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The Impact of COVID-19 

The COVID-19 pandemic impacted upon recruitment for the main research project 

presented in this portfolio. Due to the pandemic, the NHS Health Research Authority 

and Research Ethics Committee did not review the ethics application until two 

months later than planned. Furthermore, changes to research prioritisation and 

staffing difficulties caused by the pandemic meant that local NHS research and 

design departments stopped or considerably delayed non-COVID related research 

activity. As a result, only one of the three local trusts who had agreed to act as 

participant identification centres prior to the start of the pandemic was able to fulfil 

this agreement within the time frame required to meet doctoral submission deadlines.  
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Abstracts 

Interventions to address empathy-based stress in mental health workers: 

A scoping review 

 

Objective: Despite the benefits of empathic mental health care; consistently engaging 

with the distress of clients can have negative consequences for mental health workers 

(MHWS). Various terms have been used to describe this phenomenon, which has led 

to conceptual inconsistencies. This review will therefore use the umbrella term 

empathy-based stress (EBS). Existing reviews of interventions for EBS have 

grouped MHWs with other healthcare professionals or excluded them. However, due 

to the nature of their roles MHWs may be particularly required to empathically 

engage with the distress of others. This review therefore aimed to identify and 

describe available interventions for EBS in MHWs. Method: A systematic scoping 

review of the literature concerning interventions for EBS in MHWs between 1970 

and 2021 was undertaken in five electronic databases. Results: The review included 

48 studies which varied significantly with regards to: the rationale for and 

interventions used; study methodology and theoretical underpinnings.  Studies were 

grouped into three categories based on the level at which they aimed to address EBS. 

These included: individual (i.e. personal resilience; awareness-raising and role 

training); team and organisational approaches. The majority of studies intervened at 

the level of the individual, with only one study reporting an organisational 

intervention. Conclusions: Providing individually focussed interventions for EBS 

may not be the most helpful route of intervention considering that the proposed 

causes of this problem are largely organisational. Furthermore, it is unclear how 

most interventions were theoretically linked to the origins of EBS. 

Recommendations include: establishing conceptual clarity regarding EBS; 

intervening at the level of the organisation; more methodological consistency in 

studies and; linking interventions to the proposed causes of EBS. 

Keywords: empathy based stress; compassion fatigue; burnout; secondary 

traumatic stress; mental health workers; scoping review  
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Young people’s experiences of a theatre in education programme aimed at 

preventing and raising awareness of child sexual exploitation: A service-related 

project 

Child sexual exploitation and abuse (CSEA) has grave implications for the mental 

health and wellbeing of young people. It has been linked to a wide range of mental 

health problems which may extend into adulthood and constitute a significant burden 

on public services. School-based programmes that aim to help prevent CSEA are 

popular but have historically lacked robust and consistent evaluation. This service-

related project aimed to evaluate the impact of a school- based Theatre in Education 

(TiE) programme on young people’s awareness and understanding of CSEA. 

Consultation was sought from the service providing the programme and from a 

secondary NHS mental health service that commonly provides therapy for adult 

survivors of CSEA. Four focus groups were conducted with young people from two 

schools where the TiE programme was delivered. Template analysis of data revealed 

a number of themes that were grouped into two categories; ‘Information and Detail 

Delivered’ and ‘Format and Timing’. Themes suggested participants had acquired 

new awareness and understanding related to CSEA, as well as how to avoid harm 

and what to do ‘if bad things happen’. Participants also reported that the use of 

theatre helped them to connect to and remember the content, that the programme was 

delivered to them at the right time, and that younger people could also benefit from 

it. In addition, areas for improvement were identified in terms of the delivery of the 

programme, and the issue of victim blaming. Recommendations for the TiE 

programme and broader implications are discussed.  

Keywords: awareness raising; child sexual abuse; child sexual exploitation; 

internet safety education; relationship and sex education; school-based 

prevention; theater in education. 
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Having permission not to remember: Perspectives on interventions for post-

traumatic stress disorder in the absence of trauma memory            

                                                      

Objective: It is possible for people to have post-traumatic stress disorder without 

memory of the trauma event (PwM), such as in drug-facilitated sexual assault. 

However, there is little evidence available on providing treatment for PwM and the 

appropriateness of existing psychological interventions for this population. This 

study aimed to address this gap by exploring the experiences of people who have had 

psychological intervention for PwM. Method: This study used interpretative 

phenomenological analysis to explore the lived experience of nine women with 

PwM. Participants were recruited via social media and completed semi-structured 

interviews online and over the phone. Results: Identified themes concerned two 

broad areas: i) the challenges of having therapy whilst lacking memories; and ii) 

what was helpful in therapy. Challenges included: delayed help-seeking; having 

emotional/sensory trauma reactions in the absence of recognisable triggers; 

experiencing therapy as more applicable to remembered trauma (over 

unremembered); and difficulty discussing and processing unremembered trauma. 

However, participants also described helpful aspects of therapy including: feeling 

safe and supported in therapy; working with emotional and sensory forms of 

experience; having scientific explanations for trauma and memory; and having 

‘permission’ from therapists not to remember. Conclusions: Recommendations for 

clinicians included: being aware that clients with PwM may have more difficulty 

accessing treatment and perceive it as less applicable to them; focussing on clients’ 

emotions and sensations (not cognitive memories) in therapy; and supporting clients 

to develop a more self-compassionate understanding of their experiences and lack of 

memory- thus supporting them to accept that not remembering is ‘permitted’. 

Findings are discussed in relation to the wider literature on interventions for PwM 

and trauma-informed care. 

Keywords: trauma, PTSD, memory, therapy, interpretive phenomenological 

analysis  
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Interventions to address empathy-based stress in mental health workers: 

A scoping review  

Empathy is the interpersonal capacity to be sensitive to others and understand their 

feelings by actively entering into their experiences (Elliot et al., 2018). It is thought 

to be a key component of compassion (Atkins & Parker, 2012; Strauss et al., 2016), 

wherein engagement with the suffering of another facilitates actions to prevent and 

alleviate that suffering (Gilbert, 2014).  People accessing mental health services are 

found to have better outcomes in terms of mental health recovery if they experience 

compassionate (Spandler & Stickley, 2011) and empathic (Elliot et al., 2018) 

relationships with staff. Such relationships are thought to be especially important in 

mental health services given the stigma that persists in both society and health 

services regarding mental distress (Ahmedani, 2011; Henderson et al., 2014). 

Clinicians can also experience benefits from practicing compassionately, with 

evidence highlighting that cultivating compassion can: protect against the harmful 

effects of empathic distress (Klimecki et al., 2014); lead to positive emotions 

(Klimecki et al., 2013); and reduce psychological distress (Kirby et al., 2017). As 

captured in the influential concepts of self-actualisation (Maslow, 1968) and full 

functioning (Rogers, 1951), empathy may also be a resilience factor that enables 

people to experience positive emotions and enjoy strong social bonds.  Compassion 

and empathy can also be personally rewarding, as captured in the term compassion 

satisfaction which describes the sense of pleasure derived from helping others 

(Figley & Stamm, 1996). 

 

Costs of Compassion and Empathy 

Despite the benefits associated with compassionate and empathic care, 

research has also identified potential costs to clinicians working with distressed 

clients. These include: burnout (Maslach, 1993); secondary traumatic stress (STS; 

Figley, 1995; Newell & MacNeil, 2010); compassion fatigue (CF; Figley, 1995); and 

vicarious trauma (VT; Pearlman & Saakvitne, 1995). Whilst distinct definitions exist 

for these terms (see Table 1), the extent to which they differ from one another is 

unclear and they are often used interchangeably in the literature (Turgoose & 

Maddox, 2017; Rauvola et al., 2019).  
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These inconsistencies led Rauvola et al. (2019) to propose a new 

conceptualisation in which VT, burnout, CF and STS are all highly related aspects of 

‘empathy-based stress’ (EBS; Figure 1). EBS is described as applicable to anyone 

whose occupation exposes them to the distress of others and requires that they 

respond with engagement and empathy. It is defined as “a stressor–strain-based 

process of trauma at work, wherein exposure to secondary or indirect trauma, 

combined with empathic experience, results in empathy-based strain and additional 

outcomes (i.e., other occupational health/strain outcomes; work affect, behaviours, 

and cognitions)” (Rauvola et al., 2019, p299).  

EBS is a newly conceptualised model which has not yet been applied within 

the wider literature; therefore, its feasibility and usefulness as a framework remain 

untested. However, EBS brings together established pre-existing concepts in a way 

that allows for distinct but inter-related terms to co-exist, thereby offering a potential 

solution to the conceptual ambiguities outlined above. Furthermore, it allows that 

anyone who empathically engages with second-hand distress in a work setting can 

consequently experience undesirable outcomes, which can interact with pre-existing 

individual factors to make EBS more or less likely/ severe. It is therefore dynamic, 

process-driven and applicable across professional fields. In this way it is akin to 

established models in the occupational health literature, including the Job Demands‐

Resources model which posits that all jobs comprise of interacting sets of 

psychologically taxing demands and rewarding job resources (Bakker & Demerouti, 

2007) model. This review will henceforth use the term EBS to refer collectively to 

these concepts, with individual terms used where appropriate.  
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Figure 1 

 Empathy-based stress model (Rauvola et al., 2019).

 

Table 1 

 Definitions of terms included in the Empathy-based stress construct 

Term Definition 

Burnout 

(Maslach, 1993). 

A psychological response to chronic interpersonal stressors at 

work, resulting in exhaustion, detachment and feelings of 

incompetence. First identified in caregiving professions where 

services are provided via a relationship with people in need 

(Maslach 1982; 2006). These relationships (whilst rewarding) 

necessitate prolonged and intense emotional contact with 

clients which over time can produce burnout (Maslach, 2006).  

 

Secondary Traumatic 

Stress (STS) 

(Figley, 1995; Newell & 

MacNeil, 2010). 

A form of second-hand post-traumatic stress disorder (PTSD). 

In STS, symptoms (e.g. hypervigilance, avoidance, intrusive 

thoughts/memories) arise out of exposure to the trauma of 

others, rather than through direct personal experience.  

 

Compassion Fatigue (CF) 

Figley (1995). 

Figley (1995) substituted STS with the term CF as a less 

stigmatising way of referring to the impact of these experiences 

on healthcare professionals. CF is “a state of exhaustion and 

dysfunction biologically, psychologically, and socially as a 

result of prolonged exposure to compassion stress” (p. 253). CF 

has an inverse relationship with CS; leading to the suggestion 

that overwhelming levels of CF may interfere with the capacity 

to experience CS (Rossi et al., 2013; Stamm, 2002). 

 

Vicarious Trauma (VT) VT is defined as “the transformation that occurs in the inner 

experience of the therapist [or worker] […]as a result of 

IMAGE REDACTED DUE TO COPYRIGHT 
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Term Definition 

(Pearlman & Saakvitne, 

1995). 

empathic engagement with clients’ trauma material” (Pearlman 

& Saakvitne, 1995, p. 31). Whilst VT may result in PTSD-type 

responses (flashbacks, intrusions, dissociation) (Beaton & 

Murphy, 1995), definitions emphasise the negative impact on 

the clinician’s cognitive schemas (Pearlman & Saakvitne, 

1995).  

Note. STS = secondary traumatic stress; CF= compassion fatigue; VT= vicarious 

trauma; PTSD= post-traumatic stress disorder 
 

Recognising Moral Injury 

Dean and colleagues (2019) challenged the term burnout, noting it locates the 

‘problem’ within individual clinicians whilst ignoring significant systemic and 

organisational contexts e.g. insufficient resources; top-down management. They 

substitute the term moral injury (MI), which is derived from research with veterans 

and pertains to the distress experienced when people are obliged to participate in or 

witness actions that violate their moral beliefs (Shay, 2014).  

However, others have argued that moral injury (MI) is not well 

operationalised in healthcare literature when compared to burnout (Asken, 2019). 

For example, in their scoping review Čartolovni et al (2021) recognise the recent 

emergence of the term in healthcare literature (largely in the context of the COVID-

19 pandemic) and highlight that empirical evidence is currently still very limited. 

They conclude that whilst MI may be a useful concept, it is not yet established in a 

healthcare context and requires further theoretical and empirical testing. Ravoula et 

al. (2019) did not include MI in their model of EBS, identifying it as a distinct form 

of stress, a categorisation supported by other authors (Winner & Knight, 2019). The 

emphasis on transgressions of moral beliefs (Litz et al., 2009) appears to distinguish 

MI from other forms of EBS, wherein repeated exposure to the suffering of others is 

sufficient to cause distress (e.g. Figley, 1995; 2002). MI is also associated with 

feelings of shame, guilt and self-loathing (Litz et al., 2009) which do not routinely 

feature in conceptualisations of EBS and may require different forms of intervention.  

In line with the above, this review will not include studies targeting MI. 

Nevertheless, the authors support the views expressed by Dean et al. (2019) 

regarding organisational responsibility for EBS. We note the burnout literature 

acknowledges organisational and situational elements as the most important factor in 
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worker burnout (Maslach et al., 2001; Schaufeli & Enzmann, 1998); although this 

may not be reflected in how the concept has been applied. 

 

Empathy Based Stress (EBS) in Mental Health Workers 

There is evidence to suggest that EBS impacts care providers from diverse 

professional backgrounds including nurses, physicians, social workers and mental 

health workers (Cavanagh et al., 2020; Rossi et al., 2013). Mental health workers 

(MHWs) however, are often required to engage explicitly with their clients’ 

distressing experiences during care provision (Canfield, 2005). For example, 

successful psychotherapy is thought to depend in part on the clinician’s ability to 

empathise with and to some degree absorb the pain that clients are experiencing 

(Rogers, 1967; Rothschild & Band, 2006). Compared to GPs and non-medical 

personnel, MHWs have been found to show greater empathic concern for others and 

higher discomfort at witnessing suffering (Santamaría-García et al., 2017). This 

empathic engagement predicts better client outcomes (Elliot et al., 2018); however, 

leaves MHWs at increased risk of EBS (Canfield, 2005; Jachens et al., 2018).  

The rates of trauma experiences are found to be higher amongst people 

accessing mental health services. Estimates suggest that roughly half have 

experienced physical abuse, whilst over a third have experienced sexual abuse 

(Mauritz et al., 2013). As services become increasingly aware of the importance of 

trauma-informed approaches to health and social care (Sweeney et al., 2016) MHWs 

are being encouraged to explicitly ask clients about potential traumatic experiences 

(Read et al., 2007). While undoubtedly a positive step, this seems likely to increase 

the quantity of traumatic material MHWs are exposed to. In their review, Turgoose 

and Maddox (2017) found that greater exposure to client trauma/distress was 

associated with higher CF in MHWs.  

 

Impact of EBS 

EBS is associated with a range of adverse outcomes including poor job 

satisfaction, absenteeism and poor patient care (Figley 2002; Mathieu, 2007). It can 

lead to what Baranowsky (2002) termed ‘the silencing response’, whereby health 

workers begin to minimise, shutdown or divert away from traumatic material 

brought to them by the client.  
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NHS England (2018) warned that the ever-growing need for healthcare 

services leaves NHS staff vulnerable to CF, which has been linked to depression, 

stress and chronic illness (Barr, 2017; Canfield, 2005; Demerouti, 2000; Mathieu, 

2007). These are serious concerns for the workforce, as demonstrated in a recent 

NHS staff survey which found that  40.3% of workers felt unwell due to work-

related stress; a percentage that has been climbing steadily since 2016 (NHS, 2020a). 

This has led West and Chowla (2017) to call for a culture change in the NHS to 

enable senior staff to lead compassionately and sensitively rather than being solely 

driven by achieving targets and reducing costs. However, Dean et al. (2019) 

highlight that such shifts require changes in the framework of our healthcare systems 

that will not be simple or quick to achieve.  

 

Current Context 

During 2020 the spread of the virus COVID-19 resulted in a global 

pandemic. This crisis (WHO, 2020) placed an unprecedented demand on health and 

social care services and their staff.  The British Medical Association (2020) predict 

that demand for mental health services will outstrip NHS capacity as a result of 

COVID-19, as people struggle with social isolation and financial/economic 

uncertainty. A survey of UK psychiatrists showed that 43% have seen an increase in 

urgent mental health referrals since lockdown measures were introduced (Royal 

College of Psychiatrists, 2020) and concerns have been raised that MHWs may be 

more vulnerable to CF as they attempt to meet the rising demand (Clay, 2020). In 

recognition of this, NHS England (NHS, 2020b) dedicated an additional £15 million 

towards mental health support for staff, including MHWs. Therefore, it seems 

especially pressing to explore how organisations can mitigate the impact of EBS on 

MWHs.  

 

Current Review 

Thus far, reviews of interventions for EBS have either included MHWs and 

other healthcare workers as one group (e.g. Conversano et al., 2020) or excluded 

them (e.g. Cocker & Joss, 2016). Bercier and Maynard (2014) aimed to review CF 

interventions for MHWs, however were unable to identify relevant studies and called 

for more research. Previous reviews targeting healthcare workers suggest that 
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intervention/training may be effective in reducing EBS (e.g. Cocker & Joss, 2016) 

and more achievable in the shorter term. This has not been examined for MHWs, 

who may be particularly required to empathically engage with client trauma 

(Canfield, 2005).   

Given the urgency indicated by staff stress levels (NHS, 2020a) and the 

unprecedented demands of COVID-19, it seems timely to ask; “What organisational 

interventions exist to prevent or treat EBS in MHWs?”. This systematic scoping 

review aims to answer this question via the following objectives: 

1) To assess and summarise the available interventions for preventing or treating 

EBS in MHWs 

2) To ascertain the theoretical underpinnings and assumptions of these 

interventions 

3) To assess how EBS has been measured in these studies 

4) To make recommendations for future research into the treatment and 

prevention of EBS in MHWs 

 

Method 

Scoping Review 

This review employed a systematic scoping review method. Scoping reviews 

offer a means to map out the fundamental concepts in a given area and to determine 

the type of evidence available (Mays et al., 2001). Whilst they may be a precursor to 

systematic reviews, they can also be conducted as self-contained reviews when there 

is insufficient knowledge about a subject to generate specific questions (Armstrong 

et al., 2011).  

To this end, scoping reviews: have broader inclusion criteria compared to 

systematic reviews; do not assess bias in included studies; do not attempt to 

synthesise evidence or arrive at precise recommendations. Instead, they aim to 

outline the research that is available, how it has been conducted and what 

theory/evidence has informed it. Despite these differences, scoping reviews are still 

systematic in nature and involve an a priori protocol and a methodical, exhaustive, 

and replicable search strategy (Arksey & O’Malley, 2005; Munn et al., 2018).  

Given the status of the current research in this area, a scoping review was the 

most appropriate methodology. The review was conducted in accordance with the 
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Joanna Briggs Scoping Review Framework (Peters et al., 2017) and written up in 

line with the Prisma Extension for Scoping Reviews (Tricco et al., 2018).   

 

Protocol  

An a priori protocol was developed and registered on Open Science Framework: 

https://osf.io/b7kcr/ 

Electronic searches 

Searches were conducted in the following databases: PubMed, PsychINFO1, 

Embase, PTSDPubs. Grey literature was accessed via PsycExtra (theses) and the 

Cochrane Central Register of Controlled Trials (CENTRAL; unpublished trials). 

Studies available in English and conducted between 1970 (when the term burnout 

was introduced; Schaufeli et al., 2009) and 2021 were included.  

 

Search Terms 

The search terms were determined by considering the core elements of the 

research question, in consultation with a research librarian (see Table 2).  Precise 

terminology, boolean operators and truncation were adapted/applied in accordance 

with each database (see Appendix B for precise terms). When full texts could not be 

retrieved via inter-library loan, effort was made to locate/contact authors. Initial 

searches began in December 2020 and were completed in January 2021. All 

identified papers were uploaded to Covidence: 

https://app.covidence.org/reviews/130454 

 

Table 2 

 

Example of Search Terms 

 

Search item of interest Provisional search terms 

Empathy based stress Burnout OR Compassion fatigue OR 

secondary traumatic stress OR STS OR 

vicarious trauma OR VT OR 

compassion stress 

Mental health workers  mental health nurs* OR forensic nurs* 

OR counsellor* OR psychologist* OR 

psychiatrist* OR psychotherapist* OR 

therapist* OR mental health support 

 
1 Including APA PsycInfo, APA PsycArticles, APA PsycExtra and APA PsycTests. 

https://osf.io/b7kcr/
https://app.covidence.org/reviews/130454
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Search item of interest Provisional search terms 

worker* OR mental health social 

worker* OR support time and recovery 

worker* OR family therapist* OR 

therapist* OR CBT therapist* OR 

mental health occupational therapist* 

Intervention Treat* OR prevent* OR train* OR 

program* OR interven* 

 

 

Study selection Titles and abstract screening as well as full-text review was 

conducted by two independent reviewers (HM and MK/RR) according to the 

inclusion/exclusion criteria shown in Table 3. Whilst the mental health worker 

search terms in Table 2 were used to guide the searches, some identified studies used 

different terms to describe participant job roles, or else more general terms e.g. 

doctor, nurse. In these cases the studies were carefully read in order to identify the 

nature of the client group participants were working with, and/or the study setting. 

Such studies were included only if they clearly referenced client groups with mental 

health needs e.g. clients with psychosis, or healthcare settings that clearly had a 

mental health focus e.g. psychiatric wards.  

 

Table 3 

Criteria for study inclusion/exclusion 

 Inclusion Criteria Exclusion Criteria 

Population 

 

 

 

At least 50% of participants are mental 

health workers (see Table 2 for included 

professions/synonyms). 

 

Studies including other 

healthcare staff whose role 

does not have a mental health 

focus/the general public will be 

excluded. 

 

Children, adolescents  

 

Concept Studies involving any intervention 

(including organisational strategies e.g. 

increased supervision) or training program 

that aims to prevent or reduce EBS 

(including STS, CF, VT & burnout).  

 

Studies that in some way evaluate the 

impact of the intervention/training on EBS.  

 

Studies that only assess 

MHW’s individual differences 

and/or self-care strategies in 

relation to EBS. 
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 Inclusion Criteria Exclusion Criteria 

Context Study settings may include any setting 

where mental health workers are employed. 

 

 

Source Primary research studies, systematic 

reviews and meta-analyses of any 

publication status. 

 

Qualitative or quantitative studies.  

Theoretical papers, opinion 

pieces or letters to the editor 

 

Books, book chapters 

 

Note. EBS = empathy-based stress; MHWs = mental health workers; STS = secondary 

traumatic stress; CF = compassion fatigure; VT = vicarious trauma. 

 

 

Charting the Data 

Information from included studies was charted by reviewers HM and MK, using the 

following headings: 

Characteristics of Included Studies 

 Study characteristics. Authors, year of publication, study location, 

methodology, study design, study aims, EBS construct targeted, type of 

intervention/training, method of evaluating EBS.   

 Sample characteristics. Sample size, age, gender, setting, % of MHWs in 

sample, specific profession/role of MHWs. 

 

Characteristics of Intervention/Training 

This included: intervention/training type; the aims and rationales for the 

interventions/training programs administered; duration of intervention; and method of 

delivery. Information about the theoretical underpinnings of the intervention/training 

provided were recorded.   

Outcomes 

Measures used to assess EBS and, where possible, outcomes on these measures 

were recorded. Any recommendations for practice or further research on 

training/interventions of this nature were documented. 
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Results 

Searches 

Searches of all sources retrieved 6,288 records. After duplicates (n = 840) and 

other ineligible sources (see Figure 2; n = 83) were removed 5,380 titles and abstracts 

were screened, 5,168 of these were excluded. Of the 198 full text records screened, 

150 were excluded. Therefore, 48 studies that met eligibility criteria (Figure 2) were 

included in the review. 

 

Characteristics of Included Studies 

 Table 4 provides an overview of the key features of the 48 included studies. 

The year of publication ranged from 1981 to 2021. The majority of studies (n = 28) 

were conducted in the United States of America (USA). Most studies (n = 41) used a 

quantitative methodology, but qualitative (n = 2) and mixed methods (n = 5) were 

also used. Study designs varied, ranging from case studies (n = 1) to randomised 

controlled trials (RCTs) (n = 5) with repeated measures designs (n = 24) being the 

most common. Samples varied in size from N = 2 to N = 296 and consisted of a diverse 

range of MHWs, most commonly nurses who comprised 100% of the sample in nine 

studies, and part of the sample in seven. Thirteen studies had sample populations 

consisting of multiple types of MHWs. Of the 38 studies that provided gender 

breakdowns: 25 comprised over 50% women; and seven were 100% women. Only 18 

studies provided information on participant ethnicity (see Table 5), most of which had 

majority (n = 13) or entirely (n = 1) White samples. Other ethnicities represented 

included Black, Hispanic, Latino/Latina, Asian, Indian, Chinese, Malay, Mauritian, 

multi-racial and Pacific Islander. Seven of the 18 studies reporting ethnicity described 

a proportion of participants as having ‘other’ or ‘non-White’ ethnicity, with no further 

information provided. A further four studies reported a percentage of White 

participants but provided no indication of the ethnic backgrounds of the rest of the 

sample. Settings included: community mental health (n = 14); inpatient (n = 7); 

outpatient/clinic (n = 3); multiple settings (n = 3); forensic (n = 3); mental health 

centres (n = 2); substance abuse services (n = 2); veteran’s services (n = 1); primary 

school (n = 1); domestic abuse shelter (n = 1); child advocacy centre (n = 1). Most 

studies targeted a single EBS construct (n = 44), whilst some targeted multiple (n = 

4). Burnout was by far the most common EBS construct targeted (n = 40) although 
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STS (n = 7) and CF (n = 6) were also addressed. The majority of studies (n = 44) were 

classified as treatment studies, in that, as far as could be determined, they aimed to 

examine the ability of an intervention to treat/impact upon EBS, with the assumption 

apparently being that EBS was already present. Four studies aimed to both treat and 

prevent EBS. No studies targeted prevention alone.   

 

Figure 2 

PRISMA Flow Chart of the Screening Process 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Records identified from: 

Databases (n = 6,288) 
 

Records removed before screening: 

Duplicate records (n =840) 

Tests (n = 27) 

Newsletters/brochures/multimedi

a/ press releases (n =56) 

 

 

Records screened 

(n = 5,380) 
Records excluded** 

(n = 5,168) 

Reports sought for retrieval 

(n = 212) 

Reports not retrieved 

(n = 14) 

Reports excluded: 

n = 53 Wrong population 

n = 35 Wrong study design 

n = 16 Wrong outcomes 

n = 10 Duplications 

n = 10 Reviews 

n = 7 Not in English 

n = 6 Protocols (incomplete) 

n = 4 Books 

n = 3 Conference/symposium workshop 

n = 3 Wrong intervention 

n = 2 Personal accounts 

n = 1 Letter 

Studies included in review 

(n = 48) 
 

Id
en

ti
fi

ca
ti

o
n

 
Sc

re
e

n
in

g 
In

cl
u

d
ed

 

Additional records identified from 

reference searches (n=15) 

 

Reports assessed for 

eligibility (n = 198) 



RESEARCH PORTFOLIO                                                                                                                                                                         21 

 

Table 4 

 

Characteristics of Included Studies  

 

ID  Study  Country Publication 

Status 

Study Design EBS 

Construct 

Targeted  

Setting N % of MHWs  

(specific role) 

Gender Intervention 

01 Haynos et 

al., 2016 

USA PRJ Quantitative 

Repeated 

measures  

Burnout CYP 

inpatient 

22 100%              

(MH nurses) 

Not Given DBT skills 

coaching 

training 

02 Roberts, 

2018 

UK UT/D Quantitative 

Repeated 

measures  

Burnout Not given 141 

(39 at 

FU) 

Not given 79.4% 

women 

DBT skills 

training 

03 Clarke et 

al., 2015 

UK PRJ Quantitative 

RCT 

Burnout Inpatient, 

outpatient 

140 (57 

at FU 1; 

36 FU 

2). 

100% 

(Staff working 

with clients with 

BPD) 

Not given ACT Training 

vs psycho-ed. 

BPD training2 

04 Doyle et al., 

2007 

UK PRJ Quantitative 

Experimental 

design  

Burnout Forensic 26 61.50% 

(Forensic 

nurses) 

73.1% 

women 

Psychosocial 

intervention 

training 

05 Hallberg, 

1994 

Sweden PRJ Mixed methods 

Repeated 

measures  

Burnout CYP 

inpatient 

11 100% 

(Child MH 

nurses) 

63.3% 

women 

Systematic 

clinical 

supervision 

06 Hunnicutt 

& 

MacMillan, 

1983 

USA PRJ Quantitative 

Experimental 

design (2 

intervention 

Burnout Community 251 Not given Not given Burnout 

workshop 

standalone vs 

 
2 The primary aim of this RCT was to compare the effects of these two interventions on stigma towards clients with BPD; however clinician burnout was also measured  



RESEARCH PORTFOLIO                                                                                                                                                                         22 

 

ID  Study  Country Publication 

Status 

Study Design EBS 

Construct 

Targeted  

Setting N % of MHWs  

(specific role) 

Gender Intervention 

groups; 1 

control) 

with staff 

consultation.  

07 Landis, 

2010 

USA UT/D Mixed methods 

Repeated 

measures 

ST Community 5 100% 

(SWs) 

80% 

women 

CF/ST 

workshop; 

‘Sharevision’ 

meetings 

08 Perseius et 

al., 2007 

Sweden PRJ Mixed methods 

Repeated 

measures  

Burnout Adult & 

CYP 

psychiatry 

clinics 

22 100% 

(Drs; psychol; 

MH nurses/care 

assistants; 

therapist, OT) 

86.4% 

women 

DBT training 

09 Raab et al., 

2015 

Canada PRJ Quantitative 

Repeated 

measures  

Burnout Community 22 100 % 

(MH care 

workers) 

100% 

women 

MBSR 

10 Razzaque & 

Wood, 2015 

UK PRJ Mixed methods 

Repeated 

measures  

Burnout Community 26 100% 

(Psychr) 

65.4% 

women 

Mindfulness 

Retreat 

11 Rollins et 

al., 

2016 

USA PRJ Quantitative 

Experimental 

design  

Burnout Inpatient & 

outpatient, 

(mostly 

veterans 

services) 

145 100% 

(Behavioural 

health 

providers) 

71% 

women 

 ‘BREATHE’ 

burnout 

reduction 

workshop 

12 Melchior et 

al., 1996 

The 

Netherlands 

PRJ Quantitative 

Experimental 

design  

Burnout Inpatient 161  100% 

(MH nurses) 

72% 

women 

Primary 

nursing 
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ID  Study  Country Publication 

Status 

Study Design EBS 

Construct 

Targeted  

Setting N % of MHWs  

(specific role) 

Gender Intervention 

13 Duckworth, 

2012  

USA UT/D Quantitative 

Repeated 

measures  

STS CYP 

community 

16 100% 

(psychol; 

nurses; SWs, 

therapists; 

admin) 

93.8% 

women 

STS education 

program and 

prevention 

plan 

14 Boone, 

2006 

USA UT/D Quantitative 

Experimental 

design  

STS Not given 97 (53 at 

FU) 

100% 

(Domestic 

violence 

counsellors) 

88.7% 

women 

Poetry writing 

therapy 

15 Flarity et 

al., 2016 

USA PRJ Quantitative 

Repeated 

measures  

CF Inpatient 

(emergency 

department) 

7 100 % 

(Forensic 

nurses) 

100% 

women 

CF prevention 

and resilience 

training 

16 Suyi et al., 

2017 

Singapore PRJ Quantitative 

Repeated 

measures  

Burnout Not given 37 100% 

(Psychol; 

Psychr; SWs)  

81.1% 

women 

MBSR 

17 Kovač et 

al., 2016 

Slovenia PRJ Quantitative 

Experimental 

design  

Burnout School 30 100% 

(School 

counsellors) 

100% 

women 

Supervision 

(relational 

family model) 

18 Van Kirk, 

2020 

USA PRJ Quantitative 

Repeated 

measures  

Burnout, 

STS & CS 

Veteran 

MH 

services 

57 100% 

(nurses, SWs, 

psychol, psychr, 

counsellors, SA 

therapists; OTs; 

assistants) 

64% 

women 

Employee 

wellness 

program 
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ID  Study  Country Publication 

Status 

Study Design EBS 

Construct 

Targeted  

Setting N % of MHWs  

(specific role) 

Gender Intervention 

19 Alenezi et 

al., 2019 

Saudi 

Arabia 

PRJ Quantitative 

Experimental 

design  

Burnout Inpatient 296 100% 

(MH nurses) 

49.3% 

women 

Burnout 

prevention 

programme 

20 Eriksson et 

al., 2018 

Sweden PRJ Quantitative 

RCT 

Burnout Not given 101 (81 

at FU) 

100% 

(Psychol) 

96% 

women 

(plus one 

NB 

person) 

Web-based 

compassion 

program 

21 Wymer, 

2009 

USA UT/D Quantitative  

Single case 

research design 

STS Child 

advocacy 

centres  

3 100% 

(CSA 

counsellors) 

100% 

women 

Affective 

check-in 

supervision  

22 Chilton et 

al., 2020 

USA PRJ Qualitative 

Case study 

CF & STS Addiction 

treatment 

centre. 

