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Summary of MRP
Section A

This review identified 22 studies and articles which dised the process of negative change
folowing psychotherapy. Support was found for some correlatesifield by previous
reviews; interpersonal problems, intial high symptom dgyvdess favourable social
characteristics, comorbidity and low levels of social supporeat@r therapist inexperience,
longer-term therapy or therapy which is terminated abrupdy also be implicated.

Outcome measures alerting therapists to negative clambeClinical Support Tools advising
how to respond may be helpful to reduce its occurrence. Howektber fuesearch is

needed; in particular qualtative studies, controlled ti@aisl single-case methodologies.
Section B

This study generated a grounded theory of negative changgetwewing clients and
therapists about the experience of therapy when negaismrge had occurredlwelve
participants were interviewed and the emerging model ightithree main themes which
helped to explain their experience; Therapy in the comteatversity, negative change
related to the therapeutic process and help withdrawn. Fndiighlighed the importance
of paying attention to context and life events in negatiilange. Many clients wanted
further input and some did not think there had been a regatitcone.  Varied process

issues highliglgd the need to adjust interventions to fit clients.
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Abstract

Objectives

This review aimed to establish current knowledge abouyprteess of negative change
following psychotherapy; whereby clients experience aease rather than a decrease in
symptoms according to outcome measures. It explored factods wight correlate with

negative change alongside potential interventions anatatiphs for practice and research.

M ethods

Twenty-two studies were identified from systematic dessof Ovid Medline, Psycinfo,
Web of Science and Cochrane Reviews databases. Qualiysrasse tools were used to aid
in critiquing the studies identified. Findings were discuseeigrms of conclusions and

implications.

Results

A range of studies and articles were identified. Supportfovssl for some correlates
identified by previous reviews; having more interpersonablpms, initial high symptom
severity, less favourable social characteristics, comorbaid low levels of social support.
Greater therapist inexperience, longer-term therapyeoaply which is terminated abruptly
may also be implicated.Outcome measure which alert therapists to negativegeteand general
feedback could be helpful to reduce its occurrerCéinical Support Tools advising therapists

how to respond may also be helpful.

Conclusions

There are few recent studies looking at correlates attimegchange. Further research could

help us know more about this phenomenon and reduce its @oeurre



Key words: Negative change, deterioration, psychotherapy outcomes
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I ntroduction

Although there is evidence to suggest that psychotherapffedive (Lambert & Ogles,
2004), there is also evidence suggesting that a small proportdients appear to leave
feeling worse (Lambert, Bergin & Colins, 1977; Barlow, 2010). Despite dhrecent meta-
analysis found that just 15% of RCTs measuring psychologieahpy outcomes mention
that negative change has occurred (JonsAlame, Parling, & Arnberg 2014) risking a
reporting bias and missing opportunities to improve therapiesaid potential harm.
Current estimates of the prevalence of negative chargaround 3-15% of patients (Linden,
2013). However, compared with research on treatment efficaese #hlitle focus on
negative change in the therapeutic literature. T®duction wil present the history

around this phenomenon, folowed by definitions and summarieseabps reviews.
Historical overview

Whisst the first observation of therapy-induced deteroratwas recorded by Masserman and
Carmichael (1938); debate around this issue began in 1952, whencEyreviewed the
outcome research and concludéere was no evidence that psychotherapy “’facilitates

recovery from neurotic disorder” (Eysenck, 1952, p. 662). This was controversial and hotly
disputed amongst therapists. In response, Bergin (1963) conduedwa attempting to
explain why psychotherapy showed such modest improvements)gfitidat very few studies
recorded adequate pre and post measures whist controling fdoerdies between treatment
and control groups. His review included six eligible studied found a greater variability in
outcomes within treatment groups as compared to controls, seHisat some receiving
therapy improved, others showed marked deterioration. This deapibts to think more

about negative change and the risk that clients coulcripeed as a result of therapy
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(Barlow, 2010). Future studies sought to explain negative chémgaeasure it and to use

this knowledge to prevent f.
Definitions

For the purposes of this review, negative change is defisealprocess occurring during
therapy, where a client’s experienced symptoms of distress appear to increase or worsen.

This is usually established by comparing outcome measaressftom treatment outset to
termination or folow-up. To establish whether negativengidas more than would be
expected by chance and is clinically meaningful researdi@ess sometimes used
calculations based on Jacobsmd Truax’s (1991) descriptions of reliable and clinically
significant change. Clinically significant change is described as a return to ‘normal

functioning’, where a client’s level of functioning falls outside the range of the ‘dysfunctional
population’, defined as two standard deviations from the ‘dysfunctional’ mean following
treatment. They should also fall within the normal pojpulatiange, or be closer to the mean
of the functional range than the dysfunctional rarQeterioration, another term frequently
used in the lterature, would therefore entail being ti®adard deviations from the
functional mean or closer to the dysfunctional thanfuhetional mean. The reliable change
index (RCI; Jacobson et al, 1984) sets out to establish thateclsangt due to measurement

error and uses the following calculation;

Pre-test score post-test score

Standard error of differences

Where the RCI is greater than 1.96, this indicates tkat thas been reliable change.
Researchers often consider a movement of two standardicshsvi@in an outcome measure

score to represent a significant change in either direction
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Previous Reviews

Lambert, Bergin and Collins (1977) Therapist induced deterioration in psychotherapy

This chapter reviews 48 studies describing the occurrence of ‘client deterioration’. It
includes studies discussed in Bergin’s (1963) review and additional research up to 1975,
providing a thorough critique of studies described and selek#ygstudies which provide
evidence about mechanisms which might underlie negaleege (Lieberman, Yalom &
Miles, 1973; Ricks, 1974; Sloane, Staples, Cristol, Yorkston & Whipple, 19fscifi§
patient and therapist characteristics and the interaaif these, thought to be linked to

deterioration, are discussed.

In terms of patient characteristics, the authors describe those diagnosed as ‘schizophrenic and
psychotic’ as being susceptible, stating that the history or duration of the disorder may gl
role. This is based on research comparing deterioration atiage®stic category
(Fairweather et al, 1960) and the postulation that deteroratiay occur in the opposite
form to spontaneous remission (Rachman, 1973). They stat®thaxample, depression
may have the lowest rate of deterioration since itahaigher rate of spontaneous remission
than say, hypochondriasis. Other patient characteristio®e d'om the Lieberman, Yalom
and Mies (1973) study of encounter groups. They found that s leof self-esteem,
greater involvement with the group, higher growth oriemaand greater anticipation of
need were positively related to deterioration. The authers dite articles discussing poor
outcome in psychoanalysis (Kernberg, 1973; Horwitz, 1974) stating that ‘low quality of
nterpersonal relationships’, low tolerance of anxiety or frustration, low motivation,

Borderline Personality organisations and ‘predommant oral fixations’ are client

characteristics which may be contraindications for rmeat
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The authors then discuss therapist factors which raghinked to deterioration. Firstly, a
study by Whitehorn and Betz (1960) investigating therapidts kv success rates is
reviewed, under the assumption that better outcomes cowepketed (the authors usad
broad definition of negative change). They found that thesapio viewed the client as
wayward and needing correction, who were rigid and expectededes were lkely to
achieve low success rates. Secondly, a study by Vandebos eond(K@71) inks negative
outcomes to ‘’pathogenic therapists’’, described as clinicians using therapy to satisfy their

own needs as opposed to the patient’s. However, case examples describing therapist
behaviour are extreme, raising questions about the redevainthese findings some 45 years
later. Particularly considering increased regulatiorsural therapy, guidelines around
supervision and the prevalence of Cognitive-Behavioural Biottecontrast with examples
gven, which appeared to describe psychoanalysis as provideddyapssts. Thirdly, the
authors discuss therapist level of experience, suggestaignexperience may play a role in
deterioration, despite mixed findings in this regard. Findligy discuss therapist
personality, again looking to Yalom and Lieberman (1971) who ighti¥ types of group
leader, finding that ‘aggressive stimulators’ were the most damaging. Aggressive stimulators
were defined as being challenging, confrontational, chaismatithoritarian, caring and
self-revealing. A study by Ricks (1974) is also described, wi@mined two therapists
working with adolescent boys, a highly successful therapist termed ‘supershrink’ by the boys
and another therapist whose clients had poor outcomes, referred to as ‘pseudoshrink’ (Bergin

& Suinn, 1975). Ricks found that the successful therapist denateel time to boys who
were most disturbed, whereas the unsuccessful therapidtedipposite, seeming to avoid or
fear them. The unsuccessful therapist also seemed to beeogid up in the negative

feelngs or hopelessness of clients, inadvertently reinfortiage states.
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Finally, the ‘complex interaction’ between client and therapist is acknowledged; what one
client finds helpful, another may find harmful (Lazarus, 197heyTdiscuss previous
research around therapists offering high versus low @omglitof empathy and positive regard
(Truax, 1963). They propose that difficult or aggressive clientg nagatively affect
therapists who show low levels of empathy and positive degernereas therapists showing
high levels are less affected, resuliing in higher esgcates for the latter. Race and class is
also discussed in terms of whether it is more helpfuthlerapist and client to be of the same
ethnicity or socioeconomic status. They present mixed sesditit is unclear whether it
makes a difference having a different or similar therapisineself. This chapter provides a
useful framework from which to begin thinking about factoisoamted with negative

change.

M ohr (1995) Negative outcome in psychotherapy: A critical review

Mohr conducted a critical review of 42 studies which mentiegative outcome during
therapy. Nineteen of these studies were discussed preél®us chapter by Lambert et al,,
(1977). Outcome studies ranging from controled trials to cadestwere included, and
these varied in terms of the depth of discussion aroundiveegdnange. Some studies
included merely mentioned a prevalence rate for negabegge in relation to an
intervention (Garfield & Bergin, 1971). Although it claims to beiical review, there is
little discussion of methodological issues. Issues idedtiinclude a lack of control group;
present for 31 of the studies, 4 studies which used studetatadinsf patients, two studies
where patients were hospitalised, a potential confoundingblearfor therapeutic outcomes,
and studies where patients were given Electro-convuBherapy (ECT) and it was not clear
if controls or patients received ECT. It was sometimedeanavhat type of therapy people

had received and the way in which negative changemeasured varied. Some studies
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combined negative change with no change, cited as an @sce previous research had

suggested that the two groups may be qualitatively diffe(ilathr et al., 1990).

Mobhr identifies patient, therapist and therapy variableghvappeared to be associated with
negative change in the studies reviewed. In termsedflignt, a Borderline Personality
Organisation, Obsessive-Compulsive traits, interpersordutiies, initial high symptom
severity and poor motivation were cited, echoing most findings Lambert et al (1977).
One stug also highlights ‘those who expect therapy to be painless’ (Foa & Steketee, 1977)

as being atrisk of negative treatment outcomes. Therafased factors found to be
associated with negative change were; low levels of #apanderestimating the severity of
a client’s difficulties, negative countertransference, poor technique, making a greater number

of transference interpretations and disagreement fdtclient about the process of therapy.
Different therapeutic modalties are also discussed imeiew and it is acknowledged that
all modalities can produce negative change, but expetiemoaps or Gestalt therapies are
highlighted asnore often associated. Due to methodological issues it’s difficult to draw firm
conclusions from Mohr’s review. In terms of implications for further research, he dises
how deterioration is defined and advocates using JaancindRevenstorf’s (1988) clinical
significance criteria to identify when negative chahgs occurred. He also discusses the use
of specific vs global outcome measures to monitor the occearref negative change, stating
that global measures are preferable as they pick up on phendk&rsymptom substitution

and deterioration in domains other than the target symptom.

Lilienfeld (2007) Psychological Treatments that cause Harm

This review has been used alongside Mohr’s as a basis for interventions attempting to target
and prevent negative change (Probst, Lambert, Loew et al., 20l)feld conducted a

systematic review of studies from the Psycinfo databasking for specific therapies which
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have caused harm to patients. He discusses various wayglin therapy may cause harm
and reviews psychological therapies that have been known to deswontludes that
treatments which probably cause harm for some clieetsCaitical Incident Stress
Debriefing, typically a group intervention aimed at preventing occurrence of PTSD,
‘Scared Straight” programmes for children at risk of criminality, Facilitated communication
for chidren diagnosed with Autism, Attachment therapieshsas rebirthing, Recovered
memory techniques, Dissociative Identity Disorder (DID)e@Gted Psychotherapy, grief
counseling for normal bereavement, Expressive-Experiepsgthotherapies, boot camp
interventions for Conduct Disorder and Drug Abuse and Resist&ducation (DARE)
Programs. Other treatments described as possibly causingfdiasome clients are; Peer-
Group Interventions for Conduct Disorder and Relaxatioratiients for Panic-Prone

Patients.

Liienfeld discusses limitations of the evidence base dralgterioration effects, arguing that
some estimates may be too large, as they include negditaets unrelated to the treatment
given, ortoo small because some improvements may have ba&sr grhout treatment.
This highlights the need for studies to include control growgisreceiving treatment, in order
to know whether treatment is the likely source of deteiorat The aforementioned
therapies are described as probably causing harm becauseewenes from Randomised
Controlled Trials (RCTs), with findings replicated by indegent researchers, or research
indicating a consistent occurrence of adverse events folipwhe introduction of therapy.
Lilenfield’s review contrasts ‘potentially harmful treatments’ with ‘empirically supported
therapies’ (ESTs) and appears to assume that any negative effects which occur when therapy

is evidence-based may be due to external events, theraplgnbrfactors, as opposed to

other factors such as the therapeutic process. The rdwes/ not consider negative change
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occurring in the course of ESTs but acknowledges thag¢uidence base around ESTs often

comes from studies which are not methodologically sound.

Summary and rationale for current review

On the basis of previous reviews the following correlateseghtive change have been
identified. In terms of client factors, Borderine Perspnadrganisation, Obsessive-
Compulsive traits, bulimia, panic, poor motivation, expectingafhe to be painless, more
interpersonal problems, initial high symptom severity, cbraanditons, multiple previous
therapies, somatoform disorders, comorbidity, being single aneédegsted have all been
implicated. In terms of therapist factors; low levels opatmy and warmth, underestimating
client issues, poor technique, high numbers of transferemepretations and disagreement
with the client by the therapist have been implicated.addition to these, specific therapies

have been identified which may cause harm.

The reviews discussed looking specifically at negative gehdmmainstream or evidence-
based therapies, are not up to date, the most recent being 1995 s® #heeed to review
current research. The studies identifying correlates ditel many methodological issues.

In addition, studies included in both the Mohr (1995) and LamberiB and Colins (1977)
were conducted at a time when therapy may have looked wtiffewa been less regulated

than it is today. For example, in the UK, the United Kingdoour€il for Psychotherapy

only began regulating in 1985 (Antrican, 2009), eight yeaes hfimbert, Bergin and Colins
(1977) review. Also, psychotherapy is now more frequentlyiecaout by psychologists or
trained therapists as opposed to psychiatrists. inportant to consider whether correlates
identified are stil relevant in explaining negative rd@ and whether we can substantiate the

findings of previous resedic
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Review Aims

This review aims to establish current knowledge aboutmegchange during psychotherapy
by conducting a review of the literature. It wil considee evidence base to establish
whether knowledge concerning factors linked with negativenge has advanced. It wil
also explore what clinicians might do to intervene to prevegative change, thinking about

implications for practice and future research.

M ethodology

Folowing preliminary searches, the terms used in thiewewere:

Psychotherapy AND (Deteriorat* OR 'negative change' Gdgdtlve treatment outcome’)

AND treatment outcomes

The Boolean operator AND was used to combine unrelated tewh®R was used to ensure
that a term related to negative change appeared in tiiss.re$he truncation symbol (*) was
used to ensure no studies or articles were missed duerti@is of terms used. Database
mapped terms were used for the terms ‘psychotherapy’ and ‘treatment outcomes’. NoO date

range was specified.

Terms were searched in PSYCINFO, Web of Science, CochrewiewR and Ovid Medline
databases in December 2015. Abstracts and titles were stiteesesure that results
included some discussion around or research regardingveegatinge. Studies and articles
were included if they looked for factors associated with tregahange in adult clients,
attempted to reduce negative change or discussed inten&rargeting this phenomenon.
Studies and articles were excluded ff;

e They were not English language
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e They mentioned negative change, for example as partefiiGacy study for a
specific intervention, without discussing reasons or asSnE

¢ Clients who experienced deterioration were combined wilketlexperiencing no
change in the analysis (Werbart, Von Below, Brun & Grsuettir, 2014) or a
‘treatment failure’ was presented where it was unclear whether negative or no change
had occurred (Gold, 1995)

e Negative change asonly experienced by waiting list controls

e They just described outcome measures (Youn, Kraus & Casigng012).

e They were discussed in an earlier review

e Entire books were excluded as beyond the scope of this review

University dissertations were searched via the Cantefdoversity Create database using

the search terms;
Psychotherapy AND (deteriorat* OR negative change)

No results were found on this database.
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Figure 1: Flowchart of literature review search process

21

Records identified through
database searching - 647

e

—

Duplicates n=40

Results from reference
checking and other sources =9

Excluded following title review
n=436

n=180

Abstracts screened

Excluded following abstract screen n= 137

Not English Language — 39
Participants were children -1
Efficacy studies — 62

Commentary on earlier article —3
Description of outcome measure — 9
Discussion of specific diagnosis — 20

Included in earlier review —2
Books - 1

Full copies retrieved and assessed for eligibility

n=43

Excluded following full text screen n= 21

Negative & no change combined —3
No discussion of negative change —18

Final number of studies

included n=22




Critique

To assist with study evaluation, a checklist was deviggdbining items from qualty
assessment tools by the ‘Effective Public Health Practise Project’ (EPHPP, 2009) and the
Critical Appraisal Skils Programme (CASP, 2013) (see Appendix This checklist was
referred to when evaluating the contribution of reseattatties to the conclusions of this
review.

Literature review

Twenty-two articles including research studies, agidh peer-reviewed journals and book
chapters are included. For the purposes of this reviewlesairtiave been grouped together
according to subject matter. Articles which aim to definelescribe negative change wil be
discussed, folowed by those which attempt to explain or igleatifrelates. Finally,

research around detecting and preventing negative cheihdee reviewed. Table 1 lists
included articles, divided into the sections in which thppear in the review, and in

chronological order within these sections.
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Table 1: Studies and articles reviewed

Studiesdefining, describing and measuring negative change

Authors

1.) Bystedt, Rozental,
Andersson, Boettchel
& Carlbring (2014)

2.) Kachele &
Schachter (2014)

3.) Linden (2013)

4.) Barlow (2010)

5.) Swift, Callahan,
Heath, Herbert &
Levine (2010)

23

Study

Survey asking therapists about
negative change, its occurrenci
and their understanding of this.

Article discussing side effects,
destructive processes and
negative outcomes in
psychoanalytic therapy

Article describing and defing
negative effects

Article reviewing negative
effects and methodologies

Study investigating the course
of deterioration in therapy. In
particular addressing the
guestions ofwhether negative
change occur in line with the
psychotherapy phase model
(Howard, Leuger, Maling &
Martinovich, 1993), by looking
at the course or pattern
occurring when individuals
experienced deterioration

Design Participants
Qualitative 74 therapists
survey study, from Sweden
analysed using

thematic

analysis

Article

Article

Article

Naturalistic Study 1- 135
observation of  clients
clients in Study 2- 914
therapy and students
students notin

therapy.

Findings

Therapists agreed that
negative change could be an
issue in therapy but were less
clear on how to operationalise
this and most not familiar with
current evidence base
Describes negative change a
something therapists avoid
addressing. Factors
implicated; incorrect
diagnoses, external condition
constitutionalfactors,
unfavourable modifications of
ego and transference or
countertransference.
Definitions of ‘unwanted
events’;

Treatment-emergent reaction:
Adverse treatment reactions,
Malpractice reactions,
Treatment non-response,
Deterioration of illness,
Therapeutic risk and
Contraindications

There has been progress in
refining methodologies for
psychotherapy research,
resulting in clear evidence for
positive effects of
psychotherapy. However,
negative change has not beel
given comparable attention.
More research needed,
including the use of
individual, idiographic
approaches.

For 158 individuals who
deteriorated, demediation
reliably preceded
dehabilitation which precedec
demoralisation



6.) Mohr (1995)

Talks about ‘proscription -
actionswhich should be
prohibited rather than
prescribed. He describes 5
interactions between therapist
and clientwhich may indicate
increased risk of negative
change

Article

Studiesand articlesexamining factors which contributeto negative change

7.) Probst, Lambert,
Loew, Dahlbender,
Reiner & Tritt (2015)

8.) White, Lambert,
Ogles, McLaughlin,
Bailey & Tingey
(2015)

9.) Shepherd, Evans,
Cobb & Ghossain
(2012)

Used OQ analystto calculate
expected recovery curves and
identify extreme positive (EPD)
or extreme negative (END)
deviations from this (1 SD was
used)and looked for
associations with therapeutic
alliance, social support,
motivation, life events

Using the Assessment for Sign
Clients as a feedback tool for
reducing treatment failure.
Response and scores analysec

Clients identified from IAPT
service as having deteriorated.
Therapists given survey to fill
out regarding their opinion on
why deterioration had occurred
Data analysed using thematic
analysis

Therapeutic process

10.) Falkenstrom
Grant, Broberg &
Sandell (2007)

11.) Fago (1980)

24

Client who received
psychoanalytic therapy
interviewed 1 and 2 years after
termination to explore their
post-treatment processes

Looked at outcomes of brief vs
longer term therapy with ‘rural
clients’. Clients seen by two
therapists ata community
mental health centre. Seven
were seen for brief, time-
unlimited therapy and 6 were
seenlongerterm. They
completed Psychosocial
functioning Scale (PSF) before
therapy and after each session

BExpected
recovery curve
deviations with
4 ASC (Asses
sment for signal
cases)scales
added as
covariates

Cluster analysis
& log-linear
modelling

Survey study
analysed using
Thematic
Analysis

Qualitative
analysis of
interview data
and 6 case
studies
described in
detail

Naturalistic
study

271
Psychosomatic
inpatients

107 ‘off-track’
clients from
hospital based
outpatient clinic

27 therapists

who had seen 4:

clients with
deteriorating
scores on the
CORE measure

20 people
interviewed, 3
cases who
improved and 3
who
deteriorated
discussedin
detail

13 clients

Interactions which indicate
potential deterioration;
Anticipation ofemotional pain
andtherapeuticallyinduced
arousal, client suspiciousnes:
and therapist empathy, level ¢
interpersonal functioning,
diagnosisand treatment
modality, relaxation and the
patient’s need for control.

