeducation about PCOS (insulin resistance; realistic 

goal setting for diet and exercise) 

-Impact of stress on PCOS symptoms (stress triggers and 
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characteristics impacted 

on PCOS. The family’s 

role in helping the client 

to manage PCOS was 

discussed. 

 

coping strategies) 

- Behavioural activation, overview of PCOS physiological 

and psychological symptoms. 

-Restructuring cognitions regarding weight and shape, 

address body image dissatisfaction 

- Mindful eating, coping strategies for issue of infertility 

- Diaphragmatic breathing techniques and progressive 

muscle relaxation 

- Strategies to prevent relapse into depression or anxiety. 

 

 

Szigethy et 

al (2007)  

One-to-

one 

9-11 Three parent sessions 

delivered pre mid and 

post treatment, to provide 

psychoeducation to 

parents about depression 

and IBD, and encourage 

parents to become CBT 

coaches. 

Maximum of three 

sessions delivered via 

telephone. 

Face to face sessions were 

coordinated with medical 

visits/hospitalizations.  

 

-Target depressive symptom by teaching skills to improve 

IBD related cognitions/behaviours. 

- Aim to improve medication adherence by understanding 

client's behaviour 

- Support the client to increase activity levels and enhance 

social connectedness.  

 

Session: 

1) Education about CBT, IBD and depression. Aim to elicit 

child's chronic illness narrative (e.g. what they think caused 

the illness and how it has affected their life). 

2) Relaxation skills for abdominal pain e.g. guided imagery 

3) Show true self, especially when depressed or physically 

ill. 

4) Plan activities and exercise alone and with others 
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5) Practice existing talents and plan new ones 

6) Modify negative cognitions about IBD and other aspects 

of life 

7) Modify negative cognitions using help from others; use 

of distraction techniques with activities. 

8) Plan a set of coping skills 

9) Predict future problems, reinforce plan to use coping 

skills; review chronic illness narrative  
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Table 1.4.  

Themes of interventions 

Paper Psycho-

education 

Cognitive 

restructuring of 

illness related 

thoughts/beliefs 

Stress 

management 

Interpersonal 

relationship 

building 

Skills 

building 

Behavioural 

activation 

Telephone 

sessions 

Parental or 

family 

involvement 

Sessions scheduled 

or adapted with 

medical 

appointments 

 

Cumba-Aviles 

(2017)  

         

 

Rossello & 

Jimenez-

Chaffey 

(2006)  

         

 

Szigethy et al 

(2004)  

         

 

Szigethy et al 

(2014) * 

         

 

Rofey et al 

(2009) 

         

 

Hickman et al 

(2015) 

  

CR to change 

negative 

thoughts to 
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positive 

 

Loades 

(2015a) 

  

CR around 

depressive 

thinking 

       

 

Hilliard et al 

(2011) 

         

 

McGrady & 

Hood (2013) 

         

 

Loades 

(2015b) 

    

Social skills 

as part of 

ASD 

     

 

Correa et al 

(2015) 

         

 

Szigethy et al 

(2007) 

         

          

*Psychoeducation was assumed due to the content of psychoeducation in other PASCET-PI interventions (Szigethy et al., 2014). Author was contacted to 

confirm but no response was obtained. 
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Twelve studies were included, with a total of 195 adolescents across these 

studies (see table 1.2). These studies covered a range of chronic illnesses: type 1 

diabetes (T1DM) (n=3), Polycystic Ovary syndrome (PCOS) (n=2), Irritable Bowel 

Disease (IBD) (n=3), headache (n=1), Chronic Fatigue Syndrome (CFS) (n=1), 

Fanconi Anaemia (n=1) and Chronic Pain (n=1). The number of CBT sessions 

ranged from 6-35, with a mean of 14 sessions. Most studies were carried out in 

the USA (n=8), with others carried out in the UK (n=2) or Puerto Rico (n=2).  

The content and practical adaptations of each intervention are documented 

in Table 1.3. What follows is a description of eight main themes of the 

interventions: delivery of interventions, psychoeducation of chronic illness and 

depression, cognitive restructuring of chronic illness related cognitions, stress 

management, interpersonal relationship building, skills building, behavioural 

activation, and family involvement.  

Delivery of interventions 

Most interventions were delivered one-to-one, however two ran in a group 

setting to foster peer support (Cumba-Avilés, 2017; Rosselló & Jiménez-Chafey, 

2006). Five interventions adapted the delivery of CBT to be via telephone when 

needed (Hickman, Jacobson, & Melnyk, 2015; Rofey et al., 2009; Szigethy et al., 

2014; Szigethy et al., 2007; Szigethy et al., 2004) to promote engagement due to 

treatment covering a wide geographic area (Szigethy et al., 2014) or to deliver 

appointments at more convenient times (e.g. evenings) (Hickman et al., 2015). In 

addition, sessions were sometimes scheduled in line with hospital appointments, 

admissions (Szigethy et al., 2007; Szigethy et al., 2004) or to compensate for 

multiple hospital stays (Hilliard, Ramey, Rohan, Drotar, & Cortina, 2011). 

Lastly, two papers mentioned adaptations to accommodate for symptoms of 

fatigue, including shortening worksheets for participants (Cumba-Avilés, 2017), 

allowing breaks during sessions, delivering shorter sessions and not always 

setting homework at the end of each appointment (Loades, 2015a). 

Psychoeducation of chronic illness and depression 

Psychoeducation around chronic illness and depression was a key part of 

most interventions (see Table 1.4). This often occurred in the preliminary sessions 

and tended to focus on the comorbidity of chronic illness and depression, and the 
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link between physiological symptoms of the chronic illness (e.g. blood glucose 

levels) and mood (Cumba-Avilés, 2017; Rofey et al., 2009; Szigethy et al., 2007; 

Szigethy et al., 2004). Some interventions included psychoeducation or 

formulation about thoughts, feelings and behaviours associated with physical 

illness, conceptualised within a CBT framework (Correa, Sperry, & Darkes, 2015; 

Cumba-Avilés, 2017; Hickman et al., 2015; Hilliard et al., 2011; Loades, 2015a, 

2015b; Rosselló & Jiménez-Chafey, 2006). 

Cognitive restructuring of illness related cognitions  

Cognitive restructuring was employed as part of all the interventions. Some 

interventions targeted depressive thinking and maladaptive thought patterns 

(Hickman et al., 2015; Loades, 2015a, 2015b; Rofey et al., 2009; Rosselló & 

Jiménez-Chafey, 2006; Szigethy et al., 2007) However, in ten studies, cognitive 

restructuring involved challenging illness-related thoughts and beliefs (Correa et 

al., 2015; Cumba-Avilés, 2017; McGrady & Hood, 2013; Rofey et al., 2009; 

Rosselló & Jiménez-Chafey, 2006; Szigethy et al., 2014; Szigethy et al., 2007). 

The content of maladaptive thoughts seemed somewhat dependent on the illness 

physiology, (e.g. challenging maladaptive thoughts around weight and shape in 

PCOS (Correa et al., 2015)) or dependent on the experience of living with a 

chronic illness (e.g. “nobody can be happy having diabetes”) (Cumba-Avilés, 

2017).  

Stress management 

Stress management was included in four studies (Correa et al., 2015; 

Cumba-Avilés, 2017; Hickman et al., 2015; McGrady & Hood, 2013), including 

coping with school and peer pressure (McGrady & Hood, 2013). In other studies, 

the link between stress and chronic illness symptoms was discussed, in addition to 

strategies to reduce stress such a healthy eating and exercise (Correa et al., 2015; 

Cumba-Avilés, 2017; McGrady & Hood, 2013). 

Interpersonal relationship building 

Most interventions included a focus on developing positive relationships. In 

some studies, relationship building was addressed through conflict resolution 

(Hickman et al., 2015), including within the family unit to address tensions due to 

growing independence in adolescence (Correa et al., 2015; Cumba-Avilés, 2017; 



 

42 
 

McGrady & Hood, 2013). Other interventions emphasised increasing social 

support and enhancing social connectedness (Rofey et al., 2009; Szigethy et al., 

2007; Szigethy et al., 2004) as well as developing social skills, improving 

communication about blood glucose monitoring with parents (McGrady & Hood, 

2013) and building positive relationships with health professionals (Cumba-Avilés, 

2017; Hickman et al., 2015; Szigethy et al., 2014; Szigethy et al., 2004). 

Skill building 

A variety of different skill building techniques were employed across all the 

interventions, largely dependent on the difficulties unique to the chronic illness. For 

example, delivering CBT to adolescents with T1DM or PCOS included meal 

planning, healthy eating, reading food labels and goal setting for diet and exercise 

(Correa et al., 2015; Cumba-Avilés, 2017; Rofey et al., 2009). Problem solving 

skills to manage the chronic illness were a key feature across the interventions 

(Cumba-Avilés, 2017; Hickman et al., 2015; McGrady & Hood, 2013; Rofey et al., 

2009; Szigethy et al., 2014; Szigethy et al., 2004). However, problem solving skills 

were also used to address barriers to medication adherence (Hilliard et al., 2011) 

or to tackle realistic negative thoughts (Loades, 2015b). 

Some interventions taught relaxation skills including guided imagery, 

progressive muscle relaxation or calm breathing (Correa et al., 2015; Loades, 

2015b; McGrady & Hood, 2013) and these were sometimes used more specifically 

to address symptoms of pain (Hilliard et al., 2011; Szigethy et al., 2014; Szigethy 

et al., 2007; Szigethy et al., 2004). Other specific skills that were covered included 

time management (Rosselló & Jiménez-Chafey, 2006), sleep management 

(Loades, 2015a; Rofey et al., 2009) and general self-care (Cumba-Avilés, 2017; 

Rosselló & Jiménez-Chafey, 2006). 

Behavioural activation 

Behavioural activation was used in most studies (n=11). Some interventions 

emphasised balancing necessary activities (e.g. blood glucose monitoring) with 

enjoyable ones (Cumba-Avilés, 2017; Rosselló & Jiménez-Chafey, 2006), 

whereas other interventions focused on increasing enjoyable or social activities 

(McGrady & Hood, 2013; Szigethy et al., 2014; Szigethy et al., 2007; Szigethy et 

al., 2004). Behavioural techniques were sometimes illness-related, such as 
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targeting medication adherence or incorporating exercise for participants with 

PCOS (Hilliard et al., 2011; Rofey et al., 2009). In addition, behavioural techniques 

were adapted due to the presence of the illness, by addressing illness-related 

barriers to enjoying positive activities or setting smaller behavioural activation 

targets due to fatigue (Loades, 2015a; Rosselló & Jiménez-Chafey, 2006).  

Parental or family involvement 

Involving families was a key part of most of the interventions (n=8) and 

whilst involvement was predominantly from parents, in some cases siblings or 

grandparents attended (Hilliard et al., 2011; Szigethy et al., 2004) (see Table 1.4). 

In the PASCET-PI interventions, family sessions were used to elicit the family’s 

illness narrative (Rofey et al., 2009; Szigethy et al., 2014; Szigethy et al., 2007; 

Szigethy et al., 2004) and to reinforce parent coaching of CBT skills (Szigethy et 

al., 2014; Szigethy et al., 2007). Families were also invited to treatment reviews or 

to address specific concerns (Correa et al., 2015; Loades, 2015a; Rosselló & 

Jiménez-Chafey, 2006). Family or parental involvement was embedded 

throughout interventions (Hilliard et al., 2011; Rofey et al., 2009; Szigethy et al., 

2014; Szigethy et al., 2004); family were involved with homework tasks, 

implementing CBT strategies or illness management (Hilliard et al., 2011; Szigethy 

et al., 2014). 

 

Discussion 

The current review, which described and synthesised the content and 

delivery of CBT interventions for adolescents with depression and chronic 

illnesses has found that CBT for depression is adapted for the chronic illness 

context in several ways. Firstly, practical adaptations in the delivery of CBT include 

group vs 1:1 intervention to foster peer support, providing telephone appointments 

or appointments in line with medical visits to maximise access to CBT, and 

parental/family involvement in the implementation of CBT strategies and to 

understand the family’s narrative about the chronic illness. Second, content of 

CBT was also adapted. Typically, interventions included psychoeducation about 

depression, chronic illness and the complex link between the two; cognitive 

restructuring of illness-related cognitions; stress management and exploring the 

link between stress and chronic illness symptoms; interpersonal relationship 
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building to foster social connectedness and address illness-related conflicts; skills 

building such as healthy eating or problem solving skills to manage the chronic 

illness, and behavioural activation that addressed chronic illness related barriers to 

accessing activities and set activity goals taking into account the impact of the 

illness. 

 Psychoeducation was a prominent feature of most CBT interventions and 

tended to include the relationship or comorbidity between physiological symptoms 

of the chronic illness and mood. These findings replicate similar results found by 

Moore et al, where papers were included that addressed different types of mental 

health difficulties. Psychoeducation is a key component of CBT interventions 

generally and has been delivered as part of CBT adolescent depression (Stanley 

et al., 2009; Wells & Albano, 2005). However, the current review demonstrates 

that when delivering CBT to adolescents with comorbid depression and chronic 

illness, psychoeducation may need to include information about both depression 

and the chronic illness, and the complex relationship between the two. The 

process of formulation, which is imperative to CBT, blends theory research and 

individual factors (Tarrier & Johnson, 2015). CBT may therefore be a particularly 

suitable approach for capturing the complex interplay between physical and 

mental health. 

Cognitive restructuring and behavioural activation are two well established 

CBT techniques for treating depression. However, this current review found that 

the presence of chronic illness did indeed necessitate adaptations in the content of 

how these were delivered. Whilst most interventions addressed depressive 

cognitions consistent with standard CBT, the presence of chronic illness led some 

interventions to also address illness related beliefs. Further, activities consistent 

with illness management, addressing illness barriers or balancing illness 

management with pleasant activities were considered when delivering behavioural 

activation. Our findings replicate similar results from Moore et al, whereby 

interventions included in their review emphasised healthy illness-related thoughts 

and behaviours. The current synthesis therefore supports the idea that there are 

unique cognitive and behavioural processes associated with having a chronic 

illness in adolescence (Bennett et al., 2017; Knight et al., 2014; Rangel et al., 

2003; Yeo & Sawyer, 2005) and such processes may need to be considered when 
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delivering CBT.  

Most interventions included skills building or interpersonal relationship 

building.  Skills building was often contingent on how the chronic illness impacted 

cognitions and behaviours. For example, where the chronic illness had an impact 

on eating or vice versa, interventions included skills like healthy recipes, nutrition 

and exercising safely (Correa et al., 2015; Cumba-Avilés, 2017). Again, given that 

CBT is a formulation driven person-centred approach, it may be that CBT is 

particularly suited to incorporating strategies (such as diet or exercise) that centre 

around the unique qualities of the chronic illness (e.g. managing blood sugar or 

appetite) and the relationship with mood. Moore et al did not synthesise 

adaptations that included skills or interpersonal relationship building. Therefore, 

the current study contributes to the literature by showing that, for adolescents with 

depression specifically, adaptations to CBT delivery include skills related to 

managing the chronic illness and interpersonal relationship skills. 

It is surprising that only two of the studies addressed sleep problems, given 

that sleep disturbance is common in chronic illness populations (Benhayon et al., 

2013) and that CBT for sleep problems has shown promise in reducing depressive 

symptoms in adolescents (Cliffe, Croker, Denne, Smith, & Stallard, 2020; Orchard 

et al., 2019). However, the fact that sleep was not a prominent feature of the 

interventions may be in line with research suggesting that physiological symptoms 

associated with chronic illness such as pain, do not actually predict sleep quality 

(Bromberg et al., 2012). It is unclear why sleep was not addressed in the 

interventions included here; however it is plausible that therapists assumed that 

adolescents would not be receptive to engaging in interventions targeting sleep 

(Higson-Sweeney, Loades, Hiller, & Read, 2020). Additionally, it may be that 

addressing cognitions and behaviour had an indirect improvement on sleep as has 

been found in previous research (Stulemeijer, de Jong, Fiselier, Hoogveld, & 

Bleijenberg, 2004), and therefore sleep was not directly addressed in the 

interventions. 

Family involvement in CBT is commonplace when addressing adolescent 

depression without the presence of chronic illness (Verduyn, Rogers, & Wood, 

2009; Wells & Albano, 2005). However, the additional presence of a chronic illness 

means that the adolescent may become increasingly dependent on their parents 
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(Yeo & Sawyer, 2005). The additional burden of managing a chronic illness may 

mean it is even more important for families to be involved throughout CBT. Despite 

this, four studies did not include parents (Cumba-Avilés, 2017; Hickman et al., 

2015; Loades, 2015a; McGrady & Hood, 2013). It may be that in some instances, 

self-management of symptoms and promoting independence and empowerment is 

particularly indicated (Correa et al., 2015; Yeo & Sawyer, 2005). Indeed, Moore et 

al highlight that whilst parents are valuable in encouraging their children to practice 

skills and attend appointments, tensions may arise if adolescents want to feel 

empowered to take ownership of their chronic illness or mental health. Parents 

may also value the opportunity to ‘step-back’ and adolescents may value the 

chance to access ‘adult-free’ support (Moore et al., 2019).  

Implications for research  

Whilst the aim of this scoping review was to map and summarise the content 

and process of CBT interventions, future research could consider developing a 

conceptual model of depression in chronic illness, and developing and testing 

adapted CBT for depression based on this model to this client group, which would 

have strong clinical value. Based on the current review findings, this model could 

include cognitive, behavioural, and physiological processes evident in young 

persons with chronic illness and perhaps the link between chronic illness and 

depression.  

The current review demonstrates that chronic illness presents unique practical 

barriers to engaging in CBT need to be accommodated in delivery. Appointments 

may need to coincide with medical visits, session pace and length may need 

adapting, and telephone appointments may be required. Given the additional 

commitments of having a chronic illness, therapists should therefore consider how 

CBT is delivered to maximise patient engagement and access to therapy; research 

suggests that families appreciate when interventions are delivered taking into 

account their travel and cost (Moore et al., 2019). Whilst no guidelines exist for this 

population, NICE guidance indicates that treating chronic illness and depression 

should consider adaptations such as telephone delivery, especially in the context 

of poor mobility (NICE, 2010). 
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Limitations 

Scoping reviews do not typically conduct quality assessment of included 

studies (Briggs, 2015; M. T. Pham et al., 2014), as the aim of a scoping review is 

to comprehensively cover a given topic and therefore a wide variety of 

methodologies are included (McColl et al., 2009; Njelesani, Couto, & Cameron, 

2011). The aim is to map existing evidence rather than make recommendations for 

policy and practice based on the best quality evidence (Briggs, 2015). However, 

this has been highlighted as a limitation of scoping review methodology (Brien, 

Lorenzetti, Lewis, Kennedy, & Ghali, 2010).   

Two databases were chosen based on their likelihood to yield the most 

relevant papers; however, searching additional databases could have yielded 

more studies. In addition, although scoping review methodology is particularly 

useful for mapping a given subject from heterogeneous studies, it is important to 

acknowledge that this population is likely to present with a variety of cognitive, 

behavioural and physiological symptoms that differ between types of chronic 

illness. Lastly, whilst every effort was made to ensure all articles were obtained 

through a comprehensive search strategy, it is possible that articles were missed, 

and additional search terms may exist that were not included in this review.  

It is important to note that the studies included in this review have their 

limitations. Most studies were conducted in the UK or US; applicability of these 

findings to countries where there may be cultural differences should therefore be 

done so with caution. Lastly, whilst the studies collectively cover different chronic 

illness, the variety of chronic illnesses that have been researched is still somewhat 

limited. Each chronic illness presents differently and may have a different 

relationship with depression. Therapists should therefore exercise caution when 

interpreting these findings in the context of different chronic illnesses that have not 

been described in this review. 

Conclusion 

The aim of this review was to describe the content and process of CBT 

interventions delivered to adolescents with depression and chronic illness. Overall, 

the findings demonstrate that similar techniques are used in interventions that 

address depression where there is an absence of chronic illness. However, a 
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distinct difference is the nature of cognitions and types of behaviours targeted with 

this population, that typically depend on the nature of the chronic illness. This 

review highlights that most, although not all, CBT interventions for this population 

include parental or familial involvement and that tensions may arise between 

involving families in intervention versus empowering the young person. 

Intervention efficacy was not evaluated in the current review as the aim was to 

summarise reported practice as broadly as possible. Taken together with previous 

findings suggesting the efficacy of CBT for adolescents with depression and 

chronic illness (Moore et al., 2019), this review informs the way in which CBT for 

depression in adolescents may need to be adapted in the context of a chronic 

illness.    
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Literature Review 

Learning disability can be defined as reduced intellectual, social and 

practical functioning, which begins within a person’s developmental phase 

(American Psychiatric, 2013). It is argued that people with a learning disability  

(PWLD) may be more likely to face adverse experiences compared to the general 

population, including social rejection, stigma and lack of appropriate support 

(Idusohan-Moizer, Sawicka, Dendle, & Albany, 2015). Further, PWLD may be 

more likely to develop mental health problems (D. Dagnan, Jackson, & Eastlake, 

2018; Smiley, 2005), which is perhaps unsurprising given the aforementioned 

likelihood of facing adverse experiences (Idusohan-Moizer et al., 2015). 

Research suggests that 20 – 30% of offenders have a learning disability 

(Loucks, 2007) and approximately 11.6-20% of offences by PWLD are sexual 

offences (Sondenaa, Rasmussen, Palmstierna, & Nottestad, 2008). There is a risk 

of reoffending if support does not meet the needs of this client group (Talbot, 

2008). PWLD have historically been excluded from cognitive-behavioural Sex 

Offender Treatment Programmes (SOTPs), due to the assumption that the course 

material is too complex, and they may struggle with comprehension skills, working 

memory and abstract concepts (Cohen & Harvey, 2016; Sturmey, 2004; Talbot, 

2008). However, SOTPs have successfully been adapted to meet the needs of 

PWLD (Cohen & Harvey, 2016; Loucks, 2007; Sturmey, 2004) by including less 

information each session, repeating session content and greater use of visual aids 

(Loucks, 2007; Melvin, Langdon, & Murphy, 2019). 

Research has demonstrated that adapted SOTPs for PWLD produced 

positive change in cognitive distortions, victim empathy and sexual knowledge 

(Jones & Chaplin, 2020; Marotta, 2017; Patterson, 2018). Further, PWLD with or 

without a forensic history value attending groups to talk about their problems, 

access support, and learn that other people may have the same difficulties (Hays, 

Murphy, Langdon, Rose, & Reed, 2007; Tomlins & Cawley, 2016).   

Learning disability and autism 

The UK prevalence of people with comorbid autism and learning disability 

(PWLDA) is approximately 1.1% of the population, and it is estimated that, 

depending on the severity of the learning disability, 31%-35.4% of adults with 

learning disability also have a diagnosis of autism (Brugha et al., 2012). In forensic 
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populations, approximately 14% of those with autism have comorbid LD 

(Anckarsater, Nilsson, Saury, Rastam, & Gillberg, 2008). Research suggests that 

sexual recidivism rates for forensic populations is between 7 and 15% (7-15.5%) 

(Caldwell, 2010; Tidefors, Ingevaldson, & Goulding, 2018) and 32% for PWLD 

(Heaton & Murphy, 2013). Further, it is estimated that a comorbid diagnosis of 

ASD may increase likelihood of reoffending (Heaton & Murphy, 2013), although 

this finding should be interpreted with caution due to small sample size.  

There are several reasons why PWLDA may have higher recidivism rates. 

For example, people with autism have deficits in empathy, social-emotional 

reciprocity and due to impaired of Theory of Mind (ToM), do not always 

understand the thoughts, intentions and behaviours of others (American 

Psychiatric, 2013; Di Tore, Giuseppe, & Corona, 2017). Increasing victim empathy 

is a core component of SOTP, yet people with autism may struggle with this, 

subsequently impacting on their experience of the group and potentially leaving 

them more vulnerable to committing sexual offences (Allely et al., 2017). The 

combined difficulties associated with LD and autism, may therefore mean that 

PWLDA have specific difficulties or needs, that should be addressed in SOTP.  

Second, characteristics associated with autism may mean PWLDA find it 

more challenging to engage with the group setting. Psychoeducational groups 

tend to work on the premise that service-users have some level of introspection, 

interact socially with others and can generalise learning outside of the group, yet 

people with autism may find these aspects challenging due to deficits in social-

emotional reciprocity and ToM (Higgs & Carter, 2015).  

Despite the argument that people with autism may struggle in a group 

setting (Higgs & Carter, 2015), research suggests that this is not necessarily the 

case. For example, one study found that people with autism engaged well with a 

CBT group, had low drop-out rates and improved quality of life outcomes 

(Hesselmark, Plenty, & Bejerot, 2014). Melvin et al (2019) explored the 

experiences of PWLDA accessing a SOTP and found that participants valued the 

group’s social benefits, yet they also reported the social benefits as the primary 

aim of the intervention above and beyond other aspects such as increasing victim 

empathy. Interestingly, victim empathy was scarcely mentioned by participants, 

which the authors postulate could be linked to autism specific difficulties such as 
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deficits in ToM and empathy, or a function of offending (e.g. to avoid feelings of 

shame).  

Aim of the current study  

Only one study to date has investigated the experience of PWLDA 

accessing SOTPs (Melvin et al., 2019) and the authors recommend that given the 

scarcity of research in this area, research should continue to investigate the views 

and experiences of PWLDA accessing SOTPs. Further, to the authors knowledge, 

no study has explored the experiences of PWLDA from the perspective of 

facilitators. Exploring facilitator’s perceptions may provide valuable insight into the 

experience of PWLDA accessing SOTPs. The Forensic Community Learning 

Disability Team (FCLDT) in Avon have noticed that PWLD can benefit from the 

shared experience of being within a group. However, there is concern that PWLDA 

may not benefit from or value the presence of others and may have additional 

needs that present a challenge to learning the group content. Understanding both 

the client and facilitator’s experience of SOTPs may provide useful information 

about how the SOTP can be better adapted to meet the needs of PWLDA.  

The aim of this study is to explore the experiences of facilitator’s and 

PWLDA attending the SOTP where people with a learning disability with or without 

autism attend. The primary question to be explored is: how do people with learning 

disability and autism experience the group?  

 

Method 

Participants 

Participants were a) current group facilitators of the SOTP or b) service-

users currently accessing the group, had capacity to consent, and had both a 

learning disability and autism.  

Participant recruitment 

Facilitators were approached by the researcher and invited to take part. 

Four out of five group facilitators consented to take part. 

Prior to recruiting service-users, consent forms, information sheets and 

debrief sheets were developed using feedback from the Forensic CLDT service 
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user forum. Feedback was given on the layout, wording of sentences, amount of 

text and use of pictorial information (see Appendix B2). Service-users who were 

part of the forum did not participate in the research.  