2 100% 

(art/expressive 

arts therapists) 

100% 

women 

El Duende 

‘Process 

Painting’ 

23 Askey-

Jones, 2018 

UK PRJ Quantitative 

Repeated 

measures  

Burnout Primary & 

secondary 

69 (43 at 

FU) 

52% 

(MH Nurses)  

76% 

women 

 MBCT group 

therapy 

24 Ewers et al., 

2001 

UK PRJ Quantitative 

Experimental 

design  

Burnout secure 

forensic 

settings 

33 (20 at 

FU) 

100% 

(MH nurses) 

51.5 % 

women 

Psychosocial 

Intervention 

Training 

25 Finamore et 

al., 2020 

UK PRJ Quantitative 

Repeated 

measures  

Burnout Not given 253 (201 

at FU) 

100% 

Mixed 

Not given Knowledge & 

Understanding 

Framework PD 

Training 
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ID  Study  Country Publication 

Status 

Study Design EBS 

Construct 

Targeted  

Setting N % of MHWs  

(specific role) 

Gender Intervention 

26 Reyes 

Ortega et 

al., 2019 

Mexico PRJ Quantitative 

Experimental 

design  

Burnout BPD Clinic 6 100% 

(Psychol; 

psychr) 

50% 

women 

‘Helping the 

Helper’ social 

connectedness 

intervention 

27 Brady et al., 

2011 

USA PRJ Quantitative 

Repeated 

measures  

Burnout Inpatient 16 100% (Psychr; 

Psychol;  

MH technicians 

Activity 

Therapists) 

Not given MBSR 

28 Walker, 

2018 

USA UT/D Quantitative 

Repeated 

measures  

Burnout Can't 

access- 

preview 

34 100% 

(Can't access- 

preview) 

Can't 

access- 

preview 

MBSR 

29 Kiley et al., 

2018 

USA PRJ Quantitative 

RCT 

CF Community 69 

(56 at 

FU) 

100 

(SWs; 

counsellors; 

psychr; CMs, 

support staff and 

management) 

Not given Guided 

Imagery 

30 Riley et al., 

2017 

USA PRJ Quantitative 

2 experimental 

conditions, no 

control 

STS, CF 

& Burnout 

Multisite 

MH centre 

38 (28 at 

FU 1; 25 

at FU 2; 

19 at 6 

month 

FU) 

100% 

(Not given) 

 84.2% 

women 

Yoga-based 

stress 

management 

vs cognitive-

behavioural 

stress 

management 
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ID  Study  Country Publication 

Status 

Study Design EBS 

Construct 

Targeted  

Setting N % of MHWs  

(specific role) 

Gender Intervention 

31 Rosada et 

al., 2015 

USA PRJ Quantitative 

Repeated 

measures cross-

over design 

Burnout Community 45 100 % 

(MH clinicians) 

73.3% 

women 

Reiki (reiki vs 

‘sham’) 

32 Ifrach & 

Miller, 2016 

USA PRJ Quantitative 

Repeated 

measures  

CF Domestic 

abuse 

shelters 

30 100% 

(DV 

counsellors)  

100% 

women 

Social action 

art therapy 

33 Carmel et 

al., 

2014 

USA PRJ Quantitative 

Repeated 

measures  

Burnout Community 9 100% (MH 

practitioners; 

SA counsellors) 

88% 

women 

DBT training 

34 Newman et 

al., 

2015 

South 

Africa 

PRJ Qualitative 

Retrospective 

Burnout CYP 

Community 

30 100% (Child 

Psychr, psychr, 

Drs, nurses, 

clinical psychol, 

OTS, admins, 

interpreter) 

70.6% 

women 

Drumming 

35 Paulson et 

al., 

2015 

USA PRJ Mixed methods 

Repeated 

measures  

Burnout Community 

(rural) 

6 100% 

(psychol; 

counsellors) 

Not given Online peer 

consultation 

network 

(support 

group) 

36 Luoma & 

Vilardaga, 

2013 

USA PRJ Quantitative 

Experimental 

design  

Burnout Community 20 80 

(Psychol; 

Counsellors) 

40% 

women  

ACT Training 

37 Little, 

2000 

USA UT/D Quantitative Burnout Not given 37 100% 75.7% 

women 

DBT training 
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ID  Study  Country Publication 

Status 

Study Design EBS 

Construct 

Targeted  

Setting N % of MHWs  

(specific role) 

Gender Intervention 

Repeated 

measures  

(Therapists; 

CMs; admins) 

38 Scarnera et 

al., 2006 

Italy PRJ Quantitative 

Repeated 

measures pilot 

study 

Burnout Not given 25 100% 

(Nurses, 

educators; 

psychol; psychr; 

managers) 

44% 

women  

Interpersonal 

relationship 

management 

training 

39 Ray, 

1981 

USA UT/D Quantitative 

Experimental 

design  

Burnout Community 36 100% 

(SWs; psychol; 

therapists; 

attendant; 

nurses; admin) 

75% 

women 

Stress 

management 

training 

program 

40 Jones, 

2009 

UK PRJ Quantitative 

Repeated 

measures  

Burnout Inpatient 72 (62 at 

3rd FU, 

49 at 4th 

FU)  

100% 

(MH nurses; 

HCAs; OTs  

ward managers; 

CNSs) 

57% 

women 

Interventions 

for psychosis 

training + 

clinical 

practice 

development 

41 Redhead et 

al., 

2011 

UK PRJ Quantitative 

RCT 

Burnout  Forensic 

inpatient 

42 100 

(Forensic 

nurses) 

Not 

specified  

Psychosocial 

intervention 

training 

42 Salyers et 

al., 

2011 

USA PRJ Quantitative 

Experimental 

design 

Burnout Substance 

abuse  

84 (74 at 

FU) 

Not given 87% 

women 

BREATHE 

Burnout 

reduction 

retreat 
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ID  Study  Country Publication 

Status 

Study Design EBS 

Construct 

Targeted  

Setting N % of MHWs  

(specific role) 

Gender Intervention 

43 Weingardt 

et al., 

2009 

USA PRJ Quantitative 

RCT (2 

experimental 

conditions, no 

control) 

Burnout Outpatient 

& 

controlled 

settings 

147 100% 

(SA counsellors) 

62.1% 

women  

Online CBT 

training + 

supervision 

meetings (high 

vs low fidelity) 

44 Leykin et 

al., 2011 

USA PRJ Quantitative 

2 experimental 

conditions, no 

control 

Burnout Community 149 (112 

at 1st FU 

81 at 2nd 

FU) 

100% 

(SA counsellors) 

 62.6% 

women 

Online training 

in CBT for 

substance 

abuse + 

supervision 

meetings (high 

vs low fidelity) 

45 Gentry et 

al., 2004 

USA PRJ Quantitative 

Repeated 

measures  

Burnout & 

CF 

Not given 83  100% 

(SWs; 

counsellors; 

psychols) 

Not given Certified CF 

Specialist 

Training  

46 Hayes et al., 

2004 

USA PRJ Quantitative 

Experimental 

design (2 

experimental 

conditions; 1 

control) 

Burnout Not given 93  100 

(SA counsellors) 

63% 

women 

 ACT training 

vs 

Multicultural 

training  

47 Anderson, 

1982 

USA UT/D Quantitative 

Experimental 

design  

Burnout MH centre 40 100% 

(counsellor-

therapists) 

60% 

women 

Facilitator-led 

peer groups  
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ID  Study  Country Publication 

Status 

Study Design EBS 

Construct 

Targeted  

Setting N % of MHWs  

(specific role) 

Gender Intervention 

48 Mehr et al., 

1994 

USA PRJ Quantitative 

Repeated 

measures  

Burnout Community 27 100% 

('MH workers') 

100% 

women 

Stress-

reduction/posit

ive imagery  

conference + 

follow up 

meetings 

Note: ACT = acceptance and commitment therapy; BPD = borderline personality disorder; CF = compassion fatigue; CM = case managers; CNS 

= clinical nurse specialist; CS = compassion satisfaction; CSA = child sexual abuse;  CYP= children and young people; DBT = dialectical 

behaviour therapy; FU = follow up; HCA= health care assistants; PD= personality disorder; PRJ= peer reviewed journal; MBCT = mindfulness-

based cognitive therapy; MBSR = mindfulness-based stress reduction; MH = mental health; NB= non-binary; OT= occupational therapist; PD = 

personality disorder; psychr = psychiatrist; psychol = psychologist; RCT = randomised controlled trial; SA = substance abuse; ST= secondary 

trauma; STS = secondary traumatic stress; SW = social worker; UM/T= unpublished masters/thesis 
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Table 5 

Studies reporting participant ethnicity 

Study Ethnicity of Participants thnicity 

Razzaque & Wood, 2015 

 

White: 18(69 %)  

Black: 2(8 %) 

Asian: 3(12 %)  

‘Other’ ethnic backgrounds: 2(8 %). 

 

Rollins et al., 2016 White: 111(77%) 

 

Duckworth McNeil, 2012 African American: 8  

Caucasian: 7  

‘Other’ ethnic backgrounds: 1 

 

Boone, 2006 White; 44 (83%) 

Black: 4 (7.5%) 

Hispanic: 5(9.4%) 

 

Suyi, Meredith & Khan, 2017 

 

Chinese: 29 (78.4%) 

Malay: 2 (5.4%) 

Indian: 4 (10.8%) 

 

Wymer 2009 

 

African American/Black: 1(33.3%) 

Hispanic: 1(33.3%) 

White: 1(33.3%) 

 

Chilton et al., 2020 100% white 

 

Askey-Jones, 2018 95% White British (no information on other 

5%) 

 

Kiley et al., 2018 

 

African American: 18(26.1%) 

White: 43 (62.3%) 

Multiracial: 3 (4.4%) 

‘Other’ ethnic backgrounds: 1(1.4%) 

Missing data: 4 (5.8%) 

 

Riley et al., 2017 94.7% White (no information on other 

5.3%) 

 

Rosada et al., 2015 White: 30 (66.7%) 

'Non-white': 15 (33.3%) 

 

Ifrach & Miller, 2016 Caucasian/White: 21(70%) 

Hispanic/Latina: 3(10%) 

African American/Black: 1(3.3%) 



RESEARCH PORTFOLIO                                                                                                          31 

 

Study Ethnicity of Participants thnicity 

Mixed race: 1(3.3%) 

‘Other’ ethnic backgrounds: 4(13.3%) 

 

Luoma & Vilardaga, 2013 

 

White: 19(95%) 

Hispanic/Latino: 1(5%) 

 

Jones, 2009 Black African: 55 % 

White British: 16 % 

African Caribbean: 9% 

Black British: 8% 

Mauritian: 7% 

Indian: 3% 

White African: 2% 

 

Salyers et al., 2011 White: 62(79%) 

Black:15(19%) 

‘Other’ ethnic backgrounds: 2(3%).  

Hispanic: 3(4%) 

 

Weingardt et al., 2009 African American: 29 (19.7%)  

Asian/Pacific Islander: 1 (0.7%) 

White: 98 (65.3%) 

Hispanic/Latino: 12 (8.2%)  

‘Other’ ethnic backgrounds: 9 (6.1%) 

 

Leykin et al., 2011 Not given; however, sample reportedly the 

same as Weingardt et al. (2009), plus two 

further participants  

 

Hayes et al., 2004 White: 84% 

 

Mehr et al., 1994 Asian American: 14.7% 

Latina: 18.5%  

White: 66.7% 

 

Interventions 

Studies were included if they evaluated an intervention for 

reducing/preventing EBS that was externally facilitated (i.e. the 

organisation/researchers provide and arranged it). Studies measuring internally 

facilitated or ‘self-care’ behaviours (or other individual attributes) were excluded on 

the basis that it is primarily an organisational responsibility, not an individual one, to 

tackle EBS. Two included studies challenged these criteria. Van Kirk’s (2020) 

employee wellness program was organised and coordinated by the researchers, 
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however relied on employees to deliver the wellness interventions (a different one 

for every week of the program) and took place during employee’s lunch hour. Kiley 

et al.’s (2018) guided imagery study provided participants with guided imagery 

tracks on MP3 players and instructed them to listen to them three times a week over 

the intervention period, during work breaks. These studies were included because of 

the external facilitation by researchers in guiding participants on what, when and 

how to perform the interventions. Similar studies that provided a potential moderator 

of EBS without this structure were excluded, e.g. case study by Callander et al. 

(2019) who gave the participant a mindfulness app but no guidance on when and 

how to use this. However, it is important to draw a distinction between interventions 

that are externally facilitated (but still focus on change at the individual level) and 

those that are truly organisational (i.e. involving true system change).  

Given the diverse range of interventions described, for clarity, they have been 

grouped according to the main intervention components as described in the studies 

themselves (Table 6). It is acknowledged some of the more integrative interventions 

contained various elements and could potentially be categorised multiple ways.  

 

Table 6 

Descriptions of the broad categories of interventions used in identified studies  

Intervention Description 

Training in a 

therapeutic 

modality 

 (N = 11) 

The most common training was Dialectical Behaviour Therapy (DBT; 

n = 5), followed by Psychosocial Intervention Training (PIT; n = 3); 

Cognitive Behavioural Therapy (CBT; n = 2) and specific training on 

understanding and working with psychosis (n = 1) and the knowledge 

and understanding framework (KUF) for working with borderline 

personality disorder (BPD; n = 1; this was compared with an ACT 

intervention- see below). 

EBS training 

and prevention 

(N = 6) 

Participants were educated on causes, signs and impacts of EBS and 

encouraged to develop coping/prevention strategies. Two studies 

included opportunities for participants to practice some of these 

strategies e.g. breathing exercises and progressive muscle relaxation.  

One study involved training MHWs  to deliver the certified 

compassion fatigue specialist training (CCFST; Gentry & 

Baranowsky, 1998) to other MHWs experiencing CF (given the 

experiential elements of the training, it was hypothesised there would 

be a ‘training-as-treatment’ impact on participants’ own CF).  
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Intervention Description 

Mindfulness     

(N = 6) 

Studies using mindfulness-based stress reduction (MBSR; n = 4); 

group mindfulness-based cognitive therapy (MBCT; n = 1) and a 

mindfulness-based professional development (MBPD; n = 1) retreat 

taught participants mindfulness theory and practice and encouraged 

workers to develop their own practices. 

Wellness/stress 

reduction  

(N = 6) 

Two studies involved training in stress management techniques, 

including identifying stressors and practicing stress-reduction skills, 

including guided imagery and progressive muscle relaxation. 

Additional wellness interventions included guided imagery (n = 1); 

reiki (n = 1) and a wellness program (n = 1) incorporating multiple 

facets of wellness (e.g. mindfulness, nutrition and movement). One 

study compared yoga-based stress management (YBSM; combining 

yoga and aspects  of  cognitive  stress  management) with cognitive-

behavioural stress management  (CBSM;  Antoni  et  al., 2006). 

  

Peer support/ 

relationships    

(N = 4)  

Two studies involved the facilitation of regular peer groups: one 

focused on sharing thoughts and emotions regarding burnout issues; 

the other primarily on case consultation. One study used a functional 

psychotherapeutic approach to foster emotional closeness between 

MHWs and one taught participants techniques for handling 

professional interpersonal relationships. 

Expressive arts 

(N = 4) 

Interventions included art therapy (n = 1); art therapy supervision (n= 

1); poetry therapy (n = 1) and drumming (n = 1). Art therapy 

supervision was included here (rather than in supervision, below) 

because creating art was the central component of the intervention.  

 

Supervision  

(N = 3) 

Studies included psychodynamic group supervision (n = 1); relational 

family supervision (n = 1) and affective check in supervision (n = 1). 

It should be noted that whilst two studies introduced supervision to 

MHWs who had not previously been receiving it, the affective check 

in study recruited participants already receiving regular supervision 

and trained their supervisors to use the affective check in technique. 

Acceptance and 

Commitment 

Therapy  

(ACT; N = 3) 

These studies taught MHWs ACT skills for personal use. Two studies 

compared ACT with other interventions including BPD training (see 

above) and multicultural training. 

BREATHE      

(N = 2) 

The BREATHE (Burnout Reduction: Enhanced Awareness, Tools, 

Hand-outs, and Education) program (Salyers et al., 2011) incorporates 

burnout prevention information with practices including mindfulness, 

social (e.g. support structures and boundaries), physical (e.g. body 

scan), cognitive (e.g. thought challenging; identifying values), 

imagery, and other self-care activities. 

Primary nursing  

(N = 1) 

A nursing intervention whereby both psychiatric and practical nurses 

were assigned to patients as primary nurse caregivers.   

Compassion 

enhancement 

program  

The program involves standard mindfulness exercises such as 

breathing anchor and body scans, and compassion-focused exercises 



RESEARCH PORTFOLIO                                                                                                          34 

 

Intervention Description 

(N = 1) such as loving-kindness, and exercises of compassion with self and 

others. 

Note: ACT = acceptance and commitment therapy; BPD = borderline personality 

disorder; MHWs = mental health workers.  

 

Length of Intervention 

The length of the interventions varied considerably. The majority (n = 35) 

were delivered over weeks/months, with timeframes ranging from two weeks to 12 

months. Some studies were delivered in workshops/retreats of one (n = 3), two (n = 

5) and three (n = 1) days in duration, with one described as two to three days long. 

Three interventions spanned less than a day. For studies where the total hours of 

intervention received could be calculated, this ranged from two to 104 hours. Five 

studies required ‘homework’ activities in-between/in addition to attending the 

interventions, including meditation practice and unfacilitated peer groups.  

 

Theoretical Underpinnings and Assumptions 

Route of Intervention 

There are at least two levels on which to consider the theoretical rationale for 

the interventions used by included studies to address EBS in MHWs. Firstly, there is 

the route via which studies have attempted to intervene. We have described these as: 

1. individual (personal practices; awareness-raising and role training); 2. team and 3. 

organisational. 

Individual. Individual interventions intervened at the level of the individual 

to help them manage the impact of EBS and/or other demands associated with work. 

There were three subtypes of individual intervention: Personal resilience; awareness-

raising and role-training. 

Personal resilience. These interventions sought to provide MHWs with 

treatment and/or train them in using personal practices to manage their own negative 

experiences. These included: Wellness/stress reduction; mindfulness; ACT; 

compassion enhancement; expressive arts and aspects of the BREATHE 

intervention.  

Awareness-raising. Awareness-raising interventions were those that 

attempted to alleviate EBS by making MHWs aware of and prepared to tackle the 
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negative effects of EBS. These included: EBS prevention and aspects of the 

BREATHE intervention.   

Role-training. Role-training interventions were those that provided MHWs 

with training in therapeutic modalities or approaches to use with their clients. These 

included: training in a therapeutic modality. 

Team. Team interventions were those focussed on team relationships and 

supportiveness. These included the interventions: supervision; peer 

groups/relationships. 

Organisational. Organisational interventions are those in which changes to 

the structure/running of the organisations employing MHWs were made. These 

included: primary nursing. 

Figure 3 displays how these levels of intervention intersect with the three types 

of organisational intervention for improving staff wellbeing and mental health 

described by Tetrick and Quick (2011): i) Primary interventions aim to decrease or 

remove stressors at the organisational level i.e. at the source. They require changes to 

workplace practice and usually involve employees in the processing of developing 

interventions; ii) secondary interventions attempt to alter the individual's perception 

of, or responses to a stressor. They enable work-related stressors to be swiftly 

identified and attempt to mitigate these by increasing employees’ coping skills, 

awareness and knowledge e.g. through additional training; iii) tertiary interventions 

are reactive and focus on rehabilitation of those already experiencing significant strain 

resulting from stressors e.g. psychological therapy or occupational health 

services(Tetrick and Quick, 2011). This demonstrates that all but one of the 

interventions were of the secondary type although they were operating at various 

levels of individual and team intervention. 
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Figure 3 

 

Matrix showing intersection of intervention type (Tetrick & Quick, 2011) by level 

 

 
 
 

Specific Theories and Rationale   

Secondly, there are the theoretical frameworks/rationales underpinning some 

of the specific interventions used. Reference to theory was inconsistent, with some 

studies referring to an evidence base rather than theoretical concepts. Where 

theoretical underpinnings for interventions were made explicit, these are highlighted 
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below (grouped by type of intervention). Evidence base/rational given for 

interventions not explicitly linked to theory are summarised in Table 6.  

Psychosocial Intervention Training (PIT). Clients with serious mental 

health difficulties may be perceived as troublesome, hard to understand and difficult 

to help and these perceptions may make MHWs feel demotivated (Jones & Lowe, 

2001) and burnt out (Savicki & Cooley,1987; Moore et al., 1992). PIT gives MHWs 

skills to empathically understand and intervene more effectively with these clients, 

which may increase their sense of reward and efficacy in their role and decrease 

burnout. 

EBS education & prevention. One study (Duckworth McNeil, 2012) 

highlighted that secondary traumatic stress disorder is thought to occur when second-

hand trauma is not integrated (Harris, 1995). Thus, teaching MHWs about this may 

enable them to better respond to their experiences. Salyers et al. (2011) combined 

burnout-reduction principles such as boundary setting with mindfulness techniques. 

 For the study teaching MHWs to deliver Certified Compassion Fatigue 

Specialist Training (CCFST); it was hypothesised that that this may reduce their own 

CF due to exposure to theories of EBS they learnt in the process (Gentry et al., 

2004). 

Mindfulness/compassion. Mindfulness and self-compassion encourage non-

judgmental attitudes towards experiences and may therefore decrease unhelpful 

coping strategies and increase willingness to accept and experience negative 

emotions that might arise (Raab, 2014).  

ACT. Studies referenced how key components of ACT e.g. psychological 

flexibility, cognitive de-fusion and acceptance may reduce impact and believability 

of negative thoughts and feelings that arise from difficulties/stress in working with 

clients (Hayes, 2004; Hayes et al., 2006). 

Supervision. Studies theorised that supervision may decrease burnout as 

support systems positively influence people’s ability to cope with work stress (Pines 

& Aronsson, 1988; Wessells et al., 1989). It has also been found to help counsellors 

manage stress and prevent burnout (e.g. Moyer, 2011; Thompson et al., 2011). The 

study specifically using affective check-in supervision drew on literature suggesting 

that secondary trauma responses in trauma counsellors could be mitigated by 

supervision practices that validate their experiences of being personally impacted 
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both cognitively and emotionally by their work as well as giving them skills to 

manage this (e.g. Canfield, 2005; Knight, 2013; Whitfield & Kanter, 2014). 

Arts therapy. Expressive arts therapies can alleviate compassion fatigue 

(Pearlman & Saakvitne, 1995) and their inclusion in MHWs’ supervision can 

increase self-awareness and reduce stress (e.g. Deaver & Shiflett, 2011; Fish, 2017). 

The study using drumming highlighted that this has been used in cultural healing 

practices since the beginning of ancient history (Bittman et al., 2001) and found to 

have positive physiological, psychological, and social effects and has been trialled 

on patients with mental health difficulties (e.g. Bensimon et al., 2008). The study 

using poetry referenced how writing may help in the integration of traumatic 

memories (Metcalf & Jacobs, 1996).  

Wellness/stress reduction. This group of studies provided a diverse range of 

rationales for their interventions which largely were not linked to explicit theories 

and are captured in Table 7. However, one stress management study highlighted 

work by Holroyd (1979) suggesting that people can be trained to observe how 

environmental stressors impact their behaviour and cognition and thus choose more 

adaptive responses to stress.  
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Table 7 

Evidence base provided by studies without an explicit theoretical basis for intervention 

Intervention 

Type 

Evidence Base  

CBT (plus 

supervision)  

The two studies training MHWs in CBT skills emphasised the format of training delivery and supervision above the content, i.e. 

highly structured, inflexible methods vs flexible and responsive training and supervision. They drew on research findings that 

indicate that supportive organizations that promote flexibility and autonomy may reduce job burnout (Garner et al., 2007; Knudsen et 

al., 2003); whereas highly centralised management practices are associated with higher levels of emotional exhaustion among 

counselling staff (Knudsen et al., 2006).   

Primary nursing No research explicitly investigated the impact of primary nursing (PN) on burnout. However, it was hypothesised that it might 

alleviate it given that low autonomy is associated with higher burnout in nurses (Reed, 1988), and PN increases autonomy (MacGuire 

& Botting, 1990). 

Peer/relationships Studies noted that social support is negatively correlated with burnout (Pines & Kafry, 1978) and that sharing one’s emotions with 

others who are also experiencing difficulties can be therapeutic (Festinger, 1954; Schachter, 1968; Shubin, 1987). In addition, lack of 

reciprocity amongst colleagues and unhelpful comparisons with peers seem to have a part in the development of burnout (Schaufeli, 

2003; Buunk et al., 2001; Bakker et al., 2000). The study utilising a social connectedness intervention based this on the Interpersonal 

Process Model (IPM; Reis & Shaver,1988), wherein a turn-by-turn relational process is thought to establish psychological intimacy. 

They highlight evidence suggesting that when members of a dyad engage in reciprocal self-disclosure and respond to one another 

with care and validation, this creates feelings of closeness and intimacy between them (e.g., Laurenceau et al., 1998; Laurenceau et 

al., 2005). 

DBT Within the DBT model, the behaviours of clients with BPD that increase risk of burnout in MHWs (e.g. excessive contact with 

MHWs, demands for more regular therapy or threats towards MHWs) are considered therapy-interfering behaviours (Linehan, 1993). 

The model therefore incorporates a consultation group which aims to support and encourage MHWs, whilst maintaining their 

adherence to the model and identifying when clients are pushing boundaries so that this can be swiftly addressed. This is thought to 

reduce risk of burnout. In addition, emphasis on DBT clinicians practicing the core DBT skills of distress tolerance, mindfulness, 

emotion regulation, and interpersonal effectiveness is thought to be protective against burnout (Dimeff & Linehan, 2001; Linehan, 

1993). 
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Intervention 

Type 

Evidence Base  

Wellness/stress 

reduction  

Stress Reduction 

workshop + follow 

up meetings 

The study employing stress-reduction/positive imagery workshops highlighted that stress-reduction workshops 

can alter the course of occupational burnout via integrative methods including practical guidance and emotional 

support (Pines & Aronson, 1988). However, they point out that workshops alone are insufficient and frequent 

follow up is needed to maintain the changes in coping styles that can be introduced (Edelwich & Brodsky, 

1980). 

Wellness 

programme 

This study suggested that the energy resulting from compassion fatigue can positively impact compassion 

satisfaction if handled differently Radley and Figley (2007). They cite findings that reduction in CF and gains 

in compassion satisfaction have been demonstrated for: Expressive writing (Henry, 2014), guided imagery 

(Kiley et al., 2018), yoga and mindfulness (Gregory, 2015), and music therapy (Hilliard, 2006).   

 Yoga-Based Stress 

Management 

The study authors had devised this novel method through combining yoga with aspects of cognitive stress 

management. They cite research that yoga and cognitive stress management programs are associated with 

improved in wellbeing and stress reduction (Granath et al., 2006). The authors also suggested the intervention 

was similar to MBSR and created opportunities to practice mindfulness (unreferenced). 

 Guided Imagery The study using guided imagery cited findings that imagining an activity produces similar physiological 

reactions to actually carrying it out (Morewedge et al., 2010; Pascual-Leone et al., 1995), and therefore 

suggested that calming and peaceful imagery may produce similar responses to real situations of tranquility. 

 Reiki The study using Reiki described how this energy-based treatment promotes energetic balance in recipients that 

holistically addresses emotional, physical and spiritual aspects of their self to balance and heal their energy 

(Mitchell, 1994). 

Note. CBT= cognitive behavioural therapy; CF= compassion fatigue BPD = borderline personality disorder; DBT = dialectical behaviour 

therapy; MBSR = mindfulness based stress reduction; MHWs – mental health workers; PN = primary nursing.  
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Measures 

An overview of the quantitative measures of EBS used in included studies is 

provided in Appendix C. Variations of the Maslach Burnout Inventory were most 

commonly used (n = 28). Of the studies utilising qualitative/ mixed methods (n = 7), 

qualitative data collection was done via interviews (n = 4); free text/semi-structured 

questionnaires (n = 3); art created by participants (n =1); and focus groups (n =1).  

The majority of studies (n = 46) collected EBS measures both pre and post 

intervention. Most of these (n = 28) only collected post data at one time point. Of 

these 28 studies, 23 collected post measures within two weeks of the intervention 

end.  However, some (n = 5) collected post measures between five weeks and 12 

months post intervention. Four studies comprising long-term interventions 

(supervision; DBT training) took multiple measures throughout intervention phases. 

Twelve studies collected additional follow up data after the initial post data, either 

once (n = 10) twice (n = 2) or three times (n = 1). Timeframes for additional post 

data ranged from two to 18 months. Finally, one study (Rollins et al., 2016) collected 

their first post-intervention data at six weeks following intervention, and then a 

further follow up at six months.  
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Discussion 

The aim of the current scoping review was to: determine what interventions 

are available to address EBS in MHWs; consider the theoretical underpinnings for 

these; determine how EBS has been measured within these; and to make 

recommendations for future research. The findings relating to each of these aims will 

be discussed below, with reference to the wider literature.  Overall, the group of 

studies identified in this review were heterogeneous and differed substantially with 

regards to: the interventions used; the length and delivery of interventions and the 

rationale for interventions. 

 

Available interventions for EBS 

A total of 48 studies were identified. Most studies targeted burnout, the first 

construct identified in the EBS literature, emerging in the 1970s (Schaufeli, 2009). 

Studies also targeted STS and CF, though none targeted VT. Whilst the majority of 

studies targeted a single EBS construct; four targeted multiple constructs. This could 

suggest these studies conceptualise these constructs as separate but related, similar to 

the conceptualisation offered by Ravoula et al. (2019). That all studies aimed to 

address EBS already present in some way (rather than solely aiming to prevent it), 

suggests a recognition of this as a problem in the mental health work force (NHS 

England, 2018; NHS, 2020a) across multiple countries.  

 

Participants  

There was considerable variation in the specific roles/professions of MHWs in 

included studies, with nurses working in a mental health setting/capacity being the 

profession most represented. Other professions included psychiatrists, social workers, 

expressive arts therapists, occupational therapists and health care assistants; thus the 

collective sample of the review differed considerably with regards to the nature and 

amount of training they would have had to complete their role.  

Of further importance was participant ethnicity, which was reported by only 

13 studies. Of these, 11 did not provide any information on participants who were not 

White, or referred to them as ‘other’/ ‘non-white’ The omission and/or inadequate 

description of participant ethnicity is significant in light of research demonstrating that 

NHS staff belonging to ethnic minorities (in the context of the population of the UK) 
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may face additional stress in the workplace. The NHS staff survey (NHS, 2020a) 

showed that Ethnic background is the most cited target of workplace discrimination 

and was reported by 48.2% of staff who claimed to have experienced discrimination 

at work. The latest version of the Workforce Race Equality Standard (WRES) report 

showed that only 40.7% of Black and minority ethnic (BME)3 NHS staff felt that their 

organisation offered equal opportunities for career progression; compared with 88.3% 

of White staff (NHS England, 2020). Ethnic minority NHS staff have reported in 

interview data the racism and racial microaggressions they face at work and the lack 

of equal opportunities in their professional roles (Ross et al., 2020). Thus, there is 

substantial evidence that MHWs, along with other NHS staff, may face additional 

workplace stress and potentially even racial trauma as a result of belonging to an ethnic 

minority. If organisations and researchers are not monitoring ethnic diversity when 

designing and implementing EBS interventions, then these are unlikely to be 

sufficiently inclusive or sensitive to the additional stressors faced by MHWs in 

minority ethnic groups.  

 

Theoretical underpinnings and assumptions  

There was significant variation in methodology, suggesting little consensus 

about how research exploring EBS should be approached. To better summarise the 

available elements, studies were grouped into four categories based on the level at 

which they sought to intervene, namely individual (including personal resilience; 

awareness-raising and role training); team and organisational approaches to 

addressing EBS. To contextualise these findings, these levels were considered 

alongside the three types of organisational interventions identified by Tetrick and 

Quick (2011).  

This comparison demonstrates that all but one of the interventions were of the 

secondary type (Tetrick & Quick, 2011) although they were operating at various levels 

of individual and team intervention. The only intervention possibly acting at the 

organisational level and of primary type (Tetrick & Quick, 2011) was the primary 

nursing study by Melchior et al. (1996). Primary nursing is a model of nursing care 

 
3 It is acknowledged that there is a helpful ongoing debate regarding the use of the term BME (see 

Aspinall, 2020 for a critical review), which is not widely accepted by the groups it represents yet 

continues to be used. This review uses the above term only in order to refer to data from existing 

reports which have used it.  
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delivery where each patient’s care is the responsibility of one nurse, with care focusing 

on the needs of the patient rather than the ward (Gardner, 1991). Therefore, whilst this 

may be applicable to inpatient psychiatric settings, it is not widely applicable to 

MHWs more generally. 

In terms of the rationale for specific interventions, several studies provide an 

evidence base rather than an explicit theoretical rationale. These studies generally 

noted EBS is negatively correlated with: flexibility and autonomy (flexible CBT 

format; primary nursing); social support and emotional reciprocity with colleagues 

(peer support/relationships) and therapeutic boundaries (DBT training). Aside from 

Van Kirk (2020), studies utilising wellness/stress reduction interventions did not cite 

research specifically on EBS; however, they highlighted evidence of the positive 

effects of these interventions on stress and wellbeing in general.   

Where theoretical rationales were provided, a common thread appeared to be 

teaching MHWs to respond differently to the EBS inducing aspects of their jobs. For 

ACT, mindfulness and compassion-based interventions, this took the form of taking 

accepting and non-judgemental attitudes towards negative thoughts and feelings that 

might arise from work. For EBS prevention and education, the emphasis was on 

teaching MHWs the causes and signs of EBS so they could better respond to negative 

experiences. For art therapy, the emphasis was on resolving mental health issues and 

integrating traumatic experiences through various therapeutic art forms. PIT, 

supervision and some aspects of EBS-awareness (e.g. boundary setting) were the only 

interventions that suggest a preventative element. However, the onus was still on the 

MHW to change an aspect of their practice or complete an additional task. This seems 

consistent with the perspective of Montgomery (2014), who suggested healthcare 

systems which are still dominated by the medical model take a pathogenic perspective 

on burnout as a problem to be ‘treated’ at the individual level, rather than questioning 

why the organisations consistently produce this issue.  

Such a focus on the individual echoes findings from Cocker and Joss’ (2016) 

review of interventions to reduce CF in healthcare, emergency and community 

services workers which found all 13 included studies had an individual focus, and the 

majority employed stress reduction and/or holistic interventions (e.g. yoga, 

meditation). Several reviews of EBS interventions for healthcare staff have focused 

only on mindfulness-based interventions (e.g. Conversano et al., 2020; Gilmartin et 
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al., 2017; Klein et al., 2020; Mensah & Anderson, 2015). Thus, the wider literature 

seems to share the emphasis on individual interventions to EBS that were found in this 

review.  

However, studies of factors influencing EBS suggest organisational elements 

are key. For example, Singh et al. (2020) demonstrated job-related factors including 

work environment, workload and workplace trauma were associated with CF in 

MHWs. One of the most consistently highlighted predictors of EBS across healthcare 

providers is high caseload/client contact (Lasalvia et al., 2009; Maslach et al., 2001; 

Turgoose and Maddox, 2017; Singh et al., 2020). In a systematic review of burnout 

determinants, O’Connor et al. (2018) concluded that reasonable caseloads, clinician 

autonomy, good team functioning, and proper supervision should be the focus of 

organisational attempts to prevent and reduce burnout in MHWs. 

Furthermore, authors in this field have emphasised that organisations 

employing MHWs have a responsibility to prevent and reduce EBS (Abendroth & 

Figley, 2013) and warn that failure to address the systemic nature of this problem is 

resulting in significant clinician distress (Dean et al., 2019). As Killian (2008) noted 

upon finding no significant relationship between individual self-care strategies and 

reported levels of EBS, perhaps we should “stop expecting helping professionals to 

“pull themselves up by their bootstraps” by reducing their stress with standard 

individual coping strategies of leisure and continuing education” (pp. 42). They 

instead called on organisations to protect the wellbeing of MHWs by altering their 

workloads and giving them greater autonomy.  

Also of note is the theory-practice gap between the theorised causes of EBS 

and the majority of interventions used to address them.  STS and CF are thought to 

arise through traumatic exposure to the distress of others (Figley, 1995) and burnout 

is said to develop due to repeated interpersonal stress (Maslach, 1993). However, very 

few of the studies reviewed here addressed these issues directly. Of the seven studies 

intending to target STS, only three (Boone, 2006; Landis, 2010; Wymer, 2009) 

mentioned working with trauma responses. Despite the interpersonal mechanisms 

indicated in all descriptions of EBS; most studies utilised individual interventions, and 

the interventions that had relational factors centred on relationships with colleagues 

and supervisors, not clients (the supposed source of the EBS). It is therefore unclear 

how these interventions are proposing to address the root of the problem.   
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As described above, it is challenging to cohesively summarise the varied 

interventions outlined in this review. One lens through which to view these is the Job 

Demands‐Resources (JD‐R; Bakker & Demerouti, 2007) model.  The JD-R assumes 

that all work inherently consists of job demands (JDs) and job resources (JRs). JDs 

are effortful, psychologically or physically costly aspects of a job that are negatively 

valued; whilst JRs are rewarding, positively valued aspects of a job that offer personal 

development or mitigate the impact of JDs (Schaufeli & Taris, 2014). High JDs and 

insufficient JRs predict burnout; however, JDs may not increase burnout if workers 

also have access to resources such as autonomy and high‐quality relationships with 

supervisors (Bakker et al., 2005). Using this framework, most of the included studies 

seem to be aiming to increase JRs, either through increasing the EBS-awareness, 

therapeutic skill or personal resources of individual MHWs, or through team-based 

efforts i.e. supervision.  