Each ASC scale was
positively associated with
EPD butonly the social
support and life events scales
were negatively related to
END, suggesting that
interventions might focus on
social supportand life events

3 off-track client types
problems with alliance, social
support and life events or
those with ‘indistinguishable
patterns’

Therapists’ explanations of
negative change mostly
focussed on the client not the
therapist. Most frequently
mentioned was that the
intervention was not suitable
or that the clients had become
more aware of their
difficulties

Patients who deteriorated
showed no evidence of self-
analysis. All 3 talked abouta
sensethat therapy was
abruptly terminated, by
therapist or due to financial
issues

negative change was more
frequent in long-term
psychotherapy



Therapist factors

12.) Branson,
Shafran & Miles
(2015)

13.) Okiishi,
Lambert, Nielsen &
Ogles (2003)

Client factors

14.) Jensen,
Mortensen & Lotz
(2014)

15.) Moos, Moos &
Finney (2001)

Looked for associations Naturalistic
between CBT competence in

trainee therapists and client enrolled on a

outcome. Trainee therapists  CBT training

competence ratings assigned course

and analysed, correlations with

client outcomes measured

An analyis of therapist effects  Naturalistic

looking at individual therapist  study of

recovery curves and therapistand

associations between client client data,

outcome and therapist factors using
hierarchical

linear modelling

to generate

recovery curves

One year follow up of outcome: Naturalistic
following psychodynamic
therapy in Denmark. Outcome
trajectories, scores from pre,
postand at 1 year follow up

evaluation

Investigating baseline predictor Case control
of deterioration in patients with study
substance use disorder. Thos¢

who improved, did not respond

or deteriorated in response to

treatment were included

Detecting and preventing negative change

16.) Hatfield,
McCullough, Frantz
& Krieger (2010)

An investigation of therapists’ 2 studies
ability to detect negative client Correlation/
change, client’s casenotes were  Survey

reviewed and compared to
outcome measure scores at the
same time point. Second stud
senta survey to therapists,
asking about negative change
and what actions they would
take.

The impact of feedback

17.) De Jong,
Timman, Van Roijen,

The impact of patient progress RCT —

feedback. Benefits of feedbacl conditions-no

Vermeulen, Kooiman, to therapistand client in short- feedback,
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study of trainees

psychotherapy

43 therapists
treating 1247
patients within
an IAPT
training course

56 therapist
with 1779
clients

320 clients from
a public
psychiatric
outpatient
psychodynamic
group therapy
unit. Mosthad
anxety,
personality or
mood disorders
3 groups of 872
patients
matched
according to
number of
problems at
baseline

Study 1- 214
clients case
notes reviewed
Study 2— 36
therapists
survey
responses

604 patients
from
psychotherapy

A greater number of clients
treated by the least competen
therapists experienced reliable
deterioration in their
symptoms

When looked at individually,
therapists with lowest rates of
client improvement usually
saw an increase in client
symptoms. The only factor
found to be associated with
this was greater number of
treatment sessions

6 trajectories classified into
three different patterns: early
improvers, late improvers anc
patients with a deteriorating
pattern. Correlates identified
for each pattern showed that
deteriorators had longer
duration of illness and less
favourable social
characteristics

Deterioration was predicted
by; youngerage, African-
American race, increased
symptoms, number of arrests
prior treatment, recent
inpatient admissions, having
no close friends. Those with
alcohol and drug problems,
personality disorder or who
were given shorter episodes «
care and less visits were also
more likely to deteriorate

21% of therapists referred to
negative change, even when
there were significant
symptoms of deterioration
during consecutive sessions,
there was no mention of this
in the notes around 70% of th
time

Feedback benefits were
strongest forshort-term
therapy cases that were not
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term vs long term therapy were
analysed

Patient progress tracked using
the OQ-45 and the ASC
measure. The impact of
feedback to therapists was
measured in terms of patient
outcome.

Review of datafrom 6 studies
investigating feedback
interventions; 5 conducted in a
university counselling centre
and 1 conducted in a hospital
outpatient setting.

Effects of 4 interventions, aimel
at reducing deterioration and
enhancing positive outcomes
were examined

A summary of attempts to
develop a lab testand
statistically derived cut scores
for the purpose of identifying
potential treatment failures and
thereby supplementing therapis
judgment and decision making

A review of three studies which
used feedback from outcome
measures with the aim of
reducing deterioration during
therapy

feedback to
therapist,
feedback to
therapist and
client

RCT - patients
allocated to
feedback or no
feedback to
therapist
conditions

Meta-analytic &
Mega-analytic
review

Randomised
Quasi-
experimental

A linear model
for expected
treatment
response was
generated and
used to predict
outcomes

Meta-analytic
review of 3
large scale
studies

clinics and
outpatient
mental health
institutes

252 patients
from
psychosomatic
clinics

A total of 6151
clients and 291
therapist from 6
studies

3,919 clients
from university
counselling
cente

Data from 492
clients receiving
psychotherapy
from college
counselling
centre

2605 clients
from studies
conducted
within
university
counselling
centres

progressing well when both
patient and therapist received
feedback. There was a small
effect of feedback to therapist
and patients in long-term
therapies.

When patients were at risk of
treatment failure, feedback to
therapists reduced the overall
rate of deterioration

CSTs and feedback to
therapists appeared effective
in preventing treatment
failure, but providing feedbacl
to clients showed no effect.

‘Progress feedback to
therapists improved outcomes
especially for cases atrisk for
a negative outcome, but direc
progress feedback to clients
did not. Effects were
significantly enhanced by
using the manudlased CST’
Results indicated that formal
methods of monitoring were
able toidentify 100% of the
patients whose condition had
deteriorated at termination,
and 85% by the time they hac
attended three treatment
sessions

The analysis found that using
feedback could reduce
deterioration by 4% to 8% of
cases.



Studies defining, describing and measuring negative change

Bystedt et al., (2014) conducted a survey in Sweden, asking apisterabout negative
change, its occurrence and their understanding of thisy ahalysed responses using
descriptive statistics and thematic analysis. Core them@sging from therapists responses
were ‘characteristics of negative effects, causal factors and methods and criteria for

evaluating negative effects’. The types of negative effects described included lack of
treatmentimpact, deterioration, dependency and impact on the client’s life. Therapists
mentioned potential causal factors as being therapist incengeetor unethical behaviour,
harmful treatments, problems with the therapeutic adiardient factors and external events.
The researchers concluded that most therapists agréatbgadive change could be an issue
in therapy but were less clear on how to operationaliseattilsmost were not familiar with
the current evidence base. A methodological limitation sfgthudy relates to using a written
survey, which may have restricted responses. Alterigtivgerviews may have gathered
richer data. The response rate was 5% which is very lowneans that results might not be
representative of this community, or the wider community erfaihists. No inter-rater
reliability estimates were calculated for the thematmalysis, impacting on the reliability and
validity of the findings, meaning analysis would not be rigeragcording to the checklist

(Appendix A).

Linden (2013) describes the research base into negatiets edis insufficient, not merely due
to methodological issues but also because of a lack of agreabeutt defining, classifying
and assessing these. He acknowledges that they are dificiéitognise and study,
suggesting that therapists avoid noticing them, or prefettrioute them to the clent. He
raises the issue of malpractice if the therapist were to be implicated, stating that it’s almost
inevitable that therapists wil cover up negative geanHe defnes different types of

‘unwanted events” which may occur during, alongside or following therapy; see Table 2.

27



Table 2: Definition of side effects different from treatment failure, deterioration and

malpractice

Side Effects

Definition

Unwanted event (UE)

Al negative events that occur parallel or in the wake of
treatment

Treatment-emergent reactions
(TER)

Any UE that is caused by the treatment

Adverse treatment reactions (ATR)

Any UE that is probably caused by correct treatment

M alpractice reaction (M PR)

Any UE that is probably caused by incorrect or impropet
applied treatment

Treatment non-response (TNR)

Lack of improvement in spite of treatment. Itis a UE; it
can be or cannot be an ATR or an MPR

Deterioration of illness (DOI)

Worsening of ilness during therapy or any other time in
the course of ilness. Itis not necessarily a UE; it lmaua
UE and can be or cannot be an ATR or an MPR

Therapeutic risk (TR)

Al ATRs that are known. Patients have the right to be
informed about severe or frequent or impairing TR as tF
is the basis for gving their informed consent for treatme

Contraindications

Conditions of the individual case, which make severe A
highly probably. An ATR of treatment in spite of given
contraindications are one form of MPR

Reproduced from Linden, 2013

Linden proposes that since it is dificult to know whetherEaidJtreatment related, therapists

should assume that they are, unless it is proved otherWise case vignettes described

demonstrate how difficult it can be to establish what hapdw@ed and why, so close

observation by the therapist is required throughout the eairtherapy.

Kachele and Schachter (2024} Linden’s work as an important model for defining

negative outcomes. They also highlightrapist’s avoidance in tackling such issues.

However, much of the outcome research they discusssra@atearly research cited in

previous reviews (Ricks, 1974; Strupp, Hadley & Gomes-Schwartz, 19Ticylpey in

relation to therapist factorsin relation to psychoanalytic therapy, they cite issuéls w

countertransference as hugely important but often ignored.
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Barlow’s (2010) article discusses 40 years of research into negativgechaghlighting
methodologies used and also referring to avoidance around mgportie notes that
psychologists were originally trained to expect negativengehabut it is no longer given such
emphasis on training courses. Barlow advocates reseaih takes into account individual
differences, using individual case studies, latent gratives and mulilevel modeling to
establish the prevalence, patterns and predictors of chafgelso talks about clinical
practise guidelines developed by the American Psychologisabdiation (APA, 2002)
stating that good outcome research should discuss negfitets or side-effects, but giving
no further guidance as to how these should be defined. Heyhighlihe work of Michael
Lambert as pioneering in terms of tracking and examiningricietion effects, proposing
that future research must examine such effectermsgsically, using refined methods such as

the single-case procedures discussed.

Switt et al., (2010) looked at the course of negative change attlenhit occurs similarly to
positive change, following a specific psychotherapy phase nibldelard et al., 1993).
They observed change in clients receiving therapy frorairéng clinic, finding that
increased symptoms reliably preceded a decreased sense lmdinglland decreased
functioning. It’s unclear how useful this finding may be in terms of undedstan or
intervening to prevent negative change, impacting on the alpiplig of the research

according to the checklist (Appendix A).

Mohr’s (1995) article describes proscription; Staing that it’s more useful to outline what
should not be done in therapy, than to prescribe interventiéos.the most part, he uses
research from his 1995 review to decide on rules for ‘proscription’ and so talks about clients
who expect therapy to be painless, those who are suspicioasdsothe therapist, who have
severe difficulties with interpersonal relationships and bimelepersonalty organisation as

those to be aware of. He also warns about using relaxaticed traatments with clients who
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have a high need for control. He states that looking oubhdsetfactors can help therapists

to make decisions which ‘do no harm’.

In terms of knowledge around negative change then, itssé@rapists might be aware of its
occurrence and some associated factors, but might be las®iclbow to operationalise it.
There are many potential types of deterioration so it mightbe easy to pick out worsening
that is due to therapy rather than other factors. To findnotg information about negative
change and its course, using single case methodologies magrdeiseful than group

means.

Studies and articles examining factors which contribute to negative change

As part of a service case review Shepherd et al., (2012) ceddacturvey of therapists who
hadprovided therapeutic mput for 43 clients identified as having ‘deteriorated’ according to

the Clinical Outcomes in Routine Evaluation (CORE-OMris et al, 2002) measure.
Therapists were asked why they thought negative chaady@dturred. The reasons given
mostly related to client factors, with the most frequenbgbéhat the intervention was not
sutable, that clients had become more aware of thacudtiés, there had been dificulty
with ending or there were ongoing negative life eventsfadty as the authors discuss, some
clients were at risk of showing score deterioration duewindidower scores to start with,
meaning that there was not as much scope for positvegeshéat only nine of the therapists
mentioned this. Therapists never attributed negative chartheir own actions or sKill.
Although this was a small study, the rate of negativengehavas comparable to that found in
other, larger audits. The results may provide a usefighingito how therapists interpret or
understand negative change although the real reasons b@gative change could not be

verified.
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A recent study (Probst et al., 2015) looked at expected recovens @everding to the
Outcome Questionnaire Analyst (Lambert, 2012) and identifiedn&e in-patients who
showed extreme positive (EPD) or extreme negative dengati@ND). They then looked for
correlates from the Assessment for Signal Cases (A®@jure which records therapeutic
aliance, social support, client motivation and life evenibis study was methodologically
good, with a large sample of patients being randomised tapther control groups, using
reliable and vald outcome measures. However, the therapyodiapte was not reported
and the in-patient context described may differ from ctseskiere therapy is usualy
offered. The results found that items from the ASC werdigdgi related to EPDs but only
social support and life events were negatively related\NOs: whereby less social support
and negative lfe events were associated with negatiange. These results suggest that
clents in the study did not do badly as a consequence of thengpthat interventions should

target the social support and structure around clientesiible.

White et al. (2015) also uselkk ASC measure to look for correlates when therapy was ‘off-
track’ or not successful, finding again that the greatest issue might be social support.

However, motivation and the therapeutic aliance wese iaiplicated.

Two of the previous studies imply that life events pldgewrole in negative change,
although according to Linden, they would not be defined as Tratagmeergent reactions.
Interestingly, Shepherd’s comments about low scores at baseline also seem to contradict
other findings about initial symptom severity being assediatith deterioration, as

identified n Mohr’s (1995) review.

Therapeutic process

The outcome study by Fago (1980) is discussed since it wag &bsermrevious reviews.

The study included 13 clients who filed out the Psychosdaimictioning Scale (PSF: Fago,
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unpublished) before starting therapy and after each sugegession. The PSF consists of
16 statements relating to psychological and social functioamycan be filed out by the
client or an observer. Two therapists flled out the obsenesrsure after each session.
Clients were not randomly allocated to conditon and them® mention of why some
received longer-term versus brief therapy. The resulisdf that negative change was more
frequent in lmgterm psychotherapy. However, the groups were found to diffeasatine,
with clients who received long-term interventions mgva higher PSF score, meaning their
problems were more severe, atthough the authors statthishdifference was statistically
corrected through the use of Analysis of Covariance (ANBJO The findings also state that
longer-term therapy clients showed most improvement dtnedirst four sessions, after
which only one client continued to show improvement, thresved no further change and

two showed evidence of deterioration.

Although acknowledging methodological flaws, the authors clamt d favourable effect of
brief therapy is demonstrated, stating that often clishtsw initial improvement, folowed by
a plateau effect or deterioration in their symptoms. Theyweork by Watzlawick,

Weakland and Fisch (1974), suggesting that long-term therapytaiachieve unattainable
or utopian goals, valued by the therapist more than the elimhtherefore leading to client
resistance. A separate finding from this study was tieaipists tended to rate clients
receiving longterm therapy as more improved, whereas clients’ scores showed the opposite
pattern, supporting the claim that therapists’ and clients’ views about necessary change may
differ. According to the checklist the study is not methodobltyi sound:it’s a very small
sample, with no control group, clents were not randomly #dolcand the measure used was
unpublished so we cannot know if it was reliable or valid. Hoxyesthically it might be
difficult to randomly allocate clients if clinicians befl longer term work was indicated.

The therapy was described as ‘active eclectic’, incorporating both behavioural and non-
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behavioural techniquest’s difficult to know if the findings would generalise across

therapeutic modaliies.

Falkenstrom et al., (2007) describe three case studies ¢ chido appeared to experience
negative change folowing psychoanalytic therapy, concludiag) one thing they had in
common was a sense that therapy was unfinishedbniptly terminated’. Again this is
evidence from a small sample although case studies prosuelata which might be helpful
in considering negative change holistically, looking atithele person, their situation and
factors which may impact on therapy. It might be usefulet feedback from a larger sample
of clents in terms of their feelings about therapy & d¢bntext of negative or positive

change.

Methodological issues with studies looking at process mé&adifficult to generalise
findings, but they suggest that longer-term therapies opakermination, perhaps occurring
before the client is ready, may be problematic for some. Hreralso suggestions that

therapists and clients may have a different view aboat ellmnge has occurred.

Therapist factors

Previous reviews emphasised the role of therapist chassict in negative change, but this
review found few studies looking into this. Recent reseseeimed more focussed on easiy

measured factors, such as level of training or therapisbgtaphics.

Branson, Shafran and Miles (2015) conducted a naturalistity sfitrainee therapists
delvering a CBT intervention within an IAPT (Improvingcéess to Psychological
Therapies) training service in the UK. Looking at theparoverall, they found no
correlation between therapist competence and client outcéfoeiever, when therapists
were divided into three groups according to competence, dieated by the least

competent therapists showed a higher than expected rateendrdéion in their symptoms.
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Competence was assessed using the Cognitive TherapyRes@ed (CTS-R; Blackburn et
al., 2001) which includes some factors that might be sharedsaberapeutic modality, for
example; interpersonal effectiveness and the fadlitatbf emotional expression, but other
factors are more specific to cognitive therapy such as agesitiag or identification of key
cognitions, so competence encompasses adherence to the modgis Inftthe checkilist,
this study was not randomised or controlled and there wadempéatto control for
confounds between groups. Measures used were shown to bendaiidlisdble and a low
drop-out rate was reported. However, the effect found was thaddghe study offers no
further information about whether certain aspects of ctanpg according to the CTR-

were specifically related to negative change, which dvbalve been useful to know.

A study carried out by Okishi, Lambert, Nielsen and Odk¥08) used hierarchical linear
modelling to look at individual therapist recovery curves, findawglence that certain
therapists could be termed ‘supershrinks’ due to exceptional rates of change. One therapist
also stood out as a ‘pseudoshrink’ due to an average client worsening of 5.75 according to the
OQ. The study looked for associations between clent outcoth¢hermrapist factors, finding
no differences in client outcome based on therapist gemedet,df training, type of training
or theoretical orientation. It was therefore not able to sfifggestions about what was
different about the therapist who saw worsening clientspuglh there was some evidence

that lower performing therapists saw clients for a longee bn average.

Switt et al., (2010) assumed that training centres were licelyee evidence of deterioration,
concluding that it was more likely to occur with trainberapists because of a higher rate of
‘premature termination’, or therapeutic nput ending before it was complete (Callahan,
Aubuchon-Endsley, Borja & Switt, 2009). However, the studieswed here do not
provide evidence to support this. Branson et al., (2015) concludethehatajority of

therapists may be good enough, with a small number of higfdgtied therapists achieving
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superior outcomes. It seems we are no closer to identifyingatéastics of superior or

mferior therapists then at the time of Lambert and Bergin’s chapter (1977).
Client factors

Some studies have looked for predictors of negative chargients. Moos, Moos and
Finney (2001) looked at a large sample of clients with substanisese issues who had
received psychotherapy in the USA, comparing baselneréafr those who improved,
experienced no change or deteriorated. Clients were maitchedns of their presenting
problems and the study found that those who deteriorated weeclikely to be younger,
African-American and to earn less. They were more likeljrave received inpatient care, be
known to the criminal justice system and to have both alcahdldrug problems. They had
less social support, more interpersonal problems and three osenae psychiatric
symptoms. The prevalence of deterioration cited in thigysivas 10%. The authors note
imitations due to a predominantly male sample and a laakoomation about the input
people received. They state that therapy used for substasuse issues may also be more
confrontational than other psychotherapy; proposed as anatiguarior the increased rates

of negative change in this population.

Jensen, Mortensen and Lotz (2014) conducted a naturalistic aftadigrge sample of clients
who received psychodynamic therapy in Denmark. They cotestrighange trajectories of
clients using pre, post and one year folow up scores frorsyhgtom Check List-90 (SCL-
90; Derogatis, 1983), dividing participants into three groups; edpkovers, late improvers
and those experiencing deterioration. Having divided cliemts groups they looked for
social and demographic correlates, finding that those who emped deterioration were

significantly different from early improvers. They had beewell for a longer duration and
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had less favourable social characteristics, in termeadilssupport available, the extent of

social burdens and a greater occurrence of both economic nailyd figiloblems.