Two current service-users with comorbid LD and autism attending the 

SOTP were approached about the study by a member of the FCLDT team whom 

the service-user knew well. The facilitator ascertained each person’s interest in 

being interviewed. Once the person agreed, a meeting was planned with the 

researcher, Psychologist and service-user to describe the procedure in greater 

depth, provide the information sheet, consent form and assess capacity to consent 

using a capacity assessment checklist (see Appendix B3, B4, B5). The two 

service-users agreed to take part in the study.  

It was consistently emphasised that participation was voluntary, 

dissemination of results was anonymous, and their responses would not impact 

negatively on their access to support. As highlighted by (Leggett, Goodman, & 

Dinani, 2007), participants with a forensic history may feel under interrogation or 

worry about the data protection of their recording. Therefore, the purpose of 

recording and data protection was repeated at several time points and 

documented clearly on the information sheet. Participants were given 

approximately two weeks to consider whether they wanted to take part. The 

researcher took care to monitor consent throughout the interview itself, attending 

to verbal and non-verbal cues. 

Procedure 

All interviews were conducted at the FLCDT service. To manage risk, the 

researcher had an alarm with the team’s Psychologist nearby. A semi-structured 

interview schedule was used to allow the researcher to follow interesting lines of 

enquiry (see Appendix B6; B7). Handouts from the SOTP were used to assist with 

service-user’s memory about the group. Facilitator interviews lasted between 25-

50 minutes and 20-30 minutes for service-users. Debrief sheets were provided 

after each interview. Service-users were advised that upon project completion, 

they had the option to read a summary of the report.  

Data analysis 

All interviews were transcribed verbatim. Thematic Analysis was used, due 
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to its ability to make sense of collective experience and identify patterns of 

meaning that answer a particular research question (Braun & Clarke, 2012). Given 

that thematic analysis is not wedded to a theoretical standpoint, an inductive 

approach was chosen for analysis. This results in a bottom up analysis where the 

themes closely match the content of the data (Braun & Clarke, 2012). The six 

steps of Thematic Analysis are listed in Table 2.1. A second rater independently 

matched 10% of quotes from facilitator and service-user interviews with the 

themes, achieving an inter-rater reliability of 100%. 

 

Table 2.1.  

Stages of Thematic Analysis from (Braun & Clarke, 2012). 

Stage Process 

1. Familiarizing 

yourself with the 

data 

Researcher becomes immersed in the data set, by 

listening to the audio files and reading and re-reading the 

interview transcripts. Whilst listening or reading, the 

researcher makes notes of any parts of potential interest 

and begins to consider the meaning of the data. 

 

2. Generating initial 

codes 

The data set is read whilst systematically analysing the 

data to generate initial codes. Codes can be descriptive or 

interpretative and are typically closely related to the 

content of the data set. The researcher names each code 

and only codes data that is relevant to the research 

question. Data should be read considering whether a 

current or new code should be applied. 

 

3. Searching for 

themes 

Themes are actively generated by reviewing the coded 

data to identify overlap between codes. Superordinate 

and subthemes are ‘clusters’ of codes that reflect a 

meaningful pattern. The task is to identify distinct themes 
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that work together as a coherent whole.  

 

4. Reviewing 

potential themes  

Research quality checks the themes by reviewing them 

with the coded data and data set in its entirety. This stage 

may result in discarding incoherent themes.  

 

5. Defining and 

naming themes 

Themes should be related but not overlap and need to 

directly address the research question. Each theme’s 

specificity must be clearly defined. Consider how 

subthemes fit with larger, superordinate themes. Extracts 

are selected to describe each theme and write up of the 

findings begins. 

 

6. Producing the 

report 

The researcher writes the report. Thematic analysis is not 

just descriptive; the report needs to make an argument 

that answers the research question and tells a convincing 

story about the data set. 

 

 

Results 
Three superordinate and six subthemes were identified from facilitator’s 

interviews (see figure 2.1). The superordinate theme ‘inter-personal processes’ 

captures three subthemes: connection, navigating relationships and sharing 

experiences. The superordinate theme ‘knowledge and skill integration’ includes 

three subthemes: cognitions, behavioural rules, and other’s perspectives. The final 

superordinate theme ‘group structure’ includes two subthemes: predictability and 

adaptations.  

Inter-personal processes 

Connection 

The theme, ‘connection’ describes how PWLDA experience social 



 

62 
 

connection with group members and learn through these relationships. One 

facilitator described how information from a peer may impact psychological 

processes such as denial: 

“.. in terms of denial, if it is denial, then, I think that, it might just change the 

sentiment for someone or might make them feel like they can let their guard down 

a little bit more, because its coming from a peer…” [Facilitator 1; lines 138-140] 

Information from a peer may be received differently, and it may be easier 

for PWLDA to engage with change through the help of group members. Learning 

through their relationships with others a helpful way of integrating new skills and 

knowledge. One facilitator expressed their views as to whether the PWLDA valued 

social connection over the content of the group, impacting on their understanding 

of the group’s purpose.  

“…there was another comment earlier on about how, how that person is 

going to really miss the group and would love to come and do another group. And I 

think maybe if he viewed it as a treatment programme he maybe wouldn’t have 

that view.” [Facilitator 2; lines 203-205] 

It seems that facilitators have observed the benefits of social connection for 

PWLDA attending the group, including the benefits of learning through other group 

members. However, valuing social contact without appreciating the underlying 

purpose of the group may warrant further exploration. 

 

Navigating relationships 

Facilitators described challenges in social communication between PWLDA 

and PWLD, such as difficulties with turn taking, social nuances and social 

integration:  

“…because it had been misinterpreted and that, and then it could, you 

know, it had the potential to create friction or aggression, or feelings of anger, and 

it did create feelings of anger I think for some people in the group… but with that I 

think, for some people with Autism it can create anxiety for that, for the kind of er, 

comorbid sort of consequence of that confusion…” [Facilitator 1; lines 224-229] 

Anger experienced by group members without Autism, may lead to anxiety 
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for people with Autism. PWLDA may be unaware of their difficulties with 

communication and may experience responses to these difficulties as confusing or 

anxiety-provoking. 

Sharing experiences 

‘Sharing experiences’ includes descriptions from facilitators about the 

difficulties PWLDA may have in sharing their offence with group members; this 

was described in the context of social difficulties, confidence and denial: 

“… some people naturally progress through the group and then they’re 

willing to engage with the offence analysis and talking it about it with others where 

they build that confidence. Sometimes the people in the group with Autism don’t 

appear to naturally follow that same progression… maybe they’re just not feeling 

the same confidence maybe they’re struggling socially…” [Facilitator 2; lines 272-

277] 

“…… but then that may not be because they’ve got Autism, that may just be 

that they just don’t want to talk about it and they don’t want to accept what they’ve 

done.” [Facilitator 2; lines 244-246] 

PWLDA may experience disclosing their offence differently to other group 

members and perhaps offence disclose would be easier if they felt more confident 

or were able to engage socially. However, the second quote also suggests that 

feelings of denial, rather than difficulties specifically associated with Autism, may 

hinder their ability to share.  

 

Knowledge and skill integration 

Cognitions  

‘Cognitions’ relates to facilitator’s descriptions that PWLDA struggle to 

understand group material due to difficulties with cognitive rigidity, resulting in 

difficulty challenging thinking and shifting perspectives.  

“…It can be very difficult to shift that perspective, because it can be very 

fixed, erm I’m just thinking of somebody within the current group that is, erm, 

absolutely fixed from the beginning of the group to the end of the group that their 

behaviour in their view wasn’t sexually motivated…” [Facilitator 4; lines 142-145] 
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It appears that this facilitator is suggesting that difficulties with cognitive 

rigidity could impact how PWLDA experience changes (or lack thereof) in how they 

perceive their offence. One facilitator described difficulties with thoughts and 

feelings for PWLDA in the context of finding it difficult to understand abstract 

concepts. 

“…so there’s a lot of it as we’d expect that’s about cognitions and emotions, 

both of which for our guys in the group who have Autism as well have been quite 

abstract concepts to get hold of…” [Facilitator 3; lines 116-117] 

Overall, difficulties with thinking such as cognitive rigidity or abstract 

thinking have been understood by facilitators as aspects that may impact 

engagement with group material and ability to engage with change processes.  

Behavioural rules  

‘Behavioural rules’ conceptualises facilitator’s descriptions about how 

PWLDA respond to learning new ways of behaving. One facilitator described a 

person with Autism engaging more with behaviour than thoughts and feelings. 

“…in some of the exercise we’ve just taken much more of a behavioural 

focus, rather than keep hammering away at thoughts and feelings…” [Facilitator 3; 

lines 137-139] 

Presenting the information in a way that focuses on behavioural rules, may 

be experienced as easier to understand for PWLDA compared to information 

about thoughts and feelings. PWLDA may focus more on behavioural rules: 

“…if you were asking about thoughts prior to the behaviour, or questions 

about what’s the impact on the victim and that kind of thing, he would say 

something like ‘we don’t take our clothes off in public’…” [Facilitator 3; lines 154-

156] 

It appears that the facilitator has interpreted behavioural rules as holding 

more weight for people with Autism, or that perhaps engaging with behavioural 

rules reflects this person’s level of cognitive ability.  

Other’s perspectives 

‘Other’s perspectives’ encapsulates facilitator’s descriptions of PWLDA 

struggling to empathise with their victims and understand the perspectives of 



 

65 
 

others, whilst also experiencing frustration:  

“..I think maybe that’s a frustration around that sort of slight sense probably 

for him of a disconnect between what we’re asking and what he’s able to 

contemplate and process…” [Facilitator 3; lines 164-166] 

This facilitator seems to be suggesting that people with Autism may 

experience frustration in the group when presented with a task that is beyond their 

ability. PWLDA may therefore experience certain group topics like victim empathy 

as challenging or frustrating if they are unable to engage with this topic at the level 

of people without Autism attending the group. Adapted communication was 

described as helping with perspective taking for PWLDA: 

“…as facilitator I think it’s then on us to more actively explain that ‘oh, do 

you see then, [name]’s experience is really like yours isn’t it?’… and kind of doing 

that a bit more explicitly.” [Facilitator 3; lines 26-269] 

Direct questioning and actively making links between another’s experience 

and the experience of PWLDA, may be one way that facilitators can aid 

understanding of concepts for PWLDA and support difficulties with perspective 

taking.  

Group structure 

Predictability 

The theme ‘predictability’ relates to facilitators observations that PWLDA 

valued the predictability and consistency of attending the group each week: 

 “…one person in particular that really valued coming in and having a look 

at the room, having a chat about what we’re going to use in the room in terms of 

were we going to use the board. So that, yeah that kind of you know uncertainty 

about coming to a group…” [Facilitator 4; lines 208-211] 

This quote highlights that PWLDA may value knowing as much about the 

group as possible beforehand, perhaps as a way of dealing with feelings of 

uncertainty. Another facilitator suggested that PWLDA experience anxiety before 

the group starts and providing information about the group’s location and process 

may reduce anxiety. 

 “…if we can just give people our pictures, or if we can give them like more 
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or as much information of like what’s going to happen in that first session, erm, or 

even like they’re coming to see the place before they, before the group starts, it’s 

that they, it’s just the little things that might help reduce some of that anxiety…” 

[Facilitator 1; lines 392-395] 

It may therefore be the case that predictability is one adaptation that could 

be considered both before and during the group.  

 

Adaptations 

‘Adaptations’ refers to facilitators’ descriptions about how the group could 

better meet the needs of PWLDA e.g. group structure, carer liaison and direct 

communication. One facilitator mentioned one-to-one sessions: 

“… one person with that kind of characteristic, would sort of ebb and flow in 

terms of motivation… to be fair that was sort of mediated outside of the session in 

one to ones with another psychologist, so there was kind of a good strategy set 

up, for that person to process their feelings after the group… to retain their 

motivation…” [Facilitator 1; lines 177-181] 

Carer liaison was also identified as beneficial: 

“… we as a team kind of want to do more to involve carers and support 

workers etc on a more of kind of regular basis… so that they have more 

knowledge that can be springboarding to conversations…” [Facilitator 3; lines 407-

410] 

PWLDA may need to be reminded of group content and the opportunity to 

discuss their learning with carers could assist with knowledge integration. Another 

facilitator described ‘checking-in’, as a way to adapt communication for PWLDA. 

“… I think maybe trying to regularly check in with him during the group, 

saying his name to get his attention, to make sure he’s listening more, maybe 

more often than you do to other group members.” [Facilitator 3; lines 138-140] 

This suggests that PWLDA may find it more difficult to listen during the 

group and ‘checking-in’ may help with attention and listening. One-to-one support, 

greater carer liaison and direct communication may all be helpful group 

adaptations.  
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Figure 2.1. Thematic map of facilitator interviews 

 

Service-user interviews revealed two superordinate themes, each with two 

sub-themes: inter-personal processes (sub-themes of group relationships and 

sharing experiences) and learning (learning through relationships and learning new 

behaviours) (see Figure 2.2).  

Inter-personal processes 

Group relationships 

‘Group relationships’ includes descriptions from interviewees about their 

experience with other group attendees. One service-user described people as 

friendly. 

“Yeah everybody was friendly.” [Service-user 1; line 4] 

Another interviewee said that he liked talking to a particular facilitator: 

“[Interviewer]: what did you like about meeting people? 

[Interviewee]: Talking to, talking to them.” [Service-user 2; lines 15-16] 

The value of relationships was also spoken about in the context of sharing 

with others: 

“I was sort of worried about, if people didn’t sort of understand and then I 

realised people did understand because that’s what me and everybody else was 
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there for…” [Service-user 1; lines 119-123] 

For this person, it seems that by knowing others understood his 

experiences eased his worry. PWLDA may experience group relationships as an 

important way to manage anxiety and possibly shame around addressing their 

offence.  

Sharing experiences 

One service-user spoke about finding it uncomfortable to initially disclose 

his offence.  

“Oh I think it was just, you might feel a bit uncomfortable because you’re 

telling others about it…but people understood, so, it weren’t too bad after all” 

[Service-user 1; lines 200-204] 

Whilst he described discomfort in sharing his experiences, it seems that this 

his experience was helped by how other group members responded. 

Learning 

Learning through relationships 

‘Learning through relationships’ was identified as a theme for one 

interviewee. Whilst the other interviewee said that learning with others was ‘good’, 

he did not talk further about this. The quote below demonstrates how one 

interviewee spoke about learning of other’s experiences as helpful.  

“[Interviewee]: Learning about other people’s individual problems. 

[Interviewer]: Mmhm. Why was that helpful? 

[Interviewee]: well, because it made me realise that I weren’t the only one 

who had done something which int quite right.” [Service-user 1; lines 61-65] 

This service-user also described how people in the group could learn from 

each other through sharing their experiences: 

 “Well it lets people know about what I’ve done and then somebody would 

stand up and say what they’ve done and then, well you can learn by that as well, 

like they would learn from, well what I done, which was a mistake.” [Service-user 

1; lines 192-194] 
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Here, it seems that the interviewee is describing his experience of the 

collective group learning process, that he can learn from others and others can 

learn from him. The quote suggests that he may perceive the group as a shared 

learning experience with others.  

Learning new behaviours 

The theme ‘learning new behaviours’ refers to the service-user’s 

descriptions of changes they have made that are both specific to the group and 

general changes that are not necessarily group specific. One service-user 

described learning about new behaviours through watching films: 

“It was a, well a little film about people doing things which int right, erm, so 

that we learnt that we haven’t got to do that…. 

…[interviewer] What was helpful about it? 

[interviewee] …it was teaching me and everybody else in the group that its 

unacceptable behaviour.” [Service-user 1; lines 45-46] 

Here, the interviewee is describing how watching films about others 

behaviour, helped teach him right and wrong. The quote also demonstrates his 

experience of the group learning together through other people’s experiences. The 

same interviewee also described more specific things that he does differently: 

“… because you go out to do something, well especially adults, erm, 

shopping or whatever and then, well go straight and then, nothing can go wrong. 

That’s what I do.” [Service-user 1; lines 218-220] 

Whereas another interviewee did not mention behavioural change related to 

the group, but instead mentioned general changes that have happened in his life.  

“[Interviewer]: …Are you doing anything differently? 

[Interviewee]: College. 

[Interviewer]: College. And were you doing college when you started the 

group? 

[Interviewee]: No just started.” [Service-user 2; lines 94-98] 

For this interviewee, whilst he spoke about general changes in his life such 

as going to college and playing sport, he did not say that he had learnt any new 
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rules from the group and it is unclear whether the group influenced his decision to 

start college. The importance or understanding of change therefore differed 

between these two men. Whilst one experienced change as learning through the 

group, the other described general changes outside of the group. 

 

 

 

 

 

 

 

 

Figure 2.2. Thematic map of service-user interviews  

Although facilitator and service-user interviews were analysed separately, 

analysis revealed commonality across the data sets, with additional themes 

identified for facilitators (see Figure 2.3). 

 

 

 

 

 

 

 

 

 

 

Figure 2.3. Venn diagram illustrating common themes between facilitators and 
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service-user interviews  

 

Service Recommendations 

Table 2.2 describes a list of service recommendations. The 

recommendations have arisen through understanding the experience of PWLDA 

attending the group, and include adaptations that facilitators are currently doing, or 

described would be helpful to do in future groups.  

Table 2.2  

List of recommendations for the FCLDT and service response these suggestions. 

Recommendation Why this could help PWLDA 

Building group relationships • Learning from others in the group 

was valued by PWLDA and noticed 

by facilitators 

• Fostering these relationships could 

be important for PWLDA skill and 

knowledge integration 

• May encourage PWLDA to share 

their own experiences and offence 

disclosure more readily 

 

1:1 support for PWLDA • Sessions could manage feelings 

like anxiety for PWLDA, which may 

arise due to social interaction 

difficulties 

• May be important to maintain 

motivation for PWLDA 

 

Focus on behavioural rules • PWLDA may struggle with the 

emotions and cognitions part of the 

programme 

• Focusing on behavioural rules may 

prevent feelings of frustration  
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Making explicit links between others and 

PWLDA experience(s) 

• PWLDA may struggle to relate to 

other’s experiences 

• Making these explicit links as a 

facilitator may be a way to 

compensate for this 

 

Maintaining and increasing predictability 

e.g. providing PWLDA with pictures of 

facilitators, the building, maintain 

predictability throughout the programme. 

• Facilitators noticed the value of the 

group being consistent and 

predictable for PWLDA and to ease 

anxiety 

• Facilitators noticed the importance 

of providing information and 

PWLDA gaining familiarity with the 

group process 

 

Direct communication e.g. checking in with 

PWLDA by saying their name 

• This may help with things like slow 

processing speed 

 

Increased carer liaison • This may help PWLDA to 

consolidate learning/skills outside 

of the group 

 

Service response • We really appreciate the work that 

you have done in completing this 

study, which appears to have 

validated and collected our 

thoughts in a really cohesive 

manner.  

• We are not in a position currently 

to consider when we may next be 

able to facilitate a further SOTP, 

but we anticipate we may hopefully 

be able to plan for one next year. 

• It is really helpful to have the 

perspective of two of our service 

users also. 
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• This study will definitely support us 

for our future development of the 

group; we will incorporate your 

recommendations into the planning 

and delivery going forward 

 

 

 

Discussion 

This study aimed to build on very limited existing literature by exploring the 

experiences of both facilitators and PWLDA attending SOTPS. 

The themes of connection, learning through relationships and group 

relationships demonstrate that, from the perspectives of both facilitators and 

service-users, PWLDA appear to value building relationships with group members 

and learning from peers. This finding is consistent with previous literature (Melvin 

et al., 2019) and research demonstrating that people with autism can engage well 

with group interventions (Hesselmark et al., 2014). Additionally, facilitators 

described that PWLDA may value the social interaction above and beyond the 

group content, which is similar to Melvin et al’s study, where social benefits were 

reported by PWLDA as being their primary aim. It is unclear from the current study 

whether facilitators viewed this as a barrier to PWLDA engaging with change. 

Nonetheless, balancing relationship building and emphasising aims of the group 

may be helpful. 

Both PWLDA and facilitators described difficulties with sharing experiences 

and social interactions. Facilitators described noticing difficulties with offence 

disclosure and PWLDA described offence disclosure as being a challenging 

process. Whilst it is possible that difficulties with social interaction unique to autism 

may have contributed to this being challenging, feelings of denial or shame can be 

present in those without autism or LD (Melvin et al., 2019). It is possible that taken 

together however, feelings of denial and social interaction difficulties may mean 

PWLDA experience offence disclosure as more challenging compared to those 

without autism. PWLDA may therefore require additional support to manage 

anxiety around offence disclosure. 
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Facilitators described difficulties for PWLDA engaging with cognitive and 

emotional aspects of the programme compared to PWLD; facilitators therefore 

tended to focus on behavioural rules to elicit change. Similarly, PWLDA described 

change in terms of learning new behavioural rules or generally doing things 

differently (e.g. like going to college). Focusing on the behaviour part of CBT, with 

less emphasis on cognitions, is not necessarily unique to autism and has been 

used with PWLD (Lindsay et al., 2015). However, SOTP could continue to 

emphasise behavioural rules for PWLDA as this may be key to these men 

engaging with change. Further, Melvin et al  (2019) conclude that focusing on how 

life could be impacted from breaking behavioural rules, may be a bigger motivator 

for behavioural change for PWLDA.   

Facilitators described that PWLDA appeared to struggle with changing their 

perspectives and understanding the views of others. Similarly to (Melvin et al., 

2019)’s study, PWLDA did not discuss victim empathy in their interviews and this 

lack of victim narrative may indeed support the views of facilitators. This could be 

due to difficulties with ToM and empathy that are characteristic of autism 

(American Psychiatric, 2013; Di Tore et al., 2017). As highlighted in service 

recommendations, it may be important for facilitators to make explicit links 

between others’ experiences and the experiences of PWLDA, as PWLDA may find 

making those links particularly challenging. 

Group adaptations included carer liaison, reminders of group content and 

group predictability. Interestingly, these were not mentioned by PWLDA, perhaps 

because PWLDA did not feel comfortable describing how the group could be 

improved, or that this was a difficult question for them to consider. Repeating 

session content is one way SOTP have been adapted for PWLD (Loucks, 2007), 

but it may be that repeating content focused on behavioural change is most helpful 

for PWLDA. Predictability has been described as a useful adaptation to 

psychotherapy for people with autism (Laugeson & Park, 2014) and is also 

important for PWLD accessing psychotherapy (Breckon, Smith, & Daiches, 2013). 

SOTP could therefore continue to consider the importance of predictability for this 

population. 
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Limitations  

There are limitations of the current study. Firstly, the number of service-users 

interviewed (n=2) is very small, due there being only two PWLDA in the current 

group to recruit. Although the results of this paper echo similar findings from 

Melvin et al (2019), interviewing a greater number of PWLDA may have produced 

richer results. Second, whilst every effort was made to create an interview 

schedule suitable for PWLDA, it is possible that questions could have been 

phrased differently to elicit richer responses. Lastly, whilst participants were 

reassured that their responses would not affect their care, it is possible that this 

was still a concern for service-users and may have meant that they were reluctant 

to talk in-depth about their experience of the group.  

Implications for research 

Research in this area is sparse. Future research should continue to evaluate 

SOTPs with adaptations for PWLDA, whilst addressing methodological limitations 

of the current study. As research develops, future qualitative studies could refine 

interview questions based on existing themes in the literature, which would 

generate more direct questions to elicit richer data. Further exploration of 

PWLDA’s understanding of the purpose of the group is also implicated, and this 

might be something that could be further integrated into the programme itself. 

Given that no NICE guidelines exist for this population, understanding the 

experiences and outcomes of PWLDA accessing SOTPs could help develop policy 

guidelines.  

Conclusion  

The current study noted several key themes from facilitators and PWLDA 

that provide valuable insight into the experience of PWLDA attending SOTP, and 

adaptations to better meet the needs of this client group. Both facilitators and 

PWLDA described the social benefits of attending the group and the challenges of 

sharing experiences. The social benefits for people with autism attending a 

psychoeducational group have been documented in the literature, and this finding 

contradicts the assumption that people with autism do not benefit from group 

settings. Additional themes were described by facilitators, including difficulties in 

social communication, victim empathy and practical adaptations to better meet the 
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needs of PWLDA. These themes were not identified when interviewing PWLDA, 

however it is postulated that a lack of victim empathy narrative in the interviews of 

PWLDA may also support observations by facilitators; this finding is in line with 

previous literature (Melvin et al., 2019). Overall, the current study finds that 

PWLDA benefit from SOTPs, but may experience unique challenges to the group 

process and content. Useful adaptations include focusing on behaviour, 

maintaining predictability and one-to-one support.  
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Literature review 

 

Cognitive behavioural therapy (CBT) is a goal directed therapy, which aims 

to reduce psychological distress by supporting the client to identify links between 

thoughts, feelings and behaviours, and ultimately independently implement the 

relevant strategies to elicit behavioural or cognitive change (Hudson & Kendall, 

2002; Hundt, Mignogna, Underhill, & Cully, 2013). CBT has a large body of 

evidence indicating its effectiveness for many psychological difficulties in children 

and adolescents, including depression and anxiety (Goodyer et al., 2017; Hudson 

et al., 2009). However, delivering CBT with young people often requires 

adaptations. It is paramount that interventions are tailored to the adolescent’s 

developmental level, and cognitive, emotional, and verbal ability need to be 

considered when adapting CBT for this client group (Stallard, Myles, & Branson, 

2014). 

Pre-requisite CBT skills 

Meta-cognitive skill can be defined as awareness or knowledge of cognition 

and involves the ability to understand and monitor one’s own mental states 

(Schneider, 2008; Schneider & Löffler, 2016). To access CBT, a number of meta-

cognitive skills are needed, including, knowledge or awareness of thoughts, 

feelings and behaviours (TFB), the skill in distinguishing between TFB, knowledge 

of the causal relationships between TFB, and understanding the mediating role of 

thoughts and beliefs in maintaining emotional problems (cognitive mediation) 

(Grave & Blissett, 2004; Hatton, 2002; Lickel, MacLean, Blakeley-Smith, & 

Hepburn, 2012; Tsimopoulou, Kroese, Unwin, Azmi, & Jones, 2018). The skill in 

applying CBT knowledge to effect change in emotional states may also be 

important to explore pre-treatment, as people may employ these strategies without 

ever having received CBT (Terides et al., 2018; Terides et al., 2016). The current 

paper uses the term pre-requisite (CBT) skills to capture both knowledge of TFB, 

and the application of skills such as distinguishing between and applying TFB.  