 

Measurement of EBS 

Whilst repeated measures designs were the most common, there was notable 

inconsistency in methodologies, as well as in the duration of interventions and the 

timing/frequency of follow ups. The Maslach Burnout Inventory was the most 

common measure used which is consistent with the majority of studies targeting 

burnout as a construct. Qualitative/mixed methods were rare, and there appears to have 

been minimal attempts to discover what factors were associated with EBS for the study 

populations before intervening. This may be significant given the diverse roles of 

MHWs samples and multiple settings featured in included studies. Bakker and 

Demerouti (2007) describe using a two-stage process in their research into the unique 

burnout risks in different jobs/settings. This begins with qualitative interviews with 

workers within the organisation, exploring the unique demands and resources inherent 

in their role. The second phase involves operationalising the specific jobs demands 

and resources into items in a custom-made questionnaire which is then completed by 

all workers. This allows for organisation-specific interventions to be implemented 

when seeking to address burnout. Employing similar methods with MHWs may be a 

useful approach. 

It is beyond the remit of a scoping review to assess and compare 

effectiveness of interventions. However, it is worth noting that even superficial 
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observations about the relative outcomes of different approaches were difficult to 

make due to: the amount of different interventions used; the multi-component nature 

of many of the interventions and the tendency for studies to report changes across 

multiple subscales of EBS measures. 

 

Areas for improvement identified by studies  

Most studies made recommendation for future research (see Appendix D for a 

summary). The most consistent recommendation made was for greater methodological 

rigor i.e. controlled, experimental designs and larger samples, followed by calls for 

studies to have a longer duration of intervention and/or follow up. Several studies 

questioned whether changes in EBS for MHWs would lead to improved outcomes for 

clients and recommended this be measured. There was also acknowledgement of the 

diverse professions and settings that MHWs may represent and a need to control for 

this in future studies. Several recommendations to compare different versions of the 

same or similar interventions were made. This arguably reflects some uncertainty 

about the mechanism of effectiveness and suggests attempts to clarify this are required. 

 

Limitations 

The literature regarding how CF, burnout, VT and STS are conceptualised is 

inconsistent, which may hamper the usefulness of the findings to some extent. 

Ravoula et al.’s (2019) concept of EBS was used by this review in an attempt to 

overcome this conceptual inconsistency. Whilst this enabled an inclusive search 

strategy; it is possible that amalgamating concepts that have related however not 

identical mechanisms constituted an over-simplification. Nonetheless, over-

specificity may also be unhelpful. In a review that solely targeted CF, Cocker and 

Joss (2016) found their earliest study published in 2011 and concluded that the 

evidence base for these interventions is relatively recent. By including all EBS 

concepts, the current review spans 40 years of research and arguably captures a more 

representative view of attempts to help MHWs manage the impact of empathically 

demanding work, independent of changing conventions in terminology. 

A further limitation was excluding studies in languages other than English, 

thus this review has an inherent bias towards evidence produced in Western, 

English-speaking countries and cultures. However, the search strategy took a broad 
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approach to publication status, methodology, and type of intervention whilst 

retaining a specific focus on MHWs.  

 

Conclusions and Recommendations 

Overall, this review highlights that there is little consistency across 

interventions targeting EBS in MHWs; aside from the general trend towards 

intervening at the level of the individual. Given the additional pressures placed on 

mental health services by the COVID-19 pandemic, it seems especially important to 

question whether this individual focus is helpful or sufficient in the context of ever-

increasing need for the services MHWs provide. Based on the findings and the wider 

literature, the following recommendations are made for future research in this field: 

 

• Greater conceptual agreement and consistency in the literature regarding EBS.   

We suggest that adopting Rauvola et al.’s (2019) EBS model offers a practical 

solution to the problem of inconsistent nomenclature in the field by distilling the 

core elements of the various concepts available in a dynamic process model.  

• As Rauvola et al. (2019) note, empirical testing of this model is warranted e.g. 

identifying underlying mechanisms, determining what factors may trigger EBS, 

mapping how it arises over time. Additionally, determining the relative 

contribution of contextual and individual factors is pertinent in light of the split 

described in this review between organisation-related causes of EBS and 

individually-focused interventions.  

• Following the above, interventions should be designed that are theoretically and 

conceptually linked to the mechanisms of EBS, and which take account of the 

dynamic interplay of the various components of the model. 

• Given that the literature suggests organisational factors are the key drivers of EBS, 

there is a need for studies which employ organisational/primary interventions for 

EBS in MHWs e.g. reduced/altered caseloads, greater autonomy for staff. 

• Furthermore, drawing on the Job Demands-Resources model (Bakker & 

Demerouti, 2007), studies that attempt to reduce job demands (rather than solely 

providing job resources) are warranted. When developing interventions to address 

EBS in MHWs, researchers should attempt to discover from MHWs themselves 
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what the sources/causes of EBS are in their particular organisation/setting, and 

design interventions accordingly.  

• Researchers and services must attend to and address the additional stressors that 

may be faced by MHWs who belong to ethnic minorities when designing 

interventions for EBS. Furthermore, they must record and control for ethnic 

diversity when implementing and evaluating EBS interventions, to ensure these 

are applicable across ethnic groups. 

• There is a need for greater methodological consistency across studies. 

• Larger, more methodologically robust experimental studies that control for the 

setting and specific role of MHWs. 

• Systematic reviews and/or meta-analysis that compare the relative effectiveness of 

different interventions for EBS in MHWs.  
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Appendices 

Appendix A: Submission Guidelines for Applied Psychology: An International 

Review 

Applied Psychology now offers free format submission for a simplified and streamlined 
submission process. Manuscripts should be prepared in accordance with the format 
prescribed by the American Psychological Association (APA Publication Manual). 
Before you submit, you will need: 

• Your manuscript: this can be a single file including text, figures, and tables, or 
separate files – whichever you prefer. All required sections should be contained 
in your manuscript, including abstract, introduction, methods, results, and 
conclusions. Figures and tables should have legends. References may be 
submitted in any style or format, as long as it is consistent throughout the 
manuscript. If the manuscript, figures or tables are difficult for you to read, they 
will also be difficult for the editors and reviewers. If your manuscript is difficult to 
read, the editorial office may send it back to you for revision. APA style 
requirements (e.g., double spacing, tables and figures added in the end; 
references) are recommended to ease readability, but not required. 

• The title page of the manuscript, including statements relating to our ethics and 
integrity policies: 

• data availability statement 
• funding statement 
• conflict of interest disclosure 
• ethics approval statement 
• permission to reproduce material from other sources 
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Appendix B: Search terms  

• All final searches run on 15.01.2021 

• 1970-2021 date filters used  

 

PsychINFO (all databases):  

 

  (((Any Field: ("compassion fatigue")) OR (Any Field: ("secondary traumatic 

stress")) OR (Any Field: (burnout)) OR (Any Field: (burn-out)) OR (Any Field: 

("vicarious trauma")) OR (Any Field: ("occupational stress")) OR (IndexTermsFilt: 

("Occupational Stress") OR IndexTermsFilt: ("Compassion Fatigue")) OR (Any 

Field: ("compassion stress")) OR Any Field: "secondary trauma" OR Any 

Field: "secondary traumatisation" OR Any Field: "secondary 

traumatization") AND ((Year: [1970 TO 

2021]))) AND (((AnyField:(psychotherapist*)) OR (AnyField:("forensic nurse")) OR 

(AnyField:("forensic psychologist")) OR (AnyField:("forensic psychiatrist")) OR 

(AnyField:(therapist*)) OR (AnyField:("support time and recovery worker")) OR 

(AnyField:("mental health employee")) OR (AnyField:(counsellor*)) OR 

(AnyField:("counselling psychologist")) OR (AnyField:("family therapist")) OR 

(AnyField:(counselor)) OR (AnyField:("mental health support worker")) OR 

(AnyField:("mental health social worker")) OR (IndexTermsFilt:("Mental Health 

Personnel")) OR (IndexTermsFilt:("Counselors") OR OR (AnyField:("mental health 

care provider")) OR (AnyField:("mental health personnel")) OR (AnyField:("mental 

health nurse")) OR (AnyField:("mental health service")) OR (AnyField:("mental 

health service provider")) OR (AnyField:("mental health professional")) OR 

(AnyField:(psychologist*)) OR (AnyField:("mental health worker"))) AND 

((PublicationYear:[1970 TO 2021] OR TestYear:[1970 TO 2021]))) 

 

Pubmed 

 

Mesh search: 

 

("social work, psychiatric"[MeSH Major Topic] OR "social work, 

psychiatric"[MeSH Major Topic] OR "emergency services, psychiatric"[MeSH 

Major Topic] OR "psychiatric nursing"[MeSH Major Topic] OR "health 

personnel/psychology"[MeSH Major Topic]) AND "burnout, 

professional/prevention and control"[MeSH Major Topic] OR "compassion 

fatigue/prevention and control"[MeSH Major Topic])  

 

Keyword search:  

 

("psychotherapist*"[Title/Abstract] OR "forensic nurs*"[Title/Abstract] OR 

"forensic psychologist*"[Title/Abstract] OR "forensic psychiatrist*"[Title/Abstract] 

OR "therapist*"[Title/Abstract] OR "mental health employee*"[Title/Abstract] OR 

"counsellor*"[Title/Abstract] OR "counselling psychologist*"[Title/Abstract] OR 

"family therapist*"[Title/Abstract] OR "counselor*"[Title/Abstract] OR "mental 

health support worker*"[Title/Abstract] OR "mental health social 

worker*"[Title/Abstract] OR "mental health care provider*"[Title/Abstract] OR 

"mental health personnel"[Title/Abstract] OR "mental health nurs*"[Title/Abstract] 

OR "mental health service*"[Title/Abstract] OR "mental health service 
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provider*"[Title/Abstract] OR "mental health professional*"[Title/Abstract] OR 

"psychologist*"[Title/Abstract] OR "mental health worker"[Title/Abstract])) AND 

("compassion fatigue"[Title/Abstract] OR "vicarious trauma"[Title/Abstract] OR 

"secondary traumatic stress"[Title/Abstract] OR "burnout"[Title/Abstract] OR "burn 

out"[Title/Abstract] OR "compassion stress"[Title/Abstract] OR "secondary 

trauma"[Title/Abstract] OR "secondary traumatisation"[Title/Abstract] OR 

"secondary traumatization"[Title/Abstract])  

 

Embase  

 

• #1 ('compassion fatigue'/exp OR 'compassion fatigue' OR 'compassion 

stress' OR 'vicarious trauma'/exp OR 'vicarious trauma' OR 'burnout'/exp 

OR burnout OR 'burn out'/exp OR 'burn out' OR 'secondary traumatic 

stress'/exp OR 'secondary traumatic stress' OR 'secondary trauma' OR 

'secondary traumatisation' OR 'secondary traumatization') AND 

([embase]/lim OR [embase classic]/lim) AND [1970-2021]/pyEBS &amp; 

MHWs 08.01.212021-01-082021-01-0814187 

 

• #2 ('vicarious trauma'/exp OR 'burnout'/exp OR 'professional burnout'/exp 

OR 'compassion fatigue'/exp OR 'secondary traumatic stress'/exp) AND 

([embase]/lim OR [embase classic]/lim) AND [1970-2021]/pyEBS &amp; 

MHWs 08.01.212021-01-082021-01-0811764 

• #3 (psychotherapist* OR 'forensic nurse' OR 'forensic psychologist' OR 

'forensic psychiatrist'/exp OR 'forensic psychiatrist' OR therapist* OR 

'support time and recovery worker' OR 'mental health employee' OR 

counsellor* OR 'counselling psychologist' OR 'family therapist' OR 

'counselor'/exp OR counselor OR 'mental health support worker' OR 

'mental health social worker' OR 'mental health care provider' OR 

'mental health personnel'/exp OR 'mental health personnel' OR 'mental 

health nurse' OR 'mental health service'/exp OR 'mental health service' 

OR 'mental health service provider' OR 'mental health professional'/exp 

OR 'mental health professional' OR psychologist* OR 'mental health 

worker'/exp OR 'mental health worker') AND ([embase]/lim OR [embase 

classic]/lim) AND [1970-2021]/pyEBS &amp; MHWs 08.01.212021-01-

082021-01-08121632 

 

 

• #4 ('mental health care personnel'/exp OR 'psychotherapist'/exp OR 

'counselor'/exp OR 'mental health service'/exp OR 'psychologist'/exp OR 

'psychiatric nurse'/exp OR 'forensic psychology'/exp) AND 

([embase]/lim OR [embase classic]/lim) AND [1970-2021]/pyEBS 

&amp; MHWs 08.01.212021-01-082021-01-0856216 

• #5 #1 OR #2 

• #6 #3 OR #4 

• #7 #5 AND #6 
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PTSDPubs:  

 

MAINSUBJECT.EXACT("Vicarious Traumatization") OR 

MAINSUBJECT.EXACT("Burnout") OR MAINSUBJECT.EXACT("Trauma 

Contagion") OR "compassion fatigue" OR "compassion stress" OR "secondary 

traumatic stress" OR "vicarious trauma" OR burnout OR burn-out 

AND 

MAINSUBJECT.EXACT("Mental Health Personnel") OR (psychotherapist* OR 

"forensic nurse" OR  "forensic psychologist" OR  "forensic psychiatrist" OR 

therapist* OR "support time and recovery worker" OR "mental health employee" OR 

counsellor* OR "counselling psychologist" OR "family therapist" OR counselor OR 

"mental health support worker" OR "mental health social worker" OR "mental health 

care provider" OR  "mental health personnel" OR "mental health nurse" OR "mental 

health service" OR  "mental health service provider" OR  "mental health 

professional" OR psychologist* ) 

 

Central: 

"compassion fatigue" OR "compassion stress" OR "secondary traumatic stress" OR 

"vicarious trauma" OR burnout OR burn-out OR "Compassion Fatigue" OR 

"burnout, professional" OR "burnout, psychological" OR "burnout, 

professional/prevention and control" OR "compassion fatigue/prevention and 

control" in Title Abstract Keyword AND 'social work, psychiatric' OR 'emergency 

services, psychiatric' OR 'psychiatric nursing' OR 'health personnel, psychology' OR 

"psychotherapist*" OR "forensic nurs*" OR "forensic psychologist*" OR "forensic 

psychiatrist*" OR "therapist*" OR "mental health employee*" OR "counsellor*" OR 

"counselling psychologist*" OR "family therapist*" OR "counselor*" OR "mental 

health support worker*" OR "mental health social worker*" OR "mental health care 

provider*" OR "mental health personnel" OR "mental health nurs*" OR "mental 

health service*" OR "mental health service provider*" OR "mental health 

professional*" OR "psychologist*" OR "mental health worker" in Title Abstract 

Keyword - with Cochrane Library publication date Between Jan 1970 and Jan 2021 
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Appendix C 

          Table showing quantitative measures of EBS used  

 

 

Measure  

 

Description  

No. of Studies 

Used In 

The Maslach Burnout 

Inventory (MBI) 

(Maslach & Jackson, 

1981). 

  

 The MBI is a 22-item self-report measure of burnout in human services professionals. It produces 3 

dimensions of burnout: emotional exhaustion, depersonalization, and personal accomplishment. It is the 

most commonly used measure of burnout with high reliability (α = .71 or higher) across 7 countries 

(Poghosyan et al., 2009). 

24 

The Dutch version of 

the MBI (DMBI) 

(Schaufeli, 1990). 

  

The questionnaire consists of 22 items on a 7-point Likert scale. The Dutch MBI has been shown to be 

valid and reliable in the assessment of burnout in nurses (Schaufeli & van Dierendonck, 1993). 

1 

The Arabic version of 

the MBI (Al-Turki 

et al., 2010; Hamaideh, 

2011). 

 

  

The Arabic MBI has been used in a number of Arabic-speaking countries, in 

studies assessing burnout levels among nurses (Al-Turki et al., 2010; Hamaideh, 2011). It has been 

shown to have good internal consistency across subscales: α = .80 for emotional exhaustion; α =.73 for 

depersonalisation; α =.77 for personal accomplishment (Sabbah et al., 2012). 

1 

The Italian version of 

the MBI (Sirigatti & 

Stefanile, 1993). 

  

This Italian version of the MBI has been shown to have good internal consistency across subscales: α = 

.88 for emotional exhaustion; α =.70 for depersonalisation; α =.83 for personal realisation (Maslach & 

Jackson, 1981; Sirigatti & Stefanile, 1993). 

 

1 

MBI-General Survey 

(MBI-GS) (Schaufeli et 

al., 1996).  

The MBI-GS is a 16-item self-report measure of burnout in any occupation (not just health/care). The 

generic items measure burnout on 3 subscales that parallel the MBI: exhaustion, cynicism, and 

1 
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Measure  

 

Description  

No. of Studies 

Used In 

 

  

professional efficacy. The MBI-GS has been shown to have satisfactory internal consistency (α = .84 to 

.90 for exhaustion, .74 to .84 for cynicism, and from .70 to .78 for professional efficacy) (Leiter & 

Schaufeli, 1996). 

 

The Copenhagen 

Burnout Inventory 

(CBI) (Kristensen et al., 

2005).  

  

The CBI is a 19-item self-report tool that produces 3 scales measuring personal burnout, work-related 

burnout, and client-related burnout. It is designed for use with employees in any sector. A prospective 

study of burnout in human service workers sector found that all 3 scales had high internal reliability α 

=.87 for both personal and work-related burnout; α = 0.85 for client-related burnout) (Borritz et al., 

2006). 

 

3 

The Oldenburg Burnout 

Inventory (OLBI) 

(Demerouti & 

Nachreiner, 1998). 

 

 

  

The OLBI is a self-report measure consisting of 16 positively and negatively formulated items that are 

used to evaluate 2 dimensions of burnout: the identification continuum (ranging from disengagement to 

dedication) and the energy continuum (ranging from exhaustion to vigour). Studies have demonstrated 

the convergent validity of the OLBI and the MBI-General Survey (Demerouti et al., 2003; Halbesleben 

& Demerouti, 2005). The reliability of the exhaustion subscale ranges from α = .74 to α = .85, and the 

reliability of the disengagement subscale from .73 to .85 (Demerouti & Bakker, 2008; Demerouti et al., 

2003; Halbesleben & Demerouti, 2005, Halbesleben, 2010; Sonnentag, Binnewies & Mojza, 2010; 

Timms et al., 2012). 

 

2 

Silencing Response 

Scale (SRS) 

(Baranowsky, 2002). 

The SRS is a 15-item scale that helps care-givers identify specific communication difficulties in their 

trauma work with clients i.e. selective listening and active avoidance. It has been shown to have good 

reliability, α = .85 (Ortlepp & Friedman, 2001). 

 

1 

The Trauma Recovery 

Scale (Gentry, 1996).  

The TRS is a 10-item self-report scale. Parts I & II provide a traumatic experiences inventory. Part III 

measures relative recovery from traumatic experiences. It is found to have good internal reliability (a = 

.86) and good convergent validity with the impact of events scale (.71). (Gentry, 1996).  

 

1 
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Measure  

 

Description  

No. of Studies 

Used In 

Secondary Traumatic 

Stress Scale (STSS) 

Bride et al., 2004). 

 

 

  

The STSS is a 17-item self-report measure of secondary trauma in practitioners  who  have  experienced 

traumatic stress through their work with clients. It comprises 3 subscales; Intrusion, Avoidance, and 

Arousal.  It was found to have good internal consistency, ranging from α = .93- 94 for the total STSS  

scale;   α = .79-80  for  the  Intrusion  subscale,  α = .85- 87  for  the  Avoidance subscale, and α =  .83-

87 for the Arousal subscale (Bride et al., 2004; Ting et al., 2005).   

 

1 

The Impact of Events 

Scale (IES) (Horowitz 

et al., 1979). 

 

 

 

  

The IES is a 15-item self-report measure of current subjective distress for any specific life event. It 

measures distress along two subscales: Intrusive and Avoidance symptoms. The IES has shown very 

good internal consistency (r = .79 to .92, with an average of .86 for the intrusive subscale and .90 for the 

avoidance subscale) (Corcoran and Fischer, 1994). The split-half reliability of the IES scale was high (r 

=.86) and internal consistency of the subscales was also high: α =.78 for intrusion and α =.82 for 

avoidance. Test-retest reliability was high: r= .87 for the total stress scores; .89 for the intrusion 

subscale; and .79 for the avoidance subscale (Horowitz et al., 1979).  

 

1 

The questionnaire on 

the perception of 

occupational burnout 

(Penko, 1994).   

According to the information in Kovač et al (2016), this questionnaire consists of 3 dimensions of 

occupational burnout: less fulfilment, emotional exhaustion and depersonalization. No further 

information was accessible in English regarding this scale. 

 

 

Professional Quality of 

Life Scale version 5 

(ProQOL-5) (Stamm, 

2009). 

  

The ProQOL-5 is a 30 item self-report measure of the positive and negative effects of working with 

people who have experienced extremely stressful events. It comprises of 3 subscales measuring 

Compassion Fatigue, Burnout and Compassion Satisfaction. CS alpha reliabilities = .87 BO alpha 

reliabilities = .72 CF alpha reliabilities = .80. Early information on test-retest data show good reliability. 

4 

Swedish version of the 

Shirom Melamed 

Burnout Questionnaire 

The SMBQ (originally by Melamed et al., 1999) is a 22-item self-report burnout measure consisting of 4 

subscales: Physical Fatigue; Cognitive weariness; Tension and Listlessness. The Swedish version was 

1 
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Measure  

 

Description  

No. of Studies 

Used In 

(SMBQ) (Grossi et al., 

2003)   

shown to have consistencies (α>0.70) across the subscales, but a Rasch-analysis suggested omission of 

the Tension factor (Lundgren-Nilsson et al., 2012). 

 

Compassion  

Satisfaction/Fatigue 

Self-Test (CSFST) 

(Figley & Stamm, 

1996). 

  

 

The CSFT is a 66-item self-report measure comprised of three subscales: compassion fatigue, 

compassion satisfaction, and burnout.  According to Stamm (2002), all 3 subscales have demonstrated 

good alpha reliability: α =.87 on the compassion fatigue subscale; α =.90 on the burnout subscale; and α 

=.87 for the compassion satisfaction subscale. 

3 

Stress Rating Form & 

Burnout Adjectives 

(described in Ray, 

1981).  

The stress rating form was devised for the study to collect pre- and post-ratings on participants by one 

close friend/relative and co-workers or supervisor. The observer was asked to rate the amount of stress 

that he/she believed that the subject was currently experiencing in five areas (home, job interpersonal 

relationships, health, and school), and to rate the amount of burnout the subject was feeling, on a 1 to 10 

scale, with 1 being little stress and 10 being highly stressed. Additionally, the observer rated the subject 

on 16 adjectives on a 1 to 10-point scale, in order to compute an overall burnout score (the method for 

this is reportedly described in Thompson (1980) but this could not be accessed by reviewers). 

1 
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Appendix D 

Table showing recommendations for future research 

Intervention Recommendations/ Questions for future research  

DBT skills training 

 
• Larger and more diverse samples; control groups 

• Direct patient-related outcomes  
• Compare effectiveness of person-directed interventions, versus organizational interventions only, versus a 

combination. 

• Would longer training and supervision groups increase effectiveness? 

• Include clinician burnout as a variable within DBT effectiveness and efficacy studies 

• Account/control for different settings differing initial levels of clinician burnout 

• Account for variations in learning and utilization of training  

• Administer questionnaires to assess subjects' knowledge of and utilization of DBT. 

  
PSI training • Focus on PSI competencies  

• Longer-term evaluation of implementation in practice  

• Outcome-based intervention trials 

• Larger samples, different settings, more rigorous methodologies   

  
ACT training  

 
• Compare the impact of brief interventions based on ACT, psychoeducation, or an amalgam of both. 

• Improved rigour 

  
Supervision • Larger samples, inclusion of different settings/specific roles of participants. 

• What structure of systematic clinical supervision is most effective? 

• Longer duration of study/supervision may be required to see changes in burnout 

• Incorporate qualitative and quantitative data to measure STS responses. 

• Can supervision serve as a preventative strategy for MHWs who do not yet have STS responses? 
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Intervention Recommendations/ Questions for future research  

  
EBS training/ 

prevention 

 

• Larger samples, collect demographic data 

• Separate the various components of the intervention for comparison  

• Longer and more intensive STS education program  

• Follow up 2-3 months later, giving MHWs time to implement/ incorporate STS prevention plans 

• Exploring the effects of intermittent booster sessions of the intervention  

• More rigorous designs e.g. multiple baseline/ wait-list control groups, randomization 

• Measure primary traumatic stress and burnout   

• Participant interviews to distill the active elements of interventions 

  
Mindfulness/ 

compassion 
• Are MBIs alone sufficient to generate self-compassion?  

• Increased rigour: large, controlled studies; random sampling across settings; long term follow up 

• Explore possible applications to other disciplines/ health workers 

  
‘BREATHE’ burnout 

reduction workshop 
• Separate BREATHE content into smaller modules delivered over time  

• Trial additional electronic resources and reminders outside the workshop setting.  

• Revise BREATHE materials to specifically address how to cope with job demands that promote burnout. 

• Target interventions to MHWs experiencing higher levels of burnout. 

• Randomised control groups and longer follow-up periods 

• Ensure acceptability and feasibility with racial and ethnic minority groups 

  
Expressive arts • Recruit participants from a variety of settings to examine individual differences   

• Use a wider variety of research methods to explore impact 

• Investigate the precise effects of group drumming on factors associated with burnout  

  
Peer support/ 

relationships 
• Longitudinal designs with follow-up to explore longevity of effects.  
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Intervention Recommendations/ Questions for future research  

 • Compare: online and face-to-face peer groups; hybrid models that include both online and face-to-face components.  

• Focus on both process and outcome measures 

• Control groups and larger samples. 

• Recruit participants with higher levels of emotional exhaustion to explore impact on this aspect of burnout more 

specifically  

  
Training in other 

therapeutic 

interventions (CBT;  

psychosis/BPD 

interventions). 

 

• More rigorous experimental designs 

• Does training result in improved patient outcomes? 

• Will results generalise to other mental health providers?  

• Do reductions in burnout for MHWs attending training sustain over time? 

Wellness/stress 

reduction  

 

 

• Recruit homogeneous samples or else stratify more varied samples by job classification 

• Larger samples, randomization to groups 

• Explore differences between single and partnered MHWs, including experience and/or frequency of touch in their 

lives. 

  

 •  

Note.  ACT = acceptance and commitment therapy; BREATHE = Burnout Reduction: Enhanced Awareness, Tools, Hand-outs, and Education; 

DBT= dialectical behaviour therapy; MBIs= mindfulness-based interventions; MHWs= mental health workers; PSI = psychosocial interventions;  

STS = secondary traumatic stress.
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Evaluating a theatre in education programme aimed at preventing and raising 

awareness of child sexual exploitation: A service-related project 

 

Commissioning of the project 

This service-related project (SRP) was commissioned by a theatre in 

education (TiE) service following their updating of a programme aimed at 

prevention and awareness of child sexual exploitation and abuse (CSEA) in 

collaboration with a forensic psychology researcher. The service is based in a large 

multicultural city in the UK and provides a range of TiE programmes to educate 

young people around relationships, risk and consent. Workshops are commissioned 

predominantly by local councils but also by NHS trusts/hospitals, police services and 

school-improvement organisations. The revised programme was designed to enable 

young people to “spot signs of abuse of power and control in relationships and where 

to go for support”. Similar programmes are popular, but rarely evaluated. Therefore, 

the service was keen to understand how young people attending the programme were 

experiencing it and to identify how they could further improve/adapt the programme 

accordingly. Consultation was sought from an adult survivor of CSEA, and from a 

senior NHS psychologist.  

 

Literature review 

CSEA involves an individual or group “taking advantage of an imbalance of 

power to coerce, manipulate or deceive a young person (below the age of 18 years) 

…into sexual activity (a) in exchange for something the victim needs or wants, 

and/or (b) for the financial advantage or increased status of the perpetrator” 

(Department for Education, 2017, p. 5). Obtaining accurate estimates of CSEA is 

difficult due to its secretive nature (Office for National Statistics, 2020); however, 

population estimates suggest a 6.3% prevalence rate in England (Bellis et al., 2014). 

CSEA occurs in both the real and virtual worlds; 16% of child sexual offences 

between October 2017 and September 2018 had an online element (National Society 

for the Prevention of Cruelty to Children [NSPCC], 2019).   

CSEA has profound consequences for children’s psychological wellbeing 

that may persist into adulthood.  In a systematic review of 14 reviews (comprising 

587 studies), Maniglio (2009) concluded there was evidence that those who 
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experience CSEA are at significant risk of various psychological disorders including 

psychosis, personality disorders, posttraumatic stress and substance abuse, to name a 

few (effect sizes were small-medium, moderated by sample size/population). CSEA 

therefore places an enormous burden on public services and the NHS. In an umbrella 

review of negative outcomes linked with CSEA, Hailes et al. (2019) estimated that 

up to 10% of common mental health problems in the general population including 

depression, anxiety, eating disorders and post-traumatic stress disorder could be 

prevented if CSEA was eliminated.  

 

Prevention and education 

Hence, recognition of the long-term impact of CSEA and the difficulty of 

detecting it has led to growing emphasis on preventative measures to reduce young 

people’s vulnerability (Beckett et al., 2017).  Research with CSEA survivors 

indicates that failure to report CSEA can be due to a belief that they are in a real and 

loving relationship with the perpetrator (Quayle et al., 2012; Whittle et al., 2014). 

The subject most often talked about by young people interviewed in Quayle et al.’s 

(2012) study was how “what seemed in some ways so normal or desirable, turned 

into the opposite” (p. 50). These findings suggest that educational strategies that 

enable young people to distinguish legitimate relationships from inappropriate and 

abusive ones may help prevent CSEA. In an NSPCC study, young survivors of 

CSEA who were asked how professionals should approach prevention responded 

that they should “provide good education on healthy relationships, abuse and consent 

from a young age” (Hamilton-Giachritsis et al., 2017, p. 8).  

School-based sexual abuse preventions programmes4 (SSAPPs) are the most 

common form of CSEA prevention strategy, although the majority of research on 

their effectiveness comes from outside the UK (Brown and Saied-Tessier, 2015). 

Several reviews have examined the effectiveness of SSAPPs; generally concluding 

that whilst they may lead to increases in young people’s knowledge and awareness 

of CSEA, there is insufficient evidence to determine whether they reduce 

victimisation (e.g. Walsh et al, 2015). For a review of SSAPPs more broadly, please 

see May et al. (2021; Appendix A). 

 
4 For the purposes of this discussion, prevention strategies aimed at educating young people about 

CSEA will all be referred to as school-based sexual abuse prevention programmes (SSAPPs). 
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Theatre in Education 

This SRP is concerned with a particular approach to SSAPPs, i.e., Theatre in 

Education (TiE) – a process of using performance, workshops and role play to 

encourage young people to explore sensitive topics in a safe forum (Sawney et al., 

2003; Wooster, 2016). The effectiveness of TIE is hard to measure owing to its 

dynamic nature (Sawney et al., 2003); nevertheless, preliminary evidence suggests it 

is effective in: increasing adolescent awareness of sexually transmitted diseases, as 

shown by statistically significant increases on tests of HIV knowledge awareness 

(Lightfoot et al., 2015); and enhancing understanding of healthy vs. abusive 

relationships, as demonstrated in children’s responses to questionnaires and group 

discussions (Bell & Stanley, 2006).  

This suggests this medium is appropriate for delivering SSAPPs, but few 

studies have directly examined the potential for TiE to reduce CSEA risk. In a group 

randomised control trial, German school children who saw a play on dealing with 

abusive interactions showed the greatest increase in protective skills compared to 

DVD and control groups (d =1.03 for comparison of mean scores between play and 

control groups; d= 0.90 for comparison of DVD and control groups) (Krahe & 

Knappert, 2009). In an integrative review of SSAPPs, Fryda and Hulme (2014) 

identified six out of twenty-three programmes using theatre. Overall, the studies 

reviewed showed positive gains in child outcomes (e.g. knowledge gain; risk-

perception). However, effect sizes were not reported and there was substantial 

variance in sample sizes and outcome measures. 

 

National and Policy Context 

From September 2020, Relationships Education will be a statutory 

requirement for all primary school children, plus Relationships and Sex Education5  

for secondary school children. Schools may decide how to deliver this education 

(Department for Education, 2019), with TiE programmes being one option. It 

therefore seems timely to evaluate the effectiveness of a programme that uses this 

format to deliver education about sex and relationships.  

 

 
5 The Relationships Education, Relationships and Sex Education and Health Education (England) Regulations 

2019, made under sections 34 and 35 of the Children and Social Work Act 2017 



RESEARCH PORTFOLIO                                                                                                     85 

 

Service Consultancy and programme overview 

The programme; (see Table 1 for details; Appendix B for detailed aims) was 

initially developed in 1998 and has been delivered to over 10,000 young people 

across several counties. The programme aims to provide young people with: 

• Increased awareness of the risks of CSEA and empathy for victims 

• Skills to spot signs of abuse and seek help  

• Knowledge to understand the implications of CSEA and the support available 

to them 

 

Table 1  

Overview of programme at time of data collection 

Performance Element 

The TiE performance followed Kath, a 14-year-old girl who is groomed by an 

adult man named Michael. Michael contacts her online and begins a sexually 

exploitative and abusive relationship with her, which results in Kath being abused 

by him and multiple others. Ultimately, she escapes the situation and the 

performance ends with the actor answering pupil questions whilst still in character 

one year after her escape. For the purpose of the present study, analysis was 

conducted on any data relevant to the performance element. This element focused 

on child sexual exploitation and abuse (CSEA). 

Workshop Element 

Pupils then attend workshops in smaller groups where the actors use a question 

and answer format to guide them through examples of other forms of exploitation 

e.g. county lines. (Discussions in the data collection focus groups that covered 

county lines and other forms of criminal exploitation were not analysed as part of 

this SRP) 

Supplementary Materials and Questionnaires  

Schools are provided with supplementary lesson plans and learning materials to 

support ongoing discussions.   

Pre- and post-session questionnaires are collected from participating young people 

that consist of a mixture of Likert-scale and open-ended questions. 

 

 

NHS Consultancy  

In order to locate the significance of the project within an NHS context, a 

senior psychologist in a secondary adult mental health service in Avon and Wiltshire 

provided consultation. The psychologist reported that the service commonly treats 

adults who have experienced CSEA in childhood, and that these experiences are 

often associated with enduring and complex mental health difficulties which are 
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challenging to treat. Therefore, the psychologist was supportive of interventions that 

emphasise CSEA prevention rather than relying on intervention after harm has 

occurred.  

 

Lived Experience Consultancy  

A member of the University of Bath’s People with Personal Experience 

(PPE) committee who had experienced CSEA as a child was asked to consult on the 

project. They were provided with information about the programme content and a 

copy of the semi-structured interview schedule. As this evaluation was part of a 

wider project that had already gone through ethics procedures, there was no 

opportunity for PPE consultancy on the project design or interview schedule. 

Consultation therefore took the form of a list of questions that the PPE posed to the 

project and researchers (see Table 2) and which were borne in mind throughout 

analysis and write up. 

Table 2 

Questions from a person with personal experience of CSEA about the programme   

Questions 

• Are the young people who take part in the programme given empowering 

information about safe sexual relationships? 

• There is a difference between young people experiencing/at risk of CSEA 

knowing who to turn to and feeling that they actually can. Could questions 

be included such as ‘Do you feel you would speak to someone if you were 

worried about this?’ ‘If you didn’t feel able to speak to someone, what 

might help you do so?’ 

• Could a specific question be included about whether young people feel 

they will talk more to their friends about CSEA issues as a result of seeing 

the programme?  

• How will gender differences in the focus groups be accounted for?  

• How would it be if the gender roles of the victim and perpetrator were 

reversed? 

• Is the programme culturally sensitive enough for young people of different 

backgrounds? 

