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Academics wish people to see their work. They want their work to have value in their respective
academic discipline, for it to be noticed and if appropriate, make a meaningful difference to the quality
of people’s life. How work is valued by people varies between subject academic disciplines. For a
discipline such as sport psychology, it is possible for work to have a direct benefit to the popular. The
traditional approach is to publish work in peer refereed academic journals, where the steer is that the
higher the impact factor, the better. An impact factor is after all an indication of engagement with work
from the journal and thus, to some degree, such an argument makes sense. However, it has been
difficult for academics to share their results and findings with the likely users of that work. It is not that
easy to access academic journals, which are typically housed in a university library and online; only the
abstract can be accessed without cost. However, recent developments has seen the rise of open access
journals, some like Psychreg Journal of Psychology (PJP), are open access and free to publish (I take
objection to journals that charge authors to publish, but ask reviewers to review for free), and via social
media (Twitter, Facebook, YouTube, Instagram, etc), a means to share materials to potentially large
audience.
What I discuss in this article is work done regarding promoting my own work for consumption by the
general public in applied sport psychology. I outline a high-profile project we did working with the BBC
Lab UK where, in Olympic year in the UK (BBC, 2012) we developed project that tested the benefits of
engaging in sport psychology training to the masses. The notion that sports competition involves
managing pressure and that athletes learn psychological skills that make them good at handling
pressure is commonly known. Sport offers periodic times when where people not only take sporting
outcomes seriously but also sport psychology as a serious academic discipline. The London 2012
Olympics offered such an opportunity. It is worth noting that a similar opportunity presents itself when
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the England football team participate in a World Cup and consequently, opportunities for public
dissemination arise (e.g. Goal, 2014). From this I go on to reflect on skills learned. I argue that
dissemination of work to a mass audience is achievable via use of social media such as Twitter, where it
is possible to reach large audiences relatively easily and do so with minimum technology.
Our work with BBC Lab UK (BBC, 2012a; Lane et al., 2016) where we developed an online project was a
challenging but highly rewarding piece of work. BBC Lab UK encouraged us to be scientifically
expansive and try to make full use of technology. Given the commonality and intensity of unpleasant
emotions experienced before and during competition, and the value athletes ascribe to emotion
regulation in their preparation, testing different interventions that purport to help emotional control and
improve performance seemed logical (Lane et al., 2012). We designed and tested a relevant research
question; can brief psychological training help perform better? And do emotions changed by using an
intervention make a difference? When designing a BBC Lab UK project, you encouraged to think big, big
in terms of sample size, an ambitious research question and to ensure the quality of experience for
participants is high. Participants should find the work useful, learn something about them, and gain
insightful feedback from their involvement. Previous BBC Lab UK projects such as The Big Personality
Test (BBC, 2009) has been featured on national television. Our project was fronted by multi-medal
winning runner Michael Johnson narrated film clips that introduced sections, delivered psychological
skills training, and gave participants feedback.
Our project took a great deal of planning; planning a research question that had three different strategies
(imagery, self-talk, and if-then planning) and four different foci – outcome goals, process goals, arousal
regulation, and technical advice; giving 12 conditions, and with a control condition, where Michael gave
encouragement to have another go. It was important to control for the belief effect that the intervention
would work. We designed and built a performance task, which was a game where participants needed
to find numbers in sequence from a mixed grid of 36 numbers. The competitive element was enhanced
as players competed against a virtual opponent who was individualised by using their practice round
data. Emotional images were flashed on the screen. Smiling faces were shown if you were ahead of your
opponent, and sad or angry faces were displayed if you were behind your opponent. The project was
accessible online only with participants getting feedback delivered on their test results. A great deal of
the work was designing and proof testing the logic – for example, if you hit this button, what happens
and planning each possible sequence. This was an extensive task - but the background logic was highly
useful to learn. Feedback was organised into different videos where we explained the results, the
concept and offered suggestions; these were pre-written scripts and so participants got personal
coaching from Michael Johnson. Of course, that feedback had to be meaningful, useful and personal.
A powerful video featuring Michael Johnson (BBC, 2012b) was developed to promote the project. The
project was launched on prime time television programme the One Show where Michael co-presented
the project with comedian Ricky Gervais (pilkipediaTV, 2012). As indicator of the potential reach of
online and engagement with mass media, over 20,000 participants engaged with the website on day 1.
Over the course of the next few months, 74,000 different responses were collected. From these, 44,000
went forwards and while this seems a lot missing data, we needed the user to have listened to the
interventions (and so we recorded if this happened – one benefit of online research is that it is possible
to record all key strikes and so we gathered all the data). We knew if the computer had a sound card and
passed the technical test.
We published the paper online via an open-access journal – open access was really important as it was
consistent with the aim of the project to present sport psychology in a meaningful way to the general
public. Since then, over 25,000 people have looked at the article (Lane et al., 2016). This is a huge
number in comparison to other articles I have authored and as I am an editor and on the editorial board
for a couple of journals (and some with good impact factors), this outperforms even the best of them. As
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an academic who wishes to disseminate, this is very pleasing. BBC iWonder made a user site to
showcase the work via a dedicated page (Lane, 2016).
The BBC project was highly resourced and the download and viewing figures show that. However, other
articles published in open access journals on interesting topics have also been highly read. Researchers
wish people to read their work, for their work to have some influence so working on ways to do that is
important. Our BBC Lab UK project was on a topic that courted public interest; doing a research project
on emotions and offering the public a way to engage with sport psychology were well timed. Using this
principle, it is possible to engage the public and offer findings for their interest. Social media offers a
relatively straightforward way of doing this.
My view is that researchers take some responsibility for this work and can be effective with minimal
resources. Over the past few years I have also been using Twitter and other social media platforms to
showcase work and getting some good viewing figures. For example, my Twitter post can receive 15,000
impressions and this is not because I have a large following. Twitter allows you to share your work with
a large audience and by taking lessons learned from the BBC project of a.) writing the work in everyday
language; b.) and making the information as practically relevant as possible; and, c.) make use of large
audiences. Twitter does that easily – our work in the fatigue and the London Marathon in the weeks
leading up to the run is well received. The London marathon, communities such as Marathon Talk, and
UKRunchat will retweet your work if they find it interesting; and their engagement with your tweet is
not based on your qualifications, publications, etc., but on whether what you have produced will make
sense to the audience. The question their editor wishes to answer is whether the audience will find it
useful. Getting into the mind of the user is important; seeing issues form their perspective is crucial and
so writing the work with them in mind has to be the starting point.
A key point stemming from these developments is that researchers can make their work available to
potential users of the research. The research needs have agency that he can do this task and build
planning into the lifecycle of the work. Social media is a gateway to a wider audience. In terms of
resources needed, these do not need to be extensive or expensive. For example, many academics use
PowerPoint and putting your work to a single PowerPoint slide (and use a large font and picture) and
then saving it as a picture file (a save as option in the software) allows you to attach a picture in Twitter;
picture post on Twitter get greater exposure than text (I learned this information from a lecture by
Professor Greg Whyte [Qubit, 2015] where he explained the value of taking a photographer on Comic
Relief challenges such as the Davina McCall challenge where photo tweets associate with £250k of
funds). Many academics have a fall back argument that they do not understand Twitter. While I
admittedly am not a computer wizard, I find it possible to work how and what to do via trial and error,
and the programs are set up so that you do learn this way. Most phones work on this basis – if you
cannot use it without minimal instruction, this is a recipe for the phone not selling well.
We were using simple YouTube video clips, which are not expensive to make to tell people about our
research. For example, we are interested in research into the effects of psychological skills training on
managing fatigue and unpleasant emotions during running and cycling. We packed up our interventions
in short help films. For example, we developed interventions to encourage process focus goals for
running (University of Wolverhampton, 2017a) and cycling (University of Wolverhampton, 2017b).
Given the popularity of indoor cycling (e.g., Zwift.com) we used graphics to product a training video to
help build mental strength. Through simple survey methods such as Survey Monkey, we are able to gain
feedback on these interventions. Through the use online lectures delivered via twitter, we can
disseminate and discuss with large audiences. For example in the week of the London Marathon we ran
workshops for runners (Lane, 2018). The methods replicated what we did with the BBC project in that
we are providing instruction via video, and engagement via responses to self-report measures.
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I argue that online and open access journals offer a route to engage with many audiences. One reason I
am happy to work with journals such as PJP is that it offers a way to disseminate work. It has different
types of outputs including blogposts and podcasts. I do not judge which journal to submit to by its
relative impact factor but a match between the content and range of audiences. As most of my work has
an applied value, the translation to the wider audience is considered.
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The Shared Resource Account of visual working memory defines working memory capacity in terms of a
memory resource shared equally between the items in a memory array. This enables an unlimited
amount of small details to be remembered within visual working memory, naming this type of memory
as qualitative visual working memory. Previous research has suggested that people can store multiple
items within qualitative memory, including the storage of precise details, such as the size of a shape or
the exact hue (colour) of an object. One question remains from this research, as to how small these
changes in visual working memory can be and how the precise nature of visual working memory can be
measured when visual elements such as colour are not used. The aim of the current research, therefore,
was to produce an updated qualitative visual working memory task, in the hope of reducing working
memory errors and to investigate the degree to which people can accurately remember the small,
qualitative features, such as the size of a shape in memory. Researchers implemented a qualitative
change detection task which asked participants to identify whether a shape size had changed, with size
changes ranging from 5% to 25% in size change. Results demonstrated that people could detect size
changes of all types, however ceiling effect were presented for the 25% size changes. This has enabled
researchers to question whether 25% is really a small change in visual memory or whether this is more
of a categorical, quantitative change. Results of the current study were discussed in terms of the Shared
Resource Account to qualitative visual working memory and suggestions of future task use were
discussed.
Keywords: memory, memory resource, memory task, visual working memory, working memory
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BACKGROUND
The Shared Resource Model (Bays, Catalao, & Husain, 2009) contrasts the more quantitative based
Discrete Slot Model (Luck & Vogel, 1997) by focusing upon the resolution of the representations within
working memory as well as the number of items that could be stored. The model defines working
memory capacity in terms of the precision of the stored representations and proposes that there is no
upper limit to the amount of items that can be stored. This is because a memory resource is shared
equally between all ‘to-be’ remembered items (Bays & Husain, 2008). The Shared Resource Model has
been investigated using small changes in visual arrays including features such as size, location, and
orientation as these aspects can be measured with very fine precision.
Awh Barton and Vogel (2007) investigated qualitative change detection tasks from a different
perspective. Researchers here suggested that it is not just recall precision alone which can decline with
small changes in stimuli, but also errors known as comparison errors can increase causing the decline in
working memory capacity. In their experiment, Awh et al. (2007) asked participants to view shaded
cubes, random polygons, Chinese characters and coloured squares, all of which were seen to have a
different levels of complexity. Performance was assessed when participants had to detect changes
between both similar and non-similar stimuli. Similar stimuli consisted of changes that occurred within
the same type of stimuli, for example a Chinese character changed to another Chinese character. Nonsimilar changes were changes that were detected between the types of stimuli, for example if a square
changed to a Chinese character. High sample-test similarity, in particular between the same category
items, was seen to cause comparison errors in memory as participants would make error judgements
when trying to retrieve the highlighted item from memory. For the creation of the current change
detection task, the possibility of comparison errors with multiple array sizes needs to be considered.
Another way of assessing the qualitative aspects of working memory is to look at the detection of precise
details of the representation presented. Zhang and Luck (2008) used a colour wheel paradigm which
enabled participants to point to the exact colour they recalled. A wheel meant that precision was
measured by the difference between the encoding colour and the colour that was recalled by the
participant. Results demonstrated that the precision of working memory declined from set size 3 to set
size 6 suggesting that at set size 6, all items are stored but with a smaller amount of the resource. Zhang
and Luck (2008) incorporated both the Shared Resource model and the Discrete Slot Model as an
explanation for results, suggesting that memory capacity consisted of a small set of discrete fixedresolution representations, where each slot is allocated the same amount of resource.
In a different visual working memory context, Scolari, Vogel and Awh (2008) used a change detection
task to assess both qualitative and quantitative changes in stimuli, in relation to perceptual expertise.
Researchers, here used images of upright faces, inverted faces and shaded cubes which were divided
into two categories – a within condition (same category) and a between condition (different categories).
These enabled researchers to look at the difference of both small within category changes and large
between category changes. Results suggested that perceptual expertise and prior knowledge of the
stimuli enhances the resolution of working memory but not the number of items stored, again suggesting
a dynamically distributed resource. Scolari et al. (2008) suggested that because the K-Capacity scores
for the within category conditions were lower than the between categories, this could suggest
comparison errors between the stored and retrieved stimuli, for example, the comparison errors as
previously suggested by Awh et al. (2007).
Phillips and Hamilton (2001), Thompson et al. (2006) and also Hamilton (2013) had previously
suggested a contrasting way of measuring small qualitative changes in mnemonic stimuli, and this is a
key study regarding the development of the current qualitative memory investigation. Although this
discussion was related to the developmental fractionation within working memory, a qualitative task
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labelled the Size Just Noticeable Differences task was used to assess the smaller changes in visual
arrays. For this task, participants are shown an encoding square which then disappears for a specified
maintenance interval. At retrieval, another square is presented and participants have to decide if this
square is bigger, smaller or whether there has been no change compared to the first square previously
shown at encoding. As this task assesses qualitative changes, the difference in changes can range from
5% to 25% in size.
Thompson et al. (2006) used the size JND task within a clinical context to show that the task can be used
to assess visual working memory. They investigated the memory resources, associated with the size
JND, using participants with euthymic bipolar disorder. It was concluded that the size JND was a good
measure of pure visual working memory, due to the high correlations with the Visual Patterns Test and
concurrent lack of correlation with executive measures of working memory. This suggested that the size
JND task potentially uses visual memory resources only and therefore this could be used to assess visual
working memory where high resolution representation was required (see also Dean, Dewhurst, &
Whittaker, 2008; Dent, 2010; and McConnell & Quinn, 2004).
Bae and Flombaum (2013) also assessed visual working memory efficacy in maintaining high fidelity
representations. They used a simple change detection paradigm (similar to Luck and Vogel, 1997), but as
well as assessing colour changes, they assessed size changes of circles and triangles. The qualitative
size change detection tasks allowed researchers to manipulate the stimuli to show small changes, such
as a 10% increase or decrease in shape area. From this investigation, it was found that even changing
the array size from 1 to 2 items could decrease performance in working memory, therefore any larger
array sizes may not be useful to use. For the current thesis, only array sizes 1 and 2 will be used as they
demonstrate the most appropriate complexity and task demands. The decrease in performance from
array size 1 to array size 2 suggests that the Shared Resource Model (Bays et al., 2009) to be an
alternative view to discrete slot accounts. The Discrete Slot Model (Luck & Vogel, 1997) would suggest
no array size differences between array size 1 and 2, indicating that the current results cannot be
explained by this approach. The Shared Resource Model is a more appropriate explanation as this
approach suggests decreases in performance even at lower array sizes due to the decrease in the
amount of resource allocated to each item (meaning a less precise representation is stored).
Bae and Flombaum (2013) used a set size of 2 which contained two objects having either the same of
different integral features (i.e., features that can be manipulated independently but are not perceived
independently). By assessing the contribution of integral features they could assess performance when
correspondence errors occurred. Unlike with the comparison errors of Awh et al. (2007),
correspondence errors refer to the similarity of two items in an encoding array. The comparison errors
from Awh et al. (2007) refer to the similarity between the encoding and retrieval stimuli. As it was
discovered that shapes with similar integral features caused more correspondence errors, different
shapes were used (e.g., one circle and one triangle) to eliminate any possibility of correspondence errors
in the retrieval phase when completing qualitative working memory tasks.
Bae and Flombaum (2013) concluded that a shared resource model was the most appropriate model to
discuss qualitative changes in the stimuli. If a slot model had been accountable then all items in both
size 1 and size 2 array would have been remembered with nearly 100% accuracy as working memory
capacity is seen as approximately 3 to 4 items (Luck and Vogel, 1997). As this was not the case, and
memory performance of the 1 and 2 items was different, shared resource accounts can be used to explain
the storage of the fine grained details.
The aim of the current investigation is to develop the qualitative change detection task and assess
performance of this paradigm to see if performance levels are changed using array sizes 1 and 2. It is
aimed to use the shape stimuli in order to determine which change sizes would give a performance of
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close to 75–80% and thus avoiding floor and ceiling effects. The paradigms from Thompson et al.
(2006), Hamilton (2013) and also Bae and Flombaum (2013) will be combined. The size of the shapes
will be assessed using a similar task to that of Bae and Flombaum (2013); however, the size changes will
be taken from Hamilton (2013) and Thompson et al. (2006). Participants will be shown an encoding
array of 1 or 2 shapes and will have to decide if a retrieval single shape is either bigger or smaller than its
equivalent shape in the memory array. Two different maintenance intervals will be used. Within the
current research study 1 will use a 900 millisecond maintenance interval. Study 2, however, will use an
extended 4000 millisecond maintenance interval to look at any effect of the extended maintenance
interval as this interval.
In each array size of 2, different shapes (circles, squares, and triangles) will be used to reduce
correspondence errors as suggested by Awh et al. (2007) and also by Bae and Flombaum (2013). As size
can be measured to the nearest percentage change, this will be used to assess the ability to represent
and maintain in short term memory small continuous or qualitative changes. Researchers also would
like to discover if any differences are present between the original 900ms maintenance interval of Bae
and Flombaum (2013) and a longer maintenance interval of 4000ms.
Due to the results of previous research, it is predicted that:
1.) There will be a difference in performance associated with the array size, 1 shape versus 2
shape stimuli in the memory array, with array size 2 having a low accuracy.
2.) In addition it is predicted that performance will show decline in the longer maintenance
study (2), for the 4000ms interval in comparison to the shorter 900ms interval of study 1.
METHOD
The methods for study 1 and 2 were the same except study 1 used a 900ms maintenance interval and
study 2 used a 4000ms maintenance interval within the change detection protocol.
Design
In both study 1 and 2, a 2 x 5 repeated measures design was used as all participants took part in all
experimental conditions. Factor 1 was array size consisting of two levels – array size 1 and array size 2.
Factor 2 was percentage change consisting of 5 levels – 25%, 20%, 15%, 10%, and 5% change.
Participants
A total of 14 participants (7 males and 7 females, with a mean age of 30 and a standard deviation of 6.77)
took part in study 1. A total of 10 participants took part in study 2 (7 females and 3 males, with a mean
age of 27 and a standard deviation of 5.23). Participants were from the North East of England and had no
condition of colour blindness or photosensitive epilepsy.
Materials
Perceptual task (paper-based). In order to familiarise themselves with the change detection protocol
and to additionally include a perceptual screen, the participants were initially given a perceptual size
detection task. This paper-based task contained images of pairs of squares and participants had to
decide if the pairs of squares were the same or different in size. For each percentage change, 10 pairs of
squares were shown and participants could work through the task at their own pace.
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Participants had to score at least 70% correct on the perceptual task to progress onto the computerbased tasks so that floor effects were avoided. No statistical analyses were conducted on these paper
tasks as scoring was only used to exclude people who did not score above the 70% needed for the
computerised task.
Qualitative size change detection tasks. There were three qualitative change detection components
presented to participants which assessed size changes in visual arrays. The practice task (first task)
consisted of only 12 trials and scores were not used during any analysis procedure as this was purely for
participants practice purposes. The second task (experimental task) included trials for array size 1.
These were presented in 3 blocks, with each block containing 24 trials of squares, circles or triangles.
For each block there were 2 trials containing 25% changes, 2 trials containing 20% changes, 4 trials
containing 15% changes, 8 trials containing 10% changes and 8 trials containing 5% changes.
The third task (experimental task) included trials for array size 2. These were presented in 3 blocks in
this task with each block containing 24 trials of squares, circles, or triangles. For each block there were 2
trials containing 25% changes, 2 trials containing 20% changes, 4 trials containing 15% changes, 8
trials containing 10% changes, and 8 trials containing 5% changes. Researchers decided not to
counterbalance the administration of array sizes 1 and 2 due to the task difficulty. It was required that
participants understood the task and therefore array size 1 was given to the participant before the more
challenging array size 2. Please see Figure 1 for an example of this task. The total score for each
experimental task could be 72.

Figure 1. An example of one trial containing the shape stimuli.
Trials for Study 1. Each trial consisted of the presentation of an encoding array of either 1 or 2 shapes,
presented for 500 milliseconds on a computer screen. For both array size 1 and 2, the location of the
encoding shapes was randomly allocated to one of eight possible locations around a circular location. A
maintenance array was then presented for 900 milliseconds and this contained one central cross. A
single central probe retrieval array was presented for 3,000 milliseconds or until the participant pressed
the appropriate response key on the keyboard. Participants had to press ‘p’ if the shape was bigger and
‘q’ if the shape was smaller than the corresponding one in the encoding or memory array.
Trials for Study 2. The trials for study 2 were the same as study 1 except the maintenance interval was
extended to 4000 milliseconds.
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Procedure for both Study 1 and 2. The procedure for study 1 and study 2 were identical except for the
increase in a maintenance interval during study 2b.
The current investigation was ethically approved by the University Health and Life Sciences Ethics
Committee. The total testing session lasted 30 minutes per participant. Information sheet and consent
forms were given to participants before the investigation began. The size change detection task was
fully explained to participants before the testing phase began.
Before any computer testing began, participants were given the perceptual, paper-based size detection
task containing images of squares that varied in size. Participants had to identify whether these pairs of
squares were the same size or different. This was then checked by the researcher to ensure the
instructions of the task were fully understood. Any participant who did not complete this perceptual
task to the criterion level did not take part in the computer task.
Participants were then asked to work through three computer task themselves, pressing the appropriate
keys on the keyboard when prompted. When the practice task and first array task was finished, the
researcher opened the next programme ready for completion by participants. The aim of each task was
to identify if the centrally located probe stimulus was larger or smaller than its equivalent shape in the
memory array.
When testing was completed, participants were notified on screen and were asked to wait for further
instructions from the researcher. At this point testing had finished and participants were fully debriefed,
including a reminder of the right to withdraw and how to contact the researcher if needed.
Scoring of each qualitative change detection task. As each experimental testing block contained 24 trials
of different size changes, 1 point was given for a correct score and a score of 0 was given for an incorrect
score. Performance levels were calculated for each percentage change to standardise the scoring. This
allowed a comparison between the different percentage changes to take place as each percentage
change had a different amount of trials. A total score of 72 could be given for each experimental task of
array size 1 and array size 2.
RESULTS
A simple analysis was first conducted using the data. Any data which was seen at chance level (below
50% performance) was not used during the analysis stage.
Performance levels were calculated for each percentage change (overall) so that comparisons could be
made between the 5% changes and the 25% change. Please see Table 1 for the means of each
percentage change which also indicate ceiling effects for percentage changes of 25% and 20%.
Where post hoc analyses were needed for a main effect given from an ANOVA, the Bonferroni function
within the ANOVA SPSS analysis was used which automatically adjusts the alpha level accordingly.
When following-up an interaction effect, this Bonferroni function was not used and instead, paired
samples t-tests were conducted with the appropriately adjusted p values for each correction (for
example, alpha/number of hypotheses tested).
A 2 (array size) x 5 (percentage change) repeated measures ANOVA was applied to the data,
demonstrating a significant main effect of array size, F (1,13 ) = 22.410, p < .001, partial η² = .633. A
significant main effect of percentage change, F(4,10)= 29.712, p <. 001, partial η² = .922
Bonferroni post hoc analyses revealed significant differences between the percentage changes of 25%
and 15% (p = .015) and 25% and 5% (p < .001), with the 25% condition scoring higher of 95.14 in
comparison to the 15% condition (with a mean of 85.32) and the 5% condition (with a mean of 78.39).
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No interaction was found between percentage change and array size, F(4,10) = .391, p = .810, partial η² =
.135
Table 1
Performance Levels of Percentage Change for Array Size 1 and Array Size 2 in Study 1 (900
Millisecond Maintenance Interval)
Array Size 1
25%
20%
15%
10%
5%
Total

Array Size 2

Total

M

SD

M

SD

M

SD

97.60
95.14
89.86
88.36
82.71
90.72

6.17
10.39
13.61
9.30
11.60
7.62

92.71
90.29
80.79
82.36
74.07
84.04

10.99
12.85
8.37
10.75
12.43
6.84

95.14
92.71
85.32
85.35
78.39

7.23
10.46
6.90
9.36
10.81

Study 2 (4000ms maintenance interval). A simple analysis was first conducted using the data. Any data
which was seen at chance level (below 50% performance) was not used during the analysis stage.
Performance levels were calculated for each percentage change (overall) so that comparisons could be
made between the 5% changes and the 25% change. Please see Table 2 for the means of each
percentage change.
Table 2
Performance Levels of Percentage Change for Array Size 1 and Array Size 2 in Study 2 (4,000
Millisecond Maintenance Interval)
Array Size 1
25%
20%
15%
10%
5%
Total

Array Size 2

Total

M

SD

M

SD

M

SD

93.30
93.30
94.20
89.70
86.50
91.40

16.12
11.63
10.42
8.68
11.30
9.18

95.00
90.00
79.80
83.10
75.80
84.74

11.20
21.08
5.59
13.65
6.75
9.33

94.15
91.65
87.00
86.40
81.15

13.61
12.44
7.85
9.74
7.94

A 2 (array size) x 5 (percentage change) repeated measures ANOVA was applied to the data,
demonstrating a significant main effect of array size, F(1,9) = 19.348, p = .002, partial η² =.683. Array size
2 (M = 84.7, SD = 9.33) was less accurately performed than array size 1 (M = 91.4, SD = 9.18). No main
effect of percentage change, F(4,6) = 3.845, p = .070, partial η² = .719. An interaction between array size
and percentage change was found, F(4,6) = 21.240, p = .001, partial η² = .934
To follow-up the significant interaction of array size and percentage change, two repeated measures
ANOVAs were conducted to look at any differences between the larger array sizes (25% and 20%) and
smaller array sizes (15%, 10% and 5%).
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A 2 (percentage change: 25%, 20%) x 2 (array size: 1 and 2) was conducted to look at any effects of the
larger changes. Results revealed no effects of array size, F(1,9) = .056, p = .818, partial η² = .006 and no
effects of percentage change, F(1,9) = .446, p =. 521, partial η² = .047. No interaction of array size and
percentage change was present, F(1,9) = .367, p = .560, partial η² = .039
A 3 (percentage change: 15%, 10%, 5%) x 2 (array size: 1 and 2) was conducted to look at any effects of
the smaller changes. Results revealed a significant main effect of array size, F(1,9) = 51.036, p < .001,
partial η² = .850. Array size 1 had a larger mean of 91.40 (SD = 9.18) compared to array size 2 with a
mean of 84.74 (SD = 9.33). A significant main effect of percentage change, F(2,8) = 4.746, p = .044,
partial η² = .543. Bonferroni post hoc analyses revealed that the 10% size change had a higher mean of
86.40 (SD = 9.74) compared to the 5% size change with a mean of 81.15 (SD = 7.94, p = .010).
The interaction between array size and percentage change has been shown to come from the differences
in array size and percentage change with regards to the smaller array sizes whereas no differences are
present with the larger array sizes. Please see Figure 2 for a representation of this interaction.