Adolescence is a unique developmental period when a number of cognitive 

changes occur (Everall, Bostik, & Paulson, 2005; Sauter, Heyne, & Westenberg, 

2009). According to Piagetian theory, from early adolescence, meta-cognitive skills 

continue to develop and mature (Huitt & Hummel, 2003; Piaget, 2003). By the age 
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of seven, and with the assistance of cues, research has shown that children can 

identify thoughts feelings and behaviours (Quakley, Reynolds, & Coker, 2004). 

Therefore, one could assume that adolescents have the necessary meta-cognitive 

skills to successfully access CBT. However, brain development and the 

development of cognitive abilities continues well into young adulthood (Simmonds, 

Hallquist, & Luna, 2017; Tamnes et al., 2017) and the rate at which these skills are 

acquired and mature varies quite significantly between adolescents (Foulkes & 

Blakemore, 2018). Individual differences such as global IQ may impact 

metacognitive ability (Nader-Grosbois, 2014). There are also neuro-diverse young 

people with diagnoses such as Autism where impairments in meta-cognition 

persist beyond adolescence into adulthood (Grainger, Williams, & Lind, 2014).  

We do not know at what age adolescents develop ‘good enough’ meta-

cognitive skills for CBT or how best to assess this (Sauter et al., 2009). Whilst 

measuring adolescents’ general meta-cognition abilities pre-therapy could provide 

insight into the accessibility of CBT, it may be necessary to assess pre-requisite 

CBT skills specifically. Research in the adult intellectual disability (ID) population 

suggests a variation in pre-requisite skills, with some skills proving less difficult 

than others (Dave Dagnan, Chadwick, & Proudlove, 2000; Oathamshaw & 

Haddock, 2006; Reed & Clements, 1989). Although the specific measure used to 

assess pre-requisite skills is unclear, Herrington (2014) found that although 

adolescents’ metacognitive ability significantly predicted CBT skills mid-

intervention, this was not consistent throughout therapy and there was no 

association between pre-requisite skills and metacognition. Assessing meta-

cognition generally may therefore not fully capture specific pre-requisite CBT skills.  

A measure of adolescent pre-requisite skills would have strong clinical 

value. Clinically, it could be used pre-therapy to determine whether CBT is an 

accessible or appropriate intervention, and the therapist could consider how CBT 

may need adapting based on the client’s pre-requisite skills and knowledge. Such 

a measure could direct the therapist to focus on psychoeducation and treatment 

rationale to facilitate socialisation, and could be used throughout therapy to 

continually assess socialisation to the model (Mahoney-Davies, Roberts-Collins, 

Russell, & Loades, 2017).Ensuring clients knowledge and ability are well matched 

to the intervention is paramount, and research suggests that young people who 
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are well socialised to CBT have better therapeutic alliance (Karver et al., 2008). 

Currently, there is no standardised format to assess pre-requisite skills and 

knowledge.  

Measuring pre-requisite CBT skills 

In the adult population, research has primarily focused on assessing the 

frequency of CBT skills mid or post therapy and to explore acquired CBT skill with 

therapeutic outcome (Ay, Kühne, & Weck, 2019; Jarrett, Vittengl, Clark, & Thase, 

2018; Lindhiem, Higa, Trentacosta, Herschell, & Kolko, 2014). The measures used 

to assess CBT skills in these studies are more applicable to adults where CBT had 

already been deemed an accessible treatment; the applicability of such measures 

with adolescents is therefore questionable.  

Pre-requisite CBT skills have, however, been explored with children, 

children with autism, and people with intellectual disability (ID) (Lickel et al., 2012; 

Oathamshaw & Haddock, 2006; Quakley et al., 2004; Reynolds, Girling, Coker, & 

Eastwood, 2006; Tsimopoulou et al., 2018). These studies assessed the pre-

requisite skill of distinguishing TFB and cognitive mediation (Oathamshaw & 

Haddock, 2006; Tsimopoulou et al., 2018). However, the psychometric properties 

of the tasks used to assess pre-requisite skills are unknown. Further, utilising pre-

requisite assessments from ID literature may be inappropriate for adolescents as 

research has shown this results in ceiling effects (Lickel et al., 2012).  

Only two studies have investigated pre-requisite skills in adolescence. 

Herrington (2014) investigated pre-requisite skills using a tool developed in a 

previous unpublished study (Herrington & Frankel, 2011). Although the tool 

demonstrated good internal consistency and test-retest reliability, the validity of the 

tool is unknown. Further, the tool was primarily developed to assess acquired CBT 

skills closely matched to an intervention for depression rather than skills 

transferable across different types of emotional problems. Similarly, Berg et al., 

(2019) assessed CBT knowledge acquisition for adolescents in a depression 

intervention. Whilst knowledge was also assessed pre-therapy, the tool was non-

standardised and used to assess changes in knowledge acquisition throughout 

therapy. 

There are no current standardised measures to assess pre-requisite CBT 
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skills in adolescence. However, in a previous study a novel pre-requisite CBT skills 

task was developed and piloted with a group of adolescents (Mahoney-Davies et 

al., 2017). The task assesses the ability to differentiate TFB using a vignette of a 

young boy with Generalised Anxiety Disorder. The pilot research suggested further 

task development by increasing the number of vignettes (including differing clinical 

presentations), refining the scoring to prevent ceiling effects, and exploring the 

task’s psychometrics.   

Mental health problems and pre-requisite CBT skills 

 There has been some preliminary research investigating the relationship 

between mental health problems and pre-requisite skills. Reynolds et al. (2006) 

found that 6 and 7 year olds identified as ‘high risk’ for developing mental health 

problems, had significantly lower scores on a TFB task, compared to children 

identified as ‘low risk’. Participants’ age and gender was controlled for and 

somewhat unsurprisingly, age was also associated with better pre-requisite skill. 

Herrington (2014) found that age and lower levels of depression, anxiety and 

attention problems were associated with better pre-requisite skills. Gender and 

age have been explored and controlled for in previous studies investigating pre-

requisite skills (Quakley et al., 2004; Reynolds et al., 2006). Given that research 

investigating the relationship between mental health and pre-requisite skills in 

adolescents is sparse, it was felt important to control for the potential effect of 

gender and age on pre-requisite CBT skills. 

Whilst research suggests that poorer mental health symptoms are 

associated with poorer pre-requisite skills there is some suggestion of an 

alternative association. Emotional awareness research with adolescents suggests 

that those who focus their attention on their internal physical experiences when 

distressed, are more likely to suffer with mental health problems (Rieffe & De 

Rooij, 2012). This is an interesting finding considering that awareness of internal 

experiences (i.e. introspection) can be understood as a crucial metacognitive pre-

requisite skill. However, the authors suggest that too much attention on physical 

experiences of emotion could be at the expense of facing one’s fears, therefore 

serving to maintain distress. Further, attentional bias of physical anxiety symptoms 

is often considered a maintaining factor from a CBT perspective (Harvey, Watkins, 

& Mansell, 2004). The paucity of research in this area and somewhat mixed 
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findings, suggests it is sensible to assume that the presence of mental health 

symptoms could have either positive or negative implications for pre-requisite 

skills. 

Gender and pre-requisite CBT skills 

In addition to mental health, gender may also influence pre-requisite skill. 

Emotional awareness literature suggests that, in adults, women are more able 

than men to differentiate negative emotions, and understand the relationship 

between bodily sensations and emotions (Grabauskaitė, Baranauskas, & 

Griškova-Bulanova, 2017; Wright, Riedel, Sechrest, Lane, & Smith, 2018). Whilst 

some research with adolescents has not found any gender differences in 

emotional awareness (Kranzler et al., 2016), van der Veek, Nobel & Derkx (2012) 

found that girls have more bodily awareness and are better at analysing emotions 

than boys. Despite somewhat mixed findings, these studies suggest a possible 

gender difference in emotional awareness. Having an awareness of and ability to 

differentiate emotional states is paramount for one to successfully identify feelings 

from thoughts and behaviours. Exploring the association between gender and pre-

requisite CBT skill may therefore be important.  

In summary, there are no reliable and valid measures to assess pre-requisite 

CBT skills in adolescents. A specific measure to assess adolescent pre-requisite 

skills, which is psychometrically sound, would have strong clinical value. 

Additionally, little is known about relationship between mental health and pre-

requisite skills in adolescents; existing studies are small and have typically 

measured pre-requisite skills using non-standardised measures. Investigating 

factors that may affect pre-requisite skills, such as mental health, is an important 

step in understanding the variables that may contribute to adolescents effectively 

accessing CBT (Roberts-Collins, Mahoney-Davies, Russell, Booth, & Loades, 

2018).   

We aimed to: 

a) Develop a measure of pre-requisite CBT skills for adolescents, by building 

on an initial pilot task (Mahoney-Davies et al., 2017).  

b) Investigate the psychometric properties of the CBT skills task (including 

internal consistency, test-retest reliability, and convergent validity).  
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c) Investigate the relationship between mental health difficulties and CBT skills 

in adolescents, controlling for age and gender. 

We hypothesised that the severity of mental health symptoms would be 

significantly associated with performance on the CBT skills task. 

 

 

Method 

Participants 

A flow diagram of participants and the procedure can be seen in Figure 3.1. 

Participants were eligible to take part if they were aged 12-16, had not received a 

diagnosis of Autism or ADHD, and were not currently or historically accessing 

psychological therapy. All participants took part as it was viewed as potentially 

unethical and distressing to exclude participants from taking part due to sensitive 

information (e.g. accessing therapy), when in the context of a classroom. 

Participants who did not meet the inclusion criteria were excluded retrospectively.  

Participants (n=100) aged 12-16 (Mean age= 13.58; SD = 1.16) were 

recruited from a secondary school. After excluding participants who had therapy 

experience (n=21), a diagnosis of ASD (n=3) or ADHD (n=2), and participants who 

had four incomplete vignettes (n=4) this resulted in 72 participants (see table 3.1).   

 

Table 3.1. 

Demographic information for participants (n=72). 

 Age (in years) 

 

N % 

M = 13.58 years 

SD = 1.17 

12 16 22.2% 

13 20 27.8% 

14 16 22.2% 

15 18 25% 
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16 2 2.8% 

Gender Female 27 37.5% 

Male 44 61.1% 

Non-binary 1 1.4% 

 

 

Measures  

Revised Child and adolescent Anxiety and Depression Scale  

The Revised Child and Adolescent Anxiety and Depression Scale (RCADS) 

is a 47-item self-report measure for ages 8-18. Questions are on a 4-point scale 

(never, sometimes, often, or always). There are several subscales: generalised 

anxiety disorder, depression, separation anxiety disorder, social phobia, panic 

disorder and obsessive-compulsive disorder. Total anxiety and depression can 

also be calculated from the subscales. Higher t-scores indicate greater mental 

health symptomatology. Research has demonstrated sound psychometric 

properties with both clinical and non-clinical samples of young people, including 

internal consistency (Chorpita, Moffitt, & Gray, 2005; Piqueras, Martín-Vivar, 

Sandin, San Luis, & Pineda, 2017) test-retest reliability (Chorpita, Yim, Moffitt, 

Umemoto, & Francis, 2000) convergent validity (Donnelly, Fitzgerald, Shevlin, & 

Dooley, 2019) and concurrent validity (Chorpita et al., 2005). Internal consistency 

of participants’ scores was high (Cronbach’s alpha = 0.934). 

Emotional Awareness Questionnaire 

The Emotional Awareness Questionnaire (EAQ-30) was administered to 

investigate convergent validity of the ‘feelings’ question in the CBT skills task. The 

self-report questionnaire has 30 questions that map onto 6 subscales: 

differentiating emotions, verbal sharing of emotions, not hiding emotions, bodily 

awareness, attending to other’s emotions and analyses of emotions. Respondents 

answer each question using a 3-point scale (1= not true, 2 = sometimes true, 3 = 

often true). Specifically, ‘differentiating emotions’, ‘analyses of emotions’ and 

‘attending to other’s emotions’ were used to investigate convergent validity. These 

three scales were chosen as collectively, they assess ability to locate antecedents 
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of emotions and a willingness to face own and other’s emotions; one would need 

to have these skills to successfully answer the question “how is x feeling?’’ Higher 

mean subscale scores indicate greater ability. The questionnaire has 

demonstrated good psychometric properties with ages 8-16, including criterion and 

concurrent validity and internal consistency (Rieffe, Oosterveld, Miers, Terwogt, & 

Ly, 2008; Rieffe et al., 2007). Internal consistency of participants’ scores was 

examined (Cronbach’s alpha= 0.548). Internal consistency improved (Cronbach’s 

alpha = 0.604) once ‘bodily awareness’ subscale was removed, due to low 

corrected item-total correlation. This value is just below the Cronbach’s alpha 

value of 0.7 found in Rieffe & Rooij’s (2007) paper that explored the psychometric 

properties of the EAQ-30.  

Procedure  

Developing the CBT skills task 

The pilot research (Mahoney-Davies et al., 2017) suggested the task could 

be improved by increasing the task items (i.e. vignettes) and refining the task 

scoring to overcome ceiling effects. For the present study, five new vignettes were 

developed, with each vignette representing the most prevalent mental health 

presentations in adolescence (Merikangas et al., 2010): generalised anxiety 

disorder (GAD), social anxiety, depression, specific phobia and behavioural 

manifestation of distress. The content of the vignettes was informed by the 

findings of a related unpublished MSc dissertation (Allen & Russell, 2019), where 

language, terms, settings and contexts as described on adolescent mental health 

forum posts was analysed (see appendix C3 for key findings). This ensured that 

the vignettes were sufficiently genuine and compelling. The primary investigator 

contributed to the MSc dissertation at the project development and analysis 

stages. 

Five vignettes comprising a short description of a young person in a specific 

situation containing information about thoughts, feelings, and behaviours relevant 

to each of the five mental health problems were developed. Based on the findings 

exploring mental health forums, the vignettes were conceptualised in terms of 

contexts relevant to adolescents (e.g. family, school, peers) and sources of stress 

such as schoolwork.  
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The vignettes and research protocol were piloted with participants attending 

a University Open Day (n=7; mean age = 16.5; SD = 1.3; 100% female). 

Participants’ feedback included reducing the number of vignettes to four, adjusting 

the layout, and rephrasing one of the questions (see Appendix C5). The four 

vignettes chosen for school recruitment were: GAD, social anxiety, depression, 

and behavioural distress (see Appendix C6). A sample of the vignettes that were 

completed by participants recruited via the secondary school (10%; n=10) was 

used to assist the principal investigator in refining the scoring system to reduce 

ceiling effects.  

Each vignette has four questions. Question one, ‘TFB identification’ asks 

the participant to identify TFB from the story and gives a maximum score of nine. 

Question two, ‘connecting TFB’ asks participants to draw arrows connecting TFB; 

seven is the maximum score. Question three, ‘identifying change’, is scored a 

maximum of four points; participants identify what needs to change for the person 

in the vignette to feel better. Lastly, question four, ‘making change’, is scored a 

maximum of three points; participants write an activity that would reduce the 

person’s distress. Questions one and two are primarily assessing ability to identify 

TFB and understand the connections between them. Whereas questions three and 

four aim to assess ability to apply CBT knowledge and skills and understanding of 

change processes.    

 

Table 3.2.  

Demographic information for participants piloting the vignettes, RCADS and EAQ-

30.  

Age Gender Time taken per vignette 

(minutes) 

16 Female 5 

14 Female 6 

17 Female 5 

17 Female 6 
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17 Female 9 

17 Female 14 

18 Female 9 

 

 

Assessing psychometrics, CBT skills and mental health  

One local school agreed to take part in the study. Participants were 

recruited from four classes across four school years, within a Personal, Social, 

Health & Economic (PSHE) lesson. Participants completed paper copies of the 

four vignettes, followed by the RCADS and EAQ-30. Support was given for any 

participants who needed more instruction or for those not wanting to take part 

(n=4). No incentives were given. The procedure took approximately 40-50 

minutes.  

To assess inter-rater reliability of vignettes a second rater scored a 

randomly selected sample using the scoring criteria (10%; n=40 vignettes). Total 

score inter-rater reliability for the depression (90%), social anxiety (80%), GAD 

(80%) and behavioural vignette (90%) demonstrates strong reliability. 
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Figure 3.1 Flow diagram of participants and procedure 

 

Ethical permissions 

Informed consent and parental consent of participants was obtained. Ethical 

1. Five vignettes were developed for the CBT skills task, using language and 

terminology described by young people. 

2. The five vignettes were piloted with participants attending a University Open 

Day (n=7) aged 14-17 (M= 16.5; SD = 1.3) 

3. The vignettes were refined following feedback from participants piloting the 

CBT skills task e.g. reducing the number of vignettes to four.  

4. One local school agreed to take part in the study and whole classes were 

approached. This included four PSHE classes across four school years 

(n=104). 

5. Four participants chose not to take part. 

6. Participants (n=100) were aged 12-16 (M =13.58; SD =1.16).  

7. Participants completed the four vignettes, the RCADS and EAQ-30 during 

their PSHE lesson. 

8. Once completed, a randomly selected sample of vignettes (10%) was used 

to assist the principal investigator in refining the scoring system. 

9. All measures completed by participants were scored. 

10. A randomly selected sample of vignettes (10%) was used to assess inter-

rater reliability. 

11. All data was entered into SPSS. 

12. Participants were excluded retrospectively if they did not meet inclusion 

criteria (e.g. diagnosis of Autism, or previously/currently accessing therapy).  
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approval was granted by University of Bath Psychology Department Ethics 

committee (reference: 19-026). 

Data Analysis  

Case mean substitution was used to compute missing data for the RCADS 

and EAQ-30, which is an appropriate method to use given that all items are 

positively correlated due to measuring a given construct (Fox‐Wasylyshyn & El‐

Masri, 2005). It was deemed inappropriate to use case mean substitution for 

missing data on the CBT skills task, as each question was designed to measure 

different constructs. Missing data was therefore marked as zero, under the 

assumption that participants missing a given question did not know the answer.  

All data were analysed using SPSS version 25. Analyses were conducted in 

the following order: descriptive statistics, internal consistency, convergent validity 

and four multiple regressions with outcome variables of total CBT score, ‘TFB 

identification’, ‘connecting TFB’, and ‘identifying and making change’. Descriptive 

statistics were included to describe the sample. Internal consistency (Cronbach’s 

alpha) of the CBT skills task was analysed by exploring the degree to which test 

items correlate with each other. Association between the three EAQ subscales 

and total feelings score on the CBT task was explored using Kendall’s tau. Five 

separate analyses were carried out using data from the number of participants 

who completed all four vignettes (n=62): total score across the four vignettes, ‘TFB 

identification’, ‘connecting TFB’, ‘identifying change’ and ‘making change’. 

Standard multiple regressions (n=4) were carried out with RCADS total depression 

and anxiety, age at testing and gender as predictor variables, and total CBT score, 

‘TFB identification’, ‘connecting TFB’ and ‘identifying/making change’ as outcome 

variables.  

Power analysis 

It  was decided that a medium effect size R(2)= 0.13 was suitable as this 

has been chosen in one previous study to demonstrate sufficient clinical value 

(Reynolds et al., 2006). For a multiple regression with three predictor variables, 

power was set at 80% and the required sample size was 77 (Field, 2018).  
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Results 

Vignettes 

 Most participants completed all four vignettes, with only 18% of participants 

completing fewer than four (see Table 3.3). Individually, each vignette resulted in 

66-68 responses, suggesting a relatively consistent response rate for all vignettes 

(see Table 3.4). Participants mean scores were similar across the vignettes, with 

the depression vignette resulting in the highest mean score and the behavioural 

vignette resulting in the lowest mean score.  

Table 3.3. 

Number of participants who completed zero, one, two, three, or four vignettes.  

Number of vignettes 

completed by participants 

Total (n) Total (%) 

0 4 5.26% 

1 3 3.95% 

2 2 2.63% 

3 5 6.58% 

4 62 81.58% 

 

Table 3.4 

Total completed vignettes, range, mean and standard deviation (n=72)*  

Vignette Completed 

vignettes 

(n) 

Completed 

vignettes 

(%) 

Mean 

total 

score 

(max = 

23) (SD) 

Range 

Depression 68 94.44% 10.49 

(4.86) 

1-20 

Social anxiety 68 94.44% 9.66 

(4.13) 

1-17 
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GAD 66 91.67% 9.35 

(4.09) 

0-18 

Behavioural 68 94.44% 8.00 

(3.85) 

1-17 

Total vignette 

score (max = 

92)** 

  38.11 

(14.30) 

5-64 

Females total 

vignette score 

  41.72 

(12.36) 

 

Males total 

vignette score 

  35 

(14.78) 

 

*Participants who completed at least one vignette 

**Taken from participants who completed all four vignettes (n=62) 

 

Psychometric properties  

Internal consistency 

Results indicated strong internal consistency for total scores across all four 

vignettes (Cronbach’s alpha = 0.88), ‘TFB identification’ (0.87) and ‘connecting 

TFB’ (0.92). Internal consistency was weaker for ‘identifying change’ (0.37) and 

‘making change’ (0.48). Response patterns for ‘identifying change’ and ‘making 

change’ were explored (see table 3.5 and Appendix C8 for Histograms). 

 

Table 3.5. 

Percentage of participants scores for ‘identifying change’ (question three). 

Score Depression 

vignette 

Social anxiety 

vignette 

GAD vignette Behavioural 

vignette 

4 4.9% 3.3% 3.3% 1.7% 

3 52.5% 55.0% 36.1% 20.0% 
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2 1.6% 0% 1.6% 0% 

1 3.3% 0% 9.8% 1.7% 

0 37.7% 41.7% 49.2% 76.7% 

 

 

 

Table 3.6 

Percentage of participants scores for ‘making change’ (question four). 

Score Depression 

vignette 

Social anxiety 

vignette 

GAD vignette Behavioural 

vignette 

3 42.9 32.1 13.2 7.3 

2 12.5 18.9 45.3 23.6 

1 17.9 13.2 11.3 32.7 

0 26.8 35.8 30.2 36.4 

 

 

Convergent validity 

 Due to data violating normality assumptions and the variables being 

continuous, Kendall’s tau correlation was chosen as the most appropriate 

statistical method. The three subscales of the EAQ-30: ‘attending to other’s 

emotions’, ‘analyses of own emotions’ and ‘differentiating emotions’ were used to 

assess for convergent validity of total feelings score. ‘Attending to other’s 

emotions’ was significantly related to ‘analyses of own emotions’ (τb = .509, p = 

.000). However, ‘differentiating emotions’ did not correlate with ‘attending to 

other’s emotions’ (τb = .027, p = .779) or ‘analyses of own emotions’ (τb = .006, p = 

.946).  

 ‘Attending to other’s emotions’ was associated with total feelings score (τb 

= .226, p = .016).  ‘Analyses of own emotions’ was also associated with total 



 

98 
 

feelings score (τb = .211, p = .028). EAQ-30 ‘differentiating emotions’ score was 

not associated with total feelings score on the CBT skills task (τb = .05, p = .599). 

 

CBT skills and mental health problems 

An independent t-test was carried out to assess gender differences in CBT 

skills and mental health (n=61; 25 females and 36 males). Data are mean ± 

standard deviation, unless otherwise stated. 

Pre-requisite CBT skills: Pre-requisite CBT skills score was normally 

distributed for both genders, as assessed by Shapiro-Wilk’s test (p >.05) and by 

examining the Q-Q plot. The boxplot showed no outliers, and there was 

homogeneity of variances, as assessed by Levene’s test for equality of variances 

(p = .373).  However, this finding was non-significant, M = 6.72, 95% CI [-13.93 - 

.49] t(59) = -1.864, p = .067. 

Mental health: The boxplot showed one outlier; analysis was run both with 

and without the outlier and both findings did not significantly differ. RCADS total 

anxiety and depression score was normally distributed for both genders, as 

assessed by Shapiro-Wilk’s test (p >.05) and by examining the Q-Q plot.  

Homogeneity of variances assumption was violated, as assessed by Levene’s test 

for equality of variances (p = 0.16; p<.05). Females generally reported higher 

levels of mental health symptoms (53 ± 13.02). compared to males (45.86 ± 8.49). 

Female mean RCADS total anxiety and depression score was 7.12 ± 2.96 [mean ± 

standard error] higher than male RCADS. There was a statistically significant 

mean difference in mental health symptoms between males and females, with 

females reporting higher level of mental health symptoms compared to males, M = 

-7.14, 95% CI [-13.15 - -1.14], t(37.993) = -2.409, p = .021.  

Participants who completed all four vignettes and the RCADS (n= 60) were 

included for analysis. Four multiple regressions were carried out, examining the 

relationship between mental health symptoms, and three parts of the task 

(identifying TFB, connecting TFB, and identifying/making change). Predictor 

variables included RCADS total anxiety and depression score, age and gender; 

the dependent variables for the four multiple regressions included total CBT score, 

identifying TFB score, connecting TFB score, and identifying/making change 
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score. For all four multiple regressions, there was no evidence of multicollinearity 

and Durbin-Watson indicated independence of residuals. The P-P plot and 

histogram indicated an approximate normal distribution of residuals. The 

scatterplot of studentized residuals and unstandardized predicted values indicated 

homoscedasticity. The scatterplot and partial regression plots indicated linearity. 

There were no significant outliers, high leverage, or influence points 

 

Total pre-requisite CBT score 

The regression model was non-significant; age, gender and RCADS total 

anxiety and depression score did not significantly predict total CBT score, F(3, 59) 

= 1.407, p = .250; p > .05.  

 

Table 3.7 

Outcome variable: Total CBT score 

Regression coefficients and standard errors  

CBT skills B 95% CI for B SE B  β R2 adj. R2 

 LL UL  

Model      .070 -.020 

Constant 12.962 - 29.609 55.532 21.251    

RCADS 

total anxiety 

and 

depression 

-.012 .366 .342 .177 .009 

Gender  6.746 -1.074 .089 3.904 .236 

Age 1.159 2.020 4.339 1.587 .097 

Note. Model = “Enter” method in SPSS Statistics; B = unstandardized regression coefficient; CI = 

confidence interval; LL = lower limit; UL = upper limit; SE B = standard error of the coefficient; β = 

standardized coefficient; adj.R 2 = adjusted R2  Predictors = mental health, age and gender. 
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Identifying thoughts feelings and behaviours 

The regression model was non-significant; age, gender and RCADS total 

anxiety and depression score did not significantly predict ‘TFB identification’ score, 

F(3, 59) = 2.108, p = .109; p > .05. 