 

 

Aims and Questions  

The aim of the project was to evaluate young people’s experiences of the 

programme, in order to: assess its effectiveness; provide feedback to the service on 
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how well it was achieving its aims (see above); and identify areas for improvement. 

The consultancy process led to the development of the following questions: 

• Does the programme deliver the right information about CSEA to young 

people? 

• Does the programme have the right level of detail? 

• Is the programme delivered in a format that young people find accessible and 

appropriate? 

• Do young people feel the programme is being delivered at the right time? 

Methodology 

To address the aims of the SRP, the following steps were taken: 

1. Discussion with senior members of the service about the programme aims, 

what they felt was working well and where improvement may be needed. 

2. Attendance at the TiE performance to appreciate the content and context of 

discussions 

3. Focus groups with young people who had taken part in the programme (four 

groups in two schools; see Table 3) 

 

Table 3 

Details of focus groups 

Focus 

Groups 

(FGs) 

School Year 

Group 

Programme 

Delivered  

No of Days 

Between 

Programme 

and FG 

Focus Group 

Participants  

FG1 1 10 February 2019 4 Females = 3                 

Males = 2 

FG2 1 10 February 2019 4 Females = 3                 

Males = 1 

FG3 2 9 June 2019 9 Females = 4                  

Males = 2 

FG4 2 9 June 2019 15 Females= 4 

 

Following analysis, the findings were fed back to the service. Planned 

evaluation of pre- and post-evaluation feedback from young people was not possible: 
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these had been completed anonymously so it was not possible to match the pre and 

post by respondent.  

Since this SRP was using interviews with young people on a sensitive topic, 

ethical approval for this project was granted by the University of Birmingham’s 

Science, Technology, Engineering and Mathematics Ethical Review Committee 

(ERN_18-1827) and by the University of Bath’s Psychology Research Ethics 

Committee (PREC 19-226).  

 

Procedure 

Two co-educational state schools took part. At the end of each workshop, 

information sheets about the focus groups were handed out by the researcher. 

Interested participants collected information sheets and parental consent forms and 

returned the signed copy. At the start of focus groups, young people were given 

invited to ask questions, prior to signing assent forms (see Appendix C for all 

forms).  

As well as key elements about assent and choice to engage, the limits of 

confidentiality were outlined. In one focus group, information indicated that another 

young person may have had experiences similar to those depicted in the programme. 

This was passed on to a nominated member of teaching staff to ensure it could be 

followed up in line with the school’s safeguarding processes.   

 

Focus Groups and transcription 

A semi-structured interview schedule (Appendix D) was used to structure the 

focus groups, but each question was introduced only when participants had finished 

previous discussions. Follow-up questions were used where required. Focus groups 

were audio recorded using an encrypted Dictaphone and transcribed by a 

professional transcription service. [Note: due to numbers, it was not always possible 

to distinguish by person. Where possible transcripts indicated participants’ gender, 

but this was inconsistent.] 

 

Analysis 

Since the data consisted of focus groups structured by pre-determined 

questions, Template Analysis (TA) was used. TA is a qualitative data analysis 
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method wherein a preliminary template of possible codes is created prior to full 

coding of the transcripts. This template is developed based on the interview 

questions/aims, with the initial template then expanded and modified as the data is 

examined (King, 2004). Text is then assigned to codes (within the template), 

followed by a process of determining themes. For reliability, two templates were 

developed by two researchers and then considered/compared. Figure 1 outlines this 

process. 

 

Figure 1 

Overview of Analysis Process 
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Results 

To best answer the questions being considered by this SRP, the data were 

considered in terms of two broad umbrella categories: ‘Information and Detail 

Delivered’ (is it a. the right information, and b. the right level of detail?) and ‘Format 

and Timing (Is it a. in an accessible and appropriate format, and b. delivered at the 

right time?). Themes and sub-themes relevant to these categories are summarised 

below6. An overview of these themes and the key findings is provided in Table 

format in Appendix E. 

 

Information and Detail Delivered 

Seven themes were identified in relation to information and detail delivered: 

1) avoiding harm; 2) what to do if bad things happen; 3) victims; 4) perpetrators; 5) 

relationships; 6) the extent and variety of CSEA; 7) more information needed. See 

Figure 1 for an overview of themes and sub-themes. 

 
6 Results are presented here in summary. Please see May et al (2021) for a more detailed analysis. 
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Figure 2 

Mind map illustrating the overview of themes and sub-themes for ‘Information and Detail Delivered 
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Theme 1. Avoiding Harm 

This theme suggested participants had increased their awareness of the risk of 

CSEA (Table 4), captured in sub-theme: a) becoming aware. Participants also 

indicated knowledge of how they might avoid harm by: b) being wary; and in 

particular by: c) being careful on social media: “Be suspicious, […] if a man started 

texting you, just block them or remove them or report them” (FG4).  

 

Table 4 

Sub-Themes and quotes identified in relation to ‘Avoiding harm’ 

Sub-Themes Quotes 

Becoming 

Aware 

“Just being more aware and like […] you might make one 

small mistake or just reply to someone, and that could be the 

worst mistake you ever made” (FG2). “It makes you aware of 

like…makes you aware of what might happen” (FG4) 

 

Being Wary “Just be careful, even if it’s not online and it’s meeting 

somebody in real life…it’s just being really careful who you 

trust” (FG3).” 

“I’d say just…just be careful out there, just like [there’s all] evil 

people.” (FG2).  

 

Being Careful on 

Social Media 

“Only accept the people you know because then you know 

what they’re like and you can trust them more because you 

already know them in person” (FG3). 

 

Theme 2. What do to if bad things happen 

This theme portrayed participants’ understanding of: a) how to seek help if 

they noticed signs of CSEA (involving either themselves or others) and what to 

expect; and b) helping each other (Table 5). All groups gave examples of where they 

could access help e.g., Childline. In three groups, participants emphasised the impact 

of having reassurance about confidentiality should they disclose CSEA: “I don’t 

really have to give my name, and they could just offer me the help that I wanted” 

(FG4). Two of the focus groups reported how this knowledge would enable them to 

support each other.  
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Table 5 

Sub-themes and quotes identified in relation to ‘What do to if bad things happen’ 

Sub-Themes Quotes 

How to seek 

help and what to 

expect  

“It’s good to have extra information, and maybe societies that 

you don’t know at all that you can go to anonymously […] 

because, sometimes, it’s things that you don’t want to share 

with anyone you know because maybe you don’t want to be 

judged […]But if you can go anonymously and say, “This is 

happening,” and get help for that, that’s really good.” (FG3) 

 

Helping Each 

Other 

“Like there was – like people that like, if that happened to me, 

I’d talk to, they also have seen it as well.  So, like say if […] 

someone was to like text me or something, and I told my 

friend, they would have that in their minds then too.  I would 

have it, and other people would have it, so it’s like it’s 

distributed a lot through our age group. (FG1)” 

 

Theme 3. Victims 

Participants across the groups had a lot to say about the victim character; 

their responses suggesting a range of often contradictory perspectives. Discussions 

fell into three broad areas:  

a) Victim-Blaming.  Participants across groups made statements that might 

be considered ‘victim-blaming’, in that they held the victim fully/partially 

responsible for being abused. Many referenced warning signs the perpetrator had 

displayed, and how they (participants) had known ‘there was something wrong with 

him” (FG1), suggesting the victim was at fault for not acting on these: “I have 

empathy for her because he took it too far, but then I kind of don’t because she […] 

still stayed with him after he lied about his age.” (FG4). 

However, there was a sense that they had more empathy for her as the story 

progressed:  
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At the start […] I was kind of angry with her, like what is she doing […]and 

then, as it went on, I was like, yes, she made a mistake, but then it shouldn’t 

have got this far, and I felt really bad for her (FG2) 

In two groups, there was debate around the degree of blame the victim deserved “I 

feel like she deserves 20% of the blame, and he deserves 85%.” (FG1), with 

participants often contradicting each other and at times themselves: 

I don’t think it was all down to him.  […] social media is obviously a big 

platform that people talk about with all this thing happening about 

vulnerability and stuff, but she shouldn’t have done it in the first place.  But 

even if she did, […] then it was obviously his fault because he’s manipulated 

her into thinking that he’s some angel […] but, really, he’s there to just ruin 

her and to just make things out of her, which is…which is why it’s his fault. 

(FG2) 

b) Impact of Abuse. The majority of participants anticipated CSEA would 

have far-reaching consequences for the victim and spoke of her life being ‘ruined’ or 

‘wasted’. In two groups, this expectation seemed to be influenced by perceptions of 

how society views victims of sexual abuse as “damaged goods” (FG2). 

c) Views of victim. Participants’ view of the victim included: i) pitying her; 

ii) seeing her as innocent; iii) debating whether she was naïve or stupid and iv) 

thinking that she wanted things from the perpetrator (Table 6). Interestingly (in light 

of victim-blaming narratives identified), participants in two groups blamed others for 

failing to inform her about CSEA risk.  

Table 6 

Sub-themes and quotes identified in relation to ‘Views of the victim’ 

Sub-

Themes 

Quotes 

Pity and 

sympathy 

“I pitied her. I mean, it was just sad, like she wasted so much time 

[…] of her life, just because of one mistake she made.” (FG1) 
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Sub-

Themes 

Quotes 

“…she was just like, you know, […] trying to be happy and all, but 

like…things like didn’t go the way that she wanted, so I kind of felt 

sorry for her really.” (FG3) 

 

Innocent 

and 

uninformed  

 “she’s still like an innocent child who doesn’t understand like 

what’s going on in the world.” (FG3). 

“P1: I don’t think anyone told Kath what, em, people would do to her. 

P2: Yeah, she hasn’t been educated correctly.” (FG1) 

 

Naïve or 

stupid?  
“P1: She was a stupid teenager. 

P2: No, she wasn’t!   
P1: Yes, she was. 

P2: She wasn’t stupid, she was naïve – there’s a difference. 

P1: Yeah, innocent but stupid, so, you know…naïve… 

P2: No, naïve and stupid are two different things.” (FG1) 

Wanted 

things from 

perpetrator  

“…there was like someone who was […] being that person that she 

could go to because there was no one else for her to go to. So, it’s 

like…she saw him as like a cool person in a way because he was 

offering her like things that like she couldn’t go and get herself, like 

alcohol and things like that.”  (FG3) 

“I think that like […] she wanted that…love from somebody, like for 

someone to comfort her and all that stuff, because you could tell by 

the way – […] like she was on her page looking” (FG2) 

 

Theme 4. Perpetrators 

Participants expressed almost globally negative views of the perpetrator. 

Responses indicated that they: a) blamed him for his actions; b) disliked and 

distrusted him; c) viewed him as manipulative and dishonest (Table 7). 

Contradicting the victim-blaming sub-theme, participants in three groups clearly 

blamed the perpetrator: “it’s still his fault, like you can’t blame the girl.” (FG1) 

Table 7  

Sub-themes and quotes identified in relation to ‘Views of the perpetrator’ 

Sub-

Themes 

Quotes 

Blaming the 

perpetrator 

“I really dislike him because like he’s like, what, 20, he knows like 

faking his age is wrong, especially to a 14-year-old, because he 
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Sub-

Themes 

Quotes 

knows that they’ll fall for it because of how young they are, so, 

obviously, he knew that was wrong. (FG3). 

Dislike and 

disgust  

“Dehumanising.  To [make like] a 14-year-old girl have sex with 

men so he can get money – I thought it was absolutely disgusting!  

Horrible!” (FG3) 

, it’s still his fault, like you can’t blame the girl.” (FG1) 

 

Manipulative 

and 

dishonest  

“Him talking to her constantly and like just saying things and 

muddling up her own words and making her think randomly, 

making her confused herself, she won’t know, in that situation, like 

she won’t know whether she did say yes or no, like she will just be 

confused because he’s just constantly confused her and 

manipulated her.” (FG2) 

“He was lying the whole time” (FG1) 

 

Theme 5. Relationships  

Participants spoke almost exclusively about negative aspects of relationships, 

with discussions centring around: a) what an unhealthy relationship looks like; and b) 

abusive relationships. It was notable that responses reflected little understanding of 

what healthy relationships entail, with consent also mostly defined it in terms of its 

absence/the consequences of failing to obtain it: "Otherwise it can get a bit serious 

within court and police and stuff like that” (FG4).  Participants identified that key 

aspects of abusive relationships were: i) trickery and manipulation; ii) emotional 

connection: expressing surprise that victims could be manipulated into abusive 

situations without the use of overt force (Table 8). 
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Table 8 

Sub-themes and quotes identified in relation to ‘Relationships’   

Sub-Themes Quotes 

What an 

unhealthy 

relationship 

looks like 

“If you’re constantly living in fear and thinking, […] I can’t do 

this because someone’s going to say something or I’m going to 

be judged or something, that’s an unhealthy relationship because 

you’re constantly living in the fear that you’re going to be 

judged or you’re going to be hurt” (FG2) 

 

(Abusive 

relationships) 

Significance of 

emotional 

connection 

“the one thing that like I definitely got informed about was 

about, em, the way someone can use someone else to do 

something for them, like have sex with multiple people 

and…because they know that that one person has like an 

emotional connection to them.” (FG3) 

“I obviously knew that things like this happened and I was like 

aware that people can get involved in things they don’t want to 

get involved in, but I thought it was more like people would be 

forced or pressured into it, rather than doing it because they 

wanted to protect the person that was getting them involved 

because they’d like tricked them that much.” (FG3) 

Note: Brackets indicate higher order sub-themes. 

Theme 6. The Extent and Variety of CSEA 

 Participants in two groups reported learning about other forms of 

abuse/exploitation from the programme. Several spoke of having been previously 

unaware that multiple victims could be abused simultaneously, or that one victim 

might be abused by multiple perpetrators: “…it doesn’t have to be the person at hand 

who is like abusing them sexually or physically, it can be multiple people who they 

might not even know” (FG3) 

 

Theme 7. More Information Needed 

Participants wanted more information on certain topics. They suggested the 

programme should: a) depict other forms of abuse, b) include the views of other 

characters and c) include more on consent (Table 9). Echoing the relationships 

theme, participants in two groups seemed confused about consent and, in one group, 

asked the researcher: “How do you just not say no?” (FG2) 
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Table 9 

Sub-themes and quotes identified in relation to ‘More information needed’ 

Sub-

Themes 

Quotes 

Other 

forms of 

exploitation 

and abuse  

“And, you know, the people in this school very, very need a 

workshop or a drama piece on child pornography because these little 

children are doing the most.  They need lessons…” (FG1) 

“I think we need to learn more information about the other ones 

[forms of exploitation] because I wasn’t aware of the, em, travelling 

with drugs [to other people] […] sexual exploitation isn’t presented 

too much, but it’s presented like a lot more than everything else, and I 

feel like the others need to be addressed just as much as sexual 

exploitation.” (FG3) 

 

Views of 

other 

characters  

 “I thought…you know how he did the [hot-seating] for, em, Kath, 

we could have like done that on Michael to see […] like why he was 

so desperate for money.” (FG3) 

“I would have liked to have seen what her family thought about it 

after and like people in the community […] I want to see like her 

family’s opinions as to how…if they were being supportive or if 

they were like it’s also her fault.  I wanted to see that as well.” 

(FG4) 

 

More on 

consent 
“they probably should have done […] more focus on consent and that 

because that’s stuff that happens more” (FG1) 

“Participant: I don’t get consent…like I don’t get it. (FG2) 

 

Format and Timing 

Six themes were identified in relation to format and timing: 8) effectiveness; 

9) enjoyment; 10) believability; 11) emotional impact; 12) not taken seriously; 13) 

timing. See Figure 3 for an overview of themes and sub-themes. 



RESEARCH PORTFOLIO                                                                                                                                                                                                             99 

 

Figure 3 

Mind map illustrating the overview of themes and sub-themes for ‘Format and Timing’ 
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Theme 8. Effectiveness 

Participants indicated two main areas that had contributed to the effectiveness 

of the programme: 

a) Use of theatre. This was strongly endorsed across groups, and participants 

referenced how this helped them: i) “connect with the characters” (FG2); ii) and 

visualise the story, making it: iii) memorable and; iv) better than just being told (see 

Table 10) 

 

Table 10 

Sub-themes and quotes identified in relation to ‘Use of theatre’ 

Sub-Themes Quotes 

Connecting 

with characters 

“I think just seeing it sort of performed, it just shows you what 

happens and the emotional level of the – like, for example, what 

was her name, Kath, Kath must have felt or how she [would be 

scarred] for the rest of her life.” (FG3) 

 

Better than just 

being told 

“Yeah.  It’s better if you see it than rather reading it or like 

listening to it because, like she said, you can visualise it and see 

what they’re thinking and what they’re feeling.  But when you’re 

like, em, when you’re reading it, it’s like very hard to picture in 

your head what’s happening and how they feel and stuff.” (FG2) 

 

Visualising  “It’s easier to visualise then.” (FG1) 

“Actually seeing the characters react, it just changes how like the 

situation plays out.” (FG1) 

Memorable “But like…you only get this play like once, and the play is 

effective because you…you have it once and you visualise it, you 

see it, and it’s a good thing because you don’t forget it.  Like I 

could remember that he said she’s damaged goods, but that only 

came to me because I actually remembered the play, and it kind 

of…and it kind of touched me.” (FG2) 

 

b) Useful to have it at school. One focus group suggested it was helpful to 

see the programme at school, as this ensured everyone was exposed to the same 

CSEA information at the same time: “if that [CSEA] happened to me […] they 

[peers] would have that in their minds then too.” (FG2) 
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Enjoyment 

Participants in three of the focus groups expressed that the performance had been 

“entertaining” (FG1) or enjoyable: “it was a good show and all” (FG3). 

 

Believability  

Participants offered mixed opinions regarding the believability of the 

performance, which was endorsed alternatively as both: a) believable and b): not 

believable enough. Participants who were critical of believability highlighted the 

discrepancy between the perpetrator’s true age and the age he claimed to be: “He’s 

saying he’s 17 but he looks like he’s 55…No one’s going to believe that.” (FG1). 

Further sub-themes highlighted concerns that: i) the performance made it look ‘too 

easy’ for the perpetrator to abuse the victim; and ii) that it would be different in real 

life, as warning signs that seemed obvious to them as spectators might be harder to 

spot if they were in the victim’s shoes (Table 11). 

Table 11 

Sub-themes and quotes Identified in relation to ‘Not believable enough’ 

Sub-Themes Quotes 

They made it 

look too easy  

“Like people need to understand […] You’re going to like say, 

“Oh yeah, I wouldn’t let them take me out like that”.  They 

need to understand that they will work harder.” (FG1) 

 

It’s different in 

real life  

“Obviously, watching it, you can kind of maybe see where it’s 

going, but if you’re in that situation, you don’t have a clue 

what’s going to be happening in the future.” (FG3) 

 

Emotional Impact 

Participants reported a range of emotional responses to the programme, 

including: a) sadness; b) anger and c) fear/worry (see Table 12). Feeling upset and 

fearful/worried was reported across all groups, with anger identified in two groups. 

Yet there was a strong sense that the content was d) upsetting but necessary: 

“children can’t tell what that is, like they don’t know it’s grooming until you actually 
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tell them what grooming is.” (FG1) and that a degree of insensitivity was important 

in delivering the message because “it’s reality, basically” (FG2): 

Table 12 

Sub-themes and quotes identified in relation to ‘Emotional Impact’ 

Sub-Themes Quotes 

Upset and sad “I don’t know, I just felt really upset, like I was on the verge of 

tears. I was like…how can someone be so…sly and malicious to 

manipulate someone like that?” (FG2) 

“it kind of made me feel like upset because…not because 

personally but because I empathised with all the characters and I 

felt bad for them” (FG3) 

 

Angry “it made me feel angry because they’re horrible people.” (FG3) 

“I didn’t feel as like angry at him [character in the workshop] 

than I was with Michael.” (FG2) 

 

Worried and 

scared 
“Well, I was scared at one point.” (FG1) 

“it made me scared because it’s…like anybody that that can 

happen to, so…” (FG4) 

 

Not Taken Seriously  

Whilst this theme was not prominent, some participants suggested “Some 

people took it [the performance] more seriously than others.” (FG1) Sub-themes 

included: a) finding the performance funny and/or cringeworthy; and b) seeing some 

peers as too ‘immature’ to benefit (Table 13).  

Table 13 

Sub-themes and quotes identified in relation to ‘Not taken seriously’  

Sub-Themes Quotes 

Funny and 

cringe 

“That was the funniest part of the whole play: she goes, “I love 

you”, and he goes “I know”” (FG1) 

 “ Yeah, like…em, like half of it, the first half of it was 

like…they thought it was like a bit funny and like, you know, 

cringe [laughing]” (FG3) 
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Sub-Themes Quotes 

Some people are 

immature 

“I feel like…not…like out of the whole year, there’s going to be 

two or three people that don’t maybe take the ideas on-board as 

well as everybody else because of maturity issues or whatever, 

but you’re always going to get that.” (FG3) 

 

Timing 

The question around timing of the programme generated considerable 

discussion (Table 14) in all focus groups, with participants reporting: a) that they had 

seen the programme at the right time whilst also suggesting; b) it could be shown to 

younger children as well, though not too early (i.e., “Not to primary schools.” – 

FG1). A single participant endorsed seeing the programme both now and later: “I 

think it was a good time now, but I think they should warn us like again.” (FG3) 

Table 14 

Sub-themes and quotes identified in relation to ‘Timing’ 

Sub-Themes Quotes 

Do it earlier 

(but not too 

early) 

“Kath, she was technically in the situation in our year group. She 

didn’t know about it before that. So, if she was maybe like 8, 9, 

like so it could start from there, and then having more 

conversations about it, it could progress until the full 

understanding, and like prevent stuff from happening, it would 

have had more of an effect for her to make the right decisions. 

(FG2)” 

Now is the 

right time 
“This is the age where things like this can actually start 

happening to people we know.  Like it can happen younger, it 

can happen older, but around this age is when things can start, so 

it’s good to kind of prepare people with the knowledge so then, 

as things go forward, they can be more careful, be more 

prepared, and not get themselves into situations like this. (FG2)” 

 

Dissemination of Findings and Impact 

The findings from this study were written into a professional report (see 

Appendix F), including ten recommendations (see Table 15 for an edited version) for 

changes to the service based on both the results of the evaluation and the literature 

reviewed. This was disseminated to service management via e-mail in May 2020, 
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and a feedback meeting was held between the director and the research team in July 

2020. 

Service response 

Overall, the service stated the report was consistent with their own 

observations about the programme and provided more robust evidence for changes 

they were already undertaking. It therefore helped them focus their attention on 

priority issues (e.g., victim-blaming). As an additional impact, the service noted 

implications for how they provide other TiE programmes, for example incorporating 

awareness of CSEA (and other forms of exploitation) into programmes typically 

delivered to younger children and providing additional supplementary materials to 

schools who had not received prior TiE programmes covering healthy relationships 

and consent.  

At the time of feedback, the organisation was in the process of creating a 

recorded version of the programme that could be delivered remotely to schools 

during the COVID-19 pandemic. They noted that the report helped to shape aspects 

of that version. For example, they decided to record and trial an earlier format where 

the story was told predominantly through the eyes of Kath, in an attempt to reduce 

victim-blaming. They reported paying close attention to areas of the findings where 

young people felt Kath was ‘naïve or stupid’ and “sought to give more time to how 

the situation appeared or was made to appear to her”, whilst making it clear that 

she: “wasn't able to give consent as she was being coerced and didn't know […] 

what she was supposedly 'consenting' too.”  

Additionally, the Director noted that the report prompted the following 

changes/ considerations in response to specific recommendations: 

 

Questionnaires 

The service currently lacks funding for evaluation but is aiming to ensure 

questionnaire data can be matched by respondent. They felt that standardised 

questionnaires could be a helpful way of evidencing change in line with the new 

curriculum if this could be achieved at low cost.  
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Timing 

This is usually dictated by schools, with Year 9 typically chosen to align with 

the introduction of relevant topics in the curriculum. However, the service is 

considering how to incorporate themes from this programme (e.g., victim-blaming) 

into one of their primary school programmes. 

 

Incorporating Generic Life Skills 

 The service is planning to look at how to embed these approaches into all the TiE 

programmes they offer.  

 

Victim Blaming 

The service reported that exploring gender roles as a route to challenging victim-

blaming was “definitely something to include and explore” (see Appendix G for 

additional feedback points). 
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Table 15 

Summary of recommendations made to the service.  

Recommendations 

1) Implement standardised measures to allow comparison with outcomes from other SSAPPs e.g. those highlighted by Fryda and Hulme 

(2014).  

2) Collect questionnaire data in a manner that allows for pre and post programme responses from the same young person to be matched, in 

order to capture meaningful change from all participants, rather than self-selecting focus group members.  

3) Review, in conjunction with educational and other stakeholders, whether to show the programme to younger age groups (e.g. Year 7/8). 

Where this is not possible due to school preferences/curriculums, consider ways in which themes around CSEA can be woven into the 

programmes designed for primary school children.  

4) Incorporate elements of generic life skill education into the programme (Finkelhor, 2014) to equip young people with tangible strategies 

for managing difficult/risky interactions including (but not limited to) CSEA. 

5) Review the approach to education related to victim-blaming. [An additional ‘reframing’ element has been introduced to the workshop to 

try and address, which was not part of the programme evaluated here. Within that context, it might be useful to address wider societal 

approaches to victims].  

6) Incorporate into the programme some critical reflection around traditional gender roles, thereby potentially addressing some of the victim 

blaming attitudes and narratives that appear to be based on these (Ben-David & Schneider, 2005), as well as recognising that males can 

also be victims of CSEA. 

7) Incorporate a more explicit discussion of healthy relationships and consent into this/another programme, to ensure young people develop 

an understanding of what is meant by ‘consent’, as well as of what characterises positive consensual interactions/healthy relationships.  

8) Consider incorporating into the programme some additional elements participants identified were lacking e.g. other forms of exploitation.  

9) Consider how CSEA elements could be woven into other programmes offered by the service, so that CSEA awareness and prevention 

messages are sustained over time (Bovarnick & Scott, 2016). Where schools have not received other programmes, consider how 

supplementary materials e.g. lesson plans can be enhanced to encourage ongoing discussion of these ideas. 

10)  Consider ways to tailor the programme to the particular needs of individual schools/regions. This would be in line with recommendations 

that SSAPPs be shaped via a collaborative needs-assessment with the school/other key stakeholders (Bovarnick & Scott, 2016). 
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Discussion 

This service-related project suggests that a school-based TiE programme can 

lead to increases in knowledge and awareness of CSEA and knowledge of risk-

prevention strategies for young people. The findings were well received by the 

service and consistent with their own observations. The evaluation identified aspects 

of the programme that were working well, including the effectiveness of the TiE 

format and its ability to convey CSEA-prevention information to young people. The 

focus groups suggested the timing of the programme had been appropriate, and that 

the content was sufficiently sensitive. Participants indicated some negative emotional 

impact but largely deemed this necessary for the subject matter.  

Areas for adjustment/improvement were also identified; key amongst these 

were the victim-blaming responses from participants, the lack of useable 

questionnaire measures and some issues with believability. The evaluation also 

identified the importance that young people have information on consent and healthy 

relationships, and that this be supplemented if they have not received a programme 

covering this before. Additionally, participants identified that not all young people 

took the programme ‘seriously’.  

Based on this, a number of recommendations were fed back which enabled 

the service to make changes to the current programme, as well as considering how 

further modifications may be incorporated in future. Some of these recommendations 

were applicable to other TiE programmes offered by the service. 

In terms of wider literature, the findings from this SRP are consistent with 

research showing that knowledge gain is the most commonly captured outcome for 

SSAPPs; likely due to the relative ease of measurement (Fryda and Hulme, 2014). 

However, it is unclear whether improving young people’s attitudes and knowledge 

around CSEA leads to a reduction in victimisation (Williams, 2019). Prevention 

education does not necessarily stop abuse from occurring (Finkelhor et al., 1995), 

and young people who understand prevention information can still experience CSEA 

(Pelcovitz et al., 1992).  

The findings suggest that TIE was an effective medium through which to 

deliver CSEA-prevention messages, adding to an emerging body of evidence for this 

approach e.g., Fryda and Hulme (2014). However, as with the majority of SSAPPs 

reviewed here, the programme evaluated did not make use of standardised evaluation 
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measures but developed their own questionnaires. This is despite the existence of 

several standardised measures for evaluating SSAPPs, including the Children’s 

Knowledge of Abuse Questionnaire (Tutty, 1992) (used by Daigneault et al., 2012) 

and the “What If” Situations Test (Saslawsky & Wurtele, 1985) (used by Chen et al., 

2012, and Daigneault et al., 2012) in adapted forms. Adapting a standardised 

measure may be a means through which programmes can more meaningfully 

measure their impact and would enable more accurate comparison of different 

interventions, including TIE as a delivery method. 

Whilst there was significant discussion about timing in the focus groups, 

none of the participants suggested it had been shown to them too early, and many 

endorsed showing it to younger children. Prevalence data collected in the UK shows 

that around half of CSEA experiences take place prior to secondary school age 

(Office for National Statistics, 2020), suggesting there is a case to be made for 

introducing these ideas earlier in education. 

An awareness of the victim-blaming attitudes held by society at large was 

evident in the discussions of some participants, suggesting where some of the views 

they endorsed may originate from. Unfortunately, British young people and adults 

alike are presented with many examples of victim-blaming narratives in the media, 

often with police/judicial systems implicated (e.g., Halliday, 2019; Petter, 2019). 

Challenging these is therefore likely to be a substantial and enduring task for 

services, and we must also be realistic about how much change they can hope to 

achieve for young people whilst segments of the adult world still subscribe to these 

views.  

However, research does demonstrate a link between victim-blaming and 

traditional views of gender roles (Ben-David & Schneider, 2005) showing that 

people are more likely to blame a woman for being sexually assaulted if they view 

her as being non-conforming to stereotypically female behaviours and traits (e.g., 

Kunst et al., 2018). As raised by the PPE consultant, it is also important to represent 

the fact that males too can be victims of CSEA. Research highlights how gendered 

assumptions that only females are vulnerable to CSEA can cause professionals to 

overlook signs of abuse in boys and make boys themselves even less likely to 

disclose (Victim Support, 2018). These findings suggest that confronting perceptions 

of traditional gender roles may be a route through which SSAPPs could open up a 
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dialogue about these issues and this was important feedback for the organisation in 

this instance. [For a fuller discussion of how the findings relate to the wider 

literature, see May et al (2021).]   

 

Limitations 

The pre-post questionnaire data gathered by the service was unfortunately 

unusable, meaning the evaluation lacks more objective measures of 

knowledge/awareness change. Participants in the focus groups were self-selecting, 

possibly indicating they were more engaged/impacted by the programme and less 

representative of their year groups at large.  

As individual speakers could not be identified, it was not possible to establish 

the number of participants who endorsed particular views or to analyse the data 

according to gender. In light of research linking victim-blaming to traditional views 

of gender roles this would have been interesting to analyse. The groups also notably 

contained many more females than males. Research suggests girls may have a 

preference for sitting and talking about issues whereas boys may engage more with 

kinaesthetic activities (Stanley et al., 2011). 

Absent from this evaluation is any consideration of the needs of young 

people with learning disabilities, who are more vulnerable to experiencing CSEA 

and less able to access support and protection (Franklin et al., 2015). As highlighted 

by the PPE consultant, it is important to be culturally sensitive in delivering 

education of all forms, and this evaluation neglected to ask young people how well 

this had been achieved, or to capture data on cultural/ethnic diversity. 

Finally, the lack of conclusive evidence that CSEA education leads to 

prevention caused Eaton and Holmes (2017) to recommend that SSAPPs cannot be 

seen as preventative, though they may be beneficial. SSAPPs have also been 

criticised for the inherent assumption that young people have the power to avoid 

being exploited (Williams, 2019). Eaton (2017) cautions that we must retain a 

critical perspective on organisations who stand to benefit from the narrative that 

mere education can prevent CSEA.   
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Conclusion 

This service evaluation incorporated consultation with the NHS, a PPE 

representative and the service lead.  Focus group analysis provided preliminary 

indication that young people reported that the TiE programme increased their 

capacity to spot signs of CSEA, maintain their own safety and feel confident in 

seeking help. Evaluation suggested that, overall, the programme was well received 

by young people, though areas for improvement were identified. Recommendations 

for achieving these were accepted by the service and continue to inform the 

development of this and other programmes. 
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Appendices 

Appendix A: Research paper by May et al (2021) 

https://www.frontiersin.org/articles/10.3389/fpsyg.2020.609958/full 

Appendix B: Aims of the programme as identified by the service 

Attitudes and Values 

• Young people have an increased awareness of what makes a safe 

and unsafe relationship. 

• Young people have an increased awareness of grooming/ child 

sexual exploitation of both young women and men by individuals, 

groups and gangs. 

• Young people have increased empathy for all victims of child 

sexual exploitation including male victims. 

• Young people have increased awareness of how easy it could be 

for someone to be groomed and sexually exploited and how hard it 

can be for them to get out. 

 

Skills 

• Young people have an increased ability to spot the signs of 

grooming and child sexual exploitation or abuse by individuals, 

groups and gangs. 

• Young people have an increased confidence in seeking help and 

support if they or anyone they know is affected by child sexual 

exploitation. 

• Young people have an increased ability to maintain their own personal safety 

and stay safe online. 

  

Knowledge 

• Young people have increased knowledge of the physical and 

emotional implications of child sexual exploitation. 

• Young people have increased knowledge of relevant and 

appropriate services that can offer help or support to young people 

around sexual exploitation, e.g. Say Childline, Umbrella 

https://www.frontiersin.org/articles/10.3389/fpsyg.2020.609958/full
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Appendix C: Information sheets; Consent and Assent forms 

   

 

Parent/Guardian Information Sheet 

The impact of Loudmouth’s theatre in education programme ‘Working for Marcus’ on 

young people 

What is the research? 

The University of Birmingham and the University of Bath, in collaboration with Loudmouth 

Theater in Education Company, are carrying out research with young people who have 

attended Loudmouth’s ‘Working for Marcus’ programme at ENTER NAME OF SCHOOL. 

‘Working for Marcus’ is a powerful theatre in education programme on (online) child sexual 

exploitation and abuse, which tackles issues of ‘grooming’ and child sexual exploitation in 

order to raise awareness among young people. The research aims to find out more about 

the impact of this programme on young people in terms of their experiences of attending 

the programme. Specifically, we are interested in what messages young people found to be 

most effective, helpful and useful, and what information they learnt from the programme 

which they didn’t know before. Any findings from the research will be used to inform and 

further develop ‘Working for Marcus’. The research team are offering young people who 

have attended the programme ‘Working for Marcus’ the opportunity to take part in the 

research.  

What is involved? 

If your child wishes to take part in this research, they will be invited to attend a focus group 

discussion of between 4-6 young people approximately 1-2 weeks after attending 

Loudmouth’s ‘Working for Marcus’ programme at your child’s school. The focus group 

discussion will be with a member of the research team (who has been police-checked and 

given clearance). Your child will be asked questions about what messages they found to be 

most effective, helpful and useful, and what information they learnt from ‘Working for 

Marcus’ which they didn’t know before. They do not have to answer any questions they do 

not want to, and can leave the focus group discussion at any time. The focus group 

discussion will last between 60-90 minutes.  

Protecting your child’s identity 

To protect your child’s identity, they will be given a fake name/pseudonym. As soon as the 

focus group discussion is complete, the content of the discussion will be linked to the fake 

name/pseudonym, rather than the name of your child. No personally identifying 

information from the focus group discussion will be transcribed. Only the member of the 

research team conducting the focus group discussion will know which contributions are 

associated with which young person. Your child’s fake name/pseudonym will be noted on 

their assent form, which will be stored in a secure filing cabinet in the secure office of 

Juliane Kloess at the University of Birmingham. She is the only person who will be able to 
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access your child’s assent form. All data will be treated and stored in accordance with the 

University of Birmingham’s data protection requirements of the Data Protection Act 2018. 

