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Background: A positive therapeutic relationship is often cited as the most stable
predictor of outcomes in psychotherapy (Horvath, Del Re, Fliickinger & Symonds,
2011). However, this is poorly understood from the perspective of the service user.
Power is theorised to be an important factor in therapeutic relationships for service users
but there is no current empirical research investigating this from a service user

perspective.

Aims: This portfolio aims to identify and synthesise the current literature on factors that
impact NHS services users’ experiences of the therapeutic relationship and undertake
novel empirical research into how NHS service users experience of power in therapeutic

relationships with Clinical Psychologists.

Methodology: A systematic review was conducted, and from this thematic synthesis
investigated factors that impact NHS service users experience of therapeutic
relationships. Further, an Interpretative Phenomenological Analysis was undertaken to
explore NHS service users’ experiences of power in therapeutic relationships with

Clinical Psychologists.

Results: Four themes relating to NHS service users’ experiences in therapeutic
relationships were developed in the systemic review. In the empirical paper, one
superordinate theme emerged ‘the dynamic tapestry of power’, constructed by three
subsidiary themes. These spoke to the different experiences of disempowerment prior to
therapy, balancing of power in the relationship and pivotal therapeutic moments or
ruptures.

Conclusion: The results demonstrated that that power operates on a number of complex
levels within the therapeutic relationship in ways that may not be attended to by
clinicians. It also showed how power can be used positively and the benefits of power
being made more visible so that it can be attended to by clinicians, service users, and

policymakers. Implications and future research options are discussed.
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Chapter 1: Portfolio introduction

This chapter introduces and outlines the portfolio as well as providing the
operational definitions used. An overview of the context examined, information on the

author and their epistemological and ontological position is also provided.

Aims and outline of the portfolio

This portfolio aims to explore empirically the experience of power in therapeutic
relationships between NHS service users and Clinical Psychologists. The experiences of
service users are vital to this and are often missed in the current literature which is why
at each stage of this portfolio attention is paid exclusively to service user voices.
Hearing these voices and developing understanding around experiences of power in
therapeutic relationships in the context of the NHS will allow the chance for complex
power operations to be better understood and for conversations and action to be taken at

the individual, organisational and societal level.

The therapeutic relationship is often cited as the most stable predictor of positive
outcomes in psychotherapy (Norcross, 2001 & 2002; Horvath, De Re, Fliickinger &
Symonds, 2011) and as such better understanding the factors that contribute to it is
important. A systematic review looking at factors impacting NHS services users’
experiences of the therapeutic relationship is offered. This draws on the knowledge and
experience of NHS service users through extracting first order (direct quotes) and
second order data (author interpretations) from qualitative empirical papers looking at
the experiences of NHS service users engaged in individual psychotherapy. Four themes
emerged in this review which point to a number of important factors that impact the

therapeutic relationship for NHS service users.



A bridging chapter then provides a more detailed account of some of the
theoretical conceptualisations of power. An exhaustive summary of all this literature
goes beyond the scope of this portfolio so this chapter focuses on perspectives pertinent
to therapeutic relationships and the NHS. This chapter provides important context and

rationale that cannot be covered within the limits of the empirical paper.

The question of how NHS service users experience power in the therapeutic
relationship with Clinical Psychologists is addressed in the empirical paper. From
interviews with service users and using qualitative methodology an interpretive
phenomenological analysis developed one superordinate theme that described the
experience of power for NHS service users in therapeutic relationships with Clinical

Psychologists.

This is then followed by a chapter with further information regarding the
methodological approach. The final chapter presents an overall discussion and critique

of the whole portfolio.

Definitions

Power

Power, as discussed in greater detail in forthcoming chapters, is conceptualised
and written about from a variety of political, social, philosophical, psychological and
economic perspectives and as such no unified definition of power is agreed on.
Therefore, a broad operational definition will be used to allow for multiple theoretical
approaches to be included. This is based on Rollo May’s (1998) perspective of power

being the ability of individual or groups to cause or prevent change. To ensure the



incorporation of all potential theories of power the operational definition will be

extended to power being:

A dynamic range of structural and relational factors that provide individuals or
groups with the ability to cause or prevent change, at the individual, social and

ideological level.

Therapeutic relationship

Like power there are number of definitions offered for the therapeutic
relationship between therapist and service user. This thesis will use the operational
definition suggested by Gelso and Carter (1985) as the ‘feelings and attitudes that
counselling participants have towards one another, and the manner in which they are
expressed’ (p. 159). This definition is general but concise, reasonably consensual, and
theoretically neutral (Norcoss, 2010). Therapeutic relationship is often used
interchangeably with therapeutic alliance or working alliance/relationship, but it is
important to note that some authors see the alliance more in terms of overt agreement on
goals, tasks, and bond (Kazantzis, Dattilio, & Dobson, 2017). For the purpose of this
paper these terms will be used interchangeably to incorporate as many theoretical

perspectives as possible.

Wider context

This portfolio is looking at a specific experience, that of power in therapeutic
relationships, and experience always takes place within a certain context. This portfolio
will look specifically at the NHS context. This is because structural power operations
often depend on the economic, political and societal context they are bound in. The

NHS as the largest provider of mental health services makes this an important area to
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examine in terms of number of people it may impact and potential outcomes for policy
and practice. When exploring experiences, qualitative methods require some degree of
homogeneity to draw comparisons and deviations and as such this portfolio will focus
on therapeutic relationships that are developed in secondary community mental health
services (the most utilised mental health sector) and with Clinical Psychologists (one of

the largest groups of qualified therapy providers in the NHS).

It is also important to note that this portfolio was developed during the COVID-
19 pandemic, a time of enormous change and pressure for services, with rapid changes
to practice that previously have not been seen in the NHS. The implications of this will

be discussed.

The lead author’s privilege and position

The lead author and primary analyst is Oliver Farrar, a thirty seven year old,
white, cisgender, male, able bodied, middle-classed, well educated, Trainee Clinical
Psychologist. He is employed by the NHS, but not by the trust in which participants
were recruited, though he has worked in the host trust as part of his clinical placements
and prior to training. His experience of oppression and structural power operations are
considerably less than many people accessing mental health services. Throughout every
stage of this research his privilege, and by extension his power, was considered and the
impact this may have on the research. Even with significant efforts made to address the
potential impacts of his power and privilege on the research it is impossible to fully
separate his lens and his previous experiences. This is reflected on throughout as well as
potentially offering insights on something the research aims to address, that is how
power is understood by clinicians and researchers. He encourages the reader to keep the

above in mind when reviewing this portfolio.
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The questions asked in this portfolio will be answered using a qualitative
methodology as they are concerned with experience and meaning making. The
questions and the epistemological and ontological position of the author are
underpinned by philosophy of subtle relativism and social constructivism. This is

discussed in greater detail in future chapters.
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Chapter 2: Systematic review

Factors that impact on NHS service users’ experience of the therapeutic

relationship: A systematic review of service users’ perspectives

Oliver Farrar, Dr Corinna Hackmann, Dr Hannah Zeilig, Dr Gillian Bowden MBE, and

Dr Fergus Gracey

Word count: 7534

*Requests for reprints should be addressed to Oliver Farrar, Norwich Medical School,
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o.farrar@uea.ac.uk)
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This review has not yet been registered.



13

Abstract

Background: A positive therapeutic relationship is often cited as the most stable
predictor of outcome in psychotherapy (Norcross, 2001 & 2002). Whilst there is
substantial literature around this, little comes directly from service users within specific
services, like the NHS. This review asks what factors impact NHS service users’

experiences of the therapeutic relationship.

Methods: The literature of adult NHS mental health service users in therapeutic
relationships was systematically reviewed. Thematic synthesis (Thomas & Harden,
2008) then brought together the findings from papers focusing on service users without
cognitive impairments and outside of hospital settings who received individual
psychotherapy.

Results: 4585 papers were identified, and following screening and 14 papers were
included, summarised, and their quality assessed. Thematic synthesis allowed four
superordinate themes to emerge: ‘tensions prior to therapy’, ‘relieving the tension and
feeling comfortable enough to talk’, ‘feeling understood and developing understanding’
and ‘therapist actions’.

Discussion: This review provided the first synthesis of service users experiences of the
therapeutic relationship in this context. The importance of the therapeutic relationship
for NHS service users was noted and factors that impact on this are provided.
Furthermore, factors that may impact the therapeutic relationship prior to therapy are
discussed, which have been less well represented in the literature have also been
highlighted as well as indications of the importance of ‘direction’ and ‘flexibility’ from
the therapist. Suggestions for improvement in the quality of the literature base have also

been suggested.
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Background

A positive therapeutic relationship has consistently been shown to be the most
stable predictor of positive therapy outcomes (Norcross, 2001 & 2002; Horvath, De Re,
Fliickinger & Symonds, 2011), and as such has gained significant empirical attention
(Norcross, 2010). There is conceptual and empirical divergence on the most important
factors that contribute to its development, and authors suggest that more research is
needed into how the therapeutic relationship develops in different contexts (Norcross &

Lambert, 2018) with more evidence needed from qualitative data sources.

An operational definition of the therapeutic relationship has been suggested by
Gelso and Carter (1985) as the ‘feelings and attitudes that counselling participants have
towards one another, and the manner in which they are expressed’ (p. 159). This
definition is general but concise, reasonably consensual, and theoretically neutral
(Norcoss, 2010). ‘Therapeutic relationship’ is often used interchangeably with
therapeutic alliance or working alliance or relationship, but it is important to note that
some authors see the alliance more in terms of overt agreement on goals, tasks, and
bond (Kazantzis, Dattilio, & Dobson, 2017). For the purpose of this paper these terms

will be used interchangeably to incorporate as many theoretical perspectives as possible.

Norcross and Lambert (2019) bring together a number of well evidenced

therapist factors and adaptions that impact the therapeutic relationship (Table 1).



Table 1

15

Table of factors and therapist behaviours impacting on therapeutic relationship

Effectiveness

Elements of the Relationship

Methods of Adapting

Demonstrably Effective

Probably Effective

Promising but
insufficient research

Important but not yet

ivestigated

Alliance in psvchotherapy
(Individual, Child/Adolescent,
Couple and Family)

Family therapy collaboration
Goal consensus

Cohesion in group therapy
Empathy

Positive regard and affirmation

Collecting and delivering client
feedback

Congruence/Genuineness

Feal relationship

Emotional expression
Cultivating positive expectations
Promoting treatment credibility
Managing countertransference

Repairing alliance ruptures

Self-disclosore

Immediacy

Culture (race/ethnicity)
Religion/Spirituality

Patient Preferences

Attachment style

Sexual orientation

Gender identity
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In this comprehensive review great attention is paid to the individual therapist
and client behaviours and styles of relating, however, much of the research does not
incorporate understanding of service user perspectives. This is acknowledged as an area
for further research and may be best answered through qualitative methodology

investigated in specific contexts (Fliickiger, Del Re, Wampold & Horvath, 2018).

There is an impressive corpus of evidence around therapeutic relationship being
the most stable predictor of positive therapy outcomes such as symptom reduction and
attrition (Horvath et al., 2011). However, much of the literature focuses on standardised,
researcher developed, psychometrics or the experiences of clinicians forming these
relationships (Levitt, Pomerville & Surace, 2016) and less attention is paid to the
qualitative experiences of the service users. This could be an artefact of inhabiting a
system that relies and defers to positivist approaches of understanding distress (Howitt,
2010), or that there are fewer opportunities for service users to have agency in research
or equitable and meaningful research participation (Trivedi & Wykes, 2002). Regardless
of the why, attention to service user voices and experiences is often omitted in literature
and textbooks (Gabbard & Freedman, 2006), but when heard, the cultivation and
customisation of the therapeutic relationship is put centrally by those using services

(Duncan, Miller, & Sparks, 2011).

There is evidence that quantitative and qualitative research methods are not
attending to factors important in therapy for service users. For example, a recent review
of both qualitative empirical data and service user testimony regarding adverse
processes in psychotherapy indicated that there are processes that are not effectively
captured in peer reviewed research (Curran et al., 2019), yet are salient in the grey
literature. This suggests that perspectives are being missed in the formal literature.

Whether this is down to bias due to power imbalances between researcher and
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participant (Wong, 1998), or that participants with less favourable experiences may be
less likely to be included in research (Daya, Hamilton & Roper, 2020) can only be
speculated on. However, what is clear is that a number of service user experiences in the

therapeutic relationship literature are missing.

The understanding of context is particularly important in research that is
exploring experience (Smith, 2007). A therapeutic relationship does not exist in a
vacuum and is influenced not just at the relational level but at contextual level (O’Brien,
2001). This means that different contexts, such as culture, political and healthcare will
arguably produce different experiences in therapeutic relationships due to the different
external demands placed on them. From the scant literature looking at service users’
experiences of therapeutic relationships most research comes from outside of the UK

and outside of the NHS, providing arguable validity for use in the context of the NHS.

The implications of not attending to contextual pressures on therapeutic
relationships are important and this is particularly so in the NHS. Current pressures on
the NHS to deliver value for money (NHS, March 2017) means that clinical guidance
and policy prioritises developing time limited, highly structured and manualised
approaches that are cost effective (National Collaborating Centre for Mental Health,
2021). If the therapeutic relationship is the most stable predictor of outcome but there
are aspects of the therapeutic relationship not represented in the literature, potentially
due to contextual deviances and through a lack of methodological diversity, then the
policy and guidance may not reflect this effectively and impact on outcomes.
Furthermore, if policy and resources are directed towards manualised, structured and
time limited approaches, then understanding how therapeutic relationships are formed in

this context is vital, less the NHS ends up providing technically sound interventions
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without the time or flexibility to attend to the therapeutic relationship which could

potentially deliver poorer outcomes.

This paper will attempt to identify and synthesise the literature that is available
regarding the experiences of NHS service users in therapeutic relationships, something
which has not been done for this unique context. This will add an important synthesised
narrative of service user experience addressing the gap in the literature and providing
important insights on what is important, from the perspective of service users, in the
therapeutic relationship with potential implications for both policy and practice. The

analysis will therefore ask:

What factors impact on NHS service users experience of the therapeutic

relationship in individual psychotherapy in the community?

Methods
Design
Search strategy

A systematic search strategy was developed to identify papers that could answer
the research question. Guidance for systematic review and reporting was done in line
with the Preferred Reporting Items for Systematic Reviews and Meta-Analysis
(PRISMA) statement (www.prisma-statement.org). A pre-planned comprehensive search
was undertaken and PsychINFO, CINAHL Complete and MEDLINE Complete were
searched via EBSCO, and EMBASE via OVID on the 7" of May 2023 for all preceding
articles. The following search terms were used along with synonyms and closely related
words; ‘experience’, ‘NHS’, ‘Mental Health’, ‘United Kingdom’, ‘Service User’,

‘Psychological Therapy’ and ‘Adult’. Terms were developed through examination of
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similar reviews, database indexes and through research team collaboration. Search terms

can be viewed in Table 2. Duplicate articles were removed.

Table 2

Search terms used on PsychINFO, CINAHL, MEDLINE and EMBASE

Theme Search Terms
perspective® OR attitude* OR experience* OR view* OR
Experience understand* OR percept* OR belief* OR account* OR respons* OR
eval* OR idea* OR feel* OR opinion* OR thought* OR value* OR
emot* OR expect*
NHS NHS OR “national health service”
uk OR “united kingdom™ OR *“great britain” OR britain OR engl* OR
United Kingdom scot® OR ni OR “ngorthem ir*” %)R wales OR welsh :
Mental Health “mental health” OR psychol* OR psychi* or “mental health d*”

Service User

Psychological
Therapy

Adult

client* OR patient* OR participant® OR “service user™” OR “service-
user®*” OR serviceuser®* OR consumer* OR individual* OR “service-
user®*” OR customer*

therap* OR treatment® OR psychotherapy* OR psychoeducation OR
“Psychological techniques™ OR “group therap*” OR “individual
therap*” OR “mental health service” OR counsel*

Adult filters were applied to the search

Selection criteria

For inclusion in the review articles needed to meet the following criteria:

1. A qualitative research methodology (including mixed methods)

2. Participants are in receipt of psychological therapy (data includes experience of

psychological therapy)

3. Participant’s therapy experience delivered in person

4. Therapy received on an individual (one to one) basis

5. Therapy received in NHS service

6. Participants based in the United Kingdom

7. Adult (18 or over) participants at time of study
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Qualitative methodology (criterion 1) was broadly operationalised as the use of
recognised qualitative methodology (see Moriarty, 2011), open questions and a
description of the findings in words rather than numbers. Individual therapy (criterion 4)
was chosen to ensure that the confounds of group dynamics or multiple therapists was
not reflected in the synthesis. This study is focused on NHS service users as such
criterions 5 and 6 were introduced, and adult participants (criterion 7) were selected as

the largest cohort of people in receipt of therapy in the NHS (NHS, 2019).

Articles that contained the following were excluded from the study:
A. No data relevant to the therapeutic relationship
B. No relevant first order data (direct quotes from participants)
C. Participants not in receipt of psychotherapy
D. Participants detained formally or informally in an inpatient setting at the time of
therapy
E. Participants diagnosed with cognitive impairments (such as Intellectual

Disability or Neurodegenerative disorder)

Exclusion of articles not having data relevant to the therapeutic relationship
(criterion A) was to assure there was pertinent data regarding the therapeutic
relationship, as this is core aspect of the research question. The broadest definition of
this was included (see introduction) to capture all possible data within the extracted
articles. Articles with limited or no first order data (direct quotes from participants)
were also excluded, this was to be sure that service user perspectives and language were
fully represented as well as this being a typical quality marker in qualitative research
(Yardley, 2000). Participants who were residing in inpatient facilities both informally or

under Mental Health Act conditions were also excluded, due to the potential coercive
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effects of legal (or the threat of legal) restrictions on the therapeutic relationship.
Participants with cognitive impairments were also excluded. Full descriptions of

rationales for criteria can be found in Appendix E.

Procedure and analysis

Selection procedure

Articles were imported by the lead author into Microsoft Excel and duplicates
were removed. The lead author screened all titles and abstracts to exclude articles that
did not meet inclusion criteria. Reasons for exclusion were noted and examples of this
process can be seen in appendix F. Where there was doubt from the title and abstract
screen these articles were included and reviewed in full and discussed with the research
team. Following this, full texts were reviewed by the author for inclusion. The reasons
for exclusion were noted (figure 1) and an outside researcher reviewed a random sample
of 20% of the articles to see if there was consensus. Any queries were addressed with
discussion with the research team and consensus was formed. The final included articles
were again reviewed by the research team and discussed. Hand searching included the
review of reference lists of all included articles to check for relevant studies for

synthesis as well as the review of a number of key journals and conference abstracts.

Quality appraisal

The Critical Appraisal Skills Programme (CASP) qualitative assessment
checklist was used to assess study quality (see appendix C for example). CASP is
commonly used in meta-synthesis to assess credibility, value and relevance of included
studies (Hannes & Macaitis, 2012; Dalton, Booth, Noyes & Sowden, 2017). Each study

was evaluated on 10 items and classified as either low risk (9-10 items met), or
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moderate risk (8-5 items met), or high risk (>5 items met) of not being ‘credible,
valuable and relevant’. This provided the structure on which to assess the quality of
included articles but was not meant to be a binary exclusionary/inclusionary metric for
this synthesis as methodological weakness does not reduce the quality of the primary
(first order) data which was prioritised in the synthesis and an important part of
inclusion criteria. CASP results were reviewed by another researcher independently to
check interrater agreement and were discussed until consensus was reached. The results
from the CASP and from the screening process developed a supplementary narrative

appraisal of quality.

Data extraction

All included articles were read through in full several times during the analysis.
Information about participants, their presentations, the type of therapy they received, the
focus of the study, the method of analysis and a summary of the themes were extracted.

The complete ‘results’ or ‘findings’ sections were seen as data for this review,
however, findings in qualitative research can be difficult to identify which is often
complicated by differing reporting styles and misrepresentation of data as findings
(Sandelowski & Barroso, 2003). Under guidance from Thomas and Harden (2008) all
text labelled as ‘results’ or ‘findings’ throughout the entirety of the paper were
extracted. See appendix G for an example of extracted data.

Data were placed into the NVivo (version 12) qualitative data software program.
This included first order data, of which this synthesis was especially concerned with,
but also contextual information and interpretations from authors as findings (second

order data) which was found in both the results and discussion sections of papers.

Thematic Synthesis
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The three stages of analysis for thematic synthesis were adopted in line with
Thomas and Harden’s (2008) recommendations. Themes were discussed with the
research team which included Clinical Psychologists, academics, and an expert by
experience to gain consensus and challenge a priori assumptions. The ENTREQ (Tong,
Flemming, MclInnes, Oliver & Craig, 2012) reporting quality framework developed
specifically for qualitative synthesis (see appendix B) was also applied to support rigor

in the reporting of the synthesis.

The lead author’s epistemological and ontological positions align with the
methodology selected. The author’s ontological position is grossly one of subtle
(opposed to radical) relativism, but a position that accepts difference in ontological
domains. Particularly for this research the author believes in the reality of individual
subjectivity, which allows for an almost critical realist perspective in this domain and
allows for the exploration of experience. A soft constructivist epistemological stance is
also held by the author and is particularly helpful when considering the importance of

language in exploring experience (Burr & Dick, 2017).

The first stage of analysis involved reading and re-reading the data. Following
this free or open coding (Braun & Clarke, 2006) was completed on the findings of
included articles. This was primarily a descriptive endeavour with line-by-line coding
on the content and meaning of text, which included participant quotes (first order data)
and author interpretations (second order data). All the data received at least one code
and often more. Here the focus was on the data itself so as not to impose an a priori
framework, and instead focus on the raw descriptions of the data. The descriptions of
codes were primarily based on direct quotes (first order data) and contextualised in the

interpretations from the authors (second order data). Throughout this process the first
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author returned to the supervisory group to discuss coding and ensure interpretation of

coding was consistent and relevant.

The second stage involved the grouping of free codes into descriptive themes
which were close to, and descriptive of, the data presented in the primary studies (Braun
and Clarke, 2006; Thomas and Harden, 2008). This resulted in 37 descriptive themes
and the frequency of data points for each theme was tabulated; descriptive themes
retained were those that were most well-represented by number of data points. The third
stage involved the development of analytic themes. This was initially undertaken by the
lead author and reviewed and evolved iteratively by the other authors (Thomas and
Harden, 2008). This was a process of engaging with the descriptive themes looking for
convergence and divergence and developing analytical themes to represent
superordinate or analytical constructs (Thomas and Harden, 2008). Each theme
contained a number of subsidiary themes. A number of drafts and iterations were
completed and discussed and reviewed with the whole research team until the final set
of themes was settled on. This allowed the chance of multiple perspectives to be
considered as well the challenging of interpretations and resolution of uncertainties.
Finally, the themes were cross referenced with the data to ensure that they were derived

and driven by the data. An example of this process can be seen in appendix F and E1.

Reflective diaries, supervision and audit trails were used to support quality in the
analysis. Thematic synthesis as described by Thomas and Harden (2008) was chosen
over other methods as the research question explores qualitative experiences across the

literature base.
Results

Data extraction took place on the 7 of May 2023. The searches initially

returned 4585 references and following the removal of duplications and records marked



as ineligible by automation tools the final number of papers that was screened was

3492. After screening of titles and abstracts 161 papers full texts were reviewed and

eligibility determined. Nine papers were also screened through reference checks and

hand searching but only two were included in the final review, with a total of 14 papers

included following discussion with the research team. The selection process is shown in

figure 1.

Figure 1
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Characteristics of studies

Characteristics and themes of the 14 included studies are displayed in table 3.
These studies include 159 adult NHS service users engaged in psychotherapy in the
United Kingdom. There were more female participants (59.75%) compared to male
(40.25%) with no other gender identities reported. Reported mean ages ran from 22.88
to 50.25. Reporting of participant ethnicity was omitted in 50% of reviewed studies and
from those who did report from a possible 74 participants, 8§ were reported as non-
white. Treatment targets were also varied but therapeutic modalities were primarily
Cognitive Behavioural Therapy or Cognitive Therapy (71.43%). The most common
exclusion criteria were cognitive impairment, not speaking English and substance use
disorder. All but one article used semi structured interviews with the other using a free
text questionnaire. Analysis was predominantly Thematic Analysis (n = 9) and
Interpretative Phenomenological Analysis (IPA, n = 4), with one using template

analysis.
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Quality appraisal results

Quality was reviewed through the CASP framework and results of this can be
seen in Appendix D. Quality was generally rated highly with low risks of bias according
to the CASP framework. Quality was also assessed through the exclusion criteria of
having sufficient first order data and information around the therapeutic relationship as
these are related in the context and purpose of the review. Thus, papers with moderate
risk of bias according to CASP were not excluded (Papers 7 & 12), this is in line with
advice from Thomas and Harden (2008). It is worth noting that an area where quality
was poor across 7 papers was the author’s engagement regarding their relationship to
the participants and their epistemological and ontological positions. Further, three
papers had issues with either descriptions or execution of analytic procedure. For
example, paper 12 by Low and Murray (2014) engaged in an IPA approach, however,
this was poorly described and there was limited evidence of engagement with the
hermeneutic and phenomenological philosophy underpinning the approach, which
weakens the overall interpretations of the study. However, the first order data was
pertinent to the current research question and as such was included. It is also worth
noting that in the screening process there are a number of studies which may have made
useful sources of data for this review, however, their qualitive aspects were often nested
in quantitative analysis from larger trials and reported the acceptability and fidelity of

treatment opposed to the experience of service users.

Thematic synthesis of studies

Four superordinate themes emerged in the analysis of factors impacting how

NHS service users experienced the therapeutic relationship in individual therapy. Each
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theme has a number of more nuanced subsidiary themes that construct the overall

themes.

1. Tension prior to therapy

The first theme relates tensions in the therapeutic relationship prior to therapy,
particularly in the amount of hope participants described for therapy as well as their
apprehensions and fears. This theme speaks to feelings and attitudes (key factors in
subsequent therapeutic relationships) that were held by participants prior to meeting

their therapist. This theme was endorsed by 10 of the 14 papers.

1.1 Hope and hopelessness.

Participants indicated how prior to therapy that they had different hopes for
change ranging from some hoping to be cured, 7 would go in, and come out cured’
(Lisa, Paper 10), a hope for some improvement, ‘But I was like yeah, let’s go and give it
a go and see what happens’ (John, Paper 12), thorough to hopelessness of anything
helping, ‘I felt like I was just so far gone that I felt so closed away that like it wouldn’t
do anything’ (Participant 6, Paper 1). Whether explicitly stated or not the degree of hope
a participant held had an impact and indeed an expectation set on the therapist, and thus
the therapeutic relationship, particularly on what they expected to receive in the

relationship:

I hoped that when I went to therapy he [therapist] could give me, give me some
cognitive behavioural therapy in ways that I can learn to cope. (Participant 8§,

Paper 1)

1.2 Apprehension.
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Attitudes around therapy and seeking support were seen to create apprehension
in some participants prior to their therapeutic relationships. Stigma and societal
narratives around therapy being for the weak, ‘And therapy is like a weakness’
(Participant 9, Paper 1), or people with mental illness being locked up were seen, 7
think it was the first time [ saw him was that [ was scared that if [ opened my mouth that
I would be locked up... cos you hear about it on TV and they are straight away white
Jackets the lot.” (Participant 1, Paper 1). There were also some feelings of shame for

participants in seeking help:

‘feel[ing] stigmatised. . . the [psychiatric hospital] was somewhere where
people went when they were seriously ill. . . I felt very ashamed’ (Participant 12,

Paper 8)

‘I don’t really want to be seen to be in that group of people. . . I am not having

mental health problems.’ (Participant 10, Paper 8).

For some participants there was also fear and apprehension in reliving previous

traumatic incidents:

‘I was a bit apprehensive thinking I’ll have to delve into some stuff here that
might be upsetting and might be hard to deal with, which it was...” (Participant

19, Paper 9).

‘I was a bit worried that it might be too intensive, you know, I might not be able

to cope with it’ (Bob, Paper 2)

This was particularly in first sessions where participants were often speaking of
their difficulties for the first time. This appeared to be a time of understandable
uncertainty and vulnerability, with a number of participants across articles fearing

judgement:
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‘that’s key because you 're scared this is the first time you ve told anyone any of
this and it’s like oh my god what’s she gonna think. What’s anyone going to

think about this.” (James, Paper 3)

This apprehension communicated a sense of tension as those participants entered
the therapeutic relationship and can speak to how they may have experienced the start of

their therapeutic relationships.

2. Relieving the tension and feeling comfortable enough to talk

The second superordinate theme highlights the processes within the relationship
that supported the breaking of initial tensions and fears. This allowed participants to feel
safer in the relationship and comfortable enough to talk. Relief in being able to talk, not
feeling judged, trust, and the therapist’s personal qualities supported this. This theme

was endorsed by 11 of the 14 articles reviewed.

2.1 Relief in being able to talk.

Some participants described their initial relief in the tension in the relationship
coming from just being able to talk with someone, and particularly someone unknown

to them:

‘Also just having someone to talk to about my issues helped me so much as 1

didn’t feel I could speak to family and friends.’ (Participant 12, Paper 5).

Just talking about it I think because you keep it to yourself don’t you?’ (Vicky,

Paper 12)

An affective shift was noted in a number of studies for participants with

descriptions of feeling unburdened:
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‘When you re talking about it you don’t realise how much weight it lifts off your
shoulders... get an hour or so after where you re thinking about it and then you
get a massive sigh of relief, like oh I've got through it, and that youve spoke

about it, and you feel a lot better afterwards.’ (Participant 9, Paper 1)

2.2 Non-judgemental.

Having a therapist that was non-judgemental, accepting and considered impartial
was consistently demonstrated to be a key factor in developing a therapeutic
relationship and allowed participants to overcome apprehensions and tensions related to
therapy. ‘Yeah no definitely it’s really important that she was ... non judgmental and
accepting ... (James, Paper 3). This allowed participants to feel understood and
validated in their distress, I started most of my sentences [with] “this is going to sound
absolutely stupid,” and she would say, “no,”” and she would explain why’ (Sandra,
Paper 4). Furthermore, it supported not only how participants felt about their therapists
but themselves, and as fear of judgement was often a tension tied to shame and
embarrassment, and this being addressed in the therapeutic relationship was important

for a number of participants:

I felt like she wasn’t looking down on me in any way, which was quite
important I think because I guess it’s obvious really but you know, you feel sort

of, felt embarrassed you’ve got it.” (Tom, Paper 13)

For some this had a facilitative effect of supporting them to be open in the
relationship, “she made me feel like I could tell her anything, like a lot of the time I'd
feel like if I said stuff I'd be judged about it[...] But she didn’t make me feel like that at

all” (Participant 21, Paper 6).

2.3 Trust.
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Feeling able to trust their therapist was an important aspect for participants
across eight studies. This was important in overcoming apprehensions and tension and
was experienced from an interpersonal sense of safety in the relationship, ‘I did trust
him and things just came out ... I didn’t mean to, but I found myself opening up quite
easily to him’ (Helen, Paper 2), but also through trust in the professionalism and

knowledge of the therapist:

‘When you talk to family members or friends, they can’t understand... they will
do their best to but unless they 've obviously suffered mental health they can’t
understand it. With X it’s his profession to understand people with problems,

mentally, it’s refreshing.’ (Participant 8, Paper 1)

For a number of participants this trust allowed for a deeper connection in the
relationship, often allowing it to be more open, ‘He was like the only person that I

really trusted, so I could talk about absolutely anything’ (Participant 6, Paper 1).

2.4 Therapist qualities.

There were a variety of interpersonal qualities that were noted, including having
a calming manner, empathy, positivity, and being encouraging as well as becoming
familiar with the therapist. This appeared to be important in overcoming apprehensions

and relieving tension in the therapeutic relationship.

‘He was really nice and patient and calm... he had a like a nice nature so 1 felt

comfortable talking about things’ (Participant 8, Paper 11)

‘My relationship with [Therapist] really allowed me to feel comfortable at each
session and share personal experiences / problems throughout my therapy.’

(Participant 2, Paper 5)
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‘Initially I was quite sceptical but [Therapist] was so positive and encouraging
that I learnt to push my boundaries and made a lot of progress.’ (Participant 6,

Paper 5)

3. Feeling understood and developing understanding

The third superordinate theme explores the importance of feeling understood for
participants in the therapeutic relationship, as well as the role of normalising distress
and creating a shared understanding between therapist and service user. This theme was

endorsed by 13 of the 14 articles reviewed.

3.1 Feeling heard and understood.

Feeling understood and listened to by the therapist emerged as an important
factor in how participants experienced the relationship. Some participants described not
feeling heard by others, ‘He listened cos most of the people didn’t listen before, didn’t
really hear me...” (Participant 6, Paper 1) and how their therapist ‘heard’ them. This
appeared to allow for the important process of feeling understood, which was felt as an

empathy from therapists, again another important feeling in the therapeutic relationship:

‘... I felt as though he [therapist] was taking an interest in me ... he was talking
to me as though he knew where I was coming from, he knew what I was going

through.’ (Tom, Paper 2)

‘the therapist was crucial because this was a human being who'’s got it. . .I

wasn’t having to justify myself. . .’ (Participant 9, Paper 8).

Participants who did not feel understood had experienced the relationship

differently and subjectively felt they had a poorer relationship:
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‘We were always looking at connections, between behaviour and then mood... there
Just didn’t seem to be the connections... what was going on in my life was not

relevant to whether I got ill’ (Participant 5, Paper 11)

3.2 Normalising.

Across eight studies the impact of the therapist helping to normalise

participants’ experiences appeared to help reduce self-blame, isolation and shame:

‘You think what’s wrong with me...the therapy has helped with that...it became

clear by the discussions... that I am not alone in this situation...” (Alec, Paper 4)

‘Being able to ask any questions and to actually talk about the thoughts I have

and not feel ridiculous/alone.” (Participant 4, Paper 5)

This supported positive attitudes and feelings towards the therapist and
developed the relationship. ‘It’s nice to have someone say it’s not all your fault. There

are so many contributing factors to why we are here.’ (Jane, Paper 3)

3.3 A shared understanding and language.

When a shared understanding of the participants’ difficulties was developed
collaboratively this allowed some participants to develop greater understanding and

insight:

‘He [the therapist], yeah, he made me see things much more clearly. It was not
just me talking all the time, he was able to [pause] uum pinpoint certain things,
he was able to uuum, direct me to different path, different way of thinking.'

(Angela, Paper 10)

Clear language was facilitative in developing understanding between therapists

and service users, “I found the therapist really helpful in the way he explained things,
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he used really good language and made me really understand” (Participant 16, Paper
5). Metaphor and analogies were also seen as helpful in developing links between the

concepts therapists were explaining and the experience of participants:

‘We broke it down into tennis balls and I said look my head now is a game of
tennis... in my case what was happening was there were several ball boys and
they were all coming on the pitch trying to play tennis at the same time’

(Participant 13, Paper 11)

However, when concepts were not clearly explained, or conversations felt one
sided participants did not feel a shared understanding between themselves and their

therapists which for some participants disrupted the relationship and the therapy:

‘I wasn’t really sure what I was doing; I was like - why am I doing this?’

(Participant 13, Paper 6)

‘Like, it felt really one-sided and like I couldn’t, like. . . it just felt too one-sided.

Like, it was just all me talking.’ (Participant 8, Paper 9)

4. Therapist actions

The fourth superordinate theme examines how the therapists’ actions impacted

on the relationship. This theme was endorsed by all of the 14 articles reviewed.

4.1 Techniques.

This subsidiary theme considered the impact of concrete therapeutic techniques
specific to the modality of therapy (such as behavioural experiments, diaries, and
therapeutic letters) on the relationship and therapy as well as non-modality specific

therapeutic techniques.
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Participants from six studies cited specific therapeutic techniques that they

found helpful. This appeared to be when techniques were well understood and relevant

to the participant:

‘The most helpful part of my treatment was the ‘experiments’ me and

[Therapist] created in order to face ‘fears’ or ‘problem areas’ in my life.’

(Participant 2, Paper 5)

Indeed, participants from one study expressed they did not receive enough

concrete techniques which would have supported a better experience in therapy:

‘But I don’t think I got, you know, some solution, you know, about what to do,
about how to, let’s say, you have for example panic attacks, what you should

do? ... To start thinking or to stop thinking, you know, I didn’t get anything like,

you know, distraction. (Eric, Paper 10)

However, four other studies reported more ambivalence towards the
effectiveness of modality specific psychological techniques, with some reporting that

the emotional support aspect of therapy was the most beneficial or that they were

unhelpful when not relevant or understood:

I just couldn’t get my head around it (SDR [a Cognitive Analytic Therapy
formulation tool]), at the time I was just like hazy with all the stuff that was

going on, I was worried that I just couldn’t take what he was saying’ (Sally,

Paper 7)

‘Normal counselling would have probably been just as good for me’ (Participant

3, Paper 11)

More generic ‘soft’ therapeutic skills associated with psychotherapy such as

curiosity, guided discovery, encouraging reflection, and picking up on non-verbal cues
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were seen as facilitative to a therapeutic relationship. These skills are often grounded
and dependent on relational skills relevant to, and impacting on, the therapeutic
relationship and are critical not to just to therapeutic goals but supporting the

development of a shared understanding.

‘He would pick up on maybe a word I said or I dunno maybe a facial
expression... I also remember thinking at the time that he’s very skilled to pick

up those innuendos’ (Participant 2, Paper 11)

‘.. .it was kind of like, erm, he’d ask me the question, ‘Why, why, why?’, or
trying to probe a little bit deeper than necessarily than, er, say somebody who I

ordinarily saw from [the Early Intervention Team] . (Participant 24, Paper 9)

However, two participants across two studies found too much curiosity or

therapeutic uncertainty to be off putting in the relationship:

‘The thing is I just didn’t like him. Like, I like him as a person, obviously, cos
he’s nice, but I just mean his style of doing the therapy I just didn’t like, because
he just was too, he was almost too interested in what, in everything.’ (Participant

8, Paper 4)

4.2 Direction vs flexibility.

For some participants being given direction from their therapist was seen as a
supportive aspect of the therapeutic relationship. ‘She was encouraging and supportive,
vet knew when to push me to get the most effective results for me.’ (Participant 10, Paper
5). This being ‘pushed’ to do uncomfortable therapeutic tasks was seen as helpful for
some participants, especially when it was seen to have future benefits and was done in a

supportive manner, in the context of a good relationship:
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‘Sometimes you do need a therapist or someone just to give you that little bit of
a push, and also to give people the support as well, because they are kind of
pushing you on to do it because they know it’s gonna benefit you, and they know
you're gonna feel amazing after you've done it, but then they do — they don’t do
it in an aggressive way, they do it in a supportive way, and I think that’s really

important.’ (Stephen, Paper 14)

A number of participants explained the benefit they felt in their relationship
when they were guided by therapists when seen to be deviating from therapeutic tasks.
‘He [the therapist], yeah, he made me see things much more clearly. It was not just me
talking all the time, he was able to [pause] uum pinpoint certain things, he was able to
uuum, direct me to different path, different way of thinking.’ (Angela, Paper 10). This
arguably speaks to how the therapists use their knowledge and power within the
relationship positively to help participants either develop new insights or overcome
potentially beneficial anxiety provoking tasks. However, some participants in a number
of articles felt ‘overwhelmed’ when therapists were too directive and were not flexible

to what they wanted to discuss showing that there are limits to this:

‘She gets to the point but it was kind of a bit too much [...] I felt I couldn’t
maybe express everything I would have liked to within that hour [...] it made

me question if I should pursue it.” (Participant 22, Paper 6)

Over nine studies participants overwhelmingly responded positively to therapists
who were flexible and adapted therapy to their own wants and needs. This person-
centred approach appeared to be empowering clients through giving them more choice

and control over their therapy and seemed to strengthen therapeutic relationships.
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‘It was more meaningful for me because I wasn’t being forced into some
programme or box that you know someone else had decided... the ball was in

my court to use the session for what I wanted to’ (Participant 2, Paper 11)

‘if  want to set the agenda for instance, I feel I can do that, if I had something
that I particularly want to talk about. . . it feels very free in that regard’

(Participant 12, Paper 8)

A number of participants noted an empowering element to the flexibility and the

sense of control and agency that this afforded.

‘I was in control. I was in control of it. . . Er, not as in control as in nasty

control. More say, like, if there was something I was thinking about at the same
time, I knew there was no obligation for me to even bring it out or mention it at
that time. A lot of the time I did, a lot of the time. That’s what was helpful about

a lot of the time.” (Participant 36, Paper 9)

Finally, participants who were offered flexibility in terms of session timings and
therapy duration noted a positive impact whereas across a number of studies there was
anxiety regarding the length of therapy and the wish for further sessions. It is worth

noting that most therapies offered had a fixed number of sessions:

‘I think I was in control of when I felt those sessions could end. I don’t know
how long they would have gone on had I not made that decision. I suppose you
can become quite dependent on things. But I don’t know for some reason I just
felt OK and I thought, *‘We’ve gone as we need to go.’’ So I don’t know whether

control is the right word, the way it’s used, but I felt that I had a really big say.’

(Sarah, Paper 12).
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Discussion

Overview

The purpose of this review was to identify and synthesise the findings of
qualitive studies that include factors that impact on the experience of the therapeutic
relationship for NHS service users in individual psychotherapy. The systematic
identification of studies brought together 14 studies for thematic synthesis and four
themes relating to the experience of the therapeutic relationship for NHS service users
emerged: 1. Tension prior to therapy, 2. Relieving the tension and feeling comfortable
enough to talk, 3. Feeling understood and developing understanding, and 4. Therapist
actions. The results help to better understand factors that are important to NHS services
users in individual therapy. These generally align with universally understood and well
evidenced factors (see table 1; Norcross & Lambert, 2019). Examples include non-
judgment (2.2), trust (2.3) therapist qualities (2.4) and feeling heard and understood
(3.1) which align with factors such as ‘empathy’, having a ‘real relationship’,
‘congruence/genuineness’, and ‘positive regard and affirmation’ (Norcross & Lambert,

2018).

Across six papers modality specific therapeutic techniques were noted to be
helpful to participants whilst the non-specific therapeutic skills and factors relating to
the development of a positive therapeutic relationship were seen across all papers. This
is in line with current empirical and anecdotal evidence that the therapeutic relationship
has consistently been shown to be a more important factor to service users than explicit
predefined therapeutic techniques (Horvath et al., 2011). This does not mean that
modality specific techniques are not unimportant, but more that their mechanisms of
change are likely to be inextricably linked to the quality of the therapeutic relationship,

as described in the writings on the ‘equivalence paradox’ in psychotherapy (Stiles,
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Barkham, Twigg, Mellor-Clark & Copper, 2006). This review highlights the importance
of attention to therapeutic relationship in the delivery and development of psychological

intervention in the NHS.

This study also highlights factors specific to the service user on entering the
therapeutic relationship and the tensions prior to therapy (superordinate theme 1),
including their hope or hopelessness for therapy and their apprehensions around
therapy. Apprehensions were noted in a number of studies and were grounded in
stigmatising societal attitudes as well as fears around reliving previous traumatic
experiences. These are factors exclusive to service users as they occur prior to therapy
yet have impacts on the therapeutic relationship once engaged within it. Service user
and therapist contributions towards the quality of the therapeutic relationship are often
difficult to disentangle (Norcross & Lambert, 2018), and often the evidence is
predominantly from therapist factors that impact on the relationship. However, this
review highlights some service user factors prior to therapy that may be important in the
subsequent development of the therapeutic relationship. This is important to consider as
often the experience and context of the service user likely impacts on the relationship.
How these factors impact the therapeutic relationship would be an important area where

more research is needed.

Another finding of this study is the impact of therapists who were seen to give
clear direction to participants or a ‘push’ to complete difficult tasks. This was mostly
experienced positively and could be seen as the therapist using their power and
knowledge in the relationship for the participant, opposed to against them. Rollo May
(1972) describes a positive form of power called "nutrient power’ — a ‘power for’ or a
healthy form of power driven by the concern of the welfare for a group for which that

person carries responsibility. The role of positive uses of therapist power could be in
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important area for future research and one that is poorly described in the literature.
Furthermore, the importance of flexibility and empowering participants to have choice
in their therapy was seen as important. This is particularly in terms adapting to
participants preferences, a well-established method of supporting the therapeutic
relationship (Norcross & Lambert, 2018), and in line with the idea of ‘patient centred
care’ (Richards, Coulter & Wicks, 2015). Flexibility in terms of session timings and
duration of therapy was also seen as helpful and important in the relationship which
arguably are aspects that can be lost within a context, such as a publicly funded
healthcare system like the NHS that prioritises the lowest cost and manualised (less
flexible) interventions (NHS, 2017). This is why better understanding experience in the

unique context of the NHS is important.

Finally, in relation to the quality appraisal of available literature it was
highlighted that 50% of reviewed papers did not state the nature of the relationship of
the researchers to their participants. This is particularly important in research involving
the NHS as often researchers will often be affiliated with the service (or indeed treating)
those they are researching. This potentially puts interpretive acts at risk of positive bias.
A number of excluded articles also containing qualitative data on participants
experience of therapeutic protocols often did not capture experience effectively and
were often nested, and poorly described, meaning that potential important data on
service user experience was lost. Furthermore, few articles stated explicitly ontological
and epistemological assumptions of authors, which in research that includes interpretive

actions is vital to be understood by the reader.

Strengths and implications for practice

This review has the following strengths implications for clinical practice in the NHS:
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- This review provides the first synthesis of the literature of factors impacting on
adult NHS service users experience of the therapeutic relationship. This allows
NHS clinicians and policy makers to consider salient factors, as described by
NHS service users, in developing therapeutic relationships.

- The importance of the therapeutic relationship to service users is highlighted
throughout this study and suggests that continued attention to is paid to this in in
the psychological literature, guidance and policy, particularly in the context of
the NHS.

- The review demonstrates that there are factors that are external to the therapeutic
relationship (such as hope and apprehension prior to therapy) that are service
user specific that can impact on it. These are not widely considered in the
literature and are important considerations.

- This review highlighted the importance of therapists using their power in the
relationship positively (direction) and providing opportunities to empower
service users through offering flexibility in their approach.

- Suggestions for improvement in the quality of the qualitative literature,
including statements of the relationship of participant to researcher and

ontological and epistemological positions have also been highlighted.

Limits

A limitation of this research is that children and people with cognitive
impairments were excluded. Future research should aim to incorporate these important
voices. Due to the limited number of studies and lack of reporting on certain
demographic factors outside of age and gender this review is unlikely to capture

valuable diverse experiences, which is a limitation of the current literature base. Future
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research should aim to capture experiences of participants from explicit demographics,
particularly those who are marginalised. This research was conducted by a psychologist
and whilst an expert by experience was involved in the research and efforts were made
to reduce bias, the lens that the analysis was seen through was a professional lens.
Future research should be service user led and could incorporate grey literature, which

is likely to garner more diverse experiences than traditional qualitative methods.

Conclusion

This synthesis provides the first synthesis of the literature of factors impacting
on NHS service users experience of the therapeutic relationship in individual therapy. It
provides insights for clinicians and policymakers in terms of the importance of the
therapeutic relationship and what factors are more salient for NHS service users in this
context. Suggestions for future research and ways to improve the quality of this are also

discussed.
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Chapter Three: Bridging Chapter

Introduction

This chapter will act as bridge between the systematic review and the empirical
paper. The systematic review highlighted the importance of the therapeutic relationship
for NHS service users. It also tentatively suggested that power, specifically positive
uses of power, within the relationship may be an important area to research, particularly
in the context of the NHS to provide robust, contextualised evidence on which to guide
policy and practice. This chapter will provide a theoretical and empirical overview of
power as well as exploring perspectives within the major therapeutic schools.
Additionally, this chapter will provide commentary on the structure and context of the
NHS, a politically and ideologically important institution in the UK, and how power
held within its structures may impact on the therapeutic relationships of those operating
within it. The empirical paper will look at how NHS service users experience power in
the therapeutic relationship with Clinical Psychologists and this chapter will add

additional context that cannot be covered in that paper.

The therapeutic relationship

An operational definition of the therapeutic relationship has been suggested by
Gelso and Carter (1985) as the ‘feelings and attitudes that counselling participants have
towards one another, and the manner in which they are expressed’ (p. 159). This
definition is general but concise, reasonably consensual, and theoretically neutral
(Norcoss, 2010). ‘Therapeutic relationship’ is often used interchangeably with

therapeutic alliance or working alliance or relationship, but it is important to note that



48

some authors see the alliance more in terms of overt agreement on goals, tasks, and

bond (Kazantzis, Dattilio, & Dobson, 2017).

Freud was the first to consider the therapeutic relationship, particularly in terms
of the unconscious projection of past relationships on the therapist or ‘transference’
(Freud, 1940). Several authors developed Freud’s thinking around the importance of a
conscious therapeutic alliance between therapist and client (Gitleson, 1962; Greenson,
1965). Following this Greenson (1965) progressed thinking to distinguish therapeutic

alliance (a personal bond) and working alliance (task collaboration).

Rogerian influence is also seen throughout the development of the therapeutic
relationship literature (Norcross, 2010), particularly the empirical investigation of
conditions for therapists to develop it including empathy, positive regard, genuineness
and trust (Rogers, Gendlin, Kiesler, & Truax, 1967). This broadened the predominantly
psychodynamic perspectives on the relationship, to incorporate other theoretical
approaches and find common factors necessary for therapeutic gain. Luborsky (1976)
and Bordin (1979) were the first to explore this and noted that different theoretical
approaches place different demands on the relationship and therefore the ‘profile of

ideal working alliances would differ across approaches’ (Norcross, 2010).

In the following years various psychometrics appeared in the literature to assess
the therapeutic relationship, with a recent meta-analysis by Fliickiger, Del Re, Wampold
& Horvath (2018), which found 39 different measures across 306 studies in articles
retrieved between 2011 and 2017. This lack of precise consensual definition and
psychometric diversity has made it easier for researchers to embrace the concept of the
therapeutic relationship but is problematic in terms of not sharing a clear common point

of reference (Fliickiger et al., 2018).



49

Whilst a positive therapeutic relationship has consistently been shown to be the
most stable predictor of positive therapy outcomes (Norcross, 2001 & 2002; Horvath,
De Re, Fliickinger & Symonds, 2011) it is important to note that there are different
ways that it is conceptualised and measured. The use of a broad definition in this thesis

is to allow for incorporation as many theoretical perspectives as possible.

Power

Power operates on multiple intersecting axes and has been theorised from a
range of political, psychological and social perspectives throughout history. There is no
unified model or definition about how power operates in society, yet power and its uses
remain part of common discourse, albeit in an ambiguous, abstract and often elusive
way (Eriksen, 2001). The difference in perspective, the ambiguity and the elusiveness of
power means that understanding how power operates is a complex process and makes
formal conceptual modelling or definition problematic. This chapter will not offer a
formal definition taken from a particular approach but instead offer a working definition
that is broad enough to encapsulate different perspectives. Power will therefore be

operationalised as:

A dynamic range of structural and relational factors that provide individuals or
groups with the ability to cause or prevent change (May, 1998) at an individual,

social and ideological level.

Structural power

Structural theories of power look at how power is embedded in social, political

and cultural structures and generally describe certain groups or individuals possessing
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power over others, in a way that is assumed to be unidirectional and generally
oppressive. Structural theories lie within the context of modernism. Proctor (2017)
argues that structural theories generally see power as something that is possessed and
not held within relationships, which is obviously problematic when exploring power in
therapeutic relationships. This author argues that the use of structural theories alone in
attempting to understand power in therapeutic relationships is insufficient and can lead
to structural determinism, which is that peoples’ actions and lives are completely
dictated by external factors beyond their control and that they are without agency
(Proctor, 2017). Whilst structural theories alone are not enough to understand the
experience of power in therapeutic relationships, they can shed light on wider power

operations and how these permeate the relational and individual level.
Hobbes’ and Weber.

Hobbes’ concept of power, developed in the 17" Century, is considered the
foundation for shaping modernist and structural theories of power. For Hobbes, as
described by Clegg (1989), power is possessed and used through individual agency in
mechanical and behavioural terms, in that one group uses their power over another
which results in a behavioural response, for example police officer stopping a person
and ordering them to submit to a search. The importance of Hobbes’ on subsequent
theories of power cannot be understated as the following theories of structural power
also consider power as possession, which is monolithic (held in one place), unitary (in
one form) and unidirectional (used by one group of people on to another). Much of the
previous literature on power in the therapeutic relationship comes from this perspective,
where power is held and exercised by the therapist, often with negative consequences

(Masson 1988).
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Hobbes centralised power within the state, as he believed people could not have
agency and as such, they can only choose from what is already chosen for them by the
state. For Hobbes the state chooses which narratives are legitimised, according to rules
of science and rationality (Proctor, 2017). A current example of this type of structural
power includes what therapies are offered to current NHS service users, in that the
predominate legitimised narrative is one of positivism largely rooted in the medical
model (Cummins, 2018) and evidence-based practice, as such commissioned services
are expected to offer evidenced-based therapies legitimised by statutory bodies.
Therefore, it could be argued that choices for practitioners and service users are already
made by state sanctioned institutions, informed by the predominant political and
intellectual narratives, including how they are delivered and in what amount. These
guidelines can be used to provide or restrict services, choice, and essentially agency
amongst those operating within them. That’s not to say there is no benefit or
benevolence to such structures, only that the actors operating within them are influenced
by them. Indeed, such structures are arguably the most ethical way to divide public

funds.

Like Hobbes, Weber saw the application of power as justified by science and
rationality, but he placed power within the bureaucratic and hierarchical systems of the
time, and like Hobbes, placed similar importance on the rules of science and rationality
that guide those processes. Weber saw increasing bureaucracy as inevitable but was
concerned that risk aversity and bureaucratic precision would stifle innovation. This
paradigm has shifted little since the late 19" century of Weber’s writings and can be
seen clearly in the bureaucratic and hierarchical machine that is the NHS. Indeed, the
science guiding policy, service delivery and development in the NHS is highly
bureaucratised through the National Institute for Health and Care Excellence (NICE),

which is an ‘an independent public body that provides national guidance and advice to
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improve health and social care in England. NICE guidance offers evidence-based
recommendations made by independent committees on a broad range of topics’ (NICE,
2017a), which whilst noble in cause and supposedly independent, suffers from being
significantly influenced by powerful intellectual and political agendas (see Dalal, 2018
for a critique of NICE), which permeate from the top down to the delivery of therapy
and the relationship. A factor often cited in quality care from its own guidance is that of
person-centred care, the irony of this being prescribed within a reductionist (Dalal,
2018) set of guidance is not lost on this author and one of the criticisms raised of such
institutions.

Marx.

Marxism argues that power differences are embedded in the fabric of society and
that different groups are assigned relative positions in it with different levels of power.
Dominant groups emerge, such as upper class, white and male, and act in ‘power-over’
ways and oppress those from less powerful groups, such as the working class, people of
colour and women. This social stratification of groups sees that power remains
unequally distributed and systemically imbues privilege, status and materials on some,
whilst taking away from others (Crompton, 2008). In this way power is inseparable
from certain identities and demographics, such as class, ethnicity, gender, sexuality et
cetera (DeVaris, 1994) and demonstrates the intersectionality of power (Crenshaw,

1990).

Marxism focuses on bureaucracy but sees it as part of class conflict and
domination and argues that the state cannot wholly represent the public interest due to
differing class interests. The state prioritises private ownership through surveilling the
population and repressing ideas that systemic change is possible (Fuchs, 2013). Like

other structural approaches, Marxism sees power as oppressive and monolithically held,
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with the upper classes holding power over the working classes. This, as Marx explains,
puts those in the lower classes in a powerless and alienated position. The significant
overrepresentation of those suffering mental distress being from lower socio-economic
groups (Marmot, 2010; Karban, 2016) provides insight into ways psychological distress
may be understood through a Marxist lens caused by powerlessness, class status and

other social determinants.

Extending Marx’s theories and particularly regarding hegemony (the dominance
of one group over the ideologies and narratives of another; Hall, 1985), the Marxist
author Gramsci, considered how ruling classes control other groups through controlling
the dominant ideology or hegemony, which is in line with their interests (Ransome,
1992). Controlling the narratives and ideology allows for the unconscious shaping of
individual identity and response, which as Gramsci offers, often appears consensual but
with the fear of coercion and control underlying it, say for example with social or legal
consequences when people fall outside of the accepted responses. This can be applied to
seeking mental health treatment in the UK with the narrative that mental health
difficulties need to be treated and that patients can choose to seek treatment, but with
the underling possibility that they will be forced to be treated through the Mental Health
Act (MHA) or through pressures from others around them, like friends and family. In
this way there is implied consent in seeking and accepting treatment, with both social

and legal underlying consequences of refusing to provide consent to treatment.

Feminist Authors.

Feminist theories are concerned with the examination of structural inequalities
and particularly that all societies that divide the sexes into different economic and
political spheres that privilege women less than men (Humm, 1992). Feminist theories

are rooted in structural power, with power being monolithically and unitarily used and
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held by men. First wave feminism seeks to challenge the institutions that seek to
oppress (see Heilmann, 2000), whereas second wave feminism challenges the
invisibility of oppression, through the ideological power structures of the patriarchy, in
the micro-interactions and everyday lives of people (Proctor. 2017). The invisibility of
oppression to the unoppressed is important when considering the therapeutic
relationship and feminist therapists such as Brown (1994), Lerman and Porter (1990),
and Veldhuis (2001) have offered perspectives on a number of ways power is subtly
reinforced and specifically how therapists may fail to recognise their power and act
obliviously in ‘power-over’ and potentially harmful ways. That is by failing to
recognise their own position of power they in effect negate their client’s reality (Brown,

1994).

Feminism has expanded from treating all women as a homogenous group.
Important perspectives from black feminists (see Collins, 2000) and socialist feminists
(see Eisenstien, 1979) have led to a more nuanced recognition of intersectional factors
within oppressed groups. The increase in the acknowledgement of the intersectionality
of power and its impacts can be extended to those seeking mental health support to help

understand the complexity of structural operations of power.

Structural Power and the NHS

The importance of structural theories of power have been highlighted and the
NHS as a unique institutional context, being highly politicised and one of the few
international health systems free at the point of access (Benbow, 2018) is highly
important maintaining and operating structural power. Founded following the Second
World War on the principles of universality, equity, quality, and being paid for by

central funding makes the NHS highly susceptible to political and economic power
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influences (Benbow, 2018). If we accept that power processes are pervasive in both
structures and relationships, then these influences become important when thinking
about their effects on policy and practice within the NHS, and the development of
therapeutic relationships. To date there is no empirical evidence examining how the
structure of the NHS and the structural power operations within it impact on the

therapeutic relationship.

Demand for NHS services, including mental health services, has increased
significantly in the last ten years with increasing pressure on services coinciding with
government sanctioned policy of austerity and the stripping back of health and social
care provision (Stuckler, Reeves, Loopstra, Karanikolos, & McKee, 2017). Health
inequalities perspectives argue that the ever-increasing number of mental health issues
in society are rooted in poverty, inequality and injustice (Marmot, 2010; Karban, 2017).
These factors are closely tied with structural power, particularly political, economic and
ideological power, and with widening societal inequality are likely to become more
salient to more people (Murali & Oyebode, 2004). The current (2022/3) ‘cost of living
crisis’ and drop in living standards (Corlett, Odamtten & Try, 2022) related to: the war
in Ukraine, the fallout from the COVID-19 pandemic, Brexit (Dhingra, Fry, Hale & Jia,
2022), and increasing fuel, gas and electricity costs is increasing these inequalities and

as such structural power operations are likely to become more salient and impactful.

The impact of ten years of austerity and the recasting of the role of the welfare
state can already be seen to be impactful on the mental health of the population. For
example, an analysis of benefit reform by Barr et al. (2016), into the introduction of
Universal Credit and the Work Capability Assessment (WCA; originally introduced in
2008 by the Department of Work and Pensions) found a number of significant impacts.

This reform meant that people claiming Employment and Support Allowance would be
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required to undergo an assessment to see if they were fit to work, opposed to receiving
that state benefit. They concluded that in areas where more WCAs were conducted there
were increases in suicides, anti-depressant prescription, and self-reported mental health
problems. The authors concluded that over that three-year period the WCA was linked
to 590 suicides, 279,000 additional cases of self-reported mental health problems and
725,000 additional prescriptions for anti-depressants. These statistics, demonstrate the
impact of structural power on individuals and the correlates to mental health. Whilst
research and attitudes are shifting to incorporate wider perspectives, including in how
structural power operates on individuals, the responses and solutions remain tied to

traditional medicalised and individualised service models (Cummins, 2018).

Furthermore, ideologically the NHS holds an important place for many people in
the UK, with public support remaining stably high over the last thirty years (Robertson,
Appleby, Evans & Hemmings, 2019) particularly for the service remaining free at point
of use and available to all. Despite the surge in support for the NHS during the early
part of the COVID-19 pandemic (Gardner, 2021), satisfaction has fallen from 52% to
36% from 2020 to 2021 (Wellings et al., 2022), which was related primarily to
persistent and nationwide difficulties getting a General Practitioner appointment,
routine surgery and the lack of staffing in the NHS. Understanding how attitudes impact
on experiences of the NHS and by extension the therapeutic relationship is an important

gap in the current literature that needs to be addressed.

Postmodern theories of power

Post-modern theorists, Foucault being the most prominent, see power as not
something a person or structure can possess, but as a process of enabling and limiting

action in relationships (Elias, 1978). Foucault (1980) views power as pervasive in
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relationships, and as such power is inherent in the micro interactions of individuals,
which potentially go on to give shape to more structural forms of power and vice versa.
For example, Foucault (1980) perceived language and the production of knowledge as
inseparable from systems of power, especially in their ability to create norms, standards,

and identities (Boyle, 2020).

For Foucault explicitly defining a model of power was seen as futile and even
something that was to be discouraged, instead he provided a more ubiquitous
perspective in contrast to the monolithic structural theories that felt power was
possessed and exercised unidirectionally. Indeed Foucault (1980) argued "power is
everywhere... because it comes from everywhere" (p. 93). In contrast to many structural
theories, he felt that power was never wholly repressive instead feeling ‘where there is
power there is resistance’ (Foucault, 1979, p.95) and was concerned with how it was

exercised within relations (Foucault, 1980).

In Foucault’s ‘Madness and Civilisation’ (1967), he wrote about how ‘madness’
emerged due to specific power relations that were more subtle than just the overt use of
violence or coercion. Foucault saw the medical profession gaining power not just from
their privileged economic, social and intellectual position, but also from the complicity
of their patients, rather than being a struggle for power between the dominant party
[clinicians] and the less powerful party [patients] there is a collusion between the two
to reproduce medical dominance’ (Lupton, 1997, p.98). Power dynamics were
constructed through persuasion, rhetoric, norms of certain ways of behaving and
thinking, and goes someway to helping us better understand how power may be

operating on an unconscious and ideological level within therapeutic relationships.

Foucault’s analyses in ‘Madness and Civilization’ (1967) forces us to investigate

the way psychotherapy can be used as a form of surveillance and a way of teaching
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disciplinary techniques to the ‘Mad’ (Proctor, 2008). He argues how power is exercised
discreetly or invisibly against those receiving mental health treatment. This could be
seen to be highly prevalent but relatively unseen in the therapeutic relationship, and
risks being overlooked by therapists. Structural and bureaucratic processes of risk
reporting and management are at the core of most services, meaning that the service
user, be it discussed explicitly or not, is under surveillance by the clinician regarding
their risk, and the clinician under surveillance for being responsible for managing the
risk, with potential and significant consequences for both service user (involuntary
detention under the Mental Health Act) or clinician (dismissal or criminal proceedings)

acting as an ever-present possibility.

With increased service pressures in the UK, particularly in secondary services,
focus on managing and monitoring risk becomes the primary function of services
(Liberati et al., 2022). This was significantly intensified during the COVID-19
pandemic due to significant service pressures, and thus the surveillance and possibility

of coercive uses of power increased.

Contemporary examinations of power

There is an emerging shift from understanding psychological distress
biologically to one concerned with power imbalances (Johnstone & Boyle, 2018) and
that the operation of power impacts the functioning of our minds as social phenomena
and ‘come into the brain’ and ‘become part of our cerebral biology’ (Fausto-Sterling,
2000; Kaiser, Haller, Schmitz & Nitsch, 2009, p.9). The Marmot Review (2010)
identifies a clear link, between poverty, inequality and poor mental health, but the
continued dominance of medical and individualistic approaches to mental distress

prevents full consideration of the impact of social, economic and political factors (Shim,
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2014) and as such the power operations within them. An approach that situates thinking
about this centrally is work by Johnstone and Boyle on the Power Threat Meaning
Framework (PTMF, Johnstone & Boyle, 2018). The PTMF examines the operation of
power at biological, coercive, legal, economic, ideological, and interpersonal levels, and
the subsequent effects on individuals’ experiences of distress. However, this framework
does not claim to fully account for all operations of power, particularly the more
‘positive’ uses of power (Johnstone & Boyle, 2018). Indeed, much of the literature
around power focuses on the negative operations of power (Proctor, 2017), and often
just at the abstract and philosophical level, and not the empirical level. Developing more
robust empirical literature on ‘positive’ applications of power, such as positive
collective power (Arendt, 1968) or nutrient power (May, 1998), could support greater

understanding of its use in routine clinical practice.

Positive uses of power

Whilst most structural authors and postmodern authors, speak about how power
is used to oppress and control, significantly fewer authors speak about how power is
used as force for good. In 1963 Hannah Arendt introduced the idea of power through
collectively as a positive force. She found power a positive, relational and freeing
notion, with the coming together of people to increase power for everyone, with power
being held by the collective opposed to the individual. Arendt’s writing has significantly
informed the notion of empowerment in psychiatry and other marginalised groups
(Proctor, 2017) and the positive collective power that can emerge in groups. A current
pertinent example of this is of the Hearing Voices Network, an international user led
collective that organises and brings together groups of people who hear voices or have

unusual experiences. There is developing evidence that such groups may have certain
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positive outcomes for individuals that cannot be delivered by traditional psychiatric

services (Longden, Read, & Dillon, 2018).

Rollo May (1972) presented a model of the hierarchy of power ranging from
negative and destructive uses of power, what May called exploitative, manipulative, and
competitive power, which is similar to coercive, ‘power-over’ forms of power presented
by other authors. Where he differs is his suggestion of ’nutrient power’ — a ‘power for’
or a healthy form of power driven by the concern of the welfare for a group for which
that person carries responsibility. An example might be that of a teacher enforcing rules
in a classroom to benefit the learning of their pupils. This could be examined in the
form of the therapeutic relationship as a therapist encouraging or directing a service user
who is ambivalent about engaging in a potentially beneficial therapeutic task that may

be uncomfortable.

Integrative power or ‘power with’ is another healthy power described by May.
This is a form of power where one person’s power abets and empowers another so that
they can have more freedom of choice. May saw it as a form of power that allows for
difference, criticism and conflict to be addressed in a non-violent or non-coercive way.
Here there is mutuality and respect where ideas and change can grow through the
dialectical process of thesis, antithesis and synthesis, allowing for greater choice within
the relationship (Merwin, 2011) and as such empowering the person, reducing inherent

power imbalances in the relationship.
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Power in therapeutic relationships

Gillian Proctor (2008, 2017) is currently the only author to offer a theoretical
perspective explicitly on aspects of power operating within the therapeutic relationship.

She describes three aspects of power within therapeutic relationships:

1. Role power — the authority given by the therapist to define the service user
problem and the power that the therapist has within the organisation and

institutions where they work.

2. Societal power - arising from structural positions in society of the therapist

and service user, such as gender, age and ethnicity.

3. Historical power - power resulting from the personal histories and
experiences of power and powerlessness of both therapist and service user. This
impacts and determines how individuals are in relationships and how they think

and feel behaviour with respect to the power within relationship.

Role power and societal power are contextualised by structural theories of
power, but Proctor’s perspective on ‘historical power’ is important and pertinent to
understanding the therapeutic relationship and indeed all relationships. These historical
roles and experiences are often discussed within therapy but seldom seen from the
perspective of power, though there is a shift with more recent theorising from the PTMF

(Johnstone & Boyle, 2018).

Therapeutic approaches to power

Different psychological approaches pay different attention to power in their
theory and delivery (DeVaris, 1994). David Smail (2008) put it that “power and interest

may have played a highly significant role in shaping the development of our discipline,
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but they have featured hardly at all in the conceptual systems we have constructed to
account for the behaviour of others” (p. 131). For example, in Cognitive Behavioural
Therapy (CBT) theory minimal attention is paid to power outside of the formation of
collaborative relationships (Spong & Hollanders, 2003), whilst Rogerian theory puts
empowerment more centrally. However, in most schools of psychology power is
primarily addressed in terms of the therapeutic relationship and not the structural power

context and the effects this has on therapeutic relationships (Proctor, 2017).

Furthermore, the dominant political ideologies can be seen to have shaped and
influenced major psychotherapy schools and vice versa. For example, the backdrop of
the development of Rogerian theory and unconditional respect for the individual reflects
the individualistic and libertarian discourses that were, and continue to be, prominent in
the United States and United Kingdom. The rise of industries providing psychological
services, it has been argued, may be due to the way it fills the niche left in the West’s
industrial, individualist, post-modern society by the decline of religion, family and

community (Parker, 1997).

Humanistic approaches that place total centrality on the individual experience of
the client may turn some (if not all) attention away from social determinants of distress.
This includes how power operates both structurally and relationally and as such the
benevolent focus on the individual therefore comes at a cost, the occlusion of how more
distal forms of power impact the individual. This focus and narrative might help explain
why social determinants of distress are attended to less in psychological theory

compared to the individual ones.

The language and processes utilised by schools of therapy are open to be
misused (see Masson, 1988 for a scathing critique) both directly and indirectly.

Foucault spoke about the importance of language in constructing and maintaining
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power; and accepted therapeutic devises such as working ‘collaboratively’ or
‘empowering service users’, whilst apparently benevolent, may indeed act as a ‘ruse’ to
control the subject through their own voice (Hart, 2002). For example, if one looks
closely at ‘collaboration’ in CBT, an outwardly benign and positive tool to empower
service users in therapy, and when applied rigorously arguably achieves its aims, but
when used as a rhetorical device may serve to obscure the power differential between
therapist and client and at worst runs the risk of the therapist feeling that the inherent

power differential is attended to sufficiently when it is not.

Therapists, and particularly psychoanalytic therapists, have historically held an
expert position and have been claimed to be neutral observers, unaffected by power
(Orange, Atwood and Stolorow, 2015). This positivist epistemological position,
whereby a therapist can profess to discover a ‘truth’ about a person without
acknowledging how it casts the therapist in a more powerful position relative to the
client is extremely problematic and suggests that therapists may unconsciously act in
‘power over’ ways in therapy. This also occurs in other therapeutic schools, for
example, in CBT the expert position and authority of the therapist rests on the appeal to
science. The assumption in the CBT model is that the therapist can be in an objective
position to decide scientifically what is best for the client. However, the therapist cannot
be in a completely neutral position and that there are risks in assuming this. Spinelli
(1994) points out that the therapist makes judgements on what is rational and desirable,
and that these are formed by cultural and societal influences, opposed to scientific
appraisal. This runs the risk of imposing socially conformist norms and ideology on the
client. Stemming from the ideas of Foucault around the use of language in ‘Madness’,
Pilgrim and Treacher (1992) similarly explain ‘psychologists . . . could play out a highly

political role in terms of the management of the population, whilst at the same time
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disowning such a role by pointing to their ‘disinterested’ scientific training and

credentials’ (p. 30).

CBT has attempted to address this through making the approach a
‘collaborative’ endeavour. However, arguably a therapeutic modality as prescriptive as
CBT, and especially when delivered in in the context of highly prescriptive policy and
guidance (see Dalal, 2018) can never be fully collaborative. Collaboration, as defined

by Beck (1976) explains:

‘It is useful to conceive of the patient-therapist relationship as a joint effort . . .
The partnership concept helps the therapist obtain valuable ‘feedback’ about the
efficacy of therapeutic techniques and further detailed information about the patient’s

thoughts and feelings’ (p. 221).

With this definition there is implicit expectations and responsibility on the
service user, opposed to equality. That is not to suggest throwing the baby out with the
bathwater and forgoing all attempts to be collaborative, but simply to make both
therapist and client aware of this dynamic so that the potential risks of not attending to it
can be attended to. Telford and Farringdon (1996) point to the risks of this and
particularly with the client feeling as if they are coming to their own decisions and
answers within therapy but in actuality they are being guided by the therapist and model

to the socially normative ‘right’ answer.

Conclusion

This chapter has attempted to provide additional context for how differing
perspectives on power may impact on service user experiences of power within the

NHS. This is by no means an exhaustive review and attempts to show that theoretical
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positions on both structural and postmodern conceptions of power can be valid when
attempting to understand power within therapeutic relationships and to highlight some
of the areas where the empirical aspect of this thesis can address some of gaps in current

understanding.
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Abstract

Background: Little is known about how NHS service users experience power in
therapeutic relationships with the psychologists they are working with. This is an
oversight as the therapeutic relationship is the most stable predictor of outcomes in
therapy (Norcross, 2001 & 2002) and power is theorised to operate in all relationships,

and particularly within complex systems, like the NHS.

Methods: This paper uses qualitative methods (Interpretative Phenomenological
Analysis) to answer the question, how do NHS service users experience power in the
therapeutic relationship? Six adults who have experience of therapy in a single NHS
Trust were recruited and interviewed. Data from these interviews was analysed to
develop themes that answered the research question.

Results: Three subsidiary themes developed the overarching superordinate theme that
described the experience of power in the therapeutic relationship — The dynamic
tapestry of power. Their experience was interpreted as a complex and dynamic tapestry
of emotions and experiences, whereby previous experiences of disempowerment shaped
and impacted experiences within the therapeutic relationship, and where empowering or
disempowering actions of the psychologist had transformative impacts on their
experiences.

Discussion: This research brings service user experiences of power into the formal
literature and highlights the importance of placing issues of power more centrally in
clinical practice. It also offers insights and suggestions around positive uses of power in

therapy and the role of gratitude in the NHS.
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Introduction

Over 13,000 Clinical Psychologists practice in the United Kingdom (Health and
Care Professions Council, 2019), many of whom engage in direct therapy with service
users in the NHS within the secondary healthcare sector. Both Clinical Psychologists
and service users must navigate complex power dynamics in therapy and within the
NHS system. Understanding of power dynamics remains at the theoretical and
philosophical level, and there is limited empirical evidence that investigates
stakeholder’s understanding of how power operates, especially in the context of a
therapeutic relationship. This is an important oversight as power may influence the
processes and outcomes in therapy, both positively and negatively, often in ways that

are not always apparent to both clinician and service user.

Power operates on multiple intersecting axes and has been theorised from a
range of political, philosophical, psychological and social perspectives throughout
history. There is no unified model of how power operates in society, yet power and its
uses remain part of common discourse, albeit in an ambiguous, abstract, and often
elusive way (Eriksen, 2001). The difference in perspective, and the ambiguity and
elusiveness of power means that understanding how power operates is a complex
process and makes operational modelling and definition problematic. However, for the
purpose of this research power will be understood from multiple perspectives and
conceptualised as a dynamic range of structural and relational factors that provide
individuals or groups with the ability to cause or prevent change (May, 1998) at an
individual, social and ideological level. Current understanding of power has developed

from two overarching perspectives: structural theories and post-modern theories.