 

Table 3.8 

Outcome variable: ‘TFB* identification’ score   

Regression coefficients and standard errors  

CBT skills B 95% CI for B SE B  β R2 adj. R2 

 LL UL  

Model      .101 .053 

Constant .347 19.042 19.736 21.251    

RCADS 

total anxiety 

and 

depression 

-.076 -.237 .085 .177 -.129 

Gender  3.409 -.153 6.970 3.904 .258 

Age 1.061 .387 2.509 1.587 .191 

Note. Model = “Enter” method in SPSS Statistics; B = unstandardized regression coefficient; CI = 

confidence interval; LL = lower limit; UL = upper limit; SE B = standard error of the coefficient; β = 

standardized coefficient; adj.R 2 = adjusted R2  Predictors = mental health, age and gender. *TFB = 

thoughts, feelings and behaviours.  

  

Connecting thoughts feelings and behaviours  

The regression model was non-significant; age, gender and RCADS total 

anxiety and depression score did not significantly predict identifying TFB score, 

F(3, 59) = .203, p = .894; p > .05. 
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Table 3.9 

Outcome variable: ‘Connecting TFB*’ score 

Regression coefficients and standard errors  

CBT skills B 95% CI for B SE B  β R2 adj. R2 

 LL UL  

Model      .011 -0.42 

Constant 7.134 -14.558 28.825 10.828    

RCADS 

total 

anxiety and 

depression 

.034 -.147 .085 .090 -.054 

Gender  .948 -.037 4.93 1.989 .067 

Age .101 -1.519 1.721 .809 .017 

Note. Model = “Enter” method in SPSS Statistics; B = unstandardized regression coefficient; CI = 

confidence interval; LL = lower limit; UL = upper limit; SE B = standard error of the coefficient; β = 

standardized coefficient; adj.R 2 = adjusted R2 Predictors = mental health, age and gender. *TFB = 

thoughts, feelings and behaviours.  

 

Identifying and making change 

The regression model was non-significant; age, gender and RCADS total 

anxiety and depression score did not significantly predict ‘identifying and making 

change’ score, F(3, 57) =1.116, p = .351; p > .05. 
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Table 4.0 

Outcome variable: ‘Identifying and making change’ score 

Regression coefficients and standard errors  

CBT skills B 95% CI for B SE B  β R2 adj. R2 

 LL UL  

Model      .058 .006 

Constant 6.874 -8.094 21.842 7.466    

RCADS 

total anxiety 

and 

depression 

.047 -.079 .174 .063 .107 

Gender  1.851 -.924 4.626 1.384 .188 

Age -.090 -1.205 1.025 .556 -.022 

Note. Model = “Enter” method in SPSS Statistics; B = unstandardized regression coefficient; CI = 

confidence interval; LL = lower limit; UL = upper limit; SE B = standard error of the coefficient; β = 

standardized coefficient; adj.R 2 = adjusted R2 

 

 

Discussion 

We further developed a measure of pre-requisite skills in CBT for 

adolescents and found that it had high internal consistency for participants total 

score on the CBT skills task and specifically for ‘TFB identification’ and ‘connecting 

TFB’. ‘Identifying change’ and ‘making change’, showed weak internal 

consistency. Convergent validity analysis indicated total CBT feelings score was 

associated with ‘analyses of own emotions’ and ‘attending to other’s emotions’ 

subscales, but not ‘differentiating emotions.’ The findings were non-significant: 

age, mental health and gender were not associated with pre-requisite skills. 

Although females reported significantly more mental health symptoms than males, 

there was no significant difference in CBT skills task performance between males 

and females. 

The exploration of psychometric properties of a pre-requisite skills task for 
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adolescents is a novel contribution to the literature, and the current study builds on 

previous studies that have either not explored psychometric properties or have 

designed measures of pre-requisite skills that assess acquisition of CBT skill 

closely matched to a specific intervention (Herrington, 2014; Lickel et al., 2012; 

Quakley et al., 2004; Reynolds et al., 2006). Assessment of internal consistency 

revealed excellent scores for ‘TFB identification’ and ‘connecting TFB’, but not for 

‘identifying change’ or ‘making change’. These questions are likely to require 

significant improvement and may not currently be a reliable assessment. It is 

difficult to establish why responses to ‘identifying and making change’ questions 

were inconsistent. However, the behavioural vignette was most challenging to 

answer, perhaps because it was less relatable to participants. The behavioural 

vignette was designed to capture an underlying emotional problem manifested as 

behavioural difficulties. It could be that applying CBT principles to a scenario when 

the distress is less clearly categorised proved challenging, although this is 

surprising given that behavioural disorder is a prevalent mental health difficulty in 

adolescents (Merikangas et al., 2010). 

Inconsistency in responses to ‘identifying and making change’ questions 

could reflect some adolescents having not yet mastered the skill of applying CBT 

change processes; potentially demonstrating a bi-modal distribution, where 

adolescents either do or do not have these particular CBT skills. Therefore, some 

participants answers may not have represented application of CBT skill but instead 

represented application of general ‘feel better’ principles congruent with the 

experience of adolescence. Answers such as “try and do homework” or “see 

friends more”, were scored differently across the vignettes depending on the 

relevance to each story, which may have resulted in inconsistency. Indeed, 

Herrington (2014) suggests that generating a counter thought or behaviour is 

highly cognitive demanding and requires integrating the knowledge of the causal 

connections and maintenance between TFB and knowledge acquired throughout 

therapy. Perhaps then, it should not be assumed that adolescents have the 

capacity to apply these skills without support and education from a therapist.   

Assessment of convergent validity revealed that ‘analyses of own emotions’ 

and ‘attending to other’s emotions’ were associated with the feelings part of the 

task. These initial findings demonstrate the task’s validity. To the authors’ 
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knowledge, this is the first study to demonstrate both reliability and validity of a 

task assessing pre-requisite skills in adolescents. However, it is unclear why 

‘differentiating emotions’ did not correlate with feelings score. Interestingly, 

participants’ score on this subscale did not correlate with ‘analyses of own 

emotions’ or ‘attending to other’s emotions.’ Given that research on the 

development of the EAQ revealed inter-correlations of the six subscales (Rieffe et 

al., 2008), the lack of correlation with ‘differentiating emotions’ could indicate a 

specific finding within our sample.  

‘Differentiating emotions’ requires understanding of one’s own emotions 

and the CBT skills task requires attending to another’s emotions. Using a 

hypothetical ‘other person’ scenario in the CBT skills task could explain the lack of 

association with ‘differentiating emotions’, and this highlights a potential limitation 

of the CBT skills task. It is important to note however, that ‘analyses of own 

emotions’ did correlate with feelings score, which suggests that willingness to face 

one’s own emotions and understand the antecedents is important for identifying 

and differentiating emotions on the task. Further assessment of convergent 

validity, and for other parts of the task, is required. 

 

Mental health problems and pre-requisite CBT skills  

The current study revealed non-significant findings, indicating that the 

independent variables of age, gender and mental health were not collectively or 

individually associated with CBT skills performance. This finding is somewhat 

surprising given research suggests a relationship between mental health 

problems, age, and pre-requisite CBT skills (Herrington, 2014; Quakley et al., 

2004; Reynolds et al., 2006). The CBT skills task in the current study assessed 

pre-requisites, namely the identification of TFB, as shown in previous research 

(Reynolds et al., 2006). Assessing connection between TFB and the application of 

CBT change principles were novel additions to the current CBT skills task. The 

finding that mental health problems  are not associated with ability to identify TFB 

contrasts with previous research (Reynolds et al., 2006). The finding that there is 

no relationship between mental health problems and the pre-requisite skills of 

connecting TFB or application of CBT change principles is a novel finding in the 
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literature. These are important findings demonstrating that clinicians may not need 

to consider severity of mental health when assessing accessibility of CBT for 

adolescents. However, as the CBT skills task requires further psychometric 

development, the results should be interpreted with caution.  

Implications for research and practice 

This study has implications and directions for future research. More 

investigation is warranted to further develop the psychometric properties of the 

CBT skills task. Research could focus on refining ‘identifying change’ and ‘making 

change’ on the vignettes to improve internal consistency, continuing to assess and 

improve convergent validity and explore additional psychometric properties such 

as test-retest reliability, discriminant validity and construct validity. Additionally, it 

could be the case that the application of CBT change principles are more relevant 

to assess during or post therapy, as they are particularly cognitively challenging to 

apply even when adolescents have experience with CBT (Herrington, 2014). 

Future research could consider administering the task pre, mid and post treatment 

to determine appropriateness of these questions for assessing pre-requisite skills. 

Once the task’s psychometric properties have been developed, research could 

then continue to explore the association between mental health symptoms and 

pre-requisite CBT skills.  

Whilst NICE guidelines for mental health in children and adolescents do not 

outline assessing pre-requisite skills, ensuring psychological treatments are 

appropriate and tailored to the individual’s developmental level is paramount 

(NICE, 2015).  Assessing suitability for CBT could focus primarily on pre-requisite 

CBT skills and other factors such as IQ or verbal ability. In addition, whilst the CBT 

skills task requires further development of its psychometric properties, it is hoped 

that the task will eventually be used clinically to assess accessibility of CBT.  

 

Limitations 

There are several limitations of this study. There may be sample bias, 

participants were recruited from one school; the school is non-graded entry and 

state funded. Future research would benefit from recruiting participants from a 

variety of schools and with clinical populations, to increase the applicability of this 
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study’s findings to the wider population. General cognitive abilities were not 

assessed or controlled for in the current study. Research has generally found IQ is 

significantly associated with acquired or pre-requisite CBT skills in most (Dave 

Dagnan et al., 2000; Herrington, 2014; Reynolds et al., 2006) but not all studies 

(Lickel et al., 2012). Future research exploring the association between mental 

health and pre-requisite skills with young people should consider controlling for IQ.  

The current study used self-report measures to evaluate mental health 

symptoms and emotional awareness. Factors such as memory and social 

desirability bias are common criticisms of self-report measures (Chan, 2009; Van 

de Mortel, 2008); participants answers may not have been truthful if they viewed 

certain symptoms of mental health as socially undesirable. Administering 

additional measures of adolescent mental health and emotional awareness to 

teachers or parents/carers may have overcome this limitation.  

The internal consistency of the EAQ-30 in this sample was slightly lower 

than expected, which may be a specific finding with our sample. A different 

measure of emotional awareness may have yielded higher internal consistency 

and the convergent validity findings therefore need to be interpreted with some 

caution. 

While a strength of the study was the inclusion of clinical vignettes reported 

as most prevalent in younger people and using language and contexts generated 

by younger people to describe these problems, the inclusion of a problem 

behaviour vignette was potentially a confound as participants seemed to have less 

intuitive knowledge about applying CBT principles to this scenario. Lastly, a 

strength of the study was the piloting of the vignettes with a non-clinical group of 

young people to further ensure suitability of language and layout. However, the 

mean age of the pilot group was higher than the participants included for analysis, 

and the pilot group had no male participants. It may have been beneficial to elicit 

vignette feedback from males and younger adolescents, as the pilot group 

feedback may not be representative of all participants included in the study. 

Conclusions 

Findings indicated strengths and weaknesses in psychometric properties 

and areas of development include internal consistency on the latter part of the task 
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and continued assessment of convergent validity. Interestingly, no relationship 

was found between mental health symptoms and pre-requisite CBT skills, which 

contrasts with previous research. Implications for future research include 

continued psychometric development of the CBT skills task and to investigate 

mental health symptoms and pre-requisite skills once the task is psychometrically 

sound.  
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Executive Summaries 

Literature review 

Background: Adolescents with chronic illness are more likely to experience 

depression compared to their peers. Research suggests that cognitive behavioural 

therapy (CBT) is effective for adolescents with chronic illness and mental health 

difficulties (Moore et al., 2019). However, the way in which CBT interventions are 

delivered to adolescents with chronic illness and depression is not known.  

Method: We did a scoping review, summarising how CBT has been delivered to 

adolescents with this population. We searched for studies in two different 

databases.  

Results: Twelve studies met our study’s criteria and included a variety of chronic 

illnesses. CBT often included: education about the link between chronic illness and 

depression, changing negative thoughts about the illness and making sure daily 

activities include a balance of managing the illness and enjoyable activities. CBT 

was sometimes delivered via telephone or in line with medical appointments. 

Conclusion: The way in which CBT is delivered for this population mostly depends 

on how the chronic illness presents. Chronic illness may mean adapting both the 

content and structure of the intervention.  

 

Service improvement project 

Background: Sex offender treatment programmes (SOTPs) have been well 

adapted, to ensure that people with learning disabilities can access the content. 

However, there is little research that explores how people with both a learning 

disability and autism (PWLDA) experience these programmes.  

Method: Facilitators of a sex offender treatment programme (n=4) and people with 

learning disability and autism (n=2) were interviewed about how PWLDA 

experience a SOTP. Interviews were analysed using Thematic Analysis. 

Results: Themes from facilitator interviews included: connection, navigating 

relationships, sharing experiences, cognitive rigidity, other’s perspectives, 

behavioural rules, predictability, and adaptations. PWLDA themes included group 

relationships, sharing experiences, learning through relationships, and learning 
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new behaviours. 

Conclusion: PWLDA experience of SOTP may mean that the programmes need 

adapting. The ways in which the SOTP can better meet the needs of PWLDA is 

discussed.  

 

Main research project 

Background: There are developmental cognitive changes in adolescence, which 

may mean not all adolescents can access Cognitive Behavioural Therapy (CBT). 

Mental health may also affect adolescent’s ability to use pre-requisite skills 

considered important for CBT. We aimed to i) develop a ‘CBT skills task’ to assess 

pre-requisite CBT skills in adolescents and ii) to investigate the relationship 

between mental health and pre-requisite CBT skills.  

Method: The ‘CBT skills task’ and questionnaires assessing mental health and 

emotional awareness were completed by 12-16 year olds in school. Reliability and 

validity of the CBT skills task, and the relationship between mental health and pre-

requisite CBT skills task was investigated.   

Results: Some questions on the ‘CBT skills task’ were highly reliable, and others 

less reliable. Our assessment of validity revealed initial promising but mixed 

findings. There was no association between mental health and performance on the 

CBT skills task.  

Conclusions: The ‘CBT skills task’ needs further assessment of reliability and 

validity. The finding that mental health is not related to pre-requisite CBT skills 

contrasts with previous research. Further research is needed to ensure greater 

reliability and validity of the CBT skills task, and to continue exploring the 

relationship between mental health and pre-requisite skills.  
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Connecting Narrative 

Throughout training, I have had the opportunity to develop my interests 

working both clinically and in a research capacity with children and young people. I 

have always wanted to work psychologically with this client group. Reflecting on 

these three years, I am thankful that training has provided the space to channel 

this interest. It has been an interesting experience conducting research in parallel 

with gaining clinical experience with children and young people. I have truly valued 

the opportunity to be immersed in the evidence of a given area, whilst applying this 

knowledge to clinical practice. I have also been somewhat surprised to see the 

applicability of my research and how it has informed my own practice. Conducting 

my own research projects has encouraged me to reflect on the true value of 

research in clinical practice, and not to view research and clinical work as separate 

entities with separate skill sets. The journey I have taken in blending research and 

clinical practice is something I will hold as integral to qualified life. It has forced me 

to consider how I will continue to ‘do’ research in clinical roles; perhaps by 

introducing research into job planning and championing service development.  

There are connecting themes that run throughout all three research 

projects, however it has taken to writing this narrative for this to become 

something that I have really taken the time to reflect upon. Firstly, all three projects 

are grounded in cognitive-behavioural theory and focus on cognitive behavioural 

therapy. Whilst I do not think this was a conscious choice that I made at the start 

of training; I have reflected on why this might have been the direction I chose to 

take. Being grounded in the evidence-based model of CBT, whilst learning how to 

be a Clinical Psychologist is one of the reasons I chose to study at University of 

Bath. Conducting three research projects has helped me to become immersed in 

CBT and gain confidence and knowledge in a specific model. Clinical Psychology 

training can emphasise breadth over depth of learning. However, being taught on 

a CBT rich course, and choosing my research in this area, is one way I have held 

on to depth of learning, which has increased my confidence working in a cognitive-

behavioural framework.  

The second notable theme across my research projects is one of CBT 

adaptation. The evidence base for CBT with adults is extremely well-established. 

However, working with people with learning disabilities, autism and children and 
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young people, CBT does have some limitations. Conducting research with these 

client groups has encouraged me to become critically aware of the strengths and 

limitations of CBT. One such dichotomy I have reflected upon is the balance 

between delivering a flexible and person-centred intervention, whilst staying true 

and connected to the model. Research that focuses on adaptations of CBT, has 

helped me to reflect upon my values as a Clinical Psychologist. My clinical 

approach has developed in a response to this research to be one of person first, 

model second. This has changed from my pre-training experience in IAPT that I 

felt was much more centred around the suitability of the person to the intervention 

(CBT), rather than keeping person-centeredness at the heart of clinical practice.  

My experience of research has challenged many prior beliefs I held about 

my ability and working style. Whilst I had good pre-training experience of 

conducting research projects, my confidence in research, particularly statistics, 

was low. I had previously thought that I had a limited ability to engage with 

statistics, and that I was going to struggle with statistics immensely. Whilst I would 

say that this is still not my strength, I have been surprised by how I have engaged 

with this. Statistics is challenging and takes a lot of thought; it is something I will 

continue to find only ‘sticks’ when I am immersed in analysis. Nonetheless, I have 

been able to face it more competently than I thought previously. I am sure that 

working as a qualified psychologist will continue to present novel and challenging 

situations, however, my experience in facing statistics is something I will come 

back to. Much like a behavioural experiment, knowing that I have faced my fears 

once before will hold me in good stead for the next step of my career.  

The process of research more specifically is something I have continued to 

learn and grow from.  It is interesting to see how my research has adapted 

throughout training, particularly my main research project. The project at its 

inception had big ideas, with the aim of addressing several gaps in the literature 

with multiple research questions. Whilst the core concept has remained the same, 

it has been insightful to experience the practicalities and realities of conducting 

research with children and young people, a somewhat hard to reach population 

from the perspective of research recruitment.  The balance of quantity vs quality is 

one I have found particularly challenging. Conducting this project has also taught 

me about my working style, and that tunnel-vision can on occasion limit my view of 
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the project as a whole. Research supervision and annual appraisals have 

encouraged me to reflect on my approach to research. I have learnt the value of 

stepping-back from ‘doing mode’ to pause and consider the overall scope of a 

given project. Setting realistic targets, self-care, and taking a pause when needed 

are all strategies I will take with me into qualified life.  

Training provides a variety of placements, with different supervisors who 

often have different supervisory styles. Reflecting on my experience of receiving 

supervision on training, prompted me to consider my experiences in my first 

placement. In many ways, the two supervisors I had on this placement set me up 

for the rest of training. Their leadership qualities, reflective, supportive, and 

containing supervisory styles enabled me to settle into my new identity as a 

trainee clinical psychologist, in a new city, making new friends. The leap between 

working as a psychological wellbeing practitioner to clinical psychology training, 

felt big and uncertain. I remember this time as being one of the steepest learning 

curves on my training journey. I learnt to become more vulnerable in supervision, 

to discuss clinical dilemmas where I felt I had ‘got it wrong’ and genuinely improve 

my clinical skills. I will always remember this placement as building such a strong 

foundation for training, and the experience I had was one I have continually come 

back to when training has presented twists, turns, and bumps along the way.  

Training for three years has inevitably meant the presence of life events, 

changes, and challenges. There have been notable interactions between my 

personal life and professional experiences. The first challenge I encountered was 

balancing my older adult placement. This placement provided an opportunity to 

learn about dementia and practise skills in dementia assessments, which 

unfortunately was timed with my Grandpa receiving a dementia diagnosis. 

Balancing my personal and professional life at this time was challenging. On 

placement I was involved in supporting older adults and families who had 

progressed further on their journey with dementia, whereas my family was only at 

the beginning. Sadly, my Grandpa passed away during my second year of training. 

His death occurred at the same time I was learning to do bereavement work, and 

also whilst I was working closely around the area in which he used to live, prior to 

moving to live near my parents for support nearing the end of his life.  

Facing similar emotive experiences at work and in my personal life is 
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something I have noticed happen with colleagues also and I very much expect to 

face again. The co-occurrence of these events throughout training has challenged 

the concept I held of having truly boundaried work. Ultimately, clients and 

practitioners will always be connected through shared human experience that 

accompanies loss, uncertainties, and challenging life events. I have learnt to 

reflect on my own capacity clinically and notice when self-care is important. 

Choosing a career where you likely face emotional distress most days is 

rewarding, challenging and rich. The support of my partner, family, and friends is 

something I will not forget and has taught me just how vital social support can be. 

Training has brought to light my values in life, which I know will hold me in good 

stead when adopting self-care as a qualified psychologist.  

Finally, whilst the past three years have provided rich and thoughtful 

challenges promoting reflections about myself, my clinical and research work, the 

sobering events of 2020 have arguably been the most memorable. Completing my 

thesis and working clinically in the context of a pandemic has been an interesting 

learning experience. Working remotely has pushed me to draw on creativity skills 

to ensure a safe, containing, and thoughtful therapeutic space for young people. It 

has challenged some of my previous assumptions, and I have been surprised by 

how well clinical teams and clients have adapted to this challenge. It has, 

however, tested my own boundaries and I have found it challenging conducting 

therapy from my home. It has also made me reflect on the personal and systemic 

impact of Covid-19 for clients. Much like the ‘stress bucket’ formulation, coping 

with anxiety and depression amongst the uncertainty of a pandemic is tough. The 

resilience and adaptability of the young people I have worked with has been 

inspiring and has taught me that hope is such a vital ingredient to therapy.  

The final and perhaps most thought-provoking event of 2020 has been the 

Black Lives Matter (BLM) movement. Whilst I have worked with people of different 

genders, sexual orientation, gender identity and education, working with black 

people or people of colour is an experience which I have been only marginally 

exposed to throughout training. The BLM movement has prompted me to take an 

honest and reflective stance on my approach to cultural sensitivity and issues of 

race in the context of Clinical Psychology. It has shed light on how much more I 

need to learn as a person of white privilege, and how systemic racism influences 
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clinical psychology training, clinical research, and referrals to mental health 

services. I will continue to reflect on my own biases and champion the 

representation of black people and people of colour in Clinical Psychology, mental 

health services, and psychological research.  

My experience of training has been challenging, emotive and rewarding.  I 

have grown from learning about myself, clinical psychology more broadly and my 

approach to research and practice. There have been several twists and turns 

throughout training, which have been made a lot easier to tackle with the support 

of my fellow trainees. Sharing this experience together has truly been unique, and 

I will always remember the shared laughs and challenges. The importance of 

social connection and support is something I have learnt is key and have reflected 

on this shared experience with clients. Training has forced me to be vulnerable 

and learning to accept this vulnerability has been another key challenge. Having 

supportive and containing supervisors has meant that I have been able to ‘get it 

wrong’, feel vulnerable, and nurture my clinical and research skills. Training has 

challenged many prior assumptions, forcing me to reflect on myself and my beliefs 

about clinical practice. Finally, the importance of self-care and recognising one’s 

own capacity has been another learning curve. I will hold on to these skills and 

experiences in qualified life.  
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Appendices 

Appendix A: Literature Review Appendices 

Appendix A1: Requirements for submitting to Journal of Child and 

Adolescent Mental Health 

1. Contributions from any discipline that further clinical knowledge of the mental life 
and behaviour of children are welcomed. Papers need to clearly draw out the clinical 
implications for mental health practitioners. Papers are published in English. As an 
international journal, submissions are welcomed from any country. Contributions 
should be of a standard that merits presentation before an international readership. 
Papers may assume any of the following forms: Original Articles; Review Articles; 
Measurement Issues; Innovations in Practice; Narrative Matters; Debate Articles. 
 
Original Articles: Original Articles make an original contribution to empirical 
knowledge, to the theoretical understanding of the subject, or to the development of 
clinical research and practice.  
 
Review Articles: These papers offer a critical perspective on a key body of current 
research relevant to child and adolescent mental health. 
 
Measurement Issues: These papers aim to evaluate evidence-based measurement 
tools and issues in child mental health disorders and services.  
 
Innovations in Practice: These papers report on any new and innovative 
development that could have a major impact on evidence-based practice, 
intervention and service models. 
 
Narrative Matters: These papers describe important topics and issues relevant to 
those working in child and adolescent mental health but considered from within the 
context and framework of the Humanities and Social Sciences.  
 
Debate Articles: These papers express opposing points of view or opinions, 
highlighting current evidence-based issues, or discuss differences in clinical practice 
 
Clinical Conundrums: Clinical Conundrums provides an opportunity to publish 
educational articles that challenge mental health professionals in their clinical work.  

  

2. Submission of a paper to Child and Adolescent Mental Health will be held to imply 
that it represents an original submission, not previously published; that it is not being 
considered for publication elsewhere; and that if accepted for publication it will not be 
published elsewhere without the consent of the Editors. 
 
3. Manuscripts should be submitted online. For detailed instructions please go 
to: http://mc.manuscriptcentral.com/camh_journal and check for existing 
account if you have submitted to or reviewed for the journal before, or have forgotten 
your details. If you are new to the journal create a new account. Help with submitting 
online can be obtained from the Editorial Office at ACAMH 

http://mc.manuscriptcentral.com/camh_journal
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(email: publications@acamh.org) 
 
4. Authors’ professional and ethical responsibilities 
 
Disclosure of interest form 
All authors will be asked to download and sign a full Disclosure of Interests form and 
acknowledge this and sources of funding in the manuscript. 
 
Ethics 
Authors are reminded that the Journal adheres to the ethics of scientific publication 
as detailed in the Ethical principles of psychologists and code of 
conduct (American Psychological Association, 2010). These principles also imply 
that the piecemeal, or fragmented publication of small amounts of data from the 
same study is not acceptable. The Journal also generally conforms to the Uniform 
Requirements for Manuscripts  of the International Committee of Medical Journal 
Editors (ICJME) and is also a member and subscribes to the principles of the 
Committee on Publication Ethics (COPE).    

Informed consent and ethics approval 
Authors must ensure that all research meets these ethical guidelines and affirm that 
the research has received permission from a stated Research Ethics Committee 
(REC) or Institutional Review Board (IRB), including adherence to the legal 
requirements of the study county. Within the Methods section, authors should 
indicate that ‘informed consent’ has been appropriately obtained and state the name 
of the REC, IRB or other body that provided ethical approval. When submitting a 
manuscript, the manuscript page number where these statements appear should be 
given. 

Preprints 
CAMH will consider for review articles previously available as preprints. Authors may 
also post the submitted version of a manuscript to a preprint server at any time. 
Authors are requested to update any pre-publication versions with a link to the final 
published article. Please find the Wiley preprint policy here. 