The focus group discussion will be audio-recorded using a Dictaphone. This is necessary for 

the focus group discussion to be analysed. The focus group discussions will be transcribed 

by a professional transcription service, who is a supplier of the University of Birmingham. 

As soon as the focus group discussion is transcribed, the audio recording will be deleted. 

No write-up of the research will contain any personally identifying information, and will 

therefore not include your child’s name or any other personal details.  

Although the focus group discussion is confidential, please be aware that should your child 

disclose anything indicating risk to themselves or another person, the member of the 

research team facilitating the discussion will need to pass this information on to the 

school’s safeguarding lead. 

What will happen with the information we collect? 

The information given during the focus group discussion is confidential and will be related 

to a fake name/pseudonym, which will be used throughout the report to protect your 

child’s identity. Alongside the fake name/pseudonym, which will imply their gender, their 

age is given. Young people at two different schools based in the Birmingham area will be 

invited to take part in the research. The research team will analyse the focus group 

discussions from the two schools to identify themes and trends. This analysis will form the 

basis of the report and recommendations.  

What happens next? 

You and your child will need to sign a form consenting to take part in the research. The 

focus group discussion will take place on ENTER DATE. There is no obligation for your child 

to take part. Your child does not have to answer any questions they do not want to answer, 

and can leave the focus group discussion at any time. You and your child are free to 

withdraw consent for the research team to use their contributions as part of the focus 

group discussion at any point up to two weeks after taking part (ENTER DATE). To remove 

their data, please email or write to Juliane Kloess, who is leading the research, to tell us 

that you/they do not want their information to be used anymore. Every effort will be made 

to not include child’s contributions in the transcription of the focus group discussion.  

 
Dr Juliane Kloess 
University of Birmingham 
52 Pritchatts Road 
Edgbaston 
Birmingham 
B15 2TT 
Telephone: 0121 414 3751 
E-mail: J.A.Kloess@bham.ac.uk 
 

If you have any questions about the research, please do not hesitate to get in touch with 

Juliane Kloess (see contact details above). Thank you for taking the time to read this 

information sheet and for considering this research! 

mailto:J.A.Kloess@bham.ac.uk
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Parent/Guardian’s Consent Form 

Thank you for giving your consent for your child to take part in this interview. Please read 

this form carefully and enter your initials in the relevant boxes before signing. 

I confirm that I have read the information sheet.  

I confirm that I have had the chance to ask any questions that I may have. 

 

I also confirm that I understand that:      

• my child’s information will be confidential and no one will be able to identify 
him/her 

• he/she will be given a fake name/pseudonym to protect his/her identity 

• only the forms to consent to taking part in the research will contain my child’s 
name and their fake name/pseudonym – Juliane Kloess is the only person who will 
have access to the forms that connect my child’s name with the fake 
name/pseudonym 

• the forms that link my child’s fake name/pseudonym with his/her true name will be 
stored in a secure filing cabinet in the secure office of Juliane Kloess at the 
University of Birmingham 

• the focus group discussion will be audio-recorded to allow transcription and data 
analysis 

• although the focus group discussion is confidential, if my child says anything in the 
discussion that refers to an offence that was unknown to police before or causes 
risk to a person, the member of the research team facilitating the discussion will 
need to pass this information on to the school’s safeguarding lead 

• my child can take a break or leave the focus group discussion at any time 

• my child does not have to answer any questions he/she doesn’t want to answer, 
and he/she can leave the focus group discussion at any point 

• after the focus group discussion is complete, my child is still free to withdraw from 
the research up to two weeks after taking part, which will result in his/her 
contributions to the focus group discussion being excluded from transcription. 
Every effort will be made to achieve this. 
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I, ……………………………………, currently have parental responsibility for 

………………………………………… . 

 

This form only applies to my consent for the interview being conducted on 

……………………………… . 

 

Signed: ………………………………………………………… Date: ……………… Parental Signature 

 

Signed: …………………………………………………… Date: ……………… Researcher 

Signature 

 

   

 

Young Person’s Information Sheet 

The impact of Loudmouth’s theater in education programme ‘Working for Marcus’ on 

young people 

 

What is the research? 

Three organisations (the University of Birmingham, the University of Bath, and Loudmouth) 

are doing some research to explore your experience of attending Loudmouth’s theatre in 

education programme ‘Working for Marcus’ at your school. We are interested to hear from 

you about what you learnt and which aspects of the programme you liked best.  

What does taking part involve? 

If you would like to take part in this research, you will be invited to attend a focus group 

discussion of between 4-6 young people approximately 1-2 weeks after attending 

Loudmouth’s ‘Working for Marcus’ programme at your school. The focus group discussion 

will be with a woman from the research team – she is called Kari. She will ask questions 

about what you thought of ‘Working for Marcus’. You don’t have to answer any questions 

you don’t want to answer, and you can leave the focus group discussion at any time. The 

focus group discussion will last between 60-90 minutes. 

 

 



RESEARCH PORTFOLIO                                                                                                   121 

 

 
 

Other things you need to know: 

• Taking part in the research is completely voluntary – you do not have to take part if 
you do not want to. 

• Because you are under the age of 16, we also need your parent/guardian to agree 
that you can take part in the research. We have an information pack for them with 
all the information about the research.  

• What you say in the focus group discussion will feed into a report, but your name 
and anything else that could be used to work out who you are will never be used. 
The only person who will meet you and hear what you say will be Kari. The forms 
where you and your parent/guardian agree that you can take part in the research 
are the only files with your name on. They will be stored in a secure filing cabinet in 
a secure office of Juliane Kloess at the University of Birmingham, and in accordance 
with the University of Birmingham’s rules for data protection. 

• The focus group discussion will be recorded so that Kari can remember what was 
said. Someone who is really good at fast typing will help Kari write it all down after 
the focus group discussion and then delete the recording.  

• We might quote things you or your classmates have said in our report, but we 
would use a fake name and also change any details that could identify someone, 
like where someone lives. 

• We will analyse the focus group discussion with you and your classmates and look 
for themes/trends. We will write about this analysis in a report. 

• We won’t tell anyone what you said unless it makes us worry that you or someone 
else is being harmed or hurt. Then we would need to tell your school’s 
safeguarding lead – we would talk to you about this and explain it first. 

• You might change your mind and no longer want what you said to be used in the 
research. That is absolutely fine. If you decide this, please email or write to Juliane 
Kloess, who is leading the research. Her address is: 
 

Dr Juliane Kloess 
University of Birmingham 
52 Pritchatts Road 
Edgbaston 
Birmingham 
B15 2TT 
Telephone: 0121 414 3751 
E-mail: J.A.Kloess@bham.ac.uk 

 

Want to ask questions or advice and/or support? 

You can contact the research team at the address above or email or call Juliane Kloess 

using the contact details above if you have any questions in the future about the research, 

or if you feel you would like some extra support.  

Alternatively, here are some organisations that can help you if you feel worried at any point 

in the future: 

 

mailto:J.A.Kloess@bham.ac.uk
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Childline: To talk to someone who cares about anything that is worrying you. Telephone: 

0800 11 11 (this number is free and won’t show up on your phone bill); Webpage: 

www.childline.org.uk.  

CEOP website for Young People: For advice about how to stay safe online and extra 

support. Webpage: www.thinkuknow.co.uk.   

Beatbullying: For advice if someone is bullying you, you can chat to other young people 

who have had similar experiences in the past. Webpage: www.cybermentors.org.uk.   

Thank you for taking the time to read this information sheet and for considering this 

research!  

 

   

 

 

Young Person’s Consent Form 

Thank you for agreeing to take part in this research. Please enter your initials in the boxes 

that apply to you and sign at the bottom. 

 

I have read the information sheet.  

 

I have had the chance to ask any questions and  

I am happy with the answers. 

I can choose whether or not to take part in the research. 

I would like to take part in the research. 

 

I understand that I will be talking to a researcher about my 

experience of attending ‘Working with Marcus’. 

 

I understand that:    

• Only the research team will be able to connect my name with the information I 
give; 

• My name will not be mentioned in the research report, 

• The focus group discussion will be recorded and the recording will be deleted as 
soon as it has been typed up without any names, 

• I can take a break at any time, 

http://www.childline.org.uk/
http://www.thinkuknow.co.uk/
http://www.cybermentors.org.uk/
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• I do not have to answer any questions that I don’t want to answer, 

• I can change my mind about taking part at any time and this will not change the 
way people treat me, and  

• Everything I say will be kept private unless I say that someone is hurting me or 
someone else. 

 

 

 

This form applies to my consent for the research being conducted on 

…………………………………………… . 

 

Signed: ………………………………………………………… Date: ……………… Participant 

Signature 

 

Signed: ………………………………………………………… Date: ……………… Researcher 

Signature 
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Appendix D: Semi structured interview schedule  

Proposed Question Schedule for Focus Group Discussion 

Generic question about the performance: 

• What did you think about the performance? 

Gaining a sense of views about the content/information of the performance: 

• Let’s talk about the PERFORMANCE first. Did you or your classmates have 

any ideas/thoughts about what you would see/hear? Did it meet your 

expectations? 

• What did you think about the information that was provided? (prompt if 

needed: anything helpful/useful; not helpful/not useful?) 

• Did you get a sense of what your friends and/or classmates thought? 

• Was any of the information new for you/something you didn’t know about 

before? 

• Was there anything that was not covered which you think would have been 

important to include? 

• What did you feel towards the character Kath? (prompt if needed: Did your 

feelings about Kath change from the beginning to the end of the 

performance? If yes, why do you think that was?; trying to get here at things 

like empathy, victim blaming, or feeling it could be them) 

• What did you feel towards the character Michael? (prompt if needed: Did 

your feelings about Michael change from the beginning to the end of the 

performance? If yes, why do you think that was?) 

Generic question about the workshop: 

• Let’s move on to talk about the workshop with the actors – what did you 

think of it? 

Gaining a sense of views about the consent/information about the workshop: 

• Did you or your classmates have any ideas/thoughts about what you would 

see/hear? Did it meet your expectations? 
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• What did you think about the information that was provided? (prompt if 

needed: anything helpful/useful; not helpful/not useful? If not, why not?) 

• Did you get a sense of what your friends and/or classmates thought? 

• Was any of the information new for you/something you didn’t know about 

before? 

• Was there anything that was not covered which you think would have been 

important to include? 

• What did you feel towards the character Jay? (prompt if needed: Did your 

feelings about Jay change from the beginning to the end of the 

performance? If yes, why do you think that was?; trying to get here at things 

like empathy, victim blaming, or feeling it could be them)  

• What did you feel towards the character Callum? (prompt if needed: Did 

your feelings about Callum change from the beginning to the end of the 

performance? If yes, why do you think that was?) 

Gaining a sense of the impact: 

• How did the programme make you feel? (e.g., happy, angry, upset, 

embarrassed, confused, worried)? (prompt if needed: what were your 

feelings in relation to? (e.g., content, characters, topic)) 

• If mentioning negative emotions: Even if you found it/felt (emotional 

response), do you think the programme was sensitively delivered/sensitive 

to the audience?  

• What are the main points you took away from the day? 

• Is there anything you think you would do differently now after attending the 

programme? 

• What was your view of the characters at the time of the 

performance/workshop? Do you think your attitude towards them changed 

throughout the day? 

• Do you think attending the programme will help you in your life (e.g., in your 

relationships)? If so, how? 

• Did the programme help you to learn about ‘consent’ and ‘healthy 

relationships’? If so, how? 
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• Do you think/feel you know who to turn to if you were worried about 

something? 

• Is the programme something you would recommend to a friend? Or to a 

school, to show to all of their students? 

• Do you think this was the right time for you to take part? Or do you think it 

was too early/late? If so, what do you think would be the right time?  
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Appendix E: Summary of Key Findings 

Information and Detail Delivered  

➢ Data suggests that young people have gained knowledge from WFM, 

including knowledge on other forms of CSEA, victims, perpetrators, 

unhealthy and abusive relationships, how to avoid harm and what to do if bad 

things happen.  

➢ Increased awareness seems to have been achieved. The themes ‘what to do if 

bad things happen’, and subthemes ‘being wary’ and ‘being careful on social 

media’, suggest that participants identified ways they could change their 

behaviour; however, it is not possible to determine whether this translates 

into actual behavioural change 

➢ Participants highlighted that they would like more information in some areas: 

in particular on the concept of consent, but also in terms of the views and 

experiences of other characters and on other forms of abuse/exploitation.  

➢ Responses relating to relationships and consent suggested that participants 

were defining these in terms of what they are not; in other words, only 

identifying aspects of abusive and nonconsensual relationships.  

➢ Despite expressing sympathy for the victim and dislike/disgust for the 

perpetrator, victim blaming was still clearly evident. However, there were 

interesting nuances and contradictions in that many participants also 

identified the extent of the perpetrator’s trickery and manipulation and 

acknowledged that the victim may not have had access to information that 

might have protected her. 

 

Format and Timing 

➢ The majority of young people reported that the theatre-in-education element 

of the programme helped them to connect with and remember the story, as 

well as making it more real – ‘better than just being told’. However, it should 

be borne in mind that participants were a self-selecting group and that they 

also made reference to the fact that some of their peers had found the 

performance funny or ‘cringe’.  
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➢ Participants in one focus group identified that it was helpful to have WFM at 

school because it meant peers and teaching staff were all exposed to the same 

information at the same time. Specific questions about location were not 

asked in the interview schedule.  

➢ Whilst the majority of young people felt they had received the programme at 

the right time, some participants (from both Year 9 and Year 10) also 

endorsed having this information earlier (e.g. at the start of secondary 

school), though there was some debate on how early was ‘too early’.  

➢ Whilst participants reported negative emotional responses to the 

performance, they also strongly endorsed that this was necessary for the 

subject matter and message.  

➢ Some participants raised the issue of believability in terms of the actor’s age, 

and also suggested that WFM made it look ‘too easy’ for the perpetrator to 

groom the victim and did not represent the lengths they could go to in real 

life. They also acknowledged that signs of CSEA may be much harder to spot 

in real life. 

➢ Some participants reported that they/their peers found the production ‘funny’ 

and/or cringeworthy, suggesting that some young people had not taken it 

seriously. Reasons for these views were not explored further but some 

participants suggested peers were ‘immature’. 
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Appendix F: Professional Report for the service  

 

 
 

A STUDY EVALUATING LOUDMOUTH’S 
THEATRE-IN-EDUCATION 

PROGRAMME ‘WORKING FOR 
MARCUS’:  

 
THE EXPERIENCES OF YOUNG PEOPLE IN TWO 

BIRMINGHAM SECONDARY SCHOOLS  
 

MAY 2020 
By Hannah May (University of Bath), Dr Kari Davies (University of 
Birmingham), Dr Juliane Kloess (University of Birmingham), and 
Professor Catherine Hamilton-Giachritsis (University of Bath).  

BACKGROUND 
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The study presented here is an extension of an existing working relationship 

between Loudmouth and researchers from the University of Birmingham (Juliane 

Kloess) and the University of Bath (Catherine Hamilton-Giachritsis). Loudmouth 

approached JK in April 2017 with a request to offer expertise to actors attending 

secondary schools in the Birmingham area in order to deliver a theatre-in-education 

programme (Working for Marcus) that aims to increase awareness around (online) 

child sexual exploitation in young people (i.e. Years 8-10). The researchers provided 

the actors with access to their publications, and offered advice and insight into 

certain aspects of offenders’ modus operandi, behaviour and motivation. 

Evidence suggests that general Internet safety programmes delivered in schools are 

not effective in terms of impacting on behavioural change in young people. 

Furthermore, common misperceptions exist around what constitutes ‘sexual 

grooming’ online, and sexual exploitation and abuse via Internet technologies 

respectively (Kloess, Seymour-Smith, Hamilton-Giachritsis, Long, Shipley, & Beech, 

2015; Kloess, Hamilton-Giachritsis, & Beech, 2019). According to a recent report 

documenting a piece of research conducted in collaboration between the NSPCC and 

the University of Bath, young people are calling for ‘online safety’ to be part of a 

broader education about healthy relationships and consent (Hamilton-Giachritsis, 

Hanson, Whittle, & Beech, 2017). In fact, Loudmouth, through delivering innovative 

theatre in education, tackle the important issues around these topics.  

Within the last year, Working for Marcus (WFM) was delivered to approximately 

22,000 young people, highlighting the immense opportunity to deliver their 

important messages around protecting and supporting young people in their 

relationships both online and offline. Anecdotal evidence also suggests that 

Loudmouth’s programme has motivated young people to come forward and disclose 

negative experiences online and/or experiences of sexual abuse. This emphasises the 

important role they play in raising awareness among young people, as well as having 

the potential to trigger positive behavioural change in them in the future.  

In terms of education initiatives and programmes, Finkelhor (2014) proposed that a 

more generic education about life skills, rather than a specialised Internet safety 

training, may have the potential to be more effective in terms of prevention. In 

addition to this, many programmes currently lack sufficient intensity, are dominated 

by scare messages, over-emphasise “stranger danger”, and rarely evaluate outcomes 

(Finkelhor, 2014). A recent evaluation of the effectiveness of Internet child safety 

material (as part of education programmes delivered in the US) revealed that critical 

elements of effective preventative measures were lacking (Finkelhor, 2014). The 

report further found that most young people are aware that engaging in certain 

behaviours online may be risky. Therefore, a more generic education about life skills 

that focuses on conflict management, empathy promotion, emotional regulation, 

consequence anticipation, refusal techniques, bystander mobilisation and help-

seeking not only equips young people with useful skills to handle, manage and deal 

with arising problems in the physical world, but also online.  
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Loudmouth actively promotes and teaches some of these skills within their 

programmes, and as such the study presented here formally set out to measure the 

impact of WFM on young people, not only for the purpose of developing our 

understanding of how young people perceive the messages covered, but also what it 

is that makes it “work”, with a particular focus on their approach and techniques 

employed.  

The Present Study 

The primary aim of the study presented here was to evaluate WFM, aimed at raising 

awareness of and preventing CSEA, by conducting focus groups with young people 

who had attended the performance and participated in the subsequent workshops. 

Prior research with survivors of CSEA suggests that educating young people about 

healthy relationships, sex and consent may help to prevent CSEA (e.g. Hamilton-

Giachritsis et al., 2017). Initially, the study also aimed to evaluate the programme 

through the analysis of the pre- and post-questionnaire data collected by 

Loudmouth during their attendance at schools. However, it became apparent these 

questionnaires had been completed anonymously so it was not possible to match 

the pre and post questionnaires by respondent. As such, this aim could not be 

pursued on this occasion. The main focus of the study was therefore to explore 

young people’s experiences of attending ‘Working for Marcus’, with a view to 

answering the following questions: 

1.) How did young people experience attending the programme? 

2.) What did young people find most helpful/useful? 

3.) What do young people know now (after watching WFM) that they did not 

know before? 

4.) What were young people’s views of the characters? 

5.) What was the impact of attending WFM on young people? 

6.) What additional elements did young people think would have been beneficial 

to include? 

7.) Did young people think the programme was delivered in the right format and 

at the right time? 

METHODOLOGY 

Ethics 

Full ethical approval for the study was granted by the Science, Technology, 

Engineering and Mathematics Ethical Review Committee at the University of 

Birmingham and the Psychology Research Ethics Committee at the University of 

Bath, UK. The researchers adhered to the British Psychological Society’s Code of 

Ethics and Conduct (2018) throughout the study. 

Sample/Participants 
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A total of four focus groups were conducted at two Birmingham secondary schools 

(i.e. two focus groups per school). One school booked the programme for their Year 

9 pupils, and the second school booked the programme for their Year 10 pupils. In 

both schools, WFM formed part of a dedicated day for pupils. Focus Group 1, Focus 

Group 27 and Focus Group 3 (females = 4) consisted of four participants each. Focus 

Group 3 consisted of six participants (females = 4, males = 2). 

Procedure 

The researchers visited the schools for the purpose of attending WFM. They were 

introduced to the pupils by the actors. At the end of the workshop part of WFM, the 

researchers informed the pupils about the possibility of taking part in a study that 

involved focus groups, and handed out information sheets to anyone who had 

expressed an interest. In the first school, all those interested in participating in the 

study wrote their names on a list, and were later handed consent forms by a 

member of teaching staff. In the second school, all those interested in participating 

in the study collected a consent form from the researcher, and teaching staff were 

given further copies to distribute to anyone who expressed an interest but had not 

collected a form.  

Consent and Assent 

Consent forms were distributed to interested young people as consent by 

parents/guardians was required in order for young people to take part in the study. 

Young people were asked to take the consent forms home in order to get them 

signed by their parents/guardians, and hand them back to a member of teaching 

staff who then liaised with the researchers over organising a date and time for the 

focus groups to take place. Prior to the commencement of the focus group 

discussions, young people were reminded of the purpose of the study, invited to ask 

any questions, and asked to sign an assent form. 

Data Collection 

The focus group discussions followed a semi-structured interview schedule, and 

involved asking participants about their experience of attending WFM (see 

Background section for the list of research questions; p. 3). Discussions were audio-

recorded using a Dictaphone and transcribed verbatim by a professional 

transcription service.  

Data Analysis 

The transcribed focus group discussions were analysed using Template Analysis. 

Template Analysis is a qualitative data analysis approach for thematically grouping 

and analysing text. It results in a list of codes (i.e. ‘template’), with hierarchical codes 

signifying themes that have been identified in the data. It differs from other forms of 

 
7 The gender of participants in Focus Group 1 and Focus Group 2 will be added at a later stage. This 
information is currently not accessible (due to it being held in JK’s office at the University of 
Birmingham). 
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thematic analysis in that some of these codes will be defined by the researcher in 

the form of a preliminary template prior to analysing the text. These will 

subsequently be expanded upon and modified throughout the process of data 

analysis (King, 2004). Transcripts were subsequently imported into NVivo12, a 

professional software package with the purpose of facilitating the process of 

qualitative data analysis.  

RESULTS 

In order to help make sense of the data derived from the focus group discussions, 

the themes were amalgamated into two overarching categories, namely 

‘Information and Detail Delivered’ and ‘Format and Timing’. 

Information and Detail Delivered 

This superordinate theme (or category) presents young people’s views of the 

content and level of detail provided as part of WFM. Participants’ responses 

indicated that they learnt about the following aspects from the programme: (i) 

avoiding harm; (ii) what to do if bad things happen; (iii) characteristics of victims and 

perpetrators; (iv) healthy vs. abusive relationships; and (v) the various forms CSEA 

can take. Participants also reported that they would have liked more 

detail/information about related topics, such as consent.  

Seven themes (made up of a further 24 subthemes) are captured within this 

superordinate theme (see Figure 1). Themes are denoted by the following 

subheadings, with further subthemes referred to in the body of the text8.  

 

 

 

 

 

 

 

 

 

 

 

 
8 For example, the theme ‘Avoiding Harm’ contains two subthemes, namely ‘Becoming aware’ and 
‘Being wary (Being careful on social media)’. ‘Being wary’ contained a further second-order subtheme 
(‘Being careful on social media’). Second-order subthemes appear in brackets. 
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Figure 1 

Mindmap of Themes and Subthemes for the Superordinate Theme ‘Information and Detail Delivered’ 
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Theme 1: Avoiding Harm 

This theme summarises a sense of young people becoming aware of the risks and 

the potential consequences of interactions, along with a suggestion of how their 

behaviour may change as a result, particularly with regard to social media use. It 

includes the subthemes ‘Becoming aware’ and ‘Being wary (Being careful on social 

media)’. As one participant noted: “It [the performance] makes you aware of 

like…makes you aware of what might happen.” (FG4) The extracts presented here 

were typical of many responses where the word ‘aware’ was used alongside a non-

specific sense of negative consequences: 

Just being more aware and like there’s…there’s people that claim that they’re 

someone else and that you need to have a better mindset and more…you 

need to be more mature in the way you do things, because you might make 

one small mistake or just reply to someone, and that could be the worst 

mistake you ever made. (FG2) 

Across the focus group discussions, there was a sense that this new awareness of 

potential risk was being translated into wary and less trusting behaviour by 

participants:  

Just be careful, even if it’s not online and it’s meeting somebody in real 

life…it’s just being really careful who you trust and how quickly you trust 

somebody before you know more about them. (FG3) 

I’d say just…just be careful out there, just like [there’s all] evil people. (FG2) 

Much of the behavioural change participants mentioned was focused around the use 

of social media or Internet communication platforms, which was identified as a 

common pattern across all focus group discussions: 

Be suspicious, like if a boy…if a man started texting you, just block them or 

remove them or report them, say if it was Instagram or something, just try 

and block them, report them, so you don’t have to get yourself into a 

situation like Caz’s situation. (FG4) 

Like when it comes to having private accounts on social media, only accept 

the people you know because then you know what they’re like and you can 

trust them more because you already know them in person. (FG3) 

Theme 2: What to Do if Bad Things Happen 

This theme summarises young people’s understanding of what they think they 

should do if they spot any signs of CSEA (involving either themselves or 

friends/peers), as well as what may happen if they chose to seek help. It includes the 

subthemes ‘How to seek help and what to expect’ and ‘Helping each other’. 

Participants across all four focus groups talked about where they could go for help 

and/or advice, including Childline, Umbrella, teachers and family members. In 

addition to this practical knowledge, participants in three of the focus groups 
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emphasised the importance of having reassurance about confidentiality should they 

come forward/wish to speak to someone: 

When you’re growing up, you always know the people that you can turn to, 

but I think it’s good to have extra information, and maybe societies that you 

don’t know at all that you can go to anonymously and like talk about it with 

because, sometimes, it’s things that you don’t want to share with anyone you 

know because maybe you don’t want to be judged or you think it’s going to 

change their opinion of you. But if you can go anonymously and say, “This is 

happening,” and get help for that, that’s really good. (FG3) 

In two of the focus groups (each from a different school and as such representing a 

different year group), participants spoke about being able to spot the signs of 

someone struggling and/or having issues (both in themselves and friends/peers) 

after seeing the programme, and how this shared recognition would enable them to 

support one another: 

Because like it wasn’t just like…like there was – like people that like, if that 

happened to me, I’d talk to, they also have seen it as well. So, like say if…say if 

certain…someone was to like text me or something, and I told my friend, they 

would have that in their minds then too. I would have it, and other people 

would have it, so it’s like it’s distributed a lot through our age group. (FG1) 

Theme 3: Victims  

This theme summarises a common pattern across all four focus group discussions 

which represents young people’s views of the victim character in WFM (i.e. Caz). It 

includes the subthemes ‘Victim blaming’, ‘Impact of abuse’ (‘Societal victim 

blaming’), and ‘Views of victim’ (‘Naïve or stupid?’, ‘Innocent and uninformed’, ‘Pity 

and sympathy’, ‘Wanted things from perpetrator’), which capture a range of often 

contradictory perspectives about Caz’s actions and the causes behind them. Each of 

the subthemes are outlined in more detail below. 

Victim blaming. Some participants in each of the focus groups made 

statements which might be considered examples of victim blaming. They thereby 

held Caz at least partially responsible for being abused. Many participants made 

reference to the warning signs the perpetrator had displayed, and how they 

themselves had ‘known’ that “there was something wrong with him” (FG1). Some 

quotes illustrate how some participants appeared to suggest that Caz’s failure to 

recognise these signs, and/or her ‘irresponsible’ behaviour, made her at least 

somewhat culpable for what followed: 

I personally think that the fact that she’s 14 and she went into a bar and had 

like drinks, it was irresponsible in a way because she shouldn’t have been like 

met someone online and, “Oh, I’m going to go and meet you in person,” and I 

just thought…there was a lot of irresponsibility. And, throughout it, I didn’t 

really change and felt like [it was irresponsible] but I did feel like really 

sympathy for her because she’s like obviously thought this person trusted her 
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and that…that trust was there, but then again, she was just being a bit 

irresponsible, in my opinion. I did feel bad for her but she was a bit 

irresponsible. (FG3) 

I have empathy for her because he took it too far, but then I kind of don’t 

because she went and met up with him and still stayed with him after he lied 

about his age, and, em, even what he did the first time, and still carried on. 

(FG4) 

However, while some participants’ apparent attribution of blame to Caz did not 

seem to shift, there was a sense that they felt more empathy for her as the story 

progressed:  

At the start, I was kind of like…like I was kind of angry with her, like what is 

she doing, like why is she talking to random people, and then, as it went on, I 

was like, yes, she made a mistake, but then it shouldn’t have got this far, and I 

felt really bad for her, so […]. (FG2) 

In two of the focus group discussions, there was some debate around the degree of 

blame the victim deserved, with participants often contradicting both each other 

and at times themselves: 

I don’t think it was all down to him. I think, in the first place, like social media 

is obviously a big platform that people talk about with all this thing happening 

about vulnerability and stuff, but she shouldn’t have done it in the first place. 

But even if she did, or if she was put in that place without her even doing that, 

then it was obviously his fault because he’s manipulated her into thinking that 

he’s some angel come into her life and helping her out with situations, but, 

really, he’s there to just ruin her and to just make things out of her, which 

is…which is why it’s his fault. (FG2) 

I feel like she deserves 20% of the blame, and he deserves 85%. […] So, you 

can also put 80% of the blame on Marcus, 5% on Caz, and then that other 

15% can just go to the school, her parents, and people like that who haven’t 

told her. (FG1) 

Impact of abuse. The majority of participants appeared to be anticipating 

that CSEA would have far-reaching consequences for the victim, and spoke of Caz’s 

life being ‘ruined’ or ‘wasted’. In two focus group discussions, participants’ 

perceptions of these consequences seemed to be influenced by societal attitudes 

towards victims of CSEA:  

Because he said, he said something like, “Nobody’s going to want damaged 

goods” – that’s what he said… And like that obviously hit her because she 

knows it’s true. So, in that situation, she’d probably think to herself, “Is it 

better for me to just leave it, rather than being demeaned in society, or 

should I go out there and try and work harder to get out of it?” and that’s 

obviously a hard situation to get yourself out of... . (FG2) 
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Views of victim. Participants expressed a variety of different views of and 

feelings towards Caz, including: a) pitying her, b) seeing her as innocent, c) debating 

whether she was naïve or stupid, and d) thinking that she wanted things from the 

perpetrator (Table 1). Interestingly (in light of the victim blaming demonstrated 

above), participants in two of the focus groups suggested that it was not Caz’s fault 

that she lacked information about CSEA, and that others were to blame for failing to 

give her the relevant knowledge that might have protected her. 

Table 1 

Themes and Quotes Identified in Relation to Views of the Victim 

 Quotes 

Pity and 
sympathy 

I pitied her. I mean, it was just sad, like she wasted so much time for 
her…like of her life, just because of one mistake she made. (FG1) 

Because I generally think that she was just like, you know, trying to 
get…trying to be happy and all, but like…things like didn’t go the way that 
she wanted, so I kind of felt sorry for her really. (FG3) 

Innocent and 
uninformed  

She’s still like an innocent child who doesn’t understand like what’s going on 
in the world.” (FG3) 

P1: Yeah. Because I don’t think anyone told Caz what, em, people would do to 
her. 

P2: Yeah, she hasn’t been educated correctly. (FG1) 

Naïve or stupid?  P1: She was a stupid teenager. 

P2: No, she wasn’t!   

P1: Yes, she was. 

P2: She wasn’t stupid, she was naïve – there’s a difference. 

P1: Yeah, innocent but stupid, so, you know…naïve… . 

P2: No, naïve and stupid are two different things. (FG1) 

Wanted things 
from perpetrator  

There was like someone who was being there and like kind of…being that 
person that she could go to because there was no one else for her to go to. 
So, it’s like…she saw him as like a cool person in a way because he was 
offering her like things that like she couldn’t go and get herself, like alcohol 
and things like that. (FG3) 

I think that like…you see like…she wanted that…love from somebody, like for 
someone to comfort her and all that stuff, because you could tell by the way 
– like she was going…like she was on her page looking, like going with the 
intention to look for males like…and then… . (FG2) 
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Theme 4: Perpetrators 

This theme summarises the negative views young people expressed about 

perpetrators of CSEA, and Marcus respectively. It includes the subthemes ‘Blaming 

the perpetrator’, ‘Dislike and distrust’, and ‘Manipulative and dishonest’. Participants 

expressed almost globally negative views about Marcus, with responses indicating 

that they blamed him for his actions, disliked and distrusted him, and viewed him as 

manipulative and dishonest (Table 2). It was notable that despite the prevalence of 

victim blaming, it was clear that participants in three of the focus groups blamed the 

perpetrator too.  

Table 2 

Themes and Quotes Identified in Relation to Views of the Perpetrator 

 Quotes 

Blaming the 
perpetrator 

I really dislike him because like he’s like, what, 20, he knows like 
faking his age is wrong, especially to a 14-year-old, because he 
knows that they’ll fall for it because of how young they are, so, 
obviously, he knew that was wrong.  So, like I don’t really like 
him for doing that. (FG3) 

I don’t think she got herself in – like she was naïve in that she 
didn’t…she didn’t know to like…she didn’t block him 
straightaway.  However, it’s still his fault, like you can’t blame 
the girl. (FG1) 

Dislike and 
disgust  

Dehumanising. To [make like] a 14-year-old girl have sex with 
men so he can get money – I thought it was absolutely 
disgusting! Horrible! (FG3) 

I don’t like him. I don’t like him. (FG2) 

Manipulative and 
dishonest  

Him talking to her constantly and like just saying things and 
muddling up her own words and making her think randomly, 
making her confused herself, she won’t know, in that situation, 
like she won’t know whether she did say yes or no, like she will 
just be confused because he’s just constantly confused her and 
manipulated her. (FG2) 

He was lying the whole time. (FG1) 

 

Theme 5: Relationships 

Young people predominantly spoke about negative, abusive or non-consensual 

aspects of romantic relationships, as captured in the subthemes ‘What an unhealthy 

relationship looks like’ (‘Consent’) and ‘Abusive relationships’ (‘Getting tricked and 

manipulated’, ‘Significance of emotional connection’). It was of particular note that 

they were able to offer little explanation and/or understanding of what a ‘healthy 

relationship’ entails, and mostly defined a ‘healthy relationship’ in terms of what it is 
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not, thereby focusing minimally on any positive relationship aspects. While present 

across three of the focus group discussions, ‘What an unhealthy relationship looks 

like’ was merely referred to marginally: 

Because I think, if you feel like you can talk to someone and tell them that you 

don’t want to or you do, that’s a healthy relationship, but if you’re constantly 

living in fear and thinking, oh, when I get home, I can’t…I can’t do something 

or I can’t do this because someone’s going to say something or I’m going to 

be judged or something, that’s an unhealthy relationship because you’re 

constantly living in the fear that you’re going to be judged or you’re going to 

be hurt or something if you don’t, if you don’t agree to it, which is probably 

how she felt. (FG2) 

Participants briefly discussed the importance of consent, however, they mainly 

referred to it as an aspect that characterises a healthy relationship. As the following 

extract illustrates, the majority of participants did not go on to define it, nor 

explained how they thought it was established, but merely discussed it in terms of its 

absence and the ensuing consequences thereof, as well as instances where consent 

was not given:  

Em, so you’ve got to have consent off both people, but not underage, because 

if you’re underage, then obviously, yeah… But there’s got to be consent off 

both people for it happen, otherwise it can get a bit serious within court and 

police and stuff like that so… . (FG4) 

Participants in all of the focus groups identified trickery and manipulation as key 

features of abusive relationships, with many participants expressing surprise that a 

victim could be manipulated into such situations without the use of overt force: 

I obviously knew that things like this happened and I was like aware that 

people can get involved in things they don’t want to get involved in, but I 

thought it was more like people would be forced or pressured into it, rather 

than doing it because they wanted to protect the person that was getting 

them involved because they’d like tricked them that much. I thought that was 

really kind of…terrible. (FG3) 

Related to this was a sense of realisation amongst participants that victims may have 

feelings for their abusers, and that this is how they are able to exploit them, resulting 

in victims agreeing to things they would never otherwise have agreed to: 

When I watched the performance, I knew the majority of the things that was 

going on, like I like understood it and I already was like aware of it, but the 

one thing that like I definitely got informed about was about, em, the way 

someone can use someone else to do something for them, like have sex with 

multiple people and…because they know that that one person has like an 

emotional connection to them. (FG3) 
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Theme 6: The Extent and Variety of CSEA 

Participants in two of the focus groups reported that they had learnt more about 

other potential forms of exploitation and abuse through WFM, explaining that they 

had known about single-perpetrator-to-single-victim abuse, but were not aware 

(prior to WFM) of multiple victims being abused by one perpetrator, and/or one 

victim being abused by multiple perpetrators: 

…it doesn’t have to be the person at hand who is like abusing them sexually or 

physically, it can be multiple people who they might not even know. (FG3) 

Theme 7: More Information Needed 

This theme summarises the range of topics young people highlighted as 

wanting more information about. It consists of the subthemes ‘Other forms of 

exploitation and abuse’, ‘Views of other characters’, and ‘More on consent’. There 

were various suggestions from participants regarding other forms of abuse they 

thought should be depicted, including county lines, radicalisation/extremism, and 

indecent images of children. Participants in two of the focus groups reported that 

they would have liked to hear the views and experiences of other characters, such as 

Marcus and Caz’s parents (Table 3). In particular, and perhaps most significantly, 

consent was identified by some participants as an aspect deserving of and needing 

more attention. As can be seen in the extracts in Table 3, participants in two of the 

focus groups appeared to be confused about the concept of consent and what it 

meant/represented.  