These findings support evidence from earlier reviews, stggethat severity of symptoms,
a lack of social support, interpersonal difficulties and low sedimomic status are

characteristics which might be linked with worsening rduriherapy. However, it could be
useful to look at commonly used UK-based interventions, asatounseling or Cognitive-

Behavioural Therapy, to see if similar correlates are present
Detecting and preventing negative change

Research in this area has been dominated by Michael Hasame his colleagues, who have
written extensively about the prevalence of negativengdy how best to detect and measure
it and thus intervene early to prevent it (Lambert &gide 1994; Lambert, Whipple, Bishop
et al., 2002L.ambert, Whipple, Smart et al., 2001A call for clinicians to obtain feedback
by routinely monitoring patient outcome (Lambert et al., 2003ecauh of research which
suggested that therapists are not good at detecting segatinge in their clients, perhaps
due to a sel-assessment bias or an overly positive vigheiofown work (Walfish,

McAlister, O’Donnell & Lambert, 2012). Hatfield et al. (2010) conducted two studies
mvestigating therapists’ ability to notice negative change and make treatment decisions on

the basis of this. When clients showed evidence of reldbterioration according to the
Outcome Questionnaire (OQ-45), the authors examined clinesé notes from the same
time point, to look for mentions of worsening. They found that 2h6 of therapists
referred to negative change and even when there warficant symptoms of deterioration
during consecutive sessions, there was no mention dhttie notes around 70% of the
time. In terms of actual responses, 23.8% of therapists @mhtimeatment as usual, 19%

changed the treatment implementation and 23.8% made a ré&derrabdication. In 33.3%
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of cases it was unclear if the therapist made anygebaras their notes merely referred to the
session content. This contrasts with results from #egiond study; a survey of therapists
asking about client deterioration and what action theydvialte. Half of therapists
mentioned a medication referral and approximately a thidl teay would discuss
deterioration with the client, increase the number s$ises, modify treatment or consult

with peers. We cannot know that therapists did not consult with their peers and it’s difficult

to know what level of detail would be expected in the clinicatesy this can vary across
clinicians and services, which is a potential ImitatioHowever, a mention of deterioration
would be expected and in two cases therapists noted that @ippeared to have improved,

which is concerning.

The impact of feedback

Using large datasets, Brown and Lambert (1998) found thatsitpossible to predict
outcome by combining inttial severity of symptoms with chaafier one session, leading to
their development of a ‘rationally derived method’ to identify cases at risk of treatment

failure (Lambert, Whipple, Bishop et al., 2002). In 2004, Lambert brieflinesitnegative
change, highlighting the fact that therapists are poor aingptand predicting deterioration
and promoting the use of feedback in clinical practise. Hesqubstly develops the
Outcome Questionnaire-45 (0Q-45); a self-report measuradde to gather information
about subjective discomfort, interpersonal relationships and solgaperformance, suitable

for repeated administration during therapy (Lambert et al., 2004).

Lambert, Whipple, Hawkins et al. (2003) conducted a meta-analjdisee studies
(Lambert, Whipple, Smart et al., 2001; Lambert, Whipple, Vermeersah, 2002; Whipple,
Lambert, Vermeersch et al., 2003) which used feedback from outcea®unes with the aim

of reducing deterioration during therapy. Al the stud@&sktplace in colege counselling
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centres. Participants were randomly assigned to feedback eedimatk conditions, were
matched in terms of age, gender and race and therapstsogaexperimental and control
participants, using a variety of treatment approaches. e 8tadies would be rated highly
according to the checklist. The second study was a repficati the first Lambert et al.
(2001) study but the third study also encouraged the usenoBCliSupport Tools (CSTs).
CSTs (Lambert, Baiey, White, Tingey & Stevens, 2015) arerbtlescas problem solving
strategies, to be used when clients show evidence of datierior When deterioration is
predicted, an ASC measure is given to the client. Thisuredooks for potential issues in
four areas: The therapeutic aliance, social support, rotivaand stressful life events. The
manual also provides advice for action in each of the framsa For example, if the
therapeutic aliance is indicated, the therapist mayt wawork on ensuring they have the
same goals or ask for feedback, whereas if motivation iscapld, questions based on
Miller and Rollnick’s (2002) motivational interviewing techniques are advised. In total,
2,610 clients were included in the study analyses. The outobthis analysis found that

using feedback could reduce deterioration by 4 - 8% of cases.

A later review by Shimokawa, Lambert and Smart (2010) iesluthree studies from the
previous review plus three additional papers (Harmon et al., 2G0vkins, Lambert,
Vermeersch, Slade, & Tuttle, 2004; Slade, Lambert, Harmon, Smarile$,B2008),
conducting meta-analytic and mega-analytic reviews to ausen the effectiveness of
feedback and CSTs in improving outcome for clients both at riskotaatmisk of treatment
failure. One study (Hawkins et al., 2004) was conducted in a Hospifzatient setting.
Both CSTs and providing feedback to therapists appeared to be effeciweventing
treatment failure, but providing feedback to clients showed fect.efThey discussed giving
feedback to clients, proposing that it may enhance outcome®rfag whist having the

opposite effect for others, depending on the individual. Giieglbiack to clients that they
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are not improving is something that would need careful arskigendelivery. For example,

clients who are depressed may too easily see it as evitlaicthey have faied.

In contrast, De Jong, Timman, Hakkaart-Van Roien et al. (20drtlucted a randomised-
controlled trial which found that feedback to clients could Hgihein reducing

deterioration. They compared the use of feedback in long arndtshm therapy and found
greater benefts when both patient and therapist recé@estback on progress for clients not
progressing well in short-term therapies. There was algaalh sffect of feedback to
therapists and patients in long-term therapies. They weatithat feedback to clients could

be effective due to associated feelings of empowerment.

A later study (Probst, Lambert, Loew et al., 2013) looked at the ingddeedback in an in-
patient setting. Patients from two psychosomatic clinicee wandomised to feedback versus
non-feedback conditons and all were tracked using the OQedsume. The findings
supported earlier results, demonstrating that when paties at risk of treatment failure,

feedback to therapists reduced the overal rate of deterioration

Studies by Lambert, Whipple, Bishop et al. (2002) and Hannan (208b) examined the
accuracy of using algorthms based on data from the OQ-45 totpdedérioration in
therapy, finding that these were able to identify 85% of pati@io would deteriorate after
three sessions. In future studies, Lambert incorporate® @r@nalyst; a computer
programme using data from the OQ to track client progredgavide feedback to

therapists (Lambert, 2012).

It’s notable that while Lambert’s research on feedback pays attention to methodological
issues such as randomisation and control groups, with to&ss scoring highly according
to the checklist referred to in this review, it seems @&Ts might be based on early research

with significant methodological limitations. In additiofor the most part, Lambert’s
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conclusions about the usefulness of outcome measure feedlaased on research using
university counselling centre clients as participantsthignsetting participants would more
likely be wel-educated, so written outcome measures magy theen more useful and
presented less problems than when they are used witlertkeab population or those who

present at primary care services.

Overall, these studies appear to find unanimous support fodpgveedback to therapists.
CSTs may also be helpful in deciding on a course of actidmeievent of client
deterioration. However, it would be useful to have the findings validated byp&gent

researchers in a wider variety of settings.

Discussion

This review has attempted to summarise current rés@doc negative change in
psychotherapy. Although many clinicians know about the potdatialegative change, they
may not have a good awareness about the current evidere®ridaestrained to look out for
its occurrence in their day to day work (Barlow, 2010). Evidealse suggests that therapists
are not good at picking up on negative change in themtscliéHatfield et al., 2010).
However, because of methodological issues it is often diffiuknow if negative change is
due to therapy or external factors (Linden, 2013). Negative outcoarebe divided into
subtypes and it’s not always easy to see what has caused side-effects or deterioration. Single
case methodologies may be the best way to pick up on therapgdndagative change and
look for associated factors, but so far few researchers hiseduthese methods. However,
outcome measures such as Lambert’s OQ do attempt to factor in external life events to the
prediction of negative change, which is important to hedmtify when this is truly therapy-

induced.
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Therapeutic process

This review found some evidence that longer term theraight be associated with negative
change, although this is based on small samples and siidis would be rated as
methodologically weak according to the checklist (see AppendixH®wever, studies
looking at therapist characteristics also found that ttetsapvith the lowest success rates saw
their clients for longer on average (Okishi et al., 2003). fitnng may be of imited
importance to current public mental health provision, sahee to financial considerations,
few clents might be offered longrm therapy. However, it’s important that clinicians

working privately are aware of this concern and work dijiicand responsibly with their
clients. Another factor suggested from analysis of indilidease studies was abrupt
termination and the danger of therapy ending when itha a6 not ready. It would be
interesting to know whether therapists had a similar vievheoehding in these cases, or if
clients with positve outcomes also had such feelings angtif improved in their mental

wel-being.

Client Factors

Evidence was found for the following correlates among clidmising more interpersonal
problems, initial high symptom severity, less favourable at@tiaracteristics and
comorbidity (Jensen, Mortensen & Lotz, 2014; Moos, Moos & Finney, 2001). Inoaddit
this review found evidence that lower levels of socigbsut may be implicated in negative
change (Probst etal., 2015). The results tie in with finding®: previous reviews (Lambert
et al, 1977; Mohr, 1995). No additonal support was found for factorsasuBbrderiine
Personalty Organisations, Obsessive-Compulsive traitsnidulpanic, poor motivation,

expecting therapy to be painless or somatoform disorders.
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Therapist Factors

There were no recent studies found looking at levels of teyn@and warmth in therapists, so
these correlates, as noted in previous reviews, cannobsiated. However, two studies
did implicate levels of therapist training as being asstiatith negative change (Callahan

et al, 2009; Bransan, Shafran & Miles, 2015) although it may onihebwest performing

therapists who see evidence of increased deterioratios. rate

Okiishi et al. (2003) found some evidence that poorly perfornmiegapists saw clients for a
greater number of sessions on average. This ties in with Fago’s (1980) finding that longer

term therapies resulted in higher rates of deterioratbalkenstrom also cited abrupt
termination of therapy as a factor, whiClallahan et al(2009) also propose as a reason why

deterioration occurs more frequently in training clinics.

Therapies

This review did not look for further evidence of specificrdipges thought to cause harm.
However, experiential or gestalt therapies are no longevalent and the majority of

outcome research appears to focus on mainstream therapieassCBT.

I nterventions

Research attempting to intervene and reduce negatveectas focussed on using outcome
measures, feedback to therapists and CSTs to alert thenapatsnegative change may be
likely to occur and suggest potentially helpful intervemsio This review found evidence that
feedback to therapists, and sometimes to clients about progesss$elm to prevent

treatment failure (Shimokawa et al., 2010) particularly whecompanied by guidance about
what course of action might be useful. However, furtherareben this area with patients
outside of university counselling centres would be usefuis Wbuld provide evidence that

such outcome measures can be used effectively withiscleino are more diverse in terms of
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education, race, age and social background. It would also éhatmeractitioners, as

opposed to academics, were able to use the measures éjfective

Implications for research

As Lambert et ak1977) point out, it’s difficult to conduct rigorous studies of therapy, using
control groups and random allocation, whilst stil actitigically. However, there are areas
which would beneft from more current research. Very stwdies looked at client
explanations of negative change; the only one thieweidentified (Werbart et al., 2015)
carried out interviews with ‘non-improved clients’, but combined negative change with no
change, potentially confounding the findings in light afiffys that the two groups may be
gualitatively different (Mohr et al., 1990). In addition, CSTsehheen based on past
research with methodological flaws and patients were rettiglirinterviewed about changes

they thought would have helped.

There is a need for more rigorous research in this akaeavices which use outcome
measures routinely as part of their practice may beplaled to faciitate this. Research on
correlates has often used questionable methodologies andrssneticovered mixed
results. To improve the evidence base there is a neediffersiudies recording data from
control groups not receiving therapy. Researchers mustafsider using single case
methodologies to detect and analyse negative change and highlight variance in clients’
outcomes instead of using group means which may concesiodsion. Longitudinal

studies may also be useful to identify causal relationships.

In terms of findings around abrupt endings and other correlaketed to process it would be
interesting to know whether clients and therapists hadilarsmew of the therapy. It would
also be useful to know if correlates associated with negatiamge are not also associated

with positive outcomes.
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Athough many clinicians are aware that negative gdaren occur, they often receive little
training around why it might happen and the best coursetoh to take if negative change

is indicated. Future research should aim to provide befttemation for clinicians so that
therapists are better informed in terms of changing dlese of suspected deterioration. The
work of Michael Lambert into feedback and CSTs has been helping these lines, but it

would be useful to have a UK-based equivalent, based on a reckamicevibase.

A model of negative change

There is not yet a clear model explaining how negative ehbegins and progresses,
although one study found that increased symptoms may preckaeease in functioning
and wel-being (Swift et al., 2010). Neither is there an esitebli theory about why negative
change happens. Looking to theories of positive change mayohedgstulate what such a
theory might look like. For example, Prochaska and DiClemente’s (1984) stages of change
model states that client motivation and readiness tagehewi influence whether therapy is
effective and studies have supported this model in relatidherapeutic outcome (Lewis,
Simons & Kim, 2012; Lewis et al, 2009). Perhaps negative changeeasaly from a drop
back to low levels of motivation such as the poatemplation phase, although it’s not clear
what might drive these clients to continue to attendapherather than drop-out. Another
theory of positive change is Ryan and De¢000) Self-determination theory, which states
that a client’s motivation must be intrinsic not extrinsic, for therapy to be successful. In

which case, negative change might arise when theraplg gre felt to be coming from the
therapist rather than the client; similar to the poiatlenby Watzlawick, Weakland and Fisch

(1974).

Thinking more generally it may be helpful to consider Kolb’s learning cycle and in particular,

variations in learning styles (Kolb, 1984). For learning to occur, it’s important to provide
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information in a way which means all learning stylee accommodated, whether emphasis is
on active doing, watching, thinking or feeling. Thecommodating’ learning style

combines feeling and doing, in that people prefer to use a handsuiive approach.
Information presented in a didactic, abstract manner magsbéehklpful for such individuals
and it may be important that they are able to learn frgperence. It could be that sitting

and taking in a therapy room is unhelpful for some individ ugdsncorporating more
behavioural experiments or experiential treatment may be hadp@il. To know more about
this, research could look more at client personality typdstlae effectiveness of therapy

across a range of approaches.

Implications for practice

It may be useful for clinicians to be aware of factors implitaite negative change and look
out for these. For example, enquiring about life events caguior clients and their social
support network. If clients appear to have little social suppdiarts could be made to
address these issues as opposed to concentrating on one toapye thée CSTs devised/b
Lambert, Bailey, White et al. (2015) can provide a valuablecsooff advice and support for
clinicians but it’s not clear whether they have been used successfully outside of America.
Combining CSTs alongside outcome measure feedback in Ukakle&ttings might bera
important step forward and it could feel less worrying foraghists to know that clients are at
risk of deterioration if they have a clear action plan. ot/ be useful for clinicians to keep
in mind the possibility of having different views of therapythe client. This may be in
terms of therapy goals or perceptions of the outcome. Regualelgking in with clients

could therefore be helpful.
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Abstract

Background

Negative change occurring during psychological therapnder-researched. There is

currently no theory which unifies correlates identifiegl previous research.
Aims
This study aimed to generate a theory of negative chaygaterviewing clients and

therapists about their experience of therapy when relatdge deterioration on outcome

measures had been observed.

M ethod

In-depth interviews were conducted with eight clients and terapists about the process of

therapy. Analysis was based on a positivist Grounded Theory methodology.

Results

The emerging model identified three major themes postuiatexkplain negative change as
experienced by this sample: a context of adversity, #aplutic process and help
withdrawn, within the context of positive outcomes. Procesges incorporated categories
around: feeling there was not enough helpful advice, taldimgut distressing issues,
difference, the challenge of no change, relationship difiyjltambivalence, losing hope and

goals around getting support instead of change.

Conclusion

The importance of paying attention to context and life everas highlighted. Many clients
wanted further input and some did not think there had beegadive outcome, or noted that
change was not instant. Varied process issues highlghbeted to adjust interventions for

clients and review outcome measures used.
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I ntroduction

Any intervention seeking to induce change may resutioih positve and negative
outcomes. Although there is good evidence for the efficacy of psychagiyera small
proportion of individuals consistently show evidence of a negaiutcome following
therapeutic input (Lambert, 2013). It is therefore importart dbwome studies report
negative outcomes or potentiedide-effects alongside positive impact. Psychotherapy
outcome research has frequently failed to do this and reegettenge occurring during the
course of therapy may go unreported, or if reported, subjettetodiscussion or analysis
(JonssonAlaie, Parling, & Arnberg 2014; Nutt & Sharpe, 2008). This represents a missed
opportunity to learn about negative change, the circum&aincevhich it is likely to occur

and actions which might prevent such outcomes.
Definition

Negative change is defined as a process occurring during therapy, where a client’s

experienced symptoms of distress appear to increase or worssns $ualy established

by comparing outcome measure scores from treatment ootetnination or follow-up.
Researchers often consider a change of two standard ateviath an outcome measure score
to represent a clinically significant increase in symptqda&cobson, Folette & Revenstorf,

1984).
Prevalence

Recent estimates of the prevalence of negative chetage that around 3-15% of patients

receiving psychotherapy may experience negative outcdomekerf, 2013). However, not

all services collect data consistently. In the UK aroundo6%ients receiving therapy from
Improving Access to Psychological Therapies (IAPT) sengtesv evidence of reliable

deterioration on outcome measures (Gyami, Shafran, LayaEthi&, 2013). IAPT is a
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service which aims to administer outcome measures prioretyg ¢herapy session, collecting
a vast quantity of outcome data. Interestingly, despite Hase remains very little research

analysing negative outcomes in this setting.
Previous Research

The potential for negative outcomes in psychotherapy hes leeorded and known about for
many years (Bergin, 1963; Masserman & Carmichael, 1938). Hutgritherapists were
taught to expect negative change in their practiseugfth this is reportedly no longer the
case in most training schools (Barlow, 2010). Literature wevibave identified lists of
correlates which might be associated with negative chafpese can broadly be divided
into client, therapist and process factors. Client corselawgude factors such as a
Borderline Personalty Organisation, Obsessive-Compulgaits, tpanic, poor motivation,
expecting therapy to be painless, severe interpersonal proliiias high symptom

severity, chronic conditions, multiple previous therapies, ocbidity, being single and being
less educated. Therapist factors include low levels of éyn@atd warmth, underestimating
client issues, poor technique, high numbers of transferemepretations and disagreement
with the client (Lambert, Bergin & Colins, 1997; Mohr, 1995). Hosvestudies cited often
have methodological lmitations and were conducted mangs yago, when therapy might

have been different to current interventions.
Current knowledge

Michael Lambert and his colleagues have written extelgsiabout negative change, in terms
of how best to detect and measure this, also proposing metharts médy help reduce its
occurrence (Lambert & Bergin, 1994; Lambert, Whipple, Bishop ,e2@02;Lambert,
Whipple, Smart, Vermeersch, Nielsen & Hawkins, 200A)call for clinicians to obtain

feedback by routinely monitoring patient outcome (Lambert.eP@03) came from research
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suggesting that therapists are not good at detecting eegdtange in their clients, perhaps
due to a bias of having an overly positve view of their awork (Walfish, McAlister,

O’Donnell & Lambert, 2012). Hatfield, McCullough, Frantz and Kreiger (201®stigated
therapists” ability to notice negative change and make treatment decisions on the basis of this.
According to clinical notes there was little evidencat therapists noticed negative change

and in around half of cases, they appeared to continue tntaameisual.

A recent study (Probst, Lambert, Loew, Dahlbender, Golner t& 2815) looked at
expected recovery curves according to the Outcome Questioniaalyst (Lambert, 2012)
and identified clients who showed extreme positive (EPDxtoer@e negative (END)
deviations. The researchers then looked for correlatesoand fhat less social support and
negative lfe events were associated with negathvangeh These results suggest that clients
in the study did not do badly as a consequence of therapy aratehagntions should target
the social structure and support around clients if possib&wetr, the authors only
examined four potential correlates; motivation, therapealignce, social support and life
events. Other factors could have been correlated withiveegautcomes had they been

included.

The client’s experience

Therapists and clents may have different views aboat whange is desired. For example,
Watzlawick, Weakland and Fisch (1974) suggested that longtterrapy aims to achieve
unattainable or utopian goals, valued by the therapist tharethe client and potentially
leading to client resistance. Fago (1980) found that theyaj@stied to rate clients receiving
long-term therapy asproved, whereas client’s scores showed the opposite pattern,

suggesting that therapists’ and clients’ views about desirable change may differ. These
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studies stress the importance of obtaining the client’s viewpoint when investigating negative

change.

Prior research has informed us about correlates of regat&nge occurring during routine
clinical practice (Probst, Lambert, Loew, Dahlbender, Reindrit®& 2015; White, Lambert,
Ogles, McLaughlin, Baiey & Tingey, 2015). Some studies hase @llected data about
therapist explanations of negative change (Bystedt, Rtzektdersson, Boettcher &
Carlbring, 2014; Shepherd, Evans, Cobb & Ghossain, 2012). However, fess stupiore
the clients’ experience, beyond using outcome measuresd it would be useful to know
more about this. Firstly, this could help to identify instancé negative change attributable
to the therapeutic process as opposed to negative life eventster @wareness of
symptoms, or a process whereby the therapy resulted in impmivegbecause without
therapy the deterioration would have been greater). Secdandlyuld be hoped to generate
insights not previously identified, leading to novel suggaestifor preventing the occurrence

of negative change.