Note to NIH Grantees 
Pursuant to NIH mandate, Wiley-Blackwell will post the accepted version of 
contributions authored by NIH grant-holders to PubMed Central upon acceptance. 
This accepted version will be made publicly available 12 months after publication. 
For further information, see www.wiley.com/go/nihmandate. 

Recommended guidelines and standards 
The Journal requires authors to conform to CONSORT 2010 (see CONSORT 
Statement) in relation to the reporting of randomised controlled clinical trials; also 
recommended is the Extensions of the CONSORT Statement with regard to 
cluster randomised controlled trials). In particular, authors must include in their paper 
a flow chart illustrating the progress of subjects through the trial (CONSORT 
diagram) and the CONSORT checklist. The flow diagram should appear in the main 
paper, the checklist in the online Appendix. Trial registry name, registration 
identification number, and the URL for the registry should also be included at the end 
of the methods section of the Abstract and again in the Methods section of the main 
text, and in the online manuscript submission. Trials must be registered in one of the 
ICJME-recognised trial registries: 
 

mailto:publications@acamh.org
http://www.apa.org/ethics/code/index.aspx
http://www.apa.org/ethics/code/index.aspx
http://www.icmje.org/urm_main.html
http://www.publicationethics.org/resources/code-conduct
https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/preprints-policy.html?1
https://www.wiley.com/WileyCDA/Section/id-321171.html
http://www.consort-statement.org/consort-2010
http://www.consort-statement.org/consort-2010
http://www.consort-statement.org/extensions/
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Australian New Zealand Clinical Trials Registry 
Clinical Trials 
Netherlands Trial Register 
ISRCTN Registry 
UMIN Clinical Trials Registry 
 
Manuscripts reporting systematic reviews or meta-analyses will only be considered if 
they conform to the PRISMA Statement. We ask authors to include within their 
review article a flow diagram that illustrates the selection and elimination process for 
the articles included in their review or meta-analysis. 
 
The Equator Network is recommended as a resource on the above and other 
reporting guidelines for which the editors will expect studies of all methodologies to 
follow. Of particular note are the guidelines on qualitative work http://www.equator-
network.org/reporting-guidelines/evolving-guidelines-for-publication-of-
qualitative-research-studies-in-psychology-and-related-fields and on quasi-
experimental http://www.equator-network.org/reporting-guidelines/the-quality-
of-mixed-methods-studies-in-health-services-research and mixed method 
designs http://www.equator-network-or/reporting-guidelines/guidelines-for-
conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-
beyond 
 
CrossCheck 
An initiative started by CrossRef to help its members actively engage in efforts to 
prevent scholarly and professional plagiarism. The journal to which you are 
submitting your manuscript employs a plagiarism detection system. By submitting 
your manuscripts to this journal you accept that your manuscript may be screened 
for plagiarism against previously published works. 

5. Manuscripts should be double spaced and conform to the house style 
of CAMH. The title page of the manuscript should include the title, name(s) and 
address(es) of author(s), an abbreviated title (running head) of up to 80 characters, a 
correspondence address for the paper, and any ethical information relevant to the 
study (name of the authority, data and reference number for approval) or a statement 
explaining why their study did not require ethical approval. 

Summary: Authors should include a structured Abstract not exceeding 250 words 
under the sub-headings: Background; Method; Results; Conclusions.   
 
Key Practitioner Message: Below the Abstract, please provide 1-2 bullet points 
answering each of the following questions: 

• What is known? - What is the relevant background knowledge base to your 
study? This may also include areas of uncertainty or ignorance. 

• What is new? - What does your study tell us that we didn't already know or is 
novel regarding its design? 

• What is significant for clinical practice? - Based on your findings, what 
should practitioners do differently or, if your study is of a preliminary nature, 
why should more research be devoted to this particular study? 

 
Keywords: Please provide 4-6 keywords use MeSH Browser for suggestions 

http://www.anzctr.org.au/
http://www.clinicaltrials.gov/
http://www.trialregister.nl/trialreg/index.asp
http://www.trialregister.nl/trialreg/index.asp
https://www.isrctn.com/
http://www.umin.ac.jp/ctr/
http://www.prisma-statement.org/index.htm
http://www.equator-network.org/resource-centre/library-of-health-research-reporting/library/
http://www.equator-network.org/reporting-guidelines/evolving-guidelines-for-publication-of-qualitative-research-studies-in-psychology-and-related-fields
http://www.equator-network.org/reporting-guidelines/evolving-guidelines-for-publication-of-qualitative-research-studies-in-psychology-and-related-fields
http://www.equator-network.org/reporting-guidelines/evolving-guidelines-for-publication-of-qualitative-research-studies-in-psychology-and-related-fields
http://www.equator-network.org/reporting-guidelines/the-quality-of-mixed-methods-studies-in-health-services-research
http://www.equator-network.org/reporting-guidelines/the-quality-of-mixed-methods-studies-in-health-services-research
http://www.equator-network.org/reporting-guidelines/guidelines-for-conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-beyond
http://www.equator-network.org/reporting-guidelines/guidelines-for-conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-beyond
http://www.equator-network.org/reporting-guidelines/guidelines-for-conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-beyond
https://www.nlm.nih.gov/
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6. Papers submitted should be concise and written in English in a readily 
understandable style, avoiding sexist and racist language. Articles should adhere to 
journal guidelines and include a word count of their paper; occasionally, longer 
article may be accepted after negotiation with the Editors.  
 
7. Authors who do not have English as a first language may choose to have their 
manuscript professionally edited prior to submission; a list of independent suppliers 
of editing services can be found 
at http://authorservices.wiley.com/bauthor/english_language.asp. All services 
are paid for and arranged by the author, and use of one of these services does not 
guarantee acceptance or preference for publication. 
 
8. Headings: Original articles should be set out in the conventional format: Methods, 
Results, Discussion and Conclusion. Descriptions of techniques and methods should 
only be given in detail when they are unfamiliar. There should be no more than three 
(clearly marked) levels of subheadings used in the text. 
 
9. All manuscripts should have an Acknowledgement section at the end of the main 
text before the References. This should include statements on the following: 
 
Study funding: Please provide information on any external or grant funding of the 
work (or for any of the authors); where there is no external funding, please state this 
explicitly. 
 
Contributorships: Please state any elements of authorship for which particular 
authors are responsible, where contributorships differ between author group. (All 
authors must share responsibility for the final version of the work submitted and 
published; if the study include original data, at least one author must confirm that he 
or she had full access to all the data in the study and takes responsibility for the 
integrity of the data in the study and the accuracy of the data analysis). Contributions 
from others outside the author group should also be acknowledged (e.g. study 
assistance or statistical advice) and collaborators and study participants may also be 
thanked. 
 
Conflicts of interest: Please disclose any conflicts of interest of potential relevance to 
the work reported for each of the authors. If no conflicts of interest exist, please 
include an explicit declaration of the form: "The author(s) have declared that they 
have no competing or potential conflicts of interest". 
 
10. For referencing, CAMH follows a slightly adapted version of APA 
Style http:www.apastyle.org/. References in running text should be quoted 
showing author(s) and date. For up to three authors, all surnames should be given 
on first citation; for subsequent citations or where there are more than three authors, 
'et al.' should be used. A full reference list should be given at the end of the article, in 
alphabetical order. 
 
References to journal articles should include the authors' surnames and initials, the 
year of publication, the full title of the paper, the full name of the journal, the volume 
number, and inclusive page numbers. Titles of journals must not be abbreviated. 

http://authorservices.wiley.com/bauthor/english_language.asp
http://apastyle.org/
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References to chapters in books should include authors' surnames and initials, year 
of publication, full chapter title, editors' initials and surnames, full book title, page 
numbers, place of publication and publisher. 
 
11. Tables: These should be kept to a minimum and not duplicate what is in the text; 
they should be clearly set out and numbered and should appear at the end of the 
main text, with their intended position clearly indicated in the manuscript. 
 
12. Figures: Any figures, charts or diagrams should be originated in a drawing 
package and saved within the Word file or as an EPS or TIFF file. 
See http://authorservices.wiley.com/bauthor/illustration.asp for further 
guidelines on preparing and submitting artwork. Titles or captions should be clear 
and easy to read. These should appear at the end of the main text. 
 
13. Footnotes should be avoided, but end notes may be used on a limited basis. 
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Appendix A2: Search results and search string PsycNET 

Key: 

(af.) = any field 

(it) = index term 

/bnt = associated broader and narrower terms included. 

 

Combined search: CBT terms, depression terms, and health condition.  

Age filter: Child (birth-12), school age (6-12), adolescence (13-17), young adulthood (18-29). 

 

Chronic illness Keywords/search terms Number of 

articles and 

date 

Combined 

search and 

date  

Relevant articles 

Allergic rhinitis “Allergic Rhinitis” (af.) 105 

09/08/19 

0 

09/08/19 

0 

Allergy/anaphylaxis Allerg* (af.) OR anaphyl* (af.) OR Allergic disorders (it.) OR Allergic 

skin disorders (it.) 

2,916 

09/08/19 

9 

18/08/19 

0 

Anaemia/Fanconi 

Anaemia 

Anaem* (af.) OR “Fanconi Anaemia” (af.) OR Anem* (af.) OR 

“Fanconi Anemia” (af.) OR Anemia (it.) 

1,947 

09/08/19 

8 

18/08/19 

0 

Angina Angina pectoris (it.) OR heart disorders (it.) OR Angina (af.) 1,725 

09/08/19 

10 

22/08/19 

2 
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Arrhythmia  Arrhythm* (af.) OR Arrhythmias (Heart) (it/bnt) 2,811 

09/08/19 

13 

22/08/19 

0 

Asthma Asthma* (af.) OR Asthma (it/bnt) 6,313 

09/08/19 

36 

22/08/19 

0 

Atrial Fibrillation Atrial fibrillation (af.) OR Fibrillation (heart) (it.) 105 

09/08/19 

0 

09/08/19 

0 

Autoimmune 

Diseases 

“Autoimmune disease” (af.) OR “autoimmune diseases” (af.) OR 

“immunologic disorders” (it.) 

956 

09/08/19 

5 

22/08/19 

0 

Blood Disorders “Blood disorders” (af.) OR “blood disorder” (af.) 169 

09/08/19 

2 

22/08/19 

0 

Burn Injuries  Burns (it.) OR burn (af.) OR “burn injuries” (af.) 749 

09/08/19 

3 

22/08/19 

0 

Cancer  Cancer* (af.) OR oncolog* (af.) OR Neoplasms (it.) OR Oncology (it.) 25, 248 

22/08/19 

116 

22/08/19 

5 

Childhood 

constipation 

Constipat* (af.) OR Fecal Incontinence (it.) OR Colon disorders (it.) 

OR Constipation (it.) 

1,310 

22/08/19 

14 

22/08/19 

1 

Crohn’s disease/ 

Ulcerative colitis 

crohn’s (af.) OR Ulcerative colitis (it.) OR “inflammatory bowel 

disease” (af.) OR IBD (af.) OR “Colon Disorders” (it.) OR 

Gastrointestinal disorders (it.) 

1088 

22/08/19 

15 

22/08/19 

5 

Chronic Fatigue 

Syndrome/ME 

“chronic fatigue” (af.) OR CFS (af.) OR “Myalgic encephalomyelitis” 

(af.) OR “Chronic Fatigue Syndrome” (it.) 

1,162 

12/08/19 

41 

22/08/19 

2 

Chronic Gout Gout (af.) OR Gouty (af.) OR “Gouty arthritis” (af.) 192 0 0 
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09/08/19 09/08/19 

Chronic Kidney 

Disease 

“Kidney disease” (af.) OR “Kidney diseases” (af.) OR “Kidney failure” 

(af.) OR “Kidney diseases” (it.) 

1877 

22/08/19 

23 

22/08/19 

0 

Chronic 

Obstructive 

Pulmonary 

Disease (COPD) 

COPD (af.) OR “chronic pulmonary disease” (af.) OR “chronic 

obstructive pulmonary disease” (it.) OR “Lung Disorders” (it.) 

462 

09/08/19 

0 

09/08/19 

0 

Chronic Pain “chronic pain” (af.) OR “Chronic Pain” (it.) 4398 

22/08/19 

135 

22/08/19 

0 

Chronic 

Sarcoidosis 

Sarcoidosis (af.) OR sarcoid* (af.) 39 

09/08/19 

0 

09/08/19 

0 

Coeliac Disease “Coeliac disease” (af.) OR Coeliac* (af.) OR “Celiac disease” (af.) 

OR Celiac* OR “Celiac Disease” (it.) 

188 

22/08/19 

0 

22/08/19 

0 

Connective Tissue 

Diseases 

“Connective tissue disease” (af.) OR “Connective tissue diseases” 

(af.) OR Arthritis (af.) OR “Juvenile arthritis” (af.) OR Lupus (af.) 

“Lupus” (it.) OR “Rheumatoid Arthritis” (it.) OR Arthritis (it.) 

2144 

22/08/19 

24 

22/08/19 

0 

Coronary Heart 

disease 

“Coronary Heart Disease” (af.) OR “Heart Disease” (af.) OR “Heart 

Diseases” (af.) OR “Heart Disorders” (it.) OR “Cardiovascular 

Disorders” (it.) 

4176 

22/08/19 

14 

22/08/19 

0 

Cystic Fibrosis  “Cystic Fibrosis” (af.) OR CF (af.) OR “Cystic Fibrosis” (it.) OR Lung 

disorders (it.) 

2063 

22/08/19 

3 

22/08/19 

0 

Diabetes (type 1) Diabet* (af.) OR Diabetes (it.) OR “Diabetes Mellitus” (it.) 9412 

22/08/19 

74 

22/08/19 

0 

Eczema Eczema* OR Eczema (it.) OR Dermatitis (it.) 331 3 0 
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22/08/19 22/08/19 

Endocrine 

disorders 

Endocrine (af.) OR “Endocrine Diseases” (af.) OR “Endocrine 

disease” (af.) Thyroid (af.) OR Adrenal (af.) OR “Endocrine System” 

(it.) OR Endocrine disorders (it.) 

5062 

22/08/19 

25 

22/08/19 

0 

Endometriosis Endometri* 136 

22/08/19 

1 

22/08/19 

0 

Epilepsy Epilep* (af.) OR Epilepsy (it.) OR “Epileptic Seizures” (it.) OR 

Seizures (it.) 

15,329 

22/08/19 

55 

22/08/19 

8 

Fibromyalgia Fibromyalgia (af.) OR Fibromyalgia (it.) 756 

22/08/19 

26 

22/08/19 

1 

Haemophilia Haemophil* (af.) OR Hemophil* (af.) OR Hemophilia (it.) OR Blood 

and lymphatic disorders (it.) 

731 

22/08/19 

0 

22/08/19 

0 

Heart Failure “Heart Failure” (af.) OR Heart Disorders (it). OR Cardiovascular 

disorders (it.) 

3277 

22/08/19 

11 

22/08/19 

0 

Hepatitis B “Hepatitis B” (af). OR Hepatitis (it.) OR Toxic hepatitis (it.) 1053 

22/08/19 

2 

22/08/19 

0 

HIV HIV (af.) OR “Human Immunodeficiency Virus” (af.) OR HIV (it.) 22306 

22/08/19 

60 

22/08/19 

3 

Hives Hives (af.) OR Urticaria (af.) 88 

23/08/19 

0 

23/08/19 

0 

Hyper/hypotension Hypertens* (af.) OR Hypotens* OR “High Blood Pressure” (af.) OR 

Hypertension (it.) OR Blood pressure disorders (it.) 

3839 

23/08/19 

6 

23/08/19 

0 
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Incontinence Incontinen* (af.) OR “Urinary Incontinence” (it.) 1546 

23/08/19 

2 

23/08/19 

0 

Lung disease “Lung diseases” (af.) OR “Lung disease” (af.) OR “Lung disorder” 

(af.) OR “Lung disorders” (af.) OR “Lung fibrosis” (af.) OR Lung 

disorders (it.) 

587 

23/08/19 

1 

23/08/19 

0 

Migraine “Migraine-neuralgia” (af.) OR Migraine (af.) OR “Migraine Headache” 

(it.) OR “Muscle Contraction Headache” (it.) OR Headache (it.) 

279 

23/08/19 

25 

23/08/19 

6 

Muscular 

Dystrophy 

Muscular disorders (it.) OR Muscular dystrophy (it.) OR 

Neuromuscular disorders (it.) 

1875 

23/08/19 

2 

23/08/19 

0 

Neuralgia Neuralg* (af.) OR Neuralgia (it.) OR Trigeminal neuralgia (it.) 399 

23/08/19 

1 

23/08/19 

1 

Peripheral Arterial 

Disease 

"Peripheral Arterial Disease" (af.) OR "peripheral vascular disease" 

(af.) OR PAD (af.) 

442 

23/08/19 

0 

23/08/19 

0 

Polycystic Ovary 

Syndrome 

"polycystic ovary syndrome" (af.) OR “polycystic ovaries” (af.) OR 

PCOS (af.) 

155 

23/08/19 

4 

23/08/19 

1 

Psoriasis Psoriasis (af.) OR Psoria*OR “Skin conditions” (it.) 645 

23/08/19 

3 

23/08/19 

1 

Sickle Cell Disease “Sickle cell” (af.) OR Sickle cell disease (it.) 1001 

23/08/19 

6 

23/08/19 

0 

Sjörgen’s 

Syndrome 

Sjörgen* (af.) OR Sjorgen (af.) 4 

23/08/19 

0 

23/08/19 

0 

Sleep disorders  “Sleep disorder” (af.) OR “Sleep disorders” (af.) OR “Sleep apnoea” 

(af.) OR Narcolepsy (it.) OR Sleep apnea (it). OR Sleep wake 

6983 146 3 
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disorders (it.) OR Insomnia (it.) 23/08/19 23/08/19 

Spina Bifida “Spina bifida” (af.) OR “Spina bifida” (it.) 870 

23/08/19 

3 

23/08/19 

0 

Spinal Injuries “Spinal cord” (af.) OR “Spinal disease” (af.) OR “Spinal diseases” 

(af.) OR “Spinal injury” (af.) OR “Spinal injuries” (af.) OR Spinal cord 

injuries (it.) OR Spinal cord (it.) 

2738 

23/08/19 

8 

23/08/19 

0 

Thalassemia Thalassemia (af.) OR Thalassem* 110 

23/08/19 

0 

23/08/19 

0 

Thyroid Disease Thyroid (af.) OR Hyperthyroid* (af.) OR Hypothyroid* (af.) OR 

Hypothyroidism (it.) OR Hyperthyroidism (it.) OR Thyroid disorders 

(it.) 

1118 

23/08/19 

2 

23/08/19 

0 
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Appendix A3: Search results and search string Embase 

Key: 

(af.) = any field 

(it.) index term 

/exp = exploded term (includes the databases identified synonyms) 

Combined search: CBT and depression search terms.  

Age filter: Child (1-12), school child (7-12), adolescent, young adult. 

 

Chronic illness Keywords/search terms Number of articles and date Combined search and date Relevant articles 

Allergic rhinitis Allergic Rhinitis/exp 13,153 

26/07/19 

3 

26/07/19 

0 

Allergy/anaphylaxis Anaphylaxis/exp. OR allergy/exp.  69,274 

26/07/19 

15 

26/07/19 

0 

Anaemia/Fanconi 

Anaemia 

Anemia/exp (it.) OR  

 Fanconi anemia/exp. 

75,216 

26/07/19 

29 

26/07/19 

1 

Angina Angina pectoris/exp (it.) 2365 

26/07/19 

0 

26/07/19 

0 

Arrhythmia  Heart arrhythmia/exp 43,809 

26/07/19 

97 

26/07/19 

0 

Asthma Asthma/exp 76,135 

26/07/19 

27 

26/07/19 

0 

Atrial Fibrillation Atrial fibrillation/exp 3,963 1 0 
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26/07/19 26/07/19 

Autoimmune 

Diseases 

Autoimmune disease/exp 69,162 

26/07/19 

32 

26/07/19 

3 

Blood Disorders Hematologic disease/exp 299,289 

26/07/19 

72 

26/07/19 

0 

Burn Injuries  Burn/exp 26,857 

26/07/19 

30 

26/07/19 

0 

Cancer  Malignant neoplasm/exp 321,549 

26/07/19 

194 

26/07/19 

1 

Childhood 

constipation 

Constipation/exp 12,154 

26/07/19 

55 

26/07/19 

0 

Crohn’s 

disease/Ulcerative 

colitis/IBD 

Crohn disease/exp. OR IBD (ft.) 

OR Irritable colon/exp. OR 

Ulcerative colitis/exp. 

22,190 

26/07/19 

58 

26/07/19 

0 

Chronic Fatigue 

Syndrome/ME 

Chronic fatigue syndrome/exp 1,107 

26/07/19 

28 

26/07/19 

3 

Chronic Gout Gout/exp 1,207 

26/07/19 

1 

26/07/19 

0 

Chronic Kidney 

Disease 

Kidney disease/exp. 116,531 

26/07/19 

23 

26/07/19 

1 

Chronic Obstructive 

Pulmonary Disease 

(COPD) 

Chronic obstructive lung 

disease/exp 

5,531 

26/07/19 

2 

26/07/19 

0 
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Chronic Pain Chronic pain/exp 5,466 

26/07/19 

74 

26/07/19 

6 

Chronic Sarcoidosis Sarcoidosis/exp 3,315 

26/07/19 

2 

26/07/19 

0 

Coeliac Disease Celiac disease/exp 9,971 

26/07/19 

8 

26/07/19 

0 

Connective Tissue 

Diseases 

Connective tissue disease/exp OR 

Connective tissue/exp. 

120,669 

26/07/19 

26 

26/07/19 

0 

Coronary Heart 

disease 

Ischemic heart disease/exp. OR 

heart disease/exp. 

164,984 

26/07/19 

139 

26/07/19 

0 

Cystic Fibrosis  Cystic fibrosis/exp 22,186 

26/07/19 

27 

26/07/19 

0 

Diabetes (type 1) Diabetes mellitus/exp. 94,853 

26/07/19 

67 

26/07/19 

1 

Eczema Eczema/exp. 11,353 

26/07/19 

4 

26/07/19 

0 

Endocrine disorders Endocrine disease/exp. 219,249 

26/07/19 

109 

01/08/19 

0 

Endometriosis Endometriosis/exp. 1,894 

01/08/19 

1 

01/08/19 

0 

Epilepsy Epilepsy/exp.  71,748 80 2 
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01/08/19 01/08/19 

Fibromyalgia Fibromyalgia/exp. 1,134 

01/08/19 

22 

01/08/19 

5 

Haemophilia Hemophilia/exp.  9,827 

01/08/19 

0 

01/08/19 

0 

Heart Failure Heart failure/exp.  164,945 

01/08/19 

14 

01/08/19 

0 

Hepatitis B Hepatitis B/exp. 19,109 

01/08/19 

2 

01/08/19 

0 

HIV Human immunodeficiency virus 

infection/exp. OR Human 

immunodeficiency virus/exp. OR 

HIV (af.) 

59,867 

01/08/19 

37 

01/08/19 

1 

Hives Urticaria/exp. 9,799 

01/08/19 

5 

01/08/19 

0 

Hypertension/hypote

nsion 

Hypertension/exp. OR 

hypotension/exp. OR Hypertension 

(af.) OR Hypotension (af.) OR Low 

blood pressure (af.) OR High blood 

pressure (af.) 

89,538 

01/08/19 

86 

01/08/19 

0 

Incontinence Incontinence/exp.  16, 411 

01/08/19 

41 

01/08/19 

0 

Insomnia Insomnia/exp.  7,291 219 10 
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01/08/19 01/08/19 

Juvenile Arthritis Arthritis/exp. OR Juvenile arthritis 

(exp.)  

46,935 

01/08/19 

21 

01/08/19 

0 

Lung disease/ lung 

fibrosis 

Lung disease/exp. OR Lung 

fibrosis/exp.  

137,190 

01/08/19 

23 

02/08/19 

0 

Lupus Lupus erythematosus/exp. OR 

Lupus (af.) 

16,178 

01/08/19 

9 

02/08/19 

1 

Migraine/headache Migraine/exp. OR Headache/exp.  46,906 

01/08/19 

208 

02/08/19 

3 

Muscular Dystrophy Muscular dystrophy/exp. OR 

Muscular dystrophy (af.) 

9,918 

01/08/19 

1 

02/08/19 

0 

Narcolepsy Narcolepsy/exp.  1,546 

01/08/19 

18 

02/08/19 

0 

Neuralgia Neuralgia/exp. 7,678 

01/08/19 

12 

02/08/19 

0 

Peripheral Arterial 

Disease 

Peripheral occlusive artery 

disease/exp. 

7,180 

01/08/19 

0 

02/08/19 

0 

Polycystic Ovary 

Syndrome 

Ovary polycystic disease/exp. OR 

Polycystic ovaries (af.) 

3,604 

01/08/19 

9 

02/08/19 

2 

Psoriasis Psoriasis/exp. 7,425 

01/08/19 

5 

02/08/19 

0 
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Sjörgen’s Syndrome Sjörgen’s Syndrome (af.) OR 

Sjörgen (af.) OR Sjorgens 

syndrome (af.) OR Sjorgen (af.) 

0 

01/08/19 

0 

02/08/19 

0 

Sleep Apnoea Sleep disordered breathing/exp.  10,660 

01/08/19 

30 

03/08/19 

0 

Sleep paralysis Parasomnia/exp, OR Parasomnia 

(af.) 

1,276 

01/08/19 

11 

03/08/19 

0 

Spina Bifida Spinal cord disease/exp. OR Spine 

disease/exp. OR spine injury/exp. 

OR Spinal dysraphism/exp. OR 

Spina bifida aperta/exp. OR Spinal 

cord injury/exp. 

77,329 

01/08/19 

41 

03/08/19 

4 

Thalassemia Thalassemia/exp. OR Thalassemia 

(ft.) 

11,137 

01/08/19 

4 

03/08/19 

0 

Thyroid Disease Thyroid disease/exp. 32,997 

01/08/19 

21 

03/08/19 

0 

 

 

 

 



 

143 
 

Appendix A4: PsycNET search results and search string 

Age filter: Child (birth-12), school age (6-12), adolescence (13-17), young adulthood (18-29) 

Term Search Date Results 

Depression Major depression (it.) OR beck depression inventory (it.)  OR depression 

(emotion) (it.) OR endogenous depression (it.) OR reactive depression (it.) OR 

recurrent depression (it.) OR treatment resistant depression (it.) OR internalizing 

symptoms (it.) OR dysthymic disorder (it.) OR depress* (af.) OR ’low mood’ (af.) 