Figure 2. The interaction between percentage change and array size in study 2b
Study 1 and 2 comparison. To compare the results of study 1 and study 2, a 2(array size) x 5(percentage
change) x 2(maintenance internal) mixed ANOVA was conducted. Both array size and percentage
change were within-subjects’ factors and the maintenance interval was used as a between-subjects’
factor.
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Main effects
Results demonstrated a significant main effect of array size, F(1,22)=35.449, p<.001, partial η²=.617.
Array size 1 had a significantly larger mean of 91.06 compared to the mean of array size 2 of 84.40.
A main effect of percentage change was also found, F(4,19) = 22.475, p < .001, partial η² = .826.
Bonferroni post hoc analyses demonstrated that the 25% change, with a mean performance of 94.64
(SD = 11.40) was significantly larger than the mean performance of the 5% change mean of 79.68 ( SD =
6.73, p < .001). The 20% change, with a mean performance of 92.48 (SD = 10.88) was also significantly
larger than the mean performance of the 5% change (p < .001). The 25% change was shown to have
significantly larger than the mean performance of the 10% change of 85.72 (SD = 12.03, p = .001). The
20% change was significantly larger than the 10% change (p = .014). The 25% change was significantly
larger than the 15% change of 86.13 (SD =1 2.44, p = .004). No main effect of maintenance interval was
found F(1,22) = .045, p = .883, partial η² = .002
Interactions
A significant interaction between array size and percentage change was found, F(4,19) = 3.811, p = .019,
partial η² = .445. Paired samples t-tests were conducted to look at any differences between the
percentage change performance levels of each array size.
Results suggested that there were significant differences between the 15% changes of each array size
t(23) = 3.985, p = .001, the 10% changes of each array size, t(23) = 3.495, p = .002 and also the 5%
changes of each array size t(23) = 4.756, p = <. 001. However, there were no significant differences
between the 25% changes of each array size, t(23) = 1.141, p = .226, and also the 20% changes of each
array size, t(23) = 1.005, p = .325.
The interaction is being caused by the significant differences of the smaller array sizes whereas
opposing results occur with the larger array sizes, presenting no differences. Please see Figure 3 for a
graph of this interaction.
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Figure 3. The interaction between array size and percentage change in the comparison of Study 1 and 2.
DISCUSSION
This current investigation aimed to identify the extent to which array size and maintenance interval
impacted upon change detection performance within a qualitative visual working memory protocol. In
addition, it aimed to establish the parameters for the sizes of changes which would enable performance
to be uninfluenced by floor or ceiling effects in two studies, using a 900 and a 4,000 millisecond
maintenance interval during a qualitative change detection task.
Initially, a 900 millisecond maintenance interval was used to follow the same procedure as Bae and
Flombaum (2013), however, this was then extended to a 4,000 millisecond maintenance interval to
utilise the change detection in a longer context with regards to future studies.
Similar to Bae and Flombaum (2013), when a 900 millisecond maintenance interval was used, the
current investigation found a significant difference between the percentage changes. This suggested that
in both Bae and Flombaum (2013) and in the current study, participants could detect very small changes
(qualitative changes) in shape stimuli. However, one point to note is that Bae and Flombaum (2013) only
had a small increase/decrease of 10% and they did not use stimuli that had very small 5% size changes.
This is where the current study expands on those findings of Bae and Flombaum (2013) and presents
further data to support the detection of small qualitative changes in visual arrays.
The current study also aimed to look at the difference between a 900 millisecond and 4,000 millisecond
maintenance interval and found that the 4,000 millisecond maintenance interval provided participants
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with a time limit that reduced working memory performance, in particular with regards to array size 2.
As Bae and Flombaum (2013) did not use a long 4,000 millisecond maintenance interval, it is difficult to
compare the current findings to Bae and Flombaum (2013) based on the maintenance interval only. It
could be suggested that the interaction between array size and percentage change size reflects the
fundamental distinction between quantitative – categorical (large) change detection representation and
qualitative – high resolution representation within visual short term memory. When the change size is
larger, approaching a categorical level or large change in size, the impact of array size is reduced.
However, when high resolution representation is required in the context of small size changes, then
array is more influential. It should be noted that in these results, even when the stimuli were designed to
minimise comparison errors, performance still declined when array size increased from 1 to 2 items.
Thompson et al. (2006) did use small percentage changes, narrowing these changes to a 6% increase or
decrease in the area of a shape. In their 2006 investigation, researchers used a 4,000 millisecond
maintenance interval to show that the size JND task could work and assess an individual’s visual
memory. Although similar size changes, and a similar maintenance interval was used, the procedure of
the current investigation was slightly different to that of Thompson et al. (2006). Thompson et al. (2006)
only presented participants with one square for the encoding arrays and did not make use of any other
shape. The current investigation used both array size 1 and array size 2, but also presented participants
with a variety of three different shapes.
It could be suggested that the inclusion of two different shapes with a 4,000 millisecond maintenance
interval made the current task more difficult than that of Thompson et al. (2006); 2 shapes would mean
that less memory resource is shared between each shape (item). Thompson et al. (2006) only had 1
shape meaning that the full memory resource was allocated to this one item. Looking from a Bays et al.
(2009) perspective, the current task could be seen as more difficult due to the decreased precision in
memory with the resource being divided between two items. To fully compare the differences between
the current investigation and that of Thompson et al. (2006), a separate study would need to be
conducted looking only at squares with array size 1.
Due to the possible reduction of comparison errors in set size 1 (perspectives proposed by Bae &
Flombaum, 2013), task performance across the 900 millisecond and 4,000 millisecond maintenance
interval may have been similar simply because participants found the task to be too easy. From looking
at the averages, participants did not score remarkably less than 74% across set size 1 in both
maintenance intervals. With regards to the current study, to increase task difficulty, it may be advisable
to have a larger proportion of array size 2 within the change detection procedure if the task is found to
not be demanding upon memory. This would make the change detection task more demanding than
simply just using array size 1.
The decrease in performance from set size 1 to set size 2 does provide support for the Shared Resource
Model (Bays et al., 2009). As there was a decrease in performance, it suggests that although all items are
stored in memory with a given array is presented, more resource was allocated to the single item in set
size 1 compared to the two individual items in set size 2. Contrasting models of working memory
capacity (Luck & Vogel, 1997; Luck & Vogel, 2013) would suggest that both set size 1 and set size 2 are
stored with similar accuracy. These types of slot models would suggest that both set size 1 and set size 2
would not completely fill the 3–4 working memory slots, enabling high accuracy on both set sizes. As
this was not the case, the slot model accounts cannot be used to account for the results of the current
investigation of this qualitative change detection protocol.
A potential limitation consideration of the current investigation could be that the task used a variety of
shapes, instead of just simple squares as used by Phillips and Hamilton (2001) and Thompson et al.,
(2006). The current task was based on the research by Bae and Flombaum (2013) who used a variety of
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shapes, such as triangles, circles and squares, to look at shape size changes and memory errors in visual
arrays. It could be questioned as to whether a similar pattern of results would be found with just using
squares as Phillips and Hamilton (2001) did.
One direction for future research could be to make the current change detection paradigm similar to that
of Phillips and Hamilton (2001). In this research, only squares were used to assess the size changes in
visual arrays, in particular the presentation of one single central square, concluding that small changes
could be detected. This would eliminate the use of 2 shapes/squares, meaning that participants would
only need for focus upon the one item presented.
Although the current change detection task was created to stop potential memory errors such as
correspondence errors, the task unintentionally caused participants to need to use binding abilities
instead (Wheeler & Treisman, 2002), making the task more difficult than intended. As both colour and
shape were used in the qualitative change detection tasks, and participants were unaware as to which
shape would be presented at retrieval, the binding of the shapes and colours had to be conducted in
memory. If participants were informed that the colours of the shapes would not change during the
current task, this could have caused less errors within memory as the size of the shapes only would
have been focused on.
Brown and Brockmole (2010) looked at feature binding in an ageing population, suggesting that binding
errors in memory can occur especially when the attentional load is increased. If this task was contrasted
with a quantitative change detection task, using elements of an interference procedure, differences in
primary task performance could occur. When giving participants a task such as the current qualitative
change detection task (which includes binding) plus an attentionally demanding task such as a
visuospatial interference task (Vergauwe, Barrouillet, & Camos, 2009), this could cause unintentional
errors within memory. Compared to the non-binding quantitative change detection task, the qualitative
change detection task could produce more errors within memory simply based on the fact that the
disruption of the blinding abilities has occurred. In future, it may be useful to use single coloured
shapes (e.g., black), so that the participant does not need to use the binding abilities associated with
colour and shape and, therefore, the possibility of such errors can be reduced.
IMPLICATIONS
After completing study 1 using a 900 millisecond maintenance interval, it was found that participant
could detect size changes as small as a 5% increase or decrease in the size of a shape. It was thought
that the qualitative change detection task sizes of 25%, and to a less extent, 20%, in study 1 may be seen
as not cognitively challenging enough; therefore, in future research, the 25% changes should be
eliminated from the qualitative change detection tasks to increase task difficulty. As previous research
has used a larger and more extended maintenance interval (Brown & Wesley, 2013; Thompson et al.,
2006), it was decided to increase the maintenance interval in the current task so that study 2b was
created. It was found that there was no difference between the percentage changes during the 4,000
millisecond and 900 millisecond conditions.
Ideally, the study aimed to achieve a 75–80% performance level. Clearly, the 25% change performance
level was too high in both maintenance conditions and had to be taken out. It is proposed that if the 25%
change had been used in further investigation, participants would more likely be using categorical
comparison processes during the probe phases.
The present study utilised small changes in stimuli, of as little as 5% bigger and smaller, to demonstrate
that participants could detect small changes within a qualitative change detection task. Combining the

17

Psychreg Journal of Psychology • Volume 2, Number 1 • 2018
Laura Jenkins
900 millisecond and 4,000 millisecond data demonstrated significant differences in the performance
levels of the 25% and 5% changes in shape size.
Results have led researchers to disregard the 25% changes for future studies, due to the ceiling effects
presented with this percentage change. The use of the 4,000 millisecond maintenance interval will
continue within the dual task procedures of study 4 as this interval produced the most appropriate
performance levels (75–80%) which demonstrated that the task was not too easy for participants.
This now provides scope for further research on qualitative change detection protocols and the
implementation of different size changes and maintenance intervals within the tasks. Researchers need
to ensure that the task is purely qualitative and also need to ensure that the maintenance interval is
sufficient to allow the smaller changes to be detected.
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This paper aims to describe Behaviour Change Techniques (BCTs) used within a multi-component
intervention to prevent delirium in older people living in care homes, called Stop Delirium! The
Behaviour Change Technique Taxonomy version 1 (BCTTv1) was used to code and characterise the ‘key
ingredients’ within Stop Delirium!. Four sources of information were examined to identify BCTs used: 1.)
intervention manual; 2.) toolkit; 3.) the delirium resource box; and, 4.) contemporaneous written logs
recorded by staff delivering the intervention in two feasibility studies. Details of BCTs used in each part
of the intervention and whom they were targeting were recorded, as well as the frequency of each
identified BCT. It was revealed that 31.2% of all BCTs described in the BCTTv1 were used in the Stop
Delirium! intervention. The majority of BCTs focused on changing care home staff behaviour through
enhanced education, training, and empowerment. ‘Social support (i.e., practical)’ was the most
frequently occurring BCT. The large number of different BCTs identified within the Stop Delirium!
intervention reflects the complexities of multicomponent interventions. The prominence of social
support and empowerment further emphasises the group and organisational effort required to improve
delirium care. By explicitly identifying and describing the BCTs used in Stop Delirium!, can enhance
standardisation and replicability, and promote intervention fidelity for future trial evaluation and
implementation of a multicomponent intervention to prevent delirium in long-term care.
Keywords: delirium, behaviour change techniques, intervention, older people, care homes
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BACKGROUND
Delirium is defined as a state of impaired attention and cognitive function that develops quickly and
fluctuates in severity (National Institute for Health and Clinical Excellence [NICE], 2010). Delirium
commonly affects older people and is associated with considerable distress (Breitbart, Gibson, &
Tremblay, 2002) and poor outcomes (Siddiqi, House, & Holmes, 2006). The care home population is
changing rapidly, with the average age of residents, prevalence of dementia, and levels of co-morbid
illness all rising (Bowman, Whistler, & Ellerby, 2004; Lindesay, Rockwood, & Rolfson, 2002; Stewart et
al., 2014). This means that residents of care homes are likely to be at increased risk of delirium compared
with the general population (Clegg, Heaven, Young, & Holt, 2014; McCusker et al., 2011; Siddiqi et al.,
2016). However, delirium can be prevented. For instance, multi-component interventions that target
delirium risk factors have been shown to prevent around one-third of delirium episodes in hospitals
(Inouye et al., 1999; Lundstrom et al., 2005; Marcantonio, Flacker, Wright, & Resnick, 2001), and have
been recommended for both hospital and care home settings by national clinical guidelines (British
Geriatrics Society and Royal College of Physicians, 2006; NICE, 2010). However, such multicomponent
interventions, by their very nature, are ‘complex’ (Craig et al., 2008) making implementation and
replication challenging (Victora, Habicht, & Bryce, 2004). Moreover, the evidence base on which to
base recommendations for implementation of delirium prevention interventions in care homes is still
under development (Clegg et al., 2014).
Randomised controlled trials (RCTs) are the ‘gold standard’ to establish the effectiveness of
interventions, be they single component, relatively ‘simple’ interventions or more multifaceted
interventions targeting complex changes in healthcare practice; and meta-analyses of such trial
evidence is accepted to be the highest order of evidence to guide clinical practice (Wells, Williams,
Treweek, Coyle, & Taylor, 2012). Replication, accumulation and application of evidence depend on the
ability to reliably specify the details of the intervention being tested, both for primary research and for
secondary evidence syntheses (Chan et al., 2013; Craig et al., 2008; Neumann et al., 2002; Schulz,
Altman, & Moher, 2010).
Complex interventions have posed considerable challenges to researchers attempting to identify the
mechanisms underpinning their effects and to replicate them. It is only through the systematic
specification of the intervention to isolate its separate techniques, and the subsequent testing of
specific techniques in factorial designs that we can fully evaluate which techniques are effective in
changing health behaviour. For a complex intervention, what is required then is a detailed description
and specification of all the components of which it is comprised, including the key ‘active ingredients’
implicated in changing whichever behaviours are being targeted. Recent advances in behavioural
science permit such detailed identification and description of intervention components, using a
comprehensive classification system with agreed definitions (Davidson et al., 2003; Hoffman et al.,
2014; Michie, Fixsen, Grimshaw, & Eccles, 2009; Proctor, Powell, & McMillen, 2013).
There has been considerable progress in the scientific literature on identification and isolation of the
single components or techniques adopted in interventions to change behaviour. This has resulted in the
development of taxonomies of the individual techniques that are effective in changing the antecedents
of behaviour in health-related behavioural interventions. For example, 'MINDSPACE', an influential
report from the UK's Institute of Government, is intended as a checklist for policymakers of the most
important influences on behaviour (Institute for Government, 2010). The report recognises two systems
by which human behaviour can be influenced – the reflective and the automatic – but it focuses on the
latter and does not attempt to link influences on behaviour with the reflective. An analysis by Michie,
Stralen, and West (2011) also suggests that it lacks coherence. A second example comes from the
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Cochrane Effective Practice and Organisation of Care Review Group (EPOC, 2010) taxonomy. This
broader taxonomy contains a list of strategies, which has been used to categorise intervention content in
systematic reviews (Tricco et al., 2012). The taxonomy includes methods aimed at system level change,
and designed to improve health service delivery and practice. While the EPOC taxonomy helps to
provide a common language, the terms used are not mutually exclusive, and it is limited by broad
categories which include diverse types of interventions at different conceptual levels. Leeman,
Baernholdt, and Sandelowski (2007) linked existing taxonomies with relevant theories (contingency,
diffusion of innovation, and behavioural change theories) to develop a theory-based taxonomy of
methods for implementing change in healthcare practice, with particular attention to nursing. By linking
theory to methods, the taxonomy can be used for matching behaviour change strategies to differences in
the nature and context of the practice change. However, the taxonomy can arguably be critiqued as
‘impoverished’ by a lack of process information and limited description of methods used.
Changing behaviour is challenging but can be more effective if interventions are based on evidencebased principles of behaviour change (Abraham, Kelly, West, & Michie, 2009). It has been argued that
behaviour change interventions based on theory are more effective (Albarracin et al., 2005; Gourlan,
Bernard, & Bortholon, 2014; Ivers et al., 2012; Noar & Zimmerman, 2005) and where theory use is scant,
identifying the intervention functions and behaviour change techniques (BCTs) used can reveal the
implicit theoretical assumptions underpinning interventions (Gardner, Whittington, McAteer, Eccles, &
Michie, 2010). A more recently developed method is to systematically describe and define the ‘key
components’ of a complex intervention and to identify the theory informed BCTs on which they are
based. A BCT is defined as an ‘observable, replicable, and irreducible component of an intervention
designed to alter or redirect causal processes that regulate behaviour, that is, a technique that is
proposed to be an ‚active ingredient‛’ (Michie et al., 2013). Coding for BCTs in interventions can provide
a useful summary of the broad strategies and specific techniques that have been employed (Gardner et
al., 2010).
The last decade has seen the emergence of several comprehensive taxonomies of BCTs that can be used
to classify active ingredients of interventions using agreed definitions. These taxonomies have been
used to improve our understanding of the contents of interventions in a range of health behaviour
contexts, and provide opportunities to synthesise evidence at a BCT level (Abraham and Michie, 2008;
Avery, Flynn, van Wersch, Sniehotta, & Trenell, 2012; Dombrowski et al. 2012; Rodrigues, Sniehotta, &
Araujo-Soares, 2013). Many have been developed and applied to particular behavioural areas focusing
on patient and public physical activity and healthy eating (Michie et al., 2011), alcohol
consumption (Michie et al., 2012), smoking cessation (Michie, Hyder, Walia, & West, 2011), prevention
of sexually transmitted infections (Abraham, Good, Warren, Huedo-Medina, & Johnson, 2011;
Albarracin et al., 2005) and changing professional behaviour (Ivers et al., 2012).
Abraham and Michie (2008) developed the first cross-behaviour BCT taxonomy, building on previous
intervention content analyses (Hardeman, Griffin, Johnston, Kinmonth, & Wareham, 2000). Reliability
was demonstrated by identifying 22 BCTs and 4 BCT packages across 221 intervention descriptions in
papers and manuals. This method has been widely used internationally to report interventions,
synthesize evidence (Araujo-Soares, MacIntyre, MacLennan, & Sniehotta, 2009; Gardner et al., 2010;
Quinn, 2010; Michie, Jochelson, Markham, & Bridle, 2009) and design interventions (Cahill, Moher, &
Lancaster, 2008; Michie, Johnston, Francis, Hardeman, & Eccles 2008). It has also enabled the
specification of professional competences for delivering BCTs (Dixon & Johnston, 2012; Michie,
Churchill, & West 2011), and guidance has also been developed for incorporating BCTs in text-based
interventions (Abraham, 2011).
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More recently, a comprehensive version of the BCT taxonomy has been developed (Behaviour Change
Techniques Taxonomy version 1 [BCTTv1]), which has wider applicability and includes 93 BCTs,
organised into 16 domains (Michie et al., 2013). The BCTTv1 has recently been used to characterise the
active ingredients in trials of implementation interventions for diabetes care (Presseau et al., 2015) and
falls in old age (Vestjens, Kempen, Crutzen, Kok, & Zijlstra, 2015). It has been suggested that the
prospective use of this taxonomy for developing and reporting intervention content would aid in
building a cumulative science of implementation for complex health interventions (Presseau et al.,
2015).
Few delirium interventions have been developed specifically for the care home setting, and to date,
there have been no definitive trials of delirium prevention in long-term care. We recently completed a
feasibility cluster randomised trial of Stop Delirium! in 14 care homes in the UK (Siddiqi et al., 2016).
Stop Delirium! is a multi-component intervention designed to prevent delirium in older people living in
care homes. The intervention is based on the evidence-based for delirium prevention and for changing
professional practice (Inouye et al., 1999; Lundstrom et al., 2005; Marcantonio et al., 2001; Tabet et al.,
2015). It is essentially an enhanced educational package which provides clinical staff with the relevant
skills to identify and target risk factors associated with delirium. Our previous research showed that
Stop Delirium! increases awareness of delirium and self-reported confidence in delirium care in care
home staff (Siddiqi et al., 2011).
This present paper sets out to identify and describe the key components and BCTs used in the Stop
Delirium! intervention and relate them to the BCTTv1 taxonomy for the purpose of increasing
intervention fidelity and standardisation to support future trial implementation (Michie & Abraham,
2004). Such an endeavour is essential if the effectiveness of complex interventions that adopt BCTs is to
be adequately evaluated.
METHODS
The Stop Delirium! intervention has been described in an earlier paper by Siddiqi, Young, Cheater, and
Harding (2008). The intervention was delivered to six care homes over a 10-month period. It aimed to
place measures to identify and modify preventable risk factors in care home residents, make changes to
the physical environment, modify organisational structures that may have a negative effect on delirium,
and promote screening and early identification of delirium. Five key components make up the
intervention: 1.) a specialist delirium practitioner, who trains support care staff to deliver the
intervention and liaises with key professionals working in care homes to embed the intervention in the
wider context of residents' care; 2.) interactive educational sessions, which provide basic information
about delirium; 3.) facilitated working groups of care home staff, which enable staff to implement their
education session learning into the care home; 4.) a delirium champion, who oversees the continuous
implementation of the intervention in the care home and continues to train staff in the absence of the
specialist delirium practitioner; and, 5.) a delirium box, which provides written education materials
aimed at reinforcing learning and the NICE guidelines. The intervention is primarily designed to change
care home staff behaviour, although it also includes written educational materials aimed at residents
and relatives or friends.
An earlier feasibility study reports on the effectiveness of The Stop Delirium! intervention in reducing
the rates of delirium presentation within care homes (Siddiqi et al., 2011). Qualitative and quantitative
data was collected which provided clear insight into the potential impact of the trial and potential
findings. Staff’s self-reported outcome measures showed a decrease in the number of drugs prescribed
from baseline to post-intervention. Additional self-reported data suggested a decrease in residents with
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hospital admission, residents attending A&E, residents with urgent GP consultations, number of falls,
and number of antibiotic prescriptions. Results also suggested an increase in recorded delirium episodes
post-intervention in comparison to baseline. In addition, there was positive improvement postintervention (N = 68), in comparison to baseline (N = 195), in staff confidence regarding their ability to
recognise (75% vs 47.7%), prevent (75% vs 25.1%) and manage (69.1% vs. 34.4%) delirium,
respectively.
Our main objective was to identify the key behaviour change techniques, according to the Behaviour
Change Taxonomy, utilised within the Stop Delirium! intervention.
We examined four data sources for the Stop Delirium! intervention:
1.) The Stop Delirium! intervention manual, which was developed following the initial
development and feasibility study (Siddiqi et al., 2011), and which provides a ‘step by step’ guide
to delivery of the intervention. The manual describes in detail each component that forms the
interventions, as described above, and the competencies of the staff required to deliver the
intervention.
2.) The Stop Delirium! toolkit. This includes guidance on how to use the manual and master copies
of all the written materials and tools used in the intervention.
3.) The delirium box, a resource for care homes, containing a range of educational materials and
reminders. All material within the delirium box formed part of the intervention and was used for
teaching and learning purposes. This included care pathway cards (catheter care, constipation,
dehydration, medication, dying of thirst, environment, good communication, and pain),
information for resident’s leaflet, delirium poster, NICE guidance, delirium checklist, vignette
book (this included case examples of delirium), how would you feel cards, bookmarks, how can
I prevent…? card, and a quiz.
4.) Contemporaneous written logs recorded by delirium practitioners (specialist practitioners who
delivered the Stop Delirium! intervention). Logs were kept in both the earlier intervention
development study (Siddiqi et al., 2011) and the recent feasibility trial (Siddiqi et al., 2016), and
recorded the process and challenges faced by the delirium practitioners in implementation and
delivery of the intervention. The written logs themselves did not form part of the intervention.
They did, however, act as a data source in the form of a diary, as they provided insight into how
the intervention was actually delivered by the delirium practitioner, as opposed to how it
should have been delivered as advised in the manual.
Information was extracted and described in sufficient detail from these four data sources of the
intervention, using the Template for Intervention Description and Replication (TIDieR) checklist
(Hoffman et al., 2014), to allow replication.
Behaviour change techniques coding
A researcher (SM), with no prior knowledge of the Stop Delirium! intervention, systematically examined
the components (delirium practitioner role, working groups, education sessions, delirium box, and
champion), and data sources of the intervention to identify BCTs used, using the definitions and
examples provided in the BCTTv1 coding manual.
A pre-piloted data extraction table was created which detailed: a.) BCTs used in each components of the
intervention; b.) the target for the BCT (care home staff or relatives and friends); c.) the data source; and,
d.) extracts of the evidence on which judgements were made. All 93 BCTs were considered for each of
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the components of the Stop Delirium! intervention. Following coding, Excel software was used to
generate a report of all BCTs coding and their frequency.
Where several examples of evidence for the same BCT were identified, these were grouped to avoid
repetition. Coding of BCTs and themes were checked by a second researcher (NM), who also had no
prior involvement in developing the Stop Delirium! intervention, and independently reviewed the data
sources. Any differences in coding BCTs were noted and discussed with the first researcher to reach
consensus; where consensus could not be reached, a third researcher, who had led the development of
the intervention (NS) was consulted for clarification. NM also assisted with contextualisation of the
themes and BCTs, as reflected in the findings. All researchers involved in this process had previously
completed the recommended online coder training (Wood et al., 2015), and were experienced in using
BCT taxonomies and in intervention development in health psychology.
RESULTS
In line with the NICE (2010) Delirium guidelines, Stop Delirium! targets seven key risk factors for
delirium: confusion, infection, poor mobility, pain, prescribed medication, difficulty hearing or seeing,
and sleep problems. The majority of BCTs (n = 29, 31.2%) identified in the intervention focused on
changing care home staff behaviour to address these risk factors, through enhanced education and
training. Two (2.2%) BCTs (‘shaping knowledge’ and ‘information about health consequences’), also
targeted relatives or friends through materials provided in the delirium box.
Behaviour change techniques identified
In total, 14 of the 16 domains (87.5%) and 29 out of the 93 (31.2%) BCTs listed in the BCTTv1 taxonomy
were identified in the Stop Delirium! intervention. Supplementary File 1 illustrates a comprehensive
overview of the BCTs, target audience, data source, intervention component, and example evidence.
Twenty-five (26.9%) BCTs were identified within the working groups component of the intervention; 16
(17.2%) BCTs were identified within the delirium box; 10 (10.8%) BCTs were identified within education
sessions; two BCTs (2.2%) were identified within the delirium champion component; and five (5.4%)
were identified with the delirium practitioner. Table 1 lists the BCTS identified in each component of the
Stop Delirium! intervention. The delirium practitioner was responsible for delivering the various other
components of the intervention to staff. As such, all of the BCTs identified in the delirium practitioner
part of the intervention, were also present in one or more of the other components. BCTs for this
component were therefore not recorded separately. The BCTs identified within and form the
intervention is a reflection of how the intervention was used to prevent delirium.
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Table 1
Behaviour Change Techniques in Each Component of the Stop Delirium! Intervention
BCT
Domain
1