A study by Werbart, Von-Below, Brun and Gunnarsdottir (2015jechiout in Sweden, is
one exception. They interviewed 20 patients who received pswtyio@artherapy and were
defined as ‘non-improved’, including both those who had experienced no change and those
who experienced score deterioration according to outcome measdkbough participants
reported some positive experiences, a core category named ‘spinning one’s wheels’ emerged
from the data, which described therapy as an ongoing procesedhid in no movement
towards goals. Participants described concerns around nottanderg the therapeutic
method, therapy being too short or insufficient, experiencingndistin the therapeutic
relationship and a focus on past experiences, when a fodtie present or future would

have been valued more.
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A potential limitation is that the authors combined ptiegxperiencing no change and
negative change when research has suggested thatrtight be qualitatively different
(Mohr et al., 1990). However, there is debate around this. Some @&stegbich emerged
might also be specific to psychoanalytic therapy, for exampéhlgms related to focussing
on the past might not be expected for clients who receive @EBbunseling. It would be
useful to know if similar themes emerge for clientseréng input from IAPT services,
which provide mostly counseling and CBT interventions, einiilar themes emerge when
only clients who deteriorated are included. It might alseXpected that services such as
IAPT would be especially focussed on negative change ancdbib@ngv proactively to
intervene. This is because outcome measures are adsihiste standard before each
therapy session within IAPT and therapists can aggespbs of their clients’ progress at any

point.
Rationale for the current study

Despite having theories about positve change (Prochask&l@niznte, 1984; Ryan &

Deci, 2000), there is not yet an integrated theory attempdirexplain negative change.
Theories about positve change postulated on the basis aysradsearch and theory should
include aspects such as a positive, collaborative therapelationship, readiness to change,
intrinsic motivation, optimism and accepting responsibility for one’s own recovery (Rotter,
1966). But it is not clear whether a theory of negative gehavould be the opposite or
absence of the aforementioned features or if it would ievalther, previously unconsidered

factors or processes.

Lambert’s Clinical Support Tools (CSTs; Lambert, Baiey, White, Tingey & Stevens, 2015
provide the most helpful contribution yet towards identifyindnemty of negative change,

since in the event of any deterioration, he devised @omweat measure (Assessment for
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Signal Cases, ASC), which looks for problems in four key ateasherapeutic aliance,
social support, motivation, and stressful life events. T8& @anual provides advice for
acion in each of the four areas. For example, if therapaliimce is indicated, the therapist
should aim to ensure they have the same goals or aslefdr feledback; whereas if
motivation is implicated, questions based on Miller and Rolick’s (2002) motivational
interviewing techniques are advised. Although research GarG@Ts is stil in process, they
appear to have been devised based on evidence related to pbsitige or out-dated
research on negative change. Increasing current knowgfdgegative change in various

clinical settings could help to improve such tools.

This current review only identified one previous studedtigating correlates of negative
change within an IAPT service. Branson, Shafran aiesM2015) conducted a naturalistic
study of trainee therapists delvering a CBT interventmithin an IAPT training service.
However, they only looked for a correlation between therapiBipetence and client
outcome. They found no correlation but when therapists dwaded into three groups
according to competence, clients treated by the least comtléeapists showed a higher
than expected rate of deterioration in their symptoms. odgth this is useful to know for
clinician training, it does little to inform us about negatichange occurring with trained

therapists.

This study aims to generate a theory about the factorsbetingg to negative change in brief
therapy. Since this theory is hoped to provide a generalnakipla of negative change rather
than a modality specific one, all individual therapy occurmmthin the relevant service wil
be of interest. Previous research investigating negatiage has usualy been quantitative
(Barlow, 2010) and athough Shepherd et al. (2012) carried out @atin@listudy, this
provided no specific suggestions to improve practice, as thiraghd not attribute negative

change to themselves. This study wil add the richnespiaifative data to the therapeutic
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change evidence base by exploring how clients and therapeptyienced the process of
therapy in the context of negative change. Previousarels has highlighted the gap in the
evidence base in terms of including service user perspectives, however; therapists’

perspectives may be important to add additional information aberclarification or
perhaps an altternative view of the therapy. Including pethpectives is therefore hoped to
improve the validity of the theory. In light of recenteation around the paucity of research
into negative outcomes following therapy, it is timely tpleve this issue, with the hope of

providing recommendations to improve client care acrossesrvi

Research questions

e When negative change is indicated by measures afdrgsychological therapy,
what aspects of the cliéstor therapist’s experience might help to explain this?

e What factors might a theory of negative change d&lu
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M ethodology

Participants

Twenty-seven clients of a metropolitan IAPT service weeeatified as having reliably

deteriorated according to scores on the Generalised AnxistyrdBr measure (GAD-7), the

Patient Health Questionnaire (PHQ-9) or both, following psycledbgnput in 2014-2015.

Fiteen had received Cognitive-Behavioural Therapy and 12dwmived counselling. Ten

therapists provided the CBT intervention and all were liemaline counsellors, of which

three were male and six were female, had provided theatlnms Clients had received

between 5 and 25 sessions, with a mean of 10 sessions. Table 2 shows details of this study’s

participants.

Table 3: Participant information

Participants Therapistor Age Intervention Sessions Sessions Sessions  Ethnicity of GAD-7 or PHQ-
(Male=M client of type attended DNA cancelled client 9 deterioration
Female = F) client by client
1- ‘Sandy’| Client 58 CBT 19 0 1 White British PHQ-9
(F)
2 — ‘Patrick’ | Client 59 CBT 15 2 0 White British GAD-7
(M)
3 — ‘Katrina’ | Counselling 33 CBT 10 1 6 Other Both
(F) | psychologist
4 — ‘Mehmet’ | Client 52 Counselling 10 Algerian GAD-7
(M)
5 — ‘Rosie’ | Trainee 41 CBT 6 5 2 White other PHQ-9
(F) | Clinical
Psychologist
6 — ‘Constance’ | Client 60 Counselling 7 1 1 Black PHQ-9
(F) Carribean
7 —‘Amber | Client 38 CBT 6 3 1 White British GAD-7
(F)
8 — ‘Rachel’ (F) | Clinical 59 CBT 15 2 0 White British GAD-7
worked with | Psychologist
Patrick
9 —‘Amy’ | Client 48 CBT 7 0 4 Asian other PHQ-9
(F)
10 —James | Client 25 Counselling 8 1 1 White British PHQ-9
(M)
11 - ‘Olive’ | Client 55 Counselling 8 2 1 Greek other Both
(F)
12 = ‘Carl’ | Counsellor 31 Counselling 10 0 3 White other GAD-7
(M)
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Ethics

This study was reviewed and given a favourable opinion Ngtenal Research Ethics

Savice Committee (see appendix).K

Design

This was a non-experimental qualtative design. Individogrviews were analysed using a
Straussian grounded theory methodology (Corbin & Strauss, 2008idt@atbeory of

negative change.

M easures

Two different semi-structured interview schedules weeduwvith clients and therapists (see
Appendix H). The client interview schedule contained fourstipre categories which asked
how the client found out about IAPT, how they experiencecaplye how they experienced
the 1IAPT therapist and how the treatment impacted onlifeei The therapist interview
schedule contained four question categories which askedhboglient came to IAPT, what
the experience of therapy was like, what their experieriagorking with the clent was like
and what the outcome of therapy was. Each question categotgined a number of prompt
guestions to ask the interviewee if necessary. As thisawgsunded theory design some

guestions were added or modified as the study progressed.

Score deterioration was calculated on the basis of GAD-7 @-PlHcores. The GAD-7 is a
7 item self-report measure which screens for anxietyg udipoint Likert-type scales (Spitzer,
Kranke, Wiliams & Lowe, 2006). The PHQ-9is a 9 item self-reporsme which screens
for depression using 4 point Likert-type scales (Kroenke, Sp&2dfiliams, 2001). Both

measures ask patients to rate how much they have expdrisymptoms in the past two
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weeks. For the purpose of this study, reliable deteriorationdeffed as an increase of at

least four points on the GAD-7 or at least 6 points on the BKIAPT, nd).

Procedure

Twenty-six clients identified as having experienced sdeterioration were sent letters
inviting them to participate in the study (See Appendix Anglwith an information sheet
(see Appendix B), a return slip to accept or decline and a stangurdsaed envelope. One
client was excluded and not contacted since she wasrgjilged in therapy. The letter
informed participants about the study and mentioned thatvwibeld be telephoned once if
no response was received. If clients consented to take @amvéne offered an appointment
at a local IAPT base or their home, depending on their preerand mobility. Therapists
were contacted by email and received a separate informatieet (see Appendix E). At the
appointment participants were given the information sieeegad again and had an
opportunity to ask questions before they completed consent formsA(fpendix F). If
consent was given they took part in an interview whictedasip to one hour using questions
from the relevant interview schedule. Twelve individuaterviews were conducted and all
were audio-recorded. After interview recordings were trdoet and coded using MAX-

QDA.

Figure 2: Flow chart of sampling process

Letters sent (clients) — 26
e-mails sent (therapists) - 19

/ l \ Declined invitation
No response Clients —6
Clients —10 Consented Therapists - 1
Therapists - 14 Clients — 10
Therapists - 4 \
1 Did not attend
Clients- 2
Final sample )
Clients —8 Therapists - 0

Therapists - 4
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Data Analysis

Analysis was carried out according to the Corbin and St@@33) method of grounded
theory, based upon a posittivist epistemology. This was thought aipggogince this study
attempted to identify a theory of negative change whichldvoform research and clinical
practice around potential correlates and ways to prevennionis@ its occurrence.
Transcribing and coding of interview data was carried aurtgaide interviewing as far as
was possible. Memeaiting was used to stimulate the researcher’s thinking process around
analysis and to have a record of these processes. Processevetescorded after
interviews and as the study progressed, to brainstorm abont $aj@essions of
participants and refiect on these in relation to persoaaksbior prior knowledge (See
Appendix J). After coding five interviews on a line by linesibaa spider diagram of all
emerging themes was drawn out, which helped to identify ptsy@and categories or themes.
Themes which needed confrmation or would beneft fromdurthformation were noted,
which informed additions to the interview schedule. Adigrnterviews had been
transcribed, diagrams were drawn for each person, highliglht&yghemes relating to their
experience of therapy and in particular, themes whicltnfiglp to explain negative change.
Diagrams were then analysed to generate hypotheses laboaigative change which had
been identified on the outcome measures. Folowing the wdiagoms, transcripts were
recoded and analysed to clarify themes and concepts by ‘continuous dialogue’ with the data

(Becker, 1998).
Quality Assurance

Guest, Bunce and Johnson (2006) proposed that 12 interviews shadkdamte to reach
theory saturation, so this study aimed to recruit 12 participahts new themes central to the

model emerged at the ®anterview.
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A bracketing interview (Rols & Relf, 2006) which lasted around #@tas was carried ou
by a colleague of the principal mnvestigator. This explored the principal nvestigator’s

preconceived ideas, predictions and expectations about the gssdppendix I).

Verbatim quotes were used in support of the final model. Ssipervand meetings with
supervisors were used concurrently with data collection t¢ossiscoding and interpretation

of the interview data.

A section of one interview was cross-coded by a colleague gfitl@pal investigator in

order to validate emerging themes. Agreement was found to be 8&8%gpendix M).
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Results

Analysis identified 635 coded segments and major categoriegezineffering potential
explanations for the phenomenon of negative changeirséigie sample. The categories

included:

e Therapy in the context of adversity. Descriptions of megdife events or hardships
proposed to reduce the effectiveness of therapy.

e Negative change related to the therapeutic process. Aspfettierapy that clients or
therapists found difficult or did not seem effective.

e Help withdrawn: Therapy described as a postive experience lovarsing questions

around whether therapy had ended well, or before the blEhtfully benefitted.

Figure 3 shows tlee categories included in a model of negative change.

The model indicates firstly that clients might come frarcontext of adversity. Participants
spoke about returning to this context after therapy sessiomgy lack to dificult
relationships, unjust situations and struggling with uneympént and the benefit system.
However, there were also clear examples of clients expéng increased adversityr o
negative life events during the course of therapy. dbigext was said to impact on the
process of therapy, such that difficult circumstances taflewith how wel people could
engage with therapy, they impacted on mood, potentially leadimgcreased levels of
depression and anxiety and they seemed associated wimtted just wanting support; not
expecting that change could be possible. Experiences ofettagdiotic process also included
negative experiences that could help to explain negatwage. However, positive
experiences or outcomes, suggesting that either thé diémot feel worse or only
experienced feeling worse as a result of therapy ending toosqmarhaps the ending not

being dealt with appropriately (Help withdrawn) were also tepor
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Figure 3: A Theory of neg

ative change
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The folowing section describes coded sections which emergedeetnot central to the
theory. These have been used to describe and situate ioigatsns of context, including
their characteristics, the referral and reported dffiesiltat the time of referral. Peripheral

discussions of negative change are also described.

Context

Ten intervievees described issues relating to depression, which might be edpsithin an
IAPT service, primarily working with symptoms of anxiety dapression. Other presenting
issues or difficulties were described as: being seléatitisleep difficulties, suicidality, risk
to others, lack of confidence, being unable to accept feelings, ngaid® hard, drinking too
much alcohol, feeling trapped, Autism Spectrum Disorder, feeliegociated, high levels of
anxiety, adjustment disorder and trust issues. Facteesde people’s characteristics
included: perfectionism, being difficult, being self~awareyirta an interest in psychology

and openness. Two clients described having supportive faraigbers.

Four clents talked about having been prescribed medicat®me reported that they had
been taking medication for years, others said that theyittawonsistently. One person
reported that the medication was helpful, although initidé-sffects could be difficult to
cope with. Another person reported that she had been taking tieditart her depression

stil became worse.

In terms of the referral, most reported being referred ghrabeir GP, athough one
participant mentioned an advisor at the jobcentre suggetiterapy. Some people made
their own decisions about needing therapeutic input, whetbass mentioned close friends

or family members persuading them.
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Negative change

Some themes emerged describing the response to negatnge @sopposed to attempting
to explain it. Therapists described feeling disappointed or sad tiWagrobserved negative
change. However, it was also described as natural and to lxteeipdll therapists felt it
was an important issue to investigate, although concerre nased around poltical context
meaning that findings could be used to reduce funding or exclude psmpte from the offer
of therapy. Other concerns raised included the temptatidaisify data if services are being
commissioned according to outcome scores, or therapists faeliggd, criticised or

inadequate.

Central themes

The folowing section outlines the three central themhesight to contribute to a theory of
negative change, with verbatim quotes. (Al quotes amdbascto falsified name$o protect

participant identities.)

Therapy in the context of adversity

Concepts under this heading included negative life ewmstsrring whie therapy was
ongoing and negative circumstances which impacted on fiegtive therapy could be.
Included within the negative life events were bereavsn family confict and being made
homeless. The negative circumstances included factorsasuchronic pain, ongoing grief, a
sense of injustice and anger or circumstances arounddilielual such as family conflict,
difficult relatonships or unemployment and the way people weeded by the benefit
system. This feeling of adversity could have increasedtadile feeling of needing further
support addressed later in the theme ‘help withdrawn’. It also feeds into the therapeutic
process, influencing the loss of hope and irregular attendahbe challenge of no change is

also thought to be linked to a further loss of hope and assoclt)S of adversity.
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Bereavement/l oss

Some bereavements occurred alongside therapy, whie a#ms deemed to be

experiencing unresolved grief.

‘After the first session her.. mother in law... had gone into hospital for ung cancer... and
then... I can’t remember if it was the 2"9or third session, she actually died.” (Rosie,

therapist)

Quotes such as the above seemed to provide an intuitive ¢émplafta an increase in

symptoms.
Difficult relationships

There were many descriptions of dificult relationships detsf therapy, most often with
family members, particularly when clients had taken upriag role. However, sometimes
they referred to other people, for example, friends or nannidientsCoften described therapy
is not able to help with these issues as they seemed tdsike cof their control. In the

model, difficult relationships are proposed to ink into processsssmnee they may

represent a difficulty with relationships in general, timgacted on the therapeutic aliance.

‘My girlfriend... she’s been hiding so many stuff... from me, and I found out... and then
when I wanted... to finish with her, she said to me to kill herself. And she tried this, in

front of me, she cut her vein...” (Mehmet)

‘the other nanny was mterfering too much, she’s too mouthy... Itell her to stop shouting’
(Amy)

Physical health problems

Physical health problems such as those related to pregneatmonic pain and even memory

problems impacted on the ability to attend, engage with anditbfeom therapy sessions.
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‘I was missing a lot of the sessions... I was ill all the time... | was in hospital in and out,

n and out...” (Amy)

Interviewer: ‘Was it helpful?’

Constance: ‘No I wouldn’t say... because right now I be talking to you and if, things that I

want to say.. I forget... I do forget it now and... later... it just come to me’

Anger/A sense of injustice

Some clients described high levels of anger, which cowdh gestified in view of events
they had been facing. Therapists sometimes describednges @ something that kept the

person stuck and unable to move on or change.

“There’s only so much that could’ve shifted because... he wanted an apology... a
resolution, he wanted someone to say... it’s not your fault... Ihad a strong feeling that, if

he had got that... he could’ve moved on’ (Katrina, therapist)

Unemployment/The benefit system

Being unemployed could be depressing in itself, but someipants described an
additional layer of distress attributed to the benefit systéiraeemed that some clients felt

they were treated as not good enough or as though they d$beluuity for not working.

“You have to go to this work programme thing where instead of looking for jobs at
home... you have to go and sit... with a load of other people and you got to sign in and
out 3 times a day and you can’t go home cos if you do you get sanctioned... they treat you
like... naughty schoolchildren and.. as if you're all benefit scroungers and... I find i,
firstly very offensive.. The way they treat you when you’re on benefits could be

calculated to drive somebody into depression.” (Sandy)
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In this model, the context of adversity meant that witiierapy aimed to improve
functioning, circumstances often resulted in increasedlsl of distress. Negative life events
such as bereavement could explain an increase in symptbereas ongoing negative

circumstances could lead to hopelessness and the belighitat could not change.

Goalsof support

The theme ‘goal of support not change’ straddles this context and process factors because the
experience of adversity seems linkeSometimes it seemed that the clients’ goals were
around getting support or a space to talk rather than the dkpedtat anything was going
to change. These goals may have affected their motivaimondecreased the likelihood of

positive change.

‘It was support it wasn’t anything changing my life... there was too much going on to
change anything’ (Amy)

Waited a long timefor therapy

The other theme which straddles these major themeaitisgva long time for therapy, which
might be a factor contributing to the experience of adversitpwever, whie some clients
may have felt worse due to this, others described it asingethat they already felt better
when therapy started. This may have an impact on thetialreof change seen on the

measures.

Negative change related to the therapeutic process

‘A talking man learns nothing’

This theme emerged from six of the interviews. Particdpapoke about feeling like talking

could not help, expecting to get more input or coping ‘tools’ from the therapist or therapy
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raising more questions than answers. One person febhehageded something more than

counselling and would have liked to speak to someone ‘more professional’.

‘A talking man learns nothing... If I'm listening then I'm learning, if I'm talking, I’'m not

learning and who’s the one that’s learning?’ (Patrick)

‘He was listening yeah but... he didn’t give me any tools to even... give me anything to

fight with® (Mehmet)

These experiences were postulated to lead to a loss of hopeagpmbmisnent with therapy

as described in the next theme.
Losing hope ‘that first wow!’

Three participants described experiencing an initial boost, nene insight and hope

folowed by disappointment;

‘If she can change my way of thinking, then... this is gonna be amazing... And that was
the one and only time that skeid something... that made a lot of sense and it never came
again... At the end of the day the experience as a whole was a bit of a disappointment’

(Patrick)
Or not being able to maintain changes;

“The first week I did really well on it and I thought, °this is it, I'm sorted’ and then fit...

slipped back and I did get very despondent’ (Sandy)

In these cases negative change could therefore be liokéddappointment and an associated

increase in symptoms.

‘It rattles you’
Eight interviews described challenges around therapy lodffiaglt, athough most thought

it had stil been useful. Participants described difficultwth being honest, feeling

77



vulnerable, bringing up issues from the past and theraminde them feeling less able to
function. Feeling less able to function is probably dependargtocial support in terms of
how problematic this was; if others were available to helight have felt more acceptable.
Some participants reported that therapists could also syggdsdems to clients, leawn

them feeling paranoid after the sessions.

‘It rattles you doesn’t it... I’d maybe go there in quite a good mood and then I’d leave and
I was, my day was kind of... dead... Cos you do uncover a lot of things and you talk about

things that are probably morensitive than you realise’ (James)

‘It was difficult yeah because... I was bringing things up, from years ago and, I was

thinking, god, I’'m opening a can of worms!” (Olive)

‘It’s... overwhelming and... very, very hurt... it hurts when you talk about i’ (Mehmet)

Difference

Some clients and therapists mentioned issues of differemid may have affected the
outcome of therapy. These included differences related tgewgger and culture.The

below quote provides an example of the issue around agendiéiere

‘She was much younger than me, I’d sooner somebody... that’s older... cos when we are

younger we do not understand much... when we mature, we understand’ (Constance)

A difficult relationship

Some difficulties with the therapeutic relationship weséed. Clients sometimes felt

misunderstood, or therapists described a lack of empathy;

‘Intellectually, Ihad... roughly the same understanding, but emotionally I couldn’t get to

grips with what the issues were’ (Jane, therapist)
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Sometimes there were feelings of hopelessness;

‘I wondered whether I was feeling a little bit hopeless for him and... I hope he didn’t pick

up on that’ (Katrina, therapist)
Or feelings that the therapist was critical, too directwarepetitive;

‘She was giving me... lots of answers back, I didn’t really like; ‘this is what.. you should

do’ or ‘do that”> (Amy)

‘She mentioned it quite a few times in quite a few of the sessions, she always said the

same things’ (Patrick)
Ambivalence

Sometimes clients seemed unsure what they wantedia & their goals or the type of
therapy they had. Irregular attendance was also taked abcaimething that might have
indicated ambivalence and therapists sometimes wondetelsad been the right time for

therapy.
‘I couldn’t understand how therapy was gonna change things’ (Patrick)

‘Towards the end of the therapy there were... patterns of rregular attendance,
cancellations.... 1did... wonder what was happening... I thought is there anything that
I’'m not... contributing as a therapist? What is he trying to communicate?’ (Katrina,

therapist)

The challenge of no change

This theme emerged often when discussing change. & might say that there had
been no positve change but no negative change either. &mwrbed feeling stuck or
trapped, whie others suggested that change might nothagyeened untli sometime after

therapy.