Structural theories of power look at how power is embedded in social, political

and cultural structures (e.g., government, NHS etc.) and generally describe certain
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groups or individuals possessing power over others, that is monolithic (held in one
place), unitary (in one form) and unidirectional (used by one group of people) in a
generally oppressive way. Key authors include Hobbes, Weber and Marx (see Hindess,

1996) as well as Feminist authors (see Sawicki, 1991 for a review).

Structural power processes and inequalities are closely correlated with distress
and mental illness (Wilkinson & Pickett, 2009; Marmot, 2010), as well as influencing
how institutions (like the NHS) respond to those they support, and with widening

societal inequality are likely to become more salient as global inequality rises.

Post-modern theorists understand power as not something a person or structure
can possess, but as a process of enabling and limiting action in relationships (Elias,
1978). Foucault (1980) views power as pervasive, yet often concealed (1967), in
relationships, and as such power is inherent in the micro interactions of individuals,
which potentially go on to give shape to more structural forms of power and vice versa.
Foucault resisted offering a formal definition of power and in contrast to structural

theories felt power was ubiquitous in all relations.

"Power is everywhere...because it comes from everywhere" (Foucault, 1980, p.

93)

This perspective has implications for therapy and the therapeutic relationship as

they are bound in relational processes.

Current psychological understanding of power takes into account both structural
and postmodern views. For example, the Power Threat Meaning Framework (PTMF;
Johnstone & Boyle, 2018) examines the operation of power at biological, coercive,
legal, economic, ideological and interpersonal levels, and its subsequent effects on

individuals’ experiences of distress. However, this framework does not claim to fully
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account for all operations of power, especially the more ‘positive’ and empowering uses
of power (Johnstone & Boyle, 2018). Whilst most structural authors and post-modern
authors, speak about how power is used to oppress and control, significantly fewer
authors speak about how power can be a positive force, with the exception of Rollo
May and his description of Nutrient Power, ‘a power for another’ or Integrative Power,

‘a power with’ someone (May, 1998).

Psychological approaches pay different attention to power in their theory and
delivery (DeVaris, 1994). David Smail (2008) put it that “Power and interest may have
played a highly significant role in shaping the development of our discipline, but they
have featured hardly at all in the conceptual systems we have constructed to account for
the behaviour of others” (p. 131). For example, in Cognitive Behavioural Therapy
minimal attention is paid to power outside of the formation of collaborative
relationships (Spong & Hollanders, 2003), whereas the constructivist stance of systemic
therapies pays more attention to power, although often with little unified agreement
(Hoffman, 1985). However, in most schools of psychology power is primarily
addressed in terms of the therapeutic relationship and not the structural power context

and the effects this has on therapeutic relationships (Proctor, 2017).

Gelso and Carter (1985) define the therapeutic relationship as the feelings and
attitudes that therapist and client have towards one another. A positive therapeutic
relationship has been shown to be the most stable predictor of favourable therapy
outcomes , such as symptom reduction and attrition (Horvath, Del Re, Fliickiger &
Symonds, 2011), and as such forming and maintaining therapeutic relationships is
something that has been extensively empirically researched (Norcross, 2010). Much of
the literature focuses on the experiences of clinicians forming these relationships

(Levitt, Pomerville & Surace, 2016) and less attention is paid to the experiences of the
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service users. This is an oversight, as the less privileged are often more acutely aware of

the operations of power (Fiske,1993).

There is also evidence that power is important to service users but ineffectually
captured in the formal literature. For example, Curran et al. (2019) developed a model
of process factors linked to negative impacts from therapy in which they found that
salient factors differed between the formal literature and grey literature. Interestingly
they found that the balance of power between therapist and service user was important

in the grey literature but not captured in the formal.

The systemic and relational power structures that frame the therapeutic
relationship between clinician and service user may lead to power being
‘unconsciously’ exercised by the clinician (Hardy, 2001, p.47). Despite
acknowledgement of the importance of therapeutic relationships and that power may be
significant, unconscious and inevitable factor (Proctor, 2017), almost no empirical
attention has been placed on understanding the experience and role of power in such

relationships and none from the service user perspective.

Furthermore, the scant literature looking at service users’ experiences of
therapeutic relationships primarily comes from outside of the UK and the NHS. This
provides arguably limited transferability for use in the unique public health context of
the NHS, one of the few health systems free at the point of access (Benbow, 2018). The
principles of universality, equity, quality, and being paid for by central funding the NHS
is founded on makes it highly susceptible to political and economic power influences
(Benbow, 2018). If we accept that power processes are pervasive in both structures and
relationships, then these influences become important when thinking about their effects
on policy and practice within the NHS, and as such the development of therapeutic

relationships.
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This study will address the gaps in empirical evidence surrounding the
experience of power in therapeutic relationships between Clinical Psychologists and
NHS service users. Addressing this will support not only the theoretical base, but also
support NHS stakeholders in the development and application of policy and practice.
Furthermore, addressing this gap should help Clinical Psychologists and service users in
the NHS navigate the complex power dynamics more effectively, instead of relying on
intuition and fragmented literature from multiple theoretical approaches, which has not
been developed for use in the unique context of the NHS. The following research

question has been developed to explore this:

How do NHS service users experience power in therapeutic relationships with

Clinical Psychologists?

Method

Design

A qualitative design, Interpretative Phenomenological Analysis (IPA, Smith,
Flowers & Larkin, 2012) was utilised. IPA’s philosophical grounding in
phenomenology, hermeneutics and idiography, provided a base to explore the
contextual experience of participants. The author’s ontological and epistemological
positions align with the method of IPA. The author’s ontological position is grossly one
of subtle (opposed to radical) relativism but a position that accepts difference in
ontological domains. Particularly for this research the author wants to acknowledge that
there are domains where truth is dependent on context but without the global denial of
the reality of individual subjectivity. The denial of individual subjectivity as an

ontological position would be somewhat hypocritical in a paper that wants to examine
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service user experience in the formal literature. Thus, a subtle relativist position allows
for an almost critical realist perspective in this specific ontological domain and allows
for the exploration of experience and phenomena. Discussions of power often fall
within more radical constructivist approaches (Van Dijk, 2015), and as such the analysis
will have features of this, but as a way to frame and better understand experience. A soft
constructivist epistemological stance, which is compatible with IPA, is also held by the
author, and is particularly helpful when considering the importance of language in
meaning making (Burr & Dick, 2017) with a research question that is very much
concerned with the social context of participants (E.g., the NHS). See Willig (2016) for
an interesting discussion on constructivism and more realist approaches co-existing in

research examining experience.

Incorporating a lived experience perspective in the development and analysis of
this research is important to address inherent power differentials between researcher and
participant (Rose & Kalathil, 2019). The research included experts by experience and
multiple members of the research team had experience of receiving therapy. This
influenced the development of the rationale, research question, operational aspects of
data collection and analysis, as well as supporting contextualising the results. Ethical
approval was gained from the Health Regulation Authority (NHS research ethics

committee) and the University of East Anglia (see appendix H-K).

Participants

Following guidance from Smith et al. (2012), six participants were purposively
sampled and recruited from a large mental health trust in England. In line with IPAs
requirement of a homogenous sample as well as considering the research question,

inclusion and exclusion criteria were applied. Participants were English speaking adults
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(18 or older) who had recently or were currently in receipt of secondary NHS
community mental health care within a specific mental health trust. Secondary services
were examined because of the likelihood of more intensive one to one psychological
intervention and it also being the most utilised mental health sector (NHS Digital,
2019). Participants had engaged in individual therapy with a single Clinical
Psychologist for a minimum of eight sessions, within the last 24 months, to provide rich
accounts of recent experience. Due to the COVID-19 pandemic, therapy took place
remotely as well as face-to-face, which was considered in the analysis. Finally, to be
included participants had to consent to the professionals co-ordinating their care to be

informed of their involvement in the study.

Exclusion criteria includes people subject to Mental Health Act (MHA, 1983)
conditions during their therapy. This is because of the significant impact of structural
power on the dynamic between service user and clinician. Exclusion criteria also
included people who were actively engaged in any psychological therapy at the time of
the interviews so as to not interfere with their current therapeutic relationship as well as
people without capacity to consent and those with significant cognitive impairments.

Appendix L includes greater details on rationales for inclusion and exclusion criteria.

Demographic information (table 1) and the demographics participants perceived
their psychologist possessed (table 2) were voluntarily collected to better understand

structural differences between participants and clinicians.

Pseudonyms were used to protect the identity of all participants.
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Table 2

Participant perspectives on psychologist demographics

Participant perspectives on psychologist demogrpahics

Particpant Gender Sexuality Disabilty Age Ethnicity
name

- Whit

1. Kate Female Hetrosexual No 30-35 ne
British

Whit
2. Axel Female Hetrosexual No 45-55 11 ©
British

- Whit
3. Cecilia Female Hetrosexual No 30-35 ne
British

. - Whit
4. Violet Male Hetrosexual No 45-50 11e
British
5. Lola Female Hetrosexual No 40-50 W .hfte
British

Whit
6. Jason Female Not asked No 50's ne
British

Participants were recruited through the host mental health trust with input and
guidance from People Participation groups. The study was advertised through a range of
media through the trust communications department as well as directly through
community mental health teams, third sector affiliates and the Research and
Development department of the host trust. Participants were directed to the study

website to express interest, screen for eligibility and complete the consent process.

Materials

Semi-structured interviews were utilised, which is typical in IPA (Reid, Flowers
& Larkin, 2005). This allowed flexibility for the participant to convey their experience,
but with enough structure to answer the research question. The interview schedule was

developed in collaboration with the research team and with input from people with lived
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experience of using services. The schedule was developed iteratively with reference to
Smith et al. (2012). A schedule of ten open questions, including narrative, structural,
contrast, evaluative, and circular questions was developed along with appropriate and

theoretically derived prompts and probes (Smith et al., 2012).

Procedure

Local and national ethical guidance was followed throughout the process and all
consenting and eligible participants were interviewed remotely by a secure video
platform. Formal interviews lasted between 60-90 minutes including time for questions
prior to the interview. Structures to provide additional support to participants were
included as well as protocols to handle accusations against any potentially disclosed
malpractice. Interview audio was recorded via an encrypted recording device and then
transcribed and anonymised. The psychologists with whom they worked with were not
informed of their involvement (though normal safeguarding and confidentiality
procedures were followed) but the lead care professional (care co-ordinator or GP) were
informed. Participants were fully debriefed after the interview and were provided with a

£10 Amazon voucher in gratitude for their time.

Analysis

Anonymised transcripts were analysed in Microsoft Excel. IPA is analytic in
focus and pays attention to how the participant makes sense of their experience (Smith
et al., 2012). This was an iterative and inductive process, requiring reflexive
engagement with the data. This analysis used the steps outlined by Smith et al. (2012).

These steps involved immersion in a single participant’s data with specific attention to
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experience, concerns and understandings; initial noting, paying attention to descriptive,
linguistic and conceptual comments. With regards to linguistic noting the analysist’s
‘soft constructivist’ stance was influential here, in terms of attention paid to the social
context of subjective accounts and the use of discourse in constructing the experience of
participants. This commentary allowed themes to emerge, and the analyst searched for
connections across themes, with particular attention to convergence and divergence,
potency, and commonality and nuance, between participants and their accounts.
Analytic devices suggested by Smith et al. (2012) were used to support ‘dialogue’
between the data, the analysist, and their psychological knowledge about what it may
have meant for participants in this context, allowing for themes to emerge. After this
was completed, the analysist moved on to the next case, repeating the previous steps
until all cases were examined. The experience of immersion in the preceding data had
the potential to influence subsequent analyses. This was something the analyst was
mindful of, and as such careful use a reflexive diary and supervision was used to make
sure that novel meanings or interpretation were not lost. Once all cases were analysed,
the final step involved drawing themes across all participants together and creating
master themes for the cohort, looking for potency and connections or disparities
between themes, and moving towards a theoretical conceptualisation of related themes.
This was done at the abstract and idiographic level, continually moving between the
part (individual accounts and themes) and whole (overarching themes and data clusters)
to make sure the captured experiential essence was firmly grounded in the data.
Furthermore, the analysist considered carefully their ontological and epistemological
positions, clarifying these in the context of their prior experience. This allowed for the
analyst to engage in ‘bridling’ (Dahlberg, 2006), a more nuanced form of ‘bracketing’
(Tufford & Newman, 2012) often adopted in phenomenological research. Bridling

allows for more reflexive engagement with the analysist’s assumptions and
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acknowledges the continual impact, and indeed struggle, with bringing these into
analytic awareness. The steps outlined by Stutey, Givens, Cureton and Henderson
(2020) were used to support this and included a written account of preconceived
understandings, reflexive attention to initial analytic assumptions and the use of peer
consultation and supervision to more openly explore assumptions. See chapter 5 for

more information regarding the exact analytic process.

Quality was monitored using Yardley’s (2000) principles, including, sensitivity
to context (idiographic and phenomenological approach), commitment and rigour
(transparent purposive sampling and regular supervision), transparency and coherence
(use of reflexive diaries and clear process records, allowing for independent audit), and

focus on impact and importance (discussed in introduction).

Results

The analysis led to one superordinate theme describing the overarching
experience of power in the therapeutic relationship and directly answering the research
question. This theme contained three subsidiary themes that were temporal but not
linear and provide evidence for the overarching theme by examining the experiences of
power throughout the relationship. The subsidiary themes will be presented first to show
how they construct the superordinate theme, which is in line with the soft constructivist
aspects of this analysis, that is, the data and interpretations in the subsidiary themes

form the more abstract, higher order analytical theme.
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Subsidiary themes

1. “Past experiences, if you like, had shaped my thinking” - The different

threads of disempowerment that shape experience in the relationship

The first subsidiary theme describes how previous experiences of
disempowerment shaped participants’ experience of power and expectations in the
therapeutic relationship. Lola explains how “past experiences if you like had shaped my
thinking” and particularly experiences of disempowerment. This was salient throughout

the traumatic and often abusive experiences within participants’ accounts.

However, these experiences were often tempered, with both empowering and
compassionate experiences alongside the more disempowering. For Lola this was
particularly noticeable in her previous experience of eating disorder services where she
was required to be weighed daily. She explained experiences of being weighed with
humanity and empathy, but other times where interactions were stripped to a clinical

process.

“I was treated like a number, come in, get on the scales, I'’ll write that down,
and see ya later. Who was I? I could have been anyone. She could have just

weighed an orange.” - Lola

Lola’s powerful analogy of being like an object, ‘an orange’, speaks to a feeling
of dehumanisation and her choice of the word orange signifying how little she felt
valued. The casual tone of ‘see ya later’ connotes the dismissal she felt and her
questioning “who was I?” speaks to her sense of loss of identity in the context of this
seemingly routine clinical interaction. Cecilia described a similar complex experience of
positive feelings cut with feeling dissmpowered in an experience of a psychiatrist from

20 years prior.
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“She was a lovely lady, but she was very ‘there there, there there’. Very much
patting you on the head. Very patronising and I very much felt like I was to do

as I was told, in that time yeah? A little person, less than human.” - Cecilia

Her descriptions of a lovely lady who nevertheless made her feel patronised and
dehumanised and like a ‘/ittle person’ highlight powerfully the interwoven experiences
of simultaneously caring and disempowering treatment and the tension this created for
participants. This was potently echoed across participants, yet those disempowering

experiences were the most deeply felt and easily recalled.

Whilst there was convergence across most participants there was divergence in
Kate’s account, which included fewer direct examples of traumatic experiences, and
less salient descriptions of the experiences associated with disempowerment. When
asked how power affects her, she was less able to articulate this than all other

participants who described traumatic incidents.

“Ummm I think to some extent... ['m not quite sure, I don’t really see myself as
having a struggle with power at this point in my life, I can't really think of any

examples to be honest” - Kate

Whilst the experiences of dissmpowerment varied across participants, there was
commonality in descriptions of feelings of dehumanisation, dismissal or abandonment,
judgement or invalidation and fear. These were experienced both within and external to
NHS mental health services and from people in more powerful positions, leading most
participants to conceptualise power as hierarchical and held over them, and

occasionally, as something to be feared.
“it [power] can be abused very easily” — Axel

“Power’s danger” — Jason
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On top of these, often conflicting, feelings participants expressed a sense of
desperation or anxiety on entering the therapeutic relationship. There was nuance in
participant accounts from directly stating their desperation to more implicit and felt

senses of anxiety.

“I don’t know, being quite desperate for my recovery I suppose” — Violet

“you get there and you 're desperate” — Axel

This was seen across participants as desperation or anxiety to understand and
feel understood in their distress. This was most prominent in Jason’s account where he
repeated variations of the phrase “do you know what I mean?” around 80 times after
each point he made. The desperation to be understood in this simple phrase conveyed
not only acute desperation, but a chronic experience of not feeling understood by those

in power, and potentially by the researcher interviewing him.

Violet described wanting, almost desperately, to be understood by those
involved with her care but also to understand herself and her traumatic experiences.
This was one of her most important hopes for therapy and she described wanting the
experience of ‘piecing together my story’ which invites images of a shattered self that
wants to be put back together and understood. Across participants there was
commonality in terms explicitly stated and interpreted feelings of desperation or
anxiety, combined with fears and expectations of disempowerment, connected and
moderated with different levels of hope for change, and again shows the complex

emotional experience of coming into therapy.

“A little bit of hope that things could get better, but there was obviously a lot of

natural distrust wariness and fear” — Axel
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There was also desperation or anxiety for help with their distress which was
often intensified by frustrations around the amount of time and energy it took to receive
support. This was experienced potently by Violet, Axel and Jason and this impacted on

what they felt they would accept from services.

“I was very much desperately willing to engage in whatever needed to be done

to achieve my recovery” - Violet

As stated by Violet above this desperation meant participants felt more willing
to accept what was offered to them, and most received no choice in what they received.
Some participants were content with this and found being told what they needed
containing. Kate, for example, ‘kind of went along with what they recommended’ as she
had “never really been in therapy before I didn’t really know what I needed”. This
highlights how Kate, and indeed all participants drew on past experiences to construct
their expectations (or lack thereof) for therapy. For Axel there was more tension,

particularly as they felt the therapy was not addressing their core pain.

“Um. I may have expressed the fact that I was displeased because it [the
therapy] wasn’t addressing trauma, I could have spoken about it, but I didn’t
because I was like well it’s what she’s offering. I can’t, I can’t really, I have no

power to do anything about that if that makes sense?” — Axel

This passage highlights the disesmpowering position Axel felt and how they felt
they needed to silence themself because of it. This is a powerful example of how
previously constructed discourses, based in prior experience, have experiential elements
such as feeling disempowered. Axel further explains how having to accept other
interventions was required to continue receiving care. They describe feeling fear in

losing support, a need to be accepting or compliant, and a sense of injustice.
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“With my care coordinator it was like ‘you have to go to these emotion
regulation groups, with all these other young people or you’ll be seen as
uncooperative and you won't get further care’. That... Needs... To... Stop...” -

Axel

This quote helps shine light on how their experience was shaped by not only
relational experiences of power but also from wider more structural sources and
discourses. Indeed, some participants spoke directly to the NHS and UK context and at
the societal and political narratives of feeling grateful for the NHS. Lola for example
felt she had “to be compliant, and to gratefully accept what is offered to me”. This can
be seen as a subtle, yet powerful force influencing how one might be expected to act
when coming into therapy. Violet went further by attempting to explain how the NHS
being free at the point of need blurs the boundaries of how the NHS is paid for and how

this can impact on how it is received.

“if we are provided a service, somehow we either need to accept it and be
grateful and submissive to it, because we should just be grateful and say thank

you because it’s a gift - Violet

Violet describes an NHS service as gift because of this, describes a potentially
powerful experience that has the impact of making her feel grateful but also submissive
to it. The use of the word submissive denotes disempowerment, but woven with

gratitude, and the feeling that one cannot refuse what is offered.

These complex and rich experiences came into the therapeutic relationship and

shaped how participants’ experience and expect to experience power. Axel sums this

up:
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“then you bring that all into the therapy room at the beginning and you have to
work through that, you then have to learn that okay my therapist can actually be
helpful despite the massively long wait. Like the therapist, even if the NHS and

government don’t care about us, the therapist does, um that kind of thing” - Axel

Note also that Axel looks beyond the interpersonal experiences of
disempowerment to the political, structural and ideological, again demonstrating the
diverse, complex ways that participants could be open to dissmpowerment and
specifically how the constructive acts and discourses shape the experiential. This was a
complex experience of fearing further dissmpowerment, often through judgement,
invalidation or rejection, but moderated with gratitude and hope for change and a sense

of tension between these two positions.

2. “It’s never kinda been equal, but yea it didn’t feel like at the same time, it

didn’t feel inequal” - The balancing of power in the relationship

This subsidiary theme looks at how participants experienced a feeling of tension
due to power feeling naturally unbalanced on entering the relationship. They described
how often subtle and unconscious acts by themselves attempted to protect from the
feelings associated with historical dissmpowerment, such as feeling judged or
dismissed. Participants also described more overt ways they or their psychologists
attempted to balance or shift power in the relationship. These acts subtly changed the

experience for participants and often brought relief to the tension felt.

As described in the first theme, the tension and imbalance of power was set up

and often constructed prior to therapy and was felt as a natural part of their experiences.
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Axel describes psychologists as having an obvious and ‘natural power’. They felt this

was held within psychologists’ role and status.

“As a therapist she has the power to say, yes, I will treat you, no I will not treat

you, this is the treatment I am offering. [ don’t get a say in this.” — Axel

This imbalance also appeared to be held partly in participants’ identity of being
a service user and someone with mental health difficulties, and all service users
acknowledged to some extent the existence of historical stigma in being a recipient of
mental health services. Lola described how this identification created a “them and us”
dynamic with the “power being with the clinicians”. Participants’ identification with
this group was demonstrated linguistically through accounts through the use of second

person language, ‘we/us’ and ‘them/they’.

“You can’t do that with people with mental health problems because, we, the

majority of us feel lonely and empty and disregarded” - Cecilia
“why do we only get a mental health day or mental health week” — Jason

“we're like mentally ill now, we need help now, we don’t need help in a year’s

time, we want help now” - Axel

Violet further goes on to describe how her mental health condition ‘should not
be life sentence’ and asking another clinician ‘what crime do I have to commit to get
treatment’. Her drawing on these narratives and providing comparisons to feeling both
punished and that she needed to commit a crime to get help give insight into the
disempowered and desperate position she felt her mental health condition afforded her.
These positions shine light on what the experience entering the relationship felt like for

participants and where the imbalance may lay.
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Power was used and experienced dynamically and often outside of

consciousness by participants.

“I think in the beginning I probably tried to assert my power. It’s not even
necessarily always conscious. It is often on reflection I realise, oh crap I was

testing him.” — Violet

All participants initially protected themselves from further dissmpowerment
through subtly managing what they would say to the psychologist or how they presented
themselves. Kate for example did not share experiences which made her sound ‘petty’,
whereas Axel more explicitly described not feeling able to disclose a shameful incident

involving a more powerful person due to fearing judgement from the psychologist.

“I didn’t want my therapist to think less or differently of me, if that makes sense,
and that’s something I have no power over, but the thing I have the power over

was whether I say this or do I not tell her this.” - Axel

Withholding information was one of the few ways participants felt they could
hold on to power. This was often in response to fearing disesmpowerment and the
associated, feelings such as abandonment or judgement, again highlighting the
experience for participants through their methods of protecting against it. There was
nuance in this across participants in the extent that did this. For example, Jason showed
the extent and importance of this for him as never allowing his full self to be seen was

the only way he felt protected from the perceived dangers of those in power.

“And I have had to blend in, I've had to be a chameleon, [’ve had to for

survival” - Jason

His likening himself to a chameleon, a creature that physically camouflages

itself from threats is an image that conveys the real sense of constant threat as well the
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extent he went to protect himself. Jason further explained that part of his camouflage
was telling people what they want to hear, again to manage his image in response to the

threats posed by a more powerful other.

“You have to adapt any environment, any situation. I pick up on the things that

you want to hear, do you understand?” - Jason

Most participants also adapted through adopting the language of mental health
professionals, using words such as ‘emotion regulation’, ‘intrusive memories’,
‘hypervigilance’, ‘window of tolerance’, ‘radical acceptance’, ‘engagement’ and
‘intervention’. For Violet, Axel and Cecilia this use of language was how they
understood their distress and treatment, but also was interpreted as a devise to add to

their credibility and demonstrate knowledge.

Participants who had felt significant disempowerment from mental health and
statutory services described how they would assert their power more explicitly. For
Violet this was through ‘showing her anger’ to her psychologist to see if he could ‘take

it’ and not abandon her in her distress or anger, as she described other clinicians doing.

“my previous mental health workers from [trust] would have just bailed on that

situation, that was the standard protocol, was leave her to it” — Violet

Jason who described numerous incidents of dissmpowerment by people in
authority, and specifically being made to feel fearful, abandoned or let down by those
who were meant to care for him, explained how he expected his psychologist to give up

on him.

“because I knew she wanted to quit” — Jason
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He described how his response to the fear of this was to test those he worked
with. He explained intensely scrutinising his psychologist as something that was

necessary to his survival.

“I need to read your body language I need to see the sweat on your brow, do

you know what I mean?”

“[with regards to online therapy] I can’t see your pupils if they 're dilated or not

’

you know I mean, that’s how intense [ am...’

His use of seeing ‘the sweat on your brow’ or whether peoples’ pupils are
dilated conjures images of the pressure and possibly fear this intense scrutiny would put
people under. This can be interpreted as a form of power and control he was exerting in
response to the danger and stress of potential disesmpowerment through having his
psychologist ‘quit’ on him as he felt many others have. However, for most participants,
where the balance of power was more equal, they found they did not have manifest

some sort of power explicitly.

“It was a more level playing field, so I didn’t really need to use power as such. [

didn’t need to question power or use power against my therapist.” — Lola

Psychologists supported those areas of historical and current disempowerment in
subtle ways that felt nurturing to participants. Feeling nurtured looked slightly different
for each participant but when consistent had a reparative effect on their feelings of
disempowerment in both the relationship and more generally. Participants described the
feelings that were opposite to those felt when disempowered, such as validation,
humanisation, and feeling understood and accepted, and how this resolved some of the
tension on first entering therapy. For Axel, who was wary of invalidation, the

psychologist consistently validating, and encouraging them was vitally important.
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“It was just the consistency in her behaviour so after a few sessions the fact that
she remained the same, she still validated my problems, she still encouraged me
and praised me when I made achievements, she was still respectful. It was the
fact that she was showing me that some people in authority and indeed in the

NHS itself can be trusted.” - Axel

This supported not only their relationship with the psychologist but how they
felt about the NHS. They consistently felt that the NHS could not be trusted, and whilst
this did not fully dissipate it changed their ability to trust in the NHS after years of

feeling distrustful.

Opportunities for psychologists to empower participants were seen through
offering choice and flexibility within the work they were completing. This was a more
direct way of psychologists addressing power in the relationship and indeed giving up
some of their power. Axel highlights the importance of this of this being driven by the

therapist and the importance of them recognising the powerful position they hold:

“people who don’t have power will only have if those with power give it up.” —

Axel

“...if people are aware of the power they hold, then they have the power to not

to abuse it.” — Axel

Choices around therapy were generally limited for participants, but small
offerings from psychologists, such as choice on what was covered or the pacing of
sessions, had important impacts on their experience of power in the relationship. This
again relieved some of the tensions and made it feel more of a ‘level playing field’

(Lola).
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“rather than feel it was, today we going to do X, Y, and Z, and this is what we
are going to complete you know it was like, but that’s okay, if we can’t do it all

today will set up another one, for the end of the week” - Lola

“I can remember with the psychologist we didn’t always do things in order, we
had things we had to go through, but sometimes [ wasn’t in the right place to do

certain things.” — Cecilia

These small acts did not remove the feeling of inequity in the relationship but
made it more trusting and equal for those participants that did experience it with their
psychologist. For Kate, who overall felt empowered by her psychologist, describes how

whilst her experience of power was never equal it did not feel inequal.

“it’s never kinda been equal, but yea it didn’t feel like at the same time, it didn’t

feel inequal” — Kate

This quote helps to summarise that power was naturally felt as unbalanced yet
there were ways that that this experience may change through the mostly unconscious or

indirect actions of participants and psychologists.

3. “I think that was probably a turning point” — Pivotal therapeutic moments and

ruptures that transform the experience of power

All participants described particularly pivotal moments where power was thrown
sharply into focus which had a transformative impact on how they experienced power
and tension in the therapeutic relationship. These were interpreted as ‘therapeutic
moments’ or ‘ruptures’ in the relationship. There was divergence across participants on
how this happened but commonality in terms of the impact it had on them and the

relationship. Therapeutic moments were experienced positively, whereby tensions
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related to fears around disempowerment were greatly softened often leading to feelings
greater trust or comfort in the relationship. Whereas ruptures were experienced more
negatively, often confirming the expectations of participants that they would be

disempowered and felt experience of deflation following the potential hope for change.

Kate provided an example of a therapeutic moment early on in her therapy. She
repeatedly spoke about the importance of confidentiality to her, due to a fear of being

judged, and for her this was early on in the sessions.

“So in the first in the first meeting um confidentiality was mentioned and it made
me feel very comfortable to know that it wouldn’t be shared outside with people

when it wasn’t necessary.” — Kate

This allowed her to feel comfortable and a sense of relief in the relationship,
something which followed through the rest of the sessions. For Lola it was a moment
where she pushed back and had to stop the session which was becoming emotionally
and physiologically distressing (“Stop! I need to stop!”). It was seen as a pivotal
‘turning point’ for her and was linked to her beliefs around being a compliant patient
and her fears of disclosing her physiological feelings associated with her trauma to the

psychologist, both of which were core aspects of her prior experience.

“But because we got to that point I think I’ve got to go, I can’t deal with this and
she guided me back down and levelled out some of that adrenaline I was feeling,
1 think that was probably a turning point where I felt more able, regardless of
how I projected onto her to share, I was able to put my projections aside I think
at that point and go, she nurtured me, she gave me what I needed in that session,
and I didn’t have to leave the session, let’s go with this, I just felt more trust

from that point.” — Lola
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Lola’s use of the word ‘nurtured’ can be interpreted as the psychologist using
their power to help contain Lola’s distress and take hold some of that distress when she
was unable to. This was a transformative moment in their relationship where she was

able to change her projections towards her psychologist.

However, other participants experienced ruptures in the relationship and for
those participants (Violet and Jason) they audibly deflated when describing their
experience in interview, providing further insight to how this was experienced by them.
The ruptures were centred around the fears and expectations of being let down and
disempowered that were developed prior to therapy, again showing how constructive
acts and discourses translated into the experiential. For example, Violet had expected
long term trauma and attachment based therapy, but after three months she found out
this was not the case. She felt as if this had been concealed from her and as such felt

‘cheated’ out of the recovery she was so desperate for.

“he’d let slip, by accident, that we only had something like three months left or

something” — Violet

For Violet, this was having an experience of services letting her down again
along with a sense of loss. The felt sense of this being something she had fought for
many years for and had been so excited to embark on had felt like it had been for

nothing.

“I was angry that my entire therapy had been....[implied for nothing]” — Violet

This also had transformed the relationship between her and the psychologist as it
did with those participants who experienced the positive therapeutic moments.
However, for Violet this was ‘disconnecting’ from therapy and feeling very angry with

her psychologist. She also set to protect herself further in the relationship as she
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“put up my boundaries once I found we were on a deadline.” Her trust in him was also
damaged and ‘even in the last session, after six months, I still didn’t believe a word he
said’. This theme highlights the transformative effect that focus on areas of historical
disempowerment can have on the experience of participants in the therapeutic

relationship.

Superordinate theme

The superordinate theme brings together the subsidiary themes in an overall
metaphor of the experience of power in the therapeutic relationship. This is a
constructive and interpretative act by the author and aims to provide a summary of the

overall experience of power.

The dynamic tapestry of power

The experience of power for participants can be interpreted like a complex
tapestry of experiences and emotions, that was continually woven, torn, and patched
over a lifetime. Each participant’s tapestry was dynamically evolving, often outside of
consciousness, as they came into therapy, with threads and tears from intrapersonal,
interpersonal, experiential, political and societal sources, continually giving shape to
their experience. For these participants the most salient threads and tears in their
tapestry were from their numerous experiences of disempowerment, particularly from
abuse and trauma. These painful tears were expressed as part of the self and related to
the meaning of disempowerment for them, such as fearing others, dismissal,

dehumanisation, judgement or rejection.
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Participants also described their sense of desperation and anxiety on entering the
therapeutic relationship. Desperation and anxiety not just for help, but to understand and
be understood. This was interpreted and described as participants feeling they had to
gratefully accept the new threads offered to them, which was a subtly disempowering
position. There was also a vulnerability and fear in exposing those torn and damaged
parts of their tapestry, as it ran the risk of repeated experiences of disempowerment
from figures in authority. This fear however was moderated with a hope that these tears
might be mended or changed. The tension between fear and hope on entering therapy
meant participants were more highly sensitised to possible issues of dissmpowerment,
as power was naturally unbalanced towards the psychologist, and with that brought a

sense of tension.

The tapestries of participants and psychologists interacted mostly unconsciously
in the therapeutic relationship and shaped how participants experienced power. The
feelings associated with the most disempowered parts of their tapestries were most
sensitive to new threads of power and were the most protected by participants. Both
participants and psychologists attempted balance power in the relationship through
relational and dynamic processes and these acts shifted the experience for participants
often bringing relief to the tension felt in the imbalance of power. This could be

reparative, creating new threads or patches over old tears, but not always.

Participants were most aware of power when relational acts interacted with the
most deeply felt and disempowered aspects of their tapestry. These were pivotal
moments for participants when power was brought sharply into focus, often in
seemingly small and unconscious actions of the psychologist. This had the
transformative impact of shifting their experience of power in the relationship for better,

or for worse, patching or deepening an old tear. For those whose tears were deepened
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there were also reparative threads and vice versa, but those pivotal moments shaped

their experience beyond all others.

The actions, subtle and often implicit of the psychologist, took on greater
meanings for participants when connecting with those deeper tears if they empowered

or disempowered them in ways meaningful to their own complex tapestry.

Discussion

The results of this interpretive analysis provides an answer to the question ‘how
do NHS service users experience power in therapeutic relationships with Clinical
Psychologists’. Three subsidiary themes describing ‘the different threads of
disempowerment that shape experience in the relationship’, ‘the balancing of power in
the relationship’, and ‘pivotal therapeutic moments and ruptures that transform the
experience of power’ came together to provide an overall metaphor of the experience of
power in the therapeutic relationship for participants. The superordinate theme, ‘the
dynamic tapestry of power’, was an interpretive and constructive act highlighting the
complex, dynamic and often unconscious experiences of power in the therapeutic

relationship for NHS service users.

This research offers the first explicit empirical investigation from a
phenomenological perspective of service users’ experience of power in therapeutic
relationships with Clinical Psychologists in the NHS. The first core finding of this paper
is how previous experiences, constructions and discourses around power shape and
impact the therapeutic relationship, something that is not explicitly empirically explored
in the current literature. Specifically, the impact of how historical disempowering and

empowering experiences, shaped what participants felt they were able to say and do
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within the relationship. The results provide descriptions of how power operations feel
salient, complex and dynamic, yet are also subtle, unconscious or concealed within
therapeutic relationships. It supports the evidence from the grey literature (see Curran et
al., 2019) that experience of power is important to service users and brings this into the
formal literature. The understanding of these participants’ experiences has the potential
to put power, particularly in terms of empowerment and disesmpowerment, not as just
adjunct considerations for psychologists but as core targets for clinicians in the
development of therapeutic relationships and calls for power to be discussed more
explicitly in therapy and beyond. This is further supported in the data by the
transformational experiences in the relationship described by participants when their

most disempowered experiences and feelings were attended to.

The rich tapestry of experience described by participants demonstrates that
multiple theoretical perspectives can support the understanding of power in this in
context and provides empirical evidence to support development of the theoretical
understanding in this context. Processes from both structural theories and postmodern
theories were evident, with neither providing universally satisfactory accounts of
participant’s experience. To review each theoretical approach is beyond the scope of
this paper and would be suggested for future research. However, this research does
advance understanding in the contemporary literature on how power can be used
positively. The reparative effects of psychologists empowering participants, when
consistently applied, was described as ‘nurturing’ and part of the transformational acts
of power in the relationship. This required psychologists to give some of their power up.
This positive description of power is often neglected in the theoretical literature and is
similar to ‘Nutrient Power’ described by Rollo May (2018). This is a healthy form of
power driven by concern of the welfare of the other, and where their power is used ‘for’

the other. The data illustrates that positive uses of power are important to the therapeutic
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relationship and suggest that further empirical investigation to support the theoretical

understanding of positive uses of power in therapeutic contexts is warranted.

The social context was explicitly attended to in this analysis and drawing from
the more constructivist and relativist aspects of the analysis provide greater insight into
the experiential elements of participants accounts particularly with societal experiences
and discourses around power. For example, the context of entering a therapeutic
relationship within the NHS had a number of important considerations for participants,
but most strikingly the experience of feeling almost obliged to be grateful for the
service they received (or at least demonstrate gratitude). This was often experienced as
tension and fear of further disempowerment on entering the relationship, an acutely
vulnerable position. Feeling grateful or demonstrating gratitude is on the surface a
positive emotion, but for participants, and in the limited literature, does have the
potential to be disempowering. For example, Galvin (2004) found gratitude to be
unproblematic for able bodied people, but for disabled people it can ‘signify an
unbearable state of perpetual obligation’ (p. 137) and consistent gratitude can be a
hallmark of entrenched disempowerment, shame and frustration (Day, Robert &
Rafferty, 2020). Indeed, Day et al. (2020) found a meta narrative of a care ethic that is
attuned to the voices of the grateful, meaning that the important voices of the those who
are not ‘grateful” are missed. This has direct implications for how able NHS service
users may feel around raising concerns or for seeking additional or different support and

as such deserves more empirical attention.

The importance of language was also highlighted in the results and specifically
how language was both a tool of constructing and sustaining power differentials
between participants and clinicians as well as a way of trying to equalise differentials.

The ‘them and us’ dynamic that was explicitly and implicitly seen in this data is an
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arguably common narrative in service user discourse (see, Johnstone, 2000) that both
constructs and sustains power differences. The adoption of the language of mental
health professionals was also seen as not just a tool for understanding distress but as a
linguistic devise to add to participant’s credibility and to demonstrate their knowledge.
The adoption the old maxim ‘knowledge equals power’ might be appropriate in this
context. However, it is equally possible that participants were co-opted into adopting
equal and known language of those in positions of greater power. These can be seen as
an almost acculturation process and that the use of language and the discourses of the
powerful (the professionals), in the context of previously described power imbalances,
impacts on experience, such as feeling empowered or disempowered. More attention

and research into this is called for.

Strengths and limitations

A key strength of this research is the sensitivity the analysis paid to the context
of participants and the data; a quality indicator monitored through Yardley’s (2000)
principles. This attention was not just through strong philosophical grounding in IPA
(idiography and phenomenology) but also from the soft constructivist epistemological
stance taken by the author. This allowed for greater discussion and exploration of how
constructive acts and context influence the experience of participants without losing the
experiential and allowing for greater understanding participants experience of power.
This is important in as it allows the findings to be reviewed against current clinical
practice and policy within the NHS as well as highlighting additional areas where

further research is needed.

There are limitations to this research, as this research examines only service

users, in contact with a single NHS Mental Health Trust, and as such results will have to
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be considered within this context. This particular trust was under significant pressure
regarding its performance over the last decade and that this will have likely impacted on
the experience of participants and psychologists. Furthermore, whilst every attempt to
‘bridle’ the assumptions of the analyst was taken, through the use of careful reflexive
diaries and supervision, there is likely to be some impact of a priori assumptions on the
interpretive acts of this data. These limitations were considered within the context of

Yardley’s (2000) principles.

Whilst IPA warrants a relatively homogenous sample, there was limited
diversity in this sample. Particularly in terms of being an exclusively white sample (and
researcher), and whilst there was diversity in terms of gender identity, sexuality and
disability, it is likely that important aspects of the social context relating to structural
power may have been occluded. This research can also make no assumptions about how
much the psychologists working with the participant’s actively thought about, and
attended to, power processes (either individually or through supervisory processes).
This may have impacted on the results and exploration of this further from the
perspective of both service users and psychologists concurrently would be a valuable

future direction for research.

Future research should look at extending the exploration of power within the
therapeutic relationship from the perspective of service users in the formal literature and
building more robust links with the theoretical literature on power. Future research
would also benefit from including a wider and more diverse set of perspectives, as it is
likely that salient power operations would be different for say service users who are
under MHA conditions, those from ethnic minorities or those with cognitive

impairments. Furthermore, greater insight could be gained from recruitment of
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participants from mental health survivor groups, who speak eloquently in the grey

literature about power but remain poorly represented in the formal literature.

This research also highlighted how power may have been used unconsciously
and thus not discussed within the relationship. There are empirical (and potentially
experimental) opportunities to investigate differences in relationships where power is
explicitly discussed and attended to in therapy. This could have wide reaching
implications for the development of practice guidance and add to the literature on
developing therapeutic relationships in ways that can be operationalised for clinicians.
Contemporary psychological approaches such as the PTMF (2018), community
psychology, and user-led initiatives are potentially rich areas for empirical investigation
into positive uses of power and empowerment and could further develop the empirical

base.

Conclusion

NHS service users’ experience of power in therapeutic relationships with
Clinical Psychologists was interpreted as a complex, dynamic tapestry of experiences
and emotions, shaped by previous experiences, constructions and discourses around
power that impact the therapeutic relationship. When aspects of disempowerment were
closely attended to, they had transformational impacts on the relationship, particularly
when power was used positively by the psychologist. This research brings service user
experiences of power into the formal literature and highlights the importance of placing
issues of power more centrally in clinical practice. The impacts of feeling gratitude for
receiving an NHS service and the ways this may be subtly disempowering are also

important insights. Finally, psychologists and service users may be using or having
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power act on them unconsciously, and thus awareness and acknowledgement of power

differentials is the only way to address what can be addressed. That is:

“...if people are aware of the power they hold, then they have the power to not

to abuse it.” — Axel
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Chapter Five: Extended Methodology

Introduction

This chapter provides additional details about the methodology and approach
described in the empirical paper. The position of the researcher is outlined along with
the philosophical positioning of the approach utilised, Interpretative Phenomenological
Analysis (IPA; Smith, Flowers & Larkin, 2012). There are also further details pertaining

to participants, recruitment, ethics and the analytic process.

Methodological Rationale

Ontology and epistemology

Understanding the philosophical underpinnings of research methods is
particularly vital in qualitative research and allows the researcher to explain what they
believe about the nature of reality, or ontology, and the nature of knowledge, or
epistemology (Merriam & Tisdell, 2016). Qualitative research tends to come from a
different philosophical and theoretical perspective compared to experimental and
quantitative research and how questions are explored and answered depends on
ontology and epistemology. The author has considered their ontological and
epistemological position and particularly how these impact on the research questions

posed.

Ontology exists on a continuum from realism to relativism. Realism is a pre-
social reality or ‘mind independent truth’ (Tebes, 2005) which assumes that there is a
knowable truth in the world and that it is accessible through research, whereas
relativism sees reality as dependent on human interpretation, language and knowledge.
Between these two differing positions sits critical realism, which assumes a knowable

world that sits ‘behind’ the subjective and socially located knowledge that the
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researcher can access (Madill, Jordan & Shirley, 2000). The author would consider
themself as subscribing to predominantly a relativist ontological position, and
specifically subtle (opposed to radical) relativism but from a position that accepts
difference in ontological domains. That is, that within a relativist position there exists
the opportunity of ‘plurality’ dependent on the epistemic system or practice (see Kusch,
2017 for a defence of pluralism), and as such subscribing to a relativist position in
certain domains and not necessarily others. Particularly for this research the author
wants to acknowledge that there are domains where truth is dependent on context but
without the global denial of the reality of individual subjectivity. The denial of
individual subjectivity as an ontological position would be somewhat hypocritical in a
paper that wants to highlight service user experience in the formal literature. Thus, a
subtle relativist position allows for an almost critical realist perspective in this specific

ontological domain and allows for the exploration of experience and phenomena.

Epistemology is concerned with the nature of knowledge and what it is possible
to know (Braun & Clarke, 2013) and like ontology can sit between relativism and
realism. A realist perspective accepts that there is a possible real truth ‘out there” which
can be accessed through the objective collection of data (aligning with positivist and
post positivist epistemologies). Whereas a relativist perspective accepts that knowledge
is always dependent on perspective and context, and that a singular truth is impossible
(aligning with constructivist epistemologies), and that knowledge or reality is created by
the research opposed to accessed by it. Sat between these two epistemologies is
contextualism (Henwood & Pidgeon, 1994), which is akin to critical realism, and does
not assume a single reality, but multiple realities dependent on the researcher’s position.
Contextualism remains interested in understanding truth but acknowledges that no
single method can get to the truth (Tebes, 2005). Discussions of power often fall within

more constructivist approaches (Van Dijk, 2015), and as such the analysis will
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have features of this, but as a way to frame and better understand experience. A soft
constructivist epistemological stance, which is compatible with IPA, is also held by the
author, and is particularly helpful when considering the importance of language in
meaning making (Burr & Dick, 2017) with a research question that is very much
concerned with the social context of participants (E.g., the NHS). See Willig (2016) for
an interesting discussion on constructivism and more realist approaches co-existing in

research examining experience.

Rationale for IPA

The research team carefully considered the most suitable methodological
approach to answer the research question: “how do NHS service users experience power
in the therapeutic relationship with Clinical Psychologists?” With the question being
grounded in experience, in the specific context of the NHS and with a researcher
adopting a critical realist position, qualitative enquiry and particularly IPA was deemed

the most appropriate approach.

The research question is not seeking empirical generalisations and IPA does not
seek to make these but instead is concerned with the detailed examination of human
lived experienced and understanding the meanings that people impress upon it. The
philosophical underpinnings of IPA, specifically phenomenology, hermeneutics and
idiography, allow for this and will be discussed in greater detail in a later part of the
chapter. Briefly though phenomenology examines lived experience and in IPA this is a
hermeneutic exercise grounded in interpretation. In IPA the researcher is making sense
of the participant making sense of an experience, also called the double hermeneutic
(Smith & Osborn, 2003). Interpretation can occur on different levels and IPA uses the

hermeneutic circle to explore how meanings at different levels of analysis (the part and
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whole), are linked and explored iteratively. This engagement with hermeneutics also
allows for the researcher’s position, power and privilege to be accounted for and is a
key aspect of why IPA was deemed appropriate for this research. Finally, idiography,
which is concerned with the ‘particular’, does not eschew generalisations (Harr¢, 1979)
but locates them within the “particular’ and explores them with caution (Smith et al,
2012), creating dialogue between the particular and the psychological literature. This is
important as there are considerable amounts of fragmented literature around power,
therapeutic relationships, and the experience of service users in the NHS, which is
important to consider and bring together in the analysis. This aspect allows for tentative
suggestions for further research, practice and policy, adding value to findings that other

approaches may not.

Philosophical grounding of IPA

Phenomenology

Phenomenology was first theorised by Husserl as a way of better understanding
the lived experience of people within specific contexts (Alase, 2017). This focus on
experience is critical to IPA and particularly the person’s perception of the experience,
examined in the way that it occurs (Smith et al., 2012). However, Husserl’s conceptions
of phenomenology have often been considered too abstract to apply as a qualitative
method in its own right (Avis, 2005), and as such a string of other authors have
developed his ideas further which has allowed phenomenological approaches to
improve their usability in day-to-day research (Alase, 2017) and move away from the
descriptive and transcendental interests of Husserl (Smith et al., 2012). Notably
Heidegger, Merleau-Ponty and Sartre all start to shift towards viewing the person in the

context of culture, relationships, projects and concerns (Smith et al., 2012) and towards
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a more interpretative account of experience. This shift towards interpretive
phenomenology was summarised by van Manen (1990), who explained hermeneutical
(or interpretative) phenomenology as being concerned with the ‘lived experiences’ of
participants and the interpretation of the life they have experienced. This is particularly
important for this research question and participants as the question is grounded a
specific and complex cultural and relational context that requires more than descriptive

analysis, because it is examining power, an elusive and difficult to define construct.

Hermeneutics

Hermeneutics is understood as the researcher’s attempt to understand another
person’s experience through being actively involved (Pietkiewicz and Smith, 2012) in
the meaning making. The lived experiences of participants are expressed through first
order meaning making (the language they use to describe the meaning) which is then
interpreted by the researcher to create second order meanings (Smith & Osborn, 2003).
This acknowledges that analysis of an experience is co-constructed by researcher and
participant, a process known as the double hermeneutic (Smith & Osborn, 2003).
Furthermore, interpretation and meaning is sought at different levels within the data
with focus shifting between the particular (smaller sections of data) and the whole
(more global views) to shape understanding. This non-linear, dynamic, and iterative
process allows for greater exploration of the data and dialogue between the researcher’s
preconceptions and new meanings as they emerge. Whilst the researcher can never fully
suspend assumptions, IPA addresses this by suggesting attempting to ‘bracket off’
personal assumptions when engaging in the data (Moustakas, 1994). A further and more
phenomenologically grounded method of doing this is called ‘bridling” which allows for

more reflexive engagement with the analysist’s assumptions and acknowledges the
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continual impact, and indeed struggle, with bringing these into analytic awareness

(Stutey, Givens, Cureton & Henderson, 2020). This will be discussed further.

This philosophical stance is important for this research as it takes the lens and
experience of the researcher into account, as the author is a Trainee Clinical

Psychologist researching experiences involving psychologists.

Idiography

IPA is concerned with the detailed examination of human lived experienced.
Idiography examines the ‘particular’, the detailed, and the specific, looking at particular
groups in particular contexts. This is different to positivist and modernist approaches
that dominate psychological scientific enquiry which seek to make empirical
generalisations. Whilst idiography does not eschew generalisations (Harré, 1979) it does
seek to locate them within the ‘particular’ and explore them with caution (Smith et al,
2012). Indeed, authors have argued that the detailed analysis of smaller samples
provides a unique and valuable perspective on the existing theoretical milieu, offering
insight and revision as well as an opportunity to examine the applied validity of theory.
Idiography and as such IPA sees an iterative relationship between the particular and the

general, which is summed up nicely by Goethe (in Hermans, 1988, p785):

‘The particular eternally underlies the general, the general eternally has to

comply with the particular’.

The research question is concerned with a particular group (service users who
have experienced therapy), in a specific context (the NHS), and is not seeking to make
empirical generalisations or make claims of behavioural laws at the population level,

and as such IPA, grounded in idiography, is deemed suitable for this examination.
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Other considered methodological approaches

Other methodological approaches were also considered; however, IPA was
deemed the most appropriate to answer the research question. Appendix F1 details the

rationales behind disqualifying other approaches.

Method

Context around participants’ experiences

Participants were interviewed in March 2022 and as such all participants had
received their (most recent) therapy during the context of the COIVD-19 pandemic.
This was a time of extreme pressure on NHS services and whilst the pandemic was
seldom spontaneously mentioned by participants it is likely that experiences will have
been impacted by this. It is also worth noting that most participants (except Jason),
received their therapy online or in Kate’s case by phone, which again will have changed
the dynamic from being face to face with the psychologist. Participants were able to
reflect on this and most did not describe overt difficulties with receiving therapy
remotely and most described some benefits to remote therapy, such as reducing initial
anxiety over meeting the therapist. However, Violet, who received all her therapy
remotely, questioned if her therapist would respond to her distress in the same way if
they were in the room together which may have made it harder for her to trust her

therapist.

The participants were also recruited from a trust that has been under exceptional
pressure from the Care Quality Commission and has received a considerable amount of

poor press in the last decade. This is likely to have impacted on different areas of the
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analysis and comparisons to other participants in trusts without these systemic

difficulties may generate different themes (or at least in different intensities).

Researcher’s reflexivity

In IPA the researcher engages in the double hermeneutic, that is the co-creation
of meaning through the researcher making sense of the participant making sense of an
experience. The researcher’s position, values and experience are therefore an essential
aspect of how the analysis develops. This is especially important in a project looking at
power, processes are likely to be operating at multiple and often unseen levels in the
relationship. Therefore, reflexive devices were used to support thinking around this
before, during and after the analysis. These include, but are not limited to, a reflective
journal, supervision and extensive initial noting in the analysis. The following extracts
are taken from the author’s reflexive journal and offer some context on their position
and power, it was written just prior to the analysis after the final interview was

completed as a way of summarising previous entries and thoughts:

“My experience of oppression and negative power operations in my life have
fortunately been limited, but impactful, and have driven my interest in this area.
These have been in related to certain aspects of my identity and being, however,
they pale in comparison the experience of oppression and disempowerment that
most women, people of colour, disabled people, and those living in poverty face.
I have considered whether I am therefore, at least in a demographic sense,
worthy of tackling a topic of such importance as power, especially considering
my belief in that those authors who write most eloquently about power are those
whom it is impacted the most. I balance this, at least in my own mind, with the

idea often those with power and privilege do not write about power because
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often it exposes what is wrong with the status quo and may indeed undermine

their own power. Therefore, I will try to offer an honest, accurate and critical
perspective on how power operates in therapeutic relationships, regardless of
whether that means I offer criticism of myself, my profession or the

’

organisations that I work within.’

‘Bracketing’ assumptions and previous experiences is something that is
encouraged in IPA, so as they do not lead the analysis (Marshall and Rossman, 2011).
There remains debate around the extent that a one should ‘bracket’ assumptions in
phenomenological analyses (Ashworth, 1996), but in IPA, full suspension of one’s
assumptions is not only undesirable but impossible (Braun and Clarke, 2013). IPA
encourages engagement in existing theory (Smith et al., 2009) in generating themes and
that over ‘bracketing’ could indeed lead to important aspects of the analysis being
missed (Van Manen, 1990). Therefore, the analyst considered another form of
‘bracketing’ called ‘bridling’ (Dahlberg, 2006) to support reflexivity in this analysis.
‘Bridling’ (Dahlberg, 2006) is a more nuanced form of ‘bracketing’ (Tufford &
Newman, 2012) often adopted in phenomenological research. Bridling allows for more
reflexive engagement with the analysist’s assumptions and acknowledges the continual
impact, and indeed struggle, with bringing these into analytic awareness. The steps
outlined by Stutey, Givens, Cureton and Henderson (2020) were used to support this
and included a written account of preconceived understandings, reflexive attention to
initial analytic assumptions and the use of peer consultation and supervision to more

openly explore assumptions.

Therefore, this thesis adopts a position of transparency and acknowledgement of

assumptions, so that they can be viewed as the lens that the author views the analysis
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from. The following passage explains some of the author’s prior experiences and why

they are interested in power.

“My interest in power, and reason for turning to clinical psychology, came in
part from my previous career as a chef, a path I took for seven years prior to
returning to university. The strict hierarchy of the kitchen, the way the powerful
within it used and abused their power, and how people had to mould and accept
the dominant patriarchal identity of being a chef impacted on me significantly.
Later in my psychology career [ worked within forensic services. The structural
power operations and thinking about creative ways to try and reduce some of
the disempowerment felt by those (both service users and colleagues) was a
great challenge. These experiences will influence my research and analysis, [
must be careful therefore not to cast everything I see in the light of subversive

’

and oppressive power.’

Power operating in the relationship between the researcher and participant was

also considered. The following journal entry highlights some of the thinking around

this:

“It is highly likely that power will be unequal in my relationship with the
participants I am interviewing. I approach participants as a representative of
the Trust, NHS, and university, all powerful institutions, as well as my own
professional power of being a Trainee Clinical Psychologist. I shall approach
these interviews expecting to be in a more powerful position, less I use my power
unconsciously, because if I am acting in a ‘power-over’ way I am unlikely to be
truly hearing their experiences, instead likely impressing my own on theirs. 1

will try to address this at every opportunity, primarily through naming it and
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offering ways to give the participant choice and permission to guide the

interviews.

I have considered with my supervisors whether explicitly discussing the
power dynamic between me and the participant would be necessary. The
position we reached, rightly or wrongly, was to only do so if explicitly indicated
in the interview, but that we address factors that may impact on it prior to the
interview. The risk of planning to name it is that it may detract from answering
the research question and also that it may be my expectations being projected on
the participants experience and given greater salience than the participant

’

ascribes.’

Development of interview schedule

The interview schedule was developed using guidance from Smith et al (2012)
who view this an iterative process, from conception, development and after the pilot.
This was done in collaboration with the supervisory team as well as recruiting an
external consultant with lived experience of receiving therapy. Throughout
development, the aim of the interview schedule was to prepare an open and sensitive
schedule that allows the participant to explain what it is like living in their world not
what they think about the researcher’s views on the world. Descriptive, narrative,
structural, contrast, comparative, circular, and evaluative questions were considered for
the research, as well as a number of prompts and probes. The schedule was developed
using the following steps outlined in appendix G1. Please see appendix N for the full

schedule.
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Participants

Decisions around inclusion and exclusion criteria were carefully considered
throughout this study. Appendix L explains in detail the criteria as well as the rational

for each criterion.

All participants had at some point been in receipt of services through the host
trust and were recruited through the trust or their 3™ sector affiliates. Demographic

detials are presented in the emperical paper.

Participants had different ranges of experiences with their therapist, with most
reporting a good overall relationship (expect for Violet and Jason) and differing
outcomes from therapy. Kate, Lola and Cecilia found it very helpful and did not report
wanting further therapy to address their difficulties. Axel found the skills learnt in
therapy and the relationship positive but felt they needed more support. Violet was
grateful for the therapy but felt it fell far short of what she needed and did not address
her difficulties, she also reported a therapeutic rupture when she found out the length of
therapy was not as long as she needed. Jason did not report a good therapeutic

relationship and dropped out of therapy.

Whilst not intentional, the diversity of participants was limited, particularly
ethnicity, with all white therapy dyads and research team. This is considered in the

extended discussion.

Two additional people provided consent to contact however, one potential
participant did not meet the criteria for the study (because they received therapy from
primary services) and the other was unable to attend the consent meetings offered due to

being physically unwell.
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Recruitment & Procedure

The full recruitment procedure can be found in the full ethics application

(Appendix I). Figure 1 outlines the procedure from ethical approval to study closedown

which is taken from the protocol.

Figure 1

Procedure for participants in the study

step |Description of study

1 Ethical approval received from HRA, LES, &-

2 Gatekeapers informed of ethical approval .

- Gatekespers provided with recruitment materials - including researnch poster, research website detials, recruiment email for clinical
teams, particpant information form, copy of consent form.

a Gatekespers provide permission for lead researcher to distribute research marketing material to clinical teams, or provide matenals
to the team themsealwes.

5 Particpant recieves marketing material, either through trust advertising or being given it directly by dlinical staff.

6 Particpant goes to research website (www. researching-power co.uk) and views partcipant information.

7 Participant expresses interest and consent to contact through filling in consent to contact form on the website. This screens for
eligibilty for the study. Ineligible participants will not be able to provide detials.

8 Consent to contact received by research team. Email sent to participants to armange time for telephone call to discuss the research
and corsent, including participant information sheets and consent forms.

o Telephome call to disouss the research, gain consent, and take basic demographic information. Werbal consant gihven at this point.
Provisional interview date set pending consent form being retumed.

in Particpant fills in electronic consent form or retums paper form.

o invvolved professional informed of particpant talking part in research by letter. Call made to ascertian correct email address to send
letter and confirm that the professional is imeadved in their care.
Participant attends remote video interview (using the attend Amywhers video platform used by the trust).
=Check consent to take part.
syvellbeing chack in
=COpportunity to ask any further guestions about reseanch.

1z sInterview |approc 60 minutes)
=Debrief of reseanch
=iyellbeing chadkin
=Informed of final withdrawal of data (2 weseks)

= Following the intenview a full debrief of the ressarch will be given and participant reminded that they have 2 weeks to decide if they
want to withdraw their data.

14 amazon voucher emailed to particpant to thank them.

15 Inform associated professional involved with participant that the intendew took place and raise any concerns (telephone or email ).

16 after 2 weeks data can na longer be removed.

17 Interview recordings are immediately transcribed and anomymised.

1B Complete for all other partcipants.

19 Data analysis takes place.

20 Stuchy wiritten up.

21 Study submitted for marking to UEA.

22 Study approved by UEA.

23 wiva Voca Examination.

24 Particpants send summary of research and offered a discussion with lead researcher.

25 Dissemination and publication.

26 Stuchy close down.
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Co-production

“Co-production means professionals and citizens sharing power to plan, design
and deliver support together. It’s about recognising that everyone has an important
contribution to make to improve quality of life for people and communities.” (Think

Local, Act Personal, n.d.)

Co-production and increasing participation in research is an attempt to make
research more democratic and address what Beresford and Croft (2016) call the
“relevance gap”. That is, making research more relevant, practical and aligned to the
lives of whom it seeks to ultimately serve. Benefits of co-production in the literature are
noted with benefits in ethics (Staley and Minogue, 2006), research design (Staley,
2009), recruitment (Ennis and Wykes, 2013), synthesis in data (Gillard et al., 2010a),
and changes the knowledge produced (Rose, 2014). Furthermore, incorporating a lived
experience perspective in the development and analysis of this research is important to
address inherent power differentials between researcher and participant (Rose &

Kalathil, 2019).

This project has a member of the supervisory panel who has lived experience of
receiving therapy from the NHS and who lives with Bipolar, who was involved in all
stages of the research, and particularly in the analysis. Input was also sought from the
host trust Patient and Public Involvement (PPI) group in terms of recruitment and
development of the interview schedule. Multiple members of the research team had

experience of receiving therapy, including the author.

The research team considered ‘member checking’, that is going back to refine
the analysis with participants, however, this is not suggested as a method for [PA

studies with multiple participants (Larkin & Thompson, 2012). This is primarily due to
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the combined effects of amalgamation of accounts as well as the impact of the

researchers’ interpretations on the analysis.

Sample size

IPA is grounded in idiographic enquiry and as such sample sizes are generally
small due to the depth and detail the analysis engages in. Smith et al. (2009) emphasized
that “IPA studies are conducted on relatively small sample sizes, and the aim is to find
a reasonably homogeneous sample, so that, within the sample, we can examine
convergence and divergence in some detail” (p. 3). There is divergence on the ‘ideal’
sample size, and as with the idiographic approach the size depends on context, the
question posed and the richness of the data (Smith & Osborn, 2003). Smith et al. (2012)
suggest three to six participants for a Clinical Psychology Doctorate project; however,
they also suggest larger samples of six to ten for more in depth studies, which arguably
increases chances of publishing opportunities. High impact journals (indeed most
journals) publish predominantly nomothetic research papers, where large sample sizes
are important for generalisability. Arguably this has led to qualitative and particularly
idiographic and phenomenological researcher to increase sample sizes and small
samples are seen as a study limitation through a nomothetic lens. Vasileiou, Barnett,
Thorpe and Young (2018) highlight this and put a case for idiographic and qualitative
researchers to argue why smaller samples are important, particularly in terms of risking
loss of detail in exchange for thematic overview. Indeed, Holland in her IPA study
found that, although her original sample size of 13 added vibrancy to her project, it led
to data overload and resulted in a greater focus on common themes and a consequent
loss of idiographic detail (cited in Wagstaff et al., 2014). Wanting to get the balance

between having a paper that was likely to be published in the highest impact journal,
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whilst not losing the detail of participant accounts the research team agreed on a sample
size of eight to ten, with a minimum number of participants being set a six. However,

the recruitment ran into some difficulties and as such six participants were recruited.

Author reflection:

“Initially I was disheartened by not being able to recruit the number of
participants we had set out to. However, this soon dissipated in the analysis, as |
realised with greater numbers, I would not have gotten to know the data as
intimately as I had. I felt like I was able to step fully into each dataset and
immerse myselfin it. Should the sample have been significantly larger I believe
that my intimacy with the dataset would have diminished and I would have
moved from a more phenomenological and idiographic approach to something
more akin to thematic analysis. Therefore, in the end I am grateful for my
smaller sample, and feel I can defend such a sample more robustly now I am on

the other side of the analysis.”

Ethical considerations

Ethical considerations were drawn from the British Psychological Society (BPS)
Code of Ethics (2014) and guidance from the Health Research Authority (HRA, 2017).
The study gained ethical approval from the HRA North West — Greater Manchester
Research Ethics Committee (see appendix H & K), the University of East Anglia and
the host Trust (see appendix J). Issues of consent, confidentiality, coercion, deception,
risk, burdens to participants, debriefing and conflicts of interest were all closely
attended to. Appendix H1 contains a summary of these. Please see the study ethics form

(Appendix I) for in depth explanations of how ethical issues were attended to.
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The importance of philosophy

The analysis went through a number of iterations to provide the final set of
themes. After the first significant analysis the author and research team realised the
importance of further engagement in the underpinning philosophies of IPA and
particularly phenomenology. Furthermore, the author re-engaged with the philosophical
literature to better understand their epistemological and ontological positions. They
created an ontological and epistemological position statement, along with prompts for
important analytic devices to support this (appendix T). The descriptions of the analysis
should be seen within this context, and it should be noted that following re-engagement
with the philosophical literature, the analysis was started again from the point of initial
noting. With greater phenomenological understanding and clarity on epistemology and
ontology, the author and research team have produced a more phenomenological

account of participants experiences.

Additional reflective commentary prior to reanalysis

The author provides additional commentary from their reflective diaries that will
help the reader better understand the analyst’s re-engagement with the philosophical

underpinnings of IPA and an update of important preconceptions prior to re-analysis.

Re-engagement with the philosophical underpinnings of IPA.

“My reengagement with the phenomenological literature has been extremely
helpful in identifying how I can improve the analysis. In my initial analysis I

could not adequately answer the question “but what is their [participant’s]
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experience of power?” In my re-analysis I must ask: What did it mean to them?
Where did it start, where did it stop? The question begs where do I go back to? 1
think I need to listen to each one again and do initial noting for them [each set
of data] and pull out the experience. I need to bridle my assumptions, which I
prefer as a method to bracketing. I was excited to create a framework,
something which felt clinically useful, and was more for clinicians rather than
honouring the experience of my participants. Power was acting on me, power to
do the piece of research which met my conceptions of university, NHS
expectations and was publishable. I will not do this in my re-write. I owe it to my

’

participants who have taught me more than I can thank them for.’

Update on preconceptions.

“This is my second attempt at analysing this data and as such I have a number
of preconceptions to be aware of. The most important aspect for me to
remember is that my engagement in the literature around power significantly
shaped my first iteration of the analysis. This had the consequence of moving me
away from the experiential nature of my participants. Therefore, awareness of
this in the next analysis will be vital. In searching for meaning and
understanding of experience I can easily be drawn into finding frameworks of
understanding based in my prior assumptions and knowledge, but with the
damaging effect of potentially missing the experience of my participants. Noting
these pulls, mindfully, and discussing them with my supervisory team will be
important, as well as ensuring that interpretations are firmly grounding in the
data. My previously outlined preconceptions still stand but are further framed in

the context of my further reading and as such attention into subtle shifts in my
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position should be attended to and bridled, particularly in the early stages of

’

analysis. A clear audit trail will help me make sure of this.’

Analysis

A flow chart of the analytic process can be found in appendix U and a detailed

description of this can be found in appendix J1.

Analysis in IPA is analytic in focus and pays attention to how the participant
makes sense of their experience (Smith et al., 2012). The process is iterative and
inductive, requiring reflexive engagement with the data. The researcher adopted the
steps outlined by Smith et al. (2012), which were used as a guide, as IPA is an iterative
process. These steps involve immersion in a participant’s data with specific attention to
experience, concerns and understandings. The full process for this is outlined in

appendix J1.
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Quality

Quality was maintained through adhering to Yardley’s (2000) principles for
qualitative research. This framework was selected due to the compatibility with the
critical realist perspective taken in this research. Yardley’s ‘four concepts’ are applied
flexibility within the chosen approach to support quality in method and application. Full

descriptions of the application of this can be found in appendix I1.
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Chapter 6: Extended discussion and critical evaluation

Introduction

This chapter will bring together the findings of the portfolio and provide an
overall discussion and critical evaluation of the findings, implications, strengths, limits
and directions for future research. This will be supplemented by reflective statements

from the author to contextualise the author’s position to the reader.

Overall findings

This portfolio has presented two novel examinations of service users’
experiences in the therapeutic relationship, which moves from a general overview to
explicit experiences of power in the therapeutic relationship. This is exclusively from
the perspective of people using NHS services. The systematic review supports the
empirical paper and there are direct links between the themes of the two papers

presented.

Systematic review

The systematic review element of this thesis attended to the voices and
experiences of NHS service users in the current literature and sought to draw out factors
pertaining to the therapeutic relationship that were not effectively covered in the formal
literature in this context. Following a systematic search of the literature, thematic
synthesis (Thomas & Harden, 2008) of the current literature of NHS service users
experience of the therapeutic relationship in individual therapy was conducted. Four
superordinate themes emerged: 1. Tension prior to therapy, 2. Relieving the tension and

feeling comfortable enough to talk, 3. Feeling understood and developing
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understanding, and 4. Therapist actions. This provided the first review and thematic

synthesis in this specific context looking at this specific research question.

The synthesis highlighted the importance of attention to the therapeutic
relationship for NHS service users in individual therapy and provided an overview of
salient areas in service users’ experience, particularly in terms of non-modality specific
and ‘soft’ therapeutic skills and techniques. Interestingly the synthesis drew out factors
prior to therapy that impacted on the therapeutic relationship, something that has limited
attention in the formal literature. The synthesis also saw therapist behaviours that sought
to empower, provide flexibility or direction to participants was supportive in the
therapeutic relationship. This was interpretated as power being used positively by
therapists, again another area with very limited attention in the literature. Finally, the
appraisal of the literature reviewed suggested improvements in terms of authors stating
their relationship to participants and their philosophical positioning. These results have

direct implications for the following empirical paper.

Empirical paper

The systematic review and current literature indicate that the therapeutic
relationship is important for NHS service users. In addition, there may be important
factors outside of the typically reported relational factors that might impact on the
experience of the therapeutic relationship for NHS mental health service users.
Furthermore, there was a suggestion that therapists may use ‘positive’ forms of power
in the relationship. This alongside the dearth of empirical evidence around NHS service
users experience of power in the therapeutic relationships, and indeed the need for more
experiential evidence generally, provided the base for conducting this empirical piece of

research.
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Interpretive phenomenological analysis (IPA) was used to answer the question
how do NHS service users experience power in the therapeutic relationship? The
analysis was conducted from a soft constructivist epistemological stance, and this
allowed for greater exploration of how constructive acts influenced the experience of
the six participants who took part in the study. The analysis generated one superordinate
theme, the dynamic tapestry of power, which supported answering the research
question. This superordinate theme brings together the three subsidiary themes in an
overall metaphor of the experience of power in the therapeutic relationship. This is a
constructive act by the author and aims to provide a summary of the overall experience

of power.

The analysis has been situated within the analysist’s specific ontological and
epistemological positions and reflect the constructive acts and discourses of participants
and their impacts on the experiential descriptions. For example, participants’
experiences sat within the context of their historical experiences of disempowerment,
which were often felt as dehumanising, invalidating and rejecting, as well as creating a
sense of fear of those in greater positions of power, created narratives and discourses
about how they expected to experience power in the therapeutic relationship. This was
moderated with previous positive but less salient experiences such as feeling
humanised, accepted and validated, as well as hope for change. This meant that
participants experienced a tension on entering the therapeutic relationship between
expectations of disempowerment and the hope of empowerment and change.
Furthermore, participants described feelings of anxiety and often desperation on
entering the relationship which meant that they felt they had to accept, gratefully, what
was offered to them. Within the relationship power was initially felt as unbalanced
towards the psychologist and there was a felt tension in this as participants often feared

further disempowerment and the feelings associated with this. Participants and
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psychologists, through subtle and often unconscious means attempted to balance power
in the relationship. These acts subtly shifted their experience of power often brining
relief to the threat of feelings associated with further dissmpowerment. When the
feelings associated with the most disempowered aspects of participants experiences
were addressed this brought power sharply into focus for participants and constituted a
transformational shift in their experience. When this was positive it was seen as a
therapeutic moment and was experienced as feeling more comfort or trust in the
relationship. However, some participants experienced ruptures confirming the

expectations of disesmpowerment and with a felt sense of deflation and loss.

Overall, this analysis helps to bring into the formal literature factors important to
service users that was captured in the grey literature by Curran et al. (2019), who
highlighted a number of negative therapy processes within the grey literature as

described by service users (see table 1).
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Factors reported by service users in grey literature regarding negative therapy

processes (Curran ef al., 2019)

Domain

Subsidiary theme

Contextual Factors

Narrow options/restriction of choice
Venue crossing personal boundaries

Pre—therapy

Balance of power

Relationship

Unhelpful interpersonal distance (too close/ too far)
Devaluing

Lack of service user involvement

Lack of trust

Client Factors

Deference/Fear/Terror
Persistence

Balance of power
Social conditioning
Vulnerability of client

Therapist Behaviours

Devaluing the client

Blaming

Over adherence/rigidity

Power and control

Therapist’s emotional reactions (inhibit client)
Balance of power (manipulation)

Lack of service user Involvement

Therapy Processes

Emotion generated without meaningful resolution

Therapist Factors

Money

Endings

Balance of power

What was clearly highlighted in this research was the importance of the

imbalance of power in the relationship, both before and during therapy. Furthermore, it

supports a number of other factors identified such as feeling devalued, lack of choice,

lack of trust, deference/fear/terror, and social conditioning. These are important factors

that clinicians and policy makers should consider when designing and delivering

services.

This superordinate theme was constructed from three subsidiary themes which

are detailed below. The following will not just repeat previously described analyses but
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instead offer links to pertinent psychological literature to better understand the

phenomena described.

1. “Past experiences, if you like, had shaped my thinking” - The different

threads of disempowerment that shape experience in the relationship

The first subsidiary theme describes how previous experiences of
disempowerment shaped participants’ experience power and expectations in the
therapeutic relationship and created a sense of tension prior to therapy. This theme is
closely tied to the first theme in the systematic review, ‘tension prior to therapy’, and
expands on this. Understanding how previous experiences impact on present relating
and functioning is an important consideration in psychological formulation across
psychological approaches (Johnstone & Dallos, 2013) and how power has operated
historically in people’s lives may be an important consideration in this. Proctor’s (2008)
description of ‘Historical Power’ captures this, as well as the importance placed on
historical power operations in the Power Threat Meaning Framework (PTMF;
Johnstone & Boyle, 2018). This analysis has highlighted how historical power
experiences through institutions (such as care or education systems) and personal
trauma impact on the therapeutic relationship, as they often engender negative and
coercive power operations. However, this analysis puts particular focus on how
historical experiences of power within mental health services and the NHS impact on
participants. This is difficult for therapists to directly address, as often they are
inhabiting the same system, and challenging that system potentially comes with
professional consequences. This leaves a potential unspoken power dynamic that is

unable to be directly addressed by the therapist, yet still impacts on the relationship.
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The historical experiences of power appeared to shape participants’ identities
and beliefs. This could be described as a form of ideological power which relates to
identities, beliefs and thoughts within individuals that are created through societal
norms, stereotypes, and assumptions. This is form of power is summarised nicely in the
PTMF (Johnstone & Boyle, 2018) and influences from postmodern authors, such as
Foucault can be seen in this description. Participants explained how their identities,
particularly relating to their mental health, impacted on their experience of power both
within and outside of therapeutic relationships. Societal norms and stereotypes impacted
on participants experience of power to different extents and was linked to their previous
experiences. All participants acknowledged some form of historical stigmatisation in
seeking mental health support. Feeling stigmatised is well evidenced to be a barrier to
seeking help (Schomerus & Angermeyer, 2008), and whilst all participants were able to
overcome this, it was still acknowledged. This is another way of power operating at a

more unconscious level.