Table 3 

Themes and Quotes Identified in Relation to Suggestions for More Information 

 Quotes 

Other forms of 
exploitation and 
abuse  

And, you know, the people in this school very, very need a 
workshop or a drama piece on child pornography because these 
little children are doing the most. They need lessons… . (FG1) 

That’s also why I think we need to learn more information about 
the other ones [forms of exploitation] because I wasn’t aware of 
the, em, travelling with drugs [to other people] because they 
didn’t want to – again, I can’t remember what it’s called. But I 
wasn’t aware of that at all, so that was something new to me, 
but that also made me realise, because it was also presented as 
one that…like the most common, right now, especially for young 
people, it really showed the fact that I feel like…sexual 
exploitation isn’t presented too much, but it’s presented like a 
lot more than everything else, and I feel like the others need to 
be addressed just as much as sexual exploitation.” (FG3) 
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Views of other 
characters  

I thought…you know how he did the [hot-seating] for, em, Caz, 
we could have like done that on Marcus to see what he would 
have done with…like why he was so desperate for money. 
(FG3) 

I think I would have liked to have seen what her family thought 
about it after and like people in the community, so like how she 
would go around… Like she said herself that people would still 
make snide remarks or some people will try and help her, but 
I’d like to see it, like I’d like to see her carrying on with her life 
and see how she gets through it or seeing how hard it is and 
how her – I want to see like her family’s opinions as to how…if 
they were being supportive or if they were like it’s also her 
fault. I wanted to see that as well. (FG4) 

More on consent I think, even though that grooming was a very good topic, they 
probably should have done like a different topic, like, like, em, 
consent and stuff like that, and more focus on consent and 
that because that’s stuff that happens more… . (FG1) 

Participant 1: Consent is a scary thing. 

Researcher: Consent? 

Participant 1: Yeah, because women can withdraw consent 
after – I can […]. 

Researcher: Well, anyone can withdraw consent. 

Participant 2: Anyone can withdraw – don’t just say women! 

Participant 1: I know, I know, I know, but it’s mostly women 
that do it. (FG1) 

Participant: I don’t get consent…like I don’t get it like… Not to 
like…I don’t want to sound rude, but like… 

Researcher: That’s alright, go on? 

Participant: How do you just not say no? (FG2) 

 

Format and Timing 

This superordinate theme (or category) presents young people’s views of the 

accessibility, appropriateness, and timeliness of WFM, as well as how effective, 

enjoyable and believable they found the programme, and the emotional impact it 

had on them. Six themes (made up of a further 20 subthemes) are captured within 

this superordinate theme (see Figure 2). Themes are denoted by the following 

subheadings, with further subthemes referred to in the body of the text. 
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Figure 2 

Mindmap of Themes and Subthemes for the Superordinate Theme ‘Format and Timing’ 
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Theme 1: Effectiveness 

This theme summarises young people’s views of the effectiveness of the format of 

WFM. It consists of two subthemes, namely ‘Use of theatre helped’ (‘Connecting 

with characters’, ‘Better than just being told’, ‘Memorable’, ‘Visualising’) and ‘Useful 

to have it at school’. A view strongly endorsed across all focus group discussions was 

the positive impact of using a live theatre performance to tell the story. Participants 

talked about how this helped them to connect more with the characters, and there 

was a sense that they were putting themselves in Caz’s shoes: 

I think just seeing it sort of performed, it just shows you what happens and 

the emotional level of the – like, for example, what was her name, Caz, Caz 

must have felt or how she [would be scarred] for the rest of her life. (FG3) 

Several participants made reference to being able ‘visualise’ the story (due to the 

live element of WFM), and that this along with the emotional connection to the 

characters made them more likely to remember what they had seen: 

But like…you only get this play like once, and the play is effective because 

you…you have it once and you visualise it, you see it, and it’s a good thing 

because you don’t forget it. Like I could remember that he said she’s damaged 

goods, but that only came to me because I actually remembered the play, and 

it kind of…and it kind of touched me. (FG2) 

Participants in one focus group reported that it was helpful to see WFM in the 

context of the school day, as this ensured that everyone (including teachers) was 

exposed to the same information: 

Because like it wasn’t just like…like there was – like people that like, if that 

happened to me, I’d talk to, they also have seen it as well.  So, like say if…say 

if certain…someone was to like text me or something, and I told my friend, 

they would have that in their minds then too.  I would have it, and other 

people would have it, so it’s like it’s distributed a lot through our age group. 

(FG2) 

 

Theme 2: Enjoyment 

Participants in three of the focus groups expressed that the performance had been 

“entertaining” (FG1) or enjoyable: “it was a good show and all” (FG3). 

Theme 3: Believability 

This theme summarises young people’s views on how believable they thought WFM 

was. It consists of two subthemes, namely ‘Believable’ and ‘Not believable enough’ 

(‘It’s different in real life’, ‘They made it look too easy’). While participants in three 

focus groups felt that WFM was believable, they were critical of some elements of 

the performance they perceived to be unrealistic. For example, participants in two 

focus groups particularly highlighted the evident discrepancy between Marcus’ true 
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age and the age he claimed to be: “His age. Like he’s saying he’s 17 but he looks like 

he’s 55…No one’s going to believe that.” (FG1) The same participants also reported 

that the performance made it look as though it was easy to avoid perpetrators:  

I think also that, em, in the drama, it was too easy for him to do it. Like people 

need to understand that they ain’t just going to do that. You’re going to like 

say, “Oh yeah, I wouldn’t let them take me out like that”. They need to 

understand that they will work harder. (FG1) 

A pattern that was identified in three of the focus group discussions was an 

acknowledgement by participants that reality would be different to watching a play. 

More specifically, participants realised that the warning signs that may have seemed 

obvious to them as an audience would be more difficult to spot in real life (being in 

Caz’s place): “If like, obviously, watching it, you can kind of maybe see where it’s 

going, but if you’re in that situation, you don’t have a clue what’s going to be 

happening in the future.” (FG3) 

Theme 4: Emotional Impact 

This theme summarises a range of emotions young people described feeling when 

watching WFM. It consists of four subthemes, namely ‘Upset and sad’, ‘Angry’, 

‘Worried and scared’, and ‘Upsetting but necessary’. A common pattern identified 

across all focus group discussions was participants reporting to have found the 

performance upsetting and/or sad and scary and/or worrying. In two of the focus 

group discussions, a pattern of anger was also identified. Despite participants 

reporting these negative emotional responses/states, there was a strong sense that 

the elements of the performance that were triggering those responses were 

necessary in order for WFM to be effective:  

Em, it was…it was sad, but at the same time, it was happy because now I 

know what is going to be happening around me. (FG4) 

Children can’t tell what that is, like they don’t know it’s grooming until you 

actually tell them what grooming is. (FG1) 

Participants in three focus groups felt that the delivery of WFM had been sufficiently 

sensitive, and again seemed to suggest that a degree of reality was important in 

delivering the message: 

I think it was like quite sensitive in the way it was delivered… But also, I think, 

with topics like this, there’s only a certain level of sensitivity you can provide 

because, at the end of the day, it needs to be a reality check. It needs to 

be…this happens and something needs to be done about it, basically. (FG3) 

Theme 5: Not Taken Seriously 

While this theme was not very prominent across the focus group discussions, there 

was a sense from some young people that WFM had not been taken seriously by 

everyone. Participants reported that this may have been due to different reasons, 
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represented in the subthemes of ‘Funny and cringe’ and ‘Some people are 

immature’. 

Yeah, like…em, like half of it, the first half of it was like…they thought it was 

like a bit funny and like, you know, cringe [laughing. (FG3) 

There’s always going to be immature people. (FG1)  

Theme 6: Timing 

This theme summarises the range of opinions expressed by young people about the 

timeliness of attending WFM. It consists of two subthemes, namely ‘Do it earlier (But 

not too early)’ and ‘Now is the right time’. The question around timing of the 

programme generated considerable discussion in all of the focus groups, with 

participants generally agreeing that now was a good time to have seen WFM, while 

also suggesting that it could be shown to younger children as well. Views on how 

much earlier young people should receive the programme were more varied. One 

participant endorsed seeing WFM both now and later: “I think it was a good time 

now, but I think they should warn us like again, so like for people who just didn’t take 

it seriously.” (FG3) 

Do it earlier (but not too early). While several responses cautioned against 

WFM being delivered too early (i.e. “Not to primary schools.” (FG1)), the majority of 

participants endorsed showing it to children younger than themselves, and 

suggested that if Caz had had more awareness of and information about CSEA when 

she was younger, this might have led to a different outcome for her: 

Caz, she was technically in the situation in our year group. She didn’t know 

about it before that. So, if she was maybe like 8, 9, like so it could start from 

there, and then having more conversations about it, it could progress until the 

full understanding, and like prevent stuff from happening, it would have had 

more of an effect for her to make the right decisions. (FG2) 

Now is the right time. Despite some debate on the issue of timing, 

participants in all focus groups endorsed that the time at which they had seen WFM 

was right. There was no suggestion that the timing was poor and/or inappropriate, 

and participants in all focus groups referred to the particular stage they are at in 

their lives, emphasising the relevance of WFM to this: 

This is the age where things like this can actually start happening to people 

we know.  Like it can happen younger, it can happen older, but around this 

age is when things can start, so it’s good to kind of prepare people with the 

knowledge so then, as things go forward, they can be more careful, be more 

prepared, and not get themselves into situations like this. (FG3)  
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SUMMARY OF FINDINGS 

Information and Detail Delivered: 

- Findings suggest that participants developed new knowledge from attending 

WFM, such as about other forms of CSEA, victims, perpetrators, unhealthy 

and abusive relationships, as well as how to avoid harm and what to do if 

‘bad things’ happen.  

- Participants demonstrated an increased awareness of the above, and clearly 

identified possible ways of changing their behaviour (by means of the 

subthemes ‘Being wary’ and ‘Being careful on social media’), however, it is 

not possible to determine whether this increased awareness translated into 

actual behavioural change.  

- Participants reported that they would have liked to receive more information 

about the concept of consent, and the views and experiences of other 

characters, especially Marcus and Caz’s parents.  

- Participants’ responses to questions about healthy relationships and consent 

suggest that they were defining these in terms of what they are not (i.e. by 

predominantly referring to aspects characteristic of unhealthy and abusive 

relationships). It may therefore be useful to include some modelling of 

healthy relationships and consent, particularly referring to the notion that 

consent is not static, but may change with someone changing their mind and 

withdrawing consent in the course of an interaction.  

- Despite expressing sympathy for the victim, and a strong dislike and/or 

disgust for the perpetrator, victim blaming was still very much present in 

participants’ responses. However, there were interesting nuances in 

participants’ responses in that they reflected on the fact that some 

manipulation may not be as overt, and therefore more subtle as a result.  

- While some participants blamed Caz for not heeding warning signs and 

engaging in ‘risky’ behaviour, others also felt that responsible others had 

failed in not providing her with the knowledge that would have allowed her 

to protect herself.  

Format and Timing: 

- The majority of participants reported that the theatre-in-education element 

of the programme helped them to connect with and remember the story, as 

well as making it more real – ‘better than just being told’. However, it is of 

note that participants self-selected to take part in the study, and also made 

reference to the fact that some of their classmates had found the 

performance ‘funny’ and/or ‘cringeworthy’.  
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- Some participants felt that it was beneficial for the programme to take place 

during school time, with everyone having to attend, and pupils and teachers 

thereby being taught and exposed to the same information. 

- Participants in all focus groups endorsed that they had received WFM at the 

right time. The majority of participants (from both Year 9 and Year 10) also 

agreed that it would be beneficial to have this information earlier (e.g. at the 

start of secondary school), suggesting that it should be shown to children 

younger than themselves. 

- While the focus group discussions featured some debate on how early was 

‘too early’, UK prevalence data highlight that around half of CSEA experienced 

by young people occurs prior to secondary school age (Office for National 

Statistics, 2020), suggesting that targeting younger year groups would indeed 

be helpful.  

- While participants reported negative emotional responses/states, there was 

also a strong sense that this was necessary and fitting given the purpose and 

subject matter of WFM.  

- Some participants raised the issue of believability in terms of the actor’s age, 

and also suggested that WFM made it look ‘too easy’ for the perpetrator to 

groom and abuse the victim in terms of not reflecting/representing the 

sometimes lengthy interactions that precede a physical meeting.  

- Participants acknowledged that warning signs of CSEA may be much harder to 

identify and spot in real life. Nevertheless, interestingly, this was not reflected 

in their views/perceptions of Caz. 

- Some participants reported that they and/or their classmates found the 

performance ‘funny’ and/or ‘cringeworthy’, suggesting that some young 

people had not taken it seriously. Participants were not forthcoming in terms 

of why they/their classmates thought this, and, on reflection, this is 

something the researchers should have clarified.  

RECOMMENDATIONS 

Based on the findings outlined above, the following recommendations are made: 

- Implement existing standardised measures in order to allow for the 

generation of meaningful data and comparison with outcomes from other 

school-based sexual abuse preventions programmes (SSAPPs). For example, a 

number of standardised measures used to evaluate SSAPPs are highlighted by 

Fryda and Hulme (2014): the Children’s Knowledge of Abuse Questionnaire 

(Tutty, 1992; used by Daigneault, Hébert, McDuff, & Frappier, 2012), and the 

“What If” Situations Test (Saslawsky & Wurtele, 1985; used by Chen, Fortsen, 

& Tseng, 2012, and Daigneault et al., 2012). 
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- Collect pre- and post-programme data in a manner that allows for pre and 

post programme responses from the same young person to be matched, in 

order to capture meaningful change. . This would also enable Loudmouth to 

collect additional data in the form of young people’s opinions from all 

participants, rather than those who self-selected to take part in the focus 

group discussions. 
 

- Review, in conjunction with educational and other stakeholders, whether to 

show WFM to younger age groups (e.g. Year 7 and Year 8). Where this is not 

possible due to school preferences/curriculums, consider ways in which 

themes around CSEA can be further woven into the programmes designed for 

primary school children. 
 

- Incorporate elements of more generic education about life skills into WFM, 

thereby ensuring that young people are learning about more tangible 

strategies that will equip them for situations where they are having to 

manage difficult/risky interactions. This may also enable them to generalise 

those to other risky or challenging situations (not just related to CSEA). For 

example, Finkelhor (2014) argued that a more generic education about life 

skills (e.g. conflict management, empathy promotion, emotional regulation, 

consequence anticipation, refusal techniques, bystander mobilisation, and 

help-seeking) rather than specialised Internet safety training may be more 

effective prevention. This suggests that incorporating such skills into current 

SSAPPs may prove to be effective for more children by helping them manage 

and safely navigate interactions with individuals with potentially malicious 

intentions. 
 

- Review the approach to education related to victim blaming. [Since the 

present study was undertaken, we are aware that a ‘reframing’  element has 

been introduced in order to try and address some of the victim blaming 

attitudes, which obviously was not part of the programme evaluated here. 

Within that context, it might be useful to address more explicitly what can be 

an issue in wider societal approaches to victims]. 
 

- Incorporate into WFM a critical reflection around traditional gender roles, 

thereby potentially addressing some of the victim blaming attitudes and 

narratives that appear to be based on these, as well as recognising that males 

can also be victims of CSEA, and may present with their own challenges 

around disclosure (in light of WFM featuring a female victim and a male 

perpetrator).  
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- Incorporate a more explicit discussion of healthy relationships and consent 

into WFM (or another programme), thereby ensuring that young people 

develop an understanding of what is meant by ‘consent’, as well as what may 

be characteristic of positive consensual interactions and healthy 

relationships. This will ultimately also increase their awareness of unhealthy 

and abusive relationships. 
 

- Consider incorporating into WFM additional elements participants 

highlighted as wanting to know more about, such as county lines.  

 

- Consider ways in which elements of WFM could be woven into other 

programmes offered by Loudmouth, so that themes around CSEA awareness 

and prevention are delivered multiple times rather than just as a ‘one-off’. 

This is to ensure that the awareness and knowledge gained around CSEA is 

sustained over time. Where schools have not received other Loudmouth 

programmes prior to WFM, consider ways in which supplementary materials 

e.g. lesson plans can be enhanced to encourage ongoing discussion of these 

ideas in the school.. Research suggests that standalone SSAPPs are unlikely to 

achieve long-term impact, and that more intensive programmes of longer 

duration and/or repeated exposure have greater effectiveness (Bovarnick & 

Scott, 2016). 

 

- Consider ways in which WFM may be tailored to a particular school/local 

area, whereby the specific needs of the group of students is taken into 

account. For example, schools, local authority and community policing may 

be aware of particular concerns around CSEA and other forms of exploitation 

occurring in the local area. This would be in line with recommendations of 

existing research that SSAPPs be based in part on a needs assessment that is 

completed in collaboration with the school, and/or other key stakeholders 

(Bovarnick & Scott, 2016). 

CAVEATS AND LIMITATIONS 

As with any research study, there are important things to consider when interpreting 

findings, and limitations to be borne in mind.  

Behavioural Change 

While it appears that WFM did lead to an increase in awareness and knowledge 

around CSEA in young people, and how to manage ‘risky’ situations, the question 
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remains as to whether, and how, this would translate into actual behavioural change 

(something we have previously discussed with Loudmouth to explore in more detail). 

In their review, Fryda and Hulme (2014) reported that the most commonly captured 

outcome for children attending SSAPPs was knowledge gain, undoubtedly due to the 

relative ease of measuring this pre- and post-programme. However, Williams (2019) 

suggests that there is no indication as to whether improving young people’s 

attitudes towards and knowledge around CSEA leads to a reduction in victimisation. 

For example, research has shown that risk avoidance does not necessarily prevent 

abuse from occurring (Finkelhor, Asdigian, & Dziuba-Leatherman, 1995), and that 

young people who attend an SSAPP can still go on to experience CSEA and not report 

it (Pelcovitz, Adler, Kaplan, Packman, & Krieger, 1992). Therefore, it is important not 

to extrapolate too much from the results of this study about the ability of WFM to 

reduce CSEA. However, preliminary indicators can be drawn about the extent to 

which young people’s ability to spot signs and maintain their own safety has 

increased, as well as being confident in seeking help. Taken together, this is 

important to keep in mind when making sense of the findings presented here.  

Pre-Post Evaluation 

Over the years, Loudmouth have collected pre- and post-evaluation questionnaire 

data from young people who have attended WFM. Unfortunately, these could not 

be analysed within the scope of the present study, due to an inability to link data 

from pre- and post-attendance of the programme for the same person.  

Standardisation of Measures 

In reviewing SSAPP evaluation methods, Fryda and Hulme (2014) noted that it was 

rare for programmes to use standardised measures. Rather, they usually devised 

their own and/or heavily adapted those in existence. The same can be said for 

Loudmouth, who developed their own questionnaires based on the aims of the 

programme. This impacts on being able to make comparisons between programmes.  

Process of Change 

It appears that participants in the present study were able to further develop their 

knowledge around CSEA in line with the programme aims, as specified by 

Loudmouth, however, it is not clear which elements had which effect. There is no 

established guidance as to which information SSAPPs should cover in order to be 

most effective, but Topping and Barron (2009) identified a number of core themes 

present across SSAPPs. These predominantly related to being able to recognise 

CSEA, and knowing where to turn to/report experiences of abuse (both aspects were 

covered in WFM, and were feedback points that were identified in the focus group 

discussions). However, Topping and Barron (2009) point out that there is a lack of 

evidence concerning the ‘differential effectiveness’ of these, and that more research 

is needed to determine this.  
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Responsibilities and Wider Influences 

While SSAPPs may have a role to play in raising awareness of CSEA, it is important 

not to overstate their influence. In their review, Whittle, Hamilton-Giachritsis, and 

Beech (2014) highlighted the importance of family systems and secure attachment 

relationships, emphasising that additional vulnerability to CSEA is mediated by 

insecure attachment relationships. As such, this may be an important factor in the 

sexual exploitation and abuse of children, which is difficult to address in the context 

of SSAPPs. Furthermore, as Brown and Saied-Tessier (2015) have pointed out, 

despite the popularity of SSAPPs, prevention should not be made the sole 

responsibility of children. The move to situate preventative measures and strategies 

within SSAPPs, and thereby targeting young people, has been criticised by some for 

the inherent assumption that young people have the power to avoid being exploited 

(Williams, 2019). 

CONCLUSION 

Overall, the focus group discussions demonstrated that WFM achieved positive 

responses from a group of young people, who offered suggestions that may be 

carried forward into potential changes of the programme. Obviously, the data have 

come from a small subset of young people who attended the programme and self-

selected to take part in the focus groups. While it should therefore be taken in that 

context, it provides rich data from which to determine possible next steps. 

Specifically, we would highlight that one of WFM’s key aims is to increase young 

people’s empathy towards victims of CSEA. It is therefore of note that the majority 

of young people who took part in the present study still at least partially blamed Caz 

for being abused (this was the case despite young people expressing feelings of 

sympathy towards her). An awareness of the victim blaming attitudes held by society 

at large was also evident in the discussions of some participants, raising the question 

as to where some of these views may originate from. Unfortunately, young people 

and adults alike are presented with many examples of victim blaming narratives in 

the UK media and criminal justice system (e.g. Halliday, 2019; Petter, 2019). 

Challenging these is therefore likely to be a substantial and enduring task for 

organisations like Loudmouth, and one must be realistic as to how much change may 

be achievable for young people, while segments of the adult population continue to 

subscribe to the same views.  

Nevertheless, research demonstrates a link between victim blaming and traditional 

views of gender roles (Ben-David & Schneider, 2005), suggesting that individuals are 

more likely to blame a woman for being sexually assaulted if they view her as being 

non-conforming to stereotypically female behaviours and traits (e.g. Kunst et al., 

2018). As such, challenging perceptions of traditional gender roles may be a way 

through which SSAPPs could open up a dialogue about this issue. It may also be a 

route to raising awareness of male victimisation, thereby enabling boys who may be 

at risk of (or experiencing) CSEA to consider disclosure. 
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Appendix G: Additional service feedback on Professional Report, July 2020 

General Reactions  

** The notes below are a written summary of the meeting made by a member of the 

research team, except for the text in quotation marks which is written feedback 

directly from the director of the service.  

• The service were pleased to see data reflecting the positive impact of TiE and 

signposting to relevant services. 

• It was acknowledged that the time-lag between the performances when data 

was collected and the current version and how this creates an inevitable 

mismatch 

• The recommendation to tailor content to specific schools was felt by the 

service to be financially impractical; though they do attempt to incorporate 

any specific issues identified by commissioners into the ‘hotseat’ element. 

• Regarding the acknowledgment that SSAPPs can only play a limited role 

“Definitely. We hope our work has an impact but it is a small part of just the 

education element. Parents, local authorities, police, charities, media etc. all 

have huge roles to play. We do training for adults using this programme and 

have run sessions for parents too, but we are very aware that on our own we 

are very unlikely to make much difference but as part of a package it can be a 

memorable way for young people to make sense of what can be a 

complicated and worrying issue.” 

Reactions to Specific Themes  

Wanted things from perpetrator. We are interested in how we shift this so 

that the take away is how Michael manipulated things so he was offering her things 

she needed to control and coerce Kath rather than it being about her going to him 

because she wanted stuff.” 

Naive or stupid. Due to the COVID-19 pandemic, at the time of feedback 

the service were in the process of filming a new online version of the programme 

that could be delivered to schools remotely. They reported they have added in some 

lines to explicitly demonstrate how Kath was seeing the situation, in response to the 

'naive or stupid' narrative that emerged from the data.  
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Views of other characters. The service had previously attempted to 

‘hotseat’ the character of Michael but found that this ‘muddied’ things further in 

regards to victim-blaming because some pupils connected to/empathised with him 

The service aim to follow guidance from the PSHE Association by avoiding any 

CSEA education that is even inadvertently a 'how to’;  therefore they worried were 

concerned that the more they explored Michael’s motivations or world the more they 

risked revealing what for some could appear to be an attractive lifestyle. They 

acknowledged: “Maybe there is a way to do it, but it is not something we have found 

how to do in the 20 years we have been running versions of the programme.”. 

Other forms of exploitation and abuse. The service reported that the 

current version of the programme includes a shorter version of the Michael and Kath 

story and a new monologue from a male character exploring county lines and 

criminal exploitation. They stated that this: “frames CSEA within a wider context of 

child exploitation and looks at other terms and forms such as trafficking, missing 

etc.” 

More on consent. The service reported that exposure to consent-specific 

content depends on which other TiE programmes particular schools have already 

received: “Many schools have 2 or more programmes from the service and so build 

up to the exploitation work with work on positive, healthy relationships, control in 

relationships / domestic abuse and then to the grooming / CSEA.” Schools also have 

access to over 100 lesson plans on these aspects. However, in response to the report 

they decided to: “look at whether we can get some more content on consent, even if 

it is just to make it clear that Kath wasn't able to give consent as she was being 

coerced and didn't know the reality of the situation she was in or what she was 

supposedly 'consenting' to”. 

Believability. The service acknowledged that having actors who appear age-

appropriate for the story whilst also having the skills to handle the subject matter in a 

live setting is a challenge. “All of our actors are full time, and they spend around 

80% of their working time running workshops and only appear as Michael for a few 

short scenes. Balancing how closely they look 17 against the other factors is 

logistically and financially difficult for the payoff. It is something we are monitoring 

but we may just need to find a way to address this in the hotseat or in the set up.” 



RESEARCH PORTFOLIO                                                                                        158 

 

 
 

They referenced that the drama is not presented as a full performance as it is just 

actors using a few chairs/minimal props so there is a need for suspension of 

disbelief. They acknowledged however this may need looking at: “if it is pulling at 

least some people out of believing something core to the story.” They are also 

considering how to make it clearer that there are time jumps in the narrative. 

Some people are immature. The service reported they used to worry a lot 

about some of the reactions of young people and would feel the programme had been 

successful when groups were mature and calm all the way through. However: “these 

groups probably didn't need the work as much. The groups that respond with 

laughter or even some judgemental comments are often the ones that you have some 

of the most interesting discussions with and you see the most movement in the 

discussions. They are much harder work but more productive.” 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



RESEARCH PORTFOLIO                                                                                        159 

 

 
 

Having permission not to remember: Perspectives on interventions for post-

traumatic stress disorder in the absence of trauma memory                                                                 

Hannah May* (HM) 

Internal Supervisors: Dr Rachel Paskell, University of Bath,  

Professor Catherine Hamilton-Giachritsis, University of Bath  

 

 

 

 

 

 

 

 

 

Author note 

*h.may@bath.ac.uk 

We would like to acknowledge and thank Dr Kate Chapman of Avon and Wiltshire 

Mental Health Partnership NHS Trust, who suggested the original idea for this 

research and supported with early study design.  

Word Count (excluding figures & tables): 7,006 words 

Proposed Journal for Submission: Qualitative Psychology (no word limit for 

submissions) This journal was chosen due to its specialism in qualitative 

psychological research and emphasis on using qualitative methods to advance 

psychological understanding (See Appendix A for instructions to authors).  

 

mailto:*h.may@bath.ac.uk


RESEARCH PORTFOLIO                                                                                        160 

 

 
 

Having permission not to remember: Perspectives on interventions for post-

traumatic stress disorder in the absence of trauma memory                                                                 

Diagnostic criteria acknowledge that a degree of memory loss or fragmentation is 

often a characterising feature of post-traumatic stress disorder (PTSD; American 

Psychiatric Association; APA, 2013; 5th ed.). However, the National Institute for 

Health and Care Excellence (NICE, 2018) states that interventions targeting PTSD 

should involve ‘elaboration and processing of the trauma memories’ (para. 1.6.17). 

The concept of reprocessing traumatic memories is also a core feature of the 

prevailing cognitive models of PTSD (e.g., Ehlers & Clark, 2000; Foa & Kozak, 

1986).  Thus, best practice guidance appears to require the presence of memory to 

effectively treat PTSD.  

There are, however, situations in which people lack any memory of the 

traumatic event, yet still meet diagnostic criteria for PTSD. The symptoms of 

emotional numbing, physiological arousal and intrusion that characterise the disorder 

(APA, 2013; 5th ed.) are not contingent on memory and can occur in its absence (e.g. 

King, 2001; Russell & Curran, 2002; Turnball et al., 2001). Examples include 

psychological trauma occurring in the context of traumatic brain injury (TBI; Bryant 

et al., 2009; McNeil, 1996), asphyxiation (Layton et al., 2006), drug-facilitated 

sexual assault (DFSA; Fitzgerald & Riley, 2000; Gauntlett-Gilbert et al., 2004) and 

intensive care treatment (Jones et al., 2001). Furthermore, trauma occurring in early 

childhood is often unavailable to recall due to childhood amnesia, yet is still 

associated with PTSD (Bruce et al., 2005; Cordón et al., 2004). Thus, it is important 

to consider how applicable existing interventions for PTSD might be for individuals 

without trauma memories.  

 

How is it possible to have PTSD without trauma memories? 

Intrusive re-experiencing of the trauma event is commonly described as a 

core feature of PTSD (Ehlers et al., 2002). However, research also demonstrates that 

intrusive, non-memory thoughts are common in PTSD and may include evaluations 

of the consequences of the trauma and how it might have been prevented (Reynolds 

& Brewin, 1999; Hackmann et al., 2004). For example, an individual who has no 

memory of a drug-facilitated sexual assault (DFSA) may still be aware that an 
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assault took place (e.g., due to physical evidence) and may ruminate on the causes 

and consequences of the assault.  

Ehlers and Clark (2000) suggested that re-experiencing may also manifest as 

emotional or sensory reactions to trauma triggers, in the absence of cognitive 

memories. They termed this Affect without Recall (AwR) and theorised that people 

may be unable to recognise this as a form of trauma memory. This was echoed by 

King (2001) who described ‘affect without recollection’ in TBI survivors presenting 

with PTSD. Similarly, Padmanabhanunni and Edwards (2013) describe ‘somatic 

intrusions’ (p. 374) in DFSA survivors and suggested these should be understood as 

non-visual intrusive memories.  

Precisely why some trauma experiences are not accessible to recall/are only 

available in sensory format is not fully understood, however, some explanations for 

specific scenarios are offered by medicine and neuroscience.  For example, post-

traumatic and anterograde amnesia may be caused by physical brain changes 

including neuronal damage and changes in neurotransmitter activity (TBI; Cantu, 

2001) or by central nervous system depressant drugs (drug facilitated assault; 

Advisory Council on the Misuse of Drugs, 2007). Childhood amnesia meanwhile is a 

universal feature of brain development and means that coherent memories for events 

occurring in early childhood (estimates vary between 3-6 years of age) are 

inaccessible (Bruce et al., 2005; Cordón et al., 2004). 

 Gauntlett-Gilbert et al. (2004) described challenges arising in the treatment 

of DFSA survivors who experienced distressing sensory memories (e.g. smells) and 

were preoccupied with attempts to recover cognitive memories. Anecdotally, they 

report exposure techniques were ineffective with these individuals and recommended 

targeting beliefs about memory.  

There is a decades-old controversy regarding the notion that ‘repressed’ 

trauma memories can be recovered in therapy (see Crews, 1995), which is arguably 

still active today (see Otgaar et al., 2019 for a review). A full account of this debate 

is beyond the scope of this paper, and contrary to its aims. Based on the literature 

reviewed above, this study conceptualises the existence of PTSD without memories 

(PwM) as a phenomenon that occurs when individuals have experienced traumatic 

events which, due to a range of potential biological and developmental factors, they 

cannot recall or have only sensory remnants of. Awareness of the trauma therefore 
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develops through experiencing the symptoms of PTSD, and potentially also from 

corroborating evidence (e.g. when TBI victims are aware they were involved in a 

traffic accident but can only remember the moments preceding the crash).   

 

Current study 

In summary, whilst there is evidence that PwM exists and some indicators 

that this phenomenon may require therapeutic adaptations (e.g. Gauntlett-Gilbert et 

al., 2004), no empirically-based guidance exists on providing psychological 

treatment for individuals in this situation. Rigorous studies exploring moderators of 

therapeutic outcomes for PTSD (e.g. Ehlers et al., 2013) have not explored memory 

of trauma as a factor. Therefore, the current study aimed to use Interpretative 

Phenomenological Analysis to answer the question: 

How do adults experience assessment and/or therapy for symptoms of post-

traumatic stress disorder when they lack memory of the trauma event? 

 

Methodology  

Involvement of People with Personal Experience  

Paid consultation was sought from a member of the University of Bath 

People with Personal Experiences (PPE) committee. This PPE member had lived 

experience of PTSD and advised on factors including design of recruitment materials 

and the production of a distress management plan.  

 

Ethics 

Ethical approval for the study was granted by the University of Bath 

Psychology Research Ethics Committee (PREC; PREC code: 19-226) for 

recruitment from the general population. In addition, ethical approval was granted by 

the NHS Health Research Authority and Research Ethics Committee (REC 

reference:20/SC/0209; IRAS project ID: 270965) for recruitment from the NHS. 

Participants did not receive payment for participation, out of concern this may 

incentivise people to participate in potentially distressing research against their best 

interests (Bentley & Thacker, 2004).  
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Study design 

As noted, there is little evidence available on the phenomenon of PTSD 

without trauma memories (PwM). Therefore, Interpretive Phenomenological 

Analysis (IPA) was used to enable analysis of participants’ lived experiences without 

reliance on pre-existing theory (Smith et al., 2013). IPA employs the principles of 

ideography, phenomenology and hermeneutics to understand the experiences of 

others. It is concerned with individual rather than general experience (ideography) 

and attempts to recognise how people perceive events (phenomenology) via 

interpreting and translating their inner world (hermeneutics). IPA thus employs a 

dual translation process (or double hermeneutic) wherein the researcher attempts to 

make sense of how the participant has understood their experiences (Smith & 

Osborn, 2008).  