79



‘He openly acknowledged his anger... his depression, he just felt that he couldn’t move on

and I, think I felt a little bit like that with him’ (Katrina, therapist)

‘It took a while to sink m... cos you gotta remember... you’re talking about how many

years, you're blaming yourself and everything” (Olive)

The latter quote suggests that if folowed up after gyraome clients scores may have

aftered to show improvement.

Positive aspects or outcomes of therapy

This category contained 127 sub concepts, as clients listed aspegts which they found
useful about therapy. Coded sections describe positive rdigiongith the therapist,
receiving practical advice and an appreciation of having wbeme to talkk which felt
confidential, non-judgemental and objectivilany clients also appreciated the type of input
they received and the changes it helped them to make. nidrgesce of so many positive
aspects may seem paradoxical in the context of an pateti of negative change. Due to
this, outcome measures are also discussed in relation, toaibisg the question of whether

participants realy did experience negative change dveral

Outcome measures

Outcome measures were described as useful but sometitimsed for not picking up on

the whole story or being less important than what was spdiaut & therapy. One therapist
felt that outcome measures caused clients to be remindeevidus symptoms rather than
looking to the future or thinking about positive change. Oeatchlso described finding it
difficult to rate levels of symptoms on the measure. Titkeseriptions suggest that

clnicians did not always believe that the measures bad picked up on the full story. In
terms of usefulness, therapists described avoiding lookisgoats and one therapist said she

did not discuss scores with a client because they werdanghowgative change and she felt
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this might be unhelpful. Two therapists raised concebaaitebeing too driven by outcome

measure scores and ‘looking for a nice decline’.

Help withdrawn

This is a major category which may help to explain why soyn@ositive aspects of therapy
were described in a study of negative change. Subcateguiigde difficult endings, future
referrals and the need for more sessions. The title sotdtegory comes directly from the
words of a client (Sandy). Except for in cases whereefuteferrals were made, help

withdrawn too early may have fed back into an experiencealvefrsity.

Difficult endings

Both session endings and the end of the therapy were memetiescribed as difficultIn
some cases it seems lke endings could have been disausaddressed more fully and in

this way, might link back into process factors in the model.

‘It was a tricky conversation and he... didn’t want to leave, so it’s one of those... ‘right,
well... you take care and good luck and... bye!” and... he was just still sitting in the chair,

so having to try and physically get him up’ (Anne, therapist)

In other cases clients reported the ending coming too soon;

‘You’re not properly better, it’s like stopping the tablets when you’re still poorly, I
mean... it was very helpful... but, it would have been so much more helpful if we could of

continued or] was at a stage that I could carry on better’ (Rachel)

Service constraints

Therapists sometimes said they felt restricted and utaldéier more sessions even though
they thought this could be useful in view of the sevestychronicity of clel’s issues. As
seen in Figure 3, these constraints feedback the procdssayy.
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“The service has some really rigid, well I think it’s rigid; had they not had those
requirements I think I would’ve extended the sessions... I probably would of offered him

16-20sessions’ (Katrina, therapist)
Futurereferrals

Some clients were referred for other input, or were told alithat services with the option

to self-refer, but this did not always end successfully.

‘I did refer him on.. the CMHT... ultimately wouldn’t accept him... he didn’t get any

2

further support but he wasn’t in a place where he could use an IAPT intervention either

(Anne, therapist)

‘She didn’t leave me out in the cold which she could of... she was good to refer me on’
(Amy)
Theneed for more sessions

The theme around needing more input emerged from sevba ibfdrviews and was

mentioned by clients and therapists.
‘It wasn’t enough... she would of benefitted from... longer term therapy’ (Carl, therapist)

‘I mean this... 8 weeks is... is not enough... Between 8 weeks and err something for, 25

years... or more than that’ (Mehmet)

In this model, help withdrawn contributes to the explanatdnegative change by presenting
aspects of the experience of therapy which felt unfidish&he disappointment or distress
felt in the context of a positive experience ending befogeclent is ready, could potentially

account for symptom increase seen on the measures lastifisession.
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Discussion

This study explored client and therapist experiences @pewithin an IAPT service, when
there was evidence of negative change according to outceasures. The following
section wil discuss the main findings of the emerging mdkesping in mind previous

research and how findings might be applied to current practise.

Therapy in the context of adversity

Sometimes when clients described many dificulties these stil coping with at interview,
the expectation that short-term therapy could achieveivposhange seemed optimistic.
Some had been depressed for many years, were unemployed andeneipt of benefits
they were entitled to, were facing uncertainty in teahtheir living situation, lacked social
support, suffered from chronic physical health problems, mguathronic pain and had

experienced various bereavements and losses.

However, those who were angry with a strong sense diigguseemed to pose a particular
challenge. Their sense of injustice seemed understantiakiieto myself and to their
therapists. Events including loss, injustice, divorce, iitigelosing contact with chidren
and lending large sums of money which were never retupmeved difficult for some
clients to accept. Therapists spoke about how such acceptancejapspadjustment, would
be necessary for the client to move on, but this seemed ibrlposs achieve at the time.
These results tie in with the Probst et al. (2015) findingggesting that negative outcomes

were associated with client circumstances and wera oohsequence of therapy.

It is also importantto consider clients’ expectations of what therapy can achieve. Some were
referred via their GP with little explanation about wtie process would entaillt’s possible
that some were not aware of the effort therapy would deraaddchoped it would provide a

cure, which would be administered to them. Clients fasigere adversity may have
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benefited from a different type of intervention, targetswrial support and structure around
them, such as group work with similar others (Thoits, Ka&dideller, 1986) or a service
working more assertively with social circumstances. Heweas one therapist pointed out,

due to various cuts to services, it can sometimes be diffmuimpossible to provide this.

Cited issues with the benefit system and associateidgeedf guit and further depression,
merit consideration when thinking about the context. Some have criticised IAPT’s agenda of
getting people back to work as something which interferes théhabiity to form a good
therapeutic aliance (Wesson & Gould, 2010), stating thatethéonship may not be
genuinely collaborative if the therapist is influencedth®se service expectations. The
experience of this agenda may also cause the cliepeltadity and worthless if they remain
on benefits. As one participant stated, the current benefit system could be ‘calculated to drive
people into depression’ and if therapeutic services are perceived to be aligned with this, it
could be unhelpful. However, this is speculatve and waspetifically referred to by

participants in this study.

Negative change related to the therapeutic process

Factors emerging in this part of the model varied grdadlyveen participants. Some felt that
taking did not help, whereas others had only wanted supporfoand advice unhelpful.
Some found the relationship difficult and others found it @hgihg to bring up past issues
or to be honest with the therapist. Others may have heddlistic expectations for therapy
or described an intial boost which was not maintained. PBifiee in the therapeutic
relationship was also cited as an issue, influencing howsindd the client felt. The
uncertainty of seeing no change could also be difficult, perhaflected in, or influenced by,

the ambivalence of some clients.
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Although the theme ‘A talking man learns nothing’ arose from mterviews with both male and
female participants, it seemed to emerge more often fromassomething they struggled
with. It could be that the process of talkking about emotiomsoig difficult for men (Pollack
& Levant, 2008), athough one study found that men show an eqiéedepe for
psychotherapy over medication when compared with worSenré Hernandez, Oliffe,
Joyce, Sochting & Ogrodniczuk, 2014Pne male participant went on to join a group called
‘men in sheds’ which seemed to offer a more favourable type of mput for him. However, it

was not only a problem for men, one women also found it difitubee how she could
benefit from just ‘her alone talking’. Since she also mentioned the problem of an age
difference, it could have been that she felt the thérayas not knowledgeable enough or

could not offer solutions. In her words, ‘when we are young, we do not know much’.

Difficulty with the relationship is something previous @®h postulates as influencing the
process of negative change and has been attributed to ldsv dhtberapist empathy or an
interaction of this with certain client charactecst (Lambert, Bergin & Colins, 1977; Truax,
1963). However, difference of opinion over the process of therapy grehter number of
transference interpretations have also been implicateshr(M995). Issues raised in this
study related to not getting on, feeling misunderstood, fediiagthe therapist was too
repetitive, things being missed and frustration on behdifotf clent and therapist. One
therapist also spoke about her difficulty in finding empatlih @ client. These findings
support Lambert’s therapeutic alliance factor on CSTs, as being something important for

therapeutic outcome.

The theme ‘It rattles you’ often referred to talking about difficult subjects and how this could
be upsetting, but one client also raised the issue of tHsragoiggesting there are problems
which the client has never considered. This may teitin past research about therapists
interpreting the transference too much or suggesting prebfetohr, 1995). In terms of

85



negative change, the client might leave therapy mitine worries, as opposed to feeling their

existing symptoms have improved.

Therapsts sometimes questioned whether it was the right tim¢héwapy, a theory which
echoed previous research (Shepherd et al., 2012). However, disatsnmentioned this,
perhaps feeling that therapy should provide support at diffienéist as reflected in the
theme ‘the goal of support not change’. This might demonstrate a difference of ideas
between clients and therapists on what therapy should pravideh could be addressed
more fully at the outset of treatmefidaniels, 2011). Clients who received CBT or
counselling bothraised the theme of just wanting support or a space to offload and it’s
interesting to note that the goal of counseling accordingetservice also seemed about
achieving specific symptom change, whereas counsellingt rbig more often thought of as
something which would provide support without the emphasis @nspecific goals (NHS

Choices, 2015).

Positive experiences: Help withdrawn

Many clients reported having a positve experience of theasplysome stated that they had
volunteered to participate in the study to give positive feddbdhis did not seem to fit with
negative change as seen on the outcome measures, lugnsiggent with statements about
helpful input being withdrawn too soon. Both clients and soeeists talked about
whether it could have been useful to have more sessionthiermemed to be a diemma for
therapists at times given service constraints. Thinfin echoes the results of Falkenstrom,
Grant, Broberg and Sandell (2007), where three clients whootiideneft from therapy
seemed to have a sense that it was ‘abruptly terminated’ or unfinished. It has also been
postulated as a factor which mediates poor results with érdiverapists (Callahan,

Aubuchon-Endsley, Borja & Swift, 2009).
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The IAPT service offers time-limited therapy and attamiotbe as cost effective as possible,
but sometimes the use of such brief interventions has dugsstioned (Salyer, 2002). It can
be difficult to justify providing more sessions if an inteti@n is not thought to be working
though, and Waller (2009) cautions about persisting wittaplyein these cases. However, if
negative change is due to social adversity or life-svatnimight not seem appropriate to
withdraw support, although a different type of input might be dalgisLambert, Baiey et
al., 2015). If clients only sought support and were not expectiagge, this calls into
question the service’s rationale in looking for score decreases on outcome measures which do
not collect information about client circumstances. Notlehts wanted more sessions, but
those who did had often experienced chronic problems, ongoingafor years. In addition

to help being withdrawn, some felt they needed something malepth than counselling.

Study limitations

There was a relatively short time period available foa datiection, which limited the

abilty to implement theoretical sampling or to analyse ireersi in full before proceeding.
Ethical approval also limited the ability to change itemgheninterview schedule much, as
specific schedules were approved. However, some theoretimplinga was applied,

particular in seeking out male counsellors, since this avaunrepresented viewpoint.
Although supervision was sought throughout analysis, mhismission around emerging
themes could have been useful in valdating the restite principal investigator was also a
novice at using the Grounded Theory methodology. Due to this,eadds sought from
expert grounded theory researchers and the Corbin andsSteatisvas followed as closely
as possible. However, memo-writing and discussion around egeigmes may have been

less in depth than those utlised by more experienced rcbses
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The model of negative change was potentially also dimitg the level of insight participants
had into whether negative change had occurred anddkens behind thisHowever, it

would be difficult to find an objective measure, although amagysherapy transcripts or
gathering data from additional measures, could be helpfle model is also solely based on
correlations, so it is not possible to know if negative change tiae outcome or cause of
certain process factors. For example, therapeutic aliarage have suffered as a result of

negative change, rather than being difficult from theeiut

Ethical issues

It was recognised that taking about therapy which mayhaiee been effectivenight be
distressing for some and some participants did become upsteina¢w. One client in
particular seemed to stil be experiencing distress anchelpsd to re-refer via his GP.
These concerns prevented the researcher from speakingtt@oegative change observed
on the outcome measures with clients, in case thiseddugher upset. However, it would
have been interesting to see if clients would have spokes ommnly about problems if they
knew about this finding. Some seemed reluctant to speak abowrpsoahd it was felt that
they might be concerned that it would make the therapist bad or be fed back to them.
This may also reflect a general reluctance to complairticydarly in view of the fact that

they had been offered input which most seemed very drdaefu
Clinical recommendations

As mentioned previously, IAPT services use outcome measegelarly and routinely in
order to track progress. However, since the measures hale signptom focussed and do
not ask about life events, social adversity or interpersaglationships, it may be dificult to
detect negative change which is due to therapeutic protesormation was collected,

using a measure such as the Outcome Questionriadrebért, Morton et al., 2004), more
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factors would be taken into account, which may also help ttfyfdetients for whom

intervention is advisable, using clinical support tools to supperapist decision making.

Since many clients in this study stated that they dvbalve liked further input, it might be
helpful for the IAPT service to review procedures aroundindefurther sessions and when
this is possible. Some aspects of the service appear to be llynmrcome scores and the
same measures are used for every client. Some seemadt teupport rather than aiming

for change. In view of differing goals it may be more ustfubetter fit outcome measures to
the client or to measursovement towards the client’s specific goals rather than using a ‘one
size fits all’ approach (Donnelly et al., 2011). For example, a measure which does this s th

PSYCHLOPS (Psychological Outcome Profies; Ashworth, KordowicSchofield, 2012).

Further Research

Many different themes emerged as part of the final modehwcould warrant further
investigation. For example, the theme ‘A talking man learns nothing’ is interesting and it
may be useful to look at this in more depth, establishing wherfoamehich clients it is most
common and what type of interventions may be more useful. e gEmerally it would be
interesting to see if themes identified here are sharaathbys who receive psychological
therapy and if they are specific to those who show negatiage or if they could be applied

to other clients also. This may help to validate the theodyirdorm clinicians further.

As some clients noted, positive change may have been stgndtht took time to develop so
it could have been useful to administer outcome measure®llahea up time, to see if
negative change was stil seeimdeed, a recent trial of long-term, psychoanalytic
psychotherapy found exactly that at follow up 2 years followttmgyapy (Fonagy et al.,

2015).
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In future, it would also be useful to select clients who éeperd negative change during
therapy when external problems and social adversity amolightfor. This may help to
focus more on process issues which had a negative imphet tlaan on circumstances

external to therapy.
Conclusions

The emerging model provides a useful overview of experieatédserapy which may
contribute to the process of negative change, highlightingrihertance of paying attention
to context and lfe events, alongside what clients expewt ftherapy. Issues around wanting
further input arose frequently and therapy offered ofténtde brief. It is important to note
that some clients did not think there had been a negatiemnoel and some noted that change
was not instant. Some issues raised appeared to contradist, fth@xample, some clients
did not like the emphasis on their taking whereas othérshé the therapist advised them
too much. This highlights the need to adjust interventiong watli individual clients and

their goals.
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Appendix A

QUALITY CONTROL CHECKLIST

From; Critical Appraisal Skills Programme. (2013). CASP Randomised Controlled Trial Checklist and
CASP Qualitative Checklist. Retrieved December 10, 2015 from http://www.casp-uk.net/#!casp-

tools-checklists/c18f8 and Effective Public Health Practice Project (EPHPP). (2009). Quality

Assessment Tool for Quantitative Studies.

Quantitative studies

Are participants representative of target population?

Study design

Randomised Controlled Trial
Controlled Clinical trial

Cohort analytic

Case-control

Cohort (one group pre and post)
Other

Was the study randomised?

Was the method of randomisation explained?
Were there important differences between groups before the intervention?

Were any confounds controlled for?

Blinding

Were outcome assessors blind to treatment group?

Were participants aware of the research question?

Data Collection

98

Were data collection methods valid?

Were data collection methods reliable?

Was the drop-out rate reported?

What was the percentage of treatment drop-outs?



Intervention

e Wasthe consistency of the intervention measured?

e Were groups treated equally aside from the intervention?

Results

e How large was the treatment effect?

e Were all clinically important outcomes considered?

e (Can theresults be applied in your context?

Qualitative studies
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e Wasthere a clear statement of aims?

e Wasa Qualitative methodology appropriate?

e Wastheresearch design appropriate to address the aims?

e Wastherecruitment strategy appropriate to the aims?

e Wasthe data collected in a way that addressed the research issue?

e Has the relationship between the researcher and participants been adequately
considered?

e Have ethical issues been taken into consideration?

e Wasthe data analysis rigorous?

e Isthere aclear statement of findings?

e How valuableistheresearch?
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Appendix B: Letter to Client
Canterbury
Christ Church
University

Dear ----,

You have beeninvited to take part in a research study because you
have beenseenfor treatment at your local IAPT service in the past year
and you indicated that it was ok to contact you about taking part in
research. The study | am contacting you about aims to find out more
about clients’ experiences of short term therapy, and what factors might
play a part in its effectiveness. The outcome of this study will hopefully
inform IAPT services as to how they can improve and as such, your
input would be immenselyvaluable. Please read the enclosed
information form for more details and if you would like to take part,
please indicate this in the form provided and place it in the postin the
stamped, addressed envelope provided. Ifl do not hear back from you
via post | will contact you once via telephone to check if you have
received these details and would like to take part.

Thank you for your time,
Yours sincerely,

Christina Hart

Trainee Clinical Psychologist
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Dear Christina,

| would like to take part in the study and | understand that taking part is
voluntary and | can change my mind at any time.

My name is --------
My contact number is ---------
| preferto be contacted by post/telephone (please delete as appropriate)

| would preferto meetat Lewisham IAPT/inmy own home (please delete
as appropriate)
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Appendix C: Client Information form

Canterbury
Christ Church

University South London and Maudsley W75

NHS Foundation Trust
Salomons Clinical Psychology Programme
Department Of Applied Psychology
Broomhill Road

Tunbridge Wells
TN3 OTF

Information Sheet

A qualitative analysis of the experience of change following therapy

My name is Tina Hart. | am a trainee clinical psychologist at Canterbury Christ
Church University and | am exploring people’s experience of receiving
psychological therapy from their local IAPT (Improving Access to Psychological
Therapies) service.

You are invited to take part in this study as you attended treatment sessions at
the IAPT Lewisham service in the past year and have indicated that you would
be happy to be asked about participating in research.

We are interested in how you came to the service and how you found the
therapy you received, whether you found it useful or not. We would like to
find out about your views, whether your experience was a good or a bad one,
whether you felt better, the same, or even worse after the therapy ended.
This study aims to feedback your views to the service so it could be improved
for future clients.

If you choose to take partin the study it will involve being interviewed for
approximately one hour at Lewisham IAPT or in your home if this would be
more convenient. This interview will be audio-recorded and will include
guestions about your experience of receiving therapy from IAPT.

If | take part, will my comments be confidential?

Forthe most part, yes. The only occasion wherel might have to share something
you say (e.g., by speaking with your GP) would be if you told me something that
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suggested there was a risk of harmto yourself or another person. If this happens,
| would discuss the way forward with you first. Your GP may be informed that
you were taking partin the study, but no information collected about you during
the course of the study would be released to him/her. The transcript of the
interview with you will be anonymised so that no-one reading it will know your
name. It will not be possible to identify you from any part of your interview that
is included in the research write-up. The interview data will be stored securely
for 10 years and then destroyed.

Are there advantages of taking part?

Some people might find it helpful to talk about their experience of therapy.
What you have to say can also potentially help others who might receive input
from IAPT in the future. Your experience could help to informimprovements
to the service or it may help in understanding who might benefit from IAPT
services and who might not.

Are there any potential disadvantages to taking part?

Hopefully there will not be disadvantages to your taking part, but it is possible
that talking about the therapy you received might be upsetting in some way.

What if | do find it upsetting?

Information will be provided to you about services in your local area in case
you feel that you would like to talk to someone more about the issues raised
during this study.

Are you independent of the Lewisham IAPT service?

Yes, | am an independent researcher and my aim is to explore factors that
affect outcomes in psychological services such as the IAPT initiative. The
findings however, are hoped be useful for the service.

Who has reviewed the study?

All research in the NHS is looked at by an independent group of people, called
a Research Ethics Committee, to protect your interests. This study has been
reviewed and given favourable opinion by the NRES Committee London —
Dulwich.

What if there is a problem?
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Any complaint about the way you have been dealt with during the study or any
possible harm you might suffer will be addressed. If you havea concernabout
any aspect of this study, you can speak to the researcher who will do their best
to answer your questions (see contact number below). If you remain unhappy
and wish to complain formally, you can do this by contacting Dr Daniel Salter,
study supervisor; or the Research Director for the Salomons Centre for Applied
Psychology at Canterbury Christchurch University, Professor Paul Camic;

Dr Daniel Salter: 03330117088

Email: Daniel.salter@canterbury.ac.uk

Professor Paul Camic: 03330117 114

Email: paul.camic@canterbury.ac.uk

Please contact me if you would like to take partor have any questions about
the study.