Norms around being grateful for receiving an NHS service were raised by five
participants. Gratitude is seen as motivating goodwill and care towards the benefactor
from the recipient (Algoe & Stanton, 2012). However, serval authors have posited that
gratitude can be a problematic paradigm, particularly for those in chronic receipt of
health services. In this study several of the participants felt ‘obliged’ to feel grateful for
the service they received, even if it was not truly felt. Galvin (2004) found gratitude to
be unproblematic for abled bodied people, but for disabled peoples it can ‘signify an
unbearable state of perpetual obligation’ (p. 137) and consistent gratitude being a
potential hallmark of entrenched disempowerment, shame and frustration (Day, Robert
& Rafferty, 2020). Violet offered a potential explanation for where this obligation
developed from when she described how the NHS being free at the point of service

meant that receiving healthcare felt like a gift, and that societal norms meant people
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should be grateful for gifts they receive. Whilst the NHS is not free for the majority who
pay taxes, the fact that service users offer no physical remuneration for services
rendered does set up this dynamic. This has implications for how able NHS service

users may feel around raising concerns or for seeking additional or different support.

2. “it’s never kinda been equal, but yea it didn’t feel like at the same time, it

didn’t feel inequal” - The balancing of power in the relationship

This subsidiary theme looks at how participants experienced a feeling of tension
due to power feeling naturally unbalanced on entering the relationship. They described
how often their subtle and unconscious acts attempted to protect from the feelings
associated with historical dissmpowerment, such as feeling judged or dismissed.
Participants also described more overt ways they or their psychologists attempted to
balance or shift power in the relationship. These acts subtly changed the experience for
participants and often brought relief to the tension felt prior to therapy. This theme also
maps on to themes two, three and four in the systematic review, as these describe
factors that provide relief to the tensions prior to therapy and support the therapeutic

relationship.

The role of therapist and the power inherent within their role was important to
participants. Proctor (2008) in her theory of aspects of power in therapeutic
relationships points to ‘Role Power’ and the authority of the therapist within their
organisation to define participants problems and provide or deny access to resources.
This is underacknowledged in the literature and is important consideration for therapists
as it could be a way they are operating in ‘power-over’ ways unconsciously with those
they are serving, which has been theorised, by several Feminist authors (Brown,1994;

Lerman & Porter, 1990; Veldhuis, 2001).



132

Participant’s experience in this theme could be seen as a form of ‘interpersonal
power’ which is drawn from the PTMF (Johnstone & Boyle, 2018) and is a postmodern,
relational conception of power (see Foucault, 1980). In this study interpersonal power
was seen explicitly in the therapeutic relationship between the participant and
psychologist. It was a dynamic process that was impacted by the micro-interactions
between therapist and service user that affected trust, feeling humanised, not judged and

validated.

The analysis also draws attention to processes that service users use to balance
power, as well as the processes they perceive the psychologist uses to balance power in
the relationship. This provides novel empirical links to the limited theoretical base of
the positive uses of power. Much of previous theoretical understanding of power see
therapists and others using their power in generally oppressive ways (Masson, 1989).
The author does not share this position, and this is supported by this research. More
optimistically, like Totton (2006), who feels that the structural and relational issues of
power within therapy can become a creative aspect of therapy, by making the exposure,
discussion, and overcoming of differentials integral to the therapeutic relationship. This
research alludes to how the discussion of power in therapy is the first step into
equalising some of the many imbalances that exist within all therapeutic relationships.

Or as Totton (2006) puts it:

“The only way to tackle this adequately, I suggest, is that instead of trying
hopelessly to eliminate power struggle from the therapeutic relationship, we
place it dead centre, highlighting the battle between therapist and client over the
definition of reality, baring it to the naked gaze and making it a core theme of

our work.” (p. 91)
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Putting power and discussions of its impact is a potentially important way that
clinicians can address power imbalance head on, opposed to it, being a more

unconscious operation in the therapeutic relationship.

Power being used positively was highlighted in this theme and the next.
Participants, particularly those who felt that power in their relationship was more
equitable theoretically described their therapist using a form of ‘Nutrient Power’.
‘Nutrient Power’, first described by Rollo May (2008) is a healthy form of power driven
by concern of the welfare of the other, and where their power is used ‘for’ the other.
Participants describing this explained how their psychologist used their power
positively or that it led to positive outcomes. This included suggesting helpful
treatments or pushing a participant to engage in a difficult but beneficial aspect of the
therapy, such as in the case of Lola. This form of power is grounded in the inherent
‘Role Power’ (Proctor, 2008) and expertise of the therapist, that when applied
benevolently was nurturing to participants. This was in contrast to maternalistic or

paternalistic approaches that participants like Cecilia experienced with other clinicians.

A more equitable use of power that was experienced as empowering was also
described by participants. This could be seen as a form of ‘Integrative Power’ (May,
2008), in the form of empowering them and providing choice and flexibility in terms of
how their treatments were delivered. Whilst there were structural limits on how much
choice and flexibility they could provide, where this was done at the level of the
relationship (such as offering choices around topics discussed) this had the effect of
making power in the relationship feel more balanced. This is the psychologist using
their power ‘with’ the participant and supports the posited benefits of clinicians

empowering services users in therapy where they can and moves services closer towards
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‘patient-directed care’ opposed to traditional paternalistic forms of care (Kumar &

Chattu, 2018).

3. “I think that was probably a turning point” - Pivotal therapeutic moments &

ruptures that transform the experience of power

All participants described particularly potent moments where power was thrown
sharply into focus which had a transformative impact on how they experienced power
and tension in the therapeutic relationship. These were interpreted as ‘therapeutic

moments’ or ‘ruptures’ in the relationship.

The phenomenology of potent therapeutic moments is poorly understood in the
literature, and this research provides a precursory introduction into this potentially
fruitful theoretical domain. Participants described how their therapists attended to
aspects of their historical experiences where they expected to feel disempowered in a
way that soothed or nurtured them. This allowed for greater trust and openness in the
relationship and was described by participants who had greater self-reported therapeutic
benefit from their therapy. The results tentatively suggest that therapist actions that
target specific areas where the client feels disempowered historically may have
significant therapeutic benefit in terms of the therapeutic relationship and thus outcome.
Barbro Giorgi (2011), whose work was published posthumously by her husband
Amedeo Giorgi, details a phenomenological account of three participant’s experiences
of pivotal therapeutic moments. These detailed results are summarised thus: “7The
results show that the pivotal moment is experienced as a figural moment within the
therapeutic process where a serious challenge to old assumptions takes place,
necessitating a break from old cognitive, affective and behavioural patterns in a context

of trust and safety within the therapeutic relationship.” (Giorgi, 2011, p. 61). This
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aligns with the experience of participants in the current study, with emphasis placed on
how power develops and impacts on the old cognitive, affective and behavioural

patterns.

Ruptures in the therapeutic relationship can be described as major or minor
breakdown in the relationship between therapist and client (Safran, Muran & Eubanks-
Carter, 2011). During ruptures, Safran and Muran (2000) describe how clients’ beliefs
about the self and other are being activated. Within the context of this research this can
be seen as participants’ beliefs around others being activated in terms of their
expectations of dissmpowerment formed from historical experience and how they
expected to be treated. Different therapeutic modalities have different approaches to
address ruptures in the relationship (Okamoto & Kazantzis, 2001) and it is noted that
some approaches put the importance of this more centrally. Specifically in Dialectical
Behavioural therapy (DBT; Linehan, 1987) this is put centrally and cites the importance
of validation as both a therapeutic strategy and foundation for addressing ruptures
(Linehan, 1997). Considering the importance participants in this research placed on
validation, this approach is an important consideration for the development of guidance

around the supporting the therapeutic relationship.

Personal impact of the work

The following is an extract from the author’s reflective journal speaking to the impact of

the findings:

“Following the interviews and analysis my thinking around how I approach
therapeutic relationships is changing. Particularly on starting conversations
about power in therapy with colleagues (psychologists and others) as well as the

service users I am working with. The quote from Axel has been one I have held
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on to: “if people are aware of the power they hold, then they have the power to
not to abuse it.” This I think is crucial to understanding the work’s impact on
me personally. I would go further to say that if people are aware of the power
they hold, the power within the institutions they reside in and the power held in
the culture that surrounds them, then they have the power to not abuse it. They
also make the important point whereby it is the responsibility of the person
holding the power to not abuse it and that it is their responsibility to become
aware of it, for how can we change what we are not aware of? Putting that
responsibility on those with greater power is vital for change, as it all too often
falls to the marginalised and disempowered to shine the light on disparity. Now
I know I will not be aware of all the different ways I or the systems around me
use our power in therapy, but I am now listening closer to the experiences of
those I work with, with more attention, and a more critical gaze on the methods

’

of practice taken as the norm.’

Overall implications

Overall, this portfolio has shed light on factors important in therapeutic
relationships in the NHS and the empirical aspect has provided the first in-depth,
idiographic and phenomenological exploration power in these relationships. The

implications, both clinical and academic, will be discussed.

1. The importance the NHS service user participants placed on the how
previous experiences, constructions and discourses around power shape and
impact the therapeutic relationship was a key finding of this thesis.
Contextual factors being important in NHS service users experience of

therapeutic was alluded to in the systematic revive and was thrown sharply
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into relief in the empirical aspect of this paper, situated within the context of
previously disempowering experiences both within and outside of the NHS.
These historically disesmpowering (and to a lesser extent empowering)
experiences permeated into the therapeutic relationship and therapy as an
evolving power process which impacted what participants felt they were able
to say and do within the relationship. This was seen by participants as
salient, complex and dynamic, whilst also being subtle, unconscious or
concealed within the therapeutic relationship. This supports evidence in the
grey literature that power processes are important for service users (Curran
et al., 2019) and brings this into the formal literature. This thesis suggests
that greater attention needs to be paid to NHS service user’s experience of
power both prior and during therapy, and calls for power to be discussed
more explicitly in therapy and beyond. This has implications for those
delivering, designing and administrating psychotherapy services.

Whilst subtle, the systematic review indicated that positive uses of power by
the therapist were important in the therapeutic relationship, but this was seen
explicitly in the empirical aspect of this thesis. The positive uses of power
are generally poorly represented in the literature (Proctor, 2017), particularly
in the context of psychotherapy. This thesis suggests greater empirical and
theoretical exploration in the uses of positive power by therapists in
psychotherapy. It also has implications in terms of furthering current theories
regarding power, specifically highlighting the need for positive power
operations to be addressed within the PTMF which by their own account
does not account for the positive applications of power (Johnstone & Boyle,

2018).
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3. This research draws together some of the disparate theories on power and
connects them to service user experience in the specific context of the NHS.
This has implications for future researchers to gain alternative, empirically
supported, understandings of some of the processes that might be occurring
in the aspects of therapy and the therapeutic relationship they are
investigating. This is especially important as this portfolio demonstrated that
factors are not just situated in the individual and as such, clinicians,
researchers and policy makers should consider this in the design and
development of services and interventions. This could be incorporating
approaches that pay greater attention to power (e.g., the PTMF), or
approaches that intend to build social and cultural capital, such as Trauma
Informed (Sweeney Clement, Filson & Kennedy, 2016) and Community
Psychology approaches (Kagan, Burton, Duckett, Lawthom, & Siddiquee,
2019). This would require a shift in attitudes and policy from a governmental
level so that that mental health and broader social care systems can address
structural inequalities instead of the traditional focus on individualised
models of treating mental distress (Cummins, 2018).

4. Finally, the importance of the therapeutic relationship to NHS service users
was highlighted across this thesis. Whilst not a novel finding, it is important
to highlight and keep front and centre within the context of an economically
and politically pressured NHS. Within a context that prioritises developing
time limited, highly structured and manualised approaches that are cost
effective (National Collaborating Centre for Mental Health, 2021), this is
something that should not be lost to policymakers less the NHS ends up

providing technically sound interventions without the time or flexibility to
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attend to the therapeutic relationship which could potentially deliver poorer

outcomes.

Strengths and limits

There are a number of strengths to this portfolio. The first is that data was drawn
exclusively from NHS service user perspectives in both the systematic review and
empirical aspect of this portfolio. This helps to address the dearth of service user voices
in research (Gabbard & Freedman, 2006) and especially of those using NHS services.
The unique perspectives offered build on indications in the grey literature that power is
important to service users but are not captured effectively in the formal literature
(Curran, et al., 2019). Where possible the perspectives of people with lived experience
of receiving therapy from NHS services were incorporated in the different design
stages, including having a member of the research team who is an expert by experience.
This has implications for the quality and relevance for this research (Beresford and

Croft, 2016) particularly for NHS service users.

Secondly, this research examines an area that is both clinically and politically
important. It illuminates the connection between the clinical (interpersonal/postmodern
explanations power) and the political (structural power) and how both are important in
developing therapeutic relationships. This is especially important in the current context
of the NHS where there is political and economic pressure to meet demands with fewer
resources. The structural impacts of power highlighted are likely to become more salient
in the current economic and political climate and something that cannot be fully
addressed at the level of the individual clinician. Empirical attention that highlights this
is vital if these structural issues are to be addressed at a political and societal level, and

this is something this research does, albeit it in very focused area.
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Thirdly, the methodologies utilised were suitable to answer the research
questions and were compatible with the author’s epistemological and ontological
positions. The relativity novel incorporation of soft constructivist epistemological
stance allowed for greater exploration of how constructive acts influenced the
experiential, whilst an ontology grounded in the pluralism of subtle relativism allowed
for the for constructive acts to be investigated whilst not denying participant’s
subjective reality. This was vital in a paper that was exploring power, which is typically
the domain of more relativist and social constructionist positions and approaches, and a
strength of this thesis is being able to capture sensitivity to this specific and highly
political context whilst not losing the experiential essence of participants’ descriptions.
IPA also has philosophy grounded in hermeneutics and this allowed for the issues
around the author’s power, perspective and experience to be examined in the research in
ways other approaches would not have. To support the readers understanding of this, so
they are able to form their own judgements, reflective statements have been provided
throughout. The commitment to quality and rigour, supported by the framework
provided by Smith, Flowers and Larkin (2012) and Yardley (2000) allowed for a robust

analysis with implications for transferability.

Finally, the study has a range of theoretical, clinical and organisational research
implications, which were discussed previously in this chapter. These also illuminate
numerous possibilities for future research, which will also be explored later. Each
participant requested a summary of the study finding and commented on the how they
felt the research was important. This highlights the personal importance of the research
to the very group it intends to serve.

Despite the strengths of this project there remain a number of limitations.
Firstly, there are issues pertinent to the sample and the diversity of participants,

psychologists and researchers in terms of diversity. Whilst IPA warrants a relatively
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homogenous sample, there was limited diversity in this sample. Particularly in terms of
being an exclusively white sample (and researcher), and whilst there was diversity in
terms of gender identity, sexuality and disability, it is likely that important aspects of
the social context relating to structural power may have been occluded. The relative lack

of diversity was also noted within the systematic review aspect of this thesis.

Secondly, the empirical aspect of this research was completed in a single NHS
trust (that was under significant pressure), looking at NHS service users who had
received secondary care from exclusively Clinical Psychologists. Whilst these factors
add to the homogeneity of the sample it certainly cannot account for the experiences of
the many other people in UK who received therapy outside of these contexts. It will be
up to the reader to judge whether there is transferability to other contexts. The author
believes many of the themes that emerged traverse these contextual boundaries and can
at the very least start conversations about their impact in other contexts to improve our
understandings of phenomenological experiences in areas which are relevant to clinical

psychology and beyond.

Finally, the research was led by a privileged Trainee Clinical Psychologist
fulfilling the requirements of Clinical Psychology doctorate during the COVID-19
pandemic (2019-2022). The author being a psychologist working during a time
unprecedented restrictions and uncertainty creates a unique context for research and
arguably dynamic between participant and researcher. Whilst attempts to attend and
bridle (bracket) the assumptions associated with these factors have been attempted
throughout (e.g., supervision, reflective diaries, co-production) it is likely that these
issues will have impacted on the analysis. The author has offered reflections on his
privilege in earlier chapters, but the following passage expands on the impact of the

pandemic:
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“I think I expected the impact of the pandemic on participants to feature more in
emergent themes, however, this was not the case. I wonder, now that we are two
years on from the start of the pandemic, that it has become, as threatened, ‘the
new normal’, and that participants (as indeed 1) have accepted the newer ways
of working and doing therapy? I wonder if the saliency of COVID-19 would
have increased had interviews been completed at the start of the pandemic?
Considering this was a time when structural (coercive?) power was being used
in ways that have not been seen in the UK before to restrict people for their
protection? Furthermore, the initial outpouring of gratitude for those working in
the NHS at the start of the pandemic is not what it is now. I guess this has made
me think about just how important an idiographic approach that is sensitive to

context is.”’

Future research

Whilst this research provides novel insight into how a small sample of NHS
service users experience power in the therapeutic relationship with Clinical
Psychologists there remains many aspects of this area to explore. Some of these have
been covered in the implications section of this chapter and additional suggestions will

be made here.

1. Exploring mental health service user experiences of power within different
contexts and between different professionals is an obvious extension of this
research. Exploring the experiences of service users who are systemically
disempowered and poorly represented in the literature, such as those under
Mental Health Act conditions, legal restrictions, or service users with

cognitive impairments could provide invaluable insights into how structural
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power operates in therapeutic relationships. Further, as the empirical aspect
of this thesis was exclusively concerned with Clinical Psychologists
expansion of this research question to other areas of the rapidly expanding
psychological workforce would be suggested.

2. This research has highlighted the importance of making power visible and
encouraging discussions around how power operates within therapeutic
relationships. There are empirical (and potentially experimental)
opportunities to investigate differences in relationships where power is
explicitly discussed and attended to in relationships. This could have wide
reaching implications for the development of practice guidance and add to
the literature on developing balanced therapeutic relationships in ways that
can be operationalised for clinicians.

3. Finally, the issues with this research being led by a psychologist and the
impact of this may have on participants, could best be addressed through a
fully service user led investigation of power in the therapeutic relationship.
The author would also encourage future research to incorporate voices from
mental health survivor groups and the hard-to-reach populations of people
who have dropped out of therapy. Arguably, this is a cohort of people whom
power has most impacted on in the relationship in terms of outcomes and

distress, and as such their perspectives would be vital to include.

Dissemination

The systematic review and the empirical research paper have been written for
submission for publication in the journal ‘Psychology and Psychotherapy: Theory,

Research and Practice’. This journal was chosen due to the journal’s focus on
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theoretical advancement and grounding empirical analysis within a wider theoretical
context. This is particularly important as the theory guiding power in therapeutic
relationships is often drawn from multiple perspectives and positions as well as being
underdeveloped with regards to the therapeutic relationship. Furthermore, the research
will be presented to the host trust for dissemination, as well as lay summaries provided
to the host trust to disseminate to service users and professionals. Summaries will also
be posted on the research website for wider access and summaries provided to
participants as well as the opportunity to discuss it with the author. The research will be
submitted for presentation at the University of East Anglia Annual Clinical Psychology

Conference.

Overall conclusion

This thesis suggests that NHS service users experience power with Clinical
Psychologists as a dynamic tapestry of power within the therapeutic relationship. The
importance participants placed on the how previous experiences, constructions and
discourses around power shape and impact the therapeutic relationship and participant
experience in therapy is a key finding of this thesis, along with the positive uses of
power, the importance of contextual sensitivity and overall importance of the
therapeutic relationship. The implications of this thesis for service users, clinicians, and
policy makers have been discussed along with suggestions for future research.
However, as therapists and service users are often using or having power act on them
unconsciously and as such awareness and acknowledgement of power differentials is
the only way to address what can be addressed. That is “...if people are aware of the

power they hold, then they have the power to not to abuse it.” — Axel
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20d | Present results of all sensitivity analyses conducted to assess the robustness of the synthesized results. n/a
Reporting biases 21 | Present assessments of risk of bias due to missing results (arising from reporting biases) for each synthesis assessed. n/a
Certainty of 22 | Present assessments of certainty (or confidence) in the body of evidence for each outcome assessed. n/a
evidence
DISCUSSION
Discussion 23a | Provide a general interpretation of the results in the context of other evidence. discussion
23b | Discuss any limitations of the evidence included in the review. limits
23c | Discuss any limitations of the review processes used. limits
23d | Discuss implications of the results for practice, policy, and future research. Implications

for practice

OTHER INFORMATION

Registration and 24a | Provide registration information for the review, including register name and registration number, or state that the review was not registered. Title page
protocol 24b | Indicate where the review protocol can be accessed, or state that a protocol was not prepared. Title page
24c | Describe and explain any amendments to information provided at registration or in the protocol. n/a
Support 25 | Describe sources of financial or non-financial support for the review, and the role of the funders or sponsors in the review. funding
Competing 26 | Declare any competing interests of review authors. Declaration of
interests interests
Availability of 27 | Report which of the following are publicly available and where they can be found: template data collection forms; data extracted from included n/a

data, code and

studies; data used for all analyses; analytic code; any other materials used in the review.
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Item Guide and description Area reported
Aim State the research question the synthesis addresses Background
Identify the synthesis methodology or theoretical
framework which underpins the synthesis, and describe the .
. i . Design, Search
Synthesis rationale for choice of methodology (e.g. meta- .
. L 20 . strategy, Thematic
methodology ethnography, thematic synthesis, critical interpretive svnthesis
synthesis, grounded theory synthesis, realist synthesis, Y
meta-aggregation, meta-study, framework synthesis).
Indicate whether the search was pre-planned
Approach to (comprehensive search strategies to seek all available Search strate
searching studies) or iterative (to seek all available concepts until &y
theoretical saturation is achieved).
nluson | $pel s nluionxcuston s s, s
criteria pop »anguage, y - Ype ol p ’ Y Selection Criteria

Data sources

Electronic
Search strategy

Study screening
methods

Study
characteristics

Study selection
results

type).

Describe the information sources used (e.g. electronic
databases (MEDLINE, EMBASE, CINAHL, psychINFO,
Econlit), grey literature databases (digital thesis, policy
reports), relevant organisational websites, experts,
information specialists, generic web searches (Google
Scholar), hand searching, reference lists) and when the
searches were conducted; provide the rationale for using the
data sources.

Describe the literature search (e.g. provide electronic search
strategies with population terms, clinical or health topic
terms, experiential or social phenomena related terms,
filters for qualitative research and search limits).

Describe the process of study screening and sifting (e.g.
title, abstract and full text review, number of independent
reviewers who screened studies)

Present the characteristics of the included studies (e.g. year
of publication, country, population, number of participants,
data collection, methodology, analysis, research questions).

Identify the number of studies screened and provide reasons
for study exclusion (e.g. for comprehensive searching,
provide numbers of studies screened and reasons for
exclusion indicated in a figure/flowchart; for iterative
searching describe reasons for study exclusion and
inclusion based on modifications t the research question
and/or contribution to theory development).

Search strategy,
selection procedure

Search strategy,
Selection procedure

Selection criteria,
Selection procedure

Results, Reviewed
studies

Figure 1, Results
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Item

Guide and description

Area reported

10

11

12

13

14

15

16

17

18

19

20

21

Rationale for
appraisal

Appraisal items

Appraisal
process

Appraisal
results

Data extraction

Software

Number of
reviewers

Coding

Study
comparison

Derivation of
themes

Quotations

Synthesis output

Describe the rationale and approach used to appraise the
included studies or selected findings (e.g. assessment of
conduct (validity and robustness), assessment of reporting
(transparency), assessment of content and utility of the
findings).

State the tools, frameworks and criteria used to appraise the
studies or selected findings (e.g. Existing tools: CASP,
QARI, COREQ, Mays and Pope [25]; reviewer developed
tools; describe the domains assessed: research team, study
design, data analysis and interpretations, reporting).

Indicate whether the appraisal was conducted independently
by more than one reviewer and if consensus was required.

Present results of the quality assessment and indicate which
articles, if any, were weighted/excluded based on the
assessment and give the rationale.

Indicate which sections of the primary studies were
analysed and how were the data extracted from the primary
studies? (e.g. all text under the headings “results
/conclusions” were extracted electronically and entered into
a computer software).

State the computer software used, if any.

Identify who was involved in coding and analysis.

Describe the process for coding of data (e.g. line by line
coding to search for concepts).

Describe how were comparisons made within and across
studies (e.g. subsequent studies were coded into pre-
existing concepts, and new concepts were created when
deemed necessary).

Explain whether the process of deriving the themes or
constructs was inductive or deductive.

Provide quotations from the primary studies to illustrate
themes/constructs, and identify whether the quotations were
participant quotations or the author’s interpretation

Present rich, compelling and useful results that go beyond a
summary of the primary studies (e.g. new interpretation,
models of evidence, conceptual models, analytical
framework, development of a new theory or construct).

Data extraction,
Thematic synthesis

Data extraction

Data extraction

Reviewed studies

Data extraction

Selection
procedure,
Data extraction

Thematic Synthesis

Thematic Synthesis

Thematic Synthesis

Thematic Synthesis

Results

Discussion
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Appendix C: Exemplar of CASP checklist

C hf P , www.casp-uk.net
) info@casp-uk.net

Critical Appraisal
Skills Programme Summertown Pavilion, Middle

Way Oxford OX2 7LG

CASP Checklist: 10 questions to help you make sense of a Qualitative research

How to use this appraisal tool: Three broad issues need to be considered when appraising a
qualitative study:

l\ Are the results of the study valid? (Section A)
l\ What are the results? (Section B)
l\ Will the results help locally? (Section C)

The 10 questions on the following pages are designed to help you think about these issues
systematically. The first two questions are screening questions and can be answered quickly.
If the answer to both is “yes”, it is worth proceeding with the remaining questions. There is
some degree of overlap between the questions, you are asked to record a “yes”, “no” or
“can’t tell” to most of the questions. A number of italicised prompts are given after each
question. These are designed to remind you why the question is important. Record your

reasons for your answers in the spaces provided.

About: These checklists were designed to be used as educational pedagogic tools, as part of a
workshop setting, therefore we do not suggest a scoring system. The core CASP checklists
(randomised controlled trial & systematic review) were based on JAMA 'Users’ guides to the
medical literature 1994 (adapted from Guyatt GH, Sackett DL, and Cook DJ), and piloted with
health care practitioners.

For each new checklist, a group of experts were assembled to develop and pilot the checklist
and the workshop format with which it would be used. Over the years overall adjustments
have been made to the format, but a recent survey of checklist users reiterated that the basic
format continues to be useful and appropriate.

Referencing: we recommend using the Harvard style citation, i.e.: Critical Appraisal Skills
Programme (2018). CASP (insert name of checklist i.e. Qualitative) Checklist. [online] Available
at: URL. Accessed: Date Accessed.

O©CASP this work is licensed under the Creative Commons Attribution — Non-Commercial-
Share A like. To view a copy of this license, visit http://creativecommons.org/licenses/by-nc-
sa/3.0/ www.casp-uk.net

Critical Appraisal Skills Programme (CASP) part of Oxford Centre for Triple Value Healthcare Www.casp-u k.net



Paper for appraisal and reference:
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Section A: Are the results valid?

1. Was there a clear Yes
statement of the aims of

the research? Can’t Tell

No

HINT: Consider

e what was the goal of the research
e why it was thought important

e jts relevance

Comments: "Given the growing emphasis on providing early intervention to individuals experiencing complex and severe
psychological distress, it seems pertinent to gain an in-depth understanding of subjective appraisals of
interventions that are extensively funded across EIP teams in the NHS. Such insight would help the clinicians to
increase their awareness of individually valued change mechanisms,thus encourage uptake and promote
active participation in the offered therapies.” - Yes see this quote

2. Is a qualitative Yes

methodology
appropriate? Can’t Tell
No

[]

HINT: Consider

e |f the research seeks to interpret or
illuminate the actions and/or subjective
experiences of research participants

e |s qualitative research the right
methodology for addressing the
research goal

Comments: yag, a thematic analysis of data was undertaken and this was indeed
appropriate to answer the research question "Therefore, the aim of this study
was to explore the experiences of receiving CBTp among individuals with

FEP within an EIP service."

Is it worth continuing?

3. Was the research Yes
design appropriate to
address the aims of the
research?

Can’t Tell

No

HINT: Consider

e if the researcher has justified the
research design (e.g. have they
discussed how they decided which
method to use)

process of data collection (Alhojailan, 2012)."

Comments: Yes - "Thematic analysis was chosen for a number of reasons. As outlined by Braun and Clarke (2006), such method offers researchers in
psychological sciences numerous advantages, including flexibility and relative ease of use in qualitative research. It produces results that are
generally accessible to relatively educated general public, provides useful and focused summary of key features of large body of transcribed
data, highlights similarities and differences across a given data set, and might generate unanticipated results. Furthermore, as argued by
Alhojailan (2012), such method allows data to be analysed at any time during the study, where there is no association between the initially
gathered information and the result of the investigation. Finally, thematic analysis has been shown to be appropriate when samples are defined
before proceeding with the study, while, in contrast, analysis by grounded theory relies on theoretical sampling that is determined during the
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CNSP

Critical Appraisal
Skills Programme

4. Was the recruitment Yes |:| HINT: Consider
strategy appropriate to e [f the researcher has explained how the
the aims of the Can’t Tell participants were selected
research? e |f they explained why the participants

No they selected were the most

appropriate to provide access to the
type of knowledge sought by the study
e |f there are any discussions around
recruitment (e.g. why some people
chose not to take part)

Comments: yag _ clear discussion of this and context.

5. Was the data collected in Yes |:| HINT: Consider

a way that addressed the e If the setting for the data collection was
research issue? Can’t Tell justified

e |fitis clear how data were collected (e.g.
focus group, semi-structured interview
etc.)

No

e |f the researcher has justified the methods
chosen

e |f the researcher has made the methods
explicit (e.g. for interview method, is there
an indication of how interviews are
conducted, or did they use a topic guide)

e |f methods were modified during the
study. If so, has the researcher
explained how and why

e |If the form of data is clear (e.g. tape
recordings, video material, notes etc.)
e [fthe researcher has discussed
saturation of data

Comments: yeg, semi structured interviews and procedure well described as well as a
discussion of ways data contamination was avoided, topic guide used and
described, form of data described.
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Critical Appraisal
Skills Programme

6. Has the relationship Yes
between researcher and
participants beeh Can't Tell
adequately considered?

No

179

HINT: Consider

e If the researcher critically
examined their own role,
potential bias and influence
during (a) formulation of the
research questions (b) data
collection, including sample
recruitment and choice of
location

e How the researcher responded to
events during the study and
whether they considered the
implications of any changes in the
research design

comments: Njjce relfexive statement but limited detial about what it is. Excellent part on

epistemological positions

Section B: What are the results?

7. Have ethical issues been Yes
taken into consideration?

Can’t Tell

No

HINT: Consider

e |[f there are sufficient details of how the
research was explained to participants for
the reader to assess whether ethical
standards were maintained

e |fthe researcher has discussed issues
raised by the study (e.g. issues around
informed consent or confidentiality or how
they have handled the effects of the study
on the participants during and after the
study)

e |[f approval has been sought from

the ethics committee

Comments: pracedure outlines some of the ethical procedures, as well as clear
statement of ethical approcal.
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CNSP

Critical Appraisal
Skills Programme

8. Was the data analysis Yes |:| HINT: Consider
sufficiently rigorous? e |[fthereis an in-depth description of the
Can’t Tell analysis process

e |f thematic analysis is used. If so, is it clear

No how the categories/themes were derived

from the data

e Whether the researcher explains how the
data presented were selected from the
original sample to demonstrate the analysis
process

e |f sufficient data are presented to support
the findings

e To what extent contradictory data are
taken into account

e Whether the researcher critically examined
their own role, potential bias and influence
during analysis and selection of data for
presentation

comments: Good description of analytic process. Clear use of quotes to illuminate how
themes developed. Good amount of first order data (quotes), own role

considered.
9. Is there a clear statement Yes |:| HINT: Consider whether
of findings? e |[f the findings are explicit
Can’t Tell e If there is adequate discussion of the
evidence both for and against the
No researcher’s arguments
e |[fthe researcher has discussed the

credibility of their findings (e.g.
triangulation, respondent validation, more
than one analyst)

e |[f the findings are discussed in relation to
the original research question

Comments:yag, clear in discussion. Good engagement with strengths and weaknesses.
Answers research question.
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CNSP

Critical Appraisal
Skills Programme

Section C: Will the results help locally?

10. How valuable is the HINT: Consider
research? e |[f the researcher discusses the
contribution the study makes to existing

knowledge or understanding (e.g. do they

consider the findings in relation to current

practice or policy, or relevant research-

based literature

e |[f they identify new areas where research

is necessary

e |[f the researchers have discussed whether

or how the findings can be transferred to

other populations or considered other

ways the research may be used

Comments: Highly relevant to context and good clear indications of where future
research is needed.




Table 1
CASP Scores for included studies

Appendix D: CASP scores for systematic review papers

182

2. Awenat, Shaw-

1. Mankiewicz, Nudez, Kelly, Law, 3. Balmain, Melia,

4. Omylinska-

CASP Criteria O’Leary & Ahmed, Welford, John, Dent & Thurston & Cooper
Collier (2018) Tarrier & Gooding Smith (2021) (2014)
(2016)
Yes No DK Yes No DK Yes No DK Yes No DK
1. Was there a clear statement of the aims of the
X X X
research?
2. Is a qualitative methodology appropriate? X X X X
3. Was the research design appropriate to address the
. X X X X
aims of the research?
4. Was the recruitment strategy appropriate to the
. X X X X
aims of the research?
5. Was the data collected in a way that addressed the
) X X X X
research issue?
6. Has the relationship between researcher and
.. i X X X X
participants been adequately considered?
7. Have ethical issues been taken into consideration?  x X X X
8. Was the data analysis sufficiently rigorous? X X X X
9. Is there a clear statement of findings? X X X X
10. How valuable is the research? X X X X
Total out of 10 10 9 9 10
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5. Hoskins, Blood,

6. Marsden,

8. Picariello, Ali,

L Stokes, Tatham, Teahan, Lovell, .T )
CASP Criteria ofes, tatham canat, Love 7. Tyrer & Foubister &
Waller & Turner Blore & Delgadillo Masterson (2019) Chalder (2017)
(2019) (2018)
Yes No DK Yes No DK Yes No DK Yes No DK
1. Was there a clear statement of the aims of the
X X X X
research?
2. Is a qualitative methodology appropriate? X X X X
3. Was the research design appropriate to address the
) X X X X
aims of the research?
4. Was the recruitment strategy appropriate to the
) X X X X
aims of the research?
5. Was the data collected in a way that addressed the
) X X X X
research issue?
6. Has the relationship between researcher and
.. i X X X X
participants been adequately considered?
7. Have ethical issues been taken into consideration? X X X X
8. Was the data analysis sufficiently rigorous? X X X X
9. Is there a clear statement of findings? X X X X
10. How valuable is the research? X X X X
Total out of 10 9 9 5 9
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9. Griffiths,
Mansell, Edge,

10. Leonidaki,

11. Joyce, Tai,

12. Low & Murray

CASP Ceriteria Carey, Peel & Tai Lemrrg (ﬁg)lobbls Gebbl(azc(!;cll;/;ansell (2014)
(2019)
Yes No DK Yes No DK Yes No DK Yes No DK
1. Was there a clear statement of the aims of the
X X X X
research?
2. Is a qualitative methodology appropriate? X X X X
3. Was the research design appropriate to address the
. X X X X
aims of the research?
4. Was the recruitment strategy appropriate to the
. X X X X
aims of the research?
5. Was the data collected in a way that addressed the
. X X X X
research issue?
6. Has the relationship between researcher and
. : X X X X
participants been adequately considered?
7. Have ethical issues been taken into consideration? — x X X X
8. Was the data analysis sufficiently rigorous? X X X X
9. Is there a clear statement of findings? X X X X
10. How valuable is the research? X X X X
Total out of 10 10 9 10 8
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13. McManus,
CASP Ceriteria Peerbhoy, Larkin & 14. Gee et al. (2022)
Clark (2009)
Yes No DK Yes No DK
1. Was there a clear statement of the aims of the
research? X X
2. Is a qualitative methodology appropriate? X X
3. Was the research design appropriate to address the
aims of the research? X X
4. Was the recruitment strategy appropriate to the
aims of the research? X X
5. Was the data collected in a way that addressed the
research issue? X X
6. Has the relationship between researcher and
participants been adequately considered? x X
7. Have ethical issues been taken into consideration? X X
8. Was the data analysis sufficiently rigorous? X X
9. Is there a clear statement of findings? X X
10. How valuable is the research? X X
Total out of 10 9 9
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Appendix E: Inclusion and exclusion criteria and rationale for systematic review

Table 1

Inclusion and exclusion criteria for the systematic review

Criteria Criteria Rationale
#
Inclusion criteria
1 A qualitative research methodology The research question is looking at experience which is

(including mixed methods)
Participants are in receipt of
psychological therapy (or their data
is exclusively part of the results)
Participants therapy experience
delivered in person

Therapy received on an individual
(one to one) basis

Therapy received in NHS service

Participants based in the United
Kingdom

Adult (18 or over) participants at
time of study

Exclusion criteria

No data relevant to the therapeutic
relationship

No significant first order data
(direct quotes from participants)

Participants not in receipt of
psychotherapy

Participants detained formally or
informally in an inpatient setting

Participants with cognitive
impairments (such as Intellectual
Disability or Neurodegenerative
disorder)

best captured through qualitative methods.

The research question is interested in service user
perspectives exclusively as these are not as well
represented in the formal literature

This is to exclude therapy that was delivered by
electronic means as the research question is interested
in the interactions between therapist and service user.
This criterion is to focus the research and increase the
likelihood of information pertinent to the therapeutic
relationship. Group process are likely to dilute the
therapeutic relationship between participant and
therapist. Furthermore the empirical aspect of this
thesis is concerned with individual therapy.

The research question focuses in on the context of the
NHS.

As above. The NHS is based within the UK.

The empirical aspect of this thesis is concerned with
adults and as adults are the largest recipients of MH
services this was chosen.

The research question is looking at factors impacting
the therapeutic relationship and as such a paper that
meets criteria but has no data that can support
answering the question is not going to add anything to
the synthesis.

Participant quotes form a core aspect of the synthesis
process as part of the ethos of this paper was to
highlight the voices of service users. Papers that
contain just interpretive descriptions and minimal first
order data are unlikely to support this ethos.

The therapeutic relationship exists in the context of a
psychotherapy to be explored. Whilst therapeutic
relationships exist within other contexts, this thesis is
focused on psychological processes and professions.
This thesis focuses on community service users as the
largest group in receipt of therapy. Also due to the
potential coercive effects of legal or the threat of legal
restrictions on the therapeutic relationship.

This thesis focuses on participants without cognitive
deficit.




Appendix F: Example of selection process for systematic review

A B C D E
fEA™ TITLE - ABSTRACT -~ EXLUSION-| EXLUSION-
e ~hildrenas'™s cencer care. treatment centres for children with cancer in england, Wales and Scotland. T ERY R ARy
023 Zalaslrophic cognilions abuul cotongvinus: The Oxlurd psychulogical invesligalivn ol Backgiound Cugnilive Lherapies are developzd on Lhe principle thal specilic not quali

1 | loronavirus questionnaire [TOPIC-Q]. cognitive appraisals are key determinants in the development and maintenznce of
023 92 | “antral diabetes insipidus from a patient's perspective: management, psychological  Central diabetes insipidus is a rare neuroencocrine condition. Data on treatment- not psychotherapy
:n-morhidities, and renaming of the conditinn: results from an internatinonal weh- assnriated side-pffects, psychological comaorhidities, and incorrect managzement
023 93 | ““hanges in attitudes to awareness of hypoglycaemia during a hypoglycazmia The aims of this study were to assess cognitions relating to hypoglycaemia in to view ~
warsness restoration programme are associated with aveidance of further severe adults with type 1 diabetes and impaired awareness of hypoglycaemia before and | under 18
52a 94| “haracter strengtha€“focused positive psychotherapy on acute psychiatric wards: A Objective: Amanualized single-session positive psychctherapy intervention was ::: :_.r::.ce uset
easibility and zcceptability study. developed and tested on acute psychiatric wards. Methods: Participants were no first order data
123 g5 | "haracterising recovery following abdominal aortic aneurysm repair using Purpose: Surgery is associated with a post-operztive stressresponse, changes in not face to face
2:arcu:n;:nulmonar\.r exercise testing and patient reported outcome measures. cardicpulmonary reserve, and metabolic demand. Here recovery after acdominal | not nEs
023 95 | characleristivs ol adulls wilh lype 1 diabeles and Uealmenl-resistant problzmalic Problemslic hypuglycaemia sUll complicales insulin therapy Tor some wilh lypel | not uk
poglycaemia: a baseline analysis from the 11ARPdocRCT. diabetes. This study describes baselire emotional, cognitive and behaviourel no data relevant to TR
022 97 | “haracteristics of alcohol recovery narratives: Systematic review and narrative Marratives of recovery from alcohol misuse have been analysed ir a rangs of naot DISFChOFhe”pY not UK
wnthesis. research studies. This paper aims to produce a conceptual framework describing net 1..1.th.e anry
023 oz | “linical effectiveness of active Alpha-Stim AID versus sham Alpha-Stim AIDin major  Randomised sham-controlled trials of cranial electrostimulation with the Alpha- i‘:g?';t;i:zt;]:::; hd
{=pression in primary care in England (Alpha-Stim-D): a multicentre, parallel group,  Stim Anxiety Insomnia and Depression (AID) device have reported improvec
222 99 “linician perspectives on what constitutas good practice in community services for The need to improve the quality of community mertal health services for people ot carvice user
2Jacnple with complex emational needs: A qualitative thematic mzta-synthesis. with Complex Emotional Nzecs (CEN) (who may have a diagnosis of 'personality
022 iy Zlinicians&€™ parceptions of virtual reality for firesetting. Purpose: Vlr‘tualrreallty(VF} isa novel technology that could be usedin the not psychotherapy
2 . : : . assfassr_ne[ﬁt arj1d,:0r1re_a‘tment of deliberzte f.lresertl_ng. Ihls_smdyalms to develop
023 101 | Zlustern randumised conbrolled bial of saeening fon atial fbrillationin peopleaged  Auial librillalion (AF) is @ common arthy thimia associaled wilh 30% ol sbivkes, as not psychotherapy
) years anc over to reduce stroke: protocol forthe pilot study for the SATCR trial. well as other cardiovascular disease, dementia end death. AT meets many criteria
123 102 | “ognitive behavioural therapy for insomnia (CETi) as atreatment fortinnitus-relatad  Insomniais a significant difficulty and is reported by large proportion of peonle notquali
nsomnia: A randomised controlled trial. with tinnitus. Although cognitive hehaviourzl therapy for insnmnia (CRTI) might he
023 102| Cognitive behavioural therapy self-help intervention preferences among informal Informal caregivers [i.e. family and friends) provide essential support to pecple oL Tt Lo fate
:aregivers of adults with chronic kidney disease: an online cross-sectional survey. with chronickidney disease (CKD). Many informal caregivers experience mental
p2a 104 “ognitive bias modification training of attention and interpretation to reduce Objective: This study aimed to investigatz whether a computerized cognitive bias not quali
:¢pectations of social rejection in adolescents with eating disorders: A small efficecy  modification training delivered remotely would recuce expectations of rejection
122 105| “omparztive cardicvascular side effects of medications for attention- Pharmacotherapy is an important component of the multimodal treatment cf not psychotherapy
2iaf|at,fhyperactlvny disordern children, adolescents anc adults: protocol fora attention-deficit/hyperactivity disorder (ADHD). Cardicvascular safety of
023 106| “omparslive ellecls ol phanmacolugical interventions fur the acele and lung-lenm Behavivural, cugnilive, and pharmacolugical interventions can all be elTective Tur not psychotherapy
nanagement of insomnia disorder in adults: a systematic review and network meta-  insomnia, llowever, because cf inadequate rescurces, medications are more
123 107| “omparing the effectiveness of imagery focussed cognitive therzpy to group Bipolar disorder is a severe, chronic mental disorder. Treatment options are not quali
wychoeducation for patients with hipolar disorder: A randomised trial. limited, with pharmacnlogical approaches continuing to dominate. However,
023 102| “ompassion-Focused Therapy for an Older Adult with Motor Functional Neurological  Motor functional neurological disorder (mFND) is a condition where individuals - not uali
disorder: A Case Study. may experience difficulties such as tremors, gait impairments, and peralysis which
_109 e ACORANATL Chea Al A i A £y’ R S n | Aanan Aol b LENZN i £ Al = %l +. £i. =l
| 2nd sureen (2) | Extlusiun Update papers 2nd sureen | Full dala 07.05.23 471) | ® [4]
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Appendix G: Example of data extracted for systemic review

Example of extracted data for systematic review taken from paper 12 (Low & Murray,
2014).

Results
Analysis identified five key themes (see below). In the following each is presented in turn
and supported by excerpts from the research interviews. Pseudonyms are used to ensure
anonymity.
Living with Symptoms Before Therapy
Participants gave accounts of their mental states prior to receiving trauma-focused cognitive
behavioural therapy (Trauma-Focused-CBT). These descriptions often centred
on their perceived ‘breakdown’ of their sense of self following their traumatic experiences. A
loss of identity, believing that they were ‘no longer the same person’ (Mohamed) and ‘losing
confidence’ in themselves and their abilities were reported;
1 felt like 1'd got a personality disorder. And he [therapist] said well a lot of people feel like
that, that they 're going crazy and stuff like that, but I did actually feel I was completely
disintegrating. (Sarah).
Prior to the therapy sessions participants described feeling ‘bewildered’, with their minds
being ‘mixed up at the time’ (Lisa). Feelings of guilt associated with their traumatic
experiences were also frequently reported, with some initially thinking that they would not
recover;
Yeah and I'm glad I saw it through now. Because at the time I couldn’t see. It was like fog.
And I couldn’t see getting any better really. So I'd have used any excuse to put anything off-

(Rebecca).
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A range of symptoms associated with suffering from PTSD were discussed by participants.
These included intrusive memories and images associated with the traumatic event, negative
and suicidal thoughts, and the suppression of these thoughts, negative behaviours, such as
using alcohol to try to cope with the difficult feelings and thoughts, and difficulties sleeping.
These symptoms experienced prior to therapy were found to improve for participants

in a number of ways following completion of the therapeutic process;

1 remember before coming here I had the violent

mood swings, not being able to sleep, not being able

to eat. Just wanting to shut myself off completely. I

mean a couple of times I’d go upstairs and lock the

door and I would stay upstairs for two days. Completely

shut off. Not eating, not drinking nothing for

two days. So like I said without this place, I probably

wouldn’t be here. (John).

Such symptoms impacted not only on the lives of participants, but also their partners and
family members. Additional challenges associated with PTSD were ‘out of character’
behaviours, such as feeling irritable and on occasions being aggressive with people close to
them;

So everybody, my family, was aware that I was shorttempered.

They were leaving me alone. 1'd lock

myself in my study out the way. I just lost interest in

everything... I knew I was short with people, but [

couldn’t stop myself from being short with them... I

was volatile. (Mohamed).
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These accounts reflect the distressing symptoms participants experienced prior to receiving
Trauma-Focused- CBT. Their lives, as well as people close to them, were affected negatively
in a number of ways.

Feeling Ready for Therapy

Following recognition of their symptoms, participants reported thoughts around wanting
change by accepting some therapeutic help. Descriptions centered on the time they spent
waiting for therapy, and what it meant for them to receive their diagnosis;

So when I got the initial diagnosis of severe posttraumatic

stress disorder, I felt a great relief actually...

But for me having that label was actually a

relief because it gave a name to this demon, the

suffering. (Sarah,).

By the time participants were referred for therapy, most felt prepared and ready for this help.
They prioritised therapy over other areas of their lives, as they recognised it was something
which they really needed;

I was desperate for help, yes I was I admit that.

(Lisa).

However, some interviewees were not aware at the time that they were unwell, and partners
and family members often played a key role in helping them to identify that

something was wrong;

Well I was as ready as I’'m ever going to be. [...] It

was my partner who picked up on it. It was causing a

lot of rifts between me and her. But I was like yeah,

let’s go and give it a go and see what happens. (John).
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There was some variation between participants’ accounts relating to the speed at which they
actually received therapy following their referral. Some were very satisfied with the length of
time they had to wait, thinking they did not have to wait very long at all for therapy.
Conversely, others would have liked to have received the help a lot sooner, believing they
had to wait too long;

Well I was a bit anxious over the length of time. |

thought it was a good wait. I suppose everybody has

that problem, but in my circumstances I thought it

was quite a wait...I mean I was looking forward to it.

I really was looking forward to coming here and |

thought it was a long wait... I would have been

happier if it had been sooner. (Brian).

Alongside discussion of their decision that some therapeutic help would be beneficial,
participants discussed the factors associated with the therapeutic process and the
therapeutic relationship that were of primary importance to them. These issues are addressed
in the following theme.

Being Involved

A strong sense of involvement in therapy was wanted and enabled for participants. This
related not only to themselves, but also partners, friends and family members who

attended the therapy sessions.1 As such, therapy was described as a collaborative process;
The therapist takes the time to listen to what [ want to

say, apart from having to listen to what he wants to

say. We worked through the problems and we worked

together on it, and we come up with some answers.

1’ve been quite happy with it. (Brian).
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Participants often decided on the direction therapy should take, along with the pace at which
they moved along at. As a result, they felt understood; they felt their therapists listened to
them and respected their views, which resulted in them feeling more involved in the
therapeutic process;

1t was taken at my pace. You know, my therapist

suggested things what sort of like... Instead of saying

do this do that, she made suggestions and I sort of

come out with suggestions and then she said, ‘‘Oh

veah, try that.”” (Rebecca).

Along with feeling very involved in the therapeutic process, participants described becoming
semi-independent during therapy. This related to making decisions for themselves during
therapy, and also by using techniques learnt in therapy independently and outside of the
therapeutic environment;

Yeah because Louise made suggestions and 1'd try it

and she’d ask me when I went back, ‘‘Did you try it?"’

1'd be honest and say yes or no, or I did it a different

way to what she said... I decided on my own and she

said, ‘‘Well that was good, you worked that out for

yourself.”” And I felt a lot easier with it. (Rebecca).

Participants also recognised the possibility of becoming ‘dependent’ on therapy and the
therapeutic relationship but felt in control of when the therapy sessions came to an end;

1 think I was in control of when I felt those sessions

could end. I don’t know how long they would have

gone on had I not made that decision. I suppose you

can become quite dependent on things. But I don’t
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know for some reason I just felt OK and I thought,

“We’ve gone as we need to go.”’ So I don’t know

whether control is the right word, the way it’s used,

but I felt that I had a really big say. (Sarah).

This idea of taking control and becoming more independent was also emphasised in relation
to other areas of participants’ lives, outside of the therapeutic environment.

Participants described becoming more positive, and engaging in activities that they had
previously stopped taking part in.

Bringing About Therapeutic Change

All participants provided accounts of the factors they found facilitative of therapeutic change
for them personally. Once again, these accounts emphasized their own agency in

bringing about therapeutic change. Empathy, understanding, being non-judgemental and
patient were identified by participants as important characteristics for therapists to

possess, but participants also emphasised the need to talk to someone who was a stranger to
them. As a result, participants often felt more comfortable and able to be open with

their therapist than with family members;

She was very, very good... Louise’s patience. Her

ability to pull the conversation back to where it

should be if I had wandered off anywhere. Her

understanding, her empathy. [...] I wanted to speak to

someone who was a total stranger to me, didn’t know

me and I didn’t know them... (Mohamed).

Specific tools used during therapy were identified as beneficial. Being exposed to and
discussing the traumatic event was described by participants as being important, as

was psychoeducation concerning their reactions to the traumatic events;
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Just talking about it I think because you keep it to

yourself don’t you?... He’s like instilled that what

happened in the incident and things, that I was not

wrong in reacting in that way. Because you do think.

(Vicky).

The homework element of therapy allowed participants to ‘practise’ the techniques learnt
during therapy at home independently. Some suggested that this helped to ‘move

things on’ during therapy. Participants also emphasised the importance of questioning their
thought processes and thinking patterns during therapy, whilst recognising that

their ‘thoughts were just thoughts’;

[ think it was probably having somebody to listen and

help me explore more objectively the situation that |

found myself in. And sort of be able to take a step

back. And also some of the techniques that were sort

of discussed and going away and practicing those and

actually coming back and finding that they were

working. (Diane).

Other techniques which were found to be beneficial for participants included the concept of
mindfulness, relaxation during anxious situations, and the diagrammatic work

completed with their therapists. Feelings of safety were identified as important for some
individuals, with therapy and the therapeutic relationship being described as a ‘little

safe house’ and a ‘safety valve’ for them;

So diagrammatically again we were able to look at

those patterns of behaviour and my belief system,
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which is a very entrenched belief system... So

examining when things happen and how that belief

system comes into play, and you know, questioning

it, again which is a very important... 1 felt Richard

gave me the tools to understand my own belief system

and I was able to reinterpret things myself. I had

the facilitation to examine my own beliefs and ideas

with help and support. Rather than directing me, he

facilitated me. (Sarah).

The flexibility in the use of time within therapy sessions and when each session took place
were important aspects of therapeutic change for participants. Individuals placed importance
on ‘never feeling the pressure of time’. They described valuing the fact that therapy sessions
were ‘allowed to run over’. The length of time between appointments was also important,
providing necessary time to ‘deal with things’ between sessions. One participant
commented on the importance of the support provided by her therapist in-between sessions.
She reported how at one point she was unsure whether to continue with the therapy
sessions. However, her therapist telephoned her and this had encouraged her to begin
attending again.

Life After Therapy

Participants discussed the effects of receiving therapy. It was recognised that the initial
therapy sessions were quite ‘draining’ and many reported becoming upset during these
sessions. However, gradually the therapy sessions became easier for participants;

I honestly can’t remember coming here for the very

first time... but [ remember parts of it... I remember

being like a little kid crying my heart out in front of
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Simon. A couple of times when I was talking about

my experiences and sort of like reliving them. That

was uncomfortable, but I knew that you've got to do

that otherwise you aren’t going to get anywhere. So it

was just like a stepping-stone that I had to face.

(John).

Participants described the effects therapy had on the symptoms of PTSD they experienced.
Many suggested that their sleep had improved, with participants no longer suffering from
disturbed sleep and nightmares. The ability to ‘re-evaluate negative thoughts and behaviours’
(Sarah) associated with the traumatic experience was also of central importance. Participants
believed that therapy provided them with hope again after feeling ‘hopeless and

helpless’;

But I am sleeping much better, I'm eating. Certainly

my sleep patterns have changed, although I’ve had a

couple of nights where it is not quite right. But I am

not having the nightmares and not waking up and

then not being able to go back to sleep... I can go

back to sleep. I don’t have this constant feeling of

impending doom anymore. (Sarah).

The effects of therapy on other areas of their lives were highlighted by participants. Positive
effects were reported in terms of improvements in relationships with partners, family
members and work colleagues. Participants noted how ‘things had become quite stressful at
home, but following therapy they have settled down again’ (Diane).

Some also discussed the positive effects in terms of their work, with completion of therapy

often resulting in them returning to paid or voluntary employment.
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So I think I've done well to get where I’'ve got to

today ... It enabled me to focus on other things, other

points of my life...  went to MENCAP and learnt

how to be a carer. (Patrick).

Participants discussed how the techniques and ‘tools’ acquired during therapy could be used
to help them to cope with other issues in their lives, as well as being able to

transfer them to other situations;

In my sessions I was introduced to the idea of

mindfulness and that was a concept I have never sort

of come across before. And going away and learning

a little bit more about that and actually trying to use

some of them techniques to sort of, help with perhaps

anger issues and things like that... It’s something that

I can take away and continue to use and I do use in

other situations. (Diane).

Although participants stated how the therapy that they received had helped with many aspects
of their lives, some discussed how ‘everything is still not perfect’ (Sarah). A

number of participants still held very strong feelings towards their traumatic experience;
I’'m not saying it took away everything or the guilt

and all that, because it hasn’t, because I've still got it.

But it did help a lot. (Lisa).

Participants recognised that there were still things they felt unable to do and ‘may not be able

to do for a long time’ (John). However, participants could now ‘recognise the
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signs’ (John) and felt more able to cope than prior to receiving therapy. Some still had
periods when things were difficult, and a few had not regained interest in activities

they previously enjoyed. Others believed that they had actually changed as people, and would
‘never be the same again’ (Mohamed).

Discussion

Prior research has employed qualitative methods to examine service-user perspectives
following CBT for a number of conditions. However, no research exists which

uses qualitative methodology to investigate service-users’ experiences of receiving Trauma-
Focused-CBT for PTSD. The present study therefore aimed to explore the positive
experiences of such individuals. The aim of the study was not to evaluate the efficacy of
Trauma-Focused-CBT, but rather to highlight what aspects of the therapeutic process
participants found beneficial for them and stimulate thought about these. The themes
presented represent participants’ beliefs around the factors they found important in
facilitating therapeutic change.

It has previously been suggested that some service-users struggle to conceptualise their ill-
health (Kinderman et al. 2006). Prior to therapy, some participants in this study did

not view themselves as being unwell. Partners and family members often played a key role in
helping them to identify that help was required. However, generally participants

were aware of the symptoms they experienced, and explained how these impacted on their
lives in a negative way. They also recognised the negative impact of their

behaviour on their partners and family members. As reported by Ehlers et al. (2009),
secondary problems may occur if PTSD remains untreated. Along with the core

symptoms of PTSD, depression, interpersonal conflict, alcohol use and sleep difficulties were
identified by participants in this study. For these particular participants it is apparent that

receiving Trauma-focused-CBT had a significantimpact on many of their symptoms, however
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certain symptoms seemed to decrease more than others. Participants reported a number of
positive changes in relation to their behaviour and thinking patterns. With the

help of therapists, participants were able to re-evaluate their thoughts and provide alternative
explanations. In addition, participants reported that therapy provided them with hope for the
future, improved their relationships with others and increased their motivation to return to
employment.

Participants reported that following completion of therapy some of their symptoms of PTSD
were still present. Trauma-related guilt associated with their traumatic experiences was still
reported by a number of participants following completion of therapy. Kubany et al. (2004)
defines guilt as an unpleasant feeling accompanied by a belief that one should have thought,
felt or acted differently. He recognises that not only is trauma-related guilt unhelpful, but
these feelings are also very difficult to change. On-going identity issues were also still noted
by a number of individuals. Some described being changed as people following their
traumatic experience and how they ‘would never be the same again’. It is possible that
Trauma-focused-CBT specifically targets certain symptoms of PTSD (Ehlers and Clark
2000), or that a greater number of sessions are needed in order to eradicate these particular
symptoms. Therapists could be aware of this when working with clients and make sure that
more of the therapy sessions are spent targeting these symptoms. This would ensure
therapists’ time and resources are used more efficiently.

Participants emphasised factors they found facilitative of therapeutic change. The most
researched factor involved in CBT appears to be the ‘therapeutic alliance’. In line with
previous research (Hansson et al. 1993; Gordan 2000; Rossberg 2004), empathy and
understanding were identified as important characteristics for therapists to possess.
However, participants in this study also described being non-judgemental and patient as

significant therapist characteristics.
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These characteristics encouraged participants to be open and honest with their therapists,
consequently facilitating therapeutic change. The building of this therapeutic relationship
appears to be a generic requirement in all CBT therapies, with some researchers claiming that
the outcome of CBT therapies is dependent on the quality of this relationship (Borrill and
Foreman 1996). Participants in this research also emphasised the importance of feeling

safe in the therapeutic environment. However, this may be specific to this client group given
the nature of PTSD. Participants’ wanted to contribute to their own recovery’

by being involved in the therapeutic process. Participants’ own preference for involvement,
then, provided a good fit with the collaborative emphasis of CBT (Chadwick et al.

1996). Therapists should therefore recognise that allowing individuals to feel in control
during the therapy sessions may facilitate therapeutic change for participants with

PTSD. However, participants described feeling ‘overwhelmed’ during the earlier stages of
therapy, which indicates that more guidance may be required from therapists during this
initial period.

While clients in previous research (Borrill and Foreman 1996; Laberg et al. 2001) have
reported a sense of the psychologist being in control and leading their CBT therapy

sessions, participants in this study experienced therapy as a collaborative process. They
described feeling in control throughout the therapy sessions and became more

independent as the sessions went on, particularly with regards to using ‘tools’ acquired during
therapy independently. This has been discussed in previous research, with

therapy being described as a skill-teaching process whereby skills learnt during therapy are
practised and applied outside of therapy (Clarke et al. 2004). This need for participants to feel
in control and contribute to their own recovery seemed to be especially important for

participants in this research.
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Participants in the research by Bevan et al. (2010) recognised the importance of on-going
support, by having follow-up appointments with their therapists following completion of
therapy. In addition, participants in this study highlighted the value of support from therapists
being provided between the therapy sessions. They also valued the flexibility of the therapy
sessions, by ‘never feeling the pressure of time” and ‘being allowed to run

over’. This ensured they did not have anything left ‘hanging in the air’ following completion
of the therapy sessions. This is in contrast to participants in research by

Laberg et al. (2001) who reported that due to time constraints placed on therapy, they
completed their therapy sessions still having unresolved issues. Therapists should

consider this when working with clients with PTSD. If possible, it would be beneficial for
therapists to leave a short time period immediately following the therapy sessions,

which would provide participants with an opportunity to settle themselves before leaving.
This is especially true given that many participants reported that ‘things were

stirred up during the sessions’. Similarly, as many participants reported that ‘everything was
still not perfect’ following therapy, further follow-up sessions would provide a

chance to recap on what was learnt during therapy and ensure the ‘skills’ acquired had been
sustained.

Research has demonstrated that even though serviceusers can express high levels of
motivation to change, they still report difficulties in following through with that

motivation (Bevan et al. 2010). This can be expressed both in terms of completing homework
tasks and addressing their distressing beliefs during therapy. However, participants in this
study discussed completing their homework tasks without any difficulties and actually

finding the homework beneficial. The importance of homework compliance



202

in CBT has long been recognised (Dunn et al 2002). Participants suggested that the
homework given to them during therapy was important as it helped to maintain the ‘focus’ of
therapy at home. This enabled them to become more independent by practicing these skills at
home without their therapist’s support. Although therapy was found to benefit participants in
a number of ways, the recognition that their lives were ‘still not perfect” was expressed.
There were still things they ‘felt unable to do’ following therapy, but participants’ reported
feeling prepared, and ‘more able to cope’ than prior to receiving therapy. They also discussed

how the benefits of therapy would continue despite their sessions coming to an end.

Reference
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Confirmation of ethical opinion

On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the above
research on the basis described in the application form, protocol and supporting documentation
as revised, subject to the conditions specified below.

Good practice principles and responsibilities

The UK Policy Framework for Health and Social Care Research sets out principles of good
practice in the management and conduct of health and social care research. It also outlines the
responsibilities of individuals and organisations, including those related to the four elements of
research transparency:

registering research studies
reporting results

informing participants
sharing study data and tissue

PwnE

Conditions of the favourable opinion

The REC favourable opinion is subject to the following conditions being met prior to the start of
the study.

Confirmation of Capacity and Capability (in England, Northern Ireland and Wales) or NHS
management permission (in Scotland) should be sought from all NHS organisations involved in

the study in accordance with NHS research governance arrangements. Each NHS organisation
must confirm through the signing of agreements and/or other documents that it has given
permission for the research to proceed (except where explicitly specified otherwise).

Guidance on applying for HRA and HCRW Approval (England and Wales)/ NHS permission for
research is available in the Integrated Research Application System.

For non-NHS sites, site management permission should be obtained in accordance with the
procedures of the relevant host organisation.

Sponsors are not required to notify the Committee of management permissions from host
organisations

Reqgistration of Clinical Trials

All research should be registered in a publicly accessible database and we expect all
researchers, research sponsors and others to meet this fundamental best practice standard.

It is a condition of the REC favourable opinion that all clinical trials are registered on a
publicly accessible database within six weeks of recruiting the first research participant. For this
purpose, ‘clinical trials’ are defined as the first four project categories in IRAS project filter
question 2. Failure to register a clinical trial is a breach of these approval conditions, unless a
deferral has been agreed by or on behalf of the Research Ethics Committee (see here for more


https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/uk-policy-framework-health-social-care-research/
https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/research-transparency/
https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/research-transparency/registering-research-studies/
https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/research-transparency/making-results-public/
https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/research-transparency/informing-participants/
https://www.hra.nhs.uk/planning-and-improving-research/policies-standards-legislation/research-transparency/making-data-and-tissue-accessible/
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information on requesting a deferral: https://www.hra.nhs.uk/planning-and-improving-
research/research-planning/research-reqgistration-research-project-identifiers/

If you have not already included registration details in your IRAS application form, you should
notify the REC of the registration details as soon as possible.

Further guidance on registration is available at: https://www.hra.nhs.uk/planning-and-improving-
research/research-planning/transparency-responsibilities/

Publication of Your Research Summary

We will publish your research summary for the above study on the research summaries section
of our website, together with your contact details, no earlier than three months from the date of
this favourable opinion letter.

Should you wish to provide a substitute contact point, make a request to defer, or require further
information, please visit: https://www.hra.nhs.uk/planning-and-improving-research/application-
summaries/research-summaries/

N.B. If your study is related to COVID-19 we will aim to publish your research summary
within 3 days rather than three months.

During this public health emergency, it is vital that everyone can promptly identify all relevant
research related to COVID-19 that is taking place globally. If you haven’t already done so,
please register your study on a public registry as soon as possible and provide the REC with the
registration detail, which will be posted alongside other information relating to your project. We
are also asking sponsors not to request deferral of publication of research summary for any
projects relating to COVID-19. In addition, to facilitate finding and extracting studies related to
COVID-19 from public databases, please enter the WHO official acronym for the coronavirus
disease (COVID-19) in the full title of your study. Approved COVID-19 studies can be found at:
https://www.hra.nhs.uk/covid-19-research/approved-covid-19-research/

It is the responsibility of the sponsor to ensure that all the conditions are complied with
before the start of the study or its initiation at a particular site (as applicable).

After ethical review: Reporting requirements

The attached document “After ethical review — guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable opinion, including:

. Notifying substantial amendments

. Adding new sites and investigators

. Notification of serious breaches of the protocol

. Progress and safety reports

. Notifying the end of the study, including early termination of the study
. Final report

. Reporting results


https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/research-registration-research-project-identifiers/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/
https://www.hra.nhs.uk/planning-and-improving-research/research-planning/transparency-responsibilities/
https://www.hra.nhs.uk/planning-and-improving-research/application-summaries/research-summaries/
https://www.hra.nhs.uk/planning-and-improving-research/application-summaries/research-summaries/
https://www.hra.nhs.uk/covid-19-research/approved-covid-19-research/
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The latest guidance on these topics can be found at https://www.hra.nhs.uk/approvals-
amendments/managing-your-approval/.

Ethical review of research sites

NHS/HSC sites

The favourable opinion applies to all NHS/HSC sites taking part in the study, subject to
confirmation of Capacity and Capability (in England, Northern Ireland and Wales) or
management permission (in Scotland) being obtained from the NHS/HSC R&D office prior to the
start of the study (see "Conditions of the favourable opinion" below).

Non-NHS/HSC sites

| am pleased to confirm that the favourable opinion applies to any non-NHS/HSC sites listed in
the application, subject to site management permission being obtained prior to the start of the
study at the site.

Approved documents

The final list of documents reviewed and approved by the Committee is as follows:

Document Version Date

Copies of materials calling attention of potential participants to the |v2.0 10 January 2021
research [ Email to clinical teams informing of recruitment to

study]

Copies of materials calling attention of potential participants to the |v.2 06 June 2021
research [PDF Research flyer infographic ]

Copies of materials calling attention of potential participants to the |v.3 25 May 2021
research [Recuitment Email ]

Copies of materials calling attention of potential participants to the |v.2 06 June 2021

research [Website Page 1- home page (www.researching-
power.co.uk)]

Copies of materials calling attention of potential participants to the |v.2 06 June 2021
research [Website Page 2 - about the research - (www.researching-
power.co.uk)]

Copies of materials calling attention of potential participants to the |v.2 06 June 2021
research [Website Page 3 - taking part - (www.researching-
power.co.uk)]

Copies of materials calling attention of potential participants to the |v.2 06 June 2021
research [Website Page 4 - contact - (www.researching-
power.co.uk)]

Evidence of Sponsor insurance or indemnity (non NHS Sponsors  |v1.0 16 March 2021
only) [Sponsor evidence of I&amp;| cover]

GP/consultant information sheets or letters [Letter to LCP &amp; GP|v.2 25 May 2021
Informing of Research ]

Interview schedules or topic guides for participants [Interview vl 06 June 2021
Protocol and topic guide]

IRAS Application Form [IRAS_Form_03082021] 03 August 2021
Letter from sponsor [Sponsor Insurance and Indemnity Cover Letter]v1.0 16 March 2021
Letters of invitation to participant [Covering email for participant info |v.2 25 May 2021

and consentl]
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Letters of invitation to participant [Covering letter for participant v.2 25 May 2021
information packl]

Other [ Sponsor evidence of professional indemnity] v1.0 16 March 2021
Other [NEW DOCUMENT - Protocol for handling accusations v2 08 June 2021
against previous theraputic interventions]

Other [NEW DOCUMENT - Details of amendments made following |v.1 06 June 2021
Review from GM West Ethics Board 18th April 2021]

Participant consent form [Participant Consent Form ] v.2 25 May 2021
Participant consent form [PDF qualtrics electronic participant v3 25 May 2021
consent form]

Participant information sheet (PIS) [Partcipant information sheetl]] |v4 25 May 2021
Referee's report or other scientific critique report [ Feedback |v1.0 03 November 2020
from initial proposal/protocol from UEA internal reviewer]

Referee's report or other scientific critique report [ List of v1.0 21 November 2020
updates from original thesis proposal / project protocol]

Research protocol or project proposal [Updated thesis proposal v3 06 June 2021
protocol ]

Summary CV for Chief Investigator (CI) [CV Gillian Boweden - ClI] |v1 17 November 2020
Summary CV for student [CV Oliver Farrar - Student Pl ] v.2 05 July 2021
Summary CV for supervisor (student research) [CV Corinna v1.0 12 March 2021
Hackmann - Secondary Supervisor]

Summary CV for supervisor (student research) [CV Hannah Zeilig - |v1.0 12 March 2021
Secondary Supervisor]

Summary, synopsis or diagram (flowchart) of protocol in non v1.0 10 January 2021
technical language [Research Flow Chart]

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for Research
Ethics Committees and complies fully with the Standard Operating Procedures for Research
Ethics Committees in the UK.

User Feedback

The Health Research Authority is continually striving to provide a high quality service to all
applicants and sponsors. You are invited to give your view of the service you have received and
the application procedure. If you wish to make your views known please use the feedback form
available on the HRA website: http://www.hra.nhs.uk/about-the-hra/governance/quality-
assurance/

HRA Learning

We are pleased to welcome researchers and research staff to our HRA Learning Events and
online learning opportunities— see details at: https://www.hra.nhs.uk/planning-and-improving-
research/learning/

| IRAS project ID: 291953 Please quote this number on all correspondence
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With the Committee’s best wishes for the success of this project.

Yours sincerely

iy

Miss Rebecca Throup
Approvals Administrator
PP

Dr Gideon Smith

Chair

Email: gmwest.rec@hra.nhs.uk

Enclosures: “After ethical review — guidance for
researchers” [SL-AR2]

Copy to: Polly Harrison

Lead Nation England: approvals@hra.nhs.uk
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Appendix I: IRAS ethics application

The integrated dataset required for your project will be created from the answers you give to the following questions. The
system will generate only those questions and sections which (a) apply to your study type and (b) are required by the
bodies reviewing your study. Please ensure you answer all the questions before proceeding with your applications.

Please complete the questions in order. If you change the response to a question, please select ‘Save’ and review all the
questions as your change may have affected subsequent questions.

Please enter a short title for this project (maximum 70 characters)
Exploring power in therapeutic relationships (v.2)

1. Is your project research?

@ Yes (1No

2. Select one category from the list below:

() Clinical trial of an investigational medicinal product

() Clinical investigation or other study of a medical device

") Combined trial of an investigational medicinal product and an investigational medical device

i) Other clinical trial to study a novel intervention or randomised clinical trial to compare interventions in clinical practice
i) Basic science study involving procedures with human participants

) Study administering questionnaires/interviews for quantitative analysis, or using mixed quantitative/qualitative

methodology
(@) Study involving qualitative methods only

_» Study limited to working with human tissue samples (or other human biological samples) and data (specific project

only)
" Study limited to working with data (specific project only)

") Research tissue bank

"1 Research database
If your work does not fit any of these categories, select the option below:

() Other study

2a. Please answer the following question(s):
a) Does the study involve the use of any ionising radiation? {)Yes @ No

b) Will you be taking new human tissue samples (or other human biological samples)? ) Yes @ No

c) Will you be using existing human tissue samples (or other human biological samples)? (_} Yes @) No

3. In which countries of the UK will the research sites be located?/Tick all that annlv)
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] Scotland
F Wales
] Northern Ireland

3a. In which country of the UK will the lead NHS R&D office be located:

®) England

" Scotland

) Wales

"3 Northern Ireland

" This study does not involve the NHS

4. Which applications do you require?

[+ IRAS Form
[] Confidentiality Advisory Group (CAG)
[]Her Majesty's Prison and Probation Service (HMPPS)

Most research projects require review by a REC within the UK Health Departments' Research Ethics Service. Is
your study exempt from REC review?

1Yes (@ No

5. Will any research sites in this study be NHS organisations?

® Yes {3 No

5a. Are all the research costs and infrastructure costs (funding for the support and facilities needed to carry out the
research e.g. NHS support costs) for this study provided by a NIHR Biomedical Research Centre (BRC), NIHR Applied
Research Collaboration (ARC), NIHR Patient Safety Translational Research Centre (PSTRC), or an NIHR Medtech and In
Vitro Diagnostic Co-operative (MIC) in all study sites?

Please see information button for further details.

Yes (@ No

Please see information button for further details.

5b. Do you wish to make an application for the study to be considered for NIHR Clinical Research Network (CRN)
Support and inclusion in the NIHR Clinical Research Network Portfolio?

Please see information button for further details.

{1 Yes @ No

The NIHR Clinical Research Network (CRN) provides researchers with the practical support they need to make clinical
studies happen in the NHS in England e.g. by providing access to the people and facilities needed to carry out research “on
the ground”.

If you select yes to this question, information from your IRAS submission will automatically be shared with the NIHR CRN.
Submission of a Portfolio Application Form (PAF) is no longer required.

6. Do you plan to include any participants who are children?
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Yes (@ No

7. Do you plan at any stage of the project to undertake intrusive research involving adults lacking capacity to consent
for themselves?

{1 Yes @) No

Answer Yes if you plan to recruit living participants aged 16 or over who lack capacity, or to retain them in the study following
loss of capacity. Intrusive research means any research with the living requiring consent in law. This includes use of
identifiable tissue samples or personal information, except where application is being made to the Confidentiality Advisory
Group to set aside the common law duty of confidentiality in England and Wales. Please consult the guidance notes for
further information on the legal frameworks for research involving adults lacking capacity in the UK.

8. Do you plan to include any participants who are prisoners or young offenders in the custody of HM Prison Service or
who are offenders supervised by the probation service in England or Wales?

i2Yes (@ No

9. Is the study or any part of it being undertaken as an educational project?
®Yes (1No

Please describe briefly the involvement of the student(s):

This project is being undertaken as part of the thesis component of a Doctorate in Clinical Psychology. The student
will be named as the Principal Investigator and will be involved in data collection and the writing up of the research.
The primary academic supervisor will be the Chief Investigator.

9a. Is the project being undertaken in part fulfilment of a PhD or other doctorate?

®Yes (1No

10. Will this research be financially supported by the United States Department of Health and Human Services or any of
its divisions, agencies or programs?

{1 Yes @ No

11. Will identifiable patient data be accessed outside the care team without prior consent at any stage of the project
(including identification of potential participants)?

iYes (@ No

Date: 20/03/2021 3 291953/1512272/37/981



212

Integrated Research Application System
Application Form for Research involving qualitative methods only

IRAS Form (project information)

Please refer to the E-Submission and Checklist tabs for instructions on submitting this application.

The Chief Investigator should complete this form. Guidance on the questions is available wherever you see this
symbol displayed. We recommend reading the guidance first. The complete guidance and a glossary are available by
selecting Help.

Please define any terms or acronyms that might not be familar to lay reviewers of the application.

Short title and version number: (maximum 70 characters - this will be inserted as header on all forms)
Exploring power in therapeutic relationships (v.2)

Please complete these details after you have booked the REC application for review.

REC Name:
REC: North West - Greater Manchester West Research Ethics Committee

REC Reference Number: Submission date:
21/NW/0114 20/03/2021

A1. Full title of the research:

Exploring experiences of power in therapeutic relationships between NHS service users and Clinical Psychologists

A2-1. Educational projects

Name and contact details of student(s):

Student 1
Title Forename/Initials Surname
Mr  Oliver Farrar
Address Department of Clinical Psychology, Norwich Medical School
University of East Anglia
Norwich Research Park, Norwich
Post Code NR4 7TJ
E-mail o.farrar@uea.ac.uk
Telephone 07824 607598
Fax
Give details of the educational course or degree for which this research is being undertaken:
Name and level of course/ degree:
Doctorate in Clinical Psychology (ClinPsyD)
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Name of educational establishment:
University of East Anglia

Name and contact details of academic supervisor(s):

Academic supervisor 1

Title Forename/Initials Surname
Dr Gillian Bowden

Address Department of Clinical Psychology and Psychological Therapies, School of Medicine
University of East Anglia
Norwich Research Park, Norwich

Post Code NR4 7TJ

E-mail g.bowden@uea.ac.uk
Telephone 01603 591213

Fax

Academic supervisor 2

Title Forename/Initials Surname
Dr Corinna Hackmann

Address I
—
—

T

E-mail ]

Telephone |

Fax

Academic supervisor 3

Title Forename/Initials Surname
Dr Hannah Zeilig

Address School of Health Sciences
University of East Anglia
Norwich Research Park, Norwich

Post Code NR4 7TJ

E-mail h.zeilig@fashion.arts.ac.uk
Telephone I

Fax

Please state which academic supervisor(s) has responsibility for which student(s):
Please click "Save now" before completing this table. This will ensure that all of the student and academic supervisor
details are shown correctly.

Student(s) Academic supervisor(s)

Student 1 Mr Oliver Farrar ™ Dr Gillian Bowden

E Dr Corinna Hackmann

[wiDr Hannah Zeilig
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A copy of a current CV for the student and the academic supervisor (maximum 2 pages of A4) must be submitted with the
application.

A2-2. Who will act as Chief Investigator for this study?

(") Student
) Academic supervisor

{7y Other

A3-1. Chief Investigator:

Title Forename/Initials Surname

Dr Gillian Bowden
Post Clinical Lecturer / Tutor
Qualifications ]
ORCID ID 0000 0002 9830 3258
Employer University of East Anglia
Work Address Department of Clinical Psychology and Psychological Therapies, School of Medicine

University of East Anglia
Norwich Research Park, Norwich
Post Code NR4 7TJ
Work E-mail g.bowden@uea.ac.uk
* Personal E-mail
Work Telephone 01603 591213
* Personal Telephone/Mobile
Fax

* This information is optional. It will not be placed in the public domain or disclosed to any other third party without prior
consent.
A copy of a current CV (maximum 2 pages of A4) for the Chief Investigator must be submitted with the application.

A4. Who is the contact on behalf of the sponsor for all correspondence relating to applications for this project?
This contact will receive copies of all correspondence from REC and HRA/R&D reviewers that is sent to the ClI.

Title Forename/Initials Surname
Polly Harrison

Address Research and Enterprise Services
University of East Anglia
Norwich Research Park, Norwich

Post Code NR4 7TJ

E-mail researchsponsor@uea.ac.uk
Telephone 01603 597948

Fax

A5-1. Research reference numbers. Please give any relevant references for your study:

Applicant's/organisation's own reference number, e.g. R & D (if

available): NA
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Sponsor's/protocol number: 291953
Protocol Version: V2
Protocol Date: 26/10/2020
Funder's reference number (enter the reference number or state not N/A
applicable):

Project website: www.researching-power.co.uk

Additional reference number(s):

Ref.Number Description Reference Number

Registration of research studies is encouraged wherever possible. You may be able to register your study through
your NHS organisation or a register run by a medical research charity, or publish your protocol through an open

access publisher. If you have registered your study please give details in the "Additional reference number(s)"
section.

A5-2. Is this application linked to a previous study or another current application?
{1 Yes @ No

Please give brief details and reference numbers.

A6-1. Summary of the study. Please provide a brief summary of the research (maximum 300 words) using language
easily understood by lay reviewers and members of the public. Where the research is reviewed by a REC within the UK
Health Departments’ Research Ethics Service, this summary will be published on the Health Research Authority (HRA)
website following the ethical review. Please refer to the question specific guidance for this question.

This study is looking at how NHS service users experience power in therapy with Clinical Psychologists. This is not

currently well understood, and we hope that better understanding power in this relationship will help make the therapy
more effective.

Service users in NHS community mental health teams can be offered talking treatments for support with a number of
issues. Often this will be done on a one to one basis with a Psychologist. The relationship between the service user
and Psychologist is very important. This is because it takes trust and courage to talk about things that might be

sensitive for them. Research shows us that the strength of this relationship is an important factor in how effective the
therapy is.

We also know that this relationship might feel unequal for either the Psychologist or the service user. When a
relationship feels unequal it might be because one person has more or less ‘power’ than the other at different times.
We want to understand more about how service users experience power and how this happens in therapy. We think
that this will help people understand power in this relationship better and hopefully do things differently to make the
relationship stronger. This is important because we know that a stronger relationship between a Psychologist and
service user means that the therapy is likely to be better.

We will do this by interviewing 8-10 NHS mental health service users for approximately 60 minutes who have been in
therapy and asking them to talk about their relationship with their therapist. This will be done remotely by video link. We

will then analyse this data using a method called Interpretive Phenomenological Analysis to see how individuals make
sense of their relationship with their therapist.

A6-2. Summary of main issues. Please summarise the main ethical, legal, or management issues arising from your study
and say how you have addressed them.
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Not all studies raise significant issues. Some studies may have straightforward ethical or other issues that can be identified
and managed routinely. Others may present significant issues requiring further consideration by a REC, HRA, or other
review body (as appropriate to the issue). Studies that present a minimal risk to participants may raise complex
organisational or legal issues. You should try to consider all the types of issues that the different reviewers may need to
consider.

Purpose and design

There are over 13,000 practicing Clinical Psychologists currently in the United Kingdom (Health and Care Professions
Council, 2019), many of whom engage in direct individual therapy with NHS service users. Clinical Psychologists and
service users must navigate complex power dynamics within therapy and within the NHS. However, there is currently a
lack of empirical work on this subject. Yet, the limited research has shown that power can influence processes and
outcomes in therapy and can have significant consequences if misused.

Part of the difficultly of developing an empirical base to research power is due to the multiple theoretical, political and
psychological conceptualisations of it throughout history. These understandings have developed from two general
perspectives, structural theories, that view power as embedded in social structures of society (see Hindess, 1996 for
a review), and postmodern theories, whereby power is seen and used in a variety of dynamic relational processes
(see Foucault, 1980). However, from assimilating these multiple perspectives it is apparent that power operations are
important and pervasive in all structures and relationships.

Recent psychological efforts to understand the influence of power are evident in the Power Threat Meaning Framework
(Johnstone & Boyle, 2018). This examines the operation of power at biological, coercive, legal, economic, ideological
and interpersonal levels, and the subsequent effects on individuals’ experiences of distress. However, this framework
does not claim to fully account for all operations of power, especially the more ‘positive’ uses of power (Johnstone &
Boyle, 2018). Indeed, much of the literature around power focuses on the negative operations of power (Proctor, 2017),
and often just at the abstract and philosophical level, and not the empirical level. Developing more robust literature on
‘positive’ applications of power, such as positive collective power (Arendt, 1968) or nutrient power (May, 1998), could
support greater understanding of its use in routine clinical practice, particularly within the therapeutic relationship.

The relationship between therapist and service user has been shown to be the most stable predictor of positive
therapy outcomes (Horvath, Del Re, Fliickiger & Symonds, 2011), and as such forming and maintaining therapeutic
relationships is something that has been extensively empirically researched (Norcross, 2010). Much of the literature
focuses on the experiences of clinicians forming these relationships (Levitt, Pomerville & Surace, 2016) and less
attention is paid to the experiences of the service users. This is misguided, as the less privileged are often more
acutely aware of the operation of power (Fiske, 1993).

Different psychological approaches pay different attention to power in their theory and delivery (DeVaris, 1994). For
example, in Cognitive Behavioural theory minimal attention is paid to power outside of the formation of collaborative
relationships (Spong & Hollanders, 2003), whilst Rogerian theory puts empowerment more centrally. However, in
most schools of psychology power is primarily addressed in terms of the therapeutic relationship and not the
structural power context and the effects this has on therapeutic relationships (Proctor, 2017) and seldom explored in
terms of the service user perspective (Levitt et al., 2016).

Furthermore, the scant literature looking at service users’ experiences of therapeutic relationships primarily comes
from outside the UK and the NHS. This provides arguable validity for use in the context of the NHS as the NHS is a
unique public health context, being highly politicised and one of the few international health systems free at the point of
access (Benbow, 2018). Founded following the Second World War on the principles of universality, equity of access,
quality, and being paid for by central funding makes the NHS highly susceptible to political and economic power
influences (Benbow, 2018). If we accept that power processes are pervasive in both structures and relationships, then
these influences become important when thinking about their effects on policy and practice within the NHS, and the
development of therapeutic relationships.

Despite acknowledgement of the importance of therapeutic relationships and that power is a significant and inevitable
factor in these relationships (Proctor, 2017) one would expect direct empirical attention to this. However, almost no
research has focussed on understanding the experience and role of power in therapeutic relationships, and none
from the perspective of the service user (Levitt et al., 2016).

This study will address the gaps in empirical evidence surrounding the experience of power in therapeutic
relationships between Clinical Psychologists and NHS service users. Addressing this will support NHS stakeholders
in the development and application of policy and practice, as well as developing the theoretical base. Furthermore,
addressing this gap should help Clinical Psychologists and service users in the NHS navigate the complex power
dynamics more effectively, in the context of individual psychological therapy.

Therefore, this study will attempt to answer the question: How do NHS service users experience power in therapeutic
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relationships with Clinical Psychologists?

The primary academic supervisor and secondary supervisors have been involved in the development of the proposal
and research question. All supervisors have experience (including lived experience of accessing NHS services and
therapy) of power relationships between Clinical Psychologists and service users in the NHS and believe the study is
of academic and clinical interest to the both service users, clinicians, stakeholders and policy makers.

Incorporating a lived experience perspective has been central to this project, especially considering the nature of the
question and the population being examined. This has been addressed from the outset by incorporating a member of
the research team who has lived experience of mental health difficulties as well as academic research experience in
the area. This team member has been involved with the development and supervision of the research. In addition, we
have involved consultants with lived experience in the development of the interview schedule. These perspectives have
significantly shaped the research and supported the thinking around the most appropriate ways to conduct the
research, including recruitment strategy, ethics, methodology, interview schedule development and data analysis.

Design:

A qualitative approach, Interpretive Phenomenological Analysis (IPA, Smith, Flowers & Larkin, 2013) will be used to
answer the research question. This exploratory question is concerned with a particular experience of individuals
(psychological therapy) in a specific context (the NHS) and IPA’s grounding in phenomenology (the study of lived
experience), hermeneutics (interpretation of meaning) and ideography (examination of the ‘particular’) will support
answering this. For these reasons IPA was chosen over other qualitative approaches.

IPA does not seek to make empirical generalisations but is concerned with the detailed examination of human lived
experienced and understanding the meanings that people impress upon it. Ideography, which is concerned with the
‘particular’, does not eschew generalisations (Harré, 1979) but locates them within the ‘particular’ and explores them
with caution (Smith et al, 2013), creating dialogue between the particular and the psychological literature. This means
that this approach can be suitable for not only answering the research question, but also developing the literature
base around power in therapeutic relationships.

Furthermore, this research is focused on power and there are inherent power differentials in research between
participant and researcher (Rose & Kalathil, 2019). IPA allows for acknowledgment of this and so power, privilege and
the researchers position can be accounted for. The student conducting the research who is the Principal Investigator
(PI) is a Trainee Clinical Psychologist who is white and identifies as male and middle class; he will come with
assumptions and expectations of participants and the psychologists they are discussing, viewed through his
particular lens. IPA addresses this through a stance of openness and awareness (Dahlberg, Drew & Nystrom, 2001)
so researchers can attempt to ‘bracket off these in the data gathering stage and acknowledge them in the analytic
stages (Smith et al., 2013). Flexibility, empathy, and a desire to enter the participant’s world will also support the
researcher to ‘bracket off assumptions. IPA also sits with the researcher’s epistemological position that is between
Critical Realism and Constructivism, making both theoretically compatible. Consideration of power in the relationship
between the researcher and the participant and how this will affect the data generated and the analysis will be critical
and can be explored within an IPA methodology. This ‘live’ power dynamic will be explicitly considered during the
interview and interpretive stages; and will be addressed in research supervision and reflexive diaries.
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Recruitment

Participants will be recruited from ||| G B s<condary services in ||
I The research will be presented to People Participation Leads (PPLs) across the five care groups across the
trust who will act as gatekeepers. PPLs sit on care group leadership teams and have vast experience of working
within the mental health service and have lived experience of mental health. PPLs have been consulted to develop the
recruitment and research strategy as active participation is important to this research as well as increasing the voice
of people with lived experience in shaping the research.

Following ethical approval being received, PPLs will receive the study marketing material. This includes a recruitment
poster, a recruitment email, a recruitment tweet, and a link to the study website which contains the full participant
information sheet, a visual representation of the participant information, and a link to questionnaire where the
participant provides consent to contact and acts as an eligibility screen. These materials are enclosed in this
application.

PPLs will distribute the recruitment poster and tweet through their own internal marketing platforms, which include the
trust website (S 2 nevwsletier and the [ ) Tis
will provide a link to the study website (www.researching-power.co.uk), where participants will be able to read further
information on the study and view the participant information forms. If they decide they would be interested in taking
part, then they complete a consent to contact questionnaire via a link in the website. This takes them to Qualtrics
survey. Qualtrics is survey software licenced to be used by the University of East Anglia and meets their policies on
security of data. This is standard practice at the University of East Anglia. When a potential participant completes the
survey the lead researcher is informed by email. The lead researcher can then access this information from a Trust
issued laptop and store it securely on a Trust hard drive or encrypted external drive. The data is then deleted from the
Qualtrics platform. This will be done as quickly as possible so that the confidential data does not stay on this storage
system longer than required. This information is password protected and only the Principal Investigator and Chief
Investigator will have access to this.

When participants click on the consent to contact form, they are presented with a screen that asks if they have read the
participant information form. A link is provided to this so they can read it before proceeding. Participants then complete
an eligibility screen. No identifiable information is collected at this point. If the participant does not meet the eligibility
criteria then they will not be able to proceed and a screen will thank them for their interest and provide them with
contact details for the lead researcher. This is to stop gathering unnecessary identifiable information for participants

Date: 20/03/2021 10 291953/1512272/37/981



219

who are not eligible for the study.

If participants are eligible, they will then be asked to provide consent to contact and consent to provide identifiable
information. If they do not provide this they will be thanked and the survey will end. If they provide consent to contact
then they will be asked their name, date of birth, contact telephone number, contact email, how they want to be
contacted, their gender, whether they are under a community mental health team or not, the name of their lead
professional (Care Co-ordinator, Lead Care Professional or GP), their GP and GP surgery. After this they are thanked
by the survey and told that the lead researcher (Pl) will be in contact within 10 working days. They will also be provided
with contact information and the survey will end.

Following this the information will be received by the Principal Investigator and reviewed. An email will then be sent
out thanking them for their interest and if all eligibility criteria are met an appointment for a phone call to discuss the
research will be offered this will be no sooner than 72 hours following the email. This email will also contain copies of
the participant information sheet, the consent form and a link to the electronic consent form. A copy of this email is
enclosed in this application. The participant can also choose to receive a phone call to arrange this appointment as
well. If the participant has requested a hard copy of the participant information form and consent form, then this will be
sent out by 1st class post at the same time.

The participant will be offered the opportunity to suggest another time for the phone call to discuss consent if the
suggested time is not suitable. If the study is full or the participant does not meet the eligibility criteria and email
informing them of this will be sent and they will be thanked for their interest. Their information will then be deleted.

The telephone call to discuss the research and gain consent will approximately 30 minutes and will allow time for the
research to be discussed in detail, confirm eligibility and to allow for consent to be discussed. If the participant
consents this will be noted in the research log as verbal consent. The participant will then be asked to fill in the
consent form. The participant will have the choice of doing this electronically via a Qualtrics Survey (link provided in
preceding email) or via hard copy and returning it in a prepaid registered envelope, contained within the information
pack. A provisional interview date will be set at a convenient time in the future. This will remain provisional until the
electronic or hard copy consent form has been received. If the electronic or hard copy consent form has not been
received at least three days before the interview then the Principal Investigator will make telephone contact with
participant to see if they still want to take part and to arrange for consent to be returned and for a suitable interview date
to be arranged so that electronic or hard copy consent has been gained. Once consent has been received a letter will
be sent to the participant’s Lead Care Professional or GP informing them of their involvement. This will include
opportunities for the professional to ask questions about the research. Only after consent has been received and
professionals informed will the interview proceed.

Inclusion / exclusion

Inclusion:

- Aged 18 years or older

- Participant has received care from secondary mental health team within the host trust

- Participant agrees for Lead Care Professional or GP to be informed of involvement in the research

- Participant has received one to one individual therapy from a Clinical Psychologist in last 24 months
- Participant engaged in 8 or more individual therapy sessions with the Clinical Psychologist

- Participant is able to understand written and spoken English

Exclusion:

- Participant is currently in hospital or subject to Mental Health Act conditions, including Community Treatment orders.
- Participant received therapy from a Clinical Psychologist whilst subject to Mental Health Act conditions or whilst in
psychiatric hospital.

- Participant is currently undertaking any form of structured one to one or group therapy with a Clinical Psychologist,
Psychotherapist, Assistant Psychologist, Psychological Wellbeing Practitioner, or Counsellor.

- The participant’s current Lead Care Professional is the Clinical Psychologist who delivered their therapy.

- The participant does not have capacity to consent or the cognitive ability to take part in the study.

Consent

Participant information and consent sheets were developed using templates and guidance from the Health Research
Authority (2017). Information sheets include details about the research, methodology, confidentiality, time commitment,
contact details of primary researchers, potential benefits, reimbursement, data use, possible outcomes of the
research, and how the results will be disseminated. Furthermore, in line with General Data Protection Regulation
(European Union, 2017) the type of data collected is explicitly stated along with how it will be stored, used, and
destroyed when no longer needed. Participant information sheets and consent forms will be sent by email or post at
least 72 hours prior to the contact to discuss consent. Participant information sheets are also available through the
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research website (www.researching-power.co.uk). Postal information packs will also contain a prepaid recorded
delivery envelope to return consent forms. During the telephone call to discuss the research and to gain consent,
verbal consent will be gained and noted in the research log. Following this, the participant will be offered the
opportunity to provide written consent electronically (via online Qualtrics Survey) or with a paper copy that will be
obtained via secure return post. Once written consent is obtained this will be noted in the research log and the
interview will proceed. The interview will not proceed until written or electronic consent is obtained. Capacity to consent
will be assumed as participants are over 18 years old, however, the initial telephone discussion will allow for capacity
to be assessed, and anyone lacking capacity, according to the Mental Capacity Act (2005), will not be recruited.
Participants who lose capacity after initial consent will be removed from the study and their Lead Care Professional or
GP informed.
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Risks, burdens and benefits

Reflecting on previous therapy and the relationship as well as discussing experiences of mental distress may be
distressing to some participants. Participants will be informed of this prior to taking part in the study. Should this occur
then the participant will be reminded of their right to withdraw as well as being offered emotional support and
signposting to statutory and third sector agencies. The participant’s Lead Care Professional will be informed that they
are taking part in the research and the participant will be supported to access support from them as well. The
interviewer is trained to provide emotional support to participants and will check current wellbeing before and after
interview. A full debrief of the study will be provided after the interview.

COVID-19 related risks will be mitigated by all contacts being conducted remotely by telephone or video link, therefore
reducing the need for participant to researcher contact. Participants will be encouraged to utilise the online consent
forms so as to reduce the need for them to leave home to post the consent forms. However, this will be at the
discretion of the participant and options for postal return of consent forms will be provided and postage will be paid for
by the research team.

No potential benefits will be withheld. All participants will receive a £10 Amazon voucher for taking part. Other potential
benefits include feeling empowered through contributing to research and feeling heard, as well as a therapeutic
benefit of reflecting on therapy. The overall results of the study will be shared with participants once written up.

Burdens include the amount of time needed to conduct the interview, which is will include approximately 90 minutes
for the interview session and around 30 minutes for gaining consent and giving participants information. The
researchers will attempt to minimise this where possible to make sure the benefits outweigh the costs.

Confidentiality

The minimum amount of identifiable information will be collected and access to this will be restricted to the research
team. This will include, names, dates of birth, contact addresses, telephone numbers, and email addresses. Other
non-identifiable information that will be collected is participants’ ethnicity, employment status, gender, sexuality and
whether they have a disability. Participants will have the right not to provide this information if they wish. Paper
information will be stored in a locked filing cabinet in a locked office at the UEA. Electronic data will be stored on an
encrypted memory stick. Participant contact details and identifiable information will be stored on a secure Trust issued
laptop, which is password protected and encrypted to NHS security standards. This laptop will be stored in line with
NHS and local Trust policy. Interview data will be kept on a password protected computer and immediately
anonymised after transcription. The PI (Oliver Farrar) will be responsible for the transcriptions of the interviews, with no
other parties being involved. Interviews will be conducted over a secure video link and interviews will be recorded on to
an encrypted recording device. Published data, including interview quotes, will be anonymised as to be unidentifiable.
Confidentiality is assumed, unless explicit consent is gained, however, this would be overridden if researchers were
significantly concerned about risk (British Psychological Society, 2014). In this case, the Lead Care Professional or GP
may be contacted to provide support and to help manage risk or in extreme cases emergency services or local
safeguarding teams, but researchers would aim to discuss this with participants in the first instance.

Participants will be clearly informed, both in participant information sheets and by the Principal Investigator, that data
will be anonymised as to be non-identifiable in the write up and subsequent publications.
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Due to contacts being conducted remotely by phone or video link the researcher will be in a private office either on an
I o' 2t home. Participants will be encouraged to choose a private and quiet location for the interview.

To contextualise some of the structural power operations within the therapeutic relationship, participants will be asked
the assumed age, assumed gender, assumed sexuality, assumed ethnicity and whether they assumed the Clinical
Psychologist they saw had a disability. Participants will not be directly asked the name of the Clinical Psychologist
which may help them to speak freely about their experiences. In the event of disclosure of concerns concerning
malpractice or risk, information will be sought and handled using local and national guidance. An outline of a protocol
for dealing with this is attached in the supporting documentation. This possibility will be discussed prior to the
interview as part of informed consent.

References:
British Psychological Society. (2014). BPS Code of Human Research Ethics (2nd ed.). https://www.bps.org.uk/news-
and-policy/bps-code-human-research-et hics-2nd-edition-2014

Conflict of interest

At the end of the study participants will be offered a full debrief and the opportunity to ask any questions about the
research or their participation. They will also be offered a summary of the research when available, which will be
posted or emailed to the participant. An opportunity for a phone call to discuss this with the Principal Investigator will
also be offered.

It will be made clear to the participants that their involvement in the study will not affect the care they receive from the
service or the NHS either at the time or in the future. They will also be informed that if they decide to take part but then
withdraw from the study then this will not affect their care either.

The Principal Investigator conducting the research is a Trainee Clinical Psychologist who during the research may be
on clinical placement within the host trust. As part of his clinical training he is supervised by Clinical Psychologists.
There is a small chance that the Principal Investigator may interview a participant who has worked with a Clinical
Psychologist whom he has previously worked with or may work with in the future. The researcher will not ask for
identifying information about the Clinical Psychologist from the participant, unless significant concerns about the
practice of the Clinical Psychologist are raised during the interview, in which case relevant local and national policies
and professional guidance will be followed and acted on accordingly. Should the participant inadvertently disclose the
name of the Clinical Psychologist they are working with, this will be treated with the same confidentiality as other
information provided in the interview. Confidentiality will be discussed explicitly with the participant and opportunities to
ask questions will be offered. Should the participant be concerned that the interviewer (PIl) knows the Clinical
Psychologist they are discussing and explicitly asks if he knows the Clinical Psychologist, then the interviewer (PI) will
answer honestly, and ask the participant if they are happy to continue, as well as reminding the participant about
confidentiality processes the research follows and that no identifiable information will be reported. The participant will
always have the right to withdraw at any point as well as having the option of removing their data three days following
the interview. Professional, trust and national guidance will be followed throughout and a position of candour will be
taken by the research team in the unlikely event that such concerns are raised.

No further conflicts of interest have been identified.

A7. Select the appropriate methodology description for this research. Please tick all that apply:

[[] Case series/ case note review

[] Case control

[] Cohort observation

[] Controlled trial without randomisation
[] Cross-sectional study

[] Database analysis

[] Epidemiology

[] Feasibility/ pilot study
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[] Laboratory study

[[] Metanalysis

[+ Qualitative research

IF Questionnaire, interview or observation study
[[] Randomised controlled trial

[] Other (please specify)

A10. What is the principal research question/objective? Please put this in language comprehensible to a lay person.

How do NHS service users experience power in therapeutic relationships with Clinical Psychologists?

A11. What are the secondary research questions/objectives if applicable? Please put this in language comprehensible to
a lay person.

N/A

A12. What is the scientific justification for the research? Please put this in language comprehensible to a lay person.

This study will address the gaps in empirical evidence surrounding the experience of power in therapeutic
relationships between Clinical Psychologists and NHS service users. Addressing this will support NHS stakeholders
in the development and application of policy and practice and also strengthen the theoretical base. Furthermore,
addressing this gap will help inform the practice of Clinical Psychologists and help service users in the NHS navigate
these complex power dynamics in individual therapy more effectively.

There are over 13,000 practicing Clinical Psychologists currently in the United Kingdom (Health and Care Professions
Council, 2019). Clinical Psychologists support service users in different ways, often indirectly by working with other
staff, systems or families. Clinical Psychologists may also support some service users directly by offering therapy
themselves. Whether working indirectly or directly in therapy and within this therapeutic relationship, both must
navigate complex power dynamics within their therapeutic relationships and within the NHS. However, current
understandings of power, and especially within the therapeutic relationship, remain at the theoretical and
philosophical level, opposed to the empirical level. This is an oversight as power can influence processes and
outcomes in therapy and can have significant consequences if misused.

Part of the difficultly of developing an empirical base to research power is due to the multiple theoretical, political and
psychological conceptualisations of it throughout history. These understandings have developed from two general
perspectives, structural theories, that view power as embedded in social structures of society (see Hindess, 1996 for
a review), and postmodern theories, whereby power is seen and used in a variety of dynamic relational processes
(see Foucault, 1980). However, from assimilating these multiple perspectives it is apparent that power operations are
important and pervasive in all structures and relationships.

Recent psychological efforts to understand the influence of power are evident in the Power Threat Meaning Framework
(Johnstone & Boyle, 2018). This examines the operation of power at biological, coercive, legal, economic, ideological
and interpersonal levels, and the subsequent effects on individuals’ experiences of distress. However, this framework
does not claim to fully account for all operations of power, especially the more ‘positive’ uses of power (Johnstone &
Boyle, 2018). Indeed, much of the literature around power focuses on the negative operations of power (Proctor, 2017),
and often just at the abstract and philosophical level, and not the empirical level. Developing more robust literature on
‘positive’ applications of power, such as positive collective power (Arendt, 1968) or nutrient power (May, 1998), could
support greater understanding of its use in routine clinical practice, particularly within the therapeutic relationship.

The relationship between therapist and service user has been shown to be the most stable predictor of positive
therapy outcomes (Horvath, Del Re, Flickiger & Symonds, 2011), and as such forming and maintaining therapeutic
relationships is something that has been extensively empirically researched (Norcross, 2010). Much of the literature
focuses on the experiences of clinicians forming these relationships (Levitt, Pomerville & Surace, 2016) and less
attention is paid to the experiences of the service users. This is misguided, as the less privileged are often more
acutely aware of the operation of power (Fiske, 1993).

Different psychological approaches pay different attention to power in their theory and delivery (DeVaris, 1994). For
example, in Cognitive Behavioural theory minimal attention is paid to power outside of the formation of collaborative
relationships (Spong & Hollanders, 2003), whilst Rogerian theory puts empowerment more centrally. However, in
most schools of psychology power is primarily addressed in terms of the therapeutic relationship and not the
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structural power context and the effects this has on therapeutic relationships (Proctor, 2017) and seldom explored in
terms of the service user perspective (Levitt et al., 2016).

Furthermore, the scant literature looking at service users’ experiences of therapeutic relationships primarily comes
from outside the UK and the NHS. This provides arguable validity for use in the context of the NHS as the NHS is a
unique public health context, being highly politicised and one of the few international health systems free at the point of
access (Benbow, 2018). Founded following the Second World War on the principles of universality, equity of access,
quality, and being paid for by central funding makes the NHS highly susceptible to political and economic power
influences (Benbow, 2018). If we accept that power processes are pervasive in both structures and relationships, then
these influences become important when thinking about their effects on policy and practice within the NHS, and the
development of therapeutic relationships.

Despite acknowledgement of the importance of therapeutic relationships and that power is a significant and inevitable
factor in these relationships (Proctor, 2017) one would expect direct empirical attention to this. However, almost no
research has focussed on understanding the experience and role of power in therapeutic relationships, and none
from the perspective of the service user (Levitt et al., 2016).

Therefore, this study will attempt to answer the question: How do NHS service users experience power in therapeutic
relationships with Clinical Psychologists?
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A13. Please summarise your design and methodology. /It should be clear exactly what will happen to the research
participant, how many times and in what order. Please complete this section in language comprehensible to the lay person.
Do not simply reproduce or refer to the protocol. Further guidance is available in the guidance notes.

A qualitative approach, Interpretive Phenomenological Analysis (IPA, Smith, Flowers & Larkin, 2013) will be used to
answer the research question. This exploratory question is concerned with a particular experience of individuals

Date: 20/03/2021 15 291953/1512272/37/981




224

(psychological therapy) in a specific context (the NHS) and IPA’s grounding in phenomenology (the study of lived
experience), hermeneutics (interpretation of meaning) and ideography (examination of the ‘particular’) should support
answering this. For these reasons IPA was chosen over other qualitative approaches.

IPA does not seek to make empirical generalisations but is concerned with the detailed examination of human lived
experienced and understanding the meanings that people impress upon it. Ideography, which is concerned with the
‘particular’, does not eschew generalisations (Harré, 1979) but locates them within the ‘particular’ and explores them
with caution (Smith et al, 2013), creating dialogue between the particular and the psychological literature. This means
that this approach can be suitable for not only answering the research question, but also developing the literature
base around power in therapeutic relationships.

The study will involve 8-10 purposively sampled and eligible participants who will been seen remotely or by telephone
on two occasions. The total time needed by participants will be approximately two hours, which will include a 30
minute phone call to discuss the research and gain consent, and a 90 minute video link session which will include a
60 minute semi structured interview to gather data, as well as providing time to debrief and answer questions that the
participant may have.

References:
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London: SAGE Publications.

Overview of procedure:
In short, each participant will experience the following process once consent to contact has been gained:

1.Participants will receive information about the study through advertising or recommendation by involved
professionals. They will be directed to the research website (https://www.researching-power.co.uk/) to review the
participant information sheets and provide consent to contact. Consent forms will then be sent via email or post.

2.The Principal Investigator will telephone the participant to discuss the research and procedure. Here verbal consent
will be gained, and the interview arranged. This will take approximately 30 minutes.

3.The participant will return the consent form.

4.The participant will join a secure video link with the Principal Investigator for approximately 90 minutes. The first 15
minutes will be to check in with the participant and go over the procedure, the next 60 minutes will be the interview, and
the final 15 minutes will be the debrief. Following the interview, the participant will have three days in which they can
have their data removed from the study. This will be the formal end of their involvement in the research.

5. A summary of the research will be sent out to the participant approximately 9-15 months following their interview and
an opportunity to discuss the research via telephone with the Principal Investigator will be offered.

All contacts with participants will be facilitated remotely via telephone or video link to alleviate the risk of person to
person transmission of the COVID-19 virus. The Principal Investigator will be responsible for all contacts and
interviews in the research.

The exact process is detailed below:

Recruitment advertising

1. Following ethical approval recruitment literature will be provided to the PPL leads at the host Trust. This includes a
recruitment poster, a recruitment email, a recruitment tweet, and a link to the study website which contains the full
participant information sheet, a simplified visual representation of the participant information, and a link to
questionnaire where the participant provides consent to contact and acts as an eligibility screen. All these documents
are attached.

2. PPLs then distribute the advertising materials to secondary community mental health teams within the host trust, or
provide consent for the Principal Investigator to pass these on to identified teams. These will be a range of secondary
community adult mental health teams across the Trust and any other teams where eligible participants may be found.
Furthermore, PPLs will place the recruitment poster on the trust website and issue a ‘tweet’ with details of the study.
PPLs may distribute the recruitment materials to 3rd sector affiliates of the Trust and Peoples’ Participation Team to
recruit participants who are no longer under Trust services. The research team will not have access to any patient
identifiable data until consent has been granted by participants. There will be no direct identification of potential
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participants by 3rd sector organisations, just indiscriminate advertising, and as such these are not classed as
Participant Information Centres (PICs).

3.Recruitment literature will include a link to the study website — www.researching-power.co.uk - (break down of this
attached) which provides the participant with information on the study for them to review. This includes a basic visual
representation of the participant information sheet, the formal participant information sheet, and a link for how to
express interest in taking part and provide consent to contact. The participant will be asked to read this.

4.Should the potential participant still be interested there will be a link in the website to complete a consent to contact
form. This will direct them to a Qualtrics Survey. Qualtrics is survey software licenced to be used by the University of
East Anglia and meets their policies on security of data. This is standard practice at the University of East Anglia.

5.The following process then occurs:

i When participants click on the consent to contact form, they are presented with a screen that asks if they have
read the participant information form. A link is provided to this so they can read it before proceeding.

ii. Participants then complete an eligibility screen. No identifiable information is collected at this point. If the participant
does not meet the eligibility criteria, then they will not be able to proceed and a screen will thank them for their interest
and provide them with contact details for the lead researcher. This is to stop gathering unnecessary identifiable
information for participants who are not eligible for the study.

iii. Once eligibility is confirmed they will be asked if they consent to being contacted by the research team and to
providing their information. If they do not consent then they will not be able to proceed and provide identifiable
information.

iv. If they provide consent to contact then they will be asked their name, date of birth, contact telephone number, contact
email, how they want to be contacted, their gender (optional), whether they are under a community mental health team
or not, the name of their lead professional (Care Co-ordinator, Lead Care Professional or GP), their GP and GP
surgery. If they are unsure about the details of their associated professionals then they will have the option to leave this
blank. The rationale for information outside of name and contact details being collected at this stage is as follows.
Information about associated professionals is being collected so that these details are available immediately, so if
support is needed during initial contact to discuss consent that there is professional contact for the researcher to pass
any concerns to. For gender this is so that the participants are able to express their identified gender without the
researcher making assumptions, giving the opportunity for appropriate pronouns to be used.

v. Participants will also be asked how they would like to be contacted and sent further information (including the
consent form). They will have the choice of receiving information by email or post, and being initially contacted by
email, phone or post to set up the first phone call to discuss the research and consent. It will be indicated that email
and telephone take preference over postal forms of communication due to reducing the amount of contact that is
necessary with others and thus reducing COVID-19 transmission risks for participants and researchers.

vi. Once submitted participants will be informed that the Principal Investigator will be in contact via email (or
telephone), depending on preference to arrange an initial telephone conversation to obtain consent and to discuss the
study.

6. The consent to contact is received by the Principal Investigator and the secure Qualtrics survey software notifies the
lead researcher. This information is then immediately extracted from Qualtrics and stored securely on a trust issued
laptop and servers and will not be made available outside of the research team. This will be recorded in the research
log. The details are reviewed and if the participant appears suitable for the study, the Principal Investigator will email
them with a suggested time for the initial telephone discussion about consent and to provide further information about
the study. Information about how to arrange another time will be included (return email or by telephoning the Principal
Investigator on their trust issued mobile telephone). This email will also contain the participant information sheet and
consent form (both PDF and link to electronic consent form). The electronic consent form has been chosen as a
method to gain written consent (the participant has to make a signature mark on it) that will reduce the COVID-19
related risks associated with postal correspondence (leaving the home to go to post box/post office, viral trace on the
paper). This is to protect participants and researchers. This will be at least 72 hours before the phone call to discuss
consent, so the participant is assured time to fully review the materials and come to an informed decision.

7.1f the participant has requested paper copies of the information sheet and consent form, then these will be posted
out at this time and contains a prepaid recorded envelope for return of the consent form.

Gaining informed consent
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8.The Principal Investigator will then telephone the participant, using a Trust issued and secure mobile telephone, to
discuss the research. This phone call will last approximately 30 minutes but can be extended if the participant
requests it. The phone call will discuss the following points:

i. Introductions and thanks from the Principal Investigator.
ii. Brief eligibility check confirming that the participant meets the inclusion and exclusion criteria.

iii. Introduction and explanation of the research. This will include checking that the participant has been able to review
the participant information documents. An overview of the research process and expectations will be given.

iv. Opportunity for the participant to answer any questions they may have about the research or process, with specific
attention paid to confidentiality, their rights, and the potential difficulties of the research.

v. Review of the consent form with the participant, with space to answer any further questions.

vi. Confirmation if the participant wants to verbally consent to taking part in the research. This is recorded in the
research log.

vii. If they consent, the participant is advised to sign the consent form at their earliest convenience. This is either done
via the electronic link attached (this is a reproduction of the paper consent form) in the participant information email or
by signing the paper copy sent out to them and returned via prepaid recorded mail. They will be informed that the
interview will not be able to go ahead until this is received.

viii. A provisional interview date for approximately 2-4 weeks in the future will be set at a time that is during working
hours and is convenient for the participant. The participant will be informed that if the consent form has not been
received three days prior to the interview date that the Principal Investigator will contact them by telephone to check if
they still want to be included in the study and to set an interview date that will allow time for the consent form to be
completed. If the consent form is received before this time the researcher will not contact the participant prior to the
scheduled interview.

ix. The researcher will inform the participant that he will send a letter to their Lead Care Professional and/or their GP to
inform them of their participation in the research, informing them that the professional will be offered the opportunity to
discuss the overall aims of the research. Consent for this is included and discussed as part of the informed consent
process.

x. Details of how to access and join the secure online video platform Attend Anywhere which will be used for the
interviews will be discussed and what technology they will require to do this. Attend Anywhere is a secure video link
platform that is used nationally by NHS services and the host trust. This meets the high levels of security demanded
for confidential clinical work in the NHS. The participant will be advised to choose a quiet, confidential and comfortable
space to complete the interview. The participant and researcher will also discuss individual and explicit contingencies
for managing any potential technical difficulties and any emotional distress remotely. This will involve planning for what
to do if they lose the connection or if the participant becomes distressed and needs further support. The participant will
be informed that if they are late for their scheduled interview time then the Principal Investigator will call them 10
minutes after their appointment time to see if they need support accessing the online platform. The participant will be
informed that if they do not attend the scheduled meeting that their Lead Care Professional or GP will be immediately
informed of their non-attendance and will be asked to check on their welfare.

xi. A contact email address, info@researching-power.co.uk, will be provided to participants so they are able to contact
the Principal Investigator to rearrange the interview or withdraw from the study. They will be informed that this email is
only to be used for matters pertaining to the study and that all other issues should be directed to their Lead Care
Professional or GP. They will be informed that this email address is only available during office hours (Monday —
Friday, 9am — 5pm) and that it is not monitored outside of these hours. They will also be informed that any information
not pertaining to the study will be communicated to their Lead Care Professional or GP.

xii. The participant will have a final opportunity to ask questions and will be thanked for their participation in the

research.

9.Consent form returned by participant either electronically or via post. Electronic copies will be stored securely on a
Trust issued laptop on a secure server. Paper copies will be stored in a locked cabinet in a locked office at the
University of East Anglia.

Informing of involved professionals about participant taking part
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10.The professional involved in their care will be contacted by telephone to inform them of the participants involvement
in the research. This call will allow the research to get a suitable email address or postal address to pass on
information about the study as well as details of the research team so they can get in contact if they have concerns.
This information will be stored securely on a trust issued laptop or passcode protected trust issued mobile telephone.

11.Letter sent to participant’s Lead Care Professional or GP with details of the research and copies of the participant
information form and website details.
Interview

12.0n the day of the interview the participant will sign into to the Trust’s secure online video platform ‘Attend Anywhere’
from a comfortable, private and quiet location of their choosing. The researcher will be completing the interview from
home, which is private and where confidentiality can be maintained, adhering to trust and NHS guidance on remote
working. Here they will be transferred to Principal Investigator who will be waiting to greet them. The entire session will
take around 90 minutes, with the first fifteen being dedicated to checking in with the participant, the second 60 minutes
being the interview and the final 15 being the debrief. If the participant requests more time for discussion after the
allotted time this will be accommodated. An interview schedule and topic guide has been provided in the attached
documents. The following process will then be followed in the interview:

i. Greeting the participant and thanking them for their time.

ii. Checking in on their wellbeing prior to interview. This will include asking about how they are feeling today, if there is
anything concerning them or worrying them and if they feel okay to complete the interview today. If there are concerns
raised, then this will be discussed with the participant and support will be offered and options for further sources of
support (including support from involved professionals) will be discussed.

iii. Confirmation of consent to take part in the interview checked.
iv. A brief outline of the interview and question themes will be given.

v. A brief review of agreed individual protocols for managing technical difficulties and emotional distress will be
completed.

vi. The participant will be reminded that they are able to take breaks or withdraw at any point in the interview and also
ask questions at any point.

vii. A final opportunity to ask any questions before the formal interview starts will be offered.

viii. Recording of the interview will start on the audio recording device and the interview will begin. This is a semi-
structured interview and the following protocol, developed with service user support and experts by experience will be
utilised. This will be approximately 60 minutes in length and will aim to capture rich detail of the participant’s unique
experience of therapy and power within the therapeutic relationship. Please see attached document which outlines
interview themes.

ix. After the participant has indicated they are finished, and the researcher has no further questions, then the interview
will be closed, and the audio recording stopped.

X. The participant will be thanked for their effort in the interview and the last part of the session will involve a full debrief.
There is no deception in the research and as such the aims of the research will have been stated throughout. This is
an opportunity to discuss any aspect of the research further.

xi. The researcher will check in on the participant’s wellbeing following the interview. This could include questions
about how they are feeling after the interview and if there was anything difficult that came up for them that they would
like to discuss further. If there are concerns raised, then this will be discussed with the participant and support will be
offered and options for further sources of support (including support from involved professionals) will be discussed.

xii. The participant will then be offered the opportunity to ask any questions about the interview.

xiii. The researcher will confirm if the participant is happy to use their data in the study. If they agree then they will then
be informed that they have three days to decide if they want to remove their data. They will be advised to contact the
researcher during this period to inform them of this, otherwise it will be assumed that they are happy for their data to
be used. They will be explicitly informed that it may not be possible to remove their data after this period.

Xiv. Additional optional demographic information will also be asked to support the analysis, this includes their
ethnicity, sexuality, employment status (now and during therapy), whether they have a disability and an approximation
of when they finished therapy. They will also be asked to provide details of what they assumed were the demographics
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of their Clinical Psychologist. They are informed that this is not to identify the Psychologist but to ascertain what their
perceptions of their Psychologists demographics were. The study is not interested in the actual demographics of the
Psychologist, but the participants perceptions, as this will indicate potential structural power operations that might be
occurring and will be useful in analysis. They will be informed that this is completely optional. The assumed
demographics of their psychologist that will be collected are assumed gender, age, ethnicity, sexuality, and disability.

xv. The participant will then be asked if they would like a summary of the findings of the research. If they request this,
they will be offered for the summary to be sent by email or post. They will also be offered the opportunity to discuss this
with the Principal Investigator by telephone if they wish. Details on how to arrange this will be provided on the
summary.

xvi. The participant will be asked on how they would like to receive their £10 Amazon voucher in gratitude for
participation. This will be immediately sent out after the interview by post or email depending on the participant’s
preference.

xvii. The participant will be offered a final opportunity to ask any questions.

xviii. The participant will be thanked for their time and the interview session will be terminated.

Post interview

13.Immediately following the interview, the recording of the interview will be transferred to the secure and trust issued
laptop and stored on a secure server. The handwritten notes made by the researcher will be copied and stored on the
trust issued laptop and secure server. Once the notes are transferred on to the laptop the handwritten notes will be
destroyed in line with Trust policy.

14 After the interview the Lead Care Professional or GP will be informed of the participant’s attendance of the interview
and that no concerns were raised. If concerns were raised these would be discussed immediately with the
professional. This will be by email (using an encrypted, trust issued email address) or telephone call.

15.Transcription of the interview verbatim with comments added to text of notable non-verbal utterances, pauses and
hesitations. The transcript will then be immediately anonymised using pseudonyms. This will only be done by the
Principal Investigator.

16.The transcriptions of the interviews will be entered into a qualitative data analysis software package (such as
NVivo).

17.Supervision and debrief will provided by the academic supervisors at regular intervals (every two weeks) following
interviews to support quality in the research.

18.Steps 4-16 will then be completed for the remaining participants. Recruitment, consent and interviews will likely run
from July through to August with 4-5 participants being recruited and interviewed in July 2021 and the following 4-5 in
August 2021. It is likely that these stages will run alongside on another, depending on the uptake and logistics of
doing the interviews.

Data analysis

The transcripts will be analysed using the guidance from Smith et al. (2013) and following this, cases will be drawn
together to create master themes for the cohort. This process will continually consider Yardley’s (2000) principles for
quality in qualitative research. The analyst will comment on the power relationship inherent in data collection and his
own preconceptions, attempting to ‘bracket off’ these and incorporate accurate reflections on this in analysis (Smith et
al., 2013). This process will also be supported by frequent academic supervision and the use of reflexive diaries
(which will be kept throughout the whole process). This process is likely to take 3-4 months (July 2021-October 2021).

The results will be written up as part of a doctoral thesis portfolio and submitted to the University of East Anglia for
assessment. This process is likely to take 3-4 months including revisions.

Following submission, the Principal Investigator will be assessed via Viva Voce examination and this will include
suggestions for corrections.

Once passed and if requested, a summary of the results will be sent to participants in their previously indicated
preferred format and the opportunity for them to arrange a phone call with the Principal Investigator to discuss the
results will be offered.
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The research will then be prepared for publication and dissemination.

The study will then be closed down and all held data will be stored in the University of East Anglia Repository and all
contact details of participants destroyed. This will all be done in line with university policy on retention of data.

A14-1. In which aspects of the research process have you actively involved, or will you involve, patients, service users,
and/or their carers, or members of the public?

[+ Design of the research

[+ Management of the research
[wi Undertaking the research
[[] Analysis of results

F Dissemination of findings

] None of the above

Give details of involvement, or if none please justify the absence of involvement.

It has been important to incorporate lived experience throughout the development implementation, analysis and
dissemination of this research. This is in order to properly address inherent power differentials between researcher
and participant (Rose & Kalathil, 2019). This research has therefore maximised service user participation, despite a
number of constraints. These include: time constraints of fulfilment of the Doctorate in Clinical Psychology, the
pressures of the ongoing COVID-19 pandemic and its associated restrictions. This has been addressed from the
outset by incorporating a member of the research team who has lived experience of mental health difficulties in the
development and supervision of the research as well as involving consultants with lived experience in the
development of the interview schedule.

References:
Rose, D., & Kalathil, J. (2019). Power, Privilege and Knowledge: the Untenable Promise of Co-production in Mental
“Health.” Frontiers in Sociology, 4(7), 1-11. https://doi.org/10.3389/fsoc.2019.00057

A15. What is the sample group or cohort to be studied in this research?

Select all that apply:

[]Blood

[] Cancer

[] Cardiovascular

[] Congenital Disorders

[] Dementias and Neurodegenerative Diseases

F] Diabetes

|:| Ear
[]Eye

|:| Generic Health Relevance
F Infection

[] Inflammatory and Immune System

[] Injuries and Accidents
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[wf Mental Health

[] Metabolic and Endocrine

[] Musculoskeletal

[] Neurological

[[] Oral and Gastrointestinal

[[] Paediatrics

[] Renal and Urogenital

Ll Reproductive Health and Childbirth
[] Respiratory

[] Skin

[] Stroke
Gender: Male and female participants
Lower age limit: 18 Years
Upper age limit: No upper age limit

A17-1. Please list the principal inclusion criteria (list the most important, max 5000 characters).

-Aged 18 years or older.

-Participant has received care from secondary mental health team within the host trust.

-Participant agrees for Lead Care Professional or GP to be informed of involvement in the research.
-Participant has received one to one individual therapy from a Clinical Psychologist in last 24 months.
-Participant engaged in 8 or more sessions with the Clinical Psychologist in therapy.

-Participant is able to understand and converse in English.

A17-2. Please list the principal exclusion criteria (list the most important, max 5000 characters).

-Participant is currently in hospital or subject to Mental Health Act conditions, including Community Treatment orders.
-Participant received therapy from a Clinical Psychologist whilst subject to Mental Health Act conditions or whilst in
psychiatric hospital.

-Participant is currently undertaking any form of structured one to one or group therapy with a Clinical Psychologist,
Psychotherapist, Assistant Psychologist, Psychological Wellbeing Practitioner, or Counsellor.

-The participant’s current Lead Care Professional is the Clinical Psychologist who delivered their therapy.

-The participant does not have capacity to consent or the cognitive ability to take part in the study.

A18. Give details of all non-clinical intervention(s) or procedure(s) that will be received by participants as part of the
research protocol. These include seeking consent, interviews, non-clinical observations and use of questionnaires.

Please complete the columns for each intervention/procedure as follows:
1. Total number of interventions/procedures to be received by each participant as part of the research protocol.

2. If this intervention/procedure would be routinely given to participants as part of their care outside the research,
how many of the total would be routine?

3. Average time taken per intervention/procedure (minutes, hours or days)
4. Details of who will conduct the intervention/procedure, and where it will take place.

Intervention or procedure 12 3 4

Participant receives information about study. Received 1 0 1 min Participant will see it through trust website
either through trust advertising (through website or or twitter or involved clinician will pass on
twitter) or by being given advertising material by involved details.

professional.
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Participant accesses research website to view 10 10 At participants' convenience at home
participant information. mins through own computer, tablet or phone.
max

Participant completes consent to contact form and 105 Participant will complete themselves

provides information. mins online. At participants' convenience at
home through own computer, tablet or
phone.

Participant has phone call Principal Investigator to 1 0 30 Principal Investigator will conduct this over

discuss research and consent minss telephone.

Interview. Time at start and end for questions and 10 90 Lead researcher will conduct the interview

debrief mins over video call. Participant will be in private
space of choosing and researcher will be
at home (private and confidential).

A21. How long do you expect each participant to be in the study in total?

The participants are expected to be in the study for approximately 3-8 weeks. This is given as a maximum range as
interviews would aim to be carried out 2 weeks following consent, however, to add flexibility for the participants and
research team this timeframe is extended. This is from the initial consent being gained until the end of the interview.
Following this the only contacts will be if the participant wants to withdraw their data or if they request the findings from
the study, which will be provided after submission and passing of the research prior to publication.

A22. What are the potential risks and burdens for research participants and how will you minimise them?

For all studies, describe any potential adverse effects, pain, discomfort, distress, intrusion, inconvenience or changes
to lifestyle. Only describe risks or burdens that could occur as a result of participation in the research. Say what steps
would be taken to minimise risks and burdens as far as possible.

This question has been considered with the academic supervisory team and has weighed the potential risks against
the potential benefits of the study carefully. A member of the supervisory team is an expert by experience as well as a
researcher, and she has informed thinking around the perspective service users in this study.

Risks

It is possible that participants may find aspects of reflecting on previous incidents of therapy distressing or upsetting.
This may bring up memories of the therapy or the potentially sensitive issues that they discussed during therapy, as
well as any difficulties that they had during this time personally and with the professionals they were in contact with. In
addition, participants may find it difficult and even triggering to reflect on their own mental health conditions /
experiences of ill-health. All potential participants will be informed of these issues before providing informed consent
to take part in the research. All participants will be offered time and space to discuss any concerns they may have
with the Principal Investigator at any point during the study. The Principal Investigator conducting the interviews is
trained and experienced in listening to distressing information and is aware of processes for obtaining additional
mental health services for service users when required. Consent will be gained from participants to inform their Lead
Care Professional (if they are still in contact with mental health services) within their care team and/or their GP of their
involvement in the study as well as providing consent for them to be contacted in the event that concerns are raised.
This could include concerns about participant safety or concerns about their mental health. Participants will be
informed at regular intervals that they have the right to withdraw from the study and that if they do so it will not affect
the care they receive from the service or the NHS or their receipt of the £10 Amazon voucher for participation. Should a
participant become distressed at any point during the interview then the researcher will stop the interview and explore
this with the participant. The participant will be asked if they want to continue with the interview or if they would like to
discuss sources of support. This may include support from their Lead Care Professional or their GP. The participant
may also be reminded of their right to withdraw as well as being signposted to statutory and third sector agencies for
additional support. The interviewer will check in on the current emotional wellbeing of the participant prior to the
interview and following the interview. If a participant discloses information to suggest that they or someone else is at
risk of harm, then this will be discussed immediately with the participant. The Lead Care Professional at their service
or GP will be informed immediately. If their Lead Care Professional is not available, then a duty member of staff will
be informed of the concerns. The host trust community teams operate a duty system whereby a clinician is available
during office hours to respond immediate concerns. In extreme situations or where there is imminent risk of harm
then emergency services may be called in line with university, Trust and National guidance. Potential participants will
be informed of this procedure prior to providing consent to being involved in the study. They will also be informed if
this procedure needs to be put in place (providing that it doesn't place the participant under increased risk).
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Risks pertaining to the COVID-19 pandemic have be considered and reduced in this study as far as reasonably
possible. All contacts with participants and professionals will be undertaken remotely by either email, telephone, or
video link. Where possible all consent and participant information sheets will be delivered electronically so as to
decrease the risk of viral transmission through post and exposure to other people (such as going to the post office).
Participants will be encouraged to use electronic versions of these forms but will have the option for hard copies
delivered by post if they wish.

Burdens

The primary burden for the participant is the amount of time needed to take part in the informed consent process and
the interview, approximately 30 and 90 minutes respectively. This time will be during typical working hours (Monday —
Friday, 9am — 5pm) and this may place a burden on participants because of potentially needing to organise time off
work or to arrange childcare.

Furthermore, additional time to read the literature about the study and provide consent to contact, will be needed. This
will be approximately 20 minutes but can be completed at times that suit the participant.

The researchers have made efforts to streamline this process so that the minimal amount of time is needed by the
participants and that the contacts are efficient. However, if participants request more time in either contact to discuss
concerns this will be provided. All potential participants will be given clear information about what is expected from
the study and they will be given the choice as to whether they take part or not. They will also be informed that they can
withdraw at any point. In an attempt to reduce burden as far as possible the participants will be offered regular breaks
if needed. Participants that take part in the study will be offered a £10 Amazon voucher for taking part, which will be
given to participant (by post or email) following the interview. It will be explained to participants that due to financial
constraints only those completing the interview will be eligible for the Amazon voucher.

A23. Will interviews/ questionnaires or group discussions include topics that might be sensitive, embarrassing or
upsetting, or is it possible that criminal or other disclosures requiring action could occur during the study?

@ Yes (3No

If Yes, please give details of procedures in place to deal with these issues:

Participants will be reflecting on their experience of therapy during the interview and it is possible that reflecting on
previous therapy and their therapeutic relationship may be distressing or embarrassing for some participants.
Discussing their experience of therapy may also bring up sensitive topics at times during the interview. The Principal
Investigator, who is conducting the research, is experienced in managing sensitive interviews with individuals who
have used mental health services and is trained to recognise when individuals are distressed and to respond
accordingly to their needs and wishes. All interviews will be delivered in a sensitive and flexible manner.

Should the participant appear to become distressed or embarrassed the researcher will respond to this and will
give the participant time to discuss their concerns. He will ask if the participant is happy to proceed or whether they
would like to discuss sources of support. This may include support from their Lead Care Professional or their GP.
The participant may also be reminded of their right to withdraw as well as being signposted to statutory and third
sector agencies for additional support. The interviewer will check in on the current emotional wellbeing of the
participant prior to the interview and following the interview as standard.

If a participant discloses information to suggest that they or someone else is at risk of harm, then this will be
discussed immediately with the participant. The Lead Care Professional at their service or GP will be informed
immediately. If their Lead Care Professional is not available, then a duty member of staff will be informed of the
concerns. The host trust community teams operate a duty system whereby a clinician is available during office
hours to respond immediate concerns. In extreme situations or where there is imminent risk of harm then
emergency services may be called in line with university, Trust and National guidance. Potential participants will be
informed of this procedure prior to providing consent to being involved in the study. They will also be informed if this
procedure needs to be put in place (providing that it doesn't place the participant under increased risk).

The participant will not be directly asked the name of the Clinical Psychologist they have seen for therapy in the
interview, as this will most likely enable them to speak freely about their experiences. However, in the event of
disclosures indicating malpractice or risk, identifiable information to enable appropriate action to be taken will be
sought and the situation will be managed using local and national guidance and policies. This possibility and
relevant processes will be discussed as part of informed consent. An outline of a protocol for dealing with this is
attached in the supporting documentation.

Telephone contact between participants and the researcher will be conducted using a trust issued mobile phone.
Should the participant wish to contact the researcher, for example to rearrange the interview or to withdraw from the
study, then they will be provided with an email account to contact the Principal Investigator. If the participant wants to
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speak on the phone to the lead researcher then they will be asked to email the lead researcher who will call them
back. All telephone contacts will be from a withheld number and the participant will be aware of this.

If a participant uses this email address to report to the Principal Investigator about any distress, they are
experiencing then this will be reported to a professional at the service immediately. It will be made clear to
participants that this email will only be checked during office hours (Monday Friday, 9am 5pm) and that any issues
unrelated to the study should be directed towards their care team or GP.

The researcher will receive frequent supervision from the academic supervisory panel which includes the Chief
Investigator, which will include discussion of how the content of the interviews have affected him and if support is
required.

A24. What is the potential for benefit to research participants?

On completion of the study the participants will be offered a £10 Amazon voucher as a token of gratitude.

It is possible that the participants will gain some psychological benefit from the study, but this is not guaranteed and
made clear in participant information sheets. For example, participants may feel empowered through contributing to
research and feeling heard, as well as a therapeutic benefit of reflecting on therapy.

A26. What are the potential risks for the researchers themselves? (if any)

The research will be conducted remotely via secure video platform and as such there are no foreseeable COVID
related risks for the researcher. Where possible consent will be gained remotely via email, so that the risk of the
researcher having to go to the University to pick up consent forms is reduced.

There are potentially emotional risks for the researcher, such as hearing distressing information during the interview.
The lead researcher conducting the interviews is trained and experienced in listening to distressing information. He
has regular supervision and processes to safely reflect on difficult information as well as sources of support provided
through the University and host trust.

A27-1. How will potential participants, records or samples be identified? Who will carry this out and what resources
will be used?For example, identification may involve a disease register, computerised search of GP records, or review of
medical records. Indicate whether this will be done by the direct healthcare team or by researchers acting under
arrangements with the responsible care organisation(s).

Potential participants are will be approached through advertising materials being passed to them by professionals at
the host trust. The research team will not have access to patient information until the potential participant has provided
consent to contact.

People Participation Leads (PPLs) and their staff will act as gatekeepers. PPLs sit on care group leadership teams
and are imbedded in clinical teams having vast experience of working within the mental health service as well as lived
experience of mental health. PPLs have be consulted to develop the recruitment and research strategy as active
participation is important to this research as well as increasing the voice of people with lived experience in shaping
the research.

PPLs will support recruitment in 3 ways:

- They will pass marketing materials directly to clinical teams where potential participants may be recruited. This will
include a recruitment email that has a basic introduction to the study to support clinicians in identifying potential
participants, the research flyer poster/flyer, contact details, and the participant information sheet. Clinicians will then
pass on the contact details (website address) and flyer to potential participants who can access the research website
to read further information and provide consent to contact.

- PPLs will provide permission for the research team to pass marketing materials directly to appropriate clinical teams
in the trust. This will include sending out a recruitment email (as outlined above) and may involve making contact with
clinical teams to discuss the research and support recruitment.
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- PPLs will publish details of the research on their website, their newsletter, or via their twitter account. They will use
the recruitment poster and the link to the website to do this. This will provide links to the research website where
potential participants can read the participant information sheets and express interest in the study. PPLs may also
pass on marketing materials to affiliated 3rd sector agencies, such as local charities that work with former service
users of the host trust. 3rd sector advertisers will not actively identify participants, just distribute marketing material
indiscriminately and as such are not defined as Participant Identification Centres (PICs).

No clinical records will be screened by the research team to identify potential participants as clinical teams will do this
or potential participants will express their interest following a non-identifiable screening questionnaire.

A27-2. Will the identification of potential participants involve reviewing or screening the identifiable personal
information of patients, service users or any other person?

iYes (@ No

Please give details below:

Members of the research team will not screen identifiable personal information prior to consent to contact being
provided. Professionals from the host trust will pass on details of the study. Participants will then read this and decide
if they would like to participate via the research website. Before identifiable information is collected, they will have to
complete an online eligibility screen, this is embedded into the consent to contact form and without confirming
eligibility they will not be able to proceed with providing contact details, so as no unnecessary identifiable information
is collected.

A28. Will any participants be recruited by publicity through posters, leaflets, adverts or websites?

@ Yes (1No

If Yes, please give details of how and where publicity will be conducted, and enclose copy of all advertising material
(with version numbers and dates).

Yes. These materials will be passed or passed with permission to clinical teams or placed on the trust website,
twitter account or newsletter by the PLL leads.

Website — www.-researching-power.co.uk - this is the main website for the project. It contains 4 main pages. A
home page which thanks people for their interest and provides links to the other pages. A ‘about the research’ page;
this contains a simplified visual representation of the study. A ‘taking part’ page; this contains further information,
including the full participant information sheet and a link to screen for eligibility for the study and to express interest
and provide consent to contact (more details in next section). Finally, there is a ‘contact’ page; this provides details of
the research team and a contact email for the lead researcher. Please see attached PDF of the website.

Tweet — The gatekeepers have a twitter account (Jjjj ) where the research may be advertised. The tweet
will include a link to the research website and a very basic (140 character) summary. For example, “Would you like to
take part in research to help better understand peoples’ experiences of therapy? A study is recruiting 8-10 people to
talk about this. See www.researching-power.co.uk for more details”

Poster — A poster has been developed to aid recruitment. This includes a headline asking people if they want to take
part in research, followed by a visual infographic highlighting the research, and contact details, which includes
direction to the study website where participants can read more and express interest. This may be placed in clinical
team areas to aid recruitment.

Newsletter — The gatekeeper put out a regular newsletter through their website and by email. A segment on the
research may be included in this. This would include the study poster. The editorial team for newsletter may put brief
details of the study taken from the website and recruitment poster in addition to the recruitment poster.

Email to clinical teams — this will not be distributed to the public but just clinical teams. It will highlight the key points
of the research, the inclusion/exclusion criteria and contact details, as well as including the recruitment poster and
participant information sheet. See attached copy of this email.

A29. How and by whom will potential participants first be approached?

Potential participants will be approached by members of the host trust. This will be either directly by clinicians working
with them who have information about the study (provided to them with permission of the gatekeepers — the People
Participation Leads) or through viewing advertising literature, again provided the gatekeepers.
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Potential participants who are identified by members of their care team will be given details of the study by their care
team. This will include details of how to access the research website, which contains full details of the study and
allows participants to express interest. They may also pass on a copy of the research poster and/or the participant
information sheet.

Participants may also be approached through trust advertising. This includes marketing the research on the trust
website, the trust Peoples’ Participation twitter account and through the trust newsletter. These routes will have links to
the research website which will allow potential participants to read the participant information and express interest in
the study.

Full details of the process are outlined below:

1.Following ethical approval recruitment literature will be provided to the PPL leads at the host Trust. This includes a
recruitment poster, a recruitment email, a recruitment tweet, and a link to the study website which contains the full
participant information sheet, a simplified visual representation of the participant information, and a link to
questionnaire where the participant provides consent to contact and acts as an eligibility screen. All these documents
are attached.

2.PPLs then distribute the advertising materials to secondary community mental health teams within the host trust, or
provide consent for the Principal Investigator to pass these on to identified teams. These will be a range of secondary
community adult mental health teams across the Trust and any other teams where eligible participants may be found.
Furthermore, PPLs will place the recruitment poster on the trust website and issue a ‘tweet’ with details of the study.
PPLs may distribute the recruitment materials to 3rd sector affiliates of the Trust and Peoples’ Participation Team to
recruit participants who are no longer under Trust services. Third sector affiliates will not directly approach participants,
instead only indiscriminately distributing marketing materials and as such are not classified as Participant
Identification Centres (PICs).

3.Recruitment literature will include a link to the study website (break down of this attached) which provides the
participant with information on the study for them to review. This includes a basic visual representation of the
participant information sheet, the formal participant information sheet, and a link for how to express interest in taking
part and provide consent to contact. The participant will be asked to read this.

4.Should the potential participant still be interested there will be a link in the website to complete a consent to contact
form. This will direct them to a Qualtrics Survey. Qualtrics is survey software licensed to be used by the University of
East Anglia and meets their policies on security of data. This is standard practice at the University of East Anglia. The
following process then occurs:

5.When participants click on the consent to contact form, they are presented with a screen that asks if they have read
the participant information form. A link is provided to this so they can read it before proceeding.

i. When participants click on the consent to contact form, they are presented with a screen that asks if they have read
the participant information form. A link is provided to this so they can read it before proceeding.

ii. Participants then complete an eligibility screen. No identifiable information is collected at this point. If the participant
does not meet the eligibility criteria, then they will not be able to proceed and a screen will thank them for their interest
and provide them with contact details for the lead researcher. This is to stop gathering unnecessary identifiable
information for participants who are not eligible for the study.

iii. Once eligibility is confirmed they will be asked if they consent to being contacted by the research team and to
providing their information. If they do not consent then they will not be able to proceed and provide identifiable
information.

iv. If they provide consent to contact then they will be asked their name, date of birth, contact telephone number, contact
email, how they want to be contacted, their gender (optional), whether they are under a community mental health team
or not, the following is also optional: the name of their lead professional (Care Co-ordinator, Lead Care Professional
or GP), their GP and GP surgery.

v. Participants will also be asked how they would like to be contacted and sent further information (including the
consent form). They will have the choice of receiving information by email or post, and being initially contacted by
email, phone or post to set up the first phone call to discuss the research and consent. It will be indicated that email
and telephone take preference over postal forms of communication due to reducing the amount of contact that is
necessary with others and thus reducing COVID-19 transmission risks for participants and researchers.

vi. Once submitted participants will be informed that the Principal Investigator will be in contact via email (or
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telephone), depending on preference to arrange an initial telephone conversation to obtain consent and to discuss the
study.

6.The consent to contact is received by the Principal Investigator and the Qualtrics survey software notifies the lead
researcher. This information is then immediately extracted from Qualtrics and stored securely on a trust issued laptop
and servers and will not be made available outside of the research team. This will be recorded in the research log.
The details are reviewed and if the participant appears suitable for the study, the Principal Investigator will email them
with a suggested time for the initial telephone discussion about consent and to provide further information about the
study. Information about how to arrange another time will be included (return email or by telephoning the researcher
on their trust issued mobile telephone). This email will also contain the participant information sheet and consent
form (both PDF and link to electronic consent form). The electronic consent form has been chosen as a method to
gain written consent (the participant has to make a signature mark on it) that will reduce the COVID-19 related risks
associated with postal correspondence (leaving the home to go to post box/post office, viral trace on the paper). This
is to protect participants and researchers. This will be at least 72 hours before the phone call to discuss consent, so
the participant is assured time to fully review the materials and come to an informed decision.

7.1f the participant has requested paper copies of the information sheet and consent form, then these will be posted
out at this time and contains a prepaid recorded envelope for return of the consent form.

A30-1. Will you obtain informed consent from or on behalf of research participants?

@ Yes (1No

If you will be obtaining consent from adult participants, please give details of who will take consent and how it will be
done, with details of any steps to provide information (a written information sheet, videos, or interactive material).
Arrangements for adults unable to consent for themselves should be described separately in Part B Section 6, and for
children in Part B Section 7.

If you plan to seek informed consent from vulnerable groups, say how you will ensure that consent is voluntary and
fully informed.

Yes.

All participants will provide full informed consent before the study starts. Following consent to contact the potential
participants will be send a copy of participant information sheet (which is also available on the website) and the
consent form to review. This will be by email or post. The participant will have at least 72 hours to review this before a
telephone call from the lead researcher to discuss and obtain consent. Participant information and consent sheets
were developed using templates and guidance from the HRA (2017) and with the supervisory team who are
experienced in gaining consent for research. Information sheets include details about the research, methodology,
confidentiality, time commitment, contact details of primary researchers, potential benefits, reimbursement, data use,
possible outcomes of the research, and how the results will be disseminated. Furthermore, in line with General Data
Protection Regulation (European Union, 2017) the type of data collected is explicitly stated along with how it will be
stored, used, and destroyed when no longer needed.

Due to all research activities being conducted remotely by telephone or video link participants will return consent
forms by prepaid recorded envelope or by completing an electronic form online through a link provided to a Qualtrics
survey. These forms are identical.

The full details of this process are highlighted below:

1.The Principal Investigator will telephone the participant, using a Trust issued and secure mobile telephone, to
discuss the research. This phone call will last approximately 30 minutes but can be extended if the participant
requests it. The phone call will discuss the following points:

i. Introductions and thanks from the Principal Investigator.

ii. Brief eligibility check confirming that the participant meets the inclusion and exclusion criteria.

iii. Introduction and explanation of the research. This will include checking that the participant has been able to review
the participant information documents. An overview of the research process and expectations will be given.

iv. Opportunity for the participant to answer any questions they may have about the research or process, with specific
attention paid to confidentiality, their rights, and the potential difficulties of the research.

v. Review of the consent form with the participant, with space to answer any further questions.
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vi. Confirmation if the participant wants to verbally consent to taking part in the research. This is recorded in the
research log.

vii. If they consent, the participant is advised to sign the consent form at their earliest convenience. This is either done
via the electronic link attached (this is a reproduction of the paper consent form) in the participant information email or
by signing the paper copy sent out to them and returned via prepaid recorded mail. They will be informed that the
interview will not be able to go ahead until this is received.

viii. A provisional interview date for approximately 2-4 weeks in the future will be set at a time that is during working
hours and is convenient for the participant. The participant will be informed that if the consent form has not been
received three days prior to the interview date that the Principal Investigator will contact them by telephone to check if
they still want to be included in the study and to set an interview date that will allow time for the consent form to be
completed. If the consent form is received before this time the researcher will not contact the participant prior to the
scheduled interview.

ix. The researcher will inform the participant that he will send a letter to their Lead Care Professional and/or their GP
to inform them of their participation in the research, informing them that the professional will be offered the
opportunity to discuss the overall aims of the research. Consent for this is included and discussed as part of the
informed consent process.

x. Details of how to access and join the secure online video platform Attend Anywhere which will be used for the
interviews will be discussed and what technology they will require to do this. Attend Anywhere is a secure video link
platform that is used nationally by NHS services and the host trust. This meets the high levels of security demanded
for confidential clinical work in the NHS. The participant will be advised to choose a quiet, confidential and
comfortable space to complete the interview. The participant and researcher will also discuss individual and explicit
contingencies for managing any potential technical difficulties and any emotional distress remotely. This will involve
planning for what to do if they lose the connection or if the participant becomes distressed and needs further support.
The participant will be informed that if they are late for their scheduled interview time then the Principal Investigator
will call them 10 minutes after their appointment time to see if they need support accessing the online platform. The
participant will be informed that if they do not attend the scheduled meeting that their Lead Care Professional or GP
will be immediately informed of their non-attendance and will be asked to check on their welfare.

xi. A contact email address, will be provided to participants so they are able to contact the Principal Investigator to
rearrange the interview or withdraw from the study. They will be informed that this email is only to be used for matters
pertaining to the study and that all other issues should be directed to their Lead Care Professional or GP. They will be
informed that this email address is only available during office hours (Monday — Friday, 9am — 5pm) and that it is not
monitored outside of these hours. They will also be informed that any information not pertaining to the study will be
communicated to their Lead Care Professional or GP.

xii. The participant will have a final opportunity to ask questions and will be thanked for their participation in the
research.

2.Consent form returned by participant either electronically or via post. Electronic copies will be stored securely on a
Trust issued laptop on a secure server. Paper copies will be stored in a locked cabinet in a locked office at the
University of East Anglia.

If you are not obtaining consent, please explain why not.
N/A

Please enclose a copy of the information sheet(s) and consent form(s).

A30-2. Will you record informed consent (or advice from consultees) in writing?

@ Yes (3No

A31. How long will you allow potential participants to decide whether or not to take part?

A period of at least 72 hours will be allowed for potential participants to read the information sheet and consent form
before consent is established with the Principal Investigator. However, they will have had access to the research
website and will have had longer to review this. 72 hours is from the participant expressing consent to contact.
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A33-1. What arrangements have been made for persons who might not adequately understand verbal explanations or
written information given in English, or who have special communication needs?(e.g. translation, use of interpreters)

No arrangements have been made for people who do not understand English. The study inclusion criteria states that
participants must be able to speak and converse in English in order to take part in the study. This is due to the
complexity of the issues being explored in the study (power in therapeutic relationships) and the difficulty of properly
including people who are not fluent in English. Especially as the study will be delivered remotely.

A35. What steps would you take if a participant, who has given informed consent, loses capacity to consent during the
study? Tick one option only.

@) The participant and all identifiable data or tissue collected would be withdrawn from the study. Data or tissue which
is not identifiable to the research team may be retained.

") The participant would be withdrawn from the study. Identifiable data or tissue already collected with consent would
be retained and used in the study. No further data or tissue would be collected or any other research procedures carried
out on or in relation to the participant.

(") The participant would continue to be included in the study.

{7y Not applicable — informed consent will not be sought from any participants in this research.

{7y Not applicable — it is not practicable for the research team to monitor capacity and continued capacity will be

assumed.

Further details:

The participant will need to have capacity to consent to the study. Should they lose this before or during the interview, then
their data will be immediately removed. Should the participant lose capacity following the interview and the 3 day period
after the interview, which is when their time in the study ends, then their data would not be removed, as they provided full
consent when they had capacity and their time in the study has ended.

In the highly unlikely event that a participant has capacity during the interview but loses this in the 3 days after interview,
and they or their lead care professional gets in contact with the team (as there is not a scheduled contact during that
period, just the opportunity for the participant to contact the team if they want to remove their data), then their wishes will
be taken into consideration as to whether the data was retained in the study or removed. Additional time for this would be
considered for this and negotiated with the participant if possible.

Potential participants will be informed of this before giving consent to be included in the study. Their Lead Care
Professional and/or GP would also be immediately informed should they lose capacity in the study as well as the details
of this.

A36. Will you be undertaking any of the following activities at any stage (including in the identification of potential
participants)?(Tick as appropriate)

[] Access to medical records by those outside the direct healthcare team

[[] Access to social care records by those outside the direct social care team

[+ Electronic transfer by magnetic or optical media, email or computer networks

[] Sharing of personal data with other organisations

[] Export of personal data outside the EEA

E Use of personal addresses, postcodes, faxes, emails or telephone numbers

[+ Publication of direct quotations from respondents
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[] Publication of data that might allow identification of individuals
[+ Use of audio/visual recording devices

[+ Storage of personal data on any of the following:

[+ Manual files (includes paper or film)
[+ NHS computers

[[] Social Care Service computers

[« Home or other personal computers
[w University computers

Ll Private company computers

[wi Laptop computers

Further details:

A37. Please describe the physical security arrangements for storage of personal data during the study?

Electronic data will be stored on an encrypted memory stick or on a secure password protected Trust issued laptop on
encrypted servers. If it is necessary to send electronic data (e.g. to academic supervisor) via email then this will also
be encrypted. It will be ensured that any encrypted data sent via e"mail meets NHS data transfer standards. GDPR
regulations and guidance will be followed throughout.

Personal contact details and other identifiable information will be stored on a secure trust laptop on encrypted NHS
servers or an encrypted memory stick. Personal telephone numbers will be stored on the study mobile telephone
which will be protected with a passcode. The personal details will be erased when they are no longer required.

If direct quotations are used in any future publications these will be anonymised.

An audio recording device (e.g. Dictaphone) will be used to record the interview. Immediately following the interview,
the recording of the interview will be immediately transferred to the secure and trust issued laptop and stored on a
secure server. It will be ensured that the recordings are erased from the device once loaded onto the computer.
Following this the interviews will be transcribed and anonymised using pseudonyms. Following this the recordings of
the interviews will be erased. The trust issued password protected computer used for this will be stored at the
Principal Investigator’'s home. This is due to COVID-19 pandemic and requirement of homeworking where possible
within the trust. The computer will be stored in a locked room when not in use and the storage of it is in line with NHS
and trust guidance.

A significant effort to keep files for this project electronic has been made. This is to reduce the need of the researcher
and participants to travel to deliver or store documents during the COVID-19 pandemic. Paper files, which may include
consent forms, will be stored in a locked cabinet at the University of East Anglia in a locked office. Paper notes made
by the researcher during interviews will be scanned and uploaded to the trust issued secure password protected
laptop and stored on trust servers. The paper notes will then be destroyed in line with NHS policy using confidential
waste shredding services provided by the trust.

Passcodes will be used on home, university and laptop computers to ensure confidentiality. Only anonymised data will
be stored on these computers.

A38. How will you ensure the confidentiality of personal data?Please provide a general statement of the policy and
procedures for ensuring confidentiality, e.g. anonymisation or pseudonymisation of data.

All raw data (interview transcripts) will be anonymised using pseudonyms for participants. This will also be used for
any other names the participant might mention in the interview or identifiable landmarks. This data will be stored
separately from consent forms.

A40. Who will have access to participants’ personal data during the study? Where access is by individuals outside the
direct care team, please justify and say whether consent will be sought.

The Principal Investigator will have access to personal data. Potential participants will be informed of this before
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agreeing to take part in the study.

A41. Where will the data generated by the study be analysed and by whom?

Data will be analysed by the Principal Investigator on a password protected personal computer and a trust issued
secure laptop. No personal details will be included in the data set for analysis. Personal details will not be used on
the data set and pseudonyms will be used to ensure anonymisation. The data will not be exported outside of the UK.

A42. Who will have control of and act as the custodian for the data generated by the study?

Title Forename/Initials Surname
Dr Gillian Bowden

Post Clinical Lecturer
Qualifications Doctorate in Clinical Psychology, BPS Diploma in Clinical Psychology, BA Psychology
Work Address Department of Clinical Psychology, Norwich Medical School

University of East Anglia

Norwich Research Park, Norwich

Post Code NR4 7TJ

Work Email g.bowden@uea.ac.uk
Work Telephone 01603 591213

Fax

A43. How long will personal data be stored or accessed after the study has ended?

i) Less than 3 months
) 3 — 6 months

{*) 6 — 12 months

1 12 months — 3 years
{1 Over 3 years

Ad44. For how long will you store research data generated by the study?

Years: 10
Months: 0

A45. Please give details of the long term arrangements for storage of research data after the study has ended.Say
where data will be stored, who will have access and the arrangements to ensure security.

The anonymised raw data will be placed into storage by the University of East Anglia for 10 years after the study has
ended (in line with NHS policy). These data will be accessed only by the Principal Investigator (student) and the Chief
Investigator (academic supervisor). After 10 years all data will be destroyed.

A46. Will research participants receive any payments, reimbursement of expenses or any other benefits or incentives
for taking part in this research?
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) Yes {3 No

If Yes, please give details. For monetary payments, indicate how much and on what basis this has been determined.
Each participant taking part in the study will receive a £10 Amazon voucher as a token of gratitude. This is in line with
university policy. Participants who withdraw from the study after giving consent will still receive the voucher.

Reimbursement of travel expenses is not needed for this study as participants will be completing the contacts in their
own home by telephone or video link. Phone calls to the participant will be made by researcher so no costs to the
participant will be involved. The participant will use their internet access to take part in the study. If participants raise
this as a barrier for taking part then the research team will seek funding from the University to support reimbursement
for this.

If the participants request to complete the consent form by hand and return it by post they will be provided with a
prepaid recorded envelope to do this.

AA47. Will individual researchers receive any personal payment over and above normal salary, or any other benefits or
incentives, for taking part in this research?

{1 Yes @) No

A48. Does the Chief Investigator or any other investigator/collaborator have any direct personal involvement (e.g.
financial, share holding, personal relationship etc.) in the organisations sponsoring or funding the research that may
give rise to a possible conflict of interest?

iYes (@ No

A49-1. Will you inform the participants’ General Practitioners (and/or any other health or care professional responsible
for their care) that they are taking part in the study?

®Yes (1No

If Yes, please enclose a copy of the information sheet/letter for the GP/health professional with a version number and date.

A49-2. Will you seek permission from the research participants to inform their GP or other health/ care professional?

®Yes (1No

It should be made clear in the participant’s information sheet if the GP/health professional will be informed.

A50. Will the research be registered on a public database?
1Yes (@ No

Please give details, or justify if not registering the research.
No suitable register exists.

However, the research will be registered with the Research and Development Department at the local trust ||

Registration of research studies is encouraged wherever possible.
You may be able to register your study through your NHS organisation or a register run by a medical research charity,
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or publish your protocol through an open access publisher. If you are aware of a suitable register or other method of
publication, please give details. If not, you may indicate that no suitable register exists. Please ensure that you have
entered registry reference number(s) in question A5-1.

A51. How do you intend to report and disseminate the results of the study?Tick as appropriate:

[+ Peer reviewed scientific journals

[+ Internal report

[+ Conference presentation

[w4 Publication on website

[+ Other publication

[] Submission to regulatory authorities

[]Access to raw data and right to publish freely by all investigators in study or by Independent Steering Committee
on behalf of all investigators
[]No plans to report or disseminate the results

[] Other (please specify)

A52. If you will be using identifiable personal data, how will you ensure that anonymity will be maintained when
publishing the results?

No identifiable data will be used in the write up of the study for either the University of East Anglia or a peer reviewed
scientific journal. The results will be described in a way that the participants involved cannot be identified.

A53. How and when will you inform participants of the study results?

If there will be no arrangements in place to inform participants please justify this.

If requested, the participants will be sent a summary of the general results for the study as well as being offered the
opportunity of a phone call with the Principal Investigator to discuss the study. Individual analysis of their interviews will
not be available. However, the participants will be provided with a debrief at the end of the study whereby they can
discuss their time in the study.

A54. How has the scientific quality of the research been assessed?Tick as appropriate:

[] Independent external review

[[] Review within a company

[] Review within a multi-centre research group

[+ Review within the Chief Investigator's institution or host organisation
[wi Review within the research team

[wi Review by educational supervisor

[ Other

Justify and describe the review process and outcome. If the review has been undertaken but not seen by the
researcher, give details of the body which has undertaken the review:

The study has been designed under the supervision of the primary academic supervisor and secondary supervisors
at the University of East Anglia. The collaborator has also been involved in the design of the study and has provided
clinical supervision when required. The study proposal has been reviewed by an independent member of staff at the
University of East Anglia whereby it was rated as satisfactory. Suggested changes were discussed with the academic
supervisors and these have been incorporated in the proposal as appropriate. Please see attached proposal,
feedback and covering sheet for further information.
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For all studies except non-doctoral student research, please enclose a copy of any available scientific critique reports,
together with any related correspondence.

For non-doctoral student research, please enclose a copy of the assessment from your educational supervisor/ institution.

A59. What is the sample size for the research? How many participants/samples/data records do you plan to study in
total? If there is more than one group, please give further details below.

Total UK sample size: 10
Total international sample size (including UK): 0
Total in European Economic Area: 0
Further details:

A60. How was the sample size decided upon? If a formal sample size calculation was used, indicate how this was done,
giving sufficient information to justify and reproduce the calculation.

The sample size was decided on through consideration of Smith, Flowers and Larkin’s (2013) guidance on
suggested sample sizes for IPA. This should allow for rich data and of sufficient volume for analysis.

References:
Smith, J. A., Flowers, P., & Larkin, M. (2012). Interpretative Phenomenological Analysis: Theory, Method and Research.
London: SAGE Publications.

A62. Please describe the methods of analysis (statistical or other appropriate methods, e.g. for qualitative research) by
which the data will be evaluated to meet the study objectives.

The analysis is qualitative. It will follow the guidelines stated for Interpretative Phenomenological Analysis (IPA)
suggested by Smith, Flowers and Larkin (2013).

Analysis will start anonymisation and verbatim transcription of interviews into a qualitative data analysis software
(such as NVivo) with comments added to text of notable non-verbal utterances, pauses and hesitations.

Analysis in IPA is analytic in focus and pays attention to how the participant makes sense of their experience (Smith et
al., 2013). The process is iterative and inductive, requiring reflexive engagement with the data. This research will use
the steps outlined by Smith et al. (2013), however, this will be used as a guide, as IPA is an iterative process. These
steps involve immersion in a single participant’s data with specific attention to experience, concerns and
understandings; initial noting, paying attention to descriptive, linguistic and conceptual comments; and the
development of emergent themes and searching for connections across themes, with particular attention to
convergence and divergence, commonality and nuance. Analytic devices suggested by Smith et al. (2013), including
abstraction, polarisation, contextualisation, numeration and looking for function of themes, will support the ‘dialogue’
between the data, the analysist, and their psychological knowledge about what this might mean for participants in this
context. This supports the development of a frame that illustrates the relationships between themes. After this has
been completed the analysist moves on to the next case, repeating the aforementioned steps until all cases have
been examined. Once all cases are analysed the final step involves drawing themes across all participants together
and creating master themes for the cohort, looking for potency and connections or disparities between themes, and
moving towards a theoretical conceptualisation of related themes. Furthermore, as noted above, the analyst will
comment on the power relationship inherent in data collection and his own preconceptions, attempting to ‘bracket off
these and incorporate accurate reflections on this in analysis (Smith et al., 2013). Supervision and reflexive diaries will
support this.

Quality will be monitored using Yardley’s (2000) principles, including, sensitivity to context (ideographic and
phenomenological approach), commitment and rigour (transparent purposive sampling and regular supervision),
transparency and coherence (use of reflexive diaries and clear process records, allowing for independent audit), and
focus on impact and importance (discussed in introduction).

Member checking, that is the returning of analysis to the participants to check for consistency, is not going to be done
in this study. This is routine in IPA and member checking is not in line with the analytic approach of IPA.

References:
Smith, J. A., Flowers, P., & Larkin, M. (2012). Interpretative Phenomenological Analysis: Theory, Method and Research.

Date: 20/03/2021 35 291953/1512272/37/981




244
London: SAGE Publications.

Yardley, L. (2000). Dilemmas in qualitative health research. Psychology and health, 15(2), 215-228.

A63. Other key investigators/collaborators. Please include all grant co—applicants, protocol co—authors and other key
members of the Chief Investigator’s team, including non-doctoral student researchers.

Title Forename/Initials Surname

Post
Qualifications
Employer
Work Address

Post Code
Telephone
Fax

Mobile
Work Email

A64-1. Sponsor

Lead Sponsor

Status: (™ NHS or HSC care organisation Commercial status:  Non-
@ Academic Commercial
"y Pharmaceutical industry
"1 Medical device industry
") Local Authority

(") Other social care provider (including voluntary sector or private
organisation)
(") Other

If Other, please specify:

Contact person

Name of organisation University of East Anglia

Given name Polly

Family name Harrison

Address University of East Anglia
Town/city Norwich
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Post code NR4 7TJ

Country United Kingdom

Telephone +44 (0) 1603 597948

Fax

E-mail researchsponsor@uea.ac.uk

Legal representative for clinical investigation of medical device (studies involving Northern Ireland only)
Clinical Investigations of Medical Devices that take place in Northern Ireland must have a legal representative of
the sponsor that is based in Northern Ireland or the EU

Contact person

Name of organisation
Given name

Family name
Address

Town/city

Post code

Country

Telephone
Fax
E-mail

A65. Has external funding for the research been secured?

Please tick at least one check box.
[] Funding secured from one or more funders
[] External funding application to one or more funders in progress

[+] No application for external funding will be made

What type of research project is this?
() Standalone project
(") Project that is part of a programme grant
(") Project that is part of a Centre grant
(") Project that is part of a fellowship/ personal award/ research training award
iy Other

Other — please state:

A66. Has responsibility for any specific research activities or procedures been delegated to a subcontractor (other
than a co-sponsor listed in A64-1) ? Please give details of subcontractors if applicable.

Yes (@ No

| A67. Has this or a similar application been previously rejected by a Research Ethics Committee in the UK or another
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country?

1Yes (@ No

Please provide a copy of the unfavourable opinion letter(s). You should explain in your answer to question A6-2 how the
reasons for the unfavourable opinion have been addressed in this application.

A68-1. Give details of the lead NHS R&D contact for this research:

Title Forename/Initials Surname

Details can be obtained from the NHS R&D Forum website: http.//www.rdforum.nhs.uk

A69-1. How long do you expect the study to last in the UK?

Planned start date: 01/03/2021
Planned end date: 30/09/2022
Total duration:

Years: 1 Months: 6 Days: 30

A71-1. Is this study?

) Single centre
(@) Multicentre

A71-2. Where will the research take place? (Tick as appropriate)

[+ England

[] Scotland

[] wales

[] Northern Ireland

[] Other countries in European Economic Area

Total UK sites in study

Does this trial involve countries outside the EU?
iYes (@ No
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A72. Which organisations in the UK will host the research?Please indicate the type of organisation by ticking the box and
give approximate numbers if known:

[ NHS organisations in England 1

[[]NHS organisations in Wales

[[] NHS organisations in Scotland

[[]HSC organisations in Northern Ireland

[] GP practices in England

[] GP practices in Wales

[] GP practices in Scotland

1 GP practices in Northern Ireland

[] Joint health and social care agencies (eg
community mental health teams)
[] Local authorities

|:| Phase 1 trial units
|:| Prison establishments
[ Probation areas

[] Independent (private or voluntary sector)
organisations
[ Educational establishments 1

[]Independent research units

[] Other (give details)

Total UK sites in study: 2

A73-1. Will potential participants be identified through any organisations other than the research sites listed above?

1Yes (@ No

A74. What arrangements are in place for monitoring and auditing the conduct of the research?

This research is sponsored by the University of East Anglia and the Principal Investigator (student) will be monitored
through supervision with the primary academic supervisor (Cl) and supervisory team. Regular research supervision
will be provided, reflexive diaries will be kept, and audit trails will be used to monitor this.

A76-1. What arrangements will be made for insurance and/or indemnity to meet the potential legal liability of the
sponsor(s) for harm to participants arising from the management of the research? Please tick box(es) as applicable.

Note: Where a NHS organisation has agreed to act as sponsor or co-sponsor, indemnity is provided through NHS schemes.
Indicate if this applies (there is no need to provide documentary evidence). For all other sponsors, please describe the
arrangements and provide evidence.

[[]1NHS indemnity scheme will apply (NHS sponsors only)

[+4 Other insurance or indemnity arrangements will apply (give details below)
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This study is being conducted as part of the Doctorate in Clinical Psychology at the University of East Anglia. The
university is therefore responsible for the management of the research. The university has appropriate insurance
policies in place to provide professional indemnity and public liability cover. Please refer to attached letter.

Please enclose a copy of relevant documents.

A76-2. What arrangements will be made for insurance and/ or indemnity to meet the potential legal liability of the
sponsor(s) or employer(s) for harm to participants arising from the design of the research? Please tick box(es) as
applicable.

Note: Where researchers with substantive NHS employment contracts have designed the research, indemnity is provided

through NHS schemes. Indicate if this applies (there is no need to provide documentary evidence). For other protocol

authors (e.g. company employees, university members), please describe the arrangements and provide evidence.
[[]NHS indemnity scheme will apply (protocol authors with NHS contracts only)

[+ Other insurance or indemnity arrangements will apply (give details below)

This study is being conducted as part of the Doctorate in Clinical Psychology at the University of East Anglia. The
university is therefore responsible for the design of the research.

Please enclose a copy of relevant documents.

A76-3. What arrangements will be made for insurance and/ or indemnity to meet the potential legal liability of
investigators/collaborators arising from harm to participants in the conduct of the research?

Note: Where the participants are NHS patients, indemnity is provided through the NHS schemes or through professional
indemnity. Indicate if this applies to the whole study (there is no need to provide documentary evidence). Where non-NHS
sites are to be included in the research, including private practices, please describe the arrangements which will be made at
these sites and provide evidence.

[+ NHS indemnity scheme or professional indemnity will apply (participants recruited at NHS sites only)

[+4 Research includes non-NHS sites (give details of insurance/ indemnity arrangements for these sites below)
NHS indemnity scheme will cover all participants who are recruited from and recieve services from the host trust.
Some participants will be recruited by advert (which will be put out by the host trust) and may not be under the host

trusts services. Therefore, for these partcipants, the University of East Anglia will act as another research site and the
work will be undertaken on behalf of the University and their Insurance.

Please enclose a copy of relevant documents.

A78. Could the research lead to the development of a new product/process or the generation of intellectual property?

1 Yes {yNo (@) Not sure
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Please enter details of the host organisations (Local Authority, NHS or other) in the UK that will be responsible for the
research sites. For further information please refer to guidance.

.Inves.t|.gator Research site Investigator Name
identifier
IN1
) NHS/HSC Site
Forename Oliver
{3 Non-NHS/HSC Site . .
- Middle name James Shearing
Family name Farrar
Email o.farrar@uea.ac.uk
Organisation | Cualification
name ] (MD...) BSc Psychology
. | Country United Kingdom
|
I
Post Code [ ]
I I
IN2
{3y NHS/HSC Site
Forename Oliver
#) Non-NHS/HSC Site . .
- Middle name James Shearing
Family name Farrar
Email o.farrar@uea.ac.uk
Institution name  University of East Anglia Qualification BSc Psychology
Department name Research and Enterprise Services (MD...)
Street address Norwich Research Park Country United Kingdom
Town/city Norwich
Post Code NR4 7TJ
Country United Kingdom

Date: 20/03/2021 41 291953/1512272/37/981



250

D1. Declaration by Chief Investigator

1. The information in this form is accurate to the best of my knowledge and belief and | take full responsibility for
it.

2. | undertake to fulfil the responsibilities of the chief investigator for this study as set out in the UK Policy
Framework for Health and Social Care Research.

3. I undertake to abide by the ethical principles underlying the Declaration of Helsinki and good practice
guidelines on the proper conduct of research.

4. If the research is approved | undertake to adhere to the study protocol, the terms of the full application as
approved and any conditions set out by review bodies in giving approval.

5. | undertake to notify review bodies of substantial amendments to the protocol or the terms of the approved
application, and to seek a favourable opinion from the main REC before implementing the amendment.

6. | undertake to submit annual progress reports setting out the progress of the research, as required by review
bodies.

7. | am aware of my responsibility to be up to date and comply with the requirements of the law and relevant
guidelines relating to security and confidentiality of patient or other personal data, including the need to register
when necessary with the appropriate Data Protection Officer. | understand that | am not permitted to disclose
identifiable data to third parties unless the disclosure has the consent of the data subject or, in the case of
patient data in England and Wales, the disclosure is covered by the terms of an approval under Section 251 of
the NHS Act 2006.

8. | understand that research records/data may be subject to inspection by review bodies for audit purposes if
required.

9. | understand that any personal data in this application will be held by review bodies and their operational
managers and that this will be managed according to the principles established in the Data Protection Act
2018.

10. | understand that the information contained in this application, any supporting documentation and all
correspondence with review bodies or their operational managers relating to the application:

o Will be held by the REC (where applicable) until at least 3 years after the end of the study; and by NHS
R&D offices (where the research requires NHS management permission) in accordance with the NHS
Code of Practice on Records Management.

o May be disclosed to the operational managers of review bodies, or the appointing authority for the REC
(where applicable), in order to check that the application has been processed correctly or to investigate
any complaint.

@ May be seen by auditors appointed to undertake accreditation of RECs (where applicable).

@ Will be subject to the provisions of the Freedom of Information Acts and may be disclosed in response
to requests made under the Acts except where statutory exemptions apply.

& May be sent by email to REC members.

11. I understand that information relating to this research, including the contact details on this application, may be
held on national research information systems, and that this will be managed according to the principles
established in the Data Protection Act 2018.

12. Where the research is reviewed by a REC within the UK Health Departments Research Ethics Service, |
understand that the summary of this study will be published on the website of the Health Research Authority
(HRA) together with the contact point for enquiries named below. Publication will take place no earlier than 3
months after the issue of the ethics committee’s final opinion or the withdrawal of the application.

Contact point for publication(Not applicable for R&D Forms)

HRA would like to include a contact point with the published summary of the study for those wishing to seek further

Date: 20/03/2021 42 291953/1512272/37/981
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information. We would be grateful if you would indicate one of the contact points below.

{7 Chief Investigator

(") Sponsor

{7 Study co-ordinator

(") Student

(") Other — please give details

"3 None

Access to application for training purposes (Not applicable for R&D Forms)
Optional — please tick as appropriate:

O | would be content for members of other RECs to have access to the information in the application in confidence

for training purposes. All personal identifiers and references to sponsors, funders and research units would be
removed.

This section was signed electronically by Dr Gillian Bowden on 03/08/2021 09:33.

Job Title/Post: Lecturer
Organisation: UEA
Email: g.bowden@uea.ac.uk

Date: 20/03/2021 43 291953/1512272/37/981
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D2. Declaration by the sponsor's representative

If there is more than one sponsor, this declaration should be signed on behalf of the co—sponsors by a representative
of the lead sponsor named at A64-1.

| confirm that:

1. This research proposal has been discussed with the Chief Investigator and agreement in principle to
sponsor the research is in place.

2. An appropriate process of scientific critique has demonstrated that this research proposal is worthwhile and
of high scientific quality.

3. Any necessary indemnity or insurance arrangements, as described in question A76, will be in place before
this research starts. Insurance or indemnity policies will be renewed for the duration of the study where
necessary.

4. Arrangements will be in place before the study starts for the research team to access resources and support
to deliver the research as proposed.

5. Arrangements to allocate responsibilities for the management, monitoring and reporting of the research will
be in place before the research starts.

6. The responsibilities of sponsors set out in the UK Policy Framework for Health and Social Care Research will
be fulfilled in relation to this research.

Please note: The declarations below do not form part of the application for approval above. They will not be
considered by the Research Ethics Committee.

7. Where the research is reviewed by a REC within the UK Health Departments Research Ethics Service, |
understand that the summary of this study will be published on the website of the National Research Ethics
Service (NRES), together with the contact point for enquiries named in this application. Publication will take
place no earlier than 3 months after issue of the ethics committee's final opinion or the withdrawal of the
application.

8. Specifically, for submissions to the Research Ethics Committees (RECs) | declare that any and all clinical
trials approved by the HRA since 30th September 2013 (as defined on IRAS categories as clinical trials of
medicines, devices, combination of medicines and devices or other clinical trials) have been registered on a
publically accessible register in compliance with the HRA registration requirements for the UK, or that any
deferral granted by the HRA still applies.

This section was signed electronically by Ms Polly Harrison on 30/07/2021 15:09.

Job Title/Post: Contracts Officer
Organisation: University of East Anglia
Email: researchsponsor@uea.ac.uk

Date: 20/03/2021 44 291953/1512272/37/981
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D3. Declaration for student projects by academic supervisor(s)

1. I have read and approved both the research proposal and this application. | am satisfied that the scientific content
of the research is satisfactory for an educational qualification at this level.

2. | undertake to fulfil the responsibilities of the supervisor for this study as set out in the UK Policy Framework for
Health and Social Care Research.

3. | take responsibility for ensuring that this study is conducted in accordance with the ethical principles underlying
the Declaration of Helsinki and good practice guidelines on the proper conduct of research, in conjunction with
clinical supervisors as appropriate.

4. | take responsibility for ensuring that the applicant is up to date and complies with the requirements of the law and
relevant guidelines relating to security and confidentiality of patient and other personal data, in conjunction with
clinical supervisors as appropriate.

Academic supervisor 1

This section was signed electronically by Dr Gillian Bowden on 03/08/2021 16:35.

Job Title/Post: Lecturer
Organisation: UEA
Email: g.bowden@uea.ac.uk

Academic supervisor 2

This section was signed electronically by Dr Hannah Zeilig on 02/08/2021 14:19.

Job Title/Post: Senior Research Fellow
Organisation: University of the Arts
Email: hannahzeilig@gmail.com

Academic supervisor 3
This section was signed electronically by Dr Corinna Hackmann on 02/08/2021 08:13.
Job Title/Post:

Organisation:

Email I

Date: 20/03/2021 45 291953/1512272/37/981
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Appendix J: Letter of access for host Trust

Oliver Farrar
Department of Clinical Psychology
University of East Anglia
Norwich Research Park
Norwich
NR4 7TJ
10t November 2021
Dear Oliver,

Re: ] Letter of Access for research — RD #21 291953 Exploring experiences of power in therapeutic
relationships between NHS service users and Clinical Psychologists

As an existing NHS employee you do not require an additional honorary research contract with this NHS organisation.
We are satisfied that such checks as are necessary have been carried out by your employer and that the research
activities that you will undertake in this NHS organisation are commensurate with the activities you undertake for your
employer. This letter confirms your right of access to conduct research througr—
Trust for the purpose and on the terms and conditions set out below. This right of access commences on 10
November 2021 and ends on 315t August 2022, unless terminated earlier in accordance with the clauses below.

You have a right of access to conduct such research as confirmed in writing in the letter of permission for research
from this NHS organisation. Please note that you cannot start the research until the Principal Investigator for the
research project has received a letter from us giving permission to conduct the project.

You are considered to be a legal visitor t premises. You are not entitled to
any form of payment or access to other benefits provided by this organisation to employees and this letter does not
give rise to any other relationship between you and this NHS organisation, in particular that of an employee.

While undertaking research through
but you are required to follow the reasonable
instructions of your nominated manager Research Manager, in this NHS organisation or those given
on her behalf in relation to the terms of this right of access.

Where any third party claim is made, whether or not legal proceedings are issued, arising out of or in connection with
your right of access, you are required to co-operate fully with any investigation by this NHS organisation in connection
with any such claim and to give all such assistance as may reasonably be required regarding the conduct of any legal
proceedings.

You must act in accordance with and procedures, which are
available to you upon request, and the Research Governance Framework.

You are required to co-operate with in discharging its duties under the
Health and Safety at Work etc Act 1974 and other health and safety legislation and to take reasonable care for the
health and safety of yourself and others while on premises. Although you

are not a contract holder, you must observe the same standards of care and propriety in dealing with patients, staff,
visitors, equipment and premises as is expected of a contract holder and you must act appropriately, responsibly and
professionally at all times.

You are required to ensure that all information regarding patients or staff remains secure and strictly confidential at all
times. You must ensure that you understand and comply with the requirements of the NHS Confidentiality Code of
Practice (http://www.dh.gov.uk/assetRoot/04/06/92/54/04069254.pdf) and the Data Protection Act 1998. Furthermore

[ 0]
|
SMOKEFREE
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you should be aware that under the Act, unauthorised disclosure of information is an offence and such
disclosures may lead to prosecution.

Trust will not indemnify you against any liability incurred as a result of
any breach of confidentiality or breach of the Data Protection Act 1998. Any breach of the Data Protection
Act 1998 may result in legal action against you and/or your substantive employer.

You should ensure that, where you are issued with an identity or security card, a bleep number, email or
library account, keys or protective clothing, these are returned upon termination of this arrangement. Please
also ensure that while on the premises you wear your ID badge at all times, or are able to prove your identity
if challenged. Please note that this NHS organisation accepts no responsibility for damage to or loss of
personal property.

Your substantive employer is responsible for your conduct during this research project and may in the
circumstances described above instigate disciplinary action against you.

We may terminate your right to attend at any time either by giving seven days’ written notice to you or
immediately without any notice if you are in breach of any of the terms or conditions described in this letter or
if you commit any act that we reasonably consider to amount to serious misconduct or to be disruptive and/or
prejudicial to the interests and/or business of this NHS organisation or if you are convicted of any criminal
offence. Your substantive employer is responsible for your conduct during this research project and may in
the circumstances described above instigate disciplinary action against you.

If your circumstances change in relation to your health, criminal record, professional registration or any other
aspect that may impact on your suitability to conduct research, or your role in research changes, you must

inform the NHS organisation that employs you through its normal procedures. You must also inform your
nominated manager in this NHS organisation.
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Appendix K: HRA ethical approval letter

0 Ymchwil lechyd m

a Gofal Cymru

Health and Care Health Research
Research Wales Authority

Dr Gillian Bowden

Department of Clinical Psychology and Email: approvals@hra.nhs.uk
. . .. HCRW.approvals@wales.nhs

Psychological Therapies, School of Medicine uk

University of East Anglia

Norwich Research Park, Norwich

NR4 7TJ

16 August 2021

Dear Dr Bowden
HRA and Health and

Care Research Wales

(HCRW) Approval
Letter

Study title: Exploring experiences of power in therapeutic
relationships between NHS service users and
Clinical Psychologists

IRAS project ID: 291953

Protocol 291953

number: REC 21/NW/0114

reference: University of East Anglia
Sponsor

| am pleased to confirm that HRA and Health and Care Research Wales (HCRW)
Approval has been given for the above referenced study, on the basis described in
the application form, protocol, supporting documentation and any clarifications
received. You should not expect to receive anything further relating to this application.

Please now work with participating NHS organisations to confirm capacity and
capability, in line with the instructions provided in the “Information to support study set
up” section towards the end of this letter.

How should | work with participating NHS/HSC organisations in Northern
Ireland and Scotland?

HRA and HCRW Approval does not apply to NHS/HSC organisations within Northern
Ireland and Scotland.

If you indicated in your IRAS form that you do have participating organisations in
either of these devolved administrations, the final document set and the study wide
governance report (including this letter) have been sent to the coordinating centre of
each participating nation. The relevant national coordinating function/s will contact
you as appropriate.


https://www.myresearchproject.org.uk/help/hlphraapproval.aspx
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Please see IRAS Help for information on working with NHS/HSC organisations in Northern
Ireland and Scotland.

How should | work with participating non-NHS organisations?
HRA and HCRW Approval does not apply to non-NHS organisations. You should work with
your non-NHS organisations to obtain local agreement in accordance with their procedures.

What are my notification responsibilities during the study?

The standard conditions document “After Ethical Review — guidance for sponsors and
investigators”, issued with your REC favourable opinion, gives detailed guidance on reporting
expectations for studies, including:

e Registration of research

¢ Notifying amendments

e Notifying the end of the study
The HRA website also provides guidance on these topics, and is updated in the light of
changes in reporting expectations or procedures.

Who should | contact for further information?
Please do not hesitate to contact me for assistance with this application. My contact details
are below.

Your IRAS project ID is 291953. Please quote this on all correspondence.

Yours sincerely,

Kevin Ahmed
Approvals Manager

Email; approvals@hra.nhs.uk

Copy to: Polly Harrison


https://www.myresearchproject.org.uk/help/hlpnhshscr.aspx
https://www.myresearchproject.org.uk/help/hlpsitespecific.aspx#non-NHS-SSI
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/research-ethics-committee-review/applying-research-ethics-committee/
https://www.hra.nhs.uk/
mailto:approvals@hra.nhs.uk

List of Documents

The final document set assessed and approved by HRA and HCRW Approval is listed below.
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Document Version Date

Copies of materials calling attention of potential participants to the [v2.0 10 January 2021
research [ Email to clinical teams informing of recruitment to

study]

Copies of materials calling attention of potential participants to the |v.2 06 June 2021
research [PDF Research flyer infographic ]

Copies of materials calling attention of potential participants to the |v.3 25 May 2021
research [Recuitment Email ]

Copies of materials calling attention of potential participants to the |v.2 06 June 2021
research [Website Page 1- home page (www.researching-

power.co.uk)]

Copies of materials calling attention of potential participants to the |v.2 06 June 2021
research [Website Page 2 - about the research - (www.researching-

power.co.uk)]

Copies of materials calling attention of potential participants to the |v.2 06 June 2021
research [Website Page 3 - taking part - (www.researching-

power.co.uk)]

Copies of materials calling attention of potential participants to the |v.2 06 June 2021
research [Website Page 4 - contact - (www.researching-

power.co.uk)]

Evidence of Sponsor insurance or indemnity (non NHS Sponsors  |v1.0 16 March 2021
only) [Sponsor evidence of I&amp;l cover]

GP/consultant information sheets or letters [Letter to LCP &amp; GP|v.2 25 May 2021
Informing of Research ]

Interview schedules or topic guides for participants [Interview vl 06 June 2021
Protocol and topic guide]

IRAS Application Form [IRAS_Form_03082021] 03 August 2021
Letter from sponsor [Sponsor Insurance and Indemnity Cover Letter]|v1.0 16 March 2021
Letters of invitation to participant [Covering email for participant info |v.2 25 May 2021
and consentl]

Letters of invitation to participant [Covering letter for participant V.2 25 May 2021
information packl]

Organisation Information Document [  Organisation Information |v1.0 12 March 2021
Document - IRAS Project ID: 291953]

Other [ Sponsor evidence of professional indemnity] v1.0 16 March 2021
Other [NEW DOCUMENT - Protocol for handling accusations v2 08 June 2021
against previous theraputic interventions]

Other [NEW DOCUMENT - Details of amendments made following |v.1 06 June 2021
Review from GM West Ethics Board 18th April 2021]

Participant consent form [Participant Consent Form ] v.2 25 May 2021
Participant consent form [PDF qualtrics electronic participant v3 25 May 2021
consent form]

Participant information sheet (PIS) [Partcipant information sheetl] v4 25 May 2021
Referee's report or other scientific critique report | Feedback [v1.0 03 November 2020
from initial proposal/protocol from UEA internal reviewer]

Referee's report or other scientific critique report | List of v1.0 21 November 2020
updates from original thesis proposal / project protocol]

Research protocol or project proposal [Updated thesis proposal v3 06 June 2021
protocol 1]
Schedule of Events or SOECAT [Schedule of Events for site] vl.l 12 March 2021
Summary CV for Chief Investigator (Cl) [CV Gillian Boweden - ClI] |v1 17 November 2020
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Summary CV for student [CV Oliver Farrar - Student PI ] v.2 05 July 2021
Summary CV for supervisor (student research) [ CV Corinna v1.0 12 March 2021
Hackmann - Secondary Supervisor]

Summary CV for supervisor (student research) [ CV Hannah Zeilig - |v1.0 12 March 2021
Secondary Supervisor]

Summary, synopsis or diagram (flowchart) of protocol in non v1.0 10 January 2021

technical language [Research Flow Chart]




Information to support study set up
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The below provides all parties with information to support the arranging and confirming of capacity and capability with participating NHS
organisations in England and Wales. This is intended to be an accurate reflection of the study at the time of issue of this letter.

Types of
participating
NHS
organisation

Expectations related to
confirmation of
capacity and capability

Agreement to be
used

Funding
arrangements

Oversight
expectations

HR Good Practice Resource
Pack expectations

There is only one
participating
NHS
organisation
therefore there is
only one site

type.

Research activities
should not commence at
participating NHS
organisations in England
or Wales prior to their
formal confirmation of
capacity and capability
to deliver the study.

An Organisation
Information
Document has
been submitted
and the sponsor is
not requesting and
does not expect
any other site
agreement to be
used.

No study funding
will be provided to
sites as per the
Organisational
Information
Document

The Chief
Investigator will be
responsible for all
research activities
performed at study
sites

No Honorary Research
Contracts, Letters of Access or
pre-engagement checks are
expected for local staff
employed by the participating
NHS organisations. Where
arrangements are not already in
place, network staff (or similar)
undertaking any of the research
activities listed in the IRAS form
(except for administration of
guestionnaires or surveys),
would be expected to obtain an
honorary research contract from
one NHS organisation (if
university employed), followed
by Letters of Access for
subsequent organisations. This
would be on the basis of a
Research Passport (if university
employed) or an NHS to NHS
confirmation of pre-engagement
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checks letter (if NHS employed).
These should confirm enhanced
DBS checks, including
appropriate barred list checks,
and occupational health
clearance. For research team
members only administering
guestionnaires or surveys, a
Letter of Access based on
standard DBS checks and
occupational health clearance
would be appropriate.

Other information to aid study set-up and delivery

This details any other information that may be helpful to sponsors and participating NHS organisations in England and Wales in study set-up.

The applicant has indicated that they do not intend to apply for inclusion on the NIHR CRN Portfolio.
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Appendix L: Inclusion & Exclusion Criteria for the Empirical Paper

Table 1

Inclusion and exclusion criteria for the empirical study

Inclusion or Exclusion Criteria

Rationale

Inclusion Criteria

Aged 18 years or older.

Participant has received care from secondary
mental health team within the host trust.

Participant agrees for Lead Care Professional or
GP to be informed of involvement in the
research.

Participant has received one to one individual
therapy from a Clinical Psychologist in last 24
months.

Participant engaged in 8 or more individual
therapy sessions a Clinical Psychologist.

Participant is able to understand written and
spoken English.

Primary reason for including adults only was
that people under 18 are likely to have different
structural power influences operating in therapy
(parental responsibility operating on issues such
as confidentiality and consent, school etc).

Secondary services are being examined because
of the likelihood of more intensive one to one
psychological intervention and it also being the
most utilised mental health sector (NHS digital,
2019), with over a million more people
accessing secondary services compared to
primary mental health services such as
Improving Access to Psychological Therapies.

This was a risk consideration as participants in
secondary services are likely to have some
element of risk. This allowed care co-ordinators
and lead professionals to be aware of their
involvement and as such provide a link if risk
issues arose during the research.

The interview was asking detailed questions
about the relationship with their therapist and as
such having finished therapy recently would
allow for better recall of aspects of the
relationship. Clinical Psychologists were chosen
to support homogeneity in the sample.

This was to make sure that there was time for
therapeutic relationship to be established.
Briefer interventions would likely not allow
sufficient time for a therapeutic relationship to
be established.

The scale of this project and resources available
sadly did not allow for interpreters to be used.
Furthermore, IPA as an approach requires
relative homogeneity in the sample, and with the
likely addition of an interpreter in the
therapeutic relationship this would have added a
unique dimension and dynamic (albeit



Exclusion

Participant is currently in hospital or subject to
Mental Health Act (MHA) conditions, including
Community Treatment orders.

Participant received therapy from a Clinical
Psychologist whilst subject to Mental Health
Act conditions or whilst in psychiatric hospital.

Participant is currently undertaking any form of
structured one to one or group therapy with a
Clinical Psychologist, Psychotherapist,
Assistant Psychologist, Psychological
Wellbeing Practitioner, or Counsellor.

The participant’s current Lead Care Professional
is the Clinical Psychologist who delivered their
therapy.

The participant does not have capacity to
consent or the cognitive ability to take part in
the study.
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interesting one) that may have dominated that
participant’s analysis.

Participants under any Mental Health Act
conditions were excluded due to the legal and
coercive structural power operating on them.
The research team felt this would be better
addressed in its own study and will be an area to
consider in future research. Furthermore, the
participant would likely be undergoing active
treatment as well as being part of a group that is
significantly smaller to those receiving care
outside of MHA conditions.

As above.

This is so as not to interfere with their current
therapeutic relationship.

This criterion was to protect the participant and
the psychologist and make sure that the
participant was able to speak freely in the
interview.

The interview asked a number of abstract and
conceptual questions which would require a
certain level of abstract thinking skills as such
those with reduced cognitive ability were
excluded. Furthermore, participants without
capacity to consent to the study were excluded
to protect them.
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Appendix M: Guidance for journal submission

Journal Guidance for ‘Psychology and
Psychotherapy: Theory, Research and Practice’

PAPTRAP AUTHOR GUIDELINES

Sections
1. Submission
2. Aims and Scope
3. Manuscript Categories and Requirements
4. Preparing the Submission
5. Editorial Policies and Ethical Considerations
6. Author Licensing
7. Publication Process After Acceptance
8. Post Publication
9. Editorial Office Contact Details

1. SUBMISSION

Authors should kindly note that submission implies that the content has not been published
or submitted for publication elsewhere except as a brief abstract in the proceedings of a
scientific meeting or symposium.

Once the submission materials have been prepared in accordance with the Author
Guidelines, manuscripts should be submitted online
at http://www.editorialmanager.com/paptrap

Click here for more details on how to use Editorial Manager.

All papers published in the Psychology and Psychotherapy: Theory Research and Practice are
eligible for Panel A: Psychology, Psychiatry and Neuroscience in the Research Excellence
Framework (REF).

Data protection:

By submitting a manuscript to or reviewing for this publication, your name, email address,
and affiliation, and other contact details the publication might require, will be used for the
regular operations of the publication, including, when necessary, sharing with the publisher
(Wiley) and partners for production and publication. The publication and the publisher
recognize the importance of protecting the personal information collected from users in the
operation of these services, and have practices in place to ensure that steps are taken to
maintain the security, integrity, and privacy of the personal data collected and processed.
You can learn more at https://authorservices.wiley.com/statements/data-protection-

policy.html.
Preprint policy:



https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_1._SUBMISSION
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_2._AIMS_AND
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_3._MANUSCRIPT_CATEGORIES
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_4._PREPARING_YOUR
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_5._EDITORIAL_POLICIES
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_6._AUTHOR_LICENSING
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_7._PUBLICATION_PROCESS
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_8._POST_PUBLICATION
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/forauthors.html#_9._EDITORIAL_OFFICE
http://www.editorialmanager.com/paptrap
http://www.wileyauthors.com/editorialmanager
https://authorservices.wiley.com/statements/data-protection-policy.html
https://authorservices.wiley.com/statements/data-protection-policy.html
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This journal will consider for review articles previously available as preprints. Authors may
also post the submitted version of a manuscript to a preprint server at any time. Authors
are requested to update any pre-publication versions with a link to the final published
article.

2. AIMS AND SCOPE

Psychology and Psychotherapy: Theory Research and Practice is an international scientific
journal with a focus on the psychological aspects of mental health difficulties and well-being;
and psychological problems and their psychological treatments. We welcome submissions
from mental health professionals and researchers from all relevant professional
backgrounds. The Journal welcomes submissions of original high quality empirical research
and rigorous theoretical papers of any theoretical provenance provided they have a bearing
upon vulnerability to, adjustment to, assessment of, and recovery (assisted or otherwise)
from psychological disorders. Submission of systematic reviews and other research reports
which support evidence-based practice are also welcomed, as are relevant high quality
analogue studies and Registered Reports. The Journal thus aims to promote theoretical and
research developments in the understanding of cognitive and emotional factors in
psychological disorders, interpersonal attitudes, behaviour and relationships, and
psychological therapies (including both process and outcome research) where mental health
is concerned. Clinical or case studies will not normally be considered except where they
illustrate particularly unusual forms of psychopathology or innovative forms of therapy and
meet scientific criteria through appropriate use of single case experimental designs.

All papers published in Psychology and Psychotherapy: Theory, Research and Practice are
eligible for Panel A: Psychology, Psychiatry and Neuroscience in the Research Excellence
Framework (REF).

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS

e Atrticles should adhere to the stated word limit for the particular article type. The
word limit excludes the abstract, reference list, tables and figures, but includes
appendices.

Word limits for specific article types are as follows:

e Research articles: 5000 words

e Qualitative papers: 6000 words

e Review papers: 6000 words

e Special Issue papers: 5000 words

In exceptional cases the Editor retains discretion to publish papers beyond this length
where the clear and concise expression of the scientific content requires greater length (e.g.,
explanation of a new theory or a substantially new method). Authors must contact the
Editor prior to submission in such a case.

Please refer to the separate guidelines for Registered Reports.

All systematic reviews must be pre-registered.
Brief-Report COVID-19


https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448341/homepage/registeredreportsguidelines.htm
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For a limited time, the Psychology and Psychotherapy: Theory, Research and Practice are
accepting brief-reports on the topic of Novel Coronavirus (COVID-19) in line with the
journal's main aims and scope (outlined above). Brief reports should not exceed 2000 words
and should have no more than two tables or figures. Abstracts can be either structured
(according to standard journal guidance) or unstructured but should not exceed 200 words.
Any papers that are over the word limits will be returned to the authors. Appendices are
included in the word limit; however online supporting information is not included.

4. PREPARING THE SUBMISSION

Free Format Submission

Psychology and Psychotherapy: Theory, Research and Practice now offers free format
submission for a simplified and streamlined submission process.

Before you submit, you will need:

e Your manuscript: this can be a single file including text, figures, and tables, or
separate files - whichever you prefer. All required sections should be contained in
your manuscript, including abstract, introduction, methods, results, and conclusions.
Figures and tables should have legends. References may be submitted in any style or
format, as long as it is consistent throughout the manuscript. If the manuscript,
figures or tables are difficult for you to read, they will also be difficult for the editors
and reviewers. If your manuscript is difficult to read, the editorial office may send it
back to you for revision.

e The title page of the manuscript, including a data availability statement and your co-
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Psychology and Psychotherapy: Theory, Research and Practice recognizes the many benefits of
archiving data for scientific progress. Archived data provides an indispensable resource for
the scientific community, making possible future replications and secondary analyses, in
addition to the importance of verifying the dependability of published research findings.

The journal expects that where possible all data supporting the results in papers published
are archived in an appropriate public archive offering open access and guaranteed
preservation. The archived data must allow each result in the published paper to be
recreated and the analyses reported in the paper to be replicated in full to support the
conclusions made. Authors are welcome to archive more than this, but not less.

All papers need to be supported by a data archiving statement and the data set must be
cited in the Methods section. The paper must include a link to the repository in order that
the statement can be published.

It is not necessary to make data publicly available at the point of submission, but an active
link must be included in the final accepted manuscript. For authors who have pre-registered
studies, please use the Registered Report link in the Author Guidelines.

In some cases, despite the authors’ best efforts, some or all data or materials cannot be
shared for legal or ethical reasons, including issues of author consent, third party rights,
institutional or national regulations or laws, or the nature of data gathered. In such cases,
authors must inform the editors at the time of submission. It is understood that in some
cases access will be provided under restrictions to protect confidential or proprietary
information. Editors may grant exceptions to data access requirements provided authors
explain the restrictions on the data set and how they preclude public access, and, if possible,
describe the steps others should follow to gain access to the data.

If the authors cannot or do not intend to make the data publicly available, a statement to
this effect, along with the reasons that the data is not shared, must be included in the
manuscript.

Finally, if submitting authors have any questions about the data sharing policy, please
access the FAQs for additional detail.

Open Research initiatives.

Recognizing the importance of research transparency and data sharing to cumulative
research, Psychology and Psychotherapy: Theory, Research and Practice encourages the
following Open Research practices.

Sharing of data, materials, research instruments and their accessibility. Psychology and
Psychotherapy: Theory, Research and Practice encourages authors to share the data,
materials, research instruments, and other artifacts supporting the results in their study by
archiving them in an appropriate public repository. Qualifying public, open-access
repositories are committed to preserving data, materials, and/or registered analysis plans
and keeping them publicly accessible via the web into perpetuity. Examples include the
Open Science Framework (OSF) and the various Dataverse networks. Hundreds of other
qualifying data/materials repositories are listed at the Registry of Research Data
Repositories (http://www.re3data.org). Personal websites and most departmental
websites do not qualify as repositories.

Open Research Badges. In partnership with the non-profit Center for Open Science
(COS), Psychology and Psychotherapy: Theory, Research and Practice offers all submitting
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authors access to the following three Open Research Badges— Open Materials, Open Data,
and Preregistered Research Designs. We also award all qualifying authors Open Research
Badges recognizing their contributions to the Open Research movement. The Open
Research practices and associated award badges, as implemented by the Center for Open
Science and supported by Psychology and Psychotherapy: Theory, Research and Practice, are
the following:

The Open Materials Badge recognizes researchers who share their research instruments
and materials in a publicly-accessible format, providing sufficient information for
researchers to reproduce procedures and analyses of published research studies. A list of
certified data repositories can be accessed at re3data.org or fairsharing.org. Guidelines
about the use of data repositories can found at websites such as The Wellcome Trust
(https://wellcomeopenresearch.org/for-authors/data-guidelines) and the Center for
Open Science (https://cos.io/).

The Open Data Badge recognizes researchers who make their data publicly available,
providing sufficient description of the data to allow researchers to reproduce research
findings of published research studies. An example of a qualifying public, open-access
database for data sharing is the Open Science Framework repository. Numerous other data-
sharing repositories are available through various Dataverse networks

(e.g., http://dataverse.org) and hundreds of other databases available through the Registry
of Research Data Repositories (http://www.re3data.org). There are, of course,
circumstances in which it is not possible or advisable to share data publicly. For example,
there are cases in which sharing participant data could violate confidentiality. In these cases,
the authors may provide an explanation of such circumstances in the Alternative Note
section of the disclosure form. The information the authors provide will be included in the
article’s Open Research note.

The Preregistered Badge recognizes researchers who preregister their research plans
(research design and data analysis plan) prior to engaging in research and who closely
follow the preregistered design and data analysis plan in reporting their research findings.
The criteria for earning this badge thus include a date-stamped registration of a study plan
in such venues as the Open Science Framework (https://osf.io) or Clinical Trials
(https://clinicaltrials.gov) and a close correspondence between the preregistered and the
implemented data collection and analysis plans.

Authors will have an opportunity at the time of manuscript submission to inform
themselves of this initiative and to determine whether they wish to participate. Applying and
qualifying for Open Research Badges is not a requirement for publishing with Psychology
and Psychotherapy: Theory, Research and Practice, but these badges are further incentive for
authors to participate in the Open Research movement and thus to increase the visibility
and transparency of their research. If you are interested in applying, please note that you
will be asked to complete the Disclosure Form when submitting a revised manuscript.

More information about the Open Research Badges is available from the Open Science
Framework wiki.

Publication Ethics

Authors are reminded that Psychology and Psychotherapy: Theory, Research and
Practice adheres to the ethics of scientific publication as detailed in the Ethical principles of
psychologists and code of conduct (American Psychological Association, 2010). The Journal
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generally conforms to the Uniform Requirements for Manuscripts of the International
Committee of Medical Journal Editors (ICJME) and is also a member and subscribes to the
principles of the Committee on Publication Ethics (COPE). Authors must ensure that all
research meets these ethical guidelines and affirm that the research has received
permission from a stated Research Ethics Committee (REC) or Institutional Review Board
(IRB), including adherence to the legal requirements of the study county.

Note this journal uses iThenticate's CrossCheck software to detect instances of overlapping
and similar text in submitted manuscripts. Read Wiley's Top 10 Publishing Ethics Tips for
Authors here. Wiley's Publication Ethics Guidelines can be found here.

ORCID

As part of the journal's commitment to supporting authors at every step of the publishing
process, the journal requires the submitting author (only) to provide an ORCID iD when
submitting a manuscript. This takes around 2 minutes to complete. Find more information
here.
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ND Creative Commons License.

Self-Archiving Definitions and Policies: Note that the journal's standard copyright agreement
allows for self-archiving of different versions of the article under specific conditions.

BPS members and open access: if the corresponding author of an accepted article is a
Graduate or Chartered member of the BPS, the Society will cover will cover 100% of the APC
allowing the article to be published as open access and freely available.
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will receive an email asking them to login or register with Wiley Author Services. The
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Proofs

Once the paper is typeset, the author will receive an email notification with full instructions
on how to provide proof corrections.

Please note that the author is responsible for all statements made in their work, including
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The journal offers rapid publication via Wiley's Early View service. Early View (Online Version
of Record) articles are published on Wiley Online Library before inclusion in an issue. Before
we can publish an article, we require a signed license (authors should login or register

with Wiley Author Services). Once the article is published on Early View, no further changes
to the article are possible. The Early View article is fully citable and carries an online
publication date and DOI for citations.
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Access and Sharing

When the article is published online:

e The author receives an email alert (if requested).

e Thelink to the published article can be shared through social media.

e The author will have free access to the paper (after accepting the Terms &
Conditions of use, they can view the article).

e For non-open access articles, the corresponding author and co-authors can
nominate up to ten colleagues to receivea publication alert and free online access to
the article.

Promoting the Article
To find out how to best promote an article, click here.

Wiley Editing Services offers professional video, design, and writing services to create
shareable video abstracts, infographics, conference posters, lay summaries, and research
news stories for your research - so you can help your research get the attention it deserves.

Measuring the Impact of an Article

Wiley also helps authors measure the impact of their research through specialist
partnerships with Kudos and Altmetric.
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Appendix N: Interview protocol

IRAS Project ID: 291953 Interview Protocol and topic guide — v1 — 06.06.2021

Interview Protocol v1

IRAS Project ID: 291953

Project Title: Exploring Experiences of Power in Therapeutic Relationships Between NHS Service
Users and Clinical Psychologists.

Research question: How do NHS service users experience power in therapeutic relationships with
Clinical Psychologists?

Pre interview (00:00) — not recorded

1. Greeting the participant and thanking them for their time.

il. Checking in on their wellbeing prior to interview. This will include asking about
how they are feeling today, if there is anything concerning them or worrying them
and if they feel okay to complete the interview today. If there are concerns raised,
then this will be discussed with the participant and support will be offered and
options for further sources of support (including support from involved
professionals) will be discussed.

1il. Confirmation of consent to take part in the interview checked.

iv. A brief outline of the interview and question themes will be given. 1. Overview of
therapy and understanding of power 2. Relational Power in the therapeutic
relationship 3. Structural power factors outside of therapy that affect the
relationship

V. A brief review of agreed individual protocols for managing technical difficulties
and emotional distress will be completed.

vi. The participant will be reminded that they are able to take breaks or withdraw at
any point in the interview and also ask questions at any point.

vii. A final opportunity to ask any questions before the formal interview starts will be
offered.

viii.  Recording of the interview will start on the audio recording device and the
interview will begin.

Semi Structured Interview (00:15) — recorded audio

This is the formal interview. Questions in bold are core questions. Questions beneath are ideas for
prompts and further exploration and are used to guide the interviewer’s thinking.

Overview of therapy and understanding of power (00:15)

1. Would you like to share a little about how you came to therapy?
- How long have you had the difficulties you worked on in therapy?
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- How did the conversation about therapy first start?

- Have you had multiple therapists?

- What choices did you have about therapy?

2. What does power mean to you?

- Is it something you have ever considered?

- What does it mean to you to be a powerful person? What does it mean to be
disempowered?

- How would you describe someone/thing having power over you or you having
power over someone/thing?

- How, overall does power affect you?

Relational Power in the therapeutic relationship (00:30)

3. Can you tell me what it was like first meeting with your psychologist?
- How would you describe how you first felt?
- What was the first meeting like and how did you feel?
- Was this in person or remotely? How did that affect things?
4. Can you tell me about your relationship with your psychologist?
- What was it like speaking to them? Did you use the same language?
- How do you think they saw your relationship?
5. Did your feelings towards your psychologist or relationship change over the time
you spent in therapy?
- What do you think contributed to the change in how you felt?
- Did anything happen to make the change?
- How do you feel about them now?
6. Were there times when the relationship between you and your therapist felt
more or less equal?
- What did this look like? What happened to make you feel this?
- How did this impact on how you felt?

Structural power factors outside of therapy that affect the relationship (00:50)

7. How do you think you are different from your psychologist?
- Age, gender, race, socioeconomic, sexuality etc
- Did these factors get spoken about?
- What did this mean for you?
8. What things outside of the therapy room affected your relationship with your
psychologist? ------- How did that affect you/the relationship?
- Probes: Structure of NHS, other professionals, other important systems (family,
friends, colleagues), ideology, stigma, social pressure/norms
9. Did you and your therapist think about these things?
- What did you do? What did they do?
- Were there things you felt you couldn’t talk about regarding your relationship? Was
there anything you felt your psychologist could not talk about

10. Is there anything else you would like to say about your relationship with your
psychologist?
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General prompts/probes:

el

Can you tell me more about X?

Could you clarify what you mean by X to make sure I have understood properly?
. What did that mean for you?

What do you think would have been different if X didn’t happen?

11. Is there anything I haven’t asked that you would have expected or wanted me to

ask?

Post-Interview (01:15) — not recorded

1X.

xi.

Xil.

Xiil.

Xiv.

XV.

After the participant has indicated they are finished, and the researcher has no
further questions, then the interview will be closed, and the audio recording
stopped.

The participant will be thanked for their effort in the interview and the last part of
the session will involve a full debrief. There is no deception in the research and as
such the aims of the research will have been stated throughout. This is an
opportunity to discuss any aspect of the research further.

The researcher will check in on the participant’s wellbeing following the
interview. This could include questions about how they are feeling after the
interview and if there was anything difficult that came up for them that they would
like to discuss further. If there are concerns raised, then this will be discussed with
the participant and support will be offered and options for further sources of
support (including support from involved professionals) will be discussed.

The participant will then be offered the opportunity to ask any questions about the
interview.

The researcher will confirm if the participant is happy to use their data in the
study. If they agree then they will then be informed that they have three days to
decide if they want to remove their data. They will be advised to contact the
researcher during this period to inform them of this, otherwise it will be assumed
that they are happy for their data to be used. They will be explicitly informed that
it may not be possible to remove their data after this period.

Additional optional demographic information will also be asked to support the
analysis, this includes their ethnicity, sexuality, employment status (now and
during therapy), whether they have a disability and an approximation of when
they finished therapy. They will also be asked to provide details of what they
assumed the demographics of their Clinical Psychologist was. They are informed
that this is not to identify the Psychologist but to ascertain what their perceptions
of their Psychologists demographics were. The study is not interested in the actual
demographics of the Psychologist, but the participants perceptions, as this will
indicate potential structural power operations that might be occurring and will be
useful in analysis. They will be informed that this is completely optional. The
assumed demographics of their psychologist that will be collected are assumed
gender, age, ethnicity, sexuality, and disability.

The participant will then be asked if they would like a summary of the findings of
the research. If they request this, they will be offered for the summary to be sent
by email or post. They will also be offered the opportunity to discuss this with the
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chief investigator by telephone if they wish. Details on how to arrange this will be
provided on the summary.

xvi.  The participant will be asked on how they would like to receive their £10 Amazon
voucher in gratitude for participation. This will be immediately sent out after the
interview by post or email depending on the participant’s preference.

xvii.  The participant will be offered a final opportunity to ask any questions.

xviil. The participant will be thanked for their time and the interview session will be
terminated.

End of interview (Total time - 01:30/90 minutes)
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Appendix O: Electronic consent to contact form

10/01/2021 Qualtrics Survey Software

Default Question Block

Research title: Exploring experiences of power in therapeutic relationships between NHS
service users and Clinical Psychologists

Lead Researcher: Ollie Farrar, Trainee Clinical Psychologist, University of East Anglia

IRAS number: 291953
Version & date: v1 —03.01.2021

Thank you for your interest in our research!

Before we take any details from you, we need to make sure that you are able to take part in
the study. Sadly, not everyone is able to take part, so the first part of this questionnaire will
let you know if you are able to take part in the study before we collect any personal
information from you.

If you are able and want to take part in the study, then we will ask for your consent to
contact you and your contact details.

All personal information will be treated with the strictest of confidence and stored securely.
This information will only be used by the research team and will not be given to anyone
else.

Please make sure you have read the participant information sheet so you can decide if you
want to take part.

It can be found at www.researching-power.co.uk

| have read the participant information sheet and would like to see if | am eligible for the
study.

Yes No

Please read the participant information sheet before continuing.

It can be found at www.researching-power.co.uk

Please tick all the boxes that apply to you to check you're eligible for the study.

https://ueapsych.eu qualtrics. con/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_aYtuBgMQA6K2EhD&ContextLibraryID=UR_7... 1/6
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(J 1. lam aged 18 or over.
() 2. I can speak and understand English.

(] 3. 1am not currently doing any form of psychological therapy or this therapy is due to finish in
the next month. (This includes group or individual therapy working directly with a professional -
E.g. CBT, CAT, Counselling)

() 4.1 have am or have been under the care of an NHS Mental Health Team in th<]jj

(] 5. I have received one to one psychological therapy in the last 2 years.

(] 6. My therapy has been with a Clinical Psychologist. (If you are unsure, tick the box and we will
help you find out - if you do not tick the box then you will not be able to proceed)

() 7. This therapy was for 8 or more sessions.
() 8. 1 am not currently in Psychiatric Hospital or under a Community Treatment Order.

(7] 9. My therapy was not completed when in Psychiatric Hospital or under a Community
Treatment order.

() 10. I am happy and able to meet via video link with the researcher using a personal computer,
tablet or phone for the interview.

() 11. 1 am happy for the researcher to contact the person in charge of my care to let them know |
am taking part in the research. This is either your Care Co-ordinator or Lead Care Professional
if you are being supported by a mental health team. If you are no longer under the care of a
mental health team then we will contact your GP.

(] 12. My Care Co-ordinator or Lead Care Professional did not deliver my therapy. (If you are
unsure, tick the box and we will help you find out - if you do not tick the box then you will not be
able to proceed)

https://ueapsych eu.qualtrics com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_aYtuBgMQAG6K2EhD&ContextLibraryID=UR_7... 2/6
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Thank you for your answers. Your responses indicate that you are able to take part in this
study.

If you are happy for us to contact you to discuss the study further then please fill in the
following form. You are not committing to taking part at this point, but you are letting us
know that we can contact you to discuss it further and to allow us to provide you with

additional information. Please answer all the questions as they will need to be answered to
proceed.

| consent to give the research team my information and allow them to contact me.

O Yes
O No

Thank you again for your interest!

O Finish Survey

First name

Surname

https://ueapsych eu.qualtrics. com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview ?ContextSurveyID=SV_aYtuBgMQA6K2EhD&ContextLibraryID=UR_7...  3/6
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Date of Birth

Contact Telephone

Contact Email

| would like the lead researcher to contact me to arrange a discussion about the research
by:

() Telephone (preferred as more COVID safe)
() Email (preferred as more COVID safe)
() Post

| would prefer additional information and for correspondence to be via:

O Email (preferred as more COVID safe)
O Post
(O Both email and post

Gender

O Male
O Female
(O Non-binary / third gender / other

O Prefer not to say

| am currently

https://ueapsych.eu.qualtrics com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview?ContextSurveyID=SV_aYtuBgMQA6K2EhD&ContextLibraryID=UR_7... 4/6
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O Being supported by a Community Mental Health Team in |}

O 1 used to be supported by a Community Mental Health Team in- and now am discharged

If you are under a Community Mental Health Team what is the name of your Care Co-
ordinator or the Lead Professional involved in your care? (if known)

Name of current or past Mental Health Team(s) at-? (if known)

GP name? (if known)

GP Surgery? (if known)

Thank you for completing the form!

The lead researcher (Ollie Farrar) will make initial in contact with you within 10 working
days to arrange to discuss the research.

If there is significant demand to take part in the research then we may not be able to invite
you to the study, but we will let you know as soon as possible if this is the case.

If you need to contact the research team in the meantime, please email info@researching-
power.co.uk

Thank you so much for taking the time to fill in this form and for taking an interest in our
research.

All the best,
Ollie Farrar

Trainee Clinical Psychologist
University of East Anglia

https://ueapsych.eu qualtrics com/Q/EditSection/Blocks/Ajax/GetSurveyPrintPreview ?ContextSurveyID=SV_aYtuBgMQAG6K2EhD&ContextLibraryID=UR_7... 5/6
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Appendix P: Participant information sheet

IRAS Project ID: 291953

Version 4, 25.05.2021

Ethics Reference Number (IRAS): 291953

PARTICIPANT INFORMATION SHEET

Study Title:
Exploring Experiences of Power in Therapeutic Relationships Between NHS Service Users
and Clinical Psychologists.

Why have | been given this information sheet?

Thank you for taking the time to look at this information about the research we are doing. We
are inviting you to take part in our research. Please have a good look at the following
information and carefully think if you would like to take part. It is completely up to you
whether or not you take part and taking part or not will not affect your care w [ ]

I ©" any other NHS care provider.

Why are we doing this research?

We are looking at better understanding the relationship between people who use NHS
mental health services and Clinical Psychologists, who provide talking therapy. We are
interested in how people experience working with their therapist. We are especially
interested in ‘power’ in the relationship. We think that learning more about how people
experience power will help us understand the relationship that people have in therapy better
and allow us to think about how to do things better.

Why have | been asked to take part?

We are asking if you want to take part because you have expressed an interest taking part in
the research. We are looking for people who have completed therapy with a Clinical
Psychologist on a one to one basis. We also ask that this Clinical Psychologist is not your
current Lead Care Professional (the person in charge of your care in the team). We are
looking for people who have completed therapy whilst being an adult (18 years or older) and
who have used community mental health services, which is sometimes called ‘secondary
services’. It does not matter what type of therapy you have had or what that therapy was to
help you with, but we would like to speak with people who have seen a Clinical Psychologist
for at least 8 sessions of therapy within the last 24 months.

We are looking for between 8 to 10 people that want to take part. The most important thing
is that you are comfortable taking part and feel that speaking about your experience of
therapy would be something you both wanted and felt able to do. We cannot invite people
who are currently undertaking therapy or people who have completed therapy with someone
who was not a Clinical Psychologist. If you are unsure about whether you completed your
therapy with a Clinical Psychologist or not, we can help you find out. We also cannot invite
you if you received your therapy in hospital whilst detained under the Mental Health Act or
when under a Community Treatment Order.

Who is organising and funding the research?
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The researcher is Ollie Farrar, who is a Trainee Clinical Psychologist from the University of
East Anglia (UEA) and is employed by

The Chief Investigator for the project (the person in charge of the project overall) is Gillian
Bowden, a Consultant Clinical Psychologist and Clinical Lecturer at the UEA.

The team also includes, Corinna Hackmann, a Clinical Psychologist working at

and Honorary Senior Research Associate at the UEA; and
Hannah Zeilig who is a Visiting Research Fellow at the UEA, a senior research fellow at the
University of the Arts London and who is also an expert by experience and lives with Bipolar.

Who has checked the study?

All research by the UEA in the NHS is looked at by another group of people, called the
Health Research Authority (HRA). This is a national organisation that makes sure that all
research that is done in the NHS is of good quality, abides by all the relevant laws and
guidance, and is safe for everyone involved it in it. The North West — Greater Manchester
West Research Ethics Committee has also reviewed this research on behalf of the HRA.
They have said that this research meets their very strict criteria and is safe to do. We have
also been given permission by [trust] to conduct the research in their organisation.

Do I have to take part?

No! Itis entirely up to you! There is absolutely no pressure to take part and everyone
involved will fully respect all decisions you make. There will be no changes made to any
treatment, care or rights should you decide to take part or not. You do not have to give
anyone a reason for not taking part if you do not want to. You can also change your mind at
any point in the study.

What will happen if | take part?

The information on this sheet is to help you to make a decision as to whether you want to
take part in the research. You will have seen it at least three days before you will need to
make a decision as to whether you want to take part.

If you decide to take part, Ollie Farrar (the researcher) will contact you by telephone to
answer any questions you might have about the research and to explain in more detail about
what is involved. This will take roughly 30 minutes but can be longer if you have more
guestions.

If you decide you do want to take part you will be asked to sign a consent form to say you
are happy to take part and that you have had the study explained to you. This will be done
online through a link that we will send you. You can also chose to sign a paper copy of this
form and post it back to us (using a prepaid, registered envelope) if you prefer.

Once you are happy with that we will arrange a time for an interview. This will likely be a few
weeks later and take 90 minutes in total. You will meet with Ollie Farrar (the researcher), by
a secure video link platform called Attend Anywhere. There will be time before and after the
interview to discuss any concerns or questions you might have about the research. If you
need a break at any point in the interview the you can take one whenever you need it.

Your safety will be the most important thing so we will discuss how we can do the interviews
in a way that is in line with what the NHS advises and what you want. The audio (sound)
from each interview will be securely recorded and stored (on a secure NHS computer) so
that the research team can have a record of it and use what you both have discussed. Only



286

IRAS Project ID: 291953 Participant Information Sheet v.4 — 25.05.2021

the research team will have access to this recording and it will be transferred and stored
securely on an NHS computer. Ollie Farrar (the researcher and interviewer) will transcribe
(write down what was said) in the interview using the recording. Once this is done, the
recording will be deleted, and the written transcript of the interview will be stored securely on
an NHS computer. In the interview you will talk about your experiences of therapy with a
Clinical Psychologist. There will be some questions that we ask everyone but for most of the
interview you will be having general conversation about your experiences. You will not be
asked to talk about anything that you do not want to discuss. There will also be opportunity
to ask the interviewer questions.

After the interview the interviewer will check with you to make sure you are okay and
whether you are still happy for us to use the data you collected together. You will be given
three days following the interview to say if you do not want the data to be used and if you
decide not to then you do not have to give a reason why you do not want it used. After this
time, it might not be possible to remove your data from the study, but every effort would be
made to do this and we would discuss this openly with you. Should you lose the ability to
fully consent to the study before, during or in the three days after the interview then any
information or data you have kindly given us would be removed and deleted. This is to
protect you and to make sure you are giving information you are fully happy and able to give.

Once that is done your part in the research will be finished. You will be contacted after the
study is written up to provide you with a copy of the results and offered the opportunity to
discuss it by telephone, if that is your wish.

Where and when will the study be done?

The interviews will be conducted via secure video link so that you can do them at home or in
a private place of your choosing. If you have any problems accessing a device to take part in
the in the interviews, then we can work together to figure out an alternative that is most
convenient for you.

How much of my time will it take?

The interview will be a maximum of 90 minutes, this includes time for questions and to check
in with how you are feeling. The lead researcher will also call you before the interview to see
if you want to take part and answer any questions you may have which will take around 30
minutes. The total expected time will be around two hours over two separate conversations.

How will we use the information about you?
We will need to use information about you for this research project.
This information will include the following:

¢ We will collect your name, date of birth, mailing address and contact details initially,
as well of the name of the lead professional involved with your care, this is so we can
contact you throughout the study. When the study is finished these details will be
deleted. They will not be shared outside of the research team and will not be
included in any of the final report or findings.

e Your age, gender, ethnicity, employment status, sexuality, whether or not you have a
disability, will be collected to help us understand some of the differences between
participants, however, it is your choice whether you tell us this.
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e We will not ask for the name of the Clinical Psychologist that you have seen, nor will
we inform them of you taking part in the research. However, if we are concerned
about something to do with the Psychologist you saw then we might need to know
their name. We would discuss this with you first.

e This researcher will ask you for information about the therapy you did. Particularly,
what type of therapy (E.g., CBT), how many times you met with your therapist, and
the type of location you would normally meet your therapist (E.g., online, home or in
a clinic). The researcher may also ask you some guestions about any assumptions
you made about your therapist (E.g., their age or gender). You do not have to answer
these questions if you don’t want to.

o We will record the audio from the interview only. This will be the main source of data
that we collect, and we will use this to complete the analysis. Any information in that
might be used to identify you, your therapist, or the service you received your therapy
in will not be shared outside of the research team and will be anonymised in the write
up, so no one reading it would know who you are.

¢ If you decide to stop taking part in the study part way through, we will ask you if you
would like to tell us why. It is up to you whether you tell us and is to help us see if we
could do anything better.

People will use this information to do the research or to check your records to make sure the
research is being done properly.

We will keep all information about you safe and secure.

Once we have finished the study, we will keep some of the data so we can check the results.
We will write our reports in a way that no-one can work out that you took part in the study.

What are your choices about how your information is used?

e You can stop being part of the study at any time, without giving a reason, but
we will keep information about you that we already have.

e We need to manage your records in specific ways for the research to be
reliable. This means that we won'’t be able to let you see or change the data we
hold about you.

Where can you find out more about how your information is used?
You can find out more about how we use your information

e at www.hra.nhs.uk/information-about-patients/
e our leaflet available from www.hra.nhs.uk/patientdataandresearch
e by sending an email to G.Bowden@UEA.ac.uk or info@researching-

power.co.uk
e by ringing us on 01603 591213

What if | agree to take part then do not want to do the research anymore?

You are free to stop taking part at any time during the research without giving a reason. If
you decide to stop, this will not affect your treatment or rights. You also have the right for
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your data to be removed from the study three days following the interview. After this time, it
may not be possible to remove your data from the study, but we will discuss this with you.

Will anyone else know I’'m doing this?

The people in our research team and your Lead Care Professional/GP will be aware you are
taking part. We ask this so that they are aware of your involvement in the study and to help if
you require any additional support when taking part in the study. We will only disclose what
the study is investigating and not any of the details of the interview. However, we may have
to tell someone else, which may include your GP, Lead Care Professional or the local
safeguarding team, if you tell us something that suggests that you or someone else is at
significant risk of harm. In the unlikely event that happens, we will do everything we can to
involve you in this and discuss it with you first.

All information collected during the study will be treated as strictly confidential. The research
team follow the EU General Data Protection Regulations Act 2018. All paper information, like
paper consent forms, will be kept in a locked cabinet and locked office at the UEA. Any
information about you will be kept on a computer will be stored on password protected and
encrypted computer file or memory stick. We will change your name on the all the stored
information as soon as reasonably possible and to make sure you cannot be identified. Only
researchers at the University will be able to look at your personal information collected for
the study.

When the research is written up and published all your data will be unidentifiable so that
people reading will not know be able to know who you are.

Is there anything | should be worried about if | take part?

Your rights and wellbeing are our top priority and the research team will make sure that
everyone involved in the study is kept safe, especially in light of the COVID-19 pandemic.
For this reason, we will offer all the research to be completed online to all participants to
make sure there is no risk of infection though close contact with the researcher as well as
being sensitive to the additional strain that COVID-19 can put on people.

Sometimes talking about previous experiences can be upsetting and whilst we do not expect
that the interviews will be upsetting, it is possible that you may feel this way. During the
contacts we will discuss how you are feeling and whether you want to take part in the
interview or call. Should you feel upset or distressed in any way then please let us know and
you will be asked if you wish to continue and we will support you with whatever you decide
to do. The researcher you will be speaking with is trained and experienced in providing
support to people who are experiencing distress. They can also help you seek further
support from your Lead Care Professional, GP or other mental health support agencies. We
also ask for your consent to contact your Lead Care Professional or GP if we have any
concerns during the study.

You will need to take some time to take part in the study. We will endeavour to keep this
time to a minimum and hope that the benefits of taking part will outweigh this cost.

Will taking part help me?
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This study is explicitly focused on understanding how people experience the relationship in
therapy, and the findings of this are predicted to help inform service users, Clinical
Psychologists and services how to work more effectively in therapy. However, there are no
predicted benefits of taking part in the research, apart from a potential benefit of talking
about and reflecting on your experience of therapy.

By taking part you will receive a £10 Amazon voucher for your time. This will be sent out to
you by post or email after the interview. If you decide to withdraw from the study, you will still
receive this voucher.

It is important to know that this is a research study, not a form of treatment for mental health

problems. Therefore, if you are worried about your mental health or wellbeing, please speak
to your GP or Lead Care Professional in your mental health team. Or you can contact either:

Samaritans — 24/7 confidential emotional support

Tel: 116 123

I \Vind Support Line

“ _i
@

—
o)

B Crisis line numbers, G

What happens when the study finishes?
Once all the interviews have been conducted the recordings of the interview will be typed up

and analysed by the research team at the UEA. These findings will be written up and
published.

What happens to the results of the research?

We plan to look at the information gathered from the study and share the results in
presentations, publications and using social or national media. When we share the results,
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no one will be able to know you took part as we will make sure it is all anonymous and
unidentifiable.

You will be asked if you want a copy of findings once the project is finished and ready to be
published and if you do this will be sent out to you by post or email. You will also be able to
discuss it with the researcher by phone if you wish.

Other researchers working on similar topics might ask to look at the results of our study as it
could help them with their own research. Any results we share would all be anonymous.

Following UEA guidance, information collected during the study will be kept safely for at
least 10 years following any publications before being destroyed.

What if there is a problem or something goes wrong?

If you are worried about anything relating to the research, please speak to someone from the
research team and we will try our best to help you.

If you have a complaint about the research or researchers, please contact:

Professor Niall Broomfield, Head of the Department of Clinical Psychology and
Psychological Therapies at the University of East Anglia.

Email: n.broomfield@uea.ac.uk Tel: 01603 591217

How can | find out more?
Please see our website for additional information:

www.researching-power.co.uk

You can contact the research team:

Oliver Farrar, Trainee Clinical Psychologist and Principal Investigator
Email: info@researching-power.co.uk or O.Farrar@UEA.ac.uk Tel: 01603 591213

Gillian Bowden, Consultant Clinical Psychologist, Clinical Tutor and Chief Investigator
Email: G.Bowden@UEA.ac.uk Tel: 01603 591213

What happens next?

Thank you for taking your time to read this information sheet. Please get in touch if you have
any questions or want more information.

After giving you this information sheet, you will hear nothing from us for at least 72 hours (3
days). This is to make sure that you have time to read the information through and consider



291
IRAS Project ID: 291953 Participant Information Sheet v.4 — 25.05.2021

fully if you would like to take part. You will then be contacted by Ollie Farrar (the lead
researcher) by telephone to discuss it further and to see if you want to take part.

If you decide that you would rather not take part in this study, you do not need to give a
reason and no further contact will be made.

Thank you very much for considering this research,

Ollie Farrar

Principal Investigator

Participant Information Sheet
Version 4, Date 25.05.2021
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IRAS ID: 291953 E &

University of East Anglia

Centre Number:
Study Number:

Participant Identification Number for this trial:
CONSENT FORM

Title of Project: Exploring Power in Therapeutic Relationships Between NHS Service Users
and Clinical Psychologists.

Name of Researcher: Oliver Farrar

1. | confirm that | have read the information sheet dated.................... (version............ ) for the
above study. | have had the opportunity to consider the information, ask questions and have

had these answered satisfactorily.

2. |l understand that my participation is voluntary and that | am free to withdraw at any time

without giving any reason, without my medical care or legal rights being affected.

3. lunderstand that relevant sections of data collected during the study, may be looked at
by individuals from the University of East Anglia and from regulatory authorities or from the
NHS Trust, where it is relevant to my taking part in this research. | give permission for these
individuals to have access to my records.

4. | give permission for my Lead Care Professional and/or GP to be informed of my participation in
the research and given a copy of the ‘participant information sheet’. | also confirm that they can

be contacted with regards to any concerns that the researcher has.

5. | confirm that | am 18 or more years old and have taken part in psychological therapy with a
Clinical Psychologist for at least 8 one to one sessions within the last 24 months.

6. | confirm that | did not receive psychological therapy whilst detained under the Mental Health
Act or when under a Community Treatment Order and that | am not currently undergoing
psychological therapy or counselling with a Clinical Psychologist, Psychological Therapist,
Assistant Psychologist, Counsellor or Psychological Wellbeing Practitioner.

Please
initial
box
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7. | agree to take part in the above study.
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Name of Participant Date

Signature

Name of Person Date

taking consent

Signature
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accusations against psychologists

Accusations against previous therapeutic interventions

Policies and Legal documents used to inform:

Public Interest Disclosure Act 1998

The Care Act 2014

Serious Incident Framework — NHS Commissioning Board March 2015
NHSE Patient Safety Strategy 2019

British Psychological Society (BPS) Practice Guidelines 2017

BPS Code of Ethics and Conduct 2018

BPS Code of Human Research Ethics 2021

Freedom to speak up policy July 2020 (HRP0OO6)

Patient Safety Incidents and Patient Safety Incident Investigation February 2021 — including
the ‘Patient Safety Checklist’

Risk Management and Strategy Policy

Safeguarding Vulnerable Adults Policy

Outline of procedure*

*All accusations will be treated individually and based on information available, the following is an outline for addressing

concerns.

4.

Accusations and concerns against previous therapeutic inventions will treated very seriously
if they occur during at any point in the research process.

Supporting the participant to feel safe is the primary concern of the researcher as well as to
make sure their concerns are dealt with in a way that is respectful and provides protection
and support.

Concerns may occur in several ways with either the participant raising concerns or the
researcher having concerns about previous therapeutic interventions.

a. Ifthey are raised by the participant the interview will be halted and the participant
will be encouraged to expand on their concerns and to establish if there is risk of
immediate harm. If there is immediate risk of harm, the participant will be asked for
details of the clinician involved and where the harm may be occurring and will be
treated as any significant immediate risk incident informing the police and following
the Trust’s Patient Safety Incidents and Patient Safety Incident Investigation (PSII,
February 2021) policy, which details how to respond and considers the process for
speaking with all relevant Trust and external bodies (Safeguarding, HCPC etc).

b. If concerns are suspected by the researcher the interview will be halted and the
participant asked directly about this and if there is any immediate risk of harm. If
there is immediate risk of harm the participant will be asked for details of the
clinician involved and where the harm may be occurring and will be treated as any
significant immediate risk incident informing the police and following the Trust’s
Patient Safety Incidents and Patient Safety Incident Investigation (PSll, February
2021) policy, which details how to respond and considers the process for speaking
with all relevant Trust and external bodies (Safeguarding, HCPC etc).

If there is not immediate risk of harm, then further information will be sought to establish
the nature of the of the concern and to discuss what the participant would like to happen,
but within the agreed confidentiality agreement that they consented to. That is that
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depending on the severity of the accusation and potential for further harm, that the
researcher may have to disclose the information without the participants consent. However,
the researcher and research team would want to do everything to support the participant to
be part of this process. Should there be significant risk then the participant will be asked to
disclose the name and team of clinician involved. They will be informed that the research
team may have to get back in contact with them after this interview. If on further
investigation (of the researcher’s suspicions) there are not concerns, then the interview
would be continued (but this discussed in supervision). The participant will always be asked
if they want to continue and reminded that regardless of completion of the interview that
they will receive the thank you gift voucher for taking part.

5. Following the ending of the call further guidance will be sought immediately from the
supervisory team, who are very experienced at handling complaints and concerns at
different levels. Dr Hackmann currently works in the trust as the Lead for and Dr Bowden has
previously been a Lead Non-Medical Clinician and Lead Clinical Psychologist for the Trust.
Interviews will be planned so that accessing supervisory support can be prompt, but that this
will not impede action should it be warranted.

6. Should the disclosure be considered an immediate patient safety incident (or serious
incident that caused significant or potential significant harm), then the Trust has clear
guidance through their Patient Safety Incidents and Patient Safety Incident Investigation
Policy (PSlI, February 2021) as well as a checklist to follow. This considers all appropriate
information sharing within the trust, safeguarding and other appropriate bodies.

7. Should the concern raised not be a serious patient incident then the trust has a policy for
reporting suspected poor practice. This is the Freedom to Speak Up Policy and details exactly
how concerns can be raised internally and externally of the Trust (including raising issues
with professional governing bodies), as well as having a Freedom to Speak Up Guardian who
can provide advice and support for this process.

8. The participant will be encouraged and supported to make a complaint through the Trust’s
complaints procedure for less serious concerns. The researcher will explain that if this is not
resolved satisfactorily that they participant has the right to go to the Parliamentary and
Health Service Ombudsman to have their complaint reviewed.
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Appendix S: Research flyer

Can you help our research by sharing [Ex

your experience of psychological
therapy?

University of East Anglia

2. We hope that by researching
this relationship, and especially
‘power’ In this relationship, will
help people understand it more
and think about how to do

things better.

1.

This research is
interested in your

perspective of how
you experienced

the relationship with >>>
your psychologist in .

therapy.

3.

We are looking to interview people (via video link) who
have experienced therapy with a Clinical Psychologist.
This will be done by Ollie Farrar (the lead researcher),
who is a Trainee Clinical Psychologist at the UEA. This

interview will last around an hour with time to ask ques-
tions before and after.

>

4 3 How did you feel when you
first met your psychologist?

We are interested in hearing

your experiences of the

relationship and how it 5.
changed as you got to

Your comfort and safety is the
know your psychologist.

most important thing for us.

You don’t have to speak

abovut anything you don't
6 1 want to talk about. All the

information you give us will be
Your contribution will help us understand an

area that has very lite research. To say
thank you for your time we can offer you a
£10 Amazon voucher.

anonymised, so no one will
know who you are when the

study is written up.

Ollie Farrar — Lead Researcher, University of
East Anglia If you are interested then please go to:
Contact: info@researching-power.co.uk
Study Title: Exploring Experiences of Powerin
Therapeutic Relationships Between NHS Service
Users and Clinical Psychologists (IRAS — 291953)

www.researching-power.co.uk

for more info.
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Would you like to

take part in
research?

Could you share your experience of talking therapy with us?

We are interested in hearing the
perspectives of people who have had
talking therapy with a Clinical Psychologist.
We are especidlly interested in how you
experienced this relationship.

« Are you 18 or older?

« Have you had 1:1 talking therapy with a
Clinical Psychologist in the NHS?

+ Would you be happy to to take partin
an hour interview to talk about the
relationship between you and your
psychologist?

« We can offer a £10 Amazon voucherin
thanks.

If you are interested in taking part then please go to

WWwWw.researching-power.co.uk

for more info.

Ollie Farrar — Lead Researcher, University of East Anglia +
Contact: info@researching-power.co.uk

Study Title: Exploring Experiences of Power in Therapeutic University of East Anglia
Relationships Between NHS Service Users and Clinical Psychologists
(IRAS — 291953)
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Appendix T: Ontological and epistemological position statement

My Position Statement

My Ontology

1. Ontological positions are a spectrum, not absolutes.

2. Ilean generally more to a relativist position. But not globally (radical). Therefore, see self as
a local (Subtle) relativist.

3. Specifically, where I deviate is in terms of an individual’s subjectivity, and their reality is
‘real’, not wanting to deny it in the classic equal equivalence arguments — not quite CR but
defo not fully SC.

4. However, in many other areas I ascribe more relativist ontology (morals, ethics etc).

My Epistemology

1. Much more social constructionist in epistemology.

2. Reality described through contextualised & socially constructed discourses.

3. IPA is oft conducted in constructivist/interpretivist perspective (which is a softer form of SC
opposed to CDA/FDA)

4. IPA is sympathetic to SC and acknowledgement that meaning making processes involve the
speaker taking-up and mobilising certain discursive resources.

5. IPA hermeneutic interrogation leans more to empathy opposed to suspicion.

My Methodology
1IPA

- IPA sees the person as an experiencing, meaning making, embodied and discursive agent.
- With IPA, it is not the case that the analysis is driven by theoretically derived categories.
Phenomenology

- Phenomena different to the experience — [PA Really focuses on the phenomena but
specifically how this shed light on the Experience.

- A persons experience of the phenomena and how they make sense of it opposed to the
phenomena (more global, less ideographic) itself.

- Attn to desire, wishes, feelings/ EMOTIONAL QUALITY, motivations, belief systems and
how they manifest (or not in beh and action).

- Looking at what appears, not what I am trying to fit it to.

- One has to access the phenomena and particularly the EXPERIENCE OF IT

- Exploring the phenomena and experience allows the research to resonate — which give
credibility

- MEANING MEAKING INVOVLES DISCURIVE RESOURCES - trope etc

Hermeneutics

- Interpretation — links nicely with Heidegger interpretivist phenomenology

- Positions of empathy and suspicion

- Empathy tends to focus on the content of talk, and aims to reconstruct the speaker/author’s
experience in their own terms
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Suspicion takes a more critical view of language and the role of the speaker/author, and draws
on external theoretical perspectives to deconstruct the social-structure of their talk (Smith et
al., 2009; Sullivan, 2010)

Less suspicion so not denying reality of participants — suspicion comes from perspective of
curiosity

Bridge between a constructivist and crit realist epistemology

Ideography

The part and whole, single text/cohort, word/sentence
Contextualised

My Analytic Resources

MORE THAN ANYTHING DO NOT MISS THE EXPERIENCE AND BE FAITHFUL TO
THE PHEONOMENA

Attn to desire, wishes, feelings/EMOTIONAL QUALITY, motivations, belief systems and
how they manifest (or not in beh and action).

GEMS (interpretive tool) shining (brilliant utterance because true), suggestive gem (meaning
harder to see — move round hermeneutic circle), secret gem (most elusive — small quiet
part)shine light on someone’s grasp of their world

Moving between the part and whole on different analytical levels.

Transitions/shifts, life stages.

Discursive resources — tropes, common places, common sense

Mindfulness as way of bridling and staying open

Bridling and bracketing — awareness of reflexivity

Descriptive commentary — important things that make up their lifeworld the things that matter
(because you are trying to develop understanding of the meaning of these (objects, events,
experiences in lifeworld)

Linguistic comments — (pronoun use, repetition, tense, pause, laughter, metaphor, simile,
Discursive devices

Conceptual comments (overarching understanding of participants matters, moving away from
explicit claims, dialogue with own reflections (Gadamerian dialogue?)

Emergent themes — reduce volume of data THEMES are phrases that speak to psychological
essence of the of the piece — BUT GROUNDED TO THE TEXT!

Quality in IPA
1. Compelling narrative of experience — (hermeneutics)
2. An experiential account (phenomenology)
3. Close analytic reading of the part/words (interpretive)
4. Attending to convergence and divergence (ideography)

My Reflexivity

My Why for the research
o Justice — highlighting that power operates, even when we think it isn’t
o Power is oft hidden elusive — opportunity to connect
o Amplifying their voice and experience
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TO LEAVE PEOPLE CHANGED FROM READING?

Trying to create framework or guidance — if I am chasing that I’'m not pay attn to the
experience

Too much suspicion and tying experience to theory tooooooooo early!

NOT THE NATURE OF POWER IN THE TR BUT EXPERIENCES AND
UNDERSTANDING OF IT.

Unbridled — running towards my assumptions.

Leaping to psychological formulation and missing the phenomena
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Appendix U: Analysis flow chart

e|nterviews \
ePost interview notes

eTranscription

e|nitial notes

eEmergent themes

*Model development /

*Engage with new supervisor \
eRe-engage in philosophical literature

eReview work and look for deviations

*Roll back analysis to start (redo whole analysis)

eReflective pieces on deviation

METEIEI R (o]l =Bl Affirm epistemological and ontological position (Chapter 5)

analysis eAdd position statement (Appendix T)
eLearn and review analytic devices specific to IPA /
*Re listen to whole interview \

eDescriptive, linguistic, conceptual notes (Appendix V)

eReview of initial comments from first analysis (Appendix W)
eEmergent themes for participant

*Grouping of emergent themes for participant

eSubsumption and write up of participant themes (Appendix X) /

Individual
participant data re-
analysis

*Reading and re-reading of all participant individual themes
*Bringing together all participant themes (Appendix Z)
eDeveloping new themes (Appendix Al)

Looking for eReviewing themes with data (Appendix B1)
SEMEINNE[I(RIIN «\\/riting up individual themes

cases /

eReviewing all participant themes \
eDeveloping cohort themes further

eReviewing with whole (themes) and particular (data/individual
participant themes)

eDeveloping cohort themes further

eVisual description of the experience (Appendix C1)

eCreating a model and scaffolding to explain phenomena

eDissembling the scaffolding and exposing the experience

*New emergent themes link to data (Appendix D1)

eFinal themes (Chapter 4) /

Final analysis
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Transcript

Initial reflections

Descriptive notes Lingusitic notes

Conceptual notes

Emergent themes

O: Okay so um yea should we just start with ummm I mean
would you like to share a little bit about how you came to
therapy Kate?

K: Yea, umm so I think I first came to therapy when I was
referred by the mental health crisis team at [general hospital].

O: Yea

K: ummm so I was going through a little bit of difficult time and I
had been quite ill umm I have got problems with my kidney and
I’ve been in and out of hospital since an operation3 I had [O:ohh]
that had went wrong and I had just been feeling a bit down and
feeling a bit suicidal4, so I took an overdose of sleeping tablets
and so I went into hospital in [location] and then following my
discharge I had the mental health crisis team there that came to
talk to me and that’s how I was referred to therapy [O: yea]. And
they contacted me not long after by email and kind of arranged
the appointment5

O: okay thank you for sharing that with me. You said they
contacted you by email, did you have any choices of the kind
of therapy or service that you got from them?

K: umm so at first they contacted me by email to let me know
about arranging an appointment for like a triage telephone call.
They did say that the initial triage would be by telephone umm I
honestly can’t remember if [ had any options,6 umm, at that time
I think it was just telephone to be honest, [yea] they might have
offered a video call? Ummm but yea ummm on the initial triage
which was telephone, I opted for the CBT by telephone,7 umm
and yea that was kind of the course of therapy that I chose. I think
it was just kind of recommended to me by the triage call I think
they kind of worked out from there what would be the best course

of therapy for me, so I just kind of went along with that, it seemed

to be the best option at that time.§

3 Physical health problems- plus a
pandemic, make for a very understandable
reason to be distressed. The operation as a
trigger event

4 This is quite a minimised way of
describing how you are feeling before
attempting to take your life. I wonder if this
speaks to how much is disclosed in
interview?

5 Help coming at the point when it was
needed, so she was seen and then after that
they got in touch very shortly afterwards to
arrange therapy. That never happens. |
wonder what it speaks to in terms of
outcomes, turns out a one-year waiting list,
which is the norm, foster some sort of
irritation/power with the system.

6 No options being offered, she someone
who isn't experienced in mental health

treatment? [ wonder what her knowledge of

options could have been available was?
Then I can imagine, in that early phase it's
unlikely to have been at the forefront of the
mind to get out, incredibly quickly. I
wonder if she knew how quickly she was
getting it question

I’ve been in and out of hospital since

an operation3 I had [O:ohh] that had feeling a bit suicidal4, so I took an
went wrong and I had just been feeling overdose of sleeping tablets and so I

a bit down and feeling a bit suicidal4, went into hospital in [location] scene
so I took an overdose of sleeping tablets setting, feeling a bit suicidal so took an
and so I went into hospital in [location] overdose - minimisation (avoid
- causation of medical negligence leading judgement?)

to MH crisis

Ummm but yea ummm on the initial
triage which was telephone, I opted for
the CBT by telephone,7 umm and yea
that was kind of the course of therapy
that I chose. I think it was just kind of
recommended to me by the triage call I
think they kind of worked out from
there what would be the best course of
therapy for me, so I just kind of went
along with that, it seemed to be the best
option at that time - just kind of went
along with it, no choices offered.

Operation that went wrong - impression
of NHS?

Just kind of went along with it at the
time, wanting to be helped? Feeling

feeling a bit suicidal, so I took an
overdose of sleeping tablets and so I
went into hospital in [location] scene
setting, feeling a bit suicidal so took an
overdose - minimisation (avoid
judgement?)

I’ve been in and out of hospital since
an operation3 I had [O:ohh] that had
went wrong and I had just been feeling
a bit down and feeling a bit suicidal4,
so I took an overdose of sleeping tablets
and so I went into hospital in [location]
- causation of medical negligence leading
to MH crisis

I just kind of went along with it' -

powerless? She had limited options or did indicates lack of choice

not know where to go herself.



Transcript

Initial reflections

Descriptive notes

Lingusitic notes

Conceptual notes

Emergent themes

O: [yea] okay doke yea and definitely that makes sense if
that’s what they kind of what they’ve yea recommended from
the call with with that.

K:Because when they kind of called me, I wasn’t really sure I’d
never really been in therapy before I didn’t really know what I
needed, so I just kind of went along with what they
recommended, umm yea that sounded good at that time.9

O: Yea. Would you have done anything different with what
you know now?

K: No I don’t think so, cos at that time it was really helpful for
me. So I don’t think I would have done anything different. No.10

O: Okay thank you and you said you had umm CBT was
there anything that you were particularly focused on in the
CBT?

7 Suggesting that there was a choice in
terms of how the therapy was delivered but
she went for telephone, or even other
therapy options. I think it was pretty in the
middle of the pandemic as well,

8 Just kind of went along with it, it seemed
like the best option at the time, that makes
sense, something about not having much
'mental health experience' here maybe? Or
is it something to do with personality? Like
she just fairly compliant/acquiescent? I also
think, this would have affected, there is the
limited experience of being treated mental
health, the preconceptions that brought into
the room, and the room-need to look at how
she viewed the NHS.

9 See, she's never been into therapy before.
Imagine how the other transcripts would
have looked if these were the first times
that people going into therapy, and they
went straight in opposed to waiting for ages

10 Suggest that she is very happy with
therapy, or just doesn't know what could
have been different,.... Was good essay
acquiescence/compliant again by wonder if
I'm getting pulled into thinking that because
from other experiences and from other
interviewees this just isn't the norm?

Seemed to be the best option at the time.

Not really knowing what needed so went
along with it.

Because when they kind of called me, I
wasn’t really sure I’d never really been
in therapy before I didn’t really know
what I needed, so I just kind of went
along with what they recommended,
umm yea that sounded good at that
time. - inherent power in their opinion
and expertise because of no prior
knowledge or exp - not a bad thing

helpful experience at the time

Wonder if no prior experience impacted
on this. With limited knowledge there is
limited choice unless offered and
explained.

It's hard to think of the lack of choice
when the outcome was faviourable for
her - No I don’t think so, cos at that
time it was really helpful for me. So I
don’t think I would have done
anything different.

Ummm but yea ummm on the initial
triage which was telephone, I opted for
the CBT by telephone,7 umm and yea
that was kind of the course of therapy
that I chose. I think it was just kind of
recommended to me by the triage call I
think they kind of worked out from
there what would be the best course of
therapy for me, so I just kind of went
along with that, it seemed to be the best
option at that time - just kind of went
along with it, no choices offered.

Just kind of went along with it at the
time, wanting to be helped? Feeling
powerless? She had limited options or did
not know where to go herself.

I didn't really know what I needed so I
went along with it.

Because when they kind of called me, I
wasn’t really sure I’d never really been
in therapy before I didn’t really know
what I needed, so I just kind of went
along with what they recommended,
umm yea that sounded good at that
time. - inherent power in their opinion
and expertise because of no prior
knowledge or exp - not a bad thing

It's hard to think of the lack of choice
when the outcome was faviourable for
her - No I don’t think so, cos at that
time it was really helpful for me. So I
don’t think I would have done
anything different.
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Transcript

Initial reflections

Descriptive notes

Lingusitic notes

Conceptual notes

Emergent themes

K: Yea ummm so it was CBT for mainly based around anxiety
and worrying.11

O: Yea

K: And then just kind of getting away from that kind of

headspace of worry about everything umm then overwhelming.

An yea it focused on that really.

O: Yea, And you said that you found it helpful is that right,

did I hear that right?

K: Yea definitely
O: Yea

K: It was really helpful12

O: Did you meet the same person sort of ...

K: Yes soo umm so I think it was over 10 weeks , it might of
been 12, I think ummm but it was the same person yea same
person every week that I spoke to on the phone.

O: Lovely okay Brilliant. That’s Really really helpful. Is there
anything else which you wanna share kinda about your story

journey going in to therapy or...
K: Ummm
O: Does that sort of cover it?

K: Ummm It think that pretty much covers it yea, that is kind of

my first ever experience with therapy.13

O: Yea
K: And it was all kind of; it started very quickly,

O: it started quickly?

11 This sounds very bread-and-butter, and
anxiety work is generally much less
complicated than other stuff and generally
has better outcomes.

12 I have no problem believing this. She
got a service quickly, she got better, she got
back to doing what was doing, although
there was a lockdown after this when her
therapy finished think, there were a lot
more freedoms than in the previous
lockdown's people were better prepared to
think about what keeps them good in this
situation.

13 She didn't have that kind of anx to get
her story out

wanting to escape from worry,
overwhelming

Really helpful therapy - It was really
helpful

Headspace - metaphor, all consuming? /
overhwleming

definitely - very certain in that

Spoke very calmly and clearly about her
story, matter of fact (minimisation> little
suicidal)

Escape from current emotional situation -
indicates preoccupied with it most of the
time - And then just kind of getting
away from that kind of headspace of
worry about everything umm then
overwhelming.

First ever experience with therapy -
and a postive expeirence - important that
first time was good. And specifically no

poor experiences to relate it too

Coming in and wanting Escape from that
kind of headspace -

Escape from current emotional situation -
indicates preoccupied with it most of the
time - And then just kind of getting
away from that kind of headspace of
worry about everything umm then
overwhelming.

Really helpful therapy - It was really
helpful

First ever experience with therapy -
and a postive expeirence - important that
first time was good. And specifically no
poor experiences to relate it too

yea, there wasn’t much waiting around
it was just kind of like I literally came
out of hospital on the Thursday and
within the next week or 2 that I got the
email and got triaged very quickly. - the
speed that it happened, no waiting, as it
should be



Transcript

Initial reflections

Descriptive notes

Lingusitic notes

Conceptual notes

Emergent themes

K: yea, there wasn’t much waiting around it was just kind of like
I literally came out of hospital on the Thursday and within the
next week or 2 that I got the email and got triaged very quickly.
And yea kind of started from there14

O: I mean that’s that’s really quick.

K: Yea, yea I do remember it being quite quick, umm. But I don’t
whether that was anything to do with the fact that I was referred
by the MH crisis team or anyone at the hospital had pushed it
through. I’'m not sure, 15

O: yea brilliant

K: I don’t remember there being much time to think worry about
it, it just started it hahal6

O: Yea

14 Again therapy started so quickly

15 Pushed it through? Does she
acknowledge that was quick, also for
someone who has limited experience of
mental health services,

16 Just that time not to worry about it, to
mull it over, initially someone who was
anxious anyway, and a worrier, which
could have been very different with a long
wait.

quick from triage and crisis to therapy

pushed it through - refferal - indicates
special treatment or urgency (makes diffs
seen taken seriously?)

laughter as if she would worry about it- or
indicating that this was something she
would normally worry about. I don’t
remember there being much time to
think worry about it, it just started it
haha

yea, there wasn’t much waiting around
it was just kind of like I literally came
out of hospital on the Thursday and
within the next week or 2 that I got the
email and got triaged very quickly. - the
speed that it happened, no waiting, as it

that feeling that things have been taken
seriously? Someone pushed it through.
Speaking that the liaison team had power
to make things happen - someone or
system advocating for her - must have
been validating for her and her actions.
Yea, yea I do remember it being quite
quick, umm. But I don’t whether that
was anything to do with the fact that I
was referred by the MH crisis team or
anyone at the hospital had pushed it

being taken seriously - people advocating
for her - validating

that feeling that things have been taken
seriously? Someone pushed it through.
Speaking that the liaison team had power
to make things happen - someone or
system advocating for her - must have
been validating for her and her actions.
Yea, yea I do remember it being quite
quick, umm. But I don’t whether that
was anything to do with the fact that I
was referred by the MH crisis team or
anyone at the hospital had pushed it
through.

laughter as if she would worry about it- or
indicating that this was something she
would normally worry about. I don’t
remember there being much time to
think worry about it, it just started it
haha
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Transcript

Initial reflections

Descriptive notes

Lingusitic notes

Conceptual notes

Emergent themes

K: which was kinda best I think because it don’t really give you

the time to kind of umm and arghh about it, you’re just kinda
doing this and it is starting now hahaha. Okay so yea cos that |

guess that that space to just sort of mull things over and sort of17

O: Yea
K: Kind of may be put you off it, but I didn’t really have that
chance.

O: That’s really interesting. Roughly when did it start, when

did this happen for you Kate?

K: Ummm, I can’t remember I think it was around October 2020,

I think, yea, yea around October, I think.

O: That’s right in the middle of the pandemic.18

K: Yea

O: Really tricky time. Good ummm, So can the shift focus a
little bit, umm, next question is what does power mean to you?

17 Mull it over, it's just starting....
Something to do, with that power, good
power, of clinicians saying you are in a bad
place, this is what you need, and here is,
and are just getting swept up in that
because it went well she can look back on it
well, opposed to being pressured into it.

18 Or is happening at this point in the
country, because that's important, it was
when things were had opened up over
summer, eat out to help out, and stuff was
starting to get serious again. Next month
was another lockdown, Christmas
cancelled, then long lockdown from Jan to
when ever

starting quickly, no chance to mull over.

You're doing this - externalising force
(in self?) it's starting now. Who is saying
that is it her internal mono or is it
something external -sounds internal

Not having the chance to get worried
about it - As if she thought about it it
could be unpleasant or scary? - which
was kinda best I think because it don’t
really give you the time to kind of umm
and arghh about it, you’re just kinda
doing this and it is starting now
hahaha. Okay so yea cos that I guess
that that space to just sort of mull
things over and sort of Kind of may be
put you off it, but I didn’t really have
that chance. - They were taking charge?

you're just kinda doing this and it's
starting now - helpful push?

You're doing this - externalising force
(in self?) it's starting now. Who is saying
that is it her internal mono or is it
something external -sounds internal

Not having the chance to get worried
about it - As if she thought about it it
could be unpleasant or scary? - which
was kinda best I think because it don’t
really give you the time to kind of umm
and arghh about it, you’re just kinda
doing this and it is starting now
hahaha. Okay so yea cos that I guess
that that space to just sort of mull
things over and sort of Kind of may be
put you off it, but I didn’t really have
that chance. - They were taking charge?
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Conceptual notes
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K: I think it’s more like someone having kind of the authority
ummm and kind of ability to actually action something, umm,
mmm yes, it’s a tricky one, I think when someone kinda says
power you think about someone who is high authority, makes all
the decisions, yea.

O: Yes, its tricky concept isn’t it?

K: Yea it can be used in so many different contexts, ummm, yea
that kinda what I think of power is authority, the power to make
decisions19

O: Yea
K: And kind of unrestricted
O: Unrestricted?

K: Not really anything standing in your way, if you’ve got power
there’s not really much stopping you doing what you want.20

O: That sounds from the person the person who has that like
quite a strong position, is that right? Umm yea, is it something
you’ve ever really though of before?

power is is described as authority
impacting on action/decision

19 Authority, having authority. power used in many different contexts
Being able to action something, facilitating
change?

How people describe the power, does that
give us clues as to how they experience
power? Like authority, for Kate, I give feels
pretty neutral compared to some of the
others.

Use different in many different contexts

the power to make decision's, that file say
that authority

20 Goes a bit darker here, that unrestricted,
the word standing in your way, which gives
it a more unconsensual vibe.

Powerful - not really anything standing in
your way or doing what you want

She was pretty unsure when she was
describing this, hesitant almost, but this was
something she hadn't really thought about
before.

hesitant in description of this

I think it’s more like someone having
kind of the authority ummm and kind
of ability to actually action something,
umm, mmm yes, it’s a tricky one, I
think when someone kinda says power
you think about someone who is high

authority, makes all the decisions, - is in authority, makes all the decisions, - is in

charge (authority) makes ALL the

decsisions - ummm, yea that kinda what decsisions - ummm, yea that kinda what
I think of power is authority, the power I think of power is authority, the power

to make decisions

Power is contextual and reaches many

contexts - Yea it can be used in so many contexts - Yea it can be used in so many

different contexts,

even if the other doesn't want it.

unrestricted - they can do what they
want.... Not standing in their way (even
if the other doesn't want it) Not really
anything standing in your way, if
you’ve got power there’s not really
much stopping you doing what you
want.20

I think it’s more like someone having
kind of the authority ummm and kind
of ability to actually action something,
umm, mmm yes, it’s a tricky one, I
think when someone kinda says power
you think about someone who is high

charge (authority) makes ALL the

to make decisions

Power is contextual and reaches many

different contexts,

powerful nothing standing in your way

unrestricted - they can do what they
want.... Not standing in their way (even
if the other doesn't want it) Not really
anything standing in your way, if
you’ve got power there’s not really
much stopping you doing what you
want.20
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K: No not really, no hahaha, so ummm no I think ever been asked
that to be honest, that’s just kind of what comes to mind.21

O: So if that’s what a powerful person like, what would
someone who is disempowered what would they look like,
what would you think that would be like?

K: I think kind of the opposite of having power is being restricted
and umm having a lot of people make decisions for you and you
feeling kind of bound by those restrictions and not having much
say in kinda what goes on, yea.22

O: thank you and ummm, and uhhh something you before
you hadn’t thought about that much, how do you say think
power affects you as a person?

K: Ummm I think to some extent, ... I’m not quite sure, [ don’t
really see myself as having a struggle with power at this point in
my life, I can't really think of any examples to be honest

O: That’s again, these are some really... This is the most
abstract question.

K: Yea I mean, at some stages in my life I guess I have struggled
with, especially when, umm a couple years ago when I’ve been in
and out of hospital and had all these doctors kind of making
decisions for me, and I remember once they were telling me to
have this operation and I really didn’t want it, ummm and
thinking, telling them no, and yea23

21 See she hasn't really thought of that
before. I wonder, because she doesn't seem
to have the trauma histories of others, !
Yeah because she is well educated, without
the apparent trauma history and history of
engaging with services, or even just having
power act against hers not like a long term
service user, mental health patient, could
be a case of just not seeing power as
something because it doesn't affect you. I
guess that my risk, power not acting
against me is white British male who is
well

laughing, not really thinking about it

educated, middle-class.....

22 Disempowered - lack of choice -
restrictions - unheardl have a feeling that
this thematically through all of them

havi is ppl making decisi . .
no having power is ppl making decisions, up restrained) can't do anything,

long pauses contemplative

23 Not that explicit knowledge of having
feeling disempowered is this something to
do with her privilege?

all of these doctors making decsions for

me grouping the whole - all these doctors

A medical setting coming up, doctor-patient
power dynamic, always classic situation for

power to be used, bubbly wealthy and most telling me - no choice

bound by those resitrictions - bound (tied

because not really thought about it before
may mean not explictly felt those explict
power ops that people from minoritised
backgrounds may be more used to. - No
not really, no hahaha, so ummm no I
think ever been asked that to be
honest, that’s just kind of what comes
to mind. - gives impression not
disempowered ghenerally

I think kind of the opposite of having
power is being restricted and umm
having a lot of people make decisions
for you and you feeling kind of bound
by those restrictions and not having
much say in kinda what goes on, yea -
bound by restrictions, lack of choice,
controlled

Ummm I think to some extent, ... I’'m
not quite sure, I don’t really see myself
as having a struggle with power at this
point in my life, I can't really think of
any examples to be honest- sturggling to
think of times disempowered = not so
disempowered. Acknowledging it does to
some extent but hard to grasp or
understand because not acute

all these doctors making decsions for
me - clue to how she experiences power -
a grouping of them

because not really thought about it before
may mean not explictly felt those explict
power ops that people from minoritised
backgrounds may be more used to. - No
not really, no hahaha, so ummm no I
think ever been asked that to be
honest, that’s just kind of what comes
to mind. - gives impression not
disempowered ghenerally

I think kind of the opposite of having
power is being restricted and umm
having a lot of people make decisions
for you and you feeling kind of bound
by those restrictions and not having
much say in kinda what goes on, yea -
bound by restrictions, lack of choice,
controlled

Ummm I think to some extent, ... I’m
not quite sure, I don’t really see myself
as having a struggle with power at this
point in my life, I can't really think of
any examples to be honest- sturggling to
think of times disempowered = not so
disempowered. Acknowledging it does to
some extent but hard to grasp or
understand because not acute

all these doctors making decsions for
me - clue to how she experiences power -
a grouping of them
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O: Yea

K: Kind of being felt like I was pushed, to be saying yes, I didn’t
want to, but yea

0O: Okay
K: At the moment it not really...

O: So that definitely sounds like a situation where one or the
other had more power, who would you say in that example
that you gave, where was, who was sort of holding the power
in that?

K: I think at the time I thought that they were, but now that I look
back, I was, because in the end I said no and I didn’t give in.

O: Yea. Was that difficult to do? To..

K: Mmmm yea yea a little bit because I kind of took it on myself,
doing my own research and think what are the benefits do they
outweigh the positives and I just thought it’s not worth going
through that, or it could possibly make me worse, so I thought for
what was maybe worse. I thought, No, you don’t have the power,
I do. I think they wanted they wanted to show they had power by,
showing that they had all of this knowledge and kinda used that
power to make me, persuade me to do what they wanted me to
do.24

Power demonstrated and held and bound
in knowledge- something to be effortfully
aquired - Mmmm yea yea a little bit
because I kind of took it on myself,
doing my own research and think what
are the benefits do they outweigh the
positives and I just thought it’s not
worth going through that, or it could
possibly make me worse, so I thought
for what was maybe worse I thought

24 This is a good example of where
someone takes back their power, the effort
involved was quite a lot. Idea of being
persuaded or pushed into the right way of
thinking. You know even in a medical
setting things should be collaborative,

this was something she had capacity to do historical experience of using own power

- and indeed noticed it and pushed back,
without being forced in to it.

a couple years ago when I’ve been in
and out of hospital and had all these
doctors kind of making decisions for
me, and I remember once they were
telling me to have this operation and I
really didn’t want it, ummm and
thinking, telling them no, and yea - ppl
in power making decisions for her - able

in NHS - because in the end I said no and
didn't give in.

a couple years ago when I’ve been in
and out of hospital and had all these
doctors kind of making decisions for
me, and I remember once they were
telling me to have this operation and I
really didn’t want it, ummm and
thinking, telling them no, and yea - ppl
in power making decisions for her - able

to tell them no - so aware but able to push to tell them no - so aware but able to push

back

coercision - soft - Kind of being felt like
I was pushed, to be saying yes, I didn’t
want to, but

I think at the time I thought that they
were, but now that I look back, I was,
because in the end I said no and I
didn’t give in. - it took effort! Also she
did not feel powerful at the time,
uncomfortable to do perhaps. - give in -
persuade persistence

I thought, No, you don’t have the
power, - a tipping point - her having this
knowledge let her push back on it -
(something she did not have pre
therapy>)

Holding knowledge is a form of power -
and can force change - both sides for her
on this (her using it and the Drs) - No,
you don’t have the power, I do. I think
they wanted they wanted to show they
had power by, showing that they had
all of this knowledge and kinda used
that power to make me, persuade me to
do what they wanted me to do

back

coercision - soft - Kind of being felt like
I was pushed, to be saying yes, I didn’t
want to, but

I think at the time I thought that they
were, but now that I look back, I was,
because in the end I said no and 1
didn’t give in. - it took effort! Also she
did not feel powerful at the time,
uncomfortable to do perhaps. - give in -
persuade persistence

Power demonstrated and held and bound
in knowledge- something to be effortfully
aquired - Mmmm yea yea a little bit
because I kind of took it on myself,
doing my own research and think what
are the benefits do they outweigh the
positives and I just thought it’s not
worth going through that, or it could
possibly make me worse, so I thought
for what was maybe worse I thought

I thought, No, you don’t have the
power, - a tipping point - her having this
knowledge let her push back on it -
(something she did not have pre
therapy>)
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O: Wow, thank you for sharing that, really good example of
umm being in a position where sort of different people have
different power at different times. Thanks. So I’m gonna
move on a bit now to therapy what happened next with that.
So I was wondering if you could tell me a little bit about what
it first like meeting with your psychologist, so I know you met
over the phone , so tell me a little about that, if you can...

K: Ummm, I think it was over the phone, I don’t think it was that,
I wasn’t really that nervous at first, I was quite optimistic, which I
thought, I don’t know if it was because this person can’t see me

but, it kind of, kind of rid of the anxiety of meeting someone new.

O: Yea

K: Umm even though obviously I was still talking to this person
ummm, not sure I can, I think it made it a lot easier made me feel
I could be a lot more open, because I just wasn’t as nervous as I
would be kind of meeting someone in person for the first time.25

O: Did you expect to be nervous before the call?

K: Umm I yea, I excepted to be a little bit nervous yea, yea, but
um yea I feel like the therapist was very um calming and kind of
made me, reassuring that everything was confidential and um that
yea.

O: That sounds like...

K: I think she made me feel very comfortable in um in kind of
what was going on and explaining how the process would work
and kind of each session.26

25 So because she met the psychologist
over the phone, should have that initial
anxiety. She is the only person who did
therapy over the phone, most people did it
over zoom, with a bit face-to-face. I wonder
what would drive the nervousness, I should
have asked that, but didn't. By guessing
removes all their way potentially be judged,
or a layer of vulnerability, and I guess if she
made the choice to do it on phone that was
managing something for her, because it
sounded like she had the option to do by
video. What safety did doing it by phone
bring?

26 Calming, reassuring, comfortable - this
all links back to the SR, which is good and
what [ would expect

confidential being a big theme for her -
shame? Being treated differently?

Pushing against power is effortful (do
own research and weigh things up)

optimistic in the intial meeting but not
nervous, over the phone, person cant see
me

calming, reassuring the

explained the process, clear structure / set

the expectations up well - I think she

made me feel very comfortable in um in process - as in there is expecations in it -
is there power in process

kind of what was going on and

explaining how the process would work

and kind of each session.

contrast - meeting someone in person
compared to phone

Ummm, I think it was over the phone, I
don’t think it was that, I wasn’t really
that nervous at first, I was quite
optimistic - hope optimisitc

face to face vulnerabilty - not seeing the
other person made it easier - I don’t

Pushing against power is effortful

Holding knowledge is a form of power -
and can force change - both sides for her
on this (her using it and the Drs) - No,
you don’t have the power, I do. I think
they wanted they wanted to show they
had power by, showing that they had
all of this knowledge and kinda used
that power to make me, persuade me to
do what they wanted me to do

Ummm, I think it was over the phone, I
don’t think it was that, I wasn’t really
that nervous at first, I was quite
optimistic - hope optimisitc

face to face vulnerabilty - not seeing the
other person made it easier - I don’t

know if it was because this person can’t know if it was because this person can’t

see me but, it kind of, kind of rid of the
anxiety of meeting someone new.

not meeting f2f meant there was less
anxiety - judgement, fear of doing
something wrong>>>??? - Umm even
though obviously I was still talking to
this person ummm, not sure I can, I
think it made it a lot easier made me
feel I could be a lot more open, because
I just wasn’t as nervous as I would be
kind of meeting someone in person for
the first time

confidentiality important >shame of what
she was feeling going through reaching

see me but, it kind of, kind of rid of the
anxiety of meeting someone new.

not meeting f2f meant there was less
anxiety - judgement, fear of doing
something wrong>>>??? - Umm even
though obviously I was still talking to
this person ummm, not sure I can, I
think it made it a lot easier made me
feel I could be a lot more open, because
I just wasn’t as nervous as I would be
kind of meeting someone in person for
the first time

confidentiality important >shame of what
she was feeling going through reaching

for help - um yea I feel like the therapist for help - um yea I feel like the therapist

was very um calming and kind of made
me, reassuring that everything was
confidential and um thaty

clear process of therapy

was very um calming and kind of made
me, reassuring that everything was
confidential and um thaty

explained the process, clear structure / set
the expectations up well - I think she
made me feel very comfortable in um in
kind of what was going on and
explaining how the process would work
and kind of each session.



Transcript

Initial reflections

Descriptive notes

Lingusitic notes

Conceptual notes

Emergent themes

0O: Okay

K: Yes that made me feel quite comfortable and just in her like
explaining the process and how it works.27

O: Lovely, Um so you described feelings of comfort in that in
that initial meeting, were there any other feelings that sort of
that you, I know it’s a while ago, anything that sort of stuck
out or came up for you in that initial meeting in terms of
emotions?

K: Umm, I think a little bit of relief.

O: Okay

K: Um, if I’'m honest. Kind of a relief that I finally some had
someone who I could kind of open up to, that didn’t know me,

O: Yea

K: And that I could be completely open and honest with because,
they wouldn’t have any bias against me because they don’t know
me, not like family or friend you have to be considerate of their
feelings before being completely open with them.

O: Okay

K: So I think it was that relief that I had someone to talk to that
kind of my problems did not have an effect on them personally.
Which a quite a big sense of relief.28

27 The process, explaining the process and
how it works. i wonder if this instilled some
professional confidence in her, like they
knew what they were doing, what she didn't
know what was going on, M MMM, not
sure, she did that was going on because she
was explained it.

28 Relief - that feeling of being able or
comfortable enough to talk

feeling of relief in intial meeting - Umm,
I think a little bit of relief. Um, if I’m
honest. Kind of a relief that I finally
some had someone who I could kind of
open up to, that didn’t know me,

protecting of others not wanting to impact no bias against me - people who know

on others, stranger

if I am honest, as if should not be relieved

not mystified, clear explained

the relief - of being able to open up, not
concealing/hiding - Um, if I’m honest.
Kind of a relief that I finally some had
someone who I could kind of open up
to, that didn’t know me,

power operating with friends and family -

judgement?

And that I could be completely open

process - as in there is expecations in it -
is there power in process

the relief - of being able to open up, not
concealing/hiding - Um, if I’m honest.
Kind of a relief that I finally some had
someone who I could kind of open up
to, that didn’t know me,

relief in having someone I could finally
open up to (overcoming shame barriers)

power operating with friends and family -
judgement?

And that I could be completely open

and honest with because, they wouldn’t and honest with because, they wouldn’t

have any bias against me because they
don’t know me, - ppl in her life may
have been biased against her - expecting
this - judgment -

because they don’t know me, not like
family or friend you have to be
considerate of their feelings before
being completely open with them. -
don't want to hurt the family frens

have any bias against me because they
don’t know me, - ppl in her life may
have been biased against her - expecting
this - judgment -

because they don’t know me, not like
family or friend you have to be
considerate of their feelings before
being completely open with them. -
don't want to hurt the family frens -
suffering alone
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O: Okay. Yea, no that sounds quite a weight off almost.

K: It definitely was it was just kind of I can’t believe why I didn’t
do this sooner.29 [laugh]

O: Okay yea. You sort of mentioned like confidentiality and
worrying about people being biased against you...

K: So in the first in the first meeting um confidentiality was
mentioned and it made me feel very comfortable to know that it
wouldn’t be shared outside with people when it wasn’t necessary.

O: What was kind of the worry around around that. Sort of
being sort of um externally to that, people sort of hearing and
understanding what was happening for you?

K: Um, so I think I was kind of a bit worried when you go the
doctors and you see GP and you know they are writing everything
down on their computer and they can see everything.

O: Yea

K: I didn’t want the same thing to happen, kind of with the
therapy, I was thinking you could actually see this. It turns out it
is very difficult, not like everyone can access it, which yes is quite
huge load off my mind.30

anonymity - relief that it was someone that
didn't know her, query shame, query not
going to impact on them. For example
family not taking on her problems, I
wonder those going on in her family and
the time, if they struggled? Whether it was
shame-based?

29 Holding it for quite a while. Like
someone who doesn't normally open up.
Again relief.

reassured around confidentiality being
very important to her - the importance of
this worry about it impacting other
treatment and shame??? - So in the first
in the first meeting um confidentiality
was mentioned and it made me feel
very comfortable to know that it
wouldn’t be shared outside with people
when it wasn’t necessary.

30 like, what was she worried about with
what she might disclose. Doesn't feel like
she was worried about something bad
happening it was more emotional, but it
wasn't fear of physical consequence but of
how she would feel. But what was it? |
circle back to shame. She later on talk
about stigma?

laugh - cant believe I didn’t do this
sooner - she had been feeling this way for
a long time?

laugh - cant believe I didn’t do this
sooner - she had been feeling this way for
a long time?

had been considering it for a while? Part
of what she said before

reassured around confidentiality being
very important to her - the importance of
this worry about it impacting other
treatment and shame??? - So in the first
in the first meeting um confidentiality
was mentioned and it made me feel
very comfortable to know that it
wouldn’t be shared outside with people
when it wasn’t necessary.

Um, so I think I was kind of a bit Um, so I think I was kind of a bit
worried when you go the doctors and worried when you go the doctors and
you see GP and you know they are you see GP and you know they are
writing everything down on their writing everything down on their
computer and they can see everything. - computer and they can see everything. -
wanting her privacy, as she sees Drs a lot wanting her privacy, as she sees Drs a lot

which - shame vs privacy which - shame vs privacy

worry around judgement from worry around judgement from
professionals seeing it professionals seeing it
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O: Yea, and was worrying that sort of professionals or what
people saw outside that would see it.

K: Ummm it was more like every single professional that [ was
see...

O: Sorry you just dropped out there...Oh... Hello

K: Hello

O: Oh yea you’ve come back, I just got up to say going to
A&E...?

K: Sorry someone was ringing me but it wasn’t important. Yea,
So think it was just worrying that if went to A&E with a broken
foot they’d be able to see all my mental health records which
would be embarrassing. 31

O: Okay so yea that kind of over-sharing...

K: Kind of over sharing my information is what I was kind of a
bit worried about. Obviously, I knew that it would never be
shared beyond anyone that actually needed to know.

O: Do you think that, say if it was shared beyond people who
needed to know that change that would change how people
um either treat you or behave towards you?

K: Um yea, I think, yea I think so, yea I think I would depend on

it’s just, I think it actual feeling that I want that kind of discretion

when it comes to sharing sensitive information.32

O: Yea

K: Just knowing that it wont be shared with people kind of people

who don’t need that information.
O: Yea

31 Actually this is someone who spends a
lot of time in contact with health
professional's. People Constantly trawling
her records. With kidney problems she is
likely to be seeing healthcare professionals
quite a lot. I think this is an important point
that she is someone who is in contact with
healthcare professionals quite a lot, but not
mental healthcare professionals, is the
power dynamic more more pronounced
particularly as you are seeing doctors and
consultants?

32 Yeah, just wanting her private stuff to
stay private, if it doesn't make any
difference to how you be treated, although
if you get diagnosis of health anxiety you're
gonna get treated a lot different, I have
experiences of that in the physical health
hospital which is shocking and potentially
could bias me on this. Something about
different peoples trustworthiness? Distrust
of some people?

worry around other professionals seeing
things.

fear that people would treat different

embarassing - trope MH stuff is
embarassing

I didn’t want the same thing to happen,
kind of with the therapy, I was
thinking you could actually see this. It
turns out it is very difficult, not like
everyone can access it, which yes is
quite huge load off my mind - huge load
- weighing down so the pressure of worry
around this was great and i wonder if that
had time to percolate would it have
impacted her more?

reassured others profs couldn’t see it -
she sees a lot of professionals? - Ummm
it was more like every single
professional that I was see.... [line
dropped out]

Yea, So think it was just worrying that
if went to A&E with a broken foot
they’d be able to see all my mental
health records which would be
embarrassing. - her experiences are
embarassing and shameful

alluding that sensitive stuff can be shared -
that this is sensitive, painful etc, sort of
beneath this is a shame I think - Um yea,
I think, yea I think so, yea I think I
would depend on it’s just, I think it
actual feeling that I want that kind of
discretion when it comes to sharing
sensitive information

I didn’t want the same thing to happen,
kind of with the therapy, I was
thinking you could actually see this. It
turns out it is very difficult, not like
everyone can access it, which yes is
quite huge load off my mind - huge load
- weighing down so the pressure of worry
around this was great and i wonder if that
had time to percolate would it have
impacted her more?

reassured others profs couldn’t see it -
she sees a lot of professionals? - Ummm
it was more like every single
professional that I was see.... [line
dropped out]

Yea, So think it was just worrying that
if went to A&E with a broken foot
they’d be able to see all my mental
health records which would be
embarrassing. - her experiences are
embarassing and shameful

alluding that sensitive stuff can be shared -
that this is sensitive, painful etc, sort of
beneath this is a shame I think - Um yea,
I think, yea I think so, yea I think I
would depend on it’s just, I think it
actual feeling that I want that kind of
discretion when it comes to sharing
sensitive information

313



Transcript

Initial reflections

Descriptive notes

Lingusitic notes

Conceptual notes

Emergent themes

Okay
O: Yea

K: Im not sure if it would affect my how they treat me. It could it
completely depends on who has kind of their hands on it and
that's where the worry is that you don’t know who.

O: Yea
K: Umnm

O: Brilliant thank you that’s really helpful to think about, um,
so thinking more sort overall about your relationship with the
psychologist you were working with, could you tell me a little

bit about that relationship with the psychologist what was
that like for you?

K: Yea um I think it was quite a... definitely quite a trusting

relationship, and I felt I was like listened to and ummm, almost a

bit like a friendship but not like a very personal friendship. So I
don’t know it’s kind of strange, but there would be times that

where we would have a little bit of a laugh and yea it was just like 33 Trusting

chatting to someone, so felt quite comfortable and not not kind
under pressure. Didn’t feel like I was talking to a, I don’t know

someone who was a medical professional, it felt like I was talking

to someone who was giving me advice or yea.33

O: Is it is that is and tell if I have this completely wrong, sort
of like less formal or...

trusting experience, where listened to,
like a friendship but not like a very
personal friendship - Yea um I think it
was quite a... definitely quite a trusting
relationship, and I felt I was like
listened to and ummm, almost a bit like
a friendship but not like a very
personal friendship.

like a friendship, but not like a personal one
- I don't think this is sort of over attached,
like the way she spoke about the
psychologist wasn't like overly
attached/loving, more than those just her
best way of articulating that it was casual
and nice.

little bit of laugh, chatting to someone,
felt comfortable, not under pressure

Have a bit of a laugh - not being serious all
the time, because of not knowing much
about therapy, you could easily expect it to
be quite formal serious crying all the time,
then a couch, stereotypical.

didn’t feel like talking to medical prof

Not under pressure-comfortable-this is
important, again pressure is type of power,
power over, power onto.

vauge ness -

Im not sure if it would affect my how
they treat me. It could it completely
depends on who has kind of their

Im not sure if it would affect my how
they treat me. It could it completely
depends on who has kind of their

hands on it and that's where the worry hands on it and that's where the worry

is that you don’t know who. - there are
some people who might missuse it.

is that you don’t know who. - there are
some people who might missuse it.

informality is a form of equalising power
and it sounds like this was actually felt by
her - So I don’t know it’s kind of
strange, but there would be times that
where we would have a little bit of a
laugh and yea it was just like chatting
to someone, so felt quite comfortable
and not not kind under pressure.
Didn’t feel like I was talking to a, I
don’t know someone who was a
medical professional, it felt like I was
talking to someone who was giving me
advice or yea

trusting experience, where listened to,
like a friendship but not like a very
personal friendship - Yea um I think it
was quite a... definitely quite a trusting
relationship, and I felt I was like
listened to and ummm, almost a bit like
a friendship but not like a very
personal friendship.

informality is a form of equalising power
and it sounds like this was actually felt by
her - So I don’t know it’s kind of
strange, but there would be times that
where we would have a little bit of a
laugh and yea it was just like chatting
to someone, so felt quite comfortable
and not not kind under pressure.
Didn’t feel like I was talking to a, 1
don’t know someone who was a
medical professional, it felt like I was
talking to someone who was giving me
advice or yea

The experience (thus power in the
realtionship felt different) - Didn’t feel
like I was talking to a, I don’t know
someone who was a medical
professional, it felt like I was talking to
someone who was giving me advice or
yea.
The experience (thus power in the
realtionship felt different) - Didn’t feel
like I was talking to a, I don’t know
someone who was a medical
professional, it felt like I was talking to
someone who was giving me advice or
why is that important yea.
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K: Oh yea that’s the word! yea definitely less formal than I
expected it to be.

O: Yea

K: Just because I had never been to therapy before I didn’t know
what to expect seen from tv show’s and just yea, completely
unrealistic expectations. whereas when you get in there and it is
not as scary as [ expected it to be so it’s a lot more informal and
there weren’t like set questions they would always be like, if
you’re not comfortable to answer a questions then you don’t have
to. And kinda take it at your own pace really, which was really
nice.34

O: Really nice yea. And did your um did you sort of ahh use
the same language, like as your therap as the psychologist you
were working with like, kinda like more informal from what it
sounds likes?

K: Yea

O: could you sort of understand each other?

K: It was yea yea [ mean it didn’t feel very formal. It did feel like
I could just speak my mind, and kind of no one was judging me, I
didn’t need to kind to explain things in a certain way that, it was
just kind of get it off ya chest it doesn’t matter it doesn’t matter
how you kind of explain it.35

34 informal - again preconceptions alluded

to it being more formal, usual stereotypes of

TV shows, clipboard seriousness et cetera

taking at your own pace- so that person
centred, , flexible, this links to the SR

if you're not comfortable to answer
questions you don't have to - balancing
power, feeling able to say no

not what I expected - alluding to
preconceptions you you

Watch out - because I have quite firm
views that therapy shouldn't feel formal,
like therapists shouldn't be dressed in a suit,
shouldn't use ridiculous language et cetera

[FO(1]THIS IS BEING vs DOING..... I
keep coming back to this, deformalizing
therapy, building the relationship, creativity,
comfort to be self

35 no judgement -

informal - Oh yea that’s the word! yea
definitely less formal than I expected it
to be.

tv shows set up unrelaistic expectations -
choice own pace

Oh yea that’s the word! yea definitely
less formal than I expected it to be. -
expecations around formality from

previous medical expeirences and power
etc???7?

Just because I had never been to
therapy before I didn’t know what to
expect seen from tv show’s and just
yea, completely unrealistic
expectations. whereas when you get in
there and it is not as scary as 1
expected it to be so it’s a lot more
informal and there weren’t like set
questions they would always be like, if
you’re not comfortable to answer a
questions then you don’t have to. And
kinda take it at your own pace really,
which was really nice. - societial
expectations and displays of what therapy
is impacting - think it wil be scary - why
scared?

And kinda take it at your own pace
really, which was really nice. -
empowering for her. #

Oh yea that’s the word! yea definitely
less formal than I expected it to be. -
expecations around formality from

previous medical expeirences and power
etc???7?

Just because I had never been to
therapy before I didn’t know what to
expect seen from tv show’s and just
yea, completely unrealistic
expectations. whereas when you get in
there and it is not as scary as 1
expected it to be so it’s a lot more
informal and there weren’t like set
questions they would always be like, if
you’re not comfortable to answer a
questions then you don’t have to. And
kinda take it at your own pace really,
which was really nice. - societial
expectations and displays of what therapy
is impacting - think it wil be scary - why
scared?

And kinda take it at your own pace
really, which was really nice. -
empowering for her. #

It was yea yea I mean it didn’t feel very It was yea yea I mean it didn’t feel very

formal. It did feel like I could just
speak my mind, - informality providing
space for free speech, expression

formal. It did feel like I could just
speak my mind, - informality providing
space for free speech, expression
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O: Okay. Um did your feelings sort of towards your
psychologist or just the relationship, did that change over
time that you spent in therapy?

K: Ummm no no, I don’t think there was much change, in kind of
the way that so ..

O: say that session
K: okay

O: so from say session 1 like when you just kind of speaking
to first sort of introductions, when did you start to notice that
that trusting, kind of started to develop?

K: I think it was very early on and from what I can remember.
Um [ think it would just the initial kind of um reassurance and
that kind of the information wouldn’t be shared with anyone
unnecessarily and that kind of talking about the goals of the
sessions.

O: okay

K: I think it was very kind of early on. And if not kind of first
triage then definitely from the first session I felt comfortable, and
to kind of share how I was feeling.36

O: Were there any times where you felt there were things you
weren’t able to share or...

K:umm ... I can’t remember, I think possibly, um, possibly, I
can’t really think of anything specific examples from that time
period? I think there probably would have been certain things that
wouldn’t of been able to share, but possibly things that were not
relevant, yea.37

O: yea

the freedom to make mistakes when
explaining just to say youre feeling, not
having to get it completely right

36 Straight in with the trust and very little
change in the relationship, I guess a good
experience in mental health services
probably helped with this, take a while to
trust awhile to see. It seems that the stuff
which she was most concerned was
attended to from the beginning

37 Not relevant stuff not sharing-

no one was judging me

Stablitly and consistency in the
relationship - Um did your feelings sort
of towards your psychologist or just
the relationship, did that change over
time that you spent in therapy? Ummm
no no, I don’t think there was much
change, in kind of the way that so ..

confidentiality being key - = trust - 1
think it was very early on [felt
trust]and from what I can remember.
Um I think it would just the initial kind
of um reassurance and that kind of the
information wouldn’t be shared with
anyone unnecessarily and that kind of
talking about the goals of the sessions.

Clear process and goals

felt comfortable quickly - and without
that would not be able to share feelings -
I think it was very kind of early on.
And if not kind of first triage then
definitely from the first session I felt
comfortable, and to kind of share how I
was feeling

I didn’t need to kind to explain things I didn’t need to kind to explain things
in a certain way that, it was just kind in a certain way that, it was just kind
of get it off ya chest it doesn’t matter it of get it off ya chest it doesn’t matter it
doesn’t matter how you kind of explain doesn’t matter how you kind of explain
it - freedom of expression it - freedom of expression

no one was judging me

Stablitly and consistency in the
relationship - Um did your feelings sort
of towards your psychologist or just
the relationship, did that change over
time that you spent in therapy? Ummm
no no, I don’t think there was much
change, in kind of the way that so ..

confidentiality being key - = trust - 1
think it was very early on [felt
trust]and from what I can remember.
Um I think it would just the initial kind
of um reassurance and that kind of the
information wouldn’t be shared with
anyone unnecessarily and that kind of
talking about the goals of the sessions.

Clear process and goals

felt comfortable quickly - and without
that would not be able to share feelings -
I think it was very kind of early on.
the not being in the room supporting this? ~ And if not kind of first triage then
definitely from the first session I felt

comfortable, and to kind of share how I

was feeling
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K: kind of if I had an argument with someone and [ was thinking,
oh I hate them. I wouldn’t mention that to my therapist because
she wouldn’t need to know. But nothing that was kind of really
bothering me, and yea...38

O: Okay no, I realise you know I’m asking you to sort of cast
your mind back a fair distance as well and you know it’s
absolutely fine not to remember sort of lots and lots of
different bits.

K: I cant remember if there was anything in particular that I
purposively didn’t share, if it was it wouldn’t have been anything
that was major, that was something like make that makes me
sound a bit petty, so not gonna mention it because it’s not
important, but nothing like really deep thoughts that kind of were
important, nothing like that39.

O: Okay it sounds like kind of like really therapy specific stuff
was okay to talk about?
K: Yea

O: And just kind of wondering about some of those sort of
thoughts, you used the word petty, petty stuff or when
someone where you might feel a certain way towards someone
like you hated them or something like that...

K: Yea

O: And and just interested in about, was that just because it
wasn’t relevant or because you were sort of not wanting to
sort of let the therapist know that you know they you might
have been feeling petty or that umm you had those kind of
feelings towards someone else?

K: I think it was more it wasn’t relevant to the sessions really so
she’d say like how are you feeling, if I just, say I had an argument
with my mum or yea, | wouldn’t mention it, because I wouldn’t
see it as relevant, yea.40

O: okay thank you. And sort of thinking back, now, about the
person you were with, how do you feel about them now?

38 I hate them - I don't think this is
anything to do with power particularly more
managing personal perceptions. This was
quite discreet piece of work, and not very
relational so it doesn't really seem like it's
gonna be something they were gonna talk
about anyway.

39 suggestions about managing her image
with the psychologist - deep thoughts that
were kind of important, so able to talk
about the stuff that is really important
which is really important.

40 Again doesn't really seem like relational
focus on the therapy. I guess have don't
have to talk about everything in therapy

felt comfortable to share

disclaimer??

element of of image management -
showing she did care about what the
therapist thought of them - very subtle -
kind of if I had an argument with
someone and I was thinking, oh I hate
them. I wouldn’t mention that to my
therapist because she wouldn’t need to
know. But nothing that was kind of
really bothering me, and yea

: I cant remember if there was
anything in particular that I
purposively didn’t share, if it was it
wouldn’t have been anything that was
major, that was something like make
that makes me sound a bit petty, so not
gonna mention it because it’s not
important, but nothing like really deep
thoughts that kind of were important,
nothing like that - makes me sound a

element of of image management -
showing she did care about what the
therapist thought of them - very subtle -
kind of if I had an argument with
someone and I was thinking, oh I hate
them. I wouldn’t mention that to my
therapist because she wouldn’t need to
know. But nothing that was kind of
really bothering me, and yea

: I cant remember if there was
anything in particular that I
purposively didn’t share, if it was it
wouldn’t have been anything that was
major, that was something like make
that makes me sound a bit petty, so not
gonna mention it because it’s not
important, but nothing like really deep
thoughts that kind of were important,
nothing like that - makes me sound a

little petty - again image management and little petty - again image management and

care what they thought - minimises this
because it wasn't relevant?

care what they thought - minimises this
because it wasn't relevant?

I think it was more it wasn’t relevant to I think it was more it wasn’t relevant to
the sessions really so she’d say like how the sessions really so she’d say like how

are you feeling, if I just, say I had an
argument with my mum or yea, I
wouldn’t mention it, because I
wouldn’t see it as relevant, yea - quite
focused on the focus of the sessions -
what they were there to do - I wonder if
the focusing on this is a form of very
subtle silencing power> probably a reach

are you feeling, if I just, say I had an
argument with my mum or yea, 1
wouldn’t mention it, because I
wouldn’t see it as relevant, yea - quite
focused on the focus of the sessions -
what they were there to do - [ wonder if
the focusing on this is a form of very
subtle silencing power> probably a reach
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K: Ummm, yea I feel like they really helped me with what was a
very difficult time in my life, and I’m definitely grateful for the
sessions we had and I think they helped me a lot and I use kind of
the techniques that she taught, me still to this day, so there’s like
quite a lot of techniques she told me about, ways to manage
worries and anxieties that I still use and still helps with day to day
worries now.41

O: Ah that sounds lovely sounds like it made a real real
difference.

K: Yea. So there’s quite a lot of worksheets and things that she
sent me and just ideas that were kind of like if you ever worried
about something you need to write it down and kind of make a
column worries that kind of do something you can do something

about and worries that you cant do something about. And if there 42 This is all really practical, opposed to
relational. Explicit mention of a specific
then if there’s nothing you can do about it, you just throw it away psychological technique-problem-solving.

is something you can do about it then write down the options,

and that’s kind of like really helps you in your mind to just throw
it away. Stuff like that I still do and I think it has really helped me
like having someone to talk about the examples and kind of help
me with that technique.42

O: Brilliant wow. Yea that sounds like that made a real
impact.

K: Yea yea

O: Ummm so what... so thinking about the kind of
relationship between you both um what did you learn about
sort of, relationships from that experience of therapy with
her?

41 Positive therapeutic experience

grateful for the sessions - less the person
guess this is further said that she speaks
about the techniques and how she still uses
the. I wonder if there be more focus on the
relationship opposed to the techniques if
they met face-to-face or by video

helpful experience at the time, techniques
travelling through to today

Her experience was of the technical stuff
she took away and found helpful. Not the
relational - yea I feel like they really
helped me with what was a very
difficult time in my life, and I’m
definitely grateful for the sessions we
had and I think they helped me a lot
and I use kind of the techniques that
she taught, me still to this day, so
there’s like quite a lot of techniques she
told me about, ways to manage worries
and anxieties that I still use and still
helps with day to day worries now

And if there is something you can do
about it then write down the options,
then if there’s nothing you can do
about it, you just throw it away and
that’s kind of like really helps you in
your mind to just throw it away. Stuff
like that I still do and I think it has
really helped me like having someone to
talk about the examples and kind of
help me with that technique. - the
therapist was a vessel for the techniques -
again move away from the relational
(phone therapy?)

Her experience was of the technical stuff
she took away and found helpful. Not the
relational - yea I feel like they really
helped me with what was a very
difficult time in my life, and I’m
definitely grateful for the sessions we
had and I think they helped me a lot
and I use kind of the techniques that
she taught, me still to this day, so
there’s like quite a lot of techniques she
told me about, ways to manage worries
and anxieties that I still use and still
helps with day to day worries now

And if there is something you can do
about it then write down the options,
then if there’s nothing you can do
about it, you just throw it away and
that’s kind of like really helps you in
your mind to just throw it away. Stuff
like that I still do and I think it has
really helped me like having someone to
talk about the examples and kind of
help me with that technique. - the
therapist was a vessel for the techniques -
again move away from the relational
(phone therapy?)
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: Umm, I’m not quite sure if I kind of
learned anything about relationships. I
think it was more that I learnt to kind
of share my feelings with someone that
I had never met before and there’s
quite a lot of benefits to doing so. Um

K: Umm, I’m not quite sure if | kind of learned anything about
relationships. I think it was more that I learnt to kind of share my 43 I think this comment speaks to trust and

feelings with someone that I had never met before and there’s safety - that if stuff is disclosed and being . .
. . . o kind of more than I had realised
quite a lot of benefits to doing so. Um kind of more than I had able to talk safely there are positive benefits .
. , . . . because I’d never had kind of gone
realised because I’d never had kind of gone through anything like to it .
through anything like that before -
that before.43 - . .
whilst nothing explict from the
relationship she did learn it was okay to
share feelings - so an aspect of the TR
translating outside of the room.
O: Yea

K: I think it just helped me just open up a bit more to someone I
had not met, yea.

O: Has that changed how you’ve how you’d sort of open up
to other people or how you um sort of work or operate in
relationships, I know that sounds a bit clinical...

but not the actual relational - quite
reserved when comes to personal
relationships - hence the worry around
confidentiality etc - I don’t think so, I
don’t think so no. I’m still actually quite
reserved when it comes to personal
relationships I don’t think its really
helped much in that

K: I don’t think so, I don’t think so no. I’m still actually quite
reserved when it comes to personal relationships I don’t think its
really helped much in that.44

44 Definite evidence of it not being a
relational therapy

O: Yea okay lovely. Ummm were there ever any times sort of
during therapy where the relationship felt more or less equal
between you both?

K: Umm not sure I think it’s always been a bit one sided because
it’s, I’m the one in therapy and I’m telling you all this information
and I don’t know anything about you and so think its ever its ever
kinda been equal, but yea it didn’t feel like at the same time it
didn’t feel inequal. It didn’t feel like I was kind of made to be put
down or anything.45

45 What I'm trying to pull out out here is

about power. not feeling put down

I'm telling you (a therapist?)

: Umm, I’m not quite sure if I kind of
learned anything about relationships. I
think it was more that I learnt to kind
of share my feelings with someone that
I had never met before and there’s
quite a lot of benefits to doing so. Um
kind of more than I had realised
because I’d never had kind of gone
through anything like that before -
whilst nothing explict from the
relationship she did learn it was okay to
share feelings - so an aspect of the TR
translating outside of the room.

found it helpful opending up - having found it helpful opending up - having
trust and safety in a stranger - I think it  trust and safety in a stranger - I think it
just helped me just open up a bit more just helped me just open up a bit more
to someone I had not met, yea? to someone I had not met, yea?

but not the actual relational - quite
reserved when comes to personal
relationships - hence the worry around
confidentiality etc - I don’t think so, I
don’t think so no. I’m still actually quite
reserved when it comes to personal
relationships I don’t think its really
helped much in that

Umm not sure I think it’s always been Umm not sure I think it’s always been
a bit one sided because it’s, I’m the one a bit one sided because it’s, I’m the one
in therapy and I’m telling you all this in therapy and I’m telling you all this
information and I don’t know anything information and I don’t know anything
about you and so think its ever its ever about you and so think its ever its ever
been equal, - not equal in the relationship been equal, - not equal in the relationship
because you are having to give all this because you are having to give all this
private and sensitive information private and sensitive information

but yea it didn’t feel like at the same but yea it didn’t feel like at the same
time it didn’t feel inequal. It didn’t feel time it didn’t feel inequal. It didn’t feel
like I was kind of made to be put down like I was kind of made to be put down
or anything - so not abusive - power can or anything - so not abusive - power can
operate, but not harm - not operate, but not harm - not
disempowered. LATENT POWER disempowered. LATENT POWER
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Was there wasn't any disclosure from the
therapist, I wonder if this was helpful for
her because actually she spoke about not
wanting it to impact on someone. Must let
that kind of impartial person.

Didn't feel unequal, no explicit feelings
being disempowered - put down or
anything
[FO(2]I’'m telling you right now, reflecting
the relationship?
O: Yea

K: Yea I never felt like, like I was less important or anything like

that46. 46 Equity in the relationship

O: yea, that’s sounds helpful.

K: It’s quite a difficult one , I don’t really know kind of what

what it is to be kind of equal. Haha don’t what it is to be kind of equal

O: Yea, yea some of these questions a little... quite abstract,
so there’s no right or wrong answer that’s all. You know it’s
just kind of your perspective on it. I was interested in um that
sort of what you said of that one sidedness of you sort of
giving... sort of telling everything and not hearing, not
knowing or hearing anything about the person you are
working with. Can you tell you me any more about that, what
that sort of felt like or...

wanted it to be one sided because that
was their job - Umm I don’t.. From
what I can remember it didn’t really
make a difference because obviously
like I knew that that person was there
to kind of listen and to help me

K: Umm I don’t.. From what I can remember it didn’t really
make a difference because obviously like I knew that that person 48 see below
was there to kind of listen and to help me.48

that person - didn’t use she,
dettachement from her?

O: Yea
47 Thinking about disclosure here - she
speaks about the importance of being heard

and I guess understood in order to be
helped.

K: So so I know that obviously an agenda of um yea kind of
asking the questions and like giving me advice and help and yea I
didn’t really see it as kind of unfair, its just one of those things.47

agenda -

Having a bit of structure being helpful as
well as? Acquiescent?

O: Yea, Yea, okay, how do you think you would have felt if

the therapist you were working with, did share quite a lot of

stuff with you?

Yea I never felt like, like I was less
important or anything like that. -
Equity and parity in the TR

It’s quite a difficult one , I don’t really
know kind of what what it is to be kind
of equal. Haha - or has not acutely and
chronically felt the effects of not being
equal in a relationship (no T)

just one of those things, acceptance that

Yea I never felt like, like I was less
important or anything like that. -
Equity and parity in the TR

wanted it to be one sided because that
was their job - Umm I don’t.. From
what I can remember it didn’t really
make a difference because obviously
like I knew that that person was there
to kind of listen and to help me

that person - didn’t use she,
dettachement from her?
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K: Ummm I think it would depend what it was. If it was kind of
something like to share their own experiences not like there
experiences in full detail but if they kind of shared, kind of
methods of coping that worked for them, I think that would be
really useful and if they were to kind of say this really worked for
me and this is how I did it.I think that would be kind of helpful.
But if they were just going on like, giving me their life story I
don’t think that would be helpful. Depends... It depends.. Kind
of it could have been helpful,

O: Okay no that’s a really really good point that. Kind of just
two make sure I have understood that, that kind of sharing a
bit about their experience of the work you are doing like of
them using it...

K: so kind of if it was relevant and they had a technique that
worked for them. And they were kind of explaining that in how
that was in relation to your problems and how that can help you. |
think that be really useful. But it would have to be relevant to
have any impact really

O: Of course yea. Okay brilliant, ummm, just I’ll just pause
for a second and we’ve been speaking for like half an hour,
we await to keep carrying on, do you need a drink or
anything like that, or...

K: I’m fine yea.

O: Thank you so much you’re doing an amazing job thinking
about all of this and casting your mind back.

K: Yea. It’s good to remember to bits of it, thinking these things
do come back.50

O: Brilliant and does the pace feel alright in terms of sort of..

K: Yea

O: Yea okay, brilliant, so um ill move on then if that’s alright?

Um so how do you think that you are different from your
psychologist?

49 Over disclosure being a bad thing -
taking focus of the participant, but this
didn't happen in this relationship obviously

But actually some disclosure or even
contextualisation of techniques, posted the
abstract - because she's well educated that
understanding of abstract concepts would
be all right - but I wonder with those people
who are less educated need some more
context and that's where disclosure could be
used more effectively?

50 Positive experience of being
interviewed?

could have used some personal
experience to agument the technique
explanation but did not want their life
story - I guess she not seeking a seceure
attachment here she is wanting tools for
help - as it comes back to the techniques
not the relationship - Ummm I think it
would depend what it was. If it was
kind of something like to share their
own experiences not like there
experiences in full detail but if they
kind of shared, kind of methods of
coping that worked for them, I think
that would be really useful and if they
were to kind of say this really worked
for me and this is how I did it.I think
that would be kind of helpful. But if
they were just going on like, giving me
their life story I don’t think that would
be helpful.

I'm telling you - the therapist not her

Again this not close relationship but
enough - she wasn't saying im not telling
her etc.

could have used some personal
experience to agument the technique
explanation but did not want their life
story - I guess she not seeking a seceure
attachment here she is wanting tools for
help - as it comes back to the techniques
not the relationship - Ummm I think it
would depend what it was. If it was
kind of something like to share their
own experiences not like there
experiences in full detail but if they
kind of shared, kind of methods of
coping that worked for them, I think
that would be really useful and if they
were to kind of say this really worked
for me and this is how I did it.I think
that would be kind of helpful. But if
they were just going on like, giving me
their life story I don’t think that would
be helpful.
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K: Ummm, it's difficult I never really... I think to be honest I
think we could be quite the same [laugh], um it’s just that I don’t
have the information to kind of know. Um but I didn’t really see
us as different, so kind of first went into the sessions I didn’t
really think of my psychologist being very much different to
myself. [ thought, ummm kind of she’s probably sat at home, just
like I am and she works from home, so do I haha, we both been
to university, um, so actually think we are more similar than
different, I yea.

O: Okay so more similar than different

K: I think it would be different for everyone.51

O: Yea

K: Ahh but yea, but yeah probably a bit similar, in terms of.. in
terms of what I knew, but obviously thought I wouldn’t know...

O: Okay, so I guess that is tricker over the phone the phone
cos you can’t really see them.

51 Feels that she enquire identified with her
psychologist, they sounded like they were
similar ages et cetera | wonder if that had
an impact on things. [ wonder if that why
this was such a good experience, forming
the relationship was easy, was because she
didn't see that much difference between
them is not that being upset with not having
the same overall quality-of-life as the other
person. Where as some of the people who
were interviewed, and fastly different lives
to those professionals and mentioned it, like
receiving benefits, et cetera

When she says that she doesn't have the
information to kind of know - indicates that
she was wanting some knowledge,
specialist knowledge, that's like a positive
piece of power so that knowledge and is
expertise and blah blah blah

Ummm, it's difficult I never really... I
think to be honest I think we could be
quite the same [laugh], um it’s just that
I don’t have the information to kind of
know. = not knowing enough about them
to make a judgement on their similaritys

laugh - could be quite the same - as if
they would not be.

being more similar balance of pwer -
been to uni etc

m but I didn’t really see us as different,

so kind of first went into the sessions I
didn’t really think of my psychologist
being very much different to myself. I
thought, ummm kind of she’s probably
sat at home, just like I am and she
works from home, so do I haha, we
both been to university, um, so actually
think we are more similar than
different, I yea - similar in education
levels - otherwise no real diffs, hard to
see over the phone.

but I didn’t really see us as different,
so kind of first went into the sessions I
didn’t really think of my psychologist
being very much different to myself. I
thought, ummm kind of she’s probably
sat at home, just like I am and she
works from home, so do I haha, we
both been to university, um, so actually
think we are more similar than
different, I yea - similar in education
levels - otherwise no real diffs, hard to
see over the phone.

Ummm, it's difficult I never really... I
think to be honest I think we could be
quite the same [laugh], um it’s just that
I don’t have the information to kind of
know. = not knowing enough about them
to make a judgement on their similaritys
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K: Yea, I do remember there was one time where I went to my
GPs offices, and we were wearing the same jumper, so that make
me laugh.52

O: They got the memo.

K: Yea, haha. It was her who pointed it out. But at at that point I
saw her like every week, so I knew her.53

O: Ok doke, haha, ummm, so in terms of like your age you
know, sort of ahh do you think you were sort of similar in age
or....

K: Ummm, yea, I mean its difficult, to tell over the phone from
her voice it sounded like she was similar age to me, maybe a bit
older, yea.

O: And what did it kind of like mean for you to have someone
that you were talking to felt quite the same? Like was that
important?

K: No. I don’t think it would have made much of a difference. I
don’t think it really crossed my mind about the kind of how they
are as a person. I think it was just at that point someone to talk to
listen to as long as long as I trusted them then, their kind of
personal background wasn’t really important, and the fact that I
don’t really know much about them. But I still kind of trusted
them and was having to talking to them and being completely
open.54

52 She was participant who did therapy
over the phone so never actually saw what
her psychologist looked like. For people
with difficulties which are more relational
and trust based, for example people even
experience multiple traumas, both outside
of services and within services, being able
to see them - thinking explicitly to the
participant who wanted to see the sweat on
someone's brow, that would have obviously

been much more important!

53 My Terrible attempt at humour

54 1 guess it not crossing her mind speaks
to speak to it not being a problem. There is
that personality or the fact they were well

matched.

An officer she didn't know much about
them

Kind of trusted them, - feels like she did
trust them, and trust being important to
fully open up. This is to the SR.

simlar ages

No. I don’t think it would have made
much of a difference. I don’t think it
really crossed my mind about the kind
of how they are as a person. I think it
was just at that point someone to talk
to listen to as long as long as I trusted
them then, there kind of personal
background wasn’t really important,
and the fact that I don’t really know
much about them. But I still kind of
trusted them and was having to talking
to them and being completely open. -
trusting them - who they were did not
make a massive difference -

could still trust them without knowing
much about them - what gave that trust
(approach, professional presige??) - 1
trusted them then, their kind of
personal background wasn’t really
important, and the fact that I don’t
really know much about them. But I
still kind of trusted them and was
having to talking to them and being
completely open.

No. I don’t think it would have made
much of a difference. I don’t think it
really crossed my mind about the kind
of how they are as a person. I think it
was just at that point someone to talk
to listen to as long as long as I trusted
them then, there kind of personal
background wasn’t really important,
and the fact that I don’t really know
much about them. But I still kind of
trusted them and was having to talking
to them and being completely open. -
trusting them - who they were did not
make a massive difference -

could still trust them without knowing
much about them - what gave that trust
(approach, professional presige??) - 1
trusted them then, their kind of
personal background wasn’t really
important, and the fact that I don’t
really know much about them. But I
still kind of trusted them and was
having to talking to them and being
completely open.

323



Transcript Initial reflections Descriptive notes Lingusitic notes Conceptual notes Emergent themes

O: Yea. Okay umm so were there anythings outside the
therapy, so obviously you weren’t meeting together in the
same room, things going on outside that affected your
relationship with the psychologist?

wanting that some connection with wanting that some connection with
somone because was isolated (lived somone because was isolated (lived
alone/lockdown) - Ummm, I think the  alone/lockdown) - Ummm, I think the
fact that it was during lockdown would fact that it was during lockdown would
probably make me a lot more open. probably make me a lot more open.
Because I didn’t really have anyone Because I didn’t really have anyone
else to talk, to kind of during the day. - else to talk, to kind of during the day. -

She was isolated and lonely - Ummm, I
think the fact that it was during
lockdown would probably make me a
lot more open. Because I didn’t really
have anyone else to talk, to kind of

K: Ummm, I think the fact that it was during lockdown would
probably make me a lot more open. Because I didn’t really have
anyone else to talk, to kind of during the day.

during the day. if she had those normal networks would  if she had those normal networks would
she have been less open she have been less open
0O: Okay Kind of being in 4 walls - trapped
K: Km@ of being in 4 walls. So p9551b1y that would have made Kind of being in 4 walls - trapped
me a bit more open to sharing a bit more.
O: Yea
K: And yea
O: Ok
K: So yea I mean that’s a big one the K: So yea I mean that’s a big one the
55 The limited options because of sort of the lockdowns that were sort of the lockdowns that were
K: So yea I mean that’s a big one the sort of the lockdowns that  lockdown meaning properly made her more happening. I think that kind of like if happening. I think that kind of like if
were happening. I think that kind of like if someone was working open. Starved for someone to talk to, she someone was working from home for someone was working from home for
from home for however long and they get to talk to someone once lived alone, she had a very solitary job however long and they get to talk to however long and they get to talk to
a week they blurt everything.55 working remotely. So actually the chance to someone once a week they blurt someone once a week they blurt
speak to someone was welcomed. everything. - lockdown isolation making everything. - lockdown isolation making
her more likely to talk. her more likely to talk.

O: Yeah, So at that particular time you weren’t having much
contact with sort of people at home?

K: Ummm, I mean I’d ring my family and speak to them now and
again, but yea not really. I don’t have a job where I really speak to
people so...56

O: Yea

K: It ... laugh yea

O: Is it okay to ask about what kind of work you were doing
at that time or?

K: Oh yea I still work for [name] university and work in the
[xxxxxx] office and so yea its very much just admin based so we
don’t don’t really speak to people.

O: Okay yea, So I guess, yea and end of 2020 kind of there
was yea, there had been a long time of not sort of seeing many
other people so.

K: Yea

56 Having someone to confide in when
family wasn't an option?

lonely before - social isolation - some
contact with family

O: Being able to kind of talk at that point sounded helpful.
Um what about sort of umm ahhh the people around you?
Say like family or um or friends or colleagues, did you speak
to them about going to therapy?

K: Yea I did mention it to my dad, and a couple of friends but yea
I didn’t really go into much detail just mentioned it.

O: What was that like sort of telling other people about it?
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K: Um it was fine and they have known I struggled with kind of
anxiety anyway. So It seemed that they were relieved as I was ha,
um yea, it kind of an achievement really, and they saw as that as
well.57

O: So an achievement, did you see as that as well?

K: Yea definitely yea yea so I saw it as me as actually taking steps
to kind of help myself and yea.58

O: Lovely sounds like there was a kind of supportive
response? Is that...
K: Yea definitely, yea.

O: Was there any sort of sort less supportive responses or
anything like that that happened externally?

K: No no, nothing like that, | mean did briefly mention it to my
line manager at work, she was very supportive and yea, no no
negative responses at all .59

O: And sort of telling people at work can often quite tricky as
well.

K: Yea, I mean, I was lucky it was through the pandemic so the
only person I really needed to mention it was my line manager,
like people in the office would notice you would go off for an
hour and they can be a bit nosey. It was lucky it was during the
pandemic and no one really saw me, only my line manager knew
yea, | didn’t feel the need to share it with anyone else, I didn’t
really have any kind of close friends at work. You're just there to
work.

O: Okay yea no, I can definitely see how that yea, would
avoid some of those watercooler conversations. Yea yea,
would it have been, do you think, it would have been different
in terms of you being able to seek that help if you know it
wasn’t pandemic times? If you were.. Do you think that would
have been different?

57 Was able to disclose it to family in a
couple of friends- which doesn't speak to it
being stigmatised that module having lots
of external power pressure either to not to
do it.

They were relieved as well as, and saw it as
an achievement to reach out for help....
Why was that an achievement? Again this
is someone who is new to mental health
services doesn't sound like there's much
experience with

58 Taking agency in own recovery, which
she was proud of/so is an achievement

59 No experiences of negative disclosure.
Which again would have impacted on the
relationship that she had that prior to
coming in

achievement going to therapy

no experiences of judgement in those
condifed in - supportive others - no
negative consequences -No no, nothing
like that, I mean did briefly mention it
to my line manager at work, she was
very supportive and yea, no no
negative responses at all .

be a bit nosey - trope?

Postive reaction from family - implying a
good social support network - and
acceptance that she was getting help -
Um it was fine and they have known I
struggled with kind of anxiety anyway.
So It seemed that they were relieved as
I was ha, um yea, it kind of an
achievement really, and they saw as
that as well. -- not the external stigma of
seeking help

O: So an achievement, did you see as
that as well? K:Yea definitely yea yea
so I saw it as me as actually taking
steps to kind of help myself and yea-
agency to help self - you have to help
youself - courage?

I didn’t feel the need to share it with
anyone else, I didn’t really have any
kind of close friends at work. You're
just there to work. - again had this been
a different more exposed context then it
may have been harder for her -

Postive reaction from family - implying a
good social support network - and
acceptance that she was getting help -
Um it was fine and they have known I
struggled with kind of anxiety anyway.
So It seemed that they were relieved as
I was ha, um yea, it kind of an
achievement really, and they saw as
that as well. -- not the external stigma of
seeking help

O: So an achievement, did you see as
that as well? K:Yea definitely yea yea
so I saw it as me as actually taking
steps to kind of help myself and yea-
agency to help self - you have to help
youself - courage?

no experiences of judgement in those
condifed in - supportive others - no
negative consequences -No no, nothing
like that, I mean did briefly mention it
to my line manager at work, she was
very supportive and yea, no no
negative responses at all .

I didn’t feel the need to share it with
anyone else, I didn’t really have any
kind of close friends at work. You're
just there to work. - again had this been
a different more exposed context then it
may have been harder for her -
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K: No I don’t think so, I think avoided talking about it to people
who don’t I know really know very well anyway, if anyone had
noticed that I’d been gone from my desk for an hour, I would
have made something up. Or say it’s none of your business.60

O: Yea
K: But yea I don’t think it would make a difference, but think that
I can understand why a few people may be would.

O: Mmm ok mmm any sort of in terms of kind wanting to
keep, to easier like that, were there any worries around sort of
other peoples perceptions or stigma from seeking help.

K: Umm no, not so much stigma, but I just know there’s quite a
few nosy people in my office, so I just did not want to talk to
them about it. Definitely not stigma.

O: Yea. Outside of your office in terms of more like general
society there any worries around pressure or norms, like kind
of....

K: No I think it’s kind of don’t really think its much of an issue
anymore, very much kind of improved over the past 10 years I’ve
definitely felt it’s not really stigmatised anymore, which definitely
helped because. I don’t think stigma was anything I was really
worried about, if I’'m honest.

O: Brilliant thank you, so sort of, it sounds like you were quite
similar or felt similar to the person that you were working
with, sort of...

K: Yeah kind of the things that I knew.

O: And in terms of like terms of stuff going on outside the of
therapy room like with the pandemic or you know, family,
friends that kind of thing. Did you and your therapist talk
about how that might impact on the work you’re doing or
how you were getting on?

60 Again this still seems to be that kind of
keeping it to herself, not the same sort of
openness that you sometimes see with
people, particularly people who been in
service is a long time and are used to telling
their story?

61 No real worries around stigma - feels
like things improved in the last 10 years and
I guess that's true with lots more mental
health visibility, however that is particularly
for less stigmatised difficulties, so she was
being treated for anxiety and worry, |
wonder if she had an SMI or a PD
diagnosis, I wonder if her perceptions
would be the same? Is this an argument for
not diagnosing people with serious mental
health conditions? And instead exploring
the story, the narrative?

K: Umm no, not so much stigma, but I
just know there’s quite a few nosy
people in my office, so I just did not
want to talk to them about it. Definitely
not stigma. - not stigma in the office just
ppl in each others business - private
person

concealed

shame?

K: Umm no, not so much stigma, but I
just know there’s quite a few nosy
people in my office, so I just did not
want to talk to them about it. Definitely
not stigma. - not stigma in the office just
ppl in each others business - private
person

No I think it’s kind of don’t really
think its much of an issue anymore, think its much of an issue anymore,
very much kind of improved over the very much kind of improved over the
past 10 years I’ve definitely felt it’s not past 10 years I’ve definitely felt it’s not
really stigmatised anymore, which really stigmatised anymore, which
definitely helped because. I don’t think definitely helped because. I don’t think
stigma was anything I was really stigma was anything I was really
worried about, if I’m honest. - the worried about, if I’m honest. - the
lessening impact of ideological pressure  lessening impact of ideological pressure
around stigma etc.... for someone of her around stigma etc.... for someone of her
age it is more the norm and to be talked  age it is more the norm and to be talked
about about

No I think it’s kind of don’t really
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K: Yea I do briefly remember, kind of making sure that you have
enough access to support networks, and making sure that you’ve
got family and friends to speak, to whether it be virtually or
possibly in-person.62

O: So you had those kind of conversations...

K: There’s not a lot I can remember I think I made sure I like
could contact someone that [ wasn’t just sat on my own.

O: And how do you like feel about you feel about the NHS in
general? I know that’s a big question.

K: umm yea, I think, yeah pretty good, yea from what I’ve
experienced anyway, yea definitely.

O: yea I know I’m an NHS professional, that can be that can
make it difficult to say.. ahh rubbish ..haha

K: yeah but I would say 90% of my experience has been positive,
and probably had a couple of people that I’ve really not gotten
along with, yea, that’s definitely doesn’t really give a negative
opinion.63

O: And I’m definitely not seeking all of the positive ones as
well just good kind of balanced view. More than anything so

don’t worry because obviously that’s something that is sort of

live in power in the relationship here as well.

K: Yea
O: Me being a professional with that too.

K: Yea64

O: I wonder about sort of saying some of the times where
you’ve not so good experiences of NHS professionals
compared what the experience you had with your
psychologist? What were the big differences in that for you?

62 The didn't seem to be lots of really
difficult situations going on outside of
therapy.... Although she might of just not
said, but didn't feel like that. I guess having
the security of the home, job, probably
enough money will be enough to make this
not problem. Support networks too.

63 She had a good experience in the NHS,
and that feels appropriate to say in this
instance because she needed help and she
got help at the point of need, as opposed to
a year down the line on a waiting list in a
community team. Just imagine the
outcomes people of people were seen were
able to be seen and get psychological and

Yea I do briefly remember, kind of
making sure that you have enough
access to support networks, and
making sure that you’ve got family and
friends to speak, to whether it be
virtually or possibly in-person - her
having a network not just relying on MH
services

good experiences with the NHS - And
how do you like feel about you feel
about the NHS in general? I know
that’s a big question. - umm yea, I
think, yeah pretty good, yea from what
DP’ve experienced anyway, yea
definitely.

the good exp of NHS outweighed the bad

- yeah but I would say 90% of my
experience has been positive, and
probably had a couple of people that

nursing help at the point of need, instead of I’ve really not gotten along with, yea,

entering the service in either a state of
desperation, or the whole picture being
completely different. Even in the cases
where people just get better by themselves,
it probably would still leave a bitter taste in
their mouths

64 Me trying to coax out a bit of the
negative, just might have not been any.

that’s definitely doesn’t really give a
negative opinion.

Yea I do briefly remember, kind of
making sure that you have enough
access to support networks, and
making sure that you’ve got family and
friends to speak, to whether it be
virtually or possibly in-person - her
having a network not just relying on MH
services

good experiences with the NHS - And
how do you like feel about you feel
about the NHS in general? I know
that’s a big question. - umm yea, I
think, yeah pretty good, yea from what
P’ve experienced anyway, yea
definitely.

the good exp of NHS outweighed the bad
- yeah but I would say 90% of my
experience has been positive, and
probably had a couple of people that
I’ve really not gotten along with, yea,
that’s definitely doesn’t really give a
negative opinion.
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K: I think the big differences were, kind of I my negative
experience there was a lack of understanding and like a lack of
compassion as well. Whereas I definitely felt that with the
therapist, I felt like she was very understanding, and quite
sympathetic as well, and which I think makes all the difference

when you are going through like a difficult time. I think that’s the

main thing that like made it a positive experience really.65

O: And when you say understanding what’s that’s wanting,
again another slightly abstract question, what’s it wanting to
be understood?

K: So kind of your needs, feeling and kind of how to kind of
manage them, is suppose, I come to therapist with an issue. And
her kind of understanding and providing the solution is kind of
her saying I understand because I’ve listened to you and I can
offer you a solution, and these are my thoughts, and here’s how
we can help you.66

O: Lovely. What if the person offering wasn’t able to offer a
solution?

K: I mean it would still it would really depend; it wouldn't really
mean they hadn’t understood, but it could just be is that there is
no solution, which is the case like most of the time, yea.

O: Yea

K: I mean as long as they can offer some sort of information, or
advice how to help me deal with it.” Id say that I’ve been
understood.67

O: Lovely, that bit, making sense of it?

65 Where experience, not with therapist,
were poor. - Lack of compassion

lack of understanding - formulation and
empathy and compassion being key

66 Also wanting the practical help,
providing the solution-I guess they can only
come with good understanding which again
argues for more formulation-based
approach animal person centred approach
as opposed to diagnostic.

67 Guess solutions don't always exist. But
as long as they're being heard and
understood, and can provide something, I
guess it's better than nothing

experiences of compassion,
understanding - being the differences to
when she has a disempowered/poor exp
of NHS opposed to her experience - 1
think the big differences were, kind of I
my negative experience there was a
lack of understanding and like a lack of
compassion as well. Whereas I
definitely felt that with the therapist, I
felt like she was very understanding,
and quite sympathetic as well, and
which I think makes all the difference
when you are going through like a
difficult time. I think that’s the main
thing that like made it a positive
experience really

what she wants to be understood and
solution provifing

Offering a solution/intervention is based
in understanding and having been
listened to - So kind of your needs,
feeling and kind of how to kind of
manage them, is suppose, I come to
therapist with an issue. And her kind
of understanding and providing the
solution is kind of her saying I
understand because I’ve listened to you
and I can offer you a solution, and
these are my thoughts, and here’s how
we can help you

she wanted advice and soltuions hence
the technical aspects being important not
the TR, - I mean as long as they can
offer some sort of information, or
advice how to help me deal with it.” Id
say that I’ve been understood.67

experiences of compassion,
understanding - being the differences to
when she has a disempowered/poor exp
of NHS opposed to her experience - 1
think the big differences were, kind of I
my negative experience there was a
lack of understanding and like a lack of
compassion as well. Whereas I
definitely felt that with the therapist, I
felt like she was very understanding,
and quite sympathetic as well, and
which I think makes all the difference
when you are going through like a
difficult time. I think that’s the main
thing that like made it a positive
experience really

Offering a solution/intervention is based
in understanding and having been
listened to - So kind of your needs,
feeling and kind of how to kind of
manage them, is suppose, I come to
therapist with an issue. And her kind
of understanding and providing the
solution is kind of her saying I
understand because I’ve listened to you
and I can offer you a solution, and
these are my thoughts, and here’s how
we can help you

she wanted advice and soltuions hence
the technical aspects being important not
the TR, - I mean as long as they can
offer some sort of information, or
advice how to help me deal with it.” Id
say that I’ve been understood.67

K: Yea, it’s just explain like that show that they understand and
they can kind of make sense of what you are saying, and yea,
usually they can kind of offer you some reassurance, say this has
helped people in the past.

showing they understand - offering
reassurance - this has helped ppl in the
past

showing they understand - offering
reassurance - this has helped ppl in the
past
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O: Yea. Okay, and thinking about, just going back to the
those kind of differences between good experiences and bad
experiences, or not so good experiences with people, what’s,
um if you had any sort of advice for a clinician or a like a
therapist for helping you someone you to have a the same
good experience, compared to a bad, compared to a not so
good one. What would you tell them?

K: Ummm not quite sure. I think I would, I’d advise them to
request a different person, ummm because obviously how my
experience was a good one, and if they felt they weren’t being
understood or listened to and then just like reassuring them that
like good help does exist, and that they just need to maybe try
something else, or request a different psychiatrist.

O: Lovely, similar kind of thing, what would you say you
would be the most important thing that someone working the
NHS can do to help with their relationship with a .... With
Someone in therapy?

K: Ummm. I would say its quite a difficult one, | would just say
to try and... Take it at the patients pace and try and don’t make
them feel uncomfortable and reassuring them that they can share
as much as they want to. And making them aware that it is
completely confidential, yea, I think that’s all they can do, be
friendly and not make it too formal, and yea that that kind of
thing.68

O: Fabulous suggestions, really really good, thank you, ’'m
gonna ask the opposite question, what would be a big no no,
what would be the worst thing someone could do?

K: I think kind of being unprepared, and not really, kind of going
in don’t really know what to ask and reading from a script
essentially. Then the person might feel a bit like, it’s too formal,
and it’s just a tick box exercise, and they are not really being
heard so yea, | think yea, pretty much.69

O: So how we have language, how we use language...

68 Comfort

reassurance - particularly around choice
with what they disclose

confidentiality

friendly and informal

69 This really speaks to source of
professional competence and confidence.

As well as the individualised approach-not
just going through the motions, reading of
the script

Ummm. I would say its quite a difficult
one, I would just say to try and... Take
it at the patients pace and try and
don’t make them feel uncomfortable
and reassuring them that they can
share as much as they want to. And
making them aware that it is
completely confidential, yea, I think
that’s all they can do, be friendly and
not make it too formal, and yea that
that kind of thing. - her advice ffor what
works- confidential , friendly, informal,

Need to still be human and not treat as a
process - too formal, tick box - so not
understood - :: I think kind of being
unprepared, and not really, kind of

going in don’t really know what to ask

and reading from a script essentially.
Then the person might feel a bit like,
it’s too formal, and it’s just a tick box
exercise, and they are not really being
heard so yea, I think yea, pretty much

Ummm. I would say its quite a difficult
one, I would just say to try and... Take
it at the patients pace and try and
don’t make them feel uncomfortable
and reassuring them that they can
share as much as they want to. And
making them aware that it is
completely confidential, yea, I think
that’s all they can do, be friendly and
not make it too formal, and yea that
that kind of thing. - her advice ffor what
works- confidential , friendly, informal,

Need to still be human and not treat as a
process - too formal, tick box - so not
understood - :: I think kind of being
unprepared, and not really, kind of

going in don’t really know what to ask

and reading from a script essentially.
Then the person might feel a bit like,
it’s too formal, and it’s just a tick box
exercise, and they are not really being
heard so yea, I think yea, pretty much
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Transcript Initial reflections

Descriptive notes

Lingusitic notes

Conceptual notes

Emergent themes

K: Yes very important, make it feel a little bit formal, so not to be
too overwhelming I suppose.

O: Okay. Brilliant, And is there anything else you’d like to say
about your relationship with your psychologist?

K: Ummm, I don’t think there’s anything I can think of that I

haven’t already mentioned, but yea it just generally it was good

relationship and that I felt that I could confide in her and it wasn’t 70 Again feeling able to talk and trust
to formal, yea, quite a trusting relationship and also really helpful.

Yeah.70

O: Lovely.Yes so there’s lots of suggestions from my kind of
summary, like what I’ve heard like that trust, being heard,
being understood, sort of from an informal, sort of not check
box /tick box is what really develop that relationship, and
obviously really nice outcomes for you as well.

K: Yea definitely.

O: Brilliant is there anything that I haven’t asked that you
would have expected or wanted me to ask Kate?

K: Um, not that I can think of, I mean wasn’t kind of sure what
kind of questions to expect kind of based on how did you get into
therapy and your experience. It wasn’t really anything specific
that I thought you’d ask.

O: Brilliant

END

formailty in language = overwhelming -
Yes very important, make it feel a little
bit formal, so not to be too
overwhelming I suppose.

formailty in language = overwhelming -
Yes very important, make it feel a little
bit formal, so not to be too
overwhelming I suppose.



ing her distress?

Help at the right time/ only exp of
therapy MH services - taken seriously

Fve been n and out of hospital since an

location] i

judgement?)

Escape from current emotional situation - ndicates
preoccupied with it most o the time - And then

causation of medical negligence leading to MH

headspace of worry about everything umm then
overwhelming,

First ever experience with therapy -and a postive:
xpelrence - important that first time was good.
‘And specifcally no paor experiences to relate it
too

Yea, there wasn't much waiting around it was
justkind of like I iterally came out of hospital on

Appendix W: Connections across themes for individual participant

power as authority to make things

happy to go along with it happen

Ithink t's more ike someone having kind of the
authority

has not felt sig disempowered - so not
considered - good NHS exp

yes, n’simzkv

P

that backgrounds may be

indicates lack of

just ind of went along with
choice

ik ahout someant who s hgh sberiy,

more used to. - No not really, no hahaha, so

makes ALL

 yea that kinda

honest, i

make decisions

\m but yea ummm on the initial triage
which was telephone, | opted for the CBT by
telephone,7 umm and yea that was kind of the
course of therapy that | chose. | think it was just

Ummm 1 think to some extent, . 'm not quite.
sure, | don'treally see myself as having a struggle
with power at this point in my lfe, | can'treally

Power land .

sturggling to

would be the best course of therapy for me, so |
just kind of went along with that, it seemed to be
the best option at that time - just kind of went.
along with t, no choices offered.

Justind of went along with it at the time, wanting

options or i not know where to o herself,

unrestricted - they can do what they want... Not
standing i their way (even if the other doesn't

the
got the email and got triaged very quickly. - the
speed that it happened, no waiting, a it should be

relief in being able to talk / not
suffering in silence

being able to stand up to power -

fore therapy - opti
knowledge, courgae (still felt) before therapy - op!

thereler-of bing able o open u,

et s Kind ofa UM, think it was over the phone, 1 dort

confidentiality and

latent fear of being judged by profs shame/embarrassment

power and safety in the processes

Fve been n and out of hospital since an
‘operation3 1 had [O:ohh] that had went wrong  explained the process, clear structure / set the

face to face vulnerabilty - not seeing the other
. well

~agrouping of them
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arelationship is not equal but doesn’t
have to feel unequal

Vtsee me but it kind of, a bitsuicidald,

could kind of open up to,that didtknow me, """

power operating with friends and family
ement?

notacute historical experience of using own power in NHS -
ot petnces it WAoo o PGl s o
like feel about you feel about the NHS in general? ° oo o e and | remer once they were Jaugh
N didn’t lling them e 3 long time?

‘anyway, yea definitely.

the §00d exp of NHS outweighed the bad - yeah

e
1o, and yea - pplin power making decisions for
er - able to tel them no -s0 aware but able to
push back

along with .

long with, yea, that's

Because when they kind of called me, | wasn't

Vjust kind

validating

that feeling that things have been taken seriously?
Someone pushed it through. Speaking that the
Haison team had power to make things happen

and expertise - bound by,
because of nopir knowledge or e nota b rexrctons, ck o hace, oo
ing

s hard to think ofthe lack of choice when the
for her

someane or system

o't whether that was anything to do with the
fact that | was referred by the MH crisi team or
anyone at the hospital had pushed it through.

different.

aughter as ifshe would worry about t-or
Indicating that this was something she would

being much time to think worry about i, it just
started it haha

Vou'tejust kinda doing this and i
helpful push?

starting now

Youre doing this - externalising force (in sel?) i's
starting now. Whois saying that s it her nternal
mono o s it something external -sounds internal

Not having the chance to get worried about it - As
if she thought about it t could be unpleasant or
scary?- which was kinda best | think because it
don't eally give you the time to kind of umm and
arghh about i, you're ust kinda doing this and it
s starting now hahaha. Okay so yea cos that |

1 didn't really have that chance. - They were
taking charge?

coercision - soft -
pushed, to be saying yes, I didn't want to, but

I think at the time | thought that they were, but
now that 1 look back, 1 was, because in the end |
said no and | didn'tgive i
she did not el powerful at the time,
uncomfortable to do perhaps. - give in - persuade
persistence

ttook effort! Also

Power demonstrated and held and bound in
knowledge- something to be effortfully aquired -
Mmmim yea yea a it bit because 1 kind of took
it on myself,doing my own research and think
what are the benefits do they outweigh the
positives and | just thought it’s not worth going
through that, or it could possibly make me worse,
5o thought for what was maybe worse | thought

Ithought, No, you don't have the power, - 3
tipping point - her having this knowedge let her
push back on it - something she i not have pre
therapy>)

Pushing against power is effortiul

Holding knowledge s a form of power - and can
force change - both sides for her on this her using
itand the Drs) - No, you don't have the power, |
do. I think they wanted they wanted to show
they had power by, showing that they had all of
this knowledge and kinda used that power to

ake me, persuade me to do what they wanted
metodo

Kind of
. cavsation

'm the one in therapy and I'm
Vtknow

ot meeting f2f meant there was less aniety -

judgement, fear ofcoing something wrong>>>772 -
o L doin. hing e ” confidentiality important >shame of what she was.

ip-umyeal

Ican, | think it made
ita lot easier made me feel | could be a lot more
open, because | just wasn't as nervous as | would
be kind of meeting someone i person for the

process - as n there i expecations n it i there
power in process

kind of made me, reassuring that everythi
confidential and um that y

s
reassured round conficentialty being very
um, isworry
fear pocess nd goss
Py wanting. Clear 1 goak
privacy

shared outside with people when it wasn't
necessary.

el bergey - i was
ton e s rom
emember, O 1 hink t would x.m el
Kind of um reassurance and that kind of the
information wouldn't be shared with anyone
unnecessarily and that kind of alking about the
goals of the sessions.

worry around judgement from professionals seeing

1 didn't want the same thing to happen, kind of
with the therapy, | was thinking you could
actuallysee this. It turns out it i very diffcult,

~huge load - weighing
down so the pressure of worry around this was
great and i wonder if that had time to percolate
would it have impacted her more?

reassured others profs could' see t-she sees a
lot of professionals? - Ummm it was more like.
every single professional that | was see....ine:
dropped out]

Yea, So think it was just worrying that if went to
ARE with a broken foot they'd be able to see all
my mental health records which would be
embarrassing. - her experiences are embarassing
and shameful

aluding that sensitve suff can be shared - that
this s sensitive, painful et, st of beneath this is
ashame | think - Um yea, | think, yea | think so,
Yea  think | would depend on t's just 1 think it
actual feeling that | want that kind of discretion
‘when it comes to sharing sensitive information

Im ot sure i it would affect my how they treat
me. It could it completely depends on who has
Kind of their hands on it and that's where the
‘worry i that you don't know who. - there are
some people who might missuse it

1 didn't need to kind to explain things in  certain
way that, it was Just kind of get It off ya chest t
oes it doesn't matter how you kind of
‘explain t - freedom of expression
10 one was judging me

anything about you and so think s ever ts ever
been equal, - not equal i the relationship because
You are having to give alths private and sensitive
information

but yea it didn'tfeellike at the same time it
el ol ' el ke s of
made to be put down or anything - 5o not abusive:
Trowercomopsrte, bt ot
disempowered. LATENT POWER.

Vea I never felt ke, like | was less important or
anything ike that. - Equity and parity n the TR

wanted it to be one sided because that was thelr

job - Umm1 don't.. From what | can remember it

didn't really make a difference because obviously

fike 1 knew that that person was there to kind of
listen and to help.

that person - didn't use she, dettachement from
her?

Umm not sure | think it's always been a bit one

sided because it’s, 'm the one n therapy and '

You all this information and I don't know
s

same time it did't feel inequal. It didn't feel ke
1was kind of made to be put down or anything. -
ot equal but not inequal

acknowledgement just how much of yourself you
have to give up without receiving much (simiar )
from the therapist - Umm not sure | think it's
always been a bit one sided because t's, 'm the.
one in therapy and I'm telling you al thi
information and | don't know anything about you
and so think it ever... it's ever been equal
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caring what the therapist thought of ‘wanting the technical over the good support and good reactions from

trusting undertanding / advice and solution consistenc formal / not a medical prof empowering choice? ’ ) " to therapist lonliness . stigma - preconceptions
e e/ Y / P powering them relational - distance - on topic v P others - no exp of judgment P Pt
experiences of compassion understanding - being
the diferences o when she Justbecause  had never been totherapy before
informalty s form of equaising power and Her experience was ofth technicl stffshe took )
fsempowered/poor exp of NHS ogposed t her ' know what to expect seen from tv show
dinmponeerac/poc axp of NS cpposed 1t sounds ke this was acualyflt by her - So don't away and found helpfu. Not the relatonal - yea | Postvereaction from family - implying  good know what o expectseen rom t show's
experience - | think the big diferences were, kind e clement o o image management showingshe il - ind of and just yea, completely unrealitic expectatons.
trusting experience,where lstened o, ke 2 b fee ke they realy helpec me with what was a socalsupport network - and acceptance that she
i creabout what the heraist thought o then e e ereas when you get n there and it i not
iendshp bt o " B vour feelings o e very difficul time in my life, and fm defintely b et e b e ot e
kst gty e s peycholog Someone and | was thinking, o ate them.1 & mysel. thought, Y MPaY. . informal and there weren't ke set questions
rstin elationshi, and et was ke ened change. someone, a " ot semed that they were relieved as was ,
st s s engbip o P e s v et ° e v IS o ae Because sl o™ ey by b e ot
o ke ey personsl rendani. and quite sympatheticas wel, and which  hink . [ ; rome oot tall toki e g COTortble 0 anwer a questions then you
e Kindof really bothering me, and yea than 573 o ave . And inda ke o yourown e

‘anage worries and anxieties that  til use of seeking help

il lp it oy iy o o

toa,
professional, it feltlike | was talking to someone ety hich wos ety e seci
expectations and displays of what therapy is

impacting - think it wilbe scary - why scared?

aerent, yea - similar n education evels -
otherwise no real difs hard to see over the

through like a dificult time.  think that's the
main thing that like made it a positive experience
really

was realy nice. - empowering for her.
+1cant remember i there was anything in
Al tht sl et sar, 1 wes
e ayhig tatwesmojr

Offering asolution/intervention i based in
understanding and having been listened to -So wouldn's

et comfortable quicky - and without that would Ummm, it diffcut | never realy.  think to be
ind of your needs, feeling and kind of how was something like make that make u butjustk
not be able to share feelings - | think it was very. Kind ofy as, feeling and kind of how to “\"d thing ik " the hat makes hmuﬂth k we could be quite the same p X
[ " sound a bit petty, so not gonna me it |
A ) s ot et

o - '8 therapist with an issue. And her kind of Clear Kind of being in 4 walls - trapped
enaetitromthe rstsesont ek (LRSS0 L g Th xperinc s power e etionshi e Gee hughs i f wer poce, oot - o s - o bt
. andt ind of hersaying | understand because Fve lstned iferent) - D't fee ke 1 was talking 0.3, nothing ik that - makes me sounda e pety enough about them tomake  judgement o e Leourager et m a2 thrs buess vt person
. to you and | can offer you a solution, and these someone who was a medical ‘again image management and care what they. miarity:
e g, s e howe o el 104 etesions o Ik s in 10 e ot mbes st
ootk el s i Ancthry ks ot d bt o hin s i o o sy hin s mch
ot b o o s oo porson ] e ammere vy ind o mproved
" power etc???? - lockdown 3 ti
and was having to talking to them and being. P the ain Isolation making her more ikely to tall. al around stigma etc.... for someone of her age it is

‘completely open. - trusting them - who they were
i not make a massive difference -

could still trust them without knowing much about
them - what gave that trust (approach,
professionl presige??) - | trusted them then, their

important, and the fact that | don'treally know

ich about them. But I still Kind of trusted them
and was having to talking to them and being
comletely open.

this has helped ppl in the past

It was yea yea | mean it didn'tfeel very formal. It
did feel lke | could just speak my mind, -
informality providing space for free speech,
expression

Need to stil be human and not treat s a process -
t00 formal tick box - 5o ot understood - | think
kind of being unprepared, and not really, kind of
going in don'treally know what to ask and

resding fom  scip esentialy. Thn the person
feel a bit ke, i’ too formal, and i's just a
box exercise, and they are not really being
heard so yea, I tink yea, pretty much

formaity in anguage = overwhelming - Yes very
important, make it feel altle bit formal, o not
t0 be too overwhelming | suppose.

move away from the relational (phone therapy?)

Umm, P not quite sure if | kind of learned

anyt
that learnt to kind of s

quite  lot of benefitsto doing so. Um kind of
more than | had realised because d never had
kind of gone through anything like that before -
whilst nothing explictfrom the relationship she did
learn it was okay to share feelings -so an aspect of
the TR translating outside of the room.

found it helpful opending up - having trust and
safety in a stranger - | think it just helped me just
open up a bit more to someone | had not met,
vea?

but not the actual relational - quite reserved when
comes to personal relationships - hence the worry
around confidentiality etc - | don'tthink so, 1 don't
think so no. mstill actually quite reserved when it
comes to personal rlationships  don't hink s
really helped much in that

wanted it to be one sided because that was their

job - Umm 1 dor't.. From what | can remember it

did't really make a difference because obviously.

like 1 knew that that person was there to kind of
listen and to help me

that person - didn'tuse she, dettachement from
her?

could have used some personal experience to
agument the technique explanation but did not

help -as it comes back to the techniques not the
relationship - Ummm 1 think it would depend
what it was. If it was kind of something like to
share their own experiences not ike there
experiences infull detal but f they kind o

shared, kind of that worked
for hem 1 hin that wouldbe realyusefland
they were to kind of say this really worked for me
and thisis how | did .1 think that would be kind
of helpful. But if they were just going on ke,
giving me th ry | don't think that would
Ipful.

| did't feel the need to share it with anyone else,
| didn't really have any kind of close friends at
work. You're just there to work. - again had this
been a different more exposed context then it may
have been harder for her

Yea dobriefly remember, kind of making sure
t you have enough access to support
networks, and making sure that you've got family
and friends to speak, to whether it be irtually or
possibly in-person - her having a network not just
relying on MH services

more the norm and to be taked about
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Appendix X: Exemplar of write up of individual participant data

Example of write up of individual themes — Kate

Overview of themes

1. “Idon’t really see myself as having a struggle with power at this point in
my life” - Previous experiences of power

Limited experiences of being disempowered

Mostly positive experiences in the NHS

Lots of contact with physical health professions and fear of judgement
Power as authority and able to take action without anything standing in
their way

2. “You’re doing this”

Help coming at the right time

Feeling like she was taken seriously

‘I just kind of went along with that’ — containing

Relief she ‘finally had someone who I could open up to that didn’t know

me
3. “It’s never kinda been equal, but yea it didn’t feel like at the same time it

didn’t feel inequal”

Having to expose the self and risk judgment
Ensuring confidentiality
Trust
Informality balancing power from the past
Feeling understood

e Consistent
4. Security in relationships and attachments

Focusing on the techniques over the relationship
Judgement and managing her image with the therapist?
Empowerment and support outside of the room

I’ve definitely felt it’s not really stigmatised anymore

Example write up of individual participant theme

1. “Idon’t really see myself as having a struggle with power at this point in

my life” - Previous experiences of power
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Limited experiences of being disempowered.

Overall, Kate has had positive experiences of the NHS and there was limited
evidence to suggest that she has experienced significant disempowerment and
oppression. Her demographics (with the exception of being female & having
physical health probs) are those of someone who is not exposed to typical systemic

disempowerment.

Ummm [ think to some extent, ... I’'m not quite sure, I don 't really see myself
as having a struggle with power at this point in my life, I can't really think of

any examples to be honest-

No not really, no hahaha, so ummm no I think ever been asked [have you
considered power before] that to be honest, that s just kind of what comes to

mind.

She notably does not have a formal MH Dx. Power is not something she has
really considered, and it feels like this is because she hasn’t had to. She is aware of

power and feels it.
Mostly positive NHS experiences.

Her experiences of the NHS are mostly positive and she has limited
experiences of being disempowered. This arguably impacts how she experiences
power in the relationship. The expectation that that she will not have a bad

experience or be made to feel a certain way is an important consideration.



335

And how do you like feel about you feel about the NHS in general? I know
that’s a big question. - umm yea, I think, yeah pretty good, yea from what

I’ve experienced anyway, yea definitely.

veah but I would say 90% of my experience has been positive, and probably
had a couple of people that I've really not gotten along with, yea, that’s

definitely doesn t really give a negative opinion.

Furthermore, with regards to MH services, this is her first experience of
therapy, and she has not had chronic contact with services. Not having the
opportunity to be disempowered in services because of the lack of contact is an

important consideration.
that is kind of my first ever experience with therapy.

That being said she had an experience of feeling the pressure of those in
power in her physical health care and well as significant contact and an operation
that went wrong. She provides a clear example with being pressured by doctors to
have an operation. However, we will see that she was able to respond to this in a

more powerful way — see next section.

I’ve been in and out of hospital since an operation I had [O:ohh] that had
went wrong and I had just been feeling a bit down and feeling a bit suicidal,
so I took an overdose of sleeping tablets and so I went into hospital in

[location

a couple years ago when I’ve been in and out of hospital and had all these
doctors kind of making decisions for me, and I remember once they were
telling me to have this operation and I really didn t want it, ummm and

thinking, telling them no, and yea
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Kind of being felt like I was pushed, to be saying yes, I didn t want to, but

Lots of contact with physical health professions and fear of judgement.

Her being in and out of physical hospital impacted on her. Throughout the
interview she voiced her concerns and the importance of her mental health
information being confidential. This gave the impression of shame/embarrassment
and fear of judgement from medical professionals. This could have been a powerful
and potentially unseen force on her in therapy — but as we will see this was addressed

effectively.

Um, so I think I was kind of a bit worried when you go the doctors and you
see GP and you know they are writing everything down on their computer

and they can see everything.

Yea, So think it was just worrying that if went to A&E with a broken foot
they’d be able to see all my mental health records which would be

embarrassing.

Um yea, I think, yea I think so, yea I think I would depend on it s just, I think
it actual feeling that I want that kind of discretion when it comes to sharing

sensitive information

no one was judging me (regarding the therapist)

1 didn t need to kind to explain things in a certain way that, it was just kind of

get it off ya chest it doesn t matter it doesn t matter how you kind of explain it

Understanding of power as authority and action .

Her previous experiences arguably have shaped her conceptions of power —

her conception of someone in power is around authority and being able to able to
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make decisions without restriction. This arguably makes sense in term of her most
salient description of power being used against her in the medical setting. Doctors

have authority (to know what to do and what’s best).

1 think it’s more like someone having kind of the authority ummm and kind of
ability to actually action something, umm, mmm yes, it’s a tricky one, I think
when someone kinda says power you think about someone who is high authority,
makes all the decisions

Not really anything standing in your way, if you 've got power there’s not really

much stopping you doing what you want.

Her descriptions of someone being bound by those restrictions for someone
who is disempowered gives the feeling of no choice and almost being physically

restrained from choice.

1 think kind of the opposite of having power is being restricted and umm
having a lot of people make decisions for you and you feeling kind of bound

by those restrictions and not having much say in kinda what goes on, ye

The ubiquity of power is something she acknowledges. Further note how she
says it something that can be used, like a tool or something that can be actively

deployed and not just something that is passively there.

Yea it can be used in so many different contexts
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Appendix Y: Table of individual participant themes

- I don’t really see myself as having a struggle with power at this point in
my life - Previous experiences of power

o Mostly positive experiences in the NHS
o Limited experiences of being disempowered

o Lots of contact with physical health professions and fear of judgement

o Power as authority and able to take action without anything standing in
their way

- You’re doing this

o Help coming at the right time

o Feeling like she was taken seriously

o ‘1just kind of went along with that’ — containing — | didn’t really know
what | needed

o Relief she ‘finally had someone who I could open up to that didn’t know
me’

- its never kinda been equal, but yea it didn’t feel like at the same time it

didn’t feel inequal
o Having to expose the self and risk judgment

o Ensuring confidentiality
o Trust

o Informality balancing power from the past

o Feeling understood

o Consistent

- Security in relationships and attachments

o Focusing on the techniques over the realtionship

o Judgement and managing her image with the therapist?

o Empowerment and support outside of the room
o [I've definitely felt it’s not really stigmatised anymore
Not us and them

Identity as a SU - not having one

Pivotal moment - Confidentiality reassurance

- Their experience in the relationship/power is shaped by their
experience prior

o Fearing people in authority throughout life
o Radical acceptance
o Rejection and dismissal from childhood to services on repeat

o Society and the structure of the NHS being disempowering

- Going along with it because you are desperate — compliance

o Desperate for any help (wait)

o Coercion to accept what you were offered (without consent)

o Having to passively accept whatever you are offered even when it
is not enough
- You bring this all into the therapy room & the relationship — power
transfers to the relationship and experience of power

o The poor experiences with clinicians and people in power comes
into the TR.

o The previous experiences are something to work through
(building trust), internally and externally
- Power was never felt as equal but there were things that did or
could help
o The imbalance is natural and deeply known and felt
o The behaviours of the therapist — consistency, validation
respectful- welcoming disagreement

led

o Power is something that needs to ackno

d and relinquished

- The effort of learning to the language of MH services and the
processes to show you need care.

o Adopting the language of professionals to gain credibility

o Needing to show them that you needed their care and to be
believed

- Limited options for holding on to ones power

o What the therapist thought mattered
o Not disclosing, holding on to their shame
Us and them

SU - lots of identies relating to trans, neurodivergent etc

Pivotal moment - Not agreeing on A PTSD Dx
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- Historical factors impacting on the self and
experience of power

o Being made to feel stupid (not good
enough/worthy)

o Dehumanised
o Not belonging — ashamed of MH

o A bad person

] Power a dynamic spectrum

o Hold/control
o Influencing
o The role of the individual (self blame?)

- Feelings before therapy

o Anxious - anxious that it will end, anxious wont be
good enough for the process (intelligence?),
judgement?

o Anxious will be judged

o Gratitude — accepting what was offered ?

- Protecting the self

o Externalising,
o language, credibility, knowledge,
o reassurance seeking

o Being a good enough patient? Not risking rupture

Therapist behaviours

o Validating, reassurance, encouragement, respect,
equity in relationship, humanising
o Time in the relationship

Us and them
Dual ID - BPD strong ID

Pivotal moment - Coming to terms with that they were good enough
for therapy
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- The impact of previous experiences - | was functional but | was
always a bit fragile

o Fragile but functional (seeing the self as weak
dominance/submissive)

o Not being able to trust services

o expecting to be let down

o Experience of navigating professional relationships (it’s a skill)
- The desperation to make sense of things and repair what is

broken —

o Iwas very much desperately willing to engage in whatever
needed to be done to achieve my recovery

o Broken and wanting to make sense

- The fight to get care & the injustice

o Sick and tired of having to fight for it (Frustration) — gone to war
with them

o Having to learn the languages of services and service users

o The injustice and harm of it all for her and others (unequal parity of
Physical health)

o It shouldn’t be a life sentence

o Too big to fight

o Becoming complex and not being understood

- The Excitement of finally feeling they’ll get a recovery & the
expectations this set up in the TR

o The achievement of just getting therapy
o Embarking on a journey of recovery
o Wanting a secure attachment

- The reality & disappointment of therapy

o Deception and broken trust
o Feeling like she had been cheated out of her recovery
- Power in the relationship

o Learning to wield my power usefully - powerful person
Fear of her own power (I break people)

o Unconscious uses of her power — testing, showing her power
o Able to close the screen (stop it)
o His knowledge and qualifications

o Power in his influence in the service (gatekeeper)

o Not forming an attachment

o Power in services — The disconnect between services — it’s like they
have DID

o Service processes challenging

- Being grateful

o Transactional thinking and NHS being free at PON

Us and them

SU - CPTSD - activist

Pivotal moment - Rupture around timing for therapy
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- Previous experiences of disempowerment impacting

- The duality of being clinician and a patient . . 5
on being able to trust institutions/services and people
o Expectations of a clinician to be ultra human o Not having a secure base/attachment

o The constant fear of being professionally judged and

. o People in power will abuse you
disempowered P P v

o Relief at not being feeling judged and having her ‘shit’ o When you need help you can only get it from your
acknowledged and seen abusers
- I’ve always been under someone’s power perhaps o Unable to separate the person from the institution

o Her previous experiences of trauma and MH services shaping
her thinking and feeling about power So the past experiences if - Lies, lies, lies
you like had shaped my thinking,

o Disempowerment attunes you to power and how it feels &
P v P o Feeling lied to and the consequences of this

operates —
o Humanising versus det nising o Needing to hold people to their word
o Power being bound in hierarchy as well as ubiquitous & truly - Surviving the danger that power and powerful people
felt ose
o The relational aspects of power — its how ppl do things o Power is dangerous
- Levelling out the power dynamic o Reading people to survive
o Being offered choice and flexibility o Being a chameleon

Subtle f f —bei liant and grateful f
o Subtle forms of power — being compliant and grateful for a o BrlEibrene (st being conslicm)

service
o Using her power to gain action — being a difficult client - Do you know what | mean?

- How the therapist held her o Desperately wanting to be understood
o First impressions count — needing a sense of the person o The impacts of not being understood

o Going through the motions — powerless to the
o Differences in class E £ P

process
o Being consistent in her approach o repeating and having to give up your story
o Taking the leap (to trust) - Wanting to be treated like a human
- Things outside of the room - misc o Dehumanisation
o Support networks (feeling alone) o Desperately wanting human connection
o The reputation of a service o Being treated like an invidual
o The therapeutic environment o Not being patronised and taken seriously
Us and them - Society is broken

" . - The impacts on the relationship
Pivotal moment - Trust to get through distress

Us and them

SU - one of the people
Pivotal moment - Not being able to his questions about disclosure -

oulling in a another - communication



Appendix Z: Table of all individual participant themes and emergent analytic themes
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e o th powertl schements robems ntheprocess sy and dclopy st snd compiance
thinking” — bring concept of power into focus Eear of th . Atachs s Probl th Sosclty and ideot titude and
Tdort el e el i vl
o Power ascuthoryand abet tok actonwithout  Fering peape in suthortythraughout
-+ Youredong o Oferences s - - o Empowerment nd support utideof theroom ~ eing rtefl
= = & «anything standing in their way fe 2 SR Bekng grataful
power
A .  Feringpeope in authorky thoughout  Sovortnetmotsecing o) > Reecion and dimisa from chidhood . . )
e toseniceson epet
 Mostly positive experiences in the NHS © Feeling like she was taken seriously - Power a dynamic spectrum © The reputation of a service o e o © Feeling like she was taken seriously - & T = i
fear of judgement therapist? offered ?
. o tjutbindof vodtontor . . weroom © 1kstindofwentdong it tht ~contaning 1 Sty and th strucur fthe NHS O I T S
‘ ° ¢ ° 't relly know what recded .. SO ST e
o o Relief o influenci © Suble forms of power - being i i 5 e o N o -
life that didn’t know me’ ° & i o ° to services on repeat ° desperate - compliance

to services on repeat

desperate - compliance

Hist
and experience of power

© Being made to feel stupid (not good

offered (without consent)

© Having to passively accept whatever

 The role of the individual (self blame?)

o Fragile but functional (seeing the self as weak
‘dominance/submissive)

© Learning to wield my power usefully

o Using her power to g
a difficult client

action - being

© Disempowerment attunes you to
power and how it feels & operates —

© expecting to be let down

 Experience of navigating professional relationships (it’s

© Coercion to accept what you were o Rejectic
offered (without consent) to services on repeat

© The imbalance is natural and deeply

You're doing this

known and felt

© Anxious - anious that it will end, o Anxious - amious that it will end,

judgement? nt?

o Anxious will be judged be judged

o reassurance seeking

o Being a good enough patient? Not
risking rupture

© Wanting a secure attachment

P showing her

© Disempowerment attunes you to

 The relational aspects of power ~its
how ppl do things.

© Not having a secure base/attachment

© Not being able to trust services.

© expecting to be let down

° the NHS.
being disempowering © Abad person
desperate - compliance. ey

o Gratitude - accepting what was
© Desperate for any help (wait) o P

o Being a good enough patient? Not
risking rupture

© Coercion to accept what you were
offered (without consent)

© Having to passively accept whatever

enough

o Gratitude - accepting what was
© Too bigto fight
offered ? ELIEE

o Time in the relationship Being grateful

o Dehumanised The duality of being clinician and a patient

o Expectations of a clnician to be ultra
human.

© The constant fear of being,
professionally judged and disempowered

askil)

‘power and how it feels & operates —

o Power b ind i hierarchy as well

o Peoplein i v

o When you need help you can only get

itfrom your abusers

enough/wrth askil
ih/worthy) enough E
o Dchumanised © rat e 0 o Leanin o wied my powerusfuly
5 - The Excitement of inally feelng they'l get o ° power ~testing, showing h
recovery & the expectations this set up in the TR as ubiquitous & truly fel power ° ”
- The impact o previous experiences - wasfunctional . . o i power—its o Power in services — o The constant fear of being
but I was always a bitfragile © WA ) how ppl do things it ke they have DID professionallyjudged and disempowered
o Fragil but functional (seeing theselfas weak N power and o o
dominance/submissive) R S e bowerful people pose e having her ‘shit acknowledged and seen power
© Not being able o trust servces © Wanting a secure attachment © Poweris dangerous Being gratefol ° o
o expecting to be let down - The duaity of o o & T
o Experience o o .
o Ti - Sodetyis broken
askil) human acknowledged and relinquished WOLEORETED R
. st © The constant fear of being §
- The fight to get care & the injustice e o reassurance seeking © Power s dangerous
P Rt Lol ) © language,eredibity, knowledge, © Reading people to survive
o - o - tpower and
users whatis broken users powerful people pose
o The injusti L others o

o It shouldn't be a lfe sentence
© Toobig tofight

& Becoming complex and not being understood

© Broken and wanting to make sense

- Do you know what | mean?

 Desperately wanting to be understood

perhaps
© Her previous experiences of trauma
‘and MH services shaping her thinking and
feeling about power o the past
experiences if you like had shaped my
thinking,

© Going through the motions —
powerless to the process

power and how it feels & operates -

o Humanising versus dehumanis

ing

© Power being bound in hierarchy as well
as ublquitous & truly felt
© The relational aspects of power - its
how ppl do things.
Previous experiences of disempowerment
pacting on being able to trust
utions/services and people

© Noths

jing a secure base/attachment

© People in power will abuse you
© When you need help you can only get
it from your abusers

© Unable to separate the person from
the institution

story

© Gratitude - accepting what was
offered ?

© Abad person

© Not belonging - ashamed of MH
© Radical acceptance.

© Society and the structure of the NHS
being disempowering

© Desperate for any help (wait)

© Having to passively accept whatever
You are offered even when itis not
enough
o The imbalance is natural and deeply
known an
‘The effort of learning to the language of MH
services and the processes to show you need

 Adopting the language of professionals

to gain credibility

© Needing to show them that you
needed their care and to be believed

© What the therapist thought mattered

- Youre doing thi

1 just kind of went along with that’ ~ containing ~ |
didn't really know what I needed

o Having to expose the self and risk judgment

 Judgement and managing her image with the
therapist?

whatever needed to be done to achieve my recovery.

The fight to get care & the injustice:

'g bour
as ublguitous & truly felt

o Subtle forms of power - being.
‘compliant and grateful for a service:

. i o from
© People in power will abuse you et
© When you need help you can only get

p Wanting to be treated like  human
it from your abusers
 Dehumanisation

o Desperately wanting human
connection

o Differences in class.

‘gone to war with them

© Having to learn the languages of services and service

o The

jus
(unequal parity of Physical health)

© The reputation of a service

and harm of it all for her and others P —

© It shouldn't be  lfe sentence

 Not being patronised and taken
seriously

© Becoming complex and not being understood

v

 Power in services - The disconnect between services -
it's like they have DID

© Service processes challenging.

- Being grateful

o Transactional thinking and NHS being free at PON

 The constant fear of being
professionally judged and disempowered

o Power being bound in hierarchy as well
as ublquitous & truly fel
o Using her power to gain action - being

a difficult client
o The reputation of a service
o The therapeutic environment

o Not
seriously.

' patronised and taken

> Being treated like an invidual
o repes
story

> Going through the motions
Powerless to the process

and having to give up your

© The impacts of not being understood
Do you know what | mean?
© Unable to separate the person from
the nstitution
Lies, lies, lies
 Feeling lied to and the consequences of
this

© Needing to hold people to their word

o power - being
‘compliant and grateful for a service:

© Exerting his power (not being
compliant)
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understood power innate / natural - lang? - us and them ‘the self - us and them Stepping into power - using power AT bring te
ing o consciouness
i o Power s authority and able o take acton without < ot el -shamedsfmn 5T he - iconekinde beencun bt i N - o
rapist? at the same time it didn'tfee nequal
v erapi resssured and experience of power 4

. -t er kinda qual vea it 't feel li . o o

o Dehumanisation e A S Tl o Abadperson st " =
atthe some time it didn'feel nequo an
car Not agreeing on A PTSD Dx - invalidated ne
o The previous experiences are 4 2

© Despers ing human o Fearing people in o Adopti i ° o
& B o Festng popenauthorty tesughout o MopREh Ut o AN 1 ooty . o : i ;

Identity as a SU - not having one & therapy. trust), internally and externally ’

© Being treated like an invidual

© Not being patronised and taken
seriously

© People in power will abuse you

© Humanising versus dehumanising.

o Relief at not being f
having her ‘shit’

 Having to passively accept whatever

© Needing to show them that you

o It shouldn't be a lfe sentence

- Thefight to get care & the injustice

o Adopting the language of professionals
ity

o Externalising,

o The imbalance is natural and deeply.
known and felt

 The behaviours of the therapist -

conitenc, alnion espac
e SU - CPTSD - activist ‘welcoming disagreement
 Nestingtshow hem that you < Pousris somthng that neds
o Denumaned usandthem anguage, bty inwesoe, =
needed tt re and to be believed o e 2 & acknowledged and relinquished.
© Not belonging ~ ashamed of MH. - Power a dynamic spectrum © reassurance seeking - Therapist urs
ual 10 - TRAUNA and inican
o Vadaing ressurance,
o Being e o et st . - g
lecks et el o Hotconto usaathem ekt S encorsgomint,espact, iy n
= @ J relationship, humanising
© Influencing SU - one of the people °
. 5 © Fragile i k. N
© The role of the individual (self blame?) A et
o Adopig the ngusge ofpotssionl o , y - povertal ©
o lonuage,credbity nowiedge, ; - ’
et el lonuae,recbiy nowedge, 2 155 olocs exisindt e i nowledge and qustfcations
needed their care and to be believed users 2
2 ° ks I © Not forming an attachment
ars o
. . © should't e e senence - Howth thrapsthld her
o ecing ndertood  Powerin s nuenc - . oloes fesssions SgSe S
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et © Transactional thinking and NHS being free at PON T ° L break people)
. . o e .
© Broken and wanting to make sense L=
oy human pouer i
N o © Able to close the screen (stof © Needing to hold people to their word
. o

o Becoming complex and not being understood

justice and harm of it all for her and others.
(unequal parity of Physical heath)

o Power being bound in hierarchy as well
as ubiquitous & truly

© The relational aspects of power ~its
how ppl do things.

o Subtle forms of power - being
compliant and grateful for a service

o Differences in class

© People in power will abuse you

- Surviving the danger that power and
‘powerful people pose

o Power is dangerous

© Reading people to survive

o Subtle forms of power - being.
compliant and grateful for a service

o Using her power to gain action - being
a difficult client

Surviving the danger that power and
werful people poss

© Power s dangerous

© Reading people to survive

© Beinga chameleon

© Exerting his power (not being
mpliant)

o Feeling lied to and the consequences of
this

© Needing to hold people to their word

© Unable to separate the person from
the institution

o Subtle forms of power - being.

- Going along with it because you are

© Dehumanisation

Anger

Fear

reoird v when o s B
'you are offered even when it is not T i ) t nformality g P from the past.
e e
B o e e . .
something to work through (building s and them o non ™ =
trust), internally and externally. judgement BT
T it idts sating oan, o 8 e eing sl 1 s dvemions st o SINE.  rny conteniy
B e L o Not s holdngontothal R st bt
Koo and e ame st e i et iy
ing judged and o Power is something that needs to — - Power was never felt as equal but there were jelanuoss ferious thatlowl ond,
OLEERD things that did or could help - -
oo Sroes ntlianc?) esmrc?
- Thestortoteamingotelanpageaf i
et s cmasto i vedoeedl o (IS Jm—

o Anxious wil be judged

© Gratitude - accepting what was
offered 7

- The Excitement of inally feeling they ll et a
™

 Deception and broken trust

o Feeling ke she had been cheated out of her recovery

© The achievement of just getting therapy

© Embarking on a journey of recovery

enough

Very helpful

ambivalacne - not enough

ity & disappointment of therapy
been under someone’s power

 Her previous experiences of trauma
and MH services shaping her thinking and
feeling about power So the past
experiences if you like had shaped my.
thinking,

o Disempowerment attunes you to
power and how it feels & operates -

o Humanising versus dehumanising

 Power being bo
as ubiquitous & truly
o The relational aspects of power ~ its
how ppl do things

- The duality of being clinician and a patient

o Expectations of a clinican to be ultra
human

 The constant fear of being
professionally judged and disempowered

© Relief at not being feeling judged and
having her ‘shit’ acknowledged and seen

- Previous experiences of disempowerment
impacting on being able to trust
institutions/services and people

o Not having a secure base/attachment

o People in power will abuse you
© When you need help you can only get
itfrom your abusers
 Unable to separate the person from
the institution

L, lies, lies

o Feeling lied to and the consequences of
this

© Needing to hold people to their word

- Surviving the danger that power and
‘powerful people pose

o Poweris dangerous
© Reading people to survive
o Being a chameleon

o Exerting his power (not being
compliant)

Do you know what | mean?

ferarchy as well

enough

fear of not being good enough / stupid

© Desperate for any help (wait)

© Coercion to accept what you were
offered (without consent)

© Having to passively accept whatever
You are offered even when it s not
enough

© The imbalance is natural and deeply.
known and fel

© Gratitude - accepting what was
offered ?

- Beinggrateful
 Transactional thinking and NHS being free at PON

© When you need help you can only get
it from your abusers.

© Subtle forms of power - being.
‘compliant and grateful for a service
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Appendix Al: Exemplar of iteration of theme development

1. “Pve always been under someone’s power perhaps” — how power is experienced,
conceptualised and impacts before therapy
a. “past experiences if you like had shaped my thinking” — how sustained
disempowerment attunes you to power
i. Lots of experiences of disempowerment & trauma in cohort. Both from
services and outside.
ii. Feelings of invalidation, dehumanisation, stupid, powerless, fear.
jii. Experiences shape how they conceptualise self, power & expect powerful
ppl to operate
iv. Disempowerment attunes them to power
b. “they have that natural power” — power differences are natural, obvious and felt
i. Participants explained that power differences were not just shaped by
experience but were more deeply held and felt.
ii. Us &Them
c. “Doyou know what | mean?” — desperation for help and understanding
i. Desperate for help
ii. Desperate for understanding
jiii. Gratefully accepting what is offered because desperate (also society)
d. “you bring that all into the therapy room” — how previous experiences and thinking
impact therapy before it has even started
i. Fear of judgement or things repeating themselves, mistrust
jii. Something to be worked through

2. ‘“Levelling the playing field” — the dynamic and relational experiences of trying to balance

ower
a. “that’s the only power | had in that situation” — personal power of the participant in

the relationship
i. ‘that | didn’t want my therapist to think less or differently of me’ — Fear of
judgement and image management
ii. ‘they don’t speak service user’ - Adopting the language to add credibility
jii. ‘Asserting my power’ - using their power to get action
b. The psychologist’s power
i. “she nurtured me, she gave me what | needed in that session” - Responding
to what they needed - Validation, consistency &, non-judgement
ii. Feeling more empowered through having choices and flexibility
iii. Emotional distance
3. Therapeutic moments and ruptures that bring power into focus
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Disempowered Hx

- Disempowerment attunes you to power
- Inherent power i structure, status etc

- Soc and ideologythe self

- Humanisation

power

- Desperate to have the self understood
Desperate for help.

Just going with it

- Ithas to be unpacked regardiess of what it looks like, where it

comes from
- Fearing the powerful - judgem

e moces ndmaney (Not sk e ndiidu byt the
system)

~ The clear

- Cominginto therapy
- Therapeutic moments and ruptures
- Bringing power into the sharpest of focus

Having the right Dx?

- Where the inequity lies
o Us and them
o Speaking dfferent languages

o Asecure base (or not)

Finding the balance - levelling the playing field  the subtle

- Their power
o Fearto use own power?

o Managing theirimage

o Adopting the language ofthe professional

structural?

 Fighting injustice
Testig,shwig thei power

ot i goot patint
Seig o chamele

- The therapist's power
© Validation, consistency, empowerment
> Qualifcation and knowledge

© Language
o Power in the role/infl

ety she therpit il aways have power~ ower s nate
‘and obviously held by clnicians

authenticity?

Ummm I think to some extent, .. Im not quite sure, 1 don'treally see
as having a struggle with power at this pointin my Ife, I can't
e S i

Nonot really, no hahaha, so ummm no

Yeah power means diferet tingst therpecple s us o, It
people, t's of

tow, and because of my past I'm never sure are.
they going to abuse it?

Umm not sure

Tmmim but yea ummm on the Itial tiage which was telepone, |
opted for the CBT by telephone, umm and yea that was kind of the
ourse of therapy that I chose. | tink it was just ind of

yea, there wasn't much waiting around it was ust kind of ke |
the v

the next

from there what would be the best course .
that, o

time.

which was kinda best think bcause ¢ do't ealy give you the time

 rm

tokind of
i strtng now b Okys0ye cos that | qess it thtspce

what comes to mind. -

it everits neer o been

fopataor o7 be pt ouoff
st

r It ddn't feel ke | was kind of made to be put down or

that c
ey /dnever ool been ey s

? e, i, o et :
from what I've experienced anywoy, yea definitely. it felt ke 1
Who s ghing e atd f e e to e wory about .
ot st
e gt e e el e
mEio U ey L ey ncersondin, v e symptheti s wal nd e

ricky on
O e e

) if
ot really much stopping you doing what you want.

they,
have power to ovoid being abused by thot.

Hmmm, differences obviously, yeah yeah, the psychiatrist
seilopet 2 posono pawe s o good ot therf o s

dificulttime. | think that's the main thing that like made it o positive
experience really

. so Liust

Yea, yea  do remember t being quite quick, umm. But | don't

o s v oo a1 o ¢ g hen
iy fem o dof

re how | wos feeling

Yea um | think it was quite o...definitely quite a trusting relationship,

and it 1 was like

yea! feel ke they really helped me with what was a very difficult
time in my ife, and Im definitely grateful for the sessions we had

the MH ciss tearm or if anyone at the

't it S0l
don't think  would have done anything different.

Kind of if 1 had on argument with someone and | wos thinking, oh |
hate them. I wouldn't mention that to my therapist becouse she

me, ond yea

of ; feelings of of
them, is suppose, | come to therapist with an issue. And her kind of

did't share, I it was it wouldn't have been anything that was major,
that wes

good maney, Im p:

That means

what goes on, ye

and not really, kind of

., i’ too formal,
‘and they ore not realy being heard s0 yeo, I think yeo, pretty much

Unm 1 o somuch s, e st now erc ke ofew

it efinitely ot stigmo.

No I thinkit's kind of don't really think i’s much of an issue anymore.
[stigma, very much kind of Improved over the past 10 years I've

settings,

0: 50 that's how the NHS impacts on you, how do you think the NHS
impacts on the therapist?
A: It makes their ob more difficut becouse you know If the patient

pist, um, i
s well, which might make them feel croppy, becouse | mean it’s
theirjob, they want o help pecple, but they can't help pecple,

trust them,

chsempere, fo me thit k! b the ot the ok bt of the

helped because. | don't think stigma was anything | was really
warried about, f ' honest.

um,
had escalated, | was getting nightmares,like hypervigiance, o the

ontrol @ spectrum with
ane end being nfluence, and the other end being hold.

‘and wash my head because it flt ke someone was going to jump
our me, so the doors were locked so 1 couldn't let anyone in the
house, that kind of thing.

Radical acceptance, itis what it i, 've come now I can only move
forward and try and improve what | can

onaline,

Isuppose control is where somebody s actually has some kind of hold
on somebody, whatever that migh be, there might be o number of
reasons why they have control over them, but um yea it is about, kind

not important,

, and here’s

Ves, when i started experiencing symptoms of said trauma, ermm it
gectned gkl 1l o sroe e ok g

rying,
me i eam. Uit may ave been them made e i =
Ll

con'tremember how long | waited, it may have been a year or more,
um yeponhe ot gy e b twpor e e, where £
either. i

been involved.

Ithink it was more

say ke how are you feeling If 1just, say | had an argument with my
mum or yea, | wouldnt mention i, because | would' see it as
relevant, yea

7

For nstance,

she tough, ]

that  still use and still helps with doy to day worries now.

An

Emotion regulation ~ intrusive memories - hypervigilance
window of tolerance - radical acceptance

However .. the abilityto trust her was impacted, she didn't
think | had PTSD, now having gone over the DSM, | have every
single symptom bar two or three, um, and it was notin her
remit o, she didn't have the authority to diagnase, she didn't
have the authority to say | didn't have it, because she didn't go
through all the criteria with me 5o, | confronted her, | do think |
have this, | don't think you do, and it was just one of those
things which was like, oh well, | had to shelve it aside.
Shame and fear,shame and fear o mhat e resparse would
1 dalso the,

down the
tth

d if there
options, then f there’s

it oway. Suff ke that I stll do and I think it s really helped me lke

h h was mentioned with
and it made me feel very comfortable to know that it would't be that technique.
shared outside with people when it wosn't necessary.
b anxiety
; ., urmm, yea. anywoy.
He didn't as | wos ho, um yea, it kind of an achievement
really,
iderati .
Ermm he took that into occount and offered me o different
medication choice for exomple. So he gove me the choces, | wos able

0 be open with him because he didn'tjudge me, | could do oll of that
without having choices

ADxbeing the key ta unlack care and be taken seriously2?? -
cedlia?

However | the ability to trust her was impacted, she didn't
think | had PTSD, now having gone over the DSM, | have every
single symptom bar two or three, um, and it was notin her
remit to, she didn't have the authority to diagnose, she didn't
have the authority to say 1 didn't have it, because she didn't go
through all the eriteria with me 5o, | confronted her, | do think |
have this, | don't think you do, and it was just one of those
things which was like, oh well, | had to shelve itaside.

50110, she always like ot the end of each session said that | had done.

PR P o s

The NHS, okay, the that it takes to ever
be put on the waiting list and get treatment at this point
means that you get there and you're desperate

The crisis team, is a whole other piece of shit.

t U, is has had a long-term impact, because obuiously everyone.

else | met before was shit.

Um. I may have expressed the fact that | was displeased
because It the therapy] wasn't addressing trauma, | could
have spoken about it, but | didn't because | was like well it's
what she’s offering. | can't can'treally, | have no power to do
anything about that If that makes sense?

S0 like, I'm stil ke, | don't how to explain It, but one thing it
[ACT] didn't cover abusive relationship with my ex, it only
covered my childhood trauma, and that means that | have
unresolved trauma, and | stll get nightmares | stll get
hyperigilance, I'm a lot more in my window tolerance, because
of the Acceptance and Commitment Therapy, um but you know
the abilityto be triggered is stll there, so was good therapy
butitwasn'teverything | needed. Hence why every rereferred
myself back so | can address what hasn't been addressed. So
basically, she gave me the ability o cope, but didn't address
the source If that makes sense?

of, having some
know an emotional or Institutiona, financialor whatever t 5, 50 you
can have lots of different holds in order to gain contro of som

its yor ,

be trused, v

Um he would have seen some evidence of my porents abuse, and as a

mandatory reporter he should have reported it he didn't. Um I was.
) for help,

rve pe

would have zero interest in engaging with them.

treatment, don'tthink s right for me I'm not comfortable in o
theropeutic setting?

0:Veah it was about the choices that you were given. What
Kind of choices did you have with it the type of therapy you
received]?

A:Yeah was either do it or don't. Pretty much

Partof trauma is you go through a bad experience and when it
keeps happening and at some point you lose hope you give up
feel powerless and helpless,

You have to give s0 much of your personal information and
dignityaway (when applying for benefits], all for somebody
who might tum around say you can't have this, so the builtin
cvoal[ack o atin he gowranencand sithar and

nice to
e ot v wrt o e e e Bt .
like she was saying that so that | would come bock the next week

Veah, | was very very upset when | found it wasn't long term |
was under the impression that | been allocated finallylong
term therapy

he'd letslip, by accident, that we only had something like
three months left or something

carries overinto the theygot
e o ko 1 e e e Soppesan
help me, will they even help.

The NHS, okay, the sheer amount of time that it takes to ever
be put on the waiting list and get treatment at this point
means that you get there and you're desperate, you're kind of
hopeless, you're no longer, because obiously if you had to

wait fora massive period of time for care, well Is like the NHS.

doesn'treally care about us, we're like mentally il now, we
need help now, we don't need help in a years time, we want
help now, but it takes that long to wait for the help, so in the
Interim you're hopeless that anything will ever be done, will
they even help at the end of this, what's the point, then you
bring that all into the therapy room at the beginning and you
have to work through that, you then have to learm that okay my
therapist can actually be helpful despite the massively long
Wait.Like the therapist, even if the NHS and government don't
care about s, the therapist does, um that kind of thing.
Um, wary, because | didn't know If they were going to be like
mylast coordinator, | didn’t know If they would dismiss me, If
they would vallidate my problems, If they would listen, um |
didnteven know If they would like treat me. So when | saw
given me.
mytraumas, um yeah, just a lot of distrust. A litle bit of hope
that things could get better, but there was obuiouslya lotof
natural distrust wariness and fear.

perspective - Allright n the

[eare
anything, 11 ook into It and he never would,
onrepeat

emotions

Maybe discuss it with the therapist but
intemally it takes time to unpack the fact that, sorry my.
washing machine is making a really loud noise, you then have
toleam Intemally that the therapist cares, it akes time, you
need to build that trust, that you don't have the NHS services.

1 think intoall
and | disconnected very much by knowing there was.. 'd gone
into it thinking this was gonna be a long-term piece of work

And things like that and he hod me find images for that, and he gave.

febockto hm [ olgh th ook av et 50 o ve e the
b00k" o he hadn'tread the book he just sent me the prinor
T A T e e Lt B 0

because if he'd read my case notes that is

0:50 an achievement, did you see as that as well? K-Yea defintely
yea yea so | saw it as me as actually taking steps to kind of help.
myself and yeo-

No no, nothing ke that, | mean i brefly mention it to my line
manager ot work, she was very supportive and yea, no no negative
responses ot al.

access to support networks, and making sure that you've got family.
and friends to speak, to whether it be virtuallyor possibly n-person

That means the people who don't have power will only have if
those with power give it up.

ot aram pistto think less or differently
of me, If that makes sense, and that's something | have no.
power over. but the thing | have the power over was whether |
say this or do | not tell her this. So | chose notto tell her this
because that's the only power | had in that situation, if that
makes sense.

People don't have power over you unless you allow them to have.
power over yo.

um 2
urely depends on your ability to accept t o not, whether you're
wanting to accept it or not.

you're quiding

It was just the consistencyin her behaviour so aftera few.
sessions the fact that she remained the same, she still
\alidated my problems, she still encouraged me and pra
e whenl mbds schevements. she whs el respeatat 1 was
the fact that she was showing me that some people in
authorityand indeed in the NHS itself can be trusted.

notjust saying it o appease me, | could see her saying itand
meaning i

be.

U did your feelings sort of towards your psychologist orjust the
relationship, o that change over time that you spent in therapy?

10 1o, 1 don't think there was much change, in kind of the
way that so

1 think i was very early on [felt trust]and from what | can remember.

‘and that kind of talking about the goals of the sessions

them
ultimately they have to got to engage and invest in it

And to kind of fearn more about myse really because | think, um how.
do1putit, you kind of, what with having an unstable sense of self,

Whereas when | qualifed, um, like my GP started toking me really
seriously

U and so we had that kind of relationship, so when I said to her, |

this is what

If people are aware of the power they hold, they then have the
power to not to abuse It If they are not even aware that they.
have power... how are they going to know if theyve abused it or
their use of power has harmed someone?

Ves I said that | don't think this is true, | have all of these.
symptoms, | think | have it, | can't remember how the.
conversation went it yea was Just that...Yeah, | can't remember
properly but we did speak over it, and she did praise the fact
that | was able to disagree with her bring itup, which means
she is trying, | would presume, that is trying to empower me.
U you know, in like ‘It’s good you reached out’ because you
Know that we can address the problems kinda thing.

without, and this s common, often things
ccept them, they say that you are uncooperative.

As a therapist she has the power to say, yes, | will treat you, no
1 will not treat you, this is the treatment | am offering. | don’t
geta sayin this, | can't say, well | don't want this, offer me
Something else, because she can turn around and say there is
nothing else.

Ves. | would, f the sessions weren'ttimed If there weren'ta
limited number, | would have loved to have gone through every
single one of the experiences I've gone through mylife justso |
could have got that validation and understanding.

e prabens because,we, the oty u L neland
mpty and disreqarded as it is and if you then come in from that kind.
e & e M L e

Veah, I think I probably would hove dropped out of therapy to be

Iwos
he wos entiely real

honest. | mean for
becouse of my unstoble sense of self and the thought that 'm not o
hice person and sometimes I think I'm ev,

‘qualfied in this kind of thing then | am, she said if that's what you
think and those symptoms match then you should run with it

., is more ke 3
Butnot

because
diagnosed myself with what was wrong

feeling like they have to conform um to that to that person, whereas
when they are being controlled, peaple feel ke they have to conform.

psychologist, my relationship was very much on the empowerment,
and,

point
of view, intenvention

And previously when 've been with the well-being senvice I've had
CBT, but, as we nd of well-now CBT doesn't work well with
people with personailty disorders

we're dealing with ppl with mh probs.

[name] was on the hold, kind of 1 know
best and you know nothing and. 1 you don' o i, s wil Hgpen

e e it

[when asked how she is different from her psychologist] | think t's
Just a case of on that porticular occasion | was sat on one side, and
they were sat on the other. And in my experience, it could easily
change, you know.

Veah we got on really well, um, and she respected as well that | sed
o T S S e
s wher | coudasaiae them with my own eamin, and 301 was
e
501t was helpfulto have the knowiedge 10 be able to kind of bounce
that backwards and forwords between us.
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Disempowered Hx

- Disempowerment attunes you to power
- Inherent power i structure, status etc

power

- Desperate to have the self understood
Desperate for help.

“bringing it nto the therapy room”

- Ithas to be unpacked regardiess of what it looks like, where it
comes from

- Fearing the powerfu - judgem

e moces ndmeney Not st e individu byt the

The critcal event(s) that bring power into focus - The clear

- Cominginto therapy
- Therapeutic moments and ruptures

- Where the inequty lies
o Us and them

Finding the balance - levelling the playing field - the subtle

- Their power

o Fear to use own power?

- The therapist's power
 Validation, consistency, empowerment

- Soc and ideology/the self Just going with it ooty o o Managing theirimage  Quolfication and knowledge
- Humanisation o Asecure base (or not) ‘o Adopting the language of the professional
Having the right x>  Being a good, grateful and compliant patient o Adding credibility o Power in the role/ifl
e . “aiwlously she therpist il ahweys have power - Power s Inate
struetural? © Fightiog nkastl and oviously held by clncans

o Testing,showing their power authenticity?

o Powerto get

o Not being a good patient

 Being a chameleon

Um well yeah because of the constant dismissal of my problems

sl vl daton c U it she Vo i e e

ke 111 had to o one thing for someone, they had to do In

retum, or if they did something for me then | had to do

something in retur, pay money, how to keep the power

balanced

ink because we have ths NHS, the power balance s aiways
d don’s how itis paid

‘there’s no magi pil to fix agic pil, 'm not
o M e oA AT

ot of medicol trauma it has impacted my abilty to to be able to

My mental health had't improved and because he [care co] was
leaving his ob post he didnt tell me with any warning, that | was
being discharged because of that. | was like ‘the fuck’ And that

very conf
o P e e
thinking, 5o we assume, a lot the times that if we are provided
a senice somehow we either need to accept it and be grateful
and submissive to it because we should just be grateful and
say thank you because It a gift

i dont know, being quite desperate for my recovery | suppose

be done to achieve my recovery

I describe my broin sort boxes and bubbles and how | have these.

boxes in my head that | con'tsee. I can'tlook nto, and that when

they explode they're my triggers type thing and they tend to ricochet.
Itried it was

1 was very aware that had trauma from being a &
dn d had

e i o, s i wy sl B
R S et e
1 , ey . o
v erl ot
i s ot s
Cromdsoy o ot e s el el ot
e e e
e eyt g el e il e v rlp me?
g s et et M AT et
o
e et e mor st ot e sl D o e s
ther for attention, "”{’“7’” "””9’ :;“ o ot o o "”;‘z’“ pon 1 1earning how to actually buid relationships and ok at my trauma.
the. Mln[ar the. 5umdal[ulmq§ that they have. Because those actually nearly 10 years ago, but you know about sick time, but when |,y
B e bttt ot ecomet o nd i e . -
o e s e Foer et e sy gl

stll be treated, but they might not be because of an abuse of power

Ive alwoys experienced power as quite a hierarchical thing, the

Veah, pretty much, s because the therapist1s a part of the
NHS, you don't trust the NHS, start from with no trust, the
therapist then has to build themselves up to show that you can
trust them not like the NHS as 2 whole

Itwas just the consistency in her behaviour so after a few
sessions the fact that she remained the same, she still
\alidated my problems, she stil encouraged me and praised
me when | made achievements, she was still respectful. It was
the fact that she was showing me that some people in
authorityand indeed in the NHS itself can be trusted.

That means the people who don't have power will only have if
those with power give it up.

Shame and fear, shame and fear of what the response would
be [t0 disclosing something to the therapistl...... And also the
factthat | didn’t want my therapist to think less or differently
of me, if that makes sense, and that's something | have no
power over. but the thing | have the power over was whether |
saythis or do | not tell her this. So | chose not to tell her this
because that's the only power | had in that situation, If that
makes sense.

1 didn't1 didn’t want to be treated like | was stupid.

Soum it was, 1 Kind of really worried that | would ust be treated ke I

trope - therapy is for the weak - stigma
ashomed of

power.

Dr [name of psychiatrist ] was on the hold, kind of | know best
and you know nothing and if you don’t do this, this will happen
and all of that kind of thing, yeah, 5o if you put that on the.
power scale, they are two ends of the scal

Ko he lst tan o haman, v 1 o e o heig it

fectivel oave
under someone’s power perhaps, you know

Yes yes yeah, sa yeah the other dlinicions [not current CP] how did
they use power? That'sinteresting becouse they definitely had i...is
not ke to things away fr they sort of enforced certain
things from within your care plan I suppose,

power has a huge impact s just hard to put into words what is,
1ts how people do things | think?

e
Yot

was told, in that time yeah? ltle person,less than human.

1 didnt1 didn’t want to be treated like | was stupid.

S0 um it was, | kind of really worried that | would just be treated lke |
was @ mental heaith problem ond that wasn't actually me, ust the
sum of my ports, 1 was just @ mental patient with a personality
disorder

¢, and it was very much
a them and us, with the power being with the clinicians

she sortof had the power by default by being the clinician

o ety A U Lo oy
 porentl dynamic when you're being refed, i creates a lot of
o clinicians

school, teachers,

And 1 desperately did not want to b like ol these other people | could
see around me, with the cuts al over their arms and the drug and

dynamic? it does set up some sort of them and us

Power's danger, power is.. how I see it s anyone who wants power
't it tothose

qone to war with them [the trust]

o word he said

' yea. It sn'tso ye it was it wos It wos brilant, but o the some
time it wasn' | feel cheated

And just achieving theropy with him to start, was sort of my, that was
like my big gool and it cid't happen at all [igh]

I did't really make any more progress | was so angry at him

And to kind of learn more about myself really because I think, um how
o1 put i, you kind of, what with having an unstabl sense of sef,

3

the borderline.

that,

Veah,  think | prabably would have dropped out of therapy to be.
hones 1

m @ horr
person, um it doesn't happen as often s it used to but it does stil
happen.

So, um, | suppose itis a combination of other people’s
behaviour and also your reaction to their behaviour

No. They said 1 needed emotional regulation therapy and but also.
trauma work, but they weren't willng to do the trauma work yet,

Gratefu to be given the opportunity

people

Ireally struggle to

sum of my ports, |
disorder

when | was referred back to [service] all those memories of
how | felt {stupid/didn’t belong) about that 20 years previously.
came flooding back, but of course things are very different now
20years later luckily,

disorder. | feltvery strongly that my mental liness, my complex.
is not,

No, and its 3
health services, you'd be really reluctant to go back and do that again.
diferent

So.um it was, | ind of really worried that | would ust be treated ke |

with h

it

me quite

I
mentioned to you previously that the PTSD s reloted to sex or o sexual

trouma, that, 50 50 keeping i lne with the physical feelings, | didn't
wanna to talk about what they were, or what those physical

felt just too embartossing to me... -

think,because as having horrible sensations, | need t0 stop this
session, because | can't deal with what my body is doing right now
and | don't ke how it feels, and we did't stop the session, we just

thought process we were doing, we moved to grounding

I think it was, we can handie this together probably...or that actually
she's not judging me, it was some you know, being able to el that,

Ok, I hope | answered the question

Un s ey et e | domt e evrgh s, e
nawirs oy esponse il ot s s reaared 53

0: Okay yeah, oke doke, Just to say s well now If any of that is
coming up now you are doing briliant, and thank you so much,
because | know it can be really anxiety provoking speaking to a
comgletn stange, ke e a3 wel, and thare's o gt

of their depth . My previous care coordinator would always being

of the managers we've been building, it was fine, then we had this
incident with this member of st n the crsi team, then . her
il back, so | escoloted it to her boss, because It

named as if it was on emergency contact him, 501 dd, and that led to

ploint

my condition isn't easy.

1 dic't do any work with him on i at ail [telling her story] um we
did' it was very much an assessment was six months of assessing

bit that |

sum of my parts, 1 was.
disorder

for exomple f you're talki

saying, to1t, but she didn't have @
peElmne e lpepe el e
‘gonna be by saying those t

Butbecause we got to that point | think I've got o go, | can't
deal with this and she guided me back down and levelled out
some 1 was feeling, | think that was.

domestic violence or coercive contol or anything like that, their

take much longer because of their experience of negative things
happening to them if they tok to people.

Iwos

I felt more abl dless of

A nd don't wory if
Youresirugghin to i the s or 1, that’s fine, thacs ine,
I'm asking you to think back, quite a way, and talk about it so
really | just wanted to say that

C: Okay thank you (Iooked visibly relieved and less anxious
after this also more free with answers)

Ithink, because |, because | have a ot of experlence of working with

e e e S NS set St

I wos a child, beca
ehild | am/was a looked ofter child, because of that I've always, |

projections aside | thini g0, she nurtured me,
she gave me what | needed in that 1 didn’thave

10 leave the session, let's go with this, | Just felt more trust
from that point. So it was through having a difficult interaction
in the session perhaps?

lewas Three orf

sotoaskhim in

starts it hos § and 'm

Isuppose the other thing that worried me as wel, s that | wouldn't

Veah..it was done that way I did't do it with him [learning to tel

alcohol problems and the fact that they tried to kil
today, and | didn't want o be fike that,

say people n their 405 upwords because their experiences of mental
health services will be different to younger generations that've not

themselves ond that kind of thing.

i

I think when she was kind of reassuring me, that 1 was a good person
and that I was engaging, and that | wos doing o good thing, a helpful
yeah

with
want to call it and i, and | did't et that through with him, | didn’t
achieve any of that work.

o5 o witness,
rather than my fucking loymen terms, do you know | mean

taking notes] you're fine. | know. Toke
notes, 'm usedto 1, that's fine

None of us are speaking all the same language all of the time
Irealised that he could keep up with me, intellectually, that |
could just speak and | didn’t have to reword everything and
oyt inderstand, so | appreciated that. And |
hadn’tfelt that, hadn'tfelt that with the previous psychological

between psychiatric language, psychological language, DID.
Ianguage, CPTSD language, PTSD language, all the different.

Skills and stubbornness, o fight the system that | do, you know, they.
or the capabiltes.. even when | was very very il | launched a etter
writing compaign to locol trust] in a dissociative state, wriing
continuous ongoing ltters to the complaints department on

becouse. Self and the thought that I'm not a

nice person and sometimes | think I evi,

I didn‘t connect atall, to 50 | went through the complaints
process and said | needed to see | needed to see a male, that
was that was less triggering so that | could actually start look
atit

501 often jump between different languages

13m powerful and my words are powerful and if | lear,

me that
the process and be like no | don't want to do
this anymore

she always like at the end of each session soid that | had done well

even when things ot difficult and that kind of thing, she did alwoys
give me feedback, ond reassure me, so yeah that was nice to hear
that, but there were times i it when | didn'treally believe I ke she
was saying that so that | would come back the next week

. that
and that | was engaging, and that | was doing a good thing, as heloful

stead of tying to hide ©
wield i, carefully, and like use my power in a way thatis
useful for me and useful for the world,

, but her
e e e e s wr re
re' ead. Very

, there, there 1

yeah, actually can be really, | can mylife.

oo ot 1,

you know, | can be powerful. And that that doesn't mean | have
to dominate people, or control them or tell them what to do or
dictate, that | can be powerful Just by b d of
allowing others to be themselves.

01 was awore of tht,

time yeah? Whereas the emotional regulation therapy felt completely.
the opposit to that, because | felt very ncluded ond validated as well

thing, she did

3 ond
Ithink I scared o previous counsellor and fred her, basically, loughs

hear that, but there were times n it when | did'treally belleve I,

of journal entries, because Id been submitting them so, he would
have, because f he'd read my case notes that is.

Thatis something | feel very strongly, is that | break people,
1t one of my core beliefs and | almost test to make sure
before | would disclose or share too much | want to check that
theyare tough enough to take It

e senice

Tean didn‘talways do
things in order, we had things we had to go through, but
sometimes | wasn'tin the right place to do certain things so
sometimes we would go back and recap.

Imean for example when | was really poorly, | could't 1 couldn't
even make choices about why was going to wear that day. You know,
um, where i, if ke somebody said to me, well you know It not very
warm out there today so how about trousers instead of shorts?

you might say to them you could have a quick look, what are you

together

today, s0

vel of,
B
or the capabilt

re o they.
11y wont o tlkchout chidhood e ety 't do et

I can talk about how I've been feeling i the lost week
(rer specting n theamsracsavost ot o oo

s ke

2 of that, the foct that |

Thatis
Something | feel very strongly, i that  break people, i’s one of my.

experience. Whereas a lot of people who | know who hod theropy it

o1 think. | think in the beginning | probably tred to assert my power.

realise, oh crap | was testing him.

maybe because she was a woman, or maybe because of my
read on her, | feltlike if, | felt that | could quite easily, within
. put her off sick, without meani

ke if 'd

Other than his training and experience, and his knowledge and
understanding,

How am | different from him? Yeah, | don't tink | am, which 1 lked, |
don't think | am as inteligent as him, intelligence is an iy one, | have

shared or expressed myself without being gentle enough with
her, | feltlike she would have needed sick leave.

1 was a lot more confident because | was in my own home and
1knew | could just close the screen if it got too much

on how much I shared,

of intelligence but 1 couldn't
study in the way that he studies,

Yeah 1 felt ke he could keep up with my entire self, he kept up with
me when I was in a trigger, and | was n the child state and fipping
between

U i the NHS my understanding i that you're not to form an
emotional attachment to the professionol in your ife, um, it almost
seems to be the opposite of trauma informed,
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Disempowered Hx

“bringing it nto the therapy room” The critical event(s) that bring power nto focus - The clear

- Ithas to be unpacked regardless of what it looks like, where it

Finding the balance - evelling the playing field - the subtle

R oot o ooy R — —
e R et e e i v et e e
_ Soc and deciogyfihe self estgong i SY;e‘::“o;esswd,anmv (Menusuhe individual - byut the R B o Managing their image © Quallfication and knowledge
- Humanisation ‘o Asecure base (or not) o Adopting the language of the professional © Language
Having the right Dx? o Being a good, grateful and compliant patient o Adding credibility o Power in the role/influence
Struetural? © Fighting injustice ‘and obviously held by clinicians
- et e
e
e
SR e e s
B e s o v Ko poa et e spek s e | 2k 1 of e e e s i i
of angle as atherapfstvoure going to be n real trouble - ¢ And ' just..We weren't communicating. ROy iCh W o .ot Session] orft kow If
really big shit, really nasty shit. Where it was actually like, yeah going todo X, ¥, andl and this is what | we are going to mmp!eie vou that's a foct.

anytime | gone anywhere they [dlinicians] would be ke | was
justanxious, oh you are just depressed, you're just this that
and the other

1 used to think If | was just thin and fitted in and looked like
veryone else in the street that | could be invisible and that |
could just hide and | wouldn't get the attention that | would

get people wouldn'tinsult me in the street and call me insults

in the street

one
heath services, | always get the word wrong, latrogenic?

ongoing harm from staffin thlr lives ond I think t’s  very, | el lke
trouma iformed therapy doesn't mesh very well with the NHS.

Yeah
of thing, that my personaiity type. Im always questioning. Im always
sort of yeah.

fend coreer] & breakme.

I've been trying to get crisis plan written with [trust] for  fong time,
and I've been trying to get one so | decided, right | am sick and tired.

ot trained in my condition and know what a crisis plan

from sevices, there is no reason at all why mental iiness should.
completely just end my career and yeab,

I was that ongry

trouma.

ot just, yeah, t was treatment myself but it wos olso treatment for

provision.

DigN't fit with either side of the power dynamic, and it was very
much a them and us, with the power being with the clinicians,

Where as being a cincian has alwoys been o bit of o worry, becouse
although we're human beings, we're expected | tink...or projected
o to us, that we are perhops ultro human? You know.

That we con do things that you know, other peaple con'tdo, that we
e R e T
with ther journey

/a5 veryaware that | had trauma from being a teenager, but |
hadn't fully processed, and had leamt or managed to avoid,
mostly really relationships, so that | couldn't be triggered.
One example of that was camp America for instance, just by
seeing anorexia and PTSD, previous, on my form, | was.
therefore notallowed to be part of the programme,

you've got shit, but the someane to actually acknowledge how bod
the shit was,

 wow respect, you's
you know, ond it did feel ik respect. | was sat with two women that
were a ot older than me,

e G
wledging what she had been thru]

there’s no judgements obout my oress or shoes I'm wearing or the
way | walk or my weight

o

I didn't share that with her

for me it was actually much better because | really really om always

about me and
P’ who am ond what you kn

was, '
suppose because rather than, | thik it willfeed Into power questions
ater

like okay we are ol on a level playing field

“do you know what | mean?” e used this after almost every
pointand this was noted around 60-70 times in the interview.

Ials0 see the damage it does when you're not listened to, and

there’s a lot of people who fall through the cracks, because of
people’s lapsed, dazed attitudes, misjudgements and things,
4o you know what | mean?

) proper one-to-c
oty rome whe et ke

they ore the kind o person that they can get on with, before you can
actuly stort the real wo

G T e D
i it mo 1ilbe

you by that point

And could tolerate that whereas in the pastall my previous
mental health workers from [trust] would have just bailed on
that situation, that was the standard protocol, was leave her to
it, that was the standard protocol, was leave her to it

Who makes these
hat the whether t's

v

be, wh
fucking professor

that
i's ot that there is no, you know, there is no senvice the same and
1 it

like the implications of not being in treatment when you have the
. is | don't know. s

strange one. I€'s like having the diagnosis of, | don't know, diabetes,
but saying well | don't currently receive any insulin, 1 can't get t. So
it's yeah,it’, yea, | don't know faiure to provide

‘And just achieving theropy with him to start, was sort of my, that was
like my big goal

Itwas o big... | was just excited

L
chasing...ond there had been it was all very...| don't know... it was all
very when is this going to begin, when can we start, when it di, it

with o plon and some quite specific goal.

let's do some work really e mbark.

e L e L
the decks and making sure that | was you,

‘And I wos prepared for reallya sortof deep dive.

A whole mission that | wanted to achieve with him

achieve, | Knew that my time with him | wouldn't address all of them
but | wanted t0 o lot more functional

Itnever came up because | don't think it needed to, |

t's okay, if
another one, fo s of the week, so that you actually gt.

woke g one S G L
my power

It was ke okay this is ourfina session. There was no emotional
ctachen wiisosvr o ik ot was pat e thot ik

remember telling him | was
when he letitsiipthat,about the timsframe

. like

G LB

one,
the energy to do this today.

10 years prior
I would not turn up. U sometimes | wouldr't phone, but that was

often because | was asleep, so | would be a difficut lient at time:
I

and | do think
B . e L e
think that was his choice:

s he has chosen a career where h

forced to disengage from

h
the end he wanted me assessed for autism. - very, | didn't ' people. The same wayas a doctor does, a surgeon does, you
Tealise how sraelul | should be to him for tht 81l 3 ot o e Know, even a paramedic, you have to disengage from people.
reflection, wow Sowe are very, thatsense
would have
moun the loss i on power
't  because I not comi o, it was lke the 3 2
wosntsed,
getting my own recovery
1 id't el ke 1 wos losing a elationship in my e, a professional
ol e, ontof s carcorda i ey care Ves yes yeah, 50 yeah the other clincians ot current CPJ how did
o for 0o long,and it was, ot by defniely hodit..is
. did, | don't ,
i e e {hings from withinyour care pin uppose,
1had formed
The ewmo t
being under therapy has been quit.. s occdental power over me o purpose” power has a huge impact s just hard to put into words what
without meaning to, it's how people do things | think?
o 501 was
one of . but | dont :
as one of
under, 2% 3 3
agai
‘own clinical perspective, shall we ask?
1w st [orug. ez ST T e
ing. T i it wes becouse t e tn, e i ' v een ¢ Cp
e S pee /,:wmnmuanmw,n;,mmww;om,,m,rm
be
one of the borderline persona 3 they were requests, made the power dynamic
e ever it becouse 1 knew | had PTSD, feelless ke hmamic, it was more /

I remember | was..| was going through my social care
assessment at the same time and because | got so frustrated
none of the agencies communicating, | would email
everyone

treatment

S e D K

Idon't think,

itwas more level playing field, so  didn't really need to use
power such with, | didn't need to question power or use power.
againstmy therapist.

11l hold them to account for tha, it coused me a lot of problems inlfe

(B8 ol b B R pinedd
psychologist they don't know the.

andI'm put ya on the spot.

and she made me 3 promise that she would be working with
me from now on, | s3id are you sure you not gonna go off i,

because they were using him as my care coordinator at one point and

Like If1 had to do one thing for someone, they had to do in
retum, or if they did something for me then | had to do
something in retur, pay money, how to keep the power
balanced

K because we have this NHS, the power balance is always.
very confused, people don't really understand how itis paid
for,a lot of people, most people | know have transas
thinking, so we assume, a lot the times that If we are provided
2 service somehow we elther need to accept it and be grateful
and submissive to it because we should just be grateful and
say thank you because It a gift

Didn't fit with either side of the power dynamic, and it was very
much a them and us, with the power being with the clinicians,

0 10 no, then strike bang on the first

fucking lockdown she made a phone call, oh | won't be working,

with you soon because I 11 be going offon

power or use power ogainst my theropist
Itwas very colmly, ond lets discuss thi together

Butit

didnt stop me engoging with them

who they were -

Yeah no | think you e right and that's how it is, I used the phrase
blankscreen, did't | which is open to projection qute literally in
oy oL A
yself, and I've learnt that as a lient,
e e ey

maternity.

Veah 'm more upfront. - And transparent. And will give
explanations why I'm behaving the way | am towards them. I'll
apologise for myself as well... for ourselves

; where
there’s many me’...'ve hod many sumames, I've had many
scenarios, I've had, 'm o chameleon do you understond?

You have to odopt any environment, ony stuation

creates a bitof , not necessarlly @ power dynamic, well it might be o
power dyn em o

\ with the quiet,

And they don's they're fucking rude they don'ttolk t0 you ke o
human. They dons, they debumanise you ke your fucking, | don't
i

tell you that, I've gone from manic-depression, to post-traumatic
stress disorder, o fucking bpolr, in fucking two years, how can you
put o trust in people who con't even figure out what you have got? If
you have got ow, do you get what | mean

A5 for [care coordinatr] yea | didn' eally wont [care coordinator]
but I gove him o bash, were stilnot, | wouldnt soy | trust the bioke,
o you know what | mean, but 1 talk o him and that, we have great

Sorts, we don't just, he is not patronising, he talks to me fike o
human, he's... | dunno he’s o bt different than what I've usually

experienced

\ I've had to for
sunvival

on how you do with everybody you greet n Ife
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Disempowered Hx

- Disempowerment attunes you to power
- Inherent power i structure, status etc
- Soc and ideology the self

- Humanisation

“Doyou know what | mean?”

- Desperate to have the self understood
Desperate for help.

Just going with it

“bringing it nto the therapy room”

- Ithas to be unpacked regardiess of what it looks like, where it
comes from

- Fearing the powerfu - judgem

e moces ndmeney (Not sk e indiidus byt the
system)

The critcal event(s) that bring power into focus - The clear

Coming into therapy
- Therapeutic moments and ruptures
Bringing power into the sharpest offocus

Having the right Dx?

- Where the inequity les
o Us and them

o Speaking differentlanguages
 Asecure base (or not]

o Being a good, grateful and compliant patient

structural?

Finding the balance - levelling the playing field ~ the subtle

- Their power
o Fear to use own power?

o Managing their image

o Adopting the language of the professional
o Adding credibiity

 Fighting injustice

o Testing, showing their power

o Powerto get actic

o Not being a good patient

o Being a chameleon

- The therapist's power
© Validation, consistency, empowerment
 Qualifcation and knowledge
o Language
o Power in the role/nfl

el she therpist il aweys have power - Power I nate

ly
and oviously held by clncans
authenticity?

1 s had lots of therapeutic relations previous 5o that also
impacted my thinking.

o the past experiences f you ke had shaped my thinking,

I think power tslf is certaily a trigger point for me ot times, so it s

warld

So weigh in for instance is something that comes up in my mind,
because it would't always be the same person each week allocated
fost.
being weighed, being weighed whereby someone osked me how to |

want to do it, and do | want to know, and what will hoppen if | do

that was dispelling some of the power,

nd she did, so that's i,

e e e e
wasn't even see yo loter, you know like, there was a whole
engagement i that weighing process that made It another
engagement

empathy, ) or
whether actually they just treat you ke o rumber, that's literally

coles, ;
been anyane. She could have just weighed on orange, ke an object
you know, 5o | suppose if one treated me more flke an object, one.

hoose.
Hierorchy. | think that's the kind of the main word tht comes to it
‘power has been a dificul thing | think in my lfe ot times, not
necessarily within therapeutic elationships, but perhaps working
within therapeutic services,

bt perhaps working within therapetic services, and different

hen my mental health s been poor,that has been a real
including discussions, although ths one is

actually nearly 10 years ago, but you know about sick time, but when |
JId take it and entering treatment you know and things like that,
that i

with

“cause obviously 've moved about a lo,since | was a chid, and I've

You could obviously see there was a problem in my past

because I've been brought up i kids homes, foster parents and all
sorts of walks ofIfe, m pretty good at reading people, pretty.
accurately

Whenher's o coe i, 0d me hre’ oy ', et why
Tve been lved wi
had o structure really.

Because that was hard work, being the way | was in ke o work
apacity it was tricky man...never stood on education anyway, | went
1016 different secondary schools from the age of 12 to 15, because |
Kept moving about and getting expelled. | had home tutors, they.
didit work out, but fm nt, | wouldnt say that I'm not acodemic, or
tfor the

truth, do you get what I mean?

Iknow that,

ol the same, | ahways o in with open eyes and an open mind,  ry to.

|
better, F've had a ot of bad experiences with males in the care
profession, not saying like mental health, but like children’s homes,
Social services, do you know wi

the police and they come in at the weekend to work with us

and robbers

home,
bastards, do you know what | mean? And they/re the officers, and.

they are physically abusing us mate. They're beating us and they're
teling us os they are bending arms and legs back, we'll see you in
time, this is do
know | mean? That's my experience.

They did't send the criss team to me they called the police, four
police officers came to escort me off the premises, that's ya systems
for ya O that sounds so dfficult..S: Why does it sound difficult? It
Sounds fucking ilegal and immoral to me

So that's your systems for y, they're fucking broke mate, they have
been for years. Nothing has changed in this world since { was in the
care system, did you know | went to [service] back in the fucking 805
when  was in the care system because of my behaviours, | had to see
a child psychologist

were realistic actually, | didn'tthink | was coming with the
expectation of him fising me | thought | wos uite prepared for
the

surgery and the surgeons are going to fix their bain. | wasn't n that
mindset.

I wos you know. | as much as | possbly could, that my ife was clear

don't know, being quite desperate for my recovery I suppose

maybe because she was a woman, or maybe because of my.
read on her,  feltlike if |, | felt that | could quite easily, within
just one session, put her off sick, without meaning to, like If I'd
shared or expressed myself without being gentle enough with
her, I felt like she would have needed sick Ieave.

because | am a dinician, bringing back that dinician stuff, so
that was very much there at the beginning

even .. perhaps could also make those projections towards clincians

why ended up with an out of area sevice in the firt place.

l you
mind from your training fitness to practice, HCPC al o that stuff.

And worryof mine,
e e e
practising.

And you never know what that level is that somecne migh trigger
B

‘gonna inform the HCPC of your heaith and well-being.. e never
them because, '

experiences where I've offered truth and then been disbarred from

doing things because they worty about my pas.

“S50 I'm gonna inform the HCPC of your health and well-being. "
Unm I think the iniiol feeling wos octually relef, because coming bock

Jati

.. heoring how clients have been presented, um not necessarily

Saying that’s whether that s positive or negative, I suppose when
it llowe

ke of my projessional cap and jut be humon | suppose.

Bless me,
that?

‘m not even looking at you, what do you make of

| was very aware that | had trauma from being a teenager, but |
hadn'tfully processed, and had leamt or managed to avoid,
mostly really relationships, so that | couldn't be triggered.

the power dynamic in my present, not present because its not
present, most recent therapy which was under [the trustl,
would say was really quite balanced, | was not worried about
the power dynamic, | had projections still towards the.
therapist which probably Impacted on how much | shared, but
that the power dynamic, | never felt that my psychologist had
more power aver me, | never felt that my psychologist would do

me wanting herto | didn't worry that my psychologist report me
to the HCPC

Four times over the last 10 years | have been at [service name] being
assessed by psychologists o see if Lneed any help, four times | got
tumed away, there’s nowt wrong with you, and as soon as my doctor
sent me, that ast time, oh fucking hell h’s got PTSD, he’s got manic-
depression, now we are giving him medication for bipolar, that’s
without all the other meds I'm on for my other health ssues, do you
know what { mean?

who
I've got the problem with, s the association and peaple in it the ies
I've been told, and the promises I've been made, that never
materialised

d when
10years ago,

rm

i, ¢l actuallyfell

Ifelt that, given her level where she was at.

very astute, | don't know why I'm s0 good I

mte, that’s what they're doing, you don't feel lke a human. You're
ot partof this conversation, do you get

{ithegrds o nine therap] o' s your gl ey e

s how
e
meet, my brain don'tever shut off, do you know what | mean?

itdoes pose difficulties to therapy [his intensity/serutiny]

Im
I but for outof
I tht  brow,
was still intoct
con' quite put my finger on it
ojaftmee oo be o ocal et Al adcan e PN noe  the thempista faul

nurse on o BA, be various allied health professions on a 84, you need
@ masters level to do vrious other professions, parﬂtu!a”y the
therapeutic ones, need o PhD to be a psychologi

1do carry half the can sometimes,
do you know what | mean? | have an air of awkwardness about
me attimes, but | think that's me putting them through their
paces, o see how committed they are, do you know what |

Or why she did t, do you understand? Becouse It's give-and-take In
my eyes, | want to know os much about you s you want to know

side of the power dynami
e R i e e

about me, Know, keeping
yourself sofe, you know the ins and outs of the cats arse about me.

ot that's just how I'm talking, you understond? You know, you've got
0 give o bit, if you wont to take o bit, do you understand?

Yeah yeah, if you were in [psychologist] shoes, ond I said hows your
Jomily mate, olright? How they getting on? What have you been up to

‘psychologically happening for clients with eating disorders, it creates

| teachers,
, not necessarly a power dynamic, well it might be a power
dynamic? it does set up some sort of them and us
the power dynamicin my present, not present because its not
present, most recent therapy which was under [the trustl,
would say was really quite balanced, | was not worried about
the power dynamic, | had projections still towards the.
therapist which probably impacted on how much | shared, but
et powerdnanic.| nawr ittty pychologst had

talking obout my fomily again?

il tred, 11 reallytried, because | did't want to quit out of principal,
Because she wanted to,

‘mate do you want to talk about t?

That's al ight. I'm not saying fike | hate her, you know what | mean?

She's probably a nce lady out of work, do get what 'm saying, but

she's vry indecisive, does tell porkies, she doesr't commit to... how
that?

s e e &
me wanting herto | didn't worry that my psychologist report me
to th

'DNAS we talk about DNAs al the time in the service, | wouldn't want
0 be a DNA client, you know, 50 again it sets up ideas of people of
how they are thought about and how they're judged

And they were genuine because | didn'tfeel like | could do the

hard, but their time doesn’t mean anything to me?

compliant and I understand the NHS.

becouse Im compliant ke that, and I'm grateful ke that, o be.

come on in for an appointment | would have come

50 complncevih e ko persoal . dort ever i 2 gt
things wrong or be wrong, you

Soltfeeds into mythinking of being a client...to be compliant,
and to gratefully accept what s offered to me.

45 opposed to having anything set up regularly, their main gols were.

therapy ofter assessment,their main goal was to erm, sort o check
my weight at the time, because anorexia

bt my needs were met, someone with more needs by not feel their
Service needs were me.

Soin a nutshell, very quiet, that's the main thing | would hold ont
e sty s,y prfecionswere. it f 0 gok e midde
class, perhaps a bit posh, well spoken, possibly not very... don'treally

hat the word is | want to use, | suppose what | projected was.
that this person might not be very common or very familar with.
perhaps some more common ways of behaing

Something ke ort theropy,
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Disempowered Hx

- Disempowerment attunes you to power
- Inherent power in structure, status etc

- Soc and ideology the self

- Humanisation

- Desperate to have the self understood
Desperate for help.

Just going with it

- Ithas to be unpacked regardess of what it looks like, where it
comes from

- Fearing the powerful - judgement

The process and journey (Not just the individual - byut the
system)

- Coming into therapy
- Therapeutic moments and ruptures
- Bringing power ito the sharpest of focus

Having the right Dx?

Finding the balance - levelling the playing field  the subtle

- Where the inequity lies - Theirpower - The therapist’s power
© Us and them © Fear to use own power? o Validation, consistency, empowerment
© Speaking different languages & Managing their image  Quolfication and knowledge
o Asecure base (or not) o Adopting the language of the professional o Language
o Beir o o Powerin the role/influence

e  obviously the therapist will always have power” - Power s innate
structural? © Fighting nkstl and obuiously held by clinicians

 Testing, showing their power authenticity?

o Powerto get.
o Not being a good patient
 Being a chameleon

Ive been in systems too fong I think, you know | mean?

but when you biotantly come out of @ meeting and go out, cos Im
very observant, you have 10 be, i’ a survival technique, I've seen her
come out, seen her go out with her fiends,sit at the top of the rood
for. ) s

m 5

You ust sat in o fucking room of peaple, professionas, blatantly lied
to me knewing you was pregnant, and tht you was going to be off
anywoy, because  said o her don't bother f you are just going to be
leaving insix months.

And they don't they're fucking rude they don't talk to you ke o

stress disorder, to fucking bipolar, in fucking two years, how can you

you have got owt, do you get what | mean

s

ut , were il not, y )
4o you know what | mean, but | tlk to him and that, we have great

sorts, we don't ust, he is not patronising, he talks to me fike o
human, he's... 1 dunno he’s a bit dfferen than what I've usually
experienced

There being clinial, they'e not being, they're dehumanising you
mate, that's what theyre doing, you don't feel ke  human. You're
ot partof this conversation, do you get..?

The world aint getting any easier or better s it?

Because I see so much corruption, It's ke a areen stench, | con feel
it like psychologicaly, | can feel it in my soul, when you're around
tain peaple, | don' rm

but 1 just, you kn t

d if you' 5o
you have t0 be 5o careful how you tell peaple things and how and
what you tell people.

And I haven't met anyone that has succeeded i therapy, they might
have succeeded slightly in some arecs of their I, but hove never
fully recovered, do you understand?

Sure. And Y sure therapy does work for some people, do you know
what | mean, 'm sure it probably does, I just one litte voice out of
millons do you know what I saying,

butto me she got no common sense, | can't get anywhere with
hem

You know cos when | was a child | was leathered with
plimsolls, belts and things for lying. Then soon s you hit
adulthood, you are trained to lie, | just don't get the world. Do
You understand?

or thinking it's okay to lie about something small, not realising
the catastrophic major effects it might have later on down the
line

Veah I'm more upfront. - And transparent. And will give
explanations why 'm behaving the way | am towards them. Ill
apologise for myself as well... for ourselves

because ve been brought up in Kids homes, foser parents and al
sortsof walks o fe, m pretty good at reading peaple, prety
accurately

cos 'm very observant, you have to be, it's @ survival technique,

It not taiored to the individual at all, i’ st on one footprint... And.
that sickens me to my stomach

because that's what they need, they don't need this cinical footprint
fucking by the book; ask this question we ask them afl tis question,
o you know what { mean? Everyone needs a tailored experience. No.
different to going on holiday mate, do you know what | mean?

Ireally don't know how to classfy it but 1 felt ke they were a ltle
bit of o cut above, ke a teacher, and there were certain behaviours

they really re. OF they might be shocking to the therapist, maybe.
that's what I though, they may be shacking.

if 't time.

them away or in case the therapist can't contain you enough ot the

), the end of
haven't had the time to pack everything away nicely

Iknow that as a service user, thinking about power, | think o bit more

in the service. 5o for me whist yes it's very Important that we think
‘about the power dynamic between a cient and therapist, | do think

anyway, even f Fm doing a good job. 1 stll receive a complaint, even
though fve done a good job, because its the service perhaps, you see
what I'm saying?

Clinical rooms are horrible. Clinical rooms often look bare,
‘empty, soulless, and they reflect the emptiness of your
depression. That's my personal feeling, they reflect the
‘emptiness of your depression. That's my personal feeling they
reflect the emptiness of your depression.

Itwas about three weeks in. Three or four weeks in, | had to
gethim involved because she couldn't give me no answers...so
to ask him in as a witness, who could perhaps explain itin her
intelligent terms rather than my fucking laymen terms, do you
know |

it feels like you're repeating yourself, felt ke you had indigestion

Now I end up explaining this whole shit o someone else again

See what 1 found this mate what therapy s s that you repeat yourself
a lot and review what you repeated a ot, do you know what I mean,
that's how therapy seems to me

When 1 was going through the motions with [service]

it al about forms and paraphernalia they ram n-your fucking face
s so0n as you are there, this exploins this, obout what your
undergoing at the minute, this is what we offer this is go... home and.
reod that, but what about if I con't fucking reod?

write to this, go around that

) 50 she
got hoiked off, 1 lost [name}, she was like o support worker,

Sorm 3

effort, its o good screw really, | imagine she gets half decent poy, do

you know what | mean.

Whosits in on office, do they have like @ tombola machine and pulling
hos

deol with their history of abuse and neglect o elders, and systems as
well?



1. The different layers of disempowerment
that shape experience in the relationship

o (Historical) - Disempowerment shapes
thinking & attunes one to power = thinking

o

shapes experience - “past experiences if you
like had shaped my thinking” — Lola
o o (Acute) — The desperation felt from

consistent disempowerment and search for
understanding - “Do you know what |

mean?” - lason
o o (Action) - Gratefully accepting
{disempowering) — “gratefully accept what

is offered to me” - Lola
o o (Conseguence) — You
disempowerment in  to

bring  that
therapy as

expectations and fears — “then you bring
that all into the therapy room at the

beginning and you have to work through
that” - Axel
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Appendix C1: Visual iteration of the analysis

2. The dynamic balance of power
in the relationship

o o (Historical] — Power is naturally

unbalanced - ‘it was very much a them and
us, with the power being with the clinicians
— Lola

s

o o (Acute) —The see-saw of trying to
balance power - dynamic, conscious /
unconscious — “it’s never kinda been equal,

but yea it didn’t feel like at the same time it
didn’t feel inequal” - Kate

o o (Action) — Levelling the playing field:
The giving and receiving of power as a
relational dynamic - it is a combination of

other people’s behaviour and also your
reaction to their behaviour — Cecilia
o o (Consequence)— new experiences of

power or change in the TR

3. Pivotal moments and ruptures
in therapy transforms the

experience of power
4. How power is

experienced
differently in other
relationships after
therapy

o (Historical] - People have the areas

where power most impacts them (fear)

o {Acute) — These get tapped into by

something happening in the room

o ({Action) — Responses matter — she ?
nurtured me, she gave me what |

needed in that session’ - Lola

o _{Consequence) — the relationship

changes & so do others.......... - I think

that was probably a turning point - Lola
I put up my boundaries once | found we
were on a deadline’ - Violet

Key:
- Layers of disempowering experience
- Key meanings/fears related to

N

- Power actions, relational or structural

disempowerment (Eg dismissal,
abandonment, dehumanisation etc)
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Appendix D1: Exemplar extracts from final analysis

1. “Past experiences, if you like, had shaped my thinking” - The different threads of

disempowerment that shape experience in the relationship

“Ummm | think to some extent... [’'m not quite sure, [ don’t really see myself as having a

struggle with power at this point in my life, I can't really think of any examples to be

honest” - Kate
“it [power] can be abused very easily” — Axel
“Power’s danger” — Jason

“I was treated like a number, come in, get on the scales, I'll write that down, and see
va later. Who was I? I could have been anyone. She could have just weighed an

orange.” - Lola

“She was a lovely lady, but she was very ‘there there, there there’. Very much patting
you on the head. Very patronising and I very much felt like I was to do as I was told,

in that time yeah? A little person, less than human.” - Cecilia
“I don’t know, being quite desperate for my recovery I suppose” — Violet
at this point means that you get there and you 're desperate — Axel

“A little bit of hope that things could get better, but there was obviously a lot of

natural distrust wariness and fear” — Axel

“I was very much desperately willing to engage in whatever needed to be done to

achieve my recovery” - Violet
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“Um. I may have expressed the fact that I was displeased because it [the therapy]
wasn’t addressing trauma, I could have spoken about it, but I didn’t because I was
like well it’s what she’s offering. I can’t, I can’t really, I have no power to do

anything about that if that makes sense? ” — Axel

“With my care coordinator it was like ‘you have to go to these emotion regulation
groups, with all these other young people or you’ll be seen as uncooperative and you

won'’t get further care’. That... Needs... To... Stop...” - Axel

“if we are provided a service, somehow we either need to accept it and be grateful
and submissive to it, because we should just be grateful and say thank you because

it’s a gift - Violet

“then you bring that all into the therapy room at the beginning and you have to work
through that, you then have to learn that okay my therapist can actually be helpful
despite the massively long wait. Like the therapist, even if the NHS and government

don’t care about us, the therapist does, um that kind of thing” - Axel

“They 're being clinical, they 're not being... they 're dehumanising you mate, that’s

what they 're doing, you don'’t feel like a human.” - Jason

“Um well yeah because of the constant dismissal of my problems” — Axel

“I've always experienced power as quite a hierarchical thing, the people in power are
the people at the top, the people in power are the people above me... effectively, so

you know I’ve always been under someone’s power perhaps, you know” - Lola

“umm, mmm yes, it’s a tricky one, I think when someone kinda says power you think

about someone who is high authority, makes all the decisions” — Kate
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“Dunno, power is just, you have more influence and authority than other people, um
it comes along with certain responsibilities, you can’t use power, it can be abused

very easily” — Axel

“There’s in the past when [ ve researched power, umm... I don’t know how to word
this, I've always looked at it from a kind of dominance/submissive type perspective” -

Violet

“You can’t do that with people with mental health problems because, we, the majority

of us feel lonely and empty and disregarded” - Cecilia

“we're like mentally ill now, we need help now, we don’t need help in a years time, we

want help now” - Axel

“So um it was, I kind of really worried that I would just be treated like I was a mental
health problem and that wasn’t actually me, just the sum of my parts, I was just a

mental patient with a personality disorder” - Ceclia
“I respected and trusted his qualifications and his training and experience.” - Violet

“Yes, when I started experiencing symptoms of said trauma, ermm it declined rapidly
into crisis point, I had ended up like, I couldn’t stop crying, everything was just

awful” — Axel

“Um I was constantly asking him [Axel’s care coordinator] for help, therapy you

know, meds, anything” - Axel

“it’s never kinda been equal, but yea it didn’t feel like at the same time, it didn’t feel

inequal” - The balancing of power in the relationship
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“Ummm | think to some extent... ['m not quite sure, [ don’t really see myself as having a

struggle with power at this point in my life, I can't really think of any examples to be

honest” - Kate
“it [power] can be abused very easily” — Axel
“Power’s danger” — Jason

“I was treated like a number, come in, get on the scales, I'll write that down, and see
va later. Who was I? I could have been anyone. She could have just weighed an

orange.” - Lola

“She was a lovely lady, but she was very ‘there there, there there’. Very much patting
you on the head. Very patronising and I very much felt like I was to do as I was told,

in that time yeah? A little person, less than human.” - Cecilia
“I don’t know, being quite desperate for my recovery I suppose” — Violet
at this point means that you get there and you 're desperate — Axel

“A little bit of hope that things could get better, but there was obviously a lot of

natural distrust wariness and fear” — Axel

“I was very much desperately willing to engage in whatever needed to be done to

achieve my recovery” - Violet

“Um. I may have expressed the fact that I was displeased because it [the therapy]
wasn’t addressing trauma, I could have spoken about it, but I didn’t because I was
like well it’s what she’s offering. I can’t, I can’t really, I have no power to do

anything about that if that makes sense?” — Axel
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“With my care coordinator it was like ‘you have to go to these emotion regulation
groups, with all these other young people or you’ll be seen as uncooperative and you

won'’t get further care’. That... Needs... To... Stop...” - Axel

“if we are provided a service, somehow we either need to accept it and be grateful
and submissive to it, because we should just be grateful and say thank you because

it’s a gift”- Violet

“then you bring that all into the therapy room at the beginning and you have to work
through that, you then have to learn that okay my therapist can actually be helpful
despite the massively long wait. Like the therapist, even if the NHS and government

don’t care about us, the therapist does, um that kind of thing” - Axel

“As a therapist she has the power to say, yes, I will treat you, no I will not treat you,

this is the treatment I am offering. I don’t get a say in this.” — Axel

“You can’t do that with people with mental health problems because, we, the majority

of us feel lonely and empty and disregarded” - Cecilia

“why do we only get a mental health day or mental health week” — Jason

“we're like mentally ill now, we need help now, we don’t need help in a year’s time,

we want help now” - Axel

“I think in the beginning I probably tried to assert my power. It’s not even
necessarily always conscious. It is often on reflection I realise, oh crap I was testing

him.” — Violet

“I didn’t want my therapist to think less or differently of me, if that makes sense, and
that’s something I have no power over, but the thing I have the power over was

whether I say this or do I not tell her this.” - Axel
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“And I have had to blend in, I've had to be a chameleon, I've had to for survival” -

Jason

“You have to adapt any environment, any situation. I pick up on the things that you

want to hear, do you understand?” - Jason

‘Emotion regulation’ — ‘intrusive memories’ — ‘hypervigilance’ — ‘window of

tolerance’ — ‘radical acceptance’ — ‘engagement’ — ‘intervention’

“because I knew she wanted to quit” — Jason

“I need to read your body language I need to see the sweat on your brow, do you

know what [ mean?”’

“[with regards to online therapy] I can’t see your pupils if they 're dilated or not you

know I mean, that’s how intense I am”

6

t was a more level playing field, so I didn’t really need to use power as such. 1

didn’t need to question power or use power against my therapist.” — Lola

6

t was just the consistency in her behaviour so after a few sessions the fact that she
remained the same, she still validated my problems, she still encouraged me and
praised me when I made achievements, she was still respectful. It was the fact that she
was showing me that some people in authority and indeed in the NHS itself can be

trusted.” - Axel

“That means the people who don’t have power will only have if those with power give

itup.” - Axel

“rather than feel it was, today we going to do X, Y, and Z, and this is what we are
going to complete you know it was like, but that’s okay, if we can’t do it all today will

set up another one, for the end of the week” - Lola
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“I can remember with the psychologist we didn’t always do things in order, we had
things we had to go through, but sometimes I wasn’t in the right place to do certain

things.” — Cecilia

“it’s never kinda been equal, but yea it didn’t feel like at the same time, it didn’t feel

inequal” — Kate

“so the flexibility of the therapist in response to my requests, because they weren’t
demands, they were requests, made the power dynamic feel less like a power dynamic,
it was more level playing field, so I didn’t really need to use power such with, I didn’t

need to question power or use power against my therapist.” — Lola

“And also the fact that I didn’t want my therapist to think less or differently of me, if
that makes sense, and that’s something I have no power over, but the thing I have the
power over was whether I say this or do I not tell her this. So I chose not to tell her

this because that’s the only power I had in that situation, if that makes sense.” - Axel

“so for me it actually was about getting a response, so I would use that power that 1

had because the riskiness of me... to get action” - Lola

“I can say yeah I cut myself for people responses, whereas actually if you say that to

a teenager ‘whaaaat!! I don’t do it on purpose’” - Lola

“I used my own illness as power against services, against clinicians, as an excuse to
get out of other things in other contexts of life sometimes.” - Lola

“I think the big differences were, kind of I my negative experience there was a lack of
understanding and like a lack of compassion as well. Whereas I definitely felt that
with the therapist, I felt like she was very understanding, and quite sympathetic as
well, and which I think makes all the difference when you are going through like a

difficult time.” - Kate
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“It’s not tailored to the individual at all, it’s still on one footprint.... And that sickens

me to my stomach.” - Jason

“I think that was probably a turning point” - Pivotal therapeutic moments &

ruptures that transform the experience of power

“Yea, So think it was just worrying that if went to A&E with a broken foot they’d be

able to see all my mental health records which would be embarrassing.” - Kate

“So in the first in the first meeting um confidentiality was mentioned and it made me

feel very comfortable to know that it wouldn’t be shared outside with people when it

wasn 't necessary.” — Kate

“But because we got to that point I think I've got to go, I can’t deal with this and she
guided me back down and levelled out some of that adrenaline I was feeling, I think
that was probably a turning point where I felt more able, regardless of how I
projected onto her to share, [ was able to put my projections aside I think at that point
and go, she nurtured me, she gave me what I needed in that session, and I didn’t have

to leave the session, let’s go with this, I just felt more trust from that point.” - Lola

“he’d let slip, by accident, that we only had something like three months left or

something” - Violet

“I was angry that my entire therapy had been....[implied for nothing]” - Violet

“put up my boundaries once I found we were on a deadline.” - Violet

‘even in the last session, after six months, I still didn’t believe a word he said’ - Violet

“I suppose the other thing that worried me as well, is that I wouldn’t be good enough

for the therapy process, and that’s.. yea” - Cecilia
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“Um we did some work on kind of me being a good person, because even now to this
day I have times when I think I'm a horrible person, um it doesn’t happen as often as
it used to but it does still happen. I think when she was kind of reassuring me, that I
was a good person and that [ was engaging, and that [ was doing a good thing, as
helpful yeah.” — Cecilia

“That did make me feel invalidated, I feel like that was an abuse of power, because
shouldn’t follow, she can’t diagnose, she didn’t follow protocol to diagnose or to say
someone doesn’t have something but overall I trusted her, but I was wary that
invalidation could still occur.41 Um so year other than that it didn’t. so Yeah I'm just
like, you shouldn’t overstep and say someone doesn’t have something without the
criteria with them but overall, I believe she’s a good therapist, I would happily see
again, well-not happily, but I would see her again and would still trust, to a degree,

you know she’s one of the better therapists, that are out there. Yeah.” - Axel
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Raw data Descriptive codes Descriptive Analytic theme Subsidiary Superordinate
theme theme theme
‘I'was in control. I was in - Feeling in - Having Allowed to - Direction - Therapist
control of it. . . Ev, not as in control choice and have choice Vs actions
control as in nasty control. More - Choice in what control and stay in flexibility
say, like, if there was something they can say control.
I was thinking about at the same and do Therapist
time, I knew there was no - Frequent being flexible
obligation for me to even bring choices to what they
it out or mention it at that time. - Agency asked or
A lot of the time I did, a lot of - Not feeling expected from
the time. That's what was helpful obliged them.

about a lot of the time.’

(Participant 36, Paper 9)
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Approach

Description

Rationale for disqualification

Grounded
Theory (GT;
Glaser &
Strauss,
1967;
Charmaz,
2006; Braun
& Clarke,
2013)

Narrative
Analysis
(NA;
Riessman,
1993; Gergen
& Gergen,
1988)

Thematic
Analysis
(TA; Braun
& Clarke,
2006)

Discourse
Analysis
(DA; Coyle,
2006; Potter
& Wetherell,
1987)

GT is a bottom up theory building
approach with an emphasis on
understanding social processes,
which has a number of iterations
from different covering a range of
epistemological positions, from
positivist (Glaser, 1978) to
constructivist (Charmaz, 2006;
Madill et al., 2000).

NA looks to understand how
participants construct stories and
narratives from their personal
experience. Like IPA there
operates a double hermeneutic
forming the basis of the analysis.
There are a number of iterations
of NA with differing approaches
and there have been concerns that
there is no ‘singular or best way
to define and study narrative’
(Mishler, 1995, p117).

Method to identify themes and
patterns of meaning across a
dataset in relation to the research
question. Flexible approach with
a number differing approaches
from bottom up (inductive TA) to
top down (theoretical TA) as well
as experiential and
constructionist.

DA is generally concerned with
patterns in language use
connected to the social production
of reality, and how objects are
constructed in certain ways
(Braun & Clarke, 2013). A social
constructionist and relativist
approach.

The primary reason for exclusion of
GT was that it is theory building and
often exclusionary to existing
literature. There are significant
theoretical insights around power,
albeit from multiple and often
conflicting perspectives, and not
engaging in this literature would miss
opportunities for deeper
understanding. IPA is ‘interrogative’,
as results ‘do not stand on their own,
but rather are subsequently discussed
in relation to the extant psychological
literature’ (Smith, 2004). For this
reason, IPA was chosen over GT.

NA was excluded as it was felt that
the core phenomenon, the experience
of power, was potentially too abstract
to be captured in a narrative manner
and that keeping the accounts intact
would be challenging. For this reason,
IPA was chosen over NA.

The flexibility of TA is arguably both
a strength and weakness of the
approach and there are apparent
similarities to IPA, however, the lack
of rigorous philosophical grounding
(that grants flexibility), particularly in
phenomenology and idiography, for a
research question is explicitly focused
on a specific context and experience is
why IPA was chosen over TA.

DA was deemed unsuitable as an
approach, despite Critical Discourse
Analysis’ (CDA) attendance to power
in discourse (see van Dijk, 1995). This
is because DA and CDA typically
look at power through a Foucauldian
and more alethic relativist lens, which
would deny the subjective reality of
participants, thus making it
challenging to answer the research
question. For this reason, DA was
excluded.
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Appendix G1: Steps to develop interview schedule for the empirical paper

Steps to develop interview schedule for the empirical paper

1. An initial set of interview questions driven by the research question were drafted.

2. Topic areas and suitable areas of focus were then identified as well as refining
important contextual questions that could support exploration of topic areas. Three
areas were identified:

i.  Overview of therapy and understanding of power
ii.  Relational (or postmodern) Power in the therapeutic relationship
iii.  Structural power factors outside of therapy that affect the relationship

3. These topics and related questions were then sequenced in a logical order so that
sensitive topics approached at a point in the interview where less challenging topics
have been discussed previously and so rapport had time to develop.

4. Open questions were generated in line with identified topics. Any questions that were
loaded or leading were eliminated. Openly phrased prompts and probes were also
developed at this point for the more complex or abstract questions.

5. The developed questions were then discussed with all members of the team and
examined in relation to utility and the research question, as well to check that
assumptions of the researcher were not unduly impacting on the guide.

6. Following this the host trust’s People Participation group was approached to recruit
participants (who were paid for their participation with a £10 Amazon voucher, as per
Trust policy) to support further development, refinement, and additional insight. This
was done in an hour consultation with an expert by experience.

7. The schedule was then piloted with a colleague of the author to check for flow and

relevance.
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Appendix H1: Ethical considerations summary for the empirical paper

Ethical considerations summary for the empirical paper

Consent

Participant information and consent sheets were developed using templates from the
Health Research Authority (2017) and guidance from the General Data Protection Regulation
(European Union, 2017) was used. These can be found in appendix O, P and Q. Participant
information sheets and consent forms were sent by email 72 hours prior to the contact to
discuss consent. The researcher took care to make sure all information provided was
understood and that ample opportunities to ask questions were provided, as well as frequent
reminders of the right to withdraw.

During the telephone call to discuss the research and to gain consent, verbal consent
was gained. Following this, the participant was offered the opportunity to provide written
consent electronically (via online Qualtrics Survey). The interview did not proceed until
written or electronic consent was obtained. Capacity to consent was initially assumed as
participants are over 18 years old, however, the initial telephone discussion allowed for
capacity to be assessed according to the Mental Capacity Act (2005). All participants had

capacity to consent to taking part in the research.

Confidentiality

The minimum amount of identifiable information was collected and access to this was
restricted to the research team. This included, names, dates of birth, contact addresses,
telephone numbers, and email addresses. Other non-identifiable demographic information
was collected but participants had the right not to provide this information. All information

was provided electronically but systems were in place if participants wanted to provide paper
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information. All paper notes were stored securely in a locked filing cabinet according to Trust
and university policy and electronic data was data stored on an encrypted memory stick or
NHS encrypted laptop. Participant’s contact details and identifiable information were stored
on a secure Trust issued laptop, which was password protected. Interview data was kept on a
password protected computer and immediately anonymised after transcription.

The author was responsible for the transcription of the interviews. Interviews were
conducted over a secure video link and recorded on to an encrypted recording device.
Published data, including interview quotes, was anonymised as to be unidentifiable.

Confidentiality was assumed, however, this would have been overridden if
researchers were significantly concerned about risk (British Psychological Society, BPS,
2014). This was not necessary in this study, but protocols for managing this can be found in
appendix I and R.

Due to contacts being conducted remotely by phone or video link the researcher was
in a private office either on a trust site or at home. Participants were encouraged to choose a
private and quiet location for the interview.

To contextualise some of the structural power operations within the therapeutic
relationship, participants were asked to estimate the age, assumed gender, assumed sexuality,
assumed ethnicity and whether they assumed the Clinical Psychologist they saw had a
disability. Participants were not asked the name of the Clinical Psychologist to help them to
speak freely about their experiences. A protocol was in place had the participant raised
concerns around malpractice or risk and can be found in appendix R. No concerns were

raised during interviews.

Coercion
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Coercion was reduced in this study through participants being provided with study
details (through the study literature and website) before deciding whether they provide
consent to be contacted to discuss formal consent. This process was done with consultation

with People Participation Leads (PPLs) in the host trust.

Deception

There was no deception in this project and aims were stated and freely discussed.

Participants were able to ask questions about the research and these were answered openly.

Risk

Risk and participant safety was carefully considered in this study. It was possible that
participants may have found aspects of reflecting on previous incidents of therapy distressing
or upsetting and as such this was considered and discussed with participants prior to consent
being obtained. All participants were offered time and space to discuss any concerns they had
with the researcher during the study. The researcher conducting the interviews was trained
and experienced in listening to distressing information and is aware of processes for
obtaining additional mental health services for service users when required as well as
attending to his own wellbeing through supervisory channels.

Consent was also gained from participants to inform their Lead Care Professional (if
they were still in contact with mental health services) within their care team or their GP of
their involvement in the study as well as providing consent for them to be contacted in the
event that concerns were raised. No concerns were raised throughout the study.

Protocols for managing distress in the interview were developed in collaboration with

the participant prior to the interview as well as additional sources of support. No interviews
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were stopped due to distress. Additional protocols for managing disclosure of risk of harm
were developed in line with trust, national and university guidance, which included utilising
the trust crisis services and emergency services if needed. These are detailed in appendix I.
There were no disclosures of immediate risk from participants.

This project was completed in the context of COVID-19 pandemic in the United
Kingdom. Risks pertaining to the COVID-19 pandemic were considered and reduced in this
study as far as reasonably possible. All contacts with participants and professionals were
undertaken remotely by either email, telephone, or video link. Where possible all consent and
participant information sheets were delivered electronically so as to decrease the risk of viral
transmission through post and exposure to other people (such as going to the post office).

Current local and national guidance was followed at all times.

Burdens

The primary burden for the participant was the amount of time needed to take part in
the informed consent process and the interview, approximately 30 and 90 minutes
respectively. This time was during typical working hours (Monday — Friday, 9am — 5pm) and
may have placed a burden on participants because of potentially needing to organise time off
work or to arrange childcare. Approximately 20 minutes to read the literature about the study
and provide consent to contact was required but was completed at times that suit the
participant.

Participants that took part in the study were gifted an electronic £10 Amazon voucher

for taking part following the interview regardless of whether they withdrew or not.

Debriefing
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Due to the open nature of the research study the participant could ask questions at any
point and following the interview were offered a full debrief of the research. Participants
have also been offered a summary of the research on publication and the opportunity to

discuss this with the author.

Conflicts of interest

The author conducting the research was a Trainee Clinical Psychologist who during
the research was on clinical placement within the host trust. There was a chance that he may
have previously known a participant who applied for the study. A protocol was established
for this and can be viewed as part of the ethics application. Had he had direct clinical contact
with them then they would have been excluded from the study. This did not occur in the
study.

No other potential conflicts of interest were identified.
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Appendix I1: Yardley’s (2000) four principles for qualitative research and their
application to the empirical paper

Yardley’s (2000) four principles for qualitative research and their application to the

empirical paper

Quality was maintained in the empirical paper through adhering to Yardley’s (2000)

principles for qualitative research.

The first is ‘sensitivity to context’, which places importance on contextualising the
research withing the theoretical and empirical literature. Whilst the empirical literature is
scant surrounding experiences of power in therapeutic relationships, there is substantial
theory on power. This thesis has attempted to summarise pertinent aspects of this to ‘set the
scene’ for which experiences of power can be understood within the analysis. The use of a
systematic review as well as additional information in the bridging chapter provide further
context than the empirical paper can offer alone. Furthermore, sensitivity to context has
attempted to be addressed through sensitivity to participants’ perspectives and contexts. The
use of open questions and exploration of socio-cultural contexts of participants in the analysis
supported this. The development of the interview schedule included people with lived
experience of receiving therapy within the NHS (including a member of the supervisory
panel). IPA as an approach with its grounding in idiography and phenomenology naturally is
attentive to context when applied correctly, as such the author sought advice from colleagues

and experts in the approach to support their application of this philosophy.

Secondly ‘commitment and rigour’ was addressed through the researcher, who was
initially a novice in the application of IPA, attending specialised research training as part of
their Doctorate in Clinical Psychology, as well as significant self-study and collaboration
with peers and more qualified researchers and supervisors. IPA whilst being a flexible and

iterative approach has a level of structure that other qualitative methods lack (Braun &
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Clarke, 2013), mostly in thanks to guidance from Smith et al (2012). Supervision was also
used to check plausibility of the analysis. Finally, the author and the supervisory team have
an interest in the topic that goes beyond simply producing a research project and their
experiences and engagement with it reach outside of their academic work. Audit trails were
kept, and each iteration of the analysis was ordered so that development of themes can be

traced and thought process surrounding this.

The third aspect of Yardley’s criteria is ‘transparency and coherence’. Coherence has
been addressed through thorough consideration of the methodological approach and the
underpinning philosophy, as evidenced above, as well as having a transparent account of how
the data was collected as well as the assumptions and experiences of the analyst being clearly
articulated, so that the reader can form their own perspective on accuracy, with reflexive

statements to back this up.

The fourth and final aspect is ‘impact and importance’ and Yardley (2000) explains
that this ‘can only be assessed in relation to the objectives of the analysis, the application it
was intended for, and the community for whom the results were deemed relevant’ (p. 223).
The author has stated the potential applications for service users, Clinical Psychologists,
researchers and policy makers, as well as where the research adds depth to the existing

literature.
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Appendix J1: Analytic process for the empirical paper

Analytic process for empirical paper

1. Transcription - anonymisation and verbatim transcription of interviews into
Microsoft Excel software with comments added to text of notable non-verbal
utterances, pauses and hesitations. During this phase some brief initial notes were
made but primarily this was a procedural step. The data was transcribed before
analysis began.

2. Reading and re-reading - was the initial step where the author became familiar
with the transcript through several read throughs of a single transcript.

3. Initial noting of first transcript — the author then analysed the transcripts line by
line noting the experiential claims of each participant making initial comments
and reflections on the text. Attention was paid to the descriptive, linguistic and
conceptual differences in the text. An exemplar of this can be seen in appendix V.

4. Developing emergent themes — the next step involved the researcher offering
thematic commentary on the initial notes and finding concise ways to explain the
content of initial noting. At this point noting and looking for themes became a
combined and iterative process. The philosophical grounding in hermeneutics
suggests movement between different parts of the text at different analytic stages,
particularly moving between the “particular’ (more commonly notes) and the
whole (themes). This is described by Smith et al. (2012) as the hermeneutic circle.
An exemplar of a this can be seen in appendix V.

5. Searching for connections across themes — themes were then reviewed and
brought together to find convergence and divergence, as well as commonality and
nuance. Analytic devices suggested by Smith et al. (2012), including abstraction,

polarisation, contextualisation, numeration and looking for function of themes,
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supported the ‘dialogue’ between the data, the analysist, and their psychological
knowledge about what this might mean for participants in this context. This
supported the development of a frame that illustrates the relationships between
themes. These collated and developed into individual themes for participants
Appendix W.

After this was completed, the researcher moved on to the next case, repeating the
aforementioned steps until all cases were examined. The experience of immersion
in the preceding data influenced subsequent analyses, therefore careful use of the
reflexive diary and supervision was used to make sure that novel meaning or
interpretation was not lost.

Once all cases were analysed each was individually written up with evidence for
each theme. An example of this can be found in appendix X.

Once all cases were analysed the final step involved drawing themes across all
participants together and creating master themes for the cohort, looking for
potency and connections or disparities between themes, and moving towards a
theoretical conceptualisation of related themes. This was done over a number of
stages and iterations and involved initially extracting all themes and sub themes
from participants into an excel spreadsheet. Firstly all individual themes were
brought together in a spreadsheet (appendix Y), then compared across participants
to look for convergence and divergence, which started the higher order analytic
process (appendix 7).

The analysis included six iterations of the data, which were discussed frequently
in supervision sessions with the research team. These were written up at each
iteration as well as being linked back to the original data in a table (exemplars of

these can be seen in appendix Al & B1). At this point a visual representation of
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the experience was drawn up to support capturing the phenomenological aspects
of the data. This can be seen in appendix C1 and was only used as guide and
scaffold for the analyst to better understand the experience of participants. This
helped to develop the overall superordinate theme in the final analysis as an
analogy of different marbled layers of rock were used. However, this did not
reflect the dynamic nature of the phenomenon and that is how the dynamic
tapestry of power theme was developed as a more fluid, dynamic, and changeable
analogy. Once completed and discussed a further two iterations of the analysis
were completed with the scaffolds of the visual representation removed to expose
the experience of the participants.

Once the final theme and subsidiary themes were developed the author had a final
check on the data (both participant themes and actual interview data) to check the
validity of the interpretations (see appendix D1 for exemplars). Throughout these
steps the development of the themes was discussed in supervision to discuss the
interpretive validity of them and to examine the analyst’s assumptions and the
bridling of these (as far was possible).

Final refinement of the themes occurred during the write up of empirical paper.
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