2

3
4
5
6
7
8
9
10

BCT
1.1 Goal setting
1.2 Problem solving
1.3 Action planning
2.1 Monitoring of behaviour by others without
feedback
2.2 Feedback on behaviour
2.5 Monitoring outcome(s) of behaviour by other
without feedback
2.6 Biofeedback
3.1 Social support (unspecified)
3.2 Social support practical
4.1 Instruction on how to perform a behaviour
4.3 Re-attribution
5.1 Information about health consequences
5.3 Information about social and environmental
consequences
6.1 Demonstration of the behaviour
6.2 Social comparison
7.1 Prompts/cues
7.5 Social comparison
8.1 Behavioural practice/rehearsal
8.2 Behaviour substitution
9.1 Credible source
10.1 Material incentive (behaviour

Working
groups
(n = 25)
x
x
x
x

Education
sessions
(n = 10)
x

Delirium
box
(n = 16)
x
x

x

x

x
x
x
x

x
x
x
x

x
x
x
x
x
x
x
x

x
x
x
x

x

x

x

x

x
x

x
x

Delirium
champion
(n = 2)

Delirium
practitioner
(n = 5)
x
x

x

x
x

x
x
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BCT
Domain
11

12

13
15

10.3 Non-specific reward
BCT
11.1 Pharmacological support
11.3 Conserving mental resources
12.1 Restructuring the physical environment
12.2 Restructuring the social environemnt
12.5 Adding objects to the environment
12.6 Body changes
13.4 Valued self-identity
15.1 Verbal persuaasion about capability

Working
groups
(n = 25)
x
x
x
x
x
x
x
x

x
Education
sessions
(n = 10)

Delirium
box
(n = 16)

x
x
x
x

Delirium
champion
(n = 2)

Delirium
practitioner
(n = 5)
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The most frequently used BCT, common to all components of the intervention, was ‘social support’
(practical). Examples of practical social support were demonstrated within education sessions, where
staff were advised to ‘buddy up’ in between teaching sessions to look out for delirium to facilitate
learning. This BCT was also demonstrated through the working groups’ component of the intervention.
Working groups provided practical social support through peer support to put learning into practice.
Care home staff were advised to aid residents’ sleep by providing warm drinks at bedtime, increase
residents’ nutrition by providing them with the necessary aids they needed to eat, and prevent residents’
pain by using alternative pain relief methods. The delirium box also included guidance on how to
provide practical social support to care home residents. For example, staff were advised to attenuate
disorientation in residents by checking their aids were clean and functional, whilst clearing ear wax
regularly. Staff were also advised to provide clear signs to help navigation, provide safe footwear and
walking aids to prevent environment falls, and to keep jugs and cups of water within reach to promote
hydration. As well as staff, the delirium practitioner also demonstrated the BCT ‘social support’
(practical), by acting as a mentor, and training and supervising the delirium champions to deliver the
Stop Delirium! intervention. As can be seen within complex interventions, the recipient of the behaviour
change technique can vary. In this case, social support was demonstrated at one time by the delirium
practitioner towards the care home staff, and at other times care home staff provided social support to
residents in order to try and reduce their risk of delirium.
There were also four other BCTs commonly used in the intervention:
1.) ‘Social support (unspecified)’ frequently targeted staff within working groups, the delirium box,
and the delirium champion. Learning was encouraged and reinforced through sharing of
knowledge and experiences between staff, whereas delirium champions were designed to help
staff channel their knowledge on residents’ needs in order to address specific risk factors for
delirium.
2.) ‘Information about health consequence’ was demonstrated throughout education sessions,
where information was provided on the negative outcomes of delirium, causes and risk factors,
including personal accounts. In addition, during working groups, care pathway cards were
produced which discussed the risk factors of delirium covering aspects of disorientation, falls,
immobility, sleep deprivation, dehydration, infections, medication, poor nutrition, and pain.
The delirium box also provided information about dehydration for family and friends (among
other risk factors) and discussed why older people are more at risk of delirium, including
causes, consequences and signs of dehydration.
3.) ‘Demonstration of behaviour’ was demonstrated during education sessions where staff were
provided with a ‚personal account of delirium‛ handouts which provided an example of the
symptoms of delirium. During working groups staff were also asked to engage in practical tasks
that promote learning, such as observing their own fluid input/output. Vignette booklets were
provided within the delirium box which described personal experiences of people with
delirium.
4.) Use of ‘prompts/cues’ was also a common BCT used throughout the intervention. Delirium
recognition cards, ‘How can I prevent…’ cards and ‘How would you feel’ bookmarks were used
to help staff recognise delirium. During working groups, items of ‘homework’ were also given to
prompt groups into thinking about delirium risk factors in their own time. A delirium checklist
was also produced which acted as a prompt to help staff screen residents, record observations,
and hand over information between shifts.
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One of the core aspects emphasised within the intervention was the concept of ‘empowerment’; staff
were encouraged to take ownership of the day-to-day practices within care homes. As this was not well
represented in the taxonomy, this concept was coded to the nearest BCTs (‘valued self-identity’ and
‘verbal persuasion about capability’).
The delirium practitioner empowered staff by highlighting the unique position, knowledge and expertise
of staff that can contribute to preventing delirium. The delirium practitioner also ensured staff took
ownership of their proposed ideas for changes to be made in care homes. Table 2 provides additional,
but non-exhaustive, examples of how the behaviour change techniques identified throughout the Stop
Delirium! intervention were demonstrated.
DISCUSSION
The aim of this paper was to identify the behaviour change techniques that formed a complex multifaceted intervention that targeted delirium prevention. We identified just over one-third of all BCTs
described in the BCTTv1 in the Stop Delirium! intervention. Our findings are similar to other studies
(Presseau et al., 2015; Vestjens et al., 2015), which also identified a large number of BCTs within
implementation and complex behaviour change interventions. This reflects the necessary level of
complexity in interventions to change staff behaviour and organisational systems, which require diverse
‘active ingredients’ to generate positive changes in behaviour and improve outcomes. Future delirium
prevention interventions, involving a component of staff and patient behaviour change, could be wellserved to consider incorporating these BCTs given the positive outcomes of the Stop Delirium!
intervention (Siddiqi et al., 2016).
The BCTs relating to the domain ‘social support’ featured significantly in the intervention, as has also
been the case with other multicomponent interventions described in the literature (Presseau et al., 2015;
Vestjens et al., 2015). This is perhaps not surprising; the work required to improve delirium care cannot
be an individual endeavour, but rather requires changes and support at staff group and organisation
level. It could also be relevant that the majority of staff in care home settings do not have professional
qualifications, and have limited influence on decisions about the organisation of care. Social support is
vital for care home staff to be able to make use of any knowledge-giving or training intervention
(Zimmerman et al., 2005).
Information about health consequences is considered an effective behaviour change technique and is
prominent within the behaviour change literature. The Health Belief Model (Hochbaum, 1958;
Rosenstock 1966), for instance, has specified perceived susceptibility and perceived seriousness of a
health consequence as key variables that can shape an individual’s perceived threat of a behaviour,
which in turn can contribute towards actual behaviour change. In the case of the Stop Delirium!
intervention, care home staffs’ perceived risk of delirium was facilitated by providing them with
information about the health consequences of delirium.
Bandura’s Social Learning Theory (Bandura, 1977) provides a strong basis for how the demonstration of
a target behaviour can inspire an individual to imitate such behaviour. Many behaviour change
interventions have been designed around the notion of imitation, or modelling, and have primarily
targeted behaviour change among children (Horne et al., 2004). In the Stop Delirium! intervention, care
home staff were given the opportunity to learn about real-life instances in which delirium had occurred
and the main symptoms to look out for. The inclusion of practical tasks allowed care home staff to learn
about precautionary measures and checks that they ought to take and to get them in that habit of
routine.
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Many instances concerning behaviour change may fail to materialise not because an individual is
averse to adopting a pro-health behaviour, but simply due to forgetfulness. Learning Theory suggests
that repeated exposure to cues and consequences can form habitual behaviours (Blackman, 1974).
Habits are formed when a certain context or cue automatically triggers a particular behaviour (Neal,
Wood, Labrecque, & Lally, 2012). Care home staff behaviour may be enacted in a habitual manner where
routine, rather than reasoning, may be the driving force behind decisions and actions (Bonetti et al. ,
2010). Therefore, the use of prompts and cues as a social stimulus, to constantly remind staff of their
learning and delirium risk factors, can help break old habits where such behaviours did not take place
and shape the basis of new habit formation.
The ‘empowerment’ aspect of the intervention was highly valued by these staff (Siddiqi et al., 2011) and
again speaks of the need to promote and provide care staff additional support, confidence, and skills to
effect change in their environment and practice. Although ‘empowerment’ was a core aspect of the Stop
Delirium! intervention, this was not listed as a BCT in the BCTTv1 (Michie et al., 2013). The research
reports important findings showing that there are additional techniques that should be specified in
addition to the BCTs outlined in the BCTTv1, if we are to fully describe interventions. The researchers
mapped empowerment to the closest BCTs which resembled it: ‘valued self-identity’ and ‘verbal
persuasion about capability’. The BCTTv1 has, to date, provided a common language and definitions for
understanding and classifying behaviour change techniques, as well as informing the design and aiding
accurate replication of future and present complex interventions, respectively. However, the taxonomy
may not capture all pertinent behaviour change techniques. Indeed, the authors suggest that the
taxonomy will continue to be added to, as it is applied to more interventions (Lorencatto, West, &
Seymour, 2011; Michie et al., 2013). To date, research investigating multicomponent interventions to
prevent delirium remains relatively limited. Although we are not proposing that a separate taxonomy be
formulated for delirium care, such as has been formulated for smoking cessation (Michie et al, 2011), we
agree that that taxonomy will need to be expanded to address the range of settings in which
interventions may be implemented, and audiences that BCTs may target. The taxonomy may also
benefit from more comprehensive definitions and guidance for coding BCTs, with particular attention on
items that may have a degree of overlap. This will help promote standardisation of the mapping process
and narrow the possibility of subjective interpretation of BCTs and their respective definition within
delirium practice.
Systematically identifying and describing in detail the components and BCTs in Stop Delirium! using
BCTTv1, can enhance its replicability in future research and promote accurate implementation in
delirium care. Future trial evaluations should include measurement of intervention fidelity in order not
only to establish effectiveness, but also to identify the key techniques that influence outcomes. This will
help establish whether a study reliably and validly implements a clinical intervention. Should an
intervention be found to be effective (or ineffective) in a trial, if fidelity has not been monitored, it will
remain unclear whether the findings are actually due to the intervention or have been influenced by
unintentional inclusion of external factors or omission of intervention components (Cook & Campbell,
1979). Categorising a complex intervention into BCTs helps facilitate understanding of this process as it
makes clear the behaviours targeted, and the techniques used to promote behaviour change. As a next
step, it would be appropriate to develop an intervention fidelity tool to help assess the extent in which
the Stop Delirium! intervention is being carried out as is prescribed and in accordance to the BCTs
identified. Recommendations of factors to consider in developing measures of fidelity have been
outlined in Bellg et al. (2004). The authors have provided a breakdown of fidelity strategies for
monitoring and improving provider training, delivery of treatment, receipt of treatment, and enactment
of treatment skills.
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In addition, these pre-defined behaviour change techniques can also be used as a source of intervention
evaluation within service delivery, where individuals whom the intervention is targeting can rate how
effective they felt each BCT was in helping them change their behaviour and reach the desired outcome.
This would not only be used as a source of feedback for the individual delivering the intervention, but
also feedback about which part of the intervention seemed most effective. Future studies should test
which BCTs are most effective in promoting behaviour change and bringing about desirable behaviours,
which could then, in effect, be used to simplify multicomponent, complex interventions. This would
have a positive impact on the time required to deliver an intervention, and could potentially reduce the
time demanded from care home staff for intervention implementation.
Our research focused on the identification of BCTs rather than mechanisms of change. Future research
should further explore the mechanisms of change in complex health interventions, and identify the
likely candidate mediators. In doing this it will enable the formation of more cost-effective and timeefficient revisions to the intervention, as well as help reduce its complexity so that it is easier to adopt
and implement, which in turn may generate a greater interest in uptake. This would be highly desirable
within care-home practice and delirium care; working within a fast-paced demanding environment,
with irregular hours, reduces care home staff availability to participate in time-consuming
interventions. Considering that delirium is an avoidable and preventable byproduct of poor care for
older people, it is essential to raise awareness among care home managers of the most frequently used
BCTs that have emerged within this intervention so that they can consider adopting this through staff
mentoring and training opportunities. Further implementing interventions should aim to categorise and
make explicitly clear all of the BCTs adopted and coded using taxonomy. Doing this will help promote a
standardised classification system which will enable future replicability of healthcare and delirium
interventions. It will also allow comparisons to be made between different interventions with respect to
the BCTs implemented; this will be considerably useful when conducting systematic reviews and metaanalyses investigating effectiveness of interventions for delirium care, especially considering the
scarcity of trial evaluations. Through the use of the BCTTv1, randomised controlled trials and various
interventions can all speak a common language when relating back to their methods and the techniques
used to modify behaviour. This will reduce the potential for misclassification, misinterpretation and
misrepresentation of similar, but distinctly different, behaviour change approaches.
Our approach to describing the components and BCTs in Stop Delirium! has some limitations. First,
although two researchers independently examined and coded materials from previous studies of the
intervention, no contemporaneous observations of BCTs during intervention delivery were made. Such
post hoc BCT coding is subjective to the coders’ understanding of the intervention protocol, manual and
resources used to deliver the intervention, and reports about its delivery, which may not reliably reflect
practice. More explicit consideration of the target behaviours and mapping of the BCTs that can
influence these prospectively during intervention development, along with contemporaneous
documentation of the BCTs used during delivery would be desirable in future design of delirium
interventions. Second, inter-rater reliability was not assessed between coders before consensus
discussions took place. Third, although both researchers coding for BCTs were independent of the
development of the intervention, a third researcher, who had led the work to design Stop Delirium! was
used to address any discrepancies that could not be resolved through consensus. This may have
influenced objectivity of the process. However, this was in fact only required in three instances.
This research did not seek to investigate which BCTs are the most effective, or active ingredients within
the Stop Delirium! intervention, that significantly prevented delirium. This is an endeavour for future
research. On the other hand, this study did seek to identify the BCTs, or active ingredients, that formed
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this complex intervention. We expect our research to advance knowledge by enhancing the
conceptualisation and operationalisation of delirium interventions, by assessing the uniqueness of the
Stop Delirium! techniques against the behaviour change techniques identified in the most recent BCTTv1
taxonomy. The identification of the specific techniques that make up the Stop Delirium! intervention
will enable researchers to develop studies that may establish which of the techniques, or combination of
techniques, is most effective in changing health behaviour in delirium care. In addition, the
identification of techniques may assist in developing more efficient and parsimonious interventions by
reducing redundancy and focusing on the techniques that are most effective. This will not only assist in
identifying the key techniques, but will also assist delirium researchers and practitioners increase the
efficiency of their interventions (Hardcastle et al., 2015).
CONCLUSION
To our knowledge, this was the first attempt to explore the utility and capacity of using the BCTTv1 to
code an intervention for delirium care. The findings from this study show that it is possible to use a
taxonomy that focuses on behaviour change in this clinical context. This study contributes to the
ongoing emerging evidence demonstrating the reliability and applicability of taxonomy coding methods
in understanding the contents of behaviour change interventions (Michie, Abraham, Whittington,
McAteer, & Gupta 2009; Michie et al., 2012; Siddiqi et al., 2011; West, Walia, Hyder, Shahab, & Michie,
2010). The BCTTv1 is a useful tool for characterising a delirium intervention content in more detail and
offers a promising way forward in identifying and analysing the active ingredients, which are
necessarily complex. A challenge common to studies investigating effectiveness of complex
interventions is the difficulty in identifying which of the many BCTs involved most influence
behavioural outcomes. Identification of these BCTs could lead to simplification of interventions,
improving implementation and reducing costs within delirium care. For research to improve service
delivery for the treatment of delirium there is a need to improve understanding of the BCTs being used,
and to study fidelity to intervention components in process evaluations alongside effectiveness trials in
order to develop streamlined evidence-based interventions. Future delirium intervention research
should routinely include the use of behaviour change taxonomies in development, testing and
implementation of interventions to improve delirium care.
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This study identified differences in somatisation symptoms, psychiatric status, and the relationship
between acculturation and somatisation. It also investigated GP’s (general practitioners) ability to
detect somatisation in primary healthcare setting. A survey was carried out on 207 patients from
Australia, Latin America, Vietnam, and Poland. A demographic questionnaire, an acculturation
questionnaire, the Somatization Scale of the Symptom Checklist-90-Revised (SCL-90-R), the SelfReporting Questionnaire (SRQ), and the Illness Behaviour Questionnaire (IBQ) were administered in the
participants’ respective languages. In addition, GPs completed a brief rating scale with findings from
medical consultation. These results demonstrated that psychosocial status was highly correlated to
somatisation for Australians, Latin Americans, Vietnamese, and Polish. Overall, however, these groups
did not present significant differences in symptoms of somatisation. GPs were generally inaccurate in
detecting psychosocial difficulties and acculturation did not predict levels of somatisation in the three
ethnic groups.
Keywords: acculturation, ethnic groups, primary care, psychiatric disorder, somatisation
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BACKGROUND
The term somatisation has been referred to as the expression of distress through bodily complaints
(Beiser, 1985). Katon, Kleinman and Rosen (1982) defined somatisation as ‘the presentation of physical
symptoms in the absence of organic pathology, or the amplification of physical complaints
accompanying organic disease beyond what can be accounted for by physiology’ (p.130). When placed
in the context of levels of suffering for the somatising patient, and considering its social and cultural
connotations, Kleinman (1986) identified somatisation as ‘the expression of personal and social distress
in an idiom of bodily complaints with medical help-seeking’ (p.235). From another perspective,
Pilowsky (1992) defined somatisation as a ‘defence mechanism involving turning away unacceptable
thoughts and situations towards a focus on physical problems. It seems likely that by being concerned
about physical symptoms, the patient manages to deflect attention from their current predicament.’
(p.216). Patients may endeavour to avoid responsibility for their current problems by somatising, thus
deflecting the overt expression of mental conditions such as depression (Marsella, 1985).
Somatisation is related to various interacting influences, including the patient, the GP (general
practitioner), and the health system (Wickramasekera, 1986). A patient presenting somatic symptoms
may be seeking to avoid expensive treatments by displaying a readily treatable ailment, gaining a clear
physical diagnosis, preventing a psychiatric label and the stigma attached to it and more easily
receiving reimbursement from appropriate medical funds. GPs, on the other hand, may fear ‘missing
something’ in the diagnostic process of somatisers, which can lead to expensive and unnecessary
medical examinations. As a result, GPs tend to conform to the expectations of patients searching for
attention for their somatic complaints.
GPs see a significant number of people with psychiatric disorders who complain of physical problems
(Weich, 1994). Bridges and Goldberg (1985) for instance found that approximately one–third of patients
presenting physical complaints to their GPs met the criteria for psychiatric disorders as established by
the Diagnostic and Statistical Manual of Psychiatric Disorders, version IV (DSM–IV). In studies
conducted in England and Australia, it was estimated that at least 30% of patients attending a medical
practice had psychiatric disorders hidden by somatic presentation (Clarke, Minas & McKenzie, 1991;
Bhatt, Tomenson, & Benjamin, 1989). This evidence indicated that somatic presentation of psychiatric
difficulties in primary healthcare was more common than was often assumed (Gureje, Simon, Ustun, &
Goldberg, 1997)). Indeed, direct psychological presentation of psychiatric problems is now even
considered atypical in primary healthcare settings (Paulley, 1994). Given that GPs are usually the first
health practitioners to have contact with somatisers, it is important to enhance their skills in the
assessment and treatment of somatisation in different cultural groups (Lobo, Garcia-Campayo, Campos,
Marcos, & Perez Echevarria, 1996).
Somatization has frequently been associated with lower socioeconomic and educational levels (Racy,
1980). In addition studies have shown that women present twice the risk of somatization compared to
men (Portegijs, Van Der Horst, Proot, Kraan, Gunther, & Knottnerus, 1996), as do people from urban
backgrounds (Fosu, 1995). Somatisation has been also associated with those who are actively religious;
people with traditional values; and individuals from diverse ethnic backgrounds (Katon, Ries, &
Kleinman, 1984). While some authors indicated that somatisation is not associated with race (Racy,
1980), others such as Schurman, Kramer and Mitchell (1985), found that more non-Caucasians
presented somatic symptoms than Caucasians in the US. Westermeyer, Neider and Callies (1989) found
that strong traditional links such as uses of folk medicine, large family size, older age, and marital
distress were frequently associated with somatic complaints. Craig, Drake, Mills, and Boardman (1994)
found that somatising patients had few skills to cope with stressful events and developed secondary
gains through somatisation. Social stresses such as marital disharmony (Bridges, Goldberg, Evans, &
Sharpe, 1991), and lack of social support played a part in somatisation (Craig et al., 1994). A disturbed
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childhood, with a history of abuse and neglect, can also precipitate somatic presentation of discomfort
and further somatisation in adulthood (Lown & Vega, 2001, Craig et al., 1994).
The claim that somatisation is more prevalent in some cultures than others has been questioned by
several researchers (Cheng, 1989; Kirmayer, 1984; Racy, 1980) who reported that there is insufficient
data to support that claim. In some cultures, however, somatisation maybe diagnosed using another
term such as neurasthenia describing the symptoms of persistent fatigue or weakness following
minimal mental or physical efforts and treated as the somatic counterpart of depression (Lee, 1994). In
other research however, Asians and Latin Americans have been reported to somatise more than
Caucasians (Koss, 1990). Bhatt and colleagues (1989) found that some Asians (particularly Guajaratis
and Urdus) had consistently higher levels of somatisation than Western patients. These groups
presented more symptoms of somatisation, had somatised perception, and over-emphasized physical
health concerns. Cheng (1989) on the other hand, emphasised that somatisation has not been
demonstrated as a unique Asian phenomenon and it seems to be more of a universal expression of
distress across cultures.
The association of somatization with personal distress and depression is consistent with somatisation
in Caucasians from lower socioeconomic status. Caucasians though, tend to articulate their distress in
cognitive terms and thus somatisation is not as prevalent as for other groups (Marsella, 1985). On the
other hand, Asians are more likely to feel ashamed to verbalise feelings of distress, so therefore, it is
easier for them to somatise. Understanding somatisation in ethnic groups has been further complicated
by the inappropriate tendency of grouping together migrants, refugees and some cultural groups such as
Asians without regard to the extensive diversity within different races and subcultures (Kim & Chun,
1993). Difficulties in detection and management could be partially attributed to the difficulty of the
Western mainstream culture in overcoming the limits of an ethnocentric perception.
Somatisation has often been explained as masked depression. Transcultural studies show that
depression is a universal diagnostic category; however, somatic symptoms of depression can vary
across cultures (Ulusahin, Basoglu & Paykel, 1994). Marmanidis, Holme, and Hafner (1994) when
comparing Australian and Greek subjects found that Greeks frequently complained of dizziness,
paraesthesia, and masticatory spasms, whereas, Australians reported higher symptoms of drowsiness,
hypersomnia, and non-refreshing sleep. Greeks presented symptoms related to hyperventilation
whereas Australians reported problems with their sleeping patterns.
The current study was concerned with identifying different patterns of somatisation among three
cultural groups living in Australia. In this instance, Latin American, Vietnamese, and Polish were
selected. These were chosen because they represent three of the largest migrating groups to Australia
i.e., Hispanic, Asian and European. This study sought to identify whether there were any significant
differences in areas such as: (1) the incidence of psychiatric difficulties with somatic presentation; (2)
the relationship between somatisation and acculturation; and, (3) the accuracy of assessment of the
presence of mental disorders by GPs serving these ethnic groups.
The research evidence indicates that Latin Americans somatise their emotional problems more than
other ethnic groups (Escobar, Rubio-Stipec, Canino, & Karno, 1989). Escobar, Burnman, Karno,
Forsysthe, and Golding (1987) found high levels of somatisation in Hispanics with or without
psychiatric disorders in the US. Somatisation for Latin Americans had, according to Koss (1990), a
social connotation, as it resolved conflict encountered at the interpersonal level. Latin American
women in particular somatised more than men (Escobar et al., 1987).
Vietnamese frequently present the classical symptoms of neurasthenia often observed in Chinese
culture when assessed for psychiatric diagnosis (Kleinman, 1986). If neurasthenia is translated into
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Western medical terms, it becomes an equivalent to depression, generalised anxiety disorder and
somatisation disorder (Kim & Chun, 1993). This tendency can be explained in Asian or Western
concepts of medicine where psychological and physical symptoms are presented together (McKelvey &
Webb, 1996). Like other Asians, Vietnamese tend to avoid the socially sanctioned negative connotations
of mental disorder and are therefore, more likely to present somatic symptoms (Chung & Singer, 1995).
Jayasuriya, Sang, and Fielding (1992) noted that there was a higher incidence of schizophrenia among
Eastern Europeans compared to the incidence of this disorder in other ethnic groups and
Australians. This high incidence was more prevalent in the refugee groups such as Polish (Krupinski,
1984). It has been also reported that Polish develop somatisation symptoms as a way of coping with the
isolation and alienation from mainstream society (Johnston, 1988).
METHOD
Participants
A total of 207 participants from Australia, Latin America, Poland, and Vietnam took part in the study.
Responses were came from 47 Australians (all participants were at least fourth generation Australians),
52 Latin Americans, 61 Polish, and 47 Vietnamese. The criteria for inclusion in the study were that
participants are over the age of 18, were attending a GP’s practice, could clearly be identified as
members of one of the above ethnic groups and were currently living in Australia (see Table 1).
About 70% of participants from Australia, Latin America, and Poland were females which is consistent
with previous studies that indicated that females were less reluctant to visit GPs when experiencing
distress (Racy, 1980). It was particularly interesting to note that this did not apply for Vietnamese where
50% of participants were male. Sixty per cent or more of the participants for each group were married.
For the Latin Americans and Vietnamese participants, between 20% to 30% were single. These are
newer groups to Australia and this may explain their higher percentage of single status. Second
generation migrant and refugees still tend to be bounded by parental norms of behaviour even regarding
health issues. This is even more evident with groups such as Latin Americans and Vietnamese who
have settled in Australia only recently (Bankston & Zhou, 1995).
Overall, the youngest population was the Vietnamese, of whom about 38% were between the ages of 18
and 29. Each of the other groups had more than 62% of their population aged 30 years or older. This is
in the direction predicted by previous studies where people older than 30 years old are more likely to
visit GPs with health-related concerns such as somatisation (Racy, 1980). Most of the subjects in each
group had completed high school and many were working towards a university degree, which is not
typical of patients attending GPs. Bridges and colleagues (1991) mentioned that people from lower
education levels are more likely to approach GPs with health concerns of a somatic nature. Along with a
lower education level, however, low income also seems to be associated with somatic concerns. A high
proportion of subjects in each of the four groups were at a low-income level.
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Instruments
Illness Behaviour Questionnaire (IBQ) – The IBQ was developed to assess illness behaviour and
maladaptive views that people have about their health (Pilowsky, Murrell, & Gordon, 1979). It has been
considered a valuable instrument for the assessment of somatising syndromes in several cross-cultural
studies (Paisson & Kaij, 1985) and has been used to help understand the complex connection between
somatisation and abnormal illness behaviour (Chaturvedi & Bhandari, 1989). The IBQ is a 62-item, selfreporting questionnaire that only requires a yes or no answer. A high score in the IBQ would represent a
high level of maladaptive views about health. Pilowsky (1992) assessed test-retest reliability by retesting
subjects between one to twelve weeks following initial testing. The test-retest reliability of the IBQ
expressed as Pearson’s r was 0.89, p < 0.001.
Self-Reporting Questionnaire (SRQ) – The SRQ is a 24-item, self-reporting questionnaire first developed
by Harding and colleagues (1980). It has been constructed as a screening instrument to assess mental
disorders (psychiatric status) in developing countries. The first 20 items of the SRQ attempt to assess
disorders such as phobia, anxiety, and depression. There are also items that assess somatisation, in
view of the fact that somatisation is a frequent presentation of mental disorders in developing
countries. The last four items assess the presence of psychotic symptoms (Harding et al., 1980). The
biserial correlation values between items and total items score of the SRQ are positively correlated. The
sensitivity of the SRQ fluctuates between 73% and 83% and specificity has been placed between 72%
and 85% (El-Rufaie & Absood, 1994). A study by El-Rufaie and Absood in the United Arab Emirates
found that the SRQ could accurately detect minor psychiatric morbidity. The recommended cut-off
score was 5/6 that resulted in sensitivity of 78.3% and specificity of 75%.
The Symptom Check List-90-R (SCL-90-R) – The SCL-90-R is a 90-item self-report symptom inventory
assessing psychological symptoms in clinical and non-clinical populations, first developed by Derogatis
(1994). SCL-90-R items are reported on a five-point scale (0–4) which varies from ‘not at all’ to
‘extremely’. The internal consistency for the somatisation scale of the SCL-90-R has been measured at
0.86 for symptomatic volunteers and 0.88 for psychiatric outpatients. The test–retest reliability over a
one week interval has been measured at 0.68 for symptomatic volunteers and 0.86 for psychiatric
outpatients (Derogatis, 1994). Convergent validity for the somatisation scale is 0.66. The theoretical–
empirical match between Procrustes (P) and Varimax (V) has been found to be almost perfect for the 12
items somatisation sub-test used in this study.
The Acculturation Rating Scale for Mexican Americans (ARSMA) – This scale was first developed to
measure the acculturation process of Mexican Americans from both normal and psychiatric populations
living in the USA (Cuellar, Harris, & Jasso, 1980). Administration of this scale to other Latin-American
groups should be however undertaken with caution (Cuellar, Arnold, & Maldonado, 1994). According to
Cuellar et al. (1980), the ARSMA’s usefulness lies in the fact that it can be given both in Spanish and
English. The 20 questions on the scale are organised along a five-point Likert scale ranging between
Mexican/Spanish to Anglo/English. Internal reliability of the ARSMA has been found to be 0.88, for
normal population and 0.81 for psychiatric population. Test–retest reliability was shown to be 0.72 for
psychiatric population and 0.80 for normal population. Further test–retest reliability over an interval of
a week was 0.96 (Cuellar et al., 1994). The concurrent validity of the ARSMA has been demonstrated to
be 0.89 (Cuellar et al., 1980).
The Suinn–Lew Asian Self-Identity Acculturation Scale (SL–ASIA). – The SL-ASIA is a 21-item scale
modelled on the ARSMA (Suinn, Ahuna, & Khoo, 1992). Like the ARSMA, items are organised on a Likert
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scale of 1 to 5, indicating increasing levels of acculturation. The internal consistency of SL–ASIA has
yielded an alpha coefficient of 0.88 indicating a high level of stability (Suinn, Rickard-Figueroa, Lew, &
Vigil, 1987). Cronbach's alpha coefficient was even higher at 0.91 (Suinn et al., 1992). Suinn and
colleagues measured validity in two ways. Firstly, validity was measured according to whether
individuals belonged to first, second, third generation, or more. An ANOVA was carried out and was
found to indicate highly significant differences (F = 7.20, p < 0.001). Secondly, validity was assessed by
how long people had lived in the US as an indication or measure of acculturation. The results of the
ANOVA were significant (F = 14.26, p < 0.001) with means of total scores in the expected direction (Suinn
et al., 1987).
GPs’ Ratings
GPs working in private practice and experienced working with ethnic groups were asked to rate their
patients immediately after consultation, utilising a questionnaire developed by Bhatt and colleagues
(1989). This questionnaire involved rating patients according to one of three different categories, based
on the GP’s knowledge of each patient on the following: (1) overall diagnosis; (2) physical ratings; and,
(3) psychiatric ratings. In the first category, overall diagnosis, GPs were asked to rate the complaints
presented by patients as follows: ‘only physical’, ‘mainly physical’, and ‘only or mainly psychiatric’. In
the second category, physical ratings, GPs rated whether their patients presented ‘no organic pathology’,
‘possible minor pathology’, or ‘definite organic pathology’. In the third category, psychiatric rating,
patients were rated as presenting ‘no mental disorder’, ‘possible minor disorder’, and ‘definite mental
disorder’.
Procedure
Two Polish, three Spanish, and two Vietnamese speaking GPs participated in this correlational
study. The purpose is to recruit GPs who consulted their patients primarily in their native language.
Primary care sites selected were frequented by ethnic groups participating in this study. Three GPs who
consulted their patients in English were also invited to participate. Following a routine medical
consultation, GPs then invited their patients to participate in this study. Each patient was given an
explanation of the purpose of this study and signed a consent form. All patients responded to the
questionnaire in the GP’s waiting room. All patients attending each GP’s practice were potential
participants in this study regardless of the frequency of their visits, since the purpose of the research
was to obtain as wide as possible representation of typical patients within each ethnic group.
Professional interpreters who were also qualified translators were used to translate all the instruments
used in this study (Bontempo, 1993). Following an earlier work on translation (i.e., Sperber, Devellis &
Boehlecke, 1994), independent professional translators were then asked to re-translate the instruments
back into English. The various additional materials such as consent forms, explanation sheets, and
questionnaires were also presented in each language: English, Spanish, Vietnamese, and Polish.
Design
This study compared four groups: Latin American, Polish, Vietnamese, and Australian. Predictor
variables were acculturation, GP’s recognition of the presence of mental disorders, while the criterion
variable was somatisation.
There were four research hypotheses submitted for analysis. A one-way ANOVA was utilised to
establish whether the differences between groups were greater than the differences within groups. A
Pearson product moment correlation, bivariate correlation was used to assess the relationship between
acculturation and somatisation. A regression analysis was carried out to establish the relationship