Christina Hart

Email — c.m.hart509 @canterbury.ac.uk

Phone - 07738758386

We really value your opinion and your time and effort in taking part in this
study and you will receive £10 towards your travel expenses or any other costs
incurred.

Thank-you.
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Appendix D: Therapist information form

Canterbury
Christ Church

University South London and Maudsley W75

NHS Foundation Trust
Salomons Clinical Psychology Programme
Department Of Applied Psychology
Broomhill Road

Tunbridge Wells
TN3 OTF

Information Sheet

A qualitative analysis of the experience of change following therapy

My name is Tina Hart. | am a trainee clinical psychologist at Canterbury Christ
Church University and | am exploring people’s experience of receiving
psychological therapy from their local IAPT (Improving Access to Psychological
Therapies) service and therapists’ experience of providing this therapy.

You are invited to take part in this study as you have recently worked with
clients who appeared to be experiencing greater anxiety or depression on
outcome measures following input from IAPT.

We are interested in how your client came to the service and how you found
the experience of therapy with this client. We would like to find out about your
views, whether your experience was a good or a bad one, whether you felt
they improved or got worse towards the end of therapy. This study aims to
feedback your views to the service to inform the service about what kind of
people may benefit more or less from therapy, or what kind of factors impact
on clients’ recovery.

If you choose to take partin the study it will involve being interviewed for
approximately one hour at Lewisham IAPT or in another officeif this would be
more convenient.

If | take part, will my comments be confidential?

The transcript of the interview with you will be anonymised so that no-one
reading it will know your name. It will not be possible to identify you from any
part of your interview that is included in the research write-up. The interview
data will be stored securely for 10 years and then destroyed. The only occasion
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where | might have to share something you say would be if you told me
something that suggested there was a risk of harm to yourself or another
person. If this happens, | would discuss the way forward with you first.

Are there advantages of taking part?

Some therapists might find it helpful or enlightening to talk about their
experience of delivering therapy, especially if this was challenging in some
way. What you have to say can also potentially help other therapists or clients
who might receive input from IAPT in the future. Your experience could help
to inform improvements to the service or it may help in understanding who
might benefit from IAPT services and who might not.

Are there any potential disadvantages to taking part?

Hopefully there will not be disadvantages to your taking part, but it is possible
that talking about negative experiences of therapy might be upsetting in some
way. The researchers recognise that any therapist can end up working with
clients who do not benefit from the service and therefore hope that no blame
is felt by anyone being asked to participate in this study. However, we believe
that a lot can be learned from such outcomes, if you would be willing to share
your experience..

Are you independent of the Lewisham IAPT service?

Yes, | am an independent researcher and my aim is to explore factors that
affect outcomes in psychological services such as the IAPT initiative. The
findings however, are hoped to be useful for the service although, all
comments from therapists will be anonymised.

Who has reviewed the study?

All research in the NHS is looked at by an independent Research Ethics
Committee, to protect your interests. This study has been reviewed and given
favourable opinion by the NRES Committee London — Dulwich.

What if there is a problem?

Any complaint about the way you have been dealt with during the study or any
possible harm you might suffer will be addressed. If you havea concernabout
any aspect of this study, you can speak to the researcher who will do their best
to answer your questions (see contact number below). If you remain unhappy
and wish to complain formally, you can do this by contacting Dr Daniel Salter,
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the study supervisor; or the Research Director for the Salomons Centre for
Applied Psychology at Canterbury Christchurch University, Professor Paul
Camic;

Dr Daniel Salter: 03330117088

Email: Daniel.salter@canterbury.ac.uk

Professor Paul Camic: 03330117114

Email: paul.camic@canterbury.ac.uk

Please contact me if you would like to take partor have any questions about
the study.

Christina Hart

Email —c.m.hart509 @canterbury.ac.uk

Phone - 07738758386

We really value your opinion and your time and effort in taking part in this
study and you will receive a £10 shopping voucher to cover any costs incurred.

Thank-you.
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Appendix E: Client consent form

Canterbury
Christ Church

University South London and Maudsley W75

NHS Foundation Trust
Salomons Clinical Psychology Programme
Department Of Applied Psychology
Broomhill Road
Tunbridge Wells
TN3 OTF

CONSENT FORM
A qualitative analysis of the experience of change following therapy

Names of Researchers: Christina Hart (Trainee Clinical Psychologist), Dr Daniel Salter
(Clinical Psychologist) and Dr Inga Boellinghaus (Clinical Psychologist)

Please initial box

. | confirm that | have read and understand the information sheet for

the above study and have had the opportunity to ask questions.

. lunderstand that my participation is voluntary and | am free to withdraw

at any time, without giving any reason.

. lunderstand | am giving my consent to be interviewed and audio-

recorded. Information about me will be kept confidential. The only occasion

when information may need to be shared with anybody beyond the research

team would be if | said something that suggested there was a risk of harm to

myself or another person.

.| give permission for short extracts from my interview to be used in the
final report, and any subsequent journal publications and reports.

These extracts will be anonymous, with all personally identifying information
being removed.
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5.

| understand that relevant anonymised data collected during the study may be
looked at by individuals from Canterbury Christ Church University.

| give permission for these individuals to have access to this data.

| agree that my GP may be informed about my participation in this study

| agree to take part in this study

Name of Participant Date Signature

Name of Researcher Date Signature
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10.

11.

12.

Appendix F: Therapist consent form

Canterbury
Christ Church

University South London and Maudsley W75

NHS Foundation Trust
Salomons Clinical Psychology Programme

Department Of Applied Psychology
Broomhill Road

Tunbridge Wells

TN3 OTF

CONSENT FORM

A qualitative analysis of the experience of change following therapy

Names of Researchers: Christina Hart (Trainee Clinical Psychologist), Dr Daniel Salter
(Clinical Psychologist) and Dr Inga Boellinghaus (Clinical Psychologist)

Please initial box

| confirm that | have read and understand the information sheet for

the above study and have had the opportunity to ask questions.

| understand that my participation is voluntary and | am free to withdraw

at any time, without giving any reason.

| understand | am giving my consent to be interviewed and audio-

recorded. Information about me will be kept confidential. The only occasion

when information may need to be shared with anybody beyond the research
team would be if | said something that suggested there was a risk of harm to

myself or another person.

| give permission for short extracts from my interview to be used in the
final report, and any subsequent journal publications and reports.

These extracts will be anonymous, with all personally identifying information
being removed.

| understand that relevant anonymised data collected during the study may be
looked at by consultants on research conduct from Canterbury Christ Church

University. | give permission for these individuals to have access to these data.
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13.1 agree to take part in this study

Name of Participant Date Signature

Name of Researcher Date Signature
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Appendix G: Letter to GP

Canterbury

South London and Maudsley NHS & SER‘%&‘&C““*‘

NHS Foundation Trust
A qualitative analysis of the experience of change following therapy

Dear Dr ----,

Your patient -------- has been invited to take part in the above research
study and has agreed to participate. They have also agreed for their GP
to be notified about their taking part. They were invited to take part
because they had beenseen for treatment at their local IAPT servicein
the past year and indicated that they were happy to be contacted about
taking part in research.

The study they are patrticipating in aims to find out more about their
experience of short term therapy, and what factors might play a part in
its effectiveness. The outcome of this study will potentially inform IAPT
services as to how they can improve. Please read the enclosed
information form for more details.

Thank you for your time,
Yours sincerely,

Christina Hart

Trainee Clinical Psychologist
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Appendix H: Interview schedules — Therapist and client

Interview schedule - Therapists

Can you tell me what led *** to seek help from the IAPT service?
(prompts — Do you remember how were they referred? Do you know what led to that
decision? Were there any significant events that you know of that impacted on ****? What

were the main difficulties that this client wanted help with?)

Can you tell me a bit about the experience of therapy?

(prompts —How did you find the sessions? Would you say it was a good or difficult
experience overall? How did you feel *** made use of the therapy? Did you encounter any
challenges during treatment and how did you cope with these? Looking back on the
experience, is there anything you would have done differently (intervention, treatment,
length)? What did they like or dislike about it? Do you think the client was happy with the

type of treatment or would they have preferred a different type of therapy?)

How did you experience your relationship with this client?

(prompts — How did you get on with them? Do you feel like you understood the issues that
had led them to be referred? Do you think the therapy went well? If yes/no, please could
you explain why you think this. Is there anything that you would have liked to have done

differently in terms of relating to the client?)

What was the outcome of treatment?

(prompts —Did you notice any changes in this client during or after therapy? What changes
did you notice? Were they good changes or bad ones? What do you think contributed to
the changes? How did you feel about these changes? Do you think the treatment helped
with the client with their difficulties? If not, did they stay the same or get worse? How did
the treatment end? If their problems got worse what do you think made them worse? Do
you think the treatment they received made them more aware of your difficulties?
Deterioration

Has this experience changed your practice? What did it feel like to know some of your
clients appeared to deteriorate? What was the emotional impact? What do you think the
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purpose is of investigating negative change or deterioration? What are the potential gains,

losses or negative consequences?

Interview schedule: Clients

Can you tell me what events led to you seeking help from the IAPT service?

(prompts —who referred you? Was it your GP or did you self refer? What led to that
decision? Were there any significant events that caused you to be referred/refer yourself?
How were you feeling at the time? What were the main difficulties you wanted to get help

with?)

How do you feel about the experience of therapy overall?

(prompts —? What was the experience like? How did you experience going to the sessions?
How did the therapy sessions make you feel? Were there any challenges you encountered
during treatment? If so, how did you cope with these? What do you think about the type of
treatment you received? What did you like or dislike about it? Would you have preferreda
different type of therapy?)

How did you experience the relationship with your IAPT therapist?

(prompts — How did you get on with your therapist? Did he/she seem to understand your
problems and feelings? Did you feel listened to? Was there anything you liked about your
therapist? If so, what did you like about them? Is there anything that you would have liked
to be different about your therapist? Do you think you would have preferred a different
therapist? If so, what makes you say this?)

How did the treatment impact on your life?

(prompts — Did you notice any changes in yourself or your life during or after therapy? Were
they good changes or bad ones? How did you feel about these changes? If there was
change, how long has the change lasted? Is there anything different for you now? Do you
think the treatment helped with the difficulties you had before therapy? If not, did they
stay the same or get worse? If your problems got worse what do you think made them
worse? Do you think the treatment had an impact on how aware you are of your

difficulties?)
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Appendix |: Transcript from Bracketing interview

L: Tell me a bit about your research sofar

T: OK, so, it’s going to be looking at people who’ve had therapy from an IAPT service, who seem to
have come out worse than when they started on the outcome measures, there’s a reliable
deterioration, score deterioration basically on the outcome measures. It’s quite a small percentage,
but | think the trouble is, in the research, there tends to be emphasis on whosedone well or the
percentage of people who'vecome out better or not, whereas actually, it’s looking at those people
who seem to have deteriorated in their symptoms, or their symptoms have got worse — what’s
happened there? What's that experience like?

L: That does actually soundreally, really interesting

T: Well hopefully yeah, it should be really interesting — so I’'m trying to interview both clients and
therapists and create a grounded theory about the experience of negative change.

L: So whatwere some of yourinitial interests, as a researcher, in this topic?

T: Idon’tknow, | suppose, | like, I'm quite interested in when things don’tgo as they’re intended to
go.... And | wouldn’t say I’m necessarily critical of IAPT, because I’ve never worked in that service and
I’ve never had input from it, although obviously I've got my own opinions about what maybe good
and what might be bad about it.

L: Tell me a bit more about that, what are your own opinions about what might be good and what
might be bad?

T: AboutlAPT? My initial opinion when | heard about IAPT was that, this is really good, because it
came from a background of people being given medication, basically, as the first stop and the kind of
only approach, when they go to the GP and say, ya know, this is how I’'m feeling — you get tablets.
And so my initial impressions of it were good. It was a good thing that people were getting access to
psychological therapies. Butthe stepped care model, if you come and your symptoms are not that
severe, potentially you get self-help and you get sent out manuals and stuff to fill in yourself and you
get to speak to people onthe phone, I’'m not too sure aboutthat. There’s lots of reasons | think that
might not be ideal and | wonder if that puts people off of the service. | supposethat doesn’treally
relate too much to this study that I’'m doing because these are people who’vegotto the stage where
they’re in a room with somebody and they’ve got to come and speak to somebody, which is a stage
that | would think is a good thing. But it seems like it hasn’t helped, | guess, partly I’'m not sure
whether that’s what I’'m gonnafind, that the scores on outcome measures represent an actual
deterioration or whether they just represent something that comes out on an outcome measure.
Because there’s research that looks at outcome measures and what they tell you, and whether they
pick up on change or something else, and whether deterioration means that you have more insight,
whether you’ve come in thinking, you probably wouldn’t come in thinking ‘I’'m fine’ but not
necessarily knowing how to name what you were feeling and you go out thinking ‘actually, these are
some of the symptomsthat| have had’. So then, perhaps you come out as ‘deteriorated’ forthose
reasons.

L: What are yourthoughtsabout, justin terms of gaining access, about services andissues around
power and, in your position, having a degree, and working with the people that you’ re working with
and in terms of kind of, access to these people and these services, have you thought much about
that?
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T: I supposewhat| have thoughtaboutis, thatthese are people who may have come out feeling
worse when they’ve seen a therapist who could be like me. |1 mean | work one to one, giving
therapy, so I’'m asking someone to come and speak to someonesimilar. | am saying | don’twork
within IAPT, I’'m at university, but | could potentially be the person offering therapy and | want them
to talk to me about— what your experiences were like. | mean, I’'m not gonnago to people and say
look, you know, it looks like you’ve experienced negative change because that’s potentially
damaging for someone to hear, so I’'m gonna have to be careful about how | phrase what| wantto
speak about, which is a bit tricky, | think. | had trouble getting the proposalapproved because if you
think, ooh why are they gonnawanna come and speak to you, which is a fair point. That’sas far as
I’ve thoughtreally, in terms of being in a position of power.

L: What aboutother factors like race, gender, socioeconomic statusand | guess the political context
and those sorts of demographics and how that might interfere with yourresearch or justinterrupt
your research?

T: I guess, when we had the data, that said, this percentage of people have done worse, one of the
angles we could of taken was to justtry and look at all the demographic factors that IAPT records
and say, ya know, is it somethingto do with race, or class, or things like that and that’s not really the
angle that I'vegone down. I’'mnot sure if I'veread anythingabout stuff like that and so| would say
it’s not somethingI’ve given a great deal of thoughtto, no.

L: Areyou able to articulate your own personal value system and acknowledge areas where you
might be (suggestive?) In yoursetting?

What might have orientated your motivationin your study? What might you be looking outfor?

T: That’s quite a difficult one, I’'m not sure about my value system necessarily I’m kind of confused
by that term because it soundsso broad, | don’t really know where to start, but| guess I’'m thinking
about the therapeutic relationship and maybe thinking about what might be my own difficulties in
that situation, so | have been in situations where I've been sent to get therapeutic input, it wasn’t
from IAPT and it was a bit different, but| didn’t want to talk to the personand I’'ve got my own
preconceptions about the difficulties people might have, | suppose, in talking to someone, or
wanting to talk to someone, or looking at someone that seems so differentto them and thinking,
‘what’s the point in talking to you?’ that’s the only thing | can think about that seems relevant in
relation to that question.

L: Canyoudescribe possible areas of potential role conflict? Particular types of people or situations
in which you might feel anxious or annoyed or at ease?

T: It could be that going back to the fact that | could easily be working as someone’s therapist, it
might be difficult for me to speak to someonewhose very critical of approaches that maybel’ve
used myself. So maybe if | think, | dunno, let me think how to put it, | was gonnasay if they haven’t
understood the process or it hasn’t worked, but it seems like there would definitely be some biases
if the person talks about something and it sounds like something | would have done, that really
wasn’t useful, or if they describe something about the therapist which | identify with and that’sone
of the things that they talk aboutthat wasn’t helpful, that could potentially be upsetting for me and
make me feel that I’'m not very good at what| do or | could be taking it on board or | could

potentially get defensive aboutit. Ifit’s something that’s difficult for me to hear then | may explore
it less.
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L: Andif the publication of your findings cause problems with a particular group of people, how
could this maybe influence the approach that you use?

T: Ithoughtaboutthat in relation to IAPT, because obviously it has it’s problems, which | mentioned
before. But | did think IAPT was a step in the right direction and a good thing and | realise that,
particularly at this time, IAPT are really trying to sell whatthey do and get commissioning so that the
services can improve. And|’'m quite aware that | don’treally want my study to come outand say
that they’re not very good in some way and someone to read that and take it as like, ya know, ‘let’s
scrap this cos it’s not really working’ that’s not what | want.

L: Second part of interview!
So we were thinking about, just getting it published and what problems it might cause...

T: Yeah, so | didn’twant it to be damaging to IAPT particularly. 1 hope it comes up with
recommendations, you know, that there’s things that might need changing, but | don’t wantit to
come with some really negative view of what they offer and | suppose, if | speak to therapists as
well, getting their point of view maybe helpful to avoid that, but because it’s a grounded theory
obviously I'll work with what people come up with. If they start going down that road of how
negative things were then that’s, that will be myfindings. So| would be concerned about that.

L: So are you able to acknowledge or identify some of the feelings that go along with that?

T: (bigpause) I’'mnot sure! It’s justapprehensionreally.. so you can tell that you wouldn’twant

people to go too much down a very critical, negative line, butyou’re giving them the space to say
whatever. So the feelings are worried and apprehensive about that.

L: Canyouidentify the gatekeeper’s interests and to what extent they are disposed favourably
toward the project?

T: Who is the gatekeeper?!
L: I'mthinking it’s the person who gives you access to participants

T: So that’sthe IAPT service, so my supervisor is from IAPT and works in an IAPT service so the
question was identify..?

L: Their interests, butyou kinda talked about that, so how they might be disposed favourably
towards the project

T: Ithinkthat it’s quite tricky in terms of what potentially I’'m looking at and what | might find. So
you know, when | was writing the proposall had to rephrase things and trying not to make it look
like | was sayingthat IAPT were doing something wrongand | wanted to find out whatit was,
because if you’re working within that service, you probably do have some allegiance to that and you
want it to come across positively or maybe even you have some concerns about the service and
you’re hoping that it's gonnaidentify those concerns

L: (Noteaboutthinking aboutintensity of feelings and neutrality.)
So I don’tknow whether you feel it has tinted your neutrality — having anxious feelings or...

T: Yeah | guess if you have any apprehension about the way things are gonna come out, then there’s
a chance that you are going to try and, consciously or unconsciously control what people say, and
counteract that — try and find opposing statements, yeah.
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L: Canyouthink of any examples where you might have sought out situations to try and help you
feel more positively about this?

T: Aboutthe service, or?

L: Aboutyour project, so, you might avoid situations that would trigger negative feelings from
people or vice versa. Oryou might seek out situations that will help you feel a bit more positive
aboutyour research.

T: I suppose, I've probably mentioned it to people who’ve had therapy or to other people who might
be critical of IAPT as like, this is a way that you can find out about these people, and this is a way
that we can find out about certain experiences that people might have had, and that’s probably
what led to me starting to feel a bit worried because | was thinking, I’'m not doing this study to say
‘ooh look at this, this is crap’ so that concerned me a little bit. But obviously, you can find yourself
promoting what you’re doing, whenyou tell people about it, like why is this interesting, it’s like well,
it gives, potentially it gives a voice to people who may not have had a good experience and who
want to talk aboutit, and then the services can hopefully improve as a consequence of that.

L: So somethingabout mixed feelings

T: Yeahit is, because | think that there are some people who do seem to be negatively biased
towards IAPTand whodon’tlike it and | appreciate that there are definitely things not to like, but
that’s not what I’'m looking at.

L: Interms of both you worrying, yoursort of anxiousness about these others and stakeholders and
their reaction and also about your feelings about your participants being given a voice. Can you
identify the origin of those feelings within you?

T: Alll can thinkis, that they’re, you said | had mixed feelings, and it’s because there’s like 2
opposingviews here. Yousaid aboutthe gatekeepers or my supervisors who work within IAPT,
initially 1 didn’t feel entirely comfortably with being supervised by people who just worked within
IAPT, because | thought, well these people are very motivated that the service comes out looking
good and that | don’tsay anything controversial, but what if something controversial does come up?
Am | supposed totry and sugar coat it and rephrase it and package it? That’s not what | wantto do,
so then that probably led to me, ya know, selling it to people outside of that service and saying, this
is really importantand then getting really positive feedback about that, about how great that would
be, because obviously there’s so many people who’ve had a bad experience and that’s made me
wary as well, so it’s difficult, | mean | must have had some similar feelings about these people
who’ve had a bad experience, but then when | get feedback onthat, it sometimes worries me how
much people might be wanting to find something wrong with that service.

L: Ithinkwhat I’'mtrying to get at here, is being aware of in your own past experience, that this
dynamic that you’reworried about that might be created with your project, has that reflected any
personal experience that you’ve had in your past with those sorts of power dynamics?