30/05/2019 337,012 

Chronic illness Chronic illness (it). OR chronic fatigue syndrome (it.) OR chronic pain (it.) OR 

chronically ill children (it.) OR chronicity (disorders) (it.) OR disease management 

(it.) OR disease progression (it.) OR physical disorders (it.) OR ‘chronic health’ 

(af.) OR ’long term health’ (af.) OR ’long-term health’ (af.) OR ’chronic disease’ 

(af.) OR ’health condition’ (af.) OR ’health problem’(af.) 

30/05/2019 84,284 

CBT cognitive therapy (it.) OR cognitive techniques (it.) OR behavior modification (it.) 

OR cognitive behavior therapy (it.) OR cognitive restructuring (it.) OR self-

instructional training (it.) OR self-management (it.) OR prolonged exposure 

therapy OR CBT (af.) OR cognitive behav* (af.) 

30/05/2019 73,644 

Combined 

search 

See terms above  30/05/2019 1,169 

 

 

Added filters 

Population group: human 

 

Age group:  childhood (0-12 yrs), preschool age (2 to 5yrs), school age (6 to 12 

yrs), adolescence (13-17 yrs), young adulthood (18-29) 

 

 

30/05/2019 

 

 

319 
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Relevant 

articles 

  16 
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Appendix A5: Embase search results and search string 

25/07/19 

Key 

(it.) = index term 

/exp = explode command 

(sy.) = synonyms associated with index term /exploded index term 

(af.) = any field/ free text term  

Age filter: Child (1-12), school child (7-12), adolescent, young adult. 

 

 

Keyword Search terms Results 

Chronic illness Chronic disease/exp (it.) OR physical disease/exp (it.) OR chronic health (af.) OR health 

problem (af.) OR health condition (af.) OR long-term health (af.) OR long term health 

(af.) 

2,434,404 

CBT Cognitive behavioral therapy/exp (it.) OR behavior therapy/exp (it.) OR cognitive 

therapy/exp (it.) OR CBT (af.) OR cognitive therapy (af.) OR behavior therapy (af.) OR 

behaviour therapy (af.) 

18,589 

Depression Depression/exp (it.) OR major depression/exp (it.) OR mood disorder/exp (it.) OR 

depressed mood/exp (it.) OR low mood (af.) OR depression (af.) 

95,648 

Combined search See above. 2142 

 

Relevant articles  28 

 



 

 

Appendix B: Service Improvement Project 

Appendix B1: Proposed journal submission guidelines  

Please prepare your manuscript before submission, using the following guidelines: 

Format Article files should be provided in Microsoft Word format. 

LaTex files can be used if an accompanying PDF document is 

provided. PDF as a sole file type is not accepted, a PDF must be 

accompanied by the source file. Acceptable figure file types are 

listed further below. 

Article Length Articles should be between 3000 and 6000 words in 

length. This includes all text including references and 

appendices. Please allow 350 words for each figure or table. 

Article Title A title of not more than eight words should be provided. 

Author details All contributing authors’ names should be added to the 

ScholarOne submission, and their names arranged in the correct 

order for publication. 

• Correct email addresses should be supplied for each 
author in their separate author accounts 

• The full name of each author must be present in their 
author account in the exact format they should appear 
for publication, including or excluding any middle 
names or initials as required 

• The affiliation of each contributing author should be 
correct in their individual author account. The affiliation 
listed should be where they were based at the time that 
the research for the paper was conducted 

Biographies 

and 

acknowledgements 

Authors who wish to include these items should save 

them together in an MS Word file to be uploaded with the 

submission. If they are to be included, a brief professional 

biography of not more than 100 words should be supplied for 

each named author. 

Research 

funding 

Authors must declare all sources of external research 

funding in their article and a statement to this effect should 

appear in the Acknowledgements section. Authors should 
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describe the role of the funder or financial sponsor in the entire 

research process, from study design to submission. 

Structured 

Abstract 

Authors must supply a structured abstract in their 

submission, set out under 4-7 sub-headings (see our "How to... 

write an abstract" guide for practical help and guidance): 

• Purpose (mandatory) 
• Design/methodology/approach (mandatory) 
• Findings (mandatory) 
• Research limitations/implications (if applicable) 
• Practical implications (if applicable) 
• Social implications (if applicable) 
• Originality/value (mandatory) 

Maximum is 250 words in total (including keywords and 

article classification, see below). 

 

Authors should avoid the use of personal pronouns within the 

structured abstract and body of the paper (e.g. "this paper 

investigates..." is correct, "I investigate..." is incorrect). 

Keywords Authors should provide appropriate and short keywords 

in the ScholarOne submission that encapsulate the principal 

topics of the paper (see the How to... ensure your article is highly 

downloaded guide for practical help and guidance on choosing 

search-engine friendly keywords). The maximum number of 

keywords is 12. 

 

Whilst Emerald will endeavour to use submitted keywords in the 

published version, all keywords are subject to approval by 

Emerald’s in house editorial team and may be replaced by a 

matching term to ensure consistency. 

Article 

Classification 

Authors must categorize their paper as part of the 

ScholarOne submission process. The category which most 

closely describes their paper should be selected from the list 

below. 

 

Research paper. This category covers papers which report on 

https://www.emeraldgrouppublishing.com/authors/guides/write/abstracts.htm?part=1#2
https://www.emeraldgrouppublishing.com/authors/guides/write/abstracts.htm?part=1#2
https://www.emeraldgrouppublishing.com/authors/guides/promote/optimize1.htm
https://www.emeraldgrouppublishing.com/authors/guides/promote/optimize1.htm
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any type of research undertaken by the author(s). The research 

may involve the construction or testing of a model or framework, 

action research, testing of data, market research or surveys, 

empirical, scientific, or clinical research. 

 

Viewpoint. Any paper, where content is dependent on the 

author's opinion and interpretation, should be included in this 

category; this also includes journalistic pieces. 

 

Technical paper. Describes and evaluates technical products, 

processes, or services. 

 

Conceptual paper. These papers will not be based on research 

but will develop hypotheses. The papers are likely to be 

discursive and will cover philosophical discussions and 

comparative studies of others' work and thinking. 

 

Case study. Case studies describe actual interventions or 

experiences within organizations. They may well be subjective 

and will not generally report on research. A description of a legal 

case or a hypothetical case study used as a teaching exercise 

would also fit into this category. 

 

Literature review. It is expected that all types of paper cite any 

relevant literature so this category should only be used if the 

main purpose of the paper is to annotate and/or critique the 

literature in a particular subject area. It may be a selective 

bibliography providing advice on information sources or it may 

be comprehensive in that the paper's aim is to cover the main 

contributors to the development of a topic and explore their 

different views. 

 

General review. This category covers those papers which 

provide an overview or historical examination of some concept, 

technique, or phenomenon. The papers are likely to be more 

descriptive or instructional ("how to" papers) than discursive. 
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Headings Headings must be concise, with a clear indication of the 

distinction between the hierarchy of headings. 

 

The preferred format is for first level headings to be presented in 

bold format and subsequent sub-headings to be presented in 

medium italics. 

Notes/Endnotes Notes or Endnotes should be used only if absolutely 

necessary and must be identified in the text by consecutive 

numbers, enclosed in square brackets and listed at the end of 

the article. 

Figures All Figures (charts, diagrams, line drawings, web 

pages/screenshots, and photographic images) should be 

submitted in electronic form. 

 

All Figures should be of high quality, legible and numbered 

consecutively with arabic numerals. Graphics may be supplied 

in colour to facilitate their appearance on the online database. 

• Figures created in MS Word, MS PowerPoint, MS 
Excel, Illustrator should be supplied in their native 
formats. Electronic figures created in other applications 
should be copied from the origination software and 
pasted into a blank MS Word document or saved and 
imported into an MS Word document or alternatively 
create a .pdf file from the origination software. 

• Figures which cannot be supplied as above are 
acceptable in the standard image formats which are: 
.pdf, .ai, and .eps. If you are unable to supply graphics 
in these formats then please ensure they are .tif, .jpeg, 
or .bmp at a resolution of at least 300dpi and at least 
10cm wide. 

• To prepare web pages/screenshots simultaneously 
press the "Alt" and "Print screen" keys on the keyboard, 
open a blank Microsoft Word document and 
simultaneously press "Ctrl" and "V" to paste the image. 
(Capture all the contents/windows on the computer 
screen to paste into MS Word, by simultaneously 
pressing "Ctrl" and "Print screen".) 

• Photographic images should be submitted electronically 
and of high quality. They should be saved as .tif or .jpeg 
files at a resolution of at least 300dpi and at least 10cm 
wide. Digital camera settings should be set at the 
highest resolution/quality possible. 
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Tables Tables should be typed and included in a separate file to 

the main body of the article. The position of each table should be 

clearly labelled in the body text of article with corresponding 

labels being clearly shown in the separate file. 

 

Ensure that any superscripts or asterisks are shown next to the 

relevant items and have corresponding explanations displayed 

as footnotes to the table, figure or plate. 

References References to other publications must be 

in Harvard style and carefully checked for completeness, 

accuracy, and consistency. This is very important in an electronic 

environment because it enables your readers to exploit the 

Reference Linking facility on the database and link back to the 

works you have cited through CrossRef. 

 

You should cite publications in the text: (Adams, 2006) using the 

first named author's name or (Adams and Brown, 2006) citing 

both names of two, or (Adams et al., 2006), when there are three 

or more authors. At the end of the paper a reference list in 

alphabetical order should be supplied: 

For books Surname, Initials (year), Title of Book, Publisher, Place 

of publication. 

 

e.g. Harrow, R. (2005), No Place to Hide, Simon & Schuster, 

New York, NY. 

For book 

chapters 

Surname, Initials (year), "Chapter title", Editor's 

Surname, Initials, Title of Book, Publisher, Place of publication, 

pages. 

 

e.g. Calabrese, F.A. (2005), "The early pathways: theory to 

practice – a continuum", in Stankosky, M. (Ed.), Creating the 

Discipline of Knowledge Management, Elsevier, New York, NY, 

pp. 15-20. 
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For journals Surname, Initials (year), "Title of article", Journal Name, 

volume issue, pages. 

 

e.g. Capizzi, M.T. and Ferguson, R. (2005), "Loyalty trends for 

the twenty-first century", Journal of Consumer Marketing, Vol. 22 

No. 2, pp. 72-80. 

For published 

conference proceedings 

Surname, Initials (year of publication), "Title of paper", in 

Surname, Initials (Ed.), Title of published proceeding which may 

include place and date(s) held, Publisher, Place of publication, 

Page numbers. 

 

e.g. Jakkilinki, R., Georgievski, M. and Sharda, N. (2007), 

"Connecting destinations with an ontology-based e-tourism 

planner", in Information and communication technologies in 

tourism 2007 proceedings of the international conference in 

Ljubljana, Slovenia, 2007, Springer-Verlag, Vienna, pp. 12-32. 

For unpublished 

conference proceedings 

Surname, Initials (year), "Title of paper", paper 

presented at Name of Conference, date of conference, place of 

conference, available at: URL if freely available on the internet 

(accessed date). 

 

e.g. Aumueller, D. (2005), "Semantic authoring and retrieval 

within a wiki", paper presented at the European Semantic Web 

Conference (ESWC), 29 May-1 June, Heraklion, Crete, available 

at: http://dbs.uni-

leipzig.de/file/aumueller05wiksar.pdf (accessed 20 February 

2007). 

For working 

papers 

Surname, Initials (year), "Title of article", working paper 

[number if available], Institution or organization, Place of 

organization, date. 

 

e.g. Moizer, P. (2003), "How published academic research can 

inform policy decisions: the case of mandatory rotation of audit 

appointments", working paper, Leeds University Business 

http://dbs.uni-leipzig.de/file/aumueller05wiksar.pdf
http://dbs.uni-leipzig.de/file/aumueller05wiksar.pdf
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School, University of Leeds, Leeds, 28 March. 

For encyclopedia 

entries 

(with no author or editor) 

Title of Encyclopedia (year) "Title of entry", volume, 

edition, Title of Encyclopedia, Publisher, Place of publication, 

pages. 

 

e.g. Encyclopaedia Britannica (1926) "Psychology of culture 

contact", Vol. 1, 13th ed., Encyclopaedia Britannica, London and 

New York, NY, pp. 765-71. 

 

(For authored entries please refer to book chapter guidelines 

above) 

For newspaper 

articles (authored) 

Surname, Initials (year), "Article title", Newspaper, date, 

pages. 

 

e.g. Smith, A. (2008), "Money for old rope", Daily News, 21 

January, pp. 1, 3-4. 

For newspaper 

articles (non-authored) 

Newspaper (year), "Article title", date, pages. 

 

e.g. Daily News (2008), "Small change", 2 February, p. 7. 

For archival or 

other unpublished 

sources 

Surname, Initials, (year), "Title of document", 

Unpublished Manuscript, collection name, inventory record, 

name of archive, location of archive. 

 

e.g. Litman, S. (1902), "Mechanism & Technique of Commerce", 

Unpublished Manuscript, Simon Litman Papers, Record series 

9/5/29 Box 3, University of Illinois Archives, Urbana-Champaign, 

IL. 

For electronic 

sources 

If available online, the full URL should be supplied at the 

end of the reference, as well as a date that the resource was 

accessed. 

 

e.g. Castle, B. (2005), "Introduction to web services for remote 
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portlets", available at: http://www-

128.ibm.com/developerworks/library/ws-wsrp/ (accessed 12 

November 2007). 

 

Standalone URLs, i.e. without an author or date, should be 

included either within parentheses within the main text, or 

preferably set as a note (roman numeral within square brackets 

within text followed by the full URL address at the end of the 

paper). 

For data Surname, Initials (year), Title of Data Set, Name of data 

repository, available at: Persistent URL 

 

e.g. Campbell, A. and Kahn, R.L. (1999), American National 

Election Study, 1948, ICPSR07218-v3, Inter-university 

Consortium for Political and Social Research (distributor), Ann 

Arbor, MI, available at: http://doi.org/10.3886/ICPSR07218.v3 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www-128.ibm.com/developerworks/library/ws-wsrp/
http://www-128.ibm.com/developerworks/library/ws-wsrp/
http://doi.org/10.3886/ICPSR07218.v3
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Appendix B2: Service-user forum feedback on consent form, 

information and debrief sheet 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Service user form feedback on consent forms and information sheets 

Information sheet: 
·         Could use more pictures 
·         Maybe use bullet points e.g. record, type, keep on computer, delete 

recording 
·         They didn’t quite understand what would happen to the recording/when it 

would be deleted, i.e. would it be kept safe on the computer and then deleted 
·         Change the image of the cassette/Walkman 
·         Too much info in one space  
·         The use of colour is good – helps info to stand out and adds clarity 
·         The pictures being spread out is fine 

  
Consent form: 

·         They understood what consent means 
·         Make it clearer about the option not to take part/opt out – could have a box 

for this e.g. ‘I don’t want to take part in this research’ 
·         Have blank boxes for yes and no so they can tick it themselves – i.e. go 

through each point and decide step by step 
·         Change ‘at any point’ to ‘at any time’ 
·         Change the picture of a cassette to a PC 
·         Put the faces next to the words ‘like’ and ‘dislike’ so they are linked more 

clearly 
·         Separate out the second point in to two parts 
·         Separate out the third point in to two parts 
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Appendix B3: Service-user information sheet 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Information sheet 
 

  
 
 
 
 

  
 
  
 
 
 
 
 
 

• Alice would like to ask you questions about what you liked  
or didn’t like          about the Men’s group.  
 

• Alice will record what you say  
 

• Alice would also like to look at your paperwork from the group. 
 
 

• Alice might write about the study in a magazine called a journal. 
 

• What you say will be kept private. Your name  
won’t be written down anywhere.  
 
 

• What you say about the group won’t affect any support you have. 
 

• You can ask for your recording or paperwork to be deleted  
at any time before February 2020. 
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Appendix B4: Service-user consent form 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Consent Form 

  
 
I agree for Alice to ask me questions about what I liked        
or didn’t like        about the group.   
 
I agree for Alice to use my paperwork from the group. 
 
I know that I don’t have to take part if I don’t want to.  
 
I know that I can ask to stop at any time.   
 
I agree to being recorded.  
 
I understand that my answers will be used to help make 
the group better.  
 
I know that I can ask for the recording or paperwork to be 
destroyed at any time before February 2020.  
 
 
 
I know that only Alice will listen to the recording.  
 
I want to take part in this research 

 
 
My name: ___________________  Date: _____________ 
 
Signature: ____________________ 

Please tick 

Yes No 
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Appendix B5: Service-user comprehension checklist 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Participant ID:           

 

Information sheet comprehension checklist 

 

  Understands? 

  Yes  No 

     

What is the study about? 

• Mentions Alice looking at 
paperwork/asking questions about 
Men’s group 

  

 

  

 

     

What will you be asked to do? 

• Answer questions about what they 
liked/didn’t like about the group 

  

 

  

     

Are you allowed to say no to taking part?   

 

 

  

     

Can you change your mind and stop taking 

part if you want to? 

  

 

 

  

     

Do you have to answer any questions that 

you don’t want to? 
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Appendix B6: Service-user interview schedule  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Interview schedule 

Re-introduce self in terms of role and expectations for the interview. Reinforce that participation 

is voluntary and the person can withdraw at any time.   

Thank you for agreeing to take part.  

Today we are going to talk about the Men’s group. Here are some pictures and information from 

the group to help us both remember what the group is about. I will ask you some questions about 

the group -  what you liked or didn’t like about it.  

 

Tell me any of the things that you liked about the group 

Specific prompts: what was that like? Was that good or bad? What was good about it? Did you look 

forward to coming? What has been most helpful about the group? What do/did you like about the 

group? What is/was it like being in the group? Is it good or bad? 

 

 

Tell me any of the things that you didn’t like about the group 

Specific prompts: what was that like? Was that good or bad? What was bad about it? Why didn’t you 

like X? Did anything/anyone help? What is/was it like being in the group? Is it good or bad? Has 

anything been difficult or unhelpful about the group? Did you look forward to coming/feel worried 

about coming? Why? What were you looking forward to/what were you worried about? 

 

 

What is/was it like learning with other people? Is/was it good or bad? 

Specific: what is good/bad about that? Why was that good/bad? How does it feel learning with other 

people? 

 

 

Was anything difficult about the group? If so, what would help with this? 

Specific prompts: what was difficult about that? What did you do when that happened? Did anything 

or anyone help you at the time?  

 

 

How important was the group to you? Did anything change? 

Specific prompts: what do you remember most about the group? Why? What was the most 

important part about the group for you? Why? Did anything change: what changed? What was that 

like? Was that a good or bad thing? Why?  
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Appendix B7: Staff interview schedule 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Interview schedule: staff 

Re-introduce self in terms of role and expectations for the interview. Reinforce that participation 

is voluntary and the person can withdraw at any time.   

Thank you for agreeing to take part.  

Today we are going to talk about the Men’s group and what it is like to facilitate it. I will ask you 

questions about the experiences of people with Autism attending the group. 

 

Tell me any of the things that you enjoy about in delivering the group. 

Specific prompts: what is it like delivering the group? Is that good/bad/why? What is good/bad about 

that? 

 

Tell me any of the things that you find difficult about delivering the group. 

Specific prompts: what is it like delivering the group? Is that good/bad/why? What is good/bad about 

that? 

 

What is it like delivering the group to people with and without a diagnosis of Autism? 

Specific prompts: what’s that like? Is that good/bad/why? What is good/bad about that? What 

makes you think that? What have you noticed? 

 

Are there any challenges delivering the group to people with and without Autism? 

Specific prompts: if so, what? Why is that challenging/what makes that challenging? How do you 

manage this? How often do you notice that? What helps to overcome this challenge? How much of a 

challenge/problem do you think this is? 

 

Are there any challenges you have noticed specifically for people with Autism attending the 

group? 

Specific prompts: if so, what? Why is that challenging/what makes that challenging? How do you 

manage this? How often do you notice that? What helps to overcome this challenge? How much of a 

challenge/problem do you think this is? Who is this a challenge for, the group facilitators or people 

with Autism? Why? 

 

Are there any benefits you have noticed specifically for people with Autism attending the group? 

Specific prompts: if so, what? Why is that good/what makes that beneficial/how is that helpful? 

What makes you think that? How often do you notice that? How much of a benefit do you think this 

is? Why?  

 

What do you think it is like for people with Autism attending and participating in the group? 

Specific prompts: what makes you think that? Is that a good or bad thing? Do they think they enjoy 

it/find it difficult? If so, what specifically? And why? How often have you noticed this?  
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Appendix B8: Staff information sheet  
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Appendix B9: Staff consent form  
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Appendix B10: Staff debrief form 
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Appendix B11: Service-user debrief sheet 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Thank you  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Thank you for answering the questions! Your answers will 

help us to improve the Men’s group  

for other people. 

 

 

What happens next? 

Alice will listen carefully to your recording, to make sure that she 

understands what was helpful or not about the group.  

Alice will type up your answers on a computer. Your recording will then 

be deleted.  

Your name will not be written down anywhere, so people won’t know 

what you have said.   

 

Help and support 

If any questions make you feel upset you can talk to Alice about this. Alice 

can talk to the team about helping you if you want to.  

Thank you. 

 



 

165 
 

Appendix B12: ethical approval from NHS research & 

development and university ethical approval  
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Appendix C: Main Research Project 

Appendix C1 

Requirements for submitting to Journal of Child and Adolescent Mental 

Health 

1. Contributions from any discipline that further clinical knowledge of the mental 

life and behaviour of children are welcomed. Papers need to clearly draw out the 

clinical implications for mental health practitioners. Papers are published in 

English. As an international journal, submissions are welcomed from any country. 

Contributions should be of a standard that merits presentation before an 

international readership. Papers may assume any of the following forms: Original 

Articles; Review Articles; Measurement Issues; Innovations in Practice; Narrative 

Matters; Debate Articles. 

 

Original Articles: Original Articles make an original contribution to empirical 

knowledge, to the theoretical understanding of the subject, or to the development 

of clinical research and practice.  

 

Review Articles: These papers offer a critical perspective on a key body of 

current research relevant to child and adolescent mental health. 

 

Measurement Issues: These papers aim to evaluate evidence-based 

measurement tools and issues in child mental health disorders and services.  

 

Innovations in Practice: These papers report on any new and innovative 

development that could have a major impact on evidence-based practice, 

intervention and service models. 

 

Narrative Matters: These papers describe important topics and issues relevant to 

those working in child and adolescent mental health but considered from within the 

context and framework of the Humanities and Social Sciences.  

 

Debate Articles: These papers express opposing points of view or opinions, 

highlighting current evidence-based issues, or discuss differences in clinical 
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practice 

 

Clinical Conundrums: Clinical Conundrums provides an opportunity to publish 

educational articles that challenge mental health professionals in their clinical 

work.  

  

2. Submission of a paper to Child and Adolescent Mental Health will be held to 

imply that it represents an original submission, not previously published; that it is 

not being considered for publication elsewhere; and that if accepted for publication 

it will not be published elsewhere without the consent of the Editors. 

 

3. Manuscripts should be submitted online. For detailed instructions please go 

to: http://mc.manuscriptcentral.com/camh_journal and check for existing 

account if you have submitted to or reviewed for the journal before, or have 

forgotten your details. If you are new to the journal create a new account. Help 

with submitting online can be obtained from the Editorial Office at ACAMH 

(email: publications@acamh.org) 

 

4. Authors’ professional and ethical responsibilities 

 

Disclosure of interest form 

All authors will be asked to download and sign a full Disclosure of Interests form 

and acknowledge this and sources of funding in the manuscript. 

 

Ethics 

Authors are reminded that the Journal adheres to the ethics of scientific 

publication as detailed in the Ethical principles of psychologists and code of 

conduct (American Psychological Association, 2010). These principles also imply 

that the piecemeal, or fragmented publication of small amounts of data from the 

same study is not acceptable. The Journal also generally conforms to the Uniform 

Requirements for Manuscripts  of the International Committee of Medical Journal 

Editors (ICJME) and is also a member and subscribes to the principles of the 

Committee on Publication Ethics (COPE).    

http://mc.manuscriptcentral.com/camh_journal
mailto:publications@acamh.org
http://www.apa.org/ethics/code/index.aspx
http://www.apa.org/ethics/code/index.aspx
http://www.icmje.org/urm_main.html
http://www.publicationethics.org/resources/code-conduct
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Informed consent and ethics approval 

Authors must ensure that all research meets these ethical guidelines and affirm 

that the research has received permission from a stated Research Ethics 

Committee (REC) or Institutional Review Board (IRB), including adherence to the 

legal requirements of the study county. Within the Methods section, authors should 

indicate that ‘informed consent’ has been appropriately obtained and state the 

name of the REC, IRB or other body that provided ethical approval. When 

submitting a manuscript, the manuscript page number where these statements 

appear should be given. 

Preprints 

CAMH will consider for review articles previously available as preprints. Authors 

may also post the submitted version of a manuscript to a preprint server at any 

time. Authors are requested to update any pre-publication versions with a link to 

the final published article. Please find the Wiley preprint policy here. 

Note to NIH Grantees 

Pursuant to NIH mandate, Wiley-Blackwell will post the accepted version of 

contributions authored by NIH grant-holders to PubMed Central upon acceptance. 

This accepted version will be made publicly available 12 months after publication. 

For further information, see www.wiley.com/go/nihmandate. 

Recommended guidelines and standards 

The Journal requires authors to conform to CONSORT 2010 (see CONSORT 

Statement) in relation to the reporting of randomised controlled clinical trials; also 

recommended is the Extensions of the CONSORT Statement with regard to 

cluster randomised controlled trials). In particular, authors must include in their 

paper a flow chart illustrating the progress of subjects through the trial (CONSORT 

diagram) and the CONSORT checklist. The flow diagram should appear in the 

main paper, the checklist in the online Appendix. Trial registry name, registration 

identification number, and the URL for the registry should also be included at the 

end of the methods section of the Abstract and again in the Methods section of the 

main text, and in the online manuscript submission. Trials must be registered in 

one of the ICJME-recognised trial registries: 

 

Australian New Zealand Clinical Trials Registry 

https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/preprints-policy.html?1
https://www.wiley.com/WileyCDA/Section/id-321171.html
http://www.consort-statement.org/consort-2010
http://www.consort-statement.org/consort-2010
http://www.consort-statement.org/extensions/
http://www.anzctr.org.au/
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Clinical Trials 

Netherlands Trial Register 

ISRCTN Registry 

UMIN Clinical Trials Registry 

 

Manuscripts reporting systematic reviews or meta-analyses will only be considered 

if they conform to the PRISMA Statement. We ask authors to include within their 

review article a flow diagram that illustrates the selection and elimination process 

for the articles included in their review or meta-analysis. 