44

Psychreg Journal of Psychology • Volume 1, Number 2 • 2018
Hugo M. Gonzales
between psychiatric status (SRQ), and illness behaviour (IBQ). A Pearson correlation was carried out in
order to determine the GP’s accuracy in recognising psychosocial difficulties. The purpose was to
establish an association between GPs’ ratings (dichotomous variable) and SRQ (continuous variable).
Also, one-way ANOVA was performed to establish the relationship between demographic data and
somatisation. Finally, descriptive data on the most frequent somatization symptoms across the four
groups was analysed.
Hypothesis 1 claims that the three ethnic groups will each exhibit higher levels of somatisation than
Australians based on their higher scores on the SCL–90–R somatisation scale. This hypothesis was not
supported. A one-way ANOVA was performed and produced results that were not significant. The Fratio was not significant. F(3,203) <. 01 (see Table 2).
Hypothesis 2 states that poorly acculturated individuals will present more somatic symptoms and that
highly acculturated individuals will present less somatic symptoms. This would be indicated by lower
scores in acculturation as indicated by the ARSMA and the SL–ASIA, and would be associated with
higher somatisation based on scores on the SCL–90–R somatisation scale. This hypothesis was not
supported for ethnic groups participating in this study because the bivariate correlation that was
performed to assess the correlation between acculturation and somatisation was not significant (see
Table 3). In addition, acculturation for the total group did not correlate with somatisation (p = 0.11).
Hypothesis 3 proposes that higher levels of illness behaviour (as shown by the IBQ) will be reflected in
higher scores on psychiatric difficulties (as shown by the SRQ), for the ethnic groups as opposed to the
control group. Likewise, this hypothesis was not confirmed. Psychiatric status as measured by the SRQ
however, strongly predicted the level of illness behaviour (IBQ) in all groups.
Four regression analyses were performed with IBQ scores as the dependent variable and the SRQ scores
as the independent variable (see Table 4). The purpose of this was to establish the extent to which
psychiatric status could predict levels of illness behaviour across the four groups. The SRQ accurately
predicted illness behaviour in Australians, Latin Americans, Vietnamese, and Polish. In each case F
values were significant at the 0.001 level. For the Latin American group, SRQ explained 66% of the
variance in illness behaviour and was highly significant (F = 95.887). For the control group (Australian
sample), SRQ explained 43% of the variance and was highly significant (F = 34.574). For the Polish
group, SRQ explained 25% of the variance on illness behaviour and was highly significant (F = 19.072).
For the Vietnamese group, SRQ explained 45% of the variance on illness behaviour and was highly
significant (F = 37.477).
The t-value indicated that SRQ added to the predictive power of the regression equation for all four
groups. The hypothesis that higher levels of illness behaviour will be reflected in higher scores in the
SRQ and IBQ for some ethnic groups as opposed to others was not confirmed. Psychiatric difficulties
contributed significantly to the prediction of illness behaviour in all groups.
A regression analysis was performed with IBQ scores as the dependent variable, and SRQ scores as the
independent variable. SRQ was used to determine if psychiatric status predicted levels of illness
behaviour. Scores on SRQ were strong predictors of illness behaviour for the entire group. Table 5 shows
the regression analysis and standardised regression. The predictor had significant prediction power, F(1,
203) = 159.800; p < 0.001). The partial t-test indicated that the SRQ had significant power in predicting
illness behaviour. SRQ (psychiatric status) uniquely accounted for 44% of the variance in illness
behaviour. This indicates that predicting the psychiatric status of patients visiting GPs will be reflected
on levels of illness behaviour for all groups.
RESULTS

45

Psychreg Journal of Psychology • Volume 1, Number 2 • 2018
Hugo M. Gonzales
Table 1
Demographic Characteristics
Variables
Gender
Male
Female
Marital status
Married
Single
Divorced
Widowed
Cohabitating
No answer (NA)
Occupation
Employed
Unemployed
Student
House duties
No answer (NA)
Age group
18–29
30–59
60+
No answer (NA)
Education
Primary school
Some secondary
Completed secondary
University degree
No answer (NA)
Income
Less than 10,000 AUD
10,000 AUD – 29,000 AUD
30,000 AUD or more
No answer (NA
Years in Australia
Less than 1 year
1–2 years
3–4 years
5–6 years
7–9 years
More than 9 years
No answer (NA)

Australian
N
%

Latin American
N
%

Polish
N
%

Vietnamese
N
%

12
35

25.50
74.50

15
37

28.8
71.20

22
39

36.10
63.90

27
20

57.40
42.60

34
3
5
1
4
–

72.30
6.40
10.60
2.10
8.50
–

32
11
5
1
2
1

61.50
21.20
9.60
1.90
3.80
1.90

37
5
9
9
1
–

60.70
8.20
14.80
14.80
1.60
–

29
15
NA
1
1
1

61.70
31.90
NA
2.10
2.10
2.10

27
4
1
14
1

57.40
8.50
2.10
29.80
2.10

15
7
7
20
3

28.80
13.50
13.50
38.50
5.70

21
23
3
14
–

34.40
37.70
4.90
23
–

24
9
9
5
–

51.10
19.10
19.10
10.60
–

7
3
7
–

14.90
70.20
14.90
–

6
39
6
1

11.50
75
11.50
2

1
38
22
–

1.60
62.30
36.10
–

18
25
4
–

38.30
53.20
8.50
–

1
17
24
4
1

2.10
36.20
51.10
8.50
2.10

11
8
22
10
1

21.20
15.40
42.30
19.20
1.90

9
10
25
17
–

14.80
16.40
41
27.90
–

1
4
24
18
–

2.10
8.50
51.10
38.30
–

11
20
15
1

23.40
42.60
31.90
2.10

18
29
4
1

34.60
55.80
7.70
1.90

31
18
9
3

50.80
29.50
14.80
4.90

20
15
11
1

42.60
31.90
23.40
2.10

–
–
–
–
–
47
–

–
–
–
–
–
100
–

–
3
14
11
5
19
–

–
5.80
26.90
21.20
9.60
36.50
–

–
–
4
5
10
41
1

–
–
6.60
8.20
16.40
67.20
1.60

3
2
2
8
3
29
–

6.40
4.30
4.30
17
6.40
61.70
–
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Table 2
ANOVA Australian, Latin American, Vietnamese, and Polish Subsets on the SLC–90–R.
Source
SCL–90–R (between groups)
Error (within groups)
*p < .05, **p < .01

df

MS

3
203

11.038
11.126

F
0.992*
–**

Table 3
Correlation of ARSMA or SL–ASIA and SCL–90–R Somatization Scale
Acculturation
Latin American (ARSMA)
Polish (ARSMA)
Vietnamese (SL–ASIA)
Total group

N
52
61
47
160

r
0.21
0.32
0.03
0.11

p
> 0.5
> 0.5
> 0.5
> 0.5

Table 4
Summary of Regression Analysis of Psychiatric Status and Illness Behaviour
SRQ
Latin American
Australian
Polish
Vietnamese

b
0.931
0.908
0.614
0.676

β
0.814
0.659
0.501
0.674

σx
0.095
0.154
0.140
0.110

R2
0.66***
0.434
0.251***
0.454***

*p < 0.005, **p<0.01, ***p<0.001
Table 5
Summary of Regression Analysis of Psychiatric Status and Illness Behaviour
Variable
SRQ

b

σx

Β

0.778

0.615

0.664***

R2 = 0.441, ***p < 0.001
Hypothesis four states that GPs accurately recognised the presence of psychiatric symptoms for
patients with SRQ scores at or above the cut-off of five. This hypothesis was addressed using Pearson
correlation (0.035, p = 0.398). The study results, however, did not support this hypothesis. The GPs
were asked to assign each subject to either physical or psychiatric problems and to rate them
accordingly on the SRQ. GPs participating in this study were only able to reliably recognise the presence
of psychiatric difficulties when scores on the SRQ were higher than eight, which is well above the cut-off
score. More than half of the GPs’ ratings indicated more physical than psychiatric difficulties.
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Demographic data analysis

Somatisation and gender. On the overall sample, females presented with higher levels of somatisation
than males (Females: df = 3, F = 3.04; Males: df = 3, F = .33). For females, ethnic group had a significant
effect on somatisation, whereas for males this was not the case (Females: df = 3, F = .032; Males: df = 3, F
= .807

Somatisation and educational attainment. A one-way ANOVA was performed to establish the

relationship between educational attainment and somatisation across the four groups. When
somatisation was the dependent variable and ethnicity and educational attainment were independent
variables, ethnicity was only significant for the Vietnamese group (df = 3, σ² = 27.9, F = .028). There was
no relationship between educational attainment and somatisation among the other groups. As
educational level increases ethnicity becomes more prominent as a variable in somatisation. However,
it does not reach to the point of being statistically significant.

Descriptive data analysis. The three most common somatic symptoms for Australians were lower back
pain, soreness of muscles, and headaches. Latin Americans hierarchically complained of soreness in
muscles, lower back pain and headaches. Polish complained of lower back pain, soreness of muscles,
and feeling weak in different parts of body. Vietnamese complained of soreness of muscles, feeling of
weakness in various parts of the body, and frequent headaches. The only symptom common across the
four groups was soreness of muscles.
DISCUSSION
This study investigated the patterns and differences of somatisation among Latin Americans,
Vietnamese and Polish living in Australia, and to compare these with an Australian control group. It
also attempted to select and translate questionnaires into the target languages for the purpose of crosscultural research. Additionally, it sought to determine GPs recognition of somatisation. Factors such as
the social composition of each ethnic group, family and social tensions, geographical vicinity, the social
welfare system, along with other factors may explain some of the differences observed in somatisation
between this study and others. These issues highlight the importance of conducting more studies of this
nature in Australia.
The results obtained demonstrated that there appears to be no significant differences in somatisation
among the various groups participating in this study. It was found that ethnic groups appeared to have
no more or no less of a propensity to somatisation than the Australians as demonstrated by the nonsignificant results on the SCL-90-R. Thus Kirmayer’s (1984) views that there were no differences in
somatisation presentation across cultures were corroborated. Similarly, the views that levels of
acculturation will not make any significant difference on levels of somatisation were supported (Cheng,
1989; Kirmayer, 1984; Racy, 1980). These non-significant results may have also been related to the
instruments used to assess ethnic groups. Two of the instruments used to assess somatisation were the
SCL-90-R and the IBQ. The SCL-90-R is a screening instrument that focuses more on the bodily
symptoms while the IBQ refers to the cognitive experience of somatisation. The IBQ has not been used
as widely as the SCL-90-R in cross-cultural studies.
This study attempted to elicit whether a person’s psychiatric status (as measured by SRQ) can be used
to predict somatisation. Psychiatric status was a predictor of somatisation regardless of ethnicity. The
findings of this research support the positive correlation between psychiatric difficulties and
somatization as previously reported by Wittchen and Ahmoi-Essau (1990).
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GPs were generally not accurate in recognising psychiatric problems in patients with somatising
symptoms. In these instances, the diagnostic ratings of GPs did not correspond with the subjects’ scores
on psychiatric difficulties. While this may relate to the nature of GPs’ training i.e., teaching them to
focus more on the physical rather than on the psychiatric, it exposes difficulties for the appropriate
treatment of patients, particularly when a patient has difficulties related to both physical and
psychiatric issues (Ormel, Koeter, Van Den Brink, & Van de Willige, 1991). Their limitations in detecting
psychiatric difficulties in primary care may also be a reflection of the atypical presentation of
psychiatric difficulties (Clarke et al., 1991). Despite lacking formal tools for the assessment of
somatisation, GPs who perform a culturally and psychologically sensitive assessment, can potentially
improve the diagnosis of somatisation (Baughman, 1994). Additionally, a GP’s own ethnic background
has been associated with the accuracy in which they can identify somatising patients (Bhatt et al.,
1989).
This study endeavoured to use existing instruments in cross-cultural settings. Together with existing
screening instruments used for this study, other instruments have been added to the tools for the crosscultural assessment of people in primary care. A specific contribution of this study is the adaptation
and administration of the SRQ and the SCL-90-R to Australian migrant populations from Latin America,
Poland, and Vietnam. This study has contributed by translating and administering the IBQ and
acculturation instruments (ARSMA and SL-ASIA) into Spanish, Vietnamese, and Polish. In spite of a
thorough translation of the instruments, it is possible that some items from scales used may have had a
different meaning for specific groups, thereby affecting their responses such as for the psychotic items
in the SRQ. The significant number of people from ethnic groups responding positively to the psychotic
items in the SRQ confirmed that the SRQ should be administered with caution when used in crosscultural studies (El-Rufaie & Absood, 1994; Harding et al., 1987). It is uncertain if this reflects more
psychotic type behaviour in these groups or lack of validity of these instruments in cross-cultural
settings (Mari & Williams, 1986).
Descriptive data gathered for this study on the most common symptoms of somatisation established
that while people may present similar levels of somatic symptoms, differences arose in the patterns of
these somatic symptoms (Marmanidis et al., 1994). Marsella (1985) argued that assessment of specific
patterns of somatisation symptoms presented by patients needed to be understood within the context of
a particular culture. The three most common symptoms of somatisation for the four groups participating
in this study were soreness of muscles, lower back pain, and headaches. This finding conforms to those
of other studies such as Janca, Isaac, Bennett, and Tacchini (1995) who found that the most recurrent
symptoms of somatisation across cultures were sleep disturbances, tension headaches, back pain,
dizziness, and dyspepsia.
Across the four groups participating in this study, gender was found to be a contributing variable to the
presentation of somatic complaints. This was so regardless of ethnic background. It was demonstrated
that being female predicts somatisation which is in agreement with the findings of Fosu (1995). Overall,
there were a higher number of female participants and this may have resulted in an unbalanced
presentation of somatisation symptoms. It is well documented that women find it less threatening to
access health services seeking help, somatise more, and are more open to admit to psychosocial
difficulties (Gim, Atkinson, & Whiteley, 1990). Other socioeconomic status (SES) variables such as
educational attainment did not predict somatisation, and this contradicts the findings of Portegijs et al.
(1996).
It is necessary to acknowledge in a study of this kind, the possibility of sample bias. In this instance,
subjects were self-selected as they approached their GPs and volunteered to participate in this study. It
thus remains unknown how the somatisation factors of each group relate to that group more broadly.
What is known, however, is that among those of whom we would expect high levels of somatisation,
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ethnicity was not a predictive indicator, neither on their own were factors such as SES, educational
attainment, age, and marital status. In line with findings from the US (Portegijs et al., 1996; Racy, 1980),
however, this study confirmed gender as a possible predictor of somatisation across Latin Americans,
Vietnamese, Polish, and Australians living in Western Australia. Other SES variables such as
educational attainment, age, and marital status did not predict somatisation in this study compared to
the findings of Westermeyer, Neider, and Callies (1989). Future studies may seek to control factors
associated with SES, ethnicity and other variables (Matsuoka, 1993). Prospective studies may also
target larger number of subjects to control differences within groups particularly with Latin Americans
encompassing many different countries, histories, and values.
New educational and treatment packages need to be introduced within the healthcare system to assist
GPs’ interventions with somatising patients. This study strongly stressed the utility of the SRQ as an
instrument to assess psychiatric difficulties by GPs. Considering the cost involved in the care of these
patients, cost effective treatment techniques should be encouraged to avoid chronicity and thus, further
costs to the healthcare system (Spitzer et al., 1994). The effectiveness of these techniques should then
be estimated against overall costs (Groth-Marnat & Edkins, 1996). Controlled intervention techniques
have already been shown to be effective from the point of view of reducing the cost involved in the care
of these patients (Cummings, 1991; Gask, Goldberg, Porter, & Creed, 1989; Klimes, Mayou, Pearce, Coles,
& Fagg, 1990; Lipowsky, 1988; Sharpe, Peveler, & Mayou, 1992). For example, Smith, Rost, and Kashner
(1995) have followed-up somatising patients after delivery of intervention techniques with a reduction
in annual medical care cost of $289 per patient.
In conclusion, this study has found that there are no differences in somatisation among Australians,
Latin Americans, Vietnamese, and Polish; although it has found evidence that some SES variables and
psychiatric status correlate with somatisation. This study has introduced more instruments for
assessment of somatisation and mental health in cross-cultural research. It has also focused on a new,
larger group of migrants settling in Australia. Only future studies will confirm the validity of using these
instruments with these migrants. Future research needs to assess the importance of treatment packages
for somatisation and the value of the relationship between doctor and patient.
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Othering allows an individual to both distance themselves from a reality which they may not feel
resonates with them, and in some instances create a new reality which does. However, it also creates a
space from which anyone perceived as deviating from the standard can be controlled or punished in
subtle ways. Research into this phenomenon, generally comes from the perspective of the marginalised
and oppressed. Less common is research exploring how othering impacts on those in the professional
mainstream. Such research is important due to the power professionals may exert on shaping, and
creating discourses which other individuals then live. Embroiled as it is in the trials, tribulations and
political manoeuvrings of a fledgling discipline seeking to cement its place in society as both high status
profession and ‘science,’ the practice of Australian psychology provides one microcosm in which to
explore this space. Ten registered clinicians were interviewed using Hollway and Jefferson’s method.
Transcripts were read multiple times to identify use of normative terms, what was not said
contradictions, ambiguities, slippages and key themes. It was revealed that professional othering may
be experienced both retrospectively and contemporaneously, with the (new) status quo enforced by the
establishment, peers, and curriculum, albeit in subtle ways. Othering may result in the loss of
historically useful professional knowledge, and may effectively stultify creativity within a profession.
Othering may impact negatively on professional’s access to their guild’s historical knowledge base, and
obfuscate the creation of new practitioner-informed knowledge. Othering may also encourage the
growth of professional hierarchies experienced as a form of personal control.
.
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BACKGROUND
Since its formal inception in 1944, marked by the inaugural meeting of the Australian branch of the
British Psychological Society (Cooke, 2000), Australian psychology has experienced the ongoing trials,
tribulations and political manoeuvrings of a fledgling discipline seeking to cement its place in society as
both a high status profession, and a science (Cooke, 2000; O’Neil, 1987; Shakow, 1965). At a practical
level, recent legislatives changes have extended the financial outlay and study time required by trainee
practitioners seeking professional registration1 (Psychology Board of Australia [PsyBA], 2017). Types of
practitioners are differentiated financially by governing bodies (Australian Psychological Society [APS],
2017), with those completing certain types of master’s programmes, heavily laced with ‘science’
financially-preferred upon graduation, over those electing to study for example counselling. This is
despite evidence showing minimal or no difference between these practitioners in terms of client
outcomes (Pirkis et al., 2010). Clinicians or trainee practitioners seeking endorsement as the more highly
paid ‘clinical specialists’ are required to apply for competitive master’s programmes, with predilection
awarded individuals with first class honours, and scholarly publication (e.g., Macquarie University,
2017). Yet the literature shows traits and skill sets in addition to (or even instead of) academic acumen,
are necessary for positive client outcomes, arguably the mainstay of this professional role (Baldwin,
Wampold, & Imel, 2007; Goldney, Bradley, & Selby, 2017; Slade & Longden, 2015).
More broadly, Western psychology, favours knowledge created within a ‘scientific’ framework, and
informed by the results of randomised controlled trials (RCTs) (APS, 2010; Grenyer, 2017; Goldney et al.,
2017), representing a movement away from the discipline’s philosophical roots, and interest in the
ontology of Being (Cooke, 2000; O’Neil, 1987). Yet some writers both contemporaneously and
historically present such esoteric explorations as fundamental to wellness outcomes (Corcoran, 2009;
Fromm, 1987; Heidegger, 1993). Theoretically, the aetiologies of mental illness proposed by academic
psychologists, are both diverse and incongruous, positioning for example, causation as biomedical
dysfunction occurring within the individual (McNally, 2011; Slade & Longden, 2015), as stemming from
social/political policy and/or income inequity (Wilkinson & Pickett, 2010); or as the expected flow-on of
an experience of oppression (Fanon, 2005; Oliver, 2004).
Australian psychology and othering
The othering literature predicts that individuals exposed to such polarity and contradiction, may
experience conflict and alienation due to externally imposed ‘processes that deny full inclusion and
1

Within Australian psychology, there are currently three legal study pathways, whose successful completion
results in registration. These are the 4+2, and 5+1 internship programmes, and an accredited professional
degree (PsyBA, 2016). Heated discussion exists around these former two pathways because limited
internships are available, and reporting requirements may be experienced as onerous by both the student,
and supervising agency (Palmer, 2015). For example, within the two internship years of the 4+2 programme,
students are required to participate in 1,114 direct client-contact hours, 1670 client-related activities, 176
supervisory hours, and 120 professional development hours (PsyBA, 2015). There are few, if any, paid
positions available to facilitate this pathway, placing students in a bind as to how to support themselves
while seeking registration. Additionally, students are generally expected to pay for their weekly supervision
(two hours per week for a full-time load, and charged at around 150 AUD per hour). The final accredited
professional degree pathway is also the site of marked contention, because psychologists with a clinical
master’s are more likely to be referred to by government agencies or insurance companies (AAPI, 2012). They
also have greater access to a diverse range of jobs (e.g., APS Matters; and job search engines such as Trovit
and My Career) and can access a substantially higher government rebate of 122.15 AUD per session (typically
one hour) compared to all other psychologists who can only claim $83.25 per session back from Medicare
under the Better Access scheme (APS, 2017). The Better Access scene allows individuals to access subsidised
treatment by various medical professionals including psychologists.
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membership’ (Powell & Menendian, 2017), ‘guided by and coupled up with...a public discourse’
(Gulerce, 2014, p.245). The act of othering may then be used by an individual to both distance
themselves from such a subjective reality, which they may not feel resonates with them, and in some
instances create a new reality which does (e.g., Henry, 2003; Laplanche, 2005; Miller, 2008; Rief, 2009;
Robbins, 2014). However, othering may also be used by an institution, to create a space from which
anyone perceived as ‘deviating from the standard’ can be controlled or punished in subtle ways (MullinJackson, 2009, p.1).
Generally research into the experience of othering explores the phenomenon from the perspective of
marginalised and oppressed populations (e.g., Tuhiwai Smith, 2012). However, less common is research
exploring how othering impacts on those in the professional mainstream. Even less common is research
expressly exploring the experience of othering within the profession of Western psychology. However, I
argue such research is important due to the power psychologists may exert on shaping, and creating
discourses around what it means to be mentally well, to be a person, the process of recovery, and what
constitutes effective mental health practice. For example, McNally (2011) highlights the political nature
of some psychopathologies identified according to criteria outlined in varying versions of the American
Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM). He provides the
historical example of homosexuality, initially included in the DSM as an aberration requiring diagnosis
and treatment. Ongoing political activism on behalf of homosexual mental health practitioners saw its
removal in the following DSM. Accordingly, the aim of this study is to provide an in- depth qualitative
exploration of whether clinicians may characterise an othered psychology, whether they portray
themselves as working in a way that differs from this characterisation, and whether such positioning
represents attempts to navigate the larger contradictions in which their profession is embroiled.
METHOD
Due to the paucity of research into this experience, I employed a qualitative approach for this work.
Ethics approval was awarded by Charles Sturt University. I conducted eight semi-structured interviews
with 10 registered psychologists between September 2012 and August 2013 (one focus group with three
participants, and seven individual interviews). Of these, six interviews including the focus group were
conducted face-to-face. One interview was conducted using Skype, and another the phone. To
participate, interviewees needed to be fully-registered and currently practicing psychologists.
Potential interviewees were sourced using ‘snowball’ sampling, and professional networks. The former
approach involves participants introducing the researcher to their connections to find interested
subjects.
Six of the participants (N = 10) were female, and four were male. Their ages ranged from 36 to 61 (M =
47.7, SD = 9.2). Eight participants were registered clinical psychologists, and two were generalists. Their
years practicing within this profession spanned five through to 38 (M = 19.6, SD = 10.7). Clinicians'
cultural background included Anglo (7), Greek (1), European (1), and the cultural background of one has
been removed, to facilitate anonymity. Clinicians practiced across metropolitan Sydney (6), coastal
New South Wales (NSW)(1), rural NSW (1), and Western Australia (1). Clinicians’ theoretical preference
encompassed mindfulness (1); psychodynamic (3); intensive short-term dynamic psychotherapy (1);
eclectic (3); and cognitive behaviour therapy (CBT)(2). The names of all participants have been
converted to pseudonyms.
Procedure
A digital recorder was utilised to record and transcribed each interview. The interviews ranged in length
from 90 to 180 minutes. Participants were advised they were free to end the interview at any time should
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they wish to do so. Additionally, the interview process has been outlined, including the use of silence to
afford participants space to reflect (Hollway & Jefferson, 2013).
The interview commenced with the asking of an open-ended question, ‘What is your experience of
practicing as a psychologist?’ Demographic data was also sought, either at the beginning of the
interview, or at its end. Follow-up information was sought, using the language of the participant. For
example, the interviewer would say, ‘A moment ago you said (comment). Would you be happy to talk a
bit more about that?’
Completed transcripts were emailed to participants, inviting validation, contradiction and comment.
The completed study was also provided to interviewees seeking their feedback. Data were analysed
using the method of Hollway and Jefferson (2013), and included a focus on contradiction, areas of
ambiguity and emerging themes. More specifically, the transcripts were read a minimum of five times to
uncover use of normative terms, what was not said, contradictions, ambiguities, slippages and key
themes. During each reading extensive notes were created, with emerging impressions supported by
substantive quotes. Counter-examples were actively sought-after to minimise confirmation bias and
promote research rigour. Initial analysis was conducted, which was written around themes. Results
were then discussed with the broader research team, who subjected these themes to thorough review
including frequent return to the original interviews to ensure context- driven and accurate conclusions
were reached.
RESULTS
The analysis identified a series of four themes relevant to this paper: 1.) Othering is experienced both
historically and contemporaneously; 2.) The (new) status quo is enforced, albeit in subtle ways, by the
establishment, peers, and educational curriculum; 3.) Othering may result in the loss of historically
useful professional knowledge; and, 4.) Othering may effectively stultify creativity within a profession.
It should be emphasised I make no claim to generalise these results to all clinicians or professions.
However, this research does provide evidence some registered psychological practitioners experience
othering in this manner, and in their professional role. Moreover, the research highlights the oftentimes
conflicting complexities faced by professionals, and the power such pressure can exert on both the
individual and their sense of place, or power within the broader profession. My interest is in seeking to
understand how this may manifest, as opposed to presuming to generalise results across the entirety of
a population. In so highlighting experience, Western psychology may address and reflect on these
dilemmas, and other professions may be afforded insight into areas for further exploration. I will now
outline these themes in detail and then elucidate this conflict.
Othering is experienced both historically and contemporaneously
Anna is a 61-year-old, self-employed, clinical psychologist, with a part-time practice. Anna describes the
current state of Australian psychology as a ‘big schism’, ‘occurring uhm between general psychologists
and the clinical psychologists, and the other postgrad psychs who aren’t being recognised, in terms of
the Medicare stuff’2. However, while the two end products have been a ‘big schism’ for Anna; its
development has a history, spanning decades. She comments, that while ‘[she] did [her] clinical training
back in 1990’ she was aware even then that ‘clinical psychs *were+ favoured’. This is in contrast to her
sense that ‘everyone sort of seemed surprised, you know’, that this was now the case. Her use of the
word ‘favoured’ suggests that Anna, views this discrepancy as being based on institutional bias.

2

Medicare is the Australian health insurance program (Australian Government Department of Health, 2017).
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Anna speaks of how her perception that clinically trained psychologists were ‘favoured...back in 1990’,
influenced her decision regarding ‘what to do for post grad’. She states, ‘*I+ thought, oh no, you know, it’s
probably going to be better career-wise if I do have the clinical ‘cos even then there seemed to have been
um......a ....a. um...realisation that that was ........more ...highly regarded’. Anna presents this ‘realisation’
as being in contrast with her then work focus, which at the time, was ‘organisational psych’. However, it
seems Anna experienced the pressure to ‘have the clinical’ as sufficiently powerful to shift her career
path ‘otherwise you weren’t going to be uhm... you know in in… keeping up, you know...and have the
expertise’. Anna reflects on that choice, commenting, ‘I’m also so grateful that I chose clinical rather
than organisational, although that might have taken me down another path, but I don’t think I would
have enjoyed it as much’. What is unclear here is whether her ‘enjoyment’ was informed by remaining
‘within the fold’ as it were, thereby allowing her access to, for example, the greater financial rewards
and status that working as a clinician offer, as opposed to being required to operate on the fringe.
Having chosen the more ‘highly regarded’ career path, Anna, to all outward appearances, operates
within the ‘favoured’ elements of the ‘schism’. Additionally, with her spoken emphasis on the phrase
‘even then’, Anna may be interpreted as understanding the expectation to practice within this frame as
an even greater force now then it was ‘then...back in 1990’.
Captain (54-year-old, self-employed, clinical psychologist with 33 years practice experience) talks about
the ‘war... in APS between clinical psychologists and non-clinical psychologists; saying that it’s around
money’. Captain presents this ‘war’ as comparable to the historical delineation between psychiatry and
psychology, with the medical title of ‘doctor’ in his recollections, easily trumping qualifications gained
within the latter degree.
Captain defines the ‘entirely arbitrary’ differentiation between registered and clinical practitioners, as
being based on self-interest and varied ‘belief systems’. He presents this differentiation as being
unrelated to ‘science’ (conversely suggesting that this is how it is presented to the profession), and
instead, as a reflection of the fact that (according to him), ‘we can’t stand to be with people who don’t
share our, uhm belief systems’. He presents the case of ‘let’s say CBT’ in contrast to ‘psychodynamic
psychotherapy’, arguing that practitioners who subscribe to one point of view are ‚not going to criticise
the methodology’ of articles which support their team. He comments that ‘we’re not really interested in
empirical outcomes’; ‘you just want to know whether your team is winning’. With these statements,
Captain appears to refer to a predilection within psychology (he uses the all-encompassing pronoun
‘we’) which seeks to present itself as informed by ‘empirical outcomes’, when in fact (according to
Captain), it is actually informed by intergroup (‘team’) rivalry, based on ‘belief systems’, which are
riddled with ‘prejudice’, and motivated by ‘self-interest’. For Captain, this state of affairs is the antithesis
of ‘empiricism’. The suggestion is that this split within the profession is not based on evidence even
though it is presented as such.
The (new) status quo is enforced – albeit in subtle ways
Anna presents the ‘big schism’ in psychology as ‘causing... hardship’ for practitioners who do not work
within its frame, and as ‘favouring’ those who do, which Anna presents primarily as the ‘clinical
psychologists’. Anna articulates that acquiescence to the clinical frame is necessary for ‘keeping up’, and
that it is ‘better career-wise’, because ultimately it is ‘more highly regarded’. Conversely, Anna says
‘hardship’ is experienced by ‘general psychologists... and the other postgrad psychs who aren’t being
recognised, in terms of the Medicare stuff’. Here, ‘hardship’ appears to be understood by Anna as both
financial ‘in terms of the Medicare stuff’ (viz. differential pay scales), and in terms of status, namely that
clinical psychologists are ‘more highly regarded’. Exactly who has made this decree is presented as an
esoteric, albeit divisive (suggested by her choice of the word ‘schism’), generic force which ‘was always
there’.
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However, Anna, despite having chosen the more ‘highly regarded’ career path and thereby operating
within the ‘favoured’ elements of the ‘schism’, provides evidence that she still experiences her practice
as alternative to the edicts of the establishment. She can be seen as having her sense of professional
competence and judgment undermined. As evidence of this claim, Anna describes her approach as ‘a
mishmash, and *she doesn’t+ know whether to be embarrassed about that or not’. Later in the interview,
Anna provides some insight into her experience of ‘embarrassment’, presenting it as coming from
outside her. She states, ‘some people think it (‚sticking to a model and doing it perfectly‛) is important,
and that’s when I think I say I’m a bit embarrassed’. Yet, Anna expresses a sense of conflict around what
she perceives is expected of her versus how much she ‘should’ allow her experience to inform her
practice.
Despite being a practitioner who has enjoyed professional longevity, she states:

I don’t know anymore… how… you know whether you should be sticking to a model and doing
it... perfectly... uhm... or whether... experience actually shows you that… it doesn’t matter what
model you use, what’s important is that you relate effectively with the client, and that they have
a good experience, and that they are finding insights into what’s happening for them.
Here Anna appears to express juxtaposition between her experience of effective practice, which tells her
one thing, and ‘other people’ who according to Anna expect you to ‘stick to a model and do it... perfectly’.
Moreover, with her use of the word ‘should’, according to Brown and Gilligan (1992), Anna may be
understood as referring to a moral voice in psychology, experienced as both external to her, and
requiring her to practice in a mode at odds with both her preference (which is a ‘mishmash’) and what
her ‘experience’ has ‘shown’ her.
Captain constructs an experience of psychology in which clinicians such as him are provided
professional and political permission to afford themselves higher status relative to non-clinically
endorsed peers. His vignette provides an illustration of a divisive element within the profession. He
states:

I find myself acting with the same sort of smugness around people who don’t have Medicare
rebates, as psychiatrists used to do with me… cos you know, you might have a psychiatry
colleague who might also be a psychotherapist, but at a particular point they’ll say oh yes yes,
we’re doctors... and that’s what I do with people who call themselves psychotherapists, at a
particular point, or out loud… like, ‘Yes, but you’re not... there’s a reason why we have Medicare
and you don’t.’.
On the one hand, Captain claims that different knowledge bases do not have merit, stating the debate is
‘entirely arbitrary’, and driven by people who ‘dress that up as something other than self-interest
*laughs+’ driven by a desire for more ‘money’. Yet he concurrently comments, ‘as a clinical psychologist I
naturally take the side of people who say ‚Well we’re special, we should be paid more money.‛’ Here, we
have a further account of what is perceived by some therapists as being behind the schism experienced
by Captain and others within the discipline.
Conversely, 36-year-old, self-employed Michelle expresses an inability to speak about ‘orientations
[other than] a theoretical framework of cognitive behaviour therapy [informed by] the biopsychosocial
model’, ‘because I don’t think I’m really familiar with other orientations, and ways of doing things’.
Nevertheless, ongoing education seems to be integral to Michelle’s work ethic. When speaking about her
internship process she shares:
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I’d come across issues I hadn’t dealt with before and so I would have to go home and read and…
buy books, and accumulate knowledge in various ways and do a lot of research there all the
while doing some sort of formal treatment, without knowing exactly what I was dealing with.
Michelle appears to simultaneously present herself as ‘unfamiliar’ with ‘other orientations’ while being
forced to ‘read’, ‘accumulate knowledge in various ways’ and ‘do a lot of research’ to effectively ‘treat’
her clients. What is unclear here, is why Michelle only ‘accumulated knowledge’ which reinforced her
‘theoretical framework of cognitive behaviour therapy’, thereby rendering her ‘unfamiliar’ with ‘other
orientations’. One interpretation may be that Michelle feels constrained ‘under the general health
system’ to ‘provide’ her clients with ‘sufficient strategies’ within the ‘6–12 sessions, or 10 sessions now’3.
Consequently, she turns to ‘cognitive behaviour therapy’ which presents as being able to work
effectively within a short-term frame, as opposed to other therapeutic options.
As evidence for this interpretation, Michelle seems compelled in ‘most instances’, to very quickly
identify if she is going to ‘go beyond that 10–12 sessions’. The implication seems to be, that therapies
which do go beyond 10–12 sessions are synonymous with incompetence. Furthermore, Michelle’s
professional identity, and evaluation of therapeutic approaches applied within her rooms, appears to be
entangled with her need to provide ‘sufficient strategies’ for her clients to ‘manage effectively in those 6–
12 sessions, or 10 sessions’. If Michelle is able to provide therapy within a 10-12 session timeframe, she
has ‘done good’. Conversely, if she cannot, she feels compelled to re-evaluate the efficacy (or not) of her
practice approach. With reference to Hollway and Jefferson’s (2013) defended subject, Michelle may be
understood here as defending against incompetence (her own and others), using time as a measure.
Additionally, she may be viewed as experiencing almost a third presence within the room with her as
she works with her clients, which inform how she views her practice, and pivots within it.
Othering may result in the loss of historically useful professional knowledge
As the interview progresses, Anna talks about the ‘boom years of psychology’ in the ‘late 60s and early
70s’ where she was exposed to ‘the best of all possible worlds... all the bright minds, and all the you
know, the different attitudes, whereas now you only get what you get at CSU or what you get at
Macquarie, you don’t get, you know everybody’s perspective’. Anna appears to find the access to
intellectual and theoretical diversity of training that used to be available to psychology, inspiring and
exciting. Furthermore, she states, ‘I got a really good grounding in counselling skills, and that I think...
has held me in good stead’. It appears for Anna, psychology was better in the ‘60s and early 70s’ when
‘everybody’s perspective’, and ‘grounding in counselling skills’ was available. The converse implication
is that diversity within contemporary psychology has been replaced by only some people’s
‘perspective’, a de-emphasis on ‘counselling skills’, and a shift towards homogeneity and
standardisation of what constitutes the endorsed practice-base.
Annette, (58-year-old, self-employed, clinical psychologist, of Anglo descent, with 38 years practice
experience) while talking about the content of workshops that she organises for ‘colleagues about
various things’, laughs as she states that, as a result of ‘the requirements that we have’, some of that
content is ‘evidence-based’. This is immediately followed by the comment ‘so lots of it is CBT’, which
seems to imply that Annette understands the ‘evidence-based’ practice ‘required’ of her, and other
psychologists (her use of the collective ‘we’) is ‘CBT’. However, within the context of this interview,
Annette’s laughter does not seem to be disparaging of ‘evidence-based’ therapies (i.e., ‘CBT’). Rather, it
seems indicative of a sense of irony at the weight given to this ‘required’ approach, when she views
others as also ‘valuable’. She posits, ‘but also, uhm we get people to come and talk about... anything that
we think would be really valuable... we’ve had, you know, art therapy, and music therapy, and
3

Medicare, under the Better Access Scheme will subside 10 sessions per annum with a psychologist.
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psychoanalytic therapy’. Thus, instead of indiscriminately accepting ‘the requirements’, placed on her
and her ‘colleagues’, Annette, and those she associates with, seek out ‘anything’ they interpret as ‘really
valuable’ to their practice, as suitable material for their ‘workshops’. Yet neither art nor music therapy
are included on the Australian Psychological Society’s (2010) listing of what treatments constitute best
practice in psychology, yet they are viewed by Annette, and apparently others (she refers to ‘we’) as
‘really valuable’.
Othering may effectively stultify creativity within a profession
During her interview, Michelle hints at an interest in, or an awareness of something other to mainstream
psychology, which she terms ‘the gut of what’s going on *for her clients+’. She presents this as being
converse to the ‘very high level, cognitive level, cerebral level’, ‘reactions’ which ‘psychologists’ ‘tend to’
focus on, thereby ‘distancing *themselves+’ from the ‘gut of what’s going on’, which is the ‘intense
emotion’. One interpretation here is that CBT-practicing Michelle may experience her training as
insufficient for dealing with ‚intense emotion‛ which is in fact what her therapy oftentimes requires her
to do.
As Michelle speaks about these concepts, she appears to struggle to find words with which to present
her thoughts. When asked to ‘talk a bit more about... the very core of being human’, concept Michelle
injects into the interview, she begins by saying, Yeah, well, so I can’t think exactly myself what I’m
meaning by that…’. Additionally, Michelle repeats herself, uses long pauses between disjointed phrases,
restates words, and finally seeks acknowledgement from me asking, ‘Does that make sense?’
Furthermore, the language she employs to articulate her thoughts may be regarded as more colloquial,
more confused, and less professional, than her listing of what is her practice, which I will outline in the
following paragraph. For example, she states that, ‘We [psychologists] think through emotions a lot to
ahh, a lot and uhm... do it at a very uhm... think, think, think about reactions that are very high level,
cognitive level, cerebral level’.
In contrast, Michelle’s articulation of what is her practice, presents as scripted and pre-determined,
with minimal use of pause. This is suggestive of an ease of accessing associated concepts with which to
explicate her meaning and experience. She clearly delineates her process to me, presenting this in
almost checklist form which she describes as a ‘comprehensive assessment’, and including ‘biological
factors’, ‘symptoms’, ‘family history of mental health issues’, ‘previous history of mental health issues’,
‘biological factors that might be an issue’, ‘current situation’, ‘social situation’, the contribution of ‘role
modelling’, ‘workplace’, ‘stress’, and ‘protective factors that may be present’.
Another clinician, Callithump (42, male, Anglo, registered psychologist with 18 years practice
experience) questions the validity or usefulness of evidence-based practices which have been deemed
as such, based on statistically significant findings in randomised controlled trials (RCTs). He comments:

You can’t apply the same technology...to two different people and expect to get... if you do it to
100 people, it’ll average out, and you know 55% of them will get better, and you’ll go, ace that’s
what we’re looking for...that’s an improvement?... but it doesn’t... what about the other 45%?
In context here, Callithump appears to position formalised psychology as requiring ‘pre-packaged’
responses to treatment, suggesting almost a fear of uncertainty within the therapeutic space. He
provides the metaphor of ‘a flowchart, with little yes, no, no’s’. Yet, in contrast, Callithump presents the
lack of access to ‘sheets that will change the past’, or that will change the client’s ‘thinking’ as almost
necessary for an efficacious process. He argues the therapeutic alliance is always about working with
‘different patients... different therapists [and]... different histories’, and ‘what worked for you’, can be
‘experienced in a totally different way’ by someone else. Yet Callithump mitigates this by suggesting that
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the main tenets or philosophy of one therapy can transfer across to other patients, for example, ‘trying to
find a common language with somebody’ which ‘resonates for them’. The ‘difference’ for Callithump is
that, in ‘good practice’, even if a clinician does apply a ‘technique’ with a client, they do not then
continually position themselves as the expert, or remain rigid in their interpretation. Instead, they ‘go on
to accept the feedback’ from the client and ‘listen to what happens afterwards’. If the technique works it
is not ‘because you know, I read the right page on the text book’. Conversely, if it does not work, it is not
‘because they’re just being resistant *today+, and I’ll try it again next week *when they may no longer be+’.
CONCLUSION
In this article, I have used data from a number of interviews to illustrate clinicians’ experience of a
psychology, which is other to them. Within the theoretical frame provided by Hollway and Jefferson
(2013), and in the context of this research, othered psychology may be understood as that psychology (as
perceived by the individual) which minimises their capacity to embrace a professionally-agent subject
position. It concurrently works against, or calls into question the individual’s belief systems and
professional observations, and is experienced as imposed. Hollway and Jefferson’s theory, predicts that
individuals who experience anxiety or emotional discomfort within a particular discourse will seek out
alternative discourses which minimise ‘anxiety and therefore support identity’ (p.21). I have provided
illustrations of clinicians who do this, presenting two psychologies; one which they articulate as being
restrictive and undermining, and another, which is their alternate, and according to them, superior
version.
Additionally with reference to Captain’s experience, and giving consideration to Hollway and Jefferson’s
(2013) theory of the defended subject, one can argue that the profession of psychology is defending
against its own anxiety, motivated by perceptions of what constitutes status (financial reward for the
provision of scientifically derived therapies). On the one hand, the discipline presents best practice as
being the application of knowledge generated by science, and published in peer-reviewed journals. On
the other hand, the decision to split the profession along training lines draws on ‘prejudice’, motivated
by ‘self-interest’. Captain presents this split as comparable to what occurred historically between
psychology and psychiatry. Thus psychiatry, embedded as it is in medicine, is afforded greater status
than psychology. Similarly, within psychology, clinically trained psychologists are afforded greater
status than alternatively trained psychologists.
Othered psychology may be presented by some participants as a divisive force existing between those
who practice in accordance with its expectations, and those who do not. The external expectation to
practice within this model is presented as being imposed on the individual by mainstream psychology.
However, clinicians working within the frame of othered psychology may also be experienced as
imposing this expectation on their colleagues who do not so work. Therapists may present this imposed
experience as reflective of a prejudiced, professional stratum, or hierarchy created by the auspice of
mainstream psychology, which facilitates for some psychologists, an apparent entitlement to sanction
peers who they perceive are not practicing accordingly. The motivation behind the imposition of othered
psychology onto clinicians is sometimes presented by the clinicians interviewed as stemming from a
desire by some elements within the profession, to facilitate their personal financial gain, as opposed to
emerging from an objective, evidence-based discussion. Additionally, practitioners may position
othered psychology as obfuscating their professional role and capacity to facilitate effective treatment
outcomes for their clients.
Further to these findings, clinicians also articulate an experience of anxiety resulting from their decision
to practice in a manner counter to how they understand they are expected to by the othered psychology
(irrespective of years of practical experience, or the existence of a substantive evidence-base for their
preferred approach/es). Practitioners may also express concern at their perception, that formalised
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psychology is moving away from the embrace of diverse practice approaches and towards requiring
therapeutic homogeneity.
Clinicians may critique the application of APS endorsed treatment approaches (particularly CBT), and
present these as being insufficient for their needs at the coal face. Additionally, while some practitioners
may articulate a lack of awareness of methodologies alternate to CBT, they may concurrently express a
valuing of concepts external to their practice of CBT, but struggle to adequately express these ideas.
Clinicians may also express a valuing of ongoing education, yet only draw on those resources which reaffirm the philosophical stance perpetuated by othered psychology. A better understanding of how
clinicians navigate working within the conflicted profession of psychology is important due to the rise in
incidents of mental un-health (reference), and the power psychologists may exert on shaping, and
creating discourses around what that experience both is, and how it will be treated.
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Developmental trauma disorder (DTD) is not a formally recognised as a diagnosis in the current
diagnostic systems. There has been a push for its inclusion by child psychiatrists and psychologists
within the past decade. There are a multitude of symptoms associated with DTD, which can manifest
differently depending on the individual and the type of trauma they have experienced. The array of
symptoms participants have reported in studies shows the difficulty in pinpointing exactly what
individuals who have developmental trauma will experience throughout their lives. Based on previous
works, a traumatic home environment is the most likely cause of DTD. Factors that may moderate
developmental trauma disorder are discussed. Those at risk for DTD include: (i) children who have been
separated from a parent; (ii) children who have experienced any form of maltreatment; and, (iii) people
who, as infants, felt vulnerable and perceived their caregiver(s) as unpredictable. Exposure to trauma
affects the entire body and trauma experienced in childhood is the most detrimental because the brain is
still developing. Due to the nature of how varied and complex developmental trauma can be for each
person, there is no single treatment that has been found through research that can cure developmental
trauma. Pharmacological, psychosocial, and behavioural treatments are discussed.
Keywords: childhood, child psychology, developmental trauma, diagnosis, trauma disorder
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BACKGROUND
As the Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM–5; American Psychiatric
Association, 2013) was being revised, a group of child psychiatrists and psychologists who belong to the
National Child Traumatic Stress Network worked on gathering research and building a case for a new
disorder called developmental trauma disorder (DSD). Psychiatrist Bessel van der Kolk, one of the
group’s co-leaders, was the first to propose the disorder in 2005 (DeAngelis, 2007; van der Kolk, 2005).
As is now known, the diagnosis was now included in the DSM–5 (APA, 2013). The current diagnostic
systems, such as the DSM–5 and ICD–10, do not include theories about the aetiology of mental health
disorders; thus, those against a form DTD diagnosis have argued that its diagnostic criteria would
‘weaken the strength of existing diagnostic systems’, as there is a lot of emphasis on the aetiology of DTD
(Schmid, Petermann, & Fegert, 2013).
On the other hand, Bremness and Polzin (2014) have argued that the field must adopt a new diagnostic
model. Carrey’s study (as cited in Bremness & Polzin, 2014) stated that ‘developmental
psychopathology, attachment theory, neuropsychology and plasticity, as we as resiliency factors’
should be taken into account when diagnosing children. Trauma impacts the developmental course of
adults and children differently; when carers subject children to ongoing trauma across several
developmental stages, the impact is significantly greater and presents in more developmental domains
than in adults (Bremness & Polzin, 2014). Furthermore, van der Kolk (2017) has argued that DTD differs
from post-traumatic stress disorder (PTSD), depression, attention deficit hyperactivity disorder (ADHD,
oppositional defiant disorder (ODD), reactive attachment disorder, separation anxiety disorder, bipolar
disorder, dissociative disorders, and personality disorders – but often co-exist with several of them.
Despite the lack of a formal diagnosis, the field has generated quite a bit of research on developmental
trauma. This paper addresses the symptoms, aetiology, epidemiology, psychophysiology, and
treatments and treatment outcomes of developmental trauma. The paper concludes with a call for the
inclusion of DTD in diagnostic systems, as well as more studies on treatments specifically for DTD
Symptoms
Developmental trauma has symptoms that can manifest differently depending on the individual and the
type of trauma they have experienced. Stolbach et al. (2013) stated that the criteria for DTD takes into
account the chronicity of exposure, the caregiving environment for the individual affected, and the key
symptoms that seem to co-occur within those who are exposed to the trauma. There are a multitude of
symptoms associated with developmental trauma.
Kisiel et al. (2013) sorted developmental trauma into four categories: violent, non-violent, both violent
and non-violent, and other trauma. Their study also sorted the symptoms associated with
developmental trauma into five categories: affective and physiological dysregulation, attentional and
behavioural dysregulation, self and relational regulation, post-traumatic spectrum symptoms, and
functional impairment. The last two categories are an addition to the first three, which were also
discussed in the work of Stolbach et al. (2013).
Some of the symptoms associated with affective and physiological affect dysregulation include anger
control, regulatory problems, and sensory/motor issue. Attentional and behavioural dysregulation
symptoms include social behaviour, judgement, and self-harm behaviours. Self and relational
dysregulation symptoms are related to well-being, attachment, and interpersonal strengths. Posttraumatic spectrum symptoms include avoidance, numbing, and dissociation. The functional
impairment includes symptoms related to school behaviour, family functioning, and legal issues (Kisiel
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et al., 2013). The individuals who reported the highest percentage of these symptoms fit into violent and
non-violent category of trauma.
The self-reports of the participants in the studies conducted by Kisiel et al. (2013) and Stolbach et al.
(2013) showed that individual experiences of developmental trauma can vary greatly. The individuals
affected by the disorder reported a variety of symptoms that ranged from lack of anger control and
lapses in judgement, which caused legal issues, to a decreased sense of well-being due to issues with
self-harm behaviours and a lack of appropriate social behaviour (which was related to difficulties in
having lasting relationships). The array of symptoms the participants reported in the studies shows the
difficulty in pinpointing exactly what individuals who have developmental trauma will experience
throughout their lives.
The large range of symptoms associated with developmental trauma leads to an individual being
diagnosed with a multitude of different disorders in the DSM–5 (APA, 2013). As previously mentioned,
the APA does not have a specific diagnosis in the DSM–5 for developmental trauma. The category of
trauma and stressor-related disorders in the DSM–5 covers diagnoses that can result from trauma which
they have experienced, as well as the specific symptoms needed to make the different diagnoses.
It is a shortcoming of the DSM–5 to not specifically include a DTD diagnosis. The lack of an appropriate
diagnosis causes individuals with developmental trauma to be diagnosed with multiple disorders to
sufficiently cover their symptoms. Stolbach et al. (2013) reported less than 25% of children receiving
services from the National Child Traumatic Stress Network have symptoms that meet the criteria for
PTSD in the DSM–5. This information illustrates how individuals who have experienced developmental
trauma are not being given a trauma-specific diagnosis. If they were to receive a trauma-specific
diagnosis, individuals could potentially receive more specifically targeted treatments related directly to
the trauma they have experienced.
The difficulty in giving diagnosis of DTD is also related to the DSM–5’s lack of brain-based scientifically
valid systems. The DSM–5 uses symptom reporting to diagnose. Insel (2013) called for a more diagnostic
tool that takes into account biological markers, rather than just symptom-based diagnosis. The National
Institute of Mental Health (NIMH) is developing the Research Domain Criteria (RDoC). The aim of the
RDoC is to incorporate genetics, imaging, cognitive science, and other levels of information to lay the
foundation for a new classification system (Insel, 2013). This type of diagnostic tool would allow
professionals to use testing as a way to diagnose developmental trauma and streamline the diagnostic
process to include more than just the symptoms the individual is reporting. This would allow for a
person to receive one diagnosis of DTD, rather than having these individuals receive multiple diagnoses
from the DSM–5.
The difficulty in supporting a diagnosis of DTD is attributed to the wide variety of symptoms the
individual is experiencing and the lack of specific diagnosis. Findings from Kisiel et al. (2013) and
Stolbach et al. (2013) relied on the self-report of the participants and both articles stated the same
limitation: They used diagnostic tools that were not made to specifically diagnosed DTD. The symptoms
that the individuals described varied. This variation is symptomatology showed how tow individuals
given the same diagnosis of DTD could have drastically different course of the disorder. It is important
for professionals in the mental health field to consider diagnosis of DTD for individuals who have any
variation of the symptoms mentioned previously.
Aetiology
The aetiology of DTD consists mainly of ‘multiple exposures to interpersonal trauma, such as
abandonment, betrayal, physical or sexual assaults or witnessing domestic violence’, according to van
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der Kolk (2017). Trauma can be thought of as belonging to one of two types of categories. Schmid,
Petermann, and Fegert (2013) classify Type 1 traumas as singular events that happen in public. Some
examples include experiencing the destruction of a home by hurricane or tornado with the family
members inside or witnessing the death of a friend in combat. They classify Type II traumas as repeated
events over a long period of time and usually in the privacy of the home. Some examples include
witnessing a mother battered over years, experiencing repeated rape by an uncle, or chronic neglect as a
child. According to Ma and Li (2014), when children experience Type II traumas, the stress response
systems are activated repeatedly over the course of years. Therefore, DTD differs from PTSD; whereas
PTSD may occur as a result of a single event, DTD arises from exposure to chronic, ongoing traumas in
childhood and the subsequent effects of developing brain. While Type II traumas are considered most
likely to cause PTSD, Type II traumas are considered most likely to cause DTD.
In studies of rats, mothers that licked the babies more often (a behaviour that is considered an
expression of maternal care) has lower levels of oxidative stress and DNA damage compared with the
babies of rat mothers who licked less often, according to De Moura, Porawski, and Giovenardi (2017).
Another study done in 2013 by Allam et al. (as cited by De Moura et al., 2017) found evidence that when
rats had oxidative stress chemically induced, similar behavioural changes occurred such as those that
would be expected if experiencing stress in the natural environments. Anxiety and reduction in memory
and learning function were present after the stress induction. However, using antioxidant could prevent
these issues. The conclusion of this study is that oxidative stress causes these behavioural changes. In
2013, Patki et al. (as cited by De Moura et al., 2017) also found that oxidative stress impacts critical brain
functions. Poor mental care in rat studies has been linked with an increase in oxidative stress. However,
the connection is not conclusive, since it could also be that increased levels of oxidative stress in rat
babies causes changes in rat mother behaviour. Nevertheless, while not completely conclusive, it is
likely in humans that chronic stress caused by neglect, domestic violence exposure, sexual abuse, and
other forms of maltreatment will have a direct impact on important brain systems related to memory,
cognition, and more.
In DTD, the stress response systems are chronically agitated by the exposure to the maltreatment and
the subsequent dysregulation in the following areas: affective, somatic, behavioural, cognitive,
relational, and self-attribution. Van der Kolk (2017) stated that some specific responses including,
clinging, self-hate, cutting, depersonalisation, distrust, and self-blame. Van der Kolk (2017) also
emphasised that the crisis of chronic exposure to traumatic events affects children in significantly
different way than adults, because children are not able to remove themselves from the environment
and are also dependent upon the perpetrators of the trauma. There are clinically significant differences
in the adaptation strategies that children use, compared to adults, such as those mentioned previously.
Therefore, a traumatic home environment is the most likely cause of DTD.
Some factors may moderate developmental trauma disorder. Research on resilience by Bradley, Davis,
Wingo, Mercer, and Ressler (2013) found that positive factors in children’s family environment were
associated with higher levels of resilience and less psychopathology in adulthood. Research on
resilience has also shown that some cultures and environments are more resilient than others.
Southwick, Bonanno, Masten, Panter-Brick, and Yehuda (2014) found that people respond to stress
differently depending upon cultural, religious, and community contexts are more resilient than others.
The problem, then, with DTD, is that the source of potential resilience is the actual source of trauma. No
current studies have examined resilience as a moderating factor of DTD, but perhaps positive influences
from extended family, peers, school, or other environments could moderate the negative outcomes
associated with DTD as they have been shown to in studies related to childhood trauma.
As DTD is still not included in the DSM–5, there has yet to be research that has found detailed results
concerning genetic risk factors. However, because DTD research is likely to have correlates to research
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on PTSD, research may discover similar genetic risk factors. That being said, according to Schmid,
Petermann, and Fegert (2013), psychosocial factors are heavily relied upon when diagnosing DTD to the
exclusion of genetic and biological factors. The authors also stated that repeated trauma is essential
when diagnosing DTD. However, they are also critical of the monocausal (psychosocial) stance of DTD.
They emphasise that other origins must be ruled out including neurobiology, epigenetics, and
transgenerational traumas.
One aspect of tying DTD to what has been called Type II traumas that raises questions is whether or not
there is a difference between the effects of chronic public wartime traumas on children and the effects
of Type II traumas experienced at home. Is there a qualitative or quantitative difference between chronic
traumas experienced by children by caretakers versus those experienced as child soldiers, for example?
Those wanting to create a separate diagnosis of DTD from PTSD, and using the two categories of trauma
as one of the main pieces of evidence, have a greater burden to produce research that shows that the
effects of chronic Type I traumas experienced by child soldiers, for example, are clinically and
diagnostically different than the effect of chronic Type II traumas experienced by children in other
contexts. It is also unclear if chronic private abuse in the form of bullying can result in DTD, particularly
because bullying can be perpetrated by peers at school, but also by siblings in a home environment. In
other words, is the psychosocial aetiology of DTD tied to parents and caretakers, or can the psychosocial
aetiology of DTD come from other places, such as an abusive priest or chronic bullying?
Epidemiology
Lang and Connell (2017) found that in the US, 71% of all children are exposed to at least one potentially
traumatic event (PTE), including sexual abuse, physical abuse, and domestic community violence.
Rojas-Flores, Clements, Hwang Koo, and London (2017) examined the intersection of parental
immigration status and US-born Latino children’s mental health following parental deportation or
detention. After controlling for trauma history, they found that children with a deported parent had
more internalising problems than did children of detained or deported parents experienced more
psychological distress and trauma and their parents rate them higher in PTSD symptoms than the
children of parents with legal citizenship. Interestingly, Arditti and Savla (2017) found that parental
incarceration may be a unique predictor of child trauma in single caregiver homes, regardless of
minority status. It seems that parent-child separation can have a negative effect on a child’s
development. Perhaps there is a difference between an unexpected incarceration and the looming
potential threat of separation that an immigrant child might experience.
Turner et al. (2012) found a strong link between early exposure to stressful events and conditions and
damage to neurological, physiologic, and psychosocial systems. Young children may be especially
vulnerable to this. In this study all forms of maltreatment – including physical, emotional, sexual, and
neglect – significantly influenced child development. The culture of the family exacerbated the effects of
the maltreatment. Some of the characteristics were stress, instability, turmoil, overt family conflict and
anger, deficient nurturing, and unresponsive or unsupportive parenting. Their research found that
alcohol or drug problems were related to several forms of family-perpetrated victimisation, especially
witnessing family violence and child neglect. Residence instability (living in multiple homes) was highly
related to child neglect. There were also strong associations between trauma symptoms and
inconsistent and hostile parenting, emotional maltreatment, witnessing family violence, and parental
conflict. Fusco, Jung, and Newhill (2016) found that children of parents who have experienced trauma
have a higher prevalence of lifetime trauma symptoms. In addition, they found that the third generation
of Holocaust survivors reported more psychosocial problems than the comparison group.
One population at risk of DTD includes people who, as infants, felt vulnerable and perceived their
caregiver(s) as unpredictable. The Minnesota Longitudinal Study of Risk and Adaptation was a study of
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180 children and their families from birth to nearly age 30. They found that having vulnerable and
unpredictable parent-child relationship was the most predictive of adolescent behavioural problems.
Interestingly, none of the following were predictive of adolescent behavioural problems: the mother’s
personality, the infant’s neurological anomalies at birth, IQ, and temperament. What was significant
was how the parents felt about and interacted with their children. When parents could not help the child
develop the ability to do so, it led to development problems. Children who were often pushed over the
edge into hyper-arousal and disorganisation did not develop a healthy attunement of their inhibitory
and excitatory brain systems and grew up anticipating that they would lose control if they were upset.
This set up a vicious cycle often leading to more disruptive and aggressive behaviour throughout the
child’s development (van der Kolk, 2014, p. 162).
Another population at risk for DTD is children who were victims of sexual abuse. In 1996, Frank Putnam
and Penelope Trickett did a longitudinal study on the impact of sexual abuse on female development.
They recruited 84 girls who were referred by the District of Columbia Department of Social Services and
had a history of sexual abuse by a family member. The results found that compared to girls of the same
age, race, and social circumstances, sexually abused girls showed more cognitive deficits, depression,
dissociative symptoms, troubled sexual development, obesity, major illnesses, higher high school
dropout rates, and self-mutilation. The researchers also found that the abused girls had an earlier onset
of puberty – about 18 months earlier than the non-abused girls – as sexual abuse sped up their biological
clocks and the secretion of sex hormones. The abused girls also showed a decrease in cortisol when
dealing with stressful events over time, suggesting that the girl’s bodies were adjusting to chronic
trauma by way of an overall numbing (van der Kolk, 2014, p. 163).
None of the associations with childhood trauma are categorically surprising. It is interesting to consider
the reports about the negative effects of parent-child separation – it prompts one to think about the
difficult decisions that families and social workers have to make regarding when it is less traumatic to
separate the child from the parent when the parenting is in a grey area as far as the ‘damage’ being done.
One question the writers still have is whether or not age factors into this as far as the developing brain
goes. Is it more of a consideration to remove a one-year-old from the home of a parent who is doing a
poor job than if the child is 16 year old?
Psychophysiology
Exposure to trauma affects the entire body. When an individual is exposed to repeated traumas,
especially in childhood, they most often develop complex symptoms. These symptoms can present as
anxiety, anger management issues, aggressive or socially avoidant behaviours, and self-regulatory
behaviours (van der Kolk, 1988).
When an individual experiences a threat, their brain is automatically triggered to put the body into an
escape mode. First, the eyes and ears confront the information. Then, the information is then sent to the
amygdalae, where the information is interpreted. If danger is perceived, then distress signals are sent to
the hypothalamus, which activates the sympathetic nervous system. From there, signals are sent to the
adrenal glands to secrete the stress hormones adrenaline and cortisol, which engage the sympathetic
nervous system, which then prepares the body for ‘fight or flight’ (Rodrigues, Ledoux, & Sapolsky, 2009).
When the body experiences this stress response there are a few changes that the body undergoes. Some
changes included increased heart rate, heightened blood pressure, blood is pumped to muscle and vital
organs, small airways in the lungs open wide so more oxygen can be inhaled with each breath,
increased alertness to the brain, senses become sharper, and epinephrine is released – which then
releases blood sugar so fats can be stored temporarily (Harvard Publishing, 2016). When the individual
is no longer in danger, the brain and the body recover and return to an equilibrium (van der Kolk, 2015,
p.54).
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Although this system is mean to protect humans, it can also be a hindrance. If a person is being blocked
from the ability to escape the threatening situation, such as if an individual were being held down,
trapped, or unable to act to escape, their body continues to stay in ‘fight’, ‘flight’, or, as van der Kolk
(2015, p.54) proposes, ‘freeze’ mode. Because the person is unable to escape the danger and come back
to equilibrium, both amygdalae continuously send signals to the adrenal glands to continue secreting
the stress hormones that keep the brain and body firing as if they had never escaped the threat. When
this happens, even though the event has passed, the brain continues to send signals to prompt the body
to escape a threat that is no longer present (van der Kolk, 2015, p.54). Studies suggest that children who
have post-traumatic stress symptoms have higher levels of cortisol than children who have no trauma
history (Carrion & Wong, 2012). After reviewing fMRI scans, it was suggested that there is an increased
response into both amygdalae and hippocampi in those who had experienced early chronic trauma,
which may possibly have altered their neurochemistry (Maheu et al., 2010). A study on animal research
be De Bellis (2001) found that the animals exposed to repeated trauma or abuse had an impact on the
neurochemistry, which led to activation releasing of corticotrophin, which resulted in animal
behaviours that are consistent with anxiety, hyperarousal, and hypervigilance – which are common
symptoms of PTSD.
Trauma experienced in childhood is the most detrimental because the brain is still developing. When a
baby is born, the most primitive part of the brain, the brainstem, is already working. The brainstem
regulates eating, sleeping, wakefulness, crying, breathing, hunger, wetness, pain, and ridding the body
of toxins through urinating and defecating. These functions are so fundamental even through old age
(Pilao, Relojo, Tubon, & Subida, 2016) – and because these functions are so fundamental, they are also
the first to be neglected when a child experiences trauma, hence why some children experience sleep
disturbances, bowel problems, extreme hunger, or, for many children, wanting to scream when
someone touches them (van der Kolk, 2015, p.56). McGee (2000) found that the children of the mothers
who had been exposed to trauma had experienced health problems such as asthma, eczema, eating
problems, headaches, stomach pains, and sleep problems. With the knowledge of how trauma can
affect the body, it is imperative that medical providers recognise these symptoms and not overlook the
possibility that these symptoms could be related to having a history of trauma.
After the brainstem, the limbic system is the next part of the brain to develop. The limbic system
regulates emotions, monitors dangers, judges what is scary and what is pleasurable, and monitors our
survival instincts. The experiences that a baby goes through contribute to make the ‘emotional and
perceptual’ map of the world for the individual. In terms of trauma, when a person is in a constant state
of fear, the neurons in the brain make that connection and become specialised in managing the feelings
of fear and abandonment (van der Kolk, 2015, p.57).
McGee (2000) suggested that children who witness the violence that was committed against their
mothers had the most common emotion of fear. The researcher also found that many of those children
also feared men and, overall, reported feelings of sadness, anger, and powerlessness. Because the
limbic system is the part of the brain that regulates emotions, it can be concluded that repeated violent
experiences make neuronal connections in the brain that increases the chances that an individual is in a
constant state of fear, anger, sadness, and powerlessness.
TREATMENT AND OUTCOMES
Due to the nature of how varied and complex developmental trauma can be for each person, there is no
‘one single treatment’ that has been found through research that can cure this type of trauma. However,
when looking at developmental trauma, disorders that stemmed from this experience were PTSD, ODD,
and anxiety and phobic disorders. Purvis, McKenzie, Razuri, Cross, and Buckwalter (2014) noted that
developmental trauma can even cause negative alterations and deficits in a person’s brain structure,
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and this change in the bran also can change how it functions, and can lead to negative health problems
down the line for an individual. That being said, when looking at treatment options for someone who is
experiencing developmental trauma, it could be beneficial for the client to be looked at with more of a
holistic lens, meaning looking at what symptoms the client is experiencing as well as other diagnoses
the client might be dealing with.
Pharmacological
When looking at pharmacological treatments, Gorman et al. (2015) looked at developing evidence-based
guidelines in drug treatments when psychosocial interventions were not working to treat children with
ADHD, ODD, and conduct disorder. In the study, the researchers found that the medication known as
Valproate, when used at a dosage of anywhere between 750–1500 mg/day, seemed to be effective in
controlling extreme aggression in children and adolescents. However, more research on this drug needs
to be done as the sample of the study was only with 50 participants and the drug poses a risk of causing
polycystic ovarian syndrome in females.
Kamo et al. (2016) looked at the effectiveness of the drug Sertraline for the treatment of PTSD among 122
Japanese patients. The dosage given to patients range from 12.5 to 150 mg/day and the drug was given to
patients for a median of 10.6 months. The clinician who diagnosed the patients with PTSD assessed the
effectiveness of the drug by using the Clinical Global Impressions-Severity (CGI–S) and Clinical Global
Impressions-Improvement (CG–I) ratings. Results of this study showed that two-thirds of patients
improved in their severity of PTSD with this drug treatment (65.6%). The remaining patients either
showed no improvement (32.8%) or worsened (1.6%) when they used this drug to treat PTSD. Of the 122
participants used in this study, 119 participants were females and three were males. The use of the
antidepressant Sertraline does have some negative complications attached to it. A study done by
Gentile (2005) looked at the effects of different antidepressants on pregnancy and breastfeeding. The
researcher found that Sertraline seemed to be associated with non-normal findings in babies specifically
that of poor adaptation, abnormalities in white blood cell count, and even reduced pain response.
Nutrition can also play a role in the treatment of developmental trauma. In a study looking specifically
at nutritional programmes to treat burnout, resiliency, and PTSD among individuals in the military,
Zodkoy (2014) had 17 participants complete the Maslach Burnout Inventory (MBI) questionnaire as well
as a health questionnaire. The researcher also collected urine and saliva samples from each participant
before the study began in order to measure a variety of aspects such as neurotransmitters, cortisol
levels, and melatonin. After the urine and saliva results were analysed, each person was given an
individual nutritional supplementation programme, consisting of vitamins, herbs, and amino acids
based on their individual test results. Participants were also encouraged to not make any lifestyle
changes. After 90 days, participants were tested again and showed a 41% improvement on the MBI.
Before the 90 days, the mean on the MBI was –13.13 with the standard deviation (SD) at 13.34. After the
90 days, however, the mean was 0.88 and the SD was 11.03.
Peet and Stokes (2005) looked at the benefits of using fish oil in the treatment of psychiatric
disorders. One finding was that using 1g a day of Eicosapentaenoic Acid (EPA), along with
antidepressant medication, showed an improvement in depressive symptoms. However, the authors
made note of possible side effects of fish oil use, including nausea, runny stool, and a fishy taste when
burping. Because individuals who suffer from developmental trauma may be at high risk for having
depression or already have depression, the use of fish oil could be beneficial for this
population. However, more research needs to be done specifically with individuals who have
undergone extensive trauma to see if fish oil is beneficial in the long run.
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Psychosocial and behavioural
Black, Woodworth, Tremblay, and Carpenter (2012) found that when looking at behavioural treatments
that can help with developmental trauma, trauma-focused cognitive behavioural therapy (TF-CBT)
could be beneficial. This type of therapy can be used with both males and females and the aim is to
reduce negative symptoms an individual may face (e.g., depression, PTSD, etc.) by mastering the stress
that is brought on by traumatic memories.
Purvis et al. (2014) looked at using Trust-Based Relational Intervention (TBRI) for complex
developmental trauma on a 16-year-old female who lived in a residential treatment centre. The female,
Rachel, had a history of abuse and neglect. She was considered a ‘difficult’ client to work with in the
treatment centre and she did not respond well to other treatments offered at the centre. TBRI was
implemented with Rachel in three phases. Phase 1 was focused on Rachel building skills needed for
healthy communication and relationships with others. Phase 2 was focused on having Rachel focus on
skills related to self-regulation and achieving small goals. Phase 3 was about keeping the skills learned
in Phases 1 and 2 but also being able to return to the practices at the treatment centre where Rachel was
living. Results of this intervention were positive. The researchers noted that ten months prior to
beginning TBRI, Rachel had a total of 63 restraints and 60 seclusions (6.3 restraints and 6.0 seclusions
per month). After the intervention was complete six months later, Rachel had only 15 restraints and 13
seclusions (2.5 restraints and 2.2 seclusions per month). Rachel also had an overall increase of
serotonin.
There does not seem to be many studies regarding information on the effects of progressive muscle
relaxation related to developmental trauma; however, trauma can come in different forms and stem
from different experiences a person goes through. A study done by Tsitsi, Charalambous, Papastavrou,
and Raftopoulous (2017) looked at the use of progressive muscle relaxation and guided imagery
techniques on parents who had a child diagnosed with a form of cancer. The study consisted of 54
participants, 29 of which were in the intervention group and the other 25 participants were in the control
group. Various questionaries’ were given to participants in order to collect data and results seem
promising, although more studies should be done as the sample size was very small in this study.
Overall, parents in the intervention group felt less stressed and less anxiety after engaging in the
progressive muscle relaxation and guided imagery techniques.
Specialised training in self-regulation can be helpful in the treatment of DTD. Graviano and Hart (2016)
state that self-regulation refers to the process, planning, direction, and control of an individual's
functional domains. These domains include emotion, behaviours, cognitions, and actions that are
necessary for functioning at an optimal level. Children who have behavioural issues that are related to
trauma are more likely to have difficulties in these domains compared to children who have not
experienced trauma or are typically developing (Graviano & Hart, 2016). Self-regulation is typically
acquired through social learning during development. The child models the behaviour and the caregiver
reinforces it (Ford & Blaustein, 2013). When the child grows up with severe neglect or trauma, they miss
out on these learning opportunities.
Training in self-regulation can provide the individual's affected by trauma with guidance by teaching
the basic concepts and skills, coaching and facilitating skills, and enhancing the individual's motivation
and trust to learn these skills (Ford & Blaustein, 2013). In a group of 45 preschool age children, those
who were given self-regulation training, along with parent training showed improvement in academic
functioning (i.e., cognition), as well as improvements in social, emotional, and behavioural domains
(Graviano & Hart, 2016). Self-regulation training can also be helpful in juvenile detention centres. Ford
and Blaustein (2013) found that when a staff member set an example that encourages the juvenile’s selfregulation, the juvenile is more likely to be mindful in their reaction to stressful events that they may
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have overreacted to in the past. Self-regulation training can be helpful to those affected by DTD when
done with a trusted caregiver or professional.
Efficacy for the use of neurofeedback in the treatment of trauma is growing. A study by Gapen et. al
(2016) on the use of neurofeedback found that after 40 neurofeedback treatments, 17 participants who
completed the treatments had an average of a 20-point reduction (69.14 to 49.26) in the Davidson
Trauma Scale. The groups were randomised to assess the treatments at either the T4–P4 location or the
T3–T4 location, with no statistically significant difference in reduction between the two sites. While the
study was assessing trauma in the context of PTSD, all of the participants who completed treatment had
onset of PTSD prior to age 18, when DTD occurs. The types of trauma included childhood abuse of
various types: emotional, physical, and sexual. While neurofeedback did not completely eliminate the
trauma, there was a large reduction in symptoms. The study was a pilot and the results may be
considered a starting point for future research on the use of neurofeedback for treating childhood
trauma.
There are no published studies investigating heart rate variability (HRV) biofeedback as a treatment for
people with DTD. However, there are studies that have explored the efficacy of it for patients with
PTSD, the results of which could possibly generalise to DTD populations. The research on HRV
biofeedback suggests that it plays a role in reducing the anxiety and depression related to PTSD. People
with PTSD have heightened arousal, which often leads to an increased heart rate, or more specifically, a
change in HRV (Lande, Williams, Francis, Gragnani, & Morin, 2010).
Lande et al. (2010) conducted a pilot study on the efficacy of HRV biofeedback for 39 PTSD
patients. Approximately half of them were assigned to the control group. The main outcome measures
were the Zung Self-Rating Depression Scale and the PTSD Checklist Military Version. The results were
not significant, indicating that the biofeedback did not improve scores. However, the participants
reported great satisfaction with the technique, which many found to be relaxing.
Tan, Dao, Farmer, Sutherland, and Gevirtz (2011) compared baseline HRV in patients without PTSD and
combat PTSD veterans, evaluated the efficacy of HRV biofeedback on PTSD symptoms, and looked at
the practicability of HRV biofeedback as a treatment for PTSD symptoms. The participants included 20
veterans with PTSD (half assigned to a control group) and 10 people without PTSD or other psychiatric
disorders. The researchers used the Clinician-Administered PTSD Scale and the PTSD Checklist-Specific,
which were used to assess symptoms in all 30 participants. They found that the PTSD veterans had
significantly lower HRV compared to the control group and that biofeedback is both feasible and
acceptable as a treatment for PTSD. Furthermore, they found that PTSD symptoms were significantly
reduced in the experimental group (who received biofeedback and treatment as usual (TAU)) but not
the control group (who received TAU only). However, there was not a significant difference in PTSD
symptom reduction between the two groups, which the authors assumed might be related to the small
sample size.
With neuroscience, it has been confirmed that the part of the brain that is affected by trauma is the
midbrain and the lower brain, which are responsible for emotions and survival skills (van der Kolk,
2014). Because of such, reason and logic are impacted which makes it difficult to make sense of what
happened; therefore, regular talk therapy may not be as helpful (van der Kolk, 2014). Through the use of
art therapy, children are able to access sensations and memories that might not otherwise be accessed
through talk therapy. Research has found that, through art activities, there is a reduction of
hyperarousal by engaging the body’s relaxation response (parasympathetic nervous system), which can
provide the child with a way to manage hyperarousal sensations (Steele & Kuban, 2013). Along with
engaging the body’s relaxation response, using art therapy has also shown to reduce autonomic
responses such as, high blood pressure, heart rate, and respiration (Malchiodi & Crenshaw, 2013). One
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example of an arts-based programme that was developed by Coholic (2010) to treat traumatised children
aimed to increase self-awareness and resilience using art to teach children to become aware of their
feelings in a non-judgmental way. The interventions resulted in the children having improved coping
skills and self-regulation (Macpherson, Hart, & Heaver, 2012). Art therapy has the ability to reach
traumatised children in a way that talk therapy may not be able to.
Drawing as a form of art therapy seems to also be a helpful method when dealing with developmental
trauma. Steele (2009) notes that trauma memories are stored as images in a person’s brain, as the
experience of trauma is a sensory experience rather than simply a cognitive experience. When a person
is able to draw out his or her experiences, it provides the clinician the ability to perceive the experience
the way the client sees it and thinks about it. By getting the clients perspective on the situation, this
could make treatment planning more personal and hopefully more beneficial to the client.
Mills and Turnbull (2004) detail how functions of the mind that spoil intimacy will exacerbate the
general effects of trauma for the individual. Secondary stressors play a large role in the development of
a trauma reaction, which can progress over time. Intimacy is a characteristic of functioning that can
influence the initial impact and eventual meaning assigned to a traumatic event. It can also impact the
pattern of processing after the impact of the trauma. Interest in sexual intimacy may increase or
decrease after a sexualised trauma. This depends on the strategy of the individual to either avoid
reliving the experience or attempt to repair or counter the bad experience with a good one. Regarding
treatment, the aims of a trauma couples therapist should include co-creating a safe and contained
environment where the couple can share thoughts and feelings honestly and openly. Dysfunctional
patterns and cognitive distortions should be systematically identified and eliminated. It can be helpful
for the therapist to include playfulness, spontaneity, and relaxation to help ease the process along. It is
important that the therapist follow-up assessment sessions with psycho-education, in order to help
normalise the trauma symptoms.
CONCLUSION
DTD is a complex disorder that is still being debated for inclusion in the current diagnostic
systems. Proponents of a formal diagnosis believe that the current trauma (and other related) diagnoses
do not fully encapsulate the experience of ongoing, interpersonal trauma in childhood. Opponents of the
inclusion of DTD as a diagnosis warn that such a diagnosis will weaken the strength of the current
diagnostic systems because they do not rely on aetiology, which is a major part of the diagnosis of DTD.
The symptoms of DTD vary greatly depending on the individual. The large range of symptoms
associated with developmental trauma leads to an individual being diagnosed with a multitude of
different disorders in the DSM–5, which supports the need for a single diagnosis that encompasses the
varying presentations of the disorder. The aetiology of DTD can be boiled down to ongoing interpersonal
traumas experienced in childhood. Those at risk for DTD include children who are separated from a
parent, children who experience maltreatment, and people who felt vulnerable as infants and perceived
their caregiver(s) to be unpredictable.
Developmental trauma affects the body’s normal psychophysiological processes and can be very
detrimental to a child’s developing brain. Although there have not been studies on pharmacological
treatments specifically for DTD, there has been success with certain drugs and supplements for related
disorders. Case studies on TF-CBT, TBRI, self-regulation training, and art therapy/drawing as treatments
for developmental trauma were shown to be helpful. Although there are several treatments that appear
promising for trauma, there should to be more studies done on a large-scale and specifically among
patients that exhibit symptoms of DTD.
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With the constant threat of terrorism, people often wonder about the underlying social and cultural
issues that contribute to the radicalisation of individuals and why humans kill each other. In order to
think about this difficult subject, this paper refers to a play by Terence Rattigan called, Ross. It is set 100
years ago and it explores the impact of killing and trauma on the psyche of E.T. Lawrence (of Arabia),
Alias Ross. The work then compares Lawrence’s experiences to the recent case of Sergeant Alexander
Blackman who shot a wounded Taliban fighter; accused of breaking the Geneva Conventions he was
court martialled and convicted of having committed murder. After three years of incarceration he was
assessed as suffering from an adjustment disorder at the time of the killing. The court of appeal reduced
his sentence of murder to that of manslaughter under grounds of diminished responsibility. Blackman
was released from prison. Clearly, the acquittal of Sergeant Blackman has relevance to Ross with regard
to what we have and have not learned over the 100 years since T.E. Lawrence’s experiences. These two
examples raise more questions than answers around what happens in the human brain when either
premeditated or an impulsive killing occurs, also bringing to mind questions about the nature and
presence of compassion and duty. To define the difference between intentional motivation or impulsive
action to kill a fellow human being involves the curiosity by which to examine the impact on the brain of
psychological trauma in response to fear and traumatic loss leading to mental disorder, as well as
considering the meaning of mental health and the introduction in 1953 of the conviction of diminished
responsibility due to mental illness.
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BACKGROUND
T.E. Lawrence (Lawrence of Arabia) led the Arab Revolt against the Ottoman Empire in the First World
War. As a result of his extraordinary experiences and achievement he has a sense of belonging in the
military that he wanted to sustain anonymously during peacetime. This was due in part to his own
ambivalence about the fame that he had gained since bringing together the diverse Arab tribes to fight
for the allies. Ross is the pseudonym that he assumed to create a new identity by which to join the Royal
Air Force (RAF) when he returned to England after the war.
Lawrence endured immensely harsh conditions in the Middle East. His experiences are described in his
autobiography, The Seven Pillars of Wisdom (1935). They remain relevant today towards understanding
counter insurgency warfare. Lawrence demonstrates exceptional powers of leadership as well as
describing with extraordinary insight the diverse mentalities, belief systems, customs, and cultures of
different Arabian tribes.
His book describes his sense of betrayal at the end of the war, due to the Sykes-Picot Agreement under
which the UK was unable to keep Lawrence’s promise to the Arabs of a homeland in greater Syria. The
Balfour Declaration confirmed the support of the British government to establish in Palestine a national
home for the Jewish people.
Executions
During the 600-mile crossing of the desert, Lawrence describes how he was put in an almost impossible
situation when he was compelled to execute two of his men. The first for committing treachery by killing
a fellow Arab in a feud, the second, which Lawrence defended on compassionate grounds, was the
shooting of a badly wounded, valued servant and colleague. This occurred long before the days of
recovery helicopters and rescue by air. Transport was by camel and mule. If this man had been left
behind he would have died a much slower and more horrible death in the desert. To kill someone who
has served you and of whom you are fond is indeed a traumatic even in anyone’s life. It was not in
Lawrence’s case a callous act but an undeniably horrendous one. During this campaign, Lawrence was
captured, tortured, and sexually abused. He describes how he became ‘numb to all feeling’ after this
event. Lawrence’s biographers recognise that these traumatic experiences required a strong mental
response in phenomenally difficult decisions, but that they contributed to his reckless behaviour in later
life. This aspect becomes important when considering the effect of traumatic events on human
behaviour because impulsive actions and cognitive distortions are common in survivors of trauma.
So we may question what the difference was between Lawrence ending the life of a beloved servant and
Blackman who shot a badly wounded Taliban fighter in Afghanistan, in conditions that were equated to
a 21st century version of the no-man’s land of World War One. The case of Sergeant Blackman raises the
fine dividing line between compassion and callousness, duty, and impulsivity and yet we have to ask
what causes callousness?
Lawrence became ‘numb to all feeling’ after he suffered torture. This dissociation from all emotion by
which to endure intense pain is a necessary defence for survival and to re-avow feeling after trauma is
often the work of psychotherapy. Following such events to feel anything at all sometimes involves highrisk, adrenalin-based activity.
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Blackman was court martialled for breaching military rules; he was ‘dismissed’ from the military with
‘disgrace’, having previously served in the Royal Marines with distinction for 15 years in Iraq,
Afghanistan, and Northern Ireland. In 2017, when the appeal court overturned the decision of the
military court they agreed that the shooting was not a cold-blooded execution. They acknowledged that
he was under extreme stress having served six tours of duty as an exemplary royal marine and that he
was suffering from an undiagnosed mental illness at the time of the shooting.
Blackman was initially court martialled, having broken the rules of engagement and the harsh outcome
was of dismissal. In the 21st century however, following his wife’s campaign and with greater knowledge
and science in mental health treatment. He was eventually diagnosed with an adjustment disorder and
it certainly sounds as if Lawrence too suffered in that way. He struggled to maintain a familiar sense of
belonging by wishing to stay in the military services and he continued to seek thrills through high-risk,
high-speed motorbike rides. Yet while hailed as a distinguished and decorated hero, he felt the need to
disguise himself from being recognised. He was a complex character who fluctuated between polarised
responses of driving his bike many miles to see famous people and seeking to retreat to obscurity.
Traumatic responses and underlying aetiology with disrupted attachments patterns are often present in
mentally disordered offenders (MDOs) who have killed. They are diagnosed with serious and enduring
mental illnesses, hence not just labelled ‘bad’. The course of the illness precedes an offence; hence many
are incarcerated under grounds of diminished responsibility. Too often seek to hide their true identity for
fear of being infamous (rather than famous), but rather because of their fear of exposure in public or by
the press. Prior to psychotherapeutic work they are often hiding from themselves. Over the course of
time in music therapy treatment, many gain greater emotional recognition, thereby re-avowing the
dissociated terrified aspects of themselves, furthermore recognising that they had been terrifying to
others. The nature of making music in a therapeutic setting sometimes enables them to express their fear
of going to hell. Some seek to find meaning in their lives and develop empathy and a desire to make can
lead to a process of restorative justice. For example as described in a case study (Compton Dickinson &
Gahir, 2013) working with conflict: a summary of treatment of a man suffering with schizophrenia who
committed manslaughter. Similar clients are often willing participants in research studies are often
willing participants in research studies for which an informed ethically approved consent procedure is
always sought. One study (Gold et al., 2013) demonstrated how motivation can improve through music
therapy. Ethically approved forensic music therapy research demonstrates how creativity and selfreflection can help to ameliorate the traumatic impact of negative responses on the ability to socialise
and relate positively to others, thereby helping individuals to be less withdrawn and hostile (Hakvoort
& Bogaerts, 2013; Compton Dickinson & Hakvoort, 2017).
The role of music in brain function and recovery
Trimble and Hesdorffer (2017) explain how in evolutionary development our ancestors began to
articulate and gesticulate feeling with very limited vocabulary. The cite Langer (1951) to explain how
meaning in music came before meaning in words. Because the human ear, unlike the eye, is never
closed. Furthermore, explaining how and why the auditory cortex in Homo sapiens is larger and more
developed in comparison to that of other great apes. This author names in particular the dorsal area of
the brain which relates to auditory reception of speech. The expansion of which, and its connections,
are associated with the increased size of the cerebellum and areas of the prefrontal and premotor cortex,
Langer (ibid) suggests that this led to the shift of creative aesthetics based on sound, and the ability to
entrain with external rhythmic impulses (an aspect which is central in a developmental approach in
music therapy). Langer continues by citing Mithen (2005) who argued that spoken language and music
developed from primate calls used by Neanderthals. This communication was emotionally based
without words at least as we know them. Hence, the first and often most impactful form of musical
communication is song.
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The role of music in the treatment of men who have killed legitimately in the line of duty, is a creative
one which was illustrated on Remembrance Sunday in 2017 on BBC Radio 4 Songs for Solders (BBC,
2017), a programme of songwriting with US military veterans who are diagnosed with post-traumatic
stress disorder (PTSD).
While music therapy was traditionally thought of as a ‘soft’ therapy, forensic music therapy requires a
rigorous evidence base because the risk of violence and harm are high, hence clinically and
scientifically tested model that is used in locked psychiatric hospitals and prisons (Compton Dickinson,
Odell-Miller, & Adlam 2013). Along with other creative therapies such as expressive writing (Relojo,
2015), impulsivity is reduced as mindfulness and emotional recognition develop, conflicts can be
resolved, safely in a group cognitive analytic model (G-CAMT), often firstly within creative expression in
musical improvisation which can lead to the ability to find the words and to improve interpersonal
relationships (Kellet, Hall, & Compton, in press)
Music therapy treatment developments and research with mentally disordered offenders who have
killed, demonstrate visibly how unconscious impulses result in high-risk behaviours. To some extent it
is argued that musical interactions are one key to handling the complexities of the practice of freedom in
everyday life (Gallagher & Steele, 2002). More specifically, in this form of treatment patients move
around to play and interact musically, thereby experiencing a sense of embodiment and engagement
with the overall mood and group cohesiveness through which a common theme emerges, rather than
passively sitting in a chair in a traditional psychotherapy context.
Physical responses are observable in body language and symbolic gestures, which sometimes parallel
more sinister behaviours that relate to the offence committed. This is a central component of forensic
music therapy, which can tell us more than words do about how to understand what is taking place
within the individual’s mind, even if this may not be fully conscious to the individual. Symbolic
examples may include stabbing movement with drum-beaters, tactile stimulation through symbolic
stroking of instruments or predatory stalking behaviour such as remaining on the periphery of the group.
The therapist can then help the patient to understand his impact on others.
There are social aspects to structured therapeutic group work in cognitive analytic music therapy. The
process of jointly creating a musical improvisation in the form of a musical dialogue within a musically
therapeutic relationship is a highly attuned form of interactive engagement. In manualised forms of
treatment such as G-CAMT, the activity of jointly creating music is clinically proven to be a catalyst for
self-development. Patients who received group cognitive analytic music therapy; in addition to their
standard care in feasibility randomised controlled trial became less hostile and less withdrawn and
more sociable. Indications are that their move to conditions of lower security is escalated compared to
those receiving standard care only, none were re-admitted which suggests a sustainable effect and
potential reduction in recidivism.
DISCUSSION
To return to the play of the man: T.E. Lawrence or ‘Ross’ – His responses may be understood from the
point of view of being an individual who was apparently not able to talk about or to fully process his war
time experiences and losses, indeed his autobiography was heavily edited as if censored, prior to
publication.
Maybe for fear of shame, unable to talk about or disclose his homosexuality or for fear of having
distressing flashbacks of having killed of the sexual abuse that he endured, he possibly suffered an
inability to mourn. In effect, the individual is unable to feel the grief. The associated sense of shock
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when facing trauma and loss and an inability to grieve when the ‘stiff upper lip’ is required to keep
soldiering on might explain that Lawrence was never able to exceed his exciting and successful Middle
Eastern military career. This phenomenon is described by Millar (2017) as ‘unprocessed terror’.
Perhaps not too dissimilarly, but at the opposite end of the social spectrum, men and women who
suffered childhood abuses and who subsequently developed serious mental disorders often feel too
shameful to talk about or to remember abusive events when they were the victim because they ‘numbed
out’: an experience which can create feelings of nausea and disorientation.
Perhaps this is why the Pink Floyd song ‘Comfortably Numb’ is so popular with patients receiving music
therapy in secure hospitals. It describes the loss of innocence and childhood, the anxiety of having to
perform and how to become comfortably numb in situations of conflict if often the only way to cope
with profound anxiety.
Carefully structured, psychologically founded interactive forms of forensic music therapy can help to
thaw out emotional numbness thereby helping the individual to become less unpredictable and less
likely to get involved in risky behaviour. The psychological response to trauma is to disconnect from
what feels intolerable. As a result of which, sometimes, the individual may seem absolutely normal; a
moment later a different, more dangerous state of being might suddenly be accessed through a
distressing trigger event, hence impulsive action becomes a risk.
Music therapy can contribute to multidisciplinary treatment because expertly and carefully attuned live
music making is mediates the musical vibrations that cross from the right to the left hemisphere of the
brain thereby promoting a greater sense of mental integration and the ability to think more clearly rather
than just to struggle with unmanageable feelings. The aim is for the client to discover how to transition
more gradually from one mood to another, rather than to free or ‘dissociate’. In this way, he may feel all
one of a piece by also being able to think straight as both left and right hemispheres are connecting,
giving a sense of mental integration. In this way, the individual can develop insight and he becomes less
of a risk to others.
CONCLUSION
The cases of Sergeant Blackman and of T.E. Lawrence demonstrate that an emotional trauma is endured
when killing, which is compounded through perpetual repetition that can erode resilience and for some
individuals lead to the loss of mental health. The result may be a sense of diminished responsibility or at
the very least unhappiness and polarised responses of retreat or towards seeking excitement.
A perpetrator of an illegal killing is committed of the offence of murder, incarcerated in prison, thereby
paying the price of the loss of freedom having inflicted loss on others through violent aggression. In the
case of Sergeant Blackman he was also stripped of his distinguished military identity and status as a
member of the armed forces. Ultimately, his sentence was lifted and a more compassionate response
meted out, due to the more modern understanding of how sustained stress and conflict as well as
witnessing atrocities, can affect the brain and judgement of even a highly regarded, decorated and
disciplined soldier.
Many mentally ill patients who have killed have a fear of eternal damnation and they seek not to be an
outcast. Their contribution to future treatment developments can be one form of a redemptive response.
While this may possibly be viewed as an altruistic defence to be helpful in contributing to treatment
developments can also make a difference towards the individual some finding inner peace and
reconciliation.
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By following a treatment manual, thereby using a psychologically tested model, forensic music
therapists are able to stay safe and to help their clients to develop more self-awareness and mutual
understanding between group members. This can lead to new experiences, positive changes, and new
bonds in how clients relate to each other. The ongoing research is aimed to further demonstrate how this
form of ‘live’ interactive music therapy contributes positively to recovery and resilience through
sustainability of effect. People with mental illness may no longer feel so feared and may live relatively
normal lives if they can access services from prisons right through community care.
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The present work is intended to create a space of support and safety for people with a mental health
diagnosis. However, readers should never coordinate a response to an immediate clinical emergency
unless they have state-licensed credentials issued by a local office of professions. Anyone requiring
immediate medical attention should call 911 or proceed to a local emergency room. The central aim is to
develop a community of individuals willing to establish a new culture surrounding the delivery of
mental health services and the manner in which treatment, advocacy, and community psychoeducation
is rendered by systems of care and prepared for consumption in our communities. Twenty-first century
treatment for people with a mental health diagnosis is advancing, largely driven by new trends in
research and policy reform. These policies, for better or worse, prescribe and map a course for new
treatment pathways and models for delivering best practices in mental healthcare. To build on earlier
research requires that clinicians successfully challenge less effective treatment milieus, evidence a need
for further data, and ultimately, carry out studies that demonstrate and provide better outcomes for
patients. Without question, rising violence can be partly attributed to a broken mental health system.
Keywords: diagnosis, mental health, mental health diagnosis, psychotherapy, trauma
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BACKGROUND
Rising insurance costs emphasise the need for urgent reform and further advancement of research in
mental health. This need for immediate change translates into revamping the mental health delivery
system by correcting the systemic and institutional gaps in a broken system that allows patients to fall
through the cracks of treatment and continue carrying a mental health diagnosis. Evidence-based
treatments and outcomes in current best practices signal that this shift in mental health treatment is
necessary if people are to experience a full and lasting recovery (Anthony, 1993). Deinstitutionalisation
has, in fact, stalled, and today’s neo-institutionalisation of people carrying mental health diagnosis has
overtaken decades of progress in providing full community access and integration. Ultimately, we are
here to change the paradigm.
Too many people carrying a mental health diagnosis in higher education are subject to discrimination,
unfair and disproportionate disciplinary action, and premature expulsion from campus life. While
colleges have services for people with mental health disabilities, treatment programs, and on-site
consultation for community vendors providing assistance, the problem persists. People with mental
health diagnoses continue to battle institutional and systemic stigma that corrupts the ground floor of
higher education.
As a student at Binghamton University in New York, I struggled internally against my battle with
schizophrenia and outwardly against my college, which was mishandling my application to graduate
school. While my particular circumstances are unimportant, the college’s misinformed decisions on
how to interact, support, and hear my voice as a student with a disability illustrates of the depth of the
void in adequate accessibility in higher education. A closer look at several incidents at Binghamton
highlight how college services currently treat students with mental health diagnoses and the need to
level the playing field in administrative actions so that a mental health diagnosis does not stigmatise the
student and manifest itself in extreme disciplinary action for minor infractions. One learning moment
from my college experience occurred during course registration. These catastrophes are everywhere in
higher education. As a clinician, I hear countless stories, all with the same causal and proximate root. I
am recommending measures be put into place immediately to counteract and mend the damage
inflicted upon students with disabilities.
Such measures begin with additional services and support, but ultimately, accessibility requires that a
college adapt its culture and change its stance on mental health. Although I believe firmly in change
from within, now more than ever third party consultants need to be brought in to work closely with
campus departments and incident aversion teams to assist with cases that strain existing support
systems and services. Colleges can no longer operate in isolation and diffuse their incidents internally.
Colleges must immediately open their doors to mental health awareness before further harm is done to
our youth.
In doing so, practitioners must continue to discuss, define, and set up an ongoing dialogue that focuses
on what recovery means for people battling a diagnosis (Windell, Norman, & Malla, 2012). We all have
eccentricities. Some of us are moody; others are negative and cynical. These character traits make us
what we are – humans. When a person first receives a mental health diagnosis and enters the mental
health system, it is easy to forget the humanity behind the diagnosis. At the onset of treatment, everyday
quirks and eccentricities can easily be dismissed as part of the problem requiring medication or therapy.
I recommend further exploration of key strategies for differentiating the person from the diagnosis and
providing tools to spread psychoeducation so that the stigma in everyday life is dismantled for students,
parents, and other family members. People diagnosed later in life can easily remember who they were
before they became. But people with severe and persistent mental health issues that are diagnosed early
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in life can easily forget life before treatment. I encourage you to think back to a time when you were
naive and happy, and the mental health system was totally off your radar.
However, even then, even before any symptoms were present and active in your life, you probably still
had problems that you considered normal for your stage of development. For example, you may have
loved to stay up all night. Probably, nobody called your behaviour manic. Were you strange or goofy at
times growing up? Even bizarre? I bet no one called you schizophrenic or delusional.
People reserve certain language and descriptions of behaviour for people with a mental health
diagnosis. But the truth is that people with and without a diagnosis can behave the same way, but only
the person with the diagnosis is perceived as symptomatic. This a huge problem for the recovery
movement and an even bigger problem for people in recovery who are trying to figure out if the issue
they are struggling with is symptomatic or a normal reaction to life’s stresses (Deegan, 1988). For
example, if you are carrying a depressive disorder diagnosis, when is it acceptable and normal to be
sad? If you are bipolar, when is okay to be energised and feel on top or the world?
The answers are complex and should signal the focus of recovery: the healing of the person diagnosed
rather than just the alleviation of the symptom. Recovery needs to begin with identifying who you were,
assessing where you are at now, and planning a course of treatment for getting you to where you want to
be. When treatment focuses on the problem, or the symptom, the person becomes the diagnosis (e.g., he
or is schizophrenic, bipolar, depressed). Too many people in treatment forget that some problems and
issues are normal, need to be experienced, and are a part of life. Problematising every little issue in life
and associating it with your diagnosis is the first and best way to perpetuate the revolving door to
hospitalisations and the mental health system (Le Boutillier, et al., 2011).
Undeniably, our support systems, both natural, and artificial, play a vital role in our health by enabling
our capacity to heal from sickness and reducing the likelihood of revolving through the mental health
system. Supports play several important roles in our recovery and ability to problem-solve difficult
situations without incident. Given my professional experience as a clinician, mental health therapist,
and peer struggling with a mental health diagnosis, I can affirm that we are only as strong as our
weakest support. Whether the ‘weak link’ is a friend or service worker (e.g., case manager or therapist),
people carrying a mental health diagnosis and persons seeking better health and healing alike need to be
able to identify helpers and be sure to find players who have a vested interest in your mental health.
My term for overwhelming support is ‘too big to fail’. In my recovery and healing, I have always been
blessed with a litany of helpers to guide and oversee my journey through the mental health system.
When I was first diagnosed, family visited me in the hospital regularly and ensured there was no
mistreatment by staff members when I was in the state hospital. In addition to their participation in
treatment, my family was a large part of my discharge plan back to the community and my
rehabilitation from unresolved symptoms. I had the opportunity to witness countless patients without
the same family support. I witnessed patients without visitors, friends, or outside professionals and
without a home in the community to be released to after their recovery in the hospital.
Whatever the problem was, whatever the complaint from the hospital staff regarding my behaviour and
treatment progress, I had family with which the staff could lodge their complaints. I had friends visiting
from time to time to make sure I was not mistreated by hospital staff, and I was relatively comfortable in
the hospital. These supports and friendly visitors became unofficial members of my outpatient
treatment team. When I re-entered the community and began outpatient treatment, my team was
always there to advocate for me and facilitate. In addition to family and friends, I leaned on professional
contacts to push the system along during ‘stuck moments’ and holding patterns – times when many
people either slip through the cracks or become subject to relapse and re-entry into the system.
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My landscape of health and healing has never included failure or a sense of defeat and isolation because
my horizon reaches beyond my immediate personal space into a large, unending pool of resources. I
continue to draw on them when I feel that my progress is too slow. My support system can also fix
external mechanisms so I can continue to heal and recover. This is why your helpers should be more
than motivated; they should proficient in the system and your struggle so they can operate without your
immediate supervision and act when you might not be available given your first priority is healing.
‘Too big to fail’ means you have so many people in your corner you can fall back into a learning moment
without losing ground. It also means your problems reflect on the problems of a larger stakeholder in the
system, so your issue becomes, in turn, the system’s issue. People can move the system to work for
them. Their interests and the people who espouse them can be motivated to squash ‘noise’ and
complaints out of fear that patients might relapse without extra support or create an unseemly public
display. These events would jeopardise the veneer of hope the system is supposed to create for those it
serves.
Ultimately, there are limits to leaning on your helpers for support. Calling friends or family to do
everything is not only unrealistic, it can become abusive. Put boundaries in place with your helpers so
their work does not ever negatively impact your case or cause more harm than good. Your helpers
should be understanding and accepting of your limitations. The next phase of your healing should not be
down the avenue of learned helplessness. In the end, healing is a product of your strength and should
reflect predominantly your work in recovery and not that of your helpers.
Critical mass: Defining the urgency
New policy must include ‘Full community access and integration: Dislodging lockdown from
Treatment’. We need to systematically apply and introduce new knowledge to mental health treatment
through a deep belief that care needs to exist beyond the confines of a locked unit in a psychiatric
warehouse. It is time we charge our university system with the task of envisioning full community
integration and system-wide ward closures of state psychiatric facilities. The social work and
psychology departments of the New York State Office of Mental Health will draft a proposal for Ward
Closure Teams that will plan, assess, and implement the dismantling of locked long-term care units
across the state and identify gaps in community care and access at the local level.
The community of mental health practitioners and peers needs to establish a new culture surrounding
the delivery of mental health services and the manner in which treatment, advocacy, and community
psychoeducation is rendered by systems of care and prepared for consumption in our communities.
Parties with a vested interest in healthcare and social welfare stakeholders can begin to levy reform by
opening the conversation. Hopefully, this will result in a document that helps establish a culture in
which all people involved in mental health will expect major shifts in outcomes. The road ahead
presents many obstacles to universal access to treatment, but these challenges must be met head on if
we are to move mental health treatment forward.
Members of the mental health community should search for allies and advocates who will lobby for
community-based services, so they can expand further and will have the resources to take up our cause
and incorporate it into the very structure of their organisations. This needs to be a living document.
Community members should update, adapt, and revise it as further research and emerging discourses
inform the manner in which mental healthcare is packaged, consumed, and presented for debate by this
community and its members.
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Interdisciplinary parity: Eliminating the disconnect between the peer and mental health practitioner
As a mental health professional with lived experience, I had to choose between peer work and social
worker. Dualities and binaries: Mental health has both. There are no specific answers to unpacking
every aspect of the complexities, but they are a little more black and white than deciphering good from
evil. It’s about conflict, values, and ethics. It’s personal, it is professional, and it is individual. It is global,
with every intersection revealing the liminal space between two worlds. Undoubtedly, being a peer and
mental health professional has its challenges, especially in negotiating boundaries with co-workers,
friends, allies, and consumers. When does disclosure become overexposure and unprofessional in the
clinical realm? Living as a peer and practising as a professional, means mutuality. It means disclosing
your life in the most open manner. This may require discussing lived experiences, which can create
complications and conflicts with the boundaries that set the standard for clinical practice in mental
health.
This struggle sets the stage for today’s dilemma in mental health: How to be transparent, authentic, and
real in the best interest of the consumer’s care, including proper treatment, respect for dignity, and the
right to the best practice and options. So, how do peers and professionals handle this complexity? This
can be achieved through building empathic connections with clients and colleagues. We know what it is
like to be ill. We know what it is like to treat that illness. Bridging that gap is fundamental to providing
the best possible care. We all have our histories, but authentic peers are comfortable with their journeys
and the journey of clients (Deegan, 1996). They can create a most intimate and supportive relationship
in a system which is centred on suffering and deep pain. Fundamentally, it is about restoring the human
aspect of care in human services. And, it is about time. But we are not there yet. To get there, the
relationship between peer professionals needs to shift. We need supervisors, clinicians, and
administrators who understand this duality and nurture, its delicate and complex layers. Ultimately,
with support and openness, holding space, and challenging fear of the unknown, the gap becomes a
bridge to the best possible care. Mental health professionals must choose to which world they want to
belong: (i) a world that discredits and places sanctions on uses of self-disclosure (Relojo, 2017); or, (ii)
one that practices mutuality and can create conflict when the peer enters the real world and finds that
regulations and rules can complicate equality and freedom of choice.
Natural connections, supports, and understanding what it means to be a colleague affect how
professional people relate to the mental health system. As a social worker, support and consultation will
look and feel different than the counselling I receive from a peer who is practising mutual support. This
seems odd since we are all doing the same thing. Call it treatment, case management, or peer support;
we are all looking to resolve the mental health issues of our clients and patients. Labels make us realise
that how we see each other and how we understand our role is different because of stigma and the
evolution of the mental health system. The system creates identities for people enrolled in its
institutions and labels us as something less than or other than a professional. Until stigmas are
dislodged from the mental health paradigm, we cannot expect to see outcomes that reflect the
importance of peer work or mutuality as an intervention that creates a lasting space for change that can
resolve mental health issues. This paradigm shift means every mental health provider will be able to
practise mutual support without removing the human element that occurs when social work is practised
without peer support. Human connections are made by identifying ways of reducing the human struggle
and divisiveness in our population that makes mutuality more distant and difficult to practise. This is
because our interests and human connection derive from stigma.
We want counsellors, therapists, and peers to be authentic. But what does that really mean in the
context of systems of care? Authenticity means being true to one's own beliefs or being without
pretensions. How can someone be authentic in a system that pushes its own values, ethics, and
prescribed regulations for treatment? How can a consumer ever hope to be treated without bias or
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judgement in a system that categorises, assesses, and diagnoses you with prescribed manuals? I am
suggesting that if we had authentic therapists or peers, then the empathy and connection made with you
during treatment is really a negotiated form of the word. It does not meet the platonic, pure definition of
authentic, and, I would hazard to say, has been commoditised for reimbursement from insurance
companies and not-for-profit (but really, for profit) agencies. The clinical regulations of the New York
State Office of Mental Health (under NY Article 31), and those of other states with state regulatory
commissions for mental health treatment include rules for participation in treatment. I have never heard
of rules in an authentic relationship. A relationship, if it espouses authentic values, will inherently
develop from the input and energy invested in the connection. But this is not how treatment plays out in
the modern clinic, where it is prescribed and very much based on funding streams and ‘anchors of care’.
These denote which practices take priority over others and which interventions are ‘in’ and which are
‘out’.
When you first enter a clinic and come under its gaze, you, the consumer, are immediately assessed for
risk of harm and safety. You receive a diagnosis that supposedly helps practitioners map a pathway and
strategy for your treatment. But hold on; that does not sound authentic. Why are consumers of mental
health treatment assessed, marked, and essentially ticketed for retail value for reimbursement by
insurance companies? Because, if we are honest, when you are given a diagnosis for insurance
purposes, the clinic is basically forwarding your projected cost given the ‘medical necessity’ of your
diagnostic label. This means, for example, if you are diagnosed with acute anxiety, most managed care
insurance companies will want to know your progress toward your ‘goals’ or readiness for discharge. On
the other hand, if you are lucky enough to receive a diagnosis of chronic schizophrenia, you are eligible
for Medicaid and other catastrophic coverages that pay for long-term care, because, that is your value
and worth in systems of care. So, where in all of this are the authentic relationships? It rests in the
negotiated ‘back-and-forth’ dialogue between you and your practitioner. Is your practitioner willing to
drive treatment forward and justify your continuing care at the clinic? This care depends on various
factors, including: (1) your needs as a consumer; (2) the cost of keeping you in treatment; (3) the
pressures of a rising caseload; (4) the risk of harm as a level-of-care issue; and, (5) participation in
treatment. If you meet these criteria, your care cannot be terminated without a complex and systematic
formula justifying your discharge. Although authenticity has no space when the system determines your
medical value, it does hold space in the consumer’s active participation. To keep moving forward, you
need to justify your ongoing treatment by willingly and actively participating in your care. The rules for
Article 31 clinics are clear. State regulatory bodies want to know if you are involved and vested in your
treatment or if you are simply not worth the cost of your state and insurance psychiatric rehabilitation.
Unless you are a freelance, privately contracted peer, or consultant, you are also part of a larger system
of care. Understanding the peer's authentic value to the consumer is even more problematic in this
context. But it is a value. I am suggesting that the peer, too, has been assigned a rate for services. By
adding peer services to the consumer’s treatment, an identified need has supposedly been met. But, the
integrity of peers aside, consumers of services are duped into thinking their voices are heard by their
peer advocates and that their peers will address any problems they are having moving through the
system. This thinking is fallacious and should be addressed by peers working in all systems of care,
which, as have already been suggested, are also traded among agencies like commodities and packaged
under the disguise of mutual support. This is extremely problematic for consumers who are truly
disorganised in their thinking and actively delusional or psychotic. In most of these cases, the voice of
the peer is silenced, and the legal system goes to work. Thus, if you are so ill that you cannot
differentiate ‘right’ from ‘wrong’ and are at an acute risk of harm, it is not your peer's voice that will be
heard by the treatment team when you are unhappy with your care. Instead, it will be the lawyer's
voice, above all, that either justifies your continuing care on a voluntary basis or your commitment to
forced treatment with a change of legal status to involuntary.
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I have not always been a peer. I did not rise through the ranks of the movement. However, my research
does not reveal many courtroom peers challenging judges to convert a consumer's legal status to
voluntary. Why are peer advocates not in the courtroom? Just follow the money. Peer work, as a
commodity to be traded for peer support, has no value in the legal system when it intersects with a
consumer's treatment within systems of care. This means, essentially, it is the voice of the lawyer,
psychiatrist, and perhaps therapist that has primacy over the peer. This is because its legal worth can be
justified on a level that satisfied the court's concern over-risk and harm to others. I am not suggesting
that peers should be assessing for risk or making legal decisions regarding their clients. Nor am I saying
clinicians should fly by the seat of their pants and forgo prescribed treatment practices because on a
philosophical level it does not satisfy the definition of authentic treatment. Instead, I am signalling the
mental health community that we have a long way to go before consumers will begin to accept their
therapists’ advice as truly empathetic and the peers’ voices as their equal in systems of care. With this
said, we can continue to evaluate funding streams and question the reimbursement practices of
insurance companies that classify assign consumers of care treatment based more on money and worth
than on society's drive to end disparities in treatment practices.
The re-rising of community mental health
For most of us served under its auspices, we just call it the system. Many systems serve consumers with
services and ‘benefits’ (e.g., social security, social services, etc.). Some systems are more distressed and
outmoded than others, but no system is as complex, repressive, isolative, feared, and misunderstood as
the mental health system. As a clinician who works within the community mental health model, I am
recommending reform of specific aspects of the mental health system at the local level. My experiences
are based on serious delinquencies in person-centred care and the limited opportunities available to me
to move forward and escape the system’s revolving door. As a provider and peer, I have witnessed
different attitudes toward consumers, most of which were not person-centred. By that I mean, a stance
toward consumers that allies with their recovery and creates a culture in which service recipients feel
safe, have a voice in their treatment, feel supported, and are made aware of their rights. I have worked
at various levels of the mental health system in my locality: the clinic, community centres, schools, and
people’s homes. Thus, I have had an opportunity to interact with various systems that intersect the
mental health system to an effort to connect consumers with other services and benefits.
Surprisingly, I discovered that the most person-centred attitudes held toward consumers came from
other systems (e.g., DSS, Social Security, schools, and other community organisations) and not from the
so-called person-centred mental health system and its staff, whose members work directly with
consumers with a diagnosis. As community practitioners and peers, we like to think our person-centred
perspective is the most advanced, but we have not yet reached the upper limit in practice. The most
egregious flaw in the mental health system is how difficult is the struggle to leave the system in an
‘improved’ position without relapsing. The main reason is the challenges in connecting to other services
because of insurance/Medicaid or working disabled issues. In addition, when giving up disability
status, the consumer is left to his or her own devices to succeed without any support.
Consumers, practitioners, and peers have all encountered the system’s forked road. Either (1) take the
path of living as ‘working disabled’ with its many restrictions in insurance coverage and assistance;
and/or, (2) or choose no system support, which makes it all too easy to rebound into the system. Is
anyone really shocked that people are rebounding? After years of support, people carrying a mental
health diagnosis improve and are dropped from services to survive without support. They lose years of
conditioning, including, in some cases, hand-holding, and in others, benefits and services.
Does the working disabled path provide any greater chance of success? As a working disabled
consumer, I found the hardest part of this path was not feeling healthy enough to work, but rather
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navigating the complex system of benefits that comes with the status so I can stay connected to
treatment and deal with the backward Medicaid system that covers people with this status. Where we
live, grow up, work, and spend our time impacts our chances for success and, ultimately, survival. The
person versus the environment question is an age-old debate that focuses on whether aspects of our
success and/or failure can be attributed to where we live. Nature versus nurture also seeks to evaluate
the protective factors (e.g., good parents, shelter, etc.) and weigh them against factors that put people at
risk of potential harm. Studies and ongoing research continue to struggle with answering this question
when it comes to mental health. Threats to a person’s safety potentially harm his or her mental health on
various levels. Possible safety threats include scarcity of resources, poverty, and homelessness.
Although secondary to personal safety, they can sometimes be just as lethal, particularly when
environmental issues become more complex and hard to identity. However, the possibility of survival is
lower for a person without healthcare and a home than it is for an affluent person with the best mental
health insurance coverage money can buy. But the environment consists of much more than a collection
of people and their financial status. How mental health intersects the macro and micro aspects of our
humanity is even more complex. So, what is important when it comes to our personal mental health
when thinking about the larger world around us? Access to goods and supplies, hospital networks and
medical/psychiatric care, and even transportation contributes to our community Environmental Mental
Health Index (EMHI).
The EMHI is a self-administered tool that evaluates if our environment is helping us thrive or just
survive. To use the tool, simply answer a few key questions using your internal barometer to reveal
thoughts and feelings about where you live and the larger world beyond your immediate surroundings.
Community brings with it a collective mental health status beyond our personal mental health narrative.
Both intersect and complicate what defines mental health on both macro and micro levels. Social
apparatuses, such as feelings attached to being a part of something larger than ourselves, something
unique, affect our feelings about where we are and how we got there. Both the ‘where’ and the ‘how’ may
not reveal macro threats and protective factors, but they do inform how we feel about where we live.
Using this technique will make you more cognizant of your surroundings and how they impact your
feelings on a daily basis. It is the first step to understanding how where you live affects why you feel and
think the way you do. Local community mental organisations need to begin to evaluate similar scales to
identify and mark which of their programmes are effective and which require additional funding
because of counter-therapeutic environmental interference.
The problems with diagnostic labels in person-centred care
Clearly, peers and clinicians are divided on the issue of diagnosis. As a peer and clinician, I suggest a biparty solution to this age-old divisive question. At the root is an issue of language. It is about roles and
responsibilities to carry out treatment. Ultimately, it is about identifying the condition or problem so the
patient can progress to a less harmful pattern of thinking or behaviour.
This argument builds on a multidimensional lens for deconstructing the intersections that complicate
the health systems and treats mental illness as a category ‘different’ from mental health. The evolution
of society’s concept of mental illness means that psychiatry as a hegemonic apparatus functions at the
micro and mezzo levels of society. Institutionalisation now exists in the minds of those battling in
community neo-institutionalisation. This suggests we are working with an institutional framework for
language to discuss and talk about mental health problems in the community context. Mental health
care raises our hopes for a cure beyond what medication can fix and moves patients toward greater
solvency and a working image of the self.
Dated institutional language talks a lot about reform, recovery, and getting ‘better’ or adjusted. But in the
evolving and shifting community, people want to do more than adjust or get better. They want to
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discover a solution to their problem and move on and live life. Unfortunately, the language of diagnosis
does not allow people to move on. Diagnoses follow consumers; sometimes forever.
The neo-institutionalisation
Neo-institutionalisation is covert and insidious; it must be stopped. I have already suggested that state
of mental health treatment has fallen under the shadow of something more dangerous to the consumer
of services than ever before in community mental health systems across the US. The term community
mental health evolved from the vacuum left after de-institutionalisation. At first, people were genuinely
excited about this new turn. It promised more person-centred care in mental health treatment. Decades
later, however, this movement has stalled and become an ageing system set up to meet the needs of
consumers from a distant era. In New York State, each county answers to the Office of Mental Health.
Other states follow similar regulatory structures for providing treatment. The county mental health
office, the most local unit in the community mental health system, has become nothing more than an
office to lodge complaints and keep records of its failing services. We need to turn the system on its
head, first by re-establishing the consumer’s voice in treatment. The system is still run by so-called
experts and autocratic practitioners, who traded their noble ideal of a helping profession for commercial
benefit. These ‘clinician-crats’ now dominate the system and make up the ruling or decision-making elite
in community mental health offices and local government. The only exception to this dominating
stakeholder is the peer professional. Unfortunately, to do business with these ‘clinician-crats’, the peer
profession has been reduced to dollars and cents on the state budget plan. To truly reform the system, it
needs to be restructured to match the needs of consumers by offering programmes and services that
reflect the values of community mental health that once enabled people to leave the hospital system for
full access and integration into the community. Full access and integration is the freedom once realised
by the psychiatric survivors of the 1970s and 1980s. It means more than ramping up points of entry into
local community health networks; it also means connecting mental health treatment to all goods and
services targeting healing and health-related issues. The rise of the Modern Health Home and the fall of
the silos, illustrate the system's attempt at integrating care, but, as with most new treatments, the
outcomes reflected the clumsy practices of the care management philosophy and regulations.
Now, instead of one service at a shop or agency, we have several services intersecting with health and
wellness. However, like most products assembled hastily, the quality of care reflects a degradation of
skills across the states. The concept worked, but the fine tuning in hiring practices and billing
overshadowed the worthwhile and beneficial programmes.
Ultimately, the hospitals are still open. Long-term out-patient programmes still exist and are more
abundant than before. I am suggesting we remove the ‘levels’ from our systems of care and end topdown forms of treatment in which patients are granted access to freedoms based on their success in
treatment. The level-of-care philosophy made sense years ago, but does it make sense today?
Our goal is to pave the way to ending long-term in-patient treatment and funnel consumers back into the
community for the long term in their roads to recovery. Instead, we are feeding a system that privileges
restriction, seclusion, and isolation from the community. If treatment and services were all considered
at the same level of care, there would be no complaints from consumers that treatment is not centred on
their needs and did not exist simply maintain and justify its own upkeep. The rules encompass the way
we document patients and carry out treatment. They even bleed into the philosophy of care and
implementation of practice at our workplaces. No doubt, a set formula for the way operations and
treatment is carried out in the mental health setting is paramount for establishing the foundation of care
necessary to get treatment off the ground. But is prescribed treatment necessary to care for a full range
of diagnostic, social, systemic, and institutional problems? The benefits are obvious: predictability,
consistency, and evidence-based practice requires that treatment be reliable and reproducible if
treatment venues are to conduct house research. Research and evidenced-based treatment are vital, but
is prescribed treatment a must to drive quality and effective treatment forward in mental health?
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CONCLUSION
I am a clinician with lived experience who has been exposed to a number of treatment settings as a peer
and professional. What’s missing is that special touch, that lining to the golden thread that jars the
system, turns it on its head, and yet returns unscathed. I call it special projects. It is a division of care
that dares to explore the irrational and the unknown and has the confidence to justify billing to keep the
programme running and eligible for state funding. This is done by asking a few questions reflectively: (1)
Why is treatment the same here as down the street? (2) What can I offer my client that stands apart from
services of past providers? (3) Who am I working with, and how do the regulations of OMH complicate
the best care possible for my client? (4) How do I make it all work? First as an individual, then as a team,
and ultimately with your clients and their families.
At its root, this is a person-centred philosophy and practice that keeps the uniqueness of people at the
heart of treatment. It is a choice to be different from the cookie cutter clinic. I do not know about you, but
I did not train to work on an assembly line unless that process was going to cure my client. But in reality,
people are all different, so we need to find the right fit for your clients using special projects guided
work. We need to advance research to demystify the lasting and long-term implications of neoinstitutionalisation. Expanding definitions of discourses that intersect with mental health should
challenge today's ineffective systems. Research needs to use a multidimensional lens to deconstruct the
intersections that complicate the health systems and define mental illness as a category ‘different from
mental health’. In the future, further work should deconstruct categories of medicine, psychiatry, and
social work and encourage strength-based approaches that will supplant neo-institutionalisation and
create a new gold standard in treatment and social work.
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Bruce Cohen, the editor of this book, has been interviewed twice for Psychreg Journal of Psychology. The
first interview (Relojo, 2017a) was about his book Psychiatric hegemony: A Marxist theory of mental
illness (2016). The second (Relojo, 2017b) was about this volume, which is a multi-authored text
summarising critical approaches to mental health.
Cohen is senior lecturer in sociology at the University of Auckland. He put this collection together
because he was frustrated about the general lack of critical engagement in the sociology of mental
health. Socially critical perspectives have tended to be regarded as an embarrassing hangover from the
seventies. In mental health, this is partly because of the association with so-called ‘anti-psychiatry’.
Cohen makes clear that this book is not anti-psychiatry in that sense. Bonnie Burstow, though, has
recently reclaimed the term antipsychiatry and she provides a chapter in this book, which is subtitled ‘a
constructive antipsychiatry position’.
Cohen himself writes the chapter on Marxist theory. He thinks there may be merit in viewing mental
illness as the consequence of the alienating conditions of capitalism, but encourages Marxists ‘to focus
their energies on analysing the ways in which the mental health system supports the economic and
political prerogatives of the ruling classes’ (p.53). This and many of the other chapters in the book
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provide useful summaries of aspects of critical mental health studies, perhaps particularly for students.
They do this in a reasonably comprehensive way.
The book can therefore be highly recommended on this basis. Few of the chapters, though, take the
mental health debate forward, tending to confine themselves to summarising the literature. From my
point of view, there could have been more engagement with mainstream views. As Cohen himself says,
‘the ‚science‛ of mental illness is as contested as it was in the 1970s’ (p.3). Despite this book, critical
mental health approaches are likely to continue to be marginalised. The wish to find a ‘physicalist’ basis
for mental illness will never go away. Maybe students reading this book to understand the wide variety
of ways in which critical mental approaches have been applied will be able to progress from this
situation.

References
Relojo, D. (2017a). Interview with Bruce Cohen, author of Psychiatric Hegemony: A Marxist Theory of
Mental Illness. Psychreg Journal of Psychology, 1(2), 80–82.
Relojo, D. (2017b). Interview with Dr Bruce Cohen, editor of the Routledge International Handbook of
Critical Mental Health. Psychreg Journal of Psychology, 1(1), 94–96

102

Football and mental health: Interview
with Manisha Tailor
Dennis Relojo
Editor-in-Chief

Correspondence: editor@pjp.psychreg.org

Copyright. 2018. Psychreg Journal of Psychology
ISSN: 2515-138X

Manisha Tailor MBE is the founder of Swaggarlicious who uses the power of football and education to
engage with diverse community groups and organisations, including women and girls and adults with
mental illness to lead a healthy lifestyle and develop lifelong learning skills.
By profession Manisha is a qualified head teacher, primary school-trained with a master’s degree, and
more than 15 years of experience working in schools across the UK and internationally. She is also only
one of 19 Asian women (based on FA historical data over 20 years) to hold the prestigious UEFA B
Licence in Football Coaching.
In our quest to improve our well-being, we resort to a number of activities, either solitary such as
expressive writing (Relojo, 2015) or sport activities such as playing snooker (Rohit, 2017).
In this interview, we explore on how football can help people with their mental health and well-being.
What inspired you to develop a passion for football?
My passion and love for football began when I was eight years old and was inspired by my twin brother
who is my hope and strength. I come from a very sporty family. Sadly, at the age of 18, due to a series of
traumatic events that involves long-term bullying, he became depressed and was sectioned under
mental health. Eighteen years on, his condition is such that he requires one-to-one care and does not
verbalise as we do. Our passion for football still remains, however has taken a different journey.
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How did this become your motivation to raise awareness of mental health?
In late 2011 I left full-time work as a deputy head teacher when my Mum had a heart operation, my sister
started university, and I was completing my master’s degree in leadership. I began coaching part-time in
schools covering PPA (Planning, Preparation, and Assessment) and after schools clubs.
One day as I returned home from work I saw my brother smile. He then walked over to my football
equipment and said, ‘Football… Manisha’. I paused, took a deep breath and tried to absorb what he had
said. Although a little confused, I immediately knew that there was a connection and that was between
me, my brother, and football.
The decision was then made. I decided to pursue a career in football to help find a trigger for my twin’s
recovery from mental illness and use my story and experience as a carer to help others. It takes much
courage and strength to give up security and aim to work in an industry that poses many challenges,
however, this for me is about moral responsibility. To watch the person you are born with suffer every
single day cannot be put into words. It’s painful beyond belief. But just because I live in pain, doesn’t
mean others have to and my purpose is that others in our wider society are made to feel included and
provided with a sense of belonging through the power of the game.
I voluntarily set up the Wingate & Finchley FC Disabled Fans Forum in partnership with Fans For
Diversity and Middlesex FA. It is an initiative that allows football fans from within the local area, who
have a disability, in particular mental health, to come together and enjoy the beautiful game in a safe
place where they can simply be themselves and support their local football club. It is designed to
promote an active, healthy, and independent lifestyle for adults suffering from mental illness. This
initiative also provides education for carers on how to use sport to engage with the adults they are
working with. The impact has been amazing – giving adults an opportunity to leave their house where
they may otherwise feel alone and isolated.
What does research suggest about the link between physical exercise and mental health?
Our mental health and well-being impact upon our everyday lives. One in four will experience a mental
health problem, with 1 in 10 of those being young people. We ourselves are most likely to know someone
experiencing a mental health problem, however due to the stigma and discrimination experienced by
sufferers, they are likely to remain silent. Mental illness can be caused by a variety of factors such as
bullying, bereavement, domestic violence, neglect and emotional, physical or sexual abuse.
Research has shown that sport and exercise releases chemicals in your brain that that make you feel
good – boosting your self-esteem and confidence (Donaghy, 2007). Therefore, through the Wingate &
Finchley FC Disabled Fans Forum, adults will develop social skills in a fun environment in which they
feel comfortable and one in which they will not be judged. The integration and acceptance of all is at the
heart of our work. Football and sport can play a vital role in empowering those with mental illness to
channel their thoughts and feelings into something positive. Sport truly has the power to change lives
and provide those with mental illness a sense of belonging.
Can you tell us about your book, Child in Mind and how it will help raise awareness of mental health?
Child in Mind recognises the importance of raising awareness of mental health among young people in
schools. It is a resource that provides education on championing mental health and well-being through
open discussion and collaboration. There are detailed lesson plans including supplemented
photocopiable resources.
Becoming a young carer changed my life and I found myself on an emotional roller coaster. As I grew
older it became more and more apparent to me that there was a real need for open discussion among
young people around issues that they are facing and the psychological impact it can have on their
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mental well-being. Working in schools with young people and teachers will help breakdown mental
health stigma and it is important that educators have tools to support these discussions.
The lesson plans cover a range of thought provoking topics including migration, bereavement, being a
refugee, disability and being a young carer, and the impact this has on our mental health and well-being.
If we can help children to become change-makers, then they can help shape the future for young people
where open discussion on emotions and feelings has acceptance.
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