T: Yeah I think it’s going back to what | said before about being the person in the room with the
therapist who thinks ‘who are you? You won’t be able to understand’ | mean in fairness, | was a
teenager at the time, sol was sitting in the room thinking you don’tunderstand me, I’'m not going to
talk to you basically and it didn’t work, but yeah | probably initially came from that position,
somebody whois like, yeah I’ve had that experience of thinkingthis is not gonnawork. | mean I've
had later experiences that were better, but, because I'veseen a therapist more recently, not that
recently but fairly recently and that was more good and bad, | can recognise that | took some good
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things fromit, but | also had problems with that as well, where it was like, ‘| wanted to talk about
this, and you didn’t talk aboutthat with me’ you know, just wanted to hear what| was bringing to
the room every time | came, and | was thinking well this is not what I’'m here for, so | guess, yeah, so
maybe that’s one reason that | did chose this project, maybel saw it and | was like yeah, maybel had
that experience. | don’tknow because | didn’t fill in outcome measures but maybe | felt a bit like
that at the time, like whatwas the point of this. | think even that though, | have to say, that |
changed my view and that, even if you leave therapy and think, what did that do, that was not
helpful, that was not what | wanted to do, she just kept going down these other routes that were

not what | wanted, with time, you do kinda think, oh actually, this bit was useful, and maybeshe was
trying to do this or maybe that did help me, although at the time, | didn’t feel like that, so that’s
maybe something about what | was saying about have they deteriorated or not? Like do they look
like that initially and then, because | definitely read things where it’s like, the therapeutic process
continues outside of therapy, so the therapist puts so muchimportance onthemselves as like, ‘I
have to help this person and that’s how they’re gonna get better’ but actually you give people skills,
that they then go outand use and then they grow more themselves, so if you were to check them
long term there might be an improvement that you didn’t notice before.

L: Sothere’s a real journey that you’ve been on, with the understandingthat the people that you’re
interviewing are also somewhere on their own journey, a similar journey, that has some parellals to
your journey either currently, pastor in the future, and that experience and that journey, how do
you think might or might not alter your own thinking on the project with your participants?

T: I think naturally when you have a conversation with somebody, you try to establish the things you
have in common and that’s maybe what helps conversations flow. Soif I’'m doing a semi-structured
interview, I've not got many questions and I’'m gonna go wherever it takes us, there is a danger of
me, hearing the things that | recognise that I've experienced and going ‘oh yeah’ and taking it down
that line, rather than the thing | hear which doesn’tring true for me. So | think, okay | don’t know
much aboutthat so there’s definitely a danger of you guiding the conversation down the lines that
you’refamiliar with, so that’s definitely something to be aware of.

Reminder to revisit this thinking throughout analysis!
Notes while transcribing;

Avoided topic of race and gender even though it’s probably likely that | will feel more comfortable
talking to someone | identify with in this respect. Also class, if someone seems more upper class or
more educated | will potentially feel more anxious while interviewing them.

Didn’t really discuss preconceptions about what | will find —number of sessions IAPT provide, time
limited work, too structured/manualised, life events playing a majorfactor.
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Appendix J: Abridged Research Diary

4/07/2014:Regarding my chosen project: I’m quite interested in when things don’tgo as they’re
intended. | wouldn’tsay|’m necessarily critical of IAPT; I’ve never worked in that service and I've
never had input fromit. I'vegot my own opinions about what maybe good and what might be bad
aboutit. | wonderif a service that justaims to work with depression or anxiety or more ‘primary
care’ issues may be too narrow? | wonder if the stepped care approach puts people off if they get
something at first which doesn’t seem to be enough? The use of self-help and telephone sessions
also interests me, although | don’tthink | will be looking at these interventions.

18/8/2014: Rewriting my research proposalfollowing the first submission. The feedback was
around whether | would be able to get enough clients who wanted to take part, particularly bearing
in mind that they might have had a bad experience with the service. It seemed that my supervisors
thought| should just speak to therapists as they would be easier to recruit. | didn’t want to do this
as | felt that | would get a more realistic impression about how clients actually experienced therapy if
| spoketo clients. Also | hadn’t seen any studies which had donethis and | thought it was really
important. Inthe end | chose a grounded theory methodology because there are currently no
theories of negative change and it would allow me to be flexible in who | recruited and source more
than one type of information.

19/9/2014: My second proposal is approved by Salomons.

21/9/2014: Reading about grounded theory and thinking about my epistemological approach. It's

quite difficult to get your head around what the differences are. I’'mstill reading papers and trying
to decide.

5/10/2014: | havestarted the process of applying for NHS ethics. | have done this once before but
it’s still very complicated and time consuming. | find it difficult to be very specific while sticking to
the GT approach too, when ethics applications demand that you define exactly what you will do and
say, it’s difficult to see where there will be room for flexibility and reflexivity. We have also decided
as a team that clients will not be informed of the exact reasons why they are being contacted
(negative change). This is so that they are not upset at hearing about something that they may not
already know and might make them feel bad aboutthemselves. | find it difficult to decide what |
should actually tell them though and feels difficult to be deceiving them.

18/11/2014: Afriend of mine recommended Fast-R, a service based at Kings College where you can
get service user feedback on your project design. They sent feedback which was usefulto have. It
seemed they had reviewed it without much knowledge of the GT methodology. For example, they
have spoken about how it is too bigger task to constructa theory as part of an MRP. Althoughthey
may have a point perhapsit is not clear that this would be a postulated theory to inform further
research. | have responded addressing the points they raised.

10/12/2014: 1 havereceived a letter from NHS ethics with a date for my projectto be reviewed.

15/12/2014:I’'m not sure whetherif I’m going to find thatthe scores on outcome measures
represent an actual deterioration or whether they just represent something that comes outon an
outcome measure. Because there’s research that looks at outcome measures and what they tell
you, and whether they pick up on change or somethingelse, and whether deterioration means that
you have more insight, whether you’ve come in thinking, you probably wouldn’t come in thinking
‘I'm fine’ but not necessarily knowing how to name what you were feeling and you go out thinking
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‘actually, these are some of the symptomsthat | have had’. So then, perhapsyou come out as
‘deteriorated’ for those reasons.

14/1/2015: Attended the ethics review of my project. | was quite nervous but think it went well,
althoughiit is difficult to explain the GT methodology at times, particularly as it is new to me. There
was a GP in attendance who thought it would be important for clients GPs to be informed that
clients had taken part in the research project and so an additional letter was requested. There was
also concern around whether participants might become upset, but the fact that | do therapy work
with clients myself seemed to allay some concerns.

3/3/2015: I’'mstarting to think about section A, the literature review. It seems that there is little
research into negative change in terms of studies which aim to look for correlates although thereis a
few papers which discuss this.

20/6/2015: | get my first letter response from a participant saying that she would like to take part.
Very pleased that | have managed to recruit via post. | have contacted her and arranged to meet at
the IAPT clinic.

2/7/2015 - Participant 1: This wasa middle aged, white British woman who seemed well-educated
and had a lot to say. Her experience of therapy seemed like it had been mostly positive. The main
negative outcome for her seemed to be when therapy stopped and she didn’t feel ready. This first
interview went well and made me think more about whetherthe people | would recruit had actually
experienced negative change.

9/7/2015 - Participant2: This was an older, white man who spokevery quietly and was difficult to
understand at times. In his speech he came across like someonewho drinks/has drunk a lot of
alcohol because it was quite unclear. However, | have no idea if this was the case. His experience of
therapy was not unanimously positive. He openly described himself as someone who does not like
talking, which may have impacted onthe benefits he could derive from talking therapy. Because |
found him difficult to understand at times, this did make me wonder whether the therapist had a
similar experience.

20/7/2015 - Participant 3: This was a young, female, Muslim therapist who had a lot to sayand
went over the hour allocated forthe interview. This may be unfair but | couldn’t help but wonder
how much she spokein therapy sessions as she talked a lot and was difficult to interrupt. |
interviewed her aboutone client in particular and she described the therapeutic process as mostly
positive but with somessignificant challenges. | telephoned this client to askif he would take part in
the study but he told me he hadn’tfound the therapy useful, but did not want to talk about the
reasons why, and did not want to participate in the study. I’'m wondering if this was an example of a
therapist have a falsely positive impression of their own work.

31/7/2015 - Participant4: This person struck me as still needing help and | helped him to arrange
an appointment with his GP to refer back to IAPT. He was a middle aged man, muslim | think. | can’t
help thinking whilst | transcribe his interview, and whilst thinking about the previous therapist
interview too, what massive problems psychologists are expected to help with —the injustice of life!
And people come and they say, this is what happened to me and nothing can change it, theycan’t
accept it and can you help them to? Because it isn’t fair and it isn’tjust. | also wonder whether the
power of being listened to and acknowledged works better for women — these last 2 interviews are
examples of men who have been listened to, but ultimately there are no solutions — is that what
they want more of? Are men more likely to doworse? Following this | checked my sample of clients
who deteriorated to see if men were over-represented but there was not clear evidence of this.
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10/8/2015: Both before and during the process of my MRP | have often had conversations with
other trainees about my project. | wasaware fromthe beginning of the project that some have a
very negative view of IAPT and talked about this during the bracketing interview. Recent
conversations with other trainees have gone down the same lines and people have talked about,
‘some psychologists needing to stand up’ and talk about the problems with IAPT, forexample, the
fact that it is a business model and fits into this society in terms of the emphasis on employment and
productivity, ie, it is cost effective because it will get people back into work and the government will
no longer have to pay benefits. Anothertrainee who previously worked as a PWP within IAPT said
that the approach maybe works for about 50% of people and that mostly people don’t get to see
qualified psychologists or therapists, but rather, PWPs who have completed a year’s training. They
criticised the constant filling out of forms and ticking boxes and reluctantly acknowledged that it
does help some people. | often don’tfind these criticisms comfortable as | initially felt IAPTto be a
positive step in the right direction and feel disappointed if this isn’t the case. Perhaps the problem is
with the ‘one fits all’ approach, butit was my understanding that IAPTwould be branching outand
providing other types of therapies. Other trainees also described how counselling services were
available previous to IAPTand that a better model would be to station psychologists in GP surgeries,
although that would probably be considered as too expensive. | believe it's worth noting these
discussions as they will clearly colour my opinions and thoughts going forward.

6/8/2015 —Participant 6: This was an Asian women who worked as a nurse but was currently on
maternity leave and so had a youngchild. |1 went to her homebecause of this. She was very
talkative and a bit critical about the therapy she had. She talked a lot about feeling criticised by the
therapist or being told what to do. | did note in the instances that she described that she seemed to
be rather sensitive in terms of whether some things were taken as criticisms though. And| could not
help wondering what the therapist’s perspective might be, but this therapist had not responded to
my emails.

24/8/2015 - Participant 7: This was an older, Caribbean woman whom | interviewed at her home.
There was an older man sitting in the same room as us whom | assumed was her husband. Shetold
me that she was fine to do the interview whilst he was sitting in the room (he was watching
breakfast TV), but | couldn’t help thinking that his presence may inhibit or impact on what she chose
to talk about. She told me from the start that she didn’t know how helpful she could be as she
couldn’tremember much about the sessions she had, and she had problems with her memory,
however, she agreed that we could give it go and see what she could remember.

She had received counselling sessions but couldn’t remember the name of the counsellor although
she knew it was a woman. She told me thatshe had had counselling once before and it had been
helpful, but this time it was not really, but she wasn’t sure why. There were lots of things she said
she couldn’tremember and that she often had trouble thinking of things she wanted to say, such
that she may remember things she could have told me after I'd left. | couldn’t help but wonder
whether these memory problems may have also impacted onthe usefulness of the counselling she
received.

She seemed to be struggling to answer some of the questions | asked and | wasn’t sure if it was
because; | was asking her to think about difficult things, she couldn’t remember the answerand was
frustrated or she was just annoyed about the question. She didn’t seem to like talking much and
was very softly spoken. | wondered if this had also impacted on the benefits she could gain from
talking therapies.

122



16/10/2015 - Participant 8 : This was a younger client (say mid to late thirties) with a newborn
baby. She was somewhatabrupt when | telephoned her before the appointment, demandingwhy |
hadn’t called her mobile since she was breastfeeding. | explained that her landline numberwas
what | had and had used previously (she had never asked me to use her mobile). She paid formy
parking and refused to take any money for this, she also refused payment for participating. She
talked at length and was quite well-spoken. She was not easy to interrupt whilst talking and she
became upset at one point. | must admit that her description of the nature of her issues and how
sheis ‘known’ to her GP made me wonder whether she would fit the description of a complex
condition such as BPD. She also described herself as a perfectionist who could be very demanding.

29/10/2015- Participant9: This wasa female clinical psychologist. One thing she said during the
interview wasthat she wondered if the client would have been better off being seen by a ‘CBT
therapist’. She explained this in terms of psychologists potentially getting distracted by a myriad of
different avenues. This phenomenonis notable as something that also appeared to happenfor the
counselling psychologist, participant 3, although she didn’t mention it being a problem. Participant 5
(a trainee psychologist) also noted that it was difficult to stick to a CBT protocol with her client and
there seemed to be a lot of ‘wantingto offload’. Thisis a theme in several of the interviews.

17/2/2016: First meeting with Sue Holttum and my lead supervisorabout the emerging model
(according to the first 5 interviews). I've been finding it really difficult to movefrom themes to an
actual theory. Sue was really helpful with her feedback, she encouraged me to draw diagrams for
each participant so that | could link themes — did one thing seem to lead into another? Are there
hypotheses regarding potential causes of negative outcomes? My current code system really
showed how | was much more used to quantitative designs, particularly in my hesitance to make any
leaps in logic and go beyond or infer things from the data rather than just stating what the data
showed and trying to categorise responses.

22/2/2016 - Participant 11: This was a male counsellor, he was a white Scottish man who appeared
middle aged. He was friendly although quite serious and intense. The first question he had was
what had led me to him and why | had contacted him. | felt a little uncomfortableand | also felt like
he was rather defensive, | was not sure if he was offended that | had contacted him or he had taken
it badly, but | remembered that another male counsellor had seemed defensive in his email
correspondence. The counsellor often gave one word responses and fixed me with a gaze that was
fairly stern. | felt awkward pressing him for further information, particularly when | felt | had to
clearly state that the client concerned had appeared worse according to outcome measures. |
sometimes felt | was giving him ‘get out clauses’ to explain what had happened — probably because |
felt awkward. After | had stopped recording the counsellor told me that he didn’t wantto say on
tape, but he was now seeing the client privately, since she had contacted him regarding further
sessions. | wondered why he didn’t like to mention this ontape and he was saying that he felt ‘very
defensive’ of his clients, we thought about whether it might be confidentiality that he was worried
about but this was not clear.

If1 had known the counsellor was still in therapy with the client, | probably would not have
conducted this interview.

| feel like I’'m being a bit suspicious of this counsellor and I’'m not sure why, but | just remembered
that when | first met him he said he had been justaboutto look on the notes regarding the client to
refresh his memory butthe system was down so he hadn’tbeen able to. | think this now sounds
strange in light of the fact that he reported after the interview, that he is still seeing the client
privately.
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1/3/2016 —Now | have finished interviewing | am trying to make sense of all the information. Using
MAX-QDA to code. There is so much information though. It'sreally difficult to hold everything in
mind.

23/3/2016 —Second meeting with Sue Holttum to look over participant diagrams and my initial
model. The diagrams have been really helpful to generate hypotheses about what may have
‘caused’ negative change for each participant. It’s still difficult to incorporate into one model
though, since most participants seem to have had a very different experience.

1/4/2016 —1’ve noticed in reviewing my write-up that | have not talked about the therapist client
pair whol interviewed. Their different perspectives are interesting, particularly in light of some
research | have read, for example the paper by Glen Waller which my IAPT supervisor recommended
that | read. This talks abouttherapist drift, away from the CBT approach. One situation talked about
is crisis and how this does not mean you should drift from the model, but | think that’s exactly what
happened with this pair. He experienced a crisis and she went in to ‘fire-fighting’ mode and he was
left wondering about that first insight and how it did not come again.

15/4/2016 —Final meeting with Sue Holttum. We looked at the final model and | told her about
concerns from my supervisors that there were not enough postulated links or evidence of one thing
leading into another. She suggested having a timeline or at least more of a sense of participants
‘moving through’ the model. We also discussed some of the individual themes and whether they
belonged in each part of the model. She advised postulatinglinks and then looking back through the
interview data forevidence which would confirm or disconfirm these.

23/4/2016 —A bit late in the day but | am re-doing my grounded theory model and trying to
incorporate different advice from supervisors — | have now had feedback from Sue Holttum, my 2
current supervisors and 2 previous supervisors, including Melanie Shepherd who was the supervisor
who originally proposed this project idea. It now looks slightly different sol need to go back over
the data, and change my results and discussion section. So much to doand so little time!
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Appendix K: Approval letters from ethics and Research and Development

Removed from the electronic copy
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Appendix L: Coded Transcript

Removed from electronic copy
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Appendix M: Inter-rater codings

Removed from the electronic copy
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Appendix N: Progression of theme development

Initial spider diagram

{7 R Pl Be! L

Codes from initial spider diagram
(following first 5 interviews)

External problems

Conflict

Divorce

Unemployment/the benefit system

Physical health/Injury

Bereavement

Uncertainty

Family problems/pressure

Lack of support outside therapy

Carer’s role

Therapist factors

Difference

Doubt/confidence

Feeling hopeless/powerless

Did the therapist fit with client?

On giving advice

Time to think/reflect

Empathy

Compliments
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The impact of looking at outcome
measures

Presentation (client factors)

Risk to self/suicide

Doubt

Anger/sense of injustice

Complexity/multiple issues

Trauma

Depression

First experience of mental health issues

Long-term issues

Self-critical

Cultural context

Persuaded by others to attend therapy

Open

Work defines identity

Cannot accept feelings

Problems with sleep

Positive responses

It’s good to talk

More open

More active

Learning and applying knowledge

Feeling better

Made changes

Enjoyable

Practical advice is helpful

Being more aware is helpful

Didn’t feel worse

Good therapeutic relationship

Negative responses

Losing hope

Still experiencing symptoms

Disappointment

Feeling worse

Drop out

Irregular attendance

Dropsin mood

No change

Feeling stuck/trapped

Maintenance difficult

Wanted more sessions/different therapy

Therapeutic process

To vent/release

Difficult ending

Painful/difficult subjects

Encouragement to be active

Incorporating other models

Fitted with CBT

Was it the right time?

129




Service constraints

Things which were not worked on

The relationship

Frustration

Structured

Small steps

Future referrals

Linked to both positive and negative
outcomes

Examples of individual client diagrams drawn to map out relationships between themes
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Hypothesised themes from participant diagrams
(column 2 shows the participant interviews from which the theme arose or was observed)

Theme

Participant numbers

When a good things ends too early - ‘help
withdrawn’

1,3,438911,12

Therapy in the context of adverse social
conditions

1,3,4,5,6,7,9,11,12

Initial boost from new and exciting thing
canresult in disappointment when not
maintained — (managing expectations?)
‘That first wow!’

1,23

‘Ups and downs’ related to seasons and
circumstances

A talking man learns nothing

2,4,7,8

Difference

2,3,6,7,9,10

‘Was it the right time?’

3, 5, 9 (all therapists!)