 

The Equator Network is recommended as a resource on the above and other 

reporting guidelines for which the editors will expect studies of all methodologies to 

follow. Of particular note are the guidelines on qualitative 

work http://www.equator-network.org/reporting-guidelines/evolving-

guidelines-for-publication-of-qualitative-research-studies-in-psychology-

and-related-fields and on quasi-experimental http://www.equator-

network.org/reporting-guidelines/the-quality-of-mixed-methods-studies-in-

health-services-research and mixed method designs http://www.equator-

network-or/reporting-guidelines/guidelines-for-conducting-and-reporting-

mixed-research-in-the-field-of-counseling-and-beyond 

 

CrossCheck 

An initiative started by CrossRef to help its members actively engage in efforts to 

prevent scholarly and professional plagiarism. The journal to which you are 

submitting your manuscript employs a plagiarism detection system. By submitting 

your manuscripts to this journal you accept that your manuscript may be screened 

for plagiarism against previously published works. 

5. Manuscripts should be double spaced and conform to the house style 

of CAMH. The title page of the manuscript should include the title, name(s) and 

address(es) of author(s), an abbreviated title (running head) of up to 80 

characters, a correspondence address for the paper, and any ethical information 

relevant to the study (name of the authority, data and reference number for 

http://www.clinicaltrials.gov/
http://www.trialregister.nl/trialreg/index.asp
http://www.trialregister.nl/trialreg/index.asp
https://www.isrctn.com/
http://www.umin.ac.jp/ctr/
http://www.prisma-statement.org/index.htm
http://www.equator-network.org/resource-centre/library-of-health-research-reporting/library/
http://www.equator-network.org/reporting-guidelines/evolving-guidelines-for-publication-of-qualitative-research-studies-in-psychology-and-related-fields
http://www.equator-network.org/reporting-guidelines/evolving-guidelines-for-publication-of-qualitative-research-studies-in-psychology-and-related-fields
http://www.equator-network.org/reporting-guidelines/evolving-guidelines-for-publication-of-qualitative-research-studies-in-psychology-and-related-fields
http://www.equator-network.org/reporting-guidelines/the-quality-of-mixed-methods-studies-in-health-services-research
http://www.equator-network.org/reporting-guidelines/the-quality-of-mixed-methods-studies-in-health-services-research
http://www.equator-network.org/reporting-guidelines/the-quality-of-mixed-methods-studies-in-health-services-research
http://www.equator-network.org/reporting-guidelines/guidelines-for-conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-beyond
http://www.equator-network.org/reporting-guidelines/guidelines-for-conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-beyond
http://www.equator-network.org/reporting-guidelines/guidelines-for-conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-beyond
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approval) or a statement explaining why their study did not require ethical 

approval. 

Summary: Authors should include a structured Abstract not exceeding 250 words 

under the sub-headings: Background; Method; Results; Conclusions.   

 

Key Practitioner Message: Below the Abstract, please provide 1-2 bullet points 

answering each of the following questions: 

• What is known? - What is the relevant background knowledge base to 

your study? This may also include areas of uncertainty or ignorance. 

• What is new? - What does your study tell us that we didn't already know or 

is novel regarding its design? 

• What is significant for clinical practice? - Based on your findings, what 

should practitioners do differently or, if your study is of a preliminary nature, 

why should more research be devoted to this particular study? 

 

Keywords: Please provide 4-6 keywords use MeSH Browser for suggestions 

 

6. Papers submitted should be concise and written in English in a readily 

understandable style, avoiding sexist and racist language. Articles should adhere 

to journal guidelines and include a word count of their paper; occasionally, longer 

article may be accepted after negotiation with the Editors.  

 

7. Authors who do not have English as a first language may choose to have their 

manuscript professionally edited prior to submission; a list of independent 

suppliers of editing services can be found 

at http://authorservices.wiley.com/bauthor/english_language.asp. All services 

are paid for and arranged by the author and use of one of these services does not 

guarantee acceptance or preference for publication. 

 

8. Headings: Original articles should be set out in the conventional format: 

Methods, Results, Discussion and Conclusion. Descriptions of techniques and 

methods should only be given in detail when they are unfamiliar. There should be 

https://www.nlm.nih.gov/
http://authorservices.wiley.com/bauthor/english_language.asp
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no more than three (clearly marked) levels of subheadings used in the text. 

 

9. All manuscripts should have an Acknowledgement section at the end of the 

main text before the References. This should include statements on the following: 

 

Study funding: Please provide information on any external or grant funding of the 

work (or for any of the authors); where there is no external funding, please state 

this explicitly. 

 

Contributorships: Please state any elements of authorship for which particular 

authors are responsible, where contributorships differ between author group. (All 

authors must share responsibility for the final version of the work submitted and 

published; if the study include original data, at least one author must confirm that 

he or she had full access to all the data in the study and takes responsibility for the 

integrity of the data in the study and the accuracy of the data analysis). 

Contributions from others outside the author group should also be acknowledged 

(e.g. study assistance or statistical advice) and collaborators and study 

participants may also be thanked. 

 

Conflicts of interest: Please disclose any conflicts of interest of potential relevance 

to the work reported for each of the authors. If no conflicts of interest exist, please 

include an explicit declaration of the form: "The author(s) have declared that they 

have no competing or potential conflicts of interest". 

 

10. For referencing, CAMH follows a slightly adapted version of APA 

Style http:www.apastyle.org/. References in running text should be quoted 

showing author(s) and date. For up to three authors, all surnames should be given 

on first citation; for subsequent citations or where there are more than three 

authors, 'et al.' should be used. A full reference list should be given at the end of 

the article, in alphabetical order. 

 

References to journal articles should include the authors' surnames and initials, 

the year of publication, the full title of the paper, the full name of the journal, the 

volume number, and inclusive page numbers. Titles of journals must not be 

http://apastyle.org/
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abbreviated. References to chapters in books should include authors' surnames 

and initials, year of publication, full chapter title, editors' initials and surnames, full 

book title, page numbers, place of publication and publisher. 

 

11. Tables: These should be kept to a minimum and not duplicate what is in the 

text; they should be clearly set out and numbered and should appear at the end of 

the main text, with their intended position clearly indicated in the manuscript. 

 

12. Figures: Any figures, charts or diagrams should be originated in a drawing 

package and saved within the Word file or as an EPS or TIFF file. 

See http://authorservices.wiley.com/bauthor/illustration.asp for further 

guidelines on preparing and submitting artwork. Titles or captions should be clear 

and easy to read. These should appear at the end of the main text. 

 

13. Footnotes should be avoided, but end notes may be used on a limited basis. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://authorservices.wiley.com/bauthor/illustration.asp
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Appendix C2: school recruitment  

Letter to school 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Department of Psychology                                
Tel: 01225 38 3251 
Alice Morey 
A.Morey@bath.ac.uk 

Contact number TBC 

 

 

 

 

 

 

 

Dear ______________, 

 

 

I am writing to you to ask for your help in taking part in a psychology study. I am a Trainee Clinical 

Psychologist at University of Bath and I’m conducting a study investigating what young people understand 

about Cognitive Behavioural Therapy (CBT), if they haven’t had CBT before. We would like to find out if 

young people’s wellbeing affects their understanding of CBT. We hope that our findings can help other 

young people who have CBT in the future. 

 

We would like to invite 12-16 years olds at your school to take part in our study. Those who are happy to 

take part, will complete a set of questionnaires that usually take about 20 minutes to complete. As a thank 

you for taking part, I would be happy to do a talk or short presentation about pursuing a career in 

psychology, and/or choosing to do psychology at University.  

 

If you would be interested in taking part, or would like further information, please contact Alice on (number 

TBC) or email a.morey@bath.ac.uk. Please also see the information sheet attached with this letter, which 

gives a more detailed overview of the study.  

 

Thank you in advance for your help and I look forward to hearing from you. 

 

Yours faithfully, 

 

Alice Morey 

Clinical Psychologist in training 

University of Bath 



 

176 
 

Demographic information sheet 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Name: 

 

Date of birth: 

 

Gender: 

 

Have you ever received a diagnosis of either a mental health difficulty or a 

diagnosis of Autism, ADHD or a learning disability? 

If so, please write the diagnosis here:____________________________ 

 

Have you ever been supported by a service for a mental health difficulty? e.g. 

Child & Adolescent Mental Health Service (CAMHS), Off The Record, Barnardos 

Please circle:   YES  NO  NOT SURE 

 

Are you currently being supported by any service for your mental health? 

Please circle: YES  NO  NOT SURE 
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School blanket consent form 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Department of Psychology                                
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in training 
A.Morey@bath.ac.uk 

 

 
Ethical approval code 19-026 

   

 
School Consent Form 

Understanding Cognitive-Behavioural Therapy 
 
 

I, _____________________________ on behalf of ____________________________________ (School 

name), agree for consenting students of the School to participate in this study exploring young people’s 

understanding of Cognitive-Behavioural Therapy (CBT).  The research is being conducted by Alice Morey at 

The University of Bath. I have received written information about the study and what is expected of 

participants. I have been given the opportunity to ask questions about the study and these have been 

answered to my satisfaction. I understand that all personal information will remain confidential and that the 

questionnaires will be stored in a locked filing cabinet at Bath University. These questionnaires will be 

anonymous. I understand that participation in this study is voluntary and that individual participants, or the 

School as a whole can withdraw at any time without having to give an explanation. 

 

Signature   

______________________________________ 

 

Name (in capitals)      Position 

______________________________________  __________________________________ 

 

Date   

______________________________________ 

 

Name of Researcher Taking Consent                         Date                         Signature of Researcher 

_______________________________             ____________     _______________________ 
 
 
 
 
If you have any concerns related to your participation in this study please direct them to the Department of 
Psychology Research Ethics Committee, via email: psychology-ethics@bath.ac.uk. 
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School information sheet 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in training 
A.Morey@bath.ac.uk 
 

Ethical approval code 19-026 

 
 

Understanding Cognitive Behavioural Therapy 
 
We are inviting people aged 12-16 to take part in a study about cognitive-behavioural 
therapy. This sheet has information about the study, and what you will be asked to do if 
you decide to take part. Please read it carefully to decide if you would like to take part.  
 

 

What is this study about? 
Lots of young people struggle with feeling low or anxious. When they do, they may have 
cognitive-behavioral therapy (also called CBT) to help them to feel less anxious or low. We 
are interested in what young people know about CBT if they haven’t had any CBT before. 
We would also like to know if young people’s emotions affect how easy it is to understand 
CBT.  
  
 

 
 

What will I be asked to do? 
You will be asked to answer some questions and complete a short task. This should take 
about 30 minutes. You can skip any questions that you do not want to answer.  
 

 
Do I have to take part? 

No. You do not have to take part if you do not want to. It is your choice to decide whether 
or not to take part.   
 
If you decide to take part, you can change your mind at any time and you do not need to 
tell us why. If you change your mind about taking part, your questionnaires will be 
destroyed. 
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University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in training 
A.Morey@bath.ac.uk 
 

 
 
 

 
Risks and benefits 

We do not think that there are any risks to taking part. We will ask you to complete a 
questionnaire that asks about your mood, which may bring up difficult thoughts and 
feelings. If you become upset, you can talk to us about this and we can offer advice on 
seeking support.  
 
We hope that the information you give us will help young people when they have CBT.  
 
This project has been reviewed and given ethical approval by Bath University. 
 
 

 

 
What happens to my questionnaires? 

Your name and personal details will not be included on any forms or questionnaires. The 
things you tell us will be confidential (we won’t tell anyone what you have answered). Only 
the research team can see your questionnaires. If you tell us anything that makes us 
concerned about you, we may need to follow this up with a professional who can help. 
 
What we find from the study will be written in a report. Your name and personal details will 
not be included.  
 
You can take out your questionnaires from the study at any point before 28th February 
2020. You do not need to give us a reason if you wish to do this. A summary of the results 
will be available once the study has finished. Please contact Alice before 1st June 2020 if you 
would like to read a summary. 
 

How can I take part? 
If you would like to take part, please complete the forms in the envelope provided. Thank 
you. 
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School debrief sheet 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

If you have any concerns related to your participation in this study please direct them to the Department of Psychology Research 

University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in training 
A.Morey@bath.ac.uk 

Ethical approval code 19-026 

Understanding Cognitive Behavioural Therapy 

 

Thank you for taking part in the study. We really value you taking part. We hope 

that your responses can help young people in the future who have Cognitive 

Behavioural Therapy.  

 

Why are we doing the study? 

Young people who struggle with feeling low or anxious may have cognitive-

behavioural therapy (also called CBT). We are trying to find out if young 

people’s understanding of their own thoughts, feelings and behaviours are 

affected by their emotions. 

Your questionnaires will be kept in a locked filing at the University of Bath. Your 

name and personal details will not be included on the questionnaires. Once the 

study has been written, there will be no links between your name and your 

answers on the questionnaires.  

 

What happens now? 

We will look at the responses people have given on the questionnaires and 

write up what we find in a report. Once we have written the report, this may be 

used in meetings within mental health services. We may also publish the report, 

which means that members of the public can read about the study. Your name 

or personal information will not be included at any point. 

For further information or if you have any questions, please email Alice.   
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University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in training 
A.Morey@bath.ac.uk 

Further Support 

We do not expect people to become upset during the study, but answering the 

questionnaires may bring up difficult thoughts and feelings. You can talk to us 

about this during or after the study, but if you think are worried that you are 

experiencing mental health problems, we want you to know there are lots of 

ways that you can get support. 

If you are not being supported by a mental health team already, getting some 

help from your GP can be a good start. You may feel more comfortable talking 

to a family member or friend first.  

Below are services that support young people with mental health difficulties or 

who just want to talk:  

 

If you are ever worried about your own safety, or someone else’s, please call 999 

in case of emergency or visit your nearest A&E department. 

Service What do they do? Contact number 

Childline Offer information, 
advice, and 
counselling. 

0800 11 11  
www.childline.org.uk 
 

Samaritans Confidential talking 
telephone service. 

116 123 
www.samaritans.org 

Kooth Online counselling 
service 

https://kooth.com/ 

Off The Record in 
Bristol 

Provides mental 
health support, 
counselling and more, 
group workshops and 
more. 

http://www.otrbristol.org.uk/ 
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Appendix C3: vignette development 

Key findings from study exploring adolescent’s use of language 

to describe mental health (sources: online vlogs, blogs, and forums) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Language 

• Young people described their mental health using clinical descriptors e.g. panic 

attacks, feeling anxious. 

• Anxiety was often linked to physical sensations 

• Whilst the use of clinical descriptors/diagnostic terms was common, people spoke 

clearly about their individual experiences ‘beyond the label’ 

• Use of clinical descriptors did not always mean that such descriptions had been used 

by a professional. Young people used these to talk about their mental health whilst 

acknowledging they had not been officially diagnosed with anxiety for example. 

• Anxiety was described with words like ‘stressed’, ‘worked up’ and ‘nervous’ 

• Depression was described using words like ‘sadness’, ‘grief’, ‘being down’ and a lack 

of  motivation 

• Words used to describe general strong emotions included ‘all over the place’, 

‘emotionally fragile’, experiencing ‘bad days’ ‘hard times’ and a ‘rough patch’. 

• Anger was described as the emotive experience and as physical violence e.g. 

destruction of property or violence towards others 

• Isolation and loneliness was described as part of the mental health problem or as an 

untended consequence  

• Stigma of mental health was spoken about and feeling ‘shame’, ‘criticised’ ‘judged’ 

and ‘humiliated’ (the experience of stigma was deliberately not included in the 

vignettes) 

Context 

• Mental health was often discussed in the context of school or college 

• Young people spoke about the effect that teachers and other students had on their 

mental health 

• School was sometimes described as a source of help/support or as a source of stress 

contributing to mental health difficulties e.g. the general stress of education 

• Young people described their friends as both a positive and negative in the context 

of their mental health  

o Friends were sometimes described as a way in which people could ‘be 

themselves’ or as a source of stigma e.g. being critical of their 

emotions/behaviour 

• Family (most often parents) were often spoken about in the context of mental health 

o Family were sometimes viewed as a vehicle for accessing professional 

support 

o In some cases, families were viewed as not understanding or judging the 

young person’s mental health (the experience of being judged by family was 

deliberately not included in the vignettes) 

o Families were also viewed as a way in which the young person could ‘vent’ 

their emotions such as anger.  

 



 

183 
 

Appendix C4: university open day materials 

University open day information sheet 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in training 
A.Morey@bath.ac.uk 

Ethical approval code 19-026 

 

Understanding Cognitive Behavioural Therapy 
 

We are inviting young people aged 12-18 to take part in a study about cognitive-behavioural 

therapy (also called CBT). This sheet has information about the study, and what you will be 

asked to do if you decide to take part. Please read it carefully to decide if you would like to 

take part.  

What is this study about? 
Lots of young people struggle with feeling low or anxious. When they do, they may have CBT 

to help them. CBT involves understanding how our thoughts, feelings and behaviours, affect 

our emotions. 

 

In this study, we are creating a task, that assesses young people’s ability to identify 

thoughts, feelings and behaviours. We hope that the task can be used before a young person 

has CBT, to see if they need help to learn to recognize their thoughts, feelings and 

behaviours.  

 

 

 

 

 

What will I be asked to do? 
Alice would like to ask for your help in designing the CBT task. Alice will bring some examples 

of the CBT task. She would like to ask your help in designing the CBT task, by giving us ideas 

and feedback about how to make it better. Alice will also ask you to complete some 

questionnaires. We want to know how long it takes people to complete them. 

 

 

Do I have to take part? 

No. You do not have to take part if you do not want to. It is your choice to decide whether or 

not to take part.  

 

If you do decide to take part, Alice will ask you or your parent/guardian to sign a form. If 

you decide to take part, you can change your mind at any time and you do not need to tell us 

why.  
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University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in training 
A.Morey@bath.ac.uk 

 

 

Risks and benefits 
We do not think that there are any risks to taking part. We will ask you to help us develop 

the CBT task and this may mean reading some made up examples of young people with mental 

health difficulties. Reading these examples may bring up difficult thoughts and feelings. If 

you become upset, you can talk to us about this and there will be support in place to help you. 

 

We hope that the information you give us will help other young people when they have CBT. 

You will be given a £5 high street voucher as a thank you for taking part.   

 

This project has been approved by Bath University.  

 

 

 

 

What happens next? 
What you tell us will help us make the CBT task better. The things you tell us will be 

confidential (we won’t tell anyone what you have individually said).  Your name and personal 

details will not be included on any forms or questionnaires. If you tell us anything that makes 

us concerned about you, we will need to follow this up with someone who can help you. 

 

What we find from the study will be written in a report. Your name and personal details will 

not be included.  

 

 

How can I take part? 
Please tell Alice if you are happy to take part. If you would like to read a summary of the 

study when it has finished, please contact Alice before 1st June 2020.  
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University open day consent form  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Department of Psychology                                
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in training 
Email: am3189@bath.ac.uk 

 
Ethical approval code 19-026 

CONSENT FORM 
Understanding Cognitive Behavioural Therapy 

Please answer the following questions 
       YES           NO 

DO YOU CONFIRM THAT YOU:   

• Are aged 16 and over?        □      □ 

• Are happy to take part in the study?        □      □ 

              
                

HAVE YOU:   

• been given information explaining about the study?        □      □ 

• had an opportunity to ask questions and discuss this study?         □      □ 

• had all your questions answered?         □      □ 

• received enough information about the study for you decide if you’d 

like to take part?         □      □ 
 
DO YOU UNDERSTAND: 

that you are free to withdraw from the study 

• at any time?        □      □ 

• without having to give a reason for withdrawing?        □      □ 
 

I agree to take part in this study 
 

I understand what will happen in the study. I have read the information sheet, before reading and signing this 
consent form. 

 
I understand that my data will promote scientific knowledge and that the University of Bath will only use my data for 

research. 
 
I understand that the data I provide will be kept confidential, and that on completion of the study my data will be 

anonymised by removing all links between my name and questionnaires. This will be done by 28th February 
2020, and before any presentation or publication of my data.  

 
I understand that my name and any other information about me, will not be disclosed in any presentation or 

publication of the research.  
 
 

Participant’s signature: _____________________________________  Date:  ________________ 

Name in BLOCK Letters: _____________________________________  
 
Daytime contact number: ___________________________ 
 
 

 
 
If you have any concerns related to your participation in this study please direct them to the Department of 
Psychology Research Ethics Committee, via email: psychology-ethics@bath.ac.uk. 
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University open day parent/guardian consent form  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Department of Psychology                                
Tel: 01225 38 3251 
Alice Morey, Clinical psychologist in training 
A.Morey@bath.ac.uk 

 
Ethical approval code 19-026 

Parent/Guardian Consent Form 
Understanding Cognitive Behavioural Therapy  

 

Please answer the following questions  
 YES NO 

DO YOU CONFIRM THAT YOUR CHILD:   

Is 12 years or older? □ □ 

Is happy to take part in the study? □ □ 
  
HAVE YOU:   
read the information sheet explaining about the study? □ □ 
 
DO YOU UNDERSTAND: 

that your child is free to withdraw from the study at any time? □ □ 

without having to give a reason for withdrawing? □ □ 

and that the session will stop if your child asks or appears uncomfortable? □ □ 
 

 
I consent to my child’s participation in this study 

 

I understand what will happen in this study. I have read the study on the information sheet, which has been  
 given to me to read before signing the consent form.  
 
I understand that the study is designed to promote scientific knowledge and that the University of Bath  
 will use the data my child provides for no purpose other than research.  
 
I understand that my child’s questionnaires will be kept confidential and that when the study is finished, 
  the data will be anonymised by removing all links between my child’s name and questionnaires. 
  
I understand that my child’s name and any other identifying information will not be disclosed in  
 any presentation or publication of the research.   
 

Parent/Guardian signature: ___________________________Date:  __________ 

Name in BLOCK Letters: _____________________________________ 
 
Child’s name:_______________________________ Child’s DoB:_____________________  
 
 
 

 
 
 
If you have any concerns related to your child’s 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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University open day young person’s assent form  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Department of Psychology                                
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in training 
A.Morey@bath.ac.uk 

 

Ethical approval code 19-026 

 

Understanding Cognitive Behavioural Therapy 
 

If you agree to be in our study, we will ask for your help in designing a therapy 

task. The task will eventually be used with other young people, to work out how 

much they know about thoughts, feelings and behaviours. There are no right or 

wrong answers and this is not a test. We want to know what you think. 

 

You can ask us questions at any time. You can stop being us in the study at any 

time too. If you want to stop being in the study, please tell us. It is fine if you 

choose not to be in the study.  

 

 

 

Do you understand what the project is about?          Y         N 

 

Have you asked all the questions you want?              Y         N 

 

Have you had your questions answered in a way you understand?    Y         N 

 

Are you happy to take part?        Y         N 

 

 

If you have said no to any of the questions, please don’t sign your name. 

 

If you have said yes to all the questions and you want to be in the study, please 

sign your name. 

 

Your name: ______________     Your signature: ____________ 

 

Date: _______________ 
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University young person debrief sheet 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

If you have any concerns related to your participation in this study please direct them to the Department of Psychology Research 

University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in Training 
A.Morey@bath.ac.uk 

Ethical approval code 19-026 

Understanding Cognitive Behavioural Therapy 

 

Thank you for taking part in the study. We really value you taking part. We hope 

that your responses can help young people in the future who have Cognitive 

Behavioural Therapy.  

 

Why are we doing the study? 

Young people who struggle with feeling low or anxious may have cognitive-

behavioural therapy (also called CBT). Part of CBT is learning how our thoughts 

and behaviours affect our feelings. We are creating a task that assesses young 

people’s ability to identify thoughts, feelings and behaviours. The task can be 

used before someone has CBT, to see if they need more help in learning to 

identify thoughts, feelings and behaviours.  

Your feedback will be used to help us make the CBT task better.   

 

What happens now? 

Once we have improved the CBT task, we will write a report of what we have 

done. This report may be used in meetings within mental health services. We 

may also publish the report, which means that members of the public can read 

about the study. Your name or personal information will not be included at any 

point. 

For further information or if you have any questions, please email Alice.  
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University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in Training 
A.Morey@bath.ac.uk 

 

Further Support 

We do not expect people to become upset during the study but talking about 

the task may bring up your own difficult thoughts and feelings. You can talk to 

us about this during or after the study. If you still feel upset after the study, you 

may want to talk to a family member or friend. If we are worried about you, we 

may pass this on to a professional who can help. This could be someone who is 

already supporting you. 

Below are services that support young people with mental health difficulties or 

who just want to talk:  

 

If you are ever worried about your own safety, or someone else’s, please call 999 in case of 

emergency or visit your nearest A&E department. 

Service What do they do? Contact number 

Childline Offer information, 
advice, and 
counselling. 

0800 11 11  
www.childline.org.uk 
 

Samaritans Confidential talking 
telephone service. 

116 123 
www.samaritans.org 

Kooth Online counselling 
service 

https://kooth.com/ 

Off The Record in 
Bristol 

Provides mental 
health support, 
counselling, group 
workshops and more. 

http://www.otrbristol.org.uk/ 
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University open day parent/guardian debrief sheet 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

If you have any concerns related to your participation in this study please direct them to the Department of Psychology Research 

University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in Training 
A.Morey@bath.ac.uk 

Ethical approval code 19-026 

Understanding Cognitive Behavioural Therapy 

 

Thank you for taking part in the study. We really value your child taking part and 

we hope that their responses can help young people in the future who have 

Cognitive Behavioural Therapy.  

 

Why are we doing the study? 

Young people who struggle with feeling low or anxious may have cognitive-

behavioural therapy (also called CBT). Part of CBT is learning how our thoughts 

and behaviours affect our feelings. We are creating a task that assesses young 

people’s ability to identify thoughts, feelings and behaviours. The task can be 

used before someone has CBT, to see if they need more help in learning to 

identify thoughts, feelings and behaviours.  

Your child’s feedback will be used to help us make the CBT task better.   

 

What happens now? 

Once we have improved the CBT task, we will write a report of what we have 

done. This report may be used in meetings within mental health services. We 

may also publish the report, which means that members of the public can read 

about the study. Your child’s name or personal information will not be included 

at any point. 

For further information or if you have any questions, please email Alice.  
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University of Bath 
Department of Psychology 
Tel: 01225 38 3251 
Alice Morey, Clinical Psychologist in Training 
A.Morey@bath.ac.uk 

Further Support 

We do not expect people to become upset during the study but talking about 

the task may bring up difficult thoughts and feelings. Your child can talk to us 

about this during or after the study. If they still feel upset after the study, they 

may need to speak about this with someone. If we are worried about them, we 

may pass this on to a professional who can help. This could be someone who is 

already supporting them. 