 

Semi-structured Interview  

Semi-structured interview questions were devised by the research team and 

made use of open, non-directive questions designed to illicit what was most 

significant to the individual about their experiences of having PwM (Smith et al., 

2013). These were piloted with a trainee psychologist in the department who had 

experience of working with people with PwM and amended accordingly.   

Following interviews, feedback was elicited from each participant regarding 

the clarity and appropriateness of interview questions. HM used supervision to 

consider the responses received and reflect on participants’ understanding of the 

questions. This led to minor amendments to the phrasing of interview questions over 

time. In line with IPA approaches, the interview schedule was adapted flexibly in 

response to each participant (Smith et al., 2013).  

 

Procedure 

Non-NHS recruitment took place via social media, using a purpose-made 

video (https://t.co/o4tUuqaVws?amp=1). Local charity organisations offering 

services to trauma survivors were also contacted and asked to advertise the study to 

their clients. The onset of the global COVID-19 pandemic (World Health 

Organisation, 2020) considerably hampered NHS recruitment. Despite two NHS 

https://t.co/o4tUuqaVws?amp=1
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Trusts agreeing to act as Participant Identification Centres and emails sent to relevant 

mental health professionals (see Appendix B for sample email and flyer), no 

participants were recruited through this route.   

Potential participants contacted HM via email to express interest, whereupon 

they were emailed a copy of the information sheet (Appendix C) and a list of 

screening questions (Appendix D).  

 

Data Collection 

Participants who met eligibility criteria were emailed the consent form 

(Appendix E). HM then called participants to collect additional demographic data 

(Appendix F) and arrange a time for the interview. In accordance with the distress 

management plan (Appendix G), this conversation was used to discuss how the 

participant would like to be supported if they became distressed. 

Due to the COVID-19 pandemic, all interviews took place via phone (n=6) or 

Microsoft Teams/Skype (n=3). See Appendix H for semi-structured interview 

schedule. Personalised debrief sheets were then sent via email and contained details 

of local and national services/organisations providing further support (see Appendix 

I for example). Participants indicated via response to this email if they wanted to 

receive a copy of study findings when completed. 

Audio recorded interview data was held on a secure external hard drive until 

it could be uploaded to the University of Bath’s secure server. Recordings were 

retained only until transcription had taken place, whereupon they were deleted.  

 

Note on Additional Measure 

Following consultation with academic colleagues in the early phases of study 

design, it was initially planned to present findings from a measure of 

autobiographical memory - the Memory Experiences Questionnaire (Sutin & Robins, 

2007)- alongside qualitative data. However, this was found to be inappropriate 

because it asks about a single memory and participants all reported multiple trauma 

memories. Therefore, most participants found it difficult to complete and reported it 

was a poor representation of their experiences. As a result, the MEQ was omitted 

(see Appendix J for the data). 
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Transcription & Analysis 

The study followed the IPA procedures described in Smith et al. (2013). All 

interviews were transcribed by HM. Transcribing and then re-reading the interviews 

allowed HM to become immersed in the data and the mood of the interview 

(Pietkiewicz & Smith, 2014). The transcripts were then loaded into the qualitative 

analysis software NVivo 12.  

Initially, transcripts were analysed one at a time. Initial noting (brief 

commentaries on the data) was done using the annotations feature of NVivo. 

Preliminary coding (labelling and organising of data) drew on both these initial notes 

and the raw data and was captured via creation of ‘nodes’ (NVivo term for codes). 

Emergent codes were then developed into themes, and similar themes were 

clustered, resulting in a list of superordinate themes, themes and subthemes. 

Wherever practical, participants’ own words were incorporated into theme labels. 

See Appendix K for an example of coding.  

The steps described above (reading, noting, coding and creating themes) 

outline how the data was approached; however, analysis was an iterative process 

wherein emergent codes/themes were repeatedly discussed with supervisors and 

refined over time. Therefore, these steps were revisited multiple times for each 

transcript. In recognition of how researchers’ own values and experiences may shape 

interpretations (Smith et al., 2013), HM kept a reflexive diary at each stage of data-

handling to assist in documenting and bracketing preconceived ideas and 

assumptions (Pietkiewicz & Smith, 2014). In meetings with research supervisors, 

HM was encouraged to reflect on how her identity and experience as a trainee 

psychologist was informing her understanding of the data. 

When themes had been created for all the transcripts, HM began to work 

across transcripts, amalgamating similar themes and trimming irrelevant ones in the 

process to produce an overarching set of themes drawn from all transcripts. See 

Figure 1 for an overview of analysis procedure. 

  

Audit 

Once emergent themes had been identified across transcripts, an audit 

researcher (AR: who had had no part in data-handling) read themes from a top-down 

perspective, to enhance plausibility. Initial analysis had produced a sizeable data set 
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(see Appendix L for initial mind map) and discussion with the AR led HM to de-

emphasise less pertinent topics as these diluted the focus on key findings. 

 

Figure 1 

Overview of analysis, audit and reflexivity procedures 

 

Note. Circular arrows represent iterative analysis process and repetition of steps.  

Participants 

Adults were deemed eligible for the study if they: a) had/previously had 

symptoms of PTSD (self-assessed based on a description of PTSD); b) had no 

memory/only sensory memories for the trauma event (self-report); and c) had 
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received trauma-focussed therapy/assessment for therapy finishing within the last 12 

months. International participants were accepted, provided they spoke English 

fluently.  

All nine participants were female. Eight were from the UK, one from the 

United States of America. Their ages ranged from 22 to 54, mean age 31. Due to an 

error in data collection, participant ethnicity was not recorded9. Six reported co-

occurring mental health/neurodevelopmental conditions, including depression, 

anxiety, dissociative identity disorder, trichotillomania, avoidant or restrictive food 

intake disorder, Tourette’s syndrome and attention deficit hyperactivity disorder.   

Five participants had accessed therapy privately (four in the UK, one in the 

USA); four had accessed free therapy/assessment through the UK’s NHS. One 

participant had been assessed and was awaiting intervention, the other eight had 

engaged in treatment. Treatment approaches were described as: EMDR; compassion-

focussed trauma therapy; integrative trauma therapy; combination of CBT and 

narrative approaches; and psychodynamic psychotherapy. All participants reported 

previous experiences of therapy prior to the most recent intervention/assessment. 

Therefore, whilst interviews were focussed on the most recent experience, 

participants also discussed previous treatment. 

 

Results 

Nature of Participant Trauma Memory 

Importantly, all participants reported having a mixture of remembered and 

unremembered trauma, largely in the context of multiple or chronic traumas. For 

example, some participants had experienced prolonged abuse in childhood and had 

memories of the more recent traumas but not of earlier ones. With regards to the 

absent memories, one participant reported no memory at all; eight participants 

reported sensory memories only. The nature of the traumatic experiences that had led 

to PwM included: sexual violence in adulthood; childhood sexual abuse; witnessing 

domestic violence/family breakdown in childhood; exposure to acute parental 

 
9 In consultation with the PREC chair, it was agreed that this information can be 

requested from participants when copies of findings are sent to them. Therefore, 

some/all of this information may be available at the point of submitting for 

publication. 
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distress in childhood; coercive control/honour-based violence; and traumatic 

experiences whilst detained under the mental health act.  

Although this was not explicitly asked in interviews, some participants 

explained how they had obtained knowledge of unremembered traumas. These 

included a sense that something was “wrong” (P5;P7), that “something” had 

happened (P8; P9) or that there were “gaps” in their memory (P4; P5). Four 

participants described having “body” memories (P2; P7); “somatic memories” (P6) 

or a “slight visual and a smell” (P8). Five reported some factual knowledge of events 

due to: family informing (P5); medical notes (P7); “flashes” of emotion or memory 

from a similar time period (P4; P5); dissociated parts “containing memories of 

abuse” (P6); or physical injuries (P1).  

Themes 

The analysis led to the creation of two superordinate themes: The challenges 

of having therapy/assessment for PwM (referred to henceforth as ‘Challenges’) and 

What helps (in therapy). Each superordinate theme contained eight themes. See 

Figure 2 for an overview.  
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Figure 2 

Overview of superordinate themes and themes (N=9) 

 

Note. Size of bubbles is indicative of number of participants endorsing each theme.  
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Superordinate Theme 1: Challenges 

Within the superordinate theme ‘Challenges’, eight themes were identified, 

including 1) Delay in recognising PTSD and accessing support; 2) I’ve got no proof 

it was real; 3) How do you talk about something you can't remember?; 4) I have 

weird reactions and I don’t know why; 5) Can't process, still searching; 6) Therapy 

targets remembered trauma (but not unremembered); 7) Remembering would be 

simpler/quicker; 8) Afraid of knowing and afraid of not knowing (Figure 3. Themes 

are presented below in an order which broadly reflects participants’ journey through 

accessing and receiving treatment/assessment.  

 

Theme 1: Delay in recognising PTSD and accessing support. Three 

participants (P1, P2 and P7) explicitly linked their lack of memory to a disruption in 

recognising and seeking help for their PTSD. One stated that lacking memories “was 

a huge part of a delay in getting support” (P7); another reported “maybe I would 

have mentioned it earlier [if I remembered]” (P1). One participant was confused 

when offered trauma therapy whilst seeking help for other difficulties: “Initially, I 

was like ‘I haven’t experienced trauma so I don’t know why I’m having trauma 

therapy’” (P2).   

 

Theme 2: I’ve got no proof it was real. Three participants reported 

questioning whether their unremembered traumas really happened: “it’s like 

knowing something that happened, but half feeling like ‘was that just something that 

I read or heard? Or was it completely real?’” (P8). Two particioants worried that 

professionals might not believe them: “No one’s gonna believe me […] I’ve got no 

proof that any of it was real” (P1) or accuse of them of deliberate falsehood “I had 

this worry of it not being real and that maybe somehow my therapist would tell me I 

was making it up” (P5).  

These fears seem to have been realised to an extent by two other participants, 

who reported experiences where their lack of memory appeared to be disbelieved or 

denied: “This therapist was like ‘nothing ever happened to you, I can come up with a 

thousand reasons why X, Y or Z you might be experiencing’” (P6);“This psychiatrist 

[…] put down in the letter […] that there was no evidence that I experienced any 

childhood trauma” (P9). 
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Theme 3: How do you talk about something you can't remember? Three 

participants expressed the challenge inherent in not being able to reliably 

“recognise” (P3) or “talk about” (P5) traumatic material. One participant also 

expressed concern that “fluctuating” memories would lead her to contradict herself 

in front of professionals:  

If on one day I said ‘nothing ever happened’ or ‘this happened’ and then […] 

another day I’m like ‘no I think this happened’ and it’s totally different […] 

Then what happens if people take that on face value? (P1) 

Two participants had therefore questioned “what’s the point?” (P5) in trying to work 

on unremembered trauma, when “you can only speculate” (P3) about what 

happened. 

 

Theme 4: I have weird reactions and I don’t know why. Six participants 

reported how lacking memories resulted in them experiencing triggers or emotional 

responses they couldn’t understand or account for. This showed up in daily life:  

There’s so many other things that I know create a trauma response in me but 

I don’t know what they are. So like, things that happen in life on a day to day 

life, that I’ll just have this really flip, this weird reaction to. And I don’t know 

why! (P3) 

And, it also created problems in therapy: 

I remember trying to piece together a certain problem I have in supermarkets 

[…] and being able to express exactly what I experience when I’m in a 

supermarket but not being really able to um, put that down to a very specific 

memory. (P5) 

 

Theme 5: Can't process, still searching. Three participants reported that 

lack of memory prevented them being able to ‘process’ and ‘make sense of’ (P3) 

their trauma: “I think if I’d been able to work on them because I’d remembered 

them, they’d also be mostly resolved” (P8). For two participants, this led to a 

lingering feeling of still “searching for” (P3) the gaps in memory: “It feels a little bit 

like everything is a hunt to unearth a secret. A secret you’re keeping from yourself” 

(P6).  
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Theme 6: Therapy targets remembered trauma (but not 

unremembered). Four participants described how their therapy had been focussed 

on (and therefore effective for) the traumatic material they did recall, but had not 

addressed absent memories:  

It was kind of like ‘ok you’ve got those memories you can work with that’ 

[…] Um, and that was really really frustrating cos it’s like well actually, yes, 

there’s that little bit but that’s kinda the tip of the iceberg. (P3)  

Nor had they been effective in resolving them: “The traumas that I can remember, 

like most of those now are highly desensitised. […] But then the ones I can’t 

remember have almost become a little bit more prominent as a result” (P8). 

 Two participants also referenced previous therapy that had been successful 

for resolving remembered traumas but not unremembered trauma:  

I had very specific TFCBT [trauma-focussed CBT] for one particular 

incident, I no longer have scary memories of that […] But I can’t generalise 

it to […] any of the other very similar issues in my life- I don’t know why. 

(P1)  

 

Theme 7: Remembering would be simpler/quicker. Four participants 

expressed their views that having memories would have made therapy “more 

straightforward” (P4); “linear” (P2); “simpler” (P1). One participant also felt she 

would have made “much faster progress towards whatever is next.” (P6). 

 

Theme 8. Afraid of knowing and afraid of not knowing. Interestingly 

given the above themes, some participants also reported ambivalence about 

recovering memories. Two participants had experienced some recovery of memory 

through flashbacks in therapy and described being “terrified” (P6; P9) by the 

experience. Both participants seemed to express a conflicted view on whether getting 

trauma memories back would be helpful: “when I started therapy, the thing I kept 

saying to [mum] every day was ‘I don't know what's worse: remembering or not 

remembering’" (P9); “you’re afraid of knowing and you’re afraid of not knowing” 

(P6). These reactions seem to be compounded by therapist responses that were 

perceived as unhelpful: “I didn’t feel like it was processed, I just felt like it was 
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discovered and then left” (P9) or absent: “And I told [therapist] about this, and it 

went nowhere” (P6).  

One participant clearly stated that she would be motivated to avoid therapy if 

it would lead to regaining memories: “If like the one thing I got out of therapy was 

clearer memories of things I don’t want, I really wouldn’t like to remember then, I’d 

probably give it a miss to be honest!” (P1).  
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Figure 3 

Mindmap showing themes and subthemes for the superordinate Challenges 
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Superordinate Theme 2: What was helpful in therapy 

This superordinate theme included: 9) Time and timing; 10) Feeling safe, 

supported and connected; 11) Making sense of the story; 12); Flexible and 

personalised 13) Understanding the science enabled self-compassion; 14) Therapist 

skilled (but honest about limits); 15) Working with sensations and emotions (not 

memories); 16) Having permission not to remember (Figure 4).  Themes are 

presented in a suggested order of least to most specific, in terms of their application 

to PwM (as opposed to ‘typical’ PTSD).  

 

Theme 9: Time and timing. This theme highlighted the importance for 

some participants in therapy being both of sufficient length and being received at the 

right time.  Three participants reported lengthy ‘stabilisation phases’ preceding 

focussed trauma work. Two valued being able to go “at my pace” (P5) in private 

therapy, with one comparing this to previous time-limited work in primary mental 

health services where “we just weren’t able to really dip in to, um, everything that I 

wanted to discuss.” (P4). One participant explicitly linked this to lacking memories: 

“It might take you six sessions to even try and, not necessarily recall a memory but 

to try and pinpoint exactly what’s happening” (P3). Four participants also endorsed 

the importance of interventions being offered/received at the right time, when they 

were “ready to talk” (P4). 

 

Theme 10: Feeling safe, supported and connected. Seven participants 

endorsed the significance of safety and trust in therapy. This applied both to safety in 

the therapeutic relationship: “I was safe whatever I was going to say” (P4); and to 

participants creating safety for themselves: “making safe spaces in your mind […] I 

found really beneficial.” (P9). Seven participants reported a sense of being in 

“connection” (P2) or collaboration with their therapist: “it just felt like a discovery 

process together and we were a team.” (P7). Two participants reported the positive 

impact of therapists who showed “an interest in my life beyond the trauma” (P8).  

This contrasted with experiences where participants reported feeling 

inadequately supported by therapists (P2; P6; P9) or poorly connected to clinicians 
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who “didn’t really understand me” (P4) or “didn’t feel comfortable connecting with 

me” (P6). 

Theme 11: Making sense of the story. Five participants valued simply 

having a chance to make sense of their experiences through talking in therapy: “I 

think I’d missed [pre-therapy] a really important coping um, really powerful sort of 

thing that’s protective, which is the ability to just say your story and make sense of 

it” (P7). Those two participants who felt unable to speak freely about their 

experiences with professionals during assessment/therapy reported additional 

difficulty/frustration: “just feeling really frustrated that I’d missed another 

opportunity to  […] talk to someone I really trust about this kind of thing” (P1). 

Theme 12: Flexible and personalised. Five participants highlighted their 

appreciation of the flexible approaches offered by therapists: “I’ve really appreciated 

[therapist’s] ability to bring together different approaches, um. So, flexibility is 

good” (P6). And that there wasn’t pressure to comply with a pre-existing idea of 

trauma therapy: “There was no um (pause) sort of ‘we’ve got to make it look like 

this’ thing” (P7). Two participants appreciated how the therapist adapted therapy to 

them specifically, through “use of language” (P4) and “drawing and painting 

alongside the therapy” (P8).  

Two participants contrasted the flexible approaches by their most recent 

therapists with prior experiences of more model-specific treatment, suggesting that 

CBT “might be so reliant on you having those memories” (P5) and “didn’t really 

acknowledge um, that there was more to it than that [remembered trauma]” (P3). 

Theme 13: Understanding the ‘science’ enabled self-compassion. Five 

participants expressed the importance of having trauma-related or 

“psychoeducational” (P7) explanations for their trauma-related distress. For three, 

this enabled different understandings of their symptoms: 

I have a lot of like checking behaviours at night which have been perceived 

over the years as bordering on obsessive-compulsive. And he [therapist] was 

like ‘I just think that you’re carrying out extensive safety measures but that’s 

in response to the fear of violence which is a very real fear that people can 

have when they’ve experienced things like you have. (P8) 
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Such explanations were “healing” (P7); enabled them to “be compassionate 

towards the, the parts that aren’t (sighs) able to function at the moment as well as 

possible” (P2) and “legitimised what I was experiencing in my head” (P5). 

P5 explicitly endorsed the value of scientific explanations for PwM:  

Understanding the science a bit more about how when, sometimes things 

happen you might not remember and that sometimes you do that to try and 

protect yourself from what’s happening. And understanding that that is 

something that really does happen, um, and that it’s not pretend. And that 

you’re not totally crazy or making things up. (P5) 

For P1, who had not yet accessed therapy, it seemed such explanations would 

also have been valued as she expressed a desire for “more specificity about what’s 

normal to remember and not remember and how they’re gonna deal with that.” (P1).   

Significantly, this knowledge enabled some participants to alter their 

responses to trauma symptoms. Whilst all eight participants who had received 

therapy referenced that they were still living with the impact of trauma in some form, 

four of these reported having “better strategies” (P9)  

In the past […] I would even tell myself that I was being stupid or dramatic 

and I needed to pull myself together. Um but leaving therapy with an 

understanding that maybe that’s not as easy for me […] has allowed me to 

take myself seriously and give myself the time I need to feel better (P5). 

Theme 14: Therapist skilled (but honest about limits). Three participants 

described how their therapist’s expertise in trauma was “important” (P7) and helped 

them feel “reassured” (P4) and “comfortable” (P6). In addition, two participants 

appreciated that their therapists were honest about their own inexperience with 

PTSD without memories: “I was glad my psychologist was quite transparent about 

not knowing that much about working with people who don’t remember what’s 

happened.” (P8); and the fact that specific treatment pathways aren’t defined for this 

problem: “He was really honest about (pause) and I really appreciated that, that there 

isn’t really a roadmap” (P7).  

Theme 15: Working with sensations and emotions (not memories). Six 

participants described how they had worked with “somatic realities” (P6) and 
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emotions in therapy, rather than focussing on memories: “What I’ve learnt over the 

years in terms of therapy is that maybe it doesn’t matter that I don’t have all these 

exact memories, but actually what I do have are feelings. Um, which I probably can 

work on.” (P3).  This seemed to have permitted some aspect of emotional recall to be 

processed: 

We’d go into like, like checking on those emotions. And then sometimes that 

would open up a door inside me, and this part of me that had been 

traumatised for whatever reason, and it didn’t really matter what the reason 

was or what the cause was, that whatever it was that was inside me had 

needed to get out. (P2) 

Theme 16: Having permission not to remember. Four participants 

remarked on the helpfulness of therapists who normalised their experiences of 

lacking memories and having incomplete narratives:  

I would say that a lot of it came down to permission. […] And being told that 

just because you can’t quite fully remember something doesn’t mean it didn’t 

traumatise you, doesn’t mean it’s not valid or real, um, is what therapy did 

for me. (P5) 

These participants also felt that they received a message that having 

memories was not actually necessary for recovery: “I think that the model that my 

therapist had (unintelligible) that I didn’t need to know the full story in order to heal, 

is a really important message for other people who are going through it” (P2). This 

included an acknowledgement that memories may never return: 

There was something very important about the permission for it [memory] to 

be broken […] and we also talked about the fact that it might be that I never 

remember bits […] there might have been a bit where I was thinking you 

know, I want this memory to come back or to be in a neater way or to be 

more organised. And now […] I can look back in a much kinder way […] It’s 

my whirlwind of a broken kind of time (laughs). And that’s ok. (P7))
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Figure 4 

Mindmap showing themes and subthemes for the superordinate What helps (in therapy  

 

Note: Bubbles in orange represent factors that were unhelpful
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Discussion 

This study set out to understand the experiences of therapy of nine 

participants who reported PTSD symptoms relating to events they could not recall. 

Overall, 16 themes in two superordinate themes were identified from the data. 

Participants identified that they did experience additional challenges (superordinate 

theme one) due to lacking memory, and reflected on ways in which therapy for PwM 

is experienced as more or less helpful (superordinate theme two).  

Although participants with PwM were not asked how they became aware of 

trauma, some nevertheless volunteered this information: mostly describing somatic 

or felt forms of memory/knowledge, and sometimes corroborating evidence. 

Interestingly, all participants reported having a combination of remembered and 

unremembered trauma, usually in the context of chronic or repeated adverse 

experiences. This raises a question regarding how the cumulative impact of 

multiple/enduring traumas influenced participants’ experience of PwM and suggests 

that, for some participants, their PTSD symptoms may be linked to multiple events 

(both remembered and not). This seems consistent with Gauntlett-Gilbert et al. 

(2004), who describe one DFSA survivor with total amnesia (they became aware of 

the assault by external means); whilst others had periods of amnesia interspersed 

with fragmentary memories. It therefore seems apparent that people with 

PwM/PTSD may have a mixture of remembered and unremembered trauma. 

Challenges 

Findings suggested that lack of memory constituted a barrier to both 

accessing and utilising timely PTSD intervention. Participants explicitly linked PwM 

to delayed help-seeking, with some doubting their own experiences and fearful of 

being disbelieved by professionals. That two participants did in fact encounter 

disbelief highlights that such fears are not unfounded. This is significant in light of 

evidence that delayed or reluctant trauma disclosure predicts PTSD (Mueller et al., 

2008;Ullman et al., 2007), as does negative reactions from disclosure-recipients 

(Ullman, 2003). Thus, people with PwM maybe at a disadvantage before they even 

begin treatment. 
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Case-based PwM research has identified that belief in trauma memories as 

essential for positive outcomes can negatively impact therapy due to excessive 

rumination in an attempt to fill in the gaps (Gauntlett-Gilbert et al., 2004; 

Padmanabhanunni & Edwards, 2013). This is consistent with the current findings, 

wherein some participants described ‘searching’ for memories and endorsed beliefs 

that memory would simplify treatment. Approaches to PTSD treatment may 

inadvertently reinforce these beliefs. For example, a study published whilst this 

research was in-progress found that not writing a therapeutic trauma narrative 

resulted in greater maintenance of positive outcomes for DFSA-survivors (Jaffe et 

al., 2021).  They suggest that recall-focussed therapy may unintentionally highlight 

amnesia-related stuck points in PwM and maintain symptoms. Exposure-trained 

therapists may also hold beliefs about the importance of memory for recovery 

(Gauntlett-Gilbert et al., 2004). Such evidence may partially account for why 

participants in this study found treatment less effective for unremembered trauma. 

However, not addressing memory gaps was also reported as unhelpful by 

participants- which is consistent with trauma-informed care principles emphasising 

the importance of recognising traumatic experiences (Substance Abuse and Mental 

Health Services Administration, 2014).  

One of the most prominent themes in Challenges concerned participants’ 

emotional and/or sensory responses resulting from PwM, unconnected to cognitive 

memory. This seems congruent with Ehlers and Clark’s (2000) description of affect 

without recall (AwR). Since the current study was designed, Woodward (2020) have 

provided preliminary evidence of this formerly theoretical concept and concluded 

AwR may represent a form of perceptual memory where dislocated trauma reactions 

occur in the absence of memory. This aligns with descriptions given by participants 

in this study, who appeared to recognise their ‘weird’ reactions as a trauma response 

but did not know what was causing them.  

Furthermore, Woodward (2020) suggests that the increased fear and 

confusion associated with AwR may lead to negative interpretations such as ‘I’m 

going mad’ (p. 44) and greater difficulty predicting triggers. It is hypothesised this 

could make PwM more likely to maintain over time and thus more difficult to treat. 

Indeed, Jaffe et al. (2021) found greater amounts of lingering PTSD symptoms in 

DFSA survivors six months post-therapy, compared to survivors of non-DFSA (who 

https://www-cambridge-org.ezproxy1.bath.ac.uk/core/journals/behavioural-and-cognitive-psychotherapy/article/treating-the-psychological-sequelae-of-proactive-drugfacilitated-sexual-assault-knowledge-building-through-systematic-case-based-research/93B7D3FE6D826F8561C852411C4B4E0B#ref5
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recalled the assault). This seems consistent with the current study, wherein 

participants reportedly found therapy more effective for remembered traumas than 

PwM.  

Despite describing additional difficulties associated with PwM, three 

participants also expressed ambivalence regarding memory recovery. People seeking 

PTSD treatment often report fear of reliving remembered traumas (e.g., Shearing et 

al., 2011), suggesting that people with PwM may be in the uncomfortable position of 

both wanting and not wanting to recover trauma memories. This bears recognising if, 

as suggested by one participant in the current study, people with PwM might avoid 

treatment due to beliefs it could trigger recall.  

What helps 

It is worth considering which of the factors described as helpful by 

participants might constitute ‘standard’ aspects of trauma-related therapy. A safe and 

supportive space; accessing timely and sufficient treatment; the chance to make 

sense of one’s story and to have scientific explanations for symptoms are all features 

that would likely characterise typical PTSD treatment (e.g. Ehlers & Clark, 2000; 

Ehlers et al., 2005; Sweeney et al., 2016). Less consistently provided (dependent on 

setting and therapist skill/experience) might be: flexible and personalised 

interventions; therapists acknowledging the challenges of treating PwM; explicit and 

permissive acknowledgement and explanation of unremembered trauma; and a focus 

on sensations and emotions as opposed to memory content.  

Having reported both desire to recover memories and ambivalence about 

recovering them- what participants in this study seemed to find most helpful was 

being given ‘permission’ to accept that trauma memories did not need to be 

recovered. Furthermore, having explanations for why they might lack memories 

enabled some to become less preoccupied with recall and develop more helpful and 

self-compassionate coping strategies. This concurs with findings showing that 

psychoeducation can successfully challenge unhelpful interpretations of memory 

gaps in PwM (Padmanabhanunni & Edwards, 2013; Woodward, 2020). In their 

account, Gauntlett-Gilbert et al. (2004) recommended acknowledging the possibility 

of memory recovery but “emphasizing moving on in the presence or absence of 

further recall and proceeding with other important therapeutic work” (p. 222).  
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Participants in this study suggested that such alternative therapeutic work 

might usefully focus on their emotional/somatic trauma experiences, which, based on 

the research discussed above, might be understood as AwR. That they experienced 

this as helpful reflects the recommendation by Padmanabhanunni and Edwards 

(2013) and Woodward (2020) that AwR should be proactively addressed and 

acknowledged as an important aspect of trauma presentation in PwM. Learning to 

accept emotional responses without resistance or further distress is associated with 

lesser PTSD severity (Tull et al., 2007), which further explains why participants in 

this study reported being positively impacted by emotional processing without any 

change in recall.  

In their case series, Padmanabhanunni and Edwards (2013) emphasised the 

overall importance of individualised formulation in PwM that incorporates somatic 

intrusions and ‘idiosyncratic’ interpretations of events along with more standard 

aspects of PTSD care. Such personalised approaches were appreciated by 

participants in this study, who suggested that inflexible application of CBT protocols 

was unhelpful in PwM, and valued therapists who acknowledged the limits of 

current models. 

Implications  

       These qualitative findings offer rich and detailed insight into the lived 

experiences of the individuals who participated. Whilst acknowledging the limits to 

generalisability inherent in the IPA methodology, these findings lead to the 

development of recommendations for clinicians working with PwM (Table 1). 

Although it did not constitute a theme in the current data, the experience 

reported by one participant of being unable to find a therapist who understood her 

experience of honour-based violence highlights the importance of cultural 

competence in trauma therapy. It is crucial that clinicians working with PwM/PTSD 

develop an awareness of how their own cultural norms impact their interpretation of 

trauma symptoms, whilst also recognising that cultural diversity may influence the 

presentation of trauma symptoms and the meaning that clients attribute to them 

(Schnyder et al., 2016).  

Additionally, the findings have wider implications beyond individual 

therapy. That PwM may present differently to classic PTSD suggests that mental 

health services may need to adjust eligibility criteria and/or screening measures to 
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enable clinicians to recognise and treat it effectively. Furthermore, the difficulty 

some participants had in recognising their symptoms as PwM suggests that public 

health education initiatives on the diverse presentation of PTSD may improve timely 

access to treatment by increasing recognition of PwM in the general population. 
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Table 1 

Recommendations for practitioners treating PwM 

Do … Do not… 

Do be aware that people with PwM may perceive therapy as less suited 

to or helpful for them and may believe that trauma memories are 

necessary for good outcomes. 

 

Do not assume that memory recovery is desirable (or necessary for 

positive client outcomes). People with PwM may feel conflicted about 

the possibility of memory recovery in therapy.   

Do collaboratively develop goals for therapy, that are not reliant on 

memory recovery/recall but incorporate building a self-compassionate 

understanding and approach to experiences.  

 

Do not make it an aim of therapy to recover memory as this may be 

unrealistic and unachievable.  

Do be aware that clients with PwM are likely to find therapy more 

challenging due to: a more difficult journey towards accessing 

appropriate support; fear of (and possibly experience of) being 

disbelieved by services due to lack of ‘proof’; uncertainty regarding 

how to discuss their experiences. 

 

Do not invalidate clients’ accounts, even if they seem contradictory or 

incoherent. People with PTSD may have a mixture of remembered and 

unremembered trauma. 

Do be aware that clients with PwM experience emotional and sensory 

forms of recall in the absence of cognitive trauma memories. This can 

include trigger responses, even if the triggers themselves cannot be 

identified or explained.  

 

Do not assume that clients are unaffected by trauma just because they 

cannot cognitively recall it.  

Do continue to apply core features of trauma-focussed care for people 

with PwM, including: timely and sufficient access to care; promoting 

safety and collaboration; building a trusting therapeutic relationship; 

opportunities to make sense of personal narratives; and 

psychoeducation.  

 

Do not underestimate the length of time that may be needed to build a 

trusting relationship with clients with PwM, and to collaboratively 

understand and begin to work with the trauma.   
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Do … Do not… 

Do use personalised and flexible approaches to PTSD formulation and 

treatment that incorporate the unique features of PwM. Combine 

existing evidence-based interventions with clinical knowledge, stay up 

to date with emergent literature (which may be in the form of case 

studies rather than large trails) and seek supervision and consultation 

from more experienced clinicians. 

 

Do not assume that standardised PTSD treatment protocols alone will be 

sufficient in PwM 

Do remember that every client’s experience with PTSD/PwM will be 

different. Collaboratively develop an idiosyncratic understanding of 

their unique experience, whilst continually updating your own 

knowledge. 

 

Do not feel you need to be an expert in PwM, however also do not 

hesitate to seek further advice and support if there are gaps in your own 

understanding of PwM.   

Do offer scientifically informed explanations of how memory and 

trauma interact to support clients exploring alternative understandings 

for their experiences. Explicitly normalise memory loss and promote 

self-compassion.  Focus on sensory and emotional experiences during 

treatment. 

Do not advise clients that memory is necessary for successful outcomes 

in PTSD therapy.  

Note. PTSD= post-traumatic stress disorder; PwM= PTSD without trauma memories. 
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Recommendations for Future Research  

Based on the findings and implications of this study, the following recommendations 

are made for future research into PwM: 

• Research is required to further define, describe and measure PwM in order to 

determine its core features and reliably differentiate it from classic PTSD. 

This will also enable clinicians to correctly recognise and identify PwM in 

clinical practice.   

• Further confirmatory qualitative research with people with PwM who access 

therapy.  

• Future studies should aim to collect data from participants from diverse 

demographic groups in order to develop a culturally sensitive understanding 

of how PwM presents and how best to treat it.  

•  When the empirical literature is further developed, controlled trials of PTSD 

interventions utilising the adaptations recommended by this and other studies 

should be conducted with PwM populations to determine efficacy and 

suitability for clinical delivery. 

 

Limitations 

Participants were all social media users who put themselves forward for 

participation, thus self-selection bias was inherent in the study. Only English-

speaking participants resident in the UK and USA were recruited, meaning the 

sample is biased towards Western and English-speaking cultures. That the sample 

consisted solely of women may reflect the greater lifetime prevalence of PTSD in 

women (Olff, 2017) however the experiences of men/people of other gender 

identities are not represented. Participant ethnicity was not recorded; thus, this study 

fails to capture potentially influential intersectional factors relating to race and 

culture. That one participant described being unable to find a therapist who would 

understand her experience of honour-based violence demonstrates the pertinence of 

these factors to therapy experience. If participants agree to provide it, it may be 

possible to collect this information when finding are sent to them. 

This study initially aimed to use the Memory Experiences Questionnaire 

(MEQ; Sutin & Robins) to gather quantitative information about the quality of 

participants’ trauma memories (in addition to their self-defined memory status). 
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However, participants found this single-memory measure was a poor fit for their 

experiences of multiple/repeated trauma. As the self-report categories of ‘no 

memory’ or ‘only sensory memory’ are not objectively defined, it is unclear how 

homogenous the sample was in terms of the extent or quality of their trauma 

memories. Participants reported a variety of different trauma events leading to their 

PwM, some of which- e.g., early life and sexual trauma- are thought to have 

particularly great impact on survivors (Olff, 2017) and might therefore have 

influenced therapy experiences. The interventions participants had accessed also 

varied, and arguably draw on different theoretical frameworks e.g. EMDR vs 

psychodynamic psychotherapy. Therefore, whilst the findings largely emphasised 

aspects of therapy that are not model-specific, it is questionable how broadly 

applicable these are across different types of trauma therapy. 

Due to the COVID-19 pandemic interviews were conducted remotely. This 

may have influenced the degree to which participants were willing to divulge 

personal or distressing information. Furthermore, the ability to capture non-verbal 

communications from participants was limited which may have diminished the 

quality of the interview data.  