Ambivalence

3, 5 (both therapists)

‘Back to square one’ —living near the
problem

(Included within the context of adversity)

Unresolved grief

o

Lack of social support

o

Self loathing

Sense of injustice

3,4,9
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Long-term problems

1,4,5,6,9,11

Deviation from CBT protocol

3, 5, 9 (all therapists)

Negative life event

(Included within the context of adversity)

Failure to get feedback from client

5

‘Feeling assasinated’/misunderstood 6
Only wanted support not change 6,8
Obsessive nature 6,8
Relationship difficulties (outside therapy) | 6
Memory problems affecting ability touse | 7
therapy

Outcome measures — difficult to rate ‘what | 8
my level of whatever is’

Difficult therapeutic relationship 6,9
More questions raised than answers 10
Time on waiting list meant already feeling | 10

better

‘It rattles you doesn’t it’ — difficult to talk,
draining

1,4,8,10,11

Accepting vulnerability 10
Therapist suggestions might lead to 10
paranoia

‘Opening a can of worms’ — difficulty with | 4, 11
bringing things up from the past

Changes take time to sink in 11
Outcome measures focussing on the past | 12

and problems instead of future and
adaptive functioning
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Diagram of included themes mapped
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An initial Theory of negative change

a

Back to square one — returning \

Bereavement loss N
to the same place after therapy Anger/injustice

and grieving

Therapy in the context of adversity ‘ Unemploymentand the
(problems kept getting worse) | benefit system
Difficult relationships |
Waited a long time fortherapy Physical health problems
No change ) -
Goal of support not change Losing hope ‘that first
wow!’
‘A talking man learns nothing’
(more questions raised)
) e |t.the Irregular
The therapeutic process right time? d
Painful Challenging attendance
Ambivalence
Opening It rattles you Therap|§t s
acan of suggestions
worms Resistance
Things missed Culture
Frustratin
= Difference Gender
- The relationship
Repetitive
Did we fit? Age
Misunderstood Difficult g

Need for more sessions
Service constraints

Help withdrawn - Therapy as a positive

experience which ended too soon
Future referrals P

Positive aspects or outcomes of

Difficult endings therapy
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Appendix 0: Code system and memos

Positive aspects or outcomes 188
1.1 CBT approach fitted 2
1.1.1 CBT was nice/structured 1
1.1.2 Getting back to work - CBT based goals 1
1.2 Mood dropping afterwards 1
1.3 Have made some changes in life 6
1.4 Feeling better 3
1.4.1 Came off medication recently - feel better 3
1.5 Being more active 2
1.5.1 Achieving practical goals 1
1.5.2 Routines with CBT: to keep mood up 2
1.6 Becoming more self-aware 2
1.6.1 Being more aware of difficultiesis helpful 5
1.7 Good therapeutic relationship 4
1.7.1 chatting and laughing with the therapist 1
1.8 Learning and applying knowledge 2
1.8.1 Thetherapist made me realise something important 2

Theory of negative change - help withdrawn 54

1.9.1 Service constraints 2
1.9.1.1 Other clients - similar dilemma 1
1.9.2 Thinking about further input 11
1.9.2.1 Men in sheds 2
1.9.3 Wanted more input 5
1.9.3.1 Happy with CBT but wanted more sessions 1
1.9.3.2 Acceptance that no more help is available 1
1.9.4 Endings 1
1.9.4.1 Mixed feelings at the ending 1
1.10 Outcome measures 0
1.10.1 focussing on past rather than future 1

Theory of negative change - process 161
2.1 challenge of no change 1
2.1.1 Did not look at outcome scores 3
2.2 Ambivalence 0
2.2.1 client didn't know what he wanted 1
2.2.2 was it the right time? 1
2.2.3 Doubt 0
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2.2.3.1 Do | have enough will-power for this?
2.2.4 'she was alright'
2.3 The relationship
2.3.1 Failure to get feedback from client
2.3.1.1 Being a trainee - talking about therapy experience
2.3.2 Frustration
2.3.2.1 Never felt angry, maybe frustrated
2.3.3 difficult relationship
2.3.3.1 Luke-warm relationship with therapist
2.3.4 Feeling disappointed
2.3.5 I don't think the therapist really understood everything
2.3.5.1 Not able to go through with therapist's suggested solution
2.4 'That first wow!" The initial boost is not maintained
2.4.1 The experience was a bit of a disappointment
2.4.2 Therapy lifts mood at the time
2.4.3 Homework - doing well or doing badly
2.5 'A talking man learns nothing'
2.5.1 Needed something more than counselling
2.5.2 Don't like talking
2.5.2.1 Therapist did well to get me to speak
2.5.3 more questions raised than answers
2.5.3.1 Therapist asking more questions not advising
2.5.4 Too much listening!
2.6 Difference
2.6.1 It's culture innit
2.6.2 Age difference
2.7 "It rattles you'
2.7.1 Therapist suggestions
2.7.2 Painful/difficult subjects
2.7.2.1 Talking about difficult things
2.7.3 'opening a can of worms'
Theory of negative change -Therapy in the context of adversity
3.1 Anger
3.1.1 Sense of injustice
3.1.1.1 an uncertain place
3.2 Waited a very long time for therapy

3.3 Difficult relationships
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3.3.1 Family problems/pressure
3.3.1.1 family affected
3.3.1.2 Looking for work due to family pressure
3.3.2 Carer's role
3.3.2.1 Advocate work is positive but challenging
3.4 Problems kept getting worse
3.5 After the session - back to square one
3.5.1 stresses and difficulties outside therapy
3.5.2 'Back to square one'-living near the problem
3.6 Bereavement/loss/grieving
3.6.1 no change - deterioration
3.6.2 life events - death of family member
3.7 Physical health/injury
3.7.1 Fertility/pregnancy
3.7.2 physical health problem: falling out of good habits
3.8 Unemployment/the benefit system
3.8.1 losing job - increased need, increased time
3.8.2 Being on benefits - calculated to cause depression
3.9 Lack of support outside of therapy
3.9.1 Difficultjust getting there
4 Process - deviation from CBT protocol
4.1 Incorporating other models
4.1.1 Flexible approach - counselling psychology
4.1.2 Thinking systemically
5 Referral
6 Negative change
6.1 Learning
6.2 Thinking about how to avoid negative change
6.2.1 Valued this opportunity to think about case
6.3 Political pressures - negative change may result in exclusion
7 Client Factors
7.1 presenting issues or difficulties
7.1.1 Unable to accept feelings
7.1.1.1 Accepting depression
7.1.2 Depression
7.1.2.1 Feeling useless

7.1.2.2 How can | help myself out of depression
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7.1.2.3 The big, vicious cycle of depresion 2

7.1.3 working too hard 1
7.2 Interest in psychology 0
7.2.1 Groups/psychology - intrigued by a new thing 1
7.3 supportive family members 2
7.4 Use of medication 0
7.4.1 inconsistent use of medication 1
7.4.2 Medication to help sleep 1
7.5 openness 0
7.5.1 Decision to open up 1

1 Positive aspects or outcomes

1.1.1 CBT was nice/structured

Description of how she found CBT

1.1.2 Getting back to work - CBT based goals

Clients goals as decribed by the therapist, in this case a counselling psychologist. I'm wondering, are
they also very male goals? When i phoned this client he did not want to talk about the therapy he
received but said 'it wasn't helpful'.

1.2 Mood dropping afterwards

Moods go up and down but although her mood dropped after therapy, it didn't go back to where it
was before. This client doesn't actually seem to have come out worse so it's not clear what the
outcome measures picked up on.

1.3 Have made some changes in life

The client does not attribute this change to therapy, but nevertheless it seems like it was an important
decision or turning point for him

1.4.1 Came off medication recently - feel better

This client decided to stop his anti-depressant medication that he had been taking for a long time. He
now feels better than ever. He doesn't attribute this to the therapy but he did stop the medication
after the therapy ended.

1.5.1 Achieving practical goals
Not sure, but thinks he found it beneficial, was more active and working towards goals

1.5.2 Routines with CBT: to keep mood up

The benefits of keeping a routine and keeping active, as advocated in CBT - particularly in the
treatment of depression which would involve behavioural activation presumably

1.6.1 Being more aware of difficulties is helpful

This client was more aware of her difficulties but described this as a helpful thing. Potentially this
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could have caused an increase in symptoms as reported on the outcome measures

1.7.1 chatting and laughing with the therapist

This client was very positive about the therapist she saw, the main theme here is that being able to
chat and laugh with the therapist was important and helpful for her

1.8.1 The therapist made me realise something important

In this case the client was feeling very intolerant of others and he was isolating himself. The therapist
suggested that the more he isolated himself the more intolerant he would get.

1.9 Theory of negative change - help withdrawn

This includes statements about therapy ending too early, those who requested further input and were
denied and negative change as linked to an ending

1.9.1.1 Other clients - similar dilemma

In the context of wanting to give more sessions and the service not allowing this, it not being justified
according to improvements or 'making progress'

1.9.2 Thinking about further input

Client was given details of other services, but not referred because the onus was on him to refer

1.9.2.1 Men in sheds

Since therapy ended this client has joined the group 'men in sheds' and was very enthusiastic about it

1.9.3.1 Happy with CBT but wanted more sessions

Particularly in relation to 'chronic depression' this client had clearly discussed with her therapist about
having more sessions, but was not provided with any

1.9.3.2 Acceptance that no more help is available

Client describes having to be content with what she has gotin relation to having what felt like not
enough sessions

1.9.4.1 Mixed feelings at the ending

Therapist mentions carer traumatisation because of the severity of the clients issues and some relief at
ending, but also some sadness because they got on well

1.10.1 focussing on past rather than future

this counsellor described that the OMs keep patients focussed on problems and initial presenting
issues, rather than looking at their strengths or what they have achieved

2 Theory of negative change - process

My idea is that there may be 3 routes to the negative change as seen on outcome measures, one route
is due to problems with the therapeutic process or the type of intervention, one is due to life events or
insurmountable circumstances, perhaps including the loss of hope as associated with this and final
one, which might be kind of linked to insurmountable circumstances, is 'a good thing withdrawn' or
the loss of something which was felt to be useful and valuable, perhaps when this loss felt too soon
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2.1.1 Did not look at outcome scores

The therapist describes deliberately not going over the outcome measures because there was no
change, although she didn't seem to notice negative change

2.2.1 client didn't know what he wanted

He just wanted something... and things changed over the course of therapy, meaning that the type of
intervention may no longer have been suitable

2.2.2 was it the right time?

Looking back the therapist wonders whether in time she will notice these huge events happening
around the client, and wonder whether it's not the right time for therapy

2.2.3.1 Do | have enough will-power for this?

Experiences of doubt and hopelessness

2.2.4 'she was alright'

ambivalence towards therapist

2.3.1.1 Being a trainee - talking about therapy experience

This therapist describes how the client was one of the first she saw on placement and so she didn't feel
as confident to askand be open about how the client was finding it

2.3.2.1 Never felt angry, maybe frustrated

Therapist starts talking about her feelings towards the client

2.3.3.1 Luke-warm relationship with therapist

'she was fine' but he didn't go home thinking about what she said

2.3.4 Feeling disappointed

This is the therapist's response to seeing the clients outcome in therapy

2.3.5.1 Not able to go through with therapist's suggested solution

Related to the idea of feeling trapped, the client believes if he tells his girlfriend how he feels, she will
kill herself

2.4.1 The experience was a bit of a disappointment
After the initial revelation in the first session, none of the following sessions were as good

2.4.2 Therapy lifts mood at the time
This client describes how therapy works at the time, but when it stops she 'drops back down' into
feeling depressed

2.4.3 Homework - doing well or doing badly

Describes homework as a challenge, when she made her goals it was great but when she didn't she felt
very despondent

2.5 'A talking man learns nothing’
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The therapist was not felt to be giving enough input or advice or the client did not feel it was
beneficial to keep talking about problems when there seemed to be no solutions given

2.5.1 Needed something more than counselling

This person was referred for counselling but believes he needed more. | assisted this client to re -refer
through his GP because from talking to him it did seem that things were really complicated and he was
still quite distressed

2.5.2.1 Therapist did well to get me to speak

This man described how he doesn't really like talking, which may call into question how suitable a
talking therapy was for him

2.5.3.1 Therapist asking more questions not advising

Client frustrated that the counsellor wanted him to explain what he needed to do, he seemed at a loss
and wanted more suggestions and advice

2.5.4 Too much listening!

Here the client is laughing because earlier he complained about all the talking he did and all the
therapist did was listen

2.6.1 It's culture innit

This client is attributing the therapist's approach to her nationality and culture

2.6.2 Age difference

This client mentions talking to a younger woman when | asked about wanting anything to be different.
He then goes on to say that it didn't make any difference, why should it. However, | believe that he
wouldn't have brought it up if it wasn't an issue to some extent. | believe that maybe he didn't want to
complain to me about it, as he saw me as similar.

2.7 'It rattles you'

Therapy brings up issues which are difficult to talk about, clients describe feeling shaken and having
difficulty talking or feeling vulnerable when leaving the sessions

2.7.1 Therapist suggestions
The suggestions are not described as helpful in this context

2.7.2.1 Talking about difficult things

The client describes how some conversations would be upsetting, but she does believe that they were
necessary and good 'to get it off her chest'

2.7.3 'opening a can of worms'

Talking about past events and dredging up feelings long suppressed or put to one side

3 Theory of negative change -Therapy in the context of adversity

A code which includes negative life events occuring during the course of therapy, subcodes might
include 'back to square one' and issues around ESA
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3.1.1.1 an uncertain place

court case was still open, no decision, therapist sees therapy as similarly unresolved?

3.2 Waited a very long time for therapy

This client says it took 2-3 years from referral, to be seen by a therapist

3.3 Difficult relationships

Relationships with nannies and a teacher is eluded to

3.3.1.1 family affected

The fact that the client's family were affected by his depression meant that he felt it needed to be fixed
urgently

3.3.1.2 Looking for work due to family pressure

The therapist is describing the last session with this client, although they didn't know it would be the
last session as the client unexpectedly dropped out.

3.3.2.1 Advocate work is positive but challenging

Client talks more about the voluntary work he does, it's a source of positivity but it may also have been
something that made him feel worse during therapy

3.4 Problems kept getting worse

The participant corrects himself in terms of saying nothing got worse. It seems that nothing got worse
due to the therapy but there were problems around him that were always getting worse

3.5.1 stresses and difficulties outside therapy

Therapist describes situation where client was insulted/mocked about his amputated fingers

3.5.2 'Back to square one'-living near the problem

This client is still very distressed about events surrounding his divorce and his ex-wife and children live
very close to him now so he will still potentially see them

3.6 Bereavement/loss/grieving

This includes death of family members, loss through divorce and also loss of body/self. It seems like
they may be implicated in an explanation of why the therapy couldn't really work at that time or why
the person was feeling so bad - or ended up feeling worse

3.6.1 no change - deterioration

The clients mood may have gotworse due to bereavement

3.6.2 life events - death of family member

this client's mother-in-law went into a hospice after her first session of CBT and later passed away.
Although the client came back afterwards, this seemed to significantly disrupt the therapy

3.7.1 Fertility/pregnancy
It sounds like she approached the GP because she anticipated depression rather than actually
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experiencing it at that time, and was judged to be high risk because of her pregnancy

3.7.2 physical health problem: falling out of good habits

Knee operation puts an end to the behavioural activation plan

3.8 Unemployment/the benefit system

A subcode of the category - External problems

3.8.1 losing job - increased need, increased time

Client wasn't sure that therapy would work and didn't have the time before anyway. After losing her
job she felt worse but also had 'all the time".

3.8.2 Being on benefits - calculated to cause depression

A description of applying for benefits, not getting appointments, not getting the money you need, not
getting informed about decisions made etc

3.9.1 Difficult just getting there

This section includes issues around travelling and money

4 Process - deviation from CBT protocol

4.1.1 Flexible approach - counselling psychology

It's not clear to me in this passage what approach the therapist is stating that they used. It interests
me as well that she says his goals were very CBT based, but they didn't do ‘all the kind of CBT". [ think |
also need to be aware that | may be trying to find fault with the therapist though, particularly as this
therapist had more than one client who had deteriorated according to outcome measures in the past
year

4.1.2 Thinking systemically

The therapist thinks about this in retrospect, whether it would have been a helpful way to work

5 Referral

Major category to indicate responses around the reasons for referral - what led to you seeking help?

6.2.1 Valued this opportunity to think about case

Therapist describes how the process of this interview was useful and that there is not enough time in
IAPT for these reflective spaces

6.3 Political pressures - negative change may result in exclusion

This is a possible problem with investigating negative change in the context of an IAPT service which
has clear financial drivers

7 Client Factors

7.1.1.1 Accepting depression

Cannot accept the way he feels - psychoeducation to normalise and learn about depression
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7.1.2.1 Feeling useless

The client is trying to push himself forward, but there is a voice inside telling him he can't do it

7.1.2.2 How can | help myself out of depression

The client responds to a question around what she wanted help with

7.1.2.3 The big, vicious cycle of depresion

Here the client describes the symptoms she had and how she wanted help to break out of the vicious
cycle

7.1.3 working too hard

Working all the time, perhaps too hard, but this client seems to partly blame his divorce on all of his
working

7.2.1 Groups/psychology - intrigued by a new thing

Client sounds interested and perhaps hopeful, she is responding to a question around group therapy
however she talks about psychology as a whole so presumably found the whole idea of therapy
intrigueing

7.3 supportive family members

The client describes having supportive parents, both financially and emotionally,
however she seems ambivalent seems to be saying that financial security meant she
didn't have such a drive to 'exist in the real world'

7.4.1 inconsistent use of medication

When he feels better he will stop taking the tablets

7.4.2 Medication to help sleep

Client is describing initial help from GP, medication which didn't seem to work at all
on a lower dose, helps him to sleep sometimes, but not always

7.5.1 Decision to open up

Client says he had been holding everything in from an early age and didn't want to
talk but decided the time had come, he had to
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Appendix P: End of study declaration form

DECLARATION OF THE END OF ASTUDY

(For all studies except clinical trials of investigational medicinal products)

To be completed in typescript by the Chief Investigator and submitted to the Research Ethics

Committee (REC) that gave a favourable opinion of the research within 90 days of the
conclusion of the study or within 15 days of early termination.

For questions with Yes/No options please indicate answer in bold type.

1. Details of Chief Investigator

] Christina Hart
Name:
*kkkkk kkkkkk kkkk kkkk
Address:
*kkkkkkk
Telephone:
Email: c.m.hart509@canterbury.ac.uk
Fax:

2. Details of study

Full title of study:

A qualitative analysis of the experience of change
following therapy

Salomons Centre for Applied Psychology, Canterbury

Research sponsor: Christchurch University
Name of REC: Nres committee London-Dulwich
REC reference number: 15/L.0/0027
3. Study duration
Date Study commenced: 05/06/2015
30/03/2016

Date study ended:

Did this study terminate
prematurely?

No

If yes, please complete sections 4, 5, 6, & 7.
If no, please go direct to section 8.

4. Recruitment

Number of participants
recruited

12



https://www.myresearchproject.org.uk/Forms/MainFormIndex.aspx?Id=166157&c=0
https://www.myresearchproject.org.uk/Forms/MainFormIndex.aspx?Id=166157&c=0

Proposed number of 12

participants to be recruited
at the start of the study

If different, please state the
reason or this

5. Circumstances of early termination

What is the justification for
this early termination?

6. Temporary halt

Is this a temporary halt to No
the study?
If yes, what is the e.g. Safety, difficulties recruiting participants, trial has not

justification for temporarily commenced, other reasons.
halting the study?
When do you expect the
study to re-start?

7. Potential implications for research participants

Are there any potential
implications for research
participants as a result of
terminating/halting the study
prematurely?

Please describe the steps
taken to address them.

8. Final report on the research

Is a summary of the final Yes
report on the research If no, please forward within 12 months of the end of the
enclosed with this form? study.

9. Declaration

Signature of
Chief Investigator:

. ] Christina Hart
Print name:

Date of submission: 23/04/2016
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Appendix Q: Final report for ethics

A qualitative analysis of the experience of change following therapy: Final report

This study aimed to generate a theory of negative change by interviewing 12 clients and
therapists about their experience of therapy when reliable score deterioration on outcome
measures had been observed. This aim was achieved and in-depth interviews were
conducted with eight clients and four therapists about their experience of the process of

therapy.

The interviews were transcribed, then coded using the MAX-QDA programme. The initial
five interviews were coded on a line by line basis before an initial code system was
developed. This code system was then revised using diagramming to search for hypotheses
in the data and coding was revisited according to this system. Coding was validated by
calculating inter-rater agreement. The final model was also revised following feedback from
supervisors and a Grounded Theory expert. The principal researcher aimed for reflexivity by
taking partin a bracketing interview before recruitment took place, writing memos and

keeping a research diary throughout the study period.

The emerging Grounded Theory model identified three main themes which helped to
explain negative change as experienced by this sample; Therapy in the context of adversity,

negative change related to therapeutic process and positive input which may have been

withdrawn too soon.

The findings highlighted the importance of paying attention to context and life events in
negative change. Many clients wanted further input and some did not think there had been
a negative outcome, or noted that change was not instant. Varied process issues

highlighted the need to adjust interventions to fit clients.
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An edited paper of this study will be submitted to the journal ‘Psychotherapy Research’

Participants were offered the opportunity to attend feedback groups but those who wanted
feedback indicated that they would prefer to receive emails detailing the main findings.
Since therapists and clients were given slightly different information regarding the study

aims a separate email/letter was sent, please see attached for details.
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Appendix R: Feedback letter to therapy clients

Canterbury

South London and Maudsley NHS & 62{¢Ztrsﬁ3tgufch

NHS Foundation Trust

A qualitative analysis of the experience of change following therapy

Dear ----,

Thank you for your recent participation in the above study. Your input
has been very much valued and appreciated. This study aimed to find
out more about your experience of short term therapy, and what factors
might play a part in its effectiveness. In order to keep an open mind and
not influence your feedback, we did not emphasise our particular interest
In any negative outcomes. This is because these outcomes are
currently not well researched, and because information about them
could be very helpful in improving the quality of services that are offered.

However, we found that most people had a positive experience of
therapy and were appreciative of the IAPT service and what it offers.
There were many positive outcomes which people spoke about.
Negative experiences could oftenbe linked to life events outside of
therapy or sometimes to feelings that therapy had ended too soon.
Negative experiences which were not linked to these factors included;

e Feelingthat the therapy involved too much listening by the
therapist, without many solutions offered

e Feelingthat the therapy was sometimesdifficult, in terms of
bringing up past experiences or talking about upsetting topics

e Having a difficultrelationship with the therapist
e Feeling quite differentto the therapist

e Feelinglike it might not be the right time to make change
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As indicated above, the results of this study are useful to help services
think about how they might be able to improve.

If you would like any further information about the study’s results, you
may recall from the initial information sheet | provided that it is our
intention to publish them in an academic journal (all quotes will be fully
anonymised). Please let me know by email if you would like to be senta
copy of this.

Thank you again for your time,
Yours sincerely,
Christina Hart

Trainee Clinical Psychologist
C.M.Hart509 @canterbury.ac.uk
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AppendixS: Feedback letter to therapists

Canterbury

South London and Maudsley NHS & 62{¢Ztrsﬁ3tgufch

NHS Foundation Trust

A qualitative analysis of the experience of change following therapy

Dear ----,

Thank you for your recent participation in the above study. Your input
has been very much valued and appreciated. This study aimed to find
out more about the experience of negative change following short term
therapy, and what factors might be associated with this. Negative
outcomes are currently not well researched, and information about them
could be helpful in improving the quality of services that are offered.

However, we found that most people had a positive experience of
therapy and were appreciative of the IAPT service and what it offers.
There were many positive outcomes which people spoke about.
Alternatively, negative experiences could oftenbe linked to life events
outside of therapy or sometimes to feelings that therapy had ended

before the client was ready. Negative experiences whichwere not
linked to these factors included;

e Feelingthat the therapy involved too much listening by the
therapist, without many solutions offered

e Feelingthat the therapy was sometimesdifficult, in terms of
bringing up past experiences or talking about upsetting topics

e Having a difficultrelationship with the therapist
e Feeling quite differentto the therapist

e Feeling like it might not be the right time to make change
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If you would like any further information about the study’s results, you
may recall from the initial information sheet | provided that it is our
intention to publish them in an academic journal (all quotes will be fully
anonymised). Please let me know by email if you would like to be senta
copy of this.

Thank you again for your time,
Yours sincerely,
Christina Hart

Trainee Clinical Psychologist
C.M.Hart509 @canterbury.ac.uk
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