Below are services that support young people with mental health difficulties or 

who just want to talk:  

 

If you are ever worried about your own safety, or someone else’s, please call 999 in case of 

emergency or visit your nearest A&E department. 

Service What do they do? Contact number 

Childline Offer information, 
advice, and 
counselling. 

0800 11 11  
www.childline.org.uk 
 

Samaritans Confidential talking 
telephone service. 

116 123 
www.samaritans.org 

Kooth Online counselling 
service 

https://kooth.com/ 

Off The Record in 
Bristol 

Provides mental 
health support, 
counselling, group 
workshops and more. 

http://www.otrbristol.org.uk/ 
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Vignette feedback sheet 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Feedback on the vignettes 

 

What do you think about the amount of vignettes? 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

What do you think about the layout of the vignettes? (e.g. colours, shape, text) 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

What do you think of the language used to talk about mental health in the vignettes? 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

 

Is there anything you would change about the vignettes? (List up to three things) 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

Is there anything you like about the vignettes (List up to three things) 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 
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Appendix C5: University open day vignette feedback 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Amount of vignettes: 

- Too many/4 stories enough (2) 

- Good amount (1) 

- Having multiple more interesting (1) 

- Make more different/examples similar/change questions slightly to reduce repetitiveness (3) 

Layout of vignettes 

- Easy to read (3) 

- Different colours clearly set them apart/were helpful/nice to split off different sections (4) 

- Difficult to draw lines (1); confused where arrows should point (1), didn’t understand question 2b (1) 

- Colours and symbols suitable (1) 

- Put T/F/B bubbles on same page as story to easily scan for your answer (1) 

- Bit shorter (1); good length (1) 

Language of vignettes: 

- Easy to understand/younger people could understand/well-worded for 12-18 y/o (5) 

- Makes you feel sympathetic so you’re more likely to understand what’s going through the person’s mind (1); 

Completing vignettes gives a better understanding of how certain thoughts affect behaviours (1) 

- Good and accessible (1) 

- Non-judgemental/wasn’t too critical of behaviour (2) 

- Weren’t too graphic or distressing (1) 

- Idea of activity they enjoy for last question – easier than to design one for distress/felt unqualified to answer last 

question (2) 

- Lots of different scenarios (1); stories were detailed (1) 
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Appendix C6: developed vignettes (highlighted text and scoring sheet 

are for marking purposes only) 

 Depression vignette 

Story 

 

Jo is going through a rough patch and is struggling to get her school 

work done. She is sad and hopeless about the future*. She has been crying a 

lot recently and does not want to get up out of bed in the morning. Jo can go 

a long time without feeling hungry. She talks to her Mum about how she feels, 

but has stopped going out and seeing her friends. This makes her feel guilty. 

She does not see the point in doing anything anymore and she worries** 

about being judged by her friends. 

*’hopeless’ (or worthless) can be scored as a feeling; can only be scored as a 

thought if content of thought is written down e.g. ‘hopeless about the future’; ‘worthless 

about herself’. If written as both a thought and behaviour, hopeless or worthless can only 

be counted once.  

** score as a behaviour or feeling if just put ‘worry’ but scored as a thought only 

if content of thought is written down 

Thoughts 

Feelings 

Behaviours   
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Please read the short story about Jo and answer the four questions below. This 
is not a test but please answer the questions as best you can. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

CBT skills task scoring  
Maximum score = 20 

What is going through Jo’s mind? 

What are her thoughts? 

3. What needs to change for Jo to get better? 

____________________________________________________________________________________

____________________________________________________________________________________

_________________________________________________________________________________ 

4. Design an activity to help with Jo’s distress and tell us why it might help her 

____________________________________________________________________________________

____________________________________________________________________________________

_________________________________________________________________________________ 

 

 

1. What thoughts, feelings, and behaviours might Jo have? Please write these below. 

 

2a. Could Jo’s thoughts, feelings and behaviours be connected? Please circle:    YES NO 

2b. If you answered yes, show how by drawing arrows above.  

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

196 
 

1. Score 1 point for each thought, feeling and behaviour within its relevant 
bubble (e.g. thoughts in the thought bubble) up to a maximum of three per bubble.  
These can be thoughts, feelings and behaviours quoted from the story or relevant 
hypothetical responses. Physical sensations (e.g. heart beating fast, body tense) 
can only be scored in the feelings bubble. Worry can be scored as a feeling or a 
behaviour, but to be scored as a thought the content of the thought needs to be 
written down worry written twice can only be scored once, unless the thought 
content is written). Thought/cognitive patterns do not count as a point. If a face is 
circled in the feelings bubble (or a face is drawn) that relates to the story, then this 
is given one point. If circled and person writes the corresponding emotion e.g. 
sadness then only one point is given. Score range 0-9 (explicit understanding). 
 

2. a) Score one point for yes 

b) Score each arrow with a direction (e.g. three double ended 
arrows = score of 6, two double ended and one single ended = score of 5; 1 
double ended and 2 single ended = score of 4; three sets of single ended 
arrows = score of 3, two single ended arrows (i.e. connecting thoughts-
feelings and feelings-behaviour = score of 2; 1 single ended arrow = score of 
1). Where people have drawn lines instead of arrows, these count as single 
ended. Score range 0-6 (explicit understanding). 

 
 

3. Score range 0-4 (applying principles; change processes underlined). If the answer 
is more suited to Q4 (e.g. describes the person doing different activities like join a 
sports club) then add the answer to the scoring for question 4. To score for Q3, the 
person must describe a change in thoughts or behaviour. 

a. Score 4 for an answer that describes a change in a thought and 
behaviour. (THOUGHTS: ‘realise her thoughts are not facts’, ‘reducing 
catastrophic thoughts/beliefs’, ‘realise the future is not hopeless’, ‘realise 
her friends might not/are not judging her’, ‘realise that there is still point in 
doing things’, ‘control her worry’, ‘stop worrying or thinking negatively’) 
(BEHAVIOURS: ‘change unhelpful behaviours’, ‘try to get her school work 
done’, ‘try to get up in the morning’, ‘eat regular meals’, ‘try seeing her 
friends’.) 
. 

b. Score 3 for an answer that describes a change in a thought or 
behaviour (e.g. one from the list above) 
 

c. Score 2 for an answer that describes a thought and behaviour, but does 
not say what needs to change (e.g. THOUGHTS: ‘her negative thoughts/ 
worrying’, ‘she worries about what her friends think/being judged’, ‘she 
feels/is hopeless about the future’, ‘psychoeducation’, ‘learn about 
thoughts/worry’, ‘her thoughts’, ‘her mindset’)  
(BEHAVIOURS: ‘she avoids things’, ‘her eating’, ‘she doesn’t see her 
friends’, ‘she doesn’t want to get out of bed in the morning’, ‘she isn’t doing 
much’, ‘she isn’t doing her school work, ‘her behaviours/what she does’’) 
 

d. Score 1 for an answer that mentions thoughts/feelings or behaviours, 
but does not say what needs to change (e.g. one from list above OR for 
physiology ‘try and relax’) 
 

e. Score 0 for an answer that suggests something completely unrelated 
to changing T-F-B, or which suggests a change in T-F-B but one which is 



 

197 
 

not helpful or informed by CBT principles (e.g. ‘Jo should just talk to her 
Mum, ‘see a therapist’.’). 
 

4. Score range 0-3 - score for each activity relevant to the model. If the person 
describes what needs to change but doesn’t describe an activity (e.g. provides an 
answer that is more relevant for Q3), then add this answer to the score for Q3. An 
answer that does not describe an activity cannot be scored for Q4. 

a. Score 3 for an activity that is directly related to a thought, behaviour or 
physiological feeling from the story (e.g. spend time with friends, learn calm 
breathing, test out her worries, plan her day so she can do her school 
work/and things she enjoys) or is in line with behavioural activation 
principles and links to a thought/behaviour from the story (e.g. start a 
hobby to help her worry less). 
 

b. Score 2 for an answer that is broadly helpful e.g. 
yoga/meditation/headspace, but is then linked to a cognitive, behavioural or 
physiological change (e.g. do yoga to help feel relaxed, or use headspace 
to help focus on the positives) OR relates to a cognitive/behavioural 
change that is not explicitly relevant to the story but is theoretically helpful 
such as join a club to meet new people/exercise (e.g. in line with 
behavioural activation principles) 

 

c. Score 1 for an activity that is helpful and self-directed that is not 
necessarily a behavioural or cognitive change e.g. 
yoga/mediation/headspace, and is also not linked to a thought, behaviour 
or physiological feeling from the story (e.g. ‘do yoga’, ‘meditate’ or 
football’). 

 

d. Score 0 for an answer that is unhelpful or would maintain the problem (e.g. 
go to the cinema so its dark and people can’t see her) OR is too broad/not 
an activity (e.g. see a counsellor, talk to someone, group support) 
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 Social anxiety vignette 

Story 

 

Anisha can be herself around two of her close friends, but she worries* 

that she will make a fool of herself around other people. She believes that 

everybody is looking at her and thinking bad things about her. Anisha avoids 

putting her hand up in class and feels very hot and sweaty if the teacher asks 

her to take part. She worries that people are staring at sweat patches under 

her arms. Anisha finds a quiet spot at lunch time and eats on her own, because 

she is worried people can see her shaking** when she is eating her food.   

* score as a behaviour or feeling if just put ‘worry’ but scored as a thought only if 

content of thought is written down 

**’shaky’ can be scored as a feeling; ‘worried people can see her shaking’ can be 

scored as a thought 

Thoughts 

Feelings 

Behaviours 
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Please read the short story about Anisha and answer the four questions below. 
This is not a test but please answer the questions as best you can. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

CBT skills task scoring  
Maximum score = 20 

What is going through Anisha’s 

mind? 

What are her thoughts? 

3. What needs to change for Anisha to get better? 

____________________________________________________________________________________

____________________________________________________________________________________

_________________________________________________________________________________ 

4. Design an activity to help with Anisha’s distress and tell us why it might help her 

____________________________________________________________________________________

____________________________________________________________________________________

_________________________________________________________________________________ 

 

 

1. What thoughts, feelings, and behaviours might Anisha have? Please write these below. 

 

2a. Could Anisha’s thoughts, feelings and behaviours be connected? Please circle:    YES  NO 

2b. If you answered yes, show how by drawing arrows above.  
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1. Score 1 point for each thought, feeling and behaviour within its relevant 
bubble (e.g. thoughts in the thought bubble) up to a maximum of three per bubble.  
These can be thoughts, feelings and behaviours quoted from the story or relevant 
hypothetical responses. Physical sensations (e.g. heart beating fast, body tense) 
can only be scored in the feelings bubble. Worry can be scored as a feeling or a 
behaviour, but to be scored as a thought the content of the thought needs to be 
written down worry written twice can only be scored once, unless the thought 
content is written). Thought/cognitive patterns do not count as a point. If a face is 
circled in the feelings bubble (or a face is drawn) that relates to the story, then this 
is given one point. If circled and person writes the corresponding emotion e.g. 
sadness then only one point is given. Score range 0-9 (explicit understanding). 
 

2. a) Score one point for yes 

b) Score each arrow with a direction (e.g. three double ended 
arrows = score of 6, two double ended and one single ended = score of 5; 1 
double ended and 2 single ended = score of 4; three sets of single ended 
arrows = score of 3, two single ended arrows (i.e. connecting thoughts-
feelings and feelings-behaviour = score of 2; 1 single ended arrow = score of 
1). Where people have drawn lines instead of arrows, these count as single 
ended. Score range 0-6 (explicit understanding). 

 
3. Score range 0-4 (applying principles; change processes underlined). If the answer 

is more suited to Q4 (e.g. describes the person doing different activities like join a 
sports club) then add the answer to the scoring for question 4. To score for Q3, the 
person must describe a change in thoughts or behaviour. 

e. Score 4 for an answer that describes a change in a thought and 
behaviour. (THOUGHTS: ‘realise her thoughts are not facts’, ‘reducing 
catastrophic thoughts/beliefs’, ‘stop jumping to the worst possible 
conclusion’, ‘realise that not everybody is looking at her/saying bad things 
about her/aren’t staring at her sweat patches etc’, ‘realise that she won’t 
make a fool of herself’, ‘control her worry’, ‘stop worrying or thinking 
negatively’) 
(BEHAVIOURS: ‘change unhelpful behaviours’, ‘facing her fears’, ‘become 
more comfortable being with other people’, ‘try to put her hand up in class’, 
‘try to eat with her friends/in a busier spot’.) 
. 

f. Score 3 for an answer that describes a change in a thought or 
behaviour (e.g. one from the list above) 
 

g. Score 2 for an answer that describes a thought and behaviour, but does 
not say what needs to change (e.g. THOUGHTS: ‘her worrying’, ‘she 
worries a lot’,  ‘learn about thoughts/worry,’ ‘she worries about what other 
people think/that she’ll make a fool of herself etc’, ‘her thoughts/mindset’)  
(BEHAVIOURS: ‘she avoids things’, ‘she doesn’t sit with her friends’ ‘she 
avoids other people’, ‘she doesn’t put her hand up in class’, ‘her 
actions/behaviours/what she does’). 
 

h. Score 1 for an answer that mentions thoughts/feelings or behaviours, 
but does not say what needs to change (e.g. one from the list above OR 
for physiology ‘try and relax’) 
 

i. Score 0 for an answer that suggests something completely unrelated 
to changing T-F-B, or which suggests a change in T-F-B but one which is 
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not helpful or informed by CBT principles (e.g. ‘Anisha should just spend 
more time with her close friends’, ‘see a therapist’). 
 

4. Score range 0-3 - score for each activity relevant to the model. If the person 
describes what needs to change but doesn’t describe an activity (provides an 
answer that is more relevant for Q3 e.g. ‘change her thinking’), then add this 
answer to the score for Q3. An answer that does not describe an activity cannot be 
scored for Q4. 

a. Score 3 for an activity that is directly related to a thought, behaviour or 
physiological feeling from the story (e.g. practise putting her hand up in 
class/socialising/social activity/try to eat in busier areas so that she realises 
people are not judging her, relaxation techniques, learn calm breathing, 
socialise more). 
 

b. Score 2 for an answer that is broadly helpful e.g. 
yoga/meditation/headspace, but is then linked to a cognitive, behavioural or 
physiological change (e.g. do yoga to help feel relaxed, or use headspace 
to help focus on the positives) OR relates to a cognitive/behavioural 
change that is not explicitly relevant to the story but is theoretically helpful 
(e.g. join drama club/debate team) 

 

c. Score 1 for an activity that is helpful and self-directed e.g. 
yoga/mediation/headspace, but is then not linked to a thought, behaviour or 
physiological feeling (e.g. ‘do yoga’, ‘meditate’ or football’.) 

 

d. Score 0 for an answer that is unhelpful or would maintain the problem (e.g. 
go to the cinema so its dark and people can’t see him) OR is too broad/not 
an activity (e.g. see a counsellor, talk to someone, group support). 

 

 

 

 

 

 

 

 

 

 

 

 



 

202 
 

 GAD vignette 

Story 

 

Alex gets stressed and anxious about things and he worries a lot.*  He 

avoids new situations and doesn’t like crowds because he worries that 

something really bad might happen to people close to him.  If he does not 

have something to worry about he’ll worry that he has missed something 

important and will try to find it.  Every day at school Alex checks with his 

teacher to see if he has missed something important like homework. He jumps 

to the worst possible conclusions and his body constantly feels tense. His 

thoughts go through his mind quickly and one worry will often lead to another. 

He has trouble sleeping and can’t get his mind to stop thinking.  

 

*score as a behaviour or feeling if just put ‘worry’ but scored as a thought only if 

content of thought is written down  

 

Thoughts 

Feelings 

Behaviours   
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Please read the short story about Alex and answer the four questions below. 
This is not a test but please answer the questions as best you can. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

What is going through Alex’s mind? 

What are his thoughts? 

3. What needs to change for Alex to get better? 

____________________________________________________________________________________

____________________________________________________________________________________

_________________________________________________________________________________ 

4. Design an activity to help with Alex’s distress and tell us why it might help him 

____________________________________________________________________________________

____________________________________________________________________________________

_________________________________________________________________________________ 

 

 

1. What thoughts, feelings, and behaviours might Alex have? Please write these below. 

 

2a. Could Alex’s thoughts, feelings and behaviours be connected? Please circle:    YES NO 

2b. If you answered yes, show how by drawing arrows above.  
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CBT skills task scoring  
 

Maximum score = 20 
 

1. Score 1 point for each thought, feeling and behaviour within its relevant 
bubble (e.g. thoughts in the thought bubble) up to a maximum of three per 
bubble.  These can be thoughts, feelings and behaviours quoted from the story 
or relevant hypothetical responses. Physical sensations (e.g. heart beating 
fast, body tense) can only be scored in the feelings bubble. Worry can be 
scored as a feeling or a behaviour, but to be scored as a thought the content of 
the thought needs to be written down worry written twice can only be scored 
once, unless the thought content is written). Thought/cognitive patterns do not 
count as a point. If a face is circled in the feelings bubble (or a face is drawn) 
that relates to the story, then this is given one point. If circled and person writes 
the corresponding emotion e.g. sadness then only one point is given. Score 
range 0-9 (explicit understanding). 

 
2. a. Score one point for yes. 
 

b. Score each arrow with a direction (e.g. three double ended arrows = score 
of 6, two double ended and one single ended = score of 5; 1 double ended and 
2 single ended = score of 4; three sets of single ended arrows = score of 3, two 
single ended arrows (i.e. connecting thoughts-feelings and feelings-behaviour 
= score of 2; 1 single ended arrow = score of 1). Where people have drawn 
lines instead of arrows, these count as single ended. Score range 0-6 (explicit 
understanding). 
 

3. Score range 0-4 (applying principles; change processes underlined) If the 
answer is more suited to Q4 (e.g. describes the person doing different activities 
like join a sports club) then add the answer to the scoring for question 4. To 
score for Q3, the person must describe a change in thoughts or behaviour. 

a. Score 4 for an answer that describes a change in a thought and 
behaviour. (THOUGHTS: ‘realise his thoughts are not facts’, ‘reducing 
catastrophic thoughts/beliefs’, ‘stop jumping to the worst possible 
conclusion’, ‘control his worry’, ‘stop worrying or thinking negatively’) 

(BEHAVIOURS: ‘change unhelpful behaviours’, ‘facing his fears’, ‘become 
more comfortable being in crowds’, ‘try not to find what he’s missed’, ‘face 
new situations’, ‘stop checking with the teacher’, ‘learn how to sleep better’) 
 
b. Score 3 for an answer that describes a change in a thought or 

behaviour (e.g. one from the list above) 
 
c. Score 2 for an answer that describes a thought and behaviour, but 

does not say what needs to change (e.g. THOUGHTS: ‘his worrying’, 
‘he worries a lot’, ‘learn about thoughts/worry,’ ‘his thoughts/mindset’)  

(BEHAVIOURS: ‘he avoids things’, ‘his sleeping’, ‘he checks things’ ‘he 
tries to find if he’s missed something’, ‘his behaviours/actions/what he 
does’) 
 
d. Score 1 for an answer that mentions thoughts or behaviours but 

does not say what needs to change (e.g. one from the list above OR 
for physiology ‘try and relax’) 
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e. Score 0 for an answer that suggests something completely 
unrelated to changing T-F-B, or which suggests a change in T-F-B but 
one which is not helpful or informed by CBT principles (e.g. ‘Alex 
should text the people close to him every day to check they are ok’, 
‘see a therapist’). 

 

 
 

4. Score range 0-3 - score for each activity relevant to the model. If the person 
describes what needs to change but doesn’t describe an activity (e.g. provides 
an answer that is more relevant for Q3), then add this answer to the score for 
Q3. An answer that does not describe an activity cannot be scored for Q4.  

a. Score 3 for an activity that is directly related to a thought, behaviour or 
physiological feeling from the story (e.g. practise not checking 
homework/try not to look for things so that he learns he doesn’t need to 
do it all the time, relaxation techniques, learn calm breathing, practice 
being in crowds, learn to do something new). 

 
b. Score 2 for an answer that is broadly helpful e.g. 

yoga/meditation/headspace, but is then linked to a cognitive, 
behavioural or physiological change (e.g. do yoga to help feel relaxed, 
or use headspace to help focus on the positives) OR relates to a 
cognitive/behavioural change that is not  explicitly relevant to the story 
but is theoretically helpful (e.g. join a club to meet new people, socialise 
more with friends).  

 

c. Score 1 for an activity that is helpful and self-directed e.g. 
yoga/mediation/headspace, but is then not linked to a thought, 
behaviour or physiological feeling from the story (e.g. ‘do yoga’, 
‘meditate’ or football’). 

 

d. Score 0 for an answer that is unhelpful or would maintain the problem  
OR is too broad/not an activity (e.g. see a counsellor, talk to someone, 
get a planner/organise himself better, group support). 
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 Behavioural vignette 

Story 

 

Michael has not been feeling himself recently. He feels like his emotions 

are all over the place and he has been having a hard time at school. Michael 

gets frustrated easily. He shouts at his mum and has broken some of his 

belongings when he is angry. He has also shouted at some of the teachers at 

school. After shouting at people Michael is ashamed and feels guilty. He has 

stopped going to school and is afraid that he might shout at his friends as this 

has happened once before. He believes that he can’t cope when he feels like 

this. 

Thoughts 

Feelings 

Behaviours   
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Please read the short story about Michael and answer the four questions 
below. This is not a test but please answer the questions as best you can. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

CBT skills task scoring  
Maximum score = 20 

What is going through Michael’s 

mind? 

What are his thoughts? 

3. What needs to change for Michael to get better? 

____________________________________________________________________________________

____________________________________________________________________________________

_________________________________________________________________________________ 

4. Design an activity to help with Michael’s distress and tell us why it might help him 

____________________________________________________________________________________

____________________________________________________________________________________

_________________________________________________________________________________ 

 

 

1. What thoughts, feelings, and behaviours might Michael have? Please write these below. 

 

2a. Could Michael’s thoughts, feelings and behaviours be connected? Please circle:    YES NO 

2b. If you answered yes, show how by drawing arrows above.  
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1. Score 1 point for each thought, feeling and behaviour within its relevant 
bubble (e.g. thoughts in the thought bubble) up to a maximum of three per bubble.  
These can be thoughts, feelings and behaviours quoted from the story or relevant 
hypothetical responses. Physical sensations (e.g. heart beating fast, body tense) 
can only be scored in the feelings bubble. Worry can be scored as a feeling or a 
behaviour, but to be scored as a thought the content of the thought needs to be 
written down worry written twice can only be scored once, unless the thought 
content is written). Thought/cognitive patterns do not count as a point. If a face is 
circled in the feelings bubble (or a face is drawn) that relates to the story, then this 
is given one point. If circled and person writes the corresponding emotion e.g. 
sadness then only one point is given. Score range 0-9 (explicit understanding). 
 

2. a) Score one point for yes.  
 

b) Score each arrow with a direction (e.g. three double ended arrows = score 
of 6, two double ended and one single ended = score of 5; 1 double ended and 
2 single ended = score of 4; three sets of single ended arrows = score of 3, two 
single ended arrows (i.e. connecting thoughts-feelings and feelings-behaviour 
= score of 2; 1 single ended arrow = score of 1). Where people have drawn 
lines instead of arrows, these count as single ended. Score range 0-6 (explicit 
understanding). 
 

3. Score range 0-4 (applying principles; change processes underlined). If the answer 
is more suited to Q4 (e.g. describes the person doing different activities like join a 
sports club) then add the answer to the scoring for question 4. To score for Q3, the 
person must describe a change in thoughts or behaviour. 

a. Score 4 for an answer that describes a change in a thought and 
behaviour. (THOUGHTS: ‘realise his thoughts are not facts’, ‘reducing 
catastrophic thoughts/beliefs’, ‘realise that he can cope/with his feelings’, 
‘control his worry’, ‘stop worrying/thinking about the negatives’, ‘start 
thinking positively’) 
(BEHAVIOURS: ‘change unhelpful behaviours’, ‘learn different ways to 
cope with anger/frustration’, ‘try going to school’, ‘try to see his friends 
more’, ‘stop shouting/breaking things’.) 
 

b. Score 3 for an answer that describes a change in a thought or 
behaviour (e.g. one from the list above) 
 

c. Score 2 for an answer that describes a thought and behaviour, but does 
not say what needs to change (e.g. THOUGHTS: ‘he is afraid about 
shouting at his friends’, ‘learn about thoughts/worry’, ‘his thoughts/mindset’) 
(BEHAVIOURS: ‘he isn’t going to school’, ‘he shouts/breaks things’, ‘his 
actions/behaviours/what he does’) 
 

d. Score 1 for an answer that mentions thoughts/feelings or behaviours, 
but does not say what needs to change (e.g. one from the list above OR 
for physiology ‘try and relax’) 
 

e. Score 0 for an answer that suggests something completely unrelated 
to changing T-F-B, or which suggests a change in T-F-B but one which is 
not helpful or informed by CBT principles (e.g. ‘Michael should stay at 
home and not go to school’, ‘see a therapist’). 
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4. Score range 0-3 - score for each activity relevant to the model. If the person 

describes what needs to change but doesn’t describe an activity (e.g. provides an 
answer that is more relevant for Q3), then add this answer to the score for Q3. An 
answer that does not describe an activity cannot be scored for Q4. 

a. Score 3 for an activity that is directly related to a thought, behaviour or 
physiological feeling from the story (e.g. relaxation techniques, learn calm 
breathing to reduce anxiety, spend more time with his friends, socialise 
more, do X to help him go to school/so he believes he can cope with 
things). 
 

b. Score 2 for an answer that is broadly helpful e.g. 
yoga/meditation/headspace/music, but is then linked to a cognitive, 
behavioural or physiological change (e.g. do yoga to help feel relaxed, or 
use headspace to help focus on the positives) OR relates to a 
cognitive/behavioural change that is not explicitly relevant to the story but is 
theoretically helpful (e.g. join a club to meet new people).  

 

c. Score 1 for an activity that is helpful and self-directed e.g. 
yoga/mediation/headspace/new hobby, but is then not linked to a thought, 
behaviour or physiological feeling from the story (e.g. ‘do yoga’, ‘meditate’, 
‘football’.) 

 

d. Score 0 for an answer that is unhelpful or would maintain the problem (e.g. 
go to the cinema so it’s dark and people can’t see him) OR is too broad/not 
an activity (e.g. see a counsellor, talk to someone, group support). 
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Appendix C7: Ethical approval  
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Appendix C8: histogram plots for ‘identifying change’ and ‘making 

change’ vignettes questions 
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