Finally, the researchers are all qualified/trainee psychologists with experience 

of providing therapy, and the research supervisors have significant expertise 

regarding the impact of trauma. That this knowledge and experience will impact 

upon data interpretation is not necessarily a weakness of this fundamentally 

subjective methodology, considering the efforts taken to be transparent and reflexive 

during analysis and write up (Smith et al., 2013). However, HM’s experiences on a 

psychology doctorate that predominantly teaches cognitive theories will have led her 

to identify different themes than, for example, a psychoanalytically trained clinician 

might have done. Such influences are likely reflected in how the findings were 

presented and should be acknowledged when interpreting them.  

 

Conclusion 

People with PwM have reported significant challenges and barriers to 

accessing and utilising interventions for PTSD and attributed this, at least in part, to 

their lack of trauma memory. Based on these findings, providers and researchers 

need to consider how to improve equity of access, acceptability, appropriateness, 
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experience of and outcomes from PTSD therapy for this client group, taking account 

of the recommendations above as a starting point.  
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Appendices 

Appendix A: Submission Guidelines for Qualitative Psychology 

Submission 
Prepare manuscripts according to the Publication Manual of the American 
Psychological Association using the 7th edition. Manuscripts may be 
copyedited for bias-free language (see Chapter 5 of the Publication Manual).   
Qualitative inquiry is relatively unbounded and affords a great deal of 
opportunity for creativity and originality. Thus, the editorship of the journal is 
going to specify general rather than rigid criteria for evaluation of 
submissions and will endeavor to stay open to novel approaches. 
Nevertheless, there are some criteria that we'd like to outline in order to 
ensure that the articles published in Qualitative Psychology® are meritorious 
and of the highest quality. Articles will be evaluated according to the below 
criteria: 
 

Articles Reporting Results of Original Research 
• Is the topic meaningful? Is the presentation persuasive and illuminating? Will 

readers be enlightened on the topic by this article? Does the work advance 
psychological understanding? 

• Is there adequate conceptualization (as opposed to simple description or 
reporting of themes)? Are there larger psychological questions addressed 
beyond reporting thematic description of a particular group of people? 

• Has relevant other literature been joined? Is the relationship between this 
study and previous studies explicit? 

• Has the mode of inquiry been explicated in detail so the reader can judge 
whether it was adequate and appropriate for the issues in question? This 
includes some discussion of the procedures of the work, and the processes 
of analysis and interpretation, and of how ethical challenges were met. 

• Has the researcher taken into reflexive account his or her own role in the 
inquiry? Are assumptions and biases recognized? 

• Does this work engage with methodological questions or debates? For some 
studies, the researcher might explicitly argue for the value of using a 
methodology that is different from the methods typically used to study this 
topic. In other cases, the researcher might explain how his or her study's 
design or findings further develop (or even challenge) some aspect of the 
qualitative approach it employs. 

• Are interpretations well-grounded in presentation of data? 
• Is there evidence that the researcher was tolerant of ambiguity, searched for 

alternative explanations, and considered negative instances? Is broader 
relevance considered? 

• Is the contribution substantial in offering a sophisticated understanding of 
some aspect of human experience? Is this understanding deeply grounded in 
some stated perspective? 

• Is the article well-written, thoughtfully shaped, sufficiently complex and 
engaging? Does the presentation invite further discussion? 
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Appendix B: Email template and Flyer for NHS Recruitment  

 

Dear X 

  

I am writing to inform you of the study I am undertaking as part of my Doctorate in 

Clinical Psychology at the University of Bath. The study is entitled How do people 

experience assessment/therapy for PTSD when they lack memories of the 

trauma event? I am interviewing people to understand their lived experience of 

accessing trauma-informed mental health support for PTSD symptoms when they 

do not have trauma memories to work with. I will be sharing the findings with any 

interested NHS services as well as key stakeholders in the community. I am looking 

for participants who are: 

• Aged 18 and over  

• Who have or previously had symptoms of PTSD (no 'formal' diagnosis 

required) 

• Who are unable to recall the event/s that led to them having PTSD, or who 

are able to recall only sensory details e.g. smells, sounds.  

• Who have received at least one session of therapy (or an assessment for 

therapy) related to their PTSD symptoms 

• Who have completed therapy/assessment within the last 12 months (they 

may still be having therapy for other mental health needs)  

 

Participation will involve: 

• Filling in an online consent form and one questionnaire. This takes 10-15 

minutes. 

• An interview with myself via voice call, which focuses on the experience of 

seeking support for PTSD whilst lacking trauma memories. The interviews 

generally last between 45 and 60 minutes.  

 

I’m not allowed to contact potential participants directly. If you work with someone 

eligible who might like to take part, please inform them about the study using the 

information above or by showing/emailing them the flyer attached. They can then 

contact me directly at h.may@bath.ac.uk if they would like to take part.  

  

mailto:h.may@bath.ac.uk
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Thank you so much for your help with recruiting for this research in these 

challenging times. If you have any questions at all about the study, please do not 

hesitate to contact me. 

  

Warmest wishes, 

Hannah 

Trainee Clinical Psychologist  

University of Bath 

h.may@bath.ac.uk 

 

mailto:h.may@bath.ac.uk
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Appendix C: Information Sheet 

                                       

Information Sheet  

Who am I?                                                

My name is Hannah May and I am a trainee Clinical Psychologist in the Department of 
Psychology at the University of Bath, supervised by Dr Rachel Paskell and Dr Catherine 
Hamilton-Giachritsis. I am conducting this study into how people experience assessment 
and/or therapy for posttraumatic stress disorder (PTSD) when they have no memory of the 
trauma that caused it.  

What is this study about? 

I am looking for people to take part in an interview either face to face or over the phone. In 
this interview I would like to talk to you about your experiences of assessment/therapy for 
PTSD.  I am interested in how people experience PTSD assessment/therapy when they can’t 
remember the trauma.  

Why does that matter? 

There are some well-evidenced and effective psychological therapies available to help 
people recover from PTSD, but they all involve working with or “reprocessing” the trauma 
memories in some way during the therapy. Research has shown however that some people 
who have experienced trauma cannot remember what happened to them, but still 
experience many of the difficult and distressing symptoms of PTSD. There have been no 
studies into how people in this situation experience assessment/therapy for their PTSD 
when they have no memories to reprocess.  

What would you need to do? 

I would like to invite you to an interview where we would talk about your experiences of 
assessment/therapy (not the event itself), the impact this has had on you and the impact 
that being unable to remember your trauma had on the assessment/therapy. The interview 
will be about the assessment and/or therapy you have received, not about the traumatic 
event. As part of our initial phone conversation, I will ask you to tell me in broad terms 
what kind of experience led to you having symptoms of PTSD, for example being assaulted, 
witnessing an accident or having traumatic experiences at work.  You do not have to 
answer this question if you don’t want to, and I will not ask you any further details about 
what happened or when. There are no right or wrong answers – I just want to hear about 
your personal experience. The interview itself will last about 1 hour and will take place at a 
time that suits you. The discussion will be recorded so that I can catch everything that you 
say and listen to it again later.  

Before the interview I will also ask you to fill in a questionnaire about your memory for the 
trauma event. This will only ask about the quality of the memory, for example how clear, 
accessible or intense it is. It will not ask for any details about the trauma event itself. This 
questionnaire will take approximately 10 minutes to complete.  
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Where would we meet? 

If possible, the interview will take place wherever you had assessment/therapy. If this is not 
possible for any reason, I can arrange for us to meet at an NHS location in Wiltshire or 
South Bristol. The interview will take place in a private room and I will be the only person 
you need to meet and speak to.  

If you live very far from the area or don’t want to travel, then we can conduct the interview 
over the phone. We can discuss what option works best for you and any travel expenses 
will be reimbursed in full.  

Do you have to take part? 

Taking part in this research is entirely voluntary, and you are free to make your own choice 
about whether you want to participate. If you agree to take part you can choose not to 
answer any questions that you do not want to.  

If you say yes to taking part, can you change your mind later? 

You are free to withdraw from the interview process at any time and you do not have to 
give me a reason for doing so. Once the interview has taken place, you may ask for your 
data to be withdrawn and destroyed up until four weeks after the interview date. This is 
because the audio recordings of the interviews will be typed up into anonymous written 
format and after this happens it will no longer be possible to identify your data. I will make 
it clear to you when your interview takes place what the deadline is for withdrawing your 
data.  

What if you feel distressed during or after the interview? 

I recognise that it may be difficult and upsetting to talk about your experiences of having 

therapy for PTSD. If you feel that you will become too distressed then I would advise 

against taking part in the study because your wellbeing is more important than research.  

If you do decide that you feel able to take part, then what you tell me is entirely up to you 

and you do not have to share anything that you do not want to. I will remind you before 

and throughout the interview that you are free to stop the interview or take a break at any 

time. If you feel you are likely to become upset we can talk about this beforehand and you 

can tell me how best to support you should this happen.  

You will be given time at the end of the interview to discuss how you found it and an 

opportunity to talk about any issues that came up for you e.g., if any questions were 

confusing or unclear. I will also encourage you to continue talking to me for a few minutes 

after the interview has ended about a different topic, to give you a chance to reduce any 

distress you may be feeling. When the interview is over I will provide you with a list of 

mental health providers and other local agencies in your area that can offer you support if 

you feel distressed when it is time to leave the interview or afterwards. If you would like 

me to contact anyone on your behalf then I will gladly do so, with your permission.  

What will happen to the information you provide? 

Should you decide to take part, the interview will be audio recorded. Before and during the 
interview I will remind you to avoid mentioning personal details e.g. names and addresses 
whilst we are recording. These recordings will then be typed up and the files stored on an 
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encrypted password-protected computer. Where possible interviews will be typed up by 
me personally, but I may have to use an external company to help me with this. If this 
happens, then I will securely send the recordings to the company, who have special 
permission to handle personal data. I will not give the company any other details about 
you. Any potentially identifying details, including your name, will be removed and the 
original audio recordings will be securely destroyed.  

Once the project is completed, the anonymous information you have given to me will be 
kept safely by the University of Bath. If you give your consent, it may be used by other 
genuine researchers, with the University of Bath’s approval, under the strict rules 
governing the confidentiality of your information. Your name and any other 
information/material that might identify you will never be used or given to anyone. 

Are there any circumstances when your confidentiality may be broken? 

The only time this would happen is if you were to tell me that you or someone else were at 
risk of serious harm. In this case I may have to tell someone else, for example your GP or 
relevant professionals, in order to keep you/others safe. If I have to do this I will always talk 
to you first so that you understand what is happening and why.  

What will happen to the results of this research? 

What you tell me will inform our project on how people experience assessment/therapy for 
PTSD when they can’t remember the trauma that caused it. I will use all the interviews I 
collect to look for similarities and differences in the experiences of people who have 
assessment/therapy under these circumstances. The findings of the research will be 
included in my doctoral thesis, and they may then also be published in research journals or 
used in presentations. I may use extracts taken from our interview, however these would 
be carefully anonymised and would not identify you to anyone.  If you would like to be sent 
a written summary of the findings, then I will gladly arrange this.  

What do you do if you would like to take part or have any more questions? 

You can contact me, Hannah May, to arrange a suitable time or to discuss any questions 
you might have. My contact details are: 

Email – h.may@bath.ac.uk      

You can also speak to the supervisors of the project,  

Dr Rachel Paskell: Email – r.g.paskell@bath.ac.uk    Phone – 01225 38 30 96 

Dr Catherine Hamilton-Giachritsis: Email – C.Hamilton-Giachritsis@bath.ac.uk   Phone - 
01225 383970 

If you have any concerns related to your participation in this study please direct them to 
the Chair of the Department of Psychology Research Ethics Committee, email: psychology-
ethics@bath.a.uk. 
Our address is: Department of Psychology, University of Bath, Claverton Down, Bath, BA2 
7AY 

Many thanks for taking the time to read this. I would be delighted if you would be willing to 

take part. 

mailto:r.g.paskell@bath.ac.uk
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Appendix D: Screening Questions 

Screening Questions 
 

Initial screening questions to determine eligibility: 
 
Posttraumatic stress disorder (PTSD) is often experienced by people who have been 
through very stressful, frightening or traumatic events. Symptoms include unwanted 
thoughts about the traumatic event, feeling very distressed by reminders of what 
happened and trying not to think about it. Feelings of isolation, irritability and guilt are 
common. People may also feel ‘on edge’, have problems sleeping, and find concentrating 
difficult. These symptoms are often severe and persistent enough to have a significant 
impact on the person's day-to-day life. 
 
Do you currently have or have you previously had symptoms of posttraumatic stress 
disorder? 

Yes ☐ 

No ☐ 
 
Can you remember the event that led to you having symptoms of PTSD? 
 

Yes, I remember all or most of what happened ☐ 

Yes, I remember bits and pieces of what happened ☐ 

No, I have only sensory memories e.g. smells, sounds ☐ 

No, I cannot remember anything at all ☐ 
Other (please specify):_________________ 
 
How old are you? 
____ years 
 
Are you fluent in English? 

Yes ☐ 

No ☐ 
 
Have you had assessment/therapy for your symptoms of PTSD? (1 or more sessions) 

Yes ☐ 

No ☐ 

I have sought therapy but it was for something else ☐ 
 
If so, how long ago did this finish?  

12 months ago or less ☐ 

More than 12 months ago ☐ 

It is still ongoing ☐ 
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Appendix E: Consent Form 

CONSENT FORM 
 
 

How do people experience assessment and/or therapy for symptoms of 
posttraumatic stress disorder when they lack memory of the trauma 

event? 
 

Please answer the following questions to the best of your knowledge 
Please note: Both the researcher Hannah May and the participant will receive a 

signed copy of this consent form 
 

       
YES           
NO 

  
HAVE YOU:   

• been given information explaining about the study?         
• had an opportunity to ask questions and discuss this study?         

□ YES      
□ NO 

• received satisfactory answers to all questions you asked?         
□ YES      
□ NO 

• received enough information about the study for you to make a decision  
             about your participation?         
□ YES      
□ NO 
 
DO YOU CONFIRM THAT YOU: 

• are willing to have your interview audio recorded?                                                 
□ YES      
□ NO 

 
DO YOU UNDERSTAND: 

 that you are free to withdraw from the study  
        

• at any time?        
□ YES      
□ NO 

• without having to give a reason for withdrawing?        
□ YES      
□ NO 

 
You have the option below to consent to participation in this study. There is also a 
separate option to consent to the University of Bath retaining your anonymised 
data for use in future research projects by approved University researchers. Please 
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note that you do not have to consent to your data being retained in order to 
participate in the current study. 
 

I hereby fully and freely consent to my participation in this study 
 

I understand the nature and purpose of the procedures involved in this study. 
These have been communicated to me on the information sheet accompanying 
this form. 

I understand and acknowledge that the investigation is designed to promote 
scientific knowledge and that the University of Bath will use the data I provide 
for no purpose other than 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 or other identifying information and my study data. This will 
be done before any presentation or publication of my data.  

I agree to the University of Bath keeping and processing the data I have provided 
during the course of this study. I understand that these data will be used only 
for the purpose(s) set out in the information sheet, and my consent is 
conditional upon the University complying with its duties and obligations under 
the Data Protection Regulation. 

 
 

Participant’s signature: _____________________________________ Date:  _____ 

Name in BLOCK Letters: _____________________________________  
 

 

I hereby fully and freely consent to my data being retained for use in future 
research 

 

I understand that the University of Bath may use the data collected for this project 
in a future research project but that the conditions on this form under which I 
have provided the data will still apply.   

I understand that the data retained will be in anonymised format and will not 
identify me to anyone.  

 
 

Participant’s signature: _____________________________________ Date:  ____ 

Name in BLOCK Letters: _____________________________________  
 

 
 
If you have any concerns related to your participation in this study please direct them to the 
Department of Psychology Research Ethics Committee, via email: psychology-ethics@bath.ac.uk. 
 
 
 
 

mailto:psychology-ethics@bath.ac.uk
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Appendix F: Demographic Questions 

Demographic Questions 

 

How would you describe your gender? 

Male ☐ 

Female ☐ 

Transsexual ☐ 

Non-binary ☐ 

In a different way: _______ 

 

Where did you have therapy/assessment? (e.g. IAPT, secondary, private) 

 

What kind of therapy did you have? (for example, cognitive behavioural therapy, exposure 

therapy, help with sleep or emotions) 

 

Do you have other mental health difficulties aside from PTSD? E.g. anxiety, depression 

Yes ☐ 

No ☐ 

If Yes, please specify:__________________ 

 

The situations we find traumatic can vary from person to person. There are many different 

harmful or life-threatening events that might cause someone to develop PTSD. How would 

you describe, in broad terms, the experience that led to you having PTSD? You do not 

have to answer this question if you don’t want to.  

• being involved in a car crash ☐ 

• being violently attacked ☐ 

• being raped or sexually assaulted ☐ 

• being abused, harassed or bullied ☐ 

• being kidnapped or held hostage ☐ 

• seeing other people hurt or killed, including in the course of your job ☐ 

• doing a job where you repeatedly see distressing images or hear details of 

traumatic events ☐ 
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• traumatic childbirth, either as a mother or a partner witnessing a traumatic birth ☐ 

• extreme violence or war, including military combat ☐ 

• surviving a terrorist attack ☐ 

• surviving a natural disaster, such as flooding or an earthquake ☐ 

• being diagnosed with a life-threatening condition ☐ 

• losing someone close to you in particularly upsetting circumstances ☐ 

• learning that traumatic events have affected someone close to you (sometimes 

called secondary trauma) ☐ 

• any other event– please describe: ______________ 
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Appendix G: Distress Management Plan 

Distress Management Plan for Semi-structured interviews 

 

Prior to interviews the researcher will: 

➢ Have made it clear to participants that they can withdraw from the process at 
any time 

➢ Allowed sufficient time for the interview to take place and to allow participants 
a break/stay with them/on the phone for a while if they become distressed 

➢ Have a list of local service providers/helplines etc to direct the participant to in 
the event that they feel distressed  

➢ Have discussed with the participant how the researcher can best support them 
if they become upset 
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Appendix H: Semi-structured Interview Schedule 

Semi Structured Interview Schedule  

In line with Interpretative Phenomenological Analysis methodology, this interview 

schedule is subject to alteration following initial interviews and in response to 

participant feedback.  

Introduction: Thank you for agreeing to speak to me for this research project; the interview 

should take approximately 1 hour. I am going to ask you a series of questions about your 

experiences of seeking and having assessment and/or therapy for PTSD for a trauma you 

cannot remember. I will not ask you about the trauma itself. It is up to you how much you 

tell me and if there is anything you would prefer not to answer then you do not have to. If 

at any point you feel uncomfortable or distressed please let me know and we can take a 

break. You are also welcome to completely stop the process and withdraw from the study 

at any time during our conversation.  

If I notice you becoming upset I will ask you if you are alright and if you would like to take a 

break. When we spoke on the phone before you told me that if you become distressed it 

will be helpful if I ______________________________________________; is that still the 

case?  

At the end of the interview I will spend some time talking to you about other things and 

ensure that you feel safe and happy to leave the building/end the call.  

Do you have any questions before we begin?  

(Text in italics represents prompts that can be used if necessary to help participants answer 

questions in full.) 

1) Can you tell me about the process of deciding to seek assessment and/or therapy 

for your PTSD and how you went about this? 

How did you make the decision to seek help? 

How did you identify where to go/who to approach? 

What went well? 

Can you tell me about anything that was more difficult? 

2) Can you tell me about your experience of the assessment and/or therapy? 
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Can you tell me about anything that was helpful? 

Can you tell me about anything that was difficult/unhelpful? 

How did the assessment/therapy compare to what you had expected? 

What was your relationship with your therapist like? 

3) How do you think not being able to remember the trauma may have affected your 

experiences of seeking and having assessment and/or therapy for your PTSD? 

How do you think or feel it might have been different if you could remember the 

trauma? 

4) What effect has assessment and/or therapy for your PTSD had on you? 

On your PTSD symptoms? 

On your life more generally? 

How do the effects compare to what you had expected? 

How do you feel now about your decision to seek assessment/therapy? 

5) Is there anything else that you think it is important for me to know about your 

experiences of seeking and having assessment and/or therapy for PTSD, when you 

had no memory of the trauma? 
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Appendix I: Sample Debrief 

 
 

Debriefing Information 

Thank you for taking part in this project which has been investigating how people 

experience assessment/therapy for symptoms of posttraumatic stress disorder when they 

can’t remember the trauma. I am grateful for the time you have given to the study and 

your contribution is highly valued.  

What next? 

After your interview I will transcribe the recording into written form and look for themes in 

the data.  Then I will bring together the themes from your interview with the themes from 

other participants’ interviews, to look for similarities and differences in people’s 

experiences.   

Can I see the finished study? 

Absolutely. You are welcome to receive a copy of the final report and can indicate whether 

or not you would like this on the attached form.  

Resources and Staying Safe  

I hope that you have not found the interviews too distressing but I am aware that it can be 

difficult and upsetting to talk about having assessment and/or therapy for PTSD when you 

cannot remember the trauma. Please find below a list of services and organisations that 

may be of help and support to you if you are feeling distressed.  

If you are concerned about your mental health we encourage you to contact your GP to 

talk about further help.  

If you are feeling unsafe, the quickest way to get help is to call 999 or go to A&E.  

If you need urgent support but don't want to go to A&E, you could: 

• call Samaritans on freephone 116 123 – they're always open and are there to listen 
• contact your GP surgery and ask for an emergency appointment 
• contact NHS 111 (England and Scotland) or NHS Direct 0845 46 47 (Wales) 
• contact your local crisis team (CRHT), if you're under their care 

 

The Mind website has further information about the different options available to help you 

make a decision about the help you need: https://www.mind.org.uk/information-

support/guides-to-support-and-services/crisis-services/#.XQLCgohKjIU 

They also have some guidance around coping with traumatic events:  

https://www.mind.org.uk/news-campaigns/coping-with-traumatic-events/  

The following organisations also offer support for people who have experienced trauma in 

your local area: 

Edinburgh Crisis Centre http://www.edinburghcrisiscentre.org.uk/wordpress/ 

https://www.mind.org.uk/information-support/guides-to-support-and-services/crisis-services/emergency-gp-appointments/
http://www.nhs.uk/NHSEngland/AboutNHSservices/Emergencyandurgentcareservices/Pages/NHS-111.aspx
http://www.nhsdirect.wales.nhs.uk/contactus/feelingunwell/
https://www.mind.org.uk/information-support/guides-to-support-and-services/crisis-services/crisis-teams-crhts/
https://www.mind.org.uk/information-support/guides-to-support-and-services/crisis-services/#.XQLCgohKjIU
https://www.mind.org.uk/information-support/guides-to-support-and-services/crisis-services/#.XQLCgohKjIU
https://www.mind.org.uk/news-campaigns/coping-with-traumatic-events/
http://www.edinburghcrisiscentre.org.uk/wordpress/
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Link Living: https://www.linkliving.org.uk/what-we-do/find-a-service/edinburgh-mental-

health-service/ 

Open Secret: https://www.wellbeingscotland.org/services/open-secret-falkirk 

Thank you again for participating. If you would like to speak to us about the project please 

get in touch. 

Email – h.may@bath.ac.uk      

You can also speak to the supervisors of the project: 

Dr Rachel Paskell  

Email – r.g.paskell@bath.ac.uk  Phone – 01225 38 30 96 

Dr Catherine Hamilton-Giachritsis  

Email – C.Hamilton-Giachritsis@bath.ac.uk  Phone - 01225 383970 

Our address is: Department of Psychology, University of Bath, Claverton Down Bath, BA2 

7AY 

……………………………………………………………………………………………………………………………………………

…………………………………….. 

If you have any concerns related to your participation in this study please direct them to the Chair of 
the Department of Psychology Research Ethics Committee, email: psychology-ethics@bath.a.uk. 

 

 

 

 

 

 

 

 

 

 

https://www.linkliving.org.uk/what-we-do/find-a-service/edinburgh-mental-health-service/
https://www.linkliving.org.uk/what-we-do/find-a-service/edinburgh-mental-health-service/
https://www.wellbeingscotland.org/services/open-secret-falkirk


RESEARCH PORTFOLIO                                                                                        211 

 

 
 

Appendix J: The Memory Experiences Questionnaire and Data  

Memory Experiences Questionnaire (MEQ) 

Instructions: Please answer the following questions about your memory for the event that 

led to you experiencing symptoms of post-traumatic stress disorder. 

Please rate how much you agree with each item from 1 (strongly disagree) to 5 (strongly 

agree). 

1. Vividness 

1. My memory for this event is clear. 
    1         2         3         4         5 
2. My memory for this event is very vivid. 
    1         2         3         4         5 
3. My memory for this event is very detailed. 
    1         2         3         4         5 
4. My memory for this event is dim. (R) 
    1         2         3         4         5 
5. My memory for this event is very vague. (R) 
    1         2         3         4         5 
6. My memory for this event is sketchy. (R) 
    1         2         3         4         5 
 

2. Coherence 

1. The order of events in the memory is clear. 
   1         2         3         4         5 
2. When I recall this memory, the sequence of events seems realistic. 
   1         2         3         4         5 
3. This memory is of an event that occurred once at a particular time and place, not a 
summary or merging of many similar or related events. 
   1         2         3         4         5 
4. I recognize the setting in which my memory takes place. 
   1         2         3         4         5 
5. The order of events in the memory is confusing. (R) 
   1         2         3         4         5 
6. This memory comes back to me in bits and pieces, not as a logical, coherent story. (R) 
   1         2         3         4         5 
7. This memory is a blending of many similar, related events rather than a specific memory 
about a particular event. (R) 
   1         2         3         4         5 
8. I have a difficult time remembering the event in a coherent manner. (R) 
   1         2         3         4         5 
 

3. Accessibility 

1. This memory just sprang to my mind when I read the instructions. 
   1         2         3         4         5 

2. This memory was easy for me to recall. 
   1         2         3         4         5 

3. It was difficult for me to think of this memory. (R) 
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   1         2         3         4         5 

4. I had to think for a while before I could recall this event. (R) 
   1         2         3         4         5 

Please rate how much you agree with each item from 1 (strongly disagree) to 5 (strongly 

agree). 

 

5. I really had to search my ‘‘memory bank’’ for this experience. (R) 
   1         2         3         4         5 

 

4. Sensory Detail 

1. As I remember the event, I can hear it in my mind. 
   1         2         3         4         5 

2. As I remember the event, I can feel now the emotions that I felt then. 
   1         2         3         4         5 

3. I can bodily ‘‘feel’’ myself in this memory. 
   1         2         3         4         5 

4. When I recall this event, I think the same things I thought when the event originally 

happened. 
   1         2         3         4         5 

5. When I recall this memory, I do not feel the same feelings I felt when the event originally 

happened. (R) 
   1         2         3         4         5 

6. When I recall this event, it does not really feel like I am reliving the experience. (R) 
   1         2         3         4         5 

7. My memory for this event does not involve a lot of sensory information (sounds, smells, 

tastes, etc.). (R) 
   1         2         3         4         5 

8. As I remember the event, I have a difficult time recalling the particular physical reactions 

and sensations I had during the experience. (R) 
   1         2         3         4         5 

 

5. Emotional Intensity 

1. As I am remembering the experience now, my feelings are very intense. 
   1         2         3         4         5 

2. My emotions are very intense concerning this event. 
   1         2         3         4         5 

3. The memory of this event evokes powerful emotions. 
   1         2         3         4         5 

4. I do not remember having particularly strong emotions at the time of this event. (R) 
   1         2         3         4         5 

5. I do not have strong emotions about this memory. (R) 
   1         2         3         4         5 

6. This memory does not evoke strong emotions in me. (R) 
   1         2         3         4         5 

 

6. Visual Perspective 
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1. I see the experience in the memory through my own eyes. 
   1         2         3         4         5 

2. In my memory, I see this experience through my own eyes. 
   1         2         3         4         5 
 

Please rate how much you agree with each item from 1 (strongly disagree) to 5 (strongly 

agree). 

 

3. When I visualize this memory, I clearly see this event from my own perspective. 
   1         2         3         4         5 

4. I view this memory as if I was an observer to the experience. (R)  
   1         2         3         4         5 

5. In my memory, I see this experience through the eyes of others. (R) 
   1         2         3         4         5 

6. As I remember this event, I feel like an observer watching myself. (R) 
   1         2         3         4         5 

 

7. Time Perspective 

1. My memory for the year when the event took place is clear. 
   1         2         3         4         5 

2. My memory for the day when the event took place is clear. 
   1         2         3         4         5 

3. My memory for the hour when the event took place is clear. 
   1         2         3         4         5 

4. My memory for the year when the event took place is vague. (R) 
   1         2         3         4         5 

5. My memory for the day when the event took place is vague. (R) 
   1         2         3         4         5 

6. My memory for the hour when the event took place is vague. (R) 
  1         2         3         4         5 

 

8. Sharing 

1. I often share this memory with friends or family. 
   1         2         3         4         5 

2. Since it happened, I have talked about this event many times. 
   1         2         3         4         5 

3. I frequently think about or talk about this event with others. 
   1         2         3         4         5 

4. I rarely tell others about this memory. (R) 
   1         2         3         4         5 

5. I do not feel the need to share this memory with others. (R) 
   1         2         3         4         5 

6. I do not think about this memory often. (R) 
   1         2         3         4         5 

 

 

9. Distancing 
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1. I don’t have much in common with the person in the memory. 
   1         2         3         4         5 

2. I feel like the person in this memory is a different person than who I am today. 
   1         2         3         4         5 

3. When I recall this memory, I think, ‘‘that’s not me anymore.’’ 
   1         2         3         4         5 

Please rate how much you agree with each item from 1 (strongly disagree) to 5 (strongly 

agree). 

 

4. My behaviour in this memory is consistent with my personality. (R) 
   1         2         3         4         5 

5. I feel like I am the same person in the memory as I am today. (R) 
   1         2         3         4         5 

6. This memory is consistent with who I think I am today. (R) 
   1         2         3         4         5 

 

10. Valence 

1. The overall tone of the memory is positive. 
   1         2         3         4         5 

2. The experience described in this memory is positive. 
  1         2         3         4         5 

3. My feelings at the time were positive. 
  1         2         3         4         5 

4. The overall tone of the memory is negative. (R) 
   1         2         3         4         5 

5. The experience described in this memory is negative. (R) 
   1         2         3         4         5 

6. My feelings at the time were negative. (R) 
   1         2         3         4         5 

 

 

The Memory Experiences Questionnaire 

The Memory Experiences Questionnaire (MEQ; Sutin & Robins, 2007) is a 

63 item self-report questionnaire that assesses the Vividness, Coherence, 

Accessibility, Time Perspective, Sensory Details, Visual Perspective, Emotional 

Intensity, Sharing, Distancing, and Valence of a single autobiographical memory. 

Participants were asked to complete this in relation to their trauma memory. 

Participants rated each item from 1 (strongly disagree) to 5 (strongly agree).  

MEQ Results 

Participants’ average scores on each subscale of the MEQ are presented in 

Table 2 and Figure 2. 
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Table 1 

Average scores on MEQ 

MEQ Subscale 

Max possible 

score 

Average Score 

in Sample 

Vividness  30 13 

Coherence 40 20.7 

Accessibility 25 12.5 

Time perspective 30 9.1 

Sensory detail 40 28.1 

Visual perspective 30 17.4 

Emotional intensity 30 24.5 

Sharing 30 12.3 

Distancing 30 19 

Valence 30 6.4 

 

Figure 2 

Bar chart showing average participant scores on MEQ subscales 
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Appendix K- Example of Annotation and Coding in NVivo 
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Appendix L- Link to Initial Mindmap of Overarching Themes 

https://miro.com/app/board/o9J_lNVsL-k=/ 

N.B. Use zoom function at bottom right of screen to navigate  
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Executive Summary 

 This portfolio contains three papers that all broadly explore issues relating to 

the prevention or treatment of trauma and stress. However, the specifics of each 

paper are quite different, as explained below.   

 The first paper was a literature review exploring what interventions 

are available to address empathy-based stress (EBS) in mental health workers 

(MHWs). EBS describes the negative effects that can arise from repeated empathic 

engagement with the distress of other people. Due to the nature of their work, 

MHWs may be especially vulnerable to EBS but no previous papers have 

specifically reviewed interventions for this group. To address this gap, a scoping 

methodology was used. This is a broad form of systematic review that maps out the 

type of evidence available in a given area. Papers of any methodology were 

included, providing they reported on an intervention aiming to prevent or reduce 

EBS in MHWs and measured EBS in some way. There was considerable variation in 

the studies identified in the review. Four broad types of interventions were 

identified: individual interventions (including: personal resilience; awareness-raising 

and role training); team interventions and organisational interventions. Results 

highlight that most studies intervened at the level of the individual, with only one 

study reporting an organisational intervention. This is despite evidence suggesting 

that EBS in MHWs is predominantly caused by organisational factors. In addition, 

the majority of interventions described were not theoretically linked to the factors 

thought to cause EBS.  Implications and recommendations for research in this field 

are discussed in the paper.  

The second paper was a service-related project exploring the impact of a 

threatre-in-education (TiE) programme on young people’s knowledge and awareness 

of child sexual exploitation and abuse (CSEA). CSEA is linked with the 

development of serious mental health problems, meaning survivors are likely to need 

mental health care later in life. NHS consultation was sought from a secondary 

mental health service that commonly provides therapy for adult survivors of CSEA. 

Four focus groups were conducted with young people who had experienced the 

school-based TiE programme. Audio recordings of the focus groups were transcribed 

and analysed using template analysis to identify themes in the data. Themes were 

grouped into two categories; ‘Information and Detail Delivered’ and ‘Format and 
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Timing’. The themes suggested participants had gained knowledge and 

understanding of CSEA and of what actions might help them avoid harm. The 

themes also suggested aspects of the programme that could be improved, for 

example addressing the issue of victim blaming. Recommendations for the TiE 

programme and broader implications are discussed in the paper.  

Finally, the third paper was a qualitative study exploring how people 

experience assessment or therapy for post-traumatic stress disorder (PTSD) when 

they cannot remember the trauma that caused it. Although there are some effective 

psychological therapies available to treat PTSD, they all involve working with the 

trauma memories in some way. It is possible however for people to have PTSD 

without memory of the trauma event (PwM). There has been very little research into 

how people with PwM experience PTSD therapy, or whether standard PTSD 

treatment will be effective for them. Therefore, this study aimed to address this gap 

in knowledge by interviewing participants about their experiences of having therapy 

for PwM. 

Nine participants recruited via social media took part in semi-structured 

interviews exploring their experiences of PTSD therapy/assessment whilst lacking 

memories. The interviews were audio-recorded, transcribed and analysed using 

interpretive phenomenological analysis (IPA). IPA is a type of qualitative analysis 

that seeks to understand how individuals make sense of their experiences. Themes 

were grouped into two broad areas: i) the challenges of having therapy whilst lacking 

memories; and ii) what was helpful in therapy. The challenges reported by 

participants included: delayed help-seeking; having emotional/sensory traumas 

reactions in the absence of recognisable triggers; experiencing therapy as more 

applicable to remembered trauma (over unremembered); and difficulty discussing 

and processing unremembered trauma. Participants also described helpful aspects of 

therapy including: feeling safe and supported in therapy; working with emotions and 

sensations instead of memories; having scientific explanations for trauma; and 

having ‘permission’ from therapists not to remember. The results led to a set of 

recommendations for clinicians working with people with PwM to consider. These 

included: being aware that clients with PwM may have more difficulty accessing 

treatment and believe it as less applicable to them; focussing on clients’ emotions 

and sensations (not memories) in therapy; and supporting clients to develop a more 
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self-compassionate understanding of their experiences and lack of memory- thus 

helping them to accept that not remembering is ‘permitted’. Further implications for 

clinical practice and relevance to the wider literature are discussed in the paper